chronic diseases
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Cancers – All Types
Cancer is the second leading cause of death in Contra Costa.
Deaths

Contra Costa’s cancer death rate (170.5
per 100,000) does not meet the national
Healthy People 2010 objective (159.9 per
100,000).

In other health reports,
cancer is sometimes
called “malignant
neoplasms”.

• African Americans are
most likely to die from
cancer.
• Men are more likely to die
from cancer than women.
• Most new cancer cases and
deaths are among Whites.
• On average, 1,686
residents die from cancer
each year.
• Nearly 4,413 residents
are diagnosed with cancer
each year.
• Contra Costa’s cancer
death rate (170.5 per
100,000) does not meet
the Healthy People 2010
objective.
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Cancer is the second leading cause of
death in Contra Costa, accounting for
24.4 % of all deaths. Between 2002-2004,
5,058 Contra Costa residents died from
cancer. This means that approximately
1,686 Contra Costa residents die from
cancer each year. The age-adjusted
death rate from cancer for Contra Costa
is higher (170.5 per 100,000) than the
rate for California (163.3 per 100,000).

Editor’s note: This section presents data for all malignant cancers as one group.
This allows us to see the affect that cancer has in our County as a whole. The most
common types of cancers are prostate, breast, lung and colorectal cancers. Together,
these four cancers account for more than half of all cancer diagnoses and deaths in
California.1 Specific sections for each of these cancers follow this summary.
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Cancer Deaths by Race/Ethnicity
Table 1. Contra Costa County 2002-2004

Deaths

Percent

Rate

3,852

76.2%

177.1

African American

481

9.5%

*239.4

Asian

352

7.0%

**113.8

Latino

334

6.6%

**129.3

5,058

100.0%

170.5

White

Contra Costa

These are age-adjusted rates per 100,000 residents.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.

The majority of deaths from cancer in
the county occur among Whites (3,852),
followed by African Americans (481),
Asians (352) and Latinos (334).
Even though African Americans die in
far fewer numbers than Whites, African
Americans are more likely to die from
cancer. African Americans have the
highest cancer death rate (239.4 per
100,000) – higher than the county
overall (170.5 per 100,000), Whites (177.1
per 100,000), Asians (113.8 per 100,000)
and Latinos (129.3 per 100,000). This
difference is not due to the age of the
population and may be to due to physical
or social environmental risks, inadequate
screening and treatment, or unhealthy
behaviors. Asians and Latinos are less
likely to die compared to the county
overall.
112

Men are more likely to die from cancer
(189.0 per 100,000) than women (160.0
per 100,000). Though men are more likely
to die from cancer, over half of the deaths
from cancer (2,706, 53.5%) occur among
women because there are more women in
the county’s older population.
The highest rates of cancer deaths occur
among African American men and women,
where we also see the greatest gender
difference in rates (307.3 per 100,000
men vs. 199.7 women per 100,000). White
and Latino men are also more likely
to die from cancer than their female
counterparts.

Cancer Deaths for Men
Table 2. Contra Costa County Residents 2002-2004

Deaths

Percent

Rate

1,761

74.9%

191

African American

238

10.1%

*307.3

Asian

172

7.3%

**132.5

Latino

167

7.1%

164.0

2,352

100.0%

189.0

Deaths

Percent

Rate

2,091

77.3%

158.6

African American

243

8.9%

*199.7

Asian

180

6.7%

**100.7

Latina

167

6.2%

**109.9

2,706

100.0%

160.0

White

Contra Costa Men

These are age-adjusted rates per 100,000 men.
* Significantly higher rate compared to men in the county overall.
** Significantly lower rate.

Cancer Deaths for Women
Table 3. Contra Costa County Residents 2002-2004

White

Contra Costa Women

These are age-adjusted rates per 100,000 women.
* Significantly higher rate compared to women in the county overall.
**Significantly lower rate.

People living in San Pablo, Martinez,
Richmond, Antioch and Concord have
the highest cancer rates – they are more
likely to die from cancer compared to the
county overall. The highest numbers of

deaths from cancer occur among people
living in Walnut Creek (761), Concord
(642), Richmond (537), Antioch (409) and
Pittsburg (259).
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Cancer Deaths by Selected Communities
Table 4. Contra Costa County 2002-2004

Deaths

Percent

Rate

Walnut Creek

761

15.0%

185.4

Concord

642

12.7%

*191.2

Richmond

537

10.6%

*208.9

Antioch

409

8.1%

*206.4

Pittsburg

259

5.1%

193.6

Martinez

241

4.8%

*242.9

San Pablo

194

3.8%

*282.5

Brentwood

136

2.7%

170.3

Pinole

109

2.2%

170.9

Oakley

96

1.9%

215.6

Bay Point

73

1.4%

178.2

5,058

100.0%

170.5

Contra Costa

These are age-adjusted rates per 100,000 residents.
* Significantly higher rate compared to the county overall.

New Cases
New cancer cases provide a sense of
how much – and among whom – the
disease is surfacing in the community.
This information can inform prevention,
screening and treatment programs by
highlighting who is most at risk for being
diagnosed with cancer and tailoring
programs appropriately.
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Between 2000-2004, 22,067 new cases of
invasive cancer were diagnosed in Contra
Costa. This means that on average, 4,413
new cancer cases are diagnosed in the
county each year.
Three-quarters of these new cases (74.3%)
in the county are among Whites: females
(8,224 cases) and males (8,174 cases).

New Cancer Cases in Men
Table 5. Contra Costa County 2000-2004

Cases

Percent

Rate

8,174

74.3%

542.6

African American

886

8.1%

*580.6

Latino

800

7.3%

**411.6

$VLDQ3DFLۋF,VODQGHU





 

White

Contra Costa Men

10,996

100.0%

526.0

These are age-adjusted rates per 100,000 men.
* Significantly higher rate compared to men in the county overall.
** Significantly lower rate.

Although more cases of invasive cancer
are diagnosed among Whites, African
American men in Contra Costa have the
highest incidence rate in the county
(580.6 per 100,000) – higher than men in
the county overall (526.0 per 100,000),
Latino men (411.6 per 100,000) and Asian/
Pacific Islander men (352.0 per 100,000).
Latino and Asian/Pacific Islander men
have lower incidence rates compared to
men in the county overall.
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New Cancer Cases in Women
Table 6. Contra Costa County 2000-2004

Cases

Percent

Rate

White

8,224

74.3%

*440.8

Latina

951

8.6%

**361.7

$VLDQ3DFLۋF,VODQGHU





 

African American

840

7.6%

394.5

11,071

100.0%

415.8

Contra Costa Women

These are age-adjusted rates per 100,000 women.
* Significantly higher rate when compared to women in the county overall.
** Significantly lower rate.

Among women, Whites have the highest
cancer incidence rate (440.8 per 100,000)
– higher than women in the county overall
(415.8 per 100,000), Latinas (361.7 per
100,000), Asian/Pacific Islander (286.2
per 100,000), and African American
women (394.5 per 100,000).
The gender difference in incidence rates
for all invasive cancers is greatest among
African Americans: the male rate (580.6
per 100,000) was almost 1.5 times (147%)
that of females (394.5 per 100,000). For
all races combined, the age-adjusted
incidence rate is 27% higher for males
than females in the county.
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Between 2000-2004, Contra Costa’s ageadjusted incidence rate for all invasive
cancers combined (463.1 per 100,000)
was higher than California’s (448.2 per
100,000).2

Cancer Risk & Prevention
Overall, cancer incidence and mortality
rates have declined since 1988 in the
Greater Bay Area, in large part due
to reduced tobacco-related cancers
in males and increased use of cancer
screening tests in females.3 However,
cancer remains a big problem – based
on current rates, more than two out of
five Californians will be diagnosed with
cancer during their lifetime4 and one in
five will die from cancer.5

Different cancers have different causes.
Some causes are linked to risk factors
over which we have no control over, such
as age or family history of cancer. Other
causes can be linked to risk factors that
we can better control. Among the known
risks for cancer, tobacco use stands out.
Cigarette smoking is associated with
more than 85% of all lung cancers and
with substantial proportion of cancers of
the bladder, mouth and throat, stomach,
pancreas and others.4 Recent studies
have shown that poor diet, obesity and
physical inactivity may be responsible
for just as many deaths as smoking (1 in
3).5
In California, African American males have
the highest overall incidence and death
cancer rates. Among females, White women
are the most likely to be diagnosed with
cancer, but African American women are
more likely to die of cancers. In general,
cancer rates are about 30 percent lower
among persons of Asian/Pacific Islander
origin and Latinos than among Whites.1
Racial and ethnic minorities tend to
receive lower quality health care than
Whites do. Access to good medical care
is crucial to cancer survival.

of the body, they can continue to grow
and damage the surrounding tissues and
organs. If the spread of abnormal cells is
not controlled or checked, it can result
in death. However, many cancers can be
cured if they are detected early through
screening and prompt treatment.5
Cancer is a chronic disease that is heavily
influenced by age. This means that people
become much more likely to develop
cancer and die from it as they get older.
The formation of cancers is a multi-step
process that may occur over the course
of 20 years on average, although it may
be shorter or longer for certain cancers.
In California, nearly 60% of cancers
diagnosed are among people 65 years
and older, a group who make up only 10%
of the total population.4
For every person diagnosed with cancer,
five more are living with a history of the
disease.5

For most types of cancer, abnormal cells
form a lump of mass called a tumor. If
cells break away and travel to other parts
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Data Sources: Cancers – All Types
Text
1. Kwong S.L., Allen M., Wright W.E. (2005). Cancer in California,
2005, 1988-2004. Sacramento, CA: California Department
of Health Services, Cancer Surveillance Section. Retrieved
November 8, 2006 from the California Cancer Registry at
http://www.ccrcal.org/PDF/Min2005.pdf
2. California Cancer Registry (CCR), Cancer Surveillance
Section, California Department of Health Services (2006).
Retrieved May 2, 2007 from the CCR’s California Cancer
Incidence and Mortality Rates Plus Interactive Maps public use
data set at http://www.ccrcal.org/dataquery.html
3. Le G.M., Gomez S.L., Clarke C.A., Chang E.T., Keegan T.M.,
O’Malley C.D., Glaser S.L., and West D.W. (2007). Cancer
Incidence and Mortality in the Greater Bay Area, 1988-2004.
Fremont, CA: Northern California Cancer Center.
4. The California Cancer Registry (n.d.) “Monitoring Cancer in
California: Some Frequently Asked Questions” Retrieved March
19, 2007 from the California Cancer Registry website: http://
www.ccrcal.org/brochure/monitor.pdf
5. American Cancer Society, California Division and Public
Health Institute, California Cancer Registry (2006). California
Cancer Facts and Figures 2007. Oakland, CA: American Cancer
Society, California Division.
Tables
Tables 1-4: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations or conclusions of the data have
been reached by CHAPE and are not from the CDHS. Data for
the following race/ethnicity groups was excluded from Table 1:
Race/Ethnicity due to small numbers: American Indian/Alaska
Native, Native Hawaiian/Pacific Islanders, Two or More Races,
and Other. Due to unstable estimates, death rates could not
be calculated for these groups. These groups were included in
Table 2: Selected Cities. These tables include total deaths and
age-adjusted average annual death rates for 2002 through
2004. Data was not available for all communities.
ICD10 coding for malignant neoplasms (ICD C00-C97) from the
Centers for Disease Control and Prevention National Center
for Health Statistics, available online at: http://www.cdc.
gov/nchs/data/nvsr/nvsr50/nvsr50_16.pdf
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Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm.
Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Tables 5-6: Incidence data from Le GM, Gomez SL, Clarke
CA, Chang ET, Keegan THM, O’Malley CD, Glaser SL, and West
DW. Cancer Incidence and Mortality in the Greater Bay Area,
1988-2004. Fremont, CA: Northern California Cancer Center,
2007. Incidence data by race/ethnicity was only available for
African Americans, Whites, Asian/Pacific Islanders, and Latinos.
However, overall Contra Costa case counts and incidence rates
include data for all race/ethnicity groups. This table includes
5-year case counts and age-adjusted average annual incidence
rates for 2000 through 2004.
Incidence data for this section includes in situ and invasive
bladder cancer and invasive cancers for all of the following
sites: oral cavity and pharynx, digestive system, respiratory
system, bones and joints, soft tissue including heart, skin
excluding basal and squamous, breast, female and male
genital systems, urinary system, eye and orbit, brain
and other nervous system, endocrine system, lymphoma,
myeloma, leukemia, mesothelioma, kaposi sarcoma, and
other miscellaneous sites. For more information about the
specific ICD-O-3 codes related to these cancer sites, see the
National Cancer Institute’s website at http://seer.cancer.
gov/siterecode/icdo3_d01272003/
Healthy People 2010 objectives from the US Department of
Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at http://www.
healthypeople.gov/

Breast Cancer
Breast cancer is the most frequently diagnosed
serious cancer among women.
Deaths

Between 2002-2004, 443 Contra Costa
female residents died of breast cancer.
This means that approximately 148 female
residents die from breast cancer each
year. The age-adjusted death rate from
breast cancer is higher in Contra Costa
(26.0 per 100,000) than in California
(22.6 per 100,000).
Contra Costa’s female breast cancer
death rate (26.0 per 100,000) does not
meet the Healthy People 2010 objective
(22.3 per 100,000).

