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This year’s edition of the Community Status Report marks eight years that the Lubbock Area United Way 
and its partners have worked together on this project.    The report has grown in scope each year since 
1999, allowing us to show trends and more in-depth analysis of community issues.  We take this op-
portunity  to recognize each of these organizations for their vision of continuing to improve the lives of 
Lubbock area citizens.

City of Lubbock
Covenant Health System

Lubbock County
Lubbock Independent School District

Texas Tech University Health Sciences Center
University Medical Center

Every community faces challenges in providing human service programs to its citizens.  There can be 
gaps in services, duplications, fragmentations, and lack of coordination.  It can be very difficult to 
know with complete certainty that correct decisions are being made concerning service provision and 
funding.  The annual Community Status Report provides the key ingredient that decision-makers need:  
accurate information.

The Lubbock Area United Way is committed to improving lives and making positive, long-term changes 
in the community.  Caring for each other is the responsibility of all of us, but compassion alone isn’t 
enough.  Leadership, strategy, good information, and hard work are also needed to create long-term 
change.  United Way is in the unique position to mobilize individuals and organizations in order to ad-
dress priority issues.  The Community Status Report is a valuable tool in that work.

Community Status Report
2006
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  Community Impact

 The transformation of the Lubbock Area 
United Way into an organization that is truly 
focused on community impact continues to take 
shape.  To this point we can report with certainty 
that we have put in place several of the essential 
attributes of a community impact United Way.
 Our volunteers and staff have the vi-
sion, will, and commitment to be the leader in 
improving lives by creating sustained improve-
ment in community conditions.  We have created 
an environment that challenges assumptions, 
seeks to create and put knowledge to work, and 
constantly questions and improves our methods 
and tools for achieving impact.  Our United Way 
has also taken the leadership role of identifying 
the issues for which impact is required to im-
prove people’s lives.  The development of tar-
geted, comprehensive plans for action that lead 
to defined outcomes is also taking shape.
 In discussing this transformation, it is 
important to remember our mission of Giving 
People Hope, as well as our stated strategic 
objective of utilizing all available resources to 
create sustained improvements in community 
conditions.  It is also important to remember the 
things we value:

The inherent worth of all people;
Quality of life opportunities for every mem-
ber of our community; 
The efficient, accountable use of resources;
Flexibility in responding to the changing 
needs of our community; and  
Our partner agencies who put our values into 
action.

 Our mission and values have led us in the 
development of our vision for community im-
pact:

The Lubbock Area United Way will direct 
our energies to ensure each of our citi-

•
•

•
•

•

zens is afforded opportunities to take 
charge of the quality of their lives through 
education, living wage jobs, and access 
to health care.

 We aspire to ensure: 
All children are prepared to enter preschool 
and elementary school;
People achieve their educational goals;
Families are self sufficient; and
People have access to quality, affordable 
health care.

 We will create models for success that 
positively impact traditional challenge areas 
such as education opportunities, employment 
opportunities, food insecurity, housing, illitera-
cy, and transportation.  
 There are numerous advantages of edu-
cation as a starting focus of community impact.  
For individuals, there is a correlation between 
education and improved self esteem, self suf-
ficiency and decreased substance abuse, crime, 
and violence. For families, parental literacy 
results in increased children’s literacy. For the 
community, it results in increased business pro-
ductivity, economic development, increased tax 
revenue, and improves school efficiency.
 This focus on education and self suf-
ficiency will not be at the expense of the many 
needs that we and our partners currently provide 
for.  We will continue to:

Provide access to sanctuary from emotional, 
psychological, and physical threat;
Promote advocacy by driving public policy 
and debate through representatives in city, 
county, state, and federal government; and
Develop the Community Status Report to be-
come the primary tool to analyze and evalu-
ate community-level outcomes.

 We will bring together people from all 

•

•
•
•

•

•

•
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across the community – people from government, 
business, universities, faith groups, nonprofits, and 
ordinary citizens – to tackle the issues that matter 
most.  If it requires fundraising, changing public 
policy, or just getting people to work together, 
that’s what we will do.
 Community Impact is about working at the 
community level to improve people’s lives.  It in-
volves influencing whatever sectors, systems, net-
works, groups, or environments that can play a role 
in getting that done. In the past, we have looked at 
the problems and opportunities of our community 
through the filter of our funded agencies.  In the fu-
ture, we will look at every asset, every opportunity, 

including the work of our funded agencies, through 
the filter of community impact.
 Ultimately, the transformation will reach 
every aspect of our work. The essence of the change 
can be captured simply and directly:

We are moving from our history as a fundraising 
organization to a new leadership role as a com-
munity impact organization.
We are moving from only funding the needs of 
agencies and programs to investing in strate-
gies for community change. 
We are moving from “dollars raised” to “commu-
nity results” as our measure of success. 

•

•

•

Community Impact is:

Mobilizing 
communities

to



create lasting 
changes in 
community 
conditions

that


improve lives

Our Mission: Giving  People  Hope
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Executive Summary
Eugene Wang, Ph.D.

 To meet the needs of the various audi-
ences who use this report, every year we have 
attempted to incorporate new ideas and infor-
mation into the Community Status Report.  It 
started out several years ago with simple data 
regarding large community-wide issues (demo-
graphics, education, economics, health, public 
safety).  Every year we have incorporated new 
data, and attempted to include a broader, 
more detailed picture of our community.
 Last year, we began to integrate in-
formation about how community agencies, 
programs, and initiatives are addressing these 
issues.  This year, we are ambitiously trying to 
look at how some of these issues are correlat-
ed with each other.  This year’s report will fo-
cus on the correlations (or lack of correlations 
in some instances) among demographics, 
education, economics, and health:  how demo-
graphics (predominantly race/ethnicity) affect 
educational attainment, how educational level 
affects economic status, and how economic 
status in turn affects health care access and 
outcomes.
 I hope that this report takes a nuanced 
view, and suggests that individual, family, 
and community influences together impact 
these community outcomes.  No one influ-
ence (whether it be at the individual, family, or 
community level) solely “causes” a community 
outcome.  Thus, no single solution will com-
pletely solve these issues.  I believe the facts 
suggest, however, that increasing a person’s  
skills and educational status will have signifi-
cant impacts on his/her quality of life.
 Some basic facts:

Poverty and lack of health insurance lead to 
poorer health outcomes.
The strongest correlation of an individual’s 

•

•

income level is level of education.
Lubbock has a high rate of adults without 
a high school education, and the state 
demographer anticipates that this situation 
will get worse unless changes are made.
However, not all adults in Lubbock County 
went through school here; there also 
appears to be a geographic relationship 
between educational level and geography 
(more counties west of I-35 tend to have 
higher rates of adults without high school 
educations).
In the past 3-4 years, many prevention pro-
grams aimed at children/adolescents have 
been started in the Lubbock area.  Some 
of these include the Region 17 Education 
Service Center Positive Behavior Support 
Project, Lubbock Independent School 
District’s Student Success Program, and 
Child Care Service’s School With Intensive 
Mentoring (SWIM) program.  All of these 
have evidence of their effectiveness, as do 
other existing programs in the community.
Workforce education programs have sub-
stantial evidence that they impact not only 
the participants, but also have positive 
financial impacts on the businesses that 
host these programs.  These programs 
lead to a host of direct economic benefits 
for the employer, including increased 
output of products and services, reduced 
time per task, reduced error rate, a better 
health and safety record, reduced waste 
in production of goods and services, in-
creased customer retention, and increased 
employee retention.  They also produce a 
variety of indirect economic benefits, such 
as improved quality of work, better team 
performance, improved capacity to cope 

•

•

•

•
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with change in the workplace, and improved 
capacity to use new technology.
According to most employers involved in 
workplace education programs, the indirect 
benefits of increased organizational capac-
ity and performance frequently result in 
tangible, direct economic benefits that they 

•

can measure.
 Despite some indicators showing prob-
lems in Lubbock, the good news is that there 
are many indicators which are positive, and 
many of the “negative” indicators are showing 
movement in positive directions. 
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There are 254 
counties in Texas.
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Population D
ata

Persons per square mile by zip code.
Source:  BusinessMap4

West Texas is, 
by and large, 
very sparsely 
populated. . . 



7                      

Po
pu

la
tio

n 
D

at
a

. . . and not only 
did many counties 

in West Texas 
lose population 

between 1990 and 
2000. . . 

Source:  State Demographer
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. . . almost all 
of them also 

lost population 
between 2000 and 

2005.

Source:  State Demographer
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Lubbock County Population Trend
City of Lubbock Planning Department, 2002
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RACE

Projected Proportion of Population by Race/Ethnicity in Texas, 2000-2040
Texas State Data Center & Office of the State Demographer 

(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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CHANGES IN FEDERAL REPORTING OF RACE AND ETHNICITY

	 “On	October	30,	1997,	the	Office	of	Management	and	Budget	(OMB)	published	‘Standards	for	Maintaining,	Col-
lecting,	and	Presenting	Federal	Data	on	Race	and	Ethnicity’	(Federal Register,	62	FR	58781	-	58790).		The	new	standards	
reflect	a	change	in	data	collection	policy,	making	it	possible	for	Federal	agencies	to	collect	information	that	reflects	the	
increasing	diversity	of	our	Nation’s	population	stemming	from	growth	in	interracial	marriages	and	immigration.		Under	
the	new	policy,	agencies	are	now	required	to	offer	respondents	the	option	of	selecting	one or more	of	the	following	five	
racial categories included in the updated standards:

American Indian or Alaska Native.		A	person	having	origins	in	any	of	the	original	peoples	of	North	and	South	
America	(including	Central	America),	and	who	maintains	tribal	affiliation	or	community	attachment.
Asian.		A	person	having	origins	in	any	of	the	original	peoples	of	the	Far	East,	Southeast	Asia,	or	the	Indian	subcon-
tinent	including,	for	example,	Cambodia,	China,	India,	Japan,	Korea,	Malaysia,	Pakistan,	the	Philippine	Islands,	
Thailand, and Vietnam.
Black or African American.  A person having origins in any of the black racial groups of Africa.  Terms such as 
‘Haitian’	or	‘Negro’	can	be	used	in	addition	to	‘Black	or	African	American.’
Native Hawaiian or Other Pacific Islander. 	A	person	having	origins	in	any	of	the	original	peoples	of	Hawaii,	
Guam,	Samoa,	or	other	Pacific	Islands.
White.		A	person	having	origins	in	any	of	the	original	peoples	of	Europe,	the	Middle	East,	or	North	Africa.

	 These	five	categories	are	the	minimum	set	for	data	on	race	for	Federal	statistics,	program	administrative	report,	
and civil rights compliance reporting.
	 With	respect	to	ethnicity,	the	standards	provide	for	the	collection	of	data	on	whether	or	not	a	person	is	of	‘His-
panic	or	Latino’	culture	or	origin.		This	category	is	defined	as	follows:

Hispanic or Latino.		A	person	of	Cuban,	Mexican,	Puerto	Rican,	South	or	Central	American,	or	other	Spanish	culture	
or	origin,	regardless	of	race.		The	term,	‘Spanish	origin,’	can	be	used	in	addition	to	‘Hispanic	or	Latino.’”

From	the	Office	of	Management	and	Budget	(OMB)	Draft Provisional Guidance on the Implementation of the 1997 Stan-
dards for the Collection of Federal Data on Race and Ethnicity, February 17, 1999.

•

•

•

•

•

•
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Percent Change in Population by Race/Ethnicity in Texas,
1980-1990 and 1990-2000

Texas State Data Center & Office of the State Demographer 
(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Proportion of Net Population Change Attributable to Each Race/Ethnicity in
Texas, 1980-1990 and 1990-2000

Texas State Data Center & Office of the State Demographer 
(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Percent of Texas Population by Age Group and Ethnicity, 2040
Texas State Data Center & Office of the State Demographer 

(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)

17
.7 19
.3

19
.9

20
.3

19
.8

19
.3

19
.4

20
.5

20
.6 21
.9 25

.3

26
.5

27
.2

39
.8

69
.9

67
.8

66
.5

65
.5

66
.0

66
.8

66
.4

64
.3

62
.6

60
.6

56
.7

55
.2

52
.3

37
.1

-

10.0

20.0

30.0

40.0

50.0

60.0

70.0

80.0

<5
years

5-9
years

10-14
years

15-19
years

20-24
years

25-29
years

30-34
years

35-39
years

40-44
years

45-49
years

50-54
years

55-59
years

60-64
years

65+
years

Age

Pe
rc

en
t

Anglo Hispanic

Percent of Texas Population by Age Group and Ethnicity, 2000
Texas State Data Center & Office of the State Demographer 

(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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By 2040, it is projected that Hispanics will be at least 1/2 of all age 
groups younger than 65, and about 2/3 of all age groups younger than 

40.
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Race/Ethnicity, 2000
Texas State Data Center & Office of the State Demographer 

(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Lubbock Race/Ethnicity Projections, 2010-2040
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Although Anglos comprised 63% of Lubbock County’s population in 
2000, it is estimated that they will be 50% of the population in 2020 

and 42.8% of the population in 2030.
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 Population

LUBBOCK	COUNTY:	YEAR	2000:	Whites	
Population	by	Age	and	Sex

Source:  U.S. Census Bureau
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LUBBOCK	COUNTY:	YEAR	2000:	Whites	
Percent	of	Each	Sex

Source:  U.S. Census Bureau
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LUBBOCK COUNTY: YEAR 2000: Whites
Percent of Total Population

Source:  U.S. Census Bureau
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LUBBOCK	COUNTY:	YEAR	2000:	Hispanics

 Population

Population	by	Age	and	Sex
Source:  U.S. Census Bureau
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LUBBOCK	COUNTY:	YEAR	2000:	Hispanics

 Percent

Percent	of	Each	Sex
Source:  U.S. Census Bureau
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LUBBOCK	COUNTY:	YEAR	2000:	Hispanics

 Percent

Percent of Total Population
Source:  U.S. Census Bureau
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 Population

LUBBOCK	COUNTY:	YEAR	2000:	Blacks
Population	by	Age	and	Sex

Source:  U.S. Census Bureau
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LUBBOCK	COUNTY:	YEAR	2000:	Blacks
Percent	of	Each	Sex

Source:  U.S. Census Bureau
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LUBBOCK	COUNTY:	YEAR	2000:	Blacks
Percent of Total Population

Source:  U.S. Census Bureau
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Race by Percent of City by Decade
City of Lubbock Planning Department, 2002
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AGE

Percent Change in the Population by Age Group in the U.S. and Texas,
1990-2000

Texas	State	Data	Center	&	Office	of	the	State	Demographer	
(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Median Age
City of Lubbock Planning Department, 2002
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Between 2000 and 2040, persons over 65 years of age will increase by 
296% in Texas.
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LUBBOCK	COUNTY:	YEAR	2000	

 Population

Population	by	Age	and	Sex
Source:  U.S. Census Bureau
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LUBBOCK	COUNTY:	YEAR	2000	

 Percent

Percent	by	Sex
Source:  U.S. Census Bureau
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LUBBOCK	COUNTY:	YEAR	2000	

 Percent

Percent of Total Population
Source:  U.S. Census Bureau
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Source:  BusinessMap4

Most of the counties with the highest average age are between the I-35 
corridor in Central Texas and the I-27 corridor in West Texas.
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“We need to think of education. . . more fundamentally in terms of rhythms by 

which communities and individuals continually renew themselves”
(Wenger, 1998).
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Education

Agency/Program Description:  Educational child-
care	to	primarily	low-income	families;	fees	based	
on sliding scale. Planned developmental program 
offers activities to meet physical, emotional, social 
and cognitive needs.
Five locations:  Carver, Erskine, Guadalupe, Vanda 
and	New	Directions;	child	care	for	infants	through	
school age children.

Source:  High Scope/Perry Preschool Program

4

more per person than they would have 
otherwise—$156,490 more over their lifetimes 
in undiscounted 2000 dollars. Male program 
participants cost the public 41% less in crime 
costs per person—$732,894 less in undis-
counted 2000 dollars over their lifetimes.

Interestingly, 93% of the public return 
was due to the performance of males and only 
7% to females. This difference is due to the 
fact that compared to females, males commit-
ted substantially more crimes, but program 
males committed substantially fewer crimes 
than no-program males. This finding stands in 
stark contrast to the earlier finding that 84% 
of the program females, but only 32% of the 
no-program females, graduated from regular 
high school. Because education is itself an 
investment, it is not surprising that education 
cost more for program females, but it is dis-
concerting that the greater educational attain-
ment of program than no-program females 
did not have a larger impact on their earn-

ings, as compared to males for whom program 
and no-program high school graduation rates 
were not significantly different. The return to 
society on program investment due to earn-
ings was $86,233 for females as compared to 
$70,093 for males, only 21% more. We can 
surmise that program females did not earn 
more because wage growth for low-skilled 
jobs has been very low in recent decades; not 
all females participate in the labor market; 
and we omitted the benefits of education on 
household production and family behaviors.

The cost-benefit analysis is reasonably 
conservative in two respects. One is the omis-
sion of benefits that are hard to monetize, 
such as family, health, and wealth benefits. 
The other is the conservative assumptions 
about the earnings profiles and the unit costs 
of crimes; where multiple data sources were 
available, we typically chose the source that 
yielded smaller differences between program 
and no-program groups.
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Figure 2 
High/Scope Perry Preschool Program Public Costs and Benefits
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	 Child	Care	Services	(CCS)	completed	
a	program	called	School	With	Intensive	Men-
toring	(SWIM).		This	program	offered	a	Child	
Development	course	at	South	Plains	College	
for	child	care	workers,	followed	by	intensive,	
one-on-one	mentoring	with	a	child	develop-
ment	specialist.		Almost	2/3	(64%)	of	children	
exhibited an increase in vocabulary during 
the	4	months	of	the	SWIM	class.		On	average,	
the children started out 3 months behind their 
chronological age in vocabulary skills, and 
at	the	end	of	the	class,	they	were	1/2	month	
ahead	of	their	chronological	age.		There	was	
a	significant	relationship	between	children’s	
vocabulary improvement and self-reported 
teacher	practices,	but	not	between	vocabulary	
improvement and child’s age, mother’s or 

father’s level of 
education,	whether	
the child lived 
with	one	or	both	
parents, or type 
of child care site 
(center-based	or	home-based).		The	evaluation	
of the program concluded that “the changes in 
child	ability	were	related	to	program	changes	
(rather	than	individual	child	characteristics	or	
family	characteristics),	and	that	these	effects	
were	generalizable	across	type	of	child	care	
site.	.	.	as	well	as	across	instructor	of	the	col-
lege	course.		It	is	also	safe	to	conclude	that	
these	changes	were	more	related	to	changes	in	
teacher behavior than solely changes in class-
room	environment.”	

“With the help of the SWIM program 
I have been given the chance to go 

to school to continue my educa-
tion and to be taught different ways 

to teach children.  I have learned 
many things that I have been able 

to implement with the children 
in my care as well as my own two 

children.  I was taught ways to 
make learning fun, and I was taught 
skills that make my day calmer and 

more relaxed.  It has allowed me 
more education, ideas, skills, and 
resources.  I only wish there were 

more programs like this one”
--a home-based child care provider
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States Ranked by Percent High School Graduates
in the Population 25 Years of Age or Older, 2000

Texas State Data Center & Office of the State Demographer 
(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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States Ranked by Percent High School Graduates
in the Population 25 Years of Age or Older, 2004

Texas State Data Center & Office of the State Demographer 
(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Between 2000 and 2004, Texas’ state ranking of adults with at least a 
high school education dropped from 45th to 50th.
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Lubbock Independent School District
Percent Students Passing TAKS (All Grades)

http://www.tea.state.tx.us/perfreport/aeis/
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LISD TAKS scores in all 5 content areas
(Reading/English Language Arts, Writing, Math, Science,

and Social Studies)
improved at least 10% points between 2002-2003 and 2004-2005.
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Lubbock Independent School District
Percentage Economically Disadvantaged

Percentage Taking College Entrance Exams and
Percentage "At or Above Criterion" (SAT > 1110 or ACT > 24)

http://www.tea.state.tx.us/perfreport/aeis/
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In the 10 years between 1995-1996 and 2004-2005,
the percentage of economically disadvantaged students

rose from 51% to 57%,
while the percentage of students taking college entrance exams 

decreased from 65% to 53.5%.
In that period, the percentage of students

who scored “at or above” the criterion on college entrance exams
increased from 20.3% to 35.7% in 2000-2001,
then slowly decreased to 32.1% in 2004-2005.
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For	more	than	twenty	years,	as	required	by	state	
statute, Texas has assessed skills in reading, math-
ematics,	and	writing,	first	with	the	Texas	Assess-
ment	of	Basic	Skills	(TABS)	tests	(1980-1984)	
and	then	with	the	Texas	Educational	Assessment	
of	Minimum	Skills	(TEAMS)	tests	(1985-1989).		
Changes	in	state	law	required	the	Texas	Educa-
tion	Agency	(TEA)	to	develop	another	criterion-
referenced program, the Texas Assessment of 
Academic	Skills	(TAAS),	administered	from	the	
fall of 1990 through the spring of 2002, and a 
high	school	course-specific	assessment	system,	
the Texas end-of-course exams, administered 
from the spring of 1994 to the spring of 2002.  
In	1999,	changes	in	state	law	required	TEA	to	
develop	a	new,	expanded,	criterion-referenced	
program,	the	Texas	Assessment	of	Knowledge	
and	Skills	(TAKS).		Begun	in	spring	2003,	the	
TAKS	program	includes	assessments	of	reading	
at	Grades	3-9;	English	language	arts	at	Grade	10	
and	Exit	Level;	writing	at	Grades	4	and	7;	math-
ematics	at	Grades	3-10	and	Exit	Level;	science	at	
Grades	5,	8,	10,	and	Exit	Level;	and	social	studies	
at	Grades	8,	10,	and	Exit	Level.		Spanish-version	
TAKS	tests	are	administered	in	reading	and	math-
ematics	at	Grades	3-6,	in	writing	at	Grade	4,	and	
in science at Grade 5.

Texas Assessment of Knowledge and Skills 
(TAKS)

Implemented	in	spring	2003,	TAKS	is	the	primary	
state	assessment	of	academic	skills.		TAKS	is	
designed to measure core areas of the state-man-
dated	curriculum,	the	Texas	Essential	Knowledge	
and	Skills	(TEKS).		TAKS	tests	are	adminis-
tered	annually	to	students	in	specified	subjects	at	
Grades 3 through 10 and at the Exit Level begin-
ning	in	Grade	11.		Spanish	versions	of	TAKS	
are administered to eligible students in Grades 
3	through	6.		TAKS	in	Spanish	assesses	the	
academic	progress	of	limited	English	proficient	
(LEP)	students	who	receive	academic	instruction	
in	Spanish	while	they	are	learning	the	English	
language.

Since	spring	2003,	third	graders	attending	Texas	
public schools have been required to pass the 

Grade	3	TAKS	reading	test	in	order	to	be	pro-
moted	to	fourth	grade.		Since	spring	2004,	elev-
enth graders attending Texas public schools have 
been	required	to	pass	the	Exit	Level	TAKS	tests	
in English language arts, mathematics, science, 
and social studies in order to be eligible to re-
ceive	a	high	school	diploma.		Since	spring	2005,	
fifth	graders	attending	Texas	public	schools	were	
required	to	pass	the	Grade	5	TAKS	reading	and	
mathematics tests to be promoted to sixth grade.

Texas Assessment of Knowledge and Skills-In-
clusive (TAKS-I)

Implemented	in	the	spring	of	2006,	TAKS-I	is	
an	assessment	that	meets	the	Individuals	with	
Disabilities	Education	Improvement	Act	of	2004	
(IDEA)	requirements	for	those	subjects	and	grade	
levels	that	are	currently	assessed	with	TAKS	but	
not	with	SDAA	II.		TAKS-I	is	an	assessment	for	
some	students	who	receive	special	education	ser-
vices	and	for	whom	TAKS,	even	with	allowable	
accommodations, is not an appropriate assess-
ment.		TAKS-I	measures	the	academic	progress	
of students receiving special education services 
in	the	state-mandated	TEKS	curriculum	at	or	
near grade level in science at Grades 5, 8, 10, and 
at	Exit	Level;	in	Spanish	science	at	Grade	5;	in	
social	studies	at	Grades	8,	10,	and	at	Exit	Level;	
and in Exit Level English language arts and 
mathematics.		Students	take	TAKS-I	only	at	their	
enrolled grade level.

State-Developed Alternative Assessment II 
(SDAA II)

Beginning in the 2000-2001 school year, the 
State-Developed	Alternative	Assessment	(SDAA)	
was	developed	to	assess	students	enrolled	in	
Grades	3	through	8	who	were	receiving	special	
education	services.		These	students	were	be-
ing	instructed	in	the	TEKS	in	reading,	writing,	
and	mathematics;	however,	the	TAAS	tests,	and	
subsequently	the	TAKS	tests,	even	with	allowable	
accommodations,	were	not	appropriate	measures	
of their academic progress.

Beginning in the 2004-2005 school year, the 

TEXAS STUDENT ASSESSMENT PROGRAM
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SDAA	II	was	first	administered	to	students	en-
rolled	in	Grades	3	through	10	who	receive	special	
education services.  Having been closely aligned 
to	TAKS,	SDAA	II	is	intended	for	those	students	
enrolled	in	Grades	3	through	10	who	are	being	
instructed	in	the	TEKS	in	mathematics,	reading,	
writing,	and	English	language	arts,	but	for	whom	
TAKS,	even	with	allowable	accommodations,	
is not an appropriate measure of their academic 
progress.		For	the	SDAA	II	tests,	like	the	SDAA	
tests, students enrolled in Grades 3 through 8 take 
tests in reading and mathematics, and students 
enrolled	in	Grades	4	and	7	take	tests	in	writing.		
In	addition,	students	enrolled	in	Grade	9	take	tests	
in reading and mathematics, and students enrolled 
in Grade 10 take tests in mathematics and either 
the	SDAA	II	English	language	arts	test	or	tests	
at	a	lower	instructional	level	in	both	reading	and	
writing.

Texas English Language Proficiency Assess-
ment System (TELPAS)

TELPAS	is	the	expanded	system	of	Texas	English	
language	proficiency	assessments	implemented	to	
address the testing requirements of the federal No 
Child Left Behind Act of 2001	(NCLB).		TEL-
PAS	is	composed	of	two	assessments--the	Read-
ing	Proficiency	Tests	in	English	(RPTE)	and	the	
Texas	Observation	Protocols	(TOP).

The	Reading	Proficiency	Tests	in	English	
(RPTE),	which	were	implemented	in	the	

•

spring of 2000, have been designed spe-
cifically	for	LEP	students.		This	assessment	
measures English reading ability in a man-
ner that takes language learning into account.  
RPTE	results	help	districts	monitor	how	well	
LEP students in Grades 3-12 are acquiring the 
English	reading	proficiency	needed	to	under-
stand academic instruction and assessments of 
academic	learning,	such	as	TAKS.		Because	
RPTE	is	aligned	with	the	TEKS	reading	cur-
riculum,	districts	are	also	able	to	monitor	how	
well	LEP	students	are	developing	the	reading	
skills all students are required to learn.
The	Texas	Observation	Protocols	(TOP)	is	
the	newest	component	of	TELPAS.		NCLB	
requires states to administer annual English 
language	proficiency	assessments	in	the	lan-
guage domains of listening, speaking, reading, 
and	writing	to	LEP	students	in	kindergarten	
through	twelfth	grade.		RPTE	fulfills	the	
requirements in the domain of reading for 
Grades	3	through	12.		In	spring	2004,	English	
language	proficiency	observation	protocols	
were	implemented	in	a	benchmark	adminis-
tration to assess all domains in kindergarten 
through Grade 2 and all domains except read-
ing	in	Grades	3	through	12.		TOP	was	fully	
implemented in spring 2005.

For more information about the Texas state as-
sessments,	visit	the	Texas	Education	Agency	web-
site	at	www.tea.state.tx.us/student.assessment.		

•
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Lubbock Independent School District (LISD)

Enrollment
http://www.tea.state.tx.us/perfreport/aeis/
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http://www.tea.state.tx.us/perfreport/aeis/
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 With support from the Texas Education 
Agency	(TEA)	and	the	Texas	Council	on	De-
velopmental Disabilities, Region 17 Education 
Service	Center	(ESC-17)		began	a	Positive	Be-
havior	Support	(PBS)	program	in	the	2003-2004	
school	year.		Seven	rural	campuses	participated	
in	the	first	year	of	programming	(2004-2005	
year).		Expected	outcomes	were	decreases	in	
campus disciplinary problems, but an unantici-
pated	benefit	of	the	program	was	a	decrease	in	
failure	rates	(both	six-week	and	year-end)	at	one	
campus.
 The evaluation found positive outcomes 
for	6	of	the	7	campuses.		For	example,	office	
discipline referrals decreased for these 6 cam-
puses.		More	importantly,	serious	disciplinary	
actions requiring out-of-classroom placement 
decreased.  For example, one intermediate 
campus	had	816	fewer	days	of	out-of-classroom	

discipline;	another	intermediate	campus	saw	
a	97%	decrease	in	long-term	(greater	than	one	
day)	In-School	Suspensions.		In	addition,	one	
campus	saw	its	six-week	failure	rate	drop	54%,	
and the year-end failure rate drop 71%.
	 For	the	2005-2006	school	year,	ESC-17	
added	16	campuses;	for	2006-2007	there	will	be	
a total of 32 campuses.
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Future Demands for Specific Programs
Texas State Data Center & Office of the State Demographer 

(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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The changing state demographics will bring increased demands for spe-
cialized public education services.
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Who We Are 
The mission of Communities In Schools of Texas is to help young people of Texas stay in school, 
successfully learn and prepare for life by coordinating the connection of community resources in 
the school setting. 

CIS Belief

Communities	In	Schools	On	the	South	Plains,	Inc.	believes that keeping kids in school is more 
than	a	school	concern.	It’s	a	community	concern — parents, business leaders, neighbors, 
healthcare	providers,	social	workers,	and	counselors.

CIS	believes	that	personalism, accountability, and the coordination of services are essential to meet-
ing the needs of the youth in at-risk situations. CIS-SP	connects	schools	with the resources students 
need	most.		Young	people	receive	services	on	their	elementary,	middle,	and	secondary	school	cam-
puses.		This	means	growing	numbers	of	children	in	at-risk	situations	benefit	from:

CIS Model 

 CIS	is	a	of	nationally	proven	model	year-round	in-school	program	that	uses	a	case	management,	multi-disciplinary	
approach to help students. 

 CIS	seeks	to	involve	the	community	be	coordinating	and	connecting	community	resources	to	offer	the	support	and	
guidance to at-risk students and their families. 

 CIS	builds	and	maintains	partnerships	with	the	private	business	community,	the	government,	the	local	Workforce	
Development Boards, community-based organizations and the public schools to coordinate the delivery of needed 
services. 

 CIS	believes	in	promoting	and	delivering	services	that	result	in	a	sound	and	comprehensive	program	at	both	the	
state and local levels. 

 CIS	encourages	the	equivalent	of	two	full-time	staff	be	placed on a school campus in order to ensure the full and 
effective provision of services on that campus. 

 CIS	coordinates	with	the	community	to	provide	activities	such as community services, academic assistance, parent 
and	family	events,	life	skills,	mentoring	programs,	job	shadowing	and	part/full-time	employment.	

 CIS	strives	to	expand	services	to	meet	the	needs	of	at-risk students and their families across the state. 
 CIS	strives	to	improve	attendance,	academic	performance,	behavior	and	lower	the	dropout	rate	in	Texas.
 CIS	of	Texas	serves	more	than	250,000	students	annually	and provides case management services to over 54,000 of 

these students.  
 Communities	In	Schools	On	the	South	Plains	serves	9	campuses	in	the	region	and	provided	over	14,616	service	

hours to over 4,614 students and their families in 2002.    

CIS WORKS! GET READY!

The Five Basics
 A	personal,	one-on-one	relationship	with	a	caring	adult.	
 A	safe	place	to	learn	and	grow.	
 A healthy start and a healthy future. 
 A marketable skill to use upon graduation. 
 A chance to give back to peers and the community.

	 ©1996	William	E.	Milliken	

The Six Components
 Supportive	Guidance	
 Educational Enhancement 
 Health	and	Human	Services	
 Enrichment Activities 
 Parental	Involvement	
 Pre-employment 
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Communities In Schools On the South Plains
2005-Statistics

CIS-SP Funding Streams: 
Texas Education Agency       $302,280
City of Lubbock Block Grant       $ 15,750
CHFoundation	(Families	&	Schools	Together-FAST)	 	 	 	 $	91,990
General Donations        $ 11,229

TOTAL         $421,250
 
TOTAL Students Case-managed:     723 

3,375 TOTAL	STUDENTS	SERVED		AT	ALL	LEVELS	BY	THE	CIS-SP	PROGRAM	
743	Students	enrolled	in	CIS
22,534	Service	hours
19,671 Contacts
3,611 Parent conferences
1607	Newsletters
126 Volunteers	for	4003	hours	=	$64,689	in-kind
73 Partner agencies

 Outcome/Performance Measures for the 2004-2005 school year:

98% LISD-CIS CaSe manageD StuDentS StayeD In SChooL

86%  LISD-CIS CaSe manageD StuDentS Saw Improvement In aCaDemICS, behavIor, or 
attenDanCe.*

100% LISD-CIS StuDentS who were eLIgIbLe graDuateD

Academics measured through grades and TAKS scores; attendance pulled from LISD attendance records; 
behavior assessment tool completed by the referral source.
All data are entered and verified through TEA/CIS-TX data entry system PEIMS.

•
•
•
•
•
•
•
•

•

•

•

•

•
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The Silent Epidemic
Perspectives of High School Dropouts
A report by Civic Enterprises in association with 
Peter D. Hart Research Associates
for the Bill & Melinda Gates Foundation

By: John M. Bridgeland
John J. DiIulio, Jr.
Karen Burke Morison

March 2006
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The central message of this report is that while
some students drop out because of significant
academic challenges, most dropouts are students
who could have, and believe they could have, 
succeeded in school. This survey of young people
who left high school without graduating suggests
that, despite career aspirations that require 
education beyond high school and a majority 
having grades of a C or better, circumstances in
students’ lives and an inadequate response to
those circumstances from the schools led to 
dropping out. While reasons vary, the general 
categories remain the same, whether in inner 
city Los Angeles or suburban Nebraska.

Why Students Drop Out
There is no single reason why students drop out
of high school. Respondents report different 
reasons: a lack of connection to the school 
environment; a perception that school is boring;
feeling unmotivated; academic challenges; and
the weight of real world events. But indications
are strong that these barriers to graduation are
not insurmountable. 

n Nearly half (47 percent) said a major reason for
dropping out was that classes were not inter-
esting. These young people reported being
bored and disengaged from high school. Almost
as many (42 percent) spent time with people
who were not interested in school. These were
among the top reasons selected by those with
high GPAs and by those who said they were
motivated to work hard. 

n Nearly 7 in 10 respondents (69 percent) said
they were not motivated or inspired to work
hard, 80 percent did one hour or less of home-
work each day in high school, two-thirds would
have worked harder if more was demanded of
them (higher academic standards and more
studying and homework), and 70 percent were
confident they could have graduated if they had
tried. Even a majority of those with low GPAs
thought they could have graduated. 

n Many students gave personal reasons for 
leaving school. A third (32 percent) said they
had to get a job and make money; 26 percent
said they became a parent; and 22 percent 
said they had to care for a family member. Many
of these young people reported doing 
reasonably well in school and had a strong
belief that they could have graduated if they
had stayed in school. These students also were
the most likely to say they would have worked
harder if their schools had demanded more of
them and provided the necessary support.

It is clear that some dropouts, but not the 
majority, leave school because of significant 
academic challenges. 

n Thirty-five percent said that “failing in school”
was a major factor for dropping out; three out of
ten said they could not keep up with school-
work; and 43 percent said they missed too
many days of school and could not catch up. 

n Forty-five percent said they started high school
poorly prepared by their earlier schooling. Many
of these students likely fell behind in elemen-
tary and middle school and could not make up
the necessary ground. They reported that addi-
tional supports in high school that would have
made a difference (such as tutoring or after
school help) were not there. 

n Thirty-two percent were required to repeat a
grade before dropping out and twenty-nine 
percent expressed significant doubts that they
could have met their high school’s requirements
for graduation even if they had put in 
the necessary effort. The most academically
challenged students were the most likely to
report that their schools were not doing enough
to help students when they had trouble learning
and to express doubt about whether they would
have worked harder if more had been expected
of them.

iii

Executive Summary
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As complex as these individual circumstances
may be, for almost all young people, dropping out
of high school is not a sudden act, but a gradual
process of disengagement; attendance patterns
are a clear early sign. 

n Fifty-nine to 65 percent of respondents missed
class often the year before dropping out.
Students described a pattern of refusing to
wake up, skipping class, and taking three hour
lunches; each absence made them less willing
to go back. These students had long periods 
of absences and were sometimes referred to
the truant officer, only to be brought back to
the same environment that led them to 
become disengaged. 

n Thirty-eight percent believed they had “too
much freedom” and not enough rules. As 
students grew older, they had more freedom and
more options, which led some away from class
or the school building. It was often too easy to
skip class or engage in activities 
outside of school. 

For those students who dropped out, the level of
proactive parental involvement in their education
was low. 

n Fifty-nine percent of parents or guardians of
respondents were involved in their child’s
schooling, with only one-fifth (21 percent)
“very” involved. More than half of those 
parents or guardians who were involved at all
were involved mainly for discipline reasons.

n Sixty-eight percent of respondents said their
parents became more involved only when they
were aware that their child was on the verge of
dropping out. The majority of parents were “not
aware” or “just somewhat aware” of their
child’s grades or that they were about to 
leave school.

In hindsight, young people who dropped out of
school almost universally expressed great
remorse for having left high school and expressed

strong interest in re-entering school with students
their age. 

n As adults, the overwhelming majority of poll par-
ticipants (81 percent) said that graduating from
high school was important to success 
in life. 

n Three-fourths (74 percent) said that if they
were able to relive the experience, they would
have stayed in school and 76 percent said they
would definitely or probably re-enroll in a high
school for people their age if they could. 

n Forty-seven percent would say that not having a
diploma makes it hard to find a good job. They
wished they had listened to those who warned
them of problems associated with 
dropping out, or that such voices had been
more persistent.

What Might Help Students 
Stay in School
While there are no simple solutions to the 
dropout crisis, there are clearly “supports” that
can be provided within the academic environment
and at home that would improve students’
chances of staying in school. While most dropouts
blame themselves for failing to graduate, there are
things they say schools can do to help them finish. 

n Improve teaching and curricula to make school
more relevant and engaging and enhance the
connection between school and work: Four out
of five (81 percent) said there should be more
opportunities for real-world learning and some in
the focus groups called for more experiential
learning. They said students need to see the
connection between school and getting a 
good job. 

n Improve instruction, and access to supports, for
struggling students: Four out of five (81 
percent) wanted better teachers and three-
fourths wanted smaller classes with more

iv
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individualized instruction. More than half (55 
percent) felt that more needed to be done 
to help students who had problems learning,
and 70 percent believed more tutoring, summer
school and extra time with teachers would have
improved their chances of graduating.

n Build a school climate that fosters academics:
Seven in ten favored increasing supervision in
school and more than three in five (62 percent)
felt more classroom discipline was necessary.
More than half (57 percent) felt their schools
did not do enough to help students feel safe
from violence. Seven in ten (71 percent) said
their schools did not do enough to make 
school interesting.

n Ensure that students have a strong relationship
with at least one adult in the school: While 
two-thirds (65 percent) said there was a staff
member or teacher who cared about their 
success, only 56 percent said they could go 
to a staff person for school problems and just
two-fifths (41 percent) had someone in school
to talk to about personal problems. More than
three out of five (62 percent) said their school
needed to do more to help students with prob-
lems outside of class. Seven in ten favored
more parental involvement.

n Improve the communication between parents
and schools: Seventy-one percent of young 
people surveyed felt that one of the keys to
keeping students in school was to have better
communication between the parents and the
school, and increasing parental involvement in
their child’s education. Less than half said their
school contacted their parents or themselves
when they were absent (47 percent) or when
they dropped out (48 percent). 

Policy Pathways
The stories, insights and reflections from this 
student survey and the focus groups reveal the

importance of the student voice in the discussion
about what must be done to improve high school
graduation rates and to prepare struggling stu-
dents for successful futures. The students have
spoken. It is time for us to respond. To help these
students succeed, we need:

In Schools and Communities

n Different schools for different students. Instead
of the usual “one-size fits all” school, districts
should develop options for students, including a
curriculum that connects what they are learning
in the classroom with real life experiences and
with work, smaller learning communities with
more individualized instruction, and alternative
schools that offer specialized programs to stu-
dents at-risk of dropping out. Teachers should
have high expectations for their students and
try different approaches to motivate them to
learn.

n Parent engagement strategies and individual-
ized graduation plans. Schools and teachers
should strengthen their communication with par-
ents and work with them to ensure students
show up and complete their work and develop
graduation plans that are shared with parents. 

n Early warning systems. Schools need to develop
district-wide (or even state-wide) early warning
systems to help them identify students at risk
of failing in school and to develop mechanisms
that trigger, and ensure there is follow through
on, the appropriate support for the students.
One clear step relates to absenteeism. Every
day, schools should have a reliable list of the
students who failed to attend school and should
notify parents or guardians immediately and
take appropriate action to ensure students
attend school and have the support they need
to remain in school. 

n Additional supports and adult advocates.
Schools need to provide a wide range of 
supplemental services or intensive assistance

v
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strategies for struggling students in schools –
literacy programs, attendance monitoring,
school and peer counseling, mentoring, tutoring,
double class periods, internships, service-learn-
ing, summer school programs, 
and more – and provide adult advocates in the
school who can help students find the support
they need. Schools also need to provide appro-
priate supports to students with special needs,
such as pregnant women and students with 
disabilities, and enhance their coordination 
with community-based institutions and 
government agencies.

In States

n A re-examination of the compulsory school 
age requirements. Students identified “too
much freedom” as a key factor that enabled
them to drop out of school, and attendance is 
a strong predictor of dropping out. States
should consider raising the age at which 
students can legally leave school from 16 or 
17 to 18. Together with well-trained staffs,
more manageable caseloads, working partner-
ships with government agencies, and efforts to
address the underlying conditions that caused
students to leave school in the first place, we
believe this action could have a significant
effect on reducing dropout rates.

n More accurate data from states and school 
districts. Schools and communities cannot 
adequately address the dropout problem without
an accurate account of it. There are too many
ways to calculate graduation and dropout rates
that disguise the problem. The National
Governors Association has made good progress
in getting all 50 states to agree to a common
definition for calculating graduation rates. 
More work needs to be done to build the data
systems that will allow states to collect and
publish information on graduation and dropout
rates and to monitor progress state by state
over time. 

In the Nation
n More accurate national data from federal

departments and agencies. Just as all 50 states
are working to obtain more accurate data to
help schools and communities understand the
extent of the dropout problem, the federal gov-
ernment should review the Current Population
Survey and other data it collects to ensure that
national data also paints an accurate picture of
the problem.

n Better incentives under federal law. Low-per-
forming students need more support in school.
Schools should have incentives under the No
Child Left Behind law to raise both test scores
and graduation rates and to ensure there is a
balance between the two so that proper atten-
tion is given to low-performing students. If
schools are only rewarded for raising test
scores, the law could have the unintended
effect of giving schools an incentive to “push
out” low-performing students whose test 
scores would bring down school averages.

n Research on what works and dissemination
of best practices. While states and school 
districts have instituted many dropout prevention
programs, there remains a need for federal evalu-
ations of these programs and the sharing 
of the most innovative and successful programs
that can be brought to scale.

Next Steps

n A national conversation and response.
Educators, policymakers and leaders from vari-
ous sectors should make addressing the high
school dropout epidemic a top national priority.
All avenues to invest leaders in a better under-
standing of the problem and common solutions
should be undertaken – including congressional
hearings, White House conferences, summits of
state and local officials, and public forums in
schools and communities. In all cases, the 
voices of young people who dropped out of 
high school should be heard. 

vi
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Educational Attainment
Lubbock County

Census Bureau, 2002

High school graduate
(includes

equivalency),	25.3%

9th -12th grade, no
diploma, 13.0%

Less than 9th grade,
8.6%

Some	college,	no
degree, 24.2%

Associate's degree, 
4.6%

Bachelor's degree,
16.0%

Graduate or 
professional degree,

8.4%

Almost 22% of the 
adults 25 years and 

older in Lubbock 
County don’t have a 
high school degree.  
Most of the counties 

in Texas with low 
rates of high school 
graduates are west 

of I-35

Source:  U.S. Census Bureau, 2000
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Source:  U.S. Census Bureau, 2000

	 In	2005,	the	Lubbock	Area	Coalition	for	
Literacy served 392 students using 140 tutors.  
Among literacy organizations in the national 
family	of	ProLiteracy,	we	rank	in	the	top	echelon	
of numbers of students served.
	 Some	of	the	knowledge	gains	reported	
were:		34	students	read	their	first	book,	6	passed	
the	GED	exam,	25	wrote	their	first	letter,	and	32	
learned the alphabet.
	 Some	of	the	life	skills	gains	reported	
were:		27	obtained	work,	24	got	a	better	job,	14	
passed	the	citizenship	test,	and	45	are	now	read-
ing to their children.

	 The	majority	of	their	beginning	adult	ba-
sic education students are high school dropouts 
with	less	than	a	6th	grade	reading	level.		The	
average lifetime earnings of similar individu-
als are approximately 
$500,000,	while	the	
average lifetime earn-
ings	of	a	person	with	
a high school diploma 
are	$1,167,000.
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Educational Attainment, 2000
Texas State Data Center & Office of the State Demographer 

(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Educational Attainment Percent Change, 1990-2000
Texas State Data Center & Office of the State Demographer 

(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Between 1990 and 2000, Lubbock County saw a 20.4% decrease in individuals with 
less than a 9th grade education, and increases in adults with high school educations 

(22.4%), Associate’s degrees (4.1%), Bachelor’s degrees (15.2%), and Graduate or 
professional degrees (14.9%).  During that same time, however, there were significantly 

higher increases statewide in all those categories.
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States Ranked by Percent College Graduates

in the Population 25 Years of Age or Older, 2000
Texas State Data Center & Office of the State Demographer 

(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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States Ranked by Percent College Graduates
in the Population 25 Years of Age or Older, 2004

Texas State Data Center & Office of the State Demographer 
(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Between 2000 and 2004, Texas dropped in its state ranking of percent-
age of college graduates from 27th to 35th.
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Percent Change in Public Community College Enrollment, Public University
Enrollment, Students with Financial Need Unmet by Household Resources, 
and State Financial Assistance Expenditures for Public Higher Education in 

Texas, 2000-2040
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Texas State Data Center & Office of the State Demographer 
(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Projected Percent of Public Community College Enrollment by

Race/Ethnicity in 2000 and Projections for 2040
Texas State Data Center & Office of the State Demographer 

(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Texas State Data Center & Office of the State Demographer 
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Changing state demographics will also affect community colleges and 
universities.
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U.S. Median Wages by Educational Attainment 1991-2001
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Figure 2

The Educational Attainment of People
in the United States in 2002
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Figure 1

Education is defined as acquiring skills. There are many different
ways	 to	be	educated	and	many	subjects	 that	can	be	studied.

School	is	not	the	only	place	or	setting	in	which	we	can	learn	or	get	an
education.		For	some	families,	it	means	graduating	from	high	school;
others believe an education means receiving a bachelor’s degree or
certification	from	a	good	trade	school.		While	there	are	many	ways	to
define an education, most people agree that the more education a
person	achieves,	the	higher	their	wages,	generally	speaking.		Has
this	changed	in	the	last	10	years?		If	so,	how	much	of	a	contrast	in	pay
is there?  What other aspects of employment are impacted by
receiving	an	education?	 	This	article	will	attempt	 to	answer	 these
questions	as	well	as	provide	further	evidence	of	the	importance	of	an
education	 in	 today’s	economy.	 	An	education	has	always	been
important	and	now	it	is	more	valuable	than	ever.		As	we	move	into	the
21st	century,	the	economic	rewards	of	an	education	remain	as	important
to a person’s economic success as it is to their employment success.
The background for this article is provided by the 2002 American
Community	Survey	 (ACS)	as	well	as	other	 information	 related	 to
educational	attainment	from	the	U.S.	Census	Bureau.		It	will	examine
and analyze information that continues to support the correlation
between	educational	attainment	and	future	employment	success.

According	to	the	ACS,	approximately	83	percent	of	people	aged	25-
years	and	over	had	at	least	obtained	a	high	school	diploma	(high
school	education	or	more),	and	26	percent	had	earned	a	bachelor’s
degree	or	higher	in	2002	(see	figure	1).		This	is	up	from	20	percent	in
1990.		This	is	important	because	typically,	wages	tend	to	increase	as
educational attainment increases.  Figure 2 demonstrates this point
for the ten-year period 1991 to 2001.  For each year during this period,
median	wages	 in	 the	United	States	 increased	with	educational
attainment.		There	was	a	significant	difference	between	the	income	of
a	high	school	graduate	and	someone	who	had	a	bachelor’s	degree	or
higher.		The	lowest	wages	for	this	decade	were	for	individuals	with
some	high	school	and	no	degree.		The	highest	wages	throughout	the

decade	were	for	individuals	who	had	attained	a	professional	degree.
The	educational	levels	whose	median	wages	were	the	closest	were
Professional	and	Doctorate	degrees.		In	fact,	their	median	wages	were
the same in 1994.

Generally,	median	wages	increased	for	all	educational	levels	between
1991	and	2001.		In	addition,	median	wages	rose	more	over	the	period
as	the	level	of	education	increased.		Wages	for	individuals	with	a	high
school	diploma	or	some	high	school	increased	nearly	$6,000	during
this	period.		Wages	for	those	with	associate	degrees	and	bachelor’s
degrees	increased	by	$19,000	during	this	period.		Wages	for	individuals
with	master’s	degrees	and	higher	increased	between	$22,000	and	$23,000
from 1991 to 2001.  Once again, the level of education directly impacts
a	person’s	potential	to	earn	more	money.		Not	only	does	someone	with
an advanced degree make more money at the beginning of their career,
but	the	degree	to	which	their	wages	increase	is	greater.

While median pay may be enough of an incentive for most people to
seek	more	education,	for	others,	job	security	may	be	more	enticing.
Figure	 3	 shows	 the	median	 income	 and	 unemployment	 rate	 by
education	level.	The	2001	median	wage	for	someone	with	some	high
school	is	less	than	half	of	the	median	pay	of	someone	with	a	master’s
degree.  The median pay for a bachelor’s degree is more than double
that	of	someone	without	a	high	school	diploma	and	almost	$18,000
more	than	someone	with	a	high	school	diploma	-	further	proof	that
income	 typically	 increases	with	 education.	 	The	more	noteworthy
statistic is the fact that the less education a person receives, the more
likely	 they	will	be	unemployed.	 	While	more	education	does	not
guarantee employment, the higher the education level, the more
competitive	a	person	will	be	in	the	job	market.		Figure	3	shows	that
there	may	be	a	correlation	between	education	and	employment.		This
would	make	sense	since	 the	occupations	 that	 require	on-the-job
training	 are	 typically	 high-turnover	 jobs.	 	 The	Bureau	 of	 Labor
Statistics	(BLS)	defines	short-term	on-the-job	training	as	skills	that
can	be	acquired	during	a	short	demonstration	of	job	duties	or	during
one	month	or	less	of	on-the-job	experience	or	instruction.		Examples
of	occupations	that	require	short-term	on-the-job	training	are	Cashiers,
Fast	Food	Cooks,	Dishwashers,	and	File	Clerks.	 	The	most	 telling

What is the Value of an Education?
by Rene Cantu
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The	above	article	is	reprinted	here	from	the	December	2003	issue	of	the	Texas	Labor	Market	Review	newsletter	published	monthly	by	the
Labor	Market	Information	Department	of	the	Texas	Workforce	Commission.		For	comments	or	questions	regarding	this	article,	please
contact	the	LMI	Department	at	(512)	491-4922	or	e-mail	at	lmi@twc.state.tx.us.

Figure 3

Education Pays in the United States
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Estimated 2001 Estimated
Education Level Lifetime Hourly Work Life

Hours Earnings* Earnings
Less than 9th Grade 83,200 $9.46 $787,400
9th to 12th non grad 83,200 $10.75 $894,000
High	School	Grad 83,200 $14.03 $1,167,480
Some	College	No	degree 83,200 $16.51 $1,373,600
Associate Degree 83,200 $17.50 $1,455,960
Bachelor's Degree 83,200 $22.58 $1,878,760
Master's	Degree 83,200 $27.21 $2,263,560
Professional Degree 83,200 $39.63 $3,296,840
Doctorate Degree 83,200 $36.15 $3,007,280
Source:	2002	Current	Population	Survey
*Divided annual median earnings by 2080 hours.

Lifetime Earnings By Education in the United States
Figure 5

U.S. Population 25 Years and Over Who Have Completed 
High School or College:  1940 to 2000
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Figure 4

statistic	is	that	unemployment	rate	for	someone	without	a	high	school
diploma	 is	almost	 twice	as	high	as	 someone	with	a	high	school
diploma.		The	unemployment	rate	of	someone	with	an	associate’s
degree	is	less	than	half	of	someone	without	a	high	school	diploma.
The	unemployment	rate	decreases	with	education.		As	stated	before,
education does not guarantee employment, but the picture that Figure
3 paints is compelling.

As	Figure	4	shows	people	in	the	United	States	are	staying	in	school.
Since	1940,	the	percent	of	people	graduating	from	high	school	has
been increasing by approximately 10 percent each decade.  The largest
increase	occurred	between	1970	and	1980	when	the	percent	of	high
school	graduates	grew	from	52.3	percent	to	66.5	percent.		From	1940
to 1970, the percent of high school graduates more than doubled
from 24.5 percent to 52.3 percent.  The percent of individuals receiving
bachelor’s degrees also increased every decade over the period.  From
1940 to 1970, the percentage of people receiving bachelor’s degrees

or higher doubled from 4.6 percent to 10.7 percent.  From 1970 to
2000, the percentage of people receiving a bachelor’s degree or higher
more than doubled from 10.7 percent to 24.4 percent.

Education	in	the	United	States	appears	to	be	at	an	all	time	high.		As
the	economic	rewards	of	an	education	continue	to	increase,	so	will
the	number	of	people	seeking	those	rewards.		As	the	job	market	has
become	more	competitive	with	each	passing	decade,	the	number	of
people	with	bachelor’s	degrees	or	higher	has	increased.		This	bodes
well	for	the	U.S.	labor	force	and	the	employers	who	are	looking	for
educated employees to fill ever increasingly technical positions.

While it is generally understood that there is a positive correlation
between	education	and	earnings,	Table	5	shows	 the	difference
education	can	make	to	lifetime	earnings	.		It	is	easy	to	see	the	difference
more	education	makes	in	annual	and	hourly	wages,	but	the	difference
in lifetime earnings is even more dramatic.  The table considers a full-
time	worker	will	average	83,200	hours	in	a	lifetime	of	work	(40	hours	a
week	x	52	weeks	=	2,080	hours	per	year	x	40	years,	the	average	work
life).		This	chart	is	important	because	it	shows	the	difference	in	lifetime
earnings	by	levels	of	education.		Someone	with	a	Bachelor’s	degree
will	make	$711,280	more	over	their	lifetime	than	an	individual	with	a
high school diploma.

To	summarize,	available	data	shows	that	over	the	last	several	decades,
more and more people have sought higher levels of education.  There
are	many	reasons	for	this,	including		better	job	opportunities,	higher
wages,	greater	 job	security,	and	a	sense	of	accomplishment.	 	We
have	seen	that	over	the	last	ten	years,	people	with	more	education
generally	have	earned	higher	median	wages.		Individuals	who	do	not
seek more education or training are typically paid less and have a
higher unemployment rate.  While an education is a big investment in
time and money, this investment indeed pays off in the long run.

The	information	for	this	article	is	available	on	the	U.S.	Census	Bureau
website: http://www.census.gov./.  The statistics are a result of Census
2000	and	the	2002	American	Community	Survey.
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Texas State Data Center & Office of the State Demographer 
(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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It is projected that by 2040 30% of the Texas labor force will not 
have a high school diploma.
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THE ECONOMIC IMPACT OF EDUCATION

Throughout	the	United	States,	private	and	
public sector companies are facing the prob-
lem	of	a	workforce	severely	lacking	in	basic	
workplace	skills.		More	than	40%	of	the	
U.S.	workforce	and	more	than	50%	of	high	
school graduates do not have the basic skills 
to	do	their	jobs.
To	overcome	the	widening	gap	between	

•

•

current skill levels and those needed to 
maintain competitiveness, companies are 
finding	that	workplace	education	programs	
lead to a host of improvements:  98% of 
employers report at least one employee skill 
and	one	economic	benefit	gained	from	these	
programs.

Unemployment Rate and Median Annual Income by Education Level
www.tracer2.com/admin/uploadedpublications/1042_tlmr0312art.pdf
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EDUCATION AND THE WORKPLACE

Increases in education lead to increases 
in annual and lifetime earnings, and 
decreases in unemployment rates.
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Workplace	education	programs	(WEPs)	
develop basic skills.  They may target 
workplace	basic	skills	exclusively	(e.g.,	
the ability to read and apply documents, 
the ability to use numbers, English as a 
Second	Language),	or	may	incorporate	
technical	and	job-specific	training	within	
a	broader	training	framework.
WEPs typically involve up to 25 orga-
nizations, including private and public 
sector employers, governments, edu-
cation institutions, and unions.  They 
are often customized and delivered by 
professional educators from commu-
nity colleges and other public education 
institutions, or private trainers, to meet 
specific	workplace	needs.
WEPs lead to a host of direct economic 

•

•

•

benefits	for	the	employer,	including	in-
creased output of products and services, 
reduced time per task, reduced error 
rate, a better health and safety record, 
reduced	waste	in	production	of	goods	
and services, increased customer reten-
tion, and increased employee retention.  
It	also	produces	a	variety	of	indirect	
economic	benefits,	such	as	improved	
quality	of	work,	better	team	perfor-
mance,	improved	capacity	to	cope	with	
change	in	the	workplace,	and	improved	
capacity	to	use	new	technology.
According to most employers inter-
viewed,	the	indirect	benefits	of	increased	
organizational capacity and performance 
frequently result in tangible, direct eco-
nomic	benefits	that	they	can	measure.

•

WORKPLACE EDUCATION PROGRAMS

Estimated Lifetime Earnings by Education Level
www.tracer2.com/admin/uploadedpublications/1042_tlmr0312art.pdf
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The Conference Board

Serving Business and Society Since 1916

Research Report
1247-99-RR

Turning	Skills	into	Profit:
Economic Benefits of Workplace
Education Programs

To	overcome	the	widening	gap	between	current	skill	

levels and those needed to maintain competitiveness,

companies	are	finding	that	workplace	education	programs

are leading to a host of improvements: 98 percent of

employers report at least one employee skill and one

economic benefit gained from these programs.
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About This Report

This	report	was	prepared	pursuant	to	a	contract	with	
the	Office	of	Vocational	and	Adult	Education,	U.S.
Department of Education. The contractors undertaking
such	projects	under	government	sponsorship	are	encour-
aged	to	express	freely	their	judgment	in	professional	and
technical	matters.	Points	of	view	or	opinions	do	not,	there-
fore,	necessarily	represent	official	U.S.	Department	of
Education position or policy.
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Turning	Skills	Into	Profit:
Economic Benefits of Workplace
Education Programs
by	Michael	R.	Bloom	and	Brenda	Lafleur

T hroughout	the	United	States,	private-	and	public-sector	companies	are
facing	the	problem	of	a	workforce	severely	lacking	in	basic	workplace
skills:	More	than	40	percent	of	the	U.S.	workforce	and	more	than	50

percent	of	high	school	graduates	do	not	have	the	basic	skills	to	do	their	job.	
Even college graduates suffer from the skills gap: 16 percent have inadequate
basic	skills	(Chart	1).

What makes these statistics even more disturbing is that employee skills are
becoming increasingly important in the face of globalization, technological
change, trade liberalization, deregulation, and other external pressures on
organizations	today.	In	a	recent	Conference	Board	study	of	550	U.S.	CEOs,	
25 percent identified shortages of key skills as a top challenge. For many
organizations,	one	solution	to	the	problem	of	a	grossly	unprepared	workforce	
is	to	utilize	workplace	education	programs	(WEPs)—programs	to	develop
employees that are proving to be instrumental in turning skills into profit.
Conference	Board	research	shows	that	improving	employee	skills	creates
employees	who	work	smarter	and	better	and	who	cope	well	with	change	in	the
workplace,	improves	union/management	relations,	and	increases	output	and
profitability.	James	D’Agostino,	chief	executive	officer	of	Mount	San	Raphael
Hospital in Colorado, sums it up very simply: “We have invested in our
employees.	They	have	given	back.	That	is	profitable.”

Inadequate
skills

Adequate
skills

Excellent
skills

Inadequate
skills

Adequate
skills

Excellent
skills

Inadequate
skills

Adequate
skills

Excellent
skills

Source: International Adult Literacy Survey

. . . and graduating from college
is no guarantee.

Chart 1
A Nation Lacking Skills

More than 40 percent of American workers
have inadequate literacy skills.

Even high school graduates lack the
skills required to do their jobs adequately…
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WEPs Improve the Bottom Line
The	end	product	of	WEPs,	according	to	Barbara	Edwards,	coordinator,	The
Johns	Hopkins	Hospital	Skills	Enhancement	Program,	is	“an	empowered	
and better-skilled employee ready to not only bring excellence to the
workplace	but	to	dream	realistic	dreams	regarding	career	and	education	
goals	as	well	as	job	advancement.	This	process	then	reflects	a	remarkable
return	on	investment.”

Although the impact of basic skills training on profits varies according to 
the	value	and	shortage	of	a	given	skill	or	group	of	skills	within	a	particular
business	sector,	employers	overwhelmingly	report	increased	profits	and	other
bottom-line	benefits	when	their	employees	gain	basic	skills	that	enable	them
to	work	more	effectively.

Evidence	shows	that	increased	profits	can	be	generated	in	many	kinds	of
workplaces	either	by	solely	providing	workplace	basic	skills	training	or
combining	training	that	improves	employees’	skills	with	other	strategies.	
For	example,	at	Chicago-based	Juno	Lighting,	an	equipment	manufacturing
company,	profits	increased	15	percent	through	a	combination	of	new
technology	that	brought	the	per-unit	cost	down	and	the	increased	capacity	
of	WEP-trained	employees	to	use	the	technology	effectively.	In	another	case,
at	Baker	Enterprises,	a	sheet	metal	fabrication	company	in	Michigan,	WEP
graduates’	skills	led	to	reduced	overheads	and	a	requirement	for	fewer
supervisors, and contributed to a 5 percent sales increase that enhanced the
bottom line.

4 Turning Skills Into Profit: Economic Benefits of Workplace Education Programs The Conference Board

The concept and definition of literacy
have changed considerably over the
past	20	years,	affecting	how	informa-
tion	about	literacy	and	workplace
basic skills are used to develop poli-
cies	and	practices.	New	and	more
complex	definitions	allow	more
sophisticated assessments of the
impact of enhanced skills on eco-
nomic performance and support the
introduction of more sophisticated
and effective interventions to
improve	literacy	and	other	work-
place basic skills.

The	International	Adult	Literacy
Survey	(IALS),	a	seven-country	

comparative study of adult literacy,
views	literacy	as	a	skill-based	profi-
ciency	continuum	(i.e.,	literacy	as	a
relative	rather	than	absolute	concept).
The	IALS	defines	literacy	in	terms	of
a	mode	of	adult	behavior:	Using
printed	and	written	information	to
function in society, to achieve one’s
goals,	and	to	develop	one’s	knowl-
edge	and	potential.	The	IALS’s	three
distinct literacy types are:

Prose literacy—the	knowledge	and
skills needed to understand and use
information from texts including
editorials,	news	stories,	poems,	
and fiction.

Document literacy—	the	knowledge
and skills needed to locate and use
information contained in various for-
mats,	including	job	applications,	pay-
roll forms, transportation schedules,
maps, tables, and graphs.

Quantitative literacy—the	knowl-
edge and skills needed to apply 
arithmetic operations, either alone 
or sequentially, to numbers embed-
ded in printed materials, such as 
balancing a checkbook, figuring out 
a tip, completing an order form, or
determining the amount of interest 
on a loan.

Defining Literacy

What Are Workplace
Education Programs?

Workplace education programs
(WEPs)	develop	basic	skills.	They
may	target	workplace	basic	skills
exclusively	(e.g.,	the	ability	to	read
and apply documents, the ability 
to use numbers, English as a
Second	Language),	or	may	incor-
porate	technical	and	job-specific
training	within	a	broader	training
framework.

WEPs typically involve up to 25
organizations, including private-
and public-sector employers, gov-
ernments, education institutions,
and unions. They are often cus-
tomized and delivered by profes-
sional educators from community
colleges and other public education
institutions, or private trainers, to
meet	specific	workplace	needs.
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Skills Gained by Employees Through WEPs

N=55
Percent of Employers 
Reporting Skill Gain

Greater willingness and ability to learn for life . . . . . . . . . . . . . . . . . . 85%

Improved ability to listen to understand, learn, and 
apply information and analysis. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 84

Improved understanding and ability to use documents . . . . . . . . . . . 84

More positive attitude toward change . . . . . . . . . . . . . . . . . . . . . . . . . 84

Better ability to build and work in teams . . . . . . . . . . . . . . . . . . . . . . . 80

Increased understanding of and ability to use numbers 
by themselves or in charts and tables . . . . . . . . . . . . . . . . . . . . . . . 76

Improved capacity to think critically and act logically to 
evaluate situations, solve problems, and make decisions . . . . . . . . 73

Better ability to communicate using English . . . . . . . . . . . . . . . . . . . . 67

Improved ability to use computers and other technology, 
instruments, and tools and information systems effectively . . . . . . . 65

Heightened understanding and willingness to work within 
the group’s culture . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 65

Stronger understanding of and ability to use prose . . . . . . . . . . . . . . 53

Employers reporting at least one skill gained . . . . . . . . . . . . . . . . 98

Organizational Benefits Gained Through WEPs

N=55
Percent of Employers

Reporting Benefit

Improved employee morale/self-esteem . . . . . . . . . . . . . . . . . . . . . . . 87%
Increased quality of work . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 82
Improved capacity to solve problems. . . . . . . . . . . . . . . . . . . . . . . . . . 82
Better team performance . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 82
Improved capacity to cope with change in the workplace . . . . . . . . . . 75
Improved capacity to use new technology . . . . . . . . . . . . . . . . . . . . . . 73
More employees participating in job-specific training. . . . . . . . . . . . . . 73
Higher success rate in promoting employees within the organization . . 71
Improved effectiveness of supervisors. . . . . . . . . . . . . . . . . . . . . . . . . 69
Increased capacity to handle on-the-job training . . . . . . . . . . . . . . . . . 67
Improved labor-management relations . . . . . . . . . . . . . . . . . . . . . . . . 65
Increased output of products and services . . . . . . . . . . . . . . . . . . . . . 65
Higher success rate in transferring employees within the organization . 60
Improved results in job-specific training . . . . . . . . . . . . . . . . . . . . . . . . 56
Increased profitability . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 56
Reduced time per task . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 56
Quicker results in job-specific training . . . . . . . . . . . . . . . . . . . . . . . . . 55
Reduced error rate . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 53
Better health and safety record . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 51
Reduced waste in production of products and services. . . . . . . . . . . . 49
Increased customer retention. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 42
Increased employee retention . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 40
Reduced absenteeism . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 33
Employers reporting at least one benefit gained . . . . . . . . . . . . . . 98

6 Turning Skills Into Profit: Economic Benefits of Workplace Education Programs The Conference Board
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Skills Gained by Employees Through WEPs

N=55
Percent of Employers 
Reporting Skill Gain
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Improved understanding and ability to use documents . . . . . . . . . . . 84

More positive attitude toward change . . . . . . . . . . . . . . . . . . . . . . . . . 84

Better ability to build and work in teams . . . . . . . . . . . . . . . . . . . . . . . 80
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Better ability to communicate using English . . . . . . . . . . . . . . . . . . . . 67

Improved ability to use computers and other technology, 
instruments, and tools and information systems effectively . . . . . . . 65

Heightened understanding and willingness to work within 
the group’s culture . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 65

Stronger understanding of and ability to use prose . . . . . . . . . . . . . . 53

Employers reporting at least one skill gained . . . . . . . . . . . . . . . . 98
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Reporting Benefit
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Improved capacity to cope with change in the workplace . . . . . . . . . . 75
Improved capacity to use new technology . . . . . . . . . . . . . . . . . . . . . . 73
More employees participating in job-specific training. . . . . . . . . . . . . . 73
Higher success rate in promoting employees within the organization . . 71
Improved effectiveness of supervisors. . . . . . . . . . . . . . . . . . . . . . . . . 69
Increased capacity to handle on-the-job training . . . . . . . . . . . . . . . . . 67
Improved labor-management relations . . . . . . . . . . . . . . . . . . . . . . . . 65
Increased output of products and services . . . . . . . . . . . . . . . . . . . . . 65
Higher success rate in transferring employees within the organization . 60
Improved results in job-specific training . . . . . . . . . . . . . . . . . . . . . . . . 56
Increased profitability . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 56
Reduced time per task . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 56
Quicker results in job-specific training . . . . . . . . . . . . . . . . . . . . . . . . . 55
Reduced error rate . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 53
Better health and safety record . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 51
Reduced waste in production of products and services. . . . . . . . . . . . 49
Increased customer retention. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 42
Increased employee retention . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 40
Reduced absenteeism . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 33
Employers reporting at least one benefit gained . . . . . . . . . . . . . . 98
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Improved quality of work. One of the clearest signs that WEPs are having an
impact	is	that	employees	improve	the	quality	of	their	work.	The	fact	that	more
than 80 percent of employers identified such improvements vividly demonstrates
how	improved	basic	skills	enhance	workplace	performance.	Quality	improves
for	many	reasons—employees	take	more	pride	and	ownership	in	their	jobs;
improved	attitudes	make	them	more	responsive	to	customers;	better	listening
and	language	skills	allow	them	to	understand	sophisticated	instructions	to	work
more	accurately;	and	better	communications	skills	breed	more	confident
workers	who	are	willing	to	get	involved	in	continuous	improvement.	As
William	Fleet,	director	of	human	resources,	Seattle	Marriott	Hotel,	observes:
“Before	training,	quality	was	a	result	of	luck	rather	than	intention.”

Better team performance. After WEP training, employees are more likely to
see the value of investing time and energy in continuous or lifelong learning and
in	understanding	their	co-workers	and	supervisors	so	that	they	can	cooperate
more	effectively	in	teams.	Sometimes	the	course	content	is	less	important	than
the experience: the act of attending a class and meeting colleagues in itself
improves	an	employee’s	ability	to	work	in	a	team.	Mixing	employees	and
managers in classroom training sessions may lead to improved team
performance	later	in	the	workplace.	The	result	is	greater	responsiveness,
flexibility, and reduced requirements for close supervision. For instance, Ed
Whitbred,	Cast	House	director	at	the	East	Alco	Aluminum	Plant	in	Maryland,
notes:	“We	wanted	employees	to	understand	procedures	and	instructions	and	to
be	able	to	think	critically	and	logically.	These	were	key	elements	in	moving
toward	a	team	concept	in	our	workplace.	In	a	lot	of	cases	now,	the	teams	run
themselves	and	don’t	need	supervisors.”

Improved capacity to cope with change in the workplace. Once employees
have	the	basic	skills	to	cope	with	change,	they	can	respond	more	quickly	and
confidently	to	new	conditions	and	take	on	leadership	roles.	One	such	skill	is
English	as	a	Second	Language	(ESL)—essential	for	understanding	what	the
changes	will	mean.	It	also	reduces	their	fear	that	change	will	spell	personal
misfortune.	For	instance,	William	Fleet	explains	that	before	a	program	on	ESL,
the	employees’	goal	was	their	own	survival.	“Now,	they	are	starting	to	have	the
same	goals	as	managers.”	For	many,	the	effects	are	cyclical:	The	more	they	learn,
the	better	they	become	at	acquiring	new	information	to	handle	more	change.

Improved capacity to use new technology.	Employees	who	receive	basic	skills
training increase their technological proficiency. For many, WEPs provide their
first exposure to technology and give them the skills to develop some comfort
with	new	technology.	Anita	Arias,	chief	financial	officer	of	Mount	San	Raphael
Hospital,	introduced	many	changes	to	work	processes,	including	a	new	computer
system.	Even	though	the	changes	were	a	shock	to	employees,	they	accepted	them
and	integrated	them	into	their	work—once	Arias	laid	the	groundwork	with	basic
skills training. And WEPs do not necessarily target only complicated technology:
Mount	San	Raphael	Hospital	also	found	that	its	employees	were	more
comfortable	using	a	digital	copier	because	their	newly	learned	literacy	skills
made	them	more	eager	to	use	(and	less	fearful	of)	new	technology.

Increased output of products and services.	Skills	gained	through	WEP	training
often	enable	employees	to	work	more	efficiently	and	with	greater	accuracy.	In
the	case	of	service	delivery,	improved	skills	combined	with	a	more	positive



68

Education

“Employees are taking more
initiative to read the job-related
materials. Communications
have improved, and there is a
major improvement in filling
orders, so output has increased.
As a company we are better
able to meet increased
demand.”

—Karen Ramberg
Human Resources Coordinator
Kenall Manufacturing Company

attitude	toward	customers	can	lead	to	increased	output.	For	example,	sales	at
Baker Enterprises increased 5 percent, largely due to the dramatic increase in its
workforce’s	skills,	which	allowed	the	company	to	produce	more	technical
equipment and sell complete systems rather than only rudimentary parts.

Reduced time per task. Lack of basic skills inhibits employees from performing
tasks	quickly	or	learning	new	ones.	Better	reading,	communications,	language
comprehension, and speaking skills are important sources of time gains. This
was	the	case	at	the	Chicago	Family	Health	Center,	which	cut	time	per	task	by
30	percent	by	increasing	employees’	capacity	to	communicate	directly	with
patients	in	Spanish	and	giving	them	a	better	knowledge	of	medical	terminology
that reduced filing and billing time.

Reduced error rate.	Employees	with	better	basic	skills	make	fewer	errors,	which
means less repetition of tasks, thus cutting costs and improving the quality of
products and services. After sending its employees through a WEP, Parker
Chomerics, a high-tech manufacturing company, experienced a 10 percent
decrease in the rate of product returns by customers due to defects.

Better health and safety record. Training gives employees a better grasp of
workplace	dangers	and	safety	issues	and	a	better	understanding	of	safety
processes,	and	helps	them	to	make	fewer	errors	in	following	safety	instructions.
The	results	are	fewer	accidents,	less	lost	work	time	due	to	injuries,	reduced
workers’	compensation	payments,	and	better	compliance	with	Occupational
Safety	and	Health	Administration	(OSHA)	requirements.	After	delivering	WEPs
on	health	and	safety,	Fisher	Hamilton	Inc.’s	safety	record	improved	by	more
than	50	percent	and	its	workers’	compensation	payments	were	slashed	by	half.

Reduced waste in production of goods and services. As employees gain 
skills	they	can	often	spot	ways	to	cut	waste	in	production	processes	and	work
tasks. Half the employers experienced output gains of 10 percent to 25 percent,
stemming from improvements such as using the right parts in manufacturing
assembly	and	cutting	wear	and	tear	on	production	equipment	by	using	it	correctly.

Increased customer retention.	WEP-trained	employees	with	improved
communications	and	problem-solving	skills	often	interact	better	with	their
customers.	As	relationships	improve,	customer	retention	tends	to	rise.	Improved
quality	of	work	is	another	important	factor	in	upping	retention	rates.	For	example,
after sending its employees through WEP training, Delphi Automotive, a large
manufacturer of automotive systems, measured a 7 percent increase in the
quality	of	work,	which	was	reflected	in	fewer	customer	complaints	about
missing parts or inferior quality and increased customer retention.

Increased employee retention.	In	40	percent	of	workplaces,	retention	rates
increased	for	both	long-standing	employees	and	new	recruits.	A	follow-up	study
at Excel Corporation, a subsidiary of Cargill, found that 77 percent of long-
standing	employees	who	participated	in	WEPs	remained	at	the	company	for	at
least	another	year,	versus	only	58	percent	of	non-participants;	70	percent	of	

8 Turning Skills Into Profit: Economic Benefits of Workplace Education Programs The Conference Board
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new	hires	who	took	WEP	classes	stayed	with	the	company	at	least	one	year,
compared	with	only	23	percent	of	those	who	did	not.	Greater	employee
retention	translates	into	lower	recruiting	and	training	costs	and	a	heightened
reputation as an employer of choice. Basic skills training at Fisher Hamilton
Inc.,	a	manufacturing	company	in	a	region	with	2	percent	unemployment,	is	so
appealing that it is used as a recruitment tool and is featured in recruiting
materials, according to Charles Rohlmeier, vice president of human resources
and administration.

Improving Labor-Management Relations
Providing	workplace	basic	skills	training	can	vastly	improve	labor-management
relations as employees gain the confidence to speak more often and more
clearly	to	their	managers	and	supervisors.	As	a	result,	tensions	between	the
union and the company can be reduced.

One	reason	for	improved	relations	is	that	WEPs	are	often	joint	labor-management
initiatives,	which	helps	dispel	the	mindset	that	companies	only	do	things	that
are	good	for	the	company	and	do	not	consider	their	employees.	Management
participation in the courses demonstrates to employees that they share a mutual
interest in skills development and are prepared to invest their time and energy
accordingly.	Relations	are	doubly	improved	when,	during	training,	supervisors
assist	employees	who	ask	for	help	with	difficult	course	content.	This	improves
communications	between	employees	and	supervisors,	enhances	the	quality	of
their relationship, and establishes lines of communication that can continue after
the training.

Many	employers	find	that	after	WEPs	their	employees	are	more	likely	to	start	a
conversation	with	a	manager	and,	with	their	better	communications	skills,	the
conversation is more likely to be a useful exchange of ideas or a means for
managers to understand their concerns better and vice versa. Employees are
better	able	to	provide	feedback	and	accept	information	from	supervisors.	New-
found	links	between	workers	and	managers	are	further	strengthened	when
management demonstrates pride in their employee’s achievement in WEPs and
organizes graduation celebrations and other forms of recognition.

Management	and	unions	can	agree	on	shared	goals	for	training	employees	or
work	together	as	equal	partners	in	designing	a	common	project	and	devising	a
budget for upper management or federal or state governments to continue
funding WEP training. By establishing a common goal, management and unions
can	work	toward	ending	a	traditionally	adversarial	relationship.

Effective	WEPs	often	engender	better	workplace	labor-management	relations
that can create an environment that is much more responsive to change than
before.	In	the	long	run,	this	may	be	one	of	the	most	important	benefits	of	WEPs
and	one	of	the	most	powerful	inducements	to	get	involved.
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Raise Awareness
Employers	who	run	WEPs	or	who
know	their	value	can	spread	the	mes-
sage,	especially	to	their	fellow
employers. A call to action from one
or	more	employers	to	others	would
build support and encourage more
businesses to get involved in basic
skills training.

Employees	can	spread	the	word
among	their	coworkers	if	they	have
personally	benefited	from	workplace
basic skills training, encouraging
more employees to get involved.
They can tell others that they can
benefit financially from improving
their skills.

Governments can disseminate
research findings about the economic
benefits	of	workplace	education	pro-
grams to employers, employees, and
unions,	helping	to	raise	awareness
and build buy-in from individuals
and organizations.

Establish More Programs
Employers,	sometimes	with	govern-
ment assistance, can invest in their
current	workforce	by	establishing
more WEPs to develop the broad
range	of	workplace	basic	skills	that
their employees need, expanding the
capacity of employees to deliver
higher performances.

Employers can also expand existing
programs to provide more places 
for	employees	who	wish	to	take	part.
Employers	can	work	with	their
employees—and,	if	applicable,	with
unions—to	determine	what	type	of
training is most needed, and to create
programs to meet the need.

State	and	local	governments,	in	
particular through adult education
programs, can increase their support
for WEPs to achieve skill gains and
economic benefits, and to enhance
the capacity of state labor forces 
to	support	economic	growth	by
developing the basic skills of the 
current	workforce.

Create Partnerships
Employers can create partnerships
with	unions	and	local,	state,	and	
federal governments as an optimal 
means to leverage resources to invest
in	basic	skills	development.	Unions
may	want	to	create	partnerships	to
develop basic skills themselves or
join	in	those	that	are	being	created,	as
a	way	to	add	value	for	their	members.

Make Personal Commitments
Employees can make a personal
commitment to themselves to
develop	their	own	workplace	basic
skills as a route to higher earnings,
better	working	conditions,	and
improved	job	security.

Build Skills Into Jobs
Employers	can	work	with	employees,
adult educators, and others to identify
and enhance the skill component of
jobs	and	create	more	value-added
products and services using the skills
gained through WEPs.

Develop Public Policies
Public education and training pro-
grams already support and encourage
literacy and other basic skills devel-
opment. Governments can develop
public	policies	that	support	work-
place basic skills development.

Governments can also help to build
broad	support	for	workplace	basic
skills by implementing labor market
policies aimed at improving the abil-
ity	of	workers	to	acquire,	enhance,
and employ their skills.

Create a Learning Culture
These options are components of 
a larger effort to help employers,
employees,	and	unions	work	with
government to increase skills and
create a culture of learning in the
workplace	that,	in	the	long	run,	is
essential	in	order	for	the	United
States	to	remain	competitive	in
global markets.

Options for Action
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Results for the Greater Community
The impact of WEPs on employees spills over into family and community life.
Participants say that employees gain skills that enable them to undertake
activities	that	range	from	helping	with	their	children’s	homework	and
participating in school functions to accepting voluntary community roles.

“Nobody ever looks at the fact that at least 50 percent of the gains from WEPs
are	not	seen	by	the	employer—the	gains	that	lie	outside	the	firm,”	says	Glen
Traverse, human resources representative, GE Aircraft Engines. “Employees are
now	more	involved	in	their	community,	on	PTAs,	and	so	on.	They	are	more
involved	with	their	families.	It	all	stems	from	the	overall	impact	that	training
has	had	on	their	self	esteem.”

These	links	are	beneficial	because	they	build	a	sense	of	relationship	between	the
employee, the employer, and the community that creates a more positive
operating	environment.	And	the	links	run	both	ways—people	who	are	happy	in
their	personal	lives	make	better	employees,	according	to	interviewees.

Why Should Employees Care?
Employees	should	care	about	workplace	basic	skills	because	higher	skills	mean
they	will	earn	more,	have	better	opportunities	for	promotions	and	transfers,	and
be	more	satisfied	in	their	jobs.	Yet	the	reality	is	that	most	U.S.	workers	with
inadequate	skills	are	unaware	of	it	(Chart	2).

