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Methods

Race and Ethnicity

Th is report restricts descriptions of race and ethnicity to short words and phrases. It is recognized 
that individual preference varies and that classifi cation is not trivial. Considering the report’s many 
text references, tables, and fi gures that make comparisons between races, readability and space re-
quire consistent and abbreviated usage. Th us, the report refers to African American, rather than Black 
or African. In tables and fi gures, African American is usually shortened to AfrAmer. Other standard 
terms are White; American Indian (sometimes shortened to AmerInd); Pacifi c Islander (sometimes 
shortened to PacIsl and sometimes referred to as Native Hawaiian or Other Pacifi c Islander); and 
Asian (sometimes combined with Pacifi c Islanders and shortened to API). Latino includes all those of 
Spanish- and Portuguese-speaking descent in the Americas, including people from Spain. Hispanic 
or Latino is considered by most data collectors such as the Census Bureau to be an ethnicity rather 
than a race. Th us, a Latino may be White or Asian or Black, but here all those persons are reported 
as Latino. Some data systems are allowing people to choose multiple races or simply a Multirace or 
Other category, so the report uses those designations when needed. Finally, race is oft en unreported, 
mis-reported, or unclassifi able in many data systems; the report oft en includes these for complete-
ness, labeled as appropriate for the circumstance.

Rate Calculations

Age-adjustment All age-adjusted rates in this report are adjusted by the direct method to the 2000 
U.S. Standard Population. In general, the number of deaths for specifi c causes of mortality in a com-
munity is aff ected by the size and age composition of the population. Because the risk of dying is 
primarily a function of age, simply calculating a crude rate for vital events such as death (number of 
deaths/population) can lead to misleading conclusions when comparing diff erent subpopulations. 
Th is is because populations with a large component of elderly people tend to have a high death rate 
simply because the risk of dying is determined mostly by age. In order to nullify the eff ect of diff er-
ences in the age composition of populations, disease rates can be age-adjusted. Age-adjusting meth-
odology involves fi rst calculating rates for each age category to determine age-specifi c rates. Each 
age-specifi c rate is multiplied by the proportion of the age category in a standard population. Th e sum 
of these weighted age-specifi c rates in a community is the age-adjusted rate for that community. Age-
adjusted disease rates form a better basis for unbiased comparison across populations. 

Variability of rates All vital statistics, including death rates, are subject to random variation. Th is 
variation is inversely related to the number of events (e.g. deaths) used to calculate the rate. Th e 
smaller the number of events, the greater the likelihood of random variation. In order to protect 
against providing misleading information based on statistically unreliable rates, the National Center 
for Health Statistics (NCHS) recommends presenting only rates based on 20 or more events.1 For this 
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report, this standard has been relaxed to a requisite ten or more events for rates, a standard recently 
adopted by the Family Health Outcomes Project of the University of California, San Francisco.2

Confi dence interval A good measure of the reliability of a rate is the confi dence interval (CI) 
around the rate estimate. A confi dence interval defi nes the range of rates that would be determined 
by repeated sampling of the same phenomenon. By statistical convention, a 95% confi dence interval 
is considered a useful measure of the range of accuracy of an estimate. Th is means that with repeated 
sampling, one would obtain a rate within the confi dence interval 95% of the time. Th ese calculations 
normally use the binomial distribution. Based on recommendations of the National Center for Health 
Statistics (NCHS) regarding the calculation of rates and confi dence intervals, the standard error of 
any rate based on fewer than 100 events is based on the Poisson distribution.1 Th e Poisson distribu-
tion is similar to the binomial distribution but is characterized by very small numbers of events oc-
curring in a large number of trials.3

Area-based Socioeconomic Measures and Health Inequities

One way of looking at health inequities is by analyzing data according to socioeconomic status. Most 
datasets, however, do not carry these types of data. Absent appropriate data in the datasets them-
selves, socioeconomic status is best represented by poverty level according to census tracts. Nancy 
Krieger et al have shown in the Public Health Disparities Geocoding Project that the census tract is 
the best unit of analysis. Th ey have also shown that the poverty level captures as much diff erence as 
more complex measures. Th is representation of economic status also takes into account neighbor-
hood-level factors. Th e poverty rate is the rate for a tract, a proxy for neighborhood.

Years of Potential Life Lost

Years of potential life lost is calculated based on YPLL-75, the number of years of life lost due to death 
before age 75. Th is method is used because average life expectancy in the United States is over 75 
years. Years of potential life lost is derived by summing years of life lost over all age groups. 

Life Expectancy

Life expectancy at birth is calculated using abridged life tables by 10-year age intervals. Th e abridged 
method is used because 1) it is a short cut method, and 2) preparing a complete life table would not 
be suitable because data are sparsely distributed by single years of age. 

