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FOREWORD
May 2007
Dear City of Berkeley Residents,

The Public Health Division and the Health & Human Services Department are pleased
to provide you with the City of Berkeley Health Status Report 2007. This report
presents a comprehensive assessment of Berkeley’s health status and community
health needs.

The numbers tell an important story that is simultaneously encouraging and distressing.
Overall, Berkeley residents are living longer, healthier lives. Life expectancy has
increased over the last 10 years from 77-83 years. Berkeley has the lowest teen birth
rate in the state, due in part to the Public Health Division’s 16-year partnership with the
Berkeley Unified School District in operating the Berkeley High School Health Center.
This comprehensive approach provides reproductive health services and
pregnancy/STD prevention, among other services, to Berkeley teens. During this time,
Berkeley has reduced the teen birth rate by 50%. Another marked improvement is in our
access to prenatal care. More than 90% of pregnant mothers in Berkeley get prenatal
care in the first trimester of pregnancy. In our 1999 Health Status Report, there were
alarming disparities between racial and ethnic groups in Berkeley in access in prenatal
care; these disparities have now been eliminated.

Despite these gains in health outcomes and program effectiveness, we continue to see
persistent disparities in many health outcomes based on income, race/ethnicity,
neighborhood, education, and other social determinants of health. Berkeley is a
relatively small community in a large, very mobile, urban area. We have seen a great
deal of middle-class flight in the last several years that changes the health dynamic
considerably. There is still a lot of work that needs to be done, particularly in regard to
understanding and eliminating these social inequities that contribute to poor health
among some Berkeley residents.

Although it takes years to impact health risk factors and outcomes, it can be done. We
propose to address health inequities in four priority areas for action that are detailed in
the report:

A healthy start for every child

Positive youth development

Chronic illness prevention

Public health preparedness

This is work that cannot be done by the Public Health Division alone. We will continue to
work with the community, to collaborate regionally, and to work in partnership with other
City agencies. The City of Berkeley has long valued our quality of life, and health is
certainly an important factor. Whether we are expanding park and recreation programs,
planning transit corridors, or improving our clean water and sewer systems, we are
improving the health of Berkeley residents. Health is how we do business.



Public involvement is an important part of this report, and we invite you to join us to talk
about the report’s findings and strategies for improving the health in our communities.
You can find information about our community meetings by calling (510) 981-5300,
visiting our website (www.ci.berkeley.ca.us/publichealth/reports/reports.html), or
emailing publichealth@ci.berkeley.ca.us.

Ralph Waldo Emerson said, “The first wealth is health.” | hope this report will be helpful
in understanding out health concerns so that we can invest wisely to improve the health
and lives of our community and its residents.

Best of health,

gz

Linda Rudolph, M.D., M.P.H.
City of Berkeley Health Officer
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Introduction

INTRODUCTION

City of Berkeley Public Health Division
Our Vision: Healthy people in healthy communities.

Our Mission: to achieve and maintain optimal health and well being for all people in
Berkeley. We do this by working in partnership with our diverse communities to: promote
healthy behaviors and environments, prevent illness and injury, protect against disease and
other emerging health threats, eliminate health inequities, and advocate for social and
environmental justice.

Our Guiding Principles: We believe that we can best achieve our goals if our work reflects
these values:

Justice: The achievement of optimal health requires that we work with partners to advocate
for social and environmental justice; address key social determinants of health such as
poverty, racism, and all forms of discrimination; and work with our community to attain
access for all to quality education, housing, economic opportunity, sustainable
communities, and health care.

Equality: We strive to eliminate health inequities in all of our work. We value diversity and
are committed to treating every individual — in our workplace and community — with respect
and human dignity.

Community Engagement. We believe that residents know their needs and communities
best, and that we cannot create a healthy city without engaging in a true partnership with
community members. We need to build on community assets and strengthen community
capacity.

Collaboration: Public health works best if we partner across programs within our Division,
with other agencies in the City and State, with educational institutions, and with the many
community based organizations and community groups that share our goals.

Prevention: Primary prevention offers the best opportunity for optimizing the health of our
community. While we act across the spectrum of prevention, our focus is on primary
prevention. Healthy people live in healthy communities and healthy environments. We seek
to support and implement social, environmental, and policy changes that improve the
health of neighborhood, community, and environment.

Accountability: We recognize our responsibility to make efficient and productive use of
public resources. We base our actions on the best available evidence about interventions
that are effective. We measure our performance and evaluate our programs. We strive for
transparency in decision-making and information sharing.

m
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Introduction

How TO READ THIS REPORT

This report reflects Berkeley’s health status and what determines it. We use an adapted
framework from the Institutes of Medicine to represent our understanding of how social and
environmental factors affect health, and to identify opportunities for prevention and
intervention.

Social Determinants of Health and Health Inequities

The Social Determinants of Health and Health Inequities section is presented first, because
we believe that social and environmental factors are the greatest contributors to health
outcomes. In this section, we provide basic social, economic, and demographic information
to give the reader a context for the subsequent health data.

Organized by Life Course

The next sections of the report follow the sequence from birth to adulthood to death. Health
risks, needs, and concerns change over the life course. What happens in early childhood
affects that life course, and people continue to develop from conception through adulthood
into old age.

Risk Factors and Outcomes

Within each section, we first present data on risk factors (traits and lifestyle habits that
increase the risk of disease), followed by health outcomes data. We understand that a
small number of risk factors (for example, tobacco use and low physical activity levels)
account for a large proportion of illnesses and deaths. Social and environmental factors
(e.g., social and familial relationships, financial and social supports, environmental
exposures, community characteristics, social and economic forces) also impact health risk
behaviors. Where possible, we show the connections between economic status,
race/ethnicity, and both risk factors and health outcomes.

Topics of Interest

Sidebars are used throughout the report to provide further information about topics of
interest:

kk- \1( Gray sidebars = further explain the relationship between a particular social
: determinant and health.

Purple sidebars contain short descriptions of HHS programs that work on the health
issue of concern.

ATIINAG
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Introduction

' Blue sidebars | are longer descriptions of 4 Public Health Division
Y ﬁ priority areas.

Comparisons and Benchmarks

Throughout the report whenever possible, we compare Berkeley to Alameda County and/or
California, and use benchmarks set by Healthy People 2010 goals.

In bar charts we underline Berkeley's numeric value when Berkeley's findings are
statistically different from Alameda County or California. This means that differences are
not likely to be chance or year-to-year fluctuations, and are therefore “statistically
significant.” Lack of an underline means that the differences can be explained by year-to-
year fluctuations alone. Statistical tests were used to help understand whether health
outcomes in Berkeley have changed over time. In graphs that show a trend over time, we
underline the name of the population group to indicate that their trends are not likely to be
chance year-to-year fluctuations. Further details are in the Technical Notes.

Data Limitations

Some risk factors and health outcomes occur infrequently or occur in small population
groups. This creates situations in which there are too few observations to be statistically
reliable and/or ensure individuals' confidentiality. In each figure, results based on fewer
than 10 health outcomes are not presented. When possible, we have aggregated data
over several years for Latinos, Asians, African Americans and other population groups so
that we can present reliable information that is still timely.

We have used the most recently available data for each risk factor or outcome of interest.
This means that the years represented in each graph are not always the same. For
example, data from the California Health Interview Survey is only available from 2001, and
each graph using that data indicates the year 2001.

Appendix

The Appendix includes a Health & Human Services Department Resource Directory, Data
Sources and Technical Notes (including more on data limitations), a List of Maps and
Figures appearing in the report, and a list of references.

Suggested Citation

Breckwich Vasquez V, Maizlish N, Ducos J, and Rudolph L. City of Berkeley Health Status
Report, 2007. Berkeley, CA: Community Health Action & Assessment Section, City of
Berkeley Health & Human Services Department, 2007
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(Updated 10/15/07) Executive Summary

HSR EXECUTIVE SUMMARY
Introduction

This City of Berkeley Health Status Report 2007 provides a wealth of information about risk
factors, behaviors, illness, and death in our community. Since our last comprehensive
Health Status Report in 1999, we have seen many improvements in health in Berkeley.
Overall, people in Berkeley are very healthy, living longer lives with more years of good
health than ever before. But health inequities persist; low-income and non-White residents
of Berkeley have poorer health outcomes in many areas, just as they do throughout the
Bay Area and the United States. We present data on health outcomes and on the larger
social and economic factors that influence health status.

Improvements in Health

Since the 1999 Health Status Report we note many improvements in health. Overall life
expectancy for Berkeley residents has increased from 77 to 83 years. The percent of
pregnant women receiving prenatal care has increased, and the gap between White and
African American women receiving prenatal care has disappeared. The teen birth rate in
Berkeley continues to be one of the lowest in the nation, as is tobacco use among youth —
which has declined since 1998. Domestic violence reports have decreased. New AIDS
cases and deaths continue to drop, and are lower in Berkeley than in Alameda County.
Many of these improvements are the result of years of coordinated public health initiatives.

Health Challenges Persist

Some members of our community — especially low-income people and those in racial and
ethnic minority groups — suffer poorer health by many measures, and these inequities have
changed little since prior Reports. Berkeley is no different than other communities in the
County, State, or nation in this respect. These health inequities are the result of multiple
factors in our social, economic, and physical environment that impact health directly and
promote health risk behaviors. The Berkeley community and the City of Berkeley have
made a serious commitment to address these inequities that result from social and
economic forces (such as inequalities in income, educational attainment and structural
racism) that are long-standing, and difficult to address at a local level alone. Special
sidebars throughout the report address these factors in more detail.

We have seen alarming increases in obesity — especially in African Americans, Latinos,
and low-income individuals. This epidemic of obesity represents a huge risk for future
chronic disease such as diabetes. African Americans who have higher rates of smoking,
sedentary lifestyle, and low fruit and vegetable intake are at even greater risk from this
epidemic. Moreover, African Americans have far higher rates of illness and deaths from
hypertension, heart disease, and stroke, compared to White residents of Berkeley. The
elevated rate of low birth weight in African Americans persists, despite a temporary
decrease in the late 1990’s.

Yor oo
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Executive Summary (Updated 10/15/07)

What Do We Need To Do?

We hope to use this report as a launching pad for action with every sector of the Berkeley
community - residents, schools, City agencies, community organizations, policymakers,
and other stakeholders - to address health inequities and improve the health and
environment of all Berkeley residents. Berkeley has demonstrated a commitment to
improving health and well-being for all. To improve and maintain health overall, larger
social and economic changes that improve well-being and economic stability are
necessary. We know that it takes years to impact health risk factors and outcomes. For
example, many programs in the public health department, the schools, and the community
have contributed to successfully lowering Berkeley’s low teen birth rate, but it took a
coordinated effort over many years, and required changes in the social environment as well
as individual services. Another example is the coordinated effort over 3 decades to reduce
tobacco use among Berkeley youth and adults through outreach and education, individual
smoking cessation counseling, media interventions, environmental and policy changes.
These successes can serve as a model for continued investment in coordinated efforts by
multiple City agencies on health outcomes of concern in this Report.

We propose four key priority areas for action:

X/
L %4

A healthy start for every child: Early childhood is a
critical stage in the life course; low-income children
are especially vulnerable to conditions in the very
early years that can have a lasting impact on social-
emotional development and educational and health
outcomes. We need to ensure that we identify all
young children at risk, and provide the support and
services for families and children that promote healthy
development and school readiness. This will require
coordinated action among public health, mental
health, schools, childcare providers, and existing
coalitions such as the Berkeley Integrated Resources
Initiative.

% Positive youth development: Adolescence
represents another critical time in the lifecycle in
which youth are developing attitudes and behaviors
that have a significant impact on their health and well-
being throughout adult life. We see disturbing trends
in our young people — consistent with Alameda
County, California and U.S. trends - such as
increases in sedentary activity, overweight, smoking
and alcohol and other drug use, and unsafe sexual
activity. Again, we need coordinated action uniting
public health and many other sectors to help
adolescents build on their strengths to develop
healthy lifestyles and healthy relationships, and to
enjoy opportunities for healthy transition to adulthood.

~e
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(Updated 10/15/07) Executive Summary

« Chronic illness prevention: The epidemic of obesity
threatens to undermine our recent progress in
increasing life expectancy — today’s children may be
the first generation to have a shorter lifespan than
their parents. Chronic illnesses are also the biggest
contributor to health inequities. Prevention of chronic
illness relies on individual health behaviors and
environmental and social supports that promote
healthy choices and well-being. We need to increase
our efforts to ensure that every person in Berkeley
has access to healthy neighborhoods, healthy food,
safe places to play and exercise, social support for
healthy behaviors and stress reduction, and access to
high quality preventive health services.

« Public health preparedness: The report
demonstrates public health’s success in limiting the
impact of communicable diseases on health. We
need to continue our activities to protect our
community against infectious diseases including
pandemic influenza, and other emerging health
threats such as global warming, and to make sure
that we are prepared for any natural, biological, or
environmental disasters that may threaten our well-
being.

Join Us!

We invite you to join us to discuss the findings in this report, and to participate in our
strategies for action to improve the health of the Berkeley community. You can find
information about town hall forums and community meetings on our website, at
http://www.ci.berkeley.ca.us/publichealth/reports/reports.html, or you can email us at
publichealth@ci.berkeley.ca.us.

O
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Executive Summary (Updated 10/15/07)

Berkeley Health Facts

The following list provides a snapshot of many different social and health outcomes and
risk factors, based on the most recent available data. It is a way to begin understanding the
numbers of people affected by various social and health conditions, presented as an aid for
discussions about how to set priorities for future work to protect the health and well-being of
our community.

Annual
Berkeley Health Facts Number

Overweight and Obese Adults 27,797
Adults Who Needed Help With Emotional Problems in Past Year 21,325
People Living Below the Poverty Line 20,869
Years of Potential Life Lost 14,047
Adults Reporting Diagnosed Hypertension 13,458
Adults Reporting Diagnosed Asthma 13,453
Adults Who Smoke 11,448
Adults Who Are Uninsured 8,724
Children Living Below the Poverty Line 2,217
Births 895
Psychosis Hospitalizations (All Ages) 753
Traffic Injuries Reported to Police 706
Deaths (All Causes) 629
New Cases of Cancer 456
Adult Coronary Heart Disease Hospitalizations (e.g., heart attacks) 377
Domestic Violence Incidents Reported to Police 363
Hospitalizations in Adults due to Prescription Drug Reactions 340
Hospitalizations in Adults due to Falls 317
Reported Cases of Chlamydia 316
Hospitalization in Adults With Stroke 307
Cancer Deaths 150
Reported Cases of Gonorrhea 147
Coronary Heart Disease Deaths 123
Deaths Attributable to Tobacco 117
Traffic Injuries Reported to Police Involving Pedestrians 107
Hospitalization in Adults With Diabetes 104
Deaths Attributable to Poor Diet and Physical Inactivity 92
Traffic Injuries Reported to Police Involving Bicyclists 87
Life Expectancy 84
New Cases of Prostate Cancer 80
Low Birth Weight Infants 80
Hospitalization In Adults With Asthma 71
New Cases of Breast Cancer 70
Childhood Asthma Hospitalizations (0-14 Years) 63
Foodborne llinesses Reported 61
Hospitalizations in Adults due to Motor Vehicle Collisions 57
New Cases of Lung Cancer 45
New Cases of Colorectal Cancer 37

vvvvvv [*]
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(Updated 10/15/07) Executive Summary

Berkeley Health Facts (continued)
Hospitalizations of Children 0-14 Years for Injuries 36
Hospitalization in Adults due to Suicide Attempts 36
Lung Cancer Deaths 29
Deaths Attributable to Alcohol 26
Deaths Attributable to Toxic Agents 25
Hospitalizations of Youth 15-24 Years for Suicide Attempts 23
Deaths Attributable to Microbial Agents 20
Diabetes Deaths 20
Breast Cancer Deaths 17
Prostate Cancer Deaths 13
Children With Blood Lead Level of 10 ug/dL or Greater 12
Deaths Attributable to lllicit Use of Drugs 11
Suicides 9
Deaths due to Motor Vehicle Collisions 8
New AIDS Cases 7
New TB Cases 7
Deaths Attributable to Firearms 5
Deaths Attributable to Sexual Behavior 4
AIDS Deaths 4
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Social Determinants of Health and Health Inequities

|l. SociAL DETERMINANTS OF HEALTH & HEALTH INEQUITIES

We all know that people don't live in isolated bubbles. We live in families, neighborhoods,
communities, and nations — in physical and social environments. The Institute of Medicine
uses a “social-ecological’ framework'? to show the connections among the many social
conditions and environments that impact individual and community health over the life
course.

Figure 1.1 — A Framework to Understand Social Determinants of Health

At the center of the model is the individual, with his/her own genetic traits that may
predispose to certain ilinesses. Individual behaviors also shape health. These behaviors
and their health effects may also be influenced by genetics. For instance, smoking is a
complex behavioral activity with significant genetic heritability;> many studies have also
shown an interaction between smoking and specific genes in determining the risk of
developing cardiovascular disease and cancers. This is an example of the complex and
dynamic interactions between and among the different levels (represented by the dotted
lines in the model) to produce population health.

Families, housing, education, social and community networks, the work environment, and
environmental conditions all have important influences on individuals, their behavior, and
their health — both directly and indirectly. Children whose parents smoke are exposed to
second-hand smoke; they are also more likely to become smokers. In addition to public
education on the health risks of smoking and record-high enroliment in smoking cessation
courses, environmental policy changes such as limiting advertising for cigarettes, reducing

Health Status Report — 1




Social Determinants of Health and Health Inequities

youth access to tobacco, and banning smoking in public places have led to very significant
reductions in smoking. This is an example of how social and physical environments
influence and shape our behavior, and can either promote healthy behaviors or encourage
and reinforce unhealthy ones.

In fact, we now know that it is these broad social, economic, cultural, and environmental
conditions - represented in the outer circle of the model — that most impact the health of
populations. We call these conditions the “upstream determinants” of health. Examples of
upstream determinants include: economic inequality; educational attainment; urbanization;
transportation access; cultural values; discrimination and intolerance on the basis of race,
gender and sexual orientation; air pollution; immigration; crime and safety; and
employment. *

Many of the upstream determinants of health in our society cluster together and the “social-
ecological framework” helps to understand how these cumulative impacts could lead to
poor health outcomes. For example, low-income people tend to live in low-income
neighborhoods, with more crime, fewer grocery stores, more liquor stores, and fewer parks.

Health inequities are those differences in health for particular groups of people that are
unnecessary, avoidable, unfair, and unjust. > These are the poor health outcomes that
cannot be changed simply by telling people not to smoke, or by opening up more clinics.
Our ability to eliminate health inequities requires that we address the upstream
determinants of health. If we truly wish to improve the health of our community, the Public
Health Division must work closely together with Berkeley’s residents, schools, community-
based organizations, policymakers, and many other agencies to achieve greater social
justice and a healthier environment for all.

m
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Social Determinants of Health and Health Inequities

Highlights

® Berkeley has a diverse and highly educated population

" Berkeley has inequities in income, education, access to health care, and other
health determinants. These inequities are not unique to Berkeley and occur across
the region, state, and nation, and most often impact African Americans.

Berkeley's population is aging and income inequality is growing, which impacts
Berkeley's different race/ethnic groups in different ways.
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Social Determinants of Health and Health Inequities

Population Figure 1.2 — Population of City of Berkeley, 1970-2006
The total population of I
Berkeley has been stable over Population
the last 2 decades and is 150,000 -
currently estimated at about
105,000.
125,000 -

100,000 -
75,000 -
50,000 -

1970 1980 1990 200001 02 03 04 05 06

Source: 1970, 1980, 1990, 2000 US Census (population counts)
Cal. Dept. of Finance, 2001-2006 (estimated population)

M \ Social Determinants of Health: Environment

The environment is everything around us — the air we breathe, the food and water we
consume, and the space we live in. It's also the chemicals, radiation, microbes, and physical
forces with which we come into contact. The environment plays an important role in human
development and health. Researchers have linked exposures to environmental hazards with
specific diseases including cancer, lung disease, and child development.® © Others have
linked exposure to certain social and physical environments with health-related outcomes
such as high poverty areas with mortality, residential segregation with infant mortality, and
neighborhood violence with stress and hypertension.®""

Environmental influences also come in the form of billboards advertising alcohol targeting
youth and social norms such as, “smoking is cool.” Therefore, it is especially important to
safeguard the health of populations and communities that are particularly vulnerable (such
as the poor, children, elderly, disabled, and sick) from all types of hazards,' and to work
actively to create “opportunity structures:” neighborhood or community attributes that allow
residents to live a healthier lifestyle.’"®

m
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Social Determinants of Health and Health Inequities

Age Figure 1.3 — Population by Age and Gender, Berkeley,
2000

The age distribution is highly '

influenced by the university; Numb

adolescents and young adults Hmber EMale B Female

comprise 25% of the population. 12,500 1

Females outhnumber males in

10,000 -
older age groups.

7,500 -

5,000 -

2,500 - I
0,
<5 5-14 15- 25- 35- 45- 55- 65- 75- 85+

25 34 44 54 64 74 84

Age Group
Source: U.S. Census, 2000

Although the size of Berkeley's Figure 1.4 — Population Gains/Losses in 2000 from 1990
population was constant from Baseline by Age, Berkeley, 2000
1990 to 2000, there was a net '

s Age Group
loss of residents aged 44 years <5 5.4 15-25 25-34 35-44 45-54 55-64 65-74 75-84 85+
and younger and a net gain of 5000 -

residents aged 45 years and 4000 -

older, especially baby boomers. 3000

2000 -
1000 -
0 1 1
= EH i
-1000 -

-2000 ~
-3000 -
-4000 -

Source: U.S. Census, 2000
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Social Determinants of Health and Health Inequities

Race/Ethnicity Figure 1.5 — Race/Ethnicity, Berkeley, 2000

i
Whites make up 55% of Berkeley’s Asian I o
population and people of color make 16.3% Alaskan

0.3%

African
American
13.3%

up 45%

Pacific
Islander
0.1%
Latino

9.7%

Two or
More
Races

Other 4.5%

White 0.6%

55.2%

Source: U.S. Census, 2000

M *\ Social Determinants of Health: Race and Racism

Nationwide, there continue to be significant differences in life expectancy, disease, and
functional status between White and populations of color despite improvements overall.’®"’
Racial/ethnic groups experience higher rates of disease and health risk because of complex
interactions among socioeconomic, psychosocial, behavioral, and health care-related
factors.'®?® Raciallethnic groups also have less access to the health care system, and often
experience lower quality of medical care than Whites.?’ One reason for these poor health
outcomes is that race and ethnicity are major determinants of every indicator of
socioeconomic position. African Americans are disadvantaged in terms of education, but
even given the same education, have lower incomes than Whites. But even after considering
income, African American men and women have lower life expectancies than White men
and women at every income level.?*?

Poor health outcomes are further exacerbated by the effects of racism, discrimination, and
social exclusion.”® Racism affects health inequities through restricted access to better
education and income, segregation by race in environments with more pollution, crime, and
poor-quality housing, and chronic stress that undermines mental and physical health in
many ways.?®%
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Social Determinants of Health and Health Inequities

The age distribution varies by Figure 1.6 — Population by Age and Race/Ethnicity,
race/ethnicity. African Berkeley, 2000

Americans and Latinos have '

more young children. The Percent M African Am. OAsian EHLatino CJWhite
university likely influences the 50 -

large number of 15-24 year

olds and Asians of that age in 40 -

particular. Among African

Americans, there are fewer
working age people and more 20 -
elderly than in other groups.

30

10

0,

0-14 15-24 25-44 45-64 65+
Age (Years)
Source: 2000 US Census

The number of African Figure 1.7 — Population Gains/Losses in 2000 from 1990
Americans and Whites Baseline by Race/Ethnicity, Berkeley, 2000

decreased from 1990 to 2000, '
and the number of Latino and African

Asian residents increased. Total Am. Asian Latino White
3000 +

2000 +
1000 ~

-1000 +
-2000 +
-3000 4
-4000 -+
-5000 -+
-6000 -

Population Change

Source: 2000 US Census
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Social Determinants of Health and Health Inequities

Language/Difficulty with English = Figure 1.8 — Language Spoken at Home and Difficulty
with English, Berkeley, 2000

Over 30% of Berkeley '

households speak primarily a Other
non-English language. In 4% of Eu?;';;n 2%
households, no one over 14 Primary Not 15%

speaks fluent English. No Diffiutty

with English
27%

<

English
69%

*See Technical Notes for Census
Definition.

Difficulty with

Total Households .
English, N = 1,951

N = 45,007
Source: U.S. Census, 2000

Health Status Report — 8




Social Determinants of Health and Health Inequities

Income and Poverty Figure 1.9 — Distribution of Households by Income and
Race/Ethnicity, Berkeley, 1999
. . I
In 1.999’ the m.edlan income of B African Am. [0 Asian @ Latino [ White
Whites was twice that of
African Americans. A large 2 60
number of Asian households 9
include university students who &
are not in the labor market. 2 40 -
% —
Compared to every dollar of g
income earned by White $ 20
residents, African Americans
earn 50¢ and Latinos earn 68¢.
o ,
<$35,000 $35,000-$74,999 $75,000+
Annual Household Income, 1999
Source: U.S. Census, 2000
There were fewer low and Figure 1.10 — Gains/Losses of Households in 2000 from
middle income African 1990 Baseline by Household Income and Race/Ethnicity of
American and White Householder, Berkeley
households in 2000 than 1990. ’
The number of the poorest and "('3;:;3201'39;';?)3;2?
nCheSt households |ncreased 2000 - <$6,800  $6,800-  $13,600- $20,400- $34,000- $47,600- $68,000- $102,000 $136,000+
» H African Am. OWhite m Latino @ Asian -
T 1500
©
L
8 1000 A
>
]
I 500
e
@ 0
e}
£
=] -500
=2

-1000 -
Source: U.S. Census, 1990, 2000
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Social Determinants of Health and Health Inequities

People living in the Berkeley Hills have the highest median income, and, except for student-
oriented census tracts next to the University of California, census tracts in South and West
Berkeley have the lowest median incomes.

