EXECUTIVE SUMMARY

¥ Introduction

The 2006 Alameda County Health Status Report shows sustained improvements in the county popu-
lation for many health indicators over the past decade. This is good news. And yet while overall
health has improved, serious health inequities persist.

The mission of the Alameda County Public Health Department (ACPHD) is to work in partnership
with the community to ensure optimal health and well-being of all people. Improving health and
well-being calls for active participation from many. We believe that informed public health agen-
cies and their constituencies must be committed to a broad array of activities to change the social,
economic, and environmental conditions that will lead to the improved health and well-being of our
residents and the elimination of health inequities.

Health inequities are defined as “differences in health that are unnecessary, avoidable, unfair and
unjust.”’ Another definition describes health inequities as “material, social, gender, racial, income,
and other social and economic inequalities that are beyond the control of individuals and are there-
fore considered unfair and unjust.”* Health status and health inequities are shaped by a wide range of
factors in the social, economic, natural, built, and political environments.* Many studies have linked
race/ethnicity, income and education with health. Poor people and people of color are more likely to
be burdened by substandard housing, poor schools, pollution and public policy decisions that con-
tribute to health risks.*”

This report describes the health status of county residents by examining a wide range of social, demo-
graphic and health indicators including leading causes of death and chronic diseases, maternal and
child health, injury and violence, and communicable diseases. Data sources include birth, mortality,
hospitalization, cancer and communicable disease incidence, in addition to the census. All health
indicators are examined by gender, race/ethnicity, and age. Trends over time and the geographic
distribution of selected indicators are also examined. Current health status is compared to California
rates and to Healthy People 2010 national objectives® where possible. The report then describes the
Department’s current programs and future plans to improve community health.

Two tables detailing the status of Alameda County residents by each health indicator are presented at
the end of the executive summary. These are followed by written description of key findings. The first
table shows that the county as a whole has met the Healthy People 2010 objectives for three health
indicators—coronary heart disease mortality, motor vehicle crash mortality, and early prenatal care.
This is up from just one indicator three years ago. However, the majority of Healthy People 2010 ob-
jectives have not been met, either at the county level or at the level of individual race/ethnic or gender
groups. The second table summarizes trends from 1990 onward for each health indicator. It shows
trends for the county overall and for each race/ethnic group. It also shows, in general, whether health
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inequities are growing or diminishing.

¥ The Findings

Inequities in income and education level persist in Alameda County. Poverty has changed little since
1990. Approximately 14% of Alameda County children under 18 live in poverty. The income distri-
bution is becoming more skewed than in the past, with the rich having much more income than the
poor. While we know that safe, affordable housing is linked to good health, 31% of owner-occupied
households in Alameda County spend more than 30% of their income on housing, and 21% of renters
spent 50% or more of their income on rent. Crime rates are down since the mid-1990s. Most of the
projected growth in jobs will be in those that do not pay a living wage.

African Americans bear the burden of the greatest health inequities. Among Alameda County’s race/
ethnic groups, African Americans fair the poorest on most key measures of morbidity and mortal-
ity examined in this report. They have the highest rate of death from all causes, as well as the high-
est rates of both death and illness from coronary heart disease, stroke, lung cancer, prostate cancer,
asthma, motor vehicle crashes, and homicide/assault. African Americans also have the highest rates
of new AIDS cases, diabetes hospitalizations, and deaths from unintentional injury, all cancer, breast
cancer, and colorectal cancer. Infant mortality, low birth weight, and low childhood immunization
rates also take their greatest toll on African Americans.

Inequities exist for other race/ethnic groups as well. Native Hawaiian/Pacific Islanders have the high-
est rate of diabetes mortality and the lowest rate of early prenatal care. Latinas have the highest rate
of births to teenagers. Asian/Pacific Islanders have the highest rate of tuberculosis. Whites have the
highest rates of suicide, all-cancer, breast and colorectal cancer incidence, and hospitalization for
both self-inflicted and unintentional injury.

Gender inequities also exist in Alameda County. Males die at an earlier age and have significantly
higher rates of illness and death than do females for almost all the indicators examined, most notably
coronary heart disease, all cancer, lung cancer, colorectal cancer, childhood asthma and most forms
of injury. Females have higher rates of hospitalization due to suicide attempts, as well as higher rates
of chlamydia.

