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Community Needs Assessments

Copies of the two (2) most recent “community needs assessments” for each of the health
care facilities at issue in this proposed transaction (and affiliated with the Applicant) are attached
to this Section of the Application. A list of these community needs assessments is set forth
below:
(1)

(2)

(3)

Adventist Health Clearlake Hospital, Inc. dba Adventist Health Clear Lake:
●

2013 Triennial Community Needs Assessment for Lake County;

●

2016 Triennial Community Needs Assessment for Lake County;

Willits Hospital, Inc. dba Adventist Health Howard Memorial:
●

2013 Triennial Community Needs Assessment for Mendocino County;

●

2016 Triennial Community Needs Assessment for Mendocino County;

St. Helena Hospital dba Adventist Health St. Helena; dba Adventist Health Vallejo 1
● 2013 Triennial Community Needs Assessment for Napa Valley (covering
Adventist Health St. Helena and Adventist Health Vallejo);
● 2016 Triennial Community Needs Assessment for Napa Valley (covering
Adventist Health St. Helena and Adventist Health Vallejo);

(4)

1

Ukiah Adventist Hospital dba Adventist Health Ukiah Valley
●

2013 Triennial Community Needs Assessment for Mendocino County;

●

2016 Triennial Community Needs Assessment for Mendocino County;

Adventist Health St. Helena and Adventist Health Vallejo are two facilities held within a single
nonprofit religious corporation and are reporting the requisite data and information on a combined basis.

Adventist Health
Clearlake Hospital, Inc.
dba
Adventist Health
Clear Lake
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EXECUTIVE SUMMARY
““My insurance has a $7,000 deductible, so I just don’t go [to the doctor].”
– Focus group participant
““If we don't start making more of an impact, these people who are struggling with
addiction and hopelessness are going to end up in the hospital or dead."
__Key Informant interview

Introduction
A community health needs assessment builds the foundation for all community health
planning, and provides appropriate information on which policymakers, provider groups,
and community advocates can base improvement efforts; it can also inform funders
about directing grant dollars most appropriately.
In 2012-2013, a Collaborative that included the two Lake County hospitals, St. Helena
Clear Lake and Sutter Lakeside, joined by public health and other local organizations,
retained BARBARA AVED ASSOCIATES (BAA) to update the community health needs
assessment BAA conducted in 2010. The purpose of the study was to examine
relevant community health indicators, identify the highest unmet needs and prioritize
areas for improving community health. The assessment meets the provisions in the
Patient Protection and Affordable Care Act (ACA) for community health needs
assessments and guides the hospitals in updating their Community Benefits Plans to
meet SB 697 requirements.
Two primary data sources were used in the process: the most recently-available
demographic, socioeconomic and health indicator data commonly examined in needs
assessments; and, data from a community input process that helped put a “human face”
on the statistics. The community input—a widely distributed online and hard-copy
survey; focus groups; and key informant interviews intended to solicit opinions about
health needs and suggestions for improvements—validated and enriched the statistical
data.
This 2013 Lake County Community Health Needs Assessment presents the community
with an overview of the state of health-related needs and trends from which to gauge
progress. It also provides documentation for decision-making to direct funding and
other support towards the highest-priority health needs in the community. There are no
big surprises between the 2010 baseline and the 2013 findings: in general, the big
problems are still the big problems. While the dial has turned in a positive direction for
some community health indicators, for others it has gone slightly backwards despite
improvement efforts.
Lake County Community Health Needs Assessment 2013
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Highlights of Findings
Demographics



Population change is mostly static. Estimates of annual percent change between
January 2011 and January 2012 show zero growth for the county overall.



With 21% of residents over the age of 65, the county has nearly twice the proportion
of older residents than California as a whole. The over-age-60 group is estimated to
increase 59% from 2010 to 2030. The anticipated significant growth in this age
group will put a larger burden on the health care system and local economy, which
may not have sufficient community services or tax base to support it.



Lake County’s population is projected to become increasingly culturally diverse in
coming years. For example, the Hispanic population is projected to increase slightly
more than 3-fold and persons identifying as multi-race by about 2-fold from 2010 to
2050.

Socioeconomic Factors



Recovery from the recession has been slow; 21.4% (up from 17.9% in 2008) of Lake
County residents, one-third higher than the state average, lived below the federal
poverty level in 2011.



One-third of the population was reported to be “food insecure.” And, in 2011, 61% of
students across the county were receiving free-reduced price lunches. These
findings, however, showed slight improvement from the prior assessment period.



The proportion of the non elderly population (ages 0-64) who were uninsured all or
part of the year in Lake County is very similar to the statewide average.



There were fewer uninsured children in Lake County than in California in 2009, but
the percentage covered by employment-based insurance, 44.5%, was lower than
the state average.



Lake County has the highest percentage of seniors covered by a combination of
Medicare and Medi-Cal in the Northern and Sierra Counties region. It has the
second lowest percentage of seniors that have private supplemental coverage in
addition to Medicare.



More people in Lake County, 86.3%, compared to California, 80.7%, have
completed high school or higher.

Lake County Community Health Needs Assessment 2013
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Lake County’s overall high school dropout rate in 2011-12, 2.8%, was more
favorable than the statewide rate of 4.0%, but slightly higher than the prior school
year. Native American and African American students drop out of school at higher
rates than the overall county average.

Key Health Factors
Communities commonly measure their health against statewide averages and national
objectives such as Healthy People 2010/2020. Community health indicators include
demographic and socioeconomic factors, which play out in diverse ways; death and
disease rates; conditions related to births; oral health; mental health; safety; substance
abuse; and health prevention activities.
Indicators where Lake County compares favorably or unfavorably or similarly to state
and national benchmarks are shown in the chart on the following page. It should be
noted that even areas where county levels of health are similar to state and national
averages may still warrant more attention.

Lake County Community Health Needs Assessment 2013
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How Does Lake County Compare on Common Community Health Status Indicators?

The 2013 Lake County Assessment
Compared to:
The 2010 Lake
National Health
2013
County
Objective (Healthy
California
Assessment
People 2010/2020)
= More favorable (e.g., better than last time; or better than state average; or exceeds national benchmark).
= Less favorable (e.g., worse than last time; or worse than state average; or does not meet national benchmark).
= Similar (e.g., same or close to last time; or similar to the state average, or meets national benchmark).

Indicator





Self-Rated Health Status
Total, % reporting excellent/very good/good
Seniors 65+, % reporting excellent/very good/good
Morbidity (Disease and Illness)
AIDS incidence
Chlamydia incidence
Prevalence of heart disease
Prevalence of diabetes
Prevalence of adult obesity
Asthma
Mortality (Death)
All cancers
Lung cancer
Colorectal (colon) cancer
Female breast cancer
Coronary heart disease
Diabetes
Chronic liver disease and cirrhosis
Suicide
Maternal Health Factors
Low infant birth weight
Adequate prenatal care/early entry into care
Birth to teen mothers
Tobacco, Alcohol and Drug-Related
Adult arrests for drug-related offenses
Alcohol-involved motor vehicle accident fatalities
Adults who currently smoke
Underage alcohol use
Protective/Preventive Factors
Children who visited a dentist in the last year
Children with complete immunizations
Breastfeeding initiation (2011)
Breast cancer screening
Colorectal screening
Total
Note: Measures are for the overall population; differences may exist
for age, race/ethnic and other groups. Small sample sizes make
some indicators statistically unreliable. 3-year average 2009-2011
except where noted.
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Input from the Community
The information below describes what the community identified as the most important
unmet health needs in Lake County and suggested for improvement. The findings are
consistent with recent needs assessments, studies, and surveys conducted by others.

Unmet Health Needs:
The highest-priority unmet health needs and problems for people in Lake County,
according to the different groups asked, were the following, in order of mention.
Community Health Survey

Community Focus Groups

Key Informant Interviews

The need for or related to.....
Alcohol and drug related
(prevention, treatment/recovery)

Affordable mental health
services (for depression,
anxiety, coping)

Alcohol and drug related
(prevention, treatment/recovery)

Affordable, accessible medical
services

Alcohol and drug related
(prevention, treatment/recovery)

Affordable mental health
services (for depression,
anxiety, coping)

Affordable mental health services
(for depression, anxiety, coping)

Urgent care facilities

Prevention education (nutrition,
especially) and services

Dental services (especially
adults, seniors)

Dental services (especially
adults, seniors)

Hospital patient transports (air,
ambulance) out of county

Prevention education (nutrition,
especially) and services

Affordable, accessible medical
services

Accessible/reliable
transportation

Violence/injuries (assaults,
domestic violence, child abuse)

Prevention education (nutrition,
especially) and services

In-county primary and specialty
care providers

The following barriers were “usually a problem” for some people who responded to the
Community Survey. Individuals with lower incomes (defined here as below 200% of the
Federal Poverty Level (FPL)) reported more barriers.
Finding free/reduced-cost services

48%

Finding open hours when I’m not working

52%

36%

Acceptance of insurance (including Medi-Cal)

64%

31%

Being able to take off work without pay loss

69%

28%

Transportation

72%

19%
0%

10%

81%
20%

30%

40%

50%

Yes

60%

No

70%

80%

90%

100%

Suggested Strategies and Solutions
The community made many recommendations about where additional support was
needed to improve health in Lake County; the most frequently suggested strategies and
solutions—which tie to the needs they identified—are listed below in frequency of
mention.

Community Health Survey

Community Focus Groups

Key Informant Interviews

Affordable, accessible medical
services

General prevention education
(emphasis on nutrition/cooking
classes)

Affordable mental
health/counseling services
(especially for non-mentally ill)

After-school and summer
activities for youth

Wellness/fitness centers with
low-cost memberships; safer
places for walking/biking

Support services for the
homebound and frail elderly

After-school and summer
activities for youth

Prevention and treatment for
abuse of legal/illegal substances
(including recovery facilities)
Major public education campaign
targeted to increasing
awareness/prevention

Affordable dental care
Wellness/fitness centers with
low-cost memberships
Affordable mental
health/counseling services
(especially for non-mentally ill)

Prevention and treatment for
abuse of legal/illegal
substances (including recovery
facilities)
Recruitment/retention of
physicians, especially primary
care
Create more jobs/economic
development.

Wellness/fitness centers with
low-cost memberships
Significant early
intervention/education in the
schools
After-school and summer
activities for youth

Personal Health Habits and Sources of Care



Doing some form of exercise was the most common habit people reported that
contributed to maintaining health; this was more true for people with higher incomes
and the age group 18-30.



Eating fresh produce was slightly more important for people age 65-84 than for other
age groups.



79% of residents get their regular medical care in Lake County; 54% who received
specialty care went outside of Lake County for that care.



People who reported lower incomes visited the emergency department at a higher rate
last year than people with higher incomes (38% versus 22%).

Lake County Community Health Needs Assessment 2013
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Conclusions and Recommended Priorities
After evaluating all of the data collected from the needs assessment process, certain key
findings emerged, including:

Positives






Relatively high community awareness about the value of prevention and taking
responsibility for their own health
Rates of breastfeeding
Children’s access to oral health services
Extent of collaboration among key partners and stakeholders concerned about health

Challenges









Poverty (low wages, no jobs, loss of health benefits)
Higher-than-statewide averages for most causes of death
The degree of substance use/abuse and their effects
The percent of adults who smoke
The continuing trend of obesity
Food insecurity, especially among seniors
Births to teen moms

Recommended Priorities
The Collaborative agreed that an important opportunity exists in Lake County for all health
partners—regardless of their own organization’s mission and priorities—to focus on the
priority areas listed below over the next several years. The group recognized the overlap
among the priorities, and agreed some of the same strategies can be implemented that
address multiple areas. The discussion that begins on page 171 provides some
examples of these strategies.





Promotion and support of healthy choices/healthy behaviors.



Promotion of collaborative relationships and coordination of services among Lake
County health and human services providers.

Promotion and support of emotional and mental health and well being.
Prevention and treatment of use/misuse of legal and illegal substances, including
prescription drugs and medications.

Lake County Community Health Needs Assessment 2013
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INTRODUCTION
“I am 73 and still working. It is frightening to still not be able to keep my house warm in the
winter and cool in the summer. I am in the middle: not low enough income for assistance,
but not able to make ends meet either." –Focus Group Participant

Every individual and every organization in a community has a stake in health and
wellness. Poor health is costly to individuals trying to hold down a job, employers who
pay for sickness in high rates of absenteeism or higher health insurance costs, and entire
societies, which suffer economic losses when citizens are ill. As a result, all individuals
and institutions benefit by addressing the social, environmental, and behavioral
determinants of health.1
Communities have begun to understand that "health" is a multi-dimensional concept.
Individual health status can be rated along any of several dimensions, including presence
or absence of life-threatening illness, risk factors for premature death, severity of disease
and overall health. It may also be assessed by asking the person to report his or her
overall perception of health. The health of an entire population is determined by
aggregating data collected on individuals. The commonly used measures of population
health status are morbidity (incidence and prevalence of disease) and mortality (death
rates). Judgments regarding the level of health of a particular population are usually
made by comparing one population to another, or by studying the trends in a health
indicator within a population over time.
Health status is closely related to certain socioeconomic characteristics as well as
personal health behaviors. Individuals of different socioeconomic status show profoundly
different levels of health and incidence of disease, and race and ethnicity matter in
complex ways. Social and economic variables that have been shown to affect health
include income, education, employment and even literacy, language and culture. Poorer
people, 2 and people with fewer than 12 years of education,3 live shorter lives than the
rich, for instance. Health-related behavior involving the use of tobacco, alcohol, and
drugs, obesity, and gender play an important part in determining health.

1

Kottke TE, Pronk NP. Taking on the Social Determinants of Health: A Framework for Action. Minnesota Medicine,
February 2009.
2
nd
Wilkinson RG, Marmot MG (eds.). Social Determinants of Health: The Solid Facts, 2 Edition. International Center for
Health and Society. World Health Organization, 2003.
3
Olshansky SJ, et al. Differences In Life Expectancy Due to Race and Educational Differences are Widening, and Many
May not Catch up. Health Affairs, August 2012;31(8):1803-1813.
Lake County Community Health Needs Assessment 2013
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One of the best ways to gain a better understanding about health needs, disparities and
available resources is to conduct a comprehensive needs assessment. A community
health needs assessment provides the foundation for all community health planning, and
provides appropriate information on which policymakers, provider groups, and community
advocates can base improvement efforts; it can also inform funders about directing grant
dollars most appropriately. Moreover, provisions in the Patient Protection and Affordable
Care Act (ACA) have modified the community-benefit standard for nonprofit hospitals to
include measures of outcomes. As of 2013, nonprofit hospitals are required to conduct
community-health needs assessments every 3 years and to develop and implement
improvement strategies to address unmet needs identified through the CHNA.4
One of the most important aspects of the community health needs assessment is
obtaining information and views from community members themselves. This involves
surveying a certain sample of the community to find out which health problems are most
prevalent and soliciting their ideas about strategies to address them. It also explores the
factors that affect the design of programs and services to effectively address the identified
health problems.
The U.S. Centers for Disease Control and Prevention, which for the past three decades
has provided 10-year national objectives for improving the health of all Americans,
established two overarching health goals for the year 2020: (1) increase quality and years
of healthy life; and (2) eliminate health disparities.5 To achieve these goals, a
comprehensive set of objectives and indicators were identified, known as Healthy People
2020.
The Leading Health Indicators (see box below) use a life stages perspective and are
composed of 26 indicators organized under the 12 topics shown in the box on the next
page. This approach recognizes that specific risk factors and determinants of health vary
across the life span. Health and disease result from the accumulation (over time) of the
effects of risk factors and determinants, and intervening at specific points in the life course
can help reduce risk factors and promote health. These indicators, selected on the basis
of their ability to motivate action, the availability of data to measure progress, and their
importance as health issues for the public, frame the Lake County community health
needs assessment.

4

https://www.federalregister.gov/articles/2013/04/05/2013-07959/community-health-needs-assessments-for-charitablehospitals#h-26.
5
http://www.healthypeople.gov/2020/LHI/default.aspx
Lake County Community Health Needs Assessment 2013

BARBARA AVED ASSOCIATES

10

Leading Health Indicators from
Healthy People 2020
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
12.
13.

Tobacco Use
Substance Abuse
Responsible Sexual Behavior
Mental Health
Injury and Violence
Environmental Quality
Social determinants
Nutrition, Physical Activity, and Obesity
Clinical Preventive Services
Chronic Disease
Oral Health
Access to Health Care Services

U.S. Centers for Disease Control and Prevention, Healthy People 2020

This report presents the results of a comprehensive Lake County community health needs
assessment that spanned approximately 10 months. Various other reports and
assessments of Lake County may contain similar data because some of the data are
publicly available and may be used by other groups for similar purposes.
BACKGROUND
In 2009-10 the Lake County hospitals—joined by Lake County Public Health, Mental
Health and other local stakeholder organizations concerned about community health—
formed a Collaborative and, contracting with BARBARA AVED ASSOCIATES (BAA),
carried out a comprehensive community health needs assessment. In 2013, the
Collaborative again engaged BAA to undertake the present updated community health
needs assessment which involved a similar scope and process. In addition to examining
existing publicly-available community health indicator data, community input was solicited
and top-ranked priorities were identified. (A list of the Collaborative members is included
in Attachment 1.)
Both the prior and current assessments meet the ACA conditions for community health
needs assessments and serve as a guide to the local hospitals in developing their
Community Benefits Plans to meet SB 697 requirements.6 Evaluating changes in
population health outcomes from one community health needs assessment to the next
can provide some of the information needed for an outcome-based assessment of
hospitals’ community-benefit activities, as well as the improvement activities of their
partners—individually or collaboratively.7
6

Under SB 697 legislation, California non-profit hospitals are required to conduct community needs assessments every
3 years, and based on the results develop and implement a Community Benefits Plan.
7
Rubin DB, Singh SR, Jacobson PD. Evaluating Hospitals’ Provision of Community Benefit: An Argument for an
Outcome-Based Approach to Nonprofit Hospital Tax Exemption. Amer J Pub Health April 2013:103(4);612-616.
Lake County Community Health Needs Assessment 2013
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Purpose
Using the earlier needs assessment as a baseline and the current assessment as a
guidepost, the goals of the 2013 Lake County Community Health Needs Assessment
were to help document and understand the following:


The unique characteristics of the community that contribute to or threaten health;



The health habits people think contribute most to maintaining their own health;



The kinds of health problems and needs (physical, mental, social) that members of the
community are experiencing, and which are the highest needs;



What contributes to or causes these problems (including barriers);



The resources (organizations, funding, community expertise, other strengths and
assets) that are available to address these health problems, and the biggest gaps;



How the highest-ranked needs can most effectively be met—identifying priorities for
strategies and solutions for community investment.

Uses for the Needs Assessment
The Lake County Community Health Needs Assessment is intended to be useful to
leaders and organizations involved in addressing the health needs of county residents by:


Providing documentation for decision-making by policymakers;



Presenting the community with an overview of the state of health-related needs and
benchmarks from which to gauge progress;



Directing funding and other support towards the highest-priority health needs in the
community.

Scope of the Assessment
While many factors, complex and interrelated, impact community health and well being,
for pragmatic not philosophical reasons the Collaborative made the decision to limit the
collection and presentation of secondary data8 to physical and mental health issues.
Limited environmental and other conditions affecting health (e.g., air, water and housing)
were included in the analysis. Particular emphasis was paid to population groups with
recognized disproportionate needs (e.g., low-income groups, seniors, Native Americans,
Latinos).

8

Secondary data are the statistics published or reported to government agencies. An example of this would be rates of
childhood obesity. New data gathered to investigate and help solve a problem are called primary data. An example of
this would be the percentage of focus group participants who ranked obesity as a top-10 health problem.
Lake County Community Health Needs Assessment 2013
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Limitations of the Published Data
The earlier community health needs assessment described some of the challenges
related to data collection in these kinds of efforts, and there is value to repeating that
information here for new readers. There are several ways to present data just as there
are multiple ways to identify health needs: by age group (children, adolescents, seniors),
by issue (access, uninsured) or problem (asthma, infant mortality), by ethnic group
(Latinos, Asians), by systems (hospitals, clinics). This assessment looked at the
published community health indicator data typically collected in community needs
assessments (referred to as “secondary data”), added to it, and highlighted populations
and issues of interest where the data already existed. Where data were available by
more than one variable (for instance, age and racial/ethnic group) they are generally
presented. Having baseline data from the prior assessment allowed us to add trend data
in the current report.
Using secondary data requires collecting information from many sources. Data availability
varies among different data sources; new data are continually being released. Any report
of this type will soon have certain data that are not the most up-to-date. (For example,
most of the 2011 data from CHIS, the California Health Information Survey, which is a rich
data source for community health needs assessments, is not expected to be released
until mid-summer 2013, about when this report is completed). Also, reporting periods can
vary by calendar year, frequency and fiscal year; consistency varies, especially over time
and among agencies and organizations; and data are not always collected in the format
that is best suited to the purposes of the report.
This assessment relied on data that could be collected and analyzed to determine if and
to what degree a problem or need existed. In some cases, data did not exist that directly
applied to a certain need or condition; in other cases, no indicators were readily available
to describe a potential need. The community input process (referred to as “primary data”)
provided some opportunity to identify such needs and ensured that they were considered
in the priority-setting process.
The availability (or lack) of services can substantially influence reporting. Some data were
not collected, such as the availability of services from private medical groups, and
therefore could not be counted in the capacity assessment.
In some cases, statistics and information that others compiled have been included in this
report. However, it was not always possible to authenticate all of that data. In some
cases, expert opinion was included in the analysis regarding the state or condition of a
certain issue. And, while recommendations to address unmet needs were identified by
participants in the community input process, there was no attempt by the Collaborative to
evaluate these suggestions for appropriateness or endorse them relative to best practices
and evidence-based effectiveness.
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Finally, no one data set in this report really tells the whole story about Lake County’s
unmet or under-met health needs; all of the data collected by this process—the statistics,
feedback from the community questionnaire, focus group input and key informants’
perspectives—collectively paint the picture. It is therefore suggested that readers
consider the entirety of the findings when drawing conclusions or making policy changes
and funding decisions.
Presentation of the Data in this Report
The goal in producing this report is to present information in a format that is easily
understood and helpful for multiple audiences. While some research reports present the
results of data analysis in statistical tables showing confidence intervals (C.I.), this report
does not include that information for simplicity sake.9 Readers are encouraged to go back
to the original source for what might appear to be a "dramatic" statistic should they wish to
check the C.I.s.
Study Team
BARBARA AVED ASSOCIATES (BAA), a Sacramento-based consulting firm, was retained to

carry out this needs assessment. BAA met with the Collaborative over the course of
nearly a year, designed the project, developed the data collection instruments, collected
and analyzed the community input and statistical data, and prepared the final products
which include this comprehensive report as well as a 2-page Overview that can be used
to facilitate sharing highlights of the assessment.10 The consultant team included Barbara
M. Aved, RN, PhD, MBA, a public health consultant; Mechele Small Haggard, MBA, a
health research and evaluation consultant; and Kristine A. Keenan, MA, a bilingual
communications professional.
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A confidence interval is a range around a measurement that conveys how precise the measurement is. This is an
example from the 2009 California Health Interview Survey (CHIS): "Thirteen thousand, or 21% (16.7 - 25.4), of people in
Lake County reported their health status as excellent." The number range in parentheses is called the confidence
interval (C.I.). As with any statistical estimate, there is a degree of uncertainty, and the C.I. shows the range where the
real value may lie. So, for 95% C.I., you can assume with 95% confidence that the real value is between the lower and
upper C.I. range. The narrower the range, the more confident you can be in reporting the estimates.
10
For a copy of the 2-page Overview document, please contact any Collaborative member listed in Attachment 1.
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PROCESS (METHODS)
"Go to the casino." –Focus Group Participant, responding to a
question about ways to maintain personal health and well being.

DATA COLLECTION
Community needs assessments and environmental scans involve gathering, analyzing
and applying data and other information for strategic purposes. These methods provide
the necessary input to inform decision makers and funders about the challenges they face
in improving community health, and the priority areas where support is most needed. The
information is also useful for community organizations by having comprehensive, local
data located in one document. Both quantitative and qualitative methods—described in
the footnote below11—were used to collect the information for this assessment.
SECONDARY DATA: PUBLICLY-AVAILABLE STATISTICS
Existing data were collected from all applicable existing data sources including
government agencies (e.g., California Department of Health Care Services, California
Department of Finance, Office of Statewide Health Planning and Development) and other
public and private institutions. These data included demographic, economic and health
status indicators, and service capacity/ availability. Where trend data were readily
available, they are presented in this report.
While data at the national and state level are generally available for community healthrelated indicators, local data—from counties and cities—are less accessible and
sometimes less reliable. For example, small sample sizes can result in statistical
“instability,” and well-meaning data collection methods without appropriate “rigor” may
limit the value of the findings. Because data from publicly-available sources typically lag
by at least 2 years—because it takes time for reported data to be received, reviewed,
approved, analyzed, and prepared for presentation—data may not always be as current
as needed. And, some data may only be reported as 3-year averages, not annually.
11

Quantitative data are numeric information such as statistics (e.g., the number of vehicular crashes, the percentage of
low birth weight babies born). Qualitative data provide information such as people’s attitudes and opinions that can help
shed additional light on the issues being studied. Secondary data are the statistics and other data already published or
reported. An example of this would be rates of childhood obesity. New data gathered by a researcher to investigate
and help respond to a problem are called primary data. An example of this would be the percentage of focus group
participants who ranked obesity as a top health problem.
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DOCUMENT REVIEW
A document review was undertaken that collected relevant information about the
community, health status, where health services are obtained, other related services, and
gaps in services. This information was found in documents and records of facilities such
as data from local clinics and state government, reports from earlier needs assessments
conducted related to health, and reports about specific health programs or services.
PRIMARY DATA: COMMUNITY INPUT
Three primary methods of collecting input from the community were used in the
assessment.
Community Survey
A questionnaire was developed in English and Spanish for the general public that solicited
people’s opinions about most-important health needs, ideas for responsive solutions, and
habits they used to maintain their own personal health (Appendix 5). Certain questions
that serve as markers for access to services were also included. The survey was
distributed in hard copy by members of the Collaborative to locations where the groups of
interest would best be reached, such as at casinos, a bowling alley, branches of public
libraries, and family resource centers throughout the county. In addition, the survey was
available by computer (English only) and notices about the online version were posted on
the County's and various organizations’ websites and in their newsletters. All of the
electronic and hard-copy survey data were cleaned, coded, and entered into an Excel
spreadsheet and analyzed using SPSS Version 19.0.
Community Focus Groups
Four locations—Clearlake, Middletown, Lakeport and Kelseyville—ensured geographic
representation and 8 community focus groups were conducted at sites intended to draw
populations that typically gathered there. Key community-based organizations were
identified by the Collaborative and asked to host a focus group. Focus groups were coscheduled at the sites among participants who were already meeting there for other
purposes (e.g., young mothers at a preschool parenting meeting) to facilitate access and
promote attendance. Although the participants constituted a convenience sample, there
was the expectation that in the aggregate the groups would be diverse and include the
populations of highest interest.
One of the groups was facilitated in Spanish with bilingual/ bicultural facilitators and the
same set of structured key questions was used for all groups (Appendix 2). The
questions were generally open-ended; prompting with information or data was limited to
reduce the potential for bias or leading of participants to any conclusions. Participants
were not asked to “vote” or otherwise rank the items they identified as needs, problems or
solutions. The focus group data were recorded on a flip chart or notebook by the
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facilitator during the meetings then transferred to written summary formats where the
notes were then coded and analyzed.
A $10 Safeway gift card was offered in most groups where it was practical in appreciation
for participation. Agencies and organizations that sponsored the community meetings
helped to publicize the meetings and promote attendance.
Key Informant Interviews
Telephone interviews using a structured set of questions (with additional, personalized
questions to obtain more in-depth information) were conducted with 16 individuals whose
perceptions and experience were intended to inform the assessment (Appendix 3). The
interviews provided an informed perspective from those working directly with the public,
increased awareness about agencies and services, offered input about gaps and possible
duplication in services, and solicited ideas about recommended strategies and solutions.
The interviews also focused the needs assessment on particular issues of concern where
individuals with certain expertise could confirm or dispute patterns in the data and identify
data and other studies the Collaborative might not otherwise be aware of.
PRIORITY SETTING PROCESS
After the assessment data were compiled and analyzed, the Collaborative reviewed the
draft report and engaged in a discussion that led to recommended priorities for funding.
The process included determining criteria for selecting priorities; listing key issues and
common themes; identifying findings that were unexpected and surprising and
assumptions that were supported by the data; addressing the challenges and barriers;
and determining opportunities with long-term benefit for improving community health in
Lake County.



For example, because the Senior Center group was very large and people came and went near the end of the session,
it was not practical to distribute the gift cards.
Lake County Community Health Needs Assessment 2013

BARBARA AVED ASSOCIATES

17

ASSESSMENT RESULTS
“Our county ranks so low on health and so high on needs that you don't
even know where to begin to try to address the problems ." — Key informant interview
“Health has become a talking point. People never used to talk about it; now it's on the table ."
— Key informant interview when commenting on what has changed for the positive in Lake
County over the last several years.

Lake County

Section I. Demographic and Socioeconomic
Characteristics
There are large health disparities among certain groups and across socioeconomic lines.
Research shows that race and ethnicity, for example, matter in complicated ways. To
address these disparities, approaches are needed—identified and planned for through
comprehensive needs assessments—that include a focus on the “upstream” causes, such
as income inequity, poor housing, racism, and lack of social cohesion.12
COUNTY PROFILE
Lake County is located in Northern California just two hours by car from the San
Francisco Bay Area, the Sacramento Valley, or the Pacific Coast. The county's economy
is based largely on tourism and recreation, due to the accessibility and popularity of its
several lakes and accompanying recreational areas. It is predominantly rural, about 100
miles long by about 50 miles wide, and includes the largest natural lake entirely within
California borders. Lake County is mostly agricultural, with tourist facilities and some light
12

Brownson RC, et al. Evidence-Based Public Health. 2003. New York: Oxford University Press.
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industry. Major crops include pears, walnuts and, increasingly, wine grapes. Dotted with
vineyards and wineries, orchards and farm stands, and small towns, the county is home to
Clear Lake, California’s largest natural freshwater lake, known as "The Bass Capital of the
West," and Mt. Konocti, which towers over Clear Lake.
Within Lake County there are two incorporated cities, the county seat of Lakeport and the
City of Clearlake, the largest city, and the communities of Blue Lakes, Clearlake Oaks,
Cobb, Finley, Glenhaven, Hidden Valley Lake, Kelseyville, Loch Lomond, Lower Lake,
Lucerne, Nice, Middletown, Spring Valley, Anderson Springs, Upper Lake, and Witter
Springs as displayed on the map below.

Lake County is bordered by Mendocino and Sonoma Counties on the west; Glenn, Colusa
and Yolo Counties on the east; and Napa County on the south. The two main
transportation corridors through the county are State Routes 29 and 20. State Route 29
connects Napa County with Lakeport and State Route 20 traverses California and
provides connections to Highway 101 and Interstate 5.
According to California labor market data about county-to-county commute patterns
(which have not been updated since 2000), the total workers that live and work in Lake is
15,566 persons: the total workers commuting in was 1,046; and 4,320 total workers
commuted out. About 67% of people who live in Lake County also work within the
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county.13 While the population size of Lake County was estimated as 64,394 residents in
July 2012,14 the population can swell with daytime work commuters and seasonal tourists.
Population Data
Demographic trends help to project potential needs for health care and other services for
children, adults, and the elderly.
A natural decrease (deaths minus births) was the primary source of the county’s
population decline between 2010 and 2011 and 2011 and 2012. The natural increase of
-70 in the past year is composed of approximately 775 deaths minus 705 births (Table
1).15 Births continued to decline countywide as well as statewide while deaths increased
over the fiscal year.
Table 1. Lake County Population Estimates and Components of Change

Total Population

Lake
County

Change
2011-2012

Components of Change

Revised
July 1,
2011

Revised
July 1,
2012

#

%

Births

64,419

64,394

-25

-0.04

705

Deaths

Natural
Increase

Net
Migration

Net
Immigration

Net
Domestic
Migration

775

-70

45

29

16

Source: California Department of Finance.

Approximately 31% of all Lake County residents live in the Cities of Clearlake and
Lakeport while the remainder lives in the balance of the county. While the population of
Lake County has increased overall since the 2000 Census, city population estimates
beyond 2005 (Table 2) show a trend of mostly modest growth
Table 2. Population Estimates of Lake County Cities

Area

1/1/2005

1/1/2006

1/1/2007

1/1/2008

1/1/2009

1/1/2010

4/1/2010

Clearlake

14,069

14,194

14,551

14,831

15,100

15,207

15,250

Lakeport

4,873

4,826

4,779

4,719

4,796

4,758

4,753

Balance of County

43,928

44,429

44,560

44,628

44,488

44,615

44,662

Incorporated

18,942

19,020

19,330

19,550

19,896

19,965

20,003

County Total

62,870

63,449

63,890

64,178

64,384

64,580

64,665

Source: California, Department of Finance, Population Estimates for Cities, Counties and the State. Revised November 2012.

13

U.S. Census Bureau, 2000. http://www.calmis.ca.gov/file/commute-maps/lakecommute.pdf
http://www.dof.ca.gov/research/demographic/reports/estimates/e-2/documents/E-2_Report_July_2010-2012w.xls
15
California Department of Finance. California County Population Estimates and Components of Change. 2011-2012.
http://www.dof.ca.gov/research/demographic/reports/estimates/e-2/documents/E-2_Report_July_2010-2012w.xls
14
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City/county population estimates with annual percent change between January 2011 and
January 2012 show zero growth for the county overall (Table 3). The two cities, however,
experienced negative change between the two time periods.

Table 3. Population Estimates with Annual Percent Change

Total Population
1/1/2011

1/1/2012

Percent
Change

64,383

63,266

-1.7

Clearlake

15,199

14,912

-1.9

Lakeport

4,717

4,622

-2.0

Balance Of County

44,467

43,732

-1.7

Area
Lake

Source: California Department of Finance, Population Estimates for Cities, Counties and the State with
Annual Percent Change. November 2012.

Population by Age and Race/Ethnicity
Three-quarters of the Lake County population identify themselves as non-Hispanic White,
16.8% as Hispanic, 2.6% as Native American, 2.6% as Multi-race, 1.8% African American
and 1.0% as Asian/Pacific Islander (Figure 1), less diverse than the state as a whole.
About 1 of 5 residents is age 65 and above (Figure 2).

5. Population
Percent
Change by
by Race/Ethnicity
(2050
Projected)
FigureFigure
1. Population
Percent
Change
Race/Ethnicity
(2050
Projected)
Proportion of Population

90%
75%
60%
45%
30%
15%
0%

White nonHisp

Hispanic

Asian/Pac Isl

Afr Amer

Native Amer

Multi-race

2000

80.8%

11.4%

1.0%

2.1%

2.5%

2.2%

2010

75.9%

16.8%

1.0%

1.8%

2.6%

2.6%

2050

54.1%

36.1%

0.7%

1.4%

3.1%

4.6%

Source: California Department of Finance, Population Projections by Race/Ethnicity and Age Report.
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Lake County’s population is projected to become increasingly culturally diverse in coming
years with respect to the Hispanic population and multi-race individuals. The Hispanic
population is projected to increase three-fold and persons identifying as multi-race by twofold from 2000 to 2050. Conversely, the proportion of non-Hispanic Whites, African
Americans, and Asian/Pacific Islanders will decline, similar to the trends projected for
California, though to a different extent in the county. The shift in Lake County population
groups has implications for designing and delivering needed services in ways that are
culturally and linguistically appropriate.
With 21% of all residents over the age of 65, Lake County has nearly twice the proportion
of older residents than California as a whole (11.3%) as shown in the graph in Figure 2.
The differences in the proportions of children younger than age 5 and adolescents 15-19
are not substantially different between the Lake County and the state. As the region’s
population expands, its demographic makeup is expected to shift, with the senior
population rising at a disproportionate rate compared to the rest of the population. The
population of residents who are over 60 years old, for example, is expected to increase
59% from 2010 to 2030 from 19,612 to 31,087. The anticipated significant growth in this
age group will put a larger burden on the health care system and local economy, which
may not have sufficient community services or tax base to support it.
Figure 4. Population Percent Change by Age, 2000 w ith
2010 and 2050 Projected
Proportion of Population

Figure 2. Population Percent Change by Age (2050 Projected)
60%
50%
40%
30%
20%
10%
0%

Age <5

Age 5-14

Age 15-19

Age 20-64

Age 65-84

Age 85+

2000

5.2%

14.3%

6.5%

54.5%

17.4%

2.0%

2010

6.3%

9.4%

6.3%

56.9%

18.7%

2.3%

2050

5.8%

11.6%

5.5%

48.3%

22.0%

6.8%

Source: California Department of Finance, Population Projections by Race/Ethnicity and Age Report.

Immigration
Lake County's legal immigration averaged 78 persons annually for about the last 20 years
(the number ranged between 66 and 112 from 2002 to 2011), and totaled 2,095 since
1984.16

16

http://www.dof.ca.gov/research/demographic/documents/Immigration_1984-2011w.xls
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Other Population Characteristics
There is evidence that practicing a faith (or spirituality or religion) often enhances health.17
Studies suggest that many patients believe spirituality plays an important role in their
lives, and that there is a positive correlation between spirituality or religious commitment
and health outcomes.18 Moreover, faith-based institutions increasingly recognize their
role as neighborhood organizations that are able to reach people of all ages, races, and
economic backgrounds and can strongly influence people’s values and personal life
choices. Places of worship also present additional opportunities to improve the health of
higher-risk populations by collaborating in and promoting local health programs and
breaking down barriers of mistrust. Table 4 below displays the breakdown of populations
affiliated with a formal religious congregation in Lake County.
Table 4. Breakdown of Lake County Populations Affiliated With A Religious Congregation

LDS
(Mormon)
Church
1,569 (8.3%)
4 (6.6%)

Southern
Baptist
Convention
1,165 (6.2%)
7 (11.5%)

602 (3.2%)

Evangelical
Free Church
of America
380 (2.0%)

American
Baptist
Church USA
324 (1.7%)

4 (6.6%)

2 (3.3%)

2 (3.3%)

Name

Catholic Church

Members
Congregations

11,140 (59.0%)
6 (9.8%)

Name

Seventh-Day
Adventist Church

Members
Congregations

1,005 (5.3%)
4 (6.6%)

United
Methodist
Church
840 (4.4%)
7 (11.5%)

Vineyard USA

Other

318 (1.7%)

1,537 (8.1%)

2 (3.3%)

23 (37.7%)

Assemblies
of God

Source: Jones, Dale E., et al. 2002. Congregations and Membership in the United States 2000. Nashville, TN: Glenmary Research
Center. (Note: "Other" not described.) Accessed at http://www.city-data.com/county/Lake_County-CA.html#ixzz2Pu3fE6NX

SOCIOECONOMIC FACTORS
Socioeconomic characteristics include measures that have been shown to affect health
status, such as income, education and employment and the proportion of the population
represented by various levels of these variables. Epidemiological studies have confirmed
the relationship between income, education and occupation on the one hand and health
outcomes on the other. There is considerable evidence, for instance, that individuals with
higher incomes have better health.19 Some of the ways in which poverty contributes to
poor health are immediately obvious: deprivation leading to poor nutrition may lead to
susceptibility to infection and chronic disease, and crowded housing may increase
disease transmission; higher incidences of teen pregnancy are associated with poverty
along with a myriad of other adverse health outcomes. The following graph (Figure 3)
displays some important poverty-related factors more fully detailed in the next few pages.

17

Piante TG, Sherman AC (eds.). Faith and health: psychological perspectives. New York: Gilford Press, 2001.
Anandarajah G, Hight E. Spirituality and Medical Practice: Using the HOPE Questions as a Practical Tool for Spiritual
Assessment. Am Fam Physician. 2001 Jan 1;63(1):81-89.
19
nd
Wilkinson RG, Marmot MG (eds.). Social Determinants of Health: The Solid Facts, 2 Edition. International Center
for Health and Society. World Health Organization, 2003.
18
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Figure 3. Selected Poverty-Related Data, Lake County and California

60%
50%
40%
30%
20%
10%
0%

Lake County

CA

Poverty

21.0%

15.8%

Below Self-Sufficiency

39.7%

31.0%

Unemployed

16.5%

10.9%

Uninsured

26.7%

24.3%

HS Dropouts

14.3%

17.4%

Illiteracy

12.9%

23.1%

CalFresh Non-Participation

50.9%

47.0%

Source: Poverty Data compiled by Catholic Charities of California March 2012. Various data periods.
(Note: "CalFresh Non-Participation is an estimate of the individuals who are income eligible but not participating in
California's food stamp program.)
http://catholiccharitiescentralcoast.org/wp-content/uploads/2012/06/California_Poverty_Data_by_County_05-04-2012.pdf

Economic Well-Being
The Self-Sufficiency Standard calculates the income needed by working families to meet
their basic needs. Self-sufficiency income is defined as the minimum income a household
must earn in order to adequately meet the basic needs of the family without being
obligated to use public or private assistance. As an example, Figure 4 below shows that
in 2011 to meet the most basic expenses for a family of three living in Lake County, you
would need to work more than three full-time minimum wage jobs; the self-sufficiency
standard estimated for a family of one adult, one preschooler, and one school-age child
living was an annual income needed of $52,134 ($24.58 hourly) 20 to cover “bare bones”
living expenses.

20

Self Sufficiency Tables by County, All Family Types, http://www.selfsufficiencystandard.org/pubs.html
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Figure 4. Family Economic Self-Sufficiency Standard

Note: The Self-Sufficiency Standard includes the net effect of the addition
of the child care and child tax credits and the subtraction of taxes.

According to the U.S. Census Bureau, in 2011, the median family income in Lake County,
$39,525, was 45% lower than the statewide average, $57,275.21
Other Measures of Poverty
“Persons living under poverty,” as federally defined, is a common measure of poverty
although there are some limits to this method for accurately gauging poverty. Lake
County has a higher proportion of people living below the poverty level than California as
a whole: 23% compared to 16.6% (Table 5). In 2011, nearly one-third (31.2%) Lake
County children ages 0-17 were estimated to live in families with incomes under the
federal poverty level, suggesting the painful, lingering effects of the recession have been
especially hard on families and children.22
Table 5. Percentage Whose Income in the Past 12 Months was Below the Poverty Level, 2011

Age Group
All ages
Children under age 5
All children age 5-17
All children under age 18
Persons age 65 and older*

Lake County

California

23.0%
NA
31.2%
33.8%
9.3%*

16.6%
24.7%
21.7%
22.8%
9.5%*

Source: U.S. Census Bureau. Small Area Income & Poverty Estimates. Estimates for California Counties;
*U.S. Census Bureau, 2009-2011 American Community Survey.
NA=not available
21
22

http://quickfacts.census.gov/qfd/index.html
U.S. Census Bureau, Small Area Income and Poverty Estimates. http://www.census.gov/did/www/saipe/county.html
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Seniors and Poverty
The new Elder Economic Security Standard™ Index (Elder Index) for California measures
how much income is needed for a retired adult age 65 and older to adequately meet his or
her basic needs including housing, food, out-of-pocket medical expenses, transportation,
and other necessary spending. 23 It documents that the federal poverty guideline covers
less than half of the basic costs experienced by adults age 65 and older in the state, and
demonstrates that elders require an income of at least 200% of the FPL to age in place
with dignity and autonomy.24
The table below (Table 6) compares the basic cost of living as quantified by the Elder
Standard Index to two common sources of income for seniors. The gap between elders'
basic living expenses and their social security (which many seniors rely exclusively on to
cover their basic costs) and SSI income in red text illustrates the degree of economic
instability that many Lake County elders experience. Older adults in Lake County need
almost twice the social security and SSI payment levels to make ends meet.

Table 6. California Elder Economic Security Standard Index, Lake County, 2009

Elder Index Per Year

Income needed to
meet basic needs

Owner w/o
mortgage

$18,135

Elder Person
Owner w/
mortgage

$31,845

Renter, 1
bdroom

$20,735

Owner w/o
mortgage

Elder Couple

$28,226

Owner w/
mortgage

Renter, 1
bdroom

$41,936

$30,826

Annual Comparison Amounts
SSI payment
maximum, CA 2009

$10,440

$10,440

$10,440

$18,288

$18,288

$18,288

SSI income gap

-$7,695

-$21,405

-$10,295

-$9,938

-$23,648

-$12,538

Median social
security, 2009

$11,000

$11,000

$11,000

$21,785

$21,785

$21,785

Social security
income gap

-$7,135

-$20,845

-$9,735

-$6,441

-$20,151

-$9,041

*Median elder retirement income includes Social Security, pensions, and all other non-earned income for seniors 65+. The Elder
Standard Index assumes that elders are retired. Source: Insight/Center for Community Economic Development.

At least two factors influence the affordability of food and the dietary choices of families –
the cost of food and family income. The inability to afford food is a major factor in food
insecurity. American Community Survey data from 2006-2010 on show that the average
cost of a market basket of nutritious food items relative to income in Lake County is one to
one-and-a-half times the state average.25
23

Insight/Center for Community Economic Development.
http://www.insightcced.org/communities/cfess/eesiDetail.html?ref=
24
Wallace SP, Molina LC. Federal Poverty Guideline Underestimates Costs of Living for Older Persons in California,
Los Angeles: UCLA Center for Health Policy Research, 2008.
25
http://www.cdph.ca.gov/programs/Documents/Food_Affordability_Narrative_Examples4-14-13.pdf
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Not being able to afford enough food and dependence on public assistance for adequate
nutrition are other important socioeconomic indicators of community health. Limited
resources for purchasing food has a direct impact on health, for example increasing the
risk of developing chronic diseases such as diabetes.26 Based on the results of the 2009
California Health Information Survey in Lake County, in which adults whose income is less
than 200% of the Federal Poverty Level were asked about the ability to afford enough
food, only two-thirds (67.5%) of respondents were considered “food secure” (Figure 5).
This proportion, however, is slightly improved from the previous CHIS responses in which
66.5% of residents in 2007 and 63.7% in 2005 reported food security.
Figure 5. Food Security of Adults <200% of Poverty, 2009

Able to afford enough food
(food secure)

32.5%

Not able to afford enough
food (food insecure)
67.5%
Source: 2009 California Health Interview Survey

Another indicator of low-income status is the number of school children eligible for free or
reduced-cost school meals.27 With the exception of the 2011-12 school year, the
percentage of children enrolled in the program in Lake County has risen each year since
2006-07, and is higher than the state rate in each period (Figure 6).
Figure 6. Percent of Students Receiving Free-Reduced Price Lunch,
Lake County and California, 2006-07-2011-12
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Source: California Department of Education.

26
27

The Inextricable Connection Between Food Insecurity and Diabetes. California Pan-Ethnic Health Network. 2010.
Eligibility for free or reduced-price meals is set at 185% of the federal poverty level.
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Table 7 shows the free or reduced-cost school meals data for 2011-12 by Lake County
school district. Lake County Office of Education, Konocti Unified, Lucerne Elementary,
and the Upper Lake Union school districts have higher proportions of children enrolled
than the county average.
Table 7. Percent of Students Receiving Free-Reduced Price Lunch by School District

Lake County School District

2011-12

Kelseyville Unified
Konocti Unified
Lake County Office of Education*
Lakeport Unified
Lucerne Elementary
Middletown Unified
Upper Lake Union Elementary
Upper Lake Union High
Lake County Total
California State Total

57%
88%
93%
42%
77%
27%
58%
76%
61%
55%

* Listed as including programs like Early Head Start.
Source: California Department of Education.

The proportion of households without a vehicle is another indicator of economic need. As
shown in Table 8, the communities in Lake County that have the highest incidence of
households without a vehicle available (over 1 in 5 households) include Clearlake,
Lakeport, North Lakeport, and Clearlake Oaks. In all places, renter-occupied households
have a much higher incidence of households with no vehicle available when compared to
owner-occupied households: 1,260 in renter-occupied compared to 779 in owneroccupied households.28 Some communities, such as Middletown and Upper Lake, did not
report any owner-occupied households that did not have a vehicle.
Table 8. Percent of Households with No Vehicle Available

Place
Clearlake
Clearlake Oaks
Cobb
Kelseyville
Lakeport City
Lower Lake
Lucerne
Middletown
Nice
North Lakeport
Upper Lake

% No Vehicle
(Owner-Occupied)
8.3%
5.2%
1.4%
1.9%
3.8%
6.3%
6.4%
0.0%
8.0%
2.8%
0.0%

% No Vehicle
(Renter-Occupied)
29.6%
20.0%
15.3%
6.8%
21.7%
11.5%
18.4%
10.4%
18.9%
23.0%
15.8%

Source: Lake County Coordinated Public Transit–Human Services Transportation Final Plan, 2008.
Nelson/Nygaard Consulting Associates. Data are from 2000 US Census Bureau.
28

http://www.city-data.com/county/Lake_County-CA.html
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Employment
Work for most people is at the core for providing financial security, personal identity, and
an opportunity to make a meaningful contribution to community life. Although it is difficult
to quantify the impact of work alone on personal identity, self-esteem and social contact
and recognition, the ability to have employment—and the workplace environment—can
have a significant impact on an individual’s well-being. Lake County’s economy is based
largely on tourism and recreation, due to the accessibility and popularity of several lakes
and recreational areas. According to December 2012 labor market data, 21,220 of the
25,310 in Lake County’s labor force was employed, a lower proportion than statewide or
in the U.S. 29
Unemployment
Since 2008, unemployment in the state has been at least two percentage points higher
than in the rest of the country.30 In March 2013, Lake County’s civilian unemployment
rate was 14.1% (down from 17.7% in the same month in 2010), but about double the rate
in 2006. The county’s unemployment rate—which ranged from 7.1% in Upper Lake to
20.3% in the City of Clearlake—was about one-and-a-half times the state rate (9.4%).31
Educational Attainment
In addition to having an impact on health and longevity, educational levels obtained by
community residents can also affect the local economy. In general, higher levels of
education equate to the ability to earn higher wages, experience less unemployment and
enjoy increased job stability. The indicator typically used to measure educational
attainment is “persons aged 25 and older with less than a high school education”. In the
5-year estimate for 2006-10, 86.3% of people aged 25+ in Lake County was a high school
graduate or higher, a more favorable proportion than the state of 80.7% (Figure 7).32 The
cohort graduation rate for 2010-11 was also higher in Lake County than statewide: 79.8%
versus 76.3%.33
Figure 8. Percent of Residents Age 25+ With
More than a High School Education

Figure 7. Percent of Residents Age 25+ With More than a High School Education
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Source: American Community Survey, 2006-10.

29

California Labor Market Review. January 2013. http://www.labormarketinfo.edd.ca.gov/.
Lavarreda SA, Snyder S, Brown ER. The Effects of the Great Recession on Health Insurance: Changes in the
Uninsured Population from 2007 to 2009. UCLA Center For Health Policy Research. July 2013.
31
California Labor Market Review. January 2013. http://www.calmis.ca.gov/file/lfmonth/lakesub.xls
32
U. S. Census Bureau, American Community Survey, 5-Year Estimates. http://factfinder2.census.gov
33
California Department of Education, Educational Demographics Office (CBEDS, cohort10.txt 8/20/12).
30
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Low educational attainment—particularly dropping out of school—increases the risk of
school-age pregnancy. In fact, high levels of school engagement have been found to be
associated with postponing pregnancy.34 In 2010, 21.2% of Lake County births were to
mothers with no high school degree, compared to 23.7% statewide.35
Research has also shown that young people who drop out of high school are more likely
to use drugs/alcohol, be involved in criminal activity, and become teen parents. High
school dropouts also have higher unemployment rates and are more likely to receive
public assistance. Lake County’s overall high school dropout rate, 2.8%, in 2011-12 was
more favorable than the statewide rate of 4.0% but slightly higher than the prior school
year (Table 9). Though in absolute numbers the numbers are small, the dropout rates
among African American and Native American students in Lake County are higher than
the overall county rate.36
Table 9. High School Dropouts and Rates for Students Enrolled in Grades 9-12

Ethnic Group
American Indian/Native American
Pacific Islander
African American
Multi-Race
White
Hispanic
Asian
County Total
State Total

Total
Dropout

Annual Dropout
Rate
2010-11
8
6.6%
10
0.0%
3
3.8%
3
3.1%
47
2.5%
16
2.2%
28
0.0%
80
2.7%
83,469
4.2%

Source: California Department of Education, DataQuest.

Total
Dropout

Annual
Dropout Rate
2011-12
11
8.1%
1
7.7%
5
6.8%
3
2.4%
45
2.4%
15
2.0%
0
0.0%
84
2.8%
79,975
4.0%

Because of Lake County’s relatively small student subpopulations, there is considerable
variation in some enrollment and dropout data, which makes it important to use caution
when interpreting trends and comparisons across populations. Additionally, there is some
disagreement over whether dropout rates accurately represent the number of students
who leave high school without finishing, because there is no standardized method to track
students who stop attending school.
English Language Learners
Of Lake County’s total 2010-11 K-12 enrollment of 8,734, 7.4% are reported to be
English-Learners, less than half the state average. Spanish accounts for 96.8% of the
languages spoken by Lake County students who are designated English Learners. The
34

The influence of high school dropout and school disengagement on the risk of school-age pregnancy. Journal of
Research on Adolescence 8(2):187-220, 1998.
35
Improved Perinatal Outcome Data Reports, Lake County Profile, 2010.
http://ipodr.org/033/vs/socioeconomics.html#nohs
36
California Department of Education, DataQuest. http://dq.cde.ca.gov/dataquest/ (May 2013)
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percentages are highest in the early grades—K-3 children account for approximately 45%
of Lake County’s 2010-11 English Learners. 37
Health Insurance Coverage
With a population that is older, poorer and with less employer-based health insurance
coverage, a larger segment of a rural county’s population is dependent upon public health
care programs such as Medi-Cal, Medicare, and State Children’s Health Insurance
Programs. The cost of health care, including dental and mental health services, creates a
barrier to care for people who are not covered by some form of health insurance as is the
case for many residents who are in small businesses or self-employed. Lake County’s
growing senior population, moreover, is expected to incur increasing out-of-pocket
medical costs as they age.
According to the 2009 California Health Interview Survey (CHIS), 87.0% (up from 79% in
2007) of Lake County residents of all ages reported having some form of health insurance
(including public coverage), compared to 85.5% statewide. While the greatest majority of
children in the county, 96.7%, were reported to be covered, only 66% of young adults
(age 18-25) and 79.7% of adults age 18-64 had insurance.38
The majority of the 2009 CHIS non-senior adult population with insurance reported the
type of coverage as employment-based insurance (Figure 8), although to a slightly less
extent than in 2007. Part of the fall in employment-sponsored insurance in 2009 may be
reflected in a shift to more individuals covered by Medi-Cal in 2009, or the higher rates,
co-pays and deductibles associated with private insurance. Approximately one-quarter
(24.8%) of non-senior adults reported coverage by Medi-Cal, up from 17.6% in 2007.
Figure 8. Type of Insurance Coverage of Persons Age 18-64, Lake County
60%

50.4%
47.6%

50%
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24.8%
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Source: California Health Interview Survey.

37
38

California Department of Education at Ed-Data http://www.ed-data.k12.ca.us/welcome.asp
2009 California Health Interview Survey, UCLA Center for Health Policy Research.

Lake County Community Health Needs Assessment 2013

BARBARA AVED ASSOCIATES

31

Having coverage for care, however, does not guarantee access to care if there is an
inadequate number of providers in the service area and/or providers are not willing to
accept all forms of coverage such as Medi-Cal (and Denti-Cal) and Medicare; or if
beneficiaries find it difficult to come up with the required copayments and coinsurance
needed to get health care.
The most recent analysis by the UCLA Center for Health Policy Research, based on 2009
insurance status from a predictive model using both CHIS and California Employment
Development Department data, found that the number of Californians without health
insurance grew in all 58 counties.39 In Lake County, rates of coverage continued to be
less favorable for job-based insurance (with a higher proportion of Medi-Cal/Healthy
Families coverage) than California statewide, but slightly better for other forms of
coverage, including the proportion of persons who were uninsured all or part of the year
(Table 10).

Table 10. Insurance Status and Type During the Past 12 Months, Ages 0-64

Job-Based
Coverage All
Year

Medi-Cal/Healthy
Families Coverage
All Year

Other
Coverage All
Year*

Uninsured
All or Part
Year

California

52.2%

15.7%

11.0%

21.2%

Lake County

45.3%

23.0%

10.3%

21.5%

Area

*“Other Coverage” includes: 1) individually purchased private coverage, 2) other public coverage, such as Medicare, and
3) any combination of insurance types during the past year without a period of uninsurance.
Source: UCLA Center for Health Policy Research. February 2012.

Seniors and Health Insurance
Most seniors are covered by a combination of Medicare and a private supplemental plan
or Medi-Cal (Table 11). While Lake County has the highest percentage of seniors who
are covered by a combination of Medicare and Medi-Cal in the northern and Sierra
Counties region, types of coverage do not differ markedly from the statewide average.

Table 11. Type of Current Health Coverage for People Age 65+

Medicare and
Other

Medicare and
Medi-Cal

Medicare
Only

Other Only

California

71.6%

18.6%

4.0%

4.8%

Lake

73.7%

15.5%

5.1%

4.8%

Area

Source: 2009 California Health Interview Survey.
39

SA Lavarreda, L Cabezas, K Jacobs, DH Roby, N Pourat, GF Kominski. The State of Health Insurance in California:
Findings from the 2009 California Health Interview Survey. Los Angeles, CA: UCLA Center for Health Policy Research,
2012.
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Children and Health Insurance
Figure 9 shows the types of health insurance for children ages 0-20 in Lake County,
compared to statewide, from CHIS responses to the past 3 surveys. There were fewer
uninsured children in Lake County than in California in 2009, but the percentage covered
by employment-based insurance that year, 44.5%, was lower than the state average. The
combined rate of county children with Medi-Cal and Healthy Families was similar to the
state rate.

Figure 9. Health Insurance Coverage of Children Ages 0-20, Lake County
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Source: 2005, 2007, 2009 California Health Interview Survey.
Note: some county data may represent statistically unstable results due to small sample size

Medi-Cal
Medi-Cal is a large program made up of many specialized programs, which are designed
to benefit applicants in various medical situations. Some recipients of the Medi-Cal
Program have to pay a monthly share of cost before Medi-Cal benefits become effective.
The share of cost is determined based upon the recipient’s monthly income.
According to the Lake County Department of Social Services website,40 there are
currently four Medi-Cal staff working at two local community hospitals and two community
health clinics accepting and processing patient applications for Medi-Cal benefits; staff
accepts and processes applications while the patients are receiving medical services.
40

http://www.co.lake.ca.us/Government/Directory/Social_Services/Medi-Cal_Program.htm
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This arrangement has been advantageous for the hospitals, the clinics, and the patients
as patients do not need to travel to the LCDSS office to apply for Medi-Cal benefits; and,
the hospitals and clinics are able to bill Medi-Cal for the services provided instead of
billing the patient directly.
In March 2013, the California Department of Health Care Services selected four health
plans to expand the Medi-Cal managed care program into 28 mostly rural counties which
will include Lake County. As a result, Medi-Cal managed care will be available in all 58
California counties with the hope that by assigning Medi-Cal beneficiaries to a medical
home and a primary care physician, healthcare needs will be better coordinated and
health conditions effectively managed. Lake County is expected to implement Medi-Cal
managed care in September 2013.
Health Reform

The health insurance coverage picture is expected to change significantly over the next
couple of years. The Patient Protection and Affordable Care Act (ACA) will transform and
greatly expand eligibility for Medi-Cal, which has been estimated to enable more than 3
million nonelderly uninsured Californians to become newly eligible for Medi-Cal. In
addition, California’s new Health Benefit Exchange, established in response to the ACA, is
expected to create a regulated and accessible marketplace in which residents can find a
choice of health plans. Close to 2 million uninsured Californians are expected to be able
to enroll through the Exchange and receive subsidies that will help make coverage
affordable to them (and another 1.2 million will be able to buy coverage through the
Exchange).41
Hospitals, community health centers and government health agencies will play an
important role in providing care to those newly eligible for Medi-Cal in 2014 as well as the
estimated 3.1 million Californians who will remain uninsured after implementation of the
ACA. Anticipated changes in the way that care is delivered--more preventive, primary
care and community-based services--are expected to reduce avoidable hospitalizations
and over-use of the Emergency Department, and improve the health of individuals with
chronic diseases.

41

SA Lavarreda, L Cabezas, K Jacobs, DH Roby, N Pourat, GF Kominski. The State of Health Insurance in California:
Findings from the 2009 California Health Interview Survey. Los Angeles, CA: UCLA Center for Health Policy Research,
2012.
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Section II. Selected Health Status Indicators
Health and well-being are influenced by many factors. Health status indicators include the
traditional vital statistics, such as birth and death rates, as well as factors like safety and
mental health, and health behaviors. Communities commonly measure their health
against statewide averages and national standards or objectives most commonly Healthy
People 2020, a federal health promotion and disease prevention agenda for improving the
health of the nation’s population.
SELF-RATED HEALTH STATUS
In population studies, self-rated health is generally regarded by researchers as a valid,
commonly accepted measure of health status.42 Understanding the relationships of selfrated health to other factors can help health care professionals prioritize health promotion
and disease prevention interventions to the needs of the population.43 One of five
(21.0%) Lake County respondents to the 2009 California Health Information Survey rated
their health status as “excellent” and 29.7% as “very good” (Figure __)—very similar to
2007 responses. However, on average, Lake County residents again viewed themselves
as slightly less healthy than other Californians.

Figure10.
__. Self-Rated
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Source: California Health Information Survey

42

Franks P, Gold MR, Fiscella K. Sociodemographics, self-rated health, and mortality in the US. Soc Sci Med.
2003;56:2505–2514.
43
Idler, EL., Benyamini, Y. (1997). Self-rated health and mortality: A review of twenty-seven community studies. J
Health Soc Behav, 38, 21-37.
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When the older population (age 65+) is broken out from the county and statewide data,
Lake County seniors also rate their health less favorably overall than other California
seniors: 68.1% considered their health to be excellent, very good, or good in contrast to
72.5% of California seniors who gave themselves those positive ratings. The 2009
findings are in reverse order from Lake County seniors’ 2007 responses where at that
time 73.8% considered their health to be excellent, very good, or good in contrast to
69.4% of California seniors.
Table 12. General and Senior Population Self-Rated Health Status, Lake County and California, 2009

Lake County
Excellent
Very good
Good
Fair
Poor

All Ages
21.0%
29.7%
27.7%
16.7%
4.8%

Source: California Health Interview Survey

Seniors Age 65+
13.1%
26.1%
28.9%
24.2%
7.7%

California
All Ages
24.9%
31.8%
28.0%
12.2%
3.0%

Seniors Age 65+
14.0%
28.5%
30.0%
19.5%
8.1%

MORBIDITY (DISEASE CONDITIONS AND ILLNESS)
Morbidities include conditions and illnesses such as infectious and communicable
diseases and other disorders that can cause pain, dysfunction or death. (Note: while
injuries are included in the broader sense of morbidity, unintentional and intentional
injuries are addressed elsewhere in this report in the Safety Issues section.) These
conditions affect people emotionally and financially as well as physically, and can alter
one's perspective about quality of life. The term "disease burden," which will be
discussed later in this section, refers to the impact of a health condition that can be
measured by financial cost, mortality, morbidity, or other indicators.
Available County Rankings reflect the overall health of counties in California, and provide
a snapshot of how healthy residents are by comparing their overall health and the factors
that influence their health with other counties in the state. Population health measures in
the Rankings for health outcomes and health factors are based on scientific relevance,
importance, and availability of data at the county level. 44 The Rankings are based on a
model of population health that emphasizes the many factors that, if improved, can help
make communities healthier places to live, learn, work and play.
Summary rankings for Health Outcomes show Lake County in 2012 as 57 th (of 57
California counties included in the analysis45) worst in the state on mortality and 38th worst
for measures of morbidity (Table 13). Mortality is a life expectancy measure and
morbidity is a combination of self-report fair or poor health; poor physical health days;
44

County Health Rankings and Roadmaps. University of Wisconsin Population Health Institute.
http://www.countyhealthrankings.org/app#/california/2013/lake/county/outcomes/overall/snapshot/by-rank
45
California has 58 counties, however Alpine County was not included in the state ranking due to its small size.
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poor mental health days; and the percent of births with low birth weight. While still not
favorable, the Lake County rankings are lower (i.e., better) than reported in 2010.

Table 13. Health Outcomes Summary Rankings of California Counties: Lake County

Health Outcomes
Mortality

Morbidity

2010 Rank

2012 Rank

2010 Rank

2012 Rank

55

57

45

38

Source: County Health Rankings and Roadmaps, 2013.
Ranking is out of 57 counties.

Summary rankings for Health Factors for Lake County show a wide range. For measures
of physical environment, the county ranked at almost at the top, 2 nd best in the state, in
2010 but dropped to 20th place in 2012, possibly because additional environmental factors
were added in the later period, e.g., number of fast food restaurants, that influenced the
ranking. Lake County ranked dead last among counties in the category of health
behaviors and 49th worst in social/economic factors in 2012. For clinical care, the county
ranked almost in the middle at 31st in 2010 but fell to 45th in 2012 (Table 14). Health
behaviors include things like smoking and exercise; clinical care includes measures of
access to medical care; social and economic factors include education, employment, and
community safety; and physical environment is a combination of environmental quality
and the “built environment” (human-created or arranged physical objects and places
people interact most directly with such as structures and landscapes).
Table 14. Health Factors Summary Rankings of California Counties: Lake County, 2012

Health Factors
Health Behaviors

Clinical Care

Social/Economic
Factors

2010
Rank

2012
Rank

2010
Rank

2012
Rank

2010 Rank

2012 Rank

46

57

31

45

47

49

Physical
Environment
2010
2012
Rank
Rank
2

20*

Source: County Health Rankings and Roadmaps, 2013.
*Additional factors were added to this category in 2012, probably accounting for the large difference in scores between the 2 periods.
Ranking is out of 57 counties.

Table 15 below displays the incidence or cases of communicable diseases commonly
reported for morbidity indicators in community health assessments. The case rates
shown in the table are per 100,000 population and show current and previous reporting
periods.
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Lake County’s rates, while more favorable than statewide rates in both periods, except for
the incidence of tuberculosis (which stayed the same) worsened from 2006-2008 to 20092011.
Table 15. Lake County Morbidity by Cause, 3-Year Average
2006-2008

2009-2011

Crude Case
Rate
Health
Status
Indicator

County
Rank
Order

Cases
(Avg)
Lake
County

Lake
County

19

1.3

14

AIDS
Incidence
(Age 13+)
Chlamydia
incidence
Gonorrhea
incidence c
Tuberculosis
incidence

Crude Case
Rate

CA

County
Rank
Order

Cases
(Avg)
Lake
County

Lake
County

CA

National
Objective

2.4*

11.6

34

2.0

3.6*

9.7

1.00

106.3

163.1

377.7

24

163.0

252.8

417.6

b

16

9.7

14.8*

79.7

51

19.3

191.7

125.9

19.00

21

1.3

2.0*

7.2

20

1.0

1.6*

6.4

1.00

Source: County Health Status Profiles 2013. California Department of Public Health
* Rate or percent unstable; relative standard error greater than or equal to 23%.
a
National rate is not comparable to California due to rate calculation methods.
b
Prevalence data were not available in all California counties to evaluate National Objective of >3% testing
positive in the population 15-24 years of age.
c
Females age 15-44

Lake County’s crude case rate of AIDS increased from 2.4 in 2006-2008 to 2.9 in 20082010 (both rates unstable). The latter rate was lower than the state rate of 9.4 in that
period, but the ranking among California's 58 counties went from 19 to 28.46 Between
March 1983 and December 2011, the county had a cumulative total of 158 AIDS cases
(Table 16). Of those, 92 (58%) are now deceased. There have been 20 HIV cases
reported for Lake County between April 2006 and December 2011.47 Date of diagnosis
for these cases ranges from prior to 1990 through December 2011.
Table 16. Cumulative HIV/AIDS Cases Reported for Lake County as of December 31, 2011

HIV
Total
Cases

Living
Cases

20

19

Deceased
Number
%
1

5

Total
Cases
158

AIDS
Deceased
Living
Cases
Number
%
66

92

58

Source: California Department of Public Health, Office of AIDS.
AIDS reporting began in March 1983. HIV reporting began in April 2006. Beginning in January 2011, HIV/AIDS is
reported on a semi-annual basis.Counts exclude cases diagnosed, but not yet reported as of December 31, 2011, and may understate
the number of diagnoses and deaths in the most recent years.
46

County Health Status Profiles 2012. California Department of Public Health.
http://www.cdph.ca.gov/programs/ohir/Pages/CHSP.aspx
47
California Department of Public Health. Office of AIDS. HIV/AIDS Semiannual Statistics.
http://www.cdph.ca.gov/programs/aids/Documents/SSSemiAnnualRptDec2011.pdf
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Chlamydia, a bacterial disease, often has no symptoms, and people who are infected may
unknowingly pass the disease to sexual partners. While treatable, Chlamydia can lead to
infertility, and like gonorrhea and syphilis, can have long-lasting consequences for
women. Newborns can also contract it from their infected mothers at the time of birth.
Prior untreated Chlamydia infection is one of the most common causes of infertility. 48
Lake County’s case rate of Chlamydia is lower than the statewide rate but similar to the
California average has risen each year since 2008 (Figure 11).49

Figure 11. Chlamydia Case Rate per 1,000 Population, 2004-2011
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Source: California Department of Public Health, STD Control Branch

Lake County’s case rate (per 100,000 population) for tuberculosis is relatively low
compared to California. Because the number of cases each year is small, it is difficult to
detect trends over time. Lake County’s case rate (per 100,000 population) for
tuberculosis is lower than the state’s rate, 2.0 (statistically unstable) in 2006-2008
compared to 7.2. Like California and the rest of the nation, the county has seen an overall
decrease in cases since the mid 1990’s, though the decline has leveled off in recent
years. It had the 25th lowest rate of tuberculosis cases out of 58 counties in 2008-2010.50
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Haggerty CL, et al. Risk of sequelae after Chlamydia trachomatis, genital infection in women. J Infect Dis
2010;201:134-155.
49
http://www.cdph.ca.gov/data/statistics/Documents/STD-Data-Chlamydia-Provisional-Tables.pdf
50
County Health Status Profiles 2012. California Department of Public Health.
http://www.cdph.ca.gov/programs/ohir/Pages/CHSP.aspx
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MORTALITY (DEATH)
Mortality statistics are the backbone of public health. Without knowing how the members
of a population die, and at what ages, epidemiologists can only guess how many deaths
are potentially preventable. Good mortality and surveillance data can identify overlooked
problems and help health organizations decide where to direct effort and money. 51
Mortality indicators correlate with more than physical health conditions as described
above; social and environmental factors play important roles. Being healthy and living
long—and a community's burden of disease—can depend very much on which community
a person lives in. People with less income and wealth can expect to live comparatively
shorter lives.52
Disease Burden and Years of Potential Life Lost (YPLL)
There are several measures used to quantify the burden imposed by diseases on people.
The years of potential life lost (YPLL) is a simple estimate of the number of years that a
person's life was shortened due to a disease. It is used to reflect the impact of premature
mortality (death) on a population’s overall life expectancy. Seventy-five years is used as
the standard life expectancy and YPLL-75 is obtained by subtracting the age at the time of
death from 75. For example, a man who died from heart disease at age 60 would add 15
years of potential life lost, while a man who died at 80 would not contribute any years of
life lost.
In 2007, the total age-adjusted YPLL-75 rate per 100,000 persons in Lake County was
10,040 years, a higher premature mortality (death) rate than both the national and state
rates every year between 1998 and 2007 (Figure 12).53

51

Brown, D. Health and Science. Washington Post. Reprinted September 18, 2010.
Sampson R, Morenoff J, Gannon-Rowley T. Assessing "neighborhood effects": Social processes and new directions
in research. Annu Rev Sociol. 2002;28:443-478.
53
County Health Rankings and Roadmaps. University of Wisconsin Population Health Institute.
http://www.countyhealthrankings.org/#app/california/2011/lake/county/1/1
52
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Figure 12. Premature Death in Lake County,
Years of Potential Life Lost (YPLL): County, State and National Trends

County Health Rankings and Roadmaps. University of Wisconsin Population Health Institute.

The leading causes of mortality (Table 17 below) present a broad picture of the causes of
death in Lake County. The death rates shown are per 100,000 population. The crude
death rate is the actual risk of dying. The age-adjusted rate is the hypothetical rate that
the county would have if its population were distributed by age in the same proportions as
the 2000 U.S. population. The shaded rows in the table—some of which contain
“statistically unstable” rates, unavoidable because of small sample sizes—highlight the
death rates where Lake County is reported to exceed state, national, or National Health
Objective rates. Of the 19 reported causes of death, the County ranks worse than the
state—and most of the other counties as well—on 16 (84%) of these causes.54

54

“Incidence” of diseases refers to new cases being identified, while “mortality” refers to death from that that disease.
While the former may be reflective of characteristics of the population and risk factors that contribute to the development
of disease, the latter may be more reflective of access to, or appropriate use of healthcare services for effective
diagnostic and treatment services.
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Table 17. Lake County Deaths by Cause, 3-Year Average, 2009-2011
Lake
County
Rank
Order
58
52
36
54
50
56
34
31
55
57
55
56
57
57
56
57
43
54
58

Health Status Indicator
All causes
All cancers
Colorectal (colon)
cancer
Lung cancer
Female breast cancer
Prostate cancer
Diabetes
Alzheimer’s disease
Coronary heart
disease
Cerebrovascular
disease (stroke)
Influenza/pneumonia
Chronic lower
respiratory disease
Chronic liver disease
and cirrhosis
Unintentional injuries
Motor vehicle crashes
Suicide
Homicide
Firearms-related
Drug-induced deaths

Age-Adjusted Death
Rate

AgeAdjusted
Death
Rate

Statewide

1,233.7
260.6
19.6*

989.2
193.3
15.3*

654.9
156.4
14.7

741.1
173.2
15.9

79.1
35.4*
29.8*
23.8*
33.1
206.8

57.6
25.2*
29.3*
18.4*
29.0
164.7

36.5
21.3
21.9
20.2
30.5
122.4

48.5
22.3
22.0
20.9
23.5
126

43.3
21.3
28.2

67.2

55.3

38.1

38.9

50.0

27.9*
91.5

23.6*
71.1

17.3
37.5

16.2
42.3

a

29.5*

21.7*

11.4

9.2

3.2

97.2*
22.2*
30.5*
6.2*
20.2*
51.2

85.7
21.9*
26.7*
6.5*
16.7*
45.3

27.6
7.5
10.2
5.2
7.8
10.9

37.3
11.7
11.8
5.5
10.1
12.6

17.1
8.0
4.8
2.8
3.6
1.2

Crude
Death
Rate

1

National

National
Health
Objective
a

158.6
13.7

b
a

162

a

Source: County Health Status Profiles 2013. California Department of Public Health.
The shaded rows in the table highlight the death rates where Lake County exceeds state, national, or National Objective rates.
* Death rate unstable, relative standard error is greater than or equal to 23%.
1
:Preliminary data for 2009. National vital statistics reports; vol 58 no 1. Hyattsville, MD: National Center for Health Statistics. 2009.
2
State Cancer Profiles. National Cancer Institute. http://statecancerprofiles.cancer.gov/cgibin/deathrates/deathrates.pl?00&055&00&2&001&1&1&1
a
Healthy People 2012 National Objective has not been established
b
National Objective is based on both underlying and contributing cause of death which requires use of multiple cause of death data
files. California’s data exclude multiple/contributing causes of death.

In 2009-2011, Lake County’s overall death rate was higher than the state’s and 58th
highest of 58 counties. Diseases of the circulatory system—coronary heart disease and
stroke—are responsible for about one-quarter of Lake County’s deaths. Death rates due
to stroke have met Healthy People (HP) 2020 objective, but coronary heart disease
exceeds state and national rates.
Primarily attributed to excessive alcohol consumption and Hepatitis C, liver disease and
cirrhosis was the ninth leading cause of death in California and the eighth in Lake County
for the 2009-2011 three year period.55 The county’s age-adjusted death rate, 21.7 per
100,000, was 7 times higher than the HP 2020 objective for the nation, which is 3.2 per
55

County Health Status Profiles 2012. California Department of Public Health.
http://www.cdph.ca.gov/data/statistics/Pages/DeathStatisticalDataTables.aspx
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100,000. Lake County ranked at the bottom, 57th place, among county rates of deaths
attributed to chronic liver disease and cirrhosis. 56
Lake County’s rates of suicide (57th worst in state) and drug-induced deaths (58th worst,
i.e., the very worst) are higher than the state as a whole.
Other causes for which Lake County’s death rates exceed the state rate or HP 2020
objectives substantially are unintentional injuries (more than 4 times the HP objective),
chronic lower respiratory disease and chronic liver disease and cirrhosis.
Cancer
Cancer accounts for about 1 out of every 4 deaths in Lake County. The county ranks 52 nd
of 58 counties in death rate due to all cancers in 2009-2011 and is higher than both the
statewide rate and the HP 2020 national objective. The rate of death from lung cancer,
for example, is substantially higher than the state rate (Table __ above). Nevertheless,
mirroring the California trend, there was a statistically significant downward trend in Lake
County's mortality rate for cancer between 2000 and 2010 (Figure 13). Lake County's
age-adjusted cancer death rate dropped from 232.3 in 2000 to 193.3 in 2010, a 18.9%
decrease. California’s age-adjusted cancer death rate dropped from 182.2 in 2000 to
156.6 in 2010, a 16.8% decrease.

Figure 13. Age-Adjusted¹ Cancer Death Rates,² Lake County and California, 2000-2010
300
250
200

252.1
232.2

231.3

223.6

235.6
208.7

204.0
182.2

181.0

177.5

174.7

169.4

169.3

150

164.4

205.0
163.9

199.4
159.5

185.7
157.0

188.4
156.6
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Lake County

2006

2007

2008

2009

2010
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Sources: State of California, Department of Finance, Race/Hispanics Population with Age and Gender Detail, 2000–2010. Sacramento,
California, September 2012. State of California, Department of Public Health, Death Records.
1 Rates are age-adjusted using the year 2000 U.S. standard population.
2 Rates are per 100,000 population. More information about rate calculation is in the Technical Notes.
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Over 30% of cancer is estimated to be associated with diet and obesity; and another 30%
with tobacco use.57 Death from cancers of the trachea, bronchus and lung lead all other
types of cancer. Table 18 breaks out mortality data by type of cancer and shows that
Lake County’s death rates due to all cancers combined and specific individual cancers are
worse than national health objectives and statewide rates.
Table 18. Deaths Due to Cancer by Type of Cancer, 2009-2011

Type
All cancers
Lung
Colorectal (colon)
Female breast

Lake County
AgeCrude
Adjusted
Death Rate
Death Rate
260.6
19.6*
79.1
35.4*

193.3
15.3*
57.6
25.2*

California
Rank
Order

Age-Adjusted
Death Rate

52
36
54
50

156.4
14.7
36.5
21.3

*Statistically unreliable due to small sample size.
Source: County Health Status Profiles 2013. California Department of Public Health.

National Objective

173.2
43.3
13.7
21.3

CHRONIC DISEASE AND OTHER CONDITIONS
Chronic diseases (e.g., cancer, diabetes, heart disease) cost the nation’s economy more
than $1 trillion a year in lost productivity and treatment costs according to estimates of the
cost burden of chronic disease. 58 The researchers—who conducted a state-by-state
analysis of 7 common chronic diseases (e.g., cancer, diabetes, heart disease)—
concluded that “investing in good health would add billions of dollars in economic growth
in the coming decades.” California was in the top quartile of states with the lowest rates
of chronic diseases. According to California Health Interview Survey data, Kern County
and Lake County reported the highest burden of chronic health conditions statewide in
2007.59
Heart Disease
“Heart disease” refers to a variety of conditions including coronary artery disease, heart
attack, heart failure, and angina, and is the leading cause of death in California.60
Smoking, being overweight or physically inactive, and having high cholesterol, high blood
pressure, or diabetes are risk factors that can increase the chances of having heart
disease. In addition, heart disease is a major cause of chronic illness.

57

California Cancer Facts and Figures, 2012. California Cancer Registry, California Department of Health Services,
and American Cancer Society.
http://www.cancer.org/acs/groups/content/@epidemiologysurveilance/documents/document/acspc-031941.pdf
58
DeVol R, et al. An Unhealthy America: The Economic Burden of Chronic Disease. Milken Institute. October 2, 2007.
59
Lui C, Wallace SP. Chronic Conditions of Californians. California Healthcare Foundation. March 2010.
60
The Burden of Cardiovascular Disease in California. California Department of Public Health 2011.
http://www.cdph.ca.gov/programs/cvd/Documents/CHDSP-BurdenReport-HighRes.pdf.
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Lake County’s 2008-2010 three-year average, age-adjusted death rate from coronary
heart disease was 139.0 per 100,000 population, 51st highest of the 58 counties.61 While
higher than the state rate of 121.6, Lake County’s death rate is lower than the Healthy
People 2020 objective of 162.
Trend data from the California Health Interview Survey suggest the incidence of heart
disease is increasing in Lake County while decreasing statewide (Figure 14). According
to the 2009 CHIS, 12.0% of Lake County residents indicated that they had been given a
heart disease diagnosis by a physician, compared to 5.9% of residents statewide.62

Figure 14. Percent of Lake County Adults Who Self-Reported Ever
Being Diagnosed With Heart Disease

14%
12%

12.0%

11.9%
10.3%

10.1%

10%
8%

6.9%

6%

6.2%

6.3%

5.9%

4%
2%
0%
2003

2005

Lake County

2007

2009

California

Source: California Health Interview Survey, 2003, 2005, 2007, and 2009.

Figure 15 shows current prevalence data from CHIS respondents on heart disease,
stroke, heart failure, and related risk factors. Except for the prevalence of overweight
(which differs from obesity), Lake County residents fare worse than residents statewide on
risk factors such as high blood pressure, diabetes, cigarette smoking, obesity, and
physical inactivity.

61

County Health Status Profiles 2012. California Department of Public Health.
http://www.cdph.ca.gov/data/statistics/Pages/DeathStatisticalDataTables.aspx
62
California Health Interview Survey, 2009. UCLA Center for Health Policy Research
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Figure 15. Prevalence Estimates for Heart Disease, Stroke, Risk Factors Among Adults,
Lake County and California, 2009*
50%
38.9%

40%

33.7%

30%

33.6%

26.6%

22.7%

20.1%

20%
12.0%
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5.9%
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14.0%

13.6%
8.5%

0%
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High BP

Diabetes

Cigarette
Smoking

Lake County

Overweight

Obese

Physical
Inactivity

CA

Source: California Health Interview Survey.
*Note: Physical Inactivity data are from 2007.

Diabetes
The prevalence of diabetes continues to grow nationwide, and it poses a significant public
health challenge. It increases the risk of cardiovascular disease, and the direct
complications—blindness, lower limb amputation and end-stage kidney failure—increase
as the prevalence of diabetes increases.63
California’s diabetes risk profile is higher than that of the rest of the United States, in part
because of the state’s higher proportion of Latinos, higher proportion of people without a
high school diploma, and younger average age.64 More than one out of ten California
adults has diabetes, a 38% increase in one decade, and one in three has pre-diabetes.65
The prevalence of gestational diabetes has increased 60% in seven years, and research
shows increasing diabetes in children and youth. Direct medical costs for the disease
(e.g., hospitalizations, medical care, and treatment supplies) in California account for
about $18.7 billion annually, with another $5.8 billion spent on indirect costs such as
disability payments, time lost from work, and premature death.66 Similar to other chronic
conditions, access to health care and disease management are key factors in reducing
the burden of diabetes.
Obesity is a major risk factor for the development of diabetic complications, including
cardiovascular disease and stroke as described above. Diabetes is also strongly related

63

National Diabetes Fact Sheet, 2012. United States Department of Health and Human Services.
Shi L, van Meijgaard J, Fielding J. Forecasting diabetes prevalence in California: a microsimulation. Prev Chronic Dis
2011;8(4):A80.
65
Diabetes in California Counties 2009. California Diabetes Program.
http://www.caldiabetes.org/content_display.cfm?contentID=1160 (April 2010)
66
Ibid.
64
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to social and economic factors. It is more than twice as common among adults who either
did not attend or did not graduate from high school, compared to college graduates.67
A national clinical trial demonstrated that type 2 diabetes can be delayed or prevented by
healthful lifestyle changes, including moderate weight loss and regular, moderate-intensity
physical activity.68
Lake County has a total of 50,309 adults; among those, 3,421 self-reported as having
diabetes—a projected total based on a sample of people who self-reported as having
diabetes.69 In both Lake County and California, according to the California Health
Interview Survey (CHIS), the proportion of the adult population that was ever told by a
doctor, other than during pregnancy, they had diabetes or borderline or pre-diabetes
increased from 2005 to 2009 (Table 19).70

Table 19. Lake County Adults Who Self-Reported Ever Having a Diabetes-Related Diagnosis

Area

Diagnosed as Borderline or
Pre-Diabetes

Diagnosed with Diabetes
2005

2007

2009

2005

2007

2009

Lake County

6.8%

9.7%

10.5%

1.5%**

*

11.9%

California

7.0%

7.8%

8.5%

1.1%

1.5%

8.0%

Source: California Health Interview Survey, 2005, 2007, and 2009.
*Estimate is less than 500 people.
**Statistically unstable.

Mirroring California, Lake County’s prevalence and diabetes risk factors vary by
race/ethnicity, age and gender (Table 19). (Note that for risk factors, table results refer to
the percentage of people with diabetes who have that risk factor.) In 2005, the last year
for which state prevalence and risk factor data were calculated, 17.7% of African
Americans in Lake County had diabetes, 7.2% of Whites, and 5.8% of Latinos.71
Although county-level prevalence data for Native Americans are not available in this
dataset, statewide studies show that almost one-third (30%) of American Indian elders
age 55 and over have been diagnosed with diabetes, the highest prevalence of any racial

67

Sayda A, Lochner K. Socioeconomic Status and Risk of Diabetes-Related Mortality in the U.S. Public Health Rep.
2010 May-Jun; 125(3): 377–388.
68
Diabetes in California Counties 2009. California Diabetes Program.
http://www.caldiabetes.org/content_display.cfm?contentID=1160
69
70

Ibid.

California Health Interview Survey, UCLA Center for Health Policy.
71
Diabetes in California Counties 2009. California Diabetes Program.
http://www.caldiabetes.org/content_display.cfm?contentID=1160
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group and over twice the 13% rate of whites.72 This finding has special significance in
Lake County as its percentage of Native Americans is twice the statewide proportion.
The following notable risk factor data concerning persons who are current smokers,
overweight, obese, do not participate in regular physical activity, or consume less than
five servings of fruits and vegetables a day among current diabetics in Lake County are
highlighted by shaded cells in Table 20 with some of those findings listed below:73


14% of female diabetics are current smokers compared to <1% of male diabetics



Close to 100% of diabetics ages 18-44 are reported to be overweight



Almost half of all diabetics are obese: 56% of female diabetics and close to
100% of diabetics ages 45-64



Almost 1 in 3 male diabetics are physically inactive



Over half of diabetics eat less than 5 servings of fruits and vegetables a day

Table 20. Lake County Diabetes Prevalence and Risk Factors among those with Diabetes

Countywide
Female
Male
Latino
Asian
African
American
White
18-44
45-64
65+

Diabetes
Prevalence

Current
Smoking

Overweight

Obese

Physical
Inactivity1

Less-than-5A-Day2

%
6.8
9.0
4.5
5.8
*

%
9.9
14.4
*
*
*

%
40.9
40.1
42.6
*
*

%
45.8
56.3
23.3
*
*

%
15.5
7.8
32.1
*
*

%
52.4
54.5
47.8
*
*

17.7

*

*

*

*

*

7.2
2.5
6.8
13.7

11.2
*
25.7
*

36.8
100.0
0.0
56.7

48.2
*
100.0
15.6

17.6
*
9.7
24.6

57.0
*
60.5
61.0

Source: California Diabetes Program. (2009). Diabetes in California Counties. Sacramento, CA: California Diabetes Program, California
Department of Public Health; University of California San Francisco, Institute for Health and Aging.
Based on the 2005 CHIS.
1
Physical Inactivity is defined as less than 20 min. of vigorous exercise 3/week or 30 min. of moderate activity 5/week.
2
Less-than-5-A-Day refers to the consumption of 4 or less fruits and vegetables per day.
*Insufficient number of observations to make a statistically reliable estimate.
Shaded cells show the risk factor is notable for Lake County.
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Satter DE, et al. Health of American Indian and Alaska Native Elders in California. June 2010. Available at
http://www.healthpolicy.ucla.edu/nativeelders.
73
Diabetes in California Counties 2009. California Diabetes Program.
http://www.caldiabetes.org/content_display.cfm?contentID=1160 (April 2010)
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Overweight and Obesity
Overweight and obesity, which are often caused by an interdependence of dietary factors
and physical inactivity, are epidemic in the population and are associated with an
increased risk for a number of serious health conditions.74 On average, higher body
weights are associated with higher death rates. Rates of chronic disease and disability
associated with poor diet and inactivity continue to rise each year. Obesity's health
impact goes far beyond heart disease and diabetes. In the past decade, overweight and
obesity have emerged as new risk factors for developing certain cancers, including
colorectal, breast, uterine (endometrial), and kidney cancers.75 According to the CDC, the
impact of the current weight trends on cancer incidence will not be fully known for several
decades.76 Continued focus on preventing weight gain will lead to lower rates of cancer
and many chronic diseases.
While there is wide public understanding of the connection between obesity and health
impacts such as diabetes and heart disease, other consequences are not as well known.
A recent national survey77 that assessed how the public understands the reasons behind
the rising rates of obesity in the U.S. showed that few people knew that obesity's health
impact went beyond heart disease and diabetes. Only 7% of people surveyed mentioned
cancer, and only about 15% knew obesity can contribute to arthritis (a vicious cycle as the
joint pain then makes it harder to exercise and lose weight); 25% thought it was possible
for someone to be very overweight and still be healthy. In another concern, about half of
the respondents thought their weight was "just about right" despite national data that show
two-thirds of U.S. adults (and one-third of children and teens) are either overweight or
obese.
The public health impact of overweight and obesity is substantial, both in terms of
individual and societal disease burden and cost. New data which show that obesity
accounts for nearly 21% of U.S. health care spending (more than twice as high as
previous estimates), concluded that an obese person's medical costs are $2,741 a year
higher (in 2005 dollars) than if they were not obese.78 In California, the projected cost of
physical inactivity, obesity and overweight in 2005 was $28 billion for health care and lost
work productivity.79
There is considerable variation in the prevalence of overweight and obesity by race and
ethnicity. While obesity affects nearly all age, income, educational, ethnic, and disability
groups, rates are highest among Californians of Latino, American Indian, African

74

For adults, overweight and obesity ranges are determined by using weight and height to calculate a number called the
"body mass index" (BMI). BMI is used because, for most people, it correlates with their amount of body fat. An adult who
has a BMI between 25 and 29.9 is considered overweight. An adult who has a BMI of 30 or higher is considered obese.
75
Danaei G, Ding E, Mozaffarian D, et al. The preventable causes of death in the United States: Comparative risk
assessment of dietary, lifestyle, and metabolic risk factors. PLoS Med. 2009 Apr 28;6(4):e1000058.
76
http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=5.
77
T. Tompson, J. Benz, J. Agiesta, K.H. Brewer, L. Bye, R. Reimer, D. Junius. Obesity in the United States: Public
Perception. The Associated Press-NORC Center for Public Affairs Research. January 2013.
78
Cawley J, Meyerhoefer C. The Medical Care Costs of Obesity: An Instrumental Variables Approach J Health Econ
January 2012.
79
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American and Pacific Islander descent with lower incomes and disabilities. 80 By the
preschool years, racial/ethnic disparities in obesity prevalence are already present. While
family income and cultural customs and beliefs are often factors, new studies show
minority children at higher risk than whites for early-life risk factors known to be
associated with obesity: mothers smoking during pregnancy, starting solid food before 4
months; allowing very young children to have sugary drinks, fast food and/or TVs in their
room.81
Adults
As Figure 16 shows, rates of overweight and obesity are higher in Lake County than in the
state as a whole. While the percentage of the county residents at normal weight, about
one-third (data not shown), remained relatively consistent over the 2005-2009 period
displayed in the graph, the proportion in the overweight category seems to have shifted
into the obese category. Neither the county nor the state has met the Healthy People
2020 national objective of 15%.

Figure 16. Adult Prevalence of Overweight and Obesity, Lake County and California
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Source: California Health Interview Survey, 2005, 2007, 2009.
(Note: Overweight is (BMI 25.0 -29.9); obese is (BMI>30.0)
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Children and Teens
Overweight and obesity have long been known to complicate pregnancy and have an
effect on birth outcomes. Babies born to obese women are nearly three times more likely
to die within the first month of birth than babies born to women of normal weight, and
obese women are almost twice as likely to have a stillbirth.82 Very obese women are also
three to four times as likely to deliver their first baby by Caesarean section as first-time
mothers of normal weight.83 Although the associations are still not understood, infants
born to obese mothers are one-third more likely to suffer significant birth defects, including
spina bifida, limb reductions and heart defects according to recent research on maternal
obesity.84
Over the past 20 years, the rate of overweight has doubled in children and tripled in teens
nationally.85 This rapid increase has generated widespread concern, as overweight and
obesity are major risk factors for chronic diseases. A child is considered obese if his or
her body mass index, calculated using weight and height, is at or above the 95th percentile
for children of the same age and sex according to 2000 CDC growth charts. Obese
children are more than twice as likely to have type 2 diabetes, once seen only in adults,
than children of normal weight. They are more likely to have risk factors for
cardiovascular disease, including high cholesterol levels, high blood pressure, and
abnormal glucose tolerance. The risk of new-onset asthma is also higher among children
who are overweight.86
A new study that analyzed data from 43,300 children suggests that obesity among kids
not only exposes them to medical problems but mental health issues and learning
disabilities as well.87 Overweight children, the study found, are almost twice as likely as
kids of normal weight to suffer from three or more health problems that include asthma,
headaches, ear infections, depression, joint and muscle problems and developmental
delays. Obese children are about 1.3 times as likely as those who aren’t overweight to
experience those health problems in childhood. The good news is that, at least in
California, after decades of rising, obesity rates among low-income pre-schoolers—
considered most vulnerable to the disease's health risks—declined from 2008-2011.88
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Hollander D. The more obese a woman is, the greater her risk of having a stillbirth. Perspectives on Sexual and
Reproductive Health. March 2008.
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Vahratian A, Siega-Riz AM, Savitz DA, Zhang J. Maternal pre-pregnancy overweight and obesity and the risk of
cesarean delivery in nulliparous women. Ann Epidemiol. 2005;15(7):467-74.
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Waller DK, et. al. Pregnancy obesity as a risk factor for structural birth defects. Archives of Pediatric and Adolescent
Medicine. 2007;161:745-750.
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California Obesity Prevention Plan: A Vision for Tomorrow, Strategic Actions for Today, Sacramento (CA):
Department of Health Services; 2006. http://www.cdph.ca.gov/programs/Pages/CO-OP.aspx (April 2010)
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Gilliland FD, Berhane K, et al. Obesity and the risk of newly diagnosed asthma in school-age children. Am J
Epidemiol. 2003;158:406-415.
87
Halfon N, Larson K, Slusser W. Associations between obesity and comorbid mental health, developmental, and
physical health conditions in a nationally representative sample of US children aged 10 to 17. Acad Ped
2013;13:6–13.
88
Vital Signs: Obesity Among Low-Income, Preschool-Aged Children — United States, 2008–2011. MMWR Centers for
Disease Control and Prevention. August 6, 2013.
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm62e0806a1.htm?s_cid=mm62e0806a1_x
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Figure 17 shows trends in the percentages of Lake County students who did not score in
the Healthy Fitness Zone (HFZ) on the California Physical Fitness Test. On average,
across the 7 school years presented, Lake County students in grades 5, 7, and 9
considered overweight (based on body composition factors) were 33.9%, 32.7%, and
29.3%, respectively.89

Figure 17. Percent of Lake County Students Grades 5, 7 & 9
Not in Healthy Fitness Zone for Body Composition, 2004-05 - 2009-10
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Source: California Department of Education

According to 2011-12 California Physical Fitness Test data, which began the prior school
year to break out HFZ results by improvement-risk status, 33.0% of 5th graders, 28.7% of
7th graders and 20.3% of 9th graders in Lake County did not score in the HFZ and fell into
the "Needs Improvement-High Risk" category (Figure 18).90 The grade 5 and 7 rates
mirror the statewide averages for students tested in these grades; grade 9 students in
Lake County have a lower percentage of students in the high risk category than the
California average, 20.3% and 25.3%, respectively. 91

89

California Department of Education. California Physical Fitness Report.
http://data1.cde.ca.gov/dataquest/PhysFitness/PFTest_Co_2003.asp?cSelect=17,LAKE&cYear=200405&cChoice=PFTest2&RptNumber=0&Pageno=1
90
California Department of Education. California Physical Fitness Report.
http://data1.cde.ca.gov/dataquest/PhysFitness/PFTDN/Summary2011.aspx?r=0&t=4&y=201112&c=00000000000000&n=0000
91
Ibid.
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Figure 18. Healthy Fitness Zone (HFZ) for Body Composition and Risk Status,
Lake County Students Grades 5, 7 & 9, 2011-12
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Source: California Department of Education

According to emerging research, one of the potential explanations for why puberty is
starting earlier, particularly for Latina girls, is the increase in average body weight among
children over the last 3 decades. Studies linking poor diet and childhood obesity suggest
the heavier girls are at about age 7 or 8, the earlier they enter puberty, 92,93 a change that
puts them at higher risk for breast cancer and risky behaviors which can result in
unplanned pregnancies.94
Physical Activity and Health
Extensive research has linked physical activity to health and inactivity to poor health,
especially to obesity, diabetes and cardiovascular disease.95,96 In the United States,
levels of physical activity in children and adolescents are not sufficient to promote optimal

92

Biro F, et al. Pubertal assessment method and baseline characteristics in a mixed longitudinal study of girls.
Pediatrics August 2010.
93
Davison KK, et al. Percent body fat at age 5 predicts earlier pubertal development among girls at age 9.
Pediatrics April 2003;111(4):815-821.
94
Kadlubar FF, et al. The CYP3A4*1B variant is related to the onset of puberty, a known risk factor for the development
of breast cancer. Cancer Epidemiology, Biomarkers & Prevention April 2003;12:327-331.
95
Mekary RA, Feskanich D, Malspeis S, Hu FB, Willett WC, Field AE. Physical activity patterns and prevention of weight
gain in premenopausal women. Int J Obes (Lond). 2009;33(9):1039–1047.
96
Luke A, Dugas LR, Durazo-Arvizu RA, Cao G, Cooper RS. Assessing physical activity and its relationship to
cardiovascular risk factors: NHANES 2003–2006. BMC Public Health. 2011;11(1):387.
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health.97 A Centers for Disease Control and Prevention analysis of data from Behavioral
Risk Factor Surveillance System (BRFSS) surveys indicated that more than half of U.S.
adults do not participate in physical activity at a level recommended as beneficial to
health.98 And, fully one-third reported they got no leisure exercise at all during a typical
month.
A factor that may affect health behaviors that has received increasing attention in recent
years is social influence. Although social influences on physical activity can occur
throughout life, they are particularly important in children and adolescents because this is
a formative period when friends are a primary point of reference in deciding which
behaviors, values, and attitudes are desirable and which activities warrant effort. A recent
examination that found strong evidence of associations between physical activity and
friends’ behaviors recommended physical activity with friends be considered in
implementing health promotion programs.99
Sedentary activities such as sitting at a computer all day, playing video games and TV
watching have been reported to be linked with low levels of physical activity. A sedentary
lifestyle indicated by prolonged TV watching has been directly related to the risk of
diabetes whereas increasing physical activity is associated with a significant reduction in
risk.100 According to the most recent California Healthy Kids Survey of elementary school
students, Lake County 5th-graders watch about as much TV per week as their California
classmates (Table 21).

Table 21. Frequency of Daily Television Watching and Video Game Playing, 5th Grade, 2009-2011

Amount of Time per Day
Lake County
California

0 Hrs
26%
20%

< 1 Hr
24%
27%

About 1 Hr
17%
21%

About 2 Hrs
18%
17%

3 Hrs or >
16%
15%

Source: California Healthy Kids Survey.

While children in Lake County reported in the California Health Interview Survey higher
levels of vigorous activity than the statewide average (Figure __), adults in the county
reported lower levels of various types of regular physical activity (Figure __) than the
average California adult. (The county's sample size was too small to look for differences
by other factors, for example race/ethnicity.)
97

Salmon J, Timperio A. Prevalence, trends and environmental influences on child and youth physical activity. Med
Sport Sci. 2007;50:183–199.
98
Adult Participation in Recommended Levels of Physical Activity---United States, 2001 and 2003. Centers for Disease
Control and Prevention. MMWR December 2, 2005;54(47):1208-1212.
99
Maturo CC, Cunningham SA. Influence of Friends on Children’s Physical Activity: A Review. Amer J Pub Health July
2013:103(7);e23-e38.
100
Hu FB et al. Physical Activity and Television Watching in Relation to Risk for Type 2 Diabetes Mellitus in Men. Arch
Intern Med. 2001;161(12):1542-1548.
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Figure 19. Vigorous Activity at least 3 days per week Among Children
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Source: 2009 California Health Interview Survey.
Note: County rates are statistically unstable due to small sample size.

Figure 20. Level of Physical Activity (Including Walking), Adults
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Source: 2009 California Health Interview Survey.
Note: County rates are statistically unstable due to small sample size.

Asthma
Asthma is a serious public health problem and is responsible for millions of outpatient and
emergency department visits and hundreds of thousands of hospitalizations nationally.
In Lake County, the average charges per asthma hospitalization for the 24 children's
cases and 74 adult cases in 2010 were $15,016 for ages 0-17 and $28,017 for ages
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18+.101 In addition to the direct costs of health care services and medications, there are
the indirect costs incurred by time lost from school, work, and premature deaths.
A combination of factors work together to cause asthma to develop, most often early in
life, and particular “triggers” such as exposure to pets can make symptoms worse.
Besides family genes, certain environmental exposures increase the risk. For example,
lower levels than previously thought of ozone and common particle pollutants (discussed
later in this report) can trigger asthma attacks, increasing the risk of emergency room
visits and hospital admissions for asthma.102
While not negating the importance of avoiding allergen triggers, research shows the
protective effects of certain types of exposures when children are young, such as growing
up on a farm.103 According to some studies, the modern emphasis on cleanliness or
“sanitizing the environment” may have reduced this natural immunotherapy over the past
century and might be a factor in the global increase of these conditions.104
There are considerable disparities in the burden and management of asthma by race
and ethnicity, income, age, and other risk factors.105 For example, household income
below $20,000 is associated with more frequent asthma symptoms and higher asthma
hospitalization rates.106 While there is no cure for asthma, there are a variety of medical
and environmental interventions and policies that can help people prevent asthma and
control its symptoms so as to have a minimal effect on peoples’ daily lives. 107
According to 2007 and 2009 California Health Interview Survey data, about 16% of Lake
County children and adolescents had a diagnosis of lifetime asthma (Table 22), higher
rates than statewide. This suggests that a larger proportion of the county’s children and
adolescents than the state average may be at risk for serious illness and other
complications associated with asthma, such as activity limitations and missed days of
school. Of the children and teens with asthma in 2009, 96% experienced symptoms within
the past 12 months.108
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http://www.californiabreathing.org/asthma-data/county-asthma-profiles/lake-county-asthma-profile
Meg Y-Y, Rull RP, Wilhelm M, et al. Outdoor air pollution and uncontrolled asthma in the San Joaquin Valley,
California. J Epidem & Comm Health.2010; 64: 142-147.
103
Von Essen S. The role of farm exposures in occupational asthma and allergy. Curr Opin Allergy Clin Immunol
2001;1(2):151–6.
104
Liu AH, Murphy JR. Hygiene hypothesis: fact or fiction? J Allergy Clin Immunol 2003;111(3):471–8.
105
McDaniel M, Paxson C, Waldfogel J. Racial Disparities in Childhood Asthma in the United States: Evidence from the
National Health Interview Survey, 1997 to 2003. Pediatrics. May 2006;117: e868-e877; Lieu TA, Lozano P, Finkelstein
JA, Chi FW, Jensvold NG, Capra AM, Quesenberry CP, Selby JV, Farber HJ. Racial/Ethnic Variation in Asthma Status
and Management Practices Among Children in Managed Medicaid. Pediatrics. May 2002;109:857-865.
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Milet M, Tran S, Eatherton M, et al. The Burden of Asthma in California: A Surveillance Report. Richmond, CA:
California Department of Health Services, Environmental Health
Investigations Branch, 2007.
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Strategic Plan for Asthma in California 2008–2012 California Department of Public Health, February 2008.
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California Health Interview Survey, 2009. UCLA Center for Health Policy Research.
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1

Table 22. Lifetime Asthma in Children and Adolescents, Lake County and California

2005

2007

2009

Lake County

11.1%2

16.0%

18.8%2

California

15.4%

15.4%

16.2%

Source: California Health Interview Survey, 2005, 2007 and 2009.
Individuals with ”lifetime asthma” who have ever been diagnosed with asthma by a health provider.
2
Statistically unstable

1

Adult rates of asthma in Lake County are also higher than statewide, but only for the age
group 18-64 (Table 23). For older adults age 65+, the state averages are slightly higher
than the county's rates.

1

Table 23. Lifetime Asthma in Adults, Lake County and California

2005

2007

2009

Age 18-64

Age 65+

Age 18-64

Age 65+

Age 18-64

Age 65+

Lake County

22.7%

10.5%

16.6%

10.5%

18.2%

9.3%

California

13.0%

11.2%

13.8%

11.2%

13.8%

11.8%

Source: California Health Interview Survey, 2005, 2007 and 2009.
1
Individuals with ”lifetime asthma” who have ever been diagnosed with asthma by a health provider.

When people manage their asthma properly and receive appropriate health care, they
should not have to go to the emergency department (ED) for treatment. However, many
still do. In 2006, there were 448 asthma-related ED visits in Lake County that did not
result in inpatient hospitalization.
Figure 21 below compares the county’s rate of ED visits by age in 2008 with statewide
rates and Healthy People 2020 targets. While the rates for the age group 0-4 are
relatively similar, the ED visit rate for Lake County residents age 5-64 is 33% higher than
the statewide average.

Lake County Community Health Needs Assessment 2013

BARBARA AVED ASSOCIATES

57

Figure 21. Asthma ED Visits per 10,000 Residents Compared to HP2020 Targets,
California and Lake County, 2008
120
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Source: Office of Statewide Health Planning and Development, 2008.

Alzheimer’s Disease
Dementia is characterized by the loss or decline in memory and one of at least a couple of
other cognitive abilities. Alzheimer’s disease is the most common cause of dementia. 109
More women than men have dementia, primarily because women live longer, on average,
than men. This longer life expectancy increases the time during which women could
develop Alzheimer’s or other dementia.110 The Alzheimer’s Disease Facts and Figures
report indicated that 17% of women and 9% of men will develop Alzheimer’s disease in
their remaining lifetime if they lived to be at least age 55; and that 21% of women and
14% of men will develop some form of dementia in their remaining lifetime if they lived to
be at least age 55.111
Similar to other health disparities, emerging research suggests prevalence rates of
Alzheimer’s are higher, on average, among African American and Latino adults than
among whites, and among older than younger seniors in these racial/ethnic groups.112,113
109

Alzheimer’s Disease Facts and Figures 2010. Alzheimer’s Association. www.alz.org.
Plassman BL, Langa KM, Fisher GG, Heeringa SG, Weir DR, Ofstedal MB, et al. “Prevalence of dementia in the
United States: The Aging, Demographics and Memory Study.” Neuroepidemiology 2007;29:125–132.
111
Ross LK, et al. Alzheimer’s Disease Facts and Figures in California: Current Status and Future Projections.
Alzheimer’s Association, California Council. February 2009.
112
Dilworth-Anderson P, Hendrie HC, Manly JJ, Khachaturian AS, Fazio S. “Diagnosis and assessment of Alzheimer’s
disease in diverse populations.” Alzheimer’s & Dementia 2008;4:305–309.
113
Manly JJ, Mayeux R. “Ethnic differences in dementia and Alzheimer’s disease.” In Anderson NA, Bulatao RA, Cohen
B. (eds.). Critical perspectives on racial and ethnic differentials in health in late life (pp. 95–141). Washington, D.C.:
National Academies Press, 2004.
110
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Because of the large number of aging baby boomers and various social, health,
environmental, and genetic risk factors, Alzheimer’s disease cases in California are
estimated to triple among Latinos and Asian Americans and double among African
Americans aged 55 and older by 2030.114
Projections by the Alzheimer’s Association, California Council, show that approximately
1,700 residents in Lake County were projected to have Alzheimer’s in 2008; that number
grows by 21% in 2015 and by 99% in 2030 (Table 24). The increased numbers of people
with Alzheimer’s will have a marked impact on local healthcare systems—they are high
users of health care, long-term care, and hospice—as well as families and caregivers.

Table 24. Estimated Number and Percent Change in People 55+ with Alzheimer’s Disease: 2008,
2015 and 2030, Lake County and California

Lake County
California

2008

2015

2030

% change
2008-2015

% change
2015-2030

% change
2008-2030

1,700

2,056

3,386

21%

65%

99%

588,208

678,446

1,149,560

15%

69%

95%

Source: Alzheimer’s Association, California Council.

114

Leslie K. Ross et al., “Alzheimer’s Disease Facts and Figures in California: Current Status and Future
Projections,” University of California, San Francisco, Institute for Health and Aging, School of Nursing,

prepared for the Alzheimer’s Association, California Council, February 2009. Estimates
are for years 2008 to 2030.
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MATERNAL HEALTH
Prenatal Care
Early initiation of and adequate prenatal care are associated with improved birth
outcomes. The national objective for births to mothers with “adequate/adequate plus”
care (which includes timing of entry into prenatal care) is 90%. While an improvement
from 65.9% 5 years ago, only 68.3% of Lake County women received adequate/ adequate
plus prenatal care in 2009-2011 (Figure 22). The county’s rate is worse than the
statewide rate of 79.4% and ranks 51st lowest in the state.115

Figure 22. Percent of Births with Adequate/Adequate Plus
Prenatal Care, Lake County, Selected 3-Year Averages
100%
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Source: County Health Status Profiles 2013. California Department of Public Health.

Births
While California’s birth rate—the number of births for every 1,000 women between the
ages of 15 and 44—has been steadily declining over the last 5 years (experts say that
fiscal concerns stemming from the economic recession could have caused a sharp
decline in the birth rate beginning in 2008) Lake County’s birth rate has fluctuated little
and averaged close to its 2010 rate (Table 25). In 2010, Lake County’s birth rate was
66.9 births for every 1,000 women of childbearing age, higher than California’s rate of 63
births.

115

County Health Status Profiles 2013. California Department of Public Health.
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Table 25. Birth Rate per 1,000 Women Ages 15-44, CA and Lake County, 2010

Area

2006

2007

Rate per 1,000
2008

2009

2010

Lake County

64.3

68.5

65.0

67.0

66.9

California

71.3

71.3

69.0

65.5

63.0

California Dept. of Public Health, Center for Health Statistics, Birth Statistical Master Files; California Dept. of Finance, Race/Ethnic
Population with Age and Sex Detail, 1990-1999, 2000-2050, http://www.dof.ca.gov

Approximately 715 babies were reported to be born in 2011 to women living in Lake
County. While the number of births has varied slightly from year to year, birth projections
through 2015 show a slight but steady increase (Table 26). Similar to the majority of the
state, the growth will be disproportionately higher among the Latino and certain
Asian/Pacific Islander populations.
Table 26. Actual and Projected Births, Lake County, 2005-2015

Actual
2005
2006
2007
2008
2009
2010
2011
Projected
2012
2013
2014
2015

728
695
742
705
726
721
715
701
715
721
726

Source: Years 2005-2011: California Department of Public Health. County
Birth Statistical Data Tables Years 2009-2015: California Department of Finance,
County Birth Projections, 2009 Series.

Medi-Cal as Payer

In 2010 in Lake County, more than two-thirds (67.1%)—up from 65.6% in 2006—of births
were paid with Medi-Cal as the primary payer compared to fewer than half statewide
(47.7%).116
Adolescent Pregnancy
Lake County’s three-year average adolescent birth rate (per 1,000 female population),
was 43.4 in 2008-2010, up from the 2006-2008 rate of 42.7, and higher than the statewide


Births are reported by county of residence of mother not county of facility where the birth occurred.

116

Improved Perinatal Outcome Data Reports, Lake County Profile, 2010.
http://ipodr.org/055/vs/socioeconomics.html#tablenohs (November 26, 2012)
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rate of 31.9, ranking Lake County 48th highest among California’s 58 counties (Table
27).117 While no national objective has been established for this indicator, the national
target for pregnancies (as opposed to births) among adolescent females is 43
pregnancies per 1,000. 118

Table 27. Births to Teen Mothers 15-19 Years of Age

Area

Age-Specific Birth Rate
(per 1,000 female population)
2006-2008
2008-2010
(3 yr average)
(3 yr average)

Lake County

42.7

43.4

California

36.6

31.9

Source: County Health Status Profiles 2012. California Department of Public Health.

Children of teen mothers are more likely to display poor health and social outcomes than
those of older mothers, such as premature birth, low birth weight, higher rates of abuse
and neglect, and greater likelihood of entering foster care or doing poorly in school.
Maternal Mortality
Maternal mortality is an important indicator of maternal health. After several decades of
declining rates of maternal mortality in California, rates began to rise in 1999 and
proceeded to double in the next seven years according to a recent State maternal
mortality review. 119 Rates of maternal deaths in California rose from 8.0 deaths per
100,000 live births in 1999 to 16.9 deaths per 100,000 live births in 2006. Racial disparity
within maternal mortality rates has also increased and widened over time. In California,
from 2006 to 2008, African-American women experienced 46.1 deaths per 100,000 live
births, compared to 12.8 for Hispanic women, 12.4 for White women, and 9.3 for Asian
women.
Interrelated explanations for the rising rates are likely due to better data; increasing age or
increasing prevalence of maternal chronic conditions such as hypertension, diabetes or
obesity; social factors such as low levels of social support, lower socioeconomic status,
chronic exposure to environmental hazards or social stressors; access to health care and
health systems issues.120

117

County Health Status Profiles 2010. California Department of Public Health.
http://www.cdph.ca.gov/programs/ohir/Pages/CHSP.aspx (April 2010). It is important to note that because the total number of
teen births in Lake County is relatively small, due to the County's small population, a difference in the number of births of only 1
or 2 babies (or a set of twins) more or less can affect percentages, and thereby suggest a trend which does not exist.
118
U.S. Teenage Pregnancies, Births and Abortions: National and State Trends and Trends by Race and Ethnicity. Guttmacher
Institute January 2010. www.guttmacher.org.
119

The California Pregnancy-Associated Mortality Review. Report from 2002 and 2003 Maternal Death Reviews.
Sacramento: California Department of Public Health, Maternal Child and Adolescent Health Division; 2011.
120
Ibid.
Lake County Community Health Needs Assessment 2013

BARBARA AVED ASSOCIATES

62

The California Department of Public Health does not calculate maternal mortality rates for
counties with less than 10 deaths (single year or grouped across years); however, the
number of deaths is reported. There were two deaths reported as obstetric deaths on the
death certificate in Lake County between 2002 and 2010. One occurred in 2008 and the
second in 2009 (using codes corresponding to deaths during pregnancy and up through
42 days postpartum, and expanded to include codes for deaths up to one year
postpartum). 121 According to CDPH, the listed cause of maternal death were not very
specific: the 2008 death was listed as ‘indirect obstetric death’ and the 2009 death had
"other complications predominantly related to the puerperium" (defined as "the state of a
woman during childbirth or immediately thereafter"). This is in contrast to other more
specific codes used for maternal deaths such as preeclampsia or obstetric embolism.
Infant Mortality
Infant mortality rates are used to compare the health and well-being of populations across
and within countries. The infant mortality rate—the rate at which babies less than one
year of age die—has continued to steadily decline in the U.S. and California
over the past several decades. Nationally as well as statewide, however, African
American infant death rates are significantly higher than both White non-Hispanic and
Hispanic infants which are similar to one another. The infant mortality rate is defined as
the number of deaths within 365 days of age divided by the number of all live births
multiplied by 1,000. Neonatal and postneonatal deaths combined constitute infant deaths
and are shown by race/ethnic group for Lake County in Table 28. Only the County’s nonHispanic White rate is more favorable than that group’s statewide rate; the infant mortality
rate for all other race/ethnic groups in Lake County exceeds the rates for California.

Table 28. Number of Infant Deaths and Infant Mortality Rate by Race/Ethnicity,
California and Lake County, 2009

Race/Ethnicity

Lake County
Denominator per 1000
208
14.4

N
1,271

California
Denominator
269,993

per 1000
4.7

Hispanic

N
3

Non-Hispanic White

1

434

2.3

588

141,241

4.2

Non-Hispanic Other Race

1

69

14.5

185

21,768

8.5

Overall

5

727

6.9

2,612

526,892

5.0

Source: California Department of Public Health, 2009 Birth Cohort File
Note: Black and Asian Pacific groups not included.

121

Personal communication with and data provided by Elizabeth Lawton, Epidemiologist, California Department of
Public Health, February 28, 2013.
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Low Infant Birth Weight
Because the number of infant deaths for many counties in California is too small to
calculate reliable rates, the rate of infants born with low birth weight (less than 2500
grams at birth) should also be examined. Lake County’s 2009-2011 3-year average low
birth weight rate was 6.3%, slightly better than the statewide rate of 6.8%, and better than
its 2006-2008 rate of 5.9% (Table 29). Neither the county nor the state met the national
Healthy People 2020 objective of 5%, and the county ranked 32nd lowest among the 58
counties.122
Table 29. Percent of Low Birth Weight Infants, California and Lake County

2006-2008
(3 yr average)

2009-2011
(3 yr average)

Healthy People
2020 Goal

Lake County

5.9%

6.3%

5.0%

California

6.9%

6.8%

5.0%

Area

Source: County Health Status Profiles 2013. California Department of Public Health.

Breastfeeding Rate
Interventions aimed at childhood obesity typically target school-age children, but
prevention should start much earlier, as early as the day the child is born according to
pediatric experts. Breast milk not only provides infants with all the nutrients they need
and elements that promote growth and a healthy immune system, but is also recognized
as the first step in the battle against childhood overweight. 123 Mothers who breastfeed
exclusively (breast milk is the infant’s only food) are likely to breastfeed for a longer
time—offering the best protection against overweight.
Statewide in 2011, 91.7% of California mothers chose to breastfeed their infants in the
hospital, with 60.6% breastfeeding exclusively while they are in the hospital.124 Lake
County’s overall rates that year were 91.5% and 71.6%, respectively (Figure 19). As
shown in the trend graph the rates for both "any" and "exclusive" breastfeeding have
mostly improved each year since 2003.

122

County Health Status Profiles 2013. California Department of Public Health.
Owen CG, et al. Effect on infant feeding on the risk of obesity across the life course: A quantitative review of
published evidence. Pediatrics 2005; 115:1367-1377.
124
CA Hospital Breastfeeding Report 2011.
http://www.cdph.ca.gov/data/statistics/Pages/InHospitalBreastfeedingInitiationData.aspx
123

Lake County Community Health Needs Assessment 2013

BARBARA AVED ASSOCIATES

64

Figure 23. In-Hospital Breastfeeding Initiation, Lake County, 2003-2011
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Source: California Department of Public Health
Note: Data are for county of mother, not hospital of occurrence.

As shown in Table 30 Lake County breastfeeding rates vary by race/ethnicity, but
primarily for initiation of exclusive breastfeeding. American Indian mothers in Lake
County have lower rates of both any and exclusive breastfeeding than this population of
mothers statewide. Overall, Lake County women initiated exclusive breastfeeding at
higher levels than the state average. The Healthy People 2020 objective is for 81.9% of
mothers to "ever" breastfeed in the early post-delivery period and for 46.2% to be
breastfeeding exclusively through 3 months old.

Table 30. In-Hospital Breastfeeding Initiation, Lake County and California, by Race/Ethnicity, 2011

Lake County
Ethnicity
American Indian
Hispanic
White
Multiple Race
Total

Any
Breastfeeding
78.6
92.5
91.2
94.9
91.5

Source: California Department of Public Health.
* Percents not shown for <10 events.
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Exclusive
Breastfeeding
*
64.0
75.5
82.1
71.6

California
Any
Breastfeeding
88.0
93.6
93.6
94.0
91.7

Exclusive
Breastfeeding
64.1
53.5
76.0
69.9
60.6
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SUBSTANCE USE AND ABUSE
Adult Alcohol Use and Abuse
Alcohol abuse is a pattern of drinking which results in harm to one’s health, interpersonal
relationships and/or ability to work. It is associated with a number of acute and chronic
health effects. Chronic health consequences of excessive drinking125 can include liver
cirrhosis (damage to liver cells); pancreatitis (inflammation of the pancreas); various
cancers, including liver, mouth, throat, larynx (the voice box), and esophagus; high blood
pressure; and psychological disorders. Acute health consequences can include motor
vehicle injuries, falls, domestic violence, rape, and child abuse.126
The State collects, monitors, and reports community-level indicators that serve as direct
and indirect measures of the prevalence of alcohol and other drug (AOD) use and related
problems. Selected indicators for Lake County and the state are shown in Table 31. The
county’s rates for all of the reported indicators are higher than the statewide averages.

Table 31. Selected Community-Level Alcohol and Drug-Related Indicators, Adults

Indicator (rates per 100,000)

Period

Rate of alcohol-involved motor vehicle
accident fatalities

20012003
20022004
20022004
20022004
20012003

Rate of arrests for drug-related offenses
Rate of alcohol and drug use
hospitalizations
Rate (per 1,000) of admissions to alcohol
and other drug treatment
Rate of deaths due to alcohol and
drug use

Lake

CA

12.5

3.9

1,306.6

983.4

358.3

214.8

1,636.1

856.8

51.2

20.1

Period
20062008
20062008
20062007
20062008
20062007

Lake

CA

8.7

3.9

1,050.5

982.8

334.2

203.7

1,120.0

597.7

51.6

21.4

Source: Indicators of Alcohol and Other Drug Risk and Consequences for California Counties. Lake County 2010. Center for Applied
Research Solutions.
Note: Report period is a 3-yr average unless otherwise specified.

Lake County’s 3-year average rate of alcohol-involved motor vehicle fatalities for 20062008 was more than twice the state rate, but improved from the 2001-03 rate which was
more than three times the statewide average (Table 29 above). Twenty-five to 34 yearolds (536 per 100,000) accounted for the highest rate of persons who had been drinking
in alcohol‐involved accidents in 2008. The next highest rate was for 18 to 24 year-olds
with a rate of 517 per 100,000.127
125

For men, heavy drinking is typically defined as consuming an average of more than 2 drinks per day. For women,
heavy drinking is typically defined as consuming an average of more than 1 drink per day. Note: There is no one
definition of moderate drinking, but generally the term is used to describe low-risk or responsible drinking.
http://www.cdc.gov/alcohol/faqs.
126
U.S. Department of Health and Human Services, Centers for Disease Control and Prevention.
http://www.cdc.gov/alcohol/faqs.
127
Indicators of Alcohol and Other Drug Risk and Consequences for California Counties. Lake County 2010. Center for
Applied Research Solutions. http://www.ca-cpi.org/docs/County_Data_Files/Lake_10.pdf
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Overall, admission rates to treatment facilities in Lake County have decreased slightly
since 2002-04. In that period there were 1,636 admissions per 100,000 compared to
1,120 admissions per 100,000 in 2006-08. Nearly 40% of treatment admissions in 2008
were for marijuana use, about 29% for methamphetamine use and 25% alcohol-related.128
Lake County’s rate of hospitalizations due to alcohol and drug use has fluctuated slightly
in each year since 2000 (data not shown), but has remained higher than the statewide
rate in each 2- or 3-year average reporting period.129
The death rate due to alcohol and drug use increased slightly between 2001-03 and 200607 from 51.2 deaths per 100,000 to 51.6 deaths per 100,000, and was more than twice
the rate for males than females in the last decade. Lake County’s AOD mortality rate was
higher than the state rate overall in each of those reporting periods (in 2000, for example,
the county rate was 40.5 while the state rate was 19.1.) Native Americans/American
Indians had the highest mortality rate from this cause (122.9 compared to 80.8 for African
Americans, 65.3 for Whites, and 21.1 for Hispanics).130
Most of the alcohol-related deaths were due to "alcoholic liver disease" (note that
Hepatitis C could be a major cause of cirrhosis), while the drug-related deaths were
primarily due to "accidental drug poisoning" (i.e., overdose). As described earlier, Lake
County’s age-adjusted rate of death due to chronic liver disease and cirrhosis of the liver-58th worst of 58 counties in the state--is 7 times higher than the Healthy People 2020 goal
of 3.2.131
While the rate of arrests in the county for drug offenses decreased slightly between 200204 and 2006-08, Lake County’s alcohol arrest rate was higher than the state overall each
year for the past 8 years. Arrests due to driving‐under‐the‐influence accounted for
approximately 45% in 2008, public drunkenness for roughly 53% of alcohol arrests, and
2% of alcohol arrests in 2008 were for liquor law violations.132
While these data are helpful for identifying risk and problem areas, there are some
limitations to note. For example, the rates for alcohol and drug use prevalence and
related problems may underestimate actual occurrence due to under-reporting. Further,
admission rates do not account for the utilization of services provided outside of the
publicly-funded alcohol and drug treatment and recovery system. Additionally, hospital
discharge rates only include discharges for diagnoses directly attributable to alcohol and
drug use. And, the contribution of chronic Hepatitis C infection is unknown.
According to 2007 and 2009 California Health Interview Survey (CHIS) responses, the
rate of binge drinking is higher in Lake County than statewide. Approximately 32.2%
percent of Lake County residents age 18 and older participated in binge drinking in 2009,
similar to the statewide rate and similar to the rate reported for the county in 2007 (Table
32). Males participated much more frequently than females (36.1% versus 28.4%) in
128

Ibid.
Ibid.
130
Ibid.
131
Ibid.
132
Ibid.
129
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2009. (Note that the CHIS question about binge drinking changed in 2007, from asking
about binge drinking the past 30 days to the past year.)
Table 32. Adult Binge Drinking

Engaged in Binge Drinking1
2003
(in past month)

2005
(in past month)

2007
(in past year)2

2009
(n past year)

Lake County

19.5%

14.3%

33.9%

32.2%

California

15.1%

17.6%

29.7%

31.3%

Source: 2003, 2005, 2007, 2009 California Health Interview Surveys.
1
In the CHIS data set, for males, binge drinking is considered five or more drinks on one occasion; for females
it is four or more.
2
In 2007, the question changed to ask about binge drinking in the past year.

Adolescent Alcohol and Drug Use and Abuse
Among youth, alcohol and other drug use remains a major public health problem;
substance use can increase the risk for injuries, violence, HIV infection, and other
diseases.133,134,135,136 Underage alcohol use is more likely to kill young people than all
illegal drugs combined. Youth who use alcohol are 1.5 times more likely to require ER
care and 9.4 times more likely to drink and drive; they are also 2.5 times more likely to
smoke.137 The 2011 Youth Risk Behavior Surveillance System estimates that 70.9% of
students in grades 9 through 12 have consumed alcohol. The survey also estimates that
39.9% of students have used marijuana, 20.7% have used prescription drugs, and 8.2%
have used ecstasy.138
Selected community indicators the State collects, monitors, and reports for youth in Lake
County are shown in Table 33 over a 7-year period. While the rates of juvenile arrests for
alcohol-related offenses appear to be decreasing, the rates for arrests related to drugrelated offenses have mostly risen over the period. That the rate of admissions for AOD
treatment have increased may be an indication that more youth with AOD issues received
services. The county’s rates for all of these indicators are higher than the statewide
averages.

133

Zador PL, Krawchuk SA, Voas RB. Alcohol-related relative risk of driver fatalities and driver involvement in fatal
crashes in relation to driver age and gender: An update using 1996 data. J Stud Alcohol. 2000;61:387–395.
134
U.S. Department of Health and Human Services. Centers for Disease Control and Prevention: Youth Risk Behavior
Surveillance – United States, 2005. Morb Mortal Wkly Rep. 2006;55:.
135
Bailey SL, Pollock NK, Martin CS, et al.. Risky sexual behaviors among adolescents with alcohol use disorders.
J Adolesc Health. 1999;25:179–181.
136
Centers for Disease Control and Prevention. "Alcohol & Other Drug Use." Adolescent and School Health.
http://www.cdc.gov/healthyyouth/alcoholdrug/index.htm
137
National Household Survey on Drug Use and Health
138
Centers for Disease Prevention and Health Promotion. "Youth Online: High School YRBS." Youth Risk Behavior
Surveillance System (YRBSS). apps.nccd.cdc.gov/youthonline/App/QuestionsOrLocations.aspx?CategoryID=3.
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Table 33. Selected Community-Level Alcohol and Drug-Related Indicators, Lake County Youth

Indicator (rates per 100,000)

2002

2003

2004

2005

2006

2007

2008

Rate of juvenile arrests for drugrelated offenses, ages 10-17

510.6

556.4

992.3

762.5

962.0

611.1

1,439.4

Rate of juvenile arrests for alcoholrelated offenses, ages 10-17

7,442

7,369

7,256

7,082

6,861

6,546

6,183

Rate of juvenile admissions (per
1,000) to alcohol and other drug
treatment, ages 17 and under

772.0

1,301.3

1,388.2

1,423.2

1,056.5

1,374.9

1,579.0

Source: Indicators of Alcohol and Other Drug Risk and Consequences for California Counties. Lake County 2010. Center for Applied
Research Solutions.

The California Healthy Kids Survey (CHKS), which collects data on students in grades 5,
7, 9 and 11 a minimum of every two years, is often used to look at youth alcohol and drug
use. Fifth-graders are asked only abbreviated questions about AOD experience. While
the proportion of female 5th graders in Lake County who reported "ever use" of alcohol
and drugs was lower than 5th graders statewide, their most recent use reported of alcohol
and tobacco was higher than the state average (Figure 24). Male 5th graders in Lake
County, on the other hand, whose "ever use" was higher than females', reported lower
most recent use of alcohol and drugs than their female counterparts in both the county
and the state (Figure 25).

th

Figure 24. Female 5 Graders' Use of Alcohol & Drugs, Lake County and California
30%
24%

25%
20%

18%

15%
8%

10%

7%
4%

5%

2%

2%

1%

0%
Ever used alcohol,
inhalants or
marijuana

Used alcohol in past
month

Female Lake County

Ever smoked a
cigarette

Smoked a cigarette
in past month

Female CA

Source: California Healthy Kids Survey, 2009-2011.
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Figure 25. Male 5 Graders' Use of Alcohol & Drugs, Lake County and California
40%
35%
30%

36%
30%

25%
20%
15%
10%

7%

10%

7%
3%

5%

1%

2%

0%
Ever used alcohol,
inhalants or
marijuana

Used alcohol in past
month

Ever smoked a
cigarette

Male Lake County

Smoked a cigarette
in past month

Male CA

Source: California Healthy Kids Survey, 2009-2011.

These 5th grade survey results differ from the previous (2007-09) CHKS survey in the
following ways: in the current survey, a slightly lower proportion of Lake County girls in
the current survey reported ever or recently using alcohol and tobacco; a slightly higher
percentage of boys in the county reported "ever use" and recent use of alcohol, but about
the same extent of tobacco use than before.
Selected CHKS results about AOD for secondary level students in Lake County are
shown in the following 5 figures and tables. As can be seen in Figure 24, Lake County
middle and high school students' reported use of alcohol is higher than statewide
averages. The largest differences seem to be among 9th graders. While over half (55%)
of California 9th graders reported never trying or using alcohol only 38% of Lake County
9th graders said this. About one-third more Lake County 9th graders than 9th graders
statewide reported 2-4 lifetime drinks of alcohol; and, 16% of 7th, 36% of 9th and 42% of
11th graders reported having at least 1 drink in the past 30 days. The differences in the
alcohol use data between race/ethnic groups are not significant.
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Figure 26. Students' Reported Alcohol Use, Lifetime
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71%
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64%

55%

60%

39%

38%

45%

36%

28%

30%
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10% 8% 10% 9% 8% 7%

15%

19%

14%

7th

9th

11th

Never

7th

9th

11th

7th

9th

1 time

CA

Lake

CA

Lake

CA

Lake

CA

Lake

CA

Lake

CA

Lake

CA

Lake

CA

Lake

CA

Lake

0%

11th

2-4 times

Alcohol
Source: California Healthy Kids Survey, 2009-2011.
Question: "During your life, how many times have you used or tried alcohol?"

Binge drinking is infrequent but 10% of Lake County 9th graders and 15% of 11th graders
reported binge drinking on 3 or more days in the past 30 days (defined as 5 or more
drinks of alcohol in a row, that is, within a couple of hours). The national HP objective for
this indicator is no more than 8.5% of adolescents aged 12 to 17 years who report that
they engaged in binge drinking during the past month.

Table 34. Lake County Students' Reported Current Binge (Episodic Heavy)*
Drinking, Past 30 Days

Frequency

7th Grade

9th Grade

11th Grade

0 days

92%

77%

68%

1 to 2 days

5%

13%

17%

3 or more days

3%

10%

15%

Source: California Healthy Kids Survey, 2009-2011.
*Defined as: 5 or more drinks of alcohol in a row (within a couple of hours).

Lake County students in these grades who have ever tried alcohol also experienced their
first drink of alcohol earlier on average than the students in their grades in California
(Figure 27).
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Figure 27. Age of Onset, Percent of Students Who First Tried Alcohol at Ages 10-14
75%
60%

60%

47%

48%

45%
30%

35%

31%

29%

Lake

CA

15%
0%
7th

Lake

CA
9th

Lake

CA
11th

Source: California Healthy Kids Survey, 2009-2011.
Question: "How old were you the first time you had a full drink of alcohol?"

Other alcohol-related survey findings of concern regarding adolescents include:


Obtaining alcohol is not terribly difficult. About 20% of all 3 grades of the Lake County
students who took this survey reported it was "fairly easy" to obtain alcohol; 23% of 7th
graders, 43% of 9th graders, and 54% of 11th graders said it was "very easy" to obtain
it.



While most students this age disapprove of drinking by students their age,
approximately 30% of these students said they neither approved or disapproved
students their age having 1 or 2 drinks "nearly every day."
30% and 29%, respectively, of 9th and 11th graders (7th graders were asked a
different question) reported driving a car when they had been drinking alcohol or been
in a car driven by a friend when he or she had been drinking; 52% of 7th graders said
they had ridden in a car driven by someone who had been drinking alcohol.



The effect of alcohol advertising is important with regard to underage drinking and binge
drinking. According to recent research, children as young as 11 and 12 years old who are
exposed to alcohol marketing are more likely to use alcohol or plan to use it. Children
with the highest levels of marketing exposure (e.g., at sporting events) were 50% more
likely to drink and 36% more likely to intend to drink a year later compared to children with
little exposure to alcohol ads.139 Research has shown that delaying alcohol use

139

Collins RL, Ellickson PL, McCaffrey D, Hambarsoomians K. Early Adolescent Exposure to Alcohol Advertising and
its Relationship to Underage Drinking. Journal of Adolescent Health, April 2007;(40);6:527-534.
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decreases the likelihood that young people will drop out of school or participate in criminal
activities.140
Similar to experience with alcohol, Lake County middle and high school students
responding to the 2009-2011 California Healthy Kids Survey reported higher use of
marijuana on average than students statewide. Except for "1 time used," the differences
are most striking among 9th graders (Figure 26). While there were little or no differences
between race/ethnic groups for past 30 days alcohol use, White students had noticeably
higher differences than other groups in past 30 days use of marijuana.

Figure 28. Students' Reported Marijuana Use, Lifetime
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Source: California Healthy Kids Survey, 2009-2011.
Question: "During your life, how many times have you used or tried marijuana?"

Lake County students in the 7th, 9th and 11th grades who have ever tried marijuana also
experienced their first use of marijuana earlier on average than the students in those
grades in California (Figure 29 below).

140

Elliott DS. Health Enhancing and Health-Compromising Lifestyles. Promoting the Health of Adolescents. Oxford
University Press, New York. http://www.oup-usa.org/toc/tc_0195091884.html.
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Figure 29. Age of Onset, Percent of Students Who First Used Marijuana at Ages 10-14
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Source: California Healthy Kids Survey, 2009-2011.
Question: "How old were you the first time you tried marijuana?"

In 2008, adolescents between the ages of 10 and 17 accounted for 18.4% of all drug and
alcohol-related arrests in Lake County, up from 9% in 2004.141
Adult and Youth Tobacco Use
Tobacco use remains the leading cause of premature and preventable death in the United
States, responsible for approximately 443,000 deaths each year because of smoking and
exposure to secondhand smoke. 142 Cigarette smoking causes about 1 of every 5 deaths
in the United States each year. On average, adults who smoke cigarettes die 14 years
earlier than nonsmokers.143
Tobacco use is the single most preventable cause of disease, disability, and death, yet
more deaths are caused each year by tobacco use than by all deaths from human
immunodeficiency virus (HIV), illegal drug use, alcohol use, motor vehicle injuries,
suicides, and murders combined. 144 According to the most recent data from the CDC,
across all states the prevalence of cigarette smoking among adults ranges from 9.3% to
26.5%. California ranks 2nd best among the states. Among youth ages 12-17, the range
across all states is 6.5% to 15.9%. California ranks 3rd best among the states on this
indicator. 145
141

Indicators of Alcohol and Other Drug Risk and Consequences for California Counties, Lake County, 2010. Center for
Applied Research Solutions. http://www.ca-cpi.org/docs/County_Data_Files/Lake_10.pdf
142
Centers for Disease Control and Prevention. Annual smoking—attributable mortality, years of potential life lost, and
productivity losses—United States, 2000–2004. MMWR. 2008;57(45):1226–1228.
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5745a3.htm
143
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/health_effects/tobacco_related_mortality/
144
Mokdad AH, Marks JS, Stroup DF, et al. Actual causes of death in the United States. JAMA. 2004;291(10):1238–
1245.
145
http://www.cdc.gov/tobacco/data_statistics/state_data/state_highlights/2010.
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Smoking and smokeless tobacco use are initiated and established primarily during
adolescence. More than 80% of adult smokers begin smoking before 18 years of age.
Additionally, adolescent smokeless tobacco users are more likely than nonusers to
become adult cigarette smokers.146
According to the California Health Interview Survey (CHIS), in 2009, 13.5% of California
adults reported being a smoker, down from 14.5% in 2007 (Figure 30). While a much
higher proportion of Lake County adults than statewide smoked in 2009 (20.1%), this
percentage declined from 25.9% in 2007. Among youth ages 12-17, 9.0% of Lake County
youth compared to 4.2% statewide reported being a current smoker in 2009, a sharp
decline from 2007.

Figure 30. Percent of Population Reporting Being
a Current Smoker, 2007 and 2009
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Source: 2009 California Health Interview Survey

Although the CHIS figures for youth are statistically "unstable" because of the small
sample size and/or confidence intervals, they are generally supported by what middle and
high school students in Lake County have reported in the recent California Healthy Kids
Survey (CHKS) where, except for 11th grade, girls reported more experience smoking in
the last 30 days than boys (Table 35). When asked about daily smoking, 6% of both
males and females in the 11th grade said they were daily smokers.

146

Campaign for Tobacco-Free Kids. The Path to Smoking Addiction Starts at Very Young Ages. Washington:
Campaign for Tobacco-Free Kids, 2009.

The small sample size and/or confidence intervals make the figures statistically unreliable.
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Table 35. Selected Measures of Tobacco Use Reported by Lake County Students

Indicators
During your life, did you ever
smoke a cigarette?
During the past 30 days, did you
smoke a cigarette?

7th Grade

9th Grade

11th Grade

Female

Male

Female

Male

Female

Male

9%

10%

36%

21%

31%

36%

6%

3%

14%

9%

17%

20%

Source: California Healthy Kids Survey, 2009-2011.

Despite strict advertising restrictions, tobacco companies continue to find ways to reach
youth and young adults. A recent U.S. Surgeon General report concluded that there is a
causal relationship between advertising and promotional efforts of tobacco companies
and the initiation and progression of tobacco use among young people.147 Cigarettes are
not the only focus of tobacco marketing. The tobacco industry is increasing promotion of
non-cigarette tobacco products, such as snuff.148 Cigars and cigarillos, sometimes called
little cigars, are also popular with youth. Though the prevalence of cigarette smoking
among Lake County high school students has declined over the past decade, smokeless
tobacco use has risen; 8% and 14%, respectively, of 9th and 11th graders in Lake County
reported in the 2009-2011 CHKS using smokeless tobacco "4 or more times," a higher
proportion than statewide. About 10% of these high school students first used a
smokeless tobacco product when they were 13-14 years old.149
Neither the state nor county meet the Healthy People 2020 objectives which is that no
more than 12% of adults age 18+ and no more than 4.2% of youth age 12-17 smoke
cigarettes; and, no more than 16% of students in grades 9-12 smoked in the past 30
days. Decreasing the rate of smoking would lead to a demonstrable decrease in mortality
from cancer alone, not to mention the additional decreases in mortality in heart disease
and stroke. Based on CDC estimates, a 1% decrease in smoking would lead to about a
1% decrease in all-cause mortality in Lake County.
Perinatal Substance Abuse
A number of studies have found poor pregnancy and neonatal outcomes among women
who used alcohol or illegal drugs during pregnancy, and harmful long term impacts of
prenatal alcohol or illicit drug exposure on the development and behavior of the exposed
child.150 Although California is recognized as a national leader in developing alcohol and
other drug services for women, many counties, including Lake County, do not have the
benefit of an adequate spectrum of comprehensive gender-specific and culturally
appropriate screening, treatment and support services to address the needs of pregnant
147

U.S. Surgeon General’s Report, Preventing Tobacco Use Among Youth and Young Adults. 2012.
California Department of Public Health, California Tobacco Control Program. State Health Officer’s Report on
Tobacco Use and Promotion in California: Sacramento, CA 2012.
149
2009-2011 California Healthy Kids Survey. http://chks.wested.org/resources/Lake_County_SEC0911_main.pdf
148

150
Chasnoff I et al. The 4P’s Plus© Screen for Substance Use in Pregnancy: Clinical Application and Outcomes. Children's Research
Triangle, Chicago, IL, 2005.

Lake County Community Health Needs Assessment 2013

BARBARA AVED ASSOCIATES

76

women involved with substance abuse. Accurate statistics on substance use during
pregnancy are difficult to obtain—for example, since alcohol is a legal drug, its negative
impact is often overlooked—but several studies, including local efforts, offer a sufficient
picture of use to guide planning and intervention strategies.
The California Maternal and Infant Health Assessment (MIHA), an annual, statewiderepresentative telephone survey (English and Spanish) of women who recently gave birth
to a live infant, also tracks tobacco and alcohol use during pregnancy. The data are
linked to birth certificate information and weighted to reflect sampling design. Regional
(Lake is 1 of 23 Northern Mountain Counties) MIHA data for 2010 showed 21.9% of
pregnant women reported smoking during the 1st trimester and 17.7% during the 3rd
trimester. And, approximately 19.1% reported drinking alcohol during the 1 st trimester or
3rd trimester. Higher rates of use were associated with lower income and education
levels, but not markedly.151 All of these indicators for the region were worse than the rest
of California.
Table 36. Substance Use from Maternal and Infant Health Assessment Regional Survey, 2010

North/Mountain
Region*

CA

Any smoking, 3 months before pregnancy

25.6%

12.5%

Any smoking, 1st or 3rd trimester

17.7%

5.6%

Any binge drinking, 3 months before pregnancy

25.2%

15.0%

Any alcohol use, 1st or 3rd trimester

19.1%

12.1%

Substance Use

* Lake County is included within these 23 Northern Mountain Counties.
Source: Maternal and Infant Health Assessment (MIHA) Survey.

A 2008 report152 by Ira Chasnoff, M.D. presents results of a study of outcomes of a
comprehensive system of screening, assessment, and brief intervention in almost 79,000
pregnant women in 16 California counties from throughout the state. While the report
does not attempt to present community-wide prevalence rates, it is based on a very large
dataset and provides insights for perinatal substance use patterns statewide that have
relevance for Lake County providers. In response to the 4P’s Plus© screening
instrument153 administered at the first prenatal visit, 12.8% of women in the study reported
tobacco use in the month prior to knowledge of the pregnancy, 16.1% alcohol use, and
6.6% marijuana use.154 Eliminating duplicate counts, the rate of positive screens, i.e.
women at risk for substance use during pregnancy due to alcohol, tobacco, or marijuana
use in the month prior to knowledge of pregnancy, was 23.7%. Excluding women who
151
152

http://www.cdph.ca.gov/data/surveys/Documents/MO-MIHA-RegReport2010.pdf.

Chasnoff, et al. Perinatal Substance Use Screening in California: Screening and Assessment with the 4P’s Plus©
Screen for Substance Use in Pregnancy. NTI Upstream, 2008.
http://www.cdph.ca.gov/programs/perinatalsubstanceuse/pages/default.aspx (July 2010)
153
4P’s Plus© screening and intervention methodology is a time-conserving, user-friendly methodology easily
incorporated into prenatal care, and is designed to obtain accurate information with follow-up intervention on positive
screens.
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Chasnoff, et al. Perinatal Substance Use Screening in California: Screening and Assessment with the 4P’s Plus©
Screen for Substance Use in Pregnancy. NTI Upstream, 2008.
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reported using tobacco only, the rate was 19.2% and dropped to 8.6% after women
learned of their pregnancy. Of the women reporting the use of alcohol and illicit drugs,
close to half (45%) continued to use after learning they were pregnant.
Applying conservative statewide estimates of prevalence from Vega and Chasnoff’s
earlier work, approximately 81.5 infants would be projected to have been born substanceexposed in Lake County in 2008, or about 11.4% of all births that year.155
Lake County is among the pilot counties utilizing the 4P’s Plus© screening and
intervention methodology to deter drug use during pregnancy. The screening tool is being
utilized by all of the county’s main clinics: Sutter Lakeside Hospital's Family Health Clinic,
Lakeside Health Center, Tribal Health Clinic and Clearlake Family Health Center. Since
implementing the 4P’s Plus program, Lake has screened a total of 417 women. Of these
women, close to three quarters (70.5%) reported using some type of substance (including
cigarettes) before learning they were pregnant; since learning they were pregnant, 57.8%
(up from 42.1% the prior year) of the 344 women given the assessment had used a
substance, some more than one substance (Figure 31).

Figure 31. 4P’s Plus© Substance Use Screening and Assessment Results Lake County,
4/15/2009 – June 15, 2012
60%

45%

45.6%
39.8%

41.7%
33.1%

30%

24.1%
19.8%

19.4%
12.2%

15%

0%

Cigarettes

Alcohol

1 Month Prior to Knowing Pregnant

Marijuana

Pain meds

Since Pregnant, in Prior Month

Of interest, 57.3% of the 417 Lake County women screened in the 4P’s Plus© project
reported that their parents had had problems with drugs or alcohol; 20.4% said this was a
problem for their partner.
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Vega W et al. Profile of Alcohol and Drug Use During Pregnancy in California, Perinatal Exposure. UC Berkeley and
the Western Consortium for Public Health. Study conducted for the California Department of Alcohol and Drug
Programs, September 1993.
Lake County Community Health Needs Assessment 2013

BARBARA AVED ASSOCIATES

78

ORAL HEALTH
Early Childhood
Oral health is an important but often under-recognized component of overall health.
Pregnancy and early childhood are particularly important times to access oral health
services because the consequences of poor oral health can have a lifelong impact.156
Improving the oral health of pregnant women prevents complications of dental diseases
during pregnancy (e.g., abscessed teeth), and has the potential to subsequently decrease
Early Childhood Caries in their children. Yet many women do not seek—and are not
advised to seek—dental care as part of their prenatal care, although pregnancy provides
a “teachable moment” as well as being the only time some woman are eligible for dental
benefits.157
Dental disease—the single most chronic disease of childhood, more so than asthma158—
is among the top reasons that keeps children out of school, and affects their overall health
and well-being.159 In California, an estimated 874,000 school days were missed in 2008
because of dental-related illness.160 Regular dental care, optimally starting with the first
tooth or the first birthday, is essential to good oral and overall general health. While
having any form of dental insurance significantly increases a child’s odds of seeing a
dentist on a regular basis,161 children covered by Medi-Cal have less access and use
dental care less frequently than children with private insurance162—and experience a
disproportionately higher prevalence of dental disease that can require costly care.163
And it is an epidemic that is almost entirely (and inexpensively) preventable.
Access to oral health services is limited by a number of factors. On the health system
side, these include lack of available resources, restrictive policies, provider awareness
levels and attitudes and lack of cultural competency. Common patient barriers are lack of
perceived need and knowledge about the importance of oral health, financial (including
lack of dental insurance), dental fear, lack of education, and limitations due to
transportation, child care and work leave time issues.
Lake County has a long history of supporting children’s oral health improvement. For
instance, First 5 Lake was one of the first local commissions to include children’s oral
156

U.S. Department of Health and Human Services. Oral health in America: a report of the Surgeon General. NIH
Publication No. 00-4713, Rockville, MD: U.S. Department of Health and Human Services, Public Health Service,
National Institute of Dental and Craniofacial Research, May 2000.
157
Oral Health During Pregnancy and Early Childhood: Evidence-Based Guidelines for Health Professionals. Aved BM,
Weintraub JA, Stein E. J CA Dent Assn. June 2010.
158
U.S. Department of Health and Human Services. Oral health in America: a report of the Surgeon General. NIH
Publication No. 00-4713, Rockville, MD: U.S. Department of Health and Human Services, Public Health Service,
National Institute of Dental and Craniofacial Research, May 2000.
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Blumenshire SL. Children’s school performance: impact of general and oral health. J Pub Health Dent Spring
2008;68(2):82-87.
160
Pourat N, Nicholson G. Unaffordable Dental Care is Linked to Frequent School Absences, UCLA Health Policy
Research Brief, November 2009.
161
Pourat N, Finocchio L. Racial and ethnic disparities in dental care for publicly insured children. Health Affairs July
2010 29:71356-1363.
162
Decker SL. Medicaid payment levels to dentists and access to dental care among children and adolescents. JAMA.
2011;306(2):187-193.
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U.S. Department of Health and Human Services. Oral Health in America: A Report of the Surgeon General.
Rockville, MD: US DHHS, National Institute of Dental and Craniofacial Research, National Institutes of Health, 2000.
Lake County Community Health Needs Assessment 2013

BARBARA AVED ASSOCIATES

79

health among its identified needs with high priority in 2000. Lake County collaborative
Children’s Oral Health Project has shown a positive impact on the number and severity of
dental conditions among children, including a reduction in the percentage of children with
baby bottle tooth decay. According to program data, on average the percentage of
elementary school children who were caries free increased from 14% to 26% between
2002-04 and 2012-13. For preschools, the trend went the other way: the percentage of
children screened with baby bottle tooth decay increased from 35% to 42% over this 10year period (Table 37).164
Table 37. Dental Screening Results by Selected School, Lake County, 2002-2013

School
Children who were caries free
Minnie Canyon Elementary
Upper Lake Elementary
Pomo Elementary
Lower Lake Elementary
Overall Average
Lower Lake Preschool
Middletown Preschool
Pomo Preschool
Kelseyville Preschool
Overall Preschool Average

2002-03

2008-09

2012-13

8%
9%
12%
21%
14%
25%
29%
39%
46%
36%

20%
23%
21%
20%
21%
57%
42%
53%
34%1
47%

23%
25%
25%
36%
26%
48%
44%
45%
32%
42%

Source: Lake County Children’s Oral Health Project.
1
2007-08 only.

Regardless of improvements in oral health, it is important to note that countywide results
show that 7% or 186 children of the 2,249 students screened in 2012-13 were assessed
with a category 3 referral code finding: "pain/abscess/pulpal decay needs to see a dentist
within 24 hours" (Table 38).
Table 38. Dental Assessments, All Schools, Lake County, 2012-13

School Type (n=Students
Screened)
Preschools (n=281)
Kindergartens (n=474)
Grades 1-6 (n=1798)
Middle/High Schools (n=105)
Countywide (2658)

Caries Free
%
42%
39%
28%
8%
29%

Treatment Referral Code1 %
1

2

3

58%
63%
63%
51%
62%

37%
31%
30%
42%
31%

5%
7%
7%
7%
7%

Source: Lake County Children’s Oral Health Project 2002-2013.
Codes: 1=no obvious decay; continue routine check-ups; 2=some decay/needs dental work; 3= pain/abscess/pulpal
Decay, needs to see a dentist within 24 hours.
1

164
Fuller M, Reynolds J, Ferron C. Lake County Children’s Oral Health Project 2002-2010. An Innovative Program for
Improving Children’s Oral Health in Lake County. 2012-13 screening data provided by Marta Fuller, Lake County Public
Health, March 2013.
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While it is difficult to accurately determine the number of children that are receiving dental
care, according to the 2009 California Health Interview Survey (CHIS), 73.8% (down from
77.8% in 2007) of children age 2-11 years in Lake County reported visiting a dentist in the
last year compared to 84.7% of all California children in that age group (Table 39). A
higher proportion of Lake County adolescents, however, made a dental visit than teens
statewide. Utilization of dental services was also higher in the county than the state by
children in the welfare system (those who had a welfare placement episode lasting 31
days or more). The proportion of county children and youth that reported using the oral
health care system in the last year exceeds the national health target of 56%.
Table 39. Percent of Children with a Dental Visit Within the Last Year

Dental Health

Lake County

California

Children (age 2-11) who visited a dentist in the last year1

73.8%

84.7%

Teens (age 12-19) who visited a dentist in the last year1

98.8%

89.9%

Children (age 3-17) in the welfare system who visited a dentist in the
last year2

81.0%

71.0%

1

Source: CA Health Interview Survey, 2009; Children Now analysis of CA Department of Social Services Research at UC Berkeley, July
2012 2

The CHIS data represent Lake County children at all income levels. In 2011, 47.7% of
Lake County children ages 0-20 with Medi-Cal dental benefits were reported to have used
a dental service, lower than the statewide average of 52.2%, ranking the county in 32nd
place among California’s 58 counties. For Lake County children age 0-3, however, the
utilization rate was higher than all California children in that age group.165
Table 40. Utilization (Percent) of Medi-Cal Dental Services by Age, 2011

Area

Ages 0-3

Ages 4-5

Ages 0-20

Lake

35.5%

61.7%

47.7%

California*

31.1%

66.4%

52.2%

Source: California Department of Health Care Services, Medi-Cal Dental Services Division.
*Fee-for-service system only; Sacramento and LA Medi-Cal dental managed care data excluded.

Older Adults
Oral health is often an overlooked component of seniors’ general health and well-being
and can affect general health and quality of life in very direct ways, such as pain and
suffering and difficulty in speaking, chewing and swallowing. The loss of self-esteem,
which can intensify isolation and possibly lead to depression, is associated with the loss of

California Department of Health Care Services, Medi-Cal Dental Services Division. August 2012. Special data run
prepared for the author.
165
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teeth.166 According to a surgeon general’s report, almost one-fourth of people ages 65 to
74 suffer from periodontal disease that can become so severe it leads to systemic
inflammation.167
One of the most important predictors of dental care utilization is having dental insurance.
According to the 2007 California Health Interview Survey, 58.0% of Lake County residents
age 65+, compared to 47.2% statewide, reported having no dental insurance in the last
year. In 2003 (more recent data are not available) 16.2% of seniors reported to CHIS not
being able to afford needed dental care, compared to 10.9% statewide who reported this
hardship. (Note: the small sample size for Lake County makes the figure statistically
unstable.) Applying the national estimate to Lake County that 78% of adults age 65+
must pay dental care expenses out of pocket, approximately 9,181 of the county’s seniors
would be projected to have to cover the cost of their dental visits and treatment without
the benefit of insurance coverage.
In 2009, with few exceptions, California eliminated nonemergency Medi-Cal dental
benefits for adults to save money. Nearly three million adults lost coverage for cleanings,
exams, gum treatment, crowns, root canal procedures, dentures and fillings. (Use of adult
dental services fell from 35% of Medi-Cal beneficiaries in 2008-2009 to 12% in 20092010.)168 As this report was being completed, it appears some adult benefits may be
restored in the state's FY 2013-14 Medi-Cal budget.169
Emergency Department Visits for Dental Conditions
As economic conditions show little improvement for many families, hospital emergency
departments (EDs) increasingly bear the burden of oral health emergencies, a large
proportion of which are preventable. According to a report from the Pew Center on the
States,170 more Americans are turning to hospital EDs for routine dental problems—a
choice that often costs 10 times more than preventive care.
Going to an ED for non trauma-related dental care suggests poor access to community
dental services. Although ED visits related to oral conditions comprise a small percentage
of all ED visits, in 2010 California children ages 0-18 made 19,766 visits to emergency
departments due to one of the 10 primary diagnoses of an oral condition; two-thirds were
made for an ambulatory care sensitive (ACS) condition (the conditions that are considered
preventable). Medi-Cal beneficiaries use the ED for dental services at higher rates than
privately insured children.171
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Davis DM et al. The emotional effects of tooth loss: a preliminary quantitative study. British Dental Journal, 188(9):503-506,
May 2000.
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U.S. Department of Health and Human Services. Oral Health in America: A Report of the Surgeon General. Rockville, MD:
US DHHS, National Institute of Dental and Craniofacial Research, National Institutes of Health, 2000.
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Eliminating Adult Dental Benefits in Medi-Cal. http://www.chcf.org/
http://www.californiahealthline.org/features/2013/medical-dental-coverage-partially-restored.aspx
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http://www.pewstates.org/
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California Office of Statewide Health Planning and Development. Special data run provided to the author for a
related report, July 2012.
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In Lake County, the rate of ED use for ACS dental conditions exceeded the rate of ED use
for diabetes for all persons age 1 to 65, and the rates for both diabetes and asthma
conditions for individuals age 18 to 65 (Table 41).172

Table 41. ED Use for ACS Dental, Diabetes and Asthma Conditions, 2007.

Age Group
<1
1 - 17
18 - 34
35 - 64
65+

Lake County Dental Rate Higher Than:
Asthma
Diabetes
Both











Source: California Office of Statewide Health Planning and Development, 2005-2007.

MENTAL HEALTH
There is ample research that indicates the majority of money spent on medical care goes
to treating patients with interrelated health problems; that is, both physical and mental
health problems. Much of what is understood in this area comes from research in the field
of epidemiology; the scientific study of patterns of health and illness within a population. A
key component of community health is “recognizing the relationship between mental and
physical health and ensuring that services account for that relationship.” 173
Mental health problems are among the most important contributors to the burden of
disease and disability nationwide and are common in the United States and
internationally. An estimated 26.2% of Americans ages 18 and older—about one in four
adults—suffer from a diagnosable mental disorder in a given year.174 Projecting this
estimate of need to Lake County’s population, up to 12,864 persons age 18 and older in
the county could suffer from some level of mental health problem or disorder. The
county’s disproportionate number of veterans could increase this number.
Even more than other areas of health and medicine, the mental health field is plagued by
disparities in the availability of and access to its services. While depression is underdetected at all ages, much more funding is available for treating younger people, for
example. A key disparity often hinges on a person’s financial status; formidable financial
barriers block needed mental health care regardless of whether one has health insurance
with inadequate mental health benefits or lack of any insurance.

172

Maiuro LS. Emergency Department Visits for Preventable Dental Conditions in California. Addendum: Data by
County. California Healthcare Foundation, 2009.
173
st
Good Health Counts: A 21 Century Approach to Health and Community for California. Prevention Institute.
November 2007.
174
Kessler RC, Chiu WT, Demler O, Walters EE. Prevalence, severity, and co-morbidity of twelve-month DSM-IV
disorders in the National Comorbidity Survey Replication (NCS-R). Archives of General Psychiatry, 2005 Jun;62(6):61727 in The Numbers Count: Mental Disorders in America. National Institutes of Mental Health.
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As many as 1 in 5 children in the U.S. under age 18 experience a mental health disorder
each year, and that rate is increasing according to the first comprehensive examination of
the mental health of U.S. children.175 According to the researchers, the increase could
stem from greater awareness of the disorders by health care providers and parents, as
well as increased poverty or environmental factors. The cost has been estimated at about
$247 billion annually in decreased productivity, juvenile justice, special education and
treatment. The report—which analyzed data from 2005 to 2011—found that the most
common types of mental health disorders reported were:





Attention Deficit Hyperactivity Disorder, with 6.8% of adolescents under age 18
diagnosed;
Behavioral and conduct disorders, with 3.5% diagnosed;
Anxiety, with 3% diagnosed;
Depression, with 2.1% diagnosed.

Approximately 20% of older adults, who face challenges coping constructively with the
physical limitations, cognitive changes, and various losses, such as bereavement, that
frequently are associated with late life, are estimated to experience specific mental
disorders that are not part of “normal” aging. Many in the senior population have to
contend with difficulties remaining in their homes due to health and financial reasons, a
dearth of community-based affordable assisted living facilities, and difficulties accessing
and retaining home health services. Although Lake County has a variety of senior service
providers and professionals, the network is thin and not all are available in every
geographic area. Moreover, seniors frequently find that those services are hard to
access, have different and sometimes confusing criteria for qualifying, have various cost
structures, and are located in a variety of agencies and organizations. Family caregivers
find it increasingly difficult to be aware of the range of services as well as to navigate the
various programs needed to provide for the physical, mental health, and social needs of
elderly loved ones.
It is estimated that more than half of all prison and jail inmates have a mental health
problem; rates among female inmates are higher than among male inmates. The
Department of Justice’s Survey of Inmates in State and Federal Correctional Facilities and
Survey of Inmates in Local Jails indicate that fewer than half of inmates who have a
mental health problem have ever received treatment for their problem. A third or fewer
received mental health treatment after admission. These rates differ depending upon the
type of correctional facility.176
To understand how mental health concerns impact Lake County, several indicators with
readily available data were reviewed: psychological distress, teen depression, use of
treatment resources, and suicide. Lake County faces a number of challenges in the
incidence of mental health concerns. Overall, the residents of Lake County were more
likely to experience psychological distress and symptoms of depression, more likely to
175

Perou R et al. Mental Health Surveillance Among Children—United States, 2005-2011. MMWR Supplements May
17, 2013 Vol. 62(02);1-35.
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Department of Justice's Survey of Inmates in State and Federal Correctional Facilities (2004) and Survey of Inmates
in Local Jails (2002). http://bjs.ojp.usdoj.gov/index.cfm.
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have used prescription medication to treat a mental health issue, and commit suicide 3
times higher the state average. Lake County residents sought mental health treatment at
approximately the same rate as residents of California, however.
Emotional Impairment
Between 78.4% and 84.2% of Lake County adults who responded to the 2009 California
Health Interview Survey (CHIS) said they had not experienced any emotional impairment
in the past year relative to family, social and work life (e.g. relationships) and ability to do
their usual household chores (Figure 30), proportions generally comparable to state
figures.177 However, 6.4%-7.8% reported experiencing severe levels of impairment in
those areas with social relationships the greatest impacted.

Figure 32. Level of Emotional Interference in Various Areas of Life,
Lake County Adults
100%
80%

6.4%
11.9%

13.8%

81.7%

78.4%

6.3%
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Work impairment
past 12 months
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months

7.8%
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months
None
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Source: California Health Interview Survey 2009.

Teen Depression
The 2005 California Health Interview Survey (the most recent year CHIS data are
available for this question) estimated that 22% of teens in Lake County were at risk for
depression, approximately equal to the rate statewide (21%).178

177
178

2009 California Health Interview Survey. http://www.chis.ucla.edu.
2005 California Health Interview Survey.
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2009-2011 data from the California Healthy Kids Survey showed that the proportion of
junior high school students experiencing depression was distributed unequally between
genders. Girls, particularly 9th graders, were more likely to report symptoms of
depression than males (Table 42). It is noteworthy that while these students were
generally similar to the state average, 36% of 9th graders in Lake County, compared to
30% of all California 9th graders, reported symptoms of depression.179

Table 42. Percent of Lake County Students who Felt Sad or Hopeless in the Past 12 Months

7th Grade

During the past 12 months, did
you ever feel so sad or hopeless
almost every day for 2 weeks or
more that you stopped doing
some usual activities?

9th Grade

11th Grade

Female

Male

Total

Female

Male

Total

Female

Male

Total

31%

26%

20%

48%

36%

22%

41%

32%

22%

Source: 2009-2011 California Healthy Kids Survey.

Suicide
Suicide exacts an enormous toll on its victims and the family and friends left behind.
Suicide rates, which vary by age, gender and race/ethnicity, may underestimate the true
rate of intentional self-harm. For example, gays, lesbians, and bisexuals were more than
three times as likely (6.5%) as all adults (1.8%) to have seriously thought about suicide
during the previous year.180 The stigma attached to suicide may influence classification,
and certain fatal events may arise from thoughts and actions similar to suicide (e.g.,
single-vehicle motor vehicle crashes, gang-related fights with weapons). In California,
suicide is the 10th leading cause of death.181
Lake County adult respondents to the 2009 CHIS were asked, "Have you ever seriously
thought about committing suicide?" While 83.7% of the population answered "never," it is
notable that 16.3% of the population--double the statewide proportion-- answered that
they had ever seriously thought about committing suicide (Figure 33).

179
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Grant D, et al. More Than Half a Million California Adults Seriously Thought About Suicide in the Past Year. UCLA
Center for Health Policy Research. Policy Brief. December 19, 2012.
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Figure 33. Adult Responses Concerning Suicide, Lake County and California
100%
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91.3%

80%
60%
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16.3%

8.7%

0%
Thought seriously about
committing suicide
Lake County

Never thought about committing
suicide
California

Source: 2009 California Health Interview Survey

Figure 34 shows the percent of Lake County high school students who reported they
seriously considered suicide in the past 12 months. Similar to reports of depression, the
proportion of 9th graders expressing a significant mental health concern was higher in the
county than the statewide average.

Seriously
Suicide who
Figure 34. Percent of Lake County
HighConsidered
School Students
Seriously Considered Suicide in the Past 12 Months
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CA

Lake County

17%

10%
0%
Lake County
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Source: 2009-2011 California Healthy Kids Survey.

Lake County Community Health Needs Assessment 2013

BARBARA AVED ASSOCIATES

87

For the 3-year average 2009-2011, the age-adjusted rate of suicides in Lake County was
26.7 per 100,000 residents, or just under 19 suicides. This is two-and-a-half times the
national objective and the California age-adjusted average, both of which are 10.2 per
100,000 residents. The county continued from the previous 3-year average period to rank
57th worse among the 58 counties on deaths from suicide .182
Suicide rates generally increase with age. Although the elderly are a high risk population
for suicide according to the Centers for Disease Control and Prevention, few suicide
prevention programs target them—a result, advocates say, of scarce funding and lack of
concern for older adults. The success rate of suicide attempts is considerably greater in
the 65+ age group than other age groups, suggesting that seniors are more serious about
suicide. However, often suicides among seniors are not reported as such due to a variety
of factors including the associated stigma for the family, insurance claiming and dignity for
the elder.183 As the baby boomer population ages, the number of suicides among the
elderly may be expected to climb. The California Department of Public Health identified
that from 2000-2009 there were 60 suicide attempts and 32 suicide deaths reported
among seniors age 65+ in Lake County, a success rate of 53.3% (Table 43), and 14
suicide deaths between 2008 and 2010.184

Table 43. Suicides in Lake County, 2000-2009

Outcome
Attempts
Deaths
Rate of Success

Age 10-64
734
121
16.5%

Age Group

Age 65+
60
32
53.3%

Source: California Department of Public Health, Vital Statistics Death Statistical Master File. EPIC Branch.

2000 to 2009
Use of Treatment Resources
Close to fifteen percent of Lake County residents reported to the 2009 CHIS they needed
help for emotional/mental health problems or use of alcohol/drug in the last year, and
76.1% indicated they had sought such help (Table 44).185 The proportion of help-seeking
was higher in Lake County than the state average. And, while there was little difference in
gender for California, the proportion of help-seeking in Lake County was higher for
females than males (81.2% vs. 67.6%).
Respondents were also asked whether in the last 12 months they had seen their primary
care physician or any other professional, such as a counselor, psychiatrist, or social
182

County Data Profiles, 2012. California Department of Public Health, Center for Health Statistics. 208-2010 Birth and
Death Statistical Master Files.
183
2012-2016 Area Plan Needs Assessment. Area Agency on Aging of Lake and Mendocino Counties.
184
California Department of Public Health, Vital Statistics Death Statistical Master File. EPIC Branch.
http://epicenter.cdph.ca.gov/ReportMenus/InjuryDataByTopic.aspx
185
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worker, for problems with mental health, emotions, nerves or use of alcohol or drugs. A
greater proportion of Lake County residents, 14.9%, than California residents on average,
10.9%, reported accessing one of these treatment resources.

Table 44. Need for Mental Health and Use of Resources, Lake County and California Adults

Needed help for emotional/mental
health problems or use of
alcohol/drug
Needed help and sought it for selfreported mental/emotional and/or
alcohol-drug issues
Saw any healthcare provider for
emotional-mental and/or alcoholdrug issues in past year

Lake County
Male
Female Total

Male

California
Female Total

11.3%

18.1%

14.8%

11.9%

16.6%

14.3%

67.6%

81.2%

76.1%

51.5%

58.4%

55.5%

11.1%

18.5%

14.9%

8.4%

13.4%

10.9%

Source: 2009 California Health Interview Survey

SAFETY ISSUES
Falls Among Seniors
Among people 65 years and older, falls are the leading cause of injury deaths and the
most common cause of nonfatal injuries and hospital admissions for trauma. Serious
injuries from falls include hip and other fractures, and head, neck and back injuries that
require significant care. Falls that result in hospitalization also are likely to cause
placement in costly and restrictive long-term care facilities, significantly reduced post-fall
activity, depression, anxiety and isolation. Full recovery is unlikely for a significant
percentage of survivors.186
Hospital discharge information has traditionally been the best falls surveillance system in
California, although the data are limited to only those falls that are serious enough to
warrant an emergency department visit or hospital admission. In 2011, there were 212
nonfatal hospitalized fall injuries (up from 199 in 2006) among older Lake County
residents; about 60% of these falls were by women; 64% of the non-fatal ED visits for falls
by this age group were also by women (Table 45).187

186

Centers for Disease Control and Prevention, National Center for Injury Prevention and Control. (2006).
www.cdc.gov/ncipc/wisqars.
187
California Department of Public Health, Safe and Active Communities Branch, EPICenter.
http://www.apps.cdph.ca.gov/epicdata/default.htm (July 2010)
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Table 45. Unintentional – Senior (50+ years old) Falls, Lake County, 2011

Non-fatal Emergency Department Visit
Age Group
Male
Female
Total

Non-fatal Hospitalization

50-64

65-84

85+

Total

50-64

65-84

85+

Total

203
303
506

171
338
509

61
135
196

435
776
1,211

28
33
61

39
60
99

15
37
52

82
130
212

Source: California Office of Statewide Health Planning and Development, Emergency Department Data

In 2007, the California Health Interview Survey (CHIS) began asking seniors, 65+, about
falls. Because none of the falls-related questions were asked again in 2009, the earlier
data are described here. In Lake County, 18% reported falling to the ground more than
once in the past year, somewhat higher than the state average of 15% (Figure 35).188 Of
those who had fallen in the past year, a quarter had received medical care, compared to
almost half statewide.
Figure 16. Falls by Seniors, Lake County and California

Figure 35. Falls by Seniors, Lake County and California
60%

46.6%

50%
40%
30%
20%

17.6%

24.9%
14.5%
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Rec'd med care because of fall in
last yr
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1

Source: California Health Interview Survey, 2007.
Asked of those who had fallen in the past 12 months.

Intimate Partner Violence
It is difficult to gauge the extent of domestic or intimate partner violence in a community
because it occurs most often behind closed doors, and it is estimated that a large number
of occurrences go unreported. The primary indicator used for domestic violence is the
number of law enforcement calls for assistance. Another is the percentage of calls that
involve weapons. An additional indicator is the number of visits to the ED where the visit
is coded as "violence against women."
188

California Health Interview Survey, 2007. UCLA Center for Health Policy Research

Lake County Community Health Needs Assessment 2013

BARBARA AVED ASSOCIATES

90

In 2010 in Lake County, there were 522 calls for domestic violence assistance, 15% of
which involved a firearm, knife, or other dangerous weapon (Table 46).189 The number of
calls is up from 458 calls in 2008 as was the percentage involving weapons.190 The City
of Clearlake accounts for about 1 in 3 calls for assistance.

Table 46. Total Number of Domestic Calls and Percent Involving Weapons, Lake County

Category

2006

2007

2008

2010

Total calls

575

522

458

522

% of calls involving weapons1

5%

4%

4%

15%

Clearlake, % of total calls

32%

39%

33%

34%

Source: California Department of Justice, Criminal Justice Statistics Center, Criminal Justice Profiles
1
Firearm, knife or cutting instrument, or other dangerous weapon. Does not include personal weapons, defined as hands, feet, etc.

For the last 10 years, the rate of domestic violence-related calls for assistance in Lake
County has been higher--significantly so in some years--than the state average (Figure
36).
Figure 36. Domestic Violence Calls for Assistance, Lake County and California, 2001- 2010

Rate per thousand
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California Dept. of Justice, Criminal Justice Statistics Center, Domestic Violence-Related Calls for
Assistance Database (2001-2010) and California Criminal Justice Profiles, 2010

189

California Department of Justice, Criminal Justice Statistics Center, Criminal Justice Profiles.
http://ag.ca.gov/cjsc/pubs.php#profiles (July 2010)
190
Ibid.
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In 2011, a total of 170 visits were made by females to an ED where violence against
women by either a partner or someone else was recorded as the cause for the visit (Table
47).

Table 47. ED Visits Related to Violence Against Females (10+ years old), Lake County, 2011

Non-fatal Emergency Department Visit
(treat & release, or transfer to another facility)
Perpetrator
By partner
By anyone

<10
*
2

Age Group
25-44
45-64

10-14

15-19

20-24

0

0

5

6

5

21

23

63

65-84

85+

Total

4

0

0

15

39

2

0

155

Source: California Office of Statewide Health Planning and Development, Emergency Department Data
*Data for this age group not collected.

Child Abuse
Child abuse is a serious problem with numerous long-term consequences. Children who
experience maltreatment are at increased risk for adverse health effects and behaviors as
adults—including smoking, alcoholism, drug abuse, eating disorders, severe obesity,
depression, suicide, sexual promiscuity, and certain chronic diseases. 191
Lake County’s rate of child abuse allegations is substantially higher than the rate for the
state (Figure 37 on the next page). Rates for substantiations and entries into foster care
are closer, though still somewhat higher, than state rates. The actual number of
allegations and substantiated child abuse cases for the county are shown in Figure 38.
From 2007 to 2009, the rate at which Lake County has reported child abuse allegations,
as well as rates of substantiation and entry into foster care, declined and then rose in
2011.192

191

Felitti V, et al. Relationship of childhood abuse and household dysfunction to many of the leading causes of death in
adults. American Journal of Preventive Medicine 1998;14(4):245–58.
192
Child Abuse Allegation & Substantiation Rates, Child Welfare Dynamic Report System.
http://cssr.berkeley.edu/ucb_childwelfare/RefRates.aspx
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Figure 37. Rates of Child Abuse Allegation & Substantiation,
Lake County and California, 2007-2011
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Elder Abuse
Elder abuse is a serious problem that is said to live in the shadows of most communities
and go largely unreported. California Department of Social Services Adult Protective
Services (APS) data show that the number of active cases statewide has been steadily
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increasing in recent years. A 2012-2016 needs assessment conducted by the Area
Agency on Aging of Lake and Mendocino Counties confirms this is true in Lake County. 193
In 2010 and 2011, 987 APS cases opened in Lake County for abuse and neglect of
dependent and older adults were for seniors 65 and older. Of all APS investigations in
these 2 years, 35% were for abuse perpetrated by others, and 65% for self-neglect.194
Abuse perpetuated by others was primarily categorized as neglect, followed by reports of
psychological/mental abuse, financial abuse, and physical abuse. The majority of selfneglect cases were for health and safety, followed by malnutrition, and medical/physical
care issues.
The Ombudsman Program of Lake and Mendocino Counties, which receives and
investigates complaints of abuse of long-term care residents in skilled nursing and
residential care facilities, reported 82 complaint related visits for Lake County during the
period 2009-2011 (Table 48).195
Table 48. Lake County Elder Abuse Indicators

Complaint-related visits to
residents of long-term care by
Ombudsman Program
2009

31

2010

31

2011

20

Source: 2008-2009 Area Plan Needs Assessment. Area
Agency on Aging of Lake and Mendocino Counties.

Exposure from the Physical Environment: Air Quality
Despite progress, many people still suffer air pollution levels that are often dangerous to
breathe, and unhealthy air remains a threat to health in many California counties. Air
pollution is especially harmful to children as their lungs and alveoli (air sacs) aren’t fully
grown until children become adults.196 Poorer people and some racial and ethnic groups
are among those who often face higher exposure to pollutants and who may experience
greater responses to such pollution.197 Exposure to outdoor air pollution can cause both

193

2012-2016 Area Plan Needs Assessment. Area Agency on Aging of Lake and Mendocino Counties.
Ibid.
195
Ibid.
196
World Health Organization. The Effects of Air Pollution on Children’s Health and Development: a review of the
evidence E86575.2005. Accessed at http://www.euro.who.int/document/E86575.pdf .
197
O’Neill MS, Jerrett M, Kawachi I, et al.Health, Wealth, and Air Pollution: Advancing Theory and Methods. Environ
Health Perspect.2003; 111: 1861-1870. Ostro B, Broadwin R, Green S, Feng W, Lipsett M.Fine Particulate Air Pollution
and Mortality in Nine California Counties: Results from CALFINE. Environ Health Perspect. 2005; 114: 29-33. Zeka A,
Zanobetti A, Schwartz J. Short term effects of particulate matter on cause specific mortality: effects of lags and
modification by city characteristics. Occup Environ Med. 2006; 62: 718-725.
194

Lake County Community Health Needs Assessment 2013

BARBARA AVED ASSOCIATES

94

short-term and long-term health effects, including damage to the immune, neurological,
reproductive, cardiovascular, and respiratory systems; asthma; and death.198,199
The American Lung Association’s State of the Air 2013 report graded local areas on an A
through F scale by comparing ozone and small particulate concentrations with the federal
air quality standards. Although many areas within California, were given failing grades,
Lake County received an “A” grade for Ozone, an “A” grade for short term particulate
pollution, and was ranked the Cleanest County in the Nation for annual particulate
average concentrations.200 Out of California’s 58 counties, Lake County was 1 of only 9
that did not have any days of ozone air pollution levels in the unhealthful range.
Table 49. Lake County Air Quality Status

HIGH OZONE DAYS
Ozone Grade
Orange Ozone Days 1
Red Ozone Days
Purple Ozone Days
PARTICLE POLLUTION - 24 Hour
Ozone Grade
Orange Ozone Days
Red Ozone Days
Purple Ozone Days
PARTICLE POLLUTION - Annual
Ozone Grade
GROUPS AT RISK
Total Population
Pediatric Asthma
Adult Asthma
Chronic Bronchitis
Emphysema
Cardiovascular Disease
Diabetes
Children Under 18
Adults 65 and Over
Poverty Estimate

A
0
0
0
A
0
0
0
Pass2
Grade

64,665
907
4,023
2,359
1,179
19,103
5,461
13,672
11,440
13,438

Weighted
Average

A

0.0

Approx. # of Allowable
Orange/Red/Purple/
Maroon days
None

B

0.3 to 0.9

1 to 2 orange days with no red

C

1.0 to 2.0

D

2.1 to 3.2

3 to 6 days over the standard:
3 to 5 orange with no more
than 1 red OR 6 orange with no
red
7 to 9 days over the standard:
7 total (including up to 2 red) to
9 orange with no red

F

3.3 or
higher

9 days or more over the
standard: 10 orange days or 9
total including at least 1 or
more red, purple or maroon

Source: American Lung Association. Data from 2009-2011.
Air quality index levels: orange=unhealthy for sensitive groups; red=unhealthy for all; purple=very unhealthy for all.
Since no comparable Air Quality Index exists for year-round particle pollution, grading was based on the Environmental Protection
Agency’s determination of violations of the national ambient air quality standard. Counties that EPA listed as being in attainment of the
standard were given grades of “Pass;” nonattainment counties were given grades of “Fail. ”Description of County Grading System.
Source: American Lung Association
1
2

198

U.S. Environmental Protection Agency. “Effects of Air Pollutants – Health Effects.”
http://www.epa.gov/eogapti1/course422/ap7a.html.
199
National Institute of Environmental Health Sciences, National Institutes of Health. “Air Pollution.”
http://www.niehs.nih.gov/health/topics/exposure/air-pollution.
200
http://www.lung.org/associations/states/california/assets/pdfs/sota-2013/sota-2013-full-report.pdf.
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In the last several years, a growing body of scientific evidence has indicated that the air
within homes and other buildings can be more seriously polluted than the outdoor air in
even the largest and most industrialized cities. Other research indicates that people
spend approximately 90 percent of their time indoors.201 Thus, for many people,
particularly children, the risks to health may be greater due to exposure to air pollution
indoors than outdoors. Though uncommon, in some parts of the county the intrusion of
naturally occurring geothermal gases into buildings is recognized as a source of indoor air
pollution.
Exposure to Secondhand Smoke
Among the many factors that contribute to poor indoor air quality, secondhand smoke is
one of the most common of these pollutants, and poses serious health risks. Exposure to
secondhand smoke--which varies by race and ethnicity, family income level and health
insurance status--in Lake County is double the California average (Figure 39) and
exceeds the HP2020 target of 87.0% of homes being smoke free.

Figure 39. Percent of Homes with Adults Who Smoke Indoors, Lake County and California
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201

http://www.epa.gov/iaq/pubs/insidest.html#Intro1.
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PREVENTIVE/PROTECTIVE HEALTH
Vaccination
Immunization is a measure of access to preventive care. Vaccines can prevent the
debilitating and, in some cases, fatal effects of infectious diseases. According to Healthy
People 2020, vaccination coverage levels of 90% are sufficient to prevent the circulation
of viruses and bacteria causing preventable disease. The Healthy People Objectives for
2020 reflect a more mobile society and the fact that diseases do not stop at geopolitical
borders, and vaccination coverage levels of 90% may not be sufficient.
In the fall, every licensed childcare facility in California must provide information on their
total enrollment, the number of children who have or have not received the immunizations
required, and the number of exemptions. In the spring, local and state public health
personnel visit a sample of licensed childcare facilities, to collect the same information for
comparison. The age group assessed by these surveys is 2 years through 4 years 11
months. On average, one-third of children in this age group attend licensed childcare
centers. Hence, the data for children enrolled in licensed childcare centers may not be
representative of the entire population of Lake County children in
this age group. Data from the 2012-2013 school year indicate that 89.9% (up from 86.6%
in 2007-08) of the children enrolled in reporting Lake County childcare centers received all
required immunizations mandated by law (Table 50), a lower proportion than the
statewide average.
Table 50. Immunization Coverage Among Children in All Child Care Centers, 2012-13

Element
Admission status
Entrants with all required immunizations
Conditional entrants
Entrants with permanent medical exemptions
Entrants with personal belief exemptions

Lake County

California

89.9%
10.1%
0.7%
8.2%

92.4%
7.7%
0.3%
2.9%

Source: California Department of Public Health, Center for Infectious Disease Division, Department of
Communicable Diseases, Immunization Division, Childhood Immunization Coverage.

The annual kindergarten assessment is conducted each fall to monitor compliance with
the California School Immunization Law. Results from this assessment are used to
measure immunization coverage among students entering kindergarten. In 2012-2013,
Lake County reported 85.9% of kindergarten entrants were adequately immunized at
kindergarten entrance. Although barely up from 85.8% in 2007-08, the county's
immunization rate was lower than the statewide average (Table 51). Lake County has a
higher percentage of personal belief exemptions than California's, suggesting that local
belief systems are somewhat less supportive of vaccination as a desirable preventive
measure.
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Table 51. Immunization Coverage Among Children Entering Kindergarten, 2012-13

Element

Lake County

California

85.9%
8.3%
0.0%
5.8%

90.3%
6.8%
0.2%
2.8%

Admission status
Entrants with all required immunizations
Conditional entrants
Entrants with permanent medical exemptions
Entrants with personal belief exemptions

Source: California Department of Public Health, Center for Infectious Disease Division, Department of
Communicable Diseases, Immunization Division, Childhood Immunization Coverage.

Health Screening for Cancer
Cancer is the second leading cause of death in the nation, and is also one of the
most common chronic diseases. Critical health indicators commonly monitored for
community health include cancer screening for cervical, breast, prostate and colorectal
cancers. While it has always been difficult to get some people to go for cancer screening,
it can be particularly challenging when financial barriers limit access or cultural beliefs
influence utilization. In general, Lake County rates of cancer screening are less favorable
than both state rates and national health objectives.
Cervical Cancer Screening

The Healthy People 2020 Objective for this screening test is that at least 93% of women
age 21 to 65 will have received a Pap test for cervical cancer during the past 3 years
based on the most recent guidelines. The last time the California Health Interview Survey
(CHIS) asked about Pap test history was in 2007; the 2009 CHIS did not include this
question, so more recent data was not available for this report. In 2007, about 72% of
women in Lake County reported having a Pap test within the last 3 years, 22.4% reported
it had been more than 3 years since their last test, and 5.5% reported never  having had a
Pap test. The county’s rates compare unfavorably with statewide averages which are
higher (Figure 40).
Figure 18. Pap Test History
Figure 40. Pap Test History
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Because cervical cancer is a preventable disease, incidence of this cancer can be
reduced through public health interventions, such as education on cervical cancer risk
factors, especially HPV infection. Mortality could be reduced and virtually eliminated
through regular screening and early detection of the disease through a Pap smear. This
test could take on even more importance in the future, with changes in technique and
timing, as early research suggests it may become possible to detect early signs of uterine
and ovarian cancers as well as cervical cancer with a Pap test.203
Breast Cancer Screening

Earlier detection for breast cancer through regular screenings can increase survival rates
of breast cancer because it identifies cancer when it is most treatable.204 At this time,
mammography along with physical breast examination by a clinician is still the modality of
choice for screening for early breast cancer. Data from CHIS show that of adult women
30 years and older who have ever had a mammogram, women in Lake County report
receiving slightly fewer mammograms on average than California women (Figure 41).
Figure 41. Mammogram Screening History in the Last Six Years
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Source: California Health Interview Survey, 2009

In 2009, 65% of Lake County women age 40-85 had a mammogram in the past 2 years,
down slightly from 67% in 2007, compared to 79% of women statewide in 2009 (Figure 42
on the next page). The county’s rate did not meet the national health objective (Healthy
People 2020) of 70% screened in the past 2 years.

203

Kinde I et al. Evaluation of DNA from the Papanicolaou test to detect ovarian and endometrial cancers. Sci Transl
Med 2013 January 9;5(167):167.
204
Effects of chemotherapy and hormonal therapy for early breast cancer on recurrence and 15-year survival: an
overview of the randomized trials, early breast cancer trials' collaborative group (EBCTCG). The Lancet, May 14,
2005:365:1687-1717.
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Figure 42. Recency of Mammogram Screening
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Colorectal Cancer Screening

Colorectal cancer is the third leading cause of cancer-related deaths in the U.S. when
men and women are considered separately, and the second leading cause when both
sexes are combined. Overall, the lifetime risk of developing colorectal cancer is about 1
in 20 (5.1%). This risk is slightly lower in women than in men. 205 Screening has been
shown to have great effect on both cancer prevention and cancer survival rates,206 but the
challenge lies in making the test (colonoscopy/sigmoidoscopy) accessible to all adults at
the appropriate age and schedule, and also in assuring that people actually follow through
on recommendations to be screened. Current colorectal screening guidelines consist of
sigmoidoscopy every 5 years and colonoscopy every 10 years for those aged 50 to 75
years.207 Although an annual fecal occult blood test is also recommended, sigmoidoscopy
and colonoscopy have higher sensitivity and specificity for the detection of cancerous
lesions.208 Survival from colon and rectal cancer is nearly 90% when the cancer is
diagnosed before it has extended beyond the intestinal wall.
Lake County residents do not receive colorectal screening to the same extent as adults
statewide. Respondents to the 2009 California Health Interview Survey (CHIS) were

205

Colorectal Cancer Facts & Figures American Cancer Society. http://www.cancer.org/cancer/colonandrectumcancer/
detailedguide/colorectal-cancer-key-statistics
206
Read TE, Kodner IJ. Colorectal cancer: risk factors and recommendations for early detection. Amer Fam Physician
June 1999;59(11):3083-88.
207
US Preventive Services Task Force. Screening for Colorectal Cancer: U.S. Preventive Services Task Force
Recommendation Statement. Ann Intern Med. 2008;149(9):627–637
208
US Preventive Services Task Force. Screening for colorectal cancer: recommendation statement. Am Fam Physician
2010;81(8):1012–1016.
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asked a series of questions about their cancer screening behaviors. When Lake County
adults age 50 and older were asked about their compliance with a recommended
screening (based on American Cancer Society recommendations and the U.S. Preventive
Services Task Force guidelines for this age population), 58.0% (slightly less than 58.3%
two years earlier) said they were compliant at the time of the recommendation, a lower
percentage than 62.8% statewide in 2007 and 68.1% in 2009 (Figure 43).

Figure
43. Colorectal
Screening:
Compliant
at time of Cancer
recommendation
Compliance at Time of Recommendation
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Source: California Health Interview Survey, 2009

Seventy-three percent (up from 72% in 2007) of Lake County adults age 50+ who
responded to the 2009 CHIS reported they had had one of the types of tests
(sigmoidoscopy, colonoscopy or FOBT) for this cancer (78.0% of Californians reported
doing so). Of those respondents, a greater proportion countywide than statewide had had
a colonoscopy; the reverse was the case for sigmoidoscopy (Figure 44). The national
health target (Healthy People 2020) is to increase to 70.5% the proportion of adults age
50+ who receive a colorectal cancer screening based on the most recent guidelines.
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Figure 44. Percent Reporting Having Ever Had a Colorectal Screening Test And Type of Test
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These cancer screening rates in Lake County belie a major disparity in screening,
however. The CHIS findings cited above may not adequately represent low-income
individuals who may be less likely to have access to or be able to pay for these tests.
Unlike cervical and breast cancers, there is no state- or federally-funded program to
subsidize or cover colorectal cancer screening. If Lake County is similar to the rest of
California, Latino adults age 50+ are about one-third less likely than Non-Latino Whites to
have had a sigmoidoscopy/colonoscopy in the last five years.209
Prostate Cancer Screening

According to the National Cancer Institute, 1 in 6 men will be diagnosed with prostate
cancer at some time during their lives, and that more than 8% of men will develop
prostate cancer between their 50th and 70th birthdays.210
Research has not yet proven that the potential benefits of testing outweigh the harms of
testing and treatment. It is definitely an issue of informed personal choice. The American
Cancer Society recommends that starting at age 50 (age 45 for African Americans and
men with a father or brother who had prostate cancer before age 65), men talk with their
doctor about the pros and cons of testing to make an informed choice about whether
being tested for prostate cancer is the right choice for them. ACS guidelines recommend
men who decide to be tested should have the PSA blood test, with or without a rectal
exam. How often they are tested depends on their PSA level.211
A greater proportion of Lake County men age 40+ who responded to the CHIS in 2009
reported having had a PSA screening test for prostate cancer in the last year than the
proportion in 2005, 35% and 26%, respectively. And, fewer men in the county reported in
2009 than in 2005 they had never received this screening test (Figure 45).
209
210
211

Ibid.

http://seer.cancer.gov/statfacts/html/prost.html.

www.cancer.org/cancerscreeningguidlines.
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Figure 45. Prostate Cancer Screening History
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Flu Vaccination

The seasonal flu vaccine protects against three influenza viruses that research indicates
will be most common during the upcoming season. The Centers for Disease Control and
Prevention recommends that everyone 6 months and older should get a flu vaccine each
year. According to the CDC, it is especially important that certain groups get vaccinated
either because they are at high risk of having serious flu-related complications or because
they live with or care for people at high risk for developing flu-related complications.
Examples of such groups include pregnant women, children younger than 5, but
especially children younger than 2 years old, people 50 years of age and older, people of
any age with certain chronic medical conditions, and health care workers.212
In 2009, on average more Lake County respondents to CHIS reported having had a flu
shot within the last year than in 2007 (Figure 46) with the age group 21-64 accounting for
the increase. Despite the CDC recommendations, slightly more than 3 in 10 Lake County
residents, and 6 in 10 seniors received a vaccination, however.

212

http://www.cdc.gov/flu/about/qa/flushot.htm. Accessed 8/5/10.
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The majority (33.8%) of the Lake County residents who got a flu vaccine in 2009 received
it at a doctor’s office/Kaiser/managed care plan (Table 52).

Table 52. Location Where Flu Vaccine was Received

Doctor's office/Kaiser/HMO
Community health center/health dept
Store (market, drugstore)
Workplace/school
Senior/recreation/community center
Hospital/emergency room

33.8%
25.7%
23.8%
7.7%
5.9%
2.8%

Source: California Health Interview Survey, 2009
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SECTION III. HEALTH RESOURCE AVAILABILITY AND
UTILIZATION
“I try to keep the [medical] appointments but they make me wait so long and I have to
go back to work." –Lake County resident responding to Community Survey
“Dental care is not affordable to us. Medi-Cal only pays for one thing at a time. So if my
kid has three cavities, they have to come back three times.”
–Lake County Focus Group Participant

Planning services and programs and allocating funds depends on the availability of local
resources. Indicators of resource availability in a community include geographic
distribution, supply, and capacity relative to a population’s health status, risks, and
disparities. For example, improving adverse health status levels in high risk, low resource
communities may indicate the need for more targeted funding and technical assistance.213
Acute Care Hospitals
Hospital Utilization214
Hospital utilization is determined by the number of available beds in acute care hospitals,
the number of patient days, and the occupancy rates. From 2001-2011, the occupancy
rate of Lake County hospitals has averaged 43%, well below the California average of
61% for the same period. Since 2008, the occupancy rate in Lake County has improved
6% and the rate declined 4% for California (Table 53 on the next page). The difference
between the local and statewide occupancy averages based on licensed beds may be
misleading, as both Lake County hospitals are designated as Critical Access Hospitals
(CAHs).

213

Petersen DJ, Alexander GR. Needs Assessment in Public Health. Kluwer Academic/Plenum Publishers, New York.
2001.
214
Information for this section was accessed at:
http://www.oshpd.ca.gov/hid/Products/Hospitals/Utilization/Hospital_Utilization.html, accessed 2/26/10 and 3/17/10.
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Table 53. Hospital Utilization for Lake County with State Comparisons, 2001-2011
Redbud
Community
Hospital/St
Available
Patient
Occupancy
Helena
Beds
Days
Rate
Occupancy
Hospital:
Sutter
(Lake
(Lake
(Lake
Rate
Year
Clearlake
Lakeside
County)
County)
County)
(California)
2001

X

X

109

15,802

39.7%

58.1%

2002

X

69

10,213

40.6%

59.6%

2003

X

69

9,277

36.8%

61.9%

2004

X

X

101

15,364

46.6%

63.2%

2005

X

X

101

15,679

42.5%

61.9%

2006

X

X

101

16,460

44.7%

62.3%

2007

X

X

101

15,690

42.6%

62.1%

2008

X

X

81

13,064

42.1%

61.5%

2009

X

X

81

13,564

45.9%

60.2%

2010

X

X

81

14,154

47.9%

59.2%

2011

X

X

81

14,211

48.1%

58.5%

Source: California Office of Statewide Health Planning and Development
Note: There may be confusion over the distinction between the number of "licensed beds" that critical access hospitals (CAHs) retain
versus how many can be occupied. As CAHs, these hospitals did not give up all of their licensed beds—the beds are available as
surge capacity in a disaster—but as CAHs, they can only occupy 25 of them. See paragraph below for more information.

