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Preface

Healthy People is a national, state, and local prevention initiative that
identifies ten year goals and opportunities to improve the health sta-
tus of our people. Healthy People 2010 is the second comprehensive,
community health goal-setting project conducted for Lincoln and
Lancaster County.

In Lancaster County, and at the national level, Healthy People 2010
builds on strategies and lessons learned during previous decades. The
first national health targets were published in 1979 in Healthy
People: the Surgeon General’s Report on Health Promotion and Dis-
ease Prevention. This set challenging goals: to reduce mortality
among four different age groups — infants, children, adolescents and
young adults, and adults — and to increase independence among
older adults. These goals were supported by objectives with 1990 tar-
gets designed to drive action.

Healthy People 2000 expanded upon the first Surgeon General’s
report, seeking to create a strategic public health improvement ap-
proach helpful to local communities and health departments, as well
as to federal and state governments. The three overarching goals of
Healthy People 2000 were to increase years of healthy life, reduce
disparities in health among different population groups, and achieve
access to preventive health services. The national model for Healthy
People 2000 objectives was replicated widely across the U.S. at the
state level and in many localities, among them Lincoln and Lancaster
County.

In January 1990, the Lincoln-Lancaster County Board of Health re-
leased Healthy People 2000, Health Objectives for the Year 2000 for
Lincoln and Lancaster County. This document mirrored the frame-
work of the federal level with one major exception: Lincoln and Lan-
caster County objectives included indicators for all areas of the
environment affecting residents of the community.

The Board of Health and Health Department learned a number of
very important lessons in the past decade while trying to promote the
community’s achievement of the Healthy People 2000 objectives.
Some of these include:

1. A more dynamic and ongoing process is needed — one which re-
sponds and adjusts to changes in community needs and priorities,
changes in the composition of the population, and changes in the
health care system.

2. Sufficient resources must be allocated to assure that accurate,
consistent data collection occurs. Many of the objectives estab-
lished for the Year 2000 remained unmeasurable and therefore
untrackable by the end of the decade, due to insufficient resources
in this key infrastructure area.



3. Objectives must reflect the needs and will of the community to at-
tract the community attention and effort needed to achieve them.
Achieving even one of the target objectives involves community-
wide planning, resources and effort.

4. Setting different targets for racial and ethnic minorities and other
special populations in the hopes of achieving a narrowing of the
gap in health disparities was not overly successful. A new and
stronger emphasis on persistent health disparities is needed.

In light of the above, the process for Healthy People 2010 was de-
signed with these lessons in mind.

Overarching Goals

The Board of Health and Community Steering Committee adopted
two overall goals for Healthy People 2010: to eliminate health dis-
parities and to increase the quality and years of healthy life for all
residents of Lancaster County. These echo the national goals for
2010. Strong community participation and involvement was solicited
at preliminary planning stages and throughout the Healthy People
2010 process.

More than four hundred individuals participated in various activi-
ties to define key issues, identify indicators and set target objectives
for the year 2010. Measures were then refined, data collected, and a
reporting strategy implemented which seeks to maximize community
awareness and involvement over the coming decade. As work groups
established objectives for each topic area and outlined key issues,
they also identified relevant health disparities, infrastructure needs
and recommendations for ways to make progress toward objectives,
including the elimination of disparities, a reality.

Community Process

The development of objectives for Healthy People 2010 was designed
to obtain broad community input. A Healthy People 2010 Commu-
nity Steering Committee was established to help the Lincoln-Lan-
caster County Board of Health set direction and overall goals. The
Community Steering Committee brings together community leaders
interested in and knowledgeable about personal and community
health, business, education, economic development, and environ-
mental issues and concerns. Members include representatives from
Community Health Partners, health care providers, Human Services
Federation, Nebraska Department of Health and Human Services, Lin-
coln Public Schools, University of Nebraska, local business, Public
Works, Natural Resource Districts, Nebraska Department of Environ-
mental Quality, Hispanic Center, Malone Center, Asian Center, Indian
Center, Catholic Social Services (refugee resettlement) and other rep-
resentatives of racial and ethnic populations in the community. This
very diverse group met to help establish the overall direction for the
Healthy People 2010 process, to review and approve the plan for



community involvement and to review and comment on the initial
drafts of the document.

The plan for community involvement was developed by topic area.
Health Department staff responsible for each topic area identified key
stakeholders. They also developed and implemented a process that
obtained advice, recommendations, and input regarding issues, con-
cerns and setting target objectives to reach by the year 2010. The
goal was to identify community health objectives for the year 2010,
not just objectives for the Lincoln-Lancaster County Board of Health
and Health Department. At the end of this document, the Authors
and Community Contributors chapter recognizes all the community
members who assisted with this process.

An ambitious plan was developed to obtain input from the racial
and ethnic minority communities. Given the overarching goal of
eliminating disparities associated with race and ethnicity, it was criti-
cal to find a way to hear from these communities. Three feedback
sessions were scheduled for minority community leaders. Informa-
tion regarding different topic areas was presented and the discussion
recorded and shared with all the work groups developing objectives.
Nearly thirty community leaders attended and provided advice and
recommendations regarding objectives, indicators and issues.

In order to obtain a broader range of information, focus groups
were organized at each of the community centers (Asian, Hispanic,
Indian and Malone). At the focus groups for the Asian and Hispanic
communities, interpreters were present. In addition, two focus
groups were held with people with disabilities. Over one hundred in-
dividuals participated in the focus groups. Summaries of all the infor-
mation collected through the above means were shared with all work
groups and are summarized in the chapter, Health Disparities.

Maintaining a Dynamic Process

Healthy People 2010 for Lancaster County has been designed as a ten
year, dynamic community process, for which this document (pub-
lished in January 2000) marks an important beginning. Bringing to-
gether stakeholders and setting objectives to achieve by the year
2010 was the first step. Actually achieving these targets and improv-
ing the health status for all residents of Lancaster County will require
on-going cooperation, collaboration, creative partnerships and com-
mitment from all sectors of the community.

Work is still needed to develop strong mechanisms for: (1) planning
and sustaining community initiatives to achieve target objectives, (2)
ongoing community monitoring of progress toward achieving objec-
tives, and (3) data collection and maintenance of community health
status information so that ongoing monitoring and planning can oc-
cur.

As a part of these processes, work is also needed to develop a
clearer community vision concerning the connection between health



and the broader social and economic fabric of the community. How
does community health status, health behavior, and a healthy envi-
ronment relate to “quality of life” and visa-versa? What “upstream”
causes need to be addressed in order to achieve our goals for a
healthy community? Additional issue identification and objectives
development is needed for Healthy People 2010 to effectively address
these and similar questions.

Reporting and Assessment Infrastructure

To support this on-going effort, it will be necessary to routinely col-
lect, analyze and report data about the health status of residents of
Lancaster County. Routine monitoring of progress toward meeting
the Healthy People 2010 objectives is a critical element for success. To
increase access to the information, Healthy People 2010 will also be
released on the city’'s web site on January 28, 2000 (http:/
interlinc.ci.lincoln.ne.us/city/health/index.htm). During the next year,
the Health Department will update the Healthy People 2010 report as
new information becomes available.

Updates anticipated in 2000

¢ During the development of Year 2010 Objectives for Lincoln and
Lancaster County, data on Nebraska objectives for the year 2010
was not available. The state will complete their planning process
sometime in 2000. When that information is available, the tables
displaying current data and objective comparisons will be up-
dated.

+ Updated data will be available from the 2000 Minority Behavior
Risk Survey and the 2000 Adult Behavior Risk Survey, as well as Vi-
tal Statistics, Injury Surveillance, Youth Risk Behavior Survey and
numerous other datasets on which new data is collected on a peri-
odic basis. When analyses are completed, relevant data tables will
be updated. New measurement strategies and data collection
tools also need to be planned and implemented in order to mea-
sure objectives for which no current data exist.

+ As a result of the extensive community involvement in this process,
it became apparent that Mental Health is an area of significant con-
cern. The Community Mental Health Center of Lancaster County
has agreed to take the lead in developing objectives for the year
2010 for this area. When this chapter is completed, it will be posted
on the website and available in print (estimated date: April/May
2000).

* A report summarizing and prioritizing the needed improvements
in the public health infrastructure in the community will be issued
by the Board of Health.



2001 and beyond

¢ The Health Department plans to provide regular health status
progress reports on all indicators in Healthy People 2010. A report-
ing website will be established and updated at least annually.

+ Expanding upon this, the Department plans to develop user
friendly webpages with a myriad of health data about Lincoln and
Lancaster County. This will make important health information
available to all the individuals, groups and organizations who are
working to achieve the Healthy People 2010 Objectives.

Organization of this Document

Each of the 21 chapters in this document (except Health Disparities)
is organized into six sections: Indicators/Objectives for 2010, Health
Implications, Current Status and Trends, Health Disparities, Public
Health Infrastructure, and Recommendations.

Table 1 for each chapter is a list of the key health indicators related
to that topic area. Data is provided regarding current status in Lan-
caster County, Nebraska and United States. The target objective for
2010 is also identified for local, state and nation. At this time, the
target objectives for the state are not available, so this column has
dashes in place of data. Some of the indicators are developmental.
They represent objectives that are key to improving health status in
that area but for which baseline data does not exist. One of the infra-
structure issues that will be tackled in the next several years is devel-
oping mechanisms for obtaining this baseline data.

The Health Implications and Current Status Sections include brief
discussions of the issues and concerns each topic area represents for
Lancaster County. Existing disparities in health status are described in
the Health Disparities section. Public Health Infrastructure is a brief
description of key capacity issues for public health infrastructure. Fi-
nally, the Recommendation Sections include suggestions regarding
how to begin to address the problems identified and launch needed
efforts to reach the target objectives by the year 2010.

We invite all residents of Lincoln and Lancaster County to join to-
gether and make our community the healthiest in the nation.



Health Disparities

Goal for the Year 2010: Eliminate health disparities for racial and
ethnic minorities, women, people with low incomes and people with

disabilities.

Overview

Race, ethnicity and income are signifi-
cantly associated with health disparities
in Lincoln and Lancaster County as well
as the state and nation as a whole. The
national Healthy People 2010 has
established two overarching goals:
increase quality and years of healthy life
and eliminate health disparities. The
Lincoln-Lancaster County Board of
Health and the Healthy People 2010
Community Steering Committee em-
braced these goals for Lancaster County
in January 1999.

Eliminating disparities is a bold step
forward from the goal of Healthy People
2000, which was to reduce disparities in
health status, health risks and use of
preventive interventions among popula-
tion groups. Thus, in the Healthy People
2000 process, special population targets
were established for racial and ethnic
minority groups, women, people with
low incomes, people with disabilities,
and specific age groups.

In the Healthy People 2010 process,

a single target objective is set for each
indicator for all relevant populations.
An objective will not be considered
achieved unless it is achieved for all
population groups.

Eliminating disparities by the year
2010 will require new knowledge about
the determinants of disease and effec-
tive interventions for prevention and
treatment. It will also require improved
access for all to the resources that
influence health. Reaching this goal will
necessitate improved collection and use
of standardized data to correctly identify
all high-risk populations and monitor
the effectiveness of health interventions
targeting these groups. Research is
needed to better understand the rela-
tionship between health status and
income, education, race and ethnicity,
cultural influences, environment, and
access to quality medical services. This
will help us acquire new insights into
eliminating the disparities and develop-
ing new ways to apply our existing
knowledge toward this goal.

Achieving the goals of eliminating
health disparities and increasing quality
and years of healthy life will require a
national, state, and local commitment
to identify and address the underlying
causes of higher levels of disease and
disability in racial and ethnic minority
communities. These include poverty, lack
of access to quality health services,
environmental hazards in homes and
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neighborhoods, and the need for
effective prevention programs tailored
to specific community needs as well as
the underlying or pervasive effects of
racism.

To be successful in meeting this
challenge, intentional privilege may be
necessary to assure that minorities get
appropriate and necessary health care.
The goal is not just to decrease dispari-
ties but to increase quality and years of
healthy life for all populations.

In some cases, achieving the Healthy
People 2010 objectives will not be
possible without success in improving
health status for special populations. For
example, in order to effectively reduce
the rate of low birth weight infants or
teen births requires an emphasis on
minority and low-income women and
families. To change the proportion of
adults as well as the proportion of youth
who smoke requires efforts targeted to
youth.

In this chapter, you will find a sum-
mary of key disparities in health status.
These are discussed in more depth in
every chapter of the document.

What you will not find are different
targets or objectives for minority popu-
lations. Instead, the intent is to identify
the magnitude of disparity and to
regularly report on progress toward
narrowing the gap. Over the next ten
years, annual reports will be issued
showing progress toward the ultimate

goal of eliminating the disparities (gap).

Several indicators do not yet have
data available to specifically identify
differences by race or ethnicity. These
indicators are very important to tracking
the health of a population. Data is
currently being collected for two indica-
tors through the 2000 Minority Behavior
Risk Factor Survey and the 1999 Adult
Behavior Risk Factor Survey. The 2000
census data is expected to have suffi-
cient information to calculate age-
adjusted and poverty rates by age, sex,
and race. And finally, new sources of
data are being developed to track
progress in oral health and immuniza-
tions in minority populations.

