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Executive Summary

The purpose of the Tri-Valley report is to inform the community about the health status of Tri-Valley residents;
to help identify gaps in services; and to assist in developing culturally appropriate programs that target high
risk populations. The report examines available health and demographic indicators selected for their relevance
to population health. A total of 26 health indicators are presented in this report. These reflect health in the ar-
eas of chronic disease, injury, maternal and child health, mental health, and communicable disease. Data have
been compiled and analyzed for each city in the Tri-Valley—Dublin, Pleasanton, and Livermore—and for the
Tri-Valley as a whole. All indicators are examined by age, race/ethnicity, and sex.

In preparing health profiles, we look at the health of individual cities or regions in the context of the larger
county population. As we have noted in other reports, African Americans and Latinos have a greater burden
of disease than White people in Alameda County and elsewhere in the U.S. In general, higher income has
been found to be related to better health, and poverty to be related to poor health. Indeed, we have found that
among Alameda County residents, the rate of death from all causes increases with level of poverty. This phe-
nomenon is referred to as the ‘social gradient’’” For most of the indicators examined here, Tri-Valley African
American rates of mortality and illness are lower than those for African Americans county-wide. Whether due
a direct benefit of higher income or a combination of income and environment, African Americans in the Tri-
Valley experience better health in general than in other parts of the county.

M Major Findings

Tri-Valley residents are in relatively good health when compared to Alameda County overall. Of the 26 health
indicators examined, Tri-Valley residents fare better than Alameda County residents on nearly every measure.
They fare significantly worse than Alameda County residents on only one measure: hospitalization for depres-
sion. We cannot tell from the available data if Tri-Valley residents suffer from depression at a higher rate than
in the county as a whole. It may also be that Tri-Valley residents have access to inpatient psychiatric care that
residents in other areas of the county do not.

The demographic profile of the Tri-Valley is such that we would expect better-than-average health in the popu-
lation: Tri-Valley residents have a higher level of education and income than the rest of the county, and there
are more young families.

The Tri-Valley area of Alameda County grew from 130,523 residents in 1990 to 166,972 in 2000. The racial and
ethnic diversity of the area has grown, too, with the number of non-White residents nearly doubling from 1990
to 2000. Most of the growth among non-whites was among Latinos and Asians. As of Census 2000, however,
the Tri-Valley remained nearly three-fourths White.

As the tables below show, the Tri-Valley has met several of the Healthy People 2010 national health objec-
tives typically used to gauge population health: breast cancer and prostate cancer mortality, homicide, asthma
hospitalization, early prenatal care, and infant mortality. But despite residents’ relatively good health status, the
Tri-Valley has yet to meet Healthy People 2010 objectives for a number of other health indicators: coronary
heart disease, stroke, lung cancer and colorectal cancer mortality, in addition to low birth weight.

Tri-Valley Health Profile Page 1



Healthy People 2010 Objectives Met in Tri-Valley

Alameda
Tri-Valley ~ County HP2010
Breast cancer mortality (per 100,000) 21.9 25.7 223
Prostate cancer mortality (per 100,000) 24.2 29.6 28.8
Homicide (per 100,000) 1.8 7.6 3.0
Asthma hospitalization, all ages (per 100,000) 85.8 88.9 *160.0
Childhood asthma hospitalization (per 100,000) 146.3 160.0 *225.0
Early prenatal care 94% 89% 90%
Infant mortality (per 1,000 live births) 33 4.9 4.5

* Refers to HP2000 because no comparable HP2010 objective was made.

Healthy People 2010 Objectives Not Met in Tri-Valley

Alameda
Tri-Valley ~ County HP2010
Coronary heart disease mortality (per 100,000) 174.0 173.2 166.0
Stroke mortality (per 100,000) 64.4 65.9 48.5
Lung cancer mortality (per 100,000) 49.5 49.2 44.9
Colorectal cancer mortality (per 100,000) 19.5 18.4 13.9
Low birth weight 6.2% 6.8% 5.0%
Tuberculosis cases (per 1,000) 4.3 13.7 1.0
AIDS cases (per 1,000) 3.5 13.9 1.0
Unintentional injury mortality (per 100,000) 18.9 23.6 17.5

Note: Birth and death data are 2000-2002; hospitalization and communicable disease data are 2001-2003.

In addition to Tri-Valley’s progress toward meeting the HP2010 objectives, other findings in this report
include:

Maternal, child, and adolescent health Over the past decade, the Tri-Valley has seen favorable trends in early
prenatal care and teen births. While infant mortality declined throughout the 1990s, it has increased since 2000
in the Tri-Valley. Low birth weight births have also increased in recent years.

The rate of low birth weight is highest among Asians and those of multiple race in the Tri-Valley, while at the
county level the rate is highest among African Americans. Latinas are the only race/ethnic group in Tri-Valley
that has not met the HP2010 objective for early prenatal care of 90%. Latinas also have the highest rate of teen
birth in the area. Nevertheless, the Tri-Valley teen birth rate overall is only half the county-wide rate.

All-cause mortality Rates of mortality from all causes have been declining in each Tri-Valley city over the
past decade. The rate is highest among African Americans. The three leading causes of death in the Tri-Valley
are heart disease, cancer, and stroke, accounting for nearly two-thirds of all deaths.

Chronic disease mortality Declines since 1990 have been seen in the Tri-Valley for the majority of mortality
indicators: coronary heart disease, stroke, lung cancer, colorectal cancer, breast cancer, and prostate cancer. An
increase in the rate of diabetes mortality is apparent for the Tri-Valley, as it is in most other areas of the county.
Tri-Valley rates for chronic disease mortality are the same as the county or lower, and trends mirror those at
the county level.
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Chronic disease morbidity Diabetes hospitalization rates have not increased overall in the Tri-Valley.
Livermore females have a significantly higher rate of diabetes hospitalization than Pleasanton females. Hospi-
talizations for both CHD and stroke have declined. Gender differences are more pronounced for hospitaliza-
tions than for mortality, with male rates substantially higher than female rates on both indicators. The asthma
hospitalization rate for all ages combined has declined in the Tri-Valley. It is higher in Livermore than in
Pleasanton and Dublin. African American children in the Tri-Valley are hospitalized for asthma at a rate three
times that of Asian, Latino, and White children. The childhood asthma hospitalization rate has not declined
overall.

Depression hospitalization ~Rates have increased over the past decade, most notably in Livermore and
Pleasanton. Male rates were the same in all Tri-Valley cities while female rates in Livermore and Pleasanton
were at least twice the male rates.

Injury The rate of death from unintentional injuries in the Tri-Valley has not changed significantly in the
past decade. Hospitalizations, on the other hand, have declined, probably due to a decline in motor vehicle
crashes. The mortality rate of Livermore males was twice that of Dublin and Pleasanton males. In the Tri-Val-
ley, as elsewhere, the vast majority of unintentional injury deaths occur among those aged 85 years and older.
With respect to intentional injury, the rates of homicide and hospitalization for assault in the Tri-Valley are
very low, just a fraction of those seen at the county level.

Communicable disease The rate of tuberculosis, AIDS, chlamydia, and gonorrhea in the Tri-Valley are low
relative to those in Alameda County as a whole; all are between one-fourth and one-third the county rates.
However, the rates of both chlamydia and gonorrhea have been increasing in the Tri-Valley since 2001.
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Introduction

The purpose of the report is to inform the community about the health status of Tri-Valley residents; to help
identify gaps in services; and to assist in developing culturally appropriate programs that target high risk popu-
lations.

The report includes socioeconomic and health indicators. Data have been compiled and analyzed for each city
in the Tri-Valley and for the Tri-Valley as a whole. The Tri-Valley information, generally presented as rates, is
compared to county, state, and national statistics and to Healthy People 2010 national objectives where such
comparisons are possible. Comparing characteristics of cities with the county as a whole and Healthy People
2010 national objectives illustrates some of the socioeconomic, race/ethnic, and geographic health disparities
that exist in the county.

The report is organized into chapters addressing the following health indicators:

o Demographic characteristics: Age, education, household income.

o Maternal and child health: Infant mortality, low birth weight, early prenatal care, teen births.

o Mortality: Mortality from all causes; leading causes of death.

o Chronic diseases: Mortality and hospitalization for diabetes, coronary heart disease, and stroke; mor-
tality for lung cancer, colorectal cancer, female breast cancer, and prostate cancer; and hospitalization
for asthma.

o Depression: Hospitalization for depression.

o Injury and homicide: Unintentional injury and homicide mortality; unintentional injury and assault
hospitalization.

«  Communicable disease: Tuberculosis, AIDS, chlamydia, and gonorrhea.

The mission of the Alameda County Public Health Department includes working “in partnership with the
community to ensure optimal health and well being of all people” The Public Health Department prepared this
report as part of this mission, and hopes it is a useful reference to support planning and policy to help build
healthy communities.

M The Tri-Valley Area

Although San Ramon and even Danville are sometimes considered part of the Tri-Valley (Livermore, Amador,
and San Ramon valleys), the report considers only those parts that are in Alameda County. Thus for the pur-
poses of this report, the Tri-Valley includes the cities of Livermore, Pleasanton, and Dublin.

The Mexican administration of the region began in 1772. Mission San Jose was established to administer the
land occupied largely by the Ohlone Indians. The valleys became pasture lands. Dublin began as a community
in 1834 with a land grant from the Mexican administration to Jose Marie Amador, head of the Mission San
Jose. His Rancho San Ramon supported about 100 workers, mostly Indians, making soap, blankets, shoes, and
leather goods for the ranch and for trade. After American rule started in 1846 and gold was discovered in 1849,
Amador began selling land to farmers.

In 1853 Alameda County was created out of Contra Costa and San Jose counties. William Mendenhall founded
the town of Livermore in 1869. Pleasanton, the misspelling of a Civil War general’s name, was incorporated in
1894. Dublin, officially named in 1878, incorporated as a city in 1982.
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Robert Livermore, given a land grant in 1835, was the second resident of the area. His Rancho Las Positas cov-
ered much of present-day Livermore. He planted the area’s first commercial grape vines in the 1840s. Wineries
began flourishing in the 1880s. The Lawrence Livermore National Laboratory was established in 1952 to ad-
vance national defense through nuclear technology. Currently, Lawrence Livermore Laboratory employs 8,000
people. The Lab is the largest employer in the City of Livermore and the fourth largest in Alameda County.

In 1850 the first white settler in the area of Pleasanton, Augustine Bernal, built his adobe house that still

stands. Hops for brewing and the nation’ first horse racing track made Pleasanton famous. In 1982, develop-
ment of the Hacienda Business Park began, making Pleasanton home to many large corporations. Pleasanton
has retained its small-town character by concentrating on the development and maintenance of the downtown.

Today the Tri-Valley is a thriving area with hundreds of acres of parks and open space for recreational activi-
ties. It has a healthy economy fueled by the wine industry and other diverse businesses, as well as the national
laboratory. While each of the three communities has a unique character, they have in common features of
healthy communities—good schools, low crime rates, young families, economic development, and lots of open
space.

M Using the Report

Chapters begin with a background section that contains information on a specific disease or health condition,
rates in the population nationally and in California, if available, and the distribution in the population by sex
and race/ethnicity. Comparisons to Healthy People 2010 national objectives are also made when appropri-
ate. In general, the format for each indicator is the same. First, a chart showing trends over time is presented.
Depending upon the data, the trend chart shows the Tri-Valley area compared to Alameda County over the
past decade, or it shows each of the three Tri-Valley cities compared to Alameda County. Second, a chart is
presented showing current rates by sex (as a three-year average) for each of the Tri-Valley cities and Alameda
County. Next, a chart specific to the Tri-Valley population shows rates by sex and age. The final chart shows
rates by race/ethnicity for the Tri-Valley area compared to Alameda County.

Generally, data are presented for the three-year period 2000 to 2002 in the case of mortality and live births, and
2001 to 2003 in the case of hospitalizations and communicable diseases. At the city level, detail on age, sex, and
population subgroups is limited because of small numbers. The CAPE Unit follows a standard for presentation
of rates: a rate will not be presented if the number of events is less than ten for the period under consideration.'
For the most part, if a rate for an individual city could not be presented, then no city-specific rates are present-
ed, only a rate for the three cities combined to reflect the Tri-Valley area. In all cases, readers can refer to the
tabular appendix for detail by city, which at a minimum will have the number of events and in some cases will
include a rate with 95% confidence limits.

In preparing this report we attempted to strike a balance between providing as much information as possible
for individual cities and providing too much information. While a chart may show large differences between
cities on a given indicator, the difference may not persist the next time we measure it, say in three years. This is
because such differences may be the result of random fluctuation that occurs in areas with small populations.
A look at the charts showing trends over time illustrates this point. Thus in the text, we focus on the Tri-Valley
combined rates and take note of differences between cities for the most part only when they are statistically
significant or the magnitude of the difference is in itself noteworthy.
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B Race and Ethnicity

This report restricts descriptions of race and ethnicity to short words and phrases. It is recognized that individ-
ual preference varies and that classification is not trivial. Considering the report’s many text references, tables,
and figures that make comparisons between races, readability and space require consistent and abbreviated
usage. Thus, the report refers to African American, rather than Black or African. In tables and figures, African
American is usually shortened to AfrAmer. Other standard terms are White; American Indian (sometimes
shortened to AmerInd); Pacific Islander (sometimes shortened to Paclsl and sometimes referred to as Native
Hawaiian or Other Pacific Islander); and Asian (sometimes combined with Pacific 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 eth-
nicity rather than a race. Thus, 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 often unreported, mis-reported, or
unclassifiable in many data systems; the report often includes these for completeness, labeled as appropriate for
the circumstance.