CAHs are hospitals that are located in a rural area over 35 miles from another hospital. (A
rural hospital that is 15 miles from another hospital in mountainous terrain, or areas with
only secondary roads, may also qualify as a CAH.) Regardless of the number of beds for
which they are licensed, CAHs are limited to using a maximum of 25 beds for inpatient or
“swing bed”—acute or skilled nursing facility care—purposes, and would be penalized for
going over that limit except in cases of emergencies, such as a pandemic, when a waiver
is needed. CAH hospitals also have length-of-stay requirements: acute inpatient care that
doesn’t exceed, on an annual basis, an average length of stay of 96 hours; there is no
length of stay limit for swing bed patients. Having a CAH designation allows the hospital
to be paid by Medicare for most inpatient and outpatient services to Medicare
beneficiaries 101% of their allowable and reasonable costs. As of March 2013, there
were 31 CAH hospitals in California.215
Hospital Outpatient Visits216
Hospital outpatient visits were compared to the overall county population. The visits per
resident were calculated for Lake County and for the state of California. From 2000-2011,
there was an average of 3.7 outpatient visits each year per Lake County resident, three
times as many as the statewide average of 1.2 outpatient visits per resident for the same
215

http://www.flexmonitoring.org/documents/StateCounts_CAH+DPUs_03_31_13.xls
Information for this section was accessed at:
http://www.oshpd.ca.gov/HID/Products/Hospitals/AnnFinanData/PivotProfles/default.asp, 3/25/13.
216
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period. Since 2008, the number of outpatient visits has risen from 3.1 to 3.8 outpatient
visits per resident. The rate for California remained stable. (Table 54).
Table 54. Hospital Outpatient Visits for Lake County with State Comparisons, 2001-2011
Average
Average
Outpatient visits
Outpatient visits
Lake County
Lake County
per resident
per resident
217
Year
Outpatient Visits
Population
(Lake County)
(California)
2001
199,427
60,046
3.3
1.2
2002

208,631

61,005

3.4

1.3

2003

262,436

61,981

4.2

1.2

2004

249,718

62,633

4.0

1.2

2005

231,878

63,107

3.7

1.2

2006

240,022

63,792

3.8

1.2

2007

251,459

63,986

3.9

1.2

2008

201,320

64,370

3.1

1.2

2009

240,092

64,396

3.7

1.2

2010

232,055

64,599

3.6

1.2

2011

247,564

64,419

3.8

1.2

Source: California Office of Statewide Health Planning and Development

Emergency Department (ED) Visits218
Despite recent efforts to strengthen primary care, the principal reason patients visit
emergency departments (EDs) for non-emergent outpatient care is lack of timely options
elsewhere, according to a 2013 RAND research report.219 The study also found that EDs
are being used with increasing frequency to conduct complex diagnostic workups of
patients with worrisome symptoms.
ED visits were calculated per 1,000 residents for Lake County and California. The
percentage of Lake County ED visits that resulted in hospital admission were also
compared with statewide data. When compared to the statewide rate of using the ED,
Lake County residents have twice as many visits per 1,000 residents: an average of 494
ED visits per 1,000 residents in Lake County versus 288 ED visits per 1,000 residents
statewide from 2001-2011. On average, 7% of ED visits in Lake County result in hospital
admission compared to 15% of ED visits statewide from 2001-2011, as shown in Table
55.
217

State of California, Department of Finance, California County Population Estimates and Components of Change by
Year, July 1, 2000-2010. Sacramento, California, February 2012 and State of California, Department of Finance, E-2.
California County Population Estimates and Components of Change by Year, July 1, 2010–2012, December 2012.
Accessed at http://www.dof.ca.gov/research/demographic/reports/estimates/e-2/2000-10/view.php , 3/25/13.
218
Information for this section was accessed at:
http://www.oshpd.ca.gov/hid/Products/Hospitals/Utilization/Hospital_Utilization.html, accessed 3/25/13.
219
Morganti KG et al. The Evolving Role of Emergency Departments in the United States. 2003. RAND Corporation.
Santa Monica, CA.
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Table 55. Emergency Department (ED) Visits for Lake County and California, 2001-2011
Number
Percentage of Percentage of
of ED
ED visits per
ED visits per
ED visits
ED visits
visits
1,000
1,000
resulting in
resulting in
(Lake
Lake County
residents
residents
admission
admission
Year
County)
Population
(Lake County)
(California)
(Lake County)
(California)
2001
26,626
60,046
443
289
9%
15%
2002

20,561

61,005

337

262

7%

13%

2003

23,622

61,981

381

276

6%

14%

2004

32,223

62,633

514

256

8%

15%

2005

31,612

63,107

501

274

8%

15%

2006

33,941

63,792

532

278

7%

16%

2007

35,459

63,986

554

279

7%

16%

2008

34,270

64,370

532

297

6%

16%

2009

34,375

64,396

534

316

5%

15%

2010

36,028

64,599

558

317

6%

16%

2011

34,992

64,419

543

322

n/a

220

16%

Source: California Office of Statewide Health Planning and Development

The most common problems or diagnoses that brought people to the emergency
department in 2012 were “Symptoms” and “Injuries/Poisonings/Complications” for both
hospitals (Table 56). Musculoskeletal System and Mental Disorders were slightly more
common at St Helena-Clear Lake, and Nervous System and Digestive Orders were
slightly more frequent at Sutter Lakeside.
221

Table 56. Reasons (by Diagnosis) for ED Visits to Lake County Hospitals, 1/1/12-12/31/12
St HelenaSutter
Clear Lake
Lakeside
Principle Diagnosis Group
Overall
%
%
%
Symptoms
30
20
25
Injuries/Poisonings/Complications
21
22
21
Respiratory System
9
9
9
Musculoskeletal System
8
6
7
Nervous System
5
8
6
Digestive System
4
8
6
Skin Disorders
5
5
5
Genitourinary System
4
5
4
Circulatory System
3
4
4
Mental Disorders
5
2
3
Other Reasons
1
5
3
Pregnancies
2
2
2
Infections
1
2
2
Endocrine System
1
2
2
Anemia and Other Blood Disorders
0
1
0
Source: California Office of Statewide Health Planning and Development
220

The data for this cell is reported at 82% for St Helena and 3% for Sutter on the state website and is not included in
this summary.
221
Data accessed at http://www.oshpd.ca.gov/MIRCal/default.aspx, 3/25/13.
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Because the injury/poisonings/complications category includes over 20% of the visits, it is
further described in the following figure. Overall, a cause was reported for only one in four
of the injuries, with Other Accidents (9%) and Accidental Falls (7%) as the largest percent
reported. All other causes made up the remaining 8%.

Figure 47. Principle Cause of Injury, Lake County Hospitals, 1/1/12-12/31/12
100%

7%
7%
8%

9%
7%
10%

8%
7%
9%

77%

74%

75%

St. Helena Clear Lake

Sutter Lakeside

Overall

80%
60%
40%
20%
0%

No Principal Cause of Injury Reported

Other Accidents

Accidental Falls

All Other Causes

Source: California Office of Statewide Health Planning and Development

Emergency department visits in Lake County were also examined for trends in severity. 222
Since 2004, the percentage of visits for minor and low/moderate severity has decreased
(from 75% in 2004 to 19% in 2011) and the number of visits for moderate, severe without
threat and severe with threat has increased (Figure 48 on the next page).

222

Data from 2001 used different reporting categories and in 2002 and 2003 only three of the five categories were used.
The years included had the most consistent reporting for comparison purposes.
Lake County Community Health Needs Assessment 2013
BARBARA AVED ASSOCIATES

109

Figure 48. Severity of Emergency Department Visits, Lake County (2004-2011)
100%

80%

60%

6%
7%

7%
10%

12%

9%

11%

14%

14%

23%

16%

17%

16%
26%
37%

28%

35%

29%

34%
38%

25%

28%

28%

13%

13%

11%

32%
18%

0%
2004

Minor

2005

21%

24%

25%

33%

35%

20%

18%

2%

1%

2010

2011

29%

40%

20%

21%

14%

2006

Low/Moderate

2007

Moderate

2008

2009

Severe without threat

Severe with threat

Source: California Office of Statewide Health Planning and Development

Community-Based and Specialty Clinics
Lakeside Health Center223
The Lakeside Health Center was opened in 1999 by Mendocino Community Health Clinic,
Inc. The Center is a Federally Qualified Health Center (FQHC) which means that it
receives enhanced Medicare and Medicaid reimbursement, eligibility to purchase
prescription and non-prescription medications for outpatients at reduced cost, automatic
designation as a Health Professional Shortage Area, and as an essential community
provider will participate in Covered California’s insurance exchange in 2014.
Remodeled in 2013, Lakeside provides medical, dental and counseling services to
patients of all ages. Primary care services include preventive care as well as case
management and care for those with chronic medical conditions. The clinic reports
almost one-third of its patients have some form of chronic illness and the overwhelming
numbers of these individuals have multiple disorders. Lakeside also offers a
comprehensive HIV/AIDS primary care and testing program for people living with
HIV/AIDS.
Medical services include physical exams, chronic disease management services,
addiction medicine, health maintenance support, OB/GYN services, immunizations, and a

223

Information for this section accessed at http://www.mchcinc.org/locations/lakeport/ , 3/25/13. Reviewed and revised
by Cyril Colonius, Site Manager, Lakeside Health Center, 8/7/13.
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comprehensive pediatric program with well-child care, CHDP exams, various screenings,
and same day appointment scheduling for sick children.
Counseling and behavioral health services are offered through Primary Care Consultation
(PCC) with Licensed Clinical Social Workers and psychologists. Lakeside’s program
integrates primary medical care and behavioral health care to meet the needs of patients
whose health may be improved with the support of our professionals. The focus is on
helping patients achieve their goals in a caring and supportive environment. Lakeside
Health Center’s Behavioral Health department also includes Adult and Child psychiatry
services in collaboration with our Primary Care Provider team. Psychiatric services are
offered in English and Spanish.
Comprehensive dental care is provided by dentists on site. The clinic offers routine dental
exams as well as access to gum treatment, sealants, tooth-colored fillings, dentures and
emergency care. Special programs include HIV dental care, a nursing facility dental
outreach program, oral health care for pregnant women and a commitment to community
outreach that allows MCHC to implement short-term, community-based service projects.
The center reports it is currently working to receive recognition as a Patient-Centered
Medical Home (PCMH). The Patient-Centered Medical Home is a health care setting that
facilitates partnerships between individual patients and their personal physicians, and
when appropriate, the patient’s family. Care is facilitated by registries, information
technology, health information exchange and other means to assure that patients get the
indicated care when and where they need and want it in a culturally and linguistically
appropriate manner.224
Located between Upper Lake and Lakeport, the health center has two vans to assist
patients in accessing services and a bus stop in front of the center to ease transportation
concerns for their patients. Services are provided for individuals regardless of their ability
to pay. Table __ displays clinic utilization from 2008 to 2012. The number of annual
encounters has remained relatively stable while the number of patients is increasing.
Table 57. Mendocino Community Health Clinic-Lakeside: Clinic Utilization Data, 2008-2012

2008

2009

2010

2011

2012

Annual encounters

29,965

34,844

30,410

32,693

31,923

Patients

5,898

7,678

7,103

7,538

7,799

225

224

Information for this section accessed at : https://www.mchcinc.org/about-mchc-inc/about-mchc-inc/, 3/25/13.
Data accessed at http://www.oshpd.ca.gov/hid/Products/Hospitals/Utilization/PC_SC_Utilization.html, 3/25/13. CY
2012 data provided by Mendocino Community Health Clinic from Lakeside’s OSHPD report for CY 2012.
225
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Lake County Tribal Health226
With a stated mission “to improve the physical, mental, spiritual, emotional and social
health status of the American Indians of Lake County through the provision of culturally
sensitive health care services”, Lake County Tribal Health (LCTH) provides medical,
dental and mental health services to all community members.
LCTH has a patient advocate on staff to assist patients with their payment options. The
organization accepts Medicare, Medi-Cal, private insurance, and cash, and offers a sliding
fee scale to those who qualify. Lake County residents using public transit are served by
Lake Transit with a bus stop directly in front of LCTH. Native American individuals are
eligible for transportation services provided by the health center.
Primary care services, including preventive care, acute illness and injury treatment and
management of chronic conditions are provided in the Lakeport clinic. The clinic has an
array of services available to those impacted by diabetes. Medical services also include
the following specialties: Podiatry, Chiropractic Medicine, Acupuncture and Women’s
Health.
Dental care includes preventive and routine dental care. Two dentists are available, one
of whom specializes in children’s dentistry.
Mental health care (the clinic uses the term Human Services) includes support and
treatment services. The clinic provides “individual and family mental health and
substance recovery counseling, including play therapy for youth.”227 Additional supports
include relapse prevention, parenting classes, anger management classes, wellness
classes and traditional arts classes.
Table 58 displays the clinic utilization from 2005 to 2011. The number of annual
encounters increased an average of 4% from 2005 to 2011.
Table 58. Lake County Tribal Health Consortium, Inc.: Clinic Utilization Data, 2005-2011

Annual encounters

228

2005

2006

2007

2008

2009

2010

2011

13,437

14,080

14,180

14,136

14,565

15,728

16,880

Sutter Lakeside Hospital
Family Medicine Clinic
The Family Medical Clinic was established in 2004 and is located in Lakeport at the site of
Sutter Lakeside Hospital. Currently the clinic provides a “family-centered focus” and
226

All information for this section was accessed at http://www.lcthc.com/, 33/25/13.
http://www.lcthc.com/services/human_services.html, 3/25/13.
228
Data accessed at http://www.oshpd.ca.gov/hid/Products/Hospitals/Utilization/PC_SC_Utilization.html, 3/25/13.
227
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offers “general family medicine, occupational medicine and orthopedics, obstetrics,
gynecology and podiatry.” 229
St Helena Hospital Clear Lake230
The hospital provides medical and mental health services at family health centers in
Clearlake, Middletown and Kelseyville.
Services are provided by a variety of practitioners including: “family practice physicians,
internal medicine physicians, pediatricians, general surgeons, urologists, cardiologists, a
podiatrist, neurologist, gynecologist, certified nurse-midwife, nurse-practitioners, licensed
clinical psychologists and clinical social workers.”
Planned Parenthood Shasta-Pacific
Clearlake Clinic231
Planned Parenthood Shasta-Pacific provides free or low cost reproductive health care
services in Clearlake five days a week. Services include: birth control, emergency
contraception, pregnancy testing and services, testing for sexually transmitted infections
and vaccines, and HIV testing.
Veterans Clinic
According to spokespersons for the Veterans Administration, the VA has begun to make
more of a push to establish primary care facilities in rural areas as 50% of all veterans in
the U.S. are estimated to live in rural counties. Approximately 8,000 veterans live in Lake
County and make up close to 13% of the county’s population. Although young veterans
come back home, most do not stay because of the lack of jobs and/or lack of skills and
education to fill the available jobs, according to observers.
After many years of advocacy by Lake County Veterans Services, the VA established a
new medical facility in the City of Clearlake that opened on November 1, 2010. The
closest VA facilities currently had been in Ukiah and Santa Rosa, but these facilities
exceed the 30-mile distance requirement for availability. The Lake County VA clinic
facility currently serves 3,000 local veterans for general medical and mental health
services. The following exclusions apply:


Dependents are not eligible to receive services from the clinic except when as a
spouse to a veteran receiving mental health services it is necessary to treat the
couple.

229

Information for this section accessed at http://www.sutterlakeside.org/pat-services/fammed-clinic.html, 3/25/13.
Information for this section accessed at: http://www.sthelenahospitals.org/services-and-programs/family-health,
3/25/13.
231
Information for this section was accessed at http://www.plannedparenthood.org/healthcenter/centerDetails.asp?f=4068&a=90200&v=details#. 3/25/13.
230
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Emergency services are generally not covered (veterans in Lake County are
expected to use the VA Hospital in San Francisco) except for "life and death"
situations and for veterans with a service-related disability has no other coverage.



Dental services are not available except when treatment is a) necessary to
"alleviate pain and suffering" (i.e., they can pull teeth but not restore cavities), b)
for a condition requiring hospital dental treatment when a veteran is already
hospitalized, and c) needed for a veteran who has a service-related disability who
is enrolled in a vocational rehab program.

The medical clinic is open Monday-Friday from 8:00 a.m. – 5:00 p.m. Appointments as a
new patient are generally within 30 days; patients with health problems are scheduled
within 2-3 days, though walk-ins can sometimes be accommodated.
The clinic is staffed by 3 physicians along with nursing and other general clinic support
staff. Medical specialty services—generally limited to dermatology and podiatry— are
provided by rotating on-site specialists from the San Francisco VA Hospital (which has
jurisdiction over the Lake, Ukiah and Santa Rosa facilities). Other specialty consults,
including mental health, are now available at the clinic via telehealth to the San Francisco
VA. The clinic has a full-time tech and all of the necessary hook-up equipment to provide
this service. Mental health services are provided by a psychiatrist, a medical social
workers and a licensed clinic social worker. Some of these professionals have been hired
away from existing local medical practices, hospitals, and clinics (the San Francisco VA is
responsible for recruiting health care staff) and this has created some local tension.
The VA clinics have begun to develop more services for women, including offering
prenatal care, in recognition of the growing numbers of female veterans. The clinic in
Clearlake has a current enrollment of 38 women patients.
With the recent multiple deployments cited as a primary reason, the VA is experiencing an
increase in the number of veterans who have mental health-related problems,
predominantly distrust and anger issues, according to experts who also note an increase
in "reckless behaviors" (e.g., irresponsible driving) which, along with suicide, has led to
increased deaths in Lake County.
Except for a modest co-pay of $8 for a 30-day prescription, all services are free to single
veterans making less than $30,000 a year, and married veterans with an annual family
income less than $35,000. Veterans with higher incomes will pay a full co-pay for all
services. The clinic will bill private insurance but not Medi-Cal.
Veterans with service-related disabilities are the priority in the VA's current prioritizing
system of 1 through 8, though it says because of increasing demand for services and
limited resources it may drop the higher levels, 7 and 8, of this income and disability
based ranking system.
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Table 59 that begins below provides an overview of health services available in
community clinics in Lake County. Attachment 5 in the appendices is a listing of women's
health services and medical and dental providers with contact information and type of
insurance accepted compiled by Lake County Public Health.

Table 59. Overview of Health Services Available in Community Clinics: Lake County, 2012

Clinic
Name

Lakeside
Health
Center

Lake
County
Tribal
Health

Clinic
Location

Lakeport

Lakeport

Sutter
Lakeside
Hospital
Family
Medicine
Clinic

Lakeport

Sutter
Lakeside
Hospital:
Upper
Lake
Medical
Clinic

Upper Lake

St.
Helena
Hospital
Clear
Lake

Clearlake,
Middletown
Kelseyville

Primary Care

Yes

Yes
M-Th: 7:303:40
F: 7:30-12:00

Mental
Health

Yes

Yes
Clinic uses
term
“Human
services”
for MH
care

Dental
Services

Yes

Yes
M-F:
8:30-5

Case
Management
and Support
for Chronic
Illnesses

Yes

Yes,
specialized
program for
diabetes

Specialty
Services
Psychiatrist
services,
Pediatric,
Women’s
Health,
On-site
Pharmacy,
Integrated
MH/AOD/PH
Care program,
HIV Care,
Dermatology,
Orthopedics
Podiatry,
Chiropractic,
Acupuncture,
Children’s
dentistry,
Women’s
health

Languages

Transport

English

Van
available

Spanish

English
Spanish

Yes

Occupational
medicine,
Orthopedics,
OB/GYN,
Podiatry

English

Yes

Women’s
Health

English

Yes
Clearlake
Hours:
M-Th: 8-8pm
F:8-5pm

Yes
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Yes
(Live Well
Program in
Clearlake)

Pediatrics,
Surgery,
Urology,
Cardiology,
Podiatry,
Neurology,
Gynecology

English
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Bus Stop

Van
available
for eligible
Native
American
Lake
County
residents

Clinic
Name
Planned
Parenthood:
ShastaPacific

San
Francisco
VA
Medical
Center:
Clearlake
VA
Outpatien
t Clinic

Clinic
Location

Clearlake

Primary Care
Yes,
(reproductive
care)
M: 9-5
T: 8:40-5
W: 2-7pm
Th: 9-5pm
F: 10:30-7pm
Yes

Clearlake

(for eligible
veterans)
M-F: 8am4:30pm

Mental
Health

Dental
Services

Case
Management
and Support
for Chronic
Illnesses

Specialty
Services

Women’s
Health

Yes
(for
eligible
veterans)

Languages

English

Yes,
Shuttle
available
on
Tuesdays,
Thursdays
and
Fridays
within
Lake
County

Yes
(for eligible
veterans)

Transport

English

PHYSICIAN AND DENTIST SUPPLY AND COMMUNITY DENTAL CLINICS
The local supply and ratios of licensed primary care physicians and licensed dentists to
the total population are core indicators for community health service availability.
However, the supply of physicians and dentists is only one component of access to
medical and dental care services. The ratios do not indicate which providers serve lowincome persons or those without insurance, or indicate how much time providers spend in
active practice; some only work part-time, for example. The data also do not address
geographic distribution and provider willingness to accept Medi-Cal—or the presence of a
community clinic providing dental services and medical services—factors that influence
adequate and timely access to services within a county.
Physicians in Active Practice232
The adequacy of physician supply is generally evaluated based on the number of
physicians per 100,000 civilian population, a useful benchmark for gauging adequacy.
According to the Council on Graduate Medical Education (COGME), the national
commission that publishes ranges for physician supply requirements, an appropriate
range for overall physician supply adequacy is 145-185 patient-care physicians per
100,000 population.233 With 72 patient-care physicians active in Lake County in March
232

The data in this section are for MDs only and do not include DOs (Doctors of Osteopathic Medicine) which are
licensed by their own medical board. DOs represent 7.7% of all licensed physicians in California; they account for 6.9%
of those licensed to practice in Lake County. There are 5 DOs listed for Lake County according to the Osteopathic
Medical Board of California, March 6, 2013; 4 in Clearlake and 1 in Kelseyville.
233
Council on Graduate Medical Education, 1996; Council on Graduate Medical Education, 1995.
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2013, the county had 112 patient-care physicians per 100,000 population234 and thus
ranks extremely low relative to the physician requirements estimated by COGME.
The number and percentage distribution of the patient care physicians are displayed by
area of specialty in Table 60 below. Internal Medicine and Family/General Medicine—
primary care physicians—account for 44% of the practice specialties.
The COGME requirement estimates for generalist (primary care) physicians are 60-80 per
100,000 population, and for specialists it is 85-105 per 100,000 population. Thus, in
2013, Lake County did not reach the lower end of the range for the primary care supply of
COGME’s estimated requirements. For specialists, the county fell further short of the
bounds of low end of the range for these physician supply requirements. What these
counts and ratios don’t take into account, however, is that some specialists may come into
the county part time, but it is not known exactly which specialists or how often.

Table 60. Active Patient Care Physicians* by Specialty, Lake County, March 2013

Primary Specialty

Count

Anesthesiology
Anatomic Pathology
Cardiovascular Disease
Dermatology
Diagnostic Radiology
Emergency Medicine
Family Medicine
General Practice
General Preventive Medicine
General Surgery
Gynecology

2
1
3
1
2
6
14
5
1
5
1

Primary Specialty

Count

Internal Medicine
Neurology
Obstetrics & Gynecology
Ophthalmology
Orthopedic Surgery
Psychiatry
Pediatrics
Physical Medicine & Rehabilitation
Pulmonary Disease

13
1
3
2
4
2
4
1
1

Total

72

*Note: physicians and surgeons licensed by the Medical Board of California. Osteopathic physicians licensed by the
Osteopathic Medical Board and naturopathic physicians licensed by the Naturopathic Medicine Committee are not included in these
data.

The majority of Lake County is designated as a "primary care shortage area" according to
the Office of Statewide Health Planning and Development. The California Primary Care
Shortage Areas correspond to the 2010 U.S. Census and uses two criteria: percent of
population below 100% federal poverty level and primary care physician to population
ratio.235
According to workforce studies and projections, the physician workforce is aging, and a
large number of physicians are nearing retirement, at the same time that a large
proportion of the population is aging, contributing to a growing demand for physician

234

American Medical Association Masterfile accessed March 5, 2013.
OSHPD figures are not as current as the continuously-updated AMA Masterfile, and show the supply of active MDs
by county of record for Lake County as 80 in March 2012.
235
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services.236 The most recent data for age distribution of Lake County physicians (which
lists 78 MDs for the county) is shown in Table 61. Over 44% are older than 55 compared
to 33% of physicians in that age group in the state as a whole.237

Table 61. Active Patient Care Physicians by Age, Lake County and California, 2008

Lake
No. of Doctors
% Distribution
California
% Distribution

All
ages

<30
yrs

30-35
yrs

36-45
yrs

46-55
yrs

56-65
yrs

66-75
yrs

75+
yrs

78

0

0

15

28

28

6

1

0.0%

0.0%

0.0%

18.8%

36.4%

35.6%

7.8%

1.3%

0.4%

9.2%

28.6%

28.0%

24.3%

7.9%

1.5%

Source: California Healthcare Foundation.

Dentists in Active Practice
According to available data,238 18 licensed dentists are in active practice in Lake County,
the majority located in the City of Lakeport (Table 61). Of these 18 dentists, 83% are
considered general or primary care dentists. While this is a proportion consistent with
most other counties, the fact that there are zero dentists in 4 of the 6 specialty areas (the
same supply as in the previous needs assessment 3 years ago) makes the proportion
much less favorable for Lake County. It is also important to point out that even though a
general dentist may offer specialized services because they received additional training,
such as a pediatric oral health training course, and provide a much-needed resource, they
are not a specialist in that area of dentistry.
At 1.48 primary care dentists per 4,000 population, Lake County is considered to have a
“low” supply of general dentists according to the dentist-to-population ratios established
by the American Dental Association.239 Nearly the entire county is considered a Health

236

The Physician Workforce: Projections and Research into Current Issues Affecting Supply and Demand. U.S.
Department of Health and Human Services, Health Resources and Services Administration, Bureau of Health
Professions. December 2008.
237
Grumbach K, Chattopadhyay A, BIndman AB. Fewer and More Specialized: A New Assessment of Physician Supply
in California, California Healthcare Foundation. June 2009.
238
California Dental Association Masterfile, March 7, 2013. Note: the local dental society reports a total of 19 dentists; 3
specialists and 16 general dentists. Statewide, approximately 75%-82% of dentists belong to their local dental
societies/CDA; hence, the count of these Lake County dentists may be on the low side. These figures may include
private dentists as well as those working with community dental clinics.
239
While there is no “ideal” population-to-provider ratio for dental health care, the ratio is >4,000:1 for geographic areas
with unusually high needs according to the California Office of Statewide Health Planning and Development. The ratios
are estimates based on American Dental Association 1998 data and 1998 population projections. The primary care
dentist-to-population range for a “medium” supply of dentists is 3:5,000 – 5:5,000. Lake County’s supply of general
dentists, by contrast, is very low.
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Professions Shortage Area for dentistry (as well as for primary care).240 It is not known
how many of the Lake County dentists take any Denti-Cal patients (which, now, is limited
primarily to children), though the number is believed to be very low. The referral list of
dentists taking new Denti-Cal patients published by the State Denti-Cal program, in March
2013 listed only 1 dentist (Dr. Levi Palmer, a pediatric dentist in Lakeport), for this
resource, although 3 community clinics are listed as accepting Denti-Cal. 241 It is also not
known how many of the dentists may practice only part time, which has implications for
access as well.

Table 62. Number of Dentists in Active Practice in Lake County by Type and Location

Type of Dentistry
General
Endodontics
Oral Surgery
Orthodontics
Pediatric
Periodontics
Prosthodontics
Total

City
Middletown Clearlake Lakeport Kelseyville
0
5
5
5
0
0
0
0
0
0
0
0
0
0
1
0
0
0
0
0
0
0
0
0
1
0
1
0
1
5
7
5

Source: California Dental Association, 3/7/13.

Total
Lucerne
0
0
0
0
0
0
0
0

15
0
0
1
0
0
2
18

Community-Based Dental Clinics
Community-based dental services are provided by Lakeside Health Center and Lake
County Tribal Health. Additional services are funded through First 5 Lake County and
Lake County Department of Public Health.
In 2011, the community clinics reported a total of 3.95 FTE dentists in Lake County: 1.5
FTE Tribal Health; 2.45 FTE Lakeside.242
The Lake County Department of Public Health provides the Dental Disease Prevention
Program to bring dental education to all community groups and an ongoing program of
dental health education and practice to children in preschool through sixth grade
classrooms.243

240

The Health Resources and Services Administration Shortage Designation Branch develops shortage designation
criteria and uses them to decide whether or not a geographic area, population group or facility is a Health Professional
Shortage Area.
241
http://www.denti-cal.ca.gov/provreferral/Lake.pdf. accessed 4/20/10.
242
243

Data accessed at http://www.oshpd.ca.gov/hid/Products/Hospitals/Utilization/PC_SC_Utilization.html, 03/25/13.
Data accessed at http://health.co.lake.ca.us/Dental_Disease_Prevention_Program.htm, 03/25/13.
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The Lake County Office of Education (LCOE), with funding from First 5 Lake County,
provides preventive health education, coordinates corrective and restorative care, and
offers case management services for children 0-5.244

Table 63. Availability of Dental Services at Community-Based Clinics in Lake County, 2012

Clinic Name
Lakeside Health
Center

Location
Lakeport






Lake County Tribal
Health

Lakeport
Routine:
M-F: 8:30-5pm





Dental Services
Preventive and routine care
HIV dental care
Oral Health for pregnant
women
Specialize in serving
developmentally-disabled

Languages
English

Transportation
Van available

Spanish

Bus Stop

Preventive and routine care
Children’s dentistry
Walk-in emergencies

English

Van available
for eligible
Native
American Lake
County
residents

Spanish

Walk-in
Emergency:
M-F: 8:3012:30pm
Table 64. Dental Visits at Community Clinics: Lake County, 2005-2011

Number of Dental Visits
Service Location

2005

Lake County Tribal Health245

3,346

3,824

3,565

3,814

23,290

16,441

10,697

Clearlake Family Dental Clinic247

n/a

n/a

n/a

LCOE Oral Health Project, ACCESS
dental van (2008-2009 data)248

n/a

n/a

n/a

Lakeside Health Center246

2006

2007

2008

2009

2010

2011

4,528

5,466

4,980

10,305

11,619

6,480

6,149

n/a

8,400

n/a

n/a

n/a

n/a

252

244

First 5 Lake County, Annual Report July 1, 2011-June 30, 2012. Prepared by Cathy Ferron, Ferron & Associates, page 6. Accessed
at http://www.firstfivelake.org/reports.php, 03/25/13.
245
Information for this table assessed at: http://www.oshpd.ca.gov/hid/Products/Hospitals/Utilization/PC_SC_Utilization.html,
03/25/13.
246
Ibid.
247
An estimate of 700 patients per month was published by the provider:
http://www.shhclearlake.org/clinics/family_dental_center.shtml, accessed 3/26/10. Webpage is unavailable 03/25/13.
248
First 5 Lake County, Evaluation Status Report for Funding Year 2008-09, December 2009. Prepared by Cathy Ferron, Ferron &
Associates, page 22.
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PUBLIC HEALTH SERVICES249
The Lake County Public Health Department offers a variety of programs at its Lakeport
office. These services and programs are described below.
California Children’s Services (CCS)
The California Children’s Services (CCS) program is available for children with certain
physically-handicapping conditions. The program provides diagnostic evaluations,
treatment, nursing case management services, physical and occupational therapy for
eligible children (0-21 years of age) related to their eligible medical condition.
The CCS program also has a local Medical Therapy Unit for Physical and Occupational
Therapy for eligible clients.
Child Health and Disability Prevention (CHDP) Program Administration
Administrative oversight of a program that provides for free periodic medical and dental
health check–ups for infants, children and youth through age 20 if program eligible. If
further medical, dental, or mental health services are needed, the Department can assist
with scheduling and/or transportation information.
Childhood Lead Poisoning Prevention Program
Nursing case management services are offered at no cost to a family when a child has a
confirmed elevated blood lead level. Other program activities include community
outreach and provider education.
Clinical Services
A variety of clinical services are also available at Public Health. The Department accepts
Medi-Cal, CHDP, Family Pact, Every Woman Counts, Cash or Check for private paying
clients.
Child Health Clinics which include well child exams, school exams, sports physicals and
age appropriate screening tests. These physical exams include immunizations,
tuberculosis skin testing, hemoglobin/hematocrit, BMI measurement, developmental
screening, vision and audiology screening according to established CHDP periodicity
table and medical provider recommendations.
Public Health Nursing Clinic which include immunizations, tuberculosis skin testing, blood
pressure screening, WIC blood testing, and laboratory blood draw with physician order.
Women’s Preventive Health Clinics which include Cancer (Pap) Screening, Mammogram
referrals, Family Planning, Pregnancy testing, HIV testing and Sexually Transmitted
Diseases (STD) examinations and testing for women.
STD Examination & Testing which include HIV testing and STD examination and testing
for men.
249

Information for this section was provided by Lake County Public Health staff February 28, 2013.
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Pre-Employment & DMV Physicals
The clinics above are by appointment only unless otherwise specified. Some same-day
appointments are available. Please call to check availability.
Communicable Disease
Communicable Disease Surveillance services are conducted to collect reports and
monitor reportable communicable disease data to identify local needs and to control
disease outbreaks.
Dental Disease Prevention Program
Education on dental health, safety and nutrition is available on a limited basis through
classrooms (pre-school to 12th grade) and community groups. The program teaches
proper oral hygiene, preventive measures including fluoride varnish and provides oral
health screenings and a school-based dental sealant program. We also work with local
WIC programs to provide prevention education and limited preventive services. The local
Oral Health Access Council is convened on a quarterly basis.
Emergency Preparedness
Lake County Public Health prepares for natural and human causes of disasters and
disease threats, working collaboratively with other emergency responders, healthcare
facilities, and local citizens in order to serve the community.
Lake County’s Public Health Preparedness and Response program focuses on planning
the response to disease threats, such influenza pandemics, bioterrorism, and health
hazards associated with natural disasters (earthquakes, floods, wildfires and others).
HIV/AIDS
HIV/AIDS education, drug assistance and case surveillance services are offered by the
County. Evaluation for the AIDS Drug Assistance Program is arranged on an
appointment basis and anticipates future adjustments in the program with health reform.
Public Health makes pamphlets available, but otherwise does not actively provide
community education on HIV/AIDS. HIV testing is available in the clinics. Individual
counseling and education is provided in conjunction with testing. The County no longer
has funds to provide free confidential or anonymous testing. (Note: Community Care
HIV/AIDS Program—CCHAP—provides a range of services, including case management,
to people who have been diagnosed as living with HIV or AIDS.)
Immunization Program
Public Health offers immunizations for children and adults typically by appointment.
Program funding includes Vaccine for Children program, private pay, and Merck vaccine
assistance program.


Vaccines for Children (VFC) provides vaccines to children who otherwise may not be
able to afford them.



Merck Vaccine Assistance Program is available for low income uninsured adults.
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Public Health Immunization Program participates in the California Immunization
Registry (CAIR). A voluntary confidential, computerized information system designed
to provide authorized entities immediate access to a patient’s immunization history.
Immunization Assistance Program (IAP) provides funding for an immunization coordinator
to work with medical providers, local schools, and State Immunization Branch.
Seasonal Flu Clinics provide influenza vaccines to at risk populations at a variety of
locations in Lake County during flu season.
Maternal Child and Adolescent Health Program (MCAH)
The Maternal, Child and Adolescent Health (MCAH) programs accepts referrals for
prenatal, parenting and child health issues. MCAH Home Visitation Program is available
for pregnant women and/or families with health related risk factors.
Medi-Cal Administrative Activities
Assist Medi-Cal eligible persons to learn about, enroll in, and access services of the MediCal program.
Medical Marijuana Identification Card Program (MMID)
The Medical Marijuana Identification Card program is voluntary for Lake County residents.
Applications are accepted by appointment on Tuesdays and Thursdays.
Targeted Case Management Program
Home visitation program that provides nursing case management services to specific
target populations: (1) Children at risk under 21 years of age; (2) Individuals at risk of
institutionalization; (3) Individuals with a communicable disease; (4) Medically fragile
individuals; or (5) Individuals in jeopardy of negative health or psycho-social outcomes.
Tobacco Prevention Program
Its focus and activities are centered around four main goals: (1) to build the capacity of the
tobacco use prevention community; or, to increase the number of organizations and
individuals involved in tobacco prevention efforts; (2) to prevent the initiation of tobacco
use among young people; (3) to promote quitting among all age groups; and (4) to
eliminate exposure to second hand smoke (SHS).

Lake County Community Health Needs Assessment 2013
BARBARA AVED ASSOCIATES

123

Mental Health Services
Mental Health Services are provided by the county behavioral health department, the
county office of education, non-profit providers, and several community clinics.
Lake County Behavioral Health
Lake County Behavioral Health operates two clinics, one in Lucerne and one in Clearlake,
which provide mental health and substance abuse services. Staffing includes one
psychiatrist, six adult therapists, three child therapists, twelve substance abuse
counselors, and case management.250
The Mental Health Services Act provides additional supports, including full service
partnerships for individuals with mental illness that meet eligibility requirements, supports
for mental health consumers as they assess other areas of care (crisis, legal, housing,
physical health, and others). Mental health prevention and early intervention services for
older adults, pregnant and postpartum women, and youth are offered to improve
information and access to services. A peer ran adult wellness and recovery drop-in
center is open in Clearlake and a Transitional Age Youth drop in center is open in Lower
Lake (services are contracted out to Redwood Children’s Services). In addition, a
wellness and recovery center is open in Lakeport to serve Native Americans, and another
is planned specifically to address the needs of Latinos. Innovation programs focus on
increasing cultural competency among providers and access to services for the diverse
populations living in Lake County.251
Lake County Office of Education252
The Lake County Office of Education provides school-based counseling as well as
alcohol, tobacco and other drug prevention and intervention in Lake County schools
through the Safe Schools program.
Lake Family Resource Center253
The behavioral health services at the Lake Family Resource Center have been developed
specifically to address violence and abuse. Services include workshops and home-based
services as well as psychotherapy for individuals and families.
Community Mental Health Clinics
Table 65 below summarizes the availability of mental health services provided in
community clinics.
250

Executive Summary of the Local Health Jurisdiction Lake County MCAH Needs Assessment 2010-2014. Jane MacLean, MSN, NP,
RN, PHN, MCHA Director & Director of Nursing, page 7.
251
“Lake County Mental Health and AOD Services: Mental Health Services Act Annual Update to 3-year program and expenditure
plan, Fiscal Year 2012/13, April 26, 2012,” Pages 7-11. Accessed at
http://www.co.lake.ca.us/Government/Directory/Mental_Health/MHSA.htm 3/25/13.
252
Information for this section accessed at : http://www.lake-coe.k12.ca.us/programs/safe_schools_healthy_students , 03/25/13.
253
Information for this section was accessed at: http://www.lakefrc.org/programs-services/mental-health/, 03/25/13.
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Table 65. Availability of Mental Health Services at Community Clinics in Lake County, 2012
Clinic Name
Location
Mental Health Services Available
Languages
Transportation
Lakeside Health
Center

Lakeport



Lake County
Tribal Health

Lakeport




St. Helena
HospitalClearlake

Clearlake

SF VA Medical
Center:
Clearlake VA
Outpatient Clinic

Clearlake

M-Th: 8- 8
Friday: 8-5
Sat & Sun: 14:30 pm

English

Van available

Spanish
English




Integrated primary
care/behavioral health program
Psychiatry
Individual and family counseling
and child-play therapy
Cultural wellness
Support Groups

Bus Stop
Van available for
eligible Native
American Lake
County residents





Inpatient and outpatient programs
PTSD
Chemical Dependency

English



Outpatient Mental Health
Services

English
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Section IV. Other Related Lake County
Assessments that Demonstrate Unmet Needs
"My clients are resistant to change. They struggle to see that these
[preventive health]interventions can actually make a difference. The problems are
too overwhelming for them." –Key Informant Interview

Several Lake County health and human services organizations have conducted needs
assessments to better understand the community's unmet needs and service gaps and
make plans for appropriately responding. The most recent related needs assessments
that helped to inform the present community health needs assessment are summarized
below.
AREA AGENCY ON AGING OF LAKE AND MENDOCINO COUNTIES
The Area Agency on Aging of Lake & Mendocino Counties conducts a planning and
needs assessment process each year using the guidelines from the California Department
of Aging. The 2012-2016 Area Plan for Aging Services254 highlights findings for Lake and
Mendocino counties. The needs assessment was conducted using data from the
Department of Finance, the U.S. Census, local agencies that serve adults, and 2 surveys
of older adults living in Lake and Mendocino counties. Some of the findings are reported
for both Lake and Mendocino counties. When reported separately, the following summary
lists Lake County data specifically.
Key findings included:


Increasing senior population: The population of Lake and Mendocino county residents
who are over 60 years old is expected to increase 61% from 2010 to 2040.



High rates of disabilities among seniors age 75+: Over half of the residents age 75 and
over who are living in Lake County report a disability (53%), a rate similar to the rate of
disabilities for individuals age 75 and over in California (52%).

254

Area Agency on Aging of Lake and Mendocino Counties, 2012-2016 Area Plan for Aging Services, page
19.
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High rates of suicide among seniors: The report notes concern that the “success rate
of suicide attempts [for seniors] is considerably greater…than other age groups. This
suggests that seniors are more serious about suicide.”



Difficulties in a number of health-related areas: According to a survey, the top 10
concerns for Lake and Mendocino County residents over 60 years old were identified
as shown in Table 66:

Table 66. Top Ten Concerns for Individuals Age 60+, Lake and Mendocino Counties, 2012 (n=582)

Rank
1
2
3
4
5
6
7
8
9
10

Problem Area
Health Care
Dental Care
Staying Independent at Home
Enough Money to Live On
Receiving Services and Benefits
Learning about Services and Benefits
Accidents in the Home
Nutrition/Food
Housing
Transportation

Source: Area Agency on Aging of Lake & Mendocino Counties.

Percentage of Respondents
Indicating they are “Very
Concerned”
49.4%
47.7%
39.1%
34.9%
34.7%
29.3%
27.7%
26.9%
24.2%
23.8%



Other health-related concerns included: Loneliness/isolation/depression (20.5%),
Caregiving of someone else (17.4%), Financial or physical abuse to you or someone
close to you (12.2%), and LGBT services (3.4%).



Lack of long-term care insurance: 95% of the residents surveyed in Lake and
Mendocino counties who live in the area’s long-term care facilities indicated they did
not have long-term care insurance. The majority pay for their long-term care with
Medicare or Medi-Cal (86%).

The areas selected for focus in the 2012-2016 Area Plan for Aging Services, which was
developed to respond to the issues identified in the needs assessment, are the same as
those identified in the 2009-2012 report:


Elder Abuse Prevention: Increase awareness of elder abuse and promote a
prevention focus. Participate in collaborative efforts to work with community partners
in both Lake and Mendocino counties.



Ensuring Adequate Nutrition: The Brown Bag program for seniors has been
discontinued in Lake County due to lack of funding. There is an “urgent need to focus
on the provision of adequate nutrition for seniors.”
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Helping People Stay Safely in Their Own Homes: “AAA is dedicated to working with
community stakeholders to improve access to services and increase effectiveness of
the services offered to help seniors stay in their homes.”



Promoting a Healthy Community: Education and training programs to promote healthy
aging and reduce the need for social and medical services.

COMMUNITY ASSESSMENT FOR PUBLIC HEALTH EMERGENCY RESPONSE
(CASPER) REPORT
In 2012, the Lake County Public Health Division worked with the California Department of
Public Health and the Centers for Disease Control and Prevention to “assess and
determine 1) the degree of disaster preparedness of the community, 2) the community
experiences and perceptions associated with geothermal venting, 3) if hydrogen sulfide
and methane are diffusing from the subsurface…and 4) the vulnerabilities of unregulated
private well water use.”255
The study included interviews with 210 households and included air samples from at least
5 locations in 30 areas of Lake County.
Key findings included:


In a disaster, households preferred television, radio, cell phone and internet
notifications. There was a preference for cell phone and text notifications for residents
who do not speak English.256



20% of the households had experience with geothermal venting and one third had
concerns about the effect of geothermal gases. None of the locations had elevated air
samples of hydrogen sulfide or methane.



One in 10 households has participated in neighborhood emergency planning, and 50%
have a family disaster plan.



One third of the households using private well water had not examined their well water
in the past year.

As a result of these findings, the following recommendations were developed:





Use multiple communication methods in a disaster to reach households.
Increase the number of households with family disaster plans.
Provide information to Lake County residents about geothermal venting.
Increase awareness of the importance of testing private wells.

255

Community Experiences and Perceptions of Geothermal Venting and Emergency Preparedness in Lake
County, California, November 2012, Reported by CDC, CDPH and LCPHD, Page 3.
256
Community Assessment for Public Health Emergency Response (CASPER): Additional Analysis of Lake
County’s CASPER, Division of Environmental and Occupational Disease Control, Emergency Preparedness
Team, April 2013, page 3.
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Monitor the air long-term to document the seasonal variations and exposure risks to
hydrogen sulfide and methane.

FIRST 5 LAKE COUNTY
First 5 Lake County continues to identify the ongoing need to support families as they
navigate the children’s health insurance system, in order to obtain and maintain coverage
for their children. A needs assessment will be conducted in 2012-2013 to further
understand the needs of young children in Lake County and to update the First 5 Lake
County strategic plan.
LAKE COUNTY TRIBAL HEALTH
Lake County Tribal Health conducted a Community Needs Assessment in 2011. 257 The
process was a tribal-led, tribal-staffed, community-wide effort to identify what is most
important to Lake County’s tribal communities and create a resource to support them.
The assessment included both tribal communities and the agencies that provide services
to the individuals in these communities.
The report has a strength-based focus and demonstrates how areas of wellness interrelate. Health-related highlights include:
These findings are divided into the following 6 sections.
 Healthy Moms and Babies:
o The Lake County tribal birth rate is about 10 times greater than the state
tribal birth rate.
o 28% of tribal women decreased their substance use after they learned they
were pregnant.
o Tribal mothers in Lake County reported higher rates of depression than tribal
mothers in California (40% vs. 27%).
 Healthy, Happy Successful Children
o The rate of substantiated child abuse in tribal families is decreasing and is now
lower than the rate for California tribal and general populations. There is a
decrease in the number of tribal children entering the Child Welfare System.
o Tribal high school youth are about equally likely to report experiencing dating
violence (10%) when compared to tribal youth in California (9%).
 Alcohol and Drug-Free
o In Lake County, the average age for beginning substance use is age nine.
o 73% of high school students indicated they have never smoked a whole
cigarette.
o An estimated 70% of the tribal population [who are] receiving substance abuse
or mental/emotional health services have co-occurring conditions.
 Personal and Family Wellness
o 5.8% of the tribal population is estimated to have a serious mental illness and
remain unserved or underserved.
257

Lake County Tribal Health Consortium, Community Needs Assessment 2011.
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o Tribal women in Lake County report higher incidence of smoking (53%)
compared to tribal women in California (30%).
Strong, Autonomous, Self-Sufficient Families
o Different tribes report different levels of unemployment. In 2005, the average
rate was 40.5% with a range from 6% to 77%.
o The assessment estimates that 30.7% of the tribal population is living below the
poverty level.
Proud, Strong, Native Communities
o Tribal communities are increasing investment in cultural resources and
participation in cultural and traditional activities.
o In 2009, the tribal population was estimated at 3-4% of the total population in
Lake County. During that time, tribal adults represented 7.8% of all jail
bookings, and tribal youth were 15.5% of the juvenile hall population.

The report's findings describe the following strengths the native communities will rely on to
address these needs:





“Many of the conditions negatively affecting the well-being of tribal people are
preventable with education and support to make and sustain healthy choices.”
“Lake County tribal people are highly effective at using existing resources to meet their
needs…”
“Lake County’s tribal communities endorsed the value of, and need for, a tribal-led
program that brings services to them and links them to services and activities.”
“Local tribal capacity to implement and integrate…services for tribal families is in
place.”

Ten priority areas were developed based on the review of data and input from 882
individuals (23% of the Native population in Lake County):











Alcohol and Drug Free Pregnancy
Substance Abuse Treatment
Relapse Prevention
Prenatal Care
Infant and Baby Care
Counseling for Families
Anger Management Classes
Cultural/Community Events
Learning and Understanding the Culture
Learning the Language

Additionally, the report includes recommendations about how to address the 10 priorities.
Overall recommendations include increased capacity for all systems and improved
coordination among the agencies that serve tribal communities. Specific
recommendations address the areas of Substance Use, Wellness, and Cultural Learning
as described on the next page:
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Substance Use
 Strengthen existing resources and include the integration of smoking cessation
 Develop tribal resources, including a Native Wellness and Healing Center
 Involve tribal community in planning substance-free community and cultural events
Wellness
 Expand perinatal services
 Support parents and families to promote healthy child development
 Develop a tribal program for families of children 0-5
 Increase resources for job readiness, training and placement services
 Develop more basic support services and improve access to existing services
Cultural Learning
 Create opportunities for intertribal sponsorship of services and activities in Lake
County
 Support tribal history and language classes
 Continue to consult with tribal elders about cultural issues and traditional practices.
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Section V. Local Perspectives
about Needs and Solutions
““Some businesses won't come here [Lake County]because of our drug problem. If you
can't pass a drug test, how are you going to be employable for the few jobs we have?"

– Key Informant Interviewee

““Aloneness and isolation. I am en elder, but I am like an orphan." – Focus Group
participant identifying mental health as a high-priority need

According to the Surgeon General, people will be more likely to change their behavior if
they have a meaningful reward—"something more than just reaching a certain weight or
dress size."258 She notes that the real reward is "a level of energizing health that allows
people to embrace each day and live their lives to the fullest without disease or disability."
A number of positive changes or strengths were recognized by the community members
who participated in this needs assessment, along with many challenges. They also
identified the health needs of greatest concern and ideas that should be considered as
high priority for efforts to improve community health in Lake County.

INPUT FROM THE COMMUNITY SURVEY
Description of Respondents
The Healthy Lake County Questionnaire was distributed online and in various community
locations throughout Lake County in an attempt to reach a wide sample of residents.
Examples of sites that hosted the questionnaire—which included placements intended to
reach higher-risk populations—were branches of public libraries, family resource centers,
various churches, senior centers, casinos, and health, mental health, and alcohol and
drug service sites. A total of 994 surveys was completed, 65% on paper and 35%

258

Surgeon General Regina M. Benjamin, MD, MBA. http://www.surgeongeneral.gov/initiatives/healthy-fitnation/index.html
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online;16 surveys were returned in Spanish. These percentages are all within 5% of the
2010 community survey responses.
Table 67. Type of Questionnaire by Language

Type of Questionnaire
Language
English
Spanish
Total

Paper Version
Online Version
Total
n
Percent
n
Percent
631
65%
347
35%
978
16
100%
N/A
N/A
16
647
65%
347
35%
994

Not Applicable. Spanish survey not available online.

Table 68 displays the characteristics of the survey respondents. More than two-thirds
(71%) identified as female, over one-quarter (28%) as male, and 10 respondents (1%)
identified as transgender. (The 2013 survey included a third gender category,
“Transgender.”) The greatest majority (78%) of respondents identified their race/ethnicity
as White. Adults aged 31-64 represented over half (61%) of the sample. Using the 200%
Federal Poverty Level (FPL),259 about 4 in 10 respondents (39%) were above the FLP,
half (52%) were below, and 9% could not be determined.
Table 68. Characteristics of the Community Questionnaire Respondents

Respondents
Characteristic
Gender
Female

680
264
10
954

Male
Transgender
Total
Race/Ethnicity
White
Hispanic/Latino
American Indian
Asian
African American
Multirace
Other
East Indian
Pacific Islander
Total

Percent

n

n

Table continues on next page

723
74
49
13
17
51
2
1
1
929

71%
28%
1%
Percent
78%
8%
5%
1%
2%
5%
0%
0%
0%

259

The 200% FPL (annual income of $31,020 for family size of 2; $47,100 for a family of 4) was used for the analysis as it most
closely fit the income categories used in the survey. See 2013 Guidelines at http://www.familiesusa.org/resources/tools-foradvocates/guides/federal-poverty-guidelines.html
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Table 68, Cont.

Respondents
Characteristic
Age
18-30
31-64
65-84
Age 85+
Total

n
107
576
233
35
951

Percent
11%
61%
25%
4%

Income
> 200% of FPL
< 200% of FPL
Undetermined
Total

n
347
459
78
884

Percent
39%
52%
9%

To understand if the survey sample was representative of the Lake County population,
selected demographics were compared to the U.S. Census information for Lake County.
The survey is generally reflective of Lake County residents except for the following: there
is over-representation of women (11%) and seniors (9%) and under-representation of
individuals who identified as Latino (-11%) and those who speak a language other than
English (-12%).
To understand how different groups responded to the survey, the results were analyzed
for paper and online responses by language, ethnicity, age, and income and found:


Race/Ethnicity: The rate of online completion was lower for individuals who identified
as Asian (23%), African American (12%), Hispanic/Latino (16%) or American Indian
(6%) and slightly higher for individuals who reported their race/ethnicity as White
(40%) or Multirace (37%).



Age: Seniors age 85+ and older and adults age 65-84 were the least likely to have
completed the survey online (3% and 18%, respectively). Adults 31-64 years of age
were more likely to complete the online survey (45%); of age 18-30, 30% completed
the survey online.



Income: Those reporting incomes below the Federal Poverty Level (FPL) were less
likely to have taken the online survey than those who reported incomes above the FPL
(14% versus 62%).
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Identified Health Needs/Problems
To determine the community’s perceptions about the greatest health-related needs for
people in Lake County, respondents were asked to rank 12 needs in order of their
importance; an option of writing in an additional top-ranked need was available. As
displayed in the chart below (Table 69) that lists the health problem/need in the order of
ranking, "decreasing abuse of alcohol and drugs” received the greatest frequency of votes
as most important, followed by “being able to see a doctor/go to a clinic when you need
care” and “improving healthy eating.” The green highlight in the chart indicates the
ranking that was most common for each need.

Table 69. Ranked Health Needs in Lake County in Rank Order, Community Survey

Respondents’ Ranking
Most
Important

Health Problem/Need
Decreasing abuse of
alcohol and drugs
Being able to see a
doctor/go to a clinic
when you need care
Improving healthy
eating
Getting regular
preventive and dental
treatment care
Reducing
violence/injuries
(assaults, domestic
violence, child abuse)
Getting mental
health/counseling
services when needed
Getting regular checkups, tests, shots to stay
healthy
Decreasing overweight
Cutting down on or
stopping smoking
Improving the
environment (such as
air and water quality)
Preventing or reducing
teenage pregnancy

Least
Important

n

1

2

3

4

5

6

7

8

9

10

11

12

766

149

108

107

81

71

59

50

44

42

30

21

4

750

148

83

69

66

56

44

52

54

51

48

67

12

734

117

70

60

67

73

65

62

56

77

55

24

8

729

72

83

93

68

74

76

58

62

55

58

23

7

730

68

93

94

69

93

68

64

54

52

53

19

3

724

67

94

80

76

70

63

70

62

48

51

34

9

734

54

72

78

85

66

72

75

86

64

46

30

6

719

45

85

83

69

54

73

77

75

50

64

40

4

711

36

59

63

76

54

68

59

61

76

72

67

20

681

19

36

25

36

49

38

42

49

61

91

180

55

703

18

38

52

56

64

67

84

74

80

86

70

14

Lake County Community Health Needs Assessment 2013
BARBARA AVED ASSOCIATES

135

In addition to the above needs, 95 (10%) respondents wrote in additional high-priority
health need areas. Categories with more than 5 responses are listed below:







Quality, accessible health care (n=29)
Homelessness (n=11)
Exercise classes and facilities (n=9)
Preventive education (n=9)
Youth and family supports and services (n=7)
Nutrition services (n=6)

When examined by age group, the top-ranked health needs for individuals age 31-84
were similar to those of all survey respondents. Adults age 31-64 indicated the
importance of mental health care, and individuals age 65-84 included “decreasing
overweight” in their top 4 priorities. The younger respondents rated “reducing
violence/injuries” equally with “being able to see a doctor, go to a clinic when you need
care” (10%). Adults aged 85 and over indicated preventive care and access as the
highest priorities (20%), and dental care and alcohol and drug abuse as their second
highest priorities (15%). The oldest-adult age group did not include “Improving healthy
eating” in their top priorities.

Figure 49. Ranked Health Needs by Age Group, Community Survey

30%
25%
20%
15%
10%
5%
0%
Decreasing abuse Being able to see a Improving healthy Getting regular
Reducing
Getting regular Getting mental
of alcohol and doctor/go to a
eating
preventive and violence/injuries check-ups, tests, health/counseling
drugs
clinic when you
dental treatment (accidents,
shots to stay
services when
need care
care
assaults, domestic
healthy
they are needed
violence, child
abuse)
All Respondents (n=844)
65-84 years old (n=185)
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18-30 years old (n=94)
85+ years old(n=20)

31-64 years old (n=515)
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Decreasing
overweight

The identified health needs responses were also examined by gender. Male respondents
were more likely than female respondents to prioritize “decreasing abuse of alcohol and
other drugs” (23% versus 17%). All other identified needs were within 5%. Although
there were 10 respondents who indicated they were transgender, only 5 responded to this
question, which was not enough data for a comparative analysis.
Those who reported incomes below 200% of the federal poverty level (FPL) were more
likely to prioritize “getting preventive dental treatment care” as a health need than those
with incomes above that level (6% versus 12%). Respondents above 200% of the FPL
were slightly less likely to prioritize substance abuse than those below that income level
(19% versus 14%), though that response and the other responses were within 5%.

Figure 50. Reported Health Needs, Comparison by Federal Poverty Level
25%

20%

15%

10%

5%

0%
Decreasing abuse of
alcohol and drugs

Being able to see a
doctor/go to a clinic
when you need care

Improving healthy
eating

Getting regular
preventive and dental
treatment care

All respondents (n=844)
Respondents with incomes below 200% of Federal Poverty Level (n=377)
Respondents with incomes above 200% of Federal Poverty Level (n=318)

Ideas to Help Improve the Health of People in Lake County
After ranking the health needs for Lake County, individuals were asked to choose their top
3 ideas for "helping to improve community health," i.e., suggestions for responding to the
health needs. As Table 70 shows, more affordable medical care was the top
recommendation, following by more year-round activities for youth and more support
services for the homebound and elderly.
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Table 70. Recommendations to Improve Health in Lake County, Community Survey (n=869)

Respondents’ Ranking
n

1

2nd

3rd

More affordable medical care

385

201

134

95

More year-round activities for youth

359

136

105

118

More support services for the
homebound and frail elderly

396

133

119

144

More affordable dental care

431

126

181

124

351

106

123

122

385

98

134

153

105

19

36

50

Health Ideas/Solutions

More affordable wellness-type centers
and services
More affordable mental health/counseling
services
More environmental efforts to address
pollution

st

Additional ideas were written in by 58 respondents. Those that were suggested by more
than 5 individuals were related to improving access to urgent care services, birth control,
specialists and primary care physicians, and providing a homeless shelter.
The data were also analyzed to see if the top 3 recommended community health
improvements differed by age, gender and income (Figure __ on the next page). A
comparison by age shows respondents age 18-64 made similar recommendations to one
another, which were generally a need for affordable medical care, more youth activities
and affordable dental care. For adults age 65-84, more support services for the elderly
became a priority, as might be expected. The sample size for individuals age 85 and over
for this item was too small to include additional ideas.
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Figure 51. Top Three Ideas to Improve Health in Lake County by Age Group,
Community Survey
70%
60%
50%
40%
30%
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More year-round
activities for youth
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65-84 years old (n=110)

85+ years old (n=14)

More affordable
dental care

More affordable
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centers and services

31-64 years old (n=271)

Comparison by gender showed little variation and each of the top ideas to improve health
were within 5%. Comparison by income showed that those who reported an income
below 200% of the FPL were more likely to suggest dental care as an improvement area
than those who reported a higher income (19% versus 11%).
Personal Health Habits
Survey respondents were asked to choose from a list the 3 habits that most contributed to
their own personal health.260 Respondents were most likely to report regular exercise
(58%), eating enough fresh fruits and vegetables (46%) and not smoking (33%) (Table 71
on the next page).

260

Note: The list mainly concerned physical as opposed to mental or other health-related health habits. "Practicing my
faith/attending services" was the only spiritual/meditative item on the list.
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Table 71. Community Survey Respondents' Habits that Most Contribute to Maintaining Personal
Health (n=900)

Health Habits
Doing some form of regular exercise
Eating enough fresh fruit and vegetables daily
Not smoking
Sleeping at least 7 hours each night
Limiting alcohol or not drinking
Brushing/flossing teeth daily
Not abusing drugs
Rarely eating fast or “junk” food
Taking vitamin pills or supplements daily
Practicing my faith/attending services
Wearing a seat belt

n
519
412
297
266
250
216
212
206
143
136
97

Responses
Percent
58%
46%
33%
30%
28%
24%
24%
23%
16%
15%
11%

When health habits were analyzed by age, regular exercise was most important for age
18-30 years olds, as was not abusing drugs. It is important to note that not smoking did
not make it into the top 3 health habits for this age group. Eating fresh produce was
slightly more important for people age 65-84 than in the other age groups. Seniors age
85 and over reported sleeping at least seven hours a night was very important (Figure
52), a habit that was not among the others' top 3 choices. It should also be noted that
none of the age groups selected "limiting alcohol or not drinking" among their top 3
personal health habits.
Figure 52. Health Habits by Age Group, Community Survey
70%
60%
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40%
30%
20%
10%
0%

All Respondents 18-30 years old 31-64 years old 65-84 years old
(n=900)
(n=107)
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(n=233)
Doing some form of regular exercise
Not smoking
Not abusing drugs
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While top health habits did not differ by gender (all variance was within 5%), there were
some interesting differences by income level (Figure 53). Individuals with incomes over
200% of the FPL were more likely to indicate that doing some form of exercise most
contributes to maintaining their health than those below the FPL (64% versus 54%).
Figure 53. Health Habits by Income, Community Survey
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Access-Related Problems When in Need of Health Care
Survey respondents were asked, “When you or your family need medical/dental care, are
any of the following usually a problem?” and a list of common barriers was provided.
Respondents were most likely to cite the need to find free or reduced cost medical care
(51%), followed by the need for more accessible hours of operation (38%) and provider
acceptance types of insurance (33%).
Table 72. Reported Access Barriers, Community Survey Respondents (n=941)

Item
Finding somewhere that offers free or reduced-cost medical or
dental services
Finding a medical or dental office or clinic that’s open when I’m
not working
Finding someone who takes my type of insurance
(including Medi-Cal)
The ability to take off work when I/my family is sick, without
losing pay
Transportation
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Usually a Barrier?
Yes
No
n
%
n
%
477

51%

393

42%

358

38%

469

50%

307

33%

548

58%

279

30%

513

55%

186

20%

680

72%
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Additionally, 86 of the respondents wrote in comments about other barriers or explaining
issues they experienced.


Close to half (43%) of the 86 individuals stated the service they needed was not
available in Lake County; this included specialists, physicians they were comfortable
with, mental health care providers, and dental providers. (n=37).



Respondents also indicated that cost (n=20) and lack of insurance (n=16) were
barriers.



Some respondents noted that the wait for an appointment is generally too long, both
the time the appointment is needed until it is scheduled and the time spent waiting in
the waiting room (n=6).

The barriers people experienced varied somewhat by age group. Finding affordable
health care services—the most common barrier for everyone—and the ability to take off
work without losing pay were of greatest concern to the youngest age group, 18-30 years,
and to a somewhat greater degree than for other individuals (Figure 54). Transportation
as a barrier varied the least but was slightly more often reported for people over age 65
than for other age groups.

Figure 54. Reported Access Barriers by Age Group, Community Survey Respondents
60%
50%
40%
30%
20%
10%
0%

All Respondents
(n=941)

18-30 years old
(n=107)

31-64 years old
(n=570)

65-84 years old
(n=212)
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Finding somewhere that offers free or reduced-cost medical or dental services
Finding a medical or dental office or clinic that’s open when I’m not working
Finding someone who takes my type of insurance (including Medi-Cal)
The ability to take off work when I/my family is sick, without losing pay
Transportation

Not unexpectedly, individuals with incomes below 200% of the FPL reported more barriers
overall then those who reported a higher income (Figure 55).
Lake County Community Health Needs Assessment 2013
BARBARA AVED ASSOCIATES

142

Figure 55. Reported Access Barriers by Income, Community Survey Respondents
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When the data were reviewed by type of survey completed (online or paper), those who
took the survey online were more likely to report barriers usually associated with working:
trying to find a provider who is open after work hours and taking time off from work for
medical and dental appointments for oneself or family without losing pay (Figure 56).
Cost was a greater barrier for those who completed a paper survey than the online takers
but not by much (51% compared to 42%). Only a slightly higher percentage of paper
respondents than online respondents (33% and 27%, respectively) reported provider
acceptance of their insurance type to be a usual barrier. Transportation, however, was
two-fold the barrier for the paper than the online survey respondents.
Figure 56. Reported Access Barriers by Survey Type, Community Survey Respondents
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Related to the question of barriers, Lake County residents were also asked whether in the
last year they had been unable to obtain medical or dental care or prescription medications,
or had delayed getting any care. Almost half (48%) of the respondents indicated that care
was unavailable or they had delayed care in the last year (Table 73). Although getting
dental care was not a problem for 61% of those who answered this question, dental was
the most common of the services that were un-obtained or deferred (29%). Relatively few
(15%) respondents found filling prescriptions to be a problem.

Table 73. Reported Delay or Inability to Obtain Care, Community Survey Respondents (n=929)

Yes
Delay or inability to obtain care in last year
Medical Care
Dental Care
Prescription Medication

n
442
194
269
139

No
%
48%
21%
29%
15%

n
487
653
571
685

%
52%
70%
61%
74%

About 42% (n=386) of the respondents who reported being unable to obtain medical or
dental care or prescription medications, or had delayed getting any care, indicated a
reason.


The most common reasons were cost (53%) and/or lack of adequate insurance
coverage (41%).



Some (14%) respondents noted that they were unable to find a provider in Lake
County for the service they needed. Reasons included the inability to find a primary
care doctor, being unable to find a provider who was qualified to meet their needs, a
lack of dentists (particularly dentists who accept Medi-Cal), and no 24-hour pharmacy.



Getting time off of work (8%) and having time to take care of health care needs (4%)
were also noted. Several respondents reported their job provided insurance, but they
didn’t have time off to attend appointments.



Transportation to providers both within and outside of Lake County was a concern for
9 (2%) respondents.

Emergency Department Use
Overall, 31% of respondents indicated they had been to an emergency department (ED)
in the past year. Visits related to injuries (14%) were the most common use of the
emergency department (ED), followed by "Other" (12%), a heart condition (10%) pain
(9%) and respiratory problems (9%) Figure 57). In the "Other" category, the noted
concerns varied quite a bit and included visits related to diabetes, skin conditions ("itching
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to death"), eye problems ("eyes went blind"), earaches, mobility related ("swollen legs"),
and "drugs."

Figure 57. Emergency Department Visits in Past Year by Reason, Community Survey (n=276)
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Overall, there was very little variance in ED use by age or location of specialty care (within
5%). A very small sample of individuals who identified as transgender (n=6) responded to
this question, and though small, they were twice as likely to report ED use as other
genders (67% versus 30% for females and 33% for males).
Respondents who reported incomes below 200% of the FPL were more likely to report
using the ED in the past year than those with higher incomes (38% versus 22%).
Location of Medical Care
Respondents were also asked where they went for regular and specialty medical care
when they last saw a doctor or went to a clinic (Figure 58). The majority (79%) of
individuals who answered this question reported getting their regular medical care in Lake
County; 21% indicated they sought care outside of Lake County for regular care. More
residents who sought specialty care received it out-of-county than in-county. Of those
who indicated they had received specialty care, 54% went outside of Lake County for that
care and 46% saw a specialist within the county.
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Figure 58. Location of Medical Care, Community Survey Respondents
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When people sought care outside of Lake County, the most common city for both regular
and specialty care was Santa Rosa (Table 74). St. Helena and Ukiah were both in the top
three locations for care outside the county.

Table 74. Cities Outside Lake County Where Care was Sought, Community Survey Respondents

In Lake County
Outside of Lake County
Santa Rosa
St. Helena
Ukiah
Napa
San Francisco
Other City in California
Outside of California
Missing
Total

For Regular Exam/
General Checkup
n
%
705
71%
182
18%
44
24%
18
10%
15
8%
10
5%
6
3%
30
16%
10
5%
107
11%
994
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For Specialty Care
n
280
326
81
41
53
28
29
45
3
388
994

%
28%
33%
25%
13%
16%
9%
9%
14%
1%
39%
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The location of services was further analyzed to see if there was variation by income and
age group.
Individuals with reported incomes above 200% of the FPL who received specialty care
were less likely to report receiving that care within Lake County than those with higher
incomes (36% versus 57%). Individuals both above and below the FPL levels reported
receiving the majority of their regular care within Lake County (78% and 80%,
respectively).
Adults age 65 and over were more likely to report leaving Lake County to receive general
care and those 85 and over were more likely to report leaving Lake County for specialty
care. All other variation by age group was less than 5%.
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INPUT FROM COMMUNITY FOCUS GROUPS

Characteristics of the Sample
A total of 148 individuals attended one of the 8 community focus groups. (The numbering
of the groups in Table 75, which is in alphabetical order, relates to the findings presented
in subsequent tables in this section of the report.) While no one group was expected to
be representative of Lake County, in the aggregate the groups reflected a diversity of
residents, particularly those with needs most often addressed by community needs
assessments.261 The majority was English-speaking, and overall women and men were
represented in equal numbers. While the participants were typically 30-55 years of age,
two groups had a predominance of seniors and one was comprised mostly of young
adults. The focus groups were held at a variety of host organizations.
Table 75. Lake County Community Focus Group Characteristics

Site/City

Characteristics

Primary Language

1. Family Resource Center,
Lakeport
2. Lake County Office of
Education Preschool,
Middletown
3. Lake County Veterans Group

Mixed race/ethnicity; mixed age
group; about one-fourth men
Mixed race/ethnicity; young
adults; all women

Mostly English

Mostly White; mostly seniors;
one-third women
Mostly White; mostly seniors;
one-third men

English

4. Live Oak Senior Center
5. Sutter Lakeside Hospital
Wellness Center (Arthritis
group)
6. Sutter Lakeside Hospital
Wellness Center (Yoga
group)
7. Tribal Health (Diabetes
education class)
8. Tribal Health (Women's
Wellness group)

Mostly White; mostly adults;
about half male

Participants
10

English/Spanish

15
11

English

60

English

Mixed race/ethnicity; adults;
mostly women

English

Mostly Native American; mixed
age group; one-third men
Mostly Native American; mixed
age group; all women

English

15
6
20

Mostly English

11

Total

148

261

As discussed earlier, these findings represent the experiences and perceptions of the people who attended a focus
group; their opinions were requested to get a read on what they thought about a variety of issues, and by itself do not
represent the whole picture.
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Most-Commonly Identified Health Needs/Problems
Table 76 displays the unmet/under-met health needs or problems focus group participants
identified as being “most important to people in Lake County.” The topics are listed by
frequency of mention.
The participants were asked to identify needs with the understanding that not all health
problems have unmet needs associated with them. They were encouraged to think of
health in broad terms and not as “medical” needs only. Participants were not asked to
prioritize or rank the needs once they were identified. Some of the findings make clear
that although the facilitator did not limit the participants in identifying needs, but attempted
to draw them out and occasionally prompt them with additional questions, some groups
chose to focus on fewer needs and issues than other groups. While the participants were
asked to think broadly about all Lake County residents, it was common for people to
target predominantly the needs and issues most familiar to them or typical of their own
neighborhoods and age groups.

Table 76. Highest Health Needs/Problems Identified by Focus Group Participants
The need for….
Mental health issues (e.g., depression, lack of emotional coping skills)
Drug and alcohol addiction/recovery services, especially residential; prevention
Urgent care facilities
Dental services, especially for adults and seniors
More affordable health services for uninsured, particularly young adults
Affordable gyms and wellness/exercise facilities; programs that encourage
More inpatient hospital beds for local placement (hospital not specified)
Transportation to appointments
Access to affordable healthy food, especially fresh produce
Prevention education to learn to “eat better” and classes on "how to cook"
Prevention education specific to diabetes and obesity
Reduced waiting time at the emergency department (hospital not specified)
Affordable in-home support services/elder care
More of and retention of primary care physicians
Affordable vision services, including glasses
More providers who accept Medi-Cal
Earlier entry into prenatal care
More affordable, sanitary housing options

Focus Group #
1

2

3

x
x
x
x
x

x
x
x

x

4

5

x

x
x
x
x

x

x

x

x
x

x

x

x
x

x

x

x

x

x

X = the item was cited by the focus group. A blank space indicates the need or problem was not mentioned.
Focus Group Key:
1
Family Resource Center, Lakeport
2
Lake County Office of Education Preschool, Middletown
3
Lake County Veterans Group
4
Live Oak Senior Center
5
Sutter Lakeside Hospital Wellness Center (Arthritis group)
6
Sutter Lakeside Hospital Wellness Center (Yoga group)
7
Tribal Health (Diabetes education class)
8
Tribal Health (Women's Wellness group)
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8

x
x
x
x
x

x
x
x

7

x
x
x

x

x
x

6

x

x
x
x
x

Mental Health Services

Access to affordable therapy/support services for emotional and mental health issues was
cited by 5 of the 8 groups as a top unmet need in Lake County. Participants in several of
the groups commented that "if you are crazy enough you can get services." People felt
more services were needed for those who were at the level of "just barely holding it
together but near the edge of cracking up [with anxiety, fear, worry, etc.]." Some
participants acknowledged that social groups and churches—for those connected to those
sources—do provide "some relief" but it may not be adequate to help or "keep you safe."
Such comments were made across gender, age and race/ethnicity of focus group
participants.
In some cases mental health and addiction were discussed as interrelated issues, with
affordable, geographically accessible resources in short supply for both. Focus group
participants noted that individuals who are receiving mental health and addiction services
often have need for other services such as assistance with housing, transportation, and
job skill development.
Substance Abuse

The need for more services related to alcohol and drug use—prevention education,
recovery services, and enforcement (e.g., “pervasive” drug use/drug producing and
selling)—were identified by participants across the age spectrum. Alcohol abuse was
referenced a distant second to concerns about marijuana, methamphetamine and other
illegal substances. A number of participants across the groups thought law enforcement
was not vigilant enough in addressing the problem and that medical marijuana was "a
farce" in Lake County (“The marijuana cards are giving people too much access. People
fake injuries just to get the card").
While the impact of drug abuse on the community was described primarily as a priority
health concern, its ties to violence, crime and other personal and public safety concerns
and its impact on local business ("it gives us such a bad reputation") was also mentioned
as important reasons for expanding prevention and recovery services.
Urgent Care and Emergency Services

The need for more urgent care services within the county, as an alternative to using the
emergency department (ED), was identified as a high priority need in 5 of the 8 focus
groups. The lengthy waiting times to be seen and the cost of an ED visit, particularly for
those without any form of insurance, dissuaded some from trying to take care of their own
or their family members' urgent care needs. One participant remarked that "the ED isn’t
efficient, and it is very expensive. They charge $10 for an aspirin."
The lack of sufficient in-patient beds in Lake County ("we need more rooms at the
hospital") was identified in 3 of the groups as a problem and the reason for "so many"
having to be airlifted or taken by ambulance for care out-of-county—reducing ambulance
coverage when those vehicles are unavailable in-county. ("The airlift to another county for
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care is really expensive. The sticker-shock is terrible, but what is the alternative?" "Why
don't we have those specialists at our own hospitals?")
Dental Services

Participants in 3 of the 8 groups identified the need for more affordable dental care,
focusing mostly on the lack of access for seniors and other adults. Postponing or
foregoing routine dental visits and treatment because of cost were offered as examples of
the impact of affordability.
Medical Care

Limited access to medical care was cited as due mostly to financial reasons, although in a
couple of the groups the lack of enough primary care physicians and providers willing to
take Medi-Cal were also described. When the facilitator mentioned the availability of
some of the community clinics within the county participants seemed aware of them (and
those who were had favorable things to say about them), but felt the sliding fee scales
were "still too high" or they had to drive too far to access the services.
Two of the groups mentioned having to go out of county for specialist care (e.g.,
rheumatology), and one of the groups talked about the lack of continuity of providers.
With regard to the latter concern, several of the attendees expressed frustration with
having to change doctors frequently due to primary care providers leaving the area, with
one person asking rhetorically, "why would they choose to practice here when they can
live anywhere they want to?"
The quality of the health care of providers within the county (hospitals, physicians, clinics,
pharmacies) was generally not raised as an issue among the focus group attendees,
whereas it had been cited by several groups in the previous assessment in the context of
identifying health-related needs. Waiting times during non-urgent ED visits was
addressed more as a frustration than a quality issue ("My husband had to wait 5 hours
just for a few stitches"). In fact, high marks were given by several participants in at least 2
of the groups for the "good services of our hospitals" and "local community clinics,
particularly Tribal Health."
Preventive Health Lifestyle and Healthy Eating

“Eating good quality food” and "eating better" were common themes among those who
identified the need for people to focus more on prevention. The reason participants felt
that families and individuals were not eating healthy, nutritious food was largely due to
economics ("healthy food is expensive"), though in a couple of the groups participants
suggested people could benefit by "having lessons in how to cook well." One person
asked, "We know what we should do, but how? For example, eat healthy. Okay, but how
do I do that when I barely have enough money for food?" Another person believed that
not ever having eaten food that was cooked properly or creatively contributed to people
avoiding it, such as fresh vegetables ("they haven’t tasted before what something could
taste like").
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Obesity from improper nutrition and lack of adequate physical activity were discussed, but
less commonly than in the previous assessment.
Having access to affordable gyms and wellness-type centers to exercise was identified in
3 of the focus groups in the context of preventive lifestyle issues. A couple of attendees
identified the need for “safer places to walk.”
Transportation

Transportation in the context of getting to medical appointments and "help going to
places" was identified as a priority need in 2 of the focus groups. As would be expected,
one of these groups was comprised mostly of seniors and their reasons for needing help
included poor vision and loss of a driver's license, lack of public transportation and loss of
friends (often through death) who used to be depended on for transportation. The other
group in which transportation was cited as a top need was preschool parents who were
largely "working poor" and frequently did not have a reliable vehicle and/or could not
afford the price of gas.
Public transportation was described as being inadequate ("You might have to walk
several miles to get the bus and then several miles again after it drops you off").
Barriers to Use of Services or Maintaining Health
To identify barriers, focus group participants were asked what “stood in the way” of
seeking or obtaining needed services, either for themselves or people they knew, or
maintaining health. The responses generally fell into two categories: structural or system
barriers ("can't get a timely appointment," "no specialist located nearby"), or personal
factors (cost, unawareness, risky behaviors).
System Barriers

In addition to the problems with getting appointments and long waits during medical and
ED visits, other system or provider-related barriers mentioned or expanded upon included:






Distribution of resources. Services not widely available in all parts of the county.
Lack of local providers for disabilities and specialist care (e.g., rheumatologist),
requiring out-of-county care.
Not enough diagnostic equipment (“My husband needed a test on his heart, but
someone else was using the machine that day, so he couldn’t get it. It would be better
to have two machines”).
"There is a lack of advocacy between the individual and the provider. Individuals need
help navigating systems."
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Personal Factors as Barriers

In nearly all of the groups, attendees believed that changing behaviors to take better care
of one's health "takes effort, time and commitment. People often are not ready for the
effort, and get discouraged thinking it will happen quickly." While financial barriers were
mentioned in every group, most of the time people focused on awareness, knowledge,
values and attitudes as effecting use of health services and personal behaviors. The
more commonly-identified personal barriers cited by the groups included the following:













The cost of care, including paying for glasses, hearing aids, and prescriptions.
Convenience of providers ("The time away from your job").
The effect of poor mental health ("Many people in Lake County are suffering from
mental illness or a mental disability or depression.... and it impairs their ability to take
care of themselves").
Lack of awareness about services and eligibility ("Tribal Health will see people who are
not Native American, but no one knows about it").
Lack of knowledge about prevention ("It is how they are raised…it is generational.
Kids are not taught because the parents don’t know").
"Some people think they can heal themselves; they don’t use doctors because they
don’t trust them."
"People are too busy. Taking care of yourself is not a priority."
"People are too lazy." "People make excuses for not taking care of themselves."
"Attitudes. Fitness doesn’t have to cost money. Everyone thinks they need a gym
membership to be in shape."
"Forming new habits takes a lot of encouragement."
"Booze, drugs, meth—that is what leads to reckless behavior in adults."

Things People Do to Keep Themselves Healthy
With an increasing recognition that people have responsibility for controlling their own
health—including managing chronic disease—by incorporating effective ways of staying
fit, we asked participants what they personally did to keep themselves healthy. To get
people to think outside of the “medical norm,” the facilitator prompted with questions such
as “What about things you do to stay safe?” “What about other daily habits?” Table 77
below lists the most common habits people mentioned, generally in order of mention; an
“X” in the right-hand column signifies the item was mentioned by at least half of the
groups or fewer groups with a very high degree of concurrence (for example when others
gave a resounding “yes, that’s right,” indicating their agreement with the item) and a “Y”
means the health habit was mentioned by 1-3 of the 8 groups.
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Table 77. Most Commonly Mentioned Health Habits for Maintaining Own Health

Method

1

Physical

Walk

Exercise (bicycling, gym)

Try to eat right/eat good food

Don’t do drugs/drink too much/smoke

Try to get enough sleep

Drink more water

Do yoga

Play golf

Go for regular health screenings/get flu shot

Work in the garden
Safety

Wear seat belt

Home protection ("Lock all my doors at night")

Other ("I carry a stun gun, pepper spray and a whistle." "I just stay in the house
with the shades drawn—then I feel safe.")
Mental/Emotional/Spiritual

Pray/meditate/go to church

Play with my children/grandchildren

Maintain positive mental attitude

Maintain a sense of humor

Care for/play with animals ("I take care of my pet to keep me sane")
Social

Listen to or play a musical instrument ("I do head-banging")

Go to the farmer’s market

Volunteer time/"give back"

Work puzzles, watch Jeopardy and Wheel of Fortune ("to keep mind sharp")

Get involved in art projects music

Take classes (cooking, quilting)

Spend time with friends ("You become brilliant by hanging around brilliant
people")
Other
 Go to the casino
 Get away/go on vacation
 "Take long bubble baths"
 "Some moms have started taking meth to keep up their energy and lose weight"

Indication of
Importance1
X
X
X
X
Y
Y
Y
Y
Y
Y
Y
Y
Y
X
X
Y
Y
Y
X
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

X = mentioned by at least half of the groups or fewer groups with a very high degree of concurrence within a group. Y=
the health habit was mentioned by 1-3 of the groups.

The most common ways people mentioned for maintaining good personal health were the
usual good-health habits: walking and other forms of exercising, not smoking/abusing
alcohol and drugs, and eating right. The emphasis on "eating good food" was a common
theme. Many people said they did some form of exercise, and some expressed the wish
of being able to afford a gym membership. (One attended noted, however, that "Fitness
doesn’t have to cost money. Everyone thinks they need a gym membership to be in
shape.")
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While preventive health habits were identified in every group with no prompting, some of
the participants described the difficulty in adopting such lifestyle behaviors because other
priorities intervened. Some people in several of the groups (particularly the preschool
parents) mentioned that their basic needs for rent, food and gas were "more important
than doing these things right now." Nevertheless, it was clear that focus group members
across all groups were aware of the importance of these habits—even if they didn’t take
the time to put them into practice but were “supposed to.”
There was little variance across the groups in terms of the type of health habits or
activities participants engaged in. People mentioned activities that were mental/emotional
health-related as often as they mentioned physical activities. Personal activities such as
prayer/ meditation and music (which might be alone or with others) were also commonly
mentioned, as was spending time with family and friends and pets. The group with
predominantly Spanish speakers mentioned health habits similar to those of the other
groups.
Of note, while dental services had earlier been identified as a top need in a number of the
focus groups and received strong concurrence by all of the members, maintaining dental
health (e.g., “brushing teeth,” "flossing teeth") as a personal health habit was not
mentioned by anyone. This suggests most people do not understand the importance of
oral health to a person’s overall general health.
Other ways of maintaining good physical and mental health included “pampering”
activities like taking a warm bath, keeping one's mind sharp ("doing cross-word puzzles,"
watching TV shows like Jeopardy") and having the ability to get away. Only one harmful
habit was cited as is evident in the table above: the mention that "Some moms have
started taking meth to keep up their energy and lose weight."
Recommended Solutions and Other Ideas
Focus group participants were asked to make recommendations for “improving the health
of people in the community,” including suggestions about the kinds of services they would
like to see added, expanded, or improved in Lake County. The facilitator gave very little
direction to the discussion to not stifle creativity. However, where the ideas became quite
impractical and unlikely to be implemented ("buy everyone a Harley because then they'd
be happy and have good mental health"), she reminded the group about the priority needs
they had earlier identified. Table 78 on to the next page lists the ideas and strategies by
focus group that participants believed should be considered by health leaders,
policymakers and others with the means to make improvements in community health.
The ideas have been grouped where they were closely related. Seven of the 20 ideas
were made by at least 3 of the 8 groups; another 7 were made by 2 of the groups; and, 6
of the ideas were suggested by only 1 group. Statements in quotation marks are verbatim
comments from the participants.
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Table 78. Recommendations from Focus Groups for Improving Health in Lake County
The need for….
More general prevention education (emphasis on nutrition/cooking classes).
More affordable gym facilities/wellness centers for families/safe places to
exercise and bike.
More youth centers/activities for after school and summer ("wholesome"
entertainment).
More affordable alcohol/drug addiction recovery facilities; more substance
abuse prevention education and enforcement.
Pay doctors more or subsidize them to stay in Lake County.
Create more jobs/economic development.
More comprehensive/effective sex education/help for parents to talk with their
children.
More affordable dental services for adults/seniors.
More affordable diagnostic tests and health screenings.
More options for transportation assistance.
Clean up the Lake.
More affordable mental health services.
Updated comprehensive resource guide of services, with eligibility information.
Patient advocates to navigate the system.
More "legitimate" caregivers to help the elderly.
A homeless shelter.
More urgent care facilities.
More widely available, free birth control services.
A county-wide health education marketing campaign.
More options for safe, clean, affordable housing.

Focus Group #
1

2

Y
X

3

X
X
X

5

6

7

8

X

X

Y

X

Y

Y

X

X

Y

4

X
Y

X

Y
X

Y

X

Y

X
Y

X
Y

Y

X
X

Y
X
Y

Y

X
X
X

X

X

Y
Y

Y

Y
X

Additional Ideas/Solutions:
 "Keep doctors on contract for 10 years so they can’t leave all the time."
 "Reward people for good lifestyle choices. Send people on vacation somewhere lovely when they do good
things for themselves."
 "Have better staffed nursing homes."
 "Pass a law that in order to start a family, everyone has to take a Nurturing Parents class."
 "Establish nicer restaurants, not so much fast food."
 "Fix the roads, especially in Clearlake, they are just awful."
 "Clean up the Lake."
 Establish a local cancer center.
 Create more community gardens.
 Personal money management ("Have classes to teach people how to budget").
 Establish more affordable cemeteries ("Buy land and turn it into a cemetery. People can’t afford a plot and
that is not right").
X = The recommendation was mentioned and appeared to really resonate with the group. Y = The recommendation was
mentioned by the group. A blank space indicates the idea was not mentioned.
Focus Group Key:
1
Family Resource Center, Lakeport
2
Lake County Office of Education Preschool, Middletown
3
Lake County Veterans Group
4
Live Oak Senior Center
5
Sutter Lakeside Hospital Wellness Center (Arthritis group)
6
Sutter Lakeside Hospital Wellness Center (Yoga group)
7
Tribal Health (Diabetes education class)
8
Tribal Health (Women's Wellness group)
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Y
X

Overall, the recommendations for improving health in Lake County tended not to be
related to the characteristics of the groups that made them. For example, while the
mostly-seniors group unsurprisingly suggested more caregivers for the elderly (and was
the only group to mention this idea), offering more sex education programs was
recommended by mixed age/mixed ethnic and language groups, as was the need for
more activities for youth.
The most commonly-recommended idea for improving community health related to
prevention education, primarily focused on food (mentioned in 6 of the 8 focus groups)—
making better food more available in the community through farmers’ markets, community
gardens and teaching nutrition in cooking classes. While the focus was primarily on
reducing overweight and “eating right,” providing food products to meet people's basic
needs was also recommended.
Support for building new or offering existing places where exercise activities could occur
was the second-most frequently mentioned recommendation. The ideas included family
wellness centers and gyms at no- or low-cost. A couple of the focus groups also
mentioned safe exercise activities that promoted good health that could be organized by
various community groups.
Ideas related to addressing substance abuse were described by a range of focus groups:
preschool mothers, seniors and a women's wellness group. Specific comments included
the following:


"I would fully fund an effort to stop the marijuana issues. There are so many people
just growing it in their backyards."



"Create resources for substance use and addiction with no restrictions. Just get
people the care they need."



"The dopers are taking over and it scares people away."

Safety related to substance abuse was also an issue and one recommendation
suggested:


"Interrupt the cycle of crime. Stop bringing criminals into Lake County."

One of the groups in which the facilitator asked where more financial support might be put
to improve people's health elicited the following response:


"If I had a million dollars? I would move from here."

Ideas for supporting people in taking more responsibility for their health behaviors,
encouraging them to be more self sufficient, and gaining confidence included:
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"Have health mentors—people in the community that share healthy lifestyle
information and behaviors. Or whole communities that work together to improve
everyone’s health."



"Teach a vocation or a trade. That will increase people’s self confidence and selfrespect. Increase their hope; help them see something better down the road."



"Kids need to be told when they are small that they can be doctors. Girls should not
be told they’ll be nurses. It should be about becoming doctors."



"Make it a priority to address the learned helplessness that is so prevalent. Address it
at a county level."
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INPUT FROM KEY INFORMANT INTERVIEWS

Characteristics of the Sample
Sixteen (80%) of the 20 individuals identified as key informants and invited by email
agreed to participate and completed an interview. (Attachment 3 lists the key informants
who completed an interview.) The interviews generally lasted between 40 and 60
minutes.
The interviewees generally represented a cross-section of the Lake County health and
human service community that in addition to health care professionals from public and
community-based organizations included policy makers, advocates, and individuals with
an informed perspective about unmet health needs. While most of the interviewees spoke
to the issues they knew best from their professional roles, many were also able to
consider and describe additional health-related needs when prompted with questions to
help them think about population characteristics (age, gender, race/ethnicity), geography,
and other factors that influence community health and access to services.
Awareness/Use of the Previous Needs Assessment Report
Overall, awareness of the prior community health needs assessment and utility of the final
report were not high by the key informants. About one-third of the interviewees who had
been in Lake County at the time of the previous needs assessment recalled that effort
when asked about it. (With the exception of 1 individual who recently moved to Lake
County, all of the interviewees had lived or worked in the county during the last
community health needs assessment. Five of them had participated in an interview with
the consultant at that time.) Several were able to remember there had been a report ("I
think I saw it somewhere.")
Of those who were aware of the prior needs assessment report, 1 individual said they had
read it, 1 person was able to recall there were priorities identified and took a guess at
remembering a couple of them (they were correct), and 1 person (not the person who
read it) reported using it ("for planning purposes"). Finally, 1 person remarked, "We had
this wonderful assessment and no one did much with it. We didn't sit down and do a
unified approach to implementing actions."
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Perceptions About Positive and Negative Health Trends
The key informants were asked what they felt related to health and well being had
changed in Lake County over the last 3-4 years ("both for the good and the bad"). Their
perceptions are summarized in Table 79 below. The perceived positive trends are assets
that should be maximized when this needs assessment is operationalized. The perceived
negative changes are important challenges for organizations and advocates to be aware
of and address as well as work around when they cannot be modified or eliminated.

Table 79. Perceived Changes in Lake County Related to Health and Well Being

Positive Trends






Increased collaboration and "coming together" around health issues. (n=5)
Increased awareness of health by many in the community, including consequences of
poor personal health decisions. (n=3)
Higher quality of care/more services at local hospitals (n=2):
o Women's imaging campaign at Sutter
o "Higher standards of care and more professional operations" at St. Helena
Growing interest in community gardens and good food movement. (n=2)
Public transportation "isn't so bad now." (n=1)

Negative Trends










The sense of worsening poverty for many residents and more hopelessness. (n=7)
Loss or decreased funding for many programs. (n=4)
Greater numbers of Medi-Cal/fewer people with employment-based insurance. (n=3)
"More people using drugs" (including abusing prescription meds) with no solutions. (n=3)
Fewer primary care physicians. (n=3)
Less access to ambulance services; more out-of-county hospital transfers. (n=3)
More teens engaging in risky behaviors. (n=2)
Decreased visibility of the Public Health Department (because of funding). (n=1)
Poorer rankings (compared to other counties) on health, overall. (n=2)

One-third of the key informants had observed organizations and volunteers increasingly
working together in a more collaborative manner to address health needs and reduce
health disparities. Efforts around the Community Transformation Grant supporting public
health efforts to reduce chronic diseases and promote healthier lifestyles was specifically
cited as an example by 3 individuals. Several people thought there was a greater
awareness of health issues in general ("it's become a talking point") and of specific health
challenges, and among the general public of the need for healthier lifestyles ("it's stupid to
still be smoking"). One person mentioned that there is more discussion now (among both
professionals and parents themselves) about how what parents do affects their children.
While some positive health delivery changes were identified, more negative ones were
mentioned, such as fewer primary care physicians, fewer hospital beds and more out-ofcounty hospital transfers. While they themselves did not necessarily feel this way, 3
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interviewees commented that there was a "decreasing trust in the value of health care
locally," i.e., residents perceive the quality of care to be higher elsewhere.
Perceived Challenging Factors

The lack of jobs/un-employability of many Lake County residents (reported to be due to a
severely depressed economy and substance abuse issues, primarily) was noted by about
three-quarters of the interviewees. Although poverty is not unique to Lake County, the
problem was believed to have a greater impact here than in other places in the state. A
specific example of uniqueness, mentioned by at least 3 individuals, was the folding of
Konocti Harbor resort and the resultant loss of jobs. One respondent repeated President
Roosevelt's belief expressed in the 1930s that "in order to retain dignity a person needs a
job rather than direct relief." (Another respondent, however, observed that "there is a
page of want ads and if a person really wanted to work they could find it.") "Direct relief"
and "misuse of disability" were thought by several to be overly-used in the county and
contributed to what was viewed as "generational laziness." Two interviewees suggested
providers were caught in the middle. Examples were noted of the provider dilemma about
declaring a person "fit;" when eliminating disability payments would require the person to
get a job there was concern the person would not be employable—and once more tax the
public benefits system.
Pervasive hopelessness among more people in recent years was believed to be one of
the more negative changes in the county since the last needs assessment, again,
contributed by high levels of unemployment, drug use and residents on disability. At least
7 interviewees mentioned this trend. Two individuals believed the number of suicides had
climbed recently as a result of such abject hopelessness. Because of the many
comments about "hopelessness," some interviewees who had not mentioned this were
asked about their perceptions of this phenomenon. About half agreed there was a higher
level of "malaise" currently than in recent years. On the other hand, 1 individual explicitly
did "not want to accept that there's this hopelessness." They believed that "people do
have control and influence over how they feel" and noted that "we have to instill this
empowerment in them.....we owe this to our community."
A number of individuals who saw both positive and negative changes expressed concern
about the reputation of Lake County as a "drug culture" and an easy place to get public
benefits, and thought this was perpetuating the inability to attract more business that
could improve the county's economy. One person remarked, "who in their right mind
would want to bring their family to Lake County when I'm going to be surrounded by meth
freaks and a polluted lake?" Another interviewee concerned about local reputation
commented that "(loser) people tell other losers to go to Lake County because 'you'll be
around more people like you.'" According to 1 of the key informants, "everyone in
Clearlake looks like a meth addict; they're all skinny and haunted looking." At least 3
individuals remarked that "people bring their problems with them....and then bad mouth
this place." One individual offered, "if we could change what it looks like to live here we
could increase pride in our area."
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Identified High Needs
Interviewees were not prompted with a list of top health-related needs either from the
previous Lake County assessment or from what are commonly identified in other health
needs assessments, but asked about this as an open-ended question.
The interviews yielded fairly consistent results with the community survey and focus group
responses conducted for this study relative to the type of top health needs identified;
some directly tied to the perceived negative changes in Lake County they mentioned.
Most of the items identified this time had been identified as problems in the previous
needs assessment. Two of the highest need issues received mention by at least one-half
of the group: substance abuse and community-based mental health services (Table 80).
Table 80. Top Health-Related Unmet or Under-Met Needs Identified by Key Informants

Issue
Substance abuse prevention and treatment (including tobacco and alcohol)
Mental health support for counseling, non acute, non mental illness
Preventable health problems (especially obesity); prevention education
Hospital patient transports (air, ambulance) out of county
Transportation
Lack of in-county providers: primary and specialty care, other professionals
Food (as a resource issue for low-income families)
Isolation (geographic tied to transportation; lonely seniors)
Lack of parent engagement in their children's health/positive activities
Affordable health care (for non-insured/under-insured)

Frequency
of Mention
11
8
4
4
3
3
2
2
1
1

Substance Use/Abuse

According to one key informant, "if we could clean up one issue this [the drug problem]
would be it." The high ranking of this issue by interviewees suggests they would agree.
None of the interviewees who identified substance abuse as a top priority concern
focused on any one age, ethnic, or other group, but identified the need across the board
for both preventive measures (e.g., education of parents, adolescents), more enforcement
(including of growing and selling), and treatment services. The lack of residential services
in the county was noted by almost everyone who identified this need area. (However, one
individual believed residential capacity exists but some people aren't motivated enough to
use it.) Illegal substances were most frequently referred to, but several key informants
also mentioned the need to address abuse of prescription medications. An example
referred to by 2 individuals was seniors in extreme poverty selling their prescription meds
to others. Alcohol use/abuse was specifically mentioned as a substance abuse problem
by 2 of the individuals, and smoking by another individual.
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Mental Health

Community-based mental/emotional health services received the second-most common
attention as a serious under-met health need in Lake County. Observations included the
lack of adequate individual and family therapy ("co-parenting support so the parents can
get their act together and start focusing on their kids"), support groups and especially
residential facilities for people with addiction issues. It was noted that some people do not
function well in groups, and those who used to be eligible for one-on-one counseling when
that was available "are suffering the most."
One person noted that "a lot" of mental health cases end up in the emergency department
and there is no local inpatient placement beds. These people need to be transported out
of county in "cage cars" (but finding personnel to drive them is a challenge); the
alternative is to use an ambulance and those are already in short supply.)
While the lack of these mental health-related services was primarily noted for people who
were low-income without coverage, some services were described in short supply even
for those with health insurance ("you've got to be really mentally ill to get any attention
here"). Several key informants referred to stress and anxiety related to poverty and
unemployment which required the need for more counseling resources. The co-occurring
disorder of chronic substance abuse and mental health problems was noted.
A couple of the key informants observed that there was a lot of prejudice and stigma
against people who were "struggling with their resources" and noted there's much bias
against them because "they don't present well."
The current division among the Indian tribes and the disenrolling of members was also
identified as a problem related to the high need for mental health support. The ensuing
disenfranchisement and lack of community support from disenrollments has resulted in
loss of housing and jobs and income distribution from the casinos for this population.
Prevention and Preventable Health Issues

Getting people to adopt healthier habits—exercise more, make better nutrition choices,
not smoke—while not as frequently mentioned by these key informants as those in the
previous assessment, was included by 4 individuals as a high need area. The continuing
"epidemic" of obesity (and its relationship to diabetes) received most of the attention.
The need for more preventive education (as opposed to "after-the-fact" health services),
especially in the schools, was identified by 2 key informants, although both observed that
"more of this has occurred recently." It was noted that with the schools' increased focus
on standards testing and academic accountability, fewer hours were available for health
education.
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Health Access

An inadequate supply of hospital beds (because of conversion to Critical Access Hospital
designation) and various types of providers, maldistribution of resources, and affordability
for non-covered individuals comprised the majority of the comments related to health
access. Unlike the prior assessment, an insufficient number of primary care providers—
regardless of a person's insurance status—was cited as frequently as the lack of specialty
providers. Key informants felt that there was an attrition problem for primary care
physicians (retirements, deaths, and moves from the county not matched with the number
of new arrivals). They believed the problem primarily stemmed from inadequate
reimbursement rates for a largely Medi-Cal population and the desire to live elsewhere
because of the "isolation" and "bad reputation of the county." A couple of people also
mentioned the need for more primary care nurse practitioners and physician assistants,
along with other health professionals such as speech and occupational therapists.
Consistent with findings from the community survey conducted for this assessment about
where people go for care, key informants identified the lack of enough in-county medical
specialty care. Most understood, however, that the area’s economic base could not
support all or a sufficient range of specialty services.
Health access was also referred to as lack of eligibility for Medi-Cal or other public benefit
programs, small employers' inability to afford health coverage for employees, and some
people's inability to pay deductibles and co-payments.
Frustration was expressed by a various types of interviewees about hospital admissions
and hospital stays ("hospital patients [primarily Medi-Cal] from one hospital ED are sent to
the other hospital because of lack of certain on-call specialists;" patients can't even stay in
their own community because there aren't enough of the right kind of beds anymore" [or
because there isn't appropriate specialty care]...."and their families have to travel out of
county to visit them, a real hardship for many without reliable transportation"). One
interviewee reported the county had no 24-hour pharmacy services that were needed to
support patients discharged from the hospital after the pharmacy had closed for the
evening.
Going out of county to access services was also said to be a personal choice ("people go
out of the county for care because they perceive the care is better and less expensive").
Other access issues noted were clients being told by community health clinics that they
could "only deal with 1 problem per visit" (believed to be tied to revenue potential).
None of the interviewees identified dental care as a high unmet health need although onequarter of the previous assessment's key informants had cited this as a top issue.
Transportation

The need for transportation identified as a top priority was consistent with earlier
comments about geographical access and inadequate public transportation options.
Several of the key informants commented on how many of their clients or people they
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heard about with transportation problems either did not have cars (or had very unreliable
ones) or could not afford insurance and gas. (Mention was made of various existing and
planned mobile health services, but acknowledged that these services could rarely be
taken to very small communities or the far reaches of the county.)
Food and Nutrition

The comments about nutrition, particularly in regard to overweight and obesity, included
the need to educate people about making better choices about types of food to eat
(regarding both over- and under-nutrition) and because of abject poverty in the county, the
basic need for food as a resource. One interviewee was aware of people sacrificing food
because of financial hardship and others because of not having a kitchen in which to
cook.
Other General Comments

Other comments from the key informants that may be important to consider when
prioritizing solutions include the following:


"Mobile services are only work if people can get to them; they still have to travel to get
to the vans."



"The epidemic of drug use and promiscuity among adolescents is the mission of the
Public Health Department because epidemiology and chronic disease prevention are
under their jurisdiction, though it's mostly a function of resources."



"Turf and politics are going to keep the hospitals apart—not coming together to build a
common platform. We have to change this."



"We have to deal with population health management. Health reform will drive us to
do this; time will tell if we're successful."



"We're a tough county and we're not going to get there [health improvement] unless
we all come together—but it seems sometimes all we do is just meet."



"This [Lake County] is such a beautiful place with so much potential. How can we use
this asset to attract good people [with reference to professionals but could have meant
community residents as well]?"

Additional Barriers to Meeting the Needs
In addition to the factors interviewees identified as negative trends in the recent past, the
following opinions and attitudes speak to additional barriers that make meeting high
unmet needs a challenge.


"It's 65 miles around the Lake and it's smack dab in the middle of the county; that's a
real problem for getting to care." (Note: mentioned by about 4 interviewees.)
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"When you have a job and trying to live on minimum wage and want to keep your job,
you are not going to take off work to get health services unless it's an emergency."



"There is lack of healthy pride in the community."



"Some people don't know they're supposed to act correctly; they don't even know what
good health is."



"People in Lake County are educationally challenged."



"Lots of people here have low self esteem."



"Lake County attracts the poor souls because of the lower cost of living. It's just a fact.
Your dollar goes farther here."



"People don't really want recovery services but it's a condition of their court sentence
so it won't be successful; they'll be back to using."



"Some people don't really want to get better when we stabilize them because they say
they'll lose their benefits."



"[My] clientele are resistant to change. They struggle to see that [these] interventions
can actually make a difference; the problems are too overwhelming."

Suggested Solutions
The key informants were asked to identify the priority recommendations for improving
health in Lake County they would implement if they were "in charge" of resources. The
interviewees were somewhat consistent in suggesting ideas and solutions for future
funding/policy changes that matched the priority problems and unmet needs they
identified (Table 81 below), although their recommendations were less varied than in the
prior needs assessment. Note that some of the recommendations are not mutually
exclusive and support for one could positively impact another. And, some are relatively
low-cost items that could be undertaken even with limited dollars.
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Table 81. Recommendations from Key Informants for Priority Funding and Other Support

(Support for….)

Frequency
of Mention

Focus on community residents
Community-based mental health services for individual and family therapy
Prevention and treatment for substance abuse
Major public education campaign targeted to increasing awareness/prevention
Wellness/fitness centers with low-cost memberships
Significant early intervention/education in the schools
After-school and summer activities for youth (e.g., Boys and Girls Clubs)
Increased telemedicine capacity/other technologies that benefit isolated areas
Build another homeless shelter
Create workforce to increase self worth
Support services for seniors who can't make it to senior centers (meals, transportation)
A volunteer program of (safe) drivers
Pain management for addiction
Social events that don't involve drinking (adults as well as youth)
Intense parent programs at the time of childbirth when they are most receptive/optimistic

4
3
2
2
2
2
1
1
1
1
1
1
1
1

Focus on the professional community
Improve the mental health system ("What system? Is there a system?")
Sustain the primary care base
Increase accountability (e.g., frequently track and measure success)
Not just more resources but using the existing ones more effectively

1
1
1
1

Note: Some overlapping recommendations are listed separately to emphasize varying ideas about similar suggestions.

Key informant recommendations concerning substance abuse noted that there is
controversy over who can grow marijuana and under what conditions. It was noted that
the collectives are supposed to be non profits and it was suggested the non profits be
allowed to control the growth and sales to keep the money in the county; leadership was
said to be "ducking the issue" with their "heads in the sand."
Ideas concerning prevention, mentioned within the broader categories identified in the
table above included the following:


"The emphasis should be on preventive efforts for things like MH, substance abuse,
early screening of health problems."



"To be truly effective, any campaign would need to be implemented in each
geographical area."



"Needs to be a campaign that engages everyone."



"Get the whole community together, including business [e.g., chamber of commerce],
and make health and pride a whole community priority."
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"Law enforcement should be more involved in prevention because they have a huge
ability to influence people."

General comments about ideas aimed at the professional community include:


"It's not going to happen from the outside. We have to fix the problems ourselves."



"It would be nice for the county to see that prevention would be better for cost than
incarceration and expensive justice and legal systems."

Examples of commendable county efforts related to children and youth that are currently
in place (that might be piggybacked to or supplemented) included:


The schools' Healthy Start program as a perfect springboard to expand and grow to
align services to children and parents.



The County Office of Education's Safe School programs that provides counseling and
support services to the schools.



The "Natural High" role models program for youth that addresses substance abuse.

An additional observation about a difference between the present and prior needs
assessment is that much less attention in identified needs and ideas for improvement
were focused on seniors this time. Because it's not likely that seniors' needs have been
sufficiently met since the last assessment, this may be a reflection of who was interviewed
each time (though both groups of key informants were equally representative of the
county's health and human service community).
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CONCLUSIONS AND RECOMMENDATIONS
FOR PRIORITY CONSIDERATION
"A lot of people who weren't poor in the past but are now because they went
over the cliff....that's the challenge [of trying to improve things]. It's a confluence of things
that has caused these people to lose hope." –Key Informant Interview

The 2013 Lake County Community Health Needs Assessment represented a cooperative
partnership that identified trends and challenges for issues of special significance to Lake
County. The process brought the hospitals, public health and other community leaders
together in a collaborative approach to engage local stakeholders and residents and
generate knowledge that can lead to collaborative action. It also shed light on
opportunities for improving health concerns related to socio-demographic factors and
disparities and the community's overall health status. The community health needs
assessment and planning process is a significant step toward meeting the goal and
mission of stakeholder organizations to improve the health of Lake County.
A variety of conclusions can be drawn from the overall needs assessment findings. Of
most concern, Lake County has a much higher rate than the statewide average for 22 of
the 28 community health indicators examined. The County also is also not meeting the
Healthy People 2020 goals for most of these indicators. Compared to the 2010 health
needs assessment, the County has shown improvement on 7 (25%) indicators, worsened
on 12 (43%), and remained the same on 9 (32%).
The assessment also shows that even some indicators that at first glance puts the
County in a favorable position—Lake County received an "A" score for ozone air quality
and particulate pollution by the American Lung Association yet has a higher rate of
asthma than the average of other counties—must still be considered pressing problems.
For example, although obesity rates are not markedly different than the state rate, there
are still too many overweight residents. The prevalence of smoking, heart disease, and
chronic liver disease and cirrhosis, which contribute significantly to chronic disease, the
reported use of alcohol and other drugs by junior and senior high school students, food
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insecurity among seniors, and the rate of births to teen mothers rank among serious to
very serious issues in the County.
Higher-than-average deaths from female breast cancer and all cancers combined, and
relatively low rates of certain screenings, may indicate lack of early access to detection
and prevention services. There is a relatively high percentage of the population who delay
or do not access timely medical, dental and mental health care when needed, largely
because of affordability. A large proportion of the adult population does not have health
insurance—the County's high unemployment rate lowers the chance of having employerbased coverage—and difficulties related to transportation are contributing factors.
On the positive side, this assessment again found a high degree of community awareness
about the value of healthy living and a strong sense of understanding among community
focus groups and survey participants about the need to manage their own health. Also
encouraging was the percent of children insured all year with Medi-Cal/Healthy Families,
high dental utilization and positive dental screening results among young children, and the
percent of seniors who reported getting a flu shot. The percentages of women who
obtained early prenatal care and who breastfed in the hospital rose.
Concern about the large numbers of patient transfers out of county continues to be raised
as an issue by the community. The perceptions are that the conversion of bed types has
affected bed capacity and quality services are more likely to be found outside Lake
County. However, it is likelier the inter-facility transfers relate more to specialist
availability then bed availability. This is a complex dynamic because many patients are
transferred for invasive or specialized services. The ability to maintain both specialists
and the lack of cost-effectiveness of building high-tech specialty centers makes it difficult
to keep many patients in county. It is possible that referral to high-tech specialty centers
for certain services may be a trend that may become more common so that it will not be a
phenomenon limited to rural areas.
While Lake County benefits from indicators where it does well, it does have some
significant challenges that require attention: higher death rates for most causes than
statewide averages; disparities in chronic disease prevalence; high unemployment; and
access for the under-insured and uninsured, to name a few. In addressing these issues,
Lake County also faces underlying challenges similar to other small counties in
epidemiologic investigation; workforce recruitment, retention, and training; physical and
human infrastructure; and technology capacity.
Although health indicators are measured in separate categories, they are inherently
interrelated and collectively result in what we experience as a state of health. Improving
the health of the community depends on an effective healthcare system, but is also
enhanced by the social infrastructure and services that are not traditionally recognized as
serving healthcare needs.262 Traditionally, society has focused on improving population
health primarily through health care delivery systems (e.g., clinics, hospitals). However,
the need for broad partnerships involving other sectors—business, education, the media,
public safety—is clear to build sustainable and effective efforts to improve community
262
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health. Strong local leadership also plays a significant role in forming cooperative
partnerships that can maximize resources and build capacity in a community.263
The extensive data from quantitative and qualitative sources available from this
assessment process supplements information collected by others and will be a valuable
resource for future planning and grantseeking. The findings give the community a lot to
act on over time. The community input findings should be especially useful for
understanding residents’ and professionals’ perspectives about community health.
RECOMMENDED PRIORITIES
Developing effective community programs that are responsive to the health needs of the
community and aimed at improving community-health outcomes will become increasingly
important for hospitals and their partners in the future. While health and human services
organizations are expected to be key players in community health improvement, some of
the solutions are likely to come from the non health community as well.
Recognizing the special challenges of poverty and basic needs Lake County faces, as
well as the limitation of resources, the Collaborative believes the following priorities should
receive the highest consideration for focusing resources on community investments. The
Collaborative recognizes that while each organization represented among the workgroup
will ultimately choose to fund or support community health interventions that are a best fit
with its own mission and priorities, an important opportunity exists in Lake County for all
health partners to collaboratively focus on the prioritity areas identified below, maximizing
the potential for community impact. Readers should note there is no particular
significance in the order of these priorities.
The group recognized the overlap among the priorities, and agreed some of the same
strategies, such as those suggested below, can be implemented that address multiple
areas. The discussion is clearly not intended to be exhaustive and does not imply there
aren't other ways to address these issues.
Priority:

Promotion and support of healthy choices/healthy behaviors.

This report and many population studies have identified major risk factors and implications
for preventing or reducing them. The risk factors most amenable to being modified,
treated or controlled include tobacco use, high blood pressure, physical inactivity and
obesity. Recommended strategies to improve community health related to this priority
area include:
 Developing and maintaining community and school gardens and expanding the
capacity of local food banks to offer high quality, fresh produce.
 Offering nutrition education and cooking classes that are affordable, culturally
acceptable and accessible when people are off from work.
263
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Rural Health and Human Services. April 2009
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 Forming walking and bicycling groups (with free or reduced-cost bike helmets) .
 Implementing activities that emphasize self responsibility and self-management of
conditions.
While health-related organizations are expected to be key players in community health
improvement, some of the solutions for preventive health—as well as other priority
areas—should come from the non health community as well. For example, reaching out
more to involve the faith community—and understanding the supportive role spirituality
can play in promoting physical and mental well being—should occur, and could bring in
new partners and new venues for providing health education messages and activities.
Priority:

Promotion and support of emotional and mental health and well
being.

Finding ways to expand community-based mental health efforts is essential as this needs
assessment identified a relatively high level of anxiety and hopelessness in the
community input process. Many people were struggling with failing or failed relationships,
domestic violence, drug addiciton, problematic child behavior or just trying to cope with
persistent poverty. Having access to therapuetic interventions could help significantly.
Some recommendations to respond include:
 Support affordable one-to-one counseling and support group services, including
evening hours, through resources like community clinics, school health centers, and
family resource centers in Lake County towns as well as cities.
 Organizing and supporting less formal venues for people to vent, express concerns,
share ideas and generally be supportive to one another in a setting with a trained
facilitator would be valuable.
 Training and utilizing "natural helpers" (e.g., hair dressers, bartenders) who frequently
listen to people's personal problems and are generally trusted by their customers is a
way of providing an effective helping community.
Priority:

Prevention and treatment of use/misuse of legal and illegal
substances, including prescription drugs and medications.

Alcohol and drug use can be a significant contributor to many of the problems noted in
this report where Lake County rates are high or exceed statewide averages such as motor
vehicle accident fatalities, chronic liver disease and cirrhosis and family violence.
Effectively addressing the high rates of smoking—and students' reported ages at first
trying cigarettes—have long-term implications for improving health as well as reducing
health care costs in Lake County. Recommended strategies related to this priority area
include:
 Implementing a social marketing campaing to change socio-cultural norms and tie the
effects of illegal drug use to high unemployment and economic consequences. One
important message—echoed by several key interviewees in this needs assessment—
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should be "if you can't pass a drug test, you can't hold a job or be hired in the first
place."
 Implementing alternatives to substance abuse that are attractive, fun and affordable
such as crafting, community (healthy) cooking contests, and bike and swimming races
could have the added benefit of increasing activity as well as improving emotional well
being.
Priority:

Promotion of collaborative relationships and coordinated
services among Lake County health and human services
providers.

Visions for community support for addressing the priority areas and "turning the dial in a
more positive direction" for many of the identified community health indicators requires
identifying suitable leadership, raising awareness of stakeholders and involving them, and
agreeing in what areas and how each group will cooperate. Recommendations for the
Collaborative include:
 Plan and implement a major roll-out of findings from this report. Widely share the
report with the community at large, in addition to health leaders and other
policymakers, to raise awareness of the issues, engage new partners and
stakeholders and build support for community involvement.
 Continue to meet—inviting new members, especially non traditional entities—at least
quarterly to maintain the momentum from this successful collaboration process and
operationalize this report, i.e., select strategies, identify needed actions, agree on
areas of leadership and responsibility, raise funds if needed and implement action
steps.
 Track progress in implementing the priorities so that efforts can be measured in
subsequent needs assessments.
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ATTACHMENTS
““People who say that must have lived a charmed life ."– Key Informant Interviewee
commenting on the attitude "there are those who just don't want to work."

ATTACHMENT 1:

LAKE COUNTY COMMUNITY HEALTH NEEDS ASSESSMENT
COLLABORATIVE COMMITTEE

ATTACHMENT 2:

COMMUNITY FOCUS GROUP QUESTIONS

ATTACHMENT 3:

KEY INFORMANT INTERVIEWEES AND OTHER CONTACTS

ATTACHMENT 4:

KEY INFORMANT INTERVIEW QUESTIONS

ATTACHMENT 5:

COMMUNITY HEALTH SURVEY
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ATTACHMENT 1
LAKE COUNTY COMMUNITY HEALTH NEEDS ASSESSMENT
COLLABORATIVE COMMITTEE
(In Alphabetical Order)

Cyril C. Colonius
Mendocino Community Health Clinic, Inc.
Ernesto Padilla
Lake County Tribal Health
Gloria Flaherty, Executive Director
Lake Family Resource Center
Jack Buell
Sutter Lakeside Hospital
Jim Brown, Director
Lake County Health Services
Jose Aponte
Sutter Lakeside Hospital
Karen Tait, MD, Health Officer
Lake County Health Services
Kathryn King, LCSW, Rural Health Coordinator
San Francisco VA Medical Center

Kevin Thompson, MPA, Operations and Administration Manager
Lake County Behavioral Health
Linda Schulz, MS, Director, Community Services
St. Helena Hospital ClearLake
Mike Parkinson, Senior Analyst
Area Agency on Aging of Lake and Mendocino Counties, PSA 26
Susan Jen, MPH, MA, Director
Health Leadership Network
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ATTACHMENT 2

COMMUNITY FOCUS GROUP QUESTIONS
1.

Everybody has health-related needs. When you think about all of the people in Lake
County that you know—friends, family, neighbors, co-workers—what do you think are
the most important health needs they face?

2.

What are some of the things that you, personally, do to keep yourself as healthy as
possible?

3.

There are a number of programs and services in this county that help people with
health-related needs and problems.

4.

a.

Do you think most people know about those services—about where they
can go?

b.

Do you think the programs and services available in this county are mostly
meeting people’s needs? If not, why?

c.

What are some of the main reasons people don’t take care of these
needs/problems or have trouble trying to?

If you were in charge of improving things and you could improve the health of people
in Lake County, what would be a couple of the things you would do to help? For
example, if you could influence how monies would be spent, how would you use the
money?
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ATTACHMENT 3

KEY INFORMANT INTERVIEWS AND OTHER CONTACTS
(Alphabetical Order)

Person Contacted
Key Informant Interviews
David Santos, Vice President of Operations
Denise Rushing, Supervisor
Dennis Fay, Executive Director
Diane Pege, MD, Vice President, Medical Affairs
Kimberly Tangermann, Manager
Live Well & Konocti Wellness Center
Linda Morris, Deputy Director, Clinical Services
Lyn Scuri, Health Planner
Mark Buehnerkemper, Optometrist
Meryl Featherstone
Monte Winters
Rob Brown, Supervisor
Robert Gardner, M.D., Medical Director
Siri Nelson, Chief Executive Officer
Stephanie Lilly, Director of Programs
Teresa Campbell, Chief Nursing Executive
Wally Holbrook, Superintendent of Schools
Interviewed/Consulted for Specific Data or Information
Bob Penny
Marta Fuller, Dental Disease Prevention
Sherylin Taylor
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St. Helena Hospital Clear Lake
Lake County Board of Supervisors
Community Care Management Corporation
Sutter Lakeside Hospital
St. Helena Hospital Clear Lake
Lake County Behavioral Health Department
Partnership Health Plan
Lake County resident
Tribal Health
Spring Valley resident
Lake County Board of Supervisors
Lucerne Community Clinic
Sutter Lakeside Hospital
Lake Family Resource Center
Sutter Lakeside Hospital
Lake County Office of Education
Lake County Veteran’s Services
Lake County Public Health Department
Lake County Public Health Department
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ATTACHMENT 4

KEY INFORMANT INTERVIEW QUESTIONS
INTRODUCTION: 
[Review purpose and intended use of the needs assessment. Ask how long they’ve worked/lived
in Lake County and information about their organization]
QUESTIONS:
1. Are you familiar with the 2010 Community Health Needs Assessment report?
a. If yes, are you familiar with the priorities that were identified last time?
b. If so, are you aware of any improvements that have been made in Lake County to
implement any of those priorities?
2. What do you believe has changed in Lake County over the last 3 years -- for the positive
and/or the negative -- with regard to health and well being? [Note: may need to define/discuss
parameters of "health."]
3. Thinking about the cross section of people in Lake County—adolescents, seniors, young
parents, ethnic minorities, urban and rural residents—what do you think are the greatest (“top
3”) health needs people here face?
4. Are there specific data that substantiate the problems you’ve described – data you’re aware of
that we might not be – that could help inform our assessment?
5. What resources are you aware of that are available to address these [the needs you identified]
health needs? (examples: names of organizations, community expertise, advocacy, other
identified strengths and assets…..) To what extent do you think most people who need these
resources are aware of and know how to access them?
6. What do you see as the main barriers to meeting these needs? (structural + personal)?
7. What are your recommendations about how funders can help respond to these needs? i.e.,
what are your ideas for improving health in Lake County?
a. How hopeful are you that this can actually happen?
8.

Are there any policy changes that are needed to implement your recommendations? What
would it take to make those changes?

9.

Do you have any additional comments or information you would like to share?



Questions were not always asked in the same order. Questions were modified where necessary, e.g., to avoid asking something that
was already well known. Additional questions were asked for purposes of clarification, to drill down on a response, or to tap into the
interviewee’s knowledge/experience to capture additional information. Each interview began with an explanation of the purpose (which
was a repeat of the explanation provided in the introductory email contact when we requested an interview), assurance of
confidentiality, and intended use of the information.
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ATTACHMENT 5

KEEPING LAKE COUNTY HEALTHY QUESIONNAIRE*
The Lake County Health Collaborative is continuing to work to improve the
everyone in our community. Please take a moment and share your views with us. Thank you!

1.

What do you think the community's most important health needs are that are not being met well enough?
Here is a list of common things that affect health. Please read the whole list. Then, number the items in
the order you think are important. Start by putting number "1" for the most important, "2" for the next
most important, and so on.
Improving healthy eating
Getting regular preventive and dental treatment care
Decreasing overweight
Getting regular check-ups, tests, shots to stay healthy
Improving the environment (such as air and water quality)
Reducing violence/injuries (accidents, assaults, domestic violence, child abuse)
Cutting down on or stopping smoking
Getting mental health/counseling services when they are needed
Preventing or reducing teenage pregnancy
Decreasing abuse of alcohol and drugs
Being able to see a doctor/go to a clinic when you need care
Other (What?

)

2. What do you think are the most important things that should be done in Lake County to improve people's
health? Choose 3 best ideas. Then, put them in the order of most importance, starting with number “1” as
most important.
Rank

Idea

___
___
___
___
___
___
___
___

More support services for the homebound and frail elderly
More affordable wellness-type centers and services
More affordable mental health/counseling services
More affordable dental care
More affordable medical care
More year-round activities for youth
More environmental efforts to address pollution
Other (What?
)

3. There are many things people can do on their own to keep healthy. Which of these health habits most
contributes to maintaining your own health? Check () the 3 most important habits for you:
___
___
___
___
___
___

Limiting alcohol or not drinking
Brushing/flossing teeth daily
Taking vitamin pills or supplements daily
Sleeping at least 7 hours each night
Doing some form of regular exercise
Eating enough fresh fruit and vegetables daily

___
___
___
___
___
___

Rarely eating fast or “junk” food
Not smoking
Not abusing drugs
Practicing my faith/attending services
Wearing a seat belt
Other (What?

*Note: The original format of this questionnaire has been modified slightly to fit the margins of this report.

)

4. When you or your family need a health service, are any of the following usually a problem? (Check “yes” or

“no”)
No

___
___
___
___
___

Yes

___
___
___
___
___
___

Transportation
Finding someone who takes my type of insurance (including Medi-Cal)
Finding somewhere that offers free or reduced-cost medical or dental services
Finding a medical or dental office or clinic that’s open when I’m not working
The ability to take off work when I/my family is sick, without losing pay
Other problem? (What?
)

5. In the last year were you unable to obtain or did you delay obtaining necessary medical care, dental
care, or prescription medicine? __ No __ Yes (which one(s)?
Why?
)
6. Where did you last see a doctor or visit a clinic for the following:
a) For a regular exam/general check-up: __In Lake County __Outside Lake County (City?_______________________)
b) For specialty care: ___In Lake County ___Outside Lake County (City?__________) [Skip if you didn’t see a specialist]

7. Did you make an emergency room visit in the last year? __ No __ Yes (Why?

)

Please tell us a little about yourself:

8. What is your gender?

___ Female

9. What is your race/ethnicity?
__Amer Ind __Mutlirace

___ Male ___ Transgender

__Asian __ African Amer. __Hispanic/Latino

10. What is your annual household income? ___ $0-$25,000

__White

__ $25,000-$50,000

___ $50,000+

11. How many people are supported on this income? ______
12. What is your age group?

___ 18-30 years

__31-64 years

___ Age 65-84

___ Age 85+

Thank you for taking the time to complete this survey!
*If you have questions about this study, please call Lake County Health Services at (707) 263-1090 and ask to speak with Jessie Wiser.
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Background
St. Helena Hospital Clear Lake
Collaborating to achieve whole-person health in our communities
St. Helena Hospital Clear Lake invites you to partner with us to help improve the health and wellbeing of
our community. Whole-person health—opitimal wellbeing in mind, body and spirit—reflects our heritage
and guides our future. St. Helena Hospital Clear Lake is part of Adventist Health, a faith-based, nonprofit
health system serving more than 75 communities in California, Hawaii, Oregon and Washington.
Community has always been at the center of Adventist Health’s mission—to share God’s love by providing
physical, mental and spiritual healing.
The Community Health Needs Assessment is one way we put our faith-based mission into action. Every
three years, we conduct this assessment with our community. The process involves input and
representation from all: community organizations, providers, educators, businesses, parents, and the
often marginalized—low-income, minority, elderly and other underserved populations.
We use the Community Health Needs Assessment to achieve these goals:


Learn about the community’s most pressing health needs



Understand the health behaviors, risk factors and social determinants that impact our
community’s health



Identify community resources and prioritize needs



Collaborate with community partners to address identified community needs.

Partnering with our communities for better health
While conducting the Community Health Needs Assessment (CHNA) we solicited feedback and input from
a broad range of stakeholders. Contributors to the process included these partners:


Barbara Aved Associates



Sutter Lakeside Hospital



Lake County Public Health Department



Lake County behavioral Health



Partnership Health Plan of California



Tribal Health



Lake Family Resource Center

Data Sources
The assessement process drew from two primary data sources:the most recently-available demographic,
socioeconomic and health indicator data commonly examined in community health needs assessments;
and data from a community engagement process that facilitated participation by a broad representation
of local professionals, Lake County residents and other stakeholders. In addition, to validate data and
ensure a broad representation of the community, St.Helena Hospital Clear Lake partnered with Barbara
Aved Associates to conduct a widely distributed community health survey, key informant interviews and
focus groups. The community input solicited opinions about health concerns and suggestions for
improvement, and validated and enriched the statistical data.

Prioritization Process
COLLABORATIVE PROCESS
To engage community partners and maximize the efforts of this community health assessment,
invitations were issued to individuals, organizations, and Tribal representatives to serve as the project’s
Advisory Committee (a list of members is included in Attachment 1). In addition to providing overall
guidance and helpful insights, the members supported the community engagement strategies, helped to
increase awareness and mobilize the community, and facilitated participation in community input
activities.
DATA COLLECTION
Community needs assessments involve gathering, analyzing and applying data and other information for
strategic purposes. These methods provide the necessary input to inform decision makers and funders
about the challenges they face in improving community health, and the priority areas where support is
most needed. The information is also useful for community organizations by having comprehensive, local
data located in one document. Both quantitative and qualitative methods—described below —were used
to collect the information for this assessment.
SECONDARY DATA: PUBLICLY-AVAILABLE STATISTICS
Existing data was collected from all applicable existing data sources including government agencies (e.g.,
California Department of Health Care Services, California Department of Finance, Office of Statewide
Health Planning and Development, California Health Information Survey and other public and private
institutions). These data included demographic, economic and health status indicators, and service
capacity/ availability. Trend data, when readily available, was also included in this report. While data at
the national and state level are generally available for community health-related indicators, local data—
from counties and cities—are less accessible and sometimes less reliable. For example, small sample sizes
can result in statistical “instability,” and well-meaning data collection methods without appropriate
“rigor” may limit the value of the findings. Because data from publicly-available sources typically lag by at
least 2 years—because it takes time for reported data to be received, reviewed, approved, analyzed, and
prepared for presentation—data may not always be as current as needed. Also, some data may only be
reported as 3-year averages, not annually.
DOCUMENT REVIEW
A document review was undertaken that collected relevant information about the community, health
status, where health services are obtained, other related services, and gaps in services. This information
was found in documents and records of facilities from local clinics and state government, reports from
needs assessments conducted related to health, and reports about specific health programs or services.

PRIMARY DATA: COMMUNITY INPUT
Input from the broad community was considered and taken into account when identifying and prioritizing
the significant health needs of Lake County that are addressed in this assessment. This rich source of data
was obtained through key informant interviews, focus groups and a community health survey.
Community Survey
A survey was developed in English and Spanish that solicited people’s opinions about most-important
health needs, barriers to access, and suggestions for community health improvements (Attachment 5).
Certain questions that serve as markers for access to services were also included. The survey was
distributed in hard copy by members of the CHNA Steering Committee to locations where the groups of
interest would best be reached, such as at branches of public libraries, laundromats, churches, nail salons,
and family resource centers throughout the county, as well as promoted through efforts such as at the 2day Valley Fire “Rebuild Expo” in Middletown and over the air on KPFZ's "Senior Moments" show. The
survey was also available by online (English only) and notices about the electronic version were posted on
the County's and various organizations’ websites and in newsletters. All of the electronic and hard-copy
survey data were cleaned, coded, and entered into an Excel spreadsheet and analyzed using SPSS Version
20.0.
Community Focus Groups
Three communities—Clearlake, Lakeport and Kelseyville—ensured geographic representation at the 6
community focus groups that were conducted. Key community-based organizations and social clubs were
identified by the Collaborative and invited to host a focus group. In each case, the focus groups were coscheduled during a time the participants were already meeting there for other purposes (e.g., young
mothers attending a Mother-Wise parenting meeting) to facilitate access and promote attendance.
Although the participants constituted a convenience sample, there was the expectation that in the
aggregate the groups would be diverse and include the populations of highest interest.
A common set of structured key questions was used for all groups (Attachment 2). The questions were
generally open-ended; prompting with information or data was limited to reduce the potential for bias or
leading of participants to any conclusions. Participants were not asked to “vote” or otherwise rank the
items they identified as needs, problems or solutions. The focus group data were recorded on a flip chart
or notebook by the facilitator during the meetings then transferred to written summary formats where
the notes were then coded for analysis. A $20 Safeway gift card was offered in most groups in
appreciation for participation. The agencies and organizations that sponsored the community meetings
helped to publicize the sessions and promote attendance.
Key Informant Interviews
Telephone interviews using a structured set of questions (with additional, personalized questions to
obtain more in-depth information) were conducted with 12 of the 16 invited individuals who agreed to
participate in a key informant interview (Attachment 3). The interviews provided an informed perspective
from those who work directly with the public and/or determine some of the policies that affect the
community’s health. These individuals were able to offer information about local resources and gaps in
services, high-priority health needs, and suggestions for positive change. The interviews also focused the
needs assessment on particular issues of concern where individuals with expertise could confirm or
dispute patterns in the data and identify data and other studies the Collaborative might not otherwise be
aware.

LIMITATIONS OF THE PUBLISHED DATA
There are several ways to present data just as there are multiple ways to identify health needs: by age
group; by issue or problem; by ethnic group; by systems (hospitals, clinics). This assessment examined the
published community health indicator data commonly collected in community needs assessments
(referred to as “secondary data”), added to it, and highlighted populations and issues of interest where
the data already existed. Where data were available by more than one variable (for instance, age and
racial/ethnic group) they are generally presented. Having baseline data from the prior assessment
allowed us to add certain trend data in the current report.
Using secondary data requires collecting information from many sources. Data availability varies among
different data sources; new data are continually being released. Any report of this type will soon have
data that are not the most up-to-date. (For example, data from CHIS, the California Health Information
Survey, which is a rich data source for community health needs assessments, is generally not released
until about 2 years after it is collected). Also, reporting periods can vary by calendar year, frequency and
fiscal year; consistency varies, especially over time and among agencies and organizations; and data are
not always collected in the format that is best suited to the purposes of the report.
This assessment relied on data that could be collected and analyzed to determine if and to what degree a
problem or need existed. In some cases, data did not exist that directly applied to a certain need or
condition; in other cases, no indicators were readily available to describe a potential need. The
community input process (referred to as “primary data”) provided some opportunity to identify such
needs and ensured that they were considered in the priority-setting process. The availability (or lack) of
services can substantially influence reporting. Some data was not collected, such as the availability of
services from private medical groups, and therefore could not be counted in the capacity assessment.
In some cases, statistics and information that others compiled have been included in this report.
However, it was not always possible to authenticate all of that data. In some cases, expert opinion was
included in the analysis regarding the state or condition of a certain issue. And, while recommendations
to address unmet needs were identified by participants in the community input process, there was no
attempt by the Collaborative to evaluate these suggestions for appropriateness or endorse them relative
to best practices and evidence-based effectiveness.
Finally, no one data set in this report really tells the whole story about Lake County’s unmet or under-met
health needs; all of the data collected by this process—the statistics, feedback from the community
questionnaire, focus group input and key informants’ perspectives—collectively paint the picture. It is
therefore suggested that readers consider the entirety of the findings when drawing conclusions or
making policy changes and funding decisions.
Presentation of the Data in This Report
The goal in producing this report is to present information in a format that is easily understood and
helpful for multiple audiences. While some research reports present the results of data analysis in
statistical tables showing confidence intervals (C.I.), this report does not include that information for
simplicity sake. Readers are encouraged to go back to the original source for what might appear to be a
"dramatic" statistic should they wish to check the C.I.s. Various other reports and assessments of Lake
County may contain similar data because this data is publicly available and may be used by other groups
for similar purposes.

Caveats on the Data Analysis
Interpretation of health data, both now and in future assessments, needs to consider that Lake County is
more than ever a dynamic environment in ways that may impact community health. Interpretation of
data should also consider a variety of factors that may account for findings. For instance, increased rates
of Hepatitis C, diabetes, cancer and other conditions may reflect an increase in access to health care
services and new screening recommendations resulting in the diagnosis of previously undetected
conditions. Death rates from a disease may be indicative of limited access to advanced treatment options
rather than of risk factors that caused the disease in the first place. Or, patients may choose to move to
Lake County for end-of-life treatment following receipt of a serious diagnosis elsewhere. Incidence rates
of disease (a new diagnosis of the condition) signal the presence of risk factors underlying the disease,
but would reflect influences of Lake County’s health environment only in long-term residents. And,
importantly, while it does not directly relate to health, the impact of the 2015 Valley Fire suggests how
some of the county’s demographics may change over the next few years.
Population shifts in and out of the county will influence and potentially skew data, particularly when
absolute numbers are small. Readers of this assessment should be cautious and consider changes in local
demographics and in the healthcare delivery system as well as other factors that may influence data as it
is reported. This will be particularly important in the coming years as the community recovers from the
devastating 2015 wildfires.

Top priorities identified in partnership with our communities
St. Helena Hospital Clear Lake Top Priority Health Needs For 2016-2019
Prioritized Need
Mental Health

Health Indicator
While risk and protective factors vary, individuals, families and
communities are impacted by mental disorders in endless ways—
health status, income, family stability, suicide risk, to name the
more important ones. People have different ways of coping with
mental and emotional distress—some healthy (exercise, worship),
some not (drug use)—and different extents of support systems.
Social and economic determinants of mental health demand
public health and population-based strategies to prevent and
manage common mental disorders in the community. Suggested
strategies for Lake County could include:
 Primary prevention such as teaching emotion-regulation
skills to teens (which could be expanded through School
Hubs). Primary prevention examples in the context of
physical health include maintaining a healthy diet and
exercise regimen (where various community food
harvests, pantries, farm-to-school and other nutrition
projects can help) and avoiding smoking (tobacco
cessation efforts).
 Early intervention counseling (such as post-traumatic
stress associated with the wildfires) to foster coping skills
and minimize the mental health impact, as well as one-to-

one counseling and support group services that are open
in the evenings and reach out to vulnerable populations
such as seniors living alone, single parents and the LGBT
community..
 Substance use/addiction services (tobacco cessation,
residential drug treatment, AA groups) to reduce the longterm negative consequences for mood and emotional
health.
 Promoting volunteerism (transporting seniors, literacy
programs for young children, fishing excursions for
disadvantaged youth) as being useful to others and being
valued for what a person can do can help build selfesteem.
 Home visits to those who are chronically ill or socially
isolated.
 Caregiver respite to maintain the health and well-being of
family care providers.
Public education through social media and other means
to continue to reduce stigma.
Substance Use Disorders

Experts indicate that an optimal mix of prevention interventions,
as well as treatment resources, are required to address substance
use issues in communities, because they are among the most
difficult social problems to prevent or reduce. Suggested
strategies for Lake County could include:
 Primary prevention approach examples include creating
environments that make it easier to act in healthy ways
(after-school programs that appeal to all kinds of youth
where transportation is provided, free community
concerts in the park), social marketing with appropriately
tailored key messages, and school-based programs that
aim to prevent alcohol, tobacco, and marijuana use and
violence by targeting the major social and psychological
factors that promote the initiation of substance use and
other risky behaviors and build resiliency.
 Alternatives to substance abuse that are attractive, fun
and affordable such as crafting, healthy food community
cooking contests and ethnic food fairs, and bike and
swimming races that are benefical to improving emotional
well being.

 Continuation and expansion of the Opioid Coalition (Safe
Rx Lake County).
 Public policies that result in fewer places for young people
to purchase alcohol and stricter community monitoring
and enforcement (such as neighborhood watch programs
that partner with law enforcement).
 Supportive interventions to address disparities in smoking
rates, such as for those with poor mental health and
adolescents, and reducing tobacco exposure to
secondhand smoke where community members live,
work, and play.
 Affordable and accessible gym memberships and other
physical activity opportunities such as safe senior walking
and hiking opportunities. Physical activities that help
decrease pain can help reduce opioid use/misuse, for
instance.
Access to Programs and
Services

This priority area addresses a range of access concerns from
inadequacies in infrastructure to lack of community awareness. It
was clear from the community input to the CHNA that so many
people in Lake County were unaware of the many health,
educational, and social services and programs that are already
available (though not always affordable or convenient). Suggested
strategies for Lake County could include:
 Information distributed through up-to-date, user-friendly
resource guides (English/Spanish), social media, flyers and
other print media (at supermarkets, senior centers, hair
salons, schools, places of worship) to inform residents at
all income levels of services and programs.
 Transportation assistance (shuttle services, vehicle rides,
bus passes, taxi vouchers), including wheelchair-accessible
transportation, to in-county as well as out-of-county
locations for dental and medical services as well as to
social services and programs.
 Expansion of workforce capacity through recruitment and
retention of medical, dental, and therapist/counselor
professionals to address specialty and geographic gaps,
providing incentives to attract candidates whose attitudes
and practice styles align with the culture of Lake County.
 Community awareness that informs residents about the
availability of various types of health insurance coverage

(and other available programs), and enrollment of eligible
individuals using health system navigators.
 Community cooking demonstrations and healthy recipes
that promote and maintain a healthy diet tailored to lowincome individuals and families, seniors living alone,
people with chronic health conditions and others.
 Policy and system improvements such as integration of
primary health care with behavioral health, oral health,
social services, specialty care, and public health.

 Meaningful community leader input and engagement and
closer alignment of goals between Public Health and
Behavioral Health, the hospitals and sectors outside of
these organizations such as transportation, business and
education.
Housing and Homelessness

The vast majority of homeless individuals and families fall into
homelessness after a housing or personal crisis. These households
may require only short-term assistance to find permanent housing
quickly and without conditions. Others fall into homelessness after
release from institutions, including jail and the foster care system.
Still others come to homelessness from mental health programs
and other medical care facilities. Early intervention to prevent
homelessness is a critical component in treating mental illness
before it can cause serious results like unemployment and chronic
homelessness. Suggested strategies for Lake County could include:
 Year-round sheltering that includes families with children.
 Social programs that connect vulnerable populations with
emergency services, temporary cash assistance, and case
management, many of which already exist in Lake County.
By and large, homeless individuals can access mainstream
programs, including Temporary Assistance to Needy
Families (TANF), Supplemental Security Income (SSI),
Medi-Cal and other existing federal assistance programs.
 Financial and other support or assistance to achieve
housing stability and individual well-being. This can also
minimize the length of stay in shelters and reduce repeat
homeless episodes.
 Housing locator services that include incentives to
landlords to rent to homeless households, creative uses of
housing vouchers and subsidies to help homeless
individuals and families afford their rental unit, and links
to resources to help clients maintain their housing.

 Low-demand housing that does not mandate sobriety or
treatment. It is well recognized that many people living on
the streets exhibit mental illness, substance addiction, and
other negative behavior patterns.

Making a difference: Results from our 2013 CHNA
Adventist Health wants to ensure that our efforts are making the necessary changes in the communities
we serve. In 2013 we conducted a CHNA and the identified needs were:

Lake County Health Partners’ Response to the Prior CHNA Priorities
Collaborative relationships/ coordination of services
The 2013 CHNA became the common impetus for strategic action and collective impact in Lake County.
Many collaborative initiatives were instituted since that time and remain ongoing, including:
 A broad, cross sector strategic planning process facilitated through the Health Leadership
Network that resulted in development of a Wellness Roadmap designed to work across current
collaborative efforts to increase collective impact in making an upward shift in the county’s poor
health ranking. St. Helena Hospital Clear Lake provides the fiscal sponsorship and administrative
oversight for this initiative.
 Hope Rising is built upon the foundation of the Wellness Roadmap. This “movement” (a result of
Lake County being named 1 of 5 Way to Wellville communities in the U.S.) is widely embraced as
the vehicle for establishing common goals, implementing specific actions, and advocating for
change leading to improvement. St. Helena Hospital Clear Lake is the backbone agency for this
work, providing facilitation leadership and resources for the collective impact effort.
 Healthy Clearlake Collaborative, a constant place of sharing ideas for leveraging services and
ensuring systems are in place to sustain them, includes a broad group of leaders including Board
of Supervisors, physicians, schools, city and county leaders. St. Helena Hospital Clear Lake is the
convener for this collaborative effort.
o

The Hero Project—helping parents support their children to strengthen families—has
impacted 56% of Lake County’s children, with 1,748 people and organizations now
involved.

o

The Hub—a Community Schools partnership between educators, community partners
and service providers; coordinators in Upper and Lower Lake provide coordinate onestop-shop educational, health and social services support for children and families.

Healthy choices/healthy behaviors

 The Community Wellness Projects served approximately 1,800 people last year. It raised
community awareness of health benefits of eating well by promoting farmers markets, hosting
cooking and nutrition classes, coordinating with schools to get more local produce into student
meals, offering farmers market vouchers for volunteer time in community gardens, stocking lowcost grains and legumes through a bulk grain storage and distribution project, and increasing food
stamp purchase options at farmers markets. One full-time position at North Coast Opportunities
was added to build a network of community and school gardens.
 The Clearlake Food Pantry increased provision of food to low-income residents during weekly
food distributions.
 The Food Hub, coordinated with Public Health, operated its on-line market place and delivery
service that enabled Lake and Mendocino County schools, grocery stores, restaurants, and retail
establishments a way to order fresh produce and other locally-produced products direct from
Lake and Mendocino farmers and producers.
 Partnership in Community Health, to support Hope Rising’s goals, began a pilot project of healthy
cooking classes at Tribal Health using a “menus of change” curriculum, and implemented
Wellness RX prescriptions for healthy behaviors at the Clearlake Family Heath Center/St. Helena
Hospital Clear Lake.
 The Lake County Hunger Task Force provided food banks and emergency food pantries focused
on fresh produce throughout the county and provided children in high-need school districts with
backpacks filled with fresh produce for the weekend.
 Lake County Family Resource Center Be Fresh raised public awareness of healthier eating choices.
When the program does demonstrations at the Grocery Outlet in Lakeport, evidence shows the
sale of fresh produce goes up $300 per day.
 Public Health focused on nutrition education of school children and coordinates with a Farm-toSchool program, delivers core nutrition messages, and helps families make healthy choices within
a limited budget and trained 220 teachers to teach food literacy nutrition education to reach
approximately 4,000 Pre-K-8th students each month reinforced with Harvest of the Month local
food taste testing; and installed water filling stations in schools; 2 currently installed at Cobb
Elementary and Middletown Middle/High School.
 St. Helena Hospital Clear Lake is the fiscal sponsor for Climb to the Peak of Health, a collaborative
effort of over 20 non-profits aimed at improving health outcomes. Highlights from 2014: enrolling
over 2000 people in an online challenge to increase physical activity for 14 weeks, hosting a Field
Day Fitness Expo attended by over 200 community members; mailers to over 15,000 raising
awareness about smoking cessation resources and resources for parents to reduce stress at
home; and the implementation of a screening protocol to identify children with high Adverse
Childhood Event scores and connect them with treatment.

Mental health and well being


St. Helena Hospital Clear Lake, in identifying mental health as critical need area:
 Created a new social work position through an initiative with Partnership Health, a huge asset to
its medical team. This MSW also serves as a warm hand-off between primary care and the client
as well as linking clients up to needed social services.
 Added additional full-time positions for a psychologist, MSWs and LCSWs at Live Well, a program
of treatment and support to enable clients to increase mobility, manage pain and improve quality
of life.
 Added tele-psychiatry to expand services

Prevention and treatment of substance abuse
 Both hospitals, Public Health and others have collaborated to address the opiate crisis and manage
pain safely—creating Safe Rx Lake County. Trends since 2013: 90% decline in initial prescription rates;
53% decline in prescription rates; 70% decline in users on escalating dose of opioids. St. Helena
Hospital Clear Lake is the fiscal sponsor and facilitator of this coalition and responsible for
administrative oversight.


St. Helena Hospital Clear Lake offers an integrated approach through the Live Well program with
specialty services that include psychiatrist and addictionologist, nutritionist, personal exercise trainer,
chiropractic, quality of life groups and behavioral health services.



Tobacco Control is actively engaged in reduction of tobacco and e-cigarette use, especially among
children. The impacts of these efforts on health statistics are likely to be long-term and may not be
evident for at least several years and possibly longer.



Recent legislation has enabled the commercialization of medical marijuana cultivation and
distribution. This may impact both the availability of marijuana in the community and how consumers
incorporate medical marijuana into their personal healthcare regimens. This process will unfold over
several years and its impact evaluated.

Health access
 In late 2013, Partnership HealthPlan of California took over the majority of Medi-Cal services provided
in Lake County. This change enrolled more eligible clients, identified primary care providers for
enrollees and instituted managed care that included strict controls on the prescribing of controlled
substances. It expanded access to outpatient behavioral health and substance abuse services and
provided coverage for an expanded range of benefits including chiropractic services for chronic pain
patients.


St. Helena Hospital Clear Lake is working toward hiring 8 specialists this year who in addition to
providing direct services, including in its Family Health Center, will be engaged in all of the Hospital’s
wellness initiatives. It also began operating a designated bus service to help patients get to
appointments.



Public Health established MOUs with Partnership HealthPlan on areas such as communicable
diseases, Child Health & Disability Prevention Program and immunizations, strengthening access
throughout the county.



Lake Transit/Area Planning Council:
 Obtained federal funding to establish a Mobility Management and Trip Brokerage program to
coordinate and provide non-emergency medical transport (NEMT) services to vulnerable
populations in Lake County.
 Designated a Mobility Programs Coordinator to develop and implement a NEMT system.
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EXECUTIVE SUMMARY
“People in poor health don’t have a lot of money and they move to Lake
County because it’s more affordable.” – Focus Group Attendee
“We’re not unique [in Lake County]. The surrounding counties deal with the
same needs and the same lack of resources.” –Key Informant Interviewee

Introduction
A Community Health Needs Assessment builds the foundation for all community health
planning, and provides appropriate information on which policymakers, provider groups, and
community advocates can base improvement efforts; it can also inform funders about directing
grant dollars and other community investments most appropriately.
This Community Health Needs Assessment (CHNA) is a follow-up to the assessments
completed for Lake County in 2010 and 2013. A Collaborative that included the two Lake
County hospitals, St. Helena Clear Lake and Sutter Lakeside, joined by Public Health and other
local organizations, retained Barbara Aved Associates (BAA) again to examine relevant
community health indicators, identify the highest unmet needs and prioritize areas to improve
community health. The assessment meets the provisions in the Patient Protection and
Affordable Care Act (ACA) for CHNAs and guides the hospitals in updating their Community
Benefits Plans to meet SB 697 requirements.
Two primary data sources were used in the process: the most recently-available demographic,
socioeconomic and health indicator data commonly examined in community health needs
assessments; and, data from a community engagement process that facilitated participation by
a broad representation of local professionals, Lake County residents and other stakeholders.
The community input—using a widely distributed survey, focus groups and key informant
interviews—solicited opinions about health concerns and suggestions for improvement, and
validated and enriched the statistical data.
The 2016 Lake County Community Health Needs Assessment presents the community with an
overview of the state of health-related needs and trends from which to continue to gauge
progress. It also provides documentation for decision-making to direct support towards the
highest-priority health needs in the community. While some improvements have occurred and
are described, the big problems are still the big problems. The burden of mental distress and
mental illness, for example, continues to be a top concern. For some Lake County residents the
dial has turned in a positive direction for a handful of community health indicators; for others it
has gone slightly backwards despite improvement efforts.
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Highlights of Key Findings
Strategies Implemented Since the 2013 CHNA









Hope Rising built upon the foundation of the Wellness Roadmap, developed by the Health
Leadership Network. It is widely embraced as the collaborative vehicle for establishing
common goals, implementing specific actions, and advocating for change leading to
improvement.
The Hub—a Community Schools partnership between educators, community partners and
service providers—provides coordinated one-stop-shop educational, health and social
services support for children and families.
Sutter Lakeside Hospital expanded the capacity of the local food banks by increasing
donations to approximately 1,500 families.
New full-time positions for a psychologist and therapists/counselors at St. Helena Hospital
Clear Lake’s Live Well to enable clients to increase mobility, manage pain and improve quality
of life.
North Coast Opportunities’ Community Wellness Projects promoted farmers’ markets and
school gardens, hosted cooking and nutrition classes, coordinated with schools to get more
local produce into student meals, and increased food stamp purchase options at farmers’
markets. The project added one full-time position that served approximately 1,800 people.
Sutter Lakeside and St. Helena Hospital Clear Lake, along with Public Health and others have
collaborated to address the opiate crisis and manage pain safely—creating Safe Rx Lake
County. Trends since 2013 include 90% decline in initial prescription rates; 53% decline in
prescription rates; and 70% decline in users on escalating dose of opioids.
Based on the recommendations of the 2015 Coordinated Public Transit Human Services
Transportation Plan, a Mobility Programs Coordinator has been designated by Lake Transit
Authority to develop and implement a non-emergency medical transportation system.

Demographics






The number of Lake County residents (64,744) has changed little in the last decade, though
various trends among age and racial/ethnic groups have implications for delivering healthrelated services.
Approximately 30% of all Lake County residents live in the cities of Clearlake and Lakeport
while the remainder lives in the balance of the county, which is unincorporated.
Almost one in five residents is age 65 and above—about twice the proportion of older
residents than in California as a whole. Although small in absolute numbers, the proportion
of people age 75-84 is projected to double and for people 85 and over to almost triple in the
coming decades.
About half (47.5%) of Lake County residents age 16 and older who work spend less than 20
minutes traveling to work; 37% spend a half-hour or more driving to work. Most commute by
driving alone in a car, truck or van. Three-quarters work within the county.
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Of the county’s 15,441 Medicare beneficiaries, 1,129 (7.3%) are “electricity-dependent.” Severe
weather and disasters that cause power outages can be life threatening for individuals who rely
upon electricity-dependent medical and assistive equipment.

Socioeconomic Factors











Poverty rates increased slightly in Lake County from 2013: 23.3% vs. 21.0% prior.
The Self-Sufficiency Standard in 2014, $59,800, was lower than the California Standard, but
28.6% of the county’s households earned even less; nevertheless, 28.6% was a lower
proportion than in the prior CHNA at 39.7%.
Almost twice as many (40.6%) older couples in the Lake/Mendocino region live between the
poverty level and the Elder Economic Security Standard Index than statewide (20.7%).
In March 2016, Lake County’s civilian unemployment rate was 7.2% (down from 11.9% in
March 2013) compared to 5.6% statewide. The rate ranged within the county from 1.8% in
Nice to 14.0% in Lower Lake.
46.1% of the population was reported to be “food insecure” in 2014, slightly higher than in
the last CHNA; 73% (up from 61%) of students in the county were receiving free-reduced
price lunch.
More people in Lake County, 85.4%, compared to California at 81.3%, have completed high
school or higher.
The 2013-14 dropout rate for students enrolled in grades 9-12 remained the same as it was
in the last CHNA, 13.5%.
In 2014, 86.6% of Lake County children ages 0-17 were covered by some form of health
insurance somewhat lower than 94.6% statewide.
Although only 3% of survey respondents reported delays in healthcare due to transportation,
4 out of 12 key informants identified the need for better transportation opportunities as a top
priority, noting the importance not only for access to medical services but also for social and
recreational activities important to overall health.

Key Health Factors
Communities commonly measure their health against statewide averages and national
objectives such as Healthy People 2020. Community health indicators include demographic
and socioeconomic factors, which play out in diverse ways; death and disease rates; conditions
related to births; oral health; mental health; safety; substance abuse; and health prevention
activities.
Indicators where Lake County compares favorably or unfavorably or similarly to state and
national benchmarks are shown in the chart on the following page. It should be noted that even
areas where county levels of health are similar to state and national averages may still warrant
more attention.
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How Does Lake County Compare on Common Community Health Status Indicators?

Indicator

=
=
=

Lake County in 2016
Compared to
National Health
California
Objective (Healthy
People 2020)

More favorable (better than state average/exceeds national benchmark).
Less favorable (worse than state average/ does not meet national benchmark).
Similar (same or very similar to the state average/meets or very close to national benchmark).

Self-Rated Health Status
Total, % reporting excellent/very good/good
Seniors 65+, % reporting excellent/very good/good
Morbidity (Disease and Illness)
AIDS incidence
Chlamydia incidence
Prevalence of heart disease
Prevalence of diabetes
Prevalence of adult obesity
Asthma
Mortality (Death)
All cancers
Lung cancer
Colorectal (colon) cancer
Female breast cancer
Coronary heart disease
Diabetes
Chronic liver disease and cirrhosis
Suicide
Drug-induced deaths
Maternal Health Factors
Low infant birth weight
Adequate prenatal care
Birth to teen mothers
Tobacco, Alcohol and Drug-Related
Adult arrests for drug-related offenses
Alcohol-involved motor vehicle accident fatalities
Adults who currently smoke
Teens ever use of e-cigarettes
Perinatal substance use diagnosis at delivery
Protective/Preventive Factors
Children who visited a dentist in the last year
Children with complete immunizations
Breastfeeding initiation
Colorectal screening
Seniors with a flu shot in the last year
Total
Note: Measures are for the overall population; differences may exist for
age, race/ethnic and other groups. Small sample sizes make some
indicators statistically unreliable.

























N/A










N/A














N/A
N/A















=2 =19

=9


N/A
N/A

=3 =17 =4
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N/A = not available
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Input from the Community
The information below describes what the community identified as the most important unmet health
needs in Lake County and suggested for improvement. The findings are consistent with recent needs
assessments, studies, and surveys conducted by others.

Unmet Health Needs:
The most significant unmet health needs and problems for people in Lake County, according to the
different groups asked, in general order of mention, are shown in the chart below. Similar needs
identified by each group are similarly colored.
Community Health Survey

Community Focus Groups

Key Informant Interviews

The need for or related to.....
Alcohol and drug related
(including prescription meds)

Affordable mental health
services (for depression,
anxiety, coping)

Alcohol and drug related
(including prescription meds)

Affordable mental health
services (for depression, anxiety,
coping)

Alcohol and drug related
(including prescription meds)

Affordable mental health
services (for depression,
anxiety, coping)

Homelessness/housing

Homelessness/housing

Prevention education to
reduce chronic disease

Prevention education to reduce
chronic disease

Affordable, accessible medical
services, including specialists

Affordable, accessible medical
services, including specialists

Hunger/nutrition

Affordable, accessible dental
services, particularly Denti-Cal

Transportation assistance

About one-third of the people who responded to the Community Health Survey reported they or a
family member were unable to obtain or were delayed seeking medical or dental services in the past
year (31% and 33%, respectively). The ability to fill a prescription was less of a problem; 15%
reported some sort of barrier to getting the medications they needed.
Respondents Indicating Difficulty Accessing or Delayed Necessary Care in Past Year,
Community Health Survey
Prescriptions (n=680)

Dental Care (n=703)

Medical Care (n=702)
0%

50%

Did Not Delay Care/Have Difficulty in Past Year
Delayed Care/Had Difficulty in Past Year

100%

Suggested Strategies and Solutions
The community made many recommendations about where additional support was needed to improve
health in Lake County. The most frequently suggested strategies and solutions—which generally tied
to the needs they identified—are listed below. Similar suggestions across the groups are similarly
colored.

Community Health Survey

Community Focus Groups

Key Informant Interviews

Affordable, accessible medical
services, including specialists

Preventive education concerning
food/nutrition

Mental/emotional health
counseling (for depression,
anxiety, coping)

Prevention/treatment for
addiction/substance abuse

Preventive education for youth
(drugs, nutrition, exercise)

Prevention/treatment for
addiction/substance abuse

More of or improvement in……

Mental/emotional health
counseling (for depression,
anxiety, coping)

After-school and summer
activities for children and youth,
especially free/accessible
Mental/emotional health
counseling (for depression,
anxiety, coping)

Improve quality and availability
of food/better nutrition

Collaboration/cooperation
within service system

More recreational
opportunities, more parks

Creation of living wage jobs by
becoming more business friendly
Recruitment/retention of health
professionals
Affordable housing, including to
help with recruitment

Conclusions and Recommended Priorities
After evaluating all of the data collected from the needs assessment process, certain key findings
emerged, including:

Positives








Relatively high community awareness about the value of prevention
Extent of collaboration among key partners and stakeholders concerned about health
Children with complete immunizations
Rates of breastfeeding
Rates of sexually-transmitted diseases
Proportion of seniors with flu shots

Challenges




Chronic, multigenerational poverty (low wages, high unemployment)
Hopelessness/dispiritedness among some that affects motivation
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Higher-than-statewide averages for most causes of death
The degree of substance use/abuse and their effects
The percent of adults who smoke
Children on Medi-Cal who made a dental visit within the last year
Births to teen moms
Prevalence of diabetes

Recommended Priorities
The Collaborative agreed that an important opportunity exists in Lake County for all health partners—
regardless of their own organization’s mission and priorities—to focus on the priority areas listed
below over the next several years. The group recognized the overlap among the priorities, and
agreed that some of the same strategies—some of which are currently in place, some that need to be
developed or further expanded—can be implemented that address multiple areas. The discussion
that begins on page 162 provides a fuller description of the 4 priorities and offers examples of specific
strategies.






Mental Health
Substance Use Disorders
Access to Programs and Services
Housing and Homelessness
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INTRODUCTION
“People who live here enjoy living here and love this community. This

positivity leads to good things.” – Key Informant Interview
“It feels like we have to work harder now to maintain the level of
health status of the community.” – Key Informant Interview

Every individual and every organization in a community has a stake in health and wellness. Poor
health is costly to individuals trying to hold down a job, employers who pay for sickness in high rates
of absenteeism or higher health insurance costs, and entire societies, which suffer economic losses
when citizens are ill. As a result, all individuals and institutions benefit by addressing the social,
environmental, and behavioral determinants of health.1
Life expectancy and causes of death have traditionally been used as key indicators of population
health. While these indicators provide important information about the health status of populations,
they do not offer any information about the quality of the physical, mental, and social domains of life—
or quality of life. Social and economic variables that have been shown to affect health include income,
education, employment and even literacy, language and culture. Poorer people, 2 and people with
fewer than 12 years of education,3 live shorter lives than the rich, for instance. Health-related
behavior involving the use of tobacco, alcohol, and drugs, obesity, and gender play an important part
in determining health. Equally important to health status is a positive sense of life that includes the
presence of positive emotions in daily activities, participation in society, satisfying relationships, and
overall life satisfaction.4 These attributes are commonly referred to as well-being and are associated
with numerous benefits related to health, work, family, and economics.5 For example, people with
high levels of well-being are more productive at work and are more likely to contribute to their
communities.6
The U.S. Centers for Disease Control and Prevention, which for the past three decades has provided
10-year national objectives for improving the health of all Americans, established two overarching
health goals for the year 2020: (1) increase quality and years of healthy life; and (2) eliminate health
disparities.7 To achieve these goals, a comprehensive set of objectives and indicators were identified,
known as Healthy People 2020.
The Leading Health Indicators use a life stages perspective and are composed of 26 indicators
organized under the 12 topics shown in the box below. This approach recognizes that specific risk
factors and determinants of health vary across the life span. Health and disease result from the
1

Kottke TE, Pronk NP. Taking on the Social Determinants of Health: A Framework for Action. Minnesota Medicine, February 2009.
Wilkinson RG, Marmot MG (eds.). Social Determinants of Health: The Solid Facts, 2nd Edition. International Center for Health and Society.
World Health Organization, 2003.
3
Olshansky SJ, et al. Differences In Life Expectancy Due to Race and Educational Differences are Widening, and Many May not Catch up.
Health Affairs, August 2012;31(8):1803-1813.
4
Health-Related Quality of Life and Well-Being. Healthy People 2020.
https://www.healthypeople.gov/sites/default/files/HRQoLWBFullReport.pdf
5
Diener E, Lucas R, Schimmack U, Helliwell J. Well-Being for public policy. New York: Oxford University Press; 2009.
6
Tov W, Diener E. The well-being of nations: linking together trust, cooperation, and democracy. In: Sullivan BA, Snyder M, Sullivan JL,
editors. Cooperation: the psychology of effective human interaction. Malden (MA): Blackwell Publishing; 2008.
7
http://www.healthypeople.gov/2020/LHI/default.aspx
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accumulation (over time) of the effects of risk factors and determinants, and intervening at specific
points in the life course can help reduce risk factors and promote health. These indicators, selected
on the basis of their ability to motivate action, the availability of data to measure progress, and their
importance as health issues for the public, frame the Lake County Community Health Needs
Assessment.

Leading Health Indicators from
Healthy People 2020
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
12.
13.

Tobacco Use
Substance Abuse
Responsible Sexual Behavior
Mental Health
Injury and Violence
Environmental Quality
Social Determinants
Nutrition, Physical Activity, and Obesity
Clinical Preventive Services
Chronic Disease
Oral Health
Access to Health Care Services

U.S. Centers for Disease Control and Prevention, Healthy People 2020

One of the best ways to gain a better understanding about health needs, disparities and available
resources is to conduct a comprehensive needs assessment. A community health needs assessment
provides the foundation for all community health planning, and provides appropriate information on
which institutions, policymakers, provider groups, and community advocates can base improvement
efforts; it can also inform funders about directing grant dollars and other community investments most
appropriately. In addition to collecting and analyzing data, one of the important aspects of the
community health assessment is utilizing a process to engage the community in obtaining their views
about what they believe contributes to or challenges health and well-being and soliciting suggestions
for improving community health.
This report presents the results of a comprehensive Lake County countywide community health needs
assessment process that spanned approximately 10 months. The goals of the assessment were to
help document and understand the following:


The unique characteristics of the community (defined as countywide) that contribute to or threaten
health;



The kinds of health issues and needs (physical, mental, social) and barriers that members of the
community are experiencing;



The resources that are available to address the identified needs;



The highest-ranked health issues and needs that should be addressed by community
improvement planning efforts.
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BACKGROUND
Beginning in 2013, hospital facilities are required by the Affordable Care Act to conduct community
health needs assessments (CHNA) every 3 years and to develop and implement improvement
strategies to address unmet needs identified through the CHNA.8 The Lake County hospitals, joined
by Lake County Public Health, Behavioral Health and other local stakeholder organizations aiming to
improve community health, worked with the health consulting firm Barbara Aved Associates (BAA) to
carry out this 2016 Lake County Community Health Needs Assessment.
Consistent with the federal regulations, the CHNA report describes the community, assesses its
health needs, and takes into account input from persons who represented the broad interests of the
community, including those with special knowledge of and expertise in public health. Many of the
same Collaborative members participated with BAA in developing the 2010 and 2013 assessments
which involved a similar scope and process. (A list of the current Collaborative members and their
affiliations is included in Attachment 1.)
The prior and current CHNAs also serve as a guide to the local hospitals in developing their
Community Benefits Plans to meet SB 697 requirements.9 Evaluating changes in population health
outcomes from one CHNA to the next provides some of the information needed for an outcomebased assessment of hospitals’ community-benefit activities, as well as the improvement activities of
their partners—individually or collaboratively.10
Uses for the Needs Assessment
The 2016 Lake County Community Health Needs Assessment is intended to be useful to
stakeholders involved in addressing the health needs of county residents by:


Reporting on progress that has been made since the last needs assessment process;



Providing documentation for decision-making by policymakers;



Presenting the community with an overview of the state of health-related needs and benchmarks
from which to gauge progress;



Directing funding and other support towards the highest-priority health needs in the community.

Study Team
The BAA consultant team included Barbara M. Aved, RN, PhD, MBA; Mechele Small Haggard,
MBA; Beth Shipley, MPH; and Michael Funakoshi.
Acknowledgements
The authors wish to thank the people of Lake County who took the time and interest to complete our
surveys and participate in the focus groups and interviews, sharing perceptions and views about
solutions that made the statistical data more meaningful. We appreciate the guidance and useful
suggestions of the Collaborative members who facilitated the CHNA process and contributed to the
utility of this document.

8

https://www.federalregister.gov/articles/2013/04/05/2013-07959/community-health-needs-assessments-for-charitable-hospitals#h-27
Under SB 697 legislation, California non-profit hospitals are required to conduct community needs assessments every 3 years, and
based on the results develop and implement a Community Benefits Plan.
10
Rubin DB, Singh SR, Jacobson PD. Evaluating Hospitals’ Provision of Community Benefit: An Argument for an Outcome-Based
Approach to Nonprofit Hospital Tax Exemption. Amer J Pub Health April 2013:103(4);612-616.
9

PROCESS (METHODS)
“Politics don’t need to be a barrier to addressing our ills.”
– Key Informant Interview
“We all want to keep our rural way of life, but at some point we’re
going to have to open access to business if we’re going to create
jobs.”
– Key Informant Interview

COLLABORATIVE PROCESS
To engage community partners and maximize the efforts of this community health assessment,
invitations were issued to individuals, organizations, and Tribal representatives to serve as the
project’s Advisory Committee (a list of members is included in Attachment 1). In addition to providing
overall guidance and helpful insights, the members supported the community engagement strategies,
helped to increase awareness and mobilize the community, and facilitated participation in community
input activities.
DATA COLLECTION
Community needs assessments involve gathering, analyzing and applying data and other information
for strategic purposes. These methods provide the necessary input to inform decision makers and
funders about the challenges they face in improving community health, and the priority areas where
support is most needed. The information is also useful for community organizations by having
comprehensive, local data located in one document. Both quantitative and qualitative methods—
described below11—were used to collect the information for this assessment.
SECONDARY DATA: PUBLICLY-AVAILABLE STATISTICS
Existing data were collected from all applicable existing data sources including government agencies
(e.g., California Department of Health Care Services, California Department of Finance, Office of
Statewide Health Planning and Development, California Health Information Survey and other public
and private institutions. These data included demographic, economic and health status indicators, and
service capacity/ availability. Where trend data were readily available, they are presented in this
report.
While data at the national and state level are generally available for community health-related
indicators, local data—from counties and cities—are less accessible and sometimes less reliable. For
example, small sample sizes can result in statistical “instability,” and well-meaning data collection
methods without appropriate “rigor” may limit the value of the findings. Because data from publiclyavailable sources typically lag by at least 2 years—because it takes time for reported data to be

11

Quantitative data are numeric information such as statistics (e.g., the number of vehicular crashes, the percentage of low birth weight
babies born). Qualitative data provide information such as people’s attitudes and opinions that can help shed additional light on the issues
being studied. Secondary data are the statistics and other data already published or reported. An example of this would be rates of
childhood obesity. New data gathered by a researcher to investigate and help respond to a problem are called primary data. An example of
this would be the percentage of focus group participants who ranked obesity as a top health problem.

received, reviewed, approved, analyzed, and prepared for presentation—data may not always be as
current as needed. And, some data may only be reported as 3-year averages, not annually.
DOCUMENT REVIEW
A document review was undertaken that collected relevant information about the community, health
status, where health services are obtained, other related services, and gaps in services. This
information was found in documents and records of facilities such as data from local clinics and state
government, reports from needs assessments conducted related to health, and reports about specific
health programs or services.
PRIMARY DATA: COMMUNITY INPUT
Input from the broad community was considered and taken into account when identifying and
prioritizing the significant health needs of Lake County that are addressed in this assessment. This
rich source of data was obtained through key informant interviews, focus groups and a community
health survey.
Community Survey
A survey was developed in English and Spanish that solicited people’s opinions about most important
health needs, barriers to access, and suggestions for community health improvements (Attachment 5 ).
Certain questions that serve as markers for access to services were also included. The survey was
distributed in hard copy by members of the Collaborative to locations where the groups of interest
would best be reached, such as at branches of public libraries, laundromats, churches, nail salons,
and family resource centers throughout the county, as well as promoted through efforts such as at the
2-day Valley Fire “Rebuild Expo” in Middletown and over the air on KPFZ's "Senior Moments" show.
The survey was also available online (English only) and notices about the electronic version were
posted on the County's and various organizations’ websites and in newsletters. All of the electronic
and hard-copy survey data were cleaned, coded, and entered into an Excel spreadsheet and
analyzed using SPSS Version 20.0.
Community Focus Groups
Three communities—Clearlake, Lakeport and Kelseyville—ensured geographic representation at the
6 community focus groups that were conducted. Key community-based organizations and social
clubs were identified by the Collaborative and invited to host a focus group. In each case, the focus
groups were co-scheduled during a time the participants were already meeting there for other
purposes (e.g., young mothers attending a Mother-Wise parenting meeting) to facilitate access and
promote attendance. Although the participants constituted a convenience sample, there was the
expectation that in the aggregate the groups would be diverse and include the populations of highest
interest.
A common set of structured key questions was used for all groups (Attachment 2). The questions
were generally open-ended; prompting with information or data was limited to reduce the potential for
bias or leading of participants to any conclusions. Participants were not asked to “vote” or otherwise
rank the items they identified as needs, problems or solutions. The focus group data were recorded
on a flip chart or notebook by the facilitator during the meetings then transferred to written summary
formats where the notes were then coded for analysis. A $20 Safeway gift card was offered in most
groups in appreciation for participation. The agencies and organizations that sponsored the
community meetings helped to publicize the sessions and promote attendance.
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Key Informant Interviews
Telephone interviews using a structured set of questions (with additional, personalized questions to
obtain more in-depth information) were conducted with 12 of the 16 invited individuals who agreed to
participate in a key informant interview (Attachment 3). The interviews provided an informed
perspective from those who work directly with the public and/or determine some of the policies that
affect the community’s health. These individuals were able to offer information about local resources
and gaps in services, high-priority health needs, and suggestions for positive change. The interviews
also focused the needs assessment on particular issues of concern where individuals with certain
expertise could confirm or dispute patterns in the data and identify data and other studies the
Collaborative might not otherwise be aware of.
LIMITATIONS OF THE PUBLISHED DATA
There are several ways to present data just as there are multiple ways to identify health needs: by
age group; by issue or problem; by ethnic group; by systems (hospitals, clinics). This assessment
examined the published community health indicator data commonly collected in community needs
assessments (referred to as “secondary data”), added to it, and highlighted populations and issues of
interest where the data already existed. Where data were available by more than one variable (for
instance, age and racial/ethnic group) they are generally presented. Having baseline data from the
prior assessment allowed us to add certain trend data in the current report.
Using secondary data requires collecting information from many sources. Data availability varies
among different data sources; new data are continually being released. Any report of this type will
soon have certain data that are not the most up-to-date. (For example, data from CHIS, the California
Health Information Survey, which is a rich data source for community health needs assessments, is
generally not released until about 2 years after it is collected). Also, reporting periods can vary by
calendar year, frequency and fiscal year; consistency varies, especially over time and among
agencies and organizations; and data are not always collected in the format that is best suited to the
purposes of the report.
This assessment relied on data that could be collected and analyzed to determine if and to what
degree a problem or need existed. In some cases, data did not exist that directly applied to a certain
need or condition; in other cases, no indicators were readily available to describe a potential need.
The community input process (referred to as “primary data”) provided some opportunity to identify
such needs and ensured that they were considered in the priority-setting process. The availability (or
lack) of services can substantially influence reporting. Some data were not collected, such as the
availability of services from private medical groups, and therefore could not be counted in the capacity
assessment.
In some cases, statistics and information that others compiled have been included in this report.
However, it was not always possible to authenticate all of that data. In some cases, expert opinion
was included in the analysis regarding the state or condition of a certain issue. And, while
recommendations to address unmet needs were identified by participants in the community input
process, there was no attempt by the Collaborative to evaluate these suggestions for appropriateness
or endorse them relative to best practices and evidence-based effectiveness.
Finally, no one data set in this report really tells the whole story about Lake County’s unmet or undermet health needs; all of the data collected by this process—the statistics, feedback from the
community questionnaire, focus group input and key informants’ perspectives—collectively paint the
picture. It is therefore suggested that readers consider the entirety of the findings when drawing
conclusions or making policy changes and funding decisions.
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Presentation of the Data in This Report
The goal in producing this report is to present information in a format that is easily understood and
helpful for multiple audiences. While some research reports present the results of data analysis in
statistical tables showing confidence intervals (C.I.), this report does not include that information for
simplicity sake.12 Readers are encouraged to go back to the original source for what might appear to
be a "dramatic" statistic should they wish to check the C.I.s. Various other reports and assessments
of Lake County may contain similar data because some of the data are publicly available and may be
used by other groups for similar purposes.
Caveats on the Data Analysis
Interpretation of health data, both now and in future assessments, needs to consider that Lake County
is more than ever a dynamic environment in ways that may impact community health. Interpretation of
data should also consider a variety of factors that may account for findings. For instance, increased
rates of Hepatitis C, diabetes, cancer and other conditions may reflect an increase in access to health
care services and new screening recommendations resulting in the diagnosis of previously undetected
conditions. Death rates from a disease may be indicative of limited access to advanced treatment
options rather than of risk factors that caused the disease in the first place. Or, patients may choose
to move to Lake County for end-of-life treatment following receipt of a serious diagnosis elsewhere.
Incidence rates of disease (a new diagnosis of the condition) signal the presence of risk factors
underlying the disease, but would reflect influences of Lake County’s health environment only in longterm residents. And, importantly, while it does not directly relate to health, the impact of the 2015
Valley Fire suggests how some of the county’s demographics may change over the next few years.13
Population shifts in and out of the county will influence and potentially skew data, particularly when
absolute numbers are small. Readers of this assessment should be cautious and consider changes
in local demographics and in the healthcare delivery system as well as other factors that may
influence data as it is reported. This will be particularly important in the coming years as the
community recovers from the devastating 2015 wildfires.
PRIORITY SETTING PROCESS
After the assessment data were compiled and analyzed, the Collaborative reviewed the draft report
and engaged in a discussion that led to recommended priorities for funding. The process included
determining criteria for selecting priorities; listing key issues and common themes; identifying findings
that were unexpected and surprising and assumptions that were supported by the data; addressing
the challenges and barriers; and determining opportunities with long-term benefits for improving
community health in Lake County.

12

A confidence interval is a range around a measurement that conveys how precise the measurement is. This is an example from the 2014
California Health Interview Survey (CHIS): "Thirteen thousand, or 21% (16.7 - 25.4), of people in Lake County reported their health status as
excellent." The number range in parentheses is called the confidence interval (C.I.). As with any statistical estimate, there is a degree of
uncertainty, and the C.I. shows the range where the real value may lie. So, for 95% C.I., you can assume with 95% confidence that the real
value is between the lower and upper C.I. range. The narrower the range, the more confident you can be in reporting the estimates.
13
Valley Fire Survivor Survey: Summary of Responses. March 2016. Data provided by the Federal Emergency Management Agency and
compared against data assembled by the Lake County Department of Community Development.
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RESPONSE TO THE LAST
NEEDS ASSSESSMENT
“Give people in Lake County reasons to get out of the mental
hole.”
– Focus Group Participant
“We have lots of meetings but it takes a conscientious effort
to make the changes.”– Key Informant Interview
Along with Public Health and other community partners, Lake County hospitals are pivotal for having a
collaborative role in engaging the community and implementing community health improvement
strategies. Drawing from the implementation strategies Sutter Lakeside and St. Helena Clear Lake
Hospitals developed in response to the identified priorities in the immediately preceding CHNA to
address significant health needs is summary of accomplishments they and other Lake County
organizations have undertaken (Table 1.) In many cases these activities were not new because the
problems were not new; the grave need for more mental health support, for instance, continues to be
a significant issue. The resources committed and the progress made by the partners since the 2013
CHNA continues to move the county in a positive direction despite such unforeseen events as the
horrific wildfires of 2015.
In the summer of 2015, as the current CHNA was being rolled out, Lake County experienced the
devastation of several momentous wildfires, including the Rocky-Jerusalem and Valley Fires. Nearly onethird of county residents experienced evacuations during the Valley Fire, 4 deaths occurred, and nearly
2,000 structures burned including approximately 1,300 residential structures. The long-term effects of
these traumatic events on the health and well-being of Lake County are still being assessed and remain to
be seen.
Table 1. Lake County Health Partners’ Response to the Prior CHNA Priorities

Priority

Achievement


Collaborative
relationships/
coordination of
services

The 2013 CHNA became the common impetus for strategic action and
collective impact in Lake County. Many collaborative initiatives were
instituted since that time and remain ongoing, including:
 A broad, cross sector strategic planning process facilitated through
the Health Leadership Network that resulted in development of a
Wellness Roadmap designed to work across current collaborative
efforts to increase collective impact in making an upward shift in the
county’s poor health ranking.
 Hope Rising is built upon the foundation of the Wellness Roadmap. This
“movement” (a result of Lake County being named 1 of 5 Way to
Wellville communities in the U.S.) is widely embraced as the vehicle for
establishing common goals, implementing specific actions, and
advocating for change leading to improvement.
 Healthy Clearlake Collaborative, a constant place of sharing ideas for
leveraging services and ensuring systems are in place to sustain them,
includes a broad group of leaders including Board of Supervisors,
physicians, schools. Tangible results include:

Table continues on next page
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(Continued)

Priority

Achievement

Collaborative
relationships/
coordination of
services (cont.)

•

The Hero Project—helping parents support their children to
strengthen families—has impacted 56% of Lake County’s
children, with 1,748 people and organizations now involved.

•

The Hub—a Community Schools partnership between
educators, community partners and service providers;
coordinators in Upper and Lower Lake provide coordinate
one-stop-shop educational, health and social services
support for children and families.

North Coast Opportunities concerned about health, obesity, diabetes
and access to healthy foods led to:

 The Community Wellness Projects served approximately 1,800
people last year. It raised community awareness of health benefits
of eating well by promoting farmers’ markets, hosting cooking and
nutrition classes, coordinating with schools to get more local
produce into student meals, offering farmers’ market vouchers for
volunteer time in community gardens, stocking low-cost grains and
legumes through a bulk grain storage and distribution project, and
increasing food stamp purchase options at farmers’ markets. One
full-time position was added to build a network of community and
school gardens.
 The Clearlake Food Pantry increased provision of food to lowincome residents during weekly food distributions.
 The Food Hub, coordinated with Public Health, operated its on-line
market place and delivery service that enabled Lake and
Mendocino County schools, grocery stores, restaurants, and retail
establishments a way to order fresh produce and other locallyproduced products direct from Lake and Mendocino farmers and
producers.

Healthy
choices/healthy
behaviors

 Partnership in Community Health, to support Hope Rising’s goals,
began a pilot project of healthy cooking classes at Tribal Health
using a “menus of change” curriculum.


The Lake County Hunger Task Force:

 Provided food banks and emergency food pantries focused on fresh
produce throughout the county.
 Provided children in high-need school districts with backpacks filled
with fresh produce for the weekend; Sutter Lakeside helps fund this.


Sutter Lakeside Hospital:

 Expanded the capacity of the local food banks by donating 1,030
pounds of food in 2015.
 Fed 45 needy families through its direct donation to the Lake
County Hunger Task Force.
Table continues on next page
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(Continued)

Priority

Achievement


Lake County Family Resource Center Be Fresh raised public awareness
of healthier eating choices. When the program does demonstrations at
the Grocery Outlet in Lakeport, evidence shows the sale of fresh
produce goes up $300 per day.



Public Health’s designed the SNAP-Ed (formerly Food Stamp) program to:

 Focus on nutrition education of school children and coordinates with
a Farm-to-School program, delivers core nutrition messages, and
helps families make healthy choices within a limited budget.
 Train 220 teachers to teach food literacy nutrition education to reach
approximately 4,000 Pre-K-8th grade students each month,
reinforced with Harvest of the Month local food taste testing.
 Reinforce Harvest of the Month classroom education in the cafeteria
at each school site. The food service directors integrate the Harvest
of the Month into meals and offer it on the salad bar.

Healthy choices/healthy
behaviors (cont. )

 Install water filling stations in schools; 2 currently installed at Cobb
Elementary and Middletown Middle/High School.


St. Helena Hospital Clear Lake is the fiscal sponsor for Climb to the Peak
of Health, a collaborative effort of over 20 non-profits aimed at
improving health outcomes. Highlights from 2014: enrolling over 2000
people in an online challenge to increase physical activity for 14 weeks,
hosting a Field Day Fitness Expo attended by over 200 community
members; mailers to over 15,000 raising awareness about smoking
cessation resources and resources for parents to reduce stress at home;
and the implementation of a screening protocol to identify children with
high Adverse Childhood Event scores and connect them with treatment.



St. Helena Hospital Clear Lake, in identifying mental health as critical
need area:

 Created a new position through an initiative with Partnership Health, a
huge asset to its medical team. This MSW also serves as a warm
hand-off between primary care and the client as well as linking clients
up to needed social services.
 Added additional full-time positions for a psychologist, Master’s level
social workers (MSWs) and licensed clinical social workers
(LCSWs) at Live Well, a program of treatment and support to enable
clients to increase mobility, manage pain and improve quality of life.

Mental health and
well being

 Added tele-psychiatry 1 day/week


Public Health added a Special Needs Child Parent Peer project with
County Mental Health and First Five, identifying and filling in some of the
gaps in community mental health support for this population.



Sutter Lakeside Hospital:

 Conducted over 50 pet therapy visits in 2015; an estimated 2,000
patients, visitors and staff interacted with its therapy animals.
Table continues on next page

 Maintains its long-term goal of implementing tele-psychiatry support
for patients in the emergency department (ED).
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(Continued)

Priority

Prevention and
treatment of
substance abuse

Health access

Achievement


Both hospitals, Public Health and others have collaborated to address the
opiate crisis and manage pain safely—creating Safe Rx Lake County. Trends
since 2013: 90% decline in initial prescription rates; 53% decline in prescription
rates; 70% decline in users on escalating dose of opioids.14



Sutter Lakeside Hospital implemented a Rational Care for Pain project in its ED.
Mid-level providers in the ED work with the patient and their primary provider on
documenting the pain plan including ED pain management. The impact is fewer
drug-seeking visits to the ED and better coordinated care of patients on
prolonged pain medication.



St. Helena Hospital Clear Lake offers an integrated approach through the Live
Well program with specialty services that include psychiatrist and
addictionologist, nutritionist, personal exercise trainer, chiropractic, quality of life
groups and behavioral health services.



Tobacco Control is actively engaged in reduction of tobacco and e-cigarette
use, especially among children. The impacts of these efforts on health statistics
are likely to be long-term and may not be evident for at least several years and
possibly considerably longer.



Recent legislation has enabled the commercialization of medical marijuana
cultivation and distribution. This may impact both the availability of marijuana in
the community and how consumers incorporate medical marijuana into their
personal healthcare regimens. This process will unfold over several years and
its impact evaluated.



In late 2013, Partnership HealthPlan of California took over the majority of
Medi-Cal services provided in Lake County. This change enrolled more eligible
clients, identified primary care providers for enrollees and instituted managed
care that included strict controls on the prescribing of controlled substances. It
expanded access to outpatient behavioral health and substance abuse services
and provided coverage for an expanded range of benefits including chiropractic
services for chronic pain patients.



St. Helena Hospital Clear Lake is working toward hiring 8 specialists this year
who in addition to providing direct services, including its Family Health Center,
will be engaged in all of the Hospital’s wellness initiatives. It also began
operating a designated bus service to help patients get to appointments.



Public Health established memorandums of understanding with Partnership
HealthPlan on areas such as communicable diseases, Child Health & Disability
Prevention Program and immunizations, strengthening access throughout the
county.



Sutter Lakeside Hospital:

 Partners with City Fitness to sponsor a limited number of free gym
memberships for Lake County residents who qualify on financial need.
 Donated its Mobile Health Unit to another county when the CHNA
community input showed transportation needs to be a relatively low priority.
Free transportation is now offered in the form of bus tokens and taxi
vouchers based on an easy-to-complete financial need application.

Table continues on next page
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Data source: Partnership HealthPlan, April 2016.
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(Continued)

Priority

Achievement

 Opened a new Community Clinic adjacent to the hospital in 2014, and
recruited an OB-GYN, D.O., and 2 PAs. This Family Medicine Clinic
qualified to be part of the state loan forgiveness program (NHSC) to
better attract providers.
Health access (cont.)



Lake Transit/Area Planning Council:

 Obtained federal funding to establish a Mobility Management and Trip
Brokerage program to coordinate and provide non-emergency medical
transport (NEMT) services to vulnerable populations in Lake County.
 Designated a Mobility Programs Coordinator to develop and implement
a NEMT system.


Sutter Lakeside Hospital utilized its website to solicit written comments
from the public on the 2013 CHNA and its most recently adopted
implementation plan but did not receive any comments. However, input
from the broader community was considered and taken into account when
identifying and prioritizing the significant health needs of the community for
the 2016 CHNA through the community input methods described in this
report.



St. Helena Hospital Clear Lake similarly adopted a community benefits
implementation plan that took into account the significant findings and
priorities in response to the 2013 CHNA.

Community Input
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ASSESSMENT RESULTS
“There is a ‘who cares’ attitude about healthy habits. Talking to
people about nutrition or smoking cessation is met with that attitude.”
— Focus Group Participant

ADD QUOT
Lake County

Section I. Demographic and Socioeconomic
Characteristics
There are large health disparities among certain groups and across socioeconomic lines. Research
shows that race and ethnicity, for example, matter in complicated ways. To address these disparities,
approaches are needed—identified and planned for thorough comprehensive needs assessments—
that include a focus on the “upstream” causes, such as income inequity, poor housing, racism, and
lack of social cohesion.15

COUNTY PROFILE
Lake County is located in Northern California just two hours by car from the San Francisco Bay Area,
the Sacramento Valley, or the Pacific Coast. The county's economy is based largely on tourism and
recreation, due to the accessibility and popularity of its several lakes and accompanying recreational
areas. It is predominantly rural, about 100 miles long by about 50 miles wide, and includes the largest
natural lake entirely within California borders. Lake County is mostly agricultural, with tourist facilities
and some light industry. Major crops include pears, walnuts and, increasingly, wine grapes. Dotted
with vineyards and wineries, orchards and farm stands, and small towns, the county is home to Clear
Lake, California’s largest natural freshwater lake, known as "The Bass Capital of the West," and Mt.
Konocti, which towers over Clear Lake.
15

Brownson RC, et al. Evidence-Based Public Health. 2003. New York: Oxford University Press.
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Within Lake County there are two incorporated cities, the county seat of Lakeport and the City of
Clearlake, the largest city, and the communities of Blue Lakes, Clearlake Oaks, Cobb, Finley,
Glenhaven, Hidden Valley Lake, Kelseyville, Loch Lomond, Lower Lake, Lucerne, Nice, Middletown,
Spring Valley, Anderson Springs, Upper Lake, and Witter Springs as displayed on the map below.

Lake County is bordered by Mendocino and Sonoma Counties on the west; Glenn, Colusa and Yolo
Counties on the east; and Napa County on the south. The two main transportation corridors through
the county are State Routes 29 and 20. State Route 29 connects Napa County with Lakeport and
State Route 20 traverses California and provides connections to Highway 101 and Interstate 5.
According to California labor market data about county-to-county commute patterns (which have not
been updated since 2000), the total workers that live and work in Lake County is 15,566 persons: the
total workers commuting in was 1,046; and 4,320 total workers commuted out. About 67% of people
who live in Lake County also work within the county.16 While the population size of Lake County was
estimated as 64,918 residents in January 2015,17 the population can swell with daytime work
commuters and seasonal tourists.

Population Data
Demographic trends help to project potential needs for health care and other services for children,
adults, and the elderly.

16

U.S. Census Bureau, 2000. http://www.calmis.ca.gov/file/commute-maps/lakecommute.pdf
State of California, Department of Finance, E-4 Population Estimates for Cities, Counties, and the State, 2011-2015, with 2010 Census
Benchmark.
17
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Net migration (including net intrastate, interstate and international moves) of 640 people accounted for
the growth in Lake County’s population between 2013 and 2014 (Table 2). The growth was offset by a
natural decrease (deaths minus births) of 105 people for a total increase of 535.18 Births continued to
decline countywide as well as statewide while deaths increased over the fiscal year.

Table 2. Lake County Population Estimates and Components of Change, 2013 to 2014

Change
2013-2014

Total Population

Lake
County

Components of Change

Revised
July 1,
2013

Revised
July 1,
2014

#

%

Births

64,209

64,744

535

0.83

746

Deaths

Natural
Increase

Net
Migration

Net
Immigration

Net
Domestic
Migration

851

-105

640

51

589

Source: California Department of Finance.

Approximately 30% of all Lake County residents live in the cities of Clearlake and Lakeport while the
remainder lives in unincorporated areas. The population of Lake County has increased modestly
overall since the 2000 Census, with most of the growth occurring outside of the two cities (Table 3).
Table 3. Population Estimates of Lake County Cities

Area

4/1/2010

1/1/2011

1/1/2012

1/1/2013

1/1/2014

1/1/2015

Clearlake

15,250

15,186

15,104

15,087

15,036

14,977

Lakeport

4,753

4,711

4,673

4,664

4,728

4,699

Balance of County

44,662

44,486

44,527

44,753

44,995

45,242

Unincorporated

20,003

19,897

19,777

19,751

19,764

19,676

County Total

64,665

64,383

64,304

64,504

64,759

64,918

Source: State of California, Department of Finance, E-4 Population Estimates for Cities, Counties, and the State, 2011-2015, with 2010
Census Benchmark. Sacramento, California, May 2015.

City/county population estimates with annual percent change between January 2014 and January
2015 show slight growth for the county overall (Table 4 on the next page). The two cities, however,
saw a slight decline in population between the two time periods.

18
State of California, Department of Finance, California County Population Estimates and Components of Change by Year, July 1, 20102014. Sacramento, California, December 2014. http://www.dof.ca.gov/research/demographic/reports/estimates/e-2/view.php
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Table 4. Population Estimates with Annual Percent Change

Total Population
1/1/2014

1/1/2015

Percent
Change

64,759

64,918

0.2

Clearlake

15,036

14,977

-0.4

Lakeport

4,728

4,699

-0.6

Balance of County

44,995

45,242

0.5

Area
Lake

Source: State of California, Department of Finance, E-1 Population Estimates for Cities, Counties and the State with Annual Percent Change
— January 1, 2014 and 2015. Sacramento, California, May 2015.

Population by Age and Race/Ethnicity
In 2010 three-quarters of Lake County’s population identified themselves as non-Hispanic White,
17.2% as Hispanic, 3.1% as multi-race, 2.4% as American Indian, 1.9% Black, 1.1% Asian and 0.2%
as Native Hawaiian/Pacific Islander (Figure 1); less diverse than the state as a whole.

Proportion of Population

Figure 1. Population Percent by Race/Ethnicity (2010, 2020, 2060 Projected)

White non2010
2020
2060

17.2%
20.7%
40.8%

Multi-race
3.1%
3.6%
5.6%

Amer
Indian
2.4%
2.5%
1.9%

Pac

Asian
1.1%
1.2%
4.0%

1.9%
1.9%
1.3%

0.2%
0.2%
0.1%

Source: State of California, Department of Finance, P-1 State and County Population Projections Race/Ethnicity. Sacramento,
California, December 2014.

Lake County’s population is projected to become increasingly culturally diverse in coming years with
significant growth among Hispanics, Asians and multi-race individuals. The Hispanic population is
projected to more than double, Asians to increase four-fold, and persons identifying as multi-race to
almost double from 2010 to 2060. Conversely, the proportion of non-Hispanic Whites, African
Americans, and American Indians will decline. The shift in Lake County population groups has
implications for designing and delivering needed services in ways that are culturally and linguistically
appropriate.
Lake County’s senior population is projected to grow at a disproportionate rate, while its proportion of
young and working age people declines (Figure 2). The working age population (age 25-64) is
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expected to shrink by 10% by 2060. In 2010, 17.8% of the county’s population was 65 or older
compared to 11.5% statewide. It is predicted to nearly double and comprise almost one-third of the
county’s population by 2060. California’s senior population is also expected to double, but to only
comprise about one-quarter of the total population. In Lake County, the proportion of people age 7584 is projected to double, and for people 85 and over to almost triple. The anticipated significant
growth in this age group will put a larger burden on the health care system and local economy, which
may not have sufficient community services or tax base to support it.

Proportion of Population

Figure 2. Population Percent Change by Age (2050 Projected)

0%
Age

Age
(75-84
10.2%

5.4%

Seniors
(85 or
more
2.2%
2.3%
6.0%

Source: State of California, Department of Finance, P-1 State and County Population Projections by Major Age Groups.
Sacramento, California, December 2014.

Immigration
An average of 83 people immigrated legally to Lake County each year over the past 30 years (the
number ranged from 65 to 122 from 2000 to 2013) for a total of 2,499 people since 1984.19

Other Population Characteristics
Mobility and Transport
Mobility refers to peoples’ ability to access services and activities considered essential, such as
healthcare services, food shopping, education and employment opportunities, and a certain amount of
social and recreational activities.20 Public transportation provides basic mobility and accessibility,
particularly for physically and economically disadvantaged people such as individuals with disabilities
and lower-income seniors. Research suggests that improving public transit and active transportation,
bicycling, and walking can be one of the most cost effective ways to achieve public health objectives,
and community health improvements.
19

State of California, Department of Finance, Legal Immigration to California by County — 1984-2013, December 2014.
http://www.dof.ca.gov/research/demographic/reports_papers/index.php
Litman T.Transportation Cost and Benefit Analysis, Victoria Transit Policy Institute. 2008 www.vtpi.org/tca.
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Lake Transit operates 10 routes within Lake County, two of which provide regional service to Ukiah in
Mendocino County (with transit connections to Sonoma County) and Calistoga and Deer Park in Napa
County (with connections to Napa transit). Local routes serve the cities of Clearlake and
Lakeport. Dial-A-Ride service is available in Clearlake, Lower Lake and Lakeport, with reservation
priority given to persons with disabilities in accordance with ADA requirements. Two routes operate
only on weekdays; no service is provided on Sundays and observed public holidays.21
Transportation choices available to a community play an important role on the community’s health
through active living, air quality, and safety. Choices for commuting to work can include walking,
biking, public transit, single occupancy vehicles, or carpooling. People who live or work in
communities with effective and efficient public transportation tend to drive significantly less and rely
more on alternative modes (walking, cycling and public transit) than they would in more automobileoriented areas.22 The most damaging to the health of communities is individuals commuting in single
occupant vehicles alone. In most counties, this is the primary form of transportation to work.23
Driving alone to work and long commute-driving alone are part of the measures that make up the
Physical Environment ranking in the County Health Rankings and Roadmaps, 2015.24 The proportion
of the Lake County population driving alone, 74%—an estimated 16,098 workers—was similar to the
statewide average (73%) in 2009-2013. The county had a slightly lower proportion of individuals with
long commutes-driving alone during this period than the state (34% vs. 37%).25
As Table 5 shows, about half (47.5%) of Lake County residents age 16 and older who work spend
less than 20 minutes traveling to work; 37% spend a half-hour or more driving to work. The mean
travel time to work is 27.4 minutes.
Table 5. Transport Time to Work and Availability of Vehicles, Lake County

Travel Time to Work (est.)
Less than 10 minutes
10 to 14 minutes
15 to 19 minutes
20 to 24 minutes
25 to 29 minutes
30 to 34 minutes
35 to 44 minutes
45 to 59 minutes
Mean travel time to work (min.)
Vehicle Availability
No vehicle available
1 vehicle available
2 vehicles available
3+ vehicles available

20.8%
14.7%
12.0%
12.1%
3.4%
11.2%
6.0%
6.9%
27.4
1.8%
20.1%
41.7%
36.4%

Source: 2009-2013 American Community Survey 5-Year Estimates.
http://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=CF

21

Personal communication with Karl Parker, Mobility Programs Coordinator Paratransit Services, June 9, 2016.
Litman T. Evaluating Public Transportation Health Benefits. Victoria Transport Policy Institute. The American Public Transportation
Association
23
County Health Rankings and Roadmaps, 2015. http://www.countyhealthrankings.org/rankings/data
24
http://www.countyhealthrankings.org/rankings/data
25
Ibid.
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About 5.1% of Lake County residents age 16 and older who work outside of home use public
transportation, walk, bicycle, or use a motorcycle or other means of going to work (Table 6).
Table 6. Means of Transportation to Work and Places of Work, Lake County

Means of Transport
Car, truck, or van
Drove alone
Carpooled
In 2-person carpool
In 3-person carpool
In 4-or-more person carpool
Workers per car, truck, or van
Public transportation (excluding taxicab)
Walked
Bicycle
Taxicab, motorcycle, or other means
Worked at home
Place of Work
Worked in state of residence
Worked in county of residence
Worked outside county of residence
Worked outside state of residence
Living in a place
Worked in place of residence
Worked outside place of residence
Not living in a place

83.9%
74.2%
9.7%
7.4%
1.5%
0.9%
1.07
0.9%
3.4%
0.1%
0.7%
11.0
99.7%
77.8%
21.9%
0.3%
76.6%
24.9%
51.7%
23.4%

Source: 2009-2013 American Community Survey 5-Year Estimates.
http://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=CF

Access to parks and safe sidewalks, trails, and paths for walking and cycling is associated with physical
activity in adults.26 Of people with safe places to walk within 10 minutes of home, 43% achieve
physical activity targets, compared with just 27% of less walkable area residents.27 In addition to its
exceptional fresh water lake, Lake County’s parks and trails provide an opportunity to preserve the
county’s unique natural and historical resources, while simultaneously providing residents and visitors
with access to see and appreciate these resources. The health value of physical activity afforded by
access to parks and trails and other activity-friendly environments is well documented. The Centers
for Disease found that creating and improving access to places for physical activity can result in a
25% increase in the number of people who exercise at least three times a week.28 One of CDC’s
strategies to prevent obesity and associated health risks, for example, includes providing parks within
1/2 mile of residents and increasing miles of pedestrian and bicycle infrastructure. These are more
urban-oriented strategies, and in Lake County there are many rural roads where people walk.29

26

Booth ML, Owen N, Bauman A, et al. Social-cognitive and perceived environment influences associated with physical activity in older
Australians. Prev Med 2000;31:15–22.
27
Health Benefits of Active Transportation in New York City. NYC Vital Signs Special Report, New York City Department of Health, May
2011;10(3). www.nyc.gov/html/doh/downloads/pdf/survey/survey-2011active-transport.pdf.
28
Creating or Improving Access to Places for Physical Activity is Strongly Recommended to Increase Physical Activity. The Task Force on
Community Preventive Services. http://www.thecommunityguide.org/pa/default.htm
29
Keener, D., Goodman, K., Lowry, A., Zaro, S., & Kettel Khan, L. (2009). Recommended community strategies and
measurements to prevent obesity in the United States: Implementation and measurement guide. Atlanta, GA: U.S.
Department of Health and Human Services, Centers for Disease Control and Prevention.
Lake County Community Health Needs Assessment 2016
BARBARA AVED ASSOCIATES

27

County to County Commuting Estimates
Figures 3 and 4 show the 2006-2010 county-to-county commute patterns for the total number of
workers (17,622) who lived and worked in Lake County.30

Figure 3. Workers Commuting to Lake County from Other Counties

Source: California Employment Development Department.

Figure 4. Workers Commuting from Lake County to Other Counties

Source: California Employment Development Department.

