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Introduction

The San Francisco Department of Public Hedlth is pleased to present you with its
annua overview of hedthin San Francisco. Asin past years, we release this report in
honor of Public Hedth Week, April 2- 6, 2001. The overview provides our broadest view
of the hedth and well-being of our community and isintended to contribute to the best
evidence on hedlth conditions and needsin San Francisco.

This year's overview includes the latest data available about important aspects of the
hedlth and well-being of our population. In addition, we continue to expand our
information about the mgor conditions that contribute to the patterns of hedth, illness
and injury in San Francisco. Furthermore, we have tried to present data that will be useful
for thinking about prevention activities: by showing disparities across groups,
determinants of ill hedth, trends over time, comparisonsto state or nationd levels or
nationa standards, or by choosing measures of premature death or disability.

The overview is organized into three sections. "Who We Arée" provides a demographic
view of the age and ethnic digtribution of our population. "How We Live" presents
information on conditions that are known to be mgor determinants of hedth in
populations, including poverty, socioeconomic conditions, air pollution, crime, substance
abuse, and risky behaviors. "Our Hedth" covers mgor physica and menta hedlth
outcomes.

The Field Model of Health

Our approach is governed by a broad concept of hedlth and well-being. The factors
that contribute to health and well-being in our population are described in the following
"HeldModd."

Multiple-Deter minants of Health M odel
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In generd, fidlds or factors higher up on the diagram contribute to or influence the
occurrence of factors lower down on the diagram. Some useful considerations about how
apopulation’s hedlth is produced and represented by the diagram, are:

=« The contribution of medica care to a population’s hedth is limited.

« « Conditions of the socid and physical environment play an important rolein
producing different hedth, disease and injury patterns in our population.

= = Individua factors, such asrisk decisons or response to stress, can moderate the
generd effectsof broader environmentd factors on health. The occurrence of
individua factors can dso be patterned by the socid and physical environment.

= = Disease and injury, which can be dlinicaly determined and reported in hedth systems
data, are not quite the same thing as hedlth and well-being, which is based on how
people experience their own conditions and function with them.

= = T0 change a population’s health profile, we have to consider possible changesin ther
physicd and socid environment and in the factors influencing behavior, and not just
at hedlth care. Indeed, snce many hedth care interventions occur late in sometimes
long sequences of eventsleading to diseases or injuries, in many cases earlier
interventions would be more effective or more cost-effective a reducing the ultimate
burden of disease.

Note that each box or fidd in the diagram isitself complex, and not likely to be
reducible to agngle varidble, initsinfluence on (or representation of) any population’s
hedth and well-being. Rather than being seen as a summary of the evidence, the model
gives us a useful way to organize the evidence about how hedlth patterns are produced
and therefore could be changed in different populations.

We are pleased to present you with this report and hope it contributes to a better
understanding of who we are, how we live, and our health.

We welcome comments and suggestions. Please send them to:

Randy Reiter, Ph.D, MPH

San Francisco Dept. of Public Hedlth

Community Hedlth Epidemiology & Disease Control
25 Van Ness, Suite 710

San Francisco, CA 94102

e-mal: Randy Reiter@dph.sf.caus

This report can be downloaded from our web page at www.dph.sf.ca.us, or copies can be
obtained from:

Panning Office

Population Hedlth and Prevention

San Francisco Dept. of Public Hedlth (415) 255-3470

Source: RG Evans & GL Stoddart. Producing health, consuming health care. Soc. Sci. Med.
Vol. 31, No. 12, pp. 1347 — 1363, 1990



I ntrOdUCtiOn ¢ \Who We Are

&

“Who We Are’ refersto the characteristics of the population of San Francisco including age, sex
and ethnicity. Across San Francisco we see differences in hedth and socia issues. Women and men
face many different hedlth and socid concerns, there is awide disparity among ethnic groups for most
health and socia issues; and our aging population increasingly affects San Francisco’s hedth needs. In
future years, as 2000 census data become available, we will be able to further examine these issues by
neighborhood and other characteristics.
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POPULATION Population by Age Group,

San Francisco' s population demonstrates San Francisco,1999

severd unique festures when compared to the g

rest of Cdifornia, thereisasmaler proportion 0 | W SF.
of children and youth under age twenty-five © O CA
and a greater proportion of adults and senior S -

citizens. San Francisco aso has a substantialy -

larger proportion of Asian and Pecific g Q

Idanders, and smaller proportions of Latinos = o

and whites than Californiaas awhole. Among g8

ethnic groups within San Francisco, whites g

demonstrate the lowest proportion of very £

young children ages 0-4 as well as the greatest S

proportion of middle-aged adults between the

ages of 45— 65 yearsold. Latinos have the 0 ‘ﬂ h h
largest proportion of young children and the o

amallest share of senior citizens over 75 years

old. These numbers are significant asthey 0-4 514 1524 2544 4564 6574 75+
highlight the need to address those hedlth issues
related to an older population such as diabetes
and long-term care.

Age Group

Age Distribution by Major Ethnicity Group,

Population by Major Ethnicity Group, San Francisco, 1999
San Francisco, 1999 =
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Mgor Ethnicity Group Age Group

Source: Ca. Dept of Finance, Race/Ethnic Population Estimates with Age and Sex Detail, 1970 — 2040. Sacramento, CA,
Jecember 1998. 4



‘Demographics

Percent of Births

Resident Birthsby Mother's Ethnicity,
San Francisco, 1999
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POPULATION--Continued

A third of al birthsto San Francisco
women are to whites, 20% of births are to
Latinas, and the third highest number of births
areto Chinese women. San Francisco’steen
mothers (less than 18 years old) are
disproportionately African American and
Latina

Among children in the San Francisco
Unified School Didtrict, Chinese children
represent the largest ethnic group and Chinese
and Latino children present the greatest
language needs due to limited English

proficiency.

Source: San Francisco Department of Public Health, Records & Statistics
San Francisco Unified School District, Information and Technology
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IMMIGRATION

Immigration continues to add to the sze
and diversity of our population. Cdifornia, and
San Francisco in particular, are points of entry
for many immigrants to the U.S. Over the nine
years of the 1990s shown in these data, d most
100,000 documented immigrants came to San
Francisco. These data do not count
undocumented immigrants. An unknown
number of these people actually become
resdents here or move sawhere, while some
immigrants who entered e sewhere may settle
here. In 1998-1999, the Department of Finance
estimated that San Francisco’ s population
increased by 7,700 people, of whom 83% came
from net immigration (6,359 people) and only
17% vianatura increase (the difference
between births and deaths). For Cdiforniaas
whole, these proportions were 45% from
immigration and 55% from natura increase.

Legal Immigration to San Francisco, 1990-1998
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Source: State of California, Department of Finance, Legal Immigration to California by County: Federal Fiscal Year (FFY)
1990-1998. Sacramento, California, November 2000. 6
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I ntrOdUCtiOn ¢ How We Live

“How We Live’ includes conditions of our socid and physica environments, and actions we take
that increase or decrease our risk of injury or illness. These conditions and actions are important in
determining how long we will live and how hedthy we will be throughout our lives. The environments
that surround us a home, on the streets, in our neighborhoods, in school, and a work, al influence our
hedlth. The air we breethe, the conditions that favor tobacco use or exposure to gun violence, and our
access to housing dl have an impact on our health and well-being. Our activities and habits, and our
access to financia, social, hedlth care, and other essential resources all contribute to our hedlth status.
Most disease and injury experienced by San Franciscans could be prevented or postponed by changes
in how we live

*
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SOCIO-ECONOMIC LIVING
CONDITIONS Estimated Poverty P_revalence by Age,
Socio-economic conditions are closdly tied to San Francisco, 1997

hedlth outcomes. In generd, the better off
people are, the better their hedthis. San | SF
Francisco is an expensive city in which to live. :
There are high levels of homdessness, limited
access to affordable housing, and numerous
socid issues related to poverty and the high cost
of living. Avallability of childcare, supportive
housing, and hedth programs and services are
better here than in many other parts of
Cdifornia. Even 0, these resources are not
adequate to meet the needs of our diverse

30
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|

Percent Below Federa Poverty Level
15
]

communities.
Overall Ages <18 Ages 5-17
POVERTY Age Group
Poverty isapublic hedth problem. A
sgnificant proportion of San Francisco's Public School Enroliment
population does not have the income to meet the by Level and Lunch Program Status,
high cost of living here. An estimated 95,000 SFUSD, 2001
San Franciscans live below the federd poverty 35000
threshold and, as aresult, their hedthisat risk. 20000 E Erggti: e
Overdl the percentage of San Francisco’'s % 25000 —
populaion in poverty islower than in Cdifornia El
asawhole, but it is il estimated a 12%, and 3 20000
more than 20% for children. Since Federa ; 15000
poverty levels are set for the nation by aformula =
which greatly underestimates the red costs = 10000 —
needed for subsistence-levd living in Sen
Francisco, they likely underestimate the size of %07
the population living in or near poverty here. o

Elementary schools ~ Middle schools High schools

Free or reduced cost school lunches are
available to low income children attending San
Francisco schools.  The large number of
children digible for these programs highlights
the number of children living in or near poverty
in San Francisco.

Source: US Bureau of the Census, Small Area Income and Poverty Estimates Program.
http://www.census.gov/hhes/www/saipe/stcty/estimate.html
San Francisco Unified School District, Information and Technology
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Public Assistance Clientsby Age,

San Francisco, 2000/2001
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PUBLIC ASSISTANCE

These graphs show uses of San Francisco's
public assistance programs by demographic
characteristics. They reflect not only
characterigtics of our low income population,
but dso program digibility redrictions, time
limits, and differentid use by population
groups influences the picture of participants
shown by each of these programs.

The three main benefit programs shown are:

== CdAWORKS, sarving familieswith
children (the descendent of AFDC,
since changed by the 1996 welfare
reform to the Federd TANF
(Temporary Assistance to Needy
Families program);

== CAAP (County Adult Assstance
Program) for needy adults, generdly
sngle, not supporting children; and

=« NAFS (Non-Assistance Food
Stamps), part of the Federa food
stamp program not covering TANF
recipients.