Map 1.1 — Median Family Income by Census Tract, Berkeley, 1999
i

Median Family Income

I $100.000 - $151,803
I 575.000 - $100,000
I $50.000 - $75,000
" $35,000 - $50,000
_ 1 $0-$35,000

Source: U.S. Census, 2000

“The reduction of socioeconomic and racial/ethnic disparities
in health depends most on social changes and public policies
that reduce disparities in socioeconomic and racial/ethnic
status or, more exactly, ensure that all citizens live under
conditions that protect against disease and promote health.”

- House and Williams 2003 %°

.
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Social Determinants of Health and Health Inequities

Both in California and Berkeley, Figure 1.11 — Income Inequality, Berkeley and
the 15% of the population with California, 1999
the highest incomes account for i
50% of all income. The 50% of 100 - e California -0- Berkeley
the population with the lowest
incomes account for only 12% of
. 80 -
income generated by Berkeley 2
residents. g

2 60

k]

S 40 !

o 1

o i The highest 15% of income earners

20 1 I |account for 50% of all income
0 </ :/\ T T T 1

Richest 0 20 40 60 80 100 Poorest
Percent of Population > 16 Years

Source: 2000 US Census

ﬂ *\ Social Determinants of Health: Poverty

All over the world, poverty and income inequality lead to worse health outcomes and higher
death rates.®® Not only do the very poorest people have the worst health, but there is a
gradient of poor health and mortality that cuts across all income levels — so the upper middle
class has better health than the lower middle class, which has better health than the working
poor." People living in poverty have limited access to protective resources such as healthy
food, physical activity resources, adequate housing, education, transportation and health
care.®** The poor also have fewer housing options, live in some of the most under-
resourced neighborhoods, and frequently rent units in sub-standard buildings under
conditions that worsen their health.*® These conditions, alongside the psychological impacts
of powerlessness and lack of control over life situations, make the poor vulnerable to chronic
stress and risk-taking behaviors, injuries, preventable diseases and early death.®” %
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Social Determinants of Health and Health Inequities

Twenty percent of Berkeley Figure 1.12 — Percent of Population Below the Poverty
residents live in poverty. Level in 1999 by Age and Race/Ethnicity, Berkeley
Proportionately more African '
American and Latino children Percent B African Am. [0 Asian H Latino [0 White
live below the poverty level 40 -
than White children. Also,
proportionately more African
American seniors live below the 30 1
poverty level than other groups.

20 -
Nearly 30% of African
Americans living in poverty are 10
children 0-17.

0 4

All Ages 0-17 18-64 65+

Age (Years)
Source: 2000 US Census

The proportion of families with incomes below the poverty level is highest in the southern
and western census tracts of Berkeley. In Central Berkeley (census tract 4229), the high
level of poverty is due to the high concentration of temporarily low-income university and
college students.

Map 1.2 — Percent of Families Living Below the Poverty Level by Census Tract, Berkeley,
1999

Percent Living Below Poverty Level
I 20 - 35
I 15 - 20
I 10 -15
[ 15-10
[ 10-5

)

4239.01

4 2 o
= 4240.01) |
(‘

Source:U.S. Census,2000
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Social Determinants of Health and Health Inequities

Children in Poverty Figure 1.13 — Percent of Children Below the Poverty
Level by Race/Ethnicity, Berkeley

Over 2,200 children live in '
poverty. The poverty rate in
African American children is 6

30% . .
timeS h|gher than in Whlte 30 4 ° N=2,217 Children Live Below
. the PovertyLevel
children. 19,
£ 20 - S 19%
30% of African American o 15%
children are poor. a
10 +
5%
o - .
All Races/ African Asian Latino White
Ethnicity Am.

Source: US Census, 2000

In some south and west Berkeley neighborhoods, as many as 32% of children live in
poverty.

Map 1.3 — Percent of Children Living Below the Poverty Level by Census Tract, Berkeley,
1999

Percent Living Below Poverty Level e

I 30 -46
I 20 -30
B 10-20
[ ]s5-10
- Jo-s

Source: U.S. Census, 2000
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Social Determinants of Health and Health Inequities

Employment Figure 1.14 — Unemployment Rate, Berkeley and
California, 2000-2005
Berkeley had about 60,200 !
people in the labor force in 8
2005, of whom 3,100 were
unemployed. ® 7
g 67
E California
35
Q
£
2
S 4-
Berkéley
3

2000 2001 2002 2003 2004 2005

Source: CA Employment Developm ent Departm ent

Program Highlight: First Source and YouthWorks

The Employment Programs Division’s First Source program promotes
development of employment opportunities and helping local employers find
qualified workers. YouthWorks helps young people ages 14 — 25 to transition
to the adult working world. The Summer Youth Employment Program
matches youth with appropriate jobs, conducts job-readiness workshops and
collaborates with groups that provide youth services.

m
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Social Determinants of Health and Health Inequities

Jobs in education, health care, and professional, scientific, and arts and entertainment
industries account for 61% of employment. Few jobs are available in traditional, “blue-
collar” industries such as manufacturing and construction.

Figure 1.15 — Industry of Employed Population, Aged 16 Years and Over, Berkeley, 2000

Educational, health and social services
Professional, scientific, management, etc.
Arts, entertainment, restaurants, etc.

Retail trade

Information

Other services (except public administration)
Finance, insurance, real estate
Manufacturing

Public administration

Construction

Transportation and warehousing, and utilities
Wholesale trade

Agriculture

T T T

0 5000 10000 15000

Number of Workers

Source: U.S. Census, 2000

F § Program Highlight: Community Health Worker Training Program

1

Community Health Workers (see picture above) — sometimes known as lay health
workers or promotores - are members of the community and learn how to assist
members of their own community in many ways such as: assistance with getting health
insurance, help with learning how to eat healthier foods, teaching children how to better
control their asthma, organizing for anti-smoking ordinances, and advocating for health
policies that promote health for their communities.

This program provides health-related educational and professional opportunities for at-
risk vouth in Berkeley.

Health Status Report — 15
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Social Determinants of Health and Health Inequities

Education Figure 1.16 — Educational Attainment of Population

Iﬁ;ed 25 and Older, Berkeley, 2000
Approximately 85% of Berkeley

residents over age 25 attended N=66,133 No High

college and 64% have a biploma
8% i choo

bachelors, graduate or Graduate or Graduate

Professional

professional degree. Degree

34.3%

8.6%

Some College
15.0%

Associate
Degree
4.4%

Bachelors
29.9%

Source: U.S. Census, 2000

u *\ Social Determinants of Health: Education

There is a strong, positive relationship between education and health that is well-
documented.*® The more education a person gets, the better his/her health. It also appears
that more education may actually reduce the risk of death.”> Possible explanations are that
education may make people better decision-makers,*! that educated people can understand
and have access to information about health,** and that a higher educational status
improves financial resources and overall income that may help to pay for protective
resources such as health insurance and health care.®® Finally, educated parents can
influence their child’s academic success. Educated and professional parents increase their
children’s vocabulary and encourage their children more than parents who have lower
education and are on welfare.*®
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Social Determinants of Health and Health Inequities

Whites are 4 times more likely to
be college graduates than
African Americans.

A separate analysis of race and
educational attainment found
that African Americans in
Berkeley are more likely to have
a college degree than African
Americans in California.**

Figure 1.17 — Educational Attainment of Population
Aged 25 Years and Older by Race/Ethnicity, Berkeley,

2000
|
80 - M < High School B High School Grad.
O Some College O College Graduate

60 -

o

c

% 40 - —

o
20 +

African Am. Asian

Latino W hite
Source: U.S. Census, 2000
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Social Determinants of Health and Health Inequities

In the 2005-6 school year, 9,076 Figure 1.18 — Students Enrolled in K-12 Grades by

students were enrolled in Race/Ethnicity, Berkeley Unified School District, 2005-6
kindergarten through 12th grade '

in the Berkeley Unified School Multiple/No F‘(:";f,/':° Lt N=9,076
District (BUSD). African Response ' 16.8%
Americans make up a larger Pacific American
fraction of the BUSD student Islander Indian
population than the child 0.2% 0-2%
population as a whole (31% vs.

23%); there are fewer White

students than there are Whites White

in the total population (29% vs. 29.3% African

45%). This reflects enrollment of
students from other cities in
BUSD and enroliment of White Asian

. . 6.7%
StUdentS In pnvate SChOOlS' Source: Berkeley Unified School District

Program Highlight: School-Linked Health Services Program

School Linked Health Services (SLHS) was created to support interagency
collaboration between the Berkeley Unified School District (BUSD) and Health &
Human Services, as the school district works with community partners to address
barriers to learning. SLHS is working to enhance the capacity of the Public Health
Division and the school district to provide health services to elementary aged youth
and to facilitate collaboration among programs. Currently this includes partnering
to create a school based, multi-agency referral system; an initial assessment of
unmet health needs and resources in BUSD; seeking opportunities for parent
education and engagement; health consultations; policy recommendations and
strengthening coordination of Public Health Division programs working in schools.

~e
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Social Determinants of Health and Health Inequities

In the 2005-6 school year, over
40% of Berkeley students
participated in special programs
for English learners and for the
economically disadvantaged.

See Technical Notes for definitions of
these Special Programs

Figure 1.19 — Percent of K-12 Students Participating in
Special Programs, BUSD and Alameda County, 2005-6
|

Percent
O BUSD = Alameda Co. B Oakland USD

80

60

40

20

0

English Free/Reduced Compensatory
Learners Price Meals Education

Source: California Dept. of Education

Approximately 43% to 58% of 2" to 11" grade Berkeley students are not proficient in
reading on the California Standardized Test.

Figure 1.20 — Students Scoring Proficient or Above on California Standardized
Test for Reading, Berkeley Unified School District, Alameda County, and

California, 2005-6

Percent

80%

60%

40%

20%

0%

W Berkeley
O Alameda County
O California

Grade

Source: Ber keley Unified School District
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Social Determinants of Health and Health Inequities

The following figures show the level of English-language arts (ELA) proficiency of all
students in Berkeley according to their test scores on the 2004, 2005 and 2006 California
Standards Test (CST). The first figure shows that African American and low income
children in Berkeley do not score as well as White children and those with higher incomes.
Compared to average test scores for Alameda County and California, Berkeley students
with higher incomes have higher scores and low income Berkeley children have lower
scores.

Figure 1.21 — Percent Proficient or Above in English Language Arts by
Race/Ethnicity, Berkeley Unified School District, Alameda County, and
California, 2004-2006

100 - . . . .
B African Am. [OAsian ELatino [JWhite
80 - =
)
[=
g 60 -
[
(]
o
40
20 -
2004 2005 2006 2004 2005 2006 2004 2005 2006
California Alameda Co. BUSD
Source: California Dept. of Education, CST English Language Arts, 2"9-11" grades cambined

Figure 1.22 — Percent Proficient or Above in English Language Arts by
Poverty Level, Berkeley Unified School District, 2005-6

|
M California EAlameda Co. CJBUSD

Economically Non-Disadvantaged

80
. 60
f=
8
540
20
0
80 - Grade 7 Grade 8 Grade 9 Grade 10 Grade 11
60 Economically Disadvantaged
kS
8
E 40 -
ol BN 'RN 'AN 'RN °R
o ,

Grade 7 Grade 8 Grade 9 Grade 10 Grade 11

Source: California Dept. of Education, CST English Language Arts
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Social Determinants of Health and Health Inequities

The rate of students not Figure 1.23 — Percent Non-Graduating Students by
graduating from Berkeley High Race/Ethnicity, Berkeley Unified School District, Alameda
School (“4-year drop-out rate”) County, and California, 2005-6

was 13.9% in 2005-6. 1 in 4 '

Latino and 1 in 5 African

American students did not *] 26%
graduate from high school. 25 1
201 18%
§ 14%
" . 13%
10%
10 A 9%
70/0
5
0l
African Asian Latino White BUSD Alameda CA

Am. Co.
Source: Berkeley Unified School District

Nearly one-third of Berkeley High School graduates are African American, but only 11%
of students eligible for admission at the University of California/California State
University system are African American.

Figure 1.24 — High School Graduates and UC/CSU Eligibles by Race/Ethnicity,
2004-2006
|

High School Graduates UC/CSU Eligibles

African

Latino\ go,

Source: Berkeley Unified School District
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Social Determinants of Health and Health Inequities

Housing Figure 1.25 — Household Type and Presence of
Children, Berkeley, 2000

The U.S. Census counted 44,955 i

households in Berkeley. Many N=44,955
people live alone; married Nontamlty
couples and other families make 204%
up 42% of households. Living Alone
Other families
. with no children
About half of the population rents under 18 years
. . . 6.7%
and the other half lives in housing
they own (most in single unit Married couples
with no own
StructureS). children under Marri
18 years arm.ed couples
17.0% with own

children under
18 years
11.8%

Other families
children under
18 years
5.9%

Source: U.S. Census, 2000

M *\ Social Determinants of Health: Housing & Homelessness

Poor quality housing and homelessness are associated with a range of health conditions such
as respiratory infections, asthma, lead poisoning, tuberculosis, and injuries.*> Overcrowded
housing conditions are associated with absence of hot water for washing, ineffective waste
disposal, infestation by insects and rats, and inadequate food storage.*® Homelessness is a
major public health concern. In Alameda County, as many as 16,000 people are homeless
during the course of a year and more than 6,000 are homeless on any given night.*® %" In
2003, a survey of Berkeley homeless estimated between 500-800 adults and up to 50
children were homeless on the day of the interview.*® *® Many people experiencing
homelessness have disabilities, and thousands more with serious and persistent mental
illness and/or HIV/AIDS are living in insecure and unstable situations. Many homeless adults
also have serious alcohol and drug problems, mental illness, and high rates of diabetes and
hypertension.
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Social Determinants of Health and Health Inequities

There are over 8,300
households in which one or both
parents live with children under
the age of 18 years. African
Americans have the highest
percentage of single-parent
households and Asians have the
lowest.

Transportation

Most Berkeley residents drive to
work. Nearly 20% use mass
transit (bus, BART, railroad).
Over 40% spend 30 or more
minutes commuting daily to work,
and 30% of those over 16, work
outside of Alameda County.

Figure 1.26 — Percent of Single Parent Households with
Children Under 18 Years of Age by Race/Ethnicity of

Parent, Berkeley, 2000
i

70%

60 -

i~

20 +

24% 25%

Latino

15%

Total African Asian White
Am

Source: U.S. Census, 2000

Figure 1.27 — Means of Transportation to Work for
Workers 16 Years and Older, Berkeley, 2000

Worked at
home
7%

Other N=54,674

1%

Walked
15%

Drove alone
in car, truck
or van
43%

Bicycle
6%

Motorcycle
1%

Railroad

0.4%
BART

1%

Streetcar
0.2%

Bus
7%

Carpooled
10%

Source: U.S. Census, 2000
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Social Determinants of Health and Health Inequities

Health Insurance Figure 1.28 — Type of Current Health Coverage Source
(18 to 64 Years Old), Berkeley, Alameda Co., California,

Twelve percent of adults 2001

between 18 and 64 years I

(at?out 8,7(_)0 people) were o [ Berkeley

uninsured in 2001. Uninsured 10.9% O Alameda

18.2% @ California

Medi-Cal/CHIP

Employment
Based

Privately
Purchased

0% 20% 40% 60% 80% 100%

Source: California Health Interview Survey, 2001

M *\ Social Determinants of Health: Health Care Access

Insurance coverage is one of the key determinants of timely, reliable access to health care
services because it helps to remove barriers to health care providers and assists with the
high cost of health care. Many people have limited or no access to health insurance.” As a
result, they are significantly less likely to receive regular care from a medical provider who
can help manage a chronic illness and facilitate access to preventive care. Those without
insurance are also less likely to have medications they need to treat their condition, or a
medical provider that is linguistically and culturally competent.”” Despite its importance,
access to health insurance will not, by itself, reduce inequities in health.
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Social Determinants of Health and Health Inequities

Latinos were less likely than other Figure 1.29 — Uninsured Adults (18 to 64 Years Old) by

groups to have insurance Race/Ethnicity, Berkeley, 2001
coverage. '
40 -
The percent uninsured for African 319
Americans is not reported | .
30
because there were too few
responses to be statistically ‘g
reliable. g 20 - 17%
o
10 - 8%
0

Asian Latino White

Source: California Health Interview Survey, 2001

ENNEL]

b 4 Program Highlight: El Centro

=

El Centro works to improve access to
medical care for the Spanish-speaking
population through outreach and assistance
with completion of Medi-Cal /Healthy
Families and Kaiser Child Health Plan
applications.

El Centro es un recurso en la comunidad
para mejorar el acceso a cuidado médico
para los que hablan esparol. Se ofrece
ayuda con las aplicaciones para seguro
médico (Medi-Cal / Healthy Familias y
Kaiser Child Health Plan).

Yor oo
m
a2
2
m
[~
=

Health Status Report — 25



Social Determinants of Health and Health Inequities

Inequities in Risk Factors Figure 1.30 — Adults with 3 or More Risk Factors for
Poor Health Outcomes by Race/Ethnicity, Berkeley,

Risk factors for poor health 2001 (Poverty, no health insurance, high school or less

outcomes are more prevalent education, smoking, binge drinking, no exercise, low

intake of fruits and vegetables, obesity)

among African American and
Latino adults than other

race/ethnic groups. 80 1

69%

64%
60 - 54%
45%

40 -

Percent

27%
20 - H
0 _
African  Asian Latino Multi- White
Am Eth/Other

Source: California Health Interview Survey, 2001

Picture of Community Meeting on Violence
Prevention in South Berkeley with Elected
officials, City Staff and community members.

ML&\ Social Determinants of Health:
Neighborhood Influences on Behavioral Risk Factors

Use of alcohol, tobacco, and drugs, obesity, lack of exercise, and poor diet are more prevalent in
residents of poor neighborhoods.'®*® Some risk behaviors (like smoking) may be adaptive
responses that help people better cope with the stress of adverse living conditions, racism, and
poverty.*® Unsafe streets and parks in poor neighborhoods can prevent outdoor exercise.
Limited access to healthy foods at affordable prices by local food retailers contributes to
inadequate diets, as does the ready availability of cheap and convenient candy, soda and fast
food.*"* An abundance of alcohol retail outlets makes alcohol more available, even to underage
drinkers;** and marketing tactics by tobacco and alcohol companies and the food and beverage
industry increase the appeal of these harmful products and often target minority youth and
communities of color.*®
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Social Determinants of Health and Health Inequities

Inequities in Health Outcomes

If African Americans in Berkeley
had the same health status as
Whites, a large proportion of the
poorer health outcomes, illness,
and hospitalizations in African
Americans would not occur.

Mortality Inequities

African Americans have much
higher death rates than Whites,
a pattern similar across
Alameda County, California and
the U.S.

Figure 1.31 — Inequities in Selected Health Outcomes: If
Berkeley African Americans had the same health status
as Berkeley Whites, how many poor health outcomes
would NOT occur each year in Berkeley African
Americans?

Berkeley African
Americans:
2156 (67%
of All African
Americans with
Hypertension)

Adults with
Hypertention

Asthma
Hospitalizations
(0-14 years)
Low Birth Weight
Babies

New Cases of
Prostate Cancer

1 10 100 1000 10000
Number in log scale

Source: Berkeley Public Health Division birth certificates, Office of Statewide Health Planning
and Development, CHIS 2001, U.S. Census, 2000

Figure 1.32 — White and African American Mortality
Rates, United States, California, Alameda County,
Berkeley, 2000

|
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Source: Death Certificates, 1999-2001 (Annual Ave.), US Census, 2000
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Social Determinants of Health and Health Inequities

Berkeley Whites and Latina Figure 1.33 — Deaths by Gender and Race/Ethnicity,
women have much lower death Berkeley and Other (non-Berkeley) Alameda County,
rates than their counterparts in 1999-2001

the rest of Alameda County. ' o

O Berkeley B Other Alameda Co.

1500 -

1000 - 933
85

500 +

Age Adjusted Rate per 100,000

0 L1
Female Male Female Male Female Male Female Male

African Am.  Asian Latino White
Source: Death Certificates, 1999-2001 (Annual Ave.), US Census, 2000

“Li\ Health Inequities: Deaths in Berkeley

Throughout the industrialized world, mortality has been closely associated with income
and race.”” Berkeley has a mortality gap between Whites and African Americans that is
even greater than that found in Alameda County or the U.S. One reason the difference is
so great in Berkeley is that the White population in Berkeley has a much lower death rate
than Whites in other parts of the County. This is likely related to the relatively high income
and education levels of Berkeley’s White population.
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Social Determinants of Health and Health Inequities

Though mortality rates are Figure 1.34 — Mortality Rates in Whites and African
decreasing overall, disparities Americans by Year of Death, Berkeley, 1993-2004
between White and African i
American rates are holding 1400 -
constant over time. g 1200 -
g
< 1000 - frican Am.
g
@ 800 -
& ~N -
3 600 TS T~
3 400 - ™« White
2
Q
2 200 -
0

1992 1994 1996 1998 2000 2002 2004

Source: Berkeley Public Health Division Death Certificates, US Census, 2000

Poor neighborhoods (census Figure 1.35 — Mortality Rate by Poverty Level, Berkeley,
tracts with a higher percent 1999-2001
poverty level) have almost twice '
the mortality rate as 10007
neighborhoods where fewer g
. . S 800 756

people live in poverty. S

5 614

2 600

5 482

E 400 -

2

g, 200 -

<

0
0-7.4% 7.5-14.9% 15-29.9%

Census Tract Poverty Level

Note: The trend is statistically significant
Source: Berkeley Public Health Division Death Certificates, 1999-2001 (Annual Ave.),
US Census, 2000
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Social Determinants of Health and Health Inequities

Program Highlight: South and West Berkeley Community Action Team

In 1999, The City of Berkeley Health Status Report released staggering statistics on ethnic
and racial health disparities in the South and West Berkeley communities. In response,
Community Action Teams (CAT) were established in both South and West Berkeley. The
South and West Berkeley CAT is made up of local residents and built on an asset-based
model of prevention using capacity-building methods. Its mission is to take action on
neighborhood health issues that represent inequities. One of its charges is to recruit
members who are least likely to participate in community organizing efforts and teach
them a proactive way to effect positive change in the communities where they reside (see
picture below of members at a CAT-organized Luau).

At every poverty level, African Figure 1.36 — Mortality Rate by Race/Ethnicity and
Americans have higher death rates Poverty Level, Berkeley, 1999-2001
than all other race/ethnic groups. '
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Social Determinants of Health and Health Inequities

The mortality rate in the Berkeley Figure 1.37 — Mortality Rate by Hills vs. Flats,
flatlands is much higher than the Berkeley, 1999-2001
mortality rate in the hills. '
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See Technical Notes for how we defined
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200 -
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Source: Berkeley Public Health Division Death
Certificates, 1999-2001 (Annual Ave.), US Census, 2000
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4 Program Highlight:
Community Health Action & Assessment Section (CHAAS)

CHAAS conducts data analysis using formal research methods and community
assessments to report on the health of Berkeley residents. It also conducts evaluation of
Public Health Division programs. CHAAS partners with residents, community-based
organizations and City agencies to address health inequities in low-income residents in
South and West Berkeley. Current initiatives include: 1) Youth Engagement and Policy
Action, and 2) Public Health Preparedness.
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Social Determinants of Health and Health Inequities

If poverty and racial and ethnic
inequities could be eliminated, the
annual number of deaths would be

reduced by at least one-third. Eliminated, Berkeley, 2000

AT1dN3AG

Figure 1.38 — Inequities in Mortality: Annual Number of
Avoidable Deaths and Years of Potential Life Lost If
White/African American Inequities and Poverty Were

Berkeley African Americans:

Years of Potential Life Lost American Years
Deaths 87 (41% Life Lost)

Poverty

Deaths in Poor Neighborhoods (>7.5% o,
o I 55 5%

10 100 1000 10000
Number in log scale

-

Source: Berkeley Public Health Division death certificates, U.S. Census, 2000

k % Program Highlight: South & West Berkeley Health Forum

=X

The Forum is a community-based collaborative that formed after the release of the
1999 Health Status Report that first identified health inequities in Berkeley. Its
purpose is to bring people and organizations together to talk about health inequities
and improve communication and collaboration among institutions, organizations
and the community. In the past few years, the Forum has been a community
resource and information clearinghouse, educating participants on the root causes
of health inequities. It has been central to the success of the Berkeley Hypertension
Program and other City-wide efforts to address health inequities. Membership
includes the Mayor’s Office, LifeLong Medical Care, Alta Bates, S&W Berkeley
Community Action Team, UC Berkeley School of Public Health, Kaiser
Permanente, and the Health & Human Services Department.
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Public Health Priority: A Healthy Start for Every Child

x(;*ﬁ .Kﬁ PUBLIC HEALTH PRIORITY:

A HEALTHY START FOR EVERY CHILD

“What happens during the first months and years of life matters a lot, not because this period of
development provides an indelible blueprint for adult well-being, but because it sets either a
sturdy or fragile stage for what follows.” - Institute of Medicine, 2000 **

Very young children - from conception to the first day of kindergarten - are the most vulnerable
members of our community. Early childhood development is highly influenced by a child’s
environment and relationships. In the first five years of life, children lay the foundation for all
subsequent development in critical areas ranging from language and cognitive development to
social, emotional, and moral capacity. Early experiences determine how brain cell connections
form, and how a child will learn, behave, form relationships, and enjoy good health. Supportive
and secure relationships in early childhood are key, and negative early experiences or the
absence of appropriate stimulation can have serious and sustained effects. *°

Children living in poverty are at greater risk of exposure to environments and experiences that
contribute to adverse developmental outcomes. They are especially disadvantaged due to poor
access to health care, high quality child care, decent housing and adequate nutrition, and to the
added stress on their families and caregivers. Adverse social and economic circumstances lead
to striking differences in what children know and can do even before they enter kindergarten.