In this report, we present mortality data on the Multirace group, but it appears only in the tables. It is not
shown in the charts. This is because the data do not accurately reflect the Multirace population, probably in
most cases undercounting deaths.

Tri-Valley Health Profile Page 7
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Demographic Profile

According to the World Health Organization, “health is a state of complete physical, mental, and social well-being and
not merely the absence of disease or infirmity”’ To better understand the health status of a region’s population, it is
important to examine the social, economic and environmental conditions in which people live. Studies have shown
that conditions such as income, education, and social isolation can have a large impact on health. In fact, these condi-
tions can be as important as genetics, biology, and access to medical care.?

Figure 1: Age Distribution, Alameda County and Tri-Valley
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Alameda County as a whole, and there
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Source: CAPE; Census 2000.

Figure 2: Age Distribution, 1990 and 2000, Tri-Valley
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. . . . 30,000
increase of 28% in Tri-Valley, over twice ¢
[}

the 13% growth rate in Alameda County. g 2>000

The largest growth was seen in the age -g 20,000

groups 5-14, 35-44, and 45-54 years. 3 15,000
£

3 10,000

5,000

0

<1 1-4 5-14 15-24 25-34 35-44 45-54 55-64 65-74 75-84 85+
Source: CAPE; Census 1990 and Census 2000.
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Figure 3: Education, Tri-Valley
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graduate
18%
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25%
Associate's some
degree college, no
9% degree
26%

Source: CAPE; Census 2000.
Note: Education level for adults 25 years and older.

Figure 4: Household Income

While Tri-Valley households have higher

incomes than Alameda County, there 40% Alameda County
are still many people with low incomes. 35% .
. . 30% lTr|-VaIIey
There are nine Census block groups in
0,
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()
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Source: CAPE; Census 2000.

Table 1: Race/Ethnicity

The Tri-Valley population is nearly 73% Alameda
White compared to 41% in Alameda County Tri-Valley
County. White 40.9% 72.8%
The non-White Tri-Valley population Asian 20.3% 8.7%
almost doubled from 1990 to 2000, com- Latino 19.0% 11.7%
pared to a growth of only 13% for the African American 14.6% 3.0%
White population. The majority of this American Indian 0.4% 0.4%
growth was in Asians and Latinos. Pacific Islander 0.6% 0.2%
Some Other Race 0.3% 0.2%
Two or More Races 3.9% 3.0%

Source: CAPE; Census 2000.
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Maternal, Child, and
Adolescent Health

B Infant Mortality

The infant mortality rate, or the number of deaths to children less than one year old per 1,000 live births, has been
declining over the past several decades. Advancements in medical care have been responsible for a large portion of the
decline, but public health efforts also have played an important role in preventing infant deaths. During the 1990s, cam-
paigns promoting placing babies to sleep on their back were successful in decreasing the number of sudden infant death
syndrome (SIDS) cases by more than 50%."

Nationally, for the first time in four decades, the infant mortality rate increased from 6.8 deaths per 1,000 live births

in 2001 to 7.0 in 2002.> A similar increase occurred one year earlier in Alameda County (in 2001), but the rate then
dropped to a record low in 2002. Alameda County’s infant mortality rate in 2002 was significantly lower than Califor-
nia’s (4.2 vs. 5.4), and for the first time was lower than the Healthy People 2010 target of 4.5 deaths per 1,000 live births.

Some of the risks associated with infant mortality are maternal substance abuse, young age of mother (less than 17
years), pre-term birth, low birth weight, poverty, stress, exposure to second hand smoke, inadequate prenatal care, infec-
tions and other complications during pregnancy.

One of the persistent challenges in maternal and child health are race/ethnic inequities in infant mortality. African
American infants are over two times more likely than White infants to die before their first birthday.> The reasons for
these inequities in birth outcomes are complicated. They may be explained in part by the effects of poverty, racism, and
stress. Other research has suggested the cumulative effect of a woman’s health and risk factors throughout her life span,
not just during pregnancy, are determining factors.

Figure 5: Historical Infant Mortality Rate

The infant mortality rate has declined
over the last decade in Alameda County
and in the Tri-Valley. The Tri-Valley

has a lower infant mortality rate than
Alameda County and currently meets
the HP2010 objective of 4.5 or fewer
infant deaths per 1,000 births.

~ —

\/\

/

Alameda County =—=Tri-Valley

In the past few years, the Tri-Valley has
had a slight increase in infant mortality.
Since low birth weight is a risk factor for
infant mortality, a recent increase in low
birth weight babies in Tri-Valley may be
partially responsible.
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Source: CAPE; Alameda County vital statistics files, CA DOF, Census 1990 and 2000.
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Table 2: Infant Deaths by Area

Alameda

The Tri-Valley had 24 infant deaths over County  Dublin Livermore Pleasanton Tri-Valley

a three-year period, an average of eight Total 323 6 10 8 24

infant deaths per year. AfrAmer 97 0 1 1 2
Amerlnd 1 0 0 0 0
Asian 52 0 1 2 3
Latino 83 1 1 2 4
NHOPI 5 0 0 0 0
White Al 3 7 2 12
Multiple race 14 2 0 1 3

Source: CAPE; Alameda County vital statistics files 2000-2002.

Figure 6: Infant Mortality by Race/Ethnicity
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Tri-Valley’s infant mortality rate of 3.3 is £ 12 Alameda County
well below Ala.rneda Coun‘Fy’s r.ate of 4.9. ; 10 u Tri-Valley
The rate for Tri-Valley Whites is lower as =
well. g 8
L o6
In Alameda county, the infant mortal- g
ity rate is over two times higher among s 4
African Americans than among other S 3
race/ethnic groups. kS 0
c T

Total AfrAmer Asian Latino White

Source: CAPE; Alameda County vital statistics files 2000-2002, CA DOF, Census 2000.

B Low Birth Weight

The birth weight of an infant is the most important factor in its chances for survival and healthy growth and devel-
opment. Infants weighing less than 2,500 grams (5 lbs 8 0z) at birth are considered low birth weight (LBW). LBW
infants are at a high risk of illness (e.g., physical and developmental complications) and death. Of all infants that are
LBW, the smallest — those weighing less than 1,500 grams — are at the highest risk of dying in their first year of life.
Improvements in birth weight could contribute substantially to reducing infant mortality.®

In the past decade, infant mortality has declined, largely due to improved survival rates of LBW infants, not a
decrease in the number of LBW infants.® Many factors increase the risk of low weight at birth; examples include pre-
term delivery, maternal smoking, illicit drug use, poor maternal nutrition, young maternal age, late or no prenatal
care for the mother, and multiple births (e.g., twins). Smoking accounts for 20% to 30% of all LBW births in the
United States.” Low maternal educational attainment and low family income also are associated with higher rates of
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LBW. Some research suggests that cumulative stress, racism, and maternal infections may also affect the birth weight

of babies.*

LBW rates have not improved in the last decade and no progress has been made in decreasing racial disparities in the

occurrence of LBW births. Nationally, LBW rates have slowly increased over time, partially as a result of an increase

in multiple births. In 2002, the nationwide percentage of LBW infants was its highest in three decades at 7.8%.” LBW

rates are two times higher for African Americans than for Whites. The reasons for this disparity are complex and are

not entirely known. Some disparity is explained by the fact that African Americans are more likely to have factors as-

sociated with LBW mentioned earlier, such as low young maternal age, less education, and inadequate prenatal care.

Alameda County tied third for the highest incidence of LBW infants among California counties in 2000-2002.% Both
California (6.3%) and Alameda County (6.8%) had a higher percentage of LBW infants than the Healthy People 2010

objective of no more than 5.0%.

During the last decade, the percentage
of low birth weight (LBW) babies in
Alameda County has remained relatively
stable. In the Tri-Valley, the percent-

age of LBW babies was lower than in
Alameda County. However, Tri-Valley’s
LBW rates have increased in the past
few years. The result is that the Tri-
Valley’s LBW rate is now much closer to
Alameda County’s rate than it was ten
years ago. Of the four MCH indicators
examined in this report, low birth weight
stands out as the least favorable indicator
for the Tri-Valley.

For the period 2000-2002, 6.8% of
Alameda County births were low birth
weight and 6.2% of Tri-Valley births
were low birth weight. Currently, none
of the Tri-Valley cities, nor the county as
a whole, have met the HP2010 objective
of 5%.

Figure 7: Historical LBW
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Source: CAPE; Alameda County vital statistics files, CA DOF, Census 1990 and 2000.

Figure 8: LBW by Area
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Source: CAPE; Alameda County vital statistics files 2000-2002, CA DOF, Census 2000.
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Figure 9: LBW by Race/Ethnicity
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Source: CAPE; Alameda County vital statistics files 2000-2002, CA DOF, Census 2000.

M Early Prenatal Care

Prenatal care refers to pregnancy-related health care provided to a woman during pregnancy. It is recommended that a
woman start receiving prenatal care as soon as she knows she is pregnant, at least within the first trimester (before 12
weeks) of pregnancy.

Timely, high-quality prenatal care can help prevent poor birth outcomes by identifying treatable medical conditions,
such as hypertension and sexually transmitted diseases, which may endanger the mother and/or fetus. Entry into prena-
tal care also provides an opportunity for education and intervention around diet and exercise, in addition to behavioral
risks such as alcohol, tobacco and other drug use.

Risk factors and barriers for late entry into prenatal care include a lack of culturally appropriate pregnancy testing sites,
teenage pregnancy, less than a high school education, and a large number of children. Domestic violence, cultural be-
liefs, drug abuse, single parenthood, and poverty may also delay timely prenatal care.®

For the period 2000 to 2002, an average of 88.9% of the pregnant women in Alameda County began prenatal care dur-
ing the first trimester. This percentage is higher than California’s rate of 84.0%, and very close to the Healthy People
2010 national objective of at least 90.0%. Alameda County ranks second after Santa Cruz in the state for the highest
percentage of pregnant women who enter prenatal care in the first trimester.®

Since 1990, there has been an upward trend in Alameda County toward early entry into prenatal care. The proportion of
pregnant women entering prenatal care in the first trimester increased from 82.0% in 1990 to 88.9% in 2002. A similar
pattern is evident at the state level.
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During the past decade, the percent-
age of pregnant women seeking early
prenatal care has increased in Alameda
County and in the Tri-Valley area.
Dublin, Livermore and Pleasanton have
higher rates than Alameda County. All
three cities have met the Healthy People
2010 objective of 90% of pregnant
women receiving first trimester prenatal
care since 1997.

In 1996, a drop in the percentage of
women obtaining early prenatal care oc-
curred in the Tri-Valley. It was followed
by an increase in the following year. This
trend did not occur county-wide. Fur-
ther analysis did not reveal the reason
for this drop. It did not appear to be due
to a change in prenatal care delivery of
any hospital serving the area.

The Tri-Valley has a high percentage of
women obtaining first trimester entry
into prenatal care (94%). During the per-
iod 2000-2002, Dublin, Livermore and
Pleasanton each met the Healthy People
2010 objective of at least 90%. Alameda
County, with a rate of 88.9%, is very
close to meeting the objective.

Figure 10: Historical Early Prenatal Care
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Source: CAPE; Alameda County vital statistics files, CA DOF, Census 1990 and 2000.

Figure 11: Early Prenatal Care by Area
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Source: CAPE; Alameda County vital statistics files 2000-2002, CA DOF, Census 2000.
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The percentage of women obtaining
early prenatal care is higher for every
race/ethnic group in the Tri-Valley than
in Alameda County.

Latinas are the only race/ethnic group

in Tri-Valley that has yet to meet the
HP2010 objective for prenatal care. They
are just shy of it at 88%. In contrast, only
two groups in Alameda County, Whites
and Asians, have met the objective.
While the percentage for Pacific Island-
ers is lower in Alameda County than in
the Tri-Valley, the difference is not statis-
tically significant due to small numbers.

B Teen Births

Figure 12: Early Prenatal Care by Race/Ethnicity
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Source: CAPE; Alameda County vital statistics files 2000-2002, CA DOF, Census 2000.

Teen births are considered a serious social problem. The majority of teen pregnancies and births are unplanned. Teen
parenthood places both mother and child at risk for a variety of poor health, social and economic outcomes. Some
studies suggest that teen mothers have more difficulty completing their education, have fewer employment opportu-
nities, and are more likely to require public assistance and to live in poverty than their non-parent peers. They also
are at high risk for poor birth outcomes and having another pregnancy while still in their teens.’ It is not clear from
the literature whether the difficulties teen mothers experience are caused by having children at a young age or were
due to preexisting conditions such as poverty. Studies are more conclusive about the negative effects of being raised
by a teen mother. Children born to teen mothers are more likely to have behavioral and cognitive problems, be less
healthy, be abused, or be placed in foster care.’

Many factors either increase the risk of, or are associated with, teen pregnancy: lack of knowledge about and poor
access to birth control; poor access to health care; low income; lack of emotional support; lack of education; lack
of positive role models; unsatisfactory adult relationships; lack of after-school and community activities; substance
abuse; and low self-esteem.'

Nationally and statewide teen birth rates are on the decline. In the last ten years, California’s teen birth rate has gone
from one of the highest in the nation to below the national average. These declines were experienced in all major
race/ethnic groups.

Latinas have the highest teen birth rates, especially foreign-born Latinas. Two out of three babies born to teenage
mothers in California are born to Latinas. African Americans and American Indians also have high teen birth rates.
In general, Asians have low teen birth rates; however, grouping such a large and varied population together can mask
underlying variation. For example, Laotian and Hmong teens have birth rates ten times higher than Chinese and

Japanese teens.’