One	reason	for	the	disconnect	is	that	many	workers	are	in	jobs	that	have	not
required them to use these skills. But this situation is changing. The number of
available	low-skill	jobs	is	decreasing	as	the	economy	becomes	more
knowledge-	and	information-intense.	At	the	same	time,	the	demand	for
‘enabling’	skills—skills	that	foster	new	ways	of	doing	things	and	the	ability	to
adapt	to	an	ever-changing	workplace—is	increasing.

Poor
literacy
skills

Moderate
literacy
skills

Good
literacy
skills

Excellent
literacy
skills

Poor
literacy
skills

Moderate
literacy
skills

Good
literacy
skills

Excellent
literacy
skills

Greatly
limiting

Somewhat
limiting

Not at all
limiting

Source: International Adult Literacy Survey

. . . and even fewer believe that it matters.

Chart 2
Reality vs. Perception
Many American workers have
low literacy skills...

(distribution of document literacy skills of
employed persons)

(self rating of job-related reading skills,
low document-literacy-skilled workers)

(perceived impact of reading skills on job opportunities
of low document-literacy-skilled workers)
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Another	reason	why	workers	may	not	feel	that	their	literacy	skills	are
inadequate	is	that	they	are	unaware	of	what	they	are	losing	by	not	improving
them.	Data	from	the	International	Adult	Literacy	Survey	(IALS)	show	that	U.S.
workers	receive	huge	financial	rewards	when	they	improve	workplace	basic
skills.	Over	their	lifetime,	men	with	high	document	literacy	skills	earn	a	total	of
$2.2	million,	while	men	with	low	document	literacy	skills	earn	only	$800,000.
Women	with	high	document	literacy	skills	earn	$1.25	million	over	their
lifetime,	while	those	with	low	document	literacy	skills	earn	$350,000.

More Than Just Money
A variety of factors other than income contribute to employees’ sense of
workplace	satisfaction.	For	example,	many	workers	feel	vulnerable	in	the	new
global	economy.	Even	individuals	with	highly	developed	job-specific	skills	are
not immune to this uncertainty. Participating in WEPs can help allay some of
their	fears	because	they	provide	employees	with	more	opportunities	to	get	and
keep	the	kinds	of	jobs	they	want.	IALS	data	show	that	only	2.9	percent	of	men
with	high	literacy	skills	are	unemployed,	compared	with	6.7	percent	of	those
with	low	literacy	skills.	And	the	duration	of	unemployment	is	shorter	for	those
with	high	literacy	skills:	Of	all	men	who	had	been	out	of	work	for	longer	than
one	year,	42	percent	of	them	had	low	literacy	skills	while	only	8	percent	had
high	literacy	skills.	Similar	patterns	hold	for	women.

Because WEP training broadens employee skill sets, their adaptability and
flexibility is enhanced. This often leads to employees being given increased
responsibilities	within	the	organization.	Scott	Showalter,	a	sawyer	with	Baker
Enterprises,	notes	that	the	training	allowed	him	to	increase	his	responsibilities
from	simply	sawing	and	cutting	material	to	include	receiving	materials,	placing
orders, and controlling inventory. Training also opens up opportunities for
employees	to	participate	in	organizational	tasks	that	were	previously	closed	to
them,	including	interdepartmental	teams	and	reviews.	Even	when	employees	do
not immediately receive a promotion or a sought-after transfer, taking part in
training	often	changes	the	way	they	are	perceived	by	their	supervisors	and
others	within	the	organization.	Dennis	Walton,	a	housekeeper	at	St.	Thomas
Hospital in Nashville, Tennessee, says that “participating in the training has
made other people look at me in a different light—it has improved my image
and	status.”

Examining the Intangibles
When employees improve their self-esteem and morale, they gain a more
positive	attitude	toward	their	work	and	the	workplace.	Jorge	Guerrero,	an
educational	trainer	with	Excel	Corporation	in	Colorado,	agrees:	“Before,	I
would	just	go	to	work	and	do	my	eight	hours	and	get	paid.	Now	I	come	to	work
with	the	attitude	that	I	will	do	my	job,	do	it	right,	and	do	it	to	110	percent	of	
my	abilities.	I	don’t	just	click	in	and	click	out.	I	try	to	make	things	better	every
day.”	Employees	are	more	motivated	and	committed	to	doing	a	good	job.	
With this change in attitude comes an increased sense of commitment to the
company.	Employees	appreciate	that	the	company	is	willing	to	invest	in	them
and value the opportunities given to them by WEPs. For some, training made
the	difference	between	staying	with	the	company	and	quitting.

12 Turning Skills Into Profit: Economic Benefits of Workplace Education Programs The Conference Board
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Feeling	increased	or	renewed	confidence	in	their	abilities,	many	employees	gain
a	new	outlook	on	learning	and	participating	in	new	activities,	which	leads	to	an
increased	willingness	to	take	responsibility	for	their	own	personal	development.
Skills	and	confidence	gained	in	WEPs	enable	employees	to	be	better	team
players	by	empowering	them	to	contribute	as	equals	to	the	team	rather	than
having	to	rely	on	others	for	help.	While	most	colleagues	are	willing	to	help	low-
skilled individuals, it places these individuals in tenuous positions of dependence
on others rather than as full team members.

WEPs	also	help	improve	the	working	and	personal	relationships	among
employees from different linguistic or cultural groups. Being able to
communicate	in	a	common	language	often	builds	bridges	between	them.	
In	addition,	employees	who	participated	in	programs	with	an	intercultural
component remarked on their increased understanding and appreciation of the
viewpoints	of	others.	All	of	these	factors	lead	to	more	effective	teamwork	and
more	satisfying	work	relationships.

Securing Prosperity
Global competition, the diffusion of technology, and the emergence of
knowledge-based	industries	have	created	the	workplace	skills	gap	that	threatens
the	United	States’s	capacity	to	grow	and	compete	on	the	world	stage.
Addressing	the	skills	gap	by	focusing	on	current	workers	is	a	key	strategy.
Failure	to	act	will	limit	businesses’	capacity	to	grow	and	compete,	because
human	capital	will	be	limited.

As companies increase employees’ skills and their capacity to apply them at
work,	they	can	directly	improve	their	bottom	line.	Companies	gain	even	more
because these basic skills enhance employees’ capacity to acquire higher
technical	and	job-specific	skills	that	make	them	high	performers.	In	other
words,	workplace	basic	skills	are	the	firm	platform	on	which	employees	can
build more advanced skills for success and greater profits.

All of these factors and benefits result in employees being given opportunities
to	do	the	kinds	of	jobs	they	want	and	to	succeed	in	them.	The	assumption	that
individuals complete their formal schooling early in life and then carry this
learning	throughout	their	lives	no	longer	holds.	It	has	been	replaced	by	the
concept	of	lifelong	learning—the	idea	that	workers	need	to	continue	to	protect
and	expand	their	skill	sets.	This	new	way	of	thinking	about	learning	expands	the
focus	from	a	narrow	one—producing	job-specific	knowledge—to	include
learning	that	enables	new	ways	of	thinking	and	doing.

Ultimately,	investing	in	workplace	basic	skills	development	can	benefit	everyone
involved. The time and resources committed open the door to huge returns for
individuals	and	organizations	alike.	Employees	gain	job	satisfaction,	security,
and better pay. Employers improve performance and strengthen their bottom-
line.	Unions	strengthen	their	members	and	increase	commitment	to	union
membership. And governments support strategic economic development at 
local, state, and national levels. Working separately or in partnership, all their
initiatives help to build a stronger, more prosperous America for the 21st century.

“People who don’t have 
the skills will be left behind 
as jobs take on more
responsibility. Everything 
you do depends on reading, 
and you can’t always rely 
on others to tell you 
what things say. Everyone 
has to take responsibility 
for themselves and 
their own education.”

—Jean Scott
Housekeeper
University of Maryland 
Medical Center
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Alan B. Kreuger, an economics professor at Princeton, says the evidence 

suggests that, up to a point, an additional year of schooling is likely 
to raise an individual’s earnings about 10%.  For someone earning the 

national median household income of $42,000, an extra year of training 
could provide an additional $4,200 a year.  Over the span of a career, 

that could easily add up to $30,000 or $40,000 of present value (Bernas-
ek, New York Times, 12/11/05).

Two Harvard economists, Lawrence F. Katz and Claudia Goldin, studied 
the effect of increases in educational attainment in the United States 

labor force from 1915 to 1999. They estimated that those gains directly 
resulted in at least 23% of the overall growth in productivity, or around 
10% of growth in gross domestic product (New York Times, 12/11/05).
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Lubbock MSA (Crosby, Lubbock)

Size Class of Industries as of December 2005

Monthly Change Annual Change

May-2006 Apr-2006 May-2005 Actual  % Actual  %
Total Nonagricultural 127,600 127,100 126,300 500 0.4% 1,300 1.0% 9 1000+ 9 27870 22.6%

Natural Res., Mining & Constr. 5,600 5,600 5,200 0 0.0% 400 7.7% 8 500-999 14 9248 7.5%

Manufacturing 5,200 5,200 5,300 0 0.0% -100 -1.9% 7 250-499 30 9838 8.0%

Trade, Transp., & Utilities 24,700 24,500 24,700 200 0.8% 0 0.0% 6 100-249 133 19917 16.1%

Information 6,100 6,100 6,300 0 0.0% -200 -3.2% 5 50-99 206 13529 11.0%

Financial Activities 6,600 6,700 6,800 -100 -1.5% -200 -2.9% 4 20-49 612 18679 15.1%

Profes., & Business Services 10,500 10,300 10,000 200 1.9% 500 5.0% 3 10-19 817 11056 9.0%

Education & Health Services 18,800 18,700 18,400 100 0.5% 400 2.2% 2 5-9 1146 7535 6.1%

Leisure & Hospitality 14,900 14,800 14,900 100 0.7% 0 0.0% 1 1-4 2732 5690 4.6%

Other Services 5,500 5,500 5,300 0 0.0% 200 3.8% 0 0 396 0 0.0%

Government 29,700 29,700 29,400 0 0.0% 300 1.0% TOTAL 6095 123362 100.0%

C.L.F. Emp. Unemp. % Rate C.L.F. Emp. Unemp.% Rate C.L.F. Emp. Unemp. % Rate
May-06 142.3 136.6 5.7 4.0 11,382.1 10,820.3 561.8 4.9 150,696.0 144,041.0 6,655.0 4.4

Apr-06 142.0 136.5 5.5 3.8 11,345.4 10,797.1 548.3 4.8 150,209.0 143,405.0 6,804.0 4.5

May-05 141.3 135.7 5.6 4.0 11,166.0 10,587.4 578.6 5.2 148,878.0 141,591.0 7,287.0 4.9

Total Nonagricultural Employment in the Lubbock MSA rose by 500 jobs in May and has added 1,300 
positions since May 2005.  Natural Resources, Mining, and Construction employment remained 
constant over the month.  However, the annual growth rate for this sector remained positive at 1.0 
percent, an over-the-year gain of 400 jobs.  Retail Trade employment increased by 200 jobs over the 
month, and has added 200 positions since May 2005.  Professional and Business Services 
employment grew by 200 jobs over the month.  The annual growth rate for this sector remained positive 
at 5.0 percent, an over-the-year gain of 500 jobs.  Educational and Health Services rose slightly over 
the month and has added 400 positions since May 2005.  Local Government increased by 100 jobs 
over the month.  The annual growth rate for Local Government was 2.9 percent, an over-the-year gain 
of 400 jobs.

Sheils Service Inc.
St Mary Medical Group

United Supermarkets Ltd.

May-2006

Employment by Industry
Size

Class
Employees Per 
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Number of Firms Employment in 
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 %  of Total 
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Unemployment Information (all estimates are in thousands)

Lubbock MSA Texas (Actual) United States (Actual)
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*  Lubbock MSA (Metropolitan Statistical Area) includes Lubbock and Crosby counties.
http://www.tracer2.com/admin/uploadedpublications/1724_lubbockmsa.pdf
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Texas Metropolitan Statistical Area Rankings

Total Nonagricultural Employment
Unemployment Rate    Monthly Growth Rate Actual    Annual Growth Rate Actual

1 Midland 3.4% 1 Midland 1.0% 600 1 Laredo 6.4% 5,100 

2 Amarillo 3.6% 2 Sherman-Denison 0.7% 300 2 Midland 5.6% 3,300 

2 College Station-Bryan 3.7% 3 Victoria 0.6% 300 3 Odessa 4.7% 2,500 

4 Lubbock 3.8% 4 Waco 0.5% 500 4 McAllen-Edinburg-Pharr 4.0% 7,900 

5 Austin-Round Rock 3.9% 4 Fort Worth-Arlington 0.5% 3,800 5 Austin-Round Rock 3.3% 22,500 

6 Abilene 4.1% 4 Longview 0.5% 500 6 Amarillo 3.2% 3,400 

6 San Angelo 4.1% 4 Austin-Round Rock 0.5% 3,200 7 Dallas-Plano-Irving 3.1% 60,600 

8 Odessa 4.2% 8 San Antonio 0.4% 2,900 7 Abilene 3.1% 2,000 

8 Tyler 4.2% 8 Amarillo 0.4% 400 9 Texarkana 2.8% 1,500 

10 Wichita Falls 4.3% 10 Abilene 0.3% 200 10 Houston-Sugar Land-Baytown 2.7% 63,900 

11 San Antonio 4.4% 11 Laredo 0.2% 200 11 Brownsville-Harlingen 2.6% 3,100 

11 Victoria 4.4% 11 College Station-Bryan 0.2% 200 12 Fort Worth-Arlington 2.5% 20,600 

13 Longview 4.5% 11 El Paso 0.2% 400 13 Longview 2.4% 2,200 

14 Waco 4.6% 11 Texarkana 0.2% 100 14 Victoria 2.3% 1,100 

14 Fort Worth-Arlington 4.6% 11 Dallas-Plano-Irving 0.2% 4,500 15 San Antonio 1.9% 14,400 

16 Sherman-Denison 4.7% 11 Killeen-Temple-Fort Hood 0.2% 200 16 El Paso 1.7% 4,300 

16 Dallas-Plano-Irving 4.7% 11 Wichita Falls 0.2% 100 17 Sherman-Denison 1.6% 700 

18 Houston-Sugar Land-Baytown 4.9% 18 Houston-Sugar Land-Baytown 0.1% 3,000 18 College Station-Bryan 1.4% 1,300 

19 Texarkana 5.0% 19 Brownsville-Harlingen 0.0% 0 18 Killeen-Temple-Fort Hood 1.4% 1,700 

20 Corpus Christi 5.1% 19 San Angelo 0.0% 0 20 Wichita Falls 1.3% 800 

20 Killeen-Temple-Fort Hood 5.1% 19 McAllen-Edinburg-Pharr 0.0% 0 20 Waco 1.3% 1,400 

22 Laredo 5.5% 22 Tyler -0.2% -200 22 Lubbock 1.0% 1,200 

23 Beaumont-Port Arthur 6.3% 22 Lubbock -0.2% -200 22 Tyler 1.0% 900 

24 Brownsville-Harlingen 6.6% 24 Corpus Christi -0.3% -500 24 San Angelo -0.2% -100 

25 El Paso 6.8% 25 Odessa -0.4% -200 25 Corpus Christi -0.7% -1,200 

26 McAllen-Edinburg-Mission 7.0% 25 Beaumont-Port Arthur -0.4% -600 26 Beaumont-Port Arthur -1.9% -2,900 

April-2006
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“The Lubbock Economic Index jumped up in 
April to a new record at 126.9, up from 126.0 in 
March.  The year-over-year growth rate in the 
index surpassed 2% for the first time in 18 months 
(October, 2004).  Consumer spending remains the 
driving	force	behind	current	growth	in	the	city’s	
economy,	along	with	a	strong	April	rebound	in	the	
construction indicators.  The Lubbock Economic 
Index	is	designed	to	track	growth	rates	and	business	
cycles in the Lubbock metro economy, and is based at 
100.0	in	January	1996.

The	CONCURRENT	trends	in	two	broad	sectors	of	
the Lubbock economy best represent its current and 
ongoing health status, and these are general consumer 
spending	(retail	sales)	and	payroll	employment.

The retail sector is in the midst of an impressive 
expansion that began in the third quarter of last 
year, and only appears to be gaining momentum 
in	2006;	inflation-adjusted	retail	sales	per	the	
April	sales	tax	rebate	were	6.3%	higher	than	
April of a year ago, and the year-to-date through 
April	total	is	5.8%	improved	over	the	first	four	
months of 2005.
Job	growth	continues	in	the	1%	range,	adding	
an	estimated	1,200	jobs	over	the	last	12	months;	
again, though, there is reason to believe year-
over-year	employment	growth	margins	may	
begin	to	pick	up	in	the	coming	months	--	while	
not	universally	the	case,	it	often	happens	that	job	
growth	strengthens	in	tandem	(but	with	some	lag	
time)	with	sustained	increases	in	the	consumer	
spending sector.

Consumer	spending	growth	is	broad-based,	spilling	
over	into	the	‘big	ticket’	items	as	well,	with	inflation-
adjusted	spending	on	new	and	used	automobiles	up	
4% in April, and up 6.4% for the year-to-date.

•

•

The construction sector returned to positive year-
over-year	territory	in	April,	and	did	so	with	a	bang	
--	the	$68.2	million	valuation	of	building	projects	
permitted in April is the second-highest monthly 
total	in	the	history	of	the	LEI,	surpassed	only	by	a	
whopping	$90.5	million	in	July	2005;	and	the	high	
monthly	figure	pushed	the	year-to-date	total	to	record	
levels,	as	the	January-April	total	in	2006	($167	mil-
lion)	surpasses	all	previous	totals	for	that	same	time	
period.

Homebuilding	numbers	rebounded	in	April	as	well,	
with	the	number	of	new	home	permits	issued	surpass-
ing	year-ago	April	permits	by	nearly	28%;	the	num-
ber of permits issued is averaging over 100 per month 
thus far in 2006 for the fourth consecutive year.

Home	sales	for	the	month	lagged	just	behind	April	
‘05	levels	--	but	not	by	much,	and	the	January-April	
total of 973 remains a modern record for that time 
period;	the	average	home	sale	price	dipped	compared	
to	last	year,	but	the	average	through	the	first	four	
months of 2006 is a healthy 3% improved over 2005.

The	verdict	is	in	on	the	2005-2006	South	Plains	cot-
ton	crop	--	and	it	is	a	good	one.		The	cotton	crop	was	
a solid 20% bigger than the prior year, and prices, 
while	nowhere	near	historical	highs,	are	at	least	well	
over 5% higher than in 2005.

Simply	stated,	activity	levels	in	virtually	all	sectors	
of the Lubbock economy are at record high levels, 
combined	with	job	growth	and	impressive	increases	
in spending by local and regional residents.  One 
can only conclude that the Lubbock economy is very 
strong	indeed.”

Prepared by:
Ingham	Economic	Reporting
Karr	Ingham

Lubbock Economic Development Alliance and Lubbock National Bank
Lubbock Economic Index

April 2006
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Annual Unemployment Rate
Lubbock County	&	Texas

Texas Workforce Commission (http://www.tracer2.com/publication.asp?PUBLICATIONID=695)
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Lubbock County 
25%	lower	than	Tx

Lubbock County’s unemployment rate has been below the national rate 
since 1990.
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 INDUSTRY Apr '06* Mar '06 Apr '05 Apr '06* Mar '06 Apr '05 Apr '06* Mar '06 Apr '05 Apr '06* Mar '06 Apr '05 
 TOTAL 65,500 65,300 63,500 110,500 110,100 107,100 153,400 154,000 156,300 120,200 120,200 117,100
 Nat. Res., Mining, & Const. 5,200 5,100 4,100 6,800 6,800 6,500 15,100 15,400 14,100 4,500 4,500 4,600
 Manufacturing 3,100 3,100 3,100 12,100 12,200 12,000 17,200 17,600 19,500 7,200 7,200 7,300
 Wholesale Trade 2,300 2,300 2,200 5,600 5,600 5,400 4,400 4,400 4,300 3,300 3,300 3,300
 Retail Trade 8,500 8,500 8,000 13,900 13,800 13,400 18,700 18,900 19,800 15,600 15,400 15,400
 Trans., Ware., & Util. 1,400 1,400 1,600 3,500 3,600 3,600 6,700 6,700 6,600 4,000 4,000 4,000
 Information 1,200 1,200 1,200 1,800 1,800 1,800 2,700 2,700 2,800 1,200 1,200 1,200
 Financial Activities 3,200 3,200 3,200 6,000 6,000 5,900 5,900 5,900 5,600 4,700 4,700 4,700
 Prof. & Business Services 4,100 4,100 4,100 9,800 9,700 9,000 12,300 12,400 13,500 8,200 8,100 7,800
 Educ. & Health Services 14,200 14,200 13,800 15,000 15,000 14,700 23,700 23,500 23,100 27,900 27,900 26,600
 Leisure & Hospitality 6,600 6,500 6,600 11,100 10,900 10,700 13,500 13,600 13,700 12,300 12,500 11,600
 Other Services 3,100 3,100 3,000 5,000 5,000 4,800 5,900 5,900 5,900 3,500 3,500 3,400
 Government 12,600 12,600 12,600 19,900 19,700 19,300 27,300 27,000 27,400 27,800 27,900 27,200

 INDUSTRY Apr '06* Mar '06 Apr '05 Apr '06* Mar '06 Apr '05 Apr '06* Mar '06 Apr '05 Apr '06* Mar '06 Apr '05 
 TOTAL 91,800 91,600 90,500 171,500 172,000 172,700 264,300 263,900 260,000 119,000 118,800 117,300
 Nat. Res., Mining, & Const. 6,100 6,100 5,900 17,800 18,300 19,200 13,300 13,300 11,700 5,800 5,700 5,900
 Manufacturing 6,300 6,200 6,200 11,000 11,000 10,400 22,200 22,100 23,100 8,500 8,500 8,400
 Wholesale Trade 1,600 1,600 1,500 5,300 5,300 5,400 10,500 10,400 10,200 3,700 3,700 3,300
 Retail Trade 9,600 9,600 9,400 20,000 20,000 19,800 33,700 33,300 31,900 14,100 14,200 14,200
 Trans., Ware., & Util. 1,100 1,100 1,000 5,000 5,000 5,100 13,400 13,500 13,000 4,000 4,000 4,000
 Information 1,100 1,100 1,100 2,400 2,500 2,500 4,500 4,700 4,800 2,500 2,500 2,400
 Financial Activities 3,600 3,600 3,500 7,900 7,900 7,700 11,900 11,900 11,400 6,200 6,200 6,300
 Prof. & Business Services 5,500 5,400 5,500 16,500 16,400 16,300 26,400 26,200 26,100 8,800 8,800 9,000
 Educ. & Health Services 9,400 9,400 9,100 26,700 26,800 26,400 34,000 34,100 32,500 15,800 16,000 15,900
 Leisure & Hospitality 9,900 9,800 9,500 19,500 19,400 20,400 25,600 25,400 25,700 10,700 10,200 10,200
 Other Services 2,800 2,800 2,800 6,400 6,300 6,500 7,900 8,000 7,800 5,500 5,500 5,100
 Government 34,800 34,900 35,000 33,000 33,100 33,000 60,900 61,000 61,800 33,400 33,500 32,600

 INDUSTRY Apr '06* Mar '06 Apr '05 Apr '06* Mar '06 Apr '05 Apr '06* Mar '06 Apr '05 Apr '06* Mar '06 Apr '05 
 TOTAL 85,000 84,800 79,900 92,200 91,700 90,000 127,200 127,400 126,000 203,900 203,900 196,000
 Nat. Res., Mining, & Const. 4,200 4,200 4,000 11,300 11,100 11,000 5,600 5,500 5,100 10,900 10,800 10,600
 Manufacturing 1,700 1,700 1,700 13,600 13,600 13,200 5,200 5,200 5,300 8,400 8,400 8,200
 Wholesale Trade 2,500 2,500 2,500 3,800 3,800 3,500 5,600 5,600 5,700 7,100 7,100 6,900
 Retail Trade 11,400 11,600 11,100 11,200 11,000 10,800 15,200 15,100 15,100 29,300 29,300 28,100
 Trans., Ware., & Util. 12,600 12,500 12,100 2,800 2,800 2,800 3,800 3,900 3,900 6,000 6,000 5,700
 Information 700 700 700 1,800 1,800 1,900 6,100 6,200 6,300 3,000 3,000 2,800
 Financial Activities 3,700 3,600 3,400 3,600 3,600 3,500 6,700 6,700 6,800 8,400 8,500 8,100
 Prof. & Business Services 4,100 4,100 4,000 7,100 7,000 6,800 10,300 10,600 10,000 13,000 13,300 12,900
 Educ. & Health Services 12,100 12,100 11,200 14,700 14,700 14,400 18,700 18,700 18,300 45,600 45,200 41,600
 Leisure & Hospitality 8,600 8,500 8,100 7,400 7,400 7,300 14,800 14,600 14,900 17,500 17,500 17,600
 Other Services 1,900 1,900 1,700 3,300 3,300 3,200 5,500 5,500 5,300 5,000 4,900 4,800
 Government 21,500 21,400 19,400 11,600 11,600 11,600 29,700 29,800 29,300 49,700 49,900 48,700

 INDUSTRY Apr '06* Mar '06 Apr '05 Apr '06* Mar '06 Apr '05 Apr '06* Mar '06 Apr '05 Apr '06* Mar '06 Apr '05 
 TOTAL 61,800 61,200 58,500 55,200 55,400 52,700 43,800 43,800 43,900 44,800 44,500 44,100
 Nat. Res., Mining, & Const. 13,100 12,600 11,500 8,700 8,800 7,300 3,200 3,200 3,000 3,100 3,000 2,800
 Manufacturing 2,400 2,400 2,300 3,600 3,600 3,600 3,600 3,600 3,500 6,200 6,200 6,300
 Wholesale Trade 2,700 2,700 2,500 4,300 4,300 4,100 1,500 1,500 1,400 1,000 1,000 1,000
 Retail Trade 7,500 7,500 6,900 6,500 6,600 6,600 5,400 5,400 5,400 6,300 6,400 6,200
 Trans., Ware., & Util. 1,500 1,500 1,400 1,700 1,700 1,600 700 700 800 1,200 1,100 1,200
 Information 1,700 1,700 1,900 700 700 700 1,900 2,000 1,900 600 600 600
 Financial Activities 3,100 3,100 3,100 2,300 2,300 2,300 1,900 1,900 1,900 2,700 2,700 2,700
 Prof. & Business Services 6,900 6,800 6,400 4,000 4,000 3,700 3,800 3,800 3,700 2,700 2,700 2,800
 Educ. & Health Services 6,300 6,300 6,000 5,600 5,500 5,300 7,200 7,200 7,300 8,300 8,200 8,500
 Leisure & Hospitality 6,200 6,100 5,900 5,600 5,600 5,500 4,300 4,200 4,200 4,500 4,400 4,200
 Other Services 2,300 2,300 2,200 2,900 2,900 2,800 1,700 1,700 1,700 1,600 1,600 1,500
 Government 8,100 8,200 8,400 9,300 9,400 9,200 8,600 8,600 9,100 6,600 6,600 6,300

 INDUSTRY Apr '06* Mar '06 Apr '05 Apr '06* Mar '06 Apr '05 Apr '06* Mar '06 Apr '05 Apr '06* Mar '06 Apr '05 
 TOTAL 55,900 55,800 54,400 90,900 91,100 90,000 49,800 49,500 48,700 106,600 106,100 105,200
 Nat. Res., Mining, & Const. 2,500 2,500 2,300 5,200 5,200 4,900 6,700 6,700 6,400 5,900 5,900 5,400
 Manufacturing 5,500 5,500 5,500 9,400 9,400 9,400 5,700 5,700 5,600 15,800 15,800 15,700
 Wholesale Trade 2,600 2,600 2,400 3,800 3,800 3,700 1,700 1,700 1,700 4,200 4,200 4,100
 Retail Trade 7,000 7,100 7,100 12,300 12,300 12,200 6,500 6,400 6,300 11,200 11,100 11,100
 Trans., Ware., & Util. 2,500 2,500 2,400 3,100 3,100 3,100 1,500 1,500 1,500 3,100 3,100 3,000
 Information 500 500 500 2,200 2,100 2,100 600 600 600 1,800 1,800 1,800
 Financial Activities 2,600 2,500 2,300 4,000 4,100 4,200 2,100 2,100 2,100 6,400 6,400 6,200
 Prof. & Business Services 3,300 3,300 3,200 7,500 7,600 7,500 3,600 3,600 3,600 7,000 6,900 7,900
 Educ. & Health Services 9,100 9,100 8,900 18,300 18,400 17,800 6,800 6,800 6,500 19,300 19,300 18,700
 Leisure & Hospitality 5,300 5,200 5,100 8,600 8,500 8,400 4,100 4,000 4,200 10,200 9,900 9,800
 Other Services 2,200 2,200 2,100 3,800 3,800 3,800 1,500 1,600 1,500 4,200 4,200 4,200
 Government 12,800 12,800 12,600 12,700 12,800 12,900 9,000 8,800 8,700 17,500 17,500 17,300

 INDUSTRY Apr '06* Mar '06 Apr '05 
 TOTAL 62,400 62,300 61,600
 Nat. Res., Mining, & Const. 3,800 3,800 3,500
 Manufacturing 7,700 7,700 7,600
 Wholesale Trade 1,900 1,900 1,800
 Retail Trade 7,800 7,800 7,600
 Trans., Ware., & Util. 1,500 1,500 1,600
 Information 1,500 1,500 1,600
 Financial Activities 2,200 2,200 2,300
 Prof. & Business Services 3,100 3,100 3,300
 Educ. & Health Services 10,300 10,300 10,000
 Leisure & Hospitality 5,500 5,400 5,600
 Other Services 3,200 3,200 3,100
 Government 13,900 13,900 13,600

Texas Metropolitan Statistical Areas Nonagricultural Wage and Salary Employment (Not Seasonally Adjusted)
BROWNSVILLE-HARLINGEN

COLLEGE STATION-BRYAN CORPUS CHRISTI EL PASO

ABILENE AMARILLO BEAUMONT-PORT ARTHUR

KILLEEN-TEMPLE-FORT HOOD

MCALLEN-EDINBURG-MISSION

MIDLAND SAN ANGELOODESSA

LAREDO LONGVIEW LUBBOCK

WACO

WICHITA FALLS

SHERMAN-DENISON

TEXARKANA TYLER VICTORIA

Estimates for the current month are preliminary.  All estimates are subject to revision.
The number of nonagricultural jobs in each MSA is without reference to place of 
residence of workers.  Estimates of the TWC are in cooperation with the Bureau of 
Labor Statistics, U.S. Department of Labor.

Beginning with January 2005 estimates, definitions of the MSAs were updated to reflect 
the 2000 Census-based configurations.  Please see www.tracer2.com for details on these 
changes.

Source:  www.tracer2.com/default.asp?PAGEID=133
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L A B O R  M A R K E T  A N D  C A R E E R  I N F O R M A T I O N  D E P A R T M E N T

Estimates	reflect	actual	(not	seasonally	adjusted)	data.		All	estimates	are	subject	to	revision.		Estimates	of	the	TWC	are	in	cooperation	with	the	Bureau	of	Labor	Statistics,	U.S.	Department	of	Labor.

Employment and Unemployment Estimates for Texas Counties  - May 2006
County CLF  Emp. Unemp. Rate County CLF  Emp. Unemp. Rate County CLF  Emp. Unemp. Rate
Anderson 20,386 19,128 1,258 6.2 Gillespie 13,473 13,092 381 2.8 Moore 10,231 9,827 404 3.9 
Andrews 6,633 6,364 269 4.1 Glasscock 604 572 32 5.3 Morris 6,224 5,893 331 5.3 
Angelina 38,797 36,824 1,973 5.1 Goliad 3,475 3,334 141 4.1 Motley 682 653 29 4.3 
Aransas 10,861 10,360 501 4.6 Gonzales 9,529 9,102 427 4.5 Nacogdoches 30,843 29,423 1,420 4.6 
Archer 5,468 5,295 173 3.2 Gray 11,044 10,581 463 4.2 Navarro 21,363 20,202 1,161 5.4 
Armstrong 1,167 1,129 38 3.3 Grayson 57,757 54,993 2,764 4.8 Newton 5,558 5,132 426 7.7 
Atascosa 19,444 18,546 898 4.6 Gregg 62,029 59,137 2,892 4.7 Nolan 7,477 7,122 355 4.7 
Austin 13,241 12,673 568 4.3 Grimes 10,337 9,762 575 5.6 Nueces 158,930 150,689 8,241 5.2 
Bailey 3,199 3,017 182 5.7 Guadalupe 51,902 49,701 2,201 4.2 Ochiltree 5,075 4,906 169 3.3 
Bandera 9,898 9,507 391 4.0 Hale 16,780 15,831 949 5.7 Oldham 988 941 47 4.8 
Bastrop 35,038 33,554 1,484 4.2 Hall 1,502 1,412 90 6.0 Orange 40,139 37,644 2,495 6.2 
Baylor 1,789 1,709 80 4.5 Hamilton 3,600 3,431 169 4.7 Palo Pinto 14,504 13,874 630 4.3 
Bee 10,753 9,986 767 7.1 Hansford 2,351 2,255 96 4.1 Panola 11,798 11,256 542 4.6 
Bell 116,843 110,899 5,944 5.1 Hardeman 2,220 2,117 103 4.6 Parker 51,577 49,324 2,253 4.4 
Bexar 729,072 694,990 34,082 4.7 Hardin 24,169 22,813 1,356 5.6 Parmer 4,482 4,287 195 4.4 
Blanco 4,727 4,548 179 3.8 Harris 1,879,506 1,782,772 96,734 5.1 Pecos 6,629 6,272 357 5.4 
Borden 474 451 23 4.9 Harrison 31,055 29,390 1,665 5.4 Polk 16,710 15,733 977 5.8 
Bosque 8,571 8,187 384 4.5 Hartley 2,188 2,087 101 4.6 Potter 58,526 56,001 2,525 4.3 
Bowie 43,507 41,088 2,419 5.6 Haskell 3,117 2,992 125 4.0 Presidio 3,133 2,759 374 11.9 
Brazoria 135,482 128,717 6,765 5.0 Hays 68,259 65,717 2,542 3.7 Rains 5,183 4,947 236 4.6 
Brazos 89,851 86,375 3,476 3.9 Hemphill 2,314 2,248 66 2.9 Randall 67,993 65,711 2,282 3.4 
Brewster 5,252 5,070 182 3.5 Henderson 34,694 32,970 1,724 5.0 Reagan 2,287 2,215 72 3.1 
Briscoe 705 669 36 5.1 Hidalgo 268,777 249,960 18,817 7.0 Real 1,180 1,108 72 6.1 
Brooks 3,039 2,836 203 6.7 Hill 15,321 14,499 822 5.4 Red River 6,209 5,845 364 5.9 
Brown 18,542 17,730 812 4.4 Hockley 10,962 10,455 507 4.6 Reeves 4,174 3,872 302 7.2 
Burleson 8,853 8,499 354 4.0 Hood 22,844 21,776 1,068 4.7 Refugio 3,890 3,705 185 4.8 
Burnet 20,283 19,514 769 3.8 Hopkins 17,666 16,907 759 4.3 Roberts 593 576 17 2.9 
Caldwell 16,915 16,172 743 4.4 Houston 8,223 7,706 517 6.3 Robertson 7,827 7,445 382 4.9 
Calhoun 9,587 9,056 531 5.5 Howard 13,063 12,325 738 5.6 Rockwall 31,560 30,317 1,243 3.9 
Callahan 7,086 6,810 276 3.9 Hudspeth 1,387 1,274 113 8.1 Runnels 4,428 4,180 248 5.6 
Cameron 144,059 134,610 9,449 6.6 Hunt 40,383 38,299 2,084 5.2 Rusk 23,327 22,237 1,090 4.7 
Camp 5,301 5,024 277 5.2 Hutchinson 9,887 9,365 522 5.3 Sabine 3,394 3,092 302 8.9 
Carson 3,598 3,463 135 3.8 Irion 957 916 41 4.3 San Augustine 3,563 3,332 231 6.5 
Cass 13,357 12,549 808 6.0 Jack 3,991 3,803 188 4.7 San Jacinto 10,560 9,961 599 5.7 
Castro 3,229 3,038 191 5.9 Jackson 6,507 6,176 331 5.1 San Patricio 29,466 27,789 1,677 5.7 
Chambers 14,429 13,694 735 5.1 Jasper 15,395 14,362 1,033 6.7 San Saba 2,571 2,451 120 4.7 
Cherokee 20,484 19,371 1,113 5.4 Jeff Davis 1,090 1,043 47 4.3 Schleicher 1,318 1,261 57 4.3 
Childress 3,099 2,928 171 5.5 Jefferson 110,816 103,603 7,213 6.5 Scurry 7,083 6,735 348 4.9 
Clay 6,564 6,306 258 3.9 Jim Hogg 2,693 2,557 136 5.1 Shackelford 1,926 1,864 62 3.2 
Cochran 1,517 1,417 100 6.6 Jim Wells 19,880 18,878 1,002 5.0 Shelby 11,270 10,678 592 5.3 
Coke 1,305 1,235 70 5.4 Johnson 73,639 70,349 3,290 4.5 Sherman 1,275 1,212 63 4.9 
Coleman 4,267 4,081 186 4.4 Jones 8,275 7,814 461 5.6 Smith 96,626 92,421 4,205 4.4 
Collin 368,537 354,147 14,390 3.9 Karnes 5,505 5,157 348 6.3 Somervell 3,766 3,606 160 4.2 
Collingsworth 1,554 1,478 76 4.9 Kaufman 43,381 41,333 2,048 4.7 Starr 20,914 18,584 2,330 11.1 
Colorado 10,479 10,013 466 4.4 Kendall 14,111 13,588 523 3.7 Stephens 4,211 4,026 185 4.4 
Comal 48,342 46,471 1,871 3.9 Kenedy 254 247 7 2.8 Sterling 1,026 996 30 2.9 
Comanche 6,269 5,984 285 4.5 Kent 448 431 17 3.8 Stonewall 941 907 34 3.6 
Concho 1,410 1,333 77 5.5 Kerr 23,389 22,518 871 3.7 Sutton 2,847 2,764 83 2.9 
Cooke 20,418 19,627 791 3.9 Kimble 2,251 2,171 80 3.6 Swisher 3,608 3,437 171 4.7 
Coryell 26,373 24,660 1,713 6.5 King 148 141 7 4.7 Tarrant 862,760 821,751 41,009 4.8 
Cottle 790 753 37 4.7 Kinney 1,434 1,352 82 5.7 Taylor 67,298 64,506 2,792 4.1 
Crane 1,566 1,477 89 5.7 Kleberg 17,338 16,520 818 4.7 Terrell 354 331 23 6.5 
Crockett 2,051 1,966 85 4.1 Knox 1,736 1,656 80 4.6 Terry 5,765 5,440 325 5.6 
Crosby 3,010 2,807 203 6.7 Lamar 23,071 21,786 1,285 5.6 Throckmorton 948 911 37 3.9 
Culberson 1,644 1,582 62 3.8 Lamb 7,104 6,743 361 5.1 Titus 14,898 14,246 652 4.4 
Dallam 2,974 2,853 121 4.1 Lampasas 10,867 10,466 401 3.7 Tom Green 52,156 49,843 2,313 4.4 
Dallas 1,202,660 1,138,988 63,672 5.3 La Salle 2,815 2,666 149 5.3 Travis 524,150 502,823 21,327 4.1 
Dawson 5,172 4,795 377 7.3 Lavaca 10,716 10,328 388 3.6 Trinity 5,760 5,428 332 5.8 
Deaf Smith 8,440 8,047 393 4.7 Lee 8,746 8,406 340 3.9 Tyler 8,256 7,719 537 6.5 
Delta 2,572 2,431 141 5.5 Leon 7,665 7,287 378 4.9 Upshur 19,056 18,182 874 4.6 
Denton 317,025 304,379 12,646 4.0 Liberty 32,407 30,498 1,909 5.9 Upton 1,726 1,654 72 4.2 
DeWitt 9,282 8,839 443 4.8 Limestone 10,623 10,114 509 4.8 Uvalde 11,703 11,037 666 5.7 
Dickens 1,009 956 53 5.3 Lipscomb 1,654 1,592 62 3.7 Val Verde 20,226 18,988 1,238 6.1 
Dimmit 3,842 3,560 282 7.3 Live Oak 5,130 4,874 256 5.0 Van Zandt 25,698 24,565 1,133 4.4 
Donley 1,816 1,734 82 4.5 Llano 8,149 7,801 348 4.3 Victoria 45,220 43,253 1,967 4.3 
Duval 5,272 4,944 328 6.2 Loving 31 27 4 12.9 Walker 25,781 24,438 1,343 5.2 
Eastland 8,406 8,011 395 4.7 Lubbock 139,368 133,841 5,527 4.0 Waller 16,602 15,686 916 5.5 
Ector 64,641 61,881 2,760 4.3 Lynn 2,693 2,511 182 6.8 Ward 4,517 4,276 241 5.3 
Edwards 998 948 50 5.0 McCulloch 3,648 3,467 181 5.0 Washington 16,437 15,798 639 3.9 
Ellis 67,643 64,254 3,389 5.0 McLennan 114,275 108,948 5,327 4.7 Webb 89,901 84,905 4,996 5.6 
El Paso 295,322 274,810 20,512 6.9 McMullen 367 347 20 5.4 Wharton 20,777 19,734 1,043 5.0 
Erath 17,975 17,287 688 3.8 Madison 4,876 4,605 271 5.6 Wheeler 2,555 2,455 100 3.9 
Falls 7,286 6,806 480 6.6 Marion 5,111 4,852 259 5.1 Wichita 64,219 61,251 2,968 4.6 
Fannin 13,951 13,153 798 5.7 Martin 2,070 1,967 103 5.0 Wilbarger 7,409 7,112 297 4.0 
Fayette 11,960 11,522 438 3.7 Mason 2,364 2,294 70 3.0 Willacy 7,712 6,934 778 10.1 
Fisher 1,948 1,868 80 4.1 Matagorda 16,296 15,052 1,244 7.6 Williamson 181,834 174,891 6,943 3.8 
Floyd 3,184 2,972 212 6.7 Maverick 19,764 17,221 2,543 12.9 Wilson 17,919 17,177 742 4.1 
Foard 644 614 30 4.7 Medina 19,780 18,908 872 4.4 Winkler 2,990 2,842 148 4.9 
Fort Bend 233,402 223,294 10,108 4.3 Menard 1,059 1,013 46 4.3 Wise 28,150 26,987 1,163 4.1 
Franklin 5,193 4,978 215 4.1 Midland 69,810 67,340 2,470 3.5 Wood 17,650 16,805 845 4.8 
Freestone 10,263 9,858 405 3.9 Milam 12,332 11,750 582 4.7 Yoakum 3,339 3,181 158 4.7 
Frio 6,386 6,012 374 5.9 Mills 2,550 2,453 97 3.8 Young 9,456 9,063 393 4.2 
Gaines 6,549 6,222 327 5.0 Mitchell 3,343 3,134 209 6.3 Zapata 5,334 5,035 299 5.6 
Galveston 140,753 133,517 7,236 5.1 Montague 9,990 9,572 418 4.2 Zavala 3,962 3,541 421 10.6 
Garza 2,446 2,337 109 4.5 Montgomery 189,209 181,349 7,860 4.2 Texas 11,382,063 10,820,284 561,779 4.9 
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T E X A S  W O R K F O R C E  C O M M I S S I O N

L A B O R  M A R K E T  A N D  C A R E E R  I N F O R M A T I O N  D E P A R T M E N T

Estimates	reflect	actual	(not	seasonally	adjusted)	data.		All	estimates	are	subject	to	revision.		Estimates	of	the	TWC	are	in	cooperation	with	the	Bureau	of	Labor	Statistics,	U.S.	Department	of	Labor.

Estimates	of	the	TWC	are	in	cooperation	with	the	Bureau	of	Labor	Statistics,	U.S.	Department	of	Labor.		Estimates	reflect	actual	(not	seasonally	adjusted)	data.		All		estimates	are	subject	to	revision.
*Metropolitan	Division	(MD).		The	Dallas-Fort	Worth-Arlington	MSA	is	comprised	of	the	Dallas-Plano-Irving	MD	and	the	Fort	Worth-Arlington	MD.

Employment and Unemployment Estimates for Texas Cities  - May 2006
City CLF  Emp. Unemp Rate City CLF  Emp.  Unemp Rate City CLF  Emp. Unemp Rate
Abilene 58,321 55,764 2,557 4.4 Friendswood 18,001 17,268 733 4.1 New Braunfels 23,520 22,695 825 3.5 
Allen 37,500 36,259 1,241 3.3 Frisco 36,232 35,124 1,108 3.1 North Richland Hills 35,779 34,270 1,509 4.2 
Amarillo 100,973 97,155 3,818 3.8 Galveston 27,498 25,981 1,517 5.5 Odessa 48,449 46,372 2,077 4.3 
Arlington 207,671 198,362 9,309 4.5 Garland 117,200 111,174 6,026 5.1 Paris 11,706 10,969 737 6.3 
Austin 414,649 397,889 16,760 4.0 Georgetown 18,274 17,534 740 4.0 Pasadena 67,843 64,011 3,832 5.6 
Baytown 31,964 29,909 2,055 6.4 Grand Prairie 73,718 70,091 3,627 4.9 Pearland 30,010 28,932 1,078 3.6 
Beaumont 52,976 49,675 3,301 6.2 Grapevine 28,987 27,855 1,132 3.9 Pflugerville 15,741 15,254 487 3.1 
Bedford 31,730 30,406 1,324 4.2 Greenville 12,025 11,445 580 4.8 Pharr 22,380 21,190 1,190 5.3 
Big Spring 8,995 8,436 559 6.2 Haltom City 21,969 20,912 1,057 4.8 Plano 145,160 139,063 6,097 4.2 
Brownsville 60,475 56,619 3,856 6.4 Harlingen 25,102 23,609 1,493 5.9 Port Arthur 22,247 20,500 1,747 7.9 
Bryan 37,623 36,149 1,474 3.9 Houston 1,005,525 951,001 54,524 5.4 Richardson 58,297 55,780 2,517 4.3 
Burleson 15,501 14,941 560 3.6 Huntsville 14,522 13,759 763 5.3 Rockwall 15,118 14,614 504 3.3 
Carrollton 71,932 68,894 3,038 4.2 Hurst 21,549 20,607 942 4.4 Rosenberg 14,468 13,855 613 4.2 
Cedar Hill 23,040 21,918 1,122 4.9 Irving 115,612 110,216 5,396 4.7 Round Rock 47,433 45,774 1,659 3.5 
Cedar Park 26,175 25,505 670 2.6 Keller 19,214 18,518 696 3.6 Rowlett 29,646 28,365 1,281 4.3 
Cleburne 13,860 13,228 632 4.6 Killeen 41,147 38,930 2,217 5.4 San Angelo 43,884 41,904 1,980 4.5 
College Station 41,062 39,554 1,508 3.7 Kingsville 13,884 13,238 646 4.7 San Antonio 601,235 574,026 27,209 4.5 
Conroe 21,994 21,120 874 4.0 Lake Jackson 14,084 13,407 677 4.8 San Juan 11,751 10,924 827 7.0 
Coppell 22,024 21,190 834 3.8 Lancaster 15,399 14,467 932 6.1 San Marcos 26,000 25,163 837 3.2 
Copperas Cove 13,531 12,835 696 5.1 La Porte 18,605 17,633 972 5.2 Sherman 17,567 16,717 850 4.8 
Corpus Christi 142,678 135,454 7,224 5.1 Laredo 84,766 80,278 4,488 5.3 Socorro 10,408 9,534 874 8.4 
Corsicana 10,873 10,234 639 5.9 League City 33,153 31,939 1,214 3.7 Sugar Land 40,116 38,600 1,516 3.8 
Dallas 614,973 581,397 33,576 5.5 Lewisville 56,779 54,560 2,219 3.9 Temple 29,271 27,935 1,336 4.6 
Deer Park 16,279 15,451 828 5.1 Longview 39,767 37,869 1,898 4.8 Texarkana 16,578 15,631 947 5.7 
Del Rio 15,876 14,925 951 6.0 Lubbock 116,134 111,603 4,531 3.9 Texas City 20,660 19,310 1,350 6.5 
Denton 57,064 54,835 2,229 3.9 Lufkin 15,898 15,072 826 5.2 The Colony 21,397 20,576 821 3.8 
DeSoto 24,728 23,358 1,370 5.5 McAllen 58,240 55,255 2,985 5.1 Tyler 46,598 44,605 1,993 4.3 
Duncanville 19,430 18,333 1,097 5.6 McKinney 46,669 45,018 1,651 3.5 Victoria 32,566 31,142 1,424 4.4 
Edinburg 26,846 25,445 1,401 5.2 Mansfield 19,669 18,897 772 3.9 Waco 55,591 52,703 2,888 5.2 
El Paso 253,544 236,999 16,545 6.5 Mesquite 73,358 69,776 3,582 4.9 Weslaco 12,861 11,979 882 6.9 
Euless 31,857 30,531 1,326 4.2 Midland 57,225 55,182 2,043 3.6 Wichita Falls 48,664 46,344 2,320 4.8 
Farmers Branch 15,229 14,496 733 4.8 Mission 24,033 22,666 1,367 5.7 Wylie 14,362 13,871 491 3.4 
Flower Mound 35,211 33,960 1,251 3.6 Missouri City 38,034 36,390 1,644 4.3 
Fort Worth 298,435 283,517 14,918 5.0 Nacogdoches 15,973 15,214 759 4.8 

Civilian Labor Force Estimates for WDAs
May 2006

CLF  Emp.  Unemp. Rate 
Alamo 959,221  915,667  43,554 4.5  
Brazos Valley 145,846  139,771  6,075 4.2  
Cameron County 144,059  134,610  9,449 6.6  
Capital Area 524,150  502,823  21,327 4.1  
Central Texas 175,136  166,110  9,026 5.2  
Coastal Bend 265,180  251,175  14,005 5.3  
Concho Valley 74,679  71,474  3,205 4.3  
Dallas 1,202,660  1,138,988  63,672 5.3  
Deep East Texas 158,329  149,390  8,939 5.6  
East Texas 378,398  360,285  18,113 4.8  
Golden Crescent 94,316  90,088  4,228 4.5  
Gulf Coast 2,728,364  2,591,437  136,927 5.0  
Heart Of Texas 166,339  158,412  7,927 4.8  
Lower	Rio	Grande	Valley 297,403		 275,478		 21,925 7.4		
Middle	Rio	Grande 65,924		 60,421		 5,503 8.3		
North Central Texas 1,102,347  1,056,134  46,213 4.2  
North East Texas 132,697  125,723  6,974 5.3  
North Texas 112,540  107,595  4,945 4.4  
Panhandle 212,848  204,232  8,616 4.0  
Permian Basin 191,003  182,668  8,335 4.4  
Rural Capital 355,911  342,125  13,786 3.9  
South	East	Texas 175,124		 164,060		 11,064 6.3		
South	Plains 201,206		 192,302		 8,904 4.4		
South	Texas 97,928		 92,497		 5,431 5.5		
Tarrant County 862,760  821,751  41,009 4.8  
Texoma 92,126  87,773  4,353 4.7  
Upper	Rio	Grande 307,828		 286,538		 21,290 6.9		
West Central Texas 157,749  150,762  6,987 4.4  

Hours and Earnings for Texas
and Selected Texas Metropolitan Statistical Areas & Metro Divisions

Area Average Weekly Earnings Average Weekly Hours Average Hourly Earnings
May '06 Apr. '06 May '05 May '06 Apr. '06 May '05 May '06 Apr. '06 May '05

  Texas

Manufacturing $565.20	 $554.80	 $573.46	 40.4	 39.6	 40.7	 $13.99	 $14.01	 $14.09	

  Durable Goods $560.67	 $552.43	 $567.23	 41.5	 40.8	 41.8	 $13.51	 $13.54	 $13.57	

  Nondurable Goods $570.19	 $559.44	 $580.45	 38.5	 37.8	 38.8	 $14.81	 $14.80	 $14.96	

  Dallas-Ft. Worth-Arlington MSA

Manufacturing $630.44	 $618.89	 $597.64	 40.7	 39.8	 39.5	 $15.49	 $15.55	 $15.13	

  Durable Goods $677.91	 $665.58	 $666.58	 40.4	 39.5	 41.3	 $16.78	 $16.85	 $16.14	

  Nondurable Goods $540.47	 $535.92	 $476.48	 41.1	 40.6	 36.4	 $13.15	 $13.20	 $13.09	

  Houston-Sugar Land-Baytown MSA

Manufacturing $657.78	 $678.32	 $712.66	 38.0	 39.3	 40.7	 $17.31	 $17.26	 $17.51	

  Durable Goods $558.80	 $583.20	 $598.44	 38.3	 40.0	 40.6	 $14.59	 $14.58	 $14.74	

  Nondurable Goods $815.92	 $829.32	 $875.98	 37.6	 38.2	 40.8	 $21.70	 $21.71	 $21.47	

  San Antonio MSA

Manufacturing $458.10	 $445.61	 $421.83	 39.8	 39.4	 38.7	 $11.51	 $11.31	 $10.90	

  Durable Goods $491.49	 $486.63	 $462.84	 41.9	 42.5	 42.0	 $11.73	 $11.45	 $11.02	

  Nondurable Goods $410.69	 $390.37	 $374.83	 36.8	 35.2	 34.9	 $11.16	 $11.09	 $10.74	

  Dallas-Plano-Irving MD*

Manufacturing $531.30	 $523.78	 $518.00	 38.5	 37.9	 37.7	 $13.80	 $13.82	 $13.74	

  Durable Goods $526.29	 $519.77	 $545.14	 37.7	 37.1	 38.8	 $13.96	 $14.01	 $14.05	

  Nondurable Goods $541.04	 $530.77	 $477.60	 39.9	 39.2	 36.1	 $13.56	 $13.54	 $13.23	

  Ft. Worth-Arlington MD*

Manufacturing $806.34	 $794.65	 $757.27	 44.5	 43.4	 43.1	 $18.12	 $18.31	 $17.57	

  Durable Goods $916.35	 $892.17	 $872.69	 44.7	 43.1	 45.5	 $20.50	 $20.70	 $19.18	

  Nondurable Goods $541.11	 $548.68	 $472.28	 44.1	 44.0	 37.1	 $12.27	 $12.47	 $12.73	
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Jobs in the 21st Century
by Dorothy Gattis

In order to meet the demands of Texas employers in the 21st century,
Texas	faces	 the	challenge	of	providing	a	skilled	workforce	for

expanding industries, and in order to meet the replacement needs
resulting	from	workers	who	leave	the	labor	force	or	transfer	to	other
occupations. With Texas ranking second in the nation in population
and	 labor	 force,	 the	opportunity	 to	supply	such	a	workforce	 is
obtainable.		Many	businesses	have	changed	the	way	they	operate.
These changes have resulted from the continued automation of
office processes, including those related to electronic business, as
well	as	placing	a	greater	emphasis	on	a	flexible	workforce	through
the	use	of	temporary	workers.		This	has	resulted	in	the	automation
of	some	job	tasks	while	eliminating	others	altogether.		However,	a
number	of	occupations	 that	 involve	a	great	deal	of	contact	with
people	are	 less	affected	by	changing	 technology.	 	Expected	 job
growth	over	 the	next	decade	will	 largely	be	attributed	 to	Texas’
population	growth	and	 the	needs	of	 the	dependent	population
groups.		What	are	the	projected	occupational	needs	in	the	first	ten
years of the 21st	century?		Where	can	Texas	expect	occupational	job
growth	 to	occur	 in	2010?	 	The	Texas	Labor	Market	 Information
Department	has	released	occupational	employment	projections	for
the	2000-2010	period.		These	projections	should	shed	some	light	on
these questions and provide valuable information to individuals
wishing	to	prepare	themselves	for	success	in	tomorrow’s	job	market.

Total	employment	in	Texas	is	projected	to	increase	by	over	1.8	million
jobs	between	2000	and	2010,	rising	to	nearly	13	million	jobs	overall.
Over	50	percent	of	 the	growth	will	be	found	in	professional	and
service	occupations.		Additionally,	almost	2.3	million	job	vacancies
will	occur	as	experienced	workers	 leave	 their	 jobs	 to	enter	other
occupations, retire, or leave the labor force for other reasons.
Compared	to	a	U.S.	job	growth	rate	of	15.2	percent	for	the	projection
period,	Texas	 is	 expected	 to	 grow	by	17.6	 percent.	 	Though
employment	in	Texas	is	projected	to	grow	at	a	faster	pace	than	the
nation,	 the	 rate	 is	below	 that	of	 the	1990-2000	period,	when
employment	in	Texas	grew	by	22.5	percent.		As	expected,	Texas’	list
of	top	growing	occupations	over	the	2000-2010	period	closely	mirrors
the nation’s.

Employment	in	the	two	largest	major	occupational	groups	in	2000,
Professional and Related Occupations and Service Occupations,
are	projected	to	grow	the	fastest	and	are	expected	to	add	the	most
jobs	between	2000	and	2010.		Of	the	top	twenty	growing	occupations,
the	majority	will	be	found	in	these	two	major	occupational	groups.
Accounting	for	most	of	that	growth	are	occupations	found	in	health,
computer, and education-related fields.

The	demand	 for	computer-related	occupations	will	 continue	 to
increase as a result of advances in computer technology and
consumer’s	demand	for	new	applications	and	improved	performance.
As businesses become more dependent on advanced technologies,
Computer Software Engineers	are	expected	to	grow	by	nearly	75
percent,	adding	over	40,000	new	jobs	by	2010.		Rapid	growth	for
Computer Support Specialists, Network and Computer System
Administrators , Network System and Data Communication
Analysts, Database Administrators, Computer SystemAnalysts, and
Computer and Information System Managers is anticipated for the

projection	period.		These	types	of	workers	are	needed	by	employers
to	set	up	additional	hardware	and	software	and	maintain	and	oversee
their	current	hardware	and	software	systems.		These	occupations
are	predicted	to	add	nearly	85,000	jobs	over	the	period,	for	a	total	of
over 215,000 positions by 2010.  As businesses continue to rely on
automation	to	improve	services,	some	occupations	will	experience
declines.	 	 Jobs	 for	 Computer Operators, Tellers ,  and
Communication Equipment Operators	will	experience	a	decline	of
nearly	3,500.		In	an	effort	to		reduce	printing	and	publishing	costs,
employers	will	turn	increasingly	to	the	use	of	desktop	publishing.
This accounts for Desktop Publishers	being	one	the	fastest	growing
occupations,		increasing	by	over	75	percent	between	2000	and	2010.
Customer Service Representatives	will	 lead	 the	way	as	 the
occupation	adding	the	most	jobs	by	2010	as	employers	strive	to
provide better quality customer service, including internet services.
They	are	forecast	to	grow	to	over	240,000	by	2010,	an	addition	of
nearly 60,000 positions for the period.

According	to	estimates	prepared	by	the	Texas	State	Data	Center	at
Texas	A&M	University,	 there	will	be	approximately	24.2	million
Texans	by	2010.	 	Twenty-six	percent	of	 that	population	will	be
school-age children, an increase of 454,000 from 2000.  Over the
past	few	years,	many	areas	of	Texas	have	experienced	shortages	of
teachers	in	the	wake	of	these	population	increases.		In	addition,
school	districts	must	also	replace	those	teachers	who	have	retired
or left the teaching field to seek better pay and benefits.  With the
expected increases in student enrollment and the need to entice
individuals to select a career in the field of education, over 105,000
new	teaching	positions	are	projected	for	the	ten-year	period	and
over	85,000	teachers	will	be	needed	to	replace	individuals	who	leave
the occupation or retire.

Projected	job	growth	in	health	services	reflects	an	expected	increase
in the number of elderly Texans, technological advances in medicine,
and the greater use of more cost-effective healthcare support
personnel.	 	Elderly	Texans	will	make	up	over	 ten	percent	of	 the
population	by	2010,	an	increase	of	nearly	22	percent	between	2000
and 2010.  This population group typically requires more healthcare
services resulting in the expected increase in healthcare occupations.
For example, Physical Therapist Aides, Physical Therapist
Assistants, and Medical Assistants,	along	with	Social and Human
Service Assistants	are	projected	to	increase	by	nearly	48	percent,	a
gain	of	nearly	17,000	jobs	by	2010. Registered Nurses and Nursing
Aides, Orderlies, and Attendants,	adding	over	56,000	jobs,	are	among
the	 largest	 growing	 occupations	 employed	 in	 personal	 and
residential care facilities. Physician Assistants	will	 experience	a
growth	of	nearly	1,500,	an	increase	of	over	44	percent	which	makes
it	one	of	the	fastest	growing	occupations	over	the	decade.		These
workers	are	tapped	to	improve	efficiency	and	help	control	the	cost
of medical services.  Advanced home medical treatments explain
the	expected	growth	in	Personal and Home Care Aides	which	are
projected	to	increase	by	nearly	33	percent	to	an	employment	level
of over 84,000 by 2010.

Job	openings	occur	not	only	due	to	industry	expansion	but	also
because	of	existing	workers	leaving	jobs	to	enter	other	occupations,
retire, or leave the labor force for other reasons.  Leading the list of
occupations	with	 the	 largest	anticipated	replacement	needs	are
Retail Salespersons and Cashiers	which	are	expected	to	have	over
200,000	job	openings	during	the	decade.		Full	and	part-time	jobs	are
projected	to	be	abundant	for	 Food Preparation and Service
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The	above	article	is	reprinted	here	from	the	December	2002	issue	of	the	Texas	Labor	Market	Review	newsletter	published	monthly	by	the
Labor	Market	Information	Department	of	the	Texas	Workforce	Commission.		For	comments	or	questions	regarding	this	article,	please
contact	the	LMI	Department	at	(512)	491-4922	or	e-mail	at	lmi@twc.state.tx.us.

2000 2010 Number Percent
Total, All Occupations 10,393,760 12,217,920 1,824,160 17.6

 Management, Business, & Financial Occupations 1,277,630 1,496,090 218,460 17.1
 Professional & Related Occupations 1,891,950 2,394,800 502,850 26.6
 Service Occupations 1,842,700 2,254,960 412,260 22.4
 Sales & Related Occupations 1,073,640 1,218,830 145,190 13.5
 Office & Administrative Support Occupations 1,683,320 1,874,690 191,370 11.4
 Farming, Fishing, & Forestry Occupations 140,220 148,440 8,220 5.9
 Construction & Extraction Occupations 581,120 671,520 90,400 15.6
 Installation, Maintenance, & Repair Occupations 444,320 502,500 58,180 13.1
 Production Occupations 761,470 846,800 85,330 11.2
 Transportation & Material Moving Occupations 697,400 809,300 111,900 16.0

Annual  Employment Change
For Texas Employment by Major Occupational Group, 2000 and Projected to 2010

Occupational Group

2000 2010 Number Percent
Total, All Occupations 10,393,760 12,217,920 1,824,160 17.6

 Computer Support Specialists 39,270 72,760 33,490 85.3
 Computer Software Engineers, Applications 29,380 52,900 23,520 80.1
 Network & Computer Systems Administrators 17,780 31,430 13,650 76.8
 Desktop Publishers 1,980 3,490 1,510 76.3
 Computer Software Engineers, Systems Software 27,030 45,190 18,160 67.2
 Network Systems & Data Communications Analysts 8,780 14,570 5,790 65.9
 Computer Specialists, NEC 12,490 19,600 7,110 56.9
 Database Administrators 7,080 10,870 3,790 53.5
 Medical Records & Health Information Technicians 11,650 17,770 6,120 52.5
 Social & Human Service Assistants 9,470 14,280 4,810 50.8
 Special Ed. Teachers, Preschool, Kindergarten, & Elem. Sch. 12,060 17,870 5,810 48.2
 Computer Systems Analysts 36,420 53,940 17,520 48.1
 Medical Assistants 21,390 31,480 10,090 47.2
 Physician Assistants 3,230 4,680 1,450 44.9
 Computer & Information Systems Managers 23,080 33,380 10,300 44.6
 Speech-Language Pathologists 6,360 9,160 2,800 44.0
 Respiratory Therapy Technicians 3,090 4,440 1,350 43.7
 Cardiovascular Technologists & Technicians 2,160 3,070 910 42.1
 Physical Therapist Aides 2,160 3,070 910 42.1
 Physical Therapist Assistants 2,530 3,590 1,060 41.9

Annual Employment Change
Texas Top Twenty Fastest Growing Occupations

Occupational Group

2 0 0 0 2 0 1 0 N u m b e r P e r c e n t
To ta l ,  A l l  Occupa t ions 1 0 , 3 9 3 , 7 6 0 12 ,217 ,920 1 , 8 2 4 , 1 6 0 17 .6

 C u s t o m e r  S e r v i c e  R e p r e s e n t a t i v e s 1 8 1 , 9 2 0 241 ,600 5 9 , 6 8 0 32 .8
 F o o d  P r e p a r a t i o n  &  S e r v i n g  W o r k e r s ,  I n c l u d i n g  F a s t  F o o d 1 5 2 , 7 9 0 206 ,490 5 3 , 7 0 0 35 .1
 C h i l d  C a r e  W o r k e r s 1 3 5 , 9 6 0 180 ,820 4 4 , 8 6 0 33 .0
 Re ta i l  Sa lespe rsons 2 8 3 , 7 1 0 324 ,110 4 0 , 4 0 0 14 .2
 R e g i s t e r e d  N u r s e s 1 3 2 , 2 2 0 167 ,580 3 5 , 3 6 0 26 .7
 Cash ie rs 2 1 4 , 1 7 0 248 ,260 3 4 , 0 9 0 15 .9
 Compu te r  Suppo r t  Spec ia l i s t s 39 ,270 7 2 , 7 6 0 3 3 , 4 9 0 85 .3
 O f f i ce  C le r ks ,  Gene ra l 1 9 9 , 6 3 0 230 ,020 3 0 , 3 9 0 15 .2
 W a i t e r s  &  W a i t r e s s e s 1 3 8 , 3 1 0 168 ,540 3 0 , 2 3 0 21 .9
 Gene ra l  &  Ope ra t i ons  Manage rs 1 9 8 , 7 7 0 227 ,960 2 9 , 1 9 0 14 .7
 E l e m e n t a r y  S c h o o l  T e a c h e r s ,  E x  S p e c i a l  E d u c a t i o n 1 2 4 , 1 6 0 152 ,650 2 8 , 4 9 0 22 .9
 Teache r  Ass i s tan t s 79 ,620 105 ,200 2 5 , 5 8 0 32 .1
 S e c o n d a r y  S c h o o l  T e a c h e r s ,  E x  S p e c i a l / V o c  E d u c a t i o n 83 ,930 108 ,160 2 4 , 2 3 0 28 .9
 J a n i t o r s  &  C l e a n e r s ,  E x  M a i d s  &  H o u s e k e e p i n g  C l e a n e r s 1 5 0 , 2 2 0 174 ,270 2 4 , 0 5 0 16 .0
 T ruck  Dr i ve rs ,  Heavy  &  T rac to r -T ra i l e r 1 3 0 , 0 8 0 153 ,790 2 3 , 7 1 0 18 .2
 C o m p u t e r  S o f t w a r e  E n g i n e e r s ,  A p p l i c a t i o n s 29 ,380 5 2 , 9 0 0 2 3 , 5 2 0 80 .1
 S e c u r i t y  G u a r d s 76 ,660 100 ,160 2 3 , 5 0 0 30 .7
 Nurs ing  A ides ,  Orde r l i es ,  &  A t tendan ts 81 ,680 102 ,350 2 0 , 6 7 0 25 .3
 P e r s o n a l  &  H o m e  C a r e  A i d e s 63 ,410 8 4 , 0 2 0 2 0 , 6 1 0 32 .5
 Labo re rs  &  F re i gh t ,  S tock ,  &  Ma te r i a l  Move rs ,  Hand 1 4 1 , 0 7 0 161 ,670 2 0 , 6 0 0 14 .6

A n n u a l  E m p l o y m e n t C h a n g e
T e x a s  T o p  T w e n t y  O c c u p a t i o n s  A d d i n g  t h e  M o s t  J o b s  b y  2 0 1 0

O c c u p a t i o n a l  G r o u p

Workers, Including Fast Food and Waiters
and Waitresses due simply to the large
number of positions in these occupations,
over	375,000.		Since	these	are	high-turnover
occupations,	it	will	be	necessary	to	replace
over 17,000 positions annually.

Landscaping and Groundskeeping
Workers and Pest Controllers	will	 each
experience	a	growth	rate	of	over	24	percent,
adding	nearly	14,000	 jobs	as	a	 result	of
consumers’ demand for their services.  With
the rising public concern for security,
Security Guards, Police and Sheriff’s
Patrol Officers, Detectives and
Criminal Investigators ,  and
Private Detectives and
Investigators are	 projected	 to
increase by over 30 percent, an
addition	of	nearly	43,000	 jobs
between	2000	and	2010.

The	majority	of	the	new	jobs	in
Texas	over	the	next	ten	years	will
be found in occupations such as
Cashiers, General Office Clerks,
General and Operations
Managers, and Janitors and
Cleaners,	 which	 occur	 across
many industries.

With many areas of Texas facing
higher unemployment rates and
more competitive labor markets,
the need for careful career
planning becomes essential.  To
assist	in	identifying	potential	job
opportunities, occupational
employment	projections	are
prepared	by	 the	Labor	Market
Information	 Department	 for
Texas	 and	each	of	 its	 twenty-
eight Workforce Development
Areas	(WDAs).		It	is	important
to remember that employment
projections	are	just	one	variable
to	consider	when	planning	for
your career.

To	view	the	complete	list	of	2000-
2010 industrial and occupational
employment	projections,	go	 to
LMI’s w e b s i t e 	 a t
www.texasworkforce.org/lmi and
select	Future	Job	Growth.
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States Ranked by Per Capita Income, 1999

Texas State Data Center & Office of the State Demographer 
(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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States Ranked by Median Household Income, 1999
Texas State Data Center & Office of the State Demographer 

(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Source:  BusinessMap4

Most of the Texas counties with low average net worth are along the bor-
der, west of I-35, and in deep East Texas.
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Real Income Percent Change, 1989-1999
Texas State Data Center & Office of the State Demographer 

(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Texas Lubbock Co.

Although Lubbock County saw increases in Median Household, Median Family, 
and Per Capita Real Income between 1989 and 1999, these increases were 

significantly less than the Texas average. 

Median Household Income in 1999 in Texas by Race/Ethnicity of Householder
Texas State Data Center & Office of the State Demographer 

(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Household Income, 1999
Texas State Data Center & Office of the State Demographer 

(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Lubbock County has a higher percentage of households with incomes below 
$50,000 than the Texas average, and a lower percentage of households with 

incomes above $75,000.

Average Household Income in Texas, 2000-2040 (in 2000 Dollars)
Texas State Data Center & Office of the State Demographer 

(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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It is projected that between 2000 and 2040, average household income in 
Texas will decrease from $54,441 to $47,883 (in 2000 dollars).
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Persons in Family or 
Household

Contiguous	48	States	
and D.C.

Alaska Hawaii

1 $9,800 $12,250 $11,270
2 13,200 16,500 15,180
3 16,600 20,750 19.090
4 20,000 25,000 23,000
5 23,400 29,250 26,910
6 26,80 33,500 30,820
7 30,200 37,750 34,730
8 33,600 42,000 38,640

For each additional 
person, add

3,400 4,250 3910

2006 HHS Poverty Guidelines

Source:  Federal Register,	Vol.	71,	No.	15,	January	24,	2006,	pp.	3848-3849

Projected Percent of Households in Poverty by Family Type in Texas,
2000 and 2040

Texas State Data Center & Office of the State Demographer 
(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Between 1989 and 1999, Lubbock County’s individuals, families, children, and 
elderly living in poverty decreased (although not as quickly as the Texas rate).  

In 2000, 16.4% of Lubbock County adults and 21.6% of Lubbock County children 
lived in poverty

Poverty Rate Percent Change, 1989-1999
Texas State Data Center & Office of the State Demographer 

(http://txsdc.utsa.edu/download/pdf/presentations/2006_02_21_Lubbock.pdf)
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Inflation Rate

Lubbock County & U.S.
Market Lubbock, Inc./Lubbock Economic Development Alliance, Inc.
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US 2.5% 3.3% 1.7% 1.6% 2.7% 3.4% 1.6% 2.4% 1.9% 3.0% 4.0%
Lubbock County 2.6% 3.4% 1.0% -1.4% 2.2% 3.8% 0.5% 4.7% 2.8% 4.9% 5.3%

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005

In the last 4 years, and 5 of the past 6 years, Lubbock County’s inflation rate 
has exceeded the national rate.
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Inflation - Utilities
Lubbock Economic Development Alliance/Lubbock National Bank/City of Lubbock

-5.3%

4.3%

25.6%

-35.1%

4.5% 5.8% 7.5%

28.7%

-0.4%

-40.0%

-30.0%

-20.0%

-10.0%

0.0%

10.0%

20.0%

30.0%

40.0%

1997 1998 1999 2000 2001 2002 2003 2004 2005

Pe
rc

en
t C

ha
ng

e
Inflation - Housing

Lubbock Economic Development Alliance/Lubbock National Bank/City of Lubbock
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Inflation - Health Care
Lubbock Economic Development Alliance/Lubbock National Bank/City of Lubbock

4.9%

2.7%

5.8%

2.4%

15.8%

4.4%
5.3%

6.7%

1.1%

0.0%

2.0%

4.0%

6.0%

8.0%

10.0%

12.0%

14.0%

16.0%

18.0%

1997 1998 1999 2000 2001 2002 2003 2004 2005

Pe
rc

en
t C

ha
ng

e

Inflation - Transportation
Lubbock Economic Development Alliance/Lubbock National Bank/City of Lubbock
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Lubbock’s health care inflation has increased every year for the past 9 years.
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Inflation - Food at Home
Lubbock Economic Development Alliance/Lubbock National Bank/City of Lubbock
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Inflation - Food Away
Lubbock Economic Development Alliance/Lubbock National Bank/City of Lubbock
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Inflation - Clothing

Lubbock Economic Development Alliance/Lubbock National Bank/City of Lubbock
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Inflation - Education & Communication
Lubbock Economic Development Alliance/Lubbock National Bank/City of Lubbock
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Inflation - Recreation
Lubbock Economic Development Alliance/Lubbock National Bank/City of Lubbock
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Inflation - Other Goods & Services
Lubbock Economic Development Alliance/Lubbock National Bank/City of Lubbock
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1st Quarter 2006

Cost of Living Comparison of Texas Cities

ALL ITEMS INDEX GROCERY INDEX HOUSING INDEX
Harlingen 83.1 San	Marcos 78.9 Paris 66.4
Lubbock 84.9 Seguin 79.0 Harlingen 69.2
Seguin 84.9 Round	Rock 80.1 Texarkana 69.4
Texarkana 85.1 San	Antonio 80.2 Brownsville 71.8
Paris 85.5 Temple 81.0 Seguin 71.9
Conroe 86.6 Brownsville 82.4 Lubbock 72.1
Corpus Christi 87.3 Conroe 82.4 El Paso 72.4
Waco 87.4 Houston 83.1 Midland 73.1
Midland 87.6 Corpus	Christi 84.2 San	Angelo 73.6
Abilene 87.8 Harlingen 84.9 Conroe 73.8
San	Marcos 87.8 Lubbock 87.4 Houston 74.0
Amarillo 88.3 Amarillo 87.6 Lufkin 74.7
Odessa 88.5 Abilene 87.7 Abilene 75.1
Weatherford 88.8 Waco 87.7 Waco 75.5
Brownsville 88.9 San	Angelo 90.1 Sherman-Dennison 75.9
Longview 89.4 Beaumont 90.4 Round	Rock 76.4
Arlington 90.1 Paris 90.5 Odessa 76.6
Houston 90.2 Weatherford 90.5 Corpus Christi 76.8
San	Angelo 90.5 Arlington 91.0 San	Marcos 77.3
El Paso 90.7 Odessa 91.5 Weatherford 77.9
Temple 90.7 Austin 91.9 Dallas 78.4
Fort	Worth 91.1 Midland 92.4 Fort	Worth 78.9
Round Rock 91.4 Lufkin 93.1 Arlington 79.1
Sherman-Dennison 92.7 Tyler 93.2 Longview 79.3
San	Antonio 93.0 Sherman-Dennison 94.4 Temple 80.3
Austin 94.1 Texarkana 94.9 Amarillo 81.5
Lufkin 94.2 Longview 95.1 Tyler 82.3
Tyler 94.5 Fort	Worth 95.9 San	Antonio 85.6
Beaumont 95.3 Dallas 105.8 Austin 85.7
Dallas 95.8 El Paso 106.5 Beaumont 87.3

	 The	ACCRA	Cost	of	Living	Index	is	compiled	and	published	quarterly	by	ACCRA	-	The	
Council	for	Community	and	Economic	Research.		The	ACCRA	Cost	of	Living	Index	measures	
regional differences in the cost of consumer goods and services, excluding taxes and non-con-
sumer	expenditures,	for	professional	and	managerial	households	in	the	top	income	quintile.		It	
is	based	on	more	than	50,000	prices	covering	almost	60	different	items	for	which	prices	are	
collected quarterly by chambers of commerce, economic development organizations or univer-
sity	applied	economic	centers	in	each	participating	urban	area.		Small	differences	should	not	be	
interpreted	as	showing	a	measurable	difference.
 The composite index is based on six components - housing, utilities, grocery items, trans-
portation, health care and miscellaneous goods and services.
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1st Quarter 2006
Cost of Living Comparison of Texas Cities

UTILITIES INDEX TRANSPORTATION INDEX HEALTH CARE INDEX
Longview 80.4 Lubbock 89.9 Corpus Christi 86.4
Lubbock 83.1 Texarkana 91.2 Paris 86.7
Midland 83.7 San	Antonio 91.3 Abilene 87.9
San	Marcos 84.3 Harlingen 92.2 Temple 90.3
Odessa 84.5 Tyler 92.2 Weatherford 91.1
Texarkana 84.8 Sherman-Dennison 93.3 Midland 91.5
Arlington 88.2 Longview 93.5 Brownsville 92.1
Austin 88.7 Seguin 93.6 Waco 92.1
Abilene 89.1 Paris 93.7 San	Angelo 93.2
Corpus	Christi 90.5 Odessa 94.0 Seguin 93.5
Harlingen 93.0 Waco 94.3 Fort Worth 93.8
San	Antonio 93.2 Corpus	Christi 95.2 Beaumont 93.9
Conroe 93.3 Amarillo 95.6 Lufkin 94.4
Seguin 95.5 Round	Rock 96.9 Amarillo 94.7
Amarillo 95.8 Austin 97.2 Odessa 96.3
El	Paso 98.6 Conroe 97.3 Sherman-Dennison 97.1
Weatherford 98.9 Abilene 97.4 Harlingen 97.9
Paris 99.2 Weatherford 97.8 Austin 98.1
Fort	Worth 99.5 Houston 98.1 San	Marcos 98.5
Brownsville 100.0 Arlington 98.6 El	Paso 98.6
Waco 101.7 El Paso 99.7 Houston 98.8
Beaumont 102.8 San	Angelo 99.7 Conroe 99.1
Lufkin 103.7 Fort	Worth 100.1 San	Antonio 99.4
Round Rock 106.0 Temple 101.9 Dallas 99.7
Sherman-Dennison 106.7 Dallas 102.6 Lubbock 100.1
Temple 107.7 Midland 102.6 Tyler 100.7
Houston 112.3 San	Marcos 103.7 Texarkana 102.1
San	Angelo 116.3 Brownsville 105.1 Round	Rock 103.0
Tyler 118.9 Beaumont 108.0 Arlington 104.3
Dallas 119.1 Lufkin 112.4 Longview 114.1

Source:		ACCRA	Cost	of	Living	Index,	1st	Quarter	2006

National	Average	for	297	Urban	Areas	=	100

For the First Quarter of 2006, Lubbock had the 7th least expensive cost of 
living of the 297 urban areas measured, and the 2nd lowest in Texas.
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1 Summary

May 2006

U.S. Department of Housing and Urban Development
Office of Policy Development and Research

SUMMARY
Economic growth in the first quarter of 2006 was
significantly greater than the anemic growth
performance of the fourth quarter of 2005. The
labor situation in the first quarter saw continued
job growth and low unemployment. Mortgage
interest rates and housing affordability were
basically flat in the quarter. Housing market
performance was mixed, with production levels
setting new records but housing sales declining.
Single-family starts and completions both set new
records in the first quarter. Sales of new and
existing homes declined but were still at very high
levels. Some concern that inventories of homes
available for sale were too high resulted from the
inventory of new homes available for sale being at a
record high level and the inventory of existing
homes increasing 40 percent in the past year. The
homeownership rate declined to 68.5 percent in the
first quarter of 2006.

Housing Production
Housing production was very strong in the first
quarter of 2006. Totals for building permits, starts,
and completions each totaled more than 2.1 million
at a seasonally adjusted annual rate (SAAR). Total
permits were at the sixth highest level, total starts
were at the eighth highest level, and total completions
were at the third highest level. Single-family
production was even stronger, setting new quarterly
records for single-family starts and completions.
Single-family permits declined but were still at the
fourth highest level. Shipments of manufactured
homes declined in the first quarter, but this decline
may be the result of the temporarily high level of
shipments induced by hurricane-related demand for
emergency housing in the fourth quarter of 2005.

� In the first quarter of 2006, builders took out
permits for 2,163,000 (SAAR) new housing units,
2.3 percent above the fourth quarter of 2005 and

3.8 percent above the first quarter of 2005. This
quarterly level is the sixth highest in the 45-year
history of this data series. Single-family permits
were issued for 1,636,000 (SAAR) housing units
in the first quarter of 2006, down 3.3 percent
from the fourth quarter of 2005 but up 2.0
percent from the first quarter of 2005. Even with
the decline from the fourth quarter, this
quarterly value is the fourth highest reported for
single-family permits.

� Construction was started on 2,131,000 (SAAR)
new housing units in the first quarter of 2006, up
3.5 percent from the fourth quarter of 2005 and
up 2.3 percent from the first quarter of 2005.
This quarterly figure is the eighth highest
reported for this data series. Single-family starts
equaled 1,749,000 (SAAR) units in the first
quarter of 2006, up 1.9 percent from the fourth
quarter of 2005 and up 2.3 percent from the first
quarter of 2005, setting a new quarterly record.

U.S. Housing

arket ConditionsM
1st Quarter 2006
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price declined 1.4 percent from the fourth quarter 
of 2005 but increased 0.6 percent from the first 
quarter of 2005 to $290,100. The price of a 
constant-quality new home was estimated to be 
$262,600 in the first quarter of 2006, up 1.1 
percent from the fourth quarter of 2005 and up 
6.0 percent from the first quarter of 2005. 

