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Key Findings 

• There was a decline in life expectancy in Alameda County from 2018-2019 to 2020-2021, during the 

COVID-19 pandemic. Existing racial and ethnic disparities in mortality and life expectancy increased in 

2020-2021 relative to 2018-2019.  Disparities in life expectancy by neighborhood poverty level also 

increased during this time.  

• Alameda County’s age-adjusted COVID-19 mortality rate in 2020-2021 was less than half that of 

California and the United States. Alameda County prioritized equitable vaccination and testing and 

layered mitigation with mask policies during the Delta and Omicron BA.1 surges.  

• There were increases in deaths at young ages in Alameda County in 2020-2021 that mirror increases 

across the United States. The main causes of increased deaths at young ages in Alameda County and 

across the United States were increases in unintentional overdose, homicide, and unintentional motor 

vehicle crash fatalities. 

• Chronic diseases remain the leading causes of death among those 45 years old and older in Alameda 

County, though at lower rates than in California and the United States. Structural inequities have driven 

longstanding racial and ethnic disparities in chronic disease mortality rates, especially for Pacific Islander 

and African American/Black populations in Alameda County.  

• Disparities in mortality are driven by historical and present-day national, state, and local public policy 

choices and institutional practices that shape inequities in the conditions in which people live, work, 

learn, and play in Alameda County. Disparities in mortality are not primarily the result of individual 

choices or behaviors. 

Introduction & Structure of Report 

The objective of this report is to describe changes in mortality in Alameda County over time with a focus on 

differences between 2018-2019 and 2020-2021—the first two years of the COVID-19 pandemic. The report 

begins with a brief description of the underlying causes of ongoing health disparities. Next there is a description 

of growing disparities in life expectancy and overall mortality by race, ethnicity, and neighborhood poverty. This 

is followed by specific mortality data across four domains: (1) communicable diseases, with a focus on COVID-

19; (2) injury, with a focus on increases in mortality at young ages due to overdose, homicide, and motor vehicle 

crash fatalities and (3) chronic diseases—a persistent cause of death in middle and older age; and (4) maternal, 

pregnant person, and infant mortality. 

The sources for all mortality information are described in the Appendix. These data focus on residents of 

Alameda County, no matter where they died. For that reason, some statistics may not match those from other 

sources, such as crime reports about homicide, which are based on occurrences and reflect homicides that 

happened in the county no matter where that person lived. 

The Alameda County Public Health Department continues to work with community leaders, organizations, and 

partner agencies on short- and long-term programs and policy changes to reduce premature death and decrease 

disparities in morbidity and mortality by race, ethnicity, and poverty level. 

Underlying Causes of Health Inequities  

Low-income communities of color in Alameda County have reduced opportunities to live fully healthy lives, in 

comparison to all residents in Alameda County. On average, African American/Black, Hispanic/Latino/a/x, Native 

American, and Pacific Islander populations have less access to: intergenerational wealth; health care and 
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insurance; living wage employment with benefits like paid sick leave; affordable, healthy housing; safe parks and 

recreational opportunities, and healthy food options.i,ii,iii,iv,v Large proportions of these populations live in 

neighborhoods with higher rates of exposure to pollutants, environmental toxins, and violence.vi,vii,viii 

Inequities in opportunities to live long, healthy lives have been driven by historical and present-day policies and 

institutional practices, including slavery, colonization, and Jim Crow laws in the United States.ix,x, xi,xii,xiii, xiv,xv, xvi 

After World War II, redlining caused people of color to be explicitly excluded from mortgage lending in certain 

neighborhoods by the government, by private financial institutions, and by homeowners’ associations.xvii,xviii In 

Alameda County, people who were not white were excluded from insured loans in neighborhoods except those 

adjacent to industrial areas and along the I-880 corridor, where there is higher exposure to noise and air 

pollution.xix In the years leading up to the pandemic, housing shortages and a slow pace of new building led to 

spiking rents, evictions, and a burgeoning crisis of homelessness.xx,xxi These conditions reproduce poverty, stress, 

instability, and distrust in communities of color, contributing to health inequities. 

This inequitable context shaped inequities in vulnerability to the health and economic impacts of the COVID-19 

pandemic. Lower-income residents of color were more likely to enter the pandemic with pre-existing medical 

conditions and less likely to be able to take recommended or required protective measures. Many worked in 

low-wage jobs in essential industries that remained open, exposing workers to COVID-19 prior to vaccine 

availability. Low-income workers who became ill often faced economic hardship when missing work due to not 

having paid sick leave, and it was often challenging to isolate when ill due to crowded living conditions. Caring 

for and home-teaching children during school closures, maintaining household income, staying informed and 

adequately protected, and accessing preventive health care and treatment were all more challenging for people 

living in lower-income communities. 