• White women are most
likely to be diagnosed
with breast cancer.
• Most breast cancer
deaths are among
White women.
• On average, 148 women
die from breast cancer
each year.
• Contra Costa’s female
breast cancer death
rate (26.0 per 100,000)
does not meet the
Healthy People 2010
objective.
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In Contra Costa, invasive breast cancer
accounts for 16.4% of cancer deaths
among women and 4.0% of all female
deaths.

Breast Cancer Deaths by Race/Ethnicity
Table 1. Contra Costa County 2002-2004

Deaths

Percent

Rate

347

78.3%

28.8

African American

43

9.7%

32.8

Asian

24

5.4%

**11.6

Latina

24

5.4%

**15.2

443

100.0%

26.0

White

Contra Costa

These are age-adjusted rates per 100,000 women.
** Significantly lower rate than women in the county overall.
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The majority of deaths from invasive
female breast cancer in the county occur
among Whites (347), followed by African
Americans (43), Asians (24) and Latinas
(24).
In Contra Costa, the death rate from
female breast cancer is similar among
White and African American women and
lower among Asian and Latina women
compared to the county overall. White and
African American women have 2-3 times
higher death rates than Asian and Latina
women. These differences are not due to
the age of the population and may be due
to lifestyle choices, lack of screening and
treatment, or environmental factors.

Female breast cancer death rates do not
vary by city in Contra Costa. The highest
numbers of deaths from breast cancer
occur among women living in Walnut
Creek (67), Concord (53), Richmond (42)
and Antioch (30). Local numbers may be
too small to detect differences between
cities.

A breast cancer case
is defined as a primary
malignant tumor, that
is, one originating in
the breast rather than
having spread from
another location.

Breast Cancer Deaths by Selected Communities
Table 2. Contra Costa County 2002-2004

Deaths

Percent

Rate

Walnut Creek

67

15.1%

30.9

Concord

53

12.0%

26.7

Richmond

42

9.5%

27.2

Antioch

30

6.8%

24.8

443

100.0%

26.0

Contra Costa Women
These are age-adjusted rates per 100,000 women.
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New Cases
Many more women develop breast cancer
than die from it. This is due, at least in
part, to the fact that some breast cancer
cases are diagnosed at earlier stages
and are successfully treated. Information
about new cases can inform prevention,
screening and treatment programs by
highlighting who is most at risk for
being diagnosed with breast cancer and
tailoring programs appropriately.
Between 2000-2004, a total of 4,472 new
cases of breast cancer were diagnosed
in Contra Costa: invasive (3,775 cases)
and in situ (697 cases). This means that
approximately 894 female residents are
diagnosed with breast cancer each year.

The majority of new cases in the county
(2,897, 76.7%) are among White women.
White women have the highest invasive
breast cancer incidence rate (157.6
per 100,000) in the county --- higher
than women in the county overall (141.6
per 100,00), African American (115.1 per
100,000), Latina (111.3 per 100,000) and
almost double that of Asian/Pacific
Islander women (84.9 per 100,000).
Latina, African American and Asian/Pacific
Islander women have lower incidence
rates than women in the county overall.
Rates of in situ female breast cancer are
similar between race/ethnicity groups
and the county overall.
Invasive cancer has spread
beyond the tissue where it
developed to surrounding,
healthy tissues

New Cases of Invasive Breast Cancer
Table 3. Contra Costa County 2000-2004

Cases

Percent

Rate

White

2,897

76.7%

*157.6

Latina

298

7.9%

**111.3
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African American

264

7.0%

**115.1

3,775

100.0%

141.6

Contra Costa Women

These are age-adjusted rates per 100,000 women.
* Significantly higher rate when compared to women in the county overall.
** Significantly lower rate.
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Between 2000-2004, Contra Costa’s
invasive breast cancer incidence rate
(141.6 per 100,000) was higher than
California’s rate (126.5 per 100,000). The
in situ incidence rate (25.9 per 100,000)
was similar to California’s rate (26.9 per
100,000).1

In situ cancer is cancer
at its earliest stage
that has not spread to
neighboring tissue

New Cases of In situ Breast Cancer
Table 4. Contra Costa County 2000-2004

Cases

Percent

Rate

499

71.6%

27.2

White
$VLDQ3DFLۋF,VODQGHU







African American

56

8.0%

25.1

Latina

51

7.3%

19.5

697

100.0%

25.9

Contra Costa Women
These are age-adjusted rates per 100,000 women.

Early Detection is Important
In the Greater Bay Area region between
1998-2004, breast cancer incidence
and mortality rates have continued to
decline in all race/ethnic groups and
remain highest in African American
women.2 Nationally, breast cancer is
the most common cause of death from
cancer among Latinas and the second
most common cause of death from cancer
among Whites, African Americans, Asian/
Pacific Islanders and American Indian/
Alaska Native women.3
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The well-established risk factors for
breast cancer are not easily-modifiable.
Fifty percent of breast cancers can be
explained by known risk factors, such
as a family history of breast cancer
and hormonal functions associated with
early onset at menstruation and late
menopause, delayed childbearing and
having fewer children.4
Early detection is the best defense
against breast cancer death. If the cancer
is confined to the breast when detected,

the five-year survival is more than 95%.5
Women should receive clinical breast
examinations every three years starting
at age 20, and annual mammograms and
clinical breast examinations starting
at age 40.5 More than 200,000 women
in California, or three out of every 100
women 40 years and older, are breast
cancer survivors.5
Data Sources: Female Breast Cancer
Text
1. National Cancer Institute (2006). State Cancer Profiles.
Retrieved December 27, 2006 from the National Cancer
Institute website: www.statecancerprofiles.cancer.gov.
2. Le G.M., Gomez S.L., Clarke C.A., Chang E.T., Keegan T.M.,
O’Malley C.D., Glaser S.L., and West D.W. (2007). Cancer
Incidence and Mortality in the Greater Bay Area, 1988-2004.
Fremont, CA: Northern California Cancer Center.
3. U.S. Cancer Statistics Working Group, Department of
Health and Human Services, Centers for Disease Control and
Prevention (CDC), and National Cancer Institute (2004). U.S.
United States Cancer Statistics: 2003 Incidence and Mortality
(preliminary data). National Vital Statistics, 53 (5). Retrieved
on March 18, 2007 from the CDC website: http://www.cdc.
gov/cancer/breast/basic_info/facts.htm.
4. The California Cancer Registry (n.d.) “Monitoring Cancer in
California: Some Frequently Asked Questions” Retrieved March
19, 2007 from the California Cancer Registry website: http://
www.ccrcal.org/brochure/monitor.pdf.
5. American Cancer Society, California Division and Public
Health Institute, California Cancer Registry (2006). California
Cancer Facts and Figures 2007. Oakland, CA: American Cancer
Society, California Division.
Tables
The cases and deaths reported in these tables represent
instances of female breast cancer.
Tables 1-2: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.

Any analyses, interpretations or conclusions of the data have
been reached by CHAPE and are not from the CDHS. Data for
the following race/ethnicity groups was excluded from Table 1,
Race/Ethnicity due to small numbers: American Indian/Alaska
Native, Native Hawaiian/Pacific Islanders, Two or More Races,
and Other. Due to unstable estimates, death rates could not
be calculated for these groups. These groups were included
in Table 2, Selected Cities. These tables include total deaths
and age-adjusted average annual death rates for 2002
through 2004. Data was not available for all Contra Costa
communities.
ICD10 coding for malignant neoplasm of the breast (ICD C50)
from the Centers for Disease Control and Prevention National
Center for Health Statistics, available online at: http://www.
cdc.gov/nchs/data/nvsr/nvsr50/nvsr50_16.pdf.
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm.
Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Table 3: Incidence data from Le GM, Gomez SL, Clarke CA,
Chang ET, Keegan THM, O’Malley CD, Glaser SL, and West
DW. Cancer Incidence and Mortality in the Greater Bay Area,
2000-2004. Fremont, CA: Northern California Cancer Center,
2007. Incidence data by race/ethnicity was only available for
African Americans, Whites, Asian/Pacific Islanders, and Latinos.
However, overall Contra Costa case counts and incidence rates
include data for all race/ethnicity groups. This table includes
5-year case counts and age-adjusted average annual incidence
rates for 2000 through 2004.
International Classification of Diseases for Oncology, Third
Edition (ICD-O-3) coding of female breast cancer incidence
data included C500-509 (primary site), excluding histological
types 9590-9989 came from Le GM et al., 2007.
Healthy People 2010 objectives from the U.S. Department
of Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at http://www.
healthypeople.gov/
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Colorectal Cancer
Colorectal cancer is the second leading cause of cancer deaths.
Deaths

• Men are more likely to be
diagnosed with colorectal
cancer than women but are
equally likely to die of it as
women.
• Most new colorectal cancer
cases and deaths are among
Whites.
• On average, each year 162
residents die from colorectal
cancer.
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In Contra Costa, colorectal cancer is
responsible for almost 10% (9.6%) of all
cancer deaths in men and women. Between
2002-2004, there were 485 Contra Costa
residents who died of colorectal cancer.
This means that approximately 162 Contra
Costa residents die from colorectal cancer
each year. Contra Costa’s age-adjusted
death rate from colorectal cancer (16.3
per 100,000) is higher than the rate for
California (15.9 per 100,000).

• Contra Costa’s colorectal
death rate (16.3 per 100,000)
does not meet the Healthy
People 2010 objective (13.9
per 100,000).
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In Contra Costa, all race/ethnicity groups
are equally likely to die from colorectal
cancer. Death rates do not differ between
race groups. The majority of deaths from
colorectal cancer in the county occur
among Whites (346), followed by Asians
(50), African Americans (45), and Latinos
(41).

In this report a colorectal
cancer case is defined as a
primary malignant tumor,
that is, one originating in
the colon or rectum rather
than having spread from
another location.

In Contra Costa, men and women have
similar rates of death from colorectal
cancer (18.4 and 14.8 per 100,000
respectively).

Colorectal Cancer Deaths by Race/Ethnicity
Table 1. Contra Costa County 2002-2004

Deaths

Percent

White

346

71.3%

15.6

Asian

50

10.3%

15.7

African American

45

9.3%

22.4

Latino

41

8.5%

16.4

485

100.0%

16.3

Contra Costa

These are age-adjusted rates per 100,000 residents.
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Rate

Colorectal death rates do not differ
by city. The greatest number of deaths
from colorectal cancer occur among
residents living in Contra Costa’s largest
cities, Concord (66), Walnut Creek (65),
Richmond (57), Antioch (40) and Martinez
(26).

Colorectal Cancer Deaths in Selected Communities
Table 2. Contra Costa County 2002-2004

Deaths

Percent

Rate

Concord

66

13.6%

20.3

Walnut Creek

65

13.4%

15.5

Richmond

57

47.0%

22.6

Antioch

40

11.8%

20.4

Martinez

26

5.4%

27.4

Pittsburg

23

4.7%

17.1

San Pablo

20

4.1%

29.9

485

100.0%

16.3

Contra Costa

These are age-adjusted rates per 100,000 residents.
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New Cases
New colorectal cancer cases provide a
sense of how much – and among whom –
the disease is surfacing in the community.
This information can inform prevention,
screening and treatment programs by
highlighting who is most at risk for being
diagnosed with colorectal cancer and
tailoring programs appropriately.
Between 2000-2004, 2,265 new cases
of invasive colorectal cancer were
diagnosed in Contra Costa. This means
that approximately 453 resident are
diagnosed with colorectal cancer each
year.

Most new colorectal cases in the county
(72.2%) are among Whites: women (818
cases) and men (818 cases). There are
no differences in rates between race/
ethnicity groups for either men or
women. Overall, men are more likely to
be diagnosed with colorectal cancer than
women.
Between 2000-2004, Contra Costa’s ageadjusted incidence rate for colorectal
cancer (47.9 per 100,000) was similar to
California’s rate (46.8 per 100,000).1

New Cases of Colorectal Cancer in Men
Table 3. Contra Costa County 2000-2004

Cases

Percent

Rate

White

818

73.7%

54.9
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African American

92

6.5%

65.5

Latino

91

7.5%

48.9

1,143

100.0%

55.7

Contra Costa Men
These are age-adjusted rates per 100,000 men.
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New Cases of Colorectal Cancer in Women
Table 4. Contra Costa County 2000-2004

Cases

Percent

Rate

White

818

75.1%

40.7

$VLDQ3DFLۋF,VODQGHU







African American

90

7.6%

44.9

Latina

86

7.6%

34.2

1,122

100.0%

41.5

Contra Costa Women
These are age-adjusted rates per 100,000 women.