Table 1 contains a summary list of key
indicators which most effectively illus-
trate existing disparities associated with
race and ethnicity. The table will show
the current gap between the highest
rate and the lowest rate. The sub-
populations (White, Black, Asian,
Hispanic and Native American) with the
highest and the lowest rates are identi-
fied. For several indicators, data is
currently not available to distinguish
rates for each of the minority sub-
populations. In those cases, the rates
are shown for white and minority
populations.

Table 2 presents the most recent
Lancaster County data for these indica-
tors selected by each major ethnic and
racial group.

Population demographics

The racial and ethnic fabric of Lincoln
and Lancaster County has undergone
rapid change in recent years. Once a
predominantly White community, the
population is now more diverse and
multiethnic. Racial and ethnic minorities
are currently estimated to be slightly less
than ten percent of the county popula-
tion. In the past ten years, Lancaster
County has experienced a population
growth (12.2%). The percent of increase

in the minority population (51.0%) was
over six times greater than the percent
of increase in the white population
(8.4%).

Between 1990 and 1998, 4,777
refugees were resettled in Lincoln and
Lancaster County. Over half of the
refugees resettled were from Asia,
which included: 2,036 Vietnamese, 936
Amerasians, and 67 Laotians. People
from Iraq and Bosnia/Herzegovina and



Table 1. Health Disparities

Disparities in health status associated with race and ethnicity
(degree of disparity is the gap between the highest and lowest rates)

Gap High Rate Low Rate

Age-adjusted diabetes deaths per 100,000 population1 43.3 55.9° Minority 12.6° White
Age-adjusted breast cancer deaths per 100,000
population4 - - -
Age-adjusted coronary heart disease deaths per
100,000 population’ 246.9 335.9° Minority 89.0° White
Percent of adults overweight -- - -
Gonorrhea incidence in persons 15-24 years of age
per 1,000 population 31.1 32.2" Black 1.1 White
Percent of adults who smoke cigarettes 22.7 44.2° Native American 21.5° Asian
Percent of persons aged 18-25 reporting binge drinking 51.9 72.4° Hispanic 20.5° Black
Infant deaths per 1,000 live births 10.5 16.9'° Black 6.4 White
Percent of births that are low birth weight 7.8 14.1"° Black 6.3 White

6.4"° Asian
Percent of mothers not receiving first trimester 35.8" Black
prenatal care 21.1 34.2° Native American 14.7° White
Percent of children aged 19-35 months who are
adequately immunized -- - -
Percent of persons aged 65 and older receiving
pneumonia and flu immunizations -- - -
Percent of women not receiving cervical cancer
screening within the past three years 14.7 95.9° Asian 81.2° White
Percent of women not receiving mammography
screening for persons 40 and older within the past 63.6 Hispanic
two years 25.2 88.9° Asian 65.5° White
Percent of adults without health insurance coverage 37.0 46.1° Native American 9.1° White
Percent of adults who report that they have been
told they have hypertension 15.1 22.8° Black 7.7 Asian
Percent of adults who report that they have been 24.0° Hispanic
told they have high cholesterol 9.6 23.6° Black 14.4° Asian
Percent of adults who report that they have been
told they have diabetes 11.9 15.8° Black 3.9° White
Suicides per 100,000 of population 4.1 10.9° White 6.8° Minority
Percent of school children aged 6-18 who have not
seen a dentist in the past 12 months - - -
Percent of children under age 18 who live in poverty -- - -
Average age of death for females 26.6 77.5"° White 50.9' Hispanic
Average age of death for males 20.8 69.1"° White 48.3"° Asian
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A-6 Health Disparities

other former Soviet lands were also
among the leading nationalities being
resettled.

The number of students taking
English as a second language increased
261% during these years. In the 1997-
1998 school year, at least 35 primary
languages were used by children in the
ESL program. Nearly 80% of these
students spoke either Vietnamese,
Spanish, Arabic or Russian.

Even more substantial than overall
minority population growth in the
county from in-migration has been the
increase of minority population births.
The annual number of minority resident
births increased from 235 births in 1987
to 457 births in 1997. The percentage of
total births that are of minority race or
Hispanic ethnicity increased from 7.8%
in 1987 to 14.2% in 1997. Black, Native-
American, Asian and Hispanic popula-
tions in Lancaster County experienced
significant increases in the number of
infants born every year between 1987 to
1997. Of these populations, Hispanics
had the largest increase in annual births
(125.0%) during this period, followed by
Asians (61.2%) and Blacks (46.3%). In
1987, the Black population had the
largest number of annual births of all
racial and ethnic minorities, but by
1997, Asian and Hispanic births had

both grown to exceed the number of
Black births.

Income also has an independent and
significant impact on health. In Lan-
caster County minority populations are
five times more likely to live in poverty
than the White population. Large
proportions of Lancaster County women
lack health insurance — particularly
minority women (one in three) and low-
income women (one in five). Lancaster
County has seen increases in three
demographic factors that have an
important impact on health care access,
ethnic diversity, poverty and female-
headed households. Large proportions
of female-headed households live in
poverty (one in four), especially those
with children (one in three). One-half of
female-headed minority families live in
poverty — more than twice the percent-
age for White female-headed families
(22%). The majority (71.5%) of female-
headed minority families with children
younger than five years old live in
poverty compared to 40.7% of White
families with similar characteristics.
Among female headed households and
female-headed households with chil-
dren, Hispanic households are most
likely to be in poverty (80.3%), followed
by Native-American (77.8%) and Black
households (45.2%).

Health Status

The disparities in health status that are
associated with race, ethnicity and
income are discussed throughout the
Healthy People 2010 document. Each of
the following chapters has a section
titled Health Disparities. The following
bulleted statements summarize key
disparities identified and discussed in
more depth in these chapters.

+ In Lancaster County, infant mortality
(IMR) is higher than the minority
population than the White popula-
tion, but this difference is not statisti-

cally significant, due to the relatively
small number of minority deaths
involved. (IMR for 1989-1996)

9.6 deaths per 1,000 births for
minority population

7.3 deaths per 1,000 births for White
population

+ The higher infant mortality rate in the
minority population is entirely attrib-
utable to high infant mortality in the
Black population. (IMR for 1989-
1996)
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18.4 deaths per 1,000 births for Black
population

In contrast to overall decreases in
infant mortality, the percentage of
infants born with low birth weight
(LBW) has gradually, but steadily
increased. In Lancaster County, the
percentage of low birth weight
infants reveals a statistically signifi-
cant increase from 5.3% in 1991 to
6.9% in 1995. Low birth weight is
more prevalent among minority than
among White infants. (LBW for 1989-
1996)

8.8% of all minority infants
5.5% of all White infants
13.7% of all Black infants

In Lancaster County, White women
are significantly more likely than
minority women to receive first
trimester prenatal care. (1989-1996)

87.4% of White women
76.9% of minority women

Native-American and Black mothers
are the least likely to receive first
trimester prenatal care (64.3% and
67.4% respectively in 1989-1996).

+ The average age of death (1991-

1995) for racial and ethnic minority
females (57.5 years) in Lancaster
County is approximately 20 years
younger than for White females (77.0
years). This is a larger disparity than
the 17.1 year difference between
White males (68.9 years) and non-
White males’ (51.8 years) average age
of death.

+ Among women 50 years and older,

37.7% of White women, 34.9% of
racial and ethnic minority women
have had an age-appropriate mam-
mogram. (1994)

Age-adjusted death rates by racial
group are difficult to calculate for
Lancaster County due to small popu-
lation and case sizes involved. But in

Nebraska, age-adjusted death rates
for heart disease and stroke are
significantly higher for Black and
Native-American populations than for
the White population.

Local behavioral risk factor survey
data for both minority and general
populations (1993 and 1994) demon-
strate vivid contrasts in cardiovascu-
lar-relevant behaviors, screening
indicators, and health care system
access in Lancaster County.

1. Smoking, binge and heavy drink-
ing, and lack of exercise are more
prevalent among in the minority
population than in the White popula-
tion. Elevated smoking prevalence
stands out among Black adults, while
binge and heavy drinking is signifi-
cantly elevated for all minority groups
in comparison to the White popula-
tion. Exercise rates are lowest among
Blacks and Native Americans.

2. Native Americans were more likely
than any other major racial group to
have been told that they have high
cholesterol, both as a percentage of
total respondents and as a percent-
age of those who had ever had their
cholesterol checked.

3. Hispanic and Native Americans
were less likely than Whites to report
having had their blood pressure
checked during the past year, and
Blacks were most likely to have been
told that they have high blood
pressure.

4. Hispanic, Native Americans and
Blacks were more likely than Whites
to report that they had been told they
had diabetes.

5. In 1994, 17.2% of the racial and
ethnic minority population reported
not accessing care in the prior year
because of cost compared to 8.5% of
the White population.
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6. Hispanic, Black, and Native-
American respondents (BRFS) were
far more likely to report lack of health
care coverage and inability to see a
doctor due to cost.

7. Native Americans were most likely
to report not having had an annual
checkup and difficulty obtaining
transportation for care.

8. Black respondents were most likely
to report that racial and ethnic origin
is a barrier to receiving services.

9. Hispanic and Native-American
respondents were most likely to
report that their fair or poor English
language skills prevented them from
receiving health care services.

10. The prevalence of obesity is
particularly high in minority popula-
tions, especially among women and
low-income persons. Currently, about
47% of Hispanic and 49% of Black
women are classified as overweight.

11. Childhood obesity has been
increasing since the 1970s, with the
result that 21% of all 12 to 19 year-
olds are now seriously overweight.

12. Disparity in access to care most
affects young adults between the
ages of 18 and 24.

13. According to the YRBS, during
the past ten years minority or His-
panic students have consistently
reported greater rates of use for
marijuana and “other illegal drugs”
than have their White counterparts.

Many poorer and less economically
developed neighborhoods in Lan-
caster County have higher percent-
ages of ethnic and minority popula-
tions than other areas of the county.
Higher concentrations of alcohol
outlets are typically found in these
poorer neighborhoods. Evidence
shows that areas with greater alcohol
outlet densities have greater alcohol-

related crashes, assaultive violence,
youth violence, and alcohol-related
pedestrian injuries.

The rate of asthma hospitalizations in
1995 showed increases over the
baselines of 188 per 100,000 for two
special population groups — Blacks
and all children aged 14 and younger.

Young children who are poor are
disproportionately exposed to sources
of lead poisoning and are found to
have elevated blood lead levels due to
living conditions in old rental proper-
ties or poor-lifestyle environments.

The national mortality rate from
cardiovascular disease (CVD) (1995)
shows that Blacks have a 40% higher
CVD mortality rate than the White
population whose disease mortality
rate is 40% higher than the Asian
population.

Women who have had a heart attack
have poorer health outcomes in
general than males who have had a
heart attack.

Nationally, age-adjusted stroke
mortality is almost 80% higher in
Blacks than in Whites and about 17%
higher in males than in females.
Moreover, age-specific stroke mortal-
ity is higher in Blacks than in Whites
in all age groups up to age 84 and
higher in males than females
throughout all adult age groups.

In Nebraska, the cancer mortality rate
continues to be higher among Blacks
than the rates for people of all other
races or ethnic origins (1988-1992).
The incidence of cervical cancer is
higher in both Hispanic and Vietnam-
ese populations than in the White
population nationally.

The prevalence of diabetes is greater
in ethnic minority populations includ-
ing Black, Hispanic, Native-American
and Asian groups. Furthermore, these
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populations are also at greater risk of
developing complications associated
with the disease.

Nationally, among children aged 6-8,
72% of Native-American/Alaskan-
Native children, 50% of Hispanic
children, 34% of Black children, and
31% of all children experience un-
treated dental decay.

National survey results show that
20% of children from families with
low incomes and 43% of children in
some Native-American populations
have baby bottle tooth decay (early
childhood caries).

Recent national studies have dis-
closed that the overall dental health
status of older adults is not good,
and that poor oral health is a barom-
eter for general health problems in
this population.

Despite a general reduction in tooth
loss in the nation’s adult population,
25% of Native Americans and Alaska
Natives aged 35 through 44 have

fewer than 20 natural teeth; among
those aged 55 and older, nearly 75%
have fewer than 20 natural teeth.

Nationally, prevalence of gingivitis is
high among Hispanics, Native Ameri-
cans, and adults with low incomes.
The prevalence and severity of peri-
odontal disease increases with age
and varies by socioeconomic status.

Only about half of the people with
oral or pharyngeal cancer survive
more than 5 years. Tobacco use,
especially when combined with heavy
alcohol use, is the major risk factor
for more than 75% of oral and
pharyngeal cancer in the United
States. Minorities experience worse
outcomes, i.e., Blacks have a much
poorer 5-year survival for oral and
pharyngeal cancer than Whites (31%
vs. 55%). Blacks are less likely than
Whites to have regular dental visits.

When disasters strike a community,
those citizens who are at greatest risk
are sensitive populations, the home-
bound, the frail, and the elderly who
cannot adequately protect them-
selves. (The sensitive populations
include people in facilities like hospi-
tals, prisons, nursing homes,
churches, schools and recreation
facilities, any other place where
people rely on others to determine
their safety).

Nationally there has been a signifi-
cant increase in the number of foods
imported into the United States.
However the present resources for
inspection and sampling of the
imported foods has not kept up with
the demand. The probability is
therefore increased that the imported
food has been processed in a way
that is not equal to standards set by
United States Department of Agricul-
ture. Because a majority of this food
is consumed by racial and ethnic
minorities, it could cause an increased
probability for foodborne illness.

