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Executive Summary 
 

Every three years nonprofit hospitals are required to conduct community health needs 
assessments (CHNA) and use the results of these to develop community health improvement 
implementation plans. These assessments are required of virtually all nonprofit hospitals by 
both state and federal laws. 

 
Beginning in early 2012 through February 2013, Valley Vision, Inc. conducted an 

assessment of the health needs of residents living in the Children’s Hospital & Research Center 
Oakland (CHRCO) service area. For the purposes of the assessment, a health need was defined 
as: “a poor health outcome and its associated driver.” A health driver was defined as: “a 
behavioral, environmental, and/or clinical factor, as well as more upstream social economic 
factors that impact health.” 
 
The objective of the CHNA was: 
 

To provide necessary information for the CHRCO community health improvement plan, 
identify communities and specific groups within these communities experiencing health 
disparities, especially as these disparities relate to chronic disease, and further identify 
contributing factors that create both barriers and opportunities for these populations to 
live healthier lives. 
 
A community-based participatory research orientation was used to conduct the 

assessment that included both primary and secondary data. Primary data collection included 
input from more than 166 members of the hospital service area (HSA), expert interviews with 
31 key informants, and 23 focus group interviews with 290 community members. In addition, a 
community health assets assessment collected data on more than 600 assets within the 
hospital’s service area. Secondary data used included health outcome data, socio-demographic 
data, and behavioral and environmental data at the ZIP code or census tract level. Health 
outcome data included Emergency Department (ED) visits, hospitalization, and mortality rates 
related to heart disease, diabetes, stroke, hypertension, chronic obstructive pulmonary disease, 
asthma, acute respiratory infections, cancer, leukemia, and safety and mental health 
conditions. Socio-demographic data included data on race and ethnicity, poverty (female-
headed households, families with children, people over 65 years of age), educational 
attainment, health insurance status, and housing arrangement (own or rent). Behavioral and 
environmental data helped describe general living conditions of the HSA such as crime rates, 
access to parks, pollution, and availability of healthy food.  
 

An analysis of both primary and secondary data revealed 23 specific ZIP code 
Communities of Concern in Alameda and Contra Costa Counties that were living with a high 
burden of disease. These 23communities had consistently high rates of negative health 
outcomes that frequently exceeded county, state, and Healthy People 2020 benchmarks. They 
were confirmed by area experts as areas prone to experiencing poorer health outcomes 



relative to other communities in the HSA. These Communities of Concern are noted in the 
figure below. 

 
Map of CHRCO Communities of Concern 

 
Health Outcome Indicators 
 

Age-adjusted rates of ED visits and hospitalization due to heart disease, diabetes, stroke, 
and hypertension were drastically higher in these ZIP codes compared to other ZIP codes in the 
HSA. In general, Blacks, followed by Whites had the highest rates for these conditions 
compared to other racial and ethnic groups. Mortality data for these conditions were also high. 

 
Environmental and Behavioral Indicators 
 

An analysis of environmental indicators showed that many of these communities had 
conditions that were barriers to active lifestyles, such as elevated crime rates and a traffic 
climate unfriendly to bicyclists and pedestrians. Access to healthy food outlets was limited, 
while the concentration of fast food outlets and convenience stores was high. Analysis of the 



health behaviors of these residents also show many habits that correlate to poor health, such 
as eating a diet limited in fruit and vegetables. 

 
When examining these findings with those of the qualitative data (key informant 

interviews and focus groups), a consolidated list of priority health needs of these communities 
was compiled and is shown below. The complete priority health needs table can be found in 
Appendix G. 

 
Priority Health Needs for CHRCOHSA 

1. Lack of access to quality primary health care services 
 

2. Lack of access to mental health services  
 

3. Lack of access to affordable, healthy food; abundance of fast food; food insecurity 
 

4. Safety as a health issue 
 

5. Poverty as a health issue 
 

6. Lack of access to dental care services 
 

7. Pollution as a health issue 
 

8. Lack of safe places to be active 
 

9. Lack of affordable substance abuse treatment and prevention programs 
 

10. Lack of access to safe, reliable transportation 
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Introduction 

 
In 1994, the California Legislature passed SB697, legislation which states that hospitals, 

in exchange for their tax-exempt status, "assume a social obligation to provide community 
benefits in the public interest.”1The bill requires that hospitals conduct a community health 
needs assessment (CHNA) every three years. Based on the results of this assessment, hospitals 
must develop a community benefit plan detailing how they will address the needs identified in 
the CHNA. These plans are submitted to the Office of Statewide Health Planning and 
Development (OSHPD) and are available to the public for review. The state law exempted some 
hospitals from the requirement, such as small, rural hospitals as well as hospitals that are parts 
of larger educational systems. 

 

 In early 2010, the Patient Protection and Affordable Care Act was enacted. Similar to 
SB697, the law imposes requirements on nonprofit hospitals, requiring them to conduct CHNAs 
at a minimum of every three years. Results of these assessments are used by hospital 
community benefit departments to develop community health improvement implementation 
plans. Nonprofit hospitals are required to submit these annually as part of their Internal 
Revenue Service Form 990. Unlike California’s SB697, the federal law extends the requirements 
to virtually all hospitals operating in the US, defining a “hospital organization” as “an 
organization that operates a facility required by a State to be licensed, registered, or similarly 
recognized as a hospital,” and “any other organization that the Secretary determines has the 
provision of hospital care as its principal function or purpose constituting the basis for its 
exemption under section 501(c)(3).”2 

 
By many standards the federal guidelines for conducting needs assessments are more 

prescriptive and substantially more rigorous than those imposed by the state. The level of detail 
required by these newer guidelines have resulted in number of changes to the way many needs 
assessments are conducted today compared to how they have been in the past. Further, the 
federal guidelines continue to evolve as of the completion of this report, with a more updated 
set of guidelines released by the Treasury Department in April 2013.3 For example, the new 
guidelines require that nonprofit hospitals both identify and prioritize health needs, and require 
hospitals to detail the methods used to perform these functions. Methods must include not 
only epidemiological data and secondary data sources, but must also include qualitative 
methods such as focus groups and key informant interviews. The guidelines also offer this 
definition of a health need: “…requisite for the improvement or maintenance of health status in 
both the community at large and in particular parts of the community (such as particular 

                                                      
1
California’s Hospital Community Benefit Law: A Planner’s Guide. (June, 2003). The California Department of Health 

Planning and Development. Retrieved from: 
http://www.oshpd.ca.gov/HID/SubmitData/CommunityBenefit/HCBPPlannersGuide.pdf 
2
Notice 2011-52, Notice and Request for Comments Regarding the Community Health Needs Assessment 

Requirements for Tax-exempt Hospitals; retrieved from:http://www.irs.gov/pub/irs-drop/n-11-52.pdf 
3
Treasury Releases Proposed Guidance for Charitable Hospitals Performing Community Health Needs Assessments; 

retrieved from: http://www.treasury.gov/connect/blog/Documents/Treasury 

http://www.irs.gov/pub/irs-drop/n-11-52.pdf


neighborhoods or populations experiencing health disparities)” (p. 30). In some instances, this 
focus on particular parts of neighborhoods and populations experiencing disparities has 
resulted in modifications to many of the standard methods used in the past to conduct health 
assessments, and many of these changes can be seen throughout this report. 
 

In accordance with these legislative requirements, Children’s Hospital & Research 
Center Oakland (CHRCO) conducted a CHNA of the service area. The CHNA was conducted over 
a ten-month period through a participatory process led by Valley Vision, Inc., a community 
benefit organization dedicated to quality of life for residents of Northern California. 

 
Assessment Collaboration and Assessment Team 

 
A group of five nonprofit hospitals, all serving portions of Alameda and Contra Costa 

Counties, collaborated to sponsor and participate in the CHNA. The hospitals included Alta 
Bates Summit Medical Center, Children’s Hospital & Research Center of Oakland, Sutter 
Medical Center Castro Valley, St. Rose Hospital, and Washington Hospital Healthcare 
System.This collaborative group retained Valley Vision, Inc., to lead the assessment process. 
Valley Vision (www.valleyvision.org) is a nonprofit 501(c)(3) consulting firm serving a broad 
range of communities across Northern California. The organization’s mission is to improve 
quality of life through the delivery of research on important topics such as health scare, 
economic development, and sustainable environmental practices. Using a community-based 
participatory orientation to research, Valley Vision has conducted multiple CHNAs across an 
array of communities. As the lead consultant, Valley Vision assembled a team of experts from 
multiple sectors to conduct the assessment that included: 1) a public health expert with over a 
decade of experience in conducting CHNAs, 2) a geographer with expertise in using GIS 
technology to map health-related characteristics of populations across large geographic areas, 
and 3) additional public health practitioners and consultants to collect and analyze data. 

 
“Health Needs” and Objectives of the Assessment 

 
The CHNA was anchored and guided by the following objective: 
 
To provide necessary information for the CHRCO community health improvement plan, 
identify communities and specific groups within these communities experiencing health 
disparities, and further identify contributing factors that create both barriers and 
opportunities for these populations to live healthier lives. 

 

The World Health Organization defines health needs as “objectively determined 
deficiencies in health that require health care, from promotion to palliation.”4Building on this 

                                                      
4
Expert Committee on Health Statistics.Fourteenth Report.Geneva, World Health Organization, 1971. WHO 

Technical Report Series No. 472, pp 21‐22. 



and the definitions compiled by Kaiser Permanente5, the CHNA used the following definitions 
for health needs written as drivers of poor health outcomes:  

Health Need: A poor health outcome and its associated driver. 

Health Driver: A behavioral, environmental, and/or clinical factor, as well as more 
upstream social economic factors, that impact health.  

Organization of the Report 
  

The following pages contain the results of the needs assessment. The report is organized 
as follows: first, the methodology used to conduct the needs assessment is described. Here, the 
service area is identified and described, data and variables used in the study are outlined, and 
the analytical framework used to interpret these data is articulated. Further details of the 
methodology, including descriptions and definitions, are contained in the appendices. 
 

Next, the study findings are provided, beginning with identified geographical areas, 
described as Communities of Concern, which were identified within a service area as having 
poor health outcomes and socio-demographic characteristics, often referred to as “social 
determinants of health” that contribute to poor health. Each Community of Concern is 
described in terms of its health outcomes and population characteristics, as well as health 
behaviors and environmental conditions. Behavioral and environmental conditions are 
organized into four profiles: safety, food environment, active living, and physical wellbeing. The 
report closes with a brief conclusion. 

 
 
 
 

 
 

Methodology 
 

The assessment used a mixed method data collection approach that included primary 
data such as key informant interviews, community focus groups, and a community assets 
assessment. Secondary data included health outcomes, as well as demographic, behavioral, and 
environmental data (the complete data dictionary is available in Appendix B).  
 

Community-based Participatory Research (CBPR) Approach 
 

The assessment followed a community-based participatory research approach for 
identification and verification of results at every stage of the assessment. This orientation aims 
at building capacity and enabling beneficial change within the hospital CHNA workgroup and 

                                                      
5
Community Health Needs Assessment Toolkit – Part 2. (September, 2012). Kaiser Permanente Community Benefit 

Programs. 

To find additional health outcome data for CHRCO’s service area, including detailed 
demographic breakdowns of hospital data as well as health outcome data for ZIP codes that 
were not deemed Communities of Concern for the purposes of this report, please visit 
http://healthneedsmap.com, a tool developed for community use by Sutter Health. 



the community members for which the assessment was conducted. Including participants in the 
process allows for a deeper understanding of the results.6 

 
Unit of Analysis and Study Area 

 
The assessment study area included the hospital service area for CHRCO. A key focus 

was to show specific, geographically defined communities experiencing disparities related to 
chronic disease and mental health. To this end, ZIP code boundaries were selected as the unit 
of analysis for most indicators. This level of analysis allowed for the examination of health 
outcomes at the community level that are often hidden when data are aggregated at the 
county level. Some indicators (demographic, behavioral, and environmental in nature) were 
included in the assessment at the census tract, census block, or point prevalence level, which 
allowed for deeper community level examination.  

 
Identifying the Hospital Service Area (HSA) 

 
The hospital service area (HSA) for CHRCO was provided by the hospital and includes ZIP 

codes in Alameda County and Western Contra Costa County, in which a majority of patients 
reside. The HSA identified that was the focus of the needs assessment is depicted in Figure 1. 
 

                                                      
6
 See: Minkler, M., and Wallerstein, N. (2008). Introduction to community-based participatory research. In 

Community-based participatory research for health: From process to outcomes. M. Minkler& N. Wallerstein (Eds). 
(pp. 5-23). San Francisco: John Wiley & Sons; Peterson, D. J., & Alexander, G. R. (2001). Needs assessment in public 
health. New York: Kluwer Academic/Plenum Publishers; Summers, G. F. (1987). Democratic governance. In D. E. 
Johnson, L. R. Meiller, L. C. Miller, & G. F. Summers (Eds.), Needs assessment, (pp. 3-19). Ames, IA: Iowa State 
University Press. 

 
 



 
                             Figure 1: Map of CHRCO Hospital Service Area 

 
Primary Data: The Community Voice 

 
Primary data collection included qualitative data gathered in four ways: 
 

1. Meetings with the CHNA workgroup 
2. Key informant interviews with area health and community experts 
3. Focus groups with area community members 
4. Community health asset collection via phone interviews and website analyses   
 

CHNA Workgroup Meetings 
 

The CHNA workgroup was comprised of representatives from each of the participating 
nonprofit hospitals (Alta Bates Summit Medical Center, CHRCO, Eden Medical Center, St. Rose 
Hospital, and Washington Hospital Healthcare System), a representative of the state hospital 



association, and representatives from Alameda County Public Health Department and the City 
of Berkeley Public Health Department. Each member was an active contributor to the 
qualitative data collection. Using the previously described CBPR approach, monthly meetings 
were held with the workgroup at each critical stage in the assessment process. 
 

Key Informant Interviews 
 

Key informants are health and community experts familiar with populations and 
geographic areas residing within the HSA. To gain a deeper understanding of the health issues 
pertaining to chronic disease and the populations living in these vulnerable communities,31key 
informant interviews were conducted using a theoretically grounded interview guide (see 
interview protocol in Appendix D). Each interview was recorded and content and word count 
analysis was conducted to identify key themes and important points pertaining to each 
geographic area (see Appendix I). Findings from these interviews were used to help identify 
communities in which focus groups would most aptly be performed. A list of all key informants 
interviewed, including name, professional title, date of interview, and a description of 
knowledge and experience is detailed in Appendix C. 
 

Focus Groups 

Members of the community representing subgroups, groups with unique attributes 
(race and ethnicity, age, sex, culture, lifestyle, or residents of a particular area of the HSA) were 
recruited to participate in focus groups. A standard protocol was used for all focus groups (see 
Appendix F) to understand the experiences of these community members as related to health 
disparities and chronic disease. In all, a total of 23 focus groups were conducted with 290 
community members (for a complete list see Appendix E). Content and word count analysis 
(see Appendix I) was performed on focus group interview notes and/or transcripts to identify 
key themes and salient health issues affecting community residents. This content analysis 
included identification of themes and word count analysis by each theme to determine 
consistencies across all qualitative data. The detailed methodology for qualitative analysis is 
contained in Appendix I.  

Community Health Assets 
 

Data were collected on health programs and support services within the HSA and the 
specific Communities of Concern. Existing resource directories were explored and additional 
assets were identified through internet and related searches. A list of assets was compiled and 
a master list was created. Next, detailed information for each asset was gathered though scans 
of organization websites and, when possible, direct contact with staff via phone. The assets are 
organized by ZIP code with a brief discussion in the body of the report and detailed as Appendix 
H. 
 
 
 



Selection of Data Criteria 
 

Criteria were established to help identify and determine all data to be included in the study. 
Data were included only if they met the following standards: 

 
1. All data were to be sourced from credible and reputable sources. 
2. Data must be consistently collected and organized in the same way to allow for 

future trending. 
3. Data must be available at the ZIP code level or smaller. 

 
All indicators listed below were examined at the ZIP code level unless noted otherwise. 

County, state, and Healthy People 2020 targets (when available) were used as benchmarks to 
determine severity. Rates above any benchmark are denoted by bold text in the tables. All rates 
are reported as per 10,000 of population unless otherwise noted. Health outcome indicator 
data were adjusted using Empirical Bayes Smoothing, where possible, to increase the stability 
of estimates by reducing the impact of the small number problem. To provide relative 
comparison across ZIP codes, rates of ED visits and hospitalization rates for heart disease, 
diabetes, hypertension, and stroke were adjusted to reduce the influence of age. Appendix B 
contains a detailed methodology of all data processing and data sources).Secondary 
quantitative data used in the assessment include those listed in Tables 1 & 2. 
 
Table 1: Health outcome data used in the CHNA reported as ED visits, hospitalizations, and 
mortality 

ED and Hospitalization7 Mortality8 

Accidents 

 
Hypertension* All-Cause Mortality* Infant Mortality 

Asthma Mental Health Cancer Injuries 

Assault Substance Abuse Diabetes Life Expectancy 

Cancer Unintentional Injuries Heart Disease Stroke 

Diabetes* 
Self-Inflicted Injury 

 
Hypertension 

 

Suicide 

 
Heart Disease* Stroke* 

*Age-adjusted by 2010 California standard population  
 
 

                                                      
7
 Office of Statewide Health Planning and Development, ED Visits and Hospitalization, 2011 

8
 California Department of Public Health, Deaths by Cause, 2010 

 



Table 2: Socio-demographic, behavioral, and environmental data profiles used in the CHNA 

Socio-Demographic Data 

Total Population Limited English Proficiency 

Family Makeup Percent Uninsured 

Poverty Level Percent Over 25 with No High School Diploma 

Age Percent Unemployed 

Race/Ethnicity Percent Renting 

Behavioral and Environmental Profiles 

Safety Profile 

 Major Crime 

 Assault 

 Unintentional Injury 

 Fatal Traffic Accidents 

 Accidents 

Food Environment Profile 

 Percent Obese/Percent Overweight 

 Fruit and Vegetable Consumption (≥5/day) 

 Farmers’ Markets 

 Food Deserts 

 modified Retail Food Environment Index 
(mRFEI) 

 Active, Off-Sale Liquor Licenses 

Active Living Profile 

 Park Access  
 

Physical Wellbeing Profile 

 Age-adjusted Overall Mortality 

 Life Expectancy 

 Infant Mortality 

 Pollution 

 Health Assets 

 
 Because of CHRCO’s focus on pediatric populations, the hospital provided additional 
data for inclusion in this report, much of it specific to youth and adolescents and much of it 
reported at the county level. In order to differentiate this data throughout the report, wherever 
it appears, a mention of it as data provided by CHRCO has been included. In accordance with 
the data criteria listed above, these data were not utilized in the determination of Communities 
of Concern, but are included as supporting data that help to display a comprehensive portrait of 
health within CHRCO’s service area. Additionally, some data less relevant to pediatric 
populations (e.g.- chronic obstructive pulmonary disease, Alzheimer’s) were omitted. 

 
Data Analysis 

 
Identifying Vulnerable Communities 
 

The first step in the process was to examine socio-demographics in order to identify 
areas of the HSA with high vulnerability to chronic disease disparities and poor mental health 
outcomes. Race and ethnicity, household makeup, income, and age variables were combined 
into a vulnerability index that described the level of vulnerability of each census tract. This index 
was then mapped for the entire HSA. A tract was considered more vulnerable, or more likely to 
have higher unwanted health outcomes than others in the HSA, if it had higher: 1) percent non-
Whites or Hispanic population; 2) percent single parent headed households; 3) percent below 
125% of the poverty level; 4) percent under five years old; and 5) percent 65 years of age or 



older living in the census tract. This information was used in combination with input from the 
CHNA workgroup to identify prioritized areas for which key informants would be sought. 
 

 
                            Figure 2: CHRCO Hospital Service Area Map of Vulnerability 

 
Where to Focus Community Member Input? Focus Group Selection 

Selection of locations for focus groups was determined by feedback from key 
informants, CHNA team input, and analysis of health outcome indicators (ED visit, 
hospitalization, and mortality rates) that pointed to disease severity. Key informants were 
asked to identify community members that were most at risk for chronic health disparities and 
mental health issues. In addition, analysis of health outcome indicators by ZIP code, race and 
ethnicity, age, and sex revealed communities with high rates that consistently exceeded 
established county, state, and Healthy People 2020 benchmarks. This information was compiled 
to determine the location of focus groups within the HSA. 



Identifying Communities of Concern: The First Step in Prioritizing Area Health Needs 
 

To identify Communities of Concern, input from the CHNA team, primary data from key 
informant interviews and focus groups, along with detailed analysis of secondary data, health 
outcome indicators, and socio-demographics were examined. ZIP codes with rates that 
consistently exceeded county, state, or Healthy People 2020 benchmarks for ED utilization, 
hospitalization, and mortality were considered. ZIP codes with rates that consistently fell in the 
top 20% were noted and then triangulated with primary and socio-demographic data to identify 
specific Communities of Concern. These ZIP codes were then confirmed with each 
corresponding hospital’s CHNA workgroup for modification. This analytical framework is 
depicted in Figure3. 
 

 
Figure 3: Analytical Framework for Determination of Communities of Concern and Health 
Needs 

 
What is the Health Profile of the Communities of Concern? What are the Prioritized Health 
Needs of the Area? 
 

Data on socio-demographics of residents in these communities, which included socio-
economic status, race and ethnicity, educational attainment, housing arrangement, 
employment status, and health insurance status, were examined. Area health needs were 
determined via in-depth analysis of qualitative and quantitative data and then confirmed with 
socio-demographic data. As noted earlier, a health need was defined as a poor health outcome 
and its associated driver. A health need was included as a priority if it was represented by rates 
worse than the established quantitative benchmarks or was consistently mentioned in the 
qualitative data. 
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Findings 
 
CHRCO Patient Profile 
  

CHRCO provided data on characteristics of patient visits, which can be seen in Table 3 
and Figure 4. In 2012, CHRCO had 10,184 hospital admissions, 46,142 emergency department 
visits, and 34,352 primary care clinic visits. When comparing 2012 data to 2010 data, there was 
a 7.5% decrease in admissions, a 20.4% increase in ED visits, and an 8.3% decrease in primary 
care clinic visits.  A majority of diagnoses that lead to inpatient admissions were respiratory 
conditions like asthma, acute bronchiolitis, and pneumonia, while a majority of ED visits were a 
result of fever, cough, or vomiting.  
 

Table 3. Top 10 primary diagnoses of CHRCO patients 

ED Visits # of 
Patients 

% of total Inpatient Admissions # of 
Patients 

% of total 

Fever 5,548 29.1% Asthma 876 29.9% 

Cough 3,450 18.1% Acute Bronchiolitis 419 14.3% 

Skin Eruption 2,046 10.7% Pneumonia 393 13.4% 

Vomiting (only) 1,879 9.9% Cancer Chemo 
Treatment 

328 11.2% 

Abdominal Pain 1,372 7.2% Urinary/Kidney 
Infection 

279 9.5% 

Ear Pain 1,174 6.2% Acute Appendicitis 149 5.1% 

Pain in Limb 1,051 5.5% Humerus Fracture 138 4.7% 

Head Injury 993 5.2% Sickle Cell Disease with 
Crisis 

135 4.6% 

Respiratory 
Abnormality 

804 4.2% Acute Upper 
Respiratory Infection 

117 4% 

Acute Pharyngitis 736 3.9% Diabetes with 
Ketoacidosis 

101 3.4% 

TOTAL ED 19053 100% TOTAL Inpatient 2935 100% 

(Source: CHRCO Data, 2012) 

 
Approximately 70% of CHRCO patients used Medi-Cal or another form of government 

insurance to pay for their medical care and slightly over one-quarter of patients used some 
form of private insurance. 

 



 
          Figure 4. Source of Payment for CHRCO Visits  

 
Patient Demographics 
 
 Data provided by CHRCO regarding racial and ethnic breakdown of its patients can 
be seen in Figures 5 and 6. CHRCO patients display a large amount of ethnic and racial diversity. 
However, data show that African American and Latino children disproportionately sought 
treatment at rates much higher than they are actually represented within the general 
population. Together, these two groups made up over half of CHRCO patients. Additionally, 
CHRCO patients are linguistically diverse, with 58 reported languages. While a majority of 
patients spoke English, a substantial one of every five patients spoke a language other than 
English.  While Spanish is the second most common language spoken by patients, also reported 
are a variety of other Asian languages like Mandarin/Cantonese and Vietnamese, and languages 
such as Samoan, Russian, Punjabi, and Cambodian, represented in the Other/Unknown 
category.  
 



 
         Figure 5. Race/Ethnicity of CHRCO Patients 

 

 
        Figure 6. Languages Spoken by CHRCO Patients 

 
 
 
 



CHRCO Communities of Concern 
 
   Table 4: Identified Communities of Concern for CHRCO 

Communities of Concern 

ZIP Code Community/Area County Population 

94541 Hayward Alameda  61,635 

94544 Hayward Alameda  73,026 

94545 Hayward Alameda  29,707 

94578 San Leandro Alameda  38,558 

94579 San Leandro Alameda  20,571 

94580 San Lorenzo Alameda  27,152 

94587 Union City Alameda  69,516 

94601 Oakland Alameda  50,294 

94603 Oakland Alameda  31,403 

94605 Oakland Alameda  39,016 

94606 Oakland Alameda  36,672 

94607 Oakland Alameda  24,978 

94608 Emeryville Alameda  28,019 

94609 Oakland Alameda  20,596 

94612 Oakland Alameda  14,389 

94621 Oakland Alameda  29,870 

94702 Berkeley Alameda  15,979 

94703 Berkeley Alameda  19,846 

94710 Berkeley Alameda  6,948 

94801 Richmond Contra Costa 29,395 

94804 Richmond Contra Costa 38,559 

94805 Richmond Contra Costa 13,648 

94806 San Pablo Contra Costa 59,861 

Total Communities of Concern Population 779,638 

         (Source: 2010 US Census) 
 

The CHRCO Communities of Concern are home to nearly 780,000 residents. The areas 
consist of 23 ZIP codes in Alameda County and Western Contra Costa Counties. 

 
ZIP code 94541 is home to the all or portions of Hayward, Fairview, Cherryland, and 

Ashland, and is home to over 60,000 residents. ZIP code 94544 is the most heavily populated of 
all the Communities of Concern, and is home to portions of Hayward and Union City. ZIP code 
94545 sits to the west of 94544 and is home to portions of Hayward. North of the central 
Hayward area are San Leandro ZIP codes 94578, home to over 38,000 residents, and 94579, 
home to over 20,000 residents. To the south of these ZIP codes is 94580, the San Lorenzo area, 
which is home to some 27,000 residents. ZIP code 94587 contains portions of Union City, and is 
the southernmost ZIP code among the Communities of Concern. 

 
Eight of the 23 ZIP code Communities of Concern are located in Oakland and are home 

to just under 250,000 residents. These ZIP codes include the areas of North Oakland, West 



Oakland, Chinatown, San Antonio, Fruitvale, and East Oakland. The City of Emeryville is found in 
ZIP code 94608, which sits between West Oakland and South Berkeley and has nearly 30,000 
residents. 

 
Over 42,000 residents live in Berkeley ZIP codes 94702, 94703, and 94710, which sit just 

north of Emeryville and include the South and West Berkeley areas, as well as the Berkeley 
Marina. Richmond ZIP codes 94801, 94804, and 94805 and San Pablo ZIP code 94806 lie north 
of Berkeley and Albany, and are home to over 141,000 residents. These four ZIP codes lie within 
Contra Costa County, while all other ZIP code Communities of Concern fall within Alameda 
County. 

 
                            Figure 7. Map of CHRCO Communities of Concern 

 
 
 
 



Socio-demographic Profile of Communities of Concern 
 

Research has demonstrated that social characteristics of populations are often related 
to health outcomes, such as one’s economic status, race and ethnicity, educational attainment, 
and family status. When key informants and focus group participants were asked to identify key 
health drivers that contributed to poor health outcomes in the HSA, many pointed to such 
social determinants such as poverty, educational attainment, and culture. Among all health 
drivers discussed in qualitative data, poverty was the third most frequently mentioned driver, 
education the fifth, and cultural barriers, housing, and insurance status also being mentioned 
with some frequency. One key informant described the complex relationship between poverty 
and health, stating, “They don’t qualify [if] they’re working and they’re working in those jobs 
that keep a roof over their head barely, they don’t have insurance so they’re not taking care of 
themselves so a lot it’s that vicious cycle. If there’s a word for me its poverty that’s the symptom 
and that’s the commonality” (KI_7). 

 
As noted earlier, these 23 ZIP codes are home to nearly 780,000 residents. Data 

indicated that these areas of the HSA were highly diverse, with numerous areas characterized 
by high rates of poverty, low educational attainment, high percent unemployment, high 
percent uninsured, and high numbers of residents who rent their homes. In all but one of 23 ZIP 
codes, a majority of residents reported being non-White or Hispanic, with 12 of the ZIP codes 
above 80% non-White or Hispanic. The percent of residents over the age of five with limited 
English proficiency was 15% or higher in 10 of the 23 ZIP codes. 
 

In 16 of the 23 ZIP codes, the percentage of families with children living in poverty was 
higher than the national average of 15.1%. Seventeen of the ZIP codes had a higher percent of 
single female-headed households living in poverty than the national average of 31.2%.  
 

All but 4of the 23 ZIP code Communities of Concern had a higher percent of residents 
over the age of 25 living without a high school diploma compared to the national benchmark of 
12.9%, with ZIP code 94621 having the highest at 40.5%. All except two of the ZIP codes had a 
higher rate of unemployment compared to the national rate of 7.9%, with 94603 having the 
highest at 18.4%. Most ZIP codes had a much higher percent uninsured compared to the 
national rate of 16.3%, with a striking 50.4% of residents in 94607 lacking health insurance.  

