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INTRODUCTION

Welcome to the eighth edition of the Mendocino County Community Health Status Report compiled and published by the 
Health and Human Services Agency, Community Health Services Branch.  

Since the previous Community Health Status Report was published in 2008 the Public Health, Social Services and Mental 
Health Departments in Mendocino County have been re-organized into Children's System of Care, Adult and Older Adult 
System of Care, and Community Health Services, branches of the new Health and Human Services Agency.

Community Health Services envisions the Community Health Status Report as a tool to measure how well we are doing at 
improving the health of Mendocino County residents. This is not a report that looks at program operations, but rather at the 
long-term e!ects that programs may have on health throughout the county.  The public relies on the Community Health 
Status Report for tracking health status indicators that are not available elsewhere. These will continue to be included in this 
report along with population health data available from other agency reports. 

Highlights of this report include data on economic, social, environmental and behavioral factors that impact individual and 
community well-being.  It is an important snapshot in time, helping to mark our progress and plan our response to areas of 
concern.  New to the 2010 Report is an examination of what leads to di!erent health outcomes for di!erent groups, and 
whether certain populations face worse health conditions due to social or economic disadvantage. We parallel a national 
movement in public health toward assessing population-level indicators that help us to bring about primary prevention — 
to prevent health problems before they occur.  

The important question for public health remains “What creates good or poor health?” Evidence is mounting that medical 
care plays a relatively small role in improving health.  Environmental and behavioral factors such as place, people and 
equitable opportunity are larger contributors to the ongoing physical and mental health of our residents.  These are the 
factors known as social determinants of health. As the Institute of Medicine stated so clearly in its 2003 report, The Future of 
the Public's Health in the 21st Century:  “It is unreasonable to expect that people will change their behavior easily when so 
many forces in the social, cultural and physical environment conspire against such change.”

As a result, the "eld of public health - local, state and nationwide - is beginning to move its focus from changing individual 
behavior that causes poor health to changing the environment in which people live into one that fosters health.  For 
example, activities that provide a!ordable access to healthy food in addition to teaching an individual to eat more fruits 
and vegetables contribute more widely to the health of the community.  Improving health through community action and 
civic participation is prevention work and public health has a long history of being involved in community coalitions that 
advocate for better living and working conditions that ultimately improve health. This is work that cannot be done by 
Community Health Services alone; we will continue to work with our many and varied partners as we strive to bring positive 
changes to the communities in which we live, play, learn and work.

Finally, I would like to express my heartfelt gratitude to Phyllis Webb, Senior Public Health Analyst, for shepherding this 
report from its inception in 1996 through today's beautiful, detailed, thorough report that is a required desk accessory for 
anyone working in the health arena in Mendocino County.

Sincerely,

Stacey Cryer, Interim Director, Health & Human Services Agency
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Broad social, economic, cultural, 
health, and environmental conditions 
and policies 

Living and working conditions

Social, family, and community networks

Individual behavior

Innate individual traits: age, sex, race,
and biological factors 

Fig. 1: Ecological model

Across the country, there is a movement among public health departments towards primary 
prevention — to prevent health problems before they occur. Mendocino County Community Health 
Services (CHS) has also expanded primary prevention in order to improve the health of the popula-
tion as a whole. 

The 2010 Community Health Status Report (CHSR) introduces frameworks that describe a preventive 
approach to health improvement and that measure progress towards better health for the commu-
nity. Community Health Services would like to acknowledge the invaluable help received in this 
section from Neil Maizlish, Epidemiologist, City of Berkeley, California.

This focus aligns with the emerging Healthy People 20201 approach to national health promotion 
e!orts. The four overarching goals of Healthy People 2020 are:

 Attain high quality, longer lives free of preventable disease, disability, 
  injury, and premature death.

 Achieve health equity, eliminate disparities, and improve the health of all groups.
 Create social and physical environments that promote good health for all.
 Promote quality of life, healthy development and healthy behaviors 

  across all life stages.

Ecological Model
Healthy People 2020 and the CHSR use the ecological model2,3 to illustrate (see Fig. 1) the range of 
factors that result in better or worse health for an individual. The ecological model represents how 
our health is a!ected by our biology, our behaviors, our family life, our neighborhood and working 
conditions, and broad economic and social conditions such as our "nancial resources, safe housing 
and educational opportunities, and whether we have safety net services available in times of need. 

The ecological model focuses attention on both individual and social or environmental factors as 
targets for health promotion interventions. It addresses how the larger context a!ects individual 
behavior and the importance of interventions directed at changing organizational, community, and 
public policy factors that support and maintain unhealthy behaviors. The levels of the ecological 
model are complementary and when used together produce a synergy that results in greater 

WHAT MAKES US HEALTHY OR UNHEALTHY?
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e!ectiveness. For example, the rate of smoking has been reduced by o!ering cessation services to 
individuals, physicians counseling patients to stop smoking, local bans on smoking in public places, 
reducing youth access to tobacco, and state or national policy strategies such as increasing taxes on 
tobacco and limiting cigarette advertising.

Decades of research show that individual health is strongly a!ected by the social and environmen-
tal context in which people live.4,5,6,7,8,9   Actions at the level of the outer two circles of the ecological 
model — broad social, economic, cultural, health and environmental conditions and policies as well 
as living and working conditions — often most strongly impact the health of the greatest number 
of people. For example, many more people are in"uenced to quit smoking when the price of 
tobacco rises (an economic policy) than can be reached exclusively by one-on-one tobacco cessa-
tion services (an individual educational intervention).

Social Determinants of Health
As shown in the ecological model above, health determinants are the range of personal, social, 
economic, and environmental factors that determine the health status of individuals or populations. 
Social determinants of health are the factors embedded in our social and physical environments, 
represented by the outer two circles of the ecological model. Social determinants of health impact 
health either directly or indirectly and are often beyond the control of the individual, yet a!ect 
individual health. Some of the primary social determinants include:

 Socioeconomic status
 Transportation
 Education
 Housing
 Access to services
 Discrimination by social grouping (e.g., race, gender, or class)
 Environmental conditions

Health Equity 
Health, disease and death are not distributed by chance. Rates of illness and death increase as 
poverty increases.10,11 The higher up the wealth ladder, the more likely a person is to live a long and 
healthy life.12 Many studies also #nd that people in certain racial and ethnic groups have poorer 
health status, regardless of income.13  Discrimination on the basis of race or ethnicity over many 
years has a!ected the distribution of social determinants of health in the United States.14  For 
example, until the Fair Housing Act was passed in 1968 many insurance companies refused to 
provide homeowners’ insurance to people living in neighborhoods consisting predominantly of 
people of color.15   This practice was known as redlining because some insurance companies had 
maps with the boundaries of their lending areas outlined in red. Racially-based redlining became a 
barrier to home ownership — one of the primary means of wealth creation — to generations of 
people of color. Because of historical discrimination such as this, people of color are more likely to 
have lower incomes,16  lower quality education,17  and fewer job opportunities.18  People of color 
and those with low-incomes are more likely to live in areas with lower quality housing, lower 
performing schools,19,20  more crime, fewer grocery stores, more liquor stores and fewer parks.21

WHAT MAKES US HEALTHY OR UNHEALTHY?
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The health di!erences that result from inequitable distribution of social determinants are both 
preventable and unfair. Avoidable, unjust and unfair health di!erences are called health inequities 
and a!ect groups of people who have systematically experienced greater obstacles to health based 
on their racial or ethnic group, socioeconomic status, or sometimes their religion, gender, mental 
health, cognitive or physical ability, sexual orientation, geographic location, or other characteristics 
historically linked to discrimination or exclusion. An example of health inequities is that 16.5% of 
American Indians and Alaska Natives ages 20 years or older nationwide had diagnosed diabetes in 
2005, while the rates for non-Hispanic whites and Hispanics were 6.6% and 10.4%, respectively 
(age-adjusted rates).22 

In the book Prevention is Primary, Giles and Liburd23 (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 develop-
ment 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 "nal result is higher mortality and a shorter life span 
among the a!ected groups.

When health inequities are transformed into health equity, everyone has a fair chance to live a 
healthy life. Health equity is oriented toward achieving the highest level of health possible for all 
groups. Achieving health equity requires:1

 Particular attention to groups that have experienced major obstacles to health 
 associated with being socially or economically disadvantaged. 

 Distribution of the social and economic resources needed to be healthy in a manner 
 that reduces health disparities and improves health for all. 

 Attention to the root causes of health disparities, speci"cally social determinants of health.
 
Latino Paradox
While lower income and educational levels and less access to services and health insurance 
generally translate to worse health status and earlier mortality, this is often not the case for Latino 
immigrants. Despite lower socioeconomic status and fewer resources, Latino immigrants tend to 
live longer and healthier lives than other groups, including Whites.24,25 This may be due to healthier 
lifestyles they bring with them from their country of origin, such as walking more, using fewer 
drugs and smoking less, and perhaps eating more fresh whole foods. Or maybe it is due to strong 
family and social ties that confer a protective e!ect on health. There is some evidence that as 
second and third generation Latinos acculturate to US lifestyles, their health status declines.26 

WHAT MAKES US HEALTHY OR UNHEALTHY?
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 For all age groups, American Indians have a higher  
 percent of the population living below the federal  
 poverty level, followed by Hispanics.

 For Whites, the 0–17 age group is the highest  
 population living below the federal poverty level.

 For the 65+ and 18–64 age groups,Whites and  
 Hispanics show a drop in percent living below the  
 federal poverty level.

Source: US Census Bureau, 
American Community Survey estimates, 2006-2008
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 The percent of White households with more than
 $75,000 in income was estimated to be considerably
 higher (25.7%) than for American Indians and Hispanics. 

 The percent of American Indian and Hispanic 
 households living on less than $35,000 was higher than 
 for White households (40.5%).

American Indian
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COUNTY DATA

This section addresses income and poverty level, education, and death by race/ethnicity to illustrate 
health inequity in Mendocino County. Note: Percents in graphs with Race/Ethnicity won’t add to 
100% because “other races” are not included.

Levels of Income and Poverty
All over the world, poverty and income inequality lead to worse health outcomes and higher death 
rates.27  Not only do the very poorest people have the worst health, but there is a gradient of poor 
health and mortality that cuts across all income levels—so the upper middle class has better health 
than the lower middle class, which has better health than the working poor.28  Mendocino County 
has income di!erences among the White, American Indian and Hispanic race/ethnicities, with fewer 
Whites in the lower income level and more Whites in the upper income level (see Figs. 2 and 3).



Source: US Census Bureau, American Community Survey estimates, 2006-2008
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 The percent of the American Indians (28.9%) and
  Hispanic (60.4%) populations with less than high
  school education is considerably higher than for the
  White (16.9%) population,  especially for Hispanics. 

 The percent of the White population that has attended
  some college or has a college degree (58.2%) is much
  higher than  for the American Indian (35%) or Hispanic
  (21.7%) populations.

Source:  Mendocino County Public Health Death Files, 1998-2007
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Education
There is a strong, positive relationship between education and health that is well-documented. The 
more education a person gets, the better the person’s health. Nationwide, it appears that more 
education may actually reduce the risk of early death. Mendocino County has similar di!erences in 
education levels by race/ethnicities as seen in income levels, with fewer Whites in the lower educa-
tion levels and more Whites in the higher education levels (see Fig. 4).

Death
Throughout the industrialized world, mortality has been closely associated with income and race. 
Mendocino County has a mortality gap between Whites, Hispanics and American Indians with the 
lowest death rates among Hispanics (see Fig. 5). 

The death rate for a population is the ratio of the number of deaths to the population of that group. 
This indicator allows the comparison of death rates over time and by race/ethnicity. Small numbers 
of deaths to Hispanic and American Indian residents causes these rates to vary considerably from 
year to year. Adjusting death rates for age removes the e!ects of age from the comparison between 
race/ethnicity or from place-to-place.

COUNTY DATA



Life Expectancy by Race/Ethnicity

Source:  Mendocino County Public Health Death Files, 1999-2007

Fig. 6: Life Expectancy by Race/Ethnicity
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 except in 2005-2007 when it exceeded that of Whites.
 Because of small numbers, this increase in life
 expectancy from 2005-2007 does not necessarily indicate
 a signi!cant trend. 
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In the past ten years, the following patterns can be noted from the graph in  Fig. 5:
 Except for American Indians, Hispanics have the lowest death rate with Whites having the 

highest. This pattern has not changed much over time. 
 American Indian death rates vary over years from being higher to being lower than Whites 

and all Races together. This dramatic variation is caused by low numbers of deaths in the 
American Indian population.

