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Health Action

 Engage stakeholders in a community dialogue on health 

 Build collective understanding of local health issues and 
solutions

 Create a shared vision of community health improvement 
based on determinants of health

 Develop and implement collaborative recommendations



Leading Causes of Death in Sonoma County

Age-adjusted death rates with Healthy People 2010 comparison, 2004-2006

Sonoma California HP 2010
All Cancers 179.2 161.3 158.6
Coronary Heart Disease 128.5 154 162
Stroke 60.6 47.8 50
Lung Cancer 45.9 40.2 43.3
Unintentional Injuries 33.8 30.2 17.1
Breast Cancer 21.4 22.1 21.3
Diabetes 18.4 22.1 NA
Motor Vehicle Collisions 11.7 11.9 8
Suicide 10.8 9 4.8
Drug-Induced 11.2 10.3 1.2
Firearm Injury 6.1 9.2 3.6
Homicide 2.2* 6.8 2.8
Source: CA Dept of Public Health, County Health Status Profiles, 2008
*Unreliable, relative standard error greater than or equal to 23 percent

Sonoma County rates were significantly higher than CA for all cancers and stroke and significantly lower for coronary heart 
disease.



Percent families (with children < 18yrs) below federal 
poverty level, Sonoma County 2009
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27% of Adults (ages 19 - 64) in Sonoma County 
Are Uninsured or Underinsured

Medi-Cal: 
22,000 Uninsured: 

56,000

Insured 
through 

Employer: 
178,000

Insured 
Privately: 

36,000

Source:  2005 California Health 
Interview Survey



Sonoma County Hospital – Net Revenue 
& Expense by Payer

Hospital Revenue and Expense by Payor - 2005
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2020 Vision – 10 Goals

 Sonoma County youth graduate from high school

 Sonoma County families have the economic resources to 
make ends meet

 Sonoma County residents are connected to their 
communities and participate in community life



2020 Vision – 10 Goals
 Sonoma County residents eat healthy food

 Sonoma County residents are physically active

 Sonoma County residents do not abuse alcohol or 
prescription drugs and do not use tobacco or illicit drugs



2020 Vision – 10 Goals
 Sonoma County residents enjoy good mental health

 Sonoma County residents take steps to prevent injury

 Sonoma County residents have health care coverage

 Sonoma County residents are connected with a trusted 
source of prevention-focused primary care
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2020 Vision 
Target: 90%

Percent of Sonoma County 9th graders who graduate from 
high school 4 years later, 2004-2008.
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2020 Vision 
Target: 10%

Percent of Sonoma County adults who report being current 
smokers, 2001-2007.
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2020 Vision 
Target: 15%

Percent of Sonoma County adults who report being obese, 
2001-2007.



Percent of Sonoma County adults who report being obese, 
2001-2007.
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• Increase consumption of healthy food.

• Increase physical activity.

• Connect residents with trusted source of 
prevention-focused primary care      (a 
“medical home”).

Priorities for Action



Initial Health Action Projects

 Food System Alliance 
 iGROW 
 iWALK
 Countywide Safe Routes to School
 Patient-Centered Medical Home Learning 

Collaborative
 Healthy Students Initiative
 Worksite Wellness Initiative



Community 
Dashboard

Collaboration 
Centers

Evaluation 
& Tracking

Promising 
Practices

Based On Change Theory

Healthy Communities Network
Customizable Web-Based Information System



 Form working 
groups 

 Set local goals
 Manage 

achievement 
of objectives

 100-150
indicators

 Color coded
 Constantly 

updated

 1400+ in 
database

 Programs 
and policies

 Evaluation 
based

 HP 2020 
tracker

 Local priorities 
tracker

 Comparative 
and longitudinal 
evaluation

Collaboration 
Centers

Evaluation 
& Tracking

Community 
Dashboard

Promising 
Practices

A “Living” Community 
Needs Assessment, 
understand what is 
working and not working in 
the community/state, 
move from data gathering 
to informed action
 Strategic planning
 HC Reform, IRS 990 