 
The percentage of residents in a ZIP code who rent versus own their place of residence 

can provide a peek into a community’s financial stability. The percent of residents who rent in 
the Communities of Concern ranged from 25.5% in 94579 to 89.0% in 94612. One key 
informant expounded on the issue of housing and how it can affect health, stating, “sometimes 
in a studio apartment you have a family of four or in a one bedroom apartment you can have 
two families. So it’s cramped conditions, issues with mold, [...], roaches, smoking, just kind of 
unsanitary.” (KI_16) 
 
 



Table 5: Socio-demographic characteristics for HSA Communities of Concern compared to 
national and state benchmarks 
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94541 1.8 17.1 29.7 21.8 77.4 13.6 14.9 18.6 57.1 
94544 1.5 14.2 34.2 22.7 82.4 16.1 12.7 15.4 46.5 
94545 1.5 6.9 20.6 19.9 85.7 11.8 12.1 12.6 28.7 
94578 2.4 22.4 37.9 22.2 78.7 15.5 10.9 18.8 58.3 
94579 1.8 10.6 11.5 17.3 72.2 12.7 9.9 12.9 25.5 
94580 1.4 6.8 10.1 21.0 68.6 10.5 10.4 13.8 28.6 
94587 1.9 7.9 33.9 13.9 86.0 10.8 8.0 10.3 30.6 
94601 1.9 33.4 45.3 39.8 93.0 29.3 15.7 31.9 66.5 
94603 2.3 28.9 40.4 37.5 96.4 21.5 18.4 33.0 53.1 
94605 2.5 23.2 37.1 17.7 83.0 7.4 14.8 24.2 38.4 
94606 4.0 29.7 36.3 29.9 82.8 23.6 11.0 32.7 79.4 
94607 5.0 39.3 48.6 26.1 83.3 19.7 14.4 50.4 73.8 
94608 2.5 20.4 36.4 9.9 69.3 5.5 7.4 31.8 65.5 
94609 3.0 21.9 47.4 10.0 60.6 4.3 8.6 30.5 69.1 
94612 9.0 28.6 39.5 21.6 74.4 21.5 8.6 47.3 89.0 
94621 2.2 34.0 52.6 40.5 97.8 22.5 14.5 41.2 63.5 
94702 3.5 10.2 23.9 9.2 59.7 6.4 8.9 26.6 51.8 
94703 1.9 17.2 31.6 8.2 48.1 4.8 6.4 25.2 58.2 
94710 4.6 23.3 64.7 15.5 60.0 7.1 9.8 31.1 56.1 
94801 1.6 29.5 52.7 33.5 88.5 20.8 14.7 28.8 53.8 
94804 1.7 27.4 47.7 20.8 82.6 12.9 12.7 21.8 50.9 
94805 0.9 12.2 23.0 14.6 59.9 9.5 14.2 12.1 31.5 
94806 1.5 16.7 36.0 28.4 85.0 15.0 13.2 19.4 47.2 
State -- -- -- 19.49 -- -- 9.810 21.611 -- 

National 8.712 
15.113 

31.214 
12.915 

-- 8.716 
7.917 16.318 

-- 
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(Sources: Uninsured variable from Truven Health Analytics; all others: 2011 American 
Community Survey 5-year estimates) 

 
Prioritized Health Needs for CHRCO HSA 

 
The health needs identified through analysis of both quantitative and qualitative data are 

listed below. These were prioritized according to the degree of support in the findings. All 
needs are noted as a “health driver,” or a condition or situation that contributed to a poor 
health outcome. Health outcome results follow the list below, and a detailed listing of health 
needs is included in Appendix G.  
 

1. Lack of access to quality primary health care services 
2. Lack of access to mental health services  
3. Lack of access to affordable, healthy food; abundance of fast food; food insecurity 
4. Safety as a health issue 
5. Poverty as a health issue 
6. Lack of access to dental care services 
7. Pollution as a health issue 
8. Lack of safe places to be active 
9. Lack of affordable substance abuse treatment and prevention programs 
10. Lack of access to safe, reliable transportation 

 
Health Outcomes 

 
Respiratory Illness: Asthma and Acute Respiratory Infections 
 
 Asthma is a chronic condition that is found at all ages but is one of the most common 
long-term diseases for children. During an asthma attack, the airways of the lungs swell and 
shrink as mucous accumulates, causing breathlessness, chest tightness, and oftentimes 
uncontrollable coughing. An attack can be caused by exposure to an “asthma triggers,” which 
can vary from person to person. Some common triggers include tobacco smoke, dust mites, 
poor air quality, mold, and pets19. 
 
 Asthma attacks can become serious enough to cause an individual to visit the ED or 
require hospitalization. For the past several years at CHRCO, asthma has remained the number 
one diagnosis for inpatient admissions and respiratory abnormalities are among the 10 most 
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common causes of ED visits. Figures 8 and 9 display data provided by CHRCO regarding ED visits 
and hospitalizations for asthma among those under 18 years old. In both Alameda and Contra 
Costa Counties, the 0 to 4 age group experienced the most ED visits and hospitalizations due to 
asthma. This trend was also seen statewide.  
 

 
Figure 8. Rates of ED Visits for Asthma by    Figure 9. Rates of Hospitalization for Asthma by 

Age Group     Age Group 
 

 Among all health issues discussed by key informants and focus group participants, 
respiratory issues ranked third behind mental health and chronic disease issues. In an effort to 
understand the impact of respiratory illness in the Communities of Concern, rates of ED visits 
and hospitalization related to asthma are examined in Table 6. 
 
Table 6: ED visit and hospitalization rates due to asthma compared to county and state 
benchmarks (rates per 10,000 population) 

Asthma 

ZIP Code ED Visits Hospitalization 

94541 333.3 131.3 

94544 344.3 122.5 

94545 349.8 149.1 

94578 260.9 109.6 

94579 178.5 94.7 

94580 272.0 106.7 

94587 217.9 93.4 

94601 286.4 105.5 

94603 422.9 162.6 

94605 461.4 152.7 

94606 251.7 91.1 

94607 457.4 131.9 

94608 375.8 116.3 

94609 323.7 106.2 



Asthma ZIP Code ED Visits Hospitalization 

94612 485.1 143.5 

94621 436.2 163.9 

94702 257.8 102.7 

94703 195.0 85.5 

94710 278.5 82.0 

94801 502.3 115.0 

94804 402.9 127.1 

94805 220.2 88.2 

94806 306.9 98.1 

Alameda County 214.5 91.7 

Contra Costa County 258.0 95.7 

CA State 135.0 70.5 

(Source: OSHPD, 2011) 
 

All 23 Communities of Concern had rates of ED visits and hospitalizations for asthma 
that exceeded county or state rates. Both Alameda and Contra Costa Counties had rates that 
surpassed California state rates as well. Contra Costa County’s rate of ED visits for asthma was 
nearly twice the California state rate. Sixteen ZIP codes had rates of ED visits that exceeded 
county or state rates, and five ZIPs had rates of hospitalizations that surpassed county or state 
rates. 

 
In looking at subgroup data, Blacks had the highest rates of ED visits for asthma, at 

797.6 or just under six times the state rate. They are followed by Whites with a rate of 305.6, 
which is just over two times the state rate. The highest subgroup rate was found in 94802 
where Blacks had a rate of 1376.5. Blacks also had the highest rates of hospitalization due to 
asthma, at 227.8, which is over three times the state rate, and were followed by Whites with a 
rate of 150.6, just over twice the state rate. 

 
Many community members and health professionals mentioned asthma as a health 

condition that greatly affected area residents. One person explained the connection between 
asthma and low income residents, “we have a lot of asthma in our County as well in young 
children, and some of that has to do with the conditions in which our low income population is 
sort of forced to live near the port and where trucking is happening and there’s just, the air 
quality issues are definitely much more present in low income neighborhoods”(KI_30). Another 
key informant touched on other potential factors which might contribute to asthma, stating, “I 
also think, getting back to asthma again, but income, housing quality, housing environment, 
moisture, mold, ability to rectify things like that in the house is probably a contributing factor 
and then also just the location to the freeway. Where the diesel trucks are”(KI_7). 

 
 



Table 7: ED visit and hospitalization rates due to asthma among individuals under age 25 by 
age group (rates per 10,000 population) 

Asthma 

ZIP Code 
ED 
<1 

ED 
1-4 

ED 
5-14 

ED 
15-24 

Hosp 
<1 

Hosp 
1-4 

Hosp 
5-14 

Hosp 
15-24 

94541 147.6 356.9 375.8 341.8 26.4 73.5 51.4 53.1 

94544 180.5 415.1 332.3 378.1 50.1 74.0 46.7 63.1 

94545 91.8 263.5 371.9 377.1 49.5 71.1 40.6 55.2 

94578 147.4 381.0 249.7 303.0 37.2 119.7 51.2 67.2 

94579 81.3 240.8 217.3 156.5 69.4 42.4 26.7 45.1 

94580 103.6 230.2 280.3 219.2 90.9 60.8 39.1 40.7 

94587 125.5 280.0 247.7 203.1 34.1 44.4 36.0 40.0 

94601 179.1 370.8 251.8 294.8 46.7 106.4 54.3 43.0 

94603 180.6 402.3 319.3 405.4 76.0 77.7 81.1 76.1 

94605 289.4 558.7 331.5 502.9 182.4 116.9 73.3 95.8 

94606 212.4 297.0 296.3 221.8 44.3 103.3 52.5 47.8 

94607 213.1 591.2 394.5 510.6 147.1 126.0 57.8 85.7 

94608 273.6 577.3 318.4 400.2 0.0 108.1 89.2 66.8 

94609 98.0 403.5 360.3 354.2 84.3 56.6 64.7 51.0 

94612 313.8 559.5 496.4 511.1 56.2 95.8 69.5 89.3 

94621 196.8 467.0 319.5 371.6 76.7 153.5 58.3 104.5 

94702 173.8 150.6 244.5 164.3 48.7 54.7 39.1 29.9 

94703 105.4 237.1 212.2 216.5 67.4 57.2 27.8 46.6 

94710 131.7 276.9 256.4 259.7 0.0 47.0 45.0 46.3 

94801 276.0 528.7 420.6 430.7 96.5 75.4 36.0 58.9 

94804 134.6 410.4 415.4 474.9 49.6 82.6 43.9 96.5 

94805 162.1 220.6 259.1 169.6 0.0 54.9 45.8 37.1 

94806 149.2 363.0 309.1 349.3 19.0 85.5 33.3 75.7 

Alameda County 
 (all ages) 214.5 91.7 

Contra Costa County  
(all ages) 258.0 95.7 

CA State (all ages) 135.0 70.5 

(Source: OSHPD, 2011) 

 

All 23 ZIP codes had rates of ED visits for asthma among 1-24 year olds that surpassed all 
age county or state benchmarks, and most ZIPs had rates of asthma among those under one 
that exceeded all age county or state benchmarks. Many of these rates were more than twice 
the state rate of ED visits for asthma among all ages. The highest rates of ED visits for asthma 
among youth and children were seen in 1-4 year olds in 94607, 94608, 94612, 94605, and 
94801, and in 15-24 year olds in 94612, 94607, and 94605. Not as many ZIP codes had rates of 
hospitalization for asthma those under 25 years old that exceeded county or state benchmarks; 
however, rates more than twice the state rate for all ages were seen in children younger than 
one year in ZIPs 94605 and 94607 and in 1-4 year olds in 94621.  



One key informant discussed the issue of asthma in youth, stating, “I think we deal with 
high rates of asthma and I think you know, the outdoor environment affects that and we see 
higher rates in West Oakland where they are closer to the highways and the port and definitely 
we know that there’s hazards happening and pollution and our kids, it’s obvious they have 
higher rates of asthma” (KI_18). 
 

Acute respiratory infections including colds, sinusitis, pharyngitis, tonsillitis, upper 
respiratory infections, and bronchitis are common reasons for hospital visits among those 
under 25 years old. Rates of ED visits and hospitalization due to acute respiratory infections 
among individuals under 25 years old are detailed in Table 8.  
 

Table 8: ED visit and hospitalization rates due to acute respiratory infections among 
individuals under age 25 by age group (rates per 10,000 population) 

Acute 
Respiratory 
Infections 

ZIP 
Code 

ED 
<1 

ED 
1-4 

ED 
5-14 

ED 
15-24 

Hosp 
<1 

Hosp 
1-4 

Hosp 
5-14 

Hosp 
15-24 

94541 2352.0 1024.7 394.9 342.9 313.0 55.0 7.1 4.7 

94544 2503.3 1059.6 507.2 373.3 299.6 38.7 5.4 3.9 

94545 1811.6 948.0 317.3 376.5 292.9 45.9 6.2 8.2 

94578 2160.0 819.9 306.1 358.0 292.8 45.1 8.2 7.1 

94579 938.7 391.8 175.5 184.5 421.9 32.7 6.1 5.7 

94580 1903.3 650.5 227.8 225.0 288.1 31.6 7.8 4.8 

94587 1544.7 755.1 265.0 193.1 220.4 16.8 6.1 5.8 

94601 2065.0 892.0 277.6 268.1 379.6 53.9 11.3 8.0 

94603 2898.8 973.4 339.0 379.0 509.1 50.9 8.6 9.3 

94605 3243.0 988.7 324.8 394.7 530.1 72.9 9.7 8.4 

94606 1742.6 785.2 218.9 208.6 238.2 84.5 8.3 6.5 

94607 2944.2 1206.1 363.5 408.4 386.8 45.3 8.3 11.5 

94608 2368.1 1052.9 425.1 326.9 266.5 55.2 8.4 7.5 

94609 1371.1 889.0 402.8 287.3 429.3 57.0 8.1 10.1 

94612 4154.1 1566.8 592.0 402.7 426.8 70.3 7.3 0.0 

94621 3187.2 1007.7 374.4 358.1 678.5 106.5 12.9 11.5 

94702 1124.2 443.3 284.3 299.8 414.1 41.3 7.1 6.4 

94703 1103.1 519.7 182.9 240.8 138.8 34.9 6.4 6.9 

94710 1797.3 758.1 200.1 342.7 0.0 44.2 7.9 0.0 

94801 3295.2 1384.9 501.5 468.4 417.4 47.7 5.5 6.7 

94804 2426.6 1071.4 340.5 415.0 351.5 48.7 7.2 11.2 

94805 2060.6 608.5 212.9 250.6 211.0 60.4 6.4 8.3 

94806 2079.0 841.3 296.8 261.0 203.9 59.3 7.9 8.1 

(Source: OSHPD, 2011) 
 
In examining ED visits and hospitalizations for acute respiratory infections among 

individuals under 25 years old, the highest rates appeared in children less than one year old. In 
particular, ZIP code 94612 had the highest rate of ED visits, followed by 94801, 94605, and 
94621. Many focus group participants commented on the frequency with which their children 



experienced colds, coughs, sore throats, and difficulty breathing, and felt that respiratory issues 
in children were a concern. 
 
Diabetes, Heart Disease, Stroke, and Hypertension 
 

Diabetes 
 
Diabetes, heart disease, stroke, and hypertension were consistently mentioned in the 

qualitative data as priority health concerns for many area residents. Second only to mental 
health issues, these health outcomes were mentioned by both key informants and focus group 
participants more than any other health issue. Mortality, ED visits, and hospitalization rates in 
these ZIP codes were drastically higher than the established benchmarks.  
 
Table 9: Mortality, ED visit, and hospitalization rates for diabetes compared to county, state, 
and Healthy People 2020 benchmarks (rates per 10,000 population) 

(Sources: Mortality:CDPH, 2010; ED visits and hospitalizations: OSHPD, 2011)  

Diabetes 

ZIP Code Mortality ED Visits Hospitalization 

94541 3.0 418.9 294.4 

94544 2.3 201.7 160.3 

94545 2.9 439.7 284.2 

94578 1.4 409.8 303.5 

94579 3.0 209.1 174.0 

94580 2.1 99.6 94.4 

94587 2.3 187.7 138.1 

94601 1.8 100.2 139.4 

94603 2.4 242.6 190.6 

94605 3.4 302.0 225.9 

94606 2.7 279.7 188.8 

94607 1.5 276.0 186.6 

94608 2.2 389.0 236.2 

94609 1.9 335.0 207.8 

94612 2.7 436.2 281.4 

94621 1.4 235.5 148.6 

94702 1.4 553.4 359.7 

94703 1.7 444.1 239.4 

94710 2.1 289.4 189.9 

94801 2.2 360.9 214.6 

94804 2.5 376.8 244.9 

94805 1.7 169.6 117.6 

94806 1.8 105.9 101.6 

Alameda County 1.9 250.8 178.5 

Contra Costa County 1.7 222.5 162.7 

CA State 1.8 188.4 190.9 

Healthy People 2020 6.6 -- -- 



Seventeen of the 23 HSA Communities of Concern had higher mortality rates due to 
diabetes than the county or state benchmarks. All but five of the Communities of Concern had 
rates of ED visits for diabetes that surpassed county or state benchmarks, with eight ZIP codes 
having rates more than twice the California state rate. Most ZIP codes also had rates of 
hospitalizations that surpassed county or state benchmarks, with ZIP code 94702 having a rate 
more than twice the Alameda County rate.  
 

In examining subgroup rates, Blacks had the highest rate of ED visits for diabetes at 
777.3, more than four times the state rate. These figures were followed by Whites, with a rate 
of 402.7, or just over twice the state rate. The highest subgroup rate of ED visits for diabetes 
was seen in 94609, where Blacks had a rate of 1275.5, followed by Whites in 94621, with a rate 
of 1199.4, and Blacks in 94703 with a rate of 1127.1. Blacks had the highest rate of 
hospitalizations for diabetes at 412.3, over twice state rate. 

 
Table 10:ED visit and hospitalization rates for diabetes among individuals under age 25 by age 
group (rates per 10,000 population) 

Diabetes 

ZIP 
Code 

ED 
<1 

ED 
1-4 

ED 
5-14 

ED 
15-24 

Hosp 
<1 

Hosp 
1-4 

Hosp 
5-14 

Hosp 
15-24 

94541 9.1 0.0 12.4 44.1 0.0 0.0 7.2 16.8 

94544 0.0 0.0 6.8 48.6 8.6 0.0 5.4 13.0 

94545 0.0 0.0 15.6 35.8 0.0 0.0 6.2 14.7 

94578 0.0 0.0 15.6 36.0 0.0 0.0 7.6 33.3 

94579 0.0 0.0 4.9 14.0 0.0 0.0 5.8 15.6 

94580 0.0 0.0 13.8 16.6 0.0 0.0 6.3 21.6 

94587 0.0 0.0 4.7 29.5 0.0 0.0 2.9 5.3 

94601 0.0 3.0 4.6 44.0 0.0 3.0 3.4 13.8 

94603 0.0 0.0 10.5 40.9 0.0 0.0 9.6 16.8 

94605 0.0 0.0 6.3 133.9 0.0 0.0 3.1 22.3 

94606 0.0 0.0 0.0 55.4 0.0 0.0 4.9 9.4 

94607 0.0 0.0 10.5 84.1 0.0 0.0 6.0 0.0 

94608 0.0 0.0 0.0 35.7 0.0 0.0 0.0 23.1 

94609 0.0 0.0 6.8 72.0 0.0 0.0 0.0 7.1 

94612 0.0 0.0 9.2 49.0 0.0 0.0 5.9 14.2 

94621 0.0 0.0 4.6 72.2 0.0 0.0 5.3 74.0 

94702 0.0 0.0 7.2 49.3 0.0 0.0 0.0 19.3 

94703 0.0 0.0 6.3 95.7 0.0 0.0 0.0 9.1 

94710 0.0 0.0 0.0 53.5 0.0 0.0 0.0 12.9 

94801 0.0 0.0 4.9 133.7 0.0 2.1 6.7 33.8 

94804 13.2 0.0 7.6 75.6 0.0 2.0 0.0 35.0 

94805 0.0 0.0 6.6 25.3 0.0 0.0 0.0 9.5 

94806 0.0 0.0 12.2 52.6 0.0 0.0 4.7 40.0 

Alameda County (all 
ages) 250.8 178.5 

Contra Costa 
County(all ages) 222.5 162.7 



Diabetes 
ZIP 

Code 
ED 
<1 

ED 
1-4 

ED 
5-14 

ED 
15-24 

Hosp 
<1 

Hosp 
1-4 

Hosp 
5-14 

Hosp 
15-24 

CA State (all ages) 188.4 190.9 

(Source: OSHPD, 2011) 
 
 ED visits and hospitalization rates for diabetes among individuals under 25 years old also 
were examined. The above data includes both Type I and Type II diabetes cases. Several rates 
stand out: a rate of ED visits of 133.9 for 15-24 year olds in ZIP code 94605, and 133.7 among 
15-24 year olds in 94801. ZIP code 94621 had a notably high rate of hospitalizations for 
diabetes for 15-24 year olds – 74 -- which far exceeded the rates in other Communities of 
Concern. While none of the rates of ED visits or hospitalizations for diabetes exceeded all age 
county or state benchmarks, two ZIPs had relatively high rates of ED visits for diabetes in 15-24 
year olds compared to all other ZIP codes:  94605 at 133.9, and 94801 at 133.7. ZIP code 94621 
had by far the highest rate of hospitalizations due to diabetes among 15-24 year olds:  74.0. 
 
 Several key informants discussed the increasing number of Type II diabetes cases in 
youth, with one explaining,  
 

A lot of our work has been in schools and with school aged children and preschool aged 
children, but (there is) a tremendous problem with young people, which is then 
translated into a lot of diabetes, type 2 diabetes. And then it becomes, I mean I think 
what we see is that it becomes this sort of accepted lifestyle shift towards less activity, I 
mean I think kids don’t feel like moving because either they are already overweight or 
they are not eating you know foods that really make them feel good. It’s just, you know 
there’s a lot of processed and packaged food (to) eat and a lot of sugar sweetened 
beverages, it’s just kind of rampant in the communities, and particularly low income 
communities are sort of victims of the marketing. (KI_4). 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 



Heart Disease 
 

Table 11: Mortality, ED visit, and hospitalization rates for heart disease compared to county, 
state, and Healthy People 2020 benchmarks (rates per 10,000 population) 

Heart Disease 

ZIP Code Mortality ED Visits Hospitalization 

94541 17.6 187.2 334.5 

94544 11.4 188.2 304.4 

94545 16.4 192.4 325.3 

94578 11.7 131.2 244.5 

94579 16.4 128.9 213.6 

94580 13.5 144.0 196.1 

94587 10.2 178.5 240.4 

94601 13.3 161.6 265.8 

94603 11.6 235.1 363.4 

94605 15.9 183.0 265.7 

94606 11.5 112.0 185.4 

94607 12.4 173.1 198.7 

94608 19.8 229.8 256.5 

94609 14.3 161.0 295.8 

94612 24.4 174.0 250.4 

94621 11.8 258.1 384.2 

94702 17.2 145.6 200.0 

94703 15.2 142.0 174.2 

94710 10.8 134.6 195.8 

94801 10.7 235.9 293.3 

94804 19.9 262.2 254.4 

94805 16.6 143.7 178.6 

94806 14.9 203.9 279.4 

Alameda 
County 

9.6 133.8 213.4 

Contra Costa 
County 

9.5 143.2 206.8 

CA State 11.5 93.1 218.4 

Healthy People 
2020 

10.1 -- -- 

(Sources: Mortality: CDPH, 2010; ED visits and hospitalizations: OSHPD, 2011)  
 

All ZIP codes had mortality rates and ED visit rates due to heart disease that surpassed 
county or state benchmarks. ZIP code 94612 had the highest mortality rate due to diabetes, at 
24.4, which was more than twice the county, state, and Healthy People 2020 benchmarks. Nine 
ZIP codes had rates of ED visits that were more than twice the state benchmark, with the 
highest rates in 94804 and 94621. Sixteen of the 23 ZIP codes had hospitalization rates for 
diabetes that surpassed county or state benchmarks, with the highest in 94261.  

 



 Stroke 
 

Table 12: Mortality, ED visit, and hospitalization rates for stroke compared to county, state, 
and Healthy People 2020 benchmarks (rates per 10,000 population) 

(Sources: Mortality: CDPH, 2010; ED visits and hospitalizations: OSHPD, 2011)  
 

Sixteen of the 23 Communities of Concern had mortality rates due to stroke that 
exceeded the Healthy People 2020 benchmark, with 94612 having the highest with a rate of 
5.8, which is over one and a half times the state rate. All 23 ZIP codes had rates of ED visits for 
stroke that exceeded the state benchmark, with 11 of those ZIP codes showing rates that were 
more than double the state rate; ZIP code 94801 was highest at 62.3. All except one ZIP code 
had rates of hospitalization due to stroke that surpassed the state benchmark and the highest 
rate, found in 94621, was more than twice the state rate. 

 
In examining subgroup rates, the rate of ED visits for stroke in Blacks was 74.2, four and 

a half times the state rate. This was followed by Whites, with a rate of 46.6, or nearly three 

Stroke 

ZIP Code Mortality ED Visits Hospitalization 

94541 4.0 43.9 88.4 

94544 3.0 37.1 68.9 

94545 3.7 25.4 67.4 

94578 3.2 30.2 75.9 

94579 3.8 22.6 60.2 

94580 4.9 30.3 59.2 

94587 2.9 32.8 53.4 

94601 5.3 30.9 82.6 

94603 4.0 40.4 100.8 

94605 5.0 32.9 81.0 

94606 3.6 23.7 71.7 

94607 4.9 23.3 68.8 

94608 4.1 35.7 83.5 

94609 5.3 34.0 81.6 

94612 5.8 32.2 79.2 

94621 3.7 37.6 113.1 

94702 2.9 19.1 57.1 

94703 2.2 25.0 52.7 

94710 3.0 18.2 66.2 

94801 5.6 62.3 77.7 

94804 4.1 42.9 68.9 

94805 2.9 19.6 46.9 

94806 4.1 42.8 83.1 

Alameda County 3.6 26.7 60.4 

Contra Costa County 4.3 30.4 54.5 

CA State 3.5 16.2 51.8 

Healthy People 2020 3.4 -- -- 



times the state rate. The highest subgroup rate of ED visits for stroke was seen in ZIP code 
94801, where Blacks had a rate of 177.0. Blacks also had the highest rates of hospitalization due 
to stroke, at 147.1, which is nearly three times the state rate. 

 
Table 13: ED visit and hospitalization rates for hypertension compared to county and state 
benchmarks (rates per 10,000 population) 

(Source: OSHPD, 2011)  
 

All Communities of Concern had ED visits related to hypertension that exceeded county 
or state benchmarks. It is worth noting that both the Alameda and Contra Costa County rates of 
ED visits for hypertension surpassed the state rate. Fourteen ZIP codes had rates of ED visits for 
hypertension that were more than double the state rate, with the highest rate found in 94621, 
which is more than three times the California state rate. All but three ZIP codes had rates of 
hospitalization due to hypertension that exceeded county or state benchmarks; the highest was 
found in94603, followed by 94621. 

 

Hypertension 

ZIP Code ED Visits Hospitalization 

94541 804.7 530.4 

94544 838.8 499.0 

94545 790.2 513.1 

94578 583.3 437.1 

94579 458.3 373.2 

94580 592.4 380.0 

94587 616.5 375.5 

94601 805.8 511.5 

94603 1,122.6 715.5 

94605 940.2 528.2 

94606 671.6 386.3 

94607 861.9 448.5 

94608 957.1 478.4 

94609 900.0 521.8 

94612 1,149.6 493.0 

94621 1,216.6 699.0 

94702 614.8 342.6 

94703 566.9 318.2 

94710 667.9 373.9 

94801 1,027.7 493.9 

94804 928.0 477.9 

94805 557.9 343.8 

94806 767.7 470.1 

Alameda County 536.3 367.8 

Contra Costa County 504.2 353.2 

CA State 365.6 380.9 



Subgroup data showed that Blacks had the highest ED visit rates for hypertension at 
1827.5, which is five times the state rate. This was followed by Whiteswith a rate of 887, nearly 
two and half times the state rate. The highest subgroup rate was seen in Blacks in 94609, with a 
rate of 1275.5, followed by Whites in 94621 with a rate of 1199.4, and Blacks in 94703 with a 
rate of 1127.1. In examining subgroup hospitalization rates for hypertension, Blackshad the 
highest rates, at over twice the state rate. 

 
One key informant spoke about the predominance of hypertension in African 

Americans, explaining, “in particular African-American men who have chronic diseases, their 
health outcomes are really off the scale, around hypertension undiagnosed and uncontrolled” 
(KI_6).Across all other races and ethnicities as well, hypertension was cited as a high priority 
health issue by key informants and focus group participants. 

 
Cancer/Leukemia 
  

Cancer is one of the leading causes of death in the nation. In an attempt to gain a better 
understanding of how the Communities of Concern are affected by cancer, the assessment 
included an examination of cancer incidence at the county level, as well as cancer mortality, 
and ED visits and hospitalizations for specific causes of cancer. County level data on all-cause 
cancer incidence and mortality were used. ZIP code level incidence and mortality data on all-
cause cancer, as well as specific cancers, was not available for this assessment. ZIP code level 
data on ED visits and hospitalizations due to lung cancer, colorectal cancer, prostate cancer, 
and breast cancer were selected for the assessment and are detailed below. These cancers 
were chosen for this assessment because they are among the leading causes of new cases 
and/or of deaths in Americans today. 
 