 Small numbers of deaths in the Hispanic and American Indian populations make these rates 
less reliable than those of the White population.

Another way to look at these race/ethnicity comparisons is by calculating life expectancy for the 
three most populous race/ethnicities. This is a derived indicator from the original death rates by 
race/ethnicity and should be considered as an indicator of the di!erences between the 
race/ethnicities. Because of small numbers of deaths, this indicator has been calculated using totals 
for three-year periods. Life expectancy re"ects averages and should not be applied to individuals to 
predict life span. The graph (see Fig. 6) shows Mendocino County Life Expectancy by Race/Ethnicity 
compared over 3-year time periods.

COUNTY DATA

The Planning and Prevention Unit of Community Health Services will cover these topics by 
race/ethnicity and poverty level in further depth in an upcoming research brief. The indicators in 
this section are included with the intent that future Community Health Status Reports also take this 
approach and follow improvements in community health by race/ethnicity and other social 
determinants of health, including zip code or census tract.

1  US Department of Health & Human Services. Recommendations for the framework and format of Healthy People 2020. Developing 

Healthy People 2020. Available at http://www.healthypeople.gov/hp2020/advisory/PhaseI/sec4.htm#_Toc211942916  
Accessed December 28, 2009. 
2  Dahlgren G, Whitehead M. Policies and Strategies to Promote Social Equity in Health. Stockholm, Sweden: Institute for Futures 
Studies; 1991.
3  Institute of Medicine. The Future of the Public’s Health in the 21st Century. Washington, D.C.: National Academies Press; 2003.
4  Cubbin C, Hadden WC, Winkleby MA. Neighborhood context and cardiovascular disease risk factors: the contribution of material 

deprivation. Ethnicity and Disease. 2001;11(4):687-700.
5   Adler NE, Newman K. Socioeconomic disparities in health: pathways and policies. Health A!airs. 2002;21(2):60-76.
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COUNTY HEALTH STATUS

The table (see Fig. 7) shows Mendocino County’s 
progress in meeting the Healthy People 2010 
Objectives and whether Mendocino County is 
signi"cantly higher or lower than the State on selected 
health indicators.

 Compared with California, Mendocino County 
death rates were not signi"cantly di#erent for 
motor vehicle crash, "rearm injury, all cancers, lung 
cancer, female breast cancer, stroke, infant deaths, 
diabetes, birth to teens aged 15-19, and % of  low 
birthweight infants; Mendocino was signi"cantly 
better than California for coronary heart disease, 
AIDS and TB incidence; Mendocino was 
signi"cantly worse than California for unintentional 
injuries, suicide, % late or no prenatal care and 
persons under 18 in poverty.
  

 Although Mendocino County has a higher % in 
the perinatal indicator “Late or No Prenatal Care,” 
expected corresponding high percent of  “Low 
Birthweight” births (less than 2500 grams) is not 
seen in Mendocino County.

 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 AIDS and TB incidence.

A set of health status indicators from the Healthy People (HP) 2010 national health objectives have been selected 
from the hundreds available to assess and monitor the health of the State and the County. These indicators 
include death rates due to speci!c causes and infant mortality; incidence of illness due to AIDS, Hepatitis C and 
tuberculosis; percents of births to adolescents and late entry into prenatal care. The table to the right compares 
Mendocino County with California and HP 2010 objectives for each indicator.

Interpretation of this data should be made with caution. A speci!c 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 investi-
gation. Some of these areas of concern will be reported upon in more detail in the following pages.

Note: In order to compare counties to the State and to HP 2010, it is necessary 
to remove the e#ect of di#erent age compositions among counties by 
“age-adjustment.”  These death rates are obtained by calculating age-speci"c 
rates and multiplying these rates by proportions of the same age categories in a 
“standard population,”  then summing the apportioned speci"c rates to a county 
total. The age-adjusted death rates that appear in this report were calculated by 
the direct method using the 2000 United States Standard population 
distribution by the Department of Health Services.
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Mendocino 
County

Error
Margin

Target 
Value

CA 
Value

Rank
(of 56)

HEALTH OUTCOMES      33
Mortality     49
Premature death 8,704 7,987–9,421 5,199 6,196
Morbidity     10
Poor or fair health 13% 9–18% 11% 18%
Poor physical health days 3.6 2.4–4.8 2.7 3.6
Poor mental health days 3.4 2.2–4.6 2.8 3.6
Low birthweight 5.7% 5.2–6.2% 5.3% 6.6%
HEALTH FACTORS          25
Health Behaviors     17
Adult smoking   10% 15%
Adult obesity 20% 15–27% 19% 23%
Binge drinking   13% 15%
Motor vehicle crash death rate 18 15–22 8 12
Chlamydia rate 233  110 389
Teen birth rate 42 39–44 22 41
Clinical Care     21
Uninsured adults 20% 17–23% 15% 21%
Primary care provider rate 157  157 116 
Preventable hospital stays 48 45–51 45 62
Diabetic screening 80% 77–83% 84% 76%
Hospice use 13% 10–17% 36% 28%
SOCIAL & ECONOMIC FACTORS     35
High school graduation 73%  90% 69%
College degrees 24% 22–26% 38% 29%
Unemployment 7% 7–7% 5% 7%
Children in poverty 22% 18-26% 11% 17% 
Income inequality 45  41 47
Inadequate social support   15% 26% 
Single-parent households 10% 8–12% 7% 10%
Violent crime rate 573  263 527
Physical Environment     14
Air pollution-particulate matter days 0  0 13 
Air pollution-ozone days 0  0 37
Access to healthy foods 50%  62% 46% 
Liquor store density 0.9  0.3 0.9

Note: Blank values re!ect unreliable or missing data

COUNTY HEALTH STATUS

Another look at County Health Indicator Rankings 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 
(www.countyhealthrankings.org) ranks each county within the 50 states according to its health 
outcomes as well as four major determinants of health (health factors): health behaviors, clinical 
care, social and economic factors, and the physical environment.  Below (see Fig. 8) is Mendocino 
County’s Health Ranking.  These rankings are a “call to action” for counties and states to develop 
broad-based solutions so that residents can be healthy.  In these indicators in general, rural 
counties fair the worst in terms of health ranking.

Fig. 8: Mendocino County’s Health Ranking



Fig. 9: Population Growth: Mendocino County 1970–2020

Fig. 10: 2010 Projected Population by Age Group

Fig. 11: 2010 Projected Population by Race Categories
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Population
 Mendocino County covers a large, rural area in the north coast region of 

 California with 3,510 square miles of land making it the 15th largest county
  in area out of 58 California counties.  From the Census 2000 estimate, the 
 number of persons per square mile in Mendocino County was 24.6 
 compared to 217.2 statewide.

 From the California Department of Finance (DOF) estimates, Mendocino 
 County had a population of 93,166 in January 2010 and ranks 38th largest
  in population out of  58 counties. The State of California had a total 
 population of 38,135,676 in January 2010 of which 0.24% (almost one
  quarter of 1%) live in Mendocino County.

 The population of Mendocino County increased by 20% during the ten-year
  period 1980 to 1990, only 7% growth from  1990 to 2000, and an estimate 
 of 7% growth from 2000 to 2010 indicating a slower pattern of population
  growth in the county over the past 30 years.  

Age
 Using DOF estimates for 2010, almost 25% (one quarter) of the population

  of Mendocino County were between ages 0 and 19; among these, 12.5%
  were between ages  0 and  9.

 For the younger adult population, 25.7%  were between ages 20 and 39; 
  among these, 15.1% were between ages 20 and 29. For mid-aged adults
  26.6% were between 40 and 59.  

 For the older adult population, 22.8% of the population were aged 60 and
  older; among these, 10.3% were aged 70 and older.

Race/Ethnicity
 Using DOF estimates for 2010, 68.9% of the population were White, 20.6%

  were Hispanic and 6.3% were Native American.  
 In the DOF estimate for 2010, 2.3% of the population were “multirace”. This

  new “race/ethnic” category has been slowly growing since 2000 when it 
 was introduced.

 The US Census Bureau, American Community Survey (ACS)  2008, estimates
  that  20.8% of Mendocino County’s population speaks a language other
  than English at home, including 15.4% who speak Spanish at home.

Education
 According to the U.S. Census Bureau, American Community Survey for 2008,

  27.5% of Mendocino residents are high school graduates, 24.9% have some
  college and 31.4% have a degree beyond high school.

COUNTY  DEMOGRAPHICS

Source: California Department of Finance, Population Projection, 2010



Fig. 13: 2010 Families Living Below FPL

Fig. 14: Unemployment Rates

Fig. 12: Median Household Income
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Source: California Employment Development Department
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Poverty / Income 
 Median household income is the level of income at which half of all households 

 are above and half are below. According to the U.S.Census, American 
 Community Survey (ACS) 2008 estimates that Mendocino County had a median 
 household income of $43,205 compared to $61,021 statewide. 

 The Poverty status is the percentage of all families and people living below the 
 Federal Poverty Level (FPL). The percentage based on estimates from the
 American Community Survey 2008 for Mendocino County reported that 19.0% 
 of all people lived below FPL compared with 13.3% statewide; 23.2% of people 
 with children under 18 years lived below FPL compared to 18.5% statewide; 
 17.1% of all families lived below FPL compared with 10% statewide; 24% of 
 families with children under 18 lived below FPL compared with 14.2% 
 statewide. 

Public Assistance
 According to the California Department of Social Services, in July 2008 the 

 number of Mendocino County individuals receiving public assistance (including 
 CalWORKS, Foster Care, Welfare to Work and Food Stamps) was 8,260 or 9.2% of 
 the 2008 population. This percent decreased from 15.8% in 2000, 13.1% in 
 2004, and 12.9% in 2006. 

Employment
 Mendocino County has historically had an annual average unemployment rate 

 higher than the State rate until 2003 when it had declined to 6.9% compared to 
 the State at 6.8%. As with the State, this decline began in 1999 and continued 
 with an increase seen in 2002. This pattern of decreasing unemployment rates 
 continued at the county and state level with county rates only slightly higher 
 than the state rates. In 2007 both county and state rates began to rise again, 
 reaching highs in 2009 of 10.1% and 12.2% respectively.

 The national annual average unemployment rates are generally lower than the 
 state and county rates, 5.8%  in 2008 increasing to 9.8% in September, 2009.

 According to estimates from the California Employment Development
 Department, in September 2009, 39,040 people in Mendocino County were in 
 the civilian labor force. The unemployed population was made up of 4,390
 people who were seeking work. Together they made up the labor force of
 approximately 43,420 people between 17 and 74 excluding those not
 actively seeking work.

 According to the Mendocino County 2009-10 Economic and Demographic
 Pro!le from the Center for Economic Development at Chico State University,
 the majority of the 5,122 county businesses were in the service industry—
 hotels, health services, other services (44.2%); trade industry-wholesale and 
 retail (22.6%); construction and manufacturing (14.9%); agriculture, forestry
 & !shing (5.9%); !nance, insurance, real estate (6.1%); transportation and
 public utilities (4.0%); and government/public administration (2.1%). 

 The 2007 California Health Interview Study (CHIS) conducted by the UCLA
 Center for Health Policy Research found that in California 57.8% of the 
 population ages 18-64 had employment-based health insurance coverage
 compared to 33.1% in Mendocino County. There has been a notable drop in
 employment-based health insurance coverage since the 2005 CHIS results 
 of 44.4% covered.

SOCIO-ECONOMIC ENVIRONMENT

Source: U.S. Census Bureau, American Community Survey, 2005



 Age -   2009 2007
    Under 31 27% 23%
    41–50 yrs 28% 32% 
 Gender -  2009 2007
  Males  61%  64%
     Females  38%  34%
 Race/ethnicity -  2009 2007
  White  74%  69%
  American Indian   9% 10%
  Hispanic   8%  10%
 Physical Disability - 2009 2007
      32% 37%  
 Mental Illness -   2009 2007
      30% 35%
 Alcohol Abuse -  2009 2007
     33% 35%
 Drug Abuse -  2009 2007
    29% 29%

Fig. 15: Comparitive Results of Homeless: 2007 and 2009 
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Family Economics/Housing
 In the United Way report “Overlooked and Undercounted 2009: Struggling to 

 Make Ends Meet in California”, the 2008 Self-Su!ciency Standard for 
 California is calculated for each county using the cost of basic expenses 
 including housing, food, health care, transportation, child care, and taxes and 
 represents a decent standard of living for each county. In contrast, many 
 believe the Federal Poverty Level (FPL), used for years to measure poverty, 
 vastly under-counts the extent to which Californians struggle to make 
 ends meet. 