African Americans not only have the highest rates on most indicators, but for several of these, the size
of the gap has grown over the past decade. In other words, even though rates of morbidity and mor-
tality are improving, they are improving faster for other race/ethnic groups than for African Ameri-
cans. African American health inequities are growing for overall mortality and for mortality from
heart disease, stroke, all cancer, lung cancer, breast cancer, and new AIDS cases. Heart disease, cancer
and stroke are the leading causes of death. These diseases kill the largest numbers of people regardless
of race, and in Alameda County they kill greater proportions of African Americans than other race/
ethnic groups.

An inequity also exists for teen births; the Latina rate has not declined while those in other race/
ethnic groups have, leading to an increase in the gap between Latinas and the county overall. For
Whites, too, inequities in breast cancer incidence and self-inflicted injury hospitalization have grown.

Mortality and life expectancy have improved more for Whites than for African Americans. In the

Page vi County Health Status Report 2006



mid-1960s African Americans and Whites in Alameda County had roughly the same rates of death
from all causes. White death rates have declined more steeply than African American rates, and in
2000 the African American rate of death from all causes was 40% higher than Whites.

It is clear that wealthier people living in the Oakland Hills live longer than poorer people living in the
flatlands. It is also clear that the poorer the neighborhood in general, the higher the chances of dy-
ing; mortality increases with increasing neighborhood poverty level. This phenomenon is uniformly
true for African Americans and Whites for the health outcomes we examined but not always true for
Latinos or Asians.

Rates of all-cause mortality and coronary heart disease mortality among both African Americans
and Whites increase with each increase in poverty level. However, while African American rates are
highest at the lowest poverty level, at the highest poverty level White rates surpass African Ameri-
can rates. Latino mortality rates are constant across poverty levels, a phenomenon seen in state and
national data and often referred to as “the Latino paradox.” A similar pattern is seen for Asians, with
one exception; all-cause mortality among Asians increases at the highest poverty level. Patterns of
lung cancer incidence reflect a similar social gradient for the different race/ethnic groups except that
African American rates remain substantially higher than White rates at all poverty levels.

A clear social gradient is seen for every race/ethnic group when teen birth rates are examined; they
increase with every increase in neighborhood poverty level. Most notably, Latina rates jump two-
fold between the lowest and highest poverty levels, and White rates jump over ten-fold. The increase
among Whites between the two highest poverty levels alone was three-fold, suggesting that teenage
Whites living in the poorest neighborhoods are at particularly high risk of early pregnancy.

I What Do We Need To Do?

That the poor and people of color fair so much worse on a variety of health measures than those

who are White and not poor suggests that Alameda County has not done enough to address the root
causes of health inequities. While we continue to provide important services and interventions to
address health and disease, we need to do more to affect key policy issues around educational and
income inequities to improve health for the poor and people of color. In addition, we must employ
community capacity building efforts to support changing those broad health conditions beyond indi-
vidual behavior or control.

The Alameda County Public Health Department is currently working on several groundbreaking
strategies, including community capacity-building, collaboration across agencies, and neighborhood
demonstration projects. Community capacity-building involves viewing communities and residents
as potential resources for change, rather than as passive recipients of services. Residents possess many
skills and strengths that they can use to improve the quality of life in their neighborhoods."

In addition, the ACPHD is working internally, and with a variety of outside partners, to incorporate
additional community capacity building approaches in their work. Through innovation and sustained
active partnerships with residents, we can reduce the health and social inequities in Alameda County
and continue health improvements for all.
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¥ summary of Key Findings

Demographics

o The number of Whites has declined since 1970 and is predicted to continue declining. Latinos
and APIs will continue to increase.

«  While 11% of all persons in Alameda County lived in poverty in 1999, 21.2% of African Ameri-
cans lived in poverty. Only 5.9% of Whites lived in poverty.

o In the county, 82.4% of all persons 25 years and over had a high school degree or equivalent. The
figure decreases to only 55.9% for Latinos.

Health Inequities

o While mortality rates overall have declined in the past 40 years, the inequity in mortality between
Whites and African Americans has grown larger.

o In the early 1960s, African Americans in Alameda County had a mortality rate similar to Whites.
By 2000, the African American rate was 42% higher than the White rate.