Table 14: Incidence rates of cancer for Alameda County and Contra Costa County by race and 
ethnicity, compared to state and regional benchmarks (rates per 10,000) 

ZIP Code 
 

All Race/ 
Ethnicity 

All Races/ 
Non-

Hispanic 
(NH) 

Hispanic NH   
White 

NH  
Black 

NH 
Asian/Pacific 

Islander 

NH 
American 

Indian 

Alameda 
County  

42.8 42.8 37 48 48.8 30.3 34.4 

 Contra 
Costa 

County  

46.0 46.5 37.8 49.7 49.7 30.1 33.4 

East Bay 
Region*+ 

44.8 -- -- -- -- -- -- 

CA State+ 43.6 -- -- -- -- -- -- 

*California Cancer Registry for All-Cause Cancer, Easy Bay Region and State Rate 
+rate includes only invasive types of cancer  

(Source: CA Age-Adjusted Incidence Rates of Invasive and In-situ Cancer by Race/Ethnicity, 
2006-2010) 



 
Alameda County’s all race and ethnicity incidence rate of all-cause cancer was lower 

than both the East Bay regional and California State rates. However, an examination of these 
rates by race and ethnicity showed that non-Hispanic Whites and non-Hispanic Blacks had the 
highest incidence rates for cancer compared to any other race or ethnic group, and both rates 
were higher than the regional and state benchmarks. Contra Costa County’s all race and 
ethnicity incidence rate of all-cause cancer exceeded the East Bay regional and California state 
rates. An examination of rates by race and ethnicity in Contra Costa County demonstrated that 
non-Hispanic Whites and non-Hispanic Blacks both had the highest rates, which surpassed both 
the East Bay regional and California state rates. 
 
Table 15: Age-specific incidence rates of cancer (in-situ and invasive combined) in Alameda 
and Contra Costa Counties, 2006-2010, stratified by race/ethnicity and age (rates are per 
10,000 and age-adjusted to the 2000 US Standard Population) 

  Alameda County Contra Costa County 

  0-4 5-9 10-14 15-19 0-4 5-9 10-14 15-19 

All Race/Ethnicity 2.4 1.2 1.2 1.7 2 1.1 .9 2.1 
All Race (non-Hispanic) 2.3 1.4 1 1.8 2 1.2 .7 1.9 

Hispanic 2.2 ,6 1.3 1.5 2 .9 1.2 2.2 

NH White 2.8 1.7 1.4 2.2 2.0 1.4 .8 2.4 

NH Black 1.9 .8 .7 1 3.2 ^ ^ 1 

NH Asian/Pacific Islander 2 1.4 .8 1.8 ^ 1.3 ^ 1.2 

NH American Indian 0 0 ^ 0 0 ^ 0 0 
 ˄Statistic could not be displayed due to fewer than 5 cases. 

(Source: CA Age-Adjusted Incidence Rates of Invasive and In-situ Cancer by Race/Ethnicity, 
2006-2010) 
 

Table 15 above shows age-specific incidence rates for cancer (in situ and invasive 
combined) in Alameda and Contra Costa Counties by race/ethnicity and age. The highest rate is 
seen in non-Hispanic Black children aged 0-4 in Contra Costa County, with a rate of 3.2, which is 
over one and a half times the Contra Costa all race/ethnicity rate for that age group. In Alameda 
County, the highest incidence rate was found in non-Hispanic Whites children aged 0-4, with a 
rate of 2.8.  
 
 
 
 
 
 
 



 
Table 16: Mortality rates for all-cause cancer, and ED visits and hospitalization rates for lung 
cancer and colorectal cancer compared to county, state, and Healthy People 2020 
benchmarks (rates per 10,000 population) 

ZIP Code 
Mortality  

All-Cause Cancer 

ED Visits 
Lung 

Cancer 

 
ED Visits 

Colorectal 
Cancer 

 

Hosp 
Lung Cancer 

Hosp 
Colorectal 

Cancer 
94541 10.8 3.2 11.3 2.8 8.3 
94544 14.4 3.6 6.7 3.6 8.4 
94545 15.4 4.6 13.9 3.5 4.9 
94578 16.0 1.9 7.6 2.6 5.5 
94579 20.7 5.8 13.0 1.9 13.5 
94580 17.6 4.1 11.9 2.1 6.9 
94587 11.7 3.6 5.0 2.6 4.5 
94601 12.5 6.3 13.1 0.9 6.7 
94603 17.2 3.9 9.1 3.6 7.8 
94605 18.3 4.8 15.3 2.2 9.5 
94606 15.5 3.4 10.6 3.0 4.3 
94607 17.2 3.4 15.8 6.7 8.2 
94608 15.9 4.6 10.4 2.0 5.1 
94609 17.4 4.3 7.5 1.5 4.6 
94612 27.5 5.6 12.0 2.4 5.2 
94621 23.4 4.6 11.3 0.6 3.9 
94702 12.6 3.9 11.6 2.2 6.3 
94703 6.2 2.1 6.9 1.2 5.2 
94710 11.7 3.5 8.5 2.2 7.0 
94801 16.7 4.4 6.7 1.7 8.0 
94804 11.9 4.4 10.4 2.9 9.4 
94805 0.0 1.3 9.2 3.8 5.4 
94806 0.0 2.7 6.2 2.1 7.5 

Alameda County 14.2 3.5 9.0 2.5 6.5 
Contra Costa County 15.9 4.2 9.3 2.5 7.2 

CA State 14.3 2.6 8.3 1.7 6.4 
Healthy People 2020 16.1 -- -- -- -- 
(Source: Mortality: CDPH, 2010; ED visits: OSHPD, 2011) 
 

Fourteen of the 23 ZIP code Communities of Concern exceeded county or state 
benchmarks for mortality due to all cancers, with nine ZIP codes also exceeding the Healthy 
People 2020 targets. The highest rates were found in 94612 with a rate of 27.5 and 94621 with 
a rate of 23.4. 
 

All but three ZIP codes exceeded benchmarks for ED visits due to lung cancer, with three 
ZIPs (94579, 94601, and 94612) showing rates more than twice those of the state.Many of the 
ZIP codes also exceeded benchmarks for hospitalizations due to lung cancer. Fifteen of the ZIP 



codes had rates of hospitalization for lung cancer that surpassed the state rate, with the highest 
rates found in 94607 and 94605.  

 
All but five of the 23 ZIP code communities of concern had rates of ED visits for 

colorectal cancer that surpassed the state benchmark, with five ZIPs exceeding twice the state 
rate of 1.7. Rates of hospitalizations for colorectal cancer surpassed the state rate in 13 ZIPs, 
with ZIP code 94579 the highest at 13.5. 
 
Table 17: ED visit and hospitalization rates for prostate cancer in males and breast cancer for 
both sexes compared to county and state benchmarks (rates per 10,000 population) 

 Male Both Male and Female  

ZIP Code 
ED Visits 

Prostate Cancer 

 
Hospitalization 
Prostate Cancer 

ED Visits Breast 
Cancer 

 
Hospitalization 
Breast Cancer 

94541 13.9 17.3 10.8 11.3 
94544 7.0 11.2 12.0 11.4 
94545 14.7 12.5 15.9 15.1 
94578 7.7 12.9 5.6 11.6 
94579 12.2 13.9 7.2 12.7 
94580 16.5 13.5 8.8 8.5 
94587 9.0 9.6 6.8 7.7 
94601 5.1 10.0 6.5 12.1 
94603 8.0 14.1 12.0 17.0 
94605 6.4 19.3 7.5 12.8 
94606 7.9 13.8 9.2 11.3 
94607 5.5 9.5 7.0 8.7 
94608 11.7 13.6 3.4 9.0 
94609 5.2 22.9 5.7 10.4 
94612 2.4 12.4 4.8 17.4 
94621 8.2 19.2 3.2 10.2 
94702 7.3 17.2 6.8 16.0 
94703 13.9 19.0 11.3 7.2 
94710 5.6 13.9 9.0 22.0 
94801 15.7 11.8 11.2 6.5 
94804 13.4 18.2 11.6 14.9 
94805 6.9 12.5 6.8 17.2 
94806 14.8 12.3 10.1 10.3 

Alameda County 8.6 13.0 8.5 11.4 
Contra Costa County 12.7 13.3 11.5 12.0 

CA State  5.4 13.3 6.0 11.2 
(Source: OSHPD, 2011) 
 
 Specific to males, all but 3 of the 23 ZIP code communities exceeded the state 
benchmark for ED visits for prostate cancer, with nine ZIPs having rates of more than twice the 



state benchmark. Worth noting is Contra Costa County’s rate of 12.7 ED visits due to prostate 
cancer, which is over twice the California state rate. Thirteen ZIPs had rates of hospitalization 
for prostate cancer that exceeded the county and state benchmarks. ED visit and hospitalization 
rates for breast cancer in both sexes were also examined. Eighteen ZIP codes exceeded the 
state benchmark for ED visits for breast cancer, with three ZIP codes (94544, 94545, and 94603) 
having rates double the state rate. Fourteen ZIP codes exceeded the state benchmark for 
hospitalizations due to breast cancer, with ZIP code 94710 having a rate of hospitalizations that 
was nearly twice the state rate. 
 
 Many key informants and focus groups commented on cancer as being a predominant 
health concern, with one community member saying, “I have two girlfriends that are both 
under 35 they both had breast cancer in the last few years. I have another girlfriend of mine just 
turned 43 but she and her sister both got it a year apart in the last three years so to me that was 
a little bit why are you guys getting breast cancer? And none of them smoke none of these 
women smoke at all so it’s like wow something is going on and it made me a little more aware” 
(FG_16). 
 
 As one of the major types of childhood cancer, leukemia incidence rates among children 
and youth were examined. Because there were so few new leukemia cases at the ZIP code level 
for each race/ethnicity and age group, county level data was obtained.  
 
Table 18: Age-specific incidence rates of leukemia in Alameda and Contra Costa Counties, 
2006-2010, stratified by race/ethnicity and age (rates are per 10,000 and age-adjusted to the 
2000 US Standard Population) 

  Alameda County Contra Costa County 

  0-4 5-9 10-14 15-19 0-4 5-9 10-14 15-19 

All Race/Ethnicity 1.1 .4 .3 .2 1 .3 .2 .3 
All Race (non-Hispanic) .9 .5 .2 .2 .9 .3 ^ .2 

Hispanic 1.6 ^ .4 ^ 1.1 ^ ^ .5 

NH White 1.2 .5 ^ ^ .8 ^ 0 .3 

NH Black ^ 0 0 ^ ^ 0 ^ 0 

NH Asian/Pacific Islander .6 .6 ^ ^ ^ ^ 0 ^ 

NH American Indian 0 0 ^ 0 0 ^ 0 0 
 ˄Statistic could not be displayed due to fewer than 5 cases. 

(Source: CA Age-Adjusted Incidence Rates of Invasive and In-situ Cancer by Race/Ethnicity, 
2006-2010) 
 
Table 18 above shows age-specific incidence rates of leukemia in Alameda and Contra Costa 
Counties by race/ethnicity and age. The highest incidence rate is found in Hispanic children 
aged 0-4 in Alameda County, with a rate of 1.6, nearly one and half times the all race/ethnicity 
rate for that age group.  

 



Mental Health 
 

Area experts and community members consistently reported the immense struggle HSA 
residents had in maintaining positive mental health and accessing treatment for mental illness. 
A word count analysis revealed that mental health issues, including substance abuse, was the 
most consistently mentioned health concern among all key informant and focus group 
interviews. Such struggles ranged from overall daily coping in the midst of personal and 
financial pressures to the management of severe mental illness requiring inpatient care. Table 
19 provides data on ED visits and hospitalization related to mental illness.  
 
Table 19: ED visit and hospitalization rates due to mental health issues compared to county 
and state benchmarks (rates per 10,000 population) 

(Source: OSHPD, 2011) 
 

All Communities of Concern had ED visits and hospitalization rates due to mental health 
illness above the state benchmark, and seven ZIP codes had rates that were more than twice 
the state rate.ZIP code 94612 had by far the highest rate at 594.6, which is four and a half times 

Mental Health 
(overall) 

ZIP Code ED Visits Hospitalization 

94541 344.4 286.8 

94544 296.7 208.2 

94545 303.4 243.1 

94578 229.6 190.0 

94579 181.9 178.9 

94580 246.4 184.5 

94587 195.6 146.0 

94601 201.8 213.0 

94603 249.1 215.6 

94605 294.6 241.7 

94606 199.3 177.8 

94607 249.9 205.5 

94608 299.5 213.4 

94609 330.5 292.1 

94612 594.6 435.3 

94621 252.4 233.2 

94702 257.8 295.1 

94703 216.0 208.7 

94710 187.2 188.3 

94801 244.7 185.0 

94804 220.6 185.7 

94805 205.7 133.0 

94806 208.3 189.4 

Alameda County 198.1 184.2 

Contra Costa County 196.6 192.5 

CA State 130.9 182.0 



the state rate. Most of the ZIP codes also had rates of hospitalization for mental health issues 
that surpassed the state benchmark, with ZIP code 94612 again having the highest rate at 
435.3. 

 
Subgroup data demonstrated that Whites had the highest rate of ED visits due to mental 
health issues at 503.5, nearly four times the state rate. They are followed by Blacks with a 
rate that is over three and a half times the state rate. The highest subgroup rate was found in 
94621 among Whites, with a rate of 1151.9, who are followed by Blacks in 94612 with a rate 
of 1055.2. In examining hospitalizations for mental health issues, Whites had the highest 
rates, at 444.7,which is more than twice the state rate, and were followed by Blacks with a 
rate of 376.6, twice the state rate. 

 

Key informants and focus group participants in the area stressed that living in poverty 
and perceptions of being unsafe often make it difficult to live healthy lives. One mother 
described how difficult it is to raise a family in poverty, simply stating, “It’s just so much stress. 
So much stress” (FG_23). Another key informant described residents’ struggle to stay healthy as 
an issue of the generational continuation of stress, explaining, “there’s a lot of community 
members who have been in entrenched poverty for so long”(KI_3). 

 
Many focus group participants and key informants expressed that mental health 

services are difficult to access within the HSA. This was the case for the entire spectrum of 
mental health issues, from stress, anxiety and depression to post traumatic stress disorder, 
bipolar disorder, and schizophrenia. Key informants explained that mental health crisis 
treatment was lacking. One key informant said, “Somebody told me you can’t afford to be 
depressed, you have to have money to be depressed” (FG_4). 

 
 Emotional and mental health affect youth’s ability to form and maintain relationships 
and make positive choices. Depression is one of the most common mental health problems 
among teens under the age of 18. Depressed teens are more likely to experience adverse 
health effects into adulthood, including anxiety, drug use, aggressiveness, and suicidal 
thoughts20. In 2011, approximately 30% of high school students nationwide reported feelings of 
depression that they described to be feelings of intense sadness or hopelessness21. Figure 10 
shows data provided by CHRCO regarding teens reporting depression-related feelings. Within 
Alameda and Contra Costa Counties, the prevalence of teens reporting depression-related 
feelings remained around the national average of 30% for all races.  
 

                                                      
20

CDC. (2013, March 4). Mental Health Report: Attitudes Toward Mental Illness. Retrieved from: 

http://www.cdc.gov/hrqol/Mental_Health_Reports/mental_health_reports.html 
21

Child Trends Data Bank. Health & Well-Being Status: Adolescents Who Feel Sad or Hopeless. Retrieved from: 

http://www.childtrendsdatabank.org/?q=node/126 
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Fig
ure 10. Teens Reporting Depression-related Feelings in 12-Month Period by Race/Ethnicity 

 
Table 20: ED visit and hospitalization rates due to mental health issues among individuals 
under age 25 by age group (rates per 10,000 population) 

Mental 
Health 

(overall) 

ZIP 
Code 

ED 
<1 

ED 
1-4 

ED 
5-14 

ED 
15-24 

Hosp 
<1 

Hosp 
1-4 

Hosp 
5-14 

Hosp 
15-24 

94541 0.0 0.0 20.1 167.1 0.0 0.0 10.0 89.8 

94544 0.0 0.0 20.9 169.9 8.6 4.2 24.9 107.2 

94545 0.0 0.0 11.9 184.6 0.0 0.0 21.6 105.7 

94578 0.0 0.0 22.8 189.5 0.0 0.0 20.3 101.6 

94579 0.0 0.0 24.1 146.9 0.0 0.0 22.7 55.0 

94580 0.0 0.0 18.6 150.4 0.0 0.0 21.9 81.6 

94587 0.0 0.0 19.5 171.2 0.0 0.0 18.1 76.0 

94601 0.0 0.0 16.6 113.0 0.0 0.0 37.7 102.7 

94603 0.0 0.0 18.7 146.8 0.0 0.0 32.1 120.8 

94605 0.0 0.0 18.2 274.9 0.0 0.0 19.1 157.2 

94606 0.0 0.0 11.9 104.7 0.0 0.0 19.6 74.0 

94607 0.0 0.0 19.7 183.2 0.0 0.0 35.6 177.2 

94608 0.0 0.0 27.4 217.1 0.0 0.0 31.7 124.7 

94609 0.0 0.0 0.0 217.3 0.0 0.0 20.7 130.3 

94612 0.0 0.0 39.1 201.1 0.0 0.0 18.5 145.5 

94621 0.0 0.0 12.5 172.3 0.0 0.0 23.3 138.9 

94702 0.0 0.0 24.2 221.2 0.0 0.0 42.4 188.7 

94703 0.0 2.9 28.3 147.8 0.0 0.0 29.7 126.9 

94710 0.0 0.0 20.7 124.1 0.0 0.0 23.5 88.2 



Mental 
Health 

(overall) 

ZIP 
Code 

ED 
<1 

ED 
1-4 

ED 
5-14 

ED 
15-24 

Hosp 
<1 

Hosp 
1-4 

Hosp 
5-14 

Hosp 
15-24 

94801 0.0 2.2 9.9 169.5 0.0 0.0 12.9 141.8 

94804 0.0 0.0 10.7 129.6 0.0 0.0 5.4 88.7 

94805 0.0 0.0 17.8 239.8 0.0 0.0 16.3 102.0 

94806 0.0 1.8 13.4 140.5 11.9 5.6 20.4 103.4 

Alameda County 
(all ages) 198.1 184.2 

Contra Costa 
County (all ages) 196.6 192.5 

CA State (all ages) 130.9 182.0 

(Source: OSHPD, 2011) 
 

In examining rates of ED visits for mental health issues specifically in those under 25 
years old, all except four ZIP codes had rates for 15-24 year olds that surpassed the California 
state rate of ED visits for mental health issues for all ages. The highest rate of ED visits for 
mental health in individuals under 25 years old was seen in ZIP code 94605 in ages 15-24, 
whose rate was over twice the state rate for all ages. All except four of the 23 ZIPs had rates of 
ED visits for mental health among 15-24 year olds that surpassed all age county or state 
benchmarks. 

 
Speaking specifically on the additional difficulties associated with finding mental health 

treatment for minors, one key informant explained, “Young kids who are depressed…I am pretty 
sure that *name of hospital+ doesn’t work with kids under 12 who have a mental health issue. 
And so where do they go” (KI_24)? 

 
Violence and domestic violence were issues that were brought up by many key 

informants and focus group participants as contributing to mental health issues. One key 
informant stated, “I think that the primary health condition for young people in this 
neighborhood is violence” (KI_29).One person commented on the effect that violence can have 
on one’s mental health as well as overall health, stating, “I think violence outside the home, as 
well as domestic violence and exposure to violence and fear of violence and knowledge of 
violence is important and is a source of many of these, a contributing factor to many of these 
chronic conditions and that sort of leads me to the whole stress and mental health side of 
things” (KI_7). Another key informant explained, “Of course, here in Oakland there is a lot of 
violence and trauma and I think that affects both the mental health of our students and 
families, as well as the physical health” (KI_18). 
 
Suicide and Self-inflicted Injury 

 
 For youth between the ages of 10 and 24, suicide is one of the top leading causes of 
death that amounts to approximately 4,600 lives lost per year22. Figures 11 and 12 display data 
                                                      
22

 CDC (2012, August 15). Suicide Prevention: Youth Suicide. Retrieved from: 

http://www.cdc.gov/violenceprevention/pub/youth_suicide.html 

http://www.cdc.gov/violenceprevention/pub/youth_suicide.html


provided by CHRCO relating to self-inflicted injuries and suicide in individuals ages 5-20.Many 
young people may attempt suicide unsuccessful and are hospitalized for further treatment.  
Suicide rates among youth in both Alameda County and Contra Costa County far exceeded the 
Healthy People 2010 goal.  
 

 
                            Figure 11. Hospitalization Rates for Self-Inflicted Injuries, Ages 5-20 

 



 
                          Figure 12. Suicide Mortality in Youth, Ages 5-20   

 
Table 21: Mortality due to suicide, and ED visit and hospitalization rates due to self-inflicted 
injury compared to county, state, and Healthy People 2020 benchmarks (rates per 10,000 
population) 

Suicide/Self-
Inflicted Injury 

ZIP Code Suicide ED Visits Hospitalization 

94541 0.9 9.6 2.3 

94544 1.1 11.7 4.9 

94545 0.7 14.1 2.7 

94578 1.2 14.2 3.5 

94579 0.8 7.0 2.2 

94580 1.1 8.1 3.5 

94587 1.2 7.9 1.8 

94601 0.5 10.6 2.8 

94603 0.7 13.1 2.9 

94605 1.0 12.7 2.6 

94606 1.1 7.2 3.0 

94607 1.1 11.2 2.8 

94608 1.0 9.8 4.6 

94609 1.3 14.0 3.6 

94612 1.1 18.4 7.5 

94621 0.9 13.1 6.3 

94702 1.2 11.2 4.4 



(Sources: Mortality: CDPH, 2010; ED visits and hospitalizations: OSHPD, 2011) 

 
Mortality rates for suicide and ED visits and hospitalization rates for self-inflicted injury 

are displayed in Table 21. Twelve ZIP codes had mortality rates due to suicide that surpassed 
the state rate and Healthy People 2020 target. All but one ZIP code (94805) had rates of ED 
visits for self-inflicted injury that exceeded county or state rates, with the highest rate in 94612, 
with a rate over twice the county and state rates. Hospitalization rates for self-inflicted injury 
were highest in ZIP codes 94612 (7.5) and 94621 (6.3), with 12 ZIP codes surpassing county or 
state benchmarks.  

 
Whites visited the ED for self-inflicted injury more than any other racial or ethnic group, 

and in several instances notably so. For example, in ZIP code 94603, Whites had a rate of ED 
visits of 53.4, virtually twice as high as for Blacks, and more than six times the state rate. Whites 
were also hospitalized for self-inflicted injury at rates higher than any other group, at a rate 
more than twice the hospitalization rate of Blacks. 

 
Substance Abuse 
 

As Table22 shows, rates of substance abuse-related ED visits and hospitalization were 
clearly elevated in the Communities of Concern. 

 
Table 22: ED visit and hospitalization rates due to substance abuse issues compared to county 
and state benchmarks (rates per 10,000 population) 

Mental Health- 
Substance 

Abuse 

ZIP Code ED Visits Hospitalization 

94541 565.2 191.0 

94544 448.5 160.8 

94545 404.4 168.5 

94578 403.6 169.5 

94579 246.9 119.9 

94580 388.3 135.2 

94587 232.0 95.5 

94601 548.1 186.1 

94603 664.6 284.0 

94605 729.6 263.8 

94703 0.8 6.8 4.9 

94710 1.2 10.3 2.9 

94801 1.2 13.6 4.1 

94804 0.7 6.8 3.5 

94805 1.3 5.7 2.4 

94806 0.7 8.8 4.8 

Alameda County 0.9 9.0 3.1 

Contra Costa County 1.1 6.7 3.9 

CA State 1.0 7.9 4.4 

Healthy People 2020 1.0 -- -- 



Mental Health- 
Substance 

Abuse 

ZIP Code ED Visits Hospitalization 

94606 512.9 158.6 

94607 997.1 255.2 

94608 818.9 204.7 

94609 803.3 236.9 

94612 1,246.4 388.1 

94621 762.9 282.2 

94702 536.1 206.9 

94703 449.0 157.1 

94710 549.2 178.8 

94801 856.7 224.6 

94804 653.3 205.6 

94805 411.9 140.0 

94806 511.8 159.6 

Alameda County 351.8 135.2 

Contra Costa County 297.9 147.3 

CA State 232.0 143.8 

(Source: OSHPD, 2011) 
 

All except one ZIP code (94587) had rates of ED visits for substance abuse that exceeded 
state or county benchmarks. Both Alameda and Contra Costa County rates of ED visits for 
substance abuse exceeded the state rate. Fifteen of the 23 ZIP codes had rates of ED visits for 
substance abuse which were more than twice the state rate, with ZIP code 94612 having a rate 
that was more than five times the state rate. All except two ZIP codes had rates of 
hospitalization for substance abuse that surpassed county or state benchmarks, with three ZIPs 
having rates that were two or more times the state rate. 

 
Subgroup data demonstrated that Blacks had the highest rates of ED visits for substance 

abuse, at 1381.1 or nearly six times state rate, followed by Whites with a rate of 835.9, which is 
over three and a half times the state rate. The highest subgroup rate was found in Blacks in 
94612, with a rate of 2616.7, followed by Blacks in 94801 with a rate of 2405.4, and Whites in 
94621 with a rate of 2393.6. Blacks had the highest rates of hospitalization for substance abuse 
issues, with a rate nearly three times the state rate, and were followed by Whites with a rate 
over twice the state rate. 

 
Key informants and focus group participants frequently discussed the lack of substance 

abuse treatment options in the area. One individual who previously struggled with alcohol 
abuse recalled, “when I was an alcoholic [...] I wanted to go into a place, I have called so many 
different programs and they would not, oh $1000, $3000 so how am I supposed to get help” 
(FG_1)?Another participant of the same focus group explained that often substance abuse 
issues begin as a form of self-medication, “They can’t get no services what’s the best thing they 
going to do, go to the liquor store” (FG_1). One person offered his opinion on the issue, stating, 
“I honestly truly believe that we need more drug, free drug rehabilitation classes because that 



would give people the opportunity to really look into their selves and want to do better for their 
selves” (FG_1). 

 
 A large concern for American youth is substance abuse. Figure 13 shows data provided 
by CHRCO relating to substance abuse in students. Both tobacco and alcohol consumption 
increase with age. By the eleventh grade, one in four high school students had consumed 
alcohol within the last thirty days. The relationship between knowledge, attitudes, and behavior 
is complex, but research has shown that substance abuse at a young age can increase the risk 
for other adverse health outcomes such as injuries, violence, and other disease23. 
 

 
                Figure 13. Prevalence of Substance Abuse in the Past 30 Days by Grade 

 
Table 23: ED visit and hospitalization rates due to substance abuse issues among individuals 
under age 25 by age group (rates per 10,000 population) 

Mental Health- 
Substance Abuse 

ZIP 
Code 

ED 
<1 

ED 
1-4 

ED 
5-14 

ED 
15-24 

Hosp 
<1 

Hosp 
1-4 

Hosp 
5-14 

Hosp 
15-24 

94541 0.0 5.3 17.2 567.3 0.0 0.0 0.0 81.1 

94544 0.0 4.2 11.9 492.3 0.0 1.8 4.6 90.9 

94545 0.0 0.0 0.0 467.5 0.0 0.0 0.0 67.0 

94578 0.0 0.0 8.1 485.9 0.0 0.0 0.0 105.8 

94579 0.0 10.5 5.7 302.0 0.0 0.0 0.0 45.1 

94580 0.0 0.0 0.0 342.1 0.0 0.0 3.3 68.3 
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Mental Health- 
Substance Abuse 

ZIP 
Code 

ED 
<1 

ED 
1-4 

ED 
5-14 

ED 
15-24 

Hosp 
<1 

Hosp 
1-4 

Hosp 
5-14 

Hosp 
15-24 

94587 0.0 0.0 7.8 264.1 10.5 2.2 1.8 75.2 

94601 0.0 0.0 9.4 452.9 0.0 0.0 3.1 57.2 

94603 0.0 0.0 9.2 478.4 17.9 3.2 3.9 99.1 

94605 18.4 0.0 8.2 720.9 18.8 0.0 0.0 122.6 

94606 0.0 0.0 13.5 431.9 0.0 0.0 3.2 53.6 

94607 0.0 0.0 6.0 860.8 0.0 0.0 0.0 143.8 

94608 0.0 0.0 6.3 723.7 0.0 0.0 0.0 88.8 

94609 0.0 0.0 13.3 699.0 0.0 0.0 7.2 92.2 

94612 0.0 0.0 13.4 832.5 0.0 7.3 0.0 81.2 

94621 0.0 0.0 10.8 641.3 0.0 0.0 3.9 161.8 

94702 0.0 0.0 7.9 466.3 0.0 0.0 0.0 111.0 

94703 0.0 0.0 0.0 375.2 0.0 0.0 9.0 71.1 

94710 129.2 0.0 9.6 488.5 0.0 0.0 0.0 98.2 

94801 0.0 0.0 22.2 757.4 0.0 0.0 4.2 104.7 

94804 16.9 4.1 13.5 741.6 0.0 0.0 2.6 80.7 

94805 0.0 0.0 13.0 491.1 0.0 0.0 0.0 60.3 

94806 0.0 0.0 10.2 542.3 0.0 2.3 2.8 77.8 

Alameda County (all ages) 351.8 135.2 

Contra Costa County (all 
ages) 297.9 147.3 

CA State (all ages) 232.0 143.8 

(Source: OSHPD, 2011) 
 

 In examining rates of ED visits and hospitalizations due to substance abuse among those 
under 25 years of age, it was found that all 23 ZIP codes had rates of ED visits for substance 
abuse among 15-24 year olds that surpassed county or state rates for all ages. Many of the ZIP 
codes had rates of ED visits for substance abuse in 15-24 year olds that were more than twice 
the California state rate of ED visits for substance abuse among all ages. The highest rates were 
seen in ZIP codes 94607 and 94612, which also had the two highest rates of ED visits for 
substance abuse among all ages. Only two ZIP codes had rates of hospitalization among 15-24 
year olds that met or surpassed the California rate of hospitalizations for substance abuse 
among all ages. All 23 ZIP code Communities of Concern had rates of ED visits due to substance 
abuse among 15-24 year olds that exceeded all age county or state benchmarks, with many of 
the rates being two to three times the benchmarks. However, only two ZIP codes demonstrated 
hospitalization rates for substance abuse among 15-24 year olds that surpassed all age county 
or state benchmarks.  
 