 In Mendocino County the percent of families living below the Self-Su!ciency 
 Standard is 35.2% compared to the estimate of 17% living below the FPL. 
 Many of these families have one or more members working and do not qualify 
 for work support or “safety net” programs.  

 Of Mendocino County householders living below the Self-Su!ciency 
 Standard, 66% were Latinos, 69% were Foreign-born, 55% had 1 or more 
 children, 69% were single mothers and 71% had less than high school 
 education.  

 A major source of expense is housing costs. The California Department of 
 Housing and Community Development, “2008 Income Limits” publishes a 
 table of State income limits by household size, based on median income, 
 which can be translated into a"ordable payment for housing de#ned as 30% 
 of annual income.  For example, a small family of 3 people with a very low 
 income ($24,200) could a"ord (30% of income) to pay $605 a month in 
 housing costs; a medium family of 4 people with a low income ($43,050) 
 could a"ord to pay $807 a month for housing costs. Based on the Mendocino 
 County Fair Market Rent table for 2008, the very low and low income families 
 could ill a"ord adequate housing for the size of their families as housing 
 payments would be above the recommended limit of 30% of total income.

Homelessness
 The U.S. Department of Housing and Urban Development (HUD) de#nition of 

 homelessness includes not having a #xed, regular, and adequate nighttime 
 residence; and living in a place not designed for a regular sleeping 
 accommodation for human beings; or living in an emergency shelter or 
 transitional housing for homeless people. Chronically homeless people are 
 de#ned as an unaccompanied homeless individual with a disabling condition 
 (substance abuse, mental illness, disability) who has either been continuously 
 homeless for a year or more OR has had at least 4 episodes of homelessness in 
 the past 3 years. 

 Homeless clients enter the Mendocino County Continuum of Care (MCCoC) 
 for the Homeless through Resource Center agencies located in Ukiah, Willits 
 and Ft Bragg. These Resource Centers, partially funded by HUD, in 
 collaboration with service agencies, have integrated programs in the county 
 into a continuum of care and housing resources for homeless families and 
 disabled individuals. 

 According to the 2009 Mendocino County Homeless Census and Survey, at 
 any one point-in-time an estimated 1,206 homeless people are on the streets 
 and in emergency shelters, transitional housing, permanent supportive 
 housing, domestic violence shelters, voucher motels, hospitals, jails and 
 rehabilitation facilities. This is a decrease of 15% from the 2007 count 
 of 1,422. 

 Based on a comparison of survey results of homeless people interviewed in 
 the 2007 (405 interviewed) and 2009 (735 interviewed) Census and Survey, 
 the following changes were noted: (see Fig. 15)

SOCIO-ECONOMIC ENVIRONMENT

 Reason Turned Away - The percent of persons turned away from shelter 
  due to no available beds decreased from 42% in 2007 to 30% in 2009; 
  turned away due to drug/alcohol problems decreased from 28% 
  in 2007 to 22% in 2009.

 In 2009, the following homeless beds were available in Mendocino County:
 Emergency Shelter - 126 year-round shelter beds with 50 beds for  
  families with children and 76 beds for homeless individuals; additional 
  motel vouchers available when the shelter beds are full during extreme 
  conditions.
 Transitional Housing - 157 year-round transitional housing beds with 62 
  beds in Ukiah and 51 beds in Ft. Bragg and 44 other beds in other 
  locations.
 Permanent Supportive Housing - 331 beds throughout the county.



Fig. 16:  CHIS 2007 Healthy Behaviors Indicators

From the table it can be seen that CHIS 2007 estimated for 
Mendocino County residents: 

 more than 3 out of 4 were in excellent to good 
 health, similar to the State;

 a little more than 1 out of 10 got no regular 
 physical activity, similar to the State; whereas
 2 out of 5 got moderate to vigorous physical 
 activity, somewhat more that the State;

 more than half ate 5-a-day fruits and 
 vegetables, similar to the State;

 almost 2 out of 5 were unable to a!ord enough 
 food, somewhat higher than the State.

Health Status
 Excellent & Very Good
 Good
 Fair to Poor

Level of Physical Activity 
 No physical activity
 Some physical activity
 Moderate to Vigorous Activity

Eat 5 or More Servings of Fruits/Veggies
 YES
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Able to A!ord Enough food?
 YES
 NO
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PHYSICAL ENVIRONMENT

How healthy are Mendocino County residents?  Much depends on the physical environment where 
people live.  Do they have places nearby to buy healthy food?  Do they feel safe going outdoors to 
be active?  Is the air clean to breathe and the water safe to drink? Are restaurants serving safe food?  
Are alcohol outlets jeopardizing health and safety?  Some indicators that are used to measure these 
factors in Mendocino County are presented here.

Healthy Behaviors
The California Health Interview Survey (CHIS) 2007 asked a number of questions about healthy 
behaviors. Respondents in Mendocino County reported on the following behaviors that a!ect 
health: ‘Obese or Overweight?’, ’ Physical Activity Level?’,  and ‘Eat 5 or more Servings of Fruits or 
Vegetables per day?’  
 

Access to Healthy Food
 The Community Health Services research project on the Retail Food 

Environment in Mendocino County, found that the ratio of less healthy 
food establishments (Convenience stores and Fast Food Restaurants) 
to more healthy food establishments (Grocery Stores and Farmers 
Markets) was more than 2 to 1, indicating that residents may have a 
hard time accessing healthy foods.  According to the California Center 
for Public Health Advocacy, “To act on a decision to eat a nutritious 
diet, the consumer must have information about the nutritive value of 
a food choice and be able to "nd and a!ord it. In other words, the 
consumer requires a ‘food environment’ in which healthy choices can 
be readily identi"ed and easily purchased.”

 The Food Stamp program is a federally funded program that 
circulates dollars to grocery stores, farmers and other retailers while 
helping low income families buy the food they need for good health. It 

provides an average bene"t of $242 per month to more than 800,000 
families in California. The number of people seeking Food Stamps is an 
indicator of food insecurity in Mendocino County. In September 2009, 
10,356 people were receiving Food Stamps, approximately 11.5% of our 
county population.   

Access to Physical Activity
 The ways that towns, streets, buildings and neighborhoods are 

designed and built a!ect rates of obesity with attendant heart disease, 
strokes, diabetes and some cancers, depending on whether people have 
access to  sidewalks, paths and parks, and whether neighborhoods locate 
shopping, work, school and recreation opportunities in walking or 
bicycling distance to residents.  Children living in homes surrounded by 
tra#c hazards are at risk of unhealthy weight gain due to safety fears 
when going outside for active play.



Fig. 17:  Tobacco Retailers Who Sold to Minors…
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PHYSICAL ENVIRONMENT

 In Mendocino County 21.2% of residents did not walk for fun, transportation 
or exercise according to the California Health Interview Survey (CHIS) in 2005. 
According to Walk Score (www.walkscore.com) Mendocino County earned only 8 
out of a possible 100 points for walkability, or the ability of people to walk to 
meet their daily needs.  Mendocino County is thus categorized as a car 
dependent community.

 Studies show that when people have convenient access to safe parks, they 
exercise more. While much of Mendocino County is public forest land, much of 
the urbanized area around Ukiah, Willits, Covelo and Fort Bragg is "park 
de!cient," having less than 3 acres of parkland per 1,000 residents, according to 
The Trust for Public Land's ParkScore calculator (www.parkscore.org).

Alcohol Outlets
 The number of retail liquor outlets in the County o"ers 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 almost twice that of the State since 1992 (43 
county outlets vs 19 state outlets per 10,000 residents) as of 6/30/09.

 Mendocino County is on The State of California’s Department of Alcoholic 
Beverage Control’s moratorium list for o"-sale beer and wine license (type 20) 
due to the number of current licenses exceeding one for each 2,500 inhabitants. 

 The Community Health Branch, Prevention and Planning Unit has surveyed 
all type 20 licenses in Ukiah, Willits and Fort Bragg. Initial !ndings show the 
alcohol outlets are in clusters along main roads and several are very close to 
schools.

Tobacco Sales to Minors
 Twice a year, the Mendocino County Tobacco Control Program conducts 

underage youth buy surveys of all tobacco retailers in the County to determine 
whether retailers ask for identi!cations and whether they sell to youth under the 
age of 18. Of the 105 tobacco retailers surveyed (see Fig. 17) in October 2009, 
16 (15%) sold to an underage youth. Of those who sold, 

  Mendocino County, a decrease from 63% in 2004; 

  Mendocino County (Ukiah, Willits, Fort Bragg and Point Arena). 

 Of the 93 of 105 tobacco retailers who asked for identi!cations (87%), 12 
(13%) sold nonetheless. Of the 16 tobacco retailers who sold to a youth under 
the age of 18, 14 (88%) had sold at least once before during the previous 36 
months.

Environmental Health Protection
The Division of Environmental Health is actively involved in protecting 
community health through food safety and recreational health, safeguarding 
water quality by regulating the sanitary disposal of sewage in unincorporated 
areas of the county, and overseeing hazardous materials and solid waste 
management.  Between September, 2008 and September, 2009 1248 routine 
inspections were conducted:

Monthly food handler certi!cation classes are provided to train food industry 
employees in safe food handling procedures.  Between 2006 and 2009, 

  Registry of Food Safety Exam for certi!cation.  

  complaints against food facilities which declined 58% between 2006 and 
  2009, with 188 complaints recorded in 2006 compared to 79 complaints 
  in 2009.

Environmental Health sta" actively provides the public with information and 
consultation on environmental health matters.  

  assisting the public on general environmental health issues.
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PHYSICAL ENVIRONMENT

Environmental Monitoring
 From April through October ocean water samples are collected 

weekly at several popular coastal beaches to monitor bacteria levels. 
The program began in 2002 and each year there are occasional 
occurrences where bacteria levels are exceeded. If the ocean water is 
determined to be unhealthy, the beach is posted and a public health 
advisory is made. In 2009, water in Pudding Creek Lagoon was 
determined to be unhealthy and the public advised to avoid contact 
with it.

 Wild sea mussels are collected and samples prepared to be analyzed 
for domoic acid and  toxins that are responsible for Paralytic Shell!sh 
Poisoning.  When the toxins become elevated the State issues a 
shell!sh quarantine, typically May through October, a public health 
advisory is made, and popular harvesting locations are posted with 
warning signs.

 Rabies surveillance is conducted year round by investigating human 
bite reports and testing suspected rabid animals.  An average of 314 
bites by animals was reported annually in Mendocino County from 2004 
through 2008.  Dogs and cats were predominately the o"ending 
animals.  In 2008, 34 animals were tested for rabies with one skunk 
found to be positive.  From 2004 through 2008, two animals tested 
positive for rabies.

 The Division of Environmental Health has been active in West Nile 
Virus Surveillance since 2003 when the disease was !rst detected in 
California.  The testing of dead wild birds is the focus of the surveillance 
e"orts.  Sta" collects dead birds and then ships them to the UC Davis 
Lab to test for West Nile Virus (WNV).  The California Public Health 
Department provides monthly reports on the statewide activity of the 
disease.  In Mendocino County for 2009 there have been no WNV cases 
reported in humans or horses, and no birds have tested positive for the 
virus.  

 The Consumer Protection Program is responsible for inspecting retail 
food facilities.  Inspection results are entered into the data base and 
posted on the Division's web site at www.co.mendocino.ca.us/eh.  Also, 
number and type of violation(s) are recorded and a report generated to 
track their frequency.  The number of serious violations has decreased 
88% since 2003 with the implementation of risk-based inspections and 
data tracking.   

Environmental Response
 A  total of 248 public nuisance complaints were lodged with The 

Division of Environmental Health between September 30, 2008 and 

September 30, 2009.  The majority, 92, involved concerns over improper 
connections to septic systems and failing septic systems.  The next 
highest category was food.  There were 79 complaints against food 
facilities, 17 involving food borne illness.  

 The Redwood Empire Hazardous Incident Team responded to and 
oversaw hazardous material clean up at 13 illegal drug sites; 11 
involving indoor marijuana gardens and 2 involving methamphetamine 
labs.

 There are 9 active remediation projects at former industrial sites in 
the County.  The projects have state approved work plans and clean up 
of contamination is in progress.  The Harwood Mill site has recently 
closed and a remediation work plan is being developed. 