Public Assistance Clients by Primary Language,
San Francisco, 2000/2001
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Source: San Francisco Dept. of Human Services, Quarterly Snapshot Reports,
http://www.ci.sf.ca.us/dhs/frs.htm
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INCOME

San Francisco isan expengive placeto live. A
recent sudy estimated the minimum cost needed
for families with two children to be eble to live
comfortably in each region and for Cdifornia
ovedl. San Franciscoispart of Region IV, which
includes Alameda, Contra Costa, Marin, San
Francisco, San Mateo, and Santa Clara counties.
The income needed in the Bay Areais about 20%
greater than that needed for the whole State, and
al the low income standards fall well below the
minimum income level needed to live comfortably
inthe Bay Area

This figure shows the 1997 didtribution of
family income in San Francisco; about hdf the
familiesfal below the minimum comfortable cost
of living (COL) for afamily with 2 children and 2
working parents. A subgtantia share of families

incomes aso fall below the income provided by ~ Family Income Distribution, Wage &
one full-time minimum wage or “daily wage’ Minimum Comfortable Cost-of-Living Levels,
income. San Francisco, 1997
>$75,000
$50-75,000 _ min._COL (2 parents) |
$40-50,000 _ __min. comf. COL (1 parent),$44,200 |
/SF median hh income, $43,400
$30-40,000
$25-30,000
$20-25,000
_ _ fed. poverty/SF. living wage, $18,800 _
$15-20,000
$10-15.00 _ - Minimum wage, $13,000 _ _ _ _ _ _ _ |
10-15,000
$0-10,000
<$0
| | | | | | |

0 5 10 15 20 25 30 35

Percent of Families

Source: US Bureau of Labor Statistics, CPS; Ca. Budget Project, Making Ends Meet: How much does it cost to raise a family in
California? Sacramento, October 1999.
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Housing Cost Indicators, San Francisco Area
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COST OF LIVING

Housing is notorioudy expensvein San
Francisco. A variety of indicators shown here
paint a picture of high housing costs and too
little affordable housing available for low and
even middle income households.

Renters SF* CA US Years Notes
Pay >30% of income for rent 141,900 (42%) 47% 1998 SF metro; CA metro areas
Pay > 50% of income for rent 73,000 (21%) 24% 1997 CA
SF: 75,200 renters, 39,200
Ratio of low -inc. renters to rental units 1.9:1 1998 units
Renters unable to afford 2-BR apt. at FMR 49% Metro area
Real market 2-BR apt. $2,043 1999 SF
HUD incr. SF FMR to $2043
FMR, 2-BR apt. $ 1,167 1999 in"'01
Difference $ (876) Market cost 175% of FMR
Affordable units at risk of conversion 9,759 2000-2010 SF
CA 9™ lowest of 10 largest
Federal housing subsidy, per poor person $171 $ 286 states
Increase in rent,
1989-1998 38.4% 1989-1998 SF
Increase in median hh income of renters 9.6% 1989-1998 Sk
Increase in median hh income, poor
renters 3.4% 1989-1998 SF
Homeownership
Homeownership 51% 57% 67% 1999 SF metro area
Households that can afford median priced
home 27% 55% 1999 SF Bay Area
% of houses affordable to med. hh income 11% 1999 (4™ quarter)
Other
Ratio of new jobs to new housing unts 15.8:1 1994-98 SF
Estimated substandard housing 56,000 (17%) 1997 SF

FMR = Fair Market Rent. Refers to 2-BR, 1-BA apt., unless noted
*SF refers to county unless noted as metro area (SF, Marin, San Mateo) or Bay Area (9 counties)

Source: Ca. Budget Project, Locked out: California’s Affordable Housing Crisis. May 2000.
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HOMEL ESSNESS

The lack of affordable housing has
contributed to the large number of homeless
living in San Francisco. Many of the homeless
have specia needs such as HIV/AIDS services,
substance abuse treatment, menta health
sarvices, shelter from domestic violence, etc.
The table below describes the numbers of
homeless and other specid needs populations,

and their housing needs.

Homeless and Special Needs Populations and their Service Needs, San Francisco 2000

Individuals Persons in Families with Children
Sub-Population Estimated Current Unmet Need Estimated Current Unmet

Need Inventory Gap Need Inventory Need Gap

Chronic substance abusers 35,573 5,316 30,257 6,626 404 6,222

Seriously mentally ill 20,925 2,706 18,219 7,830 449 7,381

Dual diagnosed 25,903 3,303 22,600 5,385 316 5,069

Veterans 21,598 2,863 18,735 2,120 116 2,004

Persons with HIV/AIDS 13,646 1,684 11,962 3,700 198 3,502

Victims of domestic violence 6,531 813 5,718 9,555 547 9,008
Youth 20,431 2,657 17,774 NA
Homeless* 9,375 3,125
Emergency shelter/inadequate hsg 3,000 781
Transitional housing services 1,688 625
Permanent housing services 4,657 1,719

* estimate for any given night

Source: CCSF 2000 Consolidated Plan, July 1, 2000-June 30, 2005, Mayor's Office of Community Development &
Mayor's Office of Housing, May 2000,. pp. 78-79, 224.

12
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CHILDCARE
Child Care Cost as Proportion of Childcare is an important issue for
L ow Wage I ncomes, San Francisco,1999 familieswith young Chl|dl’G"] and working
20000 parents. It hasimportant influences on

children’s development, parents' travel and

, work schedules, qudity of life, and famil

o - fnenoes. Son Froncissoreslicansal
childcare dots for 32% of its 58,900
children who have working parents (three-
fifths of the children under age 14). This
proportion is better than Cdifornia's

gatewide figure of 21%, but Hill far below
the need here. The cost of licensad childcare
a0 represents alarge share of household

income for low and many middle income
Minimum wage Living wage fanma

10000 —

Income

Income Source

SF Child Care Supply & Demand, San Francisco, 1999

Children in care outside of

Children family
Children living with working parents ~ Number  Percent Number Percent
Children 0-5 25,899 57% 13,209 51%
Children 6-13 33,062 61% 6,612 20%
Total children, 0-13 58,961 59% 19,821 34%
Licensed child care supply 18,994
Licensed supply as % of need 32%

Source: California Child Care Resource & Referral Network. 1999 California Child Care Portfolio
US Social Security Administration. SSI Recipients by State and County, December 1998 and December 1999
http://www.ssa.gov/statistics/si_st_cty/1999/indes.html

13
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ALCOHOL AND OTHER DRUGS

Drug overdose isa Sgnificant public
hedth problem in western cities including
San Francisco, Portland, and Sedttle.
Ratesin these cities far exceed those of
other citiesin the United States.

In 1998, 12,189 hospitdizations a San
Francisco Generd Hospital were due to
acohoal, heroin, cocaine, amphetamines,
and other drugs. Alcohol and drugs aso
play akey role in the amount and severity
of disease and injury in San Francisco.
Drug poisoning, primarily overdoses of
heroin and cocaine, and often in
combination with acohol, was the third
leading cause of premature degth in San
Francisco in 1998. In addition, these
datistics do not include degths by causes
that are closely associated with acohol and
drug use such as homicides, suicides,
motor vehicle accidents and other
unintentiond injuries.

Alcohol and Drug-Related Deaths,
San Francisco, 1994-1998

500 —

a e e mom

%) -
% = Drug-related deaths
a 300 4 -+++  (Opiate drug deaths)
— = = Alcohol-related deaths
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Z e . ]
100 — Tl TT T
O —
T T T T T
1994 1995 1996 1997 1998
Y ear
Alcohol and Drug-Related Hospitalizations,
(Primary Diagnosis) San Francisco, 1994-1998
1000 -
Q 800
(@]
8 T jlsgpas
8 600 — -~ acohol Fiver damage
Ia) == Drug-related
heroin/opiates
= I -~
& 400 — el e ==
o]
e S ia = Srmewn ot
S ] ..
< 200 -
0
T T T T T
1994 1995 1996 1997 1998

Year of Diagnoss

Source: Ca. Dept. of Alcohol & Drug Programs. Ca. Indicators of Alcohol & Drug Abuse: Annual Review.
Office of Applied Research & Analysis http://www.adp.cahwnet.gov/pdf/coverpage.pdf
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ALCOHOL AND OTHER DRUGS—

continued

The data on the previous page show some of
the hedth tall of drugs and acohal, in deaths
and hospitalizations. The second graph shows
hospitaizations where the primary cause was
acohol or drugs, the table shows the
subgtantidly larger number of hospitalizations
with any acohal or drug diagnoss.

Alcohol and Drug Hospitalizations (Any Diagnosis), San Francisco 1996-1998

1996 1997 1998 Change

Hosp. Discharges--Alcohol related--

Expanded*

Total 4306 4700 4757 10.5%
Alcohol depend syndrome 2008 2156 2009 0.0%
Non-depend use 637 771 910 42.9%
Alcohol liver damage 857 857 890 3.9%
Alcohol psychoses 628 709 808 28.7%

Hosp. Discharges--Drug related--

Expanded*

Total 6413 6941 7432 15.9%
Heroin/opiates 2579 2820 3074 19.2%
Cocaine 1375 1512 1727 25.6%
Amphetamine 549 667 594 8.2%
Cannabis 194 285 315 62.4%
Barbiturates 70 60 93 32.9%

* Expanded to include not only primary diagnosis, but any drug- or alcohol-related diagnosis.

These have only been analyzed since 1996.

Source: Ca. Dept. of Alcohol & Drug Programs (CDADP), Indicators of Alcohol and Drug Abuse Annual Review

http://www.adp.cahwnet.gov/pdf/coverpage.pdf
15
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ALCOHOL AND OTHER DRUGS--continueg

Indicators below show the toll of arrest
for drug and dcohol charges and driver's
license suspensons. They do not include
non-drug crimes such as robberies that can
be influenced by the use of or need for
drugs and/or acohoal.

Alcohol and Drug Direct Criminal Justice Indicators, San Francisco 1996-1998

1997-98
Indicator 1994 1995 1996 1997 1998 Change
Criminal justice
Adult drug-related arrests 9,115 8,401 8,443 9,280 10,941 17.9%
Felony 7,672 6,930 8,206 8,192 8,920 8.9%
Misdemeanor 1,443 1,471 237 1,088 2,021 85.8%
Adult alcohol-related arrests 3,802 3,221 3,624 3,794 4,969 31.0%
Felony 139 112 125 124 134 8.1%
Misdemeanor 3,663 3,109 3,499 3,670 4,835 31.7%
Juvenile drug-related arrests 651 555 688 653 627 -4.0%
Juvenile alcohol-related arrests 57 37 39 45 54 20.0%
Drug commitments 588 461 322 184 188 2.2%
Ca. Rehab. Citr. 34 18 8 4 5 25.0%
Dept. of Corrections 539 435 304 178 180 1.1%
CYA 15 8 10 2 3 50.0%
DMV
Driver lic. suspensions/revocations 745 726 588 423 712 68.3%

Source: Ca. Dept. of Alcohol & Drug Programs. Ca. Indicators of Alcohol & Drug Abuse: Annual Review.
Office of Applied Research & Analysis http://www.adp.cahwnet.gov/pdf/coverpage.pdf
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SMOKING

From 1990 to 1995, about 10% of deathsin
San Francisco were attributable to tobacco.
Since 1990, smoking ratesin San Francisco
have decreased in the overal populationandin
al ethnic groups except whites. In 1998, one-
sxth of randomly surveyed San Francisco
tobacco vendorsillegally sold tobacco to
people under age 18, a decrease from previous
years, but dtill indicating that tobacco istoo
readily available to underage youth.