» Except for Latinos, the mortality rate for each race/ethnicity increases with neighborhood poverty
level.

o In the lowest poverty neighborhoods, African Americans have a far higher mortality rate than
other groups. In the highest poverty neighborhoods, Whites are the highest.

Death From All Causes

« About 9,600 residents die each year in Alameda County. Nearly 60% of these die from three
causes: heart disease, cancer, and stroke. These three leading causes of death were the same for
both males and females.

o Heart disease, cancer, and stroke are the three leading causes of death for all race/ethnic groups
except American Indians and Asians. For American Indians, the leading causes of death are can-
cer, heart disease, liver cirrhosis, diabetes, and chronic lower respiratory diseases. For Asians, they
are cancer, heart disease, and stroke.

o Unintentional injury is the leading cause of death among young people 1-14 years of age and
among adults 25-44 years of age. Among 15-24 year-olds, homicide is the leading cause of death
followed by unintentional injury.

o Cancer is the leading cause of death among 45-64 year-olds and accounts for over one-third of all
deaths. Among those over age 65 the leading cause of death is heart disease, which accounts for
31% of all deaths.

o The leading causes of premature death include cancer, heart disease, unintentional injuries and
homicide.

o Life expectancy in Alameda County continues to increase, by about four years during the past
decade alone. The improvement in life expectancy at birth was seen in every race/ethnic group:
4.2 years for Asian/Pacific Islanders, 3.3 years for Whites, 3.1 years for African Americans, and 3.0
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years for Latinos.

Coronary Heart Disease

Alameda County, as well as its neighboring counties, has met the HP2010 national objective of
166 or fewer CHD deaths per 100,000 people.

Both African American males and females experienced higher coronary heart disease (CHD)
mortality than any other race/ethnic group. Among African Americans, both male and female
rates were more than twice the corresponding rates for Asians and Latinos.

Rates of death from CHD have declined significantly during the last decade for every race/ethnic
group except Latinos. Declines were greatest among Whites and APIs.

Disparities in rates between African Americans and other race/ethnic groups have increased over
the past decade. In 1990-91 the African American rate was 16% higher than the county rate; in
2002-03 it was 50% higher.

Stroke

African American males experienced about 70-90% higher stroke mortality than any other race/
ethnic group.

Neither males nor females of any race/ethnic group has met the HP2010 objective; however, rates
for Asian and Latino females were close to approaching the HP2010 objective of no more than 48
deaths per 100,000 people.

Stroke mortality has declined over the past decade, mostly due to declines among Whites and
APIs. The rates for African Americans have been consistently higher than any other race/ethnic
group throughout the past decade.

Disparities in rates between African Americans and other race/ethnic groups have increased

over the decade. In 1990-91 the African American rate was 27% higher than the county rate; in
2002-03 it was 58% higher. Relative to Latinos, the gap increased from 57% in 1990-91 to 100% in
2002-03.

Diabetes

For both males and females, the highest diabetes death rate was observed among African Ameri-
cans, followed by Latinos. Although the rates for Asian males and females were lower than those
for any other race/ethnic groups, the male death rate among Asians was 60% higher than the
female rate. No gender difference in diabetes mortality was observed for Latinos.

Mortality rate from diabetes increased sharply until 1996. The mortality rate from diabetes among
African Americans has been consistently higher than any other race/ethnic group throughout

the decade. The disparity in rates between African Americans and other race/ethnic group except
Latinos has remained steady. Due to increasing rates, Latinos are the only group to be closing the
gap with African Americans.

Asthma

Asthma hospitalization rates in Alameda County exceed California rates as well as the HP2010
national objectives in all three age groups, most notably among children under five years of age.

County Health Status Report 2006 Page xiii



The rate for the under five group is 2.7 times the HP2010 objective and the rate for those over age
65 is 2 times the objective.

Rates were very high among African American males under five years of age: five times higher
than for APIs and three to four times higher than for Whites and Latinos. A similar pattern was
observed for females.

Over the decade the African American rate has been consistently 2.2 to 2.5 times the county rate.