Pesticide Use
State law requires physicians to !le a report of any patient with illness 
believed to have been caused by pesticides. The Agricultural 
Commissioner is responsible for investigating all reported pesticide 
illnesses to determine if any pesticide laws or regulations were violated. 
Pesticide includes insecticides, herbicides, rodenticides, fungicides and 
disinfectants. Four pesticide-related illnesses were reported in 2007. All 
of the four were found to be attributable to pesticides. Two of the four 
involved agricultural use.

 Total pesticide use reported for Mendocino County in 2007 was 
1,946,646 pounds of active ingredient, ranking Mendocino County 22nd 
in the State (out of 58). This is an increase of 44% from 2006 and is due 
to an increase in board feet of treated lumber in 2007.

 Primary uses of pesticides in 2007 were the following:
 #1 - sulfur on grape and pear crops - 27% of overall use 
 #2  - Octhilinone, a fungicide used for treating lumber - 23% of 
 overall use
 #3  - Copper Ammonium Carbonate, also used as a wood 
 preservative - 7% of the total use. 
 #4  - Petroleum oils, also used as a fungicide - 5% of overall use.

Air Quality
 Health studies have shown that elevated PM-10 (particulate matter 

of 10 micrometers or less) levels increase the occurrence of asthma, 
aggravate bronchitis, reduce childhood lung function and may cause 
long-term elevated blood pressure and increased hospital visits. For 
information on monitoring air quality in Mendocino County, see the 
website of the Mendocino County Air Quality Management District at 
www.co.mendocino.ca.us/aqmd



Total # Discharges

Expected Payor Source:

% Self-pay

%  Medicare

%  Medi-cal

%  County/CMSP

%  Private Insurance 

% Other

2006

7,359

1.7%

38.4%

30.5%

4.4%

23.2%

1.8%

2007

7,358

1.9%

37.4%

31.0%

4.7%

22.9%

2.1%

2008

7,507

2.0%

38.8%

31.4%

4.0%

22.0%

1.8%

Hospital Inpatient Utilization
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Fig. 18: Hospital Inpatient Utilization

Available Medical Facilities
 Three (3) hospitals are located in the county: 1 in Ukiah, 1 in Willits, and 1 in 

Ft.Bragg.

 Mendocino County has 8 Federally Quali"ed Health Centers (FQHCs) and 
“look-alikes” (with somewhat di#erent reimbursement rates and restrictions) 
and 10 Rural Health Clinics (95-210 RHCs) that are designated by the Federal 
Government to provide core primary care services to Medi-Cal and low income 
populations, such as medical, pediatric, obstetrics/gynecology, dental, mental 
health & substance abuse.  

 The four (4) medical clinics designated as FQHCs are Long Valley Health 
Center in Laytonville, Mendocino Coast Clinic in Ft. Bragg, Mendocino 
Community Health Clinic in Ukiah and Willits, and Redwood Coast Medical 
Services in Pt. Arena and Gualala. The 4 FQHC “look-alikes” are Consolidated 
Tribal Health Project in Calpella, Round Valley Indian Health Center in Covelo, 
Anderson Valley Health Center in Boonville and Potter Valley Community Health 
Center. (Potter Valley Community Health Center closed in 8/09.)

 The 10 clinics designated as 95-210 RHCs include 5 clinics under Ukiah Valley 
Primary Care Medical Group (UVPC) and Dr. Rushton Clinic in Ukiah; Baechtel 
Creek Medical Clinic in Willits; Women’s Health Medical Center, Mendocino Coast 
Pediatric Medical Group and Mendocino Medical Associates all in Ft.Bragg.

Hospitalization
Acute care hospitalization is the most costly form of health care, accounting for 
more than 50% of expenditures for health care in California. Hospital discharge  
data is regularly reported to the State and serves as a primary source of 
information about injury, illness and source of payment.

 According to the O!ce of Statewide Health Planning and Development 
(OSHPD), the total number of licensed beds in Mendocino County hospitals 
has decreased from 165 in 2004-2006 to 152 in 2007-2008. 

 In the years 2006-2008, Medicare paid for almost 40% of all hospital visits, 
Medi-Cal for almost 30%, County Indigent/CMSP for 4%, Private Insurance for  a 
little over 20%, and other sources (Workers’ Comp, etc.) for about 2%.  
These percents are similar over years. (see Fig. 18)

 Obstetric delivery services are only available at the hospitals in Ukiah and 
Ft.Bragg. In 2008, 8.2% (96 out of 1,168) of all births to Mendocino County 
women occurred in hospitals in other counties with 4.8% (56 out of 1,168) 
occurring in Sonoma County; 3.9% (46 out of 1,168) of all births to 
Mendocino County residents were at home.

Emergency Room (ER) Services
 Emergency Room services are provided at the 3 hospitals in Ukiah, Ft. Bragg 

and Willits. ER services are also provided on the South Coast at Redwood 
Coast Medical Services as an Interim Stabilization and Triage Facility.  

 During 2008 almost 60% of ER visits were paid through Medicare or Medi-Cal 
at all 3 hospitals. (see Fig. 19)

The system of healthcare that is available in Mendocino County is an important aspect of the overall health of 
its residents.  Where do you go when your child has an emergency in the middle of the night?  Where can you 
get a test for diabetes?  Where do you go to get prenatal care?  
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Fig. 19: Emergency Room Utilization

Emergency Room Utilization
2008 for Mendocino County Hospitals
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Note: As of 8/2009, Potter Valley Clinic closed its doors due to budget cuts.
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Fig. 21: Alliance for Rural Community Health (ARCH) Clinics

Outpatient Services
Outpatient care consists primarily of preventive or non-urgent health care, 
including medical, dental and mental health services.  The majority of the 
health care provided to county residents is done in the outpatient setting and is 
less costly than hospitalization. Outpatient care is provided to county residents 
at the 3 hospitals; 8 medical clinics (FQHCs) located in Ukiah, Potter Valley, 
Laytonville, Gualala, Anderson Valley, Willits and Ft. Bragg; 2 tribal clinics 
located in Covelo and Redwood Valley; 10 rural health clinics (RHCs) and the 
o!ces of private physicians. 

 The 2 tribal health clinics provide medical, dental and behavioral health 
services as well as outreach services with limited transportation, WIC, "u clinics, 
home visits, and more. They also often serve as a community center 
accommodating special exercise / #tness needs for the patients, recovery 
services and other needed community functions.

 In 2008, the tribal health clinics served a total of 5,132 people with over 60% 
being American Indian for both clinics (see Fig. 20). 

 The Alliance for Rural Community Health (ARCH) is a non-pro#t that includes 
7 community health center organizations in Mendocino County.  In 2008, they 
served 41,283 people together. Almost half (46%) of the population of 
Mendocino County sought medical, dental and/or mental health care from one 
of these clinics.  (see Fig. 21)

 Information on the Rural Health Clinics (RHCs) and private physicians was 
not readily available.

Emergency Medical Services
 Medical emergencies occur at any time or location and require a coordinated 

e$ort involving multiple agencies and facilities to ensure a quick response and 
high standard of care.  The Mendocino County Emergency Medical Services 
(EMS) system has been designed to incorporate these agencies and facilities 
into an e$ective emergency medical care delivery system focusing on rapid 
access, assessment, patient stabilization and transportation.

 The California Health and Safety Code requires each county to develop an 
emergency services program and to designate a local EMS Agency to provide the 
administrative and regulatory oversight responsibilities for the local EMS 
system. Sonoma County Department of Health and Human Services has been 
designated as the local EMS Agency for Sonoma, Mendocino and Napa Counties.  
EMS has sta$ located at Public Health in each of the three counties.  Together 
the EMS Region is known as the Coastal Valleys EMS Agency.

 The primary function of the EMS Agency is to plan, implement, and 
evaluate the local EMS system.  This includes the regulation of ambulance 
provider companies, coordination and monitoring of air and ground 
ambulances, certi#cation and accreditation of EMTs and  paramedics, policy 
development and implementation, quality improvement, and disaster medical 
response preparedness.  
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INDIAN HEALTH CLINICS

Consolidated Tribal Health Project - 

 % White

 % American Indian

Round Valley Indian Health Center - 
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Total 
Visits
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Source:  O!ce of Statewide Health Planning and Development (OSHPD)
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Fig. 20: Indian Health Clinics

 Access to emergency medical services for the citizens of Mendocino County is 
provided by 3 local hospitals with emergency departments, 6 Advanced Life 
Support (ALS), 1 Limited Advanced Life Support (LALS), and 2 Basic Life Support 
ambulance providers, 2 ALS helicopter services and 23 #re departments.
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Fig. 23: Health Insurance Coverage Estimates
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Fig. 22: Health Insurance Coverage Estimate

Source:  California Health Interview Survey 2007
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 The local EMS Agency is also responsible for the approval of local EMS 
training programs.  Within Mendocino County, approved Basic Emergency 
Medical Technician level courses are conducted by Mendocino Community 
College and the Mendocino County O!ce of Education Regional Occupation 
Programs (ROP). 84 EMT-Basics received primary and/or recerti"cation training 
through these programs. There are a total of 224 EMT-I and 1 EMT-II care 
providers certi"ed to practice in Mendocino County.

 Paramedic-level training in the Coastal Valleys region is currently available 
locally through Mendocino College as well as Santa Rosa Junior College in 
Sonoma County and Napa Valley College in Napa.  There are 76 paramedics 
licensed and accredited to practice in the county.

 Data regarding EMS system activity is gathered from pre-hospital care 
reports (PCRs) submitted to the EMS Agency by the ambulance crew on a 
state-of-the-art computerized medical records collection system.  This system 
maintains standardized EMS pre-hospital data throughout the County. In 2008, 
there were 11,202 requests for EMS response in Mendocino County. 

 The EMS System within Mendocino County is as diverse as the communities 
it serves. Access to care is impacted by many factors including geography, 
population density and the availability of both human and monetary resources 
in any given area. 

 One key feature in the rural areas of Mendocino County is the high level of 
reliance on volunteer pre-hospital caregivers, both "re service "rst responders 
and ambulance personnel. Without the continued contribution from these 
civic-minded individuals many areas in Mendocino County would su#er a lack 
of timely pre-hospital emergency care. 

Health Insurance Coverage
 Based on data from the 2007 California Health Interview Survey (CHIS 2007) 

(see Fig 22), the 2009 report from the UCLA Center for Health Policy Research 
entitled The State of Health Insurance in California estimated that almost 
15% of nonelderly (0-64 years old) Californians were uninsured for at least 
part of 2007. 

 In Mendocino County, CHIS 2007 estimated almost 16%  were uninsured for 
all or part of 2007 or almost 12,000 people, not a signi"cant di#erence from the 
State uninsured percent. (see Fig 22)  

 In Mendocino County, CHIS 2007 estimated that 40% of the population had 
job-based insurance, compared to 60% statewide. Another 25% were covered 
by Medi-Cal and Healthy Families  Programs, compared to 17% statewide. 
Below is a State/County comparison.

 Below (Fig. 23) are some of the facts about Mendocino County residents 
with public insurance compiled from sources other than CHIS.

(see Fig 22)
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Fig. 24: Ages of Clients Served by County Mental Health
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Mental Health Services
The California Department of Mental Health estimates that over 5,000 
Mendocino County residents have a serious mental illness or serious emotional 
disorder. According to the California Health Interview Survey (CHIS) 2007, an 
estimated 19% of Mendocino County residents (about 3,000 people) needed 
help for emotional or mental health problems or use of alcohol or drugs in the 
past year.   Also, an estimated 16% of those respondents saw a healthcare 
provider for dealing with these issues.  Mental health and alcohol or drug 
problems are often linked, commonly referred to as co-occurring disorders or 
dual diagnosis. 

County Mental Health Services
County Mental Health provided mental health services to 2,736 people in !scal 
year 2008–09. (see Fig. 24 for ages of clients)  Among the most common 
diagnoses in these clients were anxiety/PTSD, depression, bipolar disorder and 
schizophrenia.

Other residents received mental health services through the school system, 
community clinics, tribal health clinics, and private providers. However, it is 
assumed that many residents with mental health needs still go untreated due to 
stigma and the lack of proximity to services within the vast geographic county 
terrain. Information gathered from local focus groups reports that the need is 
much greater than available services.

Children's Services
Mendocino Children's System of Care (CSOC) serves families whose children are 
considered "at risk" for "out-of-home" placements through the county schools, 
juvenile probation, and child protective services. These youth represent the 
largest need for mental health services. Many youth are provided services 
through the County Mental Health, CSOC partnering agencies, and other 
community resources. 