30

Labor Market Information Division, California Employment Development Department. American Community Survey, U.S. Census Bureau,
Report released January 2013. http://www.labormarketinfo.edd.ca.gov/file/commute-maps/lake2010.pdf
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Faith-Based Characteristics
There is evidence that practicing a faith (or spirituality or religion) often enhances health.31 Studies
suggest that many patients believe spirituality plays an important role in their lives, and that there is a
positive correlation between spirituality or religious commitment and health outcomes.32 Moreover,
faith-based institutions increasingly recognize their role as neighborhood organizations that are able
to reach people of all ages, races, and economic backgrounds and can strongly influence people’s
values and personal life choices. Places of worship also present additional opportunities to improve
the health of higher-risk populations by collaborating in and promoting local health programs and
breaking down barriers of mistrust. Table 7 below displays the breakdown of populations affiliated
with a formal religious congregation in Lake County that while not updated over the last decade may
still be relatively current.
Table 7. Breakdown of Lake County Populations Affiliated With A Religious Congregation

602 (3.2%)

LDS
(Mormon)
Church
1,569 (8.3%)
4 (6.6%)
Evangelical
Free Church
of America
380 (2.0%)

Southern
Baptist
Convention
1,165 (6.2%)
7 (11.5%)
American
Baptist
Church USA
324 (1.7%)

4 (6.6%)

2 (3.3%)

2 (3.3%)

Name

Catholic Church

Members
Congregations

11,140 (59.0%)
6 (9.8%)

Name

Seventh-Day
Adventist Church

Members
Congregations

1,005 (5.3%)
4 (6.6%)

United
Methodist
Church
840 (4.4%)
7 (11.5%)

Vineyard USA

Other

318 (1.7%)

1,537 (8.1%)

2 (3.3%)

23 (37.7%)

Assemblies
of God

Source: Jones, Dale E., et al. 2002. Congregations and Membership in the United States 2000. Nashville, TN: Glenmary Research Center.
(Note: "Other" not described.) Accessed at http://www.city-data.com/county/Lake_County-CA.html#ixzz2Pu3fE6NX

“Electricity Dependent” Recipients
Assessing community health needs and using the information to make healthcare available for special
needs populations sometimes requires examining non-traditional data sources for planning strategies
that address needs. To support evacuation or shelter-in-place planning, for example, some hospitals
and public health agencies use severe weather tracking services to identify areas and populations
that may be impacted and at risk for power outages. Severe weather and disasters that cause power
outages can be life threatening for individuals who rely upon electricity-dependent medical and
assistive equipment, such as ventilators and wheel chairs.
Lake County encompasses 15,441 Medicare beneficiaries of which 1,129 (7.3%) are reported as
“electricity-dependent” recipients. Current information (November 2015) from the U.S. Health &
Human Services Administration’s Public Health Emergency website33 for the zip codes in Lake
County is shown in Table 8 below.

31

Piante TG, Sherman AC (eds.). Faith and health: psychological perspectives. New York: Gilford Press, 2001.
Anandarajah G, Hight E. Spirituality and Medical Practice: Using the HOPE Questions as a Practical Tool for Spiritual Assessment. Am
Fam Physician. 2001 Jan 1;63(1):81-89.
33
http://www.zipmap.net/California/Lake_County.htm. Information provided courtesy of Betsey Cawn, Senior Support Services - Upper
Lake, CA / Outreach & Advocacy Program Director, The Essential Public Information Center, November 23, 2015.
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Table 8. "Electricity-Dependent" Medicare Beneficiaries, by Zip Code, Lake County

City/Community, Zip Code

Total Medicare
Beneficiaries

Clearlake (City of), 95422
Clearlake Oaks, 95423
Hidden Valley Lake, 95467
Kelseyville, 95451
Lakeport, 95453
Lower Lake, 95457
Lucerne, 95458
Middletown, 95461
Nice, 95464
Upper Lake, 95485
Other, 95493 and 95443
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3,308
1,225
663
2,576
2,860
962
810
1,242
633
529
273

Percent ElectricityDependent
Number
343
91
53
145
180
76
70
57
57
34
23

Percent
10.4%
7.4%
8.0%
5.6%
6.3%
7.9%
8.6%
4.6%
9.0%
6.4%
8.4%
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SOCIOECONOMIC FACTORS
Socioeconomic characteristics include measures that have been shown to affect health status, such
as income, education and employment and the proportion of the population represented by various
levels of these variables. Epidemiological studies have confirmed the relationship between income,
education and occupation on the one hand and health outcomes on the other. There is considerable
evidence, for instance, that individuals with higher incomes have better health.34 Some of the ways in
which poverty contributes to poor health are immediately obvious: deprivation leading to poor nutrition
may lead to susceptibility to infection and chronic disease, and crowded housing may increase
disease transmission; higher incidences of teen pregnancy are associated with poverty along with a
myriad of other adverse health outcomes.
Community Needs Index (CNI)
A Community Need Index (CNI) developed by Dignity Health and Truven Health is used by
community hospitals in gathering socioeconomic factors in the community to help pinpoint specific
areas that have greater need than others. Hospitals use these indices in their community benefits
planning. The CNI provides a score for every populated zip code on a scale of 1.0 to 5.0 with a score
of 5.0 representing a zip code with the most need. The CNI score is an average of 5 different barrier
scores (insurance status, education, housing, cultural and income) using 2014 source data. Lake
County’s CNI scores ranged from 2.8 in Witter Springs to 4.8 in Clearlake (Table 9 on the next page
with map below, Figure 5). The County’s overall median community need index score is 3.7, with no
zip codes in the “lowest” or “second lowest” zones, i.e. the good scores noted in deep blue colors in
the legend.
Figure 5. Community Needs Index Map for Lake County

Source: Dignity Health/Truven Health Analytics.
34

Wilkinson RG, Marmot MG (eds.). Social Determinants of Health: The Solid Facts, 2nd Edition. International Center for Health and
Society. World Health Organization, 2003.
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Table 9. Lake County CNI Scores by City
Zip Code
95422
95423
95443
95451
95453
95457
95458
95461
95464
95467
95485
95493
Lowest Need
1 - 1.7 Lowest

CNI Score

Population

City

County

State

4.8
4.2
4.4
3.6
3.6
3.2
4.4
3.4
4.2
3
3.8
2.8

15628
3906
84
12668
10646
2711
2883
3830
2655
6042
2567
188

Clearlake
Clearlake Oaks
Glenhaven
Kelseyville
Lakeport
Lower Lake
Lucerne
Middletown
Nice
Hidden Valley Lake
Upper Lake
Witter Springs

Lake
Lake
Lake
Lake
Lake
Lake
Lake
Lake
Lake
Lake
Lake
Lake

California
California
California
California
California
California
California
California
California
California
California
California

1.8 - 2.5 2nd Lowest

2.6 - 3.3 Mid

3.4 - 4.1 2nd Highest

Highest Need
4.2 - 5 Highest

Source: Dignity Health and Truven Health, 2014.
Note: Distinct colors may be difficult to view in some cases as computer and printer quality varies in the capacity to show true colors.

The following graph (Figure 6) displays some important poverty-related factors more fully described in
the next few pages. Of the 5 indicators shown, poverty and uninsured rates increased slightly from the
time of the 2013 needs assessment: 23.3% poverty vs. 21.0% prior; 31.1% uninsured vs. 26.7% prior.
The percentage below self-sufficient, 28.6%, however, was lower than in the prior assessment at 39.7%.
Figure 6. Selected Poverty-Related Data, Lake County and California

0%
Poverty
Below SelfSufficiency
Unemployed
Uninsured
HS Dropouts

Lake County
23.3%

CA

28.6%
6.0%
31.1%
13.5%

5.5%

Source for Poverty: U.S. Census Bureau. Small Area Income & Poverty Estimates. 2013
Source for Self-Sufficiency: Insight Center for Community Economic Development, 2014 (CA result is 2011)
Source for Unemployed: California Employment Development Department, September 2015
Source for Uninsured: California Health Interview Survey, 2014
Source for HS Dropouts: California Department of Education at Ed-Data, 2013-2014
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Economic Well-Being
The Self-Sufficiency Standard calculates the income needed by working families to meet their basic
needs. The standard is defined as the minimum income a household must earn in order to
adequately meet the basic needs of the family without being obligated to use public or private
assistance. Figure 7 shows that, in 2014, to meet their most basic expenses, a family of four living
in California would need to work more than three full-time, minimum wage jobs. The estimated
standard for a family of two adults, one preschooler, and one school-age child was an annual income
of $64,000 (or both adults earning $16.44 hourly).35
The Self-Sufficiency Standard in Lake County in 2014, $59,800, was lower than the California
Standard, but 28.6% of the county’s households earned even less.36

Figure 7. Average 2014Family Economic Self-Sufficiency Standard, California

Source: Insight Center for Community Economic Development

According to the U.S. Census Bureau, the 2009-2013, 5-year average median household income in
Lake County was $36,973--only 61% of the statewide average of $60,185.37 Figure 8 on the next
page shows the trend in the county’s household income from 1997 to 2013 compared to the state and
the U.S. It has been consistently lower than both.

35

The Family Economic Self-Sufficiency Standard for California. Insight Center for Community Economic Development.
http://www.insightcced.org/tools-metrics/self-sufficiency-standard-tool-for-california/
36
Ibid.
37
U.S. Census Bureau, Small Area Income and Poverty Estimates. http://www.census.gov/did/www/saipe/data/interactive/#
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Figure 8. Median Household Income Trend, Lake County, CA, and U.S.

Source: U.S. Census Bureau. Small Area Income & Poverty Estimates

Other Measures of Poverty
“Persons living below the poverty level,” as federally defined, is a common measure of poverty
although there are some limits to this method for accurately gauging poverty. Lake County has a
higher proportion of people living below the poverty level than California as a whole: 23.3% compared
to 16.8% (Table 10). In 2013, over one-third (33.7%) of Lake County children ages 0-17 were
estimated to live in families with incomes under the federal poverty level (FPL), suggesting that the
painful, lingering effects of the recession have been especially hard on families and children.38
Table 10. Percentage Living Below the Poverty Level, 2013

Age Group
All ages
Children under age 5
All children age 5-17
All children under age 18
Persons age 65 and older*

Lake County

California

23.3%
NA
30.0%
33.7%
10.6%*

16.8%
24.8%
22.5%
23.5%
10.4%*

Source: U.S. Census Bureau. Small Area Income & Poverty Estimates. Estimates for California Counties;
*American Fact Finder. U.S. Census Bureau. 2011-2013, 3-year average.

38

Ibid.
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Seniors and Poverty
Nearly one in five adults over 65 in California qualify as the “hidden poor.” They live above the FPL
but cannot afford basic needs and are often ineligible for government assistance.39 The Elder
Economic Security Standard™ Index (Elder Index) measures how much income is needed for a
retired adult age 65 and older to adequately meet his or her basic needs including housing, food, outof-pocket medical expenses, transportation, and other necessary spending. 40 It documents that the
federal poverty guideline covers less than half of the basic costs experienced by adults age 65 and
older in the state, and demonstrates that elders require an income of at least 200% of the FPL to age
in place with dignity and autonomy.41 The highest rates of the hidden poor among seniors are among
renters, Latinos, women, those raising grandchildren, and those in the oldest age groups.
Table 11 below compares the basic cost of living as quantified by the Elder Index to two common
sources of income for seniors. The gap between elders' basic living expenses and their social
security (which many seniors rely on exclusively to cover their basic costs) and SSI income (in red
text) illustrates the degree of economic instability that many Lake County elders experience. Older
adults in the county need almost twice the social security and SSI payment levels to make ends meet.

Table 11. California Elder Economic Security Standard Index, Lake County, 2011

Elder Index Per Year
Elder Person

Elder Couple

Owner w/o
mortgage

Owner w/
mortgage

$18,755

$32,375

SSI payment
maximum, CA 2011

$9,965

$9,965

$9,965

$16,886

$16,886

$16,886

SSI income gap

-$8,790

-$22,410

-$12,304

-$12,471

-$26,092

-$15,985

$13,241

$13,241

$13,241

$20,920

$20,920

$20,920

-$5,514

-$19,134

-$9,027

-$8,438

-$22,058

-$11,951

Income needed to
meet basic needs

Median Social
Security payment,
2011
Social security
income gap

Renter, 1
bedroom

Owner w/o
mortgage

Owner w/
mortgage

Renter, 1
bedroom

$22,268
$29,358
$42,978
Annual Comparison Amounts

$32,871

*Median elder retirement income includes Social Security, pensions, and all other non-earned income for seniors 65+. The Elder Standard
Index assumes that elders are retired. Source: Insight/Center for Community Economic Development.

In Lake/Mendocino Counties (combined for greater reliability), 19% of single elders live below the
poverty level, and 41% (compared to California’s 31%) qualify as the “hidden poor”, living between the
poverty level and the Elder Economic Security Standard Index (Figure 9).42
Figure 10 shows that almost twice as many (40.6%) older couples in the region live between the
poverty level and the Elder Index than statewide (20.7%).

39

Padilla-Frausto DI, Wallace SP. Policy Brief: The Hidden Poor: Over Three-Quarters of a Million Older Californians Overlooked by Official
Poverty Line, Los Angeles: UCLA Center for Health Policy Research, August 2015.
40
Insight/Center for Community Economic Development. http://www.insightcced.org/communities/cfess/eesiDetail.html?ref=
41
Wallace SP, Molina LC. Federal Poverty Guideline Underestimates Costs of Living for Older Persons in California, Los Angeles: UCLA
Center for Health Policy Research, 2008.
42
Supra, note 6.
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Figure 9. Percentage of Single Elders with Incomes Below the Elder Index, Lake/Mendocino Counties
and California, 2011

CA

Lake/
Mendocino
Counties
0%
Below FPL

20%
40%
60%
Above FPL but below Elder Index

Figure10. Percentage of Older Couples with Incomes Below the Elder Index, Lake/Mendocino Counties
and California, 2011
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Food Security
At least two factors influence the affordability of food and the dietary choices of families – the cost of
food and family income. The inability to afford food is a major factor in food insecurity. American
Community Survey data from 2006-2010 show that the proportion of income needed for an average
market basket of nutritious food in Lake County is one to one-and-a-half times higher than the state
average.43 Not being able to afford enough food and dependence on public assistance for adequate
nutrition are other important socioeconomic indicators of community health. Limited resources for
purchasing food has a direct impact on health, for example increasing the risk of developing chronic
diseases such as diabetes.44
Based on the results of the 2014 California Health Information Survey (CHIS) in Lake County, in
which adults with income less than 200% of the FPL were asked about the ability to afford enough

43
44

http://www.cdph.ca.gov/programs/Documents/Food_Affordability_Narrative_Examples4-14-13rev7-16-14.pdf
The Inextricable Connection Between Food Insecurity and Diabetes. California Pan-Ethnic Health Network. 2010.
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food, just over half (52.9%) of respondents were considered “food secure” (Figure 11). The proportion
fell from 67.5% in 2009 and was lower than the statewide average of 61.6% reporting food security.

Figure 11. Food Security of Adults <200% of FPL, 2014
Able to afford enough
food (food secure)
Not able to afford
enough food (food
insecure)

Source: 2014 California Health Interview Survey

Access to Healthy Foods and the Food Environment Index are part of the measures that make up the
Health Behaviors ranking in the County Health Rankings and Roadmaps, 2015.45 Obesity, chronic
disease and poor nutrition are health effects of limited access to Healthy Foods. The Food
Environment Index considers factors such as presence and locations of food stores and markets, and
healthful, affordable foods in stores and markets, or in both. The proportion of the Lake County
population with limited access to healthy foods was higher (8%, an estimated 5,001 individuals) than
the statewide average (3%) in 2014. The county also scored lower than the state (6.0 vs. 7.5, where
0 is worst, 10 is best) on the Food Environment Index.
Another indicator of low-income status is the number of school children eligible for free or reducedcost school meals.46 The percentage of eligible children has grown both statewide and in Lake
County over the past decade. However, the gap between the county and the state has grown wider.
Since 2006-07, the county’s percent eligible has risen by 15 percentage points to 73% in 2014-15,
compared to an increase of 8 percentage points statewide (Figure 12).
Figure 12. Percent of Students Receiving Free-Reduced Price Lunch,
Lake County and California, 2009-10 - 2014-15
80%
70%
60%
50%
40%
30%
20%
10%
0%
2009-10
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2012-13

Lake County

2013-14

2014-15

CA

Source: California Department of Education.

45
46

http://www.countyhealthrankings.org/rankings/data
Eligibility for free or reduced-price meals is set at 185% of the federal poverty level.
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Table 12 shows Lake County free or reduced-cost school meals data for 2011-12 and 2014-15 and
the percentage point change by school district. Middletown Unified is the only district with a lower
eligibility rate than statewide, however, the proportion of students eligible in that district rose from 27%
in 2011-12 to 51% in 2014-15.
Table 12. Percent of Students Receiving Free-Reduced Price Lunch by School District

Lake County School District
Kelseyville Unified
Konocti Unified
Lake County Office of Education
Lakeport Unified
Lucerne Elementary
Middletown Unified
Upper Lake Union Elementary
Upper Lake Union High
Lake County Total
California State Total

2011-12

2014-15

% change

57%
88%
93%
42%
77%
27%
58%
76%
61%
55%

75%
85%
100%
60%
93%
51%
87%
94%
73%
59%

18%
-3%
7%
18%
16%
24%
29%
18%
12%
4%

Source: California Department of Education.

Employment
Work for most people is at the core for providing financial security, personal identity, and an
opportunity to make a meaningful contribution to community life. Although it is difficult to quantify the
impact of work alone on personal identity, self-esteem and social contact and recognition, the ability to
have employment—and the workplace environment—can have a significant impact on an individual’s
well-being. Lake County’s economy is based largely on tourism and recreation due to the accessibility
and popularity of several lakes and recreational areas. According to September 2015
labor market data, 94% (28,320 of 30,140) of Lake County’s labor force was employed, comparable to
statewide (94.5%) and lower than the U.S.47
Unemployment
While California’s unemployment rate remains higher than the country as a whole, it has improved
substantially since the great recession.48,49 In March 2016, Lake County’s civilian unemployment rate
was 7.2% (down from 15.9% in March 2010) compared to 5.6% statewide. The rate ranged within the
county from 1.8% in Nice to 14.0% in Lower Lake.50

Educational Attainment
In addition to having an impact on health and longevity, educational levels obtained by community
residents can also affect the local economy. In general, higher levels of education equate to the
ability to earn higher wages, experience less unemployment and enjoy increased job stability. The
indicator typically used to measure educational attainment is “persons aged 25 and older with less
than a high school education”.
47

Labor Market Information. California Employment Development Department. http://www.labormarketinfo.edd.ca.gov/.
United States Department of Labor. Bureau of Labor Statistics. http://www.bls.gov/cps/cpsaat01.htm
49
Labor Market Information for the State of California. Employment Development Department.
http://www.labormarketinfo.edd.ca.gov/county/california.html#URLF
50
Labor Market Information. California Employment Development Department.
http://www.labormarketinfo.edd.ca.gov/county/lake.html#URLF
48
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In the 2009-2013, 5-year estimate for Lake County, 85.4% of people aged 25+ had a high school
degree or higher (Figure 13). While more favorable than 81.3% statewide, the proportion declined
from 86.3% in 2006-10.51 The high school cohort graduation rate for 2013-14 was slightly lower in
Lake County than statewide: 80.4% versus 81%.52
Figure 13. Percent of Residents Age 25+ With a High School Education or Higher
100%
80%
60%
40%
20%
0%

Lake County

California

Source: American Community Survey, 2009-13.

Low educational attainment—particularly dropping out of school—increases the risk of school-age
pregnancy. In fact, high levels of school engagement have been found to be associated with
postponing pregnancy.53 In 2011, 20% of Lake County births were to mothers with no high school
degree, compared to 22.1% statewide.54
Research has also shown that young people who drop out of high school are more likely to use
drugs/alcohol, be involved in criminal activity, and become teen parents. High school dropouts also
have higher unemployment rates and are more likely to receive public assistance. Lake County’s
overall high school cohort dropout rate, 13.5%, in 2013-14 was higher than the statewide rate of
11.5% (Table 13). Though the absolute numbers are small, the dropout rates among Native
American and Asian students were higher than the overall county rate (with the exception of the
2013-2014 school year, for Asian students).55
Table 13. Cohort Dropouts and Rates for Students Enrolled in Grades 9-12, Lake County

Ethnic Group
American Indian/Native American
Pacific Islander
African American
Multi-Race
White
Hispanic
Asian
County Total
State Total

Total
Dropout

Cohort Dropout
Rate
2010-11
*
36.4%
*
0.0%
*
5.0%
*
0.0%
64
13.4%
17
11.2%
*
28.6%
94
13.5%
74,101
14.7%

Total
Dropout

Cohort
Dropout Rate
2013-14
*
35.7%
*
100%
*
13.6%
*
27.3%
47
11.2%
23
13.3%
*
0.0%
92
13.5%
56,756
11.5%

Source: California Department of Education, DataQuest.
* Ten or fewer students

51

U. S. Census Bureau, American Community Survey, 5-Year Estimates. http://factfinder2.census.gov
California Department of Education. DataQuest. http://dq.cde.ca.gov/dataquest/dataquest.asp
53
The influence of high school dropout and school disengagement on the risk of school-age pregnancy. Journal of Research on
Adolescence 8(2):187-220, 1998.
54
Improved Perinatal Outcome Data Reports, Lake County Profile, 2011. http://ipodr.org/033/vs/socioeconomics.html#nohs
52
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55

Supra, note 19.
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Because of Lake County’s relatively small student subpopulations, there is considerable variation in
some enrollment and dropout data, which makes it important to use caution when interpreting trends
and comparisons across populations. Additionally, there is some disagreement over whether dropout
rates accurately represent the number of students who leave high school without finishing, because
there is no standardized method to track students who stop attending school.

English Language Learners
Of Lake County’s total 2013-14 K-12 enrollment of 9,016, 12% were reported to be English-Learners-up from 7.4% in 2010-11—and about half of the state average. Spanish speakers account for 98% of
the English Learners. 56

Health Insurance Coverage after the Affordable Care Act
In 2014, under the federal Patient Protection and Affordable Care Act (ACA), California expanded
Medi-Cal eligibility to citizens and legal resident adults with a household income below 133% of the
federal poverty level, including adults without children (with a 5% “income disregard,” effectively
138%). The state also implemented Covered California--its ACA exchange--to administer federal
subsidies for families with income between 139% and 400% of the FPL.
Since January 1, 2014, more than 5 million state residents have obtained health insurance either
through Covered California or Medi-Cal. Prior to the ACA, an estimated 6.3 million Californians were
uninsured. It is projected that the number will drop to 3-4 million in 2015, and to 2-3 million by 2019.57
Almost one in five (19.2%) California adults (age 19-64) were enrolled in Medi-Cal in 2014, compared
to 12.9% in 2013.58 Total Medi-Cal enrollment is predicted to reach 12.4 million in 2015-16,
translating to almost one-third of California’s population. 59 As of March 2015, 1.4 million residents
had coverage through Covered California.60
As a result of Medi-Cal expansion, the rate of uninsured adults fell more than three percentage points
to 17.4%, lower, for the first time, than the rate of adult Medi-Cal enrollment.61 The overall uninsured
rate for the nonelderly, including children, fell to 13.6%. Medi-Cal coverage increased to 26.5%, and
over half (50.9%) continued to have employer-based coverage.62

The Remaining Uninsured
Despite coverage expansions, many Californians remain uninsured, either because they are not
eligible for or not enrolled in public or private health coverage. The number and characteristics of
these remaining uninsured are relevant to counties’ indigent care programs. It is estimated that the
uninsured this year in the state will include about 1.5 million undocumented individuals (who are only
eligible for emergency Medi-Cal) and 1.3 to 1.8 million people eligible for Medi-Cal or Covered
California subsidies but not enrolled.63
56

California Department of Education at Ed-Data. http://www.ed-data.k12.ca.us/Pages/Home.aspx
Kelch, Deborah Reidy. Locally Sourced: The Crucial Role of Counties in the Health of Californians. California Health Care Foundation,
October 2015.
58
Charles, SA. Adult Medi-Cal Enrollment Surges, Uninsured Rate Plummets in 2014. Los Angeles, CA: UCLA Center for Health Policy
Research, August 2015.
59
Supra, Note 23.
60
Supra, Note 24.
61
Ibid.
62
Ibid.
63
Supra, Note 23.

57

Lake County Community Health Needs Assessment 2016
BARBARA AVED ASSOCIATES

41

The ACA requires most people to have either public or private health coverage or to pay a federal tax
penalty. Reasons for exemption from the individual mandate provision include religion, incarceration,
immigration status, and financial hardship. Federal law generally defines financial hardship as having
income below tax filing levels and facing insurance premiums higher than 8% of household income.
Some who are not exempt may choose to pay the federal penalty and not get coverage. Others may
not be able to afford their share of premiums, copayments and/or deductibles even if they are
receiving premium subsidies. Lastly, because enrollment in Covered California is only possible during
specific enrollment periods, some will be uninsured at times if they miss enrollment deadlines.

Health Insurance Coverage in Lake County
According to the 2014 California Health Interview Survey (CHIS), 78.7% of Lake County residents of
all ages reported having some form of health insurance (including public coverage), compared to
88.1% statewide. Figure 14 shows the trend of those reporting they had current coverage between
2001 and 2014. For adults age 18-64, only 68.9% reported having current coverage, down from
79.7% in 2009.64

Figure 14. Trend in % Reporting Having Current Health Insurance Coverage, Lake County, 2001-2014
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Source: California Health Interview Survey, UCLA Center for Health Policy Research

Nearly 40% of the 2014 CHIS non-senior adult population with insurance reported being covered by
Medi-Cal (Figure 15), up from 24.8% in 2009 (and a low of 16.4% in 2011). Between the launch of
the Covered California website in October 2013 and February 2014, 1,747 Lake County applicants
were determined likely eligible for Medi-Cal.65
Reported employment-based insurance fell by almost half, from 47.6% in 2009 to 25.9% in 2014.
Despite the ACA, nearly 1 in 3 adults reported being uninsured, almost double the percent in 2009.

64

2014 California Health Interview Survey, UCLA Center for Health Policy Research.
California Department of Health Care Services. Enrollment by County: Medi-Cal Applicants via CoveredCa.com.
http://www.dhcs.ca.gov/dataandstats/Pages/Enroll_CovCA_App3.aspx

65
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Figure 15. Type of Insurance Coverage of Persons Age 18-64, Lake County 2009 & 2014
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Source: California Health Interview Survey.

Compared to the state as a whole in 2014, adults age 18-64 in Lake County had over double the
percentage of uninsured (31.1% vs. 13.6%) and a substantially higher percentage covered by MediCal (39% vs. 26.5%, Figure 16). Its rate of employment-based coverage was close to half of the state
rate (25.9% vs. 50.9%), and it appeared to have next to no privately purchased insurance compared
to 7.1% for the state.

Figure 16. Type of Insurance Coverage Lake County Compared to CA, Ages 18-64, 2014
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Source: California Health Interview Survey.
Note: Lake County results for “privately purchased “and “other public” are statistically unstable.

In 2014, 86.6% of Lake County children ages 0-17 were covered by some form of health insurance
compared to 94.6% statewide.66 According to CHIS, Medi-Cal covered 52.3% of children age 0-20 in
the county that year, compared to 41.8% statewide.67 The following rates for uninsured and
employment-based coverage in the county were statistically unstable but reported by CHIS as: 22%
uninsured vs. 6.4% statewide; 19.8% employment-based vs. 44.9% statewide.
66
67

U.S. Census Bureau, American Community Survey, September 2015.
Supra, Note 30.
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Figure 17 shows the trend in Medi-Cal coverage for children age 0-20 in Lake County. From a low of
20.4% in 2007, coverage has more than doubled to 52.3% in 2014.
Figure 17. Children Age 0-20 covered by Medi-Cal, Lake County
60%
52.3%

50%

40%

40.1%

39.6%

30%
20.4%

20%

10%
0%
2005

2007

2009

2014

Source: 2005, 2007, 2009, 2014 California Health Interview Survey.

Having coverage for care, however, does not guarantee access to care if there is an inadequate
number of providers in the service area and/or providers are not willing to accept all forms of coverage
such as Medi-Cal (and Denti-Cal) and Medicare; or if beneficiaries find it difficult to come up with the
required copayments and coinsurance needed to get health care.
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Section II. Selected Health Status Indicators
Health and well-being are influenced by many factors. Health status indicators include the traditional
vital statistics, such as birth and death rates, as well as factors like safety and mental health, and
health behaviors. Communities commonly measure their health against statewide averages and
national standards or objectives, most commonly Healthy People 2020, a federal health promotion and
disease prevention agenda for improving the health of the nation’s population.

SELF-RATED HEALTH STATUS
In population studies, self-rated health is generally regarded by researchers as a valid, commonly
accepted measure of health status.68 Understanding the relationships of self-rated health to other
factors can help health care professionals prioritize health promotion and disease prevention
interventions to the needs of the population.69 Overall, 1 of 5 (20%, slightly down from 21% in 2009)
Lake County respondents to the 2014 California Health Information Survey (CHIS) rated their health
status as “excellent,” a somewhat lower proportion than the 23.2% of statewide respondents who
viewed themselves at favorably (Figure 18). However, a slightly higher percentage of county
residents than other Californians rated themselves as “very good” (33.7% and 31.4%, respectively).
Close to one-quarter (23.3%) of county residents reported “fair” and “poor” health status compared to
the statewide average of 17%.

Figure 18. Self-Rated Health Status, Lake County and California, 2014
50%
40%

33.7% 31.4%

30%

23.1%

20%
10%

4.6% 3.5%

0%

Excellent

Very Good

Good

Lake County

Fair

Poor

CA

Source: California Health Information Survey

68

Franks P, Gold MR, Fiscella K. Sociodemographics, self-rated health, and mortality in the US. Soc Sci Med. 2003;56:2505–2514.
Idler, EL., Benyamini, Y. (1997). Self-rated health and mortality: A review of twenty-seven community studies. J Health Soc Behav, 38, 2137.
69
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As a group, only half the proportion of Lake County seniors (age 65+) rated their health status as
“excellent” in the CHIS than seniors statewide, 6.6% and 13.4%, respectively. (The difference
between non-senior adults for this rating was less marked.) About as many county seniors as
California seniors, on average, viewed themselves as being in “fair” or “poor” health (Figure 19).

Figure 19. Self-Rated Health Status, Lake County and California

Excellent
Very Good

Excellent
Very Good
Good
Fair
Poor

Age 21-64
Age 65+
Lake County
13.1%
6.6%
34.3%
30.2%
23.5%
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21.8%
28.7%
7.3%
0.0%

Age 21-64

Age 65+

17.4%
31.7%
30.9%
16.2%
3.8%

13.4%
28.0%
30.7%
19.1%
8.8%

Good
Fair
Poor

Source: California Health Interview Survey, 2014
Some figures are considered statistically “unstable” due to small sample size.

MORBIDITY (DISEASE CONDITIONS AND ILLNESS)
Morbidities include conditions and illnesses such as infectious and communicable diseases and other
disorders that can cause pain, dysfunction or death. (Note: while injuries are included in the broader
sense of morbidity, unintentional and intentional injuries are addressed elsewhere in this report in the
Safety Issues section.) These conditions affect people emotionally and financially as well as
physically, and can alter one's perspective about quality of life. The term "disease burden," which will
be discussed later in this section, refers to the impact of a health condition that can be measured by
financial cost, mortality, morbidity, or other indicators.
Available County Rankings reflect the overall health of counties in California, and provide a snapshot
of how healthy residents are by comparing their overall health and the factors that influence their
health with other counties in the state. Population health measures in the Rankings for health
outcomes and health factors are included based on scientific relevance, importance, and availability of
data at the county level.70 The Rankings are based on a model of population health that emphasizes
the many factors that, if improved, can help make communities healthier places to live, learn, work
and play.
Summary rankings for Health Outcomes continue to place Lake County in 2016 as 57th (of 57
California counties included in the analysis71)--the worst in the state. For length of life, the ranking is
70

County Health Rankings and Roadmaps. University of Wisconsin Population Health Institute.
http://preview.countyhealthrankings.org/app/california/2016/rankings/lake/county/factors/overall/snapshot
California has 58 counties, however Alpine County was not included in the state ranking due to its small size.
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also 57th, and for the measures of quality of life the ranking is 40st (Table 14). Quality of life is a
combination of self-report fair or poor health; poor physical health days; poor mental health days; and
the percent of births with low birth weight. The county’s ranking on quality of life fell 2 places since
2012.

Table 14. Health Outcomes Summary Rankings of California Counties: Lake County

Health Outcomes (Overall in 2016: 56/57)
Length of Life

Quality of Life

2012 Rank

2016 Rank

2012 Rank

2016 Rank

57

57

38

40

Source: County Health Rankings and Roadmaps, 2016.
Ranking is out of 57 counties.

Summary rankings for Health Factors for Lake County range quite a bit (Table 15), but the good news
is that overall it rose from 56th to 50th (worse) place. The county ranked poorly among counties in the
category of health behaviors, 50th in social/economic factors, and 44th for clinical care in 2016. Health
behaviors include things like smoking and exercise; clinical care includes measures of access to
medical care; social and economic factors include education, employment, and community safety.
On the physical environment, the county ranked 20th in 2012 but fell to 30th place in 2016. Physical
environment is a combination of environmental quality and the “built environment” (human-created or
arranged physical objects and places people interact most directly with such as structures and
landscapes).

Table 15. Health Factors Summary Rankings of California Counties: Lake County, 2012 & 2015

Health Factors (Overall in 2016: 50/57)
Health Behaviors
2012 Rank

2016 Rank

57

50

Clinical Care

Social/Economic Factors

2012 Rank 2016
2016Rank
Rank
45

44
44

Source: County Health Rankings and Roadmaps, 2016.
Ranking is out of 57 counties.

2012 Rank
49

2016 Rank
47

sicalEnvironment
Environment
Physical
2012
2012 Rank
Rank 2016 Rank
30

30

2

Table 16 below displays the incidence or cases of communicable diseases commonly reported for
morbidity indicators in community health assessments. The case rates shown in the table are per
100,000 population and show current and previous reporting periods.
Lake County ranks 54th out of 58 counties for its rate of gonorrhea in females. The rate is higher than
the statewide rate and the national Healthy People 2020 target. The county’s rate of Chlamydia has
been rising--up from 163.1 in 2006-2008 to 259.3 in 2012-2014. Nonetheless its Chlamydia rate is
lower than the state as a whole. Rates for AIDS and tuberculosis, while considered statistically
unreliable, also appear to be more favorable than statewide.
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2016 Ra

Table 16. Lake County Morbidity by Cause, 3-Year Average
2009-2011

2011-2013

Crude Case
Rate
Health
Status
Indicator

County
Rank
Order

Cases
(Avg)
Lake
County

Lake
County

34

2.0

24

AIDS
Incidence
(Age 13+)
Chlamydia
incidence
Gonorrhea
incidence
femalesb
Tuberculosis
incidence

Crude Case
Rate

CA

County
Rank
Order

Cases
(Avg)
Lake
County

Lake
County

CA

3.6*

9.7

36

2.0

3.6*

7.3

12.4

163.0

252.8

417.6

19

168.0

259.3

447.0

a

51

19.3

191.7

125.9

54

30.0

292.3

172.1

251.9

20

1.0

1.6*

6.4

24

1.3

2.1*

5.7

1.0

Healthy
People
2020
Target

Source: County Health Status Profiles 2015. California Department of Public Health
* Rate or percent unreliable; fewer than 20 cases or relative standard error greater than or equal to 23%.
Prevalence data were not available in all California counties to evaluate Healthy People 2020 target of 6.3-11.5% (depending on setting)
testing positive in the population 15-24 years of age.
b
Age 15-44

a

Lake County’s crude case rate of AIDS is unstable due to the small number of events. Based on
unstable rates, the county ranked 20th of 58 counties in 2011-2013.72 Between March 1983 and
December 2013, the county had a cumulative total of 160 HIV (AIDS) cases (Table 17). Of those, 98
(61%) are now deceased. There have been 20 HIV (non-AIDS) cases reported for Lake County
between April 2006 and December 2014.73
Table 17. Cumulative HIV/AIDS Cases Reported for Lake County as of December 23, 2013

Total
Cases
20

HIV (Non-AIDS)
Deceased
Living
Cases
Number
%
18

1

5

HIV (AIDS)
Total
Cases

Living
Cases

160

62

Deceased
Number
%
98

61

Source: California Department of Public Health, Office of AIDS. HIV/AIDS Surveillance Section, data as of December 23, 2014.
HIV (AIDS) reporting began in March 1983. HIV (non-AIDS) reporting by name began in April 2006. Counts include cases for which the first
report was in California. Excluded are cases diagnosed, but not yet reported as of December 23, 2014, which may understate the numbers
of diagnoses and deaths in the most recent years. CDPH no longer releases data that are less than 1 year old. The surveillance report
below includes data for cases diagnosed up to December 31, 2013, as determined on January 1, 2015. This is the most currently available
HIV/AIDS surveillance data approved for release.

Chlamydia, a bacterial disease, often has no symptoms, and people who are infected may
unknowingly pass the disease to sexual partners. While treatable, Chlamydia can lead to infertility,
and like gonorrhea and syphilis, can have long-lasting consequences for women. Newborns can also

72

County Health Status Profiles 2015. California Department of Public Health. http://www.cdph.ca.gov/programs/ohir/Pages/CHSP.aspx
California Department of Public Health. Office of AIDS. HIV/AIDS Semiannual Statistics.
http://www.cdph.ca.gov/data/statistics/Documents/HIVSurveillanceReport2013dxBy2014yrenddata.pdf
73
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contract it from their infected mothers at the time of birth. Prior untreated Chlamydia infection is one
of the most common causes of infertility.74
Lake County’s case rate of Chlamydia is lower than the statewide rate but, like the California average,
has been rising for many years. The county’s rate in 2014 was 270 per 1,000 population; it was 157 in
2004 (Figure 20).75

Figure 20. Chlamydia Case Rate per 1,000 Population, 2010-2014
500
439
400
300
200
100
0
2010

2011
2012
Lake County

2013
California

2014

Source: California Department of Public Health, STD Control Branch

Lake County’s case rate (per 100,000 population) for tuberculosis is relatively low compared to
California. Because the number of cases each year is so small, it is difficult to detect trends over
time. Rates and rate changes cannot be calculated where number of cases is less than 5. In the 10year period 2005-2014, 11 cases of TB were reported for Lake County.76 Like California and the rest
of the nation, the county has seen an overall decrease in cases since the mid 1990’s, though the
decline has leveled off in recent years.77

Prevention Quality Indicators
Prevention Quality Indicators (PQIs) identify hospital admissions (age 18 and over) that evidence
suggests may have been avoided through access to high-quality outpatient care. The PQIs are also
called "ambulatory care-sensitive conditions" or "preventable hospitalizations." These measures
assess the quality of the healthcare system as a whole, especially ambulatory care, in preventing
hospitalizations due to potentially-avoidable medical complications. The PQIs can be used not only to
monitor access but also morbidity for acute conditions and chronic diseases including diabetes,
asthma, hypertension, and heart failure. Of the 10-year trend for the 10 PQIs shown on the following
pages (Figures 21 - 33), all Lake County hospitalization rates in each year, except for Hypertension
and Urinary Tract Infections, are generally higher (worse) than statewide rates.78

74

Haggerty CL, et al. Risk of sequelae after Chlamydia trachomatis, genital infection in women. J Infect Dis 2010;201:134-155.
http://www.cdph.ca.gov/data/statistics/Documents/STD-Data-Chlamydia-Provisional-Tables.pdf
76
https://www.cdph.ca.gov/programs/tb/Documents/TBCB-CA-TB-Data-Tables-2014.pdf
77
County Health Status Profiles 2012. California Department of Public Health. http://www.cdph.ca.gov/programs/ohir/Pages/CHSP.aspx
78
Office of Statewide Health Planning and Development, Patient Discharge Data, 2005-2014. AHRQ PQIs, 2012 U.S. Census.
http://www.oshpd.ca.gov/HID/Products/PatDischargeData/AHRQ/pqi_overview.html?utm_source=streamsend&utm_medium=email&utm_co
ntent=24868681&utm_campaign=2005-2014%20AHRQ%20PQIs
75
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Figure 21. Diabetes Short-term Complications (PQI #1)

Source: OSHPD, Patient Discharge Data, 2005-2014

Figure 22. Diabetes Long-term Complications (PQI #3)

Source: OSHPD, Patient Discharge Data, 2005-2014

Figure 23. Uncontrolled Diabetes (PQI #14)

Source: OSHPD, Patient Discharge Data, 2005-2014
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Figure 24. COPD or Asthma in Older Adults Ages 40 and Older (PQI #5)

Source: OSHPD, Patient Discharge Data, 2005-2014

Figure 25. Asthma in Younger Adults Ages 18-39 (PQI #15)

Source: OSHPD, Patient Discharge Data, 2005-2014

Figure 26. Hypertension (High Blood Pressure) (PQI #7)

Source: OSHPD, Patient Discharge Data, 2005-2014
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Figure 27. Bacterial Pneumonia (PQI #11)

Source: OSHPD, Patient Discharge Data, 2005-2014

Figure 28. Urinary Tract Infection (PQI #12)

Source: OSHPD, Patient Discharge Data, 2005-2014

Figure 29. Dehydration (PQI #10)

Source: OSHPD, Patient Discharge Data, 2005-2014
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Figure 30. Perforated Appendix (PQI #2)

Source: OSHPD, Patient Discharge Data, 2005-2014

Figure 31. Acute Composite (PQI #10, 11, and 12)

Source: OSHPD, Patient Discharge Data, 2005-2014

Figure 32. Chronic Composite (PQI #1,3,5,7,8,13,14,15, and 16)

Source: OSHPD, Patient Discharge Data, 2005-2014
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Figure 33. Overall Composite (PQI #1,3,5,7,8,10,11,12,13,14,15 and 16)

Source: OSHPD, Patient Discharge Data, 2005-2014

MORTALITY (DEATH)
Mortality statistics are the backbone of public health. Without knowing how people die, and at what
ages, epidemiologists can only guess how many deaths are potentially preventable. Good mortality
and surveillance data can identify overlooked problems and help health organizations decide where to
direct effort and money.79
Mortality indicators correlate with more than physical health conditions as described above; social and
environmental factors play important roles. Being healthy and living long—and a community's burden
of disease—can depend very much on which community a person lives in. People with less income
and wealth can expect to live comparatively shorter lives.80

Disease Burden and Years of Potential Life Lost (YPLL)
There are several measures used to quantify the burden imposed by diseases on people. Years of
potential life lost (YPLL) is a simple estimate of the number of years that a person's life was shortened
due to a disease. It is used to reflect the impact of premature mortality (death) on a population’s
overall life expectancy. Seventy-five years is used as the standard life expectancy and YPLL-75 is
obtained by subtracting the age at the time of death from 75. For example, a man who died from
heart disease at age 60 would add 15 years of potential life lost, while a man who died at 80 would
not contribute any years of life lost.
Lake County ranks as the worst county in California for premature death. The 2010-2012 three-year
average total age-adjusted years of potential life lost before age 75 (YPLL-75) per 100,000 persons
was 10,269 years, almost double the state as a whole (5,295). After rising between about 1998 and
2004, YPLL-75 in the county declined some, but has remained substantially higher than both the state
and national rates (Figure 34).81

79

Brown, D. Health and Science. Washington Post. Reprinted September 18, 2010.
Sampson R, Morenoff J, Gannon-Rowley T. Assessing "neighborhood effects": Social processes and new directions in research.
Annu Rev Sociol. 2002;28:443-478.
81
County Health Rankings and Roadmaps. University of Wisconsin Population Health Institute.
http://www.countyhealthrankings.org/app/california/2015/overview
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Figure 34. Premature Death in Lake County, Years of Potential Life Lost (YPLL)

County Health Rankings and Roadmaps. University of Wisconsin Population Health Institute.

The leading causes of mortality present a broad picture of the causes of death in Lake County. The
10 leading causes by percentage of contribution in 2013 for the county and state are displayed below
in Figure 35.82
Figure 35. Ten Leading Causes of Death by Percent of Contribution, 2013

Source: Death Statistical Data Tables, California Department of Public Health
82

https://www.cdph.ca.gov/data/statistics/Documents/VSC-2013-0520.pdf
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The Lake County death rates displayed in Table 18 are per 100,000 population for the most recent 3year average period of 2012-2014. The crude death rate is the actual risk of dying. The age-adjusted
rate is the hypothetical rate that the county would have if its population were distributed by age in the
same proportions as the 2000 U.S. population. The shaded rows in the table—some of which contain
“statistically unstable” rates, unavoidable because of small numbers of events—highlight the death
rates for which Lake County was reported to exceed state, national, or National Health Objective
rates. Of the 19 reported causes of death, the county ranked worse than the state—and most of
California’s other counties as well—on all but 2 causes (89%).83 It ranked worst or 2nd worst for all
causes, all cancers combined, lung cancer, unintentional injuries, drug-induced deaths, chronic lower
respiratory disease, and chronic liver disease and cirrhosis.

Table 18. Lake County Deaths by Cause, 3-Year Average, 2012-2014

Lake
County
Rank
Order
58
57
45
58
50
42
25
36
55
49
49
56
57
57
54
55
56
52
58

Health Status Indicator

All causes
All cancers
Colorectal (colon) cancer
Lung cancer
Female breast cancer
Prostate cancer
Diabetes
Alzheimer’s disease
Coronary heart disease
Cerebrovascular disease
(stroke)
Influenza/pneumonia
Chronic lower respiratory
disease
Chronic liver disease and
cirrhosis
Unintentional injuries
Motor vehicle crashes
Suicide
Homicide
Firearm-related
Drug-induced deaths

Age-Adjusted Death
Rate

AgeAdjusted
Death
Rate

Statewide

National1

1,266.8
284.5
22.1*
85.9
35.1*
28.7*
23.7*
42.2
190.4
61.7

918.6
193.2
14.6*
55.8
22.3*
21.8*
16.7*
30.2
133.0
42.6

619.6
146.5
13.3
31.7
20.3
19.3
20.4
30.1
96.6
34.4

731.9
163.2
14.6
43.4
20.82
7.8
21.2
23.5
169.8
36.2

25.2*
99.8

18.7*
67.3

15.3
33.7

15.9
42.1

a

35.5

24.6

11.7

10.2

8.2

92.1
22.1*
27.8*
10.8*
19.0*
46.3

83.6
21.8*
25.8*
11.9*
17.1*
43.6

28.2
7.9
10.2
5.0
7.6
11.3

39.4
10.9
12.6
5.2
10.4
14.6

36.4
12.4
10.2
5.5
9.3
11.3

Crude
Death
Rate

National
Health
Objective
a

161.4
14.5
45.5
20.7
21.8
b
a

103.4
34.8
a

Source: County Health Status Profiles 2016. California Department of Public Health.
The shaded rows in the table highlight the death rates where Lake County exceeds state, national, or National Objective rates.
* Rates are deemed unreliable based on fewer than 20 data elements.
1
Deaths: Final Data for 2013, table 18. CDC/National Center for Health Statistics. http://www.cdc.gov/nchs/data/nvsr/nvsr64/nvsr64_02.pdf
2
Health, United States, 2014, table 26. CDC/National Center for Health Statistics. http://www.cdc.gov/nchs/fastats/cancer.htm
a
Healthy People 2020 (HP 2020) National Objective has not been established.
b
National Objective is based on both underlying and contributing cause of death which requires use of multiple cause of death data files.
California’s data exclude multiple/contributing causes of death.

83

“Incidence” of diseases refers to new cases being identified, while “mortality” refers to death from that that disease. While the former may
be reflective of characteristics of the population and risk factors that contribute to the development of disease, the latter may be more
reflective of access to, or appropriate use of healthcare services for effective diagnostic and treatment services.
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Diseases of the circulatory system—coronary heart disease and stroke—are responsible for about
20% of Lake County’s deaths. With the exception of a lower death rate than the national average for
coronary heart disease, death rates due to stroke and coronary heart disease exceeded state,
national and National Health Objective rates.
Primarily attributed to excessive alcohol consumption and Hepatitis C, liver disease and cirrhosis was
the 11th leading cause of death in California and the 9th in Lake County for the 2012-2014 period.84
The county’s age-adjusted death rate, 24.6 per 100,000, was twice the state rate and two and a half
times higher than the HP 2020 objective for the nation, which is 8.2 per 100,000. Other causes for
which Lake County’s death rates exceeded the state rate or HP 2020 objectives substantially were
drug induced deaths (almost four times the state), unintentional injuries (more than three times the
state), and chronic lower respiratory disease (over twice the state).
Table 19 presents the causes of death for which Lake County’s rates improved (declined) between
the 2009-2011 and 2012-2014 measurement periods. Those with reliable rates that improved include
all causes, lung cancer, coronary heart disease and unintentional injuries. Despite the improved
rates, the county’s poor ranking for those causes changed little.

Table 19. Lake County Causes of Death Where Rates Decreased (Improved) from 2009-11 to 2012-14

2009-2011
(3-year average)
Health Status Indicator

Age-Adjusted
Death Rate

All causes
All cancers
Lung cancer
Female breast cancer
Prostate cancer
Coronary heart disease
Cerebrovascular disease (stroke)
Influenza/pneumonia
Drug-induced deaths
Suicide
Diabetes
Unintentional injuries
Motor vehicle crashes
Chronic lower respiratory disease

989.2
193.3
57.6
25.2*
29.3*
164.7
55.3
23.6*
45.3
26.7*
18.4*
85.7
21.9*
71.1

Rank Order

58
52
54
50
56
55
57
55
58
57
34
57
56
56

2012-2014
(3-year average)
AgeAdjusted
Death Rate
918.6
193.2
55.8
22.3*
21.8*
133.0
42.6
18.3*
43.6
25.8*
16.7*
83.6
21.8*
67.3

Rank Order

58
58
58
50
42
55
49
49
58
55
25
57
54
56

Source: County Health Status Profiles 2016. California Department of Public Health.
* Rates are deemed unreliable based on fewer than 20 data elements.

Table 20 presents the causes of death for which Lake County’s rates worsened (increased) between
the 2009-2011 and 2012-2014 measurement periods. The cause with a reliable rate that worsened
was Alzheimer’s disease.

84

County Health Status Profiles 2016. California Department of Public Health. http://www.cdph.ca.gov/programs/ohir/Pages/CHSP.aspx
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Table 20. Lake County Causes of Death whose Rates Increased (Worsened) from 2009-11 to 2012-14

2009-2011
(3-year average)
Health Status Indicator

Age-Adjusted
Death Rate

Alzheimer’s disease
Chronic liver disease and cirrhosis
Firearm-related
Homicide

Rank Order

29.0
21.7*
16.7*
6.5*

2012-2014
(3-year average)
AgeAdjusted
Death Rate

31
57
54
43

Rank Order

30.2
24.6
17.1*
11.9*

36
57
52
56

Source: County Health Status Profiles 2016. California Department of Public Health.
* Rates are deemed unreliable based on fewer than 20 data elements.

Cancer
Cancer accounts for about one out of every four deaths in Lake County. In the 2012-2014
measurement period, the county ranked worst in the state on death rate due to all cancers, falling
from 52nd place in 2009-2011. Its rate was higher than both statewide and the HP 2020 national
objective. The rate of death from lung cancer, for example, was substantially higher than the state
rate. Nevertheless, mirroring the trend in California, there has been a statistically significant
downward trend in the cancer mortality rate between 2000 and 2010 (Figure 36).

Figure 36. Age-Adjusted¹ Cancer Death Rates,² Lake County and California, 2000-2010
300
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232.2 231.3

252.1
223.6
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182.2 181.0 177.5 174.7
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Source: California Department of Public Health. http://www.cdph.ca.gov/programs/ohir/Pages/Cancer2010County.aspx
Rates are age-adjusted using the year 2000 U.S. standard population.
Rates are per 100,000 population. More information about rate calculation is in the Technical Notes.

1
2

About 30% of all cancers (80% of lung cancers) are associated with exposure to tobacco smoke.
Nearly 40% are considered associated with unhealthy lifestyle factors--combinations of poor diet,
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inactivity, elevated body weight, excessive alcohol consumption, and high salt intake.85 Death from
cancers of the trachea, bronchus and lung lead all other types.
Table 21 breaks out mortality rates by type of cancer and shows that Lake County’s death rates due to
all cancers combined and specific individual cancers were worse than statewide rates and Healthy
People 2020 Targets. The county's age-adjusted rate dropped from 232.3 in 2000 to 193.3 in 2010, a
17% decrease. California’s age-adjusted rate dropped from 182.2 in 2000 to 156.6 in 2010, a 14%
decrease. The county’s rate of 193.2 in 2012-2014 for all cancers was virtually the same as in the
2011-2013 period, though its ranking fell from 52 to 58 worst in the state. The unstable rate for female
breast cancer suggests a possible decline.

Table 21. Deaths Due to Cancer by Type of Cancer, 2009-2011 & 2012-2014, 3-year averages
2009-2011

Type

All
cancers
Lung
Colorectal
(colon)
Female
breast

County
Rank
Order

Crude
Death
Rate
Lake
County

52

2012-2014

Lake
County

CA

Healthy
People
2020
Target

284.5

193.2

146.5

161.4

58

85.9

55.8

31.7

45.5

14.7

45

22.1*

14.6*

13.3

14.5

21.3

50

35.1*

22.3*

20.3

20.7

Age-Adjusted
Death Rate
Lake
County

CA

County
Rank
Order

260.6

193.3

156.4

57

54

79.1

57.6

36.5

36

19.6*

15.3*

50

35.4*

25.2*

Crude
Death
Rate
Lake
County

Age-Adjusted
Death Rate

*Statistically unreliable due to small sample size.
Source: County Health Status Profiles 2013 & 2016. California Department of Public Health.
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CHRONIC DISEASE AND OTHER CONDITIONS
Chronic diseases cost the nation’s economy more than $1 trillion a year in lost productivity and
treatment costs according to estimates of the cost burden of chronic disease. 86 And, the rate of
chronic diseases is expected to increase annually, and with it the cost of treatment. Currently in
California, 14 million people are estimated to be living with at least 1 chronic condition, and more than
half have multiple chronic conditions.87
The most recent estimates of the burden of chronic disease in California using statewide prevalence
estimates found nearly $98 billion was spent in treating 6 common chronic conditions (arthritis,
asthma, cardiovascular disease, diabetes, cancer and depression) in California in 2010.88 The
estimated cost of treating these 6 conditions is 42% of all healthcare expenditures in the state. This
study estimated that cardiovascular disease was associates with the greatest expense—an estimated
$37 billion spent annually, or 16% of all healthcare costs.
The estimated number of cases and cost burden of chronic disease in Lake County suggests $222.2
million was the total health care cost on 6 common chronic conditions in 2010; these conditions
represented 55.1% of total health care expenditures in Lake County (Table 22).
Table 22. Estimated Number of Lake County Cases* and Health Care Costs of Chronic Conditions in 2010.
Total
% of total
health
health care
Cardiovascular
care cost
expenditure
Arthritis Asthma
Diabetes Cancer Depression
Disease
on 6
due to 6
chronic
chronic
conditions
conditions
Estimated
13,386
9,640
22,613
4,294
2,754
8,649
number of
cases
Estimated
$35.4M
$19.3M
$89.5M
$24.5M
$31.2M
$22.3M
$222.2M
55.1%
healthcare
costs
*The data are reported as cases because people can have more than one chronic condition.
Source:. California Department of Public Health. Chronic Disease Control Branch. 2015.

.

Heart Disease
“Heart disease” refers to a variety of conditions including coronary artery disease, heart attack, heart
failure, and angina, and is the leading cause of death in California. Smoking, being overweight or
physically inactive, and having high cholesterol, high blood pressure, or diabetes are risk factors that
can increase the chances of having heart disease. In addition, heart disease is a major cause of
chronic illness.
Lake County’s 2012-2014 three-year average age-adjusted death rate from coronary heart disease
was 133.0 per 100,000 population, 55th highest among the 58 counties, but down from 140.5 in the

86

DeVol R, et al. An Unhealthy America: The Economic Burden of Chronic Disease. Milken Institute. 2007.
The Burden of Chronic Disease and Injury in California, 2013.
https://www.cdph.ca.gov/programs/cdcb/Documents/BurdenReportOnline%2004-04-13.pdf
88
Economic Burden of Chronic Disease in California, 2015. California Department of Public Health.
https://www.cdph.ca.gov/programs/cdcb/Documents/CDPHEconomicBurdenCD2015California.pdf
87
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previous three-year period.89 The county’s rate is higher than both the statewide average of 96.6 and
the Healthy People 2020 objective of 103.4.
Trend data from the California Health Interview Survey (CHIS) is difficult to interpret but suggests the
incidence of heart disease has not changed appreciably in Lake County (Figure 37). According to the
2014 CHIS, 10% of Lake County adults indicated that they had been given a heart disease diagnosis
by a physician—compared to 6.1% of residents statewide—a similar proportion to a decade ago.
Asked in the 2014 CHIS how confident the respondents felt in being able to control and manage their
heart disease, 50.0% reported “very confident,” compared to 53.6% statewide, and 39.0% reported
“somewhat confident.”

Figure 37. Percent of Lake County Adults Who Self-Reported Ever
Being Diagnosed With Heart Disease
15%
12.0%

12%
11.9%
9%

10.3%

10.1%

6.9%

6.3%

6.2%

6%

10.0%

5.9%

6.1%

3%
0%
2003

2005

2007

Lake County

2009

2014

California

Source: California Health Interview Survey, multiple years.

Figure 38 shows current prevalence data from CHIS respondents on heart disease, stroke, heart
failure, and related risk factors. Lake County residents fare worse than residents statewide on all of
the risk factors such as heart disease, high blood pressure, diabetes and cigarette smoking, and
slightly more favorably on daily exercise.
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County Health Status Profiles 2016. California Department of Public Health.
http://www.cdph.ca.gov/programs/ohir/Pages/CHSPCountySheets.aspx#l
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Figure 38. Prevalence Estimates for Heart Disease, Stroke, Risk Factors Among Adults,
Lake County and California, 2014
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No Daily
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Source: 2014 California Health Interview Survey.

Diabetes
The prevalence of diabetes continues to grow nationwide, and it poses a significant public health
challenge. It increases the risk of cardiovascular disease, and the direct complications—blindness,
lower limb amputation and end-stage kidney failure—increase as the prevalence of diabetes
increases.90 California’s diabetes risk profile is higher than that of the rest of the United States, in part
because of the state’s higher proportion of Latinos, higher proportion of people without a high school
diploma, and younger average age.91 The estimated number of new diabetes cases in California has
increased from 131,000 in 1995 to 209,000 in 2010 (age-adjusted rates) according to the CDC’s
Behavioral Risk Factor Surveillance System.92 More than 1 in 10 California adults has diabetes, a
38% increase in one decade, and one in three has pre-diabetes.93
Obesity is a major risk factor for the development of diabetic complications, including cardiovascular
disease and stroke as described above. Diabetes is also strongly related to social and economic
factors. It is more than twice as common among adults who either did not attend or did not graduate
from high school, compared to college graduates.94
The prevalence of diagnosed type 2 diabetes is 2 times higher in Californian adults without a highschool diploma compared to those with a college degree. Similarly, the percent of adults in
Californians with diabetes is almost 2 times higher in those with family incomes below 200% of the
federal poverty level compared to those whose income is 300% above.95 A national clinical trial
90

National Diabetes Fact Sheet, 2012. United States Department of Health and Human Services.
Shi L, van Meijgaard J, Fielding J. Forecasting diabetes prevalence in California: a microsimulation. Prev Chronic Dis 2011;8(4):A80.
92
Centers for Disease Control and Prevention, National Diabetes Surveillance System. California - Total number (in thousands) of new cases
of diagnosed diabetes among adults aged 18-76 years, 1996-2010. http://www.cdc.gov/diabetes/statistics
93
Diabetes in California Counties 2009. California Diabetes Program. http://www.caldiabetes.org/content_display.cfm?contentID=1160 (April
2010)
94
Sayda A, Lochner K. Socioeconomic Status and Risk of Diabetes-Related Mortality in the U.S. Public Health Rep. 2010 May-Jun; 125(3):
377–388.
95
Burden of Diabetes in California. California Department of Public Health Chronic Disease Control Branch, September 2014.
https://www.cdph.ca.gov/programs/cdcb/Documents/FINAL%20Rpt%20(1877)%20DM%20burden%202014_9-04-14MNR3.pdf
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demonstrated that type 2 diabetes can be delayed or prevented by healthful lifestyle changes,
including moderate weight loss and regular, moderate-intensity physical activity.96 In Lake County,
the estimated number of people age 18 years or older with Type 2 diagnosed diabetes is 4,000 (8.1%
prevalence) and the number with obesity is 13,000 (26.4% prevalence), a higher prevalence for both
conditions than the statewide average of diabetes prevalence of 6.9% and obesity of 24.8%.97
According to the 2014 California Health Interview Survey (CHIS), 17% (8,111) of the 47,712 adults
living in Lake County self-reported as having diabetes—a 61.9% increase from 2009. In both Lake
County and California, the proportion of the adult population that was ever told by a doctor, they had
diabetes or borderline or pre-diabetes, other than during pregnancy, also increased from 2009 to 2014
(Table 23).98 Asked in the 2014 CHIS how confident the respondents felt in being able to control and
manage diabetes, 68.7% reported “very confident” and 29.5% “somewhat confident.

Table 23. Lake County Adults Who Self-Reported Ever Having a Diabetes-Related Diagnosis
Diagnosed as Borderline or
Pre-Diabetes

Diagnosed with Diabetes

Area
2005

2007

2009

2014

2009

2011

2013

2014

Lake County

6.8%

9.7%

10.5%

17.0%

11.9%

6.4%

10.8%

11.2%

California

7.0%

7.8%

8.5%

8.9%

8.0%

8.9%

10.1%

10.5%

Some estimated statistically unstable.
Source: California Health Interview Survey, multiple years.

The CHIS data from 2013-14 were pooled and analyzed, utilizing predictive models based on other
data, to estimate the percentage of adults with prediabetes. Pre-diabetes, also referred to as
impaired glucose tolerance or impaired fasting glucose, is a condition in which blood glucose levels
are higher than normal but not high enough for a diagnosis of diabetes. People with pre-diabetes
have a much higher risk of developing type 2 diabetes, as well as an increased risk for cardiovascular
disease.99 In Lake County, similar to the state, close to half of adults (46%) were estimated to have
pre-diabetes. Among young adults ages 18-39, of all counties, Lake County had the lowest rates of
pre-diabetes in California (Table 24). The county’s rate of diabetes, however, was nearly double the
proportion of the statewide average, 17% vs. 9%.

Table 24. Percent of Adults Estimated to Have Diabetes and Pre-diabetes by Age, Lake 2013-14
Pre-Diabetes by Age Group
PreArea
Diabetes
Total
Diabetes
18-39
40-54
55-69
70+

All Adults

Lake
County

46%

17%

63%

26%

43%

58%

58%

46%

California

46%

9%

55%

33%

49%

60%

59%

46%

Source: UCLA Center for Health Policy Research and California. California Health Interview Survey.
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Burden of Diabetes in California. California Department of Public Health Chronic Disease Control Branch, September 2014.
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98
California Health Interview Survey, UCLA Center for Health Policy.
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Overweight and Obesity
Overweight and obesity, which are often caused by an interdependence of dietary factors and
physical inactivity, are epidemic in the population and are associated with an increased risk for a
number of serious health conditions.100 On average, higher body weights are associated with higher
death rates. Obesity's health impact goes far beyond heart disease and diabetes. In the past
decade, overweight and obesity have emerged as new risk factors for developing certain cancers,
including colorectal, breast, uterine (endometrial), and kidney cancers.101 According to the CDC, the
impact of the current weight trends on cancer incidence will not be fully known for several decades.102
Continued focus on preventing weight gain will lead to lower rates of cancer and many chronic
diseases. In 2013, severe obesity—defined as a body mass index of 35 or higher—cost California
about $9.1 billion, with about $1.3 billion covered by Medi-Cal.103
While there is wide public understanding of the connection between obesity and health impacts such
as diabetes and heart disease, other consequences are not as well known. A national survey104 that
assessed how the public understands the reasons behind the rising rates of obesity in the U.S.
showed only 7% mentioned cancer, and only about 15% knew obesity can contribute to arthritis (a
vicious cycle as the joint pain then makes it harder to exercise and lose weight); 25% thought it was
possible for someone to be very overweight and still be healthy. In another concern, about half of the
respondents thought their weight was "just about right" despite national data that show two-thirds of
U.S. adults (and one-third of children and teens) are either overweight or obese.
There is considerable variation in the prevalence of overweight and obesity by race and ethnicity.
While obesity affects nearly all age, income, educational, ethnic, and disability groups, rates are
highest among Californians of Latino, American Indian, African American and Pacific Islander descent
with lower incomes and disabilities.105

Adults
There is increasing evidence that obesity rates are stabilizing for adults and children—but the rates
remain high. California is the 46th most obese state in U.S. for adults, with an obesity rate in 2013 of
24.1% and overweight and obesity rate combined of 60.1%.106
Table 25. California Adult Obesity Rates by Age and Ethnicity, 2013
Obesity Rates by Age
Obesity Rates by Ethnicity
18-25 Years
Old

26-44 Years
Old

45-64 Years
Old

65+ Years
Old

Among
Blacks

Among
Latinos

Among
Whites

2013 %

Rank

2013
%

Rank

2013
%

Rank

2013
%

Rank

2013
%

Rank

2013
%

Rank

2013
%

Rank

13.9

41

25.5

43

29.3

45

21.5

47

34.8

31

30.7

21

22.4

45

Source: The State of Obesity: Better Policies for a Healthier America 2014. Trust for America’s Health.
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For adults, overweight and obesity ranges are determined by using weight and height to calculate a number called the "body mass index"
(BMI). BMI is used because, for most people, it correlates with their amount of body fat. An adult who has a BMI between 25 and 29.9 is
considered overweight. An adult who has a BMI of 30 or higher is considered obese.
101
Danaei G, Ding E, Mozaffarian D, et al. The preventable causes of death in the United States: Comparative risk assessment of dietary,
lifestyle, and metabolic risk factors. PLoS Med. 2009 Apr 28;6(4):e1000058.
102
http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=5.
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Wang YP et al. Severe Obesity In Adults Cost State Medicaid Programs Nearly $8 Billion In 2013. Health Affairs November 2015;
34(11):1923-1931
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As Figure 39 shows, rates of overweight and obesity are higher in Lake County than in the state as a
whole. While the percentage of the county residents at normal weight, about one-third remained
relatively consistent over the 2005-2009 period displayed in the graph, the proportion in the
overweight category seems to have shifted into the obese category. Neither the county nor the state
has met the Healthy People 2020 national objective of 15%.

Figure 39. Prevalence of Adult Overweight and Obesity, Lake County and California

Source: California Health Interview Survey, selected years
(Note: Overweight is (BMI 25.0 -29.9); obese is (BMI>30.0)

Children and Teens
Overweight and obesity have long been known to complicate pregnancy and have an effect on birth
outcomes. Babies born to obese women are nearly three times more likely to die within the first
month of birth than babies born to women of normal weight, and obese women are almost twice as
likely to have a stillbirth.107 Very obese women are also three to four times as likely to deliver their
first baby by Caesarean section as first-time mothers of normal weight.108
Over the past 20 years, the rate of overweight has doubled in children and tripled in teens
nationally.109 This rapid increase has generated widespread concern, as overweight and obesity are
major risk factors for chronic diseases. A child is considered obese if his or her body mass index,
calculated using weight and height, is at or above the 95th percentile for children of the same age and
sex according to 2000 CDC growth charts. Children are 5 times more likely to be obese as an adult if
they are overweight or obese between the ages of 3 and 5 years. Obesity in early childhood
increases the risk of high cholesterol, high blood sugar, asthma and mental health problems later in
childhood and adolescence.110
107

Hollander D. The more obese a woman is, the greater her risk of having a stillbirth. Perspectives on Sexual and Reproductive Health.
March 2008.
108
Vahratian A, Siega-Riz AM, Savitz DA, Zhang J. Maternal pre-pregnancy overweight and obesity and the risk of cesarean delivery in
nulliparous women. Ann Epidemiol. 2005;15(7):467-74.
109
California Obesity Prevention Plan: A Vision for Tomorrow, Strategic Actions for Today, Sacramento (CA): Department of Health
Services; 2006. http://www.cdph.ca.gov/programs/Pages/CO-OP.aspx (April 2010)
110
Gilliland FD, Berhane K, et al. Obesity and the risk of newly diagnosed asthma in school-age children. Am J Epidemiol. 2003;158:406415.
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A study that analyzed data from 43,300 children suggests that obesity among kids not only exposes
them to medical problems but mental health issues and learning disabilities as well.111 Overweight
children, the study found, are almost twice as likely as kids of normal weight to suffer from three or
more health problems that include asthma, headaches, ear infections, depression, joint and muscle
problems and developmental delays. Obese children are about 1.3 times as likely as those who
aren’t overweight to experience those health problems in childhood. According to the 2011 National
Survey of Children’s Health,112 California has the 26th highest childhood obesity rate in the United
States. Currently 30.4% of youth in California are overweight or obese. The good news is that, at
least in California, after decades of rising, obesity rates among low-income pre-schoolers—
considered most vulnerable to the disease's health risks—declined from 2008-2011.113
Figure 40 shows trends in the percentages of Lake County students who did not score in the Healthy
Fitness Zone (HFZ) on the California Physical Fitness Test. On average, across the 5 school years
presented, Lake County students in grades 5, 7, and 9 considered overweight (based on body
composition factors) were 40.8%, 38.3%, and 33.4%, respectively.114 Although 9th graders generally
scored more favorably than 5th and 7th graders on this fitness indicator, their rates generally rose
rather than declined like the younger students did across the 9-year period displayed.

Figure 40. Percent of Lake County Students Grades 5, 7 & 9
Not in Healthy Fitness Zone for Body Composition, Selected Years

Source: California Department of Education
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Halfon N, Larson K, Slusser W. Associations between obesity and comorbid mental health, developmental, and physical health
conditions in a nationally representative sample of US children aged 10 to 17. Acad Ped
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According to emerging research, one of the potential explanations for why puberty is starting earlier,
particularly for Latina girls, is the increase in average body weight among children over the last 3
decades. Studies linking poor diet and childhood obesity suggest the heavier girls are at about age 7
or 8, the earlier they enter puberty,115,116 a change that puts them at higher risk for breast cancer and
risky behaviors which can result in unplanned pregnancies.117

Physical Activity and Health
Extensive research has linked physical activity to health and inactivity to poor health, especially to
obesity, diabetes and cardiovascular disease.118,119 In the United States, levels of physical activity in
children and adolescents are considered not sufficient to promote optimal health.120
A factor that may affect health behaviors that has received increasing attention in recent years is
social influence. Although social influences on physical activity can occur throughout life, they are
particularly important in children and adolescents because this is a formative period when friends are
a primary point of reference in deciding which behaviors, values, and attitudes are desirable and
which activities warrant effort. A recent examination that found strong evidence of associations
between physical activity and friends’ behaviors recommended physical activity with friends be
considered in implementing health promotion programs.121
Sedentary activities such as sitting at a computer all day, playing video games and TV watching have
been reported to be linked with low levels of physical activity. According to the 2014 California Health
Interview Survey (CHIS), children and teens in Lake County are much more sedentary than their
counterparts in the rest of the state. For example, 32.6% of children and teens in the county spent 35 hours on sedentary activities (TV watching, playing computer games) on a typical weekday after
school (Figure 41), a much higher proportion than the statewide average.
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Figure 41. Time Children and Teens Spent on Sedentary Activities on Typical Weekday After School

Source: 2014 California Health Interview Survey.
Note: County rates are statistically unstable due to small sample size.

Despite reported levels of time spent during the week in sedentary activities, children and teens in
Lake County reported spending more days per week in physical activity—not counting PE— than the
statewide average (Figure 42). It should be noted, however, that the county's sample size was too
small to produce results for each amount of weekly exercise, and the rates reported are statistically
unstable.

Figure 42. Number of Days Children and Teens Physically Active at Least One Hour in Past Week
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Source: 2014 California Health Interview Survey.
Note: County rates are statistically unstable due to small sample size.
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Adults were also asked about their level of regular physical activity (but not since the 2009 survey),
and unlike younger residents, their exercise rates were lower than the average California adult (Figure
43).

Figure 43. Level of Physical Activity (Including Walking), Adults

Source: 2009 California Health Interview Survey.
Note: County rates are statistically unstable due to small sample size.

Asthma
Asthma is a serious public health problem and is responsible for millions of outpatient and emergency
department visits and hundreds of thousands of hospitalizations nationally.
In Lake County, the average charges per asthma hospitalization for children's cases in 2010—the
latest data available—were $15,016 for ages 0-17 and $28,017 for adults age 18+.122 In addition to
the direct costs of health care services and medications, there are the indirect costs incurred by time
lost from school, work, and premature deaths.
A combination of factors work together to cause asthma to develop, most often early in life, and
particular “triggers” such as exposure to pets can make symptoms worse. Besides family genes,
certain environmental exposures increase the risk. For example, lower levels than previously thought
of ozone and common particle pollutants (discussed later in this report) can trigger asthma attacks,
increasing the risk of emergency room visits and hospital admissions for asthma.123
There are considerable disparities in the burden and management of asthma by race
and ethnicity, income, age, and other risk factors.124 For example, household income below $20,000
is associated with more frequent asthma symptoms and higher asthma hospitalization rates.125 While
there is no cure for asthma, there are a variety of medical and environmental interventions and
122

http://www.californiabreathing.org/asthma-data/county-asthma-profiles/lake-county-asthma-profile
Meg Y-Y, Rull RP, Wilhelm M, et al. Outdoor air pollution and uncontrolled asthma in the San Joaquin Valley, California. J Epidem &
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policies that can help people prevent asthma and control its symptoms so as to have a minimal effect
on peoples’ daily lives.126
According to 2014 California Health Interview Survey data, about 7.8% of Lake County children and
adolescents and 15% of adults had a diagnosis of lifetime asthma (Table 26), lower rates than
statewide for both age groups. 127 Children’s asthma rates in Lake County appear to be declining
each year since 2005; it is difficult to interpret the adult rate changes since that time, however.
1

Table 26. Lifetime Asthma in Children and Adults, Lake County and California

2005
Children
Adults

2009
Children
Adults

2011
Children Adults

2014
Children Adults

Lake County

19.4%

19.8%

17.3%

15.9%

6.7%

9.4%

7.8%

15.0%

California

16.1%

12.7%

14.3%

13.5%

15.9%

14.1%

14.3%

13.8%

Source: California Health Interview Survey, 2009, 2011, 2014.
1
Individuals with ”lifetime asthma” who have ever been diagnosed with asthma by a health provider.

When people manage their asthma properly and have access to appropriate health care, they should
not have to go to the emergency department (ED) for treatment. However, many still do. Figure 44
below compares the county’s rate of ED visits by age in 2012 with statewide rates. While the rates for
the age group 0-4 are relatively similar, the ED visit rate for Lake County residents is higher than the
statewide average for all other age groups.

Figure 44. Asthma ED Visits per 10,000 Residents, Lake County and California, 2012
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Source: Office of Statewide Health Planning and Development, 2014.
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The expected payer sources for Lake County ED visits associated with asthma are largely a reflection
of the county’s socioeconomic and health insurance status profile. Medi-Cal picks up over half of
these costs.

Table 27. Expected Source of Payment for Asthma ED Visits, 2010

Payment Source

Lake County

California

Medicare

16.6%

12.6%

Medi-Cal

52.8%

37.1%

Private

18.6%

31.1%

Other

12.0%

19.3%

Source: Office of Statewide Health Planning and Development, 2012.

The county’s asthma hospitalization rates in 2012, which were highest for children age 0-4 (nearly
double the California average for this age group), were higher than statewide rates except for seniors
age 65+ (Figure 45), possibly reflective of inadequate access to appropriate care.

Figure 45. Asthma Hospitalizations per 10,000 Residents, Lake County and California, 2012
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+
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Source: Office of Statewide Health Planning and Development, 2014.

Alzheimer’s Disease
Dementia is characterized by the loss or decline in memory and one of at least a couple of other
cognitive abilities. Alzheimer’s disease is the most common cause of dementia.128 More women than
men have dementia, primarily because women live longer on average than men.129 Not only are
women more likely to have Alzheimer’s, they also comprise 60-70% of all caregivers of persons with
128

Alzheimer’s Disease Facts and Figures 2012. Alzheimer’s Association. www.alz.org.
Plassman BL, Langa KM, Fisher GG, Heeringa SG, Weir DR, Ofstedal MB, et al. “Prevalence of dementia in the United States: The
Aging, Demographics and Memory Study.” Neuroepidemiology 2007;29:125–132.
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the disease. The Alzheimer’s Disease Facts and Figures report indicated that 17% of women and 9%
of men will develop Alzheimer’s disease in their remaining lifetime if they lived to be at least age 55;
and that 21% of women and 14% of men will develop some form of dementia in their remaining
lifetime if they lived to be at least age 55.130 In California, Medi-Cal spending on Alzheimer's is
projected to increase from $3.1 billion in 2015 to $4.9 billion by 2025.131
Projections by the Alzheimer’s Association, California Council, show that approximately 1,700
residents in Lake County were projected to have Alzheimer’s in 2008; that number grows by 21% in
2015 and by 99% in 2030 (Table 28). (The basis for the projection may be related to the aging
population.) The increased numbers of people with Alzheimer’s will have a marked impact on local
healthcare systems—they are high users of health care, long-term care, and hospice—as well as
families and caregivers.

Table 28. Estimated Number and Percent Change in People 55+ with Alzheimer’s Disease: 2008, 2015
and 2030, Lake County and California

2008

2015

2030

% change
2008-2015

% change
2015-2030

% change
2008-2030

1,700

2,056

3,386

21%

65%

99%

588,208

678,446

1,149,560

15%

69%

95%

Lake County
California

Source: Alzheimer’s Association, California Council.

Similar to other health disparities, research suggests prevalence rates of Alzheimer’s are higher, on
average, among African American and Latino adults than among whites, and among older than
younger seniors in these racial/ethnic groups.132,133 Because of the large number of aging baby
boomers and various social, health, environmental, and genetic risk factors, Alzheimer’s disease
cases in California are estimated to triple among Latinos and Asian Americans and double among
African Americans aged 55 and older by 2030.134 Lake County estimates are shown in Table 29.
Table 29.

Estimated Number of People 55+ with Alzheimer’s Disease by Race/Ethnicity, Lake County

Year

Caucasian

Latino/
Hispanic

AfricanAmerican

Asian/Pacific
Island

Native
American

Multirace

2015

1,736

125

73

33

41

48

2030

2,848

182

84

62

99

107

Source: Alzheimer’s Association, California Council.

130
Ross LK, et al. Alzheimer’s Disease Facts and Figures in California: Current Status and Future Projections. Alzheimer’s Association,
California Council. February 2009.
131
Kelley A et al. The Burden of Health Care Costs for Patients With Dementia in the Last 5 Years of Life Burden of Health Care Costs for
Patients With Dementia Intern Med. Published online 27 October 2015. doi:10.7326/M15-0381
132
Dilworth-Anderson P, Hendrie HC, Manly JJ, Khachaturian AS, Fazio S. “Diagnosis and assessment of Alzheimer’s
disease in diverse populations.” Alzheimer’s & Dementia 2008;4:305–309.
133
Manly JJ, Mayeux R. “Ethnic differences in dementia and Alzheimer’s disease.” In Anderson NA, Bulatao RA, Cohen B. (eds.). Critical
perspectives on racial and ethnic differentials in health in late life, Washington, D.C.: National Academies Press, 2004.
134
Leslie K. Ross et al., “Alzheimer’s Disease Facts and Figures in California: Current Status and Future
Projections,” University of California, San Francisco, Institute for Health and Aging, School of Nursing,
prepared for the Alzheimer’s Association, California Council, February 2009. Estimates are for years 2008 to 2030.
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MATERNAL HEALTH
Prenatal Care
Early initiation of and adequate prenatal care are associated with improved birth outcomes. The
Healthy People 2020 national objective for births to mothers with early and adequate prenatal care
is 77.6%. Using California’s measure of “adequate/adequate plus” prenatal care, Lake County
ranks 54th in the state, with only 64.1% compared to the statewide rate of 79.2% in 2011-2013. The
percentage of women receiving adequate/adequate plus care in that 3-year period is lower than it was
in 2003-2005 (Figure 46). 135
Figure 46. Percent of Births with Adequate/Adequate Plus
Prenatal Care, Lake County, Selected 3-Year Averages
100%
90%
80%
70%
60%
50%
2003-2005

2006-2008

2009-2011

2011-2013

Source: County Health Status Profiles 2015. California Department of Public Health.

Births
California’s birth rate—the number of births for every 1,000 women between the ages of 15 and 44—
has been steadily declining over the past decade (experts say that fiscal concerns stemming from the
economic recession could have caused a sharp decline in the birth rate beginning in 2008). Lake
County’s birth rate fell from 66.9 in 2010 to 54.5 in 2013 (Table 30). This decline of about 12% was
less than the statewide decline of 16%.

Table 30. Birth Rate per 1,000 Women Ages 15-44, CA and
Lake County, 2010 and 2013

Area

Rate per 1,000
2010

2013

Lake County

66.9

54.5

California

63.0

47.3

California Dept. of Public Health, Center for Health Statistics and Informatics, Vital Statistics Query System
135

County Health Status Profiles 2015. California Department of Public Health.
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Approximately 715 babies were reported to be born in 2013 to women living in Lake County.136 While
the number of births has varied slightly from year to year, birth projections through 2019 show a slight
but steady increase (Table 31). Similar to the majority of the state, the growth will be
disproportionately higher among the Latino and certain Asian/Pacific Islander populations.

Table 31. Actual and Projected Births, Lake County, 2007-2019

Actual
2007
2008
2009
2010
2011
2012
2013
Projected
2014
2015
2016
2017
2018
2019

742
705
726
721
715
726
715
733
736
740
743
745
747

Source: Years 2005-2011: California Department of Public Health. County
Birth Statistical Data Tables; California Department of Finance,
County Birth Projections, 2014 Series.

Medi-Cal as Payer
In 2011 (the latest year for which these data are available) in Lake County, more than two-thirds
(69.6%) of births were paid with Medi-Cal as the primary payer compared to fewer than half statewide
(46.9%). The County’s proportion of births paid by Medi-Cal has climbed steadily from less than 55%
in 1999 to 7 in 10 in 2011.137

Adolescent Pregnancy
Lake County’s three-year average adolescent birth rate (per 1,000 female population), was 36.4 in
2011-2013, down from the 2008-2010 rate of 46.2, but higher than the statewide rate of 25.5, ranking
the County 47th of 58 counties (Table 32).138 While no national objective has been established for
this indicator, the national target for pregnancies (as opposed to births) among adolescent females is
43 pregnancies per 1,000.139

136

Births are reported by county of residence of mother not county of facility where the birth occurred.
Improved Perinatal Outcome Data Reports, Lake County Profile, 2011. http://ipodr.org/033/bcf/index.html
138
County Health Status Profiles 2015. California Department of Public Health.
http://www.cdph.ca.gov/programs/ohir/Documents/OHIRProfiles2015.pdf It is important to note that because the total number of teen births
in Lake County is relatively small, due to the County's small population, a difference in the number of births of only 1 or 2 babies (or a set of
twins) more or less can affect percentages, and thereby suggest a trend which does not exist.
139
U.S. Teenage Pregnancies, Births and Abortions: National and State Trends and Trends by Race and Ethnicity. Guttmacher Institute
January 2010. www.guttmacher.org.
137
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Table 32. Births to Teen Mothers 15-19 Years of Age

Area

Age-Specific Birth Rate
(per 1,000 female population)
2008-2010
2011-2013
(3 yr average)
(3 yr average)

Lake County

46.2

36.4

California

35.2

25.5

Source: County Health Status Profiles 2015. California Department of Public Health.

Adolescent pregnancy is an important indicator because children of teen mothers are more likely to
experience poor health and social outcomes than those of older mothers, such as premature birth, low
birth weight, higher rates of abuse and neglect, and greater likelihood of entering foster care or doing
poorly in school.

Infant Mortality
Infant mortality rates—the rate at which babies less than one year of age die—are used to compare
the health and well-being of populations across and within countries. While the infant mortality rate
has continued to steadily decline in the U.S. and California over the past several decades, in 2011 the
nation’s rate remained higher than that of 46 other countries.140
For that reason, reducing infant deaths is one of Healthy People 2020’s two leading Maternal, Infant,
and Child Health Indicators. The infant mortality rate is defined as the number of deaths within 365
days of birth divided by the number of all live births multiplied by 1,000. Neonatal and post neonatal
deaths combined constitute infant deaths and are shown for Lake County in Table 33.
In 2010-2012, Lake County’s three-year average infant mortality rate was estimated at 6.4, higher
than the statewide rate of 4.8 and the Healthy People 2020 objective of 6.0. However, it should be
noted that because the number of infant deaths in each county is fairly low, county level infant
mortality rates are considered unreliable, except for the largest counties.
Table 33. Infant Mortality Rates, California and Lake County

Area

Birth Cohort Infant Death Rate
(per 1,000 population)
2007-2009
2010-2012
(3 yr average)
(3 yr average)

Lake County

6.0*

6.4*

California

5.2

4.8

*Statistically unreliable based on fewer than 20 data elements
County Health Status Profiles 2015. California Department of Public Health.

140

U.S. Office of Disease Prevention and Health Promotion. Healthy People 2020. http://www.healthypeople.gov/2020/leading-healthindicators/2020-lhi-topics/Maternal-Infant-and-Child-Health
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Preterm Births
Preterm birth increases an infant’s risk of death in its first few days of life and can lead to serious and
lifelong disabilities for the child. These include visual and hearing impairments, developmental delays,
and mild to severe behavioral and emotional problems. Nationally, 12% of infants are born preterm
each year, an increase of 20% from 1990 to 2006.141
In 2011, 8.9% of Lake County births were preterm, lower than statewide (9.8%) and the Healthy
People 2020 objective of 11.4%. The rate for Hispanic births (5.4%) was almost half that of nonHispanic Whites (Table 34). Non-Hispanic Whites had a higher rate (10.1%) of preterm births than
statewide (8.8%).

Table 34. Number and Percent of Preterm Infants by Race/Ethnicity, California and Lake County, 2011

Race/Ethnicity

Lake County

California

%
5.4
10.1
0.0*
25.0*
10.1
8.9

%
10.0
8.8
13.7
9.2
11.4
9.8

Hispanic
Non-Hispanic White
Non-Hispanic Black
Non-Hispanic Asian/Pacific Islander
Non-Hispanic Other Race
Overall
*Unreliable based on fewer than 10 data elements
County Health Status Profiles 2015. California Department of Public Health.

Low Infant Birth Weight
Low birth weight poses the same risks described above for preterm birth. Nationally, 8.2% of infants
are born with low birth weight.142
In 2011, 7.1% of Lake County’s infants were born with low birth weight (less than 2500 grams at birth),
slightly higher than statewide (6.8%) but lower than the Healthy People 2020 objective of 7.8% (Table
35 below). However, the county’s rate of low birth weight infants has risen in recent years from 5.9%
for 2006-2008.
The 2011 rate of low birth weight among the county’s Hispanic population (4.5%) was lower than
statewide (6.2%), while the rate for Non-Hispanic Whites (7.5%) was higher (6.1%). The high rate for
non-Hispanic Blacks and Asian/Pacific Islanders were based on small numbers of births so should be
interpreted with caution.

141
142

Ibid.
Ibid.
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Table 35. Number and Percent of Low Birth Weight Infants by Race/Ethnicity, Lake County and
California, 2011

Race/Ethnicity
Hispanic
Non-Hispanic White
Non-Hispanic Black
Non-Hispanic Asian/Pacific Islander
Non-Hispanic Other Race
Overall

Lake County
%
4.5
7.5
20.0*
25.0*
8.2
7.1

California
%
6.2
6.1
11.8
7.8
8.3
6.8

*Unreliable based on fewer than 10 data elements
County Health Status Profiles 2015. California Department of Public Health.

Breastfeeding Rate
Interventions aimed at childhood obesity typically target school-age children, but prevention should
start much earlier, as early as the day the child is born according to pediatric experts. Breast milk not
only provides infants with all the nutrients they need and elements that promote growth and a healthy
immune system, but is also recognized as the first step in the battle against childhood overweight.143
Mothers who breastfeed exclusively (breast milk is the infant’s only food) are likely to breastfeed for a
longer time—offering the best protection against overweight.
Statewide in 2013, 93% of California mothers chose to breastfeed their infants in the hospital, with
64.8% breastfeeding exclusively.144 Lake County’s overall rates that year were 92.5% and 69.9%,
respectively (Figure 47). As shown in the trends chart, the rates for both "any" and "exclusive"
breastfeeding have been fairly steady since 2010. Due to revisions in the data collection tool and
changes to the analysis methodology, data for 2010 through 2013 should not be compared to data
published in prior years.
Figure 47. In-Hospital Breastfeeding Initiation, Lake County, 2010-2013

Source: California Department of Public Health
Note: Data are for county of mother, not hospital of occurrence.
143

Owen CG, et al. Effect on infant feeding on the risk of obesity across the life course: A quantitative review of published evidence.
Pediatrics 2005; 115:1367-1377.
CA Hospital Breastfeeding Report 2013. http://www.cdph.ca.gov/data/statistics/Pages/InHospitalBreastfeedingInitiationData.aspx
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As shown in Table 36, Lake County’s breastfeeding rates vary by race/ethnicity. Of particular note,
the proportion of American Indian mothers doing any breastfeeding rose substantially between 2011
and 2013, from 78.6% to 90.9%. However, the proportion who breastfed exclusively (45.5%) was
much lower than statewide (65.9%). The Healthy People 2020 objective is for 81.9% of mothers to
"ever" breastfeed in the early post-delivery period and for 46.2% to breastfeed exclusively through 3
months old.

Table 36. In-Hospital Breastfeeding Initiation, Lake County and California, by Race/Ethnicity,
2011 and 2013

Lake County
Ethnicity

American Indian
Hispanic
White
Multiple Race
Total

Any Breastfeeding
(%)
2011
78.6
92.5
91.2
94.9
91.5

2013
90.9
95.3
92.4
82.1
92.5

California

Exclusive
Breastfeeding (%)
2011
*
64.0
75.5
82.1
71.6

2013
45.5
66.8
74.3
64.1
69.9

Any
Exclusive
Breastfeeding Breastfeeding
(%)
(%)
2013
89.1
65.9
92.7
58.6
94.7
79.4
92.9
73.6
93.0
64.8

Source: California Department of Public Health.
* Percents not shown for <10 events.

Lake County Community Health Needs Assessment 2016
BARBARA AVED ASSOCIATES

77

SUBSTANCE USE AND ABUSE
Adult Alcohol and Other Drug Use
Alcohol abuse is a pattern of drinking which results in harm to one’s health, interpersonal relationships
and/or ability to work. It is associated with a number of acute and chronic health effects. Chronic
health consequences of excessive drinking145 can include liver cirrhosis (damage to liver cells);
pancreatitis (inflammation of the pancreas); various cancers, including liver, mouth, throat, larynx (the
voice box), and esophagus; high blood pressure; and psychological disorders. Acute health
consequences can include motor vehicle injuries, falls, domestic violence, rape, and child abuse.146
The State collects, monitors, and reports community-level indicators that serve as direct and indirect
measures of the prevalence of alcohol and other drug (AOD) use and related problems.147 Selected
indicators for Lake County and the state are shown in Table 37. The county’s rates for all of the
reported indicators are higher than the statewide averages. While these indicators have not been
updated since 2008, much of the data may still be currently relevant for implementing improvement
strategies
Table 37. Selected Community-Level Alcohol and Drug-Related Indicators, Adults

Indicator (rates per 100,000)

Period

Lake

CA

Rate of alcohol-involved motor vehicle accident fatalities

2006-2008

8.7

3.9

Rate of arrests for drug-related offenses

2006-2008

1,050.5

982.8

Rate of alcohol and drug use hospitalizations

2006-2007

334.2

203.7

Rate (per 1,000) of admissions to alcohol and other drug treatment

2006-2008

1,120.0

597.7

Rate of deaths due to alcohol and drug use

2006-2007

51.6

21.4

Source: Indicators of Alcohol and Other Drug Risk and Consequences for California Counties. Lake County 2010. Center for Applied
Research Solutions.
Note: Report period is a 3-yr average unless otherwise specified.

Lake County’s rate of hospitalizations due to alcohol and drug use has fluctuated slightly in each year
since 2000 (data not shown), but has remained higher than the statewide rate in each 2- or 3-year
average reporting period.148 Most of the alcohol-related deaths were due to "alcoholic liver disease"
(note that Hepatitis C could be a major cause of cirrhosis), while the drug-related deaths were
primarily due to "accidental drug poisoning" (i.e., overdose). As described earlier, Lake County’s ageadjusted rate of death due to chronic liver disease and cirrhosis of the liver, 21.3—57th worst of 58
counties in the state--is 7 times higher than the Healthy People 2020 goal of 8.2.149
Lake County’s alcohol arrest rate (which appears from the data source to be residents, and not
include visitors to the county) has been higher than the state overall each year for the past 10 years

145

For men, heavy drinking is typically defined as consuming an average of more than 2 drinks per day. For women, heavy drinking is
typically defined as consuming an average of more than 1 drink per day. Note: There is no one definition of moderate drinking, but generally
the term is used to describe low-risk or responsible drinking. http://www.cdc.gov/alcohol/faqs.
146
U.S. Department of Health and Human Services, Centers for Disease Control and Prevention. http://www.cdc.gov/alcohol/faqs.
147
Indicators of Alcohol and Other Drug Risk and Consequences for California Counties. Lake County 2010. Center for Applied Research
Solutions. http://www.ca-cpi.org/docs/County_Data_Files/Lake_10.pdf
148
Ibid.
149
http://www.cdph.ca.gov/programs/ohir/Documents/OHIRProfiles2015.pdf .
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with arrests due to driving‐under‐the‐influence accounting for approximately about half of the arrests.
In 2012, 60 Lake County residents were killed or injured in traffic collisions due to alcohol. (Table 38).
The county ranks 35th of 58 counties in the rate of alcohol-related traffic deaths and injuries caused by
young drivers.150

Table 38. Alcohol-Related Traffic Fatalities and Injuries, Lake County, 2012

Type of Collision

Victims Killed and Injured

County Ranking

Alcohol Involved

60

9/58

Had Been Drinking Driver < 21

4

35/58

Had Been Drinking Driver 21 - 34

29

6/58

Source: California Office of Traffic Safety.

Health behaviors that include excessive drinking and alcohol-impaired driving deaths are among the
health factors addressed in the County Health Rankings population data.151 Outcomes for Lake
County displayed in Table 39 add to the picture of alcohol abuse and impairment.

Table 39. County Health Rankings: Alcohol-Related Measures, Lake County, 2015

Excessive Drinking
Sample Size

Alcohol-Impaired Driving Deaths

% Excessive Drinking

# Alcohol-Impaired
Driving Deaths

# Driving Deaths

% AlcoholImpaired

21%

31

81

38

272

Source: County Health Rankings 2015. http://www.countyhealthrankings.org/app/california/2015/overview

Data on the health consequences of alcohol and other drugs (AOD) for deaths, hospitalizations and
emergency department (ED) visits for Lake County residents are displayed below (Table 40).
Table 40. Number of Cases of Alcohol and Other Drug Deaths, Hospitalizations and ED Visits, Residents
of Lake County, 2013

Drug Category

Outcome
Alcohol Only

Other Drugs Only

Amphetamines

Deaths

25

23

NR

Non-fatal Hospitalization

99

89

1

Non-fatal Emergency Department Visit

284

153

27

Source: California Office of Statewide Health Planning and Development, Inpatient Discharge Data. Prepared by: California Department of
Public Health, Safe and Active Communities Branch. http://epicenter.cdph.ca.gov.
NR = Not Reported

150

California Office of Traffic Safety. http://www.ots.ca.gov/Media_and_Research/Rankings/default.asp
http://www.countyhealthrankings.org/app/california/2015/rankings/lake/county/outcomes/overall/snapshot
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Binge drinking is a public health issue because dangerous driving, assault, risky sexual behavior and
long-term illness are some of the larger problems that result from binging on alcohol. Because 80% of
binge drinkers are not alcoholics, it's not recognized as a problem, according to the Centers for
Disease Control and Prevention.152 According to California Health Interview Survey (CHIS), the rate of
binge drinking is generally higher in Lake County than statewide, although this was not true for 2014
(Table 41). About one-quarter (26%) of Lake County residents age 18 and older participated in binge
drinking in 2014, lower than statewide rate of 32.6%. Males participated much more frequently than
females (data not shown). Note that the CHIS question about binge drinking changed in 2007, from
asking about binge drinking the past 30 days to the past year.

Table 41. Adult Binge Drinking

Engaged in Binge Drinking1
2007

2009

2012

2014

Lake County

33.9%

32.2%

39.7%

26.0%

California

29.7%

31.3%

31.2

32.6%

Source: California Health Interview Survey.
In the CHIS data set, for males, binge drinking is considered five or more drinks on one occasion;
for females it is four or more.

1

While these data are helpful for identifying risk and problem areas, there are some limitations to note.
For example, the rates for alcohol and drug use prevalence and related problems may underestimate
actual occurrence due to under-reporting. Further, admission rates do not account for the utilization
of services provided outside of the publicly-funded alcohol and drug treatment and recovery system.
Additionally, hospital discharge rates only include discharges for diagnoses directly attributable to
alcohol and drug use. And, the contribution of chronic Hepatitis C infection is unknown.

Adolescent Alcohol and Drug Use and Abuse
Among youth, alcohol and other drug use remains a major public health problem; substance use can
increase the risk for injuries, violence, HIV infection, and other diseases.153,154,155 Underage alcohol
use is more likely to kill young people than all illegal drugs combined. Youth who use alcohol are 1.5
times more likely to require ER care and 9.4 times more likely to drink and drive; they are also 2.5
times more likely to smoke.156
Selected community indicators the State collects, monitors, and reports for youth in Lake County are
shown in Table 42 over a 6-year period. While the rates of juvenile arrests for alcohol-related offenses
appeared to be decreasing, the rates for arrests related to drug-related offenses mostly rose over the
period. That the rate of admissions for AOD treatment had increased may be an indication that more
youth with AOD issues received services. The county’s rates for all of these indicators were

152

http://www.cdc.gov/alcohol/fact-sheets/binge-drinking.htm
U.S. Department of Health and Human Services. Centers for Disease Control and Prevention: Youth Risk Behavior Surveillance – United
States, 2005. Morb Mortal Wkly Rep. 2006;55:.
154
Bailey SL, Pollock NK, Martin CS, et al.. Risky sexual behaviors among adolescents with alcohol use disorders.
J Adolesc Health. 1999;25:179–181.
155
Centers for Disease Control and Prevention. "Alcohol & Other Drug Use." Adolescent and School Health.
http://www.cdc.gov/healthyyouth/alcoholdrug/index.htm
156
National Household Survey on Drug Use and Health
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higher than the statewide averages; they may not have changed appreciably since these indicators
were last updated and may still have relevance for designing improvement strategies.

Table 42. Selected Community-Level Alcohol and Drug-Related Indicators, Lake County Youth

Indicator (rates per 100,000)

2003

2004

2005

2006

2007

2008

Rate of juvenile arrests for drugrelated offenses, ages 10-17

556.4

992.3

762.5

962.0

611.1

1,439.4

Rate of juvenile arrests for alcoholrelated offenses, ages 10-17

7,369

7,256

7,082

6,861

6,546

6,183

1,301.3

1,388.2

1,423.2

1,056.5

1,374.9

1,579.0

Rate of juvenile admissions (per
1,000) to alcohol and other drug
treatment, ages 17 and under

Source: Indicators of Alcohol and Other Drug Risk and Consequences for California Counties. Lake County 2010. Center for Applied
Research Solutions.

A higher percentage of adolescents in Lake County than in California as a whole reported in the CHIS
“ever having a drink of alcohol.” While the percentage of teens statewide affirming having tried
alcohol declined each year since 2005, the percentage of teens in Lake County has remained
relatively constant over the last decade (Figure 48).
Figure 48. Percent of Teens Reporting Ever Having a Drink of Alcohol
60%

40%

20%

0%
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2009
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Source: California Health Interview Survey

The percentage of Lake County adolescents who responded “yes” to the CHIS question, "Have you
ever tried marijuana, cocaine, sniffing glue or any other drugs?" decreased each year between 2005
and 2012, while the statewide average, which was lower than Lake until 2012, remained relatively
constant each year (Figure 49).
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Figure 49. Teen-Reported Ever Trying Drugs
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Source: California Health Interview Survey, selected years

Adult and Youth Tobacco Use
Tobacco use remains the leading cause of premature and preventable death in the United States,
responsible for approximately 443,000 deaths each year because of smoking and exposure to
secondhand smoke. 157 Most tobacco users in California smoke cigarettes; less than 5% use other
tobacco products (i.e., smokeless tobacco, snuff, little cigars, cigars, pipe tobacco), and less than 2%
using more than one tobacco product.158 Cigarette smoking causes about 1 of every 5 deaths in the
United States each year. On average, adults who smoke cigarettes die 14 years earlier than
nonsmokers.159
Tobacco use is the single most preventable cause of disease, disability, and death, yet more deaths
are caused each year by tobacco use than by all deaths from human immunodeficiency virus (HIV),
illegal drug use, alcohol use, motor vehicle injuries, suicides, and murders combined.160 Smoking and
smokeless tobacco use are initiated and established primarily during adolescence. More than 80% of
adult smokers begin smoking before 18 years of age. Additionally, adolescent smokeless tobacco
users are more likely than nonusers to become adult cigarette smokers.161
According to the 2014 California Health Interview Survey (CHIS), 15.9% of Lake County adults (age
19+) reported being a current cigarette smoker compared to 11.9% overall in California (Figure 50).
While the statewide average has constantly declined over the last decade, the county percentage
appears to be increasing since 2009.
157

Centers for Disease Control and Prevention. Annual smoking—attributable mortality, years of potential life lost, and productivity losses—
United States, 2000–2004. MMWR. 2008;57(45):1226–1228. http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5745a3.htm
158
CaliforniaDepartmentofPublic Health,CaliforniaTobaccoControlProgram, California Tobacco Facts and Figures 2015, Sacramento, CA,
2015. https://www.cdph.ca.gov/programs/tobacco/Documents/Resources/Fact%20Sheets/2015FactsFigures-web2.pdf
159
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/health_effects/tobacco_related_mortality/
160
Mokdad AH, Marks JS, Stroup DF, et al. Actual causes of death in the United States. JAMA. 2004;291(10):1238–1245.
161
Campaign for Tobacco-Free Kids. The Path to Smoking Addiction Starts at Very Young Ages. Washington: Campaign for Tobacco-Free
Kids, 2009.
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Figure 50. Current Smoking Habits of Adults 2005-2014
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Source: California Health Interview Survey, selected years

Electronic cigarettes (also called e-cigarettes or electronic nicotine delivery systems) are batteryoperated devices designed to deliver nicotine with flavorings and other chemicals to users in vapor
instead of smoke. Although they do not produce tobacco smoke, e-cigarettes still contain nicotine and
other potentially harmful chemicals. In addition to the unknown health effects, early evidence suggests
that e-cigarette use may serve as an introductory product for youth who then go on to use other
tobacco products, including conventional cigarettes.162 Three times the proportion (33.6%) of Lake
County teen respondents to the 2014 CHIS than teens statewide (10.3%) reported that they had ever
smoked an e-cigarette (Table 43).
Table 43. Percent of Teens Who Ever Smoked an E-Cigarette

Percent
Lake County

33.6%

California

10.3%

Source: 2014 California Health Interview Survey.

Although the CHIS figures for youth are statistically "unstable" because of the small sample size
and/or confidence intervals, they are generally supported by what middle and high school students in
Lake County have reported in the most recent California Healthy Kids Survey (CHKS)163 where,
except for 11th grade, girls reported more experience smoking in the last 30 days than boys (Table
162

DrugFacts: Electronic Cigarettes (e-Cigarettes). National Institute on Drug Abuse.
https://www.drugabuse.gov/publications/drugfacts/electronic-cigarettes-e-cigarettes
163
County-level CHKS data were not reported for 2011-2013.
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44). When asked about daily smoking, 6% of both males and females in the 11th grade said they
were daily smokers.
Table 44. Selected Measures of Tobacco Use Reported by Lake County Students

Indicators

7th Grade
7th Grade

9th Grade
9th Grade

th
Grade
1111th
Grade

Female

Male

Female

Male

Female

Male

9%

10%

36%

21%

31%

36%

6%

3%

14%

9%

17%

20%

During your life, did you ever
smoke a cigarette?
During the past 30 days, did you
smoke a cigarette?
Source: California Healthy Kids Survey, 2009-2011.

Despite strict advertising restrictions, tobacco companies continue to find ways to reach youth and
young adults. A recent U.S. Surgeon General report concluded that there is a causal relationship
between advertising and promotional efforts of tobacco companies and the initiation and progression
of tobacco use among young people.164 Cigarettes are not the only focus of tobacco marketing. The
tobacco industry is increasing promotion of non-cigarette tobacco products, such as snuff.165
Neither the state nor county meet the Healthy People 2020 objectives which is that no more than 12%
of adults age 18+and no more than 4.2% of youth age 12-17 smoke cigarettes; and, no more than
16% of students in grades 9-12 smoked in the past 30 days. Decreasing the rate of smoking would
lead to a demonstrable decrease in mortality from cancer alone, not to mention the additional
decreases in mortality in heart disease and stroke. Based on CDC estimates, a 1% decrease in
smoking would lead to about a 1% decrease in all-cause mortality in Lake County.

Perinatal Substance Abuse
A number of studies have found poor pregnancy and neonatal outcomes among women who used
alcohol or illegal drugs during pregnancy, and harmful long term impacts of prenatal alcohol or illicit
drug exposure on the development and behavior of the exposed child.166 Accurate statistics on
substance use during pregnancy are difficult to obtain—for example, since alcohol is a legal drug, its
negative impact is often overlooked—but several studies, including local efforts, offer a sufficient
picture of use to guide planning and intervention strategies.
The California Maternal and Infant Health Assessment (MIHA), an annual, statewide-representative
telephone survey (English and Spanish) of women who recently gave birth to a live infant, also tracks
tobacco and alcohol use during pregnancy. The data are linked to birth certificate information and
weighted to reflect sampling design. Regional (Lake is 1 of 23 Northern Mountain Counties) MIHA
data for 2010-2012 showed 12.3% of pregnant women reported smoking during the 3rd trimester
(Table 45). And, 5.4% reported drinking alcohol during the 3rd trimester (nearly one-quarter, 22.4%,
reported binge drinking in the 3 months prior to getting pregnant). Higher rates of use were
associated with lower income and education levels, but not markedly.167 All of these indicators for the
region were worse than the rest of California for the common data measures.
164

U.S. Surgeon General’s Report, Preventing Tobacco Use Among Youth and Young Adults. 2012.
California Department of Public Health, California Tobacco Control Program. State Health Officer’s Report on Tobacco Use and
Promotion in California: Sacramento, CA 2012.
166
Chasnoff I et al. The 4P’s Plus© Screen for Substance Use in Pregnancy: Clinical Application and Outcomes. Children's Research
Triangle, Chicago, IL, 2005.
167
http://www.cdph.ca.gov/data/surveys/Documents/MO-MIHA-RegReport2012.pdf.
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Table 45. Substance Use from Maternal and Infant Health Assessment Regional Survey, 2010-12

Substance Use

North/Mountain Region*

Any smoking, 3 months before pregnancy

30.1%

Any smoking, 3rd trimester

12.3%

Any smoking, postpartum

17.8%

Any binge drinking, 3 months before pregnancy

22.4%

Any alcohol use, 3rd trimester

5.4%

* Lake County is included within these 23 Northern Mountain Counties.
Source: Maternal and Infant Health Assessment (MIHA) Survey.

Lake County continues to utilize the 4P’s Plus© screening and intervention methodology to deter drug
use during pregnancy.168 The screening tool is being utilized by all of the county’s main clinics: Sutter
Lakeside Hospital's Family Medicine Clinic, Lakeside Health Center, Tribal Health Clinic and
Clearlake Family Health Center. Since implementing the 4P’s Plus program in 2009, Lake County
has screened a total of 880 women, of which about 63% have been positive. Of the brief
interventions that were offered, 96% were accepted; and 25% of the 2,058 referrals offered were
accepted. Data shown in Figure 51 suggest there is a trend toward a lower rate of substance use
during pregnancy.

Figure 51. 4P’s Plus© Substance Use Positive Screening Results by Year, Lake County,
April 2009 – November 2014

Caucasian women had the highest rate of positive screens (74.8%) followed by women who identified
as “Other” (66.7%), and Native American women (60.1%). Hispanic women had the lowest rates of
positive screens (37.2%). Medi-Cal was the payer source for 93% of the women screened whose
payer source was identified.
168

The data source for 4P’s Plus© is NTI Upstream, and was provided by the Maternal Child Adolescent Health Program, Lake County
Public Health Department.
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Some of the 880 women reported using some type of substance (including cigarettes) since learning
they were pregnant (Table 46), some more than one substance.
Table 46. Use of Substances Since Pregnancy, Women Screened in 4P’s Plus©

Yes

No

Since learning you were pregnant, last
month did you use…..?
Cigarettes
Alcohol
Marijuana

n
232
108
144

%
31.8%
14.8%
19.7%

n
495
615
578

%
67.8%
84.2%
79.2%

Drugs

17

2.3%

706

96.7%

Source: www.NTIupsteam.com, MCAH, Lake County Public Health Department

Of statistical significance, 61.5% (up from 57.3% in 2012) of the Lake County women screened in the
4P’s Plus© project reported that their parents had had problems with drugs or alcohol. The same
percentage as reported in 2012 (20.2%) said drugs or alcohol were a problem for their partner as well.
The study also found a significant relationship between depressive symptoms and the pregnant
woman’s screen outcomes. Women who experience depressive symptoms were more likely to have a
positive screen (78.3%) compared to women did not experience depressive symptoms (57.6%).
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ORAL HEALTH
Tooth decay, the most preventable disease of childhood,169 is among the top reasons that keeps
children out of school.170 Regular dental care, optimally starting with the first tooth or the first birthday,
is essential to good oral and overall general health. Prevalence of untreated decay in primary or
permanent teeth among children from lower-income households is more than twice that among
children from higher-income households.171 Oral health is an under-recognized a component of
overall health and well-being for adults as well. It can affect general health and quality of life in very
direct ways, such as pain and suffering and difficulty in speaking, chewing and swallowing. The loss
of self-esteem, which can intensify isolation and possibly lead to depression, is associated with the
loss of teeth.172 Over the past decade, evidence has also been building of a relationship between oral
disease and diabetes173 as well with cardiovascular disease and its complications, including stroke.174
Access to oral health services is limited by a number of factors. On the health system side, these
include lack of available resources (primarily dentists’ unwillingness to participate in Denti-Cal),
restrictive policies, provider awareness levels and attitudes and lack of cultural competency.
Common patient-related barriers are lack of perceived need and knowledge about the importance of
oral health, financial (including lack of dental insurance), dental fear, lack of education, and limitations
due to transportation, child care and work leave time issues.
According to the 2014 California Health Interview Survey (CHIS) of households of all income levels,
87.8% of children in Lake County reported visiting a dentist in the last year compared to 81.5% of all
California children (Figure 52). (The number of county children’s dental visits that were made more
than 1 year ago was too small to report.) Lake County adults age 21-64 and seniors 65+ visited the
dentist less recently than Californians in both adult age categories.
Figure 52. Dental Care Utilization by Lake County Residents

Source: CA Health Interview Survey, 2014. Some county-level data are considered statistically “unstable.”
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Benjamin RM. Oral Health: the Silent Epidemic. Public Health Rep. 2010 Mar-Apr; 125(2):158–159.
Blumenshire SL. Children’s school performance: impact of general and oral health. J Pub Health Dent Spring 2008;68(2):82-87.
171
http://www.cdc.gov/mmwr/preview/mmwrhtml/su6302a9.htm
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Davis DM et al. The emotional effects of tooth loss: a preliminary quantitative study. British Dental Journal, 188(9):503-506, May 2000.
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Centers for Disease Control and Prevention. National diabetes fact sheet: national estimates and general information on diabetes and
prediabetes in the United States, 2011. Atlanta, GA: U.S. Department of Health and Human Services, CDC.
174
Joshipura K, Jung H, Rimm E et al. Periodontal disease, tooth loss and incidence of ischemic stroke. Stroke. 2003;34:47-54.
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While there are limited data available to measure the extent of dental disease among children in Lake
County, pre-kindergarten assessments175 provide a picture of disease prevalence. Based on the most
recent 3-year average (2012-2014), screening results for the one reporting school in Lake County
(Upper Lake Union Elementary) showed that 41.4% of the children screened in that district had
evidence of untreated dental decay (Figure 53).
Figure 53. Results of Pre-Kindergarten Dental Screenings, Lake County Reporting School District

Source: California Dental Association AB 1433 Pre-K Reported Data

While all children with Medi-Cal have coverage for dental services, they make fewer preventive dental
visits than their peers not covered by Medi-Cal.176 In 2014, across all age groups, Lake County
children with Medi-Cal utilized dental services at lower rates than children statewide (Table 47),
ranking the county in 42nd place among California’s 56 counties with statewide data.

Table 47. Utilization (Percent) of Medi-Cal Dental Services of Children by Age, 2011 and 2015

Lake

Ages 0-3
2011
2014
35.5%
37.9%

Ages 4-5
2011
2014
61.7%
57.4%

es0-20
0-20
Ages
2011
2014
47.7%
47.2%

California*

31.1%

66.4%

52.2%

Area

30.6%

63.6%

52.5%

Source: California Department of Health Care Services, Medi-Cal Dental Services Division. Data run August 28, 2015.
*Fee-for-service system only; Sacramento and LA Medi-Cal dental managed care data excluded.
Note: Full-year Medi-Cal dental data unavailable for adults.

Dental disease is a chronic problem among low-income adults as well as children. Oral health is often
an overlooked component of seniors’ general health and well-being and can affect general health and
quality of life in very direct ways, such as pain and suffering and difficulty in speaking, chewing and
swallowing. The loss of self-esteem, which can intensify isolation and possibly lead to depression, is
175

AB 1433 (enacted in 2006 through the efforts of the California Dental Association) required that children have a dental checkup by May
31 of their first year in public school, at kindergarten or first grade. The requirement for screening was later changed to a voluntary basis
because of school funding issues and the removal of certain mandates. The CDA is working to restore the oral health screening
requirement.
176
Yarbrough C, Nasseh K, Vujicic M. Key Differences in Dental Care Seeking Behavior between Medicaid and Non- .edicaid Adults and
Children. Health Policy Brief, American Dental Association, September 2014.
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associated with the loss of teeth.177 A study titled “Prevalence of Periodontitis in Adults in the United
States: 2009 and 2010” estimated that 47.2% of all American adults aged 30 and older have mild,
moderate or severe periodontitis; of these, 8.9% have severe periodontitis the more advanced form of
periodontal disease..178
Applying prevalence estimates from this collective research suggests the following could be the case
for low-income adults in Lake County: as 25% (11,928) of the 47,712-adult population is below the
federal poverty level, approximately 47% has mild, moderate or severe periodontitis means 5,606
adults age 21+ with some level of oral disease, and 1,061 has severe periodontitis, the more
advanced form of periodontal disease.
Emergency Department Visits for Dental Conditions
Visiting an emergency department (ED) for non-traumatic dental problems, which have risen over the
last decade,179,180 is likely a reflection of poor prevention and suggests lack of access to readilyavailable community dental services. Hospital EDs are not equipped to provide definitive treatment
for toothaches and dental abscesses.
Although ED visits related to oral conditions comprised a small percentage (1.59%) of all ED visits
made by children 0-18, in 2014 there were 98 visits to a Lake County ED by children due to an oral
condition (Table 48) 93 (94.9%) of these ED visits were made for an ambulatory care sensitive (ACS)
condition—that is, one that would “likely or possibly benefit from better prevention or primary care and
is considered preventable.”181 The slightly higher proportion of Lake County ACS ED dental visits than
statewide suggests access to preventive dental care may be more limited for county residents.
1

Table 48. ED Visits Made to Lake County EDs by Age Group, 2014
Lake County
ED Visits
Age 0-5
Age 6-18
All Reasons
All Oral
2
ACS Oral

2,266
30
28

ACS Oral as % of all Oral

Age 0-18

3,915
1.32%
1.24%

68
65

93.3%

6,181
1.74%
1.66%

98
93

1.59%
1.50%

95.6%

94.9%

California
All Reasons
All Oral
2
ACS Oral

1,391,259

1,529,203

2,920,462

11,606

0.83%

11,437

0.75%

23,043

0.79%

10,942

0.79%

10,518

0.69%

21,460

0.73%

ACS Oral as % of all Oral

94.3%

92.0%

93.1%

1

County of Facility
Ambulatory Care Sensitive Conditions. Primary ICD-9 Codes included in the analysis: 521-523, 528, and 529.
Source: Office of Statewide Health Planning and Development, Healthcare Information Resource Center.
2
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Lee HH, Lewis CW, Saltzman B, Starks H. Visiting the emergency department for dental problems: trends in utilization, 2001 to 2008.
Amer J Pub Health. Nov 2012;102(11):e77–83.
180
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2012;72(3):216–220.
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Shortridge EF, Moore, JR. Use of Emergency Departments for Conditions Related to Poor Oral Health Care. Rural Health Research &
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Children with Medi-Cal use the ED for dental services at higher rates than privately insured
children.182 Public programs (nearly exclusively Medi-Cal) paid for the majority of the Lake County
ACS dental visits (Figure 54).
Figure 54. Children’s Use of Lake County EDs for an ACS* Dental Condition, 2014

Source: California Office of Statewide Health Planning and Development.
*Ambulatory Care Sensitive, a condition considered avoidable by access to preventive care.

MENTAL HEALTH
The burden of mental illness in the United States is among the highest of all diseases, and mental
health disorders are among the most common causes of disability.183 Mental disorders are health
conditions that are characterized by alterations in thinking, mood, and/or behavior that are associated
with distress and/or impaired functioning. According to national research, nearly 90% of Americans
value mental health and physical health equally, yet about one-third find mental health care
inaccessible, and more than 4 in 10 see cost as a barrier to treatment for most people. In a sign that
the treatment of depression is shifting to mainstream medical care, the U.S. Public Preventive
Services Task Force (USPSTF) recommends screening for depression in the general adult
population, including pregnant and postpartum women. The guidelines state that “screening should
be implemented with adequate systems in place to ensure accurate diagnosis, effective treatment,
and appropriate follow-up.”184 Most people understand that mental health conditions like depression
are risk factors for suicide, although far fewer know that anxiety or panic disorders in particular put
individuals at increased risk.185 A key component of community health is “recognizing the relationship
between mental and physical health and ensuring that services account for that relationship.”186

182

California Office of Statewide Health Planning and Development. Special data run for author, July 2012.

183

Healthy People 2020. Leading Health Indicators Bulletin, April 2016. https://www.healthypeople.gov/2020/leading-health-indicators/2020-

lhi-topics/Mental-Health
184
Siu ALand the US Preventive Services Task Force (USPSTF). Screening for Depression in Adults U.S. Preventive Services Task Force
Recommendation Statement. JAMA January 26, 2016;315(4):380-387.
185
Anxiety and Depression Association of America; American Foundation for Suicide Prevention; National Action Alliance for Suicide
Prevention. Harris Poll of 2,0202 U.S. adults. August 2015.
186
Good Health Counts: A 21st Century Approach to Health and Community for California. Prevention Institute. November 2007.
Lake County Community Health Needs Assessment 2016
BARBARA AVED ASSOCIATES

90

An estimated 26.2% of Americans ages 18 and older suffer from a diagnosable mental disorder in a
given year.187 Projecting this estimate of need to Lake County’s 2014 population, up to 13,312
persons age 18 and older in the county could suffer from some level of mental health problem or
disorder.
Approximately 20% of older adults, who face challenges coping constructively with the physical
limitations, cognitive changes, and various losses, such as bereavement, that frequently are
associated with late life, are estimated to experience specific mental disorders that are not part of
“normal” aging. Many in the senior population have to contend with difficulties remaining in their
homes due to health and financial reasons, a dearth of community-based affordable assisted living
facilities, and difficulties accessing and retaining home health services. Although Lake County has a
variety of senior service providers and professionals, not all are available in every geographic area.
Family caregivers may find it increasingly difficult to be aware of the range of services as well as to
navigate the various programs needed to provide for the physical, mental health, and social needs of
elderly loved ones.
It is estimated that more than half of all prison and jail inmates have a mental health problem. The
Department of Justice’s Survey of Inmates in State and Federal Correctional Facilities and Survey of
Inmates in Local Jails indicate that fewer than half of inmates who have a mental health problem have
ever received treatment for their problem (rates differ depending upon the type of correctional
facility).188
The high rate of co-occurrence or comorbidity between substance abuse and mental illnesses is now
generally well recognized. Mental disorders can lead to drug abuse, (e.g., possibly as a means of
self-medication). While the connection or causality between drug addiction and other mental illnesses
cannot be proven, certain mental disorders are established risk factors for subsequent drug abuse—and
vice versa.
Even more than other areas of health and medicine, the mental health field is plagued by disparities in
the availability of and access to its services. A key disparity often hinges on a person’s financial
status; formidable financial barriers block needed mental health care regardless of whether one has
health insurance with inadequate mental health benefits or lack of any insurance. Lake County area
experts and community members consistently reported the immense struggle residents had in
maintaining positive mental health and accessing treatment for mental illness.
To understand how mental health concerns impact Lake County, several indicators with readily
available data were reviewed: psychological distress, teen depression, use of treatment resources,
and suicide. Lake County faces a number of challenges in the incidence of mental health concerns.
Overall, the residents of Lake County were more likely to experience psychological distress and
symptoms of depression and experience higher suicide rates than the state average. Lake County
residents sought mental health treatment at approximately the same rate as residents of California,
however.
Psychological Distress
Although the smaller sample sizes for the county means that the data are considered “statistically
unstable,” it is worth noting the 2014 California Health Interview Survey (CHIS) findings concerning
187
Kessler RC, Chiu WT, Demler O, Walters EE. Prevalence, severity, and co-morbidity of twelve-month DSM-IV disorders in the National
Comorbidity Survey Replication (NCS-R). Archives of General Psychiatry, 2005 Jun;62(6):617-27 in The Numbers Count: Mental Disorders
in America. National Institutes of Mental Health.
188
Department of Justice's Survey of Inmates in State and Federal Correctional Facilities (2004) and Survey of Inmates in Local Jails (2002).
http://bjs.ojp.usdoj.gov/index.cfm.
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psychological distress. A significantly higher percentage of Lake County respondents reported having
experienced serious psychological distress during past month than California respondents overall.
This was especially so for adults (Table 49). This indicator will be especially important to track next
year in light of the 2015 wildfires.
Table 49. Likelihood of Having Experienced Psychological Distress in the Last Month

Lake County
Teens*
Adults
Likely had experienced psychological distress

8.6%

8.2%

CA
Teens

Adults

5.3%

3.6%

Source: California Health Interview Survey 2014
*Statistically unstable.

Emotional Impairment
Between 86.3% and 94.5% of Lake County adults who responded to the 2014 California Health
Interview Survey (CHIS) said they had not experienced any emotional impairment in the past year
relative to family, social and work life (e.g. relationships) and ability to do their usual household chores
(Figure 55), proportions generally comparable to state figures. However, 4.0%-9.1% reported
experiencing severe levels of impairment in those areas with the ability to complete household chores
the greatest impacted.

Figure 55. Level of Emotional Interference in Various Areas of Life, Lake County Adults
100%

0%
Family life
impairment past 12
months

Social life
impairment past 12
months
None

Work impairment
past 12 months

Moderate

Household chore
impairment past 12
months

Severe

Source: California Health Interview Survey 2014

Although the smaller sample sizes for the county means that some figures for impairment are
considered “statistically unstable,” it is worth noting that the proportions of severe impairment are
generally comparable to state figures—except for the proportion who reported impairment with
household chores (Figure 56).
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Figure 56. Percent of Lake County and California Adults Reporting Severe Interference
in Various Areas of Life

Source: California Health Interview Survey 2014

Teen Depression
The 2014 California Health Interview Survey reported about the same proportion of Lake County
teens (20%) were at risk for depression as the proportion statewide (23.2%), in responding to the
question, "During the past 12 months did you think you needed help for emotional or mental health
problems, such as feeling sad, anxious or nervous?"189 The county proportion reported by CHIS has
not changed much over the past several years (data not shown).

2009-2011 data from the California Healthy Kids Survey showed that the proportion of junior high
school students experiencing depression was distributed unequally between genders. Girls,
particularly 9th graders, were more likely to report symptoms of depression than males (Table 50). It
is noteworthy that while these students were generally similar to the state average, 36% of 9th
graders in Lake County, compared to 30% of all California 9th graders, reported symptoms of
depression.190

Table 50. Percent of Lake County Students who Felt Sad or Hopeless in the Past 12 Months

7th Grade
During the past 12 months, did
you ever feel so sad or hopeless
almost every day for 2 weeks or
more that you stopped doing
some usual activities?

9th Grade

11th Grade

Female

Male

Total

Female

Male

Total

Female

Male

Total

31%

26%

20%

48%

36%

22%

41%

32%

22%

Source: 2009-2011 California Healthy Kids Survey.

189
190

UCLA. 2014 California Health Interview Survey.
http://chks.wested.org/resources/Secondary_State_0911Main.pdf
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Suicide
Suicide exacts an enormous toll on its victims and the family and friends left behind. Suicide rates,
which vary by age, gender and race/ethnicity, may underestimate the true rate of intentional selfharm. For example, gays, lesbians, and bisexuals were more than three times as likely (6.5%) as all
adults (1.8%) to have seriously thought about suicide during the previous year.191 The stigma
attached to suicide may influence classification, and certain fatal events may arise from thoughts and
actions similar to suicide (e.g., single-vehicle motor vehicle crashes, gang-related fights with
weapons). In California, suicide is the 10th leading cause of death.192
For the 3-year average 2011-2013, the age-adjusted rate of suicides in Lake County was 25.8 per
100,000 residents. This is about two-and-a-half times the national objective and the California ageadjusted average, both of which are 10.2 per 100,000 residents. The county ranks 54th (slightly
improved from 57th in the prior 3-year period) among the 58 counties on deaths from suicide.193
Lake County adult respondents to the 2009 CHIS were asked, "Have you ever seriously thought about
committing suicide?" While 87% of the population answered "never," it is notable that 13% of the
population—close to double the statewide proportion—answered that they had ever seriously thought
about committing suicide (Figure 57).

Figure 57. Adult Responses Concerning Suicide, Lake County and California

Source: 2014 California Health Interview Survey

Suicide rates generally increase with age, with the highest rates in the 25-64 age group. While in
absolute numbers these figures appear small, Table 51 provides a picture of the actual number of
deaths from suicide by residents of various age groups in Lake County.

191

Grant D, et al. More Than Half a Million California Adults Seriously Thought About Suicide in the Past Year. UCLA Center for Health
Policy Research. Policy Brief. December 19, 2012.
192
Ibid.
193
California Department of Public Health, County Health Status Profiles.
http://www.cdph.ca.gov/programs/ohir/Pages/CHSPCountySheets.aspx#e
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Table 51. Self-Inflicted/Suicide Death, Residents of Lake County by Age Group, Selected Years

Year

15-19

20-24

25-44

45-64

65+

85+

2009
2010
2011
2012
2013

0
1
1
0
4

2
0
1
1
2

6
4
2
6
3

10
6
9
9
6

5
6
5
2
2

0
1
0
1
1

Source: California Department of Public Health. EPIC Branch.

Figure 58 shows the percent of Lake County high school students who reported they seriously
considered suicide in the past 12 months. Similar to reports of depression, the proportion of 9th
graders expressing a significant mental health concern was higher in the county than the statewide
average.

Figure 58. Percent of Lake County High School Students who
Seriously Considered Suicide in the Past 12 Months
50%
40%
30%

24%

20%

19%

19%

CA

Lake County

17%

10%
0%
Lake County
9th Grade

CA

11th Grade

Source: 2009-2011 California Healthy Kids Survey.

Use of Treatment Resources
Close to 15% of Lake County residents reported to the 2009 CHIS they needed help for
emotional/mental health problems or use of alcohol/drug in the last year,194 and 76.1% responding to
a question about health-seeking behavior indicated they had sought this type of help (Table 52
below).195 The percentage of the population needing help increased slightly in the 2014 CHIS to
15.5%, but help-seeking for those concerns decreased from 2009. The proportion of help-seeking
was higher in Lake County than the state average in both periods, however.

194
195

CHIS combines these question with substance abuse when inquiring about mental health needs.
California Health Interview Survey, http://www.chis.ucla.edu/main/DQ3/geographic.asp,
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Respondents were also asked whether in the last 12 months they had seen their primary care
physician or any other professional, such as a counselor, psychiatrist, or social worker, for problems
with mental health, emotions, nerves or use of alcohol or drugs. A greater proportion of Lake County
residents in both periods, 14.9% in 2009 and 17.5% in 2014, than California residents on average
reported accessing one of these treatment resources.

Table 52. Need for Mental Health and Use of Resources, Lake County and California Adults

Lake County
2009
2014
Needed help for emotional/mental health
problems or use of alcohol/drug
Needed help and sought it for self-reported
mental/emotional and/or alcohol-drug issues
Saw any healthcare provider for emotionalmental and/or alcohol-drug issues in past
year

California
2009
2014

14.8%

15.5%

14.3%

15.9%

76.1%

66.3%*

55.5%

56.6%

14.9%

17.5%

10.9%

12.0%

Source: California Health Interview Survey
*Statistically unstable.

Individuals with mental health disorders use the emergency department (ED) for acute psychiatric
emergencies, for injuries and illnesses complicated by or related to their mental disorder or when
psychiatric or primary-care options are inaccessible or unavailable. The use of the ED for mental
disorders in both Lake County EDs increased every year between 2008-2014, with the increase in
encounters more noticeable at St. Helena Hospital Clear Lake (Figure 59).

Figure 59. Use of Local Emergency Departments for Mental Disorders

Source: OSHPD
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Individuals who may need to be hospitalized so that they can be closely evaluated and accurately
diagnosed, have their medications adjusted or stabilized, or be monitored during an acute episode
when their mental illness temporarily worsens are generally referred to psychiatric facilities outside the
county. The local acute care hospitals are not psychiatric facilities, and everyone who presents there
regardless of how they arrive—ambulance, law enforcement, or private vehicle—if they need
admission to an inpatient mental health treatment facility, will ultimately be transferred from the
hospital in Lake County by ambulance via a transfer center that arranges these transfers.196
During 2015, there were 251 inter-facility transfers from the two local acute care hospitals of patients
to inpatient treatment facilities for psychiatric care.



184 were from St. Helena Hospital Clear Lake
67 were from Sutter Lakeside Hospital

Table 53 shows the most common diagnoses associated with these transfers and the facilities to
which the patients were most frequently sent.

Table 53. Most Common Diagnoses and Most Frequent Facilities for Out-of-County Mental Health
Transfers

Most Common Psychiatric
Diagnosis

Number

Percent

136

54.2%

28

11.2%

36

Bi-polar
Danger to self, suicidal ideation
or suicide attempt

5150 Hold
Depression, Depressive Disorder
or mood disorder
Schizophrenia, schizoaffective
disorder, paranoid schizophrenia,
psychosis, or psychotic disorder
(not otherwise specified.

Facility Most
Frequently
Transferred to
St. Helena Hospital
Center for Behavioral
Health

Number

Percent

77

30.7%

St. Helena Napa Valley

76

30.3%

17.6%

Aurora Behavioral
Health Center

32

12.7%

17

6.8%

Marin General Hospital

17

6.8%

16

6.4%

California Pacific
Medical Center

10

4.0%

Source: Ambulance transfer records (Inter-facility Transfers or IFTs)

196

Some mental health admissions do remain at the local hospitals, but those situations may represent individuals are treated medically for
conditions that are closely tied to a mental health diagnosis (e.g., overdose, self-inflicted injuries, etc.). Once medically stabilized, if they
still needed mental health treatment specifically, they would likely be transferred.
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SAFETY ISSUES
Overview
The rate of hospitalizations for non-fatal injuries and the rate of injury deaths among the leading
causes of injury common to both Lake County and the state are all higher in Lake County, some
significantly so (Table 54). Falls among seniors (reported as persons age 55+), 35% higher than
statewide, was the leading cause of injury across all ages in Lake County in 2013.
Table 54. Five Leading Causes of Injury in Lake County, All Ages, 2013

Non-Fatal Hospitalizations
Lake County

Cause

Rate

Unintentional - Fall

1

441.6

288.4

Unintentional Poisoning

2

147.2

Suicide/Self-Inflicted

3

Unintentional – Motor
Vehicle Occupant
Unintentional Natural/Environmental

Lake County

CA

Rank

Cause

Injury Deaths
CA

Rank

Rate

Unintentional Poisoning

1

43.4

10.2

35.8

Suicide/Self-Inflicted

2

27.9

10.5

82.1

34.4

Unintentional – Motor
Vehic Occupant

3

15.5

2.9

4

65.1

39.7

Homicide/Assault

4

12.4

4.8

5

51.1

N/A

Unintentional - Fall

5

7.7

5.7

Source: California Office of Statewide Health Planning and Development, Inpatient Discharge Data
Prepared by: California Department of Public Health, Safe and Active Communities Branch
Report generated from http://epicenter.cdph.ca.gov

Falls Among Seniors
Among people 65 years and older, falls are the leading cause of injury deaths and the most common
cause of nonfatal injuries and hospital admissions for trauma. Serious injuries from falls include hip
and other fractures, and head, neck and back injuries that require significant care. Falls that result in
hospitalization are likely to cause placement in costly and restrictive long-term care facilities,
significantly reduced post-fall activity, depression, anxiety and isolation. Full recovery is unlikely for a
significant percentage of survivors.197
Hospital discharge information has traditionally been the best falls surveillance system in California,
although the data are limited to only those falls that are serious enough to warrant an emergency
department visit or hospital admission. The number of reported falls has increased in the last several
years. In 2013, there were 245 nonfatal hospitalized fall injuries (up from 212 in 2011 and 199 in
2006) among older Lake County residents; about 65% of these falls were by women; 63% of the
1,324 (up from 1,211 in 2011) non-fatal ED visits for falls by this age group were also by women
(Table 55).198

197

Centers for Disease Control and Prevention, National Center for Injury Prevention and Control. www.cdc.gov/ncipc/wisqars.
California Department of Public Health, Safe and Active Communities Branch, EPICenter.
http://www.apps.cdph.ca.gov/epicdata/default.htm (July 2012)

198
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Table 55. Unintentional – Senior (50+ years old) Falls, Lake County, 2013

Non-fatal Emergency Department Visit
Age Group
Male
Female
Total

50-64
236
340
576

65-84
194
348
542

85+
55
151
206

Total
485
839
1,324

Non-fatal Hospitalization
50-64

65-84

23
35
58

51
75
126

85+
12
49
61

Total
86
159
245

Source: California Office of Statewide Health Planning and Development, Inpatient Discharge Data.

The California Health Interview Survey (CHIS) asked seniors age 65+ about falls. In Lake County,
8.9% reported falling to the ground more than once in the past year, somewhat lower than the state
average of 11.2% (Figure 60).199 Of those who had fallen in the past year, a little more than a quarter
(26.4%) had received medical care, compared to 42% statewide.
Figure 60. Falls by Seniors Age 65+, Lake County and California
50%
40%
30%
20%
10%
0%
Fell more than once in past year Received med care due to fall
Lake County

CA

Source: California Health Interview Survey, 2012.

Intimate Partner Violence
It is difficult to gauge the extent of domestic or intimate partner violence in a community because it
occurs most often behind closed doors, and it is estimated that a large number of occurrences go
unreported. The primary indicator used for domestic violence is the number of law enforcement calls
for assistance. Another is the percentage of calls that involve weapons. An additional indicator is the
number of visits to the ED where the visit is coded as "violence against women."
In 2014 in Lake County, there were 570 calls for domestic violence assistance, 20.4% of which
involved a firearm, knife, or other dangerous weapon.200 The number of calls is up from 458 calls in
2008 as was the percentage involving weapons, though the weapon-involved calls were about half the
proportion as the statewide average (Table 56 below).201 The City of Clearlake accounted for 44% of
the calls for assistance in 2014 (data not shown).

199

California Health Interview Survey, 2012. UCLA Center for Health Policy Research
California Department of Justice, Criminal Justice Statistics Center, Criminal Justice Profiles. http://ag.ca.gov/cjsc/pubs.php#profiles
Domestic violence is defined as “...abuse committed against an adult or a fully emancipated minor who is a spouse, former spouse,
cohabitant, former cohabitant, or person with whom the suspect has had a child or is having or has had a dating or engagement
relationship.”
201
Ibid.
200
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Table 56. Total Number of Domestic Calls and Percent Involving Weapons, Lake County

Category
Total calls
Lake County
% of calls involving weapons1
Lake County
California

2008

2010

2012

2014

458

522

634

570

14.3%
39.2%

15.0%
40.0%

19.2%
40.1%

20.4%
42.6%

Source: California Department of Justice, Criminal Justice Statistics Center, Criminal Justice Profiles.
1
Firearm, knife or cutting instrument, or other dangerous weapon. Does not include personal weapons, defined as hands, feet, etc.

For the last 8 years, the rate of domestic violence-related calls for assistance in Lake County has
been higher--significantly so in some years--than the state average (Figure 61).
Figure 61. Number of domestic violence calls for assistance per 1,000 adults ages 18-69.
16.0
14.0
12.0
10.0
8.0
6.0
4.0
2.0
0.0

14.7

14.6

13.1

12.5
11.0
7.2

7.0

2006

7.0

2008

2010

6.2

2012

Lake County

6.0

2014

California

California Dept. of Justice, Criminal Justice Statistics Center, Domestic Violence-Related Calls for
Assistance Database (2001-2014) and California Criminal Justice Profiles, 2014

In 2013, a total of 137 (down from 170 in 2011) visits were made by females to an ED where violence
against women by either a partner or someone else was recorded as the cause for the visit (Table
57).

Table 57. ED Visits Related to Violence Against Females (10+ years old), Lake County, 2013

Perpetrator

10-14

Non-fatal Emergency Department Visit
(treat & release, or transfer to another facility)
Age Group
15-19
20-24
25-44
45-64
65-84
85+

Total

By partner

0

0

0

1

1

0

0

2

By anyone

4

16

22

61

31

1

0

135

Source: California Office of Statewide Health Planning and Development, Emergency Department Data
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Child Abuse
Childhood abuse, neglect, and exposure to other traumatic stressors (termed adverse childhood
experiences) is relatively common according to research.202 Child abuse is a serious problem with
numerous short- and long-term consequences. Children who experience maltreatment are at
increased risk for adverse health effects and behaviors as adults—including smoking, alcoholism,
drug abuse, eating disorders, severe obesity, depression, suicide, sexual promiscuity, and certain
chronic diseases.203
Lake County’s rate of child abuse allegations is substantially higher than the rate for the state (Figure
62). Rates for substantiations and entries into foster care are closer, though still somewhat higher,
than state rates (with the exception of 2008-2009). The actual number of allegations and
substantiated child abuse cases for the county are shown in Figure 63 on the next page. From 2008
to 2011, the rate of Lake County reported child abuse and neglect allegations declined and then rose
in 2014, thought the rates of substantiated allegations and entries into foster care declined slightly in
2014.204

Incidence per 1,000 children

Figure 62. Rate of Child Abuse Allegation & Substantiation and Entries Into Foster Care
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48.7
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8.8 9.8 9.59.1 7.49.4 6.69.0
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Allegations of Abuse &
Neglect
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Lake County
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Source: Child Abuse Allegation & Substantiation Rates, Child Welfare Dynamic Report System

202

U.S. Department of Health and Human Services (DHHS). Administration on Children, Youth, and Families (ACF). Child maltreatment
2011 [online]. Washington (DC): Government Printing Office; 2012. http://www.acf.hhs.gov/programs/cb/resource/child-maltreatment-2011
203
Felitti V, et al. Relationship of childhood abuse and household dysfunction to many of the leading causes of death in adults. American
Journal of Preventive Medicine 1998;14(4):245–58.
204
Child Abuse Allegation & Substantiation Rates, Child Welfare Dynamic Report System.
http://cssr.berkeley.edu/ucb_childwelfare/RefRates.aspx
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Figure 63. Number of Child Abuse Allegation & Substantiation and Entries Into Foster Care,
Lake County, Selected Years
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Source: Child Abuse Allegation & Substantiation Rates, Child Welfare Dynamic Report System

The rates of child abuse allegations, substantiations and entries into foster care are highest in children
under age two (Table 58).

Table 58. Number of Children with Allegations, Substantiations, and Entries Into Foster Care,
Incidence per 1,000 Children, Lake County, January 2014 – December 2014.
Age
Group

Children
with
Allegations

Incidence
per 1,000
Children

<1
1-2
3-5
6-10
11-15
16-17
Total

142
135
203
343
269
83
1,175

202.6
94.5
95
92.5
73
53.8
89

Children with
Substantiations

14
13
16
25
17
2
87

Incidence
per 1,000
Children

20
9.1
7.5
6.7
4.6
1.3
6.6

% of
Allegations

9.9
9.6
7.9
7.3
6.3
2.4
7.4

Children
with
Entries

Incidence
per 1,000
Children

% of
Substantiations

9
6
8
15
9
2
49

12.8
4.2
3.7
4
2.4
1.3
3.7

64.3
46.2
50
60
52.9
100
56.3

Source: CWS/CMS 2015 Quarter 2 Extract. Population Data Source: 2014 - CA Dept. of Finance: 2010-2060 - Pop. Projections by
Race/Ethnicity, Detailed Age, & Gender.

Elder Abuse
Elder abuse is a serious problem that is said to live in the shadows of most communities and go
largely unreported. Between 2012 and 2015, there were 787 Adult Protective Services confirmed
cases of abuse and neglect among older adults in Lake County. Of all APS investigations in these 4
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years, 33.8% were for abuse perpetrated by others, and 66.2% for self-neglect (Table 59).205 These
proportions are generally unchanged from the recent 3-year period. Abuse perpetuated by others was
primarily categorized as reports of psychological/mental abuse and financial abuse. The majority of
self-neglect cases were for health and safety hazards.

Table 59. Investigated and Confirmed Cases of Elder Abuse, 2012-2015, Lake County

Type of Abuse
Perpetrated by Others
Psychological/Mental
Financial
Neglect
Physical
Isolation
Sexual
Abandonment
Abduction

Percent of Cases
33.8%
10.8%
9.4%
5.6%
5.2%
1.0%
0.9%
0.9%
0.0%

Self Neglect

66.2%

Health and Safety Hazards
Medical Care
Physical Care
Malnutrition/ Dehydration
Financial

30.0%
16.5%
12.1%
5.0%
2.7%

Source: Area Agency on Aging of Lake & Mendocino Counties.

Exposure from the Physical Environment: Air Quality
Despite progress, many people still suffer air pollution levels that are often dangerous to breathe, and
unhealthy air remains a threat to health in many California counties. Air pollution is especially harmful
to children as their lungs and alveoli (air sacs) aren’t fully grown until children become adults.206
Poorer people and some racial and ethnic groups are among those who often face higher exposure to
pollutants and who may experience greater responses to such pollution.207 Exposure to outdoor air
pollution can cause both short-term and long-term health effects, including damage to the immune,
neurological, reproductive, cardiovascular, and respiratory systems; asthma; and death.208,209
The American Lung Association’s State of the Air 2015 report graded local areas on an A through F
scale by comparing ozone and small particulate concentrations with the federal air quality standards.
205

Ibid.
World Health Organization. The Effects of Air Pollution on Children’s Health and Development: a review of the evidence E86575.2005.
Accessed at http://www.euro.who.int/document/E86575.pdf .
207
O’Neill MS, Jerrett M, Kawachi I, et al.Health, Wealth, and Air Pollution: Advancing Theory and Methods. Environ Health Perspect.2003;
111: 1861-1870. Ostro B, Broadwin R, Green S, Feng W, Lipsett M.Fine Particulate Air Pollution and Mortality in Nine California Counties:
Results from CALFINE. Environ Health Perspect. 2005; 114: 29-33. Zeka A, Zanobetti A, Schwartz J. Short term effects of particulate matter
on cause specific mortality: effects of lags and modification by city characteristics. Occup Environ Med. 2006; 62: 718-725.
208
U.S. Environmental Protection Agency. “Effects of Air Pollutants – Health Effects.” http://www.epa.gov/eogapti1/course422/ap7a.html.
209
National Institute of Environmental Health Sciences, National Institutes of Health. “Air Pollution.”
http://www.niehs.nih.gov/health/topics/exposure/air-pollution.
206
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Lake County received an “B” grade for Ozone, an “A” grade for short term particulate pollution (Table
60), and in 2014 was ranked among the Cleanest Counties for Short-term Particle Pollution in the
Nation for annual particulate average concentrations.210

Table 60. Lake County Air Quality Status

HIGH OZONE DAYS
Ozone Grade
Orange Ozone Days 1
Red Ozone Days
Purple Ozone Days
PARTICLE POLLUTION - 24 Hour
Ozone Grade
Orange Ozone Days
Red Ozone Days
Purple Ozone Days
PARTICLE POLLUTION - Annual
Ozone Grade
GROUPS AT RISK
Total Population
Pediatric Asthma
Adult Asthma
Chronic Bronchitis
Emphysema
Cardiovascular Disease
Diabetes
Children Under 18
Adults 65 and Over
Poverty Estimate

B
1
0
0
A
0
0
0
Pass2
Grade

63,860
1,152
4,564
2,799
1,179
4,319
6,361
13,008
12,669
14,680

Weighted
Average

A

0.0

Approx. # of Allowable
Orange/Red/Purple/
Maroon days
None

B

0.3 to 0.9

1 to 2 orange days with no red

C

1.0 to 2.0

D

2.1 to 3.2

3 to 6 days over the standard:
3 to 5 orange with no more
than 1 red OR 6 orange with no
red
7 to 9 days over the standard:
7 total (including up to 2 red) to
9 orange with no red

F

3.3 or
higher

9 days or more over the
standard: 10 orange days or 9
total including at least 1 or
more red, purple or maroon

Source: American Lung Association. Data from 2012-2014.
Air quality index levels: orange=unhealthy for sensitive groups; red=unhealthy for all; purple=very unhealthy for all.
2
Since no comparable Air Quality Index exists for year-round particle pollution, grading was based on the Environmental Protection
Agency’s determination of violations of the national ambient air quality standard. Counties that EPA listed as being in attainment of the
standard were given grades of “Pass;” nonattainment counties were given grades of “Fail. ”Description of County Grading System.
Source: American Lung Association
1

In the last several years, a growing body of scientific evidence has indicated that the air within homes
and other buildings can be more seriously polluted than the outdoor air in even the largest and most
industrialized cities. Other research indicates that people spend approximately 90 percent of their
time indoors.211 Thus, for many people, particularly children, the risks to health may be greater due to
exposure to air pollution (including from wood-burning stoves) indoors than outdoors. Though
uncommon, in some parts of the county the intrusion of naturally occurring geothermal gases into
buildings is recognized as a source of indoor air pollution.

Exposure to Secondhand Smoke
Among the many factors that contribute to poor indoor air quality, secondhand smoke is one of the
most common of these pollutants, and poses serious health risks. Exposure to secondhand tobacco
210
211

http://www.stateoftheair.org/2014/assets/ALA-SOTA-2014-Full.pdf
http://www.epa.gov/iaq/pubs/insidest.html#Intro1.
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smoke--which varies by race and ethnicity, family income level and health insurance status--in Lake
County is double the California average (Figure 64) and exceeds the HP2020 target of 87% of homes
being smoke free.

Figure 64. Percent of Homes with Adults Who Smoke Indoors, Lake County and California
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20%
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Lake County
Smoke present indoors

Smoke not present indoors

Source: California Health Interview Survey
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PREVENTIVE/PROTECTIVE HEALTH
Vaccination
Immunization is a measure of access to preventive care. Vaccines can prevent the debilitating and, in
some cases, fatal effects of infectious diseases. According to Healthy People 2020, vaccination
coverage levels of 90% are sufficient to prevent the circulation of viruses and bacteria causing
preventable disease. The Healthy People Objectives for 2020 reflect a more mobile society and the
fact that diseases do not stop at geopolitical borders, and vaccination coverage levels of 90% may not
be sufficient.
In the fall, every licensed childcare facility in California must provide information on their total
enrollment, the number of children who have or have not received the immunizations required, and
the number of exemptions. In the spring, local and state public health personnel visit a sample of
licensed childcare facilities, to collect the same information for comparison. The age group assessed
by these surveys is 2 years through 4 years 11 months. On average, one-third of children in this age
group attend licensed childcare centers. Hence, the data for children enrolled in licensed childcare
centers may not be representative of the entire population of Lake County children in this age group.
Data from the 2014-2015 school year indicate that 87.8% (down from 89.9% in 2012-13) of the
children enrolled in reporting Lake County childcare centers received all required immunizations
mandated by law (Table 61), a lower proportion than the statewide average.
Table 61. Immunization Coverage Among Children in All Child Care Centers, 2014-15

Element
Admission status
Entrants with all required immunizations
Conditional entrants
Entrants with permanent medical exemptions
Entrants with personal belief exemptions

Lake County

California

87.8%
7.96%
0.75%
3.45%

89.4%
7.4%
0.56%
2.67%

Source: California Department of Public Health, Center for Infectious Disease Division, Department of
Communicable Diseases, Immunization Division, Childhood Immunization Coverage. Data are for facilities with 10 or more children
enrolled.

The annual kindergarten assessment is conducted each fall to monitor compliance with the California
School Immunization Law. Results from this assessment are used to measure immunization coverage
among students entering kindergarten. In 2014-2015, Lake County reported 90.9% of kindergarten
entrants were adequately immunized at kindergarten entrance. This was a relatively large increase
from 85.9% in 2012-2013, and a slightly higher rate than the statewide average (Table 62). Lake
County has a higher percentage of personal belief exemptions than California's, suggesting that local
belief systems are somewhat less supportive of vaccination as a desirable preventive measure. A
new law (Senate Bill 277, which takes effect July 2016), eliminating the personal belief vaccine
exemption is a significant change to current vaccine exemption law and is expected to have a
profound impact on families who have chosen to delay or decline one or more vaccines for their
children and want their children to have a public or private school education.
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Table 62. Immunization Coverage Among Children Entering Kindergarten, 2014-15

Element

Lake County

California

90.9%
4.26%
0.00%
4.85%

90.4%
6.86%
0.19%
2.54%

Admission status
Entrants with all required immunizations
Conditional entrants
Entrants with permanent medical exemptions
Entrants with personal belief exemptions

Source: California Department of Public Health, Center for Infectious Disease Division, Department of
Communicable Diseases, Immunization Division, Childhood Immunization Coverage.

Health Screening for Cancer
Cancer is the second leading cause of death in the nation, and is also one of the
most common chronic diseases. Critical health indicators commonly monitored for community health
include cancer screening for breast and colorectal cancers. While it has always been difficult to get
some people to go for cancer screening, it can be particularly challenging when financial barriers limit
access or cultural beliefs influence utilization. In general, Lake County rates of cancer screening are
less favorable than both state rates and national health objectives.
Breast Cancer Screening
Earlier detection for breast cancer through regular screenings can increase survival rates of breast
cancer because it identifies cancer when it is most treatable.212 At this time, mammography is the
modality of choice for screening for early breast cancer. Data from the California Health Interview
Survey (CHIS) show in 2012, 66% of Lake County women age 40-85 had a mammogram in the past 2
years and was slightly more favorable than the rate for women statewide in that year (Figure 65). The
county’s rate fell short of the national health objective (Healthy People 2020) of 70% screened in the
past 2 years.

Figure 65. Recency of Mammogram Screening
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Source: California Health Interview Survey, 2009 and 2012

212

Effects of chemotherapy and hormonal therapy for early breast cancer on recurrence and 15-year survival: an overview of the
randomized trials, early breast cancer trials' collaborative group (EBCTCG). The Lancet, May 14, 2005:365:1687-1717.
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Colorectal Cancer Screening
Colorectal cancer is the third leading cause of cancer-related deaths in the U.S. when men and
women are considered separately, and the second leading cause when both sexes are combined.
Overall, the lifetime risk of developing colorectal cancer is about 1 in 20 (5.1%). This risk is slightly
lower in women than in men. 213 Screening has been shown to have great effect on both cancer
prevention and cancer survival rates,214 but the challenge lies in making the test (colonoscopy/
sigmoidoscopy) accessible to all adults at the appropriate age and schedule, and also in assuring that
people actually follow through on recommendations to be screened. Current colorectal screening
guidelines consist of sigmoidoscopy every 5 years and colonoscopy every 10 years for those aged 50
to 75 years.215 Although an annual fecal occult blood test (FOBT) is also recommended,
sigmoidoscopy and colonoscopy have higher sensitivity and specificity for the detection of cancerous
lesions.216 Survival from colon and rectal cancer is nearly 90% when the cancer is diagnosed before it
has extended beyond the intestinal wall.
Lake County residents receive recommended colorectal screening to a lesser extent than adults
statewide. Respondents to the 2009 CHIS (the question was not asked in subsequent interviews) age
50 and older were asked about their compliance with a recommended screening based on American
Cancer Society recommendations and the U.S. Preventive Services Task Force guidelines for this age
population; 58.0% (slightly less than 58.3% two years earlier) said they were compliant at the time of
the recommendation, a lower percentage than 62.8% statewide in 2007 and 68.1% in 2009 (Figure
66).

Figure 66. Colorectal Cancer Screening: Compliance at Time of Recommendation
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62%
60%
58%
56%
54%
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68.1%

62.8%
58.3%
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2009
CA

Source: California Health Interview Survey

213
Colorectal Cancer Facts & Figures American Cancer Society. http://www.cancer.org/cancer/colonandrectumcancer/
detailedguide/colorectal-cancer-key-statistics
214
Read TE, Kodner IJ. Colorectal cancer: risk factors and recommendations for early detection. Amer Fam Physician June
1999;59(11):3083-88.
215
US Preventive Services Task Force. Screening for Colorectal Cancer: U.S. Preventive Services Task Force Recommendation Statement.
Ann Intern Med. 2008;149(9):627–637
216
US Preventive Services Task Force. Screening for colorectal cancer: recommendation statement. Am Fam Physician 2010;81(8):1012–
1016.
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Seventy-three percent (up from 72% in 2007) of Lake County adults age 50+ who responded to the
CHIS question in 2009 reported they had had one of the types of tests (sigmoidoscopy, colonoscopy
or FOBT) for this cancer (78.0% of Californians reported doing so). Of those respondents, a greater
proportion countywide than statewide had had a colonoscopy; the reverse was the case for
sigmoidoscopy (Figure 67). The national health target (Healthy People 2020) is to increase to 70.5%
the proportion of adults age 50+ who receive a colorectal cancer screening based on the most recent
guidelines.

Figure 67. Percent Reporting Having Ever Had a Colorectal Screening Test and Type of Test
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Source: California Health Interview Survey

These cancer screening rates in Lake County belie a major disparity in screening, however. The
CHIS findings cited above may not adequately represent low-income individuals who may be less
likely to have access to or be able to pay for these tests. Unlike cervical and breast cancers, there is
no state- or federally-funded program to subsidize or cover colorectal cancer screening. If Lake
County is similar to the rest of California, Latino adults age 50+ are about one-third less likely than
Non-Latino Whites to have had a sigmoidoscopy/colonoscopy in the last five years.217
Prostate Cancer Screening
According to the National Cancer Institute, 1 in 6 men will be diagnosed with prostate cancer at some
time during their lives, and that more than 8% of men will develop prostate cancer between their 50th
and 70th birthdays.218
Research has not yet proven that the potential benefits of testing outweigh the harms of testing and
treatment. It is definitely an issue of informed personal choice. The American Cancer Society
recommends that starting at age 50 (age 45 for African Americans and men with a father or brother
who had prostate cancer before age 65), men talk with their doctor about the pros and cons of testing
to make an informed choice about whether being tested for prostate cancer is the right choice for
them. ACS guidelines recommend men who decide to be tested should have the PSA blood test, with
or without a rectal exam. How often they are tested depends on their PSA level.219
217
218

219

Ibid.
http://seer.cancer.gov/statfacts/html/prost.html.

www.cancer.org/cancerscreeningguidlines.
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A greater proportion of Lake County men age 40+ who responded to this question in the CHIS in
2009—which has not been updated since—reported having had a PSA screening test for prostate
cancer in the last year than the proportion in 2005, 35% and 26%, respectively. And, fewer men in
the county reported in 2009 than in 2005 they had never received this screening test (Figure 68).

Figure 68. Prostate Cancer Screening History
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75%
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45%
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Lake County 2009

Never
CA 2005
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Source: California Health Interview Survey, 2005 and 2009

Flu Vaccination
The seasonal flu vaccine protects against at least three influenza viruses that research indicates will
be most common during the upcoming season. The Centers for Disease Control and Prevention
recommends that everyone 6 months and older should get a flu vaccine each year. According to the
CDC, it is especially important that certain groups get vaccinated either because they are at high risk
of having serious flu-related complications or because they live with or care for people at high risk for
developing flu-related complications. Examples of such groups include children younger than 5, but
especially children younger than 2 years old, people 50 years of age and older, people of any age
with certain chronic medical conditions, and health care workers.220
In 2014, according to the CHIS, the only Lake County residents reported having had a flu shot within
the last year equivalent to or better than the statewide average were seniors (Figure 69). There was a
marked difference between the county and state rates for children 0-20, with Lake County significantly
lower.

220

http://www.cdc.gov/flu/about/qa/flushot.htm..
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Figure 69. Flu Shot Within Last Year, by Age Group
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Source: California Health Interview Survey, 2014
Note: Children were asked “Did get a flu shot or the nasal flu vaccine, called 'Flumist'?"

Lake County Community Health Needs Assessment 2016
BARBARA AVED ASSOCIATES

111

SECTION III. HEALTH RESOURCE AVAILABILITY
AND UTILIZATION
“The more programs we put into place in Lake County, the more the services
attract even more people in need from surrounding counties.” – Focus Group
Attendee
“The doctors, or their spouses, say the community is not for them
and has a lack of options.” – Focus Group Attendee

Planning services and programs and allocating funds appropriately depends on the availability of local
resources. Indicators of resource availability in a community include geographic distribution, supply,
and capacity relative to a population’s health status, risks, and disparities. For example, improving
adverse health status levels in high-risk, low-resource communities may indicate the need for more
targeted funding and technical assistance.221 Assessing health care service capacity and access to
health care services is an important role for local public health agencies and their partners as
understanding gaps and barriers allows effective strategies to be put into place to address the lack of
access to health care.222

ACUTE CARE HOSPITALS
Lake County has two hospitals: St Helena Hospital Clearlake (formerly Redbud Community Hospital)
and Sutter Lakeside Hospital. Both are designated as Critical Access Hospitals (CAH). CAHs are
hospitals that are located in a rural area over 35 miles from another hospital. (A rural hospital that is
15 miles from another hospital in mountainous terrain, or areas with only secondary roads, may also
qualify as a CAH.) Regardless of the number of beds for which they are licensed, CAHs are limited to
using a maximum of 25 beds for inpatient or “swing bed”—acute or skilled nursing facility care—
purposes, and would be penalized for going over that limit except in cases of emergencies when a
waiver is needed. CAH hospitals also have length-of-stay requirements: acute inpatient care that
does not exceed, on an annual basis, an average length of stay of 96 hours; there is no length of stay
limit for swing bed patients. Having a CAH designation allows the hospital to be paid by Medicare for
most inpatient and outpatient services to Medicare beneficiaries 101% of their allowable and
reasonable costs. As of March 2016, there were 34 CAH hospitals in California.223 CAHs provide
referrals to larger hospitals for more specialized services as indicated. This section describes the
hospital utilization rates, outpatient visits and emergency department use.

221

Petersen DJ, Alexander GR. Needs Assessment in Public Health. Kluwer Academic/Plenum Publishers, New York. 2001.
Public Health Accreditation Board Standards & Measures version 1.5. December 2013.
223
http://www.flexmonitoring.org/data/critical-access-hospital-locations/?search_state=CA&filter_search=yes#result-list, current as of
3/18/16.
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Hospital Utilization224
Hospital utilization is determined by the number of available beds, the number of patient days, and the
occupancy rates. From 2004-2014, the occupancy rate for the Lake County hospitals increased 4% and
for California hospitals the rate declined 9% overall. (Table 63). During this same period, the occupancy
rate for Lake County hospitals averaged 46% with a high of 53% in 2013.

Table 63. Hospital Utilization for Lake County with State Comparisons, 2004-2014

Available
Beds
(Lake
County)
101

Patient
Days
(Lake
County)
15,364

Occupancy
Rate
(Lake
County)
47%

Occupancy
Rate
(California)

Year

St Helena
Hospital:
Clearlake

2004

X

Sutter
Lakeside
X

2005

X

X

101

15,679

43%

62%

2006

X

X

101

16,460

45%

62%

2007

X

X

101

15,690

43%

62%

2008

X

X

81

13,064

42%

62%

2009

X

X

81

13,564

46%

60%

2010

X

X

81

14,154

48%

59%

2011

X

X

81

14,211

48%

59%

2012

X

X

81

13,038

44%

56%

2013

X

X

62

12,000

53%

55%

2014

X

X

62

11,542

51%

54%

63%

Source: California Office of Statewide Health Planning and Development
Note: There may be confusion over the distinction between the numbers of licensed beds that critical access hospitals (CAHs) retain versus
how many can be occupied. As CAHs, these hospitals did not give up all of their licensed beds—the beds are available as surge capacity in
a disaster—but as CAHs, they can only occupy 25 of them. See paragraph above for more information.

Hospital Outpatient Visits

225

To understand how the number of hospital outpatient visits in Lake County compares to the number of
outpatient visits at other California hospitals, the average number of outpatient visits per resident was
calculated.226 From 2004-2014, there was an average of 3.7 outpatient visits each year per Lake
County resident, three times as many as the statewide average of 1.2 outpatient visits per resident for
the same period. These are the same multiple year averages that were seen in the previous
community health needs assessment. (Table 64 on the next page).

224

Information for this section was accessed at: http://oshpd.ca.gov/HID/Hospital-Utilization.html#Complete
Information for this section was accessed at: http://oshpd.ca.gov/HID/Hospital-Financial.asp#Complete,
226
An outpatient visit is defined as 1) the appearance of an outpatient in an ambulatory service center, or 2) the appearance of a private
referred outpatient in the hospital for ancillary services. The number of tests, treatments or procedures rendered per cost center, or the
number of ancillary service centers visited generally does not affect this count. Ambulatory service centers include Emergency Services
(medical and psychiatric), Clinics (hospital-based and satellite), Ambulatory Surgery Centers (hospital-based and satellite), Outpatient
Chemical Dependency Services, Observation Care, Partial Hospitalization - Psychiatric, Home Health Care Services, Hospice - Outpatient,
and Adult Day Health Care. Ancillary services include Surgery and Recovery Services, Clinical Laboratory Services, Radiology - Diagnostic,
Physical Therapy, etc. http://www.oshpd.ca.gov/hid/Products/Hospitals/AnnFinanData/Manuals/ch4000.pdf
225
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Table 64. Hospital Outpatient Visits for Lake County with State Comparisons, 2004-2014

Year
2004

Lake County
Outpatient Visits
249,718

Lake County
Population227
62,633

Average
Outpatient visits
per resident
(Lake County)
4.0

Average
Outpatient visits
per resident
(California)
1.2

2005

231,878

63,107

3.7

1.2

2006

240,022

63,792

3.8

1.2

2007

251,459

63,986

3.9

1.2

2008

201,320

64,370

3.1

1.2

2009

240,092

64,396

3.7

1.2

2010

232,055

64,599

3.6

1.2

2011

247,564

64,419

3.8

1.2

2012

248,227

64,665

3.8

1.2

2013

226,875

64,548

3.5

1.2

2014

250,749

64,915

3.9

1.2

Emergency Department (ED) Visits228
Emergency department (ED) visits were calculated per 1,000 residents for Lake County and
California. The percentage of Lake County ED visits that resulted in hospital admission were also
compared with statewide data. From 2004-2014, the number of ED visits increased 18% in Lake
County and 36% in California.
From 2004-2014, people in Lake County made almost twice as many visits as Californians statewide:
there were an average of 544 ED visits per 1,000 residents in Lake County compared to 305 ED visits
per 1,000 residents statewide. An average of 9% of the ED visits in the county resulted in hospital
admission compared to an average of 15% of ED visits statewide from 2004-2014 (Table 65 that
begins on this page).
Table 65. Emergency Department (ED) Visits for Lake County and California, 2004-2014

Year
2004
2005
2006

Number
of ED
visits
(Lake
County)
32,223
31,612
33,941

Lake County
Population
62,633
63,107
63,792

ED visits per
1,000
residents
(Lake
County)
514
501
532

ED visits per
1,000
residents
(California)
256
274
278

Percentage
of ED visits
resulting in
admission
(Lake
County)
8%
8%
7%

Percentage
of ED visits
resulting in
admission
(California)
15%
15%
16%

Table continues on next page
227

Population data for 2004-2009 was taken from: State of California, Department of Finance, California County Population Estimates and
Components of Change by Year, July 1, 2000-2010. Sacramento, California, December 2011. Accessed at
http://www.dof.ca.gov/research/demographic/reports/estimates/e-2/2000-10/, Data for 2010-2014 was taken from: State of California,
Department of Finance, E-2. California County Population Estimates and Components of Change by Year — July 1, 2010–2015, December
2015. Accessed at http://www.dof.ca.gov/research/demographic/reports/estimates/e-2/view.php,
228
Information for this section was accessed at: http://oshpd.ca.gov/HID/Hospital-Utilization.html#Complete,.
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(Table continued)

Year
2007
2008
2009
2010
2011
2012
2013
2014

Number
of ED
visits
(Lake
County)
35,459
34,270
34,375
36,028
34,992
35,422
35,903
39,427

Lake County
Population
63,986
64,370
64,396
64,599
64,419
64,665
64,548
64,915

ED visits per
1,000
residents
(Lake
County)
554
532
534
558
543
548
556
607

ED visits per
1,000
residents
(California)
279
297
316
317
322
330
333
349

Percentage
of ED visits
resulting in
admission
(Lake
County)
7%
6%
5%
6%
41%1
1%
7%
3%

Percentage
of ED visits
resulting in
admission
(California)
16%
16%
15%
16%
16%
15%
14%
14%

1

Note: the data for this cell is reported at 82% for St Helena Hospital: Clearlake and 3% for Sutter Lakeside on the OSHPD
website.

The most common problems or diagnoses that brought people to the ED in 2015 were classified as
Symptoms (19%), Injuries/Poisonings/Complications (17%), and Respiratory System (11%). (Table
66).
Table 66. Reasons (by Diagnosis) for ED Visits to Lake County Hospitals, 2015

Symptoms
Injuries/Poisonings/Complications
Respiratory System
Digestive System
Musculoskeletal System
Skin Disorders
Genitourinary System
Nervous System
Injuries/Poisonings
Mental Disorders
Circulatory System
Infections
Pregnancies
Endocrine System
Nervous System (Ear Disorders)
Other Reasons

St HelenaClearlake
%
19
17
12
7
7
6
5
5
5
4
3
2
2
1
0
3

Sutter
Lakeside
%
18
17
10
8
8
6
6
6
5
3
4
3
2
1
1
2

Overall
%
19
17
11
7
7
6
6
5
5
4
4
3
2
1
0
3

Source: http://www.oshpd.ca.gov/MIRCal/default.aspx

Because the injury/poisonings/complications category included over 20% of the ED visits, this
category was examined more closely. The most commonly reported causes for this category (a
cause was reported for only one in four of the injuries) were Other Accidents (8%), Accidental Falls
(7%) and Other Causes (9%) (Figure 70 on the next page).
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Figure 70. Principle Cause of Injury, Lake County Hospitals, 2015
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Source: http://www.oshpd.ca.gov/MIRCal/default.aspx

Emergency department visits in Lake County were also examined for trends in severity. Since 2004,
the percentage of visits for minor and low/moderate severity decreased (from 75% in 2004 to 19% in
2013) and the number of visits for moderate, severe without threat and severe with threat increased
(Figure 71).
Figure 71. Severity of Emergency Department Visits, Lake County, 2004-2013
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COMMUNITY-BASED AND SPECIALTY CLINICS
There are six organizations providing community clinic services in Lake County: Mendocino
Community Health Clinic, Lake County Tribal Health, Sutter Lakeside Hospital, St Helena Hospital
Clearlake, Planned Parenthood, and San Francisco Veterans Administration Medical Center.
Each
of the agencies provides primary care services and many offer mental health, dental care and
specialty services. Clinics are located primarily in Clearlake and Lakeport.
Mendocino Community Health Clinic: Lakeview Health Center229
Previously named the Lakeside Health Center, the Lakeview Health Center was opened in 1999 by
Mendocino Community Health Clinic, Inc. Located in Lakeport, the health center advocated for a
public transit bus stop at the clinic site and provides a van to assist patients in accessing services.
Services are provided for individuals regardless of their ability to pay.
The health center provides medical, dental and counseling services. The clinic reports that almost
one-third of its patients have some form of chronic illness and the overwhelming numbers of these
individuals have multiple disorders.230 Services include: comprehensive primary care medical
services including physical exams, chronic disease management services, health maintenance
support, vaccines, immunizations, incision/drainage of cysts, outpatient HIV testing and care, wellchild care, CHDP exams, addiction medicine, screenings for anemia, lead, vision, hearing and
tuberculosis. Additionally, the clinic provides services offsite to seniors in skilled nursing facilities and
to the homeless.
Lakeview Health Center’s program continues to integrate primary medical care and behavioral health
counseling for patients with difficult problems like addiction, mental illness and chronic pain, tobacco
use and obesity.
Comprehensive dental care is provided by dentists on site. Special programs include HIV dental care,
oral health care for pregnant women and oral care for the developmentally disabled.
Table 67 displays clinic utilization from 2010 to 2014. The number of annual encounters has
increased an average of 7% each year since 2010.
Table _67. Mendocino Community Health Clinic-Lakeview: Clinic Utilization Data, 2005-2014

Annual encounters

2010

2011

2012

2013

2014

30,410

32,693

31,923

34,357

39,159

Source: http://oshpd.ca.gov/HID/PCC-Utilization.html#Complete

Lake County Tribal Health Consortium231
Lake County Tribal Health Consortium (LCTHC) provides necessary and culturally appropriate health
services to all Native Americans. Services are available to the local community and Native American
patients from the six local tribes (Big Valley Rancheria, Elem Indian Colony, Habematolel, Middletown

229
230
231

Information for this section accessed at https://www.mchcinc.org/locations/lakeport/
MCHC Health Centers: Primary Care: https://www.mchcinc.org/services/primary-care/
All information for this section was accessed at http://www.lcthc.com/
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Rancheria, Robinson Rancheria and Scotts Valley Rancheria) who are living in Lake County are
eligible for all of the clinic’s services and supports.232
The organization accepts Medicare, Medi-Cal, private insurance, and cash, and offers a sliding fee
scale to those who qualify. Eligible Native American patients of the LCTHC have access to
transportation services provided by the health center.
Primary care services include routine care and screenings as well as treatment for chronic medical
needs, acute illness and injuries. The clinic has an array of services available to those impacted by
diabetes. Medical services also include the following specialties: Pediatrics, Obstetrics, Chiropractic
Medicine, Acupuncture, Podiatry, and Pain Management.
Dental care includes preventative and routine dental care as well as oral surgery services. Same day
emergency dental care is available.
Human Services are available “to provide culturally relevant comprehensive services including the
incorporation of traditional practices, adult and family behavioral health counseling and support,
alcohol and other drug services, and children’s treatment services to Native American and Alaska
Native persons within the context of a community based primary care health center”.233
Specific services include:






Alcohol and Drug Services
Clinical counseling services for individuals, families, children and adolescents
Case management
Support groups to address parent, child and adolescent needs, anger management and life
skills and addiction recover
Cultural programs focused on wellness for both men and women

Table 68 displays clinic utilization from 2010 to 2014. The number of annual encounters increased an
average of 25% during this period with the largest jump reported from 2012 to 2013 (49%).
Table 68. Lake County Tribal Health Consortium, Inc.: Clinic Utilization Data, 2010-2014

Annual encounters

2010

2011

2012

2013

2014

15,728

16,880

19,886

29,622

N/A1

Source: http://oshpd.ca.gov/HID/PCC-Utilization.html#Complete
1
There were no data available from OSHPD for Lake County Tribal Health in 2014.

Sutter Lakeside Hospital
Sutter Lakeside Hospital operates a community clinic and a family medicine clinic.
Community Clinic
The community clinic in Lakeport provides comprehensive primary care for adults and children.
Preventative care, vaccinations and physical exams are provided as well as more specialized services
including osteopathic care, cardiology, sports medicine, obstetrics and gynecology and integrative
medicine. The clinic also cares for those with long-term medical conditions such as diabetes, arthritis,
232
233

http://www.lcthc.com/site/assets/files/1033/2015_patientbenefits_11x17_pq.pdf
http://www.lcthc.com/services/human-services/
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and heart disease.234 The community clinic opened in 2014 and reported 5,762 patient encounters for
that year.
Family Medicine Clinic
The Family Medicine Clinic is located in Lakeport at the site of Sutter Lakeside Hospital. Currently the
clinic provides cardiology, podiatry, family practice and employee health. Clinicians also offer general
medical care including physicals, general illness care, vaccinations, and wellness visits. The Family
Medical Clinic is open from 8 am to 5 pm on weekdays.
St Helena Hospital Clearlake235
The hospital provides medical, dental and mental health services at family health centers located in
Clearlake, Middletown, Kelseyville, Hidden Valley Lake and Lower Lake (Konocti Wellness Center
School-Based Clinic, onsite at Konocti Unified School District). In addition to physicians, services are
provided by a certified nurse-midwife, nurse-practitioners, licensed clinical psychologists and clinical
social workers. The 3 clinics combined provided 81,269 patient encounters in 2014 (Table 69).
Table 69. St Helena Hospital Clearlake, Family Health Centers: Clinic Utilization Data, 2010-2014

Annual encounters

2010

2011

2012

2013

2014

65,902

78,632

92,266

65,550

81,269

Source: St Helena Hospital Clearlake.

Planned Parenthood Northern California: Clearlake Health Center236
Planned Parenthood provides free or low cost reproductive health care services in Clearlake four days
a week. Services include well-woman care, contraception, HIV testing and services, LGBT services,
men’s health care, morning after pill (emergency contraception), pregnancy testing and services,
testing, treatment and vaccines for sexually transmitted infections and vaccines and abortion services.
The clinic accepts some insurance plans and also offers services on a sliding scale or at no cost.
In 2014, the clinic reported 2,191 encounters.
Clearlake Veterans Affairs Outpatient Clinic
According to spokespersons for the Department of Veterans Affairs, more than 60% of all veterans in
the U.S. are estimated to live in rural counties. Approximately 8,000 veterans live in Lake County and
make up close to 13% of the county’s population. Although young veterans come back home, most
do not stay because of the lack of jobs and/or lack of skills and education to fill the available jobs,
according to observers.
After many years of advocacy by Lake County Veterans Services, the VA received Congressional
authorization to establish a new medical facility in the City of Clearlake that opened on November 1,
2010. The closest VA facilities currently had been in Ukiah and Santa Rosa. The Clearlake VA Clinic
currently serves 3,000 local veterans for general medical and mental health services. The following
exclusions apply:
234

http://www.sutterlakeside.org/pat-services/community-clinic.html
Information for this section accessed at: https://www.adventisthealth.org/clear-lake/pages/services/family-health.aspx
236
Information for this section was accessed at https://www.plannedparenthood.org/health-center/california/clearlake/95422/clearlakehealth-center-4068-90200
235
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Dependents are not eligible to receive services from the clinic except when as a spouse to a
veteran receiving mental health services it is necessary to treat the couple.



Emergency services are generally not covered (veterans in Lake County are expected to use the
VA Hospital in San Francisco) except for "life and death" situations and for veterans with a
service-related disability that has no other coverage.



Dental services are not available except when treatment is a) necessary to "alleviate pain and
suffering" (i.e., they can pull teeth but not restore cavities), b) for a condition requiring hospital
dental treatment when a veteran is already hospitalized, and c) needed for a veteran who has a
service-related disability who is enrolled in a vocational rehab program.

The medical clinic is open Monday-Friday from 8:00 a.m. – 5:00 p.m. Appointments as a new patient
are generally within 30 days; patients with health problems are scheduled within 2-3 days, though
walk-ins can sometimes be accommodated.
The clinic is staffed by 3 physicians along with nursing and other general clinic support staff. Medical
specialty services—generally limited to dermatology and podiatry—are provided by rotating on-site
specialists from the San Francisco VA Hospital (which has jurisdiction over the Lake, Ukiah and Santa
Rosa facilities). Other specialty consults, including mental health, are now available at the clinic via
telehealth to the San Francisco VA. The clinic has a full-time tech and all of the necessary hook-up
equipment to provide this service. Mental health services are provided by a psychiatrist, a medical
social worker and a licensed clinic social worker.
The VA clinic has services for women, including offering prenatal care. The clinic in Clearlake has a
current enrollment of 100 women patients.
Except for a modest co-pay of $8 for a 30-day prescription, all services are free to single veterans
making less than $30,000 a year, and married veterans with an annual family income less than
$35,000. Veterans with higher incomes will pay a full co-pay for all services. The clinic will bill private
insurance but not Medi-Cal. Veterans with service-related disabilities are the priority in the VA's
current prioritizing system of 1 through 8.
The clinic has had an average of 29% growth in annual encounters since 2011 (Table 70). The
largest change occurred from 2011 to 2012 with a 94% increase in visits.
Table 70. Clearlake Veterans Affairs Outpatient Clinic Utilization Data, 2011-2015

2011

2012

2013

2014

2015

Patients

1,268

1,704

1,844

1,977

2,080

Annual Encounters

5,532

10,714

13,181

13,832

12,826

Source: Data provided by Judi Cheary, Director of Public Affairs, San Francisco VA Medical Center, March 22, 2016.

Table 71 that begins on the following page provides an overview of health services available in
community clinics in Lake County.
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Table 71. Overview of Health Services Available in Community Clinics: Lake County, 2016

Clinic
Name

Clinic
Location

Primary
Care

Mental
Health

Dental

Case
Manageme
nt and
Support for
Chronic
Illnesses

Yes
Mendocino
Community
Health
Clinic

Yes
Lakeport
M-F: 9-5

Lakeview
Health
Center

Primary
Care
Consultati
on and
Psychotherapy

Yes
M, W, F:
9-5

HIV Care

T: 9-7

Specialty
Services
Pediatric,
Women’s
Health,
On-site
Pharmacy,
HIV Care,
Psychiatrist
services,
Dermatology,
Chiropractic,
Gastroenterol
ogy,
Orthopedics

Language

Transport

English

Van
available

Spanish

Bus Stop

Yes
Lakeport:
M-F:
7:30-5:00
Lakeport
Lake
County
Tribal
Health
Consortium

Satellite
clinics in
Clearlake
and
Middletown

Sutter
Lakeside

Clearlake
:
T: 9-3:45
W: 1-4
F: 9-3:45
Middleto
wn:
nd
2 and
4th
Wednesd
ay:
9-11am

LCHTC
uses the
term
Human
Services
to
describe
Mental
Health
Care

Yes
Yes
Lakeport
:
M-F:
7:30-5

Specialized
program for
diabetes

Yes
Lakeport

Community
Clinic

Sutter
Lakeside
Hospital

Yes

No

No

No

M-F: 8-5

Yes
Lakeport

Family
Medicine
Clinic

M-F:
8am-5pm

No

No

No

Podiatry,
Chiropractic,
Acupuncture,
Pediatrics and
Obstetrics,
Pain
Management,
Nutrition
Therapy,
Support
groups for
youth, women
and men

Osteopathic
Care, Sports
Medicine,
Cardiology,
Integrative
Medicine,
Gynecology
Cardiology,
Podiatry, and
Family
Practice,
Employee
Health

Van
available
for eligible
Native
American
Lake
County
residents

English
Spanish

Escort
funds for
eligible
patients

Yes
English
For
qualified
residents of
Kelseyville,
Upper
Lake,
Lucerne,
Lakeport,
Nice and
237
Finley

Spanish

English
Spanish

237

From “Sutter Lakeside partners with Lake Transit for new nonemergency medical transportation option” Lake County News, 5/17/15.
Accessed at: http://www.lakeconews.com/index.php?option=com_content&view=article&id=41814:sutter-lakeside-partners-with-lake-transitfor-new-nonemergency-medical-transportation-option&catid=48:health&Itemid=296, 03/30/16
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Clinic
Name

Clinic
Location
Clearlake

Primary
Care

Mental
Health

Dental

Case
Manageme
nt and
Support for
Chronic
Illnesses

Specialty
Services

Language

Transport

English

No

Middletown
St Helena
Hospital
Clearlake
Family
Health
Centers

Kelseyville
Hidden
Valley Lake

Yes
Yes

Yes

Yes

Lower Lake
(Konocti
Wellness
Center
SchoolBased)

(Live Well
Program in
Clearlake)

Family
Practice,
Pediatrics,
OB/GYN,
Podiatry

Men and
Women’s
Health care
Planned
Parenthood

Yes
Clearlake

Clearlake
Health
Center

M-T, ThF: 8:30-5

San
Francisco
VA Medical
Center
Clearlake
Veterans
Administrat
ion
Outpatient
Clinic

No

No

No

Yes

Clearlake

(for
eligible
veterans)
M-F:
8am4:30pm

Yes
(for
eligible
veterans)

Yes
None

(for eligible
veterans)

STI, HIV, birth
control,
pregnancy
and abortion
services
LGBT
services
Teleaudiology;
behavioral
health
services;
podiatry
(currently
vacant);
laboratory
(draw station
only):
telehealth
various
clinics:
palliative care

English
No
Spanish

Shuttle van
provides
twice daily
service to
Santa
Rosa

English

Shuttle to
SFVA
available in
Santa
Rosa

Community Clinic Dental Services
Community-based dental services are provided by Mendocino Community Health Clinic’s Lakeview
Health Center, Lake County Tribal Health (LCTHC), and as part of St. Helena Hospital Clear Lake’s
Family Health Center.238 Table 72 below provides an overview of the dental services available in
community clinics in Lake County.

238

https://www.adventisthealth.org/clear-lake/pages/services/family-health.aspx,
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Table 72. Availability of Dental Services at Community-Based Clinics in Lake County, 2016
Clinic Name

Mendocino
Community Health
Clinic

Location

Dental Services


Preventative and
routine care



HIV dental care



Oral Health for
pregnant women



Specialize in
serving
developmentallydisabled



Preventative and
routine care

Lakeport

Lakeview Health
Center

Lakeport
Lake County Tribal
Health Consortium

M-F:
7:30-11:40am,
12:30-5pm

Languages

English

Van available

Spanish

Bus Stop

English


Children’s dentistry



Oral Surgery



General Dentistry

Transportation

Spanish

Van available for
eligible Native
American
residents of Lake
County

St Helena Hospital
Clearlake
Clearlake Family
Health Center:
Dental Clinic

Clearlake

English

No

Additional community oral health-related activities are funded through First 5 Lake County and Lake
County Division of Public Health. The Lake County Office of Education’s Children’s Oral Health
Project partners with First 5 Lake, Lake County Public Health, the community clinics and the school
districts to provide dental screenings and education for preschoolers and their parents. The project
also provides referrals for dental treatment and transportation assistance.239 In 2014-15, 766 children
age 0-5 were screened at the preschool site.240
Table 73 on the next page shows the number of dental visits provided by Lake County communitybased clinics in 2010-2014. For example, Lakeview Clinic increased patient visits by an additional
15% in 2014.

239

http://www.lakecoe.org/departments/program_subpages/lake_county_office_of_education_healthy_start/555,
Ferron, Cathy, MBA, Ferron & Associates. “First 5 Lake County Evaluation Status Report for Funding Year 2014-15, October 2015 ,Page
24. Accessed at http://www.firstfivelake.org/resources/FINAL%2020142015%20Annual%20Evaluation%20Report%20First%205%20Lake.pdf
240
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Table 73. Dental Visits at Community Clinics: Lake County, 2010-2014

Service Location
Lake County Tribal Health
Mendocino Community Health Clinic:
Lakeview Clinic
St Helena Hospital Clearlake:
Clearlake Family Health Center

Number of Annual Dental Visits
2010

2011

2012

2013

2014

5,466

4,980

5,569

8,143

N/A1

6,480

6,149

5,845

9,570

11,000

7,269

7,146

7,210

6,387

7,265

Source: http://oshpd.ca.gov/HID/PCC-Utilization.html#Complete
1
There were no data available from OSHPD for Lake County Tribal Health in 2014.

PHYSICIAN AND DENTIST SUPPLY
The local supply and ratios of licensed primary care physicians and licensed dentists to the total
population are core indicators for community health service availability. However, the supply of
physicians and dentists is only one component of access to medical and dental care services. The
ratios do not indicate which providers serve low-income persons or those without insurance, or
indicate how much time providers spend in active practice; some only work part-time, for example.
The data also do not address geographic distribution and provider willingness to accept Medi-Cal—or
the presence of community clinics providing dental services and medical services—factors that
influence adequate and timely access to services within a county.
Physicians in Active Practice241
The adequacy of physician supply is generally evaluated based on the number of physicians per
100,000 civilian population, a useful benchmark for gauging adequacy. According to the Council on
Graduate Medical Education (COGME), the national commission that publishes ranges for physician
supply requirements, an appropriate range for overall physician supply adequacy is 145-185 patientcare physicians per 100,000 population.242 According to the California Medical Board, there are 69
physicians in Lake County with a current and renewed license, excluding those in active, retired or
disabled licensed status.243 Assuming these 69 physicians are all patient-care physicians (which
cannot really be assumed), the county had 106 patient-care physicians per 100,000 population and
thus ranks extremely low relative to the physician requirements estimated by COGME.
Workforce studies and projections show that the physician workforce is aging, and a large number of
physicians are nearing retirement, at the same time that a large proportion of the population is aging,
contributing to a growing demand for physician services.244 Applying national estimates for California
to Lake County,245 31.5% (or 22 of the county’s 69 active physicians) is 60 years of age or older.

241

The data in this section are for MDs only and do not include DOs (Doctors of Osteopathic Medicine) which are licensed by their own
medical board. In 2013, DOs represented 7.7% of all licensed physicians in California; they accounted for 6.9% of those licensed to practice
in Lake County. There were 5 DOs listed for Lake County according to the Osteopathic Medical Board of California, March 6, 2013; 4 in
Clearlake and 1 in Kelseyville.
242
Council on Graduate Medical Education, 1996; Council on Graduate Medical Education, 1995.
243
http://www.mbc.ca.gov/Publications/Annual_Reports/annual_report_2014-2015.pdf
244
The Physician Workforce: Projections and Research into Current Issues Affecting Supply and Demand. U.S. Department of Health and
Human Services, Health Resources and Services Administration, Bureau of Health Professions. December 2008.
245
The Aging Physician Workforce: A Demographic Dilemma. AAMC 2013 State Physician Workforce Data Book.
http://www.hasc.org/sites/main/files/link1mhawhitepaperaging.pdf
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According to the March 2016 Partnership Healthplan Provider Directory for Lake County, the only
medical providers accepting new Medi-Cal patients are community health centers, including the 2
hospitals’ community clinics. Tribal Health, along with the 4 private physician practices in the county
that take Medi-Cal, are accepting current patients with Medi-Cal only.
Dentists in Active Practice
According to currently available data, there are 28 licensed dentists in active practice in Lake County,
the majority located in the City of Lakeport. There are also 78 Registered Dental Assistants and 25
Registered Dental Hygienists. It is important to note that of these 28 dentists, more than half (53.6%)
are nearing retirement age (Table 74); the average age of the dentists is 56.1.246
Table 74. Number of Dentist Providers in Lake County by Age Group, February 2016

Age 25-34

Age 35-44

Age 45-54

Age 55+

Not Reported

Total

2

3

8

15

0

28

7.1%

10.7%

28.6%

53.6%

0.0%

100.0%

Source: Office of Statewide Health Planning and Development.

Nearly the entire county is considered a Dental Health Professional Shortage Area,247 a federal
designation recognizing communities that can demonstrate they have a shortage of dental
professionals.
Dentist supply, however, does not address the question of whether dentists are willing to see patients
with Medi-Cal. The referral list of dentists taking new Medi-Cal patients published by the State MediCal Dental program in March 2016 listed only 2 dentists (Dr. Levi Palmer, a pediatric dentist in
Lakeport, and Dr. Douglas Reams, a general dentist, in Lucerne), as accepting Medi-Cal. 248
According to the 2014 state Auditor’s Report,249 the ratio of general dental office providers to
beneficiaries willing to accept new Medi-Cal child patients for Lake County was 1:4,410. (By contrast,
of the counties with dental providers—some had none—Orange County has the most favorable ratio
of 1:328).

PUBLIC HEALTH SERVICES
The Lake County Public Health Department offers a variety of programs at its Lakeport office. These
services and programs are described below.
California Children’s Services (CCS)
The California Children’s Services (CCS) program is available for children with certain physicallyhandicapping conditions. The program provides diagnostic evaluations, treatment, nursing case
management services, physical and occupational therapy for eligible children (0-21 years of age)
related to their eligible medical condition.
The CCS program also has a local Medical Therapy Unit for Physical and Occupational Therapy for
eligible clients.
246

http://report.oshpd.ca.gov/?DID=HWDD&RID=Provider_Count_and_Percentage. Last updated February 11, 2016.
http://datawarehouse.hrsa.gov/tools/analyzers/HpsaFindResults.aspx
248
http://www.denti-cal.ca.gov/provreferral/Lake.pdf.
249
California Department of Health Services. Weaknesses in its Medi-Cal Dental Program Limit Children’s Access to Dental Care. Report
2013-125. Sacramento: California State Auditor, December 2014.
247
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Child Health and Disability Prevention (CHDP) Program Administration
Administrative oversight of a program that provides for free periodic medical and dental health check–
ups for infants, children and youth through age 20 if program eligible. If further medical, dental, or
mental health services are needed, the Department can assist with scheduling and/or transportation
information.
Childhood Lead Poisoning Prevention Program
Nursing case management services are offered at no cost to a family when a child has a confirmed
elevated blood lead level. Other program activities include community outreach and provider
education.
Clinical Services
There are no clinical services currently available at Public Health.
Communicable Disease
Communicable Disease Surveillance services are conducted to collect reports and monitor reportable
communicable disease data to identify local needs and to control disease outbreaks.
Dental Disease Prevention
One of the Public Health Nurses helps to convene the oral health advisory committee.
Emergency Preparedness
Lake County Public Health prepares for natural and human causes of disasters and disease threats,
working collaboratively with other emergency responders, healthcare facilities, and local citizens in
order to serve the community.
Lake County’s Public Health Preparedness and Response program focuses on planning the response
to disease threats, such as influenza pandemics, bioterrorism, and health hazards associated with
natural disasters (earthquakes, floods, wildfires and others).
HIV/AIDS
HIV/AIDS education, drug assistance and case surveillance services are offered by the County.
Evaluation for the AIDS Drug Assistance Program is arranged on an appointment basis and
anticipates future adjustments in the program with health reform. Public Health makes pamphlets
available, but otherwise does not actively provide community education on HIV/AIDS. (Note:
Community Care HIV/AIDS Program—CCHAP—provides a range of services, including case
management, to people who have been diagnosed as living with HIV or AIDS.)
Immunization Program
Public Health offers immunizations for children and adults typically by appointment. Program funding
includes Vaccine for Children program, private pay, and Merck vaccine assistance program.


Vaccines for Children (VFC) provides vaccines to children who otherwise may not be able to
afford them.



Merck Vaccine Assistance Program is available for low income uninsured adults.
Public Health Immunization Program participates in the California Immunization Registry (CAIR).
A voluntary confidential, computerized information system designed to provide authorized entities
immediate access to a patient’s immunization history.
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Immunization Assistance Program (IAP) provides funding for an immunization coordinator to work
with medical providers, local schools, and the State Immunization Branch.
Seasonal Flu Clinics provide influenza vaccines to at-risk populations at a variety of locations in Lake
County during flu season.
Maternal Child and Adolescent Health Program (MCAH)
The Maternal, Child and Adolescent Health (MCAH) programs accepts referrals for prenatal,
parenting and child health issues. MCAH Home Visitation Program is available for pregnant women
and/or families with health-related risk factors.
Medi-Cal Administrative Activities
Assist Medi-Cal eligible persons to learn about, enroll in, and access services of the Medi-Cal
program.
Medical Marijuana Identification Card Program (MMID)
The Medical Marijuana Identification Card program is voluntary for Lake County residents.
Applications are accepted by appointment on Tuesdays and Thursdays.
Nutrition Education or SNAP-Ed
The Nutrition Education Obesity Prevention is a public health effort working with local schools and
organizations to empower low-income Lake County residents to live healthier lives through good
nutrition and physical activity through programs such as:




Harvest of the Month youth classes featuring local produce taste testing
Rethink Your Drink classes
School District Wellness Committee support

Targeted Case Management Program
Home visitation program that provides nursing case management services to specific target
populations: (1) Children at risk under 21 years of age; (2) Individuals at risk of institutionalization; (3)
Individuals with a communicable disease; (4) Medically fragile individuals; or (5) Individuals in
jeopardy of negative health or psycho-social outcomes.
Tobacco Prevention Program
The focus and activities are centered around four main goals: (1) to build the capacity of the tobacco
use prevention community; or, to increase the number of organizations and individuals involved in
tobacco prevention efforts; (2) to prevent the initiation of tobacco use among young people; (3) to
promote quitting among all age groups; and (4) to eliminate exposure to second hand smoke.

MENTAL HEALTH SERVICES250
Behavioral Services are provided by the county mental health department, the county office of
education, non-profit providers, and community clinics.
Lake County Behavioral Health
Lake County Behavioral Health operates two clinics, one in Lucerne and one in Clearlake, and four
peer support recovery centers to promote wellness and provide mental health and substance abuse
250
Information for this section accessed at: http://www.co.lake.ca.us/Government/Directory/Behavioral_Health.htm, and reviewed, edited
and approved by Kevin Thompson, Lake County Behavioral Health, April 7, 2016.
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services. The peer support recovery centers are located in Clearlake, Lakeport, and Lower Lake and
serve niche populations, promote cultural competency through program design, and allow access to
resources and linkage to needed services.251 Two centers are designed to specifically serve the Tribal
and Latino communities; another is designed to serve transition aged youth.
The Mental Health Services Act funds Full Service Partnerships (FSPs) and services for individuals of
all ages who meet the eligibility requirements. FSPs support treatment and recovery for individuals
with serious mental illness by providing funding for basic needs, housing, health care as well as
educational and vocational resources. Specialized mental health supports are available for seniors
and individuals who have legal involvement. Peer supports are available for families, transition aged
youth, adults and seniors who are involved with community mental health.
Crisis mental health services are also available. The crisis services are intended to increase access
to supports as early as possible to prevent a crisis. The services include a hotline, a warm line and
outreach to individuals who have recently received treatment or evaluation for a mental health crisis.
Mental health prevention and early intervention services are offered to children, youth, pregnant and
postpartum women, and older adults. These services support individuals who are vulnerable to
mental health concerns and provide direct services for those who have been recently diagnosed with
mental illness. Services are available in English and Spanish.
Lake County Office of Education252
The Lake County Office of Education (LCOE) provides school-based counseling in five of the seven
school districts in Lake County. The Safe Schools Health Students Program offers an array of
services for students, family and school staff. Services include: assessments to determine treatment
needs, therapy with a clinician or clinical psychologist for higher need students, behavior rehabilitation
for lower need students, after school group counseling and individual therapy, and additional support
for significant adults in the students’ lives. LCOE’s program staff also collaborates with school staff by
participating in team meetings and is available to triage issues that may come up and fall outside a
clinician’s set caseload.253
Students who have an individualized education plan are assessed by LCOE staff and offered
Educationally Related Mental Health Services (ERMHS) depending on their needs. Services include,
school-based therapy, family therapy, parent counseling and training, behavior support and case
management.254 All ERMHS services are offered at the school site.
Lake Family Resource Center255
The behavioral health services at the Lake Family Resource Center have been developed specifically
to address violence and abuse. A treatment program is offered to children and caregivers to prevent
and address child abuse, and therapy services are available for clients who have experienced rape or
domestic violence. Therapy is available by appointment. Support groups are provided for individuals,
families and children.

251

“Lake County Behavioral Health: Mental Health Services Act Annual Update 2015-2016”, November 19, 2015. Accessed at
http://www.co.lake.ca.us/Assets/Mental+Health_AODS/docs/MH/MHSA+Programs+in+Lake+County+FY15-16.pdf,.
Information for this section accessed at : http://www.lakecoe.org/programs/safe_schools_healthy_students
253
http://www.attendanceworks.org/wordpress/wp-content/uploads/2014/10/Connecting-Students-to-Mental-Health-Services_FINAL.pdf
254
http://www.lakecoe.org/programs/safe_schools_healthy_students
255
Information for this section was accessed at: http://www.lakefrc.org/programs-services/mental-health/
252
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Community Mental Health Clinic Services
Table 75 below summarizes the availability of mental health services provided in community clinics.
(More information about overall community clinic services can be found above in Table71.)
Table 75. Availability of Mental Health Services at Community Clinics in Lake County, 2016

Clinic Name
Mendocino Community
Health Clinic

Location
Lakeport

Lakeview Health Center

Lake County Tribal Health

St Helena Hospital
Clearlake
Family Health Centers

SF VA Medical Center:
Clearlake VA Outpatient
Clinic

Lakeport

Languages

Transportation

English

Van available

Spanish

Bus Stop

English

Van available for
eligible Native
American Lake
County residents

Clearlake
Middletown

Behavioral Health

English

No

Outpatient Mental Health
Services

English

Bus Stop

Kelseyville

Clearlake
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Mental Health Services
Available

Integrated primary
care/behavioral health
program

Psychotherapy

Clinical Counseling

Prenatal Counseling

Men and Women’s
Wellness Groups

Youth Empowerment
and Support Groups

Relapse prevention

Cultural Programs
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Section IV. Local Perspectives
about Needs and Solutions
“There’s a sense of community here [Lake County] that you feel better
when people know you and help each other.” – Focus Group Participant
“A place like this can wear on you if you don’t ever see the good things.”
– Focus Group Participant

Communities have an important role to play in achieving shared community health improvement
goals. New requirements as a result of the Affordable Care Act expanded the concept of community
engagement and encourage community members to provide input about the health-related needs in
their communities and make suggestions for how to address them.
Obtaining community input is essential to creating a health improvement plan that reflects the varied
values, needs and interests of the community. To gain insights into the county’s unmet health
needs, Lake County residents were offered structured opportunities to participate in this Community
Health Needs Assessment. They did this through membership on the CHNA Steering Committee, a
countywide Community Health Survey, Community Focus Groups, and the Key Informant Interviews
that are described in the next section of this report.
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INPUT FROM THE COMMUNITY SURVEY
“Remind myself of what I have and be grateful.”
– Survey Respondent on what they do to maintain mental well-being
“My daughter and my two dogs.”
– Survey Respondent on what motivates them to take care of their health

Description of Respondents
The Lake County Community Health Survey was distributed in various community locations
throughout Lake County in hard copy and online in an attempt to reach a wide sample of residents.
Only the paper copy of the survey was available in Spanish.256 A total of 768 surveys were
completed, 67% online and 33% on paper (Figure 72). Five (1%) of the hard-copy surveys were
completed in Spanish. These percentages are within 5% of the 2013 community health survey
responses.

