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Respected Leaders,

In keeping with our mission to improve the health status of our community
through collaborative means, it is our pleasure to present the 2016 Bexar
County Community Health Needs Assessment.

This report is the result of a formal community assessment that reflects over
24 months of collaborative work with agency partners and community stake-
holders to establish a shared vision, select relevant indicators, and prepare a
document that addresses the important drivers of health in our community.

In keeping with the national movement in public health to focus more sharply
on the root causes of health outcomes, the report devotes significant space to
describing social, economic, and environmental conditions. The framework
used to organize the report, developed by the Bay Area Regional Health
Inequalities Initiative, moves from population characteristics to living
conditions, to health behaviors and risk factors, and finally to prevalence of
specific diseases and causes of death.

We hope this framework helps readers consider connections among people,
places, circumstances and health outcomes. Ultimately, a health needs
assessment helps answer the question “What matters for health?”

And it points to potential responses to a second question, “What can be done
about it?”

True progress requires as many County residents and stakeholders as possible
to be engaged in answering those questions. We will therefore continue to
make this report freely accessible to all who live, learn, work, and play in
Bexar County. We would be happy to receive feedback and suggestions from
those who use the report.

We thank the many stakeholders and partners from multiple sectors and the
expert technical assistance provided by Cl:Now and Dr. Laura McKieran.

A special thank you is also due to the Board of Directors of the Health
Collaborative, whose leadership and guidance contribute substantially to a
high quality report.

The health of a community’s residents offers a stark accounting of how effec-
tively it functions. No other metric captures more vital information. We hope
that the data collected here help point the way to policy and community action
to create conditions in which all Bexar County residents have real
opportunities to flourish.

Sincerely,
Robert L. Ferrer, MD, MPH Stephen K. Blanchard
Health Collaborative Health Collaborative

Board Chair Data Committee Chair
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Executive Summary

About the Assessment

The Health Collaborative is pleased to present
the 2016 Bexar County Community Health
Needs Assessment. The 2016 Assessment
seeks to support Bexar County partners in mov-
ing from knowing about local health needs and
outcomes to changing those outcomes. This
emphasis resulted in three key changes.

=> Creation of an interactive online data
portal. To address the varying issues that dif-
ferent people face and improve our county’s
health overall, we must “drill down” to a greater
level of detail than a report can give. The Health
Collaborative for the first time this year will
make publicly available a larger collection of
data for exploration and download through an
interactive online data portal.

=>» Stronger integration with the Community
Health Improvement Plan (CHIP). Last up-
dated in 2014, the CHIP is the community-wide
action plan to improve health and well-being in
five priority areas: Healthy Eating and Active
Living, Healthy Child and Family Development,
Safe Communities, Behavioral and Mental Well-
Being, and Sexual Health. The 2016 Assess-
ment will inform the review and revision, if nec-
essary, of these five focus areas and of the
associated objectives and performance
measures.

Model of Population Health
Figure 1. County Health Rankings Model
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Source: University of Wisconsin Population Health Institute.
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(http://www.countyhealthrankings.org/)

= Looking at health with an equity lens.

It is now widely accepted that the relative contri-
bution of medical care to health and well-being
is small — an estimated 10% to 20%?2. That
means that the greater share of disparities in
health and life expectancy for different popula-
tions can be traced not so much to differences
in access to and use of medical care, but to
stark differences in the social, economic, and
environmental conditions in which people are
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born, grow up and grow old, work and play.
Improving health and well-being will mean

both improving those conditions and explicitly
addressing the effects those conditions have
already had on so many members of our
community. While equality means that everyone
has the same resources, equity means every-
one has the resources they need to thrive. One
way to eliminate disparities is for those doing
well to do poorly instead, although of course
that is not our intent. A health equity lens brings
the explicit intent that those who have been
thriving continue to thrive, and that those who
have not thrive, too.

Social Inequalities & Health
Figure 2. The BARHIlI Framework

What Makes Us Healthy?

Healthy People 2020 defines health equity as
the “attainment of the highest level of health for
all people. Achieving health equity requires val-
uing everyone equally with focused and ongo-
ing societal efforts to address avoidable ine-
gualities, historical and contemporary injustices,
and the elimination of health and health care
disparities.”2 The Bay Area Regional Health In-
equities Initiative (BARHII) in San Francisco,
California created a framework (Figure 2) to
show the links between disparities in conditions
and disparities in health. As shown in the figure,

APUBLIC HEALTH FRAMEWORK FOR REDUCING HEALTH INEQUITIES

Bay Area Regional Health Inequities Initiative (BARHII)

UPSTREAM

DOWNSTREAM

LIVING CONDITIONS

Physical Environment
Land Use
Transporation
Housing
Residently Segregation
Exposure to Toxins

SOCIAL INEQUITIES

Class

INSTITUTIONAL POWER

Corporations &
Businesses

Social Environment
Experience of Class,
Racism, Gender,

RISK BEHAVIORS

Smoking

DISEASE & INJURY

MORTALITY

Immigration

Race/Etnnicity Caultural - Ads - Media

Government Agencies

Ly

Immigration Status + Schools Violence
Gender Law & Regulations
g [Economic & Work
Sexual Orientation MNot-tor-Profit Environment
Organizations Employment

Income
Retall Businesses
Occupational Hazards

Service Environment
Health Care
Education
Social Services

| Strategic Partnerships

Adovcacy
---------------------- Community Capacity Building
« Community Organizing
Civic Engagement
< PoLICY
< EMERGING PUBLIC HEALTH

Poor Nutrition Communicable Disease
Chronic Disease ’
Injury (Intentional &
Unintentional)

—>

Low Physical Activity Infant Maortality
Viclence
Alcohol & Other Drugs

Sexual Behavior

Life Expectancy

CURRENT PUBLIC HEALTH ———>

Source: Bay Area Health Inequities Initiative (http://barhii.org/).

2016 Bexar County Community Health Needs Assessment


https://www.barhii.org/

“upstream” factors and conditions lead to
“downstream” factors and conditions, and public
health and healthcare alike are recognizing the
need to intervene further “upstream” than peo-
ple’s risk behaviors. The lower section of the
figure shows that the types of action that are ef-
fective upstream are very different from those
that are effective downstream, and policy is key
at every point. Data on both health-affecting
conditions and health outcomes will be
anchored to this framework throughout the
assessment.

Notable Trends and Patterns

The 2016 Assessment contains quantitative
and qualitative data on approximately 150 indi-
cators for Bexar County. Many indicators are
broken out by demographic characteristic or ge-
ography, typically zip code or sub-county sec-
tor. These eight sectors (Figure 3) were devel-
oped for the 2013 Assessment in response to
the problem of small sample sizes, particularly
with regard to the BRFSS dataset.

Geographic Scope

Figure 3. Bexar County and sub-county sectors

Source: Commuanity inlormaticn Mow [Cl:Now), 2012,

iii
Following are a few especially noteworthy
trends, patterns, and driving forces. Please re-

fer to the full document for data points and
sources.

People & Place

A major driving force of change in Bexar County
is population growth, with the 2050 population
projected to be half again the 2010 total, and
disproportionate growth in certain subpopula-
tions. The growth rate is by far the steepest
among Hispanics, mirroring state and national
trends. Given racial/ethnic disparities in educa-
tional attainment, income, and health outcomes,
that growth has major implications for the
county as a whole. The population is also ag-
ing, with the senior population 65 and older —
another vulnerable population subgroup — pro-
jected to exceed half a million by 2050, nearly
triple the 2010 total. Population density in the
county is growing despite sprawl, and popula-
tion growth is steepest in the central city, the
northside, and the northwest side.

Environment & Living
Conditions

Two key themes emerge from a close look at
environment and living conditions. First, funda-
mental social determinants of health like pov-
erty and educational attainment remain stub-
bornly unchanged. Some, like income inequality
and segregation, are getting worse, and Bexar
County’s income inequality now resembles that
of China and the Dominican Republic.

Second, these social determinants vary by
race/ethnicity, and even more strikingly by
neighborhood. Median household and family in-
comes have risen slightly overall, but low in-
come and poverty are overwhelmingly concen-
trated in westside, eastside, and southside
neighborhoods. Four in 10 renter-occupied
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households overall are housing cost-burdened,
paying 35% or more of household income to
cover housing costs, but the proportion is as
high as six in 10 on the eastside and southside.
Unemployment has dropped overall, but the
highest unemployment rates in central-city
neighborhoods are eight times those on the far
northside. Uninsured rates are declining, but
the eastside and westside are more likely than
other areas of the county to have a high rate of
uninsured.

Health-Related Behaviors &
Early Outcomes

Our understanding of health-related behavior
trends and patterns in Bexar County is stymied
by heavy reliance on population surveys. Wide
confidence intervals for estimates generated
from the BRFSS dataset make it almost impos-
sible to have certainty about either county
trends over time or about current demographic
and geographic differences. New YRBS data
for youth is not available at all for this assess-
ment.

For those trends we can consider trustworthy,
the news is mixed. No improvement in fruit or
vegetable consumption, physical activity, or
smoking is apparent. But the percent of adults
reporting that they never drink sugar-sweetened
beverages has increased, possibly to a sub-
stantial degree.

Healthy behaviors like vaccination, routine
screening and testing, safer sex and drug injec-
tion behaviors, and early and adequate prenatal
care all play a role in reducing the incidence of
communicable disease. The past few years
have seen continuing declines in the incidence
of some reportable communicable diseases,
namely Hepatitis B, chlamydia, and gonorrhea,
and a reversal of recent spikes in congenital

syphilis and HIV incidence. Pertussis or whoop-
ing cough incidence has declined but remains
higher than 2010.

The overall teen birthrate continues to decline
dramatically, driven by reduced birthrates
among Hispanic and black or African-American
girls. There appears to be a decline in the pro-
portion of total births that followed early and ad-
eguate prenatal care, though, and possibly an
accompanying increase in hospitalizations for
pregnancy-related complications.

Health & Well-Being

As with social determinants and health-related
behaviors, many health outcomes have seen no
clear progress in recent years, including per-
cent of adults who report good or excellent
health, report being diagnosed with diabetes, or
are overweight or obese. The high degree of
year-to-year overlap in BRFSS confidence in-
tervals means that although the point estimate
has declined slightly from 2010, there is no evi-
dence of true decrease in the percent of adults
who are overweight or obese.

Some indicators vary quite a bit by age group.
The asthma hospitalization rate has declined
significantly for seniors, but not for children and
teens. Of all principal diagnoses examined, the
only hospitalization rate that has increased dra-
matically from 2010 is for mental iliness, primar-
ily among youth and to a lesser degree among
adults. Whether this increase is real or reflects
substantive change in diagnosis coding practice
is not clear.

But the single most striking theme in health out-
comes is inequity. Again, disparities are often
evident when comparing racial/ethnic sub-
groups. Self-reported health status and over-
weight/obesity are much worse among Hispan-
ics versus non-Hispanic whites.
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When comparing neighborhoods, though, the
disparity is especially dramatic, with clear differ-
ences in self-reported health status. And the
difference in life expectancy between prosper-
ous and poor neighborhoods is a staggering 20
years.

Priority Issues & Implications
for Action

Taking all of the quantitative and qualitative
data and information together, a number of
common themes and high-priority issues
emerge.

= Issues with Technical Fixes. These
are issues that can be addressed by relatively
straightforward policy or practice changes sup-
ported by a strong evidence base.

Vaccination against communicable dis-
ease, most notably HPV vaccination of both
girls and boys and vaccination of seniors
against influenza and pneumonia.

Trauma-informed care. At its most basic, a
trauma-informed approach changes the ques-
tion from "What's wrong with you?" to "What's
happened to you?"32

Policy for a healthy food environment. Tax
abatements to retailers of healthy food can
support a healthy food environment as well.#

= Complex Problems Requiring Com-

plex Solutions. These issues call for long-
term, complex, multi-sector interventions.

Mental illness and substance use. This set
of interrelated issues includes mild to severe
mental iliness including depression and post-
traumatic stress disorder (PTSD), problem
drinking, and problem drug use, including pre-
scribed medications.

Physical inactivity. Physical activity is a
lever of some kind — a contributor to or an ef-
fective intervention for — a number of other im-
portant health issues like depression, over-
weight and obesity, and chronic physical ill-
ness and disability.

Unhealthy eating and hunger. Unhealthy
eating contributes in different ways to a num-
ber of health issues, notably overweight and
obesity, diabetes, and heart disease and
stroke. Hunger is one of the single greatest
threats to the well-being of low-income sen-
iors and remains a serious problem for chil-
dren as well.

Senior whole-life well-being. Rapid growth
in the senior population will place increasingly
significant demands on local health care and
social service systems. A completely different
approach to senior well-being is needed if this
large segment of the county population is to
thrive with a high quality of life, not simply sur-
vive until an advanced age.

Unplanned pregnancy. Reducing unplanned
pregnancy can only yield improvements in
birth outcomes, maternal health and well-be-
ing, the prevalence of adverse childhood ex-
periences, and a host of other issues.

Interpersonal violence. Child abuse, family
violence, and street violence are common in
Bexar County and do serious harm to health
and well-being.

Premature mortality among people of color
and low-income people. Particularly for
lower-income males of color, Bexar County’s
premature mortality is striking. Premature
death is an inarguable metric and the inevita-
ble conclusion of years or decades of health
inequity.
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= Root Causes. Four key root causes inter-
act with each other in a vicious cycle, within and
across generations, and contribute to high-risk
environments, unhealthy behaviors, and injury,
illness, and death. The list of all root causes
could be much longer, but these four are core
for Bexar County.

Low income and poverty, including income
inequality and segregation.

Educational attainment, including low liter-
acy and health literacy.

Criminal and juvenile justice, including
barriers to employment and exposure to
violence.

Adverse childhood experiences (ACE), in-
cluding direct victimization and exposure.

= System-Level Barriers to Effective

Action. These issues hinder effective action to

improve health outcomes and the environment
in which health outcomes develop.

Systemic, persistent underfunding of
prevention and interventions targeting
root causes. Despite knowing that the rela-
tive contribution of medical care to health and
well-being is small — an estimated 10% to
20%:¢, very little funding is available for pre-
vention and other interventions to address the
“upstream” factors that contribute the remain-
ing 80% to 90%. The U.S. spends proportion-
ally less on social root causes than other na-
tions with better population health outcomes.¢

Gaps and disparities in data quality. One
pattern that emerges very clearly throughout
this assessment is the disparity not just in
health determinants and outcomes, but also
in the quality of the data about those determi-
nants and outcomes.

Working effectively across organizations
and sectors. The collective impact approach

is being deployed in a number of local initia-
tives. Health impact investing is an emerging
approach to collaboratively financing efforts to
improve health outcomes.!

Improving Data-Driven
Decision-Making

The Health Collaborative believes the time is
right to create a portal to access detailed local
data online, knowing that the portal’s features
and content will need to evolve over time in re-
sponse to changing local needs and data avail-
ability. The Health Collaborative has partnered
with Community Information Now (Cl:Now) a
local data intermediary serving south central
Texas, to create and maintain this portal. The
portal will let the user:

=> Visually explore data for different popula-
tions and geographic areas using maps, line
charts, bar charts, and other graphics.

=» Understand the data and use it more effec-
tively. Graphics and notes in the platform will
show and explain critical concepts like margin
of error and multi-year average rates.

=» Export maps and charts with title, legend,
data years, and source intact.

=>» Export aggregate data tables, with
metadata intact, for further processing or
analysis.
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Taking Action: Community
Health Improvement Plan

This year will mark the third iteration of the
Community Health Improvement Plan (CHIP), a
community plan that identifies five priority ar-
eas, establishes objectives for change in those
areas, identifies needed partners, and lays out
strategies for each objective.

Healthy Eating and Active Living
Healthy Child and Family Development
Safe Communities

Behavioral and Mental Well-Being
Sexual Health

2

1 See for example, McGovern, L., Miller, G., & Hughes-
Cromwick, P. (2014, August 21). Health Policy Brief: The
Relative Contribution of Multiple Determinants to Health
Outcomes. http://healthaffairs.org/healthpol-
icybriefs/brief pdfs/healthpolicybrief 123.pdf

2 U.S. Department of Health and Human Services, Office
of Disease Prevention and Health Promotion (2010).
Healthy People 2020. Washington, D.C.
https://www.healthypeople.gov/2020/about/founda-
tion-health-measures/Disparities

3 5ee for example, U.S. D.H.H.S. Administration for Chil-
dren and Families. (2012). Asking: “What’s Happened to
You?” A Focus on Trauma-informed Care.
http://www.acf.hhs.gov/programs/fysb/resource/ex-
change-trauma-informed-care

4 Centers for Disease Control and Prevention. (2014).
Healthier food retail: An action guide for public health

VIiI
This assessment is the foundation for the 2016
CHIP process that will begin in fall 2016. The
guantitative and qualitative data presented here
will inform the review of the five focus areas
and the associated objectives and performance
measures that emerged in the 2014 CHIP pro-
cess. That data-driven review will almost cer-
tainly result in changes to the objectives and
performance measures, and possibly to the five
focus areas as well.

The emphasis in 2016 will be on moving from
planning and consensus-building to collabora-
tive action. Effective action will likely require in-
frastructure and community capacity to support
active performance management or collective
impact, including tracking strategies and near-
term outcomes or milestones that indicate pro-
gress or the need for mid-course corrections.

practitioners.
http://www.cdc.gov/nccdphp/dnpao/state-local-pro-
grams/healthier-food-retail.html.

5> See for example, McGovern, L., Miller, G., & Hughes-
Cromwick, P. (2014, August 21). Health Policy Brief: The
Relative Contribution of Multiple Determinants to Health
Outcomes. http://healthaffairs.org/healthpol-
icybriefs/brief pdfs/healthpolicybrief 123.pdf

6 Bradley E.H. et al. (2011). Health and social services ex-
penditures: associations with health outcomes. BMJ Qual
Saf. 20(10):826-831

7 Centers for Disease Control and Prevention, Division of
Community Health. (n.d.). An introduction to impact in-
vesting in public health.
http://www.cdc.gov/nccdphp/dch/pdfs/impact-invest-
ing-public-health.pdf
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About the Assessment

The Health Collaborative is pleased to present
the 2016 Bexar County Community Health
Needs Assessment. This assessment is the
sixth since 1998, when local hospitals and other
partners first agreed to work together to gather,
analyze, and distribute data about Bexar
County’s health needs with a shared mission of
collaboration and community engagement.
Over the past 18 years, the goal of the assess-
ment has grown beyond simply presenting rele-
vant, recent, accurate data. Each assessment
aims to challenge our local thinking about our
community’s well-being and how we all work to
improve it.

More so than earlier work, the 2016 Assess-
ment seeks to support Bexar County partners in
moving from knowing about local conditions
and health outcomes to changing those condi-
tions and outcomes. This emphasis resulted in
three key changes.

=> Creation of an interactive online data
portal. To address the varying issues that dif-
ferent people face and improve our county’s
health overall, we must “drill down” to a greater
level of detail than a report can give. To re-
spond to this community need for better data
about specific neighborhoods and specific pop-
ulations, the Health Collaborative for the first
time this year will make publicly available a
larger collection of data for exploration and
download through an interactive online data
portal. More information about this portal ap-
pears in the Implications for Action section of
the assessment.

=> Stronger integration with the Community
Health Improvement Plan (CHIP). Last up-
dated in 2014, the CHIP is the community-wide
action plan to improve health and well-being in
five priority areas: Healthy Eating and Active
Living, Healthy Child and Family Development,
Safe Communities, Behavioral and Mental Well-
Being, and Sexual Health. The Implications
for Action section talks about the role of the
CHIP and how it relates to the 2016 Assess-
ment. The CHIP Objectives section of the Ap-
pendix quickly locates CHIP-related information
throughout the Assessment.

= Looking at health with an equity lens. Itis
now widely accepted that the relative contribu-
tion of medical care to health and well-being is
small — an estimated 10% to 20%?. That means
that the greater share of disparities in health
and life expectancy for different populations can
be traced not so much to differences in access
to and use of medical care, but to stark differ-
ences in the conditions in which people are
born, grow up and grow old, work and play.

The What Makes Us Healthy? section of this
assessment describes health equity and a
framework for the plan to achieve it, developed
by the Bay Area Health Inequities Initiative
(BARHII) in San Francisco, California. The con-
tent of this assessment is organized around the
health equity framework, an emerging model
that is increasingly used by health departments
and other health initiatives across the country.

2016 Bexar County Community Health Needs Assessment



People & Place, including population
demographics, projections, and geographic
distribution

Environment & Living Conditions, including
built and natural environment, socioeconomic
conditions, and access to care and services

Health-Related Behaviors & Early Out-
comes, including healthy eating, physical ac-
tivity, alcohol and substance use, reproduc-
tive and sexual health, and preventive care
and self-management

Health & Well-Being, including quality of life,
illness and injury, and death

The Implications for Action section discusses
themes that emerge from the data, potential
health priorities, the CHIP, and the online data
portal to be deployed later in 2016. An Index of
Topics helps quickly locate specific issues in
the assessment. Finally, the Technical Notes
section of the Appendix provides detailed infor-
mation on methods, including community input;
data sources and limitations; and the roles of
the staff, contractors, volunteers, and interview
and discussion group participants who gener-
ously gave their time to this assessment.

As in the past, the 2016 Assessment presents
both quantitative and qualitative information on
population, social and economic determinants
of health, and health outcomes. Most data are
presented for Bexar County, though some data
are available only for San Antonio.

Benchmarking against other geographies —
other counties, Texas, or the United States —
was beyond the scope of this assessment.
Geographic comparisons for a number of key
indicators are available through the Robert
Wood Johnson Foundation’s County Health

1 See for example McGovern, L.et al. (2014). Health Policy
Brief: The Relative Contribution of Multiple Determinants

Model of Population Health
Figure 1. County Health Rankings Model

Length of Life (50%)

Quality of Life (50%)

Tobacco Use

Health Behaviors Diet & Exercise

(30%) Alcohol & Drug Use
Sexual Activity
AccesstoCare
Clinical Care
(20%) Quality of Care
Health Factors Education
Employment
Social &
Economic Factors Income
(40%)
Family & Social Support
Community Safety
Physical Air & Water Quality
Environment
(10%) Housing & Transit

Source: University of Wisconsin Population Health Institute.
County Health Rankings & Roadmaps 2016.
(http://www.countyhealthrankings.org/)

Rankings & Roadmaps (Figure 1) and most
state and national data query tools.

Indicators are trended over time where possi-
ble. Within the constraints of space and data
availability, selected indicators continue to be
broken out by key factors like race/ethnicity,
age group, sex, and neighborhood or geogra-
phy. These breakouts show very clearly that
Bexar County residents continue to shoulder
serious health disparities and that place and so-
cial and economic conditions do matter.

Actual quotes from interview and discussion
group participants appear throughout the narra-
tive. These quotes reflect the opinion of the
community member quoted and not necessarily
that of The Health Collaborative. The Appendix
includes a complete summary of all qualitative
information provided through the interviews and
discussion groups.

to Health Outcomes. http://healthaffairs.org/healthpol-
icybriefs/brief_pdfs/healthpolicybrief _123.pdf
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What Makes Us Healthy?

While equality means that everyone has

the same resources, equity means everyone
has the resources they need to thrive. Healthy
People 2020 defines health equity as the
“attainment of the highest level of health for all
people. Achieving health equity requires valuing
everyone equally with focused and ongoing
societal efforts to address avoidable inequali-
ties, historical and contemporary injustices, and
the elimination of health and health care dispar-
ities."?

Improving health and well-being will mean
both improving those conditions and explicitly
addressing the effects those conditions have
already had on so many members of our com-
munity. One way to eliminate disparities is for
those doing well to do poorly instead, although
of course that is not our intent. A health equity
lens brings the explicit intent that those who
have been thriving continue to thrive, and that
those who have not thrive, too.

The Bay Area Regional Health Inequities Initia-
tive (BARHII) in San Francisco, California
created a framework (Figure 1.1) to show the
links between disparities in conditions and
disparities in health. Although many useful
frameworks have been developed over the past
few decades?, this framework has come into
wide use in recent years by state and local
health departments and community collabora-
tives working to improve health.

As shown in the figure, “upstream” factors and
conditions lead to “downstream” factors and
conditions, and public health and healthcare
alike are recognizing the need to intervene fur-
ther “upstream” than people’s risk behaviors.
The lower section of the figure shows that the
types of action that are effective upstream are
very different from those that are effective
downstream. Data on both health-affecting liv-
ing conditions and health outcomes will be an-
chored to this framewaork throughout the as-
sessment.

Policy — from public policy down to organiza-
tional policy — is key at every point in this
upstream-downstream health equity framework.
Policy can support or harm health directly;

can create or eliminate harmful environmental,
social, and economic determinants of health;
and can support or hinder health-related inter-
ventions.

Not explicitly included in this framework is
health literacy, “the ability to obtain, process,
and understand basic health information and
services that are needed to make suitable
health decisions.”2 Health literacy is considered
a stronger predictor of health outcomes than
income, employment status, education level,
race/ethnicity, and age.? Poor health literacy
disproportionately affects those with lower edu-
cation, lower income, older adults, and minority
and immigrant populations, and can therefore
reinforce existing health disparities.2
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Social Inequalities & Health
Figure 1.1 The BARHIl Framework

APUBLIC HEALTH FRAMEWORK FOR REDUCING HEALTH INEQUITIES

UPSTREAM

Bay Area Regional Health Inequities Initiative (BARHII)

DOWNSTREAM

SOCIAL INEQUITIES

Class
Race/Ethnicity
Immigration Status
Gender

Sexual Orientation

INSTITUTIONAL POWER

Corporations &
Businesses
Government Agencies
Schools
Law & Regulations
MNet-for-Profit

LIVING CONDITIONS

Physical Environment
Land Use
Transporation
Haousing
Residently Seqgregation
Exposure to Toxins

Social Environment
Experience of Class,
Racism, Gender,
Immigration

+ Cultural - Ads - Media

Viclence

[Economic & Work
Environment

RISK BEHAVIORS

Smoking
Poor Nutrition

+ Low Physical Activity

Viclence
Alcohol & Other Drugs
Sexual Behavior

DISEASE & INJURY

Communicable Disease
Chronic Disease

Injury (Intentional &
Unintentional)

—>

MORTALITY

Infant Mortality
Life Expectancy

Ay

Organizations Employment

Income
Retall Businesses
Occupational Hazards

Service Environment
Health Care
Education
Social Services

Strategic Partnerships
Adoveacy
................. Community Capacity Building
< Community Organizing :

Civic Engagement

< EMERGING PUBLIC HEALTH

BARHII

Bay Arca Regional Health
Inequities Initiative

Source: Bay Area Health Inequities Initiative (http://barhii.org/)

1 U.S. Department of Health and Human Services, Office
of Disease Prevention and Health Promotion (2010).
Healthy People 2020. Washington, D.C.
https://www.healthypeople.gov/2020/about/founda-
tion-health-measures/Disparities

2 See for example Seattle/King County’s equity info-
graphic (http://www.kingcounty.gov/elected/execu-
tive/constantine/priorities/building-equity/info-
graphic.aspx) and the Healthy People 2020 Social Deter-
minants of Health framework (https://www.healthypeo-
ple.gov/2020/topics-objectives/topic/social-determi-
nants-of-health)

CURRENT PUBLIC HEALTH ——————

3 U.S. Department of Health and Human Services, Office
of Disease Prevention and Health Promotion. (n.d.)
America’s Health Literacy: Why we need accessible health
information. http://health.gov/communication/liter-
acy/issuebrief/

4 World Health Organization. (2013). Health literacy: The
solid facts. http://www.euro.who.int/ _data/as-
sets/pdf_file/0008/190655/e96854.pdf

5 National Network of Libraries of Medicine. (2013).
Health Literacy. https://nnlm.gov/outreach/con-
sumer/hlthlit.html
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People & Place

Current and Future
Demographics

Bexar County’s population has grown dramati-
cally and shows no signs of slowing in coming
decades. The population is projected to in-
crease by nearly one million people from 2010
to 2050, a 56% increase (Figure 2.1; Figure
2.2). While partly a positive sign of a strong
economy and low cost of living relative to most

other major U.S. cities, rapid population growth
can strain community infrastructure that impacts

health, including housing, schools, transporta-

Total Population

Figure 2.1 Bexar County total & projected population
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2.4

2.2

2.0

1.82

Bexar County Population (millions)

1.79
18 1.76

16
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2010 Actual & Annual Estimates

tion, and health care. Short- and long-range
planning for this growth is critical, as is a re-
gional perspective. Texas’ population growth is
expected to be strongest along the 1-35 corridor
and in the urban core counties of the “Texas
Triangle” between San Antonio, Dallas, and
Houston. That growth pattern will almost cer-
tainly expand the functional boundaries of the
“San Antonio region” as it is understood today.