Parents and other caregivers play a primary role in children’s lives, and children’s healthy
development requires at least one close, nurturing relationship with an adult. Risk factors that
may harm healthy child development include prenatal alcohol and drug exposure, maternal
depression, exposure to violence, and abusive or neglectful care.

Early interventions that focus on ensuring healthy pregnancies and supporting healthy parent-
child relationships are proven to be effective. For low income children, well-designed early
childhood interventions can improve a wide range of outcomes, and have economic benefits for
families, and savings in public costs.

Families alone - especially low income families - cannot ensure healthy child development.
Schools, neighborhoods, workplaces, and governments must all come together to promote the
well-being of every child, with a focus on creating healthy environments in which families can
thrive and all children can grow up healthy - physically, developmentally, emotionally, and
socially.

What can we do?

* Universal screening for risk factors for all pregnant women and young children

* Increase access to quality child care and early head start

* Increase access to services to support healthy parenting

* Address social and environmental conditions that adversely affect healthy child development
* Advocate for policy changes that address these issues.

~
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Pregnancy & Birth

Il. PREGNANCY & BIRTH

The health of mothers and their babies is critical to the health of a community and future
generations. Healthy infant, child and adult development depend upon health-enabling
environments that support healthy parenting and child development, and minimize risk-
taking behaviors, such as smoking, alcohol and other drug use, and late prenatal care. Key
health outcomes and behaviors in this stage of the life-course are births, teen births,
prenatal care, low birth weight, premature birth, maternal depression, and breastfeeding.

Highlights
" Disparities in timely prenatal care have disappeared

®  Berkeley continues to have one of the lowest teen birth rates in California, though
births to African American teens are higher than in other groups

® African Americans continue to have far higher rates of low birth weight infants and
premature births as compared to all other race/ethnic groups

Berkeley has a high percentage of infants exclusively breastfed.

o=
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Pregnancy & Birth

Births

Why is This Important?

The nature and characteristics of births in Berkeley are important as indicators of
population growth and future demographic trends.

Births in Berkeley

The annual number of births
declined slightly in the past
decade.

White babies accounted for the
majority of births in Berkeley.
There was a slight decline in the
proportion of African American
births from 2001 to 2005 and an
increase in the proportion of
White births.

In this time period, nearly three
quarters of the babies were born
at Alta Bates Hospital, 7% at
Kaiser Permanente, 5.5% at
Summit Medical Center, 4% at
California Pacific Medical Center,
and 3% were born at home.

Figure 2.1 — Live Births, City of Berkeley, 1996-2005
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Source: Berkeley Public Health Division, Vital Statistics; Birth
Records, 1996-2006

Figure 2.2 — Live Births by Race/Ethnicity, 2001-
2005 (All Years Combined)
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Pregnancy & Birth

Teen Births
Why is This Important?

Births to teenagers are a key concern because teen mothers are at high risk for having low
birth weight babies, late initiation of prenatal care, and related birth complications. Teen
mothers have more trouble completing school and finding a job, and are more likely to live
in poverty and need public assistance. Children of teen mothers have a higher risk for child
abuse, neglect, and behavioral and educational problems. Strategies to prevent teen
pregnancy and births address risk factors such as poor financial and emotional support, low
levels of education, few positive role models, lack of after-school activities, substance
abuse, a need for teen-appropriate reproductive health services, low self-esteem and
unequal decision-making power about contraceptive use.®

Overall, the teen birth rate in Figure 2.3 — Birth Rates in Females 15 to 19 Years
Berkeley has declined since Old by Race/Ethnicity, Berkeley, 1991-2006 (2-year
1991. intervals)
i

Due to small numbers, there is
year tc_) year fluctuation in the 60 - African Am.
statistical downward trend for 2
African Americans. [

S 40 -

é 20 - Latino

m

- Total
T e ] White

lllll

Source: Berkeley Public Health Division, Birth Records, California Dept. of
Finance, 1991-2006, US Census, 2000

Program Highlight: Berkeley High School Health Center

The Berkeley High School Health Center offers a comprehensive approach to protecting the
health of teens by providing physical, emotional, and social health services including
physical exams, referrals to public health nursing case management, reproductive health
services, immunizations, individual and classroom based pregnancy/STD prevention
education, youth development programs, mental health counseling, and crisis intervention
services.

In 2005-2006, 61% of Berkeley High School students visited the Berkeley High School
Health Center. Of those visits, 58% were for medical/first aid services, 22% were for mental
health services, and 20% were for health education services. Over 60% of the clients receive
a complete psychosocial screening, a process that often leads to medical and mental health
referrals both within the Health Center and to external community providers.
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Despite the downward trends, Figure 2.4 — Birth Rates in Females 15 to 19 Years Old,
large racial and ethnic Berkeley, Alameda County, and California, 2002-2004
disparities persist in teenage Average
birth rates. '

50 4 22

The average teen birth rate from
2002 to 2004 was three times 40 - 39.2
lower than the Alameda County

average and 4 times lower than £ 30 4 264
the statewide average. g 229 [
g 20 -
Berkeley has maintained the £
lowest birth rate among % 40 - 86
adolescent mothers compared 22 I
to all other California health 0- -
juriSdiCtiOI’lS Since 1 994 A:;i;e.m Asian  Latino White Berkeley Alag::da California

Source: Berkeley Public Health Division, Birth Records, California Dept. of
Finance, U.S. Census, 2002-2004 (Annual Ave.)

bt : Program Highlight: Vera Casey

Collaborative for Pregnant and
Parenting Teens

This program — in partnership with the
YMCA Early Head Start program - provides
the support and resources necessary to
help pregnant and parenting teens stay in
school and graduate, including a full-service
child care center and child development
services, parenting class and social support
groups for moms and dads, providing vital
linkages to physical, mental, and
educational health services, and public
health nursing case management.
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Prenatal Care
Why is This Important?

Preconception and prenatal care is the health care a woman gets before and during
pregnancy. Both address the mother’s health needs, and provide an opportunity to address
health risks (such as smoking, alcohol, and other drug use), nutrition and physical activity,
what to expect during the birth process, the mother’'s emotional health, and basic infant
care. This care allows monitoring of the well-being of the developing fetus, as well as the
mother. Prenatal care is most effective if started early in the first trimester.

Prenatal Care in Berkeley Figure 2.5 — Percent of Pregnant Mothers Receiving
Prenatal Care in 1st Trimester by Year of Birth,
In 2005, 90% or more of pregnant Berkeley, 1995-2005

mothers initiated prenatal care in ’

the first trimester of pregnancy. In 100 -
2003-2009, there were no White e = T ==
race/ethnicity disparities. The 00|  ASEN /

disparities seen through the 1990s Latino /\M
have disappeared. 80 1 African Am.

70

60 -

1st Trimester Prenatal Care, %

50
1995 1997 1999 2001 2003 2005

Source: Berkeley Public Health Division; Birth Records, 1995-2005

Program Highlight: Centering Pregnancy Program

Lifelong’s West Berkeley Family Practice and Berkeley Primary
Care Access Clinic offer high quality prenatal care in a group
setting. This creates support within a stable group of women,
families/friends and babies to increase participant's sense of
community and empowerment as health care consumers. The
program also provides medical risk assessment, health
education and social support. Participants learn and practice
simple relaxation and stress reduction techniques.
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Low Birth Weight
Why is This Important?

Low birth weight (LBW) is defined as a birth weight less
than 2,500 grams, or 5.5 pounds. LBW is increasing in the
U.S., from 7% in 1990 to over 8% of all pregnancies in
2004.%” Smoking accounts for 20 to 30 percent of all LBW
births in the United States.® Other risk factors include
premature birth, teen pregnancy, and stress — including
stress associated with racism and poverty.”*®®  The
smallest babies (less than 1500 grams) have an increased
risk of infant death and of developmental disabilities.®’

Low birth weight occurred in 6.7% Figure 2.6 — Low Birth Weight in Berkeley, Alameda
of live births from 2002 to 2004. County, California, 2002-2004, and Healthy People

2010 Goal
|

6.7% 6.9% 6.6%

5.0%

Percent of Newborns
with Low Birth Weight

Berkeley Alameda Co. California HP2010

Source: Berkeley Public Health Division, Birth Records, 2002-2004

Program Highlight: Black Infant Health Program

This program (see picture of BIH staff above) aims to improve birth outcomes for
African American women in Berkeley through intensive prenatal outreach and
education, prenatal and postpartum peer support groups, and community/family
education about current health issues and how to navigate social service systems to
improve health care access, parenting skills, and self-improvement techniques. As was
recommended in a previous City of Berkeley report on Low Birth Weight,® women
need interconceptional care (health care between pregnancies) to reduce risk factors,
in addition to screening and comprehensive services for substance abuse problems.
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Low birth weight declined in Figure 2.7 — Low Birth Weight by Race/Ethnicity and
African Americans during the Year of Birth, Berkeley, 1990-2006
1990s but has increased again '
in recent years. The proportion 20 African Am.
of low birth weight babies is still =
twice as high in African 2 15 -
Americans compared to other E
groups. =
2 10 - _
2 Asian
Due to small numbers, the -
H H c P
apparent increase in 2_005/06 8 5| _ AN ~ A7 white
may be random variation. S i == Latino

1991/2 1993/4 1995/6 1997/8 1999/00 2001/2 2003/4 2005/6

Source: Berkeley Public Health Division, Vital Statistics; Birth Records

M '\ Health Inequities: Perinatal Risk Factors

The health of a baby is strongly related to health and behaviors during pregnancy. Obesity can
cause serious pregnancy-related complications, and during the earliest stages of human
development it can have lifelong impacts on the development of chronic disease.®? Appropriate
weight during pregnancy is highly related to the baby’s birth weight and is impacted by whether
nutritious food and safe exercise opportunities are accessible. Strategies to improve healthy
eating and exercise include culturally-appropriate social norm change campaigns that reduce
the barriers for poor and minority women, and initiatives that alter the physical environment to
improve access to health-promoting resources such as fresh produce and safe parks and
recreational facilities.

Alcohol, tobacco and other drug use during pregnancy are leading preventable causes of birth
defects and developmental disabilities in the United States.®® In California, the rate of drinking
during pregnancy (19%) is two times higher than the national rate and women in the Bay Area
reported the highest rates of alcohol use during pregnancy in California.®* Effective strategies
to reduce the impact of tobacco, alcohol and drug use during pregnancy include education
about the importance of early prenatal care, universal screening for perinatal drug use,
counseling and treatment specifically for pregnant women with a positive screen, and
environmental changes such as reducing marketing of alcoholic beverages to young women
and the number of liquor stores in poor and minority neighborhoods.

m
'3
ATIINNAG

Health Status Report — 40



Pregnancy & Birth

Premature Births
Why is This Important?

A baby born before 37 weeks of pregnancy is considered a premature birth. Prematurity is
the leading cause of neonatal death not associated with birth defects. The rate of
premature births is higher in African Americans than Whites across the U.S. Risk factors
for prematurity include use of alcohol, tobacco, or other drugs during pregnancy, low pre-
pregnancy weight or low weight gain during pregnancy, vaginal infections during
pregnancy, and domestic violence.’® Premature babies are likely to have a low birth weight
and almost all very low birth weight babies are premature.

From 2002 to 2004, African Figure 2.8 — Premature Births by Race/Ethnicity,
American babies were twice as Berkeley, 2002-2004
likely to be born premature as ' 20 -
White, Latino, or Asian babies.
ot 156
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% 8.7 8.6 8.3 76
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0 ,
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Source: Berkeley Public Health Division, Birth Records
Throughout the 1990s the Figure 2.9 — Premature Births by Race/Ethnicity and
percentage of premature births Year of Birth, Berkeley, 1991-2006
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Maternal Depression
Why Is This Important?

Depression is a mood disorder in which feelings of sadness, loss, anger, or frustration
interfere with everyday life for an extended time. Depression that occurs during pregnancy
or within a year after delivery is called maternal depression - the “baby blues.” Some
women with depression have difficulty caring for themselves during pregnancy, difficulty
parenting their newborns, and are more likely to use harmful substances, like tobacco,
alcohol, or illegal drugs as attempts to self-medicate.®*

Maternal Depression in Berkeley Figure 2.10 — Maternal Depression Screening in Post-
Partum Visits, Berkeley, 2004-2005

In 2006, of new mothers who were '

receiving Family Support Services 40 o Screened
and received a home visit by a H Positive for Depression
public health nurse, 41% were
screened for depression. Of those . 30
screened, approximately 18% g
screened positive for depression. E 20
10
0
2004 2005 2006
n=248 n=148 n=158

Source: Berkeley Public Health Division, Every C hild Counts, 2004- 2006
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Program Highlight: Public Health Nursing Case Management

Case management by nurses provides comprehensive support, education and
referrals for new moms for such issues as maternal depression. Over 150 new
mothers were screened for depression and referred to appropriate care in 2006.
There is a need to develop a system to ensure every new mother is screened and
referred as needed to appropriate support or mental health services.
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Breastfeeding
Why Is This Important?

Breastfeeding is the best way of nourishing infants.®”*® Exclusive breastfeeding in the first
6 months reduces childhood infections and may help prevent childhood obesity among
other chronic diseases.”® Women who breastfeed also experience less breast and ovarian
cancer. Nationally, African American, poor and less educated women have lower rates of
breastfeeding.”

Breastfeeding in Berkeley Figure 2.11 — In-Hospital Exclusive Breastfeeding
Rates at Alta Bates/Summit Hospital, Berkeley, 2001-
Alta Bates Hospital is one of the 2004
top 15 hospitals in California for I
the percent of mothers that 100
exclusively breastfeed their infants ]
when they take them home from 80 M _ B
the hospital. Exclusive ]
breastfeeding rates were highest £ 60
in White mothers and lowest in £
African American mothers. a 40
20
0 African-  Asian  Latino  White Berkeley Berkeley Alameda California
Ameriean B erkeley, 2004 20012 2004 Co. 2004 2004
In the first few months after birth, Figure 2.12 —Exclusive Breastfeeding in WIC Infants
low-income African American by Race/Ethnicity and Months Post-Partum, Berkeley,
infants in the Women, Infant, and 2006
Children (WIC) program were less I
likely to be exclusively breastfed in 801 White
2006 than infants of other 3 Asian
race/ethnicity groups. §oo| MO
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JELENNET ]
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This program provides food vouchers, nutrition and breastfeeding counseling and
education, and referrals to relevant resources (see pictures below). The
Breastfeeding Program supports breastfeeding with culturally relevant peer
education, collaboration with lactation specialist public health nurses, counseling,

assistance, and classes. WIC also offers electric pump loans, and works to eliminate
formula distribution in hospitals.

_ Program Highlight: Women, Infants and Children Program
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kg;f{.gﬁ PUBLIC HEALTH PRIORITY:

HEALTHY YOUTH DEVELOPMENT

“To this day, | believe we are here on this planet earth to live, grow up and do
what we can to make this world a better place for all people to enjoy freedom.”

-Rosa Parks School pledge

Adolescence represents a unique time in the lifecycle, a time of transition in
which youth are developing attitudes and behaviors that make a significant
impact on their health and well-being, and making choices about their futures
and their roles in society.72

The term "youth development" refers both to what is known about the key
processes, tasks and expectations that occupy young people in the second
decade of life, and about the institutions, professions and practices designed
to support them.” Merely involving youth in programs does not adequately
address the full range of skills needed to help youth develop into productive
adults. Rather than focusing on problems and risk factors, youth development
approaches focus on building upon strengths and assets in youth.73 Today’s
adolescents are tomorrow’s workforce, parents, and leaders. Positive youth
development initiatives can create the conditions in which young people from
all populations have opEortunities to develop skills and behaviors that lead to
long-term good health.”

City of Berkeley programs focusing on healthy youth development are aimed
at achieving coherent internal approaches to engaging youth on health issues
and developing a youth-led program in which youth take leadership on
addressing health inequities in Berkeley. These include peer education
programs to prevent smoking, alcohol & other drug use, and injuries.
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Child & Adolescent Health

lIl. CHILD & ADOLESCENT HEALTH

Child health is of great importance to our community: today’s children become tomorrow’s
parents and workers. Also, we now know that health in early life is the basis for health over
the life span, and that adult health is influenced by socio-economic status during
childhood.” An investment in early childhood well-being has great benefits for the overall
health of our community.

This chapter summarizes the state of health of our children and adolescents: preventive
health screenings and behaviors, overweight and obesity, use of alcohol, tobacco and other
drugs, childhood immunizations, and specific health outcomes including mental health,
children with special health needs, asthma, injuries, sexually transmitted diseases, dental
health, lead poisoning, and anemia.

Highlights

® One-seventh of Berkeley's children live in poverty and a substantial number
participate in programs for low-income families

® About 14% of adolescents report the use of tobacco, alcohol, marijuana and other
drugs, and are exposed to violence.

Asthma hospitalizations are high, particularly in African Americans and southwest
Berkeley residents.

® Leading causes of injuries include attempted suicide, assault, motor vehicle
accidents, falls, and reaction to prescription drugs
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Demographics of Berkeley's Figure 3.1 — Number of Children 17 years of Age and
Children Younger by Sex, Berkeley, 2000
There are an equal number of 3000 - O Girls (N=7063)
children in ages that correspond W Boys (N=7450)
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Non-White racial and ethnic Figure 3.2 — Number of Children 17 Years of Age and

groups make up the majority of Younger by Race/Ethnicity, Berkeley, 2000
children.
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Yor oo
2
2
m
[~
=

Health Status Report — 47



Child & Adolescent Health

The poverty rate is 6 times higher Figure 3.3 — Percent of Children 17 Years Old and
for African American children and 4 = Younger Living Below the Poverty Level by
times higher for Latino and Asian Race/Ethnicity, Berkeley, 1999

children than for White children. '
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Source: US Census, 2000
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Child & Adolescent Health

A substantial percentage of Berkeley's children participate in health and social service
programs. Approximately 22% of Berkeley's children less than 18 years of age receive
health insurance through Medi-Cal. Over 10% of Berkeley's children receive preventive
clinical services and screening for disabilities in the California Child Health and Disability
Prevention Program. Several hundred children are enrolled in California and federally
supported programs for serious medical conditions or disability or are in supervised foster
care.

Figure 3.4 —Child Participation in Health and Social Service Programs, Berkeley, 2005-2006

U.S. Census, 2000 14,513
BUSD K-12 Enrollment

BUSD Free/Reduced Price Meals, 2005

BUSD Compensatory Education, 2005

Medi-Cal Enrollees, 2006

Child Health & Disability Prevention Program, 2006
Women, Infants, and Children (WIC), 2007

BUSD English Learners, 2005

BUSD Special Education,

Healthy Families Enrollees, 2007

Children with a disability, U.S. Census, 2000 [f|414

Mental Health Service Users, 2006 399
California Children’s Service Users, 2006 || 205
Foster Care,children removed, 2003 157

0 2000 4000 6000 8000 10000 12000 14000
Number of Children

Source: Child Health & Disability Prevention Program, Berkeley Unified School District, Medi-Cal,
Managed Risk Medical Insurance Board , US Census
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Child & Adolescent Health

Nutrition and Physical Activity
Why Is This Important?

Poor childhood health behaviors such as sedentary lifestyles (very little activity and large
amounts of sitting), unhealthy eating, overweight, and obesity increase risks of
cardiovascular disease, diabetes, and other preventable diseases in adulthood.

Children and youth are getting a large portlon of their daily calories from snacks, are not
eating breakfast as much as they used to,’ 76 and are not eating enough fruits and
vegetables.”” Physical activity has also decreased among children and adolescents with
fewer enrolled in school physical education (PE) classes’® and about 1/3 of 9" to 12
graders not receiving recommended levels of moderate or vigorous physical activity.”
Changes in transportation patterns and activity levels are increasingly influenced by the
built environment® and fewer children living close to school walk or bike there.®!

In a recent California statewide study, children were actually vigorously active for only 4
minutes of an average 30-minute PE class.®? For the past three decades PE time has been
reduced in response to the pressure to raise academic test scores. Finally, PE instruction
from trained professional PE teachers has shifted to instruction from regular classroom
teachers.

Physical Fitness in Berkeley's Figure 3.5 — Aerobic Fitness of 5th, 7th, and 9th

Children Graders, Berkeley Unified School District, 2000-2005
i

Between 30% and 60% of 1997

Berkeley grade schoolers
(depending on the grade) cannot
pass a standardized aerobic
fitness test. Aerobic fitness is a
measure of fithess of the heart
and lungs.

80 -

60 - 7%<:\ Grade 5
Grade 7
40 - Grade 9

20 +

Percent Aerobically Fit

2000 2001 2002 2003 2004 2005

* Ability to briskly walk 1 mile (e.g. < 10 min. for 16 year old girls; <8.5 min for
16 year old boys. Source: California Department of Education
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Child & Adolescent Health

Program Highlight: Child & Youth Nutrition and Physical Activity Promotion

The San Pablo Park Steps to Wellness project aims to decrease childhood obesity rates in
South and West Berkeley through creating an environment that supports healthy eating and
physical activity. This is a Robert Wood Johnson Foundation funded partnership with the
Department of Parks, Recreation and Waterfront and the Ecology Center Farm Fresh Choice
Program. The project aims to include activities attractive to sedentary youth that don’t identify
themselves as athletic, including the installation of a Dance Dance Revolution Arcade game
(see picture below) and tennis lessons. Healthy, inexpensive, tasty take-out meals from local
restaurants are available for purchase one day a week as parents/caregivers pick up their
children. The project also works with Ecology Center staff to replace soda with healthy
beverages and increase healthy snack options and provides cooking classes for youth and
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Aerobic fitness declines from 5 to Figure 3.6 — Aerobic Fitness of 5th, 7th, and 9th
9™ grade. 9™ grade students in the Graders, Berkeley Unified School District, Alameda
BUSD lag behind their Alameda County, and California, 2004

County and California counterparts '

. . . B BUSD OAlameda Co. 0[JCalifornia
in aerobic fitness.
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Over 75% of 7" and 9" grade
students reported regular
physical activity, decreasing to
just 63% among 11" grade
students. A similar decrease in
regular physical activity also
occurs nationally among 9" and
11" graders.

Healthy eating behaviors appear
to decrease as students get
older. Over two thirds of BUSD
7" graders ate 5 servings of fruits
and vegetables the previous day,
decreasing to 60% among 9™
graders and 55% among 11"
graders.

Compared to national averages,
the rates are about 3 times higher
among BUSD’s 9" and 11" grade
students.

Figure 3.7 — “Participated in 20 minutes of vigorous
activity at least 3 days” in Past 7 Days for 7th, 9th, and
11th Graders, Berkeley Unified School District, Spring
2006 compared to 2005 National Youth Risk Behavior
Survey
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Source: California Healthy Kids Survey, Spring 2006; National Youth Risk Behavior Survey
2005

Figure 3.8 — “Ate 5 Servings of Fruits and Vegetables”
during the previous day for 7th, 9th, and 11th Graders,
Berkeley Unified School District, Spring 2006
compared to 2005 National Youth Risk Behavior
Survey
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Source: California Healthy Kids Survey, Spring 2006; National Youth Risk Behavior
Survey 2005
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Obesity

Why Is This Important?

Obesity — defined as a body mass index at or above the 95" percentile - has more than
doubled in U.S. children since 1971, and has tripled for children 6-11.8%* Rates are higher
among African American, Latino and low income children.?*® Obese children are more
likely to be overweight and obese adults, and to develop chronic conditions at earlier
ages.?’ Pediatricians are starting to see adult chronic illnesses like hypertension and type 2
diabetes in children for the first time, conditions that increase the risk of cardiovascular
disease.?®®® Some experts predict that, as a result of obesity, today’s children will be the
first in the U.S. to have lower life expectancies than their parents.

Multiple factors contribute to the problem: children’s increasingly sedentary lifestyles;
reduced physical education time in schools; increased screen time watching TV and
playing video games; extensive marketing by the food industry of high calorie foods with
little nutritional value; increases in soda consumption; large portion size; and, particularly
for many low-income children, limited access to healthy foods and safe places to play. As a
result, children eat more high-fat, high-calorie foods and are not physically active, leading
to an increase in the number of obese children.

Obesity in Berkeley's Children Figure 3.9 — Percent Obesity (>95 percentile) in
Secondary School Children in Berkeley Unified School

Overall, obesity is less frequent District, 2005-6
in Berkeley's middle and high '
school students than the 20 - O Berkeley B Alameda Co. B California
Alameda County or California
average. 15% 15%
15 - 14%
13%)|
- 12%) 12%
5 10%)
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o 7%
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0
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Source: California Healthy Kids Survey, 2005/6
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Low income children in Figure 3.10 — Percent Obesity (>95th Percentile) in
Berkeley's CHDP program are Children in California Child Health & Disability Prevention
more likely to be obese than Program, Berkeley, Alameda County, and California,
their Alameda County and 2005, and Healthy People 2010 Goal

California counterparts. [0 Berkeley E Alameda Co. H California

30%

30
25 o 229, 23%
- 20
S 16%
© 15 - 13%
[
% 10 -
5%
] [ ]
0
0- 4 Years 5-19 Years HP2010
Age Group

Berkeley has a statistically higher percentage of obese children
Source: California Child Health & Disability Prevention Program, 2005
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Program Highlight: Chronic lliness Prevention Program

IMPROVING CHILD NUTRITION AND PHYSICAL ACTIVITY
From 2004-2006, Chronic lliness Prevention staff worked at the Berkeley Alternative High
School (now Berkeley Technology Academy) with peer educators, students, administrators,
faculty, staff, and parents to develop youth centered environments that promote healthy
behaviors.  Strategies included advocating for tastier school lunches/snacks, universal
breakfast, increased student purchases at the Farmers’ Market, taste testing of healthy foods
(see picture above), and weekly hip hop dance classes.

In Summer 2006, local youth surveyed local grocery outlets and corner markets for their
availability of healthy foods and environmental barriers and supports to healthy eating such as
advertising for junk food versus healthy foods. As a follow-up to this project, Chronic lliness
Prevention staff and high school youth are working with local corner market stores near middle
and high schools to begin offering healthier food options and “depromote” unhealthier choices.
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Alcohol, Tobacco and Other Drugs
Why Is This Important?