“Environmental Health Hazard Risks
In The Minority Community,” a study
done by the LLCHD in 1997 revealed
the following influences on the risk of
exposure to toxic and hazardous
materials in the minority populations
in Lincoln:

1. The use of hazardous materials for
purposes other than their intended
use. An example is using gasoline for
cleaning car parts.

2. Accumulation of hazardous
materials as a form of wealth.

3. Consumption of fish from water
sources that may contain toxic
pollutants. Increased health risks are
posed to the Asian population by
significantly higher consumption
(daily) of fish and reliance on fishing
from local water bodies.
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4. Distrust of the safety of public
drinking water.

5. Lack of familiarity with public
facilities for hazardous waste dis-
posal.

Although childhood immunization
rates have been historically lower in
minority populations, there has been
a significant narrowing of the gap.

Tuberculosis occurs at higher rates in
refugee populations from areas of the
world where it is endemic.

Unintentional injuries are the second
leading cause of death for Native-
American men and the third leading
cause of death for Native-American
women.

Among children, ages 14 and under,
Native-American children have the
highest unintentional injury death
rate in the United States and are two
times more likely to die from uninten-
tional injury than White children.
Factors that contribute to higher
death and injury among Native-
American children are more strongly
associated with economic conditions
than culturally-based differences in
parenting.

Black children aged 14 and under
have the second highest uninten-
tional injury death rate in the U.S.
and are 1.7 times more likely to die
from unintentional injury than White
children.

Children aged 10 and under are
injured from falls at a rate of about
twice that of the total population.
Black children aged 14 and under
have a fall-related death rate that is
one and a half times higher than that
of White children.

Black children are more than three
times as likely and Native-American
children are more than two times as
likely as White children to die in a

fire. Children aged 4 years and under
and children with disabilities are at
the greatest risk of burn-related death
and injury.

In Lancaster County, the White
population has a suicide rate of 12.9
compared to the Black rate of 10.0;
Native American, 9.7; Asian, 9.6; and
Hispanic, 8.0. (1997)

Although Black youths have histori-
cally had lower suicide rates than
have Whites, during 1986-1995, the
suicide rate for Black youths, aged
10-19 years, increased from 2.1 to
4.5 per 100,000 population —a 114%
increase. Suicidal behavior among all
youths has increased in the U.S.
during 1980-1995; however, rates for
Black youths have increased more.

Despite having more problematic
health conditions on average, older
racial and ethnic minority individuals
are less likely than nonminority elders
to have health insurance or to visit a
doctor.

Barriers to health improvement for
certain ethnic groups include the
inability to speak or read English,
illiteracy in their native language, and
a lack of interpreters or bilingual
health-care professionals. Lack of
knowledge about where and how to
access needed services and difficulties
in using services because of distance,
lack of transportation, or physical
impairment also exist.

The percentage of White births that
are teen births has gradually declined
in recent years (1987-1995), while
the percentages of Asian, Hispanic,
and Black teen births have gradually
increased.

Some sexually transmitted disease
rates are disproportionate in some
minority communities, for example
AIDS cases in the Black and Hispanic
populations are at higher rates than
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their respective percent of the total
population. In Lancaster County, 17%
of AIDS cases reported were among
people of color. The percent of HIV
cases reported in Lancaster County
among people of color is 24%.

+ Large disparities still exist, especially
among young people. In 1997, more
than 3% (greater than 3,000 per
100,000 population) of young Blacks
(15 to 24 year old) had gonorrhea.
This compares to 130 per 100,000 for
Whites 15 to 19 years old and 104 for
Whites 20 to 24 years old. In 1998,
young Blacks (15-24 year old) ac-
counted for 19% of all reported
gonorrhea cases in Lancaster County,
while young Whites accounted for
29% of reported gonorrhea cases.

+ National data from 1995 reveal
several disparities in smoking preva-
lence among adults. Men (27.0%) are
significantly more likely to smoke
than women (22.6%). Native Ameri-
cans/Alaska Natives (36.2%) are more
likely to smoke than other racial and
ethnic groups.

+ Among adolescents, smoking rates
differ between Whites and Blacks. In
the 1980s, Black youth showed

markedly lower rates of smoking than
rates among White teens which were
more than three times higher. In
recent years, smoking has started to
increase among Black male teens but
Black female teens continue to have
smoking rates considerably lower.
Data from the national YRBS indicate
that in 1997, 40% of White high
school females were smokers com-
pared to 17% of Black high school
females.

+ Smokeless tobacco use among
adolescents also differs significantly
by students’ gender and race. In
1997, 15.8% of male high school
students used smokeless tobacco,
compared to only 1.5% for female
high school students. Smokeless
tobacco use was 12.2% for non-
Hispanic Whites, 2.2% for Blacks, and
5.1% for Hispanics.

+ Because refuse service is not auto-
matic nor required for single family
homes or duplexes, many rental
residences do not have refuse service.
This most strongly affects the minor-
ity and low-income populations in
Lincoln.

Community Input

Over the last five months, meetings and
focus groups have been held with
representatives of four minority groups
(Asian, Hispanic, Black and Native
American) and people with disabilities.
Their insight and feedback has been
invaluable to identifying and describing
concerns and issues of disparities in
health. Some of this feedback is dis-
cussed below.

Minority community leaders reminded
participants that statistical information
is not the only or even the most reliable
source of information about a popula-
tion. It is even more important to

understand what the data means, what
the implications are and what can be
done. Economic status and political
power are most critical to changing
health status.

Cultural wisdom and knowledge has
rarely been valued by the health care
community according to many of the
participant in meetings and focus
groups. The health care system generally
has tried to make minority people fit
into the health care system box. With
the changing population dynamics of
this community, it is important for all of
us to learn to do business outside of this
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box. Culturally competent care needs to
be routinely available in Lancaster
County.

Ignorance, insensitivity, mistreatment,
indifference, and discrimination are
adjectives used by many respondents in
describing their experiences with the
health care system in our community.
The inability to communicate (to under-
stand and be understood) across lan-
guages and across cultures was cited
often.

Several examples of problems experi-
enced by people of color when medical
care is primarily focused on serving
Euro-Americans include: delayed diag-
nosis of certain conditions; inability to
identify rash illnesses for person of
color; and inadequate information
about how to care for skin and hair of
black infants. A group of black women
all shared their common frustration and
experience of questions from hospital
staff when their children were born.
Because a black newborn child’s skin is
usually much lighter at birth, hospital
staff would ask often the mothers who
the father really was.

Another area of concern raised was
whether specific conditions are recog-
nized or diagnosed in a timely manner.
Many immigrants come from parts of
the world where tuberculosis and other
infectious diseases are endemic. These
individuals may not only have active
disease but may experience secondary
and tertiary consequences of those
diseases many years later. Because the
initial infection is usually treated imme-
diately in this country, some individuals
experience lengthy delays and signifi-
cant difficulty in getting appropriate
treatment for the longer term effects.

Individuals from Hispanic, Native-
American and Asian communities
discussed the need for more effective
education about risk factors and how to
prevent disease. They were very con-
cerned about the lack of knowledge in
their families and communities regard-
ing prevention of chronic disease. They

also described the struggle of adapting
cultural patterns of eating and activity in
a predominately white community. They
perceived a lack of interest in physical
activity or exercise that was not a part
of work. Risk of obesity was small in
traditional or home cultures when
people had physically demanding work
and ate a diet light in meat. That is
changing as they adapt to the American
style of life.

The high risk for chronic diseases
such as cardiovascular and diabetes in
Black and Native-American populations
was discussed. Respondents were
concerned about a lack of screening
activities; lack of knowledge within the
population about the need to be
screened and how to reduce risk; and
difficulty getting the appropriate level of
care once a condition was identified. In
the Asian population, the difficulties
overcoming cultural factors for women
to be screened for breast and cervical
cancer were identified. Hispanic women
discussed their concerns about finding
ways to persuade their husbands and
fathers to use the health care system.
They described a strong cultural tradi-
tion (machismo) for men to ignore
physical problems of their own and
concentrate on supporting and taking
care of the family.

Keen interest was expressed by many
in increased availability of opportunities
for physical activity, especially for
children and youth, in schools and in
the community. Membership in health
clubs and regular opportunities for
exercise for adults was desirable but
seemed out of reach to most of the
respondents.

Concern was expressed about the
density of alcohol and tobacco outlets in
the low-income areas of town. The
perception of many respondents was
that the increased density sends the
wrong message to their young people
and increases access for young people
to those products.

Discussion of problems with commu-
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nication focused on translation and
interpretation. Many individuals ex-
pressed concern about the accuracy,
sensitivity and trustworthiness of the
interpreters. In one focus group for the
Hispanic community, participants
recommended more emphasis on
teaching adults to speak English so they
could represent themselves. In other
groups, participants recommended
setting standards and providing training
for individuals who would provide
interpretation services for people in
medical and health care settings.

While access to care was identified as
problematic for all types of health care,
two areas of particular concern were
identified. Mental health services and
oral health services are not readily
accessible by most low-income individu-
als. And within most minority communi-
ties, there is an added barrier of percep-
tion that it is not needed. However,
community leaders in all four minority
groups identified culturally appropriate
mental health services as a growing and
critical need.

When discussing lack of health care
coverage, two groups were identified by
respondents as having greater difficulty
than others: (1) men between 18 and 40
years of age and (2) immigrant elders
who did not qualify for Medicare. There
are currently insurance programs that
cover most children and many women
but there is nothing for men if their
employment does not include health
insurance. Many immigrant elders do
not qualify for Medicare and cannot find
employment which would include health
insurance.

Both community leaders and focus
group respondents discussed concern
about how funding for services to

minorities was distributed. Many ex-
pressed a desire to see more commu-
nity-based programs that were devel-
oped and implemented within their own
community.

Two of the focus groups highlighted
problems specific to persons with
disabilities. These included transporta-
tion for medical and other needs and
barriers created by lack of curb cuts or
curb cuts that are improperly designed.
Inadequate availability of assisted living
facilities was also identified. And they
pointed out that many shopping and
recreational facilities do not have
adequate handicapped accessibility.

Concerns about environmental
hazards were discussed. Many centered
on conditions of rental housing in low-
income areas. The lack of control and
inability to get landlords to fix roofs,
repaint, provide trash pick-up, and clean
up unsafe conditions is a serious con-
cern. Long-time residents in low-income
areas of the community also shared
their general distrust of government at
all levels. They cited examples which
included their experience the North East
Radial issue. According to one minority
leader, “Trust is critical if you want
residents to understand potential
environmental risks. You have to find
the individual(s) within each culture
who are trusted and respected if you
want environmental health information
and education to be accepted.”

Trust, sensitivity, cultural competence,
better representation of minorities in
the health care work force, greater
accessibility to health care, transporta-
tion, better housing, and respect were
repeatedly emphasized by all partici-
pants in minority feedback meetings
and focus groups.
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Recommendations

These are general recommendations in
addition to the specific recommenda-
tions found in each of the following

+ Incorporate education about cultural
sensitivity into all aspects of educa-
tional programs for healthcare

chapters:

*

Identify, develop and implement
adequate data sampling and survey-
ing to track health status of minori-
ties in Lancaster County. Develop
analysis and public health comment
with the input of advisory groups
representing all four minority groups.
Adopt standards for cultural compe-
tence in health care organizations
and facilities throughout the commu-
nity.

Increase the proportion of health care
providers who are members of
minority communities.

Develop standards and training for
translators and interpreters who
provide translation for medical or
health care services.

Assure that routine preventive health
screenings are implemented for those
populations most at risk. Educate
medical professionals from the
student to the community practitio-
ner regarding risk and need for
regular screening of these high risk
populations.

providers. Recruitment of medical-
school candidates from a variety of
cultures can enhance the medical
profession in terms of education,
information, and the practice of
cultural sensitivity.

Educate consumers so they become
active participants in determining
their health care status, choices, and
options.

Establish a minority advisory commit-
tee to work with the Health Depart-
ment, Board of Health, Community
Health Partners, City, County, and
other entities to develop approaches
to meet the community health
objectives for 2010.

Rely on minority populations for
planning and implementation of
health delivery services. Make funding
and service decisions with, not for,
the communities served. Assist
minority communities to identify and
obtain funding and other resources.
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Tables 1-2

1.
2.

Diabetes defined as ICD code 250.
Lincoln-Lancaster County Health Depart-
ment, Vital Statistics data, 1998.
Currently no data source. Age-adjusted
rates are currently calculated using 1970
national census data as the baseline
population. The racial and ethnic break-
downs from the 1970 census are not
available.

Breast cancer defined as ICD code 174.
Coronary heart disease defined as ICD
codes 402, 410-414, and 429.2
Currently no data source. Data will be
available from the 1998 Behavioral Risk
Factor Survey and 1999 Minority Behavioral
Risk Factor Survey.

Lincoln-Lancaster County Health Depart-
ment, Sexually Transmitted Disease
Surveillance data, 1994-1998.

8.

10.

11

12.

13.

14.

15.

16.

Lincoln-Lancaster County Health Department,
Behavioral Risk Factor Survey, 1994.
Lincoln-Lancaster County Health Department,
Minority Behavioral Risk Factor Survey, 1994.
Lincoln-Lancaster County Health Department,
Vital Statistics data, 1994-1998.

. Nebraska Health and Human Services System,

Immunization Program report, 1999.
Currently no data source. Data source will be
developed in 2000.