Of all births in Alameda County between 2000 and 2002, 7.0% were to teen mothers aged 15-19 years compared to
10.0% in California. The teen birth rate was 33.6 per 1,000 females aged 15-19 years, markedly lower than the rate of
45.0 in California.®
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Figure 13: Historical Teen Birth Rate
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Figure 14: Teen Birth Rate by Area
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Figure 15: Teen Birth Rate by Race/Ethnicity
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Map 1: Births to Teen Females 15 to 19 Years, 2000-2002
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This map shows that the vast majority of teen births occur in the
most populated areas of Alameda County, in Oakland as well

as north and south along the I-880 corridor. Between 2000 and
2002, there were 218 births to teenage mothers in the Tri-Valley.
This was 3% of all Tri-Valley births (a total of 7,231). The teen
birth rate in the Tri-Valley was 14.0 births per 1000 females aged
15 to 19 years. In comparison, the Alameda County teen birth
rate was 33.6. Both these rates are lower than the California rate
of 45.
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Mortality

B Mortality from All Causes

The age-adjusted death rate from all causes is a measure of overall health of a community or of a population. In
2002, a total of 2,443,387 deaths occurred in the United States, and the age-adjusted death rate was 845.3 deaths per
100,000 people. This was lower than the 2001 rate of 854.5. The age-adjusted death rate for men was 42% greater than
that for women. There were disparities in age-adjusted death rates for race/ethnic groups: African Americans had the
highest rate and Asians the lowest rate. Whites, American Indians, and Hispanic/Latinos had the second, third, and

fourth highest rates in the nation, respectively.'

Mortality from all causes continued to
decline over the past decade. The Dublin
rate increased in the mid 1990s but
dropped below the county rate in recent
years. The Livermore rate is slightly
higher than the county rate.

During the period 2000-2002, the rate
of death from all causes in Tri-Valley
was 724 per 100,000 compared to 758 in
Alameda County.

Rates of mortality are higher among
males than females in all areas. For the
Tri-Valley, the male mortality rate is
lower than that of the county, while the
female rate is nearly identical to that of
the county.

Figure 16: Historical Mortality from All Causes
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Source: CAPE; Alameda County vital statistics files 1991-2002, CA DOF, Census 1990 & 2000.

Figure 17: Mortality from All Causes by Area
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Figure 18: Mortality from All Causes by Age, Tri-Valley
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Source: CAPE; Alameda County vital statistics files 2000-2002, CA DOF, Census 2000.

Figure 19: Mortality from All Causes by Race/Ethnicity
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H Leading Causes of Death

Today, five chronic diseases account for over two-thirds of all deaths in the United States — heart disease, cancer,

stroke, chronic lower respiratory disease, and diabetes. Heart disease and cancer combined account for more than
half of all deaths.?

Research has linked these most common chronic diseases to a number of health behaviors, including tobacco and
alcohol use, poor diet, and lack of exercise. In turn, health behaviors are strongly influenced by social factors, such as
income, education level, stress, workplace conditions, violence, and exposure to environmental toxins.?

In the United States, the first and third leading causes of death - heart disease and stroke — have decreased in the
past fifty years. The second leading cause of death, cancer, has decreased since 1990. Recent declines in many leading
causes of death reflect the influence of healthier life styles, greater use of preventive care, public health efforts, and
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advances in medicine.** Despite these successes, the rates of some diseases have continued to increase. For example,

the number of U.S. adults with diagnosed diabetes has increased 61% since 1991.°

Cause-of-death ranked according to the number of deaths is a useful way to examine the relative burden of mortality

from specific causes. From the standpoint of prevention, it is helpful to understand the most common causes of death

and how they vary in different age and race/ethnic subgroups.

Heart disease, cancer and stroke are the
three leading causes of death in the Tri-
Valley, accounting for 63% of all deaths.
These are the same leading causes
nationally and in most areas. Chronic
lower respiratory diseases, unintentional
injuries and influenza/pneumonia are
the next most common causes of death
in the Tri-Valley.

The three leading causes of death in

Figure 20: Leading Causes of Death, Tri-Valley
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Source: CAPE; Alameda County vital statistics files 2000-2002.

Figure 21: Leading Causes of Death, Dublin
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In Livermore, heart disease, cancer and
stroke account for 62% of all deaths.
Chronic lower respiratory disease is the
next most common cause of death.

In Pleasanton, cancer deaths exceed
heart disease deaths by a small margin,
and influenza/pneumonia deaths exceed
chronic lower respiratory disease deaths,
also by a small margin. Cancer, heart
disease and stroke account for 65% of all
deaths.

Figure 22: Leading Causes of Death, Livermore
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Figure 23: Leading Causes of Death, Pleasanton
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Chronic Disease

B Diabetes

Diabetes mellitus is a chronic disease in which the ability to oxidize carbohydrates is impaired. Simply put, blood
glucose (sugar) levels are too high. This is generally due to the body’s inability to produce insulin (the hormone
produced by the pancreas to regulate blood sugar) or use it properly. There are two main types of diabetes, type 1 and

type 2:

Type 1 diabetes was previously called insulin-dependent diabetes mellitus or juvenile-onset diabetes. It
develops when the body’s immune system destroys pancreatic beta cells, the only cells in the body that
make the hormone insulin that regulates blood glucose. This form of diabetes usually strikes children and
young adults, although disease onset can occur at any age. Type 1 diabetes may account for 5% to 10% of all
diagnosed cases of diabetes. Risk factors for type 1 diabetes may include autoimmune, genetic, and environ-

mental factors.

Type 2 diabetes was previously called non-insulin-dependent diabetes mellitus or adult-onset diabetes. Type
2 diabetes may account for about 90% to 95% of all diagnosed cases of diabetes. It usually begins as insulin
resistance, a disorder in which the cells do not use insulin properly. As the need for insulin rises, the pan-
creas gradually loses its ability to produce insulin. Type 2 diabetes is associated with older age, obesity, family
history of diabetes, history of gestational diabetes, impaired glucose metabolism, physical inactivity, and
race/ethnicity. African Americans, Latinos, American Indians, and some Asian Americans and Native Hawai-
ians or Other Pacific Islanders are at particularly high risk for type 2 diabetes. Type 2 diabetes is increasingly
being diagnosed in children and adolescents."?

Diabetes requires rigorous management to reduce the risk of serious complications and premature death. It contrib-
utes to a variety of medical problems, including heart disease, stroke, high blood pressure, blindness, kidney disease,
diseases of the nervous system, amputations, dental problems, and complications of pregnancy. *

Diabetes was the sixth leading cause of death in the United States in 2002.> The CDC estimates that over 18 million

adults 20 years and older, nearly 9% of adults, have diabetes. Approximately five million of these have yet to be diag-
nosed.">* The number of U.S. adults with diagnosed diabetes has increased 61% since 1991 and is projected to more
than double by 2050.>¢

In 2002, about 1.3 million adults 20 years and older were newly diagnosed with diabetes.>* While diabetes is most
common among those 65 years and older, the rate of type 2 diabetes in children and adolescents has been increasing,

especially among people of color.”

It is estimated that 14.9% of adult American Indians have diabetes, 11.4% of African Americans, 8.2% of Latinos, and
8.4% of Whites.” The prevalence of diabetes has increased steadily over the past 20 years, most notably among African

Americans. Recent increases have also occurred among Latinos.*®

In 2002, there were 73,249 deaths from diabetes in the United States. The age-adjusted death rate was 25.4 per
100,000.° The diabetes death rate in California was 21 per 100,000 in 2000-2002.° However, the statistics on deaths
alone do not fully describe the problem. Over 200,000 people die each year of diabetes-related complications.”? And,
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studies have shown that death certificates frequently do not reflect diabetes as a cause of death, or as an underlying
cause of death, for those who had diabetes when they died."?

About 1.5 million or 6% of Californians 19 years and older have been diagnosed with diabetes. Nearly 35% of cases
are among seniors 65 years and older. Overall, about 10% of African American and 9% of American Indian adults
have been diagnosed with diabetes in California. The race/ethnic disparity in diabetes is widest among older adults.
Among adults 65 years and older, approximately one out of four African Americans and Latinos have been diagnosed
with diabetes, at least two times the figure for Whites.!>!!

Adults living at or below 100% of the federal poverty level (FPL) suffer from diabetes at a higher rate than those with
incomes above 300% FPL (7.8% and 4.5%, respectively). In addition, the rate of diabetes is much higher among adults
who never attended high school (10%) than among college graduates (4%)."

In Alameda County; it is estimated that nearly 6% of adults 19 years and older have been diagnosed with diabetes.
About 30% of cases are among adults 65 years and older. Approximately 13.4% of African Americans in Alameda
County have been diagnosed with diabetes, compared to 4.5% of Whites.'

Diabetes Mortality
Figure 24: Historical Diabetes Mortality
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Figure 25: Diabetes Mortality by Area
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Diabetes mortality in the Tri-Valley is
highest among the older age groups.
Male mortality is at least twice that for
females in each age group starting at age
55.

Diabetes mortality rates for Pacific
Islanders are higher than those for any
other race/ethnic group; however, this
rate is based on just 11 deaths. The next
highest rates are among African Ameri-
cans, followed by Latinos, Asians, and
Whites. Only the White rate is shown for
the Tri-Valley because of small numbers
for the other groups.

Diabetes Hospitalization

Rates of hospitalization for
diabetes-related illnesses were
relatively stable for Livermore and
Pleasanton over the past decade.
Dublin experienced a substantial
increase in the mid to late 1990s.
In general, areas with smaller
populations, such as Dublin, will
show more variability in rates over
time. Alameda County rates were
consistently higher than those in
Pleasanton and Livermore.

Figure 26: Diabetes Mortality by Age, Tri-Valley
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Figure 27: Diabetes Mortality by Race/Ethnicity
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Note: American Indian not shown due to insufficient numbers.

Figure 28: Historical Diabetes Hospitalization
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During the period 2001-2003, the rate
of diabetes hospitalization for both
sexes combined was 792 per 100,000
in the Tri-Valley, compared to 1,135 in
Alameda County.

County-wide, rates of hospitalization
for diabetes-related illnesses are higher
than those in the Tri-Valley. Rates across
the three cities are similar, with one
exception: the female rate in Livermore
is significantly higher than the rate in
Pleasanton.

In the Tri-Valley, rates of hospitalization
for diabetes-related illnesses increase
dramatically after middle age. Rates are
consistently higher among males than
females, most notably in the 65-74 age
group. A similar pattern is seen county-
wide.

Rates of hospitalization for diabetes-
related illnesses are lower for every
race/ethnic group in the Tri-Valley when
compared to Alameda County. Less vari-
ability is seen in Tri-Valley, where rates
are similar for Whites, Latinos and API,
but notably higher for African Ameri-
cans.

Figure 29: Diabetes Hospitalization by Area
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Source: CAPE; OSHPD hospitalization files 2001-2003, CA DOF, Census 2000.

Figure 30: Diabetes Hospitalization by Age, Tri-Valley
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Figure 31: Diabetes Hospitalization by Race/Ethnicity
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l Coronary Heart Disease

Coronary heart disease (CHD), also called ischemic heart disease, develops when the arteries of the heart become
narrowed or clogged and cannot supply enough blood to the heart. These coronary arteries carry oxygen-rich blood
and nutrients to the heart muscle. Coronary heart disease usually results from the build up of fatty material and
plaque (atherosclerosis) in the inner layer of the walls of the coronary arteries. If the blood supply to the heart muscle
is inadequate, a person can experience chest pain or pressure called angina. A heart attack (myocardial infarction)
occurs when the blood supply to parts of the heart muscle is cut off completely."

Several risk factors for coronary heart disease can be modified through lifestyle changes. The risk of developing
CHD can be reduced significantly through a healthy diet, regular exercise, reducing stress level, and not smoking, in
addition to reducing or controlling high blood pressure, high blood cholesterol, and diabetes. Socioeconomic status,
environment, and culture are also important risk factors in the development of the disease.>*

Deaths from all types of heart disease have declined steadily over the past 50 years, mostly from better medical treat-
ment and effective prevention efforts to reduce controllable risk factors such as hypertension, smoking, high blood
cholesterol, and physical inactivity.> Most deaths from heart disease are due to CHD. Other forms of heart disease
include hypertensive heart disease and rheumatic heart disease.®

CHD is the most common cause of death in the United States, accounting for more than one of every five deaths.
About 335,000 people per year die of CHD before ever being hospitalized. Most of these are sudden deaths caused by
cardiac arrest.”

It is estimated that 13 million people in the United States, about 6.9% of the population 18 years and older, have CHD.
In 2002, the age-adjusted death rate nationally was 171 per 100,000 population.” In California it was 186 for the pe-
riod 2000-2002.° Both rates exceed the HP2010 objective of 166 or fewer CHD deaths per 100,000.”

From 1992 to 2002, the U.S. death rate from CHD declined 26.5%. More than 83% of people who die of CHD are 65
years and older. Approximately 11.5 years of life are lost on average due to heart attack.” African American males have
the highest rates of death from CHD (251 per 100,000), followed by White males (221), African American females
(170), and White females (131).”

CHD occurs more often in men than in women. In the past, CHD rarely affected women prior to menopause, but that
is no longer the case, perhaps because many women now take oral contraceptives, smoke cigarettes, and are employed
in stressful jobs that used to be held exclusively by men. Post-menopausal women continue to have two to three times
the risk of CHD than pre-menopausal women of the same age.