Children under five years of age, especially boys, are vulnerable to asthma attacks serious enough
to warrant hospitalization.

All Cancer

The highest rate of cancer mortality was seen among African American males, followed by White
males.

Asians of both genders, Latinas, and Pacific Islander males were the only race/ethnic groups that
met the HP2010 objective of no more than 159.9 cancer deaths per 100,000.

Mortality from all cancers has declined significantly during the last decade for every race/ethnic
group. African American cancer mortality has been consistently higher than that for any other
race/ethnic group throughout the decade. The disparity in rates between African Americans and
the county widened during this time from 30% in 1990-91 to 49% in 2002-03.

The incidence of new cancer cases was higher among males than females in all race/ethnic
groups. Males were also more likely to die of cancer than females in all race/ethnic groups with
the exception of Pacific Islanders.

There was a significant decline in cancer incidence and mortality in the past decade. The decline
in incidence was the greatest among African Americans and APIs, and decline in mortality was
the steepest among APIs.

Lung Cancer

Males had substantially higher lung cancer incidence and mortality than females in all race/ethnic
groups. African Americans were two to three times more likely to die of lung cancer than Asians
or Latinos.

Asians and Latinos of both genders were the only race/ethnic groups that met the HP2010 objec-
tive of 44.9 or fewer lung cancer deaths per 100,000.

Both incidence of new cases and mortality from lung cancer declined significantly in the last de-
cade for the population as a whole.

Mortality declined significantly among Whites and incidence declined significantly among Lati-
nos and APIs in the past decade.

African Americans consistently had higher incidence and mortality than the county and the race/
ethnic inequity in lung cancer mortality widened over time.
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Colorectal Cancer

Colorectal cancer death rates among African Americans, both males and females, were higher
than any other race/ethnic group. Asian females and Latinas were the only groups that met the
HP2010 objective of no more than 13.9 colorectal cancer deaths per 100,000 people.

There was a significant decline in colorectal cancer incidence and mortality in the county over the
last decade. African Americans and Whites had the steepest declines in incidence.

African Americans had consistently higher mortality than the county. There was a narrowing of
race/ethnic disparities in colorectal cancer incidence.

Breast Cancer

Breast cancer mortality among African Americans was higher than other race/ethnic groups,
about three times that of Asians and two times that of Latinas. Asians and Latinas were the only
groups that met the HP2010 objective of no more than 22.3 breast cancer deaths per 100,000
women.

Breast cancer mortality declined significantly in the past decade, overall, and among Whites and
APIs. An increasing proportion of women are diagnosed at early stages of the disease.

The African American breast cancer mortality rate was 53% higher than the county rate in 2002-
03, up from 11% in 1990-91. The rate of new breast cancer cases in Alameda County changed
very little between 1990 and 2002. However, the rate among White women increased significantly
by about 1% per year.

While White women consistently had the highest rates of new breast cancer cases in the county,
African American women had higher rates of death from breast cancer. The disparity in breast
cancer incidence between White women and the county increased over the decade.

Prostate Cancer

Prostate cancer mortality among African Americans was higher than other race/ethnic groups,
about six times that of Asians, three times that of Latinos, and two times that of Whites. Asians
and Latinos were the only groups that met the HP2010 objective of no more than 28.8 prostate
cancer deaths per 100,000 men.

Prostate cancer mortality in Alameda County declined significantly over the past decade, most
notably for Whites and APIs.

Prostate cancer incidence decreased steadily among African American men in the past decade.
Over this time, an increasing proportion of men were diagnosed at an early stage of disease.

Unintentional Injury

Male unintentional injury death rates were about two to three times higher than those for females
in every race/ethnic group.

The rate for African American males was almost three times the rate of Asians and more than 1.5
times the rates of Latinos and Whites.

Over the past decade, unintentional injury deaths in Alameda County have declined. Hospitaliza-
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tions for unintentional injury have declined among every race/ethnic group except Latinos.

Motor Vehicle Crashes

Deaths due to motor vehicle crashes were highest among males, especially, teens, young adults,
and 65 and older age groups.

African American motor vehicle crash death rates have been higher than any other race/ethnic
group throughout the past decade. The gap between African Americans and the county as a whole
increased from 20% in 1990-91 to 69% in 1998-99. Recent trends suggest the gap may be closing.