Tests for Trends

To test for signifi cance of trends, Joinpoint Regression Program for Windows (v3.0) soft ware was 
used.12 Soft ware is available through the National Cancer Institute. Method uses regression tech-
niques to fi t model with one or more line segments on a logarithmic scale. Statistics obtained from 
the models were average annual percent change (APC), and 95% confi dence interval around APC, 
in rates associated with each line segment. Joinpoints (the years at which the slope of a line segment 
changes) are also provided.

Data Sources

Demographic and socioeconomic U.S. Bureau of the Census, 1950-2000 Census; California Depart-
ment of Education, Dataquest and Ed-Data; California Department of Finance; California Health In-
terview Survey; California Employment Development Department; National Economic Development 
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and Law Center; National Association of Homebuilders; California Department of Justice.

Population estimates Th e population estimate for Alameda County is from Census 2000 and Cali-
fornia Department of Finance (DOF) estimates. Since most data are for 2001 to 2003, they have a 
midpoint of July 1, 2002. Age, sex, and race distributions are from Census 2000 (assuming that little 
had changed since the Census of April 1, 2000), but the total population is adjusted using the DOF 
benchmarks. For the years prior to 2000, the age and sex distributions are assumed to change linearly 
from Census 1990 to Census 2000, with the total number of persons taken from DOF estimates.4,5

Births Alameda County Public Health Department Vital Statistics Files obtained from the Alameda 
County Department of Public Health Automated Vital Statistics System (AVSS).

Deaths Alameda County Public Health Department Vital Statistics Files obtained from the 
Alameda County Department of Public Health Automated Vital Statistics System (AVSS) and the 
State of California Statistical Master Death fi le. 

Hospital discharge Hospital inpatient discharge data collected by the California Offi  ce of Statewide 
Health Planning and Development (OSHPD). 

Cancer incidence  California Cancer Registry (CCR) data provided by the Northern California Can-
cer Center (NCCC) is the source of data on new cases of cancer. Th is data source has reports of cases 
diagnosed by site, as well as a range of clinical characteristics such as extent of disease and stage.

Tuberculosis Alameda County Department of Public Health Tuberculosis Information Management 
System (TIMS).

HIV/AIDS Alameda County Department of Public Health HIV/AIDS Reporting System (HARS).

STDs Alameda County STD surveillance system.

Limitations of Data and Other Data Issues

Hospital discharge data Because persons with multiple hospitalizations during the year can be 
counted more than once, hospital discharge data produces the estimates for discharges, not persons. 
Changes in rates of hospitalization may be changes in hospital admission practices or the diagnostic 
coding of illnesses, or refl ective of true changes in the patterns of disease. Th e data capture those ill-
nesses or injuries serious enough to get people admitted to the hospital and are not the prevalence of 
a given disease or condition in the population since many who have the illness are not hospitalized. 
Race and ethnicity data are missing for many cases due to the omission of a race fi eld on many hos-
pital discharge forms. Consequently, race is not recorded in about 18% of records.6 Th ere are a large 
number of cases of ‘unknown’ and ‘other’ race which are not included in rate calculations, resulting in 
an overestimation of rates for some racial groups and an underestimation for others. 

Births Information on the newborn is taken from the birth certifi cate. Th e race/ethnicity on the 
birth certifi cate is reported by self-identifi cation according to the race and ethnicity of the mother.

Deaths Th e race and ethnicity of the decedent is from the death certifi cate as reported by family 
members to the funeral director. However, birth and census population data use the self-reported 
race of the respondent. Because of the combined eff ect of numerator and denominator biases, it has 
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been estimated that death rates are overestimated by about 1% among Whites and 5% among African 
Americans. Th ey are underestimated by approximately 21% for American Indian or Alaska Natives, 
11% for Asian and Pacifi c Islanders, and 2% for Latinos.7

Change of International Classifi cation of Disease Mortality data for specifi c causes of death in this 
report are classifi ed and coded according to the World Health Organization’s (WHO) tenth revi-
sion of the International Classifi cation of Diseases (ICD-10) implemented in the United States in 
1999.8 However, the mortality trend data for 1990 to 1998, and hospital discharge data are based on 
the ninth revision of the International Classifi cation of Diseases (ICD-9). Since the beginning of the 
century, the International Classifi cation of Disease for mortality has been modifi ed about once every 
10 years, except for the 20-year interval between the last two revisions. ICD-10 diff ers from ICD-9 
in many respects: 1) ICD-10 is far more detailed than ICD-9, about 8,000 categories compared with 
4,000 categories, mainly to provide more clinical detail for morbidity applications; 2) ICD-10 uses 4-
digit alphanumeric codes compared with 4-digit numeric codes in ICD-9; 3) three additional chap-
ters have been added, some chapters rearranged, cause of death titles have been changed, and condi-
tions have been regrouped; 4) some coding rules have been changed.9

Introducing this tenth revision of International Classifi cation of Disease creates discontinuities in 
time series and trends. Th is means the Healthy People 2010 objectives may not be strictly comparable 
with the tracking data for 1999 and subsequent years whose baseline data were 1997 and 1998.9

Multiple race coding Th e data on race in Census 2000 are not directly comparable to those collected 
in previous censuses. Th e October 1997 revised standards issued by the U.S. Offi  ce of Management 
and Budget (OMB) led to changes in the question on race for Census 2000. In Census 2000, respon-
dents were allowed to select more than one category for race. Also, the “Asian and Pacifi c Islander” 
category was separated into two categories, “Asian” and “Native Hawaiian and Other Pacifi c Islander.” 