2.66
o
2.44
o
2.22
(o)
1.97
o
1.86
2014 2020 2030 2040 2050
Projections

Source: U.S. Census Bureau; 2010 Census, DP-1 & 2011-2014 ACS 1-Year Estimates, Table DP05. Texas State Data Center;

Projections of the Population for 2010-2050, 2014.
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Projected Population Growth

Figure 2.2 Bexar County population percent change

2010 1,714,773

2020 1,967,590 14.7%
2030 2,216,912 29.3%
2040 2,442,098 42.4%
2050 2,656,573 54.9%

Source: U.S. Census Bureau; 2010 Census, DP-1 & 2011-
2014 ACS 1-Year Estimates, Table DPO5. Texas State
Data Center; Projections of the Population for 2010-
2050, 2014.

Population Moving-In Annually

Local population growth is driven by both birth
rates (see Health-Related Behaviors &
Early Outcomes: Reproductive & Sexual
Health) and in-migration. Just over five per-
cent of Bexar County residents lived outside
of Bexar County one year ago (Figure 2.3), a
figure that has held steady since 2010. Half of
that in-migration is from other Texas counties;
only 13% is from another country, primarily
Mexico. The proportion of the Bexar County
population who are non-U.S. citizens has re-
mained flat over the past five years at about
eight percent (Figure 2.4). Immigration status
is one factor at the root of health disparities
and inequality. Undocumented immigrants
have poorer access to societal resources and
greater exposure to harmful social and envi-
ronmental conditions, putting them at greater
risk for health conditions that could be
avoided or managed with preventive care.

Figure 2.3 Bexar County population with non-Bexar County residence 1 year ago by previous residence
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Source: U.S. Census Bureau; 2010-2014 ACS 1-Year Estimates, Table S0701.
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Citizenship Status
Figure 2.4 Bexar County population with
US & non-US citizenship

Bexar County’s population is roughly 59%
Hispanic, 29% non-Hispanic white, 7% black

or African-American, and 3% Asian (Figure
_ 2.5). The remaining 2% are American Indian,
2010  8.4% (£0.6%) 5.1% (x0.3%) 86.5% (+0.7%) Native Hawaiian, some other race, or multiple
2011 82% (+0.7%)  4.9% (+0.3%) 86.9% (+0.8%) races.

2012 8.3% (+0.6%) 5.3% (+0.3%) 86.5% (+0.7%)
2013 8.2% (:0.6%) 5.0% (+0.3%) 86.9% (+0.7%)
2014 7.9% (+0.5%) 5.2% (+0.3%) 86.8% (£0.7%)

Source: U.S. Census Bureau; 2010-2014 ACS 1-Year
Estimates, Table C05001.

Demographic Characteristics
Figure 2.5 Bexar County population

demographic characteristics

Sex

Male 49.2% (+0.1%)
Female 50.8% (+0.1%)
Race & Ethnicity

White 29.0% (+0.1%)
Black 7.1% (+0.2%)
Hispanic 59.3% (x)
Asian 2.6% (+0.1%)

American Indian
Native Hawaiian
Other

2+ Races

Age Groups
Under 5vyears

5to 9years

10 to 14 years
15to 19 years
20 to 24 years
25to 34 years
35to 44 years
45 to 54 years
55 to 59 years
60 to 64 years
65 to 74 years
75 to 84 years

85 years and over

0.2% (+0.1%)
0.0% (+0.1%)
0.1% (+0.1%)
1.6% (+0.2%)

7.2% (+0.0%)
7.6% (+0.3%)
7.0% (+0.3%)
7.2% (£0.0%)
7.8% (+0.0%)
15.6% (+0.0%)
13.3% (+0.0%)
12.5% (+0.0%)
5.7% (+0.2%)
4.8% (+0.2%)
6.5% (+0.0%)
3.4% (+0.1%)
1.4% (+0.1%)

Source: U.S. Census Bureau; 2014 ACS 1-Year
Estimates, Table DPO05. (x) No margin of error.
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The solid-colored area of population pyramid
in Figure 2.6 is two back-to-back bar graphs
showing the age breakdown for Bexar County
males (blue) and females (red). The percent
of the total population that each sex/age
group makes up is shown along the bottom of
the figure; the wider the bar, the greater the
percent of total population that age group rep-
resents. Bexar County has a relatively young
population, so the bars are wider at the lower
end of the shape, and solid area overall looks
a bit like a house with a pitched roof. The out-
lined bars show what the population “shape”
is projected to look like in 2050 — much closer
to a square. People 55 and older will make up
a much higher portion of the total county pop-
ulation, while youth will make up a much
lower portion. Because of population growth,
however, the actual number of youth will con-
tinue to grow. The most dramatic proportional
increase is expected

Current & Projected Age Structure

to be in the population 85 and older, greatly
increasing demand for health care, housing,
and other services for the very old. As will be
shown later, poverty and other factors that
harm health and well-being are more common
in the elderly as well.

The pattern of change in the population age
breakdown is dramatically different for differ-
ent racial/ethnic groups. That change is pre-
sented for Hispanics and non-Hispanic
whites, Bexar County’s two largest racial/eth-
nic groups. The non-Hispanic white popula-
tion (Figure 2.7) skews much older than the
total population in both 2010 and 2050. The
Hispanic population skews much younger
(Figure 2.8) than the total population in 2010,
with a very large fraction of the population be-
ing younger than 20. By 2050, however, the
Hispanic age distribution is expected to re-
semble the total population much more
closely.

Figure 2.6 Bexar County 2010 & 2050 population percentages by age and sex

85+
80-84
75-79
70-74
65-69
60- 64
55-59
50-54
45-49
40- 44
35-39
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25-29
20-24
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5-9

0-4

5.0 4.0 3.0 2.0 1.0

0.0 1.0 2.0 3.0 4.0 5.0

% of Bexar County Population

A [12050 Male (projection) % E2010 Male (count)

W12050 Female (projection)

¥-m 2010 Female (count)

Source: U.S. Census Bureau; 2010 Census, QT-P1. Texas State Data Center; Projections of the Population for 2050, 2014.
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Current & Projected Age Structure of Non-Hispanic White Population
Figure 2.7 Bexar County 2010 & 2050 non-Hispanic white population percentages by age and sex

85+
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Source: U.S. Census Bureau; 2010 Census, QT-P1. Texas State Data Center; Projections of the Population for 2050, 2014.

Current & Projected Age Structure of Hispanic Population
Figure 2.8 Bexar County 2010 & 2050 Hispanic population percentages by age and sex
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Source: U.S. Census Bureau; 2010 Census, QT-P1. Texas State Data Center; Projections of the Population for 2050, 2014.
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Overall population growth differs dramatically
as well. Hispanics make up about 59% of the
Bexar County population. By 2050, that figure
could increase to 66%, or about 2.1 million peo-
ple. In contrast, the non-Hispanic white popula-
tion is projected to decrease, dropping from
519,000 in 2010 to close to 438,000 in 2050, at
which point it will make up only about 13% of
the total county population. Hispanics already
outnumber non-Hispanic whites in the popula-
tion 37 and younger. 1

Bexar County’s Hispanic population is by no
means homogenous, with a diversity of in-
comes, educational attainment and skills, and
other factors. But as a group, Hispanics experi-
ence more conditions that harm health than do
non-Hispanic whites, and face structural and
systematic barriers to resources and well-being.
For these reasons the rapid growth of the His-
panic population is one of the single most im-
portant drivers of the current and future health
and well-being of the Bexar County population
overall. And although this demographic change
is happening earlier in Bexar County, Texas
and the nation are following the same trend, so
Bexar County’s experience paints a picture of
the future of Texas and, in time, the nation as a
whole. Bexar County has the opportunity to re-
spond to this trend in a way that serves as a
positive model for Texas and the country.

‘expanding the community health worker’s role brings

cultural sewsitixﬂtg; the population they serve can relate to them”
- Health Literacy Discussion Group
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Geographic Population
Characteristics

Despite continuing sprawl, Bexar County’s
overall population density has grown from 1,383
people per square mile in 2010 to 1,497 in
20142, with the fastest growth in the central city,
the northside, and most especially the area be-
tween Bandera Road and U.S. 90 outside Loop
1604.2 The population is not evenly distributed,
throughout the county (Figure 2.9) and is mo-
bile. In 2014, approximately, 18.5% of residents

Population Density by Zip Code

Figure 2.9 Total population per square mile

78006 %
‘ 8 &
78023 7
*

78245 * [ X

78002 i A
[*]o-499
[a ]500-1,999

[=]2,000- 3,499
%] 3,500 - 4,999
I 5,000 - 6,499
6,5000 +

*
"v.‘
X 78069
78264
Source: U.S. Census Bureau; 2014 ACS 5-Year E, *
Table S0101 & 2010 Census SF-1, aﬂ:—jo_ﬂ_%j
Note: Margins of error associated w stimates not shown. J
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Racial/Ethnic Minority Population by Zip Code

Figure 2.10 Percent population not non-Hispanic white

Source: U.S. Census Bureau; 2014 A stimates,
Table DP0O5. Note: Margins of error dssotiated with estimates

report living in a different home than they did in
2013 with 13% moving within the county.? Cur-
rently the greatest population density is in zip
codes 78207 and 78225 just west and south,
respectively, of downtown. Downtown and the
area just to the north have historically been
sparsely populated, although this pattern is
changing with heavy residential development
along lower Broadway and the Museum Reach
of the San Antonio River. Far south and far east
Bexar County south of I-10 remain semi-rural,
although greater residential development is
expected to occur in the southern half of the
county in coming years.?

i

,ANS-E_/“

14.0% - 19.9%
[a]20.0%-39.9%
[=]40.0% - 59.9%
[ 60.0% - 79.9%
I 20.0% - 100%

Different demographic groups are unevenly
distributed across the county as well. Non-His-
panic whites are much more heavily repre-
sented in the northern half of the county, partic-
ularly outside Loop 1604 (Figure 2.10). Figure
2.11 maps the age dependency ratio, which
describes the relationship between the
“dependent population” not likely to be in the
labor force and the “working age population.”
The yellow and white areas on the map repre-
sent military bases and the downtown area.
This measure can be a useful indicator for the
economic and social health of a population and
the strain on the service system and the non-
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Age Dependency Ratio by Zip Code

11

Figure 2.11 Number of children and seniors per 100 adults 18 to 64

dependent people who are serving as caregiv-
ers, often to both children and seniors. For
Bexar County overall, the age dependency ratio
is 59.9, or about 60 children and seniors per
100 adults age 18 to 64.8

Special Population
Demographics

This section highlights the demographics of four
key groups who likely have different health is-
sues and different resources for and barriers to
health: people in poverty, youth, seniors, and
military veterans. While trustworthy data on

10.0-14.9
[a]15.0-29.9
[=130.0-449
%1 45.0-59.9
I 60.0 +

health-related behaviors and outcomes are
more difficult to find for the total populations of
people living in poverty and military veterans,
as we tend to know most about those who are
already engaged in services, data specific to
youth and seniors is easily available and pro-
vided throughout this narrative. Neighborhood
of residence is often a good proxy measure for
poverty, and key issues are shown by sub-
county geography throughout this document
wherever the data are available and trustwor-
thy. It should be noted, though, that zip codes
are much larger in the southern portion of the
county and tend to stretch in a narrow band that

2016 Bexar County Community Health Needs Assessment
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captures both central-city neighborhoods and
the semi-rural areas along and south of Loop
1604. Although poverty and other issues are
likely different in these two environments, those
differences cannot be seen in data at the zip
code and larger levels.

People in Poverty

Poverty is one of the single most powerful “up-
stream” factors harming health and well-being,
and that holds true both for people who are
themselves poor and people with higher in-
comes who are living in a low-income neighbor-
hood. The estimated percent of the Bexar
County population in poverty has remained rel-
atively flat since 2010 and currently stands at
18.4%, or more than 335,000 people (Figure
2.12). Females, minorities, and children (com

Population Living In Poverty
Figure 2.12 Bexar County population below 100%, 150%,

800,000

Demographic Characteristics
Figure 2.13 Population below 100% powerty level
demographic characteristics

2014
Total Population Below 100% Poverty 335,190 (+14,917)
Sex
Male 44.8% (£1.7%)
Female 55.2% (+1.0%)
Race & Ethnicity

Hispanic (of anyrace) 72.2% (£2.8%)
16.0% (+1.5%)

11.8% (+2.4%)

Non-Hispanic White
Non-Hispanic Black or Other Race(s)
Age Groups

Under 18 years 38.6% (£1.9%)
54.6% (+1.3%)

6.8% (+0.8%)

18 to 64 years

65 years and over

Source: U.S. Census Bureau; 2014 ACS 1-Year
Estimates, Table S1701.

& 200% poverty level (cumulative)
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Source: U.S. Census Bureau; 2010-2014 ACS 1-Year Estimates, Table S1701.
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Adults and Families in Poverty
Figure 2.14 Population below 100% poverty level

social characteristics

2014

Educational Attainment (25 years and over)

Less than HS

HS or Equivalency

Some College/Associate's Degree

Bachelor's Degree or Higher

35.6% (+2.6%)
30.3% (+2.4%)
24.5% (+2.0%)
9.6% (+1.3%)

Employment Status (20-64 years)

Employed/In Armed Forces

Unemployed

Notin labor force

Disability Status (20-64 years)

Disability

No Disability

Family Type (families)
Married Couple

Single Male

Single Female

Children Present (families)
No Children

1or2children
3 or4children

5 or more children

42.6% (+2.3%)
9.9% (+1.4%)
47.5% (+2.4%)

21.5% (+2.5%)
78.5% (£2.1%)

35.3% (+2.6%)
10.5% (+2.4%)
54.2% (+3.8%)

19.8% (+2.6%)
47.6% (+3.3%)
28.9% (+3.1%)
3.7% (+1.4%)

Source: U.S. Census Bureau; 2014 ACS 1-Year
Estimates, Table S1701, B17012, & B23024.

pared to seniors) are disproportionately repre-
sented (Figure 2.13). Also over-represented are
people with less than a high school diploma or
GED, those not in the labor force (i.e., neither
employed nor seeking work), and those living in
single female headed families (Figure 2.14).

Different age groups clearly assume different
burdens of poverty. Among the total population
living 100% below the poverty line, over half
were adults 18 to 64 and only 6.8% (+ 0.8%)
were seniors. Nearly 40% of those living in pov-
erty were children under 18 years old.

The highest rates of poverty among working-
age adults are found on the near eastside and
westside (Figure 2.15). Among seniors, the
poverty rate is highest in zip code 78207 (Fig-
ure 2.16) on the near westside. Although zip
code 78205 also shows a high rate, it is located
in the less populated central downtown area
that has a very small senior population. (Again,
map labels for zip codes 78203 and 78205
have been omitted for readability. Zip code
78205 is immediately east of 78207; 78203 is
immediately south of 78202.)
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Adults 18-64 Living In Povert
Figure 2.15 Percent adults 18-64 below oo

Source: U.S. Census Bureau; 2014 ;’XCS S5Year Estlmates

Table S1701. Note: Margins of error“assouated with estlmates not shown

Among children, the very highest rates of pov-
erty — 60% and higher — are in zip codes 78203,
on the near eastside below E. Commerce St.,
and 78215, which stretches from north down-
town up to Mahncke Park along the lower
Broadway corridor (Figure 2.17). Zip code
78215 is sparsely populated by children,
though, whereas 78203, part of the EastPoint
neighborhood with the federal Promise and
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Choice Neighborhood initiatives, has a much
larger number of children. In general, the lowest
rates of child poverty — below 15% — are in the
far north and northwest areas of the county out-
side Loop 410.
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Seniors Living In Poverty by Zip Code
Figure 2.16 Percent adults 65+ below 100% poverty level
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“‘educated people come and go
because they have options, but the poor
uneduecated people tend to accumulate and you
get this intergenerational poverty’

- Anonymous
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Children Living In Poverty by Zip Code

Figure 2.17 Percent children below 100% poverty level

/-
L

Source: U.S. Census Bureau; 2014 Af
Table $1701. Note: Margins of error'a

stimates,
ociated with estimates

Youth

The child and teen population is exposed to
health risks and circumstances daily that di-
rectly relate and influence lifelong patterns of
health behavior. The current population of youth
under 18 is estimated at 485,751 and is pro-
jected to reach 593,874 in 2050, a nearly 28%
increase over 2010 (Figure 2.18).

At about 20%, a smaller proportion of the youth
population is non-Hispanic White (Figure 2.19)

Sx/

0.0% - 14.9%
[ ]15.0%-29.9%
%] 30.0% - 44.9%
I 45.0% - 59.9%
60.0% +

compared to the total population (29%). About
28% of youth are under five years of age, 40%
are age five to 11, and 32% are age 12 to 17.
Even though the overall poverty rate is 18.4%,
27% of children live in poverty (Figure 2.20). Six
in 10 children live in a household headed by a
married couple and one in 10 are in households
headed by a grandparent or another relative
other than a parent.
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Youth Population
Figure 2.18 Bexar County total & projected population 0-17
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Source: U.S. Census Bureau; 2010 Census, QT-P1 & 2011-2014 ACS 1-Year Estimates, Table BO1001. Texas State Data Center;

Projections of the Population for 2010-2050, 2014.

Youth are dependent on the working population
to support them, care for them, and access
health care and other resources for them, so
the size and distribution of this population af-
fects the socioeconomic status and health of
the county as a whole. Bexar County’s overall
age dependency ratio is decreasing, dropping
from 43.3 (+0.1) children per 100 adults age 18
to 64 (+0.1) in 2010 to 41.9 in 2014.Z The ratio
of children to working-age adults varies across

the county (Figure 2.21), but not following the
same pattern as race/ethnicity, poverty, and
other factors. Highest ratios are found in south-
ern, far northern, and northwestern Bexar
County. But two stretches extend from the cen-
tral city, one north of 1-90 from the near
westside out past Loop 1604, and another
south of FM 78/Gibbs Sprawl Road from the
near eastside out to Converse.
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“‘access to chtloeare is one of the
main challenges. Restdents oo
not use formal childeare because

they are not aware of the

optlo ns”

- Richard Milk

Social Characteristics

Figure 2.20 Population under 18 years

social characteristics

Relationship to Householder

Own Child (biological, step, adopted)

Grandchild

Other Relatives
Foster/Unrelated

Family Type (own children)
Married

Single Male

Single Female

Poverty Status

Below 100% Poverty Level

Above 100% Poverty Level
School Enroliment by Age
3to 4vyears

5to 9years
10 to 14 years
15to 17 years

2014

5.1% (+0.9%)
19.3% (+1.8%)
44.0% (+2.1%)
31.6% (+2.0%)

63.1% (+1.9%)
7.3% (+0.9%)
29.6% (+1.6%)

27.0% (£1.2%)
73.0% (£0.7%)

35.5% (+4.0%)
96.0% (+0.8%)
99.0% (+0.6%)
95.9% (+1.2%)

Source: U.S. Census Bureau; 2014 ACS 1-Year

Estimates, Table S0901, B09002, S1401.
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Demographic Characteristics
Figure 2.19 Population under 18 years

demographic characteristics

Total Population Under 18
In Households

In Group Quarters

Sex

Male

Female

Race & Ethnicity
Hispanic (of anyrace)

Non-Hispanic White

Non-Hispanic Black or Other Race(s)

Age Groups
Oto 4 years

5to 11 years
12 to 17 years

2014
485,751 (x)
99.8% (+0.1%)
0.2% (+0.1%)

50.8% (+0.7%)
49.2% (+0.8%)

68.1% (+1.9%)
20.4% (£2.1%)
11.5% (+2.8%)

27.7% (+0.9%)
39.9% (+1.3%)
32.4% (+0.8%)

Source: U.S. Census Bureau; 2014 ACS 1-Year
Estimates, Table B09001, BO1001, & S0901. (x) No

margin of error.



Alcohol Retailer Density by Zip Code

Figure 3.21 Number of alcohol retailers selling for off-premise consumption per 10,000 population

‘-v“

Source: Texas Alcoholic & Beverage
Commission; Retail Dealer’s Off-Pre
License, Wine and Beer Retailer’s
and Package Store Permits, 6/1/201
2014 ACS 5-Year Estimates, Table S010

s Bureau;

Seniors

Seniors, like youth, are exposed to different
health-related factors and are often dependent
to varying degrees on family caregivers. On the
whole, people are living longer than they ever
have, which increases demands on health, as-
sisted housing, transportation, and many other
services. The current population of seniors

19

1.0-1.9 Il 9.0-11.9
[a]20-29EM 12.0-149
[=13.0-59 KM 150+
¥6.0-89

age 65 and older is estimated at 209,599 and is
projected to rise sharply in coming decades,
reaching 503,872 in 2050, nearly triple the 2010
population (Figure 2.22).
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Senior Population

Figure 2.22 Bexar County total & projected population 65+
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434,573
361,832
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257,010
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Source: U.S. Census Bureau; 2010 Census, QT-P1 & 2011-2014 ACS 1-Year Estimates, Table BO1001. Texas State Data Center;

Projections of the Population for 2010-2050, 2014.

At 57% of the senior population, females signifi-
cantly outnumber males in the 65 and older age
group (Figure 2.23). Hispanics are dramatically
under-represented among the senior popula-
tion. Not surprisingly, seniors are less likely
than the total population to be in the labor force
(Figure 2.24), although many may have kept
working past traditional retirement age. Less
than half of the senior population have a disabil-
ity and about one in 10 lives below the poverty
level — an annual income of less than $11,800
for a person living alone.?
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Demographic Characteristics

Figure 2.23 Senior population 65+
demographic characteristics

Total Senior Population 65+
Sex

Male

Female

Race & Ethnicity

Hispanic (of anyrace)
Non-Hispanic White

Non-Hispanic Black or Other Race(s)

2014
209,599 (+286)

43.0% (+0.1%)
57.0% (£0.1%)

45.4% (+0.1%)
45.4% (+0.1%)
9.2% (+0.1%)

Source: U.S. Census Bureau; 2014 ACS 1-Year

Estimates, Table S0103.



The population of grandparents living with their
own grandchildren under 18 years of age has
remained relatively flat in recent years (Figure
2.25). However, most of those grandparents are
not seniors, with only about a third being 60
years or older.

Bexar County’s old-age dependency ratio has
grown from 16.5 (x0.1) seniors per 100 adults
age 18to 64 in 2010 to 18.1 (+0.1) in 2014.2 If
population projections hold true, by 2050 that
figure will have climbed to 32.3.22 The old-age
dependency ratio differs across the county,
though not as strongly as the child dependency
ratio (Figure 2.26).

Grandparents Living with Grandchildren
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Social Characteristics
Figure 2.24 Senior population 65+
social characteristics

Educational Attainment

Less than HS 24.3% (£1.4%)
25.0% (+1.3%)
25.9% (+1.4%)

24.8% (£1.4%)

HS or Equivalency

Some College/Associate's Degree
Bachelor's Degree or Higher
Employment Status

Employed 16.6% (£1.3%)
0.8% (+0.4%)

82.6% (£1.4%)

Unemployed

Notin labor force
Disability Status
Disability

No Disability

Poverty Status

Below 100% Poverty Level
100-149% Poverty Level
Above 150% Poverty Level

43.1% (+1.5%)
56.9% (+1.5%)

11.1% (+1.4%)
11.2% (+1.2%)
77.7% (£1.7%)

Source: U.S. Census Bureau; 2014 ACS 1-Year
Estimates, Table S0103.

Figure 2.25 Population living with their own grandchildren under 18 years by age group

20,000

*
15,000 % M\%

Bexar County Grandparent Population

10,000
5,000
0

2010 2011 2012 2013 2014

Source: U.S. Census Bureau; 2010-2014 ACS 1-Year Estimates, Table S1002.
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Old-Age Dependency Ratio by Zip Code
Figure 2.26 Number of seniors per 100 adults 18 to 64
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Veterans
San Antonio has one of the country’s largest older who are military veterans — has held fairly
active and retired military populations, and steady since 2010, currently an estimated
this group has both different health-related risks 153,212 (+ 5,957), but has decreased slightly
and protective factors. Veterans also have ac- as a percent of the total population (Figure
cess to different health-related resources to 2.27).

support health, such as the Veterans Admin-
istration (VA) health care system. The size of
the veteran population — civilians 18 years and

The veteran population is most heavily concen-
trated along Loop 1604 north of Highway 90
and I-10 (Figure 2.28). Zip codes 78245 and
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$42,165 (+ $1,510), as compared to an esti-

78251, near Lackland AFB and along the Po- mated $22,927 (+ $535) for the non-veteran ci-
tranco Road corridor, are home to a combined vilian population. An estimated 6.2% (+ 1.1%)
total of almost 13,000 veterans. of veterans live in poverty, as compared to
About 85% of Bexar County veterans are male.  16.6% (+ 0.8%) of non-veteran civilians.£
A!most_half are non-Hispanic White, 3§% are About three in 10 veterans have a disability of
Hispanic, and 17% are another non-Hispanic some kind, although the Census Bureau’s defi-
minority — including African-American (Figure nition of disability may not effectively capture

2.29). A third of veterans are 65 years of age or disabling mental iliness like post-traumatic
older, as compared to about 11% of the general  giress disorder (PTSD) or depression. 3

population.