Homicide

For both African American men and women, homicide rates were significantly higher than
any other race/ethnic group. The male rate for African Americans was more than twenty times
the rates for Asians and Whites, and eight times the rate of Latinos. The female rate for African
Americans was five to eight times the rates for Asians and Whites.

Rates were highest among teen and young adult males, approximately six times higher than
among females of the same ages.

Homicide rates declined for every race/ethnic group in Alameda County until 2000 when they
began to climb again among African Americans and Latinos.

Suicide

The highest suicide rates were among the oldest males, especially among White males.
Over the past decade, the White suicide rate has been 30%-50% higher than the county rate.

The county suicide rate declined over the past decade, largely due to a decline among Whites.
However, increases were seen for all but APIs in the most recent 2002-2003 period.

Rates of self-inflicted injury hospitalization declined over the past decade for every race/ethnic
group except Whites, who showed a slight increase.

Injury Deaths by Mechanism and Intent

More than half of injury deaths from 2001 to 2003 were unintentional (57.2%); 21.2% were from
homicide and 19.6% from suicide.

The five leading mechanisms of injury death accounted for 81% of all injury deaths in Alameda
County: Firearm (25.1%), transport-related (19.7%), poisoning (19.4%), falls (10.4%), and suffo-
cation (7.7%).

Live Births

The birth rate has decreased from 18.3 per 1000 people in 1990 to 14.4 in 2003.

Native Hawaiians/Other Pacific Islanders (NHOPI) had the highest birth rate (22.4 per 1,000
people) followed closely by Latinos (21.1).

In 2003, over half (52%) of the births were to foreign-born mothers. Ninety percent of Asian
mothers were foreign born, 71% of Latina mothers, 57% of NHOPI mothers, 18% of White moth-
ers and 9% of African American mothers.
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Infant Mortality
o The infant mortality rate has declined over the last decade in Alameda County as it has in Califor-
nia.

 The infant mortality rate among African Americans remains two to three times higher than
among other race/ethnic groups and the county as a whole.

Low Birth Weight

o During the last decade, the percentage of low birth weight babies in Alameda County has re-
mained approximately 7%, higher than the HP2010 objective of 5% of less

o African Americans in Alameda County had the highest rate of LBW (12.4%), almost two times
the county average.

Prenatal Care

o During the past decade, the percentage of women seeking early prenatal care has increased

among every race/ethnic group in Alameda County.

« Ninety-one percent of pregnant women in Alameda County began prenatal care during their first
trimester of pregnancy meeting the HP2010 objective of at least 90%.

« NHOPIs still have notably low rates of early prenatal care (77%).

Teenage births

o The teen birth rate in Alameda County was 31 per 1,000 females aged 15-19 years. This rate was
higher than those in neighboring counties but substantially lower than California’s rate of 41.1.

o The teen birth rate in Alameda County has declined steadily since 1990. The decline among Afri-
can Americans has been dramatic, while for Latinas it was minimal.

 The current Latina teen birth rate is eight times higher than the Asian rate and five times higher
than rates among Whites.

Childhood Immunization
o Seventy three percent of Alameda County children were fully up-to-date on their immunizations

by two years of age which is well below the HP2010 objective of at least 90%.

o The percentage of fully immunized children varied across racial/ethnic groups. While only 60% of
African American children were immunized, almost 80% of Asian children were.

Dental Health

« Overall, 69% of Alameda County third graders have had dental disease, either treated or untreat-
ed. This figure is 64% higher than the HP2010 objective of 42% or lower.

o Only 34% of third graders had dental sealants on at least one molar while the HP2010 objective is
50% or more.

o Asschool poverty level goes up so does the proportion of children with untreated tooth decay.
Conversely, the proportion of Alameda County third graders with protective dental sealants de-
creases as school poverty level increases.
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Tuberculosis

o Although TB cases and case rates have decreased over the past five years in Alameda County, with
an average annual rate of 12.4 per 100,000 population for 2002-2004, the rate is 1.5 times greater
than the state rate.

o 77% of TB cases occurred among persons born outside of the U.S., particularly from countries
with higher rates of TB. Persons of Asian/Pacific Islander descent made up the majority of for-
eign-born cases, while African Americans comprise the greatest portion of cases born in the U.S.

