






       Figure 5

All California Counties - Rates of Chlamydia Infections, per 100,000 Persons, 2005

Source:  California Department of Health Services, STD Control Branch, 2007a.
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The rate of chlamydia infections in California as a whole increased 
from 292.9 per 100,000 persons in 2001 to 352.1 per 100,000 
persons in 2005. The rate of Gonorrhea infections increased from 
66.9 per 100,000 persons in 2001 to 92.6 in 2005. Among the Valley 
counties, Merced County had the greatest rate increase in cases of 
Chlamydia, growing from 214.6 per 100,000 persons in 2001 to 
429.4 per 100,000 persons in 2005.  (California Department of 
Health Services, STD Control Branch, 2007a; 2007b). Figures 
5 and 6 also indicate that in 2005 rates for both Chlamydia and 
Gonorrhea in the San Joaquin Valley counties were consistently 
higher than in other primarily rural areas of California and more 
comparable to rates in the most populated urban counties.



All California Counties - Rates of gonorrhea Infections, per 100,000 Persons, 2005

Figure 6

Source: California Department of Health Services, STD Control Branch, 2007b.
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Figure 7

San Joaquin Valley and California Adolescents, Ages 15-17, 

who Have Not Had Sexual Intercourse, 2005

Another indicator that Valley adolescents are not abstaining from 
sexual intercourse or using condoms is the high teen birth rate. 
Despite a downward trend in teen births since the early 1990s, 
in 2004 the San Joaquin Valley counties had among the highest 
teen birth rates in the state. Kings and Tulare Counties had the 
highest teen birth rates in the state at 71.1 and 69.5, respectively, 
per 1,000 females, ages 15-19. The Valley rates were much higher 
than the teen birth rate in California as a whole, at 59.1 births 
per 1,000 females, ages 15-19, compared to California at 38.1 
(California Department of Health Services, Maternal and Child 
Health Epidemiology Section, 2004). While California met the 
HP 2010 objective #9-7 to reduce pregnancies among adolescent 
females to 43 per 1,000 females ages 15-19, the Valley exceeded 
this objective in all of the counties with Stanislaus County coming 
closest to the objective at 45.6%, as shown in Figure 9.

Source:  UCLA Center for Health Policy Research, 2007.
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Objective 25-11:  Increase to 95% the Proportion of 
Adolescents Who Abstain from Sexual Intercourse or 
Use Condoms, if Currently Sexually Active.

CHIS 2005 data shows an increase of 6.5% of San Joaquin Valley 
adolescents, ages 15-17, reporting having sexual intercourse at 
sometime during their life time (33.3%) compared to 26.8% in 
2001. However, in the same year, about 76.0% of male adolescents 
in the Valley, ages 15-17, reported using a condom during their last 
experience with sexual intercourse. This was lower than statewide 
percentage (81.7%). In 2005, the percentage of Valley adolescents 
who reported abstaining from sexual activity at 66.7% was lower 
than the percentage statewide at 72.8% but still greater than national 
percentage at 53.2% (UCLA Center for Health Policy Research, 
2007; CDC, 2007a). Figures 7 and 8 illustrate that the Valley is far 
from meeting the HP 2010 objective of 95% of adolescents using 
condoms or abstaining from sexual intercourse. County and region- 
specific estimates from the 2005 CHIS regarding adolescents who 
abstain from sexual intercourse or use condoms show that Kings 
County has the highest percentage (82.7% and 100%, respectively) 
and comes closest to meeting the Healthy People 2010 objective 
of 95%. San Joaquin County was the farthest from the objective at 
35.1% for reporting abstains from sexual intercourse while Fresno 
County was farthest at 45.0% for reporting condom use during last 
sexual intercourse.



Figure 8

Males, Ages 15-17, in the San Joaquin Valley and California who Reported 
Using a Condom During Last Sexual Intercourse, 2005
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Source:  UCLA Center for Health Policy Research, 2007.
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Figure 10 
 

Suicide Rates, per 100,000 Persons, in the San Joaquin Valley  
and California, 2001 and 2004

Source: RAND California, 2004.
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a health care provider (Young, Klap, Sherbourne, & Wells, 2001). 
The rates in the Valley, state and nation for this indicator were all 
well below the HP 2010 objective of 50%.

Suicide is the most dreaded complication of major depressive 
disorders. A review of psychological autopsies conducted by Angst, 
Angst, and Stassen (1999) estimated that approximately 10-15% of 
patients formerly hospitalized with depression committed suicide. 
When looking at all deaths by suicide, approximately 20-35% of 
deaths were among individuals who had been diagnosed with a 
major depressive disorder and received treatment at some point 
(Angst et al., 1999). In 2002, 132,353 individuals in the U.S. were 
hospitalized following a suicide attempt. An additional 116,639 
individuals were treated in emergency departments following 
a suicide attempt and then released (CDC, National Center for 
Injury Prevention and Control, 2004). In 2004, 1.4% of the total 
number of deaths in California was the result of suicide (RAND 
California, 2004).
 
An increase in the suicide rate is evidence of the lack of access 
to mental health care. Figure 10 shows increases in the rates, per 
100,000 persons, of deaths from suicide in six of the eight San 
Joaquin Valley counties between 2001 and 2004. However, rates 
have decreased since 2003. Suicide rates in California as a whole 
remained stable at 9.3 in 2001 and 9.4 in 2004 (Rand California, 
2004). In 2004, only one of the San Joaquin Valley counties 
(Madera) met the HP 2010 objective  of  reducing the suicide rate 
to 5.0 suicides per 100,000 persons.

6. Mental Health

Objective 18-9b:  Increase to 50% the Proportion of Adults 
with Recognized Depression Who Receive Treatment.

Mental disorders are among the most common of the chronic 
diseases affecting the U.S. population. These chronic diseases 
affect an estimated one in five adults nationally during their 
lifetime (U.S. Department of Health and Human Services, Center 
for Mental Health Services, 1999). In the state of California 5.4% 
(1,385,837) of the population age 18 and older were reported to 
have a serious mental illness. This estimate did not include persons 
who are homeless or who are institutionalized (National Institute 
of Mental Health, 2001).

The 2005 CHIS found only 5.6% of San Joaquin Valley adults 
age 18 and older who reported feeling downhearted and sad all or 
most of the time (an indicator for major depression), saw a health 
professional. This was slightly lower than the state percentage of 
8.3%. The percentage has drastically decreased since the 2001 
CHIS. In 2001, 17.6% of San Joaquin Valley adults and 20.2% 
of California adults who reported depression were seeing a health 
professional.  According to 2005 CHIS, San Joaquin County 
indicated the highest percentage (8.6%) among the eight Valley 
counties, yet still well below the HP 2010 objective.  Results from 
a national telephone survey conducted in 1997-98 showed that 
17.0% of adults with a probable depressive or anxiety disorder saw 



Table 5 

County 
# of Deaths from  
Motor Vehicle  

Crashes 

Rate of MVD1 per 
100,000 

# of Deaths from  
Homicide 

Rate of  
Homicides per  

100,000 
Fresno 22.3 66.3 7.5186.7
Kern 144.7 20.6 50.7 7.1
Kings 27.7 20.1 6 4.2*
Madera 34.3 25.8 8 5.8*
Merced 56 24.7 18 7.6*
San Joaquin 113.3 18.4 57 8.9 
Stanislaus 93.7 19.1 30 6
Tulare 93.3 25 25.7 6.3

San Joaquin Valley 749.7 21.6 261.7 7.16

California 4334.3 12.1 2476.3 6.7

HP 2010  Objective 9.2 3

Source:  California Department of Health Services, 2007.

