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Californians’ Health

There are four major determinants of the public’s health: 
health behaviors/lifestyles, human biology and genetics, the 
physical and social environment, and medical care.1 However, 
the public resources devoted to improving the public’s health 
have been directed inversely to the relative contribution of 
these determinants. California devotes approximately 97.6% of 
state health expenditures to medical care, which determines 
only 10% of health status. In contrast, California spends 2.4% 
on public health programs that address health behaviors and 
environmental factors, which together contribute to 60% of 
health status. California ranks 40th out of 50 states in its per 
capita public health expenditures, spending only $21 per capita, 
less than half of the national average of $59 per capita.2

Despite ranking low in public health spending, California’s popu-
lation, on average, is among the healthiest in the nation, with 
lower age-adjusted mortality rates, infant mortality rates, and 
rates of adult smoking compared to the rest of the nation.3 
However, all Californians do not share this state of good health. 

California presently faces four major public health challenges: 
1. �Reducing the health disparities among its diverse populations;
2. �Adopting healthier behaviors to prevent chronic disease and 

related deaths;
3. �Increasing access to effective preventive care; and
4. �Preparing for potential natural and man-made disasters. 

Reducing Health Disparities

California has one of the most diverse populations in the U.S., 
which presents challenges for delivering culturally and linguisti-
cally appropriate health services and programs. The difference in 
underlying health status varies tremendously by subpopulation 
groups. Overall, Latinos, American Indians (AI)/Alaskan Natives 
(AN) and African Americans report the highest rates of fair/poor 
health.4 The prevalence of chronic conditions varies significantly 
across different racial and ethnic groups. Rates of cancer are high-
est among Whites and lowest among Latinos, Asians, and African 
Americans. Rates of asthma are significantly higher among AI/AN, 
African Americans, and Whites compared to the state as a whole 
and are significantly lower among Latinos and Asians. Finally, 
African Americans report higher rates of diabetes compared to 
the state average, while Whites report the lowest rates.5 

Improving Health Behaviors

Approximately one-third of all deaths in the U.S. are caused 
by three specific health behaviors: smoking, exercise and diet.6 
Smoking increases the risk of heart disease, cancer, respiratory 
diseases, influenza and pneumonia. A poor diet and inactivity 
lead to obesity and are associated with increased risks of heart 
disease, cancer, stroke, diabetes, and unintentional injury.

Tobacco Approximately 43,000 Californians die annually 
due to tobacco-related disease.7 Tobacco-use is responsible 
for 87% of lung cancers and contributes to coronary heart 
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disease, chronic lung disease, and stroke. Smoking rates among 
adults declined from 20% to 15% between 1990 and 2004.8 
While California has the second lowest smoking rate in the 
nation, tobacco-use is responsible for about $9 billion of direct 
medical expenditures annually, plus another $7 billion in lost 
productivity.9 Smoking rates vary by race and ethnicity with 
AI/AN (30%) reporting the highest rates, followed by African 
Americans (22%) and Whites (18%). Smoking rates are lowest 
among Latinos (14%) and Asians (14%).10 

Diet, Physical Activity and Obesity Sedentary life-
styles and poor diets have contributed to an epidemic of 
overweight and obesity in both California children and adults. 
In 2002, more than half of the adult population in California 
was either overweight (BMI 25-29.9) or obese (BMI 30+).11 
California has experienced one of the fastest rates of increase 
in adult obesity in the U.S. with rates of overweight and obe-
sity in the adult population increasing between 1992 and 2003 
from approximately 46% (34% overweight, 12% obese) to 
56% (35% overweight, 20% obese).12 This trend is even more 
alarming among children, where the percentage of children 
who are overweight has more than doubled in the past 30 
years.13 Almost one-third of California children are considered 
overweight.14 It is estimated that in 2005 physical inactivity, 
obesity, and overweight cost California $28 billion dollars in 

both direct medical costs and indirect lost productivity and 
workers compensation costs.15

Rates of physical inactivity vary greatly across racial/ethnic 
groups in California. The groups reporting the highest rates of 
physical inactivity are Latinos (43%), Asians (34%) and African 
Americans (32%). The groups most likely to report being over-
weight are Latinos (39%) and AI/AN (38%). Rates of obesity 
are highest among African Americans (30%), Latinos (27%) and 
AI/AN (26%).16 

Increasing Access To Preventive Care

Clinical preventive services have been firmly established as 
being effective over the past 30 to 40 years.17 Many preventive 
services—vaccines, early detection screening and behavioral 
counseling programs—are among the most effective and 
cost effective services health care professionals can provide.18 
However, provision and use of preventive care falls short, not 
only for the uninsured and for certain racial and ethnic groups, 
but even among those who have insurance. 