Smoking by Major Ethnicity Group,
San Francisco,1994-1996

White

B Mde
O Femde .
NC
 — O -
£ 5 o S
S B g
B T 8
< =
<

Source: Tobacco Control Program, San Francisco Department of Public Health
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PHYSICAL INACTIVITY Physical Inactivity by Major Ethnicity Group,
It has been estimated that physica San Francisco,1994-199
inactivity in the U.S. isimplicated in perhgps a o 10
quarter of amillion desths ayear, including 2 w0 B Mde
about 25% of dl chronic disease deaths. It 8 = — O Farde
affects cardiovascular risk through itsinfluence =
on blood pressure, cholesteral, weight, and = o
other mechanisms. There are large differences § 5 —
bet\{veen_ ahn_lc groupsin _degrge of inactivity in Ex 0 —
Cdifornia, with Latino/Hispanic men (70%) el
and women (66%) most likely to be inactive. o 0
Between 50% and 54% of African-American § o
men and women are dso likely to be sedentary. o NG
Agan/other women (63%) are more likely than .
men (44%) to be inactive. There are no age § S

differences, but there are differences by
education. College graduates have
sgnificantly lower inactivity prevaence (44%)
than those with no more than a high school
education (63%).

Asian/other
Hispanic
African-Amer.

In the Bay Area, white women have lower
percents inactive than Latino/Hispanic (64%)
or Asan/other women, but not different than
African- American women, who are much less
inactive than their statewide counterparts.
White men are dso sgnificantly lessinactive
than Latino/Higpanic men. There were
insufficient data sampled to estimate the
prevaence for Bay Area African- American
men.

Source: Gazzinga JM, Kao C, et. al. Cardiovascular Disease Risk Factors Among California Adults, 1984-1996. Sacramento:
California Department of Health Services and UCSF, Institute for Health and Aging, 1998. pp. 22,26. Missing/insufficient
data due to small subgroup sample size (<50). Data from Ca. BRFS. Bay Area counties are SF, Alameda, San Mateo, and
Santa Clara. 18
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OVERWEIGHT

Overweight, measured by body mass index
(aratio between height and weight), isan
important risk factor for heart disease, both in
itsdf and aso through its contribution to high
cholesterol, high blood pressure and diabetes.
Frequency of being overweight has been
increasing among Cdifornians, risng by over
50% from 1984 to 1996 -- by 41% for women
and 60% for men. By 1996, 27% of adults were

Overweight by Major Ethnicity Group, estimated to be overweight. Statewide, there
San Francisco,1994-1996 were no differences by sex within any
ethnicity, but Latino/Hispanic women (42%)

100 and men (34%) and African- American women
= : 7 m Mde (40%) and men (37%) had significantly higher
,% 7 O Femde overweight prevaences than white women
= 07 (24%) or men (25%). Proportion overweight
a>3 0 rises across age groups through ages 45-54, and
O - then declines somewhat among older ages. The
‘5 40 proportion overweight among college graduates
§ 0 (20%) is more than athird lessthan it is among

20 those with no education beyond high schoal
o :ﬂ SN ET ﬂ 310

In the Bay Area, percentages of those
overweight did not differ by sex within ethnic
groups. Latino/Hispanic men had sgnificantly
higher prevaence than white men, who were
themselves much higher than Asian/other men.
There were insufficient detafor ardiable
estimate for African- American men. Among
women, African-Americans and
L atina/Hispanics were higher than whites, who
were higher than Asar/other women.

White
CA

Asian/other
Hispanic
African-Amer.

Source: Gazzinga JM, Kao C, et. al. Cardiovascular Disease Risk Factors Among California Adults, 1984-1996.
Sacramento: California Department of Health Services and UCSF, Institute for Health and Aging, 1998. pp. 22,26.
Missing/insufficient data due to small subgroup sample size (<50). Data from Ca. BRFS. Bay Area counties are SF,
Alameda. San Mateo. and Santa Clara.
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UNINTENTIONAL INJURIES

Injuries account for asignificant proportion

. Non-Vehicular Unintentional Injury Deaths
of degths, hospitalizations, and emergency oy

in San Francisco,1989-90 to 1999-2000

responses in San Francisco. The biggest cause 400

of nortvehicular, unintentiond deeth is dueto T Al Acdderts |

drug overdose. The second leading causeis * * Fals

fdling. 2 30+

i
There were over 7,000 motor vehicle related 5 200 )

injuriesin San Francisco lat year. In San o) TN T

Francisco, more than haf of al motor vehicle 5 \ -

deaths are to pedestrians. < w0~ -
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Motor Vehicle Accident Injuries
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Source: SF Office of Medical Examiner. Annual Report (various years) (deaths)
California Highway Patrol, SWITRS. http://www.chp.ca.gov/html/switrs|999.html (Injuries)
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VIOLENCE/INTENTIONAL

INJURIES
Deaths from homicide have been declining
Homicide Deathsin San Francisco, in San Francisco since the early nineties. This
1987-88 to 1999-2000 is attributable to a decrease in the number of

firearm homicides. In 1999 there were 180
firearm incidents (fata and non-fatdl) in San
Francisco. These incidents were concentrated

(2]
s in the Western Addition, along Mission Strest,
e and in Bayview Hunter’s Point. Substantidly
o . - .
o fewer gun related incidents took placein the
€ Western side of the city.
>
zZ
. CRIMES
20 — All Homicides
- - - Firearm homicides ) ) )
0 - — | Crime rates in San Francisco have gone
% % % § § § § % % § % % % down in recent years in keeping with state and
R TR B T B e T B B T s BN nationd trends. 1n 1998 there were 1188
O OO o N MO I W © N~ 0 O . .
TR 32333233233 arrests for spousal abuse in San Francisco.
Do B o I IR IR B B e IR I R IR e B I o |
Crimes Reported in San Francisco, 1997-1999
Percent change
1997 1998 1999 1997-99  1998-99
Ca. Crime index total 23,314 20,790 18,058 -22.5% -13.1%
Violence 8,549 7,337 6,555 -23.3%  -10.7%
Homicide 59 58 64 8.5% 10.3%
Forcible rape 233 244 103 -55.8% -57.8%
Robbery 4,606 3,927 3,475 -24.6% -11.5%
Aggravated assault 3,651 3,108 2,823 -22.7% -9.2%
Property Crimes 8,549 13,453 11,503 346%  -14.5%
Burglary 7,153 6,706 5,526 -22.7% -17.6%
Motor vehicle theft 7,649 6,747 5,977 -21.9%  -11.4%
Larceny theft 29,943 25,349 25,264 -15.6% -0.3%
Arson 432 363 275 -36.3%  -24.2%
Total/FBI Crime Index 53,669 46,492 43,597 -18.8% -6.2%
The Ca. Crime Index includes the categories listed under violence and property

crimes.
The FBI Crime Index includes those, plus larceny theft and arson.

Source: SF Office of Medical Examiner. Annual Report (various years) (deaths)
Ca. Office of Attorney General, Criminal Justice Statistics Center . http://caaq.state.ca.us/cjsc/datatabs.htm (Crime)
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1999 Fatal and Nonfatal Firearm Incidents

San Francisco County
N=180

Source: Firearm Injuries, SF 1999. C Klassen
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AIR QUALITY

The Federd Clean Air Act directsthe
Environmentd Protection Agency (EPA) to
develop and promulgate health based standards
for certain “criterid’ ambient air pollutants
induding ozone, respirable particulate matter
(PM 1), sulfur dioxide, nitrogen dioxide, carbon
monoxide, and lead. Ozone and carbon
monoxide levels did not exceeded the standard
in 1999. However, for particulate matter, we
had six days over the standard, which isas
much as in the previous 4 years combined.
Particulate matter can make asthma and other
respiratory problemsworse. In the Bay Ares,
major sources of PM 1 incdude indudtrid
emissons, motor vehicles, road dugt,
congtruction, demolition, and residential wood

smoke.
Summary of San Francisco Air Quality Monitoring Data, 1995-1999
Standard Pollutant Concentration by Year

Pollutant State National 1995 1996 1997 1998 1999

Ozone

Highest 1-hour average, ppm 0.09 0.12 0.09 0.07 0.07 0.05 0.08
Days over state standard 0 0 0 0 0
Days over national standard 0 0 0 0 0

Highest 8-hour average, ppm NA 0.08 0.07 0.05 0.06 0.05 0.06
Days over standard 0 0 0 0 0

Carbon monoxide

Highest 8-hour average, ppm 9 9
Arkansas St. station 44 3.9 35 4 3.7
Ellis St. station 55 5.6 5.8 3.7 4.6
Days over standard 0 0 0 0 0

Respirable particulate matter (PM-10)

Highest 24-hour average, ug/m"3 50 150 50 71 81 52 78
Number of samples 61 61 61 61 61
Days over state standard 0 2 3 1 6
Days over national standard 0 0 0 0 0

Annual average, ug/m”3 30 50 22 21 23 20 23

Source: Ca. Air Resources Board. www.arb.ca.gov/adam
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UNINSURED

Accessto hedth care servicesisa
ggnificant issue in San Francisco, asit is
throughout Cdifornia and the rest of the United
States. Lack of accessto preventive and
ongoing hedth care services leads to higher
rates of preventable disease and injuries and
poorer health outcomes from illness and injury.
A common indicator of accessto hedth care
sarvicesisthe availability of hedth insurance.

It is estimated that about a quarter of our
population is uninsured. Compared to other
large metropolitan areas, ours has a higher
proportion of uninsured, and a higher
proportion of low-income people who are
uninsured. The mgority of resdents without
health insurance are employed (full or part-
time) or are members of families with working
adults.

Among low-income people, the uninsured
were lesslikely to have ausua source of hedth
care or to have seen adoctor in the past year.
They were dso more likely to have delayed or
not gotten hedth care they thought they
needed. The San Francisco metropolitan area
was worse in each of these categories than the
average for other metropolitan aress.

Health Insurance and Utilization by Incomg,

For whole population (85 MSAs):

% uninsured
% w. job-based insur.

For low income (29 MSAs):
% uninsured
% w. job-based insur.

% no usual source of care
(among uninsured)

% no MD visit in past yr.
(among insured)
(among uninsured)

% w. delayed or foregone care
(among uninsured)

San Francisco M SA, 1997

—_I

B SFMSA
O Ave of MSAs

T 1T 1T 1T T 1T 1
°© 8 R 8 & 8B 8 R 8

Percent

Source: www.healthpolicy.ucla.edu/publications/

ER Brown, R Wyn, s Teleki, Disparities in Health Insurance and Access to Care for Residents Across US Cities.
Commonwealth Fund & UCLA Center for Health Policy Research, August 2000.

* MSA = Metropolitan Statistical Area
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Percent with Complete 1z (at 24 mos.)