1= MVD = Motor Vehicle Deaths. * = Statistically Unstable 

Age-Adjusted Death Rates from Motor Vehicle Accidents and Homicide
in the San Joaquin Valley and California, Averaged 2002-2004
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Air Quality Index Values 
Levels of Health  

Concern 
Colors 

When the AQI is in this  
range: 

Air quality conditions are:  As symbolized by this  
color: 

0 to 50 Good Green 

51 to 100 Moderate Yellow 

101 to 150 
Unhealthy for Sensitive  

Groups 
Orange 

151 to 200 Unhealthy Red 

201 to 300 Very Unhealthy Purple 

301 to 500 Hazardous Maroon 

Source:  American Lung Association, 2007.

Air Quality Index Scale 
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Table 6 
 



Table 8

San Bernadino, CA 1 150 76 23 F

Kern, CA 2 221 53 2 F

Fresno, CA 3 159 57 8 F

Riverside, CA 4 158 35 16 F

Tulare, CA 5 210 19 0 F

Los Angeles, CA 6 135 14 0 F

Merced, CA 7 87 21 5 F

Harris, TX 8 67 5 0 F

El Dorado, CA 9 57 8 0 F

Sacramento, CA 10 53 10 0 F

Source:  American Lung Association, 2007.

Top 10 Most Ozone Polluted Counties in the Nation, 2007

County
National 

Rank
Grade

# of 
Orange 

Days 
Unhealthy 

for Sensitive 
Groups

# of Red 
Days 

Unhealthy

# of Purple 
Days     
Very 

Unhealthy

Table 7

# of Orange 
Days

# of Red 
Days

# of Purple 
Days

# of Orange 
Days

# of Red 
Days

# of Purple 
Days

Unhealthy for 
Sensitive 
Groups

Unhealthy Very 
Unhealthy

Unhealthy for 
Sensitive 
Groups

Unhealthy Very 
Unhealthy

Fresno 135 14 0 149 179 32 3 214

Kern 221 53 2 276 242 66 2 310

Kings 28 0 0 28 50 1 0 51

Madera 14 0 0 14 31 1 0 32

Merced 67 5 0 72 116 8 1 125

San Joaquin 4 0 0 4 6 0 0 6

Stanislaus 28 0 0 28 46 1 0 47
Tulare
San Joaquin 
Valley

210

88

1668

19

11

284

0

0

49

229

100

2001

238

114

1907

25

17

409

0

1

54

263

131

2370

Source:  American Lung Association, 2006; 2007.

Total High 
Ozone Days

County

Number of High Ozone Days per Year by County, San Joaquin Valley, 2005 and 2006

2005 2006

Total High 
Ozone Days

California
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Table 9

County
% of Adults Who 
Currently Smoke2*

% of Youth Living 
with a Cigarette 

Smoker1

% of Youth Who Were 
in the Same Room 

with a Smoker in the 
Previous 7 Days1

% of Adults Who Agree that 
SHS Harms the Health of 

Children and Babies1*

Fresno 20.2% 34.6% 47.6% 98.6%
Kern 21.0% 34.6% 47.6% 96.1%
Kings 16.5% 34.6% 47.6% 96.1%
Madera 14.9% 34.6% 47.6% 98.6%
Merced 17.2% 34.6% 47.6% 98.6%
San Joaquin 13.9% 33.2% 47.6% 98.3%
Stanislaus 15.7% 33.2% 47.6% 98.6%
Tulare 17.4% 34.6% 47.6% 96.1%
San Joaquin Valley 17.1% 34.3% 47.6% 97.6%
California 17.8% 31.7% 47.0% 97.3%

Source:  1 California Department of Health Services, 2007. County estimates presented in this table are regional estimates.
 2 UCLA Center for Health Policy Research, 2007.
 

 *No 2006 data available; 2005 data was substituted.

Percent of Adult Smokers, Youth, Ages 12-17, Who Live With a Smoker and/or Have Been in the
Same Room with a Smoker, and Adult Beliefs About Secondhand Smoke, 2006
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0bjective 27-10:  Reduce the Proportion of Nonsmokers 
Exposed to Environmental Tobacco Smoke to 45% of the 
Population.

Research summarized in the World Health Organization, Tobacco 
Free Initiative clearly shows that chronic exposure to environmental 
tobacco smoke, also known as passive smoking or second hand 
smoke (SHS) significantly increases health risks and premature 
deaths in non-smokers. There is clear scientific evidence of an 
increased risk of lung cancer in non-smokers exposed to SHS (U.S 
Department of Health and Human Services, 2006). This increased 
risk is estimated at 20% in women and 30% in men who live with 
a smoker (Hackshaw, Law, & Wall, 1997). Similarly, it has been 
shown that non-smokers exposed to SHS in the workplace have a 
16% to 19% increased risk of developing lung cancer (Fontham et 
al., 1994). The risk of getting lung cancer increases with the degree 
of exposure.

The California Environmental Protection Agency estimates that 
SHS causes the death of 3,000 non-smoking Californians each 
year due to lung cancer (CalEPA, 1997). Results of a state study 
conducted in 1997 to identify the percentage of children and 
adolescents exposed to SHS showed that 12.3% of children were 
exposed to SHS in California homes (Cook et al., 1997). There 
was no data available specific to the San Joaquin Valley on adults 
exposed to second hand smoke.

Table 9 shows results from the County and Statewide Archive of 
Tobacco Statistics, (C-STATS)(California Department of Health 

Services, 2007) regarding youth exposure to SHS. Using living 
with a smoker and being in the same room with a smoker as 
surrogate variables for exposure to environmental tobacco smoke, 
California and the San Joaquin Valley were close to meeting the 
HP 2010 objective of 45% of the population exposed to SHS.   In 
Table 9  the percentages of adults who currently smoke, youth 
living with a cigarette smoker, and youth who were in the same 
room are 2006 data collections, while percentage of adults who 
agree that SHS harms the health of children and babies is limited 
to 2005 data only.

Other indicators of possible exposure to second hand smoke are 
whether smoking is allowed in the home and the number of days 
that there is smoking inside the home. According to the 2003 
CHIS, 70.3% of San Joaquin Valley respondents, in homes where 
someone smokes cigarettes, cigars, or pipes, reported that there 
was smoking inside the home on a daily basis (UCLA Center 
for Health Policy Research, 2005). However, as shown in Figure 
11, rules regarding smoking inside the home varied widely when 
looking at the homes where someone smokes compared to homes 
where no one smokes. The percentage of homes where smoking is 
allowed all of the time is 18 times greater in homes where there is 
a smoker compared to homes where no one smokes (UCLA Center 
for Health Policy Research, 2005). There were no current 2005 
data available specific to the San Joaquin Valley. 



* The Kindergarten Retrospective Survey surveyed immunization coverage levels of California kindergarteners at 24 months of age.

Figure 11

Rules Regarding Smoking Inside the Home, 
San Joaquin Valley, 2003

Smokers Living in the Home
(n=225,000)

No Smokers Living in the Home
(n=2,170,000)

Source: UCLA Center for Health Policy Research, 2005

Smoking never allowed in the home

Smoking allowed in some places or some times

Smoking always allowed in the home

Smoking never allowed in the home

Smoking allowed in some places or some times

Smoking always allowed in the home

5.7%

92.4%

1.9%

44.9%

36.7%

18.4%
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immunizations before age two. Results from the Kindergarten 
Retrospective Survey* (California Department of Health Services, 
Immunization Branch, 2006) indicate that immunization  
rate among California’s children at 24 months of age was less 
than the nation’s children immunization rate, 77.7% and 79.0% 
respectively. The San Joaquin Valley had a smaller percentage 
of children who were immunized than most other regions in 
California; regional coverage for the 4:3:1 series of immunization 
for the Central Valley was 72.2%. Three regions slightly exceeded 
the national rate; they are San Francisco Bay Area (81.0%), Central 
Coast (81.3%), and North Central Valley ([81.2%] which includes 
Sacramento, San Joaquin, and Stanislaus counties). 