■ Existing homes sold during the first quarter of 
2006 had a median price of $218,700, down 2.9 
percent from the fourth quarter of 2005 but up 
9.5 percent from the first quarter of 2005. The 
average price was $266,000, down 1.7 percent 
from the fourth quarter of 2005 but up 6.4 
percent from the first quarter of 2005. 

■ At the end of the first quarter of 2006, the 
inventory of new homes available for sale was 
555,000, up 8.8 percent from the fourth quarter 
of 2005 and up 24.4 percent from the first quarter 
of 2005. This inventory of new homes available 
for sale is the highest since this data series began 
in 1963 and would support 5.5 months of sales at 
the current sales pace, up 0.7 month from the 
end of the fourth quarter of 2005 and up 1.3 months 
from the end of the first quarter of 2005. The 
inventory of existing homes available for sale 
was 3,194,000 at the end of the first quarter of 
2006, up 12.2 percent from the fourth quarter of 
2005 and up 39.1 percent from the first quarter of 

completions. 

■ Manufacturers shipped 149,000 (SAAR) new 
manufactured homes in the first quarter of 2006, 
down 22.4 percent from the fourth quarter of 
2006 but up 8.8 percent from the fourth quarter 
of 2005. The large fourth quarter value was most 
likely due to hurricane-related orders for 
emergency housing. 

Housing Marketing 
Sales of both new and existing homes declined in 
the first quarter of 2006. Even with these declines, 
however, new homes sales were at the 10th highest 
quarterly value and existing home sales were at the 
7th highest level. Prices were somewhat mixed. 
Both new and existing home prices increased from 
the fourth quarter of 2005, but new home prices 
were unchanged from the first quarter of 2005 and 
existing home prices increased nearly 10 percent 
from the first quarter of 2005. Inventories were 
increasing as the inventory of new homes available 
for sale at the end of the first quarter of 2006 
increased 24 percent from a year earlier, setting a 
new record, and the inventory of existing homes 
available for sale increased nearly 40 percent from a 
year earlier. Builders, who were less optimistic in 

■ In the first quarter of 2006, construction was 
completed on 2,112,000 (SAAR) new homes, up 
9.2 percent from the fourth quarter of 2005 and 
up 13.1 percent from the first quarter of 2005. 
This level of quarterly completions is the third 
highest recorded and the highest since the first 
two quarters of 1973. Single-family completions 
were 1,760,000 in the first quarter of 2006, up 8.1 
percent from the fourth quarter of 2005 and up 
11.6 percent from the first quarter of 2005. This 
quarter marked a new record for single-family 

the first quarter, showed their concern across current 2005. This record-setting inventory would support 
sales expectations, future sales expectations, and 5.5 months of sales at the current sales pace, up 
prospective buyer traffic. 0.4 month from the fourth quarter of 2005 and 

up 1.5 months from the first quarter of 2005. 
■ During the first quarter of 2006, builders sold 

1,159,000 (SAAR) new single-family homes, ■ Homebuilders were less optimistic in the first 
down 9.7 percent from the fourth quarter of 2005 quarter of 2006 than they were in the fourth 
and down 7.3 percent from the first quarter of quarter of 2005, according to the National 
2005. Even with this decline, new home sales for Association of Home Builders/Wells Fargo 
the first quarter were at the 10th highest level in composite Housing Market Index. The index was 
the 43-year history of this data series. 56 in the first quarter, down 6 index points from 

the fourth quarter of 2005 and down 14 index 
■ REALTORS® sold 6,797,000 (SAAR) existing points from the first quarter of 2005. All three 

homes in the first quarter of 2006, down 2.1 components of the composite index declined— 

percent from both the fourth and first quarters of 
2005. Because both 2005 quarters were part of a 
record-setting year, the decline in 2006 was from 
a very high level and the first quarter value was 
still the seventh highest in the 38-year history of 
this data series. 

■ The median price for new homes sold in the first 
quarter of 2006 was $232,500, down 4.6 percent 
from the fourth quarter of 2005 but unchanged 
from the first quarter of 2005. The average sales 

3 Summary 
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current sales expectations were down 7 points, 
future sales expectations were down 4 points, 
and prospective buyer traffic was down 6 points. 

Affordability and Interest Rates 
In the first quarter of 2006, the interest rate for 30
year, fixedrate mortgages averaged 6.24 percent, up 
2 basis points from the fourth quarter of 2005 and 
up 48 basis points from the first quarter of 2005. 
The first quarter value of 6.24 percent is the 14th 
lowest ever reported by the Freddie Mac Primary 
Mortgage Market Survey since it began reporting 
this data in 1971. Housing affordability improved 
slightly from the past quarter but worsened 
significantly from the first quarter of 2005 according 
to the index published by the NATIONAL 
ASSOCIATION OF REALTORS®. The composite 
index indicates that in the first quarter of 2006 the 
family earning the median income ($58,634) had 
112.1 percent of the income needed to purchase the 
medianpriced ($217,900) existing home using 
standard lending guidelines. This value is up 2.5 
points from the fourth quarter of 2005 but down 
14.9 points from the first quarter of 2005. This slight 
improvement in the first quarter is attributable to a 
3.3percent decline in the median house price and 
an increase of 0.9 percent in median family income, 
more than offsetting the 20basispoint increase in 
the interest rate. The decline from the first quarter 
of 2005 was caused by a 10.3percent increase in the 
median house price and a 63basispoint increase in 
the mortgage interest rate, offsetting the 4.1percent 
increase in the median family income. This decline 
in affordability most likely contributed to the decline 
in homeownership. The national homeownership 
rate in the first quarter of 2006 was 68.5 percent, 
down 0.5 percentage point from the fourth quarter 
of 2005 and down 0.6 percentage point from the 
first quarter of 2005. 

Multifamily Housing 
The multifamily (5+ units) sector is improving. At 
the end of the first quarter of 2006, all production 
indicators were positive, absorption of new rental 
units was above recent record lows, and the annual 
vacancy rate had declined from recent record highs. 

■ In the first quarter of 2006, builders took out 
building permits for 435,000 (SAAR) new 
multifamily units, up 27.9 percent from the 
fourth quarter of 2005 and up 9.9 percent from 
the first quarter of 2005. 

■ Builders started construction on 349,000 (SAAR) 
new multifamily units in the first quarter of 
2006, up 13.3 percent from the fourth quarter of 
2005 and up 6.1 percent from the first quarter of 
2005. 

■ Builders completed 298,000 (SAAR) new 
multifamily units in the first quarter of 2006, up 
8.4 percent from the fourth quarter of 2005 and 
up 20.2 percent from the first quarter of 2005. 

■ The rental vacancy rate in the first quarter of 
2006 was 9.5 percent, down 0.1 percentage point 
from the fourth quarter of 2005 and down 0.6 
percentage point from the first quarter of 2005. 
The record high quarterly vacancy rate was 10.4 
percent set in the first quarter of 2004. 

■ Market absorption of new rental apartments was 
unchanged in the first quarter of 2006. Of new 
apartments completed in the fourth quarter of 
2005, 64 percent were leased or absorbed in the 
first 3 months following completion. Although 
absorption rate is historically low, it is 
considerably above the alltime low of 56 percent 
experienced in the fourth quarters of 2003, 2002, 
and 2001. 

Summary 4 
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Total Multiple Listing Service (MLS) House Listings by Year
Lubbock

http://recenter.tamu.edu/data/datahs.html

1,645

1,541

1,201

1,005

791 812
878 909 932 904 906

766
811

690

847

1,350

0

200

400

600

800

1,000

1,200

1,400

1,600

1,800

1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005

Year

N
um

be
r

Multiple Listing Service (MLS) Months of Housing Inventory
Lubbock

http://recenter.tamu.edu/data/datahs.html

12.2
11.6

8.4

6.6

4.5 4.4
5.1 5.1

5.4
4.7 4.6

3.9 4

3
3.5

5

0

2

4

6

8

10

12

14

1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005

Year

N
um

be
r

Data for 1994 were unavailable



103                      

Ec
on

om
ic

s
Multiple Listing Service (MLS) House Sales

Lubbock
http://recenter.tamu.edu/data/datahs.html
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Total Multiple Listing Service (MLS) House Listings
Lubbock

http://recenter.tamu.edu/data/datahs.html
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Healthy People 2010
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The McKinsey Quarterly Chart Focus Newsletter
September 2004 | Member Edition

Will health benefit costs eclipse profits?

Employee benefit costs represent a company's third-largest expense, and health insurance is the 
fastest-growing component. Unless something changes, it will overtake profits within five years.

The costs of premiums for employer-based 
health	care	plans	has	outpaced	wage	growth	
by	nearly	fivefold	since	2000.
According	to	the	McKinsey	Quarterly	News-
letter,	by	2008,	health	costs	will	exceed	profits	
at Fortune 500 companies.
The	uninsured	now	receive	health	care	costing	
about	$100	billion.
Total health spending accounted for 15% of 

•

•

•

•

Gross	Domestic	Product	(GDP)	in	the	United	
States	in	2003.		On	a	per	person	basis,	the	
U.S.	spends	greater	than	50%	more	than	the	
second most costly nation.
An estimated more than half a million middle 
class families per year turned to bankruptcy 
courts	for	help	after	illness	or	injury	in	[that	
year].		Unpaid	medical	bills	represented	a	
major	component	of	the	family’s	debt.

•

HEALTH CARE COSTS

By 2008, health costs will exceed profits at Fortune 500 companies.
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Americans can expect to die younger 
than citizens of 34 other nations.
In	2005,	U.S.	infant	mortality	rate	was	
higher than that of 41 other nations.
American adults receive recommended 
care	only	about	half	the	time,	with	
under-utilization more common than 

•

•

•

over-utilization.
The World Health Organization ranked 
the	U.S.	37th	in	the	world	on	health	sys-
tem performance.  One reason for this 
low	score	is	gaps	in	our	prevention	and	
care management systems.

•

Source:		Covenant	Health	System

WHAT ARE THE OUTCOMES?

Although the United States (U.S.) spends significantly more per person 
on health care spending, life expectancy of U.S. citizens is less than many 

countries that spend significantly less on health care.
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Partnerships are effective 
tools for improving 

health in communities. . 
. . Successful community 

partnerships use a 
systematic approach to 

health improvement.
-- Healthy People 2010

Healthy People 2010 Leading Health Indicators
Physical activity
Overweight and obesity
Tobacco use
Substance abuse
Responsible sexual behavior
Mental health
Injury and violence
Environmental quality
Immunization
Access to health care

•
•
•
•
•
•
•
•
•
•
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Source:  Healthy People 2010
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Access	to	Quality	Health	Services
Arthritis, Osteoporosis, and Chronic Back 
Conditions
Cancer
Chronic	Kidney	Disease
Diabetes
Disability	and	Secondary	Conditions
Educational and Community-Based Pro-
grams
Environmental Health
Family Planning
Food	Safety
Health Communication
Heart	Disease	and	Stroke
HIV

1.
2.

3.
4.
5.
6.
7.

8.
9.
10.
11.
12.
13.

Immunization	and	Infectious	Diseases
Injury	and	Violence	Prevention
Maternal,	Infant,	and	Child	Health
Medical	Product	Safety
Mental	Health	and	Mental	Disorders
Nutrition	and	Overweight
Occupational	Safety	and	Health
Oral Health
Physical Activity and Fitness
Public	Health	Infrastructure
Respiratory Diseases
Sexually	Transmitted	Diseases
Substance	Abuse
Tobacco	Use
Vision and Hearing

14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.

Healthy People 2010 Focus Areas

Source:  Healthy People 2010
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Source:  Healthy People 2010
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Costs of Conditions (in billions)

(from US Dept. of Health and Human Services' Healthy People 2010)
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PHYSICAL ACTIVITY
AND FITNESS

Overview

The 1990s brought a historic 
new	perspective	to	exercise,	fitness,	and	physi-
cal activity by shifting the focus from inten-
sive vigorous exercise to a broader range of 
health-enhancing physical activities. Research 
has demonstrated that virtually all individuals 
will	benefit	from	regular	physical	activity. The 
Surgeon	General’s	Report	on	Physical	Activity	
and Health concluded that moderate physical 
activity can reduce substantially the risk of de-
veloping or dying from heart disease, diabetes, 
colon cancer, and high blood pressure. Physical 
activity	also	may	protect	against	lower	back	pain	
and	some	forms	of	cancer	(for	example,	breast	
cancer),	but	the	evidence	is	not	yet	conclusive.

Issues and Trends

On average, physically active people outlive 
those	who	are	inactive.	Regular	physical	activity	
also helps to maintain the functional indepen-
dence of older adults and enhances the quality of 
life for people of all ages.

The role of physical activity in preventing 
coronary	heart	disease	(CHD)	is	of	particular	
importance, given that this disease is the lead-
ing	cause	of	death	and	disability	in	the	United	
States.	Physically	inactive	people	are	almost	
twice	as	likely	to	develop	CHD	as	persons	who	
engage in regular physical activity. The risk 
posed by physical inactivity is almost as high as 
several	well-known	risk	factors,	such	as	ciga-
rette smoking, high blood pressure, and high 
blood cholesterol. Physical inactivity, though, is 
more prevalent than any one of these other risk 
factors. People	with	other	risk	factors	for	CHD,	
such as obesity and high blood pressure, may 
particularly	benefit	from	physical	activity.

Regular physical activity is especially important 
for	people	who	have	joint	or	bone	problems	and	
has	been	shown	to	improve	muscle	function,	
cardiovascular function, and physical perfor-
mance.	However,	people	with	arthritis	(20	per-

cent	of	the	adult	population)	are	less	active	than	
those	without	arthritis.	People	with	osteoporosis,	
a chronic condition affecting more than 25 mil-
lion	people	in	the	United	States,	may	respond	
positively to regular physical activity, particu-
larly	weight-bearing	activities—such	as	walking	
and	especially	when	combined	with	appropriate	
drug	therapy	and	calcium	intake.	Increased	bone	
mineral density has been positively associated 
with	aerobic	fitness,	body	composition,	and	
muscular strength.

Although vigorous physical activity is recom-
mended	for	improved	cardiorespiratory	fitness,	
increasing evidence suggests that moderate 
physical	activity	also	can	have	significant	health	
benefits,	including	a	decreased	risk	of	CHD.	For	
people	who	are	inactive,	even	small	increases	in	
physical	activity	are	associated	with	measurable	
health	benefits.	In	addition,	moderate	physical	
activity is more readily adopted and maintained 
than vigorous physical activity. As research 
continues	to	illustrate	the	links	between	physi-
cal activity and selected health outcomes, people 
will	be	able	to	choose	physical	activity	patterns	
optimally suited to individual preferences, health 
risks,	and	physiologic	benefits.

For	individuals	who	do	not	engage	in	any	physi-
cal activity during their leisure time, taking the 
first	step	toward	developing	a	pattern	of	regular	
physical	activity	is	important.	Unfortunately,	
few	individuals	engage	in	regular	physical	activ-
ity	despite	its	documented	benefits.	Only	about	
11	percent	of	adults	in	the	United	States	report	
regular, vigorous physical activity that involves 
large muscle groups in dynamic movement for 
20	minutes	or	longer	3	or	more	days	per	week.	
About 23 percent of adults report physical activ-
ity	for	5	or	more	days	per	week	for	30	minutes	
or longer, but another 23 percent do not partici-
pate in any regular physical activity.

Public education efforts need to address the 
specific	barriers	that	inhibit	the	adoption	and	
maintenance of physical activity by different 
population groups. Older adults, for example, 
need	information	about	safe	walking	routes.	
Persons	with	foot	problems	need	to	learn	about	
proper	foot	care	and	footwear	in	order	to	reach	
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appropriate	activity	levels.	People	with	CHD	and	
other chronic conditions must understand the 
importance of regular physical activity to main-
tain function. Each person should recognize that 
starting	out	slowly	with	an	activity	that	is	enjoy-
able and gradually increasing the frequency and 
duration of the activity is central to the adoption 
and maintenance of physical activity behavior. 
Along	with	the	public	education	efforts,	public	
programs	in	a	variety	of	settings	(recreation	cen-
ters,	worksites,	health	care	settings,	and	schools)	
need to be developed, 
evaluated, and shared 
as potential models. 
The availability of 
group activities in the 
community is impor-
tant for many.

Disparities

Disparities in levels of 
physical activity ex-
ist among population 
groups. The percent-
age of the population 
reporting no leisure-
time physical activity is 
higher	among	women	
than men, among 
African Americans and 
Hispanics	than	whites,	
among older adults 
than	younger	adults,	and	among	the	less	affluent	
than	the	more	affluent.	Participation	in	all	types	
of physical activity declines strikingly as age or 
grade	in	school	increases.	In	general,	persons	
with	lower	levels	of	education	and	income	are	
least active in their leisure time. Adults in North 
Central	and	Western	States	tend	to	be	more	ac-
tive	than	those	in	the	Northeastern	and	Southern	
States.	People	with	disabilities	and	certain	health	
conditions are less likely to engage in moder-
ate or vigorous physical activity than are people 
without	disabilities.	Health	promotion	efforts	
need to identify barriers to physical activity 
faced by particular population groups and devel-
op interventions that address these barriers.

Data	demonstrate	that	major	decreases	in	vig-
orous physical activity occur during grades 9 
through 12. This decrease is more profound for 
girls	than	for	boys,	whether	the	measure	is	en-
gaging in vigorous physical activity in general or 
in team sports. The President’s Council on Physi-
cal	Fitness	and	Sports	concluded	that	because	
of	its	physical	health	and	emotional	benefits,	
physical activity has an increasingly important 
role in the lives of girls. Adolescents’ interest 
and participation in physical activity differ by 

gender. Therefore, 
strategies to increase 
the amount of physical 
activity for boys and 
girls must address these 
differences and must 
begin before the dispar-
ities in levels of physi-
cal activity manifest 
themselves. Compared 
to boys, girls are less 
likely to participate in 
team sports but more 
likely to participate 
in aerobics or dance. 
Often girls and boys 
perceive different 
benefits	from	physi-
cal	activity,	with	boys	
viewing	such	activity	
as competition and 
girls	as	weight	man-

agement. These factors must be considered in de-
veloping programs to address the needs of girls. 
Since	boys	are	more	likely	than	girls	to	have	
higher self-esteem and greater physical strength, 
programs addressing the needs of girls should 
provide instruction and experiences that increase 
their	confidence	and	their	opportunities	to	partic-
ipate	in	activities,	as	well	as	social	environments	
that support involvement in a range of physical 
activities.

Opportunities

The	Healthy	People	2010	objectives	offer	op-
portunities to ensure that physical activity and 
fitness	become	part	of	regular,	healthy	behavioral	
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patterns. Encour-
aging any type or 
amount of physical 
activity in leisure 
time can provide 
important health 
benefits,	compared	
to a sedentary life-
style.

Activities that 
promote strength 
and	flexibility	are	
important because 
they may protect 
against disability, 
enhance functional 
independence, and 
encourage regular 
physical activ-
ity participation. 
These	benefits	
are particularly 
important for older people—a good quality of 
life means being functionally independent and 
being able to perform the activities of daily 
living.

Young	people	are	at	particular	risk	for	becom-
ing	sedentary	as	they	grow	older.	Therefore,	
encouraging moderate and vigorous physical 
activity among youth is important. Because 
children spend most of their time in school, the 
type and amount of physical activity encour-

aged in schools are important components.

The	major	barriers	most	people	face	when	
trying to increase physical activity are time, 
access to convenient facilities, and safe envi-
ronments	in	which	to	be	active.	Counseling	by	
primary care providers about the need to par-
ticipate in physical activity also is an important 
way	to	change	behavior.	In	addition,	facilities	
need	to	be	accessible	to	people	with	disabili-
ties.

Participation in regular physical activity, United States, 1990–99 
 

 
 

* The definition of moderate physical activity was changed in 1997. 

Sources:  Centers for Disease Control and Prevention. Youth Risk Behavior Surveillance System. 1991–97.  
Centers for Disease Control and Prevention, National Center for Health Statistics. National Health Interview 
Survey. 1990–99. 
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In the past month, did you participate in any physical activities for at least 10 minutes at a time?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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NUTRITION AND 
OVERWEIGHT

Overview

Issues and Trends

Nutrition	is	essential	for	growth	and	develop-
ment,	health,	and	well-being.	Behaviors	to	
promote	health	should	start	early	in	life	with	
breastfeeding	and	continue	through	life	with	the	
development of healthful eating habits. Nutri-
tional, or dietary, factors contribute substan-
tially to the burden of preventable illnesses and 
premature	deaths	in	the	United	States.	Indeed,	
dietary	factors	are	associated	with	4	of	the	10	
leading causes of death: coronary heart disease 
(CHD),	some	types	of	cancer,	stroke,	and	type	2	
diabetes. These health conditions are estimated 
to	cost	society	over	$200	billion	each	year	in	
medical expenses and lost productivity. Dietary 
factors	also	are	associated	with	osteoporosis, 
which	affects	more	than	25	million	persons	
in	the	United	States	and	is	the	major	underly-
ing cause of bone fractures in postmenopausal 
women	and	elderly	persons.

Many	dietary	components	are	involved	in	the	
relationship	between	nutrition	and	health.	A	
primary concern is consuming too much satu-
rated	fat	and	too	few	vegetables,	fruits,	and	
grain products that are high in complex carbo-
hydrates,	dietary	fiber,	vitamins	and	minerals,	
and other substances conducive to health. The 
1995 Dietary Guidelines for Americans recom-
mend that, to stay healthy, persons aged 2 years 
and	older	should	eat	a	variety	of	foods;	main-
tain	or	improve	one’s	weight	by	balancing	food	
intake	with	physical	activity;	choose	a	diet	that	
is plentiful in grain products, vegetables, and 
fruits, moderate in salt, sodium, and sugars, and 
low	in	fat,	saturated	fat,	and	cholesterol;	and,	if	
consuming alcoholic beverages, do so in mod-
eration. The Food Guide Pyramid, introduced in 
1992, is an educational tool that conveys recom-
mendations about the number of servings from 
different food groups each day and other prin-
ciples of the Dietary Guidelines for Americans.

The Dietary Guidelines for Americans also 
emphasize the need for adequate consumption of 
iron-rich and calcium-rich foods. Although some 
progress has been made since the 1970s in re-
ducing	the	prevalence	of	iron	deficiency	among	
low-income	children,	much	more	is	needed	to	
improve the health of children of all ages and of 
women	who	are	pregnant	or	are	of	childbearing	
age.	Since	the	start	of	this	decade,	consumption	
of calcium-rich foods, such as milk products, has 
generally	decreased	and	is	especially	low	among	
teenaged	girls	and	young	women.	Because	
important sources of calcium also can include 
other	foods	with	calcium	occurring	naturally	or	
through	fortification	as	well	as	dietary	supple-
ments, the current emphasis is on tracking total 
calcium intake from all sources, demonstrated 
by	an	objective	in	this	focus	area.	In	addition,	
in recent years there has been a concerted effort 
to increase the folic acid intake of females of 
child-bearing	age	through	fortification	and	other	
means to reduce the risk of neural tube defects. 
(See	Focus	Area	16.	Maternal,	Infant,	and	Child	
Health.)
	 In	general,	however,	excesses	and	imbal-
ances of some food components in the diet have 
replaced	once	commonplace	nutrient	deficien-
cies.	Unfortunately,	there	has	been	an	alarming	
increase	in	the	number	of	overweight	and	obese	
persons.	Overweight	results	when	a	person	eats	
more	calories	from	food	(energy)	than	he	or	she	
expends, for example, through physical activity. 
This	balance	between	energy	intake	and	output	
is	influenced	by	metabolic	and	genetic	factors	
as	well	as	behaviors	affecting	dietary	intake	and	
physical	activity;	environmental,	cultural,	and	
socioeconomic components also play a role.
	 When	a	body	mass	index	(BMI)	cut-
point	of	25	is	used,	nearly	55	percent	of	the	U.S.	
adult	population	was	defined	as	overweight	or	
obese in 1988-94, compared to 46 percent in 
1976-80.	In	particular,	the proportion of adults 
defined	as	obese	by	a	BMI	30	or	greater	has	
increased from 14.5 percent to 22.5 percent. A 
similar	increase	in	overweight	and	obesity	also	
has been observed in children above age 6 years 
in both genders and in all population groups.
	 Many	diseases	are	associated	with	over-
weight	and	obesity.	Persons	who	are	overweight	
or obese are at increased risk for high blood 
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pressure, type 2 diabetes, coronary heart disease, 
stroke, gallbladder disease, osteoarthritis, sleep 
apnea, respiratory problems, and some types of 
cancer. The health outcomes related to these dis-
eases,	however,	often	can	be	improved	through	
weight	loss	or,	at	a	minimum,	no	further	weight	
gain.	Total	costs	(medical	costs	and	lost	produc-
tivity)	attributable	to	obesity	alone	amounted	to	
an	estimated	$99	billion	in	1995.

Disparities

Disparities in health status indicators and risk 
factors for diet-re-
lated disease are 
evident in many 
segments of the 
population based 
on gender, age, race 
and ethnicity, and 
income. For exam-
ple,	overweight	and	
obesity are observed 
in all population 
groups, but obe-
sity is particularly 
common among 
Hispanic, African 
American, Native 
American, and Pa-
cific	Islander	wom-
en. Furthermore, 
despite concerns 
about	the	increase	in	overweight	and	certain	ex-
cesses in American diets, segments of the popu-
lation also suffer from undernutrition, including 
persons	who	are	socially	isolated	and	poor.	Over	
the years, the recognition of the consequences of 
food	insecurity	(limited	access	to	safe,	nutritious	
food)	has	led	to	the	development	of	national	
measures and surveys to evaluate food insecurity 
and hunger and to the ability to assess disparities 
among different population groups. With food 
security and other measures of undernutrition, 
such	as	growth	retardation	and	iron	deficiency,	
disparities are evident based not only on income 
but also on race and ethnicity.

In	addition,	there	are	concerns	about	the	nu-

tritional status of persons in hospitals, nursing 
homes,	convalescent	centers,	and	institutions;	
persons	with	disabilities,	including	physically,	
mentally, and developmentally disabled persons 
in	community	settings;	children	in	child	care	
facilities;	persons	living	on	reservations;	persons	
in	correctional	facilities;	and	persons	who	are	
homeless. National data about these population 
groups are currently unavailable or limited. Data 
also	are	insufficient	to	target	the	fastest	growing	
segment of the population, the old and very old 
who	live	independently.

Opportunities

Establishing health-
ful dietary and 
physical activity 
behaviors needs to 
begin in childhood. 
Educating school-
aged children about 
nutrition is impor-
tant to help establish 
healthful eating 
habits early in life. 
Research suggests 
that	parents	who	
understand proper 
nutrition can help 
preschoolers choose 
healthful foods, 
but they have less 

influence	on	the	choices	of	school-aged	chil-
dren. Thus, the impact of nutrition education on 
health may be more effective if targeted directly 
at	school-aged	children.	Unfortunately,	a	survey	
done	in	1994	showed	that	only	69	percent	of	
States	and	80	percent	of	school	districts	required	
nutrition education for students in at least some 
grades from kindergarten through 12th grade.

A	well-designed	curriculum	that	effectively	ad-
dresses essential nutrition education topics can 
increase	students’	knowledge	about	nutrition,	
help shape appropriate attitudes, and help de-
velop the behavioral skills students need to plan, 
prepare, and select healthful meals and snacks. 
Curricula	that	encourage	specific,	healthful	

Overweight and obesity, United States, 1988–94 

 

 
* In those aged 6 to 19 years, overweight or obesity is defined as at or above the sex- and age-specific 

95th percentile of Body Mass Index (BMI) based on CDC Growth Charts: United States. 

** In adults, obesity is defined as a BMI of 30 kg/m2 or more; overweight is a BMI of 25 kg/m2 or more. 

Body mass index (BMI) is calculated as weight in kilograms (kg) divided by the square of height in 
meters (m2) (BMI = weight[kg]/height[m2]). To estimate BMI using pounds (lbs) and inches (in), divide 
weight in pounds by the square of height in inches. Then multiply the resulting number by 704.5 (BMI = 
weight[lbs]/height[in2] X 704.5). 

Source:  Centers for Disease Control and Prevention, National Center for Health Statistics. National 
Health and Nutrition Examination Survey. 1988–94. 
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eating	behaviors	and	provide	students	with	the	
skills needed to adopt and maintain those be-
haviors have led to favorable changes in student 
dietary behaviors and cardiovascular disease risk 
factors.	In	order	to	enhance	the	effectiveness	of	
these	lessons,	however,	nutrition	course	work	
should be part of the core curriculum for the 
professional preparation of teachers of all grades 
and should be emphasized in continuing educa-
tion activities for teachers.

Topics considered to be es-
sential at the elementary, 
middle	and	junior	high,	and	
senior high school levels 
include using the Food Guide 
Pyramid;	learning	the	ben-
efits	of	healthful	eating;	mak-
ing healthful food choices for 
meals	and	snacks;	preparing	
healthy	meals	and	snacks;	
using	food	labels;	eating	a	
variety	of	foods;	eating	more	
fruits,	vegetables,	and	grains;	
eating	foods	low	in	saturated	
fat	and	total	fat	more	often;	
eating more calcium-rich 
foods;	balancing	food	intake	
and	physical	activity;	accept-
ing	body	size	differences;	and	
following	food	safety	practices.	In	addition,	the	
following	topics	are	considered	to	be	essential	at	
the	middle/junior	and	senior	high	school	levels:	
the	Dietary	Guidelines	for	Americans;	eating	dis-
orders;	healthy	weight	maintenance;	influences	
on food choices such as families, culture, and 
media;	and	goals	for	dietary	improvement.

Nutrition education should be taught as part of a 
comprehensive school health education program, 
and essential nutrition education topics should 
be integrated into science and other curricula to 
reinforce principles and messages learned in the 
health units. Nutrition education is addressed 
within	a	school	health	education	objective.	(See	
Focus Area 7. Educational and Community-
Based	Programs.)	In	addition,	students	must	
have access to healthful food choices to further 
enhance the likelihood of adopting healthful 
dietary practices. For these reasons, monitoring 

students’ eating practices at school is important.

Although health promotion efforts should begin 
in childhood, they need to continue throughout 
adulthood.	In	particular,	public	education	about	
the long-term health consequences and risks as-
sociated	with	overweight	and	how	to	achieve	and	
maintain	a	healthy	weight	is	necessary.	While	
many	persons	attempt	to	lose	weight,	studies	
show	that	within	5	years	a	majority	of	them	re-
gain	the	weight.	To	maintain	weight	loss,	health-

ful dietary habits must be 
coupled	with	decreased	
sedentary behavior and 
increased physical activ-
ity and become permanent 
life-style changes.	(See	
Focus Area 22. Physical 
Activity	and	Fitness.)	Ad-
ditionally, changes in the 
physical and social envi-
ronment may help persons 
maintain the necessary 
long-term lifestyle changes 
for both diet and physical 
activity.

Policymakers and program 
planners at the national, 
State,	and	community	lev-

els can and should provide important leadership 
in fostering healthful diets and physical activ-
ity patterns among Americans. The family and 
others, such as health care practitioners, schools, 
worksites,	institutional	food	services	and	the	
media, can play a key role in this process. For 
example, registered dietitians and other quali-
fied	health	care	practitioners	can	improve	health	
outcomes through efforts focused on nutrition 
screening, assessment, and primary and second-
ary prevention.

Food-related businesses can also help consum-
ers achieve healthful diets by providing nutrition 
information for foods purchased in supermar-
kets, fast-food outlets, restaurants, and carryout 
operations. For example, the introduction of a 
new	food	label	in	1993	has	resulted	in	nutrition	
information on most processed packaged foods, 
along	with	credible	health	and	nutrient	content	
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claims and standardized serving sizes. While 
efforts	were	made	in	the	1990s	to	increase	the	
availability of nutrition information, reduced-fat 
foods, and other healthful food choices in super-
markets,	significant	challenges	remain	on	these	
fronts	for	away-from-home	foods	purchased	at	
food service outlets. The importance of address-
ing these challenges is suggested by recent data 
indicating that nearly 40 percent of a family’s 
food	budget	is	spent	on	away-from-home	food,	
including food from restaurants and fast-food 
outlets.	One	analysis	found	that	away-from-
home foods are generally higher in saturated fat, 
total	fat,	cholesterol,	and	sodium	and	lower	in	di-
etary	fiber,	iron,	and	calcium	than	at-home	foods.	
Away-from-home	sites	include	restaurants,	
fast-food outlets, school cafeterias, and vending 
machines. This study also suggested that persons 
either	eat	larger	amounts	when	they	eat	out,	eat	
higher calorie foods, or both.

Many	of	the	2010	objectives	that	address	nutri-
tion	and	overweight	in	the	United	States	measure	
in	some	way	the	Nation’s	progress	toward	imple-
menting the recommendations of the Dietary 
Guidelines for Americans. The recommendations 
for food and nutrient intake are not intended to 
be met every day but rather on average over a 
span of time. Although the 2010 dietary intake 
objectives	address	the	proportion	of	the	popula-
tion	that	consumes	a	specified	level	of	certain	
foods or nutrients, it is also important to track 
and report the average amount eaten by different 

population groups to help interpret progress on 
these	objectives.	Other	objectives	target	aspects	
of	undernutrition,	including	iron	deficiency,	
growth	retardation,	and	food	security.

In	summary,	several	actions	are	recognized	as	
fundamental	in	achieving	the	2010	objectives:

Improving	accessibility	of	nutrition	informa-
tion, nutrition education, nutrition counseling 
and related services, and healthful foods in a 
variety of settings and for all subpopulations.
Focusing on preventing chronic disease as-
sociated	with	diet	and	weight,	beginning	in	
youth.
Strengthening	the	link	between	nutrition	and	
physical activity in health promotion.
Maintaining	a	strong	national	program	for	
basic and applied nutrition research to pro-
vide a sound science base for dietary recom-
mendations and effective interventions.
Maintaining	a	strong	national	nutrition	moni-
toring program to provide accurate, reliable, 
timely, and comparable data to assess status 
and progress and to be responsive to unmet 
data needs and emerging issues.
Strengthening	State	and	community	data	
systems to be responsive to the data users at 
these levels.
Building and sustaining broad-based initia-
tives	and	commitment	to	these	objectives	
by public and private sector partners at the 
national,	State,	and	local	levels.

•

•

•

•

•

•

•

1992 1995

1998 2002

Less than 50% 50 to 55% More than 55% State did not participate in survey

*Body mass index of 25.0 kg/m2or greater

Source: Behavioral Risk Factor Surveillance System, CD-ROM (1984-1995, 1998) and Public Use Data Tape (2002), National Center for

Chronic Disease Prevention and Health Promotion, Centers for Disease Control and Prevention, 1997, 2000, 2003.

The Increasing Epidemic of Obesity
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The	Healthy	Lubbock	Initiative	seeks	to	help	
make the city of Lubbock a healthier community 
reducing	the	incidence	of	obesity	and	overweight	
people.  The vision is to:

educate and encourage individuals across the 
South	Plains	to	make	the	healthiest	behavioral	
choices for themselves and for their families 
in	a	positive	and	affirming	manner;
play a leadership role in developing, imple-
menting, and tracking various health initia-
tives;

•

•

continue	bringing	new	members	to	the	initia-
tive;
decrease duplication of services and effort 
through ongoing communication and coordi-
nation;
make	the	wisest	use	of	community	resources	
to help improve the health of Lubbock’s citi-
zens, both young and old.

For more information on the Healthy Lubbock 
Initiative:		www.ttuhsc.edu/ruralhealth/Healthy-
Lubbock/Intro.htm

•

•

•

Would you say your diet is high, medium, or low in fat?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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Overweight/Obese - Computed From Body Mass Index (BMI)
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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Body Mass Index = [weight (lbs)/height (in)2] * 703.  For more information on Body Mass Index, see http://www.cdc.
gov/nccdphp/dnpa/bmi/index.htm

In the 2005 Covenant Health System Community Health Needs 
Assessment, 56% of adults surveyed were overweight or obese, 

including 68% of the males surveyed.

Are you currently trying to lose weight?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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TOBACCO USE

Overview

 Scientific	knowledge	about	the	
health effects of tobacco use 
has increased greatly since the 

first	Surgeon	General’s	report	on	tobacco	was	
released in 1964. Cigarette smoking causes heart 
disease,	several	kinds	of	cancer	(lung,	larynx,	
esophagus,	pharynx,	mouth,	and	bladder),	and	
chronic lung disease. Cigarette smoking also 
contributes to cancer of the pancreas, kidney, and 
cervix.	Smoking	during	pregnancy	causes	spon-
taneous	abortions,	low	birth	weight,	and	sudden	
infant death syndrome.

Other forms of tobacco are not safe alternatives 
to smoking cigarettes.	Use	of	spit	tobacco	causes	
a number of serious oral health problems, includ-
ing cancer of the mouth and gum, periodontitis, 
and tooth loss. Cigar use causes cancer of the 
larynx,	mouth,	esophagus,	and	lung.	In	recent	
years,	reports	have	shown	an	increase	in	the	
popularity	of	bidis.	Bidis	are	small	brown	ciga-
rettes,	often	flavored,	consisting	of	tobacco	hand-
rolled	in	tendu	or	temburni	leaf	and	secured	with	
a	string	at	one	end.	Research	shows	that	bidis	are	
a	significant	health	hazard	to	users,	increasing	
the risk of coronary heart disease and cancer of 
the mouth, pharynx and larynx, lung, esophagus, 
stomach, and liver.

Issues and Trends

Tobacco use is responsible for more than 
430,000 deaths per year among adults in the 
United	States,	representing	more	than	5	million	
years	of	potential	life	lost.	If	current	tobacco	use	
patterns in this Nation persist, an estimated 5 
million	persons	under	age	18	years	will	die	pre-
maturely from a smoking-related disease. Direct 
medical costs related to smoking total at least 
$50	billion	per	year;	direct	medical	costs	related	
to smoking during pregnancy are approximately 
$1.4	billion	per	year.

Evidence	is	accumulating	that	shows	maternal	
tobacco	use	is	associated	with	mental	retardation	

and birth defects such as oral clefts. Exposure 
to secondhand smoke has serious health effects. 
Researchers	have	identified	more	than	4,000	
chemicals	in	tobacco	smoke;	of	these,	at	least	43	
cause cancer in humans and animals. Each year, 
because of exposure to secondhand smoke, an 
estimated 3,000 nonsmokers die of lung cancer, 
and 150,000 to 300,000 infants and children un-
der	age	18	months	experience	lower	respiratory	
tract infections. Asthma and other respiratory 
conditions	often	are	triggered	or	worsened	by	
tobacco	smoke.	(See	Focus	Area	8.	Environmen-
tal	Health;	Focus	Area	16.	Maternal,	Infant,	and	
Child	Health;	and	Focus	Area	24.	Respiratory	
Diseases.)

Studies	also	have	found	that	secondhand	smoke	
exposure causes heart disease among adults. 
Data	reported	from	a	study	of	the	U.S.	popula-
tion aged 4 years and older indicated that among 
nontobacco users, 88 percent had detectable 
levels of serum cotinine, a biological marker 
for exposure to secondhand smoke. Both home 
and	workplace	environments	contributed	to	the	
widespread	exposure	to	secondhand	smoke.	Data	
from a 1996 study indicated that 22 percent of 
U.S.	children	and	adolescents	under	aged	18	
years	(approximately	15	million	children	and	
adolescents)	were	exposed	to	secondhand	smoke	
in their homes.

Smoking	among	adults	declined	steadily	from	
the	mid-1960s	through	the	1980s.	However,	
smoking among adults appeared to have leveled 
off in the 1990s. The rate of smoking among 
adults	in	1997	was	25	percent.

Tobacco use and addiction usually begin in 
adolescence. Furthermore, tobacco use may 
increase	the	probability	that	an	adolescent	will	
use	other	drugs.	(See	Focus	Area	26.	Substance	
Abuse.)	Among	adults	in	the	United	States	who	
have ever smoked daily, 82 percent tried their 
first	cigarette	before	age	18	years,	and	53	percent	
became daily smokers before age 18 years. Pre-
venting tobacco use among youth has emerged 
as	a	major	focus	of	tobacco	control	efforts.

Tobacco use among adolescents increased in 
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the 1990s after decreasing in the 1970s and 
1980s.	Data	from	the	1999	Monitoring	the	
Future	Study	indicated	that	past-month	smok-
ing	among	8th,	10th,	and	12th	graders	was	18,	
26, and 35 percent, respectively. These rates 
represented increases of 20 to 33 percent since 
1991.	Data	from	the	Youth	Risk	Behavior	Survey	
revealed that past-month smoking among 9th 
to 12th graders rose from 28 percent in 1991 to 
36 percent in 1997. Past-month spit tobacco use 
among	9th	to	12th	graders	was	9	percent	in	1997	
(2	percent	among	females	and	16	percent	among	
males).	In	1997,	past-month	cigar	use	among	9th	
to	12th	graders	was	22	percent	(11	percent	of	
females	and	31	percent	of	males).

Youth	are	put	at	increased	risk	of	initiating	
tobacco use by sociodemographic, environmen-
tal,	and	personal	factors.	Sociodemographic	risk	
factors	include	coming	from	a	family	with	low	
socioeconomic status. Environmental risk factors 
range from accessibility and availability of to-
bacco products to cigarette advertising and pro-
motion, price of tobacco products, perceptions 
that tobacco use is normal, peers’ and siblings’ 
use and approval, and lack of parental involve-
ment.	Personal	risk	factors	include	a	lower	
self-image	and	lower	self-esteem	than	peers,	the	
belief	that	tobacco	use	provides	a	benefit,	and	the	
lack of ability to refuse offers to use tobacco.

Overwhelming	evidence	indicates	that	nicotine	
found in tobacco is addictive and that addiction 
occurs in most smokers during adolescence. 
Among	students	who	were	high	school	seniors	
during 1976-86, 44 percent of daily smokers be-
lieved	that	in	5	years	they	would	not	be	smoking.	
Followup	studies,	however,	indicated	that	5	to	6	
years later 73 percent of these persons remained 
daily	smokers.	In	1995,	68	percent	of	current	
smokers	wanted	to	quit	smoking	completely,	
and 46 percent of the current daily smokers had 
stopped smoking for at least 1 day during the 
preceding 12 months. Less than 3 percent of cur-
rent smokers stopped smoking permanently.

Disparities

Men	are	more	likely	to	smoke	than	women	(28	
percent	compared	to	22	percent).	Disparities	

in tobacco use exist 
among certain racial 
and ethnic popula-
tions.	American	In-
dians and Alaska Na-
tives	(34	percent)	are	
more likely to smoke 
than other racial and 
ethnic	groups,	with	
considerable varia-
tions in percentages 
by Tribe. Hispan-
ics	(20	percent)	and	
Asians	and	Pacific	
Islanders	(17	per-
cent)	are	less	likely	
to smoke than other 
groups. Regional and 
local	data,	however,	reveal	much	higher	smoking	
levels	among	specific	population	groups	of	His-
panics	and	Asians	and	Pacific	Islanders.	Smok-
ing	levels	among	Vietnamese	and	Korean	Asian	
Americans are higher than previously reported, 
according to a 1997 multilingual survey.

Studies	have	found	higher	levels	of	cigarette	use	
among gay men and lesbians than among het-
erosexuals.	Gay	men	and	lesbians	with	higher	
education levels are less likely to use cigarettes 
as	frequently	as	those	with	lower	levels	of	edu-
cation.

Persons	with	9	to	11	years	of	education	(35	per-
cent)	have	significantly	higher	levels	of	smoking	
than	individuals	with	8	years	or	less	of	education	
or	12	years	or	more.	Individuals	with	16	or	more	
years	of	education	have	the	lowest	smoking	rates	
(12	percent).	Individuals	below	the	poverty	level	
are	significantly	more	likely	to	smoke	than	indi-
viduals	at	or	above	the	poverty	level	(33	percent	
compared	to	25	percent).

Data reveal high levels of tobacco use among 
college	students.	In	1995,	29	percent	of	college	
students	smoked	in	the	previous	month	(28	per-
cent	of	females	and	30	percent	of	males).	Five	
percent of college students used spit tobacco in 
the	previous	month	(0.3	percent	of	females	and	
12	percent	of	males).
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Among	adolescents,	smoking	rates	differ	between	
whites	and	African	Americans.	By	the	late	1980s,	
smoking	rates	among	white	teens	were	more	than	
triple	those	of	African	American	teens.	In	recent	
years, smoking has started to increase among 
African American male teens, but African Ameri-
can	female	teens	continue	to	have	lower	smoking	
rates.	In	1997,	40	percent	of	white	high	school	
females	were	smokers,	compared	to	17	percent	of	
African American high school females.

Spit	tobacco	use	among	adolescents	also	differs	
significantly	by	students’	gender,	race,	and	eth-
nicity.	In	1997,	15.8	percent	of	male	high	school	
students currently used spit tobacco, compared to 
only 1.5 percent of female high school students. 
Current	spit	tobacco	use	was	12.2	percent	for	
non-Hispanic	whites,	2.2	percent	for	non-His-
panic African Americans, and 5.1 percent for 
Hispanics.

Opportunities

Efforts	to	reduce	tobacco	use	in	the	United	States	
have shifted from focusing primarily on smok-
ing cessation for individuals to more popula-
tion-based	interventions.	Such	interventions	
emphasize prevention of initiation, reduction of 
exposure to environmental tobacco smoke, and 
systems changes to promote smoking cessation. 
Federal,	State,	and	local	government	agencies	
and	numerous	health	organizations	have	joined	
together to develop and implement population-
based approaches.

Community research studies and evidence from 
California,	Florida,	Massachusetts,	and	Oregon	
have	shown	that	comprehensive	programs	can	be	
effective in reducing average cigarette consump-
tion	per	person.	Both	California	and	Massachu-
setts increased cigarette excise taxes and desig-
nated a portion of the revenues for comprehensive 
tobacco	control	programs.	Data	from	these	States	
indicate	that	(1)	increasing	excise	taxes	on	ciga-
rettes is one of the most cost-effective short-term 
strategies to reduce tobacco consumption among 
adults and to prevent initiation among youth, 
and	(2)	the	ability	to	sustain	lower	consumption	
increases	when	the	tax	increase	is	combined	with	
an	antismoking	campaign.	In	addition,	recent	

data from Florida indicate that past-month smok-
ing	decreased	significantly	among	public	middle	
school	students	(19	percent	to	15	percent)	and	
high	school	students	(27	percent	to	25	percent)	
from	1998	to	1999	following	implementation	of	
a comprehensive program to prevent and reduce 
tobacco	use	among	youth	in	the	State.

As education programs for school-aged youth are 
developed and proven effective in preventing ini-
tiation and in cessation, these programs should be 
included in quality health education curricula at 
the grade level. Education should aim to prevent 
initiation	among	youth,	provide	knowledge	about	
effective cessation methods, and increase under-
standing	of	the	health	effects	of	tobacco	use.	(See	
Focus Area 7. Educational and Community-Based 
Programs.)

The goals of comprehensive tobacco prevention 
and reduction efforts include preventing people 
from starting to use tobacco, helping people quit 
using tobacco, reducing exposure to secondhand 
smoke, and identifying and eliminating dispari-
ties in tobacco use among population groups. 
To address these goals, several components are 
being implemented: community programs, media 
interventions, policy and regulation, and surveil-
lance	and	evaluation.	Specifically,	the	following	
elements are used to build capacity to implement 
and support tobacco use prevention and control 
interventions: a focus on change in social norms 
and environments that support tobacco use, policy 
and regulatory strategies, community participa-
tion, establishment of public and private partner-
ships, strategic use of media, development of 
local	programs,	coordination	of	statewide	and	lo-
cal activities, linkage of school-based activities to 
community activities, and use of data collection 
and evaluation techniques to monitor program 
impact. 

The importance of these various strategic ele-
ments has been demonstrated in a number of 
States,	such	as	Arizona,	California,	Florida,	Mas-
sachusetts,	and	Oregon.	In	these	and	other	States,	
tobacco control programs are supported through 
funding from the Federal Government, private 
foundations,	State	tobacco	taxes,	State	lawsuit	
settlements, and other sources. These programs 
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Cigarette smoking, United States, 1990–99 
 

 
 
Sources:  Centers for Disease Control and Prevention. Youth Risk Behavior Surveillance System. 1991–99. 
Centers for Disease Control and Prevention, National Center for Health Statistics. National Health Interview 
Survey. 1990–98. 

address issues such as reducing exposure to 
secondhand smoke, restricting minors’ access 
to tobacco, treating nicotine addiction, limit-
ing the impact of tobacco advertising, increas-
ing the price of tobacco products, and directly 

regulating	the	product	(for	example,	requiring	
product	ingredient	reporting).	Tobacco	control	
programs and materials should be culturally 
and linguistically appropriate.
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During the past month, has anyone smoked in your house more than three
times per week?

Lubbock County
Covenant Health System Community Health Needs Assessment, 2005
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Do you currently smoke?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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During the last year have you stopped smoking for one day or longer because
you were trying to quit?

Lubbock County
Covenant Health System Community Health Needs Assessment, 2005
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Of the people who reported smok-
ing, only 41% had tried to stop in 

the past year.

What’s in a Cigarette?

Your body gets more than nicotine when you smoke.

There are more than 4,000 chemicals in cigarette smoke. Some of 
them are also in wood varnish, the insect poison DDT, arsenic, nail 

polish remover, and rat poison.

Source: U.S. Department of Health and Human Services
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SUBSTANCE 
ABUSE

Overview

Substance	abuse	and	
its related problems are 
among society’s most 

pervasive health and social concerns. Each 
year,	about	100,000	deaths	in	the	United	States	
are	related	to	alcohol	consumption.	Illicit	drug	
abuse	and	related	acquired	immunodeficiency	
syndrome	(AIDS)	deaths	account	for	at	least	
another 12,000 deaths. In	1995,	the	economic	
cost	of	alcohol	and	drug	abuse	was	$276	bil-
lion.	This	represents	more	than	$1,000	for	ev-
ery	man,	woman,	and	child	in	the	United	States	
to cover the costs of health care, motor vehicle 
crashes, crime, lost productivity, and other ad-
verse outcomes of alcohol and drug abuse.

Issues and Trends

A substantial proportion of the population 
drinks alcohol. Forty-four percent of adults 
aged	18	years	and	older	(more	than	82	million	
persons)	report	having	consumed	12	or	more	
alcoholic drinks in the past year. Among these 
current drinkers, 46 percent report having been 
intoxicated at least once in the past year—
nearly 4 percent report having been intoxi-
cated	weekly.	More	than	55	percent	of	current	
drinkers	report	having	consumed	five	or	more	
drinks on a single day at least once in the past 
year—more than 12 percent did so at least once 
a	week.	Nearly	20	percent	of	current	drinkers	
report having consumed an average of more 
than	two	drinks	per	day.	Nearly	10	percent	of	
current	drinkers	(about	8	million	persons)	meet	
diagnostic criteria for alcohol dependence. An 
additional	7	percent	(more	than	5.6	million	per-
sons)	meet	diagnostic	criteria	for	alcohol	abuse.

Alcohol use and alcohol-related problems 
also are common among adolescents. Age at 
onset of drinking strongly predicts develop-
ment of alcohol dependence over the course 
of	the	lifespan.	About	40	percent	of	those	who	
start drinking at age 14 years or under develop 

alcohol	dependence	at	some	point	in	their	lives;	
for	those	who	start	drinking	at	age	21	years	or	
older, about 10 percent develop alcohol depen-
dence	at	some	point	in	their	lives.	Persons	with	
a family history of alcoholism have a higher 
prevalence of lifetime dependence than those 
without	such	a	history.

Excessive drinking has consequences for virtu-
ally every part of the body. The	wide	range	of	
alcohol-induced	disorders	is	due	(among	other	
factors)	to	differences	in	the	amount,	duration,	
and	patterns	of	alcohol	consumption,	as	well	as	
differences in genetic vulnerability to particular 
alcohol-related consequences.

Light-to-moderate	drinking	can	have	beneficial	
effects on the heart, particularly among those 
at greatest risk for heart attacks, such as men 
over	age	45	years	and	women	after	menopause.	
Moderate	drinking	generally	refers	to	consum-
ing	one	or	two	drinks	per	day.	Moderate	drink-
ing,	however,	cannot	be	achieved	by	simply	
averaging the number of drinks. For example, 
consuming seven drinks on a single occasion 
will	not	have	the	same	effects	as	consuming	
one	drink	each	day	of	the	week.

Long-term heavy drinking increases risk for 
high blood pressure, heart rhythm irregularities 
(arrhythmias),	heart	muscle	disorders	(cardio-
myopathy),	and	stroke.	Long-term	heavy	drink-
ing also increases the risk of developing certain 
forms of cancer, especially of the esophagus, 
mouth, throat, and larynx. Heavy alcohol use 
also increases risk for cirrhosis and other liver 
disorders	and	worsens	the	outcome	for	patients	
with	hepatitis	C.	Drinking	also	may	increase	
the risk for developing cancer of the colon and 
rectum. Women’s risk of developing breast can-
cer	increases	slightly	if	they	drink	two	or	more	
drinks per day.

Alcohol	use	has	been	linked	with	a	substantial	
proportion	of	injuries	and	deaths	from	traffic	
crashes,	falls,	fires,	and	drownings.	It	also	is	a	
factor in homicide, suicide, marital violence, 
and	child	abuse	and	has	been	associated	with	
high-risk sexual behavior. Persons	who	drink	
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even relatively small amounts of alcoholic bever-
ages may contribute to alcohol related death and 
injury	in	occupational	incidents	or	if	they	drink	
before	operating	a	vehicle.	In	1996,	alcohol	
use	was	associated	with	41	percent	of	all	mo-
tor	vehicle	crash	fatalities,	a	significantly	lower	
percentage than in the 1980s.

Although there has been a long-term drop in 
overall use, many Americans still use illicit 
drugs.	In	1997,	there	were	13.9	million	current	
users of any illicit drug in the total household 
population aged 12 years and older, representing 
6.4	percent	of	the	total	population.	Marijuana	
is the most commonly used illicit drug, and 60 
percent	of	users	abuse	marijuana	only.	Thirty-six	
percent of persons aged 12 years and older have 
used an illegal drug in their lifetime. Of these, 
more	than	90	percent	used	marijuana	or	hash-
ish, and approximately 30 percent tried cocaine. 
Relatively rare in 1996, methamphetamine use 
began spreading in 1997.

Estimated rates of chronic drug use also are 
significant.	Of	the	estimated	4.4	million	chronic	
drug	users	in	the	United	States	in	1995,	3.6	mil-
lion	were	chronic	cocaine	users	(primarily	crack	
cocaine),	and	810,000	were	chronic	heroin	users.

Drug dependence is a chronic, relapsing dis-
order. Addicted persons frequently engage in 
self-destructive and criminal behavior. Research 
has	confirmed	that	treatment	can	help	end	depen-
dence on addictive drugs and reduce the conse-
quences of addictive drug use on society. While 
no single approach for substance abuse and 
addiction treatment exists, comprehensive and 
carefully	tailored	treatment	works.

Drug use among adolescents aged 12 to 17 
years	doubled	between	1992	and	1997,	from	5.3	
percent	to	11.4	percent.	Youth	marijuana	use	
has	been	associated	with	a	number	of	dangerous	
behaviors. Nearly 1 million youth aged 16 to 18 
years	(11	percent	of	the	total)	have	reported	driv-
ing	in	the	past	year	at	least	once	within	2	hours	
of	using	an	illegal	drug	(most	often	marijuana).	
Adolescents	aged	12	to	17	years	who	smoke	
marijuana	were	more	than	twice	as	likely	to	cut	
class, steal, attack persons, and destroy prop-
erty	than	those	who	did	not	smoke	marijuana.	
Drug and alcohol use by youth also is associated 
with	other	forms	of	unhealthy	and	unproductive	
behavior, including delinquency and high-risk 
sexual activity.

Illegal	use	of	drugs,	such	as	heroin,	marijuana,	
cocaine, and methamphetamine is associated 
with	other	serious	consequences,	including	
injury,	illness,	disability,	and	death	as	well	as	
crime,	domestic	violence,	and	lost	workplace	
productivity.	Drug	users	and	persons	with	whom	
they have sexual contact run high risks of con-
tracting gonorrhea, syphilis, hepatitis, tuberculo-
sis,	and	human	immunodeficiency	virus	(HIV).	
The	relationship	between	injection	drug	use	and	
HIV/AIDS	transmission	is	well-known.	Injection	
drug	use	also	is	associated	with	hepatitis	B	and	C	
infections. The use of cocaine, nitrates, and other 
substances can produce cardiac irregularities and 
heart failure, convulsions, and seizures. Cocaine 
use	temporarily	narrows	blood	vessels	in	the	
brain,	contributing	to	the	risk	of	strokes	(bleed-
ing	within	the	brain)	and	cognitive	and	memory	
deficits.	Long	term	consequences,	such	as	chron-
ic depression, sexual dysfunction, and psychosis, 
may result from drug use.

Substance	abuse,	including	tobacco	use	and	nic-
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otine	dependence,	is	associated	with	a	variety	
of other serious health and social problems. An 
analysis of the epidemiological evidence reveals 
that 72 conditions requiring hospitalization are 
wholly	or	partially	attributable	to	substance	
abuse.

Substance	abuse	contributes	to	cancers	that,	
until	recently,	were	thought	to	be	unrelated.	Ad-
vances in research techniques since the 1980s, 
including advanced brain imaging and the study 
of the effects of alcohol and drug abuse on indi-
vidual cells, have helped to document the altera-
tion of healthy systems by all forms of sub-
stance abuse, 
including 
marijuana	use.	
Researchers 
have	identified	
lasting brain 
and nervous 
system dam-
age from 
drugs, includ-
ing changes 
in nerve cell 
structure as-
sociated	with	
alcohol and 
drug depen-
dence. Other 
research has 
focused on the long term effects of alcohol and 
drug	abuse	on	the	immune	system	as	well	as	the	
effects of prenatal alcohol and drug exposure on 
the behavior and development of children.

Research	confirms	that	a	substantial	number	
of frequent users of cocaine, heroin, and illicit 
drugs	other	than	marijuana	have	co-occurring	
chronic	mental	health	disorders.	Some	of	these	
persons	can	be	identified	by	their	behavior	
problems at the time of their entry into elemen-
tary	school.	Such	youth	tend	to	use	substances	
at a young age and exhibit sensation seeking 
(or	“novelty	seeking”)	behaviors.	These	youth	
benefit	from	more	intensive	preventive	inter-
ventions, including family therapy and parent 
training programs.

The stigma attached to substance abuse in-
creases the severity of the problem. The hiding 
of substance abuse, for example, can prevent 
persons from seeking and continuing treatment 
and	from	having	a	productive	attitude	toward	
treatment. Compounding the problem is the gap 
between	the	number	of	available	treatment	slots	
and the number of persons seeking treatment for 
illicit drug use or problem alcohol use.

Disparities

Substance	abuse	affects	all	racial,	cultural,	
and economic 
groups. Alco-
hol is the most 
commonly used 
substance, re-
gardless of race 
or ethnicity, and 
there are far 
more persons 
who	smoke	
cigarettes than 
persons	who	
use illicit drugs. 
Usage	rates	for	
an array of sub-
stances reveal 
that, for adoles-
cents aged 12 

to 17 years:
Whites and Hispanics are more likely than 
African Americans to use alcohol.
Whites are more likely than African Ameri-
cans and Hispanics to use tobacco.
Whites are more likely than African Ameri-
cans and Hispanics to use illicit drugs.

Older	adolescents	and	adults	with	co-occurring	
substance abuse and mental health disorders 
need explicit and appropriate treatment for their 
disorders.	Those	who	suffer	from	co-occurring	
disorders,	however,	are	frequently	turned	away	
from treatment designed for one or the other 
problem	but	not	for	both.	(See	Focus	Area	18.	
Mental	Health	and	Mental	Disorders).

•

•

•

Use of alcohol and/or illicit drugs, United States, 1994–98 
 

 
 

Source:  Substance Abuse and Mental Health Services Administration, Office of the Assistant Secretary. 
National Household Survey on Drug Abuse. 1994–98. 
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The population aged 65 years and older faces 
risks for alcohol-related problems, although 
this	group	consumes	comparatively	low	
amounts of alcoholic beverages. Adverse al-
cohol-drug interaction can put older people in 
the hospital, since many take multiple medi-
cations.	In	addition,	many	cases	of	memory	
deficits	and	dementia	now	are	understood	to	
result from alcoholism.

Opportunities

The direct application of prevention and treat-
ment	research	knowledge	is	particularly	im-
portant in solving substance abuse problems. 
Developing adaptations of research-proven 
programs for diverse racial and ethnic popula-
tions,	field	testing	them	with	high-quality	pro-
cess and outcome evaluations, and providing 
them	where	they	are	most	needed	are	critical.	
Interventions	appropriate	to	the	population	to	
be served, including interventions to address 
gaps in substance abuse treatment capacity, 
must	be	identified	and	implemented	by	Fed-
eral,	Tribal,	regional,	State,	and	community-
based providers in a variety of settings.

Scientific	research	has	identified	many	oppor-
tunities to prevent alcohol-related problems. 
For example, studies indicate that school-
based programs focused on altering perceived 
peer-group norms about alcohol use and 
developing skills in resisting peer pressures to 
drink reduce alcohol use among participating 
students.	Communitywide	programs	involv-
ing school curricula, peer leadership, parental 
involvement and education, and community 
task forces also have reduced alcohol use 
among adolescents.

Raising the minimum legal drinking age to 
21	years	was	accompanied	by	reduced	alco-
hol	consumption,	traffic	crashes,	and	related	
fatalities among young persons under age 21 
years.	Reductions	in	alcohol-related	traffic	
crashes	are	associated	with	many	policy	and	
program measures—among them, administra-
tive revocation of licenses for drinking and 
driving	and	lower	legal	blood	alcohol	limits	

for youth and adults. Community programs 
involving multiple city departments and 
private citizens have reduced driving after 
drinking	and	traffic	deaths	and	injuries.	In	
addition, a combination of community mobi-
lization,	media	advocacy,	and	enhanced	law	
enforcement	has	been	shown	to	reduce	alco-
hol-related	traffic	crashes	and	sales	of	alcohol	
to minors.

Higher prices or taxes for alcoholic beverages 
are	associated	with	lower	alcohol	consump-
tion	and	lower	levels	of	a	wide	variety	of	ad-
verse outcomes—including the probability of 
frequent beer consumption by young persons, 
the	probability	of	adults	drinking	five	or	more	
drinks on a single occasion, death rates from 
cirrhosis and motor vehicle crashes, frequency 
of drinking and driving, and some categories 
of violent crime. One study suggests that, 
among adults, the effect of alcoholic beverage 
prices on frequency of heavy drinking varies 
with	knowledge	of	the	health	consequences	of	
heavy drinking: better informed heavy drink-
ers are more responsive to price changes.

In	college	settings,	brief	one-on-one	moti-
vational counseling has proved effective in 
reducing alcohol-related problems among 
high-risk drinkers. Research on the effect of 
the density of alcohol outlets on violence is 
inconclusive.

Many	opportunities	to	prevent	drug-related	
problems	have	been	identified.	Core strate-
gies for preventing drug abuse among youth 
include	raising	awareness,	educating	and	
training parents and others, strengthening 
families, providing alternative activities, 
building	skills	and	confidence,	mobilizing	and	
empowering	communities,	and	environmen-
tal approaches.	Studies	indicate	that	making	
youth	and	others	aware	of	the	health,	social,	
and	legal	consequences	associated	with	drug	
abuse has an impact on use. Parents also 
play a primary role in helping their children 
understand the dangers of substance abuse 
and in communicating their expectation that 
drug	and	alcohol	use	will	not	be	tolerated.	
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Research	suggests	that	improving	parent/child	
attachment and supervision and monitoring also 
protects youth from substance abuse. Alternative 
activities for youth teach social skills and pro-
vide an alternative to substance abuse. According 
to one study, programs that help young persons 
develop psychosocial and peer resistance skills 
are more successful than other programs in pre-
venting drug abuse. Findings suggest that having 
community partnerships in place for sustained 
periods	of	time	produces	significant	results	in	
decreasing alcohol and drug use in males. Lit-
erature	shows	that	having	“buy-in”	from	local	
participants greatly enhances the success of any 
endeavor.	Studies	also	show	that	changing	norms	
is extremely effective in reducing substance 
abuse and related problems.

For substance abuse prevention to be effective, 
people need access to culturally, linguistically, 
and	age-appropriate	services;	job	training	and	
employment;	parenting	training;	general	educa-
tion;	more	behavioral	research;	and	programs	for	

women,	dually	diagnosed	patients,	and	persons	
with	learning	disabilities. Particular attention 
must be given to young persons under age 18 
years	who	have	an	addicted	parent,	since	these	
youth are at increased risk for substance abuse. 
Because alcoholism and drug abuse continue to 
affect lesbians, gay men, and transgendered per-
sons	at	two	to	three	times	the	rate	of	the	general	
population, programs that address the special 
risks and needs of these population groups 
also are needed. Government, employers, the 
faith community, and other organizations in the 
private	and	nonprofit	sectors	must	increase	their	
level of cooperation and coordination to ensure 
that multiple service needs are met. 

The prevention and treatment of substance abuse 
require that all abused substances be addressed—
from	tobacco	and	alcohol	to	marijuana	and	other	
illicit drugs. Tobacco prevention and treatment 
are equally important parts of a comprehensive 
substance	abuse	prevention	program.	(See	Focus	
Area	27.	Tobacco	Use.)

Do you drink alcoholic beverages?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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How many times in the last month did you have 5 or more drinks?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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In the past month, have you driven after perhaps having too much to drink?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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SEXUALLY 
TRANSMITTED 
DISEASES (STDs)

Overview

Sexually	transmitted	dis-
eases	(STDs)	refer	to	the	
more than 25 infectious 

organisms transmitted primarily through sexual 
activity.	STDs	are	one	of	many	related	factors	
that affect the broad continuum of reproductive 
health agreed on in 1994 by 180 governments at 
the	International	Conference	on	Population	and	
Development	(ICPD).	At	ICPD,	all	governments	
were	challenged	to	strengthen	their	STD	pro-
grams.	STD	prevention	as	an	essential	primary	
care strategy is integral to improving reproduc-
tive health. 

Despite the burdens, costs, complications, and 
preventable	nature	of	STDs,	they	remain	a	
significant	public	health	problem,	largely	unrec-
ognized by the American public, policymakers, 
and public health and health care professionals. 
STDs	cause	many	harmful,	often	irreversible,	
and costly clinical complications, such as re-
productive health problems, fetal and perinatal 
health	problems,	and	cancer.	In	addition,	studies	
of	the	worldwide	human	immunodeficiency	vi-
rus	(HIV)	pandemic	link	other	STDs	to	a	causal	
chain of events in the sexual transmission of 
HIV	infection.

Issues

A	1997	Institute	of	Medicine	(IOM)	report	char-
acterized	STDs	as	“hidden	epidemics	of	tremen-
dous health and economic consequence in the 
United	States”	and	indicated	that	“STDs	repre-
sent	a	growing	threat	to	the	Nation’s	health	and	
that	national	action	is	urgently	needed.”	IOM’s	
principal	conclusion	was	that	the	United	States	
needs to establish a much more effective nation-
al	system	for	STD	prevention,	which	takes	into	
account	the	complex	interaction	between	biolog-
ical	and	social	factors	that	sustain	STD	transmis-
sion	in	populations;	focuses	on	preventing	the	
disproportionate	effect	that	STDs	have	on	some	
population	groups;	applies	proven,	cost-effective	

behavioral	and	biomedical	interventions;	and	
recognizes that education, mass communication 
media,	financing,	and	health	care	infrastructure	
policies must foster change in personal behav-
iors and in health care services.

Biological factors.	STDs	are	behavior-linked	
diseases	that	result	from	unprotected	sex.	Sev-
eral biological factors contribute to their rapid 
spread.

Asymptomatic nature of STDs.	The	majority	of	
STDs	either	do	not	produce	any	symptoms	or	
signs, or they produce symptoms so mild that 
they	often	are	disregarded,	resulting	in	a	low	
index	of	suspicion	by	infected	persons	who	
should, but often do not, seek medical care. For 
example,	as	many	as	85	percent	of	women	and	
up	to	50	percent	of	men	with	chlamydia	have	
no	symptoms.	A	person	infected	with	HIV	may	
be asymptomatic and may transmit the disease 
to another person. That person may, in turn, 
be	infected	for	years	but	remain	unaware	until	
symptoms manifest themselves.

Lag time between infection and complications. 
Often, a long interval—sometimes years—oc-
curs	between	acquiring	a	sexually	transmitted	
infection	and	recognizing	a	clinically	significant	
health problem. Examples are cervical cancer 
caused	by	human	papillomavirus	(HPV),	liver	
cancer caused by hepatitis B virus infection, 
and infertility and ectopic pregnancy resulting 
from unrecognized or undiagnosed chlamydia 
or gonorrhea. The original infection often is 
asymptomatic, and, as a result, people frequently 
do	not	perceive	a	connection	between	the	origi-
nal sexually acquired infection and the resulting 
health problem.

Gender and age. Women are at higher risk than 
men	for	most	STDs,	and	young	women	are	
more	susceptible	to	certain	STDs	than	are	older	
women. The higher risk is partly because the 
cervix	of	adolescent	females	is	covered	with	
cells	that	are	especially	susceptible	to	STDs,	
such as chlamydia.

Social and behavioral factors. The spread of 
STDs,	especially	in	certain	vulnerable	popu-
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lation groups, is 
directly affected by 
social and behavioral 
factors.	Social	and	
cultural factors may 
cause serious obsta-
cles	to	STD	preven-
tion by adversely 
influencing	social	
norms regarding sex 
and sexuality.

Poverty and mar-
ginalization.	STDs	
disproportionately 
affect disenfran-
chised persons and 
persons	who	are	in	
social	networks	in	

which	high-risk	sexual	behavior	is	common	and	
either access to care or health-seeking behavior 
is	compromised.	Some	disproportionately	af-
fected	groups	include	sex	workers	(people	who	
exchange	sex	for	money,	drugs,	or	other	goods),	
adolescents, persons in detention, and migrant 
workers.	Without	publicly	supported	STD	ser-
vices,	many	people	in	these	categories	would	
lack	access	to	STD	care.

Substance	abuse,	sex	work,	and	STDs	are	closely	
connected,	and	substance	abuse	and	sex	work	
frequently are causes for arrest and detention. 
Studies	show	that	comprehensive	screening	of	
incarcerated populations can be done successful-
ly	and	safely	within	the	criminal	justice	system.	
Discussed	below	are	several	connected	themes	
relevant to any discussion of poverty and mar-
ginalization issues.

Access to health care. Access to high-quality 
health care is essential for early detection, treat-
ment,	and	behavior-change	counseling	for	STDs.	
Often,	groups	with	the	highest	rates	of	STDs	
are	the	same	groups	in	which	access	to	health	
services is most limited. This limitation relates 
to	(1)	lacking	access	to	publicly	supported	STD	
clinics	(present	in	only	50	percent	of	U.S.	public	
health	jurisdictions),	(2)	having	no	health	care	
coverage,	(3)	having	coverage	that	imposes	a	
copayment	or	deductible,	or	(4)	having	coverage	

that excludes the basic preventive health services 
that	help	avert	STDs	or	their	complications.

Substance abuse.	Many	studies	document	the	
association of substance abuse, especially the 
abuse	of	alcohol	and	drugs,	with	STDs.	At	the	
population	level,	the	introduction	of	new	illicit	
substances into communities often can drasti-
cally alter sexual behavior in high-risk sexual 
networks,	leading	to	the	epidemic	spread	of	
STDs.	Behavioral	factors	that	can	increase	STD	
transmission in a community include increases 
in the exchange of sex for drugs, increases in the 
number of anonymous sex partners, decreases in 
motivation to use barrier protection, and decreas-
es in attempts to seek medical treatment. The na-
tionwide	syphilis	epidemic	of	the	late	1980s,	for	
example,	was	fueled	by	increased	crack	cocaine	
use. Other substances, including alcohol, may 
affect an individual’s cognitive and negotiating 
skills	before	and	during	sex,	lowering	the	likeli-
hood	that	protection	against	STD	transmission	
and	pregnancy	will	be	used.

Sexual coercion. Analysis of adolescent female 
sexual activity reveals the frequency of coercive 
behaviors and brings to light that not all young 
women	enter	sexual	relationships	as	willing	part-
ners.	In	fact,	sexual	coercion	is	a	major	problem	
for	significant	numbers	of	young	women	in	the	
United	States.	In	1995,	16.1	percent	of	females	
whose	first	sexual	intercourse	took	place	when	
they	were	aged	15	years	or	under	reported	that	
it	was	not	voluntary.	This aspect of adolescent 
sexual behavior demands increased national 
and	local	attention,	both	for	social	justice	and	
for health reasons.	Sexual	violence	against	
women	contributes	both	directly	and	indirectly	
to	STD	transmission.	Directly,	women	experi-
encing sexual violence are less able to protect 
themselves	from	STDs	or	pregnancy.	Indirectly,	
research	demonstrates	that	women	with	a	history	
of involuntary sexual intercourse are more likely 
to have voluntary intercourse at earlier ages—a 
known	risk	factor	for	STDs—than	women	who	
are not sexually abused.

Sexuality and secrecy. Perhaps the most impor-
tant social factor contributing to the spread of 
STDs	in	the	United	States	and	the	factor	that	
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most	significantly	separates	the	United	States	
from	those	industrialized	countries	with	low	
rates	of	STDs	is	the	stigma	associated	with	
STDs	and	Americans’	general	discomfort	with	
discussing intimate aspects of life, especially 
those related to sex.	Sex	and	sexuality	pervade	
many aspects of the Nation’s culture, and people 
in	the	United	States	are	fascinated	with	sexual	
matters.	Paradoxically,	while	sexuality	is	con-
sidered a normal aspect of human functioning, 
Americans nevertheless are secretive and private 
about their sexual behavior. Talking openly and 
comfortably	about	sex	and	sexuality	is	difficult	
even in the most intimate relationships. One 
survey	showed	that,	for	married	couples,	about	
one-fourth	of	women	and	one-fifth	of	men	had	
no	knowledge	of	their	partner’s	sexual	history.	In	
its	study,	IOM	stated,	“The	secrecy	surrounding	
sexuality impedes sexuality education programs 
for	adolescents,	open	discussion	between	parents	
and	their	children	and	between	sex	partners,	bal-
anced messages from mass media, education and 
counseling activities of health care professionals, 
and	community	activism	regarding	STDs.”
Changing sexual behaviors and sexual norms 
will	be	an	important	part	of	any	long-term	strat-
egy to develop a more effective national system 
of	STD	prevention	in	the	United	States.	A	new	
sexual openness needs to become the norm in 
America to ensure that all sexual relationships 
are consensual, nonexploitive, and honest and 
to protect against disease and unintended preg-
nancy.	This	openness	would	allow	(1)	parents	to	
talk	frankly	and	comfortably	with	their	children,	
and	teachers	and	counselors	with	their	students,	
about responsible behavior and avoiding risks 
(for	example,	abstaining	from	intercourse,	
delaying initiation of intercourse, reducing the 
number of sex partners, and increasing the use of 
effective	barrier	contraception);	(2)	sex	partners	
to	talk	openly	about	safe	behaviors;	and	(3)	
health care providers to talk comfortably and 
knowledgeably	with	patients	about	sexuality	and	
sexual risk, to counsel them about risk avoid-
ance,	and	to	screen	them	regularly	for	STDs	
when	indicated.

The entertainment industry, particularly televi-
sion, has noticed Americans’ interest in sexual 

themes. While Americans are bombarded by 
sexual messages and images, very little in-
formed,	high-quality	STD	prevention	advice	or	
discussion exists regarding contraception, sexu-
ality, or the risks of early, unprotected sexual 
behavior. Popular television programs depict 
as many as 25 instances of sexual behaviors for 
every 1 instance of protected behavior or discus-
sion	about	STDs	or	pregnancy	prevention.	Media	
companies can play an important part in reshap-
ing sexual behaviors and norms in America in 
the next decade.

Trends

STDs	are	common,	costly,	and	preventable.	
Worldwide,	an	estimated	333	million	curable	
STDs	occur	annually.	In	1995,	STDs	were	the	
most	common	reportable	diseases	in	the	United	
States.	They	accounted	for	87	percent	of	the	
top 10 infections most frequently reported to 
the Centers for Disease Control and Prevention 
(CDC)	from	State	health	departments.	Of	the	top	
10	infections,	5	were	STDs	(chlamydia,	gonor-
rhea,	AIDS,	syphilis,	and	hepatitis	B).	Each	year	
an	estimated	15	million	new	STD	infections	
occur	in	the	United	States,	and	nearly	4	million	
teenagers	are	infected	with	an	STD.	The direct 
and	indirect	costs	of	the	major	STDs	and	their	
complications, including sexually transmitted 
HIV	infection,	are	conservatively	estimated	at	
$17	billion	annually.

Despite	recent	progress	toward	controlling	some	
STDs,	when	compared	to	other	industrialized	
nations,	the	United	States	has	failed	to	go	far	
enough or fast enough in its national attempt to 
contain	acute	STDs	and	STD-related	complica-
tions.	STD	rates	in	this	Nation	exceed	those	in	
all	other	countries	of	the	industrialized	world	
(including	the	countries	of	western	and	north-
ern	Europe,	Canada,	Japan,	and	Australia).	
Through a sustained, collaborative, multifaceted 
approach,	other	countries	have	reduced	signifi-
cantly	the	burden	of	STDs	on	their	citizens,	an	
accomplishment	the	United	States	also	should	
strive to achieve.

Disparities
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All racial, cultural, economic, and religious 
groups	are	affected	by	STDs.	People	in	all	
communities	and	sexual	networks	are	at	risk	for	
STDs.	Nevertheless,	some	population	groups	
are	disproportionately	affected	by	STDs	and	
their complications. 

Gender disparities. Women suffer more fre-
quent	and	more	serious	STD	complications	than	
men.	Among	the	most	serious	STD	complica-
tions	are	pelvic	inflammatory	disease,	ectopic	
pregnancy, infertility, and chronic pelvic pain. 
Women are biologically more susceptible to in-
fection	when	exposed	to	a	sexually	transmitted	
agent.	Often,	STDs	are	transmitted	more	easily	
from	a	man	to	a	woman.	Acute	STDs	(and	even	
some	complications)	often	are	very	mild	or	are	
completely	asymptomatic	in	women.	STDs	are	
more	difficult	to	diagnose	in	women	due	to	the	
physiology and anatomy of the female repro-
ductive tract. This combination of increased 
susceptibility	and	“silent”	infection	frequently	
can	result	in	women	being	unaware	of	an	STD,	
which	results	in	delayed	diagnosis	and	treat-
ment.

STDs	in	pregnant	women	can	cause	serious	
health	problems	or	death	to	the	fetus	or	new-
born.	Sexually	transmitted	organisms	in	the	
mother can cross the placenta to the fetus or 
newborn,	resulting	in	congenital	infection,	or	
these	organisms	can	reach	the	newborn	during	
delivery, resulting in perinatal infections. Re-
gardless of the route of infection, these organ-
isms can permanently damage the brain, spinal 
cord, eyes, auditory nerves, or immune system. 
Even	when	the	organisms	do	not	reach	the	
fetus	or	newborn	directly,	they	can	significantly	
complicate the pregnancy by causing spontane-
ous abortion, stillbirth, premature rupture of 
the membranes, or preterm delivery. For ex-
ample,	women	with	bacterial	vaginosis	are	40	
percent	more	likely	to	deliver	a	preterm,	low	
birth	weight	infant	than	are	mothers	without	this	
condition.

Age disparities. For a variety of behavioral, 
social,	and	biological	reasons,	STDs	also	dis-
proportionately affect adolescents and young 

adults.	In	1997,	females	aged	15	to	19	years	
had the highest reported rates of both chlamydia 
and	gonorrhea	among	women;	males	aged	20	to	
24 years had the highest reported rates of both 
chlamydia and gonorrhea among men. The her-
pes	infection	rate	of	white	youth	aged	12	to	19	
years	increased	nearly	fivefold	from	the	period	
1976-80	to	the	period	1988-94.	Indeed,	because	
not all teenagers are sexually active, the actual 
rate	of	STDs	in	teens	is	probably	higher	than	
the observed rates suggest. There are several 
contributing factors:

Sexually	active	teenagers	are	at	risk	for	
STDs.	In	1995,	50	percent	of	females	aged	
15	to	19	years	interviewed	for	the	National	
Survey	of	Family	Growth	indicated	that	
they	had	had	sexual	intercourse.	In	the	same	
year, 54 percent of adolescent males in high 
school reported having had sexual inter-
course,	including	49	percent	of	white	males,	
62 percent of Hispanic males, and 81 per-
cent of African American males.
Teenagers are increasingly likely to have 
more sex partners at earlier ages. Com-
pounding this factor is the fact that these 
partners	are	active	in	sexual	networks	
already	highly	infected	with	untreated	
STDs.	In	1971,	39	percent	of	sexually	active	
adolescent females aged 15 to 19 years had 
more	than	one	sex	partner;	in	1988	the	per-
centage had increased to 62 percent.
Sexually	active	teenagers	often	are	reluctant	
to	obtain	STD	services,	or	they	may	face	se-
rious	obstacles	when	trying	to	obtain	them.	
In	addition,	health	care	providers	often	are	
uncomfortable discussing sexuality and risk 
reduction	with	their	patients,	thus	missing	
opportunities to counsel and screen young 
people	for	STDs.

Racial and ethnic disparities. Certain racial and 
ethnic	groups	(mainly	African	American	and	
Hispanic	populations)	have	high	rates	of	STDs,	
compared	with	rates	for	whites.	Race	and	eth-
nicity	in	the	United	States	are	risk	markers	that	
correlate	with	other	fundamental	determinants	
of health status, such as poverty, limited or no 
access	to	quality	health	care,	fewer	attempts	to	
get medical treatment, illicit drug use, and liv-
ing	in	communities	with	a	high	number	of	cases	

•

•

•
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of	STDs.	National	surveillance	data	may	over-
represent	STDs	in	racial	and	ethnic	groups	that	
are	more	likely	to	receive	STD	services	from	
public-sector	STD	clinics	where	timely	and	com-
plete	illness	reporting	is	generally	the	rule.	How-
ever, studies using random sampling techniques 
document	higher	rates	of	STDs	in	marginalized	
populations, particularly African Americans as 
compared	with	whites.	Surveillance	data	from	
1997	show:

Although	chlamydia	is	a	widely	distributed	
STD	in	population	groups,	it	occurs	more	
frequently in certain racial and ethnic groups.
African	Americans	(non-Hispanic	blacks)	
accounted for about 77 percent of the total 
number of reported cases of gonorrhea—31 
times	the	rate	in	whites	(non-Hispanic	
whites).	African	American	rates	were	on	
average about 24 times higher than those of 
white	adolescents	aged	15	to	19	years;	the	
rate for African Americans aged 20 to 24 
years	was	almost	28	times	greater	than	that	in	
whites.	Gonorrhea	rates	in	Hispanic	persons	
were	nearly	three	times	the	rate	in	whites.
The most recent syphilis epidemic occurred 
largely in heterosexual minority populations. 
Since	1990,	rates	of	primary	and	secondary	
(P&S)	syphilis	have	declined	in	all	racial	
and	ethnic	groups	except	American	Indians	
or	Alaska	Natives.	However,	rates	for	Afri-
can Americans and Hispanics continue to be 
higher	than	those	for	whites.	In	1997,	African	
Americans accounted for about 82 percent of 
all	reported	cases	of	P&S	syphilis.
In	1997,	the	rate	of	congenital	syphilis	was	
113.5 per 100,000 live births in African 
Americans and 34.6 per 100,000 live births 
in	Hispanics,	compared	with	3.3	per	100,000	
live	births	in	whites.	