Late Prenatal Careby Mother's Ethnicity
and Primary Payor Source,San Francisco,1999

W 2d trimester
O 3dtrim. or none

ETHNICITY

White
Latino

Chinese

Black

Filipino

Other Asian/P.I.
Other

PAYOR SOURCE
HMO/PHP
Medi-Cd
CPS/M-Cal

T T T T 1
S 8RR &8 B 9

Percent Late Prenatal Care

Immunization Coverage,
San Francisco, 1996 and 1999

70

60
]

50

40
]

SF 1999
Q - CA 1999

SF 1996
o _|
—
O -

Ovedl Laino African-Amer.
Population Group
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PRENATAL CARE

Pregnant women should begin prenatd carein
their firg trimester. Later prenatd careisan
indicator of lack of accessto hedth careand is
generdly associated with increased risk for poor
perinatal and infant health outcomes. These data
show that in San Francisco, African American
women had the highest percentage of |ate prenatal

care.

IMMUNIZATIONS

Beang up-to-date on child immunizations at 24
months of age is another genera indicator of
children’s access to hedth care. The nationa
objective for year 2010 is 90%. Whilewe are ill
far below that god, in 1999 San Francisco was
doing better than the state average (70% vs. 64%)
and much better than 3 years earlier (70% vs. 60%).
Latino children il fdl far behind white and Adan
children in San Francisco, but are doing better than
Latinos in the state as awhole, and improved 8%
from 1996 (63% vs. 65%). 1n 1999, African
American children were doing dightly better than
the 1999 state and 1996 San Francisco rates, but had
only improved 3% from 1996, compared to 8-9%
improvement for other race/ethnic groups.

Source: San Francisco Department of Public Health, Records & Statistics
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MEDICARE & MEDI-CAL

This table provides some descriptive
information about San Francisco's use of the
federal-sate funded programs, including
Medicare (for seniors and disabled) and Medi-
Cd (Medicad, for qudifying, low-income
people). San Francisco has a higher proportion
of its population on the state—federa disability
program SSI/SSP than Cdliforniaas awhole,
Almog hdf of al Medi-Ca enrollees used
medica care, but less than 7% used any denta
services

Medicare and Medi-Cal Enrollment, San Francisco, 1998

Indicator SF SF CA Measure info
Number Measure Measure
Cal Works 2.1% 4.9% % of county pop.
SSI/SSP 5.8% 3.1% % of county pop.
Unemployed 2.3% 5.0% % of labor force (Feb.,
2000)
Medicare
Enrollees 115,952 14.7% 11.3% % of county pop.
enrollees 65+ 102,417 13.0% 10.0% "
disability beneficiaries 13,535 1.7% 1.3%
Medi-Cal
Eligibles 106,859 13.5% 14.8% % county pop.; ave./mo.
also eligible for Medicare 34.2% 15.6% % Medi-Cal eligibles
Medi-Cal eligibles by ethnicity
Not reported 25.7% 10.8% % of eligibles
White 22.3% 29.2% "
Black 21.4% 14.2%
Asian/Pac. I. 18.6% 7.7% "
Hispanic 11.8% 37.7% "
Medi-Cal users 51,691 6.5% 5.6% % county pop.; ave./mo.
72.3% 65.9% % of eligibles; ave./mo.
Dental service users 6,599 average monthly users
Medi-alC payments $ 577.54 $ 447.89 amount per user; ave./mo.
Prepaid Health Plan 35,324 ave. monthly
enrolless

Source: Ca. Dept of Health Services, Center for Health Statistics. Health Data summaries for California Counties. October 2000
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Introduction « our Heatn

Our hedth statusis largely a product of who we are and how welive. Our data show that many
people in San Francisco face avariety of diseases and injuries. While we do not have current data on
al disabling conditions or on the qudity of life experienced by different ssgments of the population,
we do present data on the most significant contributors to the burden of disease and injury in San
Francisco. These data provide us with ameasure of many of the pressing hedth issues that we must

tackle asindividuds, communities, and as a city.
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DISABILITY ADJUSTED LIFE YEARS

Disability Adjusted Life Years (DALYS) area
measure of the overal burden of disease and
injury in apopulation. DALY s were developed by
the World Hedlth Organization and are a
combination of yearslost to premature mortality
(yearsof lifelog, YLL) and the number of years
lived with adisabling condition (YLD). The
measure allows health evidence to be used to
estimate the largest contributors to reduced years
of hedlthy life due to disease, injury, disahility,
and death.

In 1998, the two leading contributors to
DALY sin San Francisco were drug overdose and
acohol dependence. These were dso the leading
causes of years of reduced hedth dueto
disabilities. Other leading causes of DALY s due

primarily to disability and not represented by high L eading Causes of DAL Ys,
mortality were depression, osteoarthritis, ashma, San Francisco, 1998
dementia, and diabetes.

Drug overdose/other poisoning
Alcohol dependence

Ischemic heart disease

HIV/AIDS

Unipolar major depression

Cerebrovascular disease

Osteoarthritis

Lung cancer

Asthma

Alzheimer's/other dementia
Chronic obstruct. pulm. dis.

Diabetes mellitis
Respiratory/ALRI
Suicide/self-inlicted injury
Hypertension
Homicide/assault

Motor vehicle accidents
Breast cancer

Colorectal cancer
Inflammatory cardiac disease

B Yeasof LifeLost
O YearsLived with Disability

2000 —
4000 —
6000 —
8000 —
10000

Disability Adjusted Life Years

Source: San Francisco Dept. of Public Health, Community Health Epidemiology
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Leading Causes of Yearsof Life Lost
among Whites, San Francisco, 1998

Ischemic heart disease

HIV infection/AIDS

Drug poisoning Ul

Lung cancer

Lower resp. (Pneumonia)
Suicide

Cerebrovascular (Stroke)
Chronic obstr. pulm. disease
Alcohol dependency

Chronic liver & cirrhosis

Leading Causes of Years of Life Lost
among Hispanics, San Francisco, 1998

Ischemic heart disease
Drug poisoning Ul

HIV infection/AIDS
Homicide
Cerebrovascular (Stroke)
Lower resp. (Pneumonia)
Motor Vehicle-Traffic
Lung cancer

Alcohol dependence
Inflam/infect/cardiomyop

2000 —
4000 —

6000 —
8000 —
10000 —

Yearsof LifeLost

12000

H \Vde

1000
1250

Yearsof Life Lost

1500

+++ Our Health

PREMATURE DEATH

SFDPH andyzes the extent to which
specific causes of degth contribute to premature
mortaity by measuring expected years of life
logt (YLLS). This measure, which gives greater
weight to degths the younger the personsisin
which they occur, compared to a standard life
expectancy. Many of these years of life lost
could be prevented.

Source: San Francisco Dept. of Public Health, Community Health Epidemiology
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PREMATURE DEATH--continued

Ischemic heart diseaseis the leading L eading Causes of Yearsof Life L ost
cause of premature mortdity for dl 4 among Asian/Pacific I slanders,
ethnic groups. HIV/AIDS and drug San Francisco, 1998
poisoning are 2" and 3" among whites,

Latinos, and African Americans. Note Ischemic heart disease
that these numbers cannot be directly Cerebrovascular(Siroke)
compared among groups (nor should they Lung cancer
be compared to DALYs. Seetechnica Lower resp.(Pneumonia)

notes) Liver cancer
Colorecta cancer

Chronic obstr. pulm. disease

Suicide
Motor Vehicle-Traffic H Mde
O
Breast cancer Femde
| T T T
o o o o o
o o o o
o o o o
— I3 5] 5

Years of Life Lost

Leading Causes of Years of Life Lost
among African Americans,
San Francisco, 1998

Ischemic heart disease
HIV infection/AIDS
Drug poisoning, Ul
Cerebrovascular (Stroke)
Homicide

Lower resp. (Pneumonia)

Lung cancer
Inflam/infect/cardiomyop
Breast cancer B Made
Dicbetes mellitus [ ] L Femde
T T T

o 8 8 8 8

o o o o

= Y 1) <5

Yearsof LifelLost

Source: San Francisco Dept. of Public Health, Community Health Epidemiology
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Major Causes of Death, San Francisco, 1999
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MORTALITY

Major causes of death are standard
components of hedlth indicator data Hedthy
People 2010 objectives are set for many causes
of mortaity, which dlow for nationd, Sate,
and locd comparisons. This table shows how
San Francisco comparesto Cdiforniaand the
national objectivesin the most recent data

avalable,

Generdly, the mortdity of San Franciscans
compares favorably with Cdiforniansasa
whole on most measures, except for drug
related desths and AIDS. Drug poisoning isthe
main component of our eevated unintentiona

injury rate.

County Cause of Death Number  Adjusted death 95% Ca. National
Rank of deaths rate conf. Adjusted objective
limits  death
rate
9 All Causes (1997-1999 6,694.3 7199 688.8, 751.1 791.5 N/E
average)
25 Coronary heart disease 1,592 164.1 156.0 , 172.2 193.0 166.0
28 Cerebrovascular disease 603 61.1 56.2 , 66.0 63.3 48.0
14  All Cancers 1,535 166.6 158.2 , 175.0 179.5 159.9
8 Lung cancer 374 41.1 36.9, 45.2 46.9 44.9
6 Female breast cancer 88 17.2 135, 20.9 24.6 22.3
(not AIDS/HIV disease 197 217 4.6 N/E
ranked)
13 Diabetes 143 15.3 12.8, 17.8 20.5 45.0
31 Unintentional Injuries 288 33.5 295, 374 27.5 17.5
12 Motor vehicle accidents 51 6.4 46, 8.2 9.5 9.2
22  Suicide 83 9.6 75, 11.7 9.4 5.0
41 Homicide 51 6.5 47 , 84 6.0 3.0
56 Drug-related deaths** 178 20.4 173, 234 9.1 1.0
16  Firearm injuries** 50 6.4 46, 8.2 9.0 41

* Due to a change in coding of causes of death in 1999, all data except "All causes" are for 1999 only.

** These categories include deaths from other causes, such as homicide, suicide and unintentional injuries.
Adjusted rates are age-adjusted to US 2000 standard population.
NE=no national standard established
Note that changes in coding and adjustment standard make it inappropriate to compare these rates to those
from prior years.

Source: California Dept. of Health Services, County Health Profiles, 2001; personal communication (AIDS/HIV mortality)
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MORALITY--continued

San Francisco has amuch higher degth rate
than Cdifornia as awhole for non-ederly
adults ages 25 — 54. These are the age groups
that are disproportionately affected by drug

overdose and AIDS mortdity.
ty Age- specific Death Rates, San Francisco and California, 1996-1998

Overd| mortality rates by sex and ethnicity Deaths SFrate Carate SF:Ca
show that, within each ethnic group, mae Ratio
mortality is much greater than of females. gmre“jgﬁggath rates o o7 L
Among the maor ethic groups, African Age-adjusted death rate 439.4 425.7 1.0
Americans mortdity is by far the highest, for Age-specific death rates
both sexes, while Asan/other and 1-4 18.2 29.1 0.6
L atino/Hispanic mortality isthe lowest >-14 91 6.7 0>

oan ty ' 15-24 84.1 78.5 11
25-34 147.0 98.7 15
35-44 315.0 182.6 1.7
45-54 547.9 382.9 1.4
55-64 923.6 906.1 1.0
65-74 1999.6  2208.0 0.9
75-84 45151  5300.3 0.9
85+ 11955.2  14349.0 0.8

* Rate not considered reliable due to too few deaths

Crude and age-specific rates are deaths per 100,000 persons in age category
Crude rate is for all ages.