Lincoln-Lancaster County Health Department,
Behavioral Risk Factor Survey, 1999.

Lincoln Public Schools, Screening Report,
November 1999.

1995 Small Area Poverty Estimates, U.S.
Census.

Lincoln-Lancaster County Health Department,
Vital Statistics data, 1993-1997.



Maternal and Child Health

Health Objectives for the Year 2010: Improve maternal health and
pregnancy outcomes and reduce rates of disability in infants, thereby
improving the health and well-being of women, infants, children, and

families in Lancaster County.

Health Implications

As the twentieth century ends, technol-
ogy, economic resources, and education
levels are primary factors that must be
addressed to achieve desired outcomes
for maternal, infant, and child health.
Technological and health-research
breakthroughs have brought about
improvements in preconception, prena-
tal, and postnatal care. However, the
problem of health disparities remains
the primary issue for improvement of
maternal and infant health. These
maternal/child health disparities are
pronounced between white and non-
white women, with the poorest out-
comes seen among the youngest moth-
ers.!

Despite the best efforts of health care
providers, complications of pregnancy
do arise and may lead to fetal or neona-
tal death. The leading causes of infant
death include birth defects, Sudden
Infant Death Syndrome (SIDS), prematu-
rity, and low birth weight. Although the
exact cause of SIDS is unknown, a
significant decrease in the number of
SIDS deaths has occurred nationally
since the implementation of the “Back
to Sleep” campaign, which encourages
caretakers to place infants only on their
back or side to sleep. Although the

campaign has proven successful, some
minority cultures are having difficulty
adjusting to the new method based on
heritage and history.’

Prematurity and low birth weight
continue to be leading causes of infant
death and disability. Infants born with
lower than normal birth weight are
more likely to experience neonatal
death, developmental and neurological
disabilities, and other complications.
Compared with infants of normal birth
weight, low birth weight (LBW) babies
are five to ten times more likely to die
during the first year of life. A dispropor-
tionate number of infants born to
minority parents are born prematurely
and/or of low birth weight. Through
inroads made in medical technology and
treatment, significant numbers of
preterm infants are living today that
would have died ten years ago. For
many infants now surviving complicated
and often fragile neonatal periods, the
lifelong implications of being born too
early result in disability, which in turn
has an impact on the emotional and
financial status of the family as well as
the community’s ability to meet the
growing needs for these children and
their families. Continued follow-up and
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study of the outcomes of preterm, low
birth weight infants’ growth and devel-
opment are necessary.

Prenatal care is an essential compo-
nent of a positive birth outcome.
Prenatal care ensures proper education
and early detection of risks, which may
impact the pregnancy and birth out-
come. Health providers are better able
to decrease infant mortality, low birth
weight, very low birth weight, and
neural tube defects as well as other
complications by monitoring women
with high-risk pregnancies. Pregnant
women are more apt to have better
pregnancy outcomes if risks can be
detected early. Consistent with national
trends, Lancaster County reports minor-
ity women generally enter prenatal care
later than white women.2

Preconception counseling regarding
maternal health conditions such as
diabetes, phenylketonuria, Rh-negative
blood type, epilepsy, and chronic
hypertension as well as environmental
health risks is essential for the birth of a
healthy baby. Preconception counseling
on proper nutrition (including the folic
acid intake), and the effects of tobacco,
alcohol, and drug use as well as the
promotion of early entry into prenatal
care has the potential to significantly
improve pregnancy outcomes. For
example, adequate intake of folic acid
prior to or beginning early in pregnancy
could decrease the incidence of spina
bifida and other neural tube defects by
50%." Currently there is no data to
identify the number of physicians in
Lincoln-Lancaster County who routinely
discuss pre-pregnancy issues with their
patients.

As many as 20% to 30% of the low
birth weight infants born in the United
States can be attributed to tobacco,
alcohol, and illicit drug use." Tobacco
use during pregnancy has been linked to
low birth weight and very low birth
weight infants as well as fetal deaths
and a high prevalence of miscarriage.
The effects of alcohol use on the devel-

oping fetus include Fetal Alcohol Syn-
drome, Fetal Alcohol Effects, cerebral
palsy, and other birth defects. lllicit drug
use has been correlated with low birth
weight and very low birth weight
infants, neurological and developmental
impairments, decreased fetal growth,
and preterm birth, among other prob-
lems. Women using illicit drugs are more
likely to contract contagious diseases,
such as HIV and Hepatitis B, which put
the infant at greater risk. Use of com-
mon illicit drugs, such as cocaine or
marijuana, during pregnancy is associ-
ated with premature birth, impaired
fetal growth, and neonatal seizures.’

The negative effects of alcohol,
tobacco, and drugs as well as prescrip-
tion medications should be discussed
with women of childbearing age prior to
and during pregnancy in order to reduce
the number of infants with certain birth
defects and with low birth weights.
With respect to alcohol use, national
campaigns continue to assist in public
awareness, and physicians are increas-
ingly focusing on abstinence from
alcohol during pregnancy.

Preterm births are often an outcome
for women of less than ideal weight
during their pregnancy. Women within a
normal weight range are expected to
gain 25-35 pounds; women who are
overweight are expected to gain 15-25
pounds; and women who are under-
weight are expected to gain 28-40
pounds. Women having multiple births
are expected to gain the average weight
of an infant in addition to the expected
weight gain for their weight range.’

Prenatal care also affords the health
care worker an opportunity to discuss
the benefits of breastfeeding. Breast-
feeding is the optimal form of nutrition
for infants and can have positive effects
for both mother and child. Breastfed
infants tend to have higher 1Qs than
infants fed breast milk substitutes.
Infants who are breastfed for at least six
months have three times fewer ear
infections, five times fewer urinary tract
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infections, five times fewer serious
illnesses, and seven times fewer aller-
gies. Breast milk is much more easily
digested than formula and results in
decreased spitting up, constipation, and
diarrhea.?

The number of multiple-birth preg-
nancies has increased dramatically in the
past ten years.* The greater the number
of fetuses carried, the greater the risk
for preterm and low birth weight
babies. Efforts to enhance pregnancy
outcomes for multiple-birth pregnancies
has been aided by maternal steroid use
prenatally and the use of surfactant
after delivery. Nevertheless, continued
efforts are needed to enhance the
pregnancy outcomes of multiple-birth
pregnancies.

Current Status and Trends

Prenatal Care

In Lancaster County in 1998, 83.8% of
all pregnant women began prenatal care
in the first trimester, a rate similar to
national and state rates.>® Following
both national and state trends, early
entry into prenatal care was much lower
for minority women. In particular, 65.8%
of Native-American women and 64.2%
of African-American women received
prenatal care in the first trimester (see
fig. 1). Teen mothers also enter prenatal
care later than older mothers. The
recent decline in entry into prenatal care
in Lancaster County is reportedly being
attributed to the difficulty in obtaining
appointments until the second trimes-
ter.” Data will need to be gathered to
determine if the length of time required
to access prenatal care is a legitimate
factor for this decline.

Entry into prenatal care means entry
into traditional western medicine. Some
women may consider themselves “enter-
ing into prenatal care” by consulting a
maternal leader, cultural “healer,” or
using cultural medical practices in

relation to their pregnancy. This may
account for some of the disparity
between nonminority and minority
women with reference to entry into
traditional western medicine’s prenatal
care. Other disparities may also be
related the growing number of non-
English-speaking citizens in Lincoln and
Lancaster County. Issues related to
cultural needs and language translation
cause continued access problems for
some of these populations. See the
Access to Health Care and Health
Disparities sections for further discus-
sion.

Alcohol, Tobacco, and Drug Use
During Pregnancy

There are two important sources of data
on alcohol, tobacco, and drug use
during pregnancy. One is the birth
certificate, for which tobacco or alcohol
use is typically self-reported by the
mother. These statistics are considered
underreported, particularly for alcohol
and drug use.

1998 births data at the local, state,
and national levels all indicated a rate of
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1.2% of mothers reporting alcohol
consumption during pregnancy (see
indicators). Household surveys, the
second source, are considered a better
means of reporting alcohol use during
pregnancy. This is accomplished at the
national level by the National Household
Survey on Drug Abuse (NHSDA). The
relevant NHSDA indicator is alcohol use
during the past month of pregnancy,
and it stood at 21.3% in 1994-95. The
national objective is to reduce this
number to 5% (see indicators). There is
no comparable local or state measure to
the NHSDA. Accurate local rates of
alcohol use during pregnancy could be
obtained using a periodic household
health survey.

In 1998 in Lancaster County, 15.8%
of pregnant women reported smoking
during their pregnancy, compared to
16.3% statewide and 13.2% nationally,
again according to births data. National
NHSDA data indicate a much higher
rate of 21.5% of pregnant women not
abstaining from smoking during the
past month. The federal goal is to
reduce that number to 5% by the year
2010 (see indicators).

Along with alcohol use and smoking
figures, statistics on drug use during
pregnancy are largely based on maternal
self-reporting and are therefore likely to
be under reported. Fear of legal conse-

quences and concerns regarding child
custody may prevent a woman from
admitting drug use. Community aware-
ness campaigns are needed to continue
to promote abstinence from drug use,
especially during pregnancy.

Prematurity

Prematurity affects 11.4% of births in
the United States, 8.4% in Nebraska,
and 8.3% in Lancaster County (1998).
Lancaster County rates for preterm
births for 1998 for were 1.3% for less
than 32 weeks gestation and 7.5% for
32-36 weeks gestation. A disproportion-
ately large number of infants born to
minority mothers are born prematurely.
Nationally and locally, African-American,
Hispanic, and Native-American women
have especially high preterm birth rates
(see fig. 2).

Low Birth Weight

Nationally, 7.6% of infants are LBW,
defined as weighing less than 2500
grams. The rate of very low birth weight
(VLBW), which is less than 1500 grams,
is 1.5%. The LBW rate has risen nation-
ally in recent years." In Nebraska, LBW
rates have remained fairly stable; in
1998 6.5% of births were of LBW (see
indicators). Although the state LBW rate
is relatively stable, these births ac-
counted for more than half (59%) of all
infant deaths. The mortality rate of LBW
infants is nearly 20 times higher than
the rate for normal and high birth
weight infants in the state.”

Like the nation, Lancaster County is
experiencing an increasing low birth
weight trend. In 1987, 5.4% of births
were LBW compared to 6.8% in 1998. In
1987, 0.6% of births were VLBW,
compared to 1.3% in 1998.2 Based on
data gathered from 1989 through 1996,
there is a significant difference between
the percent of LBW infants born to
white (5.5%) and nonwhite women
(8.8%).72 African-American women
continue to have the highest percentage
of LBW infants and VLBW infants, with
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rates of 11.9% LBW and 5.5% VLBW in
1998 in Lancaster County. Low birth
weight rates are also high for Native-
American (7.9%) and Asian babies
(9.7%) in Lancaster County.

Infant Mortality

Nationally the infant mortality rate was
at a record low of 7.2 per 1,000 live
births in 1998. However, the rate for
African Americans remains more than
twice that of White infants (14.1 per
1,000 vs. 6.0 per 1,000 in 1998).° In
1995, the Native-American infant
mortality rate was 9.0 per 1,000, while
the rates for Asian and Hispanic infant
mortality were comparable to or better
than those for Whites (5.3 per 1,000
and 6.3 per 1,000 respectively).

In Nebraska, the infant mortality rate
for 1998 was 7.3 per 1,000. The Lan-
caster County rate for the same year
was 8.0 per 1,000. Lancaster County has
set an infant mortality goal of 5.0, the
same as the national goal. During the
most recent five years of births data
(1994-1998), the contrast between
infant mortality rates for infants born to
White mothers and those born to

African-American, Hispanic, and Native-
American mothers was particularly
dramatic (see fig. 3). The trend for
poorer outcomes of low birth weight,
prematurity, and infant mortality contin-
ues for infants born to African-American
women in Lancaster County.

Breastfeeding

Nationally, the overall rate for women
beginning breastfeeding in the hospital
is 60% (1996). Data provided in 1999 by
Lincoln hospitals report that anywhere
from 67.5% to 81.2% of mothers,
depending on the hospital, are initiating
breastfeeding while at the hospital. The
rate for breastfeeding declines substan-
tially between delivery and five to six
months post-partum, with just 22% of
mothers reporting breastfeeding at six
months. Comparison data for Nebraska
or Lancaster County is not available (see
indicators).

National statistics show that 64% of
White, 61% of Hispanic, 52% of Native-
American, and 37% of African-American
mothers initiate breastfeeding. The 1996
rate at five to six months for White
women was 26%, among Hispanic
women 21.1%, and 12.1% among
African-American women. Women in
poverty initiated breastfeeding less
frequently than higher income women,
with women at 150% of poverty initiat-
ing breastfeeding at a rate of only
7.2%.

Maternal education levels also play a
key role in likelihood of breastfeeding.
Of mothers with a college education,
74% initiated breastfeeding, and 48% of
those with a high school diploma did so.
Less than 25% of women in all eco-
nomic and ethnic categories continue to
breastfeed at six months, with the
exception of 31% of college-educated
women.'
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Health Disparities

Throughout areas of health disparity for
pregnant women and infants, African-
American women continue to have the
poorest prenatal and pregnancy out-
comes in Lancaster County. Several areas
of disparity have been quantified in the
narrative above and include later entry
into prenatal care, higher rates of
preterm delivery, higher rates of low
birth weight and very low birth weight
infants, and infant mortality. Native-
American women have later entry into
prenatal care; however, their pregnancy
outcomes tend not to be as poor as
those of African-American women.