Figure 72. Community Health Surveys Received by Type of Response (n=768)

Paper (n=249)
Online (n=519)

Table 76 on the next page displays the characteristics of the survey respondents. The survey is
generally reflective of Lake County residents. The respondents were most likely to report their
race/ethnicity as White (75%), and over half (51%) were ages 40-64. Of the individuals who
answered the question about income, 32% reported incomes below 200% of the Federal Poverty
Level (FPL), 47% as above. Residents of the Clearlake and Lakeport areas completed about 60% of
the surveys and the remainder came primarily from the Kelseyville and Middletown grouping of areas.

256

Prior experience with Lake County CHNAs has indicated nearly no use of Spanish versions of the online survey.
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Table 76. Characteristics of the Community Health Survey Respondents (n=768)

Characteristic

Respondents

Race/Ethnicity
White
Hispanic/Latino
American Indian
Multiracial
Asian
Black/African American
Total

Number
498
56
40
40
14
14
664

Percent
75%
8%
6%
6%
2%
2%
100%

Age
Under 21
Age 21-39
Age 40-64
Age 65-84
Age 85+
Total

Number
13
206
350
117
6
692

Percent
2%
30%
51%
17%
1%
100%

Income
<200% Federal Poverty Level (FPL)
>200% Federal Poverty Level (FPL)
Undetermined Income Level (insufficient response)
Total

Number
187
275
119
581

Percent
32%
47%
20%
100%

City or Community in Lake County
Lakeport, North Lakeport, Upper Lake, Nice, Lucerne, Parramore Springs
Clearlake, Clearlake Oaks, Glenhaven, Spring Valley, Lower Lake,
Clearlake Riviera

Number
187

Percent
30%

176

28%

Kelseyville, Finley, Soda Bay

122

20%

Middletown, Hidden Valley Lake, Cobb, Loch Lomond, Whispering Pines
Other

116
20

19%
3%

621

100%

Total

An additional demographic question was asked to understand how residents had experienced losses
in the Valley Fire. Overall, about one in five (17%) indicated they had personally lost property, pets or
animals in the fire.
Figure 73. Percentage of Survey Respondents Reporting Loss in Valley Fire (n=690)

Did Not Lose Property, Pets or
Other Animals in the 2015 Valley
Fire
Lost Property, Pets or Other
Animals in the 2015 Valley Fire
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Personal Health Rating
Survey respondents were questioned about their own health. As Figure 74 shows, almost three
quarters rated their health as Very Good (31%) or Good (39%). The remainder was divided between
Excellent (10%) and Fair or Poor (16% and 3%). There was some variation by age. Residents age
65 or above were more likely to report their health as “Fair” or “Poor” when compared to younger
residents (27% vs. 18%)—a finding that is slightly at odds with the 2014 CHIS findings in which there
was little difference the in Fair/Poor ratings between seniors and non-seniors.

Figure 74. Respondents’ Rating of Personal Overall Health, Community Health Survey
60%

39% 39% 38%

40%
31% 32%
29%
20%

16% 15%
3% 3% 4%

0%
Excellent

Very Good

Overall (n=764)

Good

Fair

Age 21-64 (n=554)

Poor

Age 65+ (n=121)

The personal health ratings did not vary much by community. Residents of the Clearlake community
were slightly more likely to indicate their health was Good rather than Excellent or Very Good.
Residents of Lakeport areas were the most likely to report their health was Very Good (Table 77).

Table 77. Respondents’ Rating of Personal Overall Health by Community, Community Health Survey (n=764)

Personal Health Rating
1

City or Community in Lake County

Lakeport, North Lakeport, Upper Lake, Nice,
Lucerne, Parramore Springs
Clearlake, Clearlake Oaks, Glenhaven,
Spring Valley, Lower Lake, Clearlake Riviera
Kelseyville, Finley, Soda Bay
Middletown, Hidden Valley Lake, Cobb, Loch
Lomond, Whispering Pines
All Communities

n

Excellent

Very
Good

Good

Fair

185

16%

35%

30%

17%

3%

175

7%

21%

47%

19%

6%

122

6%

37%

43%

13%

2%

115

10%

37%

34%

17%

3%

764

10%

31%

39%

16%

3%

1

Community groupings were developed by the Steering Committee for purposes of this survey.
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Personal Health Motivation
Individuals were asked to share one or two things that prompted or motivated them to take care of
their own health. Most people identified their relationships with their Family/Children (42%), and their
desire to Stay Active and have a good Quality of Life (38%). Some noted that having experience with
poor health motivated them to take care of their health now (14%), and some simply stated they
wanted to live “for a long time” (14%). Typical comments included the following:







“I want to feel better and be here for my kids and grandkids.”
“Live longer to enjoy life and cherish time with family.”
“Looking forward to retirement and my grandkids.”
“Importance of staying physically strong and self-sufficient.”
“Be able to do the sports I enjoy and summit mountains.”
“Staying healthy, avoiding medication, relieve chronic pain to keep moving, maintain an excellent
quality of life.”

Other motivators included personal issues (Aging, Appearance, Weight, Nutrition/Eating Well, and
Independence), professional motivators (Jobs and Careers that require vigor and health), health care
motivators (Good Access to Care) and health care concerns (High Cost of Care, Poor Access to
Care). Each of these areas was noted by less than 5% of the respondents and are included in the
Other category in Figure 75.

Figure 75. Respondent’s Personal Health Motivation, Community Health Survey (n=678)
Family/Children/Relationships
Staying Active/Quality of Life/Feeling Good

38%

Other
To prolong Life
History/experience with disease, pain
Responsibility/Personal Goals

10%
0%

10%

20%

30%

40%

50%

Respondents who reported an income below 200% of the FPL were less likely to indicate that Staying
Active/Quality of Life/Feeling Good was a motivator when compared to the respondents reporting
income above 200% FPL (27% vs 43%). All other responses were within 10% variation when
compared by reported income level.
Maintaining Positive Mental Well-Being
Respondents were asked to describe the main ways they maintained positive mental well-being. The
most popular responses were Exercise (38%) and maintaining relationships with Friends and Family
(26%) (Table 78 below).
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Table 78. Respondents’ Methods for Maintaining Mental Well-Being, Community Health Survey (n=627)

Method
Exercise
Friends/family
Positive outlook
Hobbies
Religion/prayer/attend church
Meditation/mindfulness/quiet/breathe
Go outdoors/nature
Nutrition
Help others/participate in community
Maintain physical health
Other
Work/financial stability
Play or listen to music
Use mental health services
Sleep
Avoid drugs/maintain sobriety
Total

Frequency

Percent

237
161
105
99
98
97
72
56
48
37
39
32
24
20
14
11
627

38%
26%
17%
16%
16%
15%
11%
9%
8%
6%
6%
5%
4%
3%
2%
2%

Note: Respondents could describe more than one method.

Typical comments from respondents who included Having a Positive Outlook (17%), were the
following:






“Block out all negative people. Speak my mind.”
“I believe in self-respect and a positive outlook in life.”
“You are in control of your own destiny, make something out of it.”
“Always look for the good in things.”
“Remind myself what I have to be grateful for.”

Having hobbies and a religious affiliation or spiritual belief system (“Go to church, read my Bible and
pray”) also figured importantly for 16%, respectively, of the responses.
There were no differences by income level when the respondents who reported income below 200%
of the Federal Poverty Level and those above were compared. In addition, the responses were
examined to see if there were any differences for those who lost property, pets or animals in the
Valley Fire. Those who experienced a loss were less likely to indicate that they used
Religion/Prayer/Attend Church to promote their emotional health than those who didn’t mention this
source (8% vs. 17%). All variation was less than 5%.
Healthy Community Attributes
To understand the strengths and assets that contribute to making Lake County a good place to live,
respondents were asked to choose the 3 most important community attributes from a list of 15. Over
half of the responses commented on Affordable Housing (55%) and Population Size (53%). About
one third indicated access to Recreation/Parks (33%) and Community Involvement (27%) (Figure 76
below).
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Figure 76. Healthy Community Attributes of Lake County, Community Health Survey (n=737)
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28%
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27%
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15%
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0%

20%

40%

60%

80%

100%

Most Important Health Challenges
The respondents were also asked to choose the 3 challenges they felt had the greatest negative
impact on overall community health. Consistent with community input from the focus groups and key
informant interviews, Alcohol and Drug Abuse (83%) was the most commonly chosen concern,
followed by Mental Health (46%). The problem of Homelessness was the third most common concern
mentioned (25%).
Figure 77. Most Important Health Challenges in Lake County, Community Health Survey (n=746)
Alcohol and drug abuse
Mental health (e.g., depression, anxiety)
Homelessness
Inactivity/lack of exercise
Chronic diseases (e.g., cancer, diabetes)
Lack of access to medical care
Tobacco use, e-cigarettes, vapes, etc.
Hunger/poor quality food
Child abuse/neglect
Domestic violence
Other
Motor vehicle crashes
Lack of access to dental services
Teenage pregnancy
Not getting vaccinations
Air quality

83%
46%
25%
21%
20%
20%
17%
16%
15%
13%
11%
8%
8%
5%
1%
1%
0%
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Suggested Community Health Improvements
To address the identified concerns, survey respondents were asked to describe “the 2 most important
actions that should be put into place to improve health and well-being in Lake County over the next 5
years.” As Figure 78 shows, the top suggestion was to Improve the Quality and Availability of Health
Care in the county (31%), followed by the need to Increase Substance Use/Abuse Services, Including
Prevention (24%).
Figure 78. Suggested Community Health Improvements, Community Health Survey (n=629)
Improve Quality and Availability of Health Care
Other

28%

Increase Substance Use Services, Including Prevention

24%

More Recreation, More Parks
Address Homelessness, Poverty, Affordable Housing

16%
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The top five suggestions mostly matched the health-related challenges people had described, but the
need to Improve Quality and Availability of Health Care took precedence in this question over the
need to Improve Quality and Availability of Mental Health Care (31% vs. 15%), which was
emphasized as a significant community health challenge. Often the response categories were
intertwined in the comments as the following comments reveal:






“Better access to general practitioners. I struggle to find a GP here and don't have time to take off
work to go to another community.”
“More inclusive and accessible services in regards to mental health, physical health, substance
abuse.”
Somehow dealing with the drug problem our county has.”
“We need a Kaiser and more affordable health clinics for every one …especially the homeless and
mentally ill.”
“Better mental health care and drug treatment facilities as well as programs and housing for the
homeless.”

Because improving community health recommendations was an open-ended question, the responses
varied widely. All categories with 4% or fewer comments were included in Other. Within the category
of Other—in which responses varied widely from “get rid of all the drug addicts” to “more access to
shopping”—the most frequent responses related to Help with Transportation (3%), Improving Law
Enforcement/Reducing Crime (3%) and Addressing Child Abuse/Domestic Violence (1%).
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Access to and Utilization of Health-Related Services
To learn more about residents’ use of health resources, the survey included questions about last
medical visit (when and where), access barriers, and preferences for receiving health education
information.
Routine Preventative Health Care
Overall, the majority of the respondents (69%) reported receiving a routine health visit (such as a
check-up, screening test) from a doctor or clinic in the past year (Figure 79).257 When income was
taken into account, however, individuals reporting incomes of less than 200% FPL were more likely to
report that their last preventative health visit was “More than 2 years ago” when compared to those
reporting higher incomes (21% vs 10%), and slightly less likely to report a visit within the last year
(66% vs 74%) (Table 79, below Figure 79). There were no significant differences in the frequency of
medical visits based on respondents’ community of residence.
Figure 79. Last Reported Routine/Preventative Medical Visit, All Respondents,
Community Health Survey, (n=701)
75%
60%
45%
30%
15%
0%
Less than 1 year ago

1-2 years ago

More than 2 years ago

Table 79. Last Reported Routine/Preventative Medical Visit, by Respondent Income Status,
Community Health Survey, (n=701)

n

Less than 1
year ago

1-2 years ago

More than 2
years ago

Below 200% FPL

187

66%

13%

21%

Above 200% FPL

273

74%

16%

10%

Location of Most Recent Health Care
For a regular preventive exam or general check-up, 4 out of 5 (80%) survey respondents indicated
they were seen in Lake County. For specialty care, just under half (45%) were seen by a Lake
County provider (Figure 80 below).
There was no significant difference in where care was last received when the responses were
reviewed by the communities where respondents reported they lived. The largest variation was noted
for the Kelseyville grouping of communities. They were slightly more likely to report receiving routine
care within Lake County when compared to the other communities (88% vs 80% overall).
257

According to the 2016 National Health Interview Survey, 63.3% of Californians 18-64 “saw or talked to a general doctor in the last 12
months.” State Variation in Health Care Service Utilization: United States, 2014. http://www.cdc.gov/nchs/products/databriefs/db245.htm
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Figure 80. Locations of Most Recent Routine and Specialty Care Visit,
Community Health Survey (n=680)
100%
80%
60%
40%
20%
0%
Regular Exam/General Check-up
In Lake County

Speciality Care

Outside of Lake County

Of the 136 respondents who reported their last routine care visit was outside of Lake County, the most
common locations were Santa Rosa/Sonoma County (43%), Ukiah/Mendocino County (12%) and
Napa County (10%). For those who last received specialty care outside of the county (n=298), similar
trends were observed: the most common location was Santa Rosa/Sonoma County (45%), followed
by Napa County (18%), and Ukiah/Mendocino County (17%).
Delayed or Difficulty Obtaining Health Care
The respondents were asked whether they or a family member were unable to obtain or had delayed
seeking services in the past year relative to medical care, dental care and filling prescriptions. About
one-third of respondents reported delaying or having some type of barrier for medical and dental
services (31% and 33%, respectively). The ability to fill a prescription was less of a problem; 15%
reported some sort of barrier to getting the medications they needed.

Figure 81. Respondents Indicating Difficulties Accessing or Delayed Necessary Care in Past Year,
Community Health Survey
Prescriptions (n=680)

Dental Care (n=703)

Medical Care (n=702)
0%

50%

100%

Did Not Delay Care/Have Difficulty in Past Year
Delayed Care/Had Difficulty in Past Year

For those who reported delays or difficulties accessing services, the most common barrier was High
Cost/Lack of Insurance Coverage/High Co-Pays, followed by Long Wait for Appointment/No
Appointments Available as shown in Table 80 on the next page.
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Table 80. Reported Reasons for Delaying or Difficulty Getting Care/Services, Community Health Survey

Type of Care
Reason for Delay in Care/Service
High Cost/ Lack of Insurance Coverage/High Co-Pays
Wait for Appointment Too Long or No Appointments Available
Administrative Delays (Paperwork, Referrals, etc.)
Time (Work Schedule, Child Care, Elder Care, etc.)
Anxiety/Fear, Personal Reasons
No Specialist Available In Lake County
Did Not Like Providers In Lake County/Concerns about Quality
of Care
Transportation
Doctors Not Accepting New Patients

Medical
(n=215)

Dental
(n=229)

Rx
(n=103)

Average

39%
26%
5%
8%
3%
7%

59%
16%
1%
8%
7%
2%

54%
7%
19%
1%
1%
0%

51%
16%
8%
6%
4%
3%

4%
3%
3%

2%
2%
3%

3%
3%
0%

3%
3%
2%

The reasons respondents gave concerning High Cost/Lack of Insurance Coverage/High Co-Pays
indicated some were uninsured and others had insurance but the co-pays were too high. Others said
they were waiting for care until they could change health care plans. Specific comments that can
inform community health improvement planning include:
Medical Care:





“I am still paying off medical debt from over a year ago so I can’t go anywhere now.”
Even though I work full time, my deductible is $2000. I can't afford that. I can go to a lower
deductible, but I would have to pay $800 per month for insurance through work.
“I can’t afford to take time off work because I’ll lose pay.”
“We don’t have the gas money.”

Dental Care:





“I space out my dental work by priority and cost.”
“Dental coverage only covers a certain amount the rest is out of pocket. One root canal will use a
years’ worth of dental coverage.”
“I have a crown that should be replaced, but my plan will not cover it for two more years, so I'm
nursing the tooth and hoping it will last.”
‘I only go when necessary, when something hurts.”

Prescriptions:





“Government insurance has limited prescription coverage and required medications for chronic
conditions are too expensive to pay for.”
“Had a plan without prescription coverage and eye drops were over $100 so I couldn’t get them.”
“My son comes first! He has six or seven meds...can get expensive!”
“They [prescriptions] cost a small fortune; it’s absolutely terrifying to anticipate ongoing necessity
for this.”

For medical and dental care, the Long Wait for Appointment/No Appointments Available, including
customer service issues, was the second most common cause for a delay in needed services.
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Medical:







“Could not get an appointment in county for 2 months. Drove to Sacramento where I could be
seen the next day.”
“Too many patients—too crowded and I have to wait too long.”
“Appointment wasn’t available for three weeks for a sinus infection—ridiculous!”
“The clinic books appointments months out for urgent matters.”
“It’s a 4-month wait to get eye surgery.”
“I’m too busy with my elderly father and can’t wait around to try to get in somewhere.”

Dental:




“We have to wait a minimum of three months just to get a dental x-ray, and then months for each
additional appointment for our family.”
“I was told 6 months until next available appointment. Could this be true?”
“There are always long waits for dentist visits, often cancelled by the clinic at the last moment.”

Respondents reported delays or problems with having prescriptions filled due to Administrative Delays
between insurance companies, physicians/clinics, and pharmacies. For prescriptions, this was the
second most frequent reason for delays after cost.






“I've been to 2 pharmacies since I've lived here. Both make big mistakes such as giving me other
people's meds with my paperwork, or they just didn't have the medication and couldn't get it for a
couple of weeks.”
“My husband needs triplicate scripts and there has to be a face-to-face doctor appointment each
time one of these scripts is filled. This is an intolerable inconvenience.”
“My doctor doesn’t seem to understand medication. He doesn’t quickly handle "the need for
referral care.”
I stopped taking my prescribed meds due to my Medi-Cal not transferred from Sacramento
County in a timely fashion and I didn’t want to go to the ER here just to get them.”

Health Education Materials
Respondents also weighed in on how they prefer to receive health education type of information.
Online information was preferred by two-thirds (68%) of the respondents and half reported they like to
receive information in the mail.
Figure 82. Respondents’ Preferences for Receiving Health Education Type of Information,
Community Health Survey (n=532)
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Note: Respondents could select more than one option.
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INPUT FROM COMMUNITY FOCUS GROUPS
“That was a lot of reality.”
– Focus Group Participant reaction to the meeting

Characteristics of the Sample
A total of 96 individuals attended one of the 6 community focus groups. The numbering of the groups
in Table 81 relates to the findings presented in subsequent tables in this section of the report. While
no one group was expected to be representative of Lake County, in the aggregate the groups
reflected a diversity of residents, particularly those with needs most often addressed by community
needs assessments.258 All of the groups were English-speaking, and overall women and men were
represented in fairly equal numbers. The participants were typically 40-65 years of age, although two
groups had a predominance of older adults and one was comprised mostly of young adults. The
focus groups were held at a variety of host organizations.
Table 81. Lake County Community Focus Group Characteristics

Site/City

Characteristics

1

Family Resource Center, Nurturing
Parents Group, Lakeport

2

Park Study Club, Clearlake

3

Judge’s Breakfast, Clearlake

4

Kelseyville Rotary, Kelseyville

White and Hispanic; mostly young
adult; mixed gender
Mostly White; adults and seniors; all
women
Mixed race/ethnic group; adults and
seniors; mixed gender and age group
Mostly White; mixed gender and age
group

5

Mother-Wise weekly group, Clearlake

White; female; young adult

3

Hinth’el Diabetes Action Council,
Tribal Health, Lakeport
Total

Mostly Native American; mixed gender
and age group

18

6

Participants
8
22
30
15

96

Contributors to Good Health
Focus group participants were asked to identify the main assets and resources that contribute to and
sustain positive health in Lake County and could be used to improve community health. Recognizing

258

As discussed earlier, these findings represent the experiences and perceptions of the people who attended a focus
group; their opinions were requested to get a read on what they thought about a variety of issues, and by itself do not
represent the whole picture.
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existing community assets (e.g., a physical feature, the cultural environment, a community service)
helps identify strengths and solutions to possible deficits within the community.
The relative importance of the 6 top-mentioned community assets and strengths can be seen in
Figure 83. It was clear that focus group participants overwhelmingly recognized the value of living in
an area with the natural resource—particularly clean air—and outdoor recreation attributes of Lake
County for exercising and family activities and how these contributed to good health and well-being.
That so many local activities such as hiking, walking, camping, parks for picnics, swimming, fishing,
and bicycling were free or low-cost was seen as a real benefit. Some attendees felt that local
residents were “too busy” or “too unmotivated” to utilize these assets and “mainly it’s the tourists who
take advantage of them,” however this was a view held by a small minority. A number of people who
themselves frequently walked or biked expressed safety concerns such as the lack of adequate
sidewalks and lighting and the absence of good biking trails.
Figure 83. Main Contributors to Health and Well-Being in Lake County
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Attendees also mentioned the benefits of living in a rural county/small community as including a sense
of community; in-depth knowledge of neighbors (in many cases); sticking together/being supportive
and looking out for each other; families being known to schools and businesses; and lack of traffic (in
most places). These assets were recognized by a few as resources that could be mobilized to
address particular issues, streamline efforts or bring the community partners together (e.g., helping in
fire recovery efforts). It was acknowledged, however, that some of the features of living in a small
county were relative—that is, they could also be viewed as challenges or negatives. For example,
some noted that rural living may mean unwanted social isolation and limited transportation
opportunities. It was mentioned that some people choose to live in a remote rural community because
they do not wish to be known by neighbors and prefer to minimize social interactions (residents who
want to be “off the grid” for various reasons). The benefit of working in a relatively small county where
people tended to know one another, wished to network, tried to solve problems together noncompetitively and generally felt accountable to one another was also recognized as being primarily
responsible for the extensive collaboration that occurs in Lake County.
In addition to good schools, including the local trade, 2- and 4-year colleges, many participants
mentioned the two hospitals as structural resources and, in a few cases, specific non-profit programs
such as senior meal programs, youth sports, homeless sheltering by churches, and food banks. The
relationship of available cultural and social opportunities Lake County has to offer—theater groups,
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fishing contests, visiting local wineries—to positive health and well-being tended to be identified by
participants at the more broadly representative meetings.
Contributors to Poor Health
The focus group participants also offered insight about the main factors they felt contributed to poor
health and perpetuated health problems, and described how these factors acted as potential barriers
to improving each issue. The effects of chronic and in many cases, multigenerational poverty and its
causes and consequences—unemployment, apathy, anxiety and depression, failure to care for oneself
and one’s family—was viewed as the most important factor that contributed to poor individual and
community health status in Lake County (Figure 84). While mental illness and inadequate
housing were mentioned in the context of poverty and dysfunction, the specific influence of “drug use,”
including alcohol abuse, on community health overshadowed the relative contribution of the other
specific factors participants cited. The significance ranged from poor personal health status to
parenting capacity and children’s ability to succeed in school to criminal behavior to ability to hold a
job.

Figure 84. Main Contributors to Poor Health and Well-Being in Lake County
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Barriers to Services
The participants also identified specific barriers to achieving good community health, responding to
questions such as, what acts as barriers to accessing community resources that can promote and
sustain good health? The reasons cited are due to a variety of overlapping factors that include both
structural (the service delivery system) obstacles and personal factors that create barriers and are
generally well recognized. When categorized, the participants’ views, in somewhat the order in which
they were mentioned, can be summarized as follows:
Delivery System Barriers





Transportation – geography of the county is challenging; public transportation routes are
inadequate and/or pick-up and drop-off locations are not convenient, especially for seniors.
Lack of enough local providers for medical, dental and mental health services.
Distribution of resources. Services not widely available in all parts of the county; some services
require out-of-county transport.
Cultural differences between providers and consumers. Language barriers.
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Personal Factors Barriers









Financial barriers/cost of care – lack of insurance/underinsured; limited scope of benefits.
Unawareness that there are free and low-cost services.
Transportation – some don’t have reliable or own a vehicle; can’t afford car insurance, gas.
Lack of knowledge about prevention (“Children are not taught because the parents don’t know").
Attitudinal – people are too busy (“Taking care of one’s family is often a priority over one’s own
health"); some don’t think they need routine health screenings; some don’t like the way they’ve
been treated at certain facilities so don’t go back or go out of their way to access other facilities.
Lack of understanding about the need or willingness to change behaviors to take better care of
one's health (“Finding the motivation to form new health habits and the discipline to stick with it is
missing”).
Values – such as, some parents don’t recognize the importance of baby teeth to take young
children to the dentist; lack of use of farmers’ markets; disinterest in engaging in social
opportunities.

Most-Commonly Identified Health Needs
After a discussion of the community’s health strengths and the factors that challenge it, participants
were asked “What do you think are the most important health issues faced by people in Lake County
that need to be addressed?” Table 82 on the next page displays their responses by focus group
location.
The participants were encouraged to think of health in broad terms to encompass physical, mental and
environmental health issues and identify the most important unmet health needs. Attendees were
not asked to prioritize or rank the needs once they were identified. Some of the findings make clear
that although the facilitator did not limit the participants in identifying needs, and attempted to draw
them out and occasionally prompt them with additional questions, some groups focused on fewer
needs and issues than other groups. While the groups were asked to think broadly about the health
needs of all Lake County residents, it was common for people to predominantly cite the needs and
issues most familiar to them and their work or typical among their own acquaintances.
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Table 82. Most Important Health-Related Needs/Problems Identified by Focus Group Participants
Focus Group #

The need for….
Mental health, primarily for help with depression, stress/anxiety, coping skills
Substance abuse, especially need for prevention, including prescriptions
Homelessness
Lack of medical providers, including specialists and providers taking Medi-Cal
Access to dental services
Access to local cardiac care, specifically
Quality of medical care at local facilities/doctors is uneven
Affordable/adequate housing for low-income
Prevalence and consequences of diabetes/need for prevention
Transportation challenges, limited transportation options
Inadequate activities for youth
Out of county transports due to lack of local resources
Too many fast food restaurants (resulting in poor nutritional choices)
Tobacco use, specifically
Viewing people as “hopeless causes” (especially in Clearlake)
Lack of county-level attention on chronic disease
Safety concerns (gangs, vandalism, rampant crime)
Need for emotional trauma specific to impact of the wildfires
Asbestos exposure due to wildfires

1

2

3

4

x+
x+

x
x+
x+

x+
x+
x+

x+

x+

x
x

x

x
x

5

6

x
x

x+
x

x

x+

x

x

x
x

x

x+
x
x+
x
x+
x+
x
x+
x

x
x

X = the item was identified in the focus group. X+ = the item was cited and strongly resonated with the majority of the group.
A blank space indicates the need or problem was not mentioned.
Focus Group Key:
1
Family Resource Center, Nurturing Parents Group
2
Park Study Club, Clearlake
3
Judge’s Breakfast, Clearlake
4
Kelseyville Rotary, Kelseyville
5
Mother-Wise Group, Clearlake
6
Hinth’el Diabetes Action Council, Tribal Health, Lakeport

Mental Health Services
The need for more support for those with mental/emotional health problems was cited by all 6 focus
groups as the number one unmet need in Lake County. This was not unexpected since this has been
a top concern of focus group attendees in prior community health needs assessments (CHNAs). The
need continues to be raised as a key issue within the county with a number of participants noting it
has been a chronic problem “that never seems to be addressed.” People felt more services were
needed for those who were at the level of just barely holding it together but near the edge with
anxiety, fear, worry, etc. Participants remarked in some of the groups that "it is easier to get services
the more mentally ill someone is." The fallout to mental health and well-being from the 2015 wildfires
was mentioned in two of the groups but not particularly focused on.

Mental health was also discussed as interrelated with the need for more substance abuse services,
with affordable, geographically accessible resources in short supply for both. Focus group
participants also noted that individuals who are receiving mental health services often have need for
other services such as assistance with housing, transportation, and job skill development.
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Specific comments—made across gender, age and race/ethnicity of focus group participants—that
add insight, in no particular order of importance, included:
“The stress from the fires continues to add to poverty and mental illness.”
“There is a lot of homelessness in our area because of mental health problems.”
“We have a large veteran’s population here. This contributes to the need for mental health resources.”
“The hospital is overworked; they can’t take on the 5150’s.”
“The mental placements are all out of county. Sometimes people wait for days because there are no
beds in those out-of-county facilities. This leads to people using the jail or ER because there’s no
good system of mental health support here.”
“There is a lack of stress management resources and lack of providers for treatment.”
“There is the lingering effect of trauma and the very real sight of the areas that were burned [from the
wildfires].”
“There is a lack of understanding—by those with mental problems and by people who judge them.
Some people are afraid to call and ask for help because government will come in and take over.”
Substance Abuse
The issue of substance abuse— “the blight of our community”—was identified as one of the top 3
concerns in 5 of the 6 focus groups. As in previous CHNAs, where the problem received as much
attention, unmet needs ranged from more education to residential and outpatient recovery services to
more enforcement. Tobacco use and alcohol abuse were recognized as substance abuse problems
just as significantly as were illegal and prescription drugs. In particular, participants addressed the
extent to which the use of opioids (prescription pain killers) was responsible for a variety of problems
including overuse of emergency rooms. A few people distinguished medical marijuana use from
recreational marijuana, citing the benefits of the former. Although the consequences of substance use
and its effect on people’s lives and county service delivery systems (education, police, social services,
medical services and so forth) took up a good part of the focus group discussions, some of it heatedly,
on some level there was a sentiment of futility about the likelihood of much change.
Homelessness
The relationship between health and homelessness was mentioned in 3 of the 6 focus groups but as a
two-way street: people experiencing homelessness have higher risks of health issues (including
death), and health issues and poverty can result in homelessness. The most important association
participants noted was regarding mental health and the recognition that people who have a severe
mental illness are over-represented in the homeless population; for example, often being released
from hospital emergency rooms and the jail without proper community supports. Some participants
had the sense that the problem had worsened over the last few years, independent from the
displacement caused by the recent wildfires.
Access to Healthcare Services
Input about limited access to medical care was due generally to lack of specialty services within the
county (cardiac rehab was offered as an example in 2 of the groups), but also included access to
primary care physicians. Providers’ willingness to take people with Medi-Cal was also described.
Although recent enrollment of the Medi-Cal population in Lake County into managed care (i.e.,
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Partnership Health Plan) is likely to reduce that problem, there were several participants with MediCal membership who did not know who their doctor was. In nearly every group there was mention of
and much dissatisfaction with having to go out of the county for specialist care, and several
participants talked about the lack of continuity of providers because “doctors don’t want to stay here
once they get here; they’d rather live in a big city.” Concerns about the quality of care from the
hospitals and local physicians (“the quality here is uneven”) were raised as an issue in 2 of the focus
groups; however, the examples were based on limited personal experience. Others gave high marks
for the "two good hospitals and community clinics."
Dental Services
Participants in the groups that identified access to healthcare services mentioned dental care as a
top issue, with an emphasis on the need for more affordable dental care and more dentists to take
very young children (and more parents to understand the importance of early childhood oral health).
Foregoing routine dental visits and treatment because of cost were offered as examples of the
impact of affordability. Very few dentists accept patients with Denti-Cal and the capacity for
appointments at community clinics was said to be limited, particularly as Tribal Health is limiting new
patient appointments to Native Americans.
Other Top Needs/Issues
A few of the other frequently mentioned important health-related needs included concerns about
housing (the need for more affordable housing for low-income, the need to address “unsanitary”/
unsafe living conditions, the need for more sheltering and more permanent solutions for
homelessness) and the need for more preventive education (“these are the first to be cut”), especially
for youth (“they still don’t understand the impact of smoking”). Concerns about general safety were
also brought up in a couple of the focus groups, typically in connection with drugs (“gang activity,
drugs, and crime are all rampant; the kids are bored and will victimize people who look weak”) but
also in personal situations such as domestic violence and child abuse (elder abuse was not
mentioned).
A sense of “hopelessness” and “giving up” were viewed by participants in several focus groups as
many Lake County individual’s reactions to chronic stress. This was generally expressed in
relationship to the problems associated with chronic unemployment and poverty. However, one of the
groups believed that perception was unfairly being applied to community residents by some people,
especially to those living in Clearlake. A concern was expressed that “the whole town and all the
people are viewed as a lost cause” (“Clearlake is treated like the armpit of the county”), an unfortunate
and biased perception, they believed. Some felt this negative attitude resulted in condescending
behavior and disinclination by health care organizations to provide help and support services. As
expressed by one individual, “Offer hope; hope goes a long way. Give people more to believe in,
something beyond their current situation.”

Recommended Solutions and Other Ideas
Focus group participants were asked to make recommendations for “improving the health of people in
the community,” including suggestions about the kinds of services they would like to see added,
expanded, or improved in Lake County. The facilitators did not prompt the responses but reminded
attendees of the significant health needs they had earlier identified; in only about half of the groups
the participants tied their recommendations to the top health needs. Table 83 on the next page lists
focus group recommendations for improving community health. To preserve the detail, the
suggestions have been grouped only where they were closely related. Consistent with the rest of this
report, the statements in quotation marks are verbatim comments from the participants.
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Table 83. Recommendations from Focus Groups for Improving Health in Lake County
Focus Group #

The need for….
1

Prevention education focused on nutrition/cooking classes, how to read a food label
and understand what’s in the food.
Preventive education aimed at youth concerning health habits, especially
concerning drugs, nutrition and exercise.
More children’s and youth centers/activities for after school and summer (“the
recreation facilities are falling apart”), including activities that are free with easy
transportation logistics so kids can get there.
More accessible mental/emotional health services (“counseling that can keep
couples together”).
More inter-agency collaboration; find ways to partner without “threatening one
another’s territory.”
Prevention education for family planning.
A trauma center(s) at the local hospital(s)
More trade school opportunities for high-risk youth and facilitate access.
More options for transportation assistance.
211 or a similar service for finding human services information/answers.
Children’s nutrition programs that can make a difference (“parents don’t value it”)
An epidemiologist position at Public Health to collect accurate data and track it (“this
would help everyone who is planning to address needs”).
A patient advocate at hospital admission specifically for the mentally ill
Increase in salaries of physicians so they come to Lake County and stay.
More resources to address the needs of people with dementia/Alzheimer’s,
including facilities.
More parenting classes.
Children’s crisis centers (not just for teens) as safe places.
More of the population to become involved in community affairs/participate in
decision making.
Assurance that the same medications are available at all pharmacies in the county.
More resources for chronic pain, including education for doctors and access to
physical therapists.
More options for safe, clean, affordable housing.
A swimming pool put and maintained in each major community.

2

3

4

5

x

6

x+
x+

x+

x+

x+

x+

x+
x+

x

x+
x+
x
x
x
x
x
x
x
x
x+
x+
x
x
x
x+
x

Additional Suggestions/Comments:







"Don’t send us out of county; give us our own resources. For example, all workers comp cases have to go out
of county, which is ridiculous.”
“Change focus from short- to long-term planning and funding.”
“What about putting a health educator in each hospital to give information about health and exercise?”
“Conduct a needs assessment specific to diabetes—focus efforts on the types of services that are needed.”
“Make a bike trail all around the Lake and transportation available to it.”
“More communication between health programs is needed, particularly about what is offered and who is
eligible (“there are lots of services, but they don’t feel coordinated”).

X = the item was recommended in the focus group. X+ = the item was recommended and strongly resonated with the
majority of the group. A blank space indicates the recommendation was not made.
Focus Group Key:
1
Family Resource Center, Nurturing Parents Group
2
Park Study Club, Clearlake
3
Judge’s Breakfast, Clearlake
4
Kelseyville Rotary, Kelseyville
5
Mother-Wise Group, Clearlake
6
Hinth’el Diabetes Action Council, Tribal Health, Lakeport
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There was little consistency in the above listing of recommendations among the groups: 5 of the 22
ideas were made by 2 of the 6 focus groups; the remainder of the ideas was suggested by only 1
group. The 5 common recommendations related to:


Preventive nutrition-related education



Preventive health education aimed specifically at youth



Activities to involve and engage children and youth



Mental/emotional health counseling



Inter-agency collaboration

What was given little attention across the focus groups in the recommendations, given the importance
of the needs the participants had identified earlier, and that might have been expected to be
advocated for (and which were also significant concerns in the last CHNA), were recommendations
related to:


Alcohol and other drug treatment and recovery services.



Dental services for low-income, especially limited scope of adult Denti-Cal benefits.



Affordable wellness centers, particularly with closure of Sutter Lakeside Hospital’s Wellness
Center mentioned by several participants in a couple of the groups.



Transportation challenges and its impact on ability to get to work, keep medical appointments, and
engage in social and recreational opportunities.



Medical provider recruitment and retention, particularly for more in-county medical specialist
services.
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INPUT FROM KEY INFORMANT INTERVIEWS

“The community and providers work very cohesively. If that’s harnessed in the
right way it can be an asset; I think we’re moving in the right direction here.”
– Key Informant Interviewee
“Basically one thing: we have to be intentional about creating communities and families
again.”– Key Informant Interviewee on what it’s going to take to
improve community health in Lake County

Characteristics of the Sample
Sixteen key informants were identified by the Steering Committee, and 12 (75%) agreed to participate
in an interview.259 The interviews, which were conducted by telephone, generally lasted an average
of 45 minutes. Attachment 3 lists the individuals who completed an interview. (Other persons
contacted for a substantial amount of certain information are also listed.)
The key informants generally represented a cross-section of the Lake County health and human
service community that in addition to health care professionals from public and community-based
organizations also included policy makers, administrators, and other individuals with an informed
perspective about unmet health needs. While most of the interviewees spoke to the issues they knew
best from their professional roles, many were also able to consider and describe additional healthrelated needs when prompted with questions to help them think about population characteristics,
geography, political landscape and other factors that influence community health and access to
services.
Community Characteristics that Influence Health
Every county or community has distinct characteristics—physical, structural, political, economic,
cultural—that promote or hinder health. The key informants were asked to identify unique
characteristics or factors (both positive and negative) that affect health and well-being and quality of
life in Lake County. Their perceptions are summarized in Table 84 below. The perceived strengths
are assets that should be maximized when developing strategies to implement the CHNA. The
perceived challenges are important to be mindful of to work around when they cannot be modified or
eliminated.

259

Prospective interviewees, including members of the Board of Supervisors who were non responsive, were contacted up to 3 times by
email and telephone and invited to participate in the CHNA.
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Table 84. Perceived Factors that Influence Health and Well Being in Lake County, Key Informants

Assets and Strengths








Beautiful/serene natural environment conducive to sense of peace/calm/well-being.
A natural physical environment that supports healthy lifestyle/encourages outdoor activities (“It
doesn’t cost anything to walk”).
High level of collaboration and community engagement around health issues.
Close-knit communities; ability to know and care about one another
Sense of self determination/self-reliance.
Reasonable cost of housing.
Commitment to community of the major health providers.

Challenges









Multi-generational poverty and dysfunction, leading to hopelessness.
Difficulty for many to find employment or meaningful work.
Stigma associated with asking for help “(revealing one’s need for mental health therapy”).
Acceptance of some substance use (marijuana), and alcohol as the social norm in some cases (“our
drug culture”); sometimes lax enforcement.
County government attitude about limitations on funding.
Business climate and limited opportunities (lack of manufacturing and industry; resistance to “big
business”).
Geographic/topographical nature of the county relative to transportation.
An aging community and impact on service delivery and access.

Community Strengths
Nearly every interviewee pointed to the spectacular scenic beauty (“if we could only bring it into our
soul”) and physical environment of Lake County as a unique contributor for promoting community
health. In addition to exceptionally fresh air, what was mentioned included the serenity of the natural
setting and availability of bike and pedestrian trails, hiking, fishing, boating, agritourism and other
recreational activities that encourage a more active or at least an outdoor lifestyle. Some key
informants observed that the recreation and healthy lifestyle opportunities draw new and recurring
residents to Lake County. A couple of interviewees noted that while the natural environment prompts
walking and biking, the built environment in some places discourages it by being unsafe (uneven
pavement, no sidewalks, few street lights). One individual remarked that “even though they come and
go,” there are many local organizations that take advantage of the outdoor recreational offerings to
provide programs and put on events “that foster community for those who want to benefit from it.”
About two-thirds of the key informants had observed organizations and volunteers increasingly
working together in a more collaborative manner to address health needs and reduce health
disparities. Efforts of coming together around the fire recovery were the most common example
offered, followed by mention of Hope Rising and establishing common goals through the Road Map
which is the foundation on which it is doing its work to support public health efforts to reduce chronic
diseases and promote health. Another example of collaboration referred to the effort inter-faith
groups have made to shelter the homeless during the winter months. A couple of people commented
that it was easier in smaller counties to know one another and form social networks to help people
stay connected, as well as to establish the types of informal relationships that promote business and
serve clients better.
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A couple of the non-healthcare providers identified the 2 local hospitals as offering many—but not
all—specialty areas, and perceived them as trusted community assets, highly regarded, stable and
committed to working for the community benefit. They also commented on the importance of the
community clinics such as Lakeside Family Health Center (especially noting the dental services),
Tribal Health and the Veteran’s Clinic, recognizing some of their recent efforts toward integrating
primary care and behavioral health.
The key informants also acknowledged the flip side to some of these positive factors. For example,
the advantages that come with living in a small, unhurried rural community presents the
disadvantages of limited resources, such as lack of certain medical specialties, and challenging
transportation logistics.
Challenging Factors
The challenges associated with multi-generational family dysfunction and poverty were cited by a
number of the key informants in identifying factors that prevented people from taking more charge of
their own personal health and being willing to make needed lifestyle changes. As one respondent
noted, “How can you parent effectively when you had parents who didn’t teach you how to be a
parent?” Pervasive hopelessness among more people in recent years—or a view of certain people
and communities as “hopeless cases”—was again believed to be a significant negative attribute,
hanging over Lake County since the last CHNA. At least 7 interviewees mentioned this tendency,
offering comments such as “People get stuck here because they can’t leave and do anything
anywhere else and they give up;” “People leave but return because they don’t fit elsewhere;” and
“There is overall apathy—we’ll never turn this wagon around.” One of the service providers believed
there was an observable decline in personal motivation among some community members since the
wildfires, along with increased levels of worry about the future and an increased sense of instability.
The lack of jobs and un-employability of many Lake County residents—reported to be related to
substance abuse issues and consequent problems in many cases (“the availability of meth is crippling
our community”)—was noted by about two-thirds of the interviewees. Although poverty is not unique
to Lake County, the problem was believed to have a greater impact here than in other places in the
state. The lack of much industry and manufacturing, a business climate that is not conducive to
growth—which could stimulate the county’s economy and provide jobs—and low wages with few
opportunities for upward socioeconomic mobility for some groups was cited but thought by some
interviewees as “not likely to change much in the future.” One individual observed that county
government was “so focused on economic issues with an attitude of poverty”— “we don’t have the
money instead of we don’t have the political will”—that it obscured the real reasons for inadequate
progress in improving health conditions. Another believed “the powers that be in the county aren’t
focused enough on health and don’t even understand the critical role of each of their departments to
be supportive.”
A number of individuals who commented on the challenges related to substance abuse mentioned the
conflict between those who “want to be punitive about drugs” rather than help with prevention and
treatment, and offered as examples the connection with violence (though these are not always linked)
and turning to crime to support addiction. Several interviewees commented on the increasing problem
of opioids as a challenging community factor and the negative consequences related to their
abuse such as increased number of emergency department visits.
Another aspect of a community that is self-reliant and “takes care of its own”—expressed as one of
the strengths in Lake County—is that such independence may also hinder buy-in from populations
who could benefit from services but are hard to reach and may not embrace programs and services to
which they’re entitled. A couple of the interviewees cited this as a factor in working with families who
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choose to live in isolated communities (“some people come here on purpose to try and hide, whether
it’s domestic violence or a drug problem or both”).

Highest Health Needs
Interviewees were asked what they thought were the 3 most significant health problems/needs in
Lake County that needed more attention. They were not prompted with a list of top-ranked needs
from the previous CHNA or from regional and local statistical data but asked for their perspectives
about this as an open-ended question.
The interviews yielded fairly consistent results with the community survey and focus group responses
conducted for this assessment except for transportation, which received more attention as a problem
by the key informants. Most of the identified needs directly tied to the perceived challenges in Lake
County they described. Nearly all of the items had been identified as problems in the previous 2
CHNAs. Two of the highest need issues—substance abuse and community-based mental health
services—received mention by at least three-quarters of the interviewees (Table 85). Food (as a
resource issue for low-income families) and nutrition and affordable health care for non-insured/underinsured were not indicated in the list of significant needs this time.

Table 85. Most Significant Health-Related Needs Identified by Key Informants (n=12)

Issue

Substance abuse (including tobacco and alcohol and Rx) prevention and treatment
Mental health support for counseling, non acute, non mental illness
Preventable health problems (especially obesity and diabetes); prevention education
Lack of in-county providers: medical specialists
Lack of in-county providers: primary care capacity
Transportation
Violence (not necessarily related to drugs)
Lack of jobs
Dental services for low-income, screening for children
Isolation/lonely seniors (geographic, generally tied to transportation)
Teen pregnancy
Affordable, safe, clean housing
Defeatist attitude that keeps people from changing/moving forward
Poor safety associated with road conditions
Low educational status in the community; poor quality of schools
Consequences of adverse childhood experiences (and leaving them unaddressed)

Frequency
of Mention
10
8
4
4
4
4
2
2
1
1
1
1
1
1
1
1

Substance Use/Abuse
Key informants identified substance abuse as across the board needs for: prevention education (e.g.,
school children and youth, parents); training (e.g., medical providers who over-prescribe painkillers);
stronger enforcement (including of growing and selling); treatment and recovery services; and efforts
to change societal norms and make it “not OK” concerning underage drinking, tobacco use, alcohol
abuse and legal and illegal drugs. When asked, most interviewees perceived the problems to have
worsened (“the problem is severe”) and tolerance higher (“people do these things for a reason. What
are they trying to self-medicate from?”), despite various programs, services and campaigns.
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Mental Health
Community-based mental/emotional health services received the second-most common attention as a
serious unmet health need in Lake County. As in the last CHNA, the observations included the lack of
affordable individual and family therapy and support groups for people experiencing chronic stress,
anxiety, depression and poor coping skills. It was also noted that some of these mental health
situations that end up in the emergency department could have been avoided with adequate access to
community-based therapist services. For those with more acute needs, the lack of local inpatient
placement beds continues to require out-of-county placement, generally by ambulance (impacting
local availability for ambulance services). The association between mental health problems and
substance abuse (“there is a mental health component as an underlying cause”) was noted by 3 of the
interviewees. A couple individuals remarked that more support was needed to support children
continuing to experience emotional stress from the 2015 wildfires.
Further comments that highlight the needs and system deficiencies included:


“Mental health is missing so many people because of the funding structure.”



“It’s painful to watch people deteriorate to the level where they’re eligible for the County’s mental
health services.” (The County’s funding for mental/behavioral health services is understood to be
available only for the most severely mentally ill.)



“County Mental Health won’t accept some of the severe mentally ill. It’s almost useless to refer.”



“Lots of single parent families could sure use even a little help [with coping] to get over a hump.”



“A significant percentage of the law enforcement calls are related to mental health.”

Preventable and Chronic Health Conditions
Getting people to adopt healthier habits was mentioned by 4 individuals as one of the top health
needs in the county, with the problems of obesity and diabetes as the most common examples. A
couple of people commented that it was hard to get some people, including “those who need it most,”
to attend health education sessions/events (“the population is so diverse, not everyone wants to take
advantage of free programs;” “they aren’t interested unless it benefits them;” “people are too busy
raising kids”).
Health Access
Despite greater access to health coverage for more people (through the Affordable Care Act and
enrollment of Medi-Cal beneficiaries into managed care [Partnership Health Plan]), provider capacity
because of unwillingness to accept public insurance continues to be a concern.
Key informants described the access problem relative to physicians as retention as well as
recruitment. The problem, similar to other small counties, is largely due to the attractiveness of
cultural opportunities and greater earning potential in larger cities (“despite the county’s lower cost of
living”), a wish to practice nearer a university medical center, and a desire to live elsewhere because
of the "lack of professionalism" and "poor reputation of the county." In addition to medical services,
one of the key informants identified the need for affordable dental services among the county’s
highest health priorities.
Although all of the interviewees understood that Lake County’s economic base could not support all or
a sufficient range of specialty services, those who ranked this a top concern believed more should be
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done to attract and retain the most critical specialists, which in their view included orthopedic surgery,
ENT and psychiatry.
Transportation
The need for better transportation options, mainly concerning client travel to medical appointments
(“the routes aren’t user friendly for medical services access”), seniors’ access to social opportunities,
and young people to recreational and other activities, was identified as a top priority by 4 of the 12 key
informants. (Note: transportation challenges were perceived to be a top concern in only 1 of the 6
focus groups.) Concern was also expressed about health and safety in relation to “dangerous road
conditions”. One interviewee pointed out that the public transit system “takes all day if you’re going to
use it” as the reason there were “no takers for the bus passes some organizations give out.”
Additional Comments Related to Significant Health Needs
Additional input from the key informants that did not always tie to specifically identified need issues
but expressed themes that would be important to consider when prioritizing implementation strategies
include the following:


“It’s not necessarily that the problems are getting worse, it’s that we’re running out of time to
address them [losing a whole generation of children in the meanwhile].”



“The Tribal groups struggle with all of these health issues the most.”



“Lack of jobs is a huge issue equating to hopelessness.”



“It’s a vicious cycle: people don’t have the skills, have difficulty finding work, can’t find work that is
meaningful, can’t keep the job, get discouraged and lack motivation to try again, and the cycle
starts all over again. It starts with doing what it takes to keep children in school, motivated,
engaged, healthy.”



“There’s a defeatist attitude because of gangs and crime in Clearlake so we write them off. How
do you re-enfranchise them? How do you break this cycle?”



“There’s a large subset of anti-establishment/anti-government types—a whole cultural and support
network of these people—that are more apparent in rural areas because of small population size,
and this bleeds over into people’s perception of Lake County.”

Existing Resources Already Working to Address the Issues
Key informants were asked what resources or assets were already working well to address the issues
they’d identified as significant health needs. Three individuals explicitly stated they could think of no
resources to mention to respond to this question. The following were mentioned as working well
though not always addressing the problems to the extent they should be and in some cases still
leaving major gaps:


Behavioral Health’s Latino Wellness Center that provides a positive and supportive environment
for people diagnosed with mental illness to help with recovery;



Behavioral Health’s suicide preventing training;



The service clubs;
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The wine industry’s increasing investments to support the community in ways they hadn’t before
(“this is the silver lining to the devastation of the fires”);



Hilltop residential alcohol and substance abuse treatment and recovery services (28-bed men’s
facility in Clearlake Oaks, intensive outpatient services and a small 6 bed women’s facility in
Lucerne), considered as being “stable and successful;”



Mother-Wise, a grant-funded program of support groups and other social opportunities for new
mothers;



First 5’s support for parent education;



Efforts “in some schools” to provide preventive health education;



Lake Transit’s attempts to be more responsive to the needs for public transportation;



The collaborative work in response to the opioid crisis “that is “ravaging the county;” e.g., directing
efforts at doctors who overprescribe pain medication;



Veterans Administration’s telehealth for over 40 specialty medical services consults in San
Francisco for VA patients;



The work that has been done to establish various partnerships, such as the Health Leadership
Network, as well as attempts to not duplicate each other’s efforts.

When key informants were asked whether there were any health resources in the county that were
under-utilized, nearly everyone had a similar reaction: “Hardly; with such limited capacity, how could
that be the case?” Only one resource was specifically mentioned: teen parenting programs offered
through Lake County Family Resource Center. One individual suggested that we are not optimally
using the resources we have when certain centers/businesses are closed that could be used during
off hours as places to build community (by socializing, increasing opportunities for inter-generational
interaction), having cooking classes, dancing and so forth.
Evidence of Progress Since the Last CHNA
The interviewees were also queried about how individual organizations or community partners
responded to the priorities in the immediately preceding CHNA, to the extent they were aware. A few
had observed what they thought might be a direct relationship between the CHNA findings and the
changes described below,260 although most were unsure if the improvements would have occurred
anyway (“some things happened organically”):
Healthy Choices/Behaviors. Several key informants pointed to the “great deal of effort” to raise public
awareness involving healthy eating they felt was making a difference in Lake County. Examples
included North Coast Opportunities and Be Fresh demonstrations at Grocery Outlet in Lakeport.
Mental Health. Examples of improvement included telepsychiatry services now available 1 day/week
at Tribal Health, and services available from Beacon Health for people with Medi-Cal through
Partnership Health Plan’s contract.
Substance Abuse. The collaborative work in response to the opioid crisis was mentioned by two of the
interviewees.

260

Note that some of these examples have been described in more detail beginning on page 16 of this report in the section
titled Response to the Last Community Health Needs Assessment.
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Collaborative Relationships/Coordination of Services. The work that was initiated by Health
Leadership Network and is continuing through folding efforts into Hope Rising was felt by several to
be directly linked to the last CHNA.
Perceived Forces of Change or Trends
The 12 key informants identified the following trends or factors as influencing the current and future
health and quality of life of the community. These developments or “forces or change” can serve as a
heads-up for effective health improvement planning and included the following perspectives:


The move of multiple agencies toward looking at “healthier communities” and prevention before
problems become an issue.



The likelihood of legalizing marijuana and the positives associated with it: reducing criminal
prosecution and raising the economy.



The likelihood of legalized marijuana and the negatives associated with it: increased traffic deaths
and increased emergency department visits, especially for youth, due to overdose.



The aftermath of the 2015 wildfires is helping to identify the need for (and reduce the stigma of)
more mental health services because of the residual trauma.



The expectation that Hope Rising will be a force to build increased awareness, include every
aspect of wellness in Lake County, and engage the community in grassroots efforts.



The hope that the ACA (Affordable Care Act) and enrollment of the Medi-Cal population in
Partnership Health Plan will expand access to care and manage wellness (with an understanding
of the needs the new enrollees have brought with them, e.g., mental health concerns).



Increased personal responsibility for managing health, chronic health conditions, and changing
unhealthy behaviors. Understanding that the healthcare delivery system, including the public
health system, has only so much capacity to help, and that dollars and human resources are finite.



The potential for a “super agency” that combines County Health and Human Services to keep a
tighter rein on money to fail to keep an eye on specific needs and “maintain a healthy respect
between the unique perspectives of each department.”



No let-up in sight for the challenge of physician recruitment.

Suggestions for Improving Community Health
The key informants were asked to think about the community at large and identify one priority
recommendation for improving health in Lake County they would wanted to see implemented if they
were "in charge" of committing resources (Table 86 below). Note that some of the recommendations
are not mutually exclusive and support for one could positively impact another. Some are relatively
low-cost items that could be undertaken even with limited dollars but good coordination and effective
collaboration, while other improvements could require policy changes, more public/private cooperation
and increased funding.

Lake County Community Health Needs Assessment 2016
BARBARA AVED ASSOCIATES

159

Table 86. Priority Health Improvement Recommendations Offered by Key Informants (n=12)

Focus on community residents and systems
















Community-based mental health services for individual and family therapy; hire additional case
managers and therapists.
Prevention and treatment services for addiction/substance abuse.
Create living wage jobs by becoming more business friendly.
Clean up efforts across the county (“the highways look awful”); pave every road.
Recruitment and retention of health professionals.
Affordable housing including some to attract recruitment of more professionals, e.g., nurses.
Use more schools as Hubs261 and expand the concept around the Lake (funding is the main
barrier). Use all of the Senior Centers as Hubs for transportation services.
A better paper referral process among providers so that referrals go to the provider who needs to
connect with the person being referred.
Education programs on healthy lifestyle changes by trained community leaders who have a support
group of peers; evidence suggests this is more effective when the leader is someone who struggles
with the same issues.
Focus on what Hope Rising expects to achieve as it engages every aspect of health and wellness.
Inform the Board of Supervisors leadership of the critical roles played by County mental health,
social services, public health and alcohol and drug services, arrange for a walk-through of services,
including talks with providers and clients. Re-orient after each election when there are changes.
Strategies to restore hope, but on a one-to-one basis (“the only thing to work is one-on-one to
make a personal connection”).

Note: Not in any particular order of importance. Some overlapping recommendations are listed separately to emphasize
varying ideas about similar suggestions.

The Hospitals’ Role in Improving Community Health
Since charitable hospitals are explicitly charged with implementing health improvement plans in the
communities they serve, key informants saw the local hospitals’ role in community health
improvement as described in Table 87 below. Two interviewees (note: not the two hospital
administrators) remarked that “both do a good job now, each in their own way.”
Table 87. Key Informants’ View of Hospitals’ Role in Improving Overall Community Health (n=12)


Access to Care





More community education so people use local services and referrals
more effectively; making sure people are getting connected to care to
avoid unnecessary emergency department use.
Blanket the general public with blasts that promote healthy lifestyle
choices (e.g., like the messages from the Sutter Lakeside
administrator shown at local movie theaters).
Recruit collaboratively for each system or service they can’t support
on their own (“cooperate to achieve the same goal”).

Table continues on next page

261

A place in the community, such as a school, with integrated services that serves as a place for the entire community to gather and learn.

Lake County Community Health Needs Assessment 2016
BARBARA AVED ASSOCIATES

160

(Continued)


Access to Care





Collaboration/Leadership



Scope of Involvement




Community Involvement

Other




Use their access to specialty care to facilitate recruitment of providers
into the county to reduce the number of out-of-county transfers.
Arrange for these providers to rotate through the rural and community
health centers, including the hospital’s own outpatient clinics, to
expand access.
Work closely with primary care providers to build more capacity in this
area.
Support health screenings.
Hospitals are pivotal for having a collaborative role.
Tighten up the relationship between hospital leadership and County
health leaders, especially concerning mental health services (“it’s easy
to not take responsibility for some of these cases”); decrease the gulf
between them.
Lead the wellness/Hope Rising efforts; support each other’s efforts in
this (“as they are currently doing”).
Broaden their role (“there’s no area they should be left out of;” “they
do this well now”).
Step up their role in prevention of violence and substance abuse, not
just related to medical issues.
Fund and be physically present in the community, e.g., tree planting,
community gardens, leading a hike.
Reach out to the high schools with support for direct screening and
education services.
Support community wellness centers (“restore Sutter Lakeside
Wellness Center”), especially for seniors and lower-income residents.

Note: Not in any particular order of importance. Some interviewees offered more than one suggestion. Some overlapping
comments are listed separately to emphasize varying ideas about similar statements.
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CONCLUSIONS
AND PRIORITIES
“There is a generational acceptance of social position—this is
how it is—that some people don’t try to overcome.” – Focus Group Participant
“Some people are afraid to call and ask for help because
government will come and take over.”– Focus Group Participant

The Community Health Needs Assessment was a dynamic and ongoing process that was undertaken
to identify the health needs of Lake County and the existing resources and assets that contribute to
health and well-being of residents. The CHNA relied on the collection and analysis of health data
relevant to the community and input by the community with expressed needs and suggestions for
improvements to address the identified needs.
There were few surprises in the 2016 CHNA. The continuing need for mental health support—nonacute, individual, couples and family therapy—again rose to the top of every group’s ranking of major
community health gaps. Ongoing concerns associated with substance abuse—ranging from health
effects to costs in violence and crime to the impact on children’s ability to succeed in school—once
more yielded priority attention by survey respondents, focus group participants and key informant
interviewees. The county health rankings on major factors like length of life and quality of life remain
troubling. They fluctuated only slightly between the prior and current CHNAs and overall have not
changed considerably—trading off between 56th and 57th at the bottom of California’s 58 counties.
Most Lake County health leaders, policymakers, providers, advocates and stakeholders are aware of
these statistics though some still seem to find it difficult to fully acknowledge. However, positive
change takes time and it is clear that a considerable amount of collaborative effort has occurred in
Lake County since 2013; it is also evident that this momentum and commitment is ongoing.
It is intended that the 2016 CHNA findings will have a practical application. The next step is to
operationalize them in organizational community health improvement plans (CHIPs) such as Public
Health’s planned CHIP, the Wellness Roadmap and future hospital implementation strategy plans that
can track and measure health improvement progress in Lake County.
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PRIORITIES
Guided by the findings from the community health needs assessment process, the Collaborative
identified 4 priority areas for focus over the next 3 years. The group agreed an important opportunity
exists in Lake County for all health partners—regardless of their own organization’s mission and
priorities that continue to go forward—to give greater attention to these priority areas to maximize the
collective impact. This could mean a re-direction of existing dollars, identifying new funding and other
assets (grants, private donations, in-kind), greater investment in infrastructure including human
capital, more creative uses of current resources, identifying non-traditional allies and a greater
commitment to volunteerism.
With so many competing needs, priority was given in the selection process to the needs that continue
to rise to the top while considering additional criteria such as impact, feasibility and urgency. The
group intentionally framed the priorities by issue rather than by population group (e.g., certain age or
community locations) since all Lake County residents are affected by these issues whether directly or
indirectly. The Collaborative recognized the overlap among the 4 priorities, and how multiple priorities
can be covered with single interventions.
Priority

Mental Health

While risk and protective factors vary, individuals, families and communities are impacted by mental
disorders in endless ways—health status, income, family stability, suicide risk, to name the more
important ones. People have different ways of coping with mental and emotional distress—some
healthy (exercise, worship), some not (drug use)—and different extents of support systems. Social
and economic determinants of mental health demand public health and population-based strategies to
prevent and manage common mental disorders in the community.262 Suggested strategies for Lake
County could include:
 Primary prevention such as teaching emotion-regulation skills to teens (which could be expanded
through School Hubs). Primary prevention examples in the context of physical health include
maintaining a healthy diet and exercise regimen (where various community food harvests,
pantries, farm-to-school and other nutrition projects can help) and avoiding smoking (tobacco
cessation efforts).
 Early intervention counseling (such as post-traumatic stress associated with the wildfires) to foster
coping skills and minimize the mental health impact, as well as one-to-one counseling and support
group services that are open in the evenings and reach out to vulnerable populations such as
seniors living alone, single parents and the LGBT community.
 Substance use/addiction services (tobacco cessation, residential drug treatment, AA groups) to
reduce the long-term negative consequences for mood and emotional health.
 Promoting volunteerism (transporting seniors, literacy programs for young children, fishing
excursions for disadvantaged youth) as being useful to others and being valued for what a person
can do can help build self-esteem.
 Home visits to those who are chronically ill or socially isolated.
 Caregiver respite to maintain the health and well-being of family care providers.
262

Thangadurai P, Jacob KS. Medicalizing distress, ignoring public health strategies. Ind J Psychol Med. 2014 Oct-Dec; 36(4): 351–354.
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 Public education through social media and other means to continue to reduce stigma.

Priority

Substance Use Disorders

Experts indicate that an optimal mix of prevention interventions, as well as treatment resources, are
required to address substance use issues in communities, because they are among the most difficult
social problems to prevent or reduce.263 Suggested strategies for Lake County could include:
 Primary prevention approach examples include creating environments that make it easier to act in
healthy ways (after-school programs that appeal to all kinds of youth where transportation is
provided, free community concerts in the park), social marketing with appropriately tailored key
messages, and school-based programs that aim to prevent alcohol, tobacco, and marijuana use
and violence by targeting the major social and psychological factors that promote the initiation of
substance use and other risky behaviors and build resiliency.
 Alternatives to substance abuse that are attractive, fun and affordable such as crafting, healthy
food community cooking contests and ethnic food fairs, and bike and swimming races that are
beneficial to improving emotional well-being.
 Continuation and expansion of the Opioid Coalition (Safe Rx Lake County).
 Public policies that result in fewer places for young people to purchase alcohol and stricter
community monitoring and enforcement (such as neighborhood watch programs that partner with
law enforcement).
 Supportive interventions to address disparities in smoking rates, such as for those with poor
mental health and adolescents, and reducing tobacco exposure to secondhand smoke where
community members live, work, and play.264
 Affordable and accessible gym memberships and other physical activity opportunities such as safe
senior walking and hiking opportunities. Physical activities that help decrease pain can help
reduce opioid use/misuse, for instance.
Priority

Access to Programs and Services

This priority area addresses a range of access concerns from inadequacies in infrastructure to lack of
community awareness. It was clear from the community input to the CHNA that so many people in
Lake County were unaware of the many health, educational, and social services and programs that
are already available (though not always affordable or convenient). Suggested strategies for Lake
County could include:
 Information distributed through up-to-date, user-friendly resource guides (English/Spanish), social
media, flyers and other print media (at supermarkets, senior centers, hair salons, schools, places
of worship) to inform residents at all income levels of services and programs.

263
264

Prevention of Substance Abuse and Mental Illness. http://www.samhsa.gov/prevention
Effective June 9, 2016, individuals must now be at least age 21 to buy tobacco products in California.
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 Transportation assistance (shuttle services, vehicle rides, bus passes, taxi vouchers), including
wheelchair-accessible transportation, to in-county as well as out-of-county locations for dental and
medical services as well as to social services and programs.
 Expansion of workforce capacity through recruitment and retention of medical, dental, and
therapist/counselor professionals to address specialty and geographic gaps, providing incentives
to attract candidates whose attitudes and practice styles align with the culture of Lake County.
 Community awareness that informs residents about the availability of various types of health
insurance coverage (and other available programs), and enrollment of eligible individuals using
health system navigators.
 Community cooking demonstrations and healthy recipes that promote and maintain a healthy diet
tailored to low-income individuals and families, seniors living alone, people with chronic health
conditions and others.
 Policy and system improvements such as integration of primary health care with behavioral health,
oral health, social services, specialty care, and public health.
 Meaningful community leader input and engagement and closer alignment of goals between
Public Health and Behavioral Health, the hospitals and sectors outside of these organizations
such as transportation, business and education.
Priority

Housing and Homelessness

The vast majority of homeless individuals and families fall into homelessness after a housing or
personal crisis. These households may require only short-term assistance to find permanent housing
quickly and without conditions. Others fall into homelessness after release from institutions, including
jail and the foster care system. Still others come to homelessness from mental health programs and
other medical care facilities. Early intervention to prevent homelessness is a critical component in
treating mental illness before it can cause serious results like unemployment and chronic
homelessness. Suggested strategies for Lake County could include:
 Year-round sheltering that includes families with children.
 Social programs that connect vulnerable populations with emergency services, temporary cash
assistance, and case management, many of which already exist in Lake County. By and large,
homeless individuals can access mainstream programs, including Temporary Assistance to Needy
Families (TANF), Supplemental Security Income (SSI), Medi-Cal and other existing federal
assistance programs.
 Financial and other support or assistance to achieve housing stability and individual well-being.
This can also minimize the length of stay in shelters and reduce repeat homeless episodes.
 Housing locator services that include incentives to landlords to rent to homeless households,
creative uses of housing vouchers and subsidies to help homeless individuals and families afford
their rental unit, and links to resources to help clients maintain their housing.
 Low-demand housing that does not mandate sobriety or treatment. It is well recognized that many
people living on the streets exhibit mental illness, substance addiction, and other negative behavior
patterns.
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ATTACHMENTS
“Don’t send us out of county. Give us our own resources.” – Focus Group
Participant
“We have such a beautiful environment here; if only you could
bring this into your soul.”– Key Informant Interviewee

ATTACHMENT 1:

CHNA APPROVAL

ATTACHMENT 2:

LAKE COUNTY COMMUNITY HEALTH NEEDS ASSESSMENT
COLLABORATIVE COMMITTEE

ATTACHMENT 3:

COMMUNITY FOCUS GROUP QUESTIONS

ATTACHMENT 4:

KEY INFORMANT INTERVIEWEES AND OTHER CONTACTS

ATTACHMENT 5:

KEY INFORMANT INTERVIEW QUESTIONS

ATTACHMENT 6:

COMMUNITY HEALTH SURVEY
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ATTACHMENT 1

2016 CHNA approval
This community health needs assessment was adopted on October 18, 2016 by the Adventist Health
System/West Board of Directors. The final report was made widely available on December 31, 2016.

CHNA/CHP contact:
Shelly Mascari
Director of Community Wellness
Phone: 707-995-5656
Email: shelly.mascari@ah.org
St. Helena Hospital Clear Lake
15322 Lakeshore Drive, Suite 201
Clearlake, CA 95422
Request a copy, provide comments or view electronic copies of current and previous
community health needs assessments: https://www.adventisthealth.org/pages/aboutus/community-health-needs-assessments.aspx
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ATTACHMENT 2

LAKE COUNTY COMMUNITY HEALTH NEEDS ASSESSMENT
STEERING COMMITTEE MEMBERS
(In Alphabetic Order by First Name)

Jennifer Dodd, Executive Director
Lake Family Resource Center

Karen Tait, MD, Health Officer
Lake County Health Services

Kimberly Tangermann, Clinic Director
Lakeview Health Center

Shelly Mascari, Director of Community Wellness
St. Helena Hospital Clear Lake

Susan Jen, MPH, MA, Director
Health Leadership Network

Tiffany Ortega, MHA, Assistant Administrator
Sutter Lakeside Hospital

Todd Metcalf, Program Manager
Lake County Department of Social Services

Tom Jordan, Executive Director
First 5 Lake County
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ATTACHMENT 3

COMMUNITY FOCUS GROUP QUESTIONS265

1. What do you think are the main health-related strengths/assets that contribute to health in Lake
County?
2. What do you think are the main factors that contribute to poor health in Lake County?
3. What do you think are the most important health issues faced by Lake County residents?
4. What do you think are the main reasons for why these are health issues or problems?
5. What one or two things would you recommend as priorities for improving health in Lake County?

265

These were the primary questions that were used to identify specific issues and various themes. The facilitators also
asked clarifying and probing questions to solicit fuller discussions.
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ATTACHMENT 4

KEY INFORMANT INTERVIEWS AND OTHER CONTACTS
(In Alphabetical Order)

Person Contacted

Agency/Organization

Key Informant Interviews

Brian Martin, Sheriff

Lake County Sheriff’s Office

Brock Falkenberg, Superintendent of Schools

Lake County Office of Education

Carol Brown, Nurse Manager

Veteran’s Services Administration, Lake County

David Santos, Vice President of Operations

St. Helena Hospital Clear Lake

Ernesto Padilla, Executive Director

Tribal Health

Gloria Flaherty, Retired Executive Director

Lake Family Resource Center

Jaclyn Ley, Director

Mother-Wise Program

Jim Brown, Director

Lake County Health Services Department

Lyn Scuri, Health Planner

Partnership Health Plan

Marc Shapiro, MD, Chief Medical Officer

St. Helena Hospital Clear Lake

Paul Hofacker, PhD, Psychologist

Lake County Behavioral Health

Siri Nelson, Chief Executive Officer

Sutter Lakeside Hospital

Interviewed/Consulted for Specific Data or Information
Miles Gordon, Food Systems Director

North Coast Opportunities

Rebecca Holton, Physician Recruiter

St. Helena Hospital Clear Lake

Sherylin Taylor, Director of MCAH and Public
Health Nursing

Lake County Public Health Department
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ATTACHMENT 5

KEY INFORMANT INTERVIEW QUESTIONS266
1.

What do you believe are the unique characteristics or strengths of Lake County that contribute
to people’s health and well-being/quality of life?

2.

What do you think are the 3 biggest health-related challenges in the county that need more
attention?
a. Have these problems gotten worse in the last 3-4 years (not exclusively tied to the 2015
wildfires)?
b. Are there specific locations that struggle with these health issues the most?
c. What specific populations or groups struggle with these health issues the most?

3.

What do you see as the main barriers to addressing these issues? Why?

4.

What resources/assets in the region are already working well to address these issues?
Are there any health resources in the region that are underutilized?

5. In the last needs assessment, the health collaborative group identified 4 priority areas (below).
What evidence have you seen of progress on these?
a. Promotion and support of healthy choices/healthy behaviors.
b. Promotion and support of emotional and mental health and well-being.
c. Prevention and treatment of use/misuse of legal and illegal substances, including
prescription drugs and medications.
d. Promotion of collaborative relationships and coordination of services among Lake County
health and human services providers.
6. What “forces of change” or trends do you see coming in the next 3-4 years that could positively or
negatively affect the community’s health in this region?
7. What role do you think the Lake County hospitals should play in addressing community health?
8. If you had just one suggestion for improving the health of the community, what priority would it be?
How would it work to see it implemented? For example, are there organizational or policy
changes that would have to happen at the local or regional level to implement your suggestion?
What would it take to make those changes?
9. Additional comments?

266

Not all individuals were asked all of the questions, questions were not necessarily asked in the same order, and additional questions were
asked of some interviewees to capture specific data or learn from specific expertise.
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ATTACHMENT 6

LAKE COUNTY COMMUNITY HEALTH SURVEY
Please take a moment to complete this survey. The purpose is to get your opinions and ideas about
community health concerns in Lake County. We will use the results of the survey to continue to improve
health in our community.
1.

I consider my own personal overall health to be
a.

Excellent

b. Very Good

. [Circle only one answer to fill in the blank]

c. Good

d. Fair

e. Poor

2. What 1 or 2 things prompts or motivates you to take care of your own health?

3. What do you think are the 3 most important reasons that make Lake County a good place to live? [Circle only 3]
a. Low disease rates
h. Religious or spiritual values
b. Jobs/good economy
i. Low crime/safe neighborhoods
c. Good schools
j. Acceptance of diversity
d. Access to health care
k. Arts and cultural events
e. Population size
l. Community involvement
f. Affordable housing
m. Healthy/fresh food opportunities
g. Recreation/Parks
n. Other (What?)
4. From the list below, what do you think are the 3 most important health challenges facing people in Lake County? The
most important are the challenges you feel have the greatest impact on overall community health. [Circle only 3]
a.
b.
c.
d.
e.
f.
g.
h.

Domestic violence
Motor vehicle crashes
Alcohol and drug abuse
Teenage pregnancy
Hunger/poor quality food
Child abuse/neglect
Inactivity/lack of exercise
Mental health (including depression, anxiety)

i. Tobacco use, e-cigarettes, vapes, etc.
j. Homelessness
k. Lack of access to medical care
l. Not getting vaccinations
m. Chronic diseases (e.g., cancer, diabetes, high blood pressure)
n. Lack of access to dental services
o. Air quality
p. Other (What?)

5. What do you think are the most important actions that should happen to improve people’s health and well-being in
Lake County over the next 5 years? [List 2 suggestions for how you would create a healthier community]

6. What do you do to maintain positive mental well-being? [Please describe in a few words]
7. When was the last time you saw a doctor for a routine or preventive health visit (check-up, screening test), not a
visit for a medical problem? [Circle only one answer]
a.
Less than 1 year ago
b. 1-2 years ago
c. More than 2 years ago
8. In the last year were you or a family member unable to obtain or did you delay obtaining necessary care for any of
the following?
No

Yes

a.

Medical

b.

Dental care

c.

Prescriptions (Why?

care

(Why?
(Why?

Page 1 of 2

9. Where did you last see a doctor or visit a clinic for the following:
a. For a regular exam/general check-up:
b. For specialty care:

In Lake County

In Lake County

Outside Lake County (City?

Outside Lake County (City?

)
) [Skip if you didn’t see a specialist]

10. How do you prefer to receive health education type of information? [Circle all that apply]
a. In the mail

e. TV

b. Printed materials distributed in community

c. Social media

d. Online (websites)

f. Radio

Please tell us about yourself:

11. Did you personally lose property, pets or other animals (e.g., livestock) in the 2015 wildfires?
12. What is your race/ethnicity? __Asian
13. What is your annual household income?

Black/AA __White
$0-$20,000

Amer Ind

Hispanic/Latino

$21,000-$40,000

No
Multirace

$41,000-$80,000

Yes
Other

$81,000 +

14. How many people are supported on this income?
15. What is your age?

Under 21

Age 21-39

_

Age 40-64

Age 65-84

Age 85+

16. What city or town do you live in?

Thank you!

Please Note: The survey ends on March 20, 201 6
If you have questions or want to take this survey online, contact Tiffany Ortega at Sutter Lakeside Hospital at (707) 262-5016 or OrtegaT@sutterhealth.org
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Executive	
  Summary	
  	
  
In	
  2013,	
  Frank	
  R.	
  Howard	
  Memorial	
  Hospital	
  (HMH)	
  collaborated	
  with	
  Healthy	
  Mendocino	
  to	
  conduct	
  a	
  
triennial	
  Community	
  Health	
  Needs	
  Assessment	
  (CHNA).	
  The	
  community	
  health	
  needs	
  assessment	
  is	
  
conducted	
  not	
  only	
  to	
  fulfill	
  the	
  requirement	
  of	
  California’s	
  Community	
  Benefit	
  Legislation	
  (SB	
  697)	
  and	
  
the	
  Affordable	
  Care	
  Act	
  (H.R.	
  3590);	
  but	
  also	
  in	
  response	
  to	
  the	
  mission	
  of	
  our	
  hospital:	
  “to	
  improve	
  our	
  
patients'	
  physical,	
  mental	
  and	
  spiritual	
  well-‐being,	
  and	
  to	
  enhance	
  the	
  health	
  of	
  our	
  community”.	
  	
  
	
  
Key	
  Findings:	
  	
  
• According	
  to	
  the	
  California	
  Department	
  of	
  Finance,	
  the	
  older	
  adult	
  population,	
  60	
  and	
  older	
  
increased	
  by	
  slightly	
  over	
  30%	
  in	
  Mendocino	
  County	
  between	
  2000	
  and	
  2010	
  whereas	
  the	
  adult	
  
population,	
  30-‐59	
  decreased	
  by	
  7%	
  in	
  the	
  same	
  time	
  period.	
  
• Chronic	
  diseases	
  account	
  for	
  the	
  four	
  leading	
  causes	
  of	
  death	
  in	
  Mendocino	
  County	
  with	
  cancer	
  
(including	
  lung	
  cancer)	
  and	
  heart	
  disease	
  causing	
  over	
  50%	
  of	
  all	
  deaths	
  followed	
  by	
  stroke	
  and	
  
chronic	
  lower	
  respiratory	
  diseases.	
  
• 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).	
  	
  
• An	
  estimated	
  27.7%	
  (more	
  than	
  one-‐fourth)	
  of	
  Mendocino	
  County	
  residents	
  were	
  diagnosed	
  
with	
  arthritis	
  compared	
  to	
  19%	
  statewide.	
  
• In	
  2009,	
  17.4%	
  (almost	
  1	
  in	
  5)	
  of	
  Mendocino	
  County	
  adults	
  were	
  current	
  smokers;	
  and	
  38.2%	
  
(almost	
  2	
  in	
  5)	
  of	
  adults	
  engaged	
  in	
  binge	
  drinking	
  in	
  the	
  past	
  year.	
  
	
  
After	
  reviewing	
  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?	
  and	
  5)	
  Who	
  needs	
  our	
  help	
  the	
  most?	
  From	
  this	
  analysis,	
  three	
  priority	
  areas	
  were	
  identified:	
  	
  
• Behavioral	
  Health	
  
• Chronic	
  Disease	
  with	
  emphasis	
  on:	
  diabetes,	
  heart	
  disease,	
  stroke,	
  and	
  cancer	
  prevention	
  	
  
• Advanced	
  Aging	
  Care	
  with	
  emphasis	
  on:	
  accident	
  prevention	
  and	
  orthopedic	
  care	
  	
  
	
  
	
  
Moving	
  forward,	
  these	
  priority	
  areas	
  will	
  be	
  used	
  to	
  guide	
  the	
  development	
  of	
  a	
  Community	
  Health	
  
Plan,	
  with	
  initiatives	
  designed	
  to	
  address	
  these	
  concerns.	
  Building	
  a	
  healthy	
  community	
  requires	
  
multiple	
  stakeholders	
  working	
  together	
  with	
  a	
  common	
  purpose.	
  We	
  invite	
  you	
  to	
  explore	
  our	
  health	
  
challenges	
  in	
  Mendocino	
  County	
  outlined	
  in	
  this	
  report.	
  	
  More	
  importantly	
  though,	
  we	
  hope	
  you	
  use	
  the	
  
findings	
  in	
  this	
  report	
  to	
  conceptualize	
  collective	
  solutions,	
  establish	
  sustainable	
  partnerships,	
  and	
  work	
  
towards	
  a	
  healthier	
  Mendocino	
  County.	
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Letter	
  from	
  the	
  CEO	
  
Dear	
  Community,	
  	
  
As	
  Chief	
  Executive	
  Officer	
  of	
  Howard	
  Memorial	
  Hospital,	
  I	
  
would	
  like	
  to	
  share	
  our	
  Community	
  Health	
  Needs	
  Assessment	
  
with	
  you.	
  	
  As	
  you	
  read	
  this	
  assessment,	
  please	
  join	
  me	
  in	
  
imagining	
  a	
  healthier	
  community	
  and	
  strategizing	
  in	
  how	
  we	
  
can	
  align	
  resources	
  for	
  a	
  stronger	
  community.	
  	
  	
  	
  
Howard	
  Memorial	
  Hospital	
  is	
  striving	
  to	
  meet	
  our	
  community’s	
  
current	
  and	
  future	
  health	
  needs.	
  Currently,	
  we	
  have	
  been	
  
named	
  as	
  a	
  2013	
  Professional	
  Research	
  Consultants	
  (PRC)	
  Top	
  
Performer	
  Hospital	
  in	
  patient	
  care	
  for	
  employee	
  perception.	
  
These	
  awards	
  further	
  emphasize	
  our	
  commitment	
  to	
  providing	
  
top-‐notch	
  medical	
  services,	
  patient	
  care,	
  and	
  healing	
  ministry	
  to	
  the	
  Willits	
  community.	
  	
  
The	
  Community	
  Health	
  Needs	
  Assessment	
  thoroughly	
  outlines	
  health	
  status	
  in	
  our	
  community.	
  	
  
This	
  process	
  gave	
  us	
  new	
  insight	
  into	
  the	
  health	
  of	
  our	
  community,	
  areas	
  we	
  collectively	
  have	
  
identified	
  as	
  priorities,	
  and	
  where	
  we	
  could	
  partner	
  and	
  lead	
  for	
  better	
  health	
  outcomes	
  in	
  our	
  
region.	
  We	
  plan	
  to	
  listen	
  to	
  our	
  community,	
  document	
  successes	
  and	
  opportunities	
  for	
  
improvement;	
  with	
  the	
  intention	
  of	
  becoming	
  a	
  trusted	
  community	
  partner.	
  	
  	
  
Building	
  a	
  healthy	
  community	
  requires	
  multiple	
  stakeholders	
  working	
  together.	
  We	
  must	
  strive	
  
to	
  build	
  lasting	
  partnerships	
  that	
  span	
  across	
  multiple	
  sectors,	
  actively	
  engaging	
  in	
  finding	
  
solutions.	
  	
  We	
  invite	
  you	
  review	
  our	
  assessment	
  and	
  allow	
  us	
  to	
  join	
  you	
  in	
  finding	
  
opportunities	
  to	
  partner	
  for	
  a	
  healthier	
  region.	
  
Sincerely,	
  	
  
	
  
Rick	
  Bockmann,	
  CEO	
  
Howard	
  Memorial	
  Hospital	
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Introduction	
  	
  
Where	
  and	
  how	
  we	
  live	
  is	
  vital	
  to	
  our	
  health.	
  As	
  you	
  read	
  this	
  document,	
  think	
  about	
  health	
  in	
  
Mendocino	
  County	
  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	
  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.	
  	
  
Frank	
  R.	
  Howard	
  Memorial	
  Hospital	
  (HMH),	
  part	
  of	
  Adventist	
  Health,	
  is	
  dedicated	
  
understanding	
  our	
  community	
  and	
  contributing	
  to	
  its’	
  growth	
  and	
  well-‐being.	
  In	
  2011,	
  
Howard	
  Memorial	
  Hospital	
  partnered	
  with	
  19	
  other	
  community	
  organizations	
  to	
  create	
  and	
  
fund	
  Healthy	
  Mendocino.	
  Healthy	
  Mendocino	
  is	
  a	
  collaborative	
  effort	
  to	
  track	
  key	
  indicators	
  of	
  
health	
  in	
  Mendocino	
  County	
  and	
  make	
  this	
  information	
  publicly	
  available	
  through	
  the	
  
HealthyMedocino.org	
  website.	
  Information	
  on	
  the	
  website	
  includes	
  traditional	
  health	
  measures	
  
plus	
  data	
  on	
  the	
  economy,	
  natural	
  and	
  social	
  environments,	
  education,	
  public	
  safety,	
  
transportation,	
  and	
  more:	
  
•
•
•
•

Dashboard	
  of	
  local	
  health	
  and	
  quality	
  of	
  life	
  indicators,	
  with	
  comparison	
  graphics	
  
Database	
  of	
  1800+	
  Promising	
  Practices	
  from	
  across	
  the	
  U.S.,	
  with	
  contact	
  information	
  
Links	
  to	
  local	
  resources	
  such	
  as	
  211	
  (a	
  service	
  clearinghouse)	
  and	
  other	
  initiatives	
  and	
  
websites	
  
2012	
  Community	
  Health	
  Needs	
  Assessment	
  

For	
  2013,	
  HMH	
  has	
  officially	
  adopted	
  Healthy	
  Mendocino’s	
  CHNA	
  to	
  satisfy	
  the	
  legal	
  
requirements	
  of	
  the	
  Affordable	
  Care	
  Act	
  (full	
  report	
  can	
  be	
  found	
  in	
  Appendix	
  A).	
  	
  
Developing	
  priorities	
  and	
  targeting	
  interventions	
  from	
  knowledge	
  gained	
  through	
  this	
  
assessment,	
  increases	
  our	
  ability	
  to	
  improve	
  the	
  health	
  of	
  our	
  community.	
  Developing	
  a	
  shared	
  
understanding	
  of	
  challenges	
  and	
  opportunities	
  is	
  a	
  critical	
  next	
  step	
  to	
  creating	
  and	
  
implementing	
  a	
  community	
  health	
  plan	
  that	
  addresses	
  each	
  priority	
  area	
  identified.	
  	
  
Building	
  a	
  healthy	
  environment	
  requires	
  multiple	
  stakeholders	
  working	
  together	
  with	
  a	
  
common	
  purpose.	
  We	
  invite	
  you	
  to	
  explore	
  the	
  health	
  status	
  in	
  our	
  community,	
  which	
  is	
  
outlined	
  in	
  this	
  assessment.	
  	
  More	
  importantly	
  though,	
  we	
  hope	
  you	
  imagine	
  a	
  healthier	
  region,	
  
where	
  we	
  collectively	
  prioritize	
  our	
  health	
  concerns	
  and	
  find	
  solutions	
  across	
  a	
  broad	
  range	
  of	
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sectors	
  to	
  create	
  healthier	
  communities	
  for	
  ourselves	
  and	
  our	
  families.	
  

Methodology/Requirements	
  
The	
  CHNA	
  is	
  conducted	
  not	
  only	
  to	
  fulfill	
  the	
  requirement	
  of	
  California’s	
  Community	
  Benefit	
  
Legislation	
  (SB	
  697)	
  but	
  also	
  in	
  response	
  to	
  the	
  hospital’s	
  mission,	
  “to	
  improve	
  our	
  patients'	
  
physical,	
  mental	
  and	
  spiritual	
  well-‐being,	
  and	
  to	
  enhance	
  the	
  health	
  of	
  our	
  community”.	
  The	
  
CHNA	
  also	
  meets	
  the	
  requirements	
  of	
  the	
  Patient	
  Protection	
  and	
  Affordable	
  Care	
  Act	
  of	
  2010	
  
(H.R.	
  3590)	
  for	
  nonprofit	
  hospitals.	
  The	
  primary	
  focus	
  of	
  this	
  assessment	
  is	
  on	
  elevating	
  the	
  
health	
  of	
  our	
  community	
  by	
  identifying	
  community	
  needs	
  and	
  prioritizing	
  our	
  response	
  to	
  those	
  
needs.	
  As	
  such,	
  we	
  have	
  adopted	
  Healthy	
  Mendocino’s	
  CHNA	
  for	
  2012.	
  This	
  will	
  allow	
  for	
  
alignment	
  of	
  priority	
  areas	
  and	
  provide	
  opportunities	
  for	
  future	
  collaborative	
  efforts.	
  	
  
Quantitative	
  Data	
  
•

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,	
  and	
  other	
  various	
  local,	
  state	
  and	
  federal	
  
databases.	
  	
  

	
  

Qualitative	
  Data	
  
To	
  validate	
  data	
  and	
  ensure	
  a	
  broad	
  representation	
  of	
  the	
  community,	
  qualitative	
  data	
  was	
  
collected	
  as	
  follows:	
  
•

Key	
  informant	
  interviews	
  with	
  community	
  leaders	
  to	
  engage	
  them	
  in	
  the	
  development	
  
of	
  our	
  interventions	
  and	
  elicit	
  their	
  input	
  to	
  improve	
  the	
  health	
  of	
  our	
  region.	
  

Information	
  Gaps	
  
It	
  should	
  be	
  noted	
  that	
  the	
  key	
  informant	
  interviews	
  are	
  not	
  based	
  on	
  a	
  random	
  sample	
  of	
  
community	
  leaders.	
  The	
  key	
  informants	
  were	
  not	
  chosen	
  based	
  on	
  random	
  sampling	
  technique,	
  
but	
  were	
  invited	
  because	
  their	
  comments	
  represented	
  the	
  underserved,	
  low	
  income,	
  minority,	
  
or	
  chronically	
  ill	
  populations.	
  Finally,	
  this	
  assessment	
  relies	
  on	
  several	
  national	
  and	
  state	
  
entities	
  with	
  publicly	
  available	
  data.	
  All	
  limitations	
  inherent	
  in	
  these	
  sources	
  remain	
  present	
  for	
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this	
  assessment.	
  

Community	
  Profile	
  
HMH,	
  part	
  of	
  Adventist	
  Health,	
  is	
  a	
  38-‐bed	
  critical	
  access	
  non-‐profit	
  hospital	
  located	
  in	
  Willits,	
  
California.	
  Founded	
  in	
  1928,	
  HMH’s	
  mission	
  is	
  to	
  provide	
  the	
  highest	
  quality	
  of	
  service.	
  In	
  
partnership	
  with	
  physicians	
  and	
  community	
  leaders,	
  our	
  purpose	
  is	
  to	
  improve	
  our	
  patients’	
  
physical,	
  mental	
  and	
  spiritual	
  well-‐being,	
  and	
  to	
  enhance	
  the	
  health	
  of	
  our	
  community.	
  	
  
Services	
  include:	
  	
  
•
•
•
•
•
•
•
•

	
  

Discharge	
  Planning	
  	
  
Health	
  Education	
  	
  
Emergency	
  Room	
  
Home	
  Health	
  and	
  Hospice	
  
ICU	
  
Laboratory	
  
Med/Surgery	
  
Medical	
  Imaging	
  	
  

Orthopedic	
  Joint	
  Center	
  
Pet	
  Therapy	
  
Pharmacy	
  
Rehabilitation	
  Services	
  
Respiratory	
  Therapy	
  
Spiritual	
  Care	
  
Staff	
  Development	
  
Surgery	
  

•
•
•
•
•
•
•
•

Our	
  beautiful	
  Willits	
  community	
  is	
  about	
  two	
  and	
  a	
  
half	
  hours	
  north	
  of	
  San	
  Francisco.	
  It’s	
  considered	
  
the	
  Gateway	
  to	
  the	
  Redwoods,	
  offering	
  natural	
  
beauty	
  and	
  a	
  slower	
  pace	
  of	
  life,	
  while	
  being	
  only	
  a	
  
short	
  drive	
  from	
  the	
  Bay	
  Area.	
  	
  	
  
Willits	
  rests	
  in	
  the	
  heart	
  of	
  Mendocino	
  County,	
  
California.	
  Mendocino	
  County	
  is	
  a	
  3,509	
  square	
  
mile	
  rural	
  county	
  in	
  Northern	
  California	
  wherein	
  
some	
  geographic	
  areas	
  are	
  actually	
  designated	
  as	
  
frontier.	
  It	
  is	
  the	
  15th	
  largest	
  county	
  in	
  California,	
  
and	
  topographically	
  diverse,	
  with	
  ocean,	
  inland	
  
valleys,	
  mountains,	
  lakes	
  and	
  rivers	
  and	
  redwood	
  
forests.	
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Discharges	
  for	
  HMH	
  by	
  Zip	
  Code,	
  2011	
  
Laytonville,	
  
	
  9.8%	
  

Ukiah,	
  13.4%	
  
Willits,	
  76.7%	
  

According	
  to	
  the	
  Office	
  of	
  
Statewide	
  Health	
  Planning	
  and	
  
Development	
  (OSHPD),	
  in	
  2011	
  
the	
  majority	
  of	
  patients	
  
discharged	
  from	
  HMH	
  reside	
  in	
  
Willits	
  (76.7%;	
  95490	
  zip	
  code).	
  
The	
  rest	
  reside	
  in	
  Ukiah	
  (13.4%,	
  
95482	
  zip	
  code)	
  and	
  Laytonville	
  
(9.8%,	
  95454	
  zip	
  code).	
  	
  

To	
  increase	
  our	
  capacity	
  to	
  
service,	
  HMH	
  is	
  building	
  a	
  new	
  
facility.	
  Crews	
  broke	
  ground	
  
Data	
  Source:	
  OSHPD	
  Healthcare	
  Atlas	
  (2013)	
  
August	
  13,	
  2012	
  at	
  the	
  building	
  
site	
  located	
  at	
  the	
  corner	
  of	
  East	
  
Hill	
  Road	
  and	
  Haehl	
  Creek	
  Drive	
  at	
  the	
  south	
  end	
  of	
  Willits.	
  The	
  two-‐story,	
  74,000	
  square	
  foot	
  
hospital	
  will	
  be	
  more	
  than	
  double	
  the	
  size	
  of	
  the	
  current	
  hospital.	
  Construction	
  of	
  the	
  
replacement	
  hospital	
  is	
  expected	
  to	
  take	
  two	
  years	
  and	
  be	
  completed	
  the	
  summer	
  of	
  2014,	
  
with	
  occupancy	
  shortly	
  thereafter.	
  	
  
	
  

Age	
  and	
  Gender	
  
Age	
  is	
  a	
  critical	
  component	
  of	
  understanding	
  a	
  community’s	
  profile	
  and	
  provides	
  elements	
  in	
  
planning	
  for	
  needed	
  health	
  services.	
  Younger	
  populations	
  require	
  more	
  prevention	
  and	
  health	
  
education	
  while	
  Older	
  populations	
  are	
  prone	
  to	
  certain	
  chronic	
  diseases	
  and	
  require	
  health	
  
services	
  in	
  higher	
  acuity	
  settings.	
  With	
  the	
  Baby	
  Boomer	
  Generation	
  aging,	
  chronic	
  diseases	
  are	
  
expected	
  to	
  increase.	
  January	
  2011	
  marked	
  the	
  beginning	
  stage	
  of	
  Baby	
  Boomers	
  entering	
  the	
  
Medicare	
  program.	
  Having	
  an	
  accurate	
  count	
  of	
  the	
  age	
  distribution	
  of	
  the	
  service	
  area	
  is	
  
imperative	
  in	
  ensuring	
  availability	
  of	
  adequate	
  health	
  care	
  services.	
  	
  
Males	
  and	
  females	
  have	
  differing	
  healthcare	
  needs	
  and	
  require	
  targeted	
  services.	
  
Understanding	
  gender	
  distributions	
  of	
  the	
  community	
  can	
  ensure	
  appropriate	
  healthcare	
  
delivery.	
  Gender	
  also	
  has	
  important	
  health	
  implications	
  in	
  terms	
  of	
  access	
  to	
  resources	
  and	
  
services,	
  engagement	
  in	
  risk	
  behaviors,	
  and	
  environmental	
  exposures.	
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HMH	
  2012	
  Hospital	
  Discharge	
  Summary,	
  by	
  Age	
  
Age	
  Groups	
  
Number	
  
Percent	
  
01-‐09	
  
11	
  
0.8%	
  
10-‐19	
  
36	
  
2.7%	
  
20-‐29	
  
75	
  
5.6%	
  
30-‐39	
  
79	
  
5.9%	
  
40-‐49	
  
105	
  
7.8%	
  
50-‐59	
  
223	
  
16.6%	
  
60-‐69	
  
282	
  
21.0%	
  
70-‐79	
  
290	
  
21.5%	
  
80	
  years	
  +	
  
245	
  
18.2%	
  
Total	
  
1,346	
  
100.00%	
  

HMH	
  2012	
  Emergency	
  Department	
  Encounters,	
  
	
  
by	
  Age	
  
Age	
  Groups	
  
Number	
  
Percent	
  
	
  
01-‐09	
  
794	
  
9.09%	
  
10-‐19	
  
1,044	
  
11.95%	
  
20-‐	
  29	
  
1,390	
  
15.91%	
  
30-‐39	
  
1,152	
  
13.19%	
  
40-‐	
  49	
  
955	
  
10.93%	
  
50-‐59	
  
1,204	
  
13.78%	
  
60-‐	
  69	
  
920	
  	
  
10.53%	
  
70-‐79	
  
619	
  
7.08%	
  
80	
  	
  years	
  +	
  
507	
  
5.80%	
  
Under	
  1	
  year	
  
150	
  
1.72%	
  
	
  
Unknown	
  
2	
  
0.02%	
  
Total	
  
8,737	
  
100.00%	
  

Note:	
  Percentages	
  may	
  not	
  equal	
  100%	
  because	
  of	
  
rounding.	
  Data	
  Source:	
  OSHPD	
  Healthcare	
  Atlas	
  
(2013)	
  

	
  

	
   Percentages	
  may	
  not	
  equal	
  100%	
  because	
  of	
  
Note:	
  
rounding.	
  Data	
  Source:	
  OSHPD	
  Healthcare	
  Atlas	
  
	
  
(2013)	
  
	
  

	
  

	
   2012	
  Emergency	
  Department	
  Encounters,	
  
HMH	
  
by	
  Gender	
  
	
  

Gender	
  
Female	
  
	
  
Male	
  
	
  
Total	
  

Number	
  
4,428	
  
4,309	
  
8,737	
  

HMH	
  2012	
  Hospital	
  Discharge	
  Summary,	
  by	
  
Gender	
  

Gender	
  
Female	
  
Male	
  
Total	
  

Percent	
  
50.68%	
  
49.32%	
  
100.00%	
  

Percent	
  
55.1%	
  
44.9%	
  
100.00%	
  

Note:	
  Percentages	
  may	
  not	
  equal	
  100%	
  because	
  of	
  
rounding.	
  Data	
  Source:	
  OSHPD	
  Healthcare	
  Atlas	
  (2013)	
  

Note:	
  Percentages	
  may	
  not	
  equal	
  100%	
  because	
  of	
  
	
  
rounding.	
  
Data	
  Source:	
  OSHPD	
  Healthcare	
  Atlas	
  
(2013)	
  

	
  

Number	
  
741	
  
605	
  
1,346	
  

	
  

	
  

Key	
  Findings:	
  	
  
•
•

	
  

In	
  2012,	
  13.78%	
  of	
  emergency	
  department	
  encounters	
  were	
  among	
  patients	
  aged	
  50-‐59	
  
years.	
  	
  
21.5%	
  of	
  all	
  hospital	
  discharges	
  were	
  among	
  patients	
  aged	
  70-‐79	
  years.	
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Race	
  and	
  Ethnicity	
  
A	
  health	
  disparity	
  is	
  defined	
  as	
  a	
  persistent	
  gap	
  between	
  the	
  health	
  status	
  of	
  minorities	
  as	
  
compared	
  to	
  non-‐minorities	
  in	
  the	
  United	
  States.	
  Despite	
  continued	
  advances	
  in	
  health	
  care	
  
and	
  technology,	
  racial	
  and	
  ethnic	
  minorities	
  continue	
  to	
  have	
  higher	
  rates	
  of	
  disease,	
  disability,	
  
and	
  premature	
  death	
  than	
  non-‐minorities.	
  
HMH	
  2012	
  Hospital	
  Discharge	
  Summary,	
  	
  
by	
  Race	
  	
  
Race	
  
Number	
  
Percent	
  
Asian/Pacific	
  
2	
  
0.1%	
  
Islander	
  
Black	
  
8	
  
0.6%	
  
Native	
  
64	
  
4.8%	
  
American/	
  
Eskimo/Aleut	
  
White	
  
1,249	
  
92.8%	
  
Other	
  
4	
  
0.3%	
  
Unknown	
  
19	
  
1.4%	
  
Total	
  
1,346	
  
100.00%	
  

	
  HMH	
  2012	
  Emergency	
  Department	
  Encounters,	
  by	
  
	
  Race	
  

American	
  Indian	
  
	
  or	
  Alaska	
  Native	
  
Asian	
  
	
  Black	
  or	
  African	
  
American	
  
	
  Native	
  Hawaiian	
  
or	
  Other	
  Pacific	
  
	
  Islander	
  
Other	
  Race	
  
	
  Unknown	
  
White	
  
Total	
  
	
  

Race	
  
Number	
  
622	
  

Percent	
  
7.12%	
  

27	
  
81	
  

0.31%	
  
0.93%	
  

	
   1	
  

0.01%	
  

64	
  
44	
  
7,898	
  
8,737	
  

0.73%	
  
0.50%	
  
90.40%	
  
100.00%	
  

Note:	
  Percentages	
  may	
  not	
  equal	
  100%	
  because	
  of	
  
rounding.	
  Data	
  Source:	
  OSHPD	
  Healthcare	
  Atlas	
  
(2013)	
  

Note:	
  Percentages	
  may	
  not	
  equal	
  100%	
  because	
  of	
  
rounding.	
  Data	
  Source:	
  OSHPD	
  Healthcare	
  Atlas	
  (2013)	
  

	
  

	
  

	
  

	
   HMH	
  2012	
  Emergency	
  Department	
  Encounters,	
  by	
  
	
  Ethnicity	
  

Non-‐Hispanic	
  or	
  

	
  Non-‐Latino	
  

Hispanic	
  or	
  Latino	
  

	
  Unknown	
  

Total	
  

Ethnicity	
  
	
  
Number	
  
8,096	
  

Percent	
  
92.66%	
  

598	
  
43	
  
8,737	
  

6.84%	
  
0.49%	
  
100.00%	
  

HMH	
  2012	
  Hospital	
  Discharge	
  Summary,	
  	
  
by	
  Ethnicity	
  
Ethnicity	
  
Number	
  
Percent	
  
Non-‐Hispanic	
  
1,289	
  
95.77%	
  
Hispanic	
  
50	
  
3.71%	
  
Unknown	
  
7	
  
0.52%	
  
Total	
  
1,346	
  
100.00%	
  
Note:	
  Percentages	
  may	
  not	
  equal	
  100%	
  because	
  of	
  
rounding.	
  Data	
  Source:	
  OSHPD	
  Healthcare	
  Atlas	
  
(2013)	
  

	
  Note:	
  Percentages	
  may	
  not	
  equal	
  100%	
  because	
  of	
  

rounding.	
  Data	
  Source:	
  OSHPD	
  Healthcare	
  Atlas	
  (2013)	
  

	
  

	
  

Key	
  Findings:	
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•

The	
  majority	
  of	
  hospital	
  discharges	
  and	
  emergency	
  department	
  encounter	
  were	
  among	
  
Non-‐Hispanic/Non-‐Latino	
  patients.	
  	
  

Existing	
  Facilities	
  and	
  Resources	
  	
  
As	
  part	
  of	
  our	
  assessment,	
  we	
  compiled	
  a	
  list	
  of	
  existing	
  facilities	
  and	
  resources	
  in	
  the	
  area	
  who	
  
were	
  working	
  to	
  address	
  health	
  needs	
  in	
  our	
  community.	
  This	
  was	
  done	
  not	
  only	
  to	
  fulfill	
  the	
  
legal	
  requirements	
  set	
  forth	
  by	
  the	
  Affordable	
  Care	
  Act,	
  but	
  also	
  to	
  educate	
  ourselves	
  on	
  
community	
  partners	
  and	
  to	
  look	
  for	
  potential	
  connections.	
  	
  
Name	
  
Anderson	
  Valley	
  Health	
  Center	
  
Consolidated	
  Tribal	
  Health	
  Project,	
  
Inc.	
  	
  
County	
  of	
  Mendocino,	
  CA	
  Behavioral	
  
Health	
  &	
  Recovery	
  Services:	
  Fort	
  
Bragg	
  
County	
  of	
  Mendocino,	
  CA	
  Behavioral	
  
Health	
  &	
  Recovery	
  Services:	
  Ukiah	
  
County	
  of	
  Mendocino,	
  CA	
  Behavioral	
  
Health	
  &	
  Recovery	
  Services:	
  Willits	
  
County	
  of	
  Mendocino,	
  CA:	
  Fort	
  Bragg	
  
Health	
  Center	
  
County	
  of	
  Mendocino,	
  CA:	
  Ukiah	
  
Health	
  Center	
  
County	
  of	
  Mendocino,	
  CA:	
  Willits	
  
Health	
  Center	
  
Hillside	
  Health	
  Center	
  

Jerold	
  Phelps	
  Community	
  Hospital	
  
Lakeside	
  Health	
  Center	
  

	
  

Location	
  
13500	
  Airport	
  Road	
  
Boonville,	
  CA	
  95415	
  
6991	
  N.	
  State	
  St.	
  	
  
Redwood	
  Valley,	
  CA,	
  
95470	
  
790-‐B	
  South	
  Franklin	
  
Street	
  	
  
Ft.	
  Bragg,	
  CA	
  95437	
  
1120	
  South	
  Dora	
  Street	
  	
  
Ukiah,	
  CA	
  95482	
  
221-‐B	
  South	
  Lenore	
  
Avenue	
  	
  
Willits,	
  CA	
  95490	
  
120	
  West	
  Fir	
  Street	
  	
  
Ft.	
  Bragg,	
  CA	
  95437	
  
1120	
  South	
  Dora	
  Street	
  
Ukiah,	
  CA	
  95482	
  
221-‐B	
  South	
  Lenore	
  
Avenue	
  	
  
Willits,	
  CA	
  95490	
  
333	
  Laws	
  Avenue,	
  
Ukiah,	
  CA	
  95482	
  

733	
  Cedar	
  St	
  	
  
Garberville,	
  CA	
  95542	
  
5335	
  Lakeshore	
  
Boulevard,	
  	
  
Lakeport,	
  CA	
  95453	
  

	
  

Facility	
  Type	
  
Total	
  Care	
  Clinic:	
  Primary	
  Care,	
  
Dental,	
  Behavioral	
  Health,	
  Pharmacy	
  
Total	
  Care	
  Clinic:	
  Primary	
  
Care/Medical,	
  Dental,	
  Behavioral	
  
Health	
  
Behavioral	
  Health	
  
Behavioral	
  Health	
  
Behavioral	
  Health	
  

Public	
  Health	
  Center	
  
Public	
  Health	
  Center	
  
Public	
  Health	
  Center	
  

Total	
  Care	
  Clinic:	
  Primary	
  
Care/Medical,	
  Dental,	
  Behavioral	
  
Health,	
  Specialty	
  Care,	
  Women’s	
  
Health	
  
Hospital	
  
Total	
  Care	
  Clinic:	
  Primary	
  
Care/Medical,	
  Dental,	
  Behavioral	
  
Health,	
  Specialty	
  Care,	
  Women’s	
  
Health	
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Name	
  
Little	
  Lake	
  Health	
  Center	
  

Location	
  
45	
  Hazel	
  St.,	
  	
  
Willits,	
  CA	
  95490	
  

Long	
  Valley	
  Health	
  Center	
  
Mendocino	
  Coast	
  Clinics:	
  South	
  
Street	
  

50	
  Branscomb	
  Road	
  
Branscomb,	
  CA	
  95417	
  
205	
  South	
  Street	
  
Fort	
  Bragg,	
  CA	
  95437	
  

Mendocino	
  Coast	
  Clinics:	
  Sequoia	
  
Circle	
  

855	
  Sequoia	
  Circle	
  
Fort	
  Bragg,	
  CA	
  95437	
  

Mendocino	
  Coast	
  Clinics:	
  Cypress	
  
Street	
  
Mendocino	
  Coast	
  District	
  Hospital	
  

510	
  Cypress	
  Street	
  
Fort	
  Bragg,	
  CA	
  95437	
  
700	
  River	
  Drive	
  	
  
Fort	
  Bragg,	
  CA	
  95437	
  
64	
  Northbrook	
  Way	
  
Willits,	
  CA	
  95490	
  
721A	
  River	
  Drive	
  
Fort	
  Bragg,	
  CA	
  95437	
  

Northbrook	
  Nursing	
  and	
  
Rehabilitation	
  Center	
  
North	
  Coast	
  Family	
  Health	
  Center	
  
North	
  Valley	
  Behavioral	
  Health	
  
Redwood	
  Coast	
  Medical	
  Services:	
  
Gualala	
  Medical	
  Center	
  

1535	
  Plumas	
  Court	
  
Yuba	
  City,	
  CA	
  95993	
  
46900	
  Ocean	
  Drive	
  
	
  Gualala,	
  CA	
  95445	
  

Redwood	
  Coast	
  Medical	
  Services:	
  
Point	
  Arena	
  Medical	
  Center	
  

30	
  Mill	
  Street	
  
Point	
  Arena,	
  CA	
  95468	
  

Redwood	
  Coast	
  Medical	
  Services:	
  	
  
175	
  Main	
  Street	
  
Point	
  Arena	
  Dental	
  Center	
  
Point	
  Arena,	
  CA	
  95468	
  
Southern	
  Humboldt	
  Community	
  Clinic	
   509	
  Elm	
  St,	
  	
  
Garberville,	
  CA	
  95542	
  
St.	
  Helena	
  Hospital*	
  
10	
  Woodland	
  Road,	
  St.	
  
Helena,	
  CA	
  94574	
  
St.	
  Helena	
  Hospital	
  for	
  Behavioral	
  
525	
  Oregon	
  Street	
  
Health*	
  
Vallejo,	
  CA	
  94590	
  
The	
  Center	
  for	
  Life	
  Choices	
  
425	
  S	
  Orchard	
  Ave	
  	
  
Ukiah,	
  CA	
  95482	
  
Ukiah	
  Convalescent	
  Hospital	
  
1349	
  South	
  Dora	
  Street	
  
Ukiah,	
  CA	
  95482	
  
Ukiah	
  Valley	
  Medical	
  Center*	
  
275	
  Hospital	
  Drive	
  
Ukiah,	
  CA	
  95482	
  
	
  

	
  

Facility	
  Type	
  
Total	
  Care	
  Clinic:	
  Primary	
  
Care/Medical,	
  Dental,	
  Behavioral	
  
Health,	
  Specialty	
  Care,	
  Women’s	
  
Health	
  
Total	
  Care	
  Clinic:	
  Primary	
  Care,	
  
Dentistry,	
  	
  Acupuncture,	
  Chiropractic	
  	
  
Total	
  Care	
  Clinic:	
  General	
  Medical,	
  
Dental,	
  Behavioral	
  Medicine,	
  
Counseling	
  
Total	
  Care	
  Clinic:	
  OB/GYN,	
  Perinatal,	
  
Women’s	
  Health	
  Care,	
  Patient	
  
Advocates	
  
Pediatric	
  Clinic	
  
Hospital	
  
Skilled	
  Nursing,	
  Rehabilitation	
  
Total	
  Care	
  Clinic:	
  Mental	
  Health,	
  
Osteopathy	
  Care,	
  Primary	
  Care,	
  
Pediatrics,	
  Surgery	
  
Behavioral	
  Health	
  	
  
Total	
  Care	
  Clinic:	
  Primary	
  Care,	
  
Urgent	
  Care,	
  Women’s	
  Health,	
  
Pediatric	
  Care,	
  Chronic	
  Disease	
  
Management,	
  Behavioral	
  Health	
  
Total	
  Care	
  Clinic:	
  Primary	
  Care,	
  
Urgent	
  Care,	
  Women’s	
  Health,	
  
Pediatric	
  Care,	
  Chronic	
  Disease	
  
Management,	
  Behavioral	
  Health	
  
Dental	
  Clinic	
  
Total	
  Care	
  Clinic:	
  Primary	
  
Care/Medical	
  	
  
Hospital	
  
Behavioral	
  Health	
  
OB/GYN,	
  Sexual	
  Health,	
  Patient	
  
Advocates	
  
Skilled	
  Nursing,	
  Rehabilitation	
  
Hospital	
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Name	
  
*Member	
  of	
  Adventist	
  Health	
  
	
  

Location	
  

Facility	
  Type	
  

	
  

Community	
  Partners	
  	
  
HMH	
  would	
  like	
  to	
  acknowledge	
  and	
  thank	
  our	
  community	
  partners	
  for	
  serving	
  as	
  a	
  resource	
  in	
  
conducting	
  this	
  community	
  health	
  needs	
  assessment	
  and	
  assisting	
  in	
  the	
  process:	
  	
  
	
  
• 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	
  

•

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	
  

•

Ukiah	
  Valley	
  Medical	
  Center	
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•

United	
  Way	
  of	
  the	
  Wine	
  Country	
  

	
  

Key	
  Informants	
  
The	
  following	
  is	
  a	
  list	
  of	
  key	
  informants	
  who	
  were	
  interviewed	
  as	
  a	
  part	
  of	
  this	
  community	
  health	
  needs	
  
assessment.	
  Key	
  informant	
  interviews	
  were	
  comprised	
  of	
  key	
  leaders	
  from	
  an	
  array	
  of	
  agencies	
  across	
  
Mendocino	
  County	
  from	
  not-‐for-‐profits,	
  faith	
  based	
  organizations,	
  policy	
  groups,	
  elected	
  officials	
  and	
  
their	
  staff,	
  education,	
  and	
  local	
  businesses.	
  	
  These	
  were	
  conducted	
  through	
  email,	
  phone,	
  or	
  in	
  person.	
  
When	
  applicable,	
  their	
  comments	
  were	
  also	
  intended	
  to	
  represent	
  the	
  underserved,	
  low	
  income,	
  
minority,	
  and	
  chronically	
  ill	
  populations.	
  
Name,	
  Title	
  

Organization	
  

Tom	
  Allman	
  
Sheriff	
  
Linnea	
  Hunter	
  
CEO	
  
Carol	
  Mordhorst	
  
Consultant;	
  Former	
  County	
  HHSA	
  
Director	
  
Susanne	
  Norgard	
  
Executive	
  Director	
  

Mendocino	
  County	
  Sheriff	
  Department	
  
Mendocino	
  Community	
  Health	
  Clinic	
  
	
  

Mendocino	
  Community	
  Foundation	
  

	
  
The	
  Art	
  of	
  Listening	
  and	
  Stories	
  Behind	
  
the	
  Statistics	
  	
  
A	
  community	
  health	
  assessment	
  would	
  not	
  be	
  complete	
  without	
  hearing	
  from	
  the	
  population	
  
of	
  concern:	
  the	
  local	
  community.	
  As	
  professionals	
  at	
  a	
  health	
  institution,	
  we	
  occupy	
  a	
  unique	
  
position	
  that	
  allows	
  for	
  the	
  modeling	
  of	
  health	
  programs,	
  initiatives,	
  and	
  agendas	
  capable	
  of	
  
addressing	
  local	
  social	
  determinants	
  of	
  health	
  and	
  other	
  inequalities	
  in	
  our	
  surrounding	
  
community.	
  	
  
As	
  such,	
  our	
  approach	
  must	
  place	
  emphasis	
  on	
  the	
  importance	
  of	
  community	
  participation	
  in	
  
our	
  efforts.	
  This	
  begins	
  by	
  using	
  one	
  of	
  an	
  often	
  forgotten	
  God-‐given	
  gift—the	
  ability	
  to	
  listen.	
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Our	
  strategy	
  must	
  adapt	
  to	
  meet	
  current	
  health	
  needs,	
  while	
  anticipating	
  future	
  needs.	
  To	
  
facilitate	
  the	
  change	
  in	
  health	
  status	
  seen	
  in	
  our	
  communities,	
  policies	
  have	
  adapted	
  to	
  include	
  
standards	
  such	
  as	
  the	
  following:	
  	
  
1.
2.

Incentivizing	
  agencies	
  and	
  practitioners	
  to	
  shift	
  their	
  focus	
  to	
  upstream	
  
interventions	
  as	
  part	
  of	
  service	
  delivery	
  	
  
Recommending	
  the	
  exploration	
  of	
  the	
  dynamic	
  and	
  potential	
  partnership	
  between	
  
health	
  care	
  providers	
  and	
  the	
  communities	
  they	
  serve.	
  

Both	
  strategies	
  emphasize	
  flexibility	
  and	
  exhibit	
  allocative	
  efficiency	
  by	
  remaining	
  responsive	
  to	
  
the	
  needs	
  of	
  the	
  community.	
  It	
  is	
  in	
  the	
  context	
  of	
  these	
  two	
  strategies	
  that	
  qualitative	
  research	
  
methods	
  were	
  employed	
  to	
  explore	
  health	
  outcomes	
  in	
  our	
  service	
  area,	
  to	
  explore	
  the	
  
perceptions	
  of	
  health	
  and	
  relative	
  needs	
  as	
  expressed	
  by	
  the	
  community,	
  and	
  to	
  highlight	
  
existing	
  assets	
  and	
  networks	
  in	
  our	
  local	
  community.	
  This	
  also	
  helps	
  us	
  to	
  remember	
  there	
  is	
  a	
  
story	
  behind	
  every	
  number	
  and	
  static	
  listed	
  in	
  our	
  assessment.	
  	
  Join	
  us	
  as	
  we	
  explore	
  
opportunities	
  for	
  working	
  together	
  as	
  a	
  health	
  system	
  to	
  improve	
  the	
  health	
  in	
  our	
  community.	
  
Overview	
  
HMH	
  conducted	
  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.	
  	
  
What	
  We	
  Did	
  with	
  the	
  Data	
  
HMH	
  reviewed	
  all	
  the	
  information	
  given,	
  found	
  common	
  themes	
  and	
  summarized	
  the	
  key	
  
points	
  listed	
  in	
  the	
  next	
  section.	
  	
  By	
  identifying	
  the	
  common	
  themes	
  HMH	
  can	
  address	
  the	
  
needs	
  of	
  the	
  entire	
  community.	
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Emergent	
  Themes	
  
Community	
  leaders	
  consider	
  Howard	
  Memorial	
  Hospital’s	
  Orthopedic	
  Joint	
  Center	
  to	
  be	
  an	
  
asset	
  to	
  the	
  Willits	
  community.	
  In	
  addition,	
  it	
  was	
  noted	
  that	
  HMH	
  has	
  a	
  strong	
  chaplaincy	
  
program,	
  excellent	
  community	
  garden,	
  a	
  good	
  charity	
  care	
  program,	
  and	
  valuable	
  support	
  
groups	
  (specifically	
  for	
  post-‐surgery).	
  Leaders	
  noted	
  that	
  the	
  economic	
  downturn	
  has	
  had	
  a	
  
substantial	
  impact	
  on	
  their	
  community.	
  Many	
  families	
  in	
  the	
  community	
  have	
  experienced	
  a	
  
shift	
  from	
  middle	
  class	
  to	
  lower	
  class	
  status,	
  causing	
  financial	
  hardships.	
  Leaders	
  would	
  like	
  to	
  
see	
  more	
  partnerships	
  among	
  organizations	
  to	
  provide	
  a	
  better	
  spectrum	
  of	
  care	
  for	
  the	
  
community’s	
  most	
  vulnerable	
  citizens.	
  Finally,	
  community	
  leaders	
  expressed	
  a	
  need	
  for	
  the	
  
hospital	
  to	
  increase	
  strategic	
  collaborations	
  with	
  organizations	
  in	
  the	
  community.	
  They	
  
expressed	
  a	
  perception	
  that	
  the	
  current	
  climate	
  is	
  grounded	
  in	
  competition;	
  yet	
  they	
  crave	
  
collaboration	
  and	
  believe	
  it	
  would	
  strengthen	
  the	
  continuum	
  of	
  care.	
  They	
  would	
  like	
  to	
  see	
  
more	
  collaborative	
  efforts	
  at	
  the	
  local	
  level	
  and	
  better	
  partnerships	
  with	
  federally	
  qualified	
  
health	
  centers.	
  	
  
Community	
  Voices	
  
•
•
•

•

“[	
  A	
  healthy	
  community	
  provides]	
  growing	
  opportunities	
  for	
  people	
  of	
  all	
  ages	
  to	
  lead	
  
healthy	
  lives	
  and	
  to	
  work,	
  learn,	
  create,	
  contribute,	
  and	
  prosper.”	
  	
  
“[In	
  a	
  healthy	
  community]	
  people	
  are	
  safe,	
  drug-‐free…engage	
  in	
  non-‐risky	
  behaviors	
  and	
  
actions,	
  and	
  have	
  opportunities	
  to	
  maintain	
  and	
  promote	
  health”	
  	
  
“Is	
  social	
  media	
  being	
  used	
  effectively	
  for	
  health	
  promotion?	
  Communication	
  is	
  more	
  
than	
  public	
  relations.	
  We	
  should	
  be	
  informing	
  the	
  public	
  on	
  health	
  problems,	
  solutions,	
  
and	
  successes”	
  	
  
“[Howard	
  Memorial	
  Hospital	
  should]	
  have	
  a	
  voice	
  in	
  the	
  community	
  conversations.”	
  	
  

The	
  Voice	
  of	
  Our	
  Community	
  for	
  a	
  Healthy	
  Living	
  Environment	
  	
  
The	
  following	
  section	
  outlines	
  the	
  major	
  themes	
  identified	
  as	
  necessary	
  for	
  a	
  healthy	
  
community.	
  
	
  
Collaboration	
  and	
  Communication	
  
•

	
  

Strong	
  partnerships	
  with	
  community	
  organizations,	
  businesses,	
  government,	
  and	
  rural	
  
clinics	
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•
•

Engaged	
  parents	
  
Partnering	
  for	
  a	
  drug-‐free	
  and	
  safe	
  community	
  

Strong	
  Economy	
  
•
•
•

Job	
  opportunities	
  
Affordable,	
  quality	
  housing	
  
Prioritize	
  the	
  needs	
  of	
  the	
  working	
  poor	
  

Prevention	
  	
  
•
•
•
•
•

Stronger	
  continuum	
  of	
  care	
  
Support	
  of	
  aging	
  population	
  
More	
  mental	
  health	
  care	
  
More	
  upstream	
  interventions	
  
Prevention	
  on	
  all	
  levels—from	
  school-‐based	
  to	
  senior	
  citizens	
  

Health	
  Promotion	
  
•
•
•

Improved	
  health	
  fairs	
  
Recognition	
  of	
  mental	
  illness	
  and	
  proper	
  training	
  to	
  respond	
  
Access	
  for	
  all—to	
  information	
  and	
  services	
  

	
  
Built	
  and	
  Physical	
  Environment	
  
•
•
•

Walkability	
  
Good	
  air,	
  water,	
  and	
  land	
  
Access	
  to	
  nutritious	
  foods	
  

The	
  Voice	
  of	
  Our	
  Community	
  for	
  an	
  Unhealthy	
  Living	
  Environment	
  	
  
The	
  following	
  section	
  outlines	
  the	
  major	
  themes	
  identified	
  as	
  contributing	
  to	
  an	
  unhealthy	
  
community.	
  
	
  
Weak	
  Economy	
  
•
•
•

	
  

Loss	
  of	
  jobs	
  due	
  to	
  downsizing	
  and	
  outsourcing	
  
Larger	
  “working	
  poor”	
  population	
  
Shift	
  from	
  middle	
  class	
  to	
  lower	
  class	
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•

Lowered	
  ability	
  to	
  secure	
  safe,	
  quality	
  housing	
  

Drug/Substance	
  Abuse	
  
•
•
•
•

High	
  rates	
  of	
  marijuana	
  use	
  
Large	
  marijuana	
  culture	
  and	
  belief	
  that	
  use	
  is	
  okay	
  
High	
  rates	
  of	
  methamphetamine	
  use	
  
Issues	
  with	
  influx	
  of	
  seasonal	
  marijuana	
  workers	
  

Lowered	
  Access	
  to	
  Care	
  
•
•
•
•

Lowered	
  access	
  to	
  specialty	
  care	
  
Lack	
  of	
  appropriate	
  services	
  for	
  mental	
  illness	
  and	
  substance	
  abuse	
  
Lack	
  of	
  consistent	
  approach	
  to	
  mental	
  health	
  crises	
  	
  
Limited	
  care	
  for	
  working	
  poor	
  and	
  aging	
  population	
  

Physical	
  Health	
  and	
  Nutrition	
  
•
•
•
•
•

Apathy	
  about	
  health	
  and	
  healthcare	
  (sedentary	
  lifestyle)	
  
Abundance	
  of	
  fast	
  food	
  restaurants	
  and	
  lack	
  of	
  other	
  options	
  
High	
  rates	
  of	
  obesity,	
  diabetes,	
  high	
  blood	
  pressure,	
  and	
  depression	
  
High	
  rates	
  of	
  tobacco	
  use	
  
High	
  mortality	
  from	
  chronic	
  diseases	
  

	
  
The	
  Voice	
  of	
  Our	
  Community	
  on	
  Opportunities	
  for	
  Improvement	
  
	
  
Improved	
  Partnerships	
  and	
  Collaboration	
  
Our	
  community	
  understands	
  the	
  need	
  for	
  strong	
  partnerships	
  among	
  all	
  sectors	
  in	
  the	
  
community,	
  but	
  lacks	
  a	
  system	
  for	
  collaboration.	
  Our	
  community	
  welcomes	
  the	
  opportunity	
  to	
  
network	
  and	
  partner	
  with	
  Howard	
  Memorial	
  Hospital;	
  such	
  opportunities	
  include:	
  	
  
	
  
• Creating	
  school-‐based	
  partnerships	
  for	
  health	
  promotion	
  and	
  to	
  influence	
  nutritional	
  
policies	
  
• Creating	
  partnerships	
  with	
  organizations	
  serving	
  aging	
  populations	
  (senior	
  centers)	
  
• Creating	
  a	
  system	
  for	
  collaboration	
  with	
  collaborative	
  reporting,	
  data	
  collection,	
  
planning,	
  and	
  implementation	
  	
  
• Alignment	
  of	
  hospital’s	
  priorities	
  with	
  the	
  County’s	
  to	
  create	
  a	
  stronger	
  safety-‐net	
  
	
  
Improved	
  Communication	
  with	
  the	
  Community	
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Our	
  community	
  understands	
  the	
  importance	
  of	
  healthy	
  lifestyles,	
  yet	
  lacks	
  the	
  resources	
  to	
  
enact	
  such	
  behaviors.	
  Opportunities	
  for	
  education	
  and	
  health	
  promotion	
  include:	
  	
  
	
  
• More	
  outreach	
  within	
  the	
  Hispanic	
  community	
  
• Educating	
  providers	
  on	
  how	
  to	
  shift	
  from	
  a	
  medical	
  model	
  to	
  a	
  population	
  health	
  model	
  
that	
  utilizes	
  a	
  social-‐ecological	
  lens	
  
• Better	
  health	
  promotion	
  activities	
  that	
  educate	
  all	
  facets	
  of	
  the	
  community	
  
• Educating	
  the	
  community	
  on	
  how	
  to	
  identify	
  and	
  appropriately	
  respond	
  to	
  mental	
  
health	
  crises	
  
	
  
Better	
  Utilization	
  of	
  Healthcare	
  Pipelines	
  and	
  Expansion	
  
Our	
  community	
  understands	
  the	
  need	
  for	
  health	
  related	
  professions	
  but	
  may	
  not	
  be	
  aware	
  of	
  
the	
  existing	
  educational	
  programs.	
  Opportunities	
  for	
  building	
  awareness	
  and	
  use	
  of	
  pipelines	
  
include:	
  	
  
	
  
• Better	
  promotion	
  of	
  existing	
  pipeline	
  programs	
  (i.e.	
  Project	
  ACHIEVE,	
  Rural	
  Scholars	
  
Program,	
  AmeriCorps)	
  
• Promotion	
  of	
  emergency	
  medical	
  services	
  and	
  nursing	
  careers	
  at	
  junior	
  college	
  level	
  
• Promotion	
  of	
  healthcare	
  careers	
  across	
  the	
  continuum—from	
  elementary	
  to	
  college	
  
levels	
  
	
  
	
  
	
  
	
  
	
  
	
  

Next	
  Steps:	
  Creating	
  a	
  Healthier	
  
Community	
  In	
  2014	
  

After	
  reviewing	
  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?	
  and,	
  5)	
  Who	
  needs	
  our	
  help	
  the	
  most?	
  	
  
Using	
  this	
  perspective,	
  the	
  following	
  priority	
  areas	
  were	
  identified:	
  
•
•

	
  

Behavioral	
  Health	
  
Chronic	
  Disease	
  with	
  emphasis	
  on:	
  diabetes,	
  heart	
  disease,	
  stroke,	
  and	
  cancer	
  
prevention	
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Advanced	
  Aging	
  Care	
  with	
  emphasis	
  on:	
  accident	
  prevention	
  and	
  orthopedic	
  care	
  	
  
	
  
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.	
  Howard	
  Memorial	
  Hospital	
  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.	
  
Chronic	
  Disease	
  
Chronic	
  disease	
  management	
  is	
  a	
  broad	
  term	
  that	
  encompasses	
  many	
  different	
  models	
  for	
  
improving	
  care	
  for	
  people	
  with	
  chronic	
  diseases.	
  Elements	
  of	
  a	
  structured	
  chronic	
  disease	
  
management	
  program	
  may	
  include	
  a	
  treatment	
  plan	
  with	
  regular	
  monitoring,	
  coordination	
  of	
  
care	
  between	
  multiple	
  providers	
  and/or	
  settings,	
  medication	
  management,	
  and	
  support	
  for	
  
patient	
  self-‐management.	
  Howard	
  Memorial	
  Hospital	
  is	
  taking	
  an	
  active	
  role	
  in	
  improving	
  the	
  
continuum	
  of	
  care	
  for	
  individuals	
  experiencing	
  chronic	
  disease	
  and	
  is	
  committed	
  to	
  bridging	
  
preventive	
  strategies	
  in	
  the	
  clinical	
  setting,	
  as	
  well	
  as,	
  in	
  the	
  community.	
  This	
  strategy	
  will	
  be	
  
focused	
  on	
  heart	
  disease,	
  stroke,	
  cancer,	
  and	
  associated	
  co-‐morbidities	
  (such	
  as	
  obesity);	
  with	
  
coordination	
  among	
  services/programs,	
  as	
  necessary.	
  
• According	
  to	
  the	
  County	
  Health	
  Status	
  Profiles	
  2011,	
  the	
  3-‐year	
  average	
  for	
  2007-‐2009	
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•

age	
  adjusted	
  death	
  rate	
  for	
  Coronary	
  Heart	
  Disease	
  in	
  Mendocino	
  County	
  per	
  100,000	
  
population	
  was	
  139.4	
  compared	
  to	
  128.0	
  statewide.	
  
Mendocino	
  County’s	
  rates	
  are	
  considerably	
  higher	
  than	
  the	
  State	
  for	
  Breast	
  Cancer	
  and	
  
slightly	
  higher	
  for	
  Lung	
  Cancer.	
  Rates	
  for	
  Mendocino	
  and	
  State	
  Colorectal	
  Cancer	
  are	
  
similar.	
  

Advanced	
  Aging	
  Care	
  
The	
  way	
  we	
  define	
  healthy	
  living,	
  wellness,	
  and	
  aging	
  has	
  become	
  increasingly	
  significant	
  over	
  
the	
  past	
  decade	
  as	
  the	
  growth	
  of	
  the	
  aging	
  population	
  has	
  continued	
  to	
  outpace	
  that	
  of	
  any	
  
other	
  demographic	
  group.	
  Today,	
  as	
  the	
  U.S.	
  healthcare	
  system	
  prepares	
  to	
  implement	
  
sweeping	
  changes	
  brought	
  about	
  by	
  legislative	
  action,	
  the	
  focus	
  on	
  disease	
  prevention	
  and	
  
chronic	
  care	
  management	
  has	
  taken	
  center-‐stage,	
  and	
  the	
  aging	
  population	
  is	
  a	
  key	
  player.	
  
Aging,	
  however,	
  does	
  not	
  commence	
  at	
  a	
  specific	
  point;	
  it	
  is	
  instead	
  a	
  continuum	
  running	
  
across	
  the	
  breadth	
  of	
  the	
  lifespan,	
  and	
  both	
  an	
  individual	
  and	
  communal	
  process.	
  	
  Howard	
  
Memorial	
  Hospital	
  is	
  dedicated	
  to	
  preserving	
  and	
  increasing	
  quality	
  of	
  life	
  among	
  our	
  aging	
  
community.	
  	
  	
  
• According	
  to	
  the	
  California	
  Department	
  of	
  Finance,	
  the	
  older	
  adult	
  population,	
  60	
  and	
  
older	
  increased	
  by	
  slightly	
  over	
  30%	
  in	
  Mendocino	
  County	
  between	
  2000	
  and	
  2010	
  
whereas	
  the	
  adult	
  population,	
  30-‐59	
  decreased	
  by	
  7%	
  in	
  the	
  same	
  time	
  period.	
  	
  
• In	
  2012,	
  26.20%	
  (more	
  than	
  1	
  in	
  4)	
  of	
  the	
  total	
  population	
  was	
  60+	
  where	
  38.50%	
  
(slightly	
  less	
  than	
  2	
  in	
  5)	
  was	
  between	
  30	
  and	
  59	
  in	
  Mendocino	
  County.	
  
• In	
  2011,	
  78%	
  of	
  all	
  non-‐fatal	
  hospitalizations	
  for	
  unintentional	
  falls	
  occurred	
  among	
  
persons	
  aged	
  60	
  years	
  and	
  older	
  in	
  Mendocino	
  County.	
  	
  
• 	
  In	
  2011,	
  32%	
  of	
  all	
  non-‐fatal	
  emergency	
  room	
  visits	
  for	
  unintentional	
  falls	
  occurred	
  
among	
  persons	
  aged	
  60	
  years	
  and	
  older	
  in	
  Mendocino	
  County.	
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Health Indicators for Mendocino County: Dashboard
The colored gauge gives a visual representation of how your community is doing in comparison to
other communities. The three-colored dial represents the distribution of values from the reporting
regions (e.g. counties in the state) ordered from those doing the best to those doing the worst
(sometimes lower values are better and in other cases higher values are better). From that
distribution, the green represents the top 50th percentile, the yellow represents the 25th to 50th
percentile, and the red represents the "worst" quartile.
This gauge shows how the County: Mendocino value compares with the median or mean value for
all counties in the state (or all US counties). The gauge is blue and white when being higher (or
lower) is not necessarily good or bad and is multi-colored when being higher (or lower) is good or
bad.
Health
Access to Health Services

•

Adults with Health Insurance

Comparison: CA Counties

•

Adults with Private Health Insurance

Comparison: CA Counties

Cancer

•

Age-Adjusted Death Rate due to Lung Cancer

•

Breast Cancer Incidence Rate

Comparison: U.S. Counties

•

Cervical Cancer Incidence Rate

Comparison: U.S. Counties

•

Colon Cancer Screening

Comparison: CA Counties

•

Colorectal Cancer Incidence Rate

Comparison: U.S. Counties

•

Lung and Bronchus Cancer Incidence Rate

Comparison: U.S. Counties

•

Mammogram History

Comparison: CA Counties

•

Oral Cavity and Pharynx Cancer Incidence Rate

	
  

Comparison: CA Counties

	
  

Comparison: U.S. Counties
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•

Pap Test History

Comparison: CA Counties

•

Prostate Cancer Incidence Rate

Comparison: U.S. Counties

Diabetes

Adults with Diabetes

•

Comparison: CA Counties

Disabilities

•

Adults with Disability

Comparison: CA State Value

•

Disabled Persons with Health Insurance

Comparison: CA Counties

Exercise, Nutrition, & Weight

•

5th Grade Students who are at a Healthy Weight or
Comparison: CA Counties
Underweight

•

7th Grade Students who are Physically Fit

•

9th Grade Students who are at a Healthy Weight or
Comparison: CA Counties
Underweight

•

Adult Fast Food Consumption

Comparison: CA Counties

•

Adults Engaging in Regular Physical Activity

Comparison: CA Counties

•

Adults who are Obese

Comparison: CA Counties

•

Adults who are Overweight or Obese

Comparison: CA Counties

•

Child Fruit and Vegetable Consumption

Comparison: CA Counties

Comparison: CA Counties

Family Planning

Teen Birth Rate

•

	
  

Comparison: CA Counties
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Heart Disease & Stroke

•

Age-Adjusted Death Rate due to Cerebrovascular
Comparison: CA Counties
Disease (Stroke)

•

Age-Adjusted Death Rate due to Coronary Heart
Disease

Comparison: CA Counties

•

High Blood Pressure Prevalence

Comparison: CA Counties

Immunizations & Infectious Diseases

•

Chlamydia Incidence Rate

Comparison: CA Counties

•

Gonorrhea Incidence Rate

Comparison: CA Counties

•

HIV Prevalence Rate

Comparison: CA State Value

•

Kindergartners with Required Immunizations

Comparison: CA Counties

•

Syphilis Incidence Rate

Comparison: CA Counties

Maternal, Fetal & Infant Health

•

Babies with Low Birth Weight

Comparison: CA Counties

•

Infant Mortality Rate

Comparison: CA Counties

•

Mothers who Received Early Prenatal Care

Comparison: CA Counties

•

Preterm Births

Comparison: CA Counties

Mental Health & Mental Disorders

Adults Needing and Receiving Behavioral Health
Care Services

•

	
  

	
  

Comparison: CA Counties
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•

Adults with Likely Psychological Distress

Comparison: CA Counties

•

Age-Adjusted Death Rate due to Suicide

Comparison: CA Counties

Oral Health

Dentist Rate

•

Comparison: U.S. Counties

Prevention & Safety

Age-Adjusted Death Rate due to Unintentional
Injuries

•

Comparison: CA Counties

Respiratory Diseases

Adults with Asthma

•

Comparison: CA Counties

Substance Abuse

•

Adults who Binge Drink

Comparison: CA Counties

•

Adults who Smoke

Comparison: CA Counties

•

Teens who Smoke

Comparison: CA State Value

•

Teens who Use Alcohol

Comparison: CA State Value

•

Teens who Use Marijuana

Comparison: CA State Value

•

Teens who Use Methamphetamines

Comparison: CA State Value

Wellness & Lifestyle

Self-Reported General Health Assessment: Good
or Better

•

Comparison: CA Counties

Economy
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Employment

Unemployed Workers in Civilian Labor Force

•

Comparison: U.S. Counties

Government Assistance Programs

Households with Cash Public Assistance Income

•

Comparison: U.S. Counties

Homeownership

Homeownership

•

Comparison: U.S. Counties

Housing Affordability & Supply

Renters Spending 30% or More of Household
Income on Rent

•

Comparison: U.S. Counties

Income

•

Median Household Income

Comparison: U.S. Counties

•

Per Capita Income

Comparison: U.S. Counties

Poverty

•

Children Living Below Poverty Level

Comparison: U.S. Counties

•

Families Living Below Poverty Level

Comparison: U.S. Counties

•

Low-Income Persons who are SNAP Participants

•

People 65+ Living Below Poverty Level

Comparison: U.S. Counties

•

People Living 200% Above Poverty Level

Comparison: U.S. Counties

•

People Living Below Poverty Level

Comparison: U.S. Counties

	
  

	
  

Comparison: U.S. Counties
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Students Eligible for the Free Lunch Program

•

Comparison: U.S. Counties

Education
Educational Attainment in Adult Population

High School Graduation

•

Comparison: CA Counties

Higher Education

People 25+ with a Bachelor's Degree or Higher

•

Comparison: U.S. Counties

School Environment

Student-to-Teacher Ratio

•

Comparison: U.S. Counties

Student Performance K-12

•

10th Grade Students Passing the California High
School Exit Exam: English

Comparison: CA Counties

•

10th Grade Students Passing the California High
School Exit Exam: Math

Comparison: CA Counties

•

2nd Grade Students Proficient in
English/Language Arts

Comparison: CA Counties

•

2nd Grade Students Proficient in Math

Comparison: CA Counties

•

4th Grade Students Proficient in English/Language
Comparison: CA Counties
Arts

•

4th Grade Students Proficient in Math

Comparison: CA Counties

Environment
Air
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•

Annual Ozone Air Quality

Comparison: Air Quality Index

•

Annual Particle Pollution

Comparison: Air Quality Index

•

Daily Particle Pollution

Comparison: Air Quality Index

•

Recognized Carcinogens Released into Air

Comparison: Prior Value

Built Environment

•

Farmers Market Density

Comparison: U.S. Value

•

Fast Food Restaurant Density

Comparison: U.S. Counties

•

Grocery Store Density

Comparison: U.S. Counties

•

Households with No Car and Low Access to a
Grocery Store

Comparison: U.S. Counties

•

Low-Income and Low Access to a Grocery Store

•

Recreation and Fitness Facilities

Comparison: U.S. Counties

Comparison: U.S. Value

Toxic Chemicals

PBT Released

•

Comparison: Prior Value

Water

Drinking Water Safety

•

Comparison: U.S. Counties

Government & Politics
Elections & Voting

Voter Turnout

•

	
  

Comparison: CA Counties
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Public Safety
Crime & Crime Prevention

Adult Arrest Rate

•

Comparison: CA State Value

Transportation Safety

•

Bicycle-Involved Collision Rate

Comparison: CA Counties

•

Pedestrian Death Rate

Comparison: CA Counties

Social Environment
Children's Social Environment

•

Child Abuse Rate

•

Children and Adolescents who Watch 3+ Hours of
Comparison: CA Counties
Television

Comparison: CA Counties

Family Structure

Single-Parent Households

•

Comparison: U.S. Counties

Transportation
Commute To Work

•

Mean Travel Time to Work

Comparison: U.S. Counties

•

Workers who Drive Alone to Work

Comparison: U.S. Counties

Public Transportation

Workers Commuting by Public Transportation

•

Comparison: U.S. Counties
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1. SOCIAL DETERMINANTS OF HEALTH and HEALTH EQUITY
In MENDOCINO COUNTY

Across the nation, there is a movement among public health departments towards primary
prevention -- to prevent health problems before they occur. Mendocino County Public Health
Branch has expanded its primary prevention programs and services in order to improve the
health of the population as a whole.
This focus aligns with the vision and goals put forth below in Healthy People 20201, the
national blueprint to guide public health efforts in the next decade.

Social Determinants of Health

To prevent health problems, the field of public health must look at what determines good or
poor health. Health Determinants of Health are the range of personal, social, economic, and
environmental factors that determine the health status of individuals or populations. In this
research brief, public health analysis will focus on social and personal determinants of health.
Social determinants of health are the factors embedded in our social and physical
environments. They are sometimes called root causes of health status and impact health
either directly or indirectly. They are often beyond the control of the individual, yet affect
individual health. Some of the primary social determinants include: socioeconomic status,
educational level, housing, transportation and environmental conditions. The US Census
Bureau provides measures for many of these indicators for the county and its 19 census tracts.

3

Health Equity vs Health Inequity
Health, disease and death are not distributed by chance. Rates of illness and death increase
as poverty increases. 2,3 The higher up the wealth ladder, the more likely a person is to live a
long and healthy life.4 Many studies also find that people in certain racial and ethnic groups
have worse health status, regardless of income.5 Discrimination on the basis of race or
ethnicity over many years has most likely affected the distribution of social determinants of
health (such as income, housing quality, education, etc.) in the United States.6
However, the health differences that result from inequitable distribution of social determinants
are both unfair and preventable. Avoidable, unjust and unfair health differences are called
health inequities. Health inequities can adversely affect groups of people who have
systematically experienced greater social or economic obstacles to health based on their racial
or ethnic group or socioeconomic status as well as their religion, gender, mental health,
cognitive or physical ability, sexual orientation, geographic location, or other characteristics
historically linked to discrimination or exclusion.
In the book Prevention is Primary, Giles and Liburd 7 (pp. 33-34) describe how health inequities
come to exist:
Unfavorable social, political, and environmental conditions … lead to adverse behaviors
that promote disparities, including unhealthy eating, lack of physical activity, and an
increasing likelihood of sexually transmitted diseases. These adverse behaviors then
lead to the development of major risk factors, including high blood pressure, high
cholesterol, diabetes, obesity and overweight. The risk factors favor the development of
diseases, including HIV/AIDS, tuberculosis, cancer, heart disease, and stroke…the final
result is higher mortality and a shorter life span among the affected groups.
Working for health equity entails efforts to improve the health of those who have experienced
social or economic disadvantage and is oriented toward achieving the highest level of health
possible for all groups. Developing strategies in line with this goal must include developing
ways to measure health inequity and assess where to focus efforts.
This research brief applies recent developments in examining disparities in health conditions
by presenting the following data for each of Mendocino County’s 19 census tracts:
• a map of life expectancy for residents;
• a comparison of life expectancy with selected social determinants; and
• an examination of the relationship between life expectancy and selected social
determinants of health in the County.
An explanation of measuring general health status using life expectancy from
HealthyPeople.gov includes the following:
Life expectancies are one of the most commonly used measures for international health
comparison. Life expectancy is a summary mortality measure often used to describe the
overall health status of a population. Life expectancy is defined as the average number
of years a population of a certain age would be expected to live, given a set of agespecific death rates in a given year.
Life expectancy refers to the average length of life, and does not predict individual life span,
which may be longer or shorter than the average.
4

Map of Mendocino County with Life Expectancy by Census Tracts
The following can be seen from
the map to the right:
• a 14-year difference
between the highest and
lowest life expectancy
(83.6 years – 70.0 years)
• Census tracts (in numbers)
with the lowest life
expectancy (yellow) are in
the north part of the
county, the City of Willits
and in the area northwest
of Ukiah.
• Census tracts with the
highest life expectancy
(red) are on the coast and
Anderson Valley and to the
east of Ukiah.
(See Table on page 7 for data
on Life Expectancy by Census
Tract.)

Comparison of Life Expectancy with Selected Social Determinants in the 19
Mendocino County Census Tracts

Public Health Analysts looked at the Life Expectancy and selected social determinants of
health from Census 2010 in each County census tract, including race and ethnicity, age,
education level, household income, percent of people who own their homes, and percent of
households with children headed by a single mother. They also used scatterplots to
demonstrate in a picture the relationship of Life Expectancy to selected variables and to
ascertain which variables were most highly correlated to Life Expectancy.
Examining the table of Mendocino County data by census tract found on page 7, it can be
seen that, generally, census tracts with the lowest life expectancy also have
• the lowest median household incomes,
• the highest American Indian populations,
• the highest percent of the population under 18 years of age,
• the lowest percent with bachelor’s degrees or higher,
• the lowest percent of owner-occupied households.
5

It can also be seen that, generally, census tracts with the highest life expectancy also have
•
the highest median household incomes,
•
the highest percent of the population 65 years of age or older,
•
the highest percent with bachelor’s degrees or higher,
•
the highest percent of owner-occupied households.

Discussion

Using statistical methods to analyze the data, it was found that the correlation (or relationship)
between median household income and life expectancy was strong (denoted by R where the
relationship is weak if R is between 0 and .3, moderate if R is between .3 and .7, strong if R is
between .7 and 1). The following results were observed:
• median household income is a significant predictor of Life Expectancy; and
• the other variables examined are related to median household income but are not
predictors of Life Expectancy alone.
This means that in Mendocino County, those with higher incomes tend to live longer on
average. More than half (51%) of the variance in life expectancy was accounted for by median
household income.
A scatter plot can be used to display these results. They use horizontal and vertical axes to
plot data points to show how much one variable is affected by another. The relationship
between two variables is called their correlation. Below is a scatter plot of Life Expectancy and
Median Household Income, with a trend line to illustrate the pattern of the data points. Each
point or diamond represents the average life expectancy in a census tract in Mendocino
County.

LIfe Expectancy
(years)

Life Expectancy (years) by
Median Household Income ($)
for Mendocino County Census Tracts

86
84
82
80
78
76
74
y = 0.0002x + 66.259
72
R2 = 0.5142
70
R = 0.717
68
$20,000 $30,000 $40,000 $50,000 $60,000 $70,000 $80,000

In practical terms, this scatterplot
and trend line show that for every
$10,000 dollar increase in
median household income, life
expectancy increased by 2
years.

Median Household Income
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MENDOCINO COUNTY - Data by Census Tract
Total population and Selected Demographics from Census 2010 - 100-Percent Count Data
Total population and Selected Social Determinants from American Community Survey - Estimates 2005-2009
CT 101

Area of the County
Total population (Census 2010)
White, (not Hispanic)
American Indian/Alaska Native
Hispanic or Latino (of any race)
Under 18 years
65 years +
Total population (ACS 2005-2009))
% w/BA or higher
Median HH Income
% HHs w/own children<18,
Single Mother
% Living Below FPL
% Owner Occ HH

Life Expectancy (years)

Mendocino
County

Total population (Census 2010)
White, (not Hispanic)
American Indian/Alaska Native
Hispanic or Latino (of any race)
Under 18 years
65 years +
Total population (ACS 2005-2009)
% w/BA or higher
Median HH Income
% HHs w/own children<18,
Single Mother
% Living Below FPL
% Owner Occ HH

Life Expectancy (years)

CT 103

CT 104

CT 105

Laytonville Rural n&e
& Rural nw of Ft.Bragg n.Ft.Bragg s.Ft.Bragg

CT 106
Rural
Willits

CT 107 CT 108.01 CT 108.02
Willits

Redwood
Valley

Potter
Valley

87,841
2587
4155
4272
3467
4439
6917
6203
5915
1785
68.6%
42.6%
77.8%
81.5%
69.1%
59.1%
83.1% 70.6%
73.9%
74.5%
4.9%
39.7%
8.5%
1.6%
1.9%
2.2%
2.3%
5.7%
6.0%
2.8%
22.2%
11.8%
8.8%
12.4%
25.0%
34.2%
10.6% 20.2%
17.6%
21.6%
22.2%
25.7%
18.8%
15.3%
21.3%
25.9%
19.8% 25.4%
22.2%
21.2%
15.4%
14.5%
14.3%
19.9%
14.5%
15.1%
14.7% 14.5%
13.0%
15.7%
86,030
2864
3403
3731
2910
4361
6567
6386
6104
1904
23.3%
16.2%
21.1%
23.6%
25.6%
10.8%
25.9% 15.0%
19.6%
31.1%
$43,404 $30,851 $30,909 $42,793 $39,597 $30,702 $41,159 $42,663 $54,900 $61,848
26.1%
16.3%
64.6%

53.4%
29.0%
74.8%

16.6%
18.3%
72.1%

24.1%
16.9%
77.4%

15.7%
12.2%
49.6%

13.4%
31.0%
39.3%

24.4%
12.0%
82.9%

39.5%
17.9%
48.6%

16.1%
11.4%
75.6%

23.2%
14.6%
67.2%

75.6

73.0

73.0

79.4

76.0

73.2

75.6

72.0

76.4

83.6

low

low

high

CT 109

Area of the County

Covelo &
Rural ne

CT102

CT 110

CT 111

CT 112

AVRural n&w Mendocino- Manchester- BoonvilleLR-Elk Gualala-AV Comptche
of Ukiah

low

low

high

CT 113

CT 114

CT 115

CT 116

CT 117

CT 118

Rural w.of
Ukiah

w.Ukiah

ne.Ukiah

s.Ukiah

e.of Ukiah
Talmage

Hopland
&Yville

4332
7316
3915
3293
5972
4469
6739
5802
4181
2082
62.7%
88.8%
72.6%
58.4%
56.5%
78.3%
59.9% 49.6%
60.1%
62.2%
2.8%
1.0%
4.6%
1.6%
5.3%
2.2%
4.3%
3.9%
4.6%
9.0%
31.1%
5.6%
20.1%
38.1%
34.4%
13.8%
31.1% 40.2%
25.6%
26.1%
24.1%
13.1%
18.1%
24.2%
27.2%
17.9%
28.3% 28.0%
22.5%
20.7%
13.3%
23.7%
19.4%
13.8%
11.5%
19.6%
10.9% 13.1%
15.9%
14.0%
4892
7535
4031
2920
6008
3688
6826
5350
4317
2233
19.4%
42.8%
40.9%
28.3%
16.4%
44.9%
11.4% 11.3%
30.0%
15.7%
$53,603 $49,829 $43,830 $43,690 $43,548 $53,177 $40,632 $29,847 $71,016 $39,688
17.2%
10.1%
72.4%

6.1%
8.8%
83.4%

17.7%
14.5%
73.9%

19.6%
21.3%
66.9%

39.0%
14.0%
54.8%

14.8%
5.2%
69.8%

33.4%
17.7%
46.6%

33.7%
24.2%
30.7%

10.6%
24.4%
74.0%

18.4%
16.6%
54.6%

74.0

78.3

76.0

78.9

77.2

78.9

72.7

70.0

79.3

high

low

low

high

74.9

high

high

Life Expectancy by Census Tract calculated from Mendocino County Death Files by Phyllis Webb with CT coding assistance from Leif Farr.
Small numbers in population may lead to unstable Life Expectancy calculations and should be used with caution.
Social Determinant data were taken from Census 2010 (100% Count) and from American Community Survey 2005-2009.

___________________
1
Slide from power point by US Department of Health & Human Services available at
222.healthypeople.gov/202/consortium/HealthPeoplePresentation_2/24/11.ppt.
2
Bell JD, Bell J, Colmeanar R, et.al. Reducing Health Disparities Through a Focus on Communities. Oakland, CA: PolicyLink;
2002 November.
3
Yen IH, syme SL. The social environment and health: a discussion of the epidemiologic literature. Annual Review of Public
Health, 1999; 20:287-308.
4
Whitehead M. The concepts and principles of equity in health. Int J Health Serv. 1992; 22:429-445.
5
Mustillo S, Krieger N. Gunderson EP, Sidney S, McCreath H, kiefe CI. Self-reported experiences of racial discrimination and
black-white differences in preterm and low-birthweight deliveries: The CARDIA Study. AM j Public Health 2004; 94:215-2131.
6
Krieger N. Does racism harm health? Did child abuse exist before 1962? – on explicit questions, critical science, and current
controversies: an ecosocial perspective. Am J Public Health 2003; 93:194-199.
7
Giles WH Liburd LC. Achieving health equity and social justice. In Cohen L, Chavey V, Chehimi S. eds. Prevention is
Primary, San Francisco: Jossey-Bass; 2007:25-40.
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2. COUNTY HEALTH STATUS
2.1 The US Department of Health and Human Services publishes a set of objectives that can be used
as benchmarks for Public Health Jurisdictions across the nation for a 10-year period. The most
recent is called Healthy People (HP) 2010. A subset of health status indicators from the HP 2010
national health objectives have been selected from the hundreds available to assess and monitor
the health of California and its Counties. These selected indicators include death rates due to
specific causes and infant mortality; incidence of illness due to AIDS, Hepatitis C and tuberculosis;
percent of births to adolescents and late entry into prenatal care. The table below compares
Mendocino County with California and HP 2010 objectives. The interpretation and use of this data
should be made with caution. A specific indicator may not give us the full picture of the health status
in a particular area, but may be used to highlight areas of possible concern for further investigation.

Mendocino County Health Status Indicator Comparisons
for 2007-2009
Health Indicator

Healthy People 2010
Objective

County Comparisons

Rates per 100,000 population
unless otherwise stated

Age-Adjusted Death Rates,% or Incidence
County
Rate/%/#

Cty vs
HP 2010

State
Rate/%/#

Cty vs
State

Motor Vehicle Crash Death Rate

8.0 or less

18.6 *

-

9.2

-

Unintentional Injury Death Rate
Firearm Injury Death Rate

17.1 or less
3.6 or less

53.3
16.3 *

▼
-

28.7
8.2

▼
-

Suicide Death Rate

4.8 or less

23.7

▼

9.6

▼

158.6 or less
43.3 or less

161.2
39.4

♦
♦

154.0
37.2

♦
♦

21.3 or less

27.0 *

♦

21.2

♦

162 or less
50. or less

139.4
36.8

♦
♦

128.0
38.4

♦
♦

4.5 or less/1,000 births
not yet established

8.5 *
13.8 *

♦
na

5.3
20.3

♦
♦

not yet established
10% or less of live births
5% or less of live births
not yet established
1 or less
not yet established
1 or less

35.8
31.5%
6.1%
22.3%
5.2 *
241.1
3.6 *

na
▼
♦
na
na
♦

34.7
17.3%
6.8%
17.0%
10.7
382.4
6.9

♦
▼
♦
▼
♦
▲
♦

All Cancers Death Rate
Lung Cancer Death Rate
Female Breast Cancer Death
Rate
Coronary Heart Disease Death
Rate
Stroke Death Rate
Infant Death Rate
Diabetes Death Rate
Birth Rate to Teens Aged 15-19
%Late or No Prenatal Care
%Low Birthweight Infants
%Persons under 18 in Poverty
AIDS Incidence
Chlamydia Incidence
Tuberculosis Incidence

* - Rates are deemed unreliable based on fewer than 20 data elements.

na - not available

♦ - County not significantly different from the State of HP 2010
▼ - County significantly worse than the State or HP 2010
▲ - County significantly better than the State or HP 2010

Source: California Department of Public Health, County Health Status Profiles 2011, based upon 2007-2009 data.
http://www.cdph.ca.gov/programs/ohir/Pages/CHSP.aspx

8

What can this table tell us?

v Looking at death rates and comparing Mendocino with California, Mendocino death rates were

significantly worse for unintentional injuries, and suicides, but, not significantly different for all cancers,
lung cancer, female breast cancer, coronary heart disease, stroke, and infant deaths.

v Of the Maternal and Infant Health indicators, Mendocino County was significantly worse than the State for
% late or no prenatal care and % persons under 18 living in poverty; but, not significantly different for
birth rate to teens aged 15-19 and % of low birth weight infants.

v Of the Communicable Disease indicators, Mendocino County was significantly better than the State for
incidence rates for chlamydia, but not significantly different for tuberculosis.

v Mendocino County meets the HP 2010 Objective for death rates for all cancers, lung cancer and female
breast cancer, coronary heart disease, stroke, infant deaths and incidence of TB; but does not meet the
HP 2010 Objective for death rates for unintentional injuries and suicides, % late or no prenatal care.

2.2 Another way to compare indicators is the County Health Indicator Rankings which comes from
the Mobilizing Action Toward Community Health (MATCH) project. MATCH is a collaboration
between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute. Its website provides access to the 50 states, ranking each county within each state
according to its health outcomes based on mortality and morbidity measures and health factors
based on health behaviors, clinical care, social and economic, and physical environment measures.

County Health Indicator Rankings 2011

(Rank 1 is the “healthiest rank.” Blank values reflect unreliable or missing data. Sierra & Mono Counties were not ranked.)

INDICATOR

Mendocino
County

Error
Margin

National
Benchmark

CA
Value

HEALTH OUTCOMES

33
47

Mortality
Premature death

8,681

7,969-9,393

5,564

6,128
13

Morbidity
Poor or fair health
Poor physical health days
Poor mental health days
Low birthweight

13%

9-18%

10%

18%

3.4

2.4-4.5

2.6

3.7

3.5

2.3-4.7

2.3

3.6

6.1%

5.5-6.6%

6.0%

6.7%

HEALTH FACTORS

35
35

Health Behaviors
Adult smoking

19%

11-13%

15%

15%

Adult obesity

21%

16-27%

25%

23%

Binge drinking

24%

16-36%

8%

17%

Motor vehicle crash death rate

20

16-23

12

12

Chlamydia rate

288

83

407

Teen birth rate

40

22

40

38-43

21

Clinical Care
Uninsured adults

25%

Primary care provider ratio

635:1

Preventable hospital stays

Rank
(of 56)

20-29%

13%

24%

631:1

847:1

46

44-49

52

59

Diabetic screening

78%

69-87%

89%

77%

Mammography screening

64%

56-72%

74%

59%

9

41

Social & Economic Factors
High school graduation

65%

92%

71%

Some college

48%

68%

59%

Unemployment
Children in poverty

10.5%

10.2-10.8%

5.3%

11.4%

25%

19-30%

11%

19%

14%

26%

Inadequate social support
Single-parent households

38%

20%

30%

Violent crime rate

612

100

520

Air pollution-particulate matter days

3

0

16

Air pollution-ozone days

0

0

51

Access to healthy foods

68%

92%

79%

10

Physical Environment

Access to recreational facilities
17
17
9
Source: Mobilizing Action Toward Community Health. http://www.countyhealthrankings.org/california

What can this table tell us?
v Mendocino ranked 47th out of 56 counties or only better than 9 (or16%) of California counties on the indicator
th

for mortality (death) and ranked13 out of 56 counties or better than 43 (77%) of the California counties on
the indicators for morbidity (illness) which puts Mendocino in the top half of California counties for health
outcomes.

v Mendocino ranked 34th out of 56 counties or better than 22 (or 39%) of California counties on health
th

th

behaviors, 20 out of 56 counties or only better than 36 other counties (64%) on clinical care, 41 out of 56 or
better than15 other counties (27%) on social and economic factors, and 10 out of 56 counties or better than
46 other counties (82%) on physical environment.

These rankings are a “call to action” for states and locals to develop broad-based solutions so that
residents can be healthy. In general, rural counties rank the highest in terms of health ranking.
2.3 Looking at leading causes of death can give an indication of the diseases that cause the
population of Mendocino County to live in poor health. What residents of Mendocino County die of
can reveal the causes of unnecessary and early deaths. An analysis of death rates can suggest
where to expand prevention efforts to identify preventable illness that could be treated early.

v Deaths due to Cancers, all causes was the

Leading Causes of Death 2007-2009

leading cause of death in Mendocino County for
the 3-year period 2007-2009 with 22% of all
deaths. Coronary Heart Disease (CHD), one of
the many Diseases of the Heart, is the 2nd
leading cause of death with 19% of all deaths.
This pattern was reversed in 2002-2004 with
CHD leading Cancer in cause of death.

as a Percent of all Deaths

Diabetes

1.9%

Chronic Liver Disease

2.1%

Motor Vehicle Injuries

2.2%

Suicide
Stroke

2.8%
5.0%

Unintentional Injuries

6.4%

Respiratory Diseases

6.4%

Coronary Heart Disease
Cancer, all causes

v The average number of deaths due to All

Cancers was 181 per year for 2007-2009
compared to 156 per year from CHD.

v In contrast, deaths due to Unintentional Injuries,

19.4%
22.4%

10

Respiratory Diseases, and Stroke were the 3rd,
4th and 5th leading causes of death, with a total
of 17.8% of all deaths.

Death Rates from Common Diseases
Mendocino County vs California, 2007-2009
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23.7
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Comparing the rates of Leading Causes of Death in Mendocino to the State of California, it can be seen
that Mendocino is considerably higher than the State for Unintentional Injuries, Coronary Heart
Disease, Suicide and Motor Vehicle Injuries. For the other selected causes of death, Mendocino and
the State are not significantly different.

Mendocino

California

Source: California Department of Public Health, County Health Status Profiles 2011, based upon 2007-2009 data.
http://www.cdph.ca.gov/programs/ohir/Pages/CHSP.aspx
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3. COUNTY DEMOGRAPHICS and SOCIO-ECONOMIC
ENVIRONMENT

3.1 The US Census of 2010 provides the most current data (called 100% count data) on population
trends by age and race/ethnicity for Mendocino County.
Population Growth:

°

Mendocino County had a
population of 87,841 after the
Census 2010 count and ranks
38th largest in population out of
California’s 58 counties. The
State of California had a total
population of 37,253,956 of
which 0.24% (almost one
quarter of 1%) live in
Mendocino County,
The population of Mendocino
County increased by only 1.3%
in the ten years between 2000
and 2010, whereas the
population between 1990 and
2000 increased by 7%. A
slowing in the population
growth has been noted in the
past 20 years.

Population Growth
Mendocino County 1970-2010
110,000
90,000

Population

°

80600

70,000

86736

87841

67000
50,000

51300

30,000
10,000
1970

1980

1990

2000

2010

Age Groups:
2010 Population by Age Group
Mendocino County, Population Total=87,841
< 5 yrs

5347

5-9

5259

Age Group

10-19

°

Almost 25% of the
population of Mendocino
County was between
ages 0 and 19; 12.1%
were between ages 0 and
9; and 6.1% were less
than 5 years old.

°

For the younger adult
population, 23.5% were
between ages 20 and 39;
for mid-aged adults 28.4%
were between 40 and 59.

°

For the older adult
population, 23.5% of the
population was aged 60
and older; 10.1% was
aged 70 and older.

11003

20-29

10359

30-39

10316

40-49

10930

50-59

14000

60-69

11766

70-79

5102

80-84

1805

85+

1954

0

5000

10000

15000

Population
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Race/Ethnicity Categories:

°
22.2%
2.8%

M
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e

0.6%
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4.0%

Am

H
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ot

°

68.6%

H

80
70
60
50
40
30
20
10
0

is
pa
ni
c

Percent of Total Population

2010 Population by Race/Ethnicity

°

In 2010, 68.6% of the population
was White, not Hispanic; 22.2%
was Hispanic; 4.0% was Native
American; 2.8% was Multirace.
The percent of Hispanic residents
has grown by 2%, where as the
percent of American Indian
residents has decreased by 2%
since the Census in 2000.
The multirace category has been
slowly growing since 2000 when
this category was introduced.

3.2 The US Census Bureau provides many other indicators of interest in the socio-economic
environment through the American Community Survey (ACS), estimated for the 1-year period 2010.
Mendocino County

State of California

$40,536

$57,708

% of People Living below FPL (*)

20.0%

15.8%

% of Families Living below FPL (*)

12.8%

11.8%

% of Households Living below
Self-Sufficiency Standard (**)

39.7%

31.0%

% with Educational Attainment of
BA degree or higher

22.2%

30.0%

% Unemployed

13.7%

12.8%

% Female Householder with
children under 18

7.6%

7.3%

% Speaking Spanish at home

18.0%

28.9%

% Owner occupied housing

54.8%

56.5%

Median Household Income

* Poverty status as measured in the Census 2010 is the percentage of all families and people living below the
Federal Poverty Level (FPL) which is established each year by the US Department of Health and Human
Services and is used as eligibility guidelines for subsidy programs.
**According to the report sponsored by United Way of California, Overlooked and Undercounted 2009, Struggling
to make ends meet in California, the FPL is based only on food costs and significantly undercounts those families
“not making ends meet”. Therefore, the Self-sufficiency Standard (the Standard) was developed based on all
major budget items faced by working adults today. Using the Standard for 2009, Mendocino County had 39.7% of
households below the Standard compared to California with 31%.
Source: US Census Bureau, American Factfinder. www.census.gov
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4. HEALTH OF MOTHERS AND INFANTS
4.1 Prenatal Care
°

Percent of all Births

Women Receiving 1st Trimester Prenatal Care
90

86.6

85

85.9

82.9

82.4 82.9

80
75
70

Mendocino

67.9 68.2

69.5 68.5

67.6

65

California

66.9

60
2005 2006 2007 2008 2009 2010

Mendocino County has
had significantly lower
rates for early entry into
prenatal care than the
State for the past 10
years. However, first
trimester entry into
prenatal care for
Mendocino County
pregnant women has
been increasing by small
increments from 67.9%%
in 2005, 68.5% in 2009. In
2010 there was a
decrease to 66.9%

Source: Automated Vital Statistics System (AVSS), Mendocino County HHSA, Public Health Branch and the California
Department of Public Health

Prenatal Substance Abuse
°

Prenatal exposure to alcohol can have significant impact on the infant’s growth and brain
development in the critical early weeks before a woman knows she is pregnant, as well as
through the last trimester. This can lead to cognitive, behavioral, emotional and learning
difficulties that impact one’s ability to learn. Prenatal exposure to alcohol is the most common
cause of preventable mental retardation. Tobacco use during pregnancy can lead to low birth
weight babies, and prenatal exposure to marijuana may impact a child’s learning abilities.

°

Since 2006 Mendocino County began licensing the 4 P’s Plus © Screen for Substance Abuse
and Domestic Violence in Pregnancy for use by prenatal providers. The following summary data
is from 1459 Mendocino County women in prenatal care from January 2006 to August 2011.
The California data from 78,951 women in prenatal care was collected during 2001-2007 from
the 16 counties using the 4P’s Plus Screen, including Mendocino.

Note: The 4 P’s Plus © is a research-based screen used by prenatal providers to identify obstetrical patients in
need of assessment or follow-up for risk of alcohol, tobacco, and/or illicit drug use. The tool is licensed for use in
Mendocino County through NTI Upstream in Chicago under Ira J. Chasnoff, M.D., which also provides the data
analysis.

°

Percent of Women

Substance Use
Prior to Knowledge of Pregnancy
70
60
50
40
30
20
10
0

55.5

Mendocino
California

39.6
27.7
12.8

Tobacco

16.1

Alcohol

20.0

23.7

6.6
Marijuana Tob, Alc or
Mj
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Mendocino 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.

°

Mendocino County Perinatal Substance Use
2006-2011

Once women in Mendocino
County knew they were
pregnant, the use of tobacco,
alcohol or marijuana dropped
42% (from 55.5% to 32%);
use of alcohol dropped almost
in half from 39.6% to 20.9%.

Percent of Women

70
60

55.5

50

39.6

40

32.1

27.7

30
20

20.9

12.4

20.0
11.4

10

Prior to knowledge of
pregnancy
After knowledge of
pregnancy

0
Tobacco

Alcohol

°

Mendocino County Perinatal Substance Use, 2006-2011
(Tobacco, Alcohol or Marijuana)

Percent of Women

80
70
60
50

70.3
55.5

40

52.9
40.1

32.1

Prior to knowledge of
pregnancy

30.3

30

22.4

20
10

20.0

After knowledge of
pregnancy

0
Total

Caucasian

Hispanic

Marijuana

Other

Tob, Alc, Mj,
Other

Of the pregnant women
surveyed, 70% of
women of the white race
had used substances
prior to knowledge of
pregnancy, more than
women of the Hispanic
or Other race category.
Of these White pregnant
women, almost half were
not using after
knowledge of pregnancy.

Source: 4 P’s Plus Screening data through the Maternal Child & Adolescent Health Program of Mendocino County HHSA,
Public Health Branch

4.2 Births
°

The total number of births to Mendocino County residents has varied in the past 3 years from
1,168 in 2008, 1,099 in 2009 and 1,056 in 2010; averaging about 1,100 per year which has not
increased for the past 10 years.

°

Births to women by
race/ethnicity reveal the following
patterns over the past 5 years:
Births to women of the White race
dropped from 54.3% to 52.7%, a
small decrease of 3%. Births to
women of Hispanic ethnicity have
risen slightly from 36.4% to 38.0%,
an increase of 4%. Births to Native
American women were fairly stable
between 7.1% and 5.4%.

°

The patterms in the race/ethnicity
of women giving birth in
Mendocino County match the
changes in our overall population.

Births by Race/Ethnicity
60

54.3

55.3

55.7

53.0

52.7

Percent

50
40

36.4

37.4

37.7

35.5

38.0

White

30

Hispanic

20

Native Amer.

10

7.1

5.4

6.8

6.0

6.8

0
2006 2007 2008 2009 2010
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°

The teen birth rate, defined as the rate of births per 1,000 population to teenage girls ages 1517 varies considerably in Mendocino County from year to year due in part to the low numbers of
births to teens. In 2006 the number was 29 and in 2010 the number was 22.

°

Since highs in 2007, the County
and State teen birth rates began
to drop; the County rates were
significantly lower than the State
in 2006 increasing in 2007 to
come in line with the State. In
2008 both the County and State
rates began to drop.

Birth Rate per 1,000 Teens

Teen (15-17) Birth Rate
25
20.3

20
15

15.4

20.0 20.3 19.9
19.0 19.1
17.5
16.8
15.2
14.3
12.8

Mendocino
California

10
5
0
2005

2006

2007

2008

2009

2010

4.3 Other Birth Indicators
Low Birth Weight (LBW) Births

Percent of all Births

The percent of low birthweight
(LBW) babies has decreased in
Mendocino from 7.5% of all births
in 2006 to 5% in 2010 and has
been somewhat lower than the
State since 2007.

8.0
7.0

7.0

7.5
6.9

6.9

6.0
5.0
4.0
3.0

6.9
5.9

6.8
6.8
6.2
6.2

6.8
5.0

Mendocino
California

2.0
1.0
0.0
2005

2006

2007

2008

2009

2010

Preterm Births
14.0

Percent of all Births

°

12.0
10.0

12.5 12.6
11.2
11.0 11.1
9.6

9.6

10.7

9.7

10.4

°
10.0

7.4

8.0

Mendocino
California

6.0
4.0
2.0
0.0
2005 2006 2007

2008 2009 2010
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The percent of preterm
births decreased from
12.6% of all births in 2006 to
7.4% in 2010 and has been
somewhat lower than the
State since 2007.

# of Deaths of Children<1 yr old
per 1,000 live Births

Infant Mortality

°

County infant death
rates show much
variability due to small
numbers of deaths, but
have been consistently
higher than the State
rates which have been
quite consistent over the
past 5 years.

°

Since a high in 2006, the
State and County infant
death rates have been
decreasing.

12.0
9.8

10.0
8.0
6.0

8.3

7.5
5.2

8.5
6.7

5.2

5.2

5.1

5.1

5.7

4.7

4.0

Mendocino
California

2.0
0.0
2005 2006 2007 2008 2009 2010

Note: The wide variation in County infant death rates is due to the low number of infant deaths where a small
number of additional deaths can increase the death rate dramatically.
Source: Automated Vital Statistics System (AVSS), Mendocino County HHSA, Public Health Branch and the California
Department of Public Health

4.4 Breastfeeding
Breastfeeding of infants has many
health benefits such as antibodies to
help protect infants from a wide range
of infectious diseases, high quality
nutrition and strong bonding with the
mother. Comparing data from the
Newborn Screening Program (NBS),
Mendocino newborn breastfeeding
rates were consistently higher than the
State.

Exclusive Breastfeeding of Newborns
% of Newborns Breastfed during
their Hospital Stay

°

80.0
70.0
60.0
50.0
40.0
30.0

75.5

74.3

72.0

42.8

42.1

68.2

42.7

49.7

Mendocino
California

20.0
10.0
0.0
2005

2006

2007

2008

Note: Only data up to 2008 can be compared due to changes in the NBS data form and analysis methodology.
2010 data is to serve as the new baseline for future comparisons. See http://www.cdph.ca.gov for information.
Source: California Department of Public Health, Newborn Screening Program (NBS)
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°

The Women, Infants and Children
(WIC) Program provides support
for breastfeeding and collects data
on its clients at age intervals of
infants. A summary of this data for
2008 comparing Mendocino and
California shows higher rates for
Mendocino when compared to the
State.
The Mendocino County local WIC
program data reveals that 40.4%
of all infants in the program in
2009 were breastfeeding at 2
months and 38.9% in 2010; 28.7%
of all infants in 2009 were
breastfeeding at 6 months in 2009
and 32% in 2010.

2008 Breastfeeding Among WIC Clients
% of Infants Breastfed

°

35
30
25
20
15
10
5
0

30.3
25.3
14.4

22.7
15.5

11.4

9.9
5.8

2 mos old

4 mos old

6 mos old

Age of Infant

18

12 mos old

Mendocino
California

5. HEALTH OF CHILDREN & ADOLESCENTS
5.1 Health & Disabilities
° In California, the Child Health and Disability Prevention (CHDP) Program provides regular
preventive health assessments and immunizations to Medi-Cal eligible children, 0 through 20
years old, and children of low income families, birth through 18 years old. When suspected
health problems are found, children are referred for necessary diagnosis and treatment. In
Fiscal Year (FY) 2009-2010, approximately 4500 CHDP exams were conducted by CHDP
providers; about ¼ were recommended for follow-up exams.

°

California Children’s Services (CCS) assures that children under age 21 with chronic
illnesses or disabilities receive specialized medical care and rehabilitation when they have been
determined financially, residentially and medically eligible. The Medical Therapy Unit provides
both occupational and physical therapy at several different school sites in Ft. Bragg, Willits and
Ukiah as well as through private providers when needed. 489 children were enrolled in the CCS
program in FY 09-10.

Source: Mendocino County HHSA, Public Health Branch, CCS & CHDP Programs

5.2 Immunizations
° Immunizations required or recommended for childcare and school entry in California can reduce

illness and death in children. Vaccinating children effectively decreases overall transmission of
disease such as diphtheria, pertussis (whooping cough), tetanus, measles, mumps, rubella,
polio, Haemophilus influenza B, hepatitis A and B and chickenpox (varicella). These diseases
continue to circulate around the world where immunizations are not required. Visitors from
under immunized countries can bring diseases and infect the unimmunized in the United States.
There has been an increase in measles, mumps and pertussis in the United States the past two
years.

°

The past two years have seen an increase in pertussis in California, the worse epidemic in 60
years. Ten infants died from this disease. California added a new immunization law, AB – 354,
requiring that all children entering seventh through twelfth grades must obtain a pertussis
containing vaccine (Tdap) prior to school admittance. Most vaccine series are started at two
months of age and progress every two months. However, pertussis doesn’t build an adequate
immunity in infants until 3 vaccinations are received. Fortunately there were no pertussis deaths
in Mendocino County. AB – 354 requirements will continue to apply to all children entering
seventh grade.

°

Mendocino County had 3 measles cases in 2011. The index case was a visitor from Europe
who had never been vaccinated against measles, mumps or rubella. The two local contacts who
contracted measles had not been vaccinated against measles.

°

There were 2 Haemophilus influenza cases in 2011, even though both children had received
Haemophilus influenza (HiB) immunizations.

Source: Mendocino County HHSA, Public Health Branch, Immunization Program

5.3 Healthy Behaviors
School Gardens
° In 2010 there were 35 public school gardens and over 32 community-based and preschool
gardens providing fresh vegetables for school lunches.

19

School Fitness
° The California Physical Fitness Test (PFT) uses the Fitnessgram to measure 6 aspects of fitness
in grades 5, 7 and 9: aerobic capacity, body composition, abdominal strength, trunk strength,
upper body strength and flexibility. Comparisons of percents for school year 2010-2011 to school
year 2009-2010 of students who achieved health standards in at least 4 out of the 6 of these
aspects showed the following decreases for school year 2010-2011: 5th grade – 63.8% down
from 66.5%, 7th grade – 63.1% down from 70.0% and 9th grade – 76.0% down from 82.3%.
Source: California Department of Education. http://www.cde.ca.gov/ds/

In the California Health Interview Survey (CHIS) 2009 (a statewide survey conducted every 2 years),
the following estimates comparing Mendocino County to all of California were reported:
Healthy Weight
° For children:
Normal weight for age

°

For teens:
Not overweight or obese

Healthy Eating
° For children:
Ate 5 or more fruits or veggies daily
No fast food eaten in past week

°

For teens:
No fast food eaten in past week

Physical activity
° For children:
Engaged in physical activity.
at least 1 hr every day in past week

°

For teens:
Engaged in physical activity.
at least 1 hr every day in past week

Mendocino
90.7%

California
88.5%

Mendocino
87.9%

California
84.9%

Mendocino
49.3%
43.8%

California
48.4%
29.4%

Mendocino
31.1%

California
21.0%

Mendocino

California

35.8%

22.6%

Mendocino

California

24.0%

15.2%

Source: California Health Interview Survey (CHIS). http://www.chis.ucla.edu/
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5.4 Injuries to Children and Youth
Non-Fatal Hospitalizations
to Children & Youth
Mendocino County, Totals for 2007-2009

Attempted Suicide
Suffocation

9

0 2
0
1
0
0
1
1

Poisoning

10-14 yrs
5-9 yrs

5

3

0-4 yrs

4

Fall
MVT* Occupant

18

10
0

Struck by Object
Motorcyclist

15-19 yrs

1

Bicyclist

12

0
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3
16

11

1
1
01
0

23
24

Note: MVT*=motor vehicle
transport

6
3

Among children and youth,
injuries are a leading cause
of death and disability,
surpassing all major
diseases combined. From
2007 to 2009 in Mendocino
County, 286 children and
youth between 0 and 19
years of age, had non-fatal
hospitalizations. The
cause of 248 of these
hospitalizations (87%) were
due to unintentional (or
accidental) as opposed to
assault or suicide.

6

5

10

15

20

25

30

Number of Injuries
Source: California Department of Public Health, EpiCenter. http://epicenter.cdph.ca.gov/

5.5 Deaths to Children and Youth
°

The Child Death Review Team (CDRT) of Mendocino County, composed of representatives
from Public Health, Mental Health, Social Services, Probation, Sheriff/Coroner and the District
Attorney, reviewed the deaths of 9 children who died in Mendocino County under 18 years of
age in 2010. One of these children resided in the State of Washington.

°

Five (56%) were under one year, one was 3 years old, and three were between 16 and 17 years
old.

°

Five (56%) of these children died of natural causes (4 of prematurity under 1 day old, 1 of a
congenital illness), 3 (33%) died in accidents (1 teen in an automobile accident, 1 teen from
drowning, 1 child in a play equipment accident) and 1 teen died as a result of suicide.

°

Five (56%) died in the hospital, 1 died at home, 1 teen died in the roadway from an automobile
accident and 1 in the river.

°

Since the CDRT began reporting in 1995, the number of deaths per year that occurred to
children under age 18 in Mendocino County has varied from 22 to 5. For example, for the past
5 years, the variation has ranged from 18 in 2006, 5 in 2007, 13 in 2008, 10 in 2009 and 9 in
2010 for a 5-year average of 11 deaths per year.

°

No one factor can be attributed to these variations as the numbers are too small to recognize
trends.

Source: Mendocino County HHSA, Public Health Branch, Child Death Review Team Annual Reports.
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5.6 Alcohol, Tobacco and Other Drug Use
°

The California Healthy Kids Survey (CHKS) is conducted each school year and the results
are pooled for 2 years and weighted. Results should be interpreted with caution as they may be
impacted by response rates, type of parental consent used, size of the school and other issues.
However, they do give an indication of the extent of use and attitudes toward alcohol, tobacco &
drug use among youth.

°

In Mendocino County for the school years 2008-2010, the number of responses was 543
students in grade 7, 496 students in grade 9 and 477 students in grade 11.

°

The following results of this survey were found among the respondents:

°

-

22% of 7th grade, 36% of 9th grade and 48% of 11th grade respondents in Mendocino
County had used alcohol in the past 30 days. However, 75% of 7th grade, 82% of 9th
grade and 82% of 11th grade respondents in Mendocino County perceived alcohol use to
be harmful.

-

10% of 7th grade, 21% of 9th grade and 28% of 11th grade respondents in Mendocino
County had used marijuana in the past 30 days. However, 75% of 7th grade, 78% of 9th
grade and 75% of 11th grade respondents in Mendocino County perceived marijuana
use to be harmful.

-

10% of 7th grade, 25% of 9th grade and 27% of 11th grade respondents in Mendocino
County had used tobacco in the past 30 days. However, 77% of 7th grade, 88% of 9th
grade and 91% of 11th grade respondents perceived any cigarette smoking to be
harmful.

Other results about more risky use behavior in the CHKS bring the extent of teen use of alcohol
into focus:
-

14% of 7th grade, 39% of 9th grade and 56% of 11th grade respondents reported that
they have been very drunk or sick after drinking at least once.

-

11% of 7th grade, 22% of 9th grade and 34% of 11th grade respondents reported binge
drinking at least once in the past 30 days.

-

26% of 9th grade and 34% of 11th grade respondents reported having driven after
drinking or been driven by a friend who had been drinking.

-

53% of 7th grade respondents had been a passenger in a car driven by someone who
had been drinking.

Source: California Healthy Kids Survey, 2008-2010. http://www.cde.ca.gov/ls/he/at/chksreports.asp

5.7 Tobacco Sales to Minors (under 18 years old)
°

The Mendocino County Tobacco Control Program (TCP) conducts underage youth buy surveys
of selected tobacco retailers in the County to determine whether retailers ask for identification
and whether they sell to youth under the age of 18. In 2011, in the city of Ft. Bragg, 5 out of 15
(33%) retailers sold to minors, up from 3 out of 14 (21%) in 2009.

°

TCP is currently working with the Ft. Bragg City Council on a Permit to limit tobacco sales
within the city limits to those retailers already selling tobacco products.

Source: Mendocino County HHSA, Public Health Branch, Tobacco Control Program.
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6. HEALTH OF ADULTS & OLDER ADULTS
6.1 Aging Trends
°
Population Growth in Adult & Older Adult Populations
as % of total Population in Mendocino County

50.0%
43.0%

40.0%

39.8%

40.0%

40.5%

38.8%

40.1%

Population aged 30-59

30.0%
18.3%

18.0%

20.0%

19.5%

21.5%

19.9%

23.5%

Population aged 60+
10.0%
2000

°

2002

2004

2006

2008

According to the California
Department of Finance, the
older adult population, 60
and older increased by
slightly over 30% in
Mendocino County between
2000 and 2010 whereas the
adult population, 30-59
decreased by 7% in the
same time period. In 2010,
23.5% (more than 1 in 5) of
the total population was
60+ where 40.1% (2 in 5)
was between 30 and 59.

2010

This pattern is expected to continue. By 2015, the number of people between 30 and 59 is
projected to be 36% while the population of all seniors (age 60+) will be more than 25% (1 in 4)
of the total population.
Source: California Department of Finance. http://www.dof.ca.gov/research/demographic/

6.2 Healthy Environment / Healthy Behaviors
°

According to the California Health Interview Survey (CHIS) 2009, the following estimates were
reported on levels of obesity in adults:
Mendocino

California

Normal Weight

37.5%

41.4%

Overweight

38.9%

33.6%

Obese

22.7%

22.7%

Source: California Health Interview Survey (CHIS). http://www.chis.ucla.edu/

°

From these results, it can be noted that almost 1 in 4 adults in Mendocino County and in California
are obese as estimated by self-report surveys conducted by UCLA every 2 years. Also, 2 in 5
adults in Mendocino are overweight compared to 1 in 3 in California.

°

Access to healthy food and the ability to afford it are important aspects in deciding to eat a nutritious
diet. The following indicators shine a light on this:
- In 2010, over 8,000 Mendocino County residents participated in the Food Stamp Program (now called
CalFresh) which provides vouchers to low income families to buy the food they need.
- All 8 certified Farmer’s Markets in Mendocino County now accept CalFresh/Food Stamps.
- According to CHIS 2009, 35.3% (over 1/3) of Mendocino County residents lived in food insecure
households.
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6.3 Injuries and Deaths
°
Fatal Injuries to Adults
Mendocino County, Total=214 deaths for 2007-2009
Other
injuries, 19

Falls, 20

Drownings, 8

Homicides, 15

Burns, 4
Poisonings,
45

MV*
Accidents, 44

Fatal injuries to adults and
older adults (21 years old 100+) accounted for 214
deaths in the 3-year period
2007-2009. Suicides (59
deaths) and vehicle
accidents (44 deaths) were
almost 50% of all causes of
injury leading to death.

Note: MV* is only motor vehicle
accidents.

Suicides, 59

Non-fatal Hospitalized Injuries to Adults
Mendocino County, Total=2,558 for 2007-2009
708

Other injuries

°

63

Homicides

Also, non-fatal hospitalized
injuries to adults accounted for
2,559 injuries for the 3-year
period 2007-2009. The most
common cause was falls
(1,122 or 44% of all injuries)
followed by vehicle accidents
(219 or 8.6% of all injuries).

95

Suicides

66

Struck by Object

181

Poisonings

20

Bicyle Accidents

219

MV* Accidents

1122

Falls

12

Drow nings/Suffocation
Cut/Pierce

45

Burns
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Source: California Department of Public Health, EpiCenter. http://epicenter.cdph.ca.gov/

6.4 Alcohol, Tobacco and Other Drug Use
According to CHIS 2009 17.4% (almost 1 in 5) of Mendocino County adults were current smokers;
and 38.2% (almost 2 in 5) of adults engaged in binge drinking in the past year.
Adult Arrest Rates for Drug-Related Offenses
Arrest Rates per 1,000 Population

°

Mendocino County, ages 18-69
25

°
20.3
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17.7

18.7

Mendocino
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7.4
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8.2

9.0

9.8
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7.9
California

0
2005
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24

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.

Also, Mendocino County felony and
misdemeanor adult (19-69 years old)
driving-under-the-influence arrest rates
continue to be considerably higher than
State rates. These arrest rates showed a
dramatic decrease from 17.2 to 13.1
arrests per 1,000 between 2008 and 2009.

Arrest Rates per 1,000 Population

°

Adult Arrest Rates for Driving-under-the-Influence
Mendocino County, ages 18-69
17.6

20
15

12.3

10

7.4

16.4

17.2
13.1

Mendocino
7.9

8.2

8.5

8.1

California

5
0
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Source: California Department of Justice. http://oag.ca.gov/

°

Alcohol-Related Motor Vehicle Collisions
# of alcohol-related collisions as
% of total collisions

Mendocino County vs California
25%
20% 17.2%
15%

21.3%

20.2%

17.6%

16.4%

10.8%

11.5%

12.0%

11.8%

Mendocino
California

10%
5%
0%
2005
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2008

Source: SWITRS from the California Highway

°

11.5%

The California Highway Patrol
tracks all motor vehicle collisions
involving fatalities and injuries
and those that were alcoholrelated. Mendocino has been
consistently higher than the
State over the past 5 years in
percent of all collisions that are
alcohol-related and was over 9%
higher in 2008.

2009

Patrol. http://www.chp.ca.gov/

The number of retail liquor outlets in Mendocino County offers an indication of how widely available
alcohol is to the public. According to the California Department of Alcoholic Beverage Control, the
number of outlets in Mendocino County per 10,000 population continues to be more than twice that
of the State since 1992 (48 retail outlets per 10,000 population for Mendocino compared with 21
retail outlets per 10,000 population for entire State as of 6/30/11).
Source: State of California, Alcohol Beverage Control. http://www.abc.ca.gov/

6.5 Domestic Violence
°

Domestic Violence and Spousal Abuse

Number of Reports

in Mendocino County
700
600
500
400
300
200
100
0

594

578

572

Domestic Violence Calls
160

169

169

485

2006

2007

Note: Data for number of arrests in
Mendocino was unavailable (NA) for 2009.

159

Arrests for Spousal Abuse
2005

440

NA
2008

The number of domestic violencerelated calls to criminal justice has
been decreasing since 2005,
although the number of spousal
abuse arrests has remained
relatively steady.

Source: California Department of Justice.

2009

http://oag.ca.gov/

25

7. INFECTIOUS DISEASE
Prevention and control of infectious disease through public health prevention and intervention including
immunization, testing, treatment, case management and follow-up and public education continues to
protect the heath status of residents.

7.1 Sexually Transmitted Diseases (STDs)
°

Chlamydia continues to be the most
frequently reported STD in the US and
in Mendocino County and is
considered to be the most common
cause of infertility in women. There
were 248 cases of chlamydia reported
in Mendocino County in 2008, 216 in
2009, 260 in 2010 and 262 in 2011.

Chlamydia Cases Reported to Public Health
by Year in Mendocino County
2011
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2010

260
216

2009
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2008
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2007
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STDS Reported to Public Health in 2011
by Age Group

300

°

°
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Number of Cases

The number of reported gonorrhea cases has
varied over the past few years from 19 in 2007
down to 12 cases in 2008, and up again to 15
in 2010 and 24 cases in 2011.
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Both chlamydia and gonorrhea cases peak in
the age group 20-29.
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Source: Mendocino County HHSA, Public Health Branch, STD Program

7.2 HIV/AIDS
° With over 190,000 cases,

HIV/AIDS Cases by Transmission Routes

California ranks second in the
nation in terms of the number of
people infected with HIV and
AIDS. Although Mendocino
continues to experience a trickle
of new HIV and AIDS cases, the
number of these cases has
declined over previous years.
Several new HIV infections are
identified here annually. Most of
those individuals receive their HIV
and AIDS diagnoses
simultaneously which reflects that
fact that they have waited until
late in their disease progression to
even get tested for HIV.

as of 1/1/2012, % of 611 total reported cases
to Mendocino County Public Health since 1982
3%
2%

Gay/Bisexual

10%
16%

15%
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G/B & IV drug use
IV Drug Use

54%

Heterosexual
Transfusion
Other

°

As of 1/1/12, the Mendocino County HHSA, Public Health Branch, HIV/AIDS program has had
knowledge of 611 individuals with HIV or AIDS who have used services in Mendocino County
since 1982. Of those individuals, 133 (22%) are living. In line with the national trends, most of
these individuals have been infected via injection drug use or men having sex with men.

°

Mendocino County AIDS
Volunteer Network has
# of needles exchanged in Mendocino County
operated a legal needle and
syringe exchange program
90,000
in Mendocino County since
76,818
80,000
the spring of 2000. The
73,809
70,000
fiscal year 2004/05
62,992
60,000
represented
the peak year
51,143
45,585
50,000
for Mendocino County when
42,306
40,000
over 76,000 needles and
28,098
30,000
syringes were exchanged, or
20,000
a 145% increase over the
10,000
first year of operation.
However, due to a decrease
in funding, the majority of
the outreach worker
positions that administer the
exchange have been eliminated. In 2010/11, only 28,098 needles and syringes were
exchanged which is a 63% decrease since the peak year of 2004/05.
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Source: Mendocino County HHSA, Public Health Branch, AIDS/HIV Program

7.3 TB, Hepatitis, Others
°

There were no cases of active pulmonary tuberculosis in Mendocino County in 2010. There
was one active pulmonary tuberculosis case and one extra pulmonary tuberculosis case in
2011. Extra pulmonary means the bacteria is not in the lungs but in another part of the body.
Whether the tuberculosis is pulmonary or extra pulmonary the person is treated according to
California State TB Guidelines.

°

In Mendocino County, there was one case of Hepatitis A and one acute case of Hepatitis B
2011. Mendocino County averages190 cases of newly identified Hepatitis C a year.

°

There were no Neisseria meningitis cases in 2011.

°

There were no West Nile Virus cases in 2011.

Source: Mendocino County HHSA, Public Health Branch, Infectious Disease Program.
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8. CHRONIC DISEASE
Chronic diseases account for the four leading causes of death in Mendocino County with
cancer (including lung cancer) and heart disease causing over 50% of all deaths followed by
stroke and chronic lower respiratory diseases. According to public health analysts, four
modifiable risk behaviors—lack of physical activity, poor nutrition, tobacco use, and excessive
alcohol consumption—are responsible for much of the illness, suffering, and early death
related to chronic diseases.
8.1 Coronary Heart Disease (CHD)
°

Death Rate per 100,000
Population

Death Rates from Coronary Heart Disease
Age-Adjusted Rates Averaged for 2007-2009
200.0
150.0

154.0
130.0

123.0

145.2

126.9

137.1

139.4 128.0

100.0
50.0
0.0
04-06

05-07
Mendocino

06-08

07-09

California

According to the County Health
Status Profiles 2011, the 3-year
average for 2007-2009 ageadjusted death rate for Coronary
Heart Disease in Mendocino County
per 100,000 population was 139.4
compared to 128.0 statewide. The
age-adjusted rate takes into
account the fact that more older
people die of heart disease than
younger people and allows
comparisons between county and
state.

° As an indicator of illness, according
to the California Health Interview Survey (CHIS) 2009, an estimated 7.3% of residents have
been diagnosed with heart disease and 27.6% with high blood pressure.
8.2 Cancer
° With an average age-adjusted Cancer death rate of 161.2 per 100,000 population for the 3-year
period 2007-2009, Mendocino County ranked 33rd out of 58 California counties for all cancer
sites combined, somewhat higher than the State rate of 154.0 per 100,000.

°

Cancer is not a single disease but a group of over 100 different diseases that are registered by
site of abnormal cell growth. In Mendocino County for the 3-year period 2007-2009, Lung
Cancer, with a yearly average of 46.0 deaths, was the most common cause of death from
Cancer followed by Colorectal Cancer
Death Rates from Cancer
and Breast Cancer both with 16.3
Age-Adjusted
Rates Averaged for 2007-2009
deaths.

°

Looking at death rates from these top 3
cancer sites averaged for 2007-2009
and comparing Mendocino to the State,
it can be seen that Mendocino County’s
rates are considerably higher than the
State for Breast Cancer and slightly
higher for Lung Cancer. Rates for
Mendocino and State Colorectal
Cancer are similar.

Colorectal
Cancer

14.4
14.9

California
21.2

Breast Cancer

Mendocino
27.0
37.2
39.4

Lung Cancer
10
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Death Rate per 100,000 Population

Source: California Department of Public Health,
County Health Status Profiles 2011. http://www.cdph.ca.gov/programs/ohir/Pages/CHSP.aspx
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°

Using data compiled by the California Cancer Registry (CCR), a comparison can be made of
age-adjusted incidence rates for Mendocino, the North Region (includes all 16 counties in
Northern California) and the State for the 5-year period 2003-2007. It can be seen that
Mendocino is somewhat lower on incidence of Prostate and Lung Cancers than the North
Region and in line with the North Region and the State on the incidence of Breast and Colon
cancers.
Age-adjusted Incidence Rates for Various Cancers
for the period 2005-2009

Mendocino
North Region
California

Prostate
(males
only)
144.44
153.09
142.94

Breast
(females
only)
123.46
128.38
123.32

Lung &
Bronchus
60.98
67.52
52.43

Colon
31.39
30.94
31.30

°

Selected Cancer Facts – Mendocino County, October 2011, published by the CCR, estimates
515 new cancer cases and 175 deaths from cancer in Mendocino County in 2011. This
includes 70 new Lung & Bronchus cancer cases and 45 deaths from Lung & Bronchus cancer
and 70 new Breast cancer cases and only 15 deaths are expected. While the percent surviving
breast cancer for 5 years has been increasing, the percent surviving lung cancer for 5 years
remains low.

°

Significant to the lung cancer data is the population estimate from the California Health
Interview Survey (CHIS) 2009 that 16.4% of residents are current smokers in Mendocino
County, somewhat higher than the State at 12.5%.

Source: California Cancer Registry, http://www.cancer-rates.info/ca/index.php

8.3 Arthritis
° Arthritis is a risk factor for heart disease and a co-morbid chronic condition for a large proportion
of adults who also have diabetes and high blood pressure. Arthritis presents a barrier to
adopting healthier lifestyles including engaging in physical activity, for fear of increasing joint
damage or pain.

°

According to CHIS 2009, an estimated 27.7% (more than one-fourth) of Mendocino County
residents were diagnosed with arthritis compared to 19% statewide.

8.4 Diabetes
° According to the California Diabetes Program, “The prevalence of type 2 diabetes continues to

increase nationally and within the state of California at epidemic proportions. The burden of the
disease threatens to overwhelm the healthcare system within the coming decades if appropriate
steps aren’t taken now to curb the rising tide of diabetes. A complex mix of socioeconomic
factors and lifestyle choices have contributed to the increased rates of diabetes that we are
seeing in society.”

°

Diabetes is becoming a more common chronic disease in our county. CHIS 2009 also provides
estimations of the percent of residents who have been diagnosed with diabetes: 7.3% in 2009
up from 4.3% in 2005 compared with 8.5% statewide.

°

Risk factors for diabetes are similar to those for asthma: smoking and obesity. CHIS 2009
estimates for these risk factors can be seen in the graphs on the next page.
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8.5 Asthma
° Asthma is one of the most common chronic diseases causing disability among children and

adults. CHIS 2007 provides evidence of the burden of asthma on the population. In Mendocino
County, it was estimated that 12% of children 0-14 years old and 11% of all residents had been
diagnosed with asthma.