For !scal year 2008–09, 1,285 youth with Medi-Cal received mental health 
services. Of those, 97 were between the ages of 0–5, 887 were ages 6–17, and 
301 were ages 18–25. During this same !scal year 194 youth came in for crisis 
intervention and hospitalization. In 2009, 551 children were seen by Ukiah Valley 
Rural Health Center's outpatient primary care physicians for attention de!cit 
hyperactivity disorder, depression, and anxiety. 

Between 2008 and 2010, CSOC focused on improving outcomes and services for 
these youth by increasing wraparound services, emergency shelter services, 
alcohol and drug services, local foster care, and other preventative services such 
as early mental health services for birth to age !ve. Wraparound allows youth to 
get local support and treatment and thereby avoid higher levels of care in 
out-of-county placements.

 53 youth received wraparound in 2008 and 69 in 2009; 
 Another 49 youth received emergency shelter services for stabilization 

 between placements in 2009; 
 567 youth received dual mental health and drug counseling in 2009. 

 Of those 567 youth, 106 were in middle schools. 

Due to lack of capacity to serve all referrals, the numbers are lower than they 
would be had even more services been available. Additionally, in 2008–09, the 
Early Mental Health Initiative allowed care providers from around the county to 
serve 458 children between ages 0–5. Another 98 siblings over 5 years of age 
were also seen.

These e"orts have led to expanded treatment within the County and reduced the 
numbers of children in placements as shown in Fig. 25 below. While many other 
counties have had increased placement and associated mental health services 
costs, Mendocino County has lowered many of their costs.



Adult Services
Adult Mental Health Recovery Services (AMHRS) is focused on improving 
Psychiatric Emergency Services (crisis response), reducing the need for 
out-of-county placements, and returning clients home from out-of-county 
placements as promptly as possible. The California Welfare and Institutions Code 
requires counties to make available multiple levels of care, from acute 
hospitalization to supportive independent living. The Adult Placement chart 
(see Fig. 26) includes two of these levels of care: Board & Care (out-of-county 
B&C and in-county B&C) and Institute of Mental Disease (IMD). Since late 2008, 
AMHRS has successfully reduced out-of-county Board & Care placements while 
increasing in-county placements. These e!orts improve the quality of life for 
residents with severe mental illness and maximize available funding.

The Mendocino County O"ce of Education and the 12 school districts work 
together to provide the Special Education Local Plan Areas (SELPA) with 
appropriate public education to individuals with disabilities, including  
emotional problems. Students identi#ed with “Emotional Disturbance” exhibit 
one or more speci#c characteristics which a!ects educational performance and
services are provided to that student through SELPA.  As of 12/1/08, 212 
children between 6 and 18 ages had been identi#ed with “Emotional 
Disturbance” in the Mendocino County school system and received interventions 
by sta!. This number was almost 2% of the school (K-12) population of 13,304 
in school year 07–08.

Other Available Mental Health Services
Other agencies, organizations and individuals in the county also provide mental 
health services to residents.  These include the Mendocino County Youth Project, 
Community Health Centers, Tribal Health Projects, Veterans A!airs Clinic in 
Ukiah, Hospitals, private healthcare and others. Information on these sources 
can be found in the Mental Health Services Act PEI Data Report at website: 
www.co.mendocino.ca.us/hhsa/pdf/mhsa_pei_plan.pdf on pages 98-145.

School-based Services
An indication of emotional problems in school-aged youth can be obtained 
from the 2005-2007 compiled responses from the California Healthy Kids Survey 
(see Fig. 28). This survey revealed the following about mental health risks in 
7th, 9th and 11th graders and Continuation/Community (Cont/Com) school 
students.

 Reductions in adult psychiatric hospitalizations correspond with the 
implementation of Mental Health Services Act programs in 2004-05, involving 
concentrated e!orts to create local support services for individuals with 
mental illness. (see Fig. 27)

Grade 7 

26%

17%

Source: California Healthy Kids Survey, 2005-2007, Module A and 2004-2006, Module C
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Fig. 28: Mendocino Student Respondents
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Note: Category "Other Race" was excluded from graph and ranges from 2–4%.
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Fig. 30: Teen Birth Rate

MOTHERS AND INFANTS

The health status of mothers and infants is a!ected by many physical, psychosocial and genetic factors includ-
ing access to health care and a safe and healthy environment. As children grow, they are vulnerable to child-
hood and crippling disease as well as injuries. Many of the health indicators for this population are also found 
in other sections throughout this publication such as injury, death and infectious disease.

Births
 The fertility rate for Mendocino County, de!ned as the rate of live births per 

1,000 women between 15 and 44 years old in Mendocino County, has remained 
somewhat lower than statewide rates since 2000. It has also remained relatively 
steady since 2000, between 66.7 in 2000 and 67.5 in 2008. State rates have 
varied little during this period, from 68.9 in 2001 to 71.3 in 2006.

 The total number of births to Mendocino County residents has varied in the 
past 3 years from 1,106 in 2006 to 1,145 in 2007 to 1,168 in 2008 (approximately 
1,100 per year for the past 10 years).

 In Mendocino County births (see Fig. 29) to women of the White race 
dropped from 54.2% of all births in 2004 to 53% in 2008. Births to women of 
Hispanic ethnicity have risen slightly from 36.7% in 2004 to 37.7% in 2008. 
Births to Native American women varied from 7.4% in 2004 to 5.4% in 2007 to 
6.8% in 2008. These race/ethnicity patterns match the changes in our overall 
population.

Teen Births 
 Teenage mothers are more likely to leave school before graduation, have 

decreased earning potential and live in poverty.  They are also more likely than 
older women to receive inadequate prenatal care, have inadequate weight gain 
during pregnancy, maternal anemia, and pregnancy-associated hypertension.  
Babies born to teen mothers are at an increased risk of low birth weight, 
pre-term birth, and other conditions. 

 The birth rate, de!ned as the rate of births per 1,000 population to teenage 
girls ages 15-17, in Mendocino County (see Fig. 30) varies considerably from 
year to year due in part to the variability of small numbers in calculating rates. In 
2005-2006, the County and State teen birth rates continued to drop, and the 
County rates were signi!cantly lower than the State rates. However, in 2007 and 
2008, the county rate rose to its 2004 level. 

 The numbers of Mendocino births to teens ages 15–17 decreased to 29 in 
2006 and increased in 2007 to 40 (more than 25% increase) and 35 in 2008.

 For the three-year period 2006-2008, 7% of young women age 15–17 who 
gave birth (7 of 104 teen births) already had at least one other child.

 The father of the baby born to a teen is likely to be older than the mother. In 
the 3 year period 2006-2008, out of the  births to teens age 15–17, 39% of the 
fathers of the babies were age 20 or older (41 of 104 teen births).
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Infant Mortality
 Annual infant death rates (number of deaths to infants per 1,000 births) in 

Mendocino County (see Fig. 31) continue to #uctuate from year-to-year and are 
higher than the State rates. The wide variation in County rates is due to the low 
number of infant deaths where a small number of additional deaths can 
increase the death rate dramatically. For example, the rate was 6.2 per 1,000 live 
births for 1999–2000 (13 deaths) compared to the rate of 10.3 per 1,000 live 
births (23 deaths) for 2005–2006.

 The Year 2010 National Objective is no more than 5 infant deaths per 1,000 
live births per year. Mendocino County has not met this goal since 1997-1998.

Preterm Births
 The 2010 National Objective for preterm births (less than 37 weeks 

gestation) is that they represent no more than 7.6% of all births. Mendocino 
County’s percent of preterm births (see Fig. 32) spiked to 12.6 in 2005 and 12.7 
in 2007 before dropping below the State rate and reaching 8.6% in 2008.

 Prematurity is a leading cause of neonatal and infant mortality. Premature 
infants are vulnerable to complications such as respiratory, gastrointestinal, 
immune system, central nervous system, hearing and vision problems. 
Longer-term problems may also include cerebral palsy, mental retardation, 
social-emotional concerns, learning di$culties and poor growth.

Low Birthweight
 The Year 2010 National Objective for low birthweight babies (<2500 grams 

or approximately 5 lbs. 8 oz.) is that they represent no more than 5% of all 
births.  Mendocino County met this objective in 2001, but has been somewhat 
higher than the objective in every year since then. 

 The percent of low birthweight (LBW) babies increased through 2006 and 
decreased in 2007 and 2008. (see Fig. 33) These percents represented  83 LBW 
babies out of 1,103 births (7.5%) to county residents in 2006, 67 LBW babies 
out of 1,145 births (5.8%) in 2007 and 72 LBW babies out of 1168 births (6.2%) 
in 2008. 

Prenatal Care
 The Year 2010 National Objective is for 90% of all pregnant women to enter 

prenatal care in the !rst trimester of pregnancy.

 Mendocino County has had signi!cantly lower rates for early entry into 
prenatal care than the State for the past 10 years. However, !rst trimester entry 
into prenatal care for Mendocino County pregnant women continues to improve. 
The percentage of women receiving !rst trimester prenatal care has increased 
from 65.2% in 2004 to 69.6% in 2008. (see Fig. 34) 

MOTHERS AND INFANTS

Note: 2008 data from the State is not yet available
Source: Family Health Outcome Project,  Automated Vital Statistics System
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Fig. 36: Prenatal Substance Use in Mendocino County

Fig. 37: Prenatal Substance Use in Mendocino County

MOTHERS AND INFANTS

Breastfeeding
 The Year 2010 National Objective is for at least 75% of mothers to breastfeed 

their babies in the early postpartum period. According to the American 
Academy of Pediatrics, breast milk has many health bene!ts such as antibodies 
to help protect infants from a wide range of infectious diseases. Breastfed 
infants tend to have decreased rates of sudden infant death syndrome. 

 California in-hospital infant feeding practices are monitored using data 
collected by the Newborn Screening (NBS) Program.  According to this data, in 
2007, the 2 birthing hospitals in Mendocino County indicated that in 93% of all 
infants received at least some breastfeeding (includes exclusive and 
combination breastfed and formula), whereas,  75.4% of all infants received 
exclusive breastfeeding. Overall State in-hospital data indicated that 86.6% of 
all infants received some breastfeeding and 42.7% received exclusive 
breastfeeding in 2007.

Substance Use During Pregnancy (Perinatal)
Prenatal exposure to alcohol can have signi!cant 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 di"culties that impact one's ability to learn. 
Alcohol is the most common cause of preventable mental retardation. Tobacco 
use during pregnancy can lead to low birthweight babies. Prenatal exposure to 
marijuana has been shown to impact a child’s learning abilities.

Beginning in 2006, Mendocino County, through the Maternal, Child and 
Adolescent Health Program of HHSA, Community Health Services Branch, 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 
1,095 Mendocino County women in prenatal care from January 2006 to October 
2009. The California data is from 78,951 women in prenatal care collected 
during 2001–2007 from the 16 counties using the 4 P's Plus© Screen, including 
Mendocino. The graphs to the right display some of this data.

 Mendocino County had over twice the rate of substance use during 
pregnancy than California (see Fig. 35) for tobacco, alcohol, and marijuana.  
52.5% of pregnant women in Mendocino County women reported use of 
tobacco, alcohol or marijuana before knowledge of pregnancy compared to 
23.7% for California.

 Once women in Mendocino County knew they were pregnant, the use of 
tobacco, alcohol or marijuana dropped in half from 52.5% (575) to 26.9% (295). 
(see Fig. 36)

 36% of pregnant women reported alcohol use before they knew they were 
pregnant, dropping almost in half to 17.3% after they knew they were 
pregnant.  (see Fig. 36) 

 Looking at substance use by race/ethnicity in Mendocino County, pregnant 
women of the White race were more likely to use tobacco, alcohol or marijuana 
before and after they knew they were pregnant than women of other 
race/ethnicities.

 For perinatal alcohol use by race/ethnicity, 46.7% of women of the White race 
used alcohol before they knew they were pregnant compared to 20.9% of 
Hispanic women and 27.8% of other race/ethnicities.  After women knew they 
were pregnant, this dropped to 21.2% of women of the White race, 14.2% of 
Hispanic women and 5.6% of women of other race/ethnicities.  (see Fig. 37)
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CHILDREN AND ADOLESCENTS

Good health is the greatest gift children can have.  Unfortunately, many children in California, especially 
low-income children, have health problems and unmet health needs.  Many health problems can be prevented, 
corrected, or the severity reduced by prompt diagnosis and treatment. The earlier health problems are found, 
the more easily they can be treated or corrected.