Asian women, despite language and
cultural barriers, have better outcomes
than other minorities; however, Asian
births will need further study, as more
Asian women are moving into Lancaster
County.

Teen mothers also experience health
disparities with respect to late entry into
prenatal care and a higher incidence of
premature deliveries and corresponding
low birth weights. Societal pressures
continue to have an impact on teen
entry into prenatal care and appropriate
nutrition and weight gain.

Public Health Infrastructure

Two key measurement goals are tar-
geted for public health infrastructure
development in the Maternal/Child
Health area. These goals entail closer
study and measurement of causes and
outcomes for premature and low birth
weight infant, and thereby will produce
information that will help target efforts
to reduce pregnancy complications
resulting in premature and low birth
weight births.

In the first infrastructure/measure-
ment goal, beginning in the 2000 school
year, a data match will be made be-
tween Vital Statistics and Early Child-
hood Special Education programs in the
county. The data match is proposed to
identify those children born with low or
very low birth weight receiving special
education services. In addition, data
compiled by the Nebraska Health
Systems Neonatal Intensive Care Unit
(NICU) Follow-up Project will be shared
with LLCHD to further study the devel-
opmental outcomes of Lancaster County
infants completing a stay in any Ne-
braska NICU. The goal of this 2010

infrastructure development project is to
measure the longitudinal outcomes of
low-birth-weight infants who in previ-
ous years would have died, study the
impact of these births on the county
and its education and health care
systems, and identify opportunities for
improvement.

The second infrastructure/measure-
ment goal is to track, beginning in
2000, preterm deliveries due to (a)
pregnancy complications or (b) preterm
labor unable to be stopped. Data will be
gathered and reviewed for causes of
preterm deliveries that may be suscep-
tible to targeted community efforts to
reduce the number of preterm births. An
example of such targeted community
efforts could be continued efforts to
reduce vaginal infections, which are
increasingly correlated epidemiologically
with preterm births. Another example
could be targeted efforts to reduce
smoking and alcohol use among preg-
nant women, if this can be shown to
have an impact on prematurity of
infants born in Lancaster County.
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Recommendations

+ Create systems (as discussed in the + Survey physician’s offices regarding

Public Health Infrastructure section)
to collect and analyze data elucidat-
ing causes and outcomes for prema-
ture and low birth weight infants to
help target efforts to reduce preg-
nancy complications that result in
prematurity and low birth weight. For
this purpose, create data linkages
between Vital Statistics, Early Inter-
vention records, and NICU, and other
data sources, as necessary.

Increase awareness among medical
practitioners and the public regarding
culturally appropriate preconception
counseling for all women. Materials
may include curricula from the March
of Dimes or other sources. Through
this effort, continue to support the
A-1 and March of Dimes efforts
regarding adequate intake of folic
acid.

Promote and increase maternal access
to prenatal care delivered by a variety
of practitioners including physicians,
certified nurse midwives, and nurse
practitioners. Continue to promote
culturally matched support persons
for women during pregnancy, deliv-
ery, and post-partum. Continue to
build upon successful outreach/case
management models, such as Healthy
Homes (with the addition of outreach
workers for the Arabic speaking and
Bosnian families) and the High Risk
Infant programs.

Continue to support the national
efforts of the “Back to Sleep” cam-
paign to continue to reduce the
incidence of SIDS.

Continue tracking by hospitals of the
C-section rate and decrease C-
sections.

Achieve tracking by hospitals of
readmissions by birth age in order to
identify neonatal hospitalization rates
and guide continued teaching/
intervention.

women's entry into prenatal care how
early in pregnancy are women able to
get care.

Add questions on women'’s health
histories regarding use of over-the-
counter and herbal remedies to
appropriately address their health
risks as related to pregnancies.

Track multiple-birth pregnancy
incidence rates and outcomes as part
of the activity discussed in the Public
Health Infrastructure section.

Track very very low birth weight
infants (VVLBW), those born weigh-
ing less than 750 grams.

Target male partners in preconcep-
tion, prenatal, breastfeeding, and
parenting education.

Promote access by all families to
parenting education and support,
including multimedia access to
parenting information (phone service,
Web site, etc.).

Promote and increase hearing screen-
ing for infants to detect congenital
hearing loss and make referrals for
early intervention services.

Achieve cooperation among hospi-
tals, physician’s offices, and the
Breastfeeding Coalition to work
together to establish consistent initial
and follow-up (six and 12 months)
collection of breastfeeding data for
Lancaster County.

Develop consumer-friendly resources
in the community to help women
resolve breastfeeding challenges and
increase duration of breastfeeding.
Promote the Family Violence Council’s
role in collaborating with community
agencies in keeping data and provid-
ing health/medical providers with
ongoing education and information
on identifying and treating women
who are battered (with a focus on
women battered during pregnancy).
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Related discussion
or indicators are
located in the
chapters on Healthy
Children, Oral
Health, Toxic and
Hazardous Materials,
Tobacco Use,
Nutrition and
Physical Activity, and
Alcohol and Other
Drugs.

*

*

Promote and increase frequent
screening and treatment of vaginal
infections to reduce preterm delivery.
Reenact a Maternal and Child Health
Committee for Lancaster County,

operating under the Board of Health,
to implement recommendations and
other task-specific activities (not a
“networking” group).

Table 1

1.

10.

Currently no data source.

U.S. Department of Health and Human
Services, Healthy People 2010 Objectives:
Draft for Public Comment.
Lincoln-Lancaster County Health Depart-
ment, Lancaster County Vital Statistics,
1998.

Nebraska Health and Human Services
System, 1998 Nebraska Vital Statistics
Report.

National Center for Health Statistics.
National Vital Statistics Reports, vol. 47,
no. 25, 1998. U.S. births data (preliminary).
National Center for Health Statistics,
National Vital Statistics Reports, vol. 47,
no. 18, 1997. U.S. births data.

Not chosen for local HP2010. The national
indicator and data are shown for compari-
son to the local indicator and data on the
previous line of the table.

U.S. Department of Health and Human
Services, Healthy People 2010 Objectives:
Draft for Public Comment, 1994-95. Data
from National Household Survey on Drug
Abuse.

Currently no data source. Data is likely
obtainable from local hospitals although a
common measurement approach needs to
be established.

Nebraska Department of Health and
Human Services, Title V/Maternal and Child
Health Federal Block Grant Application
(draft), FY2000, July 15, 1999.

U.S. Department of Health and Human
Services, Healthy People 2010 Objectives:
Draft for Public Comment, 1996. Data from
Ross Mothers Survey (Abbott Laboratories).

Figures 1-3

1.

Lancaster County Vital Statistics, 1998.
Nebraska Vital Statistics, 1998. U.S.
Department of Health and Human Services,
Healthy People 2010 Objectives: Draft for
Public Comment, 1995 statistics.

ibid.

ibid.

Narrative sources

1.

U.S. Department of Health and Human
Services. “Maternal, Infant, and Child
Health,” Healthy People 2010 Objectives:
Draft for Public Comment, 1999.
Lincoln-Lancaster County Health Depart-
ment. “Community Health Status in Lincoln
and Lancaster County,” Maternal and
Infant Health. March 1998.

Elza, D.D. “The Learning Curve.” 4614
Prospect Ave. #421, Cleveland, OH 44103.
CDC National Center for Health. Multiple
Births Web Press Release. September 14,
1999. “Trends in Twin and Triplet Births:
1980-97."” vol. 47, no. 24. 20. pp. (PHS)
99-1120.

CDC National Center for Health Statistics
Report, Monthly National Vital Statistics
Report, vol. 47, no. 25.

1998 Nebraska Vital Statistics Report,
Nebraska Health and Human Services
System

2010 Maternal and Infant Health Work-
group Anecdotal Report



Healthy Children

Health Objectives for the Year 2010: Improve the knowledge of health,

attitudes, and behaviors of children.

Health Implications

The four topics — children’s environmen-
tal health, adolescent mental health,
child care, and school health — and the
health indicators selected for this
chapter are individually very important
to the health of children. There are also
numerous topics applicable to this
discussion elsewhere in this report that
have significant focus for children:
Maternal and Child Health, Oral Health,
Access to Care, Tobacco Use, Immuniza-
tions and Communicable Diseases,
Nutrition and Physical Fitness, Alcohol
and Other Drugs, Sexual Behavior, and
Unintentional and Intentional Injury.
Please refer to the table of contents for
locating health data, health indicators,
and public health comments regarding
specific topics as they relate to chil-
dren’s health.

Family income, education-related
differences in knowledge, and time to
pursue healthy behaviors influence the
health and well-being of children.
Disparities in these areas are apparent in
measurable health factors, such as
smoking, overweight, elevated blood
lead levels, lifestyle (sedentary vs.
active), personal health perceptions
(risky behaviors), diabetes mortality,
activity limitations, and access to health
care (health insurance coverage and
medical/dental visits). Progress in

meeting health objectives with children
and youth is improving primarily in the
higher socioeconomic groups, leaving
the lower groups to lag behind. Dispar-
ity by race and ethnicity is also evident
between the general population and at
least one select population. Healthy
People 2000 identified a disparity of
25% or greater due to race/ethnicity in
the areas of overweight, prevalence of
diabetes, smoking and use of smokeless
tobacco, teen pregnancies, suicides,
unintentional injury, asthma hospitaliza-
tions, diabetes deaths, and adolescent
sexual intercourse.

Children’s Environmental Health

Environmental factors play a central role
in the processes of human development,
health, and diseases of children. Expo-
sure to hazardous agents in the air,
water, soil, and food and to physical
hazards in the environment is a major
contributor to increased morbidity and
mortality. The potential health effects of
pollutants range from mild sensory
irritation to acute toxicity, chronic organ
damage to death. The extent of harm to
a child depends on the number of
factors, including individual susceptibil-
ity, and the degree of exposure. Higher
disease levels generally are found
among members of racial and ethnic
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minority groups, children from low
income families and children whose
parents have less than a high school
education.’

Asthma, a chronic inflammatory
disease of the airways, is the most
prevalent serious chronic illness among
children. An attack involves spasm of
the bronchial tubes or swelling of the
mucous membranes, causing difficulty
in breathing accompanied by wheezing.
Environmental factors such as tobacco
smoke, allergens, and upper respiratory
infections contribute to asthma morbid-
ity. Most children have relatively mild
problems with asthma and can be
treated at home or in a doctor’s office.
For some children, however, the illness
can cause serious problems requiring
visits to the hospital emergency rooms
and multiple hospitalizations. Asthma is
the third-ranking cause of hospitaliza-
tions among children under the age of
15 and the first-ranking cause among
chronic conditions for children.

Lead is highly toxic, and exposure to
it is dangerous, especially for children
aged six months to six years. Lead
poisoning is preventable. Child lead
poisoning is caused by the inhaling of
lead dust, or the swallowing paint chips,
or other lead-contaminated objects. Low
levels of lead poisoning may damage
the nervous system — including the brain
— interfere with growth, harm hearing,
lower IQ scores, or make learning
difficult. Low-level lead poisoning may
also affect a child’s behavior, making
the child more excitable or less able to
concentrate. At high levels, lead poison-
ing may cause coma, convulsions, and
death. Although child lead levels have
decreased dramatically in recent de-
cades, largely due to the removal of lead
in food cans and gasoline, lead contami-
nation continues to pose a threat to
child health. It is now usually acquired
by exposure to lead-based paint. Resi-
dential paint containing lead was
banned in 1978, but paint applied to
pre-1950 housing may contain up to

50% lead content. Minority and poor
children are disproportionately exposed
to sources of lead poisoning. Children
aged 1-5 with elevated blood lead levels
were more likely to be found among
those who are poor, non-Hispanic
African Americans living in the inner city
or living in older housing.? Lead poison-
ing is preventable, and screening
children for lead poisoning provides an
early diagnosis to potential problems.
Testing is recommended between six
months to three years of age.

Adolescent Mental Health

Suicide of adolescents has increased
dramatically. Today’s youth are often
considered to be in a state of crisis. By
the time children become teenagers,
nearly 20% have already experienced
depression at some time in their lives.
Approximately half of all adolescents are
at moderate to high risk of engaging in
one or more self-destructive behaviors,
including unsafe sex; teenage pregnancy
and child-bearing, drug and alcohol
abuse, under achievement, failure, or
dropping out of school, and delinquent
or criminal behavior. Many of these
problem behaviors are interrelated.
Some of them are related to a multitude
of outside influences including physical
abuse, social violence in the streets and
at home, and a media that portrays
promiscuous sex, drug abuse, and
violence as normal behaviors.

Three fundamental human needs are
crucial to survival and healthy develop-
ment. First is the need to be a valued
member of a group that provides
mutual support and caring relationships.
Second is the need to become a socially
competent individual who has the skills
to cope successfully with life. Third is
the need to believe in a promising
future with real opportunities. Suicide
and other self-destructive behaviors
often occur when adolescents feel that
filling their needs is an unattainable
goal. Scientific research has shown that
recognition and appropriate treatment
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of mental and substance-abuse disor-
ders is the most promising way to
prevent suicide and suicidal behavior in
all age groups.