The veteran population as a whole has rela-
tively high educational attainment and income
and a low poverty rate. Only 5.1% (+ 0.9%) of
veterans have less than a high school degree
and 31.6% (+ 2.0%) have a bachelor’'s degree
or higher (Figure 2.30). The veteran population
has an estimated median income of about

Veteran Population
Figure 2.27 Bexar County civlian population 18 years and ower that are veterans
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Source: U.S. Census Bureau; 2010-2014 ACS 1-Year Estimates, Table S2101.
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Veterans by Zip Code

Figure 2.28 Civilian veteran population
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Table S0101. Note: Margins of error‘associated with estimates no Shf' X I 6,001 +
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Demographic Characteristics
Figure 2.29 Civilian veteran population
demographic characteristics

2014
Total Civilian Veteran Population 153,212 (45,957)
Sex
Male 84.8% (+1.4%)
Female 15.2% (+1.4%)

Race & Ethnicity
Hispanic (of anyrace) 35.6% (+1.9%)
47.3% (£2.1%)

17.1% (+2.8%)

Non-Hispanic White

Non-Hispanic Black or Other Race(s)
Age Groups

18 to 34 years

35to 54 years
55 to 64 years

15.2% (+1.3%)
31.6% (+1.8%)
20.2% (+1.3%)
18.3% (+1.2%)
14.8% (£0.9%)

65 to 74 years

75 years and over

Source: U.S. Census Bureau; 2014 ACS 1-Year
Estimates, Table S2101.

1 Davila, V. (2015, September 25). Bexar County, regional
population expected to keep booming. San Antonio Ex-
press-News. http://www.mysananto-
nio.com/150years/article/Bexar-County-regional-popula-
tion-expected-to-6529803.php

2 U.S. Census Bureau; 2010 Census SF-1, Table G001, DP-
1 & 2014 ACS 1-Year Estimates, Table DPO5.

3 Davila, V. (2015, September 25). Bexar County, regional
population expected to keep booming. San Antonio Ex-
press-News. http://www.mysananto-
nio.com/150years/article/Bexar-County-regional-popula-
tion-expected-to-6529803.php

4 U.S. Census Bureau; 2014 ACS 1-Year Estimates, Table
S0701.

5 Davila, V. (2015, September 25). Bexar County, regional
population expected to keep booming. San Antonio Ex-
press-News. http://www.mysananto-
nio.com/150years/article/Bexar-County-regional-popula-
tion-expected-to-6529803.php
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Social Characteristics

Figure 2.30 Veteran population
social characteristics

2014
Educational Attainment (25 years and over)

Less than HS 5.1% (+£0.9%)
19.3% (+1.8%)
44.0% (£2.1%)

31.6% (+2.0%)

HS or Equivalency

Some College/Associate's Degree
Bachelor's Degree or Higher
Employment Status (18-64 years)

Labor Force Participation 76.3% (£1.9%)

Unemployed 6.1% (+1.8%)
Disability Status

Disability 29.8% (+£1.6%)
No Disability 70.2% (+£1.6%)

Poverty Status
Below 100% Poverty Level

Above 100% Poverty Level

6.2% (+1.1%)
93.8% (+1.1%)

Source: U.S. Census Bureau; 2014 ACS 1-Year
Estimates, Table S2101.

6 U.S. Census Bureau; 2014 ACS 1-Year Estimates, Table
S0101.

7 U.S. Census Bureau; 2010-2014 ACS 1-Year Estimates,
Table S0101.

8 U.S. Department of Health and Human Services (2016).
U.S. federal poverty guidelines used to determine finan-
cial eligibility for certain federal programs.
https://aspe.hhs.gov/poverty-guidelines

® U.S. Census Bureau; 2010-2014 ACS 1-Year Estimates,
Table S0101.

10 Texas State Data Center; Projections of the Population
for 2010-2050, 2014.

11 5an Antonio Convention & Visitors Bureau (2015). Mili-
tary City USA. http://visitsanantonio.com/MILITARY

12.U.S. Census Bureau; 2014 ACS 1-Year Estimates, Table
S2101.

13 U.S. Census Bureau (2014). American Community Sur-
vey Disability Definitions. http://www.census.gov/peo-
ple/disability/methodology/acs.html
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Environment & Living Conditions

Built & Natural Environment

Quality housing is important to health and well-
being, as substandard housing is associated
with an increased risk of injury and respiratory
diseases. Close to half of Bexar County’s hous-
ing was built before 1980 (Figure 3.1), but the
condition of these older homes varies not just
by neighborhood but often by block. Even in
well-maintained areas, children living in older
housing are at greater risk for lead poisoning
from lead-based paint and some older types of
vinyl window mini-blinds.?

Time Period of Housing Construction

Scattered infill notwithstanding, most housing
built since 2000 is concentrated outside Loop
1604 to the north and northwest. The county’s
oldest housing stock is concentrated in neigh-
borhoods immediately south, east, and north of
downtown, with median year built falling in the
1930s and 1940s (Figure 3.2). The character
and quality of the housing stock vary signifi-
cantly across this central-city area, particularly
in neighborhoods currently undergoing rapid
change. While many homes in these areas

Figure 3.1 Percent of occupied housing units by year built

35.0%

30.0%

25.0%

20.0%

15.0%

10.0%

% Bexar County Occupied Housing

5.0%
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Source: U.S. Census Bureau; 2010-2014 ACS 1-Year Estimates, Table S2504.
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Time Period of Housing Construction by Zip Code
Figure 3.2 Median year built for housing structures
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Residential Vacancy Rate

. . Figure 3.3 Percent vacant housing units
have been well-maintained over time or are

recently restored, others suffer from decades of 12.0%
deferred maintenance and have serious issues
that negatively affect health, like inadequate
plumbing, insects and rodents, and rotting
porches or steps that present a safety hazard.

10.1%
9.4%

8.0%

9.5%
8.0%

7.8%
Depending on neighborhood social and eco-
nomic conditions, housing unit vacancy can
invite vagrants, fire hazards, crime, and free-
roaming animals. Very low vacancy rates,
particularly in newer and well-maintained
neighborhoods, mean a shortage of affordable 0.0%

housing. Bexar County’s overall vacancy rate 2010 2011 2012 2013 2014

2014, likely due to strong population growth Source: U.S. Census Bureau; 2010-2014 ACS 1-Year
Estimates, Table DPOA4.

4.0%

% of Bexar County Housing Units
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combined with a significant slowdown in new

housing construction that has continued since Walkab"'ty .
the recession hit. Figure 3.5 San Antonio's
Walk Score®
Bexar County’s highest vacancy rates are
4 Walk Score

downtown (Figure 3.4), although the total num- 5010 2

ber of units in that area is relatively low, and in So11 a

Government Hill (zip code 78208). Other areas e

of the map showing very high vacancy rates are 2012

Camp Bullis (78257) and the “toxic triangle” ad- 2013 34

jacent to Kelly Air Force Base (78226). 2014 34
2015 34

Neighborhood walkability is another important
contributor to health and well-being. San Anto-
nio’s Walk Score®, a proprietary index of walk-
ability (Figure 3.5), has decreased since 2010

Source: Walk Score, 2010-

2015 (walkscore.com).
***Not applicable.

Vacant Housing by Zip Code

Figure 3.4 Percent housing umts vacant'
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from 44 to 34 (of 100), with only five neighbor-

hoods now considered walkable2. San Antonio Air Quality
remains a car-dependent economy, with about Figure 3.7 San Antonio air quality
eight in 10 workers aged 16 and older driving . .

. . . Air Quality Index Days AQI 100+
alone to their jobs and one in 10 carpooling (AQi) (weighted by population)
(Figure 3.6). The mode of transportation to work 2010 75 ppb 11,012,956
dc;]es appear reIaFed to I;T-hide access: Of those p— 75 ppb 11,628,449
41:5% (16.4% have no access to avehil

: - : 2013 81 ppb 19,784,731
as compared to 3.6% (+1.1%) of those who 2014 80 ppb 14,895,362
carpool. 2015 78 ppb T

Bexar County’s air quality is a serious health is- o ,
Source: Texas Commission on Environmental

sue. After a trend of |mprovement, San Antonio Quality, 2010-2015. Environmental Protection
is currently “out of attainment,” with three-year Agency; Air Quality System, 2008-2014.***Not
average ozone levels higher than the threshold applicable.

set in 2015 — a somewhat stricter standard than
before — by the Environmental Protection
Agency3. San Antonio’s Air Quality Index (AQI)

Transportation to Work by Vehicle Access
Figure 3.6 Percent of workers 16+ by mode of transportation used and wehicle access
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[}
<
(o]

2 60.0%
<
S
S
S 40.0%
1]
(]
[a]
X 20.0%
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Drove Alone Carpooled Public Transportation

% of all workers 79.7% (£0.9%) 10.9% (+£0.7%) 2.6% (+£0.3%)
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Source: U.S. Census Bureau; 2014 ACS 1-Year Estimates, Table S0802.
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stood at 78 parts per billion (Figure 3.7) in
2015. Also presented is the Healthy People
2020 measure of the number of days that the
AQI exceeds 100 weighted by population to

capture severity and number of people affected.

Basic sanitation is a problem in Bexar County
neighborhoods without municipal trash pickup,
as Bexar County has no legal means to compel

landlords to ensure private trash pickup service.

Camelot I, a low-income neighborhood just
south of Windcrest on Bexar County’s near-
northeast side, is currently home to a trash
pickup pilot program under an agreement be-
tween Bexar County and the City of San Anto-
nio. Camelot Il was buried under mounds of
household garbage, furniture, mattresses, and

other debris for years, and other neighborhoods

remain so.?

Social Conditions

Along with poverty, education is one of the
single most powerful determinants of health
outcomes, affecting income, employment,
access to care, health literacy, and a host of
other factors contributing to health and well-
being. The educational attainment of one’s
neighborhood also affects one’s health and
well-being through mediating factors like pov-
erty, and some types of crime and violence.
Bexar County’s educational attainment has
remained flat in recent years (Figure 3.8). Most
recently about 17% of Bexar County residents
25 and older did not complete high school, and
about half of those did not complete 9" grade.
The four-year longitudinal dropout rate —
percent of 9"-graders who dropout before their
expected graduation — decreased somewhat
since 2010 (Figure 3.9).

“this Ls contributing to ozone

development causing heat is-

lands that ae bn the middle of
these socloeconomieally stressed

COMMUNLELES”

- Dr. Vincent Nathan

Certificates and certifications are newer types
of educational credentials that are critical in cer-
tain higher-wage occupations like information
technology. These programs are a more
streamlined approach to developing a skillset or
knowledge base for a career that can increase
earning potential for a non-college degreed stu-
dent. Trend data on certificate participation and
completion is scarce, but these credential pro-
grams are increasing in availability in Bexar
County.2 since 2010 (Figure 3.9). Certificates
and certifications are newer types of educa-
tional credentials that are critical in certain
higher-wage occupations like information tech-
nology. These programs are a more stream-
lined approach to developing a skillset or
knowledge base for a career that can increase
earning potential for a non-college degreed stu-
dent. Trend data on certificate participation and
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Figure 3.8 Pecent of population 25+ by highest level of education completed
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Source: U.S. Census Bureau; 2011-2014 ACS 1-Year Estimates, Table S1501.

completion is scarce, but these credential pro-
grams are increasing in availability in Bexar
County.®

About four in 10 Bexar County residents age
five and older speak a language other than
English at home (Figure 3.10). Of those, nine in
10 speak Spanish. About 30% of that group
speak English “less than very well”. In a com-
munity that speaks predominantly English,
speaking poor English has implications for their
ability to secure and retain higher-wage em-
ployment, conduct banking transactions, inter-
act with health care providers, and develop the
knowledge and skills to manage complex
chronic health conditions. This group tends to
be older and thus more likely to have one or
more chronic illnesses, compounding the prob-
lem.?

High School Dropout Rate

Figure 3.9 Bexar County 4-year longitudinal
dropout rate (grades 9-12)
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Source: Texas Education Agency, 2011-2014.
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Language Spoken at Home

Figure 3.10 Percent of population 5+ by language spoken at

home and ability to speak English

% of Speakers Who...
% of Total ) ) , ,
P:)pulation Speak English  Speak English Less “UWON~ E[/\,@ Lieh S‘P@[Z lQ{,[/\,@
"Very Well" Than "Very Well"
Only English  59.6% community menmbers are
0, %k %k %k k 7
(£0.8%) hesttant to attenot
Any Other 40.4% 69.0% 31.0%
Language (£0.8%) (£1.3%) (£1.3%) programs or ask for
Spanish 36.9% 69.6% 30.4% , ,
(+0.7%) (+1.4%) (+1.4%) Services
Indo- 1.4% 75.5% 24.5%
E . .
uropean - (+0.2%) 2508 ) - Sexual Health Discussion Group
Asian 1.6% 53.4% 46.6%
(£0.2%) (£5.7%) (£5.7%)
Other 0.5% 54.5% 45.5%
(£0.1%) (£10.7%) (£10.7%)

Source: U.S. Census Bureau; 2014 ACS 1-Year Estimates, Table

S1601. ***Not applicable.

Health literacy is defined by the U.S. Depart-
ment of Health and Human Services as “the
ability to obtain, process, and understand basic
health information and services that are needed
to make suitable health decisions.”8 Healthy
People 2020 identifies health literacy as a
critical component in the social determinants of
health.2 Whether or not explicitly stated, health-
literacy is key in every section of this assess-
ment. It plays a key role in how residents will
effectively use health information to prevent
disease, manage existing health conditions,
and navigate the health care system. Low
health literacy is associated with greater
emergency room visits and hospitalizations,
and premature death.®

Health literacy goes beyond individual health
behavior to affect the environmental, political
and social factors that determine health.:

Health literacy is considered a stronger predic-
tor of an individual's health status than income,
employment status, education level, and ra-
cial/ethnic group.2 Poor health literacy dispro-
portionately affects those with lower education,
lower income, older adults, and minority and
immigrant populations, and can therefore
reinforce existing health disparities.2

No health literacy assessment has yet been
conducted in Bexar County and local data are
not available. A national survey estimated that
more than a quarter of Medicaid and Medicare
beneficiaries lacked basic health literacy. It
has been estimated that 17% (8.5%-29.6%) of
Bexar County residents aged 16 and older lack
even basic prose literacy skills.2 Figure 3.10a
shows census tract-level estimates of health lit-
eracy constructed from the National Assess-
ment of Adult Literacy (NAAL).
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Adult Health Literacy by Census Block Group
Figure 3.10a National Assessment of Adult Literacy (NAAL) national quartile ranking

Q1 (lowest) [_] Sectors
a2
Olas
I Q4 (highest)

Source: National Health Literacy Mapping to Inform
Health Care Policy (2014). Health Literacy Data Map.
University of North Carolina at Chapel Hill.
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Both direct victimization and exposure to neigh-
borhood crime and violence harm health and
well-being. Crime was captured as a Commu-
nity Health Improvement Plan (CHIP) objective
in 2014 and measured via number of crimes re-
ported to the Bexar County Sheriff's Office.
That number has dropped dramatically since
2010 (Figure 3.11), which could reflect an ac-
tual decrease in crime, a decrease in reporting
without a change in the crime level, or reporting
of crimes to another jurisdiction such as the
San Antonio Police Department or other
municipal police department. This change in re-
porting jurisdiction is a likely scenario due to
San Antonio’s annexation since 2010 of sub-
stantial tracts of land in southern and north-
western Bexar County. ¢

Across all jurisdictions in Bexar County, the
total violent crime rate dropped from 2010 to
2012, rose in 2013, and dropped somewhat in
2014 (Figure 3.12) — a volatile trend that may or
may not overstate actual changes in crime
level. The same volatility or “bounce” is seen in
rates for specific crimes like family violence

Violent Crime Rate
Figure 3.12 Bexar County violent crimes
committed per 100,000 population
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Source: Texas Department of Public Safety, 2010-2014.

Violent Crimes

Reported

Figure 3.11 Number of
violent crimes reported to
Bexar County Sheriffs Office

Violent Crimes

2010 546
2011 496
2012 487
2013 452
2014 424

Source: Bexar County Sheriff's
Office, 2010-2014

(Figure 3.13), murder (Figure 3.14), and
assault. The reported rape rate rose signifi-
cantly in 2013 and skyrocketed in 2014. This
tremendous change is a reflection of an im-
portant 2013 change in the FBI Uniform Crime
Report’s 80-year-old definition of rape.L For the
first time, the definition now clearly captures
rape of males, of any bodily orifice, with objects,

Family Violence Crime Rate

Figure 3.13 Family violence crimes committed
per 100,000 population
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Specific Violent Crime Rates
Figure 3.14 Bexar County violent crimes
committed per 100,000 population

Murder Rape Assault Juvenile
2010 5.5 34.0 362.8 81.0
2011 5.9 33.0 299.3 52.0
2012 5.7 36.5 282.8 49.0
2013 53 41.9 355.7 Hok
2014 6.2 65.2 279.4 *xE

Source: Texas Department of Public Safety, 2010-2014.

and without physical force. Lack of physical
force is typical when the victim of the rape is a
child, physically or mentally disabled, incapaci-
tated by alcohol or drugs, or fearful of fighting
back.

The number of confirmed victims of child abuse
or neglect per 1,000 children has declined sig-
nificantly from 2010 (Figure 3.15), but this figure
is misleading, as it is dependent upon the
abuse or neglect being reported, the report
being investigated, and the investigation being
closed with a determination of some kind. The

Child Abuse
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Child Abuse and Neglect

Figure 3.15 Confirmed victims of abuse and
neglect per 1,000 child population
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Source: Texas Department of Family and Protective
Services, 2010-2015.

opening and closing of investigations are highly
dependent upon policy and resource-related
factors including adequate staff levels, staff
training and support, and manageable case-
loads — all factors that are frequently in ques-
tion.28 The percent of intakes alleging abuse or
neglect per 1,000 children dropped from 53.9 in
2010 to 48.5 in 2015 (Figure 3.16). The percent
of intakes assigned for investigation dropped
from 87% in 2010 to 71% in 2015, and the per-

Figure 3.16 Percent change of child abuse investigations

Alleged victims per 1,000

Alleged victims in unconfirmed investigations per 1,000 43.9 35.6

Initial intakes alleging abuse/neglect per 1,000 53.9 48.5

Percent reports assigned
Percentinvestigations completed
Percentinvestigations confirmed

Confirmed victims per 1,000

2010 2015 Percent Change

59.3 47.0 -20.7%

-18.9%

-10.0%

87.2% 70.9% -18.6%
62.9% 57.2% -9.0%
22.6% 21.3% -5.8%
13.8 9.9 -28.3%

Source: Texas Department of Family and Protective Services, 2010-2015.
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cent of assigned investigations completed
dropped from 63% to 57%. The revictimization
rate — the percent of confirmed victims who are
confirmed as victimized again within five years
— has held steady during that time period at
about 20%. £

Adverse childhood experiences (ACE) have
emerged over the past two decades as a strong
predictor of health-related challenges and poor
health outcomes later in life.2 The original ACE
Study looked at the most common ACEs,
including having been a victim of physical,
sexual, or verbal abuse or physical or emotional
neglect, and having an alcoholic parent, a
family member with a mental illness, a mother
who was a victim of domestic violence, a family
member in jail, and the loss of a parent through
abandonment, divorce, or death.

Among the study population of generally
middle-class, middle-aged, college-educated
HMO members, those who reported having
experienced at least four of 10 categories of
ACE were four to 12 times as likely to have
struggled with alcoholism, substance abuse,
depression, and suicide attempts, two to four
times as likely to smoke, to have had 50 sexual
intercourse partners, and to have had a
sexually transmitted disease; and 1.4 or more
times as likely to be physically inactive and
severely obese. Unfortunately, these adverse
childhood experiences are quite common. In
the ACE Study population, 53.7% of men and
45.4% of women reported at least one ACE cat-
egory. Over eight percent of women reported
four or more ACE categories, more than double
the percent of men.2 Although that study popu-
lation does not closely match the general Bexar
County population, we can be sure that a large
proportion of the Bexar population has a history
of adverse childhood experiences that continue
to harm their health and well-being. Screening

for ACE and adopting a model of trauma-in-
formed care are important for service providers
working with both sexes, all age groups, and all
races/ethnicities, most especially those who
can be expected to have had a higher exposure
to ACE. (The ACE screening instrument is not
copyrighted and is freely available online from
the CDC and elsewhere.22)

Adult abuse and neglect are a growing public
health concern. The rate of validated Adult Pro-
tective Services investigations declined signifi-
cantly in the past six years, from 42.0 in 2010 to
19.4 in 2015 (Figure 3.17). The questions
posed above about the validity of the rate of
confirmed victims of child abuse and neglect
also apply here. The final rate of validated in-
vestigations is dependent upon the abuse or
neglect being reported, the report being
investigated, and the investigation being closed
with a determination of some kind (Figure 3.18).

Adult Maltreatment

Figure 3.17 Validated cases of maltreatment per
1,000 adult population

50.0
42.0

40.0

30.0

20.0

10.0

Validated Casesper 1,000 Adults

0.0
2010 2011 2012 2013 2014 2015

Source: Texas Department of Family and Protective
Services, 2010-2015.
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Figure 3.18 Percent change of adult maltreatment investigations

2010 2015 Percent Change
Total eligible population (elderly or disabled) 277,254 350,054 26.3%
Total APS intakes 9,382 9,528 1.6%
Intakes per 1,000 eligible population 33.8 27.2 -19.6%
Total APS completed investigations 7,272 6,261 -13.9%
Ratio of completed investigations to intakes 0.78 0.66 -15.2%
Total validated APS Investigations 4,610 2,665 -42.2%
Percent of completed investigations validated 63% 43% -32.9%
Validated investigations per 1,000 population 42.0 19.4 -53.7%

Source: Texas Department of Family and Protective Services, 2010-2015.

Bexar County’s property crime rate declined
21% from 2010 (Figure 3.19). Community at-
tendance at San Antonio Police Department
(SAPD) safety trainings more than tripled be-
tween 2011 and 2014 after training offerings
were greatly expanded (Figure 3.20). Sixty-six
percent of respondents to the City of San Anto-
nio Community Survey in 2014 reported feeling

Property Crime Rate

Figure 3.19 Bexar County property crimes
committed per 100,000 population
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safe in their neighborhoods.2

The density of liquor stores in a neighborhood
is associated with higher rates of motor vehicle
crashes, violence, and sexually transmitted dis-
eases. Bexar County averages 0.9 liquor stores
per square mile2, but the distribution varies
widely across the county. In terms of access

Community Safety Trainings

Figure 3.20 Annual attendance at SAPD
community safety trainings
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Alcohol Retailer Density by Zip Code

Figure 3.21 Number of alcohol retailers selllng for off-premise consumption per 10,000 population
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to alcohol (Figure 3.21), the very highest densi-
ties of retailers selling alcohol for off-site con-
sumption are downtown and in zip code 78257,
but the latter area is Camp Bullis and has a
very small population. Among residential neigh-
borhoods, the highest rates are in central-city
neighborhoods, notably a large swath of the
near-northeast side bordered by Walzem Road
on the north and Highway 87 on the south.
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Not all Bexar County residents have sufficient
access to healthy food, which may be a function
of low income or high geographic distance to
quality grocery stores or farmers markets. An
estimated 31% of the Bexar County population
lacks geographic access to a grocery store.22
The proportion of Bexar County residents con-
sidered to be food-insecure has dropped some-
what in recent years, but still, one in eight lack
access to enough food for an active and healthy
life (Figure 3.22).
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Food Insecurity

Figure 3.22 Population lacking access to enough
food for an active and healthy life
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Source: Feeding America; Map the Meal Gap 2016: Food
Insecurity and Child Food Insecurity Estimates at the
County Level, 2016.

‘It does not matter Lf a person
recelves the message of healthy
enting, if they do not have a
reasonable convenient afforoable
option at close proximity of their
work place, people will do what
they have to do to get thelr Lunch
and get back to work”

- Bob Rivard
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Economic Conditions

The proportion of Bexar County families living in
poverty has remained fairly flat over recent
years (Figure 3.23). For 2016, poverty is
defined as an income of less than $24,300 for a
family of four.22 In comparison, the actual
annual income needed by a family of four is
estimated at $59,507 (2014 dollars).%

Bexar County’s median family income is
$59,392 (+ $1,807), up seven percent since
2010.2 Median family income differs dramati-
cally across the county, with the highest median
family incomes — $105,000 or more — on Bexar
County’s far north side (Figure 3.24). The
lowest median family incomes, in the $15,000
to $29,000 range, are in zip codes 78226,
78207 on the near westside, downtown, and
78202 and 78203 on the near eastside.

Families Living in Poverty

Figure 3.23 Percent families below
100% poverty level
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Family Income by Zip Code

Figure 3.24 Median family income
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Median household income has risen somewhat The unemployment rate measures the percent-

as well, from $47,921 (+ $1,235) in 2010 to age of people aged 16 and older who are part
$50,760 (+ $929) in 2014.2 Median household of the labor force and seeking employment.
income is geographically distributed along the Bexar County and Texas overall weathered the
same pattern as median family income, with the ~ recession better than most areas of the country,
highest incomes concentrated in far northern with unemployment in the San Antonio-New
Bexar County (Figure 3.25). Braunfels metropolitan area reaching a high of
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Household Income by Zip Code

Figure 3.25 Median houshold income
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“there Ls o cause and effect relationship between where You grew up as
a child and your income as an adult. If true, an argument can be
made to use soctal bmpact bonds to fuund additional housing vouchers
to help people move to better neighborhoods that will divectly tmpact

thelr future bncome”

- Richard Milk
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7.0% in 2010 and 2011, decreasing thereafter San Antonio Unemployment
by almost half and reaching 3.7% in 2015 (Fig- Figure 3.26 Percentage of population in labor
ure 3.26). Unemployment, like most other social force that are unemployed
and economic issues, is not evenly distributed 10.0%
across the county (Figure 3.27). Unemployment
rates of the working age population are highest, S so%
ranging from 12% to 16%, in 78202 (near “E T T.0% 6.2%
eastside), 78207 (near westside), 78226 and E, 6.0% >-6%
78211 (southside), and 78069 (Somerset). 2

=]
The unemployment measure can be deceiving, g 40%
however, as it does not capture the proportion g
of the population that is not seeking work for :cj 2.0%
any number of possible reasons. About 35% of

0.0%

3.7%

2010 2011 2012 2013 2014 2015

Source: Bureau of Labor and Statistics; Local Area
Unemployment Statistics, 2010-2015.

Working Age Unemployment by Zip Code

Figure 3.27 Percentage of population 20-64 in labor force that are unemployed
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Source: U.S. Census Bureau; 2014 A AeEStimates,
Table 52301. Note: Margins of error associated with estimate
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the civilian population 16 and older is not in the
labor force.2® That group includes retired people
65 and older, people who are staying at home
as caregivers to children or elderly family mem-
bers, and non-elderly who do not want to work.
But it also includes those who want to work but
cannot because of a prior criminal conviction,
disability, depression or problem drinking, or
some other reason, as well as those who after a
long period of unemployment have simply
stopped seeking it altogether. Conversely, there
are those who are not counted in the labor force
but are working in a cash economy, generally
through some form of entrepreneurship.