°

Risk factors for asthma and lung cancer are smoking, exposure to second hand smoke and
obesity. CHIS 2009 estimated that almost 1 in 6 Mendocino County residents were current
smokers and 1 in 4 residents were obese.

Source: California Health Interview Survey (CHIS). http://www.chis.ucla.edu/

8.6 Chronic Disease in the Mendocino County Clinic Population
° The table below gives an indication of the prevalence of chronic diseases as the primary

diagnosis in Mendocino County with Community Health Clinic data from 4 of the 5 members of
the Alliance for Rural Community Health (ARCH) clinics which are also Federally Qualified
Health Clinics (FQHCs). These data do not include data from hospitals or primary care
physicians.

People Served by ARCH-member Community Health Clinics in 2010

Number of Clients with
Primary Diagnosis of:

Total Clients w/DX

LVHC
163
178
505
35
225
163
116
1385

Total of all Clients
Receiving Care

3763

Diabetes
Asthma
Hypertension
CHD
COPD
Current Smoker
Overweight or Obese

% of
Total
of all
Clients

4.3%
4.7%
13.4%
0.9%
6.0%
4.3%
3.1%

MCC
502
303
1598
67
465
na
350
3285

% of
Total
of all
Clients

6.0%
3.6%
19.2%
0.8%
5.6%
4.2%

8324

MCHC
1053
630
1908
357
168
na
924
5040

% of
Total
of all
Clients

5.8%
3.5%
10.5%
2.0%
0.9%
5.1%

18086

LVHC=Long Valley Health Center, MCC=Mendocino Coast Clinics
MCHC=Mendocino Community Health Clinic, RCMS=Redwood Coast Medical Clinic
Note: Does not include Anderson Valley Health Clinic.
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RCMS
248
191
518
158
445
17
9
1586
4851

% of
Total
of all
Clients

5.1%
3.9%
10.7%
3.3%
9.2%
0.4%
0.2%

Total

% of
Total
of all
Clients

1966
1302
4529
617
1303

5.6%
3.7%
12.9%
1.8%
3.7%

1399
11116

4.0%

35024

°

ARCH clinics see an estimate of half of the population of Mendocino County, implying that this
data represents a major part of the ill population. For instance, 1966 patients (5.6% of all ARCH
clients) had a diagnosis of diabetes, 4529 patients (12.9% of all) had a diagnosis of
hypertension, 1302 (3.7% of all) had a diagnosis of asthma and 1399 patients (4% of all) had a
diagnosis of overweight or obese.

°

The table below gives an indication of the prevalence of chronic diseases as the primary
diagnosis in the Indian Health Clinics of Mendocino County. These data do not include data
from hospitals or primary care physicians.

People Served by Tribal Community Health Clinics in 2010

Number of Clients with
Primary Diagnosis of:

Total Clients w/DX

CTHP
305
86
192
1
4
19
39
646

Total of all Clients
Receiving Care

3253

Diabetes
Asthma
Hypertension
CHD
COPD
Current Smoker
Overweight or Obese

% of
Total
of all
Clients

9.4%
2.6%
5.9%
0.0%
0.1%
0.6%
1.2%

RVIHC
161
85
322
54
6
95
147
870

% of
Total
of all
Clients

Total

% of
Total
of all
Clients

7.8%
4.1%
15.6%
2.6%
0.3%
4.6%
7.1%

466
171
514
55
10
114
186

8.8%
3.2%
9.7%
1.0%
0.2%
2.1%
3.5%

2065

5318

CTHP=Consolidated Tribal Health Project
RVIHC=Round Valley Indian Health Center
CHD=Coronary Heart Disease
COPD=Chronic Obstructive Pulmonary Disease

°

Both of the Indian Health Clinics saw a high proportion of American Indian patients: RVIHC with
56% and CTHP with 75% of all patients being American Indian. The chronic disease patterns
are therefore somewhat different. For example, 466 patients (8.8% of all Indian Health Clinic
patients) had a diagnosis of diabetes, 514 patients (9.7% of all) had a diagnosis of
hypertension, 171 patients (3.2% of all) had a diagnosis of asthma, and 186 patients (3.5% of
all) had a diagnosis of overweight or obese.

°

Comparing American Indian (AI) and White races by diagnoses for RVIHC and CTHP, it can be
seen that:
- 10.6% of AI patients have a diagnosis of diabetes compared with 4.1% of White patients,
- 9.6% of AI patients have a diagnosis of hypertension compared with 12.3% of White
patients,
- 3.5% of AI patients have a diagnosis of asthma compared with 3.8% of White patients.
- 4.1% of AI patients are overweight or obese compared with 2.6% of white patients.
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Executive Summary
Frank R. Howard Memorial Hospital

Collaborating to achieve whole-person health in our communities
Frank R. Howard Memorial Hospital invites you to partner with us to help improve the health and
wellbeing of our community. Whole-person health—opitimal wellbeing in mind, body and spirit—reflects
our heritage and guides our future. Frank R. Howard Memorial Hospital is part of Adventist Health, a
faith-based, nonprofit health system serving more than 75 communities in California, Hawaii, Oregon and
Washington. Community has always been at the center of Adventist Health’s mission—living god’s love by
promoting health, wholeness and hope.
The purpose of the community health needs assessment process was to identify the most pressing health
priorities facing Mendocino County residents and commit to a coordinated set of strategies to improve
the health and well-being of our residents. While many agencies and organizations in Mendocino County
collect and act on health information, this process was distinct because it was community-driven, with
several local agencies collaborating on a single community health needs assessment. The purpose of
collaborating was to achieve a greater combined impact on local health than the partners could achieve
separately. Besides being more efficient, this collaboration makes it possible to involve a wide array of
community members and local public health system partners in efforts that are designed to be
sustainable. The goal is to build on collective wisdom and use resources from throughout the community
to improve health and well-being in our County.

Partnering with our communities for better health
The assessment process began in 2014, when six Mendocino County agencies initiated a collaborative
community health assessment process. The Alliance for Rural Community Health (ARCH), Frank R. Howard
Memorial Hospital, Mendocino County Health and Human Services Agency, North Coast Opportunities,
and Ukiah Valley Medical Center provided funding and representatives to the Planning Group, and asked
Healthy Mendocino to coordinate the project. The results informed the completion of the 2015
Mendocino County Community Health Needs Assessment, published in May 2016.

Data Sources
The Mendocino County Health and Human Services Agency reviewed the Healthy Mendocino website,
which contains 165 indicators describing aspects of community health that are derived from dozens of
state, federal, and other data sources. These indicators include measurements for illness and disease,
disparities in access to care, environmental and economic indicators, and more. The community
indicators with graphic dials in the red zone point to major opportunities for improvement. The indicators
for the CHSA report are organized into the following categories:


Socioeconomic Characteristics



Social Determinants of Health



Behavioral Risk Factors



Maternal Child and Adolescent Health
1



Healthcare and Preventive Services



Hospitalization and Emergency Room Utilization



Illness and Injury

The CHNA also included the Community Themes and Strengths Assessment. The CTSA provides a
snapshot of Mendocino County by gathering information on community members’ thoughts, concerns
and opinions on the following questions:
1. How is quality of life perceived in our community?
2. What factors are most important for our community’s health?
3. What assets do we have that can be used to improve community health?
The CTSA was conducted via two methods. The first method was through a Community Health Survey
that was provided to Mendocino County residents online as well as in hardcopy format. A total of 1,486
residents completed the Community Health Survey; 1,402 were completed in English, and 84 in Spanish.
The second method was via Key Informant Interviews of sixteen key stakeholders in the community,
including representatives of county and city government, healthcare, the courts, nonprofits, media,
health and human services, and private business. Interviews were conducted in person or by phone. The
questions were also provided in hardcopy format for written response. While an effort was made to have
diverse representation, the opinions provided by the key informants are not necessarily representative of
the county as a whole.

Top priorities identified in partnership with our communities
To define a starting place for discussion and planning for collective action to improve community health,
the CHNA Planning Group examined and ranked the CHNA data according to the following criteria:


Impact: Which issues have the greatest impact on health, quality of life and health
disparities?



Severity: Which issues have the most severe negative health repercussions in our rural
county?



Collective Action: On which issues would concerted action by community-based
organizations, hospitals, clinics, public health and other partners be most likely to bring about
meaningful improvement?



Outcome: Which issues would yield the most visible improvement in our mortality and
morbidity rates and, thereby, the health and well-being of the people of our county?

Adventist Health Top Priority Health Needs For 2016-2019
Economic Improvement
In 2014, 20% of the county’s population overall and approximately one-third each of the Hispanic, Native
American and African American populations were living below the Federal Poverty Level (29%, 31%% and
36%, respectively) (U.S. Census 2014). Twenty-eight percent (28%) of children in the county live in
2

poverty, and the percentage of households receiving cash public assistance income is increasing (U.S.
Census 2013). Research has shown that poverty is a key driver of health status. In Mendocino County,
there is a particular need to address local economic issues in order to improve the health outcomes of
our residents. This requires a dual strategy of creating more jobs and other economic opportunities and
developing the local workforce.
Childhood Obesity
Taken together, childhood overweight, obesity and inadequate physical activity are a significant health
concern in Mendocino County, where 41% of children are overweight (Community Health Status
Assessment 2015). Childhood obesity can lead to diabetes and other serious chronic diseases, with
consequences for both the quality and length of life and the cost of health care. Obese and overweight
children and youth are more likely to become obese and overweight adults. This health need, with its
emphasis on improving access to healthy, affordable foods and physical activity resources, represents a
significant opportunity to invest in better health outcomes for Mendocino County’s children.
Mental Health
Mental health needs and services are a significant concern in Mendocino County. Almost half (46%) of
adults surveyed indicate that mental health issues are among the most important health issues facing our
community (Community Health Survey 2015). There are complex interactions among mental health,
mental illness, the high poverty rate, unemployment and homelessness. Poor mental health can both
result from and contribute to other poor health and social conditions. The barriers to accessing timely
and appropriate mental health services contribute to crises that local emergency departments or law
enforcement must address. Community members and providers indicate that mental health services are
most likely to be used when they are in the local community, financially accessible and culturally relevant.

Making a difference: Results from our 2013-2016 CHNA/CHP
Adventist Health wants to ensure that our efforts are making the necessary changes in the communities
we serve. In 2013 we conducted a CHNA and the identified needs were:
Chronic disease prevention with emphasis on: diabetes, heart disease, stroke and cancer prevention.
Objectives:
•

Increase the proportion of adults aged 20 years and older who are aware of the symptoms or
how to prevent chronic disease, including diabetes, heart disease, stroke, and cancer
prevention.

•

Increase awareness and education on risk factors that contribute to chronic disease and how
to address those risk factors early on.

Accomplishments: HMH is on track with meeting our short and long-term objectives. We plan to
continue working with the Mendocino County CHNA collaborative in order to assess our progress
toward our collective impact indicators through the program evaluation as well as our 2017-2020
Community Health Needs Assessment. Our efforts on helping the community manage their diabetes
remained a major focus this year. Since our program is also comprehensive and addresses, nutrition,
3

physical activity and medication, this helps address chronic diseases and overall wellness and not just
diabetes.

Advanced aging care with emphasis on: accident prevention and orthopedic care
Objective: Educate 50 people regarding joint health and accident prevention.
Accomplishment: We published Live Younger Longer, a quarterly magazine, which featured stories on
health-related issues. This included patient stories and options for treatment of joint pain. The magazine
was distributed to 48,600 residents in Mendocino County.
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HOW HEALTHY ARE OUR RESIDENTS?
Introduction and Background
This report presents the findings from a collaborative process carried out to assess the health and wellbeing of the people of Mendocino County. It begins with a summary of the needs assessment process
and presents key findings from each of four data collection methods, which are provided as Appendices
to this document.
The assessment process began in 2014, when six Mendocino County agencies initiated a collaborative
community health assessment process. The Alliance for Rural Community Health (ARCH), Frank R. Howard
Memorial Hospital, Mendocino County Health and Human Services Agency, North Coast Opportunities,
and Ukiah Valley Medical Center provided funding and representatives to the Planning Group, and asked
Healthy Mendocino to coordinate the project.
The purpose of the community health needs assessment process was to identify the most pressing health
priorities facing Mendocino County residents and commit to a coordinated set of strategies to improve
the health and well-being of our residents. While many agencies and organizations in Mendocino County
collect and act on health information, this process was distinct because it was community-driven, with
several local agencies collaborating on a single community health needs assessment. The purpose of
collaborating was to achieve a greater combined impact on local health than the partners could achieve
separately. Besides being more efficient, this collaboration makes it possible to involve a wide array of
community members and local public health system partners in efforts that are designed to be
sustainable. The goal is to build on collective wisdom and use resources from throughout the community
to improve health and well-being in our county.

Community Health Needs Assessment (CHNA)
The Community Health Needs Assessment (CHNA) for Mendocino County is a compilation of quantitative
and qualitative data from multiple sources, woven together to provide a comprehensive picture of the
health of county residents. Many community members and Local Public Health System (LPHS) partners
shared their wisdom, knowledge and perceptions about the health of residents and the capacity of the
county’s public health system to provide essential public health services. The Local Public Health System
is defined broadly in this context to include all of the organizations and entities that contribute to public
health in a community, including the county public health department as well as public, private and
volunteer organizations; all contributed to this assessment.
The CHNA findings presented here will be used to inform the prioritization of health issues and the
development of a Community Health Improvement Plan (CHIP). A CHIP is an action-oriented plan for
addressing the most significant issues identified by community partners.
The goal of the CHNA and CHIP is to align and leverage resources, initiatives and programs to improve
local health. The ultimate goal is to ensure coordinated, measurable health improvement throughout the
county, with all agencies and organizations working together toward collective impact.
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Meeting External Requirements
In addition to the goal of aligning and leveraging resources, initiatives and programs to improve health,
the CHNA and CHIP help to fulfill requirements of the participating organizations. First, they are required
prerequisites for Public Health Accreditation, which the Mendocino County Health and Human Services
Agency is now undertaking. National accreditation standards define expectations whereby public health
departments across the United States can continuously improve the quality of their services and promote
accountability and credibility to the public, funders, elected officials and other community partners.
The CHNA and CHIP are also required prerequisites for our local hospitals. The Affordable Care Act (ACA),
through the new Internal Revenue Code §501(r), creates additional conditions for charitable 501(c)(3)
hospitals to qualify for federal income tax exemption and related benefits.1 To maintain such status,
hospitals must conduct community health needs assessments and adopt implementation strategies to
meet those needs at least once every three years. Other tax exempt conditions for nonprofit hospitals
include providing benefits, such as charity care, to their communities.
Our local community health clinics are also required to assess and document the needs of their target
populations as a condition of receiving Federal grant funding through Section 330 of the Public Health
Service Act (42 U.S.C. ss 254b). This information is then used to inform and improve the delivery of
services.
Finally, the CHNA is also required of our local community action agency (administered by North Coast
Opportunities) in order to assess and document the needs of our county’s low-income populations. This
information is used to establish priorities and inform a bi-annual Community Action Plan, in compliance
with the Community Services Block Grant Act (Public Law 105-285).

Community Planning Framework
Mobilizing for Action through Planning and Partnerships (MAPP) 2
Mendocino County’s CHNA Planning Group adopted the Mobilizing for Action through Planning and
Partnership (MAPP) process as its planning framework to guide the CHNA process. The MAPP tool, which
was developed by the National Association of County and City Health Officials (NACCHO), was chosen to
capture an in-depth picture of community health status through quantitative and qualitative data
collection methods. The MAPP framework includes four assessments. Of these, three assessments were
selected for the 2015 CHNA:


The Community Themes and Strengths Assessment provides a deep understanding of the issues
that local residents and community leaders feel are important to the health of their communities.
Both the Community Health Survey (Appendix A) and Key Informant Interviews (Appendix B) were
used in this assessment.



The Community Health Status Assessment (Appendix C) uses data to illuminate the health status
of Mendocino County and its residents, helping to answer questions including: How healthy are
Mendocino County residents?
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The Local Public Health System Assessment (Appendix D) measures the capacity and capability
of the local public health system.

Healthy Equity/Social Determinants of Health Framework
The CHNA project looks at the community’s health through a wide lens. When people think of health,
they may think of it only in relation to disease or illness;
Table 1. Key Determinants of Health and Well-Being
but health is part of every aspect of our daily lives. The
World Health Organization defines health as “a state of
complete physical, mental and social well-being and not
merely the absence of disease or infirmity.”3 This
definition indicates that improving health necessitates
moving beyond addressing just illness to consider a
range of factors that influence health.
Social determinants of health are “the conditions in
which people are born, grow, work, live, and age, and
the wider set of forces and systems shaping the
conditions of daily life. These forces and systems include
economic policies and systems, development agendas,
social norms, social policies and political systems.”4
These economic, social, cultural and environmental
factors affect a wide range of health risk and outcomes
and impact the health status of individuals and groups.
In Mendocino County, as in most communities, some of
the most serious health concerns relate to the wide
differences in health status among different population
groups and geographic areas―health disparities. These disparities generally stem from root causes and
inequities such as poverty and inadequate housing that can also lead to poor school performance and
other concerns. Such root causes cannot be addressed by individuals or even by individual systems or
organizations. Health inequities can only be addressed by moving “upstream” from a focus on individual
responsibility to a focus on our collective responsibility to create the conditions that enable all residents
to make healthy choices and have better health outcomes.5

COMMUNITY HEALTH NEEDS ASSESSMENT
Overview of the Community Health Needs Assessment Process
The six agencies conducting the Mendocino County CHNA formed the CHNA Planning Group in October
2014, and it has guided the assessment planning efforts and helped to conduct the assessments. Their
participation has resulted in broad representation of key community leaders, advocates and allies who
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have collectively helped shape and inform the process. Planning Group members’ knowledge of their
organizations’ priorities and the communities and population groups they serve has greatly enriched the
process.

MAPP Phases 1-2: Organize for Success and Partnerships
At the launch of Phases 1-2 of the CHNA, Planning Group members reviewed foundational documents:
the MAPP Handbook, the Public Health Accreditation Board (PHAB) requirements regarding community
health improvement plans, Affordable Care Act requirements for hospitals regarding community needs
assessment, and data requirements for the clinics and the community action agency. The work in Phases
1-2 also included establishing a working structure and staffing and identifying key stakeholders in the
community.
From the start, the Planning Group voiced a desire for a process that was:


Based on a participatory model, focused on collaborative data collection efforts;



Built on existing assessment efforts, which would incorporate and use existing data sources from
community partners; and



A collective approach to setting health priorities and strategies, leveraging results for an actionoriented health improvement plan.

The Planning Group also took on the task of designing an approach that can be used and fine-tuned for
collaborative assessment and planning in the future.

MAPP Phase 3: Assessments
Phase 3 of the CHNA consisted of the preparation and implementation of the MAPP assessments. The
Planning Group met approximately monthly from October 2014 to May 2016 to provide guidance and
feedback on the proposed methodologies for each of the three MAPP assessments utilized during this
process and to process the findings. The three MAPP assessments (using four forms of data collection)
were completed in February 2016. Public review occurred in April 2016 with a joint meeting of the Health
and Human Services Agency (HHSA) Advisory Board and the Healthy Mendocino Steering Committee, with
comments from the general public being accepted via the HHSA website.
The key findings from the MAPP assessments are summarized below and provided in greater detail in the
four data reports in the Appendices. As noted, these findings will be used to guide the prioritization of
the most salient health issues to be addressed in the Community Health Improvement Plan (CHIP).
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Community Themes and Strengths Assessment:
Community Health Survey and Key Informant Interviews
What it is. The Community Themes and Strengths Assessment (CTSA) provides a snapshot of Mendocino
County by gathering information on community members’ thoughts, concerns and opinions on the
following questions: 6
1. How is quality of life perceived in our community?
2. What factors are most important for our community’s health?
3. What assets do we have that can be used to improve community health?

Methods. The CTSA was conducted via two methods. The first method was through a Community
Health Survey that was provided to Mendocino County residents online as well as in hardcopy format. A
total of 1,486 residents completed the Community Health Survey; 1,402 were completed in English, and
84 in Spanish.
The second method was via Key Informant Interviews of sixteen key stakeholders in the community,
including representatives of county and city government, healthcare, the courts, nonprofits, media, health
and human services, and private business. Interviews were conducted in person or by phone. The
questions were also provided in hardcopy format for written response. While an effort was made to have
diverse representation, the opinions provided by the key informants are not necessarily representative of
the county as a whole (a list of the key informants who participated is provided on p. 17).
The following sections outline illustrative and interesting findings, drawing on responses to the
Community Health Survey and Key Informant Interviews. These and other findings are discussed in
greater detail in the reports in the Appendices.

Assessment Findings: A Synthesis of Data from the Community Health Survey and Key
Informant Interviews
Question 1: How is quality of life perceived in our community?
The data in this section depicts several facets of the quality of life in Mendocino County including
perceptions of quality of life, health and wellness, basic needs, and safety.

Quality of Life
 In the Community Health Survey, the majority of adult respondents rated Mendocino County as
a “very healthy” (10%) or “healthy” (43%) community in which to live. Thirty-six percent (36%)
rated Mendocino County as “somewhat healthy,” 7% rated it “unhealthy,” and 1% rated
Mendocino County “very unhealthy.” The most satisfied people included women (66%); those
with some college education, a degree or a graduate degree (65%); and those with incomes
$50,000 or higher (38%). When asked to rate their personal health, most adults selected “very
healthy” (16%) or “healthy” (52%).
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In the interviews, key informants rated the overall health and quality of life in Mendocino County
5.8 on a scale of 1 to 10, with 10 being the most positive. The lowest ratings were due to being
unable to address the supportive service needs of the low-income population, as well as basic
needs for food, shelter, and behavioral health services. In contrast, personal quality of life ratings
averaged 9.5. One informant noted, “Personally, I rate it a 9 because I can afford care.”

Health and Wellness
 Most of the survey respondents rated their personal health as “healthy” (52%) or “somewhat
healthy” (26%).
 More than 7 of 10 people (74%) reported a chronic illness or condition, such as high blood
pressure (33%), diabetes (26%), arthritis (24%) or chronic pain (23%).
 The majority (56%) of adult residents indicated that they were able to get needed health care
services in Mendocino County in the past year. However, 4 out of 10 indicated they were able to
get some services in the county, but not all the services they needed (32%); or they were not able
to get services locally (5%). Those mostly likely to report being unable to receive health care
include:
 Women, over 26 years of age and college educated (50%)
 Those who are married (42%) and single (22%)
 Unemployed residents (30%)
 Residents with professional jobs (32%)
 In general, the barriers associated with accessing health care services in Mendocino County
included:
 Too expensive (47%)
 Lack of providers in the county for the services needed (41%)
 Lack of providers accepting Medi-Cal (34%)
 Lack of transportation (32%)
 Nearly three out of 10 (26%) respondents reported being stressed most or all of the time by
something in their life. Those most likely to suffer from chronic stress were women (70%), 26 to
54 years of age, college educated, and earning $25-50K per year (50%).

Basic Needs


The majority of survey respondents (67%) stated they were satisfied with their housing situation.

 Causes for not being satisfied with their housing situation included it being too expensive (44%),
too small (36%), too run down (25%), and having too many people living in the same house (16%).
 Almost half (50%) reported not earning enough to meet the financial needs of their family with
the top three barriers being cost of housing (70%), cost of food (56%), and cost of utilities (37%).
Those who had the most difficulty were women (77%).

Safety


Over half (58%) of the survey takers considered Mendocino County a “very safe” or “safe” place
to grow up or raise children.
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 Those that were most likely to report Mendocino County as a “very unsafe,” “unsafe” or
“somewhat unsafe” place to grow up and raise children were women (60%).

Question 2: What factors are most important for our community’s health?
 When asked what factors make Mendocino County a good place to live, survey respondents most
often selected nature/environment (55%), community involvement (42%), clean environment
(30%), low crime/safe neighborhoods (25%), arts and cultural events (22%), and parks and
recreation (21%).
 The top four most important characteristics of a healthy community identified by key informants
were access to health care and other services, including mental health services; health education
and access to health-related information; community involvement and civic engagement; good
jobs; and a healthy economy.
 When asked the most important health issues in Mendocino County, survey respondents most
often named mental health issues (46%), alcohol and drug abuse (46%), homelessness (34%),
economic issues (21%), marijuana use/industry (20%) and lack of access to health care (17%).
 The top five most critical and quality of life issues identified by key informants were poverty,
alcohol and other drug abuse, chronic disease, other health issues, and poor diet/inactivity. The
populations of greatest concern included children and youth with low incomes and/or involved in
the drug culture; elders living in poverty and disabled; and those who are mentally ill and
homeless.

Question 3: What assets do we have that can be used to improve community health?
 In the interviews, key informants identified the following as the top three assets that promote
health and well-being in Mendocino County:
1. Health Clinics, VA Clinic, Hospitals and Family Resource Centers
2. Fresh Food and Food Education
3. Parks, Walkable Communities and Recreation

For more information about the 2015 Community Health Survey and the 2015 Key Informant Interviews,
see Appendices A and B, respectively.

Community Health Status Assessment
What it is. The Community Health Status Assessment (CHSA) is a compilation of local and comparative
data from multiple sources that was collected and analyzed to gauge the health of the county’s population
and identify health disparities among age, gender, racial and ethnic groups. The CHSA seeks to address
three questions:7
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1. How healthy are our residents?
2. What does the health status of our community look like?
3. What are the disparities in our community?
Methods. The Mendocino County Health and Human Services Agency reviewed the Healthy Mendocino
website, which contains 165 indicators describing aspects of community health that are derived from
dozens of state, federal, and other data sources. These indicators include measurements for illness and
disease, disparities in access to care, environmental and economic indicators, and more. The community
indicators with graphic dials in the red zone point to major opportunities for improvement. The indicators
for the CHSA report are organized into the following categories:





Socioeconomic Characteristics
Social Determinants of Health
Behavioral Risk Factors
Maternal Child and Adolescent Health





Healthcare and Preventive Services
Hospitalization and Emergency Room
Utilization
Illness and Injury

Summary of Findings. Below is a summary overview of the demographic characteristics of the county,
including population characteristics; education, income and employment; and housing and homelessness.
The demographic data highlighted in this section will be important considerations in the planning for
health improvements. For more information about the 2015 Community Health Status Assessment,
please see Appendix C.
Figure 1. Age breakdown of Mendocino County residents
U.S. Census, 2014.
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According to 2014 data from the U.S.
Census bureau, Mendocino County has a
population of 87,869 people, a .03% (28
people) increase over the 2010 census.8
The proportion of residents who are 65
years and over makes up 19% of the
county population (Figure 2), 36% higher
than the proportion in the state (with
14%).
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Between 2010 and 2060, the working age population (25-64) is expected to increase from 47,955 to
48,818, or to 49% of the county population, while retirees and seniors (65 years and up) will grow from
13,672 to 19,861 (to 20% of the county population).
Figure 2. Mendocino County Population Projections by Age 2010-2060, California Dept. of Finance, 2015.9

Number of Persons

60,000
50,000
40,000
30,000
20,000
10,000
0

2010

2020

2030

2040

2050

2060

Working Age: (25-64 years)

47,955

42,774

42,277

44,244

45,874

48,818

School Age: (5-17 years)

14,115

13,559

13,677

15,118

15,687

15,999

Retirees and Seniors: (65 years and up)

13,672

21,132

23,866

22,002

20,345

19,861

College Age: (18-24 years)

7,168

7,970

8,106

7,996

8,889

9,047

Preschool Age: (0-4 years)

5,382

4,976

5,651

5,847

5,956

6,227

In 2014, the county’s population was 66% White, 24% Hispanic/Latino, 6% Native American, 2% Asian,
and 1% African American.10 As shown in Figure 3, between 2010 and 2060, the Hispanic/Latino population is
expected to increase from 19,802 to 37,293, or to 37% of the county population, while Whites will
decrease from 60,449 to 48,450 (to 48% of the county population).

Number of Persons

Figure 3. Mendocino County Population Projections by Race 2010-2060, California Dept. of Finance, 2015.11
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American Indian
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3,093
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4,869
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7,081
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1,451

1,550

1,658
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123
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131
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646
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629
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Education, Income and Employment
In 2014, nearly one-quarter of adults in Mendocino County ages 25 and older (22%) had a bachelor’s
degree or higher and 15% had less than a high school diploma.12
Also in 2014, as seen in
Figure 4, the median
household income in
Mendocino County, at
$43,290, was 29% lower
than that of the state
($61,094).13 The median
income
in
Asian
($49,063) and White
($45,389)
households
was higher than in
Hispanic
($35,876),
Native
American
($31,265),
African
American ($19,821) and
Hawaiian/Pacific Islander
($19,784)
households.
In 2014, 20% of the
county’s
population
overall
and

Figure 4. Median Household Income by Race, U.S. Census, 2014.
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approximately one-third each of the Hispanic, Native American and African American populations were
living below the Federal Poverty Level (29%, 31% and 36%, respectively). The percentage of households
receiving cash public assistance income has been increasing since 2005 (Figure 5).14
Figure 5. Households Receiving Cash Public Assistance Income,
U.S. Census, 2013.
4.5%
4.0%
3.5%
3.0%
2.5%
2.0%
1.5%
1.0%
0.5%
0.0%

During 2013, 37% of households with children
in Mendocino County were headed by a single
parent, compared with 32% for the state.15 In
2014, the percentage of households headed
by a single parent increased slightly to 39%
for Mendocino County, while it decreased
slightly to 31% for the state.16

Housing and Homelessness
Mendocino County experiences significant
housing issues, including a lack of affordable
housing, overcrowding, and homelessness.
The County Health Rankings estimate that
about 28% of the county population lives in
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substandard housing, i.e., without a kitchen or adequate plumbing, or lives in crowded conditions. In
addition to substandard or crowded housing, over one-half of Mendocino County residents who rent
(52%) pay more than a third (35%) of their total income for rent.18
A total of 1,032 homeless individuals were counted during the 2015 Mendocino County Point in Time
census and survey.17 Of these, most (880 or 68%) were unsheltered (living on the street, in abandoned
buildings, cars/vans/RVs or encampment areas). Additional survey findings include the following:


Of homeless individuals, 63 (6%) were children under the age of 18.



About 2 of 10 were young adults age 18-24 (187 or 18%). Of these, 3 were parents to at least one
child under the age of 18.



Almost half (44%) reported one or more chronic and/or disabling conditions (including substance
abuse, HIV/AIDS, and severe mental health conditions).



Others (16%) were victims of domestic violence.

For more information about the 2015 Community Health Status Assessment, please see Appendix C.

Local Public Health System Assessment
What it is. The Local Public Health System Assessment
(LPHSA) measures the capacity of the public health system
and its ability to provide the ten Essential Public Health
Services (EPHS). These services are outlined in a framework
that identifies the local public health system activities that
contribute to the health and well-being of communities (see
Table 2 below on page 14). The LPHS illustrated in Figure 6 on
the next page includes all of the organizations and entities
that contribute to public health in a community, including the
local public health department and a host of public, private
and voluntary organizations. The identification of the
system’s strengths and challenges can help communities
strengthen, improve, and better coordinate LPHS activities.19

Local public health systems are
commonly defined as “all public, private
and voluntary entities that contribute to
the delivery of essential public health
services within a jurisdiction.” These
systems are a network of entities with
differing roles, relationships, and
interactions that all contribute to the
health and well-being of the community.
Examples of organizations and sectors
involved in the public health system
include public health agencies, healthcare
providers, public safety agencies, human
service and charity organizations,
education and youth services.
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Figure 6. Local Public Health System.

Source: The National Association of County and City Health Office (NACCHO); Local Public Health System Assessment (LPHSA).

Methods. The Health and Human Services Agency invited a diverse group of more than 40 community
partners from public and private sectors representing the Mendocino County Public Health System to
participate in one of five breakout groups to assess the ten Essential Public Health Services. Each breakout
group rated a subset of the Essential Public Health Services on the basis of the level of activity with respect
to the stated standard. Scores could range from a minimum value of 0% (no activity is performed pursuant
to the standards) to a maximum value of 100% (all activities associated with the standards are performed
at optimal levels).

Summary of Findings. Table 2 on the next page shows the scores for all Essential Services. In summary,
the findings from the performance assessment for the Mendocino County Public Health System yield an
overall rating of “significant” level of performance across all ten essential services, as determined by an
average calculated for each of the ten essential services (53.4).
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Mendocino County scored highest for capacity and performance in the following Essential Public Health
Services:

EPHS 1:

Monitor health status to identify community health problems (79.2%, significant activity)


EPHS 2:

Diagnose and investigate health problems and health hazards (69.4%, significant activity)


EPHS 7:

Link people to needed personal health services and assure the provision of health care
when otherwise unavailable (71.9%, significant activity)

The following Essential Public Health Services had the lowest scores:

EPHS 4:

EPHS 8:

EPHS 10:

Mobilize community partnerships to identify and solve health problems (28.1%, minimal
activity)
Assure a competent public and personal health care workforce (45.8%, moderate activity)
Research for new insights and innovative solutions to health problems (16.7%, minimal
activity
Table 2. Average Performance Scores by Essential Public Health Service.

The Ten Essential Public Health Services
1.
2.

Monitor health status to identify community health problems.
Diagnose and investigate health problems and health hazards in
the community.
3. Inform, educate and empower people about health issues.
4. Mobilize community partnerships to identify and solve health
problems.
5. Develop policies and plans that support individual and community
health efforts.
6. Enforce laws and regulations that protect health and ensure
safety.
7. Link people to needed personal health services and assure the
provision of health care when otherwise unavailable.
8. Assure a competent public health and personal health care
workforce.
9. Evaluate effectiveness, accessibility, and quality of personal and
population-based health services.
10. Research for new insights and innovative solutions to health
problems.
Average Overall Score

Performance
Scores
79.2

Level of
Activity
Significant

69.4

Significant

47.2
28.1

Moderate
Minimal

62.5

Significant

62.2

Significant

71.9

Significant

45.8

Moderate

50.8

Moderate

16.7

Minimal

53.4

Significant

Source: The National Association of County and City Health Officials (NACCHO); Local Public Health System Assessment (LPHSA); 2015
Mendocino County Local Public Health System Assessment.

In addition to ranking the system, the LPHSA participants identified strengths and challenges of the
system. As strengths in Mendocino County, they highlighted the readily accessible data through
healthymendocino.org and other sources; strong family resource centers; individual programs that collect
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data for evaluation efforts; and an emergency medical system that has formal communications and strong
emergency/disaster readiness plans.
For weaknesses and challenges, the participants pointed to the lack of uniformity in data collection
throughout the local public health system; consistent difficulty with internet and cell phone connections;
the lack of a formal communication plan for the local public health system; limited services in outlying
areas; and the fact that the local public health system has too often been driven by grant opportunities
rather than making evidence-based population health decisions or focusing on issues where collective
impact is possible.
The rating and dialogue among public health system partners that took place during this assessment
exercise will aid the community in establishing priorities for long-term planning to improve the local public
health system.

For More Information
As noted, further information on each of the assessments described above can be found in the
Appendices: Community Health Survey (Appendix A), Key Informant Interviews (Appendix B), Community
Health Status Assessment (Appendix C), and Local Public Health System Assessment (Appendix D).

Community Health Needs / Priorities – A Starting Point
To define a starting place for discussion and planning for collective action to improve community health,
the CHNA Planning Group examined and ranked the CHNA data according to the following criteria:
Impact: Which issues have the greatest impact on health, quality of life and health disparities?
Severity: Which issues have the most severe negative health repercussions in our rural county?
Collective Action: On which issues would concerted action by community-based organizations,
hospitals, clinics, public health and other partners be most likely to bring about meaningful
improvement?
Outcome: Which issues would yield the most visible improvement in our mortality and morbidity
rates and, thereby, the health and well-being of the people of our county?

Using these criteria, the CHNA Planning Group identified the following issues as leading Community
Health Needs / Priorities in Mendocino County:


Economic Improvement



Childhood Obesity



Mental Health
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The Planning Group proposes these three issue areas as the focus of the Community Health Improvement
Planning and collective action outlined in the Next Steps section below. First, a brief description of these
three priority needs.

Economic Improvement
In 2014, 20% of the county’s population overall and approximately one-third each of the Hispanic, Native
American and African American populations were living below the Federal Poverty Level (29%, 31%% and
36%, respectively) (U.S. Census 2014). Twenty-eight percent of children in the county live in poverty,
and the percentage of households receiving cash public assistance income is increasing (U.S. Census
2013). Research has shown that poverty is a key driver of health status. In Mendocino County, there is a
particular need to address local economic issues in order to improve the health outcomes of our residents.
This requires a dual strategy of creating more jobs and other economic opportunities and developing
the local workforce.

Childhood Obesity
Taken together, childhood overweight, obesity and inadequate physical activity are significant health
concerns in Mendocino County, where 41% of children are overweight (Community Health Status
Assessment 2015). Childhood obesity can lead to diabetes and other serious chronic diseases, with
consequences for both the quality and length of life and the cost of health care. Obese and overweight
children and youth are more likely to become obese and overweight adults. This health need, with its
emphasis on improving access to healthy, affordable foods and physical activity resources, represents a
significant opportunity to invest in better health outcomes for Mendocino County’s children.

Mental Health
Mental health needs and services are a significant concern in Mendocino County. Almost half (46%) of
adults surveyed indicate that mental health issues are among the most important health issues facing our
community (Community Health Survey 2015). There are complex interactions among mental health,
mental illness, the high poverty rate, unemployment and homelessness. Poor mental health can both
result from and contribute to other poor health and social conditions. The barriers to accessing timely
and appropriate mental health services contribute to crises that local emergency departments or law
enforcement must address. Community members and providers indicate that mental health services would
most likely be used when they are in the local community, financially accessible and culturally relevant.

Community Assets and Resources
As the county’s residents and organizations move toward addressing the concerns highlighted above
and/or others identified through community meetings, they can draw on many existing assets, resources,
and programs. Some were named in the Community Health Survey and Key Informant Interviews,
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including our healthy natural environment, our many engaged residents and active community
organizations, and our health care and cultural resources. The CHIP process outlined below will offer
opportunities to examine these strengths and assets vis-à-vis each of the Community Health Needs
/Priorities, to determine how they can be deployed in the action plans for each priority area.

Next Steps
The findings of the Community Health Needs Assessment (CHNA) contained in this report and its
appendices provide a great deal of information to support the selection of strategic issues for collective
impact efforts. The CHNA Planning Group recommends the three aforementioned Community Health
Needs / Priorities (Economic improvement, Childhood obesity & Mental health), as a starting point in
the discussion and prioritization of health issues and the development of a Community Health
Improvement Plan (CHIP). The final priorities and action plans were determined by determined by
participants at the Mendocino County CHIP community workshop on June 8, 2016 in Ukiah and in
subsequent meetings. Attendees to the workshop included representative from various sectors in the
community such as business owners, schools, law enforcement, education, and other non-profit
organizations working to improve the overall health of the community.
In that workshop, the group collectively decided to adopt the three priority areas recommended by the
CHNA but also added two other areas of focus for action: Childhood Trauma and Housing. Based on
discussion, the group felt all these issues are related with the three original priority areas and are also
important to be addressed for their impact in improving the overall health and wellness of the community.
While the CHIP will focus on specific arenas for collective action, there are many ways to improve
community health. All community members are encouraged to use the information provided in this
document to help enhance wellness and quality of life in Mendocino County.
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PARTICIPANTS
Key Informant Interviews/Survey Participants
County and City Government
Community Development Commission Housing
County of Mendocino Administrative Office
Mendocino County Board of Supervisors
Mendocino County Board of Supervisors
Mendocino County Farm Bureau
Ukiah City Council (ret.)

Heather Blough
Carmel Angelo
Dan Gjerde
Tom Woodhouse
Devon Jones
Benj Thomas

Health Care
Round Valley Indian Health Center

James Russ

Health and Human Services
Ford Street Project, Continuum of Care, Homeless
Mendocino Co. Health and Human Services Agency

Jacque Williams
Stacy Cryer

Law Enforcement and Courts
Superior Court of Mendocino County

Judge Ann Moorman

Nonprofits
Fort Bragg Food Bank
Leadership Mendocino
Love in Action

Nancy Severy
Heidi Dickerson
Susan Holli

Media
Ukiah Daily Journal

KC Meadows

Private Business
Anderson Logging
Factory Pipe

Mike Anderson
Ross Liberty

Local Public Health System Assessment Participants
Anderson Valley Health Center
Anderson Valley Unified School District
CAL Fire
CALSTAR
Cancer Resource Centers of Mendocino County
Chronic Disease Self-Management
Coastal Valleys Emergency Medical Services Agency
Community Foundation of Mendocino County
FIRST5 Mendocino

Mitzi Wagner, O & E
Donna Pierson-Pugh, AV Elementary Sch. Principal
Tim Pearson, Battalion Chief
Debbie Pardee, North Bay Regional Director
Sara O'Donnell, Executive Director*
Darca Nicholson, Program Leader
Jen Banks, EMS Coordinator
Susanne Norgard, CEO
Anne Molgaard, Executive Director*

2015 Mendocino County Community Health Assessment 
May 2016

19
Ford Street Project
Fort Bragg Police Department
Healthy Mendocino
Healthy Mendocino and HHSA Advisory Bd.
IHSS Advisory Committee/ Advocate / Holy Child
Love in Action
Mendocino Co. Health and Human Services Agency
Mendocino Co. Health and Human Services Agency
Mendocino Co. Health and Human Services Agency
Mendocino Co. Health and Human Services Agency
Mendocino Coast Clinics
Mendocino Community Health Clinic
Mendocino Community Health Clinic
Mendocino County AIDS/Viral Hepatitis Network
Mendocino County Sheriff’s Office
Mordhorst Services Inc.
Potter Valley Youth and Community Center
REACH Air Medical Services
Redwood Children Services
Round Valley Family Resource / Wellness Center
Strategies By Design
Ukiah Valley Medical Center
Ukiah Valley Trails Group

Jacqueline Williams, Executive Director*
Fabian Lizarraga, Chief of Police
Patrice Mascolo, Coordinator
Susan Baird Kanaan, Healthy Mendocino Chair*
Elizabeth Santos, Administrator
Susan Holli, PhD, RN, Homeless Advocate
Connie Caldwell, MD, Public Health Officer
Peter Schlichting, RD, WIC Program
Sharon Convery, PHN, CA Children’s Services
Ruth Lincoln, PHN, Interim Nursing Deputy Dir.
Paula Cohen, Executive Director*
Catherine Rada, Grants Administrator
Jessica Toste, LVN, Infection Control/Disaster Prep.
Libby Guthrie, PhD, Executive Director*
Jason Caudillo, MCSO Lieutenant
Carol Mordhorst, Executive Director/Consultant
Sarah Small, FRC Coordinator
Jeff Cress, Program Manager
Camille Schraeder, Executive Director*
Gayle Zepeda, Manager
Sue Haun, MA, Consultant
Sandy O'Ferrall, Executive Assistant*
Neil Davis, RN, PHN, Director

*Mendocino County Health and Human Services Agency Advisory Board Member
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TYPE
Education –
Alternative
Education & Public
Schools

ORGANIZATION
Anderson Valley
Unified School
District

Fort Bragg Unified
School District

Leggett Valley
Unified School
District
Mendocino Unified
School District

Potter Valley
Community Unified
School District

Ukiah Unified School
District

ADDRESS

PHONE

WEBSITE

SERVICES

12300
Anderson
Valley Way
P.O. Box 457
Boonville, CA
95415
312 South
Lincoln Street
Fort Bragg, CA
95437

707-895-3774

http://www.avusd.k12.
ca.us/avusd/

Anderson Valley Jr. Sr High School
Anderson Valley Elementary School

707-961-2850

http://www.fbusd.us/

1 School Way
P.O. Box 186
Leggett, CA
95585
44141 Little
Lake Road
P.O. Box 1154
Mendocino,
CA 95460

707-925-6285

http://www.leggett.k12
.ca.us/

Noyo High School, Redwood
Elementary, Dana Gray Elementary,
Fort Bragg Middle School, Fort
Bragg High, Three Rivers Charter
School, Adult School
Leggett Valley, Whale Gulch

707-937-5868

http://www.mendocin
ousd.org/

10401 Main
Street
P.O. Box 219
Potter Valley,
CA 95469
511 So
Orchard Street
Ukiah, CA
95482

707-743-2101

http://www.pottervalle
yschools.us/

707-472-5000

http://www.uusd.net/p
ages/Ukiah_Unified

Greenwood Preschool, Albion
Elementary, Comptche Elementary,
Mendocino High School,
Mendocino Community High
School, Mendocino Sunrise High
School, Mendocino Alternative High
School
Potter Valley Senior High School,
Potter Valley Elementary &
Preschool, Potter Valley Junior High

Calpella Elementary, Eagle Peak
Middle, Frank Zeek Elementary,
Grace Hudson Elementary, Nokomis
Elementary, Oak Manor,
Elementary, Pomolita Middle
School, South Valley High, Ukiah
Adult School, Ukiah High School,

Ukiah Independent Study Academy,
Yokayo Elementary
Arena Union
Elementary

Laytonville Unified
School District

Willits Unified School
District

County Community
Schools

Mendocino College

TYPE

ORGANIZATION
Mendocino Works

45 Lake Street
P.O. Box 87
Point Arena,
CA 95468
150 Ramsey
Rd.
P.O. Box 868
Laytonville, CA
95454
1277 Blosser
Lane, Willits,
CA 95490

707-882-2803

http://pointarenaschoo
ls.org/aues/

(707) 984-6414

http://www.lusd.us/

Laytonville Elementary School
Spy Rock Elementary School
Laytonville High School

707-459-5314

http://www.willitsunifi
ed.com/

Brookside Elementary (TK-2),
Blosser Lane Elementary (3-5),
Baechtel Grove Middle School (6-8),
and Willits High School (9-12),
Sherwood Elementary (K-5),
Sanhedrin Continuation High (9-12),
New Horizons Independent Study
(K-12).

2240 Old River
Road
Ukiah, CA
95482
1000 Hensley
Creek Road
Ukiah, CA
95482

707-467-5155

N/A

707-468-3000

https://www.mendocin
o.edu/

Community college with additional
sites in Lakeport and Willits

ADDRESS

PHONE

WEBSITE

SERVICES

631 S Orchard
Ave s, Ukiah,
CA 95482

(707) 467-5900

Provides employment resources
and support for employment

Employment
Services

Calworks

Three
locations:
Willits: 472 E
Valley St
(formerly 221
S Lenore Ave),
Willits CA
95490
Fort Bragg:
764 S. Franklin
St.
Ft Bragg CA
95437
Ukiah: 631 S
Orchard Ave
Ukiah, CA
95482

Faith-Based
Organizations

https://www.caljobs.ca
.gov/vosnet/Default.as
px

Provides employment and training
services to TANF recipients and
applicants to find unsubsidized
employment. Clients receive
guidance and support in career
assessment, continued educational
development, skills training for
upward mobility, budget and
money management counseling
and life skills training. CalWORKs
Job Services works in collaboration
with Mendocino Works partners
and businesses in the community to
provide employment training, rapid
re-employment services, one-onone mentoring services and job
retention services.

Worship service, bible study hours,
youth ministry, celebrate recovery
12-step program for addiction,
grief, emotional distress
Worship and children’s church,
Adult Sunday school, bible study

(707) 456-3760

(707) 962-1001

(707) 463-5627
or (707) 4675500

Agape Bible Church

290 S. Lenore
Ave, Willits CA
95490

707.459.1905

http://www.agapebible
church.com/

Amazing Grace
Assembly of God

P.O. Box 489
Willits CA
95490

707.621.1323

Church of the
Nazarene

P.O. Box 219
Willits CA
95490
399 W.
Mendocino
Ave, Willits CA
95490

707.459.4270

https://www.facebook.
com/Amazing-GraceAssembly-of-God390359991112512/
http://nazarene.org/

Seventh-Day
Adventist ChurchWillits

707-459-5714

https://willits.adventist
faith.org/

Prayer requests, worship service,
Sabbath School Bible Study,
Pathfinders coeducational youth
group

St. Anthony's
Catholic Church

TYPE
TYPE

707.459.2252

http://www.santarosac
atholic.org/parishes/an
thonypadua.html

Apostles Evangelical
Lutheran Church

61 W. San
Francisco Ave,
Willits CA
95490
6251 Third St.
Calpella CA

707-376-5050

N/A

ORGANIZATION

ADDRESS

PHONE

WEBSITE

395 N. Barnes,
Ukiah CA
95482
140 N. Spring
Ukiah CA
95482
300 W. Smith
St. Ukiah CA
95482
514 W. Church
St. Ukiah CA
95482
200 Wabash
Ave. Ukiah CA
95482
640 S Orchard
Ukiah CA
95482
10501 Main
St. Potter
Valley CA
900 S. Oak St.
Ukiah CA
95482

707-468-1468

http://www.ukiahag.or
g/

Worship, Men’s ministries, Singles
ministry

707-485-1002

http://calvarychapeluki
ah.org/

Worship, bible study, prayer group

707-462-2779

http://www.firstbaptist
ukiah.org/

Worship, kids Sunday school, New
Life Preschool

707-4689235

www.fpcukiah.org

Worship, Sunday school, adult bible
study, mission trips

707-4627795

http://www.graceluthe
ranukiah.com/

Worship, vacation bible camp,
Children’s Sunday school,

707-462-8042

http://www.norcalepis
copal.org/holytrinityuki
ah
http://www.pottervalle
ybible.org/

Assembly of God
NIZATION

Calvary Chapel
First Baptist
First Presbyterian

Grace Lutheran
Church
Holy Trinity
Episcopal Church
Potter Valley Bible
Church
St. Mary of the
Angels Catholic
Church

707-743-1598

707-462-1431

https://stmaryschurchu
kiah.org/

Worship, sacraments, women’s
guild, men’s club

SERVICES

Worship, youth & children’s
ministries, bible study, outreach
and mission
Worship, sacraments,

United Methodist

TYPE
Family Support

ORGANIZATION

270 N. Pine
St. Ukiah, CA
95482

707-462-3360

http://www.ukiahumc.
org/

Worship, spiritual counseling, bible
study

ADDRESS

PHONE

WEBSITE

SERVICES

NCO Headstart

550 North
State Street
Ukiah, CA,
9548

707-462-2582

www.ncoinc.org

MCHHSA Public
Health Family and
Schools Together
Track

221 So Lenore
Ave, Ste B
Willits, CA,
95490
10 Cherry Ct
Ukiah, CA,
95482

707-456-3740

N/A

ARC Family
Information CenterFirst 5 Mendocino

1640 S State
St, Ste 16
Ukiah, CA,
95482

707-234-3300

Arbor Youth CenterRedwood
Community Services

810 N State St
Ukiah, CA,
95482

707-468-5536

Mendocino County
Health & Human
Services Agency
Social Services
Family Resource
Center

707-467-5810

www.RCS4KIDS.org/arb
or

This is a child development program
providing health, mental health,
nutrition, education, disabilities
services, and other services to
families.
This program offers early
intervention to families at risk and
children in foster care who may be
experiencing school difficulties.
This program offers classes in
parenting, encouraging families to
learn new skills to take charge of
their lives.

This program provides application
assistance for Covered California,
Medi-Cal, and Calfresh as well as a
car seat program, parenting
support, play groups, and an Early
Start Family Resource Center
focused on the South Ukiah
community though all are welcome.
This program offers free services
and support to help prepare for the
challenges of adolescence and
independence. Services may include
community connections, career
planning, education information,

Redwood
Community Services

Mendocino County
Youth Project

350 E Gobbi St
Ukiah, CA,
95482

707-472-2922

707-463-4915

www.rcs4kids.org

workforce preparation and practice,
employment resources, life-skills,
and mentoring.
This program offers specialized
therapeutic or behavioral services
to children who are directly
referred through the County Mental
Health Departments, Department
of Social Services, State Adoptions,
and private parties. Services include
individual, group, and family
therapy, rehabilitation services,
Therapeutic Behavioral Services
(TBS), and Arrowhead
Ranch/Intensive Rehab Access
Project. Services are provided
throughout the county.

2016 CHNA approval
This community health needs assessment was adopted on October 18, 2016 by the
Adventist Health System/West Board of Directors. The final report was made widely
available on December 31, 2016.

CHNA/CHP contact:
Cici Winiger
Community Outreach & Communications Manager
Phone:707-463-7581
Email:cecilia.winiger@ah.org
Frank R. Howard Memorial Hospital
One Marcela Drive,
Willits, CA 95490

Request a copy, provide comments or view electronic copies of current and
previous community health needs assessments: https://www.adventisthealth.org/
pages/about-us/community-health-needs-assessments.aspx
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introduction
1.
OVERVIEW
Typically when people think of health, they
think of it in relation to disease or illness, but
health is part of every aspect of our daily
lives. The World Health Organization defines
health as a state of complete physical,
mental and social wellbeing and not merely
the absence of disease or infirmity. This
definition indicates that improving health
necessitates moving beyond addressing just
illness to consider a range of factors that
have an influence on health.

Live Healthy Napa County
Napa County community members understand that improving the health of individuals, families, and communities requires a
comprehensive understanding of health, one
that considers all of the conditions in which
people are born, grow, live, work, and age,
including the health system. By addressing
all of these conditions, sometimes called the
"social determinants of health," people and
communities can be healthier and enjoy an
enhanced quality of life.

The Live Healthy Napa County (LHNC)
collaborative was created from the notion
that improving overall health requires a
shared responsibility among diverse stakeholders. LHNC is a collaboration whose
intention is to promote and protect the
health and wellbeing of every member of
the community. LHNC is a public-private
partnership bringing together, among
others, representatives not just from health
and healthcare organizations, but also
from business, public safety, education,
government and the general public to
develop a shared understanding and vision
of a healthier Napa County. To guide the
work, LHNC crafted a vision, core values,
and guiding principles.

EXAMPLES OF FACTORS
THAT IMPACT HEALTH
• Economic development
• Job opportunities
• Child and youth development
• Community infrastructure
(buildings, streets, sidewalks)
• Healthy schools
• Healthy worksites
• Healthy systems (transportation,
food, housing)
• Access to prevention-focused
medical and social services
• Health status awareness and
self-empowerment
• Educational attainment

LHNC Vision
In Napa County, community members will
take responsibility for improving and sustaining health through shared leadership,
strategic planning, meaningful community
engagement, and coordinated action.

Chapter Contents:
1. Overview..............................................1
2. Napa County Community Profile..........5
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LHNC CORE VALUES
• Community — Create a truly inclusive, communitydriven process that prioritizes the strengths, needs
and concerns of Napa County residents, workers
and visitors.
• Commitment — Build long-term support and
investment among community partners to ensure
sustainability of a collaborative public health system.
• Collaboration — Foster partnerships and coordinate existing plans to meet the evolving needs of
the community and to avoid duplication of services.
• Equity — Value diverse cultures, concepts and
beliefs while continually striving to achieve health
equity for the entire community.
• Visibility — Raise awareness of public health within
the community and deepen the public's understanding of the social determinants of health.
• Action — Take meaningful action to expand and
improve health and wellbeing in all of Napa County.
LHNC GUIDING PRINCIPLES
• Systems Thinking — Promote an appreciation for
the dynamic interrelationship of all the components
of the local public health system required to
develop a vision of a healthy community.
• Dialogue — Ensure respect for diverse voices and
perspectives during the collaborative process.
• Shared Vision — Form the foundation for building a
healthy future.
• Data — Inform each step of the process.
• Partnerships and Collaboration — Optimize performance through shared resources and responsibility.
• Strategic Thinking — Foster a proactive response
to the issues and opportunities facing the system.
• Celebration of Successes — Ensure that contributions
are recognized and sustain excitement for the process.

2
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Community Health Assessment
In 2012, LHNC embarked on a collaborative process to conduct a comprehensive Community Health Assessment
that aims to establish the foundation
for sustainable improvements in health
in Napa County. As part of the comprehensive assessment LHNC conducted
three community assessments.
• The Community Themes,
Strengths, and Forces of Change
Assessment provides a deep
understanding of the issues that
local residents, businesses, and
neighborhood groups feel are
important to the health of their
neighborhoods and communities.
It also identifies forces such as
legislation, technology and other
impending changes that will affect
Napa County's health.
• A Local Public Health System
Assessment measures the capacity
and capability of the local public
health system.
• The Community Health Status
Assessment uses data to illuminate
the health status of Napa County
and its residents, helping to answer

N A PA C O U N T Y C O M P R E H E N S I V E C O M M U N I T Y H E A LT H A S S E S S M E N T A P R I L 2 0 1 3

questions including: How healthy
are Napa residents? What does the
health status of Napa County look
like?
The methodology for each of the
assessments will be detailed in their
respective chapters.

Planning Process
To complete the three part assessment,
LHNC embarked on a six-month collaborative process that involved three
planning groups, each composed of
diverse stakeholders: the Steering
Committee, the LHNC Core Support
Team, and the Subcommittees. The
Steering Committee represented a
cross section of stakeholders in Napa
County. The Steering Committee's primary role was to oversee all aspects of
the planning design, provide expertise,
and review findings. The LHNC Core
Support Team included representatives
from Kaiser Permanente, Napa County
Health & Human Services Agency,
Napa Valley Coalition of Nonprofit
Agencies, St. Joseph Health, Queen of
the Valley (SJH–QOV), and St. Helena
Hospital.

introduction

COMMUNITY HEALTH ASSESSMENT PLANNING STRUCTURE
Steering Committee

Core Support Team

Subcommittees

• Oversees project approach,
design, and resources

• Manages and monitors communications and project progress

• Provides expertise and reviews
findings

• Reviews documents and makes
recommendations to Steering
Committee

• Provides input on existing conditions, community needs,
and potential solutions to inform the Community Health
Assessment and Community Health Improvement Plan
• Community stakeholders are also part of the Steering
Committee

STEERING COMMITTEE COMPOSITION
Leaders and representatives from organizations across the County:
• American Canyon Family Resource Center

• Napa Chamber of Commerce

• Napa Valley Unified School District

• Angwin Community Council

• Napa Valley Vintners

• Calistoga Family Center

• Napa County Agriculture; Planning, Building,
& Environmental Services; Housing and
Community Development; Health and
Human Services Agency; Sheriff's Office

• Calistoga Institute

• Napa County Farm Bureau

• Cities of American Canyon, Napa, and St.
Helena and Town of Yountville

• Napa County Office of Education

• Puertas Abiertas Community Resource
Center

• Area Agency on Aging

• On the Move
• ParentsCAN

• Somos Napa/We Are Napa

• Community Action Napa Valley (CANV)

• Napa County Transportation and Planning
Agency

• Community Health Clinic Ole

• Napa Emergency Women's Services (NEWS)

• St. John the Baptist Catholic Church

• Community members

• Napa Learns

• Cope Family Center

• Napa Valley College

• St. Joseph Health, Queen of the Valley
(SJH–QOV)

The Core Support Team's role was to
monitor the planning process and provide recommendations to the Steering
Committee. The Subcommittees included
a broad range of community stakeholders, some of whom were also Steering

Committee members, who provided input
on each section of the assessment. Each
subcommittee was responsible for providing recommendations to the Steering
Committee.

• St. Helena Family Center

Assessment Team
The Community Health Assessment is
the result of a collaborative effort by the
partnership of organizations that make
up the Live Healthy Napa County Core
Support Team from Kaiser Foundation

N A PA C O U N T Y C O M P R E H E N S I V E C O M M U N I T Y H E A LT H A S S E S S M E N T A P R I L 2 0 1 3
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Hospital-Vallejo, Napa County Health
& Human Services Agency, Napa Valley
Coalition of Nonprofit Agencies, St.
Helena Hospital and St. Joseph's HealthQueen of the Valley. To support the
Community Health Assessment process,
the Core Support Team worked with two
outside planning firms. A description of
each organization follows.
MIG

Since it was founded in 1982, MIG has
focused on planning, designing and
sustaining environments that support
human development. MIG embraces
inclusivity and encourages community
and stakeholder interaction in all of their
projects. For each endeavor—in planning,
design, management, communications or
technology—MIG's approach is strategic,
context-driven and holistic, addressing
social, political, economic and physical
factors to ensure that clients achieve the
results they want.
HARDER+COMPANY COMMUNITY RESEARCH

Harder+Company Community Research
is a comprehensive social research and
planning firm with offices in San Francisco,

4
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Davis, San Diego, and Los Angeles,
California. Harder+Company's mission
is to help clients achieve social impact
through quality research, strategy, and
organizational development services.
Since 1986, Harder+Company has assisted
foundations, government agencies, and
nonprofits throughout California and
the country in using good information
to make good decisions for their future.
Harder+Company's success rests on
providing services that contribute to positive social impact in the lives of vulnerable
people and communities.

Purpose of the Comprehensive
Community Health Assessment
The Community Health Assessment
(CHA) is intended to be a community
resource that is used in a myriad of ways.
This report begins by outlining specific
needs and challenges in Napa County
based on the three assessments, and
provides an overview of resources and
strengths as well. The data presented
throughout the assessment reflect an
understanding that "health" extends
beyond the medical setting; thus to
improve health and wellbeing the community strategies must consider the

N A PA C O U N T Y C O M P R E H E N S I V E C O M M U N I T Y H E A LT H A S S E S S M E N T A P R I L 2 0 1 3

social, economic, behavioral, and structural factors that impact health.
The next phase of this process is
to develop a Community Health
Improvement Plan (CHIP), which will
continue to engage a broad range of
stakeholders in the development of
concrete strategies that will address the
issues identified by the Community Health
Assessment.

Organization of this Report
The Community Health Assessment
is organized into five chapters: 1)
Introduction, 2) Community Themes,
Strengths and Forces of Change
Assessment, 3) Local Public Health System
Assessment, 4) Community Health Status
Assessment, and 5) Conclusion. The
Introduction presents the CHA background
and provides an overview of the Napa
County population. Chapters 2 through 4
will highlight the key findings from each
assessment. Chapter 5 summarizes the key
highlights from all three assessments and
provides crosscutting themes to consider
for the Community Health Improvement
Plan (CHIP).

introduction

2.

NAPA COUNTY
COMMUNITY PROFILE:
WHAT DOES NAPA LOOK
LIKE NOW?
In order to fully appreciate the
findings of the comprehensive
Community Health Assessment,
it is important to first understand
the basics about Napa County. The
purpose of this section is to provide a "snapshot" of the County;
key socioeconomic characteristics
that impact health in Napa County
will be discussed in further detail
in the Community Health Status
Assessment chapter.

• Between 2006 and 2010, the
median household income in
Napa County was $67,389,
compared to the California
median household income of
$60,883.

Population
Napa County's population estimates
for 2000 and 2010 are presented in
the table below. Napa County experienced a 9.8% growth in population
during this period, while California's
population increased by 10.0%.

Age

A comparison of counts by age
group in Napa County between
County Overview
the 2000 and 2010 Census (Figure
• Napa County encompasses
1-2) indicates that while the total
approximately 748 square miles
number of people in each age
in the North Bay region of
group increased over the 10-year
California.
period, only teens and youth age
population
estimates
for 2000 and 2010 are presented in the table below. Napa County
• Napa
TheCounty’s
2010 Census
reported
Napa
15 to 24 years and adults age 25
experienced
9.8% growthas
in population
County's apopulation
136,484. during this period, while California’s population increased by 10.0%.
Exhibit 1: Population of Napa County and California
FIGURE 1-1: POPULATION OF NAPA COUNTY AND CALIFORNIA

2000

2010

% of change

Napa County

124,279

136,484

9.8

California

33,871,648

37,253,956

10.0

Source: U.S. Census Bureau, 2000 and 2010

Above: Map of Napa County

Age
NAPA COUNTY COMPREHENSIVE COMMUNITY
A comparison of counts by age group in Napa County between the 2000 and 2010 Census (Exhibit X below)
indicates that while the total number of people in each age group increased over the 10 year period, only teens
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Age
A comparison of counts by age group in Napa County between the 2000 and 2010 Census (Exhibit X below)
indicates that while the total number of people in each age group increased over the 10 year period, only teens
c h ayouth
p t e r age
o n e15-24 years and adults age 25-64 years increased as a percentage of the total population. Overall
and
the population distribution is similar to that of California (data not shown), with Napa County having a
slightly higher percentage of people age 65 and older (15%) compared to the statewide average (11%). 2
Exhibit 2: Age distribution in Napa County, 2000 and 2010

Race and Ethnicity

FIGURE 1-2: AGE DISTRIBUTION IN NAPA COUNTY, 2000 AND 2010

Napa County,
2000
Number Percent
124,279

Napa County,
2010
Number Percent
136,484

Trend, 20002010

Based on the 2010 Census data, 56.4%
of Napa County's population is nonHispanic white, which is higher than the
Total Population

state (40.1%). Thirty-two percent of Napa
Young children (0-4)
7,563
6.1%
8,131
6.0%

County's population is Hispanic/Latino,
Children (5-14)
17,147
13.8%
17,616
12.9%

which is slightly lower than the state
Teens and Youth (15-24)
15,798
12.7%
17,762
13.0%

(37.6%). Nearly seven percent of the popuAdults (25-64)
64,685
52.1%
72,381
53.0%

lation is Asian, which is also lower than the
Older adults (65+)
19,086
15.4%
20,594
15.1%

state (13.0%). Similar to California, multiraOlder adults (85+)
2,926
2.4%
3,094
2.3%

cial/ethnic populations represent approxiSource: U.S. Census Bureau, 2000 and 2010
mately four percent of Napa County's
population. African American, American
FIGURE 1-3: POPULATION BY RACE AND ETHNICITY, NAPA COUNTY AND CALIFORNIA, 2010
Indian/Alaska Native (AIAN), and Native
Race and Ethnicity
Napa
CA
Hawaiian and other Pacific Islander (NHOPI)
Population by race and ethnicity
Based on the 2010 Census data, 56.4% of Napa County’s population
is
non-Hispanic
white,
which
is
higher
Number Percent
Percent
represent approximately three percent of
than
the state (40.1%).
which is slightly
Non-Hispanic
whiteThirty-two percent of Napa County’s population
76,967 is Hispanic/Latino,
56.4%
40.1%
Napa County's population.
lower than the state (37.6%). Nearly seven percent of the population is Asian, which is also lower than the state
Hispanic/Latino
44,010
32.2%
37.6%
(13.0%). Similar to California, multiracial/ethnic populations represent approximately four percent of Napa
Overall, between the 2000 and 2010
Asian population. African American, American Indian/Alaska
9,223
6.8% and Native
13.0%
County’s
Native (AIAN),
Hawaiian and
Census, there was an increase among all
TwoPacific
or more
races(NHOPI) represent approximately three percent
5,580 of Napa
4.1%
4.9%
other
Islander
County’s population.
racial and ethnic groups except among
Exhibit
3: American/Black
Population by race and ethnicity, Napa County and2,668
California, 2010
African
2.0%
6.2%
non-Hispanic white and American Indian/
American Indian/Alaska Native (AIAN)
1,058
0.8%
1.0%
Alaska Native populations. In total numNative Hawaiian and Other Pacific Islander (NHOPI)
372
0.3%
0.4%
bers, the largest population increase in
Source: U.S. Census Bureau, 2010
Napa County was among the Hispanic/
2
U.S. Census Bureau, 2010
Latino population, which increased from
to
64 years
increased
as a2010
percentage
Overall
between
the 2000 and
Census, there was County
an increase
amongaallslightly
race andhigher
ethnic groups
except
having
percent29,416 people in 2000 to 44,010 people
among
white and
American
populations.
In and
total older
numbers,
the largest
of
the non-Hispanic
total population.
Overall
the Indian/Alaska
ageNative
of people
age 65
(15%)
in 2010. However, the Asian population
population increase
in Napa is
County
wastoamong
whichaverage
increased from 29,416
population
distribution
similar
that the Hispanic/Latino
compared topopulation,
the statewide
people
in 2000 to
44,010
in 2010.
However,
Asian population in Napa County more than doubledin Napa County more than doubled and
of
California
(data
notpeople
shown),
with
Napa the(11%).
the African American/Black population
and the African American/Black population increased by over 50% during this time period. The non-Hispanic
white population decreased from 69.1% of the population in 2000 to 56.4% of the population in 2010. By 2030,
the Hispanic/Latino population is projected to be 41.7% of the population (66,166 people) and the non6 | N A PA C O U N T Y C O M P R E H E N S I V E C O M M U N I T Y H E A LT H A S S E S S M E N T A P R I L 2 0 1 3
Hispanic white population is projected to be 44.9% (71,235 people). 3
Age Group
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FIGURE 1-4: POPULATION BY RACE AND ETHNICITY, NAPA COUNTY, 2000 AND 2010

Race/Ethnicity

Napa County, 2000
Number
Percent

Napa County, 2010
Number Percent

Trend,
2000-2010

124,279

136,484



Total Population
Non-Hispanic white

85,932

69.1%

76,967

56.4%



Hispanic/Latino

29,416

23.7%

44,010

32.2%



Asian

3,694

3.0%

9,223

6.8%



Two or more races

4,606

3.7%

5,580

4.1%



African American/Black

1,645

1.3%

2,668

2.0%



American Indian/Alaska Native (AIAN)

1,045

0.8%

1,058

0.8%



289

0.2%

372

0.3%



Native Hawaiian and Other Pacific Islander (NHOPI)
Source: U.S. Census Bureau, 2000 and 2010

Exhibit X: Housing characteristics of Napa County residents, 2010

FIGURE 1-5: HOUSING CHARACTERISTICS OF NAPA COUNTY RESIDENTS, 2010

increased by over 50% during
this time
Household
Characteristics
Number
Percent
period. The non-Hispanic white
population
In Napa
County, the average household size at the time of the 2010 Census was 2.64 people and the average family size was 3.21 people. Acco
Total households
49,754
decreased from 69.1% of the
in there are 49,754 households in Napa County; of those 65.5% are family households and 34.5% are100%
U.S.population
Census Bureau
non-family households
Family households (families)
32,567
65.5%
Approximately
31%
of
households
have
children
under
18
and
nearly
13%
have
individuals
who
are
age
65
and
older
2000 to 56.4% of the population in 2010.
With own children under 18 years
15,277
30.7%
By 2030, the Hispanic/Latino population
Husband-wife family
25,131
50.5%
is projected to be 41.7% of the populaWith own children under 18 years
11,436
23.0%
tion (66,166 people) and the non-Hispanic
Male householder, no wife present
2,189
4.4%
white population is projected to be 44.9%
With own children under 18 years
906
1.8%
(71,235 people).
Female householder, no husband present
5,247
10.5%

Household Characteristics
In Napa County, the average household
size at the time of the 2010 Census was
2.64 people and the average family
size was 3.21 people. According to the
U.S. Census Bureau there are 49,754

With own children under 18 years
Nonfamily households
Householder living alone
Households with individuals 65 years and over

2,935
17,187
13,002
6,305

5.9%
34.5%
26.1%
12.7%

Average household size

2.64

--

Average family size

3.21

--

Source: 2010 Census, table DP02
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households in Napa County; of those
65.5% are family households and 34.5%
are non-family households. Approximately
31% of households have children under 18
and nearly 13% have individuals who are
age 65 and older.
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CHAPTER TWO

assessment #1:
community themes, strengths & forces of change
1.
PURPOSE
The Community Themes, Strengths and
Forces of Change Assessment chapter is
intended to provide a deep understanding of the issues that local residents,
businesses, and neighborhood groups
in Napa County feel are important to
the health of their neighborhoods and
communities.

Community Themes and Strengths
The Community Themes and Strengths
assessment provides key information on the
following:
• What is important to our community?
• How is quality of life perceived in our
community?
• What assets do we have that can be
used to improve community health?
Data related to community themes and
strengths was collected through a community survey, stakeholder interviews, and a
series of community workshops.

Forces of Change
The Forces of Change analysis provides
a community response to the following
questions:
• What are the political, cultural, environmental, and social factors that affect
health in Napa County, positively and
negatively?
• What are some specific challenges that
LHNC faces in achieving health for all in
Napa County?
• How can these challenges be addressed?
Data related to the forces of change were
collected through a brainstorming session
with LHNC Steering Committee members
and other interested stakeholders.
Together, these data provide a comprehensive picture of the needs and challenges
identified by a broad range of Napa County
community members, as well as the opportunities and strengths that can be leveraged
to improve the health and wellbeing of
residents.

Chapter Contents:
1. Purpose........................................ 9
2. Summary of Findings
Across Methods.......................... 10
3. Detailed Findings: Forces of
Change Brainstorming Session... 11
4. Detailed Findings:
Community Survey...................... 12
5. Detailed Findings:
Outreach Workshops.................. 22
6. Detailed Findings:
Stakeholder Interviews............... 34
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2.

SUMMARY OF FINDINGS 			
ACROSS METHODS
The following themes were identified
across several of the methods used to
collect qualitative and quantitative data
for this chapter. While many important
needs and assets surfaced in only one or
two methods and are not included here,
the assets, issues, and opportunities listed
below came up repeatedly across the
County.

Napa County's Assets
• Low crime rates and safe neighborhoods in many County communities
• A clean environment

• Limited access to services outside of cities

• Lack of available specialists

• Lack of public transportation system to
connect people to services and unsafe
roads and sidewalks

• Immigration status and language

• Limited mental health services because
of cost, location, or other barriers

Trends Affecting Community Health in
Napa County
• Aging population
• Shrinking HMO provider network
• Growing Latino population with many
low-income households
• Decrease in state and federal funding
for local schools, social services, and
other community programs

Needed Improvements
• Affordable housing and related services
• A drug, violence, and gang free
environment
• Better access to health care for residents, including mental health services,
emergency medical care, and late-night
clinics
• More employment opportunities
• Strong schools and educational opportunities for children, youth, and families
in all areas of the County

• Increase in diagnosis of chronic conditions such as obesity and diabetes in
young people

• Improved transportation options,
including better roads and sidewalks
and transit lines that connect families to
hospitals and pharmacies

• Strong community involvement

• Increased focus on preventative care
rather than medical treatment

• Improved access to fresh, healthy foods,
especially in schools

• Many existing partnerships between
nonprofits and local government

Barriers to Health Care Access
• Cost of care

• Expanded opportunities for community
dialogues and engagement

Challenges Facing Napa County

• Lack of insurance

• Multilingual resources and services

• Lack of doctors accepting insurance,
particularly for Kaiser patients, who are
limited to accessing care on Kaiser's
health care campuses

• Funding

• Good schools in many areas of the
County
• A strong economy with local jobs available in many areas of the County

• Drug and alcohol abuse
• Lack of affordable housing and rising
cost of living
• Wealth disparity/spread of poverty

10
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3.

DETAILED FINDINGS: FORCES 		
OF CHANGE BRAINSTORMING 		
SESSION
The Forces of Change Brainstorming Session,
held in November 2012 as part of the LHNC
Steering Committee's second meeting,
set out to identify the political, cultural,
environmental, and social factors that affect
health and quality of life in Napa County. It
was designed to create a comprehensive but
focused understanding of key factors.

Methodology
The LHNC Steering Committee identified
the key forces of change affecting health
and wellbeing in the County. Approximately
40 Steering Committee members and
20 audience members divided into small
groups to generate responses to the questions noted above. Session facilitators
recorded responses.

Brainstorming Results
OVERARCHING THEMES

• Marginalization of the Latino population
within the Napa County community
• Need for focus on preventative health
care rather than medical treatment
• Incorporation of mental health within the
health care spectrum

• Need for community participation across
all demographics and cultures

HEALTH CARE ACCESS

• Need for stronger communication and
collaboration

• Language and cultural barriers for nonEnglish speakers

• Need to define "health" in a way that
represents all community members

• Unique needs of transient residents

SOCIOECONOMIC CONDITIONS

• Lack of health care related resources

• Role of technology as a tool to remove
barriers to health care

• Decline of middle class jobs and proliferation of low-paying jobs that are hurting
the local economy

• Access to resources for smaller, isolated
communities

• Access to education and social mobility
for local Spanish-speaking population

• Attention to/resources for mental health

• Access to affordable housing
• Spread of poverty
• Distinct needs of a growing aging
population
• Napa County's wealth disparity
COMMUNITY PARTICIPATION

• Too few opportunities for community
conversations/need for dialogue
between different community groups
• Role of strong partnerships between
nonprofits, local government, and
community
• Lack of Spanish-language agendas for
City Council Meetings
• Need to update public on regular basis

MENTAL HEALTH

• Access to mental health information
• Mental health stigma
• Incorporation of mental health within
overall personal wellness and preventative care education
• Access to information about mental
health in local schools
HEALTHY FOOD ACCESS

• Thriving local food movement
• Access to fresh foods for youth and
seniors
• Nutritional education in schools and for
general public
• Poor access to fresh foods in schools
• Community gardens movement
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4.

Live Healthy Napa County
Community Health Survey
Please take a minute to complete the survey below. The purpose of this survey is to get your
opinions about community health issues and concerns in Napa County. Live Healthy Napa
County (LHNC) will use the results of this survey and other information to identify the most
important problems that can be addressed through community action.
Your opinion is important! If you have already completed a survey, please don’t fill out another
one. Thank you and if you have any questions, please contact us (see contact information on back).
Where do you live? Please check one from the following list:

1.








American Canyon
Angwin
Calistoga
City of Napa
Deer Park
Lake Berryessa







Oakville
Rutherford
St. Helena
Yountville
Other: ___________________________

Where do you work? Please check one from the following list:

2.










American Canyon
Angwin
Calistoga
City of Napa
Deer Park
Lake Berryessa
Oakville
Rutherford









St. Helena
Yountville
Work at home
Not working
Work outside of Napa County
Unincorporated Napa County
Other: ___________________________

For the following questions, please circle the number to the left of your answer.

3. In the list below, what do you think are the three most important factors that make this county
a good place to live?
Circle only 3 numbers of the 15 below:
1
2
3
4
5
6
7
8

Community involvement
Low crime/safe neighborhoods
Good schools
Access to health care
Parks and recreation
Clean environment
Affordable housing
Acceptance of diversity

9
10
11
12
13
14
15

Good jobs and healthy economy
Strong family life
Healthy behaviors and lifestyles
Low death and disease rates
Religious or spiritual values
Arts and cultural events
Other:______________________

Live Healthy Napa County Community Health Survey

Above: The LHNC survey was distributed in both English
and Spanish at locations throughout the County.

12

|

1

DETAILED FINDINGS:
COMMUNITY SURVEY
In addition to the Forces of
Change brainstorming session, the
LHNC Core Support Team worked
with community partners across
the County to conduct a survey of
residents, service providers, and
other stakeholders. The survey was
a tool to gather data on how participants perceive health in Napa
County, what the critical issues are,
and how community members are
currently accessing services.

Methodology
The community survey included
a series of 28 multiple-choice
questions that asked respondents
to consider quality of life in Napa
County, which health issues they
felt were most pressing for County
residents, how and where they
accessed health care and social
services, what barriers they faced
in accessing services, how they
viewed economic and housing
conditions in the County, and what
types of recreational and volunteer
activities they were involved in.
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The survey also collected optional
demographic and geographic data
on survey takers.
The survey was offered in both
Spanish and English, and participants could choose to fill out an
online or hard copy version. The
online survey was offered using
the SurveyMonkey online survey
software. See Appendix A for the
full text of the survey questions.
The online version of the survey
was made available from October
17 through December 4, 2012.
Completed hard copies of surveys
were accepted by mail through
December 10, 2012.

Survey Response
In all, 2,383 individuals completed
surveys. Of these, 1,452 completed the survey online, while
931 completed the survey in hard
copy. Approximately 356 respondents completed the survey in
Spanish; the remaining respondents completed the survey in
English.

assessment #1: community themes, strengths & forces of change

Limitations

Place of Residence

The community survey had a number of
limitations that should be kept in mind in
interpreting and using the data collected.
First, this survey was not intended to
capture a representative sample of Napa
County residents. Efforts were made to
reach a geographically and demographically diverse group of participants, but in
some cases this resulted in oversampling.
Because some participants completed this
survey as part of an outreach workshop led
by a community organization, there were
also some demographic clusters.

• Just over half (54.5%) of survey respondents lived in the City of Napa, while
there were also a number of participants
from St. Helena (11.0%), Calistoga
(7.7%), American Canyon (5.8%), and
Angwin (5.3%). (See Figure 2-1.)

The community response to this survey
was higher than the response to similar
surveys conducted in the County in the
past, but achieving a scientifically valid
response rate would have been costand time-prohibitive for this planning
process.

Survey Results
DEMOGRAPHICS OF RESPONDENTS

A wide range of groups across Napa
County participated in the survey. Following
is a brief profile of those who took part in
the survey.

• Communities across the unincorporated
County also participated.
• Some survey respondents lived outside
Napa County. Many lived in Sonoma or
Solano Counties.
Place of Work

• Over 40% of respondents worked in the
City of Napa, while 15% worked in the
City of St. Helena. (See Figure 2-2.)
• Nearly 20% of respondents reported that
they were either not working or retired.
Gender of Respondents

• Three quarters (75%) of survey
respondents were female; a quarter
(25%) were male. This represented a
marked difference from the overall
gender division of the County, where
50.1% of residents are female and
49.9% are male. (Data not shown.)
Age of Respondents

• Approximately 30% of survey
takers were ages 40 to 54, while a

FIGURE 2-1: PLACE OF RESIDENCE

Where do you live?
Answer Options
City of Napa
St. Helena
Calistoga
American Canyon
Angwin
Yountville
Lake Berryessa
Deer Park
Rutherford
Oakville
Other

Response
54.5%
11.0%
7.7%
5.8%
5.3%
3.3%
1.4%
1.0%
0.3%
0.1%
9.7%
n=2368

FIGURE 2-2: PLACE OF WORK

Where do you work?
Answer Options
City of Napa
Not working
St. Helena
Work at home
Calistoga
Work outside of Napa
Rutherford
Yountville
Angwin
American Canyon
Deer Park
Unincorporated Napa
Oakville
Lake Berryessa
Other

Response
40.5%
15.3%
14.8%
4.1%
3.6%
2.8%
2.6%
2.5%
2.3%
1.8%
1.7%
1.6%
0.6%
0.3%
7.7%
n=2359
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quarter (24.9%) were ages 26 to 39.
Approximately 20% were ages 55 to 64,
while 12% were between ages 65 and
80. About six percent of respondents
were ages 18 to 25, four percent were
under age 18, and four percent were
over age 80. (See Figure 2-3.)
• Almost all of the youth participants were
from the cities of Napa or American
Canyon, where school or youth workshops
were conducted. The majority of participants over age 64 were from the cities
of Napa, St. Helena, or Calistoga, where
several senior workshops were held.

• The percentage of survey participants
who were 65 or older matches overall
demographics of the County, where
15.4% of residents are 65 or older.
However, children and youth under age
25 were underrepresented in the survey.
Countywide, they comprise almost a
third of the population, but represented
only 10% of survey participants. This also
meant that adults ages 25 to 64 were
somewhat overrepresented in the survey.
Household Income of Respondents

Race/Ethnicity of Respondents

• Approximately 15% of survey respondents reported a household income

• Two thirds (65.4%) of survey respondents reported identifying as White/

FIGURE 2-4: HOUSEHOLD INCOME OF RESPONDENTS

FIGURE 2-3: AGE OF RESPONDENTS

What is your annual household income?

What is your age?

12%

4%4%

Under 18 years

6%

18 to 25 years
26 to 39 years
25%

19%

of under $20,000, while another 14%
reported incomes of $20,000 to $34,999.
Nine percent had a household income
between $35,000 and $49,999, while
11% had an income of $50,000 to
$64,999. Another nine percent reported
an income between $65,000 and
$79,999 and 15% had an income of
$80,000 to $100,000. Just over a quarter
(27.1%) of respondents had a household
income over $100,000. (See Figure 2-4.)

15%

Less than $20,000

26%

$20,000 to $34,999

40 to 54 years

14%

55 to 64 years

$50,000 to $64,999

65 to 80 years
30%

Over 80 years

15%

10%
9%
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$35,000 to $49,999
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11%

$65,000 to $79,999
$80,000 to $100,000
Over $100,000
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Percent of respondents

FIGURE 2-5: FACTORS MAKING NAPA COUNTY A GOOD PLACE TO LIVE
Caucasian, while 31.9%
reported that they identiWhat do you think are the three most important factors
fied as Hispanic/Latino.
that make this county a good place to live?
Approximately 3.5% identi60.0% 53.6%
fied as Asian or Pacific
50.0%
Islander, 2.4% as Native
American, and 1.5% as
40.0%
34.1% 33.7%
26.3% 25.8%
Black or African American.
30.0%
19.5% 18.0% 18.3%
16.5% 15.7%
(Data not shown.)
20.0%

10.0%
• The percentage of survey
participants identifying as
0.0%
White/Caucasian is higher
than the 56.4% of residents
identified as Non-Hispanic
White in the 2010 U.S.
Census. However, the
percentage of survey takers
identifying as Hispanic/
Latino (31.9%) is roughly on
par with this group's repretwo or more races in the 2010 Census,
sentation in the County
very few survey participants selected
population (32.2%, according to the
this option.
2010 Census). Participants identifying
as Black or African American were only
Highest Educational Level Achieved
slightly underrepresented, as this group • About a tenth (10.3%) of survey responcomprises two percent of the overall
dents, including youth participants, had
population based on the 2010 Census.
less than a high school education, while
Asian residents were underrepresented
12.1% held either a high school diploma
in the survey, while Native American
or a General Equivalency Degree (GED).
residents were overrepresented.
(Data not shown.)
Although 4.1% of residents identified as

9.7%

9.5%

8.5%

8.2%

2.8%

n=2352

• Approximately 19% of survey takers had
some college education, and 30% had
a college degree. Just over a quarter
(25.5%) of respondents held a graduate
or professional degree.
Origin of Survey

• Approximately 40% of respondents
received the survey via email. About
11% received it at a community meeting
or event, while seven percent got it
at church. Others received it through
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FIGURE 2-6: KEY HEALTH ISSUES FACING NAPA COUNTY

45%
40%

What do you think are the three most important health issues in Napa County?
38.1%

Percent of respondents

35%
30%
25%
20%

21.7%

20.9% 19.4% 19.3% 19.3%

15%

17.4% 17.0% 16.5%

15.7%

13.5% 13.2% 12.5%

10%

10.3% 10.2%

5%

7.5% 7.2%

5.4% 4.7%
4.2%

2.9%

0%

n=2244
family support groups, including
ParentsCAN; schools, including County
Head Start programs; social service
programs; work; or via Facebook. (Data
not shown.)
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PERSPECTIVES ON HEALTH IN NAPA COUNTY
Factors Making Napa County a Good Place to Live

• Over half (53.6%) of respondents
identified low crime rates and safe
neighborhoods as one of the three most
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important factors making Napa County
a good place to live. This was the most
frequently chosen factor in every community except American Canyon, where
more participants selected good schools
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as an important factor, and Rutherford,
where the top choice was good jobs
and a healthy economy. There were not
enough responses to this question from
Oakville participants to determine a
clear trend. (See Figure 2-5.)
• About a third of respondents selected
either a clean environment (34.1%) or
good schools (33.7%) as among the
three most important factors making
Napa County a good place to live.
• Respondents in American Canyon were
most likely to select good schools
as a factor, while those in Deer Park and
Angwin were most likely to choose a
clean environment as a factor.
• A quarter of respondents identified
community involvement (26.3%) or good
jobs and a healthy economy (25.8%) as
key factors. These trends were relatively
consistent across the County, although
Yountville and Calistoga participants
were slightly more likely to select community involvement as a factor.
Key Health Issues Facing Napa County

• Over 38% of respondents chose drug and
alcohol abuse as one of the three most
important issues affecting community
health in Napa County. (See Figure 2-6.)

• Approximately 20%
of respondents
selected one of the
following as top
health issues facing
Napa County: unsafe
roads and sidewalk
conditions, inactivity
and lack of exercise,
mental health issues,
agricultural pesticides, and chronic
diseases such as
diabetes or cancer.

FIGURE 2-7: LOCATION OF HEALTH CARE SERVICES

Where do you go most often to access health care
services for yourself and your family?
Answer Options
Napa County clinics/ health centers
Napa County hospitals
Napa County emergency rooms
Community-based organizations
Napa County Health and Human Services
Schools/Universities
Mobile health vans
Alcohol or drug dependency programs
Other

Perception of Health in
Napa County

• Nearly 90% of respondents felt that
Napa County was a healthy or very
healthy community in which to live. This
trend was relatively consistent across the
County. (Data not shown.)
• Approximately six percent of respondents felt that Napa County was an
unhealthy or very unhealthy community
in which to live.
Perception of Safety in Napa County

• Almost 92% of respondents called Napa
County a safe or very safe place to grow
up or raise children. Almost all survey
takers in the unincorporated areas of

Percent
42.4%
22.8%
2.5%
2.3%
1.9%
1.1%
0.6%
0.1%
29.3%
n=2261

the County felt Napa County was a safe
or very safe place. (Data not shown.)
• Approximately four percent felt that the
County was an unsafe or very unsafe
place to grow up or raise children.
ACCESS TO HEALTH CARE SERVICES
Location of Health Care Services in Napa County

• Approximately 40% of respondents
access health care services at Napa
County clinics and health centers, while
22% rely on the County's hospitals for
health care services. (See Figure 2-7.)
• In Angwin and Deer Park, a majority of
respondents reported accessing health
care services at County hospitals.
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FIGURE 2-8: METHOD OF PAYMENT FOR HEALTH CARE SERVICES

How do you pay for health care?
Indian Health Service

0%

Veterans Administration
Healthy Families

1%
4%

Medicare Supplemental
Insurance

5%

Other

6%

Medi‐Cal

12%

No insurance (pay cash)

13%

Medicare

13%

Private health Insurance

68%

0%

10%

20%

30%

40%

50%

Percent of respondents
• Many members of Kaiser Permanente
reported that they accessed health care
services at Kaiser's facilities in Vallejo or
Vacaville.
Use of Health Care Services in Napa County

• Two thirds (67.0%) of respondents were
able to get needed health care services
within Napa County. (Data not shown.)
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• Approximately 19% of respondents
could access some, but not all, of the
services they needed within the County.
• Among those who could not access
health care services within the County,
top reasons cited were cost of care;
lack of insurance; lack of doctors
accepting insurance, particularly for
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60%

70%

80%
n=2212

Kaiser patients, who can only visit Kaiser
doctors; lack of available specialists; and
immigration status.
Use of Services Outside Home City

• For those who accessed health care
services outside of their home cities,
a third (33.4%) did so because their

assessment #1: community themes, strengths & forces of change

doctors of choice were located in
different cities. (Data not shown.)
• Approximately 20% of respondents did
not have access to needed specialists in
their home cities. Survey takers in Deer
Park and Rutherford were most likely to
report this.
• A number of respondents noted that as
Kaiser members, they were limited to
Kaiser's health care campuses.
Use of Mental Health Care Services

• Nearly three quarters (72.5%) of respondents reported that neither they nor their
families had used mental health services
within the past year. (Data not shown.)
• Approximately 20% of respondents or
their family members had used counseling or therapy services within the
past year.
• Only a small percentage of survey takers
reported that they or their families
had used crisis care, hospitalization, or
residential treatment services within the
past year.
• Of those who needed but could not
access mental health services, the
majority cited cost or lack of insurance as the reason. Others mentioned
timing or location of services, fear of

employers finding out, lack of time,
and waiting lists for services, among
other reasons.
Use of Social Service Benefits

• Approximately 60% of survey takers
reported that they and their families
received no social service benefits
within the past year. (Data not shown.)
• Of those who did receive services,
19% received Medicare or Medi-Cal
benefits and almost 15% received
Social Security benefits, while approximately seven percent participated
in the CalFresh Program, formerly
known as Food Stamps. Approximately
five percent of respondents received
unemployment services, while another
five percent received Healthy Families
insurance.
Access to Social Service Benefits

• Approximately 78% of those respondents
who received social service benefits were
able to obtain them in Napa County.
(Data not shown.)
• Among those who were not, reasons
included the lack of an Employment
Development Department office in
Napa, the difficulty of working with the
Napa Social Security office, and the
location of needed services.

Method of Payment for Health Care Services

• Over two thirds (67.5%) of respondents
reported paying for health care 		
through insurance. (See Figure 2-8.)
• Approximately a third (35.8%) of respondents paid for health care through
Medicare, Medi-Cal, Healthy Families,
Veterans Administration, or Indian
Health Service insurance.
• Another 13.3% of respondents reported
having no insurance and paying cash for
health care services.
Employment Status

• A quarter (24.3%) of survey respondents
reported that they were not currently
employed. This group included individuals who were voluntarily out of the work
force, including those who were retired or
caring for family. (Data not shown.)
• Approximately nine percent of respondents were self-employed, while almost
15% were employed part-time.
• About half (51.9%) of respondents were
employed full-time.
Reasons for Not Working

• Roughly 38% of those who were not
working were retired, while just over
12% were medically ill or disabled. (Data
not shown.)
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FIGURE 2-9: AVAILABILITY OF JOBS IN NAPA COUNTY

FIGURE 2-10: STRESS IN THE WORKPLACE

How much stress do you feel
at your job on a regular basis?

Do you think there are enough
jobs in Napa County?
Number of respondents

2500
2000

18%

763

Some stress

580

1500
1000

None

10%

1321

Yes

1307

8%

A lot of stress

No

500

19%

0
For adults?

45%

Too much stress
Not working

For youth?
n=2108

• Approximately 15% were caring for
family, while an additional 15% could
not find work. Two percent reported
needing additional training.
Jobs for Youth and Adults in Napa County

• Approximately 63% of respondents felt
that there were not enough jobs for
adults in Napa County, while 70% of
respondents felt there were not enough
jobs for youth in the County. These
trends were relatively consistent across
the County. (See Figure 2-9.)
Stress at Work

• About 45% of survey takers reported
feeling some stress at their jobs on a
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regular basis, while 19% reported feeling
a lot of stress. (See Figure 2-10.)
• Approximately eight percent of respondents felt too much stress at their jobs,
while 10% felt none.
• Participants in Deer Park were most likely
to report feeling stress at work, with nearly
half reporting either a lot of or too much
stress at work. This trend that did not
appear to be linked to age, household
income, or other demographic factors.
Satisfaction with Housing Situation

• Almost three quarters (73.6%) of respondents felt satisfied with their housing
situations. (Data not shown.)
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• Among the quarter (26.4%) who did
not, the primary reason, cited by 59%
of survey takers, was cost. Respondents
in Angwin, Calistoga, Napa, St. Helena
and Yountville were more likely to report
that housing costs were too high than
those in other areas of the county. (See
Figure 2-11.)
• About 27% of respondents felt their
homes were too small, while 12%
reported feeling their homes were
overcrowded or run down. Countywide,
approximately nine percent of
respondents were unhappy with their
homes because of problems with other
people, while another nine percent
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were dissatisfied because of
the distance from town and
services.
• In Lake Berryessa, however,
over 45% of respondents were
dissatisfied with their housing
situation. Of these, 40% cited
distance from services as the
major concern. This trend did
not appear to be specific to a
demographic group.

FIGURE 2-11: REASONS FOR DISSATISFACTION WITH HOUSING SITUATION

If you aren't satisfied with your housing situation, why not?
Too far from
town/services

9%

Problems with other
people

9%

Too many people living in
the same home

Favorite Places for Recreation in
Napa County

• Nearly half of survey respondents
went to parks most often for
recreation, while 40% spent time
in their neighborhoods or went
to restaurants. (Data not shown.)
• Almost 30% went to movie
theaters, and a quarter went to
churches. About 20% went to rivers,
lakes, beaches or woods; health or
fitness clubs; or the library.
Needed Recreation Activities in Napa County

Survey participants reported that they
would use a wide range of recreation activities if available. Among the most requested
activities were the following:
• Dance classes

12%

Too run down

12%

Other

16%

Too small

27%

Too expensive

59%
0%

10%

20%

30%

40%

50%

60%
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• Dance halls and dances with live music

• More affordable movie and live theaters

• Arts, culture, and language classes

• Year-round ice and roller skating rinks

• Free or low-cost classes and activities in
all areas

• Sports activities and teams, both indoor
and outdoor

• Expanded bicycle trails, more dedicated
bicycle paths, and bicycle paths that
connect County communities

• Sports activities for special needs
children

• More public swimming pools

• Activities that use the river, including
fishing and boat access

• Employment training classes

• Walking trails between cities

• Exercise classes, including zumba

• Community and cultural centers
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• Attractions such as miniature golf or a
zoo
• Yoga classes
• Rock climbing, rowing, bocce ball,
racquet ball, batting cages, disc golf, tai
chi, and other activities
• More live music venues
• Book club
• Clubs for seniors
• Gyms that offer child care
• More recreation centers for children and
youth, including teen centers
• Activities for the entire family
• More public hunting land and shooting
ranges
• Better dog parks
• Minor league baseball team
• More public swimming pools
• Affordable 18-hole golf courses
• More community parks, including parks
for children in Angwin
Rate of Volunteerism

• Nearly 40% of survey respondents
reported spending 1 to 5 hours each
month volunteering, while an additional
14% each spent 5 to 10 or more than 10
hours a month.
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• A third (33.4%) of survey takers did
not spend any time volunteering in the
community.

• Poor health, especially among older
participants

Obstacles to Volunteerism

• Lack of English-language abilities
to find and participate in volunteer
opportunities

The survey also asked participants to
identify the reasons they were unable to or
chose not to volunteer in their communities.
The vast majority of survey takers identified
lack of time as the biggest obstacle, with
many noting that they had to work too
much, had to care for children or other family members, or had household responsibilities that consumed any free time. Some
participants noted that the cost of living in
Napa County forced them to work multiple
jobs at times when they might otherwise be
able to volunteer. Youth participants identified the volume of homework as a time
obstacle as well.
Other obstacles to volunteering included:
• Lack of transportation to volunteering
sites
• Schedule of volunteer opportunity, since
many participants noted that they might
volunteer if evening opportunities were
available
• Lack of child care
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• Unpredictable hours of employment

• Opportunities to bring children, youth,
or dogs along to volunteer activities
• Lack of secular volunteering opportunities in some areas of the County
• Lack of volunteer activities relevant to
interests or cultural background
• Lack of follow-through from volunteer
organizations, especially schools
5.

DETAILED FINDINGS: 			
OUTREACH WORKSHOPS
In addition to the survey, residents and
other stakeholders had an opportunity
to participate in the community health
assessment process through a series of
workshops facilitated by volunteers from
community organizations and agencies in
the fall of 2012. Over 300 residents participated in 28 workshops in October and
November 2012.
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Workshop Locations
Workshops were held at locations across
Napa County through the following organizations. Many of these groups serve
residents throughout the County.
CITY OF AMERICAN CANYON

• American Canyon Family Resource Center
• Filipino American Association of
American Canyon
COMMUNITY OF BERRYESSA

• Berryessa Senior Center
CITY OF CALISTOGA

• Active Minds Program Parent Group
• Creative Living Calistoga
• Rancho de Calistoga
CITY OF NAPA

• Community Action of Napa Valley
• Cope Family Center
• Housing Authority of the City of Napa
Section 8 Family Self-Sufficiency Program
• Leadership Academy Youth Leaders in
Action (LAYLA)
• McPherson Elementary School
• Mental Health Board
• Movimiento Familiar Cristiano

Outreach workshop groups worked together to craft a vision for Napa County and to identfy the top
three needed improvements.

• Napa Emergency Women's Services
(NEWS)

• ParentsCAN

• Napa Health and Human Services
Agency parent support group

• Puertas Abiertas Community Resource
Center

• Napa LGBTQ Project

• St. John the Baptist Catholic School

• Napa Valley Lutheran Church

• VOICES Napa

• People Empowering People (PEP)

• Napa Valley Unified School District
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CITY OF ST. HELENA

• Rianda House Senior Activity
Center
• St. Helena Family Center
• Vineyard Valley
CITY OF YOUNTVILLE

• Yountville Community Center

Methodology
Each workshop included three
exercises: the community survey,
a visioning exercise, and a mapping exercise. Volunteer facilitators attended a two-hour training
on October 9, 2012 to learn how
to conduct each exercise and
to receive a workshop toolkit
containing all of the materials
they would need to host their
workshops.

At each outreach workshop, small groups used maps of
different areas of the County to identify assets and
challenges geographically.
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Facilitators asked participants
for general demographic information and noted where the
workshop took place in order to
track geographic, ethnic/racial,
and age diversity in the outreach
process.
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Facilitators also collected contact information for participants who were interested in
ongoing project updates.
Most workshops lasted for approximately
90 minutes, although in some cases facilitators adapted the workshop content to
accommodate time constraints. A typical
workshop included the following:
• A brief welcome and introduction period
as participants arrived and signed in;
• A review of the LHNC vision, values,
and guiding principles;
• A review of the community survey,
which participants were asked to fill out
independently;
• A visioning exercise that engaged
participants in a group dialogue to craft
a vision for a healthy Napa County; and
• A mapping exercise that asked participants to identify key assets and challenges in their local communities.
VISIONING EXERCISE FORMAT

For the visioning exercise, facilitators asked
participants to reflect on what a healthy
Napa County would look like in the future.
Specifically, participants were asked to
answer the following two questions:
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• What does a healthy Napa County mean
to you?

1) Napa/American Canyon and surrounding
areas;

• What resources and/or improvements
are needed to support individual health
and to create healthy communities in
the future?

2) Yountville/Rutherford/Oakville and
surrounding areas;

Participants wrote their responses on post-it
notes, which facilitators then collected and
clustered by topic on a large blank sheet of
paper. The groups then discussed the ideas
and identified common themes before
prioritizing which topics to record as part
of a draft vision statement. Each group also
identified their top three needed improvements to support health in the County.

4) Angwin/Lake Berryessa and surrounding
areas.

MAPPING EXERCISE FORMAT

The mapping exercise was designed to
provide information to help connect,
strengthen, and leverage the existing health
assets and resources in Napa County. For
this activity, participants worked in groups
of three using an 11" by 17" map to
identify assets and challenges related to
Countywide health that can be found on a
map, including physical places or areas.
The four maps available for this exercise
covered the following areas:

3) St. Helena/Calistoga and surrounding
areas; and

Each facilitator was provided with copies
of all four maps, and participants had the
opportunity to group themselves according to where they lived or used services
most frequently in the County.
Each group was given two sets of stickers:
blue stickers to geographically identify
strengths, resources, or assets that support
health in Napa County; and red stickers
to geographically identify challenges or
issues that detract from health in Napa
County. The results of this exercise are
presented below.

Many Community Amenities

• Napa County will have a strong sense
of community and active volunteer
participation.
• All residents will have access to outdoor
recreational facilities, art, music, dance,
ice skating, swimming, and more.
• Community infrastructure such as roads
and sidewalks will be well maintained.
• Public transportation will be enhanced,
with more bus stops throughout the
community.
• All residents will have access to safe,
multi-modal transportation.
• There will be more cultural and social
community events throughout the
County.
• Communities will be peaceful and quiet.
• There will be less traffic throughout the
County.

Key Findings: Visioning Exercise

• Small communities in the County will
have access to emergency services close
to home.

WHAT DOES A HEALTHY NAPA COUNTY
MEAN TO YOU?

• Communities will have more convenient
shopping.

Workshop groups described their vision
of a healthy Napa County in the following
ways.

Resources for a Diverse Population

• Medical professionals will be competent
in LGBTQ issues.
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• The County will offer English classes
that provide childcare.

• Napa County residents will have strong
mental health services.

• There will be many well-paying local jobs.

• Tolerance and diversity will characterize
Napa County.

• Napa County residents will be knowledgeable about healthy eating.

• All students will have access to quality
out-of-school programs.

• The community will be welcoming and
inclusive.

Strong Communities and Affordable Housing

• Residents will have access to affordable
quality childcare.

Strong Families and Empowered Youth

Healthy, Safe Residents

• Homes will be free of violence and
neglect.

• All residents will have access to health
education.

• Neighborhoods will be walkable, with
safe streets.

• Napa County communities will be safe,
with bicycle and walking patrols in
downtown areas.

• Housing will be affordable to rent and
to buy.

• Youth will have strong role models and
peer mentoring.

• There will be places for spiritual health
and growth.

• Youth will have access to jobs, activities,
and places to hang out.

• All residents will have access to healthy,
affordable foods.
• There will be affordable dental, eye,
pediatric, and medical clinics.
• High school students will have access to
drug and alcohol resistance programs.
• Residents will have access to social
services.
• All residents will have access to health
care, including non-traditional health
care.
• Residents will have more awareness of
and information about services.
• The County obesity rate will be
reduced.
• Emergency room use will drop.
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• Homelessness will be eliminated.

• Families will have support, especially in
times of financial need.
• All children will be fed and clothed.

A Healthy Environment

Active Schools and Lifelong Learning

• The Napa River will be clean.

• Residents will have access to lifelong
learning opportunities.

• The environment will be beautiful, with
clean air and water and active recycling
programs.

• More parents will participate in the
schools.
• Napa County will have excellent schools
with specialized services.
• Schools will be bully-free environments.
A Growing Economy

• Napa County workers will earn a living
wage.
• Napa County will celebrate economic
diversity, with many different income
levels and jobs for all.
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• Fewer pesticides will be used in
vineyards.
NEEDED IMPROVEMENTS

Participants also identified a number of
needed improvements.
Funding

• Incentives and scholarships
• Grants
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• Funding for education campaigns
supporting healthy lifestyles
(composting, recycling, etc.)
• Funding subsidy for child care
• Increased taxes for upper income
brackets
• Sliding scale access for kids to physical
and cultural activities, DARE, etc.
• Additional sources of funding from the
private and philanthropic sectors
• Subsidized medicine such as Clinic Ole
Transportation

• More alternative transportation (e.g.,
public transit, bike lending)
• Improved public transportation
Nutrition/Access to Healthy Food

• Incentives for local food production

o Improved nutrition for infants,
schools, and elderly residents
o Use of the local farmers' market to
encourage making fresh, healthy
food more affordable
o More support for local gardens
o Improved school menus
o More affordable organic foods
Access to Mental Health Services

• Advocacy for a review of mental health
policies and laws

• Increased incentives to build mixed use,
mixed income, safe and family friendly,
affordable housing
• More set-aside funding for future affordable housing projects
• Improved access to affordable housing
o Subsidies for new affordable
housing projects
o Rent control
o New and innovative ideas on
existing housing

• Sliding scale/free mental health
services

• Improved housing opportunities for
low-income residents

• Children's mental health services

o Independent homeless shelters

• Mental health and behavioral health
programs

o Help and support with transition
from homeless to housed
• Increased public awareness of those at
risk of homelessness

• Public gardens/co-ops

• Infrastructure for services (mental
health/substance abuse)

• Affordable healthy food

Senior Services

o More advocacy for the less fortunate

• Planning for elder care

o Greater concern from elected
officials

o Access to healthy proteins

• Office in Calistoga dedicated to senior
needs

• Housing mediators

o Reduced number of high-fat, fast
food restaurants

• Fixed rent housing for seniors

Access to Health Care

Affordable Housing and Homelessness

• Good health care for all

o Requirement for calories and
components of foods be listed on
all restaurant menus

• More affordable housing (from multiple
groups)

• Improved preventative health care

• Improved nutrition and access to
healthy foods

o Support services in schools

• More low-income housing (e.g., Section 8)
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o Communication with people
working directly with clients in the
field

Community Involvement

• Educational attainment for young
people across the County

• Community forums
o More productive, open dialogue
on addressing invisible Napa issues
such as poverty, LGBTQ, and racism

o Home medical visits

• Programs for children that are free or
low-cost

o Transport to hospital

• Increased parent involvement in schools

• Low-cost community events for all ages

o Pharmacy open on weekends

• Resources for special needs children

o Walk-in medical clinic

• Zero tolerance policy for bullying in
workplace/schools

• More community participation and
involvement

• Better access to medical care

o Health care closer to isolated
communities—not just in Santa
Rosa or Napa
• More health care providers that accept
Medi-Cal and/or that provide health
services to people with disabilities
• Lower cost medical services
• Accessible emergency clinics open late
at night
• Reduced wait time in hospitals
• Access to dental health
o Dental mobile van
o Dental care for mentally ill
• Improved access to health services

28

Schools and Services for Children and Youth

• Updated school textbooks

o More volunteers (goal of five hours
per month)

• Improved resources for local youth

o Town meetings

o More places to hang out
o A youth advocacy group
o Local tax cuts for hiring youth
• Increased funding for schools
o Land surveys
Support for Families

• New parent (caretaker) support
Public Safety

• Better law enforcement/community
relationships
• Road safety

• Renewal of neighborhoods (e.g., affordable housing, job diversity)
Healthy Environment

• Reduced use of agricultural pesticides
• Less pollution
o River cleanups
o Ban on plastic bags
• More urban trees and green spaces
• More green buildings
• More recycling centers/education about
waste control

o Improved public transportation to
health services

o Better lighting outside of developed
areas

Training and Information

o Mobile services for rural and
isolated populations

o Improvement of roads and sidewalks

• Educational training for community
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• Gang prevention classes for parents

N A PA C O U N T Y C O M P R E H E N S I V E C O M M U N I T Y H E A LT H A S S E S S M E N T A P R I L 2 0 1 3

• Health literacy for children
• Clear responses and information from
County services
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• Empowerment programs/life skills
training
• More community health fair events with
community health providers
• Promotion of new programs
Parks and Recreation

• Community recreation centers and pools
• Bike trails
• Dogs on leash/dog park
• Improved access to and promotion of
outdoor activities
o More bike riding and bike trails
o An open/safe river trail
o A "ride-to-work" or "improve-yourhealth" day
• Access to free or low-cost gyms and
recreation centers
o Free or low-cost childcare available
at gyms
o Music and dance classes
• Pool open longer hours
• More community gyms
• Community center for people to socialize

At an outreach workshop, a Spanish-speaking group completed this worksheet on community
health assets and challenges in the County.

• Consumers of alternate transportation
(e.g., bike advocates) on planning
commissions

Collaboration and Coordination

• Collaboration of agencies and coordination to reduce costs and improve access
o Cover gaps in health care coverage

• Support from leadership

• Community planning (e.g., economic
development, housing/job diversity)

• Increased County office participation

• Political support

• Local governance

• Public/private partnerships

Local Government
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• Enhanced collaboration between agencies to create more successful plans for
patients
• A County health ombudsperson
assigned to families/seniors
Diversity and Inclusion

• Friendlier service from social service
agencies
o Improved training/acceptance of
diversity
• More inclusive health facilities
o More programs/organizations like
Clinic Ole and Planned Parenthood
that are welcoming and inclusive
• Countywide diverse & inclusive communication campaign for health and LHNC
• Dual immersion education
• Training of medical professionals on
LGBTQ issues
o Competence, best practices, visibility,
communication, planning for inclusion, diversity
o More training on representation
within medical structure (e.g.,
brochures)
• More diverse representation in newspapers, community events, political
offices, and community leadership
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• Free or low-cost cultural center/place to
learn

• Reduced cost of living

• Acceptance and inclusion of different
cultures

• Better work/life balance

• Less discrimination
• More social service workers
Economic Development and Jobs

• More well-paying jobs (multiple groups)
• More job opportunities, including
encouraging new businesses and incentives for employers to hire locally
• Employment opportunities for people
with disabilities
• Improved access to education, training,
and internships
• More shopping
• Business/community event days
• Job opportunities that diversify industry
beyond grapes and tourism
o Less corporate, tourist-oriented;
more family- and community-run
businesses
o Outreach to large employers or
manufacturing type jobs
Poverty and Income

• Focus on self-sufficiency standard rather
than poverty level
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Other Needed Improvements

• More advocacy to promote healthy living
• Ability to access services
• More substance abuse programs
TOP NEEDED IMPROVEMENTS

Each workshop group selected the top
three needed improvements from the
list that group participants developed.
Collectively, they ranked improvements in
the following order.
• Affordable housing and related services,
especially for families (selected by eight
groups)
• Expanded affordable recreational activities and facilities for children, youth,
families, and those with special needs
(selected by eight groups)
• Health care, including mental health
services, emergency medical care, and
late-night clinics (selected by four groups)
• A drug, violence, and gang free environment (selected by three groups)
• Better and more inclusive communication about community events and health
(selected by three groups)
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• Employment opportunities (selected by
three groups)

Key Findings: Mapping Exercise

• Education, including trade workshops
and vocational education (selected by
three groups)

In the mapping exercise, workshop groups
identified the following challenges—many of
them location-specific—facing Napa County:

• Transportation, including better roads
and transportation to hospitals and
pharmacies (selected by three groups)

Transportation Challenges

CHALLENGES

• Poor condition of city streets and sidewalks

• Community involvement, especially
Latino involvement in education
(selected by two groups)

• Need for more public transportation routes

• Training and education on community
health issues, including agricultural
toxins (selected by two groups)

• Lack of transportation options for those
without driver's licenses

• Bigger space and longer hours for Clinic
Ole (selected by two groups)
• Funding (selected by two groups)
• A diversified business base (selected by
two groups)

• Need for longer public transportation
service hours

• No transportation available to get families to medical specialist appointments in
San Francisco or other distant locations
• Lack of transportation to and from
school for children and youth
Public Safety Challenges

• Gangs, especially on Laurel Street,
Pueblo Avenue, and at Salvador Trailer
Park
• Dogs in city parks
• Lack of fire and police protection in
American Canyon
• More lights and surveillance in parks
Affordable Housing Challenges

• Lack of affordable short-term housing
for seasonal workers
• Lack of affordable apartments
• Need for more services in low-income
housing developments
• Substandard housing in some County
areas
• Lack of programs for those experiencing
or at risk of homelessness
Accessibility

• Lack of ADA-accessible parks and
schools for children with special needs

• Healthy, low-cost foods, including fruits
and vegetables (selected by two groups)

• Speeding cars, especially near schools
and those driven by youth

• Health care providers that accept
Medi-Cal (selected by one group)

• Need for more security presence at
parks where transient or homeless
individuals sleep

Obstacles to Accessing Healthy Food

• Lack of crosswalks at key pedestrian
crossings

• Lack of education and information about
healthy food, nutrition and food services

• Lack of traffic lights at intersections with
frequent accidents

• Use of agricultural pesticides in areas
around St. Helena

• Cleaner environment: natural pesticide
use in vineyards, culture of recycling for
children (selected by one group)
• Childcare (selected by one group)

• Lack of grocery stores in some County areas
• "Fast food lanes" in local stores
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Linguistic or Cross-Cultural Challenges

Drug and Alcohol Problems

• Boat pollution in the lakes

• Discrimination from public health and
human services workers

• Easy access to drugs and alcohol,
especially for youth

• Isolation of families in Berryessa

• Lack of Spanish-language information
and materials, especially from service
providers

• Poor access to treatment programs for
substance dependency

• Agricultural pesticide use

• Lack of acceptance of cultural and racial
differences

• High cost of living

ASSETS

• Income disparities

Lack of Educational or Youth Services

• Unemployment and underemployment

Community assets identified by workshop
groups geographically included the following:

• Class divides

Affordable Housing Resources

Health and Health Care Issues

• Calistoga Affordable Housing

• Lack of affordable health care

• Vineyards providing housing to workers

• Lack of access to health care for seniors

Healthy Food Amenities

• Disparities in access to medical care
based on income

• Cal Mart

• Lack of funding for Napa Valley College

• Mental health

• Need for more sports and recreation
programs for youth over age 12

• Discrimination from public health and
human services workers

• Community Action Napa Valley (CANV)
Food Bank

• No schools in Berryessa area

• Obesity

Community Services

Lack of Community Services

Other Challenges

• Wide array of community services

• Lack of recognition of the Latino contribution to the Valley's wealth

• Municipal services

• Lack of high-quality affordable daycare
and preschools
• Need for more teachers
• Need for a language immersion school
• Lack of out-of-school and after-school
activities for children and youth, especially in Pope Valley

• Lack of senior services in Angwin
• Lack of a LGBTQ center
• Too few resources to address poverty
and hunger
• Too few churches in some areas
• Old movie theater on W. Imola Avenue
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Economic Challenges

• Inadequate local government involvement in some communities
• Napa River flooding
• Dangerous cables near Lake Hennessey
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• Aging population
• Need for greater business diversity

• Farmers' markets

• The food pantry in St. Helena

• SparkPoint American Canyon financial
support services
• City Hall
• Napa County Health and Human
Services
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• Police and fire departments throughout
the County
• Free immigration law clinics
Community Amenities

• Public recreation facilities such as
community centers, bocce courts, pools,
baseball, and bicycle trails

Economy/Employment Assets

• VOICES Napa, an organization
providing support for housing, education, employment and wellness services
to transitioning youth ages 16 to 24
• Vineyards as backbone of the County
• Growing economy

• Vibrant nonprofit sector (e.g., family
resource centers)
• St. Helena Family Center
• Social service agencies serving at-risk
families
• The Bridges Program
• American Canyon Family Resource
Center

• Cultural facilities such as libraries and
museums and events such as Art Walk

Community Health Resources

• Parks and outdoor spaces, including
Crane, Kennedy, Alston, Pueblo,
Westwood Hills, and Skyline Parks and
Tulocay Cemetery

• Sister Anne Dental Clinic

• ParentsCAN health liaisons, advocates,
navigators

• St. Helena Hospital

• Resource Centers that provide referrals

• Planned Parenthood

• Availability of helpful services

• St. Joseph Health, Queen of the Valley
Medical Center

Faith Community

• Cultural amenities, including theaters
and bowling alleys
• Skate parks
• Free wireless internet in public places
(e.g., Starbucks)
• Recreational activities at Lake Berryessa
Educational Resources

• School system
• Yountville Elementary School
• Napa Valley College
• McPherson School
• Lincoln Adult School
• Napa Infant Preschool Program

• Clinic Ole

• Kaiser Napa Clinic
• Napa Valley College Mental Health
Center
• Mental and behavioral programs
• Napa County Health and Human
Services
Support for Seniors

• Rianda House
• Senior centers
• Veterans Home
Support for Families

• St. John the Baptist Catholic Church
• Local churches providing spiritual support
Other Assets

• Little League for those with disabilities
• Sense of community spirit in Yountville
• Privacy of Napa County communities
• Spanish language materials offered in
some places
• Pedestrian-scale communities
• Clean environment
• Airport

• Calistoga Family Center

• Boys and Girls Club
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DETAILED FINDINGS: 			 Key Findings
STAKEHOLDER INTERVIEWS
Stakeholder interviewees highlighted
Methodology
factors that can help make Napa a healthy
In the months of November and December county. They also identified factors affect2012, a total of 16 stakeholder interviews
ing the health of residents, trends in the
were conducted with key leaders throughhealth field, issues that must be addressed
out Napa County. Interviewees were idento foster health, strengths and assets of
tified by the Core Support Team based on
the County, and challenges facing the
the following criteria:
County. Each is categorized as a top, secondary, or lower tier finding based on how
• Represent diverse, hard-to-reach popufrequently the response was mentioned by
lations in Napa;
interviewees.
• Bring a unique perspective that is
relevant to LHNC;
WHAT IS A HEALTHY NAPA COUNTY?
6.

• Provide an existing service to the community that addresses the goals of LHNC;
• Have overcome challenges in their
communities and are successfully
achieving the goals of LHNC; and
• Overall, are strategic thinkers and
people with vision.
In the interviews, participants were asked
to describe a healthy Napa County;
identify the most important health factors
and issues; identify populations that are
adversely affected by health problems;
and identify assets, strengths, and challenges that affect health throughout Napa
County.
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• There is a belief that health needs to
be addressed holistically: emotional,
mental, and physical health. This may
mean placing more of an emphasis on
coordination to address complexity.
(Mentioned across all respondents.)
• Everyone needs access to health care
(behavioral and physical), decent jobs,
good food, wellness services, and
transportation. (Supported by most
respondents.)
• People should be able to live and
work in their own community. (Strong
emphasis by most respondents.)
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MOST IMPORTANT HEALTH FACTORS
Top Health Factors

• Affordable housing
o Currently seeing multiple family
households in unsafe environments
o Community that works here cannot
live here
o Strong link between health and
housing
• Healthy behaviors/lifestyles
o Includes the built environment,
walkability
o Access to basic foods
• Opportunity to be economically
self-sufficient
o Poverty as a big indicator of health
• Community involvement
• Shift away from case management
Secondary Health Factors

• Educating the youth
• Education for families
o English language learning
o Financial education
o Child development
o How to access services
o Awareness

assessment #1: community themes, strengths & forces of change

• Community involvement—ensuring that
the community voice and perspective of
underserved population is incorporated
Lower Tier

• Clean environment
o Napa is a relatively clean environment in terms of clean air
• Low crime rate/safe neighborhoods
o Napa is a relatively safe area
• Community leadership that extends
beyond the nonprofits (e.g., to elected
officials, community members)
MOST IMPORTANT HEALTH ISSUES
Top Issues

• Obesity
o Concern for overall population
o Concern for youth—diagnosing at a
younger age
• Mental health
o Community mental health—
understanding why people aren't
accessing services
o Mental health issues caused by the
economic situation
o Seniors
o Immigration issues

• Alcohol and drug abuse
o A connection with the economic
downturn
o Concern for young people
• Inactivity/lack of exercise
o Closely associated with obesity
Secondary Issues

• Agricultural pesticides
o Was not seen as an issue by
respondents. Primarily a perceived
issue—lack of knowledge of reality
• Chronic disease management
• Unsafe roads/sidewalk conditions
o Concern for American Canyon
o Calistoga infrastructure problems
• Dental care
Specific populations adversely affected by
health problems

• Low-wage/low-income workers with low
socioeconomic status
o Seen as the strongest driver for
adverse health outcomes
• Seniors, particularly around mental health
and helping them lead healthy lives
o Particularly in Calistoga

• Migrant workers
• Children and youth
• Undocumented immigrants
o Fear within Latino community and
associated emotional issues
• Migrant workers with limited English
and family members reading at third
grade level
o Particularly in American Canyon
ASSETS AND STRENGTHS
Top Assets and Strengths

• Napa's robust nonprofit network and
comprehensive safety net system
• Very collaborative community
o Napa Valley Coalition of Nonprofit
Agencies is an example of this
• Supportive philanthropic community
o Auction Napa Valley
• Excellent health care clinics
• Supportive health and human services
leadership
• Small community with high communication; easy to facilitate meetings between
agencies
• Over 95% of children with insurance

• Latinos

o Obesity/mental health link
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Secondary Assets and Strengths

• Family resource centers can provide
education services to the right
communities
• Community gardens—can help with
healthy behaviors and lifestyle
• High quality child care services
• The Wolfe Center, a County-based drug
and alcohol abuse out-patient treatment
program for teens and their families
• Progressive Board of Supervisors
CHALLENGES
Top Challenges

• Diminishing financial resources—hard to
collaborate without funding
o Agencies can be territorial; lack of
ability to share funding
• Health care reform will require the need
for more primary doctors; concern that
Napa County is not prepared to meet
the demand
• Lack of public transportation system
to connect individuals and families to
services
o Issue in Calistoga—lack of a link
between cities outside of Napa
• Providing services that reach communities outside of central Napa area in
36
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less populous regions (e.g., Calistoga,
American Canyon)
• Limited mental health services for
population because of financial
constraints (lack of insurance coverage)
or geographical location
• Lack of innovation among agencies to
address pressing issues
• Health care provider network—less
availability for low-income families
o No local HMOs
Secondary Challenges

• Financial disincentives to deliver
preventative services (e.g., Medi-Cal is
limited in what it pays for)
• Lack of leadership outside of nonprofits
• Connecting with underserved population—engagement on a cultural and
linguistic level
• Distinction between the "haves" and
"have nots" and segregated communities based on ethnicity
• Changing the service delivery model
o Among family resource centers,
push to get away from case management and toward community
engagement, but staff are trained as
case managers or social workers
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• Lack of involvement of the interfaith
coalition (e.g., could hold town hall
meetings or address particular health
issues)
• Public opinion on affordable housing
(e.g., Auction Napa Valley does not
include housing organizations as
beneficiaries)
• Lack of access to mental health services
in Calistoga region; relies mostly on
satellite services
Trends

• Diagnosing of diabetes at a younger
age, resulting in individuals being in the
medical system for longer and draining
resources
• Middle class is getting phased out—
very wealthy and very poor populations
• Shrinking HMO provider network
• Aging population
• Housing issues becoming increasingly
worse
o Lack of land to develop housing
• Growing Latino population with many
low-income households
• Lower income population just starting to
feel the recession
• Preparation for young veterans

health system?
How are the Essential Public Health Services being provided in our community?

Methodology

Data for the Local Public Health System (the system) was collected using the National Public Health
Performance Standards Program’s (NPHPSP) local instrument. The instrument uses the “10
Essential Public Health Services (EPHS)”, which are the core public health functions
that should
be
CHAPTER
THREE
undertaken in every community, as a framework to evaluate the system’s performance. The system
is measured against a set of model standards that describe the key aspects of an optimally
performing system. The standards are intended to support a continual process of quality
improvement for local health system partners.

local public health system

The LPHSA takes a systematic look at the broad set of the services provided within the system.
The system includes agencies, organizations, individuals and businesses that must work together
on social, economic, environmental and individual factors to create conditions for improved health
and well-being in a community. The illustration below shows the variety of entities that contribute
to the local public health system and the interconnectednes s of each to the other’s work.

1.
PURPOSE
The Local Public Health System chapter is
intended to provide an understanding of
the capacity and capability of the network
of organizations and entities that contribute
to the public's health and wellbeing in the
community. This chapter also identifies
strengths and weaknesses in the system as
well as opportunities for improvement.

Local Public Health System
The Local Public Health System Assessment
(LPHSA) provides key information on the
following questions:
• What are the components, activities,
competencies, and capacities of our
local public health system?
• How are the Essential Public Health
Services being provided in our
community?

Metholodology
Data for the Local Public Health System
(the system) was collected using the

National Public
Health Performance
Standards Program's
(NPHPSP) local
instrument. The
instrument uses
the "10 Essential
Public Health
Services (EPHS)",
which are the core
public health functions that should be
undertaken in every
community, as a framework to evaluate
the system's performance. The system is
measured against a set of model standards
that describe the key aspects of an optimally performing system. The standards are
intended to support a continual process of
quality improvement for local public health
system partners.
The LPHSA takes a systematic look at the
broad set of the services provided within

Faith
Instit
.

the system. The system includes agencies, organizations, individuals and businesses that must work together on social,
economic, environmental and individual
factors to create conditions for improved
health and wellbeing in a community. The
illustration above shows the variety of
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1.
2.
3.
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Next Steps.................................. 48
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entities that contribute to the local public
health system and the interconnectedness
of each to the other's work.
To conduct this assessment, Live Healthy
Napa County's (LHNC) Local Public Health
System Subcommittee organized and led
a coordinated, countywide effort to assess
the capacities of Napa County's Local
Public Health System (the system). The
goals of the assessment were: 1) to create
stronger systems through collaboration;
2) to identify strengths and challenges;
3) to foster quality improvement by using
national benchmarks; 4) to more fully
inform community health improvement
planning efforts; 5) and, ultimately, to
positively impact health outcomes for all
Napa County residents.
The assessment was conducted on
December 7, 2012 by bringing together
approximately 55 representatives from
diverse community organizations and
the general public to discuss the current
system, including assets, barriers and
opportunities for improvement. Attendees
included representatives from the local
Health and Human Services Agency,
hospitals, community health centers,
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social service providers, county office
of education, faith-based organizations,
local governmental agencies, and many
others.
The process used to generate responses
included several steps and was the same
for each workgroup. The group read the
essential service description, activities,
and model standard for each indicator.
Discussion time followed during which participants shared how their division/organization contributed to meeting the standard
and Napa County's overall performance in
the area under consideration. A recorder
captured the highlights of the discussion.
Assessment questions were then read

aloud by the facilitator. Participants used
handheld key pads to cast their votes
anonymously. The response options are
listed in the table below.
2.
NPHPSP ASSESSMENT RESULTS
The completed assessment was submitted
to the NPHPSP at the Centers for Disease
Control (CDC) and a standard report was
provided. The results answer the questions:
• How well did the system perform the 10
Essential Public Health Services (EPHS)?
• How well did the system perform on
specific Model Standards?
• Overall, how well is the system
achieving optimal activity levels?

FIGURE 3-1: LPHSA RESPONSE OPTIONS

NO
ACTIVITY

0% or absolutely no activity.

MINIMAL
ACTIVITY

Greater than zero, but no more than 25% of the activity described within
the question is met.

MODERATE
ACTIVITY

Greater than 25%, but no more than 50% of the activity described within
the question is met.

SIGNIFICANT
ACTIVITY

Greater than 50%, but no more than 75% of the activity described within
the question is met.

OPTIMAL
ACTIVITY

Greater than 75% of the activity described within the question is met.
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local public health system

FIGURE 3-2: SUMMARY OF PERFORMANCE SCORES BY ESSENTIAL PUBLIC HEALTH SERVICE (EPHS)

EPHS

Score

1

Monitor Health Status To Identify Community Health Problems

68

2

Diagnose And Investigate Health Problems and Health Hazards

77

3

Inform, Educate, And Empower People about Health Issues

57

4

Mobilize Community Partnerships to Identify and Solve Health Problems

48

5

Develop Policies and Plans that Support Individual and Community
Health Efforts

70

6

Enforce Laws and Regulations that Protect Health and Ensure Safety

73

7

Link People to Needed Personal Health Services and Assure the Provision of
Health Care when Otherwise Unavailable

65

8

Assure a Competent Public and Personal Health Care Workforce

48

9

Evaluate Effectiveness, Accessibility, and Quality of Personal and
Population-Based Health Services

58

10

Research for New Insights and Innovative Solutions to Health Problems

39

Overall Performance Score
The assessment results highlight areas of
relative strength and challenges for the
system. Napa County scored highest for
capacity and performance in the following
EPHSs:
• EPHS 2: Diagnose and investigate
health problems and health hazards
(77%, optimal activity)
• EPHS 6: Enforce Laws and Regulations
that Protect Health and Ensure Safety
(73%, significant activity)

60
• EPHS 5: Develop policies and plans that
support individual and statewide health
efforts (70%, significant activity)
The following EPHSs had the lowest scores:
• EPHS 4: Mobilize Partnerships to
Identify and Solve Health Problems
(48%, moderate activity)
• EPHS 8: Assure a competent public
health and personal health care workforce (48%, moderate activity)
• EPHS 10: Research for new insights and
innovative solutions to health problems
(39%, moderate activity)

The following figures are from the standard NPHPSP report for Napa County. An
overview of the system's performance for
each of the 10 EPHS is provided in Figure
3-2. Each EPHS score is a composite value
determined by the scores given to those
activities that contribute to each Essential
Service. These scores range from a minimum value of 0% (no activity is performed
pursuant to the standards) to a maximum
of 100% (all activities associated with
the standards are performed at optimal
levels).
Figure 3-3 on the next page presents the
same data as Figure 3-2, but with added
information shown in range bars to show
the minimum and maximum values of
responses within the EPHS along with an
overall score for Napa County. Figure 3-4
presents the EPHSs in rank order.
Figure 3-5 provides a composite picture of
the previous two graphs. The range lines
show the range of responses within each
EPHS. The color coded bars make it easier
to identify which of the EPHS fall in the five
categories of performance activity.
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FIGURE 3-3: SUMMARY OF EPHS PERFORMANCE
SCORES AND OVERALL SCORE (WITH RANGE)

FIGURE 3-4: RANK ORDERED PERFORMANCE SCORES
FOR EACH ESSENTIAL SERVICE

FIGURE 3-5: RANK ORDERED PERFORMANCE SCORES
FOR EACH EPHS, BY LEVEL OF ACTIVITY
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3.

NPHPSP ASSESSMENT
FINDINGS
The following challenges and
opportunities emerged from the
assessment. These attributes, assets
and areas for improvement will be
considered: 1) when determining
priorities, goals and strategies for the
Community Health Improvement Plan
(CHIP); 2) for developing performance
indicators for the CHIP's action plan;
3) in selecting priorities in the Napa
County Public Health Division's
strategic plan; 4) and by numerous
countywide programs in programmatic planning and quality improvement efforts.

Best Practices, Strengths, and
Challenges by Essential Public
Health Service (EPHS)
This section describes and highlights
each EPHS, contains figures from the
standard NPHPSP report for Napa
County that show the range and
results for each model standard, and
the overall EPHS results. Each score is
a composite value determined by the
scores given to those activities that
contribute to each Essential Service.
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These scores range from a minimum
value of 0% (no activity is performed
pursuant to the standards) to a maximum of 100% (all activities associated
with the standards are performed
at optimal levels). Also included are
highlights from each group's discussions related to the system's best
practices, strengths and challenges
related to each EPHS.
EPHS 1: MONITOR HEALTH STATU.S. TO
IDENTIFY HEALTH PROBLEMS

This service includes:
• Accurate, periodic assessment of
the community's health status,
including:
o

Identification of health risks,
determinants of health, and
determination of health service
needs

o

Attention to the vital statistics
and health status indicators of
groups that are at higher risk
than the total population

o

Identification of community
assets that support the LPHS in
promoting health and improving
quality of life

local public health system

• Utilization of appropriate methods and
technology, such as geographic information systems (GIS), to interpret and
communicate data to diverse audiences
• Collaboration among all LPHS components, including private providers and
health benefit plans, to establish and
use population health registries, such as
disease or immunization registries

Needs Assessment and Napa Health
Matters
• Established surveillance and data
communication systems
• Good representation on state population health registries
CHALLENGES:

• Community Profile not rich in quality of
life or environmental health indicators
• Capacity to map and analyze geocoded
data
• Readability of Community Health
Needs Assessment: 1) for the general
public as a lot of the language is high
level and scientific; 2) not available in
Spanish

According to the LPHSA Napa County has
significant activity related to EPHS 1.
BEST PRACTICES:

• Collaboration with non-profit hospitals on Community Health Needs
Assessment
• Community Health Needs Assessment
used by many agencies for planning and
policy decision making
STRENGTHS:

• Publishes and makes available health
data both in the Community Health

system is available but hasn't been
included)
EPHS 2: DIAGNOSE AND INVESTIGATE
HEALTH PROBLEMS AND HEALTH HAZARDS

This service includes:
• Epidemiological investigations of
disease outbreaks and patterns of infectious and chronic diseases and injuries,
environmental hazards, and other health
threats
• Active infectious disease epidemiology
programs
• Access to a public health laboratory
capable of conducting rapid screening
and high volume testing

• Collecting data on large undocumented
population
• Lack local health improvement plan
• Publication of health data in formats
useful to media, system partners and
community members
• Lack of detailed media strategy
• System-wide sharing of resources to
monitor health status
• Connecting data systems, sharing data
among agencies, partners (for example,
data from the homeless management

According to the LPHSA Napa County has
optimal activity related to EPHS 2.
BEST PRACTICES:

• System-wide use of information technology to support surveillance activities
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• Laboratory facilities and personnel that
support diagnostic investigations
• Continuous review of public health
emergency response effectiveness and
opportunities for improvement.
STRENGTHS:

• Operate and maintain mechanisms
through which partners are provided
with information about possible health
threats
• Developed plans to investigate and
respond to public health threats
• All laboratories licensed
• Sharing of resources for a Regional
Public Health Laboratory
CHALLENGES:

• Limited capacity and resources to
monitor changes in the occurrence
of health problems and hazards. For
example high levels of violence are
being tracked but are not included in
surveillance system monitoring
• Sharing of system-wide resources to
diagnose and investigate health hazards
and problems
• Limited use of surveillance data for
health problems and threats that are
environmental, social or related to
mental health issues
42
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• Lack of awareness among public health
system partners of the purpose and
capabilities of surveillance and investigative functions of Public Health

• Risk communication processes designed
to inform and mobilize the community
in time of crisis.

• Timely reporting of reportable diseases
by physician community
• Ability across the system to respond to
disasters is limited
EPHS 3: INFORM, EDUCATE, AND EMPOWER
INDIVIDUALS AND COMMUNITIES ABOUT
HEALTH ISSUES

This service includes:
• Health information, health education, and health promotion activities
designed to reduce health risk and
promote better health
• Health education and health promotion
program partnerships with schools, faith
communities, work sites, personal care
providers, and others to implement and
reinforce health promotion programs
and messages that are accessible to all
populations
• Health communication plans and activities such as media advocacy and social
marketing
• Accessible health information and
educational resources
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According to the LPHSA Napa County has
significant activity related to EPHS 3.
BEST PRACTICES:

• Design and implementation of multidimensional health communication, health
promotion and education programs for
diverse audiences
• Exemplary emergency and crisis
communication plans
STRENGTHS:

• Ability to deliver culturally and linguistically appropriate health education and
promotion materials and activities to
many target audiences
• Use of professional expertise in the
development of health communications,

local public health system

health education and promotion
interventions
• Ability to communicate across the
system in emergencies
CHALLENGES:

• Involving limited media outlets in health
communication
• Assuring that residents are aware of
services

• Convening and facilitating partnerships and strategic alliances among
groups and associations (including
those not typically considered to be
health-related) in undertaking defined
health improvement activities, including
preventive, screening, rehabilitation,
and support programs, and establishing
the social and economic conditions for
long-term health

• Assisting partners in the development
of effective health communications and
health education/promotion initiatives

• Identifying potential stakeholders who
contribute to or benefit from public
health and increase their awareness of
the value of public health
• Building coalitions and working with
existing coalitions to draw upon the full
range of potential human and material
resources to improve community health

• Community partnerships developed
around homeless population work
CHALLENGES:

• Partnerships with community members

• System-wide partnership development
challenged by geography, isolating
Calistoga, St. Helena, Angwin, and
American Canyon from the City of Napa

• Health education and health promotion
not viewed as priorities for funding

This service includes:

• Strong partnerships between nonprofits
and County government

• Making relevant information easily
accessible for community members

• System fragmentation

EPHS 4: MOBILIZE COMMUNITY
PARTNERSHIPS TO IDENTIFY AND SOLVE
HEALTH PROBLEMS

• System-wide partnerships for emergency preparedness and disaster
response.

• Connection between business community and nonprofits
According to the LPHSA Napa County has
moderate activity related to EPHS 4.

• Sharing system-wide resources to
develop partnerships

BEST PRACTICES:

• Strategies to leverage and capitalize on
partnerships in times of resource shortages and budget cuts

• Napa Health Matters Resource Directory
STRENGTHS:

• Stakeholder/partner development by
organizations (e.g., On the Move's
McPherson School Initiative, Clinic Ole
and COPE Family Center)

• Makeshift, reactive approach to mobilizing partnerships
• Inefficiencies in reaching target
populations
• Lack of over-arching committee to look
at global issues

N A PA C O U N T Y C O M P R E H E N S I V E C O M M U N I T Y H E A LT H A S S E S S M E N T A P R I L 2 0 1 3

|

43

chapter three

EPHS 5: DEVELOP POLICIES AND PLANS
THAT SUPPORT INDIVIDUAL AND
COMMUNITY HEALTH EFFORTS

This service includes:
• An effective governmental presence at
the local level
• Development of policy to protect the
health of the public and to guide the
practice of public health
• Systematic community-level planning for
health improvement and public health
emergency response in all jurisdictions
• Alignment of local public health system
(LPHS) resources and strategies with a
community health improvement plan

BEST PRACTICES:

• Advocacy for policies that will improve
public health, such as bans on smoking
in parks in Napa, American Canyon
and St. Helena and efforts to reduce
secondhand smoke exposure in multiunit housing
• Healthy Aging Population Initiative
Committee (HAPI) policy platform
STRENGTHS:

• HHSA Alcohol and Drug Services
engaging constituents in identifying
issues to inform program planning,
policy development and advocacy
efforts
• Planning for public health emergencies
CHALLENGES:

• System-wide collaboration and sharing
of resources to conduct health planning
and policy development
• Workforce capacity and expertise for
planning and policy development
According to the LPHSA Napa County has
significant activity related to EPHS 5.

• Using workforce expertise in development of health policy
• Availability of pertinent data for policy
development
• Policy work siloed through
implementation
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• Assisting with integration of health
issues and strategies into local community development plans
• Program or issue specific planning
conducted in isolation
• Capacity and funding for Chronic
Disease management programs (e.g.,
obesity and asthma prevention)
• Availability of funding for policy work
and budget cuts
EPHS 6: ENFORCE LAWS AND REGULATIONS
THAT PROTECT HEALTH AND ENSURE
SAFETY

This service includes:
• The review, evaluation, and revision
of laws, regulations, and ordinances
designed to protect health and safety
to assure that they reflect current scientific knowledge and best practices for
achieving compliance
• Education of persons and entities
obligated to obey or to enforce laws,
regulations, and ordinances designed
to protect health and safety in order to
encourage compliance
• Enforcement activities in areas of public
health concern, including, but not limited
to the protection of drinking water;
enforcement of clean air standards;

local public health system

emergency response; regulation of care
provided in health care facilities and
programs; re-inspection of workplaces
following safety violations; review of new
drug, biologic, and medical device applications; enforcement of laws governing
the sale of alcohol and tobacco to
minors; seat belt and child safety seat
usage; and childhood immunizations

STRENGTHS:

• Identifying local public health issues
that are not adequately addressed in
existing laws, regulations and ordinances (e.g., Climate Action Plan and
mixed-use building)
• Technical assistance available on
enforcing laws, developing ordinances,
and with complex enforcement
operations

• Assuring the linkage of people to appropriate personal health services through
coordination of provider services and
development of interventions that
address barriers to care (e.g., culturally
and linguistically appropriate staff and
materials, transportation services)

CHALLENGES:

• More effective use of workforce expertise to educate the public about public
health laws and regulations
• Reactive system
• Lack of understanding of public health
and its functions by community at large
According to the LPHSA Napa County has
significant activity related to EPHS 6.
BEST PRACTICES:

• Local and state forum provided by
California Conference of Local Health
Officers (CCLHO) for the discussion
of significant health issues in order to
develop recommendations for appropriate health policy (including legislative
and regulatory review)
• Written guidelines for administration of
enforcement activities

• Budget cuts
EPHS 7: LINK PEOPLE TO NEEDED
PERSONAL HEALTH SERVICES AND ASSURE
THE PROVISION OF HEALTH CARE WHEN
OTHERWISE UNAVAILABLE

This service includes:
• Identifying populations with barriers to
personal health services
• Identifying personal health service
needs of populations with limited access
to a coordinated system of clinical care

According to the LPHSA Napa County has
significant activity related to EPHS 7.
BEST PRACTICES:

• Assessments of vulnerable populations
and their needs included in public
health preparedness and emergency
plans
STRENGTHS:

• Collaboration with health care providers
to assure access to health care
• Multidisciplinary teams for case
management
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• Seek and use input on accessibility and
availability of services from consumers
of personal health care services.

EPHS 8: ASSURE A COMPETENT PUBLIC AND
PERSONAL HEALTH CARE WORKFORCE

• Workforce skilled in linking people to
services

• Assessment of all of the workers within
the LPHS (including agency, public,
and private workers, volunteers, and
other lay community health workers) to
meet community needs for public and
personal health services

• Local assessments conducted regularly
to assess health care service needs
CHALLENGES:

• Transportation, immigration status,
aging baby boomers, seniors, veterans,
and people with mental illness
• Ensuring that information is available in
English and Spanish
• Lack of prevention resources and
programs
• Sharing system-wide resources to
increase access to services
• Coordination between health and social
services in the private sector
• Primary care providers disconnected
from community

This service includes:

• Maintaining public health workforce
standards, including efficient processes
for licensure/credentialing of professionals and incorporation of core public
health competencies needed to provide
the Essential Public Health Services into
personnel systems
• Adoption of continuous quality
improvement and life-long learning
programs for all members of the public
health workforce, including opportunities for formal and informal public
health leadership development
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• Standards and mechanisms in place
to ensure that professionals meet all
competencies required by law
• Required food handling course
completed by all food businesses
• Employee satisfaction surveys regularly
conducted
• Napa County Caregiver Permit ordinance the first of its kind in the state
STRENGTHS:

• Some system partners conducting
workforce analyses to allocate resources
to fill present gaps and prevent duplication of services
• Leveraging low and no cost on-line
educational opportunities

CHALLENGES:

• Lack of medical home
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• Leadership Napa Valley: a program
designed to identify, train and inspire
current and future community leaders
from all segments of Napa County

• Napa Valley Coalition of Non-Profit
Agencies providing leadership development training

• Fragmented system: Sharing data on
health care services, providers, shortage
areas, barriers
• Linking to and/or providing health,
dental, and social services outside the
City of Napa

BEST PRACTICES:

• No mechanism in place for all organizations to communicate and collaborate
According to the LPHSA Napa County has
moderate activity related to EPHS 8.
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• Lack of resources for training, continuing
education, recruitment, and retention

local public health system

• Lack of succession planning, career
ladders and advancement/leadership
opportunities

• Leveraging technology to deliver health
services-with electronic health records
and e-mail surveys

• Inefficient, ineffective leveraging of
partnerships among agencies and institutions of higher learning to enhance
and improve current workforce capacity
and support education of future system
professionals

• Collaboration and enthusiasm around
LHNC

• Lack of diverse and culturally
competent workforce that mirrors the
community
• Budget cuts
EPHS 9: EVALUATE EFFECTIVENESS,
ACCESSIBILITY, AND QUALITY OF
PERSONAL AND POPULATION-BASED
HEALTH SERVICES

This service includes:
• Evaluating the accessibility and quality
of services delivered and the effectiveness of personal and population-based
programs provided
• Providing information necessary for
allocating resources and reshaping
programs

CHALLENGES:

According to the LPHSA Napa County has
significant activity related to EPHS 9.
BEST PRACTICES:

• Collaborative process for Napa
County's Community Health Needs
Assessment with the three hospitals:
St. Helena Hospital, Kaiser, Queen
of the Valley Medical Center, Public
Health, Community Health Clinic Ole,
Napa Valley Vintners and the Napa
Valley Coalition of Non-Profit Agencies
participating
• Client satisfaction surveys regularly
conducted, with results incorporated
into quality improvement plans
STRENGTHS:

• Nonprofit organizations collaboration.
• Programs using "gatekeeper" approach
so that service providers can assess and
link community members to additional
services

• Lack of prevention programs and school
policies to support healthy eating and
physical activity
• Managing and sharing of evaluation
resources and results
• Lack of resources for evaluation
• Healthcare accessibility during nontraditional business hours
• Workforce reductions
• Budget cuts leading to: 1) reduced
healthcare coverage options for
employees, 2) elimination of Physical
Education teachers, and 3) reduction of
school nurses
• Public and private sector partnerships
EPHS 10: RESEARCH FOR NEW INSIGHTS
AND INNOVATIVE SOLUTIONS TO HEALTH
PROBLEMS

This service includes:
• A continuum of innovative solutions to
health problems ranging from practical
field-based efforts to foster change
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in public health practice, to more
academic efforts to encourage new
directions in scientific research.
• Linkages with institutions of higher
learning and research
• Capacity to undertake timely epidemiological and health policy analyses and
conduct health systems research

County Asian Pacific Islander Study,"
"Closing the Achievement Gap In Napa
County," and the "Healthy Aging Needs
Assessment"
CHALLENGES:

• Sharing of system-wide resources for
research
• Focus of funding opportunities on
evidence-based practices doesn't allow
for innovation
• Relationships among system partners,
institutions of higher learning, and
research organizations

According to the LPHSA Napa County has
moderate activity related to EPHS 10.
BEST PRACTICES:

• Napa Health Matters-Healthy
Communities Promising Practices
Directory
STRENGTHS:

4.
NEXT STEPS
Assessment results indicate that Napa
County's local public health system demonstrates moderate to optimal activity on
national benchmarks for performance of the
EPHS. However, results also point to areas
in which the system can focus on performance improvement. LHNC's next steps
toward system wide improvement include
the following:

• Working with interns from local colleges
and universities

• Broadly disseminate and share the
LPHSA results with system partners.

• Research initiated for recent local
studies including "A Profile of
Immigrants in Napa County," "Napa

• Use the results in the priority setting
process for the CHIP.
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• Set goals, identify strategies, develop
action plans, and design processes for
monitoring progress and evaluation for
the CHIP action cycle.

CHAPTER FOUR

napa county community health status assessment
Improving the health of individuals, families, and communities requires a framework
that considers all of the conditions in
which people are born, grow, live, work
and age, including the health system. The
Community Health Status Assessment
(CHSA) takes a comprehensive look at the
health status of Napa County and helps
identify community health and quality of life
issues and strengths. This CHSA addresses
two main questions: How healthy are Napa
County residents? What does the health
status of Napa County look like?
The CHSA provides data for 120 indicators
in eight broad-based categories related to
health and wellbeing. A subset of indicators is highlighted in the following narrative
report and the remaining indicators are
available in a data book as an appendix.
Indicator data are grouped into categories for organizational purposes, but it is
important to recognize that indicators may
relate to more than one facet of health and

therefore may be relevant across multiple
data categories. The data categories
included in this CHSA are as follows:
• Socioeconomic Characteristics
• Quality of Life
• Social and Mental Health
• Maternal, Child and Adolescent Health
• Healthcare and Preventive Services
• Behavioral Risk Factors
• Illness and Injury
• Causes of Death
1.
METHODS AND LIMITATIONS
The Napa County Public Health Division, in
collaboration with Harder+Company and a
subcommittee of Napa County stakeholders (the CHSA subcommittee) , conducted
a comprehensive review of secondary data
sources to obtain the most current and
reliable data for the CHSA. Secondary
data sources and resources include, but
are not limited to, the U.S. Census, the

American Community Survey, the California
Department of Public Health (CDPH),
the California Department of Education
(CDE), the California Health Interview
Survey (CHIS), the California Healthy Kids
Survey (CHKS), the Behavioral Risk Factor
Surveillance System (BRFSS), the CDC
National Center for Health Statistics, the
California Department of Justice, Healthy
People 2020 (HP 2020), and the 2012
County Health Rankings and Roadmaps.
Data collected through the Napa County
Public Health Vital Statistics Office and
the Public Health Communicable Disease
Control program are also utilized in this
Chapter Contents:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Methods and Limitations....................49
Socioeconomic Characteristics...........50
Quality of Life.....................................56
Social and Mental Health....................57
Maternal, Child, and
Adolescent Health..............................72
Healthcare and Preventative
Services..............................................76
Behavioral Risk Factors.......................79
Illness and Injury.................................85
Causes of Death.................................97
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report. In all cases, the CHSA presents the
most current data and analyses available
at the time this report was written. When
needed, raw data were exported in database formats, cleaned, and basic descriptive statistics were calculated. SAS and
EpiInfo were utilized for data analysis.
Data considered for inclusion in this report
were carefully reviewed by the CHSA
subcommittee to ensure that they met
specific criteria with respect to data quality,
availability and relevance to health in Napa
County. Sample sizes for datasets were
examined to ensure that they were large
enough for analyses, particularly for subpopulations. If sample sizes were not large
enough, results were either aggregated
over several years, were not presented, or
the indicator was presented as “statistically
unstable.”
For community health surveys such as CHIS
and BRFSS, many survey questions are
rotated and/or asked in alternate years;
therefore, results from those sources may
be presented in varying years or in multiyear estimates. When differences over time
or between groups are statistically significant they are noted as such.
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A limitation of the cross-sectional data
currently available is that it does not allow
for examination of the cumulative or
interactive effects of various factors that
may impact health status. For example,
being poor, female, Latino, and living in a
certain neighborhood may have cumulative effects on health outcomes that are
not reflected in individual indicators. In
addition, while geographic boundaries do
not necessarily reflect residents’ personal
definitions of neighborhood, geographic
data are presented in the format in which
they are available (i.e., census tract). Finally,
population descriptions (e.g., demographic
categories) may vary slightly throughout the
report based on the source of the data.

to such resources that makes it possible for
people to have good health and wellbeing.

2.

Poverty: Individual

SOCIOECONOMIC
CHARACTERISTICS
The first section of the Community Health
Status Assessment focuses on the socioeconomic status (SES) of Napa County residents. SES determines a person’s access to
resources that are important for health, like
material goods, money, power, friendship
networks, healthcare, leisure time, safe and
affordable housing, food and recreation
and educational opportunities. It is access
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This section highlights a range of social
and economic factors that contribute to
individual and population health. These
data reflect the evidence that improving
the overall health of a population depends
on improvements in underlying health
factors, including meaningful employment,
income security, educational opportunities, and an engaged, active community.
These factors are in part responsible for the
unequal differences in health status within
and between communities. The information
below highlights key socioeconomic characteristics. A complete list of indicators can
be found in the data book (Appendix B).

Between 2006 and 2010, 10.0% of Napa
residents were living below the federal
poverty level (FPL) and 26.4% were living
below 200% FPL. The following groups of
people, which are not mutually exclusive,
exhibited higher than average rates of
poverty: females, people under 18 years
old, Hispanics/Latinos, female householders with no husband present, people in
other living arrangements (e.g., single or

napa county community health status assessment

FIGURE 4-1: POVERTY STATUS BY SEX, AGE, RACE/ETHNICITY, LIVING
ARRANGEMENT,
EDUCATIONAL
ATTAINMENT,
AND CITIZENSHIP
FIGURE 1: Poverty status
by sex, age, race/ethnicity,
living arrangement,
educational
STATUS.
(2006-2010)
attainment, and citizenship status. (2006‐2010)
Total Estimate

Percent living below the FPL
(estimates that exceed the
Napa average are bold)
10.0%

Population for whom poverty status is
130,057
determined
Sex
Male
64,340
9.8%
Female
65,717
10.1%
Age
Under 18 years
30,684
12.0%
18 to 64 years
79,716
9.9%
65 years and over
19,657
7.2%
Race/Ethnicity
Hispanic or Latino origin (of any race)
40,226
14.1%
White alone, not Hispanic or Latino
76,119
8.0%
Living Arrangement
In family households
107,806
8.2%
In married‐couple family
84,693
4.9%
In Female householder, no husband
14,472
22.3%
present households
In other living arrangements*
22,251
18.4%
Educational Attainment
Population 25 years and over**
88,980
8.8%
Less than high school graduate
15,474
17.1%
High school graduate (includes
18,031
10.4%
equivalency)
Some college or associate's
28,345
7.7%
degree
Bachelor's degree or higher
27,130
4.2%
Citizenship Status
Native
100,448
8.8%
Foreign born
29,609
13.9%
Naturalized citizen
11,206
7.8%
Source: American Community Survey, 2006‐2010, 5 yr, S1703
Note: Data not presented for all race/ethnic groups due large margin of errors (>30%) of estimates
* Other single or non‐family households
**Educational attainment is assessed on population that is 25 years and over.

Exhibit B –

non-family households), people with a high school degree or
less, and foreign born individuals. Figure 4-1 details the poverty status for Napa residents by sex, age, race/ethnicity, living
arrangements, educational status, and citizenship status.
Figure 4-2 on the next page illustrates geographically the percent of individuals earning less than $20,800 a year,1 or living
below 200% of the federal poverty level.2 The areas in red are
the census tracts with the highest concentration of people living
in poverty. In these census tracts between 30% and 52% of the
population earns below $20,800. Income below 200% FPL comes
closer to estimating the true extent of poverty in the County
as it is double the poverty level ($10,400 for an individual) and
comparable to the living wage or self sufficiency standard for
an individual resident of Napa County, which is estimated to be
$23,400 annually.3 Living wage takes into account costs for housing, food, health care, taxes and other living expenses in a region
and is thus generally regarded as a better measure of poverty
than the federal standard, but in this case living wage and income
less than 200% of federal poverty level are very similar. It should
be noted that there is not a standard model for calculating living wage or the self-sufficiency standard and therefore available
calculators provide different estimates of costs of living in Napa
County. The estimates for living wage cited in this report provide
a minimum estimate of the cost of living for low wage individuals
and families and do not reflect a middle class standard of living.
1
U.S. Department of Health & Human Services, 2008 Federal Poverty Guidelines, http://
aspe.hhs.gov/poverty/08poverty.shtml
2
The data presented in the maps is organized by geographic regions designated by the
census, also known as a census tract.
3
Poverty in America Living Wage Calculator, Massachusetts Institute of Technology, http://
livingwage.mit.edu
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Figure 4-2: NAPA COUNTY RESIDENTS LIVING BELOW 200% OF
THE FEDERAL POVERTY LEVEL (FPL) BY CENSUS TRACT,
2006-2010

Poverty: Children and Families
Approximately 34% of Napa County families with children under
18 were living below 200% FPL between 2006 and 2010. A family
of four is below 200% FPL if their annual income is under $42,400.4
In contrast, the estimated annual living wage for a family with two
adults and two children is $46,675 in Napa County; this estimate
assumes that one adult in the household provides childcare and
therefore the cost of childcare is not included in the estimate.5
However, there is a large gap between living wage and 200%
FPL for single parent households primarily due to the costs of
childcare. The living wage for a household with one adult and two
children is $55,400, but a family of three is considered to be below
200% FPL only if they make less than $38,180 per year. This suggests that using a threshold of 200% FPL, twice the federal poverty
level, still substantially underestimates the financial burdens of
single parent households in Napa County.
The map in Figure 4-3 on the next page illustrates the percentage of families living below 200% of the federal poverty level
(FPL). The City of Calistoga and the City of Napa each had census
tracts with higher numbers (39% and 54%, respectively) of families
living below 200% FPL; these are shown in red. Of note, 79.4% of
students in the Calistoga Joint Unified School District are eligible
to receive free or reduced lunch, indicating that nearly 80% of the
student population had a family income below 185% of the federal

U.S. Department of Health & Human Services, 2008 Federal Poverty Guidelines, http://
aspe.hhs.gov/poverty/08poverty.shtml
5
Poverty in America Living Wage Calculator, Massachusetts Institute of Technology, http://
livingwage.mit.edu
4
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FIGURE 4-3: FAMILY POVERTY LEVEL BY CENSUS TRACT, NAPA
COUNTY, 2006-2010

FIGURE 4-4: STUDENTS ELIGIBLE TO RECEIVE FREE OR REDUCED PRICE
LUNCH,
2010-2011
FIGURE 4:
Students eligible to receive free or reduced price lunch, 2010‐2011

School District
Calistoga Joint Unified
Howell Mountain Elementary
Napa County Office of Education
Napa Valley Unified
Pope Valley Union Elementary
Saint Helena Unified

Percent
79.4%
62.4%
64.1%
40.5%
34.3%
39.0%

Source: As cited on kidsdata.org, California Dept. of Education, Free/Reduced Price
Meals Progryyam & CalWORKS Data Files,
http://www.cde.ca.gov/ds/sh/cw/filesafdc.asp (Feb. 2012); U.S. Dept. of Education,
NCES Common Core of Data, http://nces.ed.gov/ccd/bat/index.asp (Feb. 2012).

poverty level.6 Figure 4-4 details the percentage of students
who are eligible for free or reduced price meal by school district.
Employment
Having
a job that
pays
makesstruggle
it easier for
maintain
good health
because they have
Families
living
in well
poverty
toworkers
pay fortobasic
necessities
like
ability to live in healthier neighborhoods, access quality education for their children, secure child c
rent, food, childcare, health care, and transportation and the data
services, and buy healthy food. Job loss and unemployment are associated with a variety of negat
7 capture the difficult choices and tradeoffs families
often
fail to
health
effects.
endure.

Between 2006 and 2010, Napa County’s unemployment rate averaged 7.4%. The unemployment r
Napa
County peaked in 2009 at 9.7% and decreased slightly to 9.5% in 2011 (see Exhibit E).
Employment
Unemployment was highest among Hispanic/Latino residents and those who identify with “two o
Having
a job that
pays
well makes
it and
easier
forresidents.
workersThe
to table
maintain
races,”
and lowest
among
non‐Hispanic
white
Asian
below (Exhibit F) pro
good
health
because they
theout
ability
toand
liveethnicity.
in healthier
Napa
County’s
unemployment
rateshave
broken
by race

neighborhoods, access quality education for their children, secure

Exhibit G shows the percent of unemployment in the civilian labor workforce in Napa County by c
child care services, and buy healthy food. Job loss and unemploytract. The civilian labor workforce refers to people who identify themselves as being in the labor f
7
are
a variety
of negative
health
effects.
arement
eligible
to associated
work and are with
at least
sixteen years
old, are not
serving
in the military and are not
institutionalized. In addition, the civilian labor workforce does not include people who are not see
employment
including students, retired people, stay‐at‐home parents, and people in prisons or ja
6
To be eligible to receive free or reduced price meals a child's family income must fall beAmerican
Canyon
and Yountville
had
the lowest
percentage
people
employed,
low 130% of the federal
poverty level
($29,055
for a family
of four inof2011)
to qualify
for freewith 10% to 15%
their
workforce
meals,
or belowunemployed.
185% of the federal poverty guidelines ($41,348 for a family of four in 2011)
to qualify for reduced-cost meals.
Robert Wood Johnson Foundation, Health Policy Snapshot, Public Health and Prevention,
Policy Brief December 2012, “How Does Employment—or Unemployment—Affect Health?”
http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2012/rwjf403360
7
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FIGURE 4-5: PERCENT UNEMPLOYMENT IN
CIVILIAN LABOR FORCE, 2005-2011

FIGURE 4-6: PERCENT OF THE CIVILIAN
LABOR FORCE THAT IS UNEMPLOYED BY
Figure 6: Percent of the civilian labor force that is unemployed
RACE/ETHNICITY,
2006-2010
by race/ethnicity, 2006‐2010
Race/Ethnicity

Unemployment Rate
(rates that exceed Napa
average are bold)

Hispanic/Latino

9.7%

Two or more races

8.4%*

Black or African American

7.0%*

Asian

6.5%*

Non‐Hispanic White

6.3%

Napa County

7.4%

Source: ACS 2006‐2010, 5 year estimates, DP03
*Estimate is statistically unstable (MOE >30% of estimate)
Note: Data not available for American Indian and Alaska Native or
for Native Hawaiian and Other Pacific Islander because the
number of sample cases is too small.

lowest among non-Hispanic white and
Asian residents. The table below (Figure
4-6) provides Napa County’s unemployment rates broken out by race and
ethnicity.
Figure 4-7 shows the percent of unemployment in the civilian labor workforce in
Napa County by census tract. The civilian
labor workforce refers to people who
identify themselves as being in the labor
force, are eligible to work and are at least
sixteen years old, are not serving in the
military and are not institutionalized. In
addition, the civilian labor workforce does
not include people who are not seeking
employment including students, retired
people, stay-at-home parents, and people
in prisons or jails. American Canyon and
Yountville had the lowest percentage of
people employed, with 10% to 15% of
their workforce unemployed.

Exhibit G:

Between 2006 and 2010, Napa County’s
unemployment rate averaged 7.4%. The
unemployment rate in Napa County
peaked in 2009 at 9.7% and decreased
slightly to 9.5% in 2011 (see Figure 4-5).
Unemployment was highest among
Hispanic/Latino residents and those who
identify with “two or more races,” and
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Educational Attainment
People who receive quality education
tend to have better jobs, higher income
and live longer, healthier lives than those
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with less education. 8 Educational attainment, or the highest level of school completed, is an important determinant of
a person’s overall health. Completion of
formal education (e.g., high school) is a
key pathway to employment and access
to healthier and higher paying jobs that
can provide food, housing, transportation, health insurance, and other basic
necessities for a healthy life.
In the 2010-2011 academic year, the
Napa County High School dropout rate
was 13.3%. Dropout rates were higher
among Hispanic/Latino, English Language
Learners, special education and socioeconomically disadvantaged students.
According to the California Department of
Education, students are considered socioeconomically disadvantaged if they receive
free and reduced-price lunches or if neither
parent graduated from high school. Figures
4-8 and 4-9 display countywide public high
school dropout rates by race/ethnicity and
by program.

8
Robert Wood Johnson Foundation, Health Policy Snapshot, Public Health and Prevention, Policy Brief December
2012, “Why Does Education Matter So Much to Health?”
http://www.rwjf.org/content/dam/farm/reports/issue_
briefs/2012/rwjf403347

food, housing, transportation, health insurance, and other basic necessities for a healthy life.

In
In the
the 2010‐2011
2010‐2011 academic
academic year,
year, the
the Napa
Napa County
County High
High School
School dropout
dropout rate
rate was
was 13.3%.
13.3%. Dropout
Dropout rat
rat
were
higher
among
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Language
Learners,
special
education
and
were higher among Hispanic/Latino, English Language Learners, special education and
n a p a c o u n t y cstudents.
o m m u n i t y h e a l to
t h s t California
a t u s a s s e s s m e n t of Education,
socioeconomically
socioeconomically disadvantaged
disadvantaged students. According
According to the
the California Department
Department of Education,
students
are
considered
socioeconomically
disadvantaged
if
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students are considered socioeconomically disadvantaged if they receive
receive free
free and
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reduced‐price lun
lun
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if
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high
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Exhibit
H
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I
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public high
high scho
scho
dropout
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rates by
by race/ethnicity
race/ethnicity and
and by
by program.
program.
FIGURE 4-7: PERCENT OF CIVILIAN LABOR FORCE EMPLOYED, 2007-2011

FIGURE
HIGHDropout
SCHOOL
RATES
BY RACE/ETHNICITY,
FIGURE 8:4-8:
High School
RatesDROPOUT
by race/ethnicity,
2010‐2011
FIGURE 8: High School Dropout Rates by race/ethnicity, 2010‐2011
2010-2011
Number of dropouts
Number of dropouts

Percent
Percent

California
72,314
14.4%
California
72,314
14.4%
Napa County
221
13.3%
Napa County
221
13.3%
Hispanic/Latino
122
16.6%
Hispanic/Latino
122
16.6%
Non‐Hispanic White
66
9.7%
Non‐Hispanic White
66
9.7%
Source: California Department of Education
Source: California Department of Education
Note: Data not presented for other race/ethnic groups due to small numbers (10 or fewer)
Note: Data not presented for other race/ethnic groups due to small numbers (10 or fewer)

FIGURE 4-9: HIGH SCHOOL DROPOUT RATES BY PROGRAM, NAPA
FIGURE 9: High School Dropout Rates by program, Napa County, 2010‐2011
FIGURE 9: High
School Dropout Rates by program, Napa County, 2010‐2011
COUNTY,
2010-2011
Number of dropouts
Number of dropouts

Percent
Percent

221
221
95
95
29
29
37
37
153
153

13.3%
13.3%
28.6%
28.6%
21.6%
21.6%
20.2%
20.2%
19.1%
19.1%

All Students
All Students
English Learners
English Learners
Migrant Education
Migrant Education
Special Education
Special Education
Socioeconomically Disadvantaged
Socioeconomically Disadvantaged
Source: California Department of Education
Source: California Department of Education

Figure 4-10 on the next page shows the percentage of Napa
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FIGURE 4-10: EDUCATIONAL ATTAINMENT BY CENSUS TRACT,
NAPA COUNTY, 2007-2011

many other health outcomes and health behaviors.9 It is estimated that raising the health of all Americans to that of college
educated Americans would result in annual gains of over 1 trillion
dollars of increased health value.10
3.
QUALITY OF LIFE
For an individual, quality of life includes a person’s overall sense
of wellbeing, whereas the quality of life for a community refers
to the supportive environment that surrounds individuals within
their community. Factors related to quality of life affect both
physical and mental health, influencing whether a person is able
to engage with the community by attending school, exercising,
playing/recreating outdoors, and accessing nutritious food as
well as participating in other activities.
The physical environment, or place in which we live, also affects
the health status of a community and influences quality of life,
years of healthy life lived, and the magnitude of health disparities. Factors such as clean air and the availability of open space
for recreation are essential to physical health.
The following data are examples of factors affecting the quality
of life and health status of a community.

Pollution
Clean air is important for physical health and for the overall
quality of life. Air pollution from fixed and mobile sources
Egerter S, Braveman P, Sadegh-Nobari T, Grossman-Kahn R, Dekker M. Issue Brief 6:
Education and Health. Robert Wood Johnson Foundation Commission to Build a Healthier
America. September 2009.
10
Galea S, Tracy M, Hoggatt KJ, DiMaggio C, Karpati A. Estimated deaths attributable to
social factors in the United States. Am J Public Health 2011;101(8):1456-1465.
9
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(e.g., factories and cars, respectively) is
a complex mixture of gases, fumes, and
particles released into the atmosphere
from the combustion of fossil fuels and
evaporation of solvents. Ozone that
forms at the ground-level and fine particulate matter are two indicators of air
pollution that are linked to short-term
and long-term adverse health effects.
Consequences of short-term exposure to
ozone and fine particulate matter include
decreased lung function and respiratory
tract symptoms like coughing, throat
irritation, and chest pain; long-term
effects of exposure have been linked to
death due to lung cancer, heart disease,
respiratory disease, and acute respiratory
infections in children.11
Ozone levels are measured by examining
the number of days from May to October
that exceed the eight-hour federal ozone
standard of 0.075 parts per million (ppm).
An unhealthy day is defined as a day
(from May to October) in which the daily
maximum value exceeded the federal
Particulate Matter Integrated Science Assessment Project
Team. Integrated Science Assessment for Particulate Matter.
EV. Research Triangle Park, NC: U.S. Environmental Protection Agency; 2009. http://cfpub.epa.gov/ncea/cfm/recordisplay.cfm?deid=216546#Download. Accessed on January 4,
2013.
11

standard. The Napa County average is
0.21 days, which is lower than the state
average of 11.8 days (see Figure 4-11).
Places within Napa County with a higher
average number of days of ozone exposure compared to the County overall
include American Canyon, Moskowite
Corner, Oakville, Silverado Resort and the
City of Napa, although the differences
are extremely small and amount to an
average of less than one day per year of
unhealthy ozone exposure.
The amount of particulate matter in the
air, particularly fine particulate matter, is
another indicator of air quality. Particulate
matter that has an aerodynamic diameter
of 2.5 microns or less is called PM2.5
and is capable of reaching deep into the
lungs and contributing to health problems
such as decreased lung function and
respiratory tract symptoms like coughing,
throat irritation, and chest pain; long-term
effects of exposure to pollution have been
linked to death due to lung cancer, heart
disease, respiratory disease, and acute
respiratory infections in children. The
annual average of ambient fine particulate
matter in Napa County is 8.5 mg/m3
which is lower than the California average
NAPA COUNTY COMPREHENSIVE

FIGURE 4-11: MEAN NUMBER OF
UNHEALTHY DAYS* OF OZONE EXPOSURE,
FIGURE
11: MEAN NUMBER OF UNHEALTHY DAYS* OF
NAPA COUNTY, 2007-2009

Place
California Average

Mean # of days
11.8

Napa County
0.21
American Canyon
0.33
Moskowite Corner
0.33
Oakville
0.33
Silverado Resort
0.33
City of Napa
0.22
Rutherford
0.05
Angwin
0
Calistoga city
0
Deer Park
0
St. Helena
0
Yountville
0
Source: Air Monitoring Network, Air
Resources Board (CARB); CDPH Office of
Health Equity
*Days May to October that exceed 8‐
hour federal ozone standard of 0.075
ppm.
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FIGURE
ANNUAL
AMBIENT
FINE FINE PARTICULATE MATTER, NAPA
FIGURE
4-13: 2007‐2009
ANNUAL MEAN AMBIENT FINE PARTICULATE MATTER
FIGURE 4-12:
12: ANNUAL
MEAN
AMBIENT
COUNTY,
PARTICULATE MATTER, NAPA COUNTY, 2007-2009
(PM 2.5), BAY AREA COUNTIES, 2007-2009

Place
PM2.5 (mg/m3)
California Average
11.7
Napa County
8.5
American Canyon
9.2
City of Napa
8.6
Silverado Resort
8.4
Oakville
8.4
Moskowite Corner
8.4
Yountville
8.3
Rutherford
8
St. Helena
7.9
Deer Park
7.8
Angwin
7.6
Calistoga
7.1
Source: Air Monitoring Network, Air
Resources Board (CARB); CDPH Office of
Health Equity
In terms of fine particulate matter pollution throughout the
In terms
of fine
particulate
matter
nine County Bay Area region, the map in
nine
County
Bay
Area region,
thepollution
map in throughout
Figure 4-13the
indicates
Exhibit
X
indicates
that
Napa
County
falls
somewhere
in
the
middle
that Napa County falls somewhere in the middle in terms
of in terms of average annual PM2.5
levels. Sonoma
Marin
counties
have lower
annualcounties
PM2.5 levels,
average
annualand
PM2.5
levels.
Sonoma
and Marin
have whereas Napa County, San Mateo
County and San Francisco have similar levels of fine particulate matter pollution based on data collected
lower annual PM2.5 levels, whereas Napa County, San Mateo
between 2007 and 2009.
County and San Francisco have similar levels of fine particulate
matter
pollution
on data collected between 2007 and
Exhibit X:
Change based
title in Map
2009.
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FIGURE 4-14: BUS ACCESS AND FEDERAL POVERTY LEVEL (FPL) OF
NAPA COUNTY RESIDENTS BY CENSUS TRACT

Access to Transportation
Individuals who live close to transit are more likely to be transit
users and drive their cars less than people residing far from transit.
Increased access to active and public transit is associated with
increases in physical activity, which reduces risks of chronic disease
and obesity.12 The creation of walkable and bikeable communities
through the construction and maintenance of adequate sidewalks,
crosswalks, and safe bicycle routes can make a significant contribution to overall community health by promoting more active lifestyles. This is especially significant within cities, particularly in the
City of Napa, which, due to its relatively flat terrain, is well situated
to accommodate significantly expanded pedestrian and cycling
infrastructure. All local governments in Napa County have formal
"Complete Streets" policies that mandate that walking and cycling
be considered in all transportation infrastructure projects. In
addition, increased use of public transportation has environmental
health benefits, including reductions in air pollution, greenhouse
gases and noise pollution. Access to public transportation is also
especially important for low-income and elderly individuals who
may not have access to a car.
Napa County is geographically spread out, with Calistoga located
in the northern part of the County approximately 40 miles from
American Canyon at the southern end of the County. Vine Transit,
the Napa County public transportation service, provides thirteen
bus routes for County residents. Of the thirteen bus lines, eight
serve the City of Napa specifically and two bus lines connect to
areas north of the City of Napa including St. Helena, Yountville,
Frank LD, Andresen M, Schmid T. Obesity relationships with community design, physical
activity, and time spent in cars. Am J Prev Med 2004;27:87-96.
12
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and Calistoga. In 2013, bus frequency was
increased from once an hour to once every
30 minutes. Currently, populations located
in the Northeastern region of the County
including Pope Valley, Lake Berryessa,
and Angwin do not have access to public
transportation service.13
Low-income and elderly individuals are
groups that may benefit the most from
accessibility to public transportation.
As displayed in Figure 4-14, the highest
concentration (shown in red) of individuals
living below 200% of the federal poverty
level (FPL) is located within the City of
Napa. There are a total of 776 affordable
senior housing units in the City of Napa
and the locations of these housing facilities
are also displayed on the map. Sixteen out
of 16 (100%) of senior affordable housing
locations are within the City of Napa. With
eight out of thirteen bus lines serving the
City of Napa, and a high concentration of
bus stops throughout the city, the transit
system appears to be serving those who
might need it most. However, it is important
to note that this does not take into account
frequency of bus service and does not
necessarily mean that a high number of
13
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Source: Napa County Transportation and Planning Agency
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seniors or low-income individuals are using
public transit. Another consideration related
to transportation is access to regional buses
and rails since many Napa County residents
commute out-of-County for work. Currently
Vine Transit does offer limited regional
routes to Solano and Sonoma Counties, as
well as an express route to the BART station
in El Cerrito.

English Reading Proficiency
Reading scores at an early age are highly
correlated with later academic success. One
study found that students who do not read
proficiently by third grade are four times
more likely to leave high school without a
diploma than proficient readers.14 By third
grade, students are expected to know the
fundamentals of reading and be able to
apply their reading skills throughout the
school curriculum. This shift from “learning
to read” to “reading to learn” is extremely
difficult for children who have not mastered
basic reading skills.15 State and national
Hernandez, Donald J. Double Jeopardy: How Third-Grade
Reading Skills and Poverty Influence High School Graduation, The Annie E. Casey Foundation; Center for Demographic Analysis, University at Albany, State of New York;
Foundation for Child Development, 2012
15
Musen, L. (2010). Early reading proficiency. New York, NY:
Annenberg Institute for School Reform at Brown University.
Retrieved from: http://www.annenberginstitute.org/pdf/
LeadingIndicator_Reading.pdf

data consistently shows an achievement
gap in reading proficiency between particular racial/ethnic groups and based on
English Language Learner status, but it
is important to recognize that a range of
socioeconomic factors contribute to the
achievement gap.16
In Napa County, between 2006 and 2012,
the percentage of third graders who
received proficient or advanced scores
in English Language Arts (ELA) on the
California Standards Test (CST) ranged
from 38% to 45%.17 Among fourth graders,
between 68% and 78% of students received
a proficient or advanced score. Some
educators believe that fourth grade reading
levels provide a better measure of reading
proficiency. Third graders are taking the
CST for the first time on their own without
a teacher reading the prompts. For this
reason the scores tend to fall in the third
grade, but by fourth grade they are almost
double.

14
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Lara-Cinisomo, S., et al. (2004). A matter of
class: Educational achievement reflects family
background more than ethnicity or
immigration. Rand Review, 28(3). Retrieved
from: http://www.rand.org/publications/
randreview/issues/fall2004/class.html
17
California Department of Education
16
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FIGURE 4-15: PERCENT OF THIRD GRADE STUDENTS PROFICIENT/
ADVANCED IN ENGLISH LANGUAGE ARTS ON THE CST BY LANGUAGE
STATUS, NAPA COUNTY

FIGURE 4-16 PERCENT OF FOURTH GRADE STUDENTS
PROFICIENT/ADVANCED IN ENGLISH LANGUAGE ARTS ON THE
CST BY LANGUAGE STATUS, NAPA COUNTY

In the 2011-2012 school year, only 15% of third grade English
Language Learner (ELL) students earned a proficient or
advanced score on their exam; in comparison 75% of Initial
Fluent English Proficient (IFEP) students received a proficient
or advanced score (see Figure 4-15). Students who were
classified as IFEP actually had higher rates of proficiency than
English only (EO) students. Although the overall percentages
of students who are proficient/advanced increases when
third and fourth grade reading scores are compared (45%
of third grade students verses 62% of forth grade students
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FIGURE 4-17 PERCENT OF THIRD GRADE STUDENTS PROFICIENT/ADVANCED IN ENGLISH LANGUAGE ARTS ON THE
CST BY LANGUAGE STATUS, NAPA COUNTY

FIGURE 4-18: PERCENT OF FOURTH GRADE STUDENTS
PROFICIENT/ADVANCED IN ENGLISH LANGUAGE ARTS
ON THE CST BY RACE/ETHNICITY, NAPA COUNTY

were proficient or advanced in 2011-2012), the achievement gap
between ELL students compared to other groups remained very
wide. Over the last six years, the gap in reading scores between
ELL students and students who are fluent in English has remained
consistently large with minimal progress made to close the gap.
Figures 4-16 and 4-17 show the percents of students who are
proficient/advanced in English Language Arts (ELA) by race and
ethnicity. As discussed in the Napa County Community Profile
(see Chapter One: Introduction), approximately one third (33%) of
the population in Napa County identifies as Hispanic/Latino, the
second largest population in the County following non-Hispanic
whites. In the 2011-2012 academic year, 30% of Hispanic/Latino
third graders received a proficient or advanced score compared
to 64% of non-Hispanic white students (see Figure 4-18). A similar
gap was observed between Hispanic/Latino and non-Hispanic
white fourth grade students.

Safety
VIOLENT CRIME

Examining violent crimes in a community can highlight places where
maintaining a safe environment may be more difficult. Violent crimes
discussed in this section include murder and non-negligent manslaughter, forcible rape, robbery, and aggravated assault.
From 2008 to 2010, the violent crime rate in Napa County was 3.1
crime reports per 1,000 persons, which was lower than the Bay
Area rate during the same time period which was 4.9 violent crime
reports per 1,000.18 Napa County also experienced an overall
18
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FIGURE 4-19: VIOLENT CRIMES PER 1,000 RESIDENTS, NAPA
COUNTY, 2006-2010

decline in the violent crime rate between
2006 and 2010 (Figure 4-19). The City of
Napa, the County’s largest city with approximately 78,000 residents,19 has the highest
violent crime rate in the County. Between
2008 and 2010, the City of Napa’s violent
crime rate was 3.4 per 1,000 compared
to the Napa County average during that
time period of 3.1 violent crimes per 1,000
people (see Figure 4-20).
GANG INVOLVEMENT

Gang involvement among youth is another
important measure of safety and the risk
for violence. Gangs were responsible for
19

U.S. Census Bureau, 2011

FIGURE 4-20: RATE OF VIOLENT CRIMES PER 1,000 RESIDENTS,
2008-2010

approximately 20% of homicides in the 88
largest cities in the U.S. from 2002-2006
and research shows gang members are
more likely than their non-gang affiliated
peers to engage in crime and violence,
which increases their risk of violencerelated injuries and death.20
During the 2011-2012 academic year,
between six and eight percent of seventh, ninth and eleventh grade students
in Napa County reported current gang
involvement (see Figure 4-21 on the
following page). Gang involvement was
Pyrooz D. Structural covariates of gang homicide in large
U.S. cities. Journal of Research in Crime and Delinquency
2011;48:1–30.

higher among non-traditional students in
Napa County, with 13% reporting current gang involvement. In Napa County,
non-traditional students are those who
are in continuation school, court school,
community school or independent study.
Non-traditional students were also more
likely to report that they had carried a
gun onto school property in the past 12
months; nine percent of non-traditional
students said they had carried a gun two
or more times compared to two percent
of students from the seventh, ninth and
eleventh grades.21

20

21

California Healthy Kids Survey, Napa County, 2011-2012
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County, non‐traditional students are those that are in continuation school, court school, community
school or independent study. Non‐traditional students were also more likely to report that they had
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carried a gun onto school property in the past 12 months; nine percent of non‐traditional students said
they had carried a gun two or more times compared to two percent of students from the seventh, ninth
and eleventh grades.21

FIGURE 4-21: PERCENTAGE OF STUDENTS
intentionally
releasedNAPA
intoCOUNTY,
the environment
FIGURE 21: PERCENTAGE
OFGANG
STUDENTS
REPORTING CURRENT
GANG INVOLVEMENT,
REPORTING
CURRENT
INVOLVEMENT,
2011‐2012
for a specific purpose. Because of this,
NAPA COUNTY, 2011-2012

pesticides are heavily regulated, and use
of the most hazardous pesticides is strictly
controlled. Agriculture is the largest user of
pesticides in Napa County. In 2009, there
were 43,031 acres of wine grapes in Napa
County. Just over 95% of all pesticides used
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this work is a focus on safety for agricultural workers. The prevalence of workers in local vineyards
wearing protective clothing is an achievement on the part of local efforts to enforce state laws,
regulations, and precautionary statements on labels. It is not necessarily related to the relative toxicity
of the materials being applied.

Exhibit X:

program implemented by the Napa County
Agricultural Commissioner’s office has
focused its work on this sector. One aspect
of this work is a focus on safety for agricultural workers. The prevalence of workers
in local vineyards wearing protective clothing is an achievement on the part of local
efforts to enforce state laws, regulations,
and precautionary statements on labels. It is
not necessarily related to the relative toxicity of the materials being applied.
The top five pesticides used in Napa
County in 2009 were sulfur, petroleum
distillates (refined), mineral oil, glyphosate,
and lime sulfur (Figure 4-23 on the previous page).23 Although these pesticides can
cause adverse health effects if direct exposure occurs during application, none are
known to be carcinogenic, cancer causing,
or to cause reproductive or developmental
toxicity.24, 25

California Department of Pesticide Regulation
National Pesticide Information Center (NPIC), http://npic.
orst.edu/ingred/specchem.html, accessed 2/21/13
25
Reproductive toxicity has been defined as "any effect of
chemicals that would interfere with reproductive ability or
capacity," including effects on lactation (UNECE, 2004). The
definition of developmental toxicity is very broad, so the
Globally Harmonized System (GHS) considers the following definition sufficient for classification purposes: "adverse
effects induced during pregnancy, or as a result of parental
exposure," that "can be manifested at any point in the life
span of the organism" (UNECE, 2004), http://www.alttox.org/
ttrc/toxicity-tests/repro-dev-tox/, accessed 3/12/2013
23
24

21
22

California Healthy Kids Survey, Napa County, 2011‐2012
Napa County Grand Jury, Final report on pesticide use in Napa County, 2010‐2011
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five pesticides used in the County in 1999 (180,897 lbs applied), but by 2009 its use had been almost
completely phased out. Use of simazine, a pesticide with reproductive and developmental toxicity, was
napa
c obetween
u n t y c1999
omm
un
i t y Finally,
h e a l tsodium
h s t a tetrathiocarbonate,
t u s a s s e s s m e nat
also reduced by approximately
80%
and
2009.
pesticide that is highly toxic if direct exposure occurs and that posed a substantial risk to field workers,
was in the top five pesticides used in 1999 (approximately 17,000 lbs applied). 27 By 2009, only about
1,700 lbs of sodium tetrathiocarbonate was applied in Napa County.
FIGURE 23:4-23:
PESTICIDE
USE IN NAPA
COUNTY
‐ POUNDS
APPLIED IN 1999 AND 2009 BY ACTIVE
FIGURE
PESTICIDE
USE
IN NAPA
COUNTY—POUNDS
INGREDIENT
APPLIED IN 1999 AND 2009 BY ACTIVE INGREDIENT

Sulfur is the most commonly used pesticide
in Napa County, accounting for approximately 70% of pesticide use. Sulfur is
known to be of low toxicity, and poses very
little, if any, risk to human health. Shortterm studies show that sulfur is of very low
acute oral toxicity and does not irritate the
skin. However, sulfur can cause some eye
irritation, skin toxicity and inhalation hazards immediately during direct exposure (it
has been placed in Toxicity Category III for
these effects).26
While the use of some pesticides has
increased since 1999, as shown by the
trend arrows in Figure 4-23, the use of more
hazardous pesticides greatly decreased
between 1999 and 2009. Methyl bromide,
which depletes the ozone layer and is both
highly toxic and potentially carcinogenic,
was among the top five pesticides used
in the County in 1999 (180,897 pounds
applied), but by 2009 its use had been
almost completely phased out. Use of
simazine, a pesticide with reproductive and
developmental toxicity, was also reduced
by approximately 80% between 1999 and
2009. Finally, sodium tetrathiocarbonate,
Pesticides and Toxic Substances, Sulfur, R.E.D. Facts, U.S.
Environmental Protection Agency. May 1991. www.epa.gov
26

Trend 1999
Active Ingredient
Lbs applied 1999 Lbs applied 2009
to 2009
Total pesticide use in Napa County
2,347,153
1,542,059

Top 5 pesticides by pounds applied
Sulfur
1,973,323
1,051,267

Petroleum distillates (refined)
7,472
115,296


Mineral Oil
138
79,482

Glyphosate (Round Up)
32,350
31,360

Lime sulfur
5,239
21,403
Top 5 pesticides with known/potential carcinogenic effects or human toxicity
Oxyfluorfen
8,286
6,482

Chlorpyrifos (organophosphate)
679
4,925


Methyl bromide
180,900
3,410

Oryzalin
10,020
2,349

Simazine
10,969
2,259
Source: California Department of Pesticide Regulation (CDPR), Annual Pesticide Use Report, Napa County,
1999 and 2009.

FIGURE 4-24: PESTICIDE USE BY POUNDS APPLIED,
a pesticide that is highly toxic
NAPA
COUNTY,
While
a
small
number
of pesticides
used2009
in Napa County are known or suspected carcinogens or cause
if direct exposure occurs and
reproductive/developmental toxicity, the use of these pesticides is limited. The use of most of these
that posed a substantial
risk to
pesticides
has also decreased over time, as shown in the bottom half of Exhibit X. The exception to this
is use of chlorpyrifos, an organophosphate, which showed some increase in use since 1999 because of
field workers, was in the top
the appearance of a new invasive mealy bug species in Napa County (Napa County Grand Jury, Final
five pesticides used inReport
1999
on Pesticide Use in Napa County, 2010‐2011). However, chlorpyrifos use is currently being
phased out due to the development of more sustainable methods for mealy bug control in vineyards.
(approximately 17,000 pounds
The graph in Exhibit X shows that, in terms of total pounds applied, use of these more harmful pesticides
applied).27 By 2009, only
in theabout
County in 2009 was quite small (19,425 lbs) compared to use of the most common pesticides
(1,298,808 lbs).
1,700 pounds of sodium tetraExhibit X: in
thiocarbonate were applied
Napa County.

While a small number of pesticides used in Napa County
27
Environmental Protection Agency (EPA), Chemical Search
are known or suspected
Page 28 of 78
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Environmental Protection Agency
(EPA),Community Health Status Assessment
Chemical Search
27
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Data Source: USDA Low Cost Meals Eaten at Home, American Community Survey, 2006-2010
* Ratio of annual food costs for a nutritionally adequate diet (numerator) to annual median income (denominator), which
approximates the proportion of annual income that would have to be spent to have a nutritionally adequate diet
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Note: Asian, Native Hawaiian and Other Pacific Islander, American Indian/Alaska Native, Other Race did not have
statistically reliable data and are not presented

FIGURE 4-25: FOOD AFFORDABILITY (COST/INCOME) FOR A FEMALEHEADED HOUSEHOLD WITH CHILDREN UNDER 18 YEARS OF AGE BY
Exhibit
X: Food Affordability
(Cost/Income)
a Female-Headed Household with
RACE/ETHNICITY,
NAPA
COUNTY,for
2006-2010
Less Affordable

Children Under 18 Years of Age, by Race/Ethnicity, Napa County , 2006-2010

FIGURE 4-26: FOOD AFFORDABILITY (COST/INCOME) FOR A
FEMALE-HEADED
HOUSEHOLD
WITH CHILDREN
UNDER
18 YEARS
Exhibit
X: Food Affordability (Cost
/Income) for a Female-Headed
Household
with Children
UnderAREA
18 YearsCOUNTIES,
of Age, Bay Area
Counties, 2006-2010
OF AGE, BAY
2006-2010
San Benito

0.5

Santa Cruz
Alameda

0.4

More Affordable

Food Affordability

San Francisco
Solano

0.3

Napa
Contra Costa

0.2

Santa Clara

0.1

Sonoma
San Mateo

0
African
Am.

Latino

White Multiple

Marin

Total

0
0.1
More Affordable

0.2

0.3

0.4

Food Affordability

Data Source: USDA Low Cost Meals Eaten at Home, American Community Survey, 2006-2010
* Ratio of annual food costs for a nutritionally adequate diet (numerator) to annual median income (denominator), which
approximates the proportion of annual income that would have to be spent to have a nutritionally adequate diet
Note: Asian, Native Hawaiian and Other Pacific Islander, American Indian/Alaska Native, Other Race did not have
statistically reliable data and are not presented

0.5
Less Affordable

Data Source: USDA Low Cost Meals Eaten at Home, American Community Survey, 2006-2010
* Ratio of annual food costs for a nutritionally adequate diet (numerator) to annual median income (denominator), which
approximates the proportion of annual income that would have to be spent to have a nutritionally adequate diet
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Exhibit X: Food Affordability (Cost /Income) for a Female-Headed Household with Children
cides is limited.
The
use of
most
tainable methods for mealy bug control in
Under
18 Years
of Age,
Bay of
Areathese
Counties, 2006-2010
sity at all stages of life—eating healthfully
vineyards. The graph in Figure 4-24 on the plays a significant role in preventing
pesticides has also decreased over time,
San Benito
as shown inSanta
the Cruz
bottom half of Figure 4-23. previous page shows that, in terms of total cardiovascular disease, some cancers,
The exception
to this is use of chlorpyrifos, pounds applied, use of these more harmful obesity, type II diabetes, and anemia, and
Alameda
an organophosphate,
which showed some
pesticides in the County in 2009 was quite influences the course of recovery in those
San Francisco
Solano
small (19,425 pounds) compared to use of
increase in use since 1999 because of the
requiring medical treatment. Furthermore,
Napa
the most common pesticides (1,298,808
appearance of a new invasive mealy bug
an inadequate diet can impair intellectual
Contra Costa
pounds).
species in Napa County (Napa County
performance and has been linked to more
Santa Clara
Grand Jury, Final Report on Pesticide Use
frequent school absences and poorer
Sonoma
in Napa County,
2010-2011). However,
San Mateo
Marin
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educational achievement for children.28
According to the 2009 California Health
Interview Survey, 52.2% of households in
Napa County with incomes below 200%
of the federal poverty level reported
being food insecure, indicating that
normal eating patterns were disrupted
because the household could not afford
enough food or lacked access to other
food resources. The World Food Summit
of 1996 defined food security as existing “when all people at all times have
access to sufficient, safe, nutritious food
to maintain a healthy and active life”.
Commonly, the concept of food security
is defined as including both physical
and economic access to food that meets
people's dietary needs as well as their
food preferences.29
Food affordability and families’ dietary
choices are influenced by two primary
factors: food cost and family income. To
calculate food affordability, the California
Agricultural Research Service. Report of the Dietary
Guidelines Advisory Committee on the Dietary Guidelines for Americans, 2010. Washington, DC: Department of Agriculture and United States Department of
Health and Human Services; May 2010. http://www.cnpp.
usda.gov/Publications/DietaryGuidelines/2010/DGAC/
Report/2010DGACReport-camera-ready-Jan11-11.pdf,
Accessed January 20, 2013.
29
World Health Organization
28

Department of Public Health developed
an indicator ratio expressing the annual
cost of food (numerator) relative to annual
household inflation-adjusted income
(denominator).30 The indicator assumes
food cost to be the amount needed to
sustain a nutritionally adequate diet for
meals eaten at home. Due to the limitations of the data, the indicator must be
calculated for specific family configurations; as shown here, it assumes a femaleheaded household with children under 18
years of age (average number of children
in female headed households by place
is used in this calculation). The lower the
food affordability ratio (closer to 0), the
more affordable food is considered to
be. Overall Napa County’s food affordability for a female-headed household
with children is 0.2 (see Figure 4-25 on
the previous page); this means, that a
single mother with children under 18 has
to spend 20% of the family’s income just
to meet minimal nutritional requirements.
Compared to other counties in and near
the Bay Area region, Napa County falls in
the middle range with San Benito County

having the least affordable food (.28) and
Marin County having most affordable
food (.13). Within Napa County, African
American/Black (.31) and Latino (.25)
households exceeded the county average
(see Figure 4-26 on the previous page),
indicating that food is less affordable for
these populations since they are spending
more of their total income toward food
purchases.
4.
SOCIAL AND MENTAL HEALTH
Mental health is essential to a person’s
wellbeing, family and interpersonal
relationships, and ability to live a full
and productive life. People, including
children and adolescents, with untreated
mental illness are at higher risk for unsafe
behaviors, including alcohol or drug
abuse, other self-destructive behaviors,
and suicide. Social factors, such as feeling isolated and experiencing racism or
bias-motivated harassment, also impact
both mental and physical health.
This section presents select data related
to mental health and social factors that
affect health.

California Department of Public Health, Office of Health
Equity, Healthy Community Indicators project
30
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with 35% of students reporting harassment on campus. Non‐traditional students in Napa County (those
attending continuation school, community school, court school or independent study) were more likely
than traditional students (those listed in 7th, 9th or 11th grade categories) to report that they had been
reasons such as race, religion, gender, sexual orientation, or
charassed
h a p t e r for
f obias‐motivated
ur
physical/mental disability. Eleventh grade Hispanic/Latino students and students in other minority
groups also reported harassment for bias‐motivated reasons more frequently than non‐Hispanic white
11th graders in Napa County (Exhibit X).
FIGURE
4-27:
PERCENT
OF STUDENTS
REPORTING
ANY HARASSMENT
FIGURE 27:
PERCENT
OF STUDENTS
REPORTING
ANY HARASSMENT
OR BULLYING ON SCHOOL
Bullying and Harassment in School
OR
BULLYING
ONTHE
SCHOOL
THE
PAST 12 MONTHS
PROPERTY
DURING
PAST 12PROPERTY
MONTHS BY DURING
REASON FOR
HARASSMENT,
NAPA COUNTY, 2011‐2012
Bullying and harassment among youth is
BY REASON FOR HARRASSMENT, NAPA COUNTY, 2011-2012

a widespread issue
in the United States. In a 2011 nationwide survey, 20% of high
Bias‐Motivated Reasons for
Grade Grade Grade
Non‐traditional
Harassment
7
9
11
student
school students reported being bullied on school property in the
Any harassment
35%
33%
27%
32%
previous 12 months.31 In Napa County, the California Healthy
Race, Ethnicity or National Origin
16%
16%
12%
18%
Kids Survey (CHKS) found that, during the 2011-2012 school
Religion
9%
7%
6%
12%
year, 27% of eleventh graders and 33% of ninth graders reported
Gender
9%
8%
6%
12%
being harassed on school property during the previous 12 months
Sexual Orientation
8%
9%
8%
17%
Physical/Mental Disability
5%
5%
4%
15%
(Figure 4-27). Bullying and harassment were even higher among
Any other reason
23%
20%
15%
17%
seventh graders, with 35% of students reporting harassment
Source: California Healthy Kids Survey, Napa County, 2011‐2012
on campus. Non-traditional students in Napa County (those
FIGURE 4-28: ELEVENTH GRADE STUDENTS REPORTING HARASSMENT
attending continuation school, community school, court school
FOR BIAS-MOTIVATED* REASON BY RACE/ETHNICITY, NAPA COUNTY,
or independent study) were more likely than traditional students
2011-2012
(those listed in seventh, ninth or eleventh grade categories) to
31
Centers for Disease Control and Prevention. Youth Risk Behavior Surveillance—United States, 2011. MMWR,
report that they had been harassed for bias-motivated reasons
Surveillance Summaries 2012;61(no. SS‐4). Available from www.cdc.gov/mmwr/pdf/ss/ss6104.pdf
such as race, religion, gender, sexual orientation, or physical/
mental disability. Eleventh grade Hispanic/Latino students and
Napa County Community Health Status Assessment
Page 32 of 78
students
in other minority groups also reported harassment for
bias-motivated reasons more frequently than non-Hispanic white
eleventh graders in Napa County (Figure 4-28).

Linguistic Isolation
In Napa County, 8.3% of the population is linguistically isolated,
meaning they have no one in their household 14 years or
older who speaks English or speaks English very well.32 While
neighborhoods where English is not commonly spoken can be a
source of support and build a sense of community, they can also
Centers for Disease Control and Prevention. Youth Risk Behavior Surveillance—United
States, 2011. MMWR, Surveillance Summaries 2012;61(no. SS-4). Available from www.cdc.
gov/mmwr/pdf/ss/ss6104.pdf
32
American Community Survey (ACS), 2007-2009
31
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create an environment where, for example, Latino students who
are English Language Learners (ELL) have very limited exposure
to English. This can result in challenges related to being successful in school.33 Linguistic isolation and limited English proficiency
can also add to low health literacy. Health literacy is a person’s
ability to navigate the health care system, including filling out
forms, locating providers and services, and engaging in self-care
and chronic disease management. Individuals with low health
literacy may find it challenging to navigate the predominantly
English-speaking health system, which can result in difficulty
understanding health directives in English related to managing
one’s own health and preventing disease.34

FIGURE 4-29: LINGUISTIC ISOLATION, NAPA COUNTY

Figure 4-29 highlights census tracts in Napa County with a higher
percentage of people who are linguistically isolated (shown in
red). There appears to be substantial overlap between areas with
higher linguistic isolation and those with higher concentrations
of poverty (see Socioeconomics section). It is important to note,
however, that the linguistic isolation data by census tract is statistically unstable and should be interpreted with caution.