California coverage for Polio, MMR, and Hep B remained stable at 
an average of 91.6%, while immunizations for DTP and varicella 
were 79.9% and 83.9% respectively. Among California children, 
Asian kindergarten students had the highest coverage for the 
4:3:1 series at 86.2%, Hispanic children at 77.9%, White children 
76.7%, and Blacks at 65.9% (California Department of Health 
Services, Immunization Branch, 2006). Among kindergarteners, it 
was reported that at 24 months of age 74.8% had been immunized 
with the 4:3:1:3 series (4 DTP, 3 Polio, 1 MMR, and 3 Hep B) 
and 69.8% had been immunized with the 4:3:1:3:1 series (4 DTP, 
3 Polio, 1 MMR, 3 Hep B, and 1 Var) (California Department of 
Health Services, Immunization Branch, 2006).

9. Immunization

Objective 14-24a:  Increase to 80% the Proportion 
of Children Ages 19-35 Months who Received the 
Recommended Vaccines (4DTaP, 3polio, 1MMR, 3 Hib, 
3 hepatitis B).

Immunization is one of the greatest public health achievements 
of modern times. In the U.S. today, 10 childhood diseases can 
be prevented by immunization--poliomyelitis, measles, pertussis 
(whooping cough), mumps, rubella (German measles), tetanus, 
diphtheria, hepatitis B, Haemophilus influenza type b (Hib), and 
varicella (chicken pox). Except for tetanus, these diseases are 
contagious and when children are not protected against them, 
serious outbreaks of disease can occur (Children’s Health System, 
2001). Any shortfalls in immunization leave many of the youngest 
children vulnerable to diseases that are entirely preventable through 
vaccination. Immunizations also help control the spread of other 
infections, such as influenza, within communities. Despite this 
success, new challenges and reduced resources are weakening the 
nation’s immunization system, increasing the likelihood of disease 
outbreaks (IOM, 2000). 

The Centers for Disease Control and Prevention recommends 
that children in the United States should receive a 4:3:1 series of



Figure 12

Adults, Age 65 and Over, who had a Flu Shot in Past 12 months, 2001 and 2005

Source: UCLA Center for Health Policy Research, 2003; 2007.
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Objective 14-24b:  Increase to 80% the Proportion 
of Adolescents Ages 13 to 15 Years Who Received the 
Recommended Vaccines.

While data specific to this age group, adolescents ages 13-15, 
were not available for the San Joaquin Valley, the California 
Department of Health Services, Immunization Branch conducts 
yearly school assessments to monitor compliance with California 
school immunization law. One group that is assessed is seventh 
graders. This assessment has been conducted each year since 
1999. In 2006, 95.8% of 7th graders in California had received 
all required immunizations, an increase from 70.0% in 2001. The 
2006 California percentage was similar to the counties in the San 
Joaquin Valley that ranged from a high of 87.6% in Fresno County 
to a low of 70.8% in Tulare County. Half of the eight Valley counties 
met the 80% goal set forth in HP 2010 (California Department of 
Health Services, Immunization Branch, 2003).

Objective 14-29a:  Increase to 90% the Proportion of 
Noninstitutionalized Adults who are Vaccinated Annually 
Against Influenza and Those Ever Vaccinated Against 
Pneumococcal Disease.

CHIS 2005, 65.7% of California’s seniors, ages 65 years and over, 
reported having had a flu shot during the 12 months prior to the 
survey, while only 62.6% of the San Joaquin Valley population in 
the same age group reported having a flu shot. This was lower than 
the median percentage for the nation at 67.9% (CDC, 2006b). CHIS 

2005 data by gender showed that a larger percentage of males, age 
65 and over, in both California (66.0%) and San Joaquin Valley 
(64.1%) than females, age 65 and over, in California (65.4%) and 
the Valley (61.3%) received flu vaccinations during the 12 months 
prior to the survey. Males, age 65 and over, in the San Joaquin 
Valley and California as a whole and California females, aged 
65 and over, showed some decrease between 2001 and 2005 in 
the percentage who received a flu shot. However, the percentage 
of Valley males, age 65 and over, who received a flu shot, has 
significantly dropped by 10.3% since 2003  (Figure 12; UCLA 
Center for Health Policy Research, 2005; 2007).

CHIS 2005 data shows great disparity by race/ethnicity for seniors 
age 65 and over in vaccination against the flu in the San Joaquin 
valley.  Whites (63.2%), Asian (61.7%), and Latino (67.9%) were 
over two times more likely to have had the flu vaccination than 
American Indian/Alaska Native 29.8%, and African American 
33.4%  ages 65 and over, (UCLA Center for Health Policy 
Research, 2007). Figure 12 indicates that neither California nor 
the San Joaquin Valley is meeting the HP 2010 objective of 90% 
for annual flu vaccinations.

In 2003, 63.0% of California’s adult population age 65 and over 
reported that they had ever had a pneumonia shot, while 65.5% of 
the San Joaquin Valley population in the same age group reported 
that they had ever had a pneumonia shot (UCLA Center for Health 
Policy Research, 2005). This was similar to the national median 
percentage of 64.6% (CDC, 2006b). The Valley, California and the 
nation were all below the HP 2010 objective of 90%. CHIS data 
for 2005 was not available.



Figure 13

Nonelderly Adults, Ages 18-64, in the San Joaquin Valley and California, without Health 
Insurance for the Entire Year by Percentage of Federal Poverty Level, 2005

Source: UCLA Center for Health Policy Research, 2007.
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Figure 14

Nonelderly Adults, Ages 18-64, in the San Joaquin Valley without 
Health Insurance for the Entire Year, 2003 and 2005

Source:  UCLA Center for Health Policy Research, 2005; 2007.
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In 2001, 14.8% of nonelderly Californians, ages 18-64, or 
3,122,000 adults, reported not having health insurance during 
the year prior to the survey. This was similar to the percentage 
for 2005 at 14.4% or 3,238,000 people. The percentage of San 
Joaquin Valley nonelderly adults who reported not having health 
insurance for the entire year prior to the survey was higher than  the 
state with 15.9% (307,000 persons) in 2001 and 16.4% (358,000 
persons) in 2005 (UCLA Center for Health Policy Research, 2003; 
2007). Nationally, in 2002, a similar percentage of nonelderly 
adults reported having no health insurance at 15.6% (U.S. Census 
Bureau News, 2004).

2001 and 2005 CHIS data showed that demographic characteristics 
also played a significant role in the health insurance status of Valley 
residents, with findings similar to those nationally (UCLA Center 
for Health Policy Research, 2003; 2007). 

• Young adults in the San Joaquin Valley, ages 18-24, had 
the highest percentage of individuals who reported having 
no health insurance for the entire year prior to the survey 
at 22.3% in 2001 and 23.2% in 2005.

• Almost three times as many nonelderly Latino adults in 
the Valley (21.1% in 2001 and 25.1% in 2005) reported 
having no health insurance for the entire year prior to the 
survey when compared to White nonelderly adults (7.0% 
in 2001 and 10.5% in 2005).