In theory, employment means both a good
wage and health insurance. In reality, though,
the minimum wage cannot sustain a family, and
affordable health insurance coverage is far from
assured. Unemployment is associated with poor
health, longer-term illnesses, higher incidence
of risky health behavior (such as alcohol and
smoking), mental health problems (anxiety,
stress and depression); and increased
mortality. 3!

Housing affordability and cost burden is critical
not just to maintaining stable housing but also
to freeing up resources for healthy food, health
care and human services, and leisure time and
activities that are important to mental and emo-
tional well-being. The conventional measure of
housing affordability holds that households that
spend more than 30% to 35% of total house-
hold income on housing costs, typically the
largest single expense in a household’s budget,
are “housing cost burdened.”32 The negative
effects of high housing cost burden can extend
beyond those living in a home and induce a
downward spiral of concentrated poverty in a
community.22 As of 2014, the proportion of
households that were cost burdened was
trending flat for those without a mortgage and
had decreased slightly from 2011 for those with

43

‘Unemployment and Low wages
make it very hard for SAHA
(sSan Antonio Housing
Amthoritg) restoents to Limprove
thelr economic status. Many of
the SAHA restdents are Living
below the Living wage. This
tends to be at the cove of the
Lssues that the residents of
SAHA face”

- Active Living Council Discussion Group

a mortgage (Figure 3.28). Not surprisingly,
those with a mortgage are twice as likely to be
cost-burdened as those without. The proportion
doubles again for those households paying
rent, with four in ten cost-burdened in 2014 af-
ter a slightly upward trend.

The proportion of households that are cost-
burdened by rent payments varies across the
county. Half or more of rent-paying households
are cost-burdened on the near eastside and
certain southside zip codes (Figure 3.29). With
a tight housing supply and increasing rent and
sale prices,® 2015 and 2016 data will almost
certainly show a rise in the proportion of both
rent- and mortgage-paying households that are
cost-burdened.
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Affordable Housing Costs

Figure 3.28 Percent of households by mortgage status where housing costs or rent is

35%+ of household income
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Source: U.S. Census Bureau; 2010-2014 ACS 1-Year Estimates, Table DP04.

The foreclosure rate dropped slightly from 3.1%
in 2012 to 2.6% in 2013,% and more recent
data by month indicate that both foreclosure
and mortgage delinquency rates continue to
decline.2 Mortgage foreclosures are more
common in neighborhoods with newer homes;
tax foreclosures are more common in older
central-city neighborhoods where a larger
proportion of homes are owned free and clear.

According to the point in time count, the best
data available, the number of people who are
homeless rose through 2013 and then began a
steady decline (Figure 3.30). Definitions of
homelessness vary, and this figure does not
capture the substantial number of people who

are less visible but not securely or permanently
housed, including those who are “doubling up”
with friends or family or “couch surfing.” Chronic
homelessness, in particular, is associated with
serious economic, social, and physical health
risks, poor access to health care, and poor
health status, including a high rate of injury,
mental illness, alcohol and substance abuse,
chronic illnesses like cardiovascular disease for
which self-management is critical, and
premature death. But even temporary home-
lessness and doubling up take a toll on physical
and mental health and well-being and important
upstream determinants like education and em-
ployment.
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Affordable Rental Costs by Zip Code
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Figure 3.29 Percent of households with rent 35%+ of household income

Income inequality exists where the difference
between the lowest and highest incomes is
extreme. Income segregation exists where
wealth and poverty are both highly concen-
trated. Both deepen poverty and prevent Bexar
County families from achieving and sustaining
health and well-being. Income inequality and
segregation reduce economic mobility,
shortchange children in lower-income school
districts, and many other negative effects.
Although the role of race remains unclear, an
area’s income inequality in itself appears to

[=]20.0%- 29.9%
%] 30.0% - 39.9%
7.8%-9.9% [l 40.0% - 49.9%
[a7]10.0% - 19.9% M 50.0% - 59.9%

harm overall population health. And the harm
does not accrue solely to those in poverty.3

One well-recognized measure of income ine-
quality across a geographic area is the Gini in-
dex, a score between zero and one. In a geo-
graphic area with a Gini value of zero, every
household owns an equal share of income, re-
sulting in perfect income equality. A Gini value
of one signifies that a single household owns all
of the income in the area, so the higher the Gini
score, the greater the income inequality. Bexar
County’s Gini scores by zip code are highest on
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the near northside and in zip codes 78229 and .
78230, around the Texas Medical Center and I- Homeless Populatlon

10/Wurzbach (Figure 3.31). The Gini index for Ec')gr;‘ﬁeifg :::21: : 23?;:252:':\?% ; gi;pasgh;“erec’
Bexar County overall rose from 0.454 in 2010 to 4,000

0.470 in 20142, a level of income inequality

comparable to China and the Dominican Re-
public.22
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The San Antonio area ranks near the top of
U.S. cities with acute income inequality and

Homeless Persons(3-year average)
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segregation by nearly any measure, and the
problem is worsening over time. The maximum
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Source: South Alamo Regional Alliance for the Homeless;
Point-In-Time Count Reports, 2008-2016.
Income Inequality by Zip Code

Figure 3.31 Gini Index
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possible score for the Residential Income Seg-
regation Index (RISI) is 200. A metropolitan
area with that score would be perfectly income-
segregated, with 100% of lower-income house-
holds being in a census tract with a majority of
lower-income households, and 100% of upper-
income households being in a census tract
where the majority of households were upper-
income.

Among the nation’s 30 largest metropolitan ar-
eas in 2010, the San Antonio-New Braunfels
area was the single most income-segregated
with a RISI of 63, up from 39 in 1980. In com-
parison, the national RISI stands at 46, and the
Portland-Vancouver-Hillsboro RISI at only 25.4
Income inequality might matter less if economic
mobility were a reality. In San Antonio, how-
ever, a child raised in the bottom fifth of the
income range only has a 6.4% chance of reach-
ing the top fifth of the income range.%

“Healthcave ‘deserts’ exist L the

commumi’cg ¢

- Health Literacy Discussion Group
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Services & Access to Care

Much of the data presented from this point for-
ward comes from the Behavioral Risk Factor
Surveillance System (BRFSS), a random-sam-
ple survey of adults conducted by telephone.
Because the sample is small relative to the size
of the total population, the uncertainty of the es-
timate is in many cases very high. The estimate
is a statistical “best guess,” but the vertical error
bars in the chart represent the range one can
feel confident that the true value falls within.
The error bars will be wider for subgroups (e.g.,
racial/ethnic groups, age groups, or sub-county
geographies) than for Bexar County as a whole.
The wider the error bars, the less trustworthy
the estimate. In some cases, the estimate is not
presented at all because the uncertainty is so
great, but the error bars are displayed to show
the difference even in range of estimate
between different population subgroups and
areas of the county.

Cost, geographic barriers, provider availability,
language barriers, and difficulty navigating a
complex system affect a person’s ability to
access healthcare and social services. Across
Bexar County as a whole, almost one in five
adults reports having delayed getting health
care because of cost in the past year (Figure
3.32). These figures are dramatically higher
for Hispanics and Blacks than for non-Hispanic
Whites. Because there is no overlap in error
bars when comparing Hispanics with non-
Hispanic Whites, one can be sure that the
difference is real.

About 75% of Bexar County residents have
some form of healthcare coverage (Figure
3.33), with non-Hispanic Whites being much
more likely than Blacks or Hispanics to have
coverage. These BRFSS figures remain flat
through 2014. Census Bureau data show a
20% decrease in percent uninsured in 2014

2016 Bexar County Community Health Needs Assessment



48

Delayed Care
Figure 3.32 Percent of adults that delayed care in the past 12 months because of cost
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Any Healthcare Coverage
Figure 3.33 Percentage of adults with any kind of healthcare coverage

100.0%
:
a = =
,:6}

2011 2012 2013 2014

80.0%

60.0%

40.0%

20.0%

% of Bexar CountyPopulation

0.0%

Source:Texas Behavioral Risk Factor Surveillance System, Statewide BRFSSSurvey, 2011-2014. **Sample toosmallto report.

2016 Bexar County Community Health Needs Assessment



49

from 2010 (Figure 3.34) likely resulting from the Uninsured Population
Affordable Care Act (ACA). Uninsurance tracks Figure 3.34 Percent of population uninsured
closely with poverty, and the rates of uninsured

25.0%

are highest on the near eastside, westside, and 0% 20.4%

southside (Figure 3.35). | N 19.9%  19.6%
20.0% * * . n

Uninsurance differs significantly by age group,
with a rate of 7.9% (+1.0%) among birth to 17
year olds, 30.6% (£2.2%) among 19 to 25 year
olds, and only 2.0% (+0.6%) among those 65
and older.22 Children and teenagers have better
access to health insurance than do adults be-
cause of Medicaid and CHIP, while most
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seniors have access to Medicare. The young
adult group has largely aged out of Medicaid el-
igibility, may not have a job that offers health in-
surance, and very often does not see a need for
health insurance. Among adults 25 and older,
uninsured rates range from 6.5% (+0.9%)
among those with a bachelor’s degree or higher
to 32.7% (+2.5%) among those without a high
school diploma or GED. Roughly half of non-
citizens are uninsured, as are half of the unem-
ployed, % although more recent data, when
available, may show an ACA-driven decrease in
this figure.

Among those who do have insurance, 48.6%
(+1.1%) have employment-based coverage,
10.7% (+0.6%) have direct-purchase coverage,
7.8% (+0.6%) have TRICARE/military cover-
age, and 3.4% (+0.2%) have VA Health Care.
Public coverage is important, with Medicare
covering 13.3% (+0.2%) of the insured and
Medicaid 19.7% (+0.7%).% (Coverage figures
add up to more than 100% because it is possi-
ble to have multiple sources of coverage.)

Healthcare Professionals

Another public benefit critical to health and well-
being is food assistance. The number of Bexar
County households participating in the Supple-
mental Nutrition Assistance Program (SNAP)
continues to climb (Figure 3.36).

SNAP Participation

Figure 3.36 Monthly average participationin
supplemental nutrition assistance program
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Figure 3.37 Number of healthcare professionals per 100,000 population

Medical Doctor & Doctor of Osteopathy
Primary Care
Psychiatrists
Child & Adolescent Psychiatrists
Clinical Psychologists
Clinical Psychologists
Child Clinical Psychologists
Counselors and Social Workers

Licensed Professional Counselors

Licensed Chemical Dependency Counselor

Marriage & Family Therapists

Licensed Clinical Social Worker

Professionals Rate per 100,000
5,522 293.3
1,928 102.4

269 14.3
39 2.1
207 11.0
180 9.6
27 1.4
1,891 100.4
713 37.9
284 15.1
589 313

Source: Texas Department of State Health Services, 2015. Texas Medical Board, 2015.
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Figure 3.37 summarizes the availability of
licensed healthcare professionals by type.
These professionals are, of course, not evenly
distributed throughout the county. The count of
professionals fails to capture capacity com-
pletely, as practicing providers may be semi-
retired or otherwise maintaining a part-time
practice. Bexar County’s total licensed acute
and psychiatric hospital beds are shown in
Figure 3.38.
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Health-Related Behaviors &

Early Outcomes

Healthy Eating

People who eat more vegetables and fruits as
part of an overall healthy diet are likely to have
better health and a reduced risk of some
chronic diseases. The percentage of Bexar
County adults who consumed fruits and vegeta-
bles five or more times per day has remained
flat over recent years, estimated at 17.1%
(14.2%-20.5%) in 2011 and 15.4% (11.8%-
19.8%) in 2013.1 Although the point estimate is
lower in 2013, the confidence intervals overlap
almost completely, meaning there was actually
little or no real change among BRFSS respond-
ents. The news is better for sugar-sweetened
drinks (Figure 4.1), with the percent of adults
reporting that they never drink sugar-sweetened
beverages increasing from 22.7% (16.9%-
29.7%) in 2012 to 36.0% (31.2%-41.1%) in

Sugar Sweetened Drinks

Figure 4.1 Percentage of adults who
do not drink sugar sweetened

bewverages
% of Adults (95% Cl)
2012 22.7% (16.9-29.7)
2014 36.0% (31.2-41.1)

Source: Texas Behavioral Risk Factor
Surveillance System, Statewide BRFSS
Survey, 2012 & 2014 (with 95% Cl).
**Sample too small to report.

2014. Because the confidence intervals do not
overlap at all, there clearly was a true increase
among respondents.

No new data on healthy eating and consump-
tion of sugar-sweetened beverages among
youth are available from the YRBSS survey, the
usual source of information on these issues.
One local dataset of interest, however, has
been generated through the Witte Museum’s
H-E-B Body Adventure Powered by University
Health System. As visitors move through a se-
ries of networked interactive exhibition compo-
nents, anonymous data are generated for that
visitor that is used to generate a POWERprofile
summary card for the visitor to take home and,
if desired, compare with future visits. The visitor
does enter his or her own zip code, race/ethnic-
ity, and sex, enabling the aggregate dataset to
be examined for geographic and demographic
differences. Only a few key measures are pre-
sented here; much more data from this dataset
is available from the Witte Museum.2

Of the roughly 12,000 Bexar County residents
aged 13 to 18 years who visited the H-E-B
Body Adventure Powered by University Health
System and for whom data were generated in
the exhibit’s first year, 38% reported that they
drink at least one soda per day, 35% reported
eating “no vegetables” the previous day, and
20% reported eating “no fruit” the previous day.
Of those aged eight to 18, 45% were either
overweight or obese.2
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One 2014 CHIP objective was to increase the
number of schools participating in the Healthy
After School Program. The Healthy Schools
Initiative seeks to improve nutrition and physical
activity in San Antonio schools. Among other
interventions, the Communities Putting Preven-
tion to Work (CPPW) initiative, for which
funding ended in 2012, provided teachers in
361 schools throughout San Antonio with
access to workshops, training tools, and
physical activity equipment resources to
increase the quality and frequency of physical
education in schools, reaching more than
365,000 students.4 A Healthy Schools Summit
convened superintendents and other school
district senior leadership in 2014.2

THC’s 2013 assessment included much infor-
mation about health-related behaviors and risk
and protective factors among youth, including
healthy eating, drawn from the Youth Risk
Behavior Survey (YRBS). No new data are
available for this 2016 assessment as Bexar
County school districts did not participate in the
last round of YRBS administration.

Physical Activity

Physical activity is critical to well-being,
reducing the risk of depression, obesity, and a
number of other factors. It is influenced by both
personal factors like disability and depression
and environmental factors like neighborhood
safety and the availability of green spaces and
affordable fitness facilities and programming.
The percent of Bexar County adults reporting
participating in 150 minutes or more of aerobic
physical activity per week has remained flat in
recent years, estimated at 47.2% (42.4%-
52.1%) in 2011 and 44.1% (38.8%-49.5%) in
2013.8 Again, the overlapping confidence inter-
vals suggest no significant change may have
occurred.

55
Substance Use

Problem or heavy drinking, whether binge or
chronic, is a serious issue in San Antonio.
BRFSS data appear to show a decrease in
heavy drinking recently, declining from 10.1%
(7.1%-14.1%) in 2011 to 6.3% in 2014 (4.8%-
8.3%). The confidence intervals do overlap
slightly, though, casting doubt on whether a true
decline occurred. The estimated percentage of
adults who report having driven after drinking
alcohol in the past 30 days has increased re-
cently (Figure 4.2), with no overlap of confi-
dence intervals.

Alcohol and Driving

Figure 4.2 Percentage of adults
who drowe after drinking alcohol in
the past 30 days

% of Adults (95% «I1)
2012 1.1% (0.5-2.4)
2014 4.2% (2.5-6.9)

Source: Texas Behavioral Risk
Factor Surveillance System,
Statewide BRFSS Survey, 2012 & 2014
(with 95% Cl). **Sample too small

Tobacco use remains common in Bexar
County, with about one in five adults reporting
that they are current smokers (Figure 4.3). In an
effort to look at differences in health-related
behaviors across the county, the three-year
average rates were calculated from the BRFSS
data for eight sub-county sectors. The resulting
sample sizes were too small to generate a trust-
worthy point estimate, but the confidence inter-
vals are shown. Current smoking by race/eth-
nicity is shown in Figure 4.4. Only a small per-
centage of Bexar County adults use smokeless
tobacco (Figure 4.5).
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Adult Smokers

Figure 4.3 Percentage of adults who currently smoke
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Adult Smokers
Figure 4.4 Percentage of adults who currently smoke by race/ethnicity
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Many local municipalities are regulating smok-
ing to varying degrees. The City of San Antonio
is 100% smoke-free, with no smoking allowed
in municipal worksites, private worksites,
restaurants, bars in restaurants, or bars not

in restaurants (see Policy Highlight: Local
Smoking Ordinance Overview). In that ordi-
nance overview, “limited coverage” means that
designated smoking areas are allowed or re-
quired, and “moderate coverage” means that
designated smoking areas are allowed if sepa-
rately ventilated.

Bexar County-specific data on the prevalence
of using other drugs like marijuana, cocaine,
and opiates is not available. Texas’ Region 8
Prevention Resource Center (PRC), housed by
the San Antonio Council on Alcohol and Drug

57

Abuse (SACADA), collects and publishes avail-
able data related to alcohol, tobacco, and other
drugs, for Region 8 and Texas as a whole.

Smokeless Tobacco

Figure 4.5 Percentage of adults who
use smokeless tobacco products

Daily 0.8% 0.6%
(0.4-2.0) (0.3-1.4)

Some Days 0.6% 2.2%
(0.2-1.9) (1.4-3.5)

Source: Texas Behavioral Risk Factor
Surveillance System, Statewide BRFSS
Survey, 2013 & 2014 (with 95% Cl).
**Sample too small to report.
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The assessment provides useful information on
demographics, risk and protective factors, drug-
related crime, and treatment, as well as Texas
School Survey results. The PRC’s annual as-
sessment is available online in both English and
Spanish.!

Reproductive & Sexual Health

The incidence, or number of new cases diag-
nosed per year, of acute Hepatitis B continues
to decline (Figure 4.6). However, the steep drop
from 2010 to 2011 is an artifact of a change in
surveillance case definition and related investi-
gative requirements, resulting in a lower and
more accurate rate. HIV incidence declined in
2014 after a spike in 2013, but as with any rate
calculated from a relatively small number of
cases, the trend likely has “bounce” that may
not reflect a true increase or decrease (Figure
4.7).

HIV incidence is much higher among younger
people. Data for the Ryan White four-county
San Antonio Transitional Grant Area (SATGA,
including Bexar, Comal, Guadalupe, and Wil-
son) show a 2014 rate of 40.5 cases per
100,000 among 25- to 34-year-olds and 28.9
per 100,000 among 13- to 24-year-olds, as
compared to only 14.6 and 15.1 per 100,000
among 35- to 44-year-olds and 45- to 54-year-
olds, respectively.8

HIV prevalence (total cases regardless of when
diagnosed) in the SATGA was 115.9 cases per
100,000 population in 2013.9 The overwhelm-
ing majority of these cases are in Bexar County.
The population of people living with HIV is 83%
male, 56% Hispanic, 23% non-Hispanic white,
and 17% African-American. AIDS prevalence
was 148.0 cases per 100,000 population. Sixty
percent are Hispanic, 23% non-Hispanic white,
and 14% African-American.

Only about four in 10 Bexar County adults has
ever been tested for HIV, a proportion that has
remained flat for several years (Figure 4.8). The
SATGA has a substantial population of “late
testers,” with 28% of those testing positive be-
ing diagnosed with AIDS within one year.

Hepatitis B Incidence

Figure 4.6 Number of cases per
100,000 population

50 4.7
®

4.0
30

20

0.8

~_04 0.4 0.3

» >

1.0

Casesper 100,000 Population

0.0
2010 2011% 2012 2013 2014

Source: Texas Department of State Health Services, 2010-
2014. *Change in surveillance case definition effective
2011.2010is not directly comparable with 2011-2014.

HIV Incidence

Figure 4.7 Number of cases per
100,000 population
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Source: Texas Department of State Health Services,
2010-2014.

2016 Bexar County Community Health Needs Assessment



59

HIV Tests Total Births
Figure 4.8 Percentage of adults Figure 4.10 Number of total births
ever tested for HIV
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Source: Texas Behavioral Risk Factor Surveillance System, Source: Texas Department of State Health Services, 2010-
Statewide BRFSS Survey, 2011-2014. 2014 as reported on 6-30-2016.

Sexually Transmitted Disease
Figure 4.9 Number of cases per 100,000 population
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Both chlamydia and gonorrhea incidence have
declined significantly since 2010 (Figure 4.9),
although preliminary numbers from San Antonio
Metropolitan Health District indicate that both
may have risen in 2015.12 Despite a decline
from 2013, the area continues to struggle with
syphilis, with 2014 incidence still 22% higher
than 2010.

The number of total births is rising (Figure
4.10), although not in proportion to total popula-
tion growth. The birthrate among females aged
15 to 19 continues to decline (Figure 4.11),
driven by steep decreases among Hispanic and
Black females. The overall downward trend
mirrors the trend seen in Texas and the U.S. in
recent years.2 The proportion of births that
were to single mothers and to women who were
obese at birth has remained flat in recent years
(Figure 4.12).

Teen Birthrate

Mother's Characteristics
Figure 4.12 Percentage of births to mothers by
characteristic
Mothers BMI 230
26%
27%
28%
29%
28%

Single Mothers
46%
44%
45%
44%
44%

2010
2011
2012
2013
2014

Source: Texas Department of State Health Services,
2010-2014 as reported on 6-30-2016

Unfortunately, the proportion of births that fol-
lowed early and adequate prenatal care has
dropped steadily since 2010 (Figure 4.13).

The rate of congenital syphilis nearly doubled
from 2011 to 2012 (Figure 4.14). After aggres-
sive outreach to physicians and patients to
encourage syphilis screening as part of routine
prenatal care, the number of new congenital
syphilis cases reported is down from 18 in 2012

Figure 4.11 Number of births to mother aged 15-19 years per 1,000 females
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Source: Texas Department of State Health Services, 2010-2014 as reported on 6-30-2016
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to 10 in 2015. Eight of the 10 cases reported in
2015 had limited or no prenatal care.

The rate of hospitalizations for complications
of pregnancy or childbirth appears to have
increased since 2010 (Figure 4.15). The “up-
down-up” trend should be interpreted with cau-
tion, but given the falloff in proportion of births
following early and adequate prenatal care,
there may well be a true increase.

Prenatal Care
Figure 4.13 Percentage of births to
mothers receiving prenatal care in the
first trimester

Percentage of Births

2010 60.4%
2011 61.7%
2012 60.3%
2013 56.1%
2014 57.1%

Source: Texas Department of State
Health Services, 2010-2014 as reported
on 6-30-2016

Congenital Syphilis

Figure 4.14 Number of cases per
100,000 live births
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Source: Texas Department of State Health Services,
2010-2014.
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The percent of births that were premature or
low birth weight has remained flat over the past
several years (Figure 4.16). No new data are
available, but a 2010 analysis estimated that
more than six in 10 pregnancies among Bexar
County adults aged 18 to 29 were unplanned.

Infant microcephaly associated with maternal
Zika virus infection is currently in the spotlight.
Depending on the severity, microcephaly may
result in developmental delays, intellectual disa-
bility, and problems with hearing, vision, and
movement and balance.® As of early June
2016, San Antonio has seven confirmed cases
of Zika virus infection, all acquired abroad, with
16 possible cases under investigation.1®

Pregnancy/Childbirth

Complications
Figure 4.15 Number of hospitalizations
per 10,000 women age 15-44

Hospitalizations per 10,000

2010 405.5
2011 406.3
2012 4237
2013 4141
2014 4254

Source: Texas Department of State
Health Services, 2010-2014.

Birth Outcomes

Figure 4.16 Percentage of birth by birth outcome

Low Birth Weight Pre-term Births

2010 9.4% 14.4%
2011 9.2% 13.4%
2012 9.2% 13.4%
2013 9.0% 12.4%
2014 8.9% 12.1%

Source: Texas Department of State Health Services,
2010-2014 as reported on 6-30-2016
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Preventive Care &
Self-Management

Vaccination rates for children under three years
old vary considerably by recommended
vaccine. About two-thirds have had the
combined 4:3:1:3*:3:1:4 series,Y an increase
over 2010 (Figure 4.17). Figure 4.18 summa-
rizes trends in communicable diseases for
which reporting is required. While pertussis, or
whooping cough, declined from a five-year
high of 6.7 diagnosed cases per 100,000
population in 2013, the 2014 rate of 4.8 per
100,000 is still more than triple the 2010 rate.

Hepatitis B and mumps both declined since
2010.

HPV is the most common sexually transmitted
disease in the U.S. Persistent HPV infections
can lead to cervical cancer in women and other
cancers in men. The percent of youth aged 13
to 17 years who have received the three-dose
HPV vaccine increased since 2011. It is
estimated that 72.9% (£14.1%) of females and
53.7% (£21.1%) of males have received all
three HPV doses (Figure 4.19).

“There Ls an apathy... poor health

ngugt the way tis.”

- Discussion Group Participant

Childhood Vaccines

Figure 4.17 Rates of vaccines among children 0-3

2010 2011 2012 2013 2014
4+ DTaP 83.2 (£5.4) 77.0 (+6.3) 77.5 (+6.4) 79.4 (+6.5) 79.0 (+6.1)
3+ Polio 93.4 (+3.6) 89.4 (+4.8) 89.7 (+4.8) 92.6 (+4.1) 90.6 (+4.5)
1+ MMR 94.6 (+2.8) 91.5 (+4.1) 90.9 (+4.0) 93.0 (3.7) 92.3 (+4.2)
Hib 62.6 (+7.1) 78.9 (£5.9) 76.5 (6.7) 79.3 (6.3) 76.8 (6.3)
3+ Hepatitis B 95.7 (£2.9) 88.5 (+4.7) 89.2 (+4.4) 90.8 (+4.3) 88.3 (+5.2)
Hepatits B (birth) 59.9 (+6.7) 61.9 (+7.1) 65.8 (6.8) 80.7 (6.9) 78.0 (6.1)
1+ Varicella 92.4 (+3.8) 94.1 (+3.4) 93.3 (+3.3) 92.3 (3.9) 96.6 (+2.1)
4+ PCV 79.5 (+6.0) 83.6 (+5.6) 81.4 (+5.9) 81.5 (6.2) 79.6 (+6.2)
2+ Hepatitis A 53.5 (+7.0) 55.2 (+7.1) 62.6 (+7.6) 64.3 (+7.2) 67.9 (+7.0)
Rotavirus 62.0 (+7.1) 69.1 (+6.6) 67.5 (+7.4) 67.2 (7.5) 70.9 (+7.1)
4:3:1:3%:3:1:4 57.3 (7.2) 67.4 (+6.8) 65.7 (7.5) 70.6 (+7.1) 66.4 (+7.0)

Source: Texas Department of State Health Services, 2010-2014.
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Vaccine-Preventable Disease

Figure 4.18 Number of new cases of reportable vaccine-preventable
disease per 100,000 population

Varicella 5.6
Pertussis 1.5
Mumps 2.7
Measles 0.0
Polio 0.0
Hepatitis A 0.4
Hepatitis B 4.7*%
Hib 0.0

Source: Texas Department of State Health Services, 2010-2014.
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*The Hepatitis B 2010 figure cannot be trended with 2011-2014 as it

reflects cases reported under a different case definition.