Unjust historical and modern-day policies shaped fragile conditions for residents and communities that saw the 

largest drops in life expectancy and increases in mortality in the 2020-2021 period examined here. Levels of 

morbidity and mortality rose with neighborhood poverty, and with steeper increases for African American/Black, 

Hispanic/Latino/a/x, Native American, and Pacific Islander communities than for White or Asian communities. 

The following sections of the report should be viewed through the lens of history. These sections will also 

provide information about mortality focusing on life expectancy, communicable disease including COVID-19, 

injury, chronic disease, and maternal and child health and will illustrate differences in these outcomes. This will 

be followed a brief discussion of interventions to address these outcomes. 
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Life Expectancy and All-Cause Mortality 

Overall life expectancy1 in Alameda 

County decreased from 82.7 years 

in 2019 to 81.4 years in 2020. Life 

expectancy improved to 81.7 years 

in 2021 but remained 1.0 year 

lower than life expectancy in 2019.  

Average life expectancy was higher 

in Alameda County relative to 

California and the United States 

prior to and following the COVID-19 

pandemic. Alameda County had less 

of a decline in life expectancy 

during the COVID-19 pandemic than California and the United States. 

 

Large racial and ethnic 

disparities in life expectancy 

in Alameda County increased 

in 2020-2021 relative to 

2018-2019, from a gap of 

13.2 years in 2018-2019 to a 

gap of 15.9 years in 2020-

2021.2 Declines in life 

expectancy ranged from 0.7 

years for Asian people and 

0.8 years among White 

people to 2.5 years for 

Hispanic/Latino/a/x people, 

3.1 years for African 

American/Black people, 3.7 

years for Native American 

people, and 4.3 years for 

Pacific Islander people. 

 

 
1 Life expectancy at birth is a measure of the overall health of a population. It is a snapshot of the mortality rates in the year of death compared to the 
population’s age composition at that time. 
2 Unless otherwise specified, the data are for Alameda County, and—when no years are specified—for 2020-2021. 
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While the age-adjusted 

mortality rate3 for all causes 

in Alameda County was lower 

than those of California and 

the United States in 2020-

2021, only a subset of the 

Alameda County population 

benefits from lower 

mortality. African American/ 

Black and Pacific Islander 

people in Alameda County 

had a higher mortality rate 

than people of the same race 

and ethnicity in California and 

the United States. Native 

American people have higher 

mortality relative to all races 

in Alameda County, 

California, and the United 

States. 

There are gaps in life 

expectancy by 

neighborhood poverty 

level in Alameda County.4 

The life expectancy gap 

between the lowest 

poverty (<5.0%) and 

highest poverty (30.0%+) 

neighborhoods increased 

from 5.6 years to 8.8 

years in 2020-2021. For 

each poverty group, the 

decrease in life 

expectancy was 

statistically significant 

except for the 20.0-29.9% 

group.  

 
3 The age-adjusted all-cause mortality rate is the rate of all deaths in a specific population. It is a good overall measure of health. Similarly, cause-specific 
mortality rates are useful to describe specific causes of death. All-cause and cause-specific rates can be used to look at trends in overall health over time, 
compare over geographic areas, and to identify inequalities between groups. Age adjusting is a method that accounts for differences in age structure or 
age composition so that populations of different age distributions can be directly compared. 
4 The social gradient—comparing across neighborhoods grouped by the poverty rate of individuals in each neighborhood—is a method to examine the role 
of neighborhood poverty in health outcome measures. Each residential address on the death certificate is placed into a neighborhood (census tract). The 
neighborhoods—and their constituent deaths and populations—in the county are aggregated into five groups: less than five percent poverty, from five 
percent to less than ten percent poverty, from ten percent to less than 20 percent poverty, from 20 percent to less than 30 percent poverty, and 30 
percent poverty or more. For each of these groups, the overall measure and by race and ethnicity are calculated. 
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In Alameda County, the mortality rate 

rose by 9.5% in the overall population 

between 2018-2019 and 2020-2021. 

There were large racial and ethnic 

disparities in the relative increases in 

mortality rates. Of note, among Pacific 

Islanders, all-cause mortality rose by 

27.0%. Overall, Alameda County had 

less of an increase in mortality from 

2018-2019 to 2020-2021 than the 

United States (19.2%) and California 

(21.0%). Most of the increase in the 

overall mortality rate in Alameda 

County was due to COVID-19 (72.7%).  

 

 

 

 

There were large racial and ethnic 

disparities in COVID-19 mortality rates 

within Alameda County. The COVID-19 

mortality rate was three to five times 

higher for Pacific Islander, Native 

American, Hispanic/Latino/a/x, and 

African American/Black people than for 

White people in Alameda County.  