Child Care

The population of Lincoln-Lancaster
County includes 38,383 children aged
0-12 years.? Sixty-four percent of the
women of in the workforce have chil-
dren under the age of six. Access to
quality, affordable child care is a critical
issue. Quality care can be defined as
that which is licensed, safe, protects the
physical and emotional health of chil-
dren, and meets their developmental
needs. Research indicates that quality
child-care settings do not negatively
affect the emotional and mental health
of children and in fact can be a positive
developmental influence with the
outcome of healthy, happy children.’
Good child care in which parents have
trust and are involved is an extension of
the family and contributes to good
parenting outcomes. The supervision of
late elementary and early adolescent
children is also an important issue.
Children in self care are exposed to
many potential negative effects. These
include alcohol, tobacco and other drug
use, physical and sexual abuse from
other children or adults, and an in-
creased risk of injury.

The need for infant care in Lincoln-
Lancaster County is clearly growing.* In
1998 there were 3,388 births in the
county. The Lincoln-Lancaster County
Health Department Child Care Connec-
tion, a resource and referral service,
received an average of 250 calls a
month in 1998 from parents needing
care for 266-502 children.> Approxi-
mately half of these calls were request
referrals for infant care. Parents needing
care for their infants face three major
challenges: availability of infant care,
quality of care, and availability of part-
time and nonregular hours care.® Family
income is strongly associated with the
degree of difficulty parents have in

finding care, with those having lower
incomes reporting the greatest difficulty.
Current costs for infant care, including
both homes and centers, range from
$50-150 per week. The first two years
of a child’s life are critical to the out-
come of his or her life. Infants in care
can be at a greater risk of abuse, ne-
glect, developmental deprivation, and
physical abuse. They require a consistent
provider; a safe, healthy, and nurturing
environment; good nutrition; and
appropriate developmental care.

Frequent mild iliness, an average of
five to ten per year, is a normal condi-
tion of childhood, and the activity level
of ill children is age dependent." Chil-
dren in child care bear an increased
burden of infectious disease due to an
increased exposure to other children.
Infants and toddlers are at particular risk
because of limited immune defenses.
Most illnesses are common respiratory
or gastrointestinal infections, which are
not severe and are caused by respiratory
and intestinal viruses.

Working parents should be entitled to
family sick leave for their ill children.
There is a general agreement among
health professionals and the public that
when a child is seriously ill or when it is
not yet clear that the illness is a mild
one, the parent should have the right to
be at home with the child. When a child
is recuperating or has a cold or other
mild illness, parents often need alterna-
tive arrangements. At a minimum,
working parents should be able to use
their own sick or personal days to care
for their children. However, children are
ill frequently, and some parents need
help with making alternative arrange-
ments for days when a child is not very
ill and the parents need to be at work.>

School Health

Schools have more influence on the lives
of young people than any other social
institution except the family, providing a
setting where friendship networks
develop, socialization occurs, and norms
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that govern behavior are developed and
enforced. Healthy children learn better
than sick children. The goals of schools
are consistent with goals of health
promotion. Health promotion is a
central facet of the educational goal of
schools, which is to prepare youth to
lead productive lives. The School Health
Education (SHEE) study demonstrated
that school health education is an
effective means of helping children
improve their health knowledge and
develop healthy attitudes.” School
health education can decrease the
likelihood that children will adopt
behaviors that are hazardous to health,
such as smoking. Mandatory health
curriculum can and will help our chil-
dren develop positive health habits
resulting in a major impact on the
future health of the United States. The

cost of poor health habits, such as poor
nutrition and inactivity, resulting in
obesity and related diseases, is more
than $100 billion per year to the nation.
Children with disabilities are those
children with limitations in activity
because of an impairment or health
condition which adversely effects
development or educational perfor-
mance. Various aspects of health and
well-being, including access to health
care, health promotion, prevention of
secondary conditions, and removal of
environmental barriers, must be ad-
dressed to provide full participation in
society by children with disabilities.
Inclusion in educational and community
activities with nondisabled peers is a
crucial part of the social and emotional
health of children with disabilities.

Current Status and Trends

Children’s Environmental Health

There are 4.8 million American children
under the age of 18 with asthma.® The
number of children with asthma has
increased 75% from 1980 to 1994.
Prevalence of asthma in preschool
children increased 160% from 1980 to
1994, and 5.8% of children under age
five were reported to have asthma in
1995.° The annual cost of treating
asthma in children under age 18 was
$712 million in 1995.° Of this cost, $295
million was spent on emergency room
visits. Asthma is the leading cause of
school absenteeism and accounts for 10
million lost school days each year.
Children with asthma average twice as
many absences from school than chil-
dren without asthma.' The loss in
productivity by working parents caring
for children who miss school due to
asthma is an estimated $1 billion a
year."® A 1998 Boston-based study of
children with asthma who received
intensive asthma education, interven-
tion, and follow-up nursing visits

experienced a 73% reduction in emer-
gency room visits, 84% reduction in
hospitalization rates, and an 82%
reduction in outside-plan costs (ambu-
lance, tertiary referrals, and home health
care).® Annual costs for this group of
children with asthma dropped from
$78,000 before intervention to $13,700
the year following the intervention.
Asthma disproportionately affects
minorities and the poor. Although
asthma prevalence for nonwhites is only
slightly higher than for whites, the
asthma hospitalization and morbidity
rates for nonwhites are more than twice
those for whites.’® Not clearly under-
stood just why, multiple factors are
likely the causes, such as higher levels of
exposure to environmental tobacco
smoke, pollutants and environmental
allergens; lack of access to quality
medical care; and lack of financial
resources and social support to manage
the disease effectively over time.
Although significant progress has
been made in reducing elevated blood
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doctor or nurse.’
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lead levels (EBLLs) in children, lead
poisoning remains a major preventable
environmental health problem for
children in Lincoln-Lancaster County."’
Between July 1996 and June 1999,
4,447 children, aged six months to six
years, were screened for blood lead
levels (BLLs) by the Lincoln-Lancaster
County Childhood Lead Poisoning
Prevention Program (CLPPP). BLL's
among children tested indicate that one
in ten (9.9%) of children in high-risk
communities have EBLLs of 10 ug/dL or
higher.'> These children are usually living
in pre-1950, deteriorating housing and
are below poverty-level income. Many of
these homes are rental properties. A
survey of local physicians revealed that
only one in ten physicians always assess
potential environmental risks of their
child patients." Thirty-five percent
indicated they rarely or never discuss
environmental risk factors with a child’s
parents or guardians.

Adolescent Mental Health

Suicide is the ninth leading cause of
death in the United States. The risk
factors for suicide frequently occur in
combination. Scientific research has
shown that almost all people who take
their own lives have a treatable mental
or substance-abuse disorder. The major-

ity have more than one disorder. Suicide
remains a complex behavior that re-
quires intensive preventive intervention.

Child Care

Although Lancaster County has more
than 816 childcare facilities at present,
the need for quality care, especially for
infants, remains permanent. Current
costs for infant care range from $50-
150 per week. The rate range for toddler
care is $50-110 per week, and for
school-age children the range of cost is
$25-110. The highest rates are attrib-
uted to center care and care that is
developmental in nature rather than
custodial. Parents are often faced with
selecting care that does not meet their
standards due to the high cost of
preferable care.

A statewide commission has been set
up by the governor to study the costs of
child care and to make recommenda-
tions for long-term solutions. It is
imperative that a sound system for the
financing of child care be established to
continue with the development of high
quality care that keeps pace with the
population growth in Lancaster County.

The Kids in Touch Environmentally
(KITE) program enables the department
to teach childcare providers about
environmental conditions and practices
that are hazardous to children, so that
they can help protect the children in
their care. This protection is accom-
plished through the enlightened actions
of the childcare providers — maintaining
a healthful environment, engaging in
healthful environmental practices, and
educating the children to do the same.
As a result, the program helps prevent
the exposure of children to environmen-
tal hazards; raises the overall quality of
community childcare resources; raises
community awareness of the impact of
the environment on children’s health;
and increases the likelihood that the
children, as future adults, will take
action to avoid environmental condi-
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tions and practices hazardous to chil-
dren.

The Providers Exceeding Licensing
Standards (PELS) is a public-private
initiative that supplies family resource
specialists to make home visits and
assist providers in meeting standards.
Providers completing the program are
noted on referral lists through child care
connection.

Technical assistance is available for
child care center staff through either in-
service training on a variety of topics or
consultations upon request.

Disease prevention and management
procedures and checklists have been
developed to educate and assist child-
care staff when an infectious outbreak,
such as shigellosis, occurs. An environ-
mental health specialist does on-site
follow-up when a communicable disease
has been pinpointed to a facility. A
review of sanitation procedures, includ-
ing correct handwashing, is completed.

School Health

Schools with comprehensive health
education did not meet Healthy People
2000 goals. Comprehensive school
health education includes eight areas of
content: Personal Health and Physical
Fitness, Mental and Emotional Health,
Prevention and Control of Disease,
Nutrition and Weight Control, Death
and Dying (optional), Injury Prevention
and Safety, Community and Environ-
mental Health, and Consumer Health
and Family Education. Baseline data
gathering revealed that only 11% of
middle schools and high schools met
just five of the essential criteria for
comprehensive school health education.
Only 2.3% of schools met all eight
criteria.” Only 20% of the county’s
middle schools and high schools require
one school year of health education.
Efforts of health educators to promote

healthy lifestyles in adults are hampered
by habitual behaviors of the adult, often
learned early in life. The importance of
prevention education at early ages
cannot be overemphasized. Success is
based on curricula, administrative
support, and adequately prepared and
motivated teachers. Nebraska law does
not mandate comprehensive health
education. The Lincoln-Lancaster
County Health Department continues to
provide information about middle
school and high school student attitudes
toward healthy lifestyle behaviors to
community decision-makers through
biyearly youth risk behavior surveys. This
survey compares the attitudes of stu-
dents in Lincoln-Lancaster County with
national data.

In addition to comprehensive health
education for all students, students with
disabilities eligible for special education
have unique needs. Within the Lincoln
Public Schools, enrollment in special
education services has increased 64%
from 1989 to 1999, while student
growth was only 19.7%.'® The percent-
age of boys and girls receiving special
education services from Lincoln Public
Schools has remained virtually un-
changed from 1990 to 1999. In 1990,
31.3% of the special education students
were female, while in 1999 this percent-
age was 31.8%. During the same years,
the percentages of males were 68.7%
and 68.2%.3 Contrary to public percep-
tion, the cost of educating special
education students at Lincoln Public
Schools has not increased dramatically
over the past six years. For the 1992-93
school year, the average cost of educat-
ing a student eligible for special educa-
tion was $10,907 compared to $11,255
for the 1997-98 school year."” Similar
data needs to be gathered for the other
Lancaster County Schools.



B-17 Healthy Children

Health Disparities

Disparities in levels of family income,
education-related differences in knowl-
edge, and time to pursue healthy
behaviors are apparent in measurable
health factors, such as smoking, over-
weight, elevated blood lead levels,
sedentary lifestyles, personal health
perceptions (risky behaviors), diabetes
mortality, activity limitations, and access
to health care (health insurance cover-
age and medical/dental visits). Disparity
by race and ethnicity is also evident
between the general population and at
least one select population.

The rate of asthma hospitalizations in
1995 showed increases over the base-
lines of 188 per 100,000 for two special
population groups — Blacks and non-
whites — and all children aged 14 and
younger.'®

The prevalence of serious mental
retardation (IQ less than 50) among

school-aged children was 4 per 1000, an
increase over the 1985-85 baseline of
3.1.1%

The proportion of children aged six
and younger who are regularly exposed
to tobacco smoke at home was 27% in
1994,

Baseline data (1994) for comprehen-
sive school health education showed
that only 11% of middle schools and
high schools met just five essential
criteria of comprehensive school health
education, and only 2.3% met all eight
criteria.

Non-Hispanic, African-American and
poor children, aged six months to six
years, continue to be disproportionately
exposed to sources of lead poisoning
and are found to have elevated blood
lead levels due to living conditions in old
rental properties or poor-lifestyle envi-
ronments.

Recommendations

Many health problems relate to more
than one behavioral risk factor. The most
effective community health promotion
programs are those that implement
comprehensive intervention plans. These
plans address factors that negatively
influence participation in work, school,
leisure, family, and community life.

+ Provide risk-behavior prevention
programs that cover a wide range of
issues that adolescents face. Deter-
mine youth assets and expand on
them: communication, relationship
building, conflict management, and
assertiveness and negotiation skills.

+ Encourage meaningful, increased
communication between parent and
child that provides mutual support
and caring relationships.

Children’s Environmental Health

+ Develop effective case management
programs for children with asthma,
including school commitment that
provides students prompt and conve-
nient access to their medications.

+ Develop community asthma aware-
ness through regular reports regard-
ing the economic impact on the
community, including the loss of
productivity by working parents
caring for sick children.

+ Provide intervention that assures
access to medical care, appropriate
financial support for asthma medica-
tion and monitoring aids, and smoke-
free environments for children.

+ Apply research findings from studies
of co-morbidity of asthma to other
child and youth risk factors of to-
bacco, allergens, and exercise.
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+ Seek and screen high risk children
aged six months to six years for lead
poisoning, placing emphasis on early

screening at six months to three years

of age.
¢ Develop and implement a compre-

hensive plan for lead-safe housing for

the poor and minorities through
collaborations with the private and
public housing sectors.

+ Encourage primary-care providers to

complete and maintain environmental

health assessments of child patients.