• Nonelderly San Joaquin Valley adults, who where born 
in Mexico, had the highest percentage of individuals who 
reported being uninsured for the entire year at 34.0% 
 in 2001 and 32.2% in 2003. Among Valley nonelderly 
adults that were born in the United States, 10.7% in 2001 
and 11.8% in 2003, reported being uninsured for the 
entire year.

• Educational attainment played on important role in 
insurance status with 31.9% of nonelderly Valley adults, 
with less than a high school diploma, reporting no health 
insurance in the year prior to the 2003 CHIS compared to 
only 4.3% of those with a Bachelor’s degree or higher.

• As shown in Figure 13, the poverty level of Valley residents 
impacted insurance status with 31.3% of nonelderly adults 
with incomes 0-99% of the federal poverty level (FPL) 
in 2005 reporting no health insurance for the entire year. 
Only 7.8% of nonelderly adults with incomes of 300% 
FPL and above reported having no health insurance in the 
same year.

There was little overall change between 2001 and 2005 in the 
percentages of nonelderly adults who reported having no health 
insurance for an entire year. Figure 14 indicates that percentages 
remained constant for Valley residents without health insurance, 
with very slight increases or decreases between the two years 
(UCLA Center for Health Policy Research, 2005; 2007). Neither 
the Valley counties nor the state were near the HP 2010 objective 
of 100% of people with health insurance.



•	 Adults, ages 18-24, were less likely than other age groups 
to have usual source of care with 26.7% (96,000 persons) 
in 2001 and 28.8% (125,000 persons) in 2005 having no 
usual source of care.

•	 Among ethnic groups, a higher percentage of nonelderly 
Latino adults, ages 18-64, (26.0% in 2001 and 24.0% in 
2005) reported having no usual source of care than any 
other racial or ethnic group.

•	 The proportion of the non-citizen population, in the 18-64 
age group, without a usual source of care (33.0% in 2001 
and 25.4% in 2003) was more than double that of U.S. - 
born citizens in the same age group (12.5% in 2001 and 
13.7% in 2003).

•	 Nonelderly adults, ages 18-64, who were born in Mexico 
had the highest percentage of individuals reporting no 
usual source of care with 31.0% in 2001 and 24.4% in 
2003.

•	 Educational attainment had an impact on the proportion 
of people who were without a usual source of care. Higher 
percentages of nonelderly Valley residents with a high 
school education or less reported having no usual source 
of care (21.8% in 2001 and 21.6% in 2003). However, 
less than half as many persons with a college education, 
some college through a Ph.D. or equivalent, reported 
having no usual source of care (10.2% in 2001 and 8.3% 
in 2003).

Figure 15
Residents in the San Joaquin Valley and California 
with a Usual Source of Care, by Age group, 2005

Source:  UCLA Center for Health Policy Research, 2007
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Growing evidence suggests that the combination of health 
insurance and having a usual source of care has additive effects 
for quality of health care (Robert Graham Center, 2004).  In 2005, 
89.6% of Californians of all ages reported having a usual source of 
care. This was higher than the percentage for 2001 at 87.6%. The 
percentage of San Joaquin Valley residents who reported having a 
usual source of care was similar to the state with 87.3% in 2001 and 
89.9% in 2005. These percentages were similar to the nation where 
88.0% of residents in 2001 and 87.9% in 2003 reported having a 
usual source of care (CDC, 2005). The percentage of individuals 
who reported having a usual source of care in both 2001 and 2005 
was higher among Valley females at 90.0% in 2001 and 90.7% in 
2005 than it was for males at 84.6% in 2001 and 89.1% in 2005 
(UCLA Center for Health Policy Research, 2003; 2007).

Figure 15 provides evidence that children ages 0-11 and elders, 
age 65 and over, in both California and the San Joaquin Valley met 
the HP 2010 objective of 96% of persons having a usual source 
of care. However adolescents, ages 12-17, and nonelderly adults, 
ages 18-64, did not meet the objective.

As with health insurance coverage, demographic characteristics 
played a significant role with regard to having a usual source 
of care for San Joaquin Valley residents. Several demographic 
characteristics, such as age, race/ethnicity, citizenship, nativity and 
educational attainment, contributed to the lack of a usual source 
of care for Valley residents (UCLA Center for Health Policy 
Research, 2003; 2007). 



Figure 16
 

Physicians and Surgeons, per 1,000 Persons, in the San Joaquin Valley 
and California, 2000 and 2005

Source:  RAND California, 2005b.

*Prenatal care is defined as adequate if the first prenatal visit occurs in the first trimester of pregnancy and if the total number of doctor visits are appropriate to the 
gestational age of the baby at birth (Kotelchuck, 1994).
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One potential explanation for Valley residents not meeting the 
Healthy People 2010 objective of 96% of residents having a usual 
source of care is a relative shortage of health care professionals 
in the Valley. Figure 16 shows the rate of physicians and surgeons 
per 1,000 persons in the San Joaquin Valley counties compared to 
California as a whole. The data show that each of the San Joaquin 
Valley counties had a lower rate of physicians per 1,000 persons 
than the state. The data also show that there has been little or no 
increase in the number of physicians in any of the Valley counties 
between 2000 and 2005 (Rand California, 2005b). 

The shortage of health care providers in the San Joaquin 
Valley is impacted by several factors: its largely rural nature, 
the large percentage of uninsured residents, and lower Medi-
Cal reimbursement rates compared to other parts of the 
state (Capitman, et al., 2005a). National studies confirm this 
observation citing that low health insurance coverage rates and 
low reimbursement rates from programs such as Medicaid may 
be among the determinants that cause a growing number of health 
care professionals to either not practice in rural communities or 
limit their indigent care efforts (Phillips & Kruse, 1995). The 
National Health Service Corps, a federal agency that works to 
get health care professionals into shortage areas, reports that 43 
million Americans live in communities without doctors or other 
medical practitioners to deliver primary health care (AFSCME, 
2001). Health care workforce shortages in the rural United States 



Table 10

Demographic 
Characteristics

Total 
Number of 

Births

% of San Joaquin 
Valley Births

% Receiving 
Adequate Pre-

Natal Care*

Ethnicity
White 17,141 27.3% 82.3%
African American 26,141 4.2% 78.3%
Asian/Pacific Islander 4,349 6.2% 76.2%
Hispanic/Latino 38,737 61.6% 77.0%

Mother's Age
Under Age 20 8,512 14.0% 72.9%

20 and Older 52,386 86.0% 79.4%

Mother's Education Level
Less Than High School 12,143 20.3% 74.6%

High School Grad 28,863 48.2% 77.1%

Some College - Graduate Degree 18,911 31.6% 83.1%

County Data
Fresno 15,765 25.9% 79.4%

Kern 10,993 18.1% 78.7%

Kings 2,514 4.1% 70.4%

Madera 2,316 3.8% 81.0%

Merced 4,004 6.6% 74.8%

San Joaquin 9,897 16.3% 75.5%

Stanislaus 7,643 12.5% 83.2%

Tulare 7,766 12.7% 79.1%

San Joaquin Valley 60,898 100.0% 77.8%

Payment Source
Medi-Cal 35,649 58.5% 75.4%

Other Public 148 0.2% 76.4%

Private/HMO 23,236 38.2% 82.9%

All Others 1,865 3.1% 81.1%

Source: Capitman, et al., 2007

Demographic Characteristics and Adequacy of Prenatal

Care in the San Joaquin Valley, 2004

Healthy People 2010: 2007 Profile

31 Note: Data excludes births to women who reside in a non-San Joaquin Valley county
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obese non elderly adults, ages 18-64, and seniors, age 65 and 
over, than the state as a whole. 