Communicable Diseases 
  
 Childhood Immunizations 
 
 Immunizations are designed to protect infants and children in early life, when their 
immune systems are not fully developed and they are most vulnerable to potentially life-



threatening diseases. In California, a fully immunized kindergartner has received four or more 
DTP/DTaP (diphtheria, tetanus, pertussis) vaccines, three or more polio vaccines, and one 
varicella vaccine24. Immunizations are essential to disease prevention and are proven to be the 
most cost-effective method to reduce doctors’ visits, and prevent hospitalizations and 
premature death. Immunizing children helps to protect the health of our community, especially 
those who are too young to be immunized or those who cannot be vaccinated for other 
medical reasons25.Figure 14 displays data provided by CHRCO relating to the percent of fully 
immunized kindergartners. In California, Alameda County, and Contra Costa County, 
approximately 90% or more of kindergartners received all necessary vaccines. However, as of 
the 2011-2012 school year, none had reached the Healthy People 2020 goal of 95% fully 
immunized kindergartners.  
 

 
Figure 14. Percent of Fully Immunized Kindergartners 

 
Influenza 

 
 Influenza (“flu”) is a contagious viral illness that can cause fever, fatigue, cough, and 
body aches. The Centers for Disease Control and Prevention (CDC) estimates that each year, 
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approximately 5-20% of the US population experiences the flu26. The CDC recommends that all 
individuals over six months of age should receive the flu vaccine annually. As Figure 15 shows, 
Contra Costa fell below Alameda County and California in the percentage of children ages 0-11 
receiving a flu shot in the past year. 
 

 
                  Figure 15% of Children Ages 0-11 Receiving Flu Vaccine in Past 12 Months, 2012 

 
 Sexually Transmitted Infections (STIs) 
 
 The CDC estimates that there are 20 million new cases of STIs per year, costing the 
nation approximately $16 billion dollars in healthcare costs27.Approximately half of these 
infections are in young people between the ages of 15-24, who represent just one quarter of 
the sexually experienced population. 
 
 Chlamydia and gonorrhea are two bacterial STIs that are curable if diagnosed and 
treated early. However, because they can remain asymptomatic in some cases, many times 
these infections are not diagnosed. When not properly treated, these infections can lead to 
pelvic inflammatory disease and infertility in women. Figures 16 and 17 demonstrate that 
within Alameda County, rates of chlamydia and gonorrhea were particularly high in the 15-24 
age group and especially among females within that age group.   

                                                      
26CDC. Seasonal Influenza (Flu). September 2013. Available at 
http://www.cdc.gov/flu/about/qa/disease.htm#deaths. 
27 CDC. CDC Fact Sheet: Incidence, Prevalence, and Cost of Sexually-Transmitted Infections in 
the United States. February 2013. Available at http://www.cdc.gov/std/stats/STI-Estimates-
Fact-Sheet-Feb-2013.pdf. 



 

 
             Figure 16. Rates of Chlamydia in Alameda County, 2012 

 

 
             Figure 17. Rates of Gonorrhea in Alameda County, 2012 

 
Syphilis is another bacterial STI that is curable if diagnosed and treated in its early 

stages. The primary and secondary stages of syphilis are characterized by sores, skin rashes, and 



lesions28. While these symptoms resolve with or without treatment, if left untreated, the 
infection progresses to a latent phase that can last years without demonstrating signs or 
symptoms. This can lead to late stage syphilis, which can cause paralysis, numbness, blindness, 
dementia, organ damage, and even death. Figure 18 shows an increasing trend in the Alameda 
County syphilis rate between 2008 and 2012. 
 

 
               Figure 18. Syphilis Rate in Alameda County, 2008-2012 

 
Behavioral and Environmental 

 
Safety Profile 
 

Local experts and community members stressed the impact of safety on the health of 
the area residents living in the various Communities of Concern. This assessment examined 
crime rates from law enforcement agencies that included the Richmond Police Department, San 
Pablo Police Department, Berkeley Police Department, Oakland Police Department, Emeryville 
Police Department, San Leandro Police Department, Hayward Police Department, Union City 
Police Department, Alameda County Sheriff’s Office, and Contra Costa County Sheriff’s Office. 
In addition, outcome safety indicators of ED visits and hospitalizations due to assault and 
unintentional injury were examined. 

 

                                                      
28 CDC. CDC Fact Sheet: Syphilis. February 2013. Available at 
http://www.cdc.gov/std/syphilis/STDFact-Syphilis.htm. 



Crime Rates 
 

Figure 19 shows major crimes by municipality as reported by various Police and Sheriffs 
Department jurisdictions. Darker colored areas denote higher rates of crime, including 
homicide, forcible rape, robbery, aggravated assault, burglary, motor vehicle theft, larceny, and 
arson. 
 

 
                            Figure 19. Major Crimes as Reported by California AG Office, 2010 

 
Major crime rates among the Communities of Concern vary greatly. Much of the area 

covered by the Communities of Concern has major crime rates in the range of 554.7-1100.2 
crimes per 10,000 residents. These high rates are noted in the Richmond (564.1), Berkeley 
(577.5), Emeryville (1100.2), and Oakland (608.0) Police Districts. The San Pablo area has a 
crime rate of 554.6, the San Leandro area has a rate of 411.9, and Hayward and Union City fall 
into areas with lower rates in the range of 291-381.5 crimes per 10,000 residents. The lowest 
crime rates among the Communities of Concern are found in the San Lorenzo, Ashland, and 



Cherryland areas, which fall into the jurisdiction of the Alameda County Sheriffs’ Department, 
which has a rate of 208.4. This large jurisdiction covers all areas of unincorporated Alameda 
County, extending east to the Contra Costa County boundary (excluding the cities of Pleasanton 
and Livermore), as far north as Oakland’s Fruitvale neighborhood, and as far south as Fremont.  

 
Key informants and focus groups in all of the Communities of Concern discussed safety 

as a major concern. One key informant described several recent shootings that occurred very 
near to an elementary school, saying, “It’s not uncommon to have a lockdown here. There’s a 
police chase and they’re chasing the suspect through the school” (KI_16).The same key 
informant noted, “there are a lot of gangs that have been identified in this area, so a lot of 
community violence” (KI_16).While Oakland has areas notorious for high crime, safety was 
discussed as a primary issue in many of the Communities of Concern. A key informant stated, 
“we have a problem in Union City, the problem of gangs and drugs and so on. Graffiti” 
(KI_8).One key informant described a recent shift in crime trends, explaining that their location 
has, “always been in an area that has a fair amount of crime around it, but the crimes are just 
kind of more daring and in broad daylight. So we have had staff members who were like going 
from one building to another *...+ who were held up on the way” (KI_20).  

 
Assault and Dating Violence 

 One of the American public’s highest concerns about youth is related to violence. 
Among all age crime rates, Alameda County far exceeds crime rates within California and the 
United States. Figure 20 displays data provided by CHRCO regarding violent crime rates. In 
2010, Alameda County’s violent crime rate exceeded the statewide rate by 50%29. 

 
       Figure 20. Violent Crime Rate, 2001-2010 

 

                                                      
29

Info Alameda County. (2011, September 26). Alameda County Violent Crime Factsheet 2001-2010. Retrieved 

from: http://www.infoalamedacounty.org/index.php/Research/Crime-Safety/Violence-Prevention/Copy-of-
Alameda-County-Violent-Crime-Factsheet-2000-2009.html 

http://www.infoalamedacounty.org/index.php/Research/Crime-Safety/Violence-Prevention/Copy-of-Alameda-County-Violent-Crime-Factsheet-2000-2009.html
http://www.infoalamedacounty.org/index.php/Research/Crime-Safety/Violence-Prevention/Copy-of-Alameda-County-Violent-Crime-Factsheet-2000-2009.html


Table 24: ED visit and hospitalization rates due to assault compared to county and state 
benchmarks (rates per 10,000 population) 

Assault 

ZIP Code ED Visits Hospitalization 

94541 46.4 6.4 

94544 45.3 6.0 

94545 39.5 1.8 

94578 53.8 4.9 

94579 31.1 0.8 

94580 37.0 3.4 

94587 25.1 4.0 

94601 96.6 14.8 

94603 109.9 18.1 

94605 121.1 16.9 

94606 64.3 11.8 

94607 113.7 16.1 

94608 90.8 11.2 

94609 79.6 9.1 

94612 124.0 7.7 

94621 128.9 20.5 

94702 42.1 4.3 

94703 37.5 3.1 

94710 44.8 4.2 

94801 126.0 12.9 

94804 92.4 8.5 

94805 39.8 5.6 

94806 53.6 4.6 

Alameda County 41.1 5.2 

Contra Costa County 33.9 3.3 

CA State 29.5 3.9 

(Source: OSHPD, 2011) 
 

Both the Alameda and Contra Costa County rates for ED visits for assault exceeded the 
California state benchmark. All except one of the 23 Community of Concern ZIP codes had rates 
of ED visits due to assault that exceeded the state rate of 29.5. Eleven of these ZIP codes had 
rates that were more than twice the state rate. The highest rates were seen in ZIP code 94621, 
with a rate of ED visits of 128.9 and a rate of hospitalizations of 20.5. 

 
In examining subgroup data, it was found that Blacks had the highest rate of ED visits 

due to assault, at 165.2, over five and a half times the state rate. Whites followed, with a rate of 
56.5 and then Native Americans with a rate of 55.9. The highest subgroup rate was found in 
94801, where Blacks had a rate of 345.1. Hospitalizations due to assault were highest in Blacks, 
at 19.8, or five times the state rate, followed by Native Americans at nearly twice the state rate. 



Table 25: ED visit and hospitalization rates due to assault among individuals under 25 years old 
by age group (rates per 10,000 population) 

Assault 

ZIP Code 
ED 
<1 

ED 
1-4 

ED 
5-14 

ED 
15-24 

Hosp 
<1 

Hosp 
1-4 

Hosp 
5-14 

Hosp 
15-24 

94541 0.0 5.3 18.0 104.8 0.0 0.0 0.0 19.6 

94544 0.0 2.1 18.3 98.5 0.0 2.1 0.8 11.4 

94545 0.0 0.0 6.8 114.8 0.0 0.0 0.0 7.5 

94578 0.0 4.4 14.8 110.3 0.0 0.0 0.0 6.0 

94579 0.0 10.5 11.1 94.4 0.0 0.0 0.0 0.0 

94580 0.0 0.0 16.7 78.9 0.0 0.0 0.0 9.7 

94587 0.0 2.6 10.9 70.7 0.0 0.0 0.9 10.2 

94601 0.0 3.0 24.8 166.8 0.0 0.0 2.1 25.3 

94603 0.0 4.4 26.2 186.7 14.9 0.0 0.0 45.8 

94605 0.0 4.7 19.9 293.8 0.0 0.0 4.0 36.6 

94606 10.6 0.0 18.5 94.5 0.0 0.0 0.0 26.9 

94607 0.0 8.5 27.5 205.8 0.0 0.0 6.0 32.6 

94608 0.0 0.0 37.4 148.3 0.0 0.0 0.0 16.1 

94609 0.0 12.2 35.6 158.8 0.0 0.0 0.0 7.9 

94612 14.8 0.0 43.8 223.6 0.0 0.0 0.0 7.4 

94621 9.7 4.5 28.4 220.7 0.0 0.0 2.7 31.6 

94702 0.0 14.2 0.0 65.0 0.0 0.0 0.0 6.5 

94703 0.0 0.0 14.2 66.6 0.0 0.0 0.0 5.1 

94710 0.0 0.0 11.3 57.7 0.0 0.0 0.0 0.0 

94801 0.0 4.8 30.5 261.7 0.0 0.0 0.0 13.6 

94804 0.0 4.1 31.1 211.8 0.0 0.0 0.0 17.5 

94805 0.0 0.0 14.8 72.7 0.0 0.0 0.0 13.3 

94806 0.0 0.0 21.8 113.0 0.0 0.0 1.0 12.4 

Alameda County  
(all ages) 41.1 5.2 

Contra Costa County  
(all ages) 33.9 3.3 

CA State (all ages) 29.5 3.9 

(Source: OSHPD, 2011) 
 
In examining rates of ED visits due to assault in those under 25 years old, rates increased 

as age increased. In all Community of Concern ZIP codes, the rates of ED visits due to assault in 
15-24 year olds exceeded the county and state rates of ED visits for assault in all ages, and all 
except one of the ZIPs had rates more than twice the all age state rate. The highest rate was 
seen in 94605, with a rate of 293.8, almost two and a half times the all-age rate for ED visits due 
to the number of assaults in that ZIP code, but more strikingly it is nearly ten times the all age 
state benchmark. The highest rate of hospitalizations due to assault in 15-24 year olds was 
found in 94603, with a rate of more than 11 times the state all age rate. 

 
 Another significant cause of injury is abusive relationships. One in three adolescents in 
the United States is a victim of physical, sexual, emotional, or verbal abuse from a dating 



partner30. 22.4% of women and 15% of men first experience some form of partner violence 
between 11 and 17 years of age31. Victims in abusive relationships are more likely to struggle 
with other health issues like substance abuse, eating disorders, and risky sexual behavior. 
Figures 21 and 22 display data provided by CHRCO on dating violence. Survey data revealed 
that more males reported instances of dating violence in the past year in Alameda and Contra 
Costa Counties, with African Americans and American Indian teens most at risk.   
 

 
                  Figure 21. Dating Violence in Alameda County by Race/Ethnicity 

 

                                                      
30

Love is Respect. (2013). Dating Abuse Statistics. Retrieved from: http://www.loveisrespect.org/is-this-

abuse/dating-violence-statistics 
31

CDC. (2012).Understanding Teen Dating Violence. Retrieved from: 

http://www.cdc.gov/violenceprevention/pdf/teendatingviolence2012-a.pdf 
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                  Figure 22. Teen Victims of Dating Violence in the Past Year by Grade 

 

 Unintentional Injury 
 

 Injuries are the leading cause of death among children and youth ages 1-19 in California 
and the United States, and are often times preventable32. Car crashes, suffocation, drowning, 
poisoning, and falls are some of the most common ways that children are harmed or killed. 
Unintentional injuries mortality among children has decreased almost 30% over the last 
decade, but injury is still the top cause of death among children33. ED visits were most common 
among younger males and mortality from unintentional injuries was higher among males than 
females. Rates of ED visits were highest among African Americans and Whites while rates of 
mortality were highest among African Americans and Pacific Islanders34.Figure 23 displays data 
provided by CHRCO on hospitalizations due to unintentional injury among individuals under 21 
years old. 
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CDC. (2012, April).Vital Signs: Child Injury. Retrieved from: http://www.cdc.gov/vitalsigns/childinjury/?s_cid=bb-

vitalsigns-120 
33

Ibid 
34

Alameda County Public Health Department. (2010). The Health of Alameda County Cities and Places: A Report for 
the Hospital Council of Northern and Central California, 2010. Oakland, CA. 

http://www.cdc.gov/vitalsigns/childinjury/?s_cid=bb-vitalsigns-120
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     Figure 23. Rates of Unintentional Injury Hospitalizations 

 
Table 26: ED visit and hospitalization rates due to unintentional injury compared to county 
and state benchmarks (rates per 10,000 population) 

Unintentional 
Injury 

ZIP Code Mortality ED Visits Hospitalization 

94541 2.5 912.1 198.5 

94544 2.3 917.7 162.5 

94545 2.2 864.6 192.5 

94578 3.2 845.1 164.8 

94579 1.9 635.0 192.9 

94580 2.1 789.7 165.2 

94587 1.5 643.6 134.1 

94601 2.9 898.5 178.1 

94603 3.0 1,154.3 236.4 

94605 2.4 1,078.7 227.6 

94606 2.3 766.7 158.6 

94607 3.3 1,046.6 192.9 

94608 1.8 998.2 182.9 

94609 3.1 1,005.8 200.7 

94612 5.0 1,250.7 297.5 

94621 2.9 1,148.6 225.0 

94702 2.3 823.5 166.1 

94703 1.6 735.1 132.1 

94710 2.7 874.0 154.0 

94801 3.6 359.7 0.0 

94804 3.4 1,031.2 201.1 



Unintentional 
Injury 

ZIP Code Mortality ED Visits Hospitalization 

94805 2.8 739.2 156.0 

94806 3.4 837.7 188.0 

Alameda County 2.2 721.7 154.7 

Contra Costa County 2.6 757.3 182.5 

CA State 2.7 651.8 154.6 

Healthy People 2020 3.4 -- -- 

(Sources: Mortality: CDPH, 2010; ED visits and hospitalizations: OSHPD, 2011) 
 

As Table 26 displays, many of the ZIP code Communities of Concern had rates of 
mortality due to unintentional injury that exceeded benchmarks. The highest rate was found in 
94612, which was more than twice the rate in Alameda County. However, though Alameda and 
Contra Costa Counties had mortality rates for unintentional injury that met the Healthy People 
2020 target, their rates of ED visits due to unintentional injury exceeded the state rate. Twenty 
of the 23 ZIP code Communities of Concern had rates of ED visits due to unintentional injury 
that surpassed the county or state rates. Again, the highest rate was seen in 94612, which also 
had the highest rate of hospitalizations due to unintentional injury.  

 
Table 27: ED visit and hospitalization rates due to unintentional injury among those under 25 
years old by age group (rates per 10,000 population) 

Unintentional Injury 

ZIP Code 
ED 
<1 

ED 
1-4 

ED 
5-14 

ED 
15-24 

Hosp 
<1 

Hosp 
1-4 

Hosp 
5-14 

Hosp 
15-24 

94541 646.9 997.9 835.4 1034.7 121.5 31.7 28.5 74.9 

94544 741.0 1094.1 875.8 1090.0 102.9 39.3 35.6 70.7 

94545 548.2 955.4 825.6 1079.5 103.8 20.8 27.0 86.8 

94578 645.3 932.8 732.6 1031.8 109.4 35.9 39.4 45.6 

94579 493.2 801.7 677.2 889.0 127.9 31.9 36.5 60.6 

94580 610.9 775.1 777.9 920.3 85.5 34.1 30.4 56.4 

94587 510.4 807.3 729.5 800.6 98.9 26.6 24.9 50.2 

94601 534.1 906.1 693.9 1027.3 88.3 43.7 41.7 88.9 

94603 601.5 1067.4 953.5 1232.4 137.2 38.5 56.0 126.3 

94605 757.0 1018.2 924.4 1460.6 153.0 42.3 56.1 95.9 

94606 503.3 890.9 706.2 816.8 112.5 41.2 41.2 80.7 

94607 678.5 1161.9 1029.4 1301.9 93.9 36.0 54.0 86.5 

94608 726.0 1156.4 1158.7 1166.5 108.9 40.5 41.8 88.4 

94609 449.2 989.7 1112.6 1237.5 99.0 37.0 31.6 80.0 

94612 919.3 1452.5 1305.8 1328.7 100.2 39.3 38.9 82.4 

94621 633.9 1072.3 954.1 1292.6 144.5 60.2 48.1 105.8 

94702 565.5 815.4 775.9 1068.7 86.8 42.3 37.9 71.2 

94703 594.4 955.8 900.8 822.3 0.0 47.9 34.6 55.6 

94710 520.2 1024.7 915.6 882.3 0.0 0.0 26.8 59.1 

94801 657.6 1199.1 993.9 1465.4 123.0 27.9 23.6 91.7 

94804 686.2 1020.6 923.2 1290.4 109.7 28.0 29.7 81.2 

94805 595.6 913.7 662.4 937.3 89.6 0.0 33.3 66.3 



Unintentional Injury ZIP Code 
ED 
<1 

ED 
1-4 

ED 
5-14 

ED 
15-24 

Hosp 
<1 

Hosp 
1-4 

Hosp 
5-14 

Hosp 
15-24 

94806 572.4 880.1 762.6 963.1 93.8 20.4 28.1 83.2 

Alameda County (all ages) 721.7 154.7 

Contra Costa County (all ages) 757.3 182.5 

CA State (all ages) 651.8 154.6 

(Source: OSHPD, 2011) 
 

In examining data for those under 25 years old, it was found that all 23 ZIP code 
Communities of Concern had rates of ED visits due to unintentional injury among 1- 24 years 
olds that exceeded county or state rates among all ages. The highest rates of ED visits for 
unintentional injuries in those 1-24 years old were seen in ZIP code 94612.  
 

Fatality/Traffic Accidents 
 

Figure 24 examines traffic accidents that resulted in a fatality, and Table 28 shows 
bicycle accidents and accidents involving a motor vehicle versus a pedestrian or bicyclist. 
Accidents resulting in a fatality, especially those on city streets, contribute to residents’ 
perception of safety when traveling through their community, particularly for area residents 
who rely on public, pedestrian, or bicycle travel. Both area experts and community members in 
the HSA stated that access to services and care is largely dependent on adequate 
transportation, and many residents reported accessing services by walking, biking, or taking 
local public transportation.  
 



 
Figure 24. Traffic Accidents Resulting in Fatalities as Reported by the National Highway 
Transportation Safety Administration, 2010 

 
Figure24 demonstrates that the highest density cluster of fatal accidents occurred in the 

West Oakland, North Oakland, and Emeryville areas. Community of Concern ZIP code 94607 
had more substantially more fatalities due to traffic accidents than any other ZIP code, with 
eight fatalities, six of which occurred on non-highway roads. This is followed by ZIP code 94608 
with four fatal accidents. This information, coupled with the rates of ED visits and 
hospitalizations related to accidents, helps to understand the risk of travel for local residents.  
 
 
 
 
 
 
 



Table 28: ED visit and hospitalization rates due to accidents compared to county and state 
benchmarks (rates per 10,000 population) 

Accidents 
(Bike and Car Versus 

Bike/Pedestrian) 

ZIP Code ED Visits Hospitalization 

94541 16.2 2.2 

94544 18.8 1.9 

94545 15.8 1.6 

94578 19.2 1.9 

94579 12.2 1.4 

94580 16.1 1.7 

94587 13.5 1.3 

94601 22.1 2.9 

94603 24.9 3.0 

94605 19.9 2.9 

94606 22.1 2.7 

94607 32.8 2.9 

94608 39.3 1.6 

94609 43.2 3.5 

94612 44.3 3.6 

94621 22.1 2.8 

94702 35.3 2.8 

94703 31.9 2.5 

94710 30.0 2.2 

94801 31.4 1.6 

94804 26.2 2.8 

94805 13.6 1.4 

94806 18.1 1.6 

Alameda County 19.4 2.2 

Contra Costa County 16.3 1.7 

CA State 15.6 2.0 

(Source: OSHPD, 2011) 
 

Twenty of the 23 ZIP codes had rates of ED visits for accidents involving a bicycle or car 
versus a bicycle or pedestrian that surpassed the county or state rates, with seven ZIPs having 
rates that were more than twice the state rate.ZIP codes 94612 and 94609 had the highest 
rates of ED visits and hospitalizations due to accidents. 

 
Whites had the highest subgroup rate of ED visits due to accidents at 32.8, over twice 

the state rate, and Blacks followed closely with a rate of 30.7. The highest rate was seen in 
94612 where Whites had a rate of 66.8. Blacks had the highest rate of hospitalizations due to 
accidents at 3.2, with Whites following at 2.7. 

 



Table 29: ED visit and hospitalization rates due to accidents among individuals under age 25 
by age group (rates per 10,000 population) 

Accidents 
(Bike and Car 

Versus 
Bike/Pedestrian) 

 
 
 
 
 
 

ZIP Code 
ED 
<1 

ED 
1-4 

ED 
5-14 

ED 
15-24 

Hosp 
<1 

Hosp 
1-4 

Hosp 
5-14 

Hosp 
15-24 

94541 0.0 7.9 29.9 28.8 0.0 0.0 0.0 2.5 

94544 0.0 9.5 33.2 23.7 0.0 0.0 1.8 1.8 

94545 0.0 0.0 34.9 27.2 0.0 0.0 0.0 2.1 

94578 0.0 9.0 38.7 37.9 0.0 0.0 5.1 0.0 

94579 0.0 0.0 25.0 23.6 0.0 0.0 0.0 2.3 

94580 0.0 7.9 25.8 21.7 0.0 0.0 0.0 0.0 

94587 0.0 7.9 31.4 18.2 0.0 0.0 2.0 0.0 

94601 0.0 11.3 30.1 24.6 0.0 5.9 1.5 0.0 

94603 0.0 10.7 31.5 27.0 0.0 0.0 2.8 2.7 

94605 0.0 11.7 25.6 31.8 0.0 0.0 3.0 2.1 

94606 0.0 8.5 21.7 20.1 0.0 5.7 0.0 2.4 

94607 0.0 0.0 36.6 21.6 0.0 0.0 0.0 0.0 

94608 0.0 9.1 43.9 60.7 0.0 0.0 2.6 2.2 

94609 0.0 0.0 30.7 48.5 0.0 0.0 2.9 2.3 

94612 0.0 0.0 28.0 41.1 0.0 0.0 0.0 2.7 

94621 0.0 8.2 27.7 31.4 0.0 0.0 2.9 2.1 

94702 0.0 0.0 29.0 46.8 0.0 0.0 0.0 2.3 

94703 0.0 0.0 37.8 49.4 0.0 0.0 2.8 2.6 

94710 0.0 8.7 31.9 35.4 0.0 0.0 0.0 0.0 

94801 0.0 12.6 57.1 30.1 0.0 0.0 1.9 2.1 

94804 0.0 7.2 45.3 26.4 0.0 4.1 0.0 2.4 

94805 0.0 8.4 26.6 16.2 0.0 0.0 0.0 0.0 

94806 0.0 8.1 35.5 26.6 0.0 0.0 2.9 0.0 

Alameda County (all ages) 19.4 2.2 

Contra Costa County (all ages) 16.3 1.7 

CA State (all ages) 15.6 2.0 

(Source: OSHPD, 2011) 
 
All of the Communities of Concern had rates of ED visits due to accidents among 5-24 

year olds that surpassed the county or state rate for ED visits due to accidents among all ages, 
with many of the rates being over twice the state rate. The highest rate of ED visits for 
accidents among youth and children was seen in ZIP code 94608, whose rate was substantially 
higher than all other ZIP codes. 
 

A word count analysis indicated that safety related issues were prominent health 
drivers, ranking as the fourth most frequently mentioned driver of poor health outcomes. The 
concern over pedestrian safety was mentioned consistently in the qualitative data, as many 
residents used walking or biking as a primary mode of transportation. Concerns ranged from 
safety due to fast-moving traffic to concerns about violence. One focus group participant in 
Oakland stated, “If we walk, we worry about safety. A lot of senior people, they are carrying 
heavy things, and they are robbed. They robbed me twice. They say, give me money or I will 



shoot you. It’s very scary” (FG_21). A key informant explained, “biking or walking to school 
would be a way to get more physical activity and there are students who do that and I don’t 
know what the data looks like, but the majority don’t and I think it’s a variety of reasons. I think 
safety is definitely one of them. Like they just live somewhere where there’s no sidewalks or like 
they would have to cross some crazy street to get to school or they live far away from their 
school and so they are just not able to do that” (KI_18). 
 
 
 
Food Environment Profile 
 

Qualitative data analysis showed that key informants and community members 
considered eating habits a major contributor to negative health outcomes for the community. 
The main concerns regarding healthy eating for the HSA focused on issues of food security and 
access to affordable, quality healthy foods in their community. Though there are many liquor 
and convenience stores, there are few accessible grocery stores. Although some of these 
convenience markets may occasionally carry healthy produce, the quality is often lacking, “The 
produce at the supermarket or the market sometimes is not fresh.” (FG_3) 

 

Obesity was a commonly discussed theme among key informants and focus groups. One 
key informant provided some insight into some of the disparities surrounding obesity, stating, 
“Across the board I think that we are really struggling as the entire country is around 
overweight, obesity issues in all populations and it is once again worse in African-Americans and 
also in Latino families” (KI_7). 