Cigarette smoking remains the single most preventable cause of disease and death in the
United States. Smoking results in more deaths than AIDS, alcohol, cocaine, heroin,
homicide, suicide, motor vehicle crashes, and fires — combined! Thirty years of concerted
public health efforts have led to great success with declines in smoking rates and related
cancer deaths. But today’s youth are now starting to smoke again. Tobacco companies
target youth with advertising and promotional giveaways.53 More than half of youth
nationwide have tried cigarettes by 12th grade, and 25% of 12th graders are current
smokers.” As early as 8th grade, more than 25% have tried cigarettes, and 10% has
become a current smoker.®’ Teenagers who smoke are more likely to develop a stronger
habit as adults and the dangers of smoking on human health are well-documented.?* %3
Risk factors for youth smoking include low socioeconomic status, peer tobacco use,
smoking by parents, accessibility of tobacco, lack of parental support or involvement, and
low self-esteem.*9°

Today’s youth grow up in an environment that encourages multiple forms of substance use
and abuse, both legal and illegal. Nationwide, youth have high rates of alcohol and drug
abuse and significant problems with binge drinking, although rates of drug use overall are
decreasing.”’ Underage drinking is a factor in a host of serious problems including

homicide, suicide, serious injury, crime, and high risk sex.**’
Tobacco and Marijuana Use in Figure 3.11 — Use of Tobacco and Marijuana During
Berkeley's Children Past 30 Days in 7th, 9th, and 11th Graders, Berkeley

Unified School District, 2002-2006
|

Berkeley Unified School District
(BUSD) students* reported an 50 - O Smoke marijuana? B Smoke a cigarette?
increase from 7" to 11" grade of

cigarette or marijuana use within § 40 -
30 days. Nearly 40% reported >
using marijuana. '*g 30 -
Q.
Of more than 1400 students % 20 -
screened at the Berkeley High S
School (BHS) Health Center in 5
o
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Of 800 BHS students surveyed in 7th Grade oth Grade 11th Grade
2005, 25% of them reported that
the|r fam|||eS St|" a"OW Sm0k|ng Source: California Healthy Kids Survey, 2001-2005
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* The response in 2006 was 56% for
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Alcohol Use in Berkeley's
Children

In 2005, more than half of 11"
graders reported using alcohol
within 30 days.

Figure 3.12 — Use of Alcohol in 7th, 9th, and 11th
Graders, Berkeley Unified School District, 2001-2005

Percent Reporting Use
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Source: California Healthy Kids Survey, 2001-2005
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Program Highlight: Youth Tobacco Prevention

The Tobacco Prevention Program works to reduce youth access to tobacco through
policy change requiring tobacco retailers to become licensed and by working with the
Police Department to conduct tobacco sting operations. UC Berkeley and Berkeley
High School students deliver interactive curricula to decrease second-hand smoke
exposure and take action against the glamorization of tobacco — including blunts and
hookahs -- in the entertainment industry. Student interns conduct projects and teach an
academic class at UC Berkeley to increase smoking cessation rates and to reduce
tobacco industry influence through research, funding and distribution of tobacco
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More Berkeley students report
using alcohol and marijuana
than their statewide
counterparts, but fewer report
smoking cigarettes. At the 11"
grade, more Berkeley students
use alcohol and marijuana
compared to teens nationwide.

Figure 3.13 — Cigarette, Alcohol, and Marijuana Use in
Last 30 Days of 7th, 9th, and 11th Graders, Berkeley
Unified School District, California (CSS), and U.S.
Comparisons (YRBS), 2005
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Source: California Healthy Kids Survey, 2001-2005
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T Program Highlight: Community Advocacy for Alcohol Policy

limit underage drinking.

Availability of alcohol, tobacco and other drugs is recognized as a problem in Berkeley
and is thought to be higher than the State average.®® To help change the community
norms on underage drinking and strengthen enforcement of laws to limit access to minors
of alcohol and other drugs, the South and West Berkeley Community Action Team co-
authored and testified in support of tougher City policies in partnership with a local
coalition, the Berkeley Alcohol Policy Advisory Coalition (BAPAC). Through this
involvement, they achieved success in the adoption of a city ordinance that will serve to
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Sexually Transmitted Infections
Why Is This Important?

Sexually Transmitted Infections (STls) are an indicator of high-risk sexual activity, and
increase the risk for HIV infection. Untreated Chlamydia increases the risk of Pelvic
Inflammatory Disease, potentially fatal ectopic pregnancy (pregnancy outside the uterus)
and infertility in women. Gonorrhea is related to fertility problems in both men and women.
Together, Chlamydia and gonorrhea account for the majority of reportable sexually
transmitted infections in adolescents and young adults.*

Sexual Transmitted Infections in Berkeley's Adolescents

In 2005, two thirds of the Chlamydia infections and almost half of the gonorrhea
infections reported by health care providers to the Berkeley Public Health Division
occurred in youth aged 15 to 24 years of age. African American females had the highest
rate of Chlamydia infection and African American males had the highest rates of
gonorrhea infection. Berkeley's Chlamydia infection rate is below that of Alameda
County and the California average.

Of more than 1400 students screened at the Berkeley High School Health Center in
2005, over half were sexually active. Of sexually active students, 71% were screened
for sexually transmitted infections; of these, 5% tested positive for Chlamydia.

Figure 3.14 — Chlamydia Rates by Gender, Figure 3.15 — Chlamydia Rates, Berkeley,
Age, and Race/Ethnicity, Berkeley, 2005 Alameda County, California, 2000-2005
I |
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Figure 3.16 — Gonorrhea Rates by Gender, Figure 3.17 — Gonorrhea Rates, Berkeley,
and Age, Berkeley, 2005 Alameda County, California, 2000-2005
| |
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Source: California Department of Health Services, SDT Control Branch Source: California Department of Health Services, SDT Control Branch

¥ § Program Highlight: Enhanced Gonorrhea Surveillance Program

Every Berkeley resident testing positive for gonorrhea is called to answer a short telephone
survey. This program is an ongoing, surveillance activity that improves the understanding of
gonorrhea transmission throughout California and helps to develop appropriate and targeted
interventions.
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1 4 Program Highlight: Safer Sexual Practices Among Youth and Young Adults

Various programs at the Berkeley High School Health Center and the Public Health Division
work to increase education and outreach for youth and young adults to change social norms
to promote safer sexual practices. Messages encourage youth to delay the onset of sexual
activity, insist upon the correct and consistent use of condoms, and limit their number of
sexual partners.
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Immunizations
Why is This Important?

Immunization is one of the most significant public health achievements of the 20th century;
polio is a scourge of the past, and once common childhood ilinesses like mumps and
measles are now rare. Nationally, childhood immunization rates are high.100 However,
children living in poverty and minority children have lower rates of immunization.'®" This
disparity is of great concern in large urban areas with underserved populations because of
the potential for outbreaks of vaccine-preventable diseases. A small percentage of parents
sign personal belief exemptions (PBE) due to fear that vaccines are harmful and cause bad
side effects such as illness and death and that vaccines overload the immune system and
are not needed when there are very low or no cases of the diseases in the U.S. When
these PBEs are included in the number of children not vaccinated, the PBEs lower overall
immunization rates.

Immunization of Berkeley's Figure 3.18 — Percent of Two-Year Olds Immunized
Children Against 7 Childhood Diseases, Berkeley, Alameda

County, and California, 1996, 1999, and 2004
|
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Source: California Department of Health Services, Kindergarten Retrospective Survey
Diphtheria, tetanus, whooping cough, polio, measles, mumps, rubella (4:3:1)
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Although a high percentage of Figure 3.19 — Percent of Two-Year Olds Immunized
Berkeley children are immunized Against 10 Childhood Diseases by Race/Ethnicity,
against diphtheria, tetanus, Berkeley, 2004

whooping cough, polio, measles, " ..

mumps, and rubella, many are
not yet immunized against 48%
hepatitis B, Haemophilus s - il
influenza, and chicken pox, for €
which vaccines are available. S 30 4
a
15 4
o ,

African Am. Asian Latino White

Source: Kindergarten Retrospective Survey, 2004
Diphtheria, tetanus, whooping cough, polio, measles, mumps, rubella, hepatitis B,
Haemophilus influenza, chicken pox (4:3:1:3:3:1)
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ﬁ Program Highlight: Inmunization Program

This program works to improve immunization rates for all Berkeley residents across the life
span. Special efforts are targeted at the African American and Latino children under two years
of age by collaborating with WIC; public and private preschools; licensed family childcare
homes; medical providers; and through community outreach, education and encouraging
participation in the immunization registry among medical providers.
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Mental Health
Why Is This Important?

The future of our City and community depends on the mental health and strength of our
young people. When untreated, mental health disorders can lead to school failure, family
conflicts, drug abuse, violence, and even suicide. Nationally, one of every five children and
adolescents has a mental disorder, and 10% have a serious emotional disturbance that
affects daily functioning. But 80% of children who need mental health services do not
receive them. Childhood and adolescence are critical periods for promoting social and
emotional development and preventing mental disorders — mang/ major mental health
disorders now are recognized to have their onset in childhood.

Mental Health of Berkeley’s Children

In 2006, children under the age Figure 3.20 — Leading Diagnoses in Clients Less than
of 18 years accounted for 21% 18 years of Age, Berkeley Mental Health Division,

of Berkeley residents receiving Berkeley, 2002-2006

services from Berkeley Mental ' _

Health Division. Each year, Ave. Annual N = 193 oisordure.

about 193 children and 30%
adolescents received mental D’;Lg‘::;s

health services. 17%

Adjustment disorders occur in
about 1/3 and are most Bipolar

Disorders

commonly caused by trouble 3%
coping 3 months after a stressful o ention  oeprssive
event. One-third had depression 6% Disorders

or anxiety disorders. 2
Oppositional/
Defiant Dis.

In 2006, the Berkeley High School o 13%

Health Center saw 202 youth as Source: Alameda County Behavioral Health Services , 2002-2006
mental health clients, a total of

1,079 visits. In the latter half of that

year, 44% of the youth had

depression or anxiety disorders.

Anxiety
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4 Program Highlight:
Berkeley High School Mental Health Services

The Health Center provides crisis intervention, long-term and short-term
therapy, and support groups on a variety of student-related issues (family
issues, substance use, grief and loss, and violence prevention). It also
promotes positive youth development opportunities.

Program Highlight:
Mental Health Division’s Family, Youth and Children’s Services

The Division offers counseling and treatment services for children with serious
emotional disorders and their immediate family members, and Crisis Services
for both children and youth.
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Children with Special Health Care Needs
Why is This Important?

Children with Special Health Care Needs are: “...those who have or are at increased risk
for a chronic physical, developmental, behavioral, or emotional condition and who also
require health and related services of a type or amount beyond that required by children
general!)y.”103 Nearly 20% of families in the U.S. have a child with special health care
needs.'™ Children with special health care needs who meet strict eligibility criteria are able
to access medical and developmental services through state-funded programs such as
California Children’s Services, Early Intervention, or Mental Health. But many children with
special health care needs are not eligible for these services and their needs remain unmet.

Berkeley’s Children with Special Health Care Needs

Congenital anomalies, Figure 3.21 — Leading Diagnoses of Children in
prematurity and low birth weight California Children’s Services, Berkeley, 2003-2006
account for one-third of the i

diagnoses of Berkeley children e

receiving medical services in the Annual Ave. 7% Low Birth
California Children's Services N=62 WilPresterm
program.

Fractures,
8%

Malocclusion
7%

79 Other
Diagnoses
42%

Hearing Loss
6%

Respiratory

Problems, 5%

Source: Alameda County Children’s Medical Services , 2003-2006

. Program Highlight: Child Health and Disability Prevention Program (CHDP)

CHDP improves health care access for Medi-Cal and low-income children in Berkeley by
providing outreach and education regarding available services. CHDP providers provide
physical check-ups which include immunizations, development and dental assessments,
vision and hearing screening, health education and appropriate lab test for infants, children
and teens with Medi-Cal. Periodic preventive health services are available to non-eligible
children.
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Asthma
Why Is This Important?

Asthma is the leading cause of hospital stays in children and the #1 cause of school
absences.'® Asthma triggers include air pollution, tobacco smoke, dust, pollen, and
cockroaches, which are often worse in poor neighborhoods near freeways and with
substandard housing. The percentage of children with asthma has been increasing. In
California, the percentage of children ages 1-17 diagnosed with asthma rose from 14.1
percent in 2001 to 16.1 percent in 2005."%

African Americans are more likely to be hospitalized for asthma attacks and to die from
asthma.'”"'% Hospitalization rates tell us about the burden of asthma in the community
due to environmental and household triggers, access to medical care, and the quality of
disease management for asthma.'®

Asthma in Berkeley's Children Figure 3.22 — Self-Reported Asthma Prevalence in
BUSD Grade Students, Berkeley, 2005-6
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Source: California Healthy Kids Survey, 2005-6
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Annually, there are over 60
asthma hospitalizations in
Berkeley children less than 15
years of age. Children account
for about half of the 124 asthma
hospitalizations that occur each
year in Berkeley residents of all
ages. African American children
less than 5 years of age had
over 5 times the rate of asthma
hospitalization as White children
of the same ages, and Latino
children less than 5 years of age
had 1.5 times the rate as White
children.

For children under age 5, the
rate of asthma hospitalization in
Berkeley and Alameda County is
significantly higher than the
California rate.

Figure 3.23 — Average Annual Asthma Hospitalization
Rate by Age and Race/Ethnicity, Berkeley, 2000-2005
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Source: Office of Statewide Health Planning and Development, U.S.Census, 2000

Figure 3.24 — Asthma Hospitalization Rate of
Children < 5 Years of Age, Berkeley, Alameda
County, California, 2001-2003
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Berkeley's rate is statistically higher than California’s rate
Source: Office of Statewide Health Planning and Development, U.S.Census, 2000
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The highest rates of asthma hospitalization for children under 5 years of age occur in west
and south Berkeley. The high hospitalization rates may be due to a higher number of
children with asthma, high exposure to asthma triggers, lack of access to appropriate
medications and primary care, inadequate primary care asthma management, or a
combination of these factors. While the Public Health Division participates in regional
coalitions on this issue, COB does not currently have any program activities that specifically
address asthma.

Map 3.1 — Asthma Hospitalization Rate of Children < 5 Years of Age by Zip Code,
Berkeley/Albany, 2000-2005

Rate per 100,000
M 1,000 to 1,225 5% ‘
] 750 to 1,000

[] 500 to 750
[] 250 to 500

Source: Office of Statewide Health Planning and Development, U.S. Census, 2000
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From 2000 to 2005, the rate of Figure 3.25 — Asthma Hospitalization Rate of Children <
asthma hospitalization in African 5 Years of Age by Race/Ethnicity and Year of
American children less than 5 Hospitalization, Berkeley, 2000-2005
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Program Highlight: Secondhand Smoke Prevention

The Tobacco Prevention Program conducts community education and awareness
campaigns aim to reduce children’s smoke exposure (a known trigger for asthma)
in homes and cars to help families develop smoke-free policies. The Smokefree
Babies Project offers prevention services and cessation programs to pregnant
mothers and their families to reduce exposure.

e
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UC Berkeley students conducted surveys among over 800 Berkeley High School
students in 2005 on their families' practices of allowing or restricting smoking within
their family home and cars. Students reported that 25% of their families still allow
smoking in their homes and 23% of the students reported that their families still
allow smoking in their car.
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Childhood and Adolescent Injuries
Why Is This Important?

Children and adolescents are at high risk for many
injuries that can lead to death or disability. Among
youth ages 13-20, homicides and suicides are top
causes of injury hospitalization both in Alameda
County and in California.'® In 2004 in California and
Alameda County, car crashes, bicycle collisions, and
pedestrian injuries were responsible for 3 out of 5
leading causes of hospitalized nonfatal injuries for
children.’® The risk of motor vehicle crashes is
higher among 16-19 year olds than among any other
age group.”'® Compared with other age groups, teens
have the lowest rate of seat belt use and the lowest
usage rates are among African American and Latino
students.” Drinking while driving is deadly — 25% of
young drivers who died in motor vehicle crashes in
2003 had a high Blood Alcohol Concentration.™”

Injuries in Berkeley's Children and = Figure 3.26 — Leading Causes of Injury Hospitalization

Adolescents in Youth Under 25 Years of Age by Sex, Berkeley, 2000-
2005
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Program Highlight: Injury Prevention Program

This is a community education program aiming to reduce bicycle, pedestrian and
automobile injuries among youth in Berkeley by focusing on the prevention of
drunk/drugged driving, risk reduction and safe travel habits. The program utilizes multiple
intervention methods including comprehensive outreach, peer education, seminar-style
education and services for children and families throughout Berkeley. Program activities
include a high school peer education youth program, the Annual San Pablo Park Bike
Rodeo (see picture on previous page), helmet and seat belt usage surveys, interactive
educational programs for elementary-aged children, and the provision of free and low-cost
helmets. The program is developing a peer-based youth violence prevention program. The
program recently received an award from the California Office of Traffic Safety for its
innovative peer youth education programs (see picture below).

.
A—TI-:IW-:I&

Health Status Report — 70



Child & Adolescent Health

Injury hospitalization rates are Figure 3.27 — Injury Hospitalization Rates in Youth Under
higher in males than females 25 Years by Age, Sex, and Race/Ethnicity, Berkeley,
and increase rapidly in late 2000-2005
teens. Injury hospitalization '
rates in African American youth Age (Years)
are nearly double that of White 04
youth. 5-14

15-25
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Source: Office of Statewide Health Planning and Development

Injury hospitalization rates are highest in west Berkeley zip code 94702 and north
Berkeley zip code 94707.

Map 3.2 — Injury Hospitalization Rate of Youth < 25 Years of Age by Zip Code,
Berkeley/Albany, 2000-2005
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Source: Office of Statewide Health Planning and Development, U.S. Census, 2000
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Child & Adolescent Health

Self-Inflicted Injuries/Attempted

Suicide

Girls and young women are 2.5
times more likely to be
hospitalized for a self-inflicted
injury than boys and young men.
African Americans and Whites
have increased risks for a self-
inflicted injury. Youth in zip
codes of southwest (94705) and
northeast Berkeley (94706,
94707) have the highest rates of
hospitalization for self-inflicted
injury.

Assault and Youth Violence

The male hospitalization rate
due to assault was five times
greater than that of females. The
hospitalization rate of African
Americans was 4 times greater
than Whites, 3 times greater
than Latinos, and 20 times
greater than Asian youth. Youth
living in zip codes of south and
west Berkeley have the highest
rate of assault hospitalizations.

Figure 3.28 — Self-Inflicted Injury Hospitalization Rates

in Youth

15-24 Years by Sex, Race/ Ethnicity, and Zip

Code, Berkeley, 2000-2005
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Figure 3.29 — Assault Hospitalization Rates in Youth <
25 Years by Sex, Race/Ethnicity, and Zip Code,
Berkeley, 2000-2005
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Child & Adolescent Health

Nearly one third of BUSD 7™
graders surveyed between 2001
and 2005 reported having been
in a physical fight within the past
12 months. Self-reported fighting
decreases as students get older.

Older BUSD students surveyed
between 2001 and 2005 were
less likely to be in a physical
fight than their Alameda County
or California counterparts.

Figure 3.30 — “Been in a Physical Fight” in Last 12
Months of 7th, 9th, and 11th Graders, Berkeley Unified
School District, 2001, 2003, 2005
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Source: California Healthy Kids Survey, 2001-2005

Figure 3.31 — “Been in a Physical Fight” in Last 30 Days
of 7th, 9th, and 11th Graders, Berkeley Unified School
District, Alameda County, California, and Youth Risk
Behavioral Surveillance, 2005
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Child & Adolescent Health

Dental Health
Why is This Important?

Dental caries are the single most common chronic disease of childhood.'? Increased use
of dental sealants, toothbrushing with fluoridated toothpaste, community water fluoridation,
and sound dietary practices are needed to reduce tooth decay.’’® Untreated cavities cause
pain that affects children’s school performance.'™

Dental Health of Berkeley's Figure 3.32 — Untreated Tooth Decay in Second and
Children Fifth Grade Students, Berkeley, Alameda County, and
Healthy People (HP) 2010 Objectives

On average, 21% of Berkeley's '

elementary school children have 40 -
untreated tooth decay. Thisis a
lower rate than Alameda County
and matches the HP2010 goal of 307
21%.

Percent
N
o
Il

10

2001 2002 2003 2004 2005 2006 Alameda HP2010

Co.

Berkeley
Source: Alameda County Oral Health Needs Assessment

1 § Program Highlight: Oral Health Program

1

This program aims to decrease dental decay and increase overall health and well being of
children in the Berkeley schools. It provides free dental screenings and sealants to 2™ and 5™
grade children in all elementary schools.
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Child & Adolescent Health

Childhood Lead Poisoning
Why Is This Important?

Lead poisoning (a blood lead level greater than 10 micrograms of lead per deciliter of
blood) is a serious problem among young children that can go undetected because it
typically has no obvious symptoms.'™ Lead exposure at low levels can cause learning
disabilities and behavioral problems, and at very high levels can result in seizures, coma
and even death. All high-risk children should be tested for lead at 12 and 24 months of age.

Children at greatest risk of lead poisoning are those under the age of 6 who are poor and
reside or spend long amounts of time in pre-1978 housing (when lead was removed from
house paint), childcare centers, or buildings that have chipping or peeling paint.'"® ''° The
major source of lead exposure among U.S. children is lead-based paint and lead-
contaminated dust found in poorly-maintained buildings. About 94% of Berkeley’s housing
units were built before 1979.""" Other exposure sources include imported lead-glazed
pottery, children’s toys and jewelry, vinyl products, and take-home exposure from adults
who work with lead (house painting, demolition, radiator repair).

Children Tested for Blood Lead Figure 3.33 — Children with Laboratory-Reported Blood
Lead Tests, Berkeley, 2006

In 2006, 421 Berkeley children '

Female
aged 0 to 13 years were Male = N=421

screened for lead. Twelve
children had elevated lead levels
(>10pg/dl) that needed medical Age: <1 (1)’2 —
monitoring and follow-up. Eight 513 ]
of the 12 children lived in census
tracts of southwest Berkeley, 2 Blood Lead Level
lived in central Berkeley, and 2 <5 pgldL
lived in the Berkeley Hills. 59 [

10-14 |

15+ ||
0 20 40 60 80 100

Percent
Source: California Department of Health Services, Laboratory Branch

Program Highlight: Childhood Lead Poisoning Prevention Program

This program provides medical case management for families of children with elevated blood
lead levels, education, and technical assistance to medical providers, and increases
awareness of the hazards of lead poisoning from painting and remodeling pre-1978 housing.
Staff works closely with counterparts at the County to provide in-home consultations and self-
testing kits for Berkeley property owners.
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Child & Adolescent Health

Anemia
Why Is This Important?

Anemia is often a marker of poor nutrition. Iron deficiency is the most common cause of
anemia, though sickle cell disease is also a significant cause in some racial/ethnic groups.
Untreated, anemia can lead to fatigue and poor growth. Risk factors for anemia in young
children include poverty, prematurity, and birth to an iron-deficient woman.

Childhood Anemia in Berkeley Figure 3.34 — Anemia in Children in California Child
Health & Disability Prevention Program, Berkeley,

Nine percent of children i Alameda County, and California, 2005

%c:;eai?lﬁ;j Ig}écz rglr(])I:}dPl-r'gg”rtahm& 20 - O Berkeley @ Alameda Co. B California

had anemia. 16%
15 14% 439,

The occurrence of anemia in

Berkeley's CHDP enrollees is
less than the Alameda County
and state average. 6%
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Percent
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Source: California Child Health & Disability Prevention Program, 2005
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Public Health Priority: Chronic Disease Prevention

x;;*ﬁ.gﬁ PUBLIC HEALTH PRIORITY

CHRONIC DISEASE PREVENTION

“If exercise could be packed into a pill, it would be the single, most widely

prescribed and beneficial medicine in the nation.”
- Dr. Robert N. Butler, Director, National Institute on Aging

Chronic diseases such as heart disease, cancer, and diabetes are the leading
causes of death and disability in Berkeley, as well as across the United States.
And although they are among the most common and costly of health problems, they
are also among the most preventable. Adopting behaviors such as eating healthy
foods, being physically active, and avoiding tobacco use can help prevent the
development of these diseases and reduce the negative health impacts among
those who do develop chronic illness.

Complex, powerful social and environmental forces in American society encourage
eating too many high calorie, low nutrient foods and getting too little physical
activity. These foods are more available, affordable and convenient than healthier
options in many of our Berkeley neighborhoods, homes and workplaces.
Technology has decreased the amount of energy that must be expended in daily
living and academic pressures have reduced active play at schools. In addition,
safety issues, community design and social norms discourage physical activity for
many of our residents. Finally, access to screening and health care for those living
with chronic iliness is limited among low-income residents.

These and other factors combine in complex interactions across a number of social,
environmental, and policy contexts in our community resulting in an epidemic that
disproportionately impacts African American and Latino residents.

In order to effectively decrease death and disability from chronic illnesses, in
addition to promoting personal responsibility about individual choices, we must also
address the factors that influence those choices by promoting environmental
solutions and institutional and government policies and practices that support
healthy eating, increased physical activity, and access to health care.

City of Berkeley programs that work to prevent and manage chronic disease
emphasize this need to address individual education concurrently with social,
environmental and policy supports for healthier choices. Programs are designed to
create conditions for all Berkeley residents where “the healthy choice is the easy
choice” and all residents have access to screening, education and treatment.
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Adult Health

IV. ADULT HEALTH

Quality of life is of prime concern at this stage in the life course. These are the family-
focused and working years in which added responsibilities can create stress. Health
behaviors such as smoking, inactivity, and poor diet can increase the risk for poor health
and chronic illness. Also important considerations at this stage in the lifespan are injuries,
communicable disease including HIV and other sexually transmitted infections, mental
illness, alcohol and other drug use, and chronic diseases.