Age-adjusted to 1940 US standard population.

Age-Adjusted Death Rates by Sex and
Major Ethnicity Group, San Francisco,1998

1200
B Mde
%1000_ O Femde
o
5 800
B
fa)
B 600 —
B
=
< 400 -
)
<
200 —
o
g 2 ¢ 3z 2
= 2 § = 2
3 T
<

Source: Ca. Dept. of Health Services, Center for Health Statistics. Health Data Summaries for California Counties.
October 2000
Ca. Dept. of Health Services vital Statistics Query system. http://www.dhs.ca.gov/hisp/applications/vsg/vsg.cfm
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DISABILITY

We have no systematic data showing the
number of San Franciscans whose ahility to
function in dally living are hampered to various
degrees by disabilities. Among those who are
more severdy disabled, such that ther ability
to work is serioudy compromised, many will
receive Supplementa Security Income (SSl).
Thisfederd program is administered by the
Socid Security Adminigtration; recipients
benefits are supplemented by the state SSP
program.

December 1999 data show that 46,371 San
Franciscans received benefits from the
program. Of these, 44% were classfied as aged
and 56% as blind or disabled. This differs
markedly from the statewide program
proportions of 31% aged and 69% blind or
disabled. Accordingly, amuch higher
proportion of SSI recipients were over 65 in
San Francisco (57%) than in Cdifornia (44%),
and alower proportion were under age 18
(1.9%, compared to 7.5% statewide). Almost a
third of San Franciscanson SSl aso received
socid security retirement, survivor or disability

benefits.
Disabilities
Persons receiving federal Category Age Amount of
SSI payments SSlw. payments
Total Aged Blind& <18 18-64 65+ OASDI  ($1,000s)
disabled
California
1998 1,042,002 324,774 717,228 78,861 505,786 457,355 393,012 $ 496,115
1999 1,065,323 330,225 735,098 79,911 518,376 467,036 400,389 $ 527,559
1998-1999 change 2.2% 1.7% 2.5% 1.3% 2.5% 2.1% 1.9% 6.3%
Part of total 1.000 0.310 0.690 0.075 0.487 0.438 0.376 --
San Francisco
1998 46,036 20,096 25,940 975 19,112 25,949 14,727 $ 23,452
1999 46,371 20,451 25,920 892 19,036 26,449 14,861 $ 24,685
1998-1999 change 0.7% 1.8% -0.1% -8.5% -0.4% 1.9% 0.9% 5.3%
Part of total 1.000 0.441 0.559 0.019 0.411 0.570 0.320 --
SF as % of CA (1999) 4.4% 6.2% 3.5% 1.1% 3.7% 5.7% 3.7% 4.7%

Source: SSA, SSI Recipients by State and County, December 1998 and December 1999, Table 3.
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- AIDS Cases by Transmission Category, Sex, Ethnicity,
and Year of Diagnosis, San Francisco, 1990-1999
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HIV/IAIDS

The number of new AIDS cases Number of Cases 1990-2000
. . 1990 1992 1996 2000* Diff. % Change
peaked in 1992, corresponding to the —
pesk in theincidence of HIV infection Transmission Category
in the early 1980s. The incidence of

- i MSM 1846 2009 813 269  -1577 -85%
AIDS has declined since 1992. DU 123 212 156 81 42 -34%
MSM IDU 305 346 155 55 -250 -82%
In recent years, the declinein AIDS Lesbian IDU 4 7 1 0 -4 -100%
incidence has been attributed in part to Hemophiliac 2 7 0 0 -2 -100%
the use Of hi gh|y a:tive anti I’dfO\/i rd Heterosexuals 26 39 34 24 -2 -8%
therapies (HAA RT), which became Transfusion 13 11 5 3 -10 -17%
widdy availablein 1996. HAART has Other 1 19 18 9 2 ~18%
both prolonged the time from HIV Zemamc (0-12) N N 3 ! 3 oY
. . ex
infection to the development of AIDS Male 2267 2544 1094 395  -1872  -83%
and has increased the surviva after Female 67 110 91 47 -20 -30%
AIDS. Theimpact of HAART on Ethnicity
reducing HIV related morbidity and White 1766 1897 738 252 -1514 -86%
mortality may, paradoxicaly be African Am. 261 322 216 93 -168 -64%
Cont” bu'u ng to arecant incrm in Latino 223 340 171 74 -149 -67%
w(ud ng( beha\/IOI’S a.nong men WhO Asian/PI 69 71 53 21 -48 -70%
. Native Am. 15 24 7 2 -13 -87%
have sex with men, the group most Total 2334 2654 1185 442 -1892 -81%

severdy affected by HIV infectionin
San Francisco. The changein levd of

* Cases reported may not be complete in later years.

risk benaviors has led to an incresse in New Cases, Deaths, and Numbers Living with AIDS,
the estimated incidence of HIV San Francisco, 1980-2000
infection among men who have sex 6000 —
with men. — Derths )
8000 — « = New cases ‘
The result of the increasein HIV ~ - Lvingwih AIDS RS
incidence, coupled with the decreasesin 7000 7 K
AIDS incidence and deaths, has been an 6000 —| K
ever-increasing number of persons
living with HIV/AIDS who are in need 8 o0 !
of HIV related prevention, hedlth care, 2 4000 :
and socid services. ’
3000 — ,‘
2000 —
1000 —

1980 —
1985 —
1990 —
1995 —
2000 —

Year

Source: San Francisco Dept. of Public Health, AIDS Surveillance Unit, Special Analysis, December 2001
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HIV/AIDS--continued

MSM HIV Incidence Estimates,
San Francisco, 1997 and 2000
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MSM MSM+IDU

Jse of Highly Active Antiretroviral Therapy (HAART) among Persons
Living with AIDS between 1996 and 1999, San Francisco

Population Group Number of Cases Percent Receiving
HAART

Total 9001 65%
Sex
Male 8489 65%
Female 512 58%
Race/Ethnicity
White 6195 66%
African American 1389 58%
Latino 1047 66%
Asian 322 72%
Native American 48 73%
Transmission Category
Men who have sex with men (MSM) 6531 68%
Injection drug user (IDU) 950 52%
MSM and IDU 1205 59%
Other 315 68%
Calendar Year
1996 7043 41%
1997 7132 59%
1998 7380 66%
1999 7483 69%

Source: San Francisco Dept. of Public Health, HIV Seroprevalence and AIDS Surveillance Units
http://hivinsite.ucsf.edu/consensus/
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SEXUALLY TRANSMITTED DISEASE

Our Health m

Trends in reported STD cases by month,
The number of reported sexually Decmber 1998 through December 2000.
transmitted diseases (STDs) increased in 2000

over the previous year. Gonorrhea cases
increased by 34 percent, chlamydia cases

350 20
; 4 18

18,000 gonorrhea cases and 2000 early syphilis
cases.

. - o]

increased by 13 percent, and early syphilis E

cases increased by 61 percent. The number of = i Frr—

cases remains far below the levels from twenty E & |— conorrhea

years ago, however, when San Francisco had 3 T [=_—Early syphilis
8

Recent analysis of data on reported cases —
and City Clinic medical record data has P
suggested that recent increases in STDs may be ° =
mainly among men who have sex with men, a
group that would also be at increased risk for
transmission of HIV. STD prevention efforts
in 2001 will be focusing on this community.

Jun-99
Sep-99
Dec-99
Mar-00
Jun-00
Sep-00
Dec-00

Sexually Transmitted Diseases among San Francisco Residents, 1998-

2000
Number of Cases Change, Rates
Disease 1998 1999 2000 1999-2000 1998 1999 2000
Gonorrhea: All groups 1,850 1,609 2,140 33% 256 220 298
White 679 676 810 20% 201 243
Asian 60 61 91 49% 29 30 46
Hispanic 179 188 282 50% 178 187 282
African American 604 565 569 1% 791 740 751
Adolescents (<20) 250 205 178 -13% 493 580 503
M. rectal gonorrhea 159 199 25%
158
Chlamydia 2,611 2,723 3,075 13% 369 430
Adolescents (<20) 892 715 810 13% 1758 2022 2291
Syphilis 129 126 157 25%
Early syphilis 40 44 71 61% 6 6 3
Congenital syphilis 1 1 1

Rates are cases per 100,000 population per year, based on 1990 census population, not adjusted.

Source: San Francisco Dept. of Public Health, STD control & Prevention
http://ww.dph.sf.ca.us/Reports/STD/std0012.pdf 36
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San Francisco led the nation in 1999 with
the highest TB caserate. 1n 2000, the number
of casesof TB were a an dl-timelow in San
Francisco, but the diseese is dill diveand a
concern, with arate twice that of Cdiforniaand
3timesthat of the nation. Much of thishigh
rate continues to be driven by the large number
of foreign born immigrants coming to San
Francisco. The disease disproportionately
affectsthose living in poverty and under
crowded conditions (e.g., homeless and recent
immigrants) and from countrieswhere TB
disease is endemic (e.g., the Philippines and
Ching). TB dill poses athreet to individuals
living with AIDS; rates of coinfection remain at
around 25%, despite falling number of cases.
Collaborative community efforts have helped
with monitoring of medication adherence and
effectiveness and resulted in subgtantial
decreases in drug resistance rates.

600

., 500

[0}

8 400 \

(@)

> 300

5 VAN

A
2
100 % &A‘&.ek..);(&x‘_&
0 Loersrsersg i X R e

o N <t [{e] [ee] o N <t [{e] o0}
[ee] [ee] [ee] [ee] [ee] ()] [e)] ()] [e)] o)}
(o)) [e)] (o)) ()] (o)) ()] [e)] ()] [e)] [e))
— — — — — — — — — —

Year

—— Total TB Cases —*— Foreign Born ---X---TB Cases with AIDS

Source: San Francisco Dept. of Public Health, Tuberculosis Control
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HEPATITISC

Hepatitis C (HCV) is an important disease
because it has ahigh incidence, is Slent for
many years, isinfectious, and can cause long-
term disability through chronic liver disease.
The table below shows the estimated risk and
prevaence in high-risk groupsin San
Francisco. Many of therisk factors for
Hepatitis C are the same as those for HIV

tranamisson.