Causes of death besides COVID-19 also 

increased during 2020-2021. Pacific 

Islander, African American/Black, and 

Native American people had large 

increases in mortality due to both 

COVID-19 and other causes. For Pacific 

Islander and African American/Black 

people, causes other than COVID-19 

contributed more to the overall 

increase in mortality rate than COVID-

19. Some specific other causes are 

highlighted on the next page. 
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Relative increases in mortality rates due to 

COVID-19 were similar across age groups 

(although the increase in the absolute 

number of deaths was largest for older 

populations). There were large increases in 

deaths due to causes other than COVID-19 in 

younger age groups. 
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The leading causes of mortality in Alameda County in 2020-2021 were cancer, heart disease, COVID-19, stroke, 

Alzheimer’s, and diabetes. There were large racial and ethnic disparities in mortality rates for each of the leading 

causes of death. The high mortality rates for Pacific Islander and African American/Black across several leading 

causes of mortality suggest there are structural drivers of disparities and that policies that improve structural 

drivers of health are key to reducing disparities.  

Note: For privacy reasons, the data for Pacific Islander and Native American for all causes but COVID-19 is 2014-2021; for all other data, it is 2020-2021. 

From 2018-2019 to 2020-2021 in the full population of Alameda County, there were increases in mortality due 

to COVID-19 as well as other specific causes of mortality. For all causes, the mortality rate increased 9.5%, a 

difference that is statistically significant. There were also statistically significant increases in the mortality rates 

due to unintentional overdose, chronic liver disease and cirrhosis, and homicide. While mortality rates due to 

other causes increased—and some decreased—other changes were not statistically significant. 

Change in Mortality Rate for Leading Causes and Statistically Significant Changes, 2018-2019 to 2020-2021 

  Age-Adjusted Mortality Rate per 
100,000 Population 

  2018-2019 2020-2021 Change 

Five leading 
causes 

Cancer 124.0 121.4 -2.1% 

Heart disease 113.0 113.1 0.0% 

Stroke 39.6 42.8 8.2% 

COVID-19* NA 38.8 NA 

Alzheimer’s disease 35.0 31.7 -9.4% 

Statistically 
significant 
change in rate 

All causes 561.5 614.8 9.5% 

COVID-19* NA 38.8 NA 

Unintentional overdose 11.6 19.3 65.6% 

Chronic liver disease and cirrhosis 8.9 11.2 25.5% 

Homicide 5.1 9.2 80.4% 

* While the statistical significance of the increase of COVID-19 was not calculable, the impact of COVID-19 on mortality 

rates was in fact significant. 
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Communicable Disease Including COVID-19 

COVID-19 was a top-five cause of death in Alameda County in 2020-2021 overall as well as for all age groups 45 

to 54 and older. 

Average Number of Deaths per Year by Age Group, Five Leading Causes, 2020-2021 

Rank <18 18-34 35-44 45-54 55-64 65-74 75-84 85+ All Ages 

1 

Perinatal 
complications 

Unintentional 
overdose 

Unintentional 
overdose 

Cancer Cancer Cancer Cancer 
Heart 

disease 
Cancer 

30 101 70 148 358 621 622 828 2,277 

2 

Congenital 
conditions 

Homicide Cancer Heart disease Heart disease 
Heart 

disease 
Heart 

disease 
Cancer 

Heart 
disease 

15 70 41 102 252 392 479 458 2,111 

3 

Abnormal 
clinical 

findingsa 

Motor vehicle 
crash 

Heart disease 
Unintentional 

overdose 
COVID-19 COVID-19 Stroke 

Alzheimer’s 
disease 

Stroke 

11 48 36 68 99 152 196 429 786 

4 
Homicide Suicide Homicide COVID-19 

Unintentional 
overdose 

Stroke COVID-19 Stroke COVID-19 

<10 38 36 47 75 111 164 378 725 

5 
Cancer Other injuryb Suicide 

Chronic liver 
disease & 
cirrhosis 

Diabetes Diabetes 
Alzheimer’s 

disease 
COVID-19 

Alzheimer’s 
disease 

<10 24 28 39 74 88 121 236 578 

a. Symptoms, signs, and abnormal clinical and laboratory findings, not elsewhere classified (excluding SIDS). 

b. Injury other than homicide, suicide, unintentional motor vehicle crash, and unintentional overdose. 

Alameda County’s age-

adjusted COVID-19 mortality 

rate was 41% that of the 

United States and 46% that of 

California in 2020-2021. 

COVID-19 mortality was lower 

in Alameda County than in 

California and the United 

States for each race and 

ethnicity.5 At the same time, 

there were large racial and 

ethnic disparities in the 

burden of COVID-19 mortality 

within Alameda County. The 

COVID-19 mortality rate was 

5.1 times higher for Pacific 

Islander people than for 

White people in Alameda 

County. 