Finally,	young	heterosexual	women,	especially	
minority	women,	are	increasingly	acquiring	HIV	
infection	and	developing	AIDS.	In	1998,	41	
percent	of	reported	AIDS	cases	in	persons	aged	
13	to	24	years	occurred	in	young	women,	and	
more	than	four	of	every	five	AIDS	cases	reported	
in	women	occurred	in	minority	women	(mostly	
African	American	or	Hispanic).	The	U.S.	spread	
of	HIV	infection	through	heterosexual	transmis-

•

•

•

•

sion	closely	parallels	other	STD	epidemics.

Compelling	worldwide	evidence	indicates	that	
the	presence	of	other	STDs	increases	the	likeli-
hood	of	both	transmitting	and	acquiring	HIV	
infection. Prospective epidemiological studies 
from four continents, including North America, 
have	repeatedly	demonstrated	that	when	other	
STDs	are	present,	HIV	transmission	is	at	least	
two	to	five	times	higher	than	when	other	STDs	
are not present. Biological studies demonstrate 
that	when	other	STDs	are	present,	an	individual’s	
susceptibility	to	HIV	infection	is	increased,	and	
the	likelihood	of	a	dually	infected	person	(having	
HIV	infection	and	another	STD)	infecting	other	
people	with	HIV	is	increased.	Conversely,	effec-
tive	STD	treatment	can	slow	the	spread	of	HIV	
at the individual and community levels.

Opportunities

Prevention opportunities arise from an under-
standing	of	STD	transmission	dynamics.	The rate 
of	STD	infection	in	a	population	is	determined	
by the interaction of three principal factors:

The	rate	at	which	uninfected	individuals	have	
sex	with	infected	persons	(rate	of	sex	partner	
exchange	or	exposure).
The probability that a susceptible exposed 
person	actually	will	acquire	the	infection	
(transmission).
The	time	period	during	which	an	infected	
person remains infectious and able to spread 
disease	to	others	(duration).

Effective	STD	prevention	requires	effective	
population-level and individual-level interven-
tions that can alter the natural course of these 
factors.	IOM	advised	in	its	report,	“Use	of	avail-
able information and interventions could have a 
rapid and dramatic impact on the incidence and 
prevalence	of	STDs	in	the	United	States.	Many	
effective	and	efficient	behavioral	and	biomedical	
interventions	are	available.”

Behavioral interventions can be brought to bear 
on exposure, transmission, and duration factors. 
They help persons abstain from sexual inter-
course, delay initiation of intercourse, reduce 

•

•

•
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the number of sex partners, and increase the use 
of effective physical barriers, such as condoms, 
or emerging chemical barriers, such as microbi-
cides. Further attention must be given to helping 
parents	become	better	at	imparting	STD	infor-
mation. Currently, a small percentage of adoles-
cents	receive	STD	prevention	information	from	
parents.	Schools	are	the	main	source	of	STD	
information for most teenagers, indicating that 
school-based	interventions	can	play	a	signifi-
cant	role	in	informing	young	people	about	STD	
exposure and transmission issues and in motivat-
ing them to modify their behaviors.	(See	Focus	
Area 7. Educational and Community-Based 
Programs.)	Both	school-based	health	information	
and school-based health service programs are 
potentially	beneficial	to	young	persons.
Mass	media	campaigns	have	been	effective	in	
bringing	about	significant	changes	in	awareness,	
attitude,	knowledge,	and	behaviors	for	other	
health problems, such as smoking. National 
communication efforts are needed to help over-
come	wide-spread	misinformation	and	lack	of	
awareness	about	STDs.

Biomedical interventions can affect aspects 
of transmission and duration factors. Vaccines 
minimize the probability of infection, disease, 
or	both,	after	exposure	(transmission).	While	
vaccines	for	some	STDs	are	in	various	stages	
of	development,	the	only	effective	and	widely	
available	STD	vaccine	is	for	hepatitis	B.	Unfor-
tunately, hepatitis B vaccine coverage remains 
minimal, especially in high-risk groups, mainly 
due	to	a	lack	of	awareness	on	the	part	of	health	
care	providers;	limited	opportunities	to	reach	
high-risk	youth	in	traditional	health	care	settings;	
and	limited	financial	support	for	wide-scale	
implementation of this effective intervention. 
(See	Focus	Area	14.	Immunization	and	Infec-
tious	Diseases.)

Correct and consistent condom use decreases 
STD	transmission.	While	condom	use	has	been	
on	the	rise	in	the	United	States	over	the	past	
few	decades,	women	who	use	the	most	effec-
tive	forms	of	contraception	(sterilization	and	
hormonal	contraception)	are	less	likely	to	use	
condoms	for	STD	prevention.	IOM	stated	in	its	
report, “Because no single method of preventing 

STDs	or	pregnancy	confers	the	maximum	level	
of protection against both conditions, use of dual 
protection—that is, a condom and another effec-
tive contraceptive for pregnancy—is especially 
important.	Not	clear,	however,	is	how	well	the	
public understands the need for dual protection 
against	STDs	and	pregnancy.”	Dual	methods	
could	prevent	unwanted	pregnancy	and	STDs.	
Yet	most	sexually	active	young	people	do	not	
employ this strategy.

Identifying	and	treating	partners	of	persons	with	
curable	STDs	to	break	the	chain	of	transmission	
in	a	sexual	network	always	have	been	integral	to	
organized control programs. Early antimicrobial 
prophylaxis of the exposed partner reduces the 
likelihood	of	transmission	and	thwarts	infec-
tion. With partner treatment, the initially infected 
person	benefits	from	a	reduced	risk	of	reinfection	
from an untreated partner, and the partner avoids 
acute infection and its potential complications. 
Future sex partners are protected by treating 
partners;	thus,	this	treatment	strategy	also	ben-
efits	the	community.

Active	partner	notification	and	partner	treatment	
generally have been the responsibility of person-
nel	in	public	STD	clinics.	New	approaches	for	
getting more partners treated are being assessed 
both	in	traditional	and	nontraditional	STD	treat-
ment settings. One approach actively involves 
initially infected patients in the process of refer-
ring their partners for evaluation and treatment. 
Another	approach	uses	new	techniques	to	assess	
sexual	networks	in	outbreak	situations	in	order	
to identify infected patients and their partners 
more	quickly.	Because	most	STD	care	in	the	
United	States	is	delivered	in	the	private	sec-
tor, private health care providers, managed-care 
organizations, and health departments need to 
work	together	to	overcome	barriers	to	rapid	and	
effective treatment of the nonplan sex partners of 
health plan members.

Screening	and	treatment	of	STDs	affect	both	
transmission and duration factors. For curable 
STDs,	screening	and	treatment	can	be	cost-effec-
tive, or even cost-saving, in altering the period 
during	which	infected	persons	can	infect	others.	
Screening	for	STDs	clearly	meets	the	criteria	for	
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Ever had Sexual Intercourse

• The percentage of students who had sexual
intercourse during their lifetime was 50.4
percent(see Figure 1).

• African American students (68.9%) were
significantly more likely than Hispanic students
(52.7%) and white students (43.7%) to have had
sexual intercourse.

• Students in grades 11 (57.2%) and 12 (67.6%)
were significantly more likely than students in
grades 9 (37.4%) to have had sexual intercourse.
Students in grade 12 were significantly more
likely than students in grade 10 (47.2%) to have
had sexual intercourse.

Initiation of Sexual Intercourse Before Age 13

• The percentage of students who had initiated
sexual intercourse before age 13 was 7.5 percent
(see Figure 2).

• Male students (10.7%) were significantly more
likely than female students (4.2%) to have
initiated sexual intercourse before 13 years of age.

• African American students (18.1%) were
significantly more likely than Hispanic students
(7.4%) and white students (4.8%) to have
initiated sexual intercourse before 13 years of age.

• No significant differences exist among students by
grade level.

Publication Number:  04-11373                                                                                                 August 2002,  Issue Number 4

Chronic Disease in Texas

A Report of the Bureau of Chronic Disease and Tobacco Prevention
Texas Department of Health

Sexual Behaviors Among Texas Youth
2001 Texas Youth Risk Behavior Survey

In the spring of 2001, the Texas Department of Health, in cooperation with the Centers for Disease Control and
Prevention, conducted a statewide school-based Youth Risk Behavior Survey (YRBS).  The 2001 survey represents the
first time that Texas has successfully completed a statistically representative YRBS survey for the state.

1

In 2001 over 50% of Texas high school students reported having had sexual 
intercourse.

Source: www.dshs.state.tx.us/chronic/pdf/NUMBER4.pdf
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Gonorrhea (Reported Cases)
Lubbock County residents/Texas	residents

Texas Department of State Health Services
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Chlamydia (Reported Cases)
Lubbock County residents/Texas	residents

Texas Department of State Health Services
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Source:  Texas Department of State 
Health Services

an	effective	preventive	intervention.	For	STDs	
that frequently are asymptomatic, screening and 
treatment	benefit	those	who	are	likely	to	suffer	
severe	complications	(especially	women)	if	infec-
tions are not detected and treated early. For ex-
ample, in a randomized controlled trial conducted 
in a large managed-care organization, chlamydia 
screening	reduced	new	cases	of	subsequent	pelvic	
inflammatory	disease	(PID)	in	a	screened	group	
by	56	percent.	Selective	screening	for	chlamydia	
in	the	Pacific	Northwest	reduced	the	burden	of	
disease in the screened population by 60 percent 
in 5 years.

When	combined	with	a	new	generation	of	sensi-
tive	and	rapid	diagnostic	tests,	some	of	which	can	
be	performed	on	a	urine	specimen,	STD	screening	
of	specific	high-risk	populations	in	nontraditional	
settings appears to be a promising control strategy 
that expands access to underserved groups. The 
success	of	screening	programs	will	depend	on	the	
availability	of	funds,	the	willingness	of	commu-
nities and institutions to support them, and the 
availability	of	well-trained	health	care	providers	
and	of	well-equipped	and	accessible	laboratories.
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 Covenant Community Outreach has convened community partners and stakeholders 
to	address	the	issues	of	teen	pregnancy	and	STD’s.		The	group	has	named	itself	Community	
Caring for At-Risk Teens, or CCART.  The goal of CCART is to reduce these problems through 
community	partnerships	and	increased	public	awareness.		For	more	information	on	this	initia-
tive, call 725-6919.

If you have a child, what is the earliest age you think he or she should begin
receiving sexual education?

Lubbock County
Covenant Health System Community Health Needs Assessment, 2005
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Overview

Beginning	in	1981,	a	new	infectious	disease,	
AIDS,	or	acquired	immunodeficiency	syndrome,	
was	identified	in	the	United	States.	Several	years	
later,	the	causative	agent	of	AIDS—human	im-
munodeficiency	virus	(HIV)—was	discovered.	
This	discovery	coincided	with	the	growing	rec-
ognition	of	AIDS	in	the	United	States	as	part	of	a	
global infectious disease pandemic.  

Currently,	HIV/AIDS	has	been	reported	in	virtu-
ally every racial and ethnic population, every age 
group, and every socioeconomic group in every 
State	and	most	large	cities	in	the	United	States.		
Initially	identified	among	men	who	have	sex	
with	men	on	the	East	and	West	Coasts,	the	AIDS	
epidemic is composed of diverse multiple sub-
epidemics that vary by region and community. 
By the end of 1998, more than 680,000 cases 
of	AIDS	had	been	reported,	and	nearly	410,800		
people	had	died	from	HIV	disease	or	AIDS.		

Issues  

Estimates	of	the	number	of	people	infected	with	
HIV	in	the	United	States	range	from	650,000	to	
900,000.	The	HIV/AIDS	subepidemics	not	only	
vary by region and community, but also may 
vary by population, risk behavior, and geogra-
phy. Disparities in the rate of infection among 
certain racial and ethnic groups, particularly 
African American and Hispanic populations, re-
main a challenge. Recently introduced therapies 
for	HIV/AIDS	have	reduced	illness,	disability,	
and	death	due	to	HIV/AIDS;	however,	access	to	
culturally and linguistically appropriate testing 
and care may limit progress in this area. 

In	the	United	States,	HIV/AIDS	remains	a	
significant	cause	of	illness,	disability,	and	death,	
despite declines in 1996 and 1997. Current sur-
veillance	provides	population-based	HIV/AIDS	
data for tracking trends in the epidemic, target-
ing and allocating resources for prevention and 
treatment services, and planning and conducting 
program	evaluation	activities.	Since	the	early	
1980s,	surveillance	studies	have	identified	four	

distinct populations 
and issues that have 
affected the epidemic 
in these populations:

Men	who	have	
sex	with	men,	
facilitated by 
frequent changes 
of sex partners in 
highly infected 
sexual	networks	
and by high-risk sexual practices.
Injection	drug	users,	facilitated	by	the	shared	
use of needles and syringes contaminated 
with	HIV-infected	blood.
Heterosexual	persons	(principally	in	certain	
racial	and	ethnic	populations),	facilitated	
by	(1)	a	high	rate	of	HIV	among	drug-us-
ing populations that resulted in heterosexual 
transmission	to	some	partners,	(2)	high	rates	
of	other	sexually	transmitted	diseases	(STDs)	
that can increase both susceptibility to trans-
missibility	of	HIV	infection,	(3)	high-risk	
sexual	practices	(mainly	unprotected	sex)	
associated	with	certain	addictive	substances,	
such	as	crack	cocaine,	and	(4)	sex	in	ex-
change for drugs.
Perinatal transmission among infants, caused 
by	undetected	or	untreated	HIV	infection	
in	pregnant	females	(although	the	number	
of perinatally infected infants has declined 
dramatically since the mid 1990s to a point 
where	elimination	of	perinatal	transmission	
in	the	United	States	may	be	possible).

The proportion of different populations affected 
by	HIV/AIDS	has	changed	over	time.	By	1998,	
83	percent	of	the	cumulative	AIDS	cases	had	
occurred in males, 16 percent in females, and 1 
percent in children. The response to the epidemic 
reflects	these	changes:

Comparing the 1980s to the 1990s, the 
proportion	of	AIDS	cases	in	white	men	who	
have	sex	with	men	declined,	whereas	the	pro-
portion in females and males in other racial 
and ethnic populations increased, particularly 
among	African	Americans	and	Hispanics	(see	
Disparities	section).	AIDS	cases	also	ap-
peared	to	be	increasing	among	injection	drug	
users and their sexual partners.

•

•

•

•

•
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Increases	among	women	have	occurred	over	
time.	By	the	mid	1980s,	a	majority	of	AIDS	
cases	had	been	reported	among	males,	with	
only 7 percent reported among females in 
1983.	Reported	AIDS	cases	in	females	have	
increased steadily since then and accounted 
for nearly 23 percent of the cases reported in 
1998.
Monitoring	and	tracking	of	the	current	
HIV/AIDS	epidemic	remains	a	challenge.	
Even	though	AIDS	may	occur	much	later	
than	infection	with	HIV,	only	AIDS	cases	are	
currently	reported	by	all	State	health	depart-
ments.	Because	tracking	HIV	is	more	ac-
curate for tracking the status of the epidemic 
and	because	States	are	making	progress	in	
reporting	HIV	infection,	it	is	anticipated	that	
key	baseline	data	about	HIV	will	be	available	
by the early 2000s.
Even	though	a	test	for	HIV	was	developed	
and	made	widely	available	in	the	early	to	
mid-1980s, the lack of available treatment 
until 1995, negative implications of treat-
ment	(including	concerns	about	lack	of	
confidentiality),	and	possible	discrimination	
and stigmatization resulted in barriers to the 
reporting	of	HIV	infection.

The	lifetime	costs	of	health	care	associated	with	
HIV,	in	light	of	recent	advances	in	diagnostics	
and	therapeutics,	have	grown	from	$55,000	to	
$155,000	or	more	per	person.	These	costs	mean	
that	HIV	prevention	efforts	may	be	even	more	
cost-effective and even cost-saving to society. 
Prevention efforts include availability of cultur-
ally	and	linguistically	appropriate	HIV	counsel-
ing and testing, partner counseling, and referral 
systems	for	individuals	at	high	risk	for	HIV	
infection;	needle	and	syringe	exchange	pro-
grams;	and	information,	education,	treatment	and	
counseling	for	injection	drug	users.

The	true	extent	of	the	epidemic	remains	difficult	
to assess for several reasons, including the fol-
lowing:

Because of the long period of time from ini-
tial	HIV	infection	to	AIDS	and	because	high-
ly	active	antiretroviral	therapy	(HAART)	has	
slowed	the	progression	to	AIDS,	new	cases	

•

•

•

•

of	AIDS	no	
longer pro-
vide accurate 
information 
about the 
current	HIV	
epidemic in 
the	United	
States.	
Because of 
a lack of 
awareness	of	
HIV	serosta-
tus	as	well	
as delays in 
accessing 
counseling, 
testing, and 
care services 
by	individuals	who	may	be	infected	or	are	
at risk of infection, some populations do not 
perceive themselves to be at risk. As a result, 
some	HIV-infected	persons	are	not	identified	
and provided care until late in the course of 
their infection.

Trends

HIV	infection	rates	appear	to	have	stabilized	
since	the	early	1990s	at	about	40,000	new	infec-
tions	per	year,	which	represents	a	slowing	from	
growth	rates	experienced	in	the	mid-1980s.	
About 750,000 to 900,000 persons are estimated 
to	be	infected	with	HIV,	with	over	200,000	to	
250,000	persons	who	are	not	aware	of	their	in-
fection. About 250,000 persons are estimated to 
be	in	treatment	with	new	antiretroviral	treatment	
therapies, and another 250,000 are not currently 
in treatment.

Significant	changes	in	the	epidemic	have	oc-
curred	over	time.	In	1992,	AIDS	became	a	
leading cause of death among persons aged 25 to 
44 years, but by 1997 had dropped to the eighth 
leading	cause	of	death	in	this	age	group.	In	1997,	
HIV/AIDS	remained	the	leading	cause	of	death	
only for African Americans among persons in 
this	age	group.	Between	1992	and	1997,	the	
number	of	persons	reported	living	with	AIDS	

•
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increased in all groups as a result of the 1993 
expanded	AIDS	case	definition	and,	more	recent-
ly,	improved	survival	rates	due	to	new	HAART	
treatment. 

Some	of	these	changes	are	reflected	in	the	fol-
lowing:

Women	accounted	for	just	under	14	percent	
of	persons	over	age	13	years	living	with	
AIDS	in	1992,	compared	with	20	percent	in	
1998.
By the end of 1998, the number of African 
Americans	living	with	AIDS,	which	in-
creased	from	33	percent	of	the	AIDS	popu-
lation	in	1992	to	40	percent	in	1998,	was	
almost	identical	to	the	number	of	whites	
living	with	AIDS.
Persons	living	in	the	South	accounted	for	34	
percent	of	AIDS	cases	in	1992	and	38.5	per-
cent in 1998. Persons living in the Northeast 
accounted for 28.3 percent in 1992 and 31.0 
percent in 1998. The proportion living in 
the West declined from 23.8 percent to 20.8 
percent.
By December 1998,  approximately 297,136 
persons	were	reported	to	be	living	with	
AIDS,	compared	with	269,775	in	1997.

In	late	1982,	cases	of	AIDS	attributed	to	blood	
transfusions	were	first	reported	in	the	United	
States.	The	publication,	dissemination,	and	
implementation	of	specific	guidelines	and	rec-
ommendations	to	prevent	HIV	infection	among	
health	care	workers	and	to	test	donated	blood	
for	HIV	have	resulted	in	a	reduction	in	transfu-
sion-related	AIDS	and	increases	in	safety	among	
health	workers.	

Another prevention success has been the 66 per-
cent decline in perinatal transmission from 1992 
to	1997.	With	the	finding	that	perinatal	HIV	
transmission rates could be reduced substantially 
with	zidovudine	therapy	during	pregnancy,	the	
U.S.	Public	Health	Service	issued	guidelines	
recommending	that	HIV	counseling	and	volun-
tary testing become a part of routine prenatal 
care	for	all	pregnant	women.	This	policy	ensures	
that	HIV-infected	pregnant	women	have	access	
to important health care for themselves and also 

•

•

•

•

have	the	opportunity	to	reduce	the	risk	of	HIV	
transmission	to	their	infants.	Subsequent	declines	
in	new	cases	of	AIDS	among	children	demon-
strate	that	these	strategies	are	showing	success	in	
reducing	mother-to-infant	HIV	transmission.

However,	initial	declines	in	deaths	from	AIDS	
after	the	availability	of	treatments	have	slowed.	
Deaths	from	AIDS	continued	to	decline	through-
out	1997	and	1998	(down	42	percent	and	20	
percent,	respectively,	compared	to	1996),	and	
the	number	of	persons	living	with	AIDS	(AIDS	
prevalence)	in	1997	and	1998	increased	by	12	
percent	and	10	percent,	respectively.	If	declines	
continue	in	newly	diagnosed	AIDS	cases	in	the	
coming years, an increasing number of persons 
will	be	living	with	HIV	infection.	As	HIV	sur-
veillance	extends	to	additional	States,	so	will	
the	ability	to	monitor	HIV	cases	and	to	direct	
prevention	and	treatment	services	to	people	with	
asymptomatic infection or mild illness.

Principal health determinants.	Behaviors	(sexual	
practices, substance abuse, and accessing pre-
natal	care)	and	biomedical	status	(having	other	
STDs)	are	major	determinants	of	HIV	transmis-
sion.	Unprotected	sexual	contact,	whether	ho-
mosexual	or	heterosexual,	with	a	person	infected	
with	HIV	and	sharing	drug-injection	equipment	
with	an	HIV-infected	individual	account	for	most	
HIV	transmission	in	the	United	States.	Increas-
ing	the	number	of	people	who	know	their	HIV	
serostatus is an important component of a na-
tional	program	to	slow	or	halt	the	transmission	
of	HIV	in	the	United	States.

For	persons	infected	with	HIV,	behavioral	de-
terminants also play an important role in health 
maintenance. Although drugs are available 
specifically	to	prevent	and	treat	a	number	of	op-
portunistic	infections,	HIV-infected	individuals	
also need to make lifestyle-related behavioral 
changes to avoid many of these infections. The 
new	HIV	antiretroviral	drug	therapies	for	HIV	
infection	bring	with	them	difficulties	in	adhering	
to complex, expensive, and demanding medica-
tion	schedules,	posing	a	significant	challenge	for	
many	persons	infected	with	HIV.

H
ea

lth



150

H
ealth

Because	HIV	infection	weakens	the	immune	sys-
tem,	people	with	tuberculosis	(TB)	infection	and	
HIV	infection	are	at	very	high	risk	of	developing	
active TB disease.

Interventions.	Interventions	for	combating	HIV	
are	behavioral	as	well	as	biomedical.	Recent	ad-
vances in antiretroviral therapy have been cred-
ited	with	dramatic	declines	in	deaths	associated	
with	HIV/AIDS.	However,	declines	in	overall	
AIDS	cases,	particularly	in	the	early	epicenters	
of	the	epidemic	such	as	San	Francisco	and	New	
York,	predate	the	advent	of	antiretroviral	thera-
pies and support the belief that behavior-based 
prevention	programs	are	effective.	In	San	Fran-
cisco,	for	example,	new	cases	of	AIDS	among	
men	who	have	sex	with	men	began	dropping	in	
1992, suggesting that sustained, comprehensive 
prevention activities begun in the 1980s succeed-
ed	in	reducing	HIV	transmission	in	this	group.

Behavioral	interventions	to	prevent	HIV	vary	de-
pending	on	the	audience	for	whom	the	program	
is	designed,	who	designed	it,	and	funds	avail-
able. Effective community-level prevention strat-
egies	in	the	United	States	have	included	social	
marketing interventions to increase condom use 
and messages about safer sex and needle-shar-
ing that rely on popular opinion leaders and role 
model stories. Effective small and large group 
interventions have aimed at increasing safer sex 
practices	for	high-risk	HIV-infected	men	and	
women	and	have	tended	to	employ	cognitive	
behavioral and skill-building methods.

Several	effective	individual	counseling	or	edu-
cation interventions have focused on increas-
ing condom use and other safer sex practices 
for	HIV-infected	persons.	For	example,	at	the	
individual	level,	client-centered	HIV	counseling	
and testing appear to be effective in preventing 
high-risk uninfected persons from becoming 
infected	and	in	helping	HIV-infected	persons	
prevent transmission to uninfected partners. 
Intervention	venues	vary	and	include	STD	clinic	
waiting	rooms,	drug	treatment	centers,	schools,	
community agencies, street settings, and commu-
nity	settings	where	HIV-infected	and	high-risk	
uninfected persons congregate.

While	HIV	testing	in	STD	clinics	is	an	important	
intervention, detection, and treatment of other 
STDs	are	also	an	important	biomedical	compo-
nent	of	an	HIV	prevention	program	that	should	
include both behavioral and biomedical interven-
tions.	STD	prevention	programs	must	address	
STD	concerns	and	their	cofactor	role	in	HIV	
transmission.	Early	STD	detection	and	treatment	
are	a	biomedical	tool	for	lowering	the	risk	for	
sexual	transmission	of	HIV	infection.	Behavioral	
interventions emphasize reducing the number 
of	sex	partners,	knowing	the	serostatus	of	one’s	
partner, using condoms consistently and correct-
ly, and avoiding risky sexual behaviors.

Disparities

In	the	United	States,	African	Americans	and	
Hispanics have been affected disproportionately 
by	HIV	and	AIDS,	compared	to	other	racial	and	
ethnic groups. Through December 1998, 688,200 
cases	of	AIDS	had	been	reported	among	persons	
of all ages and racial and ethnic groups, includ-
ing	304,094	cases	among	whites,	251,408	cases	
among African Americans, and 124,841 cases 
among Hispanics. Although 55 percent of the 
reported	AIDS	cases	occurred	among	African	
Americans	and	Hispanics,	these	two	population	
groups represent an estimated 13 percent and 12 
percent,	respectively,	of	the	total	U.S.	popula-
tion.

In	1997,	AIDS	remained	the	leading	cause	of	
death for all African Americans aged 25 to 44 
years—the second leading cause among African 
American females and the leading cause among 
African	American	males.	In	1996,	for	the	first	
time, African Americans accounted for a larger 
proportion	of	AIDS	cases	than	whites,	and	this	
trend	has	continued.	The	AIDS	case	rate	among	
African	Americans	in	calendar	year	1998	was	
66.4 per 100,000 persons, or eight times the rate 
for	whites	(8.2	per	100,000)	and	over	twice	the	
rate	for	Hispanics	(28.1	per	100,000).

Among	women	with	AIDS,	African	Americans	
and Hispanics have been especially affected, 
accounting for nearly 77 percent of cumulative 
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cases	reported	among	women	by	1998.	Of	the	
109,311	AIDS	cases	in	women	reported	through	
December 1998, 61,874 cases occurred in Af-
rican	American	women	and	21,937	occurred	in	
Hispanic	women.

For young adults aged 20 to 24 years, 24,437 
cumulative	AIDS	cases	were	reported	through	
December	1998.	Of	this	total,	10,107	(41	per-
cent)	occurred	among	African	Americans,	8,804	
(36	percent)	among	whites,	and	5,203	(21	per-
cent)	among	Hispanics.	Overall,	73	percent	of	
the	AIDS	cases	in	this	age	group	occurred	among	
males and 27 percent among females. Among 
African Americans in this age group, 63 percent 
were	male,	and	37	percent	were	female.	Among	
Hispanics,	74	percent	were	male,	and	26	percent	
were	female.	Because	the	time	from	initial	infec-
tion	with	HIV	to	the	development	of	AIDS	is	
long	and	variable	(often	8	to	10	years	or	more),	
many of these young adults likely acquired their 
infections	while	in	
their teens.

Among teenag-
ers aged 13 to 19 
years, 3,423 cumu-
lative	AIDS	cases	
had been reported 
through Decem-
ber	1998.	In	this	
age group, 1,047 
cases	(31	percent)	
occurred among 
whites,	1,654	(48	
percent)	among	
African	Americans,	and	668	(20	percent)	among	
Hispanics. Overall, males accounted for 61 
percent	of	the	AIDS	cases	in	this	age	group,	and	
females accounted for 39 percent. Among Afri-
can	American	teenagers	with	AIDS,	46	percent	
were	male,	and	54	percent	were	female.	Among	
Hispanic	teens,	67	percent	of	those	with	AIDS	
were	male,	and	33	percent	were	female.	Among	
white	teenagers	with	AIDS,	79	percent	were	
male,	and	21	percent	were	female.

The	disproportionate	impact	of	HIV/AIDS	on	

African Americans and Hispanics underscores 
the importance of implementing and sustaining 
effective prevention efforts for these racial and 
ethnic	populations.	HIV	prevention	efforts	must	
take into account not only the multiracial and 
multicultural nature of society, but also other 
social and economic factors—such as poverty, 
underemployment, and poor access to the health 
care system. These factors affect health status 
and disproportionately affect African American, 
Hispanic,	Alaska	Native,	and	American	Indian	
populations.

Opportunities

In	the	21st	century,	strategies	for	reducing	HIV/
AIDS	transmission	will	continue	to	evolve	and	
will	require	shifts	from	current	efforts.	Future	
strategies should focus on:

Continuing to address the disproportionate 
impact	of	HIV/AIDS	among	certain	racial	

and ethnic groups.
Enhancing preven-
tion strategies for 
populations that are 
particularly high 
risk,	such	as	injec-
tion drug users, 
homeless persons, 
runaway	youth,	
mentally ill per-
sons, and incarcer-
ated	persons.	Some	
of these popula-
tions are also dif-
ficult	to	reach.

Increasing	the	number	of	people	who	learn	
their	HIV	status	in	order	to	detect	HIV	infec-
tion	when	the	potential	for	transmission	is	
greatest and the need for prevention, care, 
and treatment, including HAART, is greatest.
Reaching high-risk seronegative people to 
help them to stay uninfected.
Improving	access	to	HAART,	thereby	reduc-
ing	deaths	and	HIV-associated	illness	and,	
possibly, infection of others.
Detecting	and	treating	ulcerative	and	inflam-
matory	STDs,	especially	in	groups	at	risk	for	

•

•

•

•

•
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http://www.dshs.state.tx.us/CHS/VSTAT/latest/data.shtm

HIV	infection.
Setting	the	discovery	of	a	safe	and	effective	
HIV	vaccine	as	a	reachable	goal,	as	a	result	
of	ongoing	HIV	vaccine	testing.	The	devel-

•
opment and testing of candidate microbicides 
may be important in enhancing prevention 
efforts until a vaccine is available. 
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Responsible sexual behavior, United States, 1995 and 1999 

 

* This 85 percent includes 50 percent of students in grades 9-12 who were not ever sexually active, 14 

percent who were not sexually active in the past 3 months, and 21 percent who were sexually active 
but used a condom at the last intercourse. 

** Data on males aged 15-49 years will be collected in 2003. 

 
Sources:  Centers for Disease Control and Prevention. Youth Risk Behavior Surveillance System. 1999.  
Centers for Disease Control and Prevention, National Center for Health Statistics. National Survey of 
Family Growth. 1995. 
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Unintentional Injuries and Violence Tobacco Use
8% Rarely or never wore safety belts 59% Ever tried cigarette smoking

33% Rode with a drinking driver during the past month 24% Smoked cigarettes during the past month
16% Carried a weapon during the past month 8% Smoked cigarettes on  20 days during the past month
32% Were in a physical fight during the past year 7% Used smokeless tobacco during the past month
11% Attempted suicide during the past year 15% Smoked cigars during the past month

Alcohol and Other Drug Use Dietary Behaviors
43% Drank alcohol during the past month 82%
26% Reported episodic heavy drinking during the past month
20% Used marijuana during the past month 89% Drank < 3 glasses of milk per day during the past 7 days
12% Ever used cocaine Physical Activity
12% Ever used inhalants 40% Participated in insufficient vigorous physical activity 3

Sexual Behaviors 80% Participated in insufficient moderate physical activity 4

51% Ever had sexual intercourse 48% Were not enrolled in physical education class
16% Ever had four or more sex partners 70% Did not attend physical education class daily
36% Had sexual intercourse during the past three months 11%
38% Did not use a condom during last sexual intercourse 2

88% Overweight
16% At risk for becoming overweight5

14% Overweight6

1 excluding Houston ISD. Among high school students only, weighted data.

6 Students who were at or above the 95th percentile for body mass index by age and sex, National 
  Center for Health Statistics, 2000.
7 2001 mortality data, National Center for Health Statistics.

  by age and sex, National Center for Health Statistics, 2000.

Ate < 5 servings of fruits and vegetables per day during the 
past 7 days

Did not use birth control pills during last sexual 
intercourse2

5 Students who were at or above the 85th percentile but below the 95th percentile for body mass index 

4 Did not participate in moderate physical activity for  30 minutes on  5 of the past 7 days.

2 Among students who had sexual intercourse during the past 3 months.
3 Did not participate in vigorous physical activity for  20 minutes on  3 of the past 7 days.

Did not participate in any vigorous or moderate physical 
activity

Motor vehicle 
crash
36%

Homicide
13%

Suicide
12%

Other injury
11%

HIV infection
1%

Other causes
27%

Cardiovascular
disease

39%

Chronic
obstructive
pulmonary

disease
5%

Diabetes
4%

Other causes
29%

Cancer
23%

Youth Aged 10-24 Years Adults Aged 25 Years and Older

. . . contribute to these leading causes of death. 7

These risk behaviors 1 . . .

2003 Youth Risk Behavior Survey (YRBS) Results
Texas

www.cdc.gov/HealthyYouth/yrbs/pdfs/statefacts/texas.pdf
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MENTAL HEALTH AND MENTAL 
DISORDERS

Overview

Mental	health	is	a	state	of	successful	perfor-
mance of mental function, resulting in produc-
tive	activities,	fulfilling	relationships	with	other	
people, and the ability to adapt to change and 
to	cope	with	adversity.	Mental	health	is	indis-
pensable	to	personal	well-being,	family	and	
interpersonal relationships, and contribution to 
community	or	society.	Mental	illness	is	the	term	
that refers collectively to all diagnosable mental 
disorders.	Mental	disorders	are	health	conditions	
that are characterized by alterations in thinking, 
mood,	or	behavior	(or	some	combination	there-
of),	which	are	associated	with	distress	and/or	
impaired	functioning	and	spawn	a	host	of	human	
problems that may include disability, pain, or 
death.

Issues

Mental	disorders	generate	an	immense	public	
health burden of disability. The World Health Or-
ganization,	in	collaboration	with	the	World	Bank	
and	Harvard	University,	has	determined	the	
“burden	of	disability”	associated	with	the	whole	
range of diseases and health conditions suffered 
by	peoples	throughout	the	world.	A	striking	find-
ing of the landmark Global Burden of Disease 
study is that the impact of mental illness on over-
all	health	and	productivity	in	the	United	States	
and	throughout	the	world	often	is	profoundly	
under-recognized. Today, in established market 
economies	such	as	the	United	States,	mental	
illness	is	on	a	par	with	heart	disease	and	cancer	
as a cause of disability.	Suicide—a	major	pub-
lic	health	problem	in	the	United	States—occurs	
most frequently as a consequence of a mental 
disorder.

Mental	disorders	occur	across	the	lifespan,	af-
fecting persons of all racial and ethnic groups, 
both sexes, and all educational and socioeco-
nomic groups. Approximately 40 million Ameri-
cans aged 18 to 64 years, or 22 percent of the 
population, had a diagnosis of mental disorder 
alone	(19	percent)	or	of	a	co-occurring	mental	

and addictive disor-
der	(3	percent)	in	the	
past year. At least 
one	in	five	children	
and adolescents 
between	ages	9	and	
17 has a diagnosable 
mental disorder in 
a given year.	Men-
tal and behavioral 
disorders and serious 
emotional	disturbances	(SEDs)	in	children	and	
adolescents can lead to school failure, alcohol or 
illicit drug use, violence, or suicide. About 5 per-
cent of children and adolescents are extremely 
impaired by mental, behavioral, and emotional 
disorders. In	later	life,	the	majority	of	Americans	
aged	65	years	and	older	cope	constructively	with	
the	changes	associated	with	aging	and	maintain	
mental health, yet an estimated 25 percent of 
older	people	(8.6	million)	experience	specific	
mental disorders, such as depression, anxiety, 
substance abuse, and dementia, that are not part 
of normal aging. Alzheimer’s disease strikes 
8	to	15	percent	of	people	over	age	65,10	with	
the number of cases in the population doubling 
every 5 years of age after age 60. Alzheimer’s 
disease is thought to be responsible for 60 to 70 
percent of all cases of dementia and is one of the 
leading causes of nursing home placements.

Mental	disorders	vary	in	severity	and	in	their	im-
pact	on	people’s	lives.	Mental	disorders—such	
as	schizophrenia,	major	depression	and	manic	
depressive or bipolar illness, and obsessive-
compulsive disorder and panic disorder—can be 
enormously disabling. 

Schizophrenia	will	affect	more	than	2	million	
Americans in one year. The disorder tends to 
follow	a	long-term	course,	although	the	se-
verity	of	symptoms	may	wax	and	wane.	With	
modern treatments, increasing numbers of 
persons	with	schizophrenia	can	and	do	view	
recovery as an achievable goal.
Affective disorders,	which	encompass	major	
depression and manic depressive illness, 
constitute a second category of severe mental 
illness. The World Health Organization found 
major	depression	to	be	the	leading	cause	of	
disability among adults in developed nations 

•
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Adults with depression* who received treatment,** United States, 1994–97 
 

 
 

* Depression is defined as major depressive episode in the past year. 

** Treatment is defined as treatment in the past year for psychological problems or emotional difficulties at 

a mental health clinic or by a mental health professional on an outpatient basis or treatment for 
psychological or emotional difficulties at a hospital overnight or longer. 

 
Source:  Substance Abuse and Mental Health Services Administration, Office of Applied Studies. National 
Household Survey on Drug Abuse. 1994–97.  

Have you ever sought help from a professional for a mental or emotional problem?
Lubbock County

Covenant	Health	System	Community	Health	Needs	Assessment,	2005
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such	as	the	United	
States.	About	6.5	
percent	of	women,	
and 3.3 percent of 
men	will	have	major	
depression in any 
year.	Manic	depres-
sive illness affects 
around 1 percent of 
adults,	with	compa-
rable rates of occur-
rence in men and 
women.	A	high	rate	
of suicide is associ-
ated	with	such	mood	
disorders.
Anxiety disorders 
encompass several 
discrete conditions, including panic disorder, 
obsessive-compulsive disorder, post-traumat-
ic	stress	disorder,	and	phobia.	More	common	
than other mental disorders, anxiety disorders 
affect as many as 19 million Americans annu-
ally.

Modern	treatments	for	mental	disorders	are	high-
ly	effective,	with	a	variety	of	treatment	options	
available	for	most	disorders;	there	is	no	“one	size	
fits	all”	treatment.	Similarly,	there	exists	today	a	
diverse array of treatment settings, and a person 
may have the option of selecting a setting based 
on health care coverage, the clinical needs associ-
ated	with	a	particular	type	or	stage	of	illness,	and	
personal preference.

Prevention scientists have developed, tested, 
and structured preventive interventions against 
depression, conduct disorder, and other adverse 
outcomes in high-risk groups of children. When 
applied	with	fidelity,	preventive	interventions	can	
decrease risk of onset or delay onset of a disor-
der.

Rates for the most severe forms of mental disor-
ders	have	been	estimated	to	be	between	2.6	and	
2.8 percent of adults aged 18 and over during 
any one year. Despite the effectiveness of treat-
ment and the many paths to obtaining a treat-
ment of choice, only	25	percent	of	persons	with	
a mental disorder obtain help for their illness in 

•

the health care system. 
In	comparison,	60	to	
80 percent of persons 
with	heart	disease	seek	
and receive care. More	
critically, 40 percent 
of	all	Americans	who	
have a severe mental 
illness do not seek 
treatment from either 
general medical or 
specialty mental health 
providers.	Indeed,	the	
majority	of	persons	
with	mental	disorders	
do not receive mental 
health services. Of 
those aged 18 years 

and over getting help, about 15 percent receive 
help from mental health specialists. Of young 
people	aged	9	to	17	years	who	have	a	mental	
disorder, 27 percent receive treatment in the 
health	sector.	However,	an	additional	20	percent	
of	children	and	adolescents	with	mental	disorders	
use mental health services only in their schools.

The direct costs of diagnosing and treating men-
tal	disorders	totaled	approximately	$69	billion	
in 1996. Lost productivity and disability insur-
ance payments due to illness or premature death 
accounted	for	an	additional	$74.9	billion.	Crime,	
criminal	justice	costs,	and	property	loss	contrib-
uted	another	$6	billion	to	the	total	cost	of	mental	
illness. People	with	mental	illnesses	are	overrep-
resented	in	jail	populations;	many	do	not	receive	
treatment.	Of	the	$69	billion	spent	for	diagnosing	
and treating mental disorders, nearly 70 percent 
was	for	the	services	of	mental	health	specialty	
providers,	with	most	of	the	remainder	for	general	
medical	services	providers.	The	majority—53	
percent—of	mental	health	treatment	was	paid	
for	by	public	sector	sources,	including	the	States	
and	local	governments,	as	well	as	Medicaid	and	
Medicare	and	other	Federal	programs;	47	per-
cent	of	expenditures	were	from	private	sources.	
Of expenditures from private sources, almost 60 
percent	were	from	private	insurance.	The	remain-
der came from out-of-pocket payments, including 
insurance	copayments,	with	a	small	amount	from	
sources such as foundations.
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Trends

Research on the brain and behavior in mental ill-
ness and mental health is moving at a rapid pace. 
An increasingly strong consumers’ movement in 
the	mental	health	field	is	adding	urgency	to	the	
tasks	of	translating	new	knowledge	into	clinical	
practices	and	refining	service	delivery	systems	to	
use	new	and	emerging	information	optimally	for	
patient/consumer	needs.	Consumer	and	family	
organizations,	which	formed	out	of	concern	over	
frequent fragmentation of mental health services 
and lack of accessibility to such services, have 
assumed a substantial role 
in supporting development 
of mental health services. 
Diverse groups share over-
lapping goals, including 
overcoming stigma and 
preventing discrimination 
toward	persons	with	mental	
illness, promoting self-help 
groups, and promoting re-
covery from mental illness.

The co-occurrence of ad-
dictive disorders among 
persons	with	mental	disor-
ders is gaining increasing 
attention from mental health 
professionals. Among adults 
aged	18	years	and	older	with	
a lifetime history of any 
mental disorder, 29 percent 
have a history of an addic-
tive	disorder;	of	those	with	
an alcohol disorder, 37 percent have had a men-
tal	disorder;	and	among	those	with	other	drug	
disorders, 53 percent have had a mental disorder. 
Having both mental and addictive disorders 
within	the	same	year	is	a	particularly	significant	
clinical treatment issue, complicating treatment 
for each disorder. About 3 percent of the popula-
tion	aged	18	years	and	older	has	been	identified	
as having co-occurring mental and addictive dis-
orders	in	1	year.	Of	those	with	a	serious	mental	
illness, 15 percent have both types of disorder in 
one	year,	and	of	those	with	a	severe	and	persis-
tent mental illness, 27 percent have both mental 

and addictive disorders. Co-occurring, or comor-
bid, mental and addictive disorders are estimated 
to affect 50 to 60 percent of homeless persons. 
Comorbid mental and addictive disorders also 
are evident in children and adolescents. Espe-
cially at risk for alcohol use problems are boys 
diagnosed	with	so-called	externalizing	disorders	
such	as	conduct	problems,	oppositional-defi-
ant	disorder,	and	attention	deficit/hyperactivity	
disorder	(ADHD).	From	public	health	promotion	
and disease prevention perspectives, it is note-
worthy	that	children	and	adolescents	with	mental	
illnesses often do not become substance abusers 

until after the men-
tal illness becomes 
apparent. This time 
lag	creates	a	window	
of	opportunity	when	
prevention of sub-
stance abuse in these 
children may be pos-
sible.
 As the life expec-
tancy of Americans 
continues	to	grow	
longer, the sheer 
number—although 
not necessarily the 
proportion—of 
persons experiencing 
mental disorders of 
late	life	will	ex-
pand.	This	trend	will	
present	society	with	
unprecedented chal-
lenges in organizing, 

financing,	and	delivering	effective	preventive	
and treatment services for mental health in this 
population.	As	recognition	continues	to	grow	
that depression and certain cognitive losses are 
treatable disorders and not inevitable concomi-
tants of aging, diagnostic precision in later life 
and provision of targeted treatment are increas-
ingly urgent. 

Health	care	in	the	U.S.	continues	to	undergo	fun-
damental structural changes that require creative 
and	flexible	responses	from	service	providers,	
administrators, researchers, and policymakers 
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alike.	Two	prominent	forces	of	change	are	Fed-
eral	and	State	efforts	to	improve	access	to	health	
care, including mental health care, and the rapid 
growth	and	impact	of	managed	care.	In	1998,	
the	Mental	Health	Parity	Act	(P.L.	104-204)	was	
implemented to help increase access to care. 
Although	the	Federal	Mental	Health	Parity	Act	
is quite limited in reducing insurance coverage 
discrepancies	between	physical	and	mental	dis-
orders,	53	percent	of	the	U.S.	population	is	now	
covered	by	State	mental	health	parity	laws.	The	
term	“parity”	or	“mental	health	parity”	refers	
generally to insurance coverage for mental health 
services	that	includes	the	same	benefits	and	re-
strictions as coverage for other health services.

Disparities

Although mental illnesses, for the most part, 
are equal opportunity disorders, there are some 
marked	differences	in	how	they	present	them-
selves	and	how	they	are	prevented,	diagnosed,	
and treated by gender, racial and ethnic group, 
and age.

Differences	between	men	and	women	are	evi-
dent in the number of cases of particular mental 
disorders.	For	example,	major	depression	af-
fects	approximately	twice	as	many	women	as	
men.	Women	who	are	poor,	have	little	formal	
schooling,	and	are	on	welfare	or	are	unemployed	
are more likely to experience depression than 
women	in	the	general	population.	Anxiety,	panic,	
and	phobic	disorders	affect	two	to	three	times	as	
many	women	as	men.

Risk for engaging in suicidal behaviors also dif-
fers by gender. A history of physical or sexual 
abuse appears to be a serious risk factor for sui-
cide	attempts	in	both	women	and	men.	Women	
attempt suicide more often than men, but men’s 
risk of completed suicide is on average 4.5 times 
higher	than	women’s. This suicide gender gap 
begins	in	adolescence	and	grows	through	middle	
and later life.

Specific	mental	disorders	affect	men	and	women	
at	particular	stages	of	life.	Schizophrenia	oc-
curs	more	often	in	young	men	than	in	women	
and usually has its onset in the late teen and 

early adult years. Eating disorders, affecting up 
to 2 percent of the population, arise predomi-
nantly—but not exclusively—in adolescent and 
young	adult	women	(90	percent	of	all	cases);	the	
median age of onset is 17 years. Eating disorders 
often persist into adulthood and have among 
the highest death rates of any mental disorder. 
Alzheimer’s disease affects equal numbers of 
women	and	men,	although	women’s	longer	aver-
age	life	spans	mean	that	more	women	than	men	
have Alzheimer’s disease at any point in time.

Mental	disorders,	in	aggregate,	are	as	common	
later in life as they are at other ages, although 
rates	for	specific	mental	disorders	vary	depend-
ing	on	age	and	gender.	In	any	1-year	period,	the	
number	of	cases	of	major	depression	in	persons	
aged 65 years and older is approximately 1 per-
cent,	which	is	about	half	the	rate	among	persons	
aged 45 to 64 years. Depression rates are much 
higher,	however,	among	older	Americans	who	
experience a physical health problem—12 per-
cent for persons hospitalized for problems such 
as hip fractures or heart disease. Depression rates 
for older persons in nursing homes range from 
15 to 25 percent. The number of cases of demen-
tias, such as Alzheimer’s disease and other se-
vere losses of mental abilities, are as high as 12 
percent among persons aged 65 years and older. 
By	age	85	years,	the	rate	grows	to	25	percent.

In	contrast,	rates	of	primary	psychotic	disorders	
drop	with	age;	thus,	schizophrenia	and	persistent	
paranoid	disorders	affect	fewer	than	0.5	percent	
of	older	adults.	Although	fewer	old	persons	at-
tempt suicide than do young persons, the rate of 
completed suicide is highest among elderly men, 
who	account	for	about	80	percent	of	suicides	
among	persons	aged	65	years	and	older.	More-
over,	elderly	white	men	have	a	suicide	rate	six	
times the national average.

Caution	is	needed,	however,	when	discussing	
differences among racial and ethnic groups in 
the	rates	of	mental	illness.	Studies	of	the	num-
ber of cases of mental health problems among 
ethnic	and	racial	populations,	while	increasing	in	
number, remain limited and often inconclusive. 
Discussion of the rates of existing cases must 
consider	differences	in	how	persons	of	different	
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Agency/Program Description:  Offers affordable counseling ser-
vices	(individual/marital/family/group)	to	residents	of	Lubbock	and	
the surrounding area. Also provides consultation, education, infor-
mation and referral to various agencies, organizations, businesses, 
schools and professionals.
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cultures and racial groups perceive mental ill-
ness. Behavioral problems that Western medicine 
views	as	signs	of	mental	illness	may	be	assessed	
differently by individuals in various ethnic and 
racial groups. With this caution in mind, along 
with	the	recognition	that	sample	sizes	for	ethnic	
and racial groups may be limited, examination 
of existing large scale studies for mental health 
trends among ethnic and racial groups of Ameri-
cans remains important.

Mental	disorders	are	not	only	the	cause	of	limita-
tions of various life activities but also can be 
a	secondary	problem	among	people	with	other	
disabilities. Depression and anxiety, for example, 
are	seen	more	frequently	among	people	with	dis-
abilities	than	those	without	disabilities.

Opportunities

Promising universal and targeted preventive in-
terventions,	implemented	according	to	scientific	
recommendations, have great potential to reduce 
the risk for mental disorders and the burden of 
suffering in vulnerable populations. Also, social 
and behavioral research is beginning to explore 
the concept of resilience to identify strengths that 
may	promote	health	and	healing.	It	is	generally	
assumed that resilience involves the interaction 
of biological, psychological, and environmental 
processes.	With	increased	understanding	of	how	
to	identify	and	promote	resilience,	it	will	be	pos-
sible	to	design	effective	programs	that	draw	on	
such internal capacity. 

There	is	increasing	awareness	and	concern	in	
the public health sector regarding the impact 
of stress, its prevention and treatment, and the 
need for enhanced coping skills.	Stress	may	be	
experienced by any person and provides a clear 
demonstration of mind-body interaction. Coping 
skills, acquired throughout the lifespan, are posi-
tive adaptations that affect the ability to manage 
stressful events. Additional research can help 
quantify the public health burden of stress and 
identify	ways	to	prevent	or	alleviate	it	through	
environmental or individual strategies. 

Progress in fundamental science and an empha-
sis	on	translating	new	knowledge	into	clinical	
applications can strengthen opportunities for 
future clinical and service system innovations. 
Research-based treatments afford an unprec-
edented	opportunity	to	achieve	a	major	reduction	
in	the	burden	of	disease	associated	with	mental	
illness. With enhancements of clinical services 
and service systems, recovery is an achievable 
objective	of	mental	health	clinical	interventions.

Evidence that mental disorders are legitimate 
and highly responsive to appropriate treatment 
promises	to	be	a	potent	antidote	to	stigma.	Stig-
ma creates barriers to providing and receiving 
competent and effective mental health treatment 
and can lead to inappropriate treatment, unem-
ployment, and homelessness. The elimination of 
stigma	associated	with	mental	disorders	will	in	
turn encourage more individuals to seek needed 
mental health care. 
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Suicides
Lubbock County residents/Texas	residents

Texas Department of State Health Services
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In	2002,	Lubbock	was	
102% above goal

Overview of Suicide (from Clark and Faw-
cett, Review of Empirical Risk Factors for 
Evaluation of the Suicidal Patient, 1992)

Suicide	is	the	eighth	leading	cause	of	death	in	
the	United	States,	accounting	for	1.4%	of	all	
deaths.		Three	times	more	men	than	women	die	
by	suicide	in	the	United	States	annually,	and	the	
suicide	rate	for	whites	is	two	times	higher	than	
that	for	nonwhites	(i.e.,	African-Americans	and	
Hispanics).		Thus,	72%	of	those	dying	by	sui-
cide	each	year	are	white	males,	19%	are	white	
females,	7%	are	nonwhite	males,	and	2%	are	
nonwhite	females.

Whereas suicide rates for adolescents have 
increased threefold since 1955, the rates for 
those	65	years	and	older	have	decreased	just	
as dramatically over four decades.  Despite the 
dramatic extent of these changes by age group, 
it continues to remain true that those 15 to 24 
years	old	have	a	lower	suicide	rate	and	those	
over age 60 have a higher suicide rate than those 
between	the	ages	of	25	and	55.		The	age	group	
differences in suicide rate apparent during the 

1980s are slight compared to the pronounced 
age group differences during the 1930 to 1950 
era,	when	the	elderly	evidenced	rates	three	times	
higher than those for other age groups.

Suicides	rarely	occur	in	the	absence	of	a	major	
psychiatric disorder.  Community-based studies 
in	the	United	States,	United	Kingdom,	Sweden,	
and Australia converge on the conclusion that a 
recent	major	psychiatric	disorder	is	implicated	in	
no less than 93% of cases of adult suicide.  Al-
though	it	would	be	simplistic	(and	erroneous)	to	
think	that	specific	psychiatric	disorders	“cause”	
suicide in and of themselves, there is empirical 
justification	for	thinking	that	a	suicide	rarely	if	
ever	occurs	in	the	absence	of	a	major	psychiatric	
disorder.

However,	it	is	important	to	remember	that	two-
thirds of all persons meeting diagnostic criteria 
for a psychiatric disorder never make contact 
with	a	health	professional	and	never	seek	health	
care services.  Further, most persons at high risk 
for suicide do not pursue evaluation or treatment 
by	a	mental	health	professional;	in	fact,	43	to	

SUICIDE



162

H
ealth

48%	of	persons	who	died	by	suicide	in	commu-
nity-based studies had never seen a mental health 
professional in their entire lifetime.  Only 25 to 

30%	of	persons	who	die	by	suicide	are	under	the	
care of a mental health professional at the time of 
their death.

It is important to remember that 
two-thirds of all persons meeting 

diagnostic criteria for a psychiatric 
disorder never make contact with a 
health professional and never seek 

health care services.  Most per-
sons at high risk for suicide do not 
pursue evaluation or treatment by 
a mental health professional:  43-

48% of persons who died by suicide 
in community-based studies had 

never seen a mental health profes-
sional in their entire lifetime.  Only 
25-30% of persons who die by sui-
cide are under the care of a mental 
health professional at the time of 

their death.
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Age
Lubbock County Suicides, 1994-2000

<18, 8%

18-30, 30%

30-40, 24%

40-50, 16%

50-60, 8%

60-70, 7%

70+, 7%

In	2001,	a	group	was	formed	to	evaluate	
Lubbock	County’s	suicides.		Mortality	data	
were	obtained	from	the	medical	examiner’s	
office,	and	the	following	graphs	represent	the	
demographic	breakdown	of	Lubbock	County	
residents	who	completed	suicide	in	the	7	years	
between	1994	and	2000.

One	of	the	most	striking	findings	from	these	
data	is	that	there	was	not	a	single	completed	

suicide by an African-American female dur-
ing	those	7	years.		Nonwhite	males	(18%),	on	
the other hand, completed suicide at more than 
twice	the	national	rate	of	nonwhite	males	(7%).		
More	than	three-quarters	(78%)	of	the	com-
pleted	suicides	were	between	18	and	50	years	
of	age,	with	8%	being	youth,	and	14%	over	the	
age of 60.  Firearms and hangings combined 
for almost 80% of the methods of these com-
pleted suicides.

SUICIDES IN LUBBOCK COUNTY

One of the most striking findings is that there was not a single completed 
suicide by an African-American female in Lubbock County from 1994-

2000.
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Gender
Lubbock County Suicides 1994-2000

White	Male,	62%
White Female, 17%

Black	Male,	3%

Hispanic	Male,	15%

Hispanic Female, 3%

Method
Lubbock County Suicides, 1994-2000

Firearm, 61%Hanging, 18%

Injection/Ingestion,
12%

Other, 9%

Source:  Lubbock County Medical Examiner’s Office
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Organizational Overview

Lubbock	Regional	MHMR	Center	(LRMHMRC)	
provides services for adults, children and ado-
lescents	who	have	a	diagnosis	of	mental	illness,	
developmental disabilities or substance abuse. 
As the state designated mental health and mental 
retardation authority for Lubbock, Lynn, Cochran, 
Crosby and Hockley counties, the Center has 
authority and responsibility for: planning policy 
development;	coordination,	development	and	
allocation	of	resources;	and	oversight	of	mental	
health and mental retardation services.

As the local mental health and mental retarda-
tion authority, the Center accepts the obligation 
of public trust and is committed to developing, 
maintaining, and expending resources in a man-
ner	that	ensures	the	greatest	benefit	to	consumers	
and to the community. The Center is governed by 
a nine-member Board of Trustees appointed by 
the City of Lubbock, Lubbock County and Lub-
bock	Independent	School	District.	The	Board	of	
Trustees	is	reflective	of	the	community,	includes	
consumer	and/or	family	member	representation,	
and is governmental in nature and accountable 
to the public trust. Their responsibilities as the 
governing body of a local authority and as public 
stewards	are	paramount	as	they	carry	out	their	
duties in:

Determining the organization’s vision, mission 
and	values;

Evaluating implementation activities and 
planning to assure:

Public Accountability,
Sound	Financial	Planning	and	Asset	Pro-
tection,
A	Focus	on	Individual	and	Organizational	
Outcomes and
Equitable,	Confidential	and	Dignified	
Treatment	of	Staff	and	Volunteers;

Developing	governing	policies;
Complying	with	state	laws	applicable	to	board	
actions;
Developing	relationships	with	local,	state	and	
national	officials;
Advocating for funding and statutory changes, 
which	will	support	the	vision,	mission	and	

•

•
•

•

•

•
•

•

•

values 
of the 
Cen-
ter.

History

Originally	known	as	the	South	Plains	Guid-
ance	Center,	Lubbock	Regional	MHMR	Center	
(LRMHMRC)	was	created	in	February	1964	as	a	
result of the efforts of the Lubbock Community 
Planning	Council	and	in	response	to	the	identified	
need	for	services	for	people	with	mental	illness	
and	mental	retardation	within	the	Lubbock	com-
munity.

The	Mental	Health	and	Mental	Retardation	Act	
of 1965 prompted a request to the Texas Depart-
ment	of	MHMR	by	the	City	of	Lubbock	for	the	
formation	of	a	Community	MHMR	Center	in	the	
Lubbock	area.	The	request	was	approved	and	the	
Board	of	Trustees	of	LRMHMRC	was	appointed	
in	March	of	1966.	The	original	local	service	area,	
Lubbock	County,	was	expanded	in	1975	to	in-
clude Cochran, Crosby, Hockley and Lynn Coun-
ties.	At	that	time	the	Center’s	name	was	changed	
to	Lubbock	Regional	Mental	Health	Mental	
Retardation Center.

Over the ensuing thirty years, the Center’s scope 
of responsibility and geographic service area have 
steadily	broadened,	even	beyond	the	five	county	
MHMR	service	area,	through	its	relationship	
with	a	variety	of	state	agencies.		For	example,	
LRMHMRC	maintains	contractual	relationships	
with:

	Texas	Department	of	State	Health	Services	
(DSHS),
Texas Department of Aging and Disabilities 
(DADS),
Texas	Department	of	Criminal	Justice,
Texas	Correctional	Office	on	Offenders	with	
Medical	or	Mental	Impairments	(TCOOM-
MI),	and
Texas Department of Family and Protective 
Services	(DFPS).

LRMHMRC	also	is	designated	a	Local	Mental	
Health	and	Mental	Retardation	Authority.	Under	

•

•

•
•

•
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www.lrl.mhmr.state.tx.us
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this designation, the Texas Department of Health 
and	Human	Services	Commission	(HHSC)	del-
egates the authority for planning, policy devel-
opment, coordination, resource allocation and 
resource development, and oversight of mental 
health and mental retardation services to the Cen-
ter	for	the	service	area	specified	by	HHSC.

Accountability as a Public Steward

Public trust is the obligation placed on the Board 
of	Trustees,	and	the	Center	as	a	whole,	to	de-
velop, maintain, preserve and expend resources to 
ensure	that	the	organization’s	activities	benefit	the	
Center’s consumers and the community.

Consumer and stakeholder input is crucial to the 
effectiveness and responsiveness of all planning 
activities. This input is obtained through a variety 
of mechanisms such as Advisory Committees, 

focus groups, community needs assessments, 
consumer volunteerism and consumer satisfaction 
surveys. 

Vision
People	faced	with	the	challenges	of	aging,	mental	
illness, mental retardation and chemical depen-
dency shall be part of a community that is safe, 
accessible and supportive of individual needs and 
preferences.

Mission
The	mission	of	Lubbock	Regional	MHMR	Center	
is to assure that the diverse needs of people faced 
with	the	challenges	of	aging,	mental	retardation,	
mental illness, and chemical dependency are met 
through the management of an accessible system 
of	services	and	resources	which	supports	indi-
vidual choices and promotes lives of dignity and 
self-determination.

Individual and Organizational Outcomes
The Center shall be directly involved in the 
achievement of desired individual and family 
outcomes and shall achieve organizational out-
comes	which	support	its	vision	and	mission.

Financial Planning, Asset Utilization and Risk 
Management
The	Center	shall	fulfill	its	role	as	a	steward	of	
the public dollar through effective development, 
utilization and protection of resources in order to 
assure	fiscal	viability	and	the	continued	provision	
of services in carrying out its vision and mission.

Human Resources
The Center shall sustain a culturally diverse, 
qualified	and	competent	workforce	which	in-
cludes paid staff, volunteers and contract service 
providers	who	are	committed	to	the	Center’s	
mission, vision and values.

Public Accountability
The Center shall ensure public accountability, 
community	awareness	and	education	through	
collaborative	relationships	which	embrace	in-
dividual, community and stakeholder input into 
design, development and evaluation of a compre-
hensive community system of care.

GOALS
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VALUES

      Individual Worth  
						We	affirm	that	the	people	we	serve	share	with	us	common	human	needs,	rights,	desires,	and	
strengths.  We respect and celebrate our cultural and individual differences.
  
      Integrity  
      We believe that our personal and professional integrity is the basis for public trust.
  
      Dedication  
						We	take	pride	in	our	commitment	to	public	service	and	to	the	care	of	the	people	we	are	privi-
leged to serve. 
  
      Quality  
						We	commit	ourselves	to	the	pursuit	of	excellence	in	everything	we	do.	

      Choice  
      We believe that a commitment to dignity and respect begins by supporting choice in lifestyles, 
services, supports, and an enhanced quality of life. 

      Access  
      We are committed to increasing access to needed services and supports. 

      Efficiency  
						We	are	committed	to	the	achievement	of	the	best	use	of	public	funds	and	to	measuring	the	worth	
of an expenditure in terms of the return of the outcome desired. 

      Continuity  
      We believe in the importance of maintaining consistency and security in all aspects of life. 

      Education  
      We are committed to public education concerning disability issues, human rights, and diversity. 

      Innovation  
						We	are	committed	to	developing	an	environment	which	inspires	and	promotes	innovation,	fosters	
dynamic	leadership,	and	rewards	creativity	among	our	staff,	volunteers,	and	the	people	we	serve.



168

H
ealth

www.lrl.mhmr.state.tx.us

What is the Crisis Line?
Whenever	you	find	yourself	in	a	crisis	situation,	you	can	call	Lubbock	Regional	MHMR	Center’s	Cri-
sis	Line	anytime,	24	hours	a	day,	7	days	a	week.		Your	call	is	answered	by	a	qualified	professional	who	
can	help	you	with	mental	health,	mental	retardation	and	substance	abuse	issues.		

We serve the Texas counties
of Cochran, Crosby, Hockley, Lubbock and Lynn.

				*	In	the	Lubbock	area,	call	(806)	740-1414
				*	Or	toll-free	(800)	687-7581

When	you	call,	the	person	answering	the	phone	may	refer	you	to	other	resources	in	the	community	that	
can	best	meet	your	needs.		If	your	call	is	an	emergency,	a	crisis	team	may	be	sent	out	to	help	manage	
your	situation.		If	necessary,	911	emergency	services	may	also	be	contacted	to	respond	to	your	crisis.
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INJURY AND VIOLENCE PREVEN-
TION

Overview

The	risk	of	injury	is	so	great	that	most	persons	
sustain	a	significant	injury	at	some	time	during	
their lives.	Nevertheless,	this	widespread	hu-
man damage too often is taken for granted, in the 
erroneous	belief	that	injuries	happen	by	chance	
and	are	the	result	of	unpreventable	“accidents.”	
In	fact,	many	injuries	are	not	“accidents,”	or	
random,	uncontrollable	acts	of	fate;	rather,	most 
injuries	are	predictable	and	preventable.

Issues and Trends

Injury Prevention

In	1997,	149,691	Americans	died	from	injuries	
due to a variety of causes such as motor vehicle 
crashes,	firearms,	poisonings,	suffocation,	falls,	
fires,	and	drownings.	About	400	persons	die	
from	injuries	each	day,	including	55	children	
and teenagers. One death out of every 17 in 
the	United	States	results	from	injury. Of these 
deaths,	67	percent	are	classified	as	unintentional	
and	33	percent	as	intentional.	Unintentional	
injury	deaths	include	approximately	42,000	
resulting	from	motor	vehicle	crashes	per	year.	In	
1997,	of	approximately	50,000	intentional	injury	
deaths,	almost	31,000	were	classified	as	suicide	
and	nearly	20,000	as	homicide.	In	1997,	injuries	
accounted for 20 percent more years of potential 
life	lost	(YPPL)	than	cancer	did	(1,990/100,000	
compared	to	1,500/100,000).

For	ages	1	through	44	years,	deaths	from	inju-
ries far surpass those from cancer—the overall 
leading natural cause of death at these ages—by 
about 3 to 1.	Injuries	cause	more	than	two	out	
of	five	deaths	(43	percent)	of	children	aged	1	
through 4 years and result in 4 times the number 
of deaths due to birth defects, the second lead-
ing cause of death for this age group. For ages 
15	to	24	years,	injury	deaths	exceed	deaths	from	
all other causes combined from ages 5 through 
44	years.	For	ages	15	to	24	years,	injuries	are	
the	cause	of	nearly	four	out	of	five	deaths.	After	
age	44	years,	injuries	account	for	fewer	deaths	

than other health 
problems, such 
as heart disease, 
cancer, and stroke. 
However,	despite	
the decrease in 
the proportion 
of deaths due to 
injury,	the	death	
rate	from	injuries	
is actually higher 
among older per-
sons than among younger persons.

Injuries	are	often	classified	on	the	basis	of	events	
and	behaviors	that	preceded	them,	as	well	as	
the intent of the persons involved. For example, 
many	injuries	are	preceded	by	alcohol	consump-
tion in amounts or circumstances that increase 
risk	of	injury.	Although	the	events	leading	to	an	
intentional	and	unintentional	injury	differ,	the	
outcomes	and	extent	of	the	injury	are	similar.

Unintentional Injury Prevention

More	persons	aged	1	to	34	years	die	as	a	result	
of	unintentional	injuries	than	any	other	cause	of	
death. Across all ages, 95,644 persons died in 
1997	as	a	result	of	unintentional	injuries.	Mo-
tor vehicle crashes account for approximately 
half	the	deaths	from	unintentional	injuries;	other	
unintentional	injuries	rank	second,	and	falls	rank	
third,	followed	by	poisonings,	suffocations,	and	
drownings.

Additional millions of persons are incapacitated 
by	unintentional	injuries,	with	many	suffering	
lifelong disabilities. These events occur dispro-
portionately among the young and the elderly. 
In	1995,	29	million	persons	visited	emergency	
departments	(EDs)	as	a	result	of	unintentional	
injuries.

Although	the	greatest	impact	of	injury	is	in	hu-
man	suffering	and	loss	of	life,	the	financial	cost	
is	staggering.	Included	in	the	costs	associated	
with	injuries	are	the	costs	of	direct	medical	care	
and	rehabilitation	as	well	as	lost	income	and	
productivity. By	the	late	1990s,	injury	costs	were	
estimated	at	more	than	$224	billion	annually,	an	
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Deaths by Unintentional Injury (Accidents)

Lubbock County residents/Texas	residents
Texas Department of State Health Services
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increase	of	42	percent	over	the	1980s.	As	with	
other health problems, it costs far less to prevent 
injuries	than	to	treat	them. For example:

Every	child	safety	seat	saves	$85	in	direct	
medical	costs	and	an	additional	$1,275	in	
other costs.
Every	bicycle	helmet	saves	$395	in	direct	
medical costs and other costs. 
Every	smoke	detector	saves	$35	in	direct	
medical	costs	and	an	additional	$865	in	other	
costs. 
Every dollar spent on poison control centers 
saves	$6.50	in	medical	costs.

Several	themes	become	evident	when	examining	
reports	on	injury	prevention	and	control,	includ-
ing acute care, treatment, and rehabilitation. 
First,	unintentional	injury	comprises	a	group	
of complex problems involving many different 
sectors	of	society.	No	single	force	working	alone	
can accomplish everything needed to reduce the 
number	of	injuries.	Improved	outcomes	require	
the	combined	efforts	of	many	fields,	including	
health,	education,	transportation,	law,	engineer-
ing,	and	safety	sciences.	Second,	many of the 
factors	that	cause	unintentional	injuries	are	
closely	associated	with	violent	and	abusive	be-
havior.	Injury	prevention	and	control	addresses	
both	unintentional	and	intentional	injuries.

Violence and Abuse Prevention

Violence	in	the	United	States	is	pervasive	and	
can change quality of life. Reports of children 
killing children in schools are shocking and 
cause	parents	to	worry	about	the	safety	of	their	
children at school. Reports of gang violence 
make persons fearful for their safety. Although 
suicide rates began decreasing in the mid 1990s, 
prior increases among youth aged 10 to 19 years 
and adults aged 65 years and older have raised 
concerns about the vulnerability of these popula-
tion	groups.	Intimate	partner	violence	and	sexual	
assault	threaten	people	in	all	walks	of	life.

Violence claims the lives of many of the Na-
tion’s young persons and threatens the health 
and	well-being	of	many	persons	of	all	ages	in	the	
United	States.	On	an	average	day	in	America,	53	

•

•

•

•

persons die from homicide and a minimum of 
18,000 persons survive interpersonal assaults, 84 
persons complete suicide, and as many as 3,000 
persons	attempt	suicide.	(See	Focus	Area	18.	
Mental	Health	and	Mental	Disorders.)

Youth	continue	to	be	involved	as	both	perpetra-
tors and victims of violence. The elderly, fe-
males, and children continue to be targets of both 
physical	and	sexual	assaults,	which	are	frequent-
ly	perpetrated	by	individuals	they	know.	Ex-
amples of general issues that impede the public 
health response to progress in this area include 
the lack of comparable data sources, lack of stan-
dardized	definitions	and	definitional	issues,	lack	
of resources to adequately establish consistent 
tracking systems, and lack of resources to fund 
promising prevention programs.

Because	national	data	systems	will	not	be	avail-
able	in	the	first	half	of	the	decade	for	tracking	
progress,	one	subject	of	interest,	maltreatment	of	
elders,	is	not	addressed	in	this	focus	area’s	objec-
tives. The maltreatment of persons aged 60 years 
and older is a topic for research and data collec-
tion for the coming decade.

Disparities

While	every	person	is	at	risk	for	injury,	certain	
types	of	injuries	appear	to	affect	some	groups	
more	frequently.	American	Indians	or	Alaska	Na-
tives have disproportionately higher death rates 
from	motor	vehicle	crashes,	residential	fires,	
and	drownings.	In	addition,	their	death	rates	are	
about 1.75 times higher than the death rate for 
the	overall	U.S.	population.	Higher	death	rates	
from	unintentional	injury	also	occur	among	Afri-
can Americans.

Certain	racial	and	ethnic	groups	have	more	new	
cases	of	unintentional	injuries	and	deaths	than	
whites.	Unintentional	injuries	are	the	second	
leading	cause	of	death	for	American	Indian	
males and the third leading cause of death for 
American	Indian	females.	More	than	1,000	
American	Indians	die	from	injuries,	and	10,000	
more	are	hospitalized	for	injuries	each	year.	
The	age-adjusted	injury	death	rate	for	American	
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Indians	is	3	times	higher	than	that	of	all	other	
Americans.	Among	American	Indians,	46	per-
cent	of	the	YPLL	is	a	result	of	injury,	which	is	5	
times	greater	than	the	YPLL	due	to	a	next	high-
est	cause,	heart	disease	(8	percent).	Among	the	
factors that contribute to these increased rates 
for	American	Indians	are	rural	or	isolated	living,	
minimal emergency medical services, and great 
distances to sophisticated trauma care.

African	American,	Hispanic,	and	American	In-
dian	children	are	at	higher	risk	than	white	chil-
dren	for	home	fire	deaths.	Adults	aged	65	years	
and	older	are	at	increased	risk	of	death	from	fire	

because they are more vulnerable to smoke in-
halation and burns and are less likely to recover. 
Sense	impairment	(such	as	blindness	or	hearing	
loss)	may	prevent	older	adults	from	noticing	a	
fire,	and	mobility	impairment	may	prevent	them	
from escaping its consequences. Older adults 
also	are	less	likely	to	have	learned	fire	safety	
behavior and prevention information, since they 
grew	up	at	a	time	when	little	fire	safety	was	
taught in schools, and most current educational 
programs target children.

In	every	age	group,	drowning	rates	are	almost	
2 to 4 times greater for males than for females. 
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In	1997,	the	overall	drowning	rate	for	African	
Americans	was	50	percent	greater	than	that	for	
whites;	however,	the	rate	was	not	higher	for	all	
age groups. For example, among children aged 1 
through	4	years,	the	drowning	rate	for	whites	was	
slightly higher than the rate for African Ameri-
cans. For children aged 5 to 19 years, African 
American	children	are	twice	as	likely	to	drown	as	
white	children.

Homicide victimization is especially high among 
African	American	and	Hispanic	youths.	In	1995,	

African American males and females aged 15 to 
24	years	had	homicide	rates	(74.4/100,000)	that	
were	more	than	twice	the	rate	of	their	Hispanic	
counterparts	(34.1/100,000)	and	nearly	14	times	
the	rate	of	their	white	non-Hispanic	counterparts	
(5.4/100,000).

Trends in suicide among blacks aged 10 to 19 
years	in	the	United	States	during	1980-95	indi-
cate that suicidal behavior among all youth has 
increased;	however,	rates	for	black	youth	have	
shown	a	greater	increase.
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Although	black	youth	historically	have	lower	sui-
cide	rates	than	have	whites,	during	1980-95,	the	
suicide rate for black youths aged 10 to 19 years 
increased from 2.1 to 4.5 per 100,000 population. 
As	of	1995,	suicide	was	the	third	leading	cause	of	
death among blacks aged 15 to 19 years.

Opportunities

To	reduce	the	number	and	severity	of	injuries,	
prevention activities must focus on the type of 
injury—drowning,	fall,	fire	or	burn,	firearm,	or	

motor vehicle. For example, a nonfatal spinal 
cord	injury	produces	the	same	outcome	whether	
it	was	caused	by	an	unintentional	motor	vehicle	
crash or an attempted suicide.

Understanding	injuries	allows	for	development	
and implementation of effective prevention inter-
ventions.	Some	interventions	can	reduce	injuries	
from both unintentional and violence-related 
episodes. For instance, efforts to promote proper 
storage	of	firearms	in	homes	can	help	reduce	
the	risk	of	assaultive,	intentional	self-inflicted,	
and unintentional shootings in the home. Higher 
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Have you been the victim of a violent crime in the last 5 years?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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Have you been the victim of domestic violence in the last 5 years?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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taxes	on	alcoholic	beverages	are	associated	with	
lower	death	rates	from	motor	vehicle	crashes	and	
lower	rates	for	some	categories	of	violent	crime,	
including rape.

Many	injuries	and	injury-related	deaths	occur	in	
some	population	groups	(such	as	younger	chil-
dren	from	birth	to	4	years)	where	the	intentional-
ity	of	the	injury	is	unknown	and	requires	more	
detailed investigation. As these cases are exam-
ined, interventions can be developed to address 
ways	injuries	occur—for	instance,	unintentional	
poisonings in children or hangings among teen-
agers—that	are	emerging	in	society	as	growing	
public health concerns.

Poverty, discrimination, lack of education, and 
lack of employment opportunities are important 
risk factors for violence and must be addressed 
as part of any comprehensive solution to the 
epidemic	of	violence.	Strategies	for	reducing	
violence should begin early in life, before violent 
beliefs and behavioral patterns can be adopted.

Many	potentially	effective	culturally	and	lin-
guistically competent intervention strategies for 
violence prevention exist, such as parent train-
ing, mentoring, home visitation, and education. 
Evaluation	of	ongoing	programs	is	a	major	com-
ponent to help identify effective approaches for 
violence prevention. The public health approach 
to violence prevention is multidisciplinary, 
encouraging	experts	varying	from	scientific	
disciplines, organizations, and communities to 
work	together	to	find	solutions	to	violence	in	our	
Nation.

Many	school-aged	children	suffer	disabling	and	
fatal	injuries	each	year.	As	educational	programs	
for school children are developed and proven 
effective	in	preventing	injuries,	these	programs	
should be included in quality health education 
curricula at the appropriate grade level. Edu-
cation	should	aim	at	reducing	risks	of	injury	
directly	and	at	preparing	children	to	be	knowl-
edgeable	adults.	(See	Focus	Area	7.	Educational	
and	Community-Based	Programs.)

Some people who responded that they 
had been victims of domestic violence 
in the past 5 years had not responded 

that they had been a victim of a “violent 
crime”--they apparently did not consider 

domestic violence to be a “violent crime.”
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ENVIRONMEN-
TAL QUALITY

Overview

According to the World 
Health Organization, 
“In	its	broadest	sense,	

environmental health comprises those aspects 
of	human	health,	disease,	and	injury	that	are	
determined	or	influenced	by	factors	in	the	en-
vironment. This includes the study of both the 
direct pathological effects of various chemi-
cal,	physical,	and	biological	agents,	as	well	as	
the effects on health of the broad physical and 
social	environment,	which	includes	housing,	
urban development, land-use and transpor-
tation,	industry,	and	agriculture.”	The	term	
“environment”	may	also	be	used	to	refer	to	air,	
water,	and	soil.	This	more	narrow	definition	
ignores the man-made environment created by 
a	society.	Where	and	how	a	society	chooses	to	
grow	and	develop	affects	the	quality	of	life	by	
determining	how	long	people	spend	traveling	
to	work,	shopping,	or	going	to	school.	Where	
and	how	a	society	builds	its	houses,	schools,	
parks,	and	roadways	can	also	limit	the	abil-
ity of some people to move about and lead a 
normal life.

Because the impact of the environment on 
human health is so great, protecting the envi-
ronment has long been a mainstay of public 
health	practice.	National,	State,	and	local	
efforts to ensure clean air and safe supplies 
of	food	and	water,	to	manage	sewage	and	
municipal	wastes,	and	to	control	or	eliminate	
vector-borne illnesses have contributed a great 
deal to improvements in public health in the 
United	States.	Unfortunately,	in	spite	of	the	
billions of dollars spent to manage and clean 
up	hazardous	waste	sites	in	the	Nation	each	
year, little money has been spent evaluating 
the	health	risks	associated	with	chronic,	low-
level exposures to hazardous substances. This 
imbalance results in an inadequate amount 
of useful information to evaluate and man-
age these sites effectively and to evaluate the 
health	status	of	people	who	live	near	the	sites.	

In	the	past,	research	in	environmental	epidemi-
ology and toxicology has often been based on 
limited	information.	New	knowledge	about	the	
interactions	between	specific	genetic	variations	
among	individuals	and	specific	environmental	
factors provides enormous opportunity for fur-
ther	developing	modifications	in	environmental	
exposures that contribute to disease. Further 
research is needed to address these and other 
problems and to improve the science and man-
agement of health effects on people exposed to 
environmental hazards.

Issues

Environmental factors play a central role in hu-
man development, health, and disease. Broadly 
defined,	the	environment,	including	infectious	
agents, is one of three primary factors that af-
fect	human	health.	The	other	two	are	genetic	
factors and personal behavior.

Human exposures to hazardous agents in 
the	air,	water,	soil,	and	food,	and	to	physical	
hazards	in	the	environment	are	major	contribu-
tors	to	illness,	disability,	and	death	worldwide.	
Furthermore, deterioration of environmental 
conditions	in	many	parts	of	the	world	slow	
sustainable development. Poor environmental 
quality is estimated to be directly responsible 
for approximately 25 percent of all preventable 
ill	health	in	the	world,	with	diarrheal	diseases	
and respiratory infections heading the list.	Ill	
health resulting from poor environmental qual-
ity varies considerably among countries. Poor 
environmental quality has its greatest impact 
on	people	whose	health	status	already	may	be	
at risk.

Because the effect of the environment on 
human health is so great, protecting the envi-
ronment has been a mainstay of public health 
practice	since	1878.	National,	Tribal,	State,	
and local efforts to ensure clean air and safe 
supplies	of	food	and	water,	to	manage	sewage	
and	municipal	wastes,	and	to	control	or	elimi-
nate vector-borne illnesses have contributed 
significantly	to	improvements	in	public	health	
in	the	United	States.	However,	the	public’s	
awareness	of	the	environment’s	role	in	health	



178

is more recent. Publication of Rachel Carson’s 
Silent	Spring	in	the	early	1960s,	followed	by	the	
well-publicized	poor	health	of	residents	of	Love	
Canal,	New	York,	the	site	of	a	significant	toxic	
waste	site,	awakened	public	consciousness	to	en-
vironmental issues. The result of these and other 
similar events is the so-called “environmental 
movement”	which	has	led	to	the	introduction	
into	everyday	life	of	such	terms	as	Superfund	
sites,	water	quality,	clean	air,	ozone,	urban	
sprawl,	and	agricultural	runoff.