Mental Health
Mental health is “a state of wellbeing in which the individual
realizes his or her own abilities, can cope with the normal
stresses of life, can work productively and fruitfully, and is able
to make a contribution to his or her community.”35 Among adults
Arias, M. B. School Desegregation, Linguistic Segregation and Access to English for
Latino Students. Journal of Educational Controversy Vol. 2 University of Washington, 2007
34
Agency for Healthcare Research and Quality (AHRQ), http://www.ahrq.gov/research/findings/factsheets/literacy/healthlit/index.html, accessed 3/4/12
35
World Health Organization. Strengthening Mental Health Promotion. Geneva, World
Health Organization (Fact sheet no. 220), 2001.
33
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FIGURE 30: SUICIDE DEATHS BY AGE GROUP, NAPA COUNTY, 2008‐2010
chapter four
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6
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mood, or behavior, is associated with significant morbidity and
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11.5
In Napa County,
15.6% of adults reported needing help for

risk
for suicide.
In Napa
County, youth
age Health,
15 to 19California
years andInjury
young adults 20 to 24 years had the
Source:
California
Department
of Public
emotional/mental health problems, or for substance use, which
highest
rates
of
ED
visits
for
self‐inflicted
injuries
(Exhibit
X),
while
adults age 25 to 44 years had the
Data Online, http://epicenter.cdph.ca.gov
is similar to the statewide average of 15.4%. Among adults in
highest
hospitalization
rateisfor
self‐inflicted
injuries
(Exhibit X).
*Denominator
(407,111)
the
sum of County
population

Napa County who reported needing help, 68.6% reported that
they saw a healthcare provider for a mental health/emotional
Age
N
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Non‐fatal hospitalizations and emergency department (ED) visits for self‐inflicted injuries, which are
classified separately from unintentional injuries, are also important indicators of mental health need and
risk for suicide. In Napa County, youth age 15 to 19 years and young adults 20 to 24 years had the
highest
rates survey,
of ED visits
for self‐inflicted
injuries (Exhibit
X), 4-32:
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age 25 toHOSPITALIZATION
44 years had the
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est rate of suicide deaths (21.6/100,000)
during this time period, although agespecific suicide death rates should be
interpreted with caution because even
when summing the data over three years
Napa County Community Health Status Assessment
calculations are based on fewer than 20
deaths in each age group.
Non-fatal hospitalizations and emergency
department (ED) visits for self-inflicted
injuries, which are classified separately from
unintentional injuries, are also important

indicators of mental health need
and risk for suicide. In Napa
County, youth age 15 to 19 years
and young adults 20 to 24 years
had the highest rates of ED visits
for self-inflicted injuries (Figure
Page
36 of 78
4-31 on the previous page),
while
adults age 25 to 44 years had the highest
hospitalization rate for self-inflicted injuries
(Figure 4-32).
The North Bay Suicide Prevention Project
tracks basic data on callers from North

Bay counties to the National Suicide
Prevention Hotline.42 During the call the
counselor notes issues and presenting
problems discussed by clients. From
October to December, 2012, there were
42

http://www.fsamarin.org/suicide-prevention-crisis-hotline/
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Moreover, healthy birth outcomes and early identification and treatment of health conditions among
infants and children can prevent death or disability and enable children to reach their full potential.
chapter four

This section presents select data on mothers and young children, with a focus on maternal health and
factors that influence infant health outcomes, such as breastfeeding.

FIGURE 34:
NEWBORN
BREASTFEEDING
DATA,
2011 NEWBORN SCREENING
Breastfeeding
FIGURE
4-34: NAPA
COUNTY
99 calls from Napa
County residents.
TheNAPA
top COUNTY
five issues
men- SCREENING
BREASTFEEDING DATA, 2011
tioned by callers from Napa County were anxiety/panic, depresExclusive
Any
sion, isolation, relationships, and mental illness (Figure 4-33 on
Breastfeeding Breastfeeding
the previous page).
Total
82.9%
96.8%
St. Joseph
Health, Queen
of the Valley
(SJH – QOV)
St. Helena
Hospital

80.2%

96.6%

5.
MATERNAL, CHILD, AND ADOLESCENT HEALTH
The wellbeing of mothers, infants, and children determines the
health of the next generation and can help predict future public
91.1%
97.5%
health challenges for families, communities, and the healthcare
Breastmilk
widely
acknowledged
to provide
the most complete form of nutrition for infants, with a
system. Moreover,
healthy isbirth
outcomes
and early
identificaFIGURE 4-35: 43
IN-HOSPITAL BREASTFEEDING BY RACE/ETHNICITY,
range
of
benefits
impacting
health,
growth,
immunity
and development.
The American Academy of
NAPA COUNTY, 2011
tion and treatment of health conditions among infants and
Pediatrics has recommended exclusive breastfeeding for the first six months of an infant’s life and
children can prevent death or disability and enable children to
breastfeeding in conjunction with introduction of complementary foods until at least one year of age.
reach their full potential.
Feeding only breastmilk for at least the first three months of life has been associated with significantly

fewer ear infections, respiratory tract infections and gastrointestinal tract infections.44 Breastfed babies
This section presents select data on mothers and young children,
also have a reduced risk for obesity and type II diabetes later in life, and mothers who breastfeed have
45 infant
with a focus on maternal
health
and factors
that cancers.
influence
lower risks
for breast
and ovarian
health outcomes, such as breastfeeding.
In Napa County, 96.8% of mothers initiated breastfeeding in the hospital in 2011. The percentage of
Breastfeeding mothers initiating breastfeeding, meaning that they exclusively or partially breastfed their infant within
approximately
the first
48 hoursthe
of birth,
Breastmilk is widely
acknowledged
to provide
mostexceeded
completestatewide (91.7%) and national (76.9%) averages for
breastfeeding initiation, as well as the Healthy People 2020 goal of 81.9% of new mothers initiating
form of nutrition for infants, with
a range of benefits impacting
83% of newborns in Napa County were exclusively breastfed
breastfeeding.46 In addition, approximately
health, growth, immunity and development.43 The American
in the hospital in 2011, meaning that they did not receive any formula. A higher percentage of newborns
Academy of Pediatrics has recommended exclusive breastfeeding for the first six months of an infant’s life and breastfeeding in
43
US Department
Health and Human
Services
(HHS),
conjunction with introduction
ofofcomplementary
foods
until
at Office on Women’s Health. HHS blueprint for action on
breastfeeding. Washington: HHS; 2000.
least one year of44age.
Feeding
only breastmilk
forQuality,
at leastEvidence
the first
Agency
for Healthcare
Research and
Report/Technology Assessment, Breastfeeding and
three months of Maternal
life has been
associated
with significantly
fewer
and Infant
Health Outcomes
in Developed
Countries, 2007;
http://www.cdph.ca.gov/HealthInfo/healthyliving/childfamily/Documents/MO‐BFP‐16HLW‐BBC03‐
ear infections, respiratory
tract infections and gastrointestinal tract
IpAHRQ2007ExecutiveSummary.pdf
CDC Vitalsigns, Hospital Support for Breastfeeding: Preventing Obesity Begins in Hospitals, August, 2011.
43
U.S. Department of Health
and Human Services (HHS), Office on Women’s Health. HHS
46
http://healthypeople.gov/2020/
blueprint for action on breastfeeding.
Washington: HHS; 2000.
45
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infections.44 Breastfed babies also have a reduced risk for obesity
and type II diabetes later in life, and mothers who breastfeed
have lower risks for breast and ovarian cancers.45
In Napa County, 96.8% of mothers initiated breastfeeding
in the hospital in 2011. The percentage of mothers initiating
breastfeeding, meaning that they exclusively or partially breastfed
their infant within approximately the first 48 hours of birth,
exceeded statewide (91.7%) and national (76.9%) averages for
breastfeeding initiation, as well as the Healthy People 2020 goal
of 81.9% of new mothers initiating breastfeeding.46 In addition,
approximately 83% of newborns in Napa County were exclusively
breastfed in the hospital in 2011, meaning that they did not
receive any formula. A higher percentage of newborns at St.
Helena Hospital were exclusively breastfed (91.1%) compared
to newborns at St. Joseph Health, Queen of the Valley (80.2%)
(Figure 4-34 on the previous page). Asian mothers, Hispanic/
Latino mothers, and mothers identifying as more than one race
exclusively breastfed at lower rates than non-Hispanic white
mothers in the hospital (Figure 4-35 on the previous page).
Although a high percentage of newborns in Napa County are
breastfed during their hospital stay, breastfeeding rates decrease
dramatically after mothers and babies leave the hospital.47
Agency for Healthcare Research and Quality, Evidence Report/Technology Assessment,
Breastfeeding and Maternal and Infant Health Outcomes in Developed Countries, 2007;
http://www.cdph.ca.gov/HealthInfo/healthyliving/childfamily/Documents/MO-BFP-16HLWBBC03-IpAHRQ2007ExecutiveSummary.pdf
45
CDC Vitalsigns, Hospital Support for Breastfeeding: Preventing Obesity Begins in Hospitals, August, 2011.
46
http://healthypeople.gov/2020/
47
U.S. Department of Health and Human Services. Executive Summary: The Surgeon General’s Call to Action to Support Breastfeeding. Washington, DC, January 20, 2011.
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FIGURE 4-36: BREASTFEEDING AMONG NAPA COUNTY WIC
PARTICIPANTS BY AGE OF BABY, 2010 AND 2011

Exclusive breastfeeding at 4 months
Exclusive breastfeeding at 6 months
Exclusive breastfeeding at 1 year
Any breastfeeding at 1 year

Napa 2010
27%
21%
18%
48%

Napa 2011
34%
29%
23%
54%

Healthy
People 2020
NA
25.5%
NA
34.1%

Source: Napa County WIC program; Healthy People 2020 Objectives,
http://healthypeople.gov/2020/topicsobjectives2020/objectiveslist.aspx?topicId=26

Although data on breastfeeding during the first year of life is not
currently available for a representative sample of women in Napa
County,
the
Napa County
Infants
and Children
FIGURE 36:
Breastfeeding
amongWomen,
Napa County
WIC participants
by age(WIC)
of baby,pro2010 and 2011
gram does collect data on breastfeeding among its participants.
A family’s income must fall below 185% of the federal poverty
level ($42,643 for a family of four for April 2012-June 2013) to be
eligible for the WIC program.48 In 2011, only 34% of four month
old infants enrolled in the WIC program in Napa County were
exclusively breastfed (Figure 4-36) and at six months that number
drops to 29%. However, the proportion of Napa County WIC
participants who breastfed their babies increased in every age
Postpartum
Depression
category
from
2010 to 2011 and Napa County WIC is exceeding
Postpartum depression can influence a mother’s success with breastfeeding and, conversely, problems
Healthy
People can
2020
objectives
for exclusive
breastfeeding
at six
with breastfeeding
contribute
to a mother’s
postpartum
depression. In Napa
County, 14.6% of new
mothers
surveyed
in
2011‐2012
were
identified
as
having
postpartum
depression
or anxiety on the
months and any breastfeeding at one year.

Edinburgh Postnatal depression scale.49 This was slightly higher than the statewide estimate for
postpartum depression (13.4% of new mothers).50 Postpartum depression is a risk factor for poor
Postpartum
Depression
attachment and bonding, as well as infant neglect and abuse. Untreated postpartum depression can als
51 with
Postpartum
depression
canemotional
influence
a mother’s
success
significantly impact
cognitive and
development
in children.

breastfeeding and, conversely, problems with breastfeeding can
Cesarean Birth Deliveries
contribute
to aismother’s
postpartum
depression.
Napa
Cesarean delivery
major abdominal
surgery that
is associatedIn
with
higherCounty,
risks of surgical

complications (e.g., maternal hemorrhage and infection) and maternal re‐hospitalizations following
birth,
as well
as with
complications
for the
newborn
(e.g., respiratory
potentially leading to
California
Depart
of Public
Health, WIC
Appendix
980-1060,
WIC Incomedistress)
Guideline
neonatal
intensive
care
unit
admission.
In
addition,
hospitalization
charges
for
C‐sections are almost
Table, http://www.cdph.ca.gov/programs/wicworks/Documents/WPM/WIC-IncomeGuidelines-WIC.pdf
double that for vaginal delivery, adding significant costs.52
48
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FIGURE 4-37: NUMBER AND PERCENT OF BIRTHS THAT ARE

FIGURE
37: NUMBER
PERCENT
OFWOMEN
BIRTHS THATGIVING
ARE CESAREAN
TO LOW
RISKTHE
WOMEN
GIVING
CESAREAN
TOAND
LOW
RISK
BIRTH
FOR
FIRST
BIRTH
FIRST TIME BY RACE/ETHNICITY,
CALIFORNIAAND
AND NAPA
COUNTY,
2010
TIMEFOR
BYTHE
RACE/ETHNICITY,
CALIFORNIA
NAPA
COUNTY,
2010
Napa County
Race/Ethnicity

N

Denominator

California
%

Hispanic/Latino

53

221

24.0

Non‐Hispanic White
Non‐Hispanic Black
Non‐Hispanic
Asian/Pacific Islander
Non‐Hispanic Other
Race

48
‐‐

227
‐‐

21.1
‐‐

16

38

42.1

Overall

5

21

23.8

123

512

24.0

N
17,256
12,809
2,370
6,214
2,007
40656

All
Births

%

68,494

25.2

49,721
7,762

25.8
30.5

22,759

27.3

7,248

27.7

155,984

26.1

Births with unknown risk status, gestation, or delivery mode are not included.
Data in categories with less than 10 live births not shown.
Source: IPODR, California Department of Public Health, 2010 Birth Statistical Master File

14.6% of new mothers surveyed in 2011-2012 were identified
as having postpartum depression or anxiety on the Edinburgh
Postnatal depression scale.49 This was slightly higher than the
statewide estimate for postpartum depression (13.4% of new
mothers).50 Postpartum depression is a risk factor for poor attachment and bonding, as well as infant neglect and abuse. Untreated
postpartum depression can also significantly impact cognitive and
emotional development in children.51

Cesarean Birth Deliveries
Cesarean delivery is major abdominal surgery that is associated
with higher risks of surgical complications (e.g., maternal hemorrhage and infection) and maternal re-hospitalizations following birth, as well as with complications for the newborn (e.g.,
St. Joseph Health, Queen of the Valley Community Outreach
California Department of Public Health, Maternal and Infant Health Assessment (MIHA)
51
Beck, CT. The effects of postpartum depression on child development: a meta-analysis,
Arch Psychiatr Nurs. 1998 Feb;12(1):12-20

respiratory distress) potentially leading to neonatal intensive care
unit admission. In addition, hospitalization charges for C-sections
are almost double that for vaginal delivery, adding significant
costs.52
In 2010, 24% of Napa County women who were pregnant for the
first time and had low risk pregnancies gave birth by cesarean
delivery. The percentage of C-sections among low risk, first time
mothers is lower in Napa County than in California (26.1%) or the
U.S. overall (26.5%), but slightly higher than the Healthy People
2020 target of 23.9%. Since 2007, the proportion of Cesarean
births to low-risk women has been increasing, and has now surpassed the Healthy People 2020 target (data not shown). In 2010,
cesarean births to low risk first time mothers were lowest among
non-Hispanic white women (21%) and highest among Native
Hawaiian and other Pacific Islander women. Although the number
of births to women identifying as Native Hawaiian or other Pacific
Islander was small (n=38), 42.1% of those births were by C-section
delivery (Figure 4-37).

Obesity and Pregnancy
Recent studies suggest that the heavier a woman is before she
becomes pregnant, the greater her risk of pregnancy complications, including preeclampsia, gestational diabetes, stillbirth and
cesarean delivery.53 Moreover, research by the CDC has shown
that obesity during pregnancy is associated with an increased use
of health care and physician services and longer hospital stays
following delivery.54 In 2011, 22.4% of Napa County mothers

49
50

Napa County Community Health Status Assessment
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52
53
54

http://www.cdc.gov/nchs/data/databriefs/db35.pdf
http://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregcomplications.htm#n5
http://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregcomplications.htm#n5
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FIGURE 4-38: MATERNAL OBESITY (PRE-PREGNANCY) BY RACE/
ETHNICITY, NAPA COUNTY, 2010-2012

were obese (BMI of 30 or above)55 at the beginning of pregnancy,
which was slightly higher than the state rate of 20.0%.56 Prepregnancy body mass index (BMI) was 30 or higher in 30.5% of
Hispanic/Latino mothers, 25% of African American/Black mothers,
and 19.5% of non-Hispanic white mothers (Figure 4-38). New
moms who identified as Asian or Pacific Islander had the lowest
levels of pre-pregnancy obesity (9.3%).
Figure 4-39 shows the relationship between C-sections and
weight. The proportion of C-section deliveries was higher among
mothers who were overweight or obese than for mothers who
were classified as underweight or normal weight. Furthermore,
mothers who were obese or overweight had a higher proportion
of babies weighing 4000 grams (8 pounds, 13 ounces) or more
at birth than normal and underweight mothers (see Figure 4-40).
55
56

Napa County Public Health
California Department of Public Health, Maternal and Infant Health Assessment (MIHA)

NAPA COUNTY

FIGURE 4-39: ALL C-SECTION BIRTHS BY MATERNAL BMI, NAPA
COUNTY, 2010-2012

FIGURE 4-40: BABIES WEIGHING 4000g (8lb 13oz) OR MORE AT BIRTH
BY MATERNAL (PRE-PREGNANCY) BMI, NAPA COUNTY, 2010-2012

BMI
Underweight
Normal
Overweight
Obese
Total

Number
3
167
123
160

Total births
102
1970
1169
1009

Percent
2.9%
8.5%
10.5%
15.9%

453

4250

10.7%

Source: Napa County Public Health Vital Statistics Office

Figurewho
40: Babies
weighing
4000g (8lbage
13oz)
or more
at increased
birth by maternal (pre‐p
Infants
are large
for gestational
at birth
are at
Napa
2010‐2012 such as obstructed labor, and for
risk
for County,
birth complications,
obesity
later in life.57 The association between maternal obesity
Teen Pregnancy
Preventing
teen
considered Maternal
to be an area
where communities
can make
and
diabetes
is pregnancies
particularly isimportant.
diabetes,
espeimpact through prevention programs. Births to teens under the age of 18 are especially
cially if poorly controlled, leads to overproduction of insulin by
because of the impact early motherhood can have on educational attainment, an impo
57 determinant of health. A mother’s reading skill is the greatest determinant of her child
CDC Morbidity and Mortality Weekly Report, http://www.cdc.gov/mmwr/preview/
success, even outweighing the impact of neighborhood income level on academic achie
mmwrhtml/mm5746a4.htm
2010, the Napa County birth rate for teens 15 to 17 years was 10.6 births per 1,000 fem
that there were 32 births to teens 15‐17 in 2010.60 This is lower than the statewide rate
C O M P R E H E N S I V E C O M M U N I T Y H E A LT H A S S E S S M E N T A P R I L 2 0 1 3
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the fetus. This in turn leads to overgrowth of fat cells in the body
and overproduction of leptin, a hormone that tells the brain to
stop eating. The consequences of maternal diabetes in the fetus
are thus to set up pathways that predispose a child to struggle
with overweight and obesity, which some experts believe may be
partially driving the childhood obesity epidemic.58

Teen Pregnancy
Preventing teen pregnancies is considered to be an area where
communities can make a significant impact through prevention
programs. Births to teens under the age of 18 are especially
concerning because of the impact early motherhood can have
on educational attainment, an important social determinant of
health. A mother’s reading skill is the greatest determinant of
Michael C. Lu, MD, MPH, Racial and Ethnic Disparities in Birth Outcomes: A Life-Course
Perspective, September 29, 2011.
58

FIGURE 4-41: BIRTH RATE FOR TEENS 15-19 YEARS, NAPA
COUNTY AND CALIFORNIA, 2006-2010

her child’s academic success, even outweighing the impact of
neighborhood income level on academic achievement.59 In 2010,
the Napa County birth rate for teens 15 to 17 years was 10.6
births per 1,000 females; this means that there were 32 births to
teens 15-17 in 2010.60 This is lower than the statewide rate of 15.2
births per 1,000 females 15-17. When 18 and 19 year olds are
included, the teen birth rate in Napa County rises to 20.2 births
per 1,000 females 15-19 years. However, in both Napa County
and California overall, the teen birth rate for 15-19 year old
females has been steadily declining (Figure 4-41).
6.
HEALTHCARE AND PREVENTIVE SERVICES
Access to health services is important at every age. Health insurance provides access to a range of recommended services, from
childhood vaccinations to screening tests for cancer and chronic
diseases, such as diabetes and heart disease. Having access by
way of health insurance also plays a vital role in preventing and
addressing health issues in earlier and more treatable stages,
as well as in managing and controlling chronic disease. Lacking
access to health services, even for just a short period, can lead
to poor health outcomes and substantial economic costs.

Health Insurance Status
Access to comprehensive, quality health care services is important for achieving health equity. Health equity is achieved when
people are able to reach their highest level of health. People can
59
U.S. Department of Health and Human Services, NIH News, http://www.nih.gov/news/
health/oct2010/nichd-25.htm
60
California Department of Public Health, Center for Health Statistics, Birth Statistical Master Files
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Access to health services is important at every age. Health insurance provides access to a range of
recommended services, from childhood vaccinations to screening tests for cancer and chronic diseases,
such as diabetes and heart disease. Having access by way of health insurance also plays a vital role in
napa county community health status assessment
preventing and addressing health issues in earlier
and more treatable stages, as well as in managing and
controlling chronic disease. Lacking access to health services, even for just a short period, can lead to
poor health outcomes and substantial economic costs.

reach their highest levels of health when
than Insurance
the state average
Health
Status of 18.1%, but FIGURE 4-42: NAPA COUNTY RESIDENTS WITHOUT
HEALTH INSURANCE, 2011
Figure
42:
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residents without
health
higher than the national
average
of
everyone has the opportunity to make
insurance, 2011
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the choices that allow them to live a long,
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American Community Survey, 2011
http://healthypeople.gov/2020/topicsobjectives2020/objectiveslist.aspx?topicId=1, accessed 3/5/13
62

Napa Health Matters: http://napa.networkofcare.org/ph/
hcndata, accessed 3/11/2013
61

the most effective way to reduce the risk

63

61

Napa Health Matters: http://napa.networkofcare.org/ph/hcndata, accessed 3/11/2013
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FIGURE 4-43: PREVENTABLE HOSPITALIZATION RATES, NAPA
COUNTY AND CALIFORNIA, 2008

age 55 and older have had a mammogram within the past two
years, a screening rate which exceeds the Healthy People 2020
goal of 81.1%.65
Overall Napa County has very high routine disease screening and
immunization rates. In 2010, 93.5% of all kindergarteners had
received all required immunizations; this was higher than the state
average of 90.7%.66 Immunizations protect children from contracting and spreading communicable diseases such as measles,
mumps, and whooping cough. These diseases can result in
extended school absences, hospitalizations, and death. Childhood
illnesses also have a significant financial impact on parents including costly medical bills and loss of work time.

of developing colorectal cancer.64 The most recent survey data on
colorectal cancer screening indicates that 69.4% of Napa County
adults 50+ years have had a colonoscopy or sigmoidoscopy,
which is just slightly below the Healthy People 2020 objective of
a screening rate of 70.5% or higher. In addition, 82.4% of women
Division of Cancer Prevention and Control, Centers for Disease Control and Prevention.
Frequently Asked Questions About Colorectal Cancer. Atlanta, GA: 2011. Available from
http://www.cdc.gov/cancer/colorectal/basic_info/faq.htm#6
64

78
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Providing preventive oral health services is often taken for granted,
but good oral health improves a person’s ability to speak, smile,
smell, taste, touch, chew and swallow which is necessary for
adequate nutrition.67 In particular, oral diseases and conditions are
common among seniors (65+ years) who grew up without the benefit of community water fluoridation and other fluoride products.68
Older Americans with the poorest oral health are those who are
economically disadvantaged, lack insurance, and are members of
racial and ethnic minorities. Being disabled, homebound, or institutionalized also increases the risk of poor oral health.69 In 2007,
less than half of seniors (39.8%) reported having dental insurance
California Health Interview Survey, 2007 and 2009 pooled data
California Department of Public Health (CDPH), 2010
67
U.S. Department of Health and Human Services, Public Health Service, Office of the
Surgeon General. Oral health in America: A report of the Surgeon General. Rockville, MD:
National Institutes of Health, National Institute of Dental and Craniofacial Research; 2000, p.
33-59.
68
http://www.cdc.gov/oralhealth/publications/factsheets/adult_older.htm
69
http://www.cdc.gov/oralhealth/publications/factsheets/adult_older.htm
65
66
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The indicators below highlight a small selection of behavioral r
indicators can be found in the data book (Appendix __).
napa county community health status assessment

Physical Fitness and Nutrition
Adults
in the past year.70 As discussed in the previous section, insurance serves as a gateway
to accessing health care services, including
oral healthcare services.

Preventable Hospital Stays
Preventable hospitalizations can serve as a
marker to assess the efficiency of the health
care system. When patients have access
to effective outpatient services for disease
management, treatment can commence
earlier in the disease process and hospitalizations can be prevented, resulting in
cost-savings and better health outcomes for
a community.
In 2007, adults aged 65 and over accounted
for one third of all hospitalizations in the
U.S.; the majority of these stays were paid
for by Medicare.71 For Medicare enrollees,
preventable hospital stays refers to the
hospitalization rate for ambulatory-care
sensitive conditions per 1,000 Medicare
enrollees. In 2009, the Napa County rate
of preventable hospital stays was 48 per
1,000 Medicare enrollees. For the state of
California Health Interview Survey, 2007
Levit K, Wier L, Stranges E, Ryan K, Elixhauser A. HCUP
Facts and Figures: Statistics on Hospital-based Care in the
United States, 2007. Rockville, MD: Agency for Healthcare
Research and Quality, 2009 (http://www.hcup-us.ahrq.gov/
reports.jsp).
70
71

California the rate of preventable
hospital stays was 52 per 1,000
Medicare enrollees.
Figure 4-43 displays the rates of
potentially preventable hospitalizations. In 2008, the highest rates of
preventable hospitalization were
associated with bacterial pneumonia,
congestive heart failure, and chronic
obstructive pulmonary disease.
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fruits
each day; 77 a diet high in fruits and vegetables is associated with a decreased risk
c h a p and
t e r vegetables
four
of chronic disease. 78

% of adults age 25+ with little or no physical
activity

FIGURE 4-45: PHYSICAL ACTIVITY AND EDUCATIONAL ATTAINMENT,
NAPA COUNTY
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51.9

50
40
30
20
10
0

Less than High
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Source: California Health Interview Survey, 2007

College Graduate

Easy access to parks and recreational facilities is one
factor influencing physical activity level. In Napa
County, 57.6% of the population lives within ½ a mile
of a park. Napa County also has 13.2 recreation facilities per 100,000 people, which is considerably better
than the California average of 8.6 facilities/100,000.
Among adults age 25 and over, lower educational
attainment, which is often associated with lower
income levels, correlated with higher levels of physical inactivity, although this trend was not statistically
significant (Figure 4-45) in Napa County’s data. In
addition, only about half of Napa County adults
report eating five or more serving of fruits and
vegetables each day;73 a diet high in fruits and vegetables is associated with a decreased risk of chronic
disease.74

depression, and some cancers.72 Slightly more than half (57.5%)
YOUTH
of all Napa County adults reported engaging in little or no
Youth
Adequate physical activity among students is linked with improved
physical activity each week. Figure 4-44 details the percent of
academic achievement and also assists with weight control.75 Public
adults reporting little or no physical activity by race, socioecoExhibit X: Percent of 5th,schools
7th andin9th
graders who
California
administer the Physical Fitness Test (PFT) to
nomic status, and age. The following groups reported higher
are physically fit*, Napa County, 2011-2012
fifth, seventh, and ninth grade students once each academic year.
levels of inactivity compared to the County average:
White,
(percentages
below overall average are in bold)
Among Napa County65.5%
children and youth, approximately two thirds
non-Hispanic/Latino residents, adults livingNapa
below
200%
County
Youth Average
Gender
of FPL, adults between 18 and 39, and older
adults (60
73
California Health Interview Survey, 2005
74
Male
73.0%
U.S. Department of Health
and Human Services, U.S. Department of Agriculture. Dietary
years+).
guidelines for Americans, 2005.
6th ed. Washington, DC: U.S. Government Printing Office;
Female
57.9%
2005.
Socioeconomic
status 75 Centers for Disease Control and Prevention, Facts about physical activity, http://www.
72
Centers for Disease Control and Prevention, Facts about physical
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accessed 2/15/13
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(65.5%) are rated as physically fit according to PFT guidelines. Female students,
economically disadvantaged students,
and students who identified as Latino or
being from two or more racial groups were
less likely to be scored as physically fit (see
Figure 4-46). Income level, for both adults
and children in Napa County, also influences
physical fitness. Almost 72% of students
who are not economically disadvantaged
scored as physically fit on the PFT compared
to 59.6% of students who are economically
disadvantaged.76
Only 55% of children in Napa County are
estimated to eat the recommended amount
of fruit and vegetables on a daily basis77 and
41.5% of children between the ages of two
and eleven years drink one or more sugar
sweetened beverages every day.78 High
consumption of sugary drinks, which have
few, if any, nutrients, has been associated
with obesity.79

Substance Abuse: Adult
ALCOHOL USE

Binge drinking is defined differently for
males and females. For males, binge
drinking is the consumption of five or
more drinks within about two hours and for
females, it is the consumption of four or
more drinks in the same time period. In the
2005 California Health Interview Survey,
one fifth (19.4%) of Napa County adults
reported binge drinking one or more times
in the past month.80 In 2009 the survey
question was changed to ask about binge
80

California Health Interview Survey, 2005

FIGURE 4-46: PERCENT OF FIFTH, SEVENTH
FigureNINTH
46: Percent
of 5th, 7th
and 9th
graders
who are physically fit*, N
AND
GRADERS
WHO
ARE
PHYSICALLY
(percentages
below
overall
average
are
in
bold)
FIT*, NAPA COUNTY, 2011-2012**
**Percentages below overall averages are in bold

Napa County Youth Average
Gender
Male
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Socioeconomic status
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Not economically disadvantaged
Race/Ethnicity
Asian
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White, non‐Hispanic
African American or black
Two or more races
Hispanic or Latino

Source: California Department of Education
*In the "healthy fitness zone" for aerobic capacity

65.5%
73.0%
57.9%
59.6%
71.5%
80.0%
71.9%
71.2%
66.0%
65.3%
60.8%
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ATTAINMENT,
NAPA
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assists with weight control.75 Public schools in California administer the
fifth, seventh, and ninth grade students once each academic year. Amo
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two or more racial groups were less likely to be scored as physically fit
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Only 55% of children in Napa County are estimated to eat the recomm
vegetables on a daily basis77 and 41.5% of children between the ages o
or more sugar sweetened beverages every day.78 High consumption of
any, nutrients, has been associated with obesity.79
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Students are considered socioeconomically disadvantaged if they receive free and reduced-price lunches or if neither parent graduated from high school (California Department of Education)
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California Health Interview Survey, 2007 and 2009 pooled
data
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California Health Interview Survey, 2005
79
Vartanian LR, Schwartz MB, Brownell KD. Effects of Soft
Drink Consumption on Nutrition and Health: A Systematic Review and Meta-Analysis. Am J Public Health 2007;
97(4):667-675.
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FIGURE 4-48: CURRENT TOBACCO USE AMONG ADULTS 18 AND OLDER, NAPA
COUNTY, 2003-2009

ED visits (236.1 visits per 100,000 persons) and
135 non-fatal hospitalizations (96.6 per 100,000
persons) related to the use of alcohol in Napa
County residents.83 Excessive alcohol use also contributes to social issues such as domestic violence
and other criminal offenses. In 2010, there were
400 calls (2.9 per 1,000 people) requesting law
enforcement’s assistance with a domestic violence
situation84 and in 2008, the most recent year available, Napa County’s arrest rate for alcohol related
offenses was 1,494 arrests per 100,000 people in
the County. This was higher than the statewide
rate of 1,203 alcohol related arrests per 100,000
persons.85
drinking in the past year; at that time 38% of Napa County
adults reported binge drinking at least once in the past year.81
Individuals with a high school degree reported lower levels of
binge drinking compared to both those with less than a high
school level education and those with some college or more
(Figure 4-47 on the previous page), although these differences
were not statistically significant.
Binge drinking is associated with many health problems, including: unintentional injuries, intentional injuries, alcohol poisoning,
liver disease, sexually transmitted diseases, and cardiovascular
diseases among others.82 In 2011, there were 330 non-fatal
California Health Interview Survey, 2009
Centers for Disease Control and Prevention, http://www.cdc.gov/alcohol/fact-sheets/
binge-drinking.htm, accessed 2/7/13
81
82

82
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Tobacco Use

In Napa County, 13.8% of adults reported being current tobacco
users.86 Tobacco use in Napa County is similar to the California
state average (14%) and lower than the national average (18.2%),
but remains above the Healthy People 2020 Objective of 12% or
fewer adults using tobacco. Figure 4-48 shows the tobacco use
trend in Napa County from 2003-2009; after an increase in 2005,
tobacco use declined below the 2003 level.

83
California Department of Public Health, California Injury Data Online, http://epicenter.
cdph.ca.gov/ReportMenus/AlcoholDrugTable.aspx, accessed 2/19/13.
84
California Department of Justice, 2010
85
California Department of Alcohol and Drug Programs
86
California Health Interview Survey, 2007 and 2009 pooled data
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Compared to the County average, tobacco use was higher among males. Among individuals with an
income below $43,320, or 400% of the
to
n a pfederal
a c o u n tpoverty
y c o m mlevel,
u n i t y 16.7%
h e a l t hreported
s t a t u s asmoking
s s e s s m e compared
nt
at higher income levels; this is another example of the relationship between income and health.
Individuals with a high school degree or less were also more likely to report being current smokers
(Exhibit X), although this difference was not statistically significant.
Compared to the County average,
tobacco use was higher among males.
Among individuals with an income below
$41,600, or 400% of the 2008 federal
poverty level, 16.7% reported smoking
compared to 9.9% at higher income
levels; this is another example of the
relationship between income and health
(Figure 4-49). Individuals with a high
school degree or less were also more
likely to report being current smokers
(Figure 4-50), although this difference was
not statistically significant.
Smoking substantially increases the risk of
many cancers, most notably lung cancer,
and also contributes to stroke, coronary
artery disease and chronic obstructive lung
disease among other health conditions.87
In Napa County, age-adjusted rates of lung
cancer are significantly higher than the
statewide rates for both men and women
(see Illness and Injury section, page 89).

U.S. Department of Health and Human Services. The
Health Consequences of Smoking: A Report of the Surgeon
General. Atlanta: U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, National
Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and Health, 2004
87

FIGURE 4-49: TOBACCO USE IN ADULTS
BY GENDER AND FEDERAL POVERTY
Figure 49: Tobacco use in adults by gender
LEVEL (FPL) INCOME, NAPA COUNTY

Male
Female
Federal Poverty Level

18.6%
8.7%

Less than 400% FPL
400% FPL and above
Source: CHIS 2007/2009

16.7%
9.9%

emergency department visits for drug use,
and
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use of
unspecified
drugs
a mixincome,
of drugsNapa County
was most commonly identified as the reason
for the visit (Figure 4-52). There were also 41
ED visits related to the use of sedatives and
29 linked to use of opioids in 2011.

FIGURE 4-50: SMOKING AND EDUCASmoking substantially increases the
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U.S. Department of Health and Human Services. The Health Consequences of Smoking: A Report of the Su
Non‐fatal hospitalization
72
51.5
General. Atlanta: U.S. Department of Health and Human Services, Centers for Disease Control and Prevention
Source: CDPH, EpiCenter, data on drug and alcohol
National Center for Chronic Disease Prevention and
Health Promotion, Office on Smoking and Health, 2004
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consequences
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to Cou
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Napa County Community Health Status Assessment
Page
54
DEPARTMENT VISITS BY DRUG TYPE, NAPA

DRUG USE

In 2011, there were 163 visits (116.6 visits
per 100,000 people) to the emergency
department (ED) and 72 hospitalizations
(51.5 per 100,000 people) for non-fatal
complications of drug use among adults
in Napa County (Figure 4-51). Among the

FIGURE 4-52: NON-FATAL EMERGENCY
72 hospitalizations (51.5 per 100,000 people) for non‐fatal complicatio
COUNTY
RESIDENTS,
2011 the emergency department visits for
Napa County
(Exhibit _). Among
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Rate
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41 ED visits related to the use
Amphetamines
16of sedatives and
‐‐ 29 linked to use of opio

Cannabis
7
‐‐
Cocaine
3
‐‐
Hallucinogens
0
‐‐
Opioids
29
20.8
Napa County Community Health Status Assessment
Sedatives
41
29.3
Unspecified/mix drugs
67
47.9
Source: CDPH, EpiCenter. Data on drug and alcohol
consequences
Rate not calculated when number of events is <20
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Tobacco Use:
Among Napa County students, 11% of eleventh graders reported trying tobacco within the past 30 days,
followed by eight percent of ninth graders, and only two percent of seventh graders. Exhibit X displays
the tobacco use among Napa County youth as reported by seventh, ninth and eleventh graders.

Substance Abuse: Youth

Figure 53: Alcohol use among youth

FIGURE 4-53: ALCOHOL USE AMONG YOUTH

Napa County
students…
who have tried
one or more
servings of
alcohol
who have used
alcohol within
past 30 days
who reported
binge drinking
within past 30
days
who report very
or fairly easy
access to alcohol
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9th
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Grade Grade Grade
20%
47%
64%

10%

25%

34%

Figure 55: Tobacco use among youth

FIGURE 4-55: TOBACCO USE AMONG YOUTH

Napa County students…
who have tried one or more
servings of tobacco
who have used tobacco within
past 30 days

7th Grade
3%

9th Grade
7%

11th Grade
11%

2%

8%

11%

Source: California Healthy Kids Survey, Napa County, 2011
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of Napa County reported fair or poor health at nearly three times the frequency of non‐Hispanic white
residents (Exhibit X). Fair or poor health was also more commonly reported among residents whose
income fell below 200% of the federal poverty level (FPL) than among those making over 200% FPL.
napa county community health status assessment
Adults over age 65 also reported fair or poor health more frequently than adults 18‐64, although this
difference was small.
Figure 58: Self Rated Health Status of Napa County Residents
FIGURE 4-58: SELF RATED HEALTH STATUS OF NAPA COUNTY RESIDENTS
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cable disease, and preventable injury are
commonly used measures of community
health status. In addition, assessing disparities in illness and injury across different
population groups in relation to social
determinants of health, such as income
Page 58 of 82
level and educational attainment,
can

assist in developing targeted public health
interventions and services.
This section presents select data on common causes of illness and injury.

Overall Health Status
Self-perception of health status and wellbeing is a powerful indicator of the health
Page 59 of 80
status of a community. In Napa County,
54.7% of adults reported excellent or
very good health, 30.1% reported good
health, and 15.2% of adults reported that
they are in “fair or poor health.” Hispanic/
Latino residents of Napa County reported
fair or poor health at nearly three times the
frequency of non-Hispanic white residents
(Figure 4-58). Fair or poor health was also

N A PA C O U N T Y C O M P R E H E N S I V E C O M M U N I T Y H E A LT H A S S E S S M E N T A P R I L 2 0 1 3

|

85

chapter four

more commonly reported among residents Obesity has been on the rise in the United
FIGURE 4-59: PERCENT OF ADULTS
Exhibit X: Percent of adults overweight or obese (BMI 25 +) by
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higher,98 but there is significant variation in obesity rates by population demographics. Figure 4-60 on the previous page demonstrates that there is an inverse relationship between obesity and
income level; Napa County adults with an income below 200% FPL
were approximately two times as likely to be obese as adults with
incomes greater than or equal to 400% FPL. Similarly, adults with
less than a high school education were three times as likely to be
obese as those with a college degree (Figure 4-61).

FIGURE 4-60: INCOME AND OBESITY, ADULTS AGE 20+, NAPA COUNTY

YOUTH

In the past 30 years obesity has more than doubled in children and
tripled in adolescents.99 Obese children are at high risk of becoming obese adults,100 putting them at risk of chronic diseases occurring at an earlier age.
Within Napa County more than 40% of fifth, seventh, and ninth
graders are overweight or obese.101 Overweight and obesity
rates among fifth, seventh and ninth grade students in Napa
County increased 6.1% between 2005 and 2010; this was the largest increase observed among the nine Bay Area counties.102 Nearly
50% of economically disadvantaged students were overweight or
obese. Overweight and obesity were also higher than the County

FIGURE 4-61: EDUCATIONAL ATTAINMENT AND OBESITY,
ADULTS AGE 25+, NAPA COUNTY

California Health Interview Survey, 2007 and 2009 pooled data
Ogden CL, Carroll MD, Kit BK, Flegal KM. Prevalence of obesity and trends in body mass
index among U.S. children and adolescents, 1999-2010. Journal of the American Medical Association 2012; 307(5):483-490.
100
Center for Disease Control and Prevention, http://www.cdc.gov/obesity/childhood/basics.
html
101
California Department of Education, 2011-2012
102
UCLA Center for Health Policy Research, http://www.publichealthadvocacy.org/research_
patchworkprogress.html
98
99
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FIGURE 4-62: PERCENT OF FIFTH,
SEVENTH AND NINTH GRADERS WHO
ARE OVERWEIGHT OR OBESE* BY
GENDER, SOCIOECONOMIC STATUS
AND RACE/ETHNICITY (2011-2012)

Total

42.0%

Gender

average among males (44.7% of male students), African-American students (43.3%), and
Hispanic/Latino students (48.5%), as seen in Figure 4-62.
Obesity is also a growing concern among low-income preschoolers (ages 2-4); the U.S.DA
reports that 18.3% of Napa County preschoolers are considered to be obese, which is twice as
high as the Healthy People 2020 objective of 9.6%.103 Furthermore, the obesity rate among this
population has increased from 17.2% in 2008-2010 and 16.6% in 2007-2009.

Male

44.7%

Female

39.3%

Asthma

49.8%

Asthma is a chronic lung disease that affects an estimated 16.4 million adults (aged ≥ 18
years) and 7.0 million children (aged < 18 years) in the United States (U.S.).104 Air pollution
and airborne allergens are two environmental triggers that can exacerbate asthma.105 Within
Napa County, 17.5% of adults and 17.5% of children have ever been diagnosed with asthma.106

Socioeconomic status
Economically
disadvantaged
Not economically
disadvantaged

33.9%

Race/Ethnicity

U.S.DA, 2009-2011
National Health Interview Survey (NHIS), 2008
105
Office of Statewide Health Planning and Development, Preventable Hospitalizations in California, 1999-2008
106
California Health Interview Survey, 2007 and 2009 pooled data
103

Asian

29.8%

White, non‐Hispanic

33.7%

Filipino

33.8%

Two or more races
African American or
black

41.2%
43.3%

Hispanic or Latino

48.5%

104

FIGURE 4-63: PERCENT OF ADULTS AND CHILDREN EVER
DIAGNOSED WITH ASTHMA, NAPA COUNTY AND CALIFORNIA

Source: California Department of Education,
2011‐2012
*Not in the "healthy fitness zone" for body
composition
Percentages in bold exceed County average
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These percentages are higher than statewide averages (Figure
4-63 on the previous page), but the differences are not statistically significant.

FIGURE 4-64: PEDIATRIC ASTHMA HOSPITALIZATION, CHILDREN 2-17
YEARS, NAPA COUNTY, 2005-2009

Low income families are disproportionately exposed to asthma
triggers inside their own homes, such as mold, mildew, and
dust mites often because their landlords have not properly
maintained their premises. Asthma is a chronic inflammatory
disorder of the airways. Studies have found that economically
disadvantaged children have immune systems that respond
more aggressively to stimuli by producing greater quantities of
a key protein implicated in inflammation and asthma called Th-2
cytokines. Psychological stress explains part of this effect – that
is, these children experience greater stress in their day-to-day
FIGURE 4-65: ADULT ASTHMA HOSPITALIZATION, ADULTS 18+, NAPA
lives, and in turn, these stressful experiences are linked to greater COUNTY, 2005-2009
stimulated Th-2 cytokine production.107 Studies that look at
diseases like asthma in the context of social conditions are generating a better understanding of how family and neighborhood
circumstances, including chaos, instability, violence and stress,
can contribute to illness as in asthma inflammatory processes.
The work is not only leading to a more accurate understanding of why health patterns vary along class and racial lines, but
why anti-poverty efforts, even more than drugs, offer the most
promise for healthier communities.108

Chen, E., Hanson, M. D., Paterson, L. Q., Griffin, M. J., Walker, H. A., & Miller, G.E. (2006).
Socioeconomic status and inflammatory processes in childhood asthma: The role of psychological stress. Journal of Allergy and Clinical Immunology, 117, 1014-1020.
108
Unnatural Causes Website: http://www.unnaturalcauses.org/assets/uploads/file/Chen%20
and%20asthma%20article.pdf “ THE BIGGEST ASTHMA TRIGGER OF THEM ALL? New studies indicate how poverty itself Is inflammatory”
107
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FIGURE 4-66: PERCENT OF ADULTS AGE 20+ WHO HAVE EVER BEEN
DIAGNOSED WITH DIABETES, NAPA COUNTY AND CALIFORNIA

Asthma hospitalization data provides another perspective in
understanding the prevalence of asthma and its impact on the
community. Hospital admission for a severe asthma attack is
considered a preventable hospitalization by national and state
agencies that monitor health care quality indicators because it is a
possible indication that the disease is not being effectively managed in an outpatient setting.109 Between 2005 and 2009, asthma
hospitalizations among Napa County children and adults remained
well below statewide asthma hospitalization rates (Figure 4-64 and
Figure 4-65 on the previous page).110

Diabetes

FIGURE 4-67: PREVENTABLE HOSPITALIZATIONS FOR LONG TERM
COMPLICATIONS OF DIABETES, NAPA COUNTY AND CALIFORNIA

Diabetes increases the risk for serious health complications including heart disease, blindness, kidney failure, and lower-extremity
amputations; it is the seventh leading cause of death in the United
States and contributes significantly to the rate of five other leading causes of death.111 In Napa County, an estimated 8.4% of the
population has diabetes.112 Overall, diabetes in Napa County has
increased from 5.3% in the 2003 survey year to 8.4% in the 2009
survey year (Figure 4-66). Due to the relatively small sample size
of the survey, the 95% confidence intervals around the estimates
are very wide and none of the differences in diabetes prevalence
between years can be considered statistically significant. Increasing
age is an important risk factor for developing diabetes. Among
adults age 65 and older in Napa County, an estimated 17.8%
Office of Statewide Health Planning and Development
Office of Statewide Health Planning and Development, Patient Discharge Data 2005-2009.
Agency for Healthcare Research and Quality, Pediatric Quality Indicators, Version 4.2
111
Centers for Disease Control and Prevention, http://www.cdc.gov/diabetes/consumer/
learn.htm, accessed 2/22/13
112
California Health Interview Survey, 2009
109
110
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(3,000 individuals) have diabetes. Due to the small number of
children sampled by the California Health Interview Survey, data on
pediatric diabetes for Napa County is considered unreliable and is
not presented here.
Like hospitalization for asthma, hospitalizations for long-term
complications of diabetes are considered preventable hospitalizations. Long-term complications of diabetes include kidney failure,
blindness, and nervous system and circulatory problems.113 With
good disease management, these complications are avoidable.
Preventable hospitalization for long-term complications from
diabetes decreased from 90 hospitalizations per 100,000 in 2005
to 64 hospitalizations per 100,000 in 2009 (Figure 4-67 on the
previous page). Additional data on preventable hospitalizations
for complications of diabetes in presented in the Healthcare and
Preventative Services section of this report.

FIGURE 4-68: PERCENT OF ADULTS AGE 20+ EVER DIAGNOSED WITH
CORONARY HEART DISEASE, NAPA COUNTY AND CALIFORNIA

FIGURE 4-69: PREVENTABLE HOSPITALIZATIONS FOR ANGINA
(WITHOUT PROCEDURE), NAPA COUNTY AND CALIFORNIA

Coronary Heart Disease
Heart disease is the leading cause of death for both men and
women in the United States, where about one in every four
deaths is the result of heart disease.114 In Napa County, an
estimated 8.1% of adults over the age of 20 had coronary heart
disease in 2009, which means that approximately 7,000 adults
in Napa County are living with heart disease. The prevalence of
heart disease in Napa County is higher than the estimated statewide prevalence of 6.2%, but the difference is not statistically
significant and it is important to note that these estimates are not
Office of Statewide Health Planning and Development, Preventable Hospitalizations in
California, 1999-2008
114
Kochanek KD, Xu JQ, Murphy SL, Miniño AM, Kung HC. Deaths: final data for 2009. [PDF2M] National vital statistics reports. 2011;60(3).
113
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age-adjusted.115 Age adjusting rates is a
technique for removing the effects of age,
which is an important risk factor for chronic
disease, so that rates can be compared
between populations with different age
distributions. For example, a county having a higher percentage of elderly people
may have a higher rate of death or hospitalization than a county with a younger
population, merely because the elderly
are more likely to die or be hospitalized.
Age adjustment can make the different
groups more comparable. Increasing
age is an important risk factor for heart
disease; in 2009, the prevalence of heart
disease in Napa County residents age 65
and over was 27.1%, which means that
there were approximately 5,000 seniors
diagnosed with heart disease. In surveys
conducted between 2001 and 2009 the
estimated prevalence of coronary heart
disease among all adults in Napa County
(Figure 4-68) has varied between 7.3% and
10.1%, but there has not been a significant
increasing or decreasing trend observed
using the California Health Interview
Survey (CHIS) during that time period.
California Health Interview Survey, 2007 and 2009 pooled
data; Behavioral Risk Factor Surveillance Survey (U.S. data)
115
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Angina, a symptom of coronary heart
disease, is a chest pain or discomfort
that occurs when the heart muscle is not
obtaining enough blood. When this chest
pain occurs at rest without an apparent reason, this can lead to a medical
emergency. Figure 4-69 shows the rate
of preventable hospitalizations for angina
(without procedures) for Napa County
residents compared to statewide rates
between 2005 and 2009. Preventable
hospitalizations for angina (without procedure) are due to chest pain that is not
associated with some other medical or
surgical procedure, such as cardiac catheterization or angioplasty, and likely reflect
poorly controlled coronary heart disease.
In 2007, the rate of hospitalization due
to angina (without procedure) increased
sharply from 18.9 discharges per 100,000
to 30.5 discharges per 100,000, but has
since decreased back to 2006 levels. The
rate of preventable hospitalizations for
angina is currently below the statewide
rate; the reason for the brief increase in
2007 is unclear.

Sexually Transmitted Infections
The sexually transmitted infections (STIs)
covered in this report include chlamydia
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and gonorrhea, two of the most common
STIs that are caused by bacteria.
It is widely acknowledged that the number of STI cases reported to local health
departments substantially underestimates
the incidence of STIs as many cases are
undiagnosed. The Centers for Disease
Control and Prevention estimates that
there are 19 million new cases of STIs
every year with approximately half occurring in young people ages 15-24.116 A
2007 report in the California Journal of
Health Promotion estimated that there
were 1,755 new cases of STIs in Napa
County in 2005, including non-reportable
STIs, with an estimated annual direct medical cost of $1,400,000.117
CHLAMYDIA

Chlamydia trachomatis is the most commonly reported infectious disease in the
United States. Since most infections do
not cause symptoms, the infection is
Weinstock H, et al. Sexually transmitted diseases among
American youth: incidence and prevalence estimates, 2000.
Perspectives on Sexual and Reproductive Health 2004; 36:
6-10.
117
Jerman P, Constantine NA, Nevarez CR. Sexually Transmitted Infections Among California Youth: Estimated Incidence
and Direct Medical Cost, 2005. California Journal of Health
Promotion, 2007; 5: 80-91.
116

persons. Napa County’s rate was considerably lower than the State rate of 381 per 100,000 persons in
2009. However, Napa County’s rate has gradually increased over the last decade (Exhibit X).

napa county community health status assessment

substantially under diagnosed and under reported. Young women
are the group most affected by chlamydia. Because infection is
usually asymptomatic in males and because of increased screening in women younger than 26 years, chlamydia is more commonly reported in females. Long-term consequences of untreated
infection in women can include Pelvic Inflammatory Disease (PID),
ectopic pregnancy and infertility.

FIGURE 4-70: CHLAMYDIA CASE RATES, NAPA COUNTY AND
CALIFORNIA, 2000-2010

In 2010, 255 cases of chlamydia were reported to Napa County
For both women and men the highest case rates were observed in 20‐24 year olds. There were 1,661 Public Health, representing a rate of 187 cases for every 100,000
cases per 100,000 females age 20‐24 and 418 cases per 100,000 males age 20‐24. The rate of chlamydia
in Hispanic/Latino residents of Napa County was approximately 65% greater than the rate for Whites persons. This is an 18% increase from 2009 when there were 159
(166.4 vs. 101.8 cases per 100,000). The rate for African American/Black residents of Napa County was cases/100,000 persons. Napa County’s rate was considerably
nearly three times greater than the rate for white residents in Napa County (287.5 vs. 101.8 cases per
lower than the State rate of 381 per 100,000 persons in 2009.
100,000). These differences in chlamydia rates by age group and race/ethnicity mirror national and
statewide trends.118;,119
However, Napa County’s rate has gradually increased over the
Exhibit
X:
Race,
ethnicity
and
gender
specific
Chlamydia
rates
for
Napa
County.
Total
cases
for
years
FIGURE 4-71: RACE, ETHNICITY AND GENDER SPECIFIC CHLAMYDIA
last decade (see Figure 4-70).
2008‐2010FOR NAPA COUNTY. TOTAL CASES FOR YEARS 2008-2010
RATES

County Total
Female
Male
White/Caucasian
Hispanic
Asian/Pacific Islander
African American
Other/Unknown

Cases
727
550
177
218
249
25
16
219

Percent
100.0%
75.7%
24.3%
30.0%
34.3%
3.4%
2.2%
30.1%

Rate
180.5
278.5
87.4
101.8
166.4
103.5
287.5
‐‐

95% CI
167.4, 193.6
255.2, 301.8
74.5, 100.2
88.3, 115.4
145.7, 187.0
62.9, 144.1
146.6, 428.4
‐‐

2009
Population
140834
70640
70194
83374
44795
7715
1693
NA

Percent
100.0%
50.2%
49.8%
59.2%
31.8%
5.5%
1.2%
NA

Source: Automated Vital Statistics System (AVSS), Napa County and State of California, Department of
Finance.
Rates are not calculated when total cases are <10.
118

Centers for Disease Control and Prevention. Sexually Transmitted Disease Surveillance, 2009. Atlanta, GA: U.S.
Department of Health and Human Services; November 2010.
119
Sexually Transmitted Diseases in California, 2009. California Department of Public Health, STD Control Branch,
November 2010.
Napa County Community Health Status Assessment

Figure 4-71 shows Napa County chlamydia rates from 20082010 by race, gender and ethnicity. For both women and men
the highest case rates were observed in 20-24 year olds. There
were 1,661 cases per 100,000 females age 20-24 and 418
cases per 100,000 males age 20-24. The rate of chlamydia in
Hispanic/Latino residents of Napa County was approximately
65% greater than the rate for Whites (166.4 vs. 101.8 cases per
100,000). The rate for African American/Black residents of Napa
County was nearly three times greater than the rate for white
residents in Napa County (287.5 vs. 101.8 cases per 100,000).

Page 71 of 81
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FIGURE 4-72: GONORRHEA CASE RATES, NAPA COUNTY AND
CALIFORNIA, 2000-2010

These differences in chlamydia rates by age group and race/
ethnicity mirror national and statewide trends.118, 119
GONORRHEA

Neisseria gonorrhoeae is the agent of gonorrhea, the second
most commonly reported notifiable disease in the United States.
Like chlamydia, gonorrhea can lead to PID and infertility in
women. In addition, infection with gonorrhea has been shown to
facilitate the transmission of HIV infection.120

whites and the rate in Latinos/Hispanics is two times greater than in whites. Rates among Asian/Pacific
121

Islanders are
consistently
lower than in white
residents
of the US. AND GENDER
FIGURE
4-73:
GONORRHEA:
RACE,
ETHNICITY
SPECIFIC
RATESRace,
FORethnicity
NAPAand
COUNTY.
TOTAL
CASES
FOR Total
YEARS
Exhibit X: Gonorrhea:
gender specific
rates for
Napa County.
cases for years
2008-2010,
ARE AGE
ADJUSTED
PER 100,000 POPULATION.
2008‐2010, ratesRATES
are age adjusted
per 100,000
population.

County Total
Female
Male
White/Caucasian
Hispanic/Latino
Asian/Pacific Islander
African American
Other/Unknown

Cases

Percent

Rate

95% CI

2009
Population

63
31
32
22
14
5
14
8

100.0%
49.2%
50.8%
34.9%
22.2%
7.9%
22.2%
12.7%

15.8
15.7
15.8
10.3
9.7
‐‐
260.9
‐‐

11.9, 19.7
10.2, 21.2
10.3, 21.3
6.02, 14.7
4.60, 14.7
‐‐
124.4, 397.5
‐‐

140834
70640
70194
83374
44795
7715
1693
NA

Percent
100.0%
50.2%
49.8%
59.2%
31.8%
5.5%
1.2%
NA

Sources: Automated Vital Statistics System (AVSS), Napa County and State of California, Department of
Finance.
Rates are not calculated when total cases are <10.

In 2010, 27 cases of gonorrhea were reported to Napa County
Public Health. The case rate was 20 cases per 100,000 persons;
this is an increase of 83% over the 2009 rate of 11 cases per
100,000. It is also the first increase in the case rate since 2005
(Figure 4-72), when reported cases reached a peak of 26 cases
per 100,000 persons. However, Napa County’s gonorrhea case
rate continues to remain considerably lower than California’s rate
of 62 cases per 100,000 persons in 2009.
Due to the relatively small number of gonorrhea cases in the
County, rates for specific populations were calculated over a
three year period, 2008-2010. The gonorrhea case rate was
highest among African American/black residents of Napa County
during this time (Figure 4-73). The rate of gonorrhea in African
Americans is 25 times greater than the rate for non-Hispanic
118
Centers for Disease Control and Prevention. Sexually Transmitted Disease Surveillance,
2009. Atlanta, GA: U.S. Department of Health and Human Services; November 2010.
119
Sexually Transmitted Diseases in California, 2009. California Department of Public Health,
STD Control Branch, November 2010.
120
Fleming DT, Wasserheit JN. From epidemiological synergy to public health policy and
practice: the contribution of other sexually transmitted diseases to sexual transmission of HIV
infection. Sex Transm Infect, 1999; 75: 3-17.

The relationship between race/ethnicity and STIs, including HIV, is multi‐factorial and complex. The
diagram in Exhibit X is a theoretical model that attempts to explain racial disparities in STIs. Poverty,
historical laws, and the impact that racism has on stress, individual behavior and access to educational
opportunities are hypothesized to be root causes of these disparities. The primary outcomes of these
94
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The relationship between race/ethnicity and STIs, including HIV,
is multi-factorial and complex. The diagram in Figure 4-74 is a
theoretical model that attempts to explain racial disparities in
STIs. Poverty, historical laws, and the impact that racism has on
stress, individual behavior and access to educational opportunities are hypothesized to be root causes of these disparities. The
primary outcomes of these social factors are a stressful environment and a lack of access to health related information and
services. In some populations, and specifically in some African
American communities, there are also high rates of incarceration
among males, which can lead to gender ratio imbalances that
affect sexual networks. The result is an increase in the duration of
infection (due to delay in treatment), a higher number of sexual
partners and partner concurrency, and a decrease in condom use,
all of which influence and help sustain higher levels STI transmission in a community.122

FIGURE 4-74: RACISM AND STD RISK

Fall Related Injuries
white residents in Napa County. While African Americans make
up just 1.2% of the population in Napa County, 22% of reported
gonorrhea cases between 2008 and 2010 were in African
Americans. Napa County data is consistent with national data
which reflects that the rate of gonorrhea in African Americans is
20 times greater than the rate in whites and the rate in Latinos/
Hispanics is two times greater than in whites. Rates among Asian/
Pacific Islanders are consistently lower than in white residents of
the U.S.121

121
Centers for Disease Control and Prevention. Sexually Transmitted Disease Surveillance,
2009. Atlanta, GA: U.S. Department of Health and Human Services; November 2010.

Each year, one in every three adults age 65 and older falls. Falls
can cause moderate to severe injuries, such as hip fractures and
head injuries, and can increase the risk of early death.123 In Napa
County, unintentional fall injuries were the leading cause of
non-fatal emergency department visits for injuries among all age
groups with a rate of 2,307 visits per 100,000 people in 2011.124
Among seniors 65 years and older, there were 1,182 (5,557 per
Presenting on Sexually Transmitted Disease (STD) Racial Health Disparities: A Resource
Guide for Facilitators. California Department of Public Health, Center for Infectious Diseases
Division of Communicable Disease Control Sexually Transmitted Disease Control Branch,
and California STD/HIV Prevention Training Center, 2008.
123
Center for Disease Control and Prevention, http://www.cdc.gov/homeandrecreationalsafety/Falls/adultfalls.html
124
California Department of Public Health, EpiCenter, 2011
122

N A PA C O U N T Y C O M P R E H E N S I V E C O M M U N I T Y H E A LT H A S S E S S M E N T A P R I L 2 0 1 3

|

95

chapter four

FIGURE 4-75: NON-FATAL EMERGENCY DEPARTMENT VISITS
FOR FALL-RELATED INJURIES IN PERSONS 65-106 YEARS

4-75). In addition, there were 423 hospitalizations for fall related
injuries in 2011 and seven deaths related to fall injuries in 2010
among Napa County residents age 65 and older (Figure 4-76).

Cancer Incidence
Cancer at all sites (meaning malignancy anywhere in the body)
is the leading cause of death in Napa County.127 The cancer incidence rate in Napa County is higher than the state rate for prostate cancer, lung cancer, colon cancer, female melanoma and for
cancers of all sites (Figure 4-77 on the previous page).
Among males, prostate cancer, lung/bronchus cancer, and colon/
rectum cancer rates were significantly higher than statewide rates;
among females, lung/bronchus cancer and melanoma cancer rates
FIGURE
FALL injuries
RELATED
AND
DEATHS
AMONG
Exhibit X:4-76:
Fall related
andINJURIES
deaths among
seniors
(age 65‐106
years), Napa County,
were significantly higher than the statewide average.
SENIORS
(AGE 65-106 YEARS), NAPA COUNTY, 2011
2011

Non‐fatal emergency department visit
Non‐fatal hospitalization
Deaths*

Napa County
Rate per
Number 100,000
1,182
5,557
423
1,989
7
‐‐

California
Rate per
Number
100,000
174,737
4,018
74,520
1,714
1,652
39

Source: California Department of Public Health, EpiCenter Injury Online data
*Death data is for 2010; rate is not calculated because total falls are <20.

100,000 people) non-fatal emergency department (ED) visits
for fall related injuries in 2011, which was higher than the state
(4,018 visits per 100,000 people)125 and national (5,235 visits per
100,000 people)126 rates. The rate of non-fatal ED visits for fall
related injuries among seniors has increased in Napa County
since 2009 and remains higher than the statewide rate (Figure
125
126

96

California Department of Public Health, EpiCenter, 2011
Centers for Disease Control and Prevention, National Center for Health Statistics, 2007

|

Figure 4-78 on the previous page shows the estimated number
of new cancer cases and cancer deaths among Napa County
residents in 2011 (official data for 2011 was not yet released at the
time of this assessment). Data on cancer mortality is discussed in
more detail in the Causes of Death section of this report.
We do not know for certain why the incidence rates for certain cancers are higher in Napa County than in other geographic locations
in California, but we do have some data on factors that are likely
contributors to cancer in the County. For example, we know that
the risk of developing lung cancer is about 23 times higher among
men who smoke cigarettes and about 13 times higher among

127

Napa County Mortality Report, http://Countyofnapa.org/publichealth/data/
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Exhibit X: Age‐adjusted incidence rates for California's most common cancers: Napa County, 2004‐2008
napa county community health status assessment

Males

County
Rate

State
Rate

Females

Prostate

167.9*

143.3

Breast

County
Rate

State
Rate

129.5

121.6

Lung & Incidence
Lung &
Cancer
FIGURE
4-77: AGE-ADJUSTED INCIDENCE RATES

Bronchus
82.4* incidence
62.0
Bronchus
59.1*
45.0
Exhibit
X: Age-adjusted
rates
for California's
most common
cancers: Napa County, 2004-2008
FOR
CALIFORNIA'S
MOST COMMON
CANCERS:
Colon
&
Colon
&
NAPA COUNTY, 2004-2008
Rectum
59.7*
50.3
Rectum
43.3
38.1
increases the risk of esophageal,
County
State
County
State
Bladder
38.1
33.6
Uterus
25.5
22.1
pancreatic, bladder, cervical, and
Males
Rate Rate
Females
Rate Rate
Melanoma
31.2
26.2
Melanoma
23.8*
15.4
Prostate
167.9* 143.3
Breast
129.5 121.6
kidney cancers, as well as cancers
All sites
583.2* 494.5
All Sites
431.4* 387.4
Lung &
Lung &
of the oral cavity. The Behavioral
*County rate is significantly different from statewide rate (p<.05).
Bronchus
82.4*
62.0
Bronchus
59.1*
45.0
Source: California Cancer Registry, County fact sheet.
Risk Factor section of this report
Colon &
Colon &
Rates are per 100,000 persons.
Rectum
59.7*
50.3
Rectum
43.3
38.1
provides data on tobacco use in

Bladder

38.1

33.6

Uterus

25.5

22.1

the County and shows that some

Cancer at all sites
anywhere
in the 15.4
body) is the leading cause of death in Napa
Melanoma
31.2(meaning
26.2 malignancy
Melanoma
23.8*
127
higher
County.
The
cancer
incidence
rate
in
Napa
County
is
higher
thandemographic
the state rate forgroups
prostatehave
cancer,
All sites
583.2* 494.5
All Sites
431.4* 387.4
rates
tobacco
lung cancer, colon cancer, female melanoma and for cancers of all
sites of
(Exhibit
X). use than others.
*County rate is significantly different from statewide rate (p<.05).

Source: California Cancer Registry, County fact sheet.
Studies have also increasingly tied
Among males, prostate cancer, lung/bronchus cancer, and colon/rectum cancer rates were significantly
Rates are per 100,000 persons.

of alcohol
an increased
higher than statewide rates; among females, lung/bronchus cancerthe
anduse
melanoma
cancertorates
were
significantly
the statewide
average.
FIGURE
4-78:higher
NAPAthan
COUNTY
ESTIMATED
risk for several different cancers,
NUMBER
NEW(meaning
CANCER
CASES AND
Cancer atOF
all sites
malignancy
anywhere in theincluding
body) is theliver,
leading
cause of
deathand
in Napa
breast,
colon
throat
Exhibit X:
Napa County
Estimated
and Deaths, 2011
(Major Sites)
127
DEATHS,
2011
(MAJOR
SITES)Number of New Cancer Cases

the state rate for prostate cancer,
County. The cancer incidence rate in Napa County is higher than129
The(Exhibit
high prevalence
of binge
cancers.
lung cancer, colon cancer, female
melanoma
and
for
cancers
of
all
sites
X).
Cases
Deaths

drinking is a particular health concern;

Breast
20
Among
males, prostate cancer,95
lung/bronchus
cancer, and colon/rectum cancer rates were significantly
nearly
40% of Napa County residents
Prostatethan statewide rates; among
160 females,
15 lung/bronchus
higher
cancer and melanoma cancer rates were
Lung & Bronchus
105
70
reported binge drinking in the past year on
significantly
higher than the statewide
average.

Colon & Rectum
75
25
the California Health Interview Survey (see
Exhibit
X:
Napa
County
Estimated
Number
of
New Cancer Cases and Deaths, 2011 (Major Sites)
Bladder
35
10
Behavioral Risk Factor section).130 In conAll sites
780
270
Cases
Deaths
trast, the high incidence of prostate cancer
Source: California Cancer Registry, County fact
Breast
95
20
sheet. Excludes non‐melanoma skin cancers and
in men is at least partially the result of the
Prostate
15
carcinoma in situ, except bladder.160
These projections
high screening rates for prostate cancer
are offered
as a rough guide and 105
should not be70
Lung
& Bronchus
regarded
as definitive.
in Napa County. Many prostate cancers
Colon
& Rectum
75
25
Bladder
35
10
women
who smoke cigarettes
compared
All sites
780
270
128
Tobacco
with
never
smokers.
Source:
California
Cancer Registry,
Countyuse
fact also
sheet. Excludes non-melanoma skin cancers and
128
129
Centers for Disease Control and Prevention (CDC), http://
Centers for Disease Control and Prevention (CDC), http://
carcinoma
in
situ,
except
bladder.
These
projections
www.cdc.gov/tobacco/basic_information/health_effects/canwww.cdc.gov/cancer/dcpc/prevention/other.htm
130
are offered as a rough guide and should not be
cer/
California Health Interview Survey, 2009
127
Napa County
Mortality Report, http://Countyofnapa.org/publichealth/data/
regarded
as definitive.
Napa County Community Health Status Assessment

Page 76 of 81

identified through routine screening will not
require any treatment.131
According to the CDC, an estimated one
quarter to one third of common cancers
in the U.S. are caused by the joint effects
of excess weight and lack of physical
activity. Nearly one third of adults in Napa
County are obese (see discussion earlier
in this chapter on overweight and obesity)
and more than half of Napa County residents get little or no physical activity (see
Behavioral Risk Factor section).
9.
CAUSES OF DEATH
When a death occurs in California, state
law requires that a death certificate be filed
within eight days and before a decedent is
buried or cremated. The death certificate is
a legal document that serves as a permanent
record of the death of an individual. This
section summarizes information obtained
from death certificates for all Napa County
residents who died from 2005 through
2008.132

Screening for prostate cancer, U.S. Preventive Services
Task Force, http://www.uspreventiveservicestaskforce.org/
prostatecancerscreening/prostatecancerfact.pdf
132
2008 was the most recently available death data at the
time the analysis was conducted.
131
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FIGURE
RANKABLE
CAUSES
DEATH
IN NAPA
(2005-2008)
AND IN
Exhibit X:4-79:
Rankable
Causes of Death
in NapaOF
County
(2005‐2008)
and inCOUNTY
the United States
(2007)
THE UNITED STATES (2007)

Napa County
Rank
1
2
3
4
5
6
7
8
9
10

Cause of Death
Malignant neoplasms
(cancer)
Diseases of the heart
Cerebrovascular disease
(stroke)
Chronic lower respiratory
diseases

No. of
Deaths
1,149
1,099
336
283

Alzheimer's Disease
Accidents (unintentional
injuries)
Influenza and pneumonia
Diabetes mellitus

277

Parkinson's Disease
Chronic liver disease and
cirrhosis
Total

75

170
160
125

67
3,741

United States

Age‐
Adjusted
Rate

Rank

177

1

154.8

2

46.9

3

41.5

4

36.1

5

29.1

6

21.6
18.9

7
8

10.5

9

10.9

10

No. of
Deaths

Age‐
Adjusted
Rate

Diseases of the heart
Malignant neoplasms (cancer)
Cerebrovascular disease
(stroke)
Chronic lower respiratory
diseases
Accidents (unintentional
injuries)

616,067
562,875

190.9
178.4

135,952

42.2

127,924

40.8

Alzheimer's Disease
Diabetes mellitus
Influenza and pneumonia

74,632
71,382
52,717

22.7
22.5
16.2

46,448

14.5

34,828
1,846,531

11.0

Cause of Death

Nephritis, nephritic syndrome,
nephrosis*

Septicemia
Total

123,706

40.0

Source: Napa County Mortality Report, 2005‐2008
Rates are per 100,000 population
*diseases of the kidneys
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premature causes
of death Causes of Death
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morefor
detailed
a new are
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causes
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deathnow
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cause
of death for all
groups one year of age and older (left side of Exhibit X). It
together
and
a rate
is calculated
soage
that
by the National Center for Health Statistics
is also the leading cause of premature death (right side of Exhibit X). Overall, there were 729 deaths
from coronary heart disease, an age‐adjusted death rate of 103 deaths per 100,000 persons. At the
same time 180 of the coronary heart disease deaths occurred prematurely in people under age 75, an
age‐adjusted premature death rate of 365 years per 100,000 persons. Coronary heart disease includes
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(NCHS), which offers a standardized
method of comparing cause of death data.
Rankable categories are often broad; for
example, in a rankable cause of death
table all types of cancer are grouped into
one category. Similarly, the “diseases of
the heart” category includes both common causes of heart disease death, such
as ischemic heart disease, and less common causes such as endocarditis. They are
included in this report to allow comparison
between the leading causes of death in
Napa County and the leading causes of
death throughout the United States.
A total of 4,725 Napa County residents
died from 2005 to 2008. Cancer was the
leading cause of death for all people one
year of age and older in Napa County, with
an age-adjusted rate of 177 deaths per
100,000 persons. Diseases of the heart
(e.g., heart disease) and cerebrovascular
disease (stroke) were the second and
third leading causes of death, respectively,
in Napa County (Figure 4-79, left side).
These three causes account for more than
half of all deaths in the County. Rankings
one and two are reversed for the national
data – where heart disease is currently the
leading cause of death nationally, followed

When accidents were broken out by specific cause, motor vehicle accidents became the second leading
cause and drug overdose the fifth leading cause of premature death. There were 53 motor vehicle
accident related deaths accounting for a total of 1962 years of potential lost life and an age adjusted
rate of 412 years per 100,000 persons. nMotor
accidents
had
a p a vehicle
county
commu
n i tfewer
y h e deaths
a l t h sthan
t a t umost
s a sother
sessment
premature causes of death, but rank second as a cause of premature death because more young people
die in motor vehicle accidents.

by cancer.133 Alzheimer’s disease is the
fifth leading cause of death in Napa County
and the sixth leading cause nationally.
Parkinson’s disease ranks ninth in Napa
County, but is not in the top ten causes of
death nationwide. Napa County’s population is proportionately older than the populations of many other counties,134 which
may at least partially explain some of the
differences in rank since both Alzheimer’s
and Parkinson’s diseases tend to occur late
in life.135, 136

Leading Causes of Death and
Premature Death
Figure 4-80 shows leading causes of death
after separating out specific causes from
within rankable categories presented in
Figure 4-79 (e.g., cancer is no longer one
comprehensive category, instead it is
separated out by type of cancer). This helps
us to understand more about the specific
causes of death and premature death in
Xu JQ, Kochanek KD, Murphy SL, Tejada-Vera B. Deaths:
Final data for 2007. National vital statistics reports; vol 58
no 19. Hyattsville, MD: National Center for Health Statistics.
2010.
134
Napa County Community Health Needs Assessment.
(2010).
135
Alzheimer's Association. (2010). 2010 Alzheimer's disease facts and figures. Alzheimer's & Dementia, 6(2), doi:
10.1016/j.jalz.2010.01.009
136
Rajput, A.H., & Birdi, S. (1997). Epidemiology of Parkinson's disease. Parkinsons & Related Disorders,3(4 )
133

Exhibit X: Ten leading causes of death and premature death, Napa County, 2005‐2008

FIGURE 4-80: TEN LEADING CAUSES OF DEATH AND PREMATURE DEATH, NAPA
COUNTY, 2005-2008

All ages ≥1

Rank
1
2
3
4
5
6
7
8
9
10

Cause of Death

No. of
Deaths

Age‐
Adjusted
Death
Rate
103.1
46.9
46.6
36.1
35.3
21.6
18.9
15.5
12.4
21.5

Premature Death: Ages 1‐74yrs

Rank

Cause of Death

1
Coronary Heart Disease
729
Coronary Heart Disease
2
Stroke
336
Motor Vehicle Accidents
3
Lung Cancer
298
Suicide
4
Alzheimer's Disease
277
Lung Cancer
5
COPD**
241
Drug Overdose
6
Influenza/Pneumonia
160
Alcoholic Liver Disease
7
Diabetes
125
Stroke
8
Organic Dementia
117
Diabetes
9
Congestive Heart Failure
92
Female Breast Cancer +
10
Female Breast Cancer +
79
COPD**
Total
2,454
Total
Source: Napa County Mortality Report, 2005‐2008; rates are per 100,000 population
Key: ** Chronic Obstructive Pulmonary Disease
+ only female population for rate.
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75
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53
54
135
29
41
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50
38
61
699

2085.0
1962.0
1807.0
1339.0
774.0
741.0
716.0
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555.0
503.0
11,148

Age‐
Adjusted
YPLL‐75
365.2
412.4
382.0
230.5
154.9
137.3
135.7
118.1
179.4
80.7
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in NapaCoronary‐Heart‐Disease_UCM_436416_Article.jsp.
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138
this more
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analysis
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S.F. , Kosary
Neyman N.,In
Aminou
R., Waldron
W., Edwards
B.K. (eds).
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Cancer
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Of C.L.,
theKrapcho
4,725 M.,
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Statistics Review, 1975‐2007, National Cancer Institute. Bethesda, MD, http://seer.cancer.gov/csr/1975_2007/,
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1,531 occurred
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based on November 2009 SEER data submission, posted to the SEER web site, 2010.
139
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nowStatus
becomes
California
Department
of Public
Health. (2010). 2010
County Health
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years, a total
of 24,828
years
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http://www.cdph.ca.gov/programs/ohir/Pages/CHSP.aspx
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ofHealth
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Community
StatusThe
Assessment 729 deaths from coronary heart disease,
Page 80 of
age-adjusted death rate of 103 deaths per
younger someone is at time of death, the
100,000 persons. At the same time 180 of
more years of productive life are lost.
the coronary heart disease deaths occurred
prematurely in people under age 75, an
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Exhibit X: Ten leading causes of premature death for males and females 1‐74 yrs, Napa County, 2005‐2008
FIGURE 4-81: TEN LEADING CAUSES OF PREMATURE DEATH FOR MALES AND FEMALES 1-74
YRS, NAPA COUNTY, 2005-2008

Premature Death: Ages 1‐74 yrs ‐ MALES
Rank
1

Cause of Death

Coronary Heart Disease
Suicide
Motor Vehicle Accidents
Lung Cancer
Alcoholic Liver Disease
Drug Overdose*
Diabetes
Cardiomyopathy*†
Homicide*
Stroke

2
3
4
5
6
7
8
9
10

Total

YPLL‐
75

Age‐
adjusted
YPLL‐75

44
36
75
29
17
29
19
9
32

1676
1540
1278
772
526
425
417
417
415
403

599.9
635.1
521.1
271.3
157.1
*
151.2
*
*
151.1

423

7,869

No. of
Deaths
133

Premature Death: Ages 1‐74 yrs ‐ FEMALES
Rank
1
2
3
4
5
6
7
8
9
10

Cause of Death
Motor Vehicle
Accidents*
Lung Cancer
Female Breast Cancer
Coronary Heart Disease
Drug Overdose*
Stroke
Suicide*
Diabetes
Myeloid Leukemia*
Colon Cancer*
Total

No. of
Deaths

YPLL‐
75

Age‐
Adjusted
YPLL‐75

17

684

*

60
38
47
12
26
10
21
9
19

567
555
409
349
313
267
249
248
237

190.8
179.4
136.1
*
120.8
*
84.9
*
*

259

3,878

Source: Napa County Mortality Report, 2005‐2008; Rates are per 100,000 population.
Key: * small numbers
† cardiomyopathy refers to diseases of the heart muscle (the myocardium)

age-adjusted premature death rate of 365
years per 100,000 persons. Coronary heart
disease includes ischemic and hypertensive
heart disease, both of which have modifiable risk factors including tobacco use,
overweight/obesity, high cholesterol, high
blood pressure, lack of physical activity and
diabetes.137

There were a total of 298 deaths from lung
cancer over the four-year time period,
an age-adjusted rate of 47 deaths per
100,000.138 Napa County’s lung cancer
death rate is below the national rate of 53
per 100,000, but higher than the California
rate of 38 deaths per 100,000.139 Lung
Altekruse S.F. , Kosary C.L., Krapcho M., Neyman N.,
Aminou R., Waldron W., Edwards B.K. (eds). SEER Cancer
Statistics Review, 1975-2007, National Cancer Institute.
Bethesda, MD, http://seer.cancer.gov/csr/1975_2007/, based
on November 2009 SEER data submission, posted to the
SEER web site, 2010.
139
California Department of Public Health. (2010). 2010
County Health Status Profiles. http://www.cdph.ca.gov/programs/ohir/Pages/CHSP.aspx
138

American Heart Association. (2010). Risk factors and
coronary heart disease. Retrieved on 8/2/10 from http://www.
heart.org/HEARTORG/Conditions/More/MyHeartandStrokeNews/Coronary-Artery-Disease---Coronary-Heart-Disease_
UCM_436416_Article.jsp.
137
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cancer was ranked fourth as a cause of premature death, contributing 1,339 years of
potential life lost or 231 years per 100,000
persons.
When accidents were broken out by specific
cause, motor vehicle accidents became
the second leading cause and drug overdose the fifth leading cause of premature
death. There were 53 motor vehicle accident related deaths accounting for a total
of 1,962 years of potential lost life and an
age adjusted rate of 412 years per 100,000
persons. Motor vehicle accidents had fewer
deaths than most other premature causes
of death, but rank second as a cause of premature death because more young people
die in motor vehicle accidents.
CAUSES OF PREMATURE DEATH BY GENDER

There were 928 premature deaths in males
and 603 premature deaths in females
between ages one and 74 from 2005 to
2008. Males had 16,006 years of potential
life lost and females had 8,822 years.
For males, coronary heart disease
remained the leading cause of premature
death with 133 deaths and 1,676 YPLL.
Motor vehicle accidents were a leading

napa county community health status assessment

cause of premature death for both males
and females. In this analysis, motor vehicle
accidents were the number one cause of
premature death for females, but this ranking should be considered unstable because
the total number of deaths was fewer than
20. In terms of the total numbers of deaths,
lung cancer, breast cancer and coronary
heart disease were the most frequent
causes of premature death in females,
accounting for approximately one quarter
of the deaths. Half of the top 10 leading
causes of premature death for females
have small numbers and their rankings are
considered unstable. This is partly because
females have longer life spans than males
(and therefore fewer premature deaths)
and because there was a greater range
of causes of premature death in females
compared to males.
In this gender specific analysis, suicide
moved up to the second rank and motor
vehicle accidents moved down to third
rank for premature death in males. From
2005-2008, there were a total of 64 suicide
deaths in Napa County. As shown in Figure
4-81, 44 of these were in males under age
75 and 10 were in females under age 75.
Alcoholic liver disease was the fifth leading

cause of premature death in males with 29
deaths and 526 years of lost life. During the
same time this did not rank in the top 10
causes of premature death for females.
Overall, the leading causes of premature
death in both genders illustrate the role
that substance use/abuse often plays in
early death. For example, smoking cigarettes is known to cause lung cancer and is
also a risk factor for coronary heart disease
and stroke.140, 141, 142, 143 Overconsumption
of alcohol causes alcoholic liver disease
(the sixth cause of premature death) and
can also contribute to motor vehicle accidents, accidental drug overdose and breast
cancer.

American Heart Association. (2010). Risk factors and
coronary heart disease. Retrieved on 8/2/10 from http://www.
americanheart.org/presenter.jhtml?identifier=4726.
141
National Stroke Association. (2010). Stroke 101. Retrieved
on 8/2/10 from http://www.stroke.org/site/DocServer/
STROKE_101_Fact_Sheet.pdf?docID=4541
142
Mannino, D.M, & Buist, A.S. (2007). Global burden of
COPD; risk factors, prevalence and future trends. The Lancet,
370(9589), doi: 10.1016/S0140-6736(07)61380-4
143
Ruano-Ravina, , A., Figueiras, A., & Barros-Dios, J.M.
(2003). Lung cancer and related risk factors: an update of
the literature. Public Health, 117(3), doi: 10.1016/S00333506(02)00023-9
140
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CHAPTER FIVE

conclusion
The development of this Community
Health Assessment (CHA) has provided an
opportunity for Napa County community
members to come together to redefine
health. This new vision of a healthy Napa
County is based on the understanding that
health and health outcomes are the result of
many complex and overlapping factors. The
cross-sector approach used for the CHA was
instrumental in achieving an in-depth review
of qualitative and quantitative primary and
secondary data to create a comprehensive
understanding of health and the conditions
that affect health outcomes in Napa County.
This report reflects the hard work of a broad
range of community partners, including
representatives from local hospitals, local
government, nonprofits, community leaders and community members. Participants
have contributed their time collecting
data, engaging in community meetings,
discussing findings, and reviewing chapter
drafts. From the beginning of this process,

participants called for extensive and diverse
community participation from across Napa
County. Live Healthy Napa County (LHNC)
has been very successful in engaging a
diverse range of community members in
this process, and continued efforts will
be made to keep participants engaged
in the next step—the development of the
Community Health Improvement Plan.
This Community Health Assessment presents an in-depth and systematic analysis
of the health status of Napa County. It is
important to recognize that this report is
not all encompassing, but instead serves as
an important first step in taking an overarching look at health within Napa County.
The development of the Community Health
Improvement Plan (CHIP), the next step
in the Live Healthy Napa County planning
process, will result in a long-term plan to
improve community health. The aim of
the Community Health Improvement Plan
will be to develop common priorities that

inform and mobilize coordinated action
throughout the County. The first step in
the CHIP process will be to use the CHA to
identify critical health issues across Napa
County. Then community stakeholders will
develop goals and strategies to address
those issues, as well as disparities that
affect health among specific populations.
1.

SUMMARY OF ASSESSMENT
FINDINGS
This Community Health Assessment
includes three assessments: Chapter 2, the
Community Themes, Strengths, and Forces
of Change Assessment; Chapter 3, the
Local Public Health System Assessment;
and Chapter 4, the Community Health
Status Assessment. The full findings are
presented in the main body of the report,
while this section presents highlighted findings from each of the chapters.
Chapter Contents:
1. Summary of Assessment Findings.....103
2. Conclusion........................................110
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chapter five

Chapter 2: Community Themes,
Strengths, and Forces of Change

WHAT TRENDS WILL AFFECT COMMUNITY

The CHA process revealed several
important themes, strengths, and forces
of change that local residents, businesses, and neighborhood groups in
Napa County identified as important to
the health of their neighborhoods and
communities. They include the assets,
strengths, and challenges listed in the
charts below.

In addition to current assets, strengths,
and challenges, Napa County community
members anticipate and recognize trends
that will impact overall community health.
The trends identified are:

ASSETS AND STRENGTHS OF
NAPA COUNTY

• Low crime rates and safe neighborhoods in many County communities
• A clean environment
• Good schools in many areas of the
County
• A strong economy with local jobs
available in many areas of the
County
• Strong community involvement
• Many existing partnerships between
nonprofits and local government
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HEALTH IN NAPA COUNTY?

• Decrease in state and federal funding
for local schools, social services, and
other community programs
• Increase in chronic conditions such as
obesity and diabetes, especially among
young people

• Aging population

• Increased focus on preventative care
rather than medical treatment

• Shrinking HMO provider network

WHAT ARE THE BARRIERS TO HEALTH CARE

• Growing Latino population with many
low-income households

CHALLENGES FACING
NAPA COUNTY

• Drug and alcohol abuse
• Lack of affordable housing and
rising cost of living
• Income inequality
• Limited access to services outside of
the City of Napa
• Insufficient public transportation
system to connect people to
services, as well as unsafe roads and
sidewalks
• Limited mental health services
because of cost, location, or other
barriers
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ACCESS?

Lack of access to health care is a key issue
among residents; the barriers in accessing
health care services are summarized below:
• Cost of care
• Lack of insurance
• Lack of doctors accepting insurance,
particularly for Kaiser Permanente
patients, who are limited to Kaiser’s
health care campuses
• Lack of available specialists
• Immigration status and language
WHAT ARE THE NEEDED IMPROVEMENTS
IN NAPA COUNTY THAT WILL IMPACT
COMMUNITY HEALTH?

Community members were also asked
about overall improvements that are

improvement for local health system partners.

needed in Napa County to improve community health. Their suggestions are presented below:

The LPHSA takes a systematic look at the broad set of the services provided within thec osystem.
nclusion
The system includes agencies, organizations, individuals and businesses that must work together
on social, economic, environmental and individual factors to create conditions for improved health
and well-being in a community. The illustration below shows the variety of entities that contribute
to the local public health system and the interconnectednes s of each to the other’s work.
FIGURE 5-1: LOCAL PUBLIC HEALTH SYSTEM

• Affordable housing and related services

Faith
Instit
.

• A drug, violence, and gang free
environment
• Better access to health care for residents, including mental health services,
emergency medical care, and late-night
clinics
• More employment opportunities
• Strong schools and educational opportunities for children, youth, and families
in all areas of the County
• Improved transportation options,
including better roads and sidewalks
and transit lines that connect families to
hospitals and pharmacies
• Improved access to fresh, healthy foods,
especially in schools
• Expanded opportunities for community
dialogues and engagement
• Multilingual resources and services
• Funding

Chapter 3: Local Public Health System
Assessment
The Local Public Health System Assessment
(LPHSA) examined the capacity and capability of the network of organizations (Figure
1) that contribute to the health and wellbeing of the community. The LPHSA takes a
systematic look at the broad set of services
provided within the system. The system
includes agencies, organizations, individuals and businesses that must work together
on social, economic, environmental and
individual factors to create conditions for

improved health and wellbeing in a community. The illustration above shows the
variety of entities that contribute to the
local public health system and the interconnectedness of each to the others' work. Key
findings from the assessment are summarized below.
ESSENTIAL PUBLIC HEALTH SERVICES
RANKINGS

The Local Public Health System assessment provided an opportunity to examine
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10 ESSENTIAL PUBLIC HEALTH SERVICES

1.

Monitor health status to identify community health
problems.

2.

Diagnose and investigate health problems and health
hazards in the community.

3.

Inform, educate, and empower people about health
issues.

4.

Mobilize community partnerships to identify and solve
health problems.

5.

Develop policies and plans that support individual and
community health efforts.

6.

Enforce laws and regulations that protect health and ensure
safety.

7.

Link people to needed personal health services and assure
the provision of health care when otherwise unavailable.

8.

Assure a competent public health and personal healthcare
workforce.

9.

Evaluate effectiveness, accessibility, and quality of personal
and population-based health services.

which Essential Public Health Services (EPHS) are currently strong
in Napa County, and which could be strengthened. It also examined aspects of the public health system where Napa County
faces challenges and could improve. The table on the next page
presents the three EPHS ranked highest and lowest in the assessment process. Assessment participants were a cross section of
representatives from the local public health system including law
enforcement, fire and ambulance services, health care providers, education, community-based organizations, and faith based
institutions as well as community members.
OVERALL STRENGTHS AND CHALLENGES

In addition to documenting rankings for the each of the 10
Essential Public Health Services, the CHA was able to document
overall strengths and challenges related to delivery of these
services. They include the following, as shown in the table on the
next page.

10. Research for new insights and innovative solutions to health
problems.
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conclusion

NAPA COUNTY PUBLIC HEALTH ESSENTIAL SERVICES RANKINGS
HIGHEST RANKED ESSENTIAL SERVICES

LOWEST RANKED ESSENTIAL SERVICES

1.

Diagnose and investigate health problems and health
hazards.

1.

Research for new insights and innovative solutions to health
problems.

2.

Enforce laws and regulations that protect health and ensure
safety.

2.

Assure a competent public and personal health care
workforce.

3.

Develop policies and plans that support individual and
community health efforts.

3.

Mobilize community partnerships to identify and solve health
problems.

NAPA COUNTY PUBLIC HEALTH ESSENTIAL SERVICES
OVERALL STRENGTHS

OVERALL CHALLENGES

• Developing partnerships and collaborations
across diverse stakeholders (e.g., nonprofits
and County government, among health care
providers, among nonprofits)

• System-wide sharing of resources (e.g., to monitor health status, diagnose and
investigate health hazards, develop partnerships)

• Collaborating on activities related to Live
Healthy Napa County

• Developing partnerships with community members, within certain geographical
regions of the County, and between business community and nonprofits

• Coordinating data systems

• Developing a proactive approach to address needs and issues
• Assessing overarching County needs and issues (i.e., systems approach)
• Disseminating data in accessible formats
• Budget cuts and limited resources
• Lack of coordination and communication between services/organizations

N A PA C O U N T Y C O M P R E H E N S I V E C O M M U N I T Y H E A LT H A S S E S S M E N T A P R I L 2 0 1 3
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Chapter 4: Community Health Status Assessment
Understanding the health status of Napa County residents is essential to understanding community health. The Community Health
Status Assessment examined more than 120 indicators across eight broad-based categories related to health and wellbeing; below is a
summary of key findings from the assessment.
CHSA HIGHLIGHTS: STRENGTHS

• The percent of children living below the federal poverty level in Napa County (12%) is substantially below the statewide average
of 19.1% (2006-2010 data).
• Although the Napa County unemployment rate rose in recent years, it has leveled off and remains lower than the unemployment
rate in California overall (9.5% vs. 12.3% in 2011).
• The violent crime rate declined in Napa County between 2006 and 2010 and is lower than the violent crime rates for both the Bay
Area region and California.
• Napa County had a mean number of 0.21 days of unhealthy ozone exposure between 2007 and 2009 compared to an average of
11.8 days statewide.
• Napa County has more grocery stores (27.8/100,000) and fewer fast food restaurants (54.9/100,000) per capita than either
California or the U.S.
• Pesticide use declined 34% between 1999 and 2009 and the use of highly toxic pesticides such as methyl bromide has been
largely phased out.
• 96.8% of new mothers in Napa County initiate breastfeeding in the hospital.
• Napa County meets or exceeds the Healthy People 2020 objectives for low birth weight babies, percent of preterm births, births
to teen mothers, infant and child mortality, and the percent of women who are late to prenatal care.
• In Napa County, 93.6% of kindergarteners have all required immunizations.
• The majority (84.8%) of Napa County residents self-rate their health as being good to excellent.
• Although they continue to be leading causes of death, Napa County has met the Healthy People 2020 objectives for reducing
heart disease (97.4 deaths per 100,000) and lung cancer death (41.1 deaths per 100,000) rates.
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CHSA HIGHLIGHTS: CHALLENGES

• About 15% of residents in Napa County self-rate their health as fair or poor; Latino and low-income residents report fair or poor
health at higher than average rates.
• Only about half of Napa County adults and children eat five or more serving of fruits and vegetables daily. Additionally, 41.5% of
children between the ages of 2 and 11 years drink one or more sugar sweetened beverages every day.
• In Napa County, 40% of fifth, seventh, and ninth grade students and 60% of adults are overweight or obese.
• Slightly more than half (57.5%) of all Napa County adults reported engaging in little or no physical activity each week.
• Within Napa County, 15.8% of residents (21,587 people) have no health insurance; 49.3% of unemployed and 32.9% of foreign
born individuals were uninsured in 2011.
• In 2007, less than half of seniors (39.8%) reported having dental insurance.
• The rate of non-fatal Emergency Department (ED) visits for fall related injuries among seniors (5,557/100,000 in 2011) has
increased in Napa County since 2009 and remains higher than the statewide rate.
• Among Napa County high school youth, one quarter (25%) of ninth grade students and one-third (34%) of eleventh grade
students reported using alcohol within the past 30 days; furthermore, 21% of ninth graders and 25% of eleventh graders reported
driving after drinking or being in a car with a friend who had been drinking.
• Between 2008 and 2010, there were 47 suicides in Napa County; this is higher than both the statewide rate and the Healthy
People 2020 objective.
• A third (33%) of 11th grade students in Napa County reported feeling sad or hopeless for two weeks or more in the last year.
• The age-adjusted cancer incidence rates (newly diagnosed cancer cases) are significantly higher for both men and women in Napa
County than for the State of California overall.
• The top three leading causes of death among all Napa County residents over one year of age are: coronary heart disease, stroke,
and lung cancer, all of which have modifiable risk factors.
• The top three causes of premature death among all Napa County residents ages 1-74 are: coronary heart disease, motor vehicle
accidents, and suicide.
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2.
CONCLUSION
Participants in the development of
this comprehensive Community Health
Assessment have consistently emphasized
the importance of ensuring that Napa
County residents have access to a broad
range of services and activities that,
together, create a healthy, thriving community and healthy community members.
Examples include having access to affordable health-related services, education,
healthy foods, transportation, active
lifestyle options (e.g., sidewalks and safe
parks), employment and housing opportunities, and access to mental health services. Participants described their vision
of a healthy Napa County as: a place
where the physical and mental health of
the community matters, and where community members have opportunities to
feel engaged in meaningful ways throughout the course of their lives.
Recognizing the hard work needed to
achieve this vision, participants identified
strengths and resources within and across
Napa County that can be supported and/
or enhanced. Participants also emphasized the need to develop a proactive,
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preventive approach to address the
leading health issues and health disparities identified across the County. Time
and time again, participants underlined
the importance of addressing disparities
throughout Napa County, including disparities related to health status, accessing
and navigating health services, the educational system, socioeconomic status, and
access to promising job opportunities. A
consistent theme—one that was prioritized in meetings and discussions, as well
as seen in the data presented throughout
this report—is that Latino community
members are marginalized in a number
of ways, and that disparities related to
Latino community members in Napa
County need to be addressed.
As described earlier, the next stage in
the LHNC process is the development
of the Community Health Improvement
Plan. To assist in that effort, this final
section presents a summary of crosscutting themes. They have been organized
into four categories: strengths (data that
illustrate positive health attributes across
Napa County), challenges (data that
illustrate health issues across the County),
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disparities (data that reveal health challenges within a subpopulation in Napa
County), and steps forward (important
considerations and potential actions for
the CHIP process).

conclusion

CROSSCUTTING THEMES: STRENGTHS ACROSS NAPA COUNTY

• Overall, community members rate themselves as having good to excellent health.
• Napa County has many clean, safe neighborhoods with access to recreation areas.
• Use of agricultural pesticides in Napa County has steadily declined over the past decade and levels of environmental ozone and fine
particulate matter are generally low.
• Community members generally feel that Napa County has a good school system and a strong economy with local jobs.
• Overall Napa County has very high routine disease screening and immunization rates.
• The teen birth rate in Napa County has been steadily declining and remains lower than the California teen birth rate.
• Napa County meets or exceeds many of the national standards for maternal and child health.
• Rates of reportable sexually transmitted infections, including HIV, in Napa County are significantly below statewide rates.
• The Local Public Health System is able to enforce laws and regulations that protect health and ensure safety.
• The Local Public Health System has the capability and expertise to effectively diagnose and investigate health problems and health
hazards.
• There are strong partnerships and collaborations across diverse stakeholders.
• There is strong community involvement in Napa County.
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CROSSCUTTING THEMES: CHALLENGES ACROSS NAPA COUNTY

• Napa County’s Local Public Health System (LPHS) (Figure 5-1 on page 109) has challenges coordinating data systems, communicating
between services and organizations, and system-wide sharing of resources.
• Napa County’s LPHS has challenges developing partnerships, including with community members, in certain geographic regions of the
County, and between the business community and nonprofits.
• Only about half of Napa County adults and children eat the recommended servings of fruits and vegetables daily.
• Slightly more than half of all Napa County adults reported engaging in little or no physical activity each week.
• Overweight and obesity rates are a concern among all age groups, but it is particularly concerning that nearly 40% of fifth, seventh and
ninth graders in Napa County are now overweight or obese.
• Too many Napa County residents lack health and dental insurance, with marginalized populations particularly affected.
• Drug and alcohol abuse is a serious concern; over one third of Napa County adults have reported binge drinking within the past year
and one quarter of ninth grade students report alcohol use in the past month.
• Many individuals and families are living in poverty in Napa County; over one quarter of all residents and one third of families with children under 18 live below 200% of the federal poverty level.
• Mental health is an important concern among Napa County residents; the suicide death rate in Napa County is above the Healthy
People 2020 national objective and nearly one in five 9th and 11th graders have indicated that they’ve seriously considered attempting
suicide within the past 12 months.
• The top three causes of death among all Napa County residents over one year of age are: coronary heart disease, stroke, and lung
cancer, which all have modifiable risk factors.
• The top three causes of premature death among all Napa County residents ages 1-74 are: coronary heart disease, motor vehicle
accidents, and suicide.
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CROSSCUTTING THEMES: SIGNIFICANT HEALTH DISPARITIES IN NAPA COUNTY

• While the overall health status rating is very good in Napa County, Latino residents in the County reported fair or poor health at nearly
three times the frequency of non-Latino white residents.
• Despite the fact that the County’s overall rates of Sexually Transmitted Infections (STI) are lower than state levels, Latino and African
American residents are more likely than non-Latino white residents be diagnosed with Chlamydia.
• A higher percentage of Latino residents, people with lower educational attainment (high school or less), and female headed households
are living in poverty compared to other groups in the County.
• The City of Calistoga and the City of Napa each had census tracts with high concentrations of families living below 200% of the Federal
Poverty Level (FPL).
• Hispanic/Latino residents and those who identify with “two or more races” had higher rates of unemployment compared to the overall
County unemployment rate of 7.4%.
• Latinos, socioeconomically disadvantaged students, and English Language Learners are overrepresented among high school dropouts
in Napa County.
• The percentage of third grade English Language Learner students reading at or above grade level (15%) is four-fold lower than the
percentage of all other students (61%) reading at or above grade level.
• Napa County adults with an income below 200% of the federal poverty level (FPL) were nearly two times as likely to be obese as adults
with higher incomes (above 399% FPL).
• Adults with less than a high school education were three times as likely to be obese as those with a college degree.
• Within Napa County, 18.3% of low-income preschoolers are obese.
• Eleventh grade minority students in Napa County reported harassment for bias-motivated reasons more frequently than their non-Latino
white counterparts.
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CROSSCUTTING THEMES: A PATH FORWARD IN NAPA COUNTY

Based on the quantitative and qualitative data gathered, as well as insights from three Steering Committee meetings held
during the development of the CHA, Napa County has the opportunity to take several important steps to (a) set the stage for a
successful Community Health Improvement Plan, and (b) strengthen the overall health and wellbeing of all County residents for
the long term. These steps may include the following:
• Develop approaches to coordinate data systems and communication between services and organizations.
• Develop approaches to engage in a system-wide sharing of resources.
• Increase collaborative efforts and partnerships in order to meet the complex needs of Napa County residents.
• Develop proactive community engagement and prevention strategies.
• Develop approaches to address disparities identified throughout this assessment.
• Address health issues related to overweight and obesity.
• Address excessive use of alcohol and drugs among all ages.
• Address mental health issues.
• Increase access to fresh, healthy foods, especially in schools.
• Address the sources of the leading causes of death and premature death.
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Appendix A. LHNC Community Health Survey

Live Healthy Napa County
Community Health Survey
Please take a minute to complete the survey below. The purpose of this survey is to get your opinions about community health
issues and concerns in Napa County. Live Healthy Napa County (LHNC) will use the results of this survey and other information to
identify the most important problems that can be addressed through community action.
Your opinion is important! If you have already completed a survey, please don’t fill out another one. Thank you and if you have any
questions, please contact us (see contact information on back).
1.

Where do you live? Please check one from the following list:







2.

American Canyon
Angwin
Calistoga
City of Napa
Deer Park
Lake Berryessa







Oakville
Rutherford
St. Helena
Yountville
Other: ___________________________

Where do you work? Please check one from the following list:









American Canyon
Angwin
Calistoga
City of Napa
Deer Park
Lake Berryessa
Oakville
Rutherford

Live Healthy Napa County Community Health Survey
Napa County Comprehensive Community Health Assessment









April 2013

St. Helena
Yountville
Work at home
Not working
Work outside of Napa County
Unincorporated Napa County
Other: _______________

1

For the following questions, please circle the number to the left of your answer.
3.

In the list below, what do you think are the three most important factors that make this county a good place to live?
Circle only 3 numbers of the 15 below:
1
2
3
4
5
6
7
8

4.

Community involvement
Low crime/safe neighborhoods
Good schools
Access to health care
Parks and recreation
Clean environment
Affordable housing
Acceptance of diversity

9
10
11
12
13
14
15

In the list below, what do you think are the three most important health issues in Napa County? (The most important health issues are
those problems that you feel have the greatest impact on overall community health in Napa County.)
Circle only 3 numbers of the 21 below:
Motor vehicle crashes
2 Violence (e.g., gangs, firearm-related injuries)
3 Mental health issues
4 Sexually transmitted diseases (e.g., HIV, HPV)
5 Teenage pregnancy
6 Domestic violence
7 Child abuse / Child neglect
8 Hunger
9 Healthy food access/ Poor diet
10 Inactivity/ Lack of exercise
11 Unsafe roads/ Sidewalk conditions

12 Homelessness

1

5.

13 Tobacco use
14 Alcohol and drug abuse
15 Lack of access to health care
16 Chronic diseases (e.g., cancer, diabetes, high blood pressure)
17 Aging problems (e.g., arthritis, hearing/vision loss, etc.)
18 Agricultural pesticides
19 Air quality
20 Water quality/ Water conservation
21 Other: ______________________

I think Napa County is a ______ community to live in.
Circle one to fill in the blank.
1 Very Unhealthy

6.

Good jobs and healthy economy
Strong family life
Healthy behaviors and lifestyles
Low death and disease rates
Religious or spiritual values
Arts and cultural events
Other:______________________

2 Unhealthy

3 Healthy

4 Very Healthy

5 Don’t Know

I think Napa County is a _______ place to grow up or raise children.
Circle one to fill in the blank.
1 Very Unsafe

2 Unsafe

3 Safe

Live Healthy Napa County Community Health Survey
Napa County Comprehensive Community Health Assessment

4 Very Safe

5 Don’t Know

April 2013

2

7.

Where do you go most often to access health care services for yourself and your family?
Circle one number that best applies:
1
2
3
4
5
6
7
8
9

8.

Napa County hospitals
Napa County clinics/ health centers
Napa County emergency rooms
Community-based organizations
Schools/Universities
Mobile health vans
Alcohol or drug dependency programs
Napa County Health and Human Services Agency
Other: ___________________________________________________________

If you needed health care services in the past year, were you able to get these services in Napa County?
Circle one number that best applies:
1
2

Yes
No

3 I was able to get some services in Napa

County, but not all the services that I needed.
4 I did not need any health care services.

If no, please explain why you were not able to get health care services in Napa County.
__________________________________________________________________________
9.

If you got health care services outside of your home city, circle one number that best matches why:
1
2
3
4
5

My doctor of choice is in another city.
No providers for services I need.
My insurance only covers doctors in another area.
No appropriate doctors accept Medicare or Medi-Cal.
Other: _______________________________________________________________

10. Within the past year, what types of mental health services did you or anyone in your family use?
Circle all numbers that apply:
1
2
3
4

None
Crisis Care
Hospitalization
Counseling/Therapy

Live Healthy Napa County Community Health Survey
Napa County Comprehensive Community Health Assessment

5
6

Residential Treatment
Needed services, but did not use because:
_______________________________

April 2013
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11. How do you pay for your health care?
Circle all numbers that apply:
1
2
3
4
5

No insurance (pay cash)
Health Insurance (e.g., private
insurance, Blue Shield, HMO)
Medi-Cal
Medicare
Medicare Supplemental Insurance

6
7
8
9

Healthy Families
Veterans Administration
Indian Health Service
Other: _______________________

12. Within the past year, what types of social service benefits did you or anyone in your family receive?
Circle all numbers that apply:
1
2
3
4
5
6
7

None
Food stamps (SNAP)
Healthy Families insurance
TANF (Cash Aid)
Housing assistance
Medi-Cal/Medicare
Respite care

8
9
10
11
12
13

Subsidized child care
Child welfare services
Unemployment services
Legal Aid
Social Security
Other:______________________

13. If you received benefits, were you able to get them in Napa County?
Yes

No

If no, please describe/explain.
_____________________________________________________________________
14. Are you currently employed? (Circle one.)
1 Not employed

2 Self-employed

3 Employed part-time

4 Employed full-time

15. If not working, what is the main reason you are not working? (Circle one.)
1
2
3

Medically ill or disabled
Cannot find work
Retired

Live Healthy Napa County Community Health Survey
Napa County Comprehensive Community Health Assessment

4
5
6

April 2013

Taking care of family
Need training
Other:________________________

4

16. Do you think there are enough jobs in Napa County?
For adults?

Yes

No

For youth?

Yes

No

17. How much stress do you feel at your job on a regular basis? (Circle one.)
1
2
3

None
Some stress
A lot of stress

18. Are you satisfied with your housing situation?
If no, why not? Circle all numbers that apply:
1
2
3

4
5

Yes

Too much stress
Not working

No

Too small
Too many people living in the same
home (i.e., over-crowded)
Problems with other people

4
5
6
7

Too run down
Too expensive
Too far from town/services
Other: ___________________

19. In Napa County, the places where I go for recreation most often are:
Circle only three numbers from the list below:
1
2
3
4
5
6
7
8

Parks
Movie theaters
Live theater/performances
Social club/service club
Rivers/lakes/beaches/woods
Sports fields
Swimming pools
Health/fitness clubs

9
10
11
12
13
14
15
16

Dance halls
Centers for yoga, tai-chi, etc.
Church
Senior center
Library
Neighborhood (walking/biking)
Restaurants
Other:______________________

20. Recreation activities that I would use if they were available in Napa County are:
___________________________________________________________________________

Live Healthy Napa County Community Health Survey
Napa County Comprehensive Community Health Assessment

April 2013
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21. Approximately how many hours per month do you participate in community activities such as volunteering in schools, hospitals,
voluntary organizations and churches?
Circle one.
1 None

2 1 to 5 hours

3 6 to 10 hours

4 Over 10 hours

I would spend more time participating in community activities if:
___________________________________________________________________________
Please answer the following questions about yourself so we can see how different types of people feel about these local health
issues. (This section is optional.)
22. Zip code where you live: __ __ __ __ __
23. Your Gender:

Male

Female

26. Your highest educational level:
Circle one.
1 Less than High School graduate

24. Your age:
Circle one.

2 High School Diploma
3 GED

1 Under 18 years

4 Some college

2 18 to 25 years

5 College degree

3 26 to 39 years

6 Graduate or professional degree or higher

4 40 to 54 years

7 Other:_____________________

5 55 to 64 years
6 65 to 80 years
7 Over 80 years

27. Annual Household Income:
Circle one.
1 Less than $20,000

25. Ethnic group(s) you most identify with:
Circle all that apply.

2 $20,000 to $34,999
3 $35,000 to $49,999

1 African American/Black

4 $50,000 to $64,999

2 Asian/Pacific Islander

5 $65,000 to $79,999

3 Hispanic/Latino

6 $80,000 to $100,000

4 Native American

7 Over $100,000

5 White/Caucasian

Number of people in your household*: _____

6 Other:______________________

*Household means the number of family and
non-family members living in the same house
together.
Live Healthy Napa County Community Health Survey
Napa County Comprehensive Community Health Assessment

April 2013
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28. Where did you get this survey?
Circle one.
1 Church

4 Post Office

2 Community Meeting/ Event

5 Electronic mail

3 Grocery Store/ Shopping Mall

6 Other:____________________

Thank you very much for your response!
Please return completed surveys to the address below by November 30, 2012. You can also scan and fax or email the
completed surveys. If you would like more information about this project, please contact us at the number below.
Mail to:

MIG, Attn: Jamillah Jordan
800 Hearst Avenue
Berkeley, CA 94710

Live Healthy Napa County Community Health Survey
Napa County Comprehensive Community Health Assessment

Phone:
Fax:
Email:

510-845-7549
510-845-8750
jamillahj@migcom.com

April 2013
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Napa County Comprehensive Community Health Assessment

April 2013

8

Appendix B: Community Health Status Assessment Data Book

HP2020

Napa County
and HP 2020

Sources

NA

NA

ACS

NA

NA

ACS

NA

NA

ACS

NA

NA

ACS

NA

NA

ACS

NA

NA

NA

MIT

*Data for Napa County not regionally adjusted.
Calculated at http://livingwage.mit.edu

$47,212
(2012)

NA

NA

NA

MIT

*Data for Napa County not regionally adjusted.
Calculated at http://livingwage.mit.edu

Gini coefficient of income inequality
Proportion of renters spending 30% or more of
household income on rent

48.1
(2011)
62.5%
(2011)

48.1
(2011)
57.7%
(2011)

47.5
(2011)
53.4%
(2011)

NA

NA

ACS

Values range from 0‐100, with larger values
indicate more income inequality

NA

NA

ACS

Percent enrolled in Supplemental Nutrition
Assistance Program(SNAP)

3.4%
(2009)

8.4%
(2009)

12.6%
(2009)

NA

NA

Census
(SAIPE)

Percentage of households reporting food
insecurity

52.2%
(2009)

40.4%
(2009)

34.8%**
(2009)

NA

NA

Percent of the population that speak English less
than "very well"

19.3%
(2011)

19.4%
(2011)

8.7%
(2011)

NA

NA

ACS

41.8%
(2009‐2010)
17.8%
(2006‐2010)

55.6%
(2009‐2010)
19.3%
(2006‐2010)

47.0%
(2009‐2010)
15.0%
(2006‐2010)

NA

NA

US Dept of Ed

NA

NA

ACS

Socioeconomics

Napa County

CA

US

Percent of people living below 100% of Federal
Poverty Level
Percent of children under age 18 living below
100% of Federal Poverty Level
Percent of people living below 200% of Federal
Poverty Level
Unemployment Rate (percent of civilian labor
force currently unemployed)

10.0%
(2006‐2010)
12.0%
(2006‐2010)
26.4%
(2006‐2010)
9.5%
(2011)
$67,389
(2006‐2010)

13.7%
(2006‐2010)
19.1%
(2006‐2010)
32.8%
(2006‐2010)
12.3%
(2011)
$60,883
(2006‐2010)

13.8%
(2006‐2010)
19.2%
(2006‐2010)
32.0%
(2006‐2010)
9.1%
(2011)
$50,502
(2011)

Living Wage ‐ Annual income required to support
household with two adults*

$34,287
(2012)

$34,790
(2012)

Living wage ‐ Annual income required to support
one adult and one child*

$47,875
(2012)

Median household income

Percent of children eligible for free or reduce
price school lunch
Percent of adults age 25+ without high school
diploma

Napa County Comprehensive Community Health Assessment

April 2013

Comments

**This is based on families at 185% FPL, whereas

CHIS/ BRFSS estimates in CA are for families at <200%FPL

9
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Socioeconomics

Napa County

CA

US

HP2020

Napa County
and HP 2020

Percent of students reported as "drop outs" from
high school
Percent of students meeting UC or CSU course
requirments

13.3%
(2010‐2011)
33.8%
(2010‐2011)

14.4%
(2010‐2011)
36.9%
(2010‐2011)

7.4%**
(2010)

NA

NA

NA

NA

NA

CDE

Sources

Comments

CDE/US Dept **Caution: US drop out rate calculated differently
than California dropout rates.
of Ed

Quality of Life
Voter turnout rate as a percent of eligible voters
Proportion of renter occupied households living
in overcrowded environments (>1.5
persons/room)

51.5%
(2010)

43.7%
(2010)

41.7%
(2010)

NA

NA

SOS

4.4%
(2006‐2010)

5.1%
(2006‐2010)

1.9%
(2006‐2010)

NA

NA

ACS

Percent of fourth grade children reading at
proficient or advanced level
Percent of students grades 2 and above
proficient in English Language Arts (ELA) and
Math on the STAR test

62%
(2012)
59.5% ELA
54.2% Math
(2012)

67.0%
(2012)
58.1% ELA
59.5% Math
(2012)

71.4%
(2011)

>=36.3

Met

CDE/US Dept
of Ed

NA

NA

NA

CDE

Percent of English language learners (K‐12) who
met California English Language Develoment Test
(CELDT) criteria for proficiency

39.0%
(2011‐2012)

42.0%
(2011‐2012)
NA

NA

NA

CDE

Percent of English language learners (grade 10)
who passed the California High School Exit Exam
in English Language Arts (ELA) and Math

30% ELA
42% Math
(2012)

44% ELA
56% Math
(2012)

NA

NA

NA

CDE

7%
(2011‐2012)
400 calls
2.9/1,000
(2010)

8%
(2009‐2011)
166,351 calls
4.3/1,000
(2010)

NA

NA

NA

CHKS

NA

NA

NA

CA DOJ

Percentage of 11th grade students reporting
current gang involvement
Number of domestic violence calls for assistance
and rate per 1,000 population

Napa County Comprehensive Community Health Assessment

April 2013
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Napa County

CA

US

HP2020

Napa County
and HP 2020

1,494/100,000
(2008)

1,203/100,000
(2008)

NA

NA

NA

2.9/1,000
(2010)

4.4/1,000
(2010)

4.0/1,000
(2010)

NA

NA

Fast Food Restaurants per 100,000 population

54.9/100,000
(2009)

69.4/100,000
(2009)

68.4/100,000
(2009)

NA

NA

USDA

Grocery Stores per 100,000 population

27.8/100,000
(2009)

22.2/100,000
(2009)

21.8/100,000
(2009)

NA

NA

USDA

WIC Authorized Grocery Stores per 100,000
population

17.4/100,000
(2012)

15.8/100,000
(2012)

15.6/100,000
(2012)

NA

NA

USDA

5.2%
(2006)

14.6%
(2006)

23.6%
(2006)

NA

NA

USDA

Liquor Stores per 100,000 population (see
comment)

34.4/100,000
(2010)

10.6/100,000
(2010)

9.7/100,000
(2010)

NA

NA

Census

Recreation and Fitness Facilities per 100,000
population

13.2/100,000
(2009)

8.7/100,000
(2010)

10.0/100,000
(2010)

NA

NA

Census

Percent of population living within 1/2 mile of a
park

57.6%
(2010)

58.6%
(2010)

NA

NA

NA

Census, ESRI

Percentage of days exceeding emissions
standards (particulate matter 2.5 level)

6.2%
(2008)

4.2%
(2008)

1.2%
(2008)

NA

NA

CDC NEPHTN

1,326,805
24 of 58
(2010)

173,213,823
(2010)

5,085 million
(2007)

NA

NA

CDPR

Quality of Life
Rate of arrests for alcohol related offenses
among persons age 10 to 69 years

Violent crime rate

Percent of population that is low‐income and
lives > 1 mile from supermarket/large grocery
store

Pounds of pesticides applied and rank among
California counties
Napa County Comprehensive Community Health Assessment

April 2013

Sources

Comments

CA ADP
FBI Uniform Violent crime includes murder and non‐negligent
Crime
manslaughter, forcible rape, robbery, aggravated
assault
Reports

Values for CA and US are mean values for all
counties listed in USDA data spreadsheet for Food
Environment Atlas

Includes wine retail businesses.
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Social and Mental Health

Napa County

CA

US

HP2020

Napa County
and HP 2020

Sources

Adults with adequate social or emotional
support

76.9%
(2006‐2010)

75.0%
(2006‐2010)

80.3%
(2006‐2010)

NA

NA

BRFSS

Average number of mentally unhealthy days
reported in last 30 days (age adjusted)

4.1
(2004‐2010)

3.6
(2004‐2010)

NA

2.3**

Not met

BRFSS

Percent of people who report being linguistically
isolated

8.3%
(2007‐2009)

10.2%
(2009‐2011)

4.6%
(2010)

NA

NA

ACS

Percent of adults with a physical, mental or
emotional disability

24.8%
(2009)

27.4%
(2009)

NA

NA

NA

CHIS

BRFSS data not comparable

Percent of adults age 65+ with a physical, mental
or emotional disability

46.3%
(2009)

52.2%
(2009)

NA

NA

NA

CHIS

BRFSS data not comparable

Reports to Adult Protective Services (APS)
regarding elder abuse (count and rate per 1,000
age 65+)*

260
12.6/1,000
(2011‐2012)

17,421
9.4/1,000
(2011‐2012)

NA

NA

NA

Substantiated allegations of child maltreatment
per 1,000 children ages 0‐17

4.2/1,000
(2011)

9.6/1,000
(2011)

9.2/1,000
(2010)

<=8.5

Met

Non‐fatal emergency department visits for self‐
inflicted injuries among youth age 5‐19

95.2/100,000
(2009‐2011)

103.3/100,000
(2009‐2011)

103.7/100,000
(2009‐2011)

NA

NA

OSHPD/ CDC
WISQARS Treated and released or transferred

33%
(2011‐2012)

32%
(2011‐2012)

28.8%
(2011)

NA

NA

CHKS/ YRBSS

27.0%
(2011‐2012)

21.0%
(2009‐2011)

16.0%
(2011)

NA

NA

CHKS/ YRBSS

Percent of 11th grade students who felt sad or
hopeless almost everyday for 2 weeks or more
so that they stopped doing some usual activities
Percent of 11th grade students who report
they've been victims of cyber bullying in the past
12 months

Napa County Comprehensive Community Health Assessment

Comments

**Not a Healthy People 2020 indicator, but
National Benchmark used by County Health
Rankings 2012.

Care should be used in drawing conclusions from

April 2013

Napa County/ comparison with statewide data. Data is not
collected uniformly from all APS agencies.
CDSS

CDSS‐UCB

http://cssr.berkeley.edu/ucb_childwelfare/RefRat
es.aspx
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Napa County

CA

US

HP2020

Napa County
and HP 2020

Sources

8.0%
(2011‐2012)

8.0%
(2009‐2011)

NA

NA

NA

CDE

27%
(2011‐2012)

28%
(2011‐2012)

17.1%
(2011)

NA

NA

15.6%
(2007/2009)

15.4%
(2007/2009)

NA

NA

NA

CHIS

68.6%
(2007/2009)

56.3%
(2007/2009)

NA

NA

NA

CHIS

Percent of mothers initiating breastfeeding in the
hospital
Percent of WIC mothers exclusively
breastfeeding at 6 months

96.8%
(2011)
28.7%
(2011)

91.7%
(2011)
21.7%
(2009)

76.9%
(2009)
16.3%
(2009)

>=81.9%

Met

>=25.5%

Met

CDPH/ NVSS
Napa
WIC/CDC

Percent of newborns with low birth weight

5.1%
(2011)

6.8%
(2010)

8.2%
(2010)

<=7.8%

Met

Napa/ CDPH
IPODR/ NVSS

Percent of newborns with very low birth rates

0.6%
(2011)

1.1%
(2010)

1.5%
(2010)

<=1.4%

Met

Napa/ CDPH/
NVSS

Percent of women late to prenatal care (past first
trimester)

15.8%
(2010)

16.5%
(2010)

29.2%
(2007)

<=22.1%

Met

CDPH IPODR/
NVSS

Social and Mental Health
Percent of 11th grade students reporting
harassment on school property related to their
sexual orientation
Percent of 11th grade students reporting
harassment or bullying on school property within
the past 12 months for any reason
Percent of adults who needed help for
emotional/mental health problems or use of
alcohol/drug
Among adults who indicated they needed help,
percent who saw any healthcare provider for
emotional‐mental and/or alcohol‐drug issues in
past year

Comments

YRBSS uses term "bullying" as opposed to
CHKS/ YRBSS harassment in their survey question

Maternal, Child and Adolescent Health

Napa County Comprehensive Community Health Assessment

April 2013
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Maternal, Child and Adolescent Health

Napa County
and HP 2020

Sources

NA

Napa/ CDPH/
NVSS

<=11.4%

Met

Napa/ CDPH
IPODR/ NVSS

<=36.2

Met

CDPH/CDC

Not met

CDPH IPODR/
NVSS

Napa County

CA

US

2.4%
(2011)

3.2%
(2008)

4.5%
(2010)

8.3%
(2011)
10.6/1,000
(2010)

10.0%
(2010)
15.2/1,000
(2010)

12.0%
(2010)
17.3/1,000
(2010)

Proportion of births by C‐section to low risk
women giving birth for the first time

24.0 %
(2010)

26.1%
(2010)

26.5%
(2007)

Percentage of mothers obese at the beginning of
pregnancy

22.4%
(2011)

20.0%
(2010)

22.6%
(2009)

NA

NA

Percentage of mothers reporting postpartum
depression

14.6%*
(2011/2012)

13.4%
(2010)

14.5%
(2004‐2008)

NA

NA

Infant deaths per 1,000 live births (within 1 year)

5.6/1,000*
(2007‐2009)

5.3/1,000
(2006‐2008)

6.7/1,000
(2006)

<=6.0

Met

CDPH/NVSS *Statistically unstable

Child mortality, 1‐4 years

25.2/100,000*
(2010)

19.8/100,000
(2010)

28.6/100,000
(2007)

<=25.7

Met

CDPH/NVSS *Statistically unstable, based on 2 deaths

Child mortality, 5‐14 years

14.9/100,000*(2
010)

10.1/100,000
(2010)

13.9/100,000
(2009)

NA

NA

CDPH/CDC

Percent of women with no prenatal care or
prenatal care not starting until 3rd trimester

Percent of pre‐term births (< 37 weeks gestation)
Births to teens age 15‐17 years

Napa County Comprehensive Community Health Assessment

April 2013

HP2020

NA

<=23.9%

Comments

Napa/ MIHA/
CDC PRAMS
QV Outreach
data/
MIHA/CDC *May not be representative sample of all women
in Napa County
PRAMS

*Statistically unstable, based on 3 deaths
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Healthcare and Preventative Services

Napa County

CA

US

15.8%
(2011)
87.8%
(2009)
129.5/100,000
(2009)
12.6%
(2007/2009)

18.1%
(2011)
83.5%
(2009)
118.1/100,000
(2009)
12.9%
(2007/2009)

15.1%
(2011)
80.0%
(2008)
118.2/100,000
(2009)
10.0%
(2007)

Preventable hospitalization rate among Medicare
enrollees
Percent of kindergarteners with all required
immunizations
Percent of adults age 50+ who have ever had a
sigmoidoscopy/colonoscopy

48/1,000
(2009)
93.6%
(2010)
69.4%
(2007/2009)

52/1,000
(2009)
90.7%
(2010)
65.5%
(2007/2009)

Percent of women age 21‐65 years with Pap test
in past 3 years
Percent of women age 55+ with mammogram in
past 2 years
Percent of adults with no dental visit in past year
Percent of adults with dental insurance in past
year
Percent of adults age 65+ with dental insurance
in past year
Percent of children and teens who could not
afford needed dental care
Median length of stay (in days) for hospice
patients

92.5%*
(2005/2007)
82.4%
(2007/2009)
12.4%
(2006‐2010)
56.3%
(2007)
39.8%
(2007)
4.1%*
(2007)
22
(2011)

88.3%
(2005/2007)
82.4%
(2007/2009)
30.5%
(2006‐2010)
66.3%
(2007)
49.4%
(2007)
6.0%
(2007)

Percent of deaths among Medicare patients that
occur in hospice

61%
(2010)

Percent of population without health insurance
Percent of adults with usual source of primary
care
Primary care physicians per 100,000 population
Percent of adults unable to obtain or had
difficulty obtaining medical care

Napa County Comprehensive Community Health Assessment

NA
95.2%
(2010)
52.1%
(2008)

HP2020

Napa County
and HP 2020

Sources

0.0%

Not met

ACS

>=83.9%

Met

CHIS/BRFSS

NA

NA

HRSA ARF

9.0%

Not met

CHIS/NHIS

49**

Met

BRFSS

NA

NA

CDPH

>=70.5%

Not met

CHIS/NHIS

>=93.0%

Not met

CHIS/NHIS

>=81.1%

Met

CHIS/NHIS

NA

NA

BRFSS

NA

NA

NA

CHIS

NA

NA

CHIS

NA

NA

CHIS/NHIS

NA

NA
7.0%
(2010)
21
(2010)

NA

NA

NVH/NHPCO

57%
(2010)

64%
(2010)

NA

Hospice
Market Atlas

84.4%
(2008)
73.7%
(2008)
29.3%
(2006‐2010)

April 2013

NA

Comments

**Not a Healthy People 2020 indicator, but
National Benchmark used by County Health
Rankings 2012.

*Statistically unstable

*Statistically unstable
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US
28.0%
(2003‐2009)

HP2020

Napa County
and HP 2020

Sources

NA

NA

CHIS/BRFSS

NA

NA

NA

CHIS

NA
43.5%
(2008)

NA

NA

CHIS

>=47.9%

Not met

CHIS

NA

NA

NA

CDE

71.9%
(2007/2009)

NA

NA

NA

CHIS

59%
(2011‐2012)

59%
(2009‐2011)

NA

NA

NA

CHKS

Percent of adults binge drinking at least once in
month prior.

19.4%
(2005)

17.6%
(2005)

27.0%
(2008)

<=24.3%

Met

CHIS/NSDUH

Percent of 11th grade students binge drinking at
least once in month prior

21.0%
(2011‐2012)

22.0%
(2009‐2011)

25.2%
(2011)

NA

NA

CHKS/YRBSS

Percent of 11th grade students reporting driving
after drinking (respondent or by friend)

26.0%
(2009‐2012)
14%
(2007/2009)
15.0%
(2009‐2011)

23.8%
(2011)
18.2%
(2004‐2010)
19.3%
(2011)

<=25.5%

Not met

CHKS/YRBSS

Percent of adults currently using tobacco
Percent of 11th grade students using cigarettes
any time within last 30 days

26.0%
(2011‐2012)
13.8%
(2007/2009)
11.0%
(2011‐2012)

<=12%

Not met

CHIS/BRFSS

<=21%

Met

CHKS/YRBSS

Percent of 11th grade students reporting
marijuana use within the last 30 days

24%
(2011‐2012)

21%
(2009‐2011)

25.5%
(2011)

NA

NA

CHKS/YRBSS

Behavioral Risk Factors
Adults Consuming 5+ Servings of
Fruits/Vegetables per Day
Children Consuming 5+ Servings of
Fruits/Vegetables per Day

Napa County
51.8%
(2005)
55%
(2007/2009)

CA
48.7%
(2005)
48.3%
(2007/2009)

Percent of children age 2‐11 drinking one or
more sugar sweetened beverages per day
Percent of adults participating in moderate or
vigorous physical activity
Percent of 5th, 7th and 9th graders who are
physically fit.**

41.5%
(2005)
42.5%
(2007)
65.5%
(2011‐2012)

41.0%
(2005)
36.3%
(2007)
62.8%
(2011‐2012)

Percent of children under 18 consuming fast
food at least once in past week

59.2%
(2007/2009)

Percent of 11th grade students who report
eating breakfast on day of survey.

Napa County Comprehensive Community Health Assessment

April 2013

Comments

**In the healthy fitness zone for aerobic capacity.
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Behavioral Risk Factors

Napa County

CA

US

HP2020

Napa County
and HP 2020

Sources

Percent of 11th grade students who report
they've been "high" from using drugs

44%
(2009‐2011)

36%
(2009‐2011)

NA

NA

NA

CHKS

Percent of adults who reported being in poor or
fair health

15.2%
(2009)

18.8%
(2009)

12.0%
(2010)

NA

NA

CHIS/NHIS

Percent of adults (20+ years) who are overweight
(BMI >25 and < 30)

31.9%
(2007/2009)

34.6%
(2007/2009)

36.4%
(2006‐2010)

NA

NA

CHIS/BRFSS

Percent of adults (20+ years) who are obese (BMI
> 30)

28.9%
(2007/2009)

23.2%
(2007/2009)

27.4%
(2009)

<=30.6%

Met

CHIS/BRFSS

Percent of 5th, 7th and 9th graders who are
overweight or obese (85% and above)

42.0%
(2011‐2012)

44.1%
(2011‐2012)

NA

NA

NA

CDE

Percent of low income (<200% FPL) preschool
children (age 2‐4) who are obese

18.3%
(2009‐2011)

15.8%
(2008‐2010)

14.6%
(2008)

<=9.6**

Not met

USDA

Percent of low income children (age 1‐5) in WIC
who are anemic

10.8%
(2011‐2012)

6.7%
(2011‐2012)

NA

NA

NA

WIC

Percent of adults ever diagnosed with asthma

17.5%
(2007/2009)

13.0%
(2007/2009)

13.2%
(2006‐2010)

NA

NA

CHIS/BRFSS

Percent of children ever diagnosed with asthma

17.5%
(2007/2009)

14.8%
(2007/2009)

14.0%
(2010)

NA

NA

CHIS

Percent of adults who have diabetes (20+ years
of age)

8.4%
(2009)

8.9%
(2009)

8.8%
(2009)

NA

CHIS/ CDC
NDSS

Percent of adults who have coronary heart
disease (20+ years of age)

8.1%
(2009)

6.2%
(2009)

6.0%*
(2010)

NA

CHIS/
NHANES

Comments

Illness and Injury

Napa County Comprehensive Community Health Assessment

April 2013

NA
NA

**Among all children age 2‐5

*estimate is age‐adjusted
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Illness and Injury

Napa County

CA

US

HP2020

Napa County
and HP 2020

Sources

Percent of adults who have ever been diagnosed
with high blood pressure

28.1%
(2007/2009)

26.2%
(2007/2009)

29.9%
(2005‐2008)

<=26.9%

Not met

CHIS/NHANES

Breast cancer age adjusted incidence

124.3/100,000
(2005‐2009)

123.2/100,000
(2005‐2009)

121.9/100,000
(2005‐2009)

NA

NA

NCI

Cervical cancer age adjusted incidence

6.1/100,000
(2005‐2009)

8.3/100,000
(2005‐2009)

8.0/100,000
(2005‐2009)

<=7.1

Met

NCI

Colorectal cancer age adjusted incidence

42.3/100,000
(2005‐2009)

38.1/100,000
(2005‐2009)

40.2/100,000
(2005‐2009)

<=38.6

Not Met

NCI

Lung cancer age adjusted incidence

58.4/100,000
(2005‐2009)

45.2/100,000
(2005‐2009)

55.7/100,000
(2005‐2009)

NA

NA

NCI

Prostate cancer age adjusted incidence

171.7/100,000
(2005‐2009)

143.0/100,000
(2005‐2009)

154.1/100,000
(2005‐2009)

NA

NA

NCI

Chlamydia Incidence

230.2/100,000
(2011)

438.0/100,000
(2011)

426.0/100,000
(2010)

NA

NA

HIV Incidence (newly diagnosed cases)

7.2/100,000
(2011)

13.9/100,000
(2009)

14.4/100,000
(2007)

<=13

Met

CDPH/CDC
Napa
PH/CDPH/
CDC

Tuberculosis incidence

4.1/100,000
(2011)

5.8/100,000
(2011)

3.6/100,000
(2009)

NA

NA

5,557/100,000
(2011)

4,018/100,000
(2011)

5,235/100,000
(2007)

<=4,712

Not met

CDPH
CDPH
EpiCenter/
CDC NCHS

NA

CDPH
EpiCenter/
CDC
WISQARS

Non‐fatal emergency department visits for fall
related injuries among adults 65 to 106 years

Non‐fatal emergency department visits for motor
vehicle crash injuries (occupants)

520/100,000
(2011)

Napa County Comprehensive Community Health Assessment

461/100,000
(2011)

828/100,000
(2010)
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Appendix B: Community Health Status Assessment Data Book

Napa County

CA

US

HP2020

Napa County
and HP 2020

Sources

Age adjusted death rate, all causes

662.4/100,000
(2008‐2010)

632.7/100,000
(2008‐2010)

753.1/100,000
(2007‐2009)

NA

NA

CDPH

All cancers age adjusted mortality rate

175.8/100,000
(2008‐2010)

151.7/100,000
(2008‐2010)

178.4/100,000
(2007)

<=160.6

Not met

CDPH/NVSS

Alzheimer's disease age adjusted mortality rate

30.5/100,000
(2008‐2010)

28.2/100,000
(2008‐2010)

25.7/100,000
(2009)

NA

NA

CDPH

Causes of Death

Breast cancer age adjusted mortality rate

19.1/100,000
(2008‐2010)

20.7/100,000
(2008‐2010)

22.9/100,000
(2007)

<=20.6

Met

Colorectal cancer age adjusted mortality rate

17.5/100,000
(2008‐2010)

14.1/100,000
(2008‐2010)

17.0/100,000
(2007)

<=14.5

Not met

Comments

*Statistically unstable. New data from state
shows Napa as having census tracts with invasive
breast cancer rates that were statistically
CDPH/NVSS significantly higher than the state rate in 2001.

CDPH/NVSS
National data for diabetes mortality is not
comparable to CA rates because the national
diabetes death rate is based on both underlying
and contributing causes.

Diabetes age adjusted mortality rate

18.7/100,000
(2008‐2010)

19.5/100,000
(2008‐2010)

see comment

NA

NA

CDPH

Heart disease age adjusted mortality rate

97.4/100,000
(2008‐2010)

121.6/100,000
(2008‐2010)

126.0/100,000
(2007)

<=100.8

Met

CDPH/NVSS

Homicide death rate

0.7/100,000*
(2008‐2010)

5.3/100,000
(2008‐2010)

6.1/100,000
(2007)

<= 5.5

Met

CDPH/NVSS *Statistically unstable

Lung cancer age adjusted mortality rate

41.1/100,000
(2008‐2010)

36.1/100,000
(2008‐2010)

53.0/100,000
(2009)

<=45.5

Met

CDPH/SEER

Motor vehicle crash death rate

9.2/100,000*
(2008‐2010)

7.9/100,000
(2008‐2010)

13.8/100,000
(2007)

<=12.4

Met

CDPH/NVSS *Statistically unstable

Napa County Comprehensive Community Health Assessment
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Appendix B: Community Health Status Assessment Data Book

Causes of Death

Napa County

CA

US

HP2020

Napa County
and HP 2020

Sources

Pedestrian motor vehicle death rate

0.90/100,000
(2007‐2010)

1.6/100,000
(2010)

1.4/100,000
(2008)

<=1.3

Met

CDPH/NVSS

Prostate cancer age adjusted mortality rate

24.2/100,000*
(2008‐2010)

21.2/100,000
(2008‐2010)

23.5/100,000
(2007)

<=21.2

Not met

CDPH/NVSS *Statistically unstable

Stroke age adjusted mortality rate

37.2/100,000
(2008‐2010)

37.4/100,000
(2008‐2010)

42.2/100,000
(2007)

<=33.8

Not met

CDPH/NVSS

11.5/100,000
(2008‐2010)
5,365 yrs/
100,000
(2006‐2008)

9.7/100,000
(2008‐2010)
5,641 yrs/
100,000
(2007)

11.3/100,000
(2011)

<=10.2

Not met

CDPH/NVSS

6,474/100,000
(2010)

NA

NA

CDPH/CDC

Suicide death rate
Years of Potential Life Lost Before Age 75, All
Causes

Napa County Comprehensive Community Health Assessment

April 2013
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Appendix C. Key Informant List
All key informant interviews were conducted during November and December 2012. These interviews were used to inform Assessment #1: Community
Themes, Strengths, and Forces of Change.

Public Health Experts
Name
Dr. Karen Smith, MD,
MPH

Title
Public Health
Officer/ Deputy
Director

Affiliation or Organization
Special Knowledge or Expertise
Napa County Public Health Over 20 years’ experience in local public health; knowledge of: public
health practice; community health assessment; health equity and
health disparities; public health law and advocacy.

Randolph F. Snowden, JD

Director Napa
County Health and
Human Services
Agency

Napa County Health and
Human Services Agency

Director, Napa County Health and Human Service Agency, 2005‐
present
Member, Board of Directors, Partnership Health Plan of California
(PHC), 2005‐present
Program Director, The Wolfe Center adolescent substance abuse
program, Napa, California 2003‐2004
Behavioral Healthcare Manager, Napa County Health and Human
Services Agency, 1999‐2003
Director, Alcohol and Drug Policy Institute, 2001‐2003
Administrator, Thunder Road adolescent substance abuse program,
Oakland, California 1987‐1996
Partner, Coombs & Dunlap, Napa, California 1978‐1990
BA and BS, University of California, Davis 1971
JD, University of California, Davis 1974

Community Leaders
Name
José Hurtado

Title
Vice President

Affiliation or Organization
NVUSD Board of Education

Esmeralda Mondragon

Superintendent

Calistoga School District

Napa County Comprehensive Community Health Assessment

April 2013

Nature of Leadership Role
Vice President NVUSD Board of Education and leader in
the Latino Community
Superintendent of the Calistoga School District
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Individuals from Health Care Organizations
Name

Title

Affiliation or Organization
Community Health Clinic Olé, Local Federally Qualified Health Center (FQHC)
http://www.clinicole.org/

Tanir Ami

CEO

Dr. James Cotter, MD

Chief Physician

Kaiser Permanente, Napa Medical Offices
http://mydoctor.kaiserpermanente.org/ncal/provider/jimcotter

Walt Mickens

Trustee, President
and CEO

St. Joseph Health, Queen of the Valley Medical Center http://www.thequeen.org/

Representatives of Broad Interests of the Community
Name
Joelle Gallagher

Title
Executive Director

COPE Family Resource Center

Affiliation or Organization

Sara Cakebread

Executive Director

St Helena Family Resource Center

Victoria Li

Executive Director

Calistoga Family Resource Center

Sally Sheehan Brown

Executive Director

First 5

Leslie Medine

Executive Director

On the Move

Sherry Tennyson

Executive Director

American Canyon Family Resource Center

Kathleen Dreessen

Executive Director

Napa Valley Community Housing and Chair of the Coalition's Housing Committee

Contracted Third Party to Conduct Interviews
Name
Kym Dorman and Mariana Saenz

Title
Consultant

Napa County Comprehensive Community Health Assessment
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Affiliation or Organization
Harder + Company Community Research
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Appendix D. Reports to be Reviewed in the CHIP Process




















Agricultural Worker Health Study (2003)
Area Agency on Aging: Four‐Year Area Plan on Aging (2012‐2016)
Assessment of the Demand for Farm Worker Housing in Napa County (2007)
Closing the Achievement Gap in Napa County (2012)
Comprehensive Services for Older Adults (CSOA) Strategic Plan (2012)
County‐wide Nutrition Action Plan (CNAP): Napa County Strategic Plan (2012)
Homelessness Planning Council‐ 10 Year Plan to End Homelessness (2006)
McPherson Community Garden ‐ Spring 2010 Survey Results
MHSA Workforce Needs Assessment (2009)
Napa County Community Foundation ‐ Profile of Immigrants in Napa County (2012)
Napa County Community Health Needs Assessment (2010)
Napa County Community Services and Supports Plan – Identified Community Issues, Prevalence, and Penetration Data
Napa County Farmworker Housing Needs Assessment (2012)
Napa County Health and Human Services ‐ Mental Health Services Act (MHSA) Annual Plan Update ‐ FY 2012‐2013
Napa County Health and Human Services Agency Alcohol and Drug Services Division ‐Strategic Plan for Substance Abuse Prevention
(2012 – 2015)
Napa County Health and Human Services‐ Mental Health Division ‐ Goals: 2012‐2013
Napa County Maternal, Child and Adolescent Health Needs Assessment (2010‐2014)
Napa County Nutrition Education Survey 2012
Napa County Transportation and Planning Agency ‐ Short Range Transit Plan (2012‐2017)
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2016 Community Health
Needs Assessment
Napa County, California
Approved by Napa County CHNA Advisory Group
April 8, 2016

To provide feedback about this Community Health Needs Assessment, email Mayra Vega at
VegaM7@ah.org.

Executive Summary
St. Helena Hospital Napa Valley & Center for Behavioral Health

Collaborating to achieve whole-person health in our communities
St. Helena Hospital Napa Valley & Center for Behavioral Health invites you to partner with us to help
improve the health and wellbeing of our community. Whole-person health—optimal wellbeing in mind,
body and spirit—reflects our heritage and guides our future. St. Helena Hospital Napa Valley & Center for
Behavioral is part of Adventist Health, a faith-based, nonprofit health system serving more than 75
communities in California, Hawaii, Oregon and Washington. Community has always been at the center of
Adventist Health’s mission—to share God’s love by providing physical, mental and spiritual healing.
The Community Health Needs Assessment is one way we put our faith-based mission into action. Every
three years, we conduct this assessment with our community. The process involves input and
representation from all: community organizations, providers, educators, businesses, parents, and the
often marginalized—low-income, minority, elderly and other underserved populations.
We use the Community Health Needs Assessment to achieve these goals:


Learn about the community’s most pressing health needs



Understand the health behaviors, risk factors and social determinants that impact our
community’s health



Identify community resources and prioritize needs



Collaborate with community partners to develop collective strategies

Partnering with our communities for better health
While conducting the Community Health Needs Assessment we solicited feedback and input from a broad
range of stakeholders. Contributors to the process included these partners:


Napa County Health and Human Services Agency



Live Healthy Napa County



Kaiser Permanente



St. Joseph Health Queen of the Valley Medical Center



Consultants: Harder+Company Community Research; Rami + Associates

Data Sources
The assessment used a mixed-methods approach to collect and compile data to provide a robust
assessment of health in Napa County. A broad lens in qualitative and quantitative data allowed for the
consideration of many potential health needs as well as an in-depth analysis. Data sources included an
analysis of over 150 health indicators from publicly available data sources such as the California Health
1

Interview Survey, American Community Survey, and the California Health Kids Survey. Secondary data
were organized by a framework developed from Kaiser Permanente’s list of potential health needs, and
expanded to include a broad list of needs relevant to Napa County. Interviews were conducted with 18
key informants from the local public health department, as well as leaders, representatives, and members
of medically underserved, low-income, minority populations, and those with a chronic disease. Other
individuals from various sectors with expertise in local health needs were also consulted. Four focus
groups were conducted in English and Spanish, reaching 47 residents, representing populations identified
as having worse health outcomes or at risk for worse health outcomes.

Prioritization process
Data was used to score each health need. Potential needs were included in the prioritization process if a)
multiple indicators were reviewed in secondary data demonstrated that the county estimate was greater
than the 1% “worse” than the benchmark comparison estimate (in most cases, the benchmark used was
the California state average) and b) the health issue was identified as a key theme in at least half of the
interviews OR in at least one focus group.
The Napa County CHNA Advisory Group convened an event on December 18, 2015, with a group of
diverse community stakeholders to review the identified health needs, discuss the key findings from the
CHNA, and prioritize top health issues that need to be addressed in the County. The group utilized the
Criteria Weighting Method, which enabled consideration of each health area using four criteria: severity,
disparities, impact, and prevention.

Top priorities identified in partnership with our communities
Adventist Health Top Priority Health Needs for 2016-2019
Prioritized Need
Education

Health Indicator
In Napa County, extreme disparities exist among subpopulations
in key educational outcomes. Hispanic/Latino students and
English Language Learners (ELL) are at high risk for dropping out
of high school. Only 22.0% of tenth grade English Language
Learners passed the California High School Exit Exam in English
Language Arts; only 39.0% passed in Mathematics. Residents and
stakeholders also identified harassment and bullying as issues of
high concern for health.

Economic and Housing
Security

The high cost of living in Napa County poses a significant
challenge for residents, many of whom spend 30% or more of
their income on housing costs. Malnutrition and food insecurity
are also key issues for Napa County residents, as many are forced
to spend most of their income on housing, but do not qualify for
public benefits.

Mental Health

Mental health – emotional, behavioral, and social well-being –
was identified as a high concern for Napa County residents,
especially Latinos, youth, and older adults. Napa residents have a
high risk of suicide. An estimated 10.3% of residents report
having seriously considered suicide; among Latinos in the county,
2

this estimate is 27.9%. Residents and stakeholders identified
suicide as a significant concern, and noted that social stigma and
the geographic distribution of treatment facilities pose challenges
to people seeking mental health care.
Obesity and Diabetes

One quarter of Napa County residents are obese, and more than
a third are overweight. Access to affordable healthy food was
identified as a concern, particularly in specific areas of Napa
County included American Canyon and rural communities. An
estimated 24.0% of adults are obese, and 37.05 overweight.
Among youth, 14.8% are obese and 19.5% are overweight. Since
economic disadvantage is strongly linked to barriers that inhibit
healthy consumption of foods and an active lifestyle, low-income
residents, as well as older adults and residents experiencing
homelessness, are disproportionately affected by this health
need.

Access to Primary and Oral
Health Care

A lack of access to dental insurance or inadequate utilization of
dental care is an important issue affecting oral health in Napa
County. Premiums for health insurance remain high, and many
providers do not accept Medi-Cal or have long waiting lists.
Dental insurance was not included in recent health insurance
reform and 43.7% of the adult population in the county lacks
dental insurance.
Substance abuse was identified as a concern, particularly with
respect to alcohol consumption. Among adults 21.3% of residents
report heavy alcohol consumption. Youth were also noted as a
high risk population with high abuse rates of cigarettes, binge
drinking, and use of marijuana.
Compared to California state averages, Napa County has higher
incidence of breast, prostate, colon and rectum, and lung cancer,
as well as a high all-cancer mortality rate. Racial/ethnic disparities
exist in cancer morbidity and mortality.

Substance Use

Cancers

Making a difference: Results from our 2013 CHNA/CHP
Adventist Health wants to ensure that our efforts are making the necessary changes in the communities
we serve. In 2013 we conducted a CHNA and the identified needs were:
Education
•

In partnership with author, Shalini Singh Anand, we provided over 200 students at Calistoga
Elementary school with “Lee the Bee” books (totaling $2,314) and personal readings with the
author which encouraged students to stay in school and gave the students exposure to the benefits
of getting a great educated.
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•

•

Through the St. Helena Unified School District, we have provided over 100 hours at school Field
Days at St. Helena Primary School, St. Helena Elementary School, Foothills Elementary, PUC
Elementary School, Vichy Elementary School, and Pueblo Vista Elementary.
Through Girls on the Run Napa & Solano, a $5,000 donation was able to impact 775 girls at 44
different schools, a 40% increase from the previous year. This program is a year-long process that
guides girls in grades 3rd to 8th where volunteer life coaches lead the girls through experiential
activities and discussions. The program ends with a 5K event that had a participation of over 1,000.
Economic and Housing Security

•

Through the Promotores Program (in partnership with the UpValley Family Center), 11 active
Promotoras (all bi-lingual woman) were sponsored to become advocates in the community,
providing them with access to information and resources, meeting monthly to coordinate their
work. Within this program, the Promotras have led five free Zumba classes per week in Calistoga
and three in St. Helena – reaching 140 people, led four sessions of nutrition classes in Calistoga, led
mental health town hall meetings in Spanish in Calistoga and St. Helena – reaching 100 people, and
coordinated visits from the Mexican Consulate – reaching over 200 people.
Mental Health

•

•

A new geriatric medical psychiatric unit at SHNV was opened to increases access throughout
Northern California to acute inpatient medical care for patients with complicating behavioral comorbidities. The unit is fully staffed and can accept up to 6 patients at a time. In the months since
opening, we have reached census for three months.
We have partnered with the UpValley Family Center to increase awareness about mental health by
participating in several wellness events and meetings. Each wellness meeting has about 50
community stakeholders in participation.
Obesity and Diabetes

•

•

•
•

•

The Diabetes Self-Management Class for 60 (total for the year) diagnosed individuals is a free
monthly educational class for the community. A continued $5,000 has been given to support the
costs of the program.
A partnership with Calistoga Elementary School and Safe Routes to School provided a program to
encourage families on safe and alternative transportation to school. A total of 20 hours was
committed throughout the schoolyear; reaching over 350 students and parents each week.
The Bariatric Support Group meets monthly with a participation of 10-15 individuals. Half of those
individuals were signed up for a consultation with the bariatric specialist, Dr. Richard Parent.
In partnership with the St. Helena and Napa Unified School Districts, participation in the Field Days
of St. Helena Elementary School, St. Helena Primary School, St. Helena High School, Pueblo Vista
Elementary School and Vichy Elementary has reached over 2000 students to encourage physical
activity and provide resources and activities to prevent obesity.
A total of $160,000 was given to organizations such as Alzheimer’s Association, American Cancer
Society, American Heart Association, Zero Prostate, Heroes for Health, and Pacific Union College to
raise awareness and fund research. A total 24 hours of was dedicated in participating in fundraising
events.
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•

In partnership with the Rianda House, five free health screenings were provided for adults of the
Napa County testing for blood glucose, blood pressure, and body composition. An average of 20
older adults participated in each screening with 2-3 suggestions of a follow up with a primary care
physician.
Access to Primary and Oral Health Care

•

•

•

A new intensivist team of three doctors were added to the Intensive Care Unit allowing us to have
24-hour coverage for the patients with the highest acuity. With that, one of the doctors within that
group created what is a referred to as an “angel cart” in which there are donated goods that are
available for patients and their families at any time.
We actively participate in local health fairs and employee benefit fairs to educate the community
on the services we offer. Combined, these events reached approximately 2000 individuals across
Napa County.
Doctors within our specialty, destination services such as the Coon Joint Replacement Institute or
the St. Helena Arrhythmia Center travel throughout the educate and inform patients about the
services that are available at St. Helena Hospital.
Substance Abuse

•

Peer support groups and a recovery program are provided through the St. Helena Recovery Center.
A recovery center alumni group is also provided for people who had previously participated in
addiction therapy and need support for ongoing sobriety. The attendance for the initial recovery
program is between 30 and 40, while the alumni group has around half of that attendance.
Cancers

•

We provided educational materials regarding risk factors for cancer, heart disease, and
cerebrovascular disease, used CDC-endorsed My Plate curricula, Champions of Change cookbooks
and brochures at health fairs, health seminars, classes, support groups, and health screenings. In
total 5,000 people in our target communities received education on how to prevent leading causes
of death.
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I.

EXECUTIVE SUMMARY
The 2016 Community Health Needs Assessment (CHNA) presents an overview of community health in
Napa County that includes the conditions that impact health in our county. Conducting a triennial CHNA
is a requirement for not-for-profit hospitals as part of the Patient Protection and Affordable Care Act
(ACA).
A. Community Health Needs Assessment (CHNA) Background
The goal of the CHNA is to inform and engage local decision-makers, key stakeholders and the
community-at-large in collaborative efforts to improve the health and well-being of all Napa County
residents. The development of the 2016 CHNA report has been an inclusive and comprehensive
process guided by an Advisory Group.
While many hospitals have conducted CHNAs for many years to identify needs and resources in their
communities, these new requirements have provided an opportunity for hospitals to revisit their needs
assessment and strategic planning processes with an eye toward enhancing compliance and
transparency, and toward leveraging emerging collaborations, innovations, and technologies.
B. Summary of Prioritized Needs
Napa County is a generally healthy and affluent county, especially compared to California as a whole,
but has an aging population and substantial disparities in socioeconomic status. These issues present
challenges for the health of Napa County residents. After a review of county data, key stakeholders and
residents identified seven specific health needs in Napa County.
1) Education: Napa County has significant disparities in educational outcomes and educational
attainment. Hispanic/Latino students and English Language Learners are of particular concern, as
they are at high risk for dropping out of high school. Residents and stakeholders also identified
harassment and bullying as issues of high concern for health.
2) Economic and Housing Insecurity: The high cost of living in Napa County poses a significant
challenge for residents, many of whom spend 30% or more of their income on housing costs.
Malnutrition and food insecurity are also key issues for Napa County residents, as many are forced
to spend most of their income on housing, but do not qualify for public benefits.
3) Mental Health: Mental health was identified as a high concern for Napa County residents,
especially Latinos, youth, and older adults. Residents and stakeholders identified suicide as a
significant concern, and noted that social stigma and the geographic distribution of treatment
facilities pose challenges to people seeking mental health care.
4) Obesity and Diabetes: One quarter of Napa County residents are obese, and more than a third
are overweight. Access to affordable healthy food was identified as a concern, particularly in
specific areas of Napa County including American Canyon and rural communities. Since economic
disadvantage is strongly linked to barriers that inhibit healthy consumption of foods and an active
lifestyle, low-income residents, as well as older adults and residents experiencing homelessness,
are disproportionately affected by this health need.
5) Access to Primary and Oral Health Care: A lack of access to dental insurance or inadequate
utilization of dental care is an important issue affecting oral health in Napa County. Premiums for
health insurance remain high, and many providers do not accept Medi-Cal or have long waiting
lists. Dental insurance was not included in recent health insurance reform, and nearly half of all
adults in Napa County lack dental insurance.
6) Substance Use: The abuse of alcohol by adults emerged as a significant substance abuse issue in
the county. Residents and stakeholders also identified youth as being at a particularly high risk for
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abuse of tobacco, alcohol, prescription drugs, and illegal drugs.
7) Cancers: Compared to California state averages, Napa County has higher incidence of breast,
prostate, colon and rectum, and lung cancer, as well as a higher all-cancer mortality rate.
Racial/ethnic disparities exist in cancer morbidity and mortality.
C. Summary of Needs Assessment Methodology and Process
The CHNA process used a mixed-methods approach to collect and compile data to provide a robust
assessment of health in Napa County. A broad lens in qualitative and quantitative data allowed for the
consideration of many potential health needs as well as in-depth analysis. Data sources included:






Analysis of over 150 health indicators from publicly available data sources such as the
California Health Interview Survey, American Community Survey, and the California Healthy
Kids Survey. Secondary data were organized by a framework developed from Kaiser
Permanente’s list of potential health needs, and expanded to include a broad list of needs
relevant to Napa County.
Interviews were conducted with 18 key informants from the local public health department, as
well as leaders, representatives, and members of medically underserved, low-income, minority
populations, and those with a chronic disease. Other individuals from various sectors with
expertise in local health needs were also consulted.
Four focus groups were conducted in English and Spanish, reaching 47 residents, representing
populations identified as having worse health outcomes or at risk for worse health outcomes.

Data were used to score each health need. Potential health needs were included in the prioritization
process if:
a) Multiple indicators reviewed in secondary data demonstrated that the county estimate was
greater than 1% “worse” than the benchmark comparison estimate (in most cases, the
benchmark used was the California state average).
b) The health issue was identified as a key theme in at least half of interviews OR in at least one
focus group.
The Napa County CHNA Advisory Group convened an event on December 18, 2015, with a group of
diverse community stakeholders to review the identified health needs, discuss the key findings from
CHNA, and prioritize top health issues that need to be addressed in the County. The group utilized the
Criteria Weighting Method, which enabled consideration of each health area using four criteria: severity,
disparities, impact, and prevention.
The CHNA is an important first step towards taking action to effect positive changes in the health and
well-being of county residents. The results will be used to inform the development of an implementation
strategy for each hospital outlining the priority health needs the hospital will address. These strategies
will build on community assets and resources, as well as on evidence-based strategies, wherever
possible.
The CHNA and the hospital-specific implementation strategies will be developed to contribute to action
in a strategic, innovative, and equitable way.
II.

INTRODUCTION/BACKGROUND
Guided by the understanding that health encompasses more than disease or illness, the 2016 CHNA
process uses a comprehensive framework for understanding health that considers how a variety of
social, environmental, and economic factors – also referred to as “social determinants” – impact health.
The CHNA process has been designed to identify the top health needs in the community through a
consideration of a broad range of social, economic, environmental, behavioral, and clinical care factors
that contribute to each health need.
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Every three years, partners in Napa County conduct a needs assessment to determine the most critical
health needs in the community. In 2013, the following overall priorities emerged: improve wellness and
healthy lifestyles; ensure access to high quality services and supports; address social determinants of
health; and create and strengthen sustainable partnerships for Collective Impact.
Formed in 2012 as a public-private-community partnership, Live Healthy Napa County (LHNC)
convenes representatives from health and healthcare organizations, business, public safety, education,
government, and the general public, to build strategies to realize a shared vision of a healthier Napa
County. LHNC aims to increase the well-being and quality of life for all individuals, families, and
communities in Napa County by moving away from a focus exclusively on sickness and disease to one
based on prevention and wellness. LHNC recognizes that health starts long before illness – in our
homes, schools, and jobs – and the ability to make meaningful change to improve health requires the
collective impact of actors from different sectors committed to a shared agenda. Only a comprehensive
approach that considers the effects of social, environmental, and economic factors on health will create
sustainable change. To this end, LHNC has collaborated closely with the nonprofit hospitals in Napa
County to engage in this CHNA process, which brings together countywide partners to identify and
prioritize issues affecting health and wellness.
The exploration of health in Napa County through the 2016 CHNA process builds upon work done in
prior years. The health needs identified in the 2016 CHNA process are: education, economic and
housing insecurity, mental health, obesity and diabetes, access to primary and oral health care,
substance use, and cancers. These needs align closely with and expand upon the top health needs
identified in the 2012-13 CHNA: overweight and obesity, mental health, alcohol and substance use and
abuse, and health inequities. Developing shared aims across the county requires building on
community strengths in Napa; among key strengths identified in the 2012-13 CHNA are strong
partnerships and collaboration, and clean and safe neighborhoods.
While the leading causes of death in California continue to be chronic diseases, evidence indicates that
addressing and improving social and environmental conditions will have a positive impact on trends in
morbidity and mortality, and will diminish disparities in health. Many chronic diseases and conditions
are caused in part by preventable factors such as poor diet and physical inactivity, and there is growing
awareness of the important link between how communities are structured and the opportunities for
people to lead safe, active, and healthy lifestyles.
In addition to considering a broad definition of county-wide health, this assessment explores the
particular impact of identified health issues among vulnerable populations. These populations may be
residents of particular geographic areas, or may represent particular race/ethnicities or age groups. In
an effort to work toward health equity, the CHNA process places strong emphasis on the needs of highrisk populations in the process of identifying health needs and as a criterion for prioritization.
With the passage of the ACA, completion of a CHNA has been codified into the Internal Revenue Code
and required to assure the nation’s not-for-profit hospitals maintain their 501(c)(3) status. The Code
requires the CHNA to include:




Data Research & Prioritization of Identified Health Needs
Report on Findings
Implementation Plan

Napa’s hospitals (Kaiser Foundation Hospital-Vallejo, Queen of the Valley Medical Center, and St.
Helena Hospital) have come together to meet these requirements of the ACA. Their work was
supported by the Napa County Health and Human Services Agency.
In order to identify health needs, the Napa County CHNA Advisory Group and the consultant team
(Harder+Company Community Research and Raimi + Associates) utilized a mixed-methods approach,
examining existing or secondary data sources, as well as speaking to community leaders and
7

residents, to understand key health issues in Napa County. The Napa County CHNA Advisory Group
and the consultant team reviewed secondary data available through the CHNA data platform and
compiled additional data from national, statewide, and local sources to provide a more complete picture
of health in Napa County. These data were compared to benchmark data and analyzed to identify
potential areas of need. In addition, the consultant team collected and analyzed primary data about
issues that most impact the health of the community. The team also considered existing resources and
new ideas to address those needs from community members and local experts across sectors (e.g.,
public health, education, and government). The scored quantitative data and coded qualitative data
were analyzed to identify the top health needs in the county. Once these health needs were identified, a
cross-sector group of stakeholders reviewed summarized data in health need profiles (see Appendix A)
and prioritized the health needs based on criteria (see Appendix E) determined by the Napa County
CHNA Advisory Group. The resulting prioritized community health needs are presented in this report.
This CHNA serves as the basis for the development of hospital-specific implementation plans, which
will support and build upon (rather than replace) the data and action plan outlined in the 2013 CHNA
and Implementation Strategy.
III.

BACKGROUND ON NAPA COUNTY CHNA ADVISORY GROUP MEMBERS
The following partner hospitals and organizations have worked closely together throughout the CHNA
to ensure the CHNA complied with the requirements of the ACA and included data on which to build
effective implementation strategies.
A. About Live Healthy Napa County
Napa County community members understand that improving the health of individuals, families, and
communities requires a comprehensive understanding of health, one that considers all of the conditions
in which people are born, grow, live, work, and age. By addressing all of these conditions, sometimes
called the "social determinants of health," as well as the health care system, people and communities
can be healthier and enjoy an enhanced quality of life. The LHNC collaborative was created from the
notion that improving overall health requires a shared responsibility among diverse stakeholders. LHNC
is a collaboration whose intention is to promote and protect the health and well-being of every member
of the community. LHNC is a public-private partnership bringing together, among others,
representatives not just from health and healthcare organizations, but also from business, public safety,
education, government and the general public to develop a shared understanding and vision of a
healthier Napa County.
B. About St. Helena Hospital Napa Valley
St. Helena Hospital Napa Valley (SHNV) and St. Helena Hospital Center for Behavioral Health (SHBH)
are affiliates of Adventist Health, a faith-based, not-for-profit, integrated health care delivery system
headquartered in Roseville, California. Adventist Health provides 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; and a workforce of 28,600 (which includes more than 20,500 employees, 4,500 medical staff
physicians, and 3,600 volunteers).
Every individual, regardless of his/her personal beliefs, is welcome in Adventist Health facilities.
Adventist Health is also eager to partner with members of other faiths to enhance the health of the
communities they serve.
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 nearly 500 clinics, nursing homes and dispensaries
8

worldwide. The same vision to treat the whole person—mind, body and spirit—continues to provide the
foundation for their progressive approach to health care.
Located two miles north of St. Helena in the Napa Valley, SHNV is a 151-bed full-service, nonprofit
community hospital renowned for excellence in cardiac care and a holistic approach to healing. SHNV
also includes 61 psychiatric beds at the SHBH in Vallejo and 14 residential wellness program rooms in
the St. Helena Center for Health. Since opening its doors in 1878, SHNV has remained committed to
one basic mission: sharing God’s love by providing physical, mental and spiritual healing.
Offering expertly skilled doctors, the latest medical technology and highly-trained staff, SHNV serves as
a regional center for cancer care, cardiac services, orthopedics, general surgery, obstetrics, plastic &
reconstructive surgery, sleep disorders, home care, and women’s services. A comprehensive range of
acute care, behavioral health, and wellness programs draw patients from the San Francisco Bay Area
and beyond.
The facility was established in 1878 as the Rural Health Retreat. After the turn of the century, SHNV
became a full-service, nonprofit community hospital. In 1969, a new wing opened to house the St.
Helena Center for Health, thus enhancing the hospital’s focus on personal and community wellness. In
1997, SHNV purchased First Hospital in Vallejo, a 61-bed mental health facility now known as the St.
Helena Hospital Center for Behavioral Health.
C. About St. Joseph Health, Queen of the Valley Medical Center
St. Joseph Health Queen of the Valley Medical Center (SJH-QVMC) is a vital resource and integral part
of the Napa Valley community. A full-service acute care 208-bed medical center, SJH-QVMC employs
approximately 1,100 employees. The medical center is located within the City and County of Napa, and
is the major diagnostic and therapeutic medical center for Napa County and the surrounding region.
Services include the county’s only Level III Trauma Center, the Peggy Herman Neuroscience Center,
and a Maternity Center and Well Baby Nursery. SJH-QVMC is committed to community wellness and is
one of the first acute care providers to successfully develop and implement a medical fitness center,
Synergy Medical Fitness Center, on the Medical Center campus. Other medical specialties include
robotic surgery for cardiac, gynecology and urology; cancer care; heart care; orthopedics; inpatient and
outpatient rehabilitation services; and imaging.
As a member of St. Joseph Health, a Catholic health system founded by the Sisters of St. Joseph of
Orange, SJH-QVMC devotes resources to outreach activities and services that help rebuild lives and
care for the underserved and disadvantaged. SJH-QVMC recognizes and embraces the social
obligation to create, collaborate on and implement programs that address identified needs and provide
benefits to the communities they serve. Partnerships it has developed with schools, businesses, local
community groups and national organizations allow the hospital to focus tremendous skills and
commitment on solutions that have an enduring impact on the community. Based on identified
community needs, SJH-QVMC provides and/or supports an extensive matrix of nationally recognized,
award winning, well-organized and coordinated community benefit service programs and activities
addressing issues such as obesity, mental health, chronic disease management, dental health,
education and empowerment, access to food, housing, and preventive health care.
D. Community Benefit Governance and Management Structure
SJH-QVMC Board of Trustees and Administration take an active and informed role in the development
and oversight of the Community Benefit Strategic Plan, programs and initiatives. The Community
Benefit Committee (CBC) is composed of trustees, SJH-QVMC Executive Leadership, physicians, and
community representatives, and is staffed by SJH-QVMC Community Outreach employees. The CBC
serves as an extension of the medical center’s Board of Trustees and is charged with the governance
of Community Benefit planning and activities. In addition, community benefit plans, processes and
programs reflect both system-level and local hospital strategic goals and initiatives.
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SJH-QVMC demonstrates organizational commitment to the community benefit process through the
allocation of staff time, financial resources, participation and collaboration. The Vice President of
Mission Integration and Executive Director for Community Outreach are responsible for coordinating
implementation of community benefit provisions related to The Patient Protection and ACA. In addition,
this team provides the opportunity for community leaders and internal hospital executive management
team members, physicians and other staff to work together in planning and carrying out the Community
Benefit Plan.
The Community Benefit management team provides orientation for all new medical center employees
and physicians on Community Benefit programs and activities, including opportunities for participation.
Key opportunities for SJH-QVMC employee participation in community benefit activities for FY 2013
included: cooking and serving monthly soup kitchen meals; employee blood drives; migrant worker
health fairs; Gang Tattoo Removal Program; and “Operation with Love from Home,” which sends care
packages to military troops serving abroad.
E. About Kaiser Permanente
Founded in 1942 to serve employees of Kaiser Industries and opened to the public in 1945, Kaiser
Permanente is recognized as one of America’s leading health care providers and nonprofit health
plans. Kaiser Permanente was created to meet the challenge of providing American workers with
medical care during the Great Depression and World War II, when most people could not afford to go to
a doctor. Since the beginning, Kaiser Permanente has been committed to helping shape the future of
health care. Among the innovations Kaiser Permanente has brought to U.S. health care are:




Prepaid health plans, which spread the cost to make it more affordable
A focus on preventing illness and disease as much as on caring for the sick
An organized coordinated system that puts as many services as possible under one roof—all
connected by an electronic medical record

Kaiser Permanente is an integrated health care delivery system comprised of Kaiser Foundation
Hospitals (KFH), Kaiser Foundation Health Plan (KFHP), and physicians in the Permanente Medical
Groups. Today it serves more than 10 million members in nine states and the District of Columbia. Its
mission is to provide high-quality, affordable health care services and to improve the health of its
members and the communities it serves.
Care for members and patients is focused on its Total Health and guided by its personal physicians,
specialists, and team of caregivers. Kaiser Permanente’s expert and caring medical teams are
empowered and supported by industry-leading technology advances and tools for health promotion,
disease prevention, state-of-the-art care delivery, and world-class chronic disease management. Kaiser
Permanente is dedicated to care innovations, clinical research, health education, and the support of
community health.
F. About Kaiser Permanente Community Benefit
For more than 70 years, Kaiser Permanente has been dedicated to providing high-quality, affordable
health care services and to improving the health of its members and the communities it serves. Kaiser
Permanente believes good health is a fundamental right shared by all, and recognizes that good health
extends beyond the doctor’s office and the hospital. It begins with healthy environments: fresh fruits
and vegetables in neighborhood stores, successful schools, clean air, accessible parks, and safe
playgrounds. These are the vital signs of healthy communities. Good health for the entire community,
which it calls Total Community Health, requires equity and social and economic well-being.
Like its approach to medicine, Kaiser Permanente’s work in the community takes a prevention-focused,
evidence-based approach. It goes beyond traditional corporate philanthropy or grantmaking to pair
financial resources with medical research, physician expertise, and clinical practices. Historically, it has
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focused its investments in three areas—Health Access, Healthy Communities, and Health
Knowledge—to address critical health issues in its communities.
For many years, Kaiser Permanente has worked side-by-side with other organizations to address
serious public health issues such as obesity, access to care, and violence. It has also conducted
CHNAs to better understand each community’s unique needs and resources. The CHNA process
informs its community investments and helps it develop strategies aimed at making long-term,
sustainable change—and it allows Kaiser Permanente to deepen the strong relationships it has with
other organizations that are working to improve community health.
G. Purpose of the Community Health Needs Assessment (CHNA) Report
The Patient Protection and ACA, enacted on March 23, 2010, included new requirements for nonprofit
hospitals in order to maintain their tax exempt status. The provision was the subject of final regulations
providing guidance on the requirements of section 501(r) of the Internal Revenue Code. Included in the
new regulations is a requirement that all nonprofit hospitals must conduct a CHNA and develop an
implementation strategy (IS) every three years (http://www.gpo.gov/fdsys/pkg/FR-2014-12-31/pdf/201430525.pdf). The required written IS plan is set forth in a separate written document. Both the CHNA
Report and the IS for each St. Helena Hospital Napa Valley at https://www.adventisthealth.org/napavalley/pages/default.aspx
H. Napa County CHNA Advisory Group’s Approach to Community Health Needs Assessment
As described previously, Napa County’s approach to CHNAs is collaborative, cross-sector (including
representatives from health and healthcare organizations, business, public safety, education,
government and the general public), and grounded in the understanding that improving the health of
individuals, families, and communities requires a comprehensive understanding of health. This
approach takes into account the conditions in which people are born, grow, live, work, and age, (or the
social determinants of health) in an effort to assess and strengthen community health.
Napa County’s CHNA Advisory Group drew upon Kaiser Permanente’s free, web-based CHNA data
platform that provides access to a core set of approximately 150 publicly available indicators to
understand health through a framework that includes social and economic factors; health behaviors;
physical environment; clinical care; and health outcomes. In addition to reviewing the secondary data
available through the CHNA data platform and other publicly available sources of data on additional
indicators, the Napa County CHNA Advisory Group and the consultant team collected primary data
through key informant interviews and focus groups. Primary data collection consisted of reaching out to
local public health experts, community leaders, and residents to identify issues that most impacted the
health of the community. The CHNA process also included an identification of existing community
assets and resources to address the health needs.
The Napa County CHNA Advisory Group then developed a set of criteria to prioritize the identified
health needs in their community. A community meeting was held to apply the criteria and prioritize the
health needs. This process resulted in a complete list of prioritized community health needs. The
process and the outcome of the CHNA are described in this report.
In conjunction with this report, St. Helena Hospital Napa Valley will develop an implementation strategy
for the priority health needs their hospitals will address. These strategies will build on the assets and
resources, as well as evidence-based strategies, wherever possible. The IS will be filed with the IRS
using Form 990 Schedule H. Both the CHNA and the IS, once they are finalized, will be posted publicly
on https://www.adventisthealth.org/napa-valley/pages/default.aspx.
IV.

COMMUNITY SERVED
In order to determine the health needs of the Napa County CHNA Advisory Group member hospital
service areas, it is first important to understand the communities of interest. The following section
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describes the service area community by geography, demographics, and socioeconomic indicators, as
well as indicators of overall health, and climate and the physical environment.
A. Definition of Community Served
Each hospital in the Napa County CHNA Advisory Group defines the community served by a hospital
as those individuals residing within its hospital service area. A hospital service area includes all
residents in a defined geographic area surrounding the hospital and does not exclude low-income or
underserved populations. For the county-wide CHNA, the service area for each hospital is Napa
County. KFH-Vallejo service area includes parts of Solano County; this hospital will produce a separate
CHNA report based on the work of the Napa County CHNA Advisory Group to incorporate additional
information regarding this specific service area.
B. Map and Description of Community Served
i.

Map

The map below depicts Napa County, the geographic region assessed in this CHNA.

12

ii. Geographic Description of the Communities Served
The Kaiser Foundation Hospital - Vallejo service area includes communities in Napa and Solano
counties. The major communities are Benicia and Vallejo in Solano County and American Canyon,
Calistoga, Napa, Oakville, Rutherford, St. Helena, and Yountville in Napa County. The service area
is further defined by Highway 29 leading from Vallejo to Napa and Interstate 80 in Solano County.
Queen of the Valley Medical Center service area is comprised of both the Primary Service Area
(PSA) as well as the Secondary Service Area (SSA) and is established based on the following
criteria:






PSA: 70% of discharges (excluding normal newborns)
SSA: 71-85% of discharges (draw rates per ZIP code are considered and PSA/SSA are
modified accordingly)
Includes ZIP codes for continuity
Natural boundaries are considered (i.e., freeways, mountain ranges, etc.)
Cities are placed in PSA or SSA, but not both

St. Helena Hospital Napa Valley service area is comprised of communities in Napa and Solano
counties. The major communities are the upper valley cities of St. Helena and Calistoga. Although
we primarily serve those in the Napa and Solano counties, our destination services also bring us
patients from larger and further demographics.
iii. Demographic Profile
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The following data provide an overall picture of the Napa County population. Demographic and socioeconomic data present a general
profile of residents, while overall health indicators present an overall assessment of the health of county residents. Key drivers of health
(e.g., healthcare insurance, education, and poverty) point to important upstream conditions that affect the health of Napa County today
and into the future. Finally, indicators related to climate and physical environment indicators complement these socioeconomic factors to
provide a comprehensive understanding of the determinants of health in Napa County. All indicators include California comparison data
as a benchmark to determine disparities between Napa County and the state. Healthy People 2020 benchmarks are also included when
available.
Napa County is a generally healthy and affluent county, especially compared to California as a whole. However, Napa is also an aging
county and has substantial disparities in socioeconomic status. These issues present challenges for the health of Napa County
residents.
Napa County and California Demographic and Socioeconomic Data1
Indicator
Napa County
California
Demographic and Socioeconomic Information
Total Population
139,253
38,066,920
Median Age
40.3 years
35.6 years
Under 18 Years Old
22.4%
24.2%
65 Years Old and Older
16.0%
12.1%
White
77.2%
62.1%
Hispanic/Latino
33.0%
38.2%
Some Other Race
8.9%
12.9%
Asian
7.4%
13.5%
Multiple Races
3.6%
4.5%
Black
2.1%
5.9%
Native American/ Alaskan Native
0.5%
0.8%
Pacific Islander/ Native Hawaiian
0.3%
0.4%
Median Household Income
$70,925
$61,489
Unemployment2
5.6%
6.8%
Linguistically Isolated Households
6.8%
9.6%
Households with Housing Costs > 30% of Total Income
42.6%
45.0%
Napa County and California Health Profile Data3

Unless noted otherwise, all data presented in this table is from the US Census Bureau, 2010-14 American Community Survey 5-Year Estimate.
US Department of Labor, Bureau of Labor Statistics, June 2015.
3
Unless noted otherwise, all data presented in this table is from the US Census Bureau, 2009-13 American Community Survey 5-Year Estimate.
1
2

2

Indicator
Overall Health
Diabetes Prevalence (Age Adjusted)5
Adult Asthma Prevalence6
Adult Heart Disease Prevalence7
Poor Mental Health8
Adults with Self-Reported Poor or Fair Health (Age
Adjusted)9
Adult Obesity Prevalence (BMI > 30)10
Child Obesity Prevalence (Grades 5, 7, 9) (BMI>30)11
Adults with a Disability
Infant Mortality Rate (per 1,000 births)12
Cancer Mortality Rate (Age Adjusted) (per 100,000 pop.)13
Key Drivers of Health
Living in Poverty (<200% FPL)14
Children in Poverty (<100% FPL)15
Age 25+ with No High School Diploma
High School Graduation Rate16
Reading Below Proficiency (Grade 4 ELA Test)17
Percent of Population Uninsured18
Climate and Physical Environment
Days Exceeding Particulate Matter 2.5 (Pop. Adjusted)19

Napa
County

California

HP 20204

6.8%
13.8%
9.9%
11.3%

8.1%
14.2%
6.3%
15.9%

-----

16.7%

18.4%

--

24.%
14.8%
10.8%
5.4
167.8

22.3%
19.0%
10.1%
5.0
157.1

≤ 30.5%
≤ 16.1%
-≤ 6.0
≤ 160.6

28.1%
14.0%
16.9%
85.3%
40.0%
13.9%

36.4%
22.7%
18.8%
80.4%
36.0%
16.7%

---≥ 82.4%
---

6.3%

4.2%

--

Whenever available, Healthy People 2020 Benchmarks are provided. Healthy People 2020. Washington, DC: U.S. Department of Health and Human Services, Office of Disease Prevention and Health
Promotion.
5
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, 2012.
6
Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Additional analysis by CARES, 2011-12.
7
California Health Interview Survey, 2011-12.
8
University of California Center for Health Policy Research, California Health Interview Survey, 2013-14.
9
Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Accessed via the Health Indicators Warehouse. US Department of Health & Human Services, Health Indicators
Warehouse, 2006-12.
10
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, 2012.
11
California Department of Education, FITNESSGRAM® Physical Fitness Testing, 2013-14.
12
Centers for Disease Control and Prevention, National Vital Statistics System. Accessed via CDC WONDER. Centers for Disease Control and Prevention, Wide-Ranging Online Data for Epidemiologic
Research, 2006-10.
13
University of Missouri, Center for Applied Research and Environmental Systems. California Department of Public Health, CDPH - Death Public Use Data, 2010-12.
14
US Census Bureau, 2010-14 American Community Survey 5-Year Estimate.
15
Ibid.
16
California Department of Education, 2013.
17
California Department of Education, 2012-13.
18
US Census Bureau, 2010-14 American Community Survey 5-Year Estimate.
19
Centers for Disease Control and Prevention, National Environmental Public Health Tracking Network. 2008.
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3

Days Exceeding Ozone Standards (Pop. Adjusted)20
Weeks in Drought21
Total Road Network Density (Road Miles per Acre)22
Pounds of Pesticides Applied23
Population within Half Mile of Public Transit24
V.

0.2%
93.0%
1.4
1,259,700
0.0%

2.5%
92.8%
4.3
193,597,806
15.5%

------

WHO WAS INVOLVED IN THE ASSESSMENT
The Napa County CHNA was a collaborative effort that included Napa’s hospitals as well as partner organizations and individuals throughout
the community who worked alongside a team of consultants to collect and analyze data and ultimately produce this report.
A. Identity of Hospitals that Collaborated on the Assessment
The Napa County CHNA Advisory Group –KFH-Vallejo, SJH-QVMC, and St. Helena Hospital—worked in collaboration to complete this
county-wide CHNA. Representatives from these non-profit hospitals, joined by representatives from Napa County Department of Health and
Human Services, formed the 2015 CHNA Advisory Group.
B. Other Partner Organizations that Collaborated on the Assessment
The Napa County hospitals, in partnership with the following organizations, made up the Napa County CHNA Advisory Group:



Napa County Health and Human Services Agency
Live Healthy Napa County

C. Identity and Qualifications of Consultants Used to Conduct the Assessment


Harder+Company Community Research: Harder+Company Community Research is a comprehensive social research and
planning firm with offices in San Francisco, Sacramento, Los Angeles, and San Diego. Harder+Company works with public sector,
nonprofit, and philanthropic clients nationwide to reveal new insights about the nature and impact of their work. Through high-quality,
culturally based evaluation, planning, and consulting services, Harder+Company helps organizations translate data into meaningful
action. Since 1986, Harder+Company has worked with health and human service agencies throughout California and the country to
plan, evaluate, and improve services for vulnerable populations. The firm’s staff offers deep experience assisting hospitals, health
departments, and other health agencies on a variety of efforts – including conducting needs assessments; developing and
operationalizing strategic plans; engaging and gathering meaningful input from community members; and using data for program
development and implementation. Harder+Company offers considerable expertise in broad community participation, which is

Ibid.
US Drought Monitor, 2012-14.
22
Environmental Protection Agency, EPA Smart Location Database, 2011.
23
California Department of Pesticide Regulation (CDPR), 2013.
24
Environmental Protection Agency, EPA Smart Location Database, 2011.
20
21
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essential to both healthcare reform and the CHNA process in particular. Harder+Company is also the evaluation partner on several
other CHNAs throughout the state including in Marin, San Joaquin, and Sonoma Counties.


VI.

Raimi + Associates: Raimi + Associates is a community planning, research, and evaluation firm with offices in Riverside, Los
Angeles, and Berkeley. Raimi + Associates’ mission is to provide consulting services that support community health, sustainable
neighborhoods, and social equity. Raimi + Associates is nationally recognized for its commitment to elevating community health in all
aspects of its work. The Raimi + Associates’ team views community health broadly, and seeks to integrate cross-sector perspectives
into their projects. They use data to understand how a range of factors—or social determinants of health—affect the health of
communities. The firm brings deep expertise in qualitative and quantitative research methods, including community surveys, focus
groups, key informant interviews, reviewing secondary data sources, and crafting innovative policies for community assessments,
community change evaluation, and strategic planning. Raimi + Associates has a successful track record partnering effectively with
nonprofits, government agencies, community collaboratives, and foundations to achieve their long-term visions.

PROCESS AND METHODS USED TO CONDUCT THE CHNA
Harder+Company and Raimi + Associates staff used a mixed-methods approach to collecting and compiling data to develop a robust
assessment of community health in Napa County. A broad lens on qualitative and quantitative data allowed for the consideration of many
potential health needs as well as in-depth analysis. The following section outlines the data collection and analysis methods used to conduct
the CHNA.
A. Secondary Data
i.

Sources and Dates of Secondary Data Used in the Assessment

The Napa County CHNA Advisory Group used the Kaiser Permanente CHNA Data Platform (www.chna.org/kp) to review over 150
indicators from publicly available data sources. Additional secondary data was compiled and reviewed from existing sources including
California Health Interview Survey, American Community Survey, and California Healthy Kids Survey, among other sources. Where
more recent data was readily available and current estimates were critical to assessing changing landscapes such as health insurance
status, Kaiser Permanente CHNA Data Platform information was updated as new data was publicly released, to reflect more recent data.
In addition to statewide and national survey data, previous community health assessments and other relevant external reports were
reviewed to identify additional existing data on additional indicators at the county level. For details on the specific source and year for
each indicator reported, please see Appendix B.
ii. Methodology for Collection, Interpretation, and Analysis of Secondary Data
Secondary data was organized by a framework of potential health needs, and a comprehensive list of health need areas were explored
during this assessment process. This framework was developed from Kaiser Permanente’s list of potential health needs, which was
based on the most commonly identified health needs from the 2013 CHNA cycle, and expanded to include a broad list of needs relevant
to Napa County. The consulting team and Napa County CHNA Advisory Group finalized this framework in advance of analysis.
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Where available, Napa County data was considered alongside relevant benchmarks including the California state average, Healthy
People 2020, and the United States average. Each indicator was compared to a relevant benchmark, most often the California state
average. These scores were used to generate an average score for each potential health need. If no appropriate benchmark was
available, an indicator could not be scored; however, such indicators remain in the final data book (Appendix B) and were used to
provide supplementary information about identified health needs. In areas of particular health concern, data were also collected at
smaller geographies, where available, to allow for more in-depth analysis and identification of community health issues. Data on gender
and race/ethnicity breakdowns were analyzed for key indicators where subpopulation estimates were available.
B. Community Input
i.

Description of the Community Input Process

Community input was provided by a broad range of community members and leaders through key informant interviews and focus
groups. The consultant team interviewed individuals who were identified as having valuable knowledge, information, and expertise
relevant to the health needs of the community. Interviewees included representatives from the local public health department as well as
leaders, representatives, or members of medically underserved, low-income, chronically diseased, and minority populations. Other
individuals from various sectors with expertise of local health needs were also consulted. A total of 18 key informant interviews were
conducted during this needs assessment. For a complete list of individuals who provided input, see Appendix C.
Additionally, four focus groups were conducted throughout Napa County. These groups were intentionally sampled to reach specific
subpopulations of the county that were identified as having worse health outcomes or at risk for having worse health outcomes in Napa
County. These subpopulations included youth county-wide, as well as residents in American Canyon and Calistoga. Focus groups were
monolingual, conducted in either English or Spanish.
Community partners provided invaluable assistance in recruiting and enrolling focus group participants. Many individuals who
participated in focus groups identified as leaders, representatives, or members of medically underserved, low-income, chronically
diseased, and minority populations. For more information about specific populations reached in focus groups, see Appendix C.
ii. Methodology for Collection and Interpretation of Primary Data
Interview and focus group protocols, designed to explore the top health needs in the community, as well as a broad range of social,
economic, environmental, behavioral, and clinical care factors that may act as contributing drivers of health needs, were developed by
the consulting team and reviewed by the Napa County CHNA Advisory Group. For more information about data collection methodology
and protocols, see Appendix D.
All qualitative data was coded and analyzed using ATLAS.ti software. The consultant team coded transcripts for information related to
each potential health need, as well as to identify comments related to specific drivers of health needs, subpopulations or geographic
regions disproportionately affected, existing assets or resources, and community recommendations for change. At the onset of analysis,
the consultant team coded one interview transcript and one focus group transcript to ensure inter-coder reliability and minimize bias.
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The consultant team analyzed the transcripts to identify common themes across interviewees and focus group participants, as well as
specific themes that emerged within a particular focus group or in a key leader interview. Health need identification in qualitative data
was based on the number of interviewees or groups who referenced each health need as a concern, regardless of the number of
mentions of that particular health need within each transcript.
C. Written Comments
PLACEHOLDER.
D. Data Limitations and Information Gaps
The Kaiser Permanente CHNA data platform includes approximately 150 secondary indicators that provide timely, comprehensive data
to identify the broad health needs faced by a community. While changes to the platform are ongoing, the data presented in this report
reflect estimates from the Kaiser Permanente CHNA data platform on September 9, 2015. Supplementary secondary data were obtained
from reliable data platforms including U.S. Census Bureau American FactFinder, AskCHIS, and others. However, as with any secondary
data estimates, there are some limitations. With attention to these limitations, the process of identifying health needs was based on
triangulating primary data and multiple indicators of secondary data estimates. The following considerations may result in unavoidable
bias in the analysis:









Some relevant drivers of health needs could not be explored in secondary data because information was not available.
Many data were available only at a county level, making an assessment of health needs at a neighborhood level challenging.
Furthermore, disaggregated data related to age, ethnicity, race, and gender are not available for all data indicators, limiting the
ability to examine disparities of health within the community.
In all cases where secondary data estimates by race/ethnicity are reported, the categories presented reflect those collected by
the original data source, which results in inconsistencies in racial labels within this report.
For some county level indicators, data are available but reported estimates are statistically unstable; in this case estimates are
reported but instability is noted.
Secondary data collection was subject to differences in rounding from different data sources; i.e., Kaiser Platform indicators
generated from county-level data now round to the nearest tenth decimal place. Figures for all indicators generated from ZIP
codes, census tracts, and points/addresses round to the nearest hundredth decimal places, and other data sources may report
only to the nearest tenth or whole number.
Data are not always collected on a yearly basis, meaning that some data estimates are several years old and may not reflect the
current health status of the population. In particular, data reported from prior to 2013 should be treated cautiously in planning and
decision-making.
California state averages and, where available, United States national averages are provided for context. No analysis of statistical
significance was done to compare county data to a benchmark; thus, these benchmarks are intended to provide contextual
guidance and do not intend to imply a statistically significant difference between county and benchmark data.

Primary data collection and the prioritization process are also subject to information gaps and limitations. The following limitations should
be considered in assessing validity of the primary data.
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VII.

Themes identified during interviews and focus groups reflect the experience of individuals selected to provide input; the Napa
County CHNA Advisory Group sought to receive input from a robust and diverse group of stakeholders to minimize this bias.
The final prioritized list of health needs is also subject to the affiliation and experience of the individuals who attended the
Prioritization Day event, and reflect how those individuals voted on that particular day. The final scores are close in number, and
therefore suggest that all identified health needs are important to stakeholders in Napa County. Nonetheless, they have been
prioritized according to the final average scores, and are assigned a corresponding rank order.

IDENTIFICATION AND PRIORITIZATION OF COMMUNITY’S HEALTH NEEDS
A. Identifying Community Health Needs
i.

Definition of “Health Need”

For the purposes of the CHNA, the Napa County CHNA Advisory Group defines a “health need” as a health-related outcome (e.g.,
access to care), the related conditions that contribute to a defined health need (e.g., access to housing), or the health need itself (e.g.,
cancers). In this context, potential health needs are intended to identify a condition or related set of conditions, rather than a specific
population of high need. Within each health need, high risk populations are explored as well. For this reason, information about needs of
specific at-risk subpopulations such as older adults is included within the context of the health needs. Health needs are identified through
the comprehensive identification, interpretation, and analysis process of a robust set of primary and secondary data.

A total of 18 potential health needs were examined, as outlined in the Table below.
Health Need
Access to Care

Access to Housing
Asthma and COPD
Cancers
Child Mental and
Emotional Development

Definition
Data related to health insurance, care access, and
preventative care utilization for physical, mental, and oral
health
Data related to cost, quality, availability, and access to
housing
Known drivers of asthma and other respiratory diseases,
and health outcomes related to these conditions
Known drivers of cancers, and health outcomes related to
cancers
Data related to development of mental and emotional health
in young children, particularly age 0-5
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Climate and Health
CVD and Stroke
Economic Security
Education
HIV/AIDS/STI
Mental Health

Obesity and Diabetes

Oral Health

Overall Health
Pregnancy and Birth
Outcomes
Substance Abuse and
Tobacco
Vaccine-Preventable
Infectious Disease
Violence and Injury

Data related to climate and environment, and related health
outcomes
Known drivers of heart disease and stroke, and related
cardiovascular health outcomes
Data related to economic well-being, food insecurity, and
drivers of poverty including educational attainment
Data related to educational attainment and academic
success, from preschool through post-secondary education
Known drivers of sexually transmitted infections including
HIV, and related STI and AIDS outcomes
Data related to mental health and well-being, access to and
utilization of mental health care, and mental health
outcomes
Data related to healthy eating and food access, physical
fitness and active living, overweight/obesity prevalence, and
downstream health outcomes including diabetes
Data related to access to oral health care, utilization of oral
health preventative services, and oral health disease
prevalence
Data related to overall community health including self-rated
health and all-cause mortality
Data related to behaviors, care, and outcomes occurring
during gestation, birth, and infancy; includes health status of
both mother and infant
Data related to all forms of substance abuse including
alcohol, marijuana, tobacco, illegal drugs, and prescription
drugs
Data related to vaccination rates and prevalence of vaccinepreventable disease
Data related to intended and unintended injury such as
violent crime, motor vehicle accidents, domestic violence,
and child abuse

ii. Criteria and Analytical Methods Used to Identify the Community Health Needs
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The first step in the process of identifying community health needs for Napa County was to score all secondary data against a
benchmark, in most cases the California state estimate, and to apply a score to each potential health need based on the aggregate score
of the indicators assigned to that health need. Additionally, content analysis was used to analyze key themes in both the Key Leader
Interviews and Focus Groups. Section V contains more information on quantitative and qualitative data analysis.
Potential health needs were identified as a health need in Napa County if:
a. Multiple indicators reviewed in secondary data demonstrated that the county estimate was greater than 1% “worse” than the
benchmark comparison estimate (in most cases, this benchmark was the California state average).
b. The health issue was identified as a key theme in at least nine interviews OR in at least one focus group.
If a health need was mentioned overwhelmingly in primary data but did not meet the criteria for secondary data, the analysis team
conducted an additional search of secondary data to confirm that all valid and reliable data concurred with the initial secondary data and
to examine whether indicators within the health need disproportionately impact specific geographic, age, or racial/ethnic subpopulations.
In the few cases where either qualitative or quantitative data presented strong evidence of being a potential health need, the Napa
County CHNA Advisory Group discussed the data and came to consensus about whether or not to include the health need.
The consultant team summarized the results of the analysis of potential health needs in a matrix which was then reviewed and discussed
by the Napa County CHNA Advisory Group.
The consultant team and Napa County CHNA Advisory Group identified ten health needs which met the first criteria of having at least
two distinct indicators that performed >1% worse than benchmark estimates. Of these, five met the additional criteria of being identified
as a theme in key leader interviews and focus groups and were thus designated as health needs. One potential health need, Access to
Housing, did not meet the criteria for inclusion as a health need based on its secondary data score, though it was a significant theme in
the majority of interviews and focus groups. Therefore, the Napa County CHNA Advisory Group decided to include data about Access to
Housing along with Economic Insecurity (which met both criteria for inclusion) because access to safe and affordable housing is very
closely linked to economic security.
The Napa County CHNA Advisory Group also decided to combine two other interrelated potential health needs that met the criteria for
inclusion when considered together but not separately. Specifically, Access to Care did not meet the secondary data criteria, but was a
strong theme in primary data. Similarly, Oral Health was not a salient theme in interviews and focus groups but secondary data revealed
that there are important issues related to access to oral health care in Napa County. As a result, these two health needs are presented
together as Access to Primary and Oral Health Care for Napa County. Finally, the potential health need of Cancers demonstrated
considerable need in secondary data, but was not identified as a theme in primary data. The Napa County CHNA Advisory Group
reasoned that this may indicate a lack of knowledge about cancer incidence and mortality in Napa County. In order to address this gap,
the Napa County CHNA Advisory Group decided to include Cancers as an identified health need. Thus, a total of seven health needs
were identified in Napa County.
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B. Process and Criteria Used for Prioritization of the Health Needs
The Criteria Weighting Method—a rigorous mathematical process whereby participants establish a relevant set of criteria and assign a
priority ranking to issues based on how they measure against the criteria—was used to prioritize the seven health needs. This method was
selected as it enabled consideration of each health need from different perspectives, and allowed the Napa County CHNA Advisory Group to
weight certain criteria and use a multiplier effect in the final score.
To determine the scoring criteria, Napa County CHNA Advisory Group members reviewed a list of potential criteria and selected a total of
four criteria as seen below:
Criteria
Severity
Disparities
Prevention

Co-benefit

Definition
The health need has serious consequences (morbidity, mortality, and/or
economic burden) for those affected.
The health need disproportionately impacts specific geographic, age, or
racial/ethnic subpopulations.
Effective and feasible prevention is possible. There is an opportunity to
intervene at the prevention level and impact overall health outcomes.
Prevention efforts include those that target individuals, communities, and
policy efforts.
Solution could impact multiple problems. Addressing this issue would
impact multiple health issues.

In order to develop a weighted formula to use in prioritization, each member of the Napa County CHNA Advisory Group assigned a weight to
each criterion between 1 and 5. A weight of 1 indicated the criterion is not very important in prioritizing health issues whereas a weight of 5
indicated the criterion is extremely important in prioritizing health issues. The average of weights assigned by members of the Napa County
CHNA Advisory Group for each criterion were used to develop the formula below to provide a final formula for use in scoring health needs
for prioritization.
Overall Score= (2*Severity) + (2*Disparities) + (1*Prevention) + (1*Co-benefit)
In order to review and prioritize identified health needs, a half-day prioritization session was held on December 18, 2015, at the SJH-QVMC.
A total of 34 stakeholders representing sectors such as health, education, public safety, and child welfare attended. The goals of the meeting
were to: review health needs identified in Napa County; discuss key findings from the CHNA; and prioritize health needs in Napa County.
After each health need was reviewed and discussed, participants voted on each health need using the four criteria discussed above. The
table below outlines the results of the voting on each health need.
Final Results

Health Needs in Priority Order
Unweighted Scores by Criteria
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Health Need
1. Education
2. Economic and Housing
Insecurity
3. Mental Health
4. Obesity and Diabetes
5. Access to Primary and
Oral Health Care
6. Substance Use
7. Cancers

Weighted
Score
37.37

Severity

Disparities

Prevention

Co-benefit

6.13

6.36

6.09

6.30

36.39

6.39

6.18

5.27

5.97

34.71
33.68

6.15
5.69

5.53
5.29

5.27
5.97

6.09
5.77

32.52

5.52

5.42

5.09

5.55

32.09
27.57

5.77
5.00

4.83
4.41

5.09
4.31

5.80
4.43

C. Prioritized Description of the Community Health Needs Identified Through the CHNA
In descending priority order, the following health needs have been prioritized as follows in Napa County:
1. Education: Educational attainment is strongly correlated with health: people with low levels of education are prone to experience poor
health outcomes and stress, whereas people with more education are likely to live longer, practice healthy behaviors, experience better
health outcomes, and raise healthier children.
In Napa County, extreme disparities exist among subpopulations in key educational outcomes. Hispanic/Latino students and English
Language Learners (ELL) are at high risk for dropping out of high school. Only 22.0% of tenth grade English Language Learners passed
the California High School Exit Exam in English Language Arts; only 39.0% passed in Mathematics.25 For all students in the county,
harassment and bullying in schools were also raised as issues of high concern.
2. Economic and Housing Insecurity: Economic resources such as jobs paying a livable wage, stable and affordable housing, as well as
access to healthy food, medical care, and safe environments can impact access to opportunities to be healthy.
The high cost of living in Napa exacerbates issues related to economic security and stable housing. Among all households, 42.9% spend
30% or more of household income on housing costs.26 Malnutrition and food insecurity are also key issues for Napa County residents, as
many are forced to spend most of their income on housing, and do not qualify for public benefits.
3. Mental Health: Mental health includes emotional, behavioral, and social well-being. Poor mental health, including the presence of
chronic toxic stress or psychological conditions such as anxiety, depression or Post-Traumatic Stress Disorder, has profound
consequences on health behavior choices and physical health.