Opportunities for Prevention
Colorectal cancer remains the third most
frequently occurring cancer in California
among both men and women. Although
it is less common than either breast
or prostate cancer, colorectal cancer
has a poorer prognosis. The five-year
survival rate for people diagnosed with
colorectal cancer, all stages included, is
64%; however, this rate increases to 91%
if the cancer is detected and treated
early.2

begin routine screening of this cancer at
age 50.3 Improved treatments, including
the development of new cancer drugs,
have also played a part in lowering the
rates of colorectal cancer.2
Risk factors that are linked to the
development of colorectal cancer include
the presence of polyps in the colon
or rectum, having a family history of
colorectal cancer, older age (mid-50s),
history of previous cancer, a high-fat
diet, and cigarette smoking.4

Mortality and incidence rates for
colorectal cancer have declined steadily
in California by 27% over the last 16
years.3 One reason for this decline
may be the increased use of screening,
which can detect the disease early when
it is most treatable or even prevent it
entirely.3 The American Cancer Society
recommends that both men and women
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Data sources: Colorectal Cancer
Text
This section only contains information for new invasive
colorectal cancer. Invasive cancer is a cancer that has spread
beyond the tissue where it developed to surrounding, healthy
tissues.
1. California Cancer Registry (CCR), Cancer Surveillance
Section, California Department of Health Services (2006).
Retrieved May 2, 2007 from the CCR’s California Cancer
Incidence and Mortality Rates Plus Interactive Maps public use
data set at http://www.ccrcal.org/dataquery.html
2. Grady D., Quote attributed to Dr. Elizabeth Ward, Managing
Director in epidemiology and surveillance at the American
Cancer Society. (2007, January 18). Statistics may prove that
prevention is paying off. The Oakland Tribune.
3. American Cancer Society, California Division and Public
Health Institute, California Cancer Registry (2006). California
Cancer Facts and Figures 2007. Oakland, CA: American Cancer
Society, California Division.
4. National Cancer Institute (2006). What you need to know
about Cancer of the Colon and Rectum. Retrieved November
28, 2006 from the National Cancer Institute website: www.
cancer.gov

Tables
Tables 1-2: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations or conclusions of the data have
been reached by CHAPE and are not from the CDHS. Data for
the following race/ethnicity groups was excluded from Table 1:
Race/Ethnicity due to small numbers: American Indian/Alaska
Native, Native Hawaiian/Pacific Islanders, Two or More Races,
and Other. Due to unstable estimates, death rates could not
be calculated for these groups. These groups were included in
Table 2. Selected Cities. These tables include total deaths and
age-adjusted average annual death rates for 2002 through
2004. Data was not available for all communities.
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ICD10 (International Classification of Diseases) coding for
malignant neoplasm of the colon, rectosigmoid junction,
rectum and anus (ICD C18-C21) from the Centers for Disease
Control and Prevention National Center for Health Statistics,
available online at: http://www.cdc.gov/nchs/data/nvsr/
nvsr50/nvsr50_16.pdf
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
Note: City-level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Table 3: Incidence data from Le GM, Gomez SL, Clarke CA,
Chang ET, Keegan THM, O’Malley CD, Glaser SL, and West DW.
Cancer Incidence and Mortality in the Greater Bay Area,
2000-2004. Fremont, CA: Northern California Cancer Center,
2007. Incidence data by race/ethnicity was only available for
African Americans, Whites, Asian/Pacific Islanders and Latinos.
However, overall Contra Costa case counts and incidence rates
include data for all race/ethnicity groups. This table includes
5-year case counts and age-adjusted average annual incidence
rates for 2000 through 2004.
International Classification of Diseases for Oncology, Third
Edition (ICD-O-3) coding of colorectal cancer incidence data
included C180-C189, C199,C209, C260 (primary site), excluding
histological types 9590-9989, came from Le GM et al., 2007.
Healthy People 2010 objectives from the US Department of
Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at http://www.
healthypeople.gov/

Lung Cancer
Lung cancer is the leading cause of cancer deaths.
Deaths

Between 2002-2004, 1,319 Contra Costa
residents died of lung cancer. This means
that approximately 440 Contra Costa
residents die from lung cancer each year.
The age-adjusted death rate from lung
cancer is higher in Contra Costa (44.6
per 100,000) than in California (41.7 per
100,000).
Contra Costa’s lung cancer death rate
(44.6 per 100,000) meets the Healthy
People 2010 objective (44.9 per

• African American men are
most likely to die from lung
cancer.
• Men are most likely to die
from lung cancer.
• Most new lung cancer cases
and deaths are among
Whites.
• On average, 440 residents
die from lung cancer each
year.

/RFDO)LQGLQJV

Lung cancer is the most common cause of
cancer death in Contra Costa, accounting
for 26% of all cancer deaths and 6.3% of
all deaths in the county.

• Contra Costa’s lung cancer
death rate (44.6 per
100,000) meets the Healthy
People 2010 objective.

Lung Cancer Deaths by Race/Ethnicity
Table 1. Contra Costa County 2002-2004

Deaths

Percent

Rate

1,039

78.8%

47.8

127

9.6%

*62.0

Asian

78

5.9%

**25.7

Latino

60

4.5%

**24.6

1,319

100.0%

44.6

White
African American

Contra Costa

These are age-adjusted rates per 100,000 people.
* Significantly higher rate compared to the county overall
** Significantly lower rate
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The majority of deaths from lung cancer
in the county occur among Whites (1,039),
followed by African Americans (127),
Asians (78) and Latinos (60).
Although African Americans die in far
fewer numbers than Whites, African
Americans are most likely to die from
lung cancer. African Americans have the
highest lung cancer death rate (62.0 per
1000,000) in the county – higher than
the county overall (44.6 per 100,000)
and Whites (47.8 per 100,000), and twice
as high as Asians (25.7 per 100,000) and
Latinos (24.6 per 100,000). This difference
is not due to the age of the population
but may be due to physical or social
environmental risks, inadequate cancer
screening and treatment, or unhealthy
behaviors.

In this report, a lung cancer case
is defined as a primary malignant
tumor, that is, one originating in
the lung rather than having spread
to the lung from another location.

Lung Cancer Deaths for Men
Table 2. Contra Costa County 2002-2004

Deaths

Percent

Rate

484

76.8%

51.7

African American

64

10.2%

*79.1

Asian

49

7.8%

37.0

Latino

29

4.6%

**32.6

630

100.0%

50.3

White

Contra Costa Men

These are age-adjusted rates per 100,000 men.
* Significantly higher rate compared to men in the county overall.
** Significantly lower rate.
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In Contra Costa, men have a higher rate of
death from lung cancer (50.3 per 100,000)
than women (41.2 per 100,000). Although
men overall are more likely to die from
lung cancer, over half of the deaths from
lung cancer (689, 52.2%) occur among
women. African American men have a
higher rate of lung cancer death than the
county overall and all other race groups
except African American women. Despite
the apparent difference in rates, there is
no significant difference in the lung cancer
death rate between African American men
and African American women.

In other health reports,
cancer is sometimes called
“malignant neoplasms”.

Lung Cancer Deaths for Women
Table 3. Contra Costa County 2002-2004

Deaths

Percent

Rate

555

80.6%

41.7

African American

63

9.1%

51.4

Asian

35

5.1%

**17.6

Latina

31

4.5%

**20.5

689

100.0%

41.2

White

Contra Costa Women

These are age-adjusted rates per 100,000 women.
**Significantly lower rate compared to women in the county overall.
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Lung Cancer Deaths by Selected Communities
Table 4. Contra Costa County 2002-2004

Deaths

Percent

Concord

203

15.4%

*60.4

Walnut Creek

181

13.7%

45.8

Richmond

143

10.8%

56.0

Antioch

111

8.4%

57.3

Martinez

76

5.8%

*75.2

Pittsburg

65

4.9%

49.6

San Pablo

55

4.2%

*82.9

Brentwood

33

2.5%

41.1

Pinole

30

2.3%

46.9

Oakley

28

2.1%

64.0

1,319

100.0%

44.6

Contra Costa

Rate

These are age-adjusted rates per 100,000 people.
* Significantly higher rate compared to the county overall.

People living in San Pablo, Martinez and
Concord are more likely to die from
lung cancer compared to the county
overall. Residents of San Pablo have the
highest lung cancer death rate (82. 9
per 100,000), followed by Martinez (75.2
per 100,000) and Concord (60.4 per
100,000). The County rate is 44.6 per
100,000. The highest numbers of deaths
from lung cancer occur among people
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living in Concord (203), Walnut Creek
(181), Richmond (143), Antioch (111), and
Martinez (76).

New Cases of Lung Cancer in Women
Table 6. Contra Costa County 2000-2004

Cases

Percent

Rate

1,113

77.9%

58.4
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9.1%

63.0

Latina

93

6.5%

**39.6
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White
African American

Contra Costa Women

1,428

100.0%

54.1

These are age-adjusted rates per 100,000 women.
** Significantly lower rate compared to women in the county overall.

Between 2000-2004, Contra Costa’s
incidence rate for lung cancer (57.7 per
100,000) was similar to California’s rate
(56.8 per 100,000).1

Tobacco exposure is responsible
for most lung cancer.
Lung cancer incidence has decreased
in California by more than 20% since
the late 1980s, due in large part to the
success of California tobacco control
initiatives. However, even today, more
than 8 out of 10 lung cancer cases are
caused by smoking cigarettes.2
Quitting smoking can reduce a person’s
risk of lung cancer.2 Even those who smoke
more than a pack a day can reduce their
risk of lung cancer by quitting smoking.
Quitting smoking reduces the risk of
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lung cancer for other residents too by
decreasing secondhand smoke. Every year
in the U.S., 3,400 non-smoking adults die
of lung cancer as a result of breathing
smoke from other people’s cigarettes.
Lung cancer is a chronic disease that is
heavily influenced by age. This means
that people become much more likely to
develop and die from lung cancer as they
get older.
Lung cancer is difficult to detect early
and treat because symptoms often
do not appear until the disease has
progressed. Unfortunately, most people
who get lung cancer die from lung cancer.
Although lung cancer survival rates have
improved over the last 40 years, only
15% of people who are diagnosed with

lung cancer, all stages combined, live five
years after being diagnosed. Prevention
of lung cancer through smoking cessation,
avoiding secondhand smoke, eating a
healthy balanced diet, and being aware
of environmental risks is the best way to
avoid this disease.3

These tables include total deaths and age-adjusted average
annual death rates for 2002 through 2004. Data was not
available for all communities.
ICD10 coding for malignant neoplasm of trachea, bronchus,
and lung (ICD C33-C34) from the Centers for Disease Control
and Prevention National Center for Health Statistics, available
online at: http://www.cdc.gov/nchs/data/nvsr/nvsr50/nvsr50_
16.pdf
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.

Data sources: Lung Cancer
Text
Lung cancer data for new cases and deaths is presented for
invasive cancer only. Invasive cancer is cancer that has spread
beyond the tissue where it developed to surrounding healthy
tissues.
1. California Cancer Registry (CCR), Cancer Surveillance
Section, California Department of Health Services (2006).
Retrieved May 2, 2007 from the CCR’s California Cancer
Incidence and Mortality Rates Plus Interactive Maps public use
data set at http://www.ccrcal.org/dataquery.html
2. American Cancer Society, California Division and Public
Health Institute, California Cancer Registry (2006). California
Cancer Facts and Figures 2007. Oakland, CA: American Cancer
Society, California Division.
3. American Cancer Society (n.d.) Lung Cancer. Retrieved
March 28, 2007 from the American Cancer Society website:
http://www.cancer.org/downloads/PRO/LungCancer.pdf
Tables
Tables 1-4: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations or conclusions of the data have
been reached by authors of this report and are not from
the CDHS. Data for the following race/ethnicity groups was
excluded from Table 1: Race/Ethnicity due to small numbers:
American Indian/Alaska Native, Native Hawaiian/Pacific
Islanders, Two or More Races, and Other. Due to unstable
estimates, death rates could not be calculated for these
groups. These groups were included in Table 2: Selected Cities.

California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Tables 5 and 6: Incidence data from Le GM, Gomez SL, Clarke
CA, Chang ET, Keegan THM, O’Malley CD, Glaser SL, and West
DW. (2007). Cancer Incidence and Mortality in the Greater
Bay Area, 1988-2004. Fremont, CA: Northern California Cancer
Center. Incidence data by race/ethnicity was only available for
African Americans, Whites, Asian/Pacific Islanders, and Latinos.
However overall Contra Costa case counts and incidence rates
include data for all race/ethnicity groups. This table includes
5-year case counts and age-adjusted average annual incidence
rates for 2000 through 2004.
International Classification of Diseases for Oncology, Third
Edition (ICD-O-3) coding of lung cancer incidence data
included C340-C349 (primary site), excluding histology types
9590-9989 came from Le GM et al. (2007). See above.
Healthy People 2010 objectives from the US Department of
Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at http://www.
healthypeople.gov/
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Prostate Cancer
Prostate cancer is the most common cancer among men.
Deaths

• African American men
are most likely to be
diagnosed with and die
from prostate cancer.
• Most new prostate cancer
cases and deaths are
among White men.
• On average, each year
92 men die from prostate
cancer.
• Contra Costa’s prostate
cancer death rate (24.5
per 100,000) meets the
Healthy People 2010
objective (28.8 per
100,000).
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In Contra Costa, prostate cancer is
responsible for 2.8% of all deaths and
11.7% of cancer deaths among men.
Between 2002-2004, 275 Contra Costa
men died of prostate cancer. This means
that approximately 92 men in the county
die from prostate cancer each year.
Contra Costa’s age-adjusted death rate
from prostate cancer (24.5 per 100,000)
is similar to the rate in California (23.1
per 100,000).

139

The majority of deaths from prostate
cancer in the county occur among
Whites (202, 73.5%), followed by African
Americans (45, 16.7%), Latinos (16, 5.8%)
and Asians (11, 4.0%).

overall (24.5 per 100,000) and Whites
(23.5 per 100,000). This difference is not
due to the age of the population and
may be due to the lack of health care,
inadequate screening or treatment, or
other social and environmental factors.