In	1993	
alone, over 
$109	billion	
was	spent	
on pollution 
abatement 
and control 
in	the	United	
States.	
However,	
many haz-
ardous sites 

still	remain.	Minimal	research	has	been	done	to	
evaluate	the	health	risks	associated	with	chronic	
low-level	exposures	to	hazardous	substances,	
resulting in an inability to evaluate and manage 
such sites effectively and to evaluate the health 
status of residents living near such sites. Further 
environmental epidemiology and toxicology 
research is needed to address such problems and 
to improve the science and public health man-
agement of the health effects on people exposed 
to environmental hazards.

To address the broad range of human health is-
sues affected by the environment, this chapter 
discusses six topics that cover environmental 
health:	outdoor	air	quality,	water	quality,	toxics	
and	waste,	healthy	homes	and	healthy	communi-
ties, infrastructure and surveillance, and global 
environmental health issues.

Outdoor air quality. Air pollution continues to 
be	a	widespread	public	health	and	environmental	
problem	in	the	United	States,	causing	premature	
death, cancer, and long-term damage to respi-
ratory and cardiovascular systems. Air pollu-

tion also reduces visibility, damages crops and 
buildings, and deposits pollutants on the soil and 
in	bodies	of	water	where	they	affect	the	chemis-
try	of	the	water	and	the	organisms	living	there. 
Approximately	113	million	people	live	in	U.S.	
areas designated as nonattainment areas by EPA 
for one or more of the six commonly found air 
pollutants	for	which	the	Federal	Government	has	
established health-based standards. The problem 
of air pollution is national—even international—
in	scope.	Most	of	the	U.S.	population	lives	in	ex-
panding	urban	areas	where	air	pollution	crosses	
local	and	State	lines	and,	in	some	cases,	crosses	
U.S.	borders	with	Canada	and	Mexico.

Although	some	progress	toward	reducing	un-
healthy air emissions has been made, a substan-
tial	air	pollution	problem	remains,	with	millions	
of tons of toxic air pollutants released into the air 
each year. The presence of unacceptable levels 
of ground-level ozone is the largest problem, as 
determined by the number of people affected and 
the number of areas not meeting Federal stan-
dards.
Motor	vehicles	account	for	approximately	one-
fourth of emissions that produce ozone and one-
third of nitrogen oxide emissions. Particulate and 
sulfur dioxide emissions from motor vehicles 
represent approximately 20 percent and 4 per-
cent,	respectively.	Some	76.6	percent	of	carbon	
monoxide emissions are produced each year 
by	transportation	sources	(for	example,	motor	
vehicles,	etc.).

Unhealthy	air	is	expensive.	The	estimated	annual	
health costs of human exposure to all outdoor 
air	pollutants	from	all	sources	range	from	$40	
billion	to	$50	billion,	with	an	associated	50,000	
premature deaths.

Water quality.	Providing	drinking	water	free	of	
disease-causing	agents,	whether	biological	or	
chemical,	is	the	primary	goal	of	all	water	supply	
systems.	During	the	first	half	of	the	20th	century	
the	causes	for	most	waterborne	disease	outbreaks	
were	bacteria;	protozoa	and	chemicals	became	
the dominate causes beginning in the 1970s. 
Most	outbreaks	involve	only	a	few	individuals.	
In	1993,	however,	more	than	403,000	people	be-
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came	sick	during	a	single	episode	of	water-borne	
cryptosporidiosis.

One problem in evaluating the relationship be-
tween	drinking	water	and	infectious	diseases	is	
the lack of adequate technology to detect para-
sitic	contamination	and	to	determine	whether	the	
organisms detected are alive and infectious. The 
development	of	new	molecular	technologies	to	
detect	and	monitor	water	contamination	will	en-
hance	water	quality	monitoring	and	surveillance.

Contamination	of	water	can	come	from	both	
point	(for	example,	industrial	sites)	and	nonpoint	
(for	example,	agricultural	runoff)	sources.	Bio-
logical	and	chemical	contamination	significantly	
reduce	the	value	of	surface	waters	(streams,	
lakes,	and	estuaries)	for	fishing,	swimming,	and	
other recreational activities. For example, dur-
ing	the	summer	of	1997,	blooms	of	Pfiesteria	
piscicida	were	implicated	as	the	likely	cause	of	
fish	kills	in	North	Carolina	and	Maryland.	The	
development of intensive animal feeding opera-
tions	has	worsened	the	discharge	of	improperly	
or	inadequately	treated	wastes,	which	presents	an	
increased	health	threat	in	waters	used	either	for	
recreation	or	for	producing	fish	and	shellfish.

Toxics and waste. Critical information on the 
levels of exposure to hazardous substances in the 
environment and their associated health effects 
often	is	lacking.	As	a	result,	efficient	health-out-
come measures of progress in eliminating health 
hazards in the environment are unavailable. The 
identification	of	toxic	substances	and	waste,	
whether	hazardous,	industrial,	or	municipal,	that	
pose an environmental health risk represents a 
significant	achievement	in	itself.	Public	health	
strategies are aimed at tracking the Nation’s suc-
cess in eliminating these substances or minimiz-
ing their effects.

Toxic	and	hazardous	substances,	including	low-
level	radioactive	wastes,	deposited	on	land	often	
are carried far from their sources by air, ground-
water,	and	surface	water	runoff	into	streams,	
lakes,	and	rivers	where	they	can	accumulate	
in	the	sediments	beneath	the	waters.	Ultimate	
decisions about the cleanup and management of 
these sites must be made keeping public health 

concerns in mind.

The	introduction	and	widespread	use	of	pes-
ticides in the American landscape continues 
in agricultural, commercial, recreational, and 
home settings. As a result, these often very toxic 
substances pose a potential threat to people using 
them, especially if they are handled, mixed, or 
applied inappropriately or excessively. Further-
more, children are at increased risk for pesticide 
poisoning because of their smaller size and 
because pesticides may be stored improperly or 
applied to surfaces that are more readily acces-
sible by children.

Healthy homes and communities. The public’s 
health, particularly its environmental health, de-
pends on the interaction of many factors. To pro-
vide	a	healthy	environment	within	the	Nation’s	
communities, the places people spend the most 
time—their	homes,	schools,	and	offices—must	
be considered. Potential risks include indoor 
air pollution, inadequate heating, cooling, and 
sanitation,	structural	problems,	electrical	and	fire	
hazards,	and	lead	based	paint	hazards.	More	than	
6 million housing units across the country meet 
the	Federal	Government’s	definition	of	substan-
dard housing.

Many	factors—including	air	quality,	lead-based	
paint	on	walls,	trim,	floors,	ceilings,	etc.,	and	
hazardous household substances such as clean-
ing products and pesticides—can affect health 
and	safety.	In	1996,	the	American	Association	
of Poison Control Centers reported more than 2 

Ozone and environmental tobacco smoke exposure,  
United States, 1988–94 and 1997 

 

 
 
Sources:  U.S. Environmental Protection Agency. Aerometric Information Retrieval System. 1997.  
Centers for Disease Control and Prevention, National Center for Health Statistics. National Health and 
Nutrition Examination Survey. 1988–94. 



180

H
ealth

million poison exposures from 67 participating 
poison	control	centers.	The	site	of	exposure	was	a	
residence in 91 percent of cases.

Infrastructure and surveillance. Preventing health 
problems caused by environmental hazards re-
quires:	(1)	having	enough	personnel	and	resourc-
es	to	investigate	and	respond	to	diseases	and	inju-
ries	potentially	caused	by	environmental	hazards;	
(2)	monitoring	the	population	and	its	environment	
to detect hazards, exposure of the public and 
individuals to hazards, and diseases potentially 
caused	by	these	hazards;	(3)	monitoring	the	popu-
lation and its environment to assess the effective-
ness	of	prevention	programs;	(4)	educating	the	
public and select populations on the relationship 
between	health	and	the	environment;	(5)	ensur-
ing	that	laws,	regulations,	and	practices	protect	
the public and the environment from hazardous 
agents;	(6)	providing	public	access	to	under-
standable and useful information on hazards and 
their	sources,	distribution,	and	health	effects;	(7)	
coordinating the efforts of all government agen-
cies and nongovernmental groups responsible for 
environmental	health;	and	(8)	providing	adequate	
resources to accomplish these tasks. Development 
of additional methods to measure environmental 
hazards	in	people	will	permit	more	careful	assess-
ments of exposures and health effects.

Global environmental health.	Increased	interna-
tional travel and improvements in telecommuni-
cations and computer technology are making the 
world	a	smaller	place.	The	term	“global	com-
munity”	has	real	significance,	as	shared	resourc-
es—air,	water,	and	soil—draw	people	together.	
Actions in every country affect the environment 
and	influence	events	around	the	world.	Undoubt-
edly, the environment affects everyone’s health. 
Sometimes	benefits	in	one	area	inadvertently	cre-
ate	worse	conditions	for	people	in	different	areas	
of	the	world.	For	example,	in	1996,	the	United	
States	exported	more	than	$2.5	billion	worth	of	
pesticides. Exported pesticides that are not reg-
istered, or pesticides that are restricted for use in 
the	United	States,	are	often	used	by	developing	
countries. Their use not only endangers popula-
tions in those countries but also can contaminate 
food being exported from those countries to the 
United	States.	Sensitive	populations,	such	as	chil-

dren	and	pregnant	women,	may	be	at	risk	from	
these	environmental	exposures.	The	United	States	
can contribute to improving the health of people 
internationally, not only as part of a shared goal 
for humanity, but also because a healthy global 
population has positive social and economic ben-
efits	throughout	the	world.

Additionally, a number of countries have re-
sources available to protect their populations from 
adverse health impacts but because of inadequate 
information they are unable to do so. Lead abate-
ment technology, for example, is one area that the 
United	States	can	provide	information	to	other	
countries.	Likewise,	consultation	and	assistance	
on numerous environmental health issues from 
lead	poisoning	to	disaster	preparedness	will	help	
reduce illness, disability, and death in countries 
with	these	problems	which	leads	to	a	healthier	
global community.

The Nation should expand its efforts to improve 
environmental conditions to enhance the health 
of developing countries and should also increase 
collaboration, coordination, and outreach efforts 
with	the	rest	of	the	world	to	help	close	the	gap	
between	existing	and	attainable	health	status.

Trends

During the 1990s, progress in improving en-
vironmental	health	was	mixed.	The decline in 
childhood	lead	poisoning	in	the	United	States	
represents a public health success.	In	1984,	
between	2	and	3	million	children	aged	6	months	
to	5	years	had	blood	lead	levels	(BLLs)	greater	
than	15	μg/dL,	and	almost	a	quarter	of	a	million	
had	BLLs	above	25	μg/dL,	a	level	which	can	
damage	vital	organs	and	the	brain.	(Blood	levels	
are measured in micrograms of lead found in a 
deciliter	of	blood.)	By	the	early	1990s,	fewer	than	
900,000	children	had	BLLs	above	10μg/dL,	the	
current standard for identifying children at risk. 
This dramatic reduction is the result of research to 
identify persons at risk, professional and pub-
lic	education	campaigns	to	“spread	the	word,”	
broad-based	screening	measures	to	find	those	at	
risk, and effective community efforts to clean up 
problem areas, namely substandard housing units. 
However,	despite	the	success	achieved,	more	
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remains to be done before childhood lead poi-
soning becomes a disease of the past. Although 
childhood lead poisoning occurred in all popu-
lation	groups,	the	risk	was	higher	for	persons	
having	low	income,	living	in	older	housing,	and	
belonging to certain racial and ethic groups. For 
example, among non-Hispanic black children 
living in homes built before 1946, 22 percent had 
elevated BBLs. Because the risk for lead poison-
ing is not spread evenly throughout the popula-
tion, efforts are continuing to identify children 
at risk and assure that they receive preventive 
interventions.

Unfortunately,	not	all	trends	for	environmental	
health issues are as encouraging. Since	the	mid-
1980s,	asthma	rates	in	the	United	States	have	
risen to the level of an epidemic. Asthma and 
other respiratory conditions often are triggered 
or	worsened	by	substances	found	in	the	air,	such	
as tobacco smoke, ozone, and other particles or 
chemicals. Based on existing data, an estimated 
17.3	million	people	in	the	United	States	had	
asthma in 1998,22 including more than 5 million 
children	aged	18	years	and	under.	Between	1980	
and 1993, the overall death rate for asthma in-
creased 52 percent, from 12.8 to 19.5 per million 
population;	for	people	aged	18	years	and	under,	
the death rate increased 67 percent, from 1.8 to 
3.0 per million population. The direct economic 
and health care costs of asthma and other re-
spiratory conditions can be large. In	1990,	the	es-
timated	total	cost	of	asthma	was	$6.2	billion;	the	
total	cost	was	projected	to	rise	to	$14.5	billion	
by the year 2000. The indirect costs of asthma, 
measured in reduced quality of life and lost pro-
ductivity, include the estimated 10 million school 
days each year that children miss. Lost produc-
tivity	from	missed	work	days	of	parents	caring	
for	children	with	asthma	is	estimated	to	be	$1	
billion—not including the cost of lost productiv-
ity	from	adults	with	asthma	who	miss	work.	(See	
Focus	Area	24.	Respiratory	Diseases.)

Although successes in environmental public 
health	are	possible,	they	are	difficult	to	achieve.	
Infectious	and	chemical	agents	still	contami-
nate	food	and	water.	Animals	continue	to	carry	
diseases to human populations, and outbreaks of 
once-common	intestinal	diseases	(for	example,	

typhoid	fever)	although	less	frequent,	still	oc-
cur.	(See	Focus	Area	10.	Food	Safety.)	These	
outbreaks underscore the need to maintain and 
improve	programs	developed	in	the	first	half	
of the 20th century to ensure the safety of food 
and	water.	The	challenge	is	to	retain	these	basic	
capacities	in	the	21st	century,	with	the	added	re-
sponsibilities	for	dealing	with	emerging	hazards.	
The	control	of	well-known	hazards	must	coexist	
with	ongoing	research	and	the	development	of	
strategies and methods to understand and control 
new	hazards.	Another	challenge	is	the	need	to	
help	the	public	understand	the	link	between	hu-
man activity and the destruction of the environ-
ment.

Within	the	United	States,	significant	strides	
toward	a	reduction	in	harmful	air	emissions	
can be achieved by individuals choosing not to 
drive their cars. People need to use public tran-
sit,	walk,	or	bicycle	more	often.	Laws	can	help	
improve	street	and	highway	design	to	facilitate	
pedestrians and bicyclists, and employers can 
embrace telecommuting, but the choice remains 
with	the	individual.	Encouraging	individuals	to	
walk	or	bike	also	reduces	the	problem	of	over-
weight	people	and	obesity,	which	have	risen	to	
alarming	levels	in	the	U.S.	population.

Urban	sprawl	has	become	an	increasingly	im-
portant	concern	in	the	United	States	for	several	
reasons:	increased	outdoor	air	pollution	in	major	
urban areas, reduced quality of life due to the 
loss of free time and the stress of increased com-
muting	time,	and	less	green	space	in	our	major	
metropolitan	areas.	Between	1983	and	1995,	the	
average annual vehicle miles traveled increased 
80 percent. These conditions lead to negative 
health	conditions,	such	as	asthma	and	injuries	
from	road	rage	due	to	traffic-related	stress.	In	
addition,	sprawl	diminishes	the	amount	of	land	
available for prime recreational and agricultural 
uses	and	can	bring	two	land	uses	together	that	
do	not	coexist	well.	Examples	include	when	
new	residential	development	in	an	area	that	was	
previously	agricultural	exposes	new	residents	
to sounds, smells, and substances, such as pesti-
cides,	which	can	pose	a	possible	hazard	to	their	
health.
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On	a	global	scale,	the	U.S.-Mexico	border	area	
illustrates	how	human	activity	can	contribute	to	
damaging the environment, affecting generations 
to come. Over the past 30 years, this region has 
experienced a dramatic surge in population and 
industrialization.	The	region	has	had	great	diffi-
culty	in	supporting	this	growth	and	suffers	from	a	
lack of resources and expertise to properly man-
age	solid	waste,	handle	and	store	pesticides	and	
other	hazardous	materials,	supply	sufficient	drink-
ing	water,	and	support	other	sustainable	develop-
ment efforts. Nations need to make choices about 
how	to	deal	with	such	regions;	offering	technical	
assistance	is	an	option	to	speed	knowledge	trans-
fer and reduce environmental harm.

Disparities

Studies	have	linked	race	and	socioeconomic	
status to increased exposure to environmental 
hazards and information about gene-environment 
interactions	improve	the	ability	to	determine	who	
has increased risk of disease from these expo-
sures. Table 8-A and Table 8-B summarize some 
inequities	in	the	United	States	regarding	exposure	
to selected potential environmental hazards.

Disparities exist in the environmental exposures 
certain populations face and in the health status 
of	these	populations.	For	example,	in	New	York	
City,	African	American,	Hispanic,	and	low-in-
come populations have been found to have hos-
pitalization and death rates from asthma 3 to 5 
times	higher	than	those	for	all	New	York	City	
residents. African American children have been 
found	to	be	3	times	more	likely	than	white	chil-
dren to be hospitalized for asthma and asthma-
related conditions and 4 to 6 times more likely to 
die	from	asthma.		(See	Focus	Area	24.	Respira-
tory	Diseases.)	With	respect	to	BLL,	children	
from certain racial and ethnic groups are dispro-
portionately affected. While there are no studies 
to	show	rural/frontier	dwellers	are	at	increased	
risk	to	exposure	to	contaminated	drinking	water,	
the preponderance of this population depends on 
unregulated	private	wells	for	their	drinking	water.	
The	U.S.	Geological	Survey	(USGS)	reports	that	
42.8	million	persons	in	the	United	States	(17	per-
cent	of	the	total	population)	were	served	by	their	
own	(self-supplied)	water	systems	in	1990.

Opportunities

An	increase	in	public	awareness	of	environmental	
health issues is key to achieving this chapter’s 
goal	and	objectives.	Education—at	all	levels—is	
a cornerstone of broad prevention efforts.

Improving	the	availability	of	environmental	
health	data	also	will	help	meet	the	objectives.	
The	Internet	has	increased	dramatically	access	
to environmental information. Databases, such 
as	Toxnet7	(at	http://sis.nlm.nih.gov/sisl),	Inter-
net	Grateful	Med7	(at	http://igm.nlm.nih.gov),	
and	TRI	(the	Toxic	Release	Inventory	www.epa.
gov/ceisweb1/ceishome/ceisdata/xplor-tri/ex-
plorer.htm),	may	provide	useful	information	about	
environmental hazards or other environmental 
problems in communities to health care providers, 
policymakers,	and	the	public.	Moreover,	better	
dissemination of global environmental health 
information may reduce the occurrence of disease 
or exposure to harmful environmental agents for 
U.S.	citizens	traveling	abroad.

To be successful, programs to improve environ-
mental	health	must	be	based	on	scientific	evi-
dence.	The	complex	relationship	between	human	
health and the acute and long-term effects of 
environmental exposures must be studied so pre-
vention	measures	can	be	developed.	Surveillance	
systems to track exposures to toxic substances 
such as commonly used pesticides and heavy 
metals must be developed and maintained. To the 
extent possible, these systems should use bio-
monitoring	data,	which	provide	measurements	of	
toxic substances in the human body. A mechanism 
is needed for tracking the export of pesticides 
restricted	or	not	registered	for	use	in	the	United	
States.

Environmental hazards are not limited by po-
litical boundaries. Through the year 2010, the 
scope of public and environmental health must be 
global if the Nation is to achieve good health for 
all	Americans.	A	global	scope	will	help	develop	
and	achieve	effective	ways	to	prevent	disease	
worldwide	as	well.	The	United	States	must	work	
with	other	governments,	nongovernmental	orga-
nizations, and international organizations to help 
improve human health on a global scale.

http://sis.nlm.nih.gov/sisl
http://igm.nlm.nih.gov
www.epa.gov/ceisweb1/ceishome/ceisdata/xplor-tri/explorer.htm
www.epa.gov/ceisweb1/ceishome/ceisdata/xplor-tri/explorer.htm
www.epa.gov/ceisweb1/ceishome/ceisdata/xplor-tri/explorer.htm
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1 – AMARILLO 2 – LUBBOCK 3 – ABILENE

GI-2  (Rev. 03-01-06)

4 – DALLAS/FORT WORTH 5 – TYLER 6 – EL PASO

7 – MIDLAND 8 – SAN ANGELO 9 – WACO

10 – BEAUMONT 11 – AUSTIN 12 – HOUSTON

13 – SAN ANTONIO 14 – CORPUS CHRISTI 15 – HARLINGEN

Regional Director - Brad Jones
3918 Canyon Dr.
Amarillo, TX 79109-4933
806/353-9251     FAX: 806/358-9545

Perryton Office
511 South Main, Perryton, TX 79070
806/435-8059       FAX: 806/434-8443

Regional Director - Randy Ammons
3113 34th St.
Lubbock, TX 79410-3227
806/796-7092     FAX: 806/796-7107

Regional Director - Winona Henry
1977 Industrial Blvd.
Abilene, TX 79602-7833
325/698-9674     FAX: 325/692-5869

Regional Director - Frank Espino
2309 Gravel Dr.
Fort Worth, TX 76118-6951
817/588-5800     FAX: 817/588-5700

Stephenville (Confined Animal Feeding Operations)
580-D W. Lingleville Rd., Stephenville, TX 76401
254/965-9200 or 1-800-687-7078

Regional Director - Leroy Biggers
2916 Teague Dr.
Tyler, TX  75701-3734
903/535-5100     FAX: 903/595-1562

Regional Director - Archie Clouse
401 E. Franklin Ave., Ste. 560
El Paso, TX 79901-1212
915/834-4949   FAX: 915/834-4940

Regional Director - Jed Barker
3300 North A St., Bldg. 4-107
Midland, TX 79705-5451
432/570-1359   FAX: 432/570-4795

Regional Director - Ricky Anderson
622 S. Oakes, Ste. K
San Angelo, TX 76903-7035
325/655-9479   FAX: 325/658-5431

Concho Watermaster Office
325/481-8069 or 1-866-314-4894
FAX: 325/658-5431

Regional Director - Anna Dunbar
6801 Sanger Ave., Ste. 2500
Waco, TX 76710-7826
254/751-0335   FAX: 254/772-9241

Regional Director - Georgie Volz
3870 Eastex Fwy.
Beaumont, TX 77703-1830
409/898-3838   FAX: 409/892-2119

Regional Director - Patty Reeh
1921 Cedar Bend Dr., Ste. A150
Austin, TX 78758-5327
512/339-2929   FAX: 512/339-3795

Regional Director - Donna Phillips
5425 Polk St., Ste. H
Houston, TX 77023-1452
713/767-3500   FAX: 713/767-3520

Regional Director - Richard Garcia
14250 Judson Rd.
San Antonio, TX 78233-4480
210/490-3096   FAX: 210/545-4329

South Texas Watermaster Office
210/490-3096       FAX:  210/545-4329
1-800-733-2733

Regional Director - Carlos Rubinstein
1804 West Jefferson Ave.
Harlingen, TX 78550-5247
956/425-6010   FAX: 956/412-5059

Rio Grande Watermaster Office
956/430-6056 or 1-800-609-1219
FAX: 956/430-6052

Eagle Pass Office
1152 Ferry St., Ste. H, Eagle Pass, TX 78852-4367
830/773-5059  FAX: 830/773-4103

Regional Director - Susan Clewis
NRC Bldg., Ste. 1200
6300 Ocean Dr., Unit 5839
Corpus Christi, TX 78412-5839
361/825-3100   FAX: 361/825-3101

Regional Director - Carlos Rubinstein
707 East Calton Rd., Ste. 304
Laredo, TX 78041-3887
956/791-6611   FAX: 956/791-6716

TEXAS COMMISSION ON ENVIRONMENTAL QUALITY (TCEQ)
P.O. Box 13087 • Austin, Texas 78711-3087 • 512/239-1000

REGIONAL OFFICES

TCEQ rules, publications, agendas and highlights of Commission meetings and other environmental
information are available from the convenience of your computer by accessing the TCEQ World Wide
Web Home Page over the Internet at: www.tceq.state.tx.us

16  – LAREDO
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TCEQ REGIONS
(including counties in each region)

Region 1 - Amarillo
806/353-9251

Region 3 - Abilene
325/698-9674

Region 2 - Lubbock
806/796-7092

Region 6 - El Paso
915/834-4949

Region 8 - San Angelo
325/655-9479

Region 7 - Midland
432/570-1359

Region 12 - Houston
713/767-3500

Region 13 - San Antonio
210/490-3096

Region 14 - Corpus Christi
361/825-3100

Region 15 - Harlingen
956/425-6010

Region 5 - Tyler
903/535-5100

Region 4 - DFW
817/588-5800

Johnson
Kaufman
Navarro
Palo Pinto
Parker
Rockwall
Somervell
Tarrant
Wise

Region 10 - Beaumont
409/898-3838

Region 9 - Waco
254/751-0335

Hemphill
Hutchinson
Lipscomb
Moore
Ochiltree
Oldham
Parmer
Potter
Randall
Roberts
Sherman
Swisher
Wheeler

Anderson
Bowie
Camp
Cherokee
Cass
Delta
Franklin
Gregg
Harrison
Henderson
Hopkins
Lamar

Collin
Cooke
Dallas
Denton
Ellis
Erath
Fannin
Grayson
Hood
Hunt

Archer
Baylor
Brown
Callahan
Clay
Coleman
Comanche
Cottle
Eastland
Fisher
Foard
Hardeman
Haskell
Jack
Jones

Kent
Knox
Mitchell
Montague
Nolan
Runnels
Scurry
Shackelford
Stephens
Stonewall
Taylor
Throckmorton
Wichita
Wilbarger
Young

Bailey
Cochran
Crosby
Dickens
Floyd
Garza
Hale
Hockley

King
Lamb
Lubbock
Lynn
Motley
Terry
Yoakum

Armstrong
Briscoe
Carson
Castro
Childress
Collingsworth
Dallam
Deaf Smith
Donley
Gray
Hall
Hansford
Hartley

Brewster
Culberson
El Paso

Hudspeth
Jeff Davis
Presidio

Coke
Concho
Crockett
Irion
Kimble
Mason
McCulloch

Menard
Reagan
Schleicher
Sterling
Sutton
Tom Green

Martin
Midland
Pecos
Reeves
Terrell
Upton
Ward
Winkler

Andrews
Borden
Crane
Dawson
Ector
Gaines
Glasscock
Howard
Loving

Bell
Bosque
Brazos
Burleson
Coryell
Falls
Freestone
Grimes
Hamilton
Hill

Limestone
Lampasas
Leon
Madison
McLennan
Milam
Mills
Robertson
San Saba
Washington

Angelina
Hardin
Houston
Jasper
Jefferson
Nacogdoches
Newton
Orange

Polk
Sabine
San Augustine
San Jacinto
Shelby
Trinity
Tyler

Brooks
Cameron
Hidalgo
Jim Hogg

Kenedy
Starr
Willacy

Aransas
Bee
Calhoun
De Witt
Goliad
Gonzales
Jackson
Jim Wells

Kleberg
Lavaca
Live Oak
Nueces
Refugio
San Patricio
Victoria

Atascosa
Bandera
Bexar
Comal
Edwards
Frio
Gillespie
Guadalupe

Karnes
Kendall
Kerr
Medina
Real
Uvalde
Wilson

Austin
Brazoria
Chambers
Colorado
Fort Bend
Galveston

Harris
Liberty
Matagorda
Montgomery
Walker
Waller
Wharton

Region 11 - Austin
512/339-2929

Hays
Lee
Llano
Travis
Williamson

Bastrop
Blanco
Burnet
Caldwell
Fayette

Region 16 - Laredo
956/791-6611

Dimmit
Duval
Kinney
La Salle
Maverick

McMullen
Val Verde
Webb
Zapata
Zavala

Marion
Morris
Panola
Rains
Red River
Rusk
Smith
Titus
Upshur
Van Zandt
Wood



185                      

H
ea

lth

1

United States
Environmental Protection
Agency

Office of Policy, Planning
and Evaluation
(2111)

EPA 230-F-97-008qq
September 1997

The earth’s climate is predicted to change because human
activities are altering the chemical composition of the atmosphere
through the buildup of greenhouse gases — primarily carbon
dioxide, methane, nitrous oxide, and chlorofluorocarbons. The
heat-trapping property of these greenhouse gases is undisputed.
Although	there	is	uncertainty	about	exactly	how	and	when	the
earth’s	climate	will	respond	to	enhanced	concentrations	of
greenhouse gases, observations indicate that detectable changes
are	under	way.	There	most	likely	will	be	increases	in	temperature
and	changes	in	precipitation,	soil	moisture,	and	sea	level,	which
could	have	adverse	effects	on	many	ecological	systems,	as	well
as on human health and the economy.

The Climate System
Energy	from	the	sun	drives	the	earth’s	weather	and	climate.
Atmospheric	greenhouse	gases	(water	vapor,	carbon	dioxide,
and	other	gases)	trap	some	of	the	energy	from	the	sun,	creating
a	natural	“greenhouse	effect.”	Without	this	effect,	temperatures
would	be	much	lower	than	they	are	now,	and	life	as	known	today
would	not	be	possible.	Instead,	thanks	to	greenhouse	gases,	the
earth’s	average	temperature	is	a	more	hospitable	60°F.	However,
problems	arise	when	the	greenhouse	effect	is	enhanced by
human-generated emissions of greenhouse gases.

Global	warming	would	do	more	than	add	a	few	degrees	to	today’s
average	temperatures.	Cold	spells	still	would	occur	in	winter,	but
heat	waves	would	be	more	common.	Some	places	would	be	drier,
others	wetter.	Perhaps	more	important,	more	precipitation	may
come	in	short,	intense	bursts	(e.g.,	more	than	2	inches	of	rain
in	a	day),	which	could	lead	to	more	flooding.	Sea	levels	would
be	higher	than	they	would	have	been	without	global	warming,
although the actual changes may vary from place to place because
coastal lands are themselves sinking or rising.

And Texas

Emissions Of Greenhouse Gases
Since	the	beginning	of	the	industrial	revolution,	human	activities
have been adding measurably to natural background levels of
greenhouse gases. The burning of fossil fuels — coal, oil, and
natural gas — for energy is the primary source of emissions.
Energy burned to run cars and trucks, heat homes and businesses,
and	power	factories	is	responsible	for	about	80%	of	global
carbon	dioxide	emissions,	about	25%	of	U.S.	methane	emissions,
and	about	20%	of	global	nitrous	oxide	emissions.	Increased
agriculture and deforestation, landfills, and industrial production
and	mining	also	contribute	a	significant	share	of	emissions.	In
1994,	the	United	States	emitted	about	one-fifth	of	total	global
greenhouse gases.

Concentrations Of Greenhouse Gases
Since	the	pre-industrial	era,	atmospheric	concentrations	of	carbon
dioxide have increased nearly 30%, methane concentrations have
more than doubled, and nitrous oxide concentrations have risen
by about 15%. These increases have enhanced the heat-trapping
capability	of	the	earth’s	atmosphere.	Sulfate	aerosols,	common
air pollutants, cool the atmosphere by reflecting incoming solar
radiation.	However,	sulfates	are	short-lived	and	vary	regionally.

Although many greenhouse gases already are present in the
atmosphere, oceans, and vegetation, their concentrations in the
future	will	depend	in	part	on	present	and	future	emissions.
Estimating	future	emissions	is	difficult,	because	they	will	depend
on demographic, economic, technological, policy, and institu-
tional	developments.	Several	emissions	scenarios	have	been
developed	based	on	differing	projections	of	these	underlying
factors. For example, by 2100, in the absence of emissions
control	policies,	carbon	dioxide	concentrations	are	projected	to
be 30-150% higher than today’s levels.

Current Climatic Changes
Global mean surface temperatures have increased 0.6-1.2°F
between	1890	and	1996.	The	9	warmest	years	in	this	century	all
have occurred in the last 14 years.

Several	pieces	of	additional	evidence	consistent	with	warming,
such	as	a	decrease	in	Northern	Hemisphere	snow	cover,	a
decrease	in	Arctic	Sea	ice,	and	continued	melting	of	alpine
glaciers, have been corroborated. Globally, sea levels have risen
4-10 inches over the past century, and precipitation over land has
increased slightly. The frequency of extreme rainfall events also
has	increased	throughout	much	of	the	United	States.

Climate ChangeEPA

The Greenhouse Effect

Source: U.S. Department of State (1992)

Most radiation is absorbed by
the earth’s surface and warms it

Some of the infrared radiation passes
through the atmosphere, and some is
absorbed and re-emitted in all
directions by greenhouse gas
molecules. The effect of this is to warm
the earth’s surface and the lower
atmosphere.Solar

radiation
passes
through
the clear
atmosphere

Most radiation is absorbed by
the earth’s surface and warms it

Some solar radiation
is reflected by the

earth and the
atmosphere

Infrared radiation is emitted
from the earth’s surface
Infrared radiation is emitted
from the earth’s surface

Source:  yosemite.epa.gov/OAR/globalwarming.nsf/UniqueKeyLookup/SHSU5BWHN8/
$FILE/tx_impct.pdf
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Global Temperature Changes (1861–1996)

Source: IPCC (1995), updated

A	new	international	scientific	assessment	by	the	Intergovern-
mental Panel on Climate Change recently concluded that “the
balance of evidence suggests a discernible human influence
on global climate.”

Future Climatic Changes
For a given concentration of greenhouse gases, the resulting
increase in the atmosphere’s heat-trapping ability can be pre-
dicted	with	precision,	but	the	resulting	impact	on	climate	is	more
uncertain.	The	climate	system	is	complex	and	dynamic,	with
constant	interaction	between	the	atmosphere,	land,	ice,	and
oceans. Further, humans have never experienced such a rapid rise
in	greenhouse	gases.	In	effect,	a	large	and	uncontrolled	planet-
wide	experiment	is	being	conducted.

General circulation models are complex computer simulations
that	describe	the	circulation	of	air	and	ocean	currents	and	how
energy	is	transported	within	the	climate	system.	While	uncertain-
ties	remain,	these	models	are	a	powerful	tool	for	studying
climate.	Scientists	are	reasonably	confident	about	the	ability	of
models to characterize future climate at continental scales.

Recent model calculations suggest that the global surface temper-
ature	could	increase	an	average	of	1.6-6.3°F	by	2100,	with	signif-
icant	regional	variation.	These	temperature	changes	would	be	far
greater	than	recent	natural	fluctuations,	and	they	would	occur
significantly	faster	than	any	known	changes	in	the	last	10,000
years.	The	United	States	is	projected	to	warm	more	than	the
global	average,	especially	as	fewer	sulfate	aerosols	are	produced.

The	models	suggest	that	the	rate	of	evaporation	will	increase	as
the	climate	warms,	which	will	increase	average	global	precipita-
tion. They also suggest increased frequency of intense rainfall as
well	as	a	marked	decrease	in	soil	moisture	over	some	mid-
continental	regions	during	the	summer.	Sea	level	is	projected	to
increase by 6-38 inches by 2100.

Calculations of regional climate change are much less reliable
than	global	ones,	and	it	is	unclear	whether	regional	climate	will
become more variable. The frequency and intensity of some

Precipitation Trends From 1900 To Present

Source: Karl et al. (1996)

Local Climate Changes
Over the last century, the average annual temperature in
San	Antonio,	Texas,	has	decreased	0.5°F,	and	precipitation	has
decreased by up to 20% in some parts of the state.

Over the next century, climate in Texas could experience addi-
tional	changes.	For	example,	based	on	projections	made	by	the
Intergovernmental	Panel	on	Climate	Change	and	results	from	the
United	Kingdom	Hadley	Centre’s	climate	model	(HadCM2),	a
model that accounts for both greenhouse gases and aerosols, by
2100 temperatures in Texas could increase by about 3°F in spring
(with	a	range	of	1-6°F)	and	about	4°F	in	other	seasons	(with	a
range	of	1-9°F).	Precipitation	is	estimated	to	decrease	by	5-30%
in	winter	and	increase	by	about	10%	in	the	other	seasons.
Increases	in	summer	could	be	slightly	larger	(up	to	30%)	than	in
spring	and	fall.	Other	climate	models	may	show	different	results.
The	amount	of	precipitation	on	extreme	wet	or	snowy	days	in
winter	is	likely	to	decrease,	and	the	amount	of	precipitation	on
extreme	wet	days	in	summer	is	likely	to	increase.	The	frequency
of	extreme	hot	days	in	summer	would	increase	because	of	the
general	warming	trend.	It	is	not	clear	how	severe	storms	such	as
hurricanes	would	change.

Climate Change Impacts
Global climate change poses risks to human health and to
terrestrial	and	aquatic	ecosystems.	Important	economic	resources
such	as	agriculture,	forestry,	fisheries,	and	water	resources	also
may be affected. Warmer temperatures, more severe droughts and
floods,	and	sea	level	rise	could	have	a	wide	range	of	impacts.	All
these stresses can add to existing stresses on resources caused by
other	influences	such	as	population	growth,	land-use	changes,
and pollution.

Similar	temperature	changes	have	occurred	in	the	past,	but	the
previous changes took place over centuries or millennia instead

extreme	weather	of	critical	importance	to	ecological	systems
(droughts,	floods,	frosts,	cloudiness,	the	frequency	of	hot	or	cold
spells,	and	the	intensity	of	associated	fire	and	pest	outbreaks)
could increase.
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of decades. The ability of some plants and animals to migrate and
adapt	appears	to	be	much	slower	than	the	predicted	rate	of
climate change.

Human Health
Higher	temperatures	and	increased	frequency	of	heat	waves	may
increase the number of heat-related deaths and the incidence of
heat-related	illnesses.	Texas,	with	its	intense	heat	waves,	could
be especially susceptible.

In	Dallas,	one	study	projects	that	by	2050	heat-related	deaths
during a typical summer could triple, from about 35 heat-related
deaths	per	summer	to	over	100	(although	increased	air	condition-
ing	use	may	not	have	been	fully	accounted	for).	Winter-related
deaths are expected to change very little. The elderly, particularly
those living alone, are at greatest risk.

Climate change could increase concentrations of ground-level
ozone. Currently, ground-level ozone concentrations exceed
national ozone health standards in some areas across the state.
The	Houston-Galveston	area	is	classified	as	a	“severe”
nonattainment area, and the El Paso area is classified as in
“serious”	non-attainment.	Ground-level	ozone	has	been	shown	to
aggravate respiratory illnesses such as asthma, reduce existing
lung	function,	and	induce	respiratory	inflammation.	In	addition,
ambient ozone reduces crop yields and impairs ecosystem health.
Air	pollution	also	is	made	worse	by	increases	in	natural	hydrocar-
bon	emissions	during	hot	weather.	If	a	warmed	climate	causes
increased use of air conditioners, air pollutant emissions from
power	plants	also	will	increase.

Warming and other climate changes may expand the habitat
and infectivity of disease-carrying insects, thus increasing the
potential for transmission of diseases such as malaria and
dengue	(“break	bone”)	fever.	Recently	reported	cases	of
malaria and dengue fever in Texas demonstrate the continued
risk	of	these	diseases.	If	conditions	become	warmer	and	wetter,
mosquito populations could increase, thereby increasing the risk
of transmission.

In	addition,	warmer	seas	could	contribute	to	the	increased
intensity, duration, and extent of harmful algal blooms. These
blooms damage habitat and shellfish nurseries and can be toxic
to	humans.	About	two-thirds	of	the	Texas	coastline	was	closed
to shellfish harvesting in 1996 because of contamination by an
unusually	large	bloom	of	marine	algae,	or	“red	tide.”	Consump-
tion of contaminated shellfish can cause neurotoxic shellfish
poisoning. Warming in the Caribbean may have contributed to
this	problem;	future	warming	combined	with	local	pollution	most
likely	would	continue	to	damage	fish	and	shellfish	and	thus	affect
human health.

Coastal Areas
Sea	level	rise	could	lead	to	flooding	of	low-lying	property,	loss
of	coastal	wetlands,	erosion	of	beaches,	saltwater	contamination
of	drinking	water,	and	decreased	longevity	of	low-lying	roads,

causeways,	and	bridges.	In	addition,	sea	level	rise	could
increase the vulnerability of coastal areas to storms and
associated flooding.

The Texas coastline is over 1,400 miles long. The coastline is
composed	of	wind	tidal	flats,	sandy	marshes,	salt	marshes,	and
beaches.	The	Laguna	Madre	has	over	350	square	miles	of	wind
tidal flats that provide nesting areas or rookeries for sea birds.
The sandy marsh shoreline provides critical habitat for shore-
birds,	wading	birds,	endangered	brown	pelicans,	and	other	birds.
About	75%	of	the	ducks	and	geese	found	in	the	United	States
move	through	the	Texas	coastal	wetlands.	The	salt	marshes
provide a home for oysters and clams, and serve as nursery
grounds for young shrimp, crab, and fish. These marshes
protect the shorelines from erosion and also act as a purification
system	by	filtering	out	many	pollutants	added	to	the	waters	by
human activities.

At Galveston, sea level already is rising by 25 inches per century,
and	it	is	likely	to	rise	another	38	inches	by	2100.	Brown	shrimp
catch	in	the	U.S.	Gulf	Coast	could	fall	25%	with	only	a	10-inch
rise in sea level. Possible responses to sea level rise include
building	walls	to	hold	back	the	sea,	allowing	the	sea	to	advance
and adapting to it, and raising the land. Each of these responses
will	be	costly,	either	in	out-of-pocket	costs	or	in	lost	land	and
structures. For example, the cumulative cost of sand replenish-
ment to protect the coast of Texas from a 20-inch sea level rise
by	2100	is	estimated	at	$4.2-$12.8	billion.

Water Resources
Water	resources	are	affected	by	changes	in	precipitation	as	well
as	by	temperature,	humidity,	wind,	and	sunshine.	Changes	in
streamflow	tend	to	magnify	changes	in	precipitation.	Water
resources in drier climates tend to be more sensitive to climate
changes.	Because	evaporation	is	likely	to	increase	with	warmer
climate,	it	could	result	in	lower	river	flow	and	lower	lake	levels,
particularly	in	the	summer.	If	streamflow	and	lake	levels	drop,
groundwater	also	could	be	reduced.	In	addition,	more	intense
precipitation could increase flooding.

Several	major	river	basins	lie	in	part,	or	entirely,	within	Texas.
Most	of	the	state	is	drained	by	several	south-flowing	rivers,
including	the	Neches,	Trinity,	Brazos,	Colorado,	San	Antonio,
and Nueces. Western Texas drains into the Rio Grande or its
major	tributary,	the	Pecos	River.	Unless	increased	temperatures
are	coupled	with	a	strong	increase	in	rainfall,	water	could	become
more	scarce.	A	warmer	and	drier	climate	would	lead	to	greater
evaporation,	as	much	as	a	35%	decrease	in	streamflow,	and	less
water	for	recharging	groundwater	aquifers.	Increased	rainfall
could mitigate these effects, but also could contribute to localized
flooding. Additionally, climate change could give rise to more
frequent and intense rainfall, resulting in flash flooding.

Agriculture
The mix of crop and livestock production in a state is influenced
by	climatic	conditions	and	water	availability.	As	climate	warms,
production	patterns	could	shift	northward.	Increases	in	climate
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For further information about the potential impacts of climate
change, contact the Climate and Policy Assessment Division
(2174), U.S. EPA, 401 M Street SW, Washington, DC 20460.

Changes In Agricultural Yield And Production

Source: Mendelsohn and Neumann (in press); McCarl (personal
communication)

variability could make adaptation by farmers more difficult.
Warmer climates and less soil moisture due to increased evapora-
tion	may	increase	the	need	for	irrigation.	However,	these	same
conditions	could	decrease	water	supplies,	which	also	may	be
needed by natural ecosystems, urban populations, industry, and
other sectors.

Understandably,	most	studies	have	not	fully	accounted	for
changes	in	climate	variability,	water	availability,	and	imperfect
responses	by	farmers	to	changing	climate.	Including	these	factors
could change modeling results substantially. Analyses that
assume changes in average climate and effective adaptation by
farmers	suggest	that	aggregate	U.S.	food	production	would	not	be
harmed, although there may be significant regional changes.

In	Texas,	agriculture	is	a	$12.6	billion	annual	industry,	two-thirds
of	which	comes	from	livestock,	especially	cattle.	About	25%	of
the	crop	acreage	is	irrigated.	The	major	crops	in	the	state	are
cotton,	wheat,	and	sorghum.	Climate	change	could	reduce	cotton
and	sorghum	yields	by	2-15%	and	wheat	yields	by	43-68%,
leading to changes in acres farmed and production. For example,
cotton	yields	could	fall	while	production	rises	because	of	an
increase	in	cotton	acres	farmed.	Irrigated	acreage	could	decline
slightly	because	of	decreased	water	availability.

Forests
Trees and forests are adapted to specific climate conditions, and
as	climate	warms,	forests	will	change.	These	changes	could
include changes in species, geographic range, and health and
productivity.	If	conditions	also	become	drier,	the	current	range
of forests could be reduced and replaced by grasslands and
pasture.	Even	a	warmer	and	wetter	climate	could	lead	to	changes;
trees	that	are	better	adapted	to	warmer	conditions,	such	as
southern	pines,	would	spread.	Under	these	conditions,	forests
could become more dense. These changes could occur during the
lifetimes of today’s children, particularly if change is accel-
erated	by	other	stresses	such	as	fire,	pests,	and	diseases.	Some	of
these	stresses	would	themselves	be	worsened	by	a	warmer	and
drier climate.

With changes in climate, the extent and density of forested areas
in east Texas could change little or decline by 50-70%. Hotter,
drier	weather	could	increase	wildfires	and	the	susceptibility	of
pine	forests	to	pine	bark	beetles	and	other	pests,	which	would
reduce forests and expand grasslands and arid shrublands. With
increased	rainfall,	however,	these	effects	could	be	less	severe.	In
some	areas,	the	types	of	trees	dominating	Texas	forests	would
change;	for	example,	longleaf	and	slash	pine	densities	could
increase in the deciduous forests of east Texas.

Ecosystems
The	vast	area	within	Texas	includes	a	great	diversity	of	ecosys-
tems, from forests to grasslands to semiarid shrublands to
extensive	coastal	and	inland	wetlands.	In	Texas,	climate	change
could	weaken	and	stress	trees,	making	them	more	susceptible	to
pine	bark	beetle	outbreaks.	Semi-arid	grasslands	and	shrublands
are very sensitive to changes in rainfall season and in the amount
of	rainfall,	and	could	be	affected	adversely	by	warmer,	drier
conditions.

The Balcones Canyonlands National Wildlife Refuge in central
Texas	provides	nesting	grounds	for	the	golden-cheeked	warbler
and	the	black-capped	vireo,	two	endangered	songbirds.	Warmer
and drier conditions could reduce critical habitat in the refuge
and further stress sensitive plant and animal populations. The
coastal	wetlands,	which	support	important	fisheries	and	provide
vital	wildlife	habitat,	are	also	vulnerable	to	climate	change.	For
example, Brazoria National Wildlife Refuge, a 43,388 acre
coastal estuarine and coastal prairie habitat on the Gulf Coast,
provides	winter	habitat	for	30,000-40,000	ducks	and	40,000
snow	geese.	The	refuge	also	contains	about	4,000	acres	of	native
coastal bluestem prairie. Changes in rainfall and runoff from
upland regions could adversely affect sensitive coastal systems,
and	sea	level	rise	would	accelerate	loss	of	wetlands	and	estuaries,
eliminating breeding and foraging habitat for commercial, game,
and threatened and endangered species.

Changes In Forest Cover
Current +10°F, +13% Precipitation

Source: VEMAP Participants (1995); Neilson (1995)
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IMMUNIZATIONS AND INFEC-
TIOUS DISEASES

Overview

Infectious	diseases	remain	major	causes	of	illness,	
disability,	and	death.	Moreover,	new	infectious	
agents and diseases are being detected, and some 
diseases considered under control have reemerged 
in	recent	years.	In	addition,	antimicrobial	resis-
tance is evolving rapidly in a variety of hospital- 
and community-acquired infections. These trends 
suggest that many challenges still exist in the 
prevention and control of infectious diseases.

Issues

Between	1980	and	1992,	the	number	of	deaths	
from infectious diseases rose 58 percent in the 
United	States.	Even	when	human	immunode-
ficiency	virus	(HIV)-associated	diagnoses	are	
removed, deaths from infectious diseases still 
increased	22	percent	during	this	period.	(See	Fo-
cus	Area	13.	HIV.)	Considered as a group, three 
infectious	diseases—pneumonia,	influenza,	and	
HIV	infection—constituted	the	fifth	leading	cause	
of	death	in	the	United	States	in	1997.

The direct and indirect costs of infectious diseases 
are	significant.	Every hospital-acquired infec-
tion	adds	an	average	of	$2,100	to	a	hospital	bill.	
Bloodstream infections result in an average of 
$3,517	in	additional	hospital	charges	per	infected	
patient because the patient stay averages an ad-
ditional 7 days. A typical case of Lyme disease 
diagnosed	in	the	early	stages	incurs	about	$174	in	
direct medical treatment costs. Delayed diagnosis 
and	treatment,	however,	can	result	in	complica-
tions	that	cost	from	$2,228	to	$6,724	per	patient	
in	direct	medical	costs	in	the	first	year	alone.

Infectious	diseases	also	must	be	considered	in	a	
global	context.	Increases	in	international	travel,	
importation of foods, inappropriate use of antibi-
otics on humans and animals, and environmental 
changes	multiply	the	potential	for	worldwide	epi-
demics	of	all	types	of	infectious	diseases.	Inter-
national cooperation and collaboration on disease 
surveillance, response, research, and training 

are essential to 
prevent or control 
these epidemics. 
Actions taken to 
improve health 
in one country 
affect the health 
of	people	world-
wide.

Vaccines. Vac-
cines	are	biological	substances	that	interact	with	
the person’s immune system to produce an im-
mune response identical to that produced by the 
natural infection.

Vaccines can prevent the debilitating and, in some 
cases, fatal effects of infectious diseases. Vaccines 
help to eliminate the illness and disability of po-
lio,	measles,	and	rubella.	However,	the	organisms	
that cause these diseases have not disappeared. 
Rather,	they	have	receded	and	will	reemerge	if	the	
vaccination coverage drops. The serious health 
burden	of	vaccine-preventable	diseases	(VPDs)	
is evident from the measles resurgence of 1989 to 
1991, resulting in more than 55,000 cases, 11,000 
hospitalizations,	120	deaths,	and	$100	million	in	
direct medical care costs.

Vaccines protect more than the vaccinated indi-
vidual. They also protect society. When vaccina-
tion	levels	in	a	community	are	high,	the	few	who	
cannot be vaccinated—such as young children 
and	persons	with	contraindications	to	vaccina-
tion—often are indirectly protected because of 
group	immunity	(in	other	words,	they	live	among	
vaccinated	persons	who	may	offer	protection	
from	exposure	to	disease).

Vaccines	provide	significant	cost	benefits.	Three	
childhood vaccines—diphtheria, tetanus toxoids, 
and	acellular	pertussis	vaccine	(DTaP);	measles,	
mumps,	and	rubella	vaccine	(MMR);	and	Hae-
mophilus	influenzae	type	b	(Hib)	vaccine—result	
in substantial direct medical savings for each 
dollar spent to vaccinate children against these 
diseases. Varicella vaccine saves roughly 90 cents 
in direct medical costs for every dollar invested. 
Consideration of indirect savings—prevention of 
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work	loss	by	parents	to	care	for	ill	children,	pre-
vention of death and therefore lost earnings from 
disability—shows	that	vaccines	routinely	rec-
ommended for children are highly cost saving. 
Savings	range	from	$24	for	every	dollar	spent	on	
DTaP	to	$2	for	the	more	recently	approved	Hib	
vaccine.

Trends

Significant	progress	has	been	made	in	reducing	
indigenous	(not	imported)	cases	of	VPDs.	The	
occurrence of many VPDs is at or near record-
low	levels.	Most	diseases	have	been	reduced	
by more than 95 percent from peak prevaccine 
levels.

In	1998,	overall	vaccination	coverage	for	chil-
dren	aged	19	to	35	months	was	at	record-high	
levels.	Antigen-specific	rates	have	shown	strik-
ing progress since 1992. For example, cover-
age for three or more doses of polio vaccine 
increased from 72 percent to 91 percent, and 
coverage for three or more doses of Hib vaccine 
increased	from	28	percent	to	93	percent.	Signifi-
cant	achievements	also	were	made	among	racial	
and ethnic groups in that most of the 1996 goals 
for	the	Childhood	Immunization	Initiative	were	
met	for	individual	vaccines.	Since	1989,	vac-
cination requirements have been expanded for 
schools and day care settings. As of the 1998-
99	school	year,	all	States	required	vaccination	
against	diphtheria,	measles,	and	polio.	Similarly,	
all	States	and	the	District	of	Columbia	now	re-

quire vaccination for day care.

In	1996,	a	vaccine	against	hepatitis	A	virus	
(HAV)	was	licensed	that	has	the	potential	to	
reduce	the	health	burden	of	this	disease	as	well.	
The	vaccine	is	now	recommended	primarily	for	
high-risk groups. To decrease hepatitis A virus 
transmission,	universal	vaccination	was	recom-
mended	in	1999	for	children	who	lived	in	States	
where	the	rate	of	new	cases	was	greater	than	two	
times the national average.

Financing for childhood vaccinations has im-
proved	significantly	as	a	result	of	two	initia-
tives—Vaccines for Children and the Children’s 
Health	Insurance	Program	that	cover	children	on	
Medicaid,	uninsured	children,	and	Native	Ameri-
can	and	Alaskan	Native	children.	Underinsured	
children	who	receive	vaccinations	at	Federal	and	
rural health clinics also are covered. Because 
they promote free vaccines for children, these 
programs eliminate vaccine cost as a barrier to 
childhood vaccination. Also, the Public Health 
Service	Act,	Section	317	immunization	grant	
program	and	State	funds	provide	free	vaccines	
for children not covered by other programs.

Adult vaccination rates continued to increase 
over	the	decade.	Influenza	vaccine	coverage	
rates	were	up	from	33	percent	in	1989	to	63	per-
cent in 1997, and pneumococcal vaccine cover-
age	rates	were	up	from	15	percent	to	43	percent.	
Despite these increases, coverage rates for cer-
tain racial and ethnic groups remain substantially 
below	the	general	population.

Invasive	diseases	invade	the	bloodstream	and	
cause distant infection. The most common types 
of invasive disease caused by Haemophilyus 
influenzae	type	b	(Hib)	are	meningitis,	epiglot-
titis, pneumonia, certain types of arthritis, and 
cellulitis.	Conjugate	vaccines—licensed	in	1990	
for use beginning at age 2 months—are highly 
effective in protecting against Hib meningitis 
and other invasive diseases caused by Hib. These 
vaccines also interrupt spread of the disease-
causing organism by affecting the organism’s 
nasopharyngeal	colonization.	New	cases	of	Hib	
meningitis declined by 96 percent from 1987 to 
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1995. During that period, bacterial meningitis 
caused	by	one	of	the	five	leading	agents	(Hae-
mophilus	influenzae,	Streptococcus	pneumoniae,	
Neisseria	meningitidis,	group	B	Streptococcus	
[GBS],	and	Listeria	monocytogenes)	fell	by	55	
percent.	Bacterial	meningitis	was	traditionally	
a	disease	of	childhood,	infecting	children	with	
a	median	age	of	15	months	in	1986.17	Follow-
ing the dramatic reduction in Hib meningitis, 
which	primarily	occurs	among	children	under	
age	2	years,	the	median	age	of	persons	with	the	
disease shifted to 25 years in 1995. The success 
of	conjugate	vaccines	against	Hib	disease	has	
stimulated	efforts	to	develop	conjugate	vaccines	
for	other	pathogens,	including	Streptococcus	
pneumoniae,	Neisseria	meningitidis,	and	GBS.	
Conjugate	vaccines	against	these	three	agents	
are being tested in clinical trials. The success of 
bacterial meningitis vaccines suggests compa-
rable results may be achieved for other causes 
of meningitis, sepsis, and pneumonia as their 
conjugate	vaccines	become	used	more	routinely	
in target populations.

Disparities

The	updated	Preventing	Emerging	Infectious	
Diseases:	A	Strategy	for	the	21st	Century	focuses	
on certain emerging infectious disease issues and 
on particular groups of people at risk. Historical-
ly,	childhood	vaccination	rates	have	been	lower	
in certain racial and ethnic populations, com-
pared	to	the	white	population.	Vaccination	rates	
for preschool children in racial and ethnic groups 
with	lower	vaccination	rates,	however,	have	been	

increasing	at	a	more	rapid	rate,	significantly	nar-
rowing	the	gap.

Efforts	need	to	be	intensified,	particularly	to	in-
crease vaccination coverage for children living in 
poverty.	Substantial	numbers	of	undervaccinated	
children remain in some areas, particularly the 
large	urban	areas	with	traditionally	underserved	
populations, creating great concern because of 
the potential for outbreaks of disease.
In	addition	to	very	young	children,	many	adults	
are at increased risk for VPDs. Vaccination 
against	pneumococcal	infections	and	influenza	
among persons aged 65 years and over has in-
creased slightly for African Americans and His-
panics.	The	coverage	in	these	groups,	however,	
remains	substantially	below	the	general	popula-
tion.	For	example,	influenza	vaccination	rates	for	
whites	were	66	percent	in	1997,	while	for	Afri-
can	Americans	and	Hispanics,	rates	were	only	45	
and	53	percent,	respectively.	In	September	1997,	
the Department of Health and Human 
Services	approved	a	plan	to	improve	adult	vacci-
nation rates and reduce disparities among racial 
and ethnic groups. The elimination of dispari-
ties,	however,		may	require	further	interventions	
in particular geographic, cultural, or racial and 
ethnic populations.

Opportunities

A coordinated strategy is necessary to under-
stand, detect, control, and prevent infectious 
diseases.	Such	a	strategy	will	protect	the	gains	
achieved in life expectancy in the 20th century 
resulting from control and prevention of infec-
tious diseases and ensure further improvements 
in the 21st century.

Priority issues include antimicrobial resistance, 
foodborne	and	waterborne	diseases,	vector-borne	
and zoonotic diseases, diseases transmitted 
through transfusion of blood or blood prod-
ucts, and vaccine development and use.	Some	
of	these	diseases	and	pathogens	were	unknown	
20 years ago. Others are reemergent problems 
once thought under control. At-risk populations 
include	persons	with	impaired	host	defenses;	
pregnant	women	and	newborns;	travelers,	im-
migrants,	and	refugees;	older	adults;	or	other	

Immunization coverage, United States, 1991–98 
 

 
 

* Four or more doses of diphtheria/tetanus/acellular pertussis (DTaP) vaccine, three or more doses of 

polio vaccine, one or more dose of measles/mumps/rubella (MMR) vaccine, three or more doses of 
Haemophilus influenzae type b (Hib) vaccine, and three or more doses of hepatitis B (Hep B) vaccine. 

 
Sources:  Centers for Disease Control and Prevention, National Center for Health Statistics and National 
Immunization Program. National Immunization Survey. 1996–98.  Centers for Disease Control and 
Prevention, National Center for Health Statistics. National Health Interview Survey. 1991–98. 
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persons	identified	by	the	Advisory	Committee	
on	Immunization	Practices	(ACIP).

The	major	strategies	to	protect	people	from	
VPDs	are	the	following:

Improving	the	quality	and	quantity	of	vac-
cination delivery services.
Minimizing	financial	burdens	for	needy	
persons.
Increasing	community	participation,	educa-
tion, and partnership.
Improving	monitoring	of	disease	and	vac-
cination coverage.
Developing	new	or	improved	vaccines	and	
improving vaccine use.

These strategies include a broad range of in-
terventions for children, such as entry require-
ments for school and promoting the Vaccines 
for	Children	and	Children’s	Health	Insurance	
Program,	in	which	eligible	children	are	vac-
cinated in their medical home. Assessment 
of vaccination coverage of persons served at 
individual	clinics	and	provider	offices	with	
feedback of the results to the individual provid-
ers to guide them in improving performance 
also is important. The exchange of informa-
tion on coverage assessment among colleagues 
stimulates a friendly competition to achieve 
better vaccination levels. Populations at risk of 
undervaccination can be reached through link-
ages	with	other	programs,	including	Women,	
Infants,	and	Children	(WIC)	services.	State	and	
local registries that enroll children and record 

•

•

•

•

•

their vaccinations are valuable tools for helping 
parents and providers to identify immunization 
needs of individual children, assessing coverage 
in individual practices, and generating commu-
nitywide	estimates.

In	the	United	States,	most	VPDs	occur	among	
adults.	Pneumococcal	disease	and	influenza	
account for more than 30,000 deaths annually, 
most	of	which	occur	in	elderly	persons.	Studies	
have	consistently	shown	that	focusing	efforts	to	
improve coverage on health care providers, as 
well	as	health	care	systems,	is	the	most	effective	
means of raising vaccine coverage in adults. For 
example, all health care providers should assess 
routinely the vaccination status of their patients. 
Likewise,	health	plans	should	develop	mecha-
nisms for assessing the vaccination status of 
their participants. Also, nursing home facilities 
and hospitals should ensure that policies exist to 
promote vaccination.

Since	no	vaccine	is	completely	safe,	vaccine	
safety research and monitoring are necessary to 
identify	and	minimize	vaccine-related	injuries.	
As	programs	continue	to	reduce	the	new	cases	
of VPDs, concerns about vaccine adverse events 
have emerged, posing a threat to public accep-
tance	of	vaccines.	Knowing	the	safety	profile	
of vaccines is essential to assess accurately the 
risks	and	benefits,	to	formulate	appropriate	vac-
cine recommendations, and to address public 
concerns. 
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ACCESS TO HEALTH CARE

Overview

Access to quality care is important to eliminate 
health disparities and increase the quality and 
years of healthy life for all Americans. This 
chapter focuses on four components of the health 
care system: clinical preventive care, primary 
care, emergency services, and long-term and 
rehabilitative	care.	Together	with	health	care	
delivered by specialists and care received in 
hospital	settings,	these	elements	represent	major	
components of the continuum of care. The public 
health system is important in each of these areas 
because it educates people about prevention and 
addresses the need to eliminate disparities by 
easing access to preventive services for people 
less	able	to	use	existing	health	services.	It	en-
sures the availability of primary care through 
direct funding of clinics and providers or by 
providing	public	insurance.	It	coordinates	emer-
gency services systems and oversees long-term 
and	rehabilitative	care.	Tertiary	services	(for	
example,	hospital	and	specialty	care)	currently	
are not included among the Healthy People 2010 
objectives.	The	Agency	for	Healthcare	Research	
and	Quality	(AHRQ),	formerly	the	Agency	for	
Health	Care	Policy	and	Research,	is	working	in	
conjunction	with	the	Centers	for	Disease	Control	
and	Prevention	and	other	agencies	of	the	U.S.	
Department	of	Health	and	Human	Services	to	
develop	a	National	Report	on	Healthcare	Qual-
ity,	which	will	report	annually	on	a	broader	
array	of	quality	measures	that	will	complement	
Healthy People 2010.

Issues

Access to quality care across each of the compo-
nents in the continuum of care must be improved 
to realize the full potential of prevention. For 
example, success in reducing the burden of heart 
disease	and	narrowing	the	gap	in	heart	disease	
outcomes	between	different	racial	groups	will	
depend on several factors. These factors include 
ensuring access to clinical preventive services, 
such	as	blood	pressure	and	cholesterol	screening;	
effective primary care to educate people about 
modifiable	risk	factors,	such	as	smoking,	and	to	

manage effectively 
chronic conditions 
like	hypertension;	
high-quality emer-
gency services to 
improve outcomes of 
acute	cardiac	events;	
and access to rehabil-
itative and long-term 
care for heart disease 
patients. 

Major	changes	in	the	structure	of	the	U.S.	health	
care	system,	including	the	increasing	influence	
of market forces, changes in payment and de-
livery	systems,	and	welfare	reform,	have	sig-
nificant	implication	for	vulnerable	and	at-risk	
populations.	In	light	of	these	systems	changes,	
Federal,	State,	and	local	public	health	agencies	
must redouble their efforts to address access 
barriers and reduce disparities for these popula-
tions.	It	is	increasingly	important	that	health	
care communication and services be provided 
in a culturally and linguistically sensitive man-
ner. Adequate access to health care and related 
services can increase appropriate patient use of 
the health care system and, ultimately, improve 
health outcomes. Consequently, measures of ac-
cess across a continuum of care are an important 
way	to	evaluate	the	quality	of	the	Nation’s	health	
care system. 

Clinical preventive care. Clinical preventive 
services have a substantial impact on many of 
the leading causes of disease and death. People 
must have access to clinical preventive services 
that	are	effective	in	preventing	disease	(primary	
prevention)	or	in	detecting	asymptomatic	disease	
or	risk	factors	at	early,	treatable	stages	(second-
ary	prevention).	As	in	Healthy	People	2000,	the	
recommendations	of	the	U.S.	Preventive	Servic-
es Task Force serve as a guide to quality preven-
tive	health	care.	The	task	force	was	reconvened	
in	1998	and,	in	conjunction	with	the	Evidence-
Based	Practice	Centers	(EPCs)	of	the	Agency	for	
Healthcare	Research	and	Quality,	will	provide	
additional information regarding the effective-
ness and cost-effectiveness of individual clinical 
preventive services.
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Improving	access	to	appropriate	preventive	
care requires addressing many barriers, includ-
ing those that involve the patient, provider, and 
system of care. Patient barriers include lack of 
knowledge,	skepticism	about	the	effectiveness	
of prevention, lack of a usual source of primary 
care, and lack of money to pay for preventive 
care.	Although	patient	awareness	and	acceptance	
of some interventions are high, such as screen-
ing	for	breast	cancer,	other	interventions	(for	
example, colorectal cancer screening and sexu-
ally	transmitted	disease	[STD]	screening)	are	
less	uniformly	accepted.	A	small	but	significant	
number of patients remain skeptical of even 
widely	accepted	preventive	measures,	such	as	
immunizations. Having health insurance, a high 
income, and a primary care provider are strong 
predictors	that	a	person	will	receive	appropriate	
preventive care. Although reimbursement for 
common screening tests, such as mammograms 
and Pap smears, is provided by most health 
insurance	plans	(and	is	required	by	law	in	some	
States),	reimbursement	for	effective	counseling	
interventions, such as smoking cessation, is less 
common.

Health provider barriers include limited time, 
lack of training in prevention, lack of perceived 
effectiveness of selected preventive services, and 
practice environments that fail to facilitate pre-
vention.	Although	consensus	is	growing	regard-
ing the value of a range of preventive services, 
providers identify lack of time and reimburse-
ment	as	specific	barriers	to	more	consistent	
delivery of counseling about behavioral risk 
factors such as diet and exercise. Computerized 
or manual tracking systems, patient and clinician 
reminders, guidelines, and patient information 
materials can help providers improve delivery of 
necessary preventive care.

System	barriers	can	include	lack	of	resources	or	
attention devoted to prevention, lack of cover-
age or inadequate reimbursement for services, 
and lack of systems to track the quality of care. 
Systems	interventions	that	can	increase	delivery	
of health care include offering clinical preven-
tive	services	among	standard	covered	benefits,	
providing feedback on performance to providers 
and practices, offering incentives for improved 

performance, and developing and implement-
ing systems to identify and provide outreach to 
patients in need of services.

Measuring	and	reporting	how	well	preventive	
care is provided under different systems are 
essential	first	steps	in	motivating	those	systems	
that	are	not	performing	well	to	develop	the	in-
formation, tools, and incentives to improve care. 
Significant	progress	in	the	delivery	of	clinical	
preventive	services	(CPS)	is	unlikely	without	
appropriate	data	systems	to	allow	providers	and	
administrators to identify those services and 
populations most in need of better delivery. To 
be effective, preventive care also must be linked 
to	systems	to	ensure	appropriate	followup	ser-
vices	or	counseling	for	patients	identified	by	
risk assessment or screening. Comprehensive 
national	data	to	track	what	systems	of	care	are	
doing to monitor and improve the delivery of 
CPS	will	not	be	available	in	the	first	half	of	the	
decade. Thus, this issue is not addressed in this 
focus	area’s	objectives	but	represents	an	impor-
tant research and data collection agenda for the 
coming decade.

Primary care. Improving	primary	care	across	
the Nation depends in part on ensuring that 
people have a usual source of care. Having a 
primary care provider as the usual source of care 
is	especially	important	because	of	the	beneficial	
attributes	of	primary	care.	These	benefits	include	
the provision of integrated, accessible health care 
services	by	clinicians	who	are	accountable	for	
addressing	a	large	majority	of	personal	health	
care needs, developing a sustained partnership 
with	patients,	and	practicing	in	the	context	of	
family and community.	Increasing	the	number	
and proportion of members of underrepresented 
racial	and	ethnic	groups	who	are	primary	care	
providers also is important because they are 
more	likely	to	practice	in	areas	where	health	ser-
vices are in short supply and are more likely to 
practice	in	areas	with	high	percentages	of	under-
represented racial and ethnic populations.

Emergency services. Prehospital emergency 
medical	services	(EMS),	poison	control	centers	
(PCCs),	and	hospital-based	emergency	depart-
ments	(EDs)	are	the	most	commonly	sought	
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sources of emergency care. Each year, they 
provide	prompt	first-contact	care	for	millions	of	
Americans regardless of their socioeconomic 
status, age, or special need. For many severely ill 
and	injured	persons,	they	are	a	crucial	link	in	the	
chain	of	survival	between	the	onset	of	symptoms	
and	treatment	in	a	hospital.	For	persons	whose	
health	problems	are	less	pressing	but	who	believe	
they need urgent medical attention, emergency 
services	are	a	gateway	to	additional	health	care.

In	addition	to	their	central	role	in	secondary	
and tertiary prevention, emergency services are 
increasingly contributing to primary prevention 
by providing immunizations and other preventive 
care	in	association	with	treatment	for	acute	health	
problems. 

Within the current health care delivery system, 
EDs are the only institutional providers required 
by	Federal	law	to	evaluate	anyone	seeking	care.	
They are expected at least to stabilize the most 
severely	ill	and	injured	patients,	and	they	provide	
walk-in	care	for	vast	numbers	of	persons	who	
face	financial	or	other	barriers	to	receiving	care	
elsewhere.	

Long-term care and rehabilitative services. 
People	with	physical	or	mental	conditions	that	
limit their capacity for self-care need long-term 
care and rehabilitative services. This popula-
tion	covers	persons	of	all	ages,	from	those	who	
were	born	with	physical	or	mental	limitations	or	
who	developed	such	limitations	later	on	in	life,	
including	those	injured	at	any	age,	to	those	with	
diminishing functioning at older ages. About 40 
percent of the people in this population are under 
age 65 years. The long-term care population in-
cludes	individuals	who	need	help	or	supervision	
to perform activities of daily living or instrumen-
tal activities of daily living.

The goals of long-term care services are to im-
prove functioning, maintain existing functioning, 
or	slow	deterioration	in	functioning	while	deliv-
ering care in the least restrictive environment. 
Rehabilitative services, a critical component of 
long-term care, strive to return individuals to 
their optimal level of functioning. People in the 
long-term care population need access to a range 

of services, including nursing home care, home 
health care, adult day care, assisted living, and 
hospice care.

Trends

A	significant	measure	of	the	access	problem	is	
the	proportion	of	people	who	have	health	insur-
ance.	Following	declines	in	the	proportion	of	
people	with	health	insurance	during	the	1980s,	
the proportion has remained essentially level, 
at 85 percent in 1997 for persons under age 65 
years. Approximately 44.3 million persons lacked 
health insurance in 1998, continuing an increase 
in the number of uninsured. At the same time, the 
proportion	with	a	usual	source	of	care—an	im-
portant predictor of access to needed services—
fell	from	83	percent	to	78	percent	between	1987	
and 1992 before rising to 84 percent in 1997. 
Although the lack of health insurance is clearly 
a	major	factor	impeding	access	to	care,	having	
health insurance does not guarantee that health 
care	will	be	accessible	or	affordable.	Significant	
numbers of privately insured persons lack a usual 
source	of	care	or	report	delays	or	difficulties	in	
accessing needed care due to affordability or 
insurance problems.

As	a	result	of	growing	scientific	evidence	on	the	
effectiveness of certain preventive services, 82 
percent of employer-sponsored insurance plans 
include childhood immunizations, and 90 percent 
include Pap tests and mammograms. Nonethe-
less, gaps persist in coverage for effective pre-
ventive services, especially counseling.

Concerns increasingly are focused on access 
to quality emergency services, long-term care, 
and rehabilitative services. Although emergency 
services	are	widely	available	in	the	United	States,	
the range of services varies in accessibility and 
quality from region to region and, often, from 
neighborhood to neighborhood, raising additional 
concerns about care for vulnerable underserved 
populations. As the proportion of older Ameri-
cans in the total population increases, the demand 
for quality long-term care services and facilities 
also	will	increase.	Quality	rehabilitative	care	
needs are evident across all populations, and ac-
cess	to	rehabilitative	care	is	a	significant	problem	
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for	people	who	lack	health	insurance	or	who	are	
underinsured and are unable to pay for the type 
and quality of health care they need.

During the 1990s, increased attention has been 
paid	at	all	levels	of	government	as	well	as	by	
the private sector to health care quality improve-
ment.	The	National	Committee	for	Quality	As-
surance	(NCQA),	a	managed	care	accreditation	
group, has led a collaborative effort to develop 
the	Health	Plan	Employer	Data	and	Information	
Set	(HEDIS),	a	widely	used	tool	for	evaluating	
health	plan	performance.	The	Joint	Commission	
for the Accreditation of Healthcare Organiza-
tions	(JCAHO)	also	has	developed	performance	
measures. The Agency for Healthcare Research 
and	Quality	has	developed	the	Consumer	Assess-
ment of Health 
Plans	Survey	
(CAHPS),	an	
instrument to 
assess consumer 
experiences	with	
health plans, and 
the Healthcare 
Cost	and	Utili-
zation	Project	
(HCUP),	which	
makes available 
State	and	nation-
wide	estimates	
of hospital use. 
These data can 
be	used	with	the	
HCUP	Qual-
ity	Indicators,	
providing mea-
sures of ambulatory-care sensitive conditions, 
which	can	uncover	potential	problems	in	access	
to	primary	care	services.	Quality	monitoring	
systems tend to emphasize measures that focus 
on delivery rates for clinical preventive services 
because access to and use of these services are 
an important indicator of the quality of health 
care providers and of delivery systems. The 
complementary National Report on Healthcare 
Quality	will	explore	methods	for	integrating	the	
data	from	these	quality	monitoring	systems	with	
population-based data collected by the public 

sector.

The Federal Advisory Commission on Consumer 
Protection	and	Quality	in	the	Health	Care	Indus-
try	was	established	in	1997	to	study	changes	oc-
curring in the health care system and recommend 
ways	to	ensure	consumer	protection	and	quality	
health care. The Commission’s report provides 
a foundation for the emerging issues of the next 
decade in monitoring and reporting on quality of 
health	care.	It	also	includes	a	“Consumer	Bill	of	
Rights	and	Responsibilities,”	which	is	designed	
to	strengthen	consumer	confidence	in	the	health	
care	system	while	holding	participants	in	the	
system accountable for improving quality.

The	Institute	of	Medicine	issued	a	report	in	
December 1999 
documenting the 
magnitude of 
medical errors in 
U.S.	hospitals.	
The report recom-
mended strategies 
to reduce such 
errors.

Disparities

Limitations in 
access to care ex-
tend beyond basic 
causes, such as a 
shortage of health 
care providers or 
a lack of facili-
ties.	Individuals	

also may lack a usual source of care or may 
face other barriers to receiving services, such as 
financial	barriers	(having	no	health	insurance	or	
being	underinsured),	structural	barriers	(no	fa-
cilities	or	health	care	professionals	nearby),	and	
personal	barriers	(cultural	differences,	language	
differences,	not	knowing	what	to	do,	or	environ-
mental	challenges	for	people	with	disabilities).	
Patients	with	disabilities	may	face	additional	bar-
riers arising from facilities that are not physically 
accessible or attitudes of clinicians. Hispanics, 
young adults, and uninsured persons are least 

Access to health care, United States, 1997 and 1998 
 

 
 

Sources:  Centers for Disease Control and Prevention, National Center for Health Statistics. National 
Health Interview Survey. *1997 and **1998. Centers for Disease Control and Prevention, National 
Center for Health Statistics. National Vital Statistics System. ***1998. 
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likely to have a usual source of care. Hispanic 
persons	and	those	with	less	than	12	years	of	edu-
cation are least likely to have a usual primary care 
provider.	Certain	people,	such	as	those	who	are	
disabled,	elderly,	chronically	ill,	or	HIV-infected,	
require	access	to	health	care	providers	who	have	
the	knowledge	and	skills	to	address	their	special	
needs.

Substantial	disparities	remain	in	health	insur-
ance coverage for certain populations. Among the 
nonelderly population, approximately 31 percent 
of Hispanic persons lacked coverage in 1997, a 
rate	that	is	double	the	national	average.	Mexican	
Americans had one of the highest uninsured rates 
at 35 percent. For adults under age 65 years, 33 
percent	of	those	below	the	poverty	level	were	
uninsured.	Similar	disparities	exist	in	access	to	
a	specific	source	of	ongoing	care.	An	average	of	
84	percent	of	adults	identified	a	specific	source	of	
ongoing care in 1997, but the proportions dropped 
to 75 percent for Hispanics and 75 percent for 
those	below	the	poverty	level.

Opportunities

Increasing	recognition	of	the	critical	role	of	pre-
ventive services across the continuum of care and 
the need for providers to incorporate preventive 
services into patient visits has led to the develop-
ment	of	tools	and	projects	designed	to	help	pro-
viders and patients shift to a prevention-oriented 
health	care	system.	HEDIS	reports	on	the	delivery	
of many clinical preventive services provided by 
health	maintenance	organizations	(HMOs).	The	
1999	reporting	set	for	HEDIS	contained	several	
measures of clinical preventive services, includ-
ing childhood immunizations, adolescent immuni-
zations,	smoking	cessation	advice,	influenza	vac-
cinations for older adults, breast cancer screening, 
cervical cancer screening, and prenatal care in the 
first	trimester.	A	CDC	grant	to	the	State	of	Mas-
sachusetts for a health assessment partnership has 
resulted	in	a	collaborative	effort	in	New	England	
to	increase	HMO	participation	in	HEDIS.	The	
specific	tools	developed	include	the	increased	use	
of	electronic	birth	certificates,	which	have	assist-
ed	outreach	programs	to	teach	new	mothers	the	
value of periodic checkups for their infants. 

One of the earliest and most recognized tool kits 
is	the	Clinician’s	Handbook	of	Preventive	Servic-
es,	developed	by	the	Office	of	Disease	Prevention	
and	Health	Promotion	and	now	the	responsibil-
ity	of	AHRQ.	It	was	produced	as	a	companion	
to	Healthy	People	2000	and	the	U.S.	Preventive	
Services	Task	Force	Guide	to	Clinical	Preventive	
Services.	Under	development	is	the	CDC	Guide	
to	Community	Preventive	Services,	due	to	be	
released	in	2001.	The	Guide	will	assess	the	effec-
tiveness of preventive services and interventions 
in community settings and at the clinical systems 
level.	It	will	cover	15	topics	in	three	areas:	chang-
ing risk behaviors, such as eliminating tobacco 
use	and	increasing	physical	activity;	reducing	
specific	diseases	and	injuries,	such	as	cancer	and	
injuries	from	motor	vehicle	crashes;	and	address-
ing environmental challenges, such as changing 
the sociocultural environment. 

Continued progress in the delivery of clinical pre-
ventive	services	will	require	better	collection	and	
reporting of data on the delivery of recommended 
services by providers and health plans. This 
information	will	allow	providers	and	administra-
tors to identify the services and groups of people 
where	the	biggest	gaps	exist	in	receiving	needed	
health care services. The best information systems 
allow	both	cross-sectional	comparisons	of	perfor-
mance by providers, plans, systems, and locali-
ties	as	well	as	long-term	analyses	of	the	health	
and health care of individuals. These systems can 
facilitate interventions such as reminders, audit, 
and	feedback,	which	have	been	shown	to	improve	
rates of immunization and screening.

In	centralized	health	systems	with	stable	popu-
lations	(people	who	stay	with	one	provider	or	
health	plan,	for	example),	tracking	of	individuals	
has been used effectively for a limited number 
of services, primarily immunizations and cancer 
screenings. Expanding effective data collection 
efforts to cover additional services and to include 
more providers and health care systems is the 
current	challenge.	Measuring	how	well	preventive	
care is provided under different systems is an es-
sential	first	step	in	motivating	those	systems	that	
are	not	performing	well	to	develop	the	informa-
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tion, tools, and incentives to improve care. 

Into	the	next	decade,	Healthy	People	and	its	part-
ners	will	continue	to	promote	communitywide	
efforts to provide clinical preventive services, 
using local leadership and insights to tailor and 
increase the accessibility of these services. Ef-
forts	will	continue	to	promote	the	development	
of local prevention coalitions that include health 
departments, businesses, community institutions, 
and individuals from each community. Healthy 
People	also	will	work	to	strengthen	the	capacity	
or	ability	of	States	and	localities	to	collect	health	
data and conduct community health assessments 
for small geographic areas. 

Advances in the use of genetic information may 
improve both clinical and preventive care by 

helping to identify high-risk individuals and 
populations	who	will	benefit	most	from	preven-
tive services and other clinical interventions. 
It	will	be	essential	to	develop	policies	that	will	
ensure	appropriate	evaluation	of	new	genetic	
services, quality assurance of available genetic 
technology, and access to genetic services of 
proven	benefit.

Overcoming	technological,	financial,	or	organi-
zational	barriers	that	can	slow	or	block	access	to	
emergency services and improving emergency 
care	accessibility	and	quality	will	require	the	
combined effort of health care providers, health 
plans,	and	health	care	consumers	as	well	as	gov-
ernment	agencies	at	the	Federal,	Tribal,	State,	
and local levels.

Do you have health insurance?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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In the past year, how many times have you visited an ER about your own health?

Lubbock County
Covenant Health System Community Health Needs Assessment, 2005
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About how long has it been since you last visited a dentist or dental clinic?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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About how long has it been since you last visited a doctor for a routine
checkup?

Lubbock County
Covenant Health System Community Health Needs Assessment, 2005
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Was there a time in the last year you or a family member experienced

difficulties or delays in receiving health care for ANY reason?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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Was there a time in the last year you or a family member needed to see a
doctor but could not because of financial reasons?

Lubbock County
Covenant Health System Community Health Needs Assessment, 2005
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Was there a time in the last year when a lack of transportation made it 
difficult or prevented anyone in your family from seeing a doctor or making a

medical appointment?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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Was there a time in the last year you or a family member needed a 
prescription medicine, but could not get it because of financial reasons?

Lubbock County
Covenant Health System Community Health Needs Assessment, 2005
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HEART DISEASE AND STROKE

Overview

Heart disease is the leading cause of death for 
all	Americans.	Stroke	is	the	third	leading	cause	
of death. Heart disease and stroke continue to 
be	a	major	cause	of	disability	and	a	significant	
contributor to increases in health care costs in the 
United	States.