 
5 Note that, here, the rate for the Latino/a/x population is greater than that for the African American/Black population. The opposite is true on the COVID-
19 dashboards. The data here are age adjusted, while the data on the dashboards are crude rates. Latino/a/x death rates by age groups are higher among 
older age groups, which led to the difference. 
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There were racial and ethnic disparities 

in the ages at which people died of 

COVID-19 in Alameda County. The 

median age6 of COVID-19 death for 

Pacific Islander people (64.5 years) was 

18.5 years younger than the median age 

of COVID-19 death for White people (83 

years). Age-group specific COVID-19 

mortality rates for Pacific Islander, 

Native American, and 

Hispanic/Latino/a/x people 45 to 54 

were more than ten times that for White 

people of the same age in Alameda 

County. 

There were disparities in COVID-19 

death rates by neighborhood poverty, 

with neighborhoods in which more than 

30% of residents live below the poverty 

line experiencing 2.6 times the death 

rates of neighborhoods in which less 

than 5% of residents live below the 

poverty line. 

 

 

 

HIV mortality rates 

declined by 73% 

between 2005 and 

2021, aligned with 

similar trends across 

California and the 

United States. 

 

 

 

 

 
6 The median age at death is an easily understood measure that can compare some types of groups. It is not applicable to every type of group; for instance, 
comparing the median age of death of high school graduates to that of the overall population, because high school graduates have already reached high 
school age, whereas some in the overall population died before that age. It is applicable for race and ethnicity. 
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Influenza deaths have 

varied greatly by year in 

Alameda County, 

California, and the 

United States. While 

there are too few 

influenza deaths to 

report in Alameda 

County in many years, 

influenza mortality rates 

in Alameda County were 

like those in California 

and the United States in 

years in which data 

were reportable. When 

influenza death rates spiked in 2018, Alameda County had a higher rate of influenza mortality than California 

and the United States. 

Injury 

The Alameda County 

unintentional overdose 

mortality rate 

increased each year 

from 6.7 deaths per 

100,000 population in 

2017 to 19.4 in 2020 

and 19.2 in 2021. This 

was consistent with 

trends of rising 

unintentional overdose 

deaths in California and 

the United States, 

which reached 25.3 and 

29.9 deaths per 

100,000 people in 

2021, respectively. 
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There are large racial 

and ethnic disparities 

in unintentional 

overdose mortality 

that increased in 

2020-2021.  

 

 

 

 

 

 

 

 

Following a decline in 

homicide rates over time 

in Alameda County, from 

11.5 deaths per 100,000 

people in 2006 to 5.2 in 

2019, homicide rates 

increased to 9.2 in both 

2020 and 2021. The rise 

in homicides is consistent 

with a state and national 

rise in homicide rates in 

2020-2021, but the 

relative increase in 

homicide rates was larger 

in Alameda County than 

in California and the United States. 

* Since there are few unintentional overdose deaths among Native Americans and 

Pacific Islanders, we had to aggregate eight years of data for each. For 2014-2021, the 

Native American rate was 28.5/100,000 and the Pacific Islander rate was 12.4/100,000. 
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* Since there are few unintentional overdose deaths among Native Americans and 

Pacific Islanders, we had to aggregate eight years of data for each. For 2014-2021, the 

Native American rate was 28.5/100,000 and the Pacific Islander rate was 12.4/100,000. 
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There are very large 

racial and ethnic 

disparities in homicide 

mortality in Alameda 

County. After a steady 

decline in homicide 

mortality disparities 

from 2006-2007 to 

2018-2019, racial and 

ethnic disparities in 

homicide increased 

dramatically in 2020-

2021. 

 

 

 

 

 

Unintentional motor 

vehicle crash death 

rates are lower in 

Alameda County than 

in California and the 

United States, but 

steadily increased by 

95% between 2011 

and 2021, from 4.0 

deaths per 100,000 

people in 2011 to 7.8 

in 2021. The rise in 

motor vehicle deaths 

is consistent with a 

nationwide rise 

between 2011 and 2021. 
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* Since there are few homicide deaths among Native Americans and Pacific Islanders, 

we had to aggregate eight years of data for each. For 2014-2021, the Native 

American rate was 16.2/100,000 and the Pacific Islander rate was 9.2/100,000. 
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There are large 

racial and ethnic 

disparities in 

unintentional 

motor vehicle 

crash mortality in 

Alameda County 

that increased in 

2020-2021. 

 

 

 

 

 

 

Suicide remains a leading 

cause of death at young 

ages in Alameda County, 

California, and the United 

States. The suicide rate in 

Alameda County is lower 

than the suicide rate in 

California and the United 

States and has remained 

relatively constant since 

2007. At the same time, the 

suicide rate has risen in the 

United States. Although 

sexual orientation and 

gender identity are not 

collected or reported for mortality 

data including suicide, representative 

survey data indicate that people who 

are gay, lesbian, bisexual, unsure of their sexual orientation, and transgender report large disparities in suicide 

attempts, especially at young ages. 