Highlights

® Healthy behaviors are more common in Berkeley adults than in their County and
State counterparts

" Within Berkeley's adult population there are inequities in health behaviors and in
health outcomes, most often impacting African Americans.

Berkeley's adults have a lower risk of lung cancer and a higher risk of breast cancer
and prostate cancer than Alameda County or California adults.

" Falls and prescription drug reactions are leading causes of hospitalization,
particularly in older adults.

® Risks of injury in Berkeley pedestrians and bicyclists are low compared to other
cities in California
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Adult Health: Impact of Health Risk Behaviors

Impact of Health Risk Behaviors on Health Outcomes

Replicating a landmark study by McGinnis and Foege in the early 1990s, government
researchers found that a large percentage of deaths in the United States were attributable
to (actually caused by) preventable health risk behaviors such as smoking, poor diet, lack
of exercise, alcohol abuse, and illicit drug use.”® ''® They concluded that lifestyle changes
such as never smoking or quitting smoking, eating healthier, and exercising more could
prevent many of these deaths.""®

Several social determinants of health such as poverty, race, and education level influence
health risk behaviors and thereby contribute to poor health outcomes. In particular, low-
income people and people of color experience adverse neighborhood and community level

conditions that do not support healthy behaviors, eventually resulting in poor health.': 5"

Lack of physical activity, unhealthy diet, use of tobacco, alcohol and other drugs, violence,
and unsafe sex are estimated to be a cause for nearly 1/2 of all deaths in Berkeley.

Figure 4.1 — Leading Causes of Death by Behavioral Risk Factor, Berkeley, 2002-2004
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Source: Berkeley Public Health Division Death Certificates, McGinnis JM, Foege WH. Actual causes
of death in the United States. JAMA 1993:270:2207-2212.
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Adult Health: Alcohol, Tobacco, and Other Drugs

Tobacco, Alcohol, and Other Drugs
Why Is This Important?

Tobacco, alcohol, and other drug use remains a pervasive public health problem in the U.S.
Although rates of cigarette smoking are on the decline in the nation, in California and in
Berkeley,” ' its harmful health effects still account for nearly 440,000 deaths, or 1 of
every 5 deaths in the U.S. every year.93 There are more Americans who die every year
from tobacco-related deaths than from HIV/AIDS, illegal drug use, alcohol use, motor
vehicle injuries, suicides and murders combined.™® Smoking is associated with poor
general health and many conditions including cancer, cardiovascular disease, respiratory
disease, and reproductive problems, among other diseases.*> * Secondhand smoke
exposure is a growing national priority and is a trigger for asthma and asthmatic
episodes.'??

Alcohol misuse is now the leading risk factor for serious injury in the United States, and the
third leading cause of preventable death.'?*"'?*> Alcohol abuse harms more than just the
user; it has disastrous effects on those close to the individual, and leads to increases in
crime.'?®'?” |n addition to the self-induced harm of substance abuse, people with alcohol or
other drug disorders face public and private policies that limit their access to appropriate
health care, housing, employment, and public benefits. The over-concentration of alcohol
outlets in poor neighborhoods has been linked to increased crime and costly emergency
and public health services.'?""1%

lllicit drug use (misuse of illegal or controlled drugs) includes marijuana, cocaine,
hallucinogens, inhalants, heroin, or nonmedical use of sedatives, tranquilizers, stimulants,
or analgesics. In a national household survey on drug abuse by the Substance Abuse and
Mental Health Services Administration (SAMHSA) in 2004, 7.9% of people over 12 years of
age used any illicit drug, 6.1% used marijuana, and 2.5% used a psychotherapeutic drug
(non-medical use) in the past month.'#®

Program Highlight: Tobacco Prevention Program — Prevention & Cessation

The program offers free, multi-session ‘Freedom From Tobacco’ classes to Bay Area smokers,
each offering either acupuncture or hypnosis. Special cessation services and outreach
interventions are delivered to pregnant and parenting families and to clinic staff who work with
them. Clinicians receive continuing medical education in brief cessation interventions. Regular
complaints about drifting smoke in multi-unit housing from people suffering significant
consequences have prioritized the refinement and expansion of strategies to promote the
Tobacco Prevention Program’s ‘Take it Outside’ campaign in partnership with key stakeholders
such as the Community Health Commission, City Attorney and others. The Berkeley Tobacco
Prevention Coalition, working with City staff have advocated for amendments to the Berkeley
Municipal Code to expand smokefree locations such as indoor and outdoor worksites,
doorways, bus stops, and tot lots.
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Adult Health: Tobacco, Alcohol and Other Drugs

Tobacco Use in Berkeley Figure 4.2 — Adults (18 Years and Older) Who Smoke
Cigarettes Every Day or Some Days, Berkeley, Alameda
An estimated 11,000 Berkeley County, California, 2001

adults are current smokers.

. Berkel
Young males have the highest ereeley B Female
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Source: California Health Interview Survey (CHIS), 2001, Berkeley

African American adults smoke Figure 4.3 — Adults (18 Years and Older) Who Smoke
1.6 times more than Whites. Cigarettes Every Day and Some Days by Race/Ethnicity,
Poor people and those with a Poverty Level, and Education, Berkeley, 2001
high school education or less
are also more likely to smoke. Asi
sian |
African Am.
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Adult Health: Alcohol, Tobacco, and Other Drugs

Tobacco Enforcement Figure 4.4 — Tobacco Inspections, Berkeley, 2003-2006
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Source: Environmental Health Division, City of Berkeley

Program Highlight: Tobacco Policy Advocacy

The Tobacco Prevention Program worked with youth to conduct survey research that led to
local policy change. Surveys of youth tobacco purchases were conducted in 1996, 1998 and
2002, and it was found that 36-38% of Berkeley tobacco merchants sold tobacco to minors.
Following passage of the Berkeley Tobacco Retail Licensure Law in Fall 2002, the rate fell to
14% in 2004 and 5.6% in 2006. This law implements an annual fee and is combined with
penalties that prohibit merchants from selling tobacco following a violation.
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Adult Health: Tobacco, Alcohol and Other Drugs

Alcohol Use in Berkeley

An estimated 4,000 Berkeley
adults drank 5 or more alcoholic
beverages at a single sitting in
the past month. Most of these
"binge" drinkers are male and
young adults.

The proportion of estimated
Berkeley adults that report binge
drinking is 3 times lower than
the Alameda County or
California average.

Figure 4.5 — Adults (18 Years and Older) Who Have
More than 5 Drinks at a Time in the Previous Month,
Berkeley, Alameda County, California, 2001
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Program Highlight: Alcohol and Other Drugs (AOD) Program

This Program established the AOD Policy Council (collaboration between the Mental Health
Division, local AOD providers and community members), implements standardized screening
and assessment to improve substance abuse treatment and referrals for people with co-
occurring disorders or dual diagnoses, and coordinates with others to address binge drinking

and underage alcohol sales.
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Adult Health: Alcohol, Tobacco, and Other Drugs

Impacts of Alcohol and Its Availability in Berkeley

Incidents of public drunkenness cluster along the western and southern borders of the
campus of the University of California and along University and San Pablo Avenues. The
locations of retail establishments that sell alcohol follow a similar pattern.

Map 4.1 — Arrests for Public Drunkenness, Berkeley Police Department, 2006
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Adult Health: Physical Activity, Nutrition and Overweight/Obesity

Physical Activity, Nutrition and Overweight/Obesity
Why Is This Important?

Physically active people outlive inactive people.'*'*® Numerous large-scale studies in both
the U.S. and around the world have demonstrated that physical activity can reduce the risk
of developing or dying from heart disease, diabetes, colon cancer, and high blood pressure.
Physical activity is especially important in preventing coronary heart disease (CHD, the
leading cause of death and disability in the United States). Regular physical activity also
helps to maintain functional independence of older adults and enhances the quality of life
for people of all ages.™"

In U.S. adults, rates of overweight and obesity have reached epidemic proportions.’? As
the rapid pace of daily life increasingly constrains time, we have put a strong value on the
convenience, portability, and greater accessibility of food throughout the entire day.?*

Large portion sizes at relatively low cost, and more meals in restaurants and fast food
establishments have increased the average calorie intake.”*'** Meanwhile, caloric
expenditure has decreased with more and more jobs involving sedentary activities and
technology engineering physical activity out of our daily lives. We use TV remote controls
instead of getting off the couch, leaf blowers instead of raking, power windows in our cars
instead of hand cranks, elevators instead of stairs, being driven to school instead of walking
— all of these small reductions in energy expenditure are cumulative.

Overweight and obesity increase the risk for high blood pressure, type 2 diabetes, coronary
heart disease, stroke, gallbladder disease, osteoarthritis, sleep apnea, respiratory
problems, and some types of cancer.
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Adult Health: Physical Activity, Nutrition and Overweight/Obesity

Eating Fruits and Vegetables

Two-thirds of surveyed adults in
Berkeley reported eating 5 or
more servings of fruits and
vegetables daily. African
Americans, those living below the
poverty level, and those with only
a high school education are least
likely to eat enough fruits and
vegetables.

On average, Berkeley’s adults eat
more fruits and vegetables in
their diets than adults in Alameda
County or California.

Physical Activity and Exercise in
Berkeley

18% of surveyed adults in
Berkeley reported that they did
not have exercise in the past 30
days at a level that produced at
least a light sweat or moderate
increase in breathing or heart
rate. Seniors, African Americans,
low-income residents, and those
with a grade school education
were least likely to exercise, with
almost half of older adults
reporting no such exercise.

Figure 4.6 — Adults (18 Years and Older) Who Ate 5 or
More Servings of Fruits and Vegetables Daily, Berkeley,

Alameda County, California, 2001
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Figure 4.7 — Adults (18 Years and Older) Who Have No
Moderate or Vigorous Exercise in Last 30 Days,
Berkeley, Alameda County, California, 2001
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Adult Health: Physical Activity, Nutrition and Overweight/Obesity

Overweight & Obesity in Berkeley  Figure 4.8 — Overweight and Obese Adults (18 Years
and Older) Based on Body Mass Index (BMI) of 25 and
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Program Highlight: Nutrition & Physical Activity Promotion

The Program continues to conduct activities to implement the City of Berkeley Food and
Nutrition Policy that was passed by Council in 2001. The Program collaborated with the Senior
Programs Division to offer fresh salad bars at the senior centers, and is working with the school
district, the Department of Parks, Recreation and Waterfront and the Division on Aging to
provide more physical activity promotion and fitness tests for adults at senior centers and
recreation centers. It also supports and collaborates with Spiral Gardens, a community food
security project and the Ecology Center's Farm Fresh Choice Program to provide nutrition
education and increase fresh produce availability for low-income residents through backyard
containers and produce stands. With funding from Kaiser's Healthy Eating Active Living
(HEAL) program, the program is working with local restaurants to improve the food/nutrition
environment in Berkeley. Similar to the Green Business program, the goal is to establish a set
of criteria that participating restaurant would adhere to in order to be identified as a Healthy
Neighbor restaurant and interested restaurants would receive assistance from the city to meet
the criteria and become part of promotional campaigns.
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Adult Health: Injuries

Injuries
Why Is This Important?

Injury is a leading cause of death in the U.S., and millions of Americans are injured or
disabled each year by injuries. Most people have a serious injury at some time in their life.
6% of all deaths are from injuries. Of these fatal injuries, 63 percent are unintentional and
34 percent are intentional. Motor vehicle crashes cause about %2 of deaths from
unintentional injury. Like diseases, injuries are preventable - they do not occur at random.
Alcohol is an important contributing factor in many injuries."®

Over the last 30 years, laws requiring the use of seat belts, infant car seats, motorcycle and
bicycle helmets, and improved car design all greatly reduced death rates from car and
motorcycle crashes. Highway and road design can similarly reduce pedestrian and auto
injuries, and home design such as grab bars in bathtubs can reduce fall injuries.136

Injuries in Berkeley's Adults Figure 4.9 — Leading Causes of Injury Hospitalization of
Adults 25 Years of Age and Older, Berkeley, 2000-2005
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Adult Health: Injuries

Injury rates in adults increase Figure 4.10 — Injury Hospitalization Rates in Adults 25
steeply after age 64. Injury Years and Older by Age, Sex, and Race/Ethnicity,
rates in African Americans were Berkeley, 2000-2005
1.9 times greater than that of '
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Hospitalizations for injuries Figure 4.11 — Injury Hospitalization Rate in Adults 25
increased for African American Years and Older by Race/Ethnicity and Year of Injury,
adults over the last 6 years and Berkeley, 2000-2005
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Source: Office of Statewide Health Planning and Development, U.S.Census, 2000
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Adult Health: Injuries

The highest injury rates are found in southwest Berkeley.

Map 4.3 — Injury Hospitalization Rate in Adults 25 Years and Older by Zip Code, Berkeley, 2000-
2005
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The rate of fall injuries and Figure 4.12 — Injury Hospitalization Rate by Age and
prescription drug reactions Cause, Berkeley, 2000-2005
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Adult Health: Injuries

Hospitalizations due to prescription Figure 4.13 — Prescription Drug Reaction
drug reactions occurred more than Hospitalization Rate in Adults 25 Years and Older by
twice as frequently in African Race/Ethnicity, Berkeley, 2000-2005

Americans than in Whites. !
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disease (23%), pain (17%), diabetes <
(12%), and cancer (12%). African Asian Latino White

Am.

Source: Office of Statewide Health Planning and Development, U.S.Census, 2000

Map 4.4 — Rate of Hospitalization Due to Prescription Drug Reactions in Adults 25 Years and Older
by Zip Code, Berkeley, 2000-2005

Age-Adjusted Rate per 100,000

Il 500 to 588
M 450 to 550
[ 400 to 450
[] 325 to 400

Source: Office of Statewide Health Planning and Development, U.S. Census, 2000
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Adult Health: Injuries

Women had higher rates of
hospitalization for falls than men;
White women had twice the rate
of Asian women.

Figure 4.14 — Fall Injury Hospitalization Rate in Adults
25 Years and Older by Sex and Race/Ethnicity,

Berkeley, 2000-2005
i

600 387
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Source: Office of Statewide Health Planning and Development, U.S.Census, 2000

The highest rate of hospitalization from falls was in southeast Berkeley.

Map 4.5 — Rate of Hospitalization Due to Falls in Adults 25 Years and Older by Zip Code, Berkeley,

2000-2005

Age-Adjusted Rate per 100,000

M 450 to 500
W 425 to 450
I 400 to 425
[ 1325 to 400

Source: Office of Statewide Health Planning and Development, U.S. Census, 2000
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Adult Health: Injuries

Motor Vehicle Traffic Injuries

Over 730 adults are injured and
2 Berkeley residents die each
year in traffic collisions (as
reported to the Berkeley Police
Department).

In Berkeley, traffic injury rates
peak in adults aged 25 to 44
years of age. At ages less than
15 and over 64 years, males
have higher rates than females.

Figure 4.15 — Traffic Injuries Involving a Collision
Between a Moving Vehicle and Other Vehicles, Bicyclists,
and Pedestrians, Berkeley, 2003-2005

AllOthers  N=737 (Annual Ave.)
7%
Fixed
Object, 4%

Pedestrian
15%
Other
Moving
I/ Vehicle
56%
Bicylist
14%
Parked
Vehicle, 4%

Source: Statewide Incident Traffic Reporting System (SWITRS)

Figure 4.16 — Traffic Injury Incidence Rates by Age and
Sex, Berkeley, 1998-2002
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Source: Statewide Incident Traffic Reporting System (SWITRS), U.S. Census 2000
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Adult Health: Injuries

African Americans are more than Figure 4.17 — Traffic Injury Incidence by Race/Ethnicity,
twice as likely as other racial and Berkeley, 2002-2005

ethnic groups to be injured in a '

traffic collision. 1500, 390

-

N

2]

o
L

1000 -

Age-Adjusted Rate per 100,000
~
(3]
o

563
493
500 - 416
250 1
0
African Am.  Asian Latino White
Source: Statewide Incident Traffic Reporting System (SWITRS), U.S. Census 2000
Pedestrian injury rates are Figure 4.18 — Traffic Injury Incidence by Age and Type,
relatively constant across age Berkeley, 2002-2005
groups. Bicycle injuries are '
highest in children and young
adults and decline after age 45. 600
Motor vehicle injuries steadily
climb from the youngest ages, € s
peak in young adults, and then §
decline after age 45. 5 100 Vehicles
150 L= S~ Pedestrians
=~ ~
0 = ~Bicyclists
0-14 15-24 25-44 45-64 65+

Age Group

Source: Statewide Incident Traffic Reporting System (SWITRS), U.S. Census 2000
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Adult Health: Injuries

The annual number of traffic
injuries occurring in Berkeley

has been declining since 1997.

The number of deaths due to
collisions fluctuates randomly.

Figure 4.19 — Traffic Injuries by Type and Year,
Berkeley, 1997-2005
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Compared to other major Figure 4.20 — Risk of Injury Bicycling to Work in 68
California cities, bicyclists that California Cities, 2000

commute to work in Berkeley '

have a low risk of injury. This 20 7

appears to be related to 0

relatively high bicycle use.

Relative Risk Index
=
L

Berkeley
O

0% 1% 2% 3% 4% 5% 6%
Percent of Work Trips by Bicycle

Source: Jacobsen PL. Injury Prevention 2003;9:205. SWITRS, U.S. Census

Compared to other major Figure 4.21 — Risk of Injury Walking to Work in 68
California cities, Berkeley California Cities, 2000

pedestrians walking to work '

have a low risk of injury. This €7

appears to be related to high
pedestrian volume.

Relative Risk Index
w
1

A Berkeley

A

0% 2% 4% 6% 8% 10% 12% 14%
Percent of Work Trips by Foot

Source: Jacobsen PL. Injury Prevention 2003;9:205. SWITRS, U.S. Census
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Adult Health: Domestic Violence

Domestic Violence
Why Is This Important?

Domestic Violence/ Intimate Partner Violence (IPV) is a serious, preventable public health
problem affecting more than 32 million Americans 37 The term “intimate partner violence”
describes physical, sexual, or psychological harm by a current or former partner or spouse.
Most incidents of IPV are not reported to the police. IPV results in nearly 2 million injuries
and 1,300 deaths nationwide every year '*®. Among the ethnic groups most at risk are
American Indian/Alaskan Native women and men, African American women, and Hispanic
women %, Young women and those below the poverty line are disproportionately victims
of IPV "*°. Frequent mental distress is common among women experiencing IPV and more

than half of them want help, but few seek treatment for their mental health problems '*°.

Domestic Violence in Berkeley Figure 4.22 —Victims 15 Years of Age and Older and
Suspects in Domestic Violence Incidents Reported to the

There were 363 domestic Berkeley Police Department, 2000

violence incidents in residents !

15 years and older reported to Victim  Suspect  N=363

the Berkeley Police Department Age:15-24
in 2000. African Americans 25-44
accounted for 64% of victims 45-64

and 68% of suspects. 65+

Approximately 4% involved
same-sex victims and suspects.

Female
Male

White
Latino
Afr.Am.
Asian
Other

80% 60% 40% 20% 0% 20% 40% 60% 80%

Source: Berkeley Police Department, 2000

Program Highlight: Domestic Violence Program

This program aims to coordinate activities with the school district, police department, the
high school health center, the County, and community-based organizations to promote
healthy relationships among Berkeley youth and their families. The program utilizes a
youth-led model that is working to incorporate youth voice in identifying risk factors,
coping mechanisms for stopping the cycle of abuse and developing outreach curriculum
to promote change within peer and near-peer groups.
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Adult Health: Domestic Violence

Alcohol and/or drugs were
known to be involved in 9% of
the incidents. In 18% of

Figure 4.23 —Victims 15 Years of Age and Older and
Suspects in Domestic Violence Incidents Reported to the
Berkeley Police Department, 2000

incidents, the victim and suspect
were parents to a child who was
present. Most incidents involved
intimate partners who were
currently living together.

|
Alcohol/Drugs Involved h

Child in Common

Victim's Relationship to Suspect:
Cohabitating

Spouse

Girl Friend - Former ]

Girl Friend - Current
Relative (1st/2nd Degree)
Ex-spouse

Boy Friend - Former

Boy Friend - Current
Friend

Separated

DDDDDD|_|

0% 5% 10% 15% 20% 25% 30%

Source: Berkeley Police Department, 2000

The number of domestic violence incidents reported to Berkeley's Police Department is
highest in southwest Berkeley census tracts.

Map 4.6 — Incidents of Domestic Violence (Ages 15 and Older) Reported to the Berkeley Police
Department by Census Tract, Berkeley, 2000

Number of Incidents
B 40 to 80 %% ‘
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Source: Berkeley Police Department, U.S. Census, 2000
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Adult Health: Communicable Disease

Communicable Disease
Why Is This Important?

While the 20" century brought vaccinations and antibiotics to prevent and cure infectious
diseases, these diseases remain important causes of illness and death. New infectious
agents and diseases are being detected, and some diseases considered under control —
such as pertussis — have reemerged in recent years. Resistance to antibiotics is rapidly
emerging as a difficult problem in a variety of hospital- and community-acquired infections.
These trends suggest that many challenges still exist in the prevention and control of
infectious diseases.

Communicable Diseases in Figure 4.24 — Communicable Disease Incidence
Berkeley Rates by Usual Mode of Transmission, Berkeley,
2000-2005
' |
Approximately 630 new cases of Personto-  pacton Waterborne
communicable diseases are e on | Hepatiis . Other JBmeabas,

. , Measles o 1.7% iardia, etc. m
reported each year in Berkeley. Mumps, e T 4% 25% (Sl
Three quarters pf new cases were Arthropod Shigella, otc.)
sexually transmitted infections. Vectors

(Malaria,
Lyme,
Dengue)
0.6%

Unsafe Sex

(Chlamydia,

Gonorrhea)
76.2%

Source: Berkeley Public Health Division

F i Program Highlight: Communicable Disease Control Program

1

This program investigates cases of reported disease and works in partnership with the
Environmental Health Division and with community partners, including University Health
Services (Tang Center) to control and prevent the occurrence and spread of communicable
diseases through prevention, surveillance and outbreak control. Outbreak investigations are
conducted for any reported food-borne illness by working with doctors to identify and isolate
the cause and to intervene to prevent the spread to others. Also, several large gastro-
intestinal outbreaks occur in skilled nursing facilities each year that require intervention by
public health nurses.
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Adult Health: Communicable Disease

Communicable Disease: Acquired Immunodeficiency Syndrome (AIDS)
Why Is This Important?

AIDS is caused by HIV (human immunodeficiency virus). By killing or damaging cells of the
body's immune system, HIV progressively destroys the body's ability to fight infections and
certain cancers. Today, there are approximately 1.2 million people living with HIV/AIDS in
the U.S, including more than 500,000 who are African American.’*" The HIV/AIDS epidemic
is taking an increasing toll on minorities in the United States, especially among African
Americans.'? The epidemic has also had a disproportionate impact on African American
men, women, youth, Latinos, and men who have sex with men, and its impact varies
across the country.143 The local epidemic has affected primarily men who have sex with
men and intravenous drug users.

AIDS in Berkeley Figure 4.25 — New AIDS Cases and AIDS Deaths,
Berkeley, 1985-2005

The number of new AIDS cases I
and AIDS deaths has dropped
substantially over time.

Number O New Cases M Deaths

150 -

100

f ]ﬁﬂm

1985- 1988- 1991- 1994- 1997- 2000- 2003-
1987 1990 1993 1996 1999 2002 2005

Source: Berkeley Public Health Division

Program Highlight: HIV and AIDS Programs

This program offers free and anonymous HIV/AIDS testing, community education and
prevention workshops and outreach, assistance accessing approved drug treatment for
individuals with HIV and AIDS with prescriptions and income eligibility, and public health
nursing follow-up and case management. The program distributes 500,000 condoms annually,
about 5 for every Berkeley resident. Innovative prevention activities include street outreach
linked to HIV and STI testing, and the needle exchange harm reduction project (see picture of
needle exchange van below). Assessment data of special populations at high-risk for HIV
infection (including African American men who have sex with men, sex workers, and youth) is
used to guide program planning for the Office of AIDS.
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Adult Health: Communicable Disease

The incidence of AIDS has
decreased over time for all
populations in Berkeley and is
lower in Berkeley than in
Alameda County.

Over 90% of the new AIDS cases

reported since 2003 are in
African Americans.

Figure 4.26 — Reported Incidence of AIDS Cases (Aged
13 Years and Over), Berkeley, Alameda County,
California, 1999-2001 and 2002-2004 Average
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Source: Berkeley Public Health Division
Figure 4.27 — Proportion of AIDS Cases by
Race/Ethnicity, Berkeley, 1985-2005
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Adult Health: Communicable Disease

In 2003-2005, sex between men Figure 4.28 — Proportion of AIDS Cases by Three Major
was the primary mode of Modes of Exposure, Berkeley, 1985-2005
transmission of AIDS. |

Contact
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Source: City of Berkeley Public Health Division
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Communicable Disease: Sexually Transmitted Infections

Why Is This Important?