Epidemiologic and statistical studies have identi-
fied	a	number	of	factors	that	increase	the	risk	of	
heart	disease	and	stroke.	In	addition,	clinical	tri-
als and prevention research studies have demon-
strated effective strategies to prevent and control 
these risk factors and thereby reduce illnesses, 
disabilities, and deaths caused by heart disease 
and stroke.

Issues and Trends

Coronary	heart	disease	(CHD)	accounts	for	the	
largest proportion of heart disease. About 12 
million Americans have CHD. The CHD death 
rate peaked in the mid-1960s and has declined 
in the general population over the past 35 years. 
This decline began in females in the 1950s and 
in males in the 1960s. Although absolute de-
clines	(reduction	in	the	total	number	of	cases)	
have been much greater in males than in females, 
rates	of	decline	(the	speed	at	which	the	number	
of	cases	had	decreased)	also	have	been	greater	in	
males, but in recent years they have been greater 
in females.

Since	1950,	there	has	been	a	clear	rise	and	fall	
in CHD death rates for each racial and gender 
group.	Although	the	age-adjusted	death	rate	for	
CHD continues to decline each year, declines in 
the	unadjusted	death	rate	and	in	the	number	of	
deaths	have	slowed	because	of	an	increase	in	the	
number	of	older	Americans,	who	have	higher	
rates of CHD. 

High	blood	cholesterol	is	a	major	risk	factor	for	
CHD	that	can	be	modified.	More	than	50	million	
American adults have blood cholesterol levels 
that	require	medical	advice	and	treatment.	More	

than 90 million 
adults have cho-
lesterol levels that 
are higher than 
desirable. All adults 
aged 20 years and 
older should have 
their cholesterol 
levels checked at 
least once every 
5 years to help 
them take action 
to	prevent	or	lower	their	risk	of	CHD.	Lifestyle	
changes	that	prevent	or	lower	high	blood	cho-
lesterol	include	eating	a	diet	low	in	saturated	fat	
and cholesterol, increasing physical activity, and 
reducing	excess	weight.

About 4 million persons have cerebrovascular 
disease,	a	major	form	of	which	is	stroke.	About	
600,000	strokes	occur	each	year	in	the	United	
States,	resulting	in	about	158,000	deaths.	Death	
rates for stroke are highest in the southeastern 
United	States.	Like	CHD	death	rates,	stroke	
death rates have declined over the past 30 years. 
The	decline	accelerated	in	the	1970s	for	whites	
and African Americans. The rate of decline, 
however,	has	slowed	in	recent	years.	The	overall	
decline has occurred mainly because of improve-
ments in the detection and treatment of high 
blood	pressure	(hypertension).

High	blood	pressure	is	known	as	the	silent 
killer	and	remains	a	major	risk	factor	for	CHD,	
stroke, and heart failure. About 50 million adult 
Americans have high blood pressure. High blood 
pressure also is more common in older persons. 
Comparing	the	1976–80	National	Health	and	
Nutrition	Examination	Survey	(NHANES	II)	
and	the	1988–91	survey	(NHANES	III,	phase	1)	
reveals an increase from 51 to 73 percent in the 
proportion	of	Americans	who	were	aware	that	
they had high blood pressure. Nevertheless, a 
large	proportion	of	Americans	with	high	blood	
pressure	still	are	unaware	that	they	have	this	
disorder.

The	age	composition	of	the	U.S.	population	has	
changed dramatically during the 20th century 
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and	will	continue	to	change	during	the	21st	
century. By the end of the 1990s, one in ev-
ery	four	persons	was	aged	50	years	or	older.	
By	2030,	about	one	in	three	will	be	aged	50	
years or older. Most	significant	has	been	the	
increase in the size of the population aged 65 
years	and	older.	In	addition,	the	percentage	of	
persons aged 85 years and older has increased 
significantly.	Heart	disease	and	stroke	deaths	
rise	significantly	after	age	65	years,	accounting	
for more than 40 percent of all deaths among 
persons aged 65 to 74 years and almost 60 
percent	of	those	aged	85	years	and	older.	In	the	
1980s and 1990s, heart failure emerged as a 
major	chronic	disease	for	older	adults.	Almost	
75	percent	of	the	nearly	5	million	patients	with	
heart	failure	in	the	United	States	are	older	than	
65 years. Hospitalization rates for heart failure 
continue	to	increase	significantly	in	those	aged	
65 years and older.

Atrial	fibrillation	(AF)	affects	close	to	2	mil-
lion people. The number of existing cases of 
AF	increases	with	age	and	is	more	common	
in males than in females. The rate of AF is 0.5 
percent for the group aged 50 to 59 years and 
rises to 8.8 percent in the group aged 80 to 
89 years. Because females have a longer life 
expectancy than males, the actual number of 
cases	in	elderly	females	(older	than	75	years)	is	
greater than in elderly males. Cases of AF may 
continue to rise as persons live longer and as 
more	persons	survive	a	first	heart	attack.

Because	national	data	systems	will	not	be	
available	in	the	first	half	of	the	decade	for	
tracking	progress,	two	subjects	of	interest	are	
not	addressed	in	this	focus	area’s	objectives.	
Representing a research and data collection 
agenda for the coming decade, the topics are 
related to provider counseling and increasing 
awareness	of	cardiovascular	disease	(CVD)	as	
the leading cause of death for all females. The 
first	topic	covers	instruction	of	high-risk	pa-
tients	and	family	members	or	significant	others	
in preparing appropriate heart attack and stroke 
action plans for seeking rapid emergency care, 
including	when	to	call	911	or	the	local	emer-
gency	number.	The	second	topic	deals	with	

increasing	awareness	among	all	females	that	
CVD is their leading cause of death.

Disparities

In	general,	the	heart	disease	death	rate	has	been	
consistently higher in males than in females 
and higher in the African American population 
than	in	the	white	population.	In	addition,	over	
the past 30 years the CHD death rate has de-
clined	differentially	by	gender	and	race.	In	the	
1970s, African American females experienced 
the greatest decline in CHD. This steep decline 
disappeared	in	the	1980s,	when	rates	of	decline	
for	white	males	and	females	exceeded	those	
for African American males and females, and 
African	American	females	had	the	lowest	rate	
of	decline.	In	the	1980s,	males	had	a	steeper	
rate	of	decline	than	females.	Between	1980	
and	1995,	the	percentage	declines	were	greater	
in	males	than	in	females	and	greater	in	whites	
than	in	African	Americans.	In	1995,	the	age-
adjusted	death	rate	for	heart	disease	was	42	
percent higher in African American males than 
in	white	males,	65	percent	higher	in	African	
American	females	than	in	white	females,	and	
almost	twice	as	high	in	males	as	in	females.	

Disparities also exist in treatment outcomes 
for	patients	who	have	a	heart	attack.	Females,	
in	general,	have	poorer	outcomes	following	
a heart attack than do males: 44 percent of 
females	who	have	a	heart	attack	die	within	a	
year,	compared	with	27	percent	of	males.	At	
older	ages,	females	who	have	heart	attacks	
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are	twice	as	likely	as	males	to	die	within	a	few	
weeks.	These	differences	are	explained,	in	part,	
by the presence of coexisting conditions, such 
as high blood pressure, diabetes, and congestive 
heart failure. After controlling for such factors, 
however,	studies	indicate	an	association	remains	
between	female	gender	and	death	following	a	
heart attack. Complications are more frequent in 
females than in males after coronary interven-
tion procedures, such as angioplasty or bypass 
surgery, are performed. Additional studies are 
needed	to	evaluate	specific	interventions	and	
determine 
whether	
gender-
specific	
interven-
tions may 
be ben-
eficial.	In	
general, 
factors 
such as 
age	(old-
er),	gender	
(female),	
race or 
ethnicity, 
low	socio-
economic 
status, 
and prior 
medical 
condi-
tions	(previous	heart	attack,	history	of	angina	
or	diabetes)	have	been	associated	with	longer	
prehospital delays in seeking care for symptoms 
of a heart attack.

The male-female disparity in stroke deaths 
widened	until	the	1980s	and	then	narrowed.	
Although stroke death rates have been decreas-
ing, the decline among African Americans has 
not been as substantial as the decline in the total 
population. The racial differences in the number 
of	new	cases	of	stroke	and	deaths	due	to	stroke	
are even greater than those found in CHD. 
Stroke	deaths	are	highest	in	African	American	
females born before 1950 and in African Ameri-

can males born after 1950. Among the racial 
and gender groups, declines in the stroke death 
rate are smallest in African American males. 
When	adjusted	for	age,	stroke	deaths	are	almost	
80 percent higher in African Americans than 
in	whites	and	about	17	percent	higher	in	males	
than	in	females.	Moreover,	age-specific	stroke	
deaths are higher in African Americans than in 
whites	in	all	age	groups	up	to	age	84	years	and	
higher in males than in females throughout all 
adult age groups. 

The number 
of existing 
cases of high 
blood pressure 
is nearly 40 
percent higher 
in African 
Americans 
than	in	whites	
(an	estimated	
6.4 million 
African Amer-
icans have 
high blood 
pressure),	and	
its effects are 
more frequent 
and severe in 
the African 
American 
population. 

Opportunities

Primary prevention. Heart disease and stroke 
share several risk factors, including high blood 
pressure, cigarette smoking, high blood choles-
terol,	and	overweight.	Physical	inactivity	and	
diabetes are additional risk factors for heart 
disease. (See	Focus	Area	5.	Diabetes.)	The	
lifetime risk for developing CHD is very high in 
the	United	States:	one	of	every	two	males	and	
one of every three females aged 40 years and 
under	will	develop	CHD	sometime	in	their	life.	
Primary	prevention,	specifically	through	life-
style	interventions	which	promote	heart-healthy	
behaviors,	is	a	major	strategy	to	reduce	the	
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development of heart disease or stroke. 

A	number	of	studies	have	shown	that	lifestyle	in-
terventions can help prevent high blood pressure 
and reduce blood cholesterol levels. For high 
blood pressure, these changes include increasing 
the level of aerobic physical activity, maintaining 
a	healthy	weight,	limiting	the	consumption	of	
alcohol	to	moderate	levels	for	those	who	drink,	
reducing salt and sodium intake, and eating a 
reduced fat diet high in fruits, vegetables, and 
low-fat	dairy	food.	Moreover,	studies	show	that	
a	diet	low	in	total	fat,	saturated	fat,	and	dietary	
cholesterol—with	physical	activity	and	weight	
control—can 
lower	blood	
cholesterol 
levels.

Overweight	
and obesity 
are	growing	
public health 
problems, 
affect-
ing adults, 
adolescents, 
and chil-
dren.	Some	
97 million 
adults are 
obese or 
overweight	
and thus are at increased risk of illness from high 
blood pressure, high blood cholesterol and other 
lipid disorders, type 2 diabetes, CHD, stroke, 
and	other	diseases.	Efforts	to	prevent	overweight	
and obesity by promoting heart-healthy behav-
iors—beginning in childhood—are needed to 
help reverse the trend. Balancing calorie intake 
with	physical	activity	is	critical.	Research	in	the	
1990s	showed	that	a	wide	range	of	physical	ac-
tivities	are	beneficial	to	health	and	that	everyone	
can	benefit	from	physical	activity.	Even	when	
physical activity is less than vigorous, it can still 
produce	health	benefits,	including	a	decreased	
risk of CHD.

Nonetheless, increasing the level of physical 

activity remains a challenge. Furthermore, ac-
cording	to	the	1996	Surgeon	General’s	Report	on	
Physical Activity and Health, the percentage of 
people	who	say	they	engage	in	no	leisure-time	
physical activity is higher among females than 
males, among African Americans and Hispanics 
than	whites,	among	older	adults	than	younger	
adults,	and	among	the	less	affluent	than	the	more	
affluent	persons.

Progress	on	smoking	cessation	will	play	a	criti-
cal role in achieving the national goal for heart 
disease	reduction.	Smoking	cessation	has	ma-
jor	and	immediate	health	benefits	for	men	and	

women	of	
all ages. For 
example, 
people	who	
quit smok-
ing before 
aged 50 
years have 
half the risk 
of dying in 
the next 15 
years, com-
pared	with	
continuing 
smokers.
	 Studies	
have	shown	
that risk 
factors for 

heart disease and stroke develop early in life: 
atherosclerosis already is present in late ado-
lescence,	diabetes	in	overweight	children	is	on	
the rise, and hypertension can begin in the early 
teens. Tobacco use also begins in adolescence, 
therefore, primary prevention efforts should be 
expanded in elementary and secondary schools 
and	at	the	college	level.	Nationwide	mass	media	
campaigns, community-based programs, and 
other communication efforts should be expanded 
to give groups better access to information and 
programs. These programs should promote heart-
healthy	behaviors	at	the	community	level	as	well	
as detect and treat existing risk factors.

Risk factor detection and treatment.	Screening	
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for risk factors, particularly for high blood pres-
sure and high blood cholesterol, is an important 
step	in	identifying	individuals	whose	risk	fac-
tors may be undiagnosed and to refer them to 
ongoing	care.	A	host	of	studies	have	shown	that	
dietary and pharmacologic therapy can reduce 
CHD and stroke risk factors, especially high 
blood pressure and high blood cholesterol. These 
interventions,	coupled	with	other	lifestyle	chang-
es, such as stopping smoking, increasing physi-
cal	activity,	and	maintaining	a	healthy	weight,	
can	be	even	more	effective	in	lowering	the	risk	
of a heart attack or stroke.

Research	showing	the	importance	of	blood	
pressure for health led to the introduction by 
the	National	Heart,	Lung,	and	Blood	Institute	
(NHLBI)	of	the	National	High	Blood	Pressure	
Education	Program	(NHBPEP)	in	1972.	NHB-
PEP	is	the	first	large-scale	public	outreach	and	
education campaign to reduce high blood pres-
sure.	Its	promotion	of	the	detection,	treatment,	
and control of high blood pressure has been 
credited	with	influencing	the	dramatic	increase	
in the public’s understanding of hypertension 
and	its	role	in	heart	attacks	and	strokes,	as	well	
as related declines in deaths. The percentage of 
people	who	were	able	to	control	their	high	blood	
pressure through lifestyle changes and through 
antihypertensive drug therapy rose from about 16 
percent	in	1971–72	to	about	65	percent	in	1988–
94.	About	90	percent	of	all	adults	now	have	their	
blood pressure measured at least once every 2 
years. Average blood pressure levels have fallen 
by 10 to 12 mmHg since the advent of NHBPEP. 
A	slowly	changing	issue	has	been	the	recognition	
of systolic blood pressure as a more important 
predictor of CHD than diastolic blood pressure, 
especially in older adults.

Research	reported	in	the	1980s	showed	for	the	
first	time	that	lowering	high	blood	cholesterol	
significantly	reduces	the	risk	for	heart	attacks	
and heart attack deaths. This research led to the 
creation of the National Cholesterol Education 
Program	(NCEP)	in	1985.	Clinical	trials	have	
proved	that	lowering	cholesterol	in	persons	with	
and	without	existing	CHD	reduces	illness	and	
death from CHD and even reduces overall death 

rates.	Since	NCEP	was	launched,	the	percent-
age	of	persons	who	have	had	their	cholesterol	
checked has more than doubled, from 35 percent 
in 1983 to 75 percent in 1995. Consumption of 
saturated fat, total fat, and cholesterol declined 
during the 1980s and 1990s, average blood cho-
lesterol	levels	in	adults	dropped	from	213	mg/dL	
in	1978	to	203	mg/dL	in	1988,	and	the	preva-
lence of high blood cholesterol requiring medi-
cal advice and treatment fell from 36 percent to 
29	percent.	These	results	reflect	the	impact	of	
NCEP’s population and high-risk strategies for 
lowering	cholesterol.

The	NHLBI	Obesity	Education	Initiative,	in	co-
operation	with	the	National	Institute	of	Diabetes	
and	Digestive	and	Kidney	Diseases,	released	in	
1998	the	first	Federal	guidelines	on	the	identifi-
cation,	evaluation,	and	treatment	of	overweight	
and obesity in adults. These clinical practice 
guidelines are designed to help physicians in 
their	identification	and	treatment	of	overweight	
and	obesity,	a	growing	public	health	problem.	
Persons	who	are	overweight	or	obese	are	at	in-
creased risk of illness from high blood pressure, 
lipid disorders, type 2 diabetes, CHD, stroke, 
gallbladder disease, osteoarthritis, sleep apnea 
and other respiratory problems, and certain 
cancers. The total cost attributable to obesity-re-
lated	diseases	in	the	United	States	is	nearly	$100	
billion annually. The	guidelines	present	a	new	
approach	to	the	assessment	of	overweight	and	
obesity and establish principles of safe and ef-
fective	weight	loss.	According	to	the	guidelines,	
the	assessment	of	overweight	involves	three	
key	measures—body	mass	index	(BMI),	waist	
circumference, and risk factors for diseases and 
conditions	associated	with	obesity.	The	defini-
tions in the guidelines are based on research that 
relates body mass index to the risk of death and 
illness,	with	overweight	defined	as	a	BMI	of	25	
to	29.9	and	obesity	as	a	BMI	of	30	and	above.

As	BMI	levels	rise,	the	average	blood	pressure	
and total cholesterol levels increase, and average 
HDL	(good	cholesterol)	levels	decrease.	Males	
in the highest obesity category have more than 
twice	the	risk	of	high	blood	pressure,	high	blood	
cholesterol, or both, compared to males of nor-
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mal	weight.	Females	in	the	highest	obesity	cat-
egory have four times the risk of either or both 
of	these	risk	factors,	compared	to	normal	weight	
females. Therefore, the guidelines recommend 
weight	loss	to	reduce	high	total	cholesterol,	raise	
low	levels	of	HDL,	reduce	high	blood	pressure,	
and	reduce	elevated	blood	glucose	in	overweight	
persons	who	have	two	or	more	risk	factors	and	in	
obese	persons.	Overweight	persons	without	other	
risk	factors	are	advised	to	prevent	further	weight	
gain. 

The	Agency	for	Healthcare	Research	and	Qual-
ity’s evidence-based guideline on smoking ces-
sation	interventions	clearly	shows	that	a	variety	
of interventions are effective and concludes that 
improvements	in	cessation	will	require	active	
participation of health care systems.

These national education efforts have changed 
the	way	people	think	about	their	health.	More	
persons than ever are having their blood pressure 
and their cholesterol levels checked and are tak-
ing action to keep them under control. Persons 
are	aware	of	preventive	measures	and	health	
promotion behaviors that can reduce their risk of 
developing CHD- and stroke-related illnesses. 

In	addition,	improved	pharmacologic	therapies	
are	available	to	treat	and	control	major	CHD	risk	
factors, such as high blood pressure, high blood 
cholesterol,	and	obesity.	These	therapies	how-
ever, may be underutilized by health care provid-
ers.

Early identification and treatment. Each year 
in	the	United	States,	about	1.1	million	persons	
experience	a	heart	attack	(myocardial	infarc-
tion).	In	1996,	476,000	persons	died	from	heart	
attacks—about	51	percent	were	males	and	49	
percent	were	females.	More	than	half	of	these	
deaths	occurred	suddenly,	within	1	hour	of	
symptom onset, outside the hospital. For those 
patients	who	survive,	delay	in	treatment	can	
mean increased damage to the heart muscle and 
poorer outcomes.

The	benefits	of	rapid	identification	and	treatment	
of heart attacks are clear. Early treatment of heart 
attack patients reduces heart-muscle damage, 
improves	heart	muscle	function,	and	lowers	the	
heart attack death rate.

Controlled	trials	of	clot-dissolving	(thrombo-
lytic)	agents	used	during	the	acute	phase	of	a	
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heart	attack	have	demonstrated	the	benefits	of	
opening the affected coronary artery and reestab-
lishing	blood	flow.	The	results	from	these	trials	
have been incorporated into the current treatment 
model for early intervention during the acute 
phase	of	a	heart	attack.	Patients	who	receive	
clot-dissolving	agents	in	the	first	and	second	
hours after the onset of heart attack symptoms 
experience	significant	reductions	in	disability	
and	death	when	compared	to	patients	who	are	
treated in the third to sixth hours. Even patients 
who	are	treated	between	6	and	12	hours	after	the	
onset	of	symptoms	show	modest	but	significant	
benefits	when	compared	to	patients	whose	treat-
ment is delayed more than 12 hours. Other acute 
interventions for heart attack patients include 
balloon angioplasty, coronary stenting, and coro-
nary artery bypass surgery. The importance of 
early	treatment	has	generated	a	growing	interest	
in	detecting	the	earliest	warning,	or	“prodromal,”	
symptoms of a heart attack, thus providing the 
lead time needed to treat heart attack patients as 
quickly and effectively as possible.

As	with	heart	attacks,	deaths	from	stroke	can	be	
reduced or delayed by preventing and control-
ling risk factors and using the most effective 
therapies in a timely manner. Functional limita-
tions	can	be	minimized	when	patients	are	treated	
with	clot-dissolving	therapy	within	3	hours	of	
a thrombotic stroke. As therapies have become 
increasingly more effective, delays in treatment 
initiation and lack of implementation of thera-
pies	pose	major	barriers	to	improving	outcomes.	
Thus far, efforts to provide appropriate access 
to	timely	and	optimal	care	to	patients	with	acute	
coronary syndromes and thrombotic stroke gen-
erally	are	not	organized	into	a	unified,	cohesive	
system	in	communities	across	the	United	States.

Early access to emergency health care services is 
also a critical determinant of outcome for victims 
of out-of-hospital cardiac arrest. For out-of-hos-
pital	cardiac	arrest	where	bystanders	are	present,	
a key factor is minimizing the time from the mo-
ment the collapse is recognized to the delivery of 
a short burst of electrical current. Collapse rec-
ognition	occurs	when	a	bystander	notices	that	the	
affected	individual	is	unresponsive,	has	slowed	
or stopped breathing, or lacks a detectable pulse. 

As soon as the emergency is recognized, the 
bystander should call 911 or the local emergency 
number.	Cardiopulmonary	resuscitation	(CPR)	
is critical and should begin immediately. The 
sooner CPR is given to a person in cardiac arrest 
or ventilation is given for respiratory arrest, the 
greater the chances of survival.

Despite evidence that effective treatment de-
pends on rapid response to the patient, only a 
minority	of	individuals	who	can	benefit	from	
defibrillatory	shock	or	thrombolytic	agents	are	
treated	early	enough	for	them	to	work.	The	pub-
lic health challenge is to develop and maintain 
programs	for	easier	identification	and	treatment	
of	individuals	with	acute	myocardinal	infarction	
(AMI)	and	out-of-hospital	cardiac	arrest.

Counseling by health care providers could help 
to	increase	awareness	of	the	symptoms	and	signs	
of a heart attack or stroke and the appropriate ac-
tions to take, such as accessing emergency medi-
cal	services.	It	also	can	help	reduce	and	control	
factors that increase the risk of a heart attack or 
a	stroke.	To	focus	resources	where	they	might	
derive	the	greatest	benefit,	education	should	be,	
at a minimum, aimed at reducing delays in seek-
ing	treatment	for	those	individuals	who	are	at	
high risk for a future cardiovascular events—for 
example,	those	with	existing	CHD	and	multiple	
CHD risk factors.

Cardiovascular disease recurrence. Patients 
with	CHD,	atherosclerotic	disease	of	the	aorta	
or peripheral arteries, or carotid artery disease 
are at high risk for heart attack and CHD death. 
About 50 percent of all heart attacks and at least 
70 percent of CHD deaths occur in individuals 
with	prior	symptoms	of	CVD.	The	risk	for	heart	
attack	and	death	among	persons	with	established	
CHD	(or	other	atherosclerotic	disease)	is	five	
to seven times higher than among the general 
population.

Risk factor control can greatly reduce the risk of 
subsequent cardiovascular problems in patients 
with	CHD.	For	example,	clinical	trials	have	
proved	that	lowering	LDL-cholesterol	levels	in	
CHD patients dramatically reduces heart attacks, 
CHD and CVD deaths, and total deaths. Clinical 
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trials	have	also	demonstrated	that	lowering	blood	
pressure in such patients reduces CVD endpoints 
and deaths from all causes. Adequate control of 
risk	factors	in	the	12	million	adults	with	CHD	
could reduce the overall rate of heart attacks 
and	CHD	deaths	in	the	United	States	by	over	20	
percent.	Many	CHD	patients,	however,	are	not	
getting the aggressive risk factor management 
they need.

Clinical	trials	also	show	that	therapeutic	inter-
ventions can relieve symptoms, reduce deaths, 
reduce the number of rehospitalizations, and 
improve	the	quality	of	life	for	older	adults	with	
heart failure. Despite the development and pro-
motion of clinical practice guidelines, physicians 
are continuing to underutilize recommended 
therapies.	As	the	number	of	older	adults	who	
experience	heart	failure	rises	(expected	to	double	
by	about	2040),	these	guidelines	will	need	to	be	
incorporated into clinical practice.

Adherence and compliance. There currently 
exist	a	number	of	well-established	recommenda-
tions for preventing and treating cardiovascular 
disease	and	its	associated	risk	factors.	However,	
the	potential	benefits	to	be	gained	from	apply-
ing these science-based recommendations often 
are not realized because of the multiple factors 
involved in adherence to such recommendations. 
The	ability	or	willingness	of	the	patient	to	carry	
out a treatment program successfully is of criti-
cal	importance.	Experience	with	the	long-term	
management of asymptomatic CHD risk factors, 
such as hypertension, indicates that a sizable 
number of patients do not successfully carry out 
their prescribed treatment regimen. The reasons 
vary: the patient may choose not to have the 
initial	prescription	filled,	may	successfully	initi-
ate	therapy	only	to	abandon	it	after	a	few	weeks	
or	months,	or	may	comply	with	only	part	of	the	
regimen and thus fail to achieve optimal control. 
Continued efforts are needed to better understand 
the determinants of adherence to ensure that 
patients	stay	with	their	prescribed	therapy.	Also,	
health care providers and the health care systems 
in	which	they	work	are	critical	factors	in	deter-
mining	whether	established	interventions	are	
prescribed and patients adequately educated and 

monitored for therapeutic response. Finally, sup-
port from the patient’s community and greater 
use	of	technology	such	as	the	Internet	also	have	
an increasingly greater role in promoting long-
term adherence to lifestyle and pharmacologic 
regimens. Achieving long-term control of CHD 
risk factors requires that the same interest and 
attention given to initial evaluation and treatment 
decisions also be given to long-term manage-
ment issues.

Future efforts. Population studies and public 
outreach	are	two	of	the	most	important	areas	of	
future	research.	Advanced	technology	allows	
researchers to screen persons noninvasively and 
painlessly for signs of developing atheroscle-
rosis.	Eventually,	when	their	role	in	medical	
practice has been better delineated, noninvasive 
methods	(such	as	magnetic	resonance	imaging,	
ultrasound,	and	others)	may	be	used	to	determine	
the	number	of	persons	in	the	population	who	
have heart disease or are at risk of developing 
heart disease. 

Many	people	know	what	a	desirable	cholesterol	
level	is,	what	their	blood	pressure	should	be,	and	
that these factors relate to a risk of heart disease 
and stroke. The average person can expect to live 
52 years longer today than he or she did 30 years 
ago and nearly 4 years of that gain in life expec-
tancy can be attributed to progress against CVD, 
including	CHD	and	stroke.	However,	much	
remains to be done to ensure that all segments of 
the	population	share	in	these	benefits.	Although	
national health data on African Americans and 
Hispanics have been collected since the early 
1980s, data on heart disease and stroke risk fac-
tors are sparse for other minority groups, includ-
ing	American	Indians,	Alaska	Natives,	Native	
Hawaiians,	Asians,	and	Pacific	Islanders.	Ad-
equate	national	data	on	all	these	populations	will	
enable researchers to examine racial and ethnic 
differences more fully. 

Public outreach and community health inter-
vention efforts, such as those that encourage 
persons	to	lower	their	high	blood	pressure	or	to	
get their cholesterol checked or to help people 
stop smoking, are important parts of health care 
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in	the	United	States.	Culturally	and	linguistically	
appropriate counseling by health care providers is 
important	to	those	efforts.	New	coalitions	be-
tween	health	care	providers	and	individual	com-
munities are forming to focus on the prevention 
and management of chronic CVD throughout all 
stages of life. Emerging areas of research include 
the effect of socioeconomic status on health and 
access	to	care;	health	status	in	rural	populations,	

which	often	have	low	income	and	education	lev-
els;	and	quality	of	life	as	a	criterion	for	evaluating	
treatment.	With	the	knowledge	gained	through	
these	efforts,	communities	will	be	able	to	use	
well-tested	health	promotion,	disease	prevention,	
and	early	management	strategies	to	lower	their	
costs	and	begin	to	extend	the	benefits	of	improved	
health to all Americans.

Number of cardiovascular risks
(of	5	total	--	high	fat	diet,	lack	of	physical	activity,	smoking,	high	blood	pressure,	high	cholesterol)

Lubbock County
Covenant Health System Community Health Needs Assessment, 2005
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In 2005, 80% of adults sampled for the Covenant Health System Community 
Health Needs Assessment had at least 1 cardiovascular risk factor; 45% of 

African-Americans and 50% of those without a high school education had at 
least 3 cardiovascular risk factors.
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Have you suffered from or been diagnosed with Chronic Heart Disease?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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Have you suffered from or been diagnosed with Stroke?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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[If blood pressure high] Are you taking blood pressure medication?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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Have you suffered from or been diagnosed with High Blood Pressure?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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Have you suffered from or been diagnosed with High Cholesterol?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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[If blood cholesterol high] Are you taking measures to lower cholesterol?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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CANCER

Overview

Cancer is the second leading cause of death in 
the	United	States. During 1999, an estimated 
1,221,800	persons	in	the	United	States	were	
diagnosed	with	cancer;	563,100	persons	were	
expected to die from cancer. These estimates did 
not	include	most	skin	cancers,	and	new	cases	of	
skin cancer are estimated to exceed 1 million per 
year.	One-half	of	new	cases	of	cancer	occur	in	
people aged 65 years and over. 

About	491,400	Americans	who	get	cancer	in	a	
given year, or 4 in 10 patients, are expected to 
be	alive	5	years	after	diagnosis.	When	adjusted	
for	normal	life	expectancy	(accounting	for	fac-
tors	such	as	dying	of	heart	disease,	injuries,	and	
diseases	of	old	age),	a	“relative”	5-year	survival	
rate of 60 percent is seen for all cancers. This 
rate means that the chance of a person recently 
diagnosed	with	cancer	being	alive	in	5	years	is	
60 percent of the chance of someone not diag-
nosed	with	cancer.	Five	year	relative	survival	
rates commonly are used to monitor progress 
in the early detection and treatment of cancer 
and	include	persons	who	are	living	5	years	after	
diagnosis,	whether	in	remission,	disease	free,	or	
under treatment.

Issues and Trends

Cancer death rates for all sites combined de-
creased an average of 0.6 percent per year from 
1990 to 1996. This decrease occurred after rates 
had increased by 0.4 percent per year from 
1973 to 1990. Death rates for male lung, female 
breast, prostate, and colorectal cancers decreased 
significantly	during	the	1990-96	period.	The	lung	
and bronchus, prostate, female breast, and colon 
and	rectum	were	the	most	common	cancer	sites	
for	all	racial	and	ethnic	populations	in	the	United	
States	and	together	accounted	for	approximately	
54	percent	of	all	newly	diagnosed	cancers.

In	addition	to	the	human	toll	of	cancer,	the	
financial	costs	of	cancer	are	substantial.	The 
overall annual costs for cancer are estimated at 
$107	billion,	with	$37	billion	for	direct	medical	

costs	(the	total	of	
all health expendi-
tures),	$11	billion	
for costs of illness 
(the	cost	of	low	
productivity due to 
illness),	and	$59	
billion for costs 
of	death	(the	cost	
of lost productiv-
ity	due	to	death).	Treatment	for	lung,	breast,	and	
prostate cancers alone accounts for more than 
half of the direct medical costs. 

Disparities

Cancer death rates vary by gender, race, and 
ethnicity.	Male	cancer	death	rates	peaked	in	1990	
at 220.8 per 100,000, and female death rates 
peaked a year later at 142.2 per 100,000. After 
the peak year, through 1996, male cancer deaths 
for all sites decreased on average by 1 percent 
per year, and female deaths decreased on average 
by	0.4	percent	per	year.	There	were	significant	
decreases in mortality for lung, prostate, brain, 
and other nervous system cancers in males and 
a	significant	decrease	in	breast	cancer	mortality	
for females. Among males, lung cancer death 
rates	have	declined	since	1990.	In	contrast,	lung	
cancer death rates have continued to increase 
among	females.	Since	1987,	more	females	have	
died from lung cancer than breast cancer.

African Americans are about 34 percent more 
likely	to	die	of	cancer	than	are	whites	and	more	
than	two	times	more	likely	to	die	of	cancer	than	
are	Asian/Pacific	Islanders,	American	Indians,	
and	Hispanics.	African	American	women	are	
more likely to die of breast and colon cancers 
than	are	women	of	any	other	racial	and	ethnic	
group, and they have approximately the same 
lung	cancer	mortality	rates	as	white	women.	
African American men have the highest mortal-
ity rates of colon and rectum, lung, and prostate 
cancers.	Age-adjusted	lung	cancer	death	rates	are	
approximately 40 percent higher among African 
American	males	than	white	males.	Little	differ-
ence	in	age-adjusted	lung	cancer	death	rates	has	
been	observed	between	African	American	fe-
males	and	white	females.	Hispanics	have	higher	
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For males in Lubbock County between 1998 through 2002, the incidence of all 
types of cancers were higher than the state rate.  For women, the incidence of 

breast cancer and colon/rectum cancer were lower than the state rate, although 
the incidence overall was higher than the state rate.

Source:  www.dshs.state.tx.us/tcr/factsheet_county.shtm
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rates of cervical, esophageal, gallbladder, and 
stomach	cancers.	Similarly,	some	specific	forms	
of cancer affect other ethnic groups at rates 
higher	than	the	national	average	(for	example,	
stomach and liver cancers among Asian Ameri-
can populations and colon and rectum cancer 
among	Alaska	Natives).	Racial	and	ethnic	groups	
have	lower	survival	rates	than	whites	for	most	
cancers.

Differences	between	the	races	represent	both	
a challenge to understand the reasons and an 
opportunity to reduce illness and death and to 
improve survival rates.

The Hispanic cancer experience also differs 
from	that	of	the	non-Hispanic	white	population,	
with	Hispanics	having	higher	rates	of	cervical,	
esophageal, gallbladder, and stomach cancers. 
New	cases	of	female	breast	and	lung	cancers	are	
increasing	among	Hispanics,	who	are	diagnosed	
at	later	stages	and	have	lower	survival	rates	than	
whites.

The recent decrease in deaths from breast can-
cer	in	white	females	is	attributed	to	greater	use	
of breast cancer screening in regular medical 
care.	However,	new	cases	of	breast	cancer	in	
African American females continue to increase, 
and	deaths	continue	to	increase	as	well,	in	part,	
because breast cancer is diagnosed at later stages 
in African American females.

Data	on	colorectal	cancer	(CRC)	show	a	decline	
in	new	cases	and	death	rates	in	white	males	and	
females,	stable	new	case	rates	in	African	Ameri-
cans, and a continued rise in death rates in Afri-
can American males. Five-year survival rates are 
64	percent	in	whites	and	52	percent	in	African	
Americans	(1989-94).	Early	detection	and	treat-
ment play a key role in these survival rates.

New	cases	of	prostate	cancer	peaked	in	1992	
at 190.8 per 100,000 people and declined on 
average by 8.5 percent each year from 1992 to 
1996. Prostate cancer death rates peaked in 1991 
at	26.7	per	100,000	people;	rates	decreased	on	
average by 2.1 percent each year from 1991 to 
1995. Causes of the trends are unclear but may 

be attributed to a number of factors that are un-
der investigation.

Possible disparities regarding the health status of 
lesbian	women	and	possible	barriers	to	access	to	
health	services	by	lesbians	have	been	identified	
by	the	Institute	of	Medicine	as	a	research	prior-
ity.

Opportunities

Evidence suggests that several types of cancer 
can be prevented and that the prospects for sur-
viving cancer continue to improve. The ability 
to reduce cancer death rates depends, in part, on 
the existence and application of various types 
of resources. First, the means to provide cultur-
ally and linguistically appropriate information 
on prevention, early detection, and treatment to 
the public and to health care professionals are 
essential.	Second,	mechanisms	or	systems	must	
exist	for	providing	people	with	access	to	state	
of the art preventive services and treatment. 
Where suitable, participation in clinical trials 
also should be encouraged. Third, a mechanism 
for maintaining continued research progress and 
for	fostering	new	research	is	essential.	Genetic	
information that can be used to improve dis-
ease prevention strategies is emerging for many 
cancers and may provide the foundation for 
improved effectiveness in clinical and preventive 
medicine services. 

To	provide	new	opportunities	for	cancer	preven-
tion and control in the future, there is a con-
tinuing	and	vital	need	to	foster	new,	innovative	
research	on	both	the	causes	of	cancer	(includ-
ing	genetic	and	environmental	causes)	and	on	
methods to translate biologic and epidemiologic 
findings	into	effective	prevention	and	control	
programs for use by government and commu-
nity organization to further reduce the Nation’s 
cancer burden.

These	needs	can	be	met,	in	part,	with	the	net-
work	of	cancer	control	resources	now	in	place.	
This	network	has	the	organizational	and	person-
nel capabilities for various cancer interventions. 
Despite the extent of these resources, they alone 
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are	insufficient	to	reduce	deaths	from	cancer.	
Gaps exist in information transfer, optimal 
practice patterns, research capabilities, and other 
areas.	These	must	be	recognized	and	filled	to	
meet cancer prevention and control needs.

It	is	estimated	that	as	much	as	50	percent	or	
more of cancer can be prevented through smok-
ing cessation and improved dietary habits, such 
as reducing fat consumption and increasing fruit 
and vegetable consumption. Physical activity 
and	weight	control	also	can	contribute	to	cancer	
prevention.

Scientific	data	from	randomized	trials	of	cancer	
prevention	together	with	expert	opinions	suggest	
that	compliance	with	screening	recommenda-
tions	for	cancer	of	the	breast,	cervix,	and	colon/
rectum could reduce deaths from these cancers.

To reduce breast cancer deaths, a high percent-
age	of	females	in	the	United	States	aged	40	
years	and	older	need	to	comply	with	screening	
recommendations. A reduction in breast cancer 
deaths could be expected to occur after a delay 
of roughly 7 years. To reduce cervical cancer 
deaths, a high percentage of females in the 
United	States	who	are	aged	18	years	and	older	
need	to	comply	with	screening	recommenda-
tions. Evidence from randomized preventive 
trials is unavailable, but expert opinion suggests 
that	a	beneficial	impact	on	cervical	cancer	death	
rates	would	be	expected	to	occur	after	a	delay	of	
a	few	years.

Evidence	shows	that	a	reduction	in	CRC	deaths	
can be achieved through detection and removal 
of precancerous polyps and treatment of CRC in 
its	earliest	stages.	The	findings	from	three	ran-
domized controlled trials indicate that biennial 
screening	with	fecal	occult	blood	tests	(FOBT)	
can reduce deaths from CRC by 15 to 21 percent 
in people aged 45 to 80 years. One trial reported 
a	33	percent	reduction	in	deaths	with	annual	
screening in the same age groups, and a simula-

tion	model	showed	a	56	percent	reduction.	The	
efficacy	of	sigmoidoscopy	has	been	supported	
by	three	case-control	studies	that	showed	59	to	
79 percent reductions in CRC deaths from can-
cers	within	reach	of	the	sigmoidoscope	in	age	
groups 45 years and older. 

Prostate cancer interventions that include pre-
ventive strategies are not available at this time 
because	it	is	unclear	whether	any	of	the	factors	
that increase the risk of prostate cancer can be 
changed. Race and age are risk factors: African 
Americans and older men are at higher risk. 
Widespread prostate cancer screening should 
be	approached	with	caution	until	the	results	of	
clinical trials provide evidence that screening 
does	more	good	than	harm.	Some	advocates	
favor screening programs targeting high-risk 
groups, including African Americans and males 
with	a	positive	family	history	of	prostate	can-
cer.	However,	there	is	no	clinical	evidence	that	
screening	tests	should	be	performed	with	these	
high-risk groups.

Melanoma	and	other	skin	cancers	were	expected	
to claim the lives of almost 9,200 persons in 
1999.	Insufficient	evidence	exists	to	determine	
whether	routine	skin	examinations	(self	or	phy-
sician)	decrease	deaths	from	melanoma	or	other	
skin	cancers.	However,	many	of	the	skin	cancers	
diagnosed each year could be prevented by lim-
iting	exposure	to	the	sun,	by	wearing	protective	
clothing, and by using sunscreen. Research into 
the genetic risk of disease may provide the basis 
for identifying the individuals most at risk and 
the preventive methods best tailored for reduc-
ing those risks.

For all cancers, treatments designed to increase 
survival	are	needed	along	with	improved	access	
to	state-of-the-art	care.	In	addition	to	measure-
ments of survival, indices of quality of life for 
both the short term and long term are regarded 
as important considerations.
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Lung Cancer Deaths
Lubbock County residents/Texas	residents

Texas Department of State Health Services
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Have you suffered from or been diagnosed with Cancer? (not skin cancer)
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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Have you suffered from or been diagnosed with Skin Cancer?

Lubbock County
Covenant Health System Community Health Needs Assessment, 2005
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[If male] Has your father or brother been treated for prostate cancer?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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[If female] Has your mother or sister ever breen treated for breast cancer?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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Female Breast Cancer Deaths
Lubbock County residents/Texas	residents

Texas Department of State Health Services

19

23

19

26 23

15

28

23

17

25

19

25

20

25

19

0

5

10

15

20

25

30

1995 1996 1997 1998 1999 2000 2001 2002

Pe
r 1

00
,0

00

Lubbock Co. residents Texas residents

Healthy People 2010 
Goal:
22.2 deaths per 100,000 
population

TDSHS	changed	how	deaths	are	
reported;	pre-1999	and	post-1999	rates	
should not be compared

In	2001	there	were	fewer	than	20	
female breast cancer deaths of 

Lubbock	County	residents	(TDH	does
not	report	a	rate	for	raw	numbers	less	

than	20)



223                      

H
ea

lth

How long has it been since you had your last mammogram?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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Within the last 6 mos 6-12 mos 12-24 mos > 2 yrs ago

Breast and Cervical Health Initiative (BCHI): Outreach edu-
cation	program	that	targets	women	between	the	ages	of	40	and	
64	who	are	at	or	below	200%	of	the	federal	poverty	level	and	
have no insurance coverage.

What is a Mammogram?

A	mammogram	is	a	low-dose	X-ray	picture	of	the	breast.	A	mammogram	along	with	a	breast	exam	by	
your	doctor	or	nurse	can	find	breast	cancer	at	an	early	stage	when	it	can	best	be	treated.	A	mammo-
gram	does	not	cause	cancer.	Because	the	amount	of	radiation	used	is	very	low,	the	risk	of	any	harm	is	
extremely small.

What happens during a mammogram?

A	mammogram	is	a	simple	test.	When	you	go	for	a	mammogram,	the	technician	taking	the	picture	will	
place	your	breast	between	two	X-ray	panels.	The	panels	will	push	your	breast	between	them	to	get	a	
clear	picture.	You	may	feel	a	little	bit	of	discomfort	but	each	X-ray	takes	less	than	1	minute.

Who should get one?

Women	in	their	40s	and	older	should	get	a	mammogram	every	1	to	2	years.	A	woman’s	chance	of	get-
ting breast cancer is greater as she ages.

Why should I have one?

Mammograms	can	save	your	life	by	finding	breast	cancer	early.	A	mammogram	can	show	cancer	that	
is too small for you or your doctor to feel. When breast cancer is found early, you have more treatment 
options.

http://www.cancer.gov/cancertopics/breasthealth/page2/
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How long has it been since you had your last clinical breast exam?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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How often do you perform a breast self exam?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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MATERNAL, INFANT, AND CHILD 
HEALTH

Overview

The health of mothers, infants, and children is 
of	critical	importance,	both	as	a	reflection	of	the	
current health status of a large segment of the 
U.S.	population	and	as	a	predictor	of	the	health	
of the next generation. This focus area addresses 
a range of indicators of maternal, infant, and 
child health—those primarily affecting pregnant 
and	postpartum	women	(including	indicators	of	
maternal illness and death and preconceptional 
health)	and	those	that	affect	infants’	health	and	
survival	(including	infant	death;	birth	outcomes;	
prevention	of	birth	defects;	access	to	preventive	
care;	and	fetal,	perinatal,	and	infant	deaths).	

Infant	death	is	an	important	measure	of	a	na-
tion’s	health	and	a	worldwide	indicator	of	health	
status	and	social	well-being.	As	of	1995,	the	
U.S.	infant	mortality	rates	ranked	25th	among	
industrialized nations.	In	the	past	decade,	critical	
measures of increased risk of infant death, such 
as	new	cases	of	low	birth	weight	(LBW)	and	
very	low	birth	weight	(VLBW),	have	actually	
increased	in	the	United	States.	In	addition,	the	
disparity	in	infant	mortality	rates	between	whites	
and	specific	racial	and	ethnic	groups	(especially	
African	Americans,	American	Indians	or	Alaska	
Natives,	Native	Hawaiians,	and	Puerto	Ricans)	
persists. Although the overall infant mortality 
rate	has	reached	record	low	levels,	the	rate	for	
African	Americans	remains	twice	that	of	whites.

Issues and Trends

In	1997,	28,045	infants	died	before	their	first	
birthday, for an overall rate of 7.2 deaths per 
1,000 live births. This rate has declined steadily 
over the past 20 years;	in	1975,	the	infant	mor-
tality	rate	was	over	15	per	1,000	live	births.	In	
1996,	nearly	two-thirds	of	all	infant	deaths	took	
place	during	the	first	28	days	of	life	(the	neonatal	
period).	The	overall	neonatal	mortality	rate	in	
1997	was	4.8	per	1,000	live	births.	The	remain-
ing one-third of infant deaths took place during 
the postneonatal period from an infant’s 29th day 
of	life	until	the	first	birthday.	The	U.S.	postneo-

natal mortality rate 
in	1997	was	2.4	
deaths per 1,000 live 
births.

Four causes account 
for more than half 
of all infant deaths: 
birth defects, disor-
ders relating to short 
gestation	and	unspecified	LBW,	sudden	infant	
death	syndrome	(SIDS),	and	respiratory	distress	
syndrome. The leading causes of neonatal death 
in	1997	were	birth	defects,	disorders	related	to	
short gestation and LBW, respiratory distress 
syndrome, and maternal complications of preg-
nancy.	After	the	first	month	of	life,	SIDS	is	the	
leading cause of infant death, accounting for 
about one-third of all deaths during this period. 
Maternal	age	also	is	a	risk	factor	for	infant	death.	
Mortality	rates	are	highest	among	infants	born	
to	young	teenagers	(16	years	and	under)	and	to	
mothers aged 44 years and older.

The death of fetuses before birth is another 
important	indicator	of	perinatal	health.	In	1996,	
nearly	7	fetal	deaths	were	reported	for	every	
1,000 live births and fetal deaths combined, rep-
resenting a slight decline from the fetal mortality 
rate of 7.6 per 1,000 in 1987. Fetal death some-
times	is	associated	with	pregnancies	complicated	
by	such	risk	factors	as	problems	with	amniotic	
fluid	levels	and	maternal	blood	disorders.	Early, 
comprehensive, and risk-appropriate care to 
manage such conditions has contributed to re-
ductions in fetal mortality rates. 

Short	gestation	and	LBW	are	among	the	leading	
causes of neonatal death, accounting for 20 per-
cent	of	neonatal	deaths.	In	1997,	a	total	of	11.4	
percent	of	births	were	preterm,	and	7.5	percent	
were	of	LBW.	Included	in	these	statistics	were	
infants born at VLBW, or less than 1,500 grams 
(3.3	pounds).	The	rate	of	VLBW	births	was	1.4	
percent in 1997. The VLBW rate has increased 
slightly	since	1990	among	whites	and	other	
population groups including African Americans, 
Puerto	Ricans,	and	American	Indians.

LBW	is	associated	with	long-term	disabilities,	
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such as cerebral palsy, autism, mental retarda-
tion, vision and hearing impairments, and other 
developmental disabilities.	(See	Focus	Area	6.	
Disability	and	Secondary	Conditions	and	Focus	
Area	28.	Vision	and	Hearing.)	Despite	the	low	
proportion of pregnancies resulting in LBW 
babies, expenditures for the care of LBW infants 
total more than half of the costs incurred for all 
newborns.	In	1988,	the	cost	of	a	normal,	healthy	
delivery	averaged	$1,900,	whereas	hospital	costs	
for	LBW	infants	averaged	$6,200.

The general category of LBW infants includes 
both	those	born	too	early	(preterm	infants)	and	
those	who	are	born	at	full	term	but	who	are	too	
small,	a	condition	known	as	intrauterine	growth	
retardation	(IUGR).	Maternal	characteristics	that	
are	risk	factors	associated	with	IUGR	include	
maternal	LBW,	prior	LBW	birth	history,	low	pre-
pregnancy	weight,	cigarette	smoking,	multiple	
births,	and	low	pregnancy	weight	gain.	Cigarette 
smoking	is	the	greatest	known	risk	factor.

VLBW	usually	is	associated	with	preterm	birth.	
Relatively	little	is	known	about	risk	factors	for	
preterm birth, but the primary risk factors are 
prior preterm birth and spontaneous abortion, 
low	prepregnancy	weight,	and	cigarette	smoking.	
These risk factors account for only one-third of 
all	preterm	births.	Maternal	use	of	illicit	drugs	
also may increase the risk of VLBW. 

The use of alcohol, tobacco, and illegal sub-
stances	during	pregnancy	is	a	major	risk	factor	
for LBW and other poor infant outcomes. Al-
cohol	use	is	linked	to	fetal	death,	LBW,	growth	
abnormalities, mental retardation, and fetal 
alcohol	syndrome	(FAS).	Overall	rates	of	alcohol	
use during pregnancy have increased during the 
1990s,	and	the	proportion	of	pregnant	women	
using alcohol at higher and more hazardous lev-
els	has	increased	substantially.	Smoking	during	
pregnancy is linked to LBW, preterm delivery, 
SIDS,	and	respiratory	problems	in	newborns.	In	
addition to the human cost of these conditions, 
the economic cost of services to substance-
exposed infants is great: Health expenditures 
related	to	FAS	are	estimated	to	be	from	$75	mil-
lion	to	$9.7	billion	each	year.	Over	$500	million	

a year is spent on medical expenses for infants 
exposed	to	cocaine	in	utero.	Smoking-attribut-
able	costs	of	complicated	births	in	1995	were	
estimated	at	$1.4	billion	(11	percent	of	costs	for	
all complicated births, based on smoking preva-
lence	during	pregnancy	of	19	percent)	and	$2.0	
billion	(15	percent	for	all	complicated	births,	
based on smoking prevalence during pregnancy 
of	27	percent).

Finally, breastfeeding is an important contribu-
tor to overall infant health, as human breast milk 
presents the most complete form of nutrition for 
infants.	(The	American	Academy	of	Pediatrics	
recommends	that	women	who	test	positive	for	
HIV	not	breastfeed	to	help	prevent	transmis-
sion	of	the	virus	to	their	infants.)	Breastfeeding	
rates have increased over the years, particularly 
in	early	infancy.	However,	breastfeeding	rates	
among	women	of	all	races	decrease	substantially	
by 5 to 6 months postpartum. The 1997 rates at 
5	to	6	months	were	only	29	percent	among	white	
women,	14.5	percent	among	African	Ameri-
can	women,	and	24.5	percent	among	Hispanic	
women.

Also important to child health are the prevention 
and	treatment	of	disabilities	in	children.	Twelve	
percent of all children aged 18 years and under 
have	a	disability	(defined	as	a	limitation	in	one	
or	more	functional	areas).	In	1994,	10.6	percent	
of all children aged 5 to 17 years had limita-
tions in learning ability, 6 percent had limitations 
in communication, 1.3 percent had limitations 
in mobility, and 0.9 percent had limitations in 
personal care. The burden of childhood disability 
is compounded because affected children live 
with	their	disabling	conditions	many	more	years	
than do persons acquiring disability later in life. 
In	1992,	asthma	and	mental	retardation	were	the	
most common disabling conditions, accounting 
for 40 percent of all activity limitations. Other 
major	disabling	conditions	in	childhood	include	
speech impairment, hearing impairment, cerebral 
palsy,	epilepsy,	and	leg	impairment.	(See	Focus	
Area	6.	Disability	and	Secondary	Conditions	and	
Focus	Area	28.	Vision	and	Hearing.)

The	objectives	in	this	focus	area	cover	the	broad	
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array of childhood conditions and genetic dis-
orders. An example of preventable birth defects 
is	spina	bifida	and	other	neural	tube	defects	
(NTDs).	The	occurrence	of	these	disorders	
could	be	reduced	by	more	than	half	if	women	
consumed adequate folic acid before and during 
pregnancy.

All	States	require	newborns	to	be	screened	for	
genetic conditions, such as phenylketonuria 
(PKU)	and	hypothyroidism;	the	majority	of	
States	also	require	screening	for	sickle	cell	dis-
ease. Although not necessarily preventable, these 
conditions are susceptible to intervention after 
delivery. For example, nutritional interventions 
in infancy can prevent mental retardation in chil-
dren	with	PKU,	penicillin	can	prevent	infection	
in	children	with	sickle	cell	disease,	and	hormone	
replacement can prevent mental retardation in 
children	with	hypothyroidism.	Thus,	adequate	
screening	of	newborns	is	the	first	step	toward	
prevention of illness, disability, and death.

In	addition	to	infant	deaths	and	health	condi-
tions, the effect of pregnancy and childbirth on 
women	is	an	important	indicator	of	women’s	
health.	In	1997,	a	total	of	327	maternal	deaths	
were	reported	by	vital	statistics.	While	this	num-
ber	is	small,	maternal	death	remains	significant	
because a high proportion of these deaths are 
preventable	and	because	of	the	impact	of	wom-
en’s premature death on families. The maternal 
mortality	ratio	among	African	American	women	
consistently has been three to four times that of 
white	women.	Ectopic	pregnancy	is	an	important	
cause of pregnancy-related illness and disability 
in	the	United	States	and	the	leading	cause	of	
maternal	death	in	the	first	trimester.	The	risk	of	
ectopic	pregnancy	increases	with	age;	women	
of all races aged 35 to 44 years are at more than 
three times the risk of ectopic pregnancy than are 
women	aged	15	to	24	years.	Preeclampsia	and	
eclampsia make up the second leading cause of 
pregnancy-related death. Other causes of mater-
nal death are hemorrhage, embolism, infection, 
and anesthesia-related complications.

The rates of many of these indicators have 
shown	improvement	over	the	past	decade. The 

rate of infant mortality declined more than 27 
percent	between	1987	and	1996.	The	rate	of	fetal	
mortality	declined	8	percent	between	1987	and	
1995.	Other	indicators	show	less	progress.	The	
LBW	rate	increased	8.7	percent	between	1987	
and	1997.	The	rate	of	FAS	has	risen	steeply,	es-
pecially	among	African	Americans.	In	addition,	
the maternal mortality rate has not declined since 
1982,	nor	has	the	disparity	between	African	
American	and	white	women.

Despite these unfavorable trends, evidence is 
encouraging	about	increases	in	women’s	use	of	
health	practices	that	can	help	their	own	health	
and that of their infants. The percentage of preg-
nant	women	who	start	prenatal	care	early	in-
creased	8.5	percent	between	1987	and	1996.	The	
percentage	of	mothers	who	breastfeed	their	new-
borns	also	went	up	15.5	percent	between	1988	
and	1997,	with	greater	gains	among	African	
American	and	Hispanic	women.	Other	maternal	
health	practices	have	shown	less	improvement:	
in	1992-94,	the	proportion	of	women	of	child-
bearing age reporting consumption of the recom-
mended	level	of	folic	acid	(400	micrograms)	was	
21 percent.

Disparities

Many	of	these	conditions	and	risk	factors	dis-
proportionately affect certain racial and ethnic 
groups.	The	disparities	between	white	and	non-
white	groups	in	infant	death,	maternal	death,	and	
LBW	are	wide	and,	in	many	cases,	are	growing.	
Specifically:

The 1996 infant mortality rate among Afri-
can	American	infants	was	2.4	times	that	of	
white	infants.	Although	infant	mortality	rates	
have	declined	within	both	racial	groups,	the	
proportional	discrepancy	between	African	
Americans	and	whites	remains	largely	un-
changed.
The rate of maternal mortality among Af-
rican Americans is 20.3 per 100,000 live 
births,	nearly	four	times	the	white	rate	of	5.1	
per 100,000, although the rate among Afri-
can Americans has been declining over the 
years.	African	American	women	continue	
to be three to four times more likely than 

•

•
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white	women	to	die	of	pregnancy	and	its	
complications. The maternal death differen-
tial	between	African	Americans	and	whites	
is highest for pregnancies that did not end 
in	live	birth	(ectopic	pregnancy,	spontane-
ous and induced abortions, and gestational 
trophoblastic	disease).
Rates	of	LBW	for	white	women	have	risen	
from 5.7 percent of births in 1990 to 6.5 
percent in 1997. Among African Americans, 
the LBW rate has declined slightly in the 
1990s	but	remains	twice	as	high	as	that	of	
whites—13	percent	in	1997.	African	Ameri-
cans also are more likely to have other risk 
factors, such as young maternal age, high 
birth	order	(that	is,	having	many	live	births),	
less education, and inadequate prenatal care. 
Puerto Ricans also are especially likely to 
have LBW infants.
American	Indians	or	Alaska	Natives	and	Af-
rican Americans account for a disproportion-
ate	share	of	FAS	deaths.	In	1990,	the	rates	of	
FAS	among	American	Indians	or	Alaska	Na-
tives	and	African	Americans	were	5.2	and	1.4	
per 1,000 live births, respectively, compared 
with	0.4	per	1,000	among	the	population	as	a	
whole.

African	American	and	Hispanic	women	also	are	
less	likely	than	whites	to	enter	prenatal	care	ear-
ly.	For	both	African	American	and	white	women,	
the	proportion	entering	prenatal	care	in	the	first	
trimester	rises	with	maternal	age	until	the	late	
thirties, then begins to decline. For example, in 
1997,	56.6	percent	of	African	American	women	
aged 18 years and under began care early, com-
pared	with	66.2	percent	of	white	women	of	the	
same	age.	Among	women	aged	25	to	39	years,	
77.6	percent	of	African	American	women	en-
tered	care	early,	compared	with	87.7	percent	of	
white	women.

Women in certain racial and ethnic groups also 
are	less	likely	than	white	women	to	breastfeed	
their	infants.	In	the	early	postpartum	period,	41.3	

•

•

percent of African American mothers and 63.6 
percent of Hispanic mothers breastfed in 1997, 
compared	with	66.5	percent	of	white	women.	
These differences persist at 5 to 6 months post-
partum,	when	14.5	percent	of	African	American	
women,	24.5	percent	of	Hispanic	women,	and	
28.6	percent	of	white	women	breastfed.

Opportunities

Many	of	the	risk	factors	mentioned	can	be	miti-
gated	or	prevented	with	good	preconception	and	
prenatal care. First, preconception screening and 
counseling offer an opportunity to identify and 
mitigate maternal risk factors before pregnancy 
begins. Examples include daily folic acid con-
sumption	(a	protective	factor)	and	alcohol	use	(a	
risk	factor).	During	preconceptional	counseling,	
healthcare	providers	also	can	refer	women	for	
medical and psychosocial or support services for 
any	risk	factors	identified.	Counseling	needs	to	
be culturally competent and linguistically ap-
propriate. Prenatal visits offer an opportunity to 
provide information about the adverse effects 
of substance use, including alcohol and tobacco 
during pregnancy, and provide a vehicle for 
referrals to treatment services. The use of timely, 
high-quality prenatal care can help to prevent 
poor birth outcomes and improve maternal 
health	by	identifying	women	who	are	at	particu-
larly high risk and taking steps to mitigate risks, 
such as the risk of high blood pressure or other 
maternal	complications.	Interventions	targeted	at	
prevention and cessation of substance use during 
pregnancy may be helpful in further reducing the 
rate of VLBW infants. Further promotion of folic 
acid intake can help to reduce the rate of NTDs.

Other	actions	taken	after	birth	can	significantly	
improve infants’ health and chances of survival. 
Breastfeeding	has	been	shown	to	reduce	rates	
of infection in infants and to improve maternal 
health.	SIDS	may	be	preventable	as	well:	studies	
show	that	putting	infants	to	sleep	on	their	backs	
can	help	to	prevent	SIDS.
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http://www.dshs.state.tx.us/CHS/VSTAT/latest/data.shtm
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Fertility Rate
Lubbock County residents/Texas	residents

Texas Department of State Health Services
Definition:		Births	per	1,000	women	ages	15-44
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Onset of Prenatal Care Within First Trimester

Lubbock County residents/Texas	residents
Texas Department of State Health Services

79%

79% 79% 79% 80%
78%76%75%78%

78% 80%81% 81%82%80%79%

77%

79%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

1995 1996 1997 1998 1999 2000 2001 2002 2003

Pe
rc

en
t

Lubbock Co. residents Texas residents

Healthy People 2010 Goal:
90%	of	pregnant	women	begin	prenatal	care	within	the	first	trimester

Sunny Beginnings: a program designed to prevent child abuse and neglect for at-risk fami-
lies. Parenting Cottage services include home visitation, parent support groups, information 
and referrals and developmental screenings to offer education, guidance and support.
Neighborhood Family Mentor Program:	a	program	started	by	the	Success	By	6	Initiative	in	
the	79404	zip	code	with	the	goal	of	reducing	the	number	of	low	birth	weight	babies.	Mentors	
work	with	pregnant	women	to	provide	them	with	the	knowledge	and	resources	they	need	to	
access	prenatal	care	and	have	healthy	babies.		Since	it’s	inception	in	2001,	the	Mentoring	Pro-
gram	has	seen	575	pregnant	women	in	the	79404	zip	code.		Of	these,	the	mentoring	program	
has	statistics	on	133	delivered	babies,	and	only	4	(3%)	have	been	low	birth	weight.		In	the	
three	years	prior	to	the	mentoring	program,	the	percentage	of	low	birth	weight	babies	born	to	
women	in	79404	was	11%.
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Fetal Deaths

Lubbock County residents/Texas	residents
Texas Department of State Health Services

Definition:		Deaths	after	20	weeks	gestation	and	before	birth
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Unmarried Mothers
Lubbock County residents/Texas	residents

Texas Department of State Health Services
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28% increase 
from 1995 to 

2003

Since 1999, over 1/3 of all births 
to Lubbock County residents have 

been to unmarried mothers.
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Adolescent Mothers
Lubbock County residents/Texas	residents

Texas Department of State Health Services
Definition:		Births	to	Mothers	17	Years	of	Age	or	Younger
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Low Birth Weight Babies
Lubbock County residents/Texas	residents

Texas Department of State Health Services
Definition:		Live-born	Infants	Weighing	Less	Than	2,500	Grams	(Around	5.5	lbs)	at	Birth
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It has been estimated that the 
lifetime cost per low birth weight 

baby is $436,514.
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Texas Infant Deaths
Texas Department of State Health Services
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Since 1968 there has been a dramatic decrease in the rate of Texas in-
fants who died within the first month of life, while the infant death rate 

of those between 1 and 11 months has stayed stable.
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Infant Deaths
Lubbock County residents/Texas	residents

Texas Department of State Health Services
Definition:		Deaths	within	first	year	of	life
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STUDY OF LUBBOCK NATALITY 

CONCERNS

In	an	attempt	to	better	understand	the	local	
natality	concerns,	the	United	Way’s	Success	By	
6	initiative	(with	help	from	State	Senator	Robert	
Duncan’s	office)	was	able	to	obtain	deidentified	
(i.e.,	anonymous)	birth	data	from	the	Texas	
Department of Health.  The data included all live 
births	to	Lubbock	County	residents	(whether	the	
birth	occurred	in	Lubbock	or	elsewhere),	and	
all	live	births	delivered	within	Lubbock	County	
(whether	the	mother	was	a	Lubbock	County	
resident	or	not)	for	the	years	1995	through	2001.		
The dataset included 35,963 cases.

Summary

The	goal	of	the	study	was	to	determine	the	
primary	risks	for	neonatal	mortality	(those	live	
births	which	died	while	still	in	the	hospital)	
and	for	low	birth	weight	babies.		A	statistical	
technique called binary recursive partitioning 
(or	“data	mining”)	was	used	in	separate	analyses	
of	the	two	outcomes	(mortality	and	low	birth	
weight).		Although prematurity is a risk for both, 
the data in the dataset on length of gestation 
were not sufficiently complete or valid enough 
to be useful; thus, the effect of prematurity could 
not be assessed.
 

Mortality	Risk.		There	were	complete	mortality	
data	on	31,656	live	births.		In	the	seven	years	
of	birth	data,	there	were	115	deaths	among	the	
31,656 births, or approximately 16 per year.  
The	largest	risk	factor	for	mortality	was	having	
a	birth	defect;	overall,	48	out	of	753	neonates	
with	a	birth	defect	died	while	still	in	the	hospital.		
However,	number	of	prenatal	visits	moderated	
the effect of birth defects on neonatal death:  the 
risk	of	death	with	a	birth	defect	and	more	than	10	
prenatal	visits	was	3.1%	(14	out	of	452),	while	
the	risk	of	death	with	a	birth	defect	and	less	than	
six	prenatal	visits	was	more	than	five times as 
high:		16.26%	(20	out	of	123).
Even	more	startling	was	the	moderating	effect	
of prenatal visits if the child did not have a birth 
defect:		the	risk	of	death	for	a	child	without	

a	birth	defect	whose	mother	received	10-14	
prenatal	visits	was	0.08%	(12	out	of	15,504),	
while	the	risk	of	death	for	a	child	without	a	birth	
defect	but	with	fewer	than	six	prenatal	visits	
was	more	than	13 times	as	high:		1.07%	(34	out	
of	3,181).		None	of	the	children	without	birth	
defects	died	whose	mothers	received	14	or	more	
prenatal	visits	(out	of	a	total	of	5,442	births).		
Clearly,	a	minimum	of	10	prenatal	visits	would	
functionally eliminate the risk of death among 
infants	without	birth	defects,	and	drastically	
reduce the risk of death even among children 
born	with	a	birth	defect.

Potential	Impact	of	Prenatal	Care.		If	the	301	
births	with	a	birth	defect	and	fewer	than	nine	
prenatal visits had received 10 or more prenatal 
visits,	we	would	expect	nine	deaths	(301	births	*	
3.1%	risk)	rather	than	the	34	who	died	with	birth	
defects,	or	25	fewer	deaths	over	the	course	of	
seven	years.		For	children	without	birth	defects,	
if	the	9,957	births	which	received	less	than	10	
prenatal visits had received 10 or more visits, 
conservatively	we	would	expect	nine	deaths	
(using	the	conservative	0.08%	risk	rate	for	10-14	
visits	times	9,957	births),	rather	than	the	55.		In	
seven	years,	this	would	have	been	a	reduction	
of	46	deaths	of	children	without	birth	defects.		
Overall, then, 10 or more prenatal visits could 
have prevented 71 infant deaths (25 with birth 
defects and 46 without) over seven years, or 
10 per year.

Low	Birth	Weight	Risk.		There	were	complete	
birth	weight	data	on	35,914	cases.		The	
largest	risk	for	low	birth	weight	was	multiple	
simultaneous	births	(twins,	triplets,	etc.).		During	
the	seven	years	there	were	1,143	children	of	
multiple	births,	and	940	(82%)	of	them	were	
born	low	birth	weight.		Number	of	prenatal	visits	
again moderated this effect, and again 10 visits 
was	the	“critical	mass”	necessary	to	statistically	
reduce risk.  For example, of 270 multiple births 
that	received	less	than	10	visits,	223	(82.6%)	
were	low	birth	weight.		Of	the	670	multiple	
births that received 10 or more prenatal visits, 
451	(67.3%)	were	low	birth	weight.

For	the	9,969	single	births	that	received	fewer	
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than	10	prenatal	visits,	1,604	(16.1%)	were	
born	low	birth	weight.		However,	for	the	20,730	
single births that received 10 or more visits, 
only	1,138	(5.5%)	were	low	birth	weight.

Potential	Impact	of	Prenatal	Care.		If	all	33,126	
single births had received 10 or more prenatal 
visits,	there	would	have	been	1,227	fewer	low	
birth	weight	babies,	and	if	all	1,144	multiple	
births	had	10	or	more	visits,	there	would	be	55	
fewer	low	birth	weight	babies.

Thus,	10	or	more	prenatal	visits	would	
potentially	have	prevented	1,281	low	birth	
weight	babies	over	the	seven	year	study	period	
(or	183	per	year);	these	numbers	do	not	include	
the effects of the cessation of smoking, alcohol, 
and other substances.  

Financial	Impact

Despite	the	low	proportion	of	pregnancies	that	
result	in	low	birth	weight	babies,	expenditures	
for	the	cost	of	low	birth	weight	infants	
total more than half the cost incurred for all 
newborns.		In	1988,	the	cost	of	a	normal,	
healthy	delivery	averaged	$1,900,	whereas	
hospital	costs	for	low	birth	weight	infants	
averaged	$6,200	(U.S.	Department	of	Health	
and	Human	Services	Healthy	People	2010).		
Further,	it	has	been	estimated	that	the	first	
year	incremental	cost	of	having	a	low	birth	
weight	baby	is	$24,697	(in	1996	dollars)	(http://
www.futureofchildren.org/information2826/
information_show.htm?doc_id=79879).  
Thus,	the	first	year	incremental	savings	of	
preventing	183	low	birth	weight	babies	would	
be	more	than	$4.5	million.		Further,	it	has	been	
estimated	that	the	lifetime	cost	per	low	birth	
weight	baby	is	$436,514	(http://www.epa.
gov/oppt/coi/docs/III_2.pdf).		Thus,	preventing	
183	low	birth	weight	babies	for	a	year	would	

save	$79,882,062	in	lifetime	costs	of	low	
weight	births	in	the	Lubbock	area.		Thus,	more	
than three-quarters of a BILLION dollars 
in	lifetime	savings	would	be	realized	in	the	
Lubbock	area	if	1,830	low	weight	births	are	
prevented over a ten-year span.

Prenatal care, on the other hand, costs relatively 
little.  For example, in February of 2003, 
Medicaid	reimbursed	$950	for	prenatal	care	
AND delivery.

Effects of Other Variables

Interestingly,	the	effects	of	all	other	variables	
(other	than	birth	defects	for	mortality	and	
multiple	births	for	low	birth	weight)	were	
moderated	when	prenatal	visits	was	taken	into	
account, including the effect of beginning 
prenatal	care	in	the	first	trimester.		Thus,	women	
who	began	prenatal	care	after	the	first	trimester	
but	were	still	able	to	complete	10	prenatal	visits	
had no more risk for either neonatal mortality or 
low	birth	weight	than	women	who	started	in	the	
first	trimester	and	got	10	visits.		Also,	starting	
prenatal	care	in	the	first	trimester	but	not	
receiving at least 10 visits did not decrease risk.  
Starting	in	the	first	trimester,	though,	makes	it	
more likely to complete an adequate number of 
prenatal visits.

Other	effects	that	were	moderated	by	the	
influence	of	prenatal	visits	included:		parents’	
ages;	race/ethnicity	of	parents;	mother’s	marital	
status;	mother’s	educational	level;	mother’s	
zip	code;	and	pregnancy	history	(number	of	
terminated	pregnancies,	previous	births	now	
dead,	and	previous	births	still	alive).

If	you	would	like	more	information,	
please e-mail Dr. Eugene Wang at eugene.
wang@wang-evaluation.com. 

http://www.futureofchildren.org/information2826/information_show.htm?doc_id=79879
http://www.futureofchildren.org/information2826/information_show.htm?doc_id=79879
http://www.futureofchildren.org/information2826/information_show.htm?doc_id=79879
http://www.epa.gov/oppt/coi/docs/III_2.pdf
http://www.epa.gov/oppt/coi/docs/III_2.pdf
mailto:eugene.wang@wang-evaluation.com
mailto:eugene.wang@wang-evaluation.com
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Birth Defect

Prenatal Visits Prenatal Visits

Yes No

Death Risk:
16.26%
(20/123)

Death Risk:
3.10%
(14/452)

Death Risk:
7.87%
(14/178)

Death Risk:
1.07%

(34/3181)

Death Risk:
0.31%

(21/6776)

Death Risk:
0.08%

(12/15504)

Death Risk:
0.00%
(0/5442)

< 6

6-9

>= 10 < 6

6-9 10-14
> 14

Of births to Lubbock County residents between 1995 and 2001, the per-
cent of infants without birth defects who died increased from 0.08% with 

10-14 prenatal care visits to 1.07% with fewer than 6 prenatal visits.
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Birth Type

Prenatal Visits Prenatal Visits

Single
(n	=	33,126)

Multiple
(n	=	1,144)

Birth Weight:
Normal - 83.4%
(8056/9661)

Low - 12.3%
(1192/9661)

Very Low - 4.3%
(413/9661)

Birth Weight:
Normal - 94.2%
(18432/19570)

Low - 5.2%
(1011/19570)

Very Low - 0.7%
(127/19570)

Birth Weight:
Normal - 32.6%

(218/669)
Low - 56.7%
(379/669)

Very Low - 10.8%
(72/669)

Birth Weight:
Normal - 17.4%

(47/270)
Low - 54.4%
(147/270)

Very Low - 28.2%
(76/270)

< 10 >= 10< 10 >= 10

Of births to Lubbock County residents between 1995 and 2001, the per-
cent of single births who were low birth weight increased from 5.9% with 

more than 10 prenatal care visits to 16.6% with fewer than 10 prenatal 
visits.
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RESPIRATORY DIS-
EASES

Overview

Asthma, chronic obstruc-
tive pulmonary disease 
(COPD),	and	obstructive	

sleep	apnea	(OSA)	are	a	significant	public	health	
burden	to	the	United	States.	Specific	methods	
of detection, intervention, and treatment exist 
that	may	reduce	this	burden.	Several	behaviors	
and diseases that affect the respiratory system, 
such	as	tuberculosis,	acquired	immunodeficiency	
syndrome	(AIDS),	pneumonia,	occupational	lung	
disease, lung cancer, and smoking, are covered in 
other focus area chapters. Certain other important 
respiratory diseases, such as respiratory distress 
syndromes, sarcoidosis, and chronic sinusitis, 
which	are	difficult	to	define,	detect,	prevent,	or	
treat, are not discussed in this chapter. Their omis-
sion,	however,	is	not	a	reflection	on	the	magni-
tude	of	the	health	problems	associated	with	them.

Asthma and COPD are among the 10 leading 
chronic conditions causing restricted activity. Af-
ter chronic sinusitis, asthma is the most common 
cause	of	chronic	illness	in	children.	Methods	are	
available to treat these respiratory diseases and 
promote respiratory health.

Asthma 

Issues and Trends

Asthma	is	a	serious	and	growing	health	problem.	
An	estimated	14.9	million	persons	in	the	United	
States	have	asthma.	The	number	of	people	with	
asthma	increased	by	102	percent	between	1979-
80 and 1993-94.

Asthma is responsible for about 500,000 hospi-
talizations, 5,000 deaths, and 134 million days of 
restricted	activity	a	year.	Yet	most	of	the	problems	
caused	by	asthma	could	be	averted	if	persons	with	
asthma and their health care providers managed 
the disease according to established guidelines. 
Effective management of asthma comprises 
four	major	components:	controlling	exposure	to	

factors that trigger asthma episodes, adequately 
managing	asthma	with	medicine,	monitoring	the	
disease	by	using	objective	measures	of	lung	func-
tion, and educating asthma patients to become 
partners	in	their	own	care.	Such	prevention	efforts	
are essential to interrupt the progression from 
disease to functional limitation and disability and 
to	improve	the	quality	of	life	for	persons	with	
asthma. 

In	1996,	asthma	was	the	10th	most	common	
principal diagnosis in emergency department 
(ED)	visits. Among diseases commonly seen in 
outpatient	departments,	asthma	was	the	ninth	
most	frequent	diagnosis	in	1996.	In	1995,	some	
9	million	physician	office	visits	were	made	for	
asthma.	From	1990	to	1992,	persons	with	asthma	
spent an estimated 64 million days in bed because 
of asthma, ranking asthma as the fourth high-
est chronic condition. The proportion of people 
with	asthma	who	are	limited	in	activity	increased	
slightly from 19.4 percent in 1986-88 to 19.6 
percent in 1994-96.

Direct medical expenditures for asthma amounted 
to	$3.64	billion	in	1990,	and	indirect	economic	
losses	accounted	for	an	additional	$2.6	billion. Of 
direct medical care costs, approximately 57 per-
cent	was	spent	on	hospitalizations	($1.6	billion),	
outpatient	hospital	visits	($190	million),	and	
emergency	department	visits	($295	million).	Phy-
sician-related services accounted for 14 percent of 
the	total	expenditures,	including	$347	million	for	
outpatient services. Prescription medications rep-
resented	30	percent	of	direct	medical	costs.	Such	
facts	highlight	the	significant	cost	of	hospital	care	
for asthma, compared to the more frequently used 
and less costly outpatient and pharmaceutical 
services. 

Indirect	costs—nonmedical	economic	losses	such	
as	days	missed	from	work	or	school,	caregiver	
costs,	travel	and	waiting	time,	early	retirement	
due to disability, and premature death—account 
for slightly less than 50 percent of the total costs 
of asthma. Data suggest that the uneven distribu-
tion of costs of asthma relates to nonscheduled 
acute or emergency care, indicating poor asthma 
management and suboptimal outcomes.
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Environmental and occupational factors con-
tribute to illness and disability from asthma. 
Decreases	in	lung	function	and	a	worsening	of	
asthma	have	been	associated	with	exposure	to	al-
lergens,	indoor	pollutants	(for	example,	tobacco	
smoke),	and	ambient	air	pollutants	(for	example,	
ozone, sulfur dioxide, nitrogen dioxide, acid 
aerosols,	and	particulate	matter).	Approximately	
25	percent	of	children	in	the	United	States	live	
in areas that exceed the Federal Government’s 
standard for ozone. Occupational factors cause 
or trigger asthma episodes in 5 to 30 percent of 
adults	with	the	disease.	Environmental	factors	
are	associated	with	upper	respiratory	infections,	
which	contribute	to	illness	and	disability	in	
children	and	adults.	(See	Focus	Area	8.	Environ-
mental	Health.)

Disparities

Within	the	U.S.	population,	the	health,	econom-
ic, and social burdens of asthma vary. Dispropor-
tionate rates of death, hospitalization, emergency 
room use, and disability from asthma occur in 
specific	age,	gender,	racial,	and	ethnic	groups.	

While	the	number	of	adults	with	asthma	is	great-
er	than	the	number	of	children	with	asthma,	the	
asthma rate is rising more rapidly in preschool-
aged	children	than	in	any	other	group.	In	1995,	
the rate of self-reported asthma among children 
and	adolescents	under	age	18	years	was	7.5	per-
cent, compared to 5.7 percent among the general 

population.	The	rates	were	higher	in	boys	under	
age 18 years than in girls in the same age group. 
The	rates	of	self-reported	asthma	were	higher	for	
women	(6.7	percent)	than	men	(5.2	percent)	and	
higher	for	African	Americans	(6.7	percent)	than	
whites	(5.6	percent).	Among	adults,	women	of	
all races have higher rates of illness and death 
from asthma than men.

Death from asthma is 2 to 6 times more likely 
to occur among African Americans and Hispan-
ics	than	among	whites.	Although	the	number	of	
deaths	annually	from	asthma	is	low	compared	to	
other chronic diseases, the death rate for chil-
dren aged 5 to 14 years and young adults aged 
15 to 24 years doubled from 1979-80 to 1993-95 
(from	1.5	to	3.7	deaths	per	million	children	aged	
5 to 14 years and 2.8 to 6.3 deaths per million 
persons	aged	15	to	34	years,	respectively).	In	
1993-95, death rates are slightly higher overall in 
women	than	in	men.

Rates of hospitalization for asthma demonstrate 
similar variations. Rates for African Americans 
are	almost	triple	those	for	whites.	Rates	are	
higher	among	women	than	among	men.	Asthma	
hospitalization rates have increased dramatically 
among children under age 5 years. From 1980 
to 1993, the rate increased from 36 to 65 chil-
dren hospitalized per 10,000 children under age 
1	year.	Some	of	this	increase	may	be	related	to	
changes in diagnostic practices and changes in 
coding and reimbursement, but a large portion 
represents a true increase in illness and disability.

In	the	inner	city,	patients	frequently	use	EDs	for	
asthma	care.	In	1993	and	1994,	African	Ameri-
cans	were	4	times	more	likely	than	whites	to	
visit an ED because of asthma. Asthma patients 
in general and high-risk inner-city patients—in 
particular,	those	with	a	history	of	severe	asthma	
who	were	hospitalized	or	visited	the	ED	for	
asthma	within	the	previous	2	years—need	to	
be able to recognize the signs and symptoms of 
uncontrolled	asthma	and	know	how	to	respond	
appropriately. 

The economic burden of asthma disproportion-
ately	affects	patients	with	severe	disease.	Socio-
economic status, particularly poverty, appears 
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to be an important contributing factor to asthma 
illness,	disability,	and	death.	In	the	United	States,	
the	rate	of	asthma	cases	for	nonwhites	is	only	
slightly	higher	than	for	whites,	yet	the	death,	
hospitalization,	and	ED	visit	rates	for	nonwhites	
are	more	than	twice	those	for	whites.	Although	
reasons for these differences are unclear, they 
likely result from multiple factors: high levels 
of exposure to environmental tobacco smoke, 
pollutants,	and	environmental	allergens	(for	
example, house dust mites, cockroach particles, 
cat and dog dander, and possibly rodent dander 
and	mold);	a	lack	of	access	to	quality	medical	
care;	and	a	lack	of	financial	resources	and	social	
support to manage the disease effectively on a 
long-term basis. Research into the role of socio-
economic factors is needed to identify additional 
prevention opportunities.

Opportunities

Scientific	research	has	led	to	greater	asthma	
control	than	was	available	in	the	early	1980s.	
Effective management of asthma includes four 
components: avoiding or controlling the fac-
tors	that	may	make	asthma	worse	(for	example,	
environmental and occupational allergens and 
irritants),	taking	appropriate	medications	tailored	
to	the	severity	of	the	disease,	objective	monitor-
ing of the disease by the patient and the health 
care professional, and actively involving the pa-
tient in managing the disease. Effective asthma 
management reduces the need for hospitaliza-
tions	and	urgent	care	visits	(in	either	an	ED	or	
physician’s	office)	and	enables	patients	to	enjoy	
normal activities. 