Estimated San Francisco Hepatitis C infections by risk group

Risk prevalence est. Proportion in Number SF estimated number
in
Population group Low High risk group risk Low High
group
general pop. 0.02 0.02 17,647
767,252 11,509
IDU 0.72 0.86 14,706
17,100 12,312
STD hx 0.01 0.10 0.17 13,043
130,433 1,304
Abnormal ALT 0.10 0.18 0.05 6,905
38,363 3,836
2-9 sex partners 0.01 0.02 0.52 6,668
333,421 3,334
10-49 sex partners 0.03 0.03 0.22 4,232
141,063 4,232
50+ sex partners 0.06 0.16 0.04 4,104
25,648 1,539
Pre-1990 0.05 0.09 0.06 4,143
transfusion 46,035 2,302
MSM 0.02 0.18 7,020
39,000 780
Health workers 0.01 0.02 0.09 1,381
69,053 691
Others 745
51,475 227

note that categories are not mutually exclusive, so estimated numbers cannot be added together

Source: San Francisco Dept. of Public Health, Community Health Epidemiology and Disease Control
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Age Adjusted Death Rate

Cardiovascular Disease Mortality Rates
by Ethnicity, San Francisco,1994-1997
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CARDIOVASCULAR DISEASE

Cardiovascular disease includes Ischemic
Heart Disease (IHD), stroke, and other forms of
heart disease. IHD isthe leading cause of death
for both men and women, and stroke is among
the leading causes each year. Rates have been
declining somewhat among al groups, but
there are dtill very large differences across
ethnic groups in San Francisco, asthere are
elsawhere. African Americans have by far the
highest rates, well over twice that of the groups
with the lowest rates, Asan/others and
Hispanics. Whites rates are in between,
ggnificantly lower than African Americans but
dill sgnificantly higher than the other groups.
IHD and stroke mortdity rates among maes of
each ethnicity are Sgnificantly higher then
rates among females. A large part of these
differences can be attributed to differing
exposures to well-established risks, including
hypertension, diabetes, cholesterol, smoking,
diet, exercise, and stress.

Source: California Department of Health Services Website, Vital Query System
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DIABETES

Diabetes ranked 12" among San Francisco's
leading causes of disability adjusted life years.
People with Digbetes are 2 to 4 times as likely
to die from coronary heart disease and twice as 20
likely to die from stroke as people without _
diabetes. More than 80% of people with
diabetes die from some form of cardiovascular
disease.

Diabetesby Major Ethnicity Group,
San Francisco,1994-1996

B Mde
O Femde

10 —

Diabetes prevalence increases with age and
body weight, and is lower among college
graduates (4%) than among those with no more
than a high school education (7.2%). Diabetes
has been increasing among Cadlifornia adults ]_‘ NCNC
gnce the mid-1980s, especidly among women.
Statewide, Latinos/Hispanics (12.9%) and
African Americans (14.5) have higher rates
than whites (4.3%).

Population Percent

=z
(@]

White
Asian/other
Hispanic
CA

African-Amer.

Prevaence by ethnicity and sex for the Bay
Area (San Francisco, San Mateo, Santa Clara,
and Alameda counties) are shown in this graph.
For those groups with sufficient deta, the
prevaence among Latino/Hispanic and
African- American femdes was Sgnificantly
greater than among white femaes. Where bars
are missing, data were insufficient to produce a
reliable estimate for that group.

Source: Gazzinga JM, Kao C, et. al. Cardiovascular Disease Risk Factors Among California Adults, 1984-1996.
Sacramento: California Department of Health Services and UCSF, Institute for Health and Aging, 1998. pp. 22,26.
Missing/insufficient data due to small subgroup sample size (<50). Data from Ca. BRFS. Bay Area counties are SF,

Alameda, San Mateo, and Santa Clara.
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HIGH BLOOD PRESSURE

High Blood Pressure by Major Ethnicity Group, High Blood Pressure (HBP), o

San Francisco,1994-1996 hypertension, is the single most important risk
factor for stroke. People with uncontrolled
HBP are as much as seven times more likely to
B Mde develop stroke than others, and three to four
40 O Femde times as likely to develop heart disease as well.
Most high blood pressure can be prevented or
30 controlled by a combination of regular exercise,
weight control, limiting sodium and dcohal in
20 — the diet, and, if necessary, prescription
medications.

50

10
HBP prevaence has Sayed rdatively steady

gnce the mid-1980s. Prevalence increases
greatly with age. Sex differencesin prevdence
arerddively smal, but there are sgnificant
ethnic differences. African Americans have the
highest prevaence; with men (41.5%) having
sgnificantly higher prevaence than

Asan/other (15.6%), Latino/Hispanic (22.1%),
or white (22.8%) men, and African American
women (35%) being higher than white women
(23.7%).

Percent High Blood Pressure

P
(@)

White
Asian/other
Hispanic
CA

African-Amer.

Bay Area prevaences are shown in the
figure for groups for which data were sufficient
to make reliable estimates. There are no
sgnificant mde-femae differences within
ethnic groups. Among men, LainosHispanics
have sgnificantly higher prevalence than
Asan/other, and African- American women
have ggnificantly higher prevalence than
women of any of the other ethnic groups.

Hypertension ranked 15" among
contributors to overal burden of diseasein San

Francisco in 1998 (DALY'S)

Source: Gazzinga JM, Kao C, et. al. Cardiovascular Disease Risk Factors Among California Adults, 1984-1996.
Sacramento: California Department of Health Services and UCSF, Institute for Health and Aging, 1998. pp. 22,26.
Missing/insufficient data due to small subgroup sample size (<50). Data from Ca. BRFS. Bay Area counties are SF,
Alameda. San Mateon. and Santa Clara.
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CANCER

From 1993 to 1997, the highest rate of cancer incidence
(occurrence) among males was for prostate cancer, dmost
twice that of lung cancer. However, the desth rate of lung
cancer was 2.7 times that of prostate cancer.

San Francisco Cancer Incidence by Sex & Ethnicity, 1993 - 1997

ALL Males: All 1992-96 | Males: Rates by Ethnicity

No. No. Rate LCI UCI Rate White Afr-Amer. Latino Asian/Oth.
All cancers 20,632 11,698 512.9] 503.4, 5225 543.3| 601.9* 7243 ** 357.9 326.8
Prostate cancer 2,780 2,780 128.2 1235, 1331 135.7| 139.4 ** 2451 *** 94.6 * 71.8
Lung cancer 2,549 1,462 67.1 63.7, 70.6 71.3 72.8 ** 109.7 **= 30.8 575 *
Kaposi's sarcoma 1,306 1,296 447 422, 47.2 57.4 66.8 *** 38.6 * 389 * 5.0
Colorectal cancer (invasive) 2,334 1,190 53.00 50.0, 56.1 525 55.1 * 73.3 *+* 33.8 494 *
Non-Hodgkin's lymphoma 1,289 986 389 364, 415 42.8 52.1 *+* 334 * 32.0 * 147
Bladder cancer 724 508 22.8 2038, 24.9 234 34 Ao 183 * 12.6 9.7
Mouth/oropharynx cancers 563 384 18.00 16.2, 19.9 18.8 19.8 25.6 11.9 16.1
Liver 410 315 147 131, 16.4 14.0 9.6 15.9 10.5 234 *
Stomach cancer 498 298 134 119, 15.0 135 111 26.8 *** 124 14.2
Melanoma/skin cancers 466 269 115 10.1, 13.0 11.7 21.0* -- 2.1 --
(invasive)
Leukemia 441 242 114 9.9, 129 12.9 13.3 9.0 8.3
Pancreas 436 197 9.00 78, 10.3 9.9 9.3 15.3 8.4 6.9

ALL Females: All 1992-96 | Females: Rates by Ethnicity

No. No. Rate LCI UCI Rate White Afr-Amer. Latino Asian/Oth.
All cancers 20,632 8,934 3258 3186, 3331 329.6| 402.3 *** 3498 * 2252 247.8
Breast cancer (invasive) 2,600 2,600 100.3 96.2, 1044 101.1 131.9 ¥+ 104.8 ** 65.6 65.2
Colorectal cancer (invasive) 2,334 1,144 36.6 343, 38.9 37.7 40.6 * 32.0 26.4 35.9
Lung cancer 2,549 1,087 376 353, 40.0 38.1| 475* 53.5 * 20.1 27.1
Breast cancer (in situ) 567 567 236 216, 25.7 23.1 28.7 * 28.9 * 9.3 19.2*
Corpus uteri cancer 515 515 201 183, 22.0 20.5| 25.1* 17.8 10.2 16.6
Ovarian 375 375 146 131, 16.3 144 204 * 9.0 13.0 9.8
Non-Hodgkin's lymphoma 1,289 303 10.7 9.4, 12.0 11.3 11.7 10.1 11.0 8.7
Pancreas 436 239 72 6.2, 8.2 7.1 7.3 16.0 *** 5.8 4.8
Cervix uteri 238 238 9.3 81, 10.6 10.3 6.9 111 124 10.5
Bladder cancer 724 216 6.9 59, 7.9 6.4 9.5 * 7.2 4.8 3.8
Stomach cancer 498 200 6.4 55, 7.4 6.4 5.4 5.2 6.3 8.2
Leukemia 441 199 81 69, 9.5 8.2 9.8 7.3 5.2 6.7
Melanoma/skin cancers 466 197 7.7 6.6 , 8.9 7.3 15.1 * -- 17 0.6
(invasive)
Mouth/oropharynx cancers 563 179 6.7 57, 7.7 6.7 74 % 6.7 2.2 7.1*
Kaposi's sarcoma 1,306 10 0.3 , 0.3 0.4 (<5) (<5) (<5)

Data are for 1993-1997. "No." is numbers of incident cases in 5-year period. Ranking is by sex-specific number of cases.
Rates are age adjusted to standard 1970 US population. (Not calculated for <5 cases.)

LCI, UCI are lower and upper 95% confidence intervals for rate estimates.

source: NCCC, Cancer Incidence & Mortality in the SF Bay Area, 1988-1997. March, 2000

website: http://www.nccc.org/Pubs/reg8annual.htm

*** Significantly higher than all other ethnicity groups of same sex

**  Significantly higher than next highest ethnicity group of same sex

* Significantly higher than lowest ethnicity group of same sex

Source: Northern California Cancer Center, Cancer Incidence & Mortality in the SF Bay Area, 1988-1997. March, 2000
http://www.nccc.org/Pubs/reg8annual.htm 42
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San Francisco Cancer Mortality by Sex & Ethnicity, 1993 - 1997

CANCER--continued

Among femaes, invasve breast cancer had the
highest incidence, more than double that of lung
and colorectd cancers, but the deeth rate from lung
cancer was a third higher than that of breast cancer,
and almost double that of colorectal cancer.