 
Table 30 displays data that help to illuminate the general food and alcohol environment 

in each of the Communities of Concern, showing the percent of the total population in each ZIP 
code that reported being obese, overweight, and not consuming at least servings of fruit and 
vegetables per day (no 5-a-day). The table also shows whether a ZIP code contained a food 
desert, as well as the number of certified farmers’ markets in operation. Lastly, as an indicator 
of alcohol availability, the rate of off-sale liquor licenses in a given ZIP code is also displayed. 
Off-sale liquor licenses authorize an establishment to sell all types of alcoholic beverages for 
consumption off the premises in original, sealed containers, and typically do not include 
restaurants and bars.35 

 

 
 

                                                      
35

 CA Dept. of Alcohol Beverage Control (www.abc.ca.gov) 



Table 30: Percent obese, percent overweight, percent obese or overweight, percent not 
eating at least five servings of fruits and vegetables daily, presence (x) or absence (-) of 
federally defined food deserts, number of certified farmers’ markets, and rate of active off-
sale liquor licenses (per 10,000 residents) 

Food 
Environment  

ZIP 
Code 

% 
Obese 

% 
Over-

weight 

 
% 

Obese 
or 

Over-
weight 

% no 
5-a-day 

Food 
Desert 

# of 
Farmers 
Markets 

 
Rate of 

Active, Off-
Sale Liquor 

Licenses 

94541 17.9 30.2 48.1 51.9 x 1 6.2 

94544 16.5 29.0 45.6 52.4 x 1 6.0 

94545 14.5 27.9 42.3 53.0 x 1 2.7 

94578 16.3 29.5 45.8 52.5 x 1 7.8 

94579 13.3 27.5 40.7 52.8 - 0 6.8 

94580 15.9 28.7 44.6 52.1 x 1 4.4 

94587 12.2 26.5 38.7 53.5 x 2 4.6 

94601 18.1 30.1 48.2 51.9 - 1 6.4 

94603 20.5 31.8 52.3 52.8 x 0 6.7 

94605 19.2 31.8 51.0 53.0 x 0 6.9 

94606 13.4 27.8 41.2 53.2 - 0 8.7 

94607 14.7 29.1 43.8 53.7 x 3 12.0 

94608 17.0 30.5 47.5 53.1 x 2 11.4 

94609 17.6 30.6 48.2 53.1 - 1 8.7 

94612 17.6 30.6 45.8 52.3 - 0 12.5 

94621 15.5 30.4 51.6 52.5 - 1 10.0 

94702 20.2 31.4 47.5 52.5 - 1 11.3 

94703 17.4 30.1 45.7 52.0 - 0 5.5 

94710 16.3 29.4 44.5 51.4 - 1 24.5 

94801 15.8 28.7 55.4 52.7 - 1 7.5 

94804 23.9 31.4 53.6 52.7 x 1 5.7 

94805 22.5 31.1 52.0 54.0 - 0 8.1 

94806 21.6 30.5 52.7 53.3 x 0 6.5 

CA 
State 

24.836 -- -- -- -- -- -- 

(Sources: % Obese & overweight: Healthy City (www.healthycity.org), 2009; Fruit & vegetable 
consumption: Healthy City (www.healthycity.org), 2003-2005; Food deserts: Kaiser Permanente 
CHNA DataPlatform/US Dept. of Agriculture, 2011; Farmers markets: California Federation 
ofCertified Farmers Markets, 2012; Active off-sale liquor licenses: California Department of 
Alcoholic Beverage Control, 2013) 
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An examination of the food environment in the Communities of Concern showed that 
approximately 17% of residents in every ZIP code are obese and approximately 30% of residents 
are overweight. ZIP code 94801 had the highest percentage of residents describing themselves 
as overweight or obese. Across the Communities of Concern, approximately 52% of residents 
reported not eating at least five servings of fruits or vegetables daily (5-a-day) as recommended 
by the State of California. Twelve of the 23 ZIP codes have federally designated food desert 
tracts located within their boundaries. The federal government designates such areas as census 
tracts in which at least 500 people and/or 33% of the population live more than one mile (10 
miles in rural areas) from a supermarket or large grocery store. Fifteen of the ZIP codes have at 
least one certified farmers’ market within the ZIP code boundaries. The rate of active, off-sale 
licenses was calculated, and while many ZIP codes had rates in the range of 6 licenses per 
10,000, Berkeley ZIP code 94710 had a rate of 24.5, far exceeding other ZIP codes. 
 

Retail Food 
 

The data displayed below provides information about the availability of healthy foods in 
the HSA. Figure 25 shows the modified Retail Food Environment Index (mRFEI), which is the 
proportion of healthy food outlets to all available food outlets by census tract. Lighter shaded 
areas indicate greater access to healthy foods and the darkest areas indicate no access to 
healthy foods.  
 

 
         Figure 25. Modified Retail Food Environment Index by Census Tract 

 



The above data indicated that the food environment within the Communities of Concern 
varies greatly, with some areas having access to food classified as “good,” such as Berkeley, 
parts of Oakland, and west Hayward, but with other areas having “poor” to “no” healthy retail 
outlets, such as North Richmond, West Oakland, parts of East Oakland such as Highland Park, 
Highland Terrace, and Tuxedo, and the Ashland areas. Another pocket of “poor” to “no” healthy 
retail outlets was seen in South Berkeley and Emeryville. 
 

Key informants and community members confirmed that many neighborhoods lack 
places to buy healthy foods. One respondent stated, “I know of one particular area in Hayward 
that they have small mom and pop kind of little convenience stores but they don’t have a 
Safeway, those kinds of things where people might be able to get access to a bigger variety of 
food if you will and so as a result they are either fast food or they are not getting the fresh 
vegetables and so forth”(KI_23). Focus group participants in Oakland described how the lack of 
healthy food outlets affects community members, “many times people can’t get into places 
where they can get fresh food and the only thing they have access to is a corner grocery store or 
liquor store” (FG_3) and “the physical environment looks disinvested. You have got nail shops 
and liquor stores. Lots of corner stores” (KI_18). Meanwhile, others discussed their thoughts on 
why this might be the case, 

 
inconsistent zoning on part of the city because ___ you’ll find more liquor stores and 
more allowances for people to have liquor stores and sell things that will hurt more 
people can be self destructive than to have these other kinds of stores and I think if 
people are going to have those liquor stores that there ought to be some kind of 
requirement that they have a big fresh fruit section because most of the places have 
liquor and junk food and pop munchies kind of stuff (FG_3). 
 
Other key informants and focus group participants voiced their concerns about the use 

of potentially harmful pesticides, hormones, and chemicals on foods, especially since organic 
food can be cost prohibitive. One focus group participant explained,  

 
I think the food has a lot to do with it, [...] we are continually feeding our children what 
we think to be healthy [...] all the different types of meats and things that they’re putting 
in their bodies and the cheese that they’re having so many hormones that girls are 
getting their periods at age nine and their bodies are changing much more rapidly than 
they should be. I’m seeing 11 year olds that look like they could go to a club it’s 
ridiculous but they can’t control that they’re children but we giving them this milk, we 
giving them this meat, we giving them this bread because we are feeding them and I 
believe the things inside of them are causing cancerous materials. These hormones are 
having heavy effects on our families in different ways not just with the size of the 
children because not just obesity is random in kids but adults as well and I think that 
food plays a big part, food and drink. The caffeine the sugar all of it and how we take it 
in and how don’t realize how serious it is, that’s what I think (FG_16). 
 



Area experts and community members also discussed the challenge that some residents 
have with simply having enough to eat on a daily basis. A focus group participant described it 
this way, “Do you know how many people wake up in the morning and don't really eat in the 
morning. They don't see their first meal until 2 o'clock in the afternoon? That effects your 
thinking the morning. If you don't know where your next meal is going to come from, you can't 
think positive, or to have the strength to be cheerful” (FG_11). One key informant discussed a 
subgroup particularly vulnerable to food insecurity, “households with children particularly very 
young children are more likely to see adults actually skipping meals and they’re more likely to 
stay at that very low food security where it’s not just they might not know where their next meal 
is coming from but that they’re actually going without food” (KI_3).One community member 
shared insight into how food insecurity can lead to consumption of unhealthy food, 
stating,“You have to cook the food that’s filling but filling food isn’t always nutrition food, you 
know what I mean. You have a lot of people to feed and it’s not always nutrition, but it’s 
something to keep you from being hungry” (FG_5). 

 
Active Living Profile 
 

Physical activity is a contributor to good health. Both health experts and focus group 
participants frequently mentioned physical inactivity among HSA residents as a health driver 
resulting in many of the poor health outcomes experienced by HSA residents. A word count 
analysis revealed that physical inactivity was the sixth most mentioned health driver out of the 
18 identified. Community residents discussed the difficulty of maintaining an active lifestyle 
when managing a busy schedule. One focus group participant said,“There’s no time to cook 
healthy or go for a walk” (FG_12). A key informant discussed the cost of gym membership for 
low-income residents as a barrier for engaging in physical activity“…if you have money, you’re 
fine. If you’re poor, forget it” (KI_11). Additionally, other factors contribute to whether 
individuals participate in forms of physical activity. 

 
Park Access 

 
One of the largest barriers to engagement in physical activity is access to a recreational 

area. Figure26 profiles the percent of the population in census tracts within the HSA that live 
within one-half mile of a recreational park. Darker colors denote fewer residents with nearby 
park access and lighter colors show more residents living within one-half mile of a park. 
 



 
Figure 26. Percent Population Living in Census Tract Within One-Half                   
Mile of Park Space (per 10,000) 

 
The majority of residents within the CHRCO Communities of Concern have access to a 

park within a half mile of their home. Most of the census tracts have 90-100% of their 
population living within one half mile of a park, while fewer areas have 70-90% of their 
residents within one half mile of a park. However, just southwest of CHRCO, there is an area 
with substantially lower park access, in which only 44.8% of the population resides within one 
half mile of a park. This is the only census tract within the Communities of Concern in which 
fewer than 50% of residents have access to a park within half mile of their home. 
 

While the availability of places to engage in physical activity is important, it was also 
critical to explore the perceived comfort and feeling of safety residents felt while using their 
parks. Area residents consistently expressed pronounced concerns over safety in community 
parks. As one key informant stated, “if you looked at a map there are a fair number of parks in a 
lot of these neighborhoods, if you went to the parks it’s a very different thing. If it’s a place 



that’s mainly filled with dealers it’s not probably a safe choice for families to take their kids to 
go play” (KI_3). Focus group participants confirmed that they often felt unsafe in nearby parks, 
with some stating that they would only visit during daylight hours and other individuals stating 
they never felt comfortable going, “Q: What about for younger kids are there like parks or 
places for them to play? A: Yeah. A: Yeah. A: Dangerous parks. A: I won’t even go to the parks” 
(FG_29). Another individual described the dangers that can be present on the way to or at 
neighborhood parks, stating, “It’s shocking how many neighborhoods don’t have sidewalks, 
loose dogs on the street, lack of animal control, high crime, illegal activities, and many parks are 
unsafe” (KI_29). 
 
Physical Wellbeing Profile 
 

Age-adjusted all-cause mortality rates are a major indicator of the health of a 
community. All except two of the 23 Communities of Concern had age-adjusted all-cause 
mortality rates which exceeded the California state rate. ZIP code 94801 had the highest 
mortality rate at 80.3 deaths, followed by 94603 and 94608.  

 
In Table 31, life expectancy values in bold are those which fall below any reported 

benchmarks. The lowest life expectancy among the Communities of Concern was seen in 
94603, where the average resident lived 75.7 years, followed by 94801 at 76.1 years.  

 
 Infant mortality is an estimate of the number of infant deaths for every 1,000 live births. 
Infant mortality rates are often an indicator of health because factors affecting the wellbeing of 
communities are likely to be reflected in mortality rates of infants37. ZIP code94605 had the 
highest rate of infant mortality in HSA with a rate of 6.2 deaths per 1,000 live births. This 
exceeds the 2010 Alameda County rate of 4.3 deaths per 1,000, the state rate of 5.2 deaths per 
1,000, and the Healthy People 2020 target of 6.0 deaths per 1,000. Seven of the 23 ZIP code 
communities of concern had infant mortality rates that surpassed the state rate. 
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Table 31: Age-adjusted all-cause mortality rates, life expectancy at birth, and infant mortality 
rates (all-cause mortality rates per 10,000 population, life expectancy in years, and infant 
mortality per 1,000 live births) 

ZIP Code 
Age-adjusted All-
Cause Mortality 

Life expectancy Infant Mortality 

94541 69.5 79.1 3.9 

94544 69.1 79.5 4.6 

94545 64.1 80.6 4.8 

94578 62.3 79.5 4.2 

94579 56.2 82.5 4.3 

94580 61.0 80.4 4.2 

94587 52.1 83.4 4.2 

94601 72.9 77.9 4.7 

94603 76.8 75.7 4.6 

94605 68.4 78.6 6.2 

94606 63.6 80.3 4.0 

94607 64.8 78.1 4.2 

94608 75.0 77.8 4.7 

94609 70.8 77.4 5.3 

94612 65.7 79.4 5.7 

94621 61.0 80.1 4.0 

94702 60.8 82.1 5.3 

94703 60.5 82.0 4.4 

94710 68.7 77.5 4.7 

94801 80.3 76.1 5.3 

94804 65.2 79.1 5.9 

94805 63.1 81.0 3.9 

94806 65.2 79.1 5.9 

Alameda County 60.0 -- 4.3 

Contra Costa County 63.2 -- 4.4 

CA State 63.3 80.438 5.2 

National  -- 78.639 -- 

Healthy People 2020  -- -- 6.0 

(Sources: Mortality: CDPH, 2010; Population count: US Census Bureau, 2010: rates calculated) 
 

While the 2010 infant mortality rates in Alameda and Contra Costa Counties fell below 
the California rate, Alameda County’s 2012 infant mortality rate of 4.9 per 1,000 exceeded the 
California rate of 4.7 per 1,000. While the infant mortality rates in Alameda and Contra Costa 
do not vary substantially from the California infant mortality rate and remain below the Healthy 
People 2020 goal, there are major differences between races. Figures 27 and 28 display 
additional data provided by CHRCO regarding infant mortality. Within Alameda County, infant 
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mortality among African Americans was 9.5 per 1,000, more than twice the county rate and 
exceeding the Healthy People 2020 target of 6.0 per 1,000. 

 

 
          Figure 27. Infant Mortality Rates by County 

 

 
          Figure 28. Infant Mortality Rates in Alameda County by Race 

 



Low birth weight (LBW) infants are defined as infants that weigh less than 5.5 lbs 
(2,500g) at birth. This measure is the most important factor in affecting neonatal and post-
neonatal mortality40. LBW infants that survive into older age are at risk for more adverse health 
outcomes throughout life, including neuro-developmental handicaps. Figure 29 displays data 
provided by CHRCO on prevalence of LBW. Similarly to infant mortality, LBW varied greatly 
among the various races, with African Americans in Alameda County experiencing the highest 
prevalence of LBW infants-- 11.9 per 1,000 live births, substantially greater than county average 
of 7.1 per 1,000 live births. 
 

 
Figure 29. Prevalence of Infants with Low Birth Weight 

 
Pollution 

 
 Both community health experts and residents discussed the role of pollution, including 
air quality, exposure to pesticides, contaminants often found in sub-standard housing, and 
specifically respiratory issues. One key informant, when discussing the role of pollution in 
asthma, said: 
 

…we hear them say, ‘we’ve never had asthma before *we+ moved here.’ So they tell us 
they think its environmental; we know just as social workers it tends to be poverty when 
you live in substandard housing conditions and you’re exposed to things that other 
people might not be exposed to, like trucking companies that are in your backyard, or 
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planes that fly over, or there are no green trees…that’s interesting when they say to us 
‘we never had it before and all of a sudden we have it’(KI_13). 

 
 Interviews across the different Communities of Concern discussed the various types of 
pollution they felt were issues in particular areas. One person described the refineries and 
diesel trucks in Contra Costa as being major contributors to pollution (KI_12). A focus group 
participant also commented on the effect of heavy traffic, explaining, “We’re right in the 
shadow of the MacArthur Maze, which is one of the most traveled corridors in the entire world” 
(FG_3). An Oakland resident stated, “You come to Oakland and the sky really be black” (FG_18). 
Another community member explained, “West Oakland you know you have all those trucks and 
pollution and East Oakland is other kinds of pollution. Pollution is a problem”(FG_3). Factories 
were also cited as a contributor to respiratory issues, with one focus group participant stating, 
“I would say asthma because a lot of times you live in these communities that have these 
factories around it and they don’t tell you that it affects you especially your children when 
they’re really small” (FG_16). 
 

In 2013, the California Environmental Protection Agency and the Office of 
Environmental Health Hazard Assessment developed the California Communities Environmental 
Health Screening Tool, Version 1 (CalEnviroScreen 1.0). This tool was designed to identify 
California communities that are disproportionately burdened by multiple sources of pollution 
and combines 11 types of pollution and environmental factors to produce a “pollution burden” 
score for each ZIP code in the state ranging between a minimum of 0.1 and a maximum of 10. 
The factors included ozone and PM2.5 concentrations, diesel PM emissions, pesticide use, toxic 
emissions from facilities, traffic density, cleanup sites, impaired water bodies, groundwater 
threats, hazardous wastes facilities and generators, and solid waste sites and facilities. 
 
 A pollution burden score was identified for the CHRCO HSA Communities of Concern 
and is displayed in Figure 30. Each of the Communities of Concern ZIP codes was assigned a 
pollution burden score. The ZIP codes were compared and higher scores are denoted in the 
map below with darker colors, while lower scores are identified with lighter colors. 
 



 
                         Figure 30. Pollution Burden Scores 

 
 As can be seen in Figure 30, the highest pollution burden scores in the CHRCO HSA were 
seen in 94801 (North Richmond, with a score of 6), 94710 (Berkeley Marina, with a score of 6), 
94621 (south Oakland, with a score of 6), 94577 (San Leandro, with a score of 6.2, but not a 
Community of Concern for the purposes of this report), and 94545 (Hayward, with a score of 
5.8).  
 

Health Asset Analysis 
 

Communities require resources in order to maintain and improve their health. These 
include access to health care professionals and community-based organizations. Analysis of 
data indicated that 390 distinct health assets are located in the CHRCO Communities of 
Concern. They include community-based organizations delivering health related services such 
as counseling, educational programs, primary care healthcare facilities including FQHCs and 
free clinics, food closets, homeless shelters, among others (a complete list of these services is 



available in Appendix H). The presence of these organizations presents CHRCO with a unique 
opportunity to enhance community health through increased collaboration and coordination of 
services. 
 

The number of services (over 600) available in the HSA was a finding in itself. Our 
research team felt that this East Bay region had more community assets than any other 
assessments we have conducted in the Northern California area. Both community members 
and key informants discussed the abundance of resources contained in the geographical HSA 
area. As one key informant stated, “The amount of talent and energy in the community and 
activism and the amount of caring people we have is large. There is goodwill and human 
resource that is available and when you tap into it, it is pretty amazing what can happen” 
(KI_5). 

 
With an abundance of resources and no federally designated Health Professional 

Shortage Areas within the CHRCO Communities of Concern, access to care was the second most 
frequently discussed driver of health issues among key informants and focus groups (Appendix 
I). Both the qualitative outcome data and qualitative data stressed a clear lack of access to 
primary, secondary, and preventive care for Community of Concern residents. The percent of 
uninsured residents in the Communities of Concern, mentioned previously in the report, is 
drastically above the established benchmarks. 

 
Additionally, virtually every key informant and focus group participant emphasized the 

need for increased care, even for those covered by Medi-Cal or other insurance. Individuals 
cited reasons ranging from prohibitively long wait times to secure appointments, high co-pays, 
and an inability to secure referrals to specialists. One frustrated individual explained, “I had to 
make an appointment 3 months in advance when I was already ill and I accidentally missed that 
appointment by half an hour and so my next appointment was 2 months later” (FG_23). 
Another person recalled her experiences in trying to get appointments, saying, “All they’re 
going to do is give you numbers, call this person or call that person and you call them and you’re 
pushing buttons. You never get to someone that understands….it’s like me calling if I call the 
doctor’s office I’m pushing buttons and buttons…. I can start from 8:00 in the morning and I 
won’t stop until 5:00 in the afternoon and that’s just trying to get an appointment or trying to 
talk to a doctor. You’re pushing that button and it’s not fair to us and I know they got a lot, 
we’re not the only ones, but they don’t realize that they have people out here that really need 
them”(FG_15). One key informant familiar with such struggles offered the following insight, “if 
you're on Medi-Cal or Medicare it’s often really hard to identify a primary care physician that’s 
taking new clients and that’s willing to manage all of your care. I had a couple clients at my 
other site that have cancer and they send you one place for one thing and then she’s trying to 
apply for Social Security but they’re telling her she needs a primary care to address all of her 
issues rather than a specialist” (KI_1). 
 
 
 
 



Other Findings 
 
Word Count Analysis 
 
 Word count analysis was performed on key informant and focus group interview notes 
and transcripts to identify key themes and salient health issues affecting community residents. 
This content analysis included identification of themes and word count analysis by each theme 
to determine consistencies across all qualitative data (see Appendix I for complete description 
of methodology). 
 

The figures below show results of word count analysis for all qualitative data collected 
with the CHRCO HSA. In each bar chart, the total number of times a major category was 
mentioned is shown as a percent of the total of all major categories that were mentioned in 
response to each specific question. Within each category, each interview source is denoted by a 
uniquely colored segment within the bar, allowing for approximation of the relative number of 
mentions each category received from each source. 
 
1. What are the biggest health issues, conditions, and/or diseases the community or those 
you serve struggle with? (asked at key informant interviews and focus groups)  
 

 
Figure 31. Results of Word Count Analysis: Major Health Issues 

 
 As Figure 31 depicts, mental health issues were by far the most frequently discussed 
health issues among key informants and focus groups, appearing in nearly half of all interviews 



and discussions. This category included conditions such as depression, anxiety, bipolar, 
schizophrenia, stress, and post-traumatic stress disorder. Chronic diseases were the second 
most commonly discussed conditions, including hypertension, high cholesterol heart disease, 
cancer, and stroke. Respiratory conditions such as asthma and chronic obstructive pulmonary 
disease were the third most frequently discussed health issues, followed by dental issues. 
 
2. What do you think is causing these health issues and health conditions you’ve described? 
(asked at key informant interviews and focus groups) 
 

 
                              Figure 32. Results of Word Count Analysis: Causes 

 
 As Figure 32 shows, when asked about the causes of the previously discussed health 
conditions, over 20% of key informants and focus group participants cited nutrition-related 



terms. Discussions about access to care were the next most common, appearing in nearly 20% 
of interviews and focus groups. Poverty was discussed as a contributor to many health 
conditions, ranking third, and was followed by safety, education, and physical activity. 
 
3. Who within your community appears to struggle with these issues the most?(asked at key 
informant interviews) 
 

 
                  Figure 33. Results of Word Count Analysis: Subgroups 

 
 Figure 33 depicts the various subgroups that were discussed when key informants were 
asked about what subgroups appear to struggle most with the previously discussed health 
conditions. By far, youth was the most commonly mentioned subgroup, appearing in nearly 
60% of interviews. Homeless, under- or uninsured, and immigrant populations ranked second, 
third, and fourth, respectively. 
 
Dental Care 
 

As noted above, word count analysis revealed that dental and related health concerns 
were the fourth largest health issue for the HSA (after mental health, chronic diseases, and 
respiratory issues).Countless community members and area professionals stressed that dental 
health concerns were very common. Participants stated that access to dental services is 
extremely limited and preventive screenings are virtually non-existent. Many residents said 
they live with dental pain because they are unable to receive care. A focus group participant 
explained that often the only treatment option is extraction, “I have medical but I don’t have 



dental and that’s a problem because I know, the only plan I know that you can go for dental is if 
you go to Highland and if you go all they will do is like pull your teeth. You can’t get any work 
done, they will just pull your teeth. So you can’t get like fillings or anything they just pull your 
teeth”(FG_11).One community resident shared his account of not being able to obtain dental 
care, stating, “I just had to pull a tooth yesterday myself because I couldn’t have no dental and 
before I wanted to go to Highlands I had to be there by 6:30 and they only take so many people 
so I worked my tooth out until I pulled it out myself” (FG_15). Other residents explained some of 
the consequences that these extractions may create, “You don’t need your two front teeth 
missing when you go to apply for a job when they could be saved if there was a little bit more 
money in the program” (FG_4). 

 
Because dental issues were mentioned with such frequency in the qualitative data, rates 

of ED visits for dental problems were examined. Table 32 shows ED visit and hospitalization 
rates among the Communities of Concern for all ages and by age group for those under 25 
years old. Rates in bold are age group rates that exceed the all-age rate within the specified ZIP 
code. 

 
Table 32: Rates of ED visits for dental issues in all ages and among individuals under age 25 by 
age group (rates per 10,000 population) 

ZIP Code 
ED Dental 

All ages 
ED Dental 

<1 
ED Dental 

1-4 
ED Dental 

5-14 
ED Dental 

15-24 

94541 68.1 138.0 65.7 25.5 70.8 

94544 64.6 106.4 56.2 26.2 69.9 

94545 61.3 63.4 73.5 20.6 50.8 

94578 63.3 96.8 97.4 26.1 72.0 

94579 31.7 66.3 36.8 15.9 32.5 

94580 42.3 144.2 18.2 14.6 88.0 

94587 30.4 83.5 12.5 17.6 25.8 

94601 84.6 148.1 114.5 22.7 86.0 

94603 110.6 125.4 98.5 39.3 111.3 

94605 99.4 77.0 88.8 21.7 113.4 

94606 72.7 130.5 41.5 26.8 90.5 

94607 109.4 109.2 79.0 34.3 98.7 

94608 85.7 126.3 84.3 39.4 66.1 

94609 90.3 60.5 85.3 53.2 76.0 

94612 112.7 193.6 102.7 37.6 124.7 

94621 109.3 152.5 107.2 43.5 109.7 

94702 62.7 0.0 69.0 20.0 67.1 

94703 44.2 0.0 48.5 20.9 29.0 

94710 74.4 0.0 0.0 20.9 42.9 

94801 115.4 248.4 127.8 62.6 89.3 

94804 86.2 109.7 89.4 38.2 84.8 

94805 83.0 76.1 85.9 18.1 184.9 

94806 72.5 167.0 68.9 29.3 65.2 

(Source: OSHPD, 2011) 



 
 The highest all-age rate was seen in 94801, followed by 94612, 94603, and 94621. 
Worth noting is the fact that rates dropped in the 5-14 age category. This is likely because 
infant and toddler teething and gum issues have diminished by age five, and because most 
children have some form of dental coverage. However, rates jump in the 15-24 age category, 
likely because of the lack of available dental services for adults enrolled in Medi-Cal. In 
examining all-age subgroup data, Blacks had the highest rates of ED visits for dental issues, with 
a rate of 166.8, followed by Whites, with a rate of 74.8.  
 
Special Populations 
 

The CHRCO hospital service area is highly diverse. Qualitative and qualitative findings 
confirmed that the area is home to many communities, including the Hispanic, Asian, Afghani, 
youth, and homeless populations. Area experts stressed the need to capture the experiences of 
these groups, as each demonstrates specifically-defined health needs.  
 

According to the Alameda Countywide Homeless Count, 4,178 people were homeless in 
Alameda County in January 201141, and the Oakland-Fremont-San Francisco area was ranked 12 
out of 100 metropolitan areas in the US with the highest homeless rates in 201142. Key 
informants and community members stressed the need for increased care for homeless 
populations in the area. As expected, the care and service needs for the homeless are much 
greater than the general population, as many of their basic needs are not met. As one key 
informant said, “Without the things that come with a home, like a place to rest your head that 
doesn’t leave you exposed to the elements, and a refrigerator, and cabinets to store food (it’s 
difficult)…our health care system and health educations programs, and health-focused things 
are all structured with the assumption that you have a home”(KI_4). The same informant also 
stated, “Housing is an enormous determinant of health status” and “The best thing you can do 
to live a healthy lifestyle is to have a home” (KI_4). While programs for the homeless do exist in 
many of the Communities of Concern, many key informants and focus group participants noted 
that more assistance for the homeless is needed, including improved access to preventive care, 
consistent primary care, and more housing and job placement assistance. 

 
A persistent theme in the qualitative data was the stress of living as an immigrant in the 

area, a term we defined as “immigrant stress.” The East Bay area has a large population of 
immigrants, including Asian, Afghani, and Latino. Key informants and focus groups discussed 
the particular challenges that immigrants face, including difficulty in communicating with 
providers because of language and cultural differences. Others shared how in some cultures, 
females may not feel comfortable visiting a male physician. Also discussed in these populations 
was the trauma that some immigrants have experienced in their lifetimes, stemming from 
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experiences in violent wartime environments or refugee camps. Individuals explained how this 
negatively affects mental health, and that many are uncomfortable and/or unwilling to seek 
assistance or counseling for such issues because of associated stigmas. Another point discussed 
was that any immigrants end up feeling very isolated, in particular females who stay at home 
and are frequently the family member primarily responsible for food and childcare, while the 
males are often gone for much of the day, sometimes working multiple jobs.“We are working 
with a lot of immigrant families that are sometimes feeling very isolated and, you know, as a 
result, you know, it impacts their mental health” (KI_16). Another focus group participant 
described the frustration of having “lost” his career, as in his home country he was a highly-
trained professional, but since arriving in the United States he has not been able to utilize his 
skills and instead has been working low-skill, low-wage jobs (KI_2). He recounted acquaintances 
who were physicians, lawyers, and engineers prior to immigrating, but who were unable to 
practice as such in America, and how this can impact an individual’s sense of self-worth.  

 
By far, youth was the subgroup that key informants discussed most frequently as 

experiencing poor health outcomes (Appendix I). Important to note is that this was not a 
function of this report being produced for CHRCO, as this finding was also reflected across the 
HSAs of the four other hospitals participating in this needs assessment as well. Nearly 60% of 
key informants within the HSA discussed youth in some way (Appendix I).Many key informants 
described how parents’ busy schedules and tight budgets can affect children, 

 
So they often live in crowded conditions, and often the adults in the household have to 
work at many jobs in order to maintain their economic survivability and therefore it 
really matters to them that kids are quiet and you know babies aren’t crying at night, 
toddlers are kind of more sedate actually, because you are in crowded conditions and 
people are tired and so we, you know I see this, I see this whole generation that pacifies 
their children by feeding them, feeding them bottles when they really just want to play, 
not because they are hungry or plopping them in front of the TV in order to entertain 
them because they don’t want to send them out to the street. And so like slowly you end 
up like essentially creating this cohort of people who deal with boredom or whatever by 
wanting to watch TV and eat (KI_20). 