HPV Vaccination
Figure 4.19 HPV vaccination 3 dose completion
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The percent of BRFSS survey re-
spondents reporting having had a
tetanus vaccination since 2005
appears to have risen slightly (Fig-
ure 4.20). However, because the
confidence intervals overlap, and
because the 2014 question asks
about vaccination in a nine-year
period as compared to an eight-
year period in 2013, the vaccina-
tion rate likely has not increased.

An annual influenza vaccination is
recommended for everyone six
months old and up, but flu shots
are especially important for people
65 years and older. The immune
system declines with age, making
seniors more likely than healthy
younger adults to have serious
complications from the flu, includ-
ing death. An estimated 80% to

among teens 13-17 years

A
A A A e
*

2013 2014

A Females  G5.0%(130%)  6L9%(:43%)  G31%(:26%)  729%(:141%)
¥oMales e e M%) ST (L%

Source: Centers for Disease Control and Prevention; NIS-Teen Vaccination Coverage Table Data, 2014.

***Notapplicable.
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Tetanus Shots

Figure 4.20 Percentage of adults
receiving a tetanus shot since 2005

% of Adults (95% (1)
2013 20.2% (16.3-24.8)
2014 25.6% (20.9-31.0)

Source: Texas Behavioral Risk Factor
Surveillance System, Statewide BRFSS
Survey, 2013 & 2014 (with 95% Cl).
**Sample too small to report.

Senior Flu Shot

Figure 4.21 Percentage of seniors who have had a flu shot within the past year
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90% of seasonal flu-related deaths, and an esti-
mated 50% to 70% of seasonal flu-related hos-
pitalizations have been among people 65 and
older.® An estimated 65% of Bexar County
seniors (56%-73%) report having had a flu shot
in the past year (Figure 4.21), and an estimated
73% (65%-81%) report ever having had the
pneumonia vaccination (Figure 4.22), which is
only needed once in one’s lifetime. Neither flu
nor pneumonia vaccination rates among sen-
iors appear to vary much across the county.

Although rates of specific screenings and
other preventive services are better indicators
of appropriate care, the routine checkup offers
some idea of whether people are getting
preventive care. About two-thirds of Bexar
County adults report having seen a doctor

in the past year for a routine checkup

(Figure 4.23). Differences by race/ethnicity

2 3 o) L * T

Northeast Southeast Southwest Near Far Near Far
WESHEEN Northwest B\[e/gla56[<M  Northside

* * * * *

(56%-73%) (43%-89%) (25%-78%) (59%-94%) (44%-90%) (40%-80%) (40%-82%) (43%-77%) (45%-80%)

Source: Texas Behavioral Risk Factor Surveillance Sys tem; Statewide BRFSSSurvey, 2011-2014 3-Year Average (with 90% Cl).

*90% confidence interval toowide to display estimate.
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Senior Pneumonia Vaccination
Figure 4.22 Percentage of seniors who have ever had a pneumonia vaccination

100%
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v+
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20%

% Bexar County Population
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v > ¢ [ | * o) L +
Southeast = Southwest Near Near
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73% * * * * * 85% * 81%

(65%-81%)  (44%-89%)| (33%-87%) (31%-84%) (41%-96%) (51%-92%) (59%-95%)| (46%-81%) (64%-91%)

Source:Texas Behavioral Risk Factor Surveillance System; Statewide BRFSSSurvey, 2011-2014 3-Year Average (with 90% Cl).
*90% confidence interval too wide to display estimate.

Routine Check-Ups

Figure 4.23 Percentage of adults seeing a doctor last year for a routine check-up by sector
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(58%-68%)  (50%-79%) (38%-66%) (41%-89%) (53%-81%) (54%-77%) (42%-64%) (47%-73%) (56%-82%)

Source: Texas Behavioral Risk Factor Surveillance System; Statewide BRFSSSurvey, 2011-2014 3-Year Average (with 90% Cl).
*90% confidence interval toowide to display estimate.
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do emerge, though, with 74.3% (69.5%-78.6%) Dental Visits
of non-Hispanic Whites having had a routine Figure 4.25 Percentage of adults
checkup, as compared to only 61.0% (55.7%- seeing a dentist within the year
66.0%) of Hispanics. Small sample sizes and
wide confidence intervals make it unclear how _
that proportion varies across the county (Figure

: . Total 60.0% 63.6%
4.24). (The county-wide number varies from
that presented in Figure 4.23 because it uses a (54.1-65.6) _(60.2-66.9)

White 68.5% 70.2%

three-year average with a different confidence

level.) The percentage of Bexar County adults (60.0-75.9)  (65.4-74.7)

reporting having visited a dentist within the past Black o 65.9%
year stands at a 63.6% (60.2%-66.9%), with - (53.7-76.3)
non-Hispanic Whites again more likely than Rl LS SR 60.0%
Hispanics to have done so (Figure 4.25). (47.8-64.8)  (54.9-64.9)

Source: Texas Behavioral Risk
Factor Surveillance System,
Statewide BRFSS Survey, 2012 & 2014
(with 95% Cl). **Sample too small
to report.

Routine Check-Ups
Figure 4.24 Percentage of adults that visited a doctor last year for a routine checkup by race/ethnicity
100.0%

80.0%
60.0%

40.0%

% Bexar CountyPopulation

20.0%
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Source:Texas Behavioral Risk Factor Surveillance System, Statewide BRFSSSurvey, 2011-2014. **Sample too small to report.
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Cancer screening rates are mixed. About three-
guarters of Bexar County women 40 and older
report having had a mammogram in the past
two years, with no clear differences emerging
by race/ethnicity (Figure 4.26). The percentage
of women reporting having ever had a Pap test
(Figure 4.27), which screens for cervical can-
cer, stands at 86.5% (81.6%-90.3%), although
“ever” is too infrequent for most sexually active
women. About 69% (64.8%-73.0%) of adults
aged 50 and older report having a sigmoid or
colonoscopy test and 13.6% (10.9%-16.7%)
report having had a blood stool test in the past
two years. 2

Regular care and self-management are critical
for those with chronic disease, the rates of
which are covered in the Illiness and Injury
section. Among BRFSS adult respondents with
diabetes, 18.3% (9.8%-31.7%) report having
not seen a doctor for diabetes in the past year
(Figure 4.28), and 24.8% (14.7%-38.8%) report
not having had their hemoglobin Alc checked
to measure their blood sugar levels. An esti-
mated half report having had a course in self-
management, half report checking their feet
daily for lost sensation or wounds, and six in ten
report checking their blood sugar daily.

‘it Ls very havd for the
communtty to overcome the
advertising and the food that is
pUE b front of them”

- Judge Nelson Wolff
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Mammogram

Figure 4.26 Percentage of women
40+ who have had a mammogram
in the past 2 years

2012 2014
Total 67.9% 76.0%
(58.7-75.8) (71.3-80.1)
White 70.7% 76.0%
(58.9-80.3) (69.4-81.5)
Black *x *x
% % * %k
Hispanic 66.7% 74.6%

(52.5-78.4)  (67.0-81.0)

Source: Texas Behavioral Risk
Factor Surveillance System,
Statewide BRFSS Survey, 2012 & 2014
(with 95% Cl). **Sample too small
to report.

Pap Test

Figure 4.27 Percentage of women
who have ever had a pap test

2012 2014

Total 94.2% 86.5%
(89.5-96.9)  (81.6-90.3)

White 95.3% 92.6%
(86.8-98.4) (85.2-96.4)

Black ** 81.7%
*x (57.1-93.8)

Hispanic 92.3% 83.6%

(84.5-96.3)  (76.1-89.1)

Source: Texas Behavioral Risk
Factor Surveillance System,
Statewide BRFSS Survey, 2012 & 2014
(with 95% Cl). **Sample too small
to report.
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Diabetic Care

Figure 4.28 Percentage of adult diabetics Finally, 90% (85%-94%) of BRFSS respondents
say they always wear a seatbelt (Figure 4.29), a
_ remarkable achievement. Although the sample
. size was too small to result in an estimate that
Did not see a doctor for 10.1% 18.3%

can be displayed, the southeast area of the
county appears to lag in seatbelt use. Motor

diabetes in pastyear (2.9-29.7) (9.8-31.7)

:)nI jhneo;: jtv jeilrc eheced ::: (15‘;'_832’ g vehicle crashes are a leading cause of death
_ s among teenagers and young adults. Adult seat
:;izg?;;s:t'” self- >0.0% 48.6% belt use is the most effective way to save lives
(31.9-68.1)  (37.9-59.5) and reduce injuries in crashes.2
Check blood sugar daily 69.7% 62.6%
(51.5-83.3)  (51.7-72.4)
Check feet daily 60.0% 51.1%

(40.0-77.2)  (40.0-62.1)

Source: Texas Behavioral Risk Factor Surveillance
System, Statewide BRFSS Survey, 2013 & 2014 (with 95%
Cl). ***Not applicable.

Seatbelt Use
Figure 4.29 Percentage of adults who always wear a seatbelt
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Source: Texas Behavioral Risk Factor Surveillance System; Statewide BRFSSSurvey, 2011-2014 3-Year Average (with 90% Cl).
*90% confidenceinterval toowide to display estimate.
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at least three doses of poliovirus vaccine; at least one
dose of measles-containing vaccine; at least three (or at
least four, depending on which vaccine product type is
used) doses of Hib; at least three doses of HepB; at least
one dose of varicella vaccine; and at least four doses of
PCV.

18 Centers for Disease Control and Prevention (2016).
What You Should Know and Do this Flu Season If You Are
65 Years and Older. http://www.cdc.gov/flu/about/dis-
ease/65over.htm

1% Texas Behavioral Risk Factor Surveillance System;
Statewide BRFSS Survey, 2014.

20Centers for Disease Control and Prevention (2015). In-
jury Prevention & Control: Motor Vehicle Safety.
http://www.cdc.gov/motorvehiclesafety/seatbelts/
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Health & Well-Being

Much of the data in this section comes from the
BRFSS survey. As discussed in greater detail in
the Implications for Action: Priority Issues
section, BRFSS and survey data, in general,
has some serious limitations. Because the peo-
ple most likely to have poor health and multiple
risk behaviors are, in general, the least likely to
respond to a long survey of any kind, all esti-
mates from BRFSS data should be considered
to be the best-case scenario. Moreover, ques-
tions about disease prevalence typically ask the
respondent whether he or she has ever been
told by a healthcare provider that he or she has
a particular condition such as diabetes. That
means that those who have the disease but
have never been diagnosed will not show up in
the data, nor will those who have been diag-
nosed but did not understand what they were
told or do not remember it. For all of these rea-
sons, the figures presented here almost cer-
tainly underestimate any given problem to a de-
gree that we cannot know with available data.

Another dataset used heavily for this section is
the Texas Inpatient Public Use Data File, a de-
identified dataset of non-military hospital utiliza-
tion data. As of 2014, state law requires that all
state licensed hospitals report data, but prior to
that year, hospitals meeting certain criteria were
exempt from reporting. This category included
hospitals not seeking insurance payment or
government reimbursement, as well as hospi-
tals meeting specific criteria of rurality.? Even
for those hospitals required to report, however,
the number of facilities represented in the

dataset appears to vary within about five per-
cent of the five-year average. The facility identi-
fier is masked for privacy reasons when the
number of reported discharges is small, so that
masked category likely accounts for some of
the variation.

Well-Being & Quality of Life

BRFSS respondents report quite different per-
ceptions of their own health. The lowest percent
of adults reporting that they have good or excel-
lent health is in the southwest sector of the
county (Figure 5.1) at 61% (47%-74%). This
proportion is far below the 92% (86%-96%)
seen in the far northside sector. With a 12 per-
centage point gap between the southwest and
far northside confidence intervals, this disparity
is clear. The proportion is also clearly smaller
for the near eastside and the near westside
than for the far northside. The near northside
appears to differ as well compared to the far
northside, although the disparity is less severe.

The disparity is evident, too, when the data are
broken out by race/ethnicity (Figure 5.2). Confi-
dence intervals are, unfortunately, quite wide
for the Black population. But a lower proportion
of the Hispanic population reports having good
or excellent health as compared to the non-His-
panic White population.

It is worth noting that the disparities are much
more striking when the data are examined by
geographic area than by race/ethnicity. That
fact highlights the importance of place in a
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county where Hispanics are the largest popula-
tion group and are not homogenous on determi-
nants of health like income and educational
attainment.

Mental health and well-being is a major issue
for Bexar County, as it influences and is influ-
enced by almost everything else health-related.
General hospitals, not just psychiatric hospitals,
are bearing a great burden of care for which
they are generally not best-positioned to pro-
vide. Hospital staff anecdotally report a large
number of emergency department (ED) visits
related in some way to mental health and sub-
stance use. The same is true to a lesser extent
for hospitalizations, many stemming from ED
visits.

The reported hospitalization rates for mental
illness and drug and alcohol dependence are
presented by age group in Figure 5.3. These
rates do not include overdoses from either pre-

General Health Rating

Figure 5.1 Percentage of adults with self-reported good or excellent health by sector
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scription or illegal drugs, but that group of diag-
noses is included in Figure 5.17 near the end of
this section. Particularly given that reporting has
been in the past been voluntary for some hospi-
tals, rates that “bounce around” within a limited
range, as do most of these rates, should not be
considered a true trend. There does appear to
be a steady increase in the mental iliness-
related hospitalization rate between 2010 and
2014. This increase might reflect an actual
increase in the burden of iliness. However, it
also might reflect changes in behavior by health
care providers who are simply increasingly
likely to hospitalize young people presenting
with mental illness in the ER and other health
care settings.

L

; ©
T
Southwest Near Far Near Far
Westside = Northwest Northside = Northside
61% 68% 83% 81% 92%

(47%-74%)  (57%-78%) (72%-90%) (71%-88%) (86%-96%)

Source: Texas Behavioral Risk Factor Surveillance System; Statewide BRFSSSurvey, 2011-2014 3-Year Average (with 90% Cl).

*90% confidence interval toowide to display estimate.
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General Health Rating

Figure 5.2 Percentage of adults with self-reported good or excellent health by race/ethnicity
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Source: Texas Behavioral Risk Factor Surveillance System, Statewide BRFSSSurvey, 2011-2014. **Sample toosmallto report.

Behavioral Hospitalizations
Figure 5.3 Number of hospitalizations related to mental illness or
alcohol or drug use per 10,000 by age group

Mental Disorders Drug & Alcohol
0-17 18-64 65+ 0-17 18-64 65+
2010 64.5 104.2 53.4 0.4 11.2 3.2
2011 67.0 109.9 56.3 0.3 10.9 2.1
2012 70.9 111.8 52.5 0.2 114 3.1
2013 77.2 108.3 50.5 0.2 10.1 3.7
2014 87.3 112.8 58.2 0.2 10.8 2.8

Source: Texas Department of State Health Services, 2010-2014.

2016 Bexar County Community Health Needs Assessment



The local Early Development Instrument (EDI)
kinder-readiness dataset, a United Way-led
collaboration among multiple local public school
districts,? assesses kinder-readiness for the
area child population rather than individual
children. It offers some interesting insight into
the mental health and well-being of children in
first grade in a group of local public schools,
although the data cannot be generalized to the
county as a whole. Of the children in these pri-
marily central-city school districts, between
eight percent and 10% of kindergarten students
were considered to be “vulnerable” on
measures of physical health and well-being, so-
cial competence, or emotional maturity (Figure
5.4).2 (“Vulnerable” as defined here means that
a child scored in the lowest 10" percentile of
the national sample. Children with scores at or
above the 25" percentile are considered “on
track” and at or above the 75" percentile are
“very ready.”)

Kindergarten Readiness

Figure 5.4 Percent of students accessed in multiple
developmental domains

Vulnerable  On-Track
Physical Health & Well-being 10.0 75.5
Social Competence 8.6 77.0
Emotional Maturity 8.3 80.4
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Among BRFSS survey respondents in Bexar
County overall, 18% (14%-22%) report that
poor physical or mental health kept them from
their usual activities five or more days in the
past month (Figure 5.5). While the sample sizes
are too small to calculate trustworthy estimates,
the non-overlapping confidence intervals point
to real differences among different areas of the
county. This is a much smaller percentage of
residents of the far northside sector reporting
being kept from their usual activities than
residents of the near westside, southwest, and
southeast sectors.

Very Ready
34.5
31.7
39.9

Source: Transforming Early Childhood Community Systems; Early

Development Instrument, 2015.
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Activities Interrupted by Poor Health

Figure 5.5 Percent of population kept from usual activities for 5+ days a month

due to poor physical or mental health
60%

50%
40%
30%

20% V+

% Bexar County Population

10%
0% v > O n

18% * * *
(14%-22%)  (4%-20%)

(9%-32%) = (10%-56%) (17%-42%) (17%-38%) (9%-28%)

* 0 L * +‘

Northeast Southeast Southwest Near Far Near Far
WESSGEN Northwest BN [efadi5[e[58 " Northside

* * * * *

(9%-24%) | (1%-10%)

Source: Texas Behavioral Risk Factor Surveillance System; Statewide BRFSSSurvey, 2011-2014 3-Year Average (with 90% Cl).

*90% confidence interval toowide to display estimate.

Autism is another condition that manifests and
develops in widely varying ways depending on
the severity and appropriate intervention. A lo-
cal assessment of autism prevalence and local
service capacity has just been released. Exten-
sive analysis to determine autism prevalence
yielded an estimate of approximately 23,400
people (all ages) living with autism in Bexar
County, a number that translates to one in
every 81 people, or 126.3 per 10,000 popula-
tion. 2 The report estimated that 77% of those
living with autism are male.

Disability by no means determines well-being
and quality of life, but it affects both in multiple
ways. The nature and severity of disability
varies widely by type of disability and by age.
We can expect that the disparities in access to
health care experienced by people from differ-
ent areas of the county, different income
groups, and different racial/ethnic groups also
exist with regard to resources that help Bexar
County residents with disabilities thrive. For
Bexar County overall, about two in 10 respond-
ents report having a disability of some kind (Fig-
ure 5.6). Roughly one in seven report difficulty
walking and one in 10 report difficulty concen-
trating. The rate of certain kinds of disability in
the total Bexar County population can be ex-
pected to increase, of course, as the county
population ages.
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Adults with Disabilities

Figure 5.6 Percentage of adults with a
disability by type

2013 2014

Total 21.9% 21.6%
(18.2-26.0)  (19.0-24.3)

Blind 5.2% 5.3%

(3.3-7.9) (4.2-6.8)

Difficulty 12.7% 13.9%
Walking (10.1-15.9)  (12.0-16.1)

Difficulty 9.2% 9.8%

Concentrating  (6.8-12.3) (8.0-12.0)

Source: Texas Behavioral Risk Factor
Surveillance System, Statewide BRFSS
Survey, 2013 & 2014 (with 95% Cl).
**Sample too small to report.

Iliness & Injury

Oral health is a good general indicator of the

overall health of a population, but unfortunately,

data on the oral health of the county population
is sparse. Thirty seven percent (33.8%-40.4%)
of BRFSS respondents report having had one
or more teeth pulled.2

About one in eight BRFSS respondents report
having been diagnosed with asthma (Figure
5.7). BRFSS respondents with children report
that 6.2% of those children have asthma, but
the confidence interval for that estimate is wide
—3.1% to 12.2%.2 The asthma hospitalization

rate among children and teenagers appears flat
since 2010 (Figure 5.8). The hospitalization rate

among seniors 65 and older, however, de-
creased substantially from 2010 and 2011
rates.
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Adult Asthma

Figure 5.7 Percentage of adults
diagnosed with asthma

20.0%

15.0%

10.0%

5.0%

% Bexar County Population

0.0%
2011 2012 2013 2014

Source: Texas Behavioral Risk Factor Surveillance System,
Statewide BRFSS Survey, 2011-2014.

Asthma Hospitalizations
Figure 5.8 Number of recorded
asthma-related hospitalizations per

10,000
0-17 18-64 65+
2010 20.6 7.4 20.9
2011 20.5 6.4 21.0
2012 213 7.3 17.1
2013 19.1 6.0 15.7
2014 19.4 5.6 131

Source: Texas Department of State
Health Services, 2010-2014.
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The proportion of adults who are overweight or
obese appears to vary across the county (Fig-
ure 5.9). The differences are not as stark as
with overall health status, though, and in this
case, it is the far northwest sector that appears
to have a lower rate than several other sectors.
One clear difference is that a lower proportion
of the non-Hispanic White population is over-
weight or obese compared to the Hispanic pop-
ulation (Figure 5.10). About seven in 10 adults
are overweight or obese, but the overlapping
confidence intervals mean that no clear year-to-
year change is apparent.

‘it's a symptom of modern Life
to have unlimited calorvies
available to you whenever You
want them and not having to
work physically very hard to do
dny-to-day activities”

- Janet Realini
Overweight or Obese Adults Y
Figure 5.9 Percentage of adults overweight or obese by sector jo75- =
100% ¥ 9
(] . " "
> | * T
S 80% | o ¥
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Bexar Near Northeast . Southeast & Southwest Near Far Near Far
County Eastside Westside = Northwest Northside = Northside
68% 68% 73% 82% 73% 65% 54% 71% 72%

(63%-72%)  (49%-82%) (59%-84%) (59%-94%)

(59%-83%) | (53%-76%) (42%-65%) (60%-80%) (57%-83%)

Source: Texas Behavioral Risk Factor Surveillance System; Statewide BRFSSSurvey, 2011-2014 3-Year Average (with 90% Cl).

*90% confidence interval toowide to display estimate.
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Overweight or Obese Adults
Figure 5.10 Percentage of adults overweight or obese by race/ethnicity
100.0%

80.0%
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Source: Texas Behavioral Risk Factor Surveillance System, Statewide BRFSSSurvey, 2011-2014. **Sample too small to report.

Somewhere between 5% and 13% of Bexar For the percent of respondents who report hav-
County BRFSS respondents report having been  ing been told by a healthcare provider that they
told by a healthcare provider that they are pre- have been diagnosed with diabetes, the geo-
diabetic or borderline diabetic (Figure 5.11). graphic disparity that emerges is between the
The sample is too small to calculate a far northside sector and the near westside sec-
trustworthy estimate, but as with overweight tor (Figure 5.12). For Bexar County, overall it is
and obesity, it appears that the far northwest 14.2% (12.2%-16.4%) (Figure 5.13). (The
sector may have a lower proportion than other county-wide number varies from that presented
sectors. in Figure 5.12 because it uses a three-year av-

erage with a different confidence level.)
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Pre-Diabetic or Borderline Diabetic

Figure 5.11 Percentage of adults told by a provider they are pre-diabetic
or borderline diabetic

60%
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40%
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20%

% Bexar CountyPopulation

10% ‘

0% v > 0 J *

Southeast = Southwest Near Near
Westside Northside
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(5%-13%)  (8%-54%) (5%-27%)  (0%-8%) *k (4%-25%) | (1%-6%) | (6%-34%) (3%-18%)

Source: Texas Behavioral Risk Factor Surveillance System; Statewide BRFSSSurvey, 2011-2014 3-Year Average (with90% Cl).
*90% confidence interval too wide to display estimate. **Sample too small to report.

Adult Diabetes
Figure 5.12 Percentage of adults diagnosed with diabetes by sector
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Source: Texas Behavioral Risk Factor Surveillance System; Statewide BRFSSSurvey, 2011-2014 3-Year Average (with 90% Cl).
*90% confidence interval toowide to display estimate.
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Adult Diabetes
Figure 5.13 Percentage of adults diagnosed with diabetes by race/ethnicity
25.0%

20.0%
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Source: Texas Behavioral Risk Factor Surveillance System, Statewide BRFSSSurvey, 2011-2014. **Sample too small to report.

About four percent of BRFSS respondents re- Heart Attack
port having been told they have had a heart at- Figure 5.14 Percentage of adults who have
tack (Figure 5.14). About two percent report everhad a heart attack
having been told they have had a stroke (Figure 10.0%
5.15). There may be a geographic difference in §
those who report having been told they had Lgi 8.0%
heart diseases, a heart attack, or stroke (Figure &
5.16), but it is not certain. Among Bexar County g oo
respondents overall that figure is 6.0% (5.0%- § 0%
8.0%). g

o

R 20%

0.0%

2011 2012 2013 2014

Source: Texas Behavioral Risk Factor Surveillance System,
Statewide BRFSS Survey, 2011-2014.
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Stroke

Figure 5.15 Percentage of adults who have
everhad a stroke
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Source: Texas Behavioral Risk Factor Surveillance System,
Statewide BRFSS Survey, 2011-2014.

Cardiovascular Disease

Figure 5.16 Percentage of adults with cardiovascular disease
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Figure 5.17 summarizes hospitalization rates
for selected principal diagnoses and age
groups. It is worth noting that of all diagnoses
presented, hospitalization rates have clearly in-
creased from 2010 only for mental illness. That
increase appears in the youth age group and to
a lesser degree in the 18- to 64-year-old age

group.

Hospitalization rates appear to be decreasing
among seniors for several diagnoses, including
breast cancer, colon cancer, ischemic heart dis-
ease, hypertension, asthma, injury, and possi-
bly cerebrovascular disease. Among adults
aged 18 to 64 years, rates appear to be de-
creasing for prostate cancer, asthma, and pos-
sibly ischemic heart disease and poisoning,
which includes prescription drug overdose. De-
spite the decrease in asthma hospitalization
rate among adults and seniors, the rate among
young people birth to 17 years old remains frus-
tratingly flat.

¥ ©) L * +
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Source:Texas Behavioral Risk Factor Surveillance System; Statewide BRFSSSurvey, 2011-2014 3-Year Average (with 90% Cl).