Sexually Transmitted Infections (STls) cause many harmful, often irreversible, and costly
clinical complications, such as reproductive health problems, fetal and perinatal health
problems, and cancer. STls are also part of a causal chain of events in the sexual
transmission of HIV infection.™* Chlamydia infections — though often without symptoms —
can cause infertility, and affect 3 times more women than men.*® Gonorrhea infection
increases the risk for pelvic inflammatory disease, infertility, ectopic pregnancy, and
acquisition and transmission of human immunodeficiency virus (HIV)." The rate of
gonorrhea is increasing and it is resistant to many drugs used to treat it. 146 Syphilis rates
increased from 2001 to 2005, primarily among men who have sex with men, and those with
high rates of HIV co-infection and high-risk sexual behavior.™’

Sexually Transmitted Figure 4.29 — Communicable Disease Incidence Rates
Infections in Berkeley by Age and Sex, Berkeley, 2000-2005
i

The peak incidence of STls in 2000 -
females is between ages 16 and O Female W Male
24. For males the peak incidence o 1600 -
was between 25 and 44 years of =
age. S 1200 -
Race/ethnicity information was not 8 800 -
reliably reported. %

® 40 -

NN
00-14 15-24 25-44 45-64 65+
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Source: City of Berkeley Public Health Division, U.S. Census 2000
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Adult Health: Communicable Disease

n § Program Highlight: Sexually Transmitted Infections (STls)

This program offers confidential testing, diagnosis, treatment and prevention education
(see picture of counseling session below) to residents who think they may have a
sexually transmitted infection (also called STD or VD). The program also provides free
condoms and lubricants, and links to other program services (birth control, HIV/AIDS).
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The rates of Chlamydia and Figure 4.30 — Cases of Chlamydia, Gonorrhea, and
gonorrhea are rising. Higher Syphilis by Year of Report, Berkeley, 2000-2005

rates may be explained by '
increases in screening high-risk

populations. Chlamydia
300
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Source: Berkeley Public Health Division

Incidence rates of reported sexually transmitted infections were highest in west and
southwest Berkeley and in census tracts southwest of the campus of the University of
California.

Map 4.7 — Incidence Rate of Sexually Transmitted Infections by Census Tract, Berkeley, 2000-
2005
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Source: Berkeley Public Health Division, U.S. Census 2000
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Other Communicable Diseases: Hepatitis C, Foodborne iliness and Tuberculosis
Why Is This Important?

Hepatitis C virus (HCV) is the most common chronic blood borne viral infection in the
United States. The most common source of transmission is through sharing of equipment
between injection drug users, and most new cases are young adults aged 20 to 39 years.
Tuberculosis is a very infectious disease that most often affects the lungs. While the
number of new TB cases is declining, highly drug resistant forms of TB have emerged that
are very difficult to treat. Immigrants (especially from Southeast Asia) and people with AIDS
are at high risk of TB.

Each year, it is estimated that 76 million people experience foodborne iliness. The major
causes of foodborne illnesses are improper food preparation, storage, and distribution
practices; poor hand hygiene among food handlers, and an increasingly global food supply.
Recent outbreaks such as the E. Coli from spinach have brought more attention to these
rather common ilinesses, and are a reminder that our food supply must be monitored.
Restaurants serving safe food, free of disease-causing pathogens, are essential for a
healthy and sustainable Berkeley community.

Food Safety Figure 4.31 — Restaurant Inspections and Complaints,
Berkeley, 2001-2005

Each year, over 2000 routine '

restaurant inspections are 3,000

conducted by the Environmental 2500
Health Division, which receives '
an annual average of 180 2,000

complaints from restaurant
patrons. About 19% of complaints
are related to suspected
foodborne illness. 1,000

Inspections

1,500

Number

Complaints of suspected 500
foodborne illness receive priority Total Complaints N

0 I e B ombplaints
.reSpOII']SG and are USuaIIy 2001 2002 2003 2004 200(5: piaint
investigated within 24 hours.

Source: Environmental Health Division, City of Berkeley
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Program Highlight: Environmental Health Division

The Division administers several local programs to protect the public against environmental
health hazards. This is achieved through community education efforts and by enforcement of
state and local laws to ensure safe supplies of food, water and a clean environment, to
monitor the proper management of wastes, to control human disease vectors, to investigate
environmental health-related causes of illness and to abate hazardous environmental health
conditions. Local programs include food safety, public pools and spas, noise control, smoking
control, tobacco licensing, demolition inspections, abandoned vehicles, vector control, waste
tire management, water quality monitoring, Berkeley Municipal Code Enforcement, and public
health emergency response.

Rodent Requests for Service Figure 4.32 — Rodent Service Requests, Berkeley,
2002-2006

The City’s Vector Control Program ‘
concentrates on the monitoring and
control of the rodent population to 331 333
suppress populations of Norway 300 |
rats, roof rats, and house mice.
Staff responds to public nuisance
complaints that may be potential
rodent nests such as accumulations
of garbage, rubbish, overgrowth of
vegetation, abandoned or
inoperable vehicles, and animal
waste. Service requests have 0
increased over the last 5 years. 2002 2003 2004 2005 2006

400

228
213 208 —

200 +

Number

100 -

Source: Environmental Health Division, City of Berkeley

Program Highlight: Tuberculosis (TB) Control

Contact investigation is a fundamental strategy for the control and prevention of tuberculosis.
Berkeley has had 28 cases of active TB disease since 2003. Each case generates anywhere
from 3 to 100 contacts to follow up for examination, evaluation and possibly treatment. Each
newly diagnosed case of tuberculosis requires a public health nurse to assist and observe a
patient taking their medication each day so that the entire course of medication is taken in the
correct dose, at the correct time and for the complete period of therapy often 6-9 months, but
sometimes up to 24 months. Lapses in the regimen can lead to spread to other individuals
and drug resistance.

The Public Health Clinic offers TB skin testing and reading. Berkeley residents without a
medical provider or health insurance are eligible for the Health Department’s twice monthly
TB Diagnostic Clinic, where a chest x-ray, medical examination and medicine may be
provided.
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Chronic Disease
Why Is This Important?

Sixty percent of all deaths in the world are due to chronic diseases.'*® Chronic diseases
are diseases that are long-lasting or reoccurring and typically result from lifestyle behaviors,
such as smoking, diet and level of physical activity, and environmental factors like pollution.
Examples of chronic diseases include diabetes, hypertension (or high blood pressure),
heart disease, asthma and cancer. Chronic diseases can be controlled and managed, but
rarely cured completely. In many cases, chronic disease can be prevented, its onset
delayed or with proper management, the number and severity of complications can be
reduced. Improved nutrition, increased physical activity, and not smoking are primary
lifestyle behaviors that can prevent chronic disease.
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Cancer
Why Is This Important?

Cancer is a term for diseases in which abnormal cells divide without control; it results from
changes in the genes that control normal cell growth and death that may be inherited or be
caused by smoking or other environmental or lifestyle factors.’*® Over half of all cancers
are preventable.

Lung cancer is responsible for more deaths than any other cancer. Cigarette smoking is the
most important risk factor for lung cancer, accounting for 68 to 78 percent of lung cancer
deaths among females and 88 to 91 percent of lung cancer deaths among males.%

Breast cancer is the most common cancer among women in the United States. Death from
breast cancer can be greatly reduced if the tumor is discovered at an early stage,
especially through the use of mammography. Most breast cancer risk factors (family
history, age, reproductive history, race and ethnicity) are not amenable to intervention; but
overweight and hormone use are important risk factors for breast cancer in post-
menopausal women, and can be addressed.”™ White women have the highest rates of
breast cancer nationally but African American women with breast cancer were more likely
to die of it than other racial/ethnic groups, due in part to delayed diagnosis and
treatment. ™’

Cervical cancer is the 10" most common cancer in women. Almost all cervical cancer
deaths could be avoided if all women got recommended routine screening with Pap smears
and follow-up. The new Human Papilloma Virus (HPV) vaccine may soon decrease the risk
of cervical cancer even further.

The most common form of cancer (other than skin cancer) among men is prostate cancer;
prostate cancer most often occurs in men aged 65 and older. African American men die of
prostate cancer more frequently than men in other groups.’*

Screening for colorectal cancer can reduce mortality through early detection.

Program Highlight: Preventive Services at Public Health Clinic

The Public Health Clinic offers preventive health services including pap smears (cervical
cancer prevention), and local and low-cost referrals to breast screening/mammography

services.
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Mammogram to Screen for Figure 4.33 — Mammogram in Past 24 Months in Women
Breast Cancer Iﬂ;ed 40 Years and Older, Berkeley, 2001
In 2001, 75% of Berkeley Be;l\(e_ley |
sian
women over 40 years Qld African Am. |
surveyed reported having had a White
mammogram in the past 2 Poverty Level
years. White women reported yo_gg%

higher rates of having a 100-200°%
mammogram than either African 300% + |

American or Asian women. Currently Uninsured =
Insured

Alameda County has a highgr Berkeley 175%
percentage of women reporting Alameda County 180%
having had a mammogram than California 176%
Berkeley. 0 % 20% 40% 60% 80% 100%
Source: California Health Interview Survey, Berkeley, 2001
Screening for Cervical Cancer Figure 4.34 — Pap Test in the Last 3 Years in Women
Aged 18 Years and Older by Race/Ethnicity, Berkeley,
In 2001, 84% of surveyed California, 2001
Berkeley women over 18 years I Berkel
old reported having had a Pap S Asian |
test within 3 years. African Am. -
White ]
An average of 4 Berkeley Poverty o |
women are diagnosed with 100.209% )
invasive cervical cancer each
0-12 Grade |
year. Some Col or Voc ]
BA/BS or Some Grad ]
MA/MS+ ]
Insured
Berkeley 184%
Alameda County 185%
California 184%

0% 20% 40% 60% 80% 100%

Source: California Health Interview Survey, Berkeley, 2001
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Cancer in Berkeley

Each year there are 456 newly
diagnosed cancer cases among
Berkeley residents.

Berkeley women have a higher
cancer rate than women in
Alameda County or California.

Figure 4.35 — Average Annual Number of Newly
Diagnosed Cancer Cases by Sex and Race/Ethnicity,
Berkeley, 1998-2002

Females (N=211) Males (N=245)

Asian Asian
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Source: Greater Bay Area Cancer
Registry

Figure 4.36 — Cancer Incidence by Sex, Berkeley,
Alameda County, California, 1998-2002
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Adult Health: Chronic Disease (Updated 10/15/2007)

Berkeley women of different Figure 4.1 — Cancer Incidence In Females by
race/ethnic groups do not have Race/Ethnicity, Berkeley, Alameda County, California,
disparities in their cancer 1998-2002
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In Berkeley, Asian males have Figure 4.2 — Cancer Incidence In Males by
significantly lower cancer rates Race/Ethnicity, Berkeley, Alameda County, California,
than African Americans and 1998-2002
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The cancer site with the most frequent diagnoses was breast for females and prostate for
males. For both sexes, lung cancer, colorectal cancer, and non-Hodgkin's lymphoma were
the next most frequent sites.

Figure 4.39 — Leading Cancer Sites by Sex, Berkeley, 2003-2004

Males (N=448) Females (N=521)
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Source: Greater Bay Area Cancer Registry

Breast Cancer Figure 4.40 — Age-Adjusted Breast Cancer
Incidence, Berkeley, Alameda County, California,
There was an annual average of 70 1998-2002

new cases of breast cancer '
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Adult Health: Chronic Disease

Prostate Cancer

The rate of prostate cancer in
Berkeley men is higher than the rate
in Alameda County or California.

Lung Cancer

Berkeley's rate of lung cancer is
lower than the rate of Alameda
County or California. However, the
lung cancer incidence in Berkeley's
African American males is two
times higher than that of White
males.

Figure 4.41 — Prostate Cancer Incidence by
Race/Ethnicity, Berkeley, 1998-2002
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Figure 4.42 — Lung Cancer Incidence by Sex and
Race/Ethnicity, Berkeley, 1998-2002
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Colorectal Cancer Figure 4.43 — Colorectal Cancer Incidence by Sex and
Race/Ethnicity, Berkeley, 1998-2002
i
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Adult Health: Chronic Disease

High Blood Pressure, Heart Disease, and Stroke
Why Is This Important?

Heart disease is the leading cause of death for all people in the U.S., accounting for nearly
1/3 of all deaths. Stroke is the third leading cause of death. Heart disease and stroke
continue to be major causes of disability and significant contributors to increases in U.S.
health care costs.

It is estimated that nearly one third of American adults have high blood pressure, or
hypertension. Blood pressure is a measure of how hard your heart has to work to circulate
blood throughout the body and when the pressure is too high, it adds to the workload for
your heart, increasing the wear and tear on the heart and blood vessels.

Uncontrolled high blood pressure can lead to serious health problems like heart attacks,
stroke, heart failure or heart disease. High blood pressure is the number one modifiable risk
factor for stroke. High blood pressure is often called the “silent killer” because there are no
symptoms and a person can have high blood pressure for years without even knowing it.
The only way to know if you have it is to get it measured regularly.

Factors that make a person more likely to develop high blood pressure include age,
race/ethnicity, family history, excess weight, physical inactivity, tobacco use, excessive
alcohol consumption, high sodium intake and too much stress. Although we cannot control
our age, race or family history, there is still a lot we can do to prevent or manage high blood
pressure, like eating healthier, not smoking, being more active, reducing the amount of
sodium we eat, and reducing our stress levels.

By lowering blood pressure to acceptable levels:
= Stroke incidence can be reduced by an average of 35-40%.

= Heart attack incidence can be reduced by an average of 20-25%.
= Heart failure incidence can be reduced by an average of more than 50%.
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High Blood Pressure

In 2001, 17% of Berkeley adults
surveyed reported they were told
by a physician that they had high
blood pressure. Over 40% of
African Americans report high
blood pressure — 3 times the
percentage of Whites.

Berkeley has a smaller
percentage of adults reporting
hypertension than Alameda
County or California.

Figure 4.44 — Berkeley Adults (18 Years and Older)
Who Were Ever Told by a Doctor They Have High Blood

Pressure, Berkeley, 2001
|
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Program Highlight: Berkeley Hypertension Program

hypertension.

In partnership with Lifelong Medical Center, this program focuses on community-based health
promotion and environmental changes to 1) encourage healthy eating and physical activity; 2)
increase access to hypertension screening and treatment; 3) implement the Chronic Care Model
to improve the quality of care for hypertension patients, and, 4) train Community Health Workers
in a program focused on outreach, education, and intensive counseling and support. A highlight
of the program is the weekly drop-in Hypertension Clinic that provides free blood pressure
screenings and education to everyone, and provides treatment to uninsured residents with
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Hypertensive Heart Disease

Each year, there is an average of
85 hospitalizations of Berkeley
adults due to hypertensive heart
disease. The rate of
hospitalization is higher for males
and increases rapidly after 64
years of age.

African Americans have 10-times
greater rate of hospitalizations
due to hypertensive heart
disease than Asians, and a 15-
times higher rate than Whites.

Figure 4.45 — Hypertensive Heart Disease
Hospitalization Rates in Adults (25 Years and Older) by
I&;e and Sex, Berkeley, 2000-2005
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Figure 4.46 — Hypertensive Heart Disease
Hospitalization Rates in Adults (25 Years and Older) by
Race/Ethnicity, Berkeley, 2000-2005
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Rates of hypertensive heart disease Figure 4.47 — Hypertensive Heart Disease
hospitalization in African Americans Hospitalization Rates in Adults (25 Years and Older)
have not declined (with statistical by Race/Ethnicity and Year of Hospitalization,
certainty) over the last several Berkeley, 2000-2005

i
years.
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Source: Office of Statewide Health Planning and Development, U.S. Census 2000

Hospitalization rates for hypertensive heart disease are highest in southwest Berkeley.

Map 4.8 — Hypertensive Heart Disease Hospitalization Rates in Adults (25 Years and Older) by Zip
Code, Berkeley, 2000-2005
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Heart Disease in Berkeley

An estimated 4,000 Berkeley adults
— 5% of the adult population — report
that they have been told by a
physician that they have heart
disease. It is more commonly
reported among those with lower
levels of education.

The percentage of Berkeley adults
reporting physician-diagnosed heart
disease is lower than that of
Alameda County or California.

Coronary Heart Disease in
Berkeley

Each year, over 400 hospitalizations
due to coronary heart disease occur
in Berkeley adults. The rate of
hospitalization is higher for males
and increases rapidly after 64 years
of age.

Figure 4.48 — Adults (18 Years and Older) Who
Were Ever Told by a Doctor They Have Heart
Disease, Berkeley, 2001

Berkeley
25-44
45-64

65+

Male
Female

0-12 Grade

BA/BS or Some Grad

MA/MS+

Berkeley ["""714.8

Alameda County [ 6.5

California 6.9
0% 5%

10% 15% 20%

Source: California Health Interview Survey (CHIS), 2001, Berkeley

Figure 4.49 — Coronary Heart Disease
Hospitalization Rates in Adults (25 Years and Older)
by Age and Sex, Berkeley, 2000-2005
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Hospitalizations due to coronary Figure 4.50 — Coronary Heart Disease Hospitalization
heart disease occur more Rates in Adults (25 Years and Older) by Race/Ethnicity,
frequently in African Americans Berkeley, 2000-2005
than in other race/ethnic groups. '
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Coronary heart disease Figure 4.51 — Coronary Heart Disease Hospitalization
hospitalization rates for Whites Rates in Adults (25 Years and Older) by Race/Ethnicity
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Hospitalization rates for coronary heart disease are highest in southwest Berkeley.

Map 4.9 — Coronary Heart Disease Hospitalization Rates in Adults (25 Years and Older) by Zip
Code, Berkeley, 2000-2005
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Stroke Figure 4.52 — Stroke Hospitalization Rates in Adults (25
Years and Older) by Age and Sex, Berkeley, 2000-2005
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African Americans have a stroke Figure 4.53 — Stroke Hospitalization Rates in Adults (25
hospitalization rate about twice Years and Older) by Race/Ethnicity, Berkeley, 2000-2005
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Stroke hospitalization rates and Figure 4.54 — Stroke Hospitalization Rates in Adults (25
the difference between African Years and Older) by Race/Ethnicity and Year of
American and White stroke Hospitalization, Berkeley, 2000-2005
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Hospitalization rates for stroke are highest in southwest Berkeley.

Map 4.10 — Stroke Hospitalization Rates in Adults (25 Years and Older) by Zip Code, Berkeley,
2000-2005
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Diabetes
Why Is This Important?

Diabetes is a serious disease in which the level of glucose or sugar in the blood is too high.
Over time, diabetes can lead to serious complications such as blindness, kidney damage,
and lower-limb amputations. In addition, diabetes negatively impacts quality of life due to
the challenge of constantly monitoring blood sugar levels, dietary changes, and numerous
physical problems that lead to serious complications. Across the nation, 20.8 million
people (7% of the population) have diabetes; many people with diabetes do not know it
because they do not have a lot of symptoms.’® The occurrence of diabetes is increasing
rapidly, especially among African Americans and Latinos, and lower income people.
Overweight/obesita/, unhealthy diets and low physical activity rates all contribute to this
chronic disease.’

Diabetes in Berkeley Figure 4.55 — Adults (18 Years and Older) Who Were
Ever Told by a Doctor They Have Diabetes, Berkeley,

An estimated 1,750 Berkeley 2001

adults — 2% of the adult '

population — have been told by a 8 -

physician that they have
diabetes. Berkeley's rate is lower

5.7% 5.9%
than that of Alameda County or 61
California. -
f=
S 4-
e
2 .

Berkeley Alameda County California

Source: California Health Interview Survey (CHIS), 2001, Berkeley

4% Program Highlight: Live Well, Be Well

The goal of Live Well Be Well is to prevent or delay the onset of diabetes in adults that are at
highest risk for the disease. This program is a joint project of the Public Health Division and the
University of California, San Francisco Center of Healthy and Active Aging funded by the
National Institutes of Health. The program provides free diabetes screening and education, a
series of workshops and regular, phone-based counseling to residents who are identified as pre-
diabetic to support healthy eating and increased physical activity. The focus is on African
American, Latino and South Asian adults over 25. In-depth evaluation of the efficacy of the
program is being conducted by UCSF.
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Each year, there is an average Figure 4.56 — Diabetes Hospitalization Rates in Adults
of 107 hospitalizations of (25 Years and Older) by Age and Sex, Berkeley, 2000-
Berkeley adults due to diabetes. 2005
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higher for males and increases
with age.
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African Americans have a Figure 4.57 — Diabetes Hospitalization Rates in Adults
diabetes hospitalization rate (25 Years and Older) by Race/Ethnicity, Berkeley, 2000-
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Over the last several years, Figure 4.58 — Diabetes Hospitalization Rates in Adults
rates of diabetes hospitalization (25 Years and Older) by Race/Ethnicity and Year of
have increased in African Hospitalization, Berkeley, 2000-2005
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Hospitalization rates for diabetes are highest in southwest Berkeley.

Map 4.11 — Diabetes Hospitalization Rates in Adults (25 Years and Older) by Zip Code, Berkeley,
2000-2005
i
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Asthma
Why Is This Important?

Asthma is a chronic lung condition that causes swelling, excess mucus, and narrowing of
the airways, and is responsible for about 500,000 hospitalizations, 5,000 deaths, and 134
million days of restricted activity a year in the U.S.">"*® Asthma is triggered by cigarette
smoke, air pollution, allergens, cockroaches, and other environmental factors. Controlling
exposure to factors that trigger asthma episodes, adequately managing asthma with
medicine, monitoring lung function, and helping asthma patients to become partners in their
own care can reduce the burden of the disease.

In California, asthma prevalence has increased for all groups,'® but hospitalization rates
due to asthma are highest among African Americans regardless of income. At both the
state and national levels, rates among7 African Americans are at least three times higher
than those of non-Hispanic Whites. 10

Asthma in Berkeley Figure 4.59 — Adults (18 Years and Older) Who Were
Ever Told by a Doctor They Have Asthma and

In 2001, 16% of the Berkeley Experienced Symptoms in the Past Year, Berkeley, 2001
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Source: California Health Interview Survey (CHIS), 2001, Berkeley
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Each year, over 400 Figure 4.60 — Asthma Hospitalization Rates in Adults (25
hospitalizations due to asthma Years and Older) by Age and Sex, Berkeley, 2000-2005
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The asthma hospitalization rate Figure 4.61 — Asthma Hospitalization Rate (All Ages),
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African Americans are Figure 4.62 — Asthma Hospitalization Rates in Adults (25
hospitalized for asthma 10 times Years and Older) by Race/Ethnicity, Berkeley, 2000-2005

more often than Whites and '
Asians. Latinos are hospitalized
nearly 3 times more than those
groups.
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M *\ Environmental Inequities & Asthma

Poor and minority residents of the San Francisco Bay Area are more heavily exposed to
air pollution and environmental hazards that are known asthma triggers.’® Areas of West
Berkeley are more heavily impacted by industry that releases a multitude of pollutants into
the air, they experience the heaviest traffic flow in our cities along the 1-80 corridor—
especially diesel truck traffic, which releases more irritants than other vehicle emissions—
and they are predominantly populated by people of color.'®

Several community groups in Berkeley are working to combat environmental inequities:

1) The City’s Community Environmental Advisory Commission (CEAC) plans and makes
recommendations for environmental protection, hazardous materials and reduction, with
outreach to and education of the public, small businesses and industry.

2) The Oakland-Berkeley Asthma Coalition (OBAC) meets with the aim to reduce the
burden of asthma in the communities of Oakland and Berkeley.

3) The West Berkeley Alliance for Clean Air and Safe Jobs is a network allied to preserve
safe jobs while preventing pollution.

4) The Regional Asthma Management and Prevention Initiative (RAMP) has workgroups
on schools, clinical issues in asthma, and the environment — including the Ditching Dirty
Diesel Collaborative.
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In African Americans, rates of Figure 4.63 — Asthma Hospitalization Rates in Adults
asthma hospitalization were higher by Race/Ethnicity and Year of Hospitalization,
in 2005 than in 2000. Berkeley, 2000-2005
|
600 African Am.
§ 500
g 400
Q.
3
€ 300
8
3 200
T
<
(]
< v _—-- Total
0 White
2000 2001 2002 2003 2004 2005

Source: Office of Statewide Health Planning and Development, U.S. Census 2000

Hospitalization rates for asthma are highest in southwest Berkeley.

Map 4.12 — Asthma Hospitalization Rates in Adults by Zip Code, Berkeley, 2000-2005
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Disability

Why Is This Important?

About 50 million people in the U.S. have a disability, such as hearing loss, mental disability,
physical limitation, or vision loss."® People have many types of disabilities. Some
disabilities are easy to see, such as when a person uses a wheelchair or when someone
has lost an arm. Other disabilities, like intellectual disability (mental retardation) or a chronic
condition like arthritis, may not be as easy to see. Statewide, African Americans are more
likely than other ethnic groups to have a disability.159 Berkeley recently won an award from
the National Organization on Disability in recognition of its focus on disability issues and
design of successful programs, services, and facilities for people with disabilities.

Disability in Berkeley

In 2001, 7% of Berkeley adults
surveyed reported they had a
health problem that required
special equipment such as a
cane, wheel chair, or special
telephone. Nearly 30% of seniors
have these types of health
problems.

African Americans are twice as
likely as Whites to have a
disability requiring special
equipment. Berkeley's rate is
minimally higher than that of
Alameda County or California.

Figure 4.64 — Adults (18 Years and Older) Who Have a
Health Problem Requiring Special Equipment, Berkeley,
2001
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Source: California Health Interview Survey (CHIS), 2001, Berkeley
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: Program Highlight:
Achieving Health for Berkeley’s Senior Population

Safe Living - In collaboration with the City of Berkeley Fire Department, the Division
of Aging offers a program focused on fall prevention and home safety.

Health-Promoting Services - The Division of Aging offers resources and services at
three multi-service community-based senior centers that enhance the lives and
promote the physical, emotional, spiritual and financial health and well-being of
community elders. Services include case management, transportation, information,
assistance, counseling and referrals on a variety of topics, health screenings, health
and wellness programs, group dining and Meals on Wheels, learning opportunities
through adult school classes, seminars, and workshops, arts and cultural events,
opportunities to socialize, and trips and excursions. The Senior Caregiver Program
provides education, training, assessment and respite for family caregivers.

Hearing Senior Voices - The Division of Aging offers opportunities for seniors to
hold decision-making positions in City and State governance, and promotes
volunteer and employment positions.
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Mental Health
Why Is This Important?

Mental disorders are common in the United States and internationally, and are a leading
cause of disability in the U.S. for people ages 15-44."° An estimated 26% of Americans
ages 18 and older suffer from a diagnosable mental disorder in a given year.'®" About 6
percent, or 1 in 17, suffer from a serious mental illness.'' Nationally, African Americans
are more likely than Whites to suffer severe, untreated and disabling depression and
underutilize treatment services.'®? Transition-aged youth (16-25), and older adults are the
most underserved age groups in the mental health system.