Although African Americans die from
prostate cancer in far fewer numbers
than Whites in Contra Costa, African
American men are almost 3 times as likely
to die from prostate cancer as White
men and as the county overall. African
Americans have the highest prostate
cancer death rate (69.3 per 100,000)
in the county – higher than the county

In this report a
prostate cancer case
is defined as a primary
malignant tumor, that
is, one originating in
the prostate rather
than having spread from
another location.

Prostate Cancer Deaths by Race/Ethnicity
Table 1. Contra Costa County 2002-2004

Deaths

Percent

Rate

202

73.5%

23.5

African American

45

16.7%

*69.3

Latino

16

5.8%

--

Asian

11

4.0%

--

275

100.0%

24.5

White

Contra Costa
These are age-adjusted rates per 100,000 men.
* Significantly higher rate than the county overall.
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Prostate cancer death rates do not vary
significantly by city in Contra Costa. The
highest numbers of deaths from prostate
cancer occur among men living in Walnut
Creek (53), Richmond (37) and Concord
(27). Local numbers may be too small
to detect differences in rates between
cities.

Prostate Cancer Deaths by Selected Communities
Table 2. Contra Costa County 2002-2004

Deaths

Percent

Walnut Creek

53

19.3%

30.0

Richmond

37

13.5%

38.9

Concord

27

9.8%

24.1

275

100.0%

24.5

Contra Costa

Rate

These are age-adjusted rates per 100,000 men.
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New Cases
Many more people develop prostate
cancer than die from it. This is due,
at least in part, to the fact that some
prostate cancer cases that are diagnosed
are successfully treated. Therefore,
information about prostate cancer cases
can shed some light on the broader impact
of this disease beyond (or before) death.
In particular, new prostate cancer cases
provide a sense of how much – and among
whom – this disease is surfacing in the
community.
Information about both new cases and
deaths can highlight the need or possible
opportunities for prevention, screening
and treatment programs.

Between 2000-2004, 3,771 new cases of
invasive prostate cancer were diagnosed
in Contra Costa. This means that
approximately 754 male residents are
diagnosed with prostate cancer each
year.
The majority (73.2%) of these new cases
are among White men. Although more
cases are diagnosed among Whites,
African American men in Contra Costa are
most likely to be diagnosed with prostate
cancer. African American men have the
highest prostate cancer incidence rates
(226.9 per 100,000) in the county -higher than men in the county overall
(179.7 per 100,00), Whites (179.8 per
100,000) and Latinos (141.1 per 100,000)
and more than double those of Asian/
Pacific Islander men (100.3 per 100,000).

New Cases of Prostate Cancer
Table 3. Contra Costa County 2000-2004

Cases

Percent

Rate

2,759

73.2%

179.8

African American

352

9.3%

*226.9

Latino

251

6.7%

**141.1
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3,771

100.0%

179.7

White

Contra Costa

These are age-adjusted rates per 100,000 men.
* Significantly higher rate compared to the county overall.
** Significantly lower rate compared to the county overall.
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Between 2000-2004, Contra Costa’s
prostate cancer incidence rate (179.7
per 100,000) was significantly higher than
California’s rate (156.9 per 100,000).1

or those with brothers or fathers who
have had prostate cancer, should begin
screening at age 45.3

Opportunities for Prevention

The survival rate for prostate cancer is
quite high because it is a slow-growing
cancer for which effective treatments
exist. The five-year survival rate for
men diagnosed with prostate cancer, all
stages included, is 98%.3

Prostate cancer mortality in California has
declined significantly since 1988. Prostate
cancer incidence peaked following the
introduction and widespread use of
prostate-specific antigen (PSA) screening
but has since decreased to 1990 levels.
While both incidence and mortality
have declined, prostate cancer remains
the second-leading cause of cancer
death among men in the Greater Bay
Area and African American men remain
at especially high risk for the disease.2
Higher rates among African American
men at both the state and local level may
be due to lack of health care, inadequate
screening or treatment, or other social
and environmental factors.
Prostate cancer tends to be diagnosed
late in life. About 75% of prostate cancers
are diagnosed among men ages 65 and
older.3 The American Cancer Society
recommends that health care providers
offer the PSA blood test and digital
rectal examination annually, beginning
at age 50, to men who have at least a
ten-year life expectancy. Men in highrisk groups such as African Americans
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Data Sources: Prostate Cancer
Text
This section only contains information for new invasive
prostate cancer. Invasive cancer is a cancer that has spread
beyond the tissue where it developed to surrounding, healthy
tissues.
1. California Cancer Registry (CCR), Cancer Surveillance
Section, California Department of Health Services (2006).
Retrieved May 2, 2007 from the CCR’s California Cancer
Incidence and Mortality Rates Plus Interactive Maps public use
data set at http://www.ccrcal.org/dataquery.html

2. Le G.M., Gomez S.L., Clarke C.A., Chang E.T., Keegan T.M.,
O’Malley C.D., Glaser S.L., and West D.W. (2007). Cancer
Incidence and Mortality in the Greater Bay Area, 1988-2004.
Fremont, CA: Northern California Cancer Center.
3. American Cancer Society, California Division and Public
Health Institute, California Cancer Registry (2006). California
Cancer Facts and Figures 2007. Oakland, CA: American Cancer
Society, California Division.

Tables
Tables 1-2: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations or conclusions of the data have
been reached by CHAPE and are not from the CDHS. Data for
the following race/ethnicity groups was excluded from Table 1.
Race/Ethnicity due to small numbers: American Indian/Alaska
Native, Native Hawaiian/Pacific Islanders, Two or More Races,
and Other. Due to unstable estimates, death rates could not
be calculated for these groups nor for Asians or Latinos. These
groups were included in Table 2. Selected Cities. These tables
include total deaths and age-adjusted average annual death
rates for 2002 through 2004. Data was not available for all
communities.
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ICD10 coding for malignant neoplasm of the prostate (ICD C61)
from the Centers for Disease Control and Prevention National
Center for Health Statistics, available online at: http://www.
cdc.gov/nchs/data/nvsr/nvsr50/nvsr50_16.pdf

Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Table 3: Incidence data from Le GM, Gomez SL, Clarke CA,
Chang ET, Keegan THM, O’Malley CD, Glaser SL, and West DW.
Cancer Incidence and Mortality in the Greater Bay Area,
2000-2004. Fremont, CA: Northern California Cancer Center,
2007. Incidence data by race/ethnicity was only available for
African Americans, Whites, Asian/Pacific Islanders, and Latinos.
However, overall Contra Costa case counts and incidence rates
include data for all race/ethnicity groups. This table includes
5-year case counts and age-adjusted average annual incidence
rates for 2000 through 2004.

International Classification of Diseases for Oncology, Third
Edition (ICD-O-3) coding of prostate cancer incidence data
included C619 (primary site), excluding histological types
9590-9989, came from Le GM et al., 2007.
Healthy People 2010 objectives from the US Department of
Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at http://www.
healthypeople.gov/

Diabetes
There are unfair racial differences in diabetes deaths.
Deaths

In Contra Costa, the largest number of
diabetes deaths is found among Whites
(357), followed by African Americans (101),
Latinos (61) and Asians (53).
Even though African Americans die in
far fewer numbers than Whites, African
Americans are more than twice as likely
to die from diabetes compared to the
county overall. African Americans have the
highest death rate from diabetes (52.3
per 100,000) – higher than the county
overall (19.7 per 100,000), Whites (16.3
per 100,000), Latinos (26.0 per 100,000)
and Asians (19.1 per 100,000). These
differences are not due to the age of the
population and are likely due to limited
access to health services, unhealthy
behaviors and/or environmental risks.
Whites are less likely to die from diabetes
than the county overall.

• African Americans are
more likely to die of
diabetes.
• Residents of San Pablo
and Richmond are more
likely to die of diabetes.
• On average, 194
residents die from
diabetes each year.
• Contra Costa’s diabetes
prevalence (5.3%) does
not meet the Healthy
People 2010 objective.
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Diabetes is the 7th leading cause of
death in Contra Costa, accounting for
2.8% of all deaths in the county. On
average, 194 Contra Costa residents die
of diabetes each year. The age-adjusted
death rate from diabetes is lower in
Contra Costa than California (19.7 vs.
21.2 per 100,000).

Editor’s note: The statistics
presented include Type 1 and
2 diabetes data. They do not
include pregnancy-related
diabetes cases.
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Diabetes Deaths by Race/Ethnicity
Table 1. Contra Costa County 2002-2004

Deaths

Percent

Rate

White

357

61.2%

**16.3

African American

101

17.3%

*52.3

Latino

61

10.5%

26.0

Asian

53

9.1%

19.1

583

100.0%

19.7

Contra Costa

These are age-adjusted rates per 100,000 residents.
* Significantly higher rate compared to the county.
** Significantly lower rate

In Contra Costa, men are more likely
to die from diabetes (23.0 per 100,000)
than women (17.3 per 100,000). Although
men overall are more likely to die from
diabetes, slightly more than half of the
diabetes deaths occur among women
(295, 50.6%).

Residents of San Pablo and Richmond
are more likely to die from diabetes
compared to Contra Costa as a whole.
The largest number of diabetes deaths
occur among residents of Richmond (94),
followed by Concord (81), Walnut Creek
(63), and Antioch (53).

Diabetes Deaths by Gender
Table 2. Contra Costa County 2002-2004

Deaths

Percent

Rate

Women

295

50.6%

17.3

Men

288

49.4%

23.0

Contra Costa

583

100.0%

19.7

These are age-adjusted rates per 100,000 residents.
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Diabetes Deaths by Place
Table 3. Contra Costa County 2002-2004

Deaths

Percent

Rate

Richmond

94

16.1%

*37.0

Concord

81

13.9%

24.4

Walnut Creek

63

10.8%

14.6

Antioch

53

9.1%

26.9

Pittsburg

35

6.0%

27.3

San Pablo

35

6.0%

*51.7

Martinez

26

4.5%

27.7

583

100.0%

19.7

Contra Costa

These are age-adjusted rates per 100,000 residents.
* Significantly higher rate compared to the county.

Death rates are likely higher than
these numbers suggest. This is because
diabetes is underreported as a cause of
death. Sixty-five percent of people with
diabetes die of heart disease or stroke;
however, death certificates may not list
diabetes as the primary or contributing
cause of death.1 Therefore, the number
of diabetes deaths is likely higher and
may continue to rise as risk factors, such
as obesity, increase in prevalence.2

Estimated Cases
In Contra Costa, approximately 40,000
adults 18 years and older are diagnosed
with diabetes, resulting in a diabetes
prevalence of 5.3% for the county.3 The
prevalence of diabetes among men and
women in Contra Costa is nearly the same
(6.1% vs. 4.5% respectively).
Contra Costa’s diabetes prevalence
(5.3%) exceeds the national Healthy
People 2010 objective (2.5%).
Analyses of diabetes cases by city and
race/ethnicity at the county level were
not possible due to small numbers, but
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we can look to the Greater Bay Area4 to
learn how diabetes affects our community.
Contra Costa’s diabetes prevalence
(5.6%) is similar to the prevalence for
the Greater Bay Area region (6.5%) and
California (7.0%).
In the Greater Bay Area, more than onethird of diabetes cases are among Whites
(130,000), a quarter of the cases are Latino
(91,000), followed by Asians (72,000), and
African Americans (42,000).

Diabetes affects some racial groups
more than others. Even though African
Americans have far fewer cases of
diabetes diagnosed, African Americans
are almost twice as likely to be diagnosed
with diabetes compared to the region as
a whole and Whites. African Americans
have a higher prevalence (12.3%)
compared to the region overall (6.5%)
and Whites (4.7%). Whites are less likely
to be diagnosed with diabetes compared
to the county overall.

Diabetes Cases by Race/Ethnicity
Table 4. Greater Bay Area adults 18 years and older 2005

Cases

Prevalence

White

130,000

37.8%

**4.7%

Latino

91,000

26.5%

9.2%

Asian

72,000

20.9%

6.5%

African American 42,000

12.2%

*12.3%

100.0%

6.5%

Greater Bay Area 344,000
* Significantly higher prevalence compared to the region overall.
** Significantly lower prevalence.
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Percent

Throughout California, American Indians/
Alaska Natives and Latinos also have
a higher risk for being diagnosed with
diabetes. State estimates show that 12.5%
of American Indians/Alaska Natives have
been diagnosed with diabetes.5 Statewide,
Latinos have the highest prevalence within
each age group, in part because many
Latinos are diagnosed with diabetes at
younger ages than other groups.5
In the Greater Bay Area, men and women
are equally likely to be diagnosed with
diabetes. The prevalence of diabetes
among men and women is similar (7.4%
men, 5.5% women) compared to the
region as a whole (6.5%)

attributed to the rise in Type 2 diabetes,
which is being increasingly diagnosed at
younger ages.7
The alarming increase in obesity, a major
risk factor for diabetes, may indicate
a rise in future diabetes cases. Among
California’s adults not diagnosed with
diabetes, more than one-third are
overweight and an additional one-fifth
are obese. These 12.8 million adults
are at risk for developing diabetes and
some may already have the condition.5
For more information, see the obesity
sections of this report.