Coronary heart disease is the leading cause of premature and permanent disability among U.S. workers, and accounts
for 19% of social security’s disability allowances.**!° About two-thirds of heart attack patients do not make a complete
recovery, but 88% of those less than 65 years are able to return to their usual work.®
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CHD Mortality

Mortality rates due to coronary heart
disease have generally decreased dur-
ing the last decade. Pleasanton was an
exception, with the rate remaining stable
over the decade.

During the period 2000-2002, the CHD
mortality rate in the Tri-Valley was 174
per 100,000, essentially the same as the
rate of 173 in Alameda County.

Male rates of CHD mortality are greater
than female rates in each study area.
Rates do not vary considerably for either
males or females across areas.

Females in the Tri-Valley cities have met
the HP2010 objective of no more than
166 per 100,000, but males have not. The
same is true for Alameda County.

Male rates for CHD mortality in the Tri-
Valley are higher than those for females
in every age group.

Figure 32: Historical CHD Mortality
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Source: CAPE; Alameda County vital statistics files, CA DOF, Census 1990 and 2000.

Figure 33: CHD Mortality by Area
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Source: CAPE; Alameda County vital statistics files 2000-2002, CA DOF, Census 2000.

Figure 34: CHD Mortality by Age, Tri-Valley
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Map 2: Coronary Heart Disease Mortality, 2000-2002
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Shown here as calculated by Census tract.

This map shows that the majority of Alameda County census
tracts have CHD mortality rates that exceed the Healthy People
2010 objective of 166 or fewer deaths per 100,000 residents. The
lowest rates of CHD mortality are seen in the Oakland/Berke-
ley hills and parts of Alameda, San Leandro, Fremont, and
Pleasanton. The highest rates, those that exceed the national
objective by two or more times, are seen in parts of Livermore,
north and west Oakland and Hayward. The Tri-Valley CHD
mortality rate was 174 per 100,000, nearly the same as the county
rate of 173.
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In Alameda County, CHD mortality
rates are highest for Pacific Islanders

and African Americans. Rates for each
Asians, Latinos, and Whites are about the
same in the Tri-Valley and the county.

CHD Hospitalization

CHD-related hospitalizations have de-
clined in recent years, both county-wide
and in the Tri-Valley cities.

During the period 2001-2003, the Tri-
Valley CHD hospitalization rate was
1,226 per 100,000 compared to 1,310 in
Alameda County.

CHD-related hospitalization rates across
the Tri-Valley cities are similar to those
county-wide for both males and fe-
males with one exception: male rates in
Dublin are significantly lower than in
Pleasanton, the Tri-Valley, and Alameda
County.

Figure 35: CHD Mortality by Race/Ethnicity
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Figure 36: Historical CHD Hospitalization
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Figure 37: CHD Hospitalization by Area
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Figure 38: CHD Hospitalization by Age, Tri-Valley
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Figure 39: CHD Hospitalization by Race/Ethnicity
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M Stroke

A stroke or cerebrovascular accident occurs when the blood supply to the brain is cut off or when a blood vessel
bursts. Within a few minutes of being deprived of oxygen, brain cells begin to die. Death or permanent disability can
result.

There are two main types of stroke: ischemic and hemorrhagic. Most strokes are of the ischemic type. Ischemic stroke
is caused by blockage in an artery that supplies blood to the brain, resulting in a deficiency in blood flow. Ischemic
stroke develops in major blood vessels on the brain’s surface or in small blood vessels deep in the brain. During isch-
emic stroke, diminished blood flow initiates a series of events (called ischemic cascade) that may result in additional,
delayed damage to brain cells. Early emergency medical intervention helps to lessen damage to the brain and subse-
quent disability."*

Hemorrhagic stroke starts with the rupture of a blood vessel in the brain. Bleeding from the rupture compresses
nearby blood vessels, depriving surrounding tissue of oxygen and causing stroke. Hemorrhagic stroke usually affects
a large area of the brain, many times leading to death."? Hypertension is the most common cause of hemorrhagic
stroke. Strokes in young adults tend to be hemorrhagic.
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Stroke is the third leading cause of death in the United States. It also is a leading cause of serious, long-term disability.

About 700,000 people experience a new or recurrent stroke each year. Death rates from stroke have declined steadily
since the early part of the twentieth century.** From 1992 to 2002 the U.S. death rate from stroke declined 13.8%.”

Nationally, the age-adjusted rate of death from stroke in 2002 was 56.2 per 100,000 population.® The male rate was

56.5 and the female rate was 55.2. California rates are slightly higher: 59 overall, 63 for males, and 60 for females.” All

these rates exceeded the HP2010 objective of no more than 48.5. Because women live longer than men, more women

than men die of stroke each year. Women accounted for 61.5% of U.S. stroke deaths in 2002.7'°

Of all race/ethnic groups, African American males and females have the highest rates of death from stroke (81.7 and
71.8 per 100,000), followed by White males and females (54.2 and 53.4).* The African American rate in California
was 86, higher than the national rate of 79. Each are higher than their respective White rates, 60 in California and 56

nationally.’

High blood pressure, diabetes, smoking, and having had a previous stroke or heart attack increase a person’s chances

of having a stroke. Maintaining healthy blood pressure through diet, exercise, and medication, if necessary, can de-

crease the risk for stroke.®

Stroke Mortality

Stroke mortality rates in Alameda
County and the Tri-Valley have been
similar in the past decade. However, the
county rate has declined overall while
the Tri-Valley rate has not.

During the period 2000-2002, the stroke
mortality rate in the Tri-Valley was 64
per 100,000 and 66 in Alameda County.
Neither area has met the HP2010 objec-
tive of 48.5 or less.

Stroke mortality rates are nearly the
same for males and females across all
areas of study. In Dublin, the male rate is
higher and the female rate is lower than
in other areas, although not significantly
s0.

Figure 40: Historical Stroke Mortality
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Source: CAPE; Alameda County vital statistics files, CA DOF, Census 1990 and 2000.

Figure 41: Stroke Mortality by Area
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Stroke mortality in the Tri-Valley is
highest among females in the oldest age
groups. While the rate in the age group
55-64 years is relatively small, the rate
among males is twice that of females.

For the county, stroke mortality rates are
highest among Pacific Islanders and Af-
rican Americans. For Whites, the rate in
the Tri-Valley and the county are nearly
equivalent. Asians in the Tri-Valley have
the lowest rate, although it is based on
only ten cases.

Stroke Hospitalization

Stroke-related hospitalizations have
declined over the last decade in the Tri-
Valley and the county as a whole. Dublin
shows the most variability, probably due
to its smaller size.

During the period 2001-2003, the Tri-
Valley stroke hospitalization rate was
465 per 100,000 compared to 497 in
Alameda County.

Figure 42: Stroke Mortality by Age, Tri-Valley
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Figure 43: Stroke Mortality by Race/Ethnicity
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Figure 44: Historical Stroke Hospitalization
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Stroke-related hospitalization rates

for females in the Tri-Valley are lower
than for females county-wide. Overall,
Tri-Valley male rates are similar to the
county. Livermore has the highest rates
of the Tri-Valley cities.

In the Tri-Valley, rates of hospitaliza-
tion for stroke-related illnesses increase
dramatically after middle age. Rates are
consistently higher among males than
females, most notably among those age
85 and older.

Rates of hospitalization for stroke-
related illnesses are approximately two
times higher among African Americans
than API, Latino or White both in the
Tri-Valley and county-wide. Only very
small differences are seen between Tri-
Valley and Alameda County race/ethnic
groups.

Figure 45: Stroke Hospitalization by Area
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Figure 46: Stroke Hospitalization by Age, Tri-Valley
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Figure 47: Stroke Hospitalization by Race/Ethnicity
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B Cancer Background

Cancer is a large group of diseases in which abnormal cells divide uncontrollably. Cancer cells differ from normal
cells in size and in function, and are characterized by uncontrolled growth and spread of abnormal cells throughout
the body rapidly and independently from the primary site to other tissues. They can spread, or metastasize, to other
locations via the bloodstream, the lymphatic system, or by accidental transplantation from one site to another during
surgery. Cancer is broadly classified according to histologic origin: carcinomas — those derived from cells found in the

lining of various tissues, and sarcomas — those derived from the underlying supporting tissue."

Nationally, there were 557,271 deaths from cancer in 2002. Cancer is the second leading cause of death in the United
States, accounting for 23% of all deaths. The age-adjusted death rate in 2002 was 193.5 per 100,000.’

According to the National Cancer Institute, cancer incidence rates (rates of new cases) for all cancer sites combined
increased from the mid-1970s through 1992, decreased through 1995, then stabilized through 2000.* This is due in
part to the fact that increases in breast cancer in women and prostate cancer in men offset a long-term decrease in

lung cancer in men.*’

Death rates for all cancer decreased beginning in 1994 and stabilized from 1998 through 2000. Recent data show that
death rates among men continued to decline throughout the 1990s, whereas death rates among women were essen-
tially unchanged from 1998 through 2000.*

In general, incidence and death rates for all cancers combined are lower among Asian/Pacific Islander, American
Indian, and Latino populations than among White and African American populations. African Americans are more
likely to die of cancer than any other race/ethnic group. An examination of national figures for four major cancer
sites revealed disparities between White and African American populations.’® African American males have a higher
incidence of lung, prostate, and colorectal cancer than White males. They are also more likely to die from these dis-
eases. The rate of new breast cancer cases among White females is higher than among African American females, yet

African American females are more likely to die from breast cancer (Table 3).

Latinos have higher rates of cervical, esophageal, gallbladder, and stomach cancers than non-Hispanic Whites. Rates
of stomach and liver cancers are higher among Asian Americans than the rest of the population, and the rate of
colorectal cancer is highest among Alaskan Natives.® Although the rates of cancer incidence and death have declined
recently, the actual number of people diagnosed with cancer is expected to double in the next several decades, as the
elderly population grows.” Adequate access to cancer screening and the availability of high quality treatment among

poor and underserved populations are critical to reducing the burden of cancer.®

Many cancers can be cured if detected early and treated promptly, and many can be prevented by lifestyle changes.
Maintaining a healthy weight, exercising regularly, and not smoking, can reduce an individuals risk of cancer
substantially.’ Cancer prevention and control plans should not only address specific screening methods in specific

Table 3: U.S. Cancer Incidence and Mortality Rates

Incidence
White African American Total i African American
Male Female Male Female Male Female Male Female

All 470 557 430 689 400 200 246 166 347 197
Lung 62 78 51 117 55 56 77 42 104 40
Colorectal 54 63 46 73 56 21 25 17 34 24
Breast 135 na 142 na 120 27 na 26 na 35
Prostate 172 167 na 271 na 31 29 na 70 na

Source: CAPE; National Cancer Institute 1997-2001.
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B Lung Cancer Mortality

Lung cancer is the leading cause of death from cancer in the United States for both men and women, accounting for
28% of all cancer deaths. More than 157,700 people in the United States died of lung cancer in 2002.* The American
Cancer Society estimates that more than 172,000 new cases of lung cancer will be diagnosed in the United States in

2005.¢ Although there has been some progress in treatment of cancer, the chances of full recovery are very low. Only

about 14% of those treated for lung cancer survive five or more years.'

Nationally, the age-adjusted lung cancer death rate in 2002 was 54.9 deaths per 100,000 population.* In California, it
was 44.8 for the period 2000-2002."" The national rate exceeds the Healthy People 2010 objective of 44.9 or fewer lung
cancer deaths per 100,000. While lung cancer death rates have declined since 1990 among males, they have continued

to increase among females. Since 1987, more females have died from lung cancer than from breast cancer.® Age-

adjusted lung cancer death rates are approximately 31 percent higher among African American males than White

males.?

According to the American Cancer Society, a single behavior - cigarette smoking — is thought to be responsible for

eight out of ten cases of lung cancer. In addition, non-smokers who breathe the smoke of others also have an in-

creased risk of developing lung cancer. Thus, preventing and reducing cigarette smoking are key to reducing illness

and death from lung cancer.

Lung cancer death rates have declined
slightly in Alameda County over the past
decade. They have declined more steeply
in Dublin and Pleasanton. Rates in
Livermore have been variable but have
not declined overall.

During the period 2000-2002, the Tri-
Valley lung cancer mortality rate was
49.5 per 100,000, essentially the same as
the Alameda County rate of 49.2. Nei-
ther area has met the HP2010 objective
of 44.9 or less.

Figure 48: Historical Lung Cancer Mortality
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Overall, the Tri-Valley has lung cancer
mortality rates similar to those of the
county. Lung cancer mortality is approx-
imately 60% higher among males than
females. The rate is lowest among Dublin
males and highest among Livermore
females, though these differences are not
statistically significant.

Lung cancer mortality rates increase
dramatically starting in the 55 to 64 age
group and male rates begin to exceed
female rates by wide margins.

African Americans have the highest
mortality rates due to lung cancer, fol-
lowed by Whites. In the Tri-Valley, the
rate is calculable only for Whites, and it
is nearly the same as that of the county.