25
26

California Department of Education, 2013-14.
US Census Bureau, American Community Survey, 2009-13.
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Mental health was raised as a high concern. Most notably, Napa residents have a high risk of suicide. An estimated 10.3% of Napa
County residents report having seriously considered suicide; among Latinos in the county, this estimate is 27.9%.27 Older adults,
transition age youth, LGBTQ youth, and Latinos were noted as populations of high concern for mental health issues. Social stigma and
the geographic distribution of resources were considered as barriers to receiving appropriate mental health services.
4. Obesity and Diabetes: Weight that is higher than what is considered as a healthy weight for a given height is described as overweight
or obese.28 Overweight and obesity are strongly related to stroke, heart disease, some cancers, and type 2 diabetes.
In Napa County, an estimated 24.0% of adults are obese,29 and 37.0% are overweight.30 Among youth, 14.8% are obese and 19.5% are
overweight.31 Access to affordable healthy food was identified as a concern, particularly in specific areas of Napa County including
American Canyon and rural communities. Since economic disadvantage is strongly linked to barriers that inhibit healthy consumption of
foods and an active lifestyle, low-income residents, as well as older adults and residents experiencing homelessness, are
disproportionately affected by this health need.
5. Access to Primary and Oral Health Care: Ability to utilize and pay for comprehensive, affordable, quality physical and mental health
care is essential in order to maximize the prevention, early intervention, and treatment of health conditions. Nationwide, there is a focus
on integrating oral health services into primary care. Utilization of oral health care is extremely important to health, as tooth and gum
disease can lead to multiple health problems such as oral and facial pain, problems with the heart and other major organs, as well as
digestion problems.
With the implementation of the ACA, many adults in Napa County have access to insurance coverage and regular healthcare. However,
disparities persist. Premiums for health insurance remain high, and many providers do not accept Medi-Cal or have long waiting lists.
Dental insurance was not included in recent health insurance reform, and 43.7% of the adult population in the county lacks dental
insurance.32
6. Substance Use: Use or abuse of tobacco, alcohol, prescription drugs, and illegal drugs, can have profound health consequences.
In Napa County, substance abuse was identified as a concern, particularly with respect to alcohol consumption. Among adults, 21.3% of
residents report heavy alcohol consumption.33 Youth were noted as a high risk population, and data indicates that in the prior 30 days
11.8% of 11th grade students reported using cigarettes, 22.8% reported binge drinking, and 24.9% reported using marijuana.34

California Health Interview Survey, 2014.
http://www.cdc.gov/obesity/adult/defining.html
29
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, 2012.
30
Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Additional data analysis by CARES, 2011-12.
31
California Department of Education, FITNESSGRAM® Physical Fitness Testing, 2013-14.
32
California Health Interview Survey, 2009.
33
Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Accessed via the Health Indicators Warehouse, 2006-12.
34
California Healthy Kids Survey, 2011-13.
27
28
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7. Cancers: Cancer is a broad term which encompasses over 100 specific diseases, all of which begin with abnormal cell growth.35 Cancer
is typically defined by the primary site of abnormal growth, and the progression of the disease is affected by the cancer type, as well as
the phase of detection, and available treatment options.
Compared to California state averages, Napa County has higher incidence of breast, prostate, colon and rectum, and lung cancer, as
well as a higher all-cancer mortality rate. Racial/ethnic disparities exist in cancer morbidity and mortality.
The seven health needs that emerged as top concerns in Napa County highlight the importance that Napa County stakeholders give to
addressing the social determinants of health in order to build a healthier and stronger community. Access to quality education, safe and
affordable housing, and economic stability rose to the top of the list of prioritized health needs. This list of health needs underscores the
importance of multi-sector collaboration and cross-cutting strategies that address multiple health needs simultaneously.
Furthermore, the list of prioritized health needs corroborates findings from the Napa County 2013 Community Health Assessment (CHA).
The 2016 CHNA updates data included in the 2013 CHA, reinforces priorities determined during the CHA/Community Health Improvement
Planning process, and confirms that multi-sector efforts to address these health needs remain critical to improved health in Napa County.
In addition to the supporting data presented for each identified health need, several cross-cutting themes emerged in the primary data that
speak to a broader consideration of community structure and cohesion. In working towards equal opportunities for people to lead safe,
active, and healthy lifestyles, Napa residents and key stakeholders cited challenges related to isolation that impact specific populations
within the county and the community as a whole. Poor transportation across the county contributes to this isolation, as well as social norms
segregating different subpopulations within communities county-wide. In particular, older adults were noted as a population often suffering
from social isolation, as well as those for whom immigration status or language is a barrier to social cohesion in the community at large.
Discrimination towards people experiencing homelessness was also raised as a concern among stakeholders, as well as discrimination
towards members of the LGBTQ population. For many residents, feelings of invisibility, segregation, and isolation can have profound
impacts on both mental and physical health, as well as on overall quality of life.
D. Community Resources Potentially Available to Respond to the Identified Health Needs.
Napa County has a rich network of community-based organizations, government departments and agencies, hospital and clinic partners,
and other community members and organizations engaged in addressing many of the health needs identified by this assessment. Examples
of community resources available to respond to each community identified health need, as identified in qualitative data and by the Napa
County CHNA Advisory Group, are indicated in each health need profile in Appendix A. For a more comprehensive list of community assets
and resources, please call 2-1-1 OR 800-273-6222, or reference http://211bayarea.org/napa/.

35

American Cancer Society. Accessed at http://www.cancer.org/cancer/cancerbasics/what-is-cancer, December 2015.
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Napa County Community Health Needs Assessment

Economic & Housing Insecurity
Economic security is a key determinant of health: having limited economic resources can impact
access to opportunities to be healthy, including access to healthy food, medical care, and safe
environments. 1 Access to stable, affordable housing also contributes to a strong foundation for good
health, whereas substandard housing and homelessness exacerbate other physical and mental health
issues. A high cost of living contributes to both economic and housing issues. In Napa County, while
many economic indicators such as unemployment and housing costs rank better than statewide, the
cost of living is higher in the county than other parts of the state, forcing families who work in Napa to
move and live outside the county. Malnutrition and food insecurity are also key issues for Napa
County residents, as many are forced to spend most of their income on housing, and do not qualify for
public benefits. Community members and key stakeholders recommended increasing access to
affordable housing, childcare, and healthy food.

Key Data
Indicators
Percent of Households Spending 30% or More of
Household Income on Housing Cost 2

Napa: 42.6

“The number one issue for our community is
lack of affordable housing. Increasingly, it is
more difficult to live here. The supply of
housing is down which creates multiple issues
for older adults when families move away and
are left without support. As they grow older,
there are increasing challenges at lower income
levels.”

California: 45.0

HUD-Assisted Units (per 10,000 housing units) 3

Napa: 399.0

Percent of Population Living 200% Below Federal
Poverty Level 4

Napa: 28.1

– Interviewee

California: 368.3

California: 36.4

Key Themes from Qualitative Data
- Lack of affordable housing causes many who work in Napa to

“It’s all about systems change. Systems are
designed to produce the outcomes they
produce. If you want to change the
outcomes you have to change the system; if
you want to change the system you have to
change the culture.”
– Interviewee

live outside the county
- Low 4th grade reading levels predict later educational success,
which can lead to poverty, unemployment, and barriers to
healthcare access (e.g., low health literacy/education)

- Lack of affordable childcare is a major
financial stressor on families

- Cost of living is so high many are

unable to afford food or housing but
do not qualify for public benefits

† Reports counts of all housing units receiving assistance through the US Department of Housing and Urban Development (HUD). Assistance
programs include Section 8 housing choice vouchers, Section 8 Moderate Rehabilitation and New Construction, public housing projects, and
other multifamily assistance projects. Units receiving Low Income Housing Tax Credit assistance are excluded from this summary.
Note: California state average estimates are included for reference. Differences between Napa County and California state estimates are not
necessarily statistically significant.
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Napa County Community Health Needs Assessment

Economic & Housing Insecurity
Additional Data
Housing Stock and Quality
Vacant Housing Units

Substandard Housing

% of housing units that are vacant 5,†

% of housing with substandard housing 6

9.9 | 8.6
Napa

California

44.4 | 48.4
Napa

California

Overcrowded Housing

% of adults living in overcrowded conditions
( >1.5 persons/room) 7

3.6 | 5.2
Napa

California

“People are living in storage sheds and garages that are really uninhabitable. Some people even live in
their cars, because there is not enough housing.”
– Interviewee
Poverty and Unemployment
Children in Poverty

% of children (age <18) living below 100% of
Federal Poverty Level 8

14.0 | 22.7
Napa

California

Children Eligible for Free/Reduced
Price Lunch
% of public school students eligible for free or
reduced price lunches 11

45.4 | 58.1
Napa

California

Food Insecurity

% of the population that experienced food
insecurity at some point during the report year 13

12.0 | 16.2
Napa

California

Older Adults in Poverty

% of adults (age 65+) living below 100% of
Federal Poverty Level 9

6.8 | 9.9
Napa

California

“Even though I only had enough
money to pay for my car and
rent and 500 dollars in my
account, I didn’t qualify for food
stamps, even with my
dependent.”
– Focus Group Participant
“ We surveyed our patients, and
about 40% of them indicated
that close to the end of the
month they were running out of
food due to lack of money.”
– Interviewee

Unemployment Rate

% of civilian non-institutionalized population
age 16 and older that is unemployed 10

5.6 | 6.8
Napa

California

Population Receiving SNAP

% of the population receiving Supplemental
Assistance Program (SNAP) benefits 12

5.3 | 10.6
Napa

California

Households with No Vehicles
Number of households with no motor
vehicle 14

4.6 | 7.8
Napa

California

† Vacant housing reported as an indicator of blight across the city. Research demonstrates links between foreclosed, vacant, and abandoned
properties with reduced property values, increased crime, increased risk to public health and welfare, and increased costs for municipal
governments. (U.S. Department of Housing and Urban Development, Evidence Matters, Winter 2014).
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Napa County Community Health Needs Assessment

Economic & Housing Insecurity
Populations Disproportionately Affected
Geographic Areas with Greatest Risk
The map (left) depicts
the percentage of the
population living
below 200% of the
Federal Poverty Level
by census tract in
Napa County. The city
of Napa, greater
Calistoga region,
Yountville, American
Canyon, and the
region northeast of St.
Helena are areas with
notably high
percentages of the
population living in
poverty.

Populations with Greatest Risk
Racial/Ethnic disparities
Interviewees and focus group participants identified Latino residents as being at particularly high risk of
experiencing problems accessing quality housing in Napa County.
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Napa County Community Health Needs Assessment

Economic & Housing Insecurity
Assets and Recommendations
Examples of Existing Community Assets†
Early Childhood Programs

Food Assistance Programs

Homeless Services and Shelters

Community Recommendations for Change
- Enforce a living wage
- Advocate for agricultural workers’ rights
- Implement policy changes that address affordable housing
- Increase access to affordable child care
- Increase access to affordable housing
- Increase access to affordable grocery stores
- Increase access to educational opportunities (e.g., post-secondary education)

† Examples derived from qualitative data and Napa County CHNA Advisory Group. For a comprehensive list of county assets and resources,
see http://211bayarea.org/napa/.

“Health & Poverty,” Institute for Research on Poverty, Accessed October 19, 2015, http://www.irp.wisc.edu/research/health.htm.
US Census Bureau, American Community Survey, 2010-14.
3
US Department of Housing and Urban Development, 2013.
4
US Census Bureau, American Community Survey, 2010-14.
5
US Census Bureau, American Community Survey, 2009-13.
6
Ibid.
7
Ibid.
8
US Census Bureau, American Community Survey, 2010-14.
9
US Census Bureau, American Community Survey, 2009-13.
10
US Department of Labor Bureau of Labor Statistics, June 2015.
11
National Center for Education Statistics, NCES - Common Core of Data, 2013-14.
12
US Census Bureau Small Area Income & Poverty Estimates, 2011.
13
Feeding America, 2012.
14
US Census Bureau, American Community Survey, 2009-13.
1
2
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Napa County Community Health Needs Assessment

Education
Educational attainment is a key determinant of health: people with low levels of education are prone to
experience poor health outcomes and stress, whereas people with more education are likely to live longer,
1
practice healthy behaviors, experience better health outcomes, and raise healthier children. Completing formal
education is a key pathway to employment and to higher paying jobs that can provide the means to lead a
2
healthier life. From preschool to post-secondary education, primary and secondary data indicate that retention
and quality education are key needs in Napa County. Bullying and harassment among students is also a concern
in Napa County. While key education outcomes, such as percent of students graduating from high school in four
years, are higher for Napa County than the rest of California, evidence of extreme racial/ethnic disparities remain
concerning. In particular, secondary data reveal that Hispanic/Latino students and English Language Learners
(ELL) are at high risk for dropping out of high school. 3 To improve county-wide access and decrease disparities,
community members and key stakeholders recommended strategies such as increasing support for programs
that work closely with low performing students to improve access to post-secondary education.

Key Data
Indicators
Percent of Children (age 3-4) Enrolled in Pre-School 4
California: 47.8

Napa: 62.7

“There needs to be attention [paid to]
performance in schools, especially with
English as a second language [students].
This carries on into high school, so there
needs to be a lot of effort in K-12. There are
not enough counselors to go around for
students that need additional support.”
– Interviewee

Percent of Fourth Grade Children Scoring Below
the “Proficient” Level on English Language Arts
California Standards Test 5
California: 36.0

Napa: 40.0

Percent of Cohort Graduating from High School 6
California: 80.4

Napa: 85.3

Key Themes from Qualitative Data
−
−

High numbers of students do not
complete high school, especially among
Latino students
Educational needs of English Language
Learners and Hispanic/Latino students
are not identified and addressed at a
young age

−

−

Educational attainment for ELL students
is poor; gaps need to be addressed
sooner (e.g., higher percentage of high
school dropouts)
Harassment and bullying occurs
frequently in schools

Note: California state average estimates are included for reference. Differences between Napa County and California state estimates are not
necessarily statistically significant.
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Education (continued)
Additional Data
Early Childhood Education
Head Start Program Facilities

Rate of Head Start program facilities per 10,000
children under age 5 7

7.4 | 6.3
Napa

California

English Language Learners
English Language Performance (Grade 10)

% of all students versus English language learners (grade 10) who
passed the California High School Exit Exam in English Language Arts 8

85.0 | 22.0 | 38.0
Napa: All

Napa: ELL

California: ELL

Math Performance (Grade 10)

% of all students versus English language learners (grade 10) who passed the
California High School Exit Exam in Math 9

87.0 | 39.0 | 54.0
Napa: All

Napa: ELL

California: ELL

Retention/Discipline
Expulsion

Rate of expulsion per 100 enrolled K-12 public
school students 10

0.02 | 0.05
Napa

California

Suspension

Rate of suspension per 100 enrolled K-12 public
school students 11

3.51 | 4.04
Napa

California

Educational Attainment
Less than High School Diploma

% of population age 25+ with no high school
diploma or equivalent 12

16.9 | 18.8
Napa

California

"If [low-performing students] never get caught up, then they will
continue to be disadvantaged. English Language Learners are at
a disadvantage, so there is some connection to the trajectory,
which starts in 3rd [and 4th] grade. I think the dropout rate does not
fully capture what fully happens."
– Interviewee
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Education (continued)
Populations Disproportionately Affected
Geographic Areas with Greatest Risk
The map (left) depicts the percentage
of the population age 25+ with a high
school education or higher by census
tract in Napa County. The city of Napa,
greater Calistoga region, St. Helena,
and American Canyon region are
areas with notably low percentages of
the population who have a high
school education or higher.
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Education (continued)
Populations Disproportionately Affected
Populations at Greatest Risk
Percentage of Students Dropping out of High School by Race/Ethnicity, 2013-2014 13

Overall
African American (Not Hispanic)
American Indian/Alaska Native
(Not Hispanic)
Asian (Not Hispanic)
Filipino (Not Hispanic)
Hispanic/Latino
Pacific Islander (Not Hispanic)
White (Not Hispanic)
Multiracial (Not Hispanic)

Napa County

California

10.0
14.0

11.5
20.3

23.1

18.8

5.0
2.9
14.2
10.0
5.8
8.0

4.5
4.4
13.9
12.4
7.6
8.4

Percentage of Students Dropping out of High School by Program, 2013-2014 14

All Students
English Learners
Migrant Education
Special Education
Socioeconomically Disadvantaged

Napa County

California

10.0
22.4
20.0
18.3
15.0

11.5
20.8
15.7
16.0
14.4

Interviewees and focus group participants highlighted that Latino students, in particular, are at risk of
low educational attainment or poor academic performance.
One interviewee said, “My primary work is with Latino families and Latino kids. The county has not
identified the educational equity disparities. The disparities…for post high school education are huge.
We don’t have a graduation problem; we have a group that graduates that are un-educated
and un-skilled. So many of those kids have straight Ds or they have not taken the right classes in
order to apply for a UC or a CSU, so they are going nowhere.”
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Education (continued)
Assets and Recommendations
Examples of Existing Community Assets†
Robotics STEM course for middle
school students

Community-based organizations
focused on strengthening early
childhood education

UC Davis Math Institute (works
with middle school students the
summer before high school)

Community Recommendations for Change
− Continue support for programs that work closely with low performing students to help them
become college-ready and to ensure access to post-secondary education
− Increase financial aid support, especially for high-need populations
− Partner with Napa Valley College
− Develop career tracks to encourage students to pursue careers in the healthcare field
− Increase services/resources in schools
− Provide college counseling for all students
− Strengthen early childhood education system
− Bridge the education gap between students who are English Language Learners and English
speaking students
† Examples derived from qualitative data and Napa County CHNA Advisory Group. For a comprehensive list of county assets and resources,
see http://211bayarea.org/napa/.
1
“Exploring the Social Determinants of Health: Education and Health,” Robert Wood Johnson Foundation, Accessed October 19,
2015, http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2011/rwjf70447.
2
Napa County Community Health Assessment Report, 2013
3
Ibid.
4
US Census Bureau, American Community Survey, 2014.
5
California Department of Education, 2012-13.
6
California Department of Education, 2013.
7
US Department of Health & Human Services Administration for Children and Families, 2014.
8
California Department of Education, 2013-14.
9
Ibid.
10
Ibid.
11
Ibid.
12
US Census Bureau American Community Survey, 2010-14.
13
California Department of Education, 2013-14.
14
Ibid.
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Cancers
Cancer is a broad term which encompasses over 100 specific diseases, all of which begin with
abnormal cell growth. 1 Cancer is typically defined by the primary site of abnormal growth, and the
progression of the disease is affected by the cancer type, as well as the phase of detection, and
available treatment options. Cancer is the second leading cause of death in the United States, 2 and has
emerged as an important health need in Napa County according to a review of county health data. For
example, Napa County residents experience a higher rate of all-cancer mortality, as well as a higher
incidence of breast, prostate, colon and rectum, and lung cancer compared to California on average.
Disparities in incidence and mortality exist across racial/ethnic subpopulations in the county. While
cancer did not emerge as an important theme in primary data during this assessment process,
secondary data revealed concerning trends, indicating a need to educate community members and
stakeholders about the risk of many types of cancer in Napa County.

Key Data
Indicators
All-Cancer Mortality Rate 3
Age-Adjusted, Rate Per 100,000 Population
California: 157.1

“We do have a higher cancer rate
than you might expect. I am not sure
how to explain that.”

Napa: 167.8

-Interviewee

Cancer Incidence by Primary Site 4
Age-Adjusted, Rate Per 100,000 Population
Napa County
Cervical Cancer*
Breast Cancer*
Prostate Cancer**
Colon and Rectum Cancer
Lung Cancer

6.2
125.4
173.8
45.4
62.0

California

United States

7.8
122.4
136.4
41.5
49.5

7.8
122.7
142.3
43.3
64.9

*Rate per 100,000 female population
** Rate per 100,000 male population

Notes on Limited Primary Data
Although cancer is a leading cause of death in Napa County, it was not a key theme in focus groups
or Key Informant Interviews. The limited references to cancer in primary data may be due in part to
the following factors:
- Lack of education about high rates of cancer morbidity and mortality; and
- Low priority of cancer compared to social needs such as affordable housing or economic
security among community members.
Note: California state average estimates are included for reference. Differences between Napa County and California state estimates are not
necessarily statistically significant.
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Cancers (continued)
Key Drivers and Additional Data
Key Driver: Physical Environment
Liquor Store Access

Rate of liquor stores per 100,000 population 5

Air Quality, PM 2.5

% of days exceeding standards of Particulate
Matter 2.5, pop. adjusted average 6

36.6 | 10.0
Napa

6.3 | 4.2

California

Napa

Pesticide Use

1,259,700

pounds of pesticides applied in Napa in 2013. 7

California

Key Driver: Health Behaviors
Excessive Alcohol Consumption, Adult
% of adults age 18 and older who self-report
heavy alcohol consumption 8

21.3 | 17.2
Napa

California

Low Fruit and Vegetable Consumption,
Adult
% of adults (18+) who self-report consuming
<5 servings of fruits and vegetables each day 9

64.7 | 71.5
Napa

California

Physical Inactivity, Adult

% of adults (20+) who self-report that they
perform no leisure time activity 10

13.4 | 16.6
Napa

California

Key Driver: Related Health Conditions
Overweight, Adult

% of adults (18+) who self-report Body Mass
Index (BMI) between 25.0 and 30.0 11

37.0 | 35.9
Napa

California

Obesity, Adult

% of adults (20+) who self-report Body Mass
Index (BMI) > 30.0 12

24.0 | 22.3
Napa

California

Additional Data: Screenings and Clinical Care
Colon Cancer Screening

% of adults (50+) who self-report that they ever
had a sigmoidoscopy or colonoscopy, ageadjusted 13

58.3 | 57.9
Napa

California

Pap Test Screening

% of women (18+) who self-report that they
have had a Pap test in the past three years,
age-adjusted 14

75.0 | 78.3
Napa

California

Breast Cancer Screening, Older Adults

% of female Medicare enrollees (67-69+) who
have received one or more mammograms in
the past two years 15

63.5 | 59.3
Napa
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Cancers (continued)
Populations Disproportionately Affected
Racial/Ethnic Populations with Greatest Risk
Cancer Mortality
Age-Adjusted Rate (Per 100,000 Population) by Race / Ethnicity 16
236.7

Napa County

208.2

California

170.2 170.8
151.5
120.1

155.6

119.8

149.4
108.4

93
73.0

Non-Hispanic
White

Black

Asian

Native
Multiple Race
American /
Alaskan Native
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Cancers (continued)

Populations Disproportionately Affected and Assets
Annual Cancer Incidence by Primary Site
Age-Adjusted Rate (Per 100,000 Population) by Race / Ethnicity 17
Black

White

Asian / Pacific Islander

Hispanic or Latino

240.4
176.1
128.9
98.4 97.0

107.2
78.4

66.0

48.4 41.3 47.3

33.0 31.4

*
Prostate Cancer

*

*
Breast Cancer

Lung Cancer

Colon and Rectum Cancer

*Races not shown are suppressed due to small numbers.
** Rate per 100,000 male population.
*** Rate per 100,000 female population.

Examples of Existing Community Assets†
Hospitals

American Cancer Society

Cancer Rehabilitation at Synergy
Medical Fitness Center

† Examples derived from qualitative data and Napa County CHNA Advisory Group. For a comprehensive list of county assets and resources,
see http://211bayarea.org/napa/.

American Cancer Society. Accessed at http://www.cancer.org/cancer/cancerbasics/what-is-cancer, December 2015.
Centers for Disease Control. Accessed at http://www.cdc.gov/cancer/dcpc/data/types.htm, December 2015.
3
University of Missouri, Center for Applied Research and Environmental Systems. California Department of Public Health, Death
Public Use Data, 2010-12.
4
National Institutes of Health, National Cancer Institute, Surveillance, Epidemiology, and End Results Program. State Cancer Profiles,
2007-11.
5
US Census Bureau, County Business Patterns. Additional data analysis by CARES, 2012.
6
Centers for Disease Control and Prevention, National Environmental Public Health Tracking Network, 2008.
7
California Department of Pesticide Regulation (CDPR), Pesticide Use Reporting, 2013.
8
Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Accessed via US Department of Health &
Human Services, Health Indicators Warehouse, 2006-12.
9
Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Accessed via the US Department of
Health & Human Services, Health Indicators Warehouse, 2005-09.
10
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, 2012.
1
2
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Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Additional data analysis by CARES, 201112.
12
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, 2012.
13
Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Accessed via the US Department of
Health & Human Services, Health Indicators Warehouse, 2006-12.
14
Ibid.
15
Dartmouth College Institute for Health Policy & Clinical Practice, Dartmouth Atlas of Health Care, 2012.
16
University of Missouri, Center for Applied Research and Environmental Systems. California Department of Public Health, Death
Public Use Data, 2010-12.
17
National Institutes of Health, National Cancer Institute, Surveillance, Epidemiology, and End Results Program. State Cancer
Profiles, 2007-11.
11
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Mental Health
Mental health includes emotional, behavioral, and social well-being. Poor mental health — including
the presence of chronic toxic stress or psychological conditions such as anxiety, depression or PostTraumatic Stress Disorder — has profound consequences on health behavior choices and physical
health.1,2 Stressors such as economic insecurity, harassment and bullying in school, and lack of social
and emotional support are significant determinants of mental health. In Napa, mental health emerged
as a key concern among community members and other key stakeholders, as well as in some existing
secondary data sources. Notably, Napa County’s suicide rate is higher than both the statewide rate
and the Healthy People 2020 objective. Accessing mental health services can be challenging in Napa
County, and there is limited capacity to meet needs. Older adults, youth — particularly LGBTQ youth,
Latinos, and Native Americans face unique challenges in accessing mental health care. Other
interviewees discussed how emotional stress related to economic instability, such as struggling to
provide basic needs like affordable housing, is an important concern throughout Napa County.

Key Data
Indicators
Suicide Rate3
Age-adjusted; Rate Per 100,000 Population
California: 9.8

Napa: 12.7

“Some families […] struggle with accessing
mental health or behavioral health services
because there is a social stigma associated with
that.”
– Interviewee

Average Number of Mentally Unhealthy
Days/Month4
California: 3.6

Napa: 4.0

Youth Age 12-18 Needing Emotional/
Mental Health Care During Past 12 Months5
California: 20.8

“Many of our clients are suffering from mental
health and substance abuse issues. They often
have been suffering from years from very stressful,
traumatic life situations, sometimes even from
childhood.”
– Interviewee

Napa: 24.7*

Key Themes from Qualitative Data
Health Outcomes and Drivers:
− Economic insecurity is an important source
of stress
− Harassment and bullying is a concern
among youth
− High suicide risk, particularly among Latinos

Access to Mental Health Services:
− High need for mental health services and
perception of limited capacity to meet demand
− Older adults, especially those who are isolated,
have higher needs for mental health services
− Resistance to seeking treatment due to stigma
− High needs among LGBTQ youth
− Disparities exist related to the location of mental
health treatment facilities across the county

Note: California state average estimates are included for reference. Differences between Napa County and California state estimates are
not necessarily statistically significant.
*Unstable estimate; findings should be interpreted with caution.
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Mental Health (continued)
Additional Data and Key Drivers
Additional Data: Related Health Outcomes
Depression, Older Adults

% of Medicare beneficiaries with depression6

12.8 | 13.4
Napa

California

Depression, Youth

% of 11th grade students who felt sad or
hopeless almost every day for 2 weeks or more7

32.5 | 32.5
Napa

California

Key Driver: Access to Mental Health Care
Adults Needing Treatment

% of adults reporting need for treatment for
mental health, or use of alcohol /drug9

11.3 | 15.9
Napa

California

Mental Health Providers

Rate of mental health providers per 100,000
population10

247.2 | 157.0
Napa

California

Key Driver: Social Support and Stress
Social Support, Adult

% adults without adequate social / emotional
support (age-adjusted)11

Harassment for Sexual Orientation,
Youth

% of 11th grade students reporting harassment
related to sexual orientation12

8.3 | 7.6

21.0 | 24.6
Napa

Napa

California

California

Intentional Injury, Youth
Rate per 100,000 population8

537.9 | 738.7
Napa

California

“I feel that we need more mental
health services, more places to
go. If you are on Medi-Cal and
from Napa County, they offer
certain services, but not all.”
– Focus Group Participant
“We certainly know there is a
really high demand for
[mental health] services, and
we do not have enough
capacity to meet the demand.
So that is a big problem.”
– Interviewee

Key Driver: Social and Economic Risks
Exposure to Violence

Age-adjusted homicide mortality rate; per
100,000 population)13

1.2 | 5.2
Napa

California

Exposure to Poverty

% population with income at or below 200%
Federal Poverty Line14

28.1 | 36.4
Napa

California

Substandard Housing

% of occupied housing units with one or more
substandard conditions15

44.4 | 48.4
Napa
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Mental Health (continued)
Populations Disproportionately Affected
Geographic Areas with Greatest Risk

Mental Health Treatment and Prevention
Resources16
Primary data indicates a lack of available and
accessible mental health care services. Secondary
data corroborates this finding. This map displays the
location of the few mental health treatment facilities
in the county, and the areas in which treatment is
concentrated. In particular, many geographic regions
outside of Calistoga and the City of Napa experience
limited access to mental health treatment and
prevention resources.
Key
Mental Health Treatment Facilities

Populations with Greatest Risk
Racial/Ethnic disparities
Age disparities
Focus group participants and interviewees
noted that older adults, particularly those who
are socially isolated, are less likely to access
mental health services.
Youth, notably transition age youth and
LGBTQ youth, are also disproportionately
affected by mental health issues. Primary and
secondary data identified bullying and
harassment in schools as a key issue.

Although suicide risk is high on average for Napa
County residents compared to California state,
Latino residents are one group with
disproportionately high risk. 27.9% of Latinos in
Napa County report ever having seriously
thought about suicide, compared to 10.3% on
average across racial groups.17
“Four groups are being focused on in Napa
County based on the number of people
accessing mental health services. Native
Americans, Latinos, LGBTQ, and Veterans—
those are the groups identified as not
accessing mental health services.”
- Interviewee
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Mental Health (continued)
Assets and Recommendations
Examples of Existing Community Assets†
Mental Health Centers

Strong partnerships and sense of
community

Community Recommendations for Change
Increase Access to Mental Health Services
− Increase mental health services for older adults, especially at
day centers and adult shelters
− Increase access to mental health specialists, particularly in
Calistoga
− Ensure mental health services are culturally appropriate, and
available in Spanish
− Decrease stigma related to accessing mental health services
(for Latinos)
− Increase outpatient services

Mobile Crisis Team

“We need to think of
behavioral or mental health as
part of primary care. We
need to embed in these
[services] in various places.”
- Interviewee

Increase Interventions for Youth
− Increase mental health intervention staff in schools
− Focus efforts on reducing/eliminating harassment and
bullying among youth, especially LGBTQ youth
† Examples derived from qualitative data and Napa County CHNA Advisory Group. For a comprehensive list of county assets and resources,
see http://211bayarea.org/napa/.

Chapman DP, Perry GS, Strine TW. “The Vital Link Between Chronic Disease and Depressive Disorders,” Preventing Chronic
Disease, 2005; 2(1):A14.
2
Felitti VJ, Anda RF, Nordenberg D, Williamson DF, Spitz AM, Edwards V, Koss MP, Marks JS, “Relationship of Childhood Abuse
and Household Dysfunction to Many of the Leading Causes of Death in Adults: the Adverse Childhood Experiences (ACE)
Study.” American Journal of Preventive Medicine ,1998; 14:245–258.
3
University of Missouri, Center for Applied Research and Environmental Systems. California Department of Public Health,
CDPH - Death Public Use Data, 2010-12.
4
Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Accessed via the Health Indicators
Warehouse, 2006-12.
5
California Health Interview Survey, 2013-14.
6
Centers for Medicare and Medicaid Services, 2012.
7
California Healthy Kids Survey, 2011-13.
8
California EpiCenter data platform for Overall Injury Surveillance, 2011-13.
9
California Health Interview Survey, 2013-2014.
10
University of Wisconsin Population Health Institute, County Health Rankings, 2014.
11
Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Accessed via the Health Indicators
Warehouse. U.S. Department of Health & Human Services, Health Indicators Warehouse, 2006-12.
1

Appendix A. Health Need Profiles Prepared by Harder+Company Community Research and Raimi + Associates

A24

California Healthy Kids Survey, 2011-13.
University of Missouri, Center for Applied Research and Environmental Systems. California Department of Public Health,
CDPH - Death Public Use Data, 2010-12.
14
U.S. Census Bureau, American Community Survey, 2010-14.
15
U.S. Census Bureau, American Community Survey, 2009-13.
16
Substance Abuse and Mental Health Services Administration, 2014.
17
California Health Interview Survey, 2014.
12
13
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Obesity and Diabetes
Overweight and obesity are strongly related to stroke, heart disease, some cancers, and type 2
diabetes. These chronic diseases represent some of the leading causes of death nationwide. 1 There
is a high prevalence of adults and youth who are obese or overweight throughout the county.
Primary and secondary data indicate that throughout Napa County access to affordable healthy
food is limited, and lack of physical activity may be driven in part by a lack of affordable exercise
options and a lack of time. Specific geographic regions in Napa County, including rural
communities and American Canyon, experience disproportionately high levels of inadequate
access to healthy food compared to other areas of the county.

Key Data
Indicators
Percent of Adults Obese (BMI > 30.0) 2
California: 22.3

“Obesity and poor nutrition is huge and
crosses all ages and lifestyles.”
– Interviewee

Napa: 24.0

“The issue of nutrition affects our clients.
They are living on such low incomes that in
order to make their money stretch, they are
not able to afford fruits and vegetables. So I
think obesity and health issues related to
diet and exercise are part of their lives. Many
are living in survival mode. They are
working hard for low incomes, sometimes
working two jobs, and that affects their
ability to enjoy life in general.”
– Interviewee

Percent of Youth Obese (BMI > 30.0) 3

Napa: 14.8

California: 19.0

Percent of Adults Diagnosed with Diabetes 4
Age-adjusted
Napa: 6.8

California: 8.1

Key Themes from Qualitative Data
Poor Nutrition
-

Poor access to healthy and
affordable foods, particularly for
low-income residents
Several grocery stores have recently closed
High consumption of sugary beverages
Many residents are food insecure
Lack of access to information about
nutrition
Lack of knowledge of healthy, culturally
appropriate recipes
Farmer’s markets are accessible, but
expensive

Lack of Physical Activity
-

-

Trend towards more sedentary
lifestyles (e.g., increased screen
time among children and
adults)
Lack of adequate, affordable
recreational facilities
Long work hours and long
commute time limits time to
exercise
Lack of safe, walkable roads in
rural areas

Note: California state average estimates are included for reference. Differences between Napa County and California state estimates are
not necessarily statistically significant.
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Obesity and Diabetes (continued)
Additional Data and Key Drivers
Additional Data: Clinical Care
Diabetes Hospitalizations

Age-adjusted discharge rate per 10,000
pop. 5

7.4 | 10.4
Napa

California

Diabetes Management, Older
Adult

% of diabetic Medicare patients with
hemoglobin A1c (hA1c) test a in the past
year 6,†

80.1 | 81.5
Napa

California

Additional Data: Related Health Outcomes
Overweight, Adult

of adults (18+) who self-report Body Mass
Index (BMI) between 25.0 and 30.0 7

37.0 | 35.9
Napa

California

Stroke Mortality

Age-adjusted mortality rate per 100,000
pop. 9

38.0 | 37.4
Napa

California

“The number one cause of
death is cardiovascular
disease. As an underlying risk
factor: obesity is part of this.
We have a high obesity rate in
the county.”
-- Interviewee

Overweight, Youth

Ischaemic Heart Disease Mortality

Heart Disease Prevalence

Age-adjusted mortality rate per 100,000
pop. 10

152.9|163.2
Napa

California

% of children in grades 5, 7, and 9
ranking within the "Needs Improvement"
category (Overweight) for body
composition 8

19.5 | 19.3
Napa

California

% of adults (18+) ever told by a doctor
that they have coronary heart disease or
angina 11

9.9 | 6.3
Napa

California

Key Driver: Nutrition
Low Fruit and Vegetable
Consumption, Adult

% adults consuming <5 servings of fruit
and vegetables 12

64.7 | 71.5
Napa

California

Low Fruit and Vegetable
Consumption, Youth

% youth age 2-13 consuming <5 servings of
fruit and vegetables 15

51.6 | 47.4
Napa

Fast Food

WIC Authorized Food Stores

% of food stores authorized to accept WI C
program benefits per 100,000 pop
vegetables 13

17.4 | 15.8
Napa

California

Fast food establishments per 100,000
pop. 14

63.0 | 74.5
Napa

California

Grocery Stores

Grocery stores per 100,000 pop. 16

27.8 | 21.5
Napa

California

California

† Hemoglobin A1c (hA1c) test is a blood test which measures blood sugar levels and is used for diabetes management.
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Napa County Community Health Needs Assessment

Obesity and Diabetes (continued)
Key Driver: Physical Activity
Low Physical Activity, Adult

Park Access

% adults with no leisure time activity 17

13.4 | 16.6
Napa

California

Low Physical Activity, Youth

% population living ½ mile from a park 18

“Napa is a rural county; public
health infrastructure doesn’t
exist. The community isn’t set
up to promote physical
activity. It’s hard to walk.”

% youth in grades 5,7,9 with “high risk” or
“needs improvement” aerobic capacity 19

– Interviewee

31.1 | 35.9
Napa

California

57.6 | 58.6
Napa

California

Fitness Centers

Recreation and fitness centers per 100,000
pop. 20, †

12.5 | 8.7
Napa

California

Key Driver: Social and Economic Risks
Food Insecurity

“Poverty is a big issue. The
average person who is
struggling financially is not
able to access healthy foods.”
– Interviewee

% population experiencing food insecurity
(i..e., the household-level economic and
social condition of limited or uncertain
access to adequate food) 21

12.0 | 16.2
Napa

California

“Food insecurity in Napa
largely reflects economic
status…This has probably
not improved much. For
children, this is extremely
important.”
– Interviewee

† Fitness and recreation centers (defined by North American Industry Classification System (NAICS) code 713940) are establishments
primarily engaged in operating fitness and recreational sports facilities featuring exercise and other active physical fitness conditioning
or recreational sports activities, such as swimming, skating, or racquet sports. The method used to identify recreational facilities in the
County Business Patterns data does not include YMCAs and intramural/amateur sports clubs, both of which may be important venues
for physical activity, especially for low- and middle-income community members. Furthermore, this measure does not account for the
opportunity to engage in fitness activities in parks or other public areas.
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Napa County Community Health Needs Assessment

Obesity and Diabetes (continued)
Populations Disproportionately Affected
Geographic Areas with Greatest Risk
Modified Retail Food Environmental Index Score by
Tract 22
The Modified Retail Food Environmental Index
(mRFEI) measures the number of healthy and less
healthy food retailers in an area. The mRFEI
represents the percentage of health food retailers
(including supermarkets, larger grocery stores,
supercenters, and produce stores) within census
tracts or ½ mile from the tract boundary. This does
not include farmers markets. This map displays
geographic disparities in access to healthy foods
across Napa County.
Interviewees and focus group participants noted
that American Canyon and rural areas of the
county have low access to healthy foods.
Young children, older adults, and the Latino
population were also noted as populations at
high risk for food insecurity and low access to
healthy foods.
One interviewee noted, “A lot of our low income
families don’t have transportation. They are going
to these little corner stores with all the junk food.
So there doesn’t seem to be anything to motivate
these small stores to sell healthier stuff.”
Key

Populations with Greatest Risk
Age disparities
Interviewees and focus groups highlighted that obesity is a serious concern for older adults. While
obesity is an issue across the lifespan, interviewees noted that obesity is a risk factor for dementia,
and that there is an increased risk of dementia from high blood sugar. Physical activity, nutritious
food, and loneliness are highly predictive of dementia. Older adults living on fixed and low income
may go without meals because they need to make difficult financial decisions between spending
money on medication and on food.
Other disparities
Residents experiencing homelessness were also noted as a population of high risk. The food
available to families in shelters is often unhealthy (e.g., pizza and soda), and residents living in cars do
not have the means to cook.
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Napa County Community Health Needs Assessment

Obesity and Diabetes (continued)
Assets and Recommendations
Examples of Existing Community Assets†
Food Banks

Community Gardens

Community Recommendations for Change
Increase Accessibility of Healthy Foods
- Create safe, welcoming places such as
community gardens, school gardens,
and farmers markets
- Change nutrition policies (e.g., remove
sugary beverages from school
settings)
- Engage local faith-based and nonprofit
groups to deliver vegetable boxes to
low-income households
Increase Opportunities for Physical Activity
- Offer a warmer pool, or raise the
temperature of the public pool on
designated day each week, so that it is
accessible to seniors (e.g., in
partnership with the Arthritis
Foundation)
- Strengthen partnerships between
cities, school districts, nonprofits, and
local foundations to increase wellness
activities in communities (e.g., provide
more low-cost or free exercise classes)
- Enhance the safety of roads and
sidewalks to make Napa County more
walkable, especially for people with
disabilities

Parks, Trails and Walkable
Communities

“Make fresh fruits and vegetables cheaper and
more readily available so that single moms will
be able to make a healthier choice. You can
keep educating about these things and they
know it but given their living situation
they are not going to choose the healthiest
option.”
– Interviewee

Increase Education about Healthy Eating and
Active Living
- Provide culturally relevant nutrition
information and cooking classes at
community fairs (e.g., for Latino, Indian,
and Asian communities)
- Provide multilingual education about
healthy food choices
- Include prenatal and early life nutrition
as a topic in prenatal programs
- Utilize physicians, integrative medicine
specialists, or nutritionists to educate
parents and children in a school
setting

“Educating people is not enough. It’s not enough to say it’s just about education. We need to
restructure things so that the healthy choice is the easy choice.”
– Interviewee
† Examples derived from qualitative data and Napa County CHNA Advisory Group. For a comprehensive list of county assets and
resources, see http://211bayarea.org/napa/.

Appendix A. Health Need Profiles Prepared by Harder+Company Community Research and Raimi + Associates

A34

“Obesity Health Risks,” Harvard School of Public Health, Obesity Prevention Source, Accessed November 2015,
http://www.hsph.harvard.edu/obesity-prevention-source/obesity-consequences/health-effects/.
2
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, 2012.
3
California Department of Education, FITNESSGRAM® Physical Fitness Testing, 2013-14.
4
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, 2012.
5
California Office of Statewide Health Planning and Development, OSHPD Patient Discharge Data. Additional data analysis by
CARES, 2011.
6
Dartmouth College Institute for Health Policy & Clinical Practice, Dartmouth Atlas of Health Care, 2012.
7
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2011-12.
8
California Department of Education, FITNESSGRAM® Physical Fitness Testing, 2013-14.
9
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10
Ibid.
11
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13
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15
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16
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17
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18
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19
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20
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22
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Appendix B. Secondary Data, Sources, and Years
Health Indicators
Potential Health Needs

Core/
Related

Indicators

Data Source Year

Benchmarks
MATCH Category

Measure Type

Population
Denominator

HP 2020
Value

State Benchmark

National
Benchmark

Needs Score
Desired Direction

Napa County

Difference from
the State Value

Access to Dentists

2013

Clinical Care

Rate

140,326

n/a

77.5

63.2 Above Benchmark

77.0

-0.49

Access to Primary Care

2012

Clinical Care

Rate

139,045

n/a

77.3

74.5 Above Benchmark

98.5

21.28
-6.60%

Stastistically
Unstable County
Data

Core
Lack of a Consistent Source of Primary Care

2011-12

Clinical Care

Percentage

133,000

n/a

14.3%

no data Below Benchmark

7.7%

Access to Mental Health Providers

2014

Clinical Care

Rate

144,030

n/a

157.0

134.1 Above Benchmark

247.2

90.17

Insurance - Uninsured Population

2010-14

Social & Economic Factors

Percentage

137,294

n/a

16.7%

14.2% Below Benchmark

13.9%

-2.80%

2014, June

Clinical Care

Rate

136,484

n/a

2.0

1.9 Above Benchmark

5.9

3.89

2015, March

Clinical Care

Percentage

136,484

n/a

25.2%

34.1% Below Benchmark

1.3%

-23.86%

Federally Qualified Health Centers
Access to Care

Health Professional Shortage Area - Primary Care

Related

Preventable Hospital Events

2011

Clinical Care

Rate

no data

n/a

83.2

no data Below Benchmark

78.8

-4.33

Insurance - Population Receiving Medicaid

2014

Social & Economic Factors

Percentage

no data

n/a

14.0%

no data Below Benchmark

17.5%

3.50%

Health Professional Shortage Area - Dental

2015, March

Clinical Care

Percentage

136,484

n/a

4.9%

32.0% Below Benchmark

0.0%

-4.93%

2012

Clinical Care

Percentage

918

n/a

59.3%

63.0% Above Benchmark

63.5%

4.21%

Cancer Screening - Pap Test

2006-12

Clinical Care

Percentage

86,293

n/a

78.3%

78.5% Above Benchmark

75.0%

-3.30%

Cancer Screening - Sigmoid/Colonoscopy

2006-12

Clinical Care

Percentage

37,694

n/a

57.9%

61.3% Above Benchmark

58.3%

0.40%

Housing - Vacant Housing

2009-13

Physical Environment

Percentage

54,851

n/a

8.6%

12.5% Below Benchmark

9.9%

1.25%

Cancer Screening - Mammogram

Access to Housing

Core

Housing - Cost Burdened Households

2010-14

Social & Economic Factors

Percentage

49,631

n/a

45.0%

34.9% Below Benchmark

42.6%

-2.40%

Housing - Substandard Housing

2009-13

Physical Environment

Percentage

49,431

n/a

48.4%

36.1% Below Benchmark

44.4%

-4.00%

2013

Physical Environment

Rate

54,759

n/a

368.3

384.3 Below Benchmark

399.4

31.09

2009-13

Physical Environment

Percentage

no data

n/a

5.2%

2.1% Below Benchmark

3.6%

-1.65%

2011-12

Health Outcomes

Percentage

96,628

n/a

14.2%

13.4% Below Benchmark

13.8%

-0.42%

2013-2014, 2013-US Health Outcomes

Percentage

no data

n/a

14.5%

12.7% Below Benchmark

20.5%

6.00%

8.9

no data Below Benchmark

7.0

-1.86

Housing - Assisted Housing
Percent living in overcrowded housing conditions (>1.5
persons/room)
Asthma - Prevalence
Core

Percent of children ever diagnosed with asthma (ages 0-17)
Asthma - Hospitalizations
Air Quality - Ozone (O3)
Tobacco Usage

Asthma and COPD

Tobacco Expenditures

2011

Health Outcomes

Rate

no data

n/a

2008

Physical Environment

Percentage

136,484

n/a

2.5%

0.5% Below Benchmark

0.2%

-2.32%

2006-12

Health Behaviors

Percentage

104,042

n/a

12.8%

18.1% Below Benchmark

8.6%

-4.20%

2014

Health Behaviors

Percentage

no data

n/a

1.0%

1.6% Below Benchmark

suppressed

Air Quality - Particulate Matter 2.5

2008

Physical Environment

Percentage

136,484

n/a

4.2%

1.2% Below Benchmark

6.3%

2.10%

Obesity (Adult)

2012

Health Outcomes

Percentage

103,831

n/a

22.3%

27.1% Below Benchmark

24.0%

1.68%

Overweight (Adult)

2011-12

Health Outcomes

Percentage

93,030

n/a

35.9%

35.8% Below Benchmark

37.0%

1.10%

Obesity (Youth)

2013-14

Health Outcomes

Percentage

4,724

n/a

19.0%

no data Below Benchmark

14.8%

-4.15%

Overweight (Youth)

2013-14

Health Outcomes

Percentage

4,724

n/a

19.3%

no data Below Benchmark

19.5%

0.21%

Cancer Incidence - Breast

2007-11

Health Outcomes

Rate

67,925

n/a

122.4

122.7 Below Benchmark

125.4

3

Mortality - Cancer

2010-12

Health Outcomes

Rate

136,484

<= 160.6

157.1

no data Below Benchmark

167.8

10.71

Cancer Incidence - Cervical

2007-11

Health Outcomes

Rate

67,925

<= 7.1

7.8

7.8 Below Benchmark

6.2

-1.6

Cancer Incidence - Colon and Rectum

2007-11

Health Outcomes

Rate

135,377

<= 38.7

41.5

43.3 Below Benchmark

45.4

3.9

Cancer Incidence - Prostate

2007-11

Health Outcomes

Rate

67,452

n/a

136.4

142.3 Below Benchmark

173.8

37.4

x

Related

Core

Prostate cancer age adjusted mortality rate

Rate/100,000

no data

<= 21.2

20.2

19.2 Below Benchmark

23.4

3.2

Cancer Incidence - Lung

2007-11

Health Outcomes

Rate

135,377

n/a

49.5

64.9 Below Benchmark

62

12.5

Alcohol - Excessive Consumption

2006-12

Health Behaviors

Percentage

104,042

n/a

17.2%

16.9% Below Benchmark

21.3%

4.10%

2014

Health Behaviors

Percentage

no data

n/a

12.9%

14.3% Below Benchmark

suppressed

Alcohol - Expenditures

2011-2013, 2013-US Health Outcomes

Liquor Store Access

2012

Physical Environment

Rate

136,484

n/a

10.0

10.4 Below Benchmark

36.6

26.61

Overweight (Adult)

2011-12

Health Outcomes

Percentage

93,030

n/a

35.9%

35.8% Below Benchmark

37.0%

1.10%

Obesity (Adult)

2012

Health Outcomes

Percentage

103,831

n/a

22.3%

27.1% Below Benchmark

24.0%

1.68%

Cancer Screening - Mammogram

2012

Clinical Care

Percentage

918

n/a

59.3%

63.0% Above Benchmark

63.5%

4.21%

Health Behaviors

Percentage

101,137

n/a

71.5%

75.7% Below Benchmark

64.7%

-6.80%

Cancers

Low Fruit/Vegetable Consumption (Adult)

Related

2005-09

Fruit/Vegetable Expenditures

2014

Health Behaviors

Percentage

no data

n/a

14.1%

12.7% Above Benchmark

suppressed

Food Security - Food Desert Population

2010

Social & Economic Factors

Percentage

136,484

n/a

14.3%

23.6% Below Benchmark

13.0%

-1.35%

2006-12

Health Behaviors

Percentage

104,042

n/a

12.8%

18.1% Below Benchmark

8.6%

-4.20%

2014

Health Behaviors

Percentage

no data

n/a

1.0%

1.6% Below Benchmark

suppressed

Clinical Care

Percentage

86,293

n/a

78.3%

78.5% Above Benchmark

75.0%

Tobacco Usage
Tobacco Expenditures
Cancer Screening - Pap Test

2006-12
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B1

Health Indicators
Potential Health Needs

Core/
Related

Indicators

Physical Inactivity (Adult)
Cancer Screening - Sigmoid/Colonoscopy

Child Mental and Emotional
Development

Core

2012
2006-12

Benchmarks
MATCH Category

Measure Type

Population
Denominator

HP 2020
Value

State Benchmark

Needs Score

National
Benchmark

Desired Direction

Napa County

Difference from
the State Value

Health Behaviors

Percentage

103,786

n/a

16.6%

22.6% Below Benchmark

13.4%

-3.19%

Clinical Care

Percentage

37,694

n/a

57.9%

61.3% Above Benchmark

58.3%

0.40%

n/a

n/a

n/a

Pesticide Use - Pounds of Pesticides Applied

2013

Physical Environment

Number

Pesticide Use - Rank of Pesticide Use Among CA Counties

2013

Physical Environment

Rank

n/a

n/a

n/a

Air Quality - Particulate Matter 2.5

2008

Physical Environment

Percentage

136,484

n/a

4.2%

1.2% Below Benchmark

6.3%

2.10%

Poverty - Children Below 100% FPL

2009-13

Social & Economic Factors

Percentage

134,215

n/a

22.2%

21.6% Below Benchmark

14.1%

-8.10%

Percent of 11th grade students who felt sad or hopeless almost
2011-2013, 2013-US Health Outcomes
everyday for 2 weeks or more so that they stopped doing
Percent of 11th grade students reporting harassment on
Social & Economic Factors
2011-2013
school property related to their sexual orientation
Substantiated allegations of child maltreatment per 1,000
2014, 2013- US
Social & Economic Factors
children ages 0-17

Percentage

no data

n/a

32.5%

31.7% Below Benchmark

32.5%

Percentage
Rate/1,000

no data

<=8.5

Air Quality - Particulate Matter 2.5

Percentage

136,484

n/a

Drinking Water Safety

Core

Data Source Year

2008

Physical Environment

no data

n/a

7.6%

n/a n/a
n/a n/a

no data

Below Benchmark

1,259,700
26.0

8.3%

0.00%
0.70%

9.0

9.1 Below Benchmark

8.1

-0.9

4.2%

1.2% Below Benchmark

6.3%

2.10%

2012-13

Physical Environment

Percentage

76,453

n/a

2.7%

10.3% Below Benchmark

14.4%

11.73%

Air Quality - Ozone (O3)

2008

Physical Environment

Percentage

136,484

n/a

2.5%

0.5% Below Benchmark

0.2%

-2.32%

Climate & Health - Heat Index Days

2014

Physical Environment

Percentage

4,015

n/a

0.6%

4.7% Below Benchmark

0.0%

-0.63%

Climate & Health - Drought Severity

2012-14

Physical Environment

Percentage

no data

n/a

92.8%

45.9% Below Benchmark

93.0%

0.18%

Climate & Health - Heat Stress Events

2005-12

Physical Environment

Rate

152

n/a

11.1

no data Below Benchmark

13.7

2.64

Health Outcomes

Rate

no data

n/a

8.9

no data Below Benchmark

7.0

-1.86

Percentage

no data

n/a

14.5%

12.7% Below Benchmark

20.5%

6.00%

Percentage

96,628

n/a

14.2%

13.4% Below Benchmark

13.8%

-0.42%

136,484

n/a

6.8%

no data Below Benchmark

6.0%

-0.77%

789

n/a

4.3

2.0 Below Benchmark

1.4

-2.86

n/a

15.5%

8.1% Above Benchmark

0.0%

-15.53%
-0.58%

Asthma - Hospitalizations
Percent of children ever diagnosed with asthma (ages 17 and
below)
Asthma - Prevalence

2011

2013-2014, 2013-US Health Outcomes
2011-12

Health Outcomes

Low Birth Weight

2011

Health Outcomes

Percentage

Transit - Road Network Density

2011

Physical Environment

Rate

Transit - Public Transit within 0.5 Miles

2011

Physical Environment

Percentage

136,484

Stastistically
Unstable County
Data

Climate and Health

Climate & Health - Canopy Cover
Climate & Health - No Access to Air Conditioning
Related

Core

Diabetes Hospitalizations

Physical Environment

Percentage

136,484

n/a

15.1%

24.7% Above Benchmark

14.6%

Physical Environment

Percentage

54,759

n/a

33.8%

11.4% Below Benchmark

no data

2011

Health Outcomes

Rate

no data

n/a

10.4

no data Below Benchmark

7.4

Mental Health - Poor Mental Health Days

2006-12

Health Outcomes

Rate

104,042

n/a

3.6

3.5 Below Benchmark

4.0

0.4

Mortality - Ischaemic Heart Disease

2010-12

Health Outcomes

Rate

136,484

<= 100.8

163.2

no data Below Benchmark

152.9

-10.24

Commute to Work - Alone in Car

-3.03

2.92%

2009-13

Health Behaviors

Percentage

64,876

n/a

73.2%

76.4% Below Benchmark

76.1%

Obesity (Adult)

2012

Health Outcomes

Percentage

103,831

n/a

22.3%

27.1% Below Benchmark

24.0%

1.68%

Obesity (Youth)

2013-14

Health Outcomes

Percentage

4,724

n/a

19.0%

no data Below Benchmark

14.8%

-4.15%

Heart Disease Prevalence

2011-12

Health Outcomes

Percentage

102,000

n/a

6.3%

no data Below Benchmark

9.9%

3.60%

Mortality - Ischaemic Heart Disease

2010-12

Health Outcomes

Rate

136,484

<= 100.8

163.2

no data Below Benchmark

152.9

-10.24

Mortality - Stroke

2010-12

Health Outcomes

Rate

136,484

n/a

37.4

no data Below Benchmark

38.0

0.65

Physical Inactivity (Adult)

2012

Health Behaviors

Percentage

103,786

n/a

16.6%

22.6% Below Benchmark

13.4%

-3.19%

Physical Inactivity (Youth)

2013-14

Health Behaviors

Percentage

4,724

n/a

35.9%

no data Below Benchmark

31.1%

-4.78%

Park Access

2010

Physical Environment

Percentage

136,484

n/a

58.6%

no data Above Benchmark

57.6%

-0.98%

Transit - Walkability

2012

Physical Environment

percentage

no data

n/a

1.7%

2.0% Below Benchmark

no data

2012

Physical Environment

Rate

136,484

n/a

8.7

9.4 Above Benchmark

12.5

3.81

Health Behaviors

Percentage

104,042

n/a

12.8%

18.1% Below Benchmark

8.6%

-4.20%

suppressed

Recreation and Fitness Facility Access
Tobacco Usage
Tobacco Expenditures
CVD/Stroke

2011
2011, 2013

Alcohol - Excessive Consumption
Alcohol - Expenditures

2006-12
2014

Health Behaviors

Percentage

no data

n/a

1.0%

1.6% Below Benchmark

2006-12

Health Behaviors

Percentage

104,042

n/a

17.2%

16.9% Below Benchmark

21.3%

2014

Health Behaviors

Percentage

no data

n/a

12.9%

14.3% Below Benchmark

suppressed

4.10%

Related
Liquor Store Access

2012

Physical Environment

Rate

136,484

n/a

10.0

10.4 Below Benchmark

36.6

26.61

Overweight (Adult)

2011-12

Health Outcomes

Percentage

93,030

n/a

35.9%

35.8% Below Benchmark

37.0%

1.10%
1.68%

Obesity (Adult)

2012

Health Outcomes

Percentage

103,831

n/a

22.3%

27.1% Below Benchmark

24.0%

Overweight (Youth)

2013-14

Health Outcomes

Percentage

4,724

n/a

19.3%

no data Below Benchmark

19.5%

0.21%

Obesity (Youth)

2013-14

Health Outcomes

Percentage

4,724

n/a

19.0%

no data Below Benchmark

14.8%

-4.15%

Diabetes Prevalence

2012

Health Outcomes

Percentage

103,923

n/a

8.1%

9.1% Below Benchmark

6.8%

-1.25%

Diabetes Hospitalizations

2011

Health Outcomes

Rate

no data

n/a

10.4

no data Below Benchmark

7.4

-303.00%
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B2

Health Indicators
Potential Health Needs

Core/
Related

Indicators

Diabetes Management (Hemoglobin A1c Test)
High Blood Pressure - Unmanaged
Economic Security - Unemployment Rate

Core

Benchmarks
MATCH Category

Measure Type

Population
Denominator

HP 2020
Value

State Benchmark

National
Benchmark

Needs Score
Desired Direction

Napa County

Difference from
the State Value

2012

Clinical Care

Percentage

11,517

n/a

81.5%

84.6% Above Benchmark

80.1%

-1.35%

2006-10

Clinical Care

Percentage

102,821

n/a

30.3%

21.7% Below Benchmark

47.5%

17.15%

December, 2015

Social & Economic Factors

Rate

71,701

n/a

6.8

5.4 Below Benchmark

5.6

-1.2

Income Inequality

2009-13

Social & Economic Factors

Rate

49,431

n/a

0.5

0.5 Below Benchmark

0.5

-0.02

Poverty - Population Below 100% FPL

2010-14

Social & Economic Factors

Percentage

134,215

n/a

16.4%

15.6% Below Benchmark

10.3%

-6.10%

Poverty - Population Below 200% FPL

2010-14

Social & Economic Factors

Percentage

135,571

n/a

36.4%

no data Below Benchmark

28.1%

-8.30%

Poverty - Children Below 100% FPL

2010-14

Social & Economic Factors

Percentage

135,571

n/a

22.7%

no data Below Benchmark

14.0%

-8.69%

2013

Social & Economic Factors

Rate

1,630

80.4

no data Above Benchmark

85.3

4.84

2012-13

Social & Economic Factors

Percentage

1,475 <= 36.3%

36.0%

no data Below Benchmark

40.0%

4.00%

Education - High School Graduation Rate
Education - Reading Below Proficiency
Liquor Store Access
Children Eligible for Free/Reduced Price Lunch

Economic Security

Data Source Year

2012
2013-14

>= 82.4

Physical Environment

Rate

136,484

n/a

10.0

10.4 Below Benchmark

36.6

26.61

Social & Economic Factors

Percentage

20,844

n/a

58.1%

52.4% Below Benchmark

45.4%

-12.76%
-5.27%

Food Security - Population Receiving SNAP

2011

Social & Economic Factors

Percentage

133,788

n/a

10.6%

15.2% Below Benchmark

5.3%

Insurance - Population Receiving Medicaid

2014

Social & Economic Factors

Percentage

no data

n/a

14.0%

no data Below Benchmark

17.5%

3.50%

Education - Less than High School Diploma (or Equivalent)

2009-13

Social & Economic Factors

Percentage

93,928

n/a

18.8%

14.0% Below Benchmark

16.9%

-1.86%

Insurance - Uninsured Population

2009-13

Social & Economic Factors

Percentage

135,843

n/a

17.8%

14.9% Below Benchmark

14.5%

-3.27%

Education - School Enrollment Age 3-4

2014

Social & Economic Factors

Percentage

no data

n/a

47.8%

47.1% Above Benchmark

62.7%

14.90%

Education - Head Start Program Facilities

2014

Social & Economic Factors

Rate

8,131

n/a

6.3

7.6 Above Benchmark

7.4

1.04

Food Security - School Breakfast Program

2013

Social & Economic Factors

Rate

no data

n/a

3.9

4.2 Below Benchmark

no data

Stastistically
Unstable County
Data

Related
Social & Economic Factors

Percentage

136,644

n/a

16.2%

15.9% Below Benchmark

12.0%

Housing - Vacant Housing

Food Security - Food Insecurity Rate

2009-13

Physical Environment

Percentage

54,851

n/a

8.6%

12.5% Below Benchmark

9.9%

1.25%

Housing - Cost Burdened Households

2010-14

Physical Environment

Percentage

49,631

n/a

45.0%

34.9% Below Benchmark

42.6%

-2.40%

Housing - Substandard Housing

2009-13

Physical Environment

Percentage

-4.00%

2013

Physical Environment

Rate

Housing - Assisted Housing

n/a

48.4%

36.1% Below Benchmark

44.4%

n/a

36830.0%

38430.0% Below Benchmark

39939.0%

31.09

61,338

n/a

10.1%

8.1% Below Benchmark

9.0%

-1.10%
-3.16%

Social & Economic Factors

Percentage

Economic Security - Households with No Vehicle

2009-13

Social & Economic Factors

Percentage

49,431

n/a

7.8%

9.1% Below Benchmark

4.6%

Percent People 65 years or Older In Poverty (100%FPL)

2009-13

Social & Economic Factors

Percentage

no data

n/a

9.9%

9.4% Below Benchmark

6.8%

-3.02%

Percent living in overcrowded housing conditions (>1.5 persons

2009-13

Physical Environment

Percentage

no data

n/a

5.2%

2.1% Below Benchmark

3.6%

-1.65%

Above Benchmark

2013-14 school year Social & Economic Factors

Percentage

no data

n/a

38.0%

no data

Percent of English language learners (grade 10) who passed the 2013-14 school year Social & Economic Factors

Percentage

no data

n/a

54.0%

no data Above Benchmark

39.0%

Education - High School Graduation Rate

Rate

80.4

no data Above Benchmark

85.3

Percent of English language learners (grade 10) who passed the

2013

Social & Economic Factors

2013-14 school year Social & Economic Factors
2013-14 school year Social & Economic Factors

n/a

Percentage

no data

n/a

38.0%

no data

Above Benchmark
Above Benchmark

22.0%

22.0%

-15.00%
4.84
-16.00%
-15.00%

54.0%

no data

no data Below Benchmark

40.0%

4.00%

n/a

18.8%

14.0% Below Benchmark

16.9%

-1.86%

3,150

n/a

49.1%

47.7% Above Benchmark

51.9%

2.84%

8,131

n/a

6.3

7.6 Above Benchmark

7.4

1.04

41,712

n/a

4.0

no data Below Benchmark

3.5

-0.53

Rate

41,712

n/a

0.1

no data Below Benchmark

0.0

-0.03

Rate

138,088

n/a

444.9

456.7 Below Benchmark

248.4

-196.51
-197.9

Percentage

Education - Less than High School Diploma (or Equivalent)

2009-13

Social & Economic Factors

Percentage

Education - School Enrollment Age 3-4

2009-13

Social & Economic Factors

Percentage

2014

Social & Economic Factors

Rate

Violence - School Suspensions

2013-14

Social & Economic Factors

Rate

Violence - School Expulsions

2013-14

Social & Economic Factors
Health Outcomes

1,475 <= 36.3%
93,928

39.0%

-16.00%

36.0%

Social & Economic Factors

2012

>= 82.4

no data

2012-13

STD - Chlamydia

1,630

Percentage

Education - Reading Below Proficiency

Education - Head Start Program Facilities

Core

49,431
204,572

2009-13

Percent of English language learners (grade 10) who passed the

Core

-4.24%

Economic Security - Commute Over 60 Minutes

Percent of English language learners (grade 10) who passed the

Education

2012

STD - HIV Prevalence

2010

Health Outcomes

Rate

114,754

n/a

363.0

340.4 Below Benchmark

165.1

STD - HIV Hospitalizations

2011

Health Outcomes

Rate

no data

n/a

2.0

no data Below Benchmark

0.7

-1.27

83,211

n/a

60.8%

62.8% Below Benchmark

62.5%

1.65%
2.93

HIV/AIDS/STDs

Related

STD - No HIV Screening

2011-12

Clinical Care

Percentage

Mortality - Suicide

2010-12

Health Outcomes

Rate

136,484

<= 10.2

9.8

no data Below Benchmark

12.7

Mental Health - Poor Mental Health Days

2006-12

Health Outcomes

Rate

104,042

n/a

3.6

3.5 Below Benchmark

4.0

0.4

2012

Health Outcomes

Percentage

14,183

n/a

13.4%

15.5% Below Benchmark

12.8%

-0.58%

Mental Health - Depression Among Medicare Beneficiaries
Core
Access to Mental Health Providers

Clinical Care

Rate

144,030

n/a

157.0

134.1 Above Benchmark

247.2

90.17

Youth (age 12-18) Needing Emotional/Mental Health Care

2013-14

2014

Health Outcomes

Percentage

no data

n/a

20.8%

no data Below Benchmark

24.7%

3.90%

Mental Health - Needing Mental Health Care

2013-14

Health Outcomes

Percentage

105,000

n/a

15.9%

no data Below Benchmark

11.3%

-4.60%

x

Mental Health
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B3

Health Indicators
Potential Health Needs

Core/
Related

Indicators

Data Source Year

Lack of Social or Emotional Support

2006-12

Access to Mental Health Providers

2014

Violence - Youth Intentional Injury

2011-13

Benchmarks
MATCH Category

Measure Type

Population
Denominator

HP 2020
Value

State Benchmark

National
Benchmark

Needs Score
Desired Direction

Napa County

Difference from
the State Value
-3.60%

Social & Economic Factors

Percentage

104,042

n/a

24.6%

20.7% Below Benchmark

21.0%

Clinical Care

Rate

144,030

n/a

157.0

134.1 Above Benchmark

247.2

90.17

Social & Economic Factors

Rate

15,181

n/a

738.7

no data Below Benchmark

537.9

-200.77

Percent of 11th grade students who felt sad or hopeless almost
2011-2013, 2013-US Health Outcomes
everyday for 2 weeks or more so that they stopped doing
Overweight (Adult)

Stastistically
Unstable County
Data

Related

Percentage

no data

n/a

32.5%

31.7% Below Benchmark

32.5%

0.00%

2011-12

Health Outcomes

Percentage

93,030

n/a

35.9%

35.8% Below Benchmark

37.0%

1.10%

2012

Health Outcomes

Percentage

103,831

n/a

22.3%

27.1% Below Benchmark

24.0%

1.68%

Overweight (Youth)

2013-14

Health Outcomes

Percentage

4,724

n/a

19.3%

no data Below Benchmark

19.5%

0.21%

Obesity (Youth)

2013-14

Health Outcomes

Percentage

4,724

n/a

19.0%

no data Below Benchmark

14.8%

-4.15%
-1.25%

Obesity (Adult)

Core

Diabetes Prevalence

2012

Health Outcomes

Percentage

103,923

n/a

8.1%

9.1% Below Benchmark

6.8%

Diabetes Hospitalizations

2011

Health Outcomes

Rate

no data

n/a

10.4

no data Below Benchmark

7.4

-3.03

2014, 2012-US

Health Outcomes

Percentage

no data

n/a

9.3%

12.3% Below Benchmark

4.3%

-5.00%

Percent of adults who have diabetes (20+ years old)
Heart Disease Prevalence

2011-12

Health Outcomes

Percentage

102,000

n/a

6.3%

no data Below Benchmark

9.9%

3.60%

Mortality - Ischaemic Heart Disease

2010-12

Health Outcomes

Rate

136,484

<= 100.8

163.2

no data Below Benchmark

152.9

-10.24

Mortality - Stroke

2010-12

Health Outcomes

Rate

136,484

n/a

37.4

no data Below Benchmark

38.0

0.65

Low Fruit/Vegetable Consumption (Adult)

2005-09

Health Behaviors

Percentage

101,137

n/a

71.5%

75.7% Below Benchmark

64.7%

-6.80%

Low Fruit/Vegetable Consumption (Youth)

2011-12

Health Behaviors

Percentage

16,000

n/a

47.4%

no data Below Benchmark

51.6%

4.20%

2014

Health Behaviors

Percentage

no data

n/a

14.1%

12.7% Above Benchmark

suppressed

Fruit/Vegetable Expenditures

Obesity/HEAL/ Diabetes

Related

Soft Drink Expenditures

2014

Health Behaviors

Percentage

no data

n/a

3.6%

4.0% Below Benchmark

suppressed

Food Environment - Fast Food Restaurants

2011

Physical Environment

Rate

136,484

n/a

74.5

72.0 Below Benchmark

63.0

Food Environment - Grocery Stores

2011

Physical Environment

Rate

136,484

n/a

21.5

21.1 Above Benchmark

27.8

6.33

Food Environment - WIC-Authorized Food Stores

2011

Physical Environment

Rate

138,088

n/a

15.8

15.6 Above Benchmark

17.4

1.58
-1.35%

-11.5

Food Security - Food Desert Population

2010

Social & Economic Factors

Percentage

136,484

n/a

14.3%

23.6% Below Benchmark

13.0%

Physical Inactivity (Adult)

2012

Health Behaviors

Percentage

103,786

n/a

16.6%

22.6% Below Benchmark

13.4%

-3.19%

Physical Inactivity (Youth)

2013-14

Health Behaviors

Percentage

4,724

n/a

35.9%

no data Below Benchmark

31.1%

-4.78%
-0.98%

Park Access

2010

Physical Environment

Percentage

136,484

n/a

58.6%

no data Above Benchmark

57.6%

Transit - Walkability

2012

Physical Environment

percentage

no data

n/a

1.7%

2.0% Below Benchmark

no data

136,484

n/a

8.7

9.4 Above Benchmark

12.5

3.81

1,194

n/a

93.0%

no data Above Benchmark

97.6%

4.58%

1,194

n/a

64.8%

no data Above Benchmark

87.3%

22.50%

no data

n/a

3.9

4.2 Below Benchmark

no data

Recreation and Fitness Facility Access

2012

Physical Environment

Rate

Breastfeeding (Any)

2012

Health Behaviors

percentage

Breastfeeding (Exclusive)

2012

Health Behaviors

Percentage

Food Security - School Breakfast Program

2013

Social & Economic Factors

Rate

2009-13

Social & Economic Factors

Percentage

61,338

n/a

10.1%

8.1% Below Benchmark

9.0%

-1.10%

2012

Social & Economic Factors

Percentage

136,644

n/a

16.2%

15.9% Below Benchmark

12.0%

-4.24%
11.73%

Economic Security - Commute Over 60 Minutes
Food Security - Food Insecurity Rate
Drinking Water Safety

2012-13

Physical Environment

Percentage

76,453

n/a

2.7%

10.3% Below Benchmark

14.4%

Commute to Work - Walking/Biking

2009-13

Health Behaviors

Percentage

64,876

n/a

3.8%

3.4% Above Benchmark

5.1%

1.32%

Clinical Care

Percentage

11,517

n/a

81.5%

84.6% Above Benchmark

80.1%

-1.35%

Diabetes Management (Hemoglobin A1c Test)

2012

Health Behaviors
Commute to Work - Alone in Car
2009-13
Percent of children age 2-11 drinking one or more sugar
Health Behaviors
2011-12
sweetened beverages (other than soda) per day
Percent of 5th, 7th and 9th graders who are physically fit ** (in
Health Behaviors
2013-14 school year
the healthy fitness zone for aerobic capacity)
Walking/Biking/Skating to School

Percentage

64,876

n/a

73.2%

76.4% Below Benchmark

76.1%

2.92%

Percentage

no data

n/a

27.0%

no data Below Benchmark

18.6%

-8.40%

Percentage

no data

n/a

64.1%

no data Above Benchmark

68.9%

4.78%

Percentage

27,778

n/a

43.0%

no data Above Benchmark

36.0%

-7.00%

2011-12

Health Behaviors

Poor Dental Health

2006-10

Health Outcomes

Percentage

102,821

n/a

11.3%

15.7% Below Benchmark

7.6%

-3.72%

Dental Care - No Recent Exam (Adult)

2006-10

Clinical Care

Percentage

102,821

n/a

30.5%

30.2% Below Benchmark

12.4%

-18.07%

Dental Care - No Recent Exam (Youth)

2013-14

Clinical Care

Percentage

18,000

n/a

18.5%

no data Below Benchmark

42.6%

24.10%

Absence of Dental Insurance Coverage

2009

Clinical Care

Percentage

96,000

n/a

40.9%

no data Below Benchmark

43.7%

2.80%

Clinical Care

Percentage

136,484

n/a

4.9%

32.0% Below Benchmark

0.0%

-4.93%

Health Behaviors

Percentage

no data

n/a

3.6%

4.0% Below Benchmark

suppressed

Core

Oral Health

Health Professional Shortage Area - Dental
Soft Drink Expenditures
Drinking Water Safety

2015, March
2014

Physical Environment

Percentage

76,453

n/a

2.7%

10.3% Below Benchmark

14.4%

11.73%

Dental Care - Lack of Affordability (Youth)

2012-13
2009

Clinical Care

Percentage

31,000

n/a

6.3%

no data Below Benchmark

4.1%

-2.20%

Access to Dentists

2013

Clinical Care

Rate

140,326

n/a

7745.0%

6318.0% Above Benchmark

7696.0%

-0.49

x

Related
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B4

Health Indicators
Potential Health Needs

Overall Health

Core/
Related

Core

Indicators

Population
Denominator

HP 2020
Value

State Benchmark

National
Benchmark

Needs Score
Desired Direction

Napa County

Difference from
the State Value
-1.70%

2006-12

Health Outcomes

Percentage

104,042

n/a

18.4%

15.7% Below Benchmark

16.7%

2008-10

Health Outcomes

Rate

138,088

n/a

5594.0

6851.0 Below Benchmark

5308.0

-286

Pneumonia Vaccinations (Age 65+)

2006-12

Clinical Care

Percentage

20,336

n/a

63.4%

67.5% Above Benchmark

68.7%

5.30%

Low Birth Weight

Related

Measure Type

Mortality - Premature Death

Population with Any Disability

Pregnancy and Birth Outcomes

Benchmarks
MATCH Category

Poor General Health

Percent of adults age 65+ with a physical, mental or emotional
disability

Core

Data Source Year

Infant Mortality

2014

Health Outcomes

Percentage

no data

n/a

51.0%

no data Below Benchmark

53.0%

2.00%

Demographics

Percentage

135,843

n/a

10.1%

12.1% Below Benchmark

10.8%

0.67%

2011

Health Outcomes

Percentage

136,484

n/a

6.8%

no data Below Benchmark

6.0%

-0.77%

2006-10

Health Outcomes

Rate

5.0

6.5 Below Benchmark

5.4

0.4

3.1%

no data Below Benchmark

no data

2009-13

Lack of Prenatal Care

2011

Clinical Care

Percentage

Teen Births (Under Age 20)

2011

Social & Economic Factors

Rate

Breastfeeding (Any)

2012

Health Behaviors

percentage

8,265

<= 6.0

136,484

n/a

17,138

n/a

8.5

no data Below Benchmark

6.0

-2.51

1,194

n/a

93.0%

no data Above Benchmark

97.6%

4.58%

Breastfeeding (Exclusive)

2012

Health Behaviors

Percentage

1,194

n/a

64.8%

no data Above Benchmark

87.3%

22.50%

Food Security - Food Insecurity Rate

2012

Social & Economic Factors

Percentage

136,644

n/a

16.2%

15.9% Below Benchmark

12.0%

-4.24%

2006-12

Health Behaviors

Percentage

104,042

n/a

12.8%

18.1% Below Benchmark

8.6%

-4.20%

2014

Health Behaviors

Percentage

no data

n/a

1.0%

1.6% Below Benchmark

suppressed

Tobacco Usage
Tobacco Expenditures

Stastistically
Unstable County
Data

Core
Alcohol - Excessive Consumption

2006-12

Health Behaviors

Percentage

104,042

n/a

17.2%

16.9% Below Benchmark

21.3%

Alcohol - Expenditures

2014

Health Behaviors

Percentage

no data

n/a

12.9%

14.3% Below Benchmark

suppressed

4.10%

Liquor Store Access

2012

Physical Environment

Rate

136,484

n/a

10.0

10.4 Below Benchmark

36.6

26.61

Health Behaviors

Percentage

no data

n/a

20.7%

24.6% Below Benchmark

22.8%

2.10%
1.60%

Substance Abuse/Tobacco

Related

Vaccine-Preventable Infectious
Disease

Percent of 11th grade students binge drinking at least once in
2011-13, 2013-US
month prior
Percent of 11th grade students using cigarettes any time within
2011-13, 2013-US
last 30 days
Percent of 11th grade students reporting marijuana use within
2011-13 , 2013-US
the last 30 days
Pneumonia Vaccinations (Age 65+)

2006-12

Health Behaviors

Percentage

no data

10.2%

21.1% Below Benchmark

11.8%

Health Behaviors

Percentage

no data

n/a

22.0%

25.5% Below Benchmark

24.9%

2.90%

Clinical Care

Percentage

20,336

n/a

63.4%

67.5% Above Benchmark

68.7%

5.30%

<= 21.0%

Core

Core

Violence/Injury Prevention

Percent of kindergarteners with all required immunizations

2014-15

Clinical Care

Percentage

no data >= 95.0%

90.4%

no data Above Benchmark

93.7%

3.28%

Mortality - Homicide

2010-12

Health Outcomes

Rate

136,484

<= 5.5

5.2

no data Below Benchmark

1.2

-3.98

Mortality - Suicide

2010-12

Health Outcomes

Rate

136,484

<= 10.2

9.8

no data Below Benchmark

12.7

2.93

Mortality - Motor Vehicle Accident

2010-12

Health Outcomes

Rate

136,484

<= 12.4

5.2

no data Below Benchmark

4.0

-1.14

Mortality - Pedestrian Accident

2010-12

Health Outcomes

Rate

136,484

<= 1.3

2.0

no data Below Benchmark

1.1

-0.88

Violence - Youth Intentional Injury

2011-13

Social & Economic Factors

Rate

15,181

n/a

738.7

no data Below Benchmark

537.9

-200.77

Violence - Assault (Injury)

2011-13

Social & Economic Factors

Rate

138,519

n/a

290.3

no data Below Benchmark

193.2

-97.07

Violence - Domestic Violence

2011-13

Social & Economic Factors

Rate

61,326

n/a

9.5

no data Below Benchmark

2.7

-6.78

Violence - Assault (Crime)

2010-12

Social & Economic Factors

Rate

137,980

n/a

249.4

246.9 Below Benchmark

308.5

59.1

Violence - Robbery (Crime)

2010-12

Social & Economic Factors

Rate

137,980

n/a

149.5

116.4 Below Benchmark

51.0

-98.53

Violence - All Violent Crimes

2010-12

Social & Economic Factors

Rate

137,980

n/a

425.0

395.5 Below Benchmark

383.6

-41.37

Alcohol - Excessive Consumption

2006-12

Health Behaviors

Percentage

104,042

n/a

17.2%

16.9% Below Benchmark

21.3%

4.10%

2014

Health Behaviors

Percentage

no data

n/a

12.9%

14.3% Below Benchmark

suppressed

Alcohol - Expenditures
Liquor Store Access

2012

Physical Environment

Rate

136,484

n/a

10.0

10.4 Below Benchmark

36.6

Transit - Walkability

2012

Physical Environment

Percentage

no data

n/a

1.7%

2.0% Below Benchmark

no data

26.61

Violence - Rape (Crime)

2010-12

Social & Economic Factors

Rate

137,980

n/a

21.0

27.3 Below Benchmark

22.5

1.47

Violence - School Suspensions

2013-14

Social & Economic Factors

Rate

41,712

n/a

4.0

no data Below Benchmark

3.5

-0.53

Violence - School Expulsions

2013-14

Social & Economic Factors

Rate

41,712

n/a

0.1

no data Below Benchmark

0.0

-0.03

2012-13

Social & Economic Factors

Percentage

no data

n/a

7.5%

no data Below Benchmark

8.1%

0.60%

Social & Economic Factors

Percentage

7.6%

no data

Social & Economic Factors

Rate/1,000

no data

9.0

9.1

2011-13, 2013-US

Health Outcomes

Rate

no data

2001-13, 2013-US

Health Outcomes

Rate/100,000

Social & Economic Factors

Percentage

2014

Health Outcomes

2011
2011

Related

Percentage of 11th grade students reporting current gang
involvement
Percent of 11th grade students reporting harassment on
school property related to their sexual orientation
Substantiated allegations of child maltreatment per 1,000
children ages 0-17
Unintentional injuries age-adjusted mortality rate per 100,000
population
Alzheimer's disease age adjusted mortality rate
Percent People 65 years or Older In Poverty (100%FPL)

Older Adult Health

Core

Percent of adults age 65+ with a physical, mental or emotional
disability
Elder Index (Single elder head of household), percentage above
100% FPL, but below the Elder Index
Elder Index (Elder Couple), percentage above 100% FPL, but
below the Elder Index

2011-2013
2014, 2013- US

2009-13

no data

n/a
<=8.5

Below Benchmark
Below Benchmark

8.3%
8.1

0.70%
-0.9

<= 36.4

27.9

39.4 Below Benchmark

30.7

n/a

30.8

Below Benchmark

31.0

0.2

no data

n/a

9.9%

9.4% Below Benchmark

6.8%

-3.02%

Percentage

no data

n/a

51.0%

no data Below Benchmark

53.0%

2.00%

Social & Economic Factors

Percentage

no data

n/a

30.9%

no data Below Benchmark

33.4%

Social & Economic Factors

Percentage

no data

n/a

20.7%

no data Below Benchmark

13.1%

no data

23.5
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2.8

2.50%
-7.60%

B5

Health Indicators
Potential Health Needs

Core/
Related

Indicators

Pneumonia Vaccinations (Age 65+)

Data Source Year

2006-12

Benchmarks
MATCH Category

Clinical Care

Measure Type

Percentage

Population
Denominator
20,336

HP 2020
Value
n/a

State Benchmark

63.4%

National
Benchmark

Needs Score
Desired Direction

67.5% Above Benchmark
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Napa County

Difference from
the State Value

68.7%

5.30%

Stastistically
Unstable County
Data

B6

Indicator Details
Indicator

Indicator Variable

Population Denominator

Data source

Absence of Dental Insurance Coverage

Percent Adults Without Dental Insurance

Estimated Total Population Age 18+

University of California Center for Health Policy Research,California Health Interview
Survey. 2009.

Access to Dentists

Dentists, Rate per 100,000 Pop.

Total Population, 2013

US Department of Health & Human Services,Health Resources and Services
Administration,Area Health Resource File. 2013.

Access to Mental Health Providers

Mental Health Care Provider Rate (Per 100,000 Population)

Estimated Population

University of Wisconsin Population Health Institute,County Health Rankings. 2014.

Access to Primary Care

Primary Care Physicians, Rate per 100,000 Pop.

Total Population, 2012

US Department of Health & Human Services,Health Resources and Services
Administration,Area Health Resource File. 2012.

Air Quality - Ozone (O3)

Percentage of Days Exceeding Standards, Pop. Adjusted Average

Total Population

Centers for Disease Control and Prevention,National Environmental Public Health Tracking
Network. 2008.

Air Quality - Particulate Matter 2.5

Percentage of Days Exceeding Standards, Pop. Adjusted Average

Total Population

Centers for Disease Control and Prevention,National Environmental Public Health Tracking
Network. 2008.

Alcohol - Excessive Consumption

Estimated Adults Drinking Excessively(Age-Adjusted Percentage)

Total Population Age 18+

Centers for Disease Control and Prevention,Behavioral Risk Factor Surveillance System.
Accessed via the Health Indicators Warehouse. US Department of Health & Human
Services,Health Indicators Warehouse. 2006-12.

Alcohol - Expenditures

Alcoholic Beverage Expenditures, Percentage of Total Food-At-Home Expenditures

Nielsen,Nielsen SiteReports. 2014.

Alzheimer's age adjusted mortality rate

Alzheimer's age adjusted mortality rate

Asthma - Hospitalizations

Age-Adjusted Discharge Rate (Per 10,000 Pop.)

Total Population

CDPH county health profiles/NVSS report, 2011-2013

Asthma - Prevalence

Percent Adults with Asthma

Survey Population(Adults Age 18+)

Centers for Disease Control and Prevention,Behavioral Risk Factor Surveillance System.
Additional data analysis by CARES. 2011-12.

Breastfeeding (Any)

Percentage of Mothers Breastfeeding (Any)

Total In-Hospital Births

California Department of Public Health,CDPH - Breastfeeding Statistics. 2012.

Breastfeeding (Exclusive)

Percentage of Mothers Breastfeeding (Exclusively)

Total In-Hospital Births

California Department of Public Health,CDPH - Breastfeeding Statistics. 2012.

Cancer Incidence - Breast

Annual Breast Cancer Incidence Rate (Per 100,000 Pop.)

Female Population

National Institutes of Health,National Cancer Institute,Surveillance,Epidemiology,and End
Results Program. State Cancer Profiles. 2007-11.

Cancer Incidence - Cervical

Annual Cervical Cancer Incidence Rate (Per 100,000 Pop.)

Female Population

National Institutes of Health,National Cancer Institute,Surveillance,Epidemiology,and End
Results Program. State Cancer Profiles. 2007-11.

Cancer Incidence - Colon and Rectum

Annual Colon and Rectum Cancer Incidence Rate (Per 100,000 Pop.)

Total Population

National Institutes of Health,National Cancer Institute,Surveillance,Epidemiology,and End
Results Program. State Cancer Profiles. 2007-11.

Cancer Incidence - Lung

Annual Lung Cancer Incidence Rate (Per 100,000 Pop.)

Total Population

National Institutes of Health,National Cancer Institute,Surveillance,Epidemiology,and End
Results Program. State Cancer Profiles. 2007-11.

Cancer Incidence - Prostate

Annual Prostate Cancer Incidence Rate (Per 100,000 Pop.)

Male Population

National Institutes of Health,National Cancer Institute,Surveillance,Epidemiology,and End
Results Program. State Cancer Profiles. 2007-11.

Cancer Screening - Mammogram

Percent Female Medicare Enrollees with Mammogram in Past 2 Year

Female Medicare Enrollees Age 67-69

Dartmouth College Institute for Health Policy & Clinical Practice,Dartmouth Atlas of Health
Care. 2012.

California Office of Statewide Health Planning and Development,OSHPD Patient Discharge
Data. Additional data analysis by CARES. 2011.
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Indicator Details
Indicator

Indicator Variable

Population Denominator

Data source

Cancer Screening - Pap Test

Percent Adults Females Age 18+ with Regular Pap Test(Age-Adjusted)

Female Population Age 18+

Centers for Disease Control and Prevention,Behavioral Risk Factor Surveillance System.
Accessed via the Health Indicators Warehouse. US Department of Health & Human
Services,Health Indicators Warehouse. 2006-12.

Cancer Screening - Sigmoid/Colonoscopy

Percent Adults Screened for Colon Cancer (Age-Adjusted)

Total Population Age 50+

Centers for Disease Control and Prevention,Behavioral Risk Factor Surveillance System.
Accessed via the Health Indicators Warehouse. US Department of Health & Human
Services,Health Indicators Warehouse. 2006-12.

Change in Total Population

Percent Population Change, 2000-2010

Total Population, 2000 Census

US Census Bureau,Decennial Census. 2000 - 2010.

Children Eligible for Free/Reduced Price Lunch

Percent Students Eligible for Free or Reduced Price Lunch

Total Students

National Center for Education Statistics,NCES - Common Core of Data. 2013-14.

Climate & Health - Canopy Cover

Population Weighted Percentage of Report Area Covered by Tree Canopy

Total Population

Multi-Resolution Land Characteristics Consortium,National Land Cover Database 2011.
Additional data analysis by CARES. 2011.

Climate & Health - Drought Severity

Percentage of Weeks in Drought (Any)

Climate & Health - Heat Index Days

Percentage of Weather Observations with High Heat Index Values:%

Total Weather Observations

Climate & Health - Heat Stress Events

Heat-related Emergency Department Visits, Rate per 100,000 Population

Number of Heat-related Emergency Room
California Department of Public Health,CDPH - Tracking. 2005-12.
Visits

Climate & Health - No Access to Air Conditioning

Percentage of Housing Units with No Air Conditioning

Total Occupied Housing Units (2010)

US Census Bureau,American Housing Survey. 2011, 2013.

Commute to Work - Alone in Car

Percentage of Workers Commuting by Car, Alone

Population Age 16+

US Census Bureau,American Community Survey. 2009-13.

Commute to Work - Walking/Biking

Percentage Walking or Biking to Work

Population Age 16+

US Census Bureau,American Community Survey. 2009-13.

Dental Care - Lack of Affordability (Youth)

Percent Population Age 5-17 Unable to Afford Dental Care

Estimated Total Population Age 5-17

University of California Center for Health Policy Research,California Health Interview
Survey. 2009.

Dental Care - No Recent Exam (Adult)

Percent Adults Without Recent Dental Exam

Total Population(Age 18+)

Centers for Disease Control and Prevention,Behavioral Risk Factor Surveillance System.
Additional data analysis by CARES. 2006-10.

Dental Care - No Recent Exam (Youth)

Percent Youth Without Recent Dental Exam

Estimated Total Population Age 2-13

University of California Center for Health Policy Research,California Health Interview
Survey. 2013-14.

Diabetes Hospitalizations

Age-Adjusted Discharge Rate (Per 10,000 Pop.)

Diabetes Management (Hemoglobin A1c Test)

Percent Medicare Enrollees with Diabetes with Annual Exam

Total Medicare Enrollees

Dartmouth College Institute for Health Policy & Clinical Practice,Dartmouth Atlas of Health
Care. 2012.

Diabetes Prevalence

Percent Adults with Diagnosed Diabetes(Age-Adjusted)

Total Population Age 20+

Centers for Disease Control and Prevention,National Center for Chronic Disease
Prevention and Health Promotion. 2012.

Drinking Water Safety

Percentage of Population Potentially Exposed to Unsafe Drinking Water

Estimated Total Population

University of Wisconsin Population Health Institute,County Health Rankings. 2012-13.

Economic Security - Commute Over 60 Minutes

Percentage of Workers Commuting More than 60 Minutes

Population Age 16+ that Commutes to
Work

US Census Bureau,American Community Survey. 2009-13.

US,Drought,Monitor.,2012-14.

National Oceanic and Atmospheric Administration,North America Land Data Assimilation
System (NLDAS) . Accessed via CDC WONDER. Additional data analysis by CARES. 2014.

California Office of Statewide Health Planning and Development,OSHPD Patient Discharge
Data. Additional data analysis by CARES. 2011.
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Indicator Details
Indicator

Indicator Variable

Population Denominator

Data source

Economic Security - Households with No Vehicle

Percentage of Households with No Motor Vehicle

Total Occupied Households

US Census Bureau,American Community Survey. 2009-13.

Economic Security - Unemployment Rate

Unemployment Rate

Labor Force

US Department of Labor,Bureau of Labor Statistics. 2015 - June.

Education - Head Start Program Facilities

Head Start Programs Rate (Per 10,000 Children Under Age 5)

Total Children Under Age 5

US Department of Health & Human Services,Administration for Children and Families.
2014.

Education - High School Graduation Rate

Cohort Graduation Rate

Cohort Size

California,Department,of,Education.,2013.

Education - Less than High School Diploma (or Equivalent)

Percent Population Age 25+ with No High School Diploma

Total Population Age 25+

US Census Bureau,American Community Survey. 2009-13.

Education - Reading Below Proficiency

Percentage of Grade 4 ELA Test Score Not Proficient

Total Students with Scores

California,Department,of,Education.,2012-13.

Education - School Enrollment Age 3-4

Percentage of Population Age 3-4 Enrolled in School

Population Age 3-4

US Census Bureau,American Community Survey. 2009-13.

Total Adults 65+

UCLA, http://healthpolicy.ucla.edu/programs/health-disparities/elderhealth/Documents/Hidden%20Poor%20By%20County.pdf

Elder Index from UCLA center for Health Policy Research - economic security for older adults Elder Index from UCLA center for Health Policy Research - economic security for older adults
Federally Qualified Health Centers

Federally Qualified Health Centers, Rate per 100,000 Population

Total Population

US Department of Health & Human Services,Center for Medicare & Medicaid
Services,Provider of Services File. June 2014.

Female Population

Percent Female Population

Total Population

US Census Bureau,American Community Survey. 2009-13.

Food Environment - Fast Food Restaurants

Fast Food Restaurants, Rate (Per 100,000 Population)

Total Population

US Census Bureau,County Business Patterns. Additional data analysis by CARES. 2011.

Food Environment - Grocery Stores

Grocery Stores, Rate (Per 100,000 Population)

Total Population

US Census Bureau,County Business Patterns. Additional data analysis by CARES. 2011.

Food Environment - WIC-Authorized Food Stores

WIC-Authorized Food Stores, Rate (Per 100,000 Population)

Total Population (2011 Estimate)

US Department of Agriculture,Economic Research Service,USDA - Food Environment Atlas.
2011.

Food Security - Food Desert Population

Percent Population with Low Food Access

Total Population

US Department of Agriculture,Economic Research Service,USDA - Food Access Research
Atlas. 2010.

Food Security - Food Insecurity Rate

Percentage of the Population with Food Insecurity

Total Population

Feeding,America.,2012.

Food Security - Population Receiving SNAP

Percent Population Receiving SNAP Benefits

Total Population

US Census Bureau,Small Area Income & Poverty Estimates. 2011.

Food Security - School Breakfast Program

Average Daily School Breakfast Program Participation Rate

Total Population

US Department of Agriculture,Food and Nutrition Service,USDA - Child Nutrition Program.
2013.

Fruit/Vegetable Expenditures

Fruit / Vegetable Expenditures, Percentage of Total Food-At-Home Expenditures

Health Professional Shortage Area - Dental

Percentage of Population Living in a HPSA

Nielsen,Nielsen SiteReports. 2014.

Total Area Population
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US Department of Health & Human Services,Health Resources and Services
Administration,Health Resources and Services Administration. March 2015.
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Indicator Details
Indicator

Indicator Variable

Population Denominator

Data source

Health Professional Shortage Area - Primary Care

Percentage of Population Living in a HPSA

Total Area Population

US Department of Health & Human Services,Health Resources and Services
Administration,Health Resources and Services Administration. March 2015.

Heart Disease Prevalence

Percent Adults with Heart Disease

Estimated Total Population Age 18+

University of California Center for Health Policy Research,California Health Interview
Survey. 2011-12.

High Blood Pressure - Unmanaged

Percent Adults with High Blood Pressure Not Taking Medication

Total Population(Age 18+)

Centers for Disease Control and Prevention,Behavioral Risk Factor Surveillance System.
Additional data analysis by CARES. 2006-10.

Hispanic Population

Percent Population Hispanic or Latino

Total Population

US Census Bureau,American Community Survey. 2009-13.

Housing - Assisted Housing

HUD-Assisted Units, Rate per 10,000 Housing Units

Total Housing Units (2010)

US,Department,of,Housing,and,Urban,Development.,2013.

Housing - Cost Burdened Households

Percentage of Households where Housing Costs Exceed 30% of Income

Total Households

US Census Bureau,American Community Survey. 2010-14.

Housing - Substandard Housing

Percent Occupied Housing Units with One or More Substandard Conditions

Total Occupied Housing Units

US Census Bureau,American Community Survey. 2009-13.

Housing - Vacant Housing

Vacant Housing Units, Percent

Total Housing Units

US Census Bureau,American Community Survey. 2009-13.

Income Inequality

Gini Index Value

Total Households

US Census Bureau,American Community Survey. 2009-13.

Infant Mortality

Infant Mortality Rate (Per 1,000 Births)

Total Births

Centers for Disease Control and Prevention,National Vital Statistics System. Accessed via
CDC WONDER. Centers for Disease Control and Prevention,Wide-Ranging Online Data for
Epidemiologic Research. 2006-10.

Insurance - Population Receiving Medicaid

Percent of Insured Population Receiving Medicaid

Total Population(For Whom Insurance
Status is Determined)

US Census Bureau,American Community Survey. 2014.

Insurance - Uninsured Population

Percent Uninsured Population

Total Population (For Whom Insurance
Status is Determined)

US Census Bureau,American Community Survey. 2010-14.

Lack of a Consistent Source of Primary Care

Percentage Without Regular Doctor

Estimated Total Population

University of California Center for Health Policy Research,California Health Interview
Survey. 2011-12.

Lack of Prenatal Care

Percent Mothers with Late or No Prenatal Care

Total Population

California Department of Public Health,CDPH - Birth Profiles by ZIP Code. 2011.

Lack of Social or Emotional Support

Percent Adults Without Adequate Social / Emotional Support (Age-Adjusted)

Total Population Age 18+

Centers for Disease Control and Prevention,Behavioral Risk Factor Surveillance System.
Accessed via the Health Indicators Warehouse. US Department of Health & Human
Services,Health Indicators Warehouse. 2006-12.

Linguistically Isolated Households

Percent Linguistically Isolated Population

Total Population Age 5+

US Census Bureau,American Community Survey. 2009-13.

Liquor Store Access

Liquor Stores, Rate (Per 100,000 Population)

Total Population

US Census Bureau,County Business Patterns. Additional data analysis by CARES. 2012.

Low Birth Weight

Percent Low Birth Weight Births

Total Population

California Department of Public Health,CDPH - Birth Profiles by ZIP Code. 2011.

Low Fruit/Vegetable Consumption (Adult)

Percent Adults with Inadequate Fruit / Vegetable Consumption

Total Population(Age 18+)

Centers for Disease Control and Prevention,Behavioral Risk Factor Surveillance System.
Accessed via the Health Indicators Warehouse. US Department of Health & Human
Services,Health Indicators Warehouse. 2005-09.
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Indicator Details
Indicator

Indicator Variable

Population Denominator

Data source

Low Fruit/Vegetable Consumption (Youth)

Percent Population Age 2-13 with Inadequate Fruit/Vegetable Consumption

Estimated Total Population Age 2-13

University of California Center for Health Policy Research,California Health Interview
Survey. 2011-12.

Male Population

Percent Male Population

Total Population

US Census Bureau,American Community Survey. 2009-13.

Median Age

Median Age

Total Population

US Census Bureau,American Community Survey. 2009-13.

Mental Health - Depression Among Medicare Beneficiaries

Percentage of Medicare Beneficiaries with Depression

Total Medicare Beneficiaries

Centers,for,Medicare,and,Medicaid,Services.,2012.

Mental Health - Needing Mental Health Care

Percentage with Poor Mental Health

Estimated Total Population Age 18+

University of California Center for Health Policy Research,California Health Interview
Survey. 2013-14.

Mental Health - Poor Mental Health Days

Average Number of Mentally Unhealthy Days per Month

Total Population(Age 18+)

Centers for Disease Control and Prevention,Behavioral Risk Factor Surveillance System.
Accessed via the Health Indicators Warehouse. 2006-12.

Mortality - Cancer

Cancer, Age-Adjusted Mortality Rate (per 100,000 Population)

Total Population

University of Missouri,Center for Applied Research and Environmental Systems. California
Department of Public Health,CDPH - Death Public Use Data. 2010-12.

Mortality - Homicide

Homicide, Age-Adjusted Mortality Rate (per 100,000 Population)

Total Population

University of Missouri,Center for Applied Research and Environmental Systems. California
Department of Public Health,CDPH - Death Public Use Data. 2010-12.

Mortality - Ischaemic Heart Disease

Heart Disease, Age-Adjusted Mortality Rate (per 100,000 Population)

Total Population

University of Missouri,Center for Applied Research and Environmental Systems. California
Department of Public Health,CDPH - Death Public Use Data. 2010-12.

Mortality - Motor Vehicle Accident

Motor Vehicle Accident, Age-Adjusted Mortality Rate (per 100,000 Population)

Total Population

University of Missouri,Center for Applied Research and Environmental Systems. California
Department of Public Health,CDPH - Death Public Use Data. 2010-12.

Mortality - Pedestrian Accident

Pedestrian Accident, Age-Adjusted Mortality Rate (per 100,000 Population)

Total Population

University of Missouri,Center for Applied Research and Environmental Systems. California
Department of Public Health,CDPH - Death Public Use Data. 2010-12.

Mortality - Premature Death

Years of Potential Life Lost, Rate per 100,000 Population

Total Population, 2008-2010 Average

University of Wisconsin Population Health Institute,County Health Rankings. Centers for
Disease Control and Prevention,National Vital Statistics System. Accessed via CDC
WONDER. 2008-10.

Mortality - Stroke

Stroke, Age-Adjusted Mortality Rate (per 100,000 Population)

Total Population

University of Missouri,Center for Applied Research and Environmental Systems. California
Department of Public Health,CDPH - Death Public Use Data. 2010-12.

Mortality - Suicide

Suicide, Age-Adjusted Mortality Rate (per 100,000 Population)

Total Population

University of Missouri,Center for Applied Research and Environmental Systems. California
Department of Public Health,CDPH - Death Public Use Data. 2010-12.

Obesity (Adult)

Percent Adults with BMI > 30.0 (Obese)

Total Population Age 20+

Centers for Disease Control and Prevention,National Center for Chronic Disease
Prevention and Health Promotion. 2012.

Obesity (Youth)

Percent Obese

Student Population Tested

California Department of Education,FITNESSGRAM® Physical Fitness Testing. 2013-14.

Overweight (Adult)

Percent Adults Overweight

Survey Population(Adults Age 18+)

Centers for Disease Control and Prevention,Behavioral Risk Factor Surveillance System.
Additional data analysis by CARES. 2011-12.

Overweight (Youth)

Percent Overweight

Student Population Tested

California Department of Education,FITNESSGRAM® Physical Fitness Testing. 2013-14.

Park Access

Percent Population Within 1/2 Mile of a Park

Total Population, 2010 Census

US Census Bureau,Decennial Census. ESRI Map Gallery. 2010.
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Indicator Details
Indicator

Indicator Variable

Population Denominator

Data source

ACS, 2009-2013, table number B25014
Percent living in overcrowded housing conditions (>1.5 persons/room)

Percent living in overcrowded housing conditions (>1.5 persons/room)

Total Population

Percent of 11th grade students binge drinking at least once in the month prior

Percent of 11th grade students binge drinking at least once in the month prior

11th Grade Students

Percent of 11th grade students reporting driving after drinking (respondent or by friend)

Percent of 11th grade students reporting driving after drinking (respondent or by friend)

11th Grade Students

Percent of 11th grade students reporting harassment on school property related to their
sexual orientation

Percent of 11th grade students reporting harassment on school property related to their sexual
orientation
11th Grade Students

Percent of 11th grade students reporting marijuana use within the last 30 days

Percent of 11th grade students reporting marijuana use within the last 30 days

11th Grade Students

Percent of 11th grade students using cigarettes any time within last 30 days

Percent of 11th grade students using cigarettes any time within last 30 days

11th Grade Students

Percent of 11th grade students who felt sad or hopeless almost everyday for 2 weeks or
more so that they stopped doing some usual activities

Percent of 11th grade students who felt sad or hopeless almost everyday for 2 weeks or more
so that they stopped doing some usual activities

11th Grade Students

Percent of adults age 65+ with a physical, mental or emotional disability

Percent of adults age 65+ with a physical, mental or emotional disability

Percent of children age 2-11 drinking one or more sugar sweetened beverages per day

Percent of children age 2-11 drinking one or more sugar sweetened beverages per day

Total Youth 2-11

CHIS policy report

Percent of children ever diagnosed with asthma (ages 17 and below)

Percent of children ever diagnosed with asthma (ages 17 and below)

Total Youth 0-17

CHIS/NHIS

Percent of kindergarteners with all required immunizations

Percent of kindergarteners with all required immunizations

CHKS/YRBSS, 2011-2013, 2013-US,
http://www.cdc.gov/healthyyouth/data/yrbs/results.htm

CHKS/YRBSS, (no other info given)

CHKS, 2011-2013

CHKS/YRBSS, 2011-2013, 2013-US,
http://www.cdc.gov/healthyyouth/data/yrbs/results.htm
CHKS/YRBSS, 2011-2013, 2013-US,
http://www.cdc.gov/healthyyouth/data/yrbs/results.htm
CHKS/YRBSS, 2011-2013, 2013-US,
http://www.cdc.gov/healthyyouth/data/yrbs/results.htm

Total Adults 65+
CHIS, 2014

CDPH, 2014-15, kindergarten table
Kindergarten students

Percent People 65 years or Older In Poverty

Percent People 65 years or Older In Poverty
Total Adults 65+

ACS, 2009-2013, table number S1703

CHKS, 2011-2013
Percentage of 11th grade students reporting current gang involvement

Percentage of 11th grade students reporting current gang involvement

11th Grade Students

Pesticide Use - Pounds of Pesticides Applied

Pounds of Agricultural Pesticides Used in 2013

N/A

California Department of Pesticide Regulation (CDPR), Pesticide Use Reporting (PUR) Data.
2013.
California Department of Pesticide Regulation (CDPR), Pesticide Use Reporting (PUR) Data.
2013.

Pesticide Use - Rank of Pesticide Use Among CA Counties

Physical Inactivity (Adult)

Percent Population with no Leisure Time Physical Activity

Total Population Age 20+

Centers for Disease Control and Prevention,National Center for Chronic Disease
Prevention and Health Promotion. 2012.

Physical Inactivity (Youth)

Percent Physically Inactive

Student Population Tested

California Department of Education,FITNESSGRAM® Physical Fitness Testing. 2013-14.

Pneumonia Vaccinations (Age 65+)

Percent Population Age 65+ with Pneumonia Vaccination (Age-Adjusted)

Total Population Age 65+

Centers for Disease Control and Prevention,Behavioral Risk Factor Surveillance System.
Accessed via the Health Indicators Warehouse. US Department of Health & Human
Services,Health Indicators Warehouse. 2006-12.

Poor Dental Health

Percent Adults with Poor Dental Health

Total Population(Age 18+)

Centers for Disease Control and Prevention,Behavioral Risk Factor Surveillance System.
Additional data analysis by CARES. 2006-10.
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Indicator Details
Indicator

Indicator Variable

Population Denominator

Data source

Poor General Health

Percent Adults with Poor or Fair Health (Age-Adjusted)

Total Population Age 18+

Centers for Disease Control and Prevention,Behavioral Risk Factor Surveillance System.
Accessed via the Health Indicators Warehouse. US Department of Health & Human
Services,Health Indicators Warehouse. 2006-12.

Population with Any Disability

Percent Population with a Disability

Total Population (For Whom Disability
Status Is Determined)

US Census Bureau,American Community Survey. 2009-13.

Population with Limited English Proficiency

Percent Population Age 5+ with Limited English Proficiency

Total Population

US Census Bureau,American Community Survey. 2009-13.

Poverty - Children Below 100% FPL

Percent Population Under Age 18 in Poverty

Total Population

US Census Bureau,American Community Survey. 2010-14.

Poverty - Population Below 100% FPL

Percent Population in Poverty

Total Population

US Census Bureau,American Community Survey. 2010-14.

Poverty - Population Below 200% FPL

Percent Population with Income at or Below 200% FPL

Total Population

US Census Bureau,American Community Survey. 2010-14.

Preventable Hospital Events

Age-Adjusted Discharge Rate (Per 10,000 Pop.)

Prostate cancer age adjusted mortality rate

Prostate cancer age adjusted mortality rate

Total Population

CDPH county health profiles/NVSS report, 2011-2013

Recreation and Fitness Facility Access

Recreation and Fitness Facilities, Rate (Per 100,000 Population)

Total Population

US Census Bureau,County Business Patterns. Additional data analysis by CARES. 2012.

Soft Drink Expenditures

Soda Expenditures, Percentage of Total Food-At-Home Expenditures

STD - Chlamydia

Chlamydia Infection Rate (Per 100,000 Pop.)

STD - HIV Hospitalizations

Age-Adjusted Discharge Rate (Per 10,000 Pop.)

STD - HIV Prevalence

Population with HIV / AIDS, Rate (Per 100,000 Pop.)

Total Population

US Department of Health & Human Services,Health Indicators Warehouse. Centers for
Disease Control and Prevention,National Center for HIV/AIDS,Viral Hepatitis,STD,and TB
Prevention. 2010.

STD - No HIV Screening

Percent Adults Never Screened for HIV / AIDS

Survey Population(Smokers Age 18+)

Centers for Disease Control and Prevention,Behavioral Risk Factor Surveillance System.
Additional data analysis by CARES. 2011-12.

Substantiated allegations of child maltreatment per 1,000 children ages 0-17

Substantiated allegations of child maltreatment per 1,000 children ages 0-17

Total Youth 0-17

Teen Births (Under Age 20)

Teen Birth Rate (Per 1,000 Female Pop. Under Age 20)

Female PopulationUnder Age 20

Tobacco Expenditures

Cigarette Expenditures, Percentage of Total Household Expenditures

Tobacco Usage

Percent Population Smoking Cigarettes(Age-Adjusted)

Total Population Age 18+

Centers for Disease Control and Prevention,Behavioral Risk Factor Surveillance System.
Accessed via the Health Indicators Warehouse. US Department of Health & Human
Services,Health Indicators Warehouse. 2006-12.

Total Population

Population Density (Per Square Mile)

Total Population

US Census Bureau,American Community Survey. 2009-13.

California Office of Statewide Health Planning and Development,OSHPD Patient Discharge
Data. Additional data analysis by CARES. 2011.

Nielsen,Nielsen SiteReports. 2014.

Total Population

US Department of Health & Human Services,Health Indicators Warehouse. Centers for
Disease Control and Prevention,National Center for HIV/AIDS,Viral Hepatitis,STD,and TB
Prevention. 2012.
California Office of Statewide Health Planning and Development,OSHPD Patient Discharge
Data. Additional data analysis by CARES. 2011.

UC Berkeley/child maltreatment 2013 publication from Children's Bureau,
http://cssr.berkeley.edu/ucb_childwelfare/refRates.aspx

California Department of Public Health,CDPH - Birth Profiles by ZIP Code. 2011.

Nielsen,Nielsen SiteReports. 2014.
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Indicator Details
Indicator

Indicator Variable

Population Denominator

Data source

Transit - Public Transit within 0.5 Miles

Percentage of Population within Half Mile of Public Transit

Total Population

Environmental Protection Agency,EPA Smart Location Database. 2011.

Transit - Road Network Density

Total Road Network Density (Road Miles per Acre)

Total Area (Acres)

Environmental Protection Agency,EPA Smart Location Database. 2011.

Transit - Walkability

Percent Population Living in Car Dependent (Almost Exclusively) Cities

Unintentional injuries age adjusted mortality rate

Unintentional injuries age adjusted mortality rate

Total Population

CDPH county health profiles/NVSS report, 2011-2013

Violence - All Violent Crimes

Violent Crime Rate (Per 100,000 Pop.)

Total Population

Federal Bureau of Investigation,FBI Uniform Crime Reports. Additional analysis by the
National Archive of Criminal Justice Data. Accessed via the Inter-university Consortium for
Political and Social Research. 2010-12.

Violence - Assault (Crime)

Assault Rate (Per 100,000 Pop.)

Total Population

Federal Bureau of Investigation,FBI Uniform Crime Reports. Additional analysis by the
National Archive of Criminal Justice Data. Accessed via the Inter-university Consortium for
Political and Social Research. 2010-12.

Violence - Assault (Injury)

Assault Injuries, Rate per 100,000 Population

Total Population

Federal Bureau of Investigation, FBI Uniform Crime Reports. Additional analysis by
the National Archive of Criminal Justice Data. Accessed via the Inter-university Consortium
for Political and Social Research. 2009-11.

Violence - Domestic Violence

Domestic Violence Injuries, Rate per 100,000 Population (Females Age 10+)

Females Age 10+

Federal Bureau of Investigation, FBI Uniform Crime Reports. Additional analysis by
the National Archive of Criminal Justice Data. Accessed via the Inter-university Consortium
for Political and Social Research. 2009-11.

Violence - Rape (Crime)

Rape Rate (Per 100,000 Pop.)

Total Population

Federal Bureau of Investigation,FBI Uniform Crime Reports. Additional analysis by the
National Archive of Criminal Justice Data. Accessed via the Inter-university Consortium for
Political and Social Research. 2010-12.

Violence - Robbery (Crime)

Robbery Rate (Per 100,000 Pop.)

Total Population

Federal Bureau of Investigation,FBI Uniform Crime Reports. Additional analysis by the
National Archive of Criminal Justice Data. Accessed via the Inter-university Consortium for
Political and Social Research. 2010-12.

Violence - School Expulsions

Expulsion Rate

Total Student Enrollment

California,Department,of,Education.,

Violence - School Suspensions

Suspension Rate

Total Student Enrollment

California,Department,of,Education.,

Violence - Youth Intentional Injury

Intentional Injuries, Rate per 100,000 Population (Youth Age 13 - 20)

Total Youth Age 13-20

Federal Bureau of Investigation, FBI Uniform Crime Reports. Additional analysis by
the National Archive of Criminal Justice Data. Accessed via the Inter-university Consortium
for Political and Social Research. 2009-11.

Walking/Biking/Skating to School

Percentage Walking/Skating/Biking to School

Estimated Total Population Age 5-17

University of California Center for Health Policy Research,California Health Interview
Survey. 2011-12.

Walk,Score®.,2012.
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Please make sure to fill out the quick survey before you leave!
Thank you so much for your time!
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Thank you for participating in today’s discussion group. We would like to ask you a few questions to
understand who attended our groups. This survey is VOLUNTARY which means that do not have to
participate. It is anonymous- your answers will not be tied to your name or any other personal
information and we will report answers of the group as a whole.
1. What race/ethnicity do you identify as? (Please select all that apply.)
□ Black/African American
□ Asian (if checked, please select a choice below):
□
□
□

White/Caucasian

o
o
o
o
o

Hispanic/Latino
Native American

Cambodian
Hmong
Vietnamese
Filipino
Other: ______

o
o
o
o

Chinese
Pakistani
Japanese
Thai

o
o
o
o

Korean
Laotian
East Indian
Native Hawaiian or
Pacific Islander

2. What is your current gender identity? (Check one that best describes your current gender
identity.)
□ Male
□ Female
□ Genderqueer / Gender non-conforming
□ Trans man
□ Trans woman
□ Another gender identity (Fill in the blank.)
________________
□ Declined to answer

3. Do you consider yourself to be…? (Check one that best describes your current sexual
orientation.)
□ Heterosexual or straight
□ Lesbian
□ Gay
□ Bisexual
□ Queer
□ Another identity (Fill in the blank.)
________________
□ Declined to answer

4. Do you identify as a person with chronic conditions, or a leader or representative of
individuals with chronic conditions?
□ Yes
□ No
□ Declined to answer

5. What is your age group?
□
□

14-24
25-44

□
□

45-64
65+

6. What is the zip code where you live?
____ ____ ____ ____ ____
NEXT PAGE 
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7. Have you ever served in the U.S. armed
forces?
□
□
□

Yes

$0 to $4,999

$35,000 to $44,999

No

$5,000 to $9,999

$45,000 to $54,999

Declined to answer

$10,000 to $14,999

$55,000 to $64,999

$15,000 to $19,999

$65,000 to $74,999

$20,000 to $24,999

$75,000 to $99,999

$25,000 to $34,999

$100,000 and Over

8. An Advance Directive for Health Care is
a document in which you can write
down your health care choices and
name a person you trust to speak for
you about health care matters. Do you
have an Advance Directive for Health
Care?
□
□

9. What would you estimate your monthly
household income is?

Yes
Don’t know

□
□

10. How many people, including you, live in
your house (this includes everyone
related to each other by blood, marriage
or a marriage-like relationship including
partners and foster children)?
___

No
Declined to answer

Thank you for completing this survey!
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Instructions: For each health need, write down a score between 1 to 7 for each criterion (1 being the lowest and 7 being the highest score
possible). For example, if an issue is nearly impossible to prevent, it could be assigned a 1 in "Prevention" but may receive a score of 6 in
"Severity". You will then use the clickers to indicate your score for each health need and criterion. Once everyone scores each health need, the
scores will be averaged and multiplied by the weighting value to determine an overall score for each health need.
Health Need

Severity
2

Disparities
2

Prevention
1

Co-Benefit
1

Access to Primary and Oral Health Care
Economic and Housing Insecurity
Education
Cancers
Mental Health
Substance Abuse
Obesity and Diabetes
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Appendix F. Napa County Asset Inventory
Type

Organization

St. Helena Unified School
District
Napa Valley Unified School
District
Calistoga Joint Unified School
Education ‐ Alternative Education District
UpValley Family Center, St.
and Public Schools
Helena
UpValley Family Center,
Calistoga
Napa County Office of
Education

Address

Phone

Website

465 Main St., St. Helena, CA 94574 707‐967‐2708 http://sthelenaunified.org/
2425 Jefferson St., Napa, CA 94558 707‐253‐3715 http://www.nvusd.k12.ca.us/
1520 Lake Street, Calistoga, CA
94515
707‐942‐4703 http://www.calistogaschools.org/
1440 Spring St., St. Helena, CA
94574
707‐963‐1919 http://upvalleyfamilycenters.org/
1500 Cedar St., Calistoga CA 94515 707‐942‐6206 http://upvalleyfamilycenters.org/
2121 Imola Ave, Napa, CA 94559

707‐253‐6810 http://www.napacoe.org/

Youth Empowerment
Healthy Cooking with Kids

P.O. Box 183, Benicia, CA 94510

707‐205‐5572 http://www.healthycookingwithkids.net/

Rianda House

1475 Main St., St. Helena CA
94574

707‐963‐8555 http://riandahouse.org/

Area Agency on Aging Napa
and Solano

1443 Main St. #125, Napa, CA
94559

Pacific Union College
The Haven Seventh‐day
Adventist Church

1 Angwin Ave., Angwin, CA 94508 707‐965‐6311 https://www.puc.edu/
15 Woodland Rd., St. Helena, CA
94574
707‐963‐1497 http://www.thehavennapavalley.org/

Older Adult Serivces

Faith‐based Institutions

Health and Safety ‐‐ Fire

Saint Helena Fire
Department

1480 Main St., St. Helena, CA
94574

707‐255‐5328 http://www.aaans.org/

707‐967‐2880 http://www.ci.st‐helena.ca.us/fire

Services
St. Helena Primary School, St. Helena Elementary School, Robert Louis Stevenson Middle School, St. Helena
High School
Pueblo Vista Magnet School, Vichy Elementary School
Calistoga Elementary School, Calistoga Junior/Senior High, Palisades High School
Promotoras Program, Lunch and Learn for Older Adults
Promotoras Program, Lunch and Learn for Older Adults
Community seminars about alcohol and drug abuse, Safe Routes to School
A part of the Nutrition Education and Obesity Prevention (NEOP) Program which is a U.S. Department of
Agriculture and California Department of Public Health funded initiative aimed at combatinng obesity in
low income California. In Napa County, HCK, Inc. is responsible for executing acitivties as a recipient of the
NEOP Grant.
In the heart of St. Helena, Rianda House offers a one‐stop shop approach to connect our community's
senior population to the programs, services and resources needed to support independence and successful
aging.
Area Agency on Aging (AAoA) servies Napa and Solano Counties. It is one of 33 similar programs in
California. Their role is to plan, coordinate, and advocate for the development of local programst o meet
the needs of older persons, persons with disabilities, and their caregivers.
Pacific Union College is a private liberal arts college located in Napa Valley. They put on various amounts of
athletic events throughout the year that benefit the community.
The mission of The Haven is to experience our Lives Changing… Not by wht we do, but by how we
acknowledge the power of the Holy Spirit working in our community.
It is the mission of the members of the St. Helena Fire Department to provide efficient cost effective
emergency services including: fire protection, both prevention and suppression; public life safety
education; emergency medican and rescue services; response to natural and man made disasters; and
respond to incidents involving hazardous materials.

The mission of the Calistoga Fire Department is to provide those services to the residents and visitors of
1113 Washington St., Calistoga, CA
greater Calistoga which protects their lives, property and environment from medical emergencies,
http://www.ci.calistoga.ca.us/city‐
94515
707‐942‐2822 hall/departments‐services/fire‐department hazardous materials, incidents, and disasters
1480 Main St., St. Helena, CA
The police department is committed to provided excellent service to the St. Helena community
St. Helena Police Department 94574
707‐967‐2850 http://www.ci.st‐helena.ca.us/content/polic
HHS provides services that help better the greater whole of the community that includes: alcohol and drug
2751 Napa Valley Corporate Dr.,
Health and Safety ‐‐ Public Health Napa County Health and
services, comprehenseive services for older adults, child welfare services, mental health, public health, and
Human Services
Napa, CA 94558
and Safety
707‐253‐4279 http://www.countyofnapa.org/hhsa/
self sufficiency services.
The Calistoga Police Department is dedciated to maintaining a positive and productive relationship with all
1234 Washington St., Calistoga, CA
segments of the community with a goal of ensuring that Calistoga remains a safe and pleasant community
Calistoga Police Department 94515
707‐942‐2810 http://www.ci.calistoga.ca.us/city‐hall/depafor our residents and visitors alike.
A useful resource for the community in all aspects. They are a member‐based association of business
St. Helena Chamber of
people organized to enhance the local economy and the St. Helena brand for the direct and indirect
Recreation, Sports, Leisure,
Commerce
657 Main St., St. Helena, CA 94574 707‐963‐4456 https://www.sthelena.com/chamber‐of‐combenefit of its members and the community.
Athletics
Calistoga Chamber of
1133 Washington St., Calistoga, CA
Calistoga's chamber of commerce is dedicated to being a resource for the community while maintaining
Commerce
94515
707‐942‐6333 http://visitcalistoga.com/
it's history http://visitcalistoga.com/
Calistoga City Fire
Department

St. Helena Recreation
Department

1360 Oak Ave., St. Helena, CA
94574

The City of St. Helena Recreation Department's mission is to enrich resident lives through providing quality
recreation programs and services and to provide safe and well‐maintained facilities and parks, while
anticipating the changing needs of the community. The department provides programs in aquatics, youth
and adult sports, community classes and events, youth and teen programs, after‐school and educational
programs, and summer camps.

707‐968‐9222 http://www.ci.st‐helena.ca.us/parks‐recreat
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Appendix G.

2016 CHNA approval
This community health needs assessment was adopted on October 18, 2016 by the
Adventist Health System/West Board of Directors. The final report was made widely
available on December 31, 2016.

CHNA/CHP contact:
Suwanna Vatananan
Manager, Communications
Phone: 707-963-6412
Email: vatanas1@ah.org
St. Helena Hospital, Napa Valley
10 Woodland Road,
St. Helena, CA 94574
Request a copy, provide comments or view electronic copies of current and previous
community health needs assessments: https://www.adventisthealth.org/pages/aboutus/community-health-needs-assessments.aspx
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Executive	
  Summary	
  	
  
In	
  2013,	
  Ukiah	
  Valley	
  Medical	
  Center	
  collaborated	
  with	
  a	
  coalition	
  of	
  Mendocino	
  county	
  non-‐
profits	
  to	
  launch	
  the	
  Healthy	
  Mendocino	
  website	
  to	
  meet	
  the	
  requirements	
  for	
  future	
  
development	
  of	
  the	
  triennial	
  Community	
  Health	
  Needs	
  Assessment	
  (CHNA).	
  The	
  community	
  
health	
  needs	
  assessment	
  is	
  conducted	
  not	
  only	
  to	
  fulfill	
  the	
  requirement	
  of	
  California’s	
  
Community	
  Benefit	
  Legislation	
  (SB	
  697)	
  and	
  the	
  Affordable	
  Care	
  Act	
  (H.R.	
  3590);	
  but	
  also	
  in	
  
response	
  to	
  the	
  mission	
  of	
  our	
  hospital:	
  “…by	
  providing	
  physical,	
  mental,	
  and	
  spiritual	
  healing”.	
  	
  
	
  
Key	
  Findings:	
  	
  
• According	
  to	
  the	
  California	
  Department	
  of	
  Finance,	
  the	
  older	
  adult	
  population,	
  60	
  and	
  
older	
  increased	
  slightly	
  over	
  30%	
  in	
  Mendocino	
  County	
  between	
  2000	
  and	
  2010	
  
whereas	
  the	
  adult	
  population,	
  30-‐59	
  decreased	
  by	
  7%	
  in	
  the	
  same	
  time	
  period.	
  
• Chronic	
  diseases	
  account	
  for	
  the	
  four	
  leading	
  causes	
  of	
  death	
  in	
  Mendocino	
  County	
  with	
  
cancer	
  (including	
  lung	
  cancer)	
  and	
  heart	
  disease	
  causing	
  over	
  50%	
  of	
  all	
  deaths	
  followed	
  
by	
  stroke	
  and	
  chronic	
  lower	
  respiratory	
  diseases.	
  
• 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).	
  	
  
• An	
  estimated	
  27.7%	
  (more	
  than	
  one-‐fourth)	
  of	
  Mendocino	
  County	
  residents	
  were	
  
diagnosed	
  with	
  arthritis	
  compared	
  to	
  19%	
  statewide.	
  
• In	
  2009,	
  17.4%	
  (almost	
  1	
  in	
  5)	
  of	
  Mendocino	
  County	
  adults	
  were	
  current	
  smokers;	
  and	
  
38.2%	
  (almost	
  2	
  in	
  5)	
  of	
  adults	
  engaged	
  in	
  binge	
  drinking	
  in	
  the	
  past	
  year.	
  
	
  
After	
  reviewing	
  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?	
  and	
  5)	
  Who	
  needs	
  our	
  help	
  the	
  most?	
  From	
  this	
  analysis,	
  three	
  
priority	
  areas	
  were	
  identified:	
  	
  
• Behavioral	
  Health	
  
• Chronic	
  Disease	
  with	
  emphasis	
  on:	
  diabetes	
  heart	
  disease,	
  stroke,	
  and	
  cancer	
  prevention	
  	
  
• Advanced	
  Aging	
  Care	
  with	
  emphasis	
  on:	
  accident	
  prevention	
  and	
  orthopedic	
  care	
  	
  
	
  
	
  
Moving	
  forward,	
  these	
  priority	
  areas	
  will	
  be	
  used	
  to	
  guide	
  the	
  development	
  of	
  a	
  Community	
  
Health	
  Plan,	
  with	
  initiatives	
  designed	
  to	
  address	
  these	
  concerns.	
  Building	
  a	
  healthy	
  community	
  
requires	
  multiple	
  stakeholders	
  working	
  together	
  with	
  a	
  common	
  purpose.	
  We	
  invite	
  you	
  to	
  
explore	
  our	
  health	
  challenges	
  in	
  Mendocino	
  County	
  outlined	
  in	
  this	
  report.	
  	
  More	
  importantly	
  
though,	
  we	
  hope	
  you	
  use	
  the	
  findings	
  in	
  this	
  report	
  to	
  conceptualize	
  collective	
  solutions,	
  
establish	
  sustainable	
  partnerships,	
  and	
  work	
  towards	
  a	
  healthier	
  Mendocino	
  County.	
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Letter	
  from	
  the	
  CEO	
  	
  
Dear	
  Community,	
  	
  

W

hat	
   an	
   exciting	
   time	
   in	
   Ukiah	
   Valley	
   Medical	
   Center’s	
   history	
   to	
   be	
   assessing	
   the	
   healthcare	
  

needs	
  of	
  the	
  wonderful	
  community	
  we	
  are	
  privileged	
  to	
  serve.	
  	
  
	
  
As	
   this	
   assessment	
   comes	
   to	
   completion,	
   Ukiah	
   Valley	
   Medical	
   Center	
  
(UVMC)	
   will	
   have	
   recently	
   broken	
   ground	
   on	
   a	
   brand	
   new	
   Emergency	
  
Department	
   and	
   Intensive	
   Care	
   Unit,	
   a	
   project	
   made	
   possible	
   by	
   the	
  
generous	
  support	
  of	
  you,	
  our	
  community,	
  and	
  our	
  Adventist	
  Health	
  family.	
  	
  
	
  
These	
   newly	
   renovated	
   facilities	
   will	
   allow	
   us	
   to	
   better	
   meet	
   the	
   growing	
  
critical	
   care	
   needs	
   of	
   Mendocino	
   County,	
   expanding	
   our	
   ability	
   to	
   care	
   for	
  
the	
  vulnerable	
  populations	
  identified	
  in	
  the	
  following	
  report.	
  	
  

	
  
This	
   project	
   is	
   just	
   but	
   one	
   example	
   of	
   how	
   UVMC	
   is	
   continually	
   exploring	
  
and	
   opening	
   avenues	
   to	
   provide	
   the	
   best	
   resources	
   available	
   for	
   the	
   families	
  
we	
   serve	
   throughout	
   a	
   3,700-‐square	
   mile	
   service	
   area.	
   	
   Throughout	
   this	
   assessment,	
   you	
   will	
   see	
  
examples	
  of	
  how	
  UVMC	
  has	
  taken	
  actions	
  to	
  work	
  with	
  our	
  community	
  partners	
  to	
  provide	
  active	
  
support	
  for	
  some	
  of	
  the	
  most	
  emergent	
  trends	
  affecting	
  us.	
  
	
  
Our	
  mission	
  is	
  to	
  share	
  God’s	
  love	
  to	
  our	
  community	
  by	
  providing	
  care	
  to	
  the	
  whole	
  person;	
  mind,	
  
body	
   and	
   spirit.	
   Our	
   mission	
   guides	
   our	
   work	
   every	
   day	
   and	
   I	
   hope	
   you	
   experience	
   it	
   as	
  
compassionate	
  care	
  through	
  each	
  and	
  every	
  one	
  of	
  your	
  interactions	
  with	
  us.	
  	
  
	
  
As	
   the	
   face	
   of	
   healthcare	
   continues	
   to	
   evolve	
   with	
   a	
   myriad	
   of	
   complex	
   regulatory	
   changes,	
   I	
   am	
  
energized	
   to	
   meet	
   the	
   needs	
   of	
   Mendocino	
   County	
   alongside	
   such	
   a	
   mission-‐driven	
   team	
   of	
  
healthcare	
  professionals,	
  a	
  generous	
  community,	
  strong	
  set	
  of	
  community	
  partners,	
  and	
  Adventist	
  
Health.	
  It	
  is	
  an	
  honor	
  and	
  a	
  privilege	
  to	
  serve	
  you	
  in	
  this	
  new	
  era	
  of	
  healthcare;	
  our	
  community,	
  our	
  
partners,	
  our	
  neighbors	
  .	
  .	
  .	
  our	
  family.	
  
	
  
Sincerely,	
  	
  

	
  
Gwen	
  Matthews	
  
Chief	
  Executive	
  Officer,	
  Ukiah	
  Valley	
  Medical	
  Center	
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Introduction	
  	
  
Where	
  and	
  how	
  we	
  live	
  is	
  vital	
  to	
  our	
  health.	
  As	
  you	
  read	
  this	
  document,	
  think	
  about	
  health	
  in	
  
Mendocino	
  County	
  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	
  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.	
  	
  
Ukiah	
  Valley	
  Medical	
  Center,	
  part	
  of	
  Adventist	
  Health,	
  is	
  dedicated	
  understanding	
  our	
  
community	
  and	
  contributing	
  to	
  its’	
  growth	
  and	
  well-‐being.	
  In	
  2011,	
  Ukiah	
  Valley	
  partnered	
  
with	
  19	
  other	
  community	
  organizations	
  to	
  create	
  and	
  fund	
  Healthy	
  Mendocino.	
  Healthy	
  
Mendocino	
  is	
  a	
  collaborative	
  effort	
  to	
  track	
  key	
  indicators	
  of	
  health	
  in	
  Mendocino	
  County	
  and	
  
make	
  this	
  information	
  publicly	
  available	
  through	
  the	
  HealthyMedocino.org	
  website.	
  
Information	
  on	
  the	
  website	
  includes	
  traditional	
  health	
  measures	
  plus	
  data	
  on	
  the	
  economy,	
  
natural	
  and	
  social	
  environments,	
  education,	
  public	
  safety,	
  transportation,	
  and	
  more:	
  
•
•
•
•

Dashboard	
  of	
  local	
  health	
  and	
  quality	
  of	
  life	
  indicators,	
  with	
  comparison	
  graphics	
  
Database	
  of	
  1800+	
  Promising	
  Practices	
  from	
  across	
  the	
  U.S.,	
  with	
  contact	
  information	
  
Links	
  to	
  local	
  resources	
  such	
  as	
  211	
  (a	
  service	
  clearinghouse)	
  and	
  other	
  initiatives	
  and	
  
websites	
  
2012	
  Community	
  Health	
  Needs	
  Assessment	
  

For	
  2013,	
  Ukiah	
  Valley	
  has	
  officially	
  adopted	
  Healthy	
  Mendocino’s	
  CHNA	
  to	
  satisfy	
  the	
  legal	
  
requirements	
  of	
  the	
  Affordable	
  Care	
  Act	
  (full	
  report	
  can	
  be	
  found	
  in	
  Appendix	
  A).	
  	
  
Developing	
  priorities	
  and	
  targeting	
  interventions	
  from	
  knowledge	
  gained	
  through	
  this	
  
assessment,	
  increases	
  our	
  ability	
  to	
  improve	
  the	
  health	
  of	
  our	
  community.	
  Developing	
  a	
  shared	
  
understanding	
  of	
  challenges	
  and	
  opportunities	
  is	
  a	
  critical	
  next	
  step	
  to	
  creating	
  and	
  
implementing	
  a	
  community	
  health	
  plan	
  that	
  addresses	
  each	
  priority	
  area	
  identified.	
  	
  
Building	
  a	
  healthy	
  environment	
  requires	
  multiple	
  stakeholders	
  working	
  together	
  with	
  a	
  
common	
  purpose.	
  We	
  invite	
  you	
  to	
  explore	
  the	
  health	
  status	
  in	
  our	
  community,	
  which	
  is	
  
outlined	
  in	
  this	
  assessment.	
  	
  More	
  importantly	
  though,	
  we	
  hope	
  you	
  imagine	
  a	
  healthier	
  region,	
  
where	
  we	
  collectively	
  prioritize	
  our	
  health	
  concerns	
  and	
  find	
  solutions	
  across	
  a	
  broad	
  range	
  of	
  
sectors	
  to	
  create	
  healthier	
  communities	
  for	
  ourselves	
  and	
  our	
  families.	
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Methodology/Requirements	
  
The	
  CHNA	
  is	
  conducted	
  not	
  only	
  to	
  fulfill	
  the	
  requirement	
  of	
  California’s	
  Community	
  Benefit	
  
Legislation	
  (SB	
  697)	
  but	
  also	
  in	
  response	
  to	
  the	
  hospital’s	
  mission,	
  “We	
  reflect	
  God's	
  love	
  to	
  our	
  
community	
  by	
  providing	
  physical,	
  mental	
  and	
  spiritual	
  healing”.	
  The	
  CHNA	
  also	
  meets	
  the	
  
requirements	
  of	
  the	
  Patient	
  Protection	
  and	
  Affordable	
  Care	
  Act	
  of	
  2010	
  (H.R.	
  3590)	
  for	
  
nonprofit	
  hospitals.	
  The	
  primary	
  focus	
  of	
  this	
  assessment	
  is	
  on	
  elevating	
  the	
  health	
  of	
  our	
  
community	
  by	
  identifying	
  community	
  needs	
  and	
  prioritizing	
  our	
  response	
  to	
  those	
  needs.	
  As	
  
such,	
  we	
  have	
  adopted	
  Healthy	
  Mendocino’s	
  CHNA	
  for	
  2012.	
  This	
  will	
  allow	
  for	
  alignment	
  of	
  
priority	
  areas	
  and	
  provide	
  opportunities	
  for	
  future	
  collaborative	
  efforts.	
  	
  
Quantitative	
  Data	
  
•

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,	
  and	
  other	
  various	
  local,	
  state	
  and	
  federal	
  
databases.	
  	
  

	
  
Qualitative	
  Data	
  
To	
  validate	
  data	
  and	
  ensure	
  a	
  broad	
  representation	
  of	
  the	
  community,	
  qualitative	
  data	
  was	
  
collected	
  as	
  follows:	
  
•

Key	
  informant	
  interviews	
  with	
  community	
  leaders	
  to	
  engage	
  them	
  in	
  the	
  development	
  
of	
  our	
  interventions	
  and	
  elicit	
  their	
  input	
  to	
  improve	
  the	
  health	
  of	
  our	
  region	
  

Information	
  Gaps	
  
It	
  should	
  be	
  noted	
  that	
  the	
  key	
  informant	
  interviews	
  are	
  not	
  based	
  on	
  a	
  random	
  sample	
  of	
  
community	
  leaders.	
  The	
  key	
  informants	
  were	
  not	
  chosen	
  based	
  on	
  random	
  sampling	
  technique,	
  
but	
  were	
  invited	
  because	
  their	
  comments	
  represented	
  the	
  underserved,	
  low	
  income,	
  minority,	
  
or	
  chronically	
  ill	
  populations.	
  Finally,	
  this	
  assessment	
  relies	
  on	
  several	
  national	
  and	
  state	
  
entities	
  with	
  publicly	
  available	
  data.	
  All	
  limitations	
  inherent	
  in	
  these	
  sources	
  remain	
  present	
  for	
  
this	
  assessment.	
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Community	
  Profile	
  
Ukiah	
  Valley	
  Medical	
  Center	
  (UVMC)	
  is	
  a	
  67-‐bed,	
  not-‐for-‐profit	
  hospital	
  located	
  in	
  Ukiah,	
  the	
  
county	
  seat	
  of	
  Mendocino	
  County.	
  As	
  the	
  largest	
  and	
  most	
  comprehensive	
  healthcare	
  facility	
  in	
  
the	
  county,	
  UVMC	
  offers	
  a	
  complete	
  range	
  of	
  health	
  care	
  services	
  for	
  the	
  communities	
  we	
  
serve.	
  Our	
  emergency	
  department	
  operates	
  with	
  a	
  physician	
  on	
  duty	
  24-‐hours	
  a	
  day	
  and	
  is	
  
designated	
  as	
  a	
  Level	
  IV	
  Trauma	
  Center.	
  Each	
  year,	
  UVMC	
  treats	
  more	
  than	
  25,000	
  patients	
  in	
  
its	
  emergency	
  room,	
  performs	
  more	
  than	
  5,000	
  surgical	
  procedures	
  in	
  its	
  hospital	
  based	
  and	
  
ambulatory	
  surgery	
  center,	
  delivers	
  nearly	
  850	
  babies,	
  and	
  performs	
  more	
  than	
  43,000	
  
radiology	
  tests.	
  Our	
  facilities	
  include:	
  	
  
•

•
•
•

	
  

•
•
•
•

24-‐hour	
  Emergency	
  
Care	
  and	
  Trauma	
  
Center	
  	
  
Advanced	
  Wound	
  
Center	
  
Intensive	
  Care	
  Unit	
  	
  
Level	
  II	
  Intensive	
  
Care	
  Nursery	
  	
  
Family	
  Birth	
  Center	
  
Women's	
  Services	
  	
  
Cardiac	
  Services	
  	
  
Pediatrics	
  	
  

•
•
•
•
•
•
•

Family	
  Practice	
  	
  
Pain	
  Management	
  
Center	
  
Rapid	
  Care	
  Extended	
  
Hours	
  	
  
State-‐of-‐the-‐art	
  
Diagnostic	
  Services	
  	
  
Inpatient	
  &	
  Outpatient	
  
Surgical	
  Services	
  	
  
Rehabilitation	
  Services	
  	
  
Health	
  Education	
  	
  

Ukiah,	
  California,	
  in	
  Mendocino	
  County,	
  is	
  55	
  miles	
  NW	
  of	
  
Santa	
  Rosa,	
  California	
  and	
  100	
  miles	
  NW	
  of	
  Sacramento,	
  
California.	
  The	
  city	
  has	
  a	
  population	
  of	
  15,497.	
  	
  
Ukiah	
  rests	
  in	
  the	
  heart	
  of	
  Mendocino	
  County,	
  California.	
  
Mendocino	
  County	
  is	
  a	
  3,509	
  square	
  mile	
  rural	
  county	
  in	
  
Northern	
  California	
  wherein	
  some	
  geographic	
  areas	
  are	
  
actually	
  designated	
  as	
  frontier.	
  It	
  is	
  the	
  15th	
  largest	
  county	
  in	
  
California,	
  and	
  topographically	
  diverse,	
  with	
  ocean,	
  inland	
  
valleys,	
  mountains,	
  lakes	
  and	
  rivers	
  and	
  redwood	
  forests.	
  
According	
  to	
  the	
  Office	
  of	
  Statewide	
  Health	
  Planning	
  and	
  
Development	
  (OSHPD),	
  in	
  2011	
  the	
  majority	
  of	
  patients	
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discharged	
  from	
  Ukiah	
  Valley	
  reside	
  in	
  Ukiah	
  (84.4%,	
  95482	
  zip	
  code).	
  The	
  remainder	
  resides	
  in	
  
Willits	
  (15.6%,	
  95490	
  zip	
  code).	
  	
  

Age	
  and	
  Gender	
  
Age	
  is	
  a	
  critical	
  component	
  of	
  understanding	
  a	
  community’s	
  profile	
  and	
  provides	
  elements	
  in	
  
planning	
  for	
  needed	
  health	
  services.	
  Younger	
  populations	
  require	
  more	
  prevention	
  and	
  health	
  
education	
  while	
  older	
  populations	
  are	
  prone	
  to	
  certain	
  chronic	
  diseases	
  and	
  require	
  health	
  
services	
  in	
  higher	
  acuity	
  settings.	
  With	
  the	
  Baby	
  Boomer	
  Generation	
  aging,	
  chronic	
  diseases	
  are	
  
expected	
  to	
  increase.	
  January	
  2011	
  marked	
  the	
  beginning	
  stage	
  of	
  Baby	
  Boomers	
  entering	
  the	
  
Medicare	
  program.	
  Having	
  an	
  accurate	
  count	
  of	
  the	
  age	
  distribution	
  of	
  the	
  service	
  area	
  is	
  
imperative	
  in	
  ensuring	
  availability	
  of	
  adequate	
  health	
  care	
  services.	
  	
  
Males	
  and	
  females	
  have	
  differing	
  healthcare	
  needs	
  and	
  require	
  targeted	
  services.	
  
Understanding	
  gender	
  distributions	
  of	
  the	
  community	
  can	
  ensure	
  appropriate	
  healthcare	
  
delivery.	
  Gender	
  also	
  has	
  important	
  health	
  implications	
  in	
  terms	
  of	
  access	
  to	
  resources	
  and	
  
services,	
  engagement	
  in	
  risk	
  behaviors,	
  and	
  environmental	
  exposures.	
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Key	
  Findings:	
  	
  
•
•

In	
  2012,	
  17.34%	
  of	
  emergency	
  department	
  encounters	
  were	
  among	
  patients	
  aged	
  20-‐29	
  
years.	
  	
  
18.9%	
  of	
  all	
  hospital	
  discharges	
  were	
  among	
  patients	
  under	
  one	
  year	
  old.	
  	
  

Race	
  and	
  Ethnicity	
  
A	
  health	
  disparity	
  is	
  defined	
  as	
  a	
  persistent	
  gap	
  between	
  the	
  health	
  status	
  of	
  minorities	
  as	
  
compared	
  to	
  non-‐minorities	
  in	
  the	
  United	
  States.	
  Despite	
  continued	
  advances	
  in	
  health	
  care	
  
and	
  technology,	
  racial	
  and	
  ethnic	
  minorities	
  continue	
  to	
  have	
  higher	
  rates	
  of	
  disease,	
  disability,	
  
and	
  premature	
  death	
  than	
  non-‐minorities.	
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Key	
  Findings:	
  	
  
•

The	
  majority	
  of	
  hospital	
  discharges	
  and	
  emergency	
  department	
  encounter	
  were	
  among	
  
Non-‐Hispanic/Non-‐Latino	
  patients.	
  	
  

	
  

Existing	
  Facilities	
  and	
  Resources	
  	
  
As	
  part	
  of	
  our	
  assessment,	
  we	
  compiled	
  a	
  list	
  of	
  existing	
  facilities	
  and	
  resources	
  in	
  the	
  area	
  who	
  
were	
  working	
  to	
  address	
  health	
  needs	
  in	
  our	
  community.	
  This	
  was	
  done	
  not	
  only	
  to	
  fulfill	
  the	
  
legal	
  requirements	
  set	
  forth	
  by	
  the	
  Affordable	
  Care	
  Act,	
  but	
  also	
  to	
  educate	
  ourselves	
  on	
  
community	
  partners	
  and	
  to	
  look	
  for	
  potential	
  connections.	
  	
  
Name	
  
Anderson	
  Valley	
  Health	
  Center	
  

Location	
  
13500	
  Airport	
  Road	
  
Boonville,	
  CA	
  95415	
  

Consolidated	
  Tribal	
  Health	
  Project,	
  Inc.	
  	
  

6991	
  N.	
  State	
  St.	
  	
  
Redwood	
  Valley,	
  CA,	
  95470	
  

County	
  of	
  Mendocino,	
  CA	
  Behavioral	
  
Health	
  &	
  Recovery	
  Services:	
  Fort	
  Bragg	
  
County	
  of	
  Mendocino,	
  CA	
  Behavioral	
  
Health	
  &	
  Recovery	
  Services:	
  Ukiah	
  
County	
  of	
  Mendocino,	
  CA	
  Behavioral	
  
Health	
  &	
  Recovery	
  Services:	
  Willits	
  
County	
  of	
  Mendocino,	
  CA:	
  Fort	
  Bragg	
  
Health	
  Center	
  
County	
  of	
  Mendocino,	
  CA:	
  Ukiah	
  Health	
  
Center	
  
County	
  of	
  Mendocino,	
  CA:	
  Willits	
  Health	
  
Center	
  
Frank	
  R.	
  Howard	
  Memorial	
  Hospital*	
  

790-‐B	
  South	
  Franklin	
  Street	
  	
  
Ft.	
  Bragg,	
  CA	
  95437	
  
1120	
  South	
  Dora	
  Street	
  	
  
Ukiah,	
  CA	
  95482	
  
221-‐B	
  South	
  Lenore	
  Avenue	
  	
  
Willits,	
  CA	
  95490	
  
120	
  West	
  Fir	
  Street	
  	
  
Ft.	
  Bragg,	
  CA	
  95437	
  
1120	
  South	
  Dora	
  Street	
  
Ukiah,	
  CA	
  95482	
  
221-‐B	
  South	
  Lenore	
  Avenue	
  	
  
Willits,	
  CA	
  95490	
  
One	
  Madrone	
  Street	
  Willits,	
  CA	
  
95490	
  
333	
  Laws	
  Avenue,	
  Ukiah,	
  CA	
  
95482	
  

Hillside	
  Health	
  Center	
  

Jerold	
  Phelps	
  Community	
  Hospital	
  
Lakeside	
  Health	
  Center	
  

	
  

733	
  Cedar	
  St	
  	
  Garberville,	
  CA	
  
95542	
  
5335	
  Lakeshore	
  Boulevard,	
  	
  
Lakeport,	
  CA	
  95453	
  

	
  

Facility	
  Type	
  
Total	
  Care	
  Clinic:	
  Primary	
  Care,	
  
Dental,	
  Behavioral	
  Health,	
  
Pharmacy	
  
Total	
  Care	
  Clinic:	
  Primary	
  
Care/Medical,	
  Dental,	
  Behavioral	
  
Health	
  
Behavioral	
  Health	
  
Behavioral	
  Health	
  
Behavioral	
  Health	
  
Public	
  Health	
  Center	
  
Public	
  Health	
  Center	
  
Public	
  Health	
  Center	
  
Hospital	
  
Total	
  Care	
  Clinic:	
  Primary	
  
Care/Medical,	
  Dental,	
  Behavioral	
  
Health,	
  Specialty	
  Care,	
  Women’s	
  
Health	
  
Hospital	
  
Total	
  Care	
  Clinic:	
  Primary	
  
Care/Medical,	
  Dental,	
  Behavioral	
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Name	
  

Location	
  

Little	
  Lake	
  Health	
  Center	
  

45	
  Hazel	
  St.,	
  	
  
Willits,	
  CA	
  95490	
  

Long	
  Valley	
  Health	
  Center	
  

50	
  Branscomb	
  Road	
  
Branscomb,	
  CA	
  95417	
  

Mendocino	
  Coast	
  Clinics:	
  South	
  Street	
  

205	
  South	
  Street	
  
Fort	
  Bragg,	
  CA	
  95437	
  

Mendocino	
  Coast	
  Clinics:	
  Sequoia	
  Circle	
  

855	
  Sequoia	
  Circle	
  
Fort	
  Bragg,	
  CA	
  95437	
  

Mendocino	
  Coast	
  Clinics:	
  Cypress	
  Street	
  

510	
  Cypress	
  Street	
  
Fort	
  Bragg,	
  CA	
  95437	
  
700	
  River	
  Drive	
  	
  
Fort	
  Bragg,	
  CA	
  95437	
  
64	
  Northbrook	
  Way	
  
Willits,	
  CA	
  95490	
  
721A	
  River	
  Drive	
  
Fort	
  Bragg,	
  CA	
  95437	
  

Mendocino	
  Coast	
  District	
  Hospital	
  
Northbrook	
  Nursing	
  and	
  Rehabilitation	
  
Center	
  
North	
  Coast	
  Family	
  Health	
  Center	
  

North	
  Valley	
  Behavioral	
  Health	
  
Redwood	
  Coast	
  Medical	
  Services:	
  Gualala	
  
Medical	
  Center	
  

1535	
  Plumas	
  Court	
  
Yuba	
  City,	
  CA	
  95993	
  
46900	
  Ocean	
  Drive	
  
	
  Gualala,	
  CA	
  95445	
  

Redwood	
  Coast	
  Medical	
  Services:	
  Point	
  
Arena	
  Medical	
  Center	
  

30	
  Mill	
  Street	
  
Point	
  Arena,	
  CA	
  95468	
  

Redwood	
  Coast	
  Medical	
  Services:	
  	
  
Point	
  Arena	
  Dental	
  Center	
  
Southern	
  Humboldt	
  Community	
  Clinic	
  

175	
  Main	
  Street	
  
Point	
  Arena,	
  CA	
  95468	
  
509	
  Elm	
  St,	
  	
  
Garberville,	
  CA	
  95542	
  
10	
  Woodland	
  Road,	
  St.	
  Helena,	
  
CA	
  94574	
  
525	
  Oregon	
  Street	
  
Vallejo,	
  CA	
  94590	
  
425	
  S	
  Orchard	
  Ave	
  	
  
Ukiah,	
  CA	
  95482	
  
1349	
  South	
  Dora	
  Street	
  
Ukiah,	
  CA	
  95482	
  

St.	
  Helena	
  Hospital*	
  
St.	
  Helena	
  Hospital	
  for	
  Behavioral	
  
Health*	
  
The	
  Center	
  for	
  Life	
  Choices	
  
Ukiah	
  Convalescent	
  Hospital	
  

Facility	
  Type	
  
Health,	
  Women’s	
  Health	
  
Total	
  Care	
  Clinic:	
  Primary	
  
Care/Medical,	
  Dental,	
  Behavioral	
  
Health,	
  Specialty	
  Care,	
  Women’s	
  
Health	
  
Total	
  Care	
  Clinic:	
  Primary	
  Care,	
  
Dentistry,	
  	
  Acupuncture,	
  
Chiropractic	
  	
  
Total	
  Care	
  Clinic:	
  General	
  Medical,	
  
Dental,	
  Behavioral	
  Medicine,	
  
Counseling	
  
Total	
  Care	
  Clinic:	
  OB/GYN,	
  Perinatal,	
  
Women’s	
  Health	
  Care,	
  Patient	
  
Advocates	
  
Pediatric	
  Clinic	
  
Hospital	
  
Skilled	
  Nursing,	
  Rehabilitation	
  
Total	
  Care	
  Clinic:	
  Mental	
  Health,	
  
Osteopathy	
  Care,	
  Primary	
  Care,	
  
Pediatrics,	
  Surgery	
  
Behavioral	
  Health	
  	
  
Total	
  Care	
  Clinic:	
  Primary	
  Care,	
  
Urgent	
  Care,	
  Women’s	
  Health,	
  
Pediatric	
  Care,	
  Chronic	
  Disease	
  
Management,	
  Behavioral	
  Health	
  
Total	
  Care	
  Clinic:	
  Primary	
  Care,	
  
Urgent	
  Care,	
  Women’s	
  Health,	
  
Pediatric	
  Care,	
  Chronic	
  Disease	
  
Management,	
  Behavioral	
  Health	
  
Dental	
  Clinic	
  
Total	
  Care	
  Clinic:	
  Primary	
  
Care/Medical	
  	
  
Hospital	
  
Behavioral	
  Health	
  
OB/GYN,	
  Sexual	
  Health,	
  Patient	
  
Advocates	
  
Skilled	
  Nursing,	
  Rehabilitation	
  

*Member	
  of	
  Adventist	
  Health	
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Community	
  Partners	
  	
  
Ukiah	
  Valley	
  would	
  like	
  to	
  acknowledge	
  and	
  thank	
  our	
  community	
  partners	
  for	
  serving	
  as	
  a	
  
resource	
  in	
  conducting	
  this	
  community	
  health	
  needs	
  assessment	
  and	
  assisting	
  in	
  the	
  process:	
  	
  
	
  
• 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	
  

•

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	
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Key	
  Informants	
  
The	
  following	
  is	
  a	
  list	
  of	
  key	
  informants	
  who	
  were	
  interviewed	
  as	
  a	
  part	
  of	
  this	
  community	
  health	
  needs	
  
assessment.	
  Key	
  informant	
  interviews	
  were	
  comprised	
  of	
  key	
  leaders	
  from	
  an	
  array	
  of	
  agencies	
  across	
  
Mendocino	
  County	
  from	
  not-‐for-‐profits,	
  faith	
  based	
  organizations,	
  policy	
  groups,	
  elected	
  officials	
  and	
  
their	
  staff,	
  education,	
  and	
  local	
  businesses.	
  	
  These	
  were	
  conducted	
  through	
  email,	
  phone,	
  or	
  in	
  person.	
  
When	
  applicable,	
  their	
  comments	
  were	
  also	
  intended	
  to	
  represent	
  the	
  underserved,	
  low	
  income,	
  
minority,	
  and	
  chronically	
  ill	
  populations.	
  
Name,	
  Title	
  
Wayne	
  Allan	
  
President	
  	
  
Tom	
  Allman	
  
Sheriff	
  
Carmel	
  Angelo	
  
CEO	
  
Margie	
  Handley	
  
President	
  
Linnea	
  Hunter	
  
CEO	
  
Jann	
  Lamprich	
  
Executive	
  Director	
  
Dr.	
  Jeremy	
  Mann	
  
Chief	
  Medical	
  Officer	
  of	
  Ambulatory	
  
Services	
  
Anne	
  Molgaard	
  
Executive	
  Director	
  
Carol	
  Mordhorst	
  
Consultant;	
  Former	
  County	
  HHSA	
  
Director	
  
Susanne	
  Norgard	
  
Executive	
  Director	
  
Catherine	
  Rada	
  
Grant	
  Administrator	
  
Freddie	
  Rundlet	
  
Executive	
  Director	
  
James	
  Russ	
  
Executive	
  Director	
  
Cass	
  Taaning	
  
Grant	
  Writer	
  
Dr.	
  Marvin	
  Trotter	
  
Chief	
  Medical	
  Officer	
  

	
  

Organization	
  
Mendocino	
  Coast	
  District	
  Hospital	
  
Mendocino	
  County	
  Sheriff	
  Department	
  
County	
  of	
  Mendocino,	
  California	
  
Howard	
  Foundation	
  
Mendocino	
  Community	
  Health	
  Clinic	
  
Howard	
  Foundation	
  
Adventist	
  Health	
  Northern	
  California	
  Network	
  

First	
  5	
  Mendocino	
  
	
  

Mendocino	
  Community	
  Foundation	
  
Mendocino	
  Community	
  Health	
  Clinic	
  
Consolidated	
  Tribal	
  Health	
  Project,	
  Inc.	
  	
  
Round	
  Valley	
  Tribal	
  Health	
  
County	
  of	
  Mendocino,	
  California	
  	
  
Public	
  Health	
  
Ukiah	
  Valley	
  Medical	
  Center	
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The	
  Art	
  of	
  Listening	
  and	
  Stories	
  Behind	
  
the	
  Statistics	
  	
  
A	
  community	
  health	
  assessment	
  would	
  not	
  be	
  complete	
  without	
  hearing	
  from	
  the	
  population	
  
of	
  concern:	
  the	
  local	
  community.	
  As	
  professionals	
  at	
  a	
  health	
  institution,	
  we	
  occupy	
  a	
  unique	
  
position	
  that	
  allows	
  for	
  the	
  modeling	
  of	
  health	
  programs,	
  initiatives,	
  and	
  agendas	
  capable	
  of	
  
addressing	
  local	
  social	
  determinants	
  of	
  health	
  and	
  other	
  inequalities	
  in	
  our	
  surrounding	
  
community.	
  	
  
As	
  such,	
  our	
  approach	
  must	
  place	
  emphasis	
  on	
  the	
  importance	
  of	
  community	
  participation	
  in	
  
our	
  efforts.	
  This	
  begins	
  by	
  using	
  one	
  of	
  an	
  often	
  forgotten	
  God-‐given	
  gift—the	
  ability	
  to	
  listen.	
  
Our	
  strategy	
  must	
  adapt	
  to	
  meet	
  current	
  health	
  needs,	
  while	
  anticipating	
  future	
  needs.	
  To	
  
facilitate	
  the	
  change	
  in	
  health	
  status	
  seen	
  in	
  our	
  communities,	
  policies	
  have	
  adapted	
  to	
  include	
  
standards	
  such	
  as	
  the	
  following:	
  	
  
1.
2.

Incentivizing	
  agencies	
  and	
  practitioners	
  to	
  shift	
  their	
  focus	
  to	
  upstream	
  
interventions	
  as	
  part	
  of	
  service	
  delivery	
  	
  
Recommending	
  the	
  exploration	
  of	
  the	
  dynamic	
  and	
  potential	
  partnership	
  between	
  
health	
  care	
  providers	
  and	
  the	
  communities	
  they	
  serve.	
  

Both	
  strategies	
  emphasize	
  flexibility	
  and	
  exhibit	
  allocative	
  efficiency	
  by	
  remaining	
  responsive	
  to	
  
the	
  needs	
  of	
  the	
  community.	
  It	
  is	
  in	
  the	
  context	
  of	
  these	
  two	
  strategies	
  that	
  qualitative	
  research	
  
methods	
  were	
  employed	
  to	
  explore	
  health	
  outcomes	
  in	
  our	
  service	
  area,	
  to	
  explore	
  the	
  
perceptions	
  of	
  health	
  and	
  relative	
  needs	
  as	
  expressed	
  by	
  the	
  community,	
  and	
  to	
  highlight	
  
existing	
  assets	
  and	
  networks	
  in	
  our	
  local	
  community.	
  This	
  also	
  helps	
  us	
  to	
  remember	
  there	
  is	
  a	
  
story	
  behind	
  every	
  number	
  and	
  static	
  listed	
  in	
  our	
  assessment.	
  	
  Join	
  us	
  as	
  we	
  explore	
  
opportunities	
  for	
  working	
  together	
  as	
  a	
  health	
  system	
  to	
  improve	
  the	
  health	
  in	
  our	
  community.	
  
Overview	
  
Ukiah	
  Valley	
  conducted	
  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?	
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•
•

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.	
  	
  
What	
  We	
  Did	
  with	
  the	
  Data	
  
Ukiah	
  Valley	
  reviewed	
  all	
  the	
  information	
  given,	
  found	
  common	
  themes	
  and	
  summarized	
  the	
  
key	
  points	
  listed	
  in	
  the	
  next	
  section.	
  	
  By	
  identifying	
  common	
  themes,	
  Ukiah	
  Valley	
  can	
  address	
  
the	
  needs	
  of	
  the	
  entire	
  community.	
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Emergent	
  Themes	
  
Community	
  leaders	
  consider	
  Ukiah	
  Valley	
  to	
  be	
  a	
  valuable	
  asset	
  to	
  the	
  Ukiah	
  community.	
  In	
  
addition,	
  it	
  was	
  noted	
  that	
  Ukiah	
  Valley	
  has	
  a	
  good	
  outreach	
  program,	
  excellent	
  emergency	
  
department,	
  and	
  a	
  high	
  quality	
  of	
  care.	
  Leaders	
  noted	
  that	
  the	
  economic	
  downturn	
  has	
  had	
  a	
  
substantial	
  impact	
  on	
  their	
  community.	
  Many	
  families	
  in	
  the	
  community	
  have	
  experienced	
  a	
  
shift	
  from	
  middle	
  class	
  to	
  lower	
  class	
  status,	
  causing	
  financial	
  hardships.	
  Leaders	
  would	
  like	
  to	
  
see	
  more	
  partnerships	
  among	
  organizations	
  to	
  provide	
  a	
  better	
  spectrum	
  of	
  care	
  for	
  the	
  
community’s	
  most	
  vulnerable	
  citizens.	
  Finally,	
  community	
  leaders	
  expressed	
  a	
  need	
  for	
  the	
  
hospital	
  to	
  increase	
  strategic	
  collaborations	
  with	
  organizations	
  in	
  the	
  community.	
  They	
  
expressed	
  a	
  perception	
  that	
  the	
  current	
  climate	
  is	
  grounded	
  in	
  competition;	
  yet	
  they	
  crave	
  
collaboration	
  and	
  believe	
  it	
  would	
  strengthen	
  the	
  continuum	
  of	
  care.	
  They	
  would	
  like	
  to	
  see	
  
more	
  collaborative	
  efforts	
  at	
  the	
  local	
  level,	
  greater	
  transparency	
  around	
  hospital	
  policies,	
  and	
  
better	
  partnerships	
  with	
  federally	
  qualified	
  health	
  centers.	
  	
  
Community	
  Voices	
  
•
•
•

•

“[	
  A	
  healthy	
  community	
  provides]	
  growing	
  opportunities	
  for	
  people	
  of	
  all	
  ages	
  to	
  lead	
  
healthy	
  lives	
  and	
  to	
  work,	
  learn,	
  create,	
  contribute,	
  and	
  prosper.”	
  	
  
“[In	
  a	
  healthy	
  community]	
  people	
  are	
  safe,	
  drug-‐free…engage	
  in	
  non-‐risky	
  behaviors	
  and	
  
actions,	
  and	
  have	
  opportunities	
  to	
  maintain	
  and	
  promote	
  health”	
  	
  
“Is	
  social	
  media	
  being	
  used	
  effectively	
  for	
  health	
  promotion?	
  Communication	
  is	
  more	
  
than	
  public	
  relations.	
  We	
  should	
  be	
  informing	
  the	
  public	
  on	
  health	
  problems,	
  solutions,	
  
and	
  successes”	
  	
  
“[Ukiah	
  Valley	
  should]	
  have	
  a	
  voice	
  in	
  the	
  community	
  conversations.”	
  	
  

The	
  Voice	
  of	
  Our	
  Community	
  for	
  a	
  Healthy	
  Living	
  Environment	
  	
  
The	
  following	
  section	
  outlines	
  the	
  major	
  themes	
  identified	
  as	
  necessary	
  for	
  a	
  healthy	
  
community.	
  
	
  
Collaboration	
  and	
  Communication	
  
•
•
•
	
  

Strong	
  partnerships	
  with	
  community	
  organizations,	
  businesses,	
  government,	
  and	
  rural	
  
clinics	
  
Engaged	
  parents	
  
Partnering	
  for	
  a	
  drug-‐free	
  and	
  safe	
  community	
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Strong	
  Economy	
  
•
•
•

Job	
  opportunities	
  
Affordable,	
  quality	
  housing	
  
Prioritize	
  the	
  needs	
  of	
  the	
  working	
  poor	
  

Prevention	
  	
  
•
•
•
•
•

Stronger	
  continuum	
  of	
  care	
  
Support	
  of	
  aging	
  population	
  
More	
  mental	
  health	
  care	
  
More	
  upstream	
  interventions	
  
Prevention	
  on	
  all	
  levels—from	
  school-‐based	
  to	
  senior	
  citizens	
  

Health	
  Promotion	
  
•
•
•

Improved	
  health	
  fairs	
  
Recognition	
  of	
  mental	
  illness	
  and	
  proper	
  training	
  to	
  respond	
  
Access	
  for	
  all—to	
  information	
  and	
  services	
  

Built	
  and	
  Physical	
  Environment	
  
•
•
•

Walkability	
  
Good	
  air,	
  water,	
  and	
  land	
  
Access	
  to	
  nutritious	
  foods	
  

The	
  Voice	
  of	
  Our	
  Community	
  for	
  an	
  Unhealthy	
  Living	
  Environment	
  	
  
The	
  following	
  section	
  outlines	
  the	
  major	
  themes	
  identified	
  as	
  contributing	
  to	
  an	
  unhealthy	
  
community.	
  
	
  
Weak	
  Economy	
  
•
•
•
•

Loss	
  of	
  jobs	
  due	
  to	
  downsizing	
  and	
  outsourcing	
  
Larger	
  “working	
  poor”	
  population	
  
Shift	
  from	
  middle	
  class	
  to	
  lower	
  class	
  
Lowered	
  ability	
  to	
  secure	
  safe,	
  quality	
  housing	
  

Drug/Substance	
  Abuse	
  
•
•
	
  

High	
  rates	
  of	
  marijuana	
  use	
  
Large	
  marijuana	
  culture	
  and	
  belief	
  that	
  use	
  is	
  okay	
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•
•

High	
  rates	
  of	
  methamphetamine	
  use	
  
Issues	
  with	
  influx	
  of	
  seasonal	
  marijuana	
  workers	
  

Lowered	
  Access	
  to	
  Care	
  
•
•
•
•

Lowered	
  access	
  to	
  specialty	
  care	
  
Lack	
  of	
  appropriate	
  services	
  for	
  mental	
  illness	
  and	
  substance	
  abuse	
  
Lack	
  of	
  consistent	
  approach	
  to	
  mental	
  health	
  crises	
  	
  
Limited	
  care	
  for	
  working	
  poor	
  and	
  aging	
  population	
  

Physical	
  Health	
  and	
  Nutrition	
  
•
•
•
•
•

Apathy	
  about	
  health	
  and	
  healthcare	
  (sedentary	
  lifestyle)	
  
Abundance	
  of	
  fast	
  food	
  restaurants	
  and	
  lack	
  of	
  other	
  options	
  
High	
  rates	
  of	
  obesity,	
  diabetes,	
  high	
  blood	
  pressure,	
  and	
  depression	
  
High	
  rates	
  of	
  tobacco	
  use	
  
High	
  mortality	
  from	
  chronic	
  diseases	
  

	
  
	
  
	
  
	
  
	
  
The	
  Voice	
  of	
  Our	
  Community	
  on	
  Opportunities	
  for	
  Improvement	
  
	
  
Improved	
  Partnerships	
  and	
  Collaboration	
  
Our	
  community	
  understands	
  the	
  need	
  for	
  strong	
  partnerships	
  among	
  all	
  sectors	
  in	
  the	
  
community,	
  but	
  lacks	
  a	
  system	
  for	
  collaboration.	
  Our	
  community	
  welcomes	
  the	
  opportunity	
  to	
  
network	
  and	
  partner	
  with	
  Howard	
  Memorial	
  Hospital;	
  such	
  opportunities	
  include:	
  	
  
	
  
• Creating	
  school-‐based	
  partnerships	
  for	
  health	
  promotion	
  and	
  to	
  influence	
  nutritional	
  
policies	
  
• Creating	
  partnerships	
  with	
  organizations	
  serving	
  aging	
  populations	
  (senior	
  centers)	
  
• Creating	
  a	
  system	
  for	
  collaboration	
  with	
  collaborative	
  reporting,	
  data	
  collection,	
  
planning,	
  and	
  implementation	
  	
  
• Alignment	
  of	
  hospital’s	
  priorities	
  with	
  the	
  County’s	
  to	
  create	
  a	
  stronger	
  safety-‐net	
  
	
  
Improved	
  Communication	
  with	
  the	
  Community	
  

Our	
  community	
  understands	
  the	
  importance	
  of	
  healthy	
  lifestyles,	
  yet	
  lacks	
  the	
  resources	
  to	
  
enact	
  such	
  behaviors.	
  Opportunities	
  for	
  education	
  and	
  health	
  promotion	
  include:	
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•
•
•
•

More	
  outreach	
  within	
  the	
  Hispanic	
  community	
  
Educating	
  providers	
  on	
  how	
  to	
  shift	
  from	
  a	
  medical	
  model	
  to	
  a	
  population	
  health	
  model	
  
that	
  utilizes	
  a	
  social-‐ecological	
  lens	
  
Better	
  health	
  promotion	
  activities	
  that	
  educate	
  all	
  facets	
  of	
  the	
  community	
  
Educating	
  the	
  community	
  on	
  how	
  to	
  identify	
  and	
  appropriately	
  respond	
  to	
  mental	
  
health	
  crises	
  

	
  
Better	
  Utilization	
  of	
  Healthcare	
  Pipelines	
  and	
  Expansion	
  
Our	
  community	
  understands	
  the	
  need	
  for	
  health	
  related	
  professions	
  but	
  may	
  not	
  be	
  aware	
  of	
  
the	
  existing	
  educational	
  programs.	
  Opportunities	
  for	
  building	
  awareness	
  and	
  use	
  of	
  pipelines	
  
include:	
  	
  
	
  
• Better	
  promotion	
  of	
  existing	
  pipeline	
  programs	
  (i.e.	
  Project	
  ACHIEVE,	
  Rural	
  Scholars	
  
Program,	
  AmeriCorps)	
  
• Promotion	
  of	
  emergency	
  medical	
  services	
  and	
  nursing	
  careers	
  at	
  junior	
  college	
  level	
  
• Promotion	
  of	
  healthcare	
  careers	
  across	
  the	
  continuum—from	
  elementary	
  to	
  college	
  
levels	
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Next	
  Steps:	
  Creating	
  a	
  Healthier	
  
Community	
  In	
  2014	
  
After	
  reviewing	
  the	
  CHNA	
  we	
  asked	
  the	
  following	
  questions:	
  1)	
  What	
  are	
  the	
  major	
  challenges	
  
our	
  community	
  face?	
  2)	
  How	
  can	
  we	
  make	
  a	
  difference?	
  3)	
  What	
  are	
  the	
  high	
  impact	
  
interventions?	
  4)	
  Who	
  are	
  our	
  partners?	
  and,	
  5)	
  Who	
  needs	
  our	
  help	
  the	
  most?	
  	
  
Using	
  this	
  perspective,	
  the	
  following	
  key	
  priority	
  areas	
  were	
  identified:	
  
•
•
•

Behavioral	
  Health	
  
Chronic	
  Disease	
  with	
  emphasis	
  on:	
  diabetes,	
  heart	
  disease,	
  stroke,	
  and	
  cancer	
  
prevention	
  	
  
Advanced	
  Aging	
  Care	
  with	
  emphasis	
  on:	
  accident	
  prevention	
  and	
  orthopedic	
  care	
  	
  

	
  
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).	
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•

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.	
  

Chronic	
  Disease	
  
Chronic	
  disease	
  management	
  is	
  a	
  broad	
  term	
  that	
  encompasses	
  many	
  different	
  models	
  for	
  
improving	
  care	
  for	
  people	
  with	
  chronic	
  diseases.	
  Elements	
  of	
  a	
  structured	
  chronic	
  disease	
  
management	
  program	
  may	
  include	
  a	
  treatment	
  plan	
  with	
  regular	
  monitoring,	
  coordination	
  of	
  
care	
  between	
  multiple	
  providers	
  and/or	
  settings,	
  medication	
  management,	
  and	
  support	
  for	
  
patient	
  self-‐management.	
  Ukiah	
  Valley	
  Medical	
  Center	
  is	
  taking	
  an	
  active	
  role	
  in	
  improving	
  
the	
  continuum	
  of	
  care	
  for	
  individuals	
  experiencing	
  chronic	
  disease	
  and	
  is	
  committed	
  to	
  
bridging	
  preventive	
  strategies	
  in	
  the	
  clinical	
  setting,	
  as	
  well	
  as,	
  in	
  the	
  community.	
  This	
  strategy	
  
will	
  be	
  focused	
  on	
  heart	
  disease,	
  stroke,	
  cancer,	
  and	
  associated	
  co-‐morbidities	
  (such	
  as	
  
obesity);	
  with	
  coordination	
  among	
  services/programs,	
  as	
  necessary.	
  
• According	
  to	
  the	
  County	
  Health	
  Status	
  Profiles	
  2011,	
  the	
  3-‐year	
  average	
  for	
  2007-‐2009	
  
age	
  adjusted	
  death	
  rate	
  for	
  Coronary	
  Heart	
  Disease	
  in	
  Mendocino	
  County	
  per	
  100,000	
  
population	
  was	
  139.4	
  compared	
  to	
  128.0	
  statewide.	
  
• Mendocino	
  County’s	
  rates	
  are	
  considerably	
  higher	
  than	
  the	
  State	
  for	
  Breast	
  Cancer	
  and	
  
slightly	
  higher	
  for	
  Lung	
  Cancer.	
  Rates	
  for	
  Mendocino	
  and	
  State	
  Colorectal	
  Cancer	
  are	
  
similar.	
  
Advanced	
  Aging	
  Care	
  
The	
  way	
  we	
  define	
  healthy	
  living,	
  wellness,	
  and	
  aging	
  has	
  become	
  increasingly	
  significant	
  over	
  
the	
  past	
  decade	
  as	
  the	
  growth	
  of	
  the	
  aging	
  population	
  has	
  continued	
  to	
  outpace	
  that	
  of	
  any	
  
other	
  demographic	
  group.	
  Today,	
  as	
  the	
  U.S.	
  healthcare	
  system	
  prepares	
  to	
  implement	
  
sweeping	
  changes	
  brought	
  about	
  by	
  legislative	
  action,	
  the	
  focus	
  on	
  disease	
  prevention	
  and	
  
chronic	
  care	
  management	
  has	
  taken	
  center-‐stage,	
  and	
  the	
  aging	
  population	
  is	
  a	
  key	
  player.	
  
Aging,	
  however,	
  does	
  not	
  commence	
  at	
  a	
  specific	
  point;	
  it	
  is	
  instead	
  a	
  continuum	
  running	
  
across	
  the	
  breadth	
  of	
  the	
  lifespan,	
  and	
  both	
  an	
  individual	
  and	
  communal	
  process.	
  	
  Ukiah	
  Valley	
  
Medical	
  Center	
  is	
  dedicated	
  to	
  preserving	
  and	
  increasing	
  quality	
  of	
  life	
  among	
  our	
  aging	
  
community.	
  	
  	
  
• According	
  to	
  the	
  California	
  Department	
  of	
  Finance,	
  the	
  older	
  adult	
  population,	
  60	
  and	
  
older	
  increased	
  by	
  slightly	
  over	
  30%	
  in	
  Mendocino	
  County	
  between	
  2000	
  and	
  2010	
  
whereas	
  the	
  adult	
  population,	
  30-‐59	
  decreased	
  by	
  7%	
  in	
  the	
  same	
  time	
  period.	
  	
  
• In	
  2012,	
  26.20%	
  (more	
  than	
  1	
  in	
  4)	
  of	
  the	
  total	
  population	
  was	
  60+	
  where	
  38.50%	
  
(slightly	
  less	
  than	
  2	
  in	
  5)	
  was	
  between	
  30	
  and	
  59	
  in	
  Mendocino	
  County.	
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•
•

In	
  2011,	
  78%	
  of	
  all	
  non-‐fatal	
  hospitalizations	
  for	
  unintentional	
  falls	
  occurred	
  among	
  
persons	
  aged	
  60	
  years	
  and	
  older	
  in	
  Mendocino	
  County.	
  	
  
	
  In	
  2011,	
  32%	
  of	
  all	
  non-‐fatal	
  emergency	
  room	
  visits	
  for	
  unintentional	
  falls	
  occurred	
  
among	
  persons	
  aged	
  60	
  years	
  and	
  older	
  in	
  Mendocino	
  County.	
  	
  

	
  

	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  

	
  

	
  

Page	
  22	
  of	
  34	
  

	
  	
  

	
  
	
  
	
  
	
  

References	
  

	
  

	
  

•

California	
  Department	
  of	
  Public	
  Health	
  (2013).	
  Epicenter:	
  California	
  injury	
  data	
  online.	
  
Retrieved	
  from	
  http://epicenter.cdph.ca.gov/Default.aspx.	
  	
  

•

County	
  of	
  Mendocino,	
  California;	
  Health	
  and	
  Human	
  Service	
  Agency	
  (2013).	
  2012	
  
community	
  health	
  status	
  report.	
  Retrieved	
  from	
  
http://www.co.mendocino.ca.us/hhsa/pdf/chdata_2012_report.pdf	
  	
  

•

Office	
  of	
  Statewide	
  Health	
  Planning	
  &	
  Development	
  (2013).	
  Healthcare	
  Atlas:	
  Frank	
  R	
  
Howard	
  Memorial	
  Hospital,	
  hospital	
  facility	
  details	
  and	
  references.	
  Retrieved	
  from	
  
http://gis.oshpd.ca.gov/atlas/places/facility/106230949	
  

•

U.S.	
  Census	
  Bureau	
  (2013).	
  Age	
  and	
  sex:	
  American	
  fact	
  finder	
  2012	
  American	
  community	
  
survey	
  1-‐year	
  estimates,	
  Mendocino	
  County,	
  California.	
  Retrieved	
  from	
  
http://factfinder2.census.gov/faces/nav/jsf/pages/index.xhtml	
  
	
  

	
  

Page	
  23	
  of	
  34	
  

	
  	
  

	
  

	
  

Appendix	
  A:	
  	
  
Community	
  Health	
  Data,	
  
Mendocino	
  County	
  
	
  
Source:	
  www.healthymendocino.org	
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Health
Access to Health Services

•

Adults with Health Insurance

Comparison: CA Counties

•

Adults with Private Health Insurance

Comparison: CA Counties

Cancer

•

Age-Adjusted Death Rate due to Lung Cancer

•

Breast Cancer Incidence Rate

Comparison: U.S. Counties

•

Cervical Cancer Incidence Rate

Comparison: U.S. Counties

•

Colon Cancer Screening

Comparison: CA Counties

•

Colorectal Cancer Incidence Rate

Comparison: U.S. Counties

•

Lung and Bronchus Cancer Incidence Rate

Comparison: U.S. Counties

•

Mammogram History

Comparison: CA Counties

•

Oral Cavity and Pharynx Cancer Incidence Rate

•

Pap Test History

Comparison: CA Counties

•

Prostate Cancer Incidence Rate

Comparison: U.S. Counties

Comparison: CA Counties

Comparison: U.S. Counties

Diabetes

Adults with Diabetes

•

Comparison: CA Counties

Disabilities
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•

Adults with Disability

Comparison: CA State Value

•

Disabled Persons with Health Insurance

Comparison: CA Counties

Exercise, Nutrition, & Weight

•

5th Grade Students who are at a Healthy Weight or
Comparison: CA Counties
Underweight

•

7th Grade Students who are Physically Fit

•

9th Grade Students who are at a Healthy Weight or
Comparison: CA Counties
Underweight

•

Adult Fast Food Consumption

Comparison: CA Counties

•

Adults Engaging in Regular Physical Activity

Comparison: CA Counties

•

Adults who are Obese

Comparison: CA Counties

•

Adults who are Overweight or Obese

Comparison: CA Counties

•

Child Fruit and Vegetable Consumption

Comparison: CA Counties

Comparison: CA Counties

Family Planning

Teen Birth Rate

•

Comparison: CA Counties

Heart Disease & Stroke

•

Age-Adjusted Death Rate due to Cerebrovascular
Disease (Stroke)

Comparison: CA Counties

•

Age-Adjusted Death Rate due to Coronary Heart
Disease

Comparison: CA Counties

•

High Blood Pressure Prevalence

Comparison: CA Counties
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Immunizations & Infectious Diseases

•

Chlamydia Incidence Rate

Comparison: CA Counties

•

Gonorrhea Incidence Rate

Comparison: CA Counties

•

HIV Prevalence Rate

Comparison: CA State Value

•

Kindergartners with Required Immunizations

Comparison: CA Counties

•

Syphilis Incidence Rate

Comparison: CA Counties

Maternal, Fetal & Infant Health

•

Babies with Low Birth Weight

Comparison: CA Counties

•

Infant Mortality Rate

Comparison: CA Counties

•

Mothers who Received Early Prenatal Care

Comparison: CA Counties

•

Preterm Births

Comparison: CA Counties

Mental Health & Mental Disorders

•

Adults Needing and Receiving Behavioral Health
Care Services

Comparison: CA Counties

•

Adults with Likely Psychological Distress

Comparison: CA Counties

•

Age-Adjusted Death Rate due to Suicide

Comparison: CA Counties

Oral Health

Dentist Rate

•

Comparison: U.S. Counties

Prevention & Safety

	
  

	
  

Page	
  27	
  of	
  34	
  

	
  	
  

Age-Adjusted Death Rate due to Unintentional
Injuries

•

Comparison: CA Counties

Respiratory Diseases

Adults with Asthma

•

Comparison: CA Counties

Substance Abuse

•

Adults who Binge Drink

Comparison: CA Counties

•

Adults who Smoke

Comparison: CA Counties

•

Teens who Smoke

Comparison: CA State Value

•

Teens who Use Alcohol

Comparison: CA State Value

•

Teens who Use Marijuana

Comparison: CA State Value

•

Teens who Use Methamphetamines

Comparison: CA State Value

Wellness & Lifestyle

Self-Reported General Health Assessment: Good
or Better

•

Comparison: CA Counties

Economy
Employment

Unemployed Workers in Civilian Labor Force

•

Comparison: U.S. Counties

Government Assistance Programs

Households with Cash Public Assistance Income

•

Comparison: U.S. Counties

Homeownership
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Homeownership

•

Comparison: U.S. Counties

Housing Affordability & Supply

Renters Spending 30% or More of Household
Income on Rent

•

Comparison: U.S. Counties

Income

•

Median Household Income

Comparison: U.S. Counties

•

Per Capita Income

Comparison: U.S. Counties

Poverty

•

Children Living Below Poverty Level

Comparison: U.S. Counties

•

Families Living Below Poverty Level

Comparison: U.S. Counties

•

Low-Income Persons who are SNAP Participants

•

People 65+ Living Below Poverty Level

Comparison: U.S. Counties

•

People Living 200% Above Poverty Level

Comparison: U.S. Counties

•

People Living Below Poverty Level

Comparison: U.S. Counties

•

Students Eligible for the Free Lunch Program

Comparison: U.S. Counties

Comparison: U.S. Counties

Education
Educational Attainment in Adult Population

High School Graduation

•

Comparison: CA Counties

Higher Education
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People 25+ with a Bachelor's Degree or Higher

•

Comparison: U.S. Counties

School Environment

Student-to-Teacher Ratio

•

Comparison: U.S. Counties

Student Performance K-12

•

10th Grade Students Passing the California High
School Exit Exam: English

Comparison: CA Counties

•

10th Grade Students Passing the California High
School Exit Exam: Math

Comparison: CA Counties

•

2nd Grade Students Proficient in English/Language
Comparison: CA Counties
Arts

•

2nd Grade Students Proficient in Math

•

4th Grade Students Proficient in English/Language
Comparison: CA Counties
Arts

•

4th Grade Students Proficient in Math

Comparison: CA Counties

Comparison: CA Counties

Environment
Air

•

Annual Ozone Air Quality

Comparison: Air Quality Index

•

Annual Particle Pollution

Comparison: Air Quality Index

•

Daily Particle Pollution

Comparison: Air Quality Index

•

Recognized Carcinogens Released into Air

Comparison: Prior Value

Built Environment
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•

Farmers Market Density

Comparison: U.S. Value

•

Fast Food Restaurant Density

Comparison: U.S. Counties

•

Grocery Store Density

Comparison: U.S. Counties

•

Households with No Car and Low Access to a
Grocery Store

Comparison: U.S. Counties

•

Low-Income and Low Access to a Grocery Store

•

Recreation and Fitness Facilities

Comparison: U.S. Counties

Comparison: U.S. Value

Toxic Chemicals

PBT Released

•

Comparison: Prior Value

Water

Drinking Water Safety

•

Comparison: U.S. Counties

Government & Politics
Elections & Voting

Voter Turnout

•

Comparison: CA Counties

Public Safety
Crime & Crime Prevention

Adult Arrest Rate

•

Comparison: CA State Value

Transportation Safety

Bicycle-Involved Collision Rate

•

	
  

Comparison: CA Counties
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Pedestrian Death Rate

•

Comparison: CA Counties

Social Environment
Children's Social Environment

•

Child Abuse Rate

Comparison: CA Counties

•

Children and Adolescents who Watch 3+ Hours of
Television

Comparison: CA Counties

Family Structure

Single-Parent Households

•

Comparison: U.S. Counties

Transportation
Commute To Work

•

Mean Travel Time to Work

Comparison: U.S. Counties

•

Workers who Drive Alone to Work

Comparison: U.S. Counties

Public Transportation

Workers Commuting by Public Transportation

•

Comparison: U.S. Counties
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1. SOCIAL DETERMINANTS OF HEALTH and HEALTH EQUITY
In MENDOCINO COUNTY

Across the nation, there is a movement among public health departments towards primary
prevention -- to prevent health problems before they occur. Mendocino County Public Health
Branch has expanded its primary prevention programs and services in order to improve the
health of the population as a whole.
This focus aligns with the vision and goals put forth below in Healthy People 20201, the
national blueprint to guide public health efforts in the next decade.

Social Determinants of Health

To prevent health problems, the field of public health must look at what determines good or
poor health. Health Determinants of Health are the range of personal, social, economic, and
environmental factors that determine the health status of individuals or populations. In this
research brief, public health analysis will focus on social and personal determinants of health.
Social determinants of health are the factors embedded in our social and physical
environments. They are sometimes called root causes of health status and impact health
either directly or indirectly. They are often beyond the control of the individual, yet affect
individual health. Some of the primary social determinants include: socioeconomic status,
educational level, housing, transportation and environmental conditions. The US Census
Bureau provides measures for many of these indicators for the county and its 19 census tracts.

3

Health Equity vs Health Inequity
Health, disease and death are not distributed by chance. Rates of illness and death increase
as poverty increases. 2,3 The higher up the wealth ladder, the more likely a person is to live a
long and healthy life.4 Many studies also find that people in certain racial and ethnic groups
have worse health status, regardless of income.5 Discrimination on the basis of race or
ethnicity over many years has most likely affected the distribution of social determinants of
health (such as income, housing quality, education, etc.) in the United States.6
However, the health differences that result from inequitable distribution of social determinants
are both unfair and preventable. Avoidable, unjust and unfair health differences are called
health inequities. Health inequities can adversely affect groups of people who have
systematically experienced greater social or economic obstacles to health based on their racial
or ethnic group or socioeconomic status as well as their religion, gender, mental health,
cognitive or physical ability, sexual orientation, geographic location, or other characteristics
historically linked to discrimination or exclusion.
In the book Prevention is Primary, Giles and Liburd 7 (pp. 33-34) describe how health inequities
come to exist:
Unfavorable social, political, and environmental conditions … lead to adverse behaviors
that promote disparities, including unhealthy eating, lack of physical activity, and an
increasing likelihood of sexually transmitted diseases. These adverse behaviors then
lead to the development of major risk factors, including high blood pressure, high
cholesterol, diabetes, obesity and overweight. The risk factors favor the development of
diseases, including HIV/AIDS, tuberculosis, cancer, heart disease, and stroke…the final
result is higher mortality and a shorter life span among the affected groups.
Working for health equity entails efforts to improve the health of those who have experienced
social or economic disadvantage and is oriented toward achieving the highest level of health
possible for all groups. Developing strategies in line with this goal must include developing
ways to measure health inequity and assess where to focus efforts.
This research brief applies recent developments in examining disparities in health conditions
by presenting the following data for each of Mendocino County’s 19 census tracts:
• a map of life expectancy for residents;
• a comparison of life expectancy with selected social determinants; and
• an examination of the relationship between life expectancy and selected social
determinants of health in the County.
An explanation of measuring general health status using life expectancy from
HealthyPeople.gov includes the following:
Life expectancies are one of the most commonly used measures for international health
comparison. Life expectancy is a summary mortality measure often used to describe the
overall health status of a population. Life expectancy is defined as the average number
of years a population of a certain age would be expected to live, given a set of agespecific death rates in a given year.
Life expectancy refers to the average length of life, and does not predict individual life span,
which may be longer or shorter than the average.
4

Map of Mendocino County with Life Expectancy by Census Tracts
The following can be seen from
the map to the right:
• a 14-year difference
between the highest and
lowest life expectancy
(83.6 years – 70.0 years)
• Census tracts (in numbers)
with the lowest life
expectancy (yellow) are in
the north part of the
county, the City of Willits
and in the area northwest
of Ukiah.
• Census tracts with the
highest life expectancy
(red) are on the coast and
Anderson Valley and to the
east of Ukiah.
(See Table on page 7 for data
on Life Expectancy by Census
Tract.)

Comparison of Life Expectancy with Selected Social Determinants in the 19
Mendocino County Census Tracts

Public Health Analysts looked at the Life Expectancy and selected social determinants of
health from Census 2010 in each County census tract, including race and ethnicity, age,
education level, household income, percent of people who own their homes, and percent of
households with children headed by a single mother. They also used scatterplots to
demonstrate in a picture the relationship of Life Expectancy to selected variables and to
ascertain which variables were most highly correlated to Life Expectancy.
Examining the table of Mendocino County data by census tract found on page 7, it can be
seen that, generally, census tracts with the lowest life expectancy also have
• the lowest median household incomes,
• the highest American Indian populations,
• the highest percent of the population under 18 years of age,
• the lowest percent with bachelor’s degrees or higher,
• the lowest percent of owner-occupied households.
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It can also be seen that, generally, census tracts with the highest life expectancy also have
•
the highest median household incomes,
•
the highest percent of the population 65 years of age or older,
•
the highest percent with bachelor’s degrees or higher,
•
the highest percent of owner-occupied households.

Discussion

Using statistical methods to analyze the data, it was found that the correlation (or relationship)
between median household income and life expectancy was strong (denoted by R where the
relationship is weak if R is between 0 and .3, moderate if R is between .3 and .7, strong if R is
between .7 and 1). The following results were observed:
• median household income is a significant predictor of Life Expectancy; and
• the other variables examined are related to median household income but are not
predictors of Life Expectancy alone.
This means that in Mendocino County, those with higher incomes tend to live longer on
average. More than half (51%) of the variance in life expectancy was accounted for by median
household income.
A scatter plot can be used to display these results. They use horizontal and vertical axes to
plot data points to show how much one variable is affected by another. The relationship
between two variables is called their correlation. Below is a scatter plot of Life Expectancy and
Median Household Income, with a trend line to illustrate the pattern of the data points. Each
point or diamond represents the average life expectancy in a census tract in Mendocino
County.

LIfe Expectancy
(years)

Life Expectancy (years) by
Median Household Income ($)
for Mendocino County Census Tracts

86
84
82
80
78
76
74
y = 0.0002x + 66.259
72
R2 = 0.5142
70
R = 0.717
68
$20,000 $30,000 $40,000 $50,000 $60,000 $70,000 $80,000

In practical terms, this scatterplot
and trend line show that for every
$10,000 dollar increase in
median household income, life
expectancy increased by 2
years.

Median Household Income

Acknowledgements

This research and report were made possible in part by a grant from The California
Endowment, as well as support from the Planning and Prevention Unit, Public Health Branch,
Mendocino County Health & Human Services Agency, staffed by Phyllis Webb and Linda
Helland. Also, excellent technical assistance on the statistical tests and peer review was
provided by the California Center for Rural Policy at Humboldt State University, staffed by Dr.
Jessica Van Arsdale.
6

MENDOCINO COUNTY - Data by Census Tract
Total population and Selected Demographics from Census 2010 - 100-Percent Count Data
Total population and Selected Social Determinants from American Community Survey - Estimates 2005-2009
CT 101

Area of the County
Total population (Census 2010)
White, (not Hispanic)
American Indian/Alaska Native
Hispanic or Latino (of any race)
Under 18 years
65 years +
Total population (ACS 2005-2009))
% w/BA or higher
Median HH Income
% HHs w/own children<18,
Single Mother
% Living Below FPL
% Owner Occ HH

Life Expectancy (years)

Mendocino
County

Total population (Census 2010)
White, (not Hispanic)
American Indian/Alaska Native
Hispanic or Latino (of any race)
Under 18 years
65 years +
Total population (ACS 2005-2009)
% w/BA or higher
Median HH Income
% HHs w/own children<18,
Single Mother
% Living Below FPL
% Owner Occ HH

Life Expectancy (years)

CT 103

CT 104

CT 105

Laytonville Rural n&e
& Rural nw of Ft.Bragg n.Ft.Bragg s.Ft.Bragg

CT 106
Rural
Willits

CT 107 CT 108.01 CT 108.02
Willits

Redwood
Valley

Potter
Valley

87,841
2587
4155
4272
3467
4439
6917
6203
5915
1785
68.6%
42.6%
77.8%
81.5%
69.1%
59.1%
83.1% 70.6%
73.9%
74.5%
4.9%
39.7%
8.5%
1.6%
1.9%
2.2%
2.3%
5.7%
6.0%
2.8%
22.2%
11.8%
8.8%
12.4%
25.0%
34.2%
10.6% 20.2%
17.6%
21.6%
22.2%
25.7%
18.8%
15.3%
21.3%
25.9%
19.8% 25.4%
22.2%
21.2%
15.4%
14.5%
14.3%
19.9%
14.5%
15.1%
14.7% 14.5%
13.0%
15.7%
86,030
2864
3403
3731
2910
4361
6567
6386
6104
1904
23.3%
16.2%
21.1%
23.6%
25.6%
10.8%
25.9% 15.0%
19.6%
31.1%
$43,404 $30,851 $30,909 $42,793 $39,597 $30,702 $41,159 $42,663 $54,900 $61,848
26.1%
16.3%
64.6%

53.4%
29.0%
74.8%

16.6%
18.3%
72.1%

24.1%
16.9%
77.4%

15.7%
12.2%
49.6%

13.4%
31.0%
39.3%

24.4%
12.0%
82.9%

39.5%
17.9%
48.6%

16.1%
11.4%
75.6%

23.2%
14.6%
67.2%

75.6

73.0

73.0

79.4

76.0

73.2

75.6

72.0

76.4

83.6

low

low

high

CT 109

Area of the County

Covelo &
Rural ne

CT102

CT 110

CT 111

CT 112

AVRural n&w Mendocino- Manchester- BoonvilleLR-Elk Gualala-AV Comptche
of Ukiah

low

low

high

CT 113

CT 114

CT 115

CT 116

CT 117

CT 118

Rural w.of
Ukiah

w.Ukiah

ne.Ukiah

s.Ukiah

e.of Ukiah
Talmage

Hopland
&Yville

4332
7316
3915
3293
5972
4469
6739
5802
4181
2082
62.7%
88.8%
72.6%
58.4%
56.5%
78.3%
59.9% 49.6%
60.1%
62.2%
2.8%
1.0%
4.6%
1.6%
5.3%
2.2%
4.3%
3.9%
4.6%
9.0%
31.1%
5.6%
20.1%
38.1%
34.4%
13.8%
31.1% 40.2%
25.6%
26.1%
24.1%
13.1%
18.1%
24.2%
27.2%
17.9%
28.3% 28.0%
22.5%
20.7%
13.3%
23.7%
19.4%
13.8%
11.5%
19.6%
10.9% 13.1%
15.9%
14.0%
4892
7535
4031
2920
6008
3688
6826
5350
4317
2233
19.4%
42.8%
40.9%
28.3%
16.4%
44.9%
11.4% 11.3%
30.0%
15.7%
$53,603 $49,829 $43,830 $43,690 $43,548 $53,177 $40,632 $29,847 $71,016 $39,688
17.2%
10.1%
72.4%

6.1%
8.8%
83.4%

17.7%
14.5%
73.9%

19.6%
21.3%
66.9%

39.0%
14.0%
54.8%

14.8%
5.2%
69.8%

33.4%
17.7%
46.6%

33.7%
24.2%
30.7%

10.6%
24.4%
74.0%

18.4%
16.6%
54.6%

74.0

78.3

76.0

78.9

77.2

78.9

72.7

70.0

79.3

high

low

low

high

74.9

high

high

Life Expectancy by Census Tract calculated from Mendocino County Death Files by Phyllis Webb with CT coding assistance from Leif Farr.
Small numbers in population may lead to unstable Life Expectancy calculations and should be used with caution.
Social Determinant data were taken from Census 2010 (100% Count) and from American Community Survey 2005-2009.