People become more likely to develop,
and die from, diabetes as they get
older. In Contra Costa, adults 65 years
and older are nearly six times as likely to
be diagnosed with diabetes than younger
adults (17.5% vs. 3.1%). In California,
diabetes prevalence among adults age 65
and over increased from 15.1% in 2003 to
17.5% in 2005.5

Diabetes is a major cause of disability.
People with diabetes are more likely to
experience blindness, kidney failure, leg
and foot amputations, heart disease and
stroke. Many of these outcomes can be
managed and even prevented. Access
to health care, medical screening and
education regarding diet and exercise
are critical in treating current cases
and abating the potential wave of new
diagnoses.

Diabetes cases will continue to rise. In
the past 15 years, the number of people
with diabetes in the U.S. has increased
by more than 50%.6 This is largely

There are 3 types of diabetes. Diabetes
mellitus is a chronic disease in which the
body makes too little insulin or does not
use it effectively.5 There are two main
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types of diabetes – type 1 and type 2 –
and gestational diabetes. Type 1 diabetes,
also known as insulin-dependent diabetes,
is an autoimmune disease and most
typically occurs in children and young
adults. Type 2 diabetes, formerly known
as “adult onset”, accounts for 90-95%
of diabetes cases and most often occurs
after the age of 40. Type 2 diabetes is
linked to obesity and physical activity.
Gestational diabetes, which develops
during pregnancy, usually disappears
after delivery but can increase the
mother’s risk of Type 2 diabetes later in
life.8

Data Sources: Diabetes
Text
1. The Centers for Disease Control and Prevention (CDC),
National Center for Chronic Disease Prevention and Health
Promotion Diabetes. (2005). National Diabetes Fact Sheet:
Complications of Diabetes in the United States. Retrieved
January 22, 2007 from the CDC website: http://www.cdc.gov/
diabetes/pubs/estimates05.htm#complications
2. Ogden C.L., Flegal K.M., Carroll M.D., Johnson C.L.(2002).
Prevalence and trends in overweight among U.S .Children and
Adolescents, 1999-2000. JAMA 288, 1728-32.
3. Regents of the University of California (2005). California
Health Interview Survey’s AskCHIS. Retrieved on April 10, 2007
from the CHIS website: http://www.chis.ucla.edu/.
4. The Greater Bay Area includes the counties of Santa Clara,
Alameda, Contra Costa, San Francisco, San Mateo, Sonoma,
Solano, Marin and Napa.
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5. Diamant A.L., Babey S.H.. Brown E.R., Hastert T.A. (2005).
Diabetes on the Rise in California. Los Angeles: UCLA Center
for Health Policy Research
6. American Diabetes Association. (n.d.). Diabetes Statistics:
Prevalence, 2006. Retrieved January 22, 2007 at the American
Diabetes Association website: www.diabetes.org
7. Gerberding J., CDC. (2005). Diabetes: Disabling, Deadly and
On the Rise, 2005. At a Glance Report, May 2005. Retrieved
May 31, 2006 at the CDC website: www.cdc.gov/nccdphp/
publications/aag/pdf/aag_ddt2005.pdf;
8. CDC, National Center for Chronic Disease Prevention and
Health Promotion Diabetes. (n.d.) National diabetes fact
sheet: general information and national estimates on diabetes
in the United States, 2005. Atlanta, GA: U.S. Department of
Health and Human Services. Retrieved January 30, 2007 from
the CDC website: http://www.cdc.gov/diabetes/pubs/pdf/
ndfs_2005.pdf
Tables
Tables 1-3: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations of conclusions of the data have
been reached by CHAPE and are not from the CDHS. In Table
1, data for the following race/ethnicity groups was excluded
due to small numbers: American Indian/Alaska Native, Native
Hawaiian/Pacific Islanders, Two or More Races, and Other. Due
to unstable estimates, rates could not be calculated for these
groups. Tables 2 and 3 include all race/ethnic groups including
those mentioned above. These tables include total deaths and
age-adjusted average annual death rates for 2002 through
2004.
ICD10 coding for diabetes mellitus (ICDE10-E14) from the
Centers for Disease Control and Prevention National Center
for Health Statistics, available online at: http://www.cdc.
gov/nchs/data/nvsr/nvsr50/nvsr50_16.pdf
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm.

Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Healthy People 2010 objectives from the US Department of
Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at: http://www.
healthypeople.gov/
Table 4: Local data about diabetes from the California Health
Interview Survey’s AskCHIS data query system, copyright©
2005 the Regents of the University of California, all rights
reserved, available online at: http://www.chis.ucla.edu/. Data
analysis performed January 10, 2007. Data for the following
race/ethnicity groups was excluded due to small numbers:
American Indian/Alaska Natives, Native Hawaiian/ Pacific
Islanders, and Two or More Races. Due to unstable estimates,
percentages could not be calculated for these groups. Ask
CHIS data are generated from a telephone survey that asks
questions to a randomly selected group of residents in Contra
Costa and other counties in California. Responses are then
weighted to represent the county, region, and state as whole.
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Heart Disease
Heart disease kills more residents than cancer or injury.

The age-adjusted death rate from heart
disease is lower in Contra Costa (179.9
per 100,000) than California (202.7 per
100,000).
Contra Costa’s death rate from heart
disease (179.9 per 100,000) does not
meet the Healthy People 2010 objective
(166.0 per 100,000).
The majority of deaths from heart disease
occur among Whites (4,056), followed by
African Americans (581), Asians (318) and
Latinos (290).

• African Americans are
more likely to die of
heart disease.
• Residents of San Pablo,
Oakley, Richmond,
Martinez, Antioch and
Pittsburg have higher
death rates from heart
disease.
• On average, 1,760
residents die from heart
disease each year.
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In Contra Costa, heart disease accounts
for 25.5% of all deaths, making it
the number one cause of death in our
county. From 2002-2004, there were
5,280 Contra Costa residents who died
of heart disease. This means that, on
average, 1,760 residents of Contra Costa
die from heart disease each year.

• Contra Costa’s death
rate from heart disease
(179.9 per 100,000) does
not meet the Healthy
People 2010 objective.

Even though African Americans die in
far fewer numbers than Whites, African
Americans are more likely to die from
heart disease. African Americans have
the highest rate of death due to heart
disease (305.5 per 100,000) – almost
twice the rate of the county overall
(179.09 per 100,000) and Whites (182.3
per 100,000), and over twice the rate of
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Heart Disease Deaths by Race/Ethnicity
Table 1. Contra Costa County 2002-2004

Deaths

White

4,056

African American 581

Percent

Rate

76.8%

182.3

11.0%

*305.5

Asian

318

6.0%

**116.8

Latino

290

5.5%

**131.7

Contra Costa

5,280

100.0%

179.9

These are age-adjusted rates per 100,000 residents.
* Significantly higher rate compared to the county.
** Significantly lower rate.

Asians (116.8 per 100,000) and Latinos
(131.7 per 100,000). This difference may
be linked to the high prevalence of risk
factors for heart disease such as high
blood pressure, cholesterol, diabetes,
smoking, and obesity in the African
American community.
Whites are equally likely to die from
heart disease and Latinos and Asians
are less likely to die from heart disease
compared to the county overall.
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In Contra Costa, men are more likely
to die from heart disease (219.0 per
100,000) than the county overall (179.9
per 100,000) and women (149.7 per
100,000). Women are less likely to die
from heart disease than the county
overall. Although men are more likely to
die for heart disease, slightly more than
half of the deaths from heart disease
occur among women (2,675, 50.7%).

Heart disease Deaths by Gender
Table 2. Contra Costa County 2002-2004

Deaths

Percent

Rate

Women

2,675

50.7%

**149.7

Men

2,605

49.3%

*219.0

Contra Costa

5,280

100.0%

179.9

These are age-adjusted rates per 100,000 residents.
* Significantly higher rate compared to the county.
** Significantly lower rate.

Heart disease death rates are higher in
some communities. People living in San
Pablo, Oakley, Richmond, Martinez, and
Antioch are more likely to die from heart
disease compared to the county overall.
Residents of Walnut Creek are less likely
to die of heart disease than the county

overall. However, a large number of deaths
from heart disease occur among people
living in Walnut Creek (779), followed by
Richmond (659), Concord (644), Antioch
(411) and Pittsburg (279).
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Heart Disease Deaths by Place
Table 3. Contra Costa County 2002-2004

Deaths

Percent

Rate

Walnut Creek

779

14.8%

**156.1

Richmond

659

12.5%

*265.2

Concord

644

12.2%

199.7

Antioch

411

7.8%

*222.7

Pittsburg

279

5.3%

*219.9

San Pablo

250

4.7%

*353.0

Oakley

106

2.0%

*310.0

Martinez

217

4.1%

*235.6

Brentwood

141

2.7%

202.7

Pinole

124

2.4%

200.3

75

4.4%

229.9

5,280

100.0%

179.9

Bay Point
Contra Costa

These are age-adjusted rates per 100,000 residents.
* Significantly higher rate compared to the county.
** Significantly lower rate.
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More improvement is still needed.1
Despite declines in recent years, heart
disease remains the leading cause of
death and of premature and permanent
disability in the United States for men,
women and for nearly every racial and
ethnic group. On average, one death
from heart disease occurs every 35
seconds. Although heart disease is more
common among adults age 65 and older,
the number of sudden deaths from heart
disease among people age 15-34 years
has increased.
Heart Disease can be prevented. Heart
disease can and does occur at any age.
With timely treatment and management
of risk factors, the risk of death and
disability can be lowered. National
guidelines suggest that blood pressure be
checked regularly and blood cholesterol
level be checked every five years.2
Studies suggest that a 10% decrease in
total cholesterol levels may reduce the
development of coronary heart disease
by almost 30%.2
People can reduce their risk for heart
disease by not smoking, adopting a
healthy diet, becoming physically active,
controlling their weight, reducing stress,
and avoiding other chronic conditions
such as diabetes.3

Data Sources: Heart Disease
Text
1. National Center for Chronic Disease Prevention and Health
Promotion, Centers for Disease Control and Prevention (n.d.).
Women and Heart Disease Fact Sheet. Retrieved February
21, 2007 from the CDC website: www.cdc.gov/dhdsp/libaray/
fs_men_heart.htm.
2. National Center for Chronic Disease Prevention and Health
Promotion, CDC(n.d.). At a Glance: Addressing the Nation’s
Leading Killers 2006. Retrieved February 21, 2007 from the
CDC website: www.cdc.gov/nccdphp/publications/aag/pdf/
aag_cvh2006.pdf.
3. National Center for Chronic Disease Prevention and Health
Promotion, CDC (n.d.). Men and Heart Disease Fact Sheet.
Retrieved February 21, 2007 from the CDC website: www.cdc.
gov/dhdsp/libaray/fs_men_heart.htm.
Tables
Tables 1-3: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations of conclusions of the data have
been reached by CHAPE and are not from the CDHS. In Table
1, data for the following race/ethnicity groups was excluded
due to small numbers: American Indian/Alaska Native, Native
Hawaiian/Pacific Islanders, Two or More Races, and Other. Due
to unstable estimates, rates could not be calculated for these
groups. Tables 2 and 3 include all race/ethnic groups including
those mentioned above. These tables include total deaths and
age-adjusted average annual death rates for 2002 through
2004.
ICD10 coding for diseases of the heart (ICD I00-109, I11, I13,
I20-I51) from the Centers for Disease Control and Prevention
National Center for Health Statistics, available online at:
http://www.cdc.gov/nchs/data/nvsr/nvsr50/nvsr50_16.pdf
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm.
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Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Healthy People 2010 objectives from the U.S. Department
of Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at: http://www.
healthypeople.gov/
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Stroke
Stroke is the third leading cause of death.

The age-adjusted death rate from
stroke is higher in Contra Costa (57.8
per 100,000) than California (52.3 per
100,000).
Contra Costa’s stroke death rate (57.8
per 100,000) does not meet the national
Healthy People 2010 objective (50.0 per
100,000).
In Contra Costa, the majority of deaths
from stroke occur among Whites (1,269),
followed by African Americans (155),
Asians (138) and Latinos (105).
Although African Americans die in far
fewer numbers than Whites, African
Americans are more likely to die from
stroke. African Americans have the highest
death rate from stroke (85.0 per 100,000)
– higher than rates for the county overall
(57.8 per 100,000), Whites (56.6 per
100,000), Asians (51.8 per 100,000) and
Latinos (48.5 per 100,000). Demographics
indicate that this difference is not due
to the age of the population and may

• African Americans are
most likely to die of
stroke.
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In Contra Costa, strokes account for
8.1% of all deaths. From 2002-2004,
there were 1,683 Contra Costa residents
who died of stroke. This means that on
average, 561 residents of Contra Costa
die from stroke each year.

• Residents of Oakley,
San Pablo, Pittsburg and
Antioch are more likely to
die from stroke.