 
Other key informants shared that although children may receiving education about 

nutrition and physical activity, it does not necessarily translate into action. “There are children’s 
drawings all over the walls [...] many of whom are very young know that the broccoli and the 
apples and the tomatoes go in the happy smiley part and the McDonald’s arches and the 
cheeseburger and the pizza and the soda have the big red X through them, but that doesn’t’, *...+ 
knowing that doesn’t change how you eat and what you do on a daily basis” (KI_7). One key 
informant summarized the interplay between the issues of nutrition, safety, and busy 
schedules, saying, “you add that you are afraid to let your kids go out and play and you don’t 
have easy access to healthy food and that you are in a hurry *...+ so all of it is a piece of it” 
(KI_20).  
 
 



Healthcare Workforce: Racial and Ethnic Diversity 
 
 California is a state of great cultural and ethnic diversity. Referred to as a melting pot, 
California is home to various cultural groups with no single race/ethnic group majority. 
However, this diversity is contrasted to disproportional representation of ethnicities in the 
healthcare workforce. This mismatch can pose potential problems with cultural and language 
barriers between health providers and patients. Most evidently, Asians are overrepresented 
whereas Latinos, who make up over one-third of California’s population, make up less than 10% 
of selected healthcare providers. Practically three-quarters of primary care physicians are either 
White or Asian, a trend that is observed in many of the health professions. With the upcoming 
changes in our healthcare system, it is becoming of utmost importance to reduce disparities in 
the healthcare workforce to ensure that all patients seeking healthcare coverage are able to 
comfortably communicate with their healthcare providers to meet their needs. Tables 33 and 
34 show data provided by CHRCO relating to the racial and ethnic makeup of Californians in the 
healthcare field. 
 

Table 33. Healthcare workforce compared to California population 

 (Source: Senate Office of Research & Senate Health Committee, 2012) 
 
Table 34. Racial/ethnic composition of additional healthcare professions in California 

(Source: Senate Office of Research & Senate Health Committee, 2012) 
 

Limitations 
 

Study limitations included difficulties acquiring secondary data and assuring community 
representation via primary data collection. ED visit and hospitalization data used in this 
assessment are markers of prevalence, but do not fully represent the prevalence of a disease in 

Race/Ethnicity CA Population Nurses Physicians Dentists 

White 42% 59% 53% 57% 

African American 6% 4% 3% 3% 

Asian/Pacific Islander 12% 27% 21% 32% 

Latino 37% 8% 5% 7% 

Other 4% 3% 7% 1% 

Health Professions Afr Am Asian Latino White Other Native Am 

Pharmacist  1% 64% 5% 20% 10% 0% 

Pharmacy Technician 22% 1% 34% 20% 13% 10% 

Physical Therapists 3% 17% 8% 47% 25% 1% 

Respiratory Therapists 32% 1% 20% 28% 15% 5% 

Speech Language  1% 8% 12% 59% 18% 1% 

Primary Care 3% 21% 5% 53% 7% N/A 

Psychiatrist 2% 15% 4% 68% 3% N/A 



a given ZIP code. Currently there is no publicly available data set with prevalence markers at the 
sub-county level for the core health conditions examined in this assessment-- heart disease, 
diabetes, hypertension, stroke, and mental health. Similarly, behavioral data sets at the sub-
county level were difficult to obtain and were not available by race and ethnicity. To mitigate 
these weaknesses, primary data were collected, analyzed, and triangulated with secondary 
data.  
 

As is common, assuring that the community voice is thoroughly represented in primary 
data collection was a challenge. Measures were taken to reach out to area organizations for 
recruitment, assuming that the organization represented a Community of Concern 
geographically, racially, ethnically, or culturally. Focus group participants were offered 
incentives such as food and refreshments during the interview. Additionally, data collection of 
health assets in the hospital service areas was challenging. Many organizations were wary of 
providing information to our staff over the phone, resulting in limited data on some assets. 
Further, information on assets such as small community-based organizations was difficult to 
find and catalog in a systemic manner. Lastly, it is important to understand that services and 
resources provided by the listed health assets can change frequently, and this directory serves 
only as a snapshot in time of their offerings. 
 

Conclusion 
 

Public health researchers have helped expand our understanding of community health 
by demonstrating that health outcomes are the result of the interactions of multiple, inter-
related variables such as socio-economic status, individual health behaviors, access to health 
related resources, cultural and societal norms, the built environment, and neighborhood 
characteristics such as crime rate. The results of this assessment help to shine a light on these 
variables that were collected and analyzed to describe the Communities of Concern. 
 

Hospital community benefit managers and personnel can use this expanded 
understanding of community health, along with the results of this assessment to target specific 
interventions and improve health outcomes in some of the area’s more vulnerable 
communities. By knowing where to focus community health improvement plans, i.e. the 
identified Communities of Concern, and the specific conditions and health outcomes 
experienced by their residents, community benefit programs can develop plans to address the 
underlying contributors of negative health outcomes. 
 
 



Appendices 
 

Appendix A: Qualitative Data Summary Table 
 

Theme/Topic Supporting Quote (KI=Key Informant; FG=Focus Group) 

What are the biggest health issues your community struggles with? 

Chronic diseases 

 “A lot of chronic diseases, diabetes, cardiovascular” (KI_20) 

 “diabetes, obesity, overweight, heart disease, etc. we see that a lot and we know the clients that 
we’re serving have all of those risk factors” (KI_3) 

 “Diabetes and high blood pressure and strokes.” (FG_21) 

Obesity 

 “I think the food has a lot to do with it, *...+ we are continually feeding our children what we think to 
be healthy [...] all the different types of meats and things that they’re putting in their bodies and the 
cheese that they’re having so many hormones that girls are getting their periods at age nine and 
their bodies are changing much more rapidly than they should be. I’m seeing 11 year olds that look 
like they could go to a club it’s ridiculous but they can’t control that they’re children but we giving 
them this milk, we giving them this meat, we giving them this bread because we are feeding them 
and I believe the things inside of them are causing cancerous materials. These hormones are having 
heavy effects on our families in different ways not just with the size of the children because not just 
obesity is random in kids but adults as well and I think that food plays a big part, food and drink. The 
caffeine the sugar all of it and how we take it in and how don’t realize how serious it is, that’s what I 
think.” (FG_16) 

 “Across the board I think that we are really struggling as the entire Country is around overweight, 
obesity issues in all populations and it is once again worse in African-Americans and also in Latino 
families.” (KI_7) 

 “There’s no time to cook healthy or go for a walk.” (FG_12)   

 “there are children’s drawings all over the walls and those were part of an art contest for public 
health week and all of these children, many of whom are very young know that the broccoli and the 
apples and the tomatoes go in the happy smiley part and the McDonald’s arches and the 
cheeseburger and the pizza and the soda have the big red X through them, but that doesn’t, so 
knowing that doesn’t change how you eat and what you do on a daily basis.” (KI_7) 

 “So they often live in crowded conditions, and often the adults in the household have to work at 



many jobs in order to maintain their economic survivability and therefore it really matters to them 
that kids are quiet and you know babies aren’t crying at night, toddlers are kind of more sedate 
actually, because you are in crowded conditions and people are tired and so we, you know I see this, 
I see this whole generation that pacifies their children by feeding them, feeding them bottles when 
they really just want to play, not because they are hungry or plopping them in front of the TV in 
order to entertain them because they don’t want to send them out to the street. And so like slowly 
you end up like essentially creating this cohort of people who deal with boredom or whatever by 
wanting to watch TV and eat.” (KI_20) 

 “I see that a lot, especially in my young moms where they can’t afford their own places and so they 
are really always living with some extended relative and they are very conscious of the fact that they 
don’t want their kids to make a lot of noise because they feel like they are on borrowed, they are 
living there on someone else’s graces and so you know a lot of kids that are really, really overweight 
when they are really, really little because the way to quiet them was to pop a bottle in their mouth 
or to feed them a snack or to put them in front of a video game.” (KI_20) 

 “And then you know you add that you are afraid to let your kids go out and play and you don’t have 
easy access to healthy food and that you are in a hurry and are trying to do something that you 
know, so all of it, all of it is a piece of it” (KI_20) 

Mental Health – 
depression, anxiety, 

stress associated with 
being poor  

 One participant shared a common saying in their culture: “depression mother of all the diseases” 
(KI_2) 

 Regarding the stress of raising a family in poverty: “It’s just so much stress. So much stress.” (FG_23)   

 “I think violence outside the home, as well as domestic violence and exposure to violence and fear of 
violence and knowledge of violence is important and is a source of many of these, a contributing 
factor to many of these chronic conditions and that sort of leads me to the whole stress and mental 
health side of things.” (KI_7)  

 “Of course, here in Oakland there is a lot of violence and trauma and I think that affects both the 
mental health of our students and families, as well as the physical health.” (KI_18)    

 “we see more and more need for mental health services among children, which shocks me and 
sometimes preschool kids are suicidal and that’s pretty amazing because usually that’s a teenage 
phenomenon, especially now with teenage boys and some girls, but it’s not usually a young child’s 
phenomenon so I think there’s just a lot of potential for crisis in the lives of young children and of 
course hospitals have to be better equipped” (KI_26) 



Asthma 

 “we have a lot of asthma in our County as well in young children, and some of that has to do with the 
conditions in which our low income population is sort of forced to live near the port and where 
trucking is happening and there’s just, the air quality issues are definitely much more present in low 
income neighborhoods.” (KI_30) 

 “I am from Colombia. Born and raised. I left the country when I was 16 years old. Never in my life 
have I heard of a problem with asthma, you know, there. I have been in this country since 1962 I 
started hearing about asthma later in years. So there is something going on in the air. The more 
pollutants, of course, the worse it is.” (KI_8) 

 “I also think, getting back to asthma again, but income, housing quality, housing environment, 
moisture, mold, ability to rectify things like that in the house is probably a contributing factor and 
then also just the location to the freeway. Where the diesel trucks are.” (KI_7)  

 “I think we deal with high rates of asthma and I think you know, the outdoor environment affects 
that and we see higher rates in West Oakland where they are closer to the highways and the port 
and definitely we know that there’s hazards happening and pollution and our kids, it’s obvious they 
have higher rates of asthma.” (KI_18) 

 …we hear them say, ‘we’ve never had asthma before *we+ moved here.’ So they tell us they think its 
environmental; we know just as social workers it tends to be poverty when you live in substandard 
housing conditions and you’re exposed to things that other people might not be exposed to, like 
trucking companies that are in your backyard, or planes that fly over, or there are no green 
trees…that’s interesting when they say to us ‘we never had it before and all of a sudden we have it.’ 
(KI_13) 

 “I would say asthma because a lot of times you live in these communities that have these factories 
around it and they don’t tell you that it affects you especially your children when they’re really 
small.” (FG_16)  

Substance Abuse 

 “They can’t get no services what’s the best thing they going to do go to the liquor store” (FG_1) 

 “many of those people with mental health problems have a co-occurring disorder to a substance 
abuse disorder” (KI_6) 

 “Living in the environment that we are in. The poverty. As far as the drugs surrounding us and at 
every corner there’s an alcohol/liquor store. You know, we just can’t get above water because 
they’re still playing the race card, so that’s enough to keep you down, especially when you got a 
family and you can’t take care of them.” (FG_21) 



Dental 

 “I have medical but I don’t have dental and that’s a problem because I know, the only plan I know 
that I know that you can go for dental is if you go to Highland and if you go all they will do is like pull 
your teeth. You can’t get any work done they will just pull your teeth. So you can’t get like fillings or 
anything they just pull your teeth.” (FG_11)  

 “I just had to pull a tooth yesterday myself because I couldn’t have no dental and before I wanted to 
go to Highlands I had to be there by 6:30 and they only take so many people so I worked my tooth 
out until I pulled it out myself.” (FG_15)  

 “You don’t need your two front teeth missing when you go to apply for a job when they could be 
saved if there was a little bit more money in the program.” (FG_4)  

 “Everybody is afraid to go to the dentist because even if you say, I think it’s this tooth and it’s in the 
pan the next thing. They don’t say let’s fill it, let’s see what we can do.” (FG_4) 

Who within your community appears to struggle with these issues the most? 

Low income populations 

 “if you don’t have adequate childcare folks can’t get out and go to work and pull themselves out of 
poverty if they don’t have somebody to watch the kids” ( KI_3) 

 “They don’t qualify *if+ they’re working and they’re working in those jobs that keep a roof over their 
head barely, they don’t have insurance so they’re not taking care of themselves so a lot its that 
vicious cycle. If there’s a word for me its poverty that’s the symptom and that’s the commonality.” 
(KI_7) 

 “I think the income disparities create inconsistencies and I think inconsistencies make it hard to lead 
a healthy lifestyle because you don’t have routines you can rely on, you don’t have resources you can 
rely on consistently, and I think it makes the economics even worse because you tend to spend 
money, spend your few resources well how some might say unwisely, because you don’t have the 
consistency” (KI_7) 

 “there’s a lot of community members who have been in entrenched poverty for so long that for 
generations they decide that having a primary care doctor is just not anyone in the family has know 
and so it’s just a very fundamentally different place of starting” (KI_3) 

Youth 

 “the subgroup in our community that appears to struggle the most with these issues are frankly the 
young people who are at the lower end of the social economic ladder.” (KI_29) 

 “So you know, and foster youth, so you take gay, foster and person of color and you have got a 
pretty much of a high stress load just walking out the door in the morning and that’s everybody we 



work with so within that group I don’t know that. I mean I think probably the more, the youth who 
might actually have a biological mental health component are going to definitely have a harder 
struggle” (KI_5) 

Homeless 

 “Without the things that come with a home like a place to rest your head that leaves you not 
exposed to the elements and a refrigerator and cabinets to store food and things like that it’s kind of 
weird to think about well what can I do to improve that persons help?” (KI_4) 

 “People who are homeless are more likely to be victims of crimes than perpetrators of crimes and it’s 
an enormous risk factor for victimization so yes we see lots of assault victims, we see people who are 
victims of theft all the time they’re sitting outside there’s no place to store their stuff *...+ so they’re 
really subject to a lot of violence and a lot of crime.” (KI_4) 

 “it’s pretty clear to us that the relationship between homelessness and lack of access to healthcare 
has become more pronounced as time goes”( KI_1) 

Immigrants, including 
undocumented, Hispanic, 

Afghan, Asian 

 “we are working with a lot of immigrant families that are sometimes feeling very isolated and, you 
know, as a result, you know, it impacts their mental health” (KI_16) 

 “once you disconnect yourself there’s a lot of emotional tension, you are concerned more about 
people you left behind, you are concerned more about not being familiar with the system here, you 
think you are completely isolated and looked upon down instead of somebody help you. It’s 
particularly the English language, so as soon as you open your mouth you are careful not to say 
something wrong because people think you are dumb. That itself is a negative thought, it just eats 
you on a daily basis. So the ability of learning the language, to conquer the English language is a big 
deal because it resolve all your issues and then, and then get to know the system and then 
transportation so, and that ends up in isolation and the depression gets you, loneliness gets you” 
(KI_2) 

 “the refugee camps *...+ people witnessed kids are dying, lack of medication, [...] then you bring all 
those things here and hoping that you are in good hands, but all those things keep haunting you” 
(FG_2) 

 “and then you end up in Alameda County and waiting in line for food stamps and then you see 
different stuff like how long am I going to stay in this line. I used to be a teacher back home. I used to 
be this, all these things get to you. This is not something that she is here because she is not happy, in 
fact we are very grateful to be here, like your summers we can’t believe, every opportunity is 
available just waiting to move on, you can only move on if you only get a little bit of help, just one 



step and then the next is going to be you have to take it.” (FG_2) 

 “That’s another additional depression, so the disconnect with the family and family you know in 
every part of the world and we happen to be very family oriented community, like everybody is 
around mom and dad. Even married people lived in their parent’s house and then the disconnect of 
the war, refugee camps. I think these are the foundation of the depression and the anxiety.” (FG_2) 

 “Also like think a lot of Vietnamese folks have like posttraumatic stress disorder from like war, but 
most are not diagnosed along with Cambodians” (FG_21) 

 “in Afghan culture *...+ food is very delicious but so unhealthy.” (KI_9) 

 Regarding opportunities for immigrants: “I have been here longer and I knock many doors and there 
are so many disappointments and there’s a lot of people they want to help you, they even empty 
their pocket, but it doesn’t have to be that. There has to be resources, there has to be way that you 
can go ahead and knock the right door and get the right help.” (FG_2) 

 “the Cantonese speaking communities, there’s some Hmong, Vietnamese communities sort of 
clustered around the San Antonio area of Oakland. That tends to be very visible when you look at 
health disparities.” (KI_14) 

African Americans 
 “In the African-American population we have also a lot of obesity, hypertension” (KI_20) 

 “in particular African-American men who have chronic diseases, their health outcomes are really off 
the scale, around hypertension undiagnosed and uncontrolled.” (KI_6) 

Latino  “in the Latino community we have a really high, a higher penetration of diabetes and obesity” (KI_20) 

What are some challenges you and/or your community face in staying health? 

Lack of culturally 
competent providers 

 “I think part of what people struggle with is you know the very baseline access to care, you know and 
do they have health insurance or not or can they afford the visit and when they go are they treated 
in a culturally appropriate way and what’s the relationship with the medical provider and if someone 
has a really negative, you know they are dismissed if they are, if their concerns are dismissed that 
that becomes a factor for them that’s not, you know this diagnosable issues but it’s something that is 
really a barrier to them engaging in the healthcare system. So to me when I thought about what are 
the struggles for people it’s not always the illness, sometimes it’s the system.”  (KI_7)  

 “Sometimes the medical personnel is very rude or they tend to be a bit racist and they would treat us 
differently because either we don’t have a medical insurance or papers” (FG_9) 

 “There’s a barrier in terms of the waiting time, there’s also barriers in terms of process and level to 
which people feel welcomed for who they are, for what languages they speak, for what they look 



like, for how they come in for care.” (KI_7) 

Lack of providers taking 
Medi-Cal 

 “if you're on Medi-Cal or Medicare its often really hard to identify a primary care physician that’s 
taking new clients and that’s willing to manage all of your care. I had a couple clients at my other site 
that have cancer and they send you one place for one thing and then she’s trying to apply for social 
security but they’re telling her she needs a primary care to address all of her issues rather than a 
specialist.” (KI_1) 

Lack of specialty care  

 “one of the really big problems that we have sort of specialty care services in general for folks who 
are in either transitional shelters or emergency shelters or housing.” (KI_4) 

 “We have a difficult time getting access to specialty care when patients have Medi-Cal, but when 
they have absolutely no source of care, I mean no source of coverage it’s nearly impossible. So our 
uninsured and then specifically the undocumented community it’s really hard to find services for 
them outside of our four walls.” (KI_20) 

Lack of dental services  “we see a lot of unmet dental needs, oral health needs” (KI_7) 

Lack of mental health 
services 

 “there’s not a whole lot of support for people who have mental health issues, especially how to get 
the care that they need or for them to know what is appropriate way to navigate through the health 
system.” (KI_6) 

 “Somebody told me you can’t afford to be depressed, you have to have money to be depressed.” 
(FG_4) 

 “Young kids who are depressed…I am pretty sure that *name of hospital+ doesn’t work with kids 
under 12 who have a mental health issue. And so where do they go?” (KI_24) 

Lack of substance abuse 
services 

 “when I was an alcoholic *...+ I wanted to go into a place, I have called so many different programs 
and they would not, oh $1000, $3000 so how am I supposed to get help?” (FG_1)  

 “I honestly truly believe that we need more drug, free drug rehabilitation classes because that would 
give people the opportunity to really look into theirselves and want to do better for theirselves.” 
(FG_1) 

Lack of access to primary 
care physicians, high 

physician turnover, long 
wait times for 
appointments 

 I have high blood pressure and do not have health coverage to get the care I need (FG_14) 

 “There’s a lot of turnover with the primaries there and a couple of my clients at the other site have 
had so much problem because they just get established with one that person leaves, they have to 
start and get another.” (FG_1) 

 “It took me a year and a half with a primary care doctor to get a physical” (FG_4) 

Limited access to  “An important thing to know is that for people who don’t have a lot of money to spend on food 



affordable, healthy foods nutritious food can often seem out of reach so it’s in some cases it’s not available in the 
neighborhoods [...] The six boxes of macaroni and cheese can be cheaper than a couple of bell 
peppers so nutritious food and fresh produce can be a challenge.” (KI_3) 

 “that they go buy canned food or frozen food because it’s cheaper” (FG_2) 

 “The produce at the supermarket or the market sometimes is not fresh.” (FG_3) 

 “I know of one particular area in Hayward that they have small mom and pop kind of little 
convenience stores but they don’t have a Safeway, those kinds of things where people might be able 
to get access to a bigger variety of food if you will and so as a result they are either fast food or they 
are not getting the fresh vegetables and so forth.” (KI_23) 

 “But the cost, the cost of the, of fresh produce is still more expensive than just eating a whole lot of 
other ways and finding the time to do it, to prepare it or even having access to the materials to 
prepare it. I mean some people are living in single rooms that don’t have sinks and stoves and 
everything so all they do is cook on a microwave so.”  

 “the nutritional foods that really have high value, again, even in a very political area like you know 
Berkeley and Oakland, the foods are terribly expensive. *...+ tomatoes, you know, I’m not going to 
spend a dollar for a tomato, I just don’t do it.” (FG_21) 

Food insecurity 

 “we have children that are so concerned about feeding their brothers and sisters and they’re five 
years old and they’re not eating.” (KI_3) 

 “our communities have seen an uptick of ‘middle class people’ accessing food banks.” (KI_24) 

 “Do you know how many people wake up in the morning and don't really eat in the morning. They 
don't see their first meal until 2 o'clock in the afternoon? That effects your thinking the morning. If 
you don't know where your next meal is going to come from, you can't think positive, or to have the 
strength to be cheerful.” (FG_11)  

 “households with children particularly very young children are more likely to see adults actually 
skipping meals and they’re more likely to stay at that very low food security where it’s not just they 
might not know where their next meal is coming from but that they’re actually going without food.” 
(KI_3)  

 “You have to cook the food that’s filling but filling food isn’t always nutrition food, you know what I 
mean. You have a lot of people to feed and it’s not always nutrition, but it’s something to keep you 
from being hungry.” (FG_5)    

Violence, Trauma  “I think that the primary health condition for young people in this neighborhood is violence. I think 



that when you are in a community where young people 13 to 24 is our service population are never 
healthier than they are in that age range and the leading cause of death for them is homicide that 
you have to put homicide at the top of the list as a health outcome” (KI_29) 

 “these communities who are constantly exposed to violence have these issues that they’re not even 
really aware of and the impact that its having on the young people that live in those communities” 
(KI_12) 

 “We’re constantly amazed when we look at how many folks have had some sort of domestic violence 
and even more shocking is when we look at adults how many have been victims of sexual violence at 
some point in their life.” (KI_1) 

 “I don’t think there’s a youth that we work with that hasn’t experienced multiple traumas from 
physical abuse to ongoing sexual abuse, to being prostituted as a young child to seeing numbers of 
people killed, shot, murdered, taken away by police [...] the effects of that both on their mental 
health and on their physical health are pretty profound.” (KI_5) 

 “Our county receives anywhere from 8000 to 10000 domestic violence calls annually and FBI stats 
say that only 1 in 10 people report” (KI_24) 

 “we have had four deaths within our population of young girls between Christmas and now that 
were shot to death, some of them within blocks of this clinic and I have one currently in the hospital 
who is now a quadriplegic because she was shot while she was covering her 6-year-old daughter [...] 
the increase in the violence that now is victimizing not just boys, but also the girls. Both are horrible” 
(KI_20) 

 “Domestic violence actually is a pretty big subcategory of reason for homelessness particularly 
amongst that gender group we were talking about before, single mothers with children.” (KI_1) 

  “many of the girls have been commercially sexually exploited, sometimes since a very young age so 
the understanding of boundaries around how to say no, where’s an unsafe place to be, who is an 
unsafe person, it’s not even really a formed concept. (KI_5) 

Personal Safety 

 “many of our youth, especially the young black boys don’t think they are going to live even long 
enough to graduate high school, because they have seen so many die, or they know of so many 
deaths. So there’s a hopelessness and a sort of like why bother that comes over them. It’s like if I am 
only going to live a couple more years why should I bother spending time in school or why should I 
bother whatever. And out of that comes kind of an impulsivity about oh so let’s go do this and let’s 



go do that and then finding themselves in fairly dangerous situations, locations, whatever.” (KI_5) 

 “we have a problem in Union City, the problem of gangs and drugs and so on. Graffiti.” (KI_8) 

 “there are a lot of gangs that have been identified in this area so a lot of community violence.” 
(KI_16) 

 “it is not uncommon to have a lockdown here. There is a police chase and they are chasing, you 
know, the suspect through the school and we go into lockdown.” (KI_16) 

 “always been in an area that has a fair amount of crime around it, but the crimes are just kind of 
more daring and in broad daylight. So we have had staff members who were like going from one 
building to another *...+ who were held up on the way.” (KI_20) 

 “it’s mothers not wanting their kids to go out and play because of violence and they are right, so they 
don’t want their kids playing soccer on the street in the evening, because they are worried that they 
are going to get shot by a drive by and they are right. So then where do they go to play?” (KI_20)  

 “If we walk, we worry about safety. A lot of senior people, they are carrying heavy things, and they 
are robbed. They robbed me twice. They say, give me money or I will shoot you. It’s very scary.” 
(FG_21)   

 “biking or walking to school would be a way to get more physical activity and there are students who 
do that and I don’t know what the data looks like, but the majority don’t and I think it’s a variety of 
reasons. I think safety is definitely one of them. Like they just live somewhere where there’s no 
sidewalks or like they would have to cross some crazy street to get to school or they live far away 
from their school and so they are just not able to do that.” (KI_18) 

Transportation issues 

 “we employed over the summer and collected more than 1,000 surveys of bus riders about how they 
felt about bus rapid transit [...] it is not safe for young women, necessarily at the bus stop. That the 
bus is late. That it makes you late to work.” (KI_29) 

 “that bus exchange is one of the most dangerous places in the city despite the fact that there is a 
police substation there. So, for instance, a year and a half ago, 2 years ago there was a news crew 
out there filming some story and they just happened to have been there to film a story and shots 
rang out because there is always a shooting.” (KI_29) 

 “when we open we had *...+ students *...+  come visit us and so all the kids got on the bus to come 
here and they got, at the bus exchange, another group of kids got on the bus and said, “We are going 
to rob, we are going to check (they call it pocket check), we are going to pocket check all of you all,” 
and actually in front of the adults, the two teachers, pat, patted everybody’s pockets and robbed all 



of the children on the bus on the way here. And then we soothed them and we told them that we 
were really sorry that that happened and they got robbed again on the way back in front of the 
police substation.”  (KI_29) 

Navigating health and 
social service systems 

 Regarding available navigation assistance: “we are having a hard time getting young people to use 
the service because if they are not in a crisis it doesn’t seem like a priority.” (KI_29) 

 “All they’re going to do is give you numbers, call this person or call that person and you call them and 
you’re pushing buttons. You never get to someone that understands it’s like me calling if call the 
doctor’s office I’m pushing buttons and buttons I can start from 8:00 in the morning and I won’t stop 
until 5:00 in the afternoon and that’s just trying to get an appointment or trying to talk to a doctor 
you’re pushing that button and it’s not fair to us and I know they got a lot we’re not the only ones 
but they don’t realize that they have people out here that really need them.” (FG_15) 

Accessibility and 
affordability of 

convenience stores and 
fast food 

 “many times people can’t get into places where they can get fresh food and the only thing they have 
access to is a corner grocery store or liquor store” (FG_3) and “the physical environment looks 
disinvested. You have got nail shops and liquor stores. Lots of corner stores.” (KI_18)   

 “inconsistent zoning on part of the city because ___ you’ll find more liquor stores and more 
allowances for people to have liquor stores and sell things that will hurt more people can be self 
destructive than to have these other kinds of stores and I think if people are going to have those 
liquor stores that there ought to be some kind of requirement that they have a big fresh fruit section 
because most of the places have liquor and junk food and pop munchies kind of stuff.” (FG_3) 

Lack of places to exercise 

 “There is no green space in our tract, our census tract, so the physical environment is a manifestation 
of the disinvestment in the same way that the behaviors of the young people are a manifestation of 
the disinvestment.” (KI_29) 

 “if you looked at a map there are a fair number of parks in a lot of these neighborhoods, if you went 
to the parks it’s a very different thing. If it’s a place that’s mainly filled with dealers it’s not probably 
a safe choice for families to take their kids to go play.” (KI_3)  

 “Q: What about for younger kids are there like parks or places for them to play? A: Yeah. A: Yeah. A: 
Dangerous parks. A: I won’t even go to the parks.” (FG_29)  

 “It’s shocking how many neighborhoods don’t have sidewalks, loose dogs on the street, lack of 
animal control, high crime, illegal activities, and many parks are unsafe.” (KI_29) 

 “Yeah certainly there’s a lack of safe places to play sports and things like that. People make an effort 
anyways but sometimes you hear about bad things that happen and yeah.” (FG_21) 



 “this community here where I live there is not enough open space and parks for children to exercise 
and play. I think there is a park here on 42nd street and there’s not another one for at least another 
10-15 blocks so the kids have to play in the street.” (FG_3) 

 “I live close to the park and when we first got there in the morning I used to get there early because 
later on in the afternoons is filled with older kids or guys and you can always smell the marijuana. So 
then, I don’t feel safe taking my little girl to go to play at the park and there seems to be a lot of 
adults around and it doesn’t feel like a kid-friendly environment” (FG_9) 

Poor air quality 

 “We’re right in the shadow of the MacArthur Maze, which is one of the most traveled corridors in 
the entire world.” (FG_3) 

 “You come to Oakland and the sky really be black.” (FG_18)   

 “West Oakland you know you have all those trucks and pollution and East Oakland is other kinds of 
pollution. Pollution is a problem.” (FG_3). 