Children’s Health and Disabilities
 California Children’s Services (CCS) assures that children under age 21 with 

chronic illnesses or disabilities receive specialized medical care and rehabilitation 
when their families have been determined !nancially, residentially and medically 
eligible. The Medical Therapy Program provides both occupational and physical 
therapy at several di"erent school sites in Ft. Bragg, Willits and Ukiah as well as 
through private providers when needed.

 The average active caseload in CCS continues to trend slightly down, from a 
high of 552 in FY 07-08 to 514 in FY 08-09 to 500 as of 12/31/09.  Despite 
decreasing caseloads, the funding source of clients remains relatively constant 
with approximately 78.5% of clients enrolled in Medi-Cal (full-scope, no 
share-of-cost), 11.8% enrolled in Healthy Families and 9.7% with CCS-only 
coverage.     

 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 problems are found, children are 
referred for necessary diagnosis and treatment.

 In FY 2007-08, 3,994 children received CHDP services.  Although the total 
number of children served has been dropping slightly in previous years, in FY 
07-08 the number of Medi-Cal and CHDP Gateway children served increased by 
11%.  Decreases in the number of State-funded CHDP children served can be 
directly related to the increase in children enrolled in Healthy Families and 
CalKids.

Immunizations
 Immunizations required or recommended for childcare and school entry in 

California can reduce illness and death in children.  Vaccinating children 
e"ectively decreases overall transmission of diseases such as diphtheria, pertussis 
(whooping cough), tetanus, measles, mumps, rubella, polio, Haemophilus 
in#uenza B, hepatitis A and B and chickenpox (varicella).  These diseases continue 
to make persons ill around the world.  However, with advent of vaccinations and 
school vaccination laws many of these diseases have not occurred in the United 
States for many years.  

 No Mendocino County reports of ill persons or outbreaks of measles, mumps, 
polio, tetanus, rubella or diphtheria  have been received in the past 10 plus years.  

 Every year the California Department of Public Health, Immunization Branch 
conducts an assessment of childcare participants and their immunization status. 
In 2009 Mendocino County had 1,312 children enter childcare, 1,174 (92.8%) of 
whom were vaccinated with the required vaccinations for this age.  The other 
7.2% percent of the children were either partially vaccinated or not vaccinated 
due to medical conditions that do not allow them to receive a certain immuniza-
tion or the parents exempted their child due to personal beliefs.  

 The Immunization Network of Northern California (INNC) is now called 
California Immunization Registry (CAIR).  CAIR is now directly linked with the 
California State Immunization Branch.  It is an electronic registry for anyone who 
has had immunizations.  Medical providers and their clients who participate in the 
registry can bene!t by having up-to-date vaccinations and immunization records.  
CAIR was implemented at  Public Health in 2005 and there are !ve medical 
providers and the two birth hospitals using CAIR in Mendocino County. As of June 
2009 a total of 6,250 persons have been entered into the registry by Public Health.
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School Fitness
 The California Physical Fitness Test (PFT) uses the Fitnessgram to measure 6 

aspects of !tness in grades 5, 7 and 9: aerobic capacity, body composition, 
abdominal strength, trunk strength, upper body strength and "exibility. 
Comparing percents for school year 2008-09 to school year 2007-08 of students 
who achieved health standards in at least 4 out of the 6 of these aspects were: 
5th grade - 72.5% up from 66.6%, 7th grade - 74.6% up from 73.4% and 9th 
grade - 75.7% up from 73.2%. 

 All grades’ results were somewhat behind those of  the State as a whole 
with 9th grade results more so:  75.7% in Mendocino County compared to 
80.7% statewide. 

In the California Health Interview Survey 2007, the following
estimates were reported: 

Healthy Weight
 For children: Mendocino California

 Normal weight for age 83.7% 88.8% 

 For teens,  Mendocino California
 Normal weight 68.6% 68.3%

Healthy Eating
 For children: Mendocino California

 Ate 5 or more fruits or veggies daily 51.0% 48.2%

 For teens: Mendocino California
 Fast food eaten in past week 61.4% 77.5%

Physical activity 
 For children: Mendocino California

 Engaged in phys activity at least 3 days per week 85.9% 70.1%

 For teens:  Mendocino California
 Physically active every day 38.6% 14.9%

Injuries to Children and Youth 
 Among children and youth, injuries are a leading cause of death and 

disability, often surpassing all major diseases combined with respect to 
premature lost years of life.  From 2004–2006 in Mendocino County, injuries 
accounted for 44% (23 out of 52) of all deaths to children and youth from 0 to 
20 years of age; 78% (18 out of 23) of these injury deaths were due to 
unintentional injuries such as motor vehicle crashes and drownings. 
(see Fig. 39 for details)

0 5 10 15 20 25 30

Poisoning

Fall

MVT* Occupant

Struck by Object

Attempted Suicide

Bicyclist

12

0

Non-Fatal Hospitalized Injuries to Children & Youth
Mendocino County, 3-Year Totals for 2004-2006

4
3

3

3

5

5

5
1

6

8

9
25

27
18

19

11

4

0

0

0

1

Age 5–12 Age 13–15  Age 16–20

Number of Injuries

* Notes: 9 poisonings were counted as attempted suicides in  the16-20 age group
Source: California Department of Public Health, EPIC Branch

15*

Age 0–4
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 From 2004–2006, injuries due to falls and motor vehicle accidents accounted 
for more than one-third or 42% (118 out of 279) of all nonfatal hospitalized 
unintentional injuries to infants, children and youth (0-20 years old).

 During the years 2004–2006, for children age 0-15, falls accounted for almost 
one-third (34%) of hospitalized injuries (57 out of 169); for youth age 16–20, 
almost one-fourth (23%) of all hospitalized injuries were due to motor vehicle 
accidents (25 out of 110).
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Questions on the CHKS 2006–2008 7th Grade 8th Grade 9th Grade

Fig. 43: Questions on the CHKS 2006–2008

Past 30 Day Alcohol Use
   Mendocinoa 22% 42% 51%
   California 14% 26% 36%

Perceived Harm of Frequent Alcohol Use
   Mendocino 74% 80% 83%
   California 76% 82% 83%

Past 30 Day Marijuana Use
   Mendocino 8% 23% 27%
   California 5% 12% 18%

Perceived Harm of Frequent Marijuana Use
   Mendocino 76% 77% 77%
   California 77% 82% 82%

Past 30 Day Cigarette Use
   Mendocino 10% 16% 25%
   California 6% 11% 16%

Perceived Harm of Frequent Cigarette Use
   Mendocino 78% 81% 89%
   California 79% 84% 87%

Youth Alcohol & Drug Use & Attitudes
 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 2006–07 and 2007–08, the 
number of responses were 464 students in grade 7,503 students in grade 9 and 
455 students in grade 11. 

 According to results of this survey (see Fig. 43 at right):

 in Mendocino County had used alcohol in the past 30 days. However, 74% 
 of 7th grade, 80% or 9th grade and 83% of 11th grade respondents in 
 Mendocino County perceived alcohol use to be harmful. 

 Mendocino County had used marijuana in the past 30 days. However, 76% of 
 7th grade, 77% of 9th grade and 77% of 11th grade respondents in 
 Mendocino County perceived marijuana use to be harmful. 

 in Mendocino County had used cigarettes in the past 30 days. However, 78% 
 of 7th grade, 81% of 9th grade and 89% of 11th grade respondents perceived 
 cigarette smoking to be harmful.

 was higher for all grades in past 30 day alcohol, marijuana and tobacco use, 
 but about the same percents as the State in perceived harm.
  

 Other results about more risky use behavior in the CHKS bring the extent of 
teen use of alcohol more into focus:

 reported that they have been very drunk or sick after drinking at least once.

 reported binge drinking at least once in the past 30 days.

 driven after drinking or been driven by a friend who had been drinking. 

 someone who had been drinking.  
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Vehicle Accidents*  38

Homicides 12

Suicides 51

Other Injuries 16

Drownings/Su!ocation 17

Burns  5Falls 19

Poisonings 26

Fatal Injuries to Adults
Mendocino County, Total=184 for 2004-2006

* includes motor vehicle and other transport accidents
Fig. 45: Fatal Injuries to Adults
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Poisonings 164

Vehicle Accidents*  281 Attempted Homicides 58

Attempted Suicides 134

Other Injuries 438

Falls 1,080

Bicylist 21

Struck by Object 68

Burns  17

Cut or Pierce 51

Non-fatal Hospitalized Injuries to Adults
Mendocino County, Total = 2,312 for 2004-2006

* includes motor vehicle and other transport accidents
Source: California Department of Public Health, EPIC Branch

Fig. 46: Non-fatal Hospitalized Injuries to Adults

Note: Depression is a major factor in suicides among older adults, and attempts often end up in the ER
rather than the Hospital.  In 2007 and 2008 combined, Ukiah Valley Medical Center Emergency Room 
reported 10 attempted suicide injuries in older adults, and Mendocino Coast District Hospital reported 4.

ADULTS AND OLDER ADULTS

In the adult and older adult stages of life, quality of life and good health are of great importance.  Unhealthy 
behaviors like smoking, drug and alcohol overuse and inactivity can begin to increase the risk of poor health 
including consequences of injuries and chronic diseases.  Living to a comfortable old age is a goal more easily 
obtained if started earlier in life, and many in our society are accomplishing that goal.

Population Trends 
 According to estimates from the California Department of Finance, the older 

adult population, 60 and older, will increase by almost 26% in Mendocino 
County between 2000 and 2010 whereas the adult population, 30-59 years old, 
will decrease by 16%. The estimate for 2010 is that 22.8% (more than 1 in 5) of 
the total population will be 60+ whereas 37% (almost 2 in 5) will be between 
30 and 59. (see Fig. 44)

 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. 

Older Adult Quality of Care
 The Older Adult System of Care (OASOC) is a program sponsored by the HHSA 

Social Services Branch, which provides in-home geriatric specialized case 
management and psychotherapy to seniors who have mental health challenges. 
OASOC also sponsors the Senior Peer Counseling Program in Ukiah, Willits and 
Fort Bragg.  

 In 2009, the OASOC provided over 120 seniors in Mendocino County with case 
management, psychotherapy and senior peer counseling. The average age of 
OASOC clients is 75.  Approximately 10% present with some substance abuse or 
medication misuse.

 National statistics report that 23% of older adults experience anxiety, 35% 
experience depression and 25% have schizophrenia. Also, functional 
impairments including sensory, physical, mental and self care a!ect 40% of the 
older adult population.

Injury and Deaths to Adults
 Fatal injuries to adults and older adults accounted for 184 deaths in the 

3-year period 2004–2006.  Suicides and vehicle accidents were the most 
common causes.

 Non-fatal hospitalized injuries to adults accounted for 2,312 injuries for the 
3-year period 2004–2006.  The most common cause was falls (66% of which 
were to seniors 65+) and vehicle accidents.  

 Between 2004-2006, the number of adult (ages 21–64) hospitalized 
non-fatal suicide attempts (129) and the number of suicide deaths (41) contrast 
with the number of older adults (age 65+) hospitalized non-fatal suicide 
attempts (5) and the number of suicide deaths (10). In general, suicide attempts 
among the elderly are more likely to succeed than among those at younger ages, 
a pattern noticed in other years. 
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ADULTS AND OLDER ADULTS

Obesity  in Adults
 According to California Health Interview Survey (CHIS) 2007, the following 

estimates were reported on levels of obesity in adults:
    Mendocino  California
 Normal  34.6%    41.2%  
 Overweight  37.8%    34.4%  
 Obese  25.1%    22.7%  

 From these results, it can be noted that 1 in 4 adults in Mendocino County are 
obese as estimated by self-report surveys conducted by UCLA every 2 years

Alcohol- and Drug-Related Arrests 
 Felony and misdemeanor adult (18-69 years old) drug-related arrest rates per 

1,000 in Mendocino County continue to increase from 16.7 in 2003 to 19.9 in 
2007. County drug-related arrest rates continue to be consistently higher than 
State rates which have increased more slowly.

 For the same time period, felony and misdemeanor adult driving-under-the-
in"uence (DUI) arrests showed a dramatic increase from 13.5 arrests per 1,000 in 
2003 to 17.8 in 2006 and down to 16.4 in 2006. This large increase of arrests 
from 2005 to 2006 was in large part due to an increase in patrols in Ukiah giving 
DUIs special attention. County DUI rates continue to be considerably higher than 
the State rates which have remained fairly steady over the past 6 years. 

Alcohol & Drug-Related Injury
 As seen in the graph to the right, hospital discharge data for Mendocino 

County show a decrease in drug-related hospitalizations from 2004 (590) to 
2007 (469). However, alcohol-related admissions were up and down for the 
same period and somewhat more than drug-related hospitalizations for all years 
reported.  These numbers do not include emergency room alcohol- or 
drug-related treatment not resulting in hospitalizations.