Advances in human genetics related to asthma 
are expected to provide better information about 
the contribution of genetic variation to the devel-
opment	of	disease	when	people	are	exposed	to	
certain environmental factors. The use of this ge-
netic	information	will	improve	targeted	disease	
prevention and health management strategies for 
respiratory diseases.

Patient education is one of four components of 
effective	asthma	management.	Patients	who	are	
taught asthma self-management skills are able 
to manage and control their disease better than 

patients	who	do	not	receive	education.	Patients	
need	to	learn	to	work	with	health	care	providers	
to optimize asthma care. Thus, both patients and 
health care providers need to be trained and edu-
cated on effective asthma management. Health 
outcomes for asthma—illness, disability, qual-
ity of life, and death—are related directly to the 
actions of health care professionals and patients. 
The National Asthma Education and Prevention 
Program	(NAEPP)	provides	guidelines	for	diag-
nosis	and	management	which	should	be	incor-
porated into the curricula of health professional 
schools. Currently, there are no national data 
systems for tracking the training of health care 
providers in asthma management. Therefore, the 
issue	is	not	covered	in	this	focus	area’s	objec-
tives.	It	represents	an	important	research	and	
data	collection	agenda	for	the	coming	decade.	In	
addition, research to identify the primary causes 
of	development	of	asthma	is	a	high	priority.	Such	
research	can	provide	a	scientific	basis	for	efforts	
to prevent the development of asthma.

To control asthma effectively, asthma patients, 
particularly those on daily medication, need 
an	“asthma	action	plan”	developed	under	their	
physician’s	guidance.	The	plan	spells	out	when	
and	how	to	take	medicines	correctly,	as	well	as	
what	to	do	when	asthma	worsens.	The	treatment	
of persistent asthma emphasizes daily long term 
therapy	aimed	at	the	underlying	inflammation	
and preventing symptoms, rather than relying 
solely	on	treating	symptoms	with	short	acting	
inhaled medication, such as a short-acting beta 
agonist	medication.	Use	of	more	than	one	canis-
ter of the medication per month is an indication 
of uncontrolled asthma and the need to start or 
increase long-term preventive therapy. Patients 
also	need	to	work	with	health	care	providers	dur-
ing	followup	visits,	particularly	after	being	hos-
pitalized, to make sure they understand and are 
able	to	follow	the	long-term	management	plan.

Working	with	local	community	groups	to	mobi-
lize community resources for a comprehensive, 
culturally and linguistically competent approach 
to controlling asthma among high-risk popula-
tions is a priority. From a community based 
perspective,	States	need	to	track	occupational	
and environmental factors that cause or trig-
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ger	asthma	episodes.	Such	surveillance	efforts	
should	include	collecting	State	based	data	on	the	
proportion	of	the	population	with	asthma	and	
monitoring occupational and environmental ex-
posures and their impact on illness and disability 
related to asthma. Efforts directed to improving 
the environmental management of asthma also 
include reducing exposure to allergens and irri-
tants, such as environmental tobacco smoke, and 
outdoor air pollution from ozone, sulfur dioxide, 
and	particulate	diesel	matter.	(See	Focus	Area	8.	
Environmental	Health.)

Professional organizations, lay volunteer groups, 
Federal agencies, and the private sector have 
worked	together	and	with	NAEPP	to	implement	
a spectrum of asthma programs at national and 
local community levels. For example, numerous 
publications, media campaigns, and conferences 
target	different	audiences.	Intensified	efforts	
are planned to reach primary care providers, 
patients, and school personnel. A high-level 
work	group	convened	by	the	U.S.	Department	of	
Health	and	Human	Services	in	1997	assessed	the	
most	urgent	needs	for	tackling	the	growing	prob-
lem	of	asthma.	The	work	group’s	department-
wide	strategic	plan,	Action	Against	Asthma,	
identified	opportunities	and	presented	a	coordi-
nated approach for improving asthma prevention 
and management.

Chronic Obstructive Pulmonary Disease

Issues and Trends

COPD includes chronic bronchitis and emphyse-
ma—both	of	which	are	characterized	by	irrevers-
ible	airflow	obstruction	and	often	exist	together. 
Similar	to	asthma,	COPD	may	be	accompanied	
by	an	airway	hyper	responsiveness.	Most	pa-
tients	with	COPD	have	a	history	of	cigarette	
smoking.	COPD	worsens	over	time	with	con-
tinued exposure to a causative agent—usually 
tobacco smoke or sometimes a substance in the 
workplace	or	environment.

COPD occurs most often in older people. As 
much as 10 percent of the population 65 years of 
age and over is estimated to have COPD. COPD 
has	a	major	impact	on	health	care,	illness,	dis-

ability, and death in the older population, and 
the	magnitude	of	the	problem	is	growing.	Since	
1980,	the	prevalence	and	age-adjusted	death	rate	
for	COPD	increased	more	than	30	percent.	Most	
of the increase occurred in people over age 65 
years. Taking into account the expected aging 
of	the	U.S.	population	over	the	next	10	to	30	
years	as	well	as	the	improved	management	of	
other smoking-related diseases, any decline in 
the	proportion	of	persons	with	COPD	is	un-
likely	without	substantial	changes	in	risk	factors,	
mainly reductions in cigarette smoking. This is 
important	for	both	men	and	women,	given	the	
modest decline in cigarette smoking rates from 
1990 to 1995.

Between	80	and	90	percent	of	COPD	is	attrib-
utable to cigarette smoking.	However,	not	all	
smokers develop COPD, and not all patients 
with	COPD	are	smokers	or	have	smoked	in	the	
past.	Individual	susceptibility	to	the	adverse	
health effects of cigarette smoke on the lung 
appears	to	vary	within	the	general	population.	
Some	10	to	15	percent	of	smokers	show	a	rate	of	
decline	in	lung	function	that	will	result	in	COPD	
with	severe	disability.	Smoking	cessation	is	the	
only	treatment	that	slows	the	decline.	Suscep-
tible	smokers	who	stop	smoking	do	not	regain	
lost	lung	function,	but	the	rate	of	loss	will	return	
to	what	is	normal	for	a	nonsmoker.

How	cigarette	smoking	causes	COPD	is	an	
active area of research. The development of 
COPD—in particular, emphysema—is thought 
to be due to a chemical imbalance in the lungs 
caused	by	cigarette	smoke.	In	some	individuals,	
emphysema	occurs	because	of	a	genetic	deficien-
cy.	Emphysema	due	to	genetic	deficiency,	called	
familial emphysema, occurs even in nonsmok-
ers, but smoking hastens its occurrence. Familial 
emphysema probably accounts for less than 5 
percent of all cases of COPD.

Smoking	and	occupational	exposures	together	
cause	respiratory	diseases	and	lung	cancer.	Min-
ers,	firefighters,	metal	workers,	grain	handlers,	
cotton	workers,	paper	mill	workers,	agricultural	
workers,	construction	workers	who	handle	ce-
ment, and others employed in occupations asso-
ciated	with	prolonged	exposure	to	dusts,	fumes,	
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or gases de-
velop	signifi-
cant	airflow	
obstruction, 
coughing, 
phlegm, dys-
pnea,	wheez-
ing, and 
reduced lung 
function.

Population 
studies have 
shown	that	
chronic ex-
posure to air 
pollution has 
an indepen-
dent adverse 
effect on lung 
function. A multi-year study of the respiratory 
effects of long-term exposure to environmental 
tobacco smoke and air pollution reported that 
both long-term ozone and childhood exposure to 
maternal	tobacco	smoke	were	associated	with	di-
minished lung function in college students. Viral 
infections also may contribute to susceptibility to 
COPD, and they are considered to play a role in 
the	onset	of	airflow	obstruction.

The direct costs of health care services and indi-
rect costs through loss of productivity related to 
COPD	amounted	to	$26	billion	in	1998.	About 
14	million	persons	in	the	United	States	have	
COPD—about 12.5 million have chronic bron-
chitis and 1.9 million have emphysema. Emphy-
sema has not increased, but since 1980, cases of 
chronic bronchitis increased 75 percent.

Because	national	data	systems	will	not	be	avail-
able	in	the	first	half	of	the	decade	for	tracking	
progress,	two	subjects	of	interest	concerning	re-
spiratory diseases are not addressed in this focus 
area’s	objectives.	Representing	a	research	and	
data collection agenda for the coming decade, 
the topics cover cultural competence and early 
detection.	The	first	topic	addresses	increasing	
the	proportion	of	primary	care	providers	who	are	
trained to provide culturally competent health 

services to 
racial and 
ethnic groups 
seeking care 
for chronic 
obstructive 
pulmonary 
disease. The 
second in-
volves in-
creasing the 
proportion of 
primary care 
providers	who	
are trained to 
use appropri-
ate lung func-
tion tests to 
recognize the 
early signs of 

chronic obstructive pulmonary disease before the 
disease becomes serious and disabling.

Disparities 

Reliable statistics are not as available for COPD 
total cases, illness, disability, or death in African 
Americans, Hispanics, and other ethnic groups 
as	for	whites.	From	1982	to	1984,	the	propor-
tion	of	adults	with	COPD	was	6.2	percent	among	
whites	and	3.2	percent	among	African	Ameri-
cans.	In	1982,	the	age-adjusted	COPD	death	rate	
for	whites	was	16.6	deaths	per	1,000	population	
and 12.8 deaths per 1,000 for African Americans. 
Among the Hispanic groups studied, Puerto Ri-
cans demonstrated a higher proportion of chronic 
bronchitis	(2.9	percent)	than	Mexican	Americans	
(1.7	percent)	or	Cuban	Americans	(1.7	percent).

In	1995,	the	proportion	of	the	population	with	
COPD	was	5	percent	in	men	aged	45	to	64	years	
and 11 percent in men aged 65 years or older. 
The	proportion	was	10	percent	in	women	aged	
45	to	64	years	and	9	percent	in	women	aged	65	
to 74 years.

Death from COPD is more common in men than 
in	women,	and	the	death	rate	increases	steeply	
with	age.	Men	and	women	have	similar	COPD	
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death rates before age 55 years, but the rate for 
men rises thereafter. At age 70 years, the rate for 
men	is	more	than	double	that	for	women,	and	
at age 85 years and older, the COPD death rate 
for	men	is	3.5	times	that	for	women.	The	pro-
portion	was	8	percent	for	whites	aged	45	to	64	
years	and	10	percent	for	whites	aged	65	years	
and older. The proportion of African Americans 
with	COPD	was	6	percent	for	those	aged	45	to	
64 years and 8 percent for those aged 65 years 
and	older.	COPD	death	rates	were	lower	in	the	
Hispanic	groups	than	in	non-Hispanic	whites;	
however,	these	rates	have	been	increasing	for	
Hispanics.

Women might be more susceptible than men to 
developing	COPD	when	exposed	to	risk	factors	
such	as	tobacco	smoke.	The	beneficial	effects	of	
stopping smoking on the rate of lung function 
decline	may	be	greater	for	women	than	men.

Opportunities

Primary care physicians are in a key position to 
provide	optimal	care	to	patients	with	COPD	and	
to provide counseling during clinical or health 

center	visits	to	patients	who	smoke.	Effective	
tests are available to screen patients for COPD, 
and primary care physicians need to be trained 
in the latest methods to detect and treat the 
disease.

Obstructive Sleep Apnea

Issues and Trends

Some	18	million	persons	in	the	United	States	
were	estimated	to	have	OSA	in	1993.	OSA	
affects all races, ages, and socioeconomic and 
ethnic groups. Because	OSA	causes	serious	
disturbances in normal sleep patterns, patients 
experience excessive daytime sleepiness and 
impaired performance. Common consequences 
of	OSA	range	from	personality	changes	and	
sexual	dysfunction	to	falling	asleep	at	work	or	
while	driving.

OSA	symptoms	include	many	repeated	involun-
tary breathing pauses during sleep. The breath-
ing pauses often are accompanied by choking 
sensations	that	may	wake	the	patient.	Other	
symptoms	include	intermittent	snoring,	awak-

Chronic Obstructive Pulmonary Disease (COPD) Deaths
Lubbock County residents/Texas	residents
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ening	from	sleep	(poor	sleep),	early	morning	
headaches, and excessive daytime sleepiness. 

OSA	can	increase	the	seriousness	of	other	lung	
diseases	that	decrease	airflow,	such	as	asthma	
and COPD. Cardiovascular deaths alone due 
to	OSA	have	been	estimated	at	38,000	a	year.	
Individuals	with	OSA	often	do	not	recognize	
reductions in alertness, diminished productiv-
ity, and discord in interpersonal relationships 
as part of the syndrome. Persons affected by 
OSA,	for	example,	are	seven	times	more	likely	
to be involved in multiple vehicular crashes. In	
children,	OSA	can	disrupt	sleep.	OSA	also	may	
cause daytime behavioral problems that affect 
workplace	performance	and	affect	their	learning	
ability in school.

Infants	with	siblings	or	parents	who	have	OSA	
inherit an increased risk of sudden infant death 
syndrome	(SIDS).	This	tragic	sleep-related	
breathing disorder takes the lives of more infants 
than all other causes combined.

Disparities

OSA	is	prevalent	particularly	in	men	over	age	
50	years	and	in	postmenopausal	women,	when	
hormonal changes appear to increase risk. The 
risk	of	OSA	also	is	increased	in	certain	ra-
cial and ethnic groups. Among young African 
Americans,	the	likelihood	of	experiencing	OSA	
symptoms	is	twice	that	of	young	whites.	Nearly	
50	percent	of	OSA	patients	have	high	blood	
pressure.

Opportunities

A	major	factor	in	the	pervasiveness	of	OSA’s	
effects on health and society has been the failure 
to educate Americans—and especially health 
care	practitioners—about	the	disorder.	A	wide	
range of behavioral, mechanical, and surgical 
treatments	can	be	used	to	manage	OSA	symp-

toms.	Providing	persons	at	risk	with	culturally	
and linguistically appropriate information about 
OSA	could	enable	them	to	prevent	or	lessen	the	
effects	of	OSA.	Improved	awareness	of	OSA	
symptoms	represents	a	major	public	health	chal-
lenge. 

Primary care providers are an important ba-
rometer	of	OSA	awareness	because	they	are	a	
first	stop	for	patients	who	are	seeking	appro-
priate	diagnosis	and	treatment.	However,	only	
79	cases	of	sleep	disorder	were	diagnosed	in	a	
sample of 10 million patient records from 1989 
and	1990.	In	1990	about	a	third	of	the	medical	
schools	in	the	United	States	offered	no	training	
in sleep medicine, and another third provided 
less than 2 hours on average for all sleep topics. 
Data systems to track the training of health care 
providers	in	OSA	over	the	decade	are	not	cur-
rently available, and therefore the issue is not 
addressed	in	this	focus	area’s	objectives.	How-
ever, it represents an important research and 
data	collection	agenda.	In	the	absence	of	strong	
educational models for physicians, the risk re-
mains	high	that	OSA	will	be	misdiagnosed	and	
mismanaged.

The	National	Commission	on	Sleep	Disorders	
Research	was	established	by	the	U.S.	Congress	
in 1988 to assess the societal and economic im-
pact of sleep disorders and the resources avail-
able to promote the prevention, diagnosis, and 
treatment	of	such	disorders.	In	a	1994	report	to	
Congress, the Commission concluded that even 
though the science of sleep disorders is not fully 
developed, such disorders can be prevented. The 
commission recommends that research on the 
natural history of sleep disorders be made an 
urgent national concern. Epidemiologic studies 
must be conducted to evaluate risk factors that 
lead	to	sleep	disorders	and	to	determine	which	
sleep disorders lead to other serious health prob-
lems.
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Have you suffered from or been diagnosed with asthma?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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Have you suffered from or been diagnosed with Chronic Obstructive
Pulmonary Disease (COPD)?

Lubbock County
Covenant Health System Community Health Needs Assessment, 2005
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DIABETES

Overview

Diabetes	poses	a	significant	public	health	chal-
lenge	for	the	United	States.	Some	800,000	new	
cases are diagnosed each year, or 2,200 per day. 
The	changing	demographic	patterns	in	the	United	
States	are	expected	to	increase	the	number	of	
people	who	are	at	risk	for	diabetes	and	who	even-
tually develop the disease. Diabetes is a chronic 
disease	that	usually	manifests	itself	as	one	of	two	
major	types:	type	1,	mainly	occurring	in	children	
and	adolescents	18	years	and	younger,	in	which	
the body does not produce insulin and thus insulin 
administration	is	required	to	sustain	life;	or	type	
2 occurring usually in adults over 30 years of 
age	in	which	the	body’s	tissues	become	unable	to	
use	its	own	limited	amount	of	insulin	effectively.	
While	all	persons	with	diabetes	require	self-man-
agement training, treatment for type 2 diabetes 
usually consists of a combination of physical 
activity, proper nutrition, oral tablets and insulin. 
Type 1 diabetes has been sometimes referred to as 
juvenile	or	insulin-dependent	diabetes;	and	type	
2 diabetes has been referred to as adult-onset or 
noninsulin dependent diabetes.

Issues

The occurrence of diabetes, especially type 2 
diabetes,	as	well	as	associated	diabetes	compli-
cations,	is	increasing	in	the	United	States.	The	
number	of	persons	with	diabetes	has	increased	
steadily	over	the	past	decade;	presently,	10.5	mil-
lion	persons	have	been	diagnosed	with	diabetes,	
while	5.5	million	persons	are	estimated	to	have	
the disease but are undiagnosed. This increase in 
the number of cases of diabetes has occurred par-
ticularly	within	certain	racial	and	ethnic	groups.	
Over the past decade, diabetes has remained the 
seventh	leading	cause	of	death	in	the	United	
States,	primarily	from	diabetes-associated	cardio-
vascular disease. While premenopausal nondia-
betic	women	usually	are	at	less	risk	of	cardiovas-
cular disease than men, the presence of diabetes 
in	women	is	associated	with	a	three-	to	four-fold	
increase in coronary heart disease compared to 
nondiabetic females. In	the	United	States,	diabe-
tes is the leading cause of nontraumatic amputa-

tions	(approximately	
57,000 per year or 
150	per	day);	blind-
ness	among	working-
age adults	(approxi-
mately 20,000 per 
year	or	60	per	day);	
and end-stage renal 
disease	(ESRD)	(ap-
proximately 28,000 
per	year	or	70	per	day).	(See	Focus	Area	28.	Vi-
sion	and	Hearing	and	Focus	Area	4.	Chronic	Kid-
ney	Disease.)	These	and	other	health	problems	
associated	with	diabetes	contribute	to	an	impaired	
quality of life and substantial disability among 
people	with	diabetes.

Diabetes	is	a	costly	disease;	estimates	of	the	total	
attributable	cost	of	diabetes	are	around	$100	bil-
lion	($43	billion	direct;	$45	billion	indirect).	Hos-
pitalizations for diabetes-associated cardiovascu-
lar disease account for the largest component of 
the	direct	costs.	However,	diabetes	management	
is occurring increasingly in the outpatient setting, 
and	more	people	with	diabetes	are	using	nursing	
home facilities.

Diabetes	is	a	major	clinical	and	public	health	
challenge	within	certain	racial	and	ethnic	groups	
where	both	new	cases	of	diabetes	and	the	risk	of	
associated complications are great.

These realities are especially disturbing given 
the	validated	efficacy	and	economic	benefits	of	
secondary	prevention	(controlling	glucose,	lipid,	
and	blood	pressure	levels)	and	tertiary	preven-
tion	(screening	for	early	diabetes	complications	
[eye,	foot,	and	kidney	abnormalities],	followed	by	
appropriate	treatment	and	prevention	strategies).	
For	many	reasons,	however,	these	scientifically	
and	economically	justified	prevention	programs	
are not used routinely in daily clinical manage-
ment	of	persons	with	diabetes.	Diabetes is thus a 
“wasteful”	disease.	Strategies	that	would	lessen	
the burden of this disease are not used regularly, 
resulting in unnecessary illness, disability, death, 
and expense.
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Trends

The toll of diabetes on the health status of people 
in	the	United	States	is	expected	to	worsen	before	
it improves, especially in vulnerable, high-risk 
populations—African Americans, Hispanics, 
American	Indians	or	Alaska	Natives,	Asians	or	
other	Pacific	Islanders,	elderly	persons,	and	eco-
nomically	disadvantaged	persons.	Several	factors	
account for this chronic disease epidemic, includ-
ing	behavioral	elements	(improper	nutrition,	for	
example,	increased	fat	consumption;	decreased	
physical	activity;	obesity);	demographic	changes	
(aging,	increased	growth	of	“at-risk	popula-
tions”);	improved	ascertainment	and	surveillance	
systems that more completely capture the actual 
burden	of	diabetes;	and	the	relative	weakness	of	
interventions to change individual, community, or 
organizational	behaviors.	Several	other	interrelat-
ed	factors	influence	the	present	and	future	burden	
of diabetes, including genetics, cultural and com-
munity	traditions,	and	socioeconomic	status.	In	
addition,	unanticipated	scientific	breakthroughs,	
the characteristics of the health care system, and 
the	level	of	patient	knowledge	and	empowerment	
all have a great impact on the amount of disease 
burden	associated	with	diabetes.

Personal behaviors.	“Westernization,”	which	
includes a diet high in fat and processed foods as 
well	as	total	calories,	has	been	associated	with	
a	greater	number	of	overweight	persons	in	the	
United	States	when	compared	to	a	decade	ago,	
especially	within	certain	racial	and	ethnic	groups,	
for example, African-American females. Obesity, 
improper	nutrition	(including	increased	ingestion	
of	fats	and	processed	foods),	and	lack	of	physi-
cal activity are occurring in persons under age 
15 years. These behaviors and conditions may 
explain the increasing diagnosis of type 2 diabetes 
in	teenagers.	Increased	television	watching	asso-
ciated	with	diminished	physical	activity	also	may	
contribute to the emergence of type 2 diabetes in 
youth.

Demographics. Diabetes is most common in 
persons	over	age	60	years.	Increased	insulin	
resistance and gradual deterioration in the func-
tion of insulin-producing cells may account for 
this	phenomenon.	As	the	population	in	the	United	

States	ages,	especially	as	the	number	of	persons	
who	are	60	years	and	older	grows,	an	increase	in	
the	number	of	people	with	diabetes	is	expected.	
While studies indicate that aging itself may not 
be	a	major	factor	in	the	substantial	increase	in	
the	number	of	persons	with	diabetes,	present	and	
future	prevention	strategies	for	diabetes	will	be	
associated	with	a	greater	lifespan	for	persons	with	
diabetes.

Other	changes	in	the	U.S.	population	can	be	
expected	to	affect	the	number	of	persons	with	
diabetes. By 2050, almost half of the population 
will	be	other	than	white	(53	percent	white;	24	per-
cent	Hispanic;	14	percent	African	American;	and	
8	percent	Asian).	Because	these	racial	and	ethnic	
groups are at greater risk for diabetes and associ-
ated complications, and because of rising levels 
of obesity and physical inactivity in the general 
population,	the	number	of	persons	with	diabetes	
is	expected	to	increase	into	the	first	few	decades	
of the 21st century.

Ascertainment.	Known	as	the	“hidden”	disease,	
diabetes is undiagnosed in an estimated 5 million 
persons.	In	addition,	complications	and	health	
services	associated	with	diabetes	frequently	are	
not	recorded	on	death	certificates,	hospital	dis-
charge	forms,	emergency	department	paperwork,	
and	other	documents.	Much	of	this	“missing”	bur-
den	of	diabetes	now	is	being	captured	due	to	im-
proved surveillance and data systems, including 
boxes on data forms to indicate the presence of 
diabetes and screening programs for undiagnosed 
diabetes in high-risk persons. Thus, the real—but 
previously undocumented—burden of diabetes is 
becoming better recognized.

Limitations in programs to change behaviors. 
Scientific	evidence	indicates	that	secondary	and	
tertiary prevention programs are effective in 
reducing the burden of diabetes. Yet	changing	the	
behaviors	of	persons	with	diabetes,	health	care	
providers, or other individuals or organizations 
involved	in	diabetes	health	care	(for	example,	
health	maintenance	organizations	and	employers),	
is	difficult.	Although	many	factors	account	for	
these	challenges,	more	effective	interventions	will	
need to be developed and implemented to im-
prove	the	practice	of	diabetes	care.	Several	other	
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Diabetes Deaths
Lubbock County residents/Texas	residents

Texas Department of State Health Services
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factors	influence	the	present	and	future	burden	of	
diabetes, including genetics, culture, socioeco-
nomic	status	(SES),	scientific	discoveries,	and	
the characteristics of both chronic diseases and 
the health care system.

Both	type	1	and	type	2	diabetes	have	a	signifi-
cant genetic component. For type 1 diabetes, ge-
netic markers that indicate a greater risk for this 
condition	have	been	identified;	they	are	sensitive	
but	not	specific.	Type	2	diabetes,	especially	in	
vulnerable racial and ethnic groups, may be as-
sociated	with	a	“thrifty	gene.”	Family	and	twin	
studies	demonstrate	considerable	influence	of	ge-
netics	for	type	2	diabetes,	but	a	specific	genetic	
marker for the common variety of type 2 diabe-
tes	has	not	been	identified.	The	degree	to	which	
such genetic indicators can be both validated and 
clinically	available	will	determine	effectiveness	
of primary prevention trials.

Patient	behaviors	are	influenced	by	beliefs	and	
attitudes, and these are greatly affected by com-
munity	and	cultural	traditions.	In	many	racial	
and ethnic communities, fatalism, use of alterna-
tive medicine, desirability of rural living condi-
tions, lack of economic resources, and other 
factors	will	influence	significantly	both	availabil-
ity of health care and the capabilities of persons 
with	diabetes	in	handling	their	own	care.	Thir-
teen	percent	of	the	total	U.S.	population	speak	
a language at home other than English. Cultural 
and	linguistic	factors	affect	interactions	with	
health care providers and the system. The degree 
to	which	diabetes	prevention	strategies	recog-
nize	and	incorporate	these	traditions	will	largely	
determine program effectiveness.

The public health and medical communities are 
increasingly	recognizing	the	influence	of	SES	in	
the	occurrence	of	new	cases	and	progression	of	
chronic diseases. Chronic diseases, such as dia-
betes,	reflect	the	social	fabric	of	our	society,	and	
the	degree	to	which	employment,	financial	secu-
rity, feelings of safety, education, and the avail-
ability of health care are addressed and improved 
within	the	United	States	will	influence	the	likeli-
hood	of	developing	type	2	diabetes,	as	well	as	
effectively managing both types of diabetes. For 
example,	unemployment	without	access	to	health	

insurance	will	substantially	limit	attention	to	and	
expenditures for preventive health practices.

Because	acute	infectious	diseases	were	the	
dominant	health	threats	during	the	first	half	of	
the	20th	century,	a	dichotomous	view	of	health	
existed,	for	example,	people	were	either	alive	or	
dead, vaccinated or not vaccinated, etc. Death 
and	length	of	life	were	the	most	important	mark-
ers of disease burden and program effective-
ness during those years. Chronic diseases such 
as diabetes pose different challenges because 
qualitative	terms	such	as	“doing	better”	are	valid	
indicators of health improvement, as are mea-
sures of quality of life and disability. Further, a 
variety	of	nonphysician	health	professionals	(for	
example,	nurses	or	pharmacists)	and	nonhealth	
care	professionals	(for	example,	faith	or	com-
munity	leaders,	employers)	can	be	involved	in	
critical decisions affecting chronic diseases. Dia-
betes, like other chronic conditions, is long term 
and	is	affected	by	the	environment	where	people	
live,	work,	and	play.	For	diseases	like	diabetes,	
the accurate measurement of quality of life as 
an indicator of program effectiveness and the 
incorporation	of	nonhealth	professionals	at	work	
or	worship	on	the	health	team	will	influence	the	
successes of preventive treatment programs.

The	rapidity	and	utility	of	scientific	discoveries	
also	will	influence	the	control	of	the	diabetes	
burden.	In	all	aspects	of	scientific	investiga-
tion, important observations about diabetes 
will	continue	to	occur.	These	scientific	results	
will	greatly	influence	diabetes	prevention	and	
management,	but	any	scientific	study	that	is	not	
translated and used in daily practice is ultimately 
“wasted.”

The availability of a responsive and effective 
health	care	system	will	determine	access	to	qual-
ity care, especially in secondary and tertiary pre-
vention. With the emergence of managed care, a 
person	with	diabetes	theoretically	could	receive	
effective, economical, and planned preventive 
care	that	would	minimize	the	diabetes	burden.	
Several	additional	changes	need	to	occur	within	
the	managed	care	setting,	however,	to	maximize	
fully	this	theoretical	opportunity	for	persons	with	
diabetes,	including	managed	care	(1)	not	deny-
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ing	access	to	potentially	expensive	patients,	(2)	
allowing	adequate	time	for	health	professionals	
to	interact	with	patients,	and	(3)	ensuring	patient	
protection rights.

In	addition,	the	apparent	movement	toward	pri-
mary	care	will	affect	diabetes	management	and	
outcomes. At present, about 90 percent of all per-
sons	with	diabetes	receive	continuous	care	from	
the primary care community. This is highly un-
likely to change. Thus, the degree that improved 
relationships	can	be	established	between	diabetes	
specialists	and	primary	care	health	providers	will	
determine the quality of diabetes care.

People	with	diabetes	spend	a	small	percentage	of	
their	time	in	contact	with	health	professionals.	In	
addition	to	family,	friends,	and	work	colleagues,	
individual	patient	knowledge,	beliefs,	and	atti-
tudes affect diabetes management and outcomes. 
The	ability	to	understand	and	influence	individu-
al,	community,	and	organizational	behaviors	will	
influence	significantly	the	success	of	preventive	
programs in diabetes.

Disparities

Gaps exist among racial and ethnic groups in the 
rate of diabetes and its associated complications 
in	the	United	States.	Racial	and	ethnic	commu-
nities, including African Americans, Hispanics, 
American	Indians,	and	certain	Pacific	Islander	
and	Asian	American	populations	as	well	as	
economically disadvantaged or older Americans, 
suffer	disproportionately	compared	to	white	
populations. For example, the relative number 
of	persons	with	diabetes	in	African	American,	
Hispanic,	and	American	Indian	communities	is	
one	to	five	times	greater	than	in	white	communi-
ties.	When	compared	to	their	white	counterparts,	
death	from	diabetes	is	two	times	as	great	in	
African-American persons, and diabetes-associ-
ated	renal	failure	is	two	and	a	half	times	that	in	
Hispanic	individuals	with	diabetes.

Particularly	within	certain	racial	and	ethnic	
groups, there are four potential individual rea-
sons for the greater burden of diabetes:

Greater	number	of	cases	of	diabetes.	If	diabetes	

is more common, then more amputations, death, 
and	other	complications	from	diabetes	would	be	
expected.

Greater	seriousness	of	diabetes.	If	hyperglyce-
mia or other serious comorbid conditions, such 
as high blood pressure or elevated blood lipids, 
are present in certain racial and ethnic groups, 
a	greater	diabetes-related	disease	burden	would	
occur.	Many	other	factors	could	be	involved,	
including	genetics	and	excess	weight.	“Greater	
seriousness”	of	diabetes	can	be	determined	
by comparing, for example, death or amputa-
tion	rates	for	specific	racial	and	ethnic	diabetic	
groups	with	those	rates	in	the	general	diabetes	
population.

Inadequate	access	to	proper	diabetes	preven-
tion	and	control	programs.	If	diabetes	services,	
such as self-management training programs or 
eye-retina examinations, are not a part of routine 
diabetes care, then effective programs to reduce 
the	burden	of	diabetes	will	not	be	accessed	and	
used. These essential diabetes services often are 
provided	by	specialists.	Unfortunately,	many	dia-
betes	“at-risk”	groups	reside	in	medically	unde-
served	areas	or	are	without	adequate	insurance,	
and thus do not receive these types of preventive 
services.

Improper	quality	of	care.	If	diabetes	manage-
ment services are available, but the quality of 
that service is inadequate, prevention programs 
would	not	be	effective	in	reducing	the	burden	of	
diabetes.

Identifying	the	reasons	for	disparities	in	dia-
betes health outcomes is important in tailoring 
programs	to	those	specific	areas	where	deficien-
cies exist. Collection of racial and ethnic health 
services data for all health activities is critical 
to designate the reason for the greater disease 
burden.

Opportunities

Opportunities to meet the challenges of diabe-
tes	lie	in	four	“transition	points”	in	the	natural	
history of this disease and the preventive inter-
ventions	which	target	them:	primary	prevention,	
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screening and early diagnosis, access, and quality 
of	care	(secondary	and	tertiary	prevention).

The transition points and associated public health 
intervention	are	as	follows:

Transition Point 1: From No Diabetes to 
Diabetes	Present	(although	not	recognized).	
Intervention,	Primary	Prevention.
Transition Point 2: From Diabetes Not Rec-
ognized	to	Diabetes	Recognized	(but	preven-
tive	diabetes	care	not	provided).	Intervention,	
Screening/Early	Diagnosis.
Transition Point 3: From No Care to Diabetes 
Care	Applied.	Intervention,	Access.
Transition	Point	4:	From	Improper	Care	to	
Proper	Care.	Intervention,	Quality	of	Care.	
(Secondary	and	Tertiary	Prevention—for	ex-
ample, glucose control and decreasing diabe-
tes	complications.)

Each transition point represents a diabetes pre-
vention and control opportunity that is contained 
in	the	diabetes	objectives	of	Healthy	People	2010.	

•

•

•

•

Objectives	are	categorized	as:	(1)	diabetes	educa-
tion;	(2)	burden	of	disease	(new	cases,	existing	
cases, undiagnosed diabetes, death, pregnancy 
complications);	(3)	macrovascular,	microvascu-
lar,	and	metabolic	complications;	(4)	laboratory	
services	(lipids,	glycosylated	hemoglobin,	mi-
croalbumin	measurements);	(5)	health	provider	
services	(eye,	foot,	and	dental	examinations);	and	
(6)	patient	protection	behaviors	(aspirin,	self-glu-
cose	monitoring).	These	objectives	measure	both	
the processes and outcomes of preventive diabe-
tes programs.

To improve the quality of diabetes care, the Dia-
betes	Quality	Improvement	Project	(DQIP)—a	
joint	public/private	effort—has	identified	a	set	of	
measures to track critical performance measures 
of	diabetes	management.	Through	the	Quality	
Interagency	Coordination	(QuIC)	task	force,	Fed-
eral	agencies	with	health	care	responsibilities	are	
collaborating	to	use	DQIP	to	better	focus	efforts	
to improve diabetes care.

Have you suffered from or been diagnosed with Diabetes?
Lubbock County

Covenant Health System Community Health Needs Assessment, 2005
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ORAL 
HEALTH

Overview

 Oral health is an es-
sential and integral 
component of health 
throughout life. No 
one can be truly 

healthy unless he or she is free from the burden 
of oral and craniofacial diseases and conditions. 
Millions	of	people	in	the	United	States	experi-
ence dental caries, periodontal diseases, and cleft 
lip and cleft palate, resulting in needless pain and 
suffering;	difficulty	in	speaking,	chewing,	and	
swallowing;	increased	costs	of	care;	loss	of	self-
esteem;	decreased	economic	productivity	through	
lost	work	and	school	days;	and,	in	extreme	cases,	
death.	Further,	oral	and	pharyngeal	cancers,	which	
primarily affect adults over age 55 years, result in 
significant	illnesses	and	disfigurement	associated	
with	treatment,	substantial	cost,	and	more	than	
8,000 deaths annually.

Poor oral health and untreated oral diseases and 
conditions	can	have	a	significant	impact	on	qual-
ity	of	life.	Millions	of	people	in	the	United	States	
are at high risk for oral health problems because 
of underlying medical or handicapping conditions, 
ranging from very rare genetic diseases to more 
common chronic diseases such as arthritis and 
diabetes. Oral and facial pain affects a substantial 
proportion of the general population.

Issues

Dental caries is the single most common chronic 
disease	of	childhood,	occurring	five	to	eight	times	
as frequently as asthma, the second most common 
chronic disease in children. Despite the reduction 
in cases of caries in recent years, more than half 
of all children have caries by the second grade, 
and,	by	the	time	students	finish	high	school,	about	
80	percent	have	caries.	Unless	arrested	early,	car-
ies is irreversible.

Early	childhood	caries	(ECC)	affects	the	primary	
teeth of infants and young children aged 1 to 6 

years.	The	exact	cause	of	ECC	is	unknown,	but	
factors such as large family size, nutritional status 
of the mother and the infant, and the transfer of 
infectious organisms from caregiver to infant are 
under	study.	Infant	feeding	practices	in	which	
children	are	put	to	bed	with	formula	or	other	
sweetened	drinks	or	sweetened	pacifiers,	especial-
ly	if	a	child	falls	asleep	while	feeding,	have	been	
associated	with	ECC.	Some	professional	associa-
tions	recommend	that	a	child	should	first	visit	a	
dentist at age 1 year.

Cases of dental caries have declined dramati-
cally among school-aged children. This decline 
is the result of various preventive regimens such 
as	community	water	fluoridation	and	increased	
use	of	toothpastes	and	rinses	that	contain	fluo-
ride.	Dental	caries,	however,	remains	a	significant	
problem in some populations, particularly certain 
racial and ethnic groups and poor children. Na-
tional data indicate that 80 percent of dental caries 
found in children is concentrated in 25 percent of 
the	child	population.	Increased	use	of	dental	seal-
ants,	toothbrushing	with	fluoridated	toothpaste,	
community	water	fluoridation,	and	sound	dietary	
practices are needed to reduce tooth decay.

Data from the third National Health and Nutri-
tion	Examination	Survey	(NHANES	III)	indicated	
that 30 percent of all adults had untreated dental 
decay;	85	percent	had	ever	experienced	dental	
caries.	More	than	37	percent	of	persons	aged	
65	years	or	older	in	the	United	States	with	teeth	
had	at	least	one	decayed	or	filled	root	surface.	If	
current trends continue, the baby boomer gen-
eration	will	lose	fewer	teeth	as	they	age	but	will	
have more teeth that are at risk for dental caries 
throughout life.

Oral and pharyngeal cancer comprises a diversity 
of malignant tumors that affect the oral cavity and 
pharynx;	virtually	all	of	these	tumors	are	squa-
mous	cell	carcinomas.	Some	31,000	new	cases	of	
oral	and	pharyngeal	cancer	were	expected	to	be	
diagnosed in 1999, and approximately 8,100 per-
sons	were	expected	to	die	from	the	disease.	Oral	
and pharyngeal cancer occurs more frequently 
than leukemia, Hodgkin’s disease, and cancers 
of the brain, cervix, ovary, liver, pancreas, bone, 
thyroid gland, testes, and stomach. Oral and pha-
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ryngeal cancer is the 7th most common cancer 
found	among	white	males	(4th	most	common	
among	black	men)	and	the	14th	most	common	
among	U.S.	women. The 5-year survival rate 
for oral and pharyngeal cancer is only 52 per-
cent, and most of these cancers are diagnosed at 
late	stages.	Only	7	percent	of	U.S.	adults	aged	
40 years and older reported having had an oral 
cancer	examination	in	the	past	year,	which	is	the	
recommended interval.

Cleft lip and cleft palate are among the more 
common	birth	defects	in	the	United	States.	These	
congenital defects occur in about 1 per 1,000 live 
births.	States	should	have	an	effective,	efficient	
mechanism in place for identifying, recording, 
and	referring	for	treatment	infants	with	these	
conditions. Primary prevention of these cranio-
facial anomalies involves minimizing exposure 
to	known	causes	of	malformations	and,	where	
indicated, providing genetic counseling.

Oral	diseases	and	conditions	may	have	a	signifi-
cant	impact	on	general	health;	some	poor	general	
health conditions also may affect oral health 
status. Chemotherapy for cancer may cause in-
flammation	and	infection	of	oral	mucous	tissues.	
Head and neck radiotherapy and medications 
taken for many chronic conditions can affect the 
salivary glands, resulting in decreases in or loss 

of	salivary	flow,	which,	in	turn,	contribute	to	the	
ability	to	chew	and	speak	and	to	dental	decay.	
Studies	point	to	associations	between	periodon-
tal	diseases	and	low	birth	weight	and	premature	
births,	as	well	as	between	periodontitis	and	heart	
disease and stroke. The initiation and progres-
sion of periodontal infections are affected by 
systemic factors and habits, including tobacco 
use, uncontrolled diabetes, stress, and genetic 
factors.

For	patients	with	special	risks,	invasive	dental	
procedures	may	result	in	infective	endocarditis;	
infections	of	artificial	knee,	hip,	and	shoulder	
joints;	and	complications	associated	with	organ	
and	bone	marrow	transplantation.	Oral	com-
plications	associated	with	HIV	infection	also	
can	have	a	significant	impact	on	overall	health,	
resulting in loss of appetite, painful mouth sores, 
weight	loss,	hospitalization,	and	potentially	life-
threatening fungal infections.

Many	persons	in	the	United	States	do	not	receive	
essential dental services. Through increased ac-
cess to appropriate and timely care, Americans 
can	enjoy	improved	oral	health.	Barriers to care 
include	cost;	lack	of	dental	insurance,	public	
programs, or providers from underserved racial 
and	ethnic	groups;	and	fear	of	dental	visits.	Ad-
ditionally,	some	people	with	limited	oral	health	
literacy	may	not	be	able	to	find	or	understand	
information and services.

To promote oral health and prevent oral diseases, 
oral health literacy among all groups is neces-
sary.	In	addition,	oral	health	services—preven-
tive and restorative—should be available, acces-
sible,	and	acceptable	to	all	persons	in	the	United	
States.	In	areas	where	different	languages,	
culture,	and	health	care	beliefs	would	otherwise	
be barriers to care, a cadre of clinically and cul-
turally competent providers must be available to 
provide care.

Of the 16,926 undergraduate dental students 
enrolled	in	U.S.	dental	schools	in	1996-97,	fewer	
than	1,000	were	African	American,	and	fewer	
than	1,000	were	Hispanic.	Native	Americans	
continue to constitute less than 1 percent of the 
total	undergraduate	dental	enrollment.	Strategic	
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measures are needed to increase the number of 
people	from	certain	racial	and	ethnic	groups	who	
will	seek	careers	in	dentistry	and	public	health,	
now	and	in	the	future.	With	the	current	health	dis-
parities	and	projected	demographic	changes	in	the	
U.S.	population,	such	measures	are	needed	for	all	
aspects of oral health: education, research, health 
promotion,	and	clinical	services	within	the	private	
and public sectors.

One	subject	of	oral	health	interest,	daily	brush-
ing	with	a	fluoride-containing	toothpaste,	is	not	
addressed	because	data	for	tracking	progress	will	
not	be	available	during	the	first	half	of	the	decade	
(2000-5).

Trends

Cases of dental caries in the permanent teeth of 
school-aged children have been declining in the 
United	States	for	approximately	20	years.	The	
proportion of untreated dental caries in school-
aged children also has been declining overall, but 
has increased among children aged 6 to 8 years. 
Fewer	adults	are	having	teeth	extracted	because	
of dental decay or periodontal disease, and the 
percentage	of	persons	who	have	lost	all	of	their	
natural teeth has been declining steadily.

The	percentage	of	school-aged	children	with	den-
tal sealants has risen in recent years as the public 
and private sector increasingly use the procedure, 
dental insurance pays for dental sealants, and 
parents request sealants for their children. No 
increase,	however,	has	occurred	among	children	
in	low-income	populations.

Community	water	fluoridation	grew	rapidly	from	
its	inception	in	1945	until	about	1980;	since	then,	
the	proportion	of	the	U.S.	population	living	in	
communities	with	fluoridated	water	supplies	has	
remained at 60 to 62 percent. About 100 million 
persons	still	lack	the	benefits	of	community	water	
fluoridation.

Over the past 20 years, oral and pharyngeal can-
cer deaths have declined by about 25 percent, and 
new	cases	have	declined	by	10	percent,	but	the	
5-year survival rate has remained unchanged. Af-

rican	American	men,	however,	have	experienced	
increases	in	both	death	rates	and	new	case	rates.

Spending	for	dental	services	in	the	United	States	
has risen steadily but has remained fairly constant 
as a proportion of personal health care spend-
ing—about 4.5 percent. Dental insurance cover-
age has not increased. Only 44 percent of persons 
in	the	United	States	have	some	form	of	private	
dental	insurance	(most	with	limited	coverage	and	
with	high	copayments),	9	percent	have	public	
dental	insurance	(Medicaid	and	Children’s	Health	
Insurance	Program),	2	percent	have	other	dental	
insurance, and 45 percent have no dental insur-
ance.

Disparities

As	with	general	health,	oral	health	status	tends	
to	vary	in	the	United	States	on	the	basis	of	so-
ciodemographic factors. For example, the level 
of untreated dental caries among African Ameri-
can	children	aged	6	to	8	years	(36	percent)	and	
Hispanic	children	(43	percent)	is	greater	than	for	
white	children	(26	percent);	as	few	as	3	percent	
of poor children have dental sealants compared 
to	the	national	average	(23	percent).	Further,	the	
5-year	survival	rate	is	lower	for	oral	and	pharyn-
geal	cancer	among	African	Americans	than	whites	
(31	percent	versus	55	percent);	adults	with	less	
than	a	high	school	education	(4	percent)	and	those	
with	a	high	school	education	(6	percent)	were	less	
likely	than	those	with	some	college	(12	percent)	
to have had an oral cancer examination in the past 
year;	adults	with	some	college	(15	percent)	have	
2 to 2.5 times less destructive periodontal disease 
than	those	with	high	school	(28	percent)	and	less	
than	high	school	(35	percent)	levels	of	educa-
tion. Among persons aged 65 years and older, 39 
percent	of	persons	with	less	than	a	high	school	
education	were	edentulous	(had	lost	all	their	natu-
ral	teeth)	in	1997,	compared	with	13	percent	of	
persons	with	at	least	some	college.

Promotion of oral health requires self-care and 
professional	care	as	well	as	population-based	
initiatives.	The	proportion	of	the	U.S.	population	
that annually makes at least one dental visit and 
the	average	number	of	visits	made	vary	signifi-
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cantly by age, race, dental status, level of educa-
tion, and family income. About 65 percent of the 
total	U.S.	population	over	age	2	years	visited	
a dentist in the past year, but only about half 
of those aged 65 years and older made a dental 
visit.	Among	adults	with	teeth,	67	percent	had	
a	dental	visit	in	the	past	year	compared	with	37	
percent	for	persons	without	teeth.

Opportunities

An increased focus on oral health by Federal, 
State,	and	professional	organizations	that	oc-
curred at the end of the 1990s should help 
achieve improvements in oral health and quality 
of	life	for	individuals	and	communities.	If	initia-
tives,	partnerships,	and	collaborations	flourish	in	
this environment of heightened interest, then oral 
health	literacy	will	increase,	access	to	preventive	
and	restorative	services	for	persons	in	need	will	
improve, surveillance of oral diseases or condi-
tions	will	be	enhanced,	and	appropriate	research	
will	explore	new	ways	to	improve	oral	health	for	
everyone	in	the	United	States.

Recent	legislation	in	three	States	requires	the	
widespread	implementation	of	water	fluorida-
tion,	which	should	lead	to	more	communities	
with	optimally	fluoridated	water.	By the end of 
the	20th	century,	dental	caries	was	limited	in	
many	children	to	pit	and	fissure	tooth	surfaces,	
for	which	dental	sealants	are	ideal.	Opportuni-
ties to encourage the dental profession to adopt 
and implement this preventive technology and 
for dental insurance companies to pay for seal-
ants must be promoted. Every opportunity must 
be taken to educate the public about the value of 
sealants for children shortly after their permanent 
molars erupt. Opportunities must be expanded 

to target certain preventive procedures to poor, 
largely inner-city and rural children in school-
based or school-linked programs.

Reducing deaths from oral and pharyngeal 
cancer and improving the early detection of both 
types of cancer require immediate attention. Ef-
forts must be made to continue the momentum 
begun in the 1990s that focused on reducing 
the	number	of	new	cases	of	oral	and	pharyngeal	
cancer	and	improving	survival.	Specifically,	
dental personnel need to provide comprehensive 
oral cancer exams on a routine basis for persons 
aged	40	years	and	older	or	who	are	otherwise	at	
high risk. Dental personnel also need to provide 
counseling to patients to stop tobacco use and 
limit	alcohol	use,	both	of	which	are	associated	
with	oral	and	pharyngeal	cancer.

The 21st century may provide the opportunity to 
reduce the burden of birth defects, such as cleft 
lip	and	cleft	palate.	As	local	and	State	surveil-
lance systems of developmental anomalies are 
created or expanded, opportunities should be 
explored to integrate cleft lip and cleft palate 
into	those	systems.	If	studies	confirm	the	ben-
eficial	effects	of	folic	acid	in	preventing	cleft	
lip and cleft palate, then programs incorporating 
the use of folic acid should be implemented and 
monitored.

In	general,	access	to	primary	preventive	and	
early intervention services must be improved, 
and barriers to the dental care system should be 
removed.	Many	persons	of	all	ages	are	receiv-
ing professional services in the oral health care 
system, but more emphasis must be placed on 
vulnerable	populations	who	need	professional	
care.
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EDUCATIONAL AND COMMUNITY-
BASED PROGRAMS

Overview

Educational and community-based programs 
have played an integral role in the attainment of 
Healthy	People	2000	objectives	and	will	con-
tinue to contribute to the improvement of health 
outcomes	in	the	United	States	by	the	year	2010.	
These programs, developed to reach people out-
side traditional health care settings, are funda-
mental for health promotion and quality of life.

Issues and Trends

People	working	together	can	improve	indi-
vidual health and create healthier communities. 
Although more research is needed in commu-
nity health improvement, clearly, the health of 
communities not only depends on the health of 
individuals,	but	also	on	whether	the	physical	
and social aspects of communities enable people 
to live healthy lives. Health and quality of life 
rely on many community systems and factors, 
not	simply	on	a	well-functioning	health	and	
medical	care	system.	Making	changes	within	
existing systems, such as the school system, can 
effectively	and	efficiently	improve	the	health	of	
a large segment of the community. Also, envi-
ronmental and policy approaches, such as better 
street lighting and policies to fortify foods, tend 
to	have	a	greater	impact	on	the	whole	commu-
nity than do individual-oriented approaches. An 
increasing number of communities are using 
community health planning processes, such as 
Assessment Protocol for Excellence in Public 
Health	(APEX/PH);	Healthy	Cities,	Healthy	
Communities;	and	Planned	Approach	to	Com-
munity	Health	(PATCH),	to	take	ownership	of	
their health and quality-of-life improvement 
process.

Communities experiencing the most success in 
addressing health and quality-of-life issues have 
involved many components of their community: 
public health, health care, business, local govern-
ments, schools, civic organizations, voluntary 
health organizations, faith organizations, park 

and recreation de-
partments, and other 
interested groups 
and private citizens. 
Communities that 
are eager to improve 
the	health	of	specific	
at-risk groups have 
found that they are 
more likely to be 
successful	if	they	work	collaboratively	within	
their community and if the social and physical 
environments also are conducive to supporting 
healthy changes.

Because many health problems relate to more 
than	one	behavioral	risk	factor,	as	well	as	to	
social and environmental factors, communities 
with	effective	programs	also	work	to	improve	
health by addressing the multiple determinants 
of a health problem. Among the more effective 
community health promotion programs are those 
that implement comprehensive intervention 
plans	with	multiple	intervention	strategies,	such	
as	educational,	policy,	and	environmental,	within	
various settings, such as the community, health 
care	facilities,	schools	(including	colleges	and	
universities),	and	worksites.

Educational strategies may include efforts to 
increase	health	awareness,	communication,	and	
skill	building.	Policy	strategies	are	those	laws,	
regulations, formal and informal rules, and 
understandings adopted on a collective basis to 
guide individual and collective behavior. These 
include health-friendly policies designed to en-
courage	healthful	actions	(for	example,	flex-time	
at	worksites	that	enables	employees	to	engage	in	
physical activity, clinic hours that meet the needs 
of	working	people)	and	policies	to	discourage	
or	limit	unhealthy	actions	(for	example,	restric-
tions on the sale of tobacco products to minors as 
a	way	to	discourage	youth	tobacco	use).	Envi-
ronmental strategies are measures that alter or 
control the legal, social, economic, and physical 
environment. They make the environment more 
supportive	of	health	and	well-being	(for	exam-
ple,	increasing	the	accessibility	of	low-fat	foods	
in	grocery	stores	to	encourage	a	low-fat	diet).	
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Environmental measures also are used to dis-
courage actions that are not supportive of health 
(for	example,	the	removal	of	cigarette	vending	
machines from public buildings to discourage 
smoking).	

These educational, policy, and environmental 
strategies	are	effective	when	used	in	as	many	set-
tings	as	appropriate.	Settings—schools,	work-
sites, health care facilities, and the community—
serve as channels to reach desired audiences as 
well	as	apply	strategies	in	as	wide	a	population	
as	possible.	These	settings	also	provide	major	so-
cial structures for intervening at the policy level 
to facilitate healthful choices.

The school setting. The importance of includ-
ing health instruction in education curricula has 
been	recognized	since	the	early	1900s.	In	1997,	
the	Institute	of	Medicine	advised	that	students	
should receive the health-related education and 
services necessary for them to derive maximum 
benefit	from	their	education	and	enable	them	to	
become healthy, productive adults.

The school setting, ranging from preschool to 
university, is an important avenue to reach the 
entire	population	and	specifically	to	educate	chil-
dren	and	youth.	Schools	have	more	influence	on	
the lives of youth than any other social institu-
tion except the family, and provide a setting in 
which	friendship	networks	develop,	socializa-
tion occurs, and norms that govern behavior are 
developed and reinforced. Each school day about 
48	million	youth	in	the	United	States	attend	al-
most 110,000 elementary and secondary schools 
for about 6 hours of classroom time. More	than	
95 percent of all youth aged 5 to 17 years are 
enrolled in school. Schools	are	second	only	to	
homes among the primary places that children 
spend	their	time	and	thus	are	one	of	the	signifi-
cant	places	where	children	may	be	exposed	to	
potentially harmful environmental conditions. 
(See	Focus	Area	8.	Environmental	Health.)	
During high school, national dropout rates aver-
age 12 percent. Prior to high school, dropout is 
almost nonexistent. Because healthy children 
learn	better	than	children	with	health	problems,	
schools also have an interest in addressing the 
health needs of students. Although schools alone 

cannot be expected to address the health and re-
lated social problems of youth, they can provide, 
through their climate and curriculum, a focal 
point for efforts to reduce health-risk behaviors 
and improve the health status of youth.

In	1990,	the	key	elements	of	school	health	edu-
cation	were	identified:	a	documented,	planned,	
and sequential program of health education for 
students	in	kindergarten	through	grade	12;	a	cur-
riculum that addresses and integrates education 
about a range of categorical health problems and 
issues	at	developmentally	appropriate	ages;	ac-
tivities to help young persons develop the skills 
they	will	need	to	avoid	risky	behaviors;	instruc-
tion provided for a prescribed amount of time 
at	each	grade	level;	management	and	coordina-
tion in each school by an education professional 
trained	to	implement	the	program;	instruction	
from	teachers	who	have	been	trained	to	teach	
the	subject;	involvement	of	parents,	health	
professionals, and other concerned community 
members;	and	periodic	evaluation,	updating,	and	
improvement.

More	than	12	million	students	currently	are	en-
rolled in the Nation’s 3,600 colleges and univer-
sities. Thus, colleges and universities are impor-
tant settings for reducing health-risk behaviors 
among many young adults. Health clinics at the 
postsecondary	level	can	help	empower	stu-
dents	to	take	responsibility	for	their	own	health	
through education, prevention, early detection, 
and	treatment.	In	addition,	colleges	and	univer-
sities can play an important role in eliminating 
racial and ethnic disparities and other inequali-
ties	in	health	outcomes	by	influencing	how	
people think about these issues and providing a 
place	where	opinions	and	behaviors	contributing	
to these factors can be addressed.

The worksite setting.	The	growing	cost	of	health	
care	combined	with	the	increase	of	preventable	
acute and chronic illnesses drive the continuing 
need	for	comprehensive	worksite	health	promo-
tion	programs.	(See	Focus	Area	20.	Occupational	
Safety	and	Health.)	The	worksite	setting	pro-
vides an opportunity to implement educational 
programs and policy and environmental actions 
that	support	health,	which	benefit	managers,	
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employees and, ultimately, the community as a 
whole.	These programs have become an integral 
part of corporate plans to reduce health care 
costs,	improve	worker	morale,	decrease	absen-
teeism,	and	improve	behaviors	associated	with	
increased	worker	productivity.

Although reductions in health risks have been 
achieved	through	many	worksite	health	promo-
tion programs, risk reduction for hourly and part-
time	workers	and	companies	with	fewer	than	50	
employees has lagged.

The health care setting.	In	health	care	facilities,	
including hospitals, medical and dental clinics, 
and	offices,	health	care	providers	often	see	their	
patients	at	a	“teachable	moment.”	Individual-
ized education and counseling by health care 
providers	at	these	“moments”	in	these	settings	
have	been	shown	to	have	positive	and	clinically	
significant	effects	on	behavior	in	persons	with	
chronic	and	acute	conditions.	(See	Focus	Area	
1.	Access	to	Quality	Health	Services.)	Providers	
must be cognizant of these opportunities and pre-
pared to provide appropriate patient education. 
Institutions	that	employ	providers	also	must	be	
cognizant	and	allow	sufficient	time	and	training	
for patient education and counseling to occur.

The health care setting is critical to the delivery 
of health education and health promotion be-
cause of the dramatic change it has undergone 
in	the	past	10	years.	In	1989,	18	percent	of	the	
population	reported	they	were	covered	by	some	
form	of	managed	care;	in	1996	that	number	had	
risen to 29 percent, an increase of 57 percent. 
As	of	June	1999,	the	number	had	jumped	to	70	
percent.	As	of	January	1,	1997,	more	than	4.9	
million	Medicare	beneficiaries	were	enrolled	in	
managed care plans, accounting for 13 percent 
of	the	total	Medicare	program	and	representing	a	
108 percent increase in managed care enrollment 
since	1993.	As	of	June	30,	1998,	over	16	mil-
lion	or	54	percent	of	Medicaid	beneficiaries	were	
enrolled in managed care programs.

This	growth	in	enrollment	in	managed	care	plans	
has been accompanied by the development of the 
Health	Plan	Employer	Data	and	Information	Set	

(HEDIS)	and	a	set	of	common	data	indicators	
to	examine	MCO	performance	by	the	National	
Committee	on	Quality	Assurance	(NCQA).	The	
latest	version	of	HEDIS	requires	MCOs	to	report	
on more than 50 prevention-oriented indicators. 
With the increasing marketing importance of 
HEDIS	to	MCOs,	there	will	be	greater	demands	
for	MCO	health	promotion	programs	to	address	
HEDIS-related	issues.	As	a	result,	increased	
attention must be devoted to examining patient 
satisfaction	with	health	promotion	programs	in	
health care organizations.

The community setting. While health promo-
tion	in	schools,	health	care	centers,	and	work-
sites	provides	targeted	interventions	for	specific	
population groups, community-based programs 
can reach the entire population. Broad public 
concern and support are vital to the functioning 
of a healthy community and to ensure the condi-
tions	in	which	people	can	be	healthy.	Included	in	
the	community	setting	are	public	facilities;	local	
government	and	agencies;	and	social	service,	
faith, and civic organizations that provide chan-
nels	to	reach	people	where	they	live,	work,	and	
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play. Places	of	worship	may	be	a	particularly	
important setting for health promotion initiatives 
and they may effectively reach some under-
served populations. These groups and organiza-
tions also can be strong advocates for education-
al, policy, and environmental changes throughout 
the community. Approaches to prevention must 
account for the character of the community and 
ensure community participation in the process. 
Valuable	and	effective	health	benefits	of	commu-
nity-based approaches have been demonstrated 
by community interventions that have served 
a variety of ethnic and socioeconomic popula-
tion groups. Community-based approaches in 
conjunction	with	targeted	approaches	in	schools,	
health	care,	and	worksites	increase	the	likelihood	
for success to improve personal and community 
health.

A community health promotion program should 
include	the	following:

Involved	community	participation	with	
representation from at least three of the 
following	community	sectors:	government,	
education, business, faith organizations, 
health care, media, voluntary agencies, and 
the public. 
Community assessment to determine com-
munity health problems, resources, and 
perceptions and priorities for action. 
Measurable	objectives	that	address	at	least	
one	of	the	following:	health	outcomes,	risk	
factors,	public	awareness,	or	services	and	
protection.
Monitoring	and	evaluation	processes	to	de-
termine	whether	the	objectives	are	reached.	
Comprehensive, multifaceted, culturally 
relevant interventions that have multiple 
targets	for	change—individuals	(for	example,	
racial and ethnic, age, and socioeconomic 
groups),	organizations	(for	example,	work-
sites,	schools,	faith),	and	environments	(for	
example,	local	policies	and	regulations)—
and multiple approaches to change, includ-
ing education, community organization, and 
regulatory and environmental reforms.

Schools	are	natural	settings	for	reaching	children	
and	youth	while	worksites	reach	the	majority	of	
adults. Efforts to reach older adults necessarily 

•

•

•

•

•

must	involve	the	community	at	large.	Senior	cen-
ters have been established in most communities 
and provide a range of services, including health 
promotion programs for adults aged 60 years 
and	older.	Several	types	of	housing	arrangements	
designed	specifically	for	older	adults	also	can	be	
found in many communities, including congre-
gate housing, life care facilities, and retirement 
villages. These usually offer some mix of health 
care, recreational programs, and other types of 
activities and services. Health promotion strate-
gies, policies, and educational approaches have 
been developed for aging populations.

Disparities

The	U.S.	population	is	composed	of	many	
diverse groups. Evidence indicates a persistent 
disparity in the health status of racially and 
culturally	diverse	populations	as	compared	with	
the	overall	health	status	of	the	U.S.	population.	
Over the next decade, the composition of the 
Nation	will	become	more	racially	and	ethnically	
diverse, thereby increasing the need for effective 
prevention	programs	tailored	to	specific	com-
munity needs. Poverty, lack of adequate access 
to quality health services, lack of culturally and 
linguistically competent health services, and lack 
of preventive health care also are underlying fac-
tors	that	must	be	addressed.	(See	Focus	Area	1.	
Access	to	Quality	Health	Services.)	Given	these	
disparities, the need for appropriate interventions 
is clear.

Effective prevention programs in diverse com-
munities must be tailored to community needs 
and take into consideration factors concerning 
individuals, such as disability status, sexual 
orientation,	and	gender	appropriateness,	which	
also	play	a	significant	role	in	determining	health	
outcomes, behaviors, use patterns, and attitudes 
across age, racial, and ethnic groups. For ex-
ample, women	often	are	the	health	care	decision-
makers and caregivers in their families and in 
their	communities.	When	provided	with	enabling	
services and health promotion and prevention 
information, they can make better health choices 
and better navigate the health care system to 
get the information and services they and their 
families need.
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Opportunities

Health promotion programs need to be sensitive 
to the diverse cultural norms and beliefs of the 
people	for	whom	the	programs	are	intended.	This	
is a continuing challenge as the Nation’s popula-
tion becomes increasingly diverse. To ensure that 
interventions are culturally appropriate, linguisti-
cally competent, and appropriate for the needs of 
racial, ethnic, gender, sexual orientation, disabil-
ity	status,	and	age	groups	within	the	community,	
members of the populations served and their 
gatekeepers must be involved in the community 
assessment and planning process. 

Community assessment helps to identify the 
cultural traditions and beliefs of the community 
and the education, literacy level, and language 
preferences necessary for the development of 
appropriate	materials	and	programs.	In	addition,	
a community assessment can help identify levels 
of	social	capital	and	community	capacity.	Such	
assessments help identify the skills, resources, 
and abilities needed to manage health improve-
ment programs in communities.

Educational and community-based programs 
must be supported by accurate, appropriate, and 
accessible information derived from a science 
base. Increasing	evidence	supports	the	efficacy	
and effectiveness of health education and health 
promotion	in	schools,	worksites,	health	care	
facilities, and community-based programming. 
Gaps in research include the dissemination and 

diffusion	of	effective	programs,	new	technolo-
gies,	policies,	relationships	between	settings,	and	
approaches to disadvantaged and special popula-
tions.

Communities need to be involved as partners in 
conducting research ensuring that the content of 
the prevention efforts developed are tailored to 
meet the needs of the communities and popula-
tions being served. Communities also need to 
be involved as equal partners in research, to 
enhance the appropriateness and sustainability 
of science-based interventions and prevention 
programs and ensure that the lessons of research 
are	transferred	back	to	the	community.	Sustain-
ability is necessary for successful research to 
be	translated	into	programs	of	lasting	benefit	to	
communities.

The importance of social ecology on behavior 
and the successes of environmental and policy 
approaches to health promotion and disease pre-
vention need further documentation. Techniques 
to evaluate community processes and community 
health improvement methods and models need to 
be	refined	and	disseminated	so	that	other	com-
munities can learn from and duplicate successful 
strategies.	Issues	of	partnering	and	the	role	of	
collaborative efforts to increase the capacity of 
individuals and communities to achieve long-
term outcomes and improvements in health 
status are not fully understood and should be 
evaluated.	Mechanisms	need	to	be	developed	
to	share	what	is	learned	in	an	appropriate	and	
timely	manner	with	communities.
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HEALTH COM-
MUNICATION

Overview

Health commu-
nication links 
the domains of 
communication 
and health and is 

increasingly recognized as a necessary element 
of efforts to improve personal and public health. 
Health communication can contribute to all 
aspects of disease prevention and health promo-
tion and is relevant in a number of contexts, in-
cluding	(1)	health	professional-patient	relations;	
(2)	individuals’	exposure	to,	search	for,	and	use	
of	health	information;	(3)	individuals’	adherence	
to	clinical	recommendations	and	regimens;	(4)	
the construction of public health messages and 
campaigns;	(5)	the	dissemination	of	individual	
and population health risk information, that is, 
risk	communication;	(6)	images	of	health	in	the	
mass	media	and	the	culture	at	large;	(7)	the	edu-
cation	of	consumers	about	how	to	gain	access	to	
the	public	health	and	health	care	systems;	and	
(8)	the	development	of	telehealth	applications.

For individuals, effective health communication 
can	help	raise	awareness	of	health	risks	and	so-
lutions, provide the motivation and skills needed 
to	reduce	these	risks,	help	them	to	find	support	
from other people in similar situations, and 
affect or reinforce attitudes. Health communica-
tion also can increase demand for appropriate 
health services and decrease demand for inap-
propriate	health	services.	It	can	make	available	
information to assist in making complex choic-
es, such as selecting health plans, care providers, 
and treatments. For the community, health com-
munication	can	be	used	to	influence	the	public	
agenda, advocate for policies and programs, 
promote positive changes in the socioeconomic 
and physical environments, improve the delivery 
of public health and health care services, and 
encourage	social	norms	that	benefit	health	and	
quality of life.

The practice of health communication has con-
tributed to health promotion and disease preven-

tion in several areas. One is the improvement of 
interpersonal and group interactions in clinical 
situations	(for	example,	provider-patient,	pro-
vider-provider, and among members of a health 
care	team)	through	the	training	of	health	profes-
sionals and patients in effective communication 
skills. Collaborative and partnership relation-
ships	are	enhanced	when	all	parties	are	capable	
of good communications.

Another is the dissemination of health messages 
through public education campaigns that seek to 
change the social climate to encourage healthy 
behaviors,	create	awareness,	change	attitudes,	
and motivate individuals to adopt recommended 
behaviors. Campaigns traditionally have relied 
on	mass	communication	(such	as	public	ser-
vice announcements on billboards, radio, and 
television)	and	educational	messages	in	printed	
materials	(such	as	pamphlets)	to	deliver	health	
messages. Other campaigns have integrated 
mass	media	with	community-based	programs.	
Many	campaigns	have	used	social	marketing	
techniques.

Increasingly,	health	improvement	activities	are	
taking advantage of computer-based technolo-
gies,	such	as	CD-ROM	and	the	World	Wide	
Web, that can target audiences, tailor messages, 
and engage people in interactive, ongoing ex-
changes about health.An emerging area is health 
communication to support community-centered 
prevention. Community-centered prevention 
shifts attention from individual to group-level 
change	and	emphasizes	the	empowerment	of	
individuals and communities to effect change on 
multiple levels. 

A	set	of	Leading	Health	Indicators,	which	focus	
on key health improvement activities and are 
described	in	the	first	section	of	Healthy	People	
2010, all depend to some extent on effective 
health communication. The promotion of regular 
physical	activity,	healthy	weight,	good	nutrition,	
and	responsible	sexual	behavior	will	require	a	
range of information, education, and advocacy 
efforts,	as	will	the	reduction	of	tobacco	use,	
substance	abuse,	injuries,	and	violence.	For	
example, advocacy efforts to change prices and 
availability of tobacco and alcohol products 
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have	resulted	in	lower	consumption	levels.	(See	
Focus	Area	26.	Substance	Abuse	and	Focus	
Area	27.	Tobacco	Use.)	Effective	counseling	and	
patient education for behavior change require 
health care providers and patients to have good 
communication skills. Public information cam-
paigns are used to promote increased fruit and 
vegetable	consumption	(5-A-Day	for	Better	
Health!),	higher	rates	of	preventive	screening	
(mammogram	and	colonoscopy),	higher	rates	of	
clinical	preventive	services	(immunization),	and	
greater rates of adoption of risk-reducing behav-
iors	(Back	to	Sleep	and	Buckle	Up	for	Safety).

Health	communication	alone,	however,	cannot	
change systemic problems related to health, such 
as poverty, environmental degradation, or lack of 
access to health care, but comprehensive health 
communication programs should include a sys-
tematic exploration of all the factors that contrib-
ute to health and the strategies that could be used 
to	influence	these	factors.	Well-designed	health	
communication activities help individuals bet-
ter	understand	their	own	and	their	communities’	
needs so that they can take appropriate actions to 
maximize health.

Issues and Trends

The environment for communicating about 
health	has	changed	significantly.	These	changes	
include dramatic increases in the number of 
communication channels and the number of 
health	issues	vying	for	public	attention	as	well	as	
consumer demands for more and better quality 
health information, and the increased sophistica-
tion of marketing and sales techniques, such as 
direct-to-consumer advertising of prescription 
drugs and sales of medical devices and medica-
tions	over	the	Internet.	The	expansion	of	com-
munication channels and health issues on the 
public agenda increases competition for people’s 
time	and	attention;	at	the	same	time,	people	have	
more opportunities to select information based 
on their personal interests and preferences. The 
trend	toward	commercialization	of	the	Internet	
suggests that the marketing model of other mass 
media	will	be	applied	to	emerging	media,	which	
has important consequences for the ability of 

noncommercial and public health-oriented health 
communications to stand out in a cluttered health 
information environment.

Communication occurs in a variety of contexts 
(for	example,	school,	home,	and	work);	through	
a	variety	of	channels	(for	example,	interpersonal,	
small group, organizational, community, and 
mass	media)	with	a	variety	of	messages;	and	for	
a	variety	of	reasons.	In	such	an	environment,	
people do not pay attention to all communica-
tions they receive but selectively attend to and 
purposefully seek out information. One of the 
main challenges in the design of effective health 
communication programs is to identify the opti-
mal contexts, channels, content, and reasons that 
will	motivate	people	to	pay	attention	to	and	use	
health information. 

The	diversity	of	the	U.S.	population	suggests	
that a one-dimensional approach to health 
promotion, such as reliance on mass media 
campaigns or other single-component com-
munication	activities,	is	insufficient	to	achieve	
program	goals.	Successful	health	promotion	
efforts increasingly rely on multidimensional 
interventions to reach diverse audiences about 
complex health concerns, and communication is 
integrated	from	the	beginning	with	other	com-
ponents, such as community-based programs, 
policy changes, and improvements in services 
and	the	health	delivery	system.	Research	shows	
that health communication best supports health 
promotion	when	multiple	communication	chan-
nels	are	used	to	reach	specific	audience	segments	
with	information	that	is	appropriate	and	relevant	
to them. An important factor in the design of 
multidimensional	programs	is	to	allot	sufficient	
time for planning, implementation, and evalua-
tion	and	sufficient	money	to	support	the	many	
elements of the program. Public-private partner-
ships and collaborations can leverage resources 
to strengthen the impact of multidimensional 
efforts.	Collaboration	can	have	the	added	benefit	
of reducing message clutter and targeting health 
concerns that cannot be fully addressed by public 
resources or market incentives alone. 

Research indicates that effective health promo-
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tion and 
communica-
tion initia-
tives adopt 
an audience-
centered 
perspective, 
which	means	
that promo-
tion and com-
munication 
activities re-
flect	audienc-
es’ preferred 
formats, 
channels, 
and contexts. 
An audi-
ence-centered 
perspective 
also	reflects	
the realities 
of people’s 
everyday 
lives and 
their current 
practices, 
attitudes and 
beliefs, and 
lifestyles. 
Some	specific	
audience characteristics that are relevant in-
clude gender, age, education and income levels, 
ethnicity, cultural beliefs and values, primary 
language(s),	and	physical	and	mental	function-
ing. Additional considerations include their 
experience	with	the	health	care	system,	attitudes	
toward	different	types	of	health	problems,	and	
willingness	to	use	certain	types	of	health	ser-
vices. Particular attention should be paid to the 
needs of underserved audience members. 

Targeting	specific	segments	of	a	population	and	
tailoring	messages	for	individual	use	are	two	
methods to make health promotion activities 
relevant to audiences. Examples include the tar-
geted use of mass media messages for adolescent 
girls	at	increased	risk	of	smoking;	the	tailoring	
of computer-generated nutritional information 
to help individuals reduce their fat intake and 

increase fruit and 
vegetable con-
sumption;	and	
a national tele-
phone service for 
Spanish	speakers	
to	obtain	AIDS	
information as 
well	as	counsel-
ing and referrals.

Interventions	that	
account for the 
cultural practices 
and needs of 
specific	popula-
tions	have	shown	
some success. 
For example, 
a breastfeed-
ing promotion 
program among 
Navajo	women	
that	was	based	
on investigations 
of their cultural 
beliefs about 
infant feeding 
practices	showed	
increased rates 
of breastfeeding. 

Similarly,	an	intervention	that	used	the	novela,	
a popular form of Latino mass media, to reach 
young people and their parents sought to im-
prove parent-youth communication in Hispanic 
families	and	to	influence	the	adolescents’	atti-
tudes about alcohol.

Advances in medical and consumer health 
informatics are changing the delivery of health 
information and services and are likely to have 
a	growing	impact	on	individual	and	community	
health.	The	convergence	of	media	(computers,	
telephones, television, radio, video, print, and 
audio)	and	the	emergence	of	the	Internet	create	a	
nearly	ubiquitous	networked	communication	in-
frastructure. This infrastructure facilitates access 
to an increasing array of health information and 
health-related support services and extends the 
reach of health communication efforts. Delivery 
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channels	such	as	the	Internet	expand	the	choices	
available for health professionals to reach pa-
tients and consumers and for patients and con-
sumers	to	interact	with	health	professionals	and	
with	each	other	(for	example,	in	online	support	
groups).

Compared to traditional mass media, interac-
tive media may have several advantages for 
health communication efforts. These advantages 
include	(1)	improved	access	to	personalized	
health	information;	(2)	increased	confidential-
ity because of the opportunity to seek sensitive 
information	anonymously;	(3)	access	to	health	
information,	support,	and	services	on	demand;	
(4)	enhanced	ability	to	distribute	materials	
widely	and	update	content	or	functions	rapidly;	
(5)	just-in-time	expert	decision	support;	and	(6)	
more choices for consumers. The health impact 
of interactivity, customization, and enhanced 
multimedia	is	just	beginning	to	be	explored,	and	
already interactive health communication tech-
nologies are being used to exchange information, 
facilitate informed decisionmaking, promote 
healthy behaviors, enhance peer and emotional 
support, promote self-care, manage demand for 
health services, and support clinical care.

Widespread availability and use of interactive 
health communication and telehealth applica-
tions	create	at	least	two	serious	challenges.	One	
is	related	to	the	risks	associated	with	consumers’	
use of poor quality health information to make 
decisions.	Concerns	are	growing	about	the	Web	
making available large amounts of information 
that may be misleading, inaccurate, or inappro-
priate,	which	may	put	consumers	at	unnecessary	
risk. Although many health professionals agree 
that	the	Internet	is	a	boon	for	consumers	because	
they have easier access to much more informa-
tion than before, these professionals are con-
cerned that poor quality of a lot of information 
on	the	Web	will	undermine	informed	decision-
making. These concerns are driving the develop-
ment of a quality standards agenda to help health 
professionals	and	consumers	find	reliable	Web	
sites	and	health	information	on	the	Internet.	An	
expert panel convened by the Department of 
Health	and	Human	Services	describes	high	qual-
ity health information as accurate, current, valid, 

appropriate, intelligible, and free of bias.

The other challenge is related to the privacy 
and	confidentiality	concerns	raised	by	the	col-
lection, transformation, and distribution of 
personal health information through electronic 
means.	The	privacy	and	confidentiality	of	per-
sonal	health	information	are	major	issues	for	
consumers,	and	these	concerns	are	magnified	
when	information	is	collected,	stored,	and	made	
available online. As the availability and variety 
of	interactive	health	applications	grow,	consumer	
confidence	about	developers’	ability	or	intent	
to	ensure	privacy	will	be	challenged.	In	the	
near	future,	personal	health	information	will	be	
collected during both clinical and non-clinical 
encounters in disparate settings, such as schools, 
mobile clinics, public places, and homes, and 
will	be	made	available	for	administrative,	finan-
cial, clinical, and research purposes. Although 
public health and health services research may 
require	deidentified	personal	health	information,	
policies	and	procedures	to	protect	privacy	will	
need	to	ensure	a	balance	between	confidentiality	
and appropriate access to personal health infor-
mation. 

The trend of rapidly expanding opportunities 
in	health	communication	intersects	with	re-
cent demands for more rigorous evaluation of 
all aspects of the health care and public health 
delivery systems and for evidence-based prac-
tices.  Numerous studies of provider-patient 
communication support the connection among 
the quality of the provider-patient interaction, 
patient behavior, and health outcomes. As the 
knowledge	base	about	provider-patient	interac-
tions increases, a need becomes apparent for the 
development of practice guidelines to promote 
better provider-patient communication. Addition-
al evidence about the process of health informa-
tion-seeking and the role of health information 
in decisionmaking also is needed. Health com-
munication	campaigns	could	benefit	as	well	from	
more rigorous formative research and evaluation 
of outcomes. Expected outcomes should be an 
important consideration and central element of 
campaign design. As health communication in-
creasingly	involves	electronic	media,	new	evalu-
ation approaches are emerging. Given the critical 
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role that communication plays in all aspects of 
public health and health care, health communica-
tion and outcomes research should become more 
tightly linked across all health communication 
domains.

Because	national	data	systems	will	not	be	avail-
able	in	the	first	half	of	the	decade	for	tracking	
progress,	one	subject	of	interest	concerning	
health communication is not addressed in this 
focus	area’s	objectives.	Representing	a	research	
and data collection agenda for the coming 
decade,	the	topic	covers	persons	who	report	
being	satisfied	with	the	health	information	they	
received during their most recent search for 
such information. Health-conscious consum-
ers are increasingly proactive in seeking out 
health	information.	Individuals	want	informa-
tion	about	prevention	and	wellness	as	much	as	
about medical problems. Public health and the 
medical community share an interest in promot-
ing—and	sustaining—”informed	decisions”	for	
better	health.	Surveys	suggest	that	people	want	
to get health information from a professional and 
that counseling by health professionals can be 
effective both in reducing lifestyle risks and sup-
porting self-management of chronic diseases like 
diabetes.	(See	Focus	Area	1.	Access	to	Quality	
Health	Services	and	Focus	Area	7.	Educational	
and	Community-Based	Programs.)	However,	
diminished time in clinical visits and some 
clinicians’	discomfort	with	open	communication	
work	against	optimum	information	exchange.	
In	addition,	many	people	want	information	to	
be	available	when	and	where	they	need	it	most.	
Health information should be not only easily ac-
cessible but also of good quality and relevant for 
the needs of the person. The increasing use of the 
Internet	as	a	source	for	health	information	will	
require	greater	awareness	of	the	importance	of	
the quality of information.

Disparities

Often	people	with	the	greatest	health	burdens	
have the least access to information, communi-
cation technologies, health care, and supporting 
social services. Even the most carefully designed 
health	communication	programs	will	have	lim-
ited impact if underserved communities lack ac-

cess to crucial health professionals, services, and 
communication channels that are part of a health 
improvement	project.

Research indicates that even after targeted health 
communication	interventions,	low	education	
and	income	groups	remain	less	knowledgeable	
and less likely to change behavior than higher 
education	and	income	groups,	which	creates	
a	“knowledge	gap”	and	leaves	some	people	
“chronically	uninformed.”	With	communication	
technologies, the disparity in access to electronic 
information resources is commonly referred to as 
the	“digital	divide.”		The	digital	divide	becomes	
more critical as the amount and variety of health 
resources	available	over	the	Internet	increase	and	
as people need more sophisticated skills to use 
electronic resources. Equitably distributed health 
communication resources and skills, and a robust 
communication infrastructure can contribute to 
the closing of the digital divide and the national 
goal of Healthy People 2010 to eliminate health 
disparities.

Even	with	access	to	information	and	services,	
however,	disparities	may	still	exist	because	
many people lack health literacy. Health literacy 
is increasingly vital to help people navigate a 
complex health system and better manage their 
own	health.	Differences	in	the	ability	to	read	and	
understand materials related to personal health 
as	well	as	navigate	the	health	system	appear	
to	contribute	to	health	disparities.	People	with	
low	health	literacy	are	more	likely	to	report	
poor health, have an incomplete understanding 
of their health problems and treatment, and be 
at greater risk of hospitalization. The average 
annual	health	care	costs	of	persons	with	very	
low	literacy	(reading	at	grade	two	or	below)	
may be four times greater than for the general 
population. An estimated 75 percent of persons 
in	the	United	States	with	chronic	physical	or	
mental health problems are in the limited lit-
eracy category.	People	with	chronic	conditions,	
such as asthma, hypertension, and diabetes, and 
low	reading	skills	have	been	found	to	have	less	
knowledge	of	their	conditions	than	people	with	
higher reading skills.

Although	the	majority	of	people	with	marginal	
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or	low	literacy	are	white	native-born	Americans,	
changing	demographics	suggest	that	low	literacy	
is an increasing problem among certain racial 
and ethnic groups, non-English-speaking popu-
lations, and persons over the age of 65 years. 
One	study	of	Medicare	enrollees	found	that	34	
percent of English speakers and 54 percent of 
Spanish	speakers	had	inadequate	or	marginal	
health	literacy.	As	the	U.S.	population	ages,	low	
health literacy among elderly people is poten-
tially a large problem. Nearly half of the people 
in	the	elderly	population	have	low	reading	skills,	
and	reading	ability	appears	to	decline	with	age.	
A study of patients 60 years and older at a public 
hospital found that 81 percent could not read and 
understand basic materials such as prescription 
labels and appointments.