HIV/AIDS

o Alameda County’s AIDS case rate of 13.0 per 100,000 exceeds the state rate and is second highest
in the Bay Area, following San Francisco.

o AIDS cases, case rates, and deaths have declined for all racial/ethnic groups. However, African
Americans of both genders continue to have rates several times greater than other race/ethnic
groups.

o Although men-who-have-sex-with-men (MSM) continues to be the predominant exposure mode,
cases attributed to heterosexual exposure have increased substantially over the past decade.

Sexually Transmitted Diseases

o Chlamydia and Gonorrhea rates in Alameda County were higher than the state and other Bay
Area counties, with the exception of San Francisco.

o Chlamydia cases and case rates were greater for females than males for all race/ethnic groups.

« Gonorrhea rates overall were the same for males and females; however, the rate among females
aged 15-19 years was nearly three times the male rate.

] Overview of Report

The Alameda County Health Status Report 2006 presents the health status of the residents of
Alameda County. It includes six chapters:

1. Demographic and Social Profile

2. Health Inequities

3. Death from All Causes

4. Chronic Disease

5. Injury

6. Maternal, Child, and Adolescent Health

7. Communicable Disease
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Each section contains several health indicators. For each indicator, we address:
What is it? Indicator definition
Why is it important? A brief background
What is Alameda County’s status? ~ Health data
What are we doing? Program activities

What else do we need to do? Recommendations for future action

¥ Using the Report

Age-adjusted rates are used to report data on death and illness from chronic disease and injury.
Crude, or unadjusted, rates are used to report communicable diseases. For reporting maternal and
child health indicators, age-specific rates, as well as rates based on number of live births, are used.

Most sections open with a bar chart showing the Alameda County rate compared to rates in neigh-
boring counties and the state, in addition to a Healthy People 2010 objective where one exists."' For
the most part, rates for neighboring counties and the state are taken from the California Depart-
ment of Health Services publication, County Health Status Profiles, 2005."> Where our own Alameda
County rates differ from those published in the state report (due to small differences in counts and
choice of population denominator) we report the rate we have calculated in order to maintain consis-
tency with the remainder of the report. Any differences between the Alameda County rates published
here and those published by the State are very small and do not affect the conclusions drawn from the
data.

Mortality trends presented in this report reflect cause of death based on the ICD-9 classification
system from 1990 to 1998 and based on ICD-10 from 1999 to 2003. The change in coding cause of
death has meant that trends for pre-1999 data are not directly comparable to those for post-1999 data.
However, for the major causes of death covered in this report, data from the two periods, pre- and
post-1999, are reasonably comparable (that is, within one or two percent)."?

Throughout the report, the term Latino is used to describe people of Hispanic or Latino origin. In the
classification of race/ethnicity, Hispanic origin was determined first, regardless of race, and the race
categories for remaining non-Hispanics were determined second. Also in this report, the term Amer-
ican Indian is used inclusively to refer to Native Americans and Alaska Natives and the term African
American is used to refer to those who are black or African American.

Finally, birth and death figures showing a three-year average rate for the period 2001-2003 present
Asians and Native Hawaiians/other Pacific Islanders (abbreviated as NHOPI or Paclsl in this report)
separately. For many health indicators, NHOPI figures are not shown due to small numbers. Figures
showing trends, 1990-2003, in this report group Asians with NHOPI. This combined group is shown
as API, for Asian/Pacific Islander. The combined group is shown in order to be consistent with racial
classifications used prior to Census 2000 when NHOPI was first offered as a separate racial group.
Other data sources, such as hospitalization, cancer incidence, and communicable diseases present the
combined API group in all figures.
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Included at the end of the report are two appendices, the Technical Appendix and the Tabular Ap-
pendix. The Technical Appendix documents data sources, limitations, definitions, and some statistical
terms and methods. The Tabular Appendix includes a set of tables for most of the data shown graphi-
cally in the report. The tables include counts (as a three-year total number of events), three-year aver-
age rates, and 95% confidence intervals. Tables showing annual counts and rates are also presented for
1990 to 2003 for most indicators. Tables are not included for State-level data or for Census data.
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