Figure 49: Lung Cancer Mortality by Area
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Figure 50: Lung Cancer Mortality by Age, Tri-Valley
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Figure 51: Lung Cancer Mortality by Race/Ethnicity
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Note: American Indian and Pacific Islander not shown due to insufficient numbers.
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B Colorectal Cancer Mortality

Colorectal cancer is a malignant neoplasm in the colon and rectum. Symptoms for colorectal cancer may include rec-
tal bleeding, abdominal discomfort, pain, bloating, a change in bowel habits, iron deficiency anemia, and unexplained
weight loss."? Most colorectal cancers develop over many years from benign polyps. Precancerous polyps can be
detected and removed during certain screening procedures, thereby preventing colorectal cancer. If colorectal cancer
is found early and treated appropriately, the chance of survival is greatly enhanced.'***

Colorectal cancer is the second leading cause of cancer-related death in the United States and it is the third most
common cancer in men and women.'>'>!¢ It is estimated that approximately 145,290 new colorectal cancer cases will
be diagnosed in 2005 and that 56,290 Americans will die of colorectal cancer in 2005.*°

Nationally, the age-adjusted colorectal cancer death rate in 2002 was 19.7 deaths per 100,000.>* In California, the rate
was 18.1 per 100,000 during the period 1997-2001." Both the national and state rates exceed the HP2010 objective of
13.9. or fewer deaths per 100,000.

The risk of developing colorectal cancer increases with advancing age. Most cases are diagnosed in those 50 years and
older. The risk is also higher among people with inflammatory bowel disease (ulcerative colitis or Crohn’s disease), a
family history of colorectal cancer or colorectal polyps, and certain hereditary syndromes. Lack of regular physical
activity, low fruit and vegetable intake, a low-fiber and high-fat diet, obesity, alcohol consumption, and tobacco use
are associated with colon cancer.""

All adults 50 years and older should be screened routinely for colorectal cancer. Studies have found that at least 75%
of colorectal cancers occur among people with no family or personal history of colorectal cancer and no risk factors
that would place them at high risk for developing colorectal cancer.'*'?

Figure 52: Historical Colorectal Cancer Mortality
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Colorectal cancer mortality in the
Tri-Valley area is similar to Alameda
County. The highest rates are seen in
Pleasanton and the lowest in Livermore,
though these differences are not statisti-
cally significant.

Colorectal cancer mortality in the Tri-
Valley increases with age. Male rates
increase dramatically starting in the age
group 65-74 while female rates increase
in the 75-84 age group. Females 85 years
and older have the highest mortality rate.

In Alameda County, African Ameri-
cans and Whites have the highest rates
of colorectal cancer mortality. The rate
among Tri-Valley Whites is nearly the
same as that for Whites county-wide.

Figure 53: Colorectal Cancer Mortality by Area
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Figure 54: Colorectal Cancer Mortality by Age, Tri-Valley
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Figure 55: Colorectal Cancer Mortality by Race/Ethnicity
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B Female Breast Cancer Mortality

Female breast cancer is a disease in which cancer cells are found in the tissues of the breast. In its early stages, the
cancer cells stay in the breast as a tiny nodule or lump. In later stages, some cells from the lump spread to other parts
of the body and cause tumors to grow in these new sites. While breast cancer can occur in men, women comprise the
vast majority of breast cancer cases.

Breast cancer is the second leading cause of cancer death among women and the most commonly diagnosed cancer
among women in the United States. Women at high risk of developing breast cancer include those who: have a family
history of breast cancer, have never been pregnant, were first pregnant after age 31, have had endometrial, ovarian, or
unilateral breast cancer, or were exposed to low level ionizing radiation. Estrogen therapy and diet are also associated
with breast cancer."?®

In 2002, breast cancer killed 41,514 women in the United States. The age-adjusted death rate from breast cancer
among U.S. women was 25.6 per 100,000. At the national level, breast cancer death rates are 35% higher among Af-
rican American women (34 per 100,000) than among White women (25).* In California, the breast cancer death rate
is 24 per 100,000 women."' Both the national and state rates exceed the HP2010 objective of no more than 22.3 per
100,000 women.*

Seventy percent of all diagnosed cases of breast cancer are among women 50 years or older. The American Cancer So-
ciety estimates that more than 211,000 American women will be diagnosed with breast cancer in 2005.°

Since 1990, the breast cancer death rate has decreased among White females. For African Americans, the decline did
not begin until the mid-1990s. Among Latinas and Asians, rates appear to have leveled off since the mid-1990s with-
out declining. These race/ethnic differences may be due in part to the fact that breast cancer is diagnosed at earlier
stages in White women than in women of color, affecting chances of survival.**!

Figure 56: Historical Breast Cancer Mortality

Female breast cancer mortality has de-
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latest period, 2001-2002, the Tri-Valley §
rate dropped below the County rate. =
g 20
2
s 10 = Alameda County = ==Tri Valley
0

1991-1992 1993-1994 1995-1996 1997-1998 1999-2000 2001-2002
Source: CAPE; Alameda County vital statistics files, CA DOF, Census 1990 and 2000.
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The breast cancer mortality rate in the
Tri-Valley is 21.9 per 100,000 women,
just under the HP2010 objective of 22.3
or less. Alameda County, with a rate of
25.7, has not yet met the national objec-
tive.

In the Tri-Valley, and in general, mortal-
ity from breast cancer begins at a fairly
young age, in the 35 to 44 age group, and
increases with age.

African American females in Alameda
County have the highest rate of breast
cancer mortality. For the Tri-Valley, a
rate is calculable only for Whites; the
White rate is slightly less than that for
the county.

Figure 57: Breast Cancer Mortality by Area
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Source: CAPE; Alameda County vital statistics files 2000-2002, CA DOF, Census 2000.
Note: Dublin is not shown due to insufficient numbers.

Figure 58: Breast Cancer Mortality by Age, Tri-Valley
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Source: CAPE; Alameda County vital statistics files 2000-2002, CA DOF, Census 2000.

Figure 59: Breast Cancer Mortality by Race/Ethnicity
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B Prostate Cancer Mortality

Prostate cancer is a malignant neoplasm that develops in the prostate gland, the walnut-sized gland deep in the pelvis,
between the bladder and the penis. The prostate, which wraps around the urethra, produces the fluid part of semen,
which carries sperm. Most prostate cancer develops in the posterior part of the prostate gland, and the rest near the
urethra. Prostate cancer is a slow-growing cancer that rarely produces symptoms until it is well advanced."?

Prostate cancer is the second leading cause of cancer-related death among men in the United States, as well as the
most commonly diagnosed cancer among men. The American Cancer Society estimates that in 2005, there will be
232,090 new cases of prostate cancer.'®'

Nationally, the age-adjusted prostate cancer death rate in 2002 was 27.9 deaths per 100,000 men; 30,446 men died

from the disease.® About 70% of prostate cancers are diagnosed among elderly men who are 65 years or older.'® In

California, the age-adjusted prostate cancer death rate was 28 per 100,000 during the period 1997-2001." Both na-
tional and state rates are close to the Healthy People 2010 objective of no more than 28.8 per 100,000 men.*

Since 1990 there has been a gradual decline in the prostate cancer death rate among all race/ethnic groups monitored.
This trend is more notable among Whites than among African Americans.>'”!® The death rates for African American
men continue to be two times higher than those for White men. In 2002, the prostate cancer death rate was 25.7 per
100,000 for White men compared to 62.0 for African American men.’

The declining trend might be explained by technological advances in medicine and early screening for prostate
cancer known as prostate-specific antigen (PSA) testing.'”!® From a public health perspective, the effectiveness of PSA
screening in reducing mortality has not yet been clearly demonstrated because the test produces a large number of
false positives.'®

Figure 60: Historical Prostate Cancer Mortality
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Source: CAPE; Alameda County vital statistics files, CA DOF, Census 1990 and 2000.
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Figure 61: Prostate Cancer Mortality by Area
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Source: CAPE; Alameda County vital statistics files 2000-2002, CA DOF, Census 2000.

Figure 62: Prostate Cancer Mortality by Age, Tri-Valley
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Source: CAPE; Alameda County vital statistics files 2000-2002, CA DOF, Census 2000.

Figure 63: Prostate Cancer Mortality by Race/Ethnicity
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B Asthma

Asthma is a chronic lung condition that causes swelling, excess mucus, and narrowing of the airways. An asthma
attack occurs when the airways become so swollen and clogged that the person has trouble getting enough breath.
Symptoms include coughing, wheezing, shortness of breath, and a tight feeling in the chest. Asthma can be triggered
by exposures and conditions such as respiratory infections, dust mites, animal dander, mold, pollen, tobacco smoke,
wood smoke, indoor and outdoor air pollutants, and even exercise.! Although the exact cause of asthma is not known,
the development of asthma is determined by the interaction between genetics and environmental exposures. In
Alameda County, air pollution is prominent, especially in areas with major freeways and industrial facilities.

There is no cure for asthma, so effective management of the condition is essential. Effective management of asthma
involves: 1) controlling exposure to asthma triggers; 2) adequately managing asthma with medications; 3) monitoring
lung function; and 4) educating asthma patients to work with medical providers as partners in their own care.!

The prevalence of asthma has been increasing nationally since 1980. The CDC estimates that 14 million people in the
United States have asthma and that over ten million have had an asthma attack in the past year. In general, asthma
rates are higher among females and children five to 14 years. They are also higher among African Americans and low-

income residents of inner cities.?

Nationally, there are approximately 460,000 asthma hospitalizations per year. Rates of asthma hospitalization are
highest among children under five years, followed by children five to 14 years and then adults 65 years and older.
Hospitalization rates are 1.5 times higher among females than males and three times higher among African Ameri-
cans than Whites.?In California, asthma hospitalization rates are highest among African Americans even when ad-
justed for income. Statewide and nationally, rates among African Americans are at least three times those for Whites.”

Data from the Behavioral Risk Factor Surveillance System showed that approximately 7% of U.S. adults currently
have asthma.? Asthma rates were highest among multiple race respondents (16%), followed by American Indians
(12%), African Americans (9%), Whites (8%), Latinos (5%), Asians (3%), and Pacific Islanders (1%).> In California, an
estimated 7% of adults currently have asthma, 5% of women and 9% of men.*

There are roughly 5,000 deaths nationally per year from asthma. The death rate for African Americans is 2.5 times
that for Whites, and about 1.5 times higher among females than males. Asthma death rates increase with age.?

Chronic conditions such as asthma can adversely affect the physical, cognitive, social, and emotional development of
young children. According to The Health of Young Children in California, asthma is the most common health condi-
tion among young children.> Approximately 10.5% of California children one to five years have been diagnosed with
asthma. The highest rates are for African American children (20.4%), followed by White (10.4%) and Latino (9.2%)
children. While about half the children diagnosed with asthma take medication to control it, many more children
experience symptoms and physical limitations that could be controlled by medication. In addition, it is estimated that
22% of children diagnosed with asthma have an asthma-related ER visit each year. The figure jumps to 34% among
one and two year olds with asthma. The largest contributor to preventable hospital admissions among children is usu-
ally asthma.®

Asthma hospitalization rates in Alameda County exceed California rates in every demographic group studied. For
children, and the population as a whole, Alameda County rates were the second highest among the state’s 58 coun-
ties, after Imperial County. Alameda County has the highest asthma hospitalization rates in the state among African
American children 14 years and younger.®
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A common measure of childhood asthma is the age-adjusted rate of asthma hospitalization among children 0-14
years of age. It is in this measure that the greatest racial, sex, and geographic differences are seen. The original Healthy
People 2000 objective for the age group 0-14 years was 225 per 100,000. As there is a great deal of interest in this

age group and there is no comparable Healthy People 2010 objective, we have chosen to continue using the Healthy
People 2000 objectives for asthma hospitalization as a basis for comparison. For all ages combined, the comparable
HP2000 objective was 160 per 100,000.

Asthma Hospitalization

Figure 64: Historical Asthma Hospitalization (All Ages)
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Source: CAPE; OSHPD hospitalization files, CA DOF, Census 1990 and 2000.

Figure 65: Historical Childhood Asthma Hospitalization
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The pattern of asthma hospitalization for
all ages is different from that for children
only (less than 15 years). For all ages
combined, female rates are higher than
male rates in each Tri-Valley locale as
well as county-wide. Childhood asthma
hospitalization rates, on the other hand,
are higher among males in every locale.

Gender differences can be further
understood when rates are examined
by age. Asthma hospitalizations among
males age 0-14 years in the Tri-Valley
exceed those among females by large
margins. Sometime after the age of 15,
however, the pattern reverses and many
more females than male are hospitalized
for asthma. This pattern is seen at the
county level as well.

Figure 66: Asthma Hospitalization by Area (All Ages)
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Figure 67: Childhood Asthma Hospitalization by Area
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Figure 68: Asthma Hospitalization by Age, Tri-Valley
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Source: CAPE; OSHPD hospitalization files 2001-2003, CA DOF, Census 2000.
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The rate of asthma hospitalization
among African Americans in Alameda
County is exceedingly high relative to
other race/ethnic groups. For every
race/ethnic group, rates are higher in the
County than in Tri-Valley.

Among children 0-14 years in the Tri-
Valley, African American rates of asthma
hospitalization are approximately three
times higher than those of other races/
ethnicities. African Americans also are
the only race/ethnic group in the Tri-
Valley that has not yet met the HP2000
objective of 225.

It is important to keep in mind that asth-
ma hospitalization does not measure the
prevalence of asthma in the population.
Rather, it is a reflection of the incidence
of asthma attacks severe enough to result
in hospitalization. The high county rate
is influenced by very high rates in Oak-
land that are concentrated in pockets

of substandard housing and poor air
quality. Rates are also influenced by ac-
cess to primary care and proper medical
management.