* Since there are few MVC deaths among Native Americans and Pacific Islanders, we 

had to aggregate eight years for Pacific Islander and suppress Native American deaths 

for confidentiality. For 2014-2021, the Pacific Islander rate was 18.4/100,000. 
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* Since there are few MVC deaths among Native Americans and Pacific Islanders, we had 

to aggregate eight years for Pacific Islander and suppress Native American deaths for 

confidentiality. For 2014-2021, the Pacific Islander rate was 18.4/100,000. 
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White people have been 

more likely to die of suicide 

relative to people of other 

races and ethnicities in 

Alameda County. There is a 

trend of increasing suicide 

mortality among African 

American/Black people in 

Alameda County since 

2014-2015. 

 

 

 

There are also disparities in 

suicide mortality by age 

group. The 85+ population is 

more likely to die of suicide 

than other age groups, in 

Alameda County. This group 

is much smaller in number 

than the other groups, so 

the number of suicides is 

low, but the resulting rate is 

higher. The 0-18 age group is 

the least likely to die by 

suicide. 

 

There are disparities in 

mortality due to 

unintentional overdose, 

homicide, suicide, and motor 

vehicle crash fatalities by 

neighborhood poverty in 

Alameda County. There are 

especially large disparities in 

homicide mortality. 

Homicide mortality rates in 

the highest poverty 

neighborhoods (30.0% or 

more households in poverty) 

were 11.6 times those of the 

lowest poverty neighborhoods (<5.0% of households in poverty).  
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* Since there are few suicide deaths among Native Americans and 

Pacific Islanders, we had to suppress them for confidentiality. 

11.7

11.4

8.5
7.2
5.8

0
2
4
6
8

10
12
14
16
18

A
ge

-A
d

ju
st

ed
 M

o
rt

al
it

y 
R

at
e 

p
er

 1
0

0
,0

0
0

 P
o

p
u

la
ti

o
n

Years

Trend in Suicide Mortality Rate by Race and Ethnicity

White

African American/Black

All Races

Hispanic/Latino

Asian

58.4

35.9

4.0

28.0

0
10
20
30
40
50
60
70
80
90

100

2007-2009 2010-2012 2013-2015 2016-2018 2019-2021

C
ru

de
 M

or
ta

lit
y 

Ra
te

 
pe

r 1
00

,0
00

 P
op

ul
at

io
n

Years

Trend in Suicide Mortality Rate by Age Group

85+

65-84

45-64

26-44

19-25

0-18

All Ages



Mortality in the COVID-19 Era | 18  
 

Chronic Disease 

Cancer is the leading cause of death and heart disease is the second-leading cause of death for those 45 to 84 

years in Alameda County. Cancer and heart disease are also leading causes of death those 35 to 44 years and 85 

years or older. Diabetes was a leading cause of death for those 55 to 74 years and stroke was a leading cause of 

death for those 65 years or older. 

Average Number of Deaths per Year by Age Group, Five Leading Causes, 2020-2021 

Rank <18 18-34 35-44 45-54 55-64 65-74 75-84 85+ All Ages 

1 
Perinatal 

complications 
Unintentional 

overdose 
Unintentional 

overdose 
Cancer Cancer Cancer Cancer 

Heart 
disease 

Cancer 

30 101 70 148 358 621 622 828 2,277 

2 
Congenital 
conditions 

Homicide Cancer Heart disease Heart disease 
Heart 

disease 
Heart 

disease 
Cancer 

Heart 
disease 

15 70 41 102 252 392 479 458 2,111 

3 

Abnormal 
clinical 

findingsa 

Motor vehicle 
crash 

Heart disease 
Unintentional 

overdose 
COVID-19 COVID-19 Stroke 

Alzheimer’s 
disease 

Stroke 

11 48 36 68 99 152 196 429 786 

4 
Homicide Suicide Homicide COVID-19 

Unintentional 
overdose 

Stroke COVID-19 Stroke COVID-19 

<10 38 36 47 75 111 164 378 725 

5 
Cancer Other injuryb Suicide 

Chronic liver 
disease & 
cirrhosis 

Diabetes Diabetes 
Alzheimer’s 

disease 
COVID-19 

Alzheimer’s 
disease 

<10 24 28 39 74 88 121 236 578 

a. Symptoms, signs, and abnormal clinical and laboratory findings, not elsewhere classified (excluding SIDS). 

b. Injury other than homicide, suicide, unintentional motor vehicle crash, and unintentional overdose. 

 

Mortality rates due to 

chronic diseases are higher 

in Alameda County 

neighborhoods in which 

more households are in 

poverty.  
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Cancer mortality rates 

steadily declined from 

162.9 deaths per 100,000 

people in 2005 to 120.8 in 

2021. Cancer mortality is 

lower in Alameda County 

than in the United States. 