In 2003, an estimated 6.6 million Californians were uninsured.19 
Compared to persons with health insurance, persons who are 
uninsured are more likely to report having no regular source 
of health care (36% vs. 9%) and not receiving recommended 
preventive care. For example, compared to women with health 
insurance, uninsured women in California are less likely to have 
had a mammogram in the last two years (38% vs. 64%), and to 
have had a Pap smear in the last three years (76% vs. 84%).20 

Access and utilization of preventive care in California varies by 
race and ethnicity. For example, 83% of women in California 
report having had a Pap test in the last three years, compared 
to only 74% of Asians. African Americans (87%) report the 
highest rates of Pap tests. The average rate of having a mam-
mogram in the last two years is 61%; however, the rate is 
significantly lower for Latinos (48%), AI/AN (58%), and Asians 
(58%), and is highest among Whites (66%).21

Many major, preventable chronic diseases such as cardiovascu-
lar disease, cancer, and diabetes affect millions of Californians, 
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cause major limitations in activity, and account for 70% of all 
deaths.22 The medical costs attributable to chronic diseases 
account for more than 75% of total health care costs.23 While 
modification of health behaviors and greater access to preven-
tive care will contribute to reducing the rates of these chronic 
diseases in the future, there is much that needs to be done for 
persons living with these conditions to prevent many of the 
complications associated with these diseases. 

Nearly half the time, persons with chronic conditions are not 
receiving recommended care to manage their disease.24 As a 
result of a large and growing body of medical evidence-based 
scientific research on the effectiveness of specific services for 
managing chronic disease, clinical practice guidelines have been 
developed to help health care professionals prevent, diagnose 
and manage specific conditions. Use of evidence-based guide-
lines has been shown to increase provision of appropriate 
care.25 However, a national survey of physician organizations 
(medical groups and IPAs) found that California physician groups 
use evidenced-based practices less than half of the time.26

Preparing for Disasters

Californians rely on a strong public health system to meet 
emergencies including natural disasters, emerging infectious 
diseases or an act of bioterrorism. Systems for rapid response 
and facilitating communications are essential to responding to 
disasters in an effective and equitable way. In the aftermath of 
Hurricane Katrina, it became clear that low-income and elderly 
populations are particularly vulnerable to the ravages of natu-
ral disaster and special plans are needed to ensure their safety.

Natural Disasters

California experiences more natural and man-made disasters 
than any region of the country. Since 1989, every county in 
California has filed at least one declared disaster due to an 
earthquake, storm, flood, winter freeze or fire.27 The Governor’s 
Office of Emergency Services (OES) administers California’s 
Earthquake Program including earthquake preparedness plan-
ning, emergency response and disaster recovery.28 

Resources for Policymakers

Given the breadth of macro health trends, California poli-
cymakers may visit the following resources for evidence-
based specific recommendations:

• �For health behaviors/underlying causes of death (e.g., 
tobacco use) and chronic diseases (e.g., obesity) policy, 
see the Centers for Disease Control and Prevention 
(CDC) Guide to Community Preventive Services (www.
thecommunityguide.org);

• �To increase access to preventive care (e.g., ideal smok-
ing cessation benefits for Medi-Cal, CalPERS, etc.), visit 
the U.S. Preventive Services Task Force Guide to Clinical 
Preventive Services (www.ahrq.gov). 

• �To determine the effectiveness of interventions to 
reduce disparities, consult Strategies for Improving Minority 
HealthCare Quality (Evidence Report/Technology 
Assessment Number 90, www.ahrq.gov). 

For information related to preparedness and emergency 
responses for state and local government (not necessar-
ily evidence-based) visit the Centers for Public Health 
Preparedness at the CDC (www.cdc.gov).

Emerging Infections

In the last year, a new avian influenza virus subtype has caused 
infections in more than 130 people in Asia. The virus appears 
to have a 50% mortality rate.29 However, as of January 2006 
the people who have contracted the virus got it through con-
tact with infected birds and no human-to-human transition has 
yet occurred. However, if and when the virus is able to spread 
from one human being to another, the risk of an international 
pandemic increases. The California Department of Health 
Services developed Influenza Pandemic response plans in 2001 
and 2006. President Bush has requested $7.1 billion in federal 
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Bioterrorism

Since the terrorist attacks in Washington, New York and 
Pennsylvania, the nation has been on alert for the possibility 
of additional attacks, including use of weaponized biological 
agents. The Division of Communicable Disease at the California 

Department of Health Services has developed a California 
Bioterrorism Surveillance and Epidemiological Response Plan.30 
Additional plans to be developed include those addressing the 
role of the laboratories in detecting and responding to bioter-
rorism, and the health and medical response communication. 
While the state received $286 million from the CDC in bioter-
rorism preparedness grants, between 2000 and 2004, the state 
spent less than half of these funds.

 

While there is considerable evidence demonstrating the 
effectiveness of specific public health strategies for reduc-
ing disease, disability and premature death, much of the 
policymaking and program planning in public health has 
not been built on this large evidence base. Moreover, many 
people who would benefit from public health and preven-
tive interventions do not receive them. The gap between 
what is recommended and what is received is particularly 
great among certain population subgroups. In addition, pub-
lic health programs are often not held accountable for the 
outcomes they achieve. 

Evidence-based public health is “the process of integrating 
science-based interventions with community preferences to 
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improve the health of populations.”31 All of the areas of pub-
lic health discussed in this brief would benefit greatly from 
increased accountability for achieving health outcomes. All 
public health programs in the state could be evaluated with 
regards to:32

1. The quality of the science base for the intervention; 
2. The involvement of the community; and 
3. The effect on the desired public health outcome.

In addition, programs must be designed and implemented 
in a way that reaches those population subgroups with the 
least access and the greatest needs in a way that is both cul-
turally and linguistically appropriate.