Figure 69: Asthma Hospitalization by Race/Ethnicity (All Ages)
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Figure 70: Childhood Asthma Hospitalization by Race/Ethnicity
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Mental illness is the second leading cause of disability and premature mortality, after cardiovascular disease, in the
United States and other industrialized economies.' Several categories of mental disorders — depression, bipolar
disorders, schizophrenia, and anxiety disorders - are considered serious mental illnesses because of the magnitude
of disability associated with them, their prevalence in the population, and the far-reaching effect the illnesses have on
families and others who are close.>’ The economic costs are enormous when treatment, lost productivity from dis-
ability and premature death, and criminal justice system costs are considered.

The most common mental disorder is depression.* Some depression is part of the normal life course, and nearly all
adults feel depressed at one time or another. This type of depression is typically time-limited and less pervasive than a
diagnosable depressive disorder.

Major depression and similar mood disorders usually result in impaired functioning on a variety of levels — social,
occupational, educational, and familial. Severely depressed individuals often feel empty, worthless, hopeless, and fre-
quently cannot find pleasure in any activities. Suicide can be the result of untreated major depression.

Rates of depression among women are about two times higher than those among men. Men, however, tend to mani-
fest depression differently from women. Men are more likely to get discouraged, angry, or irritable and less likely to
seek treatment or be diagnosed.’> Nationally, over 6% of women and 3% of men experience major depression in a
given year.”

About one in five adults experience a mental disorder each year. Of these, about 15% have a co-occurring drug or
alcohol use disorder. This coexistence makes treatment of either disorder more complicated. While treatment that
addresses both problems at once is thought to be optimal, such options are often unavailable in community settings.'
Treatments for mental disorders are becoming increasingly effective. They take two basic forms: psychosocial (psy-
chotherapy or counseling) and psychopharmacologic (medication). Nevertheless, it is estimated that nearly half of
U.S. adults with a serious mental illness do not seek treatment.'

Depression Hospitalization

Hospitalization for depression has

Figure 71: Historical Depression Hospitalization
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Rates of hospitalization for depres-

sion are the same for males in each city
as they are in the county. In contrast,
the rates for females in Livermore and
Pleasanton are higher than in any other
city in Alameda County, and they are at
least two times the rate of males. Coun-
ty-wide, the female rate is only 50%
higher than the male rate.

In Tri-Valley, females in every age group
are hospitalized for depression more
often than males. Most hospitalization
for depression occurs at older ages,

with rates among elderly females being
exceedingly high. However, adolescents
and young adults 15 to 24 years are also
hospitalized for depression at higher
rates than those between the ages of 25
and 64.

While the pattern of depression hospi-
talization is similar for Alameda County
and the Tri-Valley, rates are higher in the
Tri-Valley for each group except Asian/
Pacific Islanders.

Figure 72: Depression Hospitalization by Area
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Source: CAPE; OSHPD hospitalization files 2001-2003, CA DOF, Census 2000.

Figure 73: Depression Hospitalization by Age, Tri-Valley
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Figure 74: Depression Hospitalization by Race/Ethnicity
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Map 3: Depression Hospitalization, 2001-2003
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Livermore and Pleasanton have the highest rates of hospital-
ization for depression in Alameda County (266 and 254 per
100,000, respectively). Parts of Berkeley, San Leandro, Castro
Valley, Ashland, and Oakland’s Chinatown also have rates that are
at least 50% higher than the county rate of 173. While the map
shows depression hospitalization rates for both sexes combined,
in the Tri-Valley the female rate is over two times that of males
(336 per 100,000 females versus 138 per 100,000 males). County-
wide, the female rate is only 50% higher than the male rate.
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Injury and Homicide

B Unintentional Injury

Unintentional injury is bodily harm that is not purposely inflicted. Nationally, two-thirds of injury deaths are un-
intentional, and 94% of nonfatal injuries treated in emergency departments are unintentional."* About 29.7 million
injuries were treated in hospital emergency departments in 2001.* The majority of these were unintentional; less than
2 million were violence-related.

Unintentional injuries are one of the major causes of premature death and lifelong disability. Most unintentional
injuries are predictable and preventable. Motor vehicle accidents are the primary source of unintentional injury
death, followed by poisoning, falls, suffocation, drowning, and fire.” Falls cause the greatest number of unintentional,
nonfatal injuries treated in emergency departments. Next are injuries from being struck by or against an object, mo-
tor vehicle accidents, overexertion, and cuts.?

About two-thirds of poisoning deaths are unintentional, and 93% of unintentional poisonings are related to drugs.
Narcotics are responsible in half of all unintentional poisonings.

In 2002, 106,742 people died of unintentional injuries in the United States. Nearly two-thirds of those were male.?
The age-adjusted rate of unintentional injury death in the United States was 36.9 per 100,000 in 2002. The rate among
males was 51.5 per 100,000, over twice the female rate of 23.5. The death rates for males between 18 and 64 years were
two to four times the rates for females. Persons over 70 years had the highest death rates.'

In California, the rate of unintentional injury deaths was 28 per 100,000.° Both national and state rates exceed the
HP2010 objective of 17.5 or less.® Unintentional injuries were the fifth leading cause of death in the United States
in 2002. For those under 35 years, they were the leading cause of death as they have been for the last 50 years’” The
death rate for unintentional injury declined from 1950 until 1992 and then increased slightly. In 2002, the age-ad-
justed death rate increased more than 3% from 2001.%

American Indians have disproportionately high rates of death from unintentional injury. Rural or isolated living,
minimal emergency medical services, and great distances from sophisticated trauma care contribute to these in-
creased rates.

Unintentional Injury Mortality

The death rate due to unintentional in-

Figure 75: Historical Unintentional Injury Mortality
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Figure 76: Unintentional Injury Mortality by Area
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Source: CAPE; Alameda County vital statistics files 2000-2002, CA DOF, Census 2000.

Figure 77: Unintentional Injury Mortality by Age, Tri-Valley
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Source: CAPE; Alameda County vital statistics files 2000-2002, CA DOF, Census 2000.

Figure 78: Unintentional Injury Mortality by Race/Ethnicity

Unintentional injury deaths in Alameda 40 Alameda County
County are highest among African 35 = Tri-Valley
Americans, followed by Latinos, Whites, o 30
and Asians. In the Tri-Valley, the White § 25
rate is higher than the Latino rate, but 2 50
not significantly so. :’-). 15
£ 10
5
0 .
AfrAmer Asian Latino White

Source: CAPE; Alameda County vital statistics files 2000-2002, CA DOF, Census 2000.
Note: American Indian and Pacific Islander not shown due to insufficient numbers.
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Unintentional Injury Hospitalization

Figure 79: Historical Unintentional Injury Hospitalization
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Figure 80: Unintentional Injury Hospitalization by Area
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Figure 81: Unintentional Injury Hospitalization by Age, Tri-Valley
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Figure 82: Unintentional Injury Hospitalization by
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Il Homicide and Assault

Homicide is any intentionally inflicted fatal injury to another person. These exclude deaths caused by law enforce-
ment officers in the line of duty.

Nationally, the age-adjusted rate of homicide was 6.1 per 100,000 in 2002. The homicide rate among males was 9.4,
more than three times the female rate of 2.8.° In California, the homicide rate was 6.5 per 100,000 for the period
2000-2002.° Both national and state rates exceed the HP2010 objective of 3.0 or less.®

In 2002, there were 17,638 known homicide victims in the United States; more than 75% were male.’ Homicide was
the second leading cause of death, after unintentional injury, for the 15-24 age group.” For the 25-34 age group, homi-
cide ranked third after unintentional injury and suicide.” Homicide victimization was especially high among African
American males, exceeding the White male rate by more than six times.> Among African American males 15 to 19
years, 20 to 24 years, and 25 to 34 years, homicide was the leading cause of death, accounting for 44%, 51%, and 31%
of deaths, respectively, in those age groups.”

Nationally, homicide rates among children and young adults increased between 1960 and the mid-1990s, and have
been declining since.® Fifty-six percent of homicides involve firearms.!

Homicide Mortality
Figure 83: Historical Homicide Mortality
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Source: CAPE; Alameda County vital statistics files, CA DOF, Census 1990 and 2000.

Page 56 Tri-Valley Health Profile



For the five-year period, 1998 to 2002,
the homicide rate in Alameda County
was 7.6 per 100,000, four times higher
than the Tri-Valley rate of 1.8. The Tri-
Valley homicide rate is well below the

HP2010 objective of 3.0.

In the Tri-Valley, nine males and four
females died due to homicide from 1998
to 2002.

In Alameda County, the homicide rate
for African Americans is far higher than
any other race/ethnic group. No group
had numbers high enough to calculate
rates for the Tri-Valley.

Figure 84: Homicide Mortality by Area
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Source: CAPE; Alameda County vital statistics files 1998-2002, CA DOF, Census 2000.
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Figure 85: Number of Homicides by Age, Tri-Valley
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Figure 86: Homicide Mortality by Race/Ethnicity,
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Assault Hospitalization

Hospitalization for assault-related injury
has declined steadily in Alameda County
over the past decade, a decline similar to
that seen for homicide rates. The compa-
rable Tri-Valley rate has been relatively
stable and consistently lower than the
county over the same period.

During the period 2001-2003, the Tri-
Valley assault hospitalization rate was
10.7 per 100,000, less than one-third the
county rate of 37.1.

Assault hospitalization rates for males
in the Tri-Valley cities are similar. In
Alameda County, the male rate is over
three times the Tri-Valley male rate, and
over six times the county-wide female
rate. Only a few females in Tri-Valley
were hospitalized for assault over the
three year period.

In contrast to unintentional injury, the
rate of hospitalization due to assault is
highest among adolescents and young
adult males, especially those 15 to 24
years. Alameda County rates are several
times higher than Tri-Valley rates in
most age groups. Only in the oldest age
group is the Tri-Valley rate higher than
the County rate.

Figure 87: Historical Assault Hospitalization
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Figure 88: Assault Hospitalization by Area
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Figure 89: Assault Hospitalization by Age for Males
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Figure 90: Assault Hospitalization by Race/Ethnicity
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Communicable Disease
B Tuberculosis

Tuberculosis (TB) is a communicable disease caused by Mycobacterium tuberculosis, also referred to as tubercle ba-
cilli. It is transmitted from person to person through particles carrying the bacteria through the air. Transmission can
occur when people breathe in the bacteria while in close and prolonged contact with a person with infectious TB.

Once a person has been exposed to someone with TB and has inhaled the TB bacteria, that person may become
infected with TB. In most people who inhale the bacteria, the body is able to fight the bacteria to stop it from growing
but will still show evidence of exposure when tested. This is referred to as latent TB infection (LTBI). For other indi-
viduals who inhale the TB bacteria and become infected, TB infection can progress to TB disease when the immune
system cannot fight off the tubercle bacilli. TB is curable if a person takes all of their TB medications as prescribed.
Individuals with active TB disease may have some or all of the following symptoms: cough, weight loss, fevers, fatigue,
night sweats, or loss of appetite.

Approximately one-third of the world’s population is infected with Mycobacterium tuberculosis, with more than 8
million people becoming sick with TB disease and approximately 2 million people dying from TB each year.' The
majority of these cases occur in the countries of Asia, Africa, Eastern Europe, and Latin America where there are high
rates of TB. In the United States, there are an estimated 10 to 15 million Americans infected with TB, who have the
potential to develop active TB disease in the future. In 2002, the United States had a case rate of 5.2 per 100,000 with
just over 15,000 cases of tuberculosis reported nationwide.? The Healthy People 2010 objective is 1.0 per 100,000.

Drug resistant strains of tuberculosis can occur when a person with TB disease is not compliant with their medica-
tions as prescribed. This is of concern because drug resistant strains and multi-drug resistant (MDR) TB are more
difficult to treat and require longer treatment regimens.

TB case rates in the Tri-Valley have Figure 91: Historical TB Case Rate
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Alameda County. Rates in Alameda 20 Alameda County  ====Tri-Valley
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Asians and Pacific Islanders comprise
the greatest proportion of cases for both
Alameda County and the Tri-

Valley (62% and 70% respectively).
Whites account for a greater percentage
of cases in Tri-Valley than in Alameda
County. However, the White rate in
Tri-Valley is similar to that in Alameda
County.

The majority of TB cases in both the
Tri-Valley and the county occur among
individuals 25 years and older, with the
largest proportion of cases among per-
sons 25-44 years.

Between 2001 and 2003, there were 19
TB cases among those 0 to 4 years in
Alameda County, although none of these
occurred among residents of Tri-Valley.
TB cases among children 0 to 4 years

are important to monitor since they
indicate a recent transmission of TB has
occurred.

About 83% of the Tri-Valley TB cases
are among foreign-born individuals; in
Alameda County, the comparable figure
is 77%. Among Tri-Valley cases, the ma-
jority of foreign born cases come from
India and the Philippines.

Figure 92: TB Cases by Race/Ethnicity
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Figure 93: TB Cases by Age
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Figure 94: TB Cases by Country of Origin
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Figure 95: Drug Resistance Among TB Cases

Approximately 22% of Tri-Valley and 25
13% of Alameda County cases were "
resistant to at least one anti-TB drug. % 20
The most common of these is the drug LRE
Isoniazid. Two cases in Alameda County °
were multi-drug resistant (MDR) in & 10
2001-2003. g

g 5

0 .

Alameda County Tri-Valley
Source: CAPE; Alameda County TIMS, 2001-2003.

l AIDS

Acquired immune deficiency syndrome (AIDS) is caused by the human immunodeficiency virus, known as HIV.
The term AIDS applies to the most advanced stages of HIV infection. HIV progressively weakens the body’s immune
system and thus the ability to protect itself from infection and disease. HIV is spread from person to person through
the exchange of bodily fluids, including blood, semen, vaginal secretions, and breast milk. The most common forms
of transmission are sexual contact with infected people and the sharing of contaminated needles or syringes, but the
virus can also be transmitted from HIV-infected women to their babies during pregnancy, delivery, or breast-feeding.