The declining trend in 

cancer mortality in 

Alameda County (26%) is 

consistent with the 20% 

decline in cancer 

mortality across the 

United States from 2005 

to 2021. 

 

There are racial 

and ethnic 

disparities in 

cancer mortality 

in Alameda 

County that 

have remained 

relatively 

consistent over 

time. 

 

 

 

 

 

 

 

* Since there are few cancer deaths among Native Americans and Pacific Islanders, 

we had to aggregate eight years of data for each. For 2014-2021, the Native 

American rate was 123.4/100,000 and the Pacific Islander rate was 192.7/100,000. 
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Heart disease mortality rates 

remained consistent from 

2017 to 2021 in Alameda 

County, following a decline 

from 2006 to 2017. Heart 

disease mortality rates are 

lower in Alameda County 

than in the United States, 

and the heart disease 

mortality increased over time 

from 2017 to 2021 in the 

United States following a 

decline from 2006 to 2017. 

Pacific Islander, 

African 

American/Black, and 

Native American 

people have 

disproportionately 

high rates of heart 

disease mortality. 

 

 

 

 

 

 

 

There are large racial and 

ethnic disparities in median 

age of death due to heart 

disease. People who are Native 

American are dying of heart 

disease at a median age 20.0 

years younger than people 

who are Asian.  

  

* Since there are few heart disease deaths among Native Americans and Pacific 

Islanders, we had to aggregate eight years of data for each. For 2014-2021, the Native 

American rate was 178.8/100,000 and the Pacific Islander rate was 242.5/100,000. 
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Following a decline in 

stroke mortality in 

Alameda County from 

2005 to 2014, it increased 

27% from 34.2 deaths per 

100,000 people in 2014 to 

43.4 in 2021. Stroke 

mortality rates are slightly 

higher in Alameda County 

than in the United States, 

and Alameda County 

trends were like those of 

California and the United 

States. 

 

 

Pacific Islander and 

African American/ 

Black people have 

disproportionately 

high rates of stroke 

mortality. 

 

 

 

 

 

 

 

 

 

  

* Since there are few stroke deaths among Native Americans and Pacific Islanders, 

we had to aggregate eight years of data for each. For 2014-2021, the Native 

American rate was 31.6/100,000 and the Pacific Islander rate was 79.0/100,000. 
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Maternal, Pregnant Person, and Child Health 

While maternal mortality is a rare outcome in Alameda County, rates of maternal mortality in the United States 

increased from 17.4 per 100,000 live births in 2018 to 32.9 deaths per 100,000 live births—an 89% increase. 

Rates of maternal mortality in the United States far exceeded rates in other high-income countries throughout 

this period. In the United States, African American/Black people are disproportionately affected by maternal 

mortality, with rates more than double that of the full population. Since maternal mortality is a relatively rare 

outcome, we present rates of severe maternal morbidity in this section. 

Severe maternal morbidity7 

can increase the risk of 

maternal mortality. Severe 

maternal morbidity is higher 

in Alameda County than in 

California and the United 

States.  

 

 

 

 

 

There are large 

and increasing 

racial and ethnic 

disparities in 

severe maternal 

morbidity. In 

Alameda County, 

the rate of severe 

maternal 

morbidity for 

African 

American/Black 

people was more 

than 50% higher 

than for the full population (146.2 per 

10,000 live births) in 2019-2021.  

 
7 Number of unexpected and potentially life-threatening complications from labor and delivery that result in significant short- or long-term health 
consequences. SMM includes 20 indicators that represent either serious complications of pregnancy or delivery (such as sepsis or acute renal failure) or 
procedures used to manage serious conditions (such as ventilation or hysterectomy). The SMM rate is the number of conditions or complications per 
10,000 live births in a hospital. 
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* The source data from CDPH has data for Asians and Pacific Islanders combined. 

Also, Native American data was suppressed for confidentiality 
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Overall, infant mortality has declined, 

from a high of 4.3 in 2008-2010 to a 

low of 3.3 in 2018-2020, a 23.6% 

decline. 

 

 

 

 

 

 

There are persistent racial and 

ethnic disparities in infant mortality 

in Alameda County. In 2018-2020, 

the African American/Black infant 

mortality rate was over twice the 

Alameda County rate and over 3.8 

times the White infant mortality 

rate. 
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* Since there are few infant deaths among Native Americans and 

Pacific Islanders, we had to suppress them for confidentiality. 
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Discussion 

Overall, Alameda County residents benefit from higher life expectancy and lower mortality relative to residents 

of California and the United States. However, disaggregating data reveals substantial racial and ethnic inequities 

in life expectancy and mortality. There are also large mortality gaps by neighborhood poverty level, especially 

for leading causes of death at young ages. The pattern of inequities associated with racial, ethnic, and 

neighborhood poverty persists across multiple causes of mortality and has been present for generations in our 

county. Available evidence suggests that these inequities are structural in nature, driven by historical and 

modern-day policies of intentional discrimination, “race-blind” policies that disparately and negatively impact 

communities of color, and the ongoing lack of repair of the harms caused by those approaches. For African 

American/Black, Pacific Islander, Native Americans, and Latino/a/x people in particular, the systemic deprivation 

of wealth due to slavery, colonialization, immigration law, and subsequent policies drives the access to housing, 

education, and childhood wellbeing. Alameda County has identified economic security, access to health care, 

and communities free from violence as priorities for improving health.  