The percentage of overweight and obese nonelderly adults 
remained stable since the 2005 Profile. Percentages of 
overweight and obese adults and seniors as compared to the 
nation as a whole were similar. The San Joaquin Valley and 
the state failed to meet the HP 2010 objective of reducing the 
proportion of adults who were overweight or obese to 15% of 
the population.

The percentage of overweight and obese adolescents in the 
San Joaquin Valley increased between 2001 and 2005. The 
percentage of Valley adolescents who were overweight or 
obese was higher than the state and similar to the nation . The 
Valley failed to meet the HP 2010 objective of reducing the 
proportion of children and adolescents who are overweight or 
obese to 5% of the population. 

3. Tobacco Use

•		 Reduce cigarette smoking by adults to 12% of the 
population.

•		 Reduce cigarette smoking by adolescents to 16% of the 
population.

There was some improvement in the percentage of adult 
smokers between 2001 and 2005 in the San Joaquin Valley. 
When comparing the Valley to the state,  a higher percentage 
of Valley adults reported being current smokers than adults 
statewide. However, a lower percentage of Valley adults 
reported being current smokers than did adults nationally. 
Adults in the Valley, the state, and the nation failed to meet the 
HP 2010 objective of reducing cigarette smoking by adults to 
12% of the population.

A lower percentage of adolescents in the San Joaquin Valley 
and California reported being smokers than the nation and 
surpassed the HP 2010 objective of reducing cigarette smoking 
by adolescents to 16% of the population. Current data shows 
the SJV having a lower percentage of Adolescents smokers 
than in 2005 Profile. 

Key Findings
The goal of this report was to assess the progress San Joaquin 
Valley residents have made in reaching the Healthy People 2010 
objectives for the 10 leading health indicators since the 2005 
Profile (Bengiamin, et al., 2005). Additionally, we attempted to 
compare the Valley to California and the nation, whenever possible. 
Limitations on available data for comparison purposes remained to 
be our greatest barrier to meeting these goals. Further confirmation 
to the data limitation was also voiced by the Central California 
Public Health Partnership during their review of the final report. 
The major issues with data collection involved the following:

•	 Key indicators were measured inconsistently across sources.
•	 Age groups were clustered differently.
•	 Data were collected for different years.
•	 Units of measurement from different sources were not the 

same.
•	 Data specific to the San Joaquin Valley did not exist or 

was not available for several objectives.

In reviewing the findings from this report, the region’s Departments 
of Public Health were concerned with limitations in the accuracy, 
stability, and representativeness of health indicators derived from the 
CHIS and the absence of county-specific individual level data to assess 
the determinants of within-county and regional variations in health.

Despite these difficulties we were able to determine that overall 
there is little evidence to suggest that progress has been made since 
the 2005 Profile, comparing 2001 data to 2005 data, on meeting the 
HP 2010 objectives. Specifically, data show that the San Joaquin 
Valley has not yet met all of the 22 objectives set forth in the 10 
leading health indicators from HP 2010 10 (Table 11). The Valley 
met or exceeded the standard set in three of the objectives and did 
not meet the standard in 19 other objectives. The following is a 
summary of the findings regarding the status of the San Joaquin 
Valley with regard to meeting the HP 2010 objectives.

1. Physical Activity

•		 Increase to 30% the proportion of adults who engage 
regularly, preferably daily, in moderate physical activity 
for at least 30 minutes per day.

•		 Increase to 85% the proportion of adolescents who 
engage in vigorous physical activity that promotes cardio-
respiratory fitness three or more days per week for 20 or 
more minutes per occasion.

In the 2005 report the percentages of physical activity among 
adults in the San Joaquin Valley, the state, and the nation were 
similar. In this report the San Joaquin Valley adult physical 
activity was worse than California and the Nation and 
exceeded the HP 2010 objective of 30% of adults engaging in 
regular, moderate physical activity. Although the percentage 
of San Joaquin Valley adolescents who engaged in vigorous 

physical activity was comparable to that of the state and the 
nation, they did not meet the HP 2010 objective of 85%. 

2. Overweight and Obesity

•		 Reduce the proportion of adults who are obese to 15% of 
the population.

•		 Reduce the proportion of children and adolescents who 
are overweight or obese to 5% of the population.

The San Joaquin Valley had a higher percentage of overweight/
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4. Substance Abuse

•		 Increase to 89% the proportion of adolescents not using 
alcohol or any illicit drugs during the past 30 days.

•		 Reduce the proportion of adults using any illicit drug in 
the past 30 days to 2% of the population.

•		 Reduce the proportion of adults engaging in binge 
drinking of alcoholic beverages during the past month to 
6% of the population.

The percentage of adolescents in both the San Joaquin Valley and 
California who reported not using alcohol failed to meet the HP 
2010 objective of 89% of adolescents not using alcohol.  2005 
data shows that adolescents use of alcohol increases from 63.9% 
in 2001 to 65.2% in 2005. However, the percentage of Valley 
adolescents who reported binge drinking increases  from 6.7% in 
2001 to 8.6%  in 2005. SJV adolescents use of illicit drugs has 
increased from 9.9%  in 2001 to 12.7% in 2005. This was higher 
than the state percentage of 10.0% in 2005.

The percentage of adults in the San Joaquin Valley who reported 
binge drinking had increased 3.4% since 2001. SJV percentage 
of adults reporting binge drinking (18.5%) was lower than the 
percentage statewide at 25.3%. Both the Valley and California had 
a lower percentage (32.2% and 28.0%) of binge drinkers in the 
18-25 age groups than the nation (42.1%). The San Joaquin Valley, 
California and the nation failed to meet the HP 2010 objective of 
reducing the percentage of adults who engage in binge drinking to 
6% of the population. Data shows an  increase in the San Joaquin 
Valley adult residents’ use of  illicit drugs since the 2005 Profile. 

5. Responsible Sexual Behavior

•		 Increase to 50% the proportion of sexually active persons 
who use condoms.

•	 Increase to 95% the proportion of adolescents who abstain 
from sexual intercourse or use condoms, if currently 
sexually active.

Data specific to condom use among adults in the San Joaquin Valley 
were not available to measure against the HP 2010 goal of 50% of 
sexually active adults using condoms. As a surrogate indicator we 
examined the rate of Chlamydia and Gonorrhea cases in the San 
Joaquin Valley, which increased between 2001 and 2005, and were 
higher than the state as a whole for those between the ages 15-24.

The percentage of San Joaquin Valley adolescents who abstained 
from sexual intercourse was worse than  adolescents statewide 
(65.0% and 71.2% respectively) and better than  the national 
percentage at 53.2%. However, in 2005, almost one quarters of 

San Joaquin Valley male teens, ages 15-17, reported not using a 
condom during sexual intercourse. Overall, the percentage of 
sexually active San Joaquin Valley male adolescents who reported 
using a condom (76.0%) was lower than  the state (81.7%). The 
San Joaquin Valley, the state and the nation failed to meet the HP 
2010 objective of increasing to 95% the proportion of adolescents 
who either abstain from sexual intercourse or use condoms during 
sexual intercourse. County and region-specific estimates from the 
2005 CHIS regarding abstinence indicates that there have been a 
decrease in comparison to the 2005 Profile.

6. Mental Health

•  Increase to 50% the proportion of adults with recognized 
depression who receive treatment.