Mental Health in Berkeley Figure 4.65 — Adults (18 Years and Older) Who Needed
Help for an Emotional/Mental Health Problem in Past
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Source: California Health Interview Survey (CHIS), 2001, Berkeley
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In 2001, 17.3% of surveyed Figure 4.66 — Adults (18 Years and Older) Limited in
Berkeley adults reported that Usual Activities or Work Due to an Emotional Problem
emotional problems limited their in Past 4 Weeks, Berkeley, 2001
usual activities or work. The !
. . Berkeley
percentage experiencing
limitations was higher in African Age: 182
Americans than in other groups. 45-64
65+
Male
Female
Asian [
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Source: California Health Interview Survey (CHIS), 2001, Berkeley

Over 40% of Berkeley adults Figure 4.67 — Adults (18 Years and Older) with Mental
surveyed report they do not have Health Insurance Coverage, Berkeley, 2001
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Adult Health: Mental Health

The California Department of
Mental Health estimates that over
3200 residents of
Berkeley/Albany have a serious
mental illness or serious
emotional disorder, and that
many are not receiving mental
health services. It appears that
Asians and Latinos are seriously
underserved.

Figure 4.68 — Prevalence of Serious Mental
lliIness/Serious Emotional Disorder and Mental Health
Division Clients by Age, Sex, and Race, Berkeley, 2005
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Source: Alameda County Behavioral Health Services, California Department of Mental Health

Program Highlight:_Multicultural Mental Health Services

AT1IMNNIY

i

and emotional disturbances.

This program reaches out to Berkeley’s growing multicultural communities to expand cross-
cultural understanding of mental health issues and reduce stigma and discrimination,
following Mental Health Services Act recommendations. Innovative outreach strategies (see
picture above of Latino mental health outreach presentation) are utilized to educate both
staff and community members, and to identify families impacted by severe mental iliness
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The Berkeley Mental Health Figure 4.69 — Adult Clients (Aged 20 Years and Older)
Division serves an annual by Diagnosis of the Mental Health Division, Berkeley,
average of 679 adults, 85% of 2000-2006
whom have depressive ' o NC675 (Anmual Ave)

. . . t =i nnua ve.
disorders, schizophrenia, - Dicordors
adjustment disorders, or bipolar Substance 12%

Depressive
Disorders
28%

disorders. Related

Psychotic
Diorders
9% Schizo-
phrenia
Bipolar 14%
Disorders

10%

Adjustment
Disorders
13%

Source: Alameda County Behavioral Health Services

Program Highlight: Community-Based Mental Health Services

The Mental Health Division provides a range of services to Berkeley and Albany residents,
and helps people in crisis, children, teens, and families experiencing emotional difficulties,
people with serious mental ilinesses and disabilities, and others who are in need of mental
health or related social services. Specific activities include: working with Senior Programs
Division to provide consultation and case finding at the Berkeley senior centers; and
designing and delivering public education workshops and community building events in the
Spanish-speaking community to reach this underserved and growing population.
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Each year from 2000 to 2005, Figure 4.70 — Psychosis Hospitalizations by Diagnosis,
there were an average of 764 Berkeley, 2000-2005

hospitalizations of Berkeley '

residents for serious mental A'CSEJQHC/ N=764 (Annual Ave.)

health problems. Disg;/ders mi?a-

30%
All Other
Psychoses
18%

Bipolar
Disorders
22%

\ Depression

23%

Source: Office of Statewide Health Planning and Development, U.S. Census 2000

For men, psychosis Figure 4.71 — Psychosis Hospitalization Rate by Age
hospitalization has a pronounced and Sex, Berkeley, 2000-2005
rise and fall with a peak at 25-44 '
years. In women, psychosis 1000
hospitalization steadily increases
and plateaus after the age of 45 800 Female
years. S
8' 600
g Male
; 400
&
200
0

0-4 5-14 1524 25-44 4564 65+
Age Group

Source: Office of Statewide Health Planning and Development, U.S. Census 2000
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Adult Health: Mental Health

African Americans have nearly 3 Figure 4.72 — Psychosis Hospitalization Rate by
times the rate of hospitalization Race/Ethnicity and Sex, Berkeley, 2000-2005
for psychoses than Whites. '
Latinos have half the rate of 1607
Whites and Asians have a third of g 1500 +
the rate of Whites. g
@ 1000 -
e
2
g 517
T 500 -
2 168 ﬁ
6 [ ]
African Am. Asian Latino White
Source: Office of Statewide Health Planning and Development, U.S. Census 2000
The rate of psychosis Figure 4.73 —Psychosis Hospitalization Rate by
hospitalization is increasing for Race/Ethnicity and Year of Hospitalization, Berkeley,
African Americans. i 2000-2005
2000 African Am.
1600
§‘ 1200
g
@ 800
&
————————————— White
400
Latino
Asian

2000 2001 2002 2003 2004 2005

Source: Office of Statewide Health Planning and Development, U.S. Census 2000
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Adult Health: Mental Health

Berkeley's homeless population Figure 4.74 — Alcohol and Drug Problems and Mental
experiences high levels of alcohol lliness in Homeless (Community Definition), Berkeley
and other drug abuse and mental and Alameda County, 2003 (N=1083)

illness. The prevalence of '

alcohol and drug abuse in

Berkeley’s homeless is higher Alcohol Dependence ;
than the Alameda County

average. Drug Abuse #

Alcohol Dependence or Drug Abuse

Mental lliness

Mental lliness & AOD dep/abuse

M Berkeley @ Alameda Co.

10 20 30 40
Percent

o

Source: Alameda Countywide Shelter and Services Survey, 2004

50

r’ % Program Highlight: Improving Mental Health in Berkeley

=2

Efforts over the past year to provide more resources to transitional age and older age
groups are beginning to happen, with increased enrollments in the AB2034 program
providing housing and supports to homeless people with severe mental illnesses.
Collaboration with Lifelong Medical and other primary care providers is expected to improve
access to mental health care for older adults.
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Adult Health: Mental Health

Depression Among Women
Why Is This Important?

Depression is the most common of mental illnesses, a leading cause of disability, and the
cause of more than 2/3 of all suicides.'®® Women experience depression at roughly twice
the rate of men.'®*'% Researchers continue to explore how special issues unique to
women—biological, life cycle, and psycho-social- may be associated with women's higher
rate of depression. The prevalence rate of depression in African American and Hispanic
women remains about twice that of men of the same race/ethnic group.'®®

In 2001, 31% of Berkeley adult women surveyed reported sadness and depressive
symptoms sometimes, most of the time, or always in the prior month. Twenty percent
reported that emotional problems limited their work or usual activities. During the prior 12
months, 31% reported needing professional help, and 20% reported seeing a professional
for a mental health problem. Latinas were most likely to self-report feeling sad, and were
least likely to have mental health insurance or seek care.

Figure 4.75 — Prevalence of Self-Reported Depressive Feelings, Emotional Problems, and
Mental Health Service Use in Berkeley Adult Women (18 Years and Older), by Race/Ethnicity,
2001

O Asian B Afr. Am. B Latino O White

Felt downhearted and sad past 4
weeks (sometimes-always)

Needed help for emotional/mental
health problems past 12 months

Health limitation (emotional) - did not
do usual work past 4 weeks

Insurance covers treatment for mental
health

Visited specialist for emotional or
mental problems past 12 months

“H”w

% 10% 20% 30% 40% 50% 60%

Source: California Health Interview Survey, Berkeley, 2001

Yor oo
2
2
]
[~
=

Health Status Report — 141



Adu

It Health: Mental Health

x(;*ﬁ .gﬁ PUBLIC HEALTH PRIORITY

PuBLIC HEALTH PREPAREDNESS

The Public Health Division has been actively engaged in preparedness planning
since 2002. Our goal is to strengthen our community’s preparedness for and
response to public health threats: threats that include natural disasters such as
earthquakes, and infectious disease outbreaks such as pandemic influenza, as
well as bioterrorism.

Public Health Preparedness planning is an integral part of citywide disaster
preparedness planning. We address specific health-related needs of the
community and plan for efficient and effective response, while facilitating personal
preparedness efforts in the community. Public Health Preparedness planning
requires coordination with local and regional partners. Thus we work with partner
agencies in the City, UC Berkeley, the Berkeley Unified School District, private
sector businesses, health care organizations and providers, and community
based organizations. We collaborate with Alameda County, neighboring Bay
Area Counties, and State and Federal entities.

Preparedness means more than planning: it means practicing, training, and
educating. The Public Health Division participates in preparedness exercises in
the City and in the Region, and coordinates community outreach activities. The
City’s Fall 2007 annual preparedness exercise will be a Public Health Division-led
exercise simulating pandemic flu. Training and educational activities for Public
Health staff, city staff, and the community currently focus on the threat of
pandemic flu.

As Hurricane Katrina taught us, disasters exacerbate health inequities: the most
vulnerable are the hardest hit. Public Health Preparedness means working to
develop disaster-resilient communities in which all members’ needs are identified,
planned for, and addressed. By frequent exercising of our plans, review and
revision of those plans based on our experiences, on-going education and
training, and collaboration with our many partners, we are making progress
toward that goal.
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Death from All Causes

V. DEATH FROM ALL CAUSES /| MORTALITY OVERVIEW

What people die of in Berkeley tells us a lot about our progress in reducing unnecessary
deaths by fighting preventable disease, and the impact of our programs to identify and treat
diseases early. This section contains information about Berkeley trends in deaths, life
expectancy, leading causes of death, the years of potential life lost, and deaths due to
various chronic diseases.

Highlights
® Life expectancy is improving for Berkeley overall.

" Death rates in Berkeley are lower than the surrounding Alameda County and
California.

Health inequities exist for all causes of death combined and for the leading causes
of death. One-third of the nearly 200 deaths occurring in African Americans each
year would not occur if African Americans and Whites had the same death rate.

® About half of all deaths can be attributed to tobacco, inadequate nutrition and
physical activity, alcohol consumption, and other behavioral risk factors.
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Death From All Causes

All Causes of Death in Berkeley Figure 5.1 — Deaths in Berkeley, Alameda County,
California (2002-2004), and the United States (2001-

Approximately 626 residents die 2003)

each year. Berkeley's death rate '
is lower than that of Alameda
County, California, and the 800 1

United States.
600 -
400 -
T 200 -
0-

Berkeley Alameda California
County

Age Adjusted Rate per 100,000

Source: Public Health Division, US Census, Death Certificates

There are 2-3 deaths each year Figure 5.2 — Deaths by Age and Gender, Berkeley,
in infants less than 1 year of age. 2002-2004
The death rate is very low in '
adolescents and young adults, 15,000 | Male
and increases after age 65. £ 12,500 | Female
‘é 10,000 -
g 7,500 1
g‘ 5,000 -
.
< 2,500 |

0 S
<1 14 5- 15- 25- 35- 45- 55- 65- 75- 85+
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Source: Berkeley Public Health Division Death Certificates, US Census
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Death from All Causes

African American males have a Figure 5.3 — Deaths by Gender and Race/Ethnicity,
death rate 3 times greater than Berkeley, 2002-2004
Asian males, and African i
American females have a death 1,600 - 1598
rate 2.6 times higher than Asian S 1,400 -
females. S Female
S 1,200 -
g 1,000 { %67
9
& 800
K 581
_§ 600 - 506
2 40 365
g H
< 200 -
0
African Asian Latino White African Asian Latino White
Am. Am.
Source: Berkeley Public Health Division Death Certificates, US Census
Over the last decade, the death Figure 5.4 — Deaths by Race/Ethnicity and Year of
rate for each race/ethnicity has Death, Berkeley, 1993-2004
declined. African Americans i
have twice the death rate as o 1,200 |
Whites, and the gap does not S
appear to be closing. 8 1,000 | Af:%
a —_
2 800
o
[ ~N - _
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Source: Berkeley Public Health Division Death Certificates, US Census
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Death From All Causes

Over the last decade, life
expectancy at birth has increased
from 77 to 83 years. Women
have a life expectancy 5 years
greater than men.

Life expectancy at birth is
greatest for Asians and lowest for
African Americans. Life
expectancy for African Americans
increased from 67 years to 71
years in the 1990s, but has
leveled off after 2000.

The life expectancy of African
Americans is 12 years less than
that for Whites.

Rates for Latinos are not reliable
before Year 2000 due to differing
Census classification and small
numbers.

Figure 5.5 — Life Expectancy by Gender, Berkeley,

1993-2004

|
Years

90 -
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70

Female
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2001 2003

Source: Berkeley Public Health Division Death Certificates, US Census

Figure 5.6 — Life Expectancy by Race/Ethnicity,
Berkeley, 1993-2004
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Death from All Causes

Heart disease and cancer are the Figure 5.7 — Leading Causes of Death by Disease
leading diseases that account for Category, Berkeley, 2002-2004
the most deaths in Berkeley

) Heart/Circulatory Dis. ]29.8%
The next figure shows key factors . )

; i ~"Percent of deaths
that contribute to the diseases Stroke [ o.4% N=1886

that cause death.

Respiratory Diseases [0 7.0%
Parkinson/ Alzheimer's Disease [ 5.4%
Non-Motor Vehicle Injury [T 3.4%
Diabetes [[07]3.1%
Chronic Liver Disease []1.5%

Suicide [ 1.5%

Motor Vehicle Injuries [1]1.2%

0 100 200 300 400 500 600
Number of Deaths

Source: Berkeley Public Health Division Death Certificates

Use of alcohol, tobacco, and Figure 5.8 — Leading Causes of Death by Behavioral
drugs, lack of physical activity, Risk Factor, Berkeley, 2002-2004

inadequate diet, violence, and ‘

unsafe sex are estimated to be Tobacco (I 19%

responsible for nea”y 1/2 of all Poor Diet and Physical Inactivity [ 15%

deaths in Berkeley. Alcohol [T 4%

Toxic Agents [0 4%
Microbial Agents [I0] 3%
lllicit Drug Use [12%

Firearms []1%
Sexual Behavior 1%

Motor Vehicle [[1%

All the Above 149%

0 10 20 30 40 50
Percent of All Deaths (N=1886)

Source: Berkeley Public Health Division Death Certificates, McGinnis JM, Foege WH. Actual causes
of death in the United States. JAMA 1993;270:2207-2212.
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Death From All Causes

Coronary heart disease and Figure 5.9 — Leading Heart Disease Causes of
hypertensive heart disease are Death, Berkeley, 2002-2004

major contributors to heart disease ' o _

mortallty Chronic Ischemic Heart Disease

Acute Myocardial Infarction
Hypertensive Heart Disease
Atherosclerosis
Congestive Heart Failure
Cardiomyopathy
Conduction Disorders
Hypertension

Hypertensive Renal Disease

0 25 50 75 100 125 150
Number of Deaths
Source: Berkeley Public Health Division Death Certificates

For women, breast cancer is the Figure 5.10 — Leading Cancer Causes of Death,
leading cause of cancer death, Berkeley, 2002-2004
followed by lung cancer. For men '
lung cancer is the leading cause of Cancer Site Female  Male
cancer death, followed by prostate Breast Cancer [ |
cancer. Lung Cancer

Prostate

Colon Cancer

Pancreatic Cancer
Ovarian Cancer
Non-Hodgkin's lymphoma
Uterine Cancer

Stomach Cancer

Multiple myeloma
Bladder Cancer

60 40 20 0 20 40 60
Number of Deaths
Source: Public Health Division Death Certificates
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Death from All Causes

Males and females share the 4 top-ranked causes of death: Heart Disease, Cancer, Stroke
and Respiratory Disease. Diabetes, Non-motor vehicle injuries, Neurological diseases of
the brain (e.g., Alzheimer's/Parkinson), and Chronic liver disease are each in the top 10
leading causes of death for each sex.

Figure 5.11 — Leading Causes of Death,
Males, Berkeley, 2002-2004

Figure 5.12 — Leading Causes of Death,
Females, Berkeley, 2002-2004
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Source: Berkeley Public Health Division Death Certificates
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Injuries are leading causes of death from childhood to early adulthood. Although injuries

are a leading cause in adults under 45 years of age, chronic diseases, such as cancer and
heart disease, are more prevalent. After age 45, additional chronic diseases become more
common as the cause of death.

Figure 5.13 — Leading Causes of Death, Age
44 Years and Younger, Berkeley, 2002-2004

Figure 5.14 — Leading Causes of Death, Age
45 Years and Older, Berkeley, 2002-2004
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Coronary Heart Disease Deaths Figure 5.15 — Coronary Heart Disease Deaths,
Berkeley, Alameda County, and California, 2002-

There are 123 deaths per year due 2004

to coronary heart disease in ‘

Berkeley. 200 1
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Males and African Americans have Figure 5.16 — Coronary Heart Disease Deaths by

high rates of death from coronary heart = Gender and Race/Ethnicity, Berkeley, 2002-2004
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Coronary heart disease mortality Figure 5.17 — Coronary Heart Disease Deaths by
has not consistently declined in the Race/Ethnicity and Year of Death, Berkeley, 2002-
past decade. | 2004
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E 150 /\/\/\ Am.
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Source: Berkeley Public Health Division Death Certificates, US Census
Stroke Deaths Figure 5.18 — Stroke Deaths in Berkeley, Alameda
County, and California, 2002-2004
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Death From All Causes

African Americans have twice the Figure 5.19 — Stroke Deaths by Gender and
death rate from stroke as Whites. Race/Ethnicity, Berkeley, 2002-2004
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The death rate due to stroke has Figure 5.20 — Stroke Deaths by Race/Ethnicity and
not consistently declined in the past Year of Death, Berkeley, 2002-2004
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Cancer Deaths Figure 5.21 — Cancer Deaths, Berkeley, Alameda
County, and California, 2002-2004

There is an annual average of 160 '
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Males and African Americans have Figure 5.22 — Cancer Deaths by Gender and
the highest death rates compared Race/Ethnicity, Berkeley, 2002-2004
to females and other race/ethnicity '
roups. .
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Death From All Causes

The death rate due to cancer has Figure 5.23 — Cancer Deaths by Race/Ethnicity and
declined for Whites in the last 10 Year of Death, Berkeley, 2002-2004
years. There is no consistent trend ‘ 350 -
for African Americans.
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Source: Berkeley Public Health Division Death Certificates, US Census
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Program Highlight: City of Berkeley Vital Records Office

The Vital Records Office maintains documentation of births and deaths that occurred
within Berkeley City limits since 1895, and plays an important role in the analysis of birth
and death records and in surveillance of potential outbreaks. It was awarded two
certificates of excellence and appreciation by the California State Office of Vital Records
for “reaching and exceeding the State-mandated time frame for birth registration” and for
“the completeness and accuracy of vital records data.” These awards are indicators of
high performance in following State standards for maintaining data on Berkeley residents.
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Years of Potential Life Lost

Deaths before the age of 75 are Figure 5.24 — Years of Potential Life Lost by Cause
considered premature. For those of Death, Berkeley, 2002-2004
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Although African Americans Figure 5.25 — Years of Potential Life Lost by
comprise 13% of Berkeley's Race/Ethnicity, Berkeley, 2002-2004
population, they account for 39% of '
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Death From All Causes

The highest concentrations of years of potential life lost are in southwest Berkeley.

Map 5.1 — Years of Potential Life (YPLL) by Census Tract Berkeley, 2002-2004
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Source: Berkeley Public Health Division Death Certificates
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Conclusion

Conclusion

Based upon the findings in this Report, we have four key priority areas for action to address
health inequities:

% Ensuring a healthy start for every child, through a focus on the conditions that
promote healthy child development and support for parents and families

+ Positive youth development to help adolescents build on their strengths to develop
healthy lifestyles and healthy relationships, and to enjoy opportunities for healthy
transition to adulthood.

+« Chronic illness prevention, through creating a community in which every person has
access to healthy food, safe places to play and exercise, social support, and access to
preventive health services and appropriate treatment.

+ Public health preparedness, to protect our community against infectious diseases
and other emerging disease threats, and to make sure that we are prepared for any
natural, biological, or environmental disasters that may threaten our well-being.

We invite you to join us to discuss the findings in this Report, and to help us develop
strategies for action to improve the health of our community. You can find information about
town hall forums and community meetings on our website at:
http://www.ci.berkeley.ca.us/publichealth, or you can email us at
publichealth@ci.berkeley.ca.us.

Thank you.
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Appendix: HHS Resource Directory

Health & Human Services Department Resource Directory*

Berkeley High School Health Center

High school students in the Berkeley Unified School District are provided free medical,
mental health, and health education services. Phone: 644-6965. Hours: M-F: 8-30a-12:15p
and 1:15-4:30p

Berkeley Public Health Clinic
Provides family planning, immunizations, TB skin test, and Sexually-Transmitted
Infection/HIV prevention and testing services. Phone: (510) 981-5350.

Community Engagement in the Public Health Division

The Community Health Action & Assessment Section (CHAAS) and the School-Linked
Health Services Program (SLHSP) organize community engagement efforts involving
community residents, community-based organizations, policy stakeholders, other City
agencies, parent groups, and the school district. Phone: 981-5337 (CHAAS) and 981-7677
(SLHSP):

El Centro
Provides health insurance information, assistance with Healthy Families and Medi-Cal
Applications, and health information. Phone: 981-5370. Hours: Tues 1-4p walk-in.

Nurse of the Day Program

This service provides free counseling, health education, physical assessments, referrals,
resource information, and assistance with accessing needed health services for residents
of Berkeley and the surrounding area. To speak to a nurse, call (510) 981-5300. Hours: M-
F: 8a-12p and 1-5p. In-person, visit 1947 Center Street, 2" Floor. Hours: M-F 8a-12p and
1-5p.

Senior Centers

North Berkeley South Berkeley West Berkeley
1901 Hearst Avenue 2939 Ellis Street 1900 Sixth Street
(510) 981-5190 (510) 981-5170 (510) 981-5180

Vital Records Office

Birth and death certificates are available. Certificate request forms to print and mail in are
available online at: http://www.cityofberkeley.info/publichealth/vitalstatistics/default.html.
See website for more information. Phone: 981-5300. Office hours are Mon-Fri, 9am-4pm
except holidays. Location: 1947 Center Street, 1% Floor.

Women, Infants and Children Program
Provides nutrition education, free food vouchers and breastfeeding support. Phone: 981-
5360. Hours: M-Th 9a-12p and 1-5p.

* This is a select listing of programs and services. For a full listing of Health & Human Services Department
programs and services, please visit: http://www.ci.berkeley.ca.us/hhs/
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Appendix: Data Sources and Technical Notes

DATA SOURCES AND TECHNICAL NOTES
l. Social Determinants of Health & Health Inequities

Population and Demographics

The United States Bureau of Census conducted a complete count of the Berkeley population in
1990 and 2000 as part of the decennial census. Self-reported age, sex, race, and ethnicity of
residents were collected in standardized questionnaires. Housing and household characteristics
including types of families, income, and mode of transportation to work were also collected.
Additional information on such topics as educational attainment, language spoken at home,
disability status, and other information used in this report was collected on a sample of Berkeley
residents.

Data used in this report for 1990 and 2000 census were obtained from publicly available data
files' that aggregate individuals' responses at the level of the entire city, census tracts, and U.S.
Postal Service zip codes. Census tracts are made up of contiguous blocks of residential housing in
which approximately 4,000 persons live.

Poverty

Poverty was defined in Census data using federal guidelines,'®® which create income thresholds

("poverty line") that are compared to a family's pre-tax income. The thresholds vary by the number
of adults and children in the family. In 1999, the threshold was $16,995 for a two-parent family with
2 children, and $13,423 for a single parent household with two children. The methodology was
created in the 1960's and reflects the assumption that the cost of food for a minimum but adequate
diet accounted for one-third of family income. Drawbacks of the methodology and alternatives have
been reviewed.'®

In analyses of poverty and mortality from 1999-2001, Census data on the percent of residents living
below the poverty line in 1999 was compiled for each Berkeley census tract (4211-4240). The
poverty status of each person who died as based on the census tract in which he/she lived."
Residential addresses in vital statistics data files were used to code census tract. For some
analyses in this report, census tracts were grouped as Hills (east of Sacramento Ave.) and Flats
(west of Sacramento Ave.).

Race/Ethnicity

Race/Ethnicity in census data is classified using federal system based on five categories of race
(White, Black or African American, American Indian or Alaska Native, Asian, and Native Hawaiian
or Other Pacific Islander) and 1 category of ethnicity (Hispanic)."" In the 2000 Census respondents
were also allowed to select a category of one or more races. Race and ethnicity were combined to
create mutually exclusive categories based on Hispanic (Latino) of any race and White, African
American, Asian, Other, and Multi-racial individuals who are not of Hispanic ethnicity. Major
changes in race/ethnicity classification occurred between the 1990 and 2000 census. For analyses
using 1990 to 1999 population projections, Non-Hispanic Whites were tabulated as the difference of
Whites and Hispanics of any race. A small number of Latinos were included in the totals of African
Americans and Asians for this time period.
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Linquistic Isolation

We used the term, “English Difficulty” to represent the U.S. Census term, “Linguistic Isolation.” The
Census Bureau defines a linguistically isolated household as one in which no one 14 years old and
over speaks only English or speaks a non-English language and speaks English "very well." In
other words, all members of the household 14 years old and over have at least some difficulty with
English.

Intercensus Population Estimates for Rate Calculations

Rates of illness, injury, and death are comprised of a numerator that is the count of health events
and a denominator that counts population for a given time period (e.g., 50 deaths per 100,000
population in 2003).

Rate — Number of Health Events «Time Period

Population

Data collection systems for vital statistics, hospitalizations, and traffic injuries reported to the
Berkeley Police Department were compiled annually for this report. However, actual population
counts by age, sex, and race/ethnicity for Berkeley were only available for 1990 and 2000 as part of
the decennial census. In order to follow time trends in health outcomes for each year from 1991 to
2006, we calculated the linear change in the 1990 and 2000 census for the Berkeley population in
each of 110 subgroups based on 11 age groups (in roughly 10-year bands), two sexes, and five
race/ethnicity groups (non-Hispanic White, non-Hispanic African America, Latino, Asian, and
Other/Multi-racial). These annual changes were extended through 2006.