The Alameda County Public Health Department (ACPHD) implements multiple programs designed to improve 

health and reduce mortality. Using an approach of targeted universalism, everyone in the county is served and 

there are additional services provided for populations disproportionately affected by morbidity and mortality. 

For example, Nutrition Services and Women, Infants, and Children (WIC) programs support healthy eating and 

physical activity that provide broad prevention strategies for many chronic diseases. The Healthy Living for Life 

program serves mainly CalFresh-eligible residents and supports nutrition and physical activity throughout the life 

course, from childhood to older adults. The Healthy Retail Program supports more than 20 retail stores 

throughout the county in stocking healthy foods in areas that may otherwise be food deserts. Through the 

ACPHD’s award-winning Asthma Program, social workers assess homes for asthma triggers and provide 

remediation supplies (like HEPA air filters and mattress covers) and support minor home repairs that improve 

indoor air quality. Alameda County has one of the oldest Comprehensive Perinatal Services Programs in the 

state, with 22 clinics. Pregnant people who are eligible for Medi-Cal can enroll in the Comprehensive Perinatal 

Services Program, which includes prenatal medical care, plus health education, nutrition education, and support 

for issues like jobs, emotions, relationships, and housing. The BElovedBIRTH Black Centering is group prenatal 

care created by and for Black people, who are affected by worse pregnancy outcomes in Alameda County. 

BElovedBIRTH Black Centering patients are also offered doulas, lactation consultants, mental health supports, 

and nutritional supports. 

Alameda County experienced less of an increase in mortality from 2018-2019 to 2020-2021 than the United 

States and California. Alameda County also had lower rates of COVID-19 mortality relative to the United States 

and California. Evidence indicates that high vaccination coverage,xxii mask policiesxxiii, xxiv,xxv, and equitable 

prevention and treatment approachesxxvi, xxviiwere associated with reduced COVID-19 deaths in the United 

States. Alameda County prioritized equity through hyperlocal community engagement with African 

American/Black and Hispanic/Latino/a/x communities disproportionately affected by COVID-19, working to 

improve access to COVID-19 testing, vaccination, and treatment in these communities. Vaccine equity efforts 

included door-to-door outreach in 60 census tracts with the lowest vaccination rates, partnering with grassroots 

community groups whose members lived in the selected census tracts. Canvassing in high-density corridors and 

pop-up events complemented door-knocking efforts. Continuing to deliver up to date COVID-19 vaccinations 

and other vaccinations with a focus on equity remains important for reducing mortality and mortality inequities 

in the years ahead. 
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Alameda County prioritizes communities free from violence and recognizes violence as a public health issue – 

impacting not only the individuals and families at the center of an incident, but also presenting hardships for the 

surrounding neighborhoods and communities subjected to the presence of violence. ACPHD has established an 

Office of Violence Prevention to investigate, understand, and address violence that touches the lives of Alameda 

County residents. The Office of Violence Prevention works to reduce violence across the county by taking a 

cross-sector approach to promoting positive child and youth development, ensuring supported and functioning 

families, fostering safe and vibrant neighborhoods, and ensuring program and government effectiveness.  The 

office will focus on upstream policy change, empathy training, and neighborhood reclamation, midstream 

hospital-based violence intervention and trauma-informed care, and downstream restorative justice 

programming and community healing practices. In line with direct feedback obtained from community residents 

during the 2021 Community Health Needs Assessment, ACPHD will initially promote prevention and intervention 

of three types of violence: Firearm Violence, Hate-Motivated Violence, and Intimate Partner Violence.  The 

office will provide funding opportunities through a pair of forthcoming Requests for Proposals (2024) that seek 

to provide financial supports to community-based intervention and prevention programs promoting services to 

communities disproportionately affected by the presence of violence.  

In addition to ACPHD programs, broader policies and actions that impact the social determinants of health—by 

addressing historical injustices; improving economic security, especially in childhood; improving housing quality, 

access, and affordability; increasing education and job opportunities; improving access to nutritious foods; and 

reducing pollution—are critical interventions for decreasing premature death and health inequities. 

The following principles should guide policies and actions to eliminate inequities in Alameda County, as aligned 

with priorities of improving economic security, improving access to health care, and supporting communities 

free from violence: 

• Acknowledge and address specific historical and present-day harms to communities and seek to 

concretely address them. Examples range from restoring land rights, compensation for losses (including 

reparationsxxviii, xxix and baby bondsxxx), providing universal basic income for people or children with low 

resources, and using restorative justice to work toward instilling trust in public systems. 