*90% confidenceinterval too wide to display estimate.
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Hospitalizations
Figure 5.17 Number of recorded non-military hospitalizations per
10,000 by age group *

2010 2011 2012 2013 2014

Cancer
Breast 18-64 4.5 4.1 4.5 4.1 3.2
65+ 11.6 12.2 11.6 8.3 6.7
Ovarian 18-64 13 1.2 13 14 13
65+ 3.6 2.9 5.1 2.9 2.8
Prostate 18-64 3.1 3.1 2.3 2.0 21
65+ 15.9 15.8 9.2 11.6 13.2
Colon 18-64 14 1.5 1.7 1.7 14
65+ 12.6 10.7 11.4 12.1 8.7
Lung 18-64 14 14 1.2 1.2 1.1
65+ 12.7 13.5 11.6 11.5 12.5
Heart Disease & Diabetes
Cerebrovascular 18-64 1.2 1.2 1.3 1.4 1.2
65+ 9.8 7.7 7.4 6.3 7.0
Ischemic 18-64  24.0 20.3 213 19.5 18.9
65+ 152.8 134.1 132.3 116.0 106.2
Hypertension 18-64 114 10.0 10.3 9.7 9.7
65+ 48.6 46.3 44.5 40.5 39.1
Diabetes 18-64 24.2 24.1 24.9 234 254
65+ 45.8 50.1 48.7 42.6 43.5
Respiratory
Asthma 0-17 20.6 20.5 213 19.1 19.4
18-64 7.4 6.4 7.3 6.0 5.6
65+ 20.9 21.0 17.1 15.7 13.1
Injury & Poisoning
Injury 0-17 12.0 11.2 12.2 10.7 10.1
18-64 24.7 26.0 26.3 233 22.6
65+ 155.5 151.4 151.4 147.9 144.6
Poisoning 0-17 3.6 3.7 3.8 3.5 2.8
18-64 13.7 12.4 12.9 10.5 10.5
65+ 8.2 6.9 8.2 8.0 7.9
Behavioral
Mental Disorders 0-17 64.5 67.0 70.9 77.2 87.3
18-64 104.2 109.9 111.8 108.3 112.8
65+ 53.4 56.3 52.5 50.5 58.2
Drug & Alcohol 0-17 0.4 0.3 0.2 0.2 0.2
18-64 11.2 10.9 11.4 10.1 10.8
65+ 3.2 21 3.1 3.7 2.8

Source: Texas Department of State Health Services, 2010-2014.
*Reporting hospitals and data completeness vary by year
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Death

, ' Causes of Infant Death
Because the annual number of infant deaths is Figure 5.19 Number of deaths per
small, one-year infant mortality rates are unsta- 100,000 live births

ble. Looking at three-year moving averages, the
infant mortality rate is fairly flat for Bexar
County as a whole, for non-Hispanic Whites,

and for Hispanics (Figure 5.18). It appears to 2010 140.0 70.0 30.0
have declined significantly among Black infants 2011 125.8 59.0 47.2
since 2010, but that trend should be interpreted 2012 169.6 925 50.1
with caution because the population is small. 2013 135.4 120.3 71.5
The most common causes of death among in- Source: San Antonio Metropolitan Health District,
fants are birth defects (congenital malfor- 2010-2013.

mation), problems related to premature birth
and low birthweight, and sudden infant death
syndrome (Figure 5.19).

Infant Mortality Rate
Figure 5.18 Number of deaths per 1,000 births (3-year moving average)
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Source: Health Profiles, City of San Antonio Metropolitan Health District, 2010-2013.
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Causes of Death Among Children & Young Adults
Figure 5.20 Leading causes of death [ICD-10] for birth to 24 from 2010-2013

Less than 1 Year

Effects of Low birth Weight and Prematurity [P0O0-P96]
Birth Defects [Q00-Q99]

1-4 Years

Motor Vehicle Accidents [selected Vxx.x codes]
Birth Defects [Q00-Q99]

Malignant Neoplasms [CO0C-97]

Assault Homicide [X85-Y09, Y87.1]

Major Cardiovascular Diseases [I00-178]

5-14 Years

Malignant Neoplasms [C00C-97]

Motor Vehicle Accidents [selected Vxx.x codes]
Birth Defects [Q00-Q99]

Assault Homicide [X85-Y09, Y87.1]

Major Cardiovascular Diseases [100-178]
15-24 Years

Motor Vehicle Accidents [selected Vxx.x codes]
Accidental Poisoning and Exposure to Noxious Substances [X40-X49]
Assault Homicide [X85-Y09, Y87.1]

Intentional Self-Harm Suicide [X60-X84, Y87.0]
Malignant Neoplasms [CO0C-97]

Source: Texas Department of State Health Services, 2010-2013.

Causes of Death Among Adults
Figure 5.21 Leading causes of death [ICD-10] for adults 25-64 from 2010-2013

25-44 Years

Major Cardiovascular Diseases [100-178]

Malignant Neoplasms [COOC-97]

Accidental Poisoning and Exposure to Noxious Substances [X40-X49]
Intentional Self-Harm Suicide [X60-X84, Y87.0]

Motor Vehicle Accidents [selected Vxx.x codes]

45-64 Years

Malignant Neoplasms [CO0C-97]

Major Cardiovascular Diseases [100-178]

Chronic Liver Disease and Cirrhosis [K70, K73-K74]

Diabetes Mellitus [E10-E14]

Accidental Poisoning and Exposure to Noxious Substances [X40-X49]

Source: Texas Department of State Health Services, 2010-2013.
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Causes of Death Among Seniors

Figure 5.22 Leading causes of death [ICD-10] for adults 65+ from 2010-2013

Age 65+

Major Cardiovascular Diseases [100-178]
Malignant Neoplasms [CO0C-97]

Chronic Lower Respiratory Diseases [J40-J47]
Diabetes Mellitus [E10-E14]

Alzheimer's Disease [G30]

Source: Texas Department of State Health Services, 2010-2013.

As of this writing, 2013 is the most recent year
for which death data are available. The most
common causes of child death by age group in
years 2010 through 2013 are shown in Figure
5.20. Motor vehicle accidents are a common
cause of death among children age one to 14,
pointing to the importance of child safety seats
and seat belts as well as adult and older teen
driver behaviors. Homicide is also a common
cause in those age groups. Overdose (acci-
dental poisoning) with prescription or illegal
drugs rises to the top of the list of causes of
death for adults aged 25 to 64 (Figure 5.21), as
do cancer, cardiovascular disease, and diabe-
tes. Suicide emerges as a major cause of death
among youth and adults aged 15 to 44 years.
Chronic lower respiratory disease and Alz-
heimer’s disease figure prominently in death
rates among seniors 65 and older (Figure 5.22).
Suicide rates by age group are presented in
Figure 5.23. The rate of bicycle fatalities is low
(Figure 5.24) — hence the wide variability year
to year — but are a serious issue given commu-
nity efforts to increase physical activity and
make San Antonio a bicycle-friendly city.’
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Suicide Rates
Figure 5.23 Number of suicides per 100,000 by age

group

2010
2011
2012
2013

Age-
Adjusted

8.0
6.7
8.5
8.1

15-24 25-64 65+
10.1 12.1 14.8
4.8 13.0 11.0
11.7 12.8 14.6
8.3 13.1 14.0

Source: San Antonio Metropolitan Health District, 2010

2013.

Bicyclist Fatalities
Figure 5.24 Number of bicyclist
fatalities per 100,000

population
Fatalities
2010 0.12
2011 0.06
2012 0.22
2013 0.27
2014 0.05

Source: National Highway Traffic
Safety Administration, 2010-2014.



85

Life Expectancy by Zip Code
Figure 5.25 Life expectancy at birth in years

[x]70-74
[a]75-79
[ 80-84
Il 85 - 90
M 90-94
[0 Inodata

Source: San Antonio Metropolitan Health District, 2014.

The Bexar County neighborhood one lives in

predicts one’s life expectancy. The near Years of Potential Life Lost
eastside and near westside have a life expec- Figure 5.26 Years lost (YPLL) before

tancy at birth of 70 to 74 years (Figure 5.25). age 75 per 100,000 population by cause
Far northwest and southeast Bexar County

have a life expectancy of 90 or older — a stag- YPLL
gering difference of 20 years. Suicide 390
. L Cancer 5121
Figure 5.26 shows years of potential life lost or Coronary Heart Disease 3,053
YPLL, a measure of premature death, for com- .
. ] Diabetes 814
mon causes of death. With an average life ex- .
. Homicide 228
pectancy of 75 years, a person who died of _
. Motor Vehicle Crashes 351
cancer at age 45 would contribute 30 years to
Unintentional Injury 727

Bexar County’s total YPLL.

Source: San Antonio Metropolitan Health
District, 2013.
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! Texas Department of State Health Services (2016).
Texas Inpatient Public Use Data File (PUDF).
https://dshs.texas.gov/thcic/hospitals/Inpa-
tientpudf.shtm

2 The school districts that participated in 2015 were
Edgewood, Harlandale, North East, Northside, San Anto-
nio, and Southwest Independent School Districts.

3 Detailed information about the domains, subdomains,
and reliability and validity of the Early Development In-
strument is available from the Offord Centre at
https://edi.offordcentre.com/researchers/

4 Capital Healthcare Planning/Kronkosky Charitable Foun-
dation (2016, March 23). Autism prevalence assessment:

San Antonio CBSA. http://www.kronkosky.org/Initiatives.
Population count for rate denominator from U.S. Census
Bureau, American Community Survey 2014 1-Year Esti-
mates.

5> Texas Behavioral Risk Factor Surveillance System;
Statewide BRFSS Survey, 2014.

6 Texas Behavioral Risk Factor Surveillance System;
Statewide BRFSS Survey, 2013.

7 See for example, Rivard, R. (2015, October 29). Take the
city’s cycling survey, then ride with caution. The Rivard
Report. http://therivardreport.com/take-the-citys-cy-
cling-survey-then-ride-with-caution/
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Implications for Action

Priority Issues

Taking all of the foregoing Bexar County data
and information together, a number of common
themes and high-priority issues emerge. Those
themes and issues differ widely in nature, so
they are grouped in the following way:

=» Issues with technical fixes. These are is-
sues that can be addressed by relatively
straightforward policy or practice changes sup-
ported by a strong evidence base. The interven-
tions that reversed the sharp upward trend in
congenital syphilis fall in this category. Although
not necessarily easy or quick, this group of is-
sues might be considered the “low-hanging
fruit” of this section.

= Complex problems requiring complex so-
lutions. These issues have no technical fix of
evidence-based practice; they call for long-
term, complex, multi-sector interventions. All
are familiar, and few have seen any meaningful
improvement in recent years. All map quite well
to the five priority areas identified in the 2014
Community Health Improvement Plan.

= Root causes. These foundational issues in-
teract with each other and with the environ-
ment, health-related behaviors, and health out-
comes. The likelihood is slim of making signifi-
cant progress on anything “downstream” with-
out effectively addressing these root causes.

= System-level barriers to effective action.

These issues hinder effective action to improve
health outcomes and the environment in which
health outcomes develop.

Each group of issues is briefly described below.
Related data are not repeated here, but the
document section in which that data appears is
noted for reference.

Issues with Technical Fixes

Vaccine-preventable diseases. Several vac-
cine-preventable diseases (see Health-Related
Behaviors & Early Outcomes) emerge as is-
sues with a clear technical fix. Perhaps the sin-
gle greatest missed opportunity at present is
prevention of cervical cancer through HPV vac-
cination. Despite a strong recommendation
from the Centers for Disease Control and Pre-
vention's (CDC's) Advisory Committee on Im-
munization Practices (ACIP) that both girls and
boys be vaccinated no later than 11 or 12 years
old,! clinicians are still offering and communi-
cating with patients and parents about the vac-
cine in ways that are systematically different
from other recommended childhood vaccines.?
Because HPYV is a sexually-transmitted infec-
tion, physicians and parents alike may be in-
clined to delay or avoid vaccination of children
of either sex. However, providers routinely and
strongly recommend — and parents routinely
agree to — vaccination against Hepatitis B as
part of the 4:3:1:3*:3:1:4 series. Provider-parent
conversations about the combined vaccination
series do not typically involve consideration of
whether the child is having unprotected sex or
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sharing needles or will be more likely to do so
because of vaccination.

The overwhelming majority of seasonal influ-
enza- and pneumonia-related deaths occur
among seniors. The flu vaccine must be given
annually, but the pneumonia vaccine need only
be administered once. Given the proportion of
Bexar County households that are multigenera-
tional, vaccination of seniors will also protect
pregnant women and young children, who are
at higher risk of serious complications.2

Trauma-informed care. While not at present a
formal recommendation of the U.S. Clinical and
Preventive Services Task Force (USPSTF),
trauma-informed care has emerged as a better
way of approaching health care, social service,
and even education, particularly in light of the
prevalence and effects of adverse childhood ex-
periences (see Environment & Living Condi-
tions). At its most basic, a trauma-informed ap-
proach changes the question from "What's
wrong with you?" to "What's happened to
you?"? Although it encompasses much more,
trauma-informed care is grounded in four basic
principles: 2

1. Realize the prevalence of traumatic events
and the widespread impact of trauma;

2. Recognize the signs and symptoms of
trauma,;

3. Respond by integrating knowledge about
trauma into policies, procedures, and prac-
tices; and

4. seek to actively Resist Re-traumatization.

Social prescribing. The U.S. Preventive Ser-
vices Task Force stresses the importance of
systematically linking clinical and community-
based settings by prescribing particular behav-
iors or resources. Often called “social prescrib-
ing”, formal recommendations by physicians

and other health care providers put healthy be-
haviors like exercise on par with pharmaceutical
interventions. !

Policy for a healthy food environment.
Finally, tax abatements commonly provide in-
centives to businesses, housing developers,
and the like to locate or expand in a particular
geographic area, and this concept can be ap-
plied to develop healthier environments. Sev-
eral states have begun offering tax abatements
to retailers of healthy food,2 but the CDC notes
that local tax policy can support a healthy food
environment as well.2 A related local policy is-
sue currently in the spotlight is fire inspection
fees for booth vendors who prepare and serve
ready-to-eat food at farmers markets. 12

Complex Problems Requiring
Complex Solutions

Mental illness and substance use. This set of
interrelated issues includes mild to severe men-
tal illness including depression and post-trau-
matic stress disorder (PTSD), problem drinking,
and problem drug use, including prescribed
medications (see Health-Related Behaviors &
Early Outcomes and Health & Well-Being).

Physical inactivity. Physical activity is a lever
of some kind — a contributor to or an effective
intervention for — a number of other important
health issues like depression, overweight and
obesity, and chronic physical iliness and disabil-
ity (see Health-Related Behaviors & Early
Outcomes).

Unhealthy eating and hunger. Unhealthy eat-
ing (see Health-Related Behaviors & Early
Outcomes) contributes in different ways to a
number of health issues, notably overweight
and obesity, diabetes, and heart disease and
stroke. Hunger is one of the single greatest

2016 Bexar County Community Health Needs Assessment



threats to the well-being of low-income seniors.
Hunger remains a serious problem for children
as well, particularly during summer and winter
breaks when food is not available through
school breakfasts, lunches, and after-school
programs. Better marketing of summer food
programs, particularly through social media,
would help connect more families to existing
and underutilized programs serving children.

Senior whole-life well-being. The senior pop-
ulation is growing disproportionately quickly
compared to other age groups and will place in-
creasingly significant demands on local health
care and social service systems. The local re-
sponse must go beyond “do a lot more of what
we’re doing now.” A completely different ap-
proach to senior well-being is needed if this
large segment of the county population is to
thrive with a high quality of life, not simply sur-
vive until an advanced age.

Unplanned pregnancy. While an unplanned
pregnancy — extremely common in Bexar
County — is quite often a wanted pregnancy, it
is rarely a well-prepared-for pregnancy (see
Health-Related Behaviors & Early Out-
comes). This issue is not nearly so high-profile
as is teen pregnancy. But reducing unplanned
pregnancy can only yield improvements in birth
outcomes, maternal health and well-being, the
prevalence of adverse childhood experiences,
and a host of other health and social issues.

Interpersonal violence. Child abuse, family vi-
olence, and street violence are common in
Bexar County and do serious harm to health
and well-being (see Health-Related Behaviors
& Early Outcomes and Health & Well-Being).
That remains the case whether one is the direct
victim of violence or is only exposed to it in the
home or the neighborhood, and the harm may
begin immediately and continue until death.
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Premature mortality among people of color
and low-income people. Particularly for lower-
income males of color, Bexar County’s prema-
ture mortality is striking (Health & Well-Being).
Premature death is an inarguable metric and
the inevitable conclusion of years or decades of
health inequity.

Root Causes

Four key root causes interact with each other in
a vicious cycle, within and across generations,
and contribute to high-risk environments, un-
healthy behaviors, and injury, iliness, and
death. The list of all root causes could be much
longer, but these four are core for Bexar
County.

Low income and poverty. Low-income and
poverty increase acute and chronic stress and
the risk for depression, drug abuse, and prob-
lem drinking; the likelihood of exposure to
neighborhood violence; and the risk of unsafe
or unstable housing and insufficient or un-
healthy food. The related issues of income ine-
guality and income segregation harm local edu-
cation and service systems and the community
overall.

Educational attainment. Low educational at-
tainment harms one’s ability to secure and re-
tain livable-wage employment. Low literacy con-
tributes directly to low health literacy and in-
creased challenges in the prevention and self-
management of chronic ilinesses like diabetes
and recurring illnesses like depression. School
dropout and other poor educational outcomes
are heavily driven by chronic absenteeism,
which is inter-related both upstream and down-
stream from health. Evidence-based interven-
tions are available to address the issue, and
chronic absence by individual and population is
knowable with locally available data.
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Criminal and juvenile justice. Justice system
involvement for even low-level offenses dramat-
ically reduces the universe of possible employ-
ment, exposes people to violence in justice fa-
cilities, and greatly increases the risk of PTSD
and other mental illness. Parental incarceration
can harm families through increased stress, re-
duced income, and other factors.

Adverse childhood experiences (ACE). Child
sexual abuse and physical and emotional
abuse or neglect; family violence; loss of a par-
ent to divorce, abandonment, or incarceration;
and exposure to mental illness or substance are
all common in varying degrees in Bexar County.
All have been shown to have an effect on
health and well-being and on health-related be-
haviors, mostly especially depression, alcohol-
ism, substance abuse, suicide, smoking, and
risky sexual behaviors. Although not assessed
in the ACE Study itself, childhood poverty is
also a critical adverse childhood experience
common in Bexar County.

System-Level Barriers to
Effective Action

A common thread across both the quantitative
data and the qualitative data — interviews and
discussion groups — is how little improvement
the Bexar County community has been able to
achieve on key important health issues ranging
from early and adequate prenatal care to vac-
cination across the lifecycle to healthy eating,
physical activity, and overweight/obesity issues.
Poverty has not budged, and it's unlikely that
child abuse has decreased by even a fraction of
the degree reflected in the most commonly-
used indicator.

There is no single solution that will make the
needle move in the right direction for any
health-related problem. But addressing two key

system-level issues would likely help: improving
the data available to inform decisions and
actions, and developing more effective ways of
working together across organizations and
sectors.

Systemic, persistent underfunding of
prevention and interventions targeting root
causes. Despite knowing that the relative con-
tribution of medical care to health and well-be-
ing is small — an estimated 10% to 20%%, very
little funding is available for prevention and
other interventions to address the “upstream”
factors that contribute the remaining 80% to
90%. For example, personal health care spend-
ing per capita in 2014 was $9,523. In contrast,
combined federal and state public health fund-
ing per capita was $248 — just 2.5% of health-
related spending.2 And the U.S. spends pro-
portionally less on social root causes than other
nations with better population health out-
comes. 3

Gaps and disparities in data quality. One
pattern that emerges very clearly throughout
this assessment is the disparity not just in
health determinants and outcomes, but also in
the quality of the data about those determinants
and outcomes. The limitations of surveys — at
least, as they are currently administered — are
SO great that the data are frequently unusable
below the county level. Race/ethnicity, sex, age
group, income level, and neighborhood are all
critical factors in both understanding the nature
of the issue and in deploying appropriate inter-
ventions to address it. Very little information
about the health of Bexar County’s African
American and other non-Hispanic non-white
populations can be gleaned from BRFSS da-
taset; the same is true for geographic areas
with lower population densities. Even at the
county level, confidence intervals are wide
enough that short-term trends cannot be accu-
rately identified. Unless the margin of error or
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confidence interval is very narrow, small and
moderate change in a point estimate cannot be
trusted to mean a true change in the scope or
severity of the issue.

Survey administrators and researchers also
know that specific groups of people are system-
atically missing in the data collected. The list of
reasons why those most likely to have health-
related disparities are the people least likely to
respond to 40- to 60-minute long surveys via
any method of administration — self or interview,
in person or online or by landline or mobile
phone —is long. Just a few reasons relevant to
this assessment are mental illness, including
depression and PTSD; alcohol and substance
use; lack of time because of multiple jobs and
three-hour bus rides; fear of discovery of un-
documented status or other justice system in-
volvement; a disability related to sight, hearing,
mobility, or cognition; general distrust and
privacy concerns; fear of answering the door

as a person living alone; and not speaking the
language of the survey.

Changes in survey approach can help, although
there is no magic bullet. Given that change oc-
curs slowly in most issues, perhaps resources
would be better spent if administrations were
less frequent, enabling samples to be larger or
incentives offered. The Bexar County commu-
nity could certainly make much better use than
it does of administrative data — data generated
in the everyday course of doing business — like
health care visit information and school ab-
sence information.

The legal and regulatory protections around
data are important and the barriers they erect
are significant — and also surmountable.
Healthcare Access San Antonio (HASA), the re-
gion’s health information exchange, has been
working since 2006 to establish data-sharing
agreements among local health care providers
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and to solve the technical challenges of inte-
grating health care data. The Eastside Promise
and Wheatley Choice Neighborhoods, as well
as other education-related initiatives, have be-
gun doing the same kind of work with educa-
tion, housing, and other human service data.
Absent broad community buy-in and political
will, progress on both fronts will be slow.

Working effectively across organizations
and sectors. Bexar County has a reputation for
being much more collaborative than most major
cities, with turf and competition often taking a
backseat — if temporarily — to cooperation to
solve specific problems. Here and across the
country, though, many practitioners and policy-
makers are coming to the conclusion that col-
laboration as it usually looks is not sufficient.
Again, there is no magic bullet. And unfortu-
nately, without a robust evidence base like that
for many clinical interventions, “best practices”
is too often code for “things other communities
are doing that are getting good press.”

Having said that, certain principles and prac-
tices do appear to make a real difference. Sev-
eral of these principles have been bundled and
adopted in communities across the country as
the collective impact approach to solving com-
plex, adaptive problems that do not have a
clear and straightforward technical solution. In
2011 Kania and Kramer proposed that initia-
tives that achieve meaningful results have five
conditions in common: a common agenda,
shared measurement systems, mutually rein-
forcing activities, continuous communication,
and backbone support organizations. In many
ways the collective impact approach resembles
time-tested quality and performance improve-
ment approaches that, when deployed well, can
make a tremendous impact on outcomes within
an organization.
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Several collaborations in Bexar County identify
as collective impact initiatives and work to sus-
tain all five conditions. There are others focused
on education and other issues, but a few that
focus in varying degree on health and well-be-
ing are the Autism Roundtable, Promise and
Choice Together (PaCT), SA2020, the Teen
Pregnancy Prevention Coalition (TPPC), and
the SALSA (Successfully Aging and Living in
San Antonio) initiative around senior well-being.

Even where implemented faithfully and with
good results, the collective impact approach
has already garnered a fair bit of criticism
across the country. Whether or not collective
impact as a “branded” approach is of interest,
though, its core principles are all worth a seri-
ous look. Some of these principles are being in-
corporated with intentionality into the Commu-
nity Health Improvement Plan and process.

Health impact investing is an emerging ap-
proach to collaboratively financing efforts to im-
prove health outcomes.£ An adaption of the so-
cial impact bond and Pay for Performance ap-
proaches,® health impact investing assembles
funds from private investors to finance evi-
dence-based interventions, usually in “up-
stream” drivers of health outcomes. A share of
the resulting savings is returned to impact in-
vestors to cover principal and interest.1

Improving Data-Driven
Decision-Making

The need for data for specific groups and geo-
graphic areas, not just for the county as a
whole, has been clear for decades. Responding
to that need, though, is an expensive challenge.
Data availability and tools have grown tremen-
dously in the past decade, but it usually is not
clear what data and what tools to choose given
limited budgets. The Bexar County Community

Health Needs Assessment is used by a wide
range of people with different priorities and dif-
ferent levels of technical skill, data literacy, and
internet access.

Opening Up Access to Data

The Health Collaborative believes the time is
right to create a portal to access detailed local
data online, knowing that the portal’s features
and content will need to evolve over time in re-
sponse to changing local needs and data avail-
ability. The Health Collaborative has partnered
with Community Information Now (Cl:Now) a lo-
cal data intermediary serving south central
Texas, to create and maintain this portal.

Cl:Now provides neutral, accurate, timely data
to the general public and to a wide range of
public and private organizations working in
many different issue areas, including health,
early childhood development, education, work-
force development, housing, and economic de-
velopment. More information about Cl:Now can
be found at CINow.info.

The power of this partnership is that because
Cl:Now gathers data across many different is-
sue areas, data collected for other initiatives
and purposes will be integrated with the com-
munity health needs assessment data and
available to health assessment users. There is
no cost to access the portal.

The portal will let the user:

=» Visually explore data for different popula-
tions and sub-county geographic areas using
maps, line charts, bar charts, and other
graphics. A user could, for example, explore all
available data for the Bexar County Hispanic
population or for zip code 78208, or animate a
map to show changes in the rate and geo-
graphic distribution of an indicator like teen
pregnancy.
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= Understand the data and use it more effec-
tively. Graphics and notes in the platform will
show and explain critical concepts like margin
of error and multi-year average rates. The user
will be warned if for some reason the data
should be used with caution.

= Export maps and charts with title, legend,
data years, and source intact. These visualiza-
tions can then be dropped into a planning docu-
ment or grant application without any further ed-
iting or potential loss of information.

= Export aggregate data tables, with
metadata intact, for further processing or analy-
sis. For example, a nonprofit planner or grant
writer might want to calculate a rate for the non-
profit's seven-zip code service area as a whole
or to map the data just for the service area.

The image below is a sample layout. The portal
design, layout, and content will be different, but
the image gives a sense of what the portal will

Indicator 1

Image courtesy of InstantAtlas. Used with permission.
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look like and do. Each visualization — map,
chart, or table — is linked and interactive. For
example, a zip code selected in a map will be
highlighted in the bar chart and table.

Limits of the Portal

The portal will almost certainly not meet the
needs of every health assessment user, now or
in the future. Users can expect to encounter
these issues:

= Not all indicators or social and demo-
graphic breakdowns of interest will be
available. At launch, the portal will include only
the data collected as part of the 2016 Assess-
ment, and not all indicators in this narrative re-
port will be included.

Some indicators are not available for any geog-
raphy smaller than the county, city, or MSA.
Some indicators, most notably those calculated
from the Behavioral Risk Factor Surveillance

Hame Indicator 1 (2013)

.
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System (BRFSS) dataset, cannot be shown for
small geographies. The small sample size of
the survey leads to unstable rates and very
wide margins of error.

To start, data will be presented at only two sub-
county geographies: zip codes and sectors,
which are groupings of zip codes. Although
data for many indicators is available for geogra-
phies like census tract or school district, zip
codes and sectors have been selected to
enable comparison across indicators.

=>» No record-level data will be available
through the portal. To protect the privacy of
the real people for which this data are collected,
all data will be grouped or aggregated by zip
code, sector, race/ethnicity, sex, age group, or
some other factor. If the total number is very
small even after being grouped, the number will
not be displayed or downloadable.

= Not everyone will find the portal easy to
use, even with training. The people who are
working to improve Bexar County’s health and
well-being vary a lot in their comfort level with
technology and with data, as well as in the
complexity of their data needs. This portal is
intended to serve primarily people with a “mid-
dle” comfort level and data need.