Requirements 
(Schedule H, sections 
II and VI), SB 697, HC 
Reform

 PHAB assessments
 MAPP programs
 Link to GIS and data 

warehouse systems

Promotes public 
health and community 
development best 
practice sharing

Brings stakeholders 
together, develop local 
goals, drive community 
engagement, facilitate 
communication to form 
and manage working 
groups

Track progress to goals:
HP 2010/2020 goals
Locally defined goals

HCI CHNA System: Capabilities And Benefits





100+ Health and Quality of Life Indicators to
identify areas for community health improvement

Dashboard of Indicators



Obesity Indicator



Obesity Indicator Breakout Tables



Obesity Indicator Breakout Tables



Obesity Indicator Breakout TablesObesity Indicator Breakout Tables



A Promising Practice for ObesityA Promising Practice for Obesity



Healthy People 2020 TrackerHealthy People 2020 Tracker



Health Action TrackerHealth Action Tracker



Health Action



Health Action - iGROW



Health Action - iWALK



Who provides it? - NOCHC is offered via a partnership:

• NACo – The National Association of Counties provides centralized tools and information for 
counties nationally. NACo is partnered with NACCHO on the Network of Care for Healthy 
Communities.

• Trilogy Integrated Resources – Trilogy is the service provider for NACo via a nationally competitive 
bid.  Is the largest network of government sponsored local sites within health human / social 
services in the county.  For the Network of Care for Healthy Communities, Trilogy partners with the 
Healthy Communities Institute.

• Healthy Communities Institute – Provides Dashboards and Best Practices for community 
stakeholders, covering over 15 million lives in the U.S.



For Individuals and Families

• Service Directory
• Library
• Links
• Legislate
• Personal Health Records
• News
• Social Networking
• Getting Healthy – Health and 

wellness education center

• Health and Quality of Life Dashboards
• Promising Practices
• HP 2010 Tracker
• Community Health Guides
• County Health Rankings
• Ties to GIS maps
• Report Writer for Grant Writing and 

Regular Reporting

For Community Stakeholders

Tools and Content



The health of a community results from a combination of: 

Individuals involved in both of these areas require good 
information to make good decisions.

Community Health 
Principle Factors

 The work of policy makers and stakeholders which create the 
overall “top down” policy environment in which we live, and

 The opportunities for knowledge and empowerment of 
individuals who make “bottom up” personal health decisions in 
the community. 



Health Action 2020 Vision: 
Framework for Community Health

UC Cooperative Extension
Master Gardener Program

CANC/HEAL
Food

Retailers
School Garden

Network
Food

Banks
Community

Gardens
City and County Parks &

Recreation Depts.

Farm
Link

Healthy Students Initiative

Food System
Alliance

Worksite Wellness
Initiative

Safe Routes
to School

Easy Access to 
Healthy Food

Promoting
Physical Activity

Petaluma
Bounty

Patient-Centered 
Medical Home 

Learning Collaborative

School
Districts

Sonoma County 
Regional Parks

Healthy
By Design

Making Sure Everyone 

has a "Medical Home"

Primary Care
Capacity Study

Managed
Medi-Cal

Oral Health Clinics 
for Low-Income Kids

Enrollment Workers
at Health Centers

Expansion of 
Community Health Centers

Gleaning
Organizations





What do LHDs need in the way of data to 
accomplish our community health goals?

• Make health data more accessible to LHDs
and communities through platforms such as 
Healthy Sonoma and Network of Care for 
Healthy Communities



What do LHDs need in the way of data to 
accomplish our community health goals?

 Technical and financial support to take advantage 
of the tremendous opportunity of the inclusion of 
public health in Electronic Health Record 
Meaningful Use criteria

 To plan and develop LHD capacity for health 
information exchange between medical providers 
and local public health 

 To access critical current local population health 
data



Communities need access to local data  to 
assess, plan, communicate, motivate, track, 

align and sustain efforts to improve 
community health



www.sonomahealthaction.org