The percentage of San Joaquin Valley adults who suffered from 
depression and sought help was lower than the state (5.6% and 
8.3% respectively). The Valley, the state and the nation failed to 
meet the HP 2010 objective of increasing to 50% the proportion of 
adults with recognized depression who receive treatment.  County 
and region-specific estimates from the 2005 CHIS regarding 
treatment of depression shows similar percentage to the 2005 
Profile. However, it is important to note that the percentage of 
deaths from suicide was higher than that of the state in three out 
of the eight counties and all counties except one (Madera) were 
higher that the HP 2010 objective of 5.0 deaths per 100,000 
persons. Furthermore, there was an increase in the percentage of 
suicide deaths from 2001 to 2004 in six of the eight counties.

7. Injury and Violence

•		 Reduce deaths caused by motor vehicle crashes to 9.2 per 
100,000 population.

•		 Reduce homicides to 3.0 per 100,000 persons.

The rates of death from motor vehicle crashes in almost all eight 
of the San Joaquin Valley counties was approximately twice that 
of the state as a whole and the HP 2010 objective of 9.2 deaths 
per 100,000 persons. San Joaquin Valley county rates for death 
due to homicide varied widely from a low of 4.2 to a high of 8.9 
per 100,000 persons (California Department of Health Services, 
2007). Four of the eight counties had homicide rates that were 
higher than the state. The San Joaquin Valley had similar homicide 
rates to the nation. Furthermore, the San Joaquin Valley, the state 
and the nation exceeded the HP 2010 objective of 3.0 homicide 
deaths per 100,000 persons.
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8. Environmental Quality

•		 Reduce the proportion of persons exposed to air that does 
not meet the U.S. Environmental Protection Agency’s 
health based standards for ozone to 0%.

•		 Reduce the proportion of nonsmokers exposed to 
environmental tobacco smoke to 45% of the population.

The San Joaquin Valley now has the distinction of  having some 
of the worst air quality in the nation. Ozone levels continue 
to exceed federal 1-hour and 8-hour standards. Recent data 
on smog emissions show the Valley leads the nation with the 
most days of polluted air. Furthermore, in 2006 California had 
eight of the ten most polluted counties in the nation. Of the 
nine counties, four were in the San Joaquin Valley. None of the 
Valley counties came close to meeting the HP 2010 objective 
of 0% exposure to air that does not meet the EPA health-based 
standards for ozone. National data shows that 35% of children 
live in homes where residents or visitors smoke in the home 
on a regular basis.

9. Immunization

The percentage of San Joaquin Valley children receiving 
recommended vaccines increased slightly between 2004 at 69.3% 
and 2006 at 72.2%. The Valley percentages remained lower than 
both the state and nation. The San Joaquin Valley, the state and 
the nation failed to meet the HP 2010 objective of 80% of young 
children receiving all the recommended vaccines. While data 
specific for adolescents, ages 13-15, were not available, a state 
assessment of 7th graders showed some variation among the eight 
counties. On average, San Joaquin Valley results were comparable 
to that of the state, and half of the eight Valley counties met or 
exceeded the 80% goal set forth in HP 2010.

When compared to the state a lower percentage of Valley seniors, 
age 65 and over (65.7% and 62.6% respectively), received an 
annual influenza vaccination. The percentage of seniors in the San 
Joaquin Valley who received a flu shot was lower than the nation 
at 67.9%. There was a slight decrease in the percentage of seniors 
receiving a flu shot between 2001 and 2005. The Valley, the state, 
and the nation failed to meet the 2010 objective of increasing 

to 90% the proportion of noninstitutionalized adults who are 
vaccinated annually against influenza. This was also true of adults 
vaccinated against pneumonia.

10. Access to Care

•		 Increase to 100% the proportion of persons with health 
insurance.

•		 Increase to 96% the proportion of persons who have a 
specific source of ongoing care.

•		 Increase to 90% the proportion of pregnant women who 
begin prenatal care in the first trimester of pregnancy.

The San Joaquin Valley had a higher percentage  (16.4%) of 
uninsured nonelderly adults, ages 18-64, as compared to the 
state as a whole (14.4%) and there was little change between 
2001 and 2005. Notable age, race/ethnicity, and income 
disparities in insurance coverage mirrored national patterns. 
Similar percentages of nonelderly adults in the Valley, the 
state and the nation reported having a usual source of care. 
There was also no change between 2001 and 2005.

The San Joaquin Valley had a lower percentage of women 
receiving adequate, early prenatal care than California. There 
was an improvement in adequate prenatal care in the San 
Joaquin Valley from 2002 at 80.8% to 82.3% in 2004. Despite 
the overall improvement in adequacy, racial ethnic disparity 
persisted over the same period.In summerary, the San Joaquin 
Valley failed to meet the HP 2010 objectives of 100% with 
insurance coverage, 96% with a specific source of care, and 
90% receiving early prenatal care.

   
 



Table 11

Health Indicator

San Joaquin 
Valley 

Compared with 
California

San Joaquin 
Valley 

Compared with 
the Nation

San Joaquin 
Valley 

Compared with 
Healthy People 

2010  Target

Progress since 
the 2005 Profile

Adults Worse Worse Met Target No Change

Adolescents Similar Better Did Not Meet Target Similar

Adults Worse Similar Did Not Meet Target Similar

Adolescents Worse Similar Did Not Meet Target Similar

Adults Worse Better Did Not Meet Target Better

Adolescents Worse Better Met Target Better

Adults - Binge Drinking Better No Comparable Data Did Not Meet Target Worse

Adults - Illicit Drug Use Worse Better Did Not Meet Target Worse

Adolescents* - Alcohol Use Similar Worse Did Not Meet Target Worse

Adults - Condom Use Worse No Comparable Data Did Not Meet Target No Comparable Data

Adolescents - Abstain/Condom Use Worse Better Did Not Meet Target Worse

Adults - Treatment for Depression Worse No Comparable Data Did Not Meet Target Worse

Motor Vehicle Worse Worse Did Not Meet Target Similar

Homicide Worse Worse Did Not Meet Target No Change

Air Quality Worse Worse Did Not Meet Target Better

Secondhand Smoke Similar Similar Did Not Meet Target Better

Childhood Worse Worse Did Not Meet Target Better

Adolescents Worse No Comparable Data Met Target Better

Flu Shots Worse Worse Did Not Meet Target Worse

Health Insurance Worse Similar Did Not Meet Target Similar

Source of Care Similar Similar Did Not Meet Target Similar

Prenatal Care Worse Worse Did Not Meet Target Similar

*Data on adolescent drug use was not available

Overweight and Obesity

Physical Activity

San Joaquin Valley Report Card for Meeting Healthy People 2010 Goals, 2005

Mental Health

Sexual Behavior

Substance Abuse

Tobacco Use

Access to Health Care

Immunization

Environmental Quality

Injury and Violence

Healthy People 2010: 2007 Profile
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Overall, this report illustrates that the San Joaquin Valley is not 
making progress nor is it losing ground with regard to key measures 
of the health status of its residents. No change was noted for adult 
physical activities and homicide. No improvements were noted 
for adolescent physical activity, overweight/obesity for adults and 
adolescents, motor vehicle accidents, and access to care measures 
(health insurance, usual source of care and prenatal care). 
California’s heartland region worsened in adult binge drinking 
and illicit drug use, adolescent alcohol use, adolescent abstinence 
and use of condoms, adult treatment for depression and senior flu 
shots. Improvements were noted for adult and adolescent tobacco 
use, air quality, and child and adolescent immunization. Few of 
the HP 2010 objectives are being met, and the lack of progress 
since the 2005 Profile offers little justification for optimism about 
meeting those objectives without concerted effort.