___________________
1
Slide from power point by US Department of Health & Human Services available at
222.healthypeople.gov/202/consortium/HealthPeoplePresentation_2/24/11.ppt.
2
Bell JD, Bell J, Colmeanar R, et.al. Reducing Health Disparities Through a Focus on Communities. Oakland, CA: PolicyLink;
2002 November.
3
Yen IH, syme SL. The social environment and health: a discussion of the epidemiologic literature. Annual Review of Public
Health, 1999; 20:287-308.
4
Whitehead M. The concepts and principles of equity in health. Int J Health Serv. 1992; 22:429-445.
5
Mustillo S, Krieger N. Gunderson EP, Sidney S, McCreath H, kiefe CI. Self-reported experiences of racial discrimination and
black-white differences in preterm and low-birthweight deliveries: The CARDIA Study. AM j Public Health 2004; 94:215-2131.
6
Krieger N. Does racism harm health? Did child abuse exist before 1962? – on explicit questions, critical science, and current
controversies: an ecosocial perspective. Am J Public Health 2003; 93:194-199.
7
Giles WH Liburd LC. Achieving health equity and social justice. In Cohen L, Chavey V, Chehimi S. eds. Prevention is
Primary, San Francisco: Jossey-Bass; 2007:25-40.

7

2. COUNTY HEALTH STATUS
2.1 The US Department of Health and Human Services publishes a set of objectives that can be used
as benchmarks for Public Health Jurisdictions across the nation for a 10-year period. The most
recent is called Healthy People (HP) 2010. A subset of health status indicators from the HP 2010
national health objectives have been selected from the hundreds available to assess and monitor
the health of California and its Counties. These selected indicators include death rates due to
specific causes and infant mortality; incidence of illness due to AIDS, Hepatitis C and tuberculosis;
percent of births to adolescents and late entry into prenatal care. The table below compares
Mendocino County with California and HP 2010 objectives. The interpretation and use of this data
should be made with caution. A specific indicator may not give us the full picture of the health status
in a particular area, but may be used to highlight areas of possible concern for further investigation.

Mendocino County Health Status Indicator Comparisons
for 2007-2009
Health Indicator

Healthy People 2010
Objective

County Comparisons

Rates per 100,000 population
unless otherwise stated

Age-Adjusted Death Rates,% or Incidence
County
Rate/%/#

Cty vs
HP 2010

State
Rate/%/#

Cty vs
State

Motor Vehicle Crash Death Rate

8.0 or less

18.6 *

-

9.2

-

Unintentional Injury Death Rate
Firearm Injury Death Rate

17.1 or less
3.6 or less

53.3
16.3 *

▼
-

28.7
8.2

▼
-

Suicide Death Rate

4.8 or less

23.7

▼

9.6

▼

158.6 or less
43.3 or less

161.2
39.4

♦
♦

154.0
37.2

♦
♦

21.3 or less

27.0 *

♦

21.2

♦

162 or less
50. or less

139.4
36.8

♦
♦

128.0
38.4

♦
♦

4.5 or less/1,000 births
not yet established

8.5 *
13.8 *

♦
na

5.3
20.3

♦
♦

not yet established
10% or less of live births
5% or less of live births
not yet established
1 or less
not yet established
1 or less

35.8
31.5%
6.1%
22.3%
5.2 *
241.1
3.6 *

na
▼
♦
na
na
♦

34.7
17.3%
6.8%
17.0%
10.7
382.4
6.9

♦
▼
♦
▼
♦
▲
♦

All Cancers Death Rate
Lung Cancer Death Rate
Female Breast Cancer Death
Rate
Coronary Heart Disease Death
Rate
Stroke Death Rate
Infant Death Rate
Diabetes Death Rate
Birth Rate to Teens Aged 15-19
%Late or No Prenatal Care
%Low Birthweight Infants
%Persons under 18 in Poverty
AIDS Incidence
Chlamydia Incidence
Tuberculosis Incidence

* - Rates are deemed unreliable based on fewer than 20 data elements.

na - not available

♦ - County not significantly different from the State of HP 2010
▼ - County significantly worse than the State or HP 2010
▲ - County significantly better than the State or HP 2010

Source: California Department of Public Health, County Health Status Profiles 2011, based upon 2007-2009 data.
http://www.cdph.ca.gov/programs/ohir/Pages/CHSP.aspx
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What can this table tell us?

v Looking at death rates and comparing Mendocino with California, Mendocino death rates were

significantly worse for unintentional injuries, and suicides, but, not significantly different for all cancers,
lung cancer, female breast cancer, coronary heart disease, stroke, and infant deaths.

v Of the Maternal and Infant Health indicators, Mendocino County was significantly worse than the State for
% late or no prenatal care and % persons under 18 living in poverty; but, not significantly different for
birth rate to teens aged 15-19 and % of low birth weight infants.

v Of the Communicable Disease indicators, Mendocino County was significantly better than the State for
incidence rates for chlamydia, but not significantly different for tuberculosis.

v Mendocino County meets the HP 2010 Objective for death rates for all cancers, lung cancer and female
breast cancer, coronary heart disease, stroke, infant deaths and incidence of TB; but does not meet the
HP 2010 Objective for death rates for unintentional injuries and suicides, % late or no prenatal care.

2.2 Another way to compare indicators is the County Health Indicator Rankings which comes from
the Mobilizing Action Toward Community Health (MATCH) project. MATCH is a collaboration
between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute. Its website provides access to the 50 states, ranking each county within each state
according to its health outcomes based on mortality and morbidity measures and health factors
based on health behaviors, clinical care, social and economic, and physical environment measures.

County Health Indicator Rankings 2011

(Rank 1 is the “healthiest rank.” Blank values reflect unreliable or missing data. Sierra & Mono Counties were not ranked.)

INDICATOR

Mendocino
County

Error
Margin

National
Benchmark

CA
Value

HEALTH OUTCOMES

33
47

Mortality
Premature death

8,681

7,969-9,393

5,564

6,128
13

Morbidity
Poor or fair health
Poor physical health days
Poor mental health days
Low birthweight

13%

9-18%

10%

18%

3.4

2.4-4.5

2.6

3.7

3.5

2.3-4.7

2.3

3.6

6.1%

5.5-6.6%

6.0%

6.7%

HEALTH FACTORS

35
35

Health Behaviors
Adult smoking

19%

11-13%

15%

15%

Adult obesity

21%

16-27%

25%

23%

Binge drinking

24%

16-36%

8%

17%

Motor vehicle crash death rate

20

16-23

12

12

Chlamydia rate

288

83

407

Teen birth rate

40

22

40

38-43

21

Clinical Care
Uninsured adults

25%

Primary care provider ratio

635:1

Preventable hospital stays

Rank
(of 56)

20-29%

13%

24%

631:1

847:1

46

44-49

52

59

Diabetic screening

78%

69-87%

89%

77%

Mammography screening

64%

56-72%

74%

59%

9

41

Social & Economic Factors
High school graduation

65%

92%

71%

Some college

48%

68%

59%

Unemployment
Children in poverty

10.5%

10.2-10.8%

5.3%

11.4%

25%

19-30%

11%

19%

14%

26%

Inadequate social support
Single-parent households

38%

20%

30%

Violent crime rate

612

100

520

Air pollution-particulate matter days

3

0

16

Air pollution-ozone days

0

0

51

Access to healthy foods

68%

92%

79%

10

Physical Environment

Access to recreational facilities
17
17
9
Source: Mobilizing Action Toward Community Health. http://www.countyhealthrankings.org/california

What can this table tell us?
v Mendocino ranked 47th out of 56 counties or only better than 9 (or16%) of California counties on the indicator
th

for mortality (death) and ranked13 out of 56 counties or better than 43 (77%) of the California counties on
the indicators for morbidity (illness) which puts Mendocino in the top half of California counties for health
outcomes.

v Mendocino ranked 34th out of 56 counties or better than 22 (or 39%) of California counties on health
th

th

behaviors, 20 out of 56 counties or only better than 36 other counties (64%) on clinical care, 41 out of 56 or
better than15 other counties (27%) on social and economic factors, and 10 out of 56 counties or better than
46 other counties (82%) on physical environment.

These rankings are a “call to action” for states and locals to develop broad-based solutions so that
residents can be healthy. In general, rural counties rank the highest in terms of health ranking.
2.3 Looking at leading causes of death can give an indication of the diseases that cause the
population of Mendocino County to live in poor health. What residents of Mendocino County die of
can reveal the causes of unnecessary and early deaths. An analysis of death rates can suggest
where to expand prevention efforts to identify preventable illness that could be treated early.

v Deaths due to Cancers, all causes was the

Leading Causes of Death 2007-2009

leading cause of death in Mendocino County for
the 3-year period 2007-2009 with 22% of all
deaths. Coronary Heart Disease (CHD), one of
the many Diseases of the Heart, is the 2nd
leading cause of death with 19% of all deaths.
This pattern was reversed in 2002-2004 with
CHD leading Cancer in cause of death.

as a Percent of all Deaths

Diabetes

1.9%

Chronic Liver Disease

2.1%

Motor Vehicle Injuries

2.2%

Suicide
Stroke

2.8%
5.0%

Unintentional Injuries

6.4%

Respiratory Diseases

6.4%

Coronary Heart Disease
Cancer, all causes

v The average number of deaths due to All

Cancers was 181 per year for 2007-2009
compared to 156 per year from CHD.

v In contrast, deaths due to Unintentional Injuries,

19.4%
22.4%

10

Respiratory Diseases, and Stroke were the 3rd,
4th and 5th leading causes of death, with a total
of 17.8% of all deaths.

Death Rates from Common Diseases
Mendocino County vs California, 2007-2009
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Comparing the rates of Leading Causes of Death in Mendocino to the State of California, it can be seen
that Mendocino is considerably higher than the State for Unintentional Injuries, Coronary Heart
Disease, Suicide and Motor Vehicle Injuries. For the other selected causes of death, Mendocino and
the State are not significantly different.

Mendocino

California

Source: California Department of Public Health, County Health Status Profiles 2011, based upon 2007-2009 data.
http://www.cdph.ca.gov/programs/ohir/Pages/CHSP.aspx
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3. COUNTY DEMOGRAPHICS and SOCIO-ECONOMIC
ENVIRONMENT

3.1 The US Census of 2010 provides the most current data (called 100% count data) on population
trends by age and race/ethnicity for Mendocino County.
Population Growth:

°

Mendocino County had a
population of 87,841 after the
Census 2010 count and ranks
38th largest in population out of
California’s 58 counties. The
State of California had a total
population of 37,253,956 of
which 0.24% (almost one
quarter of 1%) live in
Mendocino County,
The population of Mendocino
County increased by only 1.3%
in the ten years between 2000
and 2010, whereas the
population between 1990 and
2000 increased by 7%. A
slowing in the population
growth has been noted in the
past 20 years.

Population Growth
Mendocino County 1970-2010
110,000
90,000

Population

°

80600

70,000

86736

87841

67000
50,000

51300

30,000
10,000
1970

1980

1990

2000

2010

Age Groups:
2010 Population by Age Group
Mendocino County, Population Total=87,841
< 5 yrs

5347

5-9

5259

Age Group

10-19

°

Almost 25% of the
population of Mendocino
County was between
ages 0 and 19; 12.1%
were between ages 0 and
9; and 6.1% were less
than 5 years old.

°

For the younger adult
population, 23.5% were
between ages 20 and 39;
for mid-aged adults 28.4%
were between 40 and 59.

°

For the older adult
population, 23.5% of the
population was aged 60
and older; 10.1% was
aged 70 and older.

11003

20-29

10359

30-39

10316

40-49

10930

50-59

14000

60-69

11766

70-79

5102

80-84
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85+
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15000
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Race/Ethnicity Categories:

°
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Percent of Total Population

2010 Population by Race/Ethnicity

°

In 2010, 68.6% of the population
was White, not Hispanic; 22.2%
was Hispanic; 4.0% was Native
American; 2.8% was Multirace.
The percent of Hispanic residents
has grown by 2%, where as the
percent of American Indian
residents has decreased by 2%
since the Census in 2000.
The multirace category has been
slowly growing since 2000 when
this category was introduced.

3.2 The US Census Bureau provides many other indicators of interest in the socio-economic
environment through the American Community Survey (ACS), estimated for the 1-year period 2010.
Mendocino County

State of California

$40,536

$57,708

% of People Living below FPL (*)

20.0%

15.8%

% of Families Living below FPL (*)

12.8%

11.8%

% of Households Living below
Self-Sufficiency Standard (**)

39.7%

31.0%

% with Educational Attainment of
BA degree or higher

22.2%

30.0%

% Unemployed

13.7%

12.8%

% Female Householder with
children under 18

7.6%

7.3%

% Speaking Spanish at home

18.0%

28.9%

% Owner occupied housing

54.8%

56.5%

Median Household Income

* Poverty status as measured in the Census 2010 is the percentage of all families and people living below the
Federal Poverty Level (FPL) which is established each year by the US Department of Health and Human
Services and is used as eligibility guidelines for subsidy programs.
**According to the report sponsored by United Way of California, Overlooked and Undercounted 2009, Struggling
to make ends meet in California, the FPL is based only on food costs and significantly undercounts those families
“not making ends meet”. Therefore, the Self-sufficiency Standard (the Standard) was developed based on all
major budget items faced by working adults today. Using the Standard for 2009, Mendocino County had 39.7% of
households below the Standard compared to California with 31%.
Source: US Census Bureau, American Factfinder. www.census.gov
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4. HEALTH OF MOTHERS AND INFANTS
4.1 Prenatal Care
°

Percent of all Births

Women Receiving 1st Trimester Prenatal Care
90

86.6

85

85.9

82.9

82.4 82.9

80
75
70

Mendocino

67.9 68.2

69.5 68.5

67.6

65

California

66.9

60
2005 2006 2007 2008 2009 2010

Mendocino County has
had significantly lower
rates for early entry into
prenatal care than the
State for the past 10
years. However, first
trimester entry into
prenatal care for
Mendocino County
pregnant women has
been increasing by small
increments from 67.9%%
in 2005, 68.5% in 2009. In
2010 there was a
decrease to 66.9%

Source: Automated Vital Statistics System (AVSS), Mendocino County HHSA, Public Health Branch and the California
Department of Public Health

Prenatal Substance Abuse
°

Prenatal exposure to alcohol can have significant impact on the infant’s growth and brain
development in the critical early weeks before a woman knows she is pregnant, as well as
through the last trimester. This can lead to cognitive, behavioral, emotional and learning
difficulties that impact one’s ability to learn. Prenatal exposure to alcohol is the most common
cause of preventable mental retardation. Tobacco use during pregnancy can lead to low birth
weight babies, and prenatal exposure to marijuana may impact a child’s learning abilities.

°

Since 2006 Mendocino County began licensing the 4 P’s Plus © Screen for Substance Abuse
and Domestic Violence in Pregnancy for use by prenatal providers. The following summary data
is from 1459 Mendocino County women in prenatal care from January 2006 to August 2011.
The California data from 78,951 women in prenatal care was collected during 2001-2007 from
the 16 counties using the 4P’s Plus Screen, including Mendocino.

Note: The 4 P’s Plus © is a research-based screen used by prenatal providers to identify obstetrical patients in
need of assessment or follow-up for risk of alcohol, tobacco, and/or illicit drug use. The tool is licensed for use in
Mendocino County through NTI Upstream in Chicago under Ira J. Chasnoff, M.D., which also provides the data
analysis.

°

Percent of Women

Substance Use
Prior to Knowledge of Pregnancy
70
60
50
40
30
20
10
0

55.5

Mendocino
California

39.6
27.7
12.8

Tobacco

16.1

Alcohol

20.0

23.7

6.6
Marijuana Tob, Alc or
Mj
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Mendocino 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.

°

Mendocino County Perinatal Substance Use
2006-2011

Once women in Mendocino
County knew they were
pregnant, the use of tobacco,
alcohol or marijuana dropped
42% (from 55.5% to 32%);
use of alcohol dropped almost
in half from 39.6% to 20.9%.

Percent of Women

70
60

55.5

50

39.6

40

32.1

27.7

30
20

20.9

12.4

20.0
11.4

10

Prior to knowledge of
pregnancy
After knowledge of
pregnancy

0
Tobacco

Alcohol

°

Mendocino County Perinatal Substance Use, 2006-2011
(Tobacco, Alcohol or Marijuana)

Percent of Women

80
70
60
50

70.3
55.5

40

52.9
40.1

32.1

Prior to knowledge of
pregnancy

30.3

30

22.4

20
10

20.0

After knowledge of
pregnancy

0
Total

Caucasian

Hispanic

Marijuana

Other

Tob, Alc, Mj,
Other

Of the pregnant women
surveyed, 70% of
women of the white race
had used substances
prior to knowledge of
pregnancy, more than
women of the Hispanic
or Other race category.
Of these White pregnant
women, almost half were
not using after
knowledge of pregnancy.

Source: 4 P’s Plus Screening data through the Maternal Child & Adolescent Health Program of Mendocino County HHSA,
Public Health Branch

4.2 Births
°

The total number of births to Mendocino County residents has varied in the past 3 years from
1,168 in 2008, 1,099 in 2009 and 1,056 in 2010; averaging about 1,100 per year which has not
increased for the past 10 years.

°

Births to women by
race/ethnicity reveal the following
patterns over the past 5 years:
Births to women of the White race
dropped from 54.3% to 52.7%, a
small decrease of 3%. Births to
women of Hispanic ethnicity have
risen slightly from 36.4% to 38.0%,
an increase of 4%. Births to Native
American women were fairly stable
between 7.1% and 5.4%.

°

The patterms in the race/ethnicity
of women giving birth in
Mendocino County match the
changes in our overall population.

Births by Race/Ethnicity
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50
40

36.4

37.4

37.7

35.5

38.0

White

30

Hispanic

20
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7.1

5.4
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6.0

6.8

0
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°

The teen birth rate, defined as the rate of births per 1,000 population to teenage girls ages 1517 varies considerably in Mendocino County from year to year due in part to the low numbers of
births to teens. In 2006 the number was 29 and in 2010 the number was 22.

°

Since highs in 2007, the County
and State teen birth rates began
to drop; the County rates were
significantly lower than the State
in 2006 increasing in 2007 to
come in line with the State. In
2008 both the County and State
rates began to drop.

Birth Rate per 1,000 Teens

Teen (15-17) Birth Rate
25
20.3

20
15

15.4

20.0 20.3 19.9
19.0 19.1
17.5
16.8
15.2
14.3
12.8

Mendocino
California

10
5
0
2005

2006

2007

2008

2009

2010

4.3 Other Birth Indicators
Low Birth Weight (LBW) Births

Percent of all Births

The percent of low birthweight
(LBW) babies has decreased in
Mendocino from 7.5% of all births
in 2006 to 5% in 2010 and has
been somewhat lower than the
State since 2007.
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°
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The percent of preterm
births decreased from
12.6% of all births in 2006 to
7.4% in 2010 and has been
somewhat lower than the
State since 2007.

# of Deaths of Children<1 yr old
per 1,000 live Births

Infant Mortality

°

County infant death
rates show much
variability due to small
numbers of deaths, but
have been consistently
higher than the State
rates which have been
quite consistent over the
past 5 years.

°

Since a high in 2006, the
State and County infant
death rates have been
decreasing.

12.0
9.8

10.0
8.0
6.0

8.3

7.5
5.2

8.5
6.7

5.2

5.2

5.1

5.1

5.7

4.7

4.0

Mendocino
California

2.0
0.0
2005 2006 2007 2008 2009 2010

Note: The wide variation in County infant death rates is due to the low number of infant deaths where a small
number of additional deaths can increase the death rate dramatically.
Source: Automated Vital Statistics System (AVSS), Mendocino County HHSA, Public Health Branch and the California
Department of Public Health

4.4 Breastfeeding
Breastfeeding of infants has many
health benefits such as antibodies to
help protect infants from a wide range
of infectious diseases, high quality
nutrition and strong bonding with the
mother. Comparing data from the
Newborn Screening Program (NBS),
Mendocino newborn breastfeeding
rates were consistently higher than the
State.

Exclusive Breastfeeding of Newborns
% of Newborns Breastfed during
their Hospital Stay

°

80.0
70.0
60.0
50.0
40.0
30.0

75.5

74.3

72.0

42.8

42.1

68.2

42.7

49.7

Mendocino
California

20.0
10.0
0.0
2005

2006

2007

2008

Note: Only data up to 2008 can be compared due to changes in the NBS data form and analysis methodology.
2010 data is to serve as the new baseline for future comparisons. See http://www.cdph.ca.gov for information.
Source: California Department of Public Health, Newborn Screening Program (NBS)
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°

The Women, Infants and Children
(WIC) Program provides support
for breastfeeding and collects data
on its clients at age intervals of
infants. A summary of this data for
2008 comparing Mendocino and
California shows higher rates for
Mendocino when compared to the
State.
The Mendocino County local WIC
program data reveals that 40.4%
of all infants in the program in
2009 were breastfeeding at 2
months and 38.9% in 2010; 28.7%
of all infants in 2009 were
breastfeeding at 6 months in 2009
and 32% in 2010.

2008 Breastfeeding Among WIC Clients
% of Infants Breastfed

°
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5. HEALTH OF CHILDREN & ADOLESCENTS
5.1 Health & Disabilities
° In California, the Child Health and Disability Prevention (CHDP) Program provides regular
preventive health assessments and immunizations to Medi-Cal eligible children, 0 through 20
years old, and children of low income families, birth through 18 years old. When suspected
health problems are found, children are referred for necessary diagnosis and treatment. In
Fiscal Year (FY) 2009-2010, approximately 4500 CHDP exams were conducted by CHDP
providers; about ¼ were recommended for follow-up exams.

°

California Children’s Services (CCS) assures that children under age 21 with chronic
illnesses or disabilities receive specialized medical care and rehabilitation when they have been
determined financially, residentially and medically eligible. The Medical Therapy Unit provides
both occupational and physical therapy at several different school sites in Ft. Bragg, Willits and
Ukiah as well as through private providers when needed. 489 children were enrolled in the CCS
program in FY 09-10.

Source: Mendocino County HHSA, Public Health Branch, CCS & CHDP Programs

5.2 Immunizations
° Immunizations required or recommended for childcare and school entry in California can reduce

illness and death in children. Vaccinating children effectively decreases overall transmission of
disease such as diphtheria, pertussis (whooping cough), tetanus, measles, mumps, rubella,
polio, Haemophilus influenza B, hepatitis A and B and chickenpox (varicella). These diseases
continue to circulate around the world where immunizations are not required. Visitors from
under immunized countries can bring diseases and infect the unimmunized in the United States.
There has been an increase in measles, mumps and pertussis in the United States the past two
years.

°

The past two years have seen an increase in pertussis in California, the worse epidemic in 60
years. Ten infants died from this disease. California added a new immunization law, AB – 354,
requiring that all children entering seventh through twelfth grades must obtain a pertussis
containing vaccine (Tdap) prior to school admittance. Most vaccine series are started at two
months of age and progress every two months. However, pertussis doesn’t build an adequate
immunity in infants until 3 vaccinations are received. Fortunately there were no pertussis deaths
in Mendocino County. AB – 354 requirements will continue to apply to all children entering
seventh grade.

°

Mendocino County had 3 measles cases in 2011. The index case was a visitor from Europe
who had never been vaccinated against measles, mumps or rubella. The two local contacts who
contracted measles had not been vaccinated against measles.

°

There were 2 Haemophilus influenza cases in 2011, even though both children had received
Haemophilus influenza (HiB) immunizations.

Source: Mendocino County HHSA, Public Health Branch, Immunization Program

5.3 Healthy Behaviors
School Gardens
° In 2010 there were 35 public school gardens and over 32 community-based and preschool
gardens providing fresh vegetables for school lunches.
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School Fitness
° The California Physical Fitness Test (PFT) uses the Fitnessgram to measure 6 aspects of fitness
in grades 5, 7 and 9: aerobic capacity, body composition, abdominal strength, trunk strength,
upper body strength and flexibility. Comparisons of percents for school year 2010-2011 to school
year 2009-2010 of students who achieved health standards in at least 4 out of the 6 of these
aspects showed the following decreases for school year 2010-2011: 5th grade – 63.8% down
from 66.5%, 7th grade – 63.1% down from 70.0% and 9th grade – 76.0% down from 82.3%.
Source: California Department of Education. http://www.cde.ca.gov/ds/

In the California Health Interview Survey (CHIS) 2009 (a statewide survey conducted every 2 years),
the following estimates comparing Mendocino County to all of California were reported:
Healthy Weight
° For children:
Normal weight for age

°

For teens:
Not overweight or obese

Healthy Eating
° For children:
Ate 5 or more fruits or veggies daily
No fast food eaten in past week

°

For teens:
No fast food eaten in past week

Physical activity
° For children:
Engaged in physical activity.
at least 1 hr every day in past week

°

For teens:
Engaged in physical activity.
at least 1 hr every day in past week

Mendocino
90.7%

California
88.5%

Mendocino
87.9%

California
84.9%

Mendocino
49.3%
43.8%

California
48.4%
29.4%

Mendocino
31.1%

California
21.0%

Mendocino

California

35.8%

22.6%

Mendocino

California

24.0%

15.2%

Source: California Health Interview Survey (CHIS). http://www.chis.ucla.edu/
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5.4 Injuries to Children and Youth
Non-Fatal Hospitalizations
to Children & Youth
Mendocino County, Totals for 2007-2009

Attempted Suicide
Suffocation
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0 2
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Poisoning
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5

3
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4
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18

10
0

Struck by Object
Motorcyclist

15-19 yrs

1

Bicyclist

12

0

27

3
16

11

1
1
01
0

23
24

Note: MVT*=motor vehicle
transport

6
3

Among children and youth,
injuries are a leading cause
of death and disability,
surpassing all major
diseases combined. From
2007 to 2009 in Mendocino
County, 286 children and
youth between 0 and 19
years of age, had non-fatal
hospitalizations. The
cause of 248 of these
hospitalizations (87%) were
due to unintentional (or
accidental) as opposed to
assault or suicide.

6
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15

20

25

30

Number of Injuries
Source: California Department of Public Health, EpiCenter. http://epicenter.cdph.ca.gov/

5.5 Deaths to Children and Youth
°

The Child Death Review Team (CDRT) of Mendocino County, composed of representatives
from Public Health, Mental Health, Social Services, Probation, Sheriff/Coroner and the District
Attorney, reviewed the deaths of 9 children who died in Mendocino County under 18 years of
age in 2010. One of these children resided in the State of Washington.

°

Five (56%) were under one year, one was 3 years old, and three were between 16 and 17 years
old.

°

Five (56%) of these children died of natural causes (4 of prematurity under 1 day old, 1 of a
congenital illness), 3 (33%) died in accidents (1 teen in an automobile accident, 1 teen from
drowning, 1 child in a play equipment accident) and 1 teen died as a result of suicide.

°

Five (56%) died in the hospital, 1 died at home, 1 teen died in the roadway from an automobile
accident and 1 in the river.

°

Since the CDRT began reporting in 1995, the number of deaths per year that occurred to
children under age 18 in Mendocino County has varied from 22 to 5. For example, for the past
5 years, the variation has ranged from 18 in 2006, 5 in 2007, 13 in 2008, 10 in 2009 and 9 in
2010 for a 5-year average of 11 deaths per year.

°

No one factor can be attributed to these variations as the numbers are too small to recognize
trends.

Source: Mendocino County HHSA, Public Health Branch, Child Death Review Team Annual Reports.
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5.6 Alcohol, Tobacco and Other Drug Use
°

The California Healthy Kids Survey (CHKS) is conducted each school year and the results
are pooled for 2 years and weighted. Results should be interpreted with caution as they may be
impacted by response rates, type of parental consent used, size of the school and other issues.
However, they do give an indication of the extent of use and attitudes toward alcohol, tobacco &
drug use among youth.

°

In Mendocino County for the school years 2008-2010, the number of responses was 543
students in grade 7, 496 students in grade 9 and 477 students in grade 11.

°

The following results of this survey were found among the respondents:

°

-

22% of 7th grade, 36% of 9th grade and 48% of 11th grade respondents in Mendocino
County had used alcohol in the past 30 days. However, 75% of 7th grade, 82% of 9th
grade and 82% of 11th grade respondents in Mendocino County perceived alcohol use to
be harmful.

-

10% of 7th grade, 21% of 9th grade and 28% of 11th grade respondents in Mendocino
County had used marijuana in the past 30 days. However, 75% of 7th grade, 78% of 9th
grade and 75% of 11th grade respondents in Mendocino County perceived marijuana
use to be harmful.

-

10% of 7th grade, 25% of 9th grade and 27% of 11th grade respondents in Mendocino
County had used tobacco in the past 30 days. However, 77% of 7th grade, 88% of 9th
grade and 91% of 11th grade respondents perceived any cigarette smoking to be
harmful.

Other results about more risky use behavior in the CHKS bring the extent of teen use of alcohol
into focus:
-

14% of 7th grade, 39% of 9th grade and 56% of 11th grade respondents reported that
they have been very drunk or sick after drinking at least once.

-

11% of 7th grade, 22% of 9th grade and 34% of 11th grade respondents reported binge
drinking at least once in the past 30 days.

-

26% of 9th grade and 34% of 11th grade respondents reported having driven after
drinking or been driven by a friend who had been drinking.

-

53% of 7th grade respondents had been a passenger in a car driven by someone who
had been drinking.

Source: California Healthy Kids Survey, 2008-2010. http://www.cde.ca.gov/ls/he/at/chksreports.asp

5.7 Tobacco Sales to Minors (under 18 years old)
°

The Mendocino County Tobacco Control Program (TCP) conducts underage youth buy surveys
of selected tobacco retailers in the County to determine whether retailers ask for identification
and whether they sell to youth under the age of 18. In 2011, in the city of Ft. Bragg, 5 out of 15
(33%) retailers sold to minors, up from 3 out of 14 (21%) in 2009.

°

TCP is currently working with the Ft. Bragg City Council on a Permit to limit tobacco sales
within the city limits to those retailers already selling tobacco products.

Source: Mendocino County HHSA, Public Health Branch, Tobacco Control Program.
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6. HEALTH OF ADULTS & OLDER ADULTS
6.1 Aging Trends
°
Population Growth in Adult & Older Adult Populations
as % of total Population in Mendocino County
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40.0%
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18.0%

20.0%

19.5%

21.5%

19.9%

23.5%

Population aged 60+
10.0%
2000

°

2002
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According to the California
Department of Finance, the
older adult population, 60
and older increased by
slightly over 30% in
Mendocino County between
2000 and 2010 whereas the
adult population, 30-59
decreased by 7% in the
same time period. In 2010,
23.5% (more than 1 in 5) of
the total population was
60+ where 40.1% (2 in 5)
was between 30 and 59.

2010

This pattern is expected to continue. By 2015, the number of people between 30 and 59 is
projected to be 36% while the population of all seniors (age 60+) will be more than 25% (1 in 4)
of the total population.
Source: California Department of Finance. http://www.dof.ca.gov/research/demographic/

6.2 Healthy Environment / Healthy Behaviors
°

According to the California Health Interview Survey (CHIS) 2009, the following estimates were
reported on levels of obesity in adults:
Mendocino

California

Normal Weight

37.5%

41.4%

Overweight

38.9%

33.6%

Obese

22.7%

22.7%

Source: California Health Interview Survey (CHIS). http://www.chis.ucla.edu/

°

From these results, it can be noted that almost 1 in 4 adults in Mendocino County and in California
are obese as estimated by self-report surveys conducted by UCLA every 2 years. Also, 2 in 5
adults in Mendocino are overweight compared to 1 in 3 in California.

°

Access to healthy food and the ability to afford it are important aspects in deciding to eat a nutritious
diet. The following indicators shine a light on this:
- In 2010, over 8,000 Mendocino County residents participated in the Food Stamp Program (now called
CalFresh) which provides vouchers to low income families to buy the food they need.
- All 8 certified Farmer’s Markets in Mendocino County now accept CalFresh/Food Stamps.
- According to CHIS 2009, 35.3% (over 1/3) of Mendocino County residents lived in food insecure
households.
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6.3 Injuries and Deaths
°
Fatal Injuries to Adults
Mendocino County, Total=214 deaths for 2007-2009
Other
injuries, 19

Falls, 20

Drownings, 8

Homicides, 15

Burns, 4
Poisonings,
45

MV*
Accidents, 44

Fatal injuries to adults and
older adults (21 years old 100+) accounted for 214
deaths in the 3-year period
2007-2009. Suicides (59
deaths) and vehicle
accidents (44 deaths) were
almost 50% of all causes of
injury leading to death.

Note: MV* is only motor vehicle
accidents.

Suicides, 59

Non-fatal Hospitalized Injuries to Adults
Mendocino County, Total=2,558 for 2007-2009
708

Other injuries

°

63

Homicides

Also, non-fatal hospitalized
injuries to adults accounted for
2,559 injuries for the 3-year
period 2007-2009. The most
common cause was falls
(1,122 or 44% of all injuries)
followed by vehicle accidents
(219 or 8.6% of all injuries).

95

Suicides

66

Struck by Object

181

Poisonings

20

Bicyle Accidents

219

MV* Accidents

1122

Falls

12

Drow nings/Suffocation
Cut/Pierce

45

Burns

27
0

200

400

600

800

1000

1200

Source: California Department of Public Health, EpiCenter. http://epicenter.cdph.ca.gov/

6.4 Alcohol, Tobacco and Other Drug Use
According to CHIS 2009 17.4% (almost 1 in 5) of Mendocino County adults were current smokers;
and 38.2% (almost 2 in 5) of adults engaged in binge drinking in the past year.
Adult Arrest Rates for Drug-Related Offenses
Arrest Rates per 1,000 Population

°

Mendocino County, ages 18-69
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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.

Also, Mendocino County felony and
misdemeanor adult (19-69 years old)
driving-under-the-influence arrest rates
continue to be considerably higher than
State rates. These arrest rates showed a
dramatic decrease from 17.2 to 13.1
arrests per 1,000 between 2008 and 2009.

Arrest Rates per 1,000 Population

°

Adult Arrest Rates for Driving-under-the-Influence
Mendocino County, ages 18-69
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°

Alcohol-Related Motor Vehicle Collisions
# of alcohol-related collisions as
% of total collisions

Mendocino County vs California
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°

11.5%

The California Highway Patrol
tracks all motor vehicle collisions
involving fatalities and injuries
and those that were alcoholrelated. Mendocino has been
consistently higher than the
State over the past 5 years in
percent of all collisions that are
alcohol-related and was over 9%
higher in 2008.

2009

Patrol. http://www.chp.ca.gov/

The number of retail liquor outlets in Mendocino County offers an indication of how widely available
alcohol is to the public. According to the California Department of Alcoholic Beverage Control, the
number of outlets in Mendocino County per 10,000 population continues to be more than twice that
of the State since 1992 (48 retail outlets per 10,000 population for Mendocino compared with 21
retail outlets per 10,000 population for entire State as of 6/30/11).
Source: State of California, Alcohol Beverage Control. http://www.abc.ca.gov/

6.5 Domestic Violence
°

Domestic Violence and Spousal Abuse

Number of Reports

in Mendocino County
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0

594
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572

Domestic Violence Calls
160

169

169

485

2006

2007

Note: Data for number of arrests in
Mendocino was unavailable (NA) for 2009.

159

Arrests for Spousal Abuse
2005

440

NA
2008

The number of domestic violencerelated calls to criminal justice has
been decreasing since 2005,
although the number of spousal
abuse arrests has remained
relatively steady.

Source: California Department of Justice.
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http://oag.ca.gov/
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7. INFECTIOUS DISEASE
Prevention and control of infectious disease through public health prevention and intervention including
immunization, testing, treatment, case management and follow-up and public education continues to
protect the heath status of residents.

7.1 Sexually Transmitted Diseases (STDs)
°

Chlamydia continues to be the most
frequently reported STD in the US and
in Mendocino County and is
considered to be the most common
cause of infertility in women. There
were 248 cases of chlamydia reported
in Mendocino County in 2008, 216 in
2009, 260 in 2010 and 262 in 2011.

Chlamydia Cases Reported to Public Health
by Year in Mendocino County
2011
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The number of reported gonorrhea cases has
varied over the past few years from 19 in 2007
down to 12 cases in 2008, and up again to 15
in 2010 and 24 cases in 2011.
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7.2 HIV/AIDS
° With over 190,000 cases,

HIV/AIDS Cases by Transmission Routes

California ranks second in the
nation in terms of the number of
people infected with HIV and
AIDS. Although Mendocino
continues to experience a trickle
of new HIV and AIDS cases, the
number of these cases has
declined over previous years.
Several new HIV infections are
identified here annually. Most of
those individuals receive their HIV
and AIDS diagnoses
simultaneously which reflects that
fact that they have waited until
late in their disease progression to
even get tested for HIV.

as of 1/1/2012, % of 611 total reported cases
to Mendocino County Public Health since 1982
3%
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Gay/Bisexual

10%
16%

15%
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G/B & IV drug use
IV Drug Use

54%

Heterosexual
Transfusion
Other

°

As of 1/1/12, the Mendocino County HHSA, Public Health Branch, HIV/AIDS program has had
knowledge of 611 individuals with HIV or AIDS who have used services in Mendocino County
since 1982. Of those individuals, 133 (22%) are living. In line with the national trends, most of
these individuals have been infected via injection drug use or men having sex with men.

°

Mendocino County AIDS
Volunteer Network has
# of needles exchanged in Mendocino County
operated a legal needle and
syringe exchange program
90,000
in Mendocino County since
76,818
80,000
the spring of 2000. The
73,809
70,000
fiscal year 2004/05
62,992
60,000
represented
the peak year
51,143
45,585
50,000
for Mendocino County when
42,306
40,000
over 76,000 needles and
28,098
30,000
syringes were exchanged, or
20,000
a 145% increase over the
10,000
first year of operation.
However, due to a decrease
in funding, the majority of
the outreach worker
positions that administer the
exchange have been eliminated. In 2010/11, only 28,098 needles and syringes were
exchanged which is a 63% decrease since the peak year of 2004/05.
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7.3 TB, Hepatitis, Others
°

There were no cases of active pulmonary tuberculosis in Mendocino County in 2010. There
was one active pulmonary tuberculosis case and one extra pulmonary tuberculosis case in
2011. Extra pulmonary means the bacteria is not in the lungs but in another part of the body.
Whether the tuberculosis is pulmonary or extra pulmonary the person is treated according to
California State TB Guidelines.

°

In Mendocino County, there was one case of Hepatitis A and one acute case of Hepatitis B
2011. Mendocino County averages190 cases of newly identified Hepatitis C a year.

°

There were no Neisseria meningitis cases in 2011.

°

There were no West Nile Virus cases in 2011.

Source: Mendocino County HHSA, Public Health Branch, Infectious Disease Program.
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8. CHRONIC DISEASE
Chronic diseases account for the four leading causes of death in Mendocino County with
cancer (including lung cancer) and heart disease causing over 50% of all deaths followed by
stroke and chronic lower respiratory diseases. According to public health analysts, four
modifiable risk behaviors—lack of physical activity, poor nutrition, tobacco use, and excessive
alcohol consumption—are responsible for much of the illness, suffering, and early death
related to chronic diseases.
8.1 Coronary Heart Disease (CHD)
°

Death Rate per 100,000
Population

Death Rates from Coronary Heart Disease
Age-Adjusted Rates Averaged for 2007-2009
200.0
150.0
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50.0
0.0
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According to the County Health
Status Profiles 2011, the 3-year
average for 2007-2009 ageadjusted death rate for Coronary
Heart Disease in Mendocino County
per 100,000 population was 139.4
compared to 128.0 statewide. The
age-adjusted rate takes into
account the fact that more older
people die of heart disease than
younger people and allows
comparisons between county and
state.

° As an indicator of illness, according
to the California Health Interview Survey (CHIS) 2009, an estimated 7.3% of residents have
been diagnosed with heart disease and 27.6% with high blood pressure.
8.2 Cancer
° With an average age-adjusted Cancer death rate of 161.2 per 100,000 population for the 3-year
period 2007-2009, Mendocino County ranked 33rd out of 58 California counties for all cancer
sites combined, somewhat higher than the State rate of 154.0 per 100,000.

°

Cancer is not a single disease but a group of over 100 different diseases that are registered by
site of abnormal cell growth. In Mendocino County for the 3-year period 2007-2009, Lung
Cancer, with a yearly average of 46.0 deaths, was the most common cause of death from
Cancer followed by Colorectal Cancer
Death Rates from Cancer
and Breast Cancer both with 16.3
Age-Adjusted
Rates Averaged for 2007-2009
deaths.

°

Looking at death rates from these top 3
cancer sites averaged for 2007-2009
and comparing Mendocino to the State,
it can be seen that Mendocino County’s
rates are considerably higher than the
State for Breast Cancer and slightly
higher for Lung Cancer. Rates for
Mendocino and State Colorectal
Cancer are similar.

Colorectal
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Breast Cancer
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Source: California Department of Public Health,
County Health Status Profiles 2011. http://www.cdph.ca.gov/programs/ohir/Pages/CHSP.aspx
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°

Using data compiled by the California Cancer Registry (CCR), a comparison can be made of
age-adjusted incidence rates for Mendocino, the North Region (includes all 16 counties in
Northern California) and the State for the 5-year period 2003-2007. It can be seen that
Mendocino is somewhat lower on incidence of Prostate and Lung Cancers than the North
Region and in line with the North Region and the State on the incidence of Breast and Colon
cancers.
Age-adjusted Incidence Rates for Various Cancers
for the period 2005-2009

Mendocino
North Region
California

Prostate
(males
only)
144.44
153.09
142.94

Breast
(females
only)
123.46
128.38
123.32

Lung &
Bronchus
60.98
67.52
52.43

Colon
31.39
30.94
31.30

°

Selected Cancer Facts – Mendocino County, October 2011, published by the CCR, estimates
515 new cancer cases and 175 deaths from cancer in Mendocino County in 2011. This
includes 70 new Lung & Bronchus cancer cases and 45 deaths from Lung & Bronchus cancer
and 70 new Breast cancer cases and only 15 deaths are expected. While the percent surviving
breast cancer for 5 years has been increasing, the percent surviving lung cancer for 5 years
remains low.

°

Significant to the lung cancer data is the population estimate from the California Health
Interview Survey (CHIS) 2009 that 16.4% of residents are current smokers in Mendocino
County, somewhat higher than the State at 12.5%.

Source: California Cancer Registry, http://www.cancer-rates.info/ca/index.php

8.3 Arthritis
° Arthritis is a risk factor for heart disease and a co-morbid chronic condition for a large proportion
of adults who also have diabetes and high blood pressure. Arthritis presents a barrier to
adopting healthier lifestyles including engaging in physical activity, for fear of increasing joint
damage or pain.

°

According to CHIS 2009, an estimated 27.7% (more than one-fourth) of Mendocino County
residents were diagnosed with arthritis compared to 19% statewide.

8.4 Diabetes
° According to the California Diabetes Program, “The prevalence of type 2 diabetes continues to

increase nationally and within the state of California at epidemic proportions. The burden of the
disease threatens to overwhelm the healthcare system within the coming decades if appropriate
steps aren’t taken now to curb the rising tide of diabetes. A complex mix of socioeconomic
factors and lifestyle choices have contributed to the increased rates of diabetes that we are
seeing in society.”

°

Diabetes is becoming a more common chronic disease in our county. CHIS 2009 also provides
estimations of the percent of residents who have been diagnosed with diabetes: 7.3% in 2009
up from 4.3% in 2005 compared with 8.5% statewide.

°

Risk factors for diabetes are similar to those for asthma: smoking and obesity. CHIS 2009
estimates for these risk factors can be seen in the graphs on the next page.
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8.5 Asthma
° Asthma is one of the most common chronic diseases causing disability among children and

adults. CHIS 2007 provides evidence of the burden of asthma on the population. In Mendocino
County, it was estimated that 12% of children 0-14 years old and 11% of all residents had been
diagnosed with asthma.

°

Risk factors for asthma and lung cancer are smoking, exposure to second hand smoke and
obesity. CHIS 2009 estimated that almost 1 in 6 Mendocino County residents were current
smokers and 1 in 4 residents were obese.

Source: California Health Interview Survey (CHIS). http://www.chis.ucla.edu/

8.6 Chronic Disease in the Mendocino County Clinic Population
° The table below gives an indication of the prevalence of chronic diseases as the primary

diagnosis in Mendocino County with Community Health Clinic data from 4 of the 5 members of
the Alliance for Rural Community Health (ARCH) clinics which are also Federally Qualified
Health Clinics (FQHCs). These data do not include data from hospitals or primary care
physicians.

People Served by ARCH-member Community Health Clinics in 2010

Number of Clients with
Primary Diagnosis of:

Total Clients w/DX

LVHC
163
178
505
35
225
163
116
1385

Total of all Clients
Receiving Care

3763

Diabetes
Asthma
Hypertension
CHD
COPD
Current Smoker
Overweight or Obese

% of
Total
of all
Clients

4.3%
4.7%
13.4%
0.9%
6.0%
4.3%
3.1%

MCC
502
303
1598
67
465
na
350
3285

% of
Total
of all
Clients

6.0%
3.6%
19.2%
0.8%
5.6%
4.2%

8324

MCHC
1053
630
1908
357
168
na
924
5040

% of
Total
of all
Clients

5.8%
3.5%
10.5%
2.0%
0.9%
5.1%

18086

LVHC=Long Valley Health Center, MCC=Mendocino Coast Clinics
MCHC=Mendocino Community Health Clinic, RCMS=Redwood Coast Medical Clinic
Note: Does not include Anderson Valley Health Clinic.
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RCMS
248
191
518
158
445
17
9
1586
4851

% of
Total
of all
Clients

5.1%
3.9%
10.7%
3.3%
9.2%
0.4%
0.2%

Total

% of
Total
of all
Clients

1966
1302
4529
617
1303

5.6%
3.7%
12.9%
1.8%
3.7%

1399
11116

4.0%

35024

°

ARCH clinics see an estimate of half of the population of Mendocino County, implying that this
data represents a major part of the ill population. For instance, 1966 patients (5.6% of all ARCH
clients) had a diagnosis of diabetes, 4529 patients (12.9% of all) had a diagnosis of
hypertension, 1302 (3.7% of all) had a diagnosis of asthma and 1399 patients (4% of all) had a
diagnosis of overweight or obese.

°

The table below gives an indication of the prevalence of chronic diseases as the primary
diagnosis in the Indian Health Clinics of Mendocino County. These data do not include data
from hospitals or primary care physicians.

People Served by Tribal Community Health Clinics in 2010

Number of Clients with
Primary Diagnosis of:

Total Clients w/DX

CTHP
305
86
192
1
4
19
39
646

Total of all Clients
Receiving Care

3253

Diabetes
Asthma
Hypertension
CHD
COPD
Current Smoker
Overweight or Obese

% of
Total
of all
Clients

9.4%
2.6%
5.9%
0.0%
0.1%
0.6%
1.2%

RVIHC
161
85
322
54
6
95
147
870

% of
Total
of all
Clients

Total

% of
Total
of all
Clients

7.8%
4.1%
15.6%
2.6%
0.3%
4.6%
7.1%

466
171
514
55
10
114
186

8.8%
3.2%
9.7%
1.0%
0.2%
2.1%
3.5%

2065

5318

CTHP=Consolidated Tribal Health Project
RVIHC=Round Valley Indian Health Center
CHD=Coronary Heart Disease
COPD=Chronic Obstructive Pulmonary Disease

°

Both of the Indian Health Clinics saw a high proportion of American Indian patients: RVIHC with
56% and CTHP with 75% of all patients being American Indian. The chronic disease patterns
are therefore somewhat different. For example, 466 patients (8.8% of all Indian Health Clinic
patients) had a diagnosis of diabetes, 514 patients (9.7% of all) had a diagnosis of
hypertension, 171 patients (3.2% of all) had a diagnosis of asthma, and 186 patients (3.5% of
all) had a diagnosis of overweight or obese.

°

Comparing American Indian (AI) and White races by diagnoses for RVIHC and CTHP, it can be
seen that:
- 10.6% of AI patients have a diagnosis of diabetes compared with 4.1% of White patients,
- 9.6% of AI patients have a diagnosis of hypertension compared with 12.3% of White
patients,
- 3.5% of AI patients have a diagnosis of asthma compared with 3.8% of White patients.
- 4.1% of AI patients are overweight or obese compared with 2.6% of white patients.
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Executive Summary
Ukiah Valley Medical Center

Collaborating to achieve whole-person health in our communities
Ukiah Valley Medical Center invites you to partner with us to help improve the health and wellbeing of
our community. Whole-person health—optimal wellbeing in mind, body and spirit—reflects our heritage
and guides our future. Ukiah Valley Medical Center is part of Adventist Health, a faith-based, nonprofit
health system serving more than 75 communities in California, Hawaii, Oregon and Washington.
Community has always been at the center of Adventist Health’s mission—living god’s love by promoting
health, wholeness and hope.
The purpose of the community health needs assessment process was to identify the most pressing health
priorities facing Mendocino County residents and commit to a coordinated set of strategies to improve
the health and well-being of our residents. While many agencies and organizations in Mendocino County
collect and act on health information, this process was distinct because it was community-driven, with
several local agencies collaborating on a single community health needs assessment. The purpose of
collaborating was to achieve a greater combined impact on local health than the partners could achieve
separately. Besides being more efficient, this collaboration makes it possible to involve a wide array of
community members and local public health system partners in efforts that are designed to be
sustainable. The goal is to build on collective wisdom and use resources from throughout the community
to improve health and well-being in our County.

Partnering with our communities for better health
The assessment process began in 2014, when six Mendocino County agencies initiated a collaborative
community health assessment process. The Alliance for Rural Community Health (ARCH), Frank R. Howard
Memorial Hospital, Mendocino County Health and Human Services Agency, North Coast Opportunities,
and Ukiah Valley Medical Center provided funding and representatives to the Planning Group, and asked
Healthy Mendocino to coordinate the project. The results informed the completion of the 2015
Mendocino County Community Health Needs Assessment, published in May 2016.

Data Sources
The Mendocino County Health and Human Services Agency reviewed the Healthy Mendocino website,
which contains 165 indicators describing aspects of community health that are derived from dozens of
state, federal, and other data sources. These indicators include measurements for illness and disease,
disparities in access to care, environmental and economic indicators, and more. The community
indicators with graphic dials in the red zone point to major opportunities for improvement. The indicators
for the CHSA report are organized into the following categories:


Socioeconomic Characteristics



Social Determinants of Health



Behavioral Risk Factors



Maternal Child and Adolescent Health
1



Healthcare and Preventive Services



Hospitalization and Emergency Room Utilization



Illness and Injury

The CHNA also included the Community Themes and Strengths Assessment. The CTSA provides a
snapshot of Mendocino County by gathering information on community members’ thoughts, concerns
and opinions on the following questions:
1. How is quality of life perceived in our community?
2. What factors are most important for our community’s health?
3. What assets do we have that can be used to improve community health?
The CTSA was conducted via two methods. The first method was through a Community Health Survey
that was provided to Mendocino County residents online as well as in hardcopy format. A total of 1,486
residents completed the Community Health Survey; 1,402 were completed in English, and 84 in Spanish.
The second method was via Key Informant Interviews of sixteen key stakeholders in the community,
including representatives of county and city government, healthcare, the courts, nonprofits, media,
health and human services, and private business. Interviews were conducted in person or by phone. The
questions were also provided in hardcopy format for written response. While an effort was made to have
diverse representation, the opinions provided by the key informants are not necessarily representative of
the county as a whole.

Top priorities identified in partnership with our communities
To define a starting place for discussion and planning for collective action to improve community health,
the CHNA Planning Group examined and ranked the CHNA data according to the following criteria:


Impact: Which issues have the greatest impact on health, quality of life and health
disparities?



Severity: Which issues have the most severe negative health repercussions in our rural
county?



Collective Action: On which issues would concerted action by community-based
organizations, hospitals, clinics, public health and other partners be most likely to bring about
meaningful improvement?



Outcome: Which issues would yield the most visible improvement in our mortality and
morbidity rates and, thereby, the health and well-being of the people of our county?

Adventist Health Top Priority Health Needs for 2016-2019
Economic Improvement
In 2014, 20% of the county’s population overall and approximately one-third each of the Hispanic, Native
American and African American populations were living below the Federal Poverty Level (29%, 31%% and
36%, respectively) (U.S. Census 2014). Twenty-eight percent (28%) of children in the county live in
2

poverty, and the percentage of households receiving cash public assistance income is increasing (U.S.
Census 2013). Research has shown that poverty is a key driver of health status. In Mendocino County,
there is a particular need to address local economic issues in order to improve the health outcomes of
our residents. This requires a dual strategy of creating more jobs and other economic opportunities and
developing the local workforce.
Childhood Obesity
Taken together, childhood overweight, obesity and inadequate physical activity are a significant health
concern in Mendocino County, where 41% of children are overweight (Community Health Status
Assessment 2015). Childhood obesity can lead to diabetes and other serious chronic diseases, with
consequences for both the quality and length of life and the cost of health care. Obese and overweight
children and youth are more likely to become obese and overweight adults. This health need, with its
emphasis on improving access to healthy, affordable foods and physical activity resources, represents a
significant opportunity to invest in better health outcomes for Mendocino County’s children.
Mental Health
Mental health needs and services are a significant concern in Mendocino County. Almost half (46%) of
adults surveyed indicate that mental health issues are among the most important health issues facing our
community (Community Health Survey 2015). There are complex interactions among mental health,
mental illness, the high poverty rate, unemployment and homelessness. Poor mental health can both
result from and contribute to other poor health and social conditions. The barriers to accessing timely
and appropriate mental health services contribute to crises that local emergency departments or law
enforcement must address. Community members and providers indicate that mental health services are
most likely to be used when they are in the local community, financially accessible and culturally relevant.

Making a difference: Results from our 2013-2016 CHNA/CHP
Adventist Health wants to ensure that our efforts are making the necessary changes in the communities
we serve. In 2013 we conducted a CHNA and the identified needs were:
Behavioral Health: Access to Care and Care Delivery
Objective: By 2015, provide patient-centered medical homes to more than 200 people living with mental
illness.
Accomplishments: UVMC provided support to two family medicine physicians so they can participate in
the Train New Trainers (TNT) Primary Care Psychiatry (PCP) Fellowship certificate program at UC Davis
Health System, Department of Psychiatry and Behavioral Services. This year-long clinical education
certificate program will teach the physicians how to complete an evidence-based and efficient psychiatric
interview in the busy primary care or medical setting. They will also be trained to effectively diagnose
and treat commonly encountered psychiatric conditions such as: mood, anxiety, and psychotic and
substance misuse disorders. Most importantly, these trainees will learn how to teach these principles to
their primary care colleagues. Additionally, in 2015 we:
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Continued to provide data and advocacy regarding mental health crisis emergency room
utilization and length of stay to the County of Mendocino for a grant that provided for a mobile
mental health outreach worker in outlying areas of our remote county.



Worked with the County of Mendocino Behavioral Health & Recovery Services (BHRS) and their
contracted service providers to ensure those experiencing serious mental illness receive timely
care in the most appropriate setting. We also actively participated on the Mental Health Advisory
Board providing advocacy for our community in receiving behavioral health services.



Hosted quarterly stakeholder meetings with emergency room physicians and staff, law
enforcement, County of Mendocino BHRS, and the County’s contracted service providers for
ongoing review and improvement of crisis care delivery.



Offered a free seminar on Families and Addiction which addressed how to cope with addiction
and restore family balance, with attendance by 40 community members.

Chronic Disease: Provide Health Education and Access to Care for At-Risk Community Groups with
Emphasis on: Diabetes, Stroke, and Cancer Prevention
Objective: Decrease incidence of chronic disease in our service areas through provision of educational
seminars to community members. UVMC maintained the Joint Commission’s Primary Stroke Certification
by the American Heart Association and American Stroke Association in part by providing health education
and outreach to the community. Free seminars open to the public:
1. Living with a Healthy Heart: education on the most current methods of heart disease prevention,
diagnosis, lifestyle management and treatment from our team of cardiologists.
2. Stroke Prevention: tips to prevent stroke and how to identify the signs and symptoms of stroke
presented by our certified stroke educator
3. Monthly “lunch and learn” wellness seminars discussing topics such as preparing healthy meals
and exercise for beginners.
Additionally, in 2015 we:


Sponsored the Go Red! Event and provided heart health information, InBody Fit testing, and
random blood sugar testing to approximately 200 community members.



Strengthened our partnership with Cancer Resource Center (CRC) of Mendocino County which
increased the number of referrals both to and from CRC.



Held a community fun run, Colors for Cancer 5k, to raise money for expansion of our Focus on
Healing program, a healing arts program for cancer patients countywide, regardless if they are
receiving treatment at UVMC.
Advanced aging care with emphasis on orthopedic care

Objective: Improve access to orthopedic care in Mendocino County

4

Accomplishments: UVMC recruited a new full-time orthopedic surgeon, which significantly increased
access to orthopedic care both in the emergency room and clinic settings. Additionally, in 2015 we:


Conducted public education seminars on joint replacement surgery



Launched an orthopedic joint replacement alumni program to offer support and education postsurgery



Continued to plan and implement the components required to obtain designation as an
Orthopedic Center of Excellence

5
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HOW HEALTHY ARE OUR RESIDENTS?
Introduction and Background
This report presents the findings from a collaborative process carried out to assess the health and wellbeing of the people of Mendocino County. It begins with a summary of the needs assessment process
and presents key findings from each of four data collection methods, which are provided as Appendices
to this document.
The assessment process began in 2014, when six Mendocino County agencies initiated a collaborative
community health assessment process. The Alliance for Rural Community Health (ARCH), Frank R. Howard
Memorial Hospital, Mendocino County Health and Human Services Agency, North Coast Opportunities,
and Ukiah Valley Medical Center provided funding and representatives to the Planning Group, and asked
Healthy Mendocino to coordinate the project.
The purpose of the community health needs assessment process was to identify the most pressing health
priorities facing Mendocino County residents and commit to a coordinated set of strategies to improve
the health and well-being of our residents. While many agencies and organizations in Mendocino County
collect and act on health information, this process was distinct because it was community-driven, with
several local agencies collaborating on a single community health needs assessment. The purpose of
collaborating was to achieve a greater combined impact on local health than the partners could achieve
separately. Besides being more efficient, this collaboration makes it possible to involve a wide array of
community members and local public health system partners in efforts that are designed to be
sustainable. The goal is to build on collective wisdom and use resources from throughout the community
to improve health and well-being in our county.

Community Health Needs Assessment (CHNA)
The Community Health Needs Assessment (CHNA) for Mendocino County is a compilation of quantitative
and qualitative data from multiple sources, woven together to provide a comprehensive picture of the
health of county residents. Many community members and Local Public Health System (LPHS) partners
shared their wisdom, knowledge and perceptions about the health of residents and the capacity of the
county’s public health system to provide essential public health services. The Local Public Health System
is defined broadly in this context to include all of the organizations and entities that contribute to public
health in a community, including the county public health department as well as public, private and
volunteer organizations; all contributed to this assessment.
The CHNA findings presented here will be used to inform the prioritization of health issues and the
development of a Community Health Improvement Plan (CHIP). A CHIP is an action-oriented plan for
addressing the most significant issues identified by community partners.
The goal of the CHNA and CHIP is to align and leverage resources, initiatives and programs to improve
local health. The ultimate goal is to ensure coordinated, measurable health improvement throughout the
county, with all agencies and organizations working together toward collective impact.

2015 Mendocino County Community Health Needs Assessment 
May 2016

3
Meeting External Requirements
In addition to the goal of aligning and leveraging resources, initiatives and programs to improve health,
the CHNA and CHIP help to fulfill requirements of the participating organizations. First, they are required
prerequisites for Public Health Accreditation, which the Mendocino County Health and Human Services
Agency is now undertaking. National accreditation standards define expectations whereby public health
departments across the United States can continuously improve the quality of their services and promote
accountability and credibility to the public, funders, elected officials and other community partners.
The CHNA and CHIP are also required prerequisites for our local hospitals. The Affordable Care Act (ACA),
through the new Internal Revenue Code §501(r), creates additional conditions for charitable 501(c)(3)
hospitals to qualify for federal income tax exemption and related benefits.1 To maintain such status,
hospitals must conduct community health needs assessments and adopt implementation strategies to
meet those needs at least once every three years. Other tax exempt conditions for nonprofit hospitals
include providing benefits, such as charity care, to their communities.
Our local community health clinics are also required to assess and document the needs of their target
populations as a condition of receiving Federal grant funding through Section 330 of the Public Health
Service Act (42 U.S.C. ss 254b). This information is then used to inform and improve the delivery of
services.
Finally, the CHNA is also required of our local community action agency (administered by North Coast
Opportunities) in order to assess and document the needs of our county’s low-income populations. This
information is used to establish priorities and inform a bi-annual Community Action Plan, in compliance
with the Community Services Block Grant Act (Public Law 105-285).

Community Planning Framework
Mobilizing for Action through Planning and Partnerships (MAPP) 2
Mendocino County’s CHNA Planning Group adopted the Mobilizing for Action through Planning and
Partnership (MAPP) process as its planning framework to guide the CHNA process. The MAPP tool, which
was developed by the National Association of County and City Health Officials (NACCHO), was chosen to
capture an in-depth picture of community health status through quantitative and qualitative data
collection methods. The MAPP framework includes four assessments. Of these, three assessments were
selected for the 2015 CHNA:


The Community Themes and Strengths Assessment provides a deep understanding of the issues
that local residents and community leaders feel are important to the health of their communities.
Both the Community Health Survey (Appendix A) and Key Informant Interviews (Appendix B) were
used in this assessment.



The Community Health Status Assessment (Appendix C) uses data to illuminate the health status
of Mendocino County and its residents, helping to answer questions including: How healthy are
Mendocino County residents?
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The Local Public Health System Assessment (Appendix D) measures the capacity and capability
of the local public health system.

Healthy Equity/Social Determinants of Health Framework
The CHNA project looks at the community’s health through a wide lens. When people think of health,
they may think of it only in relation to disease or illness;
Table 1. Key Determinants of Health and Well-Being
but health is part of every aspect of our daily lives. The
World Health Organization defines health as “a state of
complete physical, mental and social well-being and not
merely the absence of disease or infirmity.”3 This
definition indicates that improving health necessitates
moving beyond addressing just illness to consider a
range of factors that influence health.
Social determinants of health are “the conditions in
which people are born, grow, work, live, and age, and
the wider set of forces and systems shaping the
conditions of daily life. These forces and systems include
economic policies and systems, development agendas,
social norms, social policies and political systems.”4
These economic, social, cultural and environmental
factors affect a wide range of health risk and outcomes
and impact the health status of individuals and groups.
In Mendocino County, as in most communities, some of
the most serious health concerns relate to the wide
differences in health status among different population
groups and geographic areas―health disparities. These disparities generally stem from root causes and
inequities such as poverty and inadequate housing that can also lead to poor school performance and
other concerns. Such root causes cannot be addressed by individuals or even by individual systems or
organizations. Health inequities can only be addressed by moving “upstream” from a focus on individual
responsibility to a focus on our collective responsibility to create the conditions that enable all residents
to make healthy choices and have better health outcomes.5

COMMUNITY HEALTH NEEDS ASSESSMENT
Overview of the Community Health Needs Assessment Process
The six agencies conducting the Mendocino County CHNA formed the CHNA Planning Group in October
2014, and it has guided the assessment planning efforts and helped to conduct the assessments. Their
participation has resulted in broad representation of key community leaders, advocates and allies who
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have collectively helped shape and inform the process. Planning Group members’ knowledge of their
organizations’ priorities and the communities and population groups they serve has greatly enriched the
process.

MAPP Phases 1-2: Organize for Success and Partnerships
At the launch of Phases 1-2 of the CHNA, Planning Group members reviewed foundational documents:
the MAPP Handbook, the Public Health Accreditation Board (PHAB) requirements regarding community
health improvement plans, Affordable Care Act requirements for hospitals regarding community needs
assessment, and data requirements for the clinics and the community action agency. The work in Phases
1-2 also included establishing a working structure and staffing and identifying key stakeholders in the
community.
From the start, the Planning Group voiced a desire for a process that was:


Based on a participatory model, focused on collaborative data collection efforts;



Built on existing assessment efforts, which would incorporate and use existing data sources from
community partners; and



A collective approach to setting health priorities and strategies, leveraging results for an actionoriented health improvement plan.

The Planning Group also took on the task of designing an approach that can be used and fine-tuned for
collaborative assessment and planning in the future.

MAPP Phase 3: Assessments
Phase 3 of the CHNA consisted of the preparation and implementation of the MAPP assessments. The
Planning Group met approximately monthly from October 2014 to May 2016 to provide guidance and
feedback on the proposed methodologies for each of the three MAPP assessments utilized during this
process and to process the findings. The three MAPP assessments (using four forms of data collection)
were completed in February 2016. Public review occurred in April 2016 with a joint meeting of the Health
and Human Services Agency (HHSA) Advisory Board and the Healthy Mendocino Steering Committee, with
comments from the general public being accepted via the HHSA website.
The key findings from the MAPP assessments are summarized below and provided in greater detail in the
four data reports in the Appendices. As noted, these findings will be used to guide the prioritization of
the most salient health issues to be addressed in the Community Health Improvement Plan (CHIP).
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Community Themes and Strengths Assessment:
Community Health Survey and Key Informant Interviews
What it is. The Community Themes and Strengths Assessment (CTSA) provides a snapshot of Mendocino
County by gathering information on community members’ thoughts, concerns and opinions on the
following questions: 6
1. How is quality of life perceived in our community?
2. What factors are most important for our community’s health?
3. What assets do we have that can be used to improve community health?

Methods. The CTSA was conducted via two methods. The first method was through a Community
Health Survey that was provided to Mendocino County residents online as well as in hardcopy format. A
total of 1,486 residents completed the Community Health Survey; 1,402 were completed in English, and
84 in Spanish.
The second method was via Key Informant Interviews of sixteen key stakeholders in the community,
including representatives of county and city government, healthcare, the courts, nonprofits, media, health
and human services, and private business. Interviews were conducted in person or by phone. The
questions were also provided in hardcopy format for written response. While an effort was made to have
diverse representation, the opinions provided by the key informants are not necessarily representative of
the county as a whole (a list of the key informants who participated is provided on p. 17).
The following sections outline illustrative and interesting findings, drawing on responses to the
Community Health Survey and Key Informant Interviews. These and other findings are discussed in
greater detail in the reports in the Appendices.

Assessment Findings: A Synthesis of Data from the Community Health Survey and Key
Informant Interviews
Question 1: How is quality of life perceived in our community?
The data in this section depicts several facets of the quality of life in Mendocino County including
perceptions of quality of life, health and wellness, basic needs, and safety.

Quality of Life
 In the Community Health Survey, the majority of adult respondents rated Mendocino County as
a “very healthy” (10%) or “healthy” (43%) community in which to live. Thirty-six percent (36%)
rated Mendocino County as “somewhat healthy,” 7% rated it “unhealthy,” and 1% rated
Mendocino County “very unhealthy.” The most satisfied people included women (66%); those
with some college education, a degree or a graduate degree (65%); and those with incomes
$50,000 or higher (38%). When asked to rate their personal health, most adults selected “very
healthy” (16%) or “healthy” (52%).
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In the interviews, key informants rated the overall health and quality of life in Mendocino County
5.8 on a scale of 1 to 10, with 10 being the most positive. The lowest ratings were due to being
unable to address the supportive service needs of the low-income population, as well as basic
needs for food, shelter, and behavioral health services. In contrast, personal quality of life ratings
averaged 9.5. One informant noted, “Personally, I rate it a 9 because I can afford care.”

Health and Wellness
 Most of the survey respondents rated their personal health as “healthy” (52%) or “somewhat
healthy” (26%).
 More than 7 of 10 people (74%) reported a chronic illness or condition, such as high blood
pressure (33%), diabetes (26%), arthritis (24%) or chronic pain (23%).
 The majority (56%) of adult residents indicated that they were able to get needed health care
services in Mendocino County in the past year. However, 4 out of 10 indicated they were able to
get some services in the county, but not all the services they needed (32%); or they were not able
to get services locally (5%). Those mostly likely to report being unable to receive health care
include:
 Women, over 26 years of age and college educated (50%)
 Those who are married (42%) and single (22%)
 Unemployed residents (30%)
 Residents with professional jobs (32%)
 In general, the barriers associated with accessing health care services in Mendocino County
included:
 Too expensive (47%)
 Lack of providers in the county for the services needed (41%)
 Lack of providers accepting Medi-Cal (34%)
 Lack of transportation (32%)
 Nearly three out of 10 (26%) respondents reported being stressed most or all of the time by
something in their life. Those most likely to suffer from chronic stress were women (70%), 26 to
54 years of age, college educated, and earning $25-50K per year (50%).

Basic Needs


The majority of survey respondents (67%) stated they were satisfied with their housing situation.

 Causes for not being satisfied with their housing situation included it being too expensive (44%),
too small (36%), too run down (25%), and having too many people living in the same house (16%).
 Almost half (50%) reported not earning enough to meet the financial needs of their family with
the top three barriers being cost of housing (70%), cost of food (56%), and cost of utilities (37%).
Those who had the most difficulty were women (77%).

Safety


Over half (58%) of the survey takers considered Mendocino County a “very safe” or “safe” place
to grow up or raise children.
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 Those that were most likely to report Mendocino County as a “very unsafe,” “unsafe” or
“somewhat unsafe” place to grow up and raise children were women (60%).

Question 2: What factors are most important for our community’s health?
 When asked what factors make Mendocino County a good place to live, survey respondents most
often selected nature/environment (55%), community involvement (42%), clean environment
(30%), low crime/safe neighborhoods (25%), arts and cultural events (22%), and parks and
recreation (21%).
 The top four most important characteristics of a healthy community identified by key informants
were access to health care and other services, including mental health services; health education
and access to health-related information; community involvement and civic engagement; good
jobs; and a healthy economy.
 When asked the most important health issues in Mendocino County, survey respondents most
often named mental health issues (46%), alcohol and drug abuse (46%), homelessness (34%),
economic issues (21%), marijuana use/industry (20%) and lack of access to health care (17%).
 The top five most critical and quality of life issues identified by key informants were poverty,
alcohol and other drug abuse, chronic disease, other health issues, and poor diet/inactivity. The
populations of greatest concern included children and youth with low incomes and/or involved in
the drug culture; elders living in poverty and disabled; and those who are mentally ill and
homeless.

Question 3: What assets do we have that can be used to improve community health?
 In the interviews, key informants identified the following as the top three assets that promote
health and well-being in Mendocino County:
1. Health Clinics, VA Clinic, Hospitals and Family Resource Centers
2. Fresh Food and Food Education
3. Parks, Walkable Communities and Recreation

For more information about the 2015 Community Health Survey and the 2015 Key Informant Interviews,
see Appendices A and B, respectively.

Community Health Status Assessment
What it is. The Community Health Status Assessment (CHSA) is a compilation of local and comparative
data from multiple sources that was collected and analyzed to gauge the health of the county’s population
and identify health disparities among age, gender, racial and ethnic groups. The CHSA seeks to address
three questions:7
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1. How healthy are our residents?
2. What does the health status of our community look like?
3. What are the disparities in our community?
Methods. The Mendocino County Health and Human Services Agency reviewed the Healthy Mendocino
website, which contains 165 indicators describing aspects of community health that are derived from
dozens of state, federal, and other data sources. These indicators include measurements for illness and
disease, disparities in access to care, environmental and economic indicators, and more. The community
indicators with graphic dials in the red zone point to major opportunities for improvement. The indicators
for the CHSA report are organized into the following categories:





Socioeconomic Characteristics
Social Determinants of Health
Behavioral Risk Factors
Maternal Child and Adolescent Health





Healthcare and Preventive Services
Hospitalization and Emergency Room
Utilization
Illness and Injury

Summary of Findings. Below is a summary overview of the demographic characteristics of the county,
including population characteristics; education, income and employment; and housing and homelessness.
The demographic data highlighted in this section will be important considerations in the planning for
health improvements. For more information about the 2015 Community Health Status Assessment,
please see Appendix C.
Figure 1. Age breakdown of Mendocino County residents
U.S. Census, 2014.
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According to 2014 data from the U.S.
Census bureau, Mendocino County has a
population of 87,869 people, a .03% (28
people) increase over the 2010 census.8
The proportion of residents who are 65
years and over makes up 19% of the
county population (Figure 2), 36% higher
than the proportion in the state (with
14%).
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Between 2010 and 2060, the working age population (25-64) is expected to increase from 47,955 to
48,818, or to 49% of the county population, while retirees and seniors (65 years and up) will grow from
13,672 to 19,861 (to 20% of the county population).
Figure 2. Mendocino County Population Projections by Age 2010-2060, California Dept. of Finance, 2015.9

Number of Persons

60,000
50,000
40,000
30,000
20,000
10,000
0

2010

2020

2030

2040

2050

2060

Working Age: (25-64 years)

47,955

42,774

42,277

44,244

45,874

48,818

School Age: (5-17 years)

14,115

13,559

13,677

15,118

15,687

15,999

Retirees and Seniors: (65 years and up)

13,672

21,132

23,866

22,002

20,345

19,861

College Age: (18-24 years)

7,168

7,970

8,106

7,996

8,889

9,047

Preschool Age: (0-4 years)

5,382

4,976

5,651

5,847

5,956

6,227

In 2014, the county’s population was 66% White, 24% Hispanic/Latino, 6% Native American, 2% Asian,
and 1% African American.10 As shown in Figure 3, between 2010 and 2060, the Hispanic/Latino population is
expected to increase from 19,802 to 37,293, or to 37% of the county population, while Whites will
decrease from 60,449 to 48,450 (to 48% of the county population).

Number of Persons

Figure 3. Mendocino County Population Projections by Race 2010-2060, California Dept. of Finance, 2015.11

White

2010
60,449

2020
58,047

2030
55,950

2040
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2050
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2060
48,450

Hispanic or Latino

19,802

23,076

27,191

31,175

34,427

37,293

American Indian

3,521

3,912

4,090

4,123

4,102

4,062

Multi-Race, not Hispanic or Latino

2,393

3,093

3,921

4,869

5,922

7,081

Asian

1,451

1,550

1,658

1,772

2,021

2,370

Native Hawaiian and other Pacific Islander

104

123

121

131

138

121

Black

572

610

646

661

629

575
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Education, Income and Employment
In 2014, nearly one-quarter of adults in Mendocino County ages 25 and older (22%) had a bachelor’s
degree or higher and 15% had less than a high school diploma.12
Also in 2014, as seen in
Figure 4, the median
household income in
Mendocino County, at
$43,290, was 29% lower
than that of the state
($61,094).13 The median
income
in
Asian
($49,063) and White
($45,389)
households
was higher than in
Hispanic
($35,876),
Native
American
($31,265),
African
American ($19,821) and
Hawaiian/Pacific Islander
($19,784)
households.
In 2014, 20% of the
county’s
population
overall
and

Figure 4. Median Household Income by Race, U.S. Census, 2014.
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approximately one-third each of the Hispanic, Native American and African American populations were
living below the Federal Poverty Level (29%, 31% and 36%, respectively). The percentage of households
receiving cash public assistance income has been increasing since 2005 (Figure 5).14
Figure 5. Households Receiving Cash Public Assistance Income,
U.S. Census, 2013.
4.5%
4.0%
3.5%
3.0%
2.5%
2.0%
1.5%
1.0%
0.5%
0.0%

During 2013, 37% of households with children
in Mendocino County were headed by a single
parent, compared with 32% for the state.15 In
2014, the percentage of households headed
by a single parent increased slightly to 39%
for Mendocino County, while it decreased
slightly to 31% for the state.16

Housing and Homelessness
Mendocino County experiences significant
housing issues, including a lack of affordable
housing, overcrowding, and homelessness.
The County Health Rankings estimate that
about 28% of the county population lives in
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substandard housing, i.e., without a kitchen or adequate plumbing, or lives in crowded conditions. In
addition to substandard or crowded housing, over one-half of Mendocino County residents who rent
(52%) pay more than a third (35%) of their total income for rent.18
A total of 1,032 homeless individuals were counted during the 2015 Mendocino County Point in Time
census and survey.17 Of these, most (880 or 68%) were unsheltered (living on the street, in abandoned
buildings, cars/vans/RVs or encampment areas). Additional survey findings include the following:


Of homeless individuals, 63 (6%) were children under the age of 18.



About 2 of 10 were young adults age 18-24 (187 or 18%). Of these, 3 were parents to at least one
child under the age of 18.



Almost half (44%) reported one or more chronic and/or disabling conditions (including substance
abuse, HIV/AIDS, and severe mental health conditions).



Others (16%) were victims of domestic violence.

For more information about the 2015 Community Health Status Assessment, please see Appendix C.

Local Public Health System Assessment
What it is. The Local Public Health System Assessment
(LPHSA) measures the capacity of the public health system
and its ability to provide the ten Essential Public Health
Services (EPHS). These services are outlined in a framework
that identifies the local public health system activities that
contribute to the health and well-being of communities (see
Table 2 below on page 14). The LPHS illustrated in Figure 6 on
the next page includes all of the organizations and entities
that contribute to public health in a community, including the
local public health department and a host of public, private
and voluntary organizations. The identification of the
system’s strengths and challenges can help communities
strengthen, improve, and better coordinate LPHS activities.19

Local public health systems are
commonly defined as “all public, private
and voluntary entities that contribute to
the delivery of essential public health
services within a jurisdiction.” These
systems are a network of entities with
differing roles, relationships, and
interactions that all contribute to the
health and well-being of the community.
Examples of organizations and sectors
involved in the public health system
include public health agencies, healthcare
providers, public safety agencies, human
service and charity organizations,
education and youth services.
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Figure 6. Local Public Health System.

Source: The National Association of County and City Health Office (NACCHO); Local Public Health System Assessment (LPHSA).

Methods. The Health and Human Services Agency invited a diverse group of more than 40 community
partners from public and private sectors representing the Mendocino County Public Health System to
participate in one of five breakout groups to assess the ten Essential Public Health Services. Each breakout
group rated a subset of the Essential Public Health Services on the basis of the level of activity with respect
to the stated standard. Scores could range from a minimum value of 0% (no activity is performed pursuant
to the standards) to a maximum value of 100% (all activities associated with the standards are performed
at optimal levels).

Summary of Findings. Table 2 on the next page shows the scores for all Essential Services. In summary,
the findings from the performance assessment for the Mendocino County Public Health System yield an
overall rating of “significant” level of performance across all ten essential services, as determined by an
average calculated for each of the ten essential services (53.4).

2015 Mendocino County Community Health Needs Assessment 
May 2016

14
Mendocino County scored highest for capacity and performance in the following Essential Public Health
Services:

EPHS 1:

Monitor health status to identify community health problems (79.2%, significant activity)


EPHS 2:

Diagnose and investigate health problems and health hazards (69.4%, significant activity)


EPHS 7:

Link people to needed personal health services and assure the provision of health care
when otherwise unavailable (71.9%, significant activity)

The following Essential Public Health Services had the lowest scores:

EPHS 4:

EPHS 8:

EPHS 10:

Mobilize community partnerships to identify and solve health problems (28.1%, minimal
activity)
Assure a competent public and personal health care workforce (45.8%, moderate activity)
Research for new insights and innovative solutions to health problems (16.7%, minimal
activity
Table 2. Average Performance Scores by Essential Public Health Service.

The Ten Essential Public Health Services
1.
2.

Monitor health status to identify community health problems.
Diagnose and investigate health problems and health hazards in
the community.
3. Inform, educate and empower people about health issues.
4. Mobilize community partnerships to identify and solve health
problems.
5. Develop policies and plans that support individual and community
health efforts.
6. Enforce laws and regulations that protect health and ensure
safety.
7. Link people to needed personal health services and assure the
provision of health care when otherwise unavailable.
8. Assure a competent public health and personal health care
workforce.
9. Evaluate effectiveness, accessibility, and quality of personal and
population-based health services.
10. Research for new insights and innovative solutions to health
problems.
Average Overall Score

Performance
Scores
79.2

Level of
Activity
Significant

69.4

Significant

47.2
28.1

Moderate
Minimal

62.5

Significant

62.2

Significant

71.9

Significant

45.8

Moderate

50.8

Moderate

16.7

Minimal

53.4

Significant

Source: The National Association of County and City Health Officials (NACCHO); Local Public Health System Assessment (LPHSA); 2015
Mendocino County Local Public Health System Assessment.

In addition to ranking the system, the LPHSA participants identified strengths and challenges of the
system. As strengths in Mendocino County, they highlighted the readily accessible data through
healthymendocino.org and other sources; strong family resource centers; individual programs that collect
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data for evaluation efforts; and an emergency medical system that has formal communications and strong
emergency/disaster readiness plans.
For weaknesses and challenges, the participants pointed to the lack of uniformity in data collection
throughout the local public health system; consistent difficulty with internet and cell phone connections;
the lack of a formal communication plan for the local public health system; limited services in outlying
areas; and the fact that the local public health system has too often been driven by grant opportunities
rather than making evidence-based population health decisions or focusing on issues where collective
impact is possible.
The rating and dialogue among public health system partners that took place during this assessment
exercise will aid the community in establishing priorities for long-term planning to improve the local public
health system.

For More Information
As noted, further information on each of the assessments described above can be found in the
Appendices: Community Health Survey (Appendix A), Key Informant Interviews (Appendix B), Community
Health Status Assessment (Appendix C), and Local Public Health System Assessment (Appendix D).

Community Health Needs / Priorities – A Starting Point
To define a starting place for discussion and planning for collective action to improve community health,
the CHNA Planning Group examined and ranked the CHNA data according to the following criteria:
Impact: Which issues have the greatest impact on health, quality of life and health disparities?
Severity: Which issues have the most severe negative health repercussions in our rural county?
Collective Action: On which issues would concerted action by community-based organizations,
hospitals, clinics, public health and other partners be most likely to bring about meaningful
improvement?
Outcome: Which issues would yield the most visible improvement in our mortality and morbidity
rates and, thereby, the health and well-being of the people of our county?

Using these criteria, the CHNA Planning Group identified the following issues as leading Community
Health Needs / Priorities in Mendocino County:


Economic Improvement



Childhood Obesity



Mental Health
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The Planning Group proposes these three issue areas as the focus of the Community Health Improvement
Planning and collective action outlined in the Next Steps section below. First, a brief description of these
three priority needs.

Economic Improvement
In 2014, 20% of the county’s population overall and approximately one-third each of the Hispanic, Native
American and African American populations were living below the Federal Poverty Level (29%, 31%% and
36%, respectively) (U.S. Census 2014). Twenty-eight percent of children in the county live in poverty,
and the percentage of households receiving cash public assistance income is increasing (U.S. Census
2013). Research has shown that poverty is a key driver of health status. In Mendocino County, there is a
particular need to address local economic issues in order to improve the health outcomes of our residents.
This requires a dual strategy of creating more jobs and other economic opportunities and developing
the local workforce.

Childhood Obesity
Taken together, childhood overweight, obesity and inadequate physical activity are significant health
concerns in Mendocino County, where 41% of children are overweight (Community Health Status
Assessment 2015). Childhood obesity can lead to diabetes and other serious chronic diseases, with
consequences for both the quality and length of life and the cost of health care. Obese and overweight
children and youth are more likely to become obese and overweight adults. This health need, with its
emphasis on improving access to healthy, affordable foods and physical activity resources, represents a
significant opportunity to invest in better health outcomes for Mendocino County’s children.

Mental Health
Mental health needs and services are a significant concern in Mendocino County. Almost half (46%) of
adults surveyed indicate that mental health issues are among the most important health issues facing our
community (Community Health Survey 2015). There are complex interactions among mental health,
mental illness, the high poverty rate, unemployment and homelessness. Poor mental health can both
result from and contribute to other poor health and social conditions. The barriers to accessing timely
and appropriate mental health services contribute to crises that local emergency departments or law
enforcement must address. Community members and providers indicate that mental health services would
most likely be used when they are in the local community, financially accessible and culturally relevant.

Community Assets and Resources
As the county’s residents and organizations move toward addressing the concerns highlighted above
and/or others identified through community meetings, they can draw on many existing assets, resources,
and programs. Some were named in the Community Health Survey and Key Informant Interviews,
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including our healthy natural environment, our many engaged residents and active community
organizations, and our health care and cultural resources. The CHIP process outlined below will offer
opportunities to examine these strengths and assets vis-à-vis each of the Community Health Needs
/Priorities, to determine how they can be deployed in the action plans for each priority area.

Next Steps
The findings of the Community Health Needs Assessment (CHNA) contained in this report and its
appendices provide a great deal of information to support the selection of strategic issues for collective
impact efforts. The CHNA Planning Group recommends the three aforementioned Community Health
Needs / Priorities (Economic improvement, Childhood obesity & Mental health), as a starting point in
the discussion and prioritization of health issues and the development of a Community Health
Improvement Plan (CHIP). The final priorities and action plans were determined by determined by
participants at the Mendocino County CHIP community workshop on June 8, 2016 in Ukiah and in
subsequent meetings. Attendees to the workshop included representative from various sectors in the
community such as business owners, schools, law enforcement, education, and other non-profit
organizations working to improve the overall health of the community.
In that workshop, the group collectively decided to adopt the three priority areas recommended by the
CHNA but also added two other areas of focus for action: Childhood Trauma and Housing. Based on
discussion, the group felt all these issues are related with the three original priority areas and are also
important to be addressed for their impact in improving the overall health and wellness of the community.
While the CHIP will focus on specific arenas for collective action, there are many ways to improve
community health. All community members are encouraged to use the information provided in this
document to help enhance wellness and quality of life in Mendocino County.
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PARTICIPANTS
Key Informant Interviews/Survey Participants
County and City Government
Community Development Commission Housing
County of Mendocino Administrative Office
Mendocino County Board of Supervisors
Mendocino County Board of Supervisors
Mendocino County Farm Bureau
Ukiah City Council (ret.)

Heather Blough
Carmel Angelo
Dan Gjerde
Tom Woodhouse
Devon Jones
Benj Thomas

Health Care
Round Valley Indian Health Center

James Russ

Health and Human Services
Ford Street Project, Continuum of Care, Homeless
Mendocino Co. Health and Human Services Agency

Jacque Williams
Stacy Cryer

Law Enforcement and Courts
Superior Court of Mendocino County

Judge Ann Moorman

Nonprofits
Fort Bragg Food Bank
Leadership Mendocino
Love in Action

Nancy Severy
Heidi Dickerson
Susan Holli

Media
Ukiah Daily Journal

KC Meadows

Private Business
Anderson Logging
Factory Pipe

Mike Anderson
Ross Liberty

Local Public Health System Assessment Participants
Anderson Valley Health Center
Anderson Valley Unified School District
CAL Fire
CALSTAR
Cancer Resource Centers of Mendocino County
Chronic Disease Self-Management
Coastal Valleys Emergency Medical Services Agency
Community Foundation of Mendocino County
FIRST5 Mendocino

Mitzi Wagner, O & E
Donna Pierson-Pugh, AV Elementary Sch. Principal
Tim Pearson, Battalion Chief
Debbie Pardee, North Bay Regional Director
Sara O'Donnell, Executive Director*
Darca Nicholson, Program Leader
Jen Banks, EMS Coordinator
Susanne Norgard, CEO
Anne Molgaard, Executive Director*
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Ford Street Project
Fort Bragg Police Department
Healthy Mendocino
Healthy Mendocino and HHSA Advisory Bd.
IHSS Advisory Committee/ Advocate / Holy Child
Love in Action
Mendocino Co. Health and Human Services Agency
Mendocino Co. Health and Human Services Agency
Mendocino Co. Health and Human Services Agency
Mendocino Co. Health and Human Services Agency
Mendocino Coast Clinics
Mendocino Community Health Clinic
Mendocino Community Health Clinic
Mendocino County AIDS/Viral Hepatitis Network
Mendocino County Sheriff’s Office
Mordhorst Services Inc.
Potter Valley Youth and Community Center
REACH Air Medical Services
Redwood Children Services
Round Valley Family Resource / Wellness Center
Strategies By Design
Ukiah Valley Medical Center
Ukiah Valley Trails Group

Jacqueline Williams, Executive Director*
Fabian Lizarraga, Chief of Police
Patrice Mascolo, Coordinator
Susan Baird Kanaan, Healthy Mendocino Chair*
Elizabeth Santos, Administrator
Susan Holli, PhD, RN, Homeless Advocate
Connie Caldwell, MD, Public Health Officer
Peter Schlichting, RD, WIC Program
Sharon Convery, PHN, CA Children’s Services
Ruth Lincoln, PHN, Interim Nursing Deputy Dir.
Paula Cohen, Executive Director*
Catherine Rada, Grants Administrator
Jessica Toste, LVN, Infection Control/Disaster Prep.
Libby Guthrie, PhD, Executive Director*
Jason Caudillo, MCSO Lieutenant
Carol Mordhorst, Executive Director/Consultant
Sarah Small, FRC Coordinator
Jeff Cress, Program Manager
Camille Schraeder, Executive Director*
Gayle Zepeda, Manager
Sue Haun, MA, Consultant
Sandy O'Ferrall, Executive Assistant*
Neil Davis, RN, PHN, Director

*Mendocino County Health and Human Services Agency Advisory Board Member
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Community Asset Inventory
TYPE
Education –
Alternative
Education & Public
Schools

ORGANIZATION
Anderson Valley
Unified School
District

Fort Bragg Unified
School District

Leggett Valley
Unified School
District
Mendocino Unified
School District

Potter Valley
Community Unified
School District

Ukiah Unified School
District

ADDRESS

PHONE

WEBSITE

SERVICES

12300
Anderson
Valley Way
P.O. Box 457
Boonville, CA
95415
312 South
Lincoln Street
Fort Bragg, CA
95437

707-895-3774

http://www.avusd.k12.
ca.us/avusd/

Anderson Valley Jr. Sr High School
Anderson Valley Elementary School

707-961-2850

http://www.fbusd.us/

1 School Way
P.O. Box 186
Leggett, CA
95585
44141 Little
Lake Road
P.O. Box 1154
Mendocino,
CA 95460

707-925-6285

http://www.leggett.k12
.ca.us/

Noyo High School, Redwood
Elementary, Dana Gray Elementary,
Fort Bragg Middle School, Fort
Bragg High, Three Rivers Charter
School, Adult School
Leggett Valley, Whale Gulch

707-937-5868

http://www.mendocin
ousd.org/

10401 Main
Street
P.O. Box 219
Potter Valley,
CA 95469
511 So
Orchard Street
Ukiah, CA
95482

707-743-2101

http://www.pottervalle
yschools.us/

707-472-5000

http://www.uusd.net/p
ages/Ukiah_Unified

Greenwood Preschool, Albion
Elementary, Comptche Elementary,
Mendocino High School,
Mendocino Community High
School, Mendocino Sunrise High
School, Mendocino Alternative High
School
Potter Valley Senior High School,
Potter Valley Elementary &
Preschool, Potter Valley Junior High

Calpella Elementary, Eagle Peak
Middle, Frank Zeek Elementary,
Grace Hudson Elementary, Nokomis
Elementary, Oak Manor,
Elementary, Pomolita Middle
School, South Valley High, Ukiah
Adult School, Ukiah High School,

Ukiah Independent Study Academy,
Yokayo Elementary
Arena Union
Elementary

Laytonville Unified
School District

Willits Unified School
District

County Community
Schools

Mendocino College

TYPE

ORGANIZATION
Mendocino Works

45 Lake Street
P.O. Box 87
Point Arena,
CA 95468
150 Ramsey
Rd.
P.O. Box 868
Laytonville, CA
95454
1277 Blosser
Lane, Willits,
CA 95490

707-882-2803

http://pointarenaschoo
ls.org/aues/

(707) 984-6414

http://www.lusd.us/

Laytonville Elementary School
Spy Rock Elementary School
Laytonville High School

707-459-5314

http://www.willitsunifi
ed.com/

Brookside Elementary (TK-2),
Blosser Lane Elementary (3-5),
Baechtel Grove Middle School (6-8),
and Willits High School (9-12),
Sherwood Elementary (K-5),
Sanhedrin Continuation High (9-12),
New Horizons Independent Study
(K-12).

2240 Old River
Road
Ukiah, CA
95482
1000 Hensley
Creek Road
Ukiah, CA
95482

707-467-5155

N/A

707-468-3000

https://www.mendocin
o.edu/

Community college with additional
sites in Lakeport and Willits

ADDRESS

PHONE

WEBSITE

SERVICES

631 S Orchard
Ave s, Ukiah,
CA 95482

(707) 467-5900

Provides employment resources
and support for employment

Employment
Services

Calworks

Three
locations:
Willits: 472 E
Valley St
(formerly 221
S Lenore Ave),
Willits CA
95490
Fort Bragg:
764 S. Franklin
St.
Ft Bragg CA
95437
Ukiah: 631 S
Orchard Ave
Ukiah, CA
95482

Faith-Based
Organizations

https://www.caljobs.ca
.gov/vosnet/Default.as
px

Provides employment and training
services to TANF recipients and
applicants to find unsubsidized
employment. Clients receive
guidance and support in career
assessment, continued educational
development, skills training for
upward mobility, budget and
money management counseling
and life skills training. CalWORKs
Job Services works in collaboration
with Mendocino Works partners
and businesses in the community to
provide employment training, rapid
re-employment services, one-onone mentoring services and job
retention services.

Worship service, bible study hours,
youth ministry, celebrate recovery
12-step program for addiction,
grief, emotional distress
Worship and children’s church,
Adult Sunday school, bible study

(707) 456-3760

(707) 962-1001

(707) 463-5627
or (707) 4675500

Agape Bible Church

290 S. Lenore
Ave, Willits CA
95490

707.459.1905

http://www.agapebible
church.com/

Amazing Grace
Assembly of God

P.O. Box 489
Willits CA
95490

707.621.1323

Church of the
Nazarene

P.O. Box 219
Willits CA
95490
399 W.
Mendocino
Ave, Willits CA
95490

707.459.4270

https://www.facebook.
com/Amazing-GraceAssembly-of-God390359991112512/
http://nazarene.org/

Seventh-Day
Adventist ChurchWillits

707-459-5714

https://willits.adventist
faith.org/

Prayer requests, worship service,
Sabbath School Bible Study,
Pathfinders coeducational youth
group

St. Anthony's
Catholic Church

TYPE
TYPE

707.459.2252

http://www.santarosac
atholic.org/parishes/an
thonypadua.html

Apostles Evangelical
Lutheran Church

61 W. San
Francisco Ave,
Willits CA
95490
6251 Third St.
Calpella CA

707-376-5050

N/A

ORGANIZATION

ADDRESS

PHONE

WEBSITE

395 N. Barnes,
Ukiah CA
95482
140 N. Spring
Ukiah CA
95482
300 W. Smith
St. Ukiah CA
95482
514 W. Church
St. Ukiah CA
95482
200 Wabash
Ave. Ukiah CA
95482
640 S Orchard
Ukiah CA
95482
10501 Main
St. Potter
Valley CA
900 S. Oak St.
Ukiah CA
95482

707-468-1468

http://www.ukiahag.or
g/

Worship, Men’s ministries, Singles
ministry

707-485-1002

http://calvarychapeluki
ah.org/

Worship, bible study, prayer group

707-462-2779

http://www.firstbaptist
ukiah.org/

Worship, kids Sunday school, New
Life Preschool

707-4689235

www.fpcukiah.org

Worship, Sunday school, adult bible
study, mission trips

707-4627795

http://www.graceluthe
ranukiah.com/

Worship, vacation bible camp,
Children’s Sunday school,

707-462-8042

http://www.norcalepis
copal.org/holytrinityuki
ah
http://www.pottervalle
ybible.org/

Assembly of God
NIZATION

Calvary Chapel
First Baptist
First Presbyterian

Grace Lutheran
Church
Holy Trinity
Episcopal Church
Potter Valley Bible
Church
St. Mary of the
Angels Catholic
Church

707-743-1598

707-462-1431

https://stmaryschurchu
kiah.org/

Worship, sacraments, women’s
guild, men’s club

SERVICES

Worship, youth & children’s
ministries, bible study, outreach
and mission
Worship, sacraments,

United Methodist

TYPE
Family Support

ORGANIZATION

270 N. Pine
St. Ukiah, CA
95482

707-462-3360

http://www.ukiahumc.
org/

Worship, spiritual counseling, bible
study

ADDRESS

PHONE

WEBSITE

SERVICES

NCO Headstart

550 North
State Street
Ukiah, CA,
9548

707-462-2582

www.ncoinc.org

MCHHSA Public
Health Family and
Schools Together
Track

221 So Lenore
Ave, Ste B
Willits, CA,
95490
10 Cherry Ct
Ukiah, CA,
95482

707-456-3740

N/A

ARC Family
Information CenterFirst 5 Mendocino

1640 S State
St, Ste 16
Ukiah, CA,
95482

707-234-3300

Arbor Youth CenterRedwood
Community Services

810 N State St
Ukiah, CA,
95482

707-468-5536

Mendocino County
Health & Human
Services Agency
Social Services
Family Resource
Center

707-467-5810

www.RCS4KIDS.org/arb
or

This is a child development program
providing health, mental health,
nutrition, education, disabilities
services, and other services to
families.
This program offers early
intervention to families at risk and
children in foster care who may be
experiencing school difficulties.
This program offers classes in
parenting, encouraging families to
learn new skills to take charge of
their lives.

This program provides application
assistance for Covered California,
Medi-Cal, and Calfresh as well as a
car seat program, parenting
support, play groups, and an Early
Start Family Resource Center
focused on the South Ukiah
community though all are welcome.
This program offers free services
and support to help prepare for the
challenges of adolescence and
independence. Services may include
community connections, career
planning, education information,

Redwood
Community Services

Mendocino County
Youth Project

350 E Gobbi St
Ukiah, CA,
95482

707-472-2922

707-463-4915

www.rcs4kids.org

workforce preparation and practice,
employment resources, life-skills,
and mentoring.
This program offers specialized
therapeutic or behavioral services
to children who are directly
referred through the County Mental
Health Departments, Department
of Social Services, State Adoptions,
and private parties. Services include
individual, group, and family
therapy, rehabilitation services,
Therapeutic Behavioral Services
(TBS), and Arrowhead
Ranch/Intensive Rehab Access
Project. Services are provided
throughout the county.
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2016 CHNA approval
This community health needs assessment was adopted on October 18, 2016 by the Adventist
Health System/West Board of Directors. The final report was made widely available on December
31, 2016.

CHNA/CHP contact:
Doug Shald
Marketing & Communications Manager
Phone: 707-463-7524 Email:
shalddj@ah.org
Ukiah Valley Medical Center
Northern California Network of Adventist Health
275 Hospital Drive,
Ukiah, CA 95482

Request a copy, provide comments or view electronic copies of current and previous community
health needs assessments: https://www.adventisthealth.org/pages/about-us/communityhealth-needs-assessments.aspx
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Title 11, Cal. Admin. Code, § 999.5(d)(5)(B)
Description of Charity Care
In accordance with Title 11, California Code of Regulations, Section 999.5(d)(5)(B), a
description of the charity care provided at each of the Applicant’s health care facilities at issue in
the proposed transaction is set forth on the tables attached hereto. The charity care data and/or
information provided by the Applicant in response to this section represent its best estimate of
the charity care services provided at these facilities. Generally, all types of medically necessary
hospital services are available to charity care patients.
In addition, copies of AH’s Financial Assistance Policy (applicable to all AH affiliated
hospitals in California) are attached hereto.

Adventist Health
Clearlake Hospital, Inc.
dba
Adventist Health
Clear Lake

Adventist Health Clearlake Hospital, Inc. dba Adventist Health Clear Lake
The following table provides a five (5) year summary of the Hospital’s charity care charges and
charity care costs for fiscal years 2013 to 2017.
Charity Care Costs - Calendar Years 2013 to 2017

Total Expenses
Other Operating Revenue
Total Expenses Net of Other
Operating Revenue
Gross Charges

2013

2014

2015

2016

2017(1)

Hospital

Hospital

Hospital

Hospital

Hospital

67,413,523
912,632

68,621,050
1,419,188

73,898,020
372,717

86,830,222
1,261,846

90,387,441
3,877,804

66,500,891

67,201,862

73,525,303

85,568,376

86,509,637

208,738,126

215,392,419

224,820,629

241,825,274

246,213,040

31.86%

31.20%

32.70%

35.38%

35.14%

3,068,468

2,337,144

5,762,754

6,492,753

2,686,914

977,569

729,183

1,884,650

2,297,420

944,077

Cost to Charge Ratio
Charity Charges
Charity Cost

Source: OSHPD Financial Disclosure Reports, 2013 - 2016 and OSHPD Quarterly Reports, 2017
(1) Note: Data is based on OSHPD Quarterly reports, which reports calendar year data

The table below sets forth a breakdown of charity care costs between inpatient, outpatient, and
the emergency room, and the associated volumes.
Charity Care by Patient Department - Calendar Years 2013 to 2017
Fiscal Years
Patient Department
Charity Care
Inpatient
Outpatient
Emergency Department
Total

Associated Charity Care Volume
Inpatient
Outpatient
Emergency Department
Total

2013 - 2017

2013

2014

2015

2016

2017

Average

$ 305,278
350,908
321,382
$ 977,569

$ 211,587
271,388
246,208
$ 729,183

$ 592,242
648,889
643,519
$ 1,884,650

$ 710,933
837,938
748,549
$ 2,297,420

$ 258,983
385,631
299,463
$ 944,077

$ 415,805
498,951
451,824
$ 1,366,580

1,387
130,999
18,713
151,099

1,385
135,476
20,863
157,724

1,440
115,275
21,658
138,373

1,494
134,134
21,770
157,398

1,430
121,035
22,005
144,470

1,427
127,384
21,002
149,813

Source: Hospital Data
Note: The distribution by patient department was collected from internal client data and applied to the publicly available charity care charges, to arrive at
distributed cost of charity care and associated charity care volume.

Willits Hospital, Inc.
dba
Adventist Health
Howard Memorial

Willits Hospital, Inc., dba Adventist Health Howard Memorial
The following table provides a five (5) year summary of the Hospital’s charity care charges and
charity care costs for fiscal years 2013 to 2017.
Charity Care Costs - Fiscal Years 2013 to 2017

Total Expenses
Other Operating Revenue
Total Expenses Net of Other
Operating Revenue
Gross Charges

2013

2014

2015

2016

2017(1)

Hospital

Hospital

Hospital

Hospital

Hospital

41,865,154
726,830

45,072,426
801,192

51,569,466
603,099

60,649,609
342,536

62,050,651
1,906,463

41,138,324

44,271,234

50,966,367

60,307,073

60,144,188

119,620,272

132,960,989

145,419,145

162,232,926

177,625,321

34.39%

33.30%

35.05%

37.17%

33.86%

2,118,554

1,387,269

2,444,349

2,087,723

1,564,620

728,587

461,911

856,693

776,072

529,783

Cost to Charge Ratio
Charity Charges
Charity Cost

Source: OSHPD Financial Disclosure Reports, 2013 - 2016 and OSHPD Quarterly Reports, 2017
(1) Note: Data is based on OSHPD Quarterly reports, which reports calendar year data

The table below sets forth a breakdown of charity care costs between inpatient, outpatient, and
the emergency room, and the associated volumes.
Charity Care by Patient Department - Fiscal Years 2013 to 2017
Fiscal Years
Patient Department
Charity Care
Inpatient
Outpatient
Emergency Department
Total

Associated Charity Care Volume
Inpatient
Outpatient
Emergency Department
Total

2013 - 2017

2013

2014

2015

2016

2017

Average

$ 425,049
157,202
146,337
$ 728,587

$ 253,077
106,579
102,255
$ 461,911

$ 472,594
199,446
184,653
$ 856,693

$ 423,054
168,008
185,010
$ 776,072

$ 291,530
113,532
124,721
$ 529,783

$ 373,061
148,953
148,595
$ 670,609

1,478
23,573
8,338
33,389

1,489
25,963
8,567
36,019

1,398
31,259
11,143
43,800

1,473
38,730
13,206
53,409

1,623
40,495
14,032
56,150

1,492
32,004
11,057
44,553

Source: Hospital Data
Note: The distribution by patient department was collected from internal client data and applied to the publicly available charity care charges, to arrive at
distributed cost of charity care and associated charity care volume.

St. Helena Hospital
dba
Adventist Health
St. Helena;
dba
Adventist Health
Vallejo

St. Helena Hospital dba Adventist Health St. Helena & Adventist Health Vallejo
The following table provides a five (5) year summary of the Hospital’s charity care charges and
charity care costs for fiscal years 2013 to 2017.
Charity Care Costs - Fiscal Years 2013 to 2017
2013

2014

2015

2016

2017(1)

Hospital

Hospital

Hospital

Hospital

Hospital

Total Expenses
Other Operating Revenue
Total Expenses Net of Other
Operating Revenue

178,996,360
7,552,389

187,764,729
8,827,701

195,839,184
10,920,293

227,630,645
11,083,237

239,886,911
6,782,376

171,443,971

178,937,028

184,918,891

216,547,408

233,104,535

Gross Charges

779,352,223

848,027,085

895,817,192

1,014,018,943

999,221,801

22.00%

21.10%

20.64%

21.36%

23.33%

Charity Charges

8,284,079

3,279,602

5,730,904

5,583,508

533,247

Charity Cost

1,822,354

692,009

1,183,001

1,192,378

124,399

Cost to Charge Ratio

Source: OSHPD Financial Disclosure Reports, 2013 - 2016 and OSHPD Quarterly Reports, 2017
(1) Note: Data is based on OSHPD Quarterly reports, which reports calendar year data

The table below sets forth a breakdown of charity care costs between inpatient, outpatient, and
the emergency room, and the associated volumes.
Charity Care by Patient Department - Fiscal Years 2013 to 2017
Fiscal Years
Patient Department
Charity Care
Inpatient
Outpatient
Emergency Department
Total

Associated Charity Care Volume
Inpatient
Outpatient
Emergency Department
Total

2013 - 2017
(1)

2013

2014

2015

2016

2017

$ 1,229,851
530,866
61,636
$ 1,822,354

$ 453,061
216,933
22,014
$ 692,009

$ 800,184
342,035
40,781
$ 1,183,001

$ 815,235
340,001
37,143
$ 1,192,378

85,553
34,781
4,065
$ 124,399

$ 676,777
292,923
33,128
$ 1,002,828

7,736
87,928
6,130
101,794

7,424
85,721
6,457
99,602

7,339
95,898
7,435
110,672

8,475
94,185
7,049
109,709

7,776
59,919
8,088
75,783

7,750
84,730
7,032
99,512

$

Average

Source: Hospital Data
Note: The distribution by patient department was collected from internal client data and applied to the publicly available charity care charges, to arrive at
distributed cost of charity care and associated charity care volume.

Ukiah Adventist
Hospital
dba
Adventist Health
Ukiah Valley

Ukiah Adventist Hospital dba Adventist Health Ukiah Valley
The following table provides a five (5) year summary of the Hospital’s charity care charges and
charity care costs for fiscal years 2013 to 2017.
Charity Care Costs - Fiscal Years 2013 to 2017
2013

2014

2015

2016

2017(1)

Hospital

Hospital

Hospital

Hospital

Hospital

107,303,839
1,536,304

121,052,226
2,230,437

129,515,336
1,008,806

145,197,995
951,307

154,224,391
2,578,837

105,767,535

118,821,789

128,506,530

144,246,688

151,645,554

358,624,728

417,514,490

439,341,015

471,723,795

478,599,540

29.49%

28.46%

29.25%

30.58%

31.69%

Charity Charges

9,326,976

5,441,355

8,871,874

5,948,506

1,380,606

Charity Cost

2,750,762

1,548,573

2,595,009

1,818,972

437,449

Total Expenses
Other Operating Revenue
Total Expenses Net of Other
Operating Revenue
Gross Charges
Cost to Charge Ratio

Source: OSHPD Financial Disclosure Reports, 2013 - 2016 and OSHPD Quarterly Reports, 2017
(1) Note: Data is based on OSHPD Quarterly reports, which reports calendar year data

The table below sets forth a breakdown of charity care costs between inpatient, outpatient, and
the emergency room, and the associated volumes.
Charity Care by Patient Department - Fiscal Years 2013 to 2017
Fiscal Years
Patient Department
Charity Care
Inpatient
Outpatient
Emergency Department
Total

Associated Charity Care Volume
Inpatient
Outpatient
Emergency Department
Total

2013 - 2017
(1)

2013

2014

2015

2016

2017

Average

$ 1,049,589
1,085,808
615,364
$ 2,750,762

$ 568,863
634,348
345,361
$ 1,548,573

$ 823,571
1,241,451
529,987
$ 2,595,009

$ 557,890
899,934
361,148
$ 1,818,972

$ 162,345
274,006
1,098
$ 437,449

$ 632,452
827,110
370,592
$ 1,830,153

3,792
193,572
23,462
220,826

3,669
212,561
24,680
240,910

3,643
237,963
29,361
270,967

3,402
227,727
30,037
261,166

3,500
208,585
29,354
241,439

3,601
216,082
27,379
247,062

Source: Hospital Data
Note: The distribution by patient department was collected from internal client data and applied to the publicly available charity care charges, to arrive at
distributed cost of charity care and associated charity care volume.
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Patient Billing: Financial Assistance

PURPOSE

Adventist Health (AH) facilities exist to serve patients. They are built on a team of dedicated health care
professionals – physicians, nurses and other health care professionals, management, trustees, and
volunteers. Collectively, these individuals protect the health of their communities. Their ability to serve well
requires a relationship with their communities built on trust and compassion. Through mutual trust and
goodwill, Adventist Health and patients will be able to meet their responsibilities. These principles and
guidelines are intended to strengthen that relationship and to reassure patients, regardless of their ability
to pay, of AH’s commitment to caring.
The purpose of this policy is to enact and ensure a fair, non-discriminatory, consistent, and uniform method
for the review and completion of charitable emergency and other Medically Necessary care for individuals
of our community who may be in need of Financial Assistance.
It is the intent of this policy to comply with all federal, state, and local regulations.
II.

DEFINITIONS

Allowable Medical Expenses: Total Family Members’ medical expenses that would be deductible for federal
income tax purposes without regard to whether the expenses exceed the medical expense deduction allowed
by the IRS. Paid and unpaid bills may be included.
Amount Generally Billed (AGB): The charge amount generally collected from individuals who have insurance
covering such care at AH. The method used to calculate the AGB is a historical look-back method based
on actual paid claims for Medicare fee-for-service together with all private health insurers, including portions
paid by insured individuals.
Billed Charges: Charges for services by AH as published in the charge description master (CDM).
Charity Care: Full charity or free care is provided when the patient is not expected to pay or pay only a
nominal amount of the Billed Charges.
Discounted Care: Facility determines that the patient does not qualify for Charity Care, but is eligible for a
discount and is expected to pay only a portion of Billed Charges.
Emergency Medical Care: Refers to Emergency Services and Care as defined in the AH policy in
“compliance with the Emergency Medical Treatment and Labor Act (EMTALA).”
Essential Living Expenses (ELE): Any of the following: rent or house payment and maintenance, food and
household supplies, utilities and telephone, clothing, medical and dental payments, insurance, school or
child care, child or spousal support, transportation and auto expenses - including insurance, gas, and repairs,
installment payments, laundry and cleaning, and other extraordinary expenses.
Family Members: Family Members of persons 18 years and older include spouse, domestic partner as
defined by the state where the facility is licensed, and dependent children under 21 years, whether living at
home or not. Family Members of persons under 18 years include parents, caretaker relatives and other
children less than 21 years of age of the parent or caretaker relative, whether living at home or not.
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Federal Income Tax Return: The form which is submitted to the IRS for purpose of reporting taxable income.
The form must be a copy of the signed and dated form submitted to the IRS.
Federal Poverty Level (FPL): The income level set by the federal government that establishes households
living above or below defined poverty or subsistence annual incomes.
Financial Assistance: An AH program that will prospectively or retroactively reduce the amount owed by an
Uninsured Patient or Underinsured Patient for AH Billed Charges.
High Medical Costs: Defined as any of the following: a) annual Out-of-Pocket Costs incurred by the individual
at the facility that exceed ten percent (10%) of the patient’s family income in the prior 12 months; OR b)
annual Out-of-Pocket expenses that exceed ten percent (10%) of the patient’s family income, if the patient
provides documentation of the patient’s medical expenses paid by the patient or the patient’s family in the
prior 12 months.
Household Income: Income of all Family Members who reside in the same household as the patient, or at
the address the patient uses on tax returns or other government documents as the home address.
Limited English Proficiency (LEP) group: A group that constitutes the lesser of 1,000 individuals or five
percent (5%) of the community served by the facility, or the populations likely to be affected or encountered
by the facility. The facility may use any reasonable method to determine the number or percentage of LEP
patients likely affected or encountered by the facility.
Medically Necessary: A service is “medically necessary” or a “medical necessity” when it is reasonable and
necessary to protect life, to prevent significant illness or significant disability, or to alleviate severe pain. See
California Welfare & Institutions Code §14059.5.
Out-of-Pocket Costs: Costs which the patient pays from personal funds.
Patient Financial Services (PFS): AH department responsible for billing, collection, and payment processing.
Payment Plan: Plan that sets a series of payments over a period of time to satisfy the patient-owed amounts
of AH Billed Charges. Monthly payments are not more than ten percent (10%) of a patient’s family income
for a month, excluding deductions for Essential Living Expenses.
Qualifying Assets: Monetary assets that are counted toward the patient’s income in determining if the patient
will meet the income eligibility for the program. For purposes of this policy, “Qualifying Assets”: 1) include
50% of the patient’s monetary assets in excess of $10,000, including cash, stocks, bonds, savings accounts,
or other bank accounts; 2) exclude IRS qualified retirement plans, such as IRAs, 401(k) or 403(b) retirement
accounts, or deferred-compensation plans; 3) exclude certain real property or tangible assets (primary
residences, automobiles, etc.; however, additional residences in excess of a single primary residence and
recreational vehicles may be included).
Qualifying Patient: Patient who meets the financial qualifications for the Financial Assistance program as
defined in Section III.C.
Self-Pay Liability: Any balance due when the financially responsible party is the patient or the patient’s
guarantor (not a third-party payer).
Third-party Insurance: An entity (corporation, company health plan or trust, automobile medical pay benefit,
workers’ compensation, etc.) other than the patient that will pay all or a portion of the patient’s medical bills.
Uninsured Patient: A patient who does not have third-party insurance from a health insurer, health care
service plan, Medicare or Medicaid, and whose injury is not a compensable injury for purposes of workers’
compensation, automobile insurance, or other insurance as determined and documented by the facility.
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Underinsured Patient A patient who has some level of Third-party insurance or assistance but still has Outof-Pocket Costs that exceed the patient’s financial abilities
III.

POLICY

AH is committed to providing Financial Assistance to patients who have sought Emergency Medical Care or
Medically Necessary care but have limited or no means to pay for that care. Financial Assistance refers to
what is commonly known as Charity Care and Discounted Care. AH will provide, without discrimination,
Emergency Medical Care or Medically Necessary care as defined in this policy, to individuals regardless of
their ability to pay, their eligibility under this policy, or eligibility for government assistance.
Accordingly, this written policy:
•
•
•
•
•

Includes eligibility criteria for Financial Assistance – Charity (free) and Discounted (partial charity)
Care;
Describes the basis for calculating amounts charged to patients eligible for Financial Assistance
under this policy;
Describes the method by which patients may apply for Financial Assistance;
Describes how the facility will widely publicize the policy within the community served by the facility;
and
Limits the amounts the facility will charge for Emergency Medical Care or other Medically Necessary
care provided to individuals eligible for Financial Assistance to an amount equal to or below the
Amount Generally Billed (received by) the facility

Charity is not considered to be a substitute for personal responsibility. Patients are expected to cooperate
with the facility’s procedures for obtaining charity or other forms of payment or Financial Assistance, and to
contribute to the cost of their care based on their individual ability to pay. Individuals with the financial
capacity to purchase health insurance will be encouraged to do so, as a means of assuring access to health
care services for their overall personal health and for the protection of their individual assets.
A. Qualifying Care Under This Policy
This policy shall apply to any Emergency Medical Care or other Medically Necessary care provided at AH
owned and operated, facilities listed in Appendix A. AH facilities that provide billing services for emergency
room physicians are required to treat the physician charges in the same manner as the facility charges
relevant to charity and uninsured discount procedures.
Emergency room physicians who provide emergency medical services in a general acute care facility are
excluded from this policy unless listed as a “Covered Provider” in the documentation from Appendix C. These
physicians should, and in California are required to, have their own Financial Assistance policies to limit
expected payment from eligible patients that are uninsured or have High Medical Costs who are at or below
350% of the Federal Poverty Level. Patients who are uninsured or have High Medical Costs and income at
or below 350% of the Federal Poverty Level and receive a bill from an emergency room physician should
contact that physician’s office and inquire about their Financial Assistance policy.
B. Communication of Financial Assistance
Adventist Health provides notice of the availability of Financial Assistance by various means, which may
include, but are not limited to, the publication of posted, conspicuous notices in emergency rooms, in the
Conditions of Registration form, in admitting and registration areas, in facility Patient Financial Services,
and other public places as the facility may elect. One post-discharge billing statement will include standard
language informing patients they may request financial screening to determine eligibility for Financial
Assistance and how the request may be made. At no cost to the patient, the facility shall publish and
widely publicize a plain language summary of this Financial Assistance policy and the policy itself on the
facility website, in brochures, by mail and at other places within the community served by the facility as the
facility may elect. Such notices and summary information shall be provided in the primary languages of the
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patient when the patient is identified as being within a Limited English Proficiency (LEP) group. In addition
to the above, AH provides individual notice of Financial Assistance availability to any patient who may be
at risk of meeting their financial responsibility. Referral of patients for Financial Assistance may be made
by any member of the facility staff or medical staff. A request for charity may be made by the patient or his
or her guardian or family member, subject to applicable privacy laws.
Individuals can receive information about the Financial Assistance policy, free of charge, by calling
1-844-827-5047 or writing to:
Adventist Health
ATTN: Financial Assistance
PO Box 619122
Roseville, CA 95661
C. Eligibility for Financial Assistance
Eligibility for Financial Assistance will be considered for those individuals who are uninsured and
underinsured with High Medical Costs and who are unable to pay for their care, based upon a determination
of financial need in accordance with this policy. Any decisions made under this policy, including the decision
to grant or deny Financial Assistance, shall be based on an individualized determination of financial need,
and shall not take into account race, color, national origin, citizenship, religion, creed, gender, sexual
preference, age, or disability.
Medicaid Share of Cost (SOC) amounts are not eligible for Financial Assistance, as the SOC is determined
by the state to be an amount the patient must pay before the patient is eligible for Medicaid
A patient may qualify for Financial Assistance under this policy if they meet one of the following guidelines
based on income or expenses.
1. Income. A patient is eligible to receive Charity or Discounted Care based on income under this
policy if Household Income (as defined in policy) is at or below 400% of the FPL.
2. Expenses. Patients not eligible based on income may be eligible for Financial Assistance through an
exception-based review if their Allowable Medical Expenses have depleted the family’s income and
resources so that they are unable to pay for eligible services. The following two qualifications must
both apply:
a. Expenses: The patient’s Allowable Medical Expenses must be greater than 50% of the
Household Income.
b. Resources: The patient’s excess medical expenses (the amount by which Allowable Medical
Expenses exceed 50% of the Household Income) must be greater than available Qualifying
Assets
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Charity Care: In determining eligibility for Charity Care, also known as free care, Household Income
and Qualifying Assets do not exceed an amount equal to 200% of the Federal Poverty Level.
Emergency and Medically Necessary Care
Uninsured Patients
Family Income
200% or less of the Federal Poverty Level

Amounts Charged
Zero

Discounted Care: In determining eligibility for Discounted Care, documentation of income shall include
recent pay stubs or income tax returns.

Emergency and Medically Necessary Care
Uninsured Patients
Family income

Amounts Charged

> 200% to 300% of the Federal Poverty Level
>300% to 400% of the Federal Poverty Level
>400% of the Federal Poverty Level

50% of the Amount Generally Billed
75% of the Amount Generally Billed
Not covered under the Financial Assistance Policy,
refer to the Uninsured Discount Policy

Patients with Commercial Insurance or non-Contracted Managed Care plans & High Medical Costs
Family Income
400% or less of the Federal Poverty Level

>400% of the Federal Poverty Level

Amounts Charged
The amount that would be allowed by the Amount
Generally Billed for the same service LESS the
amount paid by the patient’s insurer. If the insurer
paid an amount equal to or greater than the
Amount Generally Billed, patient liability is zero.
Not covered under the Financial Assistance Policy,
the patient is responsible for their Self-Pay Liability
amount

Non-Emergency and non-Medically Necessary Care
Uninsured Patients
Family income

Amounts Charged

200% or less of the Federal Poverty Level

50% of the Amount Generally Billed

>200% to 400% of the Federal Poverty Level
>400% of the Federal Poverty Level

100% of the Amount Generally Billed
Not covered under the Financial Assistance Policy,
refer to the Uninsured Discount Policy

Patients with Commercial Insurance or non-Contracted Managed Care plans & High Medical Costs
Family Income
350% or less of the Federal Poverty Level

Patient Liability
The amount that would be allowed by the Amount
Generally Billed for the same service LESS the
amount paid by the patient’s insurer. If the insurer
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paid an amount equal to or greater than the
Amount Generally Billed, patient liability is zero.
Not covered under the Financial Assistance Policy;
the patient is responsible for their Self-Pay Liability
amount

D. Method by Which Patients May Apply for Financial Assistance
1. In order to qualify for Financial Assistance under this Policy, a patient or guarantor must:
a. Cooperate with AH in identifying and determining alternative sources of payment or coverage
from public and private payment programs;
b. Submit a true, accurate and complete confidential Financial Assistance application within 240
days of the first post-discharge billing statement;
b. AH staff members including financial counselors and Patient Financial Services staff can assist
individuals who request or require assistance to complete an application;
c. Provide a copy of patient’s or guarantor’s most recent pay stub (or certify that he or she is
currently unemployed);
d. Provide a copy of patient’s or guarantor’s most recent Federal Income Tax Return (including all
schedules); and
e. Provide such documents and information regarding patient’s or guarantors’ monetary assets as
may be reasonably requested by AH.
2. If the patient has Third-party insurance that would have covered the qualifying services, the patient
or guarantor is responsible for complying with the conditions of coverage for their health insurance.
Failure to do so, when the patient could have reasonably complied, may result in a denial of eligibility
under the Financial Assistance program.
3. An uncooperative patient is any patient or guarantor who is unwilling to disclose the necessary
financial information as requested for Medicaid and/or Financial Assistance determination during the
application process. Uncooperative patients or guarantors will be notified in writing that unless they
comply and provide information, no further consideration will be given for Financial Assistance
processing and standard A/R follow-up will commence.
4. AH values of human dignity and stewardship shall be reflected in the application process, financial
need determination, and granting of Financial Assistance.
5. AH shall not use any information submitted by a patient regarding the patient’s monetary assets in
connection with his or her application for any collection activities of AH. Information provided by the
patient regarding the patient’s monetary assets will only be used for the determination of whether or
not such patient qualifies for Financial Assistance under this policy.
E. Eligibility for Other Government Programs
The facility shall make all reasonable efforts to obtain from the patient or his or her representative information
about whether private or public health insurance or sponsorship may fully or partially cover the charges for
care rendered to a patient, including but not limited to, any of the following:
1. Private health insurance, including coverage offered through the Health Benefit Exchange;
2. Medicare; or
3. The Medicaid program, the Healthy Families Program, the Children’s Services program, or other
state-funded programs designed to provide health coverage.
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If a patient applies, or has a pending application, for another health coverage program at the same time that
he or she applies for a facility Financial Assistance program, neither application shall preclude eligibility for
the other program.
F. Presumptive Financial Assistance Eligibility
On an individual patient basis, the staff or management member of Patient Financial Services will complete
an internal Financial Assistance application to include a full explanation of:
1. The reason the patient or patient’s guarantor cannot apply on his/her own behalf, and the patient’s
documented extenuating medical or socio-economic circumstances that preclude the patient or
patient’s guarantor from completing the application.
2. AH may also assign accounts to presumptive Charity Care eligibility, without a Financial Assistance
application submitted by the patient, based on predetermined criteria collected from approved
sources. These criteria include:
a. The patient having documented in his/her medical record as being homeless or verification
received through AH or a family member that the patient is expired with no known estate or
currently incarcerated; OR
b. The patient qualifies for a public benefit program including Social Security, Unemployment
Insurance Benefits, Medicaid, County Indigent Health, AFDC, Food Stamps, WIC, or other
similar indigence-related programs with eligibility requirements that reasonably meet the
qualifications for the AH Financial Assistance program; OR
c.

After normal collection efforts have not produced any payment and the patient has been unable
to complete a Financial Assistance application, or comply with requests for documentation, or
is otherwise nonresponsive to the application process the account will be screened for
presumptive eligibility using demographic software. As a result, these accounts may be
screened for the patient’s qualification for Financial Assistance without completing the formal
assistance application. Under these circumstances, an AH facility will utilize other sources of
information to make an individual assessment of financial need. This information will enable AH
to make an informed decision on the financial need of nonresponsive patients utilizing the best
estimates available in the absence of information provided directly by the patient.
AH facilities will utilize a third-party to conduct an electronic review of patient information to
assess financial need. This review utilizes a healthcare industry-recognized model that is based
on public record databases. This predictive model incorporates public record data to calculate
a socio-economic and financial capacity score that includes estimates for income, assets and
liquidity. The electronic technology is designed to assess each patient to the same standards
as the traditional application process.
The electronic technology will be deployed prior to bad debt assignment after all other eligibility
and payment sources have been exhausted. This allows AH facilities to screen all patients for
financial assistance prior to pursuing any extraordinary collection actions. The data returned
from this electronic eligibility review will constitute adequate documentation of financial need to
qualify at 200% FPL or less for retrospective dates only.
Patient accounts granted presumptive eligibility will be reclassified under the Financial
Assistance policy. They will not be sent to collection, will not be subject to further collection
actions, will not be notified of their qualification and will not be included in the facility’s bad debt
expense.

G. Eligibility Period
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If a patient qualifies for Charity Care or Discounted Care for a specific eligible service or facility stay, a
retroactive Financial Assistance discount will be applied to all patient balances for eligible services prior to
the application approval date. Also, any eligible services for an additional 180 days after the approval date
of an application will qualify for a Financial Assistance discount. For any services that occur 180 days after
the application approval date, the patient must submit a new application to be considered for Financial
Assistance for that episode of care.
H. Refund of Amounts Previously Paid
In the event a patient pays all or part of his or her bill for services rendered, and is subsequently determined
to qualify for Charity Care or Discounted Care under this policy, AH shall promptly refund to the patient the
amount of any such overpayment made to AH.
I.

Appeal Regarding Application of this Policy

In the event any patient believes his or her application for Financial Assistance was not properly considered
in accordance with this policy, or he or she otherwise disagrees with the application of this policy in his or
her case, a patient may submit a written request for reconsideration to the Chief Financial Officer (CFO) of
the AH facility where the eligible services were rendered who shall be the final level of appeal.
J. Billing and Collection
AH facilities will follow standard procedures for assignment to collection agencies including levels of
authorization. Collection agency contracts will define the agencies’ scope of practices that includes collection
practices within this policy as well as a requirement to report to an AH facility when a patient indicates that they
are financially unable to pay their bill.
Before commencing any collection activity against a patient, the facility must provide a plain language summary
of the patient’s rights. The summary language will be sufficient if it appears in substantially the following form:
“State and federal law require debt collectors to treat you fairly and prohibit debt collectors from
making false statements or threats of violence, using obscene or profane language, and making
improper communications with third parties, including your employer. Except under unusual
circumstances, debt collectors may not contact you before 8:00 a.m. or after 9:00 p.m. In
general, a debt collector may contact another person to confirm your location or to enforce a
judgment. For more information about debt collection activities, you may contact the Federal
Trade Commission by telephone at 1-877-FTC-HELP (382-4357) or online at www.ftc.gov.”
The facility must also include a statement that nonprofit credit counseling services may be available in the area.
The above wording will be incorporated into a data mailer attachment and be included in the initial data mailer
for all patient liabilities.
AH facilities will halt collection efforts from a patient or guarantor while they are in the process of applying for
government assistance programs, such as Medicaid, which includes any time necessary to appeal an eligibility
determination. When the facility determines the individual is not eligible for coverage for which they have
applied or failed to cooperate, then collection efforts can continue. Any failure to meet eligibility requirements
or failure to cooperate must be thoroughly documented.
Upon submission of a Financial Assistance application for a patient or guarantor, all collection activity will
cease until a determination has been made and the patient is notified of that determination. The
determination must be communicated to the patient by sending the letter found in Exhibit B (English or in a
Limited English Proficiency language that meets definition).
In cases where the patient or the patient’s guarantor is approved for Charity Care under the Financial
Assistance program, then all collection efforts will cease and reasonable efforts must be made to reverse
any extraordinary collection actions taken against the patient or the patient’s guarantor.
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In cases where the patient or the patient’s guarantor is approved for Discounted Care with a liability under
the Financial Assistance program, the facility may negotiate a reasonable monthly Payment Plan when
requested to do so by the patient or guarantor with the patient or guarantor and will not send unpaid bills to
outside collection agencies, and will cease any extraordinary collection actions. Any extended Payment
Plan agreed to by the facility to assist patients eligible under the facilities’ Financial Assistance policy shall
be interest free. Extended Payment Plans may be declared inoperative when the patient or guarantor fails
to make all consecutive payments due during a 90-day period. Before declaring the agreement inoperative,
the facility or collection agency will make a reasonable attempt to contact the patient by phone and, to give
notice in writing, that the extended Payment Plan may become inoperative, and of the opportunity to
renegotiate the extended Payment Plan. Before the facility can declare the extended Payment Plan
inoperative, they must attempt to renegotiate the terms of the defaulted extended Payment Plan, if requested
by the patient or their guarantor. Neither the facility nor the collection agency may report adverse information
to a credit-reporting bureau before the extended Payment Plan has been declared inoperative.
AH facilities and collection agencies will not engage in any extraordinary collection actions such as wage
garnishments, selling the debt, reporting debt to credit bureau(s), requiring payment prior to delivery of care,
liens on primary residences, or other legal actions for any patient, within 241 days of the first post-discharge
patient billing statement .
The facility and collection agencies will make reasonable efforts to notify the patient prior to engaging in any
extraordinary collection actions. Reasonable actions include providing written notice of the Financial
Assistance policy, providing a written Plain Language Summary, identifying and notifying of the specific
extraordinary collection action in writing that will be performed, and making reasonable efforts to verbally
notify the patient or guarantor. All of these actions are required to take place at least 30 days prior to
performing any extraordinary collection actions to allow reasonable time to respond to the notice.
In those cases where the collection agency has an indication the patient or guarantor has the ability to pay
for the medical services received but is refusing to do so, the agency may be permitted to take legal action
to collect the unpaid balance as long as it is not within 240 days of the first post-discharge billing statement.
When the agency has determined that legal action is appropriate and criteria for extraordinary collection
actions have been met, the agency must forward an individual written request to the facility’s CFO for
approval prior to taking any legal action. The request must include all the particulars of the encounter
including a copy of the agency’s documentation that led them to believe that the patient or guarantor has
the ability to pay for the services. The facility CFO must approve each individual legal action in writing.
This authority may not be delegated by the CFO. Facilities must maintain a permanent copy of the signed
authorization for legal action and there must be a notation in the electronic PFS patient account notes. In
no case will the agency be allowed to file a legal action as a last resort to motivate the patient to pay when
they have no information as to the patient or guarantors financial means.
K. Patient/Family Education
Provided through publication of this policy on the AH website, direct education from financial counselors,
and posted information as outlined in this policy (Section III.B.).

L. Documentation
Confidential Financial Assistance application (See Exhibit A to this policy.)
M. List of Covered Providers
The list of Covered and Noncovered providers, in Appendix C of this policy, who deliver
Emergency Medical Care and other Medically Necessary care within the facility will be maintained
at least quarterly, and made available using methods described in the section III.B. of this policy.
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N. Financial Assistance Standard Procedures
The facility will adhere to standard internal procedures to administer the Financial Assistance policy that
are maintained in a separate Financial Assistance procedures document published by AH.
O. Authorized Body
Adventist Health Legal Board of Directors is the authorized body to approve this policy and any
subsequent changes to this policy.
AUTHOR: Patient Financial Services
APPROVED: Revenue Cycle Governance 9/18/2015; Exec Cabinet 12/1/2014; Board Approved 12/15/2015
EFFECTIVE DATE: 12/29/2015
REVIEWED: 11/12/14; REVISION: 12/21/09, 1/25/11, 6/3/2011, 1/27/11, 5/13/13, 2/3/14, Nov 2014 (SB1276), 1/22/15 (revised
FPL); 12/17/2015 (501(r)); 4/19/17 (revised PFS); 3/1/18 (revised FPL & AGB rates)
DISTRIBUTION: PFS Directors, CFOs
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EXHIBIT A

Patient Name_________________________

Facility:_________________ DOS: ___________________

Patient Number_______________________

Confidential Financial Statement (Application)
RESPONSIBLE PARTY
Marital Status
Social Security Number

Name
Street Address, City, State, Zip

How long at this address

Home Phone

Employers Name and Address (If Unemployed –How Long)
Position / Title

Business Phone

Monthly income – Gross

Monthly income - Net

Length of current employment

SPOUSE
Name

Social Security Number

Employer Name and Address

Business Phone

Position / Title

Monthly income – Gross

Monthly income – Net

Length of current employment

DEPENDENTS
Name & Year of Birth of all dependents in
household
Dividends, Interest
Public Assistance / Food Stamps
Social Security
Unemployment Compensation

$
$
$
$

Workers’ Compensation
Savings

$
$

Mortgage / Rent Payment:
Own Home? (Yes/No)
Food
Utilities:
Electric
Gas

$

Total Number of
Do Any Other Persons Contribute? If Yes, Amount:
dependents in household____
Yes/No _________ Amount ______________
INCOME PER MONTH & ASSETS
Child Support / Alimony
$
Rental Income
$

Balance:
$
$
$
$

$

Grants
IRA

$
$

Other

$

EXPENSES PER MONTH
Medical / Dental
Doctor – Name
Doctor – Name
Doctor – Name
Credit Cards:
Visa

$
$
$

Limit

$
$
$

Limit
Limit
Limit

$
$
$

Water / Sewer
Trash
Phone

$
$
$

Mastercard
Discover
Other

Cable

$

Installment Loans

$

$
$

Child Support
Miscellaneous Expenses

$
$

Auto Payments
Auto Expenses
Insurance:
Auto Premium
Life Insurance

$
$

Health Insurance
$
OFFICE USE ONLY
Gross income_________________________
Net income___________________________
Total Expenses________________________
Total Net income(loss)__________________

To my knowledge the information provided above is true.

________________________________
PATIENT/GUARANTOR SIGNATURE

_____________
DATE
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EXHIBIT B
Facility Name
Facility Address
Facility Phone

Date

Guarantor Name
Guarantor Address
RE:

Account Number:
Patient Name:
Dates of Service:
Account Balance:






Your account has been reviewed for possible charity assistance. After review of all of your
submitted financial documentation it has been determined you do meet eligibility guidelines for full
charity assistance on this account.
Your account has been reviewed for possible charity assistance. After review of all of your
submitted financial documentation it has been determined you do not meet eligibility guidelines
for full charity assistance on this account.
Your account has been reviewed for possible charity assistance. After review of all of your
submitted financial documentation it has been determined you meet eligibility guidelines for
partial charity assistance on this account. (account balance) is the remaining portion, which is
your responsibility to pay.

If you believe this decision is in error, you have the right to submit an appeal. Your appeal must be made
in writing, addressed to the Patient Financial Services Director and mailed to the address on this letter.
If you have any questions, please feel free to contact us at (facility phone) during normal business hours.

Patient Financial Services Department
Facility Name
Facility Phone Number
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EXHIBIT C
2018 FEDERAL POVERTY LEVELs (FPL)

Persons in family

48 Contiguous
States
and the District of
Columbia

1
2
3
4
5
6
7
8
For each additional
person, add
http://www.aspe.hhs.gov/poverty/

Alaska

Hawaii

$12,140
16,460
20,780
25,100
29,420
33,740
38,060
42,380

$15,180
20,580
25,980
31,380
36,780
42,180
47,580
52,980

$13,960
18,930
23,900
28,870
33,840
38,810
43,780
48,750

4,320

5,400

4,970
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COVERED FACILITY LIST
List of Adventist Health facilities covered under this policy:
Doing Business As (DBA)
Adventist Health Hanford
Adventist Medical Center - Portland
Adventist Health Reedley
Adventist Health Tehachapi Valley
Adventist Health Selma
Adventist Health Castle
Adventist Health Feather River
Adventist Health Glendale
Adventist Health Howard Memorial
Adventist Health Lodi Memorial
Adventist Health Clear Lake
Adventist Health St. Helena
Adventist Health Vallejo
Adventist Health Bakersfield
Adventist Health Simi Valley
Adventist Health Sonora
Tillamook Regional Medical Center
Adventist Health Ukiah Valley
Adventist Health White Memorial
Adventist Health Physicians Network
Western Health Resources
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APPENDIX B
Amount Generally Billed (AGB) for facilities in California:
AGB Table #1
The method used to calculate the AGB is a historical look-back method based on actual paid claims for
Medicare fee-for-service, including portions paid by insured individuals. A single average percentage of
gross charges, or multiple percentages for separate categories of care or separate items or services. The
AGB rate will be updated annually on January 1st of each year and implemented within 120 days of any
AGB rate change

Facility

Service

Effective

AGB Rate

Adventist Health
Hanford

All Services

3/1/2018

25%

Adventist Health
Selma

All Services

3/1/2018

25%

Adventist Health
Reedley

All Services

3/1/2018

11%

Adventist Health
Tehachapi Valley

All Services

3/1/2018

38%

Adventist Health
Feather River

All Services

3/1/2018

13%

Adventist Health
Glendale

All Services

3/1/2018

18%

Adventist Health
Howard Memorial

All Services

3/1/2018

35%

Adventist Health
Lodi Memorial

All Services

3/1/2018

12%

Adventist Health
Clear Lake

All Services

3/1/2018

30%

Adventist Health
St. Helena

All Services

3/1/2018

15%
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Adventist Health
Vallejo

All Services

3/1/2018

15%

Adventist Health
Bakersfield

All Services

3/1/2018

17%

Adventist Health
Simi Valley

All Services

3/1/2018

15%

Adventist Health
Sonora

All Services

3/1/2018

22%

Adventist Health
Ukiah Valley

All Services

3/1/2018

18%

Adventist Health
White Memorial

All Services

3/1/2018

20%
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Amount Generally Billed (AGB) for facilities in Oregon, Washington and Hawaii:
AGB Table #2
The method used to calculate the AGB is a historical look-back method based on actual paid claims for
Medicare fee-for-service together with all private health insurers, including portions paid by insured
individuals. A single average percentage of gross charges, or multiple percentages for separate
categories of care or separate items or services. The AGB rate will be updated annually on January 1st of
each year and implemented within 120 days of any AGB rate change.

Facility

Service

Effective

AGB Rate

Adventist Medical
Center - Portland

All Services

3/1/2018

29%

Adventist Health
Castle

All Services

3/1/2018

38%

Tillamook Regional
Medical Center

All Services

3/1/2018

46%

AGB Table #3
The method used to calculate the AGB is a historical look-back method based on actual paid claims for
Medicare fee-for-service, including portions paid by insured individuals. A single average percentage of
gross charges, or multiple percentages for separate categories of care or separate items or services. The
AGB rate will be updated annually on January 1st of each year and implemented within 120 days of any
AGB rate change.

Facility

Service

Effective

AGB Rate

Adventist Health
Physician Network

All Services

3/1/2018

30%

Western Health
Resources

All Services

3/1/2018

74%
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APPENDIX C
Covered and Noncovered Physicians List
The list of Covered and Noncovered Physicians within the facility who are covered under this
policy who provide Emergency Medical Care or other Medically Necessary care in the facility is
maintained in a supplemental document called “PFS-112 Financial Assistance Covered and
Noncovered Physicians List”. This list is updated quarterly and is published on the website and
provided in writing with the policy.
Below is a list of facilities included within this supplemental document:
Doing Business As (DBA)
Adventist Health Hanford
Adventist Health Selma
Adventist Medical Center - Portland
Adventist Health Reedley
Adventist Health Tehachapi Valley
Adventist Health Castle
Adventist Health Feather River
Adventist Health Glendale
Adventist Health Howard Memorial
Adventist Health Lodi Memorial
Adventist Health Clear Lake
Adventist Health St. Helena
Adventist Health Vallejo
Adventist Health Bakersfield
Adventist Health Simi Valley
Adventist Health Sonora
Tillamook Regional Medical Center
Adventist Health Ukiah Valley
Adventist Health White Memorial
Adventist Health Physicians Network
Western Health Resources
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POLICY: UNINSURED PATIENT DISCOUNTS
POLICY SUMMARY/INTENT:
Each Adventist Health facility will offer a discount to uninsured patients, regardless of their ability to pay.
It is the intent of Adventist Health to provide clear guidance to member facilities regarding uninsured patient
discounts. This policy is mandated at all Adventist Health facilities. It is the intent of this policy to comply
with all existing State and Federal regulations. If any future conflict arises, State and Federal regulations
supercede this policy.
BACKGROUND:
The California Hospital Association has promulgated the “CHA Voluntary Guidelines for Billing of Low
Income, Uninsured Patients.” Those guidelines are not mandatory but Adventist Health wishes to comply
to the fullest extent possible. One of those guidelines states, “Absent any regulatory prohibition, each hospital
should limit expected payments from these patients eligible for financial assistance to amounts that do not exceed
the payment the hospital would receive from Medicare, other government-sponsored health programs, or as
otherwise deemed appropriate by the hospital.” While this guideline has already been met with the

implementation of Corporate Policies PFS – 112, it is the desire of Adventist Health to further assist ALL
self pay patients (not just low income) by providing automatic, self pay discounts which are not contingent
upon their ability to pay.

POLICY: COMPLIANCE – KEY ELEMENTS
Each Adventist Health facility will offer a discount to uninsured patients. All uninsured patients will receive these
discounts regardless of their income level or other factors.
The Uninsured Patient Discount rates will take the form of a percentage discount from gross charges. The
method used to calculate this percentage is a historical look-back method based on actual paid claims for
Medicare fee-for-service together with all private health insurers, including portions paid by insured individuals.
A single average percentage of gross charge or multiple percentages for separate categories of care or
separate items or services. These rates will be calculated at least once annually by Corporate Reimbursement
department and the rates will be listed in Appendix A “Uninsured Patient Discount Rates” of this policy. Each
facility will work with Corporate Reimbursement to define separate categories of care or separate items or
services for their specific facility. Documentation will be retained by the Corporate Reimbursement department,
which demonstrates how the rates were developed. Each January, Corporate Executive Cabinet will review
Uninsured Patient Discount rates established for all Adventist Health facilities. On a ministry by ministry basis
the discount can be the Amount Generally Billed or a lower amount with local CEO/CFO and regional CFO
email approval.
These discounted self-pay rates for the uninsured are not intended to replace or change any package pricing
arrangements. Package pricing arrangements for specific types of services and under specific terms may take
precedent over these self-pay discounts, so long as they comply with the above minimum discount.
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At the time of final bill, all uninsured patient accounts will be reduced to the self pay discount rate. The patient
shall only be billed at the self-pay discount rate or other packaged rate. Unlike packaged pricing rates, self-pay
discounts are not contingent upon payment.
If, at any time during either the registration or collection process the patient indicates an inability to pay even the
lower self-pay discount rate, the patient shall be screened for financial assistance, and Corporate Patient Billing;
Financial Assistance policy will prevail. In those cases where the patient has proven eligibility for financial
assistance, the self-pay discount will be reversed and a charity adjustment will be offered.
If, at a later date, the patient provides third party coverage information or subsequently becomes eligible for any
third party coverage, the self pay discount will be reversed and total charges will be billed to the third party payer.
Conversely, if at any time in the follow up and collection process it is determined that a patient who was thought
to have third party coverage was not actually covered, the patient account shall be changed to “self pay” and the
self-pay discount shall be applied.
AUTHOR: Corporate Patient Financial Services
APPROVED: Revenue Cycle Governance 9/18/15; Executive Cabinet 12/1/15: Board Approved 12/15/15
EFFECTIVE DATE: 6-1-00
DISTRIBUTION: AHEC, CFOs, Patient Financial Services Departments
REVISION: 6/25/04, 1/27/06, 12/16/15, 4/19/17, 3/1/18
REVIEWED:
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APPENDIX A
Uninsured Patient Discount Rates for facilities in California:
UPDR Table #1
The method used to calculate the Uninsured Patient Discount Rates is a historical look-back method
based on actual paid claims for Medicare fee-for-service, including portions paid by insured individuals. A
single average percentage of gross charge or multiple percentages for separate categories of care or
separate items or services. The UPDR rate will be updated at least once annually each year.

Facility

Service

Effective

AGB Rate

Adventist Health
Hanford

All Services

3/1/2018

25%

Adventist Health
Selma

All Services

3/1/2018

25%

Adventist Health
Reedley

All Services

3/1/2018

11%

Adventist Health
Tehachapi Valley

All Services

3/1/2018

38%

Adventist Health
Feather River

All Services

3/1/2018

13%

Adventist Health
Glendale

All Services

3/1/2018

18%

Adventist Health
Howard Memorial

All Services

3/1/2018

35%

Adventist Health
Lodi Memorial

All Services

3/1/2018

12%

Lodi Health West

All Services

3/1/2018

12%
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Adventist Health
Clear Lake

All Services

3/1/2018

30%

Adventist Health
St. Helena

All Services

3/1/2018

15%

Adventist Health
Vallejo

All Services

3/1/2018

15%

Adventist Health
Bakersfield

All Services

3/1/2018

17%

Adventist Health
Simi Valley

All Services

3/1/2018

15%

Adventist Health
Sonora

All Services

3/1/2018

22%

Adventist Health
Ukiah Valley

All Services

3/1/2018

18%

Adventist Health
White Memorial

All Services

3/1/2018

20%
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Uninsured Patient Discount Rates for facilities in Oregon, Washington and Hawaii:
UPDR Table #2
The method used to calculate the UPDR is a historical look-back method based on actual paid claims for
Medicare fee-for-service together with all private health insurers, including portions paid by insured
individuals. A single average percentage of gross charges, or multiple percentages for separate
categories of care or separate items or services. The UPDR rate will be updated annually each year.

Facility

Service

Effective

AGB Rate

Adventist Medical
Center - Portland

All Services

3/1/2018

29%

Adventist Health
Castle

All Services

3/1/2018

38%

Tillamook Regional
Medical Center

All Services

3/1/2018

46%

UPDR Table #3
The method used to calculate the UPDR is a historical look-back method based on actual paid claims for
Medicare fee-for-service together with all private health insurers, including portions paid by insured
individuals. A single average percentage of gross charges, or multiple percentages for separate
categories of care or separate items or services. The UPDR rate will be updated annually each year.

Facility

Service

Effective

Adventist Health
Physician Network

All Services

3/1/2018

Western Health
Resources

All Services

3/1/2018

AGB Rate
Medicare Fee
Schedule for
diagnostics.
Flat rate of $100.00
for clinic visits
74%

Title 11, Cal. Admin. Code, § 999.5(d)(5)(C)
Description of Services to Medi-Cal, County Indigent and
Other Classes of Patients

A description of the medical services provided at each of the Applicant’s health care
facilities at issue in the proposed transaction (i.e., Adventist Health Clearlake Hospital, Inc., dba
Adventist Health Clear Lake; Willits Hospital, Inc., dba Adventist Health Howard Memorial; St.
Helena Hospital dba Adventist Health St. Helena; St. Helena Hospital dba Adventist Health
Vallejo; and Ukiah Adventist Hospital dba Adventist Health Ukiah Valley) to Medi-Cal patients,
county indigent patients and other classes of patients is set forth in the tables attached hereto.
The data and/or information provided by the Applicant in response to this Section represents its
best estimate of the costs of the medical services provided by the Applicant to its Medi-Cal,
Medicare, managed care, county indigent and other classes of patients. Generally, all types of
medically necessary hospital services are available to these classes of patients.

Adventist Health
Clearlake Hospital, Inc.
dba
Adventist Health
Clear Lake

Adventist Health Clearlake Hospital, Inc. dba Adventist Health Clear Lake
Key Statistics
Adventist Health Clear Lake
Licensed Beds
Calendar Year 2017
Bed Type

Licensed Beds

Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total

16
4

Emergency Department Stations
Operating Rooms

12
2

5
25

Adventist Health Clearlake Hospital, Inc. dba Adventist Health Clear Lake
Key Statistics
Calendar Years 2013 to 2017
Inpatient Discharges
Licensed Beds
Patient Days
Average Daily Census
Occupancy Rate
Average Length of Stay
Emergency Department Visits
Admissions Through ED
Cardiac Catherization Procedures
Total Surgeries
Total Live Births

2013
1,397
32
5,215
14
44.7%
3.7
18,295
1,956
0
1,824
171

2014
1,374
32
5,357
15
45.9%
3.9
21,353
890
0
1,895
202

2015
1,426
32
5,609
15
48.0%
3.9
21,401
1,035
0
1,661
164

Source: OSHPD Financial Disclosure Reports, 2013 - 2016 and OSHPD Quarterly Reports, 2017
(1) Note: Data is based on hospital data

2016
1,491
32
5,791
16
49.5%
3.9
21,339
1,190
0
1,430
173

2017(1)
1,430
32
5,815
16
63.7%
4.1
20,653
1,136
0
1,442
179

Patient Volume
Calendar Years 2013 to 2017
Patient Days
Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total
Discharges
Medical/Surgical
Intensive Care*
Neonatal Intensive Care
Rehabilitation
Perinatal
Total 1
Average Length of Stay
Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total
Average Daily Census
Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total
Overall Occupancy
Total Licensed Beds
Other Services
Total Surgeries
Inpatient Surgeries
Outpatient Surgeries
Emergency Visits
Emergency Visits with Admissions
Emergency Admissions/Total Admissions

Obstetric Deliveries

2015

2014

2013

2016

2017

3,600
1,187

3,794
1,170

3,971
1,243

4,042
1,316

4,135
1,312

428
5,215

393
5,357

395
5,609

433
5,791

368
5,815

987
223

995
202

1,041
212

1,117
181

1,061
201

187

177

173

193

168

1,397

1,374

1,426

1,491

1,430

3.6
2.9

3.8
3.2

3.8
3.3

3.6
3.8

3.9
6.5

2.3
3.7

2.2
3.9

2.3
3.9

2.2
3.9

2.2
4.1

9.9
3.3

10.4
3.2

10.9
3.4

11.1
3.6

11.4
3.6

1.2
14.3

1.1
14.7

1.1
15.4

1.2
15.9

1.0
16.0

44.7%
32

45.9%
32

48.0%
32

49.5%
32

63.7%
32

1,824
266
1,558
18,295
1,956
N/A
171

1,895
284
1,611
21,353
890
64.8%
202

1,661
249
1,412
21,401
1,035
72.6%
164

1,430
243
1,187
21,339
1,190
79.8%
173

1,442
163
1,276
20,653
1,136
79.4%
179

Source: OSHPD Financial Disclosure Reports, 2013 - 2016 and OSHPD Quarterly Reports & Hospital data, 2017
* May include intra-hospital transfers to other bed units
1 Total excludes intra-hospital trnasfers from intensive care units because those patients are included as discharges from other, less-acute bed units
(e.g., medical/surgical)

Adventist Health Clear Lake
Payer Mix
Payer Mix Comparison
Calendar Years 2017
Payer Category
Medi-Cal Managed Care
Medi-Cal Traditional
Medi-Cal Subtotal

Based on Inpatient Discharges

Percent of Total
33.5%
4.5%
38.0%

Medicare Managed Care
Medicare Traditional
Medicare Subtotal

0.9%
50.1%
51.0%

Third Party Managed Care
Third Party Traditional
Third Party Subtotal

7.1%
2.9%
10.0%

Other Payers
Other Indigent
County Indigent Managed Care
County Indigent Traditional
Other Subtotal

0.9%
0.0%
0.0%
0.0%
0.9%
100.0%

Total
2.9%

0.9%

Medi-Cal Managed Care
Medi-Cal Traditional

7.1%

Medicare Managed Care
33.5%

Medicare Traditional
Third Party Managed Care
Third Party Traditional
Other Payers

50.1%
4.5%
0.9%

Other Indigent
County Indigent Managed Care
County Indigent Traditional

Adventist Health Clear Lake
Costs and Revenues
Patient Volume
Calendar Years 2013 to 2017
Payer Category
Operating Expenses

$

2013
66,500,891

$

2014
67,201,862

$

2015
73,525,303

$

2016
85,568,376

$

2017
86,509,637

Medicare
Medi-Cal
Indigent
Third Party
Other Payers

$
$
$
$
$

29,571,644
22,284,644
5,283,753
5,242,661
4,118,191

$
$
$
$
$

29,642,237
27,543,595
65,685
8,038,201
1,912,145

$
$
$
$
$

32,001,244
24,282,766
13,276,109
3,965,183

$
$
$
$
$

24,161,095
43,338,430
13,516,328
4,552,523

$
$
$
$
$

34,723,462
35,347,414
12,060,403
4,378,358

2016
20,631,100
50,761,897
23,189,717
150,055
94,732,769

$
$
$
$
$
$

2017
39,042,779
46,248,272
15,738,822
(1,462,064)
99,567,809

Source: OSHPD Hospital Financial Reports, 2013 - 2016 and 2017 data calculated from prior years' percentages

Payer Category
Medicare
Medi-Cal
Indigent
Third Party
Other Payers
Total

$
$
$
$
$
$

Net Patient Revenue by Payer
Calendar Years 2013 to 2017
2013
2014
2015
23,337,582 $ 24,334,148 $ 37,668,430
22,778,372 $ 31,639,733 $ 36,090,333
2,798,205 $
27,766 $
15,037,710 $ 14,914,807 $
3,688,036
276,572 $
144,934 $
3,073,785
64,228,441 $ 71,061,388 $ 80,520,584

Source: OSHPD Hospital Financial Reports, 2013 - 2016 and OSHPD Quarterly Reports, 2017

$
$
$
$
$
$

Adventist Health Clear Lake
Patient Origin: Calendar Year 2016
Definition of Hospital’s Service Area
The table below shows that two (2) zip codes comprise the Hospital’s service area and account
for 71.3% of the Hospital’s discharges in 2016. In addition, the last column provides the
Hospital’s 2016 inpatient market share for each depicted zip code.

Zip Code
95422
95423
Subtotal

Community
Clearlake
Clearlake Oaks

All Other
Total Encounters
Source: The Claritas Company

Percent of Cumulative
Discharges
Total
Percent
902
59.3%
59.3%
182
12.0%
71.3%
1,084
71.3%
437

28.7%

1,521

100.0%

Draw Rate
(per 1,000
population)
57.1
44.9

Hospital IP
Market Share
33.4%
30.1%

Adventist Health Clear Lake
Age/Population
Service Area vs. State of California - Population by Age Cohort
Calendar Years 2017 to 2022
Estimated 2017
Projected 2022

Age Cohort (Years)
Service Area
0 - 14
15 - 17
18 - 24
25 - 34
35 - 54
55 - 64
65 +
Total
Women 15 - 44

CAGR(1)
0.6%
1.1%
0.8%
0.7%
-0.9%
0.0%
2.6%
0.7%
0.7%

Number
5,075
1,012
2,232
3,145
6,581
4,616
6,101
28,762
4,566

Percent of
Total
17.6%
3.5%
7.8%
10.9%
22.9%
16.0%
21.2%
100.0%
15.9%

Number
5,234
1,069
2,320
3,259
6,296
4,612
6,994
29,784
4,722

Percent of
Total

Percent
Change 2017 2022

17.6%
3.6%
7.8%
10.9%
21.1%
15.5%
23.5%
100.0%
15.9%

3.0%
5.3%
3.8%
3.5%
-4.5%
-0.1%
12.8%
3.6%
3.3%

18.9%
42.0%
23.7%
15.4%
100.0%
40.8%

2.0%
3.7%
-0.5%
17.5%
4.3%
3.5%

Source: The Claritas Company
California
0 - 14
15 - 44
45 - 64
65 +
Total
Women 15 - 44

0.4%
0.7%
-0.1%
3.3%
0.8%
0.7%

7,678,732
16,716,162
9,789,307
5,427,094
39,611,295
8,165,494

19.4%
42.1%
24.7%
13.8%
100.0%
41.1%

Source: Esri
(1) CAGR is the compound annual growth rate, or the percent change in each year.

7,835,790
17,342,438
9,744,053
6,376,619
41,298,900
8,447,455

Adventist Health Clear Lake
Ethnicity
Service Area vs. State of California - Ethnic Profile
Calendar Years 2017 to 2022
2017 Population
2022 Population
Percent of
Percent of
Number
Total
Number
Total

Ethnicity
Service Area
White Non-Hispanic
Black Non-Hispanic
Hispanic
Asian & Pacific Is. Non-Hispanic
All Others
Population

19,983
759
5,974
422
1,624
22,648

69.5%
2.6%
20.8%
1.5%
5.6%
100.0%

19,801
759
7,002
491
1,731
29,784

66.5%
2.5%
23.5%
1.6%
5.8%
100.0%

Source: The Claritas Company

California
Hispanic Origin (1)
White
Black
Asian & Pacific Is. Non-Hispanic
All Others
Total Population

15,646,462
21,905,046
2,337,066
5,862,472
9,506,711
39,611,295

39.5%
55.3%
5.9%
14.8%
24.0%
100.0%

Source: Esri
(1) Hispanic Origin refers to ethnicity, not race. Persons of Hispanic origin may be of any race

16,932,549
22,260,107
2,354,037
6,525,226
10,159,529
41,298,899

41.0%
53.9%
5.7%
15.8%
24.6%
100.0%

Adventist Health Clear Lake
SocioEconomics
Service Area vs. State of California - Socioeconomic Profile
Calendar Years 2017 to 2022

Service Area
Population
Households
Median Household Income
Income Distribution
Under $15,000
$15,000 - $25,000
$25,001 - $50,000
$50,001 - $75,000
$75,001 - $100,000
Over $100,000

Estimated
2017
28,762
11,506
$45,052

Projected
2022

% Change
2017 - 2022

29,784
11,851
N/A

3.6%
3.0%

39,611,295
13,264,119
$65,223

41,298,900
13,784,283
$74,370

4.3
3.9
14.0

18.8%
19.9%
28.8%
32.5%

18.4%
17.6%
27.0%
37.0%

-2.1%
-11.6%
-6.2%
13.8%

23.4%
18.2%
27.0%
14.9%
8.4%
8.1%

Source: The Claritas Company

California
Population
Households
Median Household Income
Income Distribution
Under $25,000
$25,000 - $49,999
$50,000 - $99,999
Over $100,000
Source: Esri

Willits Hospital, Inc.
dba
Adventist Health
Howard Memorial

Willits Hospital, Inc. dba Adventist Health Howard Memorial
Key Statistics
Adventist Health Howard Memorial
Licensed Beds
Calendar Year 2017
Bed Type
Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total

Licensed Beds
21
4

25

Emergency Department Stations
Operating Rooms

12
5

Adventist Health Howard Memorial
Key Statistics
Calendar Years 2013 to 2017
Inpatient Discharges
Licensed Beds
Patient Days
Average Daily Census
Occupancy Rate
Average Length of Stay
Emergency Department Visits
Admissions Through ED
Cardiac Catherization Procedures
Total Surgeries
Total Live Births

2013
1,475
38
5,742
16
41.4%
3.9
9,152
653
0
1,469
0

2014
1,489
38
5,707
16
41.2%
3.8
10,165
843
0
1,523
0

2015
1,162
25
4,566
13
57.9%
3.9
9,034
536
0
1,248
0

Source: OSHPD Financial Disclosure Reports, 2013 - 2016 and OSHPD Quarterly Reports, 2017
(1) Note: Data is based on hospital data

2016
1,475
25
6,061
17
66.2%
4.1
12,876
794
0
1,483
0

2017(1)
1,622
25
6,568
18
72.0%
4.0
12,837
1,005
0
1,250
0

Patient Volume
Calendar Years 2013 to 2017
Patient Days
Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total
Discharges
Medical/Surgical
Intensive Care*
Neonatal Intensive Care
Rehabilitation
Perinatal
Total 1
Average Length of Stay
Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total
Average Daily Census
Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total
Overall Occupancy
Total Licensed Beds
Other Services
Total Surgeries
Inpatient Surgeries
Outpatient Surgeries
Emergency Visits
Emergency Visits with Admissions
Emergency Admissions/Total Admissions

Obstetric Deliveries

2013

2014

2015

2016

2017

5,095
647

5,071
636

4,028
538

5,301
760

5,522
1,046

5,742

5,707

4,566

6,061

6,568

1,363
112

1,408
81

1,076
86

1,400
75

1,456
166

1,475

1,489

1,162

1,475

1,622

3.7
2.3

3.6
2.5

3.7
2.9

3.8
3.7

3.8
6.2

3.9

3.8

3.9

4.1

4.0

14.0
1.8

13.9
1.7

11.1
1.5

14.5
2.1

15.2
2.9

15.8

15.7

12.5

16.7

18.0

41.4%
38

41.2%
38

57.9%
25

66.2%
25

72.0%
25

1,469
776
693
9,152
653
44.3%
-

1,523
782
741
10,165
843
56.6%
-

1,248
632
616
9,034
536
46.1%
-

1,483
756
727
12,876
794
53.8%
-

1,250
703
545
12,837
1,005
62.0%
-

Source: OSHPD Financial Disclosure Reports, 2013 - 2016 and OSHPD Quarterly Reports & Hospital data, 2017
* May include intra-hospital transfers to other bed units
1 Total excludes intra-hospital trnasfers from intensive care units because those patients are included as discharges from other, less-acute bed units
(e.g., medical/surgical)

Adventist Health Howard Memorial
Payer Mix
Payer Mix Comparison
Calendar Years 2017
Payer Category
Medi-Cal Managed Care
Medi-Cal Traditional
Medi-Cal Subtotal

Based on Inpatient Discharges

Percent of Total
16.0%
4.5%
20.5%

Medicare Managed Care
Medicare Traditional
Medicare Subtotal

4.3%
57.3%
61.7%

Third Party Managed Care
Third Party Traditional
Third Party Subtotal

14.2%
2.5%
16.7%

Other Payers

1.2%

Other Indigent
County Indigent Managed Care
County Indigent Traditional
Other Subtotal

0.0%
0.0%
0.0%
1.2%
100.0%

Total
2.5%

Medi-Cal Managed Care

1.2%

14.2%

Medi-Cal Traditional

16.0%

Medicare Managed Care
4.5%
4.3%

Medicare Traditional
Third Party Managed Care
Third Party Traditional
Other Payers

57.3%

Other Indigent
County Indigent Managed Care
County Indigent Traditional

Adventist Health Howard Memorial
Costs and Revenues
Patient Volume
Calendar Years 2013 to 2017
Payer Category
Operating Expenses

$

2013
41,138,324

$

2014
44,271,234

$

2015
50,966,367

$

2016
60,307,073

$

2017
60,144,188

Medicare
Medi-Cal
Indigent
Third Party
Other Payers

$
$
$
$
$

19,956,390
8,197,094
3,812,016
7,395,660
1,777,163

$
$
$
$
$

22,539,829
10,527,051
10,072,507
1,131,847

$
$
$
$
$

24,564,400
16,151,107
8,321,485
1,929,376

$
$
$
$
$

29,691,784
16,636,286
12,787,144
1,191,860

$
$
$
$
$

30,170,919
16,063,171
12,029,648
1,880,450

Source: OSHPD Hospital Financial Reports, 2013 - 2016 and 2017 data calculated from prior years' percentages

Payer Category
Medicare
Medi-Cal
Indigent
Third Party
Other Payers
Total

2013
$
$
$
$
$
$

Net Patient Revenue by Payer
Calendar Years 2013 to 2017
2014
2015

20,876,648
7,568,004
1,885,391
15,382,793
407,815
46,120,651

$
$
$
$
$
$

22,611,403
9,006,860
17,166,740
528,077
49,313,080

$
$
$
$
$
$

27,238,852
16,245,137
11,833,250
206,870
55,524,109

Source: OSHPD Hospital Financial Reports, 2013 - 2016 and OSHPD Quarterly Reports, 2017

2016
$
$
$
$
$
$

27,426,193
14,311,182
17,256,855
820,181
59,814,411

2017
$
$
$
$
$
$

28,080,938
18,147,451
17,978,923
(409,465)
63,797,847

Adventist Health Howard Memorial
Patient Origin: Calendar Year 2016
Definition of Hospital’s Service Area
The table below shows that four (4) zip codes comprise the Hospital’s service area and account
for 70.7% of the Hospital’s discharges in 2016. In addition, the last column provides the
Hospital’s 2016 inpatient market share for each depicted zip code.

Zip Code
95490
95482
95454
95428
Subtotal

Community

Willits
Ukiah
Laytonville
Covelo

All Other
Total Encounters
Source: The Claritas Company

Discharges
640
196
104
93
1,033

Percent of Cumulative
Total
Percent
43.8%
43.8%
13.4%
57.2%
7.1%
64.3%
6.4%
70.7%
70.7%

429

29.3%

1,462

100.0%

Draw Rate
(per 1,000
population)
47.2
6.2
44.0
35.2

Hospital IP
Market Share
44.7%
5.8%
40.5%
29.3%

Adventist Health Howard Memorial
Age/Population
Service Area vs. State of California - Population by Age Cohort
Calendar Years 2017 to 2022
Estimated 2017
Projected 2022

Age Cohort (Years)
Service Area
0 - 14
15 - 17
18 - 24
25 - 34
35 - 54
55 - 64
65 +
Total
Women 15 - 44

CAGR(1)
0.0%
1.1%
0.8%
-0.4%
-0.4%
-1.6%
2.8%
0.4%
0.0%

Number
2,820
571
1,223
1,779
3,821
2,545
3,156
15,915
2,643

Percent of
Total
17.7%
3.6%
7.7%
11.2%
24.0%
16.0%
19.8%
100.0%
16.6%

Number
2,824
604
1,271
1,745
3,740
2,359
3,660
16,203
2,637

Percent of
Total

Percent
Change 2017 2022

17.4%
3.7%
7.8%
10.8%
23.1%
14.6%
22.6%
100.0%
16.3%

0.1%
5.5%
3.8%
-1.9%
-2.2%
-7.9%
13.8%
1.8%
-0.2%

18.9%
42.0%
23.7%
15.4%
100.0%
40.8%

2.0%
3.7%
-0.5%
17.5%
4.3%
3.5%

Source: The Claritas Company
California
0 - 14
15 - 44
45 - 64
65 +
Total
Women 15 - 44

0.4%
0.7%
-0.1%
3.3%
0.8%
0.7%

7,678,732
16,716,162
9,789,307
5,427,094
39,611,295
8,165,494

19.4%
42.1%
24.7%
13.8%
100.0%
41.1%

Source: Esri
(1) CAGR is the compound annual growth rate, or the percent change in each year.

7,835,790
17,342,438
9,744,053
6,376,619
41,298,900
8,447,455

Adventist Health Howard Memorial
Ethnicity

Variable

Service Area vs. State of California - Ethnic Profile
Calendar Years 2017 to 2022
2017 Population
2022 Population
Count
%of Pop
Count
%of Pop

Service Area
White Non-Hispanic
Black Non-Hispanic
Hispanic
Asian & Pacific Is. Non-Hispanic
All Others
Total Population

11,737
101
2,603
204
1,270
15,915

73.7%
0.6%
16.4%
1.3%
8.0%
100.0%

11,597
114
2,894
243
1,355
16,203

71.6%
0.7%
17.9%
1.5%
8.4%
100.0%

Source: The Claritas Company

California
Hispanic Origin (1)
White
Black
Asian & Pacific Is. Non-Hispanic
All Others
Total Population

15,646,462
21,905,046
2,337,066
5,862,472
9,506,711
39,611,295

39.5%
55.3%
5.9%
14.8%
24.0%
100.0%

Source: Esri
(1) Hispanic Origin refers to ethnicity, not race. Persons of Hispanic origin may be of any race

16,932,549
22,260,107
2,354,037
6,525,226
10,159,529
41,298,899

41.0%
53.9%
5.7%
15.8%
24.6%
100.0%

Adventist Health Howard Memorial
SocioEconomics
Service Area vs. State of California - Socioeconomic Profile
Calendar Years 2017 to 2022

Service Area
Population
Households
Median Household Income
Income Distribution
Under $15,000
$15,000 - $25,000
$25,001 - $50,000
$50,001 - $75,000
$75,001 - $100,000
Over $100,000

Estimated
2017
15,915
6,615
$53,144

Projected
2022

% Change
2017 - 2022

16,203
6,798
N/A

1.8%
2.8%

39,611,295
13,264,119
$65,223

41,298,900
13,784,283
$74,370

4.3
3.9
14.0

18.8%
19.9%
28.8%
32.5%

18.4%
17.6%
27.0%
37.0%

-2.1%
-11.6%
-6.2%
13.8%

17.4%
15.3%
26.4%
20.2%
8.8%
11.9%

Source: The Claritas Company

California
Population
Households
Median Household Income
Income Distribution
Under $25,000
$25,000 - $49,999
$50,000 - $99,999
Over $100,000
Source: Esri

St. Helena Hospital
dba
Adventist Health
St. Helena;
dba
Adventist Health
Vallejo

St. Helena Hospital dba Adventist Health St. Helena & Adventist Health Vallejo
Key Statistics
Adventist Health St. Helena
Licensed Beds
Calendar Year 2017
Bed Type
Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total

Licensed Beds
132
12

7
151

Emergency Department Stations
Operating Rooms

Bed Type

8
7

Adventist Health Vallejo
Licensed Beds
Calendar Year 2017

Licensed Beds

Acute Psychiatric
Total

61
61

Adventist Health St. Helena & Adventist Health Vallejo
Key Statistics
Calendar Years 2013 to 2017
Inpatient Discharges
Licensed Beds
Patient Days
Average Daily Census
Occupancy Rate
Average Length of Stay
Emergency Department Visits
Admissions Through ED
Cardiac Catherization Procedures
Total Surgeries
Total Live Births

2013
5,380
151
22,673
62
41.1%
3.7
7,545
1,322
2279
3,648
230

2014
5,007
151
22,038
61
40.0%
3.9
7,755
1,310
2088
3,941
254

2015
4,591
153
20,953
58
37.7%
4.6
8,757
1,063
2015
5,706
249

Source: OSHPD Financial Disclosure Reports, 2013 - 2016 and OSHPD Quarterly Reports, 2017
(1) Note: Data is based on hospital data

2016
5,430
144
26,726
73
50.1%
4.9
8,325
1,195
2127
6,485
219

2017(1)
7,769
151
48,140
132
50.4%
6.2
6,887
1,012
N/A
6,207
207

Patient Volume
Calendar Years 2013 to 2017
Patient Days
Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total
Discharges
Medical/Surgical
Intensive Care*
Neonatal Intensive Care
Rehabilitation
Perinatal
Total 1
Average Length of Stay
Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total
Average Daily Census
Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total
Overall Occupancy
Total Licensed Beds
Other Services
Total Surgeries
Inpatient Surgeries
Outpatient Surgeries
Emergency Visits
Emergency Visits with Admissions
Emergency Admissions/Total Admissions

Obstetric Deliveries

2013

2014

2015

2016

2017

13,751
2,705

12,719
3,063

17,444
2,919

23,337
2,844

31,044
16,605

575
22,673

614
22,038

590
20,953

545
26,726

491
48,140

4,239
158

3,711
254

4,089
244

4,988
212

7,367
189

269

267

258

230

213

5,380

5,007

4,591

5,430

7,769

3.2
4.8

3.4
3.3

4.3
3.4

4.7
3.3

6.1
14.2

2.1
3.7

2.3
3.9

2.3
4.6

2.4
4.9

2.3
6.2

37.8
7.4

34.9
8.4

47.9
8.0

63.9
7.8

85.3
45.6

1.6
62.3

1.7
60.5

1.6
57.6

1.5
73.4

1.3
132.3

41.1%
151

40.0%
151

37.7%
153

50.1%
144

50.4%
151

3,648
2,048
1,600
7,545
1,322
24.6%
230

3,941
2,204
1,737
7,755
1,310
26.2%
254

5,706
3,028
2,678
8,757
1,063
23.2%
249

6,485
3,093
3,392
8,325
1,195
22.0%
219

6,207
2,519
3,689
6,887
1,012
13.0%
207

Source: OSHPD Financial Disclosure Reports, 2013 - 2016 and OSHPD Quarterly Reports & Hospital data, 2017
* May include intra-hospital transfers to other bed units
1 Total excludes intra-hospital trnasfers from intensive care units because those patients are included as discharges from other, less-acute bed units
(e.g., medical/surgical)

St. Helena Hospital dba Adventist Health St. Helena & Adventist Health Vallejo
Payer Mix
Payer Mix Comparison
Calendar Years 2017
Payer Category
Medi-Cal Managed Care
Medi-Cal Traditional
Medi-Cal Subtotal

Based on Inpatient Discharges

Percent of Total
12.2%
11.6%
23.9%

Medicare Managed Care
Medicare Traditional
Medicare Subtotal

3.8%
52.4%
56.2%

Third Party Managed Care
Third Party Traditional
Third Party Subtotal

17.5%
2.2%
19.7%

Other Payers

0.3%

Other Indigent
County Indigent Managed Care
County Indigent Traditional
Other Subtotal

0.0%
0.0%
0.0%
0.3%
100.0%

Total
2.2%

0.3%

Medi-Cal Managed Care
Medi-Cal Traditional

12.2%

Medicare Managed Care

17.5%
11.6%
3.8%

Medicare Traditional
Third Party Managed Care
Third Party Traditional
Other Payers

52.4%

Other Indigent
County Indigent Managed Care
County Indigent Traditional

St. Helena Hospital dba Adventist Health St. Helena & Adventist Health Vallejo
Costs and Revenues
Patient Volume
Calendar Years 2013 to 2017
Payer Category
Operating Expenses

2013
$ 171,194,044

2014
$ 178,937,028

2015
$ 184,918,891

2016
$ 216,547,408

2017
$ 233,104,535

Medicare
Medi-Cal
Indigent
Third Party
Other Payers

$
$
$
$
$

$
$
$
$
$

$ 102,986,566
$ 33,677,514
$
37,127
$ 46,208,283
$
2,009,400

$ 126,365,413
$ 34,363,144
$
3,841
$ 53,778,580
$
2,036,429

$ 132,439,503
$ 38,740,704
$
$ 58,630,885
$
3,293,443

94,906,063
20,599,800
7,021,421
43,589,511
5,077,249

98,556,343
35,039,611
346,514
43,603,288
1,391,271

Source: OSHPD Hospital Financial Reports, 2013 - 2016 and 2017 data calculated from prior years' percentages

Payer Category
Medicare
Medi-Cal
Indigent
Third Party
Other Payers
Total

2013

Net Patient Revenue by Payer
Calendar Years 2013 to 2017
2014
2015

$ 68,320,603
$ 23,456,232
$
4,007,116
$ 67,244,870
$
4,972,408
$ 168,001,229

$ 73,234,988
$ 56,887,357
$
86,972
$ 45,959,953
$
50,850
$ 176,220,120

$ 78,435,673
$ 45,214,722
$
32,152
$ 55,687,504
$
224,057
$ 179,594,108

Source: OSHPD Hospital Financial Reports, 2013 - 2016 and OSHPD Quarterly Reports, 2017

2016

2017

$ 89,021,987
$ 44,223,728
$
2,987
$ 86,340,810
$
304,174
$ 219,893,686

$ 106,083,030
$ 64,663,575
$
$ 74,765,808
$
1,420,404
$ 246,932,817

St. Helena Hospital dba Adventist Health St. Helena & Adventist Health Vallejo
Patient Origin: Calendar Year 2016
Definition of Hospital’s Service Area
The table below shows that forty (40) zip codes comprise the Hospital’s service area and account
for 70.0% of the Hospital’s discharges in 2016. In addition, the last column provides the
Hospital’s 2016 inpatient market share for each depicted zip code.

Zip Code
95422
94574
94515
94558
95423
95451
95482
95467
95457
95453
95461
94559
94599
94508
95490
95519
95458
95426
95476
95501
95503
94590
94591
94533
95470
95464
95521
95403
95404
95405
95991
95437
95401
95472
95993
94534
95540
94589
94503
94952
Subtotal

Community
Clearlake
Saint Helena
Calistoga
Napa
Clearlake Oaks
Kelseyville
Ukiah
Pope Valley
Lower Lake
Lakeport
Anderson Springs
Napa
Yountville
Angwin
Willits
McKinleyville
Lucerne
Cobb
Agua Caliente
Eureka
Eureka
Vallejo
Vallejo
Fairfield
Redwood Valley
Nice
Arcata
Larkfield
Santa Rosa
Santa Rosa
Tierra Buena
Cleone
Santa Rosa
Freestone
Yuba City
Fairfield
Fortuna
American Canyon
American Canyon
Bloomfield

Discharges
834
367
273
223
203
186
177
163
149
138
107
91
91
89
85
56
51
50
50
50
50
42
41
40
40
39
34
31
31
31
31
30
29
29
28
27
26
24
22
21
4,079

Percent of Cumulative
Total
Percent
14.3%
14.3%
6.3%
20.6%
4.7%
25.3%
3.8%
29.1%
3.5%
32.6%
3.2%
35.8%
3.0%
38.8%
2.8%
41.6%
2.6%
44.2%
2.4%
46.5%
1.8%
48.4%
1.6%
49.9%
1.6%
51.5%
1.5%
53.0%
1.5%
54.5%
1.0%
55.4%
0.9%
56.3%
0.9%
57.2%
0.9%
58.0%
0.9%
58.9%
0.9%
59.7%
0.7%
60.5%
0.7%
61.2%
0.7%
61.9%
0.7%
62.5%
0.7%
63.2%
0.6%
63.8%
0.5%
64.3%
0.5%
64.9%
0.5%
65.4%
0.5%
65.9%
0.5%
66.4%
0.5%
66.9%
0.5%
67.4%
0.5%
67.9%
0.5%
68.4%
0.4%
68.8%
0.4%
69.2%
0.4%
69.6%
0.4%
70.0%
70.0%

All Other

1,751

30.0%

Total Encounters

5,830

100.0%

Source: The Claritas Company

Draw Rate
Hospital IP
(per 1,000
Market Share
population)
268.6
30.9%
99.9
54.1%
1,796.1
49.5%
30.8
3.5%
2,506.2
33.6%
49.1
15.9%
43.7
5.3%
14.6
38.2%
285.4
29.4%
16.2
10.4%
38.2
38.9%
5.5
4.3%
1.3
13.8%
14.6
58.6%

St. Helena Hospital dba Adventist Health St. Helena & Adventist Health Vallejo
Age/Population
Service Area vs. State of California - Population by Age Cohort
Calendar Years 2017 to 2022
Estimated 2017
Projected 2022

Age Cohort (Years)
Service Area
0 - 14
15 - 17
18 - 24
25 - 34
35 - 54
55 - 64
65 +
Total
Women 15 - 44

CAGR(1)
-0.1%
0.4%
0.7%
0.2%
-0.4%
-0.2%
2.5%
0.5%
0.4%

Number
36,443
7,905
18,203
24,906
51,360
29,962
40,790
209,569
36,589

Percent of
Total
17.4%
3.8%
8.7%
11.9%
24.5%
14.3%
19.5%
100.0%
17.5%

Number
36,317
8,074
18,893
25,148
50,446
29,688
46,620
215,186
37,317

Percent of
Total

Percent
Change 2017 2022

16.9%
3.8%
8.8%
11.7%
23.4%
13.8%
21.7%
100.0%
17.3%

-0.3%
2.1%
3.7%
1.0%
-1.8%
-0.9%
12.5%
2.7%
2.0%

18.9%
42.0%
23.7%
15.4%
100.0%
40.8%

2.0%
3.7%
-0.5%
17.5%
4.3%
3.5%

Source: The Claritas Company
California
0 - 14
15 - 44
45 - 64
65 +
Total
Women 15 - 44

0.4%
0.7%
-0.1%
3.3%
0.8%
0.7%

7,678,732
16,716,162
9,789,307
5,427,094
39,611,295
8,165,494

19.4%
42.1%
24.7%
13.8%
100.0%
41.1%

Source: Esri
(1) CAGR is the compound annual growth rate, or the percent change in each year.

7,835,790
17,342,438
9,744,053
6,376,619
41,298,900
8,447,455

St. Helena Hospital dba Adventist Health St. Helena & Adventist Health Vallejo
Ethnicity

Variable

Service Area vs. State of California - Ethnic Profile
Calendar Years 2017 to 2022
2017 Population
2022 Population
Count
%of Pop
Count
%of Pop

Service Area
White Non-Hispanic
Black Non-Hispanic
Hispanic
Asian & Pacific Is. Non-Hispanic
All Others
Total Population

126,858
2,431
66,329
5,786
8,165
209,569

60.5%
1.2%
31.7%
2.8%
3.9%
100.0%

123,723
2,628
73,105
6,959
8,771
215,186

57.5%
1.2%
34.0%
3.2%
4.1%
100.0%

Source: The Claritas Company

California
Hispanic Origin (1)
White
Black
Asian & Pacific Is. Non-Hispanic
All Others
Total Population

15,646,462
21,905,046
2,337,066
5,862,472
9,506,711
39,611,295

39.5%
55.3%
5.9%
14.8%
24.0%
100.0%

Source: Esri
(1) Hispanic Origin refers to ethnicity, not race. Persons of Hispanic origin may be of any race

16,932,549
22,260,107
2,354,037
6,525,226
10,159,529
41,298,899

41.0%
53.9%
5.7%
15.8%
24.6%
100.0%

St. Helena Hospital dba Adventist Health St. Helena & Adventist Health Vallejo
SocioEconomics
Service Area vs. State of California - Socioeconomic Profile
Calendar Years 2017 to 2022

Service Area
Population
Households
Median Household Income
Income Distribution
Under $15,000
$15,000 - $25,000
$25,001 - $50,000
$50,001 - $75,000
$75,001 - $100,000
Over $100,000

Estimated
2017
209,569
79,576
$87,216

Projected
2022

% Change
2017 - 2022

215,186
81,782
N/A

2.7%
2.8%

39,611,295
13,264,119
$65,223

41,298,900
13,784,283
$74,370

4.3
3.9
14.0

18.8%
19.9%
28.8%
32.5%

18.4%
17.6%
27.0%
37.0%

-2.1%
-11.6%
-6.2%
13.8%

11.3%
10.8%
21.8%
16.3%
11.4%
28.4%

Source: The Claritas Company

California
Population
Households
Median Household Income
Income Distribution
Under $25,000
$25,000 - $49,999
$50,000 - $99,999
Over $100,000
Source: Esri

Ukiah Adventist
Hospital
dba
Adventist Health
Ukiah Valley

Ukiah Adventist Hospital dba Adventist Health Ukiah Valley
Key Statistics
Ukiah Adventist Hospital dba Adventist Health Ukiah Valley
Licensed Beds
Calendar Year 2017
Bed Type
Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total

Licensed Beds
43
6
4
15
68

Emergency Department Stations
Operating Rooms

11
6

Ukiah Adventist Hospital dba Adventist Health Ukiah Valley
Key Statistics
Calendar Years 2013 to 2017
Inpatient Discharges
Licensed Beds
Patient Days
Average Daily Census
Occupancy Rate
Average Length of Stay
Emergency Department Visits
Admissions Through ED
Cardiac Catherization Procedures
Total Surgeries
Total Live Births

2013
3,785
67
11,319
31
45.1%
3.0
24,991
2,449
0
4,882
815

2014
3,681
67
12,187
33
49.8%
3.3
26,324
2,439
0
5,138
815

2015
3,841
67
11,854
33
47.4%
3.1
28,778
2,246
0
6,455
854

Source: OSHPD Financial Disclosure Reports, 2013 - 2016 and OSHPD Quarterly Reports, 2017
(1) Note: Data is based on hospital data

2016
3,399
68
11,717
32
47.6%
3.4
29,388
2,146
0
7,061
800

2017(1)
3,552
67
11,414
31
46.8%
3.2
26,696
2,140
0
4,042
790

Patient Volume
Calendar Years 2013 to 2017
Patient Days
Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total
Discharges
Medical/Surgical
Intensive Care*
Neonatal Intensive Care
Rehabilitation
Perinatal
Total 1
Average Length of Stay
Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total
Average Daily Census
Medical/Surgical
Intensive Care
Neonatal Intensive Care
Rehabilitation
Perinatal
Total
Overall Occupancy
Total Licensed Beds
Other Services
Total Surgeries
Inpatient Surgeries
Outpatient Surgeries
Emergency Visits
Emergency Visits with Admissions
Emergency Admissions/Total Admissions

Obstetric Deliveries

2013

2014

2015

2016

2017

7,755
1,664
111

8,482
1,798
176

8,424
1,367
196

8,463
1,373
164

8,155
1,376
101

1,789
11,319

1,731
12,187

1,867
11,854

1,717
11,717

1,782
11,414

2,550
363
19

2,528
289
23

2,598
298
65

2,309
243
21

2,465
258
22

853

841

880

826

807

3,785

3,681

3,841

3,399

3,552

3.0
2.2
2.2

3.4
3.0
3.5

3.2
3.1
2.2

3.7
2.3
3.9

3.2
5.2
5.1

2.1
3.0

2.1
3.3

2.1
3.1

2.1
3.4

2.2
3.2

21.3
4.6
0.3

23.3
4.9
0.5

23.1
3.8
0.5

23.2
3.8
0.4

22.4
3.8
0.3

4.9
31.1

4.8
33.5

5.1
32.6

4.7
32.2

4.9
31.4

45.1%
67

49.8%
67

47.4%
67

47.6%
68

46.8%
67

4,882
1,187
3,695
24,991
2,449
64.7%
815

5,138
1,167
3,971
26,324
2,439
66.3%
815

6,455
1,094
5,361
28,778
2,246
58.5%
854

7,061
1,150
5,911
29,388
2,146
63.1%
800

4,042
672
3,369
26,696
2,140
60.2%
790

Source: OSHPD Financial Disclosure Reports, 2013 - 2016 and OSHPD Quarterly Reports & Hospital data, 2017
* May include intra-hospital transfers to other bed units
1 Total excludes intra-hospital trnasfers from intensive care units because those patients are included as discharges from other, less-acute bed units
(e.g., medical/surgical)

Ukiah Adventist Hospital dba Adventist Health Ukiah Valley
Payer Mix
Payer Mix Comparison
Calendar Years 2017
Based on Inpatient Discharges

Payer Category
Medi-Cal Managed Care
Medi-Cal Traditional
Medi-Cal Subtotal

Percent of Total
33.9%
7.2%
41.1%

Medicare Managed Care
Medicare Traditional
Medicare Subtotal

2.9%
38.2%
41.1%

Third Party Managed Care
Third Party Traditional
Third Party Subtotal

14.5%
2.3%
16.8%

Other Payers

1.1%

Other Indigent
County Indigent Managed Care
County Indigent Traditional
Other Subtotal

0.0%
0.0%
0.0%
1.1%
100.0%

Total
2.3%

1.1%

Medi-Cal Managed Care
Medi-Cal Traditional

14.5%

Medicare Managed Care
33.9%

Medicare Traditional
Third Party Managed Care
Third Party Traditional

38.2%

7.2%
2.9%

Other Payers
Other Indigent
County Indigent Managed Care
County Indigent Traditional

Ukiah Adventist Hospital dba Adventist Health Ukiah Valley
Costs and Revenues
Patient Volume
Calendar Years 2013 to 2017
Payer Category
Operating Expenses

2013
$ 105,767,535

2014
$ 118,821,789

2015
$ 128,506,530

2016
$ 144,246,688

2017
$ 151,645,554

Medicare
Medi-Cal
Indigent
Third Party
Other Payers

$
$
$
$
$

$
$
$
$
$

$
$
$
$
$

$
$
$
$
$

$
$
$
$
$

41,786,611
26,325,791
7,114,656
24,926,732
5,613,745

47,211,310
39,948,403
71,280
27,695,602
3,895,194

52,559,631
43,982,929
27,921,799
4,042,171

60,087,923
49,497,906
30,749,616
3,911,244

62,385,449
49,425,305
34,432,265
5,402,535

Source: OSHPD Hospital Financial Reports, 2013 - 2016 and 2017 data calculated from prior years' percentages

Payer Category
Medicare
Medi-Cal
Indigent
Third Party
Other Payers
Total

2013

Net Patient Revenue by Payer
Calendar Years 2013 to 2017
2014
2015

$ 34,634,237
$ 33,322,121
$
2,360,747
$ 40,173,342
$
890,237
$ 111,380,684

$ 34,806,854
$ 47,385,141
$
11,963
$ 50,032,659
$
603,398
$ 132,840,015

$ 38,944,033
$ 57,330,052
$
$ 50,047,365
$
621,468
$ 146,942,918

Source: OSHPD Hospital Financial Reports, 2013 - 2016 and OSHPD Quarterly Reports, 2017

2016

2017

$ 37,031,920
$ 66,322,781
$
$ 59,902,021
$
500,733
$ 163,757,455

$ 41,767,383
$ 84,072,814
$
$ 45,698,487
$
1,037,972
$ 172,576,656

Ukiah Adventist Hospital dba Adventist Health Ukiah Valley
Patient Origin: Calendar Year 2016
Definition of Hospital’s Service Area
The table below shows that three (3) zip codes comprise the Hospital’s service area and account
for 73.0% of the Hospital’s discharges in 2016. In addition, the last column provides the
Hospital’s 2016 inpatient market share for each depicted zip code.

Zip Code
95482
95470
95490
Subtotal

Community

Ukiah
Redwood Valley
Willits

All Other
Total Encounters
Source: The Claritas Company

Discharges
1,986
329
292
2,607

Percent of Cumulative
Total
Percent
55.6%
55.6%
64.8%
9.2%
8.2%
73.0%
73.0%

964

27.0%

3,571

100.0%

Draw Rate
(per 1,000
population)
62.4
56.9
21.5

Hospital IP
Market Share
59.2%
52.0%
20.4%

Ukiah Adventist Hospital dba Adventist Health Ukiah Valley
Age/Population
Service Area vs. State of California - Population by Age Cohort
Calendar Years 2017 to 2022
Estimated 2017
Projected 2022

Age Cohort (Years)
Service Area
0 - 14
15 - 17
18 - 24
25 - 34
35 - 54
55 - 64
65 +
Total
Women 15 - 44

CAGR(1)
0.1%
0.1%
0.4%
-0.1%
-0.5%
-1.4%
2.0%
0.2%
0.1%

Number
11,753
2,421
5,292
7,447
14,495
8,730
11,770
61,908
10,793

Percent of
Total
19.0%
3.9%
8.5%
12.0%
23.4%
14.1%
19.0%
100.0%
17.4%

Number
11,833
2,434
5,390
7,392
14,146
8,177
13,113
62,485
10,832

Percent of
Total

Percent
Change 2017 2022

18.9%
3.9%
8.6%
11.8%
22.6%
13.1%
21.0%
100.0%
17.3%

0.7%
0.5%
1.8%
-0.7%
-2.5%
-6.8%
10.2%
0.9%
0.4%

18.9%
42.0%
23.7%
15.4%
100.0%
40.8%

2.0%
3.7%
-0.5%
17.5%
4.3%
3.5%

Source: The Claritas Company
California
0 - 14
15 - 44
45 - 64
65 +
Total
Women 15 - 44

0.4%
0.7%
-0.1%
3.3%
0.8%
0.7%

7,678,732
16,716,162
9,789,307
5,427,094
39,611,295
8,165,494

19.4%
42.1%
24.7%
13.8%
100.0%
41.1%

Source: Esri
(1) CAGR is the compound annual growth rate, or the percent change in each year.

7,835,790
17,342,438
9,744,053
6,376,619
41,298,900
8,447,455

Ukiah Adventist Hospital dba Adventist Health Ukiah Valley
Ethnicity
Service Area vs. State of California - Ethnic Profile
Calendar Years 2017 to 2022
2017 Population
2022 Population
Percent of
Percent of
Total
Number
Total
Number

Ethnicity
Service Area
White Non-Hispanic
Black Non-Hispanic
Hispanic
Asian & Pacific Is. Non-Hispanic
All Others
Population

19,983
759
5,974
422
1,624
22,648

69.5%
2.6%
20.8%
1.5%
5.6%
100.0%

19,801
759
7,002
491
1,731
29,784

66.5%
2.5%
23.5%
1.6%
5.8%
100.0%

Source: The Claritas Company

California
Hispanic Origin (1)
White
Black
Asian & Pacific Is. Non-Hispanic
All Others
Total Population

15,646,462
21,905,046
2,337,066
5,862,472
9,506,711
39,611,295

39.5%
55.3%
5.9%
14.8%
24.0%
100.0%

Source: Esri
(1) Hispanic Origin refers to ethnicity, not race. Persons of Hispanic origin may be of any race

16,932,549
22,260,107
2,354,037
6,525,226
10,159,529
41,298,899

41.0%
53.9%
5.7%
15.8%
24.6%
100.0%

Ukiah Adventist Hospital dba Adventist Health Ukiah Valley
SocioEconomics
Service Area vs. State of California - Socioeconomic Profile
Calendar Years 2017 to 2022

Service Area
Population
Households
Median Household Income
Income Distribution
Under $15,000
$15,000 - $25,000
$25,001 - $50,000
$50,001 - $75,000
$75,001 - $100,000
Over $100,000

Estimated
2017
28,762
11,506
$45,052

Projected
2022

% Change
2017 - 2022

29,784
11,851
N/A

3.6%
3.0%

39,611,295
13,264,119
$65,223

41,298,900
13,784,283
$74,370

4.3
3.9
14.0

18.8%
19.9%
28.8%
32.5%

18.4%
17.6%
27.0%
37.0%

-2.1%
-11.6%
-6.2%
13.8%

23.4%
18.2%
27.0%
14.9%
8.4%
8.1%

Source: The Claritas Company

California
Population
Households
Median Household Income
Income Distribution
Under $25,000
$25,000 - $49,999
$50,000 - $99,999
Over $100,000
Source: Esri

Title 11, Cal. Admin. Code, § 999.5(d)(5)(D)
Community Benefit Programs
In accordance with Title 11, California Code of Regulations, Section 999.5(d)(5)(D), a
list of the community benefit programs provided by the Applicant at each of its five (5) health
facilities at issue in the proposed transaction from approximately 2013-2017 with an annual cost
of at least $10,000 are set forth on the tables attached hereto.

Adventist Health
Clearlake Hospital, Inc.
dba
Adventist Health
Clear Lake

Community Benefit Program: Adventist Health Clear Lake
Program

Description

Women’s and
The OB Bright Start program serves high risk
Children’s Services / pregnant mothers (Low Income, alcohol and
Women’s Services
drug dependent) with education, resources,
and support to help improve outcome for
infants.

2013

2014

2015

2016

2017

X

X

X

X

X

Workforce
Development / Job
Creation and
Training Programs

Adventist Health Clear Lake provides
recruitment and development of providers for
new Ophthalmology service line to provide
services for the underserved and vulnerable
population.

X

Education Other
Health
Professionals

Adventist Health Clear Lake provides clinical
training, monitoring and support to prepare for
future jobs in imaging, EMT, trauma care and
paramedics

X

X

X

X

X

Education for
Nurses and Nursing
Students

Adventist Health Clear Lake provides clinical
training, monitoring and support to prepare for
future jobs. Partnership with college nursing
programs and health magnet schools.

X

X

X

X

X

Cash Donations /
Not for Profit
Community
Organizations

Adventist Health Clear Lake provides financial
support to local faith based organizations,
community organizations and educational
organizations to feed, educate and house
vulnerable community members.

X

X

X

X

X

Community Benefit
Dedicated Staff

Adventist Health Clear Lake employs a director
of community wellness, project coordinator
and grants coordinator with the sole purpose of
developing and executing initiatives that work
to improve the health of the community

X

X

X

X

X

Workforce
Development /
Health Professional
Recruitment for
MUA’s

Adventist Health Clear Lake employs two full
time staff dedicated to recruitment and new
service line development in order to improve
access to services for our community.

X

X

X

X

X

Willits Hospital, Inc.
dba
Adventist Health
Howard Memorial

Adventist Health Howard Memorial
Program

Description

2013

2014

2015

2016

2017

Diabetes
Management and
Education Classes

This program provides a four-week education
teaches community members how to manage
their diabetes.

X

X

X

X

X

Workforce
Development / Job
Creation and
Training Programs

Adventist Health Howard Memorial strongly
supports Mendocino College Nursing Program
by providing education around nursing careers
and ongoing support to address shortage in
nurses.

X

X

X

X

X

Workforce
Development and
Health Professions
Education

Adventist Health Howard Memorial provides
hundreds of hours of time annually to train
nursing students and student interns for other
allied health professions.

X

X

X

X

X

Smoking Cessation
Classes

Adventist Health Howard Memorial provides
access to free educational classes on smoking
cessation.

X

X

X

X

X

Cash Donations /
Not for Profit
Community
Organizations

Provide financial support to Willits High School,
Willits Education Foundation and Rotary
Scholarship Fund and sports programs including
Mendocino Soccer Academy, Willits high School
Football and the Baechtel Grove Gym project.

X

X

X

X

X

St. Helena Hospital
dba
Adventist Health
St. Helena;
dba
Adventist Health
Vallejo

Adventist Health St. Helena
Program

Description

2013

2014

2015

2016

2017

Cancer Services

Adventist Health St. Helena hosts a series of
education programs through its Awaken Series
which focuses on cancer prevention and quality
of life.

X

X

X

X

X

Cancer Services
Support Groups

Adventist Health St. Helena provides an
extensive integrative support group programs
including Art Therapy, Bend, Stretch and
Breathe classes, Food of Love classes, Look
Good, and Feel Better Program for patients and
family members impacted by cancer.

X

X

X

X

X

X

X

X

X

Surgical Procedures Adventist Health St. Helena provides access to
for the Underserved surgeries free to the underserved through a
community partnership with Operation Access.
Health Education
for Community
Members

Adventist Health St. Helena is an advocate for
community education and provides educational
seminars on a variety of topics including
lifestyle, heart disease and joint care.

X

X

X

X

X

Cash Donations /
Not for Profit
Community
Organizations

Financial support to local faith based
organizations, community organizations and
educational organizations to feed, educate and
house vulnerable community members.

X

X

X

X

X

Ukiah Adventist
Hospital
dba
Adventist Health
Ukiah Valley

Adventist Health Ukiah Valley
Program

Description

2013

2014

2015

2016

2017

Diabetes Education

Adventist Health Ukiah Valley hosts support
groups and education classes monthly, in
English and Spanish. This team also visits local
health fairs checking blood sugar levels and
educating the community on diabetes and
healthy lifestyle choices.

X

X

X

X

X

Children’s Health
Fair

This free Children’s Health Fair reaches over
300 children living in low income households
each year. Health screenings are offered such
as scoliosis checks, dental checks, eye exams,
haring tests and physicals. Adults can have their
blood sugar tested as well as be given a flu
shot. Education is also provided on early
childhood trauma, nutrition and physical
fitness.

X

X

X

X

X

Street Medicine

Adventist Health Ukiah Valley offers a Street
Medicine Program that hosts weekly clinics,
visits to the winter shelter, plowshares and
churches to provide primary care for our
homeless population. Street Medicine also
visits common gathering areas to serve its
population where they are most comfortable.

X

X

Cash Donations

Adventist Health Ukiah Valley provides
donations made to charitable organizations.
These dollars go to organizations that serve the
most vulnerable to provide access to food,
housing, health services, education for health
providers and childhood health education.

X

X

X

X

X

Education, Nursing
and Nursing
Students

Provides clinical training, support and
mentoring to prepare for future jobs. Partners
with local college’s nursing program.

X

X

X

X

X