There are important differences by sex and
ethnicity in both cancer incidence and mortdity.
African Ameican mdes had dgnificantly higher

+++ Our Health
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incidence and mortdity than dl other ethnic groups.
Whites had the second highest incidence and
mortdity, ggnificantly higher than Adans or
Lainos  White femdes had dgnificantly higher
incidence than dl other ethnic groups followed by
Africen American femdes but African American
femad€es mortdity was highest, followed by white
females. Comparing 1993 —1997 rates to those for
1992 — 1996, mae incidence and mae and femde
mortality declined somewhat, despite data for 4 of
the 5 years measured being the same.

MALE All Males 1992-96 | White African-American Latino Asian/other
No. Rate LCI UCI Rate No. Rate No. Rate No. Rate No. Rate
All cancers 4,048 179.4 173.8,185.1 188.2] 2,219 196.9 = 554 297.4 **= 297 130.2 957 135.0
Lung cancer 1,111 505 47.5,53.6 53.8 582 54.3 ** 173 92.8 =* 63 28.1 281 39.6
Prostate cancer 455 18.6 16.9,204 20.3 267 216* 91  47.9 ¥ 36 14.7* 58 7.4
Colorectal cancer 428 18.4 16.7 , 20.2 19.6 249 21.0* 48 264 * 29 134 100 13.6
Liver cancer 223 104 91,118 10.5 68 6.3 25 14.1 22 10.2 107 159 *
Non-Hodgkin's lymphoma 201 8.5 73,97 8.1 123 102 * 14 7.3 25 9.5 38 51
Stomach cancer 181 8.1 6.9,93 8.3 69 6.2 31 166 * 20 8.9 61 8.5
Pancreas cancer 170 7.6 6.5, 8.8 8.1 95 8.5 19 10.6 16 7.3 40 5.6
Leukemia 140 6.4 54,76 7.0 81 7.1 18 9.7 9 3.7 31 4.8
Esophageal cancer 112 5.1 42 ,6.1 5.6 63 59 * 18 9.9 * 5 2.2 26 3.7
Mouth/oropharynx cancers 104 4.9 4.0 ,6.3 5.3 44 43 15 8.6 12 5.2 33 5.0
FEMALE All Females 1992-96 | White African-American|Latino Asian/other
No. Rate LCI UCI Rate No. Rate No. Rate No. Rate No. Rate
All cancers 3,717 120.8 116.6 , 125.1 130.1| 2,157 141.4 * 468 179.6 *** 270 83.5 808 89.4
Lung cancer 824 26.6 24.7 ,28.6 27.1 515 34.8 ** 106 425~ 40 10.9 161 171
Breast cancer 560 199 18.2,217 20.3 336 24.4* 82 324* 43 149 97 11.6
Colorectal cancer 465 13.7 123,151 13.0 261 148* 50 18.8* 26 7.5 125 131 *
Pancreas cancer 220 6.5 56,74 6.4 129 7.4 * 38 13.3 ¥ 16 3.9 36 3.9
Ovarian cancer 193 6.8 58,79 7.2 128 9.1* 12 4.5 23 7.2 30 3.9
Non-Hodgkin's lymphoma 150 4.4 36,52 4.8 99 54 11 4.0 13 3.5 27 3.1
Leukemia 147 5.2 42 ,6.1 4.9 86 6.0 11 4.1 13 4.8 37 4.4
Stomach cancer 120 3.7 3.0,44 3.8 54 3.0 8 2.3 12 4.1 46 5.0
Cervix uteri cancer 95 2.6 23,36 3.1 60 3.4 16 59* 5 1.6 14 1.6
Corpus uteri cancer 70 2.6 20,33 3.1 25 2.4 12 4.0 10 3.9 23 25

Data are for 1993-1997. "No.'

is numbers of deaths in 5-year period. Ranking is by sex-specific number of deaths.

Rates are age adjusted to standard 1970 US population. (Not calculated for <5 deaths.)

LCI, UCI are lower and upper 95% confidence intervals for rate estimates.

*+* Significantly higher than all other ethnicity groups of same sex
**  Significantly higher than next highest ethnicity group of same sex

Source: NCCC, Cancer Incidence & Mortality in the SF Bay Area, 1988-1997. March, 2000

http://www.nccc.ora/Pubs/rea8annual.htm
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ASTHMA

Asthma ranked 9" among contributors to
overal burden of diseasein San Francisco in
1998 (DALY?S).

Hospitalization rates for asthma declined for
al groups from 1991 — 1994 and from 1995 -
1997, both overal and among children.
However San Francisco till continued to rank
among the highest for asthma hospitdization
rates for each ethnic group compared to other
Cdifornia counties. African Americans have
ggnificantly higher rates than other ethnic
groups both overal and among children, and
Latino/Higpanic children have sgnificantly
higher rates than whitesand Asav/P.I.
children.

Asthma Hospitalization Rates by Ethnicity, San Francisco, 1991-94 and 1995-97

1991-1994 1995-1997
SF Rate 95% SF Counties SF Rate 95% SF  Counties
Conf. Rank Ranked Conf. Rank Ranked
Interval Interval

Children 0-14
White 345 (313-378) 2 52 221 (193-252) 6 44
African-American 805 (740-872) 6 30 664 (594-737) 9 23
Hispanic 556 (505-610) 1 35 351 (310-393) 2 30
Asian/other* 443 (410-477) 1 29 213 (189-239) 1 19
All Ages
White 151  (143-158) 7 57 128 (119-173) 8 55
African-American 515 (490-540) 5 35 463 (435-492) 5 29
Hispanic 208 (195-222) 2 39 134 (122-147) 4 34
Asian/other* 177 (168-186) 1 36 113 (106-121) 1 23

Category defined as "Asian/other" in 1991-94, and as "Asian/Pac. I." in 1995-97.
Rates are per 100,000age-adjusted to the standard 1940 population.
Ranks are among counties with at least 20 cases, with ranking from 1=highest rate.

Source: California Dept. of Health Services, County Asthma Hospitalization ChartBook, 1997 and 2000.
Cited in Jennifer Mann, “Asthma in San Francisco.” November 2000. San Francisco Dept. of Public Health
http://www.dph.sf.ca.us/Reports/asthma00.pdf
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Estimated Seriously Mentally |1l and Unmet Need MENTAL ILLNESS
by Age, San Francisco 1997-1998 The CaiforniaMenta Hedth Ha,]nlng
Council developed egtimates for Cdifornia
B e — counties of prevalence of serious mentd illness,
| |9 uppertimit, unmet need aong with estimated levels of unmet need for
menta hedth services for the people with these
conditions. San Francisco's prevaencerateis
believed to have been underestimated, but at
7.84% was dill the highest among the counties.
The upper and lower limit estimates shown
here are based on different assumptions about
the extent of private care, after accounting for
o B those recaiving services through the public
system.

35000

25000
|

Estimated Seriously Mentally 111
15000
| ]

5000
|

0-17 18-20 21-59 60+

Age Grap The Disability Adjusted Life Years
(DALY s) method ranks psychiatric diagnoses
related to acohol dependence as the second
leading cause of years of hedthy lifelog.
Depression was the 5 leading cause, and

Suicide Deathsin San Francisco, quicide was the 14th.

1989-90to 1999-2000

160 —

140 SUICIDE

120 Between 1997 — 1999 there was adeclinein
100 — — Al suicides the overal number of suicides. The number of
80 — S E':Safg/:lﬁéggeess suicides can only reflect those cases that can be
60 — g positively determined to be suicides. Itis
10 o e assumed that some suicides are not classified as
o | FT T TTT ee such. Thetwo leading methods of sicide are

by firearm and by drug overdose.

Number of Deaths

0 4

1989-1990—
1991-1992
1992-1993—
1993-1994—
1994-1995
1995-1996
1996-1997_
1997-1998—
1998-1999—
1999-2000-

1990-1991—

Source: San Francisco Office of Medical Examiner. Annual Report (various years)
Ca. Mental Health Planning Council, Ca. Mental Health Master Plan (draft). Chapter 2, Unmet Need. Sacramento, Ca. 2000
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LOW BIRTH WEIGHT

Low birth weight (birth weight less than
2500 grams) increases infants' risk of infant
mortality and other heath problems, and very
low birth weight (birth weight less than 1500

grams) increases these risks even more. In San
Francisco, the highest rates of low and very low

birth weight babies are born to African
American women.

INFANT MORTALITY

Infant mortality iswidely consdered to be a

coreindicator of acommunity’s hedth satus.
The overdl infant mortdity rate for San
Francisco is lower than that for Cdiforniaasa
whole. In San Francisco, infant mortality rates
declined for dl groups except L atinos between
1998 — 99. Infant deeth retes are till much
higher for African Americansin San Francisco
than for any other group measured.

Low Birthweight by Mother's Ethnicity
and Primary Payor Source,San Francisco,1999

ETHNICITY
White
Latino

B low birthweight
O very low birthwt.

Chinese

Black

Flipino

Other Asian/P.1.
Other

PAY OR SOURCE
HMO/PHP
Medi-Cal
CPS/M-Ca

Percent Low Birthweight

Infant Death Rates by Mother's Ethnicity,
San Francisco, 1998-99
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NC: not calculated due to <5 deaths

Source: San Francisco Dept. of Public Health, Records & Statistics
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Technical Notes.

General Notes on Data

Variability and uncertainty in data

All measures of events occurring in populations are subject to a variety of sources of
uncertainty, including random variability. This meansthereis a certain unsystematic variability
inherent in whether an event (like a death) occurs a a specific time. Thisvaridbility isinversdy
related to the number of events, so it is greater for very few events, and reatively much less
when many events are involved. Therefore rates based on very few events are considered
ungtable and unrdiable, and are typicaly not reported. In generd, in this report we do not show
rates caculated for less than 5 events.

Confidenceintervals are away to quantify the reliability of rates and other measures. The 95%
confidence interva isthe interva within which we expect that, if the procedure producing our
measure were repested exactly the same way 100 times, the “true” underlying population rate
would probably occur in the confidence intervals of 95 of those sets of data—and outsdeit in
the other 5. Rates that are compared can be consdered significantly different if their confidence
intervals do not overlap.

Many reports, including those of state and federal agencies, dso use standard error or
relaive standard error as a guide to rdiability, not reporting rates or percents with arelative
standard error greater or equa to 23%, or where the standard error isindeterminate because there
are zero events. “NC” and/or missing bars of data on graphs indicates that rates or prevalences
were not ca culated because there were insufficient data to do so reliably for that category.

Rates

Rates are expressions of how many events (such as death or disease) occur per unit of
population size in agiven time period. Because rates standardize the size of the populations
being compared and the time frame of the comparison, they are preferable to raw numbers for
comparing the degree of mortdity or illnessin a population over time or across populations.

For example, consider two populations. Population A has 100 deaths in ayear among
100,000 people, and population B has 200 deaths among 500,000 people. By numbers of degths,
B hastwice as many desths (200 to 100), but by rates, mortality in B isonly 40% as high asin A
(rates are, for B, 200/500,000=40 deaths per 100,000 population; for A: 100 deaths/100,000=100
deaths per 100,000). Put another way, rates allow us to compare chances of eventsin different
populations, and say that someone in A has 2.5 times the chance of dying as someonein B
(100/40 desths per 100,000 in A compared to B).