Although this review found several areas where the health status 
of San Joaquin Valley residents was worse than California as a 
whole (adult physical activity; adult overweight/obesity; adult 
and adolescent tobacco use; adult binge drinking and illicit drug 
use; adult and adolescent sexual behavior; adult mental health; 
motor vehicle and homicide deaths; air quality; child, adolescent 
and elder immunization; health care insurance; and access to 
prenatal care), mean differences may understate the depth of 
health challenges in the region. In each case where health status 
comparisons by race/ethnicity, insurance status, and urban/rural 
residence were available, notable disparities were documented.  
These disparities emerge, in part, from the San Joaquin Valley’s 
unique conditions, such as a notably younger population, low 
average income and educational attainment, a rural/agricultural 
economy, health care professional shortages,   mal-distribution 

of health care resources, and inadequate respect for racial/ethnic 
and cultural diversity. Yet understanding the complex social and 
economic determinants of health is not sufficient if our goal is to 
come closer to meeting national health objectives. Also needed 
to meet these objectives are new strategies that refocus public 
health and health care programs on eliminating health and health 
care inequities and meeting the changing needs of all Valley 
residents. In our 2005 report, we offered five recommendations—
two addressing improved data and three addressing program 
enhancements—that continue to be relevant. An additional area 
of recommendation is focused on our changing economic and 
political context as well as increased recognition of the social 
determinants of health disparities. These are also highlighted in 
this report.  

Improving Available Information: Two recommendations 
related to improving the quality and comprehensiveness of data 
and analyses with respect to leading health indicators are: 

• Use multivariate quantitative methods and qualitative 
approaches to pinpoint specific health challenges.  

• Develop a San Joaquin Valley database pertinent to the Healthy 
People 2010 health objectives.

Responding to the need for more detailed understanding of 
specific health challenges, the Central Valley Health Policy 
Institute (CVHPI) conducted a series of studies of regional health 
care sector performance in providing prenatal care and improving 
birth outcomes (Bengiamin, et al., 2007). Among these were: 1) 
a study of three years of California birth records, 2002-2004, 2) 



a qualitative evaluation of system barriers in three of the region’s 
counties and 3) a meta-analysis and systematic review of race and 
insurance-related disparities in prenatal care in California compared 
to other states, in the context of the 1990s Medicaid expansion. 
The three-year analysis of California birth records explored how 
demographic characteristics, insurance, and residential location 
influence adequacy of care and birth outcomes in the San Joaquin 
Valley. The qualitative study, conducted in three of the region’s 
counties, focused on provider experiences in serving pregnant and 
post-partum women. The systematic review and meta-analysis of 
published studies on the adequacy of prenatal care focuses on how 
the Medicaid expansions of the 1990s influenced racial/ethnic 
prenatal care disparities in California compared to other states. 
Significantly, these studies point to critical changes in health care 
financing, public sector reimbursement, provider staffing patterns 
and training, and health education programming that could yield 
improvements in prenatal care and birth outcomes.  Continued 
research on this topic is focusing on how individual low-income 
women overcome the barriers to adequate care. New collaborations 
and policy initiatives are needed to demonstrate the potential 
effectiveness of the proposed health care system enhancements on 
health care access and birth outcomes. More broadly, similar in-
depth investigations need to be initiated to address other leading 
health indicators.

Responding to the need for more complete data, the Central 
Valley Health Policy Institute has been working with a national 
consulting firm to build a region-wide data warehouse that 
integrates existing demographic data (population, births, deaths) 
and hospital discharge data at the zip-code, community, county and 
regional levels.  Although difficulties in acquiring hospitalization 
data have slowed this project, we anticipate that these data will 
be available for use in 2008 and subsequent Healthy People 
updates.  While the data warehouse will improve our capacity 
to use extant data, it should be noted that there are significant 
leading indicator domains (responsible sexual behavior, tobacco 
use, substance abuse, physical activity and mental health targets 
as well as utilization of emergency services, outpatient care, and 
preventive health services) for which regional data continue to 
be unavailable. Further, the data used to assess status relative to 
many of the indicators are derived from the California Health 
Interview Survey (CHIS). While the broad utility and scientific 
quality of the CHIS is not in question, the relatively small samples 
for some counties, the reliance on land-based telephones to 
contact potential respondents, and the level of detail available 
on key indicators suggest the need for continued exploration of 
how health care providers, public health departments, and other 
institutions (social service departments, schools, and employers, 
for example) might collaborate to develop more inclusive data 
sets that target areas of special concern to the region. Recognizing 
the need for comprehensive, reliable and consistent data on health 
indicators, the regions eight departments of public health , working 
as the Central California Public Health Partnership, have initiated 
a review of their data resources. In addition to seeking innovations 
in access to data now available at the state-level only or in county-

aggregate form only, they are exploring new opportunities for 
extracting reportable data from ongoing health monitoring and 
disease prevention activities. The Partnership is also exploring 
the development of a regional template for reporting on health 
indicators and public health efforts.

Interventions to Improve Health: The findings reported 
here appear to indicate the continuing value of the three 2005 
recommendations addressing new strategies to improve health:

• Define and address access barriers to health care experienced 
by San Joaquin Valley residents by age, educational level, 
income, and race/ethnicity. 

• Increase access to care, especially among young adults where 
there appears to be a lack of insurance coverage. 

• Develop culturally appropriate and linguistically competent 
outreach services to address racial/ethnic, social class and 
other disparities.

With respect to access barriers, through the California Partnership 
for the San Joaquin Valley, the Central Valley Health Policy 
Institute is exploring the potential benefits and best designs for 
Health Enterprise Zones (HEZ). Through statewide legislation and 
local decision-making, some currently underserved communities 
might be able to implement tax and regulatory changes to attract 
health care providers and other health-promoting enterprises.  A 
two-year feasibility study is seeking to identify what shortages 
should be addressed and which incentives would effectively 
increase the number of health professionals establishing practices/
health businesses in underserved areas of the San Joaquin Valley. 
Because many believe that the health care practitioner shortages 
and mal-distribution of resources can only be addressed through 
increases in local efforts to engage young people in health careers, 
CVHPI is also participating in several efforts to promote health 
careers and improve health career educational opportunities in 
the region. Although both HEZ and enhanced health professional 
education are likely to produce long-term improvements in access, 
our findings from  prenatal care projects referenced above suggest 
that there may be strategies to broaden access with the potential 
for more immediate impact. Innovations in making health care 
more accessible will require broad participation and a growing 
cadre of health and policy professionals knit together by shared 
understandings of the challenges we face and shared commitments 
to removing barriers that block individuals from care and 
organizations from working collaboratively. The Health Policy 
Leadership Program at the Central Valley Health Policy Institute 
represents one such effort to enhance the local capacity to cross 
traditional political, discipline, and organizational boundaries. This 
program engages emerging leaders from throughout the region in 
exploring opportunities to address regional health problems.  

With respect to high rates of uninsured, one of the most promising 
efforts in California, the Children’s Health Initiative (CHI), is being  
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implemented in most San Joaquin Valley counties. Statewide, the 
32 local CHIs are dedicated to ensuring that all California children 
have access to quality health coverage. Together, the CHIs 
emphasize streamlined enrollment into Healthy Families, Medi-
Cal and Healthy Kids insurance programs, and share a goal of 
creating and maintaining a sustainable health care program for all 
children in California.  A University of Southern California (USC) 
study (Cousineau et al., 2008)  shows that these locally financed 
initiatives save the state of California up to $7.3 million annually 
in health care costs by preventing more than 1,000 unnecessary 
child hospitalizations per year.    Although the CHI programs have 
been successful to date, there remains a need for a stable source of 
funding. Also needed are more complete data for the San Joaquin 
Valley counties to develop a comprehensive view of the program’s 
potential accomplishments and challenges in our region. 