HIV/AIDS is a severe, life-threatening condition that has reached epidemic proportions, affecting more than 60 mil-
lion people worldwide since the onset of the HIV/AIDS epidemic 20 years ago. In the United States, there have been
approximately 930,000 AIDS cases and 524,000 reported deaths from AIDS as of December, 2003.% It is estimated that
850,000 to 950,000 people are living with HIV, with 40,000 new HIV infections are occurring each year.* In Alameda
County, the number of new AIDS cases increased from one case in 1980 to 627 cases at the height of the epidemic

in 1992, and decreased to 182 cases in 2003. The average annual rate was 13.9 per 100,000 for the period 2001-2003.
This is far greater than the Healthy People 2010 objective of no more than one new case per 100,000 each year.

Individuals can place themselves at risk for HIV/AIDS with various behaviors. Men having sex with men (MSM)
has been the predominant exposure mode, accounting for the greatest number of cases, although cases attributed to
heterosexual contact have been steadily increasing over the last decade.

The AIDS epidemic has changed over time, which has implications for prevention. Case rates peaked in the early
1990s and dramatically declined since, representing the slowing progression of HIV infection to AIDS. This slower
progression is attributable to improved behavioral risk reduction interventions and the introduction of new drug
therapies in 1996.

The use of antiretroviral therapy has also contributed to a reduction in the number of AIDS deaths.
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Case rates in the Tri-Valley over the past
15 years have been consistently lower
than county rates. In 2001-2003, 19 cases
of AIDS were diagnosed among Tri-Val-
ley residents. New cases tended to be
White males. The average annual rate in
Alameda County in 2001-2003 was 13.9
per 100,000 residents, nearly four times
the Tri-Valley rate of 3.5. Neither area
has met the HP2010 objective of 1.0

The majority of AIDS cases in Tri-Val-
ley are White (58%); 21% are African
American. The pattern is reversed at the
county level, with 53% African American
and 24% White. Percentages of Latino
and API cases are similar in the Tri-Val-
ley and in the county. None of the Tri-
Valley residents diagnosed with AIDS
have been under the age of 25 years.

Exposure to HIV among Tri-Valley resi-
dents is primarily through sexual contact
(either heterosexual or men having sex
with men). Roughly 20% are exposed
through IV drug use. The pattern is simi-
lar at the county level.

Figure 96: Historical AIDS Case Rate
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Figure 97: AIDS Cases by Race/Ethnicity
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Figure 98: AIDS Cases by Exposure Mode
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Both the numbers of new AIDS cases
and deaths among AIDS cases have
declined dramatically in the last decade.
With treatment, people with AIDS are
living longer, and thus the number of
people living with AIDS continues to
rise. By the end of 2003, there were 2,732
known persons living with AIDS in
Alameda County; 100 of these were Tri-
Valley residents.

B Sexually Transmitted Diseases

Figure 99: AIDS Cases, Deaths, and Persons Living With AIDS,
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Source: CAPE; Alameda County HARS.

Sexually transmitted diseases (STDs) are infections that are acquired through sexual contact. They are
among the most common infectious diseases in the United States today. In the United States 65 million
people are living with an incurable STD and 15 million people are infected every year. Although STDs
affect men and women of all backgrounds and economic levels, they are most prevalent among teenagers

and young adults. Nearly two-thirds of all STDs occur in people younger than 25 years of age.

Many individuals infected with STDs will show no symptoms of the disease and are therefore unlikely to
be diagnosed and treated. Even cases of disease that are detected are often times not reported. Thus, the
extent of infection of STDs is difficult to monitor as each new case that goes undetected and untreated
magnifies this “hidden” epidemic. Untreated STDs can cause serious health problems such as pelvic inflam-

matory disease (PID).

Chlamydia is one of the most dangerous STDs among women and is the most commonly reported infec-
tious disease in the United States. While affecting both men and women, women suffer the most severe
consequences of untreated infection. Up to 40% of untreated women will develop PID and 20% of these
will become infertile. Fifty percent of men and 75% of women infected with chlamydia will show no symp-
toms. The rate of chlamydia infection is thought to be declining in the United States from an estimated
annual incidence of 4 million cases in the early 1980s to about 3 million annual cases today.

Gonorrhea is a sexually transmitted bacterial infection. Reported cases of gonorrhea declined in the Unit-
ed States until the late 1990s when in 1997-1999 gonorrhea rates increased by nine percent. Gonorrhea
rates remain high for African Americans, adolescents and young adults. It is a major cause of PID, which
can lead to infertility and tubal pregnancies in women. Gonorrhea can be cured easily and its long-term

consequences avoided by early detection and treatment with antibiotics.

An estimated 650,000 cases of gonorrhea occur each year in the United States.> Like chlamydia, gonorrhea
infections are under-reported and it is believed that reported cases constitute only about half of all actual
cases occurring annually. The reported rate of gonorrhea infection in the United States is the highest of
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any industrialized country. Historically, gonorrhea rates have been higher in men than in women, likely
because many women have asymptomatic infections. However, recent increases in reproductive health
screening in women have contributed to a reduction of the disparity in rates between men and women.

Although the rate of chlamydia infection
in the Tri-Valley is much lower than that
in Alameda County, the rate has been
increasing in recent years.

For the period 2001-2003, the Tri-Valley
rate was 96 per 100,000, less than one-
third the county rate of 335.

Similarly, the rate of gonorrhea infection
in the Tri-Valley is very small compared

Figure 100: Historical Chlamydia Case Rate
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Source: CAPE; Alameda County STD surveillance system.

Figure 101: Historical Gonorrhea Case Rate
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Young females account for the greatest
number of reported chlamydia cases in
the Tri-Valley. The rate of infection for
females 13 to 19 years is six times the
rate for males in that age group. The rate
for females 20 to 29 years is more than

three times that of males of the same age.

The rate of gonorrhea infection is the
same for males and females 20 to 29
years of age. However, teenage females
have a much higher rate of infection
than teenage males. Over the age of 30,
males have higher rates than females.

Among reported cases of gonorrhea and
chlamydia combined, Whites account
for the largest proportion of cases, fol-
lowed by Latinos. However, more than
half of reported cases have unknown
race and thus firm conclusions cannot be
drawn.

Figure 102: Chlamydia Case Rates by Age, Tri-Valley
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Figure 103: Gonorrhea Case Rates by Age, Tri-Valley
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Figure 104: Chlamydia and Gonorrhea Cases by Race/Ethnicity,
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Appendix A: Technical
Notes

B Methods

Geographic measures

Each source of data has variations in its geographies:

Vital statistics  For data prior to 2000, data are based on the address, which is sometimes different from the physical loca-
tion. For example, many addresses inside Oakland near the Emeryville border use Emeryville for the postal address. For

subsequent years data are based on physical location.
Census 2000 Data are reported for each city as a whole.

Hospitalizations City equivalents are developed by grouping zip codes. Dublin is 94568; Livermore, 94550, 94551;
Pleasanton, 94566, 94588.

Race and ethnicity

This report restricts descriptions of race and ethnicity to short words and phrases. It is recognized that individual prefer-
ence varies and that classification is not trivial. Considering the report’s many text references, tables, and figures that make
comparisons between races, readability and space require consistent and abbreviated usage. Thus, the report refers to
African American, rather than Black or African. In tables and figures, African American is usually shortened to AfrAmer.
Other standard terms are White; American Indian (sometimes shortened to AmerInd); Pacific Islander (sometimes short-
ened to Paclsl and sometimes referred to as Native Hawaiian or Other Pacific Islander); and Asian (sometimes combined
with Pacific 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. Thus, 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 cat-
egory, so the report uses those designations when needed. Finally, race is often unreported, mis-reported, or unclassifiable
in many data systems; the report often includes these for completeness, labeled as appropriate for the circumstance.

Rate calculations

Health indicators in this report are presented primarily as age-adjusted rates per 100,000 population. These rates are age-
adjusted by the direct method to the U.S. 2000 standard population. Age-adjustment is a summary measure that allows for
comparison of rates across population groups that have different age compositions.

Grouping multiple years of data becomes necessary when investigating patterns of health in small geographic areas. This
method increases the number of incidents (cases of births, deaths, or hospitalizations), allowing the calculation of more
reliable rates and reducing random variation. Rates are not shown if the number of events was less than ten. This limits,
for example, the data presented for American Indians, or the availability of data for small geographies such as individual

Tri-Valley cities.
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B Data Sources

Demographic and socioeconomic U.S. Bureau of the Census, American Fact Finder, 2000 Census and 1990 Census.

Population estimates The population estimate for each geography is from Census 2000 and California 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 May 2004 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 esti-
mates.'

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 Depart-
ment of Public Health Automated Vital Statistics System (AVSS) and the State of California statistical master death file.

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

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.

B 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
attributed to changes in hospital admission practices or the diagnostic coding of illnesses, or reflective of true changes in
the patterns of disease. Hospitalization data capture those illnesses or injuries serious enough to get people admitted to
the hospital and are not a direct reflection of 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
field on many hospital discharge forms. Consequently, race is not recorded in about 18% of hospital discharge records.>
There 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 certificate. The race/ethnicity on the birth certificate is re-

ported by self-identification according to the race and ethnicity of the mother.

Deaths The race and ethnicity of the decedent is from the death certificate 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
effect of numerator and denominator biases, it has been estimated that death rates are overestimated by about 1% among
Whites and 5% among African Americans. They are underestimated by approximately 21% for American Indian or Alaska
Natives, 11% for Asian and Pacific Islanders, and 2% for Latinos.?

Change of International Classification of Disease Mortality data for specific causes of death in this report are classi-
fied and coded according to the World Health Organization’s (WHO) tenth revision of the International Classification of
Diseases (ICD-10) implemented in the United States in 1999.* However, the mortality trend data for 1991 to 1998, and
hospital discharge data are based on the ninth revision of the International Classification of Diseases (ICD-9). Since the
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beginning of the century, the International Classification of Disease for mortality has been modified about once every 10
years, except for the 20-year interval between the last two revisions. ICD-10 differs from ICD-9 in many respects:

« ICD-10 is far more detailed than ICD-9, about 8,000 categories compared with 4,000 categories, mainly to pro-
vide more clinical detail for morbidity applications.

o ICD-10 uses 4-digit alphanumeric codes compared with 4-digit numeric codes in ICD-9.

« Three additional chapters have been added, some chapters rearranged, cause of death titles have been changed,
and conditions have been regrouped.

o Some coding rules have been changed.®

Introducing this tenth revision of International Classification of Disease creates discontinuities in time series and trends.
This means the Healthy People 2010 objectives may not be strictly comparable with the tracking data for 1999 and subse-
quent years whose baseline data were 1997 and 1998.°

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

Pacific Islander”

Leading causes of death Causes are ranked according to the number of deaths because it most accurately reflects the fre-
quency of cause-specific mortality. In this report, leading causes of death were derived from the recommended list of 50
rank-able causes from the 113 selected causes of death developed for use with ICD-10.° Leading causes of infant mortality
were derived from a separate ranking procedure using the recommended list of 71 rank-able causes from the 130 selected
causes of infant death developed in accordance with ICD-10. Ranking leading causes of death is a useful tool for illustrat-
ing the relative burden of cause-specific 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 rank-able categories, namely, all cancer
and unintentional injuries, respectively. If they were included separately, both causes would rank among the ten leading
causes of death.®

Sexually transmitted diseases The incidence of STDs depends on levels of screening. Since testing for STDs is not compre-
hensive 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/ethnicity of the individual. Hence, the data is incomplete and conclusions about the
distribution of STDs by race/ethnicity cannot be firmly drawn.

B 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 'The percentage of live births weighing less than 2,500 grams.
Early prenatal care Care received during the first trimester (before 12 weeks) of pregnancy.

Teen birth Births to teenage mothers (15 to 19 years).
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Mortality Cause of Death ICD-10 Codes Cause of Death ICD-10 Codes

Diabetes E10-E14 Colorectal cancer C18-C21
Coronary heart disease  111; 120-125 Female breast cancer ~ C50
Stroke 160 - 169 Prostate cancer Cel
All cancer C00-C97 Unintentional injury ~ V01-X59; Y85-Y86
Lung cancer C33-C34 Homicide X85-Y09;Y87.1
Hospitalization 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
Depression 296.20-296.35; 300.40; 311.00 Primary Dx
Unintentional injury E800-E949 Primary E-code
Assault E960-E969 Primary E-code

Communicable Disease

AIDS The Centers for Disease Control and Prevention expanded the AIDS surveillance case definition in 1993 to in-
clude all HIV-infected persons with a CD4+ T-lymphocyte count of less than 200 cells/uL or with one of the AIDS-defin-
ing clinical conditions.

Chlamydia A case that is laboratory confirmed by isolation of C. trachomatis by culture.
Gonorrhea A case that is laboratory confirmed by isolation of Neisseria gonorrhea by culture.

Tuberculosis Positive cultures for M. tuberculosis confirm 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.

B Rates

Age-adjustment  All age-adjusted rates in this report are adjusted by the direct method to the 2000 U.S. Standard Popula-
tion. In general, the number of deaths for specific causes of mortality in a community is affected by the size and age com-
position 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 different sub-
populations. This 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 effect of differences in the age composition
of populations, disease rates can be age-adjusted. Age-adjusting methodology involves first calculating rates for each age
category to determine age-specific rates. Each age-specific rate is then multiplied by the proportion of the corresponding
age category in a standard population. The sum of these weighted age-specific 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. This variation is inversely
related to the number of events (e.g. deaths) used to calculate the rate. The 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
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events.® For this report, this standard has been relaxed to a requisite ten or more events for rates, a standard recently ad-
opted by the Family Health Outcomes Project of the University of California, San Francisco.’