Cost of healthcare and 
medications 

 “One of my prescriptions, for Abilify, I just got the prescription today and I’m thinking that my 
current health insurance covered it, right, but find out it doesn’t. Now, that’s $820. For one month.” 
(FG_23) 

 “I’m a working mom of three kids. *...+ I have Kaiser for my kids and myself and they take $615 out of 
my check every month, so I barely have enough to survive the rest of the month. [...] and then when I 
go for visits it’s a $25 copay. So it’s just really stressful.” (FG_23) 

 “I am giving them half my paycheck in order for me to go see the doctor for him to prescribe the 
medication, for me to pay for the medication. Then I pay my rent, what am I going to eat?  So I am 
hungry, I am in pain.” (FG_11) 

What does the community have that helps improve or maintain health? 
*responses are just a sampling of those provided 

Free or low cost medical 
clinics 

 such as LifeLong Medical Care, Tiburcio Vasquez, La Clinica, Newark Wellness Center, Asian Health 
Services, Berkeley Free Clinic 

Family resource centers 
 such as Davis Street Family Resource Center, Hawthorne Family Resource Center, Fremont Family 

Resource Center 

Food distribution sites   such as food banks, faith based programs, Centro de Servicios, South Hayward Parish 

Mobile healthcare vans  such as Washington on Wheels van, Healthcare for the Homeless van 

Farmers markets  

Resources for the  such as Berkeley Food & Housing, Abode Services 



homeless or those in 
transition 

Youth-focused 
organizations and 

programs 
 such as Kidango, Youth Uprising, First 5, Head Start 

School-based health and 
nutrition programs 

 such as free or reduced cost lunch programs, health clinics on site, health and nutrition education, 
immunization clinics 

Other organizations with 
a wide range of services 

 after school programs, navigation assistance for healthcare and social services systems, ESL 
programs, job placement assistance, housing assistance, senior centers 

Government programs  WIC, CalFresh/SNAP 

Of all those you noted above, what is the biggest thing needed to improve the overall health of the community? 
What ideas do you have for the hospital systems to improve the health of the community? 

Education on health and 
nutrition 

 “There’s a lot of interest in this community in health education and nutrition.” (KI_3) 

 “Maybe having meetings like this and dietician and doctor tell how to eat the right foods and how to 
do exercise to stay healthy. Forget about the junk foods. It’s possible to have gatherings like this be 
nice, they can educate everybody.” (FG_21) 

More focus on 
prevention and disease 

management 

 “…we really need more workshops for prevention in all areas like for HIV, early detection of breast 
cancer, for the prostate, for cholesterol, for high blood pressure, mental health, domestic violence, 
etc.” (FG_10) 

 “She wants to learn how to handle it *daughter’s asthma+ so she doesn’t have to run again to the 
hospital and that would be a parenting class.” (FG_9) 

 “it actually behooves all of us to figure out how to, how the primary care folks and the hospital folks 
and the public health folks can appropriately channel some resources to that much more upstream 
realm of prevention.” (KI_7) 

 “There are also a lot of things that the parents could do in terms of just knowing what the asthma 
triggers are and there are a few things, the Asthma Start program the Public Health Department is 
actually really great at helping parents identify the triggers in their house, in their homes. Smoking 
cessation, so sort of the exposure to secondhand smoke or even secondhand from, a secondhand 
jacket, a jacket someone was wearing while they were smoking outside. So there are lots of things 
that behavior change could also affect kid’s asthma or things that trigger their asthma. I think that 



being on a proper medication or sort of more paying attention to what their asthma treatment plan 
is and following through on that that is really helpful.” (KI_14)  

More face-to-face time 
with providers willing to 

listen 

 “…sometimes you only have 20 minutes if you are lucky to spend with the doctor, and you have to 
make sure you take care of everything in those 20 minutes” (FG_10). 

More partnership and 
collaboration 

 “…we are all looking to figure out how we partner with each other better, and more effectively and 
efficiently” (KI_20) 

 “I would strongly encourage that the hospitals utilize their position in the community to help 
facilitate and foster collaboration…and that they bring their expertise, their financial resources, as 
well as their services and their facilities as resources that could contribute to some of the complex 
issues that are just bigger than any one of us” (KI_17) 

 “But I think ultimately coordination is what changes a place.” (KI_29) 

 “we probably could have stronger partnerships with the school district, just sort of knowledge what 
each other’s programs are and I am sure they are seeing a lot of the same students that we are 
working with so more communication around programming and maybe  like partnering together on 
funding and things like that to influence some of the issues that I brought that I am sure are the same 
issues that staff at hospitals are interested in as well.” (KI_18) 

More community 
involvement (of hospitals 

and of the community 
itself) 

 “They need to know who is in the community” (KI_8) 

 “They need to know about their community. Come out of the walls, do some work with the 
community…they should interface, integrate, know more about what is going on in the community” 
(KI_26). 

 “I believe that it is very important for us to have the initiative to be part of chats or meetings when 
we get invited to like you are doing here today because many times we are busy or we need to tend 
to our families and we can’t come because of our other obligations, right? But I feel that it is very 
important to participate and share this type of information with you because this could be very 
beneficial for us as well and not only to us, but for our families and for our community. So this is a 
way in which we can contribute with our input and do something about our issues” (FG_7) 

 “We also really are trying to include our families even in our planning process so if we are going to 
plan a program we should see what students and families thinks of it before we go ahead and 
implement it.” (KI_18) 

 “I think it’s very challenging and obviously it’s not easy, oh next year you know, but that really 



becoming a piece of the community as opposed to a resource in the community.” (KI_7) 

 “until the hospital really becomes a component and engages in the community at the community 
level that that barrier is going to remain.” (KI_7) 

More focus on non-
prescription treatments 

for conditions 

 “I wish that we could be more educated on other remedies besides the medicines that the doctor 
prescribes.” (FG_23) 

More access to free or 
low cost dental services 

 “it’s like the best that they ever offer right now is free extractions, I mean why would you have to 
wait that long to get your teeth pulled. If they should be doing anything for you it would be to help 
prevent your teeth getting to the point where it needs to be extracted.” (FG_5) 

More access to mental 
health and substance 

abuse treatment services 

 “I honestly truly believe that we need more drug, free drug rehabilitation classes because that would 
give people the opportunity to really look into theirselves and want to do better for theirself” (FG_1)  

More effective outreach 
about available programs 

and services 

 “I think what the problem is also is the information given out. If they have it, it might be just a 
certain, they put something out but it doesn’t really get all the way out to where people can know 
about it.” (FG_4) 

 “more communication from people that are providing services to reach the general population.” 
(FG_4) 

 



Appendix B:Data Dictionary and Processing 
 
Introduction 
The secondary data supporting the 2013 Community Health Needs Assessment was collected 
from a variety of sources, and was processed in multiple stages before it was used for analysis. 
This document details those various stages. It begins with a description of the approaches used 
to define ZIP code boundaries, and the approaches that were used to integrate records 
reported for PO boxes into the analysis. General data sources are then listed, followed by a 
description of the basic processing steps applied to most variables. It concludes by detailing 
additional specific processing steps used to generate a subset of more complicated indicators. 
 
ZIP Code Definitions 
All health outcome variables collected in this analysis are reported by patient mailing ZIP codes. 
ZIP codes are defined by the US Postal Service as a physical location (such as a PO box), or a set 
of roads along which addresses are located. The roads that comprise such a ZIP code may not 
form contiguous areas. These definitions do not match the approach of the US Census Bureau, 
which is the main source of population and demographic information in the US. Instead of 
measuring the population along a collection of roads, the Census reports population figures for 
distinct, contiguous areas. In an attempt to support the analysis of ZIP code data, the Census 
Bureau created ZIP Code Tabulation Areas (ZCTAs). ZCTAs are created by identifying the 
dominant ZIP code for addresses in a given block (the smallest unit of census data available), 
and then grouping blocks with the same dominant ZIP code into a corresponding ZCTA. The 
creation of ZCTAs allows us to identify population figures that, in combination the health 
outcome data reported at the ZIP code level, enabling us to calculate rates for each ZCTA. But 
the difference in the definition between mailing ZIP codes and ZCTAs has two important 
implications for analyses of ZIP level data. 
 
First, it should be understood that ZCTAs are approximate representations of ZIP codes, rather 
than exact matches. While this is not ideal, it is nevertheless the nature of the data being 
analyzed. Secondly, not all ZIP codes have corresponding ZCTAs. Some PO box ZIP codes or 
other unique ZIP codes (such as a ZIP code assigned to a single facility) may not have enough 
addressees residing in a given census block to ever result in the creation of a ZCTA. But 
residents whose mailing addresses correspond to these ZIP codes will still show up in reported 
health outcome data. This means that rates cannot be calculated for these ZIP codes 
individually because there are no matching ZCTA population figures. 
 
In order to incorporate these patients into the analysis, the point location (latitude and 
longitude) of all ZIP codes in California (Datasheer, L.L.C., 2012) were compared to the 2010 
ZCTA boundaries (U.S. Census Bureau, 2011). All ZIP codes (whether PO box or unique ZIP code) 
that were not included in the ZCTA dataset were identified. These ZIP codes were then assigned 
to either the ZCTA that they fell inside of, or in the case of rural areas that are not completely 
covered by ZCTAs, the ZCTA to which they were closest. Health outcome information associated 
with these PO box or unique ZIP codes were then assigned added to the ZCTAs to which they 
were assigned. 



 
For example, 95609 is a PO box located in Carmichael. 95609 is not represented by a ZCTA, but 
it does have patient data reported as outcome variables. Through the process identified above, 
it was found that 95609 is located within 95608, which does have an associated ZCTA. Health 
outcome data for ZIP codes 95608 and 95609 were therefore assigned to ZCTA 95608, and used 
to calculate rates. 
 
Data Sources 
Secondary data were collected in three main categories: demographic information, health 
outcome data, and behavioral and environmental data. Table B1 below lists demographic 
variables collected from the US Census Bureau, and lists the geographic level at which they 
were collected. These demographic variables were collected at the census block, tract, ZCTA, 
and state levels. Census blocks are roughly equivalent to city blocks in urban areas, and tracts 
are roughly equivalent to neighborhoods. Table B2 lists demographic variables at the ZIP code 
level obtained from 2011 American Community Survey 5-year estimates, with the exception of 
uninsured, which was obtained from Truven Health Analytics, 2011. 
 
 
Table B1. Demographic Variables Collected from the US Census Bureau (U.S. Census Bureau, 
2013a; U.S. Census Bureau, 2013b) 

Variable Name Definition Geographic Level Source 

Asian Population Hispanic or Latino and Race, 
Not Hispanic or Latino, Asian 
alone 

Tract 2010 American 
Community Survey 5 Year 
Estimates Table DP05 

Black Population Hispanic or Latino and Race, 
Not Hispanic or Latino, Black or 
African American alone 

Tract 2010 American 
Community Survey 5 Year 
Estimates Table DP05 

Hispanic Population Hispanic or Latino and Race, 
Hispanic or Latino (of any race) 

Tract 2010 American 
Community Survey 5 Year 
Estimates Table DP05 

Native American 
Population 

Hispanic or Latino and Race, 
Not Hispanic or Latino, 
American Indian and Alaska 
Native alone 

Tract 2010 American 
Community Survey 5 Year 
Estimates Table DP05 

Pacific Islander 
Population 

Hispanic or Latino and Race, 
Not Hispanic or Latino, Native 
Hawaiian and Other Pacific 
Islander alone 

Tract 2010 American 
Community Survey 5 Year 
Estimates Table DP05 

White Population Hispanic or Latino and Race, 
Not Hispanic or Latino, White 
alone 

Tract 2010 American 
Community Survey 5 Year 
Estimates Table DP05 

Total Households Total households Tract 2010 American 
Community Survey 5 Year 
Estimates Table S1101 

Married Married-couple family Tract 2010 American 



Variable Name Definition Geographic Level Source 

Households household Community Survey 5 Year 
Estimates Table S1101 

Single Female 
Headed 
Households 

Female householder, no 
husband present, family 
household 

Tract 2010 American 
Community Survey 5 Year 
Estimates Table S1101 

Single Male Headed  Male householder, no wife 
present, family household 

Tract 2010 American 
Community Survey 5 Year 
Estimates Table S1101 

Non-Family 
Households 

Nonfamily household Tract 2010 American 
Community Survey 5 Year 
Estimates Table S1101 

Population in 
Poverty (Under 
100% Federal 
Poverty Level) 

Total poverty under .50; .50 to 
.99 

Tract 2010 American 
Community Survey 5 Year 
Estimates Table C17002 

Population in 
Poverty (Under 
125% Federal 
Poverty Level) 

Total poverty under .50; .50 to 
.99; 1.00 to 1.24 

Tract 2010 American 
Community Survey 5 Year 
Estimates Table C17002 

Population in 
Poverty (Under 
200% Federal 
Poverty Level) 

Total poverty under .50; .50 to 
.99; 1.00 to 1.24; 1.25 to 1.49; 
1.50 to 1.84; 1.85 to 1.99 

Tract 2010 American 
Community Survey 5 Year 
Estimates Table C17002 

Population by Age 
Group: 
 0-4, 5-14, 15-24, 
25-34, 35-44, 45-
54, 55-64, 65-74, 
75-84, and 85 and 
over 

Total Population by Age Group Tract 2010 American 
Community Survey 5 Year 
Estimates Table DP05 

Total Population Total Population Tract 2010 American 
Community Survey 5 Year 
Estimates Table DP05 

Total Population Total Population Block 2010 Census Summary 
File 1 Table P1 

Asian/Pacific 
Islander Population 

Total Population, One Race, 
Asian, Not Hispanic or Latino; 
Total Population, One Race, 
Native Hawaiian and Other 
Pacific Islander, Not Hispanic or 
Latino 

ZCTA, State 2010 Census Summary 
File 1 Table QTP14 

Black Population Total Population, One Race, 
Black or African American, Not 
Hispanic or Latino 

ZCTA, State 2010 Census Summary 
File 1 Table QTP14 

Hispanic Population Total Population, Hispanic or 
Latino (of any race) 

ZCTA, State 2010 Census Summary 
File 1 Table QTP3 



Variable Name Definition Geographic Level Source 

Native American 
Population 

Total Population, One Race, 
American Indian and Alaska 
Native, Not Hispanic or Latino 

ZCTA, State 2010 Census Summary 
File 1 Table QTP14 

White Population Total Population, Once Race, 
White, Not Hispanic or Latino 

ZCTA, State 2010 Census Summary 
File 1 Table QTP14 

Male Population Total Male Population ZCTA, State 2010 Census Summary 
File 1 Table PCT12 

Female Population Total Female Population ZCTA, State 2010 Census Summary 
File 1 Table PCT12 

Population by Age 
Group: 
Under 1, 1-4, 5-14, 
15-24, 25-34, 35-
44, 45-54, 55-64, 
65-74, 75-84, and 
85 and over 

Total Male and Female 
Population by Age Group 

ZCTA, State 2010 Census Summary 
File 1 Table PCT12 

Total Population Total Population ZCTA, State 2010 Census Summary 
File 1 Table PCT12 

 
Table B2. ZIP Demographic Information (Uninsured variable from Truven Health Analytics, 2011; 
all others from 2011 American Community Survey 5-year estimates) 
 

Variable 

Percent Households 65 years or Older In Poverty 
Percent Families with Children in Poverty 
Percent Single Female Headed Households in Poverty 
Percent Population 25 or Older Without a High School Diploma 
Percent Non-White or Hispanic Population 
Population 5 Years or Older Who Speak Limited English 
Percent Unemployed 
Percent Uninsured 
Percent Renter Occupied Households 

 
Collected health outcome data included the number of emergency department (ED) discharges, 
hospital (H) discharges, and mortalities associated with a number of conditions. ED and H 
discharge data for 2011 were obtained from the Office of Statewide Health Planning and 
Development (OSHPD). Table B3 lists the specific variables collected by ZIP code. These values 
report the total number of ED or H discharges that listed the corresponding ICD9 code as either 
a primary or any secondary diagnosis, or a principal or other E-code, as the case may be. In 
addition to reporting the total number of discharges associated with the specified codes per ZIP 
code, these data were also broken down by sex (male and female), age (under 1 year; 1 to 4 
years; 5 to 14 years; 15 to 24 years; 25 to 34 years; 35 to 44 years; 45 to 54 years; 55 to 64 
years 65 to 74 years; 75 to 84 years; and 85 years or older), and normalized race and ethnicity 



(Hispanic of any race, non-Hispanic White, non-Hispanic Black, non-Hispanic Asian or Pacific 
Islander, non-Hispanic Native American). 
 
Table B3. 2011 OSHPD Hospitalization and Emergency Department Discharge Data by ZIP code  

Category Variable Name ICD9/E-Codes 

Chronic Disease Diabetes 250 

Heart Disease 410-417, 428, 440, 443, 444, 
445, 452 

Hypertension 401-405 

Stroke 430-436, 438 

Respiratory Asthma 493-494 

Chronic Obstructive Pulmonary Disease (COPD) 490-496 

Mental Health Mental Health 290, 293-298, 301-302, 310-311 

Mental Health, Substance Abuse 291-292, 303-305 

Injuries43 Unintentional Injury E800-E869, E880-E929 

Assault E960-E969, E999.1 

Self Inflicted Injury E950-E959 

Accidents E814, E826 

Cancer Breast Cancer 174, 175 

Colorectal Cancer 153, 154 

Lung Cancer 162, 163 

Prostate Cancer 185 

Other Indicators Hip Fractures 820 

Tuberculosis 010-018, 137 

HIV 042-044 

STDs 042-044, 090-099, 054.1, 079.4 

Oral cavity/dental 520-529 

West Nile Virus 066.4 

Acute Respiratory Infections 460-466  

Urinary Tract Infections (UTI) 599.0 

Complications related to pregnancy 640-649 
 

 
Mortality data, along with the total number of live births, for each ZIP code in 2010 were 
collected from the California Department of Public Health (CDPH). The specific variables 
collected are defined in Table B4. The majority of these variables were used to calculate specific 
rates of mortality for 2010. A smaller group was used to calculate more complex indicators of 
wellbeing. To increase the stability of these more complex measures, rates were calculated 
using values from 2006 to 2010. These variables include the total number of live births, total 
number of infant deaths (ages under 1 year), and all cause mortality by age. Table B4 
consequently also lists the years for which each variable was collected.  
 

                                                      
43 ICD9 code definitions for the unintentional injury, self-inflicted injury, and assault variables 
were based on definitions given by the Centers for Disease Control and Prevention (CDC, 2011) 



Table B4. CDPH Birth and Mortality Data by ZIP Code 

Variable Name ICD10 Code Years Collected 

Total Deaths  2010 
Male Deaths  2010 
Female Deaths  2010 
Population by Age Group: 
Under 1, 1-4, 5-14, 15-24, 25-34, 
35-44, 45-54, 55-64, 65-74, 75-
84, and 85 and over 

 2006-2010 

Diseases of the Heart I00-I09,  I11,  I13,  I20-I51  2010 
Malignant Neoplasms (Cancer) C00-C97  2010 
Cerebrovascular Disease (Stroke) I60-I69  2010 
Chronic Lower Respiratory 
Disease 

J40-J47  2010 

Alzheimer’s Disease G30  2010 
Unintentional Injuries 
(Accidents) 

V01-X59,  Y85-Y86  2010 

Diabetes Mellitus E10-E14  2010 
Influenza and Pneumonia J09-J18  2010 
Chronic Liver Disease and 
Cirrhosis 

K70,  K73-K74  2010 

Intentional Self Harm (Suicide) U03,  X60-X84,  Y87.0  2010 
Essential Hypertension & 
Hypertensive Renal Disease 

I10,  I12, I15  2010 

Nephritis, Nephrotic Syndrome 
and Nephrosis 

N00-N07, N17-N19, N25-N27  2010 

All Other Causes Residual Codes   2010 
Total Births  2006-2010 
Births with Infant Birthweight 
Under 1500 Grams, 1500-2499 
Grams 

 2006-2010 

 
Behavioral and environmental data were collected from a variety of sources, and at various 
geographic levels. Table B5 lists the sources of these variables, and lists the geographic level at 
which they were reported. 



Table B5. Behavioral and Environmental Variable Sources 

Category Variable Year Definition Reporting 
Unit 

Data Source 

Healthy 
Eating/ Active 
Living 

Overweight and 
Obese 

2009 Percent of population with self-
reported height and weight 
corresponding to overweight or 
obese BMIs (BMI greater than 25) 

ZIP Code CHIS/Healthycity.org 
 

5 a day Fruit and 
Vegetable 
Consumption  

2003-2005 Percent of population age 5 and 
over consuming five servings of fruit 
and vegetables a day 

ZIP Code CHIS/Healthycity.org 
 

Modified Retail Food 
Environment Index 
(mRFEI) 

2011 (Data 
from 2008 
and 2009) 

Represents the percentage of all 
area food outlets that are 
considered healthy 

Tract Centers for Disease Control 
and Prevention, Division of 
Nutrition, Physical Activity, 
and Obesity, 
http://www.cdc.gov/obesity
/downloads/2_16_mrfei_da
ta_table.xls 

Food Deserts 2013 USDA defined food desert tracts Tract Food Access Research Atlas, 
USDA Economic Research 
Service, 
http://www.ers.usda.gov/da
ta-products/food-access-
research-atlas/download-
the-data.aspx 

Certified Farmers 
Markets 

2012 Physical location of certified farmers 
markets 

Location http://www.cafarmersmark
ets.com/ 

Parks 2010 U.S. parks, includes local, county, 
regional, state, and national parks 
and forests 

 Esri 

http://www.cdc.gov/obesity/downloads/2_16_mrfei_data_table.xls
http://www.cdc.gov/obesity/downloads/2_16_mrfei_data_table.xls
http://www.cdc.gov/obesity/downloads/2_16_mrfei_data_table.xls
http://www.ers.usda.gov/data-products/food-access-research-atlas/download-the-data.aspx
http://www.ers.usda.gov/data-products/food-access-research-atlas/download-the-data.aspx
http://www.ers.usda.gov/data-products/food-access-research-atlas/download-the-data.aspx
http://www.ers.usda.gov/data-products/food-access-research-atlas/download-the-data.aspx
http://www.cafarmersmarkets.com/
http://www.cafarmersmarkets.com/


Category Variable Year Definition Reporting 
Unit 

Data Source 

Safe Physical 
Environment 

Crime 2010 Major crimes (Homicide, Forcible 
Rape, Robbery, Aggravated Assault, 
Burglary, Motor Vehicle theft, 
Larceny, Arson) 

Municipality/ 
Jurisdiction 

State of California 
Department of Justice, 
Office of the Attorney 
General 
(http://oag.ca.gov/crime/cjs
c-stats/2010/table11) 

Traffic Accidents 
Resulting in Fatalities 

2010 Locations of traffic accidents 
resulting in fatalities 

Location National Highway 
Transportation Safety 
Administration 

Other 
Indicators 

Health Professional 
Shortage Areas 
(Primary Care) 

2013 Federally designated primary care 
health professional shortage areas, 
which may be defined based on 
geographic areas or distributions of 
people in specific demographic 
groups 

 US Dept. of Health and 
Human Services Health 
Resources and Services 
Administration Data 
Warehouse Feature Service 
(HDW_Mapping); 
http://ims.hrsa.gov 

Pollution Burden 2013 Composite index of pollution based 
on multiple sources (traffic, air, 
point source, water bodies, ground 
water, pesticides, solid waste, 
hazardous waste) 

ZIP Code California Environmental 
Protection Agency 
CalEnviroScreen 1.0; 
http://www.calepa.ca.gov/E
nvJustice/ 

 Alcohol Availability 2013 Number of active off-sale retail 
liquor licenses 

ZIP Code California Department of 
Alcoholic Beverage Control 

 

http://oag.ca.gov/crime/cjsc-stats/2010/table11
http://oag.ca.gov/crime/cjsc-stats/2010/table11
http://oag.ca.gov/crime/cjsc-stats/2010/table11
http://ims.hrsa.gov/
http://www.calepa.ca.gov/EnvJustice/
http://www.calepa.ca.gov/EnvJustice/


 



General Processing Steps 
 
Rate Smoothing 
All OSHPD, as well as all single-year CDPH, variables were collected for all ZIP codes in 
California. The CDPH datasets included separate categories that included either patients who 
did not report any ZIP code, or patients from ZIP codes whose number of cases fell below a 
minimum level. These patients were removed from the analysis. As described above, patient 
records in ZIP codes not represented by ZCTAs were added to those ZIP codes corresponding to 
the ZCTAs that they fell inside or were closest to. The next step in the analysis process was to 
calculate rates for each of these variables. However, rather than calculating raw rates, empirical 
Bayes smoothed rates (EBR) were created for all variables possible (Anselin, 2003). Smoothed 
rates are considered preferable to raw rates for two main reasons. First, the small population of 
many ZCTAs, particularly those in rural areas, meant that the rates calculated for these areas 
would be unstable. This problem is sometimes referred to as the small number problem. 
Empirical Bayes smoothing seeks to address this issue by adjusting the calculated rate for areas 
with small populations so that they more closely resemble the mean rate for the entire study 
area. The amount of this adjustment is greater in areas with smaller populations, and less in 
areas with larger populations. 
 
Because the EBR were created for all ZCTAs in the state, ZCTAs with small populations that may 
have unstable high rates had their rates “shrunk” to more closely match the overall variable 
rate for ZCTAs in the entire state. This adjustment can be substantial for ZCTAs with very small 
populations. The difference between raw rates and EBR in ZCTAs with very large populations, 
on the other hand, is negligible. In this way, the stable rates in large population ZIP codes are 
preserved, and the unstable rates in smaller population ZIP codes are shrunk to more closely 
match the state norm. While this may not entirely resolve the small number problem in all 
cases, it does make the comparison of the resulting rates more appropriate. Because the rate 
for each ZCTA is adjusted to some degree by the EBR process, it also has a secondary benefit of 
better preserving the privacy of patients within the ZCTAs.  
 
EBR were calculated for each variable using the appropriate base population figure reported for 
ZCTAs in the 2010 census: overall EBR for ZCTAs were calculated using total population; and 
sex, age, and normalized race/ethnicity EBR were calculated using the appropriate 
corresponding population stratification. EBR were calculated for every overall variable, but 
could not be calculated for certain of the stratified variables. In these cases, raw rates were 
used instead. The final rates in either case for H, ED, and the basic mortality variables were then 
multiplied by 10,000, so that the final rates represent H or ED discharges, or deaths, per 10,000 
people. 
 
Age Adjustment 
The additional step of age adjustment (Klein & Schoenborn, 2001) was performed on the all-
cause mortality variable as well as four OSHPD reported ED and H conditions: diabetes, heart 
disease, hypertension, and stroke. Because the occurrence of these conditions varies as a 
function of the age of the population, differences in the age structure between ZCTAs could 



obscure the true nature of the variation in their patterns. For example, it would not be unusual 
for a ZCTA with an older population to have a higher rate of ED visits for stroke than a ZCTA 
with a younger population. In order to accurately compare the experience of ED visits for stroke 
between these two populations, the age profile of the ZCTA needs to be accounted for. Age 
adjusting the rates allows for this to occur. 
 
To age adjust these variables, we first calculated age stratified rates by dividing the number of 
occurrences for each age category by the population for that category in each ZCTA. Age 
stratified EBR were used whenever possible. Each age stratified rate was then multiplied by a 
coefficient that gives the proportion of California’s total population that was made up by that 
age group as reported in the 2010 Census. The resulting values are then summed and 
multiplied by 10,000 to create age adjusted rates per 10,000 people. 

 
OSHPD Benchmark Rates 
A final step was to obtain or generate benchmark rates to compare the ZCTA level rates to. 
Benchmarks for all OSHPD variables were calculated at the HSA, county, and state levels by: 
first, assigning given ZIP codes to each level of analysis (HAS, county, or state); second, 
summing the total number of cases and relevant population for all ZCTAs for each HSA, county, 
or the state; and finally, dividing the total number of cases by the relevant population. 
Benchmarks for CDPH variables were obtained from two sources. County and state rates were 
found in the County Health Status Profiles 2010 (California Department of Public Health, 2012). 
Healthy People 2020 rates (U.S. Deparment of Health and Human Services, 2012) were also 
used as benchmarks for mortality data. 
 
Additional Well-Being Variables 
Further processing was also required for the two additional mortality based well-being 
variables-- infant mortality rate and life expectancy at birth. To develop more stable estimates 
of the true value of these variables, their calculation was based on data reported by CDPH for 
the years from 2006-2010. Because both ZIP code and ZCTAs can vary through time, the first 
step in this analysis was to determine which ZIP codes and ZCTAs endured through the entire 
time period, and which were either newly added or removed. This was done by first comparing 
ZIP code boundaries from 2007 (GeoLytics, Inc., 2008) to 2010 ZCTA boundaries. The 
boundaries of ZIP codes/ZCTAs that existed in both time periods were compared. While minor 
to more substantial changes in boundaries did occur in some areas, values reported in various 
years for a given ZIP code/ZCTA were taken as comparable. In a few instances, ZIP codes/ZCTAs 
that were included in the 2010 ZCTA dataset were not included in the 2007 ZIP code list, or vice 
versa. The creation date for these ZIP codes were confirmed using an online resource 
(Datasheer, L.L.C., 2013), and if these were created part way through the 2006 – 2010 time 
period, the ZIP code/ZCTA from which the new ZIP codes were created were identified. The 
values for these newly created ZIP codes were then added to the values of the ZIP code from 
which they were created. This meant that in the end, rates were only calculated for those ZIP 
codes/ZCTAs that existed throughout the entire time period, and that values reported for 
patients in newly created ZIP codes contributed to the rates for the Zip Code/ZCTA from which 
their ZIP codes were created. 