• On average, 561 residents
die from stroke each year.
• Contra Costa’s stroke
death rate (57.8 per
100,000) does not meet
the Healthy People 2010
objective.

be linked to the high prevalence of risk
factors for stroke such as high blood
pressure, diabetes, smoking, and obesity
in the African American community.
Editor’s note:
In this report, we discuss
stroke and heart disease as
separate topics. Some health
reports group stroke and
heart disease together under
the heading “cardiovascular
disease”.
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Stroke Deaths by Race/Ethnicity
Table 1. Contra Costa County 2002-2004

Deaths

Percent

Rate

1,269

75.4%

56.6

African American

155

9.2%

*85.0

Asian

138

8.2%

51.8

Latino

105

6.2%

48.5

1,683

100.0%

57.8

White

Contra Costa

These are age-adjusted rates per 100,000 people.
Significantly higher rate compared to the county.

*

The death rate from stroke is similar
among men and women (58.6 vs. 56.5 per
100,000) and Contra Costa overall (57.8
per 100,000). Over half of the deaths
from stroke occur among women (1,014,
60.2%).

Stroke Deaths by Gender
Table 2. Contra Costa County 2002-2004

Women
Men
Contra Costa

Deaths

Percent

1,014

60.2%

56.5

669

39.8%

58.6

1,683

100.0%

57.8

These are age-adjusted rates per 100,000 people.
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Rate

Stroke Deaths by Place
Table 3. Contra Costa County 2002-2004

Deaths

Percent

Rate

Walnut Creek

318

18.9%

57.8

Concord

208

12.4%

64.8

Richmond

169

10.0%

69.4

Antioch

134

8.0%

*73.7

Pittsburg

99

5.9%

*78.7

San Pablo

69

4.1%

*97.9

Martinez

59

3.5%

66.1

Brentwood

53

3.1%

80.3

Oakley

36

2.1%

*111.4

Pinole

36

2.1%

58

Bay Point

24

1.4%

76.4

1,683

100.0%

57.8

Contra Costa

These are age-adjusted rates per 100,000 people.
* Significantly higher rate compared to the county.

Stroke death rates are higher in some
communities. Residents of Oakley, San
Pablo, Pittsburg and Antioch are more
likely to die from stroke compared to
Contra Costa overall. A large number of
deaths from stroke in Contra Costa occur
among people living in Walnut Creek (318),
Concord (208), Richmond (169), Antioch
(134) and Pittsburg (99).
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Stroke death rates are improving but
still taking a toll. Despite declines in
recent years, stroke remains the third
leading cause of death in the United
States and a leading cause of serious,
long-term disability.1 On average, every
3 to 4 minutes someone in the U.S. dies
of a stroke.2

What is a stroke?3
A stroke occurs when the blood supply
to the brain is cut off (ischemic stroke)
or when a blood vessel bursts (a
hemorrhagic stroke). Most strokes are
of the ischemic type, which are caused
mainly by blood clots and atherosclerosis.
Without oxygen, brain cells begin to die
resulting in possible death or permanent
disability.
It is very important to recognize the
symptoms of a stroke and respond quickly
with medical attention. Symptoms for
stroke include sudden numbness in the
face and extremities, trouble seeing,
speaking and/or walking, severe headache
with no known cause, loss of balance and
general confusion.

Who is at risk?3
Strokes can and do happen at any age,
however nearly three quarters of strokes
occur in people over the age of 65 years.
The risk of having a stroke more than
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doubles with each decade after the age of
55. High blood pressure, heart disease,
diabetes, smoking and having had a
previous stroke or heart attack increase
a person’s risk of having a stroke. With
timely treatment and management of risk
factors, the risk of death or disability
from stroke can be lowered.

Data Sources: Stroke
Text
1. Paynter N., Denny C.H., Greenlund K.J., Croft J.B., Mensah
G.A. (2004). Declining Prevalence of No Known Major Risk
Factors for Heart Disease and Stroke Among Adults --- United
States, 1991—2001. MMWR Weekly, 53 (01); 4-7. Retrieved
February 9, 2007 from the Center for Chronic Disease
Prevention and Health Promotion, Centers for Disease Control
and Prevention website at: http://www.cdc.gov/mmwr/preview/
mmwrhtml/mm5301a2.htm
2. Rosamond W., Flegal K., Friday G., Furie K., Go A.,
Greenlund K., Haase N., Ho M., et al. (2007). Heart Disease and
Stroke Statistics –2007 Update: A Report from the American
Heart Association Statistics Committee and Stroke Statistics
Subcommittee. Circulation (115) 69-171. Retrieved December
28, 2006 from the American Heart Association website at:
http://circ.ahajournals.org/cgi/content/full/115/5/e69

Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Healthy People 2010 objectives from the US Department of
Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at: http://www.
healthypeople.gov/

3. American Stroke Association, Division of American Heart
Association (n.d.). Signs and Symptoms of a Stroke. Retrieved
on February 8, 2007 from the American Stroke Association
website: http://www.strokeassociation.org/presenter/
jhtml?identifier=1033.

Tables
Tables 1-3: Mortality data from the California Department
of Health Services (CDHS) website, http://www.dhs.ca.gov/,
Center for Health Statistics’ Death Statistical Master File,
2002-2004. Any analyses, interpretations or conclusions of
the data have been reached by CHAPE and are not from the
CDHS. In Table 1, data for the following race/ethnicity groups
was excluded due to small numbers: American Indian/Alaska
Native, Native Hawaiian/Pacific Islanders, Two or More Races,
and Other. Due to unstable estimates, rates could not be
calculated for these groups. Tables 2 and 3 include all race/
ethnic groups including those mentioned above. These tables
include total deaths and age-adjusted average annual death
rates for 2002 through 2004. Data was not available for all
communities.
ICD10 coding for cerebrovascular disease (ICD I60-169) from
the Centers for Disease Control and Prevention National
Center for Health Statistics, available online at: http://www.
cdc.gov/nchs/data/nvsr/nvsr50/nvsr50_16.pdf
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Childhood Asthma
Asthma is one of the leading chronic childhood diseases.
Hospitalization

Hospitalization rates represent the most
severe asthma cases and only the “tip of
the iceberg” in any given population. For
every child hospitalized, several more
seek care at clinics, have asthma and
manage it on an ongoing basis, or are
not being treated at all.1
Hospitalizations for asthma should be
largely preventable if patients and their
families are educated about the disease
and have access to quality health care.11
In Contra Costa, the highest number
of hospitalizations for asthma is among
White children (346), followed by African
American (297), Latino (239), and Asian
children (76).

• 41,000 children are
diagnosed with asthma.
• African American
children are more likely
to be diagnosed and
hospitalized for asthma.
• Children in San Pablo
and Richmond are more
likely to be hospitalized
for asthma.
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Between 2002-2004, there were 1,052
hospitalizations for asthma among
Contra Costa children 0-14 years old.
This means that, on average, there are
351 hospitalizations in Contra Costa due
to childhood asthma each year. The ageadjusted rates of asthma hospitalization
for children living in Contra Costa and
California are virtually the same (17.0 vs.
17.2 per 10,000).

What is asthma?
Asthma is a chronic respiratory disease
caused by the inflammation and narrowing
of small airways in the lungs.8 Symptoms
include shortness of breath, wheezing,
breathlessness, chest pain or tightness,
and nighttime or early morning coughing.
Risk factors for asthma include genetic
predisposition, environmental exposures
such as dusty or smoke-filled rooms, and
behaviors such as vigorous exercise.10
Some people have mild asthma while others
have severe cases with more frequent lifethreatening attacks. While we still don’t
know what causes asthma, we do know how
it works and how to treat it.
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Even though there are more asthma
hospitalizations among Whites, African
American children have the highest rates
of asthma hospitalization (49.0 per
10,000) – higher than the county overall
(17.0 per 10,000), and higher than White
(12.3 per 10,000), Latino (13.3 per 10,000),
and Asian children (13.0 per 10,000).
African American children are hospitalized
for asthma at a rate almost four times that
of White, Asian and Latino children and
almost three times that of the county’s
children overall.
Some environmental triggers such as
mold, dust, and smoke, and poor access

to health care may be more prevalent in
African American communities.2 Other
studies have identified differences in
asthma medication management and
genetic predisposition to asthma between
African American and White children.3,4
Children living in San Pablo and Richmond
have significantly higher hospitalization
rates for asthma than do children in
other communities. The rate of childhood
hospitalization for asthma in San Pablo
is 41.2 per 10,000. The childhood asthma
hospitalization rate in Richmond (30.5
per 10,000) is higher than the overall
county rate (17.0 per 10,000).

Asthma Hospitalizations by Race/Ethnicity
Table1. Contra Costa Children 0-14 yrs, 2002-2004

Cases

Percent

Rate

White

346

32.9%

**12.3

African American

297

28.2%

*49.0

Latino

239

22.7%

**13.3

76

7.2%

**13.0

1,052

100.0%

17.0

Asian
Contra Costa

These are age-adjusted rates per 10,000 children.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.
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Children living in Antioch, Concord,
Brentwood, and Walnut Creek are less
likely to be hospitalized than children in
the county overall.
The highest number of hospitalizations
is among children in Richmond (222),
followed by Pittsburg and Bay Point (119),
San Pablo (106), Antioch (98) and Concord
(95).

Boys (21.5 per 10,000) are more likely
to be hospitalized for asthma than girls
(12.3 per 10,000) and the county overall.
More than half of all hospitalizations for
asthma in Contra Costa are among boys
(64.7% boys vs. 35.3% girls). Conversely,
girls are less likely to hospitalized
for asthma than boys and the county
overall.

Asthma Hospitalizations by Place
Table 2. Contra Costa Children 0-14 yrs, 2002-2004

Cases

Percent

Rate

222

21.1%

*30.5

Pittsburg & Bay Point 119

11.3%

17.5

San Pablo

106

10.1%

*41.2

Antioch

98

9.3%

**12.0

Concord

95

9.0%

**11.7

Martinez

40

3.8%

20.2

Oakley

34

3.2%

14.2

Brentwood

33

3.1%

**10.3

Walnut Creek

29

2.8%

**10.3

Pinole

25

2.4%

22.5

1,052

100.0%

17.0

Richmond

Contra Costa

These are age-adjusted rates per 10,000 children.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.
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Asthma Hospitalizations by Gender
Table 3. Contra Costa Children 0-14 yrs, 2002-2004

Cases

Percent

Rate

Boys

681

64.7%

*21.5

Girls

371

35.3%

**12.3

1,052

100.0%

17.0

Contra Costa

These are age-adjusted rates per 10,000 children.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.

Estimated Cases
In Contra Costa, approximately 41,000
children, 1-14 years, are diagnosed with
asthma.5 The prevalence of asthma among
boys and girls in the county is virtually
the same (21.3% vs. 22.1% respectively).
Editor’s note: Analyses of
Contra Costa asthma cases
by place and race/ethnicity
were not possible due to
small numbers, but we can
look to California overall for
an indication of how asthma
affects our community. The
prevalence of asthma among children 1-14 years
in Contra Costa and California is similar (21.7%
vs.14.8% respectively).
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Asthma continues to disproportionately
affect African American children. In
California, nearly half of the children
diagnosed with asthma are Latino
(511,000, 45.7%), almost one-third are
White (358,000, 32.1%), followed by
African American (99,000, 8.9%), and
Asian children (87,000, 7.8%).
Even though African Americans have
fewer asthma cases diagnosed, African
American children are more likely to
be diagnosed with asthma compared to

California’s children as a whole. African
American children have the highest
asthma prevalence (22.1%) – higher than
the county overall (14.8%), White (14.7%),
Latino (14.2%), and Asian (11.9%) children.
Explanations for asthma-related health
disparities are not clear, however some
environmental triggers for asthma as
well as poor access to health care may
be more prevalent in African American
communities.

Asthma Cases by Race/Ethnicity
Table 4. California Children 1-14 yrs, 2005

Cases

Percent

Prevalence

Latino

511,000

45.7%

14.2%

White

358,000

32.1%

14.7%

African American

99,000

8.9%

*22.1%

Asian

87,000

7.8%

11.9%

1,117,000

100.0%

14.8%

California

These prevalence percentages are crude rates unadjusted for age.
* Significantly higher prevalence compared to the state overall.
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In addition to African Americans,
American Indians/Alaska Natives, may
also have a higher risk for being diagnosed
with asthma. Although the population
group is too small for local analysis,
state estimates show that almost onethird (31.7%) of American Indians/Alaska
Natives 1-17 years old are diagnosed with
asthma.
In California, boys have a higher
prevalence of asthma than girls and are
more likely to be diagnosed with asthma
compared to girls. Boys make up more
than half (58.4%) of the asthma cases
diagnosed in California.

Asthma rates remain high.
Asthma is one of the leading chronic
childhood diseases in the United States6
and a major cause of childhood disability.7
Asthma diagnoses and hospitalization
rates among children remain at historically
high levels following dramatic increases
from 1980 until the late 1990s.8

Asthma burdens the child
and family.
Asthma may limit a child’s ability to play,
learn, and sleep, necessitates potentially
complex and expensive interventions,9
and often results in missed school days
and workdays for parents.

Asthma Cases by Gender
Table 5. California Children 1-14 yrs, 2005

Cases

Prevalence

Male

652,000

58.4%

16.8%

Female

465,000

41.6%

12.6%

1,117,000

100.0%

14.8%

California

These percentages are crude rates unadjusted for age.
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Percent

How is asthma treated?