The device will also affect ease of use. On
smaller tablets and smartphones, of course,
visualizations and portal navigation buttons will
be harder to see. Export functions will work
much less predictably than on a computer, and
depending on device, will not work at all. Users
will find the portal slower to load on a mobile
data connection than on a broadband connec-
tion.

Taking Action: Community
Health Improvement Plan

The Bexar County community health needs as-
sessment and Community Health Improvement
Plan (CHIP) serve multiple purposes for a vari-
ety of audiences. Among these purposes, the
assessment and CHIP enable The Health Col-
laborative and its community partners to:

1. Explore current health status and determi-
nants of health, health priorities, and new
and emerging health concerns among
Bexar County residents within the social
context of their communities

2. Hear individual and group voices to provide
a deeper understanding of the “why” and
“how” of current and emerging health is-
sues

3. Understand the shifting patterns of these
health issues over time in Bexar County,
with particular focus on vulnerable popula-
tions and geographic variations within and
across neighborhoods

4. ldentify community strengths and resources
as well as gaps in services in order to help
The Health Collaborative, the San Antonio
Metropolitan Health District, and any other
partners set funding and programming pri-
orities

5. Fulfill the community health needs assess-
ment requirements for hospitals mandated
by Texas State Department of Health Ser-
vices

6. Fulfill the community engagement compo-
nent of the assessment portion of the com-
munity health needs assessment and im-
plementation plan of the Affordable Care
Act and the requirements outlined by Inter-
nal Revenue Service Notice 2015-5
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7. Fulfill the community health assessment re-
guirements for the local public health de-
partment mandated by the Public Health
Accreditation Board

8. Enable The Health Collaborative to use the
guantitative and qualitative data gathered
to engage its members, partners, and the
community in an action planning process

This year will mark the third iteration of the
Community Health Improvement Plan (CHIP), a
community plan that identifies priority areas, es-
tablishes objectives for change in those areas,
identifies needed partners, and lays out strate-
gies for each objective. Released in 2012, the
first CHIP was developed by The Health Collab-
orative and the San Antonio Metropolitan
Health District with the input of more than 50
community leaders.

The 2014 CHIP was developed with broader
community participation over the course of
about six months. A Core Planning Group and
Work Groups were established, with members
representing different community sectors and
different expertise and perspectives. Five focus
areas and goals emerged from the process as
high priorities. These focus areas and goals are
outlined in the table on the following page along
with a reference to the section of this assess-
ment that covers related data.

This assessment is the foundation for the 2016
CHIP process that will begin in fall 2016. The
guantitative and qualitative data presented here
will inform the review of the five focus areas
and the associated objectives and performance
measures that emerged in the 2014 CHIP
process. That data-driven review will almost
certainly result in changes to the objectives and
performance measures, and possibly to the
five focus areas as well.
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Beginning in 2016, the emphasis will be on
moving from planning and consensus-building
to collaborative action. Each objective must be
“owned” by a local organization or collaborative
for meaningful progress to occur. The work
must be data-driven, supported by accurate,
timely local data and general theory of change
or local model. Effective action will likely require
infrastructure and community capacity to
support active performance management or
collective impact, including tracking strategies
and near-term outcomes or milestones that indi-
cate progress or the need for mid-course cor-
rections.

CHIP planning and action take place in the con-
text of tremendous local change and a number
of other community planning and collective im-
pact initiatives. As in the past, The Health Col-
laborative will work to coordinate with national
and key local plans, including Healthy People
2020, SA2020, and SA Tomorrow, the City of
San Antonio-led three-pronged comprehensive
community plan for smart, sustainable growth
through 2040.
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Healthy Eating and Active Living. Foster
systemic and social change to support
equity in healthy eating, active living, and
wellness to enable all community members
to make healthy choices and lead healthy
lives.

Healthy Child and Family Development.
Promote access and utilization of preventive
healthcare across the lifespan to improve
healthy child and family development.

Safe Communities. Develop community
defined safe neighborhoods by identifying
and implementing local and global best

Behavioral and Mental Well-Being.
Improve and expand a comprehensive,
integrated behavioral health system to
provide holistic services with access for all.

Sexual Health. Ensure all Bexar County
community members of any sexual orienta-
tion or gender identification have access to
culturally appropriate education and
resources to promote sexual health.

practices through community empowerment.

Environment & Living Conditions (all)

Health-Related Behaviors & Early Outcomes:
Healthy Eating, Physical Activity

Health-Related Behaviors & Early Outcomes:
Services & Access to Care

Health-Related Behaviors & Early Outcomes:
Preventive Care & Self-Management

Environment & Living Conditions: Social
Conditions, Economic Conditions

Health-Related Behaviors & Early Outcomes:
Services & Access to Care

Health & Well-being: Well-Being & Quality of
Life

Health-Related Behaviors & Early Outcomes:
Reproductive & Sexual Health
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Choice Neighborhood. See Wheatley Choice
Neighborhood

Chronic lower respiratory disease, 84
Collective impact, 91
Colonoscopy, 67
Community Health Improvement Plan (CHIP), i, 94
Community Information Now (CI
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Community safety trainings, 37
Community voice, 105
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Appendix A. Summary of

Community Voice

Below is a summary of the common themes
that emerged from interviews and discussion
groups. The quotes that appear in this section
are direct transcriptions of statements made by
interview and discussion group participants and
should not be taken to represent the views of
The Health Collaborative. Please see the Tech-
nical Notes: Data Sources and Analysis sec-
tion for more information about how this infor-
mation was gathered and who patrticipated.

Community Description

Racial and ethnic diversity. Focus group
members and interviewees described the com-
munities of Bexar as racially and ethnically di-
verse, with Latinos comprising the largest pro-
portion of the minority population. Many re-
spondents reported that these residents experi-
enced health disparities, noting substantially
higher rates of chronic disease and teen preg-
nancy, and lower levels of utilization of prenatal
care and access to health care, among those of
diverse backgrounds. Undocumented individu-
als were especially singled out for their lack of
access to care and poor health outcomes.

Strong social cohesion. A key strength of the
community, according to focus group members
and interviewees, was the strength of family
and community bonds among residents. As one
interviewee stated, “the family bond and the
want to create a better life for their families...is
very strong among these communities and is

considered a huge strength.” (community mem-
ber) Another interviewee shared a similar per-
spective, saying, “[in San Antonio] there it's
such a warm, caring, and welcoming commu-
nity.” (community member) This social cohesion
extended, according to some respondents, to a
willingness to help others among community
members and organizations. One interviewee
shared that a strength of the community is “the
ability to help each other out and advocate for
each other.” (community member) Additionally,
San Antonio was described by a couple of re-
spondents as a philanthropic community. As
one community leader explained, “when a need
is identified, we are fast to approach the need.”
(community member)

Resilient residents. While many residents in
Bexar County were reported to face substantial
challenges in their lives, including poverty, lack
of education, poor health, and unsafe neighbor-
hoods, they were also described as resilient. As
one focus group member explained, “[commu-
nity members are] resourceful with the limited
resources they have.” (focus group participant)

Collaboration among organizations. Several
respondents reported that collaboration among
organizations working in the region was strong.
Examples of this cited included partnerships be-
tween schools and health organizations, be-
tween housing agencies and private landlords,
in the sexual health arena among provider or-
ganizations. As one interviewee described, “an
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asset to the community is that there is a diver-
sity of people coming together to help people
who suffer from mental illness.” (focus group
participant) Another person echoed this saying,
“although there are lots of hospital competitors,
they work together and their partnerships are
valuable to making community changes.” (focus
group participant) However, not all respondents
agreed with this, noting that stronger collabora-
tion was needed. As one person noted, “there is
not a lack of programs or resources but a lack
of collaboration and a similar focus between or-
ganizations.” (focus group participant)

Overall Community
Challenges

When asked about overall challenges faced by
residents in the region, several common
themes emerged:

Poverty. Among the challenges faced by resi-
dents in the region, economic hardship was
most often mentioned by focus group members
and interviewees. Respondents largely de-
scribed their communities and the communities
they serve as low-income with high rates of
poverty, including many children who receive
free and reduced lunch. Lower levels of educa-
tion, lack of well-paying job opportunities for
residents, lack of transportation, and language
barriers contribute to poverty in the region. As
one informant explained, “unemployment and
low wages make it very hard for SAHA (San
Antonio Housing Authority) residents to improve
their economic status. Many of the SAHA resi-
dents are living below the living wage. This
tends to be at the core of the issues that the
residents of SAHA face.” (community member)
Several respondents also mentioned that the
region experiences economic segregation, with
wealthier neighborhoods distinguished from far
lower-resourced ones. As one focus group

member stated, “San Antonio is segregated into
sub-communities.” (focus group participant)

Many respondents identified poverty as a fun-
damental factor contributing to the poor health
of residents. They pointed to the challenges
poorer residents face in paying rent, buying
food, accessing transportation, and obtaining
health insurance or healthcare. They also ex-
plained that parents struggling to meet basic
family needs have little time to pay attention to
their children’s education or health. As one in-
terviewee summed up, “it's a downward spiral
that begins at poverty.” (community member)

Low levels of educational attainment. Re-
spondents also pointed to the low levels of edu-
cation including literacy among many residents
as a substantial concern for the community,
contributing to poverty and limited employment
opportunities. As a result, one informant ob-
served, “educated people come and go be-
cause they have options, but the poor unedu-
cated people tend to accumulate and you get
this intergenerational poverty.” (community
member) Several respondents attributed vary-
ing educational outcomes to unequal distribu-
tion of funding across schools. The state of
Texas, according to a couple of respondents,
has one of the lowest levels of funding for pub-
lic schools across the nation. At a local level,
respondents stated that some of the highest
need schools in the region are under resourced
compared to those in wealthier communities.

Several interviewees saw a need for greater
partnership with the region’s school districts to
ensure a qualified future workforce. The need
for literacy and math and technology competen-
cies was specifically noted.

Lack of affordable housing. Lack of afforda-
ble housing emerged as a theme across focus
groups and interviews. Respondents expressed
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concern about housing being unavailable or un-
affordable for some segments of the population
and noted an increase in homelessness and
transience among residents. According to hous-
ing advocates/providers, housing for the home-
less and those suffering from mental illness is in
short supply, with insufficient transitional and
permanent housing options. At the same time, a
couple of informants noted that development of
higher-end housing and corporate development
in the region continues.

Lack of childcare. Numerous respondents
pointed to the lack of childcare as a substantial
challenge for parents in the community. Many
lower income residents work late hours and
have few affordable childcare options. As one
respondent noted, “access to childcare is one of
the main challenges. Residents do not use for-
mal childcare because they are not aware of
the options.” (community member) The lack of
childcare options for low-income parents also
makes it difficult, according to respondents, for
parents to enroll in higher education.

Lack of transportation. Focus group members
and interviewees reported that private cars are
the prominent means of transportation and
those who do not have cars, most notably sen-
iors and low-income residents, face substantial
transportation challenges. Residents described
a limited public transportation infrastructure in
the region, making it difficult for some residents
to get to work, access healthy food, make
health appointments, and attend school events.
As one housing provider explained, “the lack of
walkable neighborhoods also creates many
challenges to getting to work, to the grocery
store, doctors’ appointments, and etc. Some
residents have cars, but not all. Many rely on
bikes and the transit system.” (community
member) Although bus transportation exists,
this was reported to be challenging for residents
because travel takes a long time and schedules
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are not always convenient. Additionally, a cou-
ple of respondents noted that flooding causes
problems for public transportation.

Violence. Violence and concerns about safety
were also cited by respondents as challenges in
the community. Respondents shared many ex-
amples of violence including crime and drive-by
shootings. Domestic violence, including child
abuse, was a concern shared in numerous fo-
cus groups and interviews. Violence in the
home was attributed to the stress of living in
poverty as well as mental health or substance
use issues. In one focus group, the prevalence
of bullying among children and youth was
raised as a topic of community concern (SH)
Residents also shared concerns about neigh-
borhood safety. They noted that in some neigh-
borhoods, parks and playgrounds are unsafe
due to drugs, unleashed dogs, and strangers.

Built environment. Concerns about the physi-
cal environment were also expressed by sev-
eral focus group members and interviewees.
Residents described limited infrastructure for
walking and biking, due to lack of sidewalks and
bike paths. Air pollution due to traffic was also
mentioned. These factors affect health, as one
member of the community health workers focus
group described: “the unsafe conditions prevent
many individuals in the community from living
an active lifestyle.” (focus group participant)

Pressing Health Concerns

When asked about pressing health concerns in
the region, respondents pointed to several in-
cluding obesity and chronic disease, behavioral
health, teenage pregnancy, and sexually trans-
mitted infections.
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Obesity & Chronic Disease

Obesity. Almost all focus group paticipants
and key informant interviewees named obesity
as a major issue in the community, alongside
chronic illness such as diabetes and heart dis-
ease. Obesity, according to respondents, is
driven by unhealthy eating habits and low levels
of physical activity. As one person stated, “it's a
symptom of modern life to have unlimited calo-
ries available to you whenever you want them
and not having to work physically very hard to
do day-to-day activities.” (community member)
Numerous respondents expressed particularly
concern about obesity in children and youth,
such as one who explained, “parents working
too much and not paying attention to their
child’'s diet and exercise schedule plays a huge
role in the community issue at large.” (commu-
nity member)

Chronic disease. Chronic illness is also of sub-
stantial concern to the residents of Bexar
County. Respondents pointed to high rates of
diabetes among residents, especially uncon-
trolled diabetes, which was attributed to a lack
of access to healthcare and lack of understand-
ing about how to prevent the disease. Some re-
spondents expressed concern about rising
rates of chronic disease, such as Type 2 diabe-
tes and even hypertension, among children.
Several respondents noted high rates of cancer
among residents in the region. Asthma was
also identified as a concern, especially in low-
income communities. One informant attributed
this to the explosion in development in the re-
gion and the need to travel long distances to
commute, which causes more emissions. As
this informant stated, “this is contributing to
ozone development causing heat islands that
are in the middle of these socioeconomically
stressed communities.” (community member)

The higher prevalence of chronic disease in mi-
nority populations was noted by several focus
group members and interviewees. Health pro-
viders, especially those who serve lower-in-
come patients, reported rising rates of obesity,
heart disease, asthma, and diabetes in their pa-
tient populations as well as a rise in the preva-
lence of multiple chronic diseases.

Lack of awareness about the preventative na-
ture of many chronic ilinesses and steps to pre-
vent iliness was also cited as a concern. Re-
spondents attributed this to attitudes about
health in the community as well as challenges
to accessing care. Community members’ per-
spectives about the nature of chronic illness
and the importance of taking preventative steps
are a barrier to good health, according to re-
spondents. For example, one interviewee ex-
plained that many in the community believe dia-
betes is generational, and that children of adults
who have diabetes or other chronic illnesses
will automatically get the same health issues
and nothing can be done: “there is an apathy...
poor health is just the way it is.” (focus group
participant) Providers noted that lower income
residents will forego annual exams and screen-
ings if they are feeling healthy so they do not
need to pay for these services. This can lead to
a late diagnosis of iliness, which means de-
layed care and sicker patients. As one provider
remarked, “people often wait until they are truly
sick to seek help, it then becomes harder to find
them the help that they need.” (community
member)

Healthy Eating & Physical Activity

Healthy eating and food access. Poor eating
habits among some community members
emerged as a common theme across interviews
and focus groups. This was attributed to poor
access to healthy foods, the low cost of fast
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food, cultural food norms, and lack of under-
standing about nutrition.

Access to and affordability of healthy food was
identified as a substantial barrier to healthy eat-
ing in the community. Several respondents re-
ported that many residents in the region face
food insecurity and hunger was identified as a
problem in local schools. Several respondents
identified the lack of grocery stores and low-
cost healthy food options as a substantial chal-
lenge in some neighborhoods, which is exacer-
bated for those who face transportation barri-
ers. As one interviewee explained, “eating
healthy is expensive; it is cheaper to buy
McDonalds. There are more liquor stores,
barber shops and McDonalds than there are
grocery stores.” (community member) Another
echoed this saying, “the majority of what is in
shopping baskets is processed foods.” (focus
group participant) For some, the strong market-
ing of processed foods is a key driver of un-
healthy eating behaviors. As one person stated,
“it is very hard for the community to overcome
the advertising and the food that is put in front
of them.” (community member val)

Lack of knowledge about healthy eating and
how to prepare healthy meals was also seen as
contributing to poor eating habits. Informants
mentioned that there is little health education in
schools, and many parents do not know how to
prepare healthy meals on a budget. They cited
a need for more community education about
nutrition.

Respondents noted that community-based
efforts to address healthy eating are growing.
They cited efforts to promote urban gardening
and to expand farmer’'s markets and offer fresh
produce in health clinics. Several organizations,
such as the Texas Diabetes Institute, the San
Antonio Food Bank, and an effort by H-E-B, of-
fer nutrition and cooking programs. A couple
mentioned a local restaurant initiative (Por
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Vida) designed to promote healthier menu
items in restaurants.

Physical Activity. In addition to healthy eating,
physical activity was frequently discussed in fo-
cus groups and by interviewees. Overall, resi-
dents reported a lack of infrastructure that sup-
ports physical activity, including sidewalks and
parks. As one person mentioned, “sidewalk in-
frastructure is a huge concern.” (community
member) Several respondents also reported
that many schools do not offer physical educa-
tion classes to students. As with healthy eating,
lack of understanding about the importance of
physical activity was also a contributing factor.

When asked about existing initiatives in the
community focused on promoting physical
activity, respondents mentioned efforts by the
Mayor’s Fitness Council and the Health Collab-
orative, as well as work to increase green
space and promote community fitness pro-
grams such as through 5K, 10K and biking
events and walking to school programs. They
also mentioned policy-focused efforts such as
such as indoor smoking ordinances, bicycle
master plan policies, and pedestrian safety poli-
cies.

Behavioral Health

Mental health. Focus group participants and
key informants identified mental health and lack
of access to mental health services as a major
unmet need in the Bexar region. Overall, stress,
anxiety, and depression were identified as the
most common mental health concerns in the
community, although rates of trauma/PTSD
were reported to be rising. Respondents shared
that mental health issues have contributed to
rising rates of child abuse and domestic vio-
lence. As one person stated, “in [the] commu-
nity day-to-day members are dealing with past
conflicts that have led them to depression and
hopelessness.” (community member) Focus
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group participants and key informants reported
that children and youth are at high risk for men-
tal health problems, and that the response to
their needs is inadequate.

Key informants reported that the region lacks
enough mental health providers of all kinds to
address the need, especially those who serve
lower-income populations and those who serve
children and youth. Respondents identified sev-
eral mental health service providers in the re-
gion including Laurel Ridge Treatment Center,
Clarity Child Guidance Center, and the San An-
tonio Clubhouse, however they also reported
that the availability of behavioral health services
is far less than the need. As a result, those who
need services must wait long periods to access
them or go untreated. Mental health providers
attribute rising teen suicide rates in the region
to undiagnosed and untreated mental iliness.
(focus group patrticipant)

The cost of mental health care was also seen
as important concern because many lower in-
come people lack health insurance and cannot
afford the out-of-pocket expense of mental
health care or medications. One respondent
mentioned that managed care organizations will
not pay for the services or take part in mental
health issues. (focus group participant)

An additional barrier to care for those with men-
tal health issues, according to mental health
provider respondents, is lack of involvement in
and awareness of behavioral health issues by
primary care providers and pediatricians. Re-
spondents noted that these providers often lack
training in behavioral health and often do not
have access to staff who have expertise in
these issues. Many are also not connected to
behavioral health resources in the community.
Yet, respondents also noted, only physicians
can refer patients to a psychiatrist. As a result,
mental health providers observed, there is a

heavy reliance on medication for those with be-
havioral health issues, when other interventions
may be more effective. As one informant ex-
plained, “PCP’s are not involved with mental
health issues and that causes people who suf-
fer from mental health issues to not be referred
out to psychiatrists or therapists.” (focus group
participant)

Finally, a number of focus group members and
interviewees stated that the stigma associated
with mental illness prevents many from seeking
care. Mental health providers noted that this
challenge is exacerbated by the prevailing view
that mental illness is inextricably linked to vio-
lence. As one focus group member explained,
“that label and lack of knowledge causes there
to be very little or no social and community sup-
port to the people who need it most.” (focus
group participant) Rising teen suicide rates are
a growing community concern, according to
mental health providers, making it especially
important to address stigma among youth. As
one observed, “teens do not think it is accepta-
ble to talk about mental health issues, there is a
stigma against mental health.” (focus group par-
ticipant)

Substance use. Several respondents noted
that substance use is a concern for the commu-
nity. They mentioned high use of alcohol and
well as other drugs. Abuse of alcohol was men-
tioned as a concern among high school and col-
lege students, including drinking and driving.
Substance use among younger youth was iden-
tified as a concern and was attributed in part to
chaos in homes and families. In general, while
several individuals and groups of stakeholders
noted substance abuse as a concern, they did
not speak in great depth about the issue.
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Maternal & Child Health

Teen pregnancy. Numerous respondents cited
concerns about teen pregnancy in the region,
noting that the rates of teen pregnancy in the
region exceed those nationally. Teen preg-
nancy rates on the East Side (of San Antonio)
were reported to be four times the national av-
erage. (focus group participant) Lack of educa-
tion about sexual health was one factor contrib-
uting to this, according to respondents, as are
cultural and religious factors in some communi-
ties. A significant barrier identified by respond-
ents is a recent policy change that limits sexual
health education offered in schools; as a conse-
guence, one informant explained, “students are
moving from middle to high school with no edu-
cation on sexual health.” (focus group partici-
pant)

Maternal and child health. Lack of prenatal
care was cited as a related concern, and was
connected to lack of awareness about the im-
portance of prenatal care and access to ser-
vices. Delayed care for pregnant teens was re-
ported to be very high. As one interviewee ex-
plained, “most teens try to hide it and wait until
last minute to seek care which, in turn, has a
high cost.” (community member) Education—of
youth, mothers, and parents—was seen as criti-
cal to addressing this.

Communicable Diseases

Sexually transmitted infections. Focus group
members working in the area of sexual health
reported that rates of sexually transmitted infec-
tions (STIs) are high in Bexar County. Many of
the factors contributing to this are similar to
those for teen pregnancy and mental health:
lack of education and misinformation; barriers
to accessing care; and stigma. The recent pol-
icy change that limits sexual health education
offered in schools is also a substantial barrier,
according to respondents. As a result of this,
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those working to provide children and youth
with information about HIV/AIDS and other STIs
as well as about teen pregnancy must find other
venues in which to reach young people.

Stigma and lack of trust create additional barri-
ers to reaching those at risk or living with
HIV/AIDS and other STIs. This contributes to
low rates of STl testing and a reluctance to par-
ticipate in sexual health education. LGBTQ per-
sons, especially youth, face additional barriers
that prevent them from being proactive about
their sexual health, according to respondents.

Communicable diseases. Few respondents
mentioned other communicable diseases as a
challenge in the community, although one re-
spondent reported that childhood immunization
rates were low in some communities. Another
shared that the Vaccines for Children program
has been beneficial in supporting successful im-
munization rates.

Access to Health Care

Access to Health Care. Many focus group
members and interviews saw the health and so-
cial service infrastructure as a strong asset in
the region. They pointed to strong hospital sys-
tems and specialty care as well as full-service
community clinics, mobile clinics, school-based
clinics as well as strong medical and nursing
education programs. As one interviewee re-
marked, “[we have] an urban advantage of hav-
ing wide range of accessible health care sys-
tems.” (focus group participant) However, oth-
ers shared a concern about distribution of these
resources across the community, such as one
community member who stated, “health care
access is not well distributed. Healthcare ‘de-
serts’ exist in the community.” (focus group par-
ticipant) Additionally, respondents reported that
lower income community members face other
challenges to accessing health care including
lack of insurance, costs, provider availability,
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transportation, and lack of knowledge about
services and how to navigate the health sys-
tem. This has consequences for both the health
of residents and the larger community; as one
person explained when describing delayed care
due to lack of healthcare access, “the commu-
nity spends too much money on care for sicker
individuals. “ (focus group participant)

Lack of health insurance. The lack of ex-
panded Medicaid in Texas was cited as a sub-
stantial barrier to health care for people who
make too much money for Medicaid but not
enough to afford coverage through the ACA
marketplace. Lack of insurance and underinsur-
ance has a substantial negative impact on
health, according to informants, because peo-
ple will not seek preventative care and delay
treatment even when they are sick.

Costs of healthcare. Affordability of health
care is of also of significant concern to many
residents in the Bexar County region. Cost of
health care prevents some people from getting
care in a timely way or taking advantage of pre-
vention programs. Focus group members and
interviewees reported that high deductibles and
co-pays prevent some from accessing needed
care.

A related challenge is the cost of medication,
and medical equipment such as glucose strips,
some of which are not covered by insurance.

Provider availability and insurance cover-
age. Several focus group participants and key
informants reported that the region lacks both
primary care and specialty providers, especially
those who serve lower income residents. Some
residents spoke about challenges in getting
timely appointments and being put on long wait-
lists. Others shared that they have experienced
challenges when their insurance switches and
they have fewer provider options or must find

new providers. According to focus group re-
spondents and interviewees, the barriers to
health care access have led to increased use of
emergency departments for health issues that
are not emergent. As one respondent shared,
“the most difficult thing for me is actually finding
a doctor. I've gotten to the point that | do not
have medication and | have to go to the emer-
gency room because doctors are not accepting
new patients or they don't accept the affordable
care stuff.” (focus group participant)

Language barriers. According to several focus
group members and interviewees, non-English
speakers face language barriers when seeking
health care. Some cited a lack of bilingual pro-
viders and reliance on family members, includ-
ing children, to sometimes communicate health
information. Language barriers, according to
one focus group member, means that, “non-
English speaking community members are hes-
itant to attend programs or ask for services.”
(focus group participant)

Lack of awareness about health and preven-
tion and services. Lack of awareness about
the services that do exist was also mentioned
as a barrier by a number of respondents. As
one interviewee shared, “lack of knowledge and
awareness as to what the options are in the
community is another challenge to accessing
services.” (community member) Another re-
spondent echoed this, saying, “in our commu-
nity even some well-educated and wealthy peo-
ple may find themselves in a crisis and don't
know who to call. It doesn’t necessarily mean
there isn’t help available, but there is not a one
call number that assists the community in find-
ing the solution to their problem.” (community
member) Although 211 services were men-
tioned by several informants, they also shared
that many residents may not know about this
service. Others wondered about the complete-
ness of the information provided by the service.
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Transportation. As discussed earlier, transpor-
tation is seen as one of the greatest challenges
for the region for those who do not have private
vehicles or easy access to public transportation.