Opportunities

For health communication to contribute to the 
improvement of personal and community health 
during	the	first	decade	of	the	21st	century,	stake-
holders, including health professionals, research-
ers,	public	officials,	and	the	lay	public,	must	
collaborate on a range of activities. These activi-
ties	include	(1)	initiatives	to	build	a	robust	health	
information system that provides equitable ac-
cess;	(2)	development	of	high-quality,	audience-
appropriate information and support services for 
specific	health	problems	and	health-related	deci-
sions for all segments of the population, espe-
cially	underserved	persons;	(3)	training	of	health	
professionals in the science of communication 
and	the	use	of	communication	technologies;	(4)	
evaluation	of	interventions;	and	(5)	promotion	of	
a critical understanding and practice of effective 
health communication.

A national health information infrastructure 
(NHII)	provides	a	framework	that	stakeholders	
can	use	to	communicate	with	each	other	and	to	
transform data into useful information on mul-
tiple	levels.	Efforts	are	underway	throughout	the	
world	to	develop	integrated	national	and	global	
health information infrastructures to support 
health	improvements.	In	the	United	States,	the	
National	Committee	on	Vital	and	Health	Statis-
tics	(NCVHS)	is	advising	the	Secretary	of	Health	

and	Human	Services	on	the	data	and	infrastruc-
ture	needs	of	the	country.	The	NCVHS	defines	
NHII	as	all	of	the	technologies,	standards,	ap-
plications,	systems,	values,	and	laws	that	support	
individual health, health care, and public health. 
Issues	related	to	technical	standards,	privacy	and	
confidentiality,	and	regulatory	guidelines	are	be-
ing addressed by the public and private sectors.

The infrastructure makes it possible for people 
not only to use health information designed by 
others, but also to create resources to manage 
their	own	health	and	to	influence	the	health	of	
their communities. For example, community 
groups could use computers to gain access to 
survey information about the quality of life in 
their neighborhoods and apply this information 
to create an action plan to present to local elected 
and	public	health	officials.	Information	is	a	criti-
cal element of informed participation and deci-
sionmaking, and appropriate, quality information 
and	support	services	for	all	are	empowering	and	
democratic.

As	patients	and	consumers	become	more	knowl-
edgeable about health information, services, 
and	technologies,	health	professionals	will	need	
to meet the challenge of becoming better com-
municators and users of information technolo-
gies. Health professionals need a high level 
of	interpersonal	skills	to	interact	with	diverse	
populations	and	patients	who	may	have	differ-
ent cultural, linguistic, educational, and socio-
economic backgrounds. Health professionals 
also need more direct training in and experience 
with	all	forms	of	computer	and	telecommunica-
tion	technologies.	In	addition	to	searching	for	
information,	patients	and	consumers	want	to	
use technology to discuss health concerns, and 
health professionals need to be ready to respond. 
To support an increase in health communication 
activities, research and evaluation of all forms of 
health	communication	will	be	necessary	to	build	
the	scientific	base	of	the	field	and	the	practice	
of evidence-based health communication. Col-
lectively, these opportunities represent impor-
tant	areas	to	make	significant	improvements	in	
personal and community health.
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ABOUT COVENANT HEALTH SYSTEM 

Located in Lubbock, Texas, Covenant Health 
System	is	the	largest	healthcare	institution	in	the	
West	Texas	and	Eastern	New	Mexico	region,	with	
1,338 licensed beds, 4,500 employees and more 
than 600 admitting physicians at its cornerstone 
facilities.

Our cornerstone hospitals include:

				*	Covenant	Medical	Center,	3615	19th	Street,	
Lubbock,	Texas,	79410;	(806)	725-1011
				*	Covenant	Medical	Center-Lakeside,	4000	
24th	Street,	Lubbock,	Texas,	79410;	(806)	725-
6000
    * Covenant Children’s Hospital, 3610 21st 
Street,	Lubbock,	Texas,	79410;	(806)	725-1011	

Led by Covenant Hospital Levelland and Cov-
enant	Hospital	Plainview,	Covenant	has	a	network	
of	14	leased,	managed	and	affiliated	community	
hospitals and six Covenant Family Healthcare 
Centers	as	well	as	physician	offices	offering	pri-
mary medical care in the region.

Mission

“To extend Christian ministry by caring for the 
whole	person—body,	mind	and	spirit—and	by	
working	with	others	to	improve	health	and	quality	
of	life	in	our	communities.”

Vision

“We bring people together to provide compas-
sionate care, promote health improvement and 
create	healthy	communities.”

Values

    * Dignity
				*	Service
    * Excellence
				*	Justice

HISTORY

	Covenant	Health	System	community	resulted	
from	the	merger	of	the	city’s	two	oldest	health	
care	institutions	on	June	10,	1998.	Now	known	
as	Covenant	Medical	Center,	Methodist	Hos-
pital traces its roots to the establishment of the 
25-bed	Lubbock	Sanitarium	on	January	1,	1918.	
The	facility	became	known	as	Lubbock	General	
Hospital	in	1941	and	was	changed	to	Lubbock	
Memorial	Hospital	in	1945.	It	became	Methodist	
Hospital in 1954.

St.	Mary	Hospital	was	founded	in	1937	as	a	10-
bed	Plains	Hospital	and	Clinic	and	became	St.	
Mary	of	the	Plains	Hospital	on	July	15,	1939,	
when	the	Sisters	of	St.	Joseph	of	Orange,	Cali-
fornia,	purchased	the	facility.	The	sisters	own	St.	
Joseph	Health	System,	one	of	the	most	success-
ful	not-for-profit	healthcare	systems	in	America,	
of	which	Covenant	Health	System	is	a	member.	
With	the	merger,	St.	Mary	Hospital	became	Cov-
enant	Medical	Center-Lakeside.

www.covenanthealth.org
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COMMUNITY OUTREACH

Covenant’s Community Outreach initiative, started 
in the mid-1980s, is Covenant’s helping hand 
-	reaching	out	to	those	who	are	underprivileged,	
uninsured,	or	who	may	be	geographically	isolated	
in one of the small, rural communities that dot the 
landscape	of	West	Texas	and	Eastern	New	Mexico.

The	program	has	grown	exponentially	in	recent	
years as more underserved populations have been 
identified.	Covenant	allocates	10	percent	of	its	net	
bottom line to the Community Outreach Committee 
to	use	in	programs	and	projects	that	address	unmet	
health care needs and enhance the quality of life for 

those	in	our	service	area.	Covenant	Health	System’s	
community	benefit	report	is	available	to	the	public.	
Please call 806-725-6501 for more information.

For more information about the Community Out-
reach initiative, call 806-725-6069.

Services and Programs
 Children’s Dental Clinic
	 Mobile	Services	Program
	 Children’s	Health	Insurance	Program
	 Work	in	the	Harwell	Neighborhood
	 Special	Services

•
•
•
•
•

CHILDREN’S DENTAL CLINIC

Covenant’s Children’s Dental Clinic is located at 
4122	22nd	Place,	Suite	D.	The	clinic	serves	children,	
ages	six	to	19,	who	are	eligible	for	Medicaid	or	
meet	certain	financial	guidelines.	The	dental	clinic	

provides comprehensive dental care, including oral 
screenings and sealants.

Patients	must	financially	qualify	for	services	prior	
to obtaining an appointment. The cost of services 
will	be	based	on	a	sliding	scale	fee	tied	to	the	federal	
poverty guidelines. Clinic hours are 7:30 a.m. to 
4:30	p.m.,	Monday	through	Thursday	each	week.	
For	more	information	about	the	clinic,	call	(806)	
725-5825.

In	addition	to	the	clinic	in	Lubbock,	Covenant	also	
began	a	Mobile	Children’s	Dental	Clinic	serving	
Artesia	General	Hospital	in	New	Mexico.	The	clinic	
serves	children	and	youths	in	grades	K-12	who	are	
on	Medicaid	or	meet	financial	needs.	For	more	in-
formation	about	the	clinic	in	New	Mexico,	call	(505)	
748-8760	or	(866)	220-1500.

www.covenanthealth.org
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The	Mobile	Services	
program	now	includes	
five	vehicles:	one	
mammography unit, 
two	dental	vans	in	Tex-
as, one mobile dental 
van	in	New	Mexico	for	
children, and a primary 
care mobile clinic.

The mobile mammog-
raphy units provide 
mammography	screenings	within	a	100-mile	ra-
dius	of	Lubbock,	for	women	40	years	of	age	and	
older. The units are staffed by specially trained, 
ARRT-registered	female	X-ray	technologists,	and	
results	are	interpreted	by	board-certified	radiolo-
gists. Financial arrangements can be made for 
women	who	cannot	afford	the	established	fees.

Mobile	dental	vans	provide	dental	services	for	

the	rural,	adult,	indigent	population	within	a	
100-mile radius of Lubbock. The units are staffed 
by licensed dentists and experienced dental as-
sistants.	The	Mobile	Dental	units	and	staffs	visit	
nursing homes and rehabilitation facilities to pro-
vide	dental	care	for	housebound	patients	as	well.	
Professional	services	include	fillings,	extractions	
and other basic dental procedures. Clients must 
meet	financial	eligibility	criteria.	For	more	infor-
mation,	call	(806)	725-6579	or	(800)	388-6266.

CHILDREN’S HEALTH INSURANCE PRO-
GRAM (CHIP) 

Covenant	is	a	proud	participant	in	the	statewide	
TexCare Partnership to make available affordable 
children’s health insurance. We are both a Chil-
dren’s	Health	Insurance	Provider	(CHIP)	through	

FirstCare	and	its	network	of	physicians	in	Lub-
bock	and	the	surrounding	areas	as	well	as	a	mem-
ber	of	the	West	Texas	CHIP	Coalition	responsible	
for outreach and education. For more information 
about	the	CHIP	program	at	Covenant,	call	(806)	
725-6919.

www.covenanthealth.org
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Since	1997,	Covenant	has	operated	the	Harwell	Family	
Center	to	provide	literacy,	parenting,	and	health	classes;	
after-school	activities;	counseling	programs;	and	advo-
cacy assistance to obtain grant money for rehabilitation 
and reconstruction of homes.

Community Outreach covers a broad spectrum of 
services to help patients throughout West Texas 
and	Eastern	New	Mexico.	These	include:

Case	Management	Services	-	assists	patients	
who	are	referred	to	a	specialist	for	care.	For	
information,	call	(806)	725-6238.
Counseling	Services	-	provides	licensed	
professional	counselors	(LPCs)	for	a	variety	
of counseling services. For information, call 
(806)	725-5443.
Health	Education	and	Screening	-	helps	
clients identify health problems or potential 
problems.	For	information,	call	(806)	725-
5218.
Laboratory	Services	-	provides	affordable,	
competent laboratory diagnostic testing for 
clients of the Community Health Center of 
Lubbock	and	its	network	clinics:	Lubbock	
Children’s Health Clinic and Presbyterian 
Center	Inc.	For	information,	call	(806)	765-

•

•

•

•

2645.
Nutritional	and	Dietary	Services	-	works	with	
Lubbock area residents to help improve their 
health through nutrition assessment, diet con-
sultation, nutritional diabetes counseling and 
cholesterol screening and counseling. For 
information,	call	(806)	725-5218.
Prescription Assistance Program - provides 
prescription assistance through Catholic 
Family	Services,	which	issues	vouchers	for	
patients	who	cannot	afford	the	cost	of	their	
medications	and	would	otherwise	go	without;	
for	information,	call	(806)	725-5218
Movement	Therapy	-	addresses	the	needs	of	
movement-impaired individuals through a 
curriculum taught by a physical movement 
educator.	For	information,	call	(806)	725-
6919.

•

•

•

www.covenanthealth.org

SPECIAL SERVICES
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The	Texas	Tech	University	School	of	Medicine	was	
created	by	the	61st	Texas	Legislature	in	May	1969	
as	a	multi-campus	institution	with	Lubbock	as	the	
administrative	center	and	with	regional	campuses	at	
Amarillo,	El	Paso	and	Odessa.	In	1979,	the	charter	
was	expanded	to	become	the	Texas	Tech	University	
Health	Sciences	Center	(TTUHSC),	leading	the	way	
for	establishment	of	the	Schools	of	Nursing	and	
Allied	Health	Sciences,	and	the	Graduate	School	of	

Biomedical	Sciences.	In	1993,	the	School	of	Phar-
macy	was	founded	in	Amarillo	but	has	expanded	its	
program to Dallas-Ft. Worth, Lubbock and Abilene.

The	five	schools	are	committed	to	regionalized,	
multi-campus educational experiences, and to the 
related biomedical research, graduate studies, patient 
care and community service required of a health sci-
ences	center.	The	Health	Sciences	Center	has	as	its	
major	objectives	the	provision	of	quality	education	
and the development of academic, research, patient 
care and community service programs to meet the 
health care needs of West Texas. The service area for 
TTUHSC	includes	108	counties	or	131,000	square	
miles	with	a	population	of	2.6	million.	

Mission

The	mission	of	Texas	Tech	University	Health	Sciences	Center	is	to	improve	the	health	of	people	by	providing	
educational	opportunities	for	students	and	health	care	professionals,	advancing	knowledge	through	scholarship	
and research, and providing patient care and service.

Vision

Texas	Tech	University	Health	Sciences	Center	will	be	recognized	as	a	top-ranked	health	sciences	university.

At	Texas	Tech	University	Health	Sciences	Center,	our	
goal	is	to	achieve	new	levels	of	excellence.	In	order	to	
reach	this	goal,	we	are	developing	new	commitments	
and	areas	of	focus	while	continuing	to	provide	out-
standing educational programs and patient care servic-
es.	During	the	next	five	years,	we	will	concentrate	on	
the	following:	increase	funded	peer-reviewed	research,	
provide leadership in improving the health of the com-
munity, decrease health disparities in minority and 
rural populations and increase participation of minority 
students in the health professional schools.

Increase funded peer-reviewed research

Increasing	funded	peer-reviewed	research	is	not	a	
departure from our commitment to education and 
patient care, but instead a complement. A research-rich 
academic	teaching	environment	will	facilitate	up-to-
date	educational	experiences	for	our	students	as	well	
as provide innovative treatment opportunities for our 
patients.

Our strategy to achieve this goal includes attracting 
federal research dollars, primarily by increasing the 
number	of	National	Institutes	of	Health	grants.	We	will	
enhance our research environment by recruiting more 
investigators to the health sciences center in the clini-
cal	and	basic	sciences	and	provide	them	as	well	as	our	
current	research	faculty	with	the	appropriate	support	
for their research.

Provide leadership in improving the health of the 
community

It	is	vital	for	Texas	Tech	University	Health	Sciences	
Center to provide leadership in improving the health 
of	the	community	of	which	it	is	a	part.	To	improve	the	
health of a community, academic medical centers must 
provide medical services, educate the public on health-
related issues and play a key advocacy role in promot-
ing a healthier environment. The overall health of a 
community	will	depend	largely	on	the	health	status	of	
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its neediest citizens, those least able to afford health 
care.

We have accepted a leadership role in this regard by 
providing medical services to this vulnerable popu-
lation.	Two	examples	are	the	School	of	Nursing’s	
Wellness Center in medically underserved East 
Lubbock	and	the	School	of	Medicine’s	work	with	the	
colonias in El Paso. We must also become a leading 
advocate in prevention and education. Launching 
the	Healthy	Lubbock	initiative	was	a	first	step.	This	
initiative seeks to help make the city of Lubbock a 
healthier community by reducing the incidence of 
the targeted disease, obesity. We intend to launch 
similar initiatives in our other health sciences com-
munities.

Decrease health disparities in minority and rural 
populations

Differences in the health status of groups of citizens 
offend	core	American	values.	Yet,	health	disparities	
exist	on	a	variety	of	levels.	Some	health	disparities	
are due to preventable or changeable factors such as 
availability	and/or	access	to	health	care,	differential	
treatment and learned cultural beliefs and behaviors 
on	the	part	of	the	patient	and/or	health	care	provider.	
Others are due to genetic predispositions that exist in 
different racial or ethnic groups.

As an academic health sciences center geographi-
cally located in an area that is increasingly elderly, 
increasingly Hispanic and predominantly rural, 
Texas	Tech	University	Health	Sciences	Center	must	
confront the reality of health disparities in these 
populations head-on through multiple strategies. 
These strategies include expanding outreach to the 
rural and minority communities, obtaining additional 
grant funding and positioning our four-year medical 
school in El Paso as the leader in border health.

The West Texas region that comprises our service 
area is one of the most rural and medically under-
served	regions	in	the	United	States	with	chronic	
shortages of physicians, nurses and other health 
care	providers.	This	situation	will	only	continue	to	
decline	with	the	retirement	of	current	providers	and	
barriers	to	recruitment/retention	of	health	care	pro-

fessionals to these rural areas. To address this issue, 
we	have	established	the	West	Texas	Health	Educa-
tion Program. This program is a coordinated effort 
between	the	Texas	Tech	University	Health	Sciences	
Center, health care providers and rural communities. 
The collaborative program focuses on developing the 
health	care	providers	of	the	future	as	well	as	sup-
porting current health professionals in West Texas. 
Additional	grant	funding	would	allow	us	to	initia-
tive full-scale health disparities research and recruit 
additional	basic	and	clinical	science	faculty	whose	
primary focus is health disparity research.

Finally,	we	must	position	our	new	four-year	medi-
cal school in El Paso as the national leader in border 
health. No other medical school in the nation is as 
well-positioned	or	ideally	suited	to	impact	border	
health,	which	is	quickly	becoming	a	health	disparity	
issue	with	enormous	national	implication.

Increase participation of minority students in the 
health professional schools

Health professions schools have compelling reasons 
for seeking diversity. Among them, are the changing 
demographics of our populations and the challenges 
that presents for health care professionals. Although 
this	is	also	a	national	phenomenon,	the	gap	will	be	
considerably greater in Texas because of the greater 
numbers	and	faster	growth	of	the	minority,	par-
ticularly	Mexican-American,	population.	Research	
indicates that a diverse student body provides op-
portunities for all students to gain valuable cultural 
insights	through	peer	relationships,	which	in	turn	
enables them to provide care that is more effective 
for patients from diverse cultural backgrounds and 
belief systems.

Texas	Tech	University	Health	Sciences	Center	is	
preparing to meet the health care needs of our chang-
ing populations by attracting and retaining a diverse 
student body in all of our educational programs. To 
meet	this	goal,	we	have	created	the	Office	of	Diver-
sity	and	Multicultural	Affairs,	which	will	oversee	
policies	and	practices	to	help	ensure	that	tomorrow’s	
health	care	professionals	are	more	reflective	of	the	
populations	we	serve.
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History
University	Medical	Center	
Health	System,	since	its	
opening on February 1, 
1978, has been in the 
forefront of healthcare 

delivery not only for Lubbock, but also for the entire 
West	Texas	region.	Included	under	the	umbrella	of	the	
UMC	Health	System	are	University	Medical	Center,	
Physicians	Network	Services	(PNS),	Lubbock	EMS,	
the	University	Medical	Center	Foundation,	and	UMC	
Holding,	Inc.

Operating under the direction of the Lubbock County 
Hospital	District,	the	357-bed	hospital	strives	to	fulfill	
three	basic	responsibilities.	The	first	of	these	is	the	
provision of high quality care to Lubbock County and 
its	medically	indigent.	Secondly,	UMC	serves	as	a	
teaching	resource	for	the	Texas	Tech	University	Health	
Sciences	Center	School	of	Medicine.	Finally,	the	
hospital	strives	to	maintain	its	financial	viability	with	a	
minimum of support from the county.

At	25	years	old,	University	Medical	Center’s	begin-
nings	date	back	much	farther.	In	1967,	the	Lubbock	
County	Hospital	District	was	created	in	regular	ses-
sion	of	the	60th	Texas	Legislature.	In	that	same	year,	
Lubbock voters approved the creation of the Hospital 
District,	the	tax	levy	and	the	bond	issuance.	In	1970,	
$4	million	in	bonds	were	sold	locally.	Those	bonds	
were	ultimately	paid	off	in	early	1995.

In	1975,	Health	Sciences	Center	Hospital	was	cho-
sen as the institution’s name and later that year, the 
first	Emergency	Medical	Services	System	ambulance	
station	opened	in	downtown	Lubbock.	UMC	Health	
System	has	provided	Lubbock	EMS	as	a	service	to	
Lubbock County continuously since that time.

With	a	number	of	“firsts”	in	the	region,	UMC	offers	
many	one-of-a-kind	services.	UMC	opened	the	doors	
to	its	first	patient	in	February	1978,	and	in	1981,	the	
hospital	opened	the	region’s	first	Burn	Unit.	Later,	in	
1982,	the	hospital	opened	the	area’s	first	Children’s	
Hospital, and in 1983, became the region’s local sup-
porter	of	the	Children’s	Miracle	Network.	Money	
raised each year through local fundraising efforts and 
the	annual	Children’s	Miracle	Network	Broadcast	ben-
efits	UMC’s	Children’s	Hospital	and	its	many	patients.

Many	of	UMC’s	pediatric	patients	also	benefit	from	
the	Southwest	Cancer	Center,	which	opened	the	doors	
to	its	first	patient	in	1988.

Additionally,	UMC	boasts	the	region’s	first	and	only	
Level	I	Trauma	Center.	Initially	recognized	with	this	
designation	in	1993,	UMC’s	trauma	team	continues	
to receive this prestigious honor after each bi-annual 
review	by	the	American	College	of	Surgeons.

Like	other	hospitals	across	the	country,	UMC	has	
moved in the direction of managed care and has cre-
ated a PPO. Operating under the name TeamChoice, 
the PPO is proving to be a value for both small em-
ployer	groups	and	large	self-insured	groups.	All	UMC	
employees are part of the program.

UMC	recently	established	UMC	Home	Health,	Inc.	
The group’s home health nurses specialize in home 
care not only for adults and seniors, but also for chil-
dren of all ages.

Physician	Network	Services	is	also	a	service	of	UMC	
Health	System.	PNS	oversees	8	community	health	
centers and various physician practices throughout the 
area. Currently, 42 primary care providers are em-
ployed	by	PNS.

Several	years	ago,	UMC	joined	Premier,	a	healthcare	
alliance	of	over	1,700	hospitals	nationwide	and	is	one	
of approximately 250 shareholders. As part of this 
alliance,	UMC	is	better	able	to	achieve	maximum	
efficiency	in	cost-savings,	related	to	medical	supplies	
and equipment.

UMC’s	growth	over	the	last	25	years,	along	with	its	
many	programs	and	services	and	a	close	affiliation	
with	the	Texas	Tech	University	Health	Sciences	Cen-
ter,	places	UMC	on	the	leading	edge	of	patient	care,	
research and technology.

Technology
UMC’s	electronic	medical	record	system	--	expected	
to	be	completed	over	the	next	several	years,	will	allow	
the hospital to capture clinical information and store it 
on-line, beginning the process of building an electron-
ic,	longitudinal	patient	record.	Phase	I	of	the	project	
includes	the	capture	of	all	UMC-based	encounters,	
laboratory results, radiology reports, history and physi-
cals, discharge summaries, operative notes, vascular 
lab reports, cardiopulmonary reports and anatomic 
pathology	findings.

In	yet	another	software	advance,	UMC	has	integrated	a	
computer	application	which	allows	physicians,	nurses	
and unit coordinators to place on-line requests for lab, 
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radiology and other types of clinical orders. Addition-
ally,	Pharmacy	Information	System	software	auto-
mates	the	major	processes	that	occur	in	the	hospital’s	
inpatient pharmacy. Those functions include: patient 
medication	profiles,	inventory	management,	interfaces	
with	pharmacy	suppliers,	and	in	conjunction	with	
Order	Management,	produces	an	electronic	version	of	
the	Medication	Administration	Record.

University	Medical	Center’s	Department	of	Radiol-
ogy sees more than 140,000 radiological procedures 
annually.	In	order	to	remain	on	the	cutting	edge	of	
radiological	technology,	UMC	continues	to	expand	
its	technology.	The	department	has	replaced	a	film-
based	system	with	a	computerized	Picture	Archiving	
and	Communication	System	(PACS).	This	system	will	
lower	costs	associated	with	handling,	processing	and	
storing	film	and	will	improve	the	operational	efficien-
cy	of	the	images.	This	will	save	valuable	moments	for	
doctors and the hospital’s many trauma cases. The de-
partment	has	a	Radiology	Information	System,	allow-
ing	a	more	efficient	and	effective	way	of	data	entry,	
processing and management of all information critical 
to the strategic administration of the department.

In	addition	to	computer	technology,	UMC	also	boasts	
a number of technological advances in research, 
diagnoses	and	treatment.	At	the	UMC	Southwest	
Cancer	Center,	for	instance,	we	house	the	region’s	
most advanced radiological treatment system. Called 
the	“Peacock	System”,	the	technology	can	precisely	
match a curative radiation dose to the shape of its tar-
get	without	damaging	the	sensitive	structures	around	
it.	The	system	allows	physicians	to	perform	previously	
impossible treatments on cancers throughout the body.

UMC	also	houses	one	of	the	state’s	largest	Emergency	

Centers	with	the	most	advanced	trauma	technology	
available today. The 40-bed facility houses state-of-
the-art	monitors	in	each	trauma	room,	allowing	nurses	
and	doctors	to	more	efficiently	track	the	progress	of	
each	patient.	The	system	also	allows	nurses	to	monitor	
simultaneously from nine separate critical care beds.

Accreditation
UMC	continues	to	perform	at	the	highest	level,	and	
proof lies in the many recognized programs through-
out	the	hospital.	In	August	2002,	representatives	of	the	
Joint	Commission	on	Accreditation	of	Healthcare	Or-
ganizations	surveyed	the	hospital.	Our	score	was	94,	
which	is	an	excellent	result	and	far	better	than	most	
hospitals	surveyed	during	2002.	Additionally,	UMC’s	
Level	I	Trauma	Center	continues	to	maintain	its	posi-
tion	every	two	years	with	verification	by	the	American	
College	of	Surgeons.	The	Timothy	J.	Harnar	Burn	
Unit	was	first	verified	as	a	Burn	Center	in	1996	by	the	
American	College	of	Surgeons	and	the	American	Burn	
Association	and	was	reverified	most	recently	in	2002.

UMC’s	Clinical	Pathology	Laboratory	also	continues	
its accreditation by the College of American Patholo-
gists,	most	recently	surveyed	in	September	2001.

The	UMC	Southwest	Cancer	Center	was	surveyed	
by	the	American	College	of	Surgeons	Commission	
on	Cancer,	and	was	re-accredited	for	the	maximum	
period of three years as a “Teaching Hospital Can-
cer	Program”.	UMC	also	is	accredited	for	its	Bone	
Marrow	Transplant	program	by	the	Foundation	for	
Accreditation of Hematopoietic Cell Therapy and the 
American	College	of	Bone	Marrow	Transplant.	This	
accreditation	makes	the	Southwest	Cancer	Center	one	
of	only	few	hospitals	nationwide	to	receive	this	honor.	
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The Children’s Hospital

The	special	healthcare	needs	of	newborns,	infants,	
children and adolescents are the primary focus for the 
Children’s	Hospital	at	UMC.	Housed	on	the	second	
floor	of	UMC,	the	Children’s	Hospital	treats	patients	
using the most advanced technology available today. 
The Children’s Hospital provides both general and 
specialized services for children including develop-
mental assessment, genetic diagnosis and counseling 
and	family	education	classes.	For	children	who	re-
quire special care, the hospital includes a 20-bed Pe-

diatric	Intensive	Care	Unit	
and	a	42-bed	Neonatal	In-
tensive	Care	Unit,	which	
consists	of	a	Special	Care	
Nursery	and	a	Grower’s	
Nursery.	The	Children’s	Hospital	at	UMC	is	also	the	
only	hospital	in	the	region	to	provide	an	ECMO	unit	
for	babies	and	children	with	acute	lung	and	heart	
disorders. Combining the talents of more than 30 spe-
cialists	and	subspecialists	with	nurses,	social	workers	
and therapists, the children of this region have at their 
disposal a team of experts second to none. 

In	1993,	UMC	
Health	System	
became	the	first	
facility in Texas 
to receive the 
Texas De-
partment of 
Health’s Level 
I	trauma	desig-
nation. We are 
very proud of 
this designation 
and remain the 
region’s only 
Level	I	Trauma	

Center today.

This	designation	recognizes	UMC’s	commitment	in	
establishing a comprehensive trauma center. For the 
residents	of	this	region,	this	means	UMC	provides	the	
most sophisticated and comprehensive trauma care 
available for trauma and burn patients.

Since	1976,	UMC	has	provided	pre-hospital	care	to	
patients	in	Lubbock	County.	Today,	Lubbock	EMS	
(a	service	of	UMC	Health	System)	boasts	14	fully	
equipped intensive care ambulances.

In	addition,	UMC	is	home	to	a	state-of-the-art	com-
munication	center	for	Lubbock	EMS,	which	also	
serves as the regional transport center for West Texas 
and	Eastern	New	Mexico.

As	a	Level	I	Trauma	Center,	UMC	has	a	fully	trained	
team of staff members in all areas of the hospital 

ready to respond and care for trauma patients 24-hours 
a	day,	7	days	a	week.	This	includes	a	dedicated	operat-
ing suite immediately accessible to the trauma team, 
with	an	in-house	compliment	of	physicians.

UMC	is	home	to	a	21-bed	Surgical	and	Trauma	ICU.	
This facility is fully equipped and staffed to handle 
the	most	critically	injured	patient.	UMC’s	Timothy	J.	
Harner Burn Center houses a 6 bed critical care unit 
and	4	bed	step-down	unit	staffed	with	nurses	and	burn	
technicians	qualified	to	care	for	all	types	of	burns.	Our	
Burn Center is the only burn unit in the region.

UMC’s	partnership	with	Texas	Tech	University	Health	
Sciences	Center	allows	for	Texas	Tech’s	Department	
of	Surgery	to	provide	surgical	care	for	the	injured	
patient	(including	trauma	surgeons,	critical	care	cover-
age, burn surgeons, neurosurgery, vascular surgery, 
plastic	surgery	and	facial	trauma).

An	integral	part	of	the	recovery	process	for	the	injured	
patient	is	rehabilitation.	UMC	provides	physical	ther-
apy, occupational therapy, speech therapy, and social 
services in both in-patient and out-patient settings. As 
a	Level	I	Trauma	Center,	UMC	is	committed	to	begin-
ning	the	recovery	process	upon	admission.	All	UMC	
departments and employees are committed to provid-
ing the best possible care to our trauma patients.

From exceptional nurses and therapists to highly 
skilled	surgeons,	UMC’s	team	of	specialists	is	ready	
24	hours	a	day,	7	day	week.	Our	Level	I	Trauma	Cen-
ter provides the best in trauma care for our region and 
we	are	dedicated	to	providing	the	finest	patient	care	in	
the region and the country.
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UMC	also	is	dedicated	to	Wom-
en’s	Services	through	Dimen-
sions, The Center for Women’s 
Health. A health and resource 

center	specifically	designed	for	women,	Dimensions	
offers an array of programs for all ages. Dimensions 
provides such services as female cancer screenings, 

women’s	health	education	seminars,	a	library	resource	
center, speakers bureau, physician referral services 
and osteoporosis services.

Comprehensive mammography services, staffed by 
female technologists, also are available. 

Grand	Expectations	was	developed	with	you	in	mind.	
We	know	how	stressful	it	can	be	if	you’re	not	sure	
whether	or	not	you	may	be	pregnant.	Our	health-
care	providers	will	conduct	your	pregnancy	test	in	
complete	confidence,	and	you’ll	receive	test	results	
immediately.

There’s	no	need	to	make	an	appointment	with	Grand	
Expectations.	You	won’t	have	to	wait	long	to	talk	
with	one	of	our	health	professionals.	Your	health	is	
very important to us, and if you’re pregnant, your 
unborn	child’s	health	is	equally	important.	That’s	why	
at	Grand	Expectations,	we’re	here	to	help	you	on	the	
road to a healthy, happy pregnancy.

Available Services:

Free Pregnancy Testing

We	offer	private	and	confidential	pregnancy	testing	at	
no charge. There is no obligation and the results are 
available immediately.

Physician Referral

Your	Grand	Expectations	counselor	is	available	to	
assist you in choosing the right doctor to take care of 
you and your baby during your pregnancy.

Medicaid Application Assistance

Personal	assistance	is	available	for	Medicaid	applica-
tion on-site at Grand Expectations.

UMC Family Birth Center

Your	Grand	Expectations	counselor	can	also	provide	
information	about	UMC’s	Family	Birth	Center,	our	
family	focused	maternity	program.	UMC’s	Family	
Birth Center offers the most comprehensive medical 
services	for	you	and	your	baby	with	a	team	of	experts	
dedicated to caring for even the most high-risk preg-
nancies. With our caring staff, beautifully decorated 
rooms,	and	flexible	financial	packages,	the	UMC	Fam-
ily Birth Center offers expectant parents an experience 
as	special	as	your	new	baby.

Baby Boutique Baby Clothes Program

This	unique	rewards	program	is	open	to	all	expect-
ant	mothers	delivering	at	UMC	Health	System	in	
Lubbock, Texas. Participants earn free baby items by 
completing simple steps such as attending physician 
appointments	and	completing	the	baby’s	paperwork.

UMC	offers	programs	to	serve	different	segments	
of	the	community.	One	of	these	is	Seniors	are	
Special,	providing	adults	age	55	and	older	savings	
in a number of healthcare programs. Additionally, 

UMC’s	seniors	program	sponsors	several	annual	
educational and social events -- all geared at help-
ing to keep the region’s senior citizens healthy, 
active and informed.
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2004 CRIME  IN TEXAS

Offenses in Uniform Crime Reporting are divided
into two groups designated as Part I and Part II
offenses. Offense and arrest information is report-
ed for the Part I offenses, while only arrest infor-
mation is reported for Part II offenses.

PART I Offenses

Criminal Homicide--(a) Murder and nonnegli-
gent manslaughter: All willful felonious homicides
as distinguished from deaths caused by negli-
gence. Excluded are attempts to kill, assaults to
kill, suicides, accidential deaths, and justifiable
homicides. Justifiable homicides are limited to:
The killing of a person by a law enforcement offi-
cer in the line of duty; and the killing of a person in
the act of committing a felony by a private citizen.
(b) Manslaughter by negligence: Any death which
the police investigation established was primarily
attributable to gross negligence of some individual
other than the victim.

Murder and Nonnegligent
Manslaughter--The willful (nonnegligent) killing
of one human being by another. This includes any
death due to injuries received in a fight, argument,
quarrel, assault, or commission of a crime.
Suicides, accidental deaths, assaults to murder,
traffic fatalities, and attempted murders are not
included.

Justifiable Homicide--The killing of a person
by a law enforcement officer in the line of duty; or
the killing (during the commission of a felony) of a
felon by a private citizen.

Manslaughter by Negligence--The killing
of another person through gross negligence.

Forcible Rape--The carnal knowledge of a
female forcibly and against her will.

Robbery--The taking or attempting to take any-
thing of value from the care,  custody, or control of
a person or persons by force or threat of force or
violence and/or by putting the victim in fear.

Aggravated Assault--An unlawful attack by
one person upon another for the purpose of inflict-
ing severe or aggravated bodily injury. This type of
assault is usually accompanied by the use of a
weapon or by means likely to produce death or
great bodily harm.

Burglary--The unlawful entry of a structure to
commit a felony or theft. This includes breaking
and entering with intent to commit a larceny;
housebreaking; safe cracking; and all attempts at
these offenses.

Larceny-Theft--The unlawful taking, carrying,
leading, or riding away of property from the pos-
session or constructive possession of another.
This includes pocket-picking, purse-snatching,
shoplifting, theft from motor vehicles, theft of
motor vehicle parts and accessories, theft of bicy-
cles, theft from buildings, theft from coin-operated
machines, and all thefts that don’t fit into the
above mentioned categories.

Motor Vehicle Theft--The theft or attempted
theft of a motor vehicle, which is defined as a self-
propelled vehicle that runs on land surface and
not on rails. 

Arson--Willful or malicious burning or attempt to
burn, with or without intent to defraud.

217
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Murder

Lubbock County	&	Texas
Uniform Crime Reporting System
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Rape

Lubbock County	&	Texas
Uniform Crime Reporting System
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In	2004,	
Lubbock's rate 
was	19%	higher	

than Texas'

48% decrease 
from 1990-2004

29% decrease from
1990-2004

Purpose: to	provide	optimal	health,	well	being	and	functioning	for	victims	of	sexual	assault.
Sexual Assault: 	Provides	immediate/24	hour	access	to	services,	crisis	intervention	coun-
seling, referrals, advocacy, accompaniment, tracking of cases and information regarding 
rape	related	matters;	organizes	and	promotes	activities	designed	as	deterrents	to	criminal	
behavior;	public	education;	addresses	quality	of	support	by	professionals	who	interface	with	
sexual assault victims.

Lubbock County has historically had lower than state rates in robbery, but 
higher than state rates in rape and aggravated assault (although the rate of 

rape has decreased somewhat since 1990).
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Aggravated Assault
Lubbock County	&	Texas

Uniform Crime Reporting System
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2004 CRIME  IN TEXAS APPENDICES

Adult--In Texas, an adult is a person 17 years of
age or over. National law provides that adults are
age 18 or over. Unless otherwise indicated, this
publication follows the state definition.

Affinity--The connection existing, as a conse-
quence of marriage, between married persons and
the kindred of the other.

Cleared by Arrest or Exceptional
Means--For Uniform Crime Reporting purposes,
an offense is cleared by arrest or solved when at
least one person is arrested, charged with the
commission of an offense and turned over to court
for prosecution. In certain situations police are not
able to follow these three steps and, if the follow-
ing four conditions can be met, the offense can be
cleared exceptionally: (1) the investigation has
definitely established the identity of the offender;
(2) there is enough information to support an
arrest, charge, and turning over to the court for
prosecution; (3) the exact location of the offender
is known so that he could be taken into custody;
(4) there is some reason outside the police control
that prevents the arresting, charging, and prose-
cuting of the offender.

Consanguinity--Kinship or blood relationship;
the relationship of persons who are descended
from a common ancestor.

Crime Factors--Conditions that affect the
amount and type of crime that occurs in a geo-
graphical area.

Crime Index--The sum of seven index offenses
used to measure the extent, fluctuation and distri-
bution of crime in a given geographical area.
Crime classifications used in the Crime Index are:
murder, rape, robbery, aggravated assault, burgla-
ry, larceny-theft and motor vehicle theft. While
arson is also an index offense, it is not part of the
Crime Index.

Crime Rate--The number of offenses per
100,000 inhabitants. To calculate a crime rate,
divide the population by 100,000 and then divide
the number of offenses by that answer. The crime
rate is useful in determining the relative frequency

of crime without regard to fluctuations in popula-
tion.

Ethnicity--In UCR, race and ethnic origin are
counted as two separate designations. The ethnic
origin categories were adopted from the U.S.
Department of Commerce and are Hispanic and
not Hispanic. Included as Hispanic are all persons
of Mexican, Puerto Rican, Cuban, Central or
South American, or other Spanish culture or ori-
gin, regardless of race.

Family--Individuals related by blood, affinity,
marriage, former marriage, biological parents of
the same child, foster children, foster parents,
members of the same household or former mem-
bers of the same household.

Family Violence--An act by a member of a
family or household against another member that
is intended to result in physical harm, bodily injury,
assault or a threat that reasonably places the
member in fear of imminent physical harm. The
reasonable discipline of a child is excluded from
consideration as family violence.

Hate Crime--A crime that is motivated by preju-
dice or hatred based on race, religion, sexual ori-
entation, ethnicity, or disability.

Hierarchy Rule--When several offenses are
committed simultaneously by one person or group
of persons the hierarchy rule in UCR mandates
that only the most serious offense is recorded for
statistical purposes. Arson is an exception to this
rule.

Index Crime--A crime for which reports of
offenses committed are collected. Index crimes
are murder, rape, robbery, aggravated assault,
burglary, larceny-theft, motor vehicle theft and
arson.

Intimidation--Putting a victim in reasonable
fear of bodily harm through the use of threatening
words or other conduct.

Juvenile--In Texas, a juvenile is a person 16
years of age or under.

221
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Non-Violent Crime--Property crimes; the
index offenses of burglary, larceny-theft and motor
vehicle theft.

Part I Offenses--The first of two categories of
index offenses established for crime reporting pur-
poses. Part I Offenses are by their nature more
serious and/or occur most frequently. For Part I
Offenses, the reports of offenses committed are
collected without regard to whether an arrest was
made.

Part II Offenses--The second of two cate-
gories established for crime reporting purposes.
Part II Offenses are generally less serious in
nature and/or occur less frequently than Part I
Offenses. Monthly tabulations of Part II Offenses
are limited to arrest information only.

Personal Weapon--The use of hands, feet,
fists and teeth as a weapon to commit a crime;
also termed strong-arm weapon.

Prejudice--An unreasonable and unjustifiable
negative attitude toward a group and its individual
members.

Race--In UCR, race and ethnic origin are count-
ed as two separate designations. The racial cate-
gories were adopted from the U.S. Department of
Commerce and are as follows: White--A person
having origins in any of the original peoples of
Europe, North Africa or the Middle East; Black--A
person having origins in any of the Black racial
groups of Africa; American Indian or Alaskan
Native--A person having origins in any of the origi-
nal peoples of North America who maintains cul-
tural identification through tribal affiliation or com-
munity recognition; Asian or Pacific Islander--A
person having origins in any of the original peo-
ples of the Far East, Southeast Asia, the Indian
subcontinent or the Pacific Islands.

Strong-Arm Weapons--The use of hands,
feet, fists and teeth as a weapon to commit a
crime. Also termed personal weapons.

Threat--A declared intent to inflict bodily harm on
a person.

Unfounded Offense--A criminal act reported
to law enforcement authorities that, upon investi-
gation, is found to be false or baseless.

Violent Crime--Consists of the Index Offenses
of murder, forcible rape, robbery and aggravated
assault. Also referred to as crimes against per-
sons.

222
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Burglary

Lubbock County	&	Texas
Uniform Crime Reporting System
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In	2004	Lubbock	
County's	rate	was	24%

above Texas'

Purpose:	Through	programs	and	services	develop	community	ties	that	will	not	only	prevent	
crime, but also improve quality of life for residents.
Neighborhood Development/Safety:		Assist	development	of	new	neighborhood	associations,	
monthly	general	membership	meetings,	LUNA	Quarterly	Newsletter,	print/mail	neighborhood	
newsletters,	National	Night	Out	Campaign,	crime	prevention	resource	materials/seminars/work-
shops,	leadership	and	youth	programs/training	and	other	activities.

With respect to property crimes, 
Lubbock County has had relatively 

low rates of auto theft, but relatively 
high rates of burglary and larceny/

theft.
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Larceny - Theft

Lubbock County & Texas
Uniform Crime Reporting System

3,906
3,687

3,396 3,378 3,447 3,319
3,071 3,066 3,055 3,140 3,168 3,155 3,096

4,284
4,020 4,009 4,090

3,652 3,659
3,388

3,621

4,142

3,716 3,711

4,308 4,2264,304 4,232

3,957 4,015

-

500

1,000

1,500

2,000

2,500

3,000

3,500

4,000

4,500

5,000

1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Pe
r 1

00
,0

00

Texas Lubbock County

In	2004	Lubbock	
County's	rate	was	
36% above Texas'

Auto Theft
Lubbock County	&	Texas

Uniform Crime Reporting System
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Referrals of Juveniles (ages 12-17)
to Lubbock County Juvenile Justice Center

Source:  Lubbock County Juvenile Justice Center
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Total	number	of	FORMAL	referrals Number of children referred

A “formal” referral is one in which the child has face-to-face contact with the 
probation department at referral. These children are actually taken into cus-

tody and brought to detention by law enforcement or a probation officer.
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Referrals for Alleged Delinquent Behaviors (Felonies)

Lubbock County Juveniles (Ages 12-17)
Source:  Lubbock County Juvenile Justice Center
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	 Sexual	Assault  Robbery  Aggravated Assault

Referrals for Alleged Delinquent Behaviors (Felonies)
Lubbock County Juveniles (Ages 12-17)

Source:  Lubbock County Juvenile Justice Center
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 Burglary  Theft 	 MV	Theft

Referrals to Lubbock County Juvenile Justice Center for Aggravated 
Assault, Burglary, and Motor Vehicle (MV) Theft have declined 

steadily since 2001.
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Family Violence (Reported Incidents)

Lubbock County
Uniform Crime Reporting System
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Agency/Program Description:		Two	programs	serve	victims	of	family	violence	and	their	dependent	
children	who	have	experienced	physical,	emotional	and/or	sexual	abuse:
• Residential Program: Provides center-based, residential program including 24-hour crisis hot-
line,	food,	clothing,	personal	hygiene	items,	social	referral	(housing,	job,	income	assistance,	day	care),	
counseling, legal advocacy and medical and transportation assistance.
• Non-Residential Program:	Provides	services	to	those	who	do	not	need	emergency	shelter	in	
12-county area.
Community Education:	Education	Program	Curricula	and	Volunteer	Speakers	Bureau	designed	
specifically	for	target	populations	and	presentations	to	civic	groups	and	community	organizations	to	
provide	education	and	awareness	for	the	prevention	and/or	reduction	of	family	violence.
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Confirmed Victims of Child Abuse
Lubbock County	&	Texas

Texas Department of Protective & Regulatory Services

6.2

8.0
7.0

8.3
7.2

7.9 8.3 8.2

9.8

5.8

11.3

9.8 9.6
8.8

13.5
12.2

13.0

17.1

0.0

2.0

4.0

6.0

8.0

10.0

12.0

14.0

16.0

18.0

1997 1998 1999 2000 2001 2002 2003 2004 2005

Pe
r 1

,0
00

 c
hi

ld
re

n

Texas Lubbock County

In	2005	Lubbock	County's	
rate	was	74%	above	state's

195% increase 
from 1997-2005

58% increase 
from 1997-2005

	 All	of	the	children	served	by	CASA	staff	
and	volunteers	in	2005	were	confirmed	victims	of	
child	abuse	or	neglect.		CASA	utilized	238	vol-
unteers to provide advocacy for 1097 foster care 
children in 2005.
	 In	2005,	CASA	of	the	South	Plains	volun-
teers	helped	262	children	find	permanency.		The	
average length of time these children spent in 
care	was	22	months.		This	was	6	months	less	than	
the	regional	average	for	children	who	left	foster	
care	last	year.		This	saved	taxpayers	over	$1.49	
million based on the averaged foster care expen-
ditures for Lubbock County last year of approxi-
mately	$11,384	per	child.

In 2005 foster care expenditures for Lubbock County children was $7,148,895, 
this included paying placements and for care of the children.
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CHILD SEXUAL ABUSE:
THE RESEARCH KNOWLEDGE-BASE

Societal	concerns	about	child	abuse	(particularly	
child	sexual	abuse)	skyrocketed	in	the	second	
half of the 20th	century.		In	mid-June,	2001,	a	
search	for	books	on	“child	abuse”	yielded	2,846	
on Amazon.com and 1,180 at the Texas Tech 
University	library	(along	with	132	for	books	on	
“child	abuse	treatment”).		A	search	on	PsychInfo	
using	“child	abuse”	in	the	keyword	yielded	
15,345	hits,	with	3,227	hits	for	“child	abuse”	in	
the title alone.  A search on Google.com yielded 
1,360,000	hits	for	“child	abuse.”

Although there has been considerable attention 
paid to child abuse, the dearth of actual 
knowledge based on empirical research is 
dismaying.		A	widely	cited	review	of	the	literature	
regarding the impact of sexual abuse of children 
(Browne	&	Finkelhor,	1986)	was	based	on	only	
4 studies of children and 23 studies of adults.  A 
follow-up	review	in	1993	(Kendall-Tackett	et	al.)	
was	based	on	only	45	studies	involving	children.		
Finkelhor	and	Berliner	(1995)	conducted	a	
thorough	review	of	treatment	outcome	studies	
prior to 1995 that used quantitative measures and 
sizable	numbers	of	participants;	they	located	only	
29	studies	worthy	of	inclusion.

Due to the small number of empirical studies, the 
next	sections	rely	predominantly	on	the	works	
of	Browne	and	Finkelhor	(1986),	Cohen	et	al.	
(2000),	Kendall-Tackett	et	al.	(1993),	and	Saywitz	
et	al.	(2000).

The	Effects	of	Child	Sexual	Abuse.

Research on childhood sexual abuse suggests 
two	important	findings.		First,	the	impact	of	child	
sexual	abuse	is	highly	variable.		Some	children	
show	no	detectable	negative	effects,	while	
others	show	highly	adverse	reactions	with	severe	
psychiatric	symptomatology.		Second,	child	
sexual abuse is a risk factor for the development 
of psychiatric disorders and distress in adults, 
although	not	all	individuals	will	experience	long-
term effects.

Although	no	specific	sexual	abuse	syndrome	has	
been	identified,	studies	suggest	that	more	than	
50% of sexually abused children meet partial or 
full	criteria	for	Post-traumatic	Stress	Disorder	
(PTSD),	with	the	experience	of	sexual	abuse	
accounting for 15% to 45% of the variance.  
Findings from both clinical and community 
samples	have	shown	that	sexually	abused	
children exhibit more psychiatric symptoms 
than nonabused children in comparison groups.  

Sexual	abuse	
status accounts 
for 32% of the 
variance for 
externalizing 
behaviors, and 
35-38% of the 
variance for 
internalizing 
behaviors.  
However,	
sexually	abused	children	have	shown	only	PTSD	
and sexualized behavior consistently more often 
than nonabused clinical children. 

There	seem	to	be	different	symptoms,	which	
present themselves during various developmental 
stages.  For preschoolers, the most common 
symptoms	were	anxiety,	nightmares,	general	
PTSD,	internalizing,	externalizing,	and	
inappropriate sexual behavior.  For school-
age children, the most common symptoms 
included fear, neurotic and general mental 
illness, aggression, nightmares, school problems, 
hyperactivity, and regressive behavior.  For 
adolescents,	the	most	common	behaviors	were	
depression;	withdrawn,	suicidal,	or	self-injurious	
behaviors;	somatic	complaints;	illegal	acts;	
running	away;	and	substance	abuse.		Among	the	
symptoms that appeared prominently for more 
than	one	age	group	were	nightmares,	depression,	
withdrawn	behavior,	neurotic	mental	illness,	
aggression, and regressive behavior.

In	many	studies	(25	of	the	46	Kendall-Tackett	
et	al.	reviewed),	researchers	tried	to	account	for	
variations in the children’s symptomatology by 
examining characteristics of the abuse experience.  
In	summary,	the	findings	of	the	various	studies	
indicated that victimizations that included a close 
perpetrator;	a	high	frequency	of	sexual	contact;	
a	long	duration;	the	use	of	force;	and	sexual	acts	
that included oral, anal, or vaginal penetration 
led to a greater number of symptoms for victims.  
Similarly,	the	lack	of	maternal	support	at	the	time	
of disclosure and a victim’s negative outlook or 
coping style also led to increased symptoms.  The 
influence	of	age	at	the	time	of	assessment,	age	at	
onset, number of perpetrators, and time elapsed 
between	the	end	of	the	abuse	and	assessment	is	
still unclear.

Two-thirds	to	one	half	of	sexually	abused	children	
appear to improve over time, but many either 
do	not	improve	or	deteriorate	(10-24%);	further,	
6-19% experienced additional sexual abuse.  
In	empirical	studies,	70%	of	the	children	who	
presented as asymptomatic remained symptom 
free, although 30% developed symptoms later.  
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WHAT HAPPENS TO US NOW? 

Abuse reported to law enforcement or child abuse hotline. 
Initial	investigation	by	Child	Protective	Services	(CPS)	or	law	enforcement	investigator	

If	the	perpetrator	is	a	parent,	other	family	member,	
teacher	or	other	caregiver	CPS	investigator	(civil	
jurisdiction)	and	law	enforcement	(criminal	jurisdiction)	
assigned. 

If	the	perpetrator	is	a	neighbor,	stranger,	or	other	non-family	
member	who	does	not	live	in	the	home,	law	enforcement	

investigator	(criminal	jurisdiction)	assigned.	

Crisis stabilization of victim, caretaker, and other non-offending 
family members. 

Advocacy
Center  

Client	Intake	

Forensic
Medical
Exam 
e.g. C.A.R.E. 
Center

Explanation of criminal and civil procedures of investigation and 
prosecution. 

Information	on	victim’s	rights	and	assistance	with	filing	victims’	
compensation forms. 

Information	and	referral	to	other	community agencies and services 

Interview	of	victims	performed	by	a	specially	trained	professional	with	participation	by	Multidisciplinary	Team.	

Multidisciplinary	Team	Case	Review:	
Collaboration on investigation and recommendations for any necessary medical evaluations and mental health services. 

Further criminal Action Further Civil Action Additional	Client	Services

If	a	case	is	sufficient,	it	is	filed	
with	the	District	Attorney’s	
Office.

District Attorney presents the 
case	to	the	Grand	Jury.	

Grand	Jury	decides	to	dismiss	
the case due to lack of evidence 
(no	bill)	or	to	pursue	
prosecution	of	the	case	(indict).	

If	child	is	at	risk	for	
further	abuse,	CPS	may	
offer services to monitor 
the child’s safety. 
If	no	family	member	is	
able to protect the child, 
the	courts	may	allow	
CPS	to	remove	the	child	
from the home. 

On a case-by-case basis, the 
Advocacy Center can provide 
referral for extended assessment 
and ongoing counseling, court 
accompaniment, trial preparation, 
and/or	referrals	for	additional	
services. 

If	indicted,	defendant	
either enters a plea, or a 
trial	is	set	(several	months	
away).

If	case	goes	to	trial,	
anyone	with	relevant	
information may have to 
testify.

This information provided by the Children’s Advocacy Center of the South Plains, Inc.

For additional information, comments or to schedule educational opportunities please call
806-740-0251.  This number is NOT to be used to report child abuse. 
For questions concerning the forensic medical exam, please call the C.A.R.E. Center at  
806-743-2121.
           08/01 



305                      

Pu
bl

ic
 S

af
et

y
The	proportion	of	sexually	abused	children	who	
presented	with	no	detectable	symptoms	varied	
across studies from 21% to 49%.

Additionally, symptoms and behaviors change 
at different rates.  Fears and somatic symptoms 
abate	the	most	quickly,	whereas	aggressiveness	
and sexual preoccupations are the most likely to 
remain or increase.  Children’s recovery is clearly 
assisted by a supportive family environment, and 
certain kinds of court experiences delay recovery.

In	aggregate,	studies	have	tended	to	describe	four	
groups of sexually abused children:

•	 Some	children	have	no	detectable	
difficulties	on	standardized	measures	of	
child	behavior	problems.		Kendall-Tackett	
et	al.	(1993)	estimated	this	group	to	be	
about one-third of children studied.

•	 Some	children	have	a	few	symptoms	that	
do not reach clinical levels of concern 
(e.g.,	emotional	distress,	anxiety,	self-
esteem	or	identity	difficulties)	or	have	
behavior problems that reach clinical 
levels but are not as severe as in the 
general clinical population.

•	 Some	children	have	serious	psychiatric	
problems, such as depression, anxiety, 
sexualized behavior, substance abuse, 
aggressiveness, self-esteem or identity 
difficulties,	shame	and	cognitive	
impairments or distortions, and isolated 
post-traumatic symptoms, such as 
flashbacks,	nightmares,	and	repetitive	
play.

•	 Some	children	meet	full	criteria	for	
psychiatric	disorders,	most	notably	PTSD,	
major	depression,	anxiety	disorders,	and	
sleep	disorders.		In	addition,	comorbidity	
is	a	significant	problem	with	traumatized	
children	and	adolescents.		Studies	of	
clinical populations estimate that 55% of 
children referred for treatment have more 
than one diagnosis.

Treatment

Meta-analyses	have	indicated	that	psychosocial	
therapies	are	effective	with	children	and	
adolescents, and are more effective than the 
passage of time alone.  Greater success has been 
shown	for	phobic,	somatic,	and	anxiety	symptoms	
than	for	symptoms	related	to	global	adjustment	or	
personality	characteristics.		Most	reviews	of	the	
empirical	literature	find	the	following	treatments	
to	be	efficacious	or	possibly	efficacious	for	
use	generally	with	children	and	adolescents:		
cognitive-behavioral	therapy	(CBT)	for	childhood	
anxiety, coping skills training for childhood 
depression, and parent management training 
based on behavioral techniques and cognitive 

problem-solving training for externalizing 
behavior	problems	(e.g.,	aggression).		Generally	
speaking, studies support behavioral therapy and 
CBT over non-behavioral therapies.

Reviews	of	treatment	outcome	studies	of	child	
abuse	victims,	which	have	used	quantitative	
outcome measures, began to appear only 
recently.  By and large, studies have focused 
on	abuse-specific	therapies	that	have	used	
cognitive-behavioral	techniques	in	conjunction	
with	psychoeducational	interventions,	coping-
skills training, and family involvement.  Recent 
studies have begun to demonstrate statistically 
significant	treatment	benefits.		These	studies	used	
randomized samples and trials, control groups, 
standardized instruments, manualized treatments, 
and	adherence	or	fidelity	procedures.		Two	studies	
stand out for their sample sizes and treatment 
effects.

Deblinger,	Lippman,	and	Steer	(1996)	compared	
a	12-week	program	of	abuse-focused	CBT	
provided to children only, to parents only, or 
to	both	children	and	parents	with	standard	
community care for a total of 100 sexually 
abused children ages 7 to 13.  Results indicated 
that	all	groups	improved	on	PTSD	symptoms;	
however,	CBT	provided	directly	to	the	children	
resulted	in	significantly	greater	improvement	
on	PTSD	symptoms.		Furthermore,	providing	
CBT to the nonoffending parents resulted in 
significantly	more	improvement	in	the	children’s	
depressive	symptoms	as	well	as	improvement	in	
the parenting skills of the participating parents.  
These results support abuse-focused professional 
intervention	with	both	children	and	nonoffending	
parents.

Cohen	and	Mannarino	(1996b,	1998b)	conducted	
two	studies	of	sexually	abused	children	that	
compared CBT to nondirective supportive 
therapy.  Both of these studies included 
intervention	with	the	nonoffending	parent	in	
each	treatment	condition.		In	the	first	study,	67	
three-	to	seven-year-olds	and	their	parents	were	
randomly	assigned	to	either	abuse-specific	CBT	
or nondirective supportive therapy composed 
of	nonspecific	play	therapy	for	the	children	
and supportive counseling for the parents.  
Children	provided	with	abuse-focused	CBT	
had	significantly	greater	improvement	in	PTSD	
symptoms, sexually inappropriate behaviors, 
and internalizing and externalizing symptoms 
compared	with	those	receiving	nondirective	
supportive	therapy.		These	differences	were	
sustained	at	one-year	follow-up.		These	findings	
strongly	support	abuse-focused	CBT	with	
preschoolers and their parents.
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Recent	studies	have	also	identified	factors	that	
can exacerbate or ameliorate the psychological 
impact of sexual abuse and treatment outcome, 
most notably family factors and children’s 
attributions.		Symptom	development	and	
treatment	response	seem	to	be	influenced	by	
parents’ emotional distress related to the abuse, 
parents’ support of their children, and children’s 
attributions regarding variables such as locus of 
control.		Mannarino	and	Cohen	(1996)	found	
that ratings of family cohesion, adaptability, 
and the intensity of parents’ reactions to the 
abuse	were	significantly	related	to	ratings	of	
children’s	behavior	problems.		In	a	preschool	
population, parents’ emotional distress about 
the abuse strongly predicted treatment outcome 
initially	(Cohen	&	Mannarino,	1996a),	but	at	
the	one-year	follow-up,	parents’	support	was	a	
stronger	predictor	of	positive	outcome	(Cohen	&	
Mannarino,	1998a).		In	a	study	of	older	children,	
parents’ support and the children’s abuse-related 
cognitions most strongly predicted treatment 
outcome	(Cohen	&	Mannarino,	2000).		These	
findings	reiterate	the	importance	of	parental	
involvement to treatment outcome.

SUMMARY/CONCLUSIONS

Although society has paid a considerable amount 
of attention to child sexual abuse, empirical 
research	has	been	slow	in	addressing	this	issue.		
However,	improved	research	in	the	past	10	years	
points to some general conclusions regarding 
the	effects	of	child	sexual	abuse:		(1)	the	effects	
are	highly	variable,	with	some	individuals	
exhibiting psychiatric symptoms and increases 
in aggressiveness and sexualized behavior, 
while	others	exhibit	no	overt	problems;	(2)	
childhood	sexual	abuse	is	a	significant	risk	factor	
for subsequent childhood and adult psychiatric 
problems, but is mediated by a number of other 
factors, including parental support, parental 
mental health, the victim’s coping style, and 
aspects	of	the	victimization	(frequency,	duration,	
close	perpetrator,	force,	and	penetration);	(3)	
there	is	no	single	definable	syndrome	that	
sexually abused children exhibit:  they typically 
exhibit	symptoms	of	PTSD,	anxiety	disorders,	
depression, sleep disorders, and sexualized 
behaviors, although all of these problems 
can obviously be related to causes other than 
childhood sexual abuse.

The existing studies of the outcomes of treatment 
for	children	who	have	been	sexually	abused	
suggest that many of the symptoms associated 
with	child	sexual	abuse	can	be	responsive	to	
professional intervention, although symptom 
changes	are	influenced	by	other	factors	as	well	

(e.g.,	intensity	of	parental	reaction	to	abuse,	
children’s	attributions,	and	family	adaptability).		
Although the number of treatment outcome 
studies that have randomly assigned children 
to treatment conditions has been quite small, 
results	consistently	favor	abuse-specific	CBT	
over	the	other	forms	of	treatment	to	which	it	has	
been compared.  Also, there is some evidence 
that	behavioral	interventions	with	parents	are	
required to decrease externalizing behaviors 
(aggression)	or	sexualized	behaviors	in	young	
children, and that these externalizing behaviors 
take longer to impact than symptoms such as 
anxiety, depression, and sleep disorders.
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CHILD	PHYSICAL	ABUSE

Prepared by the Children’s Advocacy Center of 
the	South	Plains,	Inc.

Definition	of	Child	Physical	Abuse
According	to	Texas	Statutes	Family	Code,	the	
definition	of	physical	abuse	is	“physical	injury	
that results in substantial harm to the child, or the 
genuine threat of substantial harm from physical 
injury	to	the	child,	including	an	injury	that	is	at	
variance	with	the	history	or	explanation	given	and	
excluding an accident or reasonable discipline 
by a parent, guardian, or managing or possessory 
conservator that does not expose the child to a 
substantial	risk	of	harm”	(see	chapter	261.001,	
para.	C).		Discipline	which	results,	intentionally	
or	unintentionally,	in	injury	or	tissue	damage	to	
the child is physical abuse and may become the 
grounds for intervention by the Texas Department 
of	Family	and	Protective	Services	or	the	Lubbock	
Police Department.

Child Discipline
There	are	many	ways	to	discipline	a	child’s	
behavior.  “Corporal punishment is the use of 
physical	force	with	the	intention	of	causing	a	
child	to	experience	pain	but	not	injury	for	the	
purposes of correction or control of the child’s 
behavior”	(Straus,	1994,	p.4).		This	type	of	
discipline,	also	known	as	physical	discipline,	is	
permitted	by	law	if	it	falls	within	the	bounds	of	
reasonable and necessary discipline that does 
not	expose	the	child	to	risk	of	harm	(Davidson,	
1997).		According	to	the	law,	whether	discipline	
is reasonable and necessary depends on the 
age of the child, stature of the child, health and 
intellectual capacity of the child, method of and 
reason for discipline, and the harm caused to 
the	child.		Many	experts	believe	that	corporal	
punishment of children yields only short term 
behavioral changes, and ultimately results in more 
negative	behaviors	in	children	(e.g.,	American	
Academy	of	Pediatrics,	1998;	Lytton,	1997;	
McCord,	1997;	Straus,	1994).

Some	other	suggestions	for	parental	discipline	
come from About	Disciplining	Your	Child	(1997,	
pp.	12-13):

(1)	A	Firm	Reminder	–	Say	only	what’s	

necessary 
to stop the 
behavior 
(examples:	
“no”	or	“that’s	
enough”).

(2)	Repayment	
–	If	the	
child damages property, have the child 
apologize	to	the	owner	and	repair	the	
damage or pay for it.

(3)	A	Behavior	Chart	–	Agree	on	the	expected	
behavior,	a	reward	for	the	behavior,	and	
consequences for misbehavior.

(4)	Remove	a	Privilege
(5)	Call	a	Time-Out	–	Bring	the	child	to	a	

safe place that has no distractions, have 
the	child	stay	there	until	they	calm	down	
(one	minute	for	each	year	of	their	age),	
and	make	it	clear	that	the	time	will	be	
increased if the child comes out too soon.

(6)	Professional	Help	–	Ask	for	help	if	
discipline becomes a problem.  Check 
your phone book for family counseling 
services or mental health services. 

When	disciplining	a	child	always	choose	
appropriate consequences, tell your child 
why	you’re	punishing	them,	limit	how	long	
the	consequence	will	last,	control	your	
emotions,	follow	through	on	your	decision,	and	
communicate your love.  Disciplining a child in a 
loving	and	fair	way	is	one	of	the	most	important	
jobs	of	a	caregiver	and	is	extremely	important	
for teaching children appropriate behavior and 
instilling a lifelong sense of self-discipline.  A 
caretaker	should	never	discipline	a	child	when	
feeling angry or upset, but should take a moment 
to	calm	down	and	decide	what	consequences	are	
appropriate considering the developmental level 
of the child.  Disciplining a child out of anger can 
also lead to physical abuse of the child.

The Effects of Child Physical Abuse
Physical	abuse	is	a	widespread	problem	all	
over	the	world.		It	is	not	limited	to	any	specific	
subset of the population.  Parents from all 
socioeconomic classes, and racial and ethnic 
backgrounds, regardless of their gender or age, 
engage in physical abuse. 
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Statistics	paint	a	painful	picture	of	child	abuse.		
Ninety-one percent of all child physical abuse 
happens in a place supposed to be safe for 
children, and 77 % of the abusers are those 
the	child	used	to	trust	(Al	Mahroos,	as	cited	
in	Be	Free).		In	the	year	2002	alone,	there	
were	more	than	3,193,000	child	abuse	cases	
reported	to	different	authorities	in	the	United	
States	(Administration	for	Children	Youth	and	
Families).		In	Texas,	for	the	year	2003,	Texas	
Department of Protective and Regulatory 
Services	reported	50,208	confirmed	cases	of	
child	abuse.		These	cases	do	not	reflect	the	
child	abuse	reported	to	(and	handled	by)	law	
enforcement	agencies	where	a	crime	was	
committed	at	the	hands	of	someone	who	was	not	
in	a	position	of	either	living	in	the	home	with	the	
child	or	being	in	a	caretaking	position	with	the	
child. 

Locally, Children’s Advocacy Center of the 
South	Plains,	Texas,	Inc.	(CAC)	is	a	not-for-
profit	agency	whose	mission	is	to	bring	together	
community resources to speed the healing of 
child victims of abuse and other forms of trauma.  
In	2003,	CAC	served	849	children.		Seventy-
nine	percent	of	those	children	were	alleged	
victims of sexual abuse, 11% of the children 
were	victims	of	severe	physical	abuse,	and	
6%	were	victims	of	both	physical	and	sexual	
abuse.		Sixty-four	percent	of	the	victims	were	
female;	89%	of	the	perpetrators	were	male.		
CAC	statistics	reflect	the	ethnic,	racial	and	
socioeconomic background of the community.  
These	statistics	do	not	correspond	with	statewide	
statistics,	since	only	the	very	worst	cases	of	
physical abuse are brought to the Children’s 
Advocacy Center. 

National statistics reported to the Administration 
of	Children	and	Families	(U.S.	Department	of	
Health	and	Human	Services)	tell	us	that	for	
the	year	2002,	48%	of	all	child	victims	were	
boys,	and	52%	were	girls.		The	rates	of	child	
victimization	were	16.0	(per	1,000)	children	ages	
birth	to	3,	and	13.7	(per	1,000)	for	children	ages	
4-7.
 
These	same	statistics	reflect	that	American	

Indian	or	Alaska	Native	children	and	African	
American children had the highest rate of 
victimization,	with	rates	of	21.7	and	20.2	
(per	1,000),	respectively.		White	children	and	
Hispanic children had rates of approximately 1.7 
and	9.5	(per	1,000),	respectively.		Asian-Pacific	
Islander	children	had	the	lowest	rate	of	abuse.	

Nationally	one-half	of	all	child	victims	were	
White	(54%);	one	quarter	(26%)	were	African	
–American,	and	one-tenth	(11%)	were	Hispanic.		
American	Indians	or	Alaskan	Natives	accounted	
for	1.8	%	of	victims	and	Asian-Pacific	Islanders	
accounted	for	0.9	%.		The	profile	of	confirmed	
child	abuse/neglect	victims	in	the	state	of	Texas	
more	accurately	reflects	our	population,	one-
third	(34%)	of	the	confirmed	cases	were	White,	
27%	of	the	confirmed	cases	were	African-
American	children,	and	36%	were	Hispanic;	less	
than	1%	were	Native	American,	Asian	Pacific-
Islander,	or	other.	

Who Abuses Children?
As the victims of child abuse are not limited to 
certain racial or socioeconomic backgrounds, 
neither are the abusers.  Abusive fathers or 
mothers	tend	to	feel	somewhat	isolated,	lack	
parental feelings, and may have inadequate 
knowledge	of	their	child’s	developmental	level	
and abilities.  Child abuse is often associated 
with	dysfunctional	families--husbands	who	
batter	their	wives	tend	to	also	abuse	their	
children.		The	same	is	true	for	mothers	who	
experience persistent family violence. 

Families	who	experience	increased	stressors	
(such	as	loss	of	a	job,	unexpected	or	unplanned	
pregnancy,	illness,	etc.)	may	find	an	increase	
in family tension that exhibits itself in violent 
ways.		Fathers	and	mothers	who	were	abused	
themselves are more likely to become abusers.  
85%	-	95%	of	child	abusers	were	themselves	
abused	(Groth,	1982;	DeFrancis,	1969;	Russell,	
1983	as	cited	in	Be	Free).		This	is	due	in	part	
to the lack of appropriate role models and 
unrealistic expectations of their children.  
Fathers	and	mother	who	are	afraid	of	losing	
control of their children often do so and the end 
result is abuse. 
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Single	parents	often	find	themselves	socially	
isolated	without	the	means	of	social	support	that	
could help them decrease the stress of parenting.  
These same parents often have little information 
or	knowledge	regarding	adequate	models	for	
disciplining children and often make poor 
choices	that	lead	to	child	maltreatment.		Single	
parents are also more likely to have the added 
stress	of	low	incomes	and	the	accompanying	
financial	difficulties.	

The 2003 Bureau for Children and Families’ 
statistics	show	that	40%	of	child	victims	were	
maltreated	by	their	mothers	(acting	alone);	
another	19%	were	abused	by	fathers	(acting	
alone),	and	18%	were	abused	by	both	a	mother	
and father.  Victims abused by a non-parental 
perpetrator accounted for 13%.

Can Perpetrators and Victims of Child Physical 
Abuse Be Helped?
Parents	who	are	perpetrators	of	physical	abuse	
and their children can often be helped to reduce 
their propensity for abuse.  Therapy is extremely 
important for both the child and the abusive 
parents.  Children need help in expressing their 
anger and parents need help in identifying their 
anger before their emotions get out of control. 

According to Child	Physical	and	Sexual	
Abuse:	Guidelines	for	Treatment	(Final	Report	
January	15,	2003), the most supported and 
acceptable treatment for child abuse perpetrators 
is the Parent-Child Education Program for 
Physically Abusive Parents.  “This protocol is 
a home- or clinic-based intervention designed 
to establish positive parent-child interactions 
and childrearing methods that are responsive 
to situation and developmental changes and 
reduce	parents’	reliance	on	power-assertive	
methods that can turn in to verbal and physical 
abuse”	(p.78).		The	most	well-supported	and	
efficacious	treatment	for	child	abuse	victims	is	
Trauma-focused Cognitive Behavioral Therapy.  
“Trauma-focused cognitive behavioral therapy, 
an intervention based on learning and cognitive 
theories, is designed to reduce children’s 
negative emotional and behavioral responses 
and correct maladaptive beliefs and attributions 
related	to	the	abusive	experience.		It	also	aims	

to provide support and skills to help non-
offending	parents	cope	effectively	with	their	own	
emotional distress and optimally respond to their 
children”	(p.	49).

What We Can Do About Child Physical Abuse
The Lubbock community can prevent child 
physical abuse by supporting our families and 
providing	parents	with	the	skills	and	resources	
they	need.		Since	parents	often	become	
abusive because of their lack of understanding 
of children and their developmental ages 
and stages, education on various child 
development topics is essential.  Education 
regarding appropriate parenting techniques is 
also necessary.  Effective parenting training 
might include such topics as active listening, 
unambiguous communication, non violent means 
of	discipline,	setting	meaningful	rewards,	and	
consequences	for	specific	rewards.		Having	the	
education	and	awareness	about	what	“to	do”	can	
go	a	long	way	towards	reducing	the	recurrence	
of physical abuse.  Finally, other condition 
which	may	contribute	to	family	stressors	must	be	
addressed. 

Lastly,	child	abuse	thrives	in	the	shadows	of	
secrecy.		The	most	important	way	to	stop	abuse	
is	to	report	it.		If	someone	suspects	that	a	child	
has been abused they should call the 24-hour toll 
free	Abuse/Neglect	Hotline	at	1-800-252-5400.	
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TEXAS’ RANK ON ALL 150 INDICATORS AT A GLANCE

This appendix shows at a glance where Texas ranks on all 150 indicators covered 
in this report.

I. Environment

Toxic & Hazardous Waste
Manufacturing use of toxic chemicals No. 1 ✔ 11
Toxic manufacturing emissions No. 1 ✔ 12
Cancerous manufacturing emmisions No. 1 ✔ 12
Total hazardous waste No. 1 ✔ 13
Hazardous waste incineration No. 1 ✔ 14
Hazardous chemical spills No. 2 ✔ 15
Environmental civil rights complaints No. 1 ✔ 16

Air Quality
Total “criteria air pollutant” emissions No. 1 ✔ 17
Per capita “criteria air pollutant” emissions No. 29 17
Ozone pollution exposure No. 2 ✔ 18
Toxic air emissions No. 1 ✔ 19
Cancerous air emissions No. 1 ✔ 19
Carbon dioxide emissions No. 1 ✔ 20
“Hazardous Air Pollutants” emissions No. 1 ✔ 21
Mercury air emissions No. 2 ✔ 22
Ammonia air emissions No. 1 ✔ 23
Per capita spending on air quality No. 18 24

Water Quality
Number of Clean-Water-permit violators No. 1 ✔ 25
Percentage of Clean-Water-permit violators No. 19 25
Toxic water emissions No. 1 ✔ 26
Toxic cancerous water emissions No. 2 ✔ 26
Per capita spending on water quality No. 49 ✔ 27
Water-quality planning No. 38 28
Animal manure No. 1 ✔ 29

Energy Use 
Energy consumption No. 1 ✔ 30
Per capita energy consumption No. 4 ✔ 30
Electricity consumption No. 1 ✔ 31
Coal consumption No. 1 ✔ 32
Total consumer energy spending No. 2 ✔ 33
Per capita consumer energy spending No. 4 ✔ 33
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Source:  “State of the Lone Star State:  How Life in Texas Measures Up”
www.tpj.org/docs/2000/09/reports/sos/index.html
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Land Use & Transportation
Total vehicle miles traveled No. 2 ✔ 34
Per Capita vehicle miles traveled No. 24 34
Spending on alternative transportation No. 22-24 35
Transportation planning No. 31 36
Land-use planning No. 37 36
Number of flood deaths No. 1 ✔ 37
Park spending No. 49 ✔ 38
Park acreage No. 24 38
Per capita visits to state parks No. 45 ✔ 39
Open space protections No. 46 ✔ 40

II. Education

Spending per pupil No. 32 47
Pupil-teacher ratio No. 15-17 48
Teacher salaries No. 36 49
Teacher/private-sector pay ratio No. 50 ✔ 49
School modernization costs No. 5 ✔ 50
Fourth-grade math proficiency No. 5-6 51
Fourth-grade reading proficiency No. 15-21 51
Eighth-grade math proficiency No. 22-23 52
Eighth-grade reading proficiency No. 21-22 52
SAT scores No. 19-20 53
High school graduates No. 45 ✔ 54
High school dropouts No. 46 ✔ 55
Higher education appropriations No. 29 56
Public college instructor salaries No. 30 57
Spending on public libraries No. 46 ✔ 58

III. Human Services

Kids
Infant mortality No. 37 65
Low birth weights No. 29 65
Prenatal care No. 46 ✔ 66
Child immunizations No. 47-48 ✔ 66
Poor kids lacking health insurance No. 2 ✔ 67
Child death rates No. 19-25 68
Teen death rates No. 18-21 68
Teen birth rate No. 2 ✔ 69

Health
Overall health index No. 35 70
People without health insurance No. 1 ✔ 71
People without medical care No. 21 72
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People without dental care No. 9 ✔ 72
Physician rates No. 36 73
Hospital bed rates No. 31 73
Death rate No. 22 74
Occupational deaths No. 2 ✔ 74
Malnourishment No. 3 ✔ 75
Hunger No. 2 ✔ 75
Infectious disease cases No. 2 ✔ 76
Infectious disease rate No. 9 ✔ 76
Overweight adults No. 8 ✔ 77
Smoking No. 36 78
Drug & alcohol abuse treatment No. 45 ✔ 79
Women untested for breast cancer No. 4 ✔ 80
Abortion access No. 23-24 81
State public health spending No. 44-45 ✔ 82
State mental health spending No. 41-42 ✔ 82
State & local hospital spending No. 12 83

Welfare
Percent of poor people getting Medicaid No. 44 ✔ 84
Medicaid outreach expenditures No. 45-50 ✔ 85
Medicaid spending per recipient No. 39 85
Percent of people eligible for food stamps No. 7-8 ✔ 86
Percent of people receiving food stamps No. 18 86
Decline in food stamp recipients No. 2-3 ✔ 87
Decline in food stamp funding No. 2 ✔ 87
Total welfare benefits paid No. 47 ✔ 88
Percent of poverty level welfare covers No. 46-48 ✔ 88

IV. Economy

Jobs & Income
Average per capita income No. 27 95
Income distribution disparity No. 7 ✔ 96
People in poverty No. 10 ✔ 97
Women in poverty No. 9 ✔ 98
Kids in poverty No. 5-7 ✔ 98
Kids whose parents lack full-time jobs No. 25-29 99
Kids in one-parent households No. 25-33 100
Unionized workforce No. 48 ✔ 101
Job-discrimination lawsuits No. 47-48 ✔ 102

Taxes
Per capita state general revenue No. 50 ✔ 103
Per capita state spending No. 50 ✔ 103
Total state taxes per capita No. 48 ✔ 104
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Personal income spent on state taxes No. 48-49 ✔ 105
Tax progressivity No. 43 ✔ 106
Percent of state taxes from sales taxes No. 2 ✔ 107

Consumers
Homeownership No. 45 ✔ 108
Households unable to rent a 2-bedroom unit No. 3 ✔ 109
Homeowner’s insurance costs No. 1 ✔ 110
Car insurance costs No. 11 111
Average annual residential electric bills No. 1 ✔ 112
Residential/industrial electricity cost ratio No. 11-12 112

V. Public Safety

Crime & Punishment
Crime rate No. 16 119
Violent crime rate No. 17 119
Total executions No. 1 ✔ 120
Execution rate No. 3 ✔ 120
Total adults in criminal justice system No. 1 ✔ 121
Rate of adults in criminal justice system No. 1 ✔ 121
Total number of prisoners No. 2 ✔ 122
Incarceration rate No. 2 ✔ 122
Average prison time served No. 7 ✔ 123
Recidivism rate No. 9 ✔ 124
Money spent per prisoner No. 39 125
Prisoners in educational rehabilitation No. 34 126

Guns
Number of gun retailers No. 1 ✔ 127
Number of gun shows No. 1 ✔ 128
Total firearm deaths No. 2 ✔ 129
Firearm death rate No. 22 129
Total firearm homicides No. 2 ✔ 130
Firearm homicide rate No. 18 130
Recovered guns used in crimes No. 3 ✔ 131
Guns used for crimes in other states No. 4-5 ✔ 132
Registered machine guns No. 1 ✔ 133

Traffic Safety
Federal highway funds spent on safety No. 40 134
Total traffic fatalities No. 1 ✔ 135
Traffic fatality rate No. 23 135
Total alcohol-related traffic fatalities No. 1 ✔ 136
Alcohol-related traffic fatality rate No. 11-12 136
Total speeding-related traffic fatalities No. 1 ✔ 137
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Speeding-related traffic fatality rate No. 15 137
Total road-rage traffic fatalities No. 2 ✔ 138
Road-rage traffic fatality rate No. 15 138

VI. Democracy

Voter registration No. 46 ✔ 145
African-American voter registration No. 25 146
Hispanic voter registration No. 19 146
Voter turnout No. 47 ✔ 147
African-American voter turnout No. 30 148
Hispanic voter turnout No. 28 148
Women in the legislature No. 34-39 149
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THE NUMBER TO CALL WHEN YOU DON’T KNOW WHO TO CALL

WHAT IS 2-1-1?
 2-1-1 is the abbreviated dialing code for FREE information and referrals about

community	organizations	and	resources	24	hours	a	day,	7	days	a	week.

 2-1-1 serves as the first number to call linking individuals and families to
appropriate resources and information.

 People calling 2-1-1 in Texas are connected directly to the 2-1-1 Area
Information Center	(AIC)	for	their	community.		The	AIC	maintains	a
comprehensive regional database of resources.

 People	needing	help	or	information	on	any	HHSC	service	such	as	Food	Stamps,
TANF,	or	Medicaid	can	dial	2-1-1,	option	#	2.

WHEN SHOULD I CALL 2-1-1?
When you have questions about community resources such as …
 Social	Services	(food	vouchers,	financial	assistance,	etc)
 Counseling
 Senior	Services
 Youth	Services
 State	&	Federal	Agencies
 Dental,	Medical	&	Legal	Services
 Volunteer Opportunities
 Other information needs

WHEN IS 2-1-1 NNOOTT THE NUMBER TO CALL?
 When you need directory assistance… that’s 4-1-1.
 When there is a medical emergency… that’s 9-1-1.
 When you need police services… that’s 9-1-1.
 When you need the fire department… that’s 9-1-1.
 When you need emergency services for other reasons… that’s 9-1-1.
 2-1-1 is no longer the number responsible for payphone issues.

So for help with community resources and referrals, just dial
2-1-1, option # 1

2-1-1	IS	A	SERVICE	OF	SOUTH	PLAINS	ASSOCIATION	OF	GOVERNMENTS,	WITH	FUNDING	FROM	CITY
OF	LUBBOCK	COMMUNITY	SERVICES	BLOCK	GRANT.
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