Adolescent Mental Health

+ Promote early access to mental health

diagnostic services for children.

+ Develop broad-based school and
community prevention programs
designed to address suicide and
suicidal behavior as part of a broader
focus on mental health, stress coping
skills, substance abuse, and aggres-
sive behaviors.

+ Seek to enhance communication
between mental-health professionals
and primary-care providers so that
concepts of mental health are inte-
grated in the overall health assess-
ment of children and youth.

+ Promote anti-stigma campaigns for
mental-health services, stressing the
value and successes of early interven-
tion (as in Head Start and immuniza-
tion programs).

Child Care

+ Encourage development of high
quality, affordable infant care op-
tions, including those that focus on
ethnic preference.

¢ For mildly ill children, develop sick-
child care facilities that focus on a

*

child’s needs and allow parents to
return to work.

Provide infant care providers with
consistent education and support
based on recent brain development
research.

Promote family-friendly options in the
workplace that attract and retain
good workers and boost productivity,
including on-site child care, resource
and referral services, and flexible
work programs.

Promote quality child care for chil-
dren with disabilities.

School Health

*

Initiate comprehensive health educa-
tion curricula for all children in
public, parochial, and rural schools of
Lancaster County.

Reinstate a mandatory school health
curriculum in all Nebraska schools.
Encourage continued collaborations
with schools to assure comprehensive
health education is provided with
intensity, duration, and saturation.
Use programs such as “Tools for
Schools” to improve indoor air quality
of both schools and childcare facili-
ties.

Expand utilization of the Mobile
Health Clinic to provide comprehen-
sive health services to all children of
Lancaster County.

Promote early identification of
children with disabilities to parents,
medical staff and physicians, child-
care providers, and other health and
human service professionals.

Increase parental and professional
knowledge of services for disabilities.
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Related discussion
or indicators are
located in the
chapters on Maternal
and Child Health,
Oral Health, Access
to Health Care, Toxic
and Hazardous
Materials, Animal
Control, Tobacco
Use, Nutrition and
Physical Activity,
Alcohol and Other
Drugs, Sexual
Behavior, and
Immunization and
Communicable
Disease.

Table 1

1.

10.

11.

12

Currently no data source.

U.S. Census, 1995 data from small area
poverty estimates.

U.S. Census, 1998 data from U.S. poverty
estimates.

Currently no data source. Data is poten-
tially obtainable from local hospitals.
U.S. Department of Health and Human
Services, Office of Public Health and
Science, Healthy People 2010 Objectives:
Draft for Public Comment, September
1998. 1993-94 data from the National
Hospital Ambulatory Medical Care Survey.
Rate for children 0-4 is 121 per 100,000
and for children 5-14 is 81 per 100,000.
U.S. Department of Health and Human
Services, Office of Public Health and
Science, Healthy People 2010 Objectives:
Draft for Public Comment, September
1998. 2010 national objective is 46 per
100,000 (total population), given a 1992—
1994 baseline of 76 per 10,000. Currently
no age specific targets are set.
Lincoln-Lancaster County Health Depart-
ment, Childhood Lead poisioning Preven-
tion Program, 1998 data on the percent of
children screened annually.

Nebraska health and Human Services
System, 1998 data on the percent of
children screened annually.

U.S. Department of Health and Human
Services, Office of Public Health and
Science, Healthy People 2010 Objectives:
Draft for Public Comment, September
1998. 1988-91 data from the National
Health and Nutrition Examination Survey
(NHANES 111).

U.S. Department of Health and Human
Services, Office of Public Health and
Science, Healthy People 2010 Objectives:
Draft for Public Comment, September
1998.

Lincoln-Lancaster County Health Depart-
ment, Youth Risk Behavior Survey, 1997.
The Buffalo Beach Company, The 1997
Youth Risk Behavior Survey: Summary
Tables of Nebraska Data, 1997.

. Centers for Disease Control and Prevention,

Youth Risk Behavior Surveillance — United
States, 1997, MMWR, volume 47 (SS-3).

13.

14.

15.

Lincoln-Lancaster County Health Depart-
ment, Child Care Program, 1999 data from
child care inspections (required annually).
Currently no data source. Data could be
obtained through the use of a community
survey tool.

Currently no data source. Data collection
method needs to be established.

Figure 1

1.

Lincoln-Lancaster County Health Depart-
ment, “Youth thoughts on Suicide” Youth
Risk Behavior Survey fact sheet, 1999.

Narrative sources

1.

10.

11.

12.

American Public Health Association, Caring
for Our Children — National Health and
Safety Performance Standards: Guidelines
for Out-of-Home Child Care Programs,
1992.

Morbidity and Mortality Weekly Report, 46,
no. 7, February 1997, 141-146.

Lincoln Public Schools Department of
Special Education Statistical Handbook,
1990 and 1999.

Lincoln-Lancaster County Health Depart-
ment, Infant Care Survey, 1998.
Lincoln-Lancaster County Health Depart-
ment, Child Care Connection, 1999.
Voices for Children in Nebraska, Kid's
Count Report, 1998.

Nebraska Department of Education,
Comprehensive Health, Healthier Children
— Healthy Nebraska — The Good Life in
Action, 1989.

United States, Vital and Health Statistics,
Vol. 10, Dec. 1995, pp. 193 (table 62).
“Surveillance for Asthma — United States
1960-1995," Morbidity and Mortality
Weekly Report, Vol. 47 (SS-1), 24 April
1998.

Department of Health and Human Services,
“HHS Targets Efforts on Asthma,” (21 May
1998).

Lincoln-Lancaster County Health Depart-
ment, Childhood Lead Poisoning Preven-
tion Program, Stellar data system, 1996-
1999.

National Health and Nutrition Examination
Survey, NHANES Report lll, Phase 2, 1994.
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13.

14.

15.

Lincoln-Lancaster County Health Depart-
ment, “Childhood Lead Poisoning: Practices
and Beliefs of Lancaster County Physi-
cians,” March 1997, pp. 5.

Center for Disease Control, School Health
Policies and Programs Study (SHPPS) 2000.
Department of Health and Human Services
Public Health Service, Environmental Health

Progress Review, Healthy People 2000, 12
March 1997. 11.1, 11.2.

16. Lincoln Public Schools Board of Education
Statistical Information, 1998-99.

17. Lincoln Public Schools Special Education
Program Budget, 1992-93 and 1997-98.
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Health Objectives for the Year 2010: Improve the health and quality of

life for older adults.

Health Implications

The United States is experiencing an
unprecedented demographic change in
the makeup and size of its older popula-
tion. This “longevity revolution” will
make immense social and economic
demands upon our nation, most particu-
larly in the area of health care.

Since we now know that many of the
negative health conditions of later years
can be prevented, postponed, or elimi-
nated through proper lifestyle manage-
ment and self care, we must make
prevention a core component of our
health care system. Research should
have an increased focus on prevention
measures designed to postpone the
impact of conditions or illnesses that
affect loss of independence in the
elderly.

Special outreach to low income and
minority individuals at higher risk of
illness, injury, and lost years of healthy
life is imperative. Often those individuals
who would benefit most from health
promotion and prevention activities are
the least likely to be aware of them and
participate.

+ By the end of this decade, the num-
ber of people aged 75 to 84 will
increase by one third to 12.3 million,
and people over the age of 85 will

increase in number by nearly 70% to
4.9 million.

+ By 2040, there may be close to 13
million people over age 85 in the
United States, including 1.2 million
centenarians.

In 1990, 30,853 individuals in Lancaster
County, or 14.4% of the population,
were 60 years of age and over. Only
2.4% of the 60+ population were from
nonwhite ethnic backgrounds, 12.6%
experienced disability, 34.2% were over
the age of 75, and 7.4% had incomes
below poverty level. During the past ten
years, the country has experienced an
accelerating demographic shift toward
an older population with the greatest
growth in that direction among minori-
ties.

Nationally, one third of the total $1
trillion health care budget goes to
people age 65 and older. By 2030,
persons 65 years or older are projected
to account for 21% of the United States
population. In ten years, when the Baby
Boom generation begins qualifying for
Social Security, Medicare, and Medicaid,
the vulnerability to age-related diseases
will pose a significant challenge to
national, state, and local communities
as well as to families and individuals.
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Mental and physical health and
functional fitness status affect the
quality of life of older adults in Lan-
caster County more than any other
factors. This chapter will discuss infor-
mation and objectives related to physi-

cal activity and functional fitness, falls
and hip fractures, medication/substance
use, mental health issues, and the broad
category of preventive screenings and
health education.

Current Status and Trends

Physical Activity & Functional Fitness

Many studies demonstrate that exercise
can improve one’s physical condition
and extend life expectancy at any age.
Much of the physical frailty attributed to
aging is actually the result of inactivity.
Even very frail older adults residing in
nursing homes show improvement in
their abilities to perform activities of
daily living after participating in strength
training programs.

Exercise helps to tone muscles, which
improves balance and agility. It eases
tension, decreases stress, and reduces
depression. Regular exercise increases a
person’s functional fitness level, or
ability to perform activities of daily
living.

Exercise assists in preventing, alleviat-
ing, or managing chronic diseases, such
as cardiovascular disease, high blood
pressure, arthritis, osteoporosis, and
diabetes.

Weight-bearing exercise, and strength
training help to curb bone loss and in
some cases actually increase bone mass.

Falls and Hip Fractures

The consequences of falls with the
elderly are many. Eighty-seven percent of
fractures occur among people aged 65
years or older and are the second
leading cause of spinal cord and brain
injury. Half of all elderly adults hospital-
ized for a hip fracture cannot return
home or live independently after the
fracture. Osteoporosis is a major cause
of fractures.

The National Center for Injury Preven-
tion and Control states that factors

contributing to falls among the elderly
include dementia, visual impairment,
neurologic and musculoskeletal disabili-
ties, psychoactive medications, and
difficulties with gait and balance.
Environmental hazards frequently
contribute to falls. Examples of hazards
are slippery surfaces, uneven floors,
poor lighting, loose rugs, unstable
furniture, and objects on floors. For
people aged 65 and over, 60% of fatal
falls occur in the home.

Injuries resulting from falls will
continue as a leading cause of injury
until a comprehensive, multidisciplinary,
epidemiologically based prevention
effort is established and maintained.

Medication and Substance Use

Lyle Bootman, dean of Pharmacy at the
University of Arizona, reported to the
American Medical Association in 1995
that prescription drug problems — often
caused by patients not taking their
drugs properly — cost an estimated
$75.6 billion in medical bills and caused
119,000 deaths each year. A cost of
$47.4 billion was a result of 8.8 million
drug-related hospitalizations. (28% of all
hospitalizations).

Prescription drug related morbidity
and mortality represents a serious
medical problem that urgently requires
expert attention. Drug-related problems
include not following directions or
forgetting to take a drug, taking doses
that are too high or too low, being
prescribed the wrong drug, not being
prescribed a drug when one is needed,
and side effects ranging from rashes to
death.
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Older Americans compose 13% of the
population yet purchase almost 30% of
nonprescription drugs. In recent years
the use of herbal remedies and vitamins
has become more popular.

Prescription and over-the-counter
drugs are sometimes used inappropri-
ately with alcohol. This lethal combina-
tion has been referred to as a hidden
epidemic in our older population.
Ongoing education and individual
consultations explaining the purpose of
prescription and other drugs, side
effects, dosages, interactions, and
length of treatment are an important
way to begin conquering the “polyphar-
macy"” problem.

Since 1992, a collaborative effort has
been undertaken in Lancaster County to
have pharmacists review the medica-
tions of older adults in senior centers,
residential facilities, and other ap-
pointed places. A study of 878 pharma-
ceutical interventions in five rural areas
of Nebraska has also been completed.
These efforts have shown the value of
medication education and assessment in
preventing drug-related hospitalizations,
illnesses, and injuries. There is a need to
adapt and expand them to meet the
needs of a wider and more diverse
population.

The high cost of prescription medica-
tions is a major problem for many older
adults and is considered to be a public
health infrastructure problem.

Mental Health Issues

Over the last decade, a striking number
of articles in professional journals and
the public press attest to the high
prevalence of psychiatric disorders in the
nations’s elderly population. Depression
is not a normal part of aging, but in
1996 the National Mental Health Asso-
ciation reported that over 58% of Older
Americans think it is. Late-life depres-
sion affects some 6 million Americans,
but only 10% of these persons ever get
treated.

The National Center for Health

reported in 1993 that older people
(65+) make up the age at highest risk
for suicide. Older white males are at
greatest risk. Causative factors include
depression, alcoholism, losses (loved
ones, self-identity after retirement,
financial security, health, safety, inde-
pendence), social isolation, ageism, and
poor coping mechanisms. While depres-
sion, a major cause of suicide, has an
80% successful treatment rate, older
persons tend not to seek mental health
help.

The National Mental Health Associa-
tion reports that 68% of the 65+
population know little or almost nothing
about depression and only 38% believe
it is a health problem. Older individuals
are more likely than any other group to
"handle it themselves” and rarely seek
help from health professionals or others.

There is a drastic need for public and
professional education about aging and
mental health, including information to
dispel the negative myths of aging and
teach successful aging. Nonthreatening
depression screenings geared toward
older adults could help individuals
identify and deal with problems in their
early stages. Mental health professionals
trained to work with older adults and a
local comprehensive geriatric assess-
ment clinic would help to alleviate some
of the issues related to geriatric mental
health and cognitive decline problems.