• Work across government and society sectors to develop shared analysis of root causes of health 

challenges and disparities and to co-develop cross-cutting solutions. An example of this is investments in 

early childhood such as expanded child tax credits, which have been associated with reduced child 

poverty and food insufficiency.xxxi-xxxvi 

• Collect and use disaggregated data to identify gaps by race, ethnicity, sexual orientation, gender 

identity, and other characteristics and prioritize where and to whom to direct services and resources 

based on health inequities. This approach to policy making and structural change, known as targeted 

universalism, sets universal goals while targeting strategies and processes to achieve those goals. 

• Engage and partner with communities that are most affected by inequities and center their experience 

and ideas in the formation of solutions. 

• Support additional policies that are critical in the long term to decrease premature death and mortality 

inequities. These include improving housing access and quality, increasing education and job 

opportunities, decreasing food insecurity, reducing pollution and exposure to environmental hazards, 

improving immigration policy, working more closely with community leaders, tribal leaders, and 

councils, and addressing discrimination. 

• Support continued access to culturally affirming health care that is accessible in language, provider type, 

cost, and time, and that supports both physical and psychosocial needs  
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In addition to approaches to improving structural equity in Alameda County, policies and programs targeting 

specific causes of mortality can make a difference. Alameda County experienced a substantial decline in 

homicide in the decades prior to the COVID-19 pandemic. Resuming or continuing the investments in programs 

that were successful before the pandemic could continue that decline. Similarly, support for harm reduction 

programs—that evidence indicates are associated with reduced overdose mortality—may reduce deaths due to 

unintentional overdose, and improvements to road safety may reduce motor vehicle crash fatalities. Programs 

to improve screening and management of hypertension, high cholesterol, diabetes, and cancer may also help 

reduce racial and ethnic disparities in earlier median age of deaths due to heart disease, diabetes, and cancer. 

Conclusion 

Large disparities in life expectancy and mortality in Alameda County worsened during the COVID-19 pandemic 

and economic crisis. Many of these persistent disparities reflect historical and continuing policies, laws, and 

practices. The immediate impact of these disparities illustrated in this report can be partially mitigated by well 

designed, equity-focused programs and interventions, but these programs should be complemented with 

policies that seek to address the underlying, root causes of health inequities.  

Appendix: Mortality Data Sources and Limitations 

There are four data sources for the data included in this report. For Alameda County data, the first data source is 

the California Department of Public Health (CDPH) Vital Records Business Intelligence System (VRBIS). This gives 

local health jurisdictions access to their jurisdiction’s data on births and deaths that occurred in the state of 

California. The second source for Alameda County data is births and deaths of Alameda County residents that 

occurred in other states other and the District of Columbia. This is a more limited set of variables that is supplied 

through a national system of data exchange. Births and deaths of Alameda County residents that happened 

outside the country are not included. The third data source is CDC Wonder for mortality in California and the 

United States from the Centers for Disease Control and Prevention (CDC). The fourth data source is the 

California Department of Health Care Access and Information (HCAI) patient discharge data files. The California 

Department of Public Health uses medical diagnoses and billing codes that signify severe maternal morbidity. 

We present mutually exclusive categories of race and ethnicity in this report. The data used in this report are 

collected through a two-question model used by the Census Bureau and separately inquiring about race and 

ethnicity. We combined these questions to make Hispanic/Latino/a/x a mutually exclusive group and to 

constrain African American/Black, White, Asian, Pacific Islander, and Native American populations to non-

Hispanic/Latino/a/x. 

There are limitations to the disaggregation in the data, especially by race and ethnicity. First, the Native 

American and Pacific Islander populations in Alameda County are relatively small, 4,131 and 13,209 respectively 

according to Census 2020. To preserve confidentiality and ensure stable rates, it is necessary to combine more 

years of data for these populations. When there are fewer than ten deaths due to certain causes, we are not 

able to include these data in the report to maintain confidentiality. 

Second, the mortality datasets used in the report do not include racial and ethnic subgroups. There may be 

differences in overall or cause-specific mortality rates that are impossible to detect without these data. 

Improving subgroup data collection can help improve detection of disparities to improve population health and 

equity. 
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Finally, sexual orientation or gender identity (SO/GI) information is not collected as part of the mortality data 

used in this report. Similarly, the Census Bureau decennial census data, and all other population datasets built 

on these data, do not collect SO/GI information. While this is changing, and entities are starting to collect SO/GI 

data, we do not yet have data on all-cause or cause-specific mortality in these populations. The lack of SO/GI 

data precludes us from detecting disparities in overall or cause-specific mortality rates relevant to improving 

population health and equity by SO/GI. 
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