Leading causes of death Causes are ranked according to the number of deaths because it most ac-
curately refl ects the frequency of cause-specifi c mortality. In this report, leading causes of death were 
derived from the recommended list of 50 rankable causes from the 113 selected causes of death devel-
oped for use with ICD-10.10 Leading causes of infant mortality were derived from a separate ranking 
procedure using the recommended list of 71 rankable causes from the 130 selected causes of infant 
death developed in accordance with ICD-10. Ranking leading causes of death is a tool for illustrat-
ing the relative burden of cause-specifi c mortality. However, the rankings do not necessarily indicate 
those causes of death of greatest public health importance. Some causes of death of public health 
importance, such as lung cancer and motor vehicle crashes are excluded from the ranking procedure 
and included in broader rankable categories, namely, all cancer and unintentional injuries, respective-
ly. If they were included separately, both causes would rank among the ten leading causes of death.10

Sexually transmitted diseases Th e incidence of STDs depends on levels of screening. Since testing for 
STDs is not comprehensive or uniform throughout the jurisdiction, and since many STD infections 
are asymptomatic, the actual incidence of STDs is greater than that which is reported. In addition, 
STD data derive largely from laboratory reports which do not contain information on the race/eth-
nicity of the individual. Hence, the data is incomplete and conclusions about the distribution of STDs 
by race/ethnicity cannot be fi rmly drawn.
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Case Definitions

Maternal and Child Health
Infant mortality Number of deaths to children less than one year old per 1,000 live births.

Low birth weight Th e percentage of live births weighing less than 2,500 grams.

Early prenatal care Care received during the fi rst trimester (before 12 weeks) of pregnancy.

Teen birth Births to teenage mothers (15 to 19 years).

Mortality

Hospitalization

Cancer Incidence

A cancer case is defi ned in this report as a primary malignant tumor, that is, one originating in a par-
ticular organ or anatomic site rather than having spread from another location. Surveillance Epide-
miology and End Results (SEER) site codes in the California Cancer Registry were used to defi ne and 
select cases by site for this report.11

Site SEER Site Code
Breast 26000
Prostate 28010
Colorectal 21041-21049; 21051-21052
Lung 22030

Diagnosis ICD–9 Codes Code Positions
Asthma 493.00–493.99 Primary Dx
Diabetes 250.00–250.99 Primary Dx-Dx4
Coronary heart disease 402.00–402.99; 410.00–414.99; 429.2 Primary Dx-Dx4
Stroke 430.00–438.99 Primary Dx-Dx4
Self-Infl icted Injury E950-959 Primary E-code
Unintentional injury E800-E949 Primary E-code
Assault E960-E969 Primary E-code

Cause of Death ICD–10 Codes Cause of Death ICD–10 Codes
Diabetes E10–E14 Motor Vehicle Crash V02-V04, V09.0, V09.2, V12-

V14, V19.0-V19.2, V19.4-V19.6, 
V20-V79, V80.3-V80.5, V81.0-
V81.1, V82.0-V82.1, V83-V86, 
V87.0-V87.8, V88.0- V88.8, 
V89.0, V89.2

Coronary heart disease I11; I20–I25
Stroke I60 – I69
All cancer C00–C97
Lung cancer C33–C34

Colorectal cancer C18–C21

Female breast cancer C50 Unintentional injury V01–X59; Y85–Y86
Prostate cancer C61 Suicide X60-X84, Y87.0

Asthma J45-J46 Homicide X85–Y09; Y87.1
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Communicable Disease

AIDS Th e Centers for Disease Control and Prevention expanded the AIDS surveillance case defi ni-
tion in 1993 to include all HIV-infected persons with a CD4+ T-lymphocyte count of less than 200 
cells/uL or with one of the AIDS-defi ning clinical conditions.

Chlamydia A case that is laboratory confi rmed by isolation of C. trachomatis by culture.

Gonorrhea A case that is laboratory confi rmed by isolation of Neisseria gonorrhea by culture.

Tuberculosis Positive cultures for M. tuberculosis confi rm the diagnosis of TB. However, TB may 
also be diagnosed by the medical provider on the basis of clinical signs and symptoms in the absence 
of positive cultures.
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