For the San Joaquin Valley, access challenges based on health care 
professional shortages and mal-distribution of health care resources 
are intimately linked to the large share of our communities who 
are uninsured and under-insured. While 2007 began as the year of 
health care financing and organizational policy reform, partisan  
and special interest politics, deep philosophical debates on public 
policy, absent and competing budgetary/economic priorities 
in California, as well as mostly absent health and immigration 
policy leadership at the federal level, blocked the emergence  
of a fully articulated and fully funded new consensus. While 
the health reform in California debate has stalled, dramatic new 
legislative initiatives at the state and federal levels may still 
emerge. Analyses conducted by the Central Valley Health Policy 

Institute  (Riordan, D., Capitman, J., 2007) suggest that most of 
the approaches considered in 2007 will fail to improve health 
care access for important segments of the region’s underserved 
populations. Because of the complexity and scale of the efforts 
needed, expanding the range of participants and increasing the 
specificity of regional efforts to address our unique public health 
and health care access challenges will be required to achieve 
notable improvements in health care indicators. As California 
and the nation face possible recession and additional constraints 
on public spending, Central Valley public health and health 
care professionals, community leaders and residents are further 
challenged to address growing unmet health needs within existing 
resources while exploring opportunities for sustainable regional 
funding alternatives. The innovation required to address these 
unmet needs in an increasingly challenging economic and political 
context indicates the need for an ambitious program of public 
education and inter-group dialogue around public health and 
health care to jump-start financing and delivery system redesign 
in the region.

The development of culturally appropriate and linguistically 
competent interventions is needed to reduce the persistent racial/
ethnic and social class inequities in health in our region. Three 
programs in which the Central Valley Health Policy Institute is 
participating offer models for the kinds of efforts that need to 
be explored:  1) CVHPI and six of the region’s public health 
departments have joined the national Place Matters initiative, 
sponsored by the Joint Center for Political and Economic Studies, 
a Washington-based think tank, and its Health Policy Institute. 
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Place Matters’ focus is to address “upstream factors” or root 
causes that produce unfair health outcomes, an approach that 
differs from the usual disease reduction model. The Place Matters 
regional project for the San Joaquin Valley is examining the 
root causes of rural/urban disparities in motor vehicle mortality 
and morbidity. A pilot project has been proposed in several 
communities characterized by extremely high rates of motor 
vehicle accident-related morbidity and mortality to develop local 
interventions to reduce high-risk use patterns and infrastructure-
linked determinants of these accidents. 2) In collaboration with 
University Medical Center/Community Medical Centers, UCSF-
Fresno, and the San Joaquin Valley Health Consortium, the 
Central Valley Health Policy Institute is conducting a pilot study 
exploring the use of breast cancer navigators in order to reduce 
racial/ethnic and insurance status disparities in breast cancer 
care. The project has already shown the need for breast cancer 
navigators because of the difficulties low-income women are now 
facing in making their way through the breast cancer diagnosis 
and treatment process while providing some important clues 
about the most feasible approach to care navigation. A larger scale 
demonstration and more intensive evaluation of the model has 
been proposed. 3) The federal Centers for Medicare & Medicaid 
Services has funded the UCSF-Fresno Latino Center for Health 
Education and Research (LaCMER) and CVHPI in partnership 
with several community-based organizations to demonstrate and 
evaluate the use of promotores (community health workers) to 
increase health insurance participation and appropriate use of 
primary and preventive care by low-income Latino families and 
elders in the region. While each of these programs holds promise 
for demonstrating new approaches to increasing equitable access to 
quality health care for low-income communities and communities 
of color in the San Joaquin Valley, efforts focused on other health 
challenges and initiatives that can expand small-scale pilots of 
these and related innovations to communities across the region 
continue be an urgent priority.

New Focus on Local Responsibilities and Collaborations: 
Beyond the ongoing relevance of our Healthy People 2010: 2005 
Profile’s recommendations, the continued findings of high rates of 
overweight/obesity, lack of regular physical exercise, and poor air 
quality have drawn attention to the San Joaquin Valley in the last 
few years as a prime example of the intersection of broader social, 
land use, transportation, and economic development policies with 
health. Recognition of the diverse and interacting factors that 
contribute to the health and prosperity of our region has been a 
motivating force for the California Partnership for the San Joaquin 
Valley.  Community leaders, public officials and academics from 
across the region are working through several project teams to 
develop innovative solutions to the region’s challenges. The 
intersection of health and community development is also being 
addressed by the eight Councils of Governments (COGs) in the 
region and many other groups that have come together in an 
unprecedented effort to develop a coordinated Valley vision – the 
San Joaquin Valley Regional Blueprint.  Each county is developing 

its own principles and plans through a parallel process, and the 
county plans will be integrated to form a preferred vision for future 
development throughout the Valley to the year 2050. Although 
the Regional Blueprint process has not adopted a specific focus 
on achieving public health goals among its core objectives, the 
focus on building a strong economy, equitable opportunities and 
healthful environments is consistent with addressing the social 
determinants of health. The findings of this Healthy People 2010 
update underscore the urgent need for greater cooperation between 
public health, health care and community development efforts. 
Recognition of the environmental and economic policy impacts 
on the potential for health improvements suggests the need for 
a new paradigm in which the likely health impacts of land use, 
transportation, housing, and economic development proposals are 
considered before their implementation.

The Central California Regional Obesity Prevention Program 
(CCROPP) offers another example of the new focus on the 
environmental and policy determinants of health in the San 
Joaquin Valley. CCROPP was established as a collaborative effort 
of the region’s health departments and California State University, 
Fresno (the Central California Public Health Partnership). 
With funding from The California Endowment, CCROPP has 
engaged community-based organizations throughout the region 
in exploring both local and broader policy and environmental 
interventions. CCROPP partners throughout the region are 
demonstrating community-led efforts to improve the social and 
physical environment for healthy eating and active communities. 
Although it will take several years to gauge whether or not these 
efforts are prompting the broad-scale changes in community life 
and individual behavior needed to improve the region’s health 
status, CCROPP findings to date do indicate that improvements 
in health across our region will require more than individualized 
clinical interventions and public education programs. If we are 
to achieve national health objectives in the San Joaquin Valley, 
then new strategies that extend the CCROPP model to a broader 
range of communities and the full range of health indicators 
are needed. In a related effort,  Stanislaus County’s Healthy 
Eating Active Living-Community Health Initiative is funded 
by Kaiser Permanente in collaboration with community partner 
West Modesto King Kennedy Neighborhood Collaborative. The 
Initiative is intended to prevent overweight and obesity as the 
leading cause of chronic diseases  

There are also examples of locally initiated and locally funded 
initiatives in each of the San Joaquin Valley counties to address 
the Valley’s health challenges. For example, a new report 
(forthcoming) by the San Joaquin County Community Health 
Assessment Collaborative (SJC2 HAC) cites twenty locally 
initiated and locally funded  projects  addressing leading health 
indicators  such as  prenatal care, primary  care availability, 
asthma, and mammography http://www.healthiersanjoaquin.org/
about-us.htm.  
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