Data Sources: Asthma

An individual’s asthma management plan
should be developed with a physician,
parents, and other caregivers. The
plan should be guided by the severity
of the person’s asthma, the benefits
and drawbacks of each treatment, and
opportunities to reduce asthma triggers.
In addition, families need to know what
actions to take if faced with an asthma
emergency. As people with asthma grow
and change, their asthma also changes
and their management plans should
address those changes. Routine follow-up
care is an integral part of good asthma
management.

Text
1. Roberts E., (2004). Data User Guideline #2: OSHPD
Hospitalization Data. Community Action to Fight Asthma.
Retrieved January 29, 2007 from the CAFA website: http://
www.calasthma.org/resources/show_resource/256/.

More research is needed
An increasing number of studies have
explored the association between asthma
and obesity,12, 13 but the exact relationship
is not known. However, data from the
California Healthy Kids Survey found that
students who were overweight and obese
had the highest percentage of asthma
(20.3 and 21.9% respectively). Because we
have seen higher prevalence of asthma in
adolescents who are overweight or obese,
management plans must include proper
nutrition and appropriate physical
activity.

2. Stockman J.K., Garcia K., Von Behren J., Bembom O., Shaikh
N., Kreutzer R. (2004). Asthma Disparities Among African
Americans, California Asthma Facts, 2 (1). Retrieved January
27, 2007 from the Environmental Health Investigations Branch,
California Department of Health Services website: http://www.
californiabreathing.org
3. Lieu T.A., Lozano P., Finkelstein J.A., et al. (2002). Racial
/ethnic variation in asthma status and management practices
among children in managed Medicaid. Pediatrics, 109(5):
857-65 In Stockman J.K., Garcia K., Von Behren J., Bembom
O., Shaikh N., Kreutzer R. (2004). Asthma Disparities Among
African Americans, California Asthma Facts, 2 (1). Retrieved
January 27, 2007 from the Environmental Health Investigations
Branch, California Department of Health Services website:
http://www.californiabreathing.org
4. Joseph C.I., Ownby D.R., Peterson E.L., et al. (2000). Racial
differences in physiologic parameters related to asthma
among middle-class children. Chest 117(5): 1336-44 In
Stockman J.K., Garcia K., Von Behren J., Bembom O., Shaikh
N., Kreutzer R. (2004). Asthma Disparities Among African
Americans, California Asthma Facts, 2 (1). Retrieved January
27, 2007 from the Environmental Health Investigations Branch,
California Department of Health Services website: http://www.
californiabreathing.org
5. Regents of the University of California (2005). California
Health Interview Survey’s AskCHIS. Retrieved on January 29,
2007 from the CHIS website: http://www.chis.ucla.edu/.
6. Adams P.F., Herndershot G.E. (1996). Current estimates from
the National Health Interview Survey. Vital Health Stat 10
(200) In Akinbami L.J. (2006). The State of Childhood Asthma,
United States, 1980-2005. Advance Data from Vital and
Health Statistics (381), Hyattsville, MD: National Center for
Health Statistics.
7. Newacheck P.W., Halfton N. (2006). Prevalence, impact, and
trends in childhood disability due to asthma. Arch Pediatr
Adolesc Med 154 (3): 287-93 In Akinbami L.J. (2006). The State
of Childhood Asthma, United States, 1980-2005. Advance
Data from Vital and Health Statistics (381), Hyattsville, MD:
National Center for Health Statistics.

171

8. Akinbami L.J. (2006). The State of Childhood Asthma, United
States, 1980-2005. Advance Data from Vital and Health
Statistics (381), Hyattsville, MD: National Center for Health
9. Williams D.M. (2006). Considerations in the longterm
management of asthma in ambulatory patients. Am J Health
Sys Pharm 63 (10 Suppl 3): S14-S21. In Akinbami L.J. (2006). The
State of Childhood Asthma, United States, 1980-2005. Advance
Data from Vital and Health Statistics (381), Hyattsville, MD:
National Center for Health.
10. Mendez-Luck C.A., Yu H., Meng Y.Y., Chia J., Jhawar M.,
Sripipatana A..,Wallace A.P. (2004) Asthma among California’s
Children, Adults and the Elderly: A Geographic Look by
Legislative Districts. Los Angeles: UCLA Center for Health
Policy Research.
11. Homer C.J., Szilagyi P., Rodewald L., Bloom S.R., et al.
(1996) Does quality of care affect rates of hospitalization
for childhood asthma. Pediatrics 98(1): 18-23 In Akinbami L.J.
(2006). The State of Childhood Asthma, United States, 19802005. Advance Data from Vital and Health Statistics (381),
Hyattsville, MD: National Center for Health Statistics.
12. Gilliland F.D., Berhane K., et al.(2003). Obesity and the risk
of newly diagnosed asthma in school-age children. American
Journal of Epidemiology (158):406-415 In Etherton M., Kig G.,
Rossi D., Shrem D., Bolcoa J., Kreutzer R., Cowan B. (2006).
Asthma and Obesity: Results from the California Health Kids
Survey, 2001-2003. California Asthma Facts, 3(1). Retrieved
from the Environmental Health Investigations Branch,
California Department of Health Services website: http://
californiabreathing.org/files/californa_asthma_facts_obesity.
pdf
13. California Department of Health Services (2006). Asthma
and Obesity: Results from the California Health Kids Survey,
2001-2003. California Asthma Quick Facts Supplement to
California Asthma Facts, 3(1), Suppl.1. Retrieved January 20,
2007 from the Environmental Health Investigations Branch,
California Department of Health Services website: http://
californiabreathing.org/files/californa_asthma_facts_obesity.
pdf

Tables
Table 1: Data for the following race/ethnicity groups was
excluded due to small numbers: American Indian/Alaska
Natives, Native Hawaiian/Pacific Islander. Due to unstable
estimates, rates could not be calculated for these groups.
Residents self-reported as “Other” were not included due
to unclear categorization of race/ethnicity and lack of
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denominator. These groups were included in Tables 2 and
3.These tables include total hospitalizations for asthma for
children 0-14 years and age-adjusted hospitalization rates for
2002 through 2004.
Table 1-3: Hospitalization data from the California Office of
Statewide Health Planning and Development, http://www.
sohpd.ca.gov/, Healthcare Quality and Analysis Division,
Health Care Information Resource Center. OSHPD data
includes only those hospitalizations for which asthma was
listed as the primary diagnoses. They do not include treatment
that takes place in a doctor’s office, health clinic or emergency
room. A single child can be counted multiple times for multiple
asthma hospitalizations.

Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm.
Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Table 4: data for the following race/ethnicity groups was
excluded due to small numbers: Asians, American Indian/Alaska
Natives, Native Hawaiian/ Pacific Islanders, and Two or More
Races. Due to unstable estimates, percentages could not be
calculated for these groups. These groups were included with
all race/ethnic groups in Table 5.
Table 4,5: Local data about asthma from the California Health
Interview Survey’s AskCHIS data query system, copyright©
2005 the Regents of the University of California, all rights
reserved, available online at: http://www.chis.ucla.edu/. Data
analysis performed February 6, 2007.
Ask CHIS data are generated from a telephone survey that
asks questions to a randomly selected group of residents in
Contra Costa and other counties in California. Responses are
then weighted to represent the county, region, and state as
whole.

Overweight & Obesity in Adults
Almost two-thirds of Contra Costa adults are either
overweight or obese
• Nearly half a million
adults are either
overweight or obese.
• The proportion of adults
who are obese (25%) is
almost twice the Healthy
People 2010 objective
(15%).

The proportion of adults in Costa Contra
who are either overweight or obese
(60.1%) is similar to the state (57.2%) but
higher than the Greater Bay Area (51.2%).
These comparisons hold true when looking
at obesity alone. One quarter (25.0%) of
Contra Costa adults are obese, similar
to California (21.6%) but higher than the
Greater Bay Area (19.0%).

/RFDO)LQGLQJV

One quarter of Contra Costa adults who
are at least 20 years old are obese -almost twice the Healthy People 2010
objective of 15%.

Percent Overweight & Obese Adults
Table 1. Residents ages 20 years & older, 2005

Overweight & Obese
(BMI 25+)

Obese
(BMI 30+)

Contra Costa

60.1%

*25.0%

California

57.2%

*21.6%

**51.2%

*19.0%

NA

15.0%

Greater Bay Area
Healthy People 2010
Estimates are not age adjusted.
* Significantly higher than the Healthy People 2010 objective.
** Significantly lower than Contra Costa.
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Overweight & Obese Adults
Table 2. Contra Costa residents ages 20 years & older, 2005

Number

Percent

Overweight (BMI 25.0-29.99)

252,000

*35.1%

Obese (BMI 30+)

180,000

25.0%

Overweight & Obese

432,000

60.1%

Estimates are not age adjusted.
* Significantly higher compared to percent obese.

A higher proportion of Contra Costa
adults are overweight (35.1%) versus obese
(25.0%). Overall, nearly half a million
adults in the county are either overweight
(252,000) or obese (180,000).
Men in Contra Costa are more likely
than women to be too heavy. More than
two-thirds (69.1%) of men in the county
are overweight or obese compared to

just over half (51.5%) of all women. This
gender difference is driven by differences
in those residents who are overweight
but not obese. A higher proportion of
men (44.2%) are overweight compared to
women (26.3%).
In addition, greater numbers of men
(244,000) than women (189,000) in the
county are overweight or obese.

Percent Overweight & Obese Adults by Gender
Table 3. Contra Costa residents ages 20 years & older, 2005

Overweight & Obese
(BMI 25+)

Men

Obese
(BMI 30+)

*69.1%

*44.2%

24.9%

Women

51.5%

26.3%

25.2%

Contra Costa

60.1%

35.1%

25.0%

Estimates are not age adjusted.
* Significantly higher compared to females.
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Overweight
(BMI 25.0-29.99)

Overweight & Obese Adults by Race/Ethnicity
Table 4. Greater Bay Area residents ages 20 years & older, 2005

Number

Percent

White

1,382,000

52.0%

Latino

642,000

*67.5%

Asian

311,000

**29.1%

African American

214,000

*66.7%

Two or more races

42,000

51.6%

1DWLYH+,3DFLۋF,VODQGHU



 

Amer Ind./Alaska Native

14,000

67.8%

2,623,000

51.2%

Greater Bay Area

Estimates are not age adjusted.
* Significantly higher compared to Greater Bay Area adults overall.
** Significantly lower

In the Greater Bay Area, more than half
(51.2%) of all adults are either overweight
or obese. Most of these overweight or
obese adults in the Greater Bay Area are
Whites (1,382,000), followed by Latinos
(642,000), Asians (311,000) and African
Americans (214,000).
Adults from some race/ethnicity groups
in the Greater Bay Area are more likely
to be overweight or obese than others.
Compared to adults in the Greater Bay
Area overall, the following groups have
significantly higher percentages of adults
who are overweight or obese: Native

Editor’s note:
There were too few survey
responses to analyze
overweight and obesity data
for different race/ethnic
groups in Contra Costa County.
The race/ethnicity findings below are for the
Greater Bay Area. See table notes at the end of
this section for further explanation.
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Hawaiians/Pacific Islanders (81.1%),
Latinos (67.5%) and African Americans
(66.7%). A lower percent of Asians (29.1%)
are overweight or obese compared to
adults in the Greater Bay Area overall
(51.2%)
Low-income status is associated with a
higher likelihood of being overweight or
obese. In the Greater Bay Area, 55.8%
of lower-income adults (i.e., those with
a household income less than 200% of
the Federal Poverty Level) are overweight
or obese compared to 49.8% of higher
income adults (i.e. those with a household
income at or above 200% of the Federal
Poverty Level).
Overweight is a complex problem,
requiring multi-faceted solutions
Being overweight or obese increases
a person’s risk for many health issues,
including high blood pressure, type II
diabetes, coronary heart disease, stroke,
some forms of cancer and a number of
sleeping, breathing and joint problems.1,2
Obese people are also up to 50%
more likely to die from all causes than
healthy weight people, mostly due to
cardiovascular problems.3
Over the past 40 years, there have been
dramatic increases in obesity among
adults in the United States. Since 1960,
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the percent of adults who are obese has
more than doubled while the percent of
adults who are overweight but not obese
has remained fairly stable.4 In 20032004, more than two-thirds (67.1%) of
adults in this country were too heavy:
overweight, but not obese (33.2%) and
obese (33.9%).4
Obesity is a complex issue related to
lifestyle, environment and genetics. In
general, excess weight results from an
energy imbalance between food consumed
and energy expended through physical
activity. Many underlying factors have
been linked to the rise in obesity, including
an increase in calorie consumption (e.g.
increasing portion sizes and consumption
of high-calorie drinks and foods) and
more sedentary lifestyles.1,5
Current health recommendations suggest
that adults should get at least 30 minutes
of moderate-intensity physical activity
most days of the week and eat a balanced
diet that includes a variety of fruits and
vegetables, whole grains, lean meats, low
fat dairy, and limited sugar, salt and fat.6
Yet, in 2005, less than half (48.5%) of
California adults ate 5 or more servings
of fruits and vegetables daily7 and a little
more than a third (38.2%) of adults in
the state engaged in at least 30 minutes
of moderate exercise at least 5 days a

week.8 Promoting regular physical activity
and healthy eating and creating social
and physical environments that support
these behaviors is critical to reducing the
obesity epidemic.4 Obesity prevention
requires changes at multiple levels (i.e.,
individual, family, and community) and
across a variety of different sectors (e.g.,
education, government and business)
to assist people in balancing healthful
eating with regular physical activity.9