For the annual population in mortality and traffic injury analyses, we multiplied each cell by a
constant to make the total Berkeley population consistent with the estimate for Berkeley made by
the California Department of Finance'’? each year between 1991 and 2006. (The California
Department of Finance estimates county populations by age, sex, and race subgroups but only
estimates city populations in aggregate).

Geographic information for hospitalizations was available only at the level of zip code. Population
estimates between 1991 and 2006 were based on linear change between the 1990 and 2000
census for subgroups based on 9 zip codes (94702-94710), 6-age groups in roughly 15-year
bands), 2 sexes, and 5 race/ethnicity groups. " The choice of age-bands was based on groupings
used by the California Department of Health Services'’® and the Office of Statewide Health
Planning and Development (OSHPD)'"* so that comparisons would be standardized. Because zip
codes extend beyond city borders, approximately 15% of the population were non-Berkeley
residents from adjoining cities.

K-12 Students in the Berkeley Unified School District (BUSD)

Demographic information on K-12 students enrolled in the Berkeley Unified School District in 2005-
2006 was reported by the BUSD to the California Department of Education.’” '"® Documents
published by the California Department of Education were also used to describe physical fitness,
standardized testing and reporting (STAR) of proficiency in English Language Arts, high school
non-graduation rates (“drop out”), and high school students with California State
University/University of California (CSU/UC) eligibility in the Berkeley Unified School District."”” The
number ?;‘SChiIdren with special education needs by ethnicity was provided by the Berkeley
Alliance.
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Special Programs are defined as follows. English Learners are students who are not yet proficient
in English. Free /Reduced Price Meals is a program to students from low-income families for free or
reduced price meals. Compensatory Education are students participating in the federal Title | or the
state Economic Impact Aid/State Compensatory Education (EIA/SCE) program. Title | is a federal
program that provides supplementary services to low-achieving students from low-income families.
The EIA/SCE is a state program that provides funds to low-achieving schools with high proportions
of transient, low-income or English learner students. The goal of both is to improve student
achievement in reading and mathematics.

Homeless Population

Estimates of Berkeley homeless were based on a survey conducted under the auspices of the
Alameda County-wide Homeless Continuum of Care Council. The survey was a stratified cluster
sampl1e80f 1,461 persons throughout Alameda County at homeless shelters and service sites in
2003."

Il. Pregnancy and Birth

Birth Certificates

Birth certificates are issued by the Public Health Division Vital Statistics Office for all births
occurring in Berkeley, including home and hospital births (Alta Bates Summit Medical Center). For
births of Berkeley residents occurring outside of Berkeley, the Automatic Vital Statistics System
(AVSS) returns those records back to the place of residence, irrespective of the place of birth.

Birth certificates record characteristics of the parents (e.g., maternal age), pregnancy (e.g. duration
of pregnancy and physician visits for prenatal care), and birth outcomes (weight of the newborn).
The race of the baby is assigned as the race/ethnicity of the mother. These data are used to
calculate the rate of adolescent (teen) births, prematurity and low birth weight.

Adolescent Birth Rate is the number of live births among adolescents, 15 to 19 years old, divided by
the estimated female population in the same age group per 1,000 population.

Low Birth-Weight baby is a live birth in which the newborn weighs less than 2,500 grams or 5.5
pounds. The low birth weight rate (or percentage) is number of babies weighing less than 2500
grams divided by the total number of live births in a specified time period.

Premature birth is a live birth with a gestation of less than 36 weeks.

Timely Initiation of Prenatal Care is defined as one or more prenatal visits to a doctor occurring in
the first trimester of the pregnancy.

Maternal Depression was measured in new mothers enrolled in an Alameda County-based
program, "Every Child Counts" that coordinates services for children less than 5 years of age and
their families. Hospital-based outreach coordinators enroll new Berkeley mothers (of any income
level) for post-partum home visits and identify mothers who have a history of, or appear to be at risk
for depression. Public health nurses receive referrals to visit these at-risk women and administer
the Edinburgh Depression Screening tool.'”®
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Breastfeeding

Data on in-hospital breastfeeding are from the California Newborn Screening Program database of
the Genetic Disease Branch of the California Department of Health Services.®® All nonmilitary
hospitals are required to complete the Newborn Screening Test Form (DHS 4409) prior to an
infant’s discharge. Based on responses on the form, breastfeeding is categorized as breast only,
formula only, breast and formula, and other. WIC administrative data were used to track breast
feeding during the first 11 months post partum.

lll. Child & Adolescent Health

Service utilization of Berkeley children was compiled from published data and internal databases of
state and county agencies including Medi-Cal,'®" Healthy Families,'®* California Children
Services,'® Alameda County Behavioral Health Services,'® and the Berkeley Unified School

District. '7® 17®

California Healthy Kids Survey

Youth Behaviors: Alcohol, Tobacco, Drugs, and Violence

The California Healthy Kids Survey is the source of data for youth behaviors measured in students
enrolled 5", 7", 9", and 11™ grades in the Berkeley Unified School District. The survey was
developed under a contract from the California Department of Education by WestEd and Duerr
Evaluation resources.'®®

The survey is comprised of over 50 questions regarding student demographics (8 items), alcohol
and other drug use (20 items), tobacco use (8 items), physical harassment and violence (11 items),
food and nutrition (5 items), exercise and physical activity (2) items, and single items for
depression, asthma, and overweight. Many questions occur as couplets asking the lifetime
frequency or past 30 day's use of alcohol, tobacco, and drugs or the exposure to violence.

The sample is made up of random classrooms within grades 5, 7, 9, and 11, and non-traditional
schools or classes (continuation, alternative, court, and community day school settings). The survey
is voluntary, confidential, and anonymous, although consent was required to be given by parents for
5™ grade students. Response rates in the 2005-6 survey years were 57% for grade 5 (target N =
591), 67% for grade 7 (target N = 629), 47% for grade 9 (target N = 862), 53% for grade 11 (target
N = 781), and 35% for non-traditional (target N = 112). Comparison data is available for California
(California Student Survey) '® and the United States (Youth Behavioral Risk Survey). **

Obesity and Asthma

Based on student self-report of height and weight in the CHKS survey, Body Mass Index (BMI) was
calculated [Weight in kilograms/(Height in meters?)] and compared to U.S. population data of BMI-
for-age1.8gBUSD students with a BMI greater than the 95% percentile for age were considered
obese.

Asthma prevalence was the proportion of BUSD students responding affirmatively to: "Has a doctor
ever told you or your parent/guardian that you have asthma?"
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California Child Health & Disability Prevention Program

The Child Health and Disability Prevention Program (CHDP) provides health care and periodic
preventive health assessments to California children in low-income families. Eligible children
include all Medi-Cal recipients under the age of 21 and other eligible low-income children up to the
age of 19 years. As part of routine assessments, physicians monitor childhood physical
development and indicators of anemia. To receive reimbursement for services, physicians submit
encounter forms (PM 160s).

Obesity

Obesity in Berkeley children enrolled in the CHDP Program was calculated from a sample of 495
children who had an encounter in April, August, and December 2005. Height, weight, sex, and age
in months were abstracted from encounter forms. Each child's percentile was calculated based on
Centers for Disease Control and Prevention growth curves using BMI-for-age for children 24
months and older and weight-for-length for children aged less than 24 months."® Children
exceeding the 95% percentile were classified as obese. Comparison data was available for
Alameda County and California.'®

Anemia
In the sample of CHDP children (above), anemia was defined as children with hemoglobin levels

below national guidelines based on age and sex."®

Confidential Morbidity Reports

Communicable Diseases

California law (Title 17, §2500) requires physicians, other types of health care providers, and health
facilities to report over 80 communicable diseases to the local health officer by phone, fax, or mail
within specified time limits.”®' These confidential morbidity reports are received and compiled by
the Berkeley Public Health Division Vital Statistics Office.

For the sexually transmitted diseases of Chlamydia, Gonorrhea, and syphilis, laboratory data are
included in the confidential morbidity report to confirm cases. Likewise, data on viral hepatitis (A, B,
C, D) includes results of antigen testing. For tuberculosis reporting, results of skin tests, chest x-
ray, and bacteriological analysis are included to confirm cases.

Cases and rates are presented by the count year, which is the date when the TB case is verified
and reported to the California Department of Health Services.

Childhood Immunization

As part of the California Department of Health Services Expanded Kindergarten Retrospective
Survey, the Berkeley Public Health Division visited local schools with kindergartens and collected
copies of student immunization record (blue card).' Demographic information and immunization
history were extracted from each record. Data were analyzed using birth dates and immunization
dates to retrospectively estimate immunization coverage at various age checkpoints. For example,
a survey conducted in children (3-8 years olds) attending kindergarten in 2004 reviewed data on
children with birthdates from 1995 to 2001. Since the 1990s, immunizations have included 4 doses
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of vaccine for diphtheria, tetanus and pertussis, 3 doses for polio, and 1 dose of vaccine for
measles mumps, and rubella (4:3:1). As new vaccines became available in the late 1990s,
additional immunizations were included for assessment. These included Haemophilus influenza (3
doses) and hepatitis B (3 doses), and varicella (chicken pox) (4:3:1:3:3:1). The summary statistic is
the percent of all children with vaccinations up to date at 24 months of age. Even though the
survey provides the best available information on immunization coverage, the results have a built-in
lag of several years, during which immunization practices may have changed.

Hospital Discharge (OSHPD)

Short-stay hospitals in California are required to report data on in-patients to the Office of Statewide
Health Planning and Development (OSHPD),"”* which compiles data on each hospitalization. The
data in this report was based on hospitalizations and not unduplicated patients. For each
hospitalization, patient age, sex, race/ethnicity, zip code of the patient's residence, date of
hospitalization, and causes of the hospitalization were available for patients residing in Berkeley zip
codes 94702 to 94710. Residents of Kensington, Albany, and adjoining cities who share zip codes
with Berkeley could not be excluded. The diseases and injuries that caused hospitalization were
coded by OSHPD using the 9" revision of the International Classification of Diseases (ICD-9)."%
[See table below].

Classification of Hospitalizations for Injury and lliness, Office of Statewide Health Planning and
Development

lliness/Disease/Injury ICD-9 Codes*
Coronary Heart Disease 402, 410-414, 429.2
Cerebro-vascular Disease (Stroke) 430-438
Hypertensive Heart Disease 401-405

Diabetes Mellitus 250

Psychosis 290-299

Asthma 493

Motor Vehicle Accidents E810-E825
Accidental Poisoning By Drugs, Medicinals, And Biologicals  E850-E858
Accidental Falls E880-E888

Adverse Effects Of Drug, Medicinal And Biological Therapy E930-E949
(including prescription drugs)

Suicide And Self-Inflicted Injury E950-E959
Homicide And Injury Purposely Inflicted By Other Persons E960-E969
* All non-injury diseases were based on the primary diagnosis field

Hospitalizations due to injuries were coded in two ways: 1) type of injury (fracture, amputation,
laceration) and 2) external cause (fall, motor vehicle crash, adverse prescription drug reaction, etc.).
For external causes of injury, only the first hospitalization was E-coded, even if there were
subsequent hospitalizations for the same injury.

The hospitalization rate is:

Hospitalizations
Population

Hospitalization Rate = x Time Period
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IV. Adult Health

California Health Interview Survey, 2001

The California Health Interview Survey, conducted in each county at 2-3 year intervals has been the
largest ongoing health-related survey of Californians since 2001. CHIS is a collaborative project of

the UCLA Center for Health Policy Research, the California Department of Health Services, and the
Public Health Institute."*

In 2001, cities with local health departments, including Berkeley, were included in the sample. The
90-page questionnaire covered self-perceived health status, disability, chronic health conditions,
cancer screening, health insurance, alcohol and tobacco use, mental health, diet, and physical
activity. One adult per household was selected by random digit dialing. Berkeley's sample included
809 adults representing 82,505 individuals 18 years of age and older. Participants were interviewed
by telephone in English, Spanish, Viethamese, Cantonese, Mandarin, Korean, and Khmer. The
average adult interview took approximately 32 minutes to complete.

The response rate for Berkeley was 62%, slightly better than the statewide average of 59.2% and
Alameda County (57.6%). To ensure the sample was as representative of Berkeley's adult
population, the sample was weighted for non-response to reflect Berkeley's demographics in the
2000 U.S. Census and the availability of telephone lines. Individuals living in group quarters (e.g.,
university dormitories, nursing homes) may have been underrepresented.

A data file with sample weights was used to calculate weighted population estimates and weighted
percents with their 95% confidence intervals. The methods used to generate these estimates are
the same as those in published data for Alameda County and California.'®

The definition of individual behaviors is as follows:

Current smokers were defined as adults who indicated they smoke cigarettes every day or some
days.

Binge drinkers were defined as adults who consumed 5 or more alcohol drinks of any type on a
single occasion during the past month.

Lack of moderate physical activity was based on a negative response to the question "Over the past
30 days, did you do any moderate activities in your free time for at least 10 minutes that caused
only light sweating or slight to moderate increase in breathing or heart rate?"

Obesity was defined as a Body Mass Index (BMI) of 25 or greater. BMI was calculated from self-
reported height and weight.?

Daily servings of fruits and vegetables was calculated from self-reported daily consumption of
specific food groups (juices, salads, beans, fruit, vegetables, fried potatoes, and tomatoes) and
estimated serving sizes based on respondent's age and sex."®

Health insurance questions polled respondents about their current participation in Medicare, Med-
Cal, Healthy Families, employer sponsored health insurance, privately purchased health insurance,
and other public insurance programs.
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Lifetime prevalence of asthma, hypertension, heart disease, and diabetes were based on
affirmative responses to the question: "Has a doctor ever told you that you have . . . (specified
condition)?

Pap screening (women 18 Years and Older) and mammograms (women aged 40 years and older)
were based on a sequence of responses of ever having had a Pap test or mammogram, and
querying about the time interval since the last test (within 3 years for Pap and 24 months for
mammogram).

Disability status was defined as an affirmative response to "Do you now have any health problem
that requires you to use special equipment, such as a cane, a wheelchair, a special bed, or a
special telephone?"

Depressive symptoms were based on responses to "Did you feel downhearted and sad in the past
month?" as all of the time, most of the time, or some of the time.

Limitations in Daily Activities was based on affirmative responses to "During the PAST 4 WEEKS,
how much of the time has your PHYSICAL HEALTH OR EMOTIONAL PROBLEMS interfered with
your social activities like visiting with friends, relatives, etc.?"

Mental health insurance coverage was defined as a positive response to "Does your insurance
cover treatment for mental health problems, such as visits to a psychologist or psychiatrist?"

Self-perceived mental health needs was defined as a positive response to "During the past 12
months, did you think you needed help for emotional or mental health problems, such as feeling
sad, blue, anxious or nervous?"

Mental health service utilization was defined as an affirmative response to "Not counting overnight
stays, emergency room visits, or visits for drug or alcohol problems, in the past 12 months, have
you seen a psychiatrist, psychologist, social worker, or counselor for

emotional or mental health problems?"

Adult Communicable Diseases: AIDS\HIV Registry

The statistics presented in the AIDS and HIV section were obtained using the AIDS cases reported
to the Berkeley Public Health Division as part of the confidential AIDS Surveillance System. HIV
databases were obtained from the anonymous and confidential HIV testing sites of the Public
Health Clinic and the HIV seroprevalence surveys at the sexually transmitted disease clinic.

Traffic Injuries (Statewide Integrated Traffic Records System, SWITRS)

The California Highway Patrol, CalTrans, and the California Department of Motor Vehicles
collaborate in collecting information from traffic collisions throughout California to improve roadway
conditions and monitor the effectiveness of enforcement efforts.’” Standard data collection
methods, including report forms (Traffic Collision Report, CHP 555) and data element definitions
are used to describe collisions involving motor vehicle drivers, passengers, pedestrians, and
bicyclists. Demographics of the injured and many other aspects of the collision are recorded. Since
1997, data are compiled annually in a database (Statewide Integrated Traffic Records System,
SWITRS).
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A data extract of the SWITRS database was made available to the City of Berkeley for collisions
occurring in Berkeley's streets and highways between 1997 and 2005."® The unit of analysis in this
report was injury (unique party-collision-date triplet) rather than collisions. Race/ethnicity of injured
persons was available from 2002-2005.

Domestic Violence

The Berkeley Police Department collects data on domestic violence cases or domestic incidents
reported to the police. For incidents reported in 2000, a data extract was provided by the Domestic
Violence Prevention Unit. The data collected from police reports includes both victim and
aggressor demographics and their relationship (spouse, ex-spouse/boyfriend/girlfriend,
cohabitation). The unit of analysis was an incident, and multiple incidents may have occurred in the
same victim and aggressor. It is recognized that most domestic violence incidents are
underreported in crime statistics.®

Cancer Incidence

Cancer incidence rates and their 95% confidence intervals were provided by the Greater Bay Area
Cancer Registry (GBACR).?* Since 1987, California state law requires hospitals, physicians, and
cancer treatment facilities to report newly diagnosed cases of cancer to regional cancer registries.
The Greater Bay Area Cancer Registry collects and manages this information on cases reported in
9 Bay Area counties. Cancers are histologically confirmed and classified by site using the ICD-O-3
(oncology) system.

Cancer incidence rates in this report were calculated as 5-year averages using the number of cases
in Berkeley zip codes from 1998 to 2002 as the numerator and multiplying the 2000 U.S. Census
population count for Berkeley zip codes by 5 as the denominator. Cancer incidence rates and their
95% confidence intervals®®' were age-adjusted (see Technical Notes below) to the U.S. population
standard.

To ensure confidentiality and statistical reliability, the GBACR reports rates for a particular
population group if the group includes at least 15 cases of a specific cancer and if the total
population for the designated time period exceeds 10,000. Race/ethnicity groupings were based on
mutually exclusive federal classifications (Latino and non-Hispanic: White, African American, Asian,
Other, and Multi-racial).

V. Death from All Causes

Death Certificates

Death certificates are issued by the Public Health Division Vital Statistics Office for all deaths
occurring in Berkeley, including home and hospital deaths. Death certificates provide demographics
of the decedent, the cause of death, and census tract of residence. Typically, funeral directors
complete the non-medical portion of the death certificates (age, sex, race, residence, occupation of
the decedent), and physicians complete the sections pertaining to progression of illnesses or
injuries causing the death.

The medical information is classified into standard categories by trained personnel at the California
Department of Health Services according to the International Classification of Disease'®®, using the
9™ Revision for deaths occurring from 1990-1998, and the 10" Revision for deaths occurring from
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1999 to 2006. For deaths of Berkeley residents occurring outside of Berkeley, the California
Department of Health Services annually complies and forwards birth certificate information to
Berkeley's Public Health Division Vital Statistics Office, and also compiles a master file of deaths in
Berkeley residents.

Mortality Rate
The mortality rate is the number of deaths divided by the population in a specified time period.

Mortality Rate = Number of Deaths x Time Period

Population

The mortality rate can be further specified by age, sex, or race (e.g., deaths in 25-44 year olds in
2003 divided by the number of 25-44 year olds in the population in 2003). The numerator can
likewise be specified for a given cause of death, such as coronary heart disease, cancer, stroke,
etc.

We classified leading causes of death and hospitalization using the standard diagnostic categories
of the International Classification of Diseases (See table below).

International Classification of Disease Classifications of Leading Causes of Death

lliness/Disease/Injury ICD-9 Codes* ICD-10 Codes’
All Cancers 140-208 C00-C97
Coronary Heart Disease 402, 410-414, 429.2 111, 120-125
Stroke 430-438 160 — 169
Respiratory Disease NA J00-J98
Chronic Liver Disease NA K70-K76
Diseases of the Nervous System

(Alzheimer's, Parkinson's Disease, etc.) NA G00-G98

* Berkeley deaths occurring 1991-1998
T Berkeley deaths occurring 1999-2005

Years of Potential Life Lost is the difference in years between the age of death and age 75 for those
who die before age 75 (e.g., 75 — 45 age at death = 30 years of potential life lost).

Life Expectancy is the number of years that a newborn can expect to live based on current death
rates. For this report, life expectancy was calculated using the abridged life table method®? using
mortality rates in 19 age bands (<1, 1-4, 5-9, 10-14, 15-19, 20-24, 25-29, 30-34, 35-39, 40-44, 45-
49, 50-54, 55-59, 60-64, 65-69, 70-74, 75-79, 80-84, 85+).

Statistical Methods

Age-Adjustment

Rates for hospitalization, traffic injuries, and mortality were age-adjusted. Age-adjustment is a
statistical technique that makes it possible to compare health outcomes of populations that have
different age profiles. Hospitalization and death rates increase rapidly after age 60, so population
groups that have proportionately more older persons will appear to have high rates compared to
groups that have a smaller proportion of older people.
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The technique is applied in three steps. First, the rate is calculated in specific age groupings.
Mortality rates in this report used 11 age groupings (<1 year, 1-4, 5-14, 15-24, 25-34, 35-44, 45-54,
55-64, 65-74, 75-84, 85+). An example of an age-specific death rate is deaths in persons 35-44
years old in 2005, divided by the number of 35-44 year olds in the population in 2005. Second,
rather than taking a simple average these age-specific rates, each rate is multiplied (weighted) by
the proportion of individuals in that age group that were estimated to be in the U.S. population in
2000.%%® Third, these weighted rates are summed. The sum reflects the weighted average, and is
the age-adjusted rate.

Statistical Reliability of Rates

Rates of mortality and hospitalization based on large numbers of events are more reliable than
those with only a few observations. Rates based on a small number of outcomes can fluctuate
widely, making time trends difficult to discern or year-to-year changes seem spurious.

Analysts use several approaches to guide users in their interpretation of rates based on small
numbers. Some agencies publish rates, but use symbols (e.g., asterisk) to warn readers that the
rate does not meet a given reliability standard. Other agencies do not report results if the number of
events do not meet a minimum number. There is no universally adopted minimum number, but
many agencies' minimum number is in the range of 10 to 20."7% 200204206 Thjs range reflects a
statistical zone in which measures of the variability in the rate (standard error) are between one-
quarter to one-third of the value of the rate itself (i.e. a Relative Standard Error between 23% and
33%). For this report, we adopted the lower limit of 10, which strikes a balance between the
amount of data that can be presented, particularly for Asians and Latino health outcomes, and the
statistical reliability of rate measurements. The choice of 10 observations also helps prevent the
potential identification of individuals and maintains confidentiality. Graphs in this report omit
population groups with less than 10 observations in the numerator of a rate or proportion. This is
the reason why some groups (e.g. Latinos) are included in some graphs and excluded from others.

To enhance the reliability of rates in some analyses of time trend, we aggregated data in 2- to 6-
year intervals, so that, for most time periods, at least the larger population subgroups (White,
African American) had at least 10 observations per time interval. These rates are average annual
rates.

Statistical Significance

Examining differences in rates between geographic areas of Berkeley, Alameda County, and
California, and between race/ethnicities within Berkeley follow from the questions, "How is Berkeley
doing compared to other communities?" and "How do race/ethnicities within Berkeley compare to
each other?"

Given that some health outcomes are based on small numbers or a sample, differences between
two (or more) rates may be the result of random variation rather than other explanations. In this
report, statistical tools were applied to help assess whether differences in rates were a likely or
unlikely consequence of random fluctuation. "Statistical significance" is a technical term that
indicates that the difference between two rates or proportions is not likely to be due to chance, or
random fluctuation. "Statistical significance" is not a pronouncement on whether the difference has
or does not have practical importance. Statistical significance was assessed using widely accepted
statistical methods taking into account the sample design and the frequency of the health outcome.
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Health outcomes that occur in more than a few percent of a specific population are considered
"common" in statistical terms. These include the percent of low birth weight (5%-15%, anemia
(~6%) or obesity (~25%) in CHDP children of a given age group. Significance testing for "common"
health outcomes from non-weighted samples used a two-tailed Chi square test and a confidence
level of 95% (p < 0.05). In addition to these statistical tests, 95% confidence intervals were
calculated using the binomial distribution.””” The 95% confidence interval reflects the spread in
results if outcomes (e.g., percent low birth weight) were repeatedly measured in the same
population taking different random samples of the same size.

Although the prevalence measures in the CHIS are statistically "common," the data were weighted
for non-response and other factors to make the sample representative of the Berkeley adult
population. Sample weights were used to generate weighted percents and the weighted sample
design was taken into account in calculating 95% confidence intervals.?®® Differences in weighted
percents in CHIS between Berkeley, Alameda County, and California were assessed with 95%
confidence intervals. Confidence intervals that did not overlap were considered statistically
significant (p < 0.05). This is the methodology recommended and used by CHIS sponsors to assess
statistical significance.?®® CHIS estimates at the Berkeley city level generally adhered to a
reliability standard based on a relative standard error of < 30%. We also included some results with
RSEs > 30% if there were at least 10 sample observations in the numerator of a proportion.

Mortality and hospitalization rates are considered to be "rare" health outcomes relative to the
population. Rates and 95% confidence based on a Poisson distribution were calculated for Berkeley
and compared to those in published reports.”* 2" 95% confidence intervals of age-adjusted rates
that did not overlap were considered statistically significant. Except for a few analyses, Berkeley
residents were not excluded from statistical comparisons of Alameda County. This introduces a bias
that tends to make Berkeley-Alameda County differences smaller than they actually are.

Assessing Time Trends

Specialized regression software?'® developed by the National Cancer Institute was used to assess

the statistical significance of time trends in proportions and age-adjusted rates (low birth weight,
hospitalizations, and mortality). The software fits line segments to trend data using the fewest
number of line segments that the data allow. For low birth weight percent, a linear trend was
modeled using standard errors (binomial) to weight each yearly observation. For hospitalization and
mortality rates, standard errors based on the Poisson distribution were used to weight observations.
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