Lack of understanding about how to navi-
gate the healthcare system. Another chal-
lenge cited by informants has been patients’
lack of understanding about what is covered by
different insurance products and navigating
their health insurance or the healthcare system.
This is especially challenging, respondents re-
ported, for those with low levels of education,
who don’t speak English, and who have never
had insurance coverage. As one respondent
shared, “for example, many do not know or un-
derstand the benefits and services provided
through Medicaid, Medicare, or the ACA. This is
true even for the most intelligent consumer.”
(focus group participant) Another shared a simi-
lar perspective saying, “I think that families first
of all are overwhelmed and quite frankly just
don't know what to do. The medical jargon is
horrible, navigating the system is tough and on
top of that the lack of providers creates a whirl-
wind of frustration and despair for families that
just want to do what is best for their loved ones.
It's not easy.” [community member]

Vulnerable Populations

When asked about the most vulnerable popula-
tions in the region, many respondents pointed
to those of lower socioeconomic status, who of-
ten have less education, less access to
healthcare and other resources, are less able to
engage in prevention, and who are dispropor-
tionately affected by poor health. Within this
group, homeless people and undocumented in-
dividuals were seen are particularly vulnerable.
Youth and veterans were also mentioned by a
few respondents as particularly vulnerable pop-
ulations.
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Gaps & Needs

Focus group members and interviewees identi-
fied several needs for the community. As one
informant stated, “for a developed nation and
one of the richest states in the country we have
extraordinary needs.” (community member) The
needs identified by respondents in Bexar
County included housing and transportation as
well as better jobs, education and childcare, all
factors which are important social determinants
of health. Specific health needs identified by in-
formants include mental health care, greater ac-
cess to healthy foods and opportunities for
physical activity, better support in connecting to
and navigating health services, expanded sex-
ual health education and programming, and en-
gagement of community and community lead-
ers in setting priorities and implementing pro-
grams.

Social Determinants of Health:
Housing, Childcare, Job Opportuni-
ties, Education, & Transportation

Health is directly connected to larger societal
factors and institutions. When asked about
gaps and needs in the community to improve
health, focus group members and interviewees
spoke about the importance and need to ad-
dress several of these. They saw a need to en-
hance educational opportunities for students in
the community, through more equitable funding
for education, opportunities for skills training in
areas such as math literacy and technology,
and for support for adults to attend higher edu-
cation. This was seen as critical to enabling res-
idents to obtain higher-paying jobs, those with
benefits like health insurance. They also re-
ported a need for more childcare options.

The strong connection between housing and
health was noted by several respondents who
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suggested the development of more mixed in-
come and subsidized housing. This was also
seen as a strategy to address the economic
segregation that some reported currently exists
in the community, and to reduce homelessness.
They saw the potential for partners with organi-
zations such as the San Antonio Regional Alli-
ance for the Homeless (SARAH), the Housing
Authority of Bexar County, The San Antonio
Housing Authority, and the South Alamo Region
Alliance for the Homeless. Partnership with
landlords and companies like Home Depot for
property upgrades were mentioned. Social im-
pact bonds? were also mentioned as an innova-
tive approach to addressing housing con-
straints. As one informant shared, “there is a
cause and effect relationship between where
you grew up as a child and your income as an
adult. If true, an argument can be made to use
social impact bonds to fund additional housing
vouchers to help people move to better neigh-
borhoods that will directly impact their future in-
come.” (community member)

Finally, a couple of respondents identified a
need to invest in public transportation and en-
gage in efforts that get people out of their cars
and using more active modes of transportation.

Across conversations about social determinants
of health, stakeholder called for the community
to see more policy-oriented solutions to have
broader health impact on the population. While
not explicitly stated, the idea of health in all poli-
cies arose during discussions of using a health
lens while working with non-traditional health
partners such as housing and transportation
officials.

Healthy Living Programs

Policy and program support to encourage

healthy lifestyles among residents was a com-
mon theme in focus groups and interviews. As
one interviewee shared, “healthier community?

We’re number 27 and Austin is number 3. What
is the difference? They’re more active so San
Antonio needs to become more active.” (com-
munity member)

Respondents saw a need for more prevention-
oriented education programs and suggested
topics such as nutrition, how to read food la-
bels, how to prepare healthy meals on a
budget, and managing chronic disease. More
education specifically about diabetes prevention
was seen as an important need in the commu-
nity. Community fitness events were also sug-
gested. Respondents noted that information
needs to be at an appropriate literacy level for
intended audiences and outreach must extend
into communities, including holding events in
communities of greatest need so they can be
accessed more readily. Parents of younger chil-
dren were seen as a critically important audi-
ence.

On the policy level, focus group members and
interviewees suggested more farmers markets
and expansion of community and school garden
programs, better school food guidelines, better
and safer sidewalks and bicycle lanes, tax
breaks for businesses that promote healthy liv-
ing, lighting in sidewalks and parks, and taxes
on unhealthy food and beverage items. Several
interviewees suggested that primary care physi-
cians and pediatricians become more involved,
such as through initiatives in which they write
“prescriptions” for physical activity and fresh
produce. Expansion and improvement of parks
was also suggested, including improving on un-
used park space. One respondent suggested
expanding the successful School Parks
(SPARKYS) initiative in the region.

Building on existing partnerships with organiza-
tions like the YMCA, the Mayor’s Fitness Coun-
cil, H-E-B, and the Diabetes Collaborative, and
the Health Collaborative, was also suggested
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by respondents. Engagement of local govern-
ment was seen as critical. Respondents also
saw an important role for schools, although sev-
eral noted that recent changes in legislation
makes it difficult for schools to offer health edu-
cation. One respondent suggested greater
youth involvement in healthy living efforts, per-
haps playing a role as “ambassadors” for
healthy eating messaging. The involvement of
parents, especially those of young children, was
also seen as necessary.

Respondents acknowledged, however, that
sustained improvements in healthy lifestyles re-
quires a fundamental cultural shift—something
seen as far more difficult to achieve. As one
person stated, “health needs to be ingrained
and embedded in our everyday life.” (focus
group participant) To achieve this, several re-
spondents saw a need for visible and consistent
messaging in the community, especially to
counteract the strong marketing by the food and
beverage industry. As one person stated, “we
need more positive marketing about healthy be-
haviors.” (community member) One person
suggested a sustained public relations cam-
paign, similar to that done years ago through
the anti-smoking campaign.

Finally, however, some respondents pointed out
that any effort to enhance education or norms
about healthy living in the community must ad-
dress issues of access and affordability. As
one interviewee stated, “it does not matter if a
person receives the message of healthy eating,
if they do not have a reasonable convenient af-
fordable option at close proximity of their work
place, people will do what they have to do to
get their lunch and get back to work.” (commu-
nity member) Another informant shared a simi-
lar view, saying, “educating the public is not
enough, it has to be affordable for the public.”
(focus group patrticipant) This requires, accord-
ing to respondents, programs that make healthy
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food options and physical activity programs and
services accessible to low-income residents.

Enhanced Case Management/Navi-
gation Services

Given the challenges in understanding and con-
necting to health care systems and health insur-
ance, especially for those most vulnerable, sev-
eral respondents suggested that more support
be provided to residents. Numerous respond-
ents pointed to the critical role that Community
Health Workers (CHWS) (also described as
navigators and promotoras) play in educating
patients and community members about pre-
vention and in helping to connect them to
needed health services. They suggested that
these types of programs be expanded. As one
person pointed out, “where navigation programs
are in place, access to screenings have been
more successful.” (focus group participant) In-
formants noted that CHWs have strong connec-
tions to the community and are more likely to be
successful with those traditionally underserved
in the community, according to respondents.
They are also an important resource for one-to-
one education. As one person noted, “expand-
ing the CHW'’s role brings cultural sensitivity;
the population they serve can relate to them.”
(focus group patrticipant)

Sexual Health Programming

Given the high rates of teen pregnancy and
STls in the region, several respondents pointed
to the need for expanded sexual health pro-
gramming, including sexual health education
and greater accessibility of sexual health ser-
vices. Respondents working on sexual health
issues in the community identified a need for
age-appropriate and evidence-based education
programs relative to HIV/AIDs and STls preven-
tion and reproductive health. As with healthy
lifestyles education, respondents stressed that
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this information needs to be provided in multiple
languages and written at an appropriate literacy
level. The use of photo books for non-English
speaking (foto novella or jovencitas) or lower lit-
eracy populations was also suggested. (SH)
Respondents also stressed the importance of
location for sexual health education and ser-
vices—programs need to be provided in places
that are accessible to residents, especially
youth, and places that are comfortable for them.
A related challenge is confidential services for
teens, especially relative to sexual health.

Partnerships with schools was reported to be
important yet difficult given recent legislation.
Respondents reported that physicians and pedi-
atricians as well as youth-oriented programs,
such as afterschool programs, can be important
partners in reaching youth with sexual health in-
formation and programming.

Focus group members and interviewees also
noted the importance of messaging to over-
come the stigma associated with sexual health,
especially STI testing. One suggestion was to
include specific programs at the annual San An-
tonio Health Literacy Initiative (SAHLI) confer-
ence to address HIV/AIDS, teen pregnhancy,
sexual health, and LGBTQ health literacy. (Fo-
cus Group) Finally, one respondent also sug-
gested the need for a resource guide of ser-
vices in the community, especially those that
are targeted to specific populations such as
youth, LGBTQ, those living with HIV/AIDS.

Behavioral Health Services

The need for more behavioral health services
also emerged as a theme in focus groups and
interviews. There is a need for more providers,
especially for children and youth, as well as
more residential treatment centers and crisis
care.

Greater engagement of primary care providers
in behavioral health was also seen as critical by

mental health professions. Suggestions in-
cluded training for primary care providers and
pediatricians about behavioral health and the
placement of specialists in physicians’ offices to
conduct mental health screenings and provide
referrals. Partnerships with schools and closer
work with families, were also seen as critical to
identifying and addressing the mental health
needs of children and youth. Partners such as
faith institutions were also noted as important.
As one mental health provider stated, “the faith-
based ministries are often the first point of con-
tact for a struggling family.” (community mem-
ber)

There are some efforts to build on, according to
respondents. One informant pointed to the op-
portunities provided by the Parity Act to en-
hance a focus on prevention.2 (focus group par-
ticipant) Another stated Methodist Mental
Health Policy Institute recently completed a
study of behavioral health systems that includes
recommendations for improvements and
broader systems changes. (community mem-
ber) Finally, one respondent shared that the
mental health crisis response team at the police
department (which includes police officers and
mental health professionals) has been recog-
nized as a successful model and wondered
whether this could be replicated with other pro-
fessional groups such as CHWs. (focus group
participant)

The need to address the stigma of behavioral
health was also identified as a priority for the
community and seen as key to identifying and
serving those with behavioral health issues.
Suggestions included working with the media,
advertising in physician offices, and identifying
and lifting up mental health “success stories”
and testimonials. Engaging elected and com-
munity leaders in messaging about mental
health was also seen as an important strategy.
As one explained, “we need to talk about is
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shamelessly and without fear. We need to
make it ok to talk about mental iliness and ok to
support it.” (community member)

Enhanced Access to Healthcare for
Most Vulnerable Populations

Respondents acknowledge that some in the
community faces substantial constraints to
health care access. As one respondent noted,
“San Antonio has a good start in working to-
gether, but needs to build a better ‘medical
neighborhood’ wherein individuals can obtain
health care at a lower cost.” (focus group partic-
ipant) Suggestions to address this varied and
included expanding low-cost services in high-
demand areas, providing transportation to
health services, and expanding evening and
weekend hours. A resource guide for consum-
ers and providers that identified affordable med-
ical care information and information about pre-
ventive case such as screenings was also sug-
gested.

Several respondents pointed to the need to in-
crease the number of bilingual healthcare pro-
viders and also a need to make sure services
are culturally relevant. One respondent sug-
gested training for providers in how to talk with
patients who are lower income or non-native.

Early linkage to care was mentioned as a key
strategy to enhancing health outcomes and re-
ducing health disparities. Respondents saw the
use of CHWSs as a critical component of this.
Some also noted that school nurses can play a
vital role and suggested enhanced partnership
with and support to them to target children at
high risk for health issues like mental health, or
chronic disease like diabetes. Finally, several
respondents reported that information about ex-
isting services—both health and social ser-
vices—is difficult to obtain, especially for those
that most needed. They suggested the develop-
ment of a resource list/guide that provides user-
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friendly health information, including free
screening and health services.

Greater Community Engagement

Involvement of community members and lead-
ers in the work of creating change was a theme
shared by several focus group members and in-
terviewees. They stressed a need for those
leading local efforts to go out into communities
to speak directly with residents and engage
them. As one respondent advised, “talk more
specifically to the audience we are trying to
reach. We are not reaching deep into the com-
munities and finding out what they want, and let
the community members play a role in address-
ing their own issues.” (community member) An-
other respondent shared a similar thought say-
ing, “[we] need to extend a San Antonio Metro
Health program health model to draw out com-
munity leaders from high poverty areas and en-
gage them in everyday community problem
solving.” (focus group participant) One person
suggested the development of community advi-
sory boards comprised of consumers in the
community. (focus group participant) Another
suggested holding community summits to share
information with community residents and ena-
ble them to become engaged.

Engaging community institutions was also seen
as critical. Numerous potential partners were
suggested including churches, social workers
and Child Protective Services workers, Head
Start programs. School districts and school
nurses were also seen as important partners,
as were afterschool programs. Greater involve-
ment by the business community was also seen
as key. As one focus group member stated
about the business community, “potential in-
volvement is massive but we are not there yet.”
(focus group participant) Several respondents
also shared that collaboration among existing
organizations working in these areas would also
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be helpful. The use of common goals and met-
rics across organizations working on the same
issues was suggested by one respondent.

Greater Leadership for Collective
Impact

Closely related to the greater involvement of
community members is the engagement of
leaders. As one person stated, “leadership
needs to champion these initiatives.” (commu-
nity member) Respondents mentioned the
involvement of elected leaders, especially in
areas such as funding and policy change.

! Social impact bonds are a public-private-nonprofit fund-
ing model in which the private sector works with govern-
ments and philanthropies to fund critical prevention fo-
cused social programs that help address the world’s most
pressing problems. In this public-private partnership, in-
vestors are only repaid if and when improved social out-
comes are achieved. https://www.rockefellerfounda-
tion.org/our-work/initiatives/social-impact-bonds/

Several mentioned a critical role for city leader-
ship in promoting overall health and a shared
vision of improved community health that
should pervade all city and county departments,
not just health. As one person stated, “It takes
all of us, but [we] need elected officials to be
committed to moving San Antonio from a fat city
to a fit city.” (focus group participant) Involve-
ment of community and business leaders was
also seen as important. As one interviewee
summarized, “leadership reflects what commu-
nity will look like.” (community member).
Throughout the discussions, stakeholders cited
a need to engage with a broad range of part-
ners, taking a collective impact approach to the
complex social and health issues that Bexar
County faces.

2 The Mental Health Parity and Addiction Equity Act of
2008 (MHPAEA) requires group health plans and health
insurance issuers to ensure that financial requirements
(such as co-pays, deductibles) and treatment limitations
(such as visit limits) applicable to mental health or sub-
stance use disorder (MH/SUD) benefits are no more re-
strictive than the predominant requirements or limita-
tions applied to substantially all medical/surgical bene-
fits. http://www.dol.gov/ebsa/mentalhealthparity/
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Appendix B. Technical Notes

Data Sources & Analysis

Quantitative Information

Data Sources

The 2016 Assessment contains quantitative
data on approximately 150 indicators, many
broken out geographically or by demographic
characteristic. This list of indicators was devel-
oped over several months in summer and fall
2015. An extensive list of candidate indicators
and issues was generated using past assess-
ments, the Community Health Improvement
Plan, Healthy People 2020, the Agency for
Healthcare Research and Quality, County
Health Rankings, local subject matter experts,
and a number of references? on the “upstream”
social, economic, and environmental conditions
that affect health. To narrow the list, The Health
Collaborative Data Committee worked as a
group to rate each indicator as high, medium, or
low priority, and low-priority indicators were cut
from the list. All indicators derived from CHIP
objectives were retained by default.

After research, not surprisingly, some high- and
medium-priority indicators lacked a recent trust-
worthy data source and so do not appear in the
2016 Assessment. A serious gap emerged for
youth-related indicators typically drawn from the
Youth Risk Behavior Survey (YRBS), as Bexar
County schools did not participate in the survey
in 2014.

Each indicator source is cited throughout the
assessment. The 2016 Assessment draws from
too many data sources to list here, including a
number of local private administrative datasets,
but the following sources were used heavily.

=» Population and housing data from the
U.S. Census Bureau Census 2010 Sum-
mary File 1

=» Population estimates and projections
from the Texas State Demographic Cen-
ter at the University of Texas at San An-
tonio

=>» Social and economic conditions data
from the U.S. Census Bureau American
Community Survey One- and Five-Year
Estimates

=» Crime data from the U.S. Department of
Justice Uniform Crime Report

=> Vital statistics, Behavioral Risk Factor
Surveillance System (BRFSS), injury,
hospital discharge, hospital bed, and
health professions data from the Texas
Department of State Health Services

= Medicaid and public benefits data from
the Texas Health and Human Services
Commission

=» Communicable disease and vital statis-
tics data from the San Antonio Metropol-
itan Health District

Staff from these and many other local and state
agencies spent time, in some cases significant,
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pulling data for the 2016 Assessment and shar-

ing important context and cautions for that data.

The Health Collaborative and Cl:Now are in-
debted to these individuals and the agencies
who allowed them to share their time and ex-
pertise.

Analysis & Limitations

As no statistical testing was needed for the
2016 Assessment, analysis of the data typically
consisted of calculating proportions and rates,
with margins of error or confidence intervals
where appropriate. Margins of error and confi-
dence intervals are displayed throughout the
assessment. Margins of error were minimized
where feasible by using multi-year estimates or
three-year moving averages. Where no such
solution was feasible and margins of error were
guite wide, data values were suppressed and
noted appropriately.

Some indicators are broken out geographically
by eight sub-county sectors based on Zip Code
Tract Areas (ZCTAS), as zip code is a common
variable across many local and state datasets.

A sector map and ZCTA cross-walk appears at
the end of this section.

These sectors were developed for the 2013 as-
sessment in response to the problem of small
sample sizes, particularly with regard to the

1 See for example, the Bay Area Regional Health Inequi-
ties Alliance’s Applying Social Determinants of Health In-
dicators to Advance Health Equity: A Guide for Local
Health Department Epidemiologists and Public Health

BRFSS dataset. BRFSS and some other survey
data could not be presented at the zip
code/ZCTA or smaller level because of small
numbers that compromised privacy and re-
sulted in unstable rates and extremely wide
confidence intervals. Cl:Now used a non-statis-
tical process to group adjacent ZCTAs with me-
dian household incomes (from Census

American Community Survey five-year esti-
mates) more similar than not, and with the aim
of having a sufficiently large and preferably sim-
ilar total population size for each sector. The fi-
nal groupings, though, also took into account
our own local understanding of our “parts of
town” as reflected in the commonly-used divi-
sions of north-, south-, east-, and westside.
While not ideal, the sector groupings appeared
to “hold” fairly well during the 2013 assessment
and were retained for this assessment.

On the following page is a map of the eight sub-
county sectors described above, and a cross-
walk between sectors and ZCTAs appears be-
low the map. Other Bexar County reference
maps follow with select jurisdictional boundaries
overlaid.

Professionals (2015) and the Centers for Disease Control
and Prevention’s Data Set Directory of Social Determi-
nants of Health at the Local Level (2004).
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Geographic Reference: Bexar County Zip Codes
Bexar County Zip Codes & Sub-County Sectors

[ zip Codes

[ Far Northside [ W ] Southeast

B8l Near Northside Southwest
Il Near Eastside @ Near Westside

[0 Northeast ] Far Northwest
Southeast Southwest Westside Northside

78202 78109 78101 78002 78201 78006 78209 78015
78203 78148 78112 78069 78204 78023 78212 78231
78205 78152 78214 78073 78207 78249 78213 78232
78208 78154 78222 78211 78227 78250 78216 78247
78210 78233 78223 78221 78228 78251 78217 78248
78215 78239 78263 78224 78229 78253 78230 78257
78218 78244 78225 78237 78254 78258
78219 78226 78238 78255 78259
78220 78236 78240 78256 78260
78242 78261
78245 78266

78252

78264

Source: Community Information Now (Cl:Now), 2012
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Geographic Reference: Bexar County Municipalities
Bexar County Municipalities & Sub-County Sectors

(] Municipal Boundaries
Sectors

[ Far Northside [l | Southeast
B2l Near Northside [ % ] Southwest
Il Near Eastside @M Near Westside

Source: Community Information Now (Cl:Now), 2012, & 07 Northeast [T Far Northwest
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Geographic Reference: Bexar County Commissioners Precincts
Bexar County Commissioners Precincts & Sub-County Sectors

[ county Precincts 1-4
Sectors

[ Far Northside [l | Southeast
IBR Near Northside Southwest
Pl Near Eastside @M Near Westside

Source: Bexar County Open Data Portal, 2016 and
07 Northeast [ Far Northwest

Community Information Now (Cl:Now), 2012.
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Geographic Reference: San Antonio City Council Districts
San Antonio City Council Districts & Sub-County Sectors

[ council Districts 1-10
Sectors

[ Far Northside W | Southeast
Bl Near Northside [ % ] Southwest
Pl Near Eastside @M Near Westside

Source: City of San Antonio Geographic Information
0] Northeast [ Far Northwest

Services, 2015 and Community Information Now (Cl:Now), 2012~
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Geographic Reference: Bexar County School Districts
Bexar County School Districts & Sub-County Sectors

East Central ISD

Southwest ISD

[ school Districts

Southside 15D

.:«_

Sectors

[ Far Northside [l ] Southeast
B8l Near Northside Southwest
Il Near Eastside @Ml Near Westside
07 Northeast [CIT Far Northwest

Somerset 1SD

Source: Community Information
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Qualitative Information

Data Sources

Quialitative information collected directly from
the community is critical both as a primary
source of data on community health and well-
being, complementing the quantitative infor-
mation, and as a way to triangulate or “cross-
check” the numbers. Individual interviews and
group discussions were held with community
residents, service providers, government staff
and officials, and advocates for the health of
Bexar County’s low-income, medically-under-
served, and minority populations. The goal of
this work was to learn what and how these dif-
ferent groups think about local health needs
and assets and how they think community
health and well-being can be improved.

Qualitative data collection was conducted in
March and April 2016 by The Health Collabora-
tive staff and members of its Data Committee
and by faculty and students of the San Antonio
Regional Campus of the UTHealth School of
Public Health. A list of potential participants was
generated and roughly prioritized based upon
past assessments and input from the Data
Committee. In general, that list of potential par-
ticipants represented two broad groups of peo-
ple: those with strong knowledge of an issue
area, a neighborhood, or a population; and
those holding significant influence over policy,
resource allocation, or public awareness and
opinion. Not everyone invited to participate via
interview or discussion group did so, but in to-
tal, close to 160 individuals were engaged
through 13 interviews and eight discussion
groups. A list of all participants is included in
the Assessment Staffing and Participation
section of the Appendices. Interviewees in-
cluded county and city government officials and
hospital and public health officials. The discus-

sion groups were composed of health and so-
cial service providers, students, and grandpar-
ents.

Analysis and Limitations

The Health Collaborative staff and the Data
Committee took detailed notes during discus-
sion groups and interviews, including direct
guotes. All interviews and group discussions
were audio recorded for backup and used in fill-
ing in any gaps in the notes. The full set of
notes was provided to HRIiA, who then hand-
coded the notes and identified common themes
that emerged over and over in the interviews
and discussions.

As with the quantitative information, this qualita-
tive information has limitations. While the dis-
cussion groups and interviews conducted for
this assessment provide valuable insights, re-
sults are not statistically representative of a
larger population due to non-random recruiting
techniques and small sample size. Recruitment
for discussion groups was based on existing
groups and meeting times, and participants
were those individuals who showed up to that
meeting. So it is possible that the responses re-
ceived provide only one perspective on the is-
sue discussed. In addition, the majority of dis-
cussions engaged service providers who were
asked to speak about their perceptions of their
clients’ or community’s strengths and needs,
not their own individual needs. Finally, it is im-
portant to note that data were collected at one
point in time and therefore findings, while direc-
tional and descriptive, should not be interpreted
as definitive.
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ASSESSMENT STAFFING AND
PARTICIPANTS

The 2016 Assessment was conducted by The
Health Collaborative, a nonprofit network of citi-
Zzens, community organizations and businesses
working together to solve critical community
health problems. The Health Collaborative’'s
membership is composed of a wide array of or-
ganizations including Appdiction Studios, the
Baptist Health System, Bexar County Depart-
ment of Community Resources, CHRISTUS
Santa Rosa Health System, the City of San An-
tonio Metropolitan Health District, Community
First Health Plans, Interlex Communications,
Methodist Healthcare Ministries of South Texas
Inc., Methodist Healthcare System, Our Lady of
the Lake University, San Antonio Clubhouse,
University Health System, the University of the
Incarnate Word, the UT Health Science Center
at San Antonio Dept. of Family & Community
Medicine, the YMCA, and community members
at large. Nearly all of these organizations pro-
vide health care, human services, education,
or peer support to Bexar County’s medically
underserved, low-income, and minority popula-
tions. Those that do not represent the general
community; the faith-based community; and
small, veteran-, and minority-owned business.

The Health Collaborative’s volunteer Data Com-
mittee provided direction on general approach,
scope, and format. A list of Data Committee
members with organizational affiliation appears
on the inside back over of this assessment.

The Health Collaborative contracted with Com-
munity Information Now (Cl:Now), a local data
intermediary serving south central Texas, for
guantitative data collection and analysis and for
development of the assessment narrative.

Limited clinical and technical consultation was
provided to Cl:Now by Vince Fonseca, MD,
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MPH, FACPM. CIl:Now is also contracted to de-
velop and manage the online data portal that
complements this report.

The Data Committee designed the approach for
the qualitative and community engagement por-
tion of the assessment. The Health Collabora-
tive staff recruited participants for and handled
all logistics for the interviews and the discussion
groups. The discussion groups and interviews
were conducted by The Health Collaborative
staff and members of the Data Committee, with
participation by faculty and students from the
UTHealth School of Public Health San Antonio
Regional Campus.

Analysis and synthesis of the interview and dis-
cussion group transcripts was contracted to
Health Resources in Action (HRIA), a Boston-
based nonprofit public health organization dedi-
cated to promoting individual and community
health through prevention, health promotion,
policy, and support of medical research. HRiA's
Research and Evaluation Department has been
conducting community health needs assess-
ments across the U.S. since 2000 and was also
contracted as part of previous Bexar County
assessments and the Community Health
Improvement Plan.

The volunteer interview and discussion group
participants were selected with an eye toward
engaging meaningful and substantive input
from medically underserved, low-income, and
minority populations and from the service
providers and advocates working with and for
them. A complete list of interviewees and
discussion group participants with organiza-
tional affiliation appears on the following pages.
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Individuals Interviewed

Scott Ackerson - Haven for Hope
Bryan Alsip, MD - University Health System

Doug Beach - National Alliance on Mental
Health Iliness

Eric Cooper - San Antonio Food Bank

David Marquez - Bexar