 The California Highway Patrol tracks all motor vehicle collisions involving 
fatalities and injuries and those that were alcohol-related. The graph to the right 
compares the percent of alcohol-related collisions out of all collisions in 
Mendocino County to the State over 5 years. It can be seen that Mendocino has 
been consistently higher than the state in all years reported and over 9 
percentage points higher in 2008.

Alcohol Abuse
 According to California Health Interview Survey (CHIS) 2007, 36% of 

Mendocino County adults report binge drinking in the past year compared to 
30% statewide.  Binge drinking is de#ned as having more than 5 drinks at any 
one time and is considered an indicator of alcohol abuse.
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Fig. 51: Domestic Violence and Spousal Abuse
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ADULTS AND OLDER ADULTS

Domestic Violence 
 Experts agree that incidents of domestic violence are vastly under-reported.  

It is estimated by criminal justice professionals that 60% of domestic violence 
incidents involve child abuse, and 40% involve substance abuse.

 During 2008, law enforcement agencies in Mendocino County received 485 
domestic violence-related calls for assistance, with more than half of these (273) 
involving a type of weapon (including hands or !sts). (see Fig. 51) 

 The number of domestic violence-related calls has been decreasing since 
2004; the number of arrests for spousal abuse has remained relatively steady.

Elder and Dependent Adult Abuse Prevention
 Adult Protective Services (APS) de!nes elders as any person 65 years of age or 

older.  Dependent adults are persons between 18 and 64 years of age who have 
physical or mental limitations restricting their abilities to carry out normal 
activities or defend their rights and any person admitted to a health care facility.

 Abuse of elders and dependents is de!ned as the physical abuse, neglect, 
intimidation, cruel punishment, !nancial mistreatment, abandonment or other 
treatment resulting in physical harm or mental su"ering.  Abuse may be 
self-in#icted or perpetrated by others.  Abuse may be intentional or due to the 
caregiver's lack of knowledge or capacity to care for the person.  Abuse can be 
found in the home setting, in residential or convalescent facilities or in other 
areas of the community.

 The Mendocino County Health and Human Services Agency (HHSA) 
administers Adult Protective Services and Long Term Care Ombudsman 
Programs. Care providers, custodians, health practitioners and others who work 
directly and indirectly with elders and/or dependent adults are required to 
report all suspected abuse.

 Elder and dependent adult abuse reports received by Adult Protective 
Services of Mendocino County (see Fig. 52) has shown an up and down pattern 
reaching a high of 680 referrals in 2005-06, then dropped to 545 in 2006-07 and 
began to rise again to 676 in 2007-08.

 Of the 649 reports of abuse received in 2008-09, 63% were self-neglect and 
37% were abuse perpetrated by others. In the self-neglect category, medical 
care and issues of health and safety account for the majority of reports.  Of abuse 
perpetrated by others involved, the largest and fastest growing category is 
!nancial abuse (30%), followed by psychological abuse (25%) and neglect 
(20%).

Source: Mendocino County Department of Social Services, Adult Protective Services Division
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Fig. 55: Pulminary Tuberculosis Cases Treated by Public Health

Note: Although health care providers are mandated by the State to report a list of 
infectious diseases to Public Health, many do not make these reports, and, therefore, 
the data on infectious diseases continues to be considered under-reported.

Source: Mendocino County Con!dential Morbidity Reports (CMRs)

2009

0.0 0.5 1.0 1.5 2.0 2.5 3.0

3

3

2

4

4

3.5 4.0

2008

2007

2006

2005

Pulminary Tuberculosis Cases Treated by Public Health
by Year in Mendocino County

Number of Reported Cases

Fig. 54: Chlamydia Cases Reported by Public Health
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Fig. 53: STDs Reported to Public Health
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INFECTIOUS DISEASE

Prevention and control of infectious disease through public health immunization, testing, treatment, case 
follow-up and public education continues to improve the health status of County residents.

Sexually Transmitted Diseases (STD)
 Chlamydia is the most frequently reported STD in the US and in Mendocino 

County (see Fig. 53) 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 and 216 in 2009 - an increase from 169 positive Chlamydia 
reports in 2006, and 205 in 2007. (see Fig. 54) 

 The number of reported gonorrhea cases declined over the past few years 
from 27 in 2006, to 19 in 2007, to 12  in 2008 and up somewhat to 15 in 2009.

 The number of reported syphilis cases in Mendocino County has remained 
low (usually 0-5) since 1975 except for the year 1990 when the number of cases 
increased to 13. There was 1 reported case in 2008 and 0 in 2009.

 Although not reportable diseases, venereal warts and herpes continue to be a 
problem for Mendocino County residents. The Family Planning Program sta" at 
the Public Health Department in Ukiah !nd that venereal warts are the second 
most common STD seen in teens.

Tuberculosis (TB)
 Mendocino County treated 4 cases of active pulmonary tuberculosis in 2008 

and 3 in 2009. (see Fig. 55) The TB control team will treat the patient for six 
months to a year.  The treatment consists of routine chest x-rays, induced 
sputum and antibiotics.  The public health nurse or health technician will deliver 
the medication to the patient on a regular basis which is called directly observed 
therapy (DOT). DOT helps to ensure that the patient tolerates the medication and 
that adequate treatment has been provided to cure TB.

 In 2009 Mendocino County treated 121 latent TB infected (LTBI) patients.  
LTBI means persons are infected with the tuberculosis bacteria but are not 
symptomatic.  LTBI treatment is recommended by the California Tuberculosis 
Controllers Association. It is not mandated, whereas, persons with active 
tuberculosis, public health is mandated to treat.  
  
Meningitis

 Meningococcal disease is caused by a bacteria or virus. The two most 
common types of this disease are: (1) meningitis when the bacteria infects the 
#uid and covering of a person’s spinal cord and brain; and (2) infection of the 
bloodstream called meningococcemia.  

 One type of meningococcal disease is called Neisseria meningitis.  It is a very 
serious bacterial infection that can be fatal.  In 2008 and 2009, 12 con!rmed 
cases of Neisseria meningitis were reported to Public Health. 

 One vaccine is available for the prevention of the 4 strains of Neisseria 
meningitis and has been recommended for adolescents and adults, especially 
college students and persons traveling to countries where meningitis is endemic.
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INFECTIOUS DISEASE

H1N1 Flu Virus and Vaccine
  In 2009 Mendocino County had four residents die from the H1N1 "u virus; a 

total of 40 patients were hospitalized either in the intensive care unit or on the 
medical surgical "oor.  Many county residents were ill with the H1N1 virus, but 
were able to stay home and recover.   Hospitals, medical providers and 
laboratories initially reported all cases of H1N1 positive patients, but State 
guidelines changed to testing and reporting only persons who were 
hospitalized.  

  Mendocino County Public Health worked collaboratively with many 
community partners including county school districts, rural health cinics, 
hospitals and city o#cials for prevention and response measures to mitigate the 
spread of H1N1 "u.  Rates of school absenteeism were reported so measures 
could be taken if an outbreak of disease occurred.  

 As of the end of 2009 Mendocino County had received approximately 30,000 
doses of vaccine, 90% of which was provided to medical providers who vaccinate 
high risk populations from November to December 2009.  In December the 
Disaster Response and Immunization Programs held mass vaccination clinics in 
the county.  Many community volunteers helped to sta$ the clinics and their 
contribution made it possible to e$ectively vaccinate more county residents.  The 
H1N1 "u vaccine campaign will continue into 2010 to further prevent the H1N1 
pandemic.

West Nile Virus (WNV)
 West Nile Virus is an infection spread through the bite of an infected 

mosquito to persons or animals.  Mendocino County Environmental Health and 
the Agricultural Departments have been active in surveillance and mosquito 
control.  Reports of suspect cases are made from the local hospitals and 
physicians to Public Health.  There were no human cases reported in 2009.  

 WNV can cause a person to be sick with a mild infection (not feeling well, 
headache, nausea, loss of appetite) to severe infection (fever, rash, change in 
their mental status, seizures) to death.  

 There is no vaccine or medical cure for WNV, so prevention is the best defense 
including emptying containers of standing water, wearing long sleeves and 
pants outdoors, using a mosquito repellent with DEET and mosquito !sh in 
ponds at home.

Infectious Hepatitis 
 Infectious Hepatitis is an in"ammation of the liver. The 3 most common types 

are Hepatitis A, B and C.

 The Hepatitis A virus is passed from person-to-person by fecal contamination 
and oral ingestion. Transmission is facilitated by poor hand washing, poor 
sanitation and intimate (household or sexual) contact. 

 In Mendocino County, the Communicable Disease Control Program keeps 
records of reported hepatitis cases based on laboratory information rather than 
relying on the Con!dential Morbidity Reports from health providers which are 
known to be under-reported. In 2009 one case of Hepatitis A was reported in 
Mendocino County.  (see Fig. 56) Hepatitis A vaccine is now available for 
children one year and older.  Adult Hepatitis A vaccine is also available.

 The Hepatitis B and C viruses cause liver disease and are passed from person 
to person by contact with infected blood, semen, vaginal secretions or by sharing 
IV drug needles. 

 Between 2000 and 2005, a total of 68 cases of Hepatitis B were reported in 
Mendocino County averaging almost 14 new cases per year. Of these, 10% will 
likely become carriers and continue to spread the virus.  In 2009, 7 cases were 
reported.  Hepatitis B vaccine is available for adults and children, and it is 
recommended to begin vaccinating children at birth. 

 Between 2000 and 2005, 773 new cases of Hepatitis C were reported in 
Mendocino County, averaging 155 cases per year, making this chronic disease the 
fastest growing infection in the county. 80% will likely become carriers.  In 2009, 
202 cases were reported.  There is no vaccine to prevent Hepatitis C.
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Fig. 57: HIV/AIDS Cases by Transmission Routes: 1982 through 7/1/09

Fig. 58: HIV/AIDS Cases by Transmission Routes: cases currently served

Fig. 59: Needle Exchange Program

INFECTIOUS DISEASE

HIV/AIDS
 With over 190,000 cases, 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 identi!ed here 
annually.  Most of those individuals receive their HIV and AIDS diagnoses 
simultaneously which re"ects the fact that they have waited until late in their 
disease progression to even get tested for HIV.

 After many years of designing and implementing creative new programs such 
as street outreach, needle exchange, rapid HIV testing and Hepatitis C testing, 
the tide has changed in California.  However, the July 2009 CA State Budget 
dismantled the following long-standing Mendocino County programs: HIV/AIDS 
Education and Prevention, Hepatitis C testing and the Case Management 
Programs.

 As of July of 2009, the Mendocino County Health and Human Services, 
Community Health, HIV/AIDS program has had knowledge of 575 individuals 
with HIV or AIDS who have used services in Mendocino County since 1982.  Of 
those individuals, 135 (24%) are living.  In line with the national trends, most of 
these individuals have been infected via injection drug use or are men who have 
sex with men.

Needle Exchange
 Mendocino County AIDS Volunteer Network has operated a legal needle and 

syringe exchange program in Mendocino County since the spring of 2000.  In the 
!rst few years of operation the number of needles and syringes exchanged 
increased greatly along with the number of community health outreach workers.  
In the past few years as funding has declined, the number of outreach workers 
has greatly diminished along with the number of needles and syringes that were 
exchanged.  This not only leaves these very high risk individuals vulnerable to 
HIV and Hepatitis C infections, it means they are not in contact with the outreach 
workers for referrals for drug and alcohol treatment, family planning and 
sexually transmitted infection services, social services, immunizations, etc.

 Fiscal Year 2004-05 represents the peak year for the Mendocino County 
Needle Exchange Program when over 76,000 needles and syringes were 
exchanged.  This represented a 145% increase over the !rst year of operation.  
Due to a decrease in funding, the majority of the outreach worker positions that 
work the exchange has been eliminated.  In 2008-09, only 45,595 needles and 
syringes were exchanged which is a 59% decrease since the peak year of 2005.
(see Fig. 59)
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Fig. 61: Death Rates from Cancer

0 10 20 30 40 50

Deaths-Colon

Deaths-Breast*

Deaths-Lung

Death Rates from Cancer
 Age-Adjusted Rates Averaged for 2005-2007

Death Rate per 100,000 Population

39.2

27.1*

22.8

21.8

21.7

40.0

Mendocino California

Source: California Department of Public Health, County Health Status Pro!les 2009

35

Fig. 62: Age-adjusted Incidence Rates for Various Cancers

Age-adjusted Incidence Rates for Various Cancers
for the period 2003-2007 per 100,000 population

Mendocino

North Region

California

125.0

152.3

146.6

76.3

82.6

79.5

59.0

69.3

53.7

49.9

49.4

46.7

Breast
(females only)

Prostate
(males only)

Lung &
Bronchus

Colon

CHRONIC DISEASE

Chronic diseases, such as coronary heart disease, stroke, cancer, arthritis, respiratory ailments and diabetes, are 
among the most common, costly, and preventable of all health problems. In Mendocino County chronic 
diseases account for the four leading causes of death with cancer (including lung cancer) and heart disease 
causing over 50% of all deaths followed by cerebral vascular disease (stroke) and chronic lower respiratory 
diseases.  As mentioned earlier, chronic disease is often related to social determinants of health.