For more information about BMI for
adults, go to the CDC’s website: http://
www.cdc.gov/nccdphp/dnpa/bmi/adult_
BMI/about_adult_BMI.htm

Definition of overweight and
obese
“Overweight” and “obese” are weight
ranges that are considered heavier than
is healthy for a given height.10 Overweight
and obesity are determined by using
weight and height to calculate a number
called the “body mass index” (BMI). BMI
is used because, for most people, it
correlates with their amount of body
fat. An adult is considered overweight
but not obese with a BMI between 25.0
and 29.9 and obese with a BMI of 30.0 or
higher.10 These BMI ranges for overweight
and obese are based on the relationship
between body weight and disease and
death.10
The formula for adult BMI is:

Adult BMI = 703 x [weight, in
lbs]/[height, in inches]2
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Data Sources: Adult Overweight & Obesity
Text:
1.National Center for Health Statistics (2006). Obesity still a
major problem. Retrieved February 4, 2007 from http://cdc.
gov/nchs/pressroom/06facts/obesity03_04.htm
2.Centers for Disease Control and Prevention (2006).
Overweight and obesity. Retrieved December 6, 2006 from
http://www.cdc.gov/nccdphp/dnpa/obesity/index.htm
3.National Institutes of Health (1998). Clinical guidelines on
the identification, evaluation and treatment of overweight
and obesity in adults: the evidence report. Obesity Research.
6(S)2, 51S-209S. Found in: National Institute of Diabetes and
Digestive and Kidney Diseases of the National Institutes of
Health (2006). Statistics Related to Overweight and Obesity
Fact Sheet.
4.National Center for Health Statistics (2006). Chartbook
on Trends in the Health of Americans. Health, United States,
2006.
5.Barnes, P. (2007) Physical activity among adults: United
States, 2000-2005. National Center for Health Statistics
Health E-Stats. Retrieved April 25, 2007 from http://www.
cdc.gov/nchs/products/pubs/pubd/hestats/physicalactivity/
physicalactivity.htm
6.The U.S. Department of Health and Human Services and the
U.S. Department of Agriculture (2005). Dietary Guidelines
for Americans. Retrieved April 24, 2007 from http://www.
health.gov/dietaryguidelines/dga2005/document/html/
executivesummary.htm
7.California Health Interview Survey (2005).
8.California Department of Health Services, Cancer Prevention
and Nutrition Section (2006). Behavioral Risk Factor
Surveillance Survey Data for the State of California and Its
Regions for Calendar Year 2005.
9.US Department of Health and Human Services, Office of the
Surgeon General (2001). The Surgeon General’s Call to Action
to Prevent and Decrease Overweight and Obesity. Found in
Centers for Disease Control and Prevention (2006). Statespecific prevalence of obesity among adults – United States,
2005. Morbidity and Mortality Weekly Report. September 15,
2006. 55(36), 985-988.
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10.Centers for Disease Control and Prevention, Division of
Nutrition and Physical Activity, National Center for Chronic
Disease Prevention and Health Promotion (2006). Obesity and
overweight: defining overweight and obesity; BMI – Body Mass
Index: About BMI for adults. Retrieved December 12, 2006 from
http://www.cdc.gov/nccdphp/dnpa/obesity/defining.htm

Tables:
Tables 1-4: Adult overweight and obesity data is from the
California Health Interview Survey (CHIS), 2005. Retrieved
January 25, 2007 from http://www.chis.ucla.edu Body mass
index (BMI) data from CHIS is based on self-reported height
and weight and was calculated by CHIS by dividing weight (in
kilograms) by height squared (in meters). Greater Bay Area
data includes the following counties: Alameda, Contra Costa,
Marin, Napa, San Francisco, San Mateo, Santa Clara, Solano
and Sonoma.

Overweight Kids
More than 1 in 4 fifth graders in Contra Costa are overweight

School districts with the greatest number
of overweight 5th graders in the county
West Contra Costa Unified (826), Mt.
Diablo Unified (698), Antioch Unified
(512), Pittsburg Unified (377), San Ramon
Valley Unified (237) and Oakley Union
Elementary (222).
Districts with a higher percent of
overweight 5th graders than the county
overall include: Oakley Union Elementary
(44.1%), Pittsburg Unified (43.7%), West
Contra Costa Unified (35.3%), and
Antioch Unified (33.1%).

• Many overweight 5th
graders in the county
are Latinos.
• Fifth grade boys are
more likely to be
overweight than girls.
• Pacific Islander,
American Indian/Alaska
Native, Latino, and
African American 5th
graders are more likely
to be overweight than
their peers.

/RFDO)LQGLQJV

In 2005-06, 3,431 fifth graders in Contra
Costa were overweight. Contra Costa fifth
graders are less likely to be overweight
than their peers statewide. The percent
of overweight 5th graders in the county
is lower than that of the state: Contra
Costa (27.5%) versus California (32.6%).

Editor’s note: Whether or
not a child is “overweight” is
assessed in this report using
measurements taken as part
of California Department of
Education’s Physical Fitness
Test. For more information, see
the footnotes.
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Overweight 5th Graders by School District
Table 1a. Selected Contra Costa Communities, 2005-06

District

Number

Percent
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Oakley Union Elementary

222

*44.1%
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Walnut Creek Elementary

62

**17.0%

Lafayette Elementary

62

**15.7%

Byron Union Elementary

48

29.1%

Moraga Elementary

47

**20.7%
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Orinda Union Elementary

27

**11.7%

Knightsen Elementary

12

22.6%

3,431

27.5%

Contra Costa County

Some school districts are not listed above but are included in the county totals.
* Significantly higher percent than 5th graders in the county overall.
** Significantly lower
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Low-income Elementary School Students by School District
Table 1b. Selected Contra Costa Communities, 2005-06

District

Percent low-income
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Contra Costa County

36.6%
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Oakley Union Elementary

**34.0%

Knightsen Elementary

**24.4%

0DUWLQH]8QLۋHG
Byron Union Elementary


**13.1%

Walnut Creek Elementary

**9.3%
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Lafayette Elementary

**1.3%

Orinda Union Elementary

**0.5%

Moraga Elementary

**0.3%

These students are eligible for free or reduced-priced meals.
* Significantly higher percent than elementary school students in the county overall.
** Significantly lower

Students from low-income communities
are more likely to be overweight than
those in the county overall. Three of the
four Contra Costa school districts with
a greater proportion of overweight 5th
graders (See Table 1a.) also have a greater
proportion of low-income elementary

school students than the county overall:
Pittsburg Unified, West Contra Costa
Unified, and Antioch Unified. (See Table
1b.)
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Overweight 5th Graders by Gender
Table 2. Contra Costa, 2005-06

Percent

Boys

*34.1%

Girls

20.8%

Contra Costa

27.5%

* Significantly higher percent than girls.

There are more overweight 5th grade
boys (2,154) than girls (1,281) in Contra
Costa. Boys in the county are also more
likely than girls to be overweight. More
than a third (34.1%) of 5th grade boys
are overweight compared to 20.8% of
girls.
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Overweight 5th Graders by Race/Ethnicity
Table 3. Contra Costa, 2005-06

Number

Percent

Latino

1,291

*38.2%

White

1,068

**19.7%

African American

496

*35.8%

Asian

349

**22.1%

3DFLۋF,VODQGHU



 

American Indian/ Alaska Native

34

*41.5%

3,431

27.5%

Contra Costa

* Significantly higher percent than 5th graders in the county overall.
** Significantly lower

Contra Costa 5th graders from several
race/ethnic groups are more likely to be
overweight than their peers in the county
overall. Greater percentages of Pacific
Islander (47.3%), American Indian/Alaska
Native (41.5%), Latino (38.2%), and
African American (35.8%) 5th graders
are overweight than 5th graders in the
county overall (27.5%).
Some of these high-risk groups also
represent large numbers of overweight
students. Many overweight 5th graders in
Contra Costa are Latinos (1,291) followed
by Whites (1,068), African Americans
(496) and Asians (349).

Childhood overweight is a serious and
complex health issue
Overweight is a serious health issue for
young people. According to the National
Health and Nutrition Examination Survey
(NHANES), between 1976-1980 and 20032004 the percent of overweight young
people in the United States more than
doubled. In 2003-04, 18.8% of children
(6-11 years old) and 17.4% of adolescents
in this country were overweight.1 In
California, 14.2% of adolescents were
overweight in 2005 -- almost three times
the Healthy People 2010 goal of 5%.2
Overweight youth are at risk for a number
of health problems throughout their
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lives. In their youth, overweight children
and adolescents are at increased risk
for type 2 diabetes and are more likely
than other young people to have risk
factors associated with cardiovascular
disease, including high blood pressure
and high cholesterol levels.3 Social
pressures related to being overweight
can also contribute to low self-esteem,
which can reduce overall quality of life.4
Overweight young people are also more
likely to become obese adults. Up to 80%
of overweight children and adolescents
may become obese in adulthood.5
A number of individual and environmental
factors contribute to overweight. When
young people eat more calories than they
expend through physical activity, they
can gain weight and become overweight.
This imbalance in calories used and
consumed is influenced by individual and
environmental factors, many of which are
inter-related. Individual factors that can
contribute to overweight include genetic
susceptibility and unhealthy behaviors,
including eating large portion sizes
and consuming high-calorie foods and
beverages, not being physically activity
enough, and spending too much time
being sedentary (e.g., watching television,
playing video games and working on the
computer).6 Unhealthy eating and physical
activity behaviors are often influenced by
social and environmental factors at home
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and in school and community settings,
including limited access to affordable,
healthy foods, few safe places and/or
opportunities to be physically active,
and inadequate role modeling of healthy
eating and activity behaviors by adults
and peers in these environments.6
To support healthy growth and
development,
public
health
recommendations suggest that children
should: engage in at least 60 minutes
of physical activity most, preferably all,
days of the week; limit time spent being
sedentary (e.g., children’s total electronic
media time, including television viewing
time, should be no more than 1 to 2 hours
a day); and eat a balanced, nutritious,
age-appropriate diet that includes
reasonable portion sizes, a variety of
fruits and vegetables, whole grains, lean
meats, low fat dairy, and limits sugar, salt
and fat.7, 8, 9 Yet in 2003, about half (47%)
of California children (9-11 years old) did
not get the recommended 60 or more
minutes of physical activity on a typical
weekday and more than three-quarters
(76%) did not eat an adequate amount
of fruits and vegetables (i.e., 5 or more
servings of fruits and vegetables).10
To help children establish lifelong
healthy activity and eating behaviors,
it is important to introduce them to
fun, engaging, positive physical activity

experiences and healthy eating patterns
early in life. To make this possible, policies
and programs should be developed
and implemented that increase young
people’s access to healthy foods and
safe, positive opportunities to be active
at school (during and after school), at
home, and in their communities.
How to measure and interpret childhood
bodyweight
Being overweight is most commonly
determined by using a person’s weight
and height to calculate a number called
the “body mass index” (BMI). For most
young people, BMI is a good indicator of
body fatness. Although BMI is calculated
the same way for children and adults,
the interpretation of the BMI number for
young people and adults is different. (11)
For more information about calculating
and interpreting BMI for children, go
to the CDC’s website: http://www.cdc.
gov/nccdphp/dnpa/bmi/childrens_BMI/
about_childrens_BMI.htm
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Tables
Tables 1-3: Overweight data are from the California
Department of Education (CDE), Standards and Assessment
Division, 2005-06 California Physical Fitness Report. Retrieved
November 20, 2006 from http://data1.cde.ca.gov/dataquest/
Free-reduced priced meal eligibility data are from the CDE’s
2005/2006 Meal Report. Retrieved February 17, 2007 from
http://www.cde.ca.gov/ds/sh/sn/documents/free0506aielem.
doc
The overweight analyses are based on data from the Body
Composition portion of the CDE Physical Fitness Test, which
uses several methods to evaluate children’s body composition:
(1) body mass index (BMI), calculated from measured height
and weight; (2) body fatness using triceps skin fold thickness
or bioelectrical impedance. For this report, students were
considered “overweight” if their body composition (i.e., BMI
or body fatness) was higher than the “Healthy Fitness Zone,”
a range developed by The Cooper Institute to indicate the
minimum level of fitness thought to provide some protection
from health risks associated with inadequate fitness. The
Healthy Fitness Zone for the body composition test differs
from the commonly used Centers for Disease Control and
Prevention definition of overweight, which is BMI-for-age at
or above the 95th percentile. (For more information about
the Healthy Fitness Zone, see the CDE Physical Fitness Test
- Report Definitions at http://data1.cde.ca.gov/dataquest/
PhysFitness/gls_pft_hfz.asp) Note: The CDE’s aggregate
data for the number of students tested and the percent of
students outside of the Healthy Fitness Zone on the body
composition test were used by CHAPE to calculate the number
of overweight students. Because the CDE includes “partially
tested students” in the total number of students tested, the
number of overweight students calculated by CHAPE may be
overestimated.
In Table 1, students from Brentwood and Contra Costa County
Office of Education districts were not listed separately but are
included in the County totals. In Table 3, the following kinds
of students were not listed separately but are included in the
County totals: Cambodian students (due to small sample size)
and 511 fifth graders who did not identify their race/ethnicity.
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