 
Processing for Specific Variables 
Additional processing was needed to create the tract vulnerability index, the additional well 
being variables, and some of the behavioral and environmental variables. 
 
Tract Vulnerability Index 
The tract vulnerability index was calculated using five tract level demographic variables 
calculated from the 2010 American Community Survey 5 Year Estimates data: the percent non-
White or Hispanic population, percent single parent households, percent of population below 
125% of the Federal Poverty Level, the percent population younger than 5 years, and the 
percent population 65 years or older.  
 
These variables were selected because of their theoretical and observed relationships to 
conditions related to poor health. The percent non-White or Hispanic population was included 
because this group is traditionally considered to experience greater problems in accessing 
health services, and experiences a disproportionate burden of negative health outcomes. The 
percent of households headed by single parents was included, since the structure of 
households in this group leads to a greater risk of poverty and other health instability issues. 
The percent of population below 125% of the federal poverty level was included because this is 
a standard level used for qualification for many state and federally funded health and social 
support programs. Age groups under 5 years old and 65 and older were included because these 
groups are considered to be at a higher risk for varying negative health outcomes. The under 5 
years group includes those at higher risk for infant mortality and unintentional injuries. The 65 
and over group experiences higher risk for conditions positively correlated with age, most of 
which include the conditions examined in this assessment: heart disease, stroke, diabetes, and 
hypertension, among others. 
 
 Each input variable was scaled so that it ranged from 0 to 1 (the tract with the lowest value on 
a given variable received a value of 0, and the tract with the highest value received a 1; tracts 
with values between the minimum and maximum received some corresponding value less than 
1). The values for these variables were then added together to create the final index. This 
meant that final index values could potentially range from 0 to 5, with higher index values 
representing areas that had higher proportions of each population group. 
 
Well Being Variables 
 
Infant Mortality Rate 
Infant mortality rate reports the number of infant deaths per 1,000 live births. It was calculated 
by dividing the number of deaths for those with ages below 1 from 2006-2010 by the total 
number of live births for the same time period (smoothed to EBR), and multiplying the result by 
1,000. 
 
Life Expectancy at Birth 



Life expectancy at birth values are reported in years, and were derived from period life tables 
created in the statistical software program R (R Development Core Team, 2009) using the 
Human Ecology, Evolution, and Health Lab’s (2009) example period life table function. This 
function was modified to calculate life tables for each ZCTA, and to allow the life table to be 
calculated from submitted age stratified mortality rates. The age stratified mortality rates were 
calculated for each ZIP code by dividing the total number of deaths in a given age category from 
2006-2010 by five times the ZCTA population for that age group in 2010 (smoothed to EBR). The 
age group population was multiplied by five to match the five years of mortality data that were 
used to derive the rates. Multiple years were used to increase the stability of the estimates. In 
contexts such as these, the population for the central year (in this case, 2008) is usually used as 
the denominator. 2010 populations were used because they were actual census counts, as 
opposed to the estimates that were available for 2008. It was felt that the dramatic changes in 
the housing market that occurred during this time period reduced the reliability of 2008 
population estimates, and so the 2010 population figures were preferred. 
 
Environmental and Behavioral Variables 
The majority of environmental and behavioral variables were obtained from existing credible 
sources. The reader is encouraged to review the documentation for those variables, available 
from their sources, for their particulars. Two variables, however, were created specifically for 
this analysis: alcohol availability and park access. 
 
Alcohol Availability 
The alcohol availability variable gives the number of active off-sale liquor licenses per 10,000 
residents in each ZCTA. The number of liquor licenses per ZCTA was obtained from the 
California Department of Alcoholic Beverage Control. This value was divided by the 2010 ZCTA 
population, and multiplied by 10,000 to create the final rate. 
 
Park Access 
The park access variable reports the percent of the population residing in each census tract that 
lives in a census block that is within ½ mile of a park. Esri’s U.S. Parks data set (Esri, 2009) which 
includes the location of local, county, regional, state, and national parks and forests, was used 
to determine park locations. Blocks within ½ mile of parks were identified, and the percentage 
of population residing in these blocks for each tract was determined. 
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Appendix C:Key Informant List 
 

Name & Title  Agency  Area of Expertise Date 

Louis Chicoine, Executive Director  Abode Services Homeless population 3/13/2013 

Mark Friedman, CEO 
Chris Hwang, Evaluation & Technology 
Administrator 

First 5 - Alameda Children and families 1/28/2013 

Marsha Vaughn, Clinical Director, 
Community Based Services 

Bay Area Youth Center 
Foster care, mental health 
services and youth services 

3/30/2013 

Dr. Janet Berreman, MD, MPH, Director of 
Public Health, Health Officer  
Kate Clayton, MPH, Health Promotion, 
Chief 
Tasha Tervalon, MSW, Program Support, 
Chief 
Lyn Dailey, BSN, PHN, Family Health Chief  
Jose Ducos, MD, MPH, 
Epidemiologist/Manager  

Berkeley Public Health  
Public health, community 
health 

4/8/2013 

Jaime Jaramillo, Executive Director, 
Joaquin Almaguer, Board Member 

Centro de Servicios Family services 3/27/2013 

Darlene Fujii, Senior Manager  
Alameda County Public 
Health Department 
Nutrition Services 

Nutrition, physical activity 1/10/2013 

Rose Padilla-Johnson, Executive Director  
Davis Street Family 
Resource Center  

Family services, community 
health, dental, mental health 
services 

1/10/2013 

Olis Simmons, President & CEO                             
Carol Dorham-Kelly, Health & Wellness 
Director  

Youth Uprising Oakland youth 3/29/2013 



Name & Title  Agency  Area of Expertise Date 

Dr. Zettie Page, Interim CEO  
BethshebaOrero, Planner HIV and 
Women's Health                   
Amy O'Callaghan, Planner, Community 
Health Programs 

Tri City Health Center 
Community health, health 
education 

3/26/2013 

Carlos Londono, Director of Programs 
Tiburcio Vasquez 
Health Center 

Community health, health 
education 

2/1/2013 

Michelle Oppen, Program Manager, 
Coordinated School Health  

Health & Wellness 
Oakland Unified School 
District  

Public school system health & 
wellness 

3/22/2013 

Shirley Sisk, Executive Director  LOV Newark 
Volunteer coordination, 
recreation programming 

3/13/2013 

Brenda Goldstein, Psychological Systems 
Director  

LifeLongMedical Care 
Public health, community 
health 

3/22/2013 

Paul Miller, Executive Director  Kidango 
Early education, child 
development services, family 
services 

3/26/2013 

Allison Delgado, Program Director  
Hawthorne Family 
Resource Center  

Health education, nutrition 
education, family services 

4/9/2013 

Karen Grimsich, Administrator for Aging & 
Family Services                                            
Suzanne Shenfil, Director of Human 
Services Department  

City of Fremont Human 
Services Department  

Social services, seniors, 
community health 

3/8/2013 

Judy Schwartz, Administrator 
City of Fremont Human 
Services Department, 
Family Resource Center  

Family services, social services 3/8/2013 

Judy Jones, Hospital Outreach Manager  First 5 - Alameda 

Pre- and post-natal education 
in areas of nutrition, literacy 
and early language, smoking 
cessation 

3/29/2013 



Name & Title  Agency  Area of Expertise Date 

Rodney Clark, Executive Director  SAVE Domestic violence 4/23/2013 

Suzan Bateson, Executive Director                       
Allison Pratt, Director of Policy & Services           
Justine Kaplan, Director of Food Agency & 
Nutrition 

Alameda County 
Community Food Bank 

Food access, nutrition 5/2/2013 

Sutter Community Benefit Team  
Alta Bates Summit 
Medical Center  

Community health 10/25/2012 

David Korth, Neighborhood Services 
Manager  

Hayward Neighborhood 
Services 

Community organizer 5/1/2013 

Jane Garcia, CEO                                            
Patricia Zayas, Chief Medical Officer  

La Clinica 
Community health, medical 
care 

4/29/2013 

MariellenFaria, Chief Nursing Officer  San Leandro Hospital 
Community health, primary 
care, medical care 

3/13/2013 

Terrie Light, Executive Director  
Sonia Sajja, Healthcare Coordinator                    

Berkeley Food and 
Housing 

Homeless population 5/6/2013 

SafiaAlocozy, Health Manager  
Child, Family & 
Community Services, 
Inc 

Children and families, 
nutrition, Persian 
communities 

4/24/2013 

Dr.Damon Francis 
Alameda County Public 
Health Department 

Homeless population 4/24/2013 

Dr. KadeerHalimi, Emergency Department 
Physician 

Washington Hospital  Emergency medicine 5/15/2013 

Wanda Session, Assistant to Health 
Services Director  

Contra Costa Health 
Services 

Community health, social 
services 

6/19/2013 



Appendix D:Key Informant Interview Protocol 
 
Project Objective 
 In order to provide necessary information for sponsoring hospital’s community benefit plans… 

For each Hospital Service Area (HSA), identify communities and specific groups within 
these communities experiencing health disparities, especially as these disparities relate 
to chronic disease, and further identify contributing factors that create both barriers 
and opportunities these populations to live healthier lives 

 
Objective #1: To understand the predominant health issues in a HSA and the experiences of 
residents experiencing such health issues. 
Question #1: What are the biggest health issues, conditions, and/or diseases the community or 
those you serve struggle with?   

Probes:  

 Diabetes, high blood pressure, heart disease, cancer 

 Mental Health or substance abuse 

 Other issues, including those that are emerging that often go undetected 
 
Question #2: Who [which specific sub-group(s)] within the community appear(s) to struggle 
with these issues the most?  

Probes:  

 How do you know, what leads you to make this conclusion? 

 Describe race/ethnic makeup of HSA to KI if needed 
o Subgroups within the larger categories 

 Where in the community do these groups live? 

 Describe family status of HSA to KI if needed 

 Describe the socio-economic status of the HSA to KI if needed 

 Describe the overall vulnerability of the HSA to KI if needed 
 
Objective #2: In reference to the health outcomes mentioned above, determine influences of 
both the individual and community environment (physical structure and living conditions):  
Question #3: What do you think is causing these health issues and health conditions you’ve 
described? 

1. Individual behavior 

 Activities or behaviors of specific groups  

 Dietary behaviors 

 Attitudes and beliefs  

 Cultural or community norms or beliefs in the community around what it 
is to be “healthy” 

 Stress and anxiety 

 Physical activity, exercise 
2. Physical Environment (Physical structure and Living conditions)  

 Aspect of the built environment 



 Sidewalks 

 building structures 

 transportation routes 

 Places to engage in activity  

 Perception of safety  

 Lack of places to exercise 

 Access to health foods 

 Access to preventative services, access to basic healthcare 

  
Objective 3: Determine opportunities and solutions for living healthy in the community.  
Question #4: What does the community have that helps improve or maintain health?  

 
Probes:  

 Shifting social and community norms and beliefs 

 Public health awareness 

 Opportunities to exercise 

 Access to fresh produce, healthier diet 

 Areas for families to gather 

 Sense of community safety 

 Access to preventative services, access to basic healthcare 

 Access to policy makers and local elected officials 
 
Questions #5: Of all those you noted above, what is the biggest thing needed to improve the 
overall health of the community? 
 

Probes:  

 Policies?  

 Partnerships? 

 Economic growth? 

 Physical environment 
 
Question #6: What do the hospital systems need to know about the community?  What ideas 
do you have for the hospital systems to improve the health of the community? 
 
Question #7: What else does our team need to know about the community that hasn’t already 
been addressed? 
 



Appendix E:Focus Group List 
 

Location  Date Participants Ages Demographic Information  Insurance  

Abode - Concord 
House  

6/26/2013 8 40s 
Caucasian, African American, 
Hispanic/Latino, low income  

Government program, 
uninsured  

Abode - Main St. 
Village  

7/18/2013 8 
30s-
50s 

Caucasian, African American, 
Hispanic/Latino, Asian, low income  

Government program, 
uninsured  

Afghan Coalition                   5/23/2013 8 
30s-
50s 

Asian 
Government program, 
uninsured 

Berkeley Food & 
Housing Homeless 

Men                          
5/28/2013 15 

20s-
60s 

Caucasian, African American, low income Uninsured 

Berkeley Food & 
Housing Homeless 

Women 
5/30/2013 15 

30s-
40s 

Caucasian, African American, 
Hispanic/Latino, More than one race 

Uninsured 

Centro De Servicios 6/19/2013 13 40s Hispanic/Latino 
Government program, 
commercial insurance, 
uninsured  

Church of the Good 
Shepherd 

6/26/2013 15 40s Caucasian, African American  Uninsured  

Davis Street               
Family Resource 

Center  
7/5/2013 20 40s 

Caucasian, African American, 
Hispanic/Latino, Asian 

Government program, 
commercial insurance, 
uninsured  

Eldridge Elementary  6/10/2013 13 
30s-
40s 

African American, Hispanic/Latino 
Government program, 
uninsured 

Greenleaf Elementary  6/10/2013 14 30s Hispanic/Latino 
Government program, 
uninsured  

Family Bridges 8/14/2013 10 
60s-
70s 

Asian 
Government program, 
commercial insurance  



Location  Date Participants Ages Demographic Information  Insurance  

Harbor House  8/1/2013 10 40s Asian 
Government program, 
uninsured  

Hawthorne FRC 5/28/2013 19 
20s-
30s 

Hispanic/Latino 
Government program, 
uninsured  

Heart2Heart 8/12/2013 27 50s Caucasian, African American  
Government program, 
commercial insurance  

La Familia 6/21/2013 25 
30s-
40s 

Hispanic/Latino Uninsured 

Lifelong 6/25/2013 15 
20s-
60s 

African American, Hispanic/Latino 
Government program, 
uninsured 

Lorin Eden Elementary  6/21/2013 13 
30s-
40s 

Caucasian, African American, 
Hispanic/Latino, Asian, More than one 
race 

Government program, 
commercial insurance, 
uninsured  

Oakland First 5 6/14/2013 11 
20s-
50s 

Hispanic/Latino, Asian 
Government program, 
uninsured  

Richmond First 5  6/28/2013 8 
20s-
30s 

African American, Hispanic/Latino Government program 

South Hayward Parish 6/26/2013 5 30s Hispanic/Latino, Native American, Asian  Government program 

WIC East Oakland  6/20/2013 5 
20s-
30s 

African American  
Government program, 
commercial insurance, 
uninsured  

WIC East Oakland  6/20/2013 3 30s African American, Hispanic/Latino Government program 

Youth Uprising 6/28/2013 10 20s African American  Government program 

 



Appendix F:Focus Group Interview Protocol 
 

East Bay CHNA Focus Group Interview Guide 
CHNA 2013 

 
Estimated Demographic Make-up of Group: 

Date of Focus Group: Location: Conducted by: 

Total # of participants: # male: # female: 

Total number of participants by 
race/ethnicity: 
_____ Caucasian 
_____ Caucasian – Slavic 
_____ African American 
_____ Hispanic/Latino 
_____ Native American 
_____ Asian 
_____ More than one race 

Total number of participants by 
insurance status: 
_____ no coverage at all 
_____ gov’t program 
_____ commercial ins 

Estimate average age of all 
participants: 

 
Introductory language for the 2013 CHNA and the role of focus groups 

As you may know, the State of California requires nonprofit hospitals to conduct 
community health needs assessments every three years, and to use the results of these to 
develop community benefit plans, or how each hospital will invest resources into the 
community to improve overall health. Now the Federal government through the Affordable 
Care Act has imposed the same requirement on nonprofit hospitals throughout the United 
States. Valley Vision is the organization leading the CHNA for sponsoring nonprofit hospitals 
that include Children’s Hospital & Research Center Oakland, Sutter Health, St. Rose, and 
Washington Hospital. Valley Vision is a nonprofit community betterment consulting firm, and I 
am [state your relationship to Valley Vision, i.e., employee, contractor, volunteer, etc.] 
conducting interviews to gather important information to use in the CHNA. You have been 
identified as an individual with extensive and important knowledge that can help us get a clear 
picture of the health of [name of specific community, group, condition, or other]. 

I have several important questions I’d like to ask over the next hour or so. Please feel 
free to respond openly and candidly to every question. I want to record our interview so that I 
can be sure I capture everything you say. We will transcribe the recording and analyze the 
transcriptions of this and similar interviews in order to paint a complete picture of health of 
[name of specific community, group, condition, etc.]. This interview is confidential, however, 
we may use quotes from the transcription in the writing of our final report, but the quotes will 
not be attributed directly to you. 

Before we get going I also want to ask you to sign an informed consent stating your 
agreement to participate in this interview, and giving me permission to record and use the 
recording in the larger needs assessment [introduce informed consent form and get signed 
before beginning interview]. 
If needed, begin by stating the project’s objective….. 



 
Project Objective 
 In order to provide necessary information for sponsoring hospital’s community benefit plans… 

For each Health Service Area (HSA), identify communities and specific groups within 
these communities experiencing health disparities, especially as these disparities relate 
to chronic disease, and further identify contributing factors that create both barriers 
and opportunities these populations to live healthier lives 

 
Objective #1: To understand the predominant health issues in a HSA. 
 
Question #1: What are the biggest health issues, conditions, and/or diseases you or your family 
struggles with?   

Probes:  

 Diabetes, high blood pressure, heart disease, cancer 

 Mental Health or substance abuse 

 Other issues, including those that are emerging that often go undetected 
 
Objective #2: In reference to the health outcomes mentioned above, determine influences of 
both the individual and community environment (physical structure and living conditions).  
 
Question #2: What do you think is causing these health issues and health conditions you’ve 
described? 

3.  Individual behavior 

 Activities or behaviors of specific groups  

 Dietary behaviors 

 Attitudes and beliefs  

 Cultural or community norms or beliefs in the community around what it 
is to be “healthy” 

 Stress and anxiety 

 Physical activity, exercise 
4. Physical Environment (Physical structure and Living conditions)  

 Aspect of the built environment 

 Sidewalks 

 building structures 

 transportation routes 

 Places to engage in activity  

 Perception of safety  

 Lack of places to exercise 

 Access to health foods 

 Access to preventative services, access to basic healthcare 
 
 
 



Objective #3: Determine opportunities and solutions for living healthy in the community. 
 
Question #3: What does your community have that helps you improve or maintain your health?  

Probes:  

 Shifting social and community norms and beliefs 

 Public health awareness 

 Opportunities to exercise 

 Access to fresh produce, healthier diet 

 Areas for families to gather 

 Sense of community safety 

 Access to preventative services, access to basic healthcare 

 Access to policy makers and local elected officials 
 
Questions #4: Of all those you noted above, what is the biggest thing needed to improve the 
overall health of your community? 
 Probes:  

 Policies?  

 Partnerships? 

 Economic growth? 

 Physical environment 
 
Question #5: What do the hospital systems need to know about your community?  What ideas 
do you have for the hospital systems to improve the health of your community? 
 
Question #6: What else does our team need to know about your community that hasn’t already 
been addressed? 
 



Appendix G:Health Needs Table 
 

Health Driver Clarifying Information  
Associated Health 

Outcome(s) 
Supporting Data 

Lack of access to quality primary 
care services 

 Difficult for both the uninsured and 
those insured under government 
programs such as Medi-Cal 

 Particularly difficult for 
undocumented 

 Long wait times for appointments 

 Patients often feel rushed by 
physicians, unable to voice their 
concerns and ask questions 

 Eligibility for coverage can be 
confusing and can change frequently 

 Concerns over lack of cultural-
sensitive primary care in an area with 
numerous and very diverse cultures 

 Lack of discussion about nutrition, 
physical activity, and non-prescription 
medication alternatives 

 Physician turnover; difficult to 
establish a consistent relationship 

 Chronic diseases 

 Asthma, COPD 

 Mental health 

 Substance abuse 

 Obesity 

 Qualitative 

  % uninsured 

 Health assets 

 ED visit rates for chronic 
diseases, asthma, COPD, mental 
health, substance abuse 

 % overweight 

 % obese 

 Fruit/vegetable consumption 

Lack of access to mental health 
services 

 Abundance of life stressors (e.g.- 
employment, cost of housing, food 
security, violence, transportation, 
medical issues and coverage) 

 Lack of available services and 
providers 

 Few programs to address prevention 
of poor mental health- crisis 
treatment 

 Mental health 

 Substance abuse  

 Qualitative 

 ED visits & hospitalizations for 
mental health, substance abuse, 
self-injury 

 Suicide mortality 

 Crime rates 

 Health assets 
 



Health Driver Clarifying Information  
Associated Health 

Outcome(s) 
Supporting Data 

Lack of access to affordable 
healthy food, abundance of fast & 
convenience foods, food insecurity 

 Healthy food is more expensive 

 Cooking healthy requires knowledge 
of how to cook healthy  

 Cooking healthy requires more time 

 Not all areas have stores with healthy 
foods 

 Sometimes produce is of poor quality 

 Fast food is cheap and quick 

 Often struggle just to put food on the 
table, let alone healthy food 

 Chronic diseases 

 Obesity 

 Qualitative 

 Fruit/vegetable consumption 

 mRFEI 

 Farmers’ markets 

 % obese 

 % overweight 

 Liquor store density 

Safety as a health issue  Exposure to gangs, drugs, violence, 
domestic violence, sexual assault 

 Increasing violence among youth 

 Elderly as targets 

 Fear of being outside 

 Mental health 

 Substance abuse 

 Obesity 

 Chronic diseases 

 Qualitative 

 ED visits & hospitalizations for 
assault, mental health, self-
injury substance abuse 

 Suicide mortality 

 Crime rates 

 % obese 

 % overweight 

Poverty as a health issue  Lack of access to basic needs such as 
food and housing affect physical and 
mental wellbeing 

 Health sometimes not seen as a 
priority as opposed to food, housing, 
transportation 

 Inability to pay for healthcare, 
medications 

 Generational poverty 

 Connection between un- and under-
employment and uninsurance 

 Chronic diseases 

 Mental health 

 Substance abuse 

 Obesity 

 Qualitative 

 % in poverty 

 unemployed 

 % uninsured 

 ED visits & hospitalizations for 
chronic diseases, asthma, COPD, 
mental health, substance abuse 

 % obese 

 % overweight 

 Fruit/vegetable consumption 

 Farmers’ markets 

 Food deserts 



Health Driver Clarifying Information  
Associated Health 

Outcome(s) 
Supporting Data 

Lack of access to dental care 
services (including preventive)  

 Extreme lack of dental services for the 
uninsured and those on Medi-Cal 

 Medi-Cal does not cover preventive 
visits for adults 

 Often the only option is extraction  

 Self-medication for dental pain 

 Poor dental 
hygiene 

 Dental pain and 
infections 

 Potential 
correlation with  
cardiovascular 
disease  

 Qualitative 

 ED visits for dental issues 

 Health assets 

Pollution as a health issue   Many areas have high pollution 
burden 

 Sources of pollution include vehicle 
traffic, diesel truck traffic, oil 
refineries, Port of Oakland 

 Often mentioned as contributing 
factor to asthma and other respiratory 
issues 

 Deterrent to outdoor physical activity 

 Asthma, COPD, 
other respiratory 
issues  

 Qualitative 

 ED visits & hospitalizations for 
asthma, COPD, bronchitis, acute 
respiratory infections 

 Pollution burden 

Lack of safe places to be active  Parks & other public areas are often 
unsafe 

 Gyms are frequently too expensive 

 Obesity 

 Chronic diseases 
 

 Qualitative 

 % obese 

 % overweight 

 Park access data 

 Crime rates 

 Fatal traffic accidents 

Lack of affordable substance abuse 
treatment and prevention 
programs (alcohol, illicit drugs, 
prescription drugs) 

 Maladaptive coping mechanisms for 
living in financial hardship 

 Self-medication for mental health and 
physical health conditions that are 
undiagnosed, untreated, or 
inadequately treated 

 Mental health 

 Substance abuse  

 Qualitative 

 Liquor store density  

 Health assets 

Lack of access to safe, reliable 
transportation 

 Quality and reliability of 
transportation options varies 

 Chronic diseases 

 Mental health 

 Qualitative 

 ED visits & hospitalizations for 



Health Driver Clarifying Information  
Associated Health 

Outcome(s) 
Supporting Data 

depending on the type and area 

 Buses are frequently late 

 Many do not feel safe taking public 
transportation 

 Affects access to healthy food 
retailers, health services, social 
services, etc. 

chronic diseases, mental health, 
accidents 

 Fatal traffic accidents 

 



 

  

 

Appendix H:Health Assets Table 
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Appendix I:Qualitative Data AnalysisMethodology 
 
Data Collection 
Primary or qualitative data were collected during key informant interviews with community 
health experts and during focus groups consisting of community residents in the hospital’s 
service area. All participants signed informed consent forms prior to being interviewed. Each 
interview was semi-structured and followed a standardized interview protocol developed for 
the study (see Appendices D and F). Interviews typically lasted 45-90 minutes and were 
recorded. Recordings were transcribed, and where applicable, translated into English. A 
minimum of two investigators participated in each focus group, playing specific roles; one had 
the primary responsibility of facilitating the discussion, the other the responsibility of observing 
and note-taking to record significant statements or points of interest. 
 
Thematic Analysis 
Using the framework of the interview protocol, after each interview investigators reviewed 
their notes and listened to recordings to identify main concepts, themes, and issues that 
emerged in order to develop “reflection documents” or contact summary sheets (Miles 
&Huberman, 1994). Specific quotations taken directly from recordings or transcriptions were 
included in these reflection documents to highlight or describe themes and main concepts. 
These quotes were also placed into a qualitative summary table, organized by main concept or 
theme. 
 
If an interview resulted in more than one reflection document (due to multiple note takers or if 
the facilitator created a separate reflection document), these were merged into a single 
document representing thematic analysis for each interview. Report authors used these 
reflection documents along with quantitative analysis to identify major health issues, 
populations experiencing these health issues, and health drivers for each HSA. 
 
Word Count Analysis 
Word frequency or word repetition count is an established technique for identifying themes 
and/or recurring ideas, basedon the frequency with which these occur in large qualitative data 
sets (Carol & Robert, 1969; Ryan & Bernard, 2003; Namey, Guest, Thairu, & Johnson, 2008). The 
technique is straightforward and simple—one simply counts the number of times a word or 
short phrase is used during an interview. 
 
One challenge of word count analysis is identifying and then combining multiple words or 
phrases that interviewees use to describe the same construct into one category. For example, 
in the context of this health needs assessment, focus group participants often used different 
words and phrases to describe the challenges that linguistic differences posed when seeking 
care for a major health issue. For example, one participant may say: “My doctor does not speak 
Spanish,” while another uses a similar, yet distinct phrase to convey the same concept: “I don’t 
understand what my doctor says when she only speaks English.” 
 



 

 

To address this challenge, using the guiding framework of the interview protocol, three 
investigators collectively established categories of main themes that fell into the first three 
questions in the interview protocol (summarized from the actual protocol, these were: 1. What 
are the largest health issues you deal with? 2. What groups aredisproportionately experiencing 
these health conditions? 3. What’s causing these health conditions? NOTE: focus group 
participants were not asked question #2, thus no focus group results appear in this category.) 
Working independently, each investigator read three different interview transcripts and 
identified and recorded specific words or phrases used by interviewees that fell into one of the 
established categories. Next, the three investigators collectively combined their independently 
created subcategories or sub-codes into a single comprehensive listing of major categories and 
sub-categories, creating a database of words and phrases representative of the main themes 
and concepts that appeared in interviews. 
 
After these categories and sub-categories were established, each transcript was prepared for 
word count analysis. Because analysis was designed to address only the first three questions in 
the interview protocol, portions of the transcript that discussed other questions were 
eliminated. To do this, an alternative copy of the transcript was made and all portions that did 
not directly relate to the first three questions were deleted. 
 
After transcripts were prepared, investigators used the search function of MicrosoftWord 
(which allows searches for phrases as well as individual words) to search the transcript for each 
word or phrase in the master list of categories and subcategories, noting in the database how 
many occurrences of each were found. When possible, investigators omitted counts when the 
interviewer spoke the word or phrase or when it was obvious that the word or phrase was used 
to describe something not realted to the questions above. For example, when searching the 
sub-code of “fall(s)” under the category of “injury,” if the word “fall” appeared in the context of 
describing a season of the year and not an injury due to a fall, this count was omitted. 
 
Counters also reviewed the reflection document that accompanied each transcript, evaluating 
each for constructs, themes, or related words and phrases that were not included on the 
master list. If additional words or terms were identified, investigators added these to the 
master list. 
 
After all transcripts were processed, the database containing all counts was used to create the 
bar charts below. In each bar chart, the total number of times a major category was mentioned 
is shown as a percent of the total of all major categories that were mentioned in response to 
each specific question. Within each category, each interview source is denoted by a uniquely 
colored segment within the bar. This allows the reader to approximate the relative number of 
mentions each category received from each source. For example, if two sources frequently 
mentioned a specific category or sub-code, the reader would see two wide segments within the 
bar, denoting that these two sources provided most of the responses that fell within that 
category. Alternatively, if multiple sources mentioned a category somewhat equally, the reader 
would see that the colored segments within the bar would appear relatively equal in width. 
 



 

 

Report authors used the results of word count analysis to identify major topics and themes in 
the qualitative data set and to develop an understanding of the weight or prevalence of a 
category among research participants. Findings were then triangulated with both thematic 
analysis and quantitative analysis to identify major health issues, health drivers, and subgroups 
experiencing health disparities in the HSA. 
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