Coronary Heart Disease (CHD)
 According to the County Health Status Pro!les 2009, the 3-year average for 

2002-2004 age-adjusted death rate for Coronary Heart Disease in Mendocino 
County per 100,000 population was 123 compared to 145.2 statewide. The 
age-adjusted rate takes into account the fact that more older people die of 
heart disease than younger people and allows comparisons among county and 
state.  (see Fig. 60)

 As an indicator of illness, according to CHIS 2007, an estimated 8.7% of 
residents have been diagnosed with heart disease and 37.1% with high blood 
pressure.  

Cancer
 With an average age-adjusted Cancer death rate of 163.4 per 100,000 

population for the 3-year period 2005-2007, Mendocino County ranked 29th 
out of 58 California counties for all cancers combined, somewhat higher than 
the State rate of 159.3 per 100,000.  (see Fig. 61)

 Cancer is not a single disease but a group of over 100 di"erent diseases that 
are registered by site of abnormal cell growth. In Mendocino County for the 
3-year period 2005-2007, Lung Cancer, with a yearly average of 44.0 deaths, 
was the most common cause of death from Cancer followed by Colon Cancer 
with 18.3 deaths and Breast Cancer with 12.7 deaths. 

 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 has somewhat lower 
incidence of Prostate Cancer and is in line with the North Region and the State 
on the incidence of Breast, Lung and Colon cancers. (see Fig. 62)

 California: Cancer Facts & Figures 2010, published by the CCR and the 
American Cancer Society, estimates 440 new cancer cases and 170 deaths from 
cancer in Mendocino County in 2010.  Also, 55 new lung cancer cases and 45 
deaths from lung cancer are expected whereas, 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. 



 In the words of this report, “About  85% of lung cancer is caused by cigarette 
smoking. Lung cancer alone kills almost 13,000 Californians each year, more 
than prostate, breast, and colon and rectum cancers combined. However, many 
other cancers are caused by tobacco as well. Overall, one out of every three 
cancer deaths is due to tobacco.”

 Signi!cant to this is the estimate from the California Health Interview Survey 
(CHIS) 2007 for  “% smoking every day” which is estimated at a very high 25% of 
the population in Mendocino County, signi!cantly higher than the State at 13%, 
and a 50% increase from the Mendocino County rate in 2005.  (see Fig. 64) 

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. And, arthritis is 
the most common cause of disability in the United States.

 According to CHIS 2005, an estimated 27.7% of Mendocino County residents 
have been diagnosed with arthritis compared to 19% statewide.  

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 2007 estimated that 25% of Mendocino County 
residents were current smokers and 25% were obese. (see Fig. 63 and  Fig. 64)

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.” 

 Diabetes is the leading cause of kidney failure, blindness and amputations 
not caused by trauma among adults in the United States.

 Diabetes is becoming more common in our county. CHIS 2007 provides 
estimations of the percent of residents who have been diagnosed with diabetes: 
7.5% in 2007 up from 4.3% in 2005 and 3.5% in 2003.

 Risk factors for diabetes are similar to those for asthma:  smoking and obesity 
due to lack of physical activity and unhealthy eating habits.  CHIS 2007 estimates 
for obesity amd smoking rates can be seen in the graphs above. (see Fig. 63 and  
Fig. 64)
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Fig. 64: CHIS Estimates of Percent Current Smokers for Adults and Teens
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People Served by ARCH-Member Community Clinics in 2008

COPD = Chronic Obstructive Pulmonary Disease 
Source: Alliance for Rural Community Health (ARCH), 2008

MCHC =  Mendocino Community Health Clinics, 
MCC =  Mendocino Coast Clinics
AV =  Anderson Valley Health Clinic, 

LV = Long Valley Health Center ,
RCMS = Redwood Coast Medical Serivces

Number of Clients with 
Primary Diagnosis of:

Diabetes

Asthma

Hypertension

Coronary Heart disease

COPD

Total Clients 
Receiving Care

MCHC

984

749

883

419

581

18,123

 
MCC

 
267

187

534

95

253

6,793

AV

97

24

342

76

69

2,167

LV

130

70

220

69

102

3,294

RCMS

208

352

450

137

352
 

7,389

Total

1686

1382

2429

796

1357

37,766

% of 
Total

5%

4%

6%

2%

4%

Fig. 65: People Served by ARCH-Member Community Clinics in 2008

% of Total with Diagnoses Served by both 
Indian Health Centers by Race/Ethnicity, 2008

Number of Clients with 
Primary Diagnosis of:

Diabetes

Asthma

Hypertension

Coronary Heart disease

Total Clients 
Receiving Care

Total

447

205

833

78

1,569

 White
 

11%

23%

21%

33%

39%

American
Indian

81%

70%

71%

60%

60%

CTHP=Consolidated Tribal Health Project, 
RVIHC=Round Valley Indian Health Center
Source: Round Valley Indian Health Center and Consolidated Tribal Health Center, 2008

Fig. 67: % of Total with Diagnoses Served by Both 
Indian Health Centers by Race/Ethnicity, 2008

People Served by Indian Health Centers with 
Chronic Disease Diagnoses, 2008

CTHP

292

121

504

32

8

949

 
RVIHC

 
155

84

329

46

6

620

Number of Clients with 
Primary Diagnosis of:

Diabetes

Asthma

Hypertension

Coronary Heart disease

COPD

Total Clients 
Receiving Care

Total

447

205

833

78

14

1,569

% of 
Total

29%

13%

53%

5%

.9%

Source: Round Valley Indian Health Center and Consolidated Tribal Health Center, 2008

Fig. 66: People Served by Indian Health Centers with
Chronic Disease Diagnoses, 2008

A Look at Chronic Disease in the Patient Population 
of Community and Tribal Clinics

 The table to the right (see Fig. 65) gives an indication of the prevalence of 
chronic diseases as the primary diagnosis in Mendocino County with 
Community Health Clinic data from 5 of the members of the Alliance for Rural 
Community Health (ARCH) clinics. 

 ARCH clinics see almost 50% of the population of Mendocino County which 
gives us a good look at a major part of the population receiving health care. For 
instance, 4.5% of ARCH clients have a primary diagnosis of diabetes and 3.7% 
of asthma. It does not take into account those patients who may have a 
secondary diagnosis of diabetes or asthma or have not yet been diagnosed. 

 The table to the right (see Fig. 66) gives an indication of the prevalence of 
chronic diseases in the Indian Health Clinics.  

 Looking at this data by Race/Ethnicity (see Fig.67), it can be seen that

  American Indian (AI), 39% are White;

of all older people with diabetes, the condition remains undiagnosed.” 

 This race/ethnicity data does not include the Rural Health Clinics nor the 
primary care physician data and is not a complete picture of chronic disease in 
Mendocino County.  Future reports will explore obtaining more complete data 
and the di!erences and discrepancies in diagnoses among the clinics.

37

CHRONIC DISEASE



Deaths from all Causes

Source: California Department of Public Health, Death Files, 2005-2007

Source: California Department of Public Health, Death Files, 2005-2007

Fig. 68 Deaths From All Causes

 Between 2005 and 2007, an average of  794 
residents of Mendocino County died each year,. 

 The age adjusted death rate in Mendocino is higher 
than the State and lower than nearby counties of 
Lake, Humboldt and Del Norte, but lower than the 
United States. 
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What residents of Mendocino County die of can reveal the causes of unnecessary and early deaths.  
An analysis of death rates can also suggest where to expend prevention e!orts as well as screening 
e!orts to identify illness that could be treated early.  Four modi"able risk behaviors - lack of physical 
activity, poor nutrition, tobacco use, and excessive alcohol consumption - are responsible for much 
of the illness, su!ering, and early death related to chronic disease.

Fig. 69: Deaths From All Causes

Leading Causes of Death by Disease Category
Mendocino County, 2005-2007

Percent of all Deaths (N=2379)
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Suicide
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Stroke
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Coronary Heart Disease
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Source: California Department of Public Health, Death Files, 2005-2007

Leading Causes of Death by Disease Category

 Deaths due to all Cancers is the leading cause of death in 
Mendocino County for the 3-year period 2005-2007 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 17% of all deaths. This pattern was reversed in 
2002-2004 with CHD leading Cancer in cause of death.

 The average number of deaths due to All Cancers was 176 
per year for 2005-2007 compared to 132 per year from 
Coronary Heart Disease.

 In contrast, deaths dues to Respiratory Diseases, 
Unintentional Injuries and Stroke were the 3rd, 4th and 5th 
leading causes of death, nearly 6% of all deaths.
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DEFINITIONS
Crude Rate: The crude rate is the raw percentage of occurrences within a speci!c population or 
the unadjusted estimate of occurrences within a speci!c population.

Age-adjusted rate:  Rate that uses the same population proportions for speci!ed age groups 
in its calculation to ensure comparability. The age-adjusted death rates that appear in this report 
were calculated by the direct method using the 1940 United States standard million population 
distribution.

Age-speci!c rate:  A rate for a speci!c age group. The numerator and denominator refer to the 
same age group.

Incidence vs Prevalence:  Incidence is the rate at which new events occur in a population. 
The numerator is the number of new events that occur in a de!ned period; the denominator is the 
population at risk of experiencing the event during this period.  Prevalence is the total number of 
all individuals who have an attribute or disease at a particular time (or during a particular period) 
divided by the population at risk of having the attribute or disease at this point in time (or midway 
through the period).

Infant mortality rate: The number of deaths occurring to infants less than one year of age per 
1,000 live births.

Late prenatal care:  Prenatal care beginning after the !rst trimester (thirteenth week) of 
gestation.

Low birth weight:  Infants weighing less than 2500 grams (5.8 pounds) at birth.

Morbidity:  The case de!nition of a disease in terms of laboratory test results or, in the absence 
of a laboratory test, the constellation of clearly speci!ed signs and symptoms which meet a series 
of clinical criteria. 

Percentage:  A given part in every hundred; e.g., 20 percent means 20 in every 100.

Rate:  A measure of the frequency with which an event occurs in a de!ned population during a 
speci!c period of time and usually expressed by a unit of the population, e.g., per 1,000 or per 
100,000 population.

Very low birth weight:   Infants weighing less than 1500 grams (3.5 pounds) at birth.

more on next page
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DATA SOURCES

Additional information on topics in this report can be found at the following websites:

 California Department of Alcoholic Beverage Control (www.abc.ca.gov)
 California Department of Alcohol and Drug Programs (www.adp.ca.gov)
 California Department of Education (www.cde.ca.us)
 California Department of Finance (www.dof.ca.gov)
 California Department of Justice  (www.caag.state.ca.us)
 California Department of Public Health  (www.cdph.ca.gov)
 California Department of Social Services, Research and Development Division     
  (www.dss.cahwnet.gov/research)
 California Cancer Registry (www.ccrcal.org)
 California Healthcare Foundation (www.chcf.org)
 California Highway Patrol (www.chp.ca.gov/switrs)
 California O!ce of Statewide Health Planning and Development  (www.oshpd.ca.gov)
Family Health Outcomes Project, University of California at San Francisco (www.ucsf.edu/fhop)
 UCLA Center for Health Policy Research (www.healthpolicy.ucla.edu) 
 United States Census Bureau (www.census.gov)
 WalkScore (www.walkscore.com)
 ParkScore (www.parkscore.org) 

To obtain additional copies of the Community Health Status Report 2010 :
Check the Mendocino County Health and Human Services website for a copy in pdf format for downloading:

http://www.co.mendocino.ca.us/hhsa/newsletters.htm

or

Mendocino County Health and Human Services Agency, 
Community Health Branch, 

Administrative Support Services
1120 South Dora Street

Ukiah, CA  95482

phone: (707) 472-2777        fax: (707) 472-2773
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