Age-adjusted rates. Rates calculated as the total number of events divided by the total
population are caled crude rates. But because most health rates change with age (after the first
year of life, deeth rates generdly go up with increasing age), we aso have to account for
comparisons of populations with different age distributions. (Wed expect to treet fifty deathsin a
retirement community of 1000 peoplein ayear differently than the same number of deaths
among the same number of children in an dementary school, because we know that the desth
rates of very old people are normaly much greater than the deeth rates of children.) Therefore
we use amethod caled age-adjustment to "adjust for" differences
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in both the Sze and age digtribution of populations; the resulting age-adjusted rates are synthetic
but can be used to compare the overal degree or force of mortality or morbidity across
populations with different age didtributions.

Direct age adjustment is done by weighting age- specific rates from a given population by
the proportiona age digtribution of a standard population, and summing these weighted rates
across the age groups.

Age-adjusted rates can only be compared if they are adjusted to the same population
standard. The most common standard used in recent years has been the US 1940 standard
population, which is now being replaced by the US 2000 standard population. Because the US
population has gotten older, the 2000 standard gives greater weight to older age groups, and rates
adjusted to the year 2000 standard will therefore be greater than those that used the 1940
standard proportiondly to the extent that mortality among older age groupsis greater than that
among younger ones. When 1997-1999 desths are adjusted to the old and new standard
population, the results are:

San Francisco: 1940 standard: 403.2; 2000 standard: 719.9

Cdifornia 1940 standard: 415.0; 2000 standard: 791.5
(Ca. Dept. Hedlth Services, County Health Status Profiles 2001, p. 72)

These differences in death rate results from the same data using different population
gandards illustrate the importance of only comparing rates adjusted to the same population
standard.

Mortality

Data sour ces. Mogt of the mortdity data used in this report comes from the state' s master degth
file, which includes cause of death coding done by the state Office of the Regidrar. This data
includes deaths to San Francisco residents, regardless of where they occur, plus deaths occurring
in San Francisco to people whose place of residence cannot be established (thus including the
homeless).

The other main source of mortality data used here is San Francisco Office of Medica
Examiner (ME) data. The ME does not process al degaths, but does cover dl injury degths. We
use ME datain this report for injury deaths. Compared to state degth files, this data source has
three main differences: it is reported by fisca year (July-June) rather than caendar year; it
covers deaths occurring to people in San Francisco, regardiess of their place of residence; and
causes of death and their categorization are determined by the Medica Examiner.

M easur es of mortality. The two main mortaity measures used in this report are rates and years
of lifelost. Rates are discussed above. Y ears of life lost are calculated as the difference between
the age at deeth and the life expectancy for a person of that age. This life expectancy comes from
adtandard life table based on an optima population. For a detailed discussion of our methods,
see San Francisco Burden of Disease and Injury: Mortality Analysis, 1990-1995 (December
1998) on our website at www.dph.sf.caus

Cause of death coding. Causes of death through 1998 were coded in categories of the
International Classification of Diseases, 9" Revision (ICD-9). Starting in 1999, desths are being
coded in the new revison of the internationa classification system, ICD-10. The new system
differs from the older onein severd ways, including having many more cause categories, being

an dphanumeric rather than numeric system, and having different coding rulesin some cases.

The Nationa Center for Health Statistics has established severd
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different cause of deeth groupings for ICD-10, none of which is exactly comparable to the
categories used for reporting under ICD-9 coding. Therefore causes of death reported from 1999
on cannot routinely be assumed to be the same as those reported through 1998 (even if the
categories have the same name), without comparing the old codes and coding rules to the new
onesto seeif they areindeed comparable. No such comparisons of data across these coding
systems are made in this report.

Notes on Overview Data

Who We Are

The Cdifornia Dept. of Finance Demographics Research Unit produces officid date
population estimates and projections. Their latest full projection series (December 1998) was
used for county demographic data reported by age, sex and ethnicity, and for caculaing
popul ation-based rates.

Ethnicity from birth records refers to mother’ s ethnicity.

San Francisco Unified School Digtrict data reported cover about three-fourths of San
Francisco's school children, much lower than the statewide proportion of about 90% of school
children enrolled in public schools.

Immigration data covers port of entry of documented immigrants, and excludes 1986
IRCA entrants and undocumented immigrants. Y ears refer to federd fiscal year, from October of
year given through following September.

How WeLive

Economic conditions. The federd poverty threshold was developed in the 1960s, to estimate
minimum income needed for subsstence, based on housing costs of 30% of income. It is
adjusted annudly for inflation, but not regiondly for locd differencesin cos of living.
Thresholds vary by household size and composition. They are published annualy by the Bureau
of the Census and used for Satistical compilations of poverty rates. The thresholds differ dightly
from the federd poverty guiddines, published annualy by the Dept. of Hedth and Human
Sarvices, which are used to determine digibility for federal means-tested programs.

Children from families earning up to 185% of poverty are digible for free or reduced
school lunches. When schools pass a threshold percent of their students who are digible, all
students at the school become eligible for free or reduced lunches.

The Cdlifornia Budget Project caculated minimum comfortable cost-of-living levels by
region for families with two children (one pre-school age) and either two working parents, two
parents one of whom works, or asingle parent who isworking.

Substance abuse. Data on hogpitaizations are from the Patient Discharge Datafiles of the
Office of Statewide Health Planning and Development (OSHPD). The graph shows drug-and-
acohol-rdated first diagnoses, the first diagnosisis the principle reason for the hospita
admisson. The table of expanded diagnoses includes hospitaizations with any diagnoss (there
can up to 24 diagnoses coded per hospitdization) that is acohol-or-drug-related. Alcohol-or-
drug-related -diagnoses are directly attributable to acohol or drug use, and do not include other
diagnoses that such use may have contributed to (e.g., alcohol contributing to injury from afdl).
The state has tracked such expanded diagnoses since 1997.

49



Technical Notes

Newer loca estimates have not been developed, so data shown arethe same asin last year's
Overview for smoking, physicd inactivity and overweight. New estimates will be available next
year from the Cdifornia Hedth Interview Survey.

Unintentional injuries. Data on injuries come from the San Francisco Office of Medica
Examiner (ME)(desths) and Cdifornia Highway Peatrol (motor vehicle collison injuries), and so
refer to deaths or injuries that occurred in San Francisco, regardless of place of residence of the
injured persons. For this reason, and because the ME reports by fisca year rather than caendar
year, injury mortaity counts shown here may not match injury death data from State datafiles,
such asis shown in parts of the “Our Hedlth” sectionor in other reports.

Accessto health care. Estimates of the uninsured for SF and other metropolitan areas are
derived from the Current Population Survey (CPS) and other nationd surveys, none of which are
specificaly designed to produce such loca area estimates. However, in the absence of current
surveys designed to make such estimates for San Francisco, these have been the best available
sources for data to estimate the local level of access to hedlth insurance. Next year the Cdifornia
Hedth Inventory Survey (CHIS) is expected to provide more reliable loca estimates of accessto
hedth insurance, as well as numerous other hedth-reated issues for which timely locd data have
not been available.

Immunization coverage data come from retrogpective studies in sampled kindergartens.
Therefore 1999 data are for children who started school in September 1998, were born in 1993-
1994, and turned two in 1995-1996, while 1996 data refer to immunization status of children
who turned two in 1992-1993.

Our Hedlth

Mortdity reported in this section is from state hedlth files, for San Francisco residents,
unless otherwise noted.

Burden of disease. DALY sare cdculated by applying established rates of disabilities or ratios
of yearslived with disability (YLDs) to years of lifelost (YLLS) to San Francisco mortdity data.
These YLD rates and ratios were constructed by the WHO Globa Burden of Disease and Injury
project, using data from established market economy societies, in acomplex process (see CIL
Murray and AL Lopez, ed.The Global Burden of Disease: A Comprehensive Assessment of
Mortality and Disability from Diseases, Injuries, and Risk Factorsin 1990 and Projected to
2020, Volume 1 of The Global Burden of Disease Series. Harvard School of Public Hedlth on
Behalf of World Hedlth Organization and the World Bank, Boston, 1996).

DALY “years’ shown here have been adjusted by discounting and age-weighting, and so
are not comparable to the unadjusted years of life lost reported by ethnicity, or to unadjusted
YLLsin other Department of Public Hedth reports, including prior years Overviews.

Because YLLs are not adjusted for differences in the sze and age structure of the
different ethnic populations, numbers of Y LLs cannot be directly compared across these groups.
The Mgor Causes of Degth table is the only mortality data reported here from 1999 from the
state master file, coded using the new 1CD- 10 classification and groupings and with rates age-
adjusted to the year 2000 standard. Because “Major Causes’ reported in prior years of
Overviews were based on |CD-9 coding and the 1940 age standard, this
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year’ s rates in this table cannot be compared to those from prior years (see discussion under
Mortality above).

Communicable disease. AIDS deaths shown in the graph are deaths to persons identified as
having AIDS in the SFDPH AIDS Survelllance System. Since this system identifies people who
arein San Francisco a the time of their diagnosiswith AIDS, numbers of degths from this source
will differ somewhat from the sate magter file, which includes only people identified as San
Francisco residents at the time of desth.

The risk groups shown in the table of estimates of hepatitis C prevaence include
categories whose members may overlap. Therefore the prevaence estimates by risk group cannot
be summed to produce an overall prevalence estimate without multiple-counting cases of people
who fal into more than onerisk category. Hepatitis C incidence is reported for thefirg timein
the state’ s County Health Status Profiles 2001, but the data reported there for hepatitis C for San
Francisco are not valid because they are based on incomplete reporting.

Non-communicable disease. Newer loca estimates have not been developed, so data shown are
the same asin last year's Overview for cardiovascular disease, hypertension and diabetes. New
esimates will be available next year from the Cdifornia Hedlth Interview Survey.

Cancer incidence and mortdity dat come from Survelllance, Epidemiology and End
Reaults (SEER) system, an active surveillance system which identifies cases and then follows
them over time.

Mental health. “ Serious mentd illness’ is the category estimated for the adult age groups. For
children 0-17, “ severe emationa disturbance” (SED) isthe category, and estimates are based on
datafor ages 9- 17 because no useable data for younger children are available. The estimates
were developed in conjunction with the Cdifornia Department of Mental Health and county
mental hedlth directors, including feedback from San Francisco DPH gaff. Some but not dl of
this information was incorporated into the estimate for San Francisco. Factors which couldn’'t be
incorporated were noted, aong with the observation that the figures cited were likely to
underestimate the prevalence of serious mentd illnessin San Francisco.

Suicide deaths were those determined to be suicides by the ME.
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