Mental disorders were the fifth
leading cause of acute inpatient hospi-
talizations in Lancaster County in 1995-
96 and accounted for 7.2% of all
hospitalizations. Two of the 23 suicide
deaths reported in Lancaster County in
1996 were individuals 60 and over.

Preventive Screenings and
Health Education

Community-based health promotion and
disease prevention programs have
proven to be more effective if they are
developed in conjunction with the
population to be served. Many older
adults frequently seek out and benefit
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from such programs. Increased culturally
sensitive outreach efforts are needed to
meet the needs of persons with mobility
or access limitations or low income as
well as minority individuals known to be
most at risk of illness and injury.

Priority health education and screen-
ing areas relate to nutrition, mental
health, home and traffic safety, cardio-
vascular health, diabetes, and os-
teoporosis. The need for cancer screen-

ings, such as pap smears, mammogram,
and prostate, are addressed in other
parts of this document.

Older-adult health issues should be
addressed through multiple strategies:
education, counseling, screenings,
environmental enhancements, and
protective services. Preventing or post-
poning the diseases and conditions of
aging in older adults can result in
dramatic cost savings for the nation.

Health Disparities

Minority older persons are generally
identified as members of four non-
European populations: African Ameri-
can, Hispanic, Native American, and
Asian/Pacific Islander. Nationally, minor-
ity persons constitute the fastest grow-
ing segment of the elderly population.

In recent years Lincoln and Lancaster
County have seen growth in the older
minority population as well as an influx
of individuals from the former Soviet
Union, Bosnia, Iraq, and other countries.
A number of these individuals are 60
and older struggling to adjust to being a
refugee or immigrant, and in need of
culturally competent health services.

Ethnic and racial minority individuals
in Lancaster County have significantly
shorter life expectancies than non-
minorities. Rates of mortality and
morbidity for specific diseases vary
among the various groups.

Risk factors contributing to greater
morbidity and mortality among minority
elders include higher rates of smoking,
poor nutrition, inadequate housing, and
reduced access to or use of health care
and health promotion services. Despite

having more problematic health condi-
tions on average, older racial/ethnic
minority individuals are less likely than
nonminority elders to have health
insurance or to visit a doctor.

Barriers to health improvement for
certain ethnic groups include the
inability to speak or read English,
illiteracy in their native language, and a
lack of interpreters or bilingual health
care professionals. A lack of knowledge
about where and how to access needed
programs and services or difficulties in
using the services because of distance,
lack of transportation, or physical
impairment also exist.

Timidity, suspicion, or reluctance to
seek and accept help, possibly due to
past experiences with discrimination or
a concern about being labeled poor or
needy, is not uncommon. Older adults
who are members of racial/ethnic
minority groups are frequently involved
in family caregiving and are more
concerned about other aspects of their
lives than health unless they experience
a problem.
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Public Health Infrastructure

Several public health infrastructure
issues pertaining to older adults have
been identified. The high cost of
prescription medications is foremost
among these. The need for health care
professionals trained to work with the
expanding older adult population and
the need for a local comprehensive
geriatric assessment clinic are also
important infrastructure issues. Cur-
rently there are very few health care
professionals trained and experienced
in working with older adults. Individu-

als must travel to Omaha or elsewhere
to access a comprehensive geriatric
assessment clinic.

Increased outreach and efforts to
provide culturally competent health and
health promotion services to low income
and ethnic/racial minority older adults
identified as being most at risk for
illness and injury is also considered a
public health infrastructure issue.
Community health advocacy encompass-
ing a commitment to health-related
policy changes is necessary.

Recommendations

+ Advocate for Medicare/Medicaid
coverage of prescription medications
for all older adults.

Increase public awareness of issues
related to the high cost of medica-
tions and polypharmacy as it relates
to older adults.

Provide more consumer education
related to the proper us of prescrip-
tion and nonprescription medications,
alcohol and other drugs.

Disseminate more information related
to prevention and self-management
in the area of mental health and
mental health problems.

Recruit and train more geriatric
mental health practitioners.

Attempt to ameliorate negative
societal attitudes toward aging,
which contribute to lowered self-
esteem and high rates of depression.
Improve individual participation in
regular physical activity to improve
functional fitness and overall physical
and mental health.

*

*

*

*

*

*

¢ Increase outreach to low income and
minority older adults.

+ Plan and implement a local compre-
hensive geriatric assessment clinic.

+ Raise public awareness of older-adult
abuse issues.

+ Increase the number of interpreters
and bilingual health care profession-
als.

+ Increase participation in preventive
screenings and health education
programs, especially among low
income and minority older adults.

+ Increase the percentage of older
adults who receive flu and pneumo-
nia immunizations.

+ Decrease the incidence of osteoporo-
sis through education, screenings,
and assessments.

+ Decrease the number of falls resulting
in injury through public awareness
campaigns and home assessments.
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Related discussion
or indicators are
located in the
chapters on Chronic
Disease, Oral Health,
Nutrition and
Physical Activity, and
Chronic Disease.

Table 1

1.

Currently no data source.

U.S. Census data, 1990, special tabulation
on aging. Statistics obtained from Lifetime
Health/Lincoln Area Agency on Aging.
Lancaster County Injury Surveillance Data
(E-coded emergency room data), 1992-95.
Lancaster County Behavioral Risk Factor
Survey (BRFS), 1999.

Division of Adult and Community Health,
National Center for Chronic Disease
Prevention and Health Promotion, Centers
for Disease Control and Prevention,
Behavioral Risk Factor Surveillance System
Online Prevalence Data, 1995-98. 1998
national BRFS data from tabulation query:
<http://www?2.cdc.gov/nccdphp/brfs/
age.asp?cat=IM&yr=1997&qkey=2604&
state=US>

5.

Currently no data source. Efforts by
Lifetime Health, the Nebraska Pharmacists
Association, and local hospitals are
underway to develop a medication risk
assessment tool which could be used to
measure this indicator.

Currently no data source. Could be
obtained through a community survey tool.
U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998. 1995
data from the National Health Interview
Survey, (NHIS).

U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998.



Chronic Disease

Health objective for the year 2010: Improve the quality of life by
reducing premature death, disability, and the economic costs
associated with chronic diseases, especially cardiovascular diseases,

cancer, and diabetes.

Health Implications

The term “chronic,” as defined by
Taber’s Cyclopedic Medical Dictionary,
means “long, drawn out; of long dura-
tion; designating a disease showing little
change or of slow progression and long
continuance.” This is an apt description
of the three chronic diseases discussed
in this chapter: cardiovascular disease,
cancer, and diabetes mellitus. With
cardiovascular disease being the leading
cause of death in the United States,
cancer the second, and diabetes the
seventh, it is estimated that the morbid-
ity and mortality costs of these three
chronic conditions is more than $334
billion annually. This number does not
include reduced or lost productivity
costs for the working-age population.

It also cannot begin to reflect the
immense emotional cost in human
suffering incurred as a result of these
diseases. Research suggests that at

least half (and probably many more) of
these chronic-condition cases could be
avoided through the practice of lifelong
healthy behaviors, especially those
related to tobacco use, diet, and physi-
cal inactivity. The importance of making
healthy behaviors the norm throughout

life and for all populations cannot be
underestimated.

Cardiovascular Disease

Cardiovascular diseases account for
more than 40% of all mortality in the
United States. About one in four Ameri-
cans (nearly 59 million), have one or
more forms of cardiovascular disease
(CVD), including high blood pressure,
coronary heart disease, and cerebrovas-
cular disease. One in six men and one in
eight women aged 45 and older have
already had a heart attack or stroke.
Major modifiable risk factors for CVD
include high blood pressure, high blood
cholesterol, and tobacco use. Other
important risk factors are obesity,
physical inactivity, and diabetes. An
individual’s risk of developing CVD is
strongly correlated with the number of
risk factors that the person has. High
blood pressure increases the risk of
developing coronary heart disease by
two to four times and of having a stroke
by four to six times; high blood choles-
terol levels (greater than 240 mg/dL)
double the risk of developing coronary
heart disease. In 1994, 84% of adult
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Nebraskans reported having one or
more risk factors for CVD.

Modifying risk factors, such as
stopping tobacco use, lowering high
blood pressure, lowering high blood
cholesterol, reducing overweight and
obesity, increasing physical activity, and
controlling diabetes reduces the risk of
heart disease. Small changes can make a
big difference. Decreasing body weight
by only ten pounds can lower blood
pressure, and a 1% reduction in a
person’s total blood cholesterol level
can result in at least a 2% decrease in
the risk of developing heart disease.

Cancer

According to American Cancer Society
(ACS) estimates, 1,221,800 new cancer
cases would have been diagnosed in
1999, and approximately 564,800
people would have died of cancer
during the year. Cancers of the lung,
prostate, breast, and colon/rectum are
the four leading cancer sites for all
racial and ethnic populations in the
United States and together account for
more than 50% of all newly diagnosed
cancers.

The prospect of preventing and
surviving cancer continues to improve.
Perhaps 50% or more of cancer inci-
dence can be prevented through smok-
ing cessation and changed dietary
habits. The scientific evidence identify-
ing smoking as a cause of cancer has
been recognized for more than 30 years.
Evidence of a potential link between diet
and cancer has emerged over the past
decade and has progressed to the extent
that recommendations for prudent
dietary changes can now be made.
Among the dietary recommendations
are adequate dietary fiber, fat in mod-
eration, and an emphasis on the intake
of fruits, vegetables, whole grains, and
low-fat dairy products.

Diabetes

Diabetes, especially Type 2 diabetes
(previously called adult-onset diabetes),
and the complications associated with
diabetes, are substantially increasing
both in the United States and through-
out the world. An estimated 15.7 million
people (8% of the U.S. population) have
diabetes. This increase in the disease has
been especially prevalent in the minority
communities. In addition, the age of
onset for Type 2 diabetes has been
steadily decreasing and is now being
found in teenagers and preteens.
Diagnosis of Type 2 diabetes in teens
has been especially common among the
American Indian population but is
increasing among teens of all popula-
tions. The commonalities among these
teens — obesity and physical inactivity —
add to the ever-mounting evidence that
appropriate diet and adequate exercise
are paramount to good health and can
protect from chronic disease. It is
estimated that fully 45% of all diabetes
mellitus cases could be prevented
through control of obesity.

Diabetes is the leading cause of
nontraumatic amputations, blindness,
and end-stage renal disease. Cardiovas-
cular disease is the leading cause of
death among people with diabetes,
accounting for over half of all deaths in
this group nationally. Persons with
diabetes were six to ten times more
likely to be hospitalized for heart disease
or stroke than the nondiabetic popula-
tion. Early diagnosis, aggressive man-
agement, and treatment are critical to
maintenance of good health for those
with diabetes. Frighteningly, an esti-
mated one-third to one-half of people
with diabetes do not know they have
the disease. The need for ongoing public
education about signs and symptoms of
diabetes and screening for the condition
is an obvious public health necessity.



Chronic Disease

Current Status and Trends

Cardiovascular Disease

Over the past 20 years, the death rate
for cardiovascular disease has declined
by 46% in the United States. Dramatic
decreases in mortality due to coronary
heart disease and stroke were primarily
responsible for this overall reduction.
Changes in technological and medical
advances along with lifestyle and risk-
factor reduction contributed to the
decline. However, CVD is still the leading
cause of death, killing nearly as many
Americans as all other diseases com-
bined. Because approximately two-thirds
of heart attack patients do not make a
complete recovery and the majority of
stroke survivors are left with some
degree of impairment, CVD is also the
leading cause of limitation in physical
activity, of hospital bed use, and of
Social Security Disability claims.

The mortality rate in the general
population has declined significantly
over the past 35 years, with absolute
declines being greater in males than in
females. Contrary to the belief of many
women, cardiovascular disease, not
breast cancer, is the leading cause of
death among women.

Although stroke death rates have
been decreasing, the decline among
African Americans has not been as
substantial as the decline in total
population, even with improvements in
the detection and treatment of high
blood pressure. The National Center for
Health Statistics estimates that the
average American can expect to live 5.5
years longer today than was the case
even 30 years ago, and nearly 4 years of
that gain in life expectancy can be
attributed to our progress against CVD,
including coronary heart disease and
stroke.

In Nebraska 3,269 deaths resulted
from coronary heart disease in 1993.
The mortality rate for that year (85.6 per
100,000 population) was down from the
1987 baseline of 114 per 100,000
population. Age-adjusted mortality data
for heart disease show substantial
differences between racial and ethnic
groups across the state. Mortality rates
were much higher for Native Americans
and African Americans than for Whites
in Nebraska. Rates for Asian Americans
and Hispanics were much lower.

The improvements made in diagnosis
and treatment of CVD are remarkable,
however; positive lifestyle behaviors
remain critical to cardiovascular health
and the prevention of heart disease.
Obesity and sedentary lifestyles are
becoming more common among all
sectors of the American population,
including school-age children, for whom
heart disease prevention efforts may be
most effective.

In addition, personal responsibility for
knowing blood pressure and cholesterol
levels cannot be overemphasized. In
Nebraska, the majority of respondents in
the Behavioral Risk Factor Surveillance
System Report (BRFSS), 92%, stated
they had their blood pressure checked
within the past two years. The propor-
tion of adult Nebraskans who have ever
been told they have high blood pressure
has remained fairly stable, ranging from
20% 