Confidence interval A good measure of the reliability of a rate is the confidence interval (CI) around the rate estimate.
A confidence interval defines the range of rates that would be determined by repeated sampling of the same phenomenon.
By statistical convention, a 95% confidence interval is considered a useful measure of the range of accuracy of an estimate.
This means that with repeated sampling, one would obtain a rate within the confidence interval 95% of the time. These
calculations normally use the binomial distribution. Based on recommendations of the National Center for Health Sta-
tistics (NCHS) regarding the calculation of rates and confidence intervals, the standard error of any rate based on fewer
than 100 events is based on the Poisson distribution. The Poisson distribution is similar to the binomial distribution but is
characterized by very small numbers of events occurring in a large number of trials.’
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Appendix B: Data Tables
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Table B-1: Demographics

Alameda County Dublin Livermore Pleasanton Tri-Valley
Total 1,443,741 29,973 73,345 63,654 166,972
Male 709,300 49.1% 15,782 52.7% 36,664 50.0% 31,270 49.1% 83,716 50.1%
Female 734,441 50.9% 14,191 473% 36,681 50.0% 32,384 50.9% 83,256 49.9%
Age
Under 5 years 98,378 6.8% 1,758 5.9% 5,650 7.7% 4,359 6.8% 11,767 7.0%
5 to 14 years 201,417 14.0% 3,624 12.1% 11,955 16.3% 10,807 17.0% 26,386 15.8%
15 to 24 years 193,193 13.4% 3,697 12.3% 8260 11.3% 6,288  9.9% 18245 10.9%
25 to 34 years 241,073 16.7% 6,410 21.4% 10,868 14.8% 7,988 125% 25266 15.1%
35 to 44 years 248,706 17.2% 6,823 22.8% 14,878 20.3% 13,251 20.8% 34,952 20.9%
45 to 54 years 200,518  13.9% 4,267 14.2% 10,300 14.0% 10,487 16.5% 25,054  15.0%
55 to 64 years 112,865 7.8% 2,013 6.7% 5918  8.1% 5636 89% 13,567 8.1%
65 to 74 years 75,699  5.2% 923 3.1% 3156  43% 2,723  43% 6,802 41%
75 to 84 years 53,069  3.7% 368 1.2% 1,798  2.5% 1,560  2.5% 3,726 2.2%
85 years and over 18,823  13% 9 03% 562  0.8% 555  0.9% 1,207 0.7%
Median age 34.5 34.3 35.0 36.9 35.5
% <18 years 354,572 24.6% 6,282 21.0% 20,640 28.1% 17,952 282% 44874 26.9%
% 65+ years 147,591 10.2% 1,381 4.6% 5516  7.5% 4838 76% 11,735  7.0%
Race
African American 211,124 14.6% 2,995  10.0% 1,094 1.5% 845  1.3% 4,934 3.0%
American Indian 5306 0.4% 156 0.5% 315 0.4% 147 0.2% 618  0.4%
Asian 292,673  20.3% 3,050 10.2% 4171 57% 7387 116% 14608  8.7%
Latino 273,910 19.0% 4,059 135% 10541 14.4% 5,011 79% 19611 11.7%
Pacific Islander 8458  0.6% 8 03% 189  0.3% 74 01% 348 0.2%
White 591,095 40.9% 18,669 62.3% 54,587 74.4% 48253 75.8% 121,509 72.8%
Some other race 4,676  0.3% 61  02% 185  0.3% 143 0.2% 389 0.2%
Multiple race 56,499  3.9% 898  3.0% 2,263 3.1% 1,794 2.8% 4,955  3.0%
Characteristics of persons
% poverty: total 11.0% 2.9% 5.3% 2.6% 3.9%
% poverty: <18 years 13.8% 3.5% 7.4% 2.7% 4.9%
% poverty 18-64 years 10.4% 2.7% 4.9% 2.4% 3.5%
% poverty: 65+ years 8.1% 3.2% 1.5% 3.8% 2.7%
% unemployed 5.5% 3.1% 3.4% 2.6% 3.0%
% high school or better 82.4% 86.3% 89.6% 94.2% 90.7%
% bach or better 34.9% 32.9% 31.6% 47.3% 37.8%
% speak English not well or 8.5% 23% 3.8% 2.0% 2.8%
not at all
Households 523,336 9,325 26,123 23,311 58,759
Average HH size 2.7 2.7 2.8 2.7 2.7
Average HH income $72,629 $87,860 $86,710 $112,605 $97,152
% owner-occupied HH 54.7% 64.9% 72.2% 73.4% 71.5%
% HH linguistically isolated 8.7% 3.1% 2.8% 2.9% 2.9%
Families w/own children <18 170,762 3,301 10,492 9,521 23,314
% mothers w/out hushand 21.5% 15.3% 13.9% 11.3% 13.0%

Source: CAPE; Census 2000.

Note: Linguistically isolated means that no one in the household 14 years and over speaks English “very well.”
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Table B-19: Tuberculosis Cases, 2001-2003

Total % Rate LCL UCL| Total % Rate LCL UcCL
Total 570 100.0 13.7 12.6 14.9 23 100.0 4.3 2.7 6.4
Sex
Male 323 56.7 15.8 14.1 17.6 15 65.2 5.6 3.1 9.3
Female 247 43.3 1.7 10.2 13.2 8 34.8
Race/Ethnicity
Amerind 1 0.2 0 0.0
AfrAmer 91 16.0 14.0 1.3 17.2 1 4.3
API 351 61.6 35.9 32.2 39.7 16 69.6 27.8 15.9 451
Latino 93 16.3 1.4 9.2 14.0 0 0.0
White 23 4.0 1.4 0.9 2.1 5 21.7
Unknown 11 1.9 1 4.3
Age Group
0-4 yrs 19 33 6.5 3.9 10.2 0 0.0
5-14 yrs 24 4.2 4.0 2.6 6.0 0 0.0
15-24 yrs 46 8.1 8.8 6.4 1.7 1 4.3
25-44 yrs 200 35.1 14.1 12.2 16.1 12 52.2 6.2 3.2 10.8
45-64 yrs 162 28.4 18.0 15.2 20.8 7 30.4
65+ yrs 119 20.9 28.0 23.0 33.1 3 13.0
Country of Origin
Foreign-born 439 77.0 14.6 13.3 16.0 19 82.6 4.1 2.5 6.4
US-born 130 22.8 1.3 9.4 13.2 4 17.4
Unknown 1 0.2 0 0.0

Source: CAPE; Alameda County TIMS.
Note: LCL and UCL are lower and upper 95% confidence levels for the rate.
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Table B-20: AIDS Cases, 2001-2003

Total %  Rate LCL UCL| Total % Rate LCL UCL

Total 622 1000 139 128 15.0 19 100.0 3.5 2.1 5.5
Sex

Male 472 759 215 196 235 16 842 5.9 3.4 9.7

Female 150 241 6.6 5.5 7.7 3 158
Race/Ethnicity

Amerind 2 0.3 0 0.0

AfrAmer 330 53.1 47.7 423 525 4 211

API 27 43 2.6 1.6 3.6 1 5.3

Latino 113 182 133 109 1538 3 158

White 148  23.8 8.1 6.8 9.4 1" 57.9 2.8 1.4 5.0

Unknown 2 0.3 0 0.0
Age Group

0-4 yrs 2 0.3 0 0.0

5-12 yrs 2 0.3 0 0.0

13-19 yrs 2 0.3 0 0.0

20-24 yrs 1 1.8 35 1.4 5.6 0 0.0

25-29 yrs 50 80 138 100 17.7 4 211

30-39 yrs 241 387 309 27.0 348 7 368

40-49 yrs 193 310 275 236 314 3 158

50 & up 121 195 11.0 9.1 13.0 5 263
Exposure Mode

Men who have sex with 274 441 7 36.8

men (MSM)

Injection drug use (IDU) 112 18.0 4 21

MSM & IDU 23 3.7 0 0.0

Heterosexual contact 184  29.6 7 36.8

Other risk 8 1.3 0 0.0

Risk not specified 21 34 1 5.3

Source: CAPE; Alameda County HARS.

Note: LCL and UCL are lower and upper 95% confidence levels for the rate.
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Table B-21: Chlamydia Cases, 2001-2003

Total % Rate LCL UCL| Total % Rate LCL UCL
Total 13,913 100.0 3352 3296 340.8| 516 100.0 96.3 88.0 104.6
Sex
Male 3,178 22.8 155.8 150.4 161.3 130 252 483 339 62.7
Female 10,685 76.8 506.1 4965 515.7| 386 74.8 1446 1196 169.6
Unknown 50 0.4 0 0.0
Race/Ethnicity
Amerind 36 0.3 3 0.6
AfrAmer 3,458 249 36 7.0
Asian 679 4.9 18 35
Latino 1,568 11.3 72 14.0
White 734 5.3 1M1 215
Unknown 7,438 535 276 53.5
Age Group
0-12 yrs 26 0.2 3.3 2.2 4.9 0 0.0
13-19 yrs 4999 359 1,349.7 1,312.3 1,387.2 168 32.6 345.8 255.2 436.4
20-29 yrs 6,595 474 1,114.7 1,087.8 1,141.6 258 50.0 4259 3359 5159
30-39 yrs 1,633 11.7 222.7 211.9 2335 61 11.8  58.1 444 746
40-49 yrs 465 3.3 70.6 64.2 77.0 18 35 184 109 291
50 & up 115 0.8 1.3 93 13.4 9 1.7
Unknown 80 0.6 2 0.4
Sex by Age
Males
0-12 yrs 8 0.3 0 0.0
13-19 yrs 807 25.4 4239 3946  453.1 27 208 1078 71.0 156.8
20-29 yrs 1,496 47.1 503.7 478.2 529.2 65 50.0 2045 1579 260.7
30-39 yrs 587 185 159.6 146.7 172.5 23 17.7 438 278 65.8
40-49 yrs 207 6.5 63.7 55.0 72.3 10 77 203 9.7 372
50 & up 53 1.7 1.5 8.6 15.1 5 3.8
Unknown 20 0.6 0 0.0
Females
0-12 yrs 18 0.2 4.7 2.8 7.5 0 0.0
13-19 yrs 4172 39.0 2,318.2 2,247.8 2,388.5 141 365 599.3 5004 698.3
20-29 yrs 5082 476 1,7249 1,677.5 1,772.4 193 50.0 670.2 575.7 764.8
30-39 yrs 1,039 9.7 2842 2669 3015 38 98 723 512 993
40-49 yrs 255 2.4 76.4 67.0 85.8 8 2.1
50 & up 62 0.6 1.1 8.5 14.3 4 1.0
Unknown 57 0.5 2 0.5

Source: CAPE; Alameda County STD surveillance system.
Note: Rates not calculated for race/ethnicity because of large percentage of unknown. LCL and UCL are lower and upper 95% confidence
levels for the rate.
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Table B-22: Gonorrhea Cases, 2001-2003

Total % Rate LCL  UCL| Total % Rate LCL  UCL
Total 5490 100.0 1323 128.8 135.8 92 1000 172 13.8 21.1
Sex
Male 2,616 47.7 1283 1234 133.2 51 55.4 19.0 141 249
Female 2,853 52.0 135.1 130.2 140.1 14 446 154 11.0 20.8
Unknown 21 0.4 0 0.0
Race/Ethnicity
Amerind 16 0.3 1 1.1
AfrAmer 2,051 374 13 141
Asian 98 1.8 6 6.5
Latino 220 4.0 9 9.8
White 279 5.1 22 239
Unknown 2,826 515 41 44.6
Age Group
0-12 yrs 19 0.3 2.4 1.5 3.8 0 0.0
13-19 yrs 1,497 273 404.2 383.7 424.7 16 174 329 188 535
20-29 yrs 2,312 421 390.8 3749 406.7 40 435 66.0 472 899
30-39 yrs 1,014 185 1383 129.8 146.8 22 239 209 131 317
40-49 yrs 463 84 703 639 76.7 13 141 133 71 228
50 & up 149 27 147 123 17.0 1 1.1
Unknown 36 0.7 0 0.0
Sex by Age
Males
0-12 yrs 5 0.2 0 0.0
13-19 yrs 370 141 1943 1745 2141 3 5.9
20-29 yrs 1,070  40.9 360.3 338.7 381.9 21 412 66.1 409 101.0
30-39 yrs 664 254 180.6 166.8 194.3 14 275 267 146 4438
40-49 yrs 352 135 1083 969 1196 12 235 243 126 425
50 & up 133 51 29.0 240 339 1 2.0
Unknown 22 0.8 0 0.0
Females
0-12 yrs 14 0.5 3.7 2.0 6.2 0 0.0
13-19 yrs 1,120 393 6223 5859 658.8 13 317 553 294 945
20-29 yrs 1,234 433 4188 3955 442.2 19 463 66.0 39.7 103.0
30-39 yrs 346 121 946 847 1046 8 195
40-49 yrs 110 39 330 26.8 39.1 1 2.4
50 & up 15 0.5 2.7 1.5 4.4 0 0.0
Unknown 14 0.5 0 0.0

Source: CAPE; Alameda County STD surveillance system.
Note: Rates not calculated for race/ethnicity because of large percentage of unknown. LCL and UCL are lower and upper 95% confi-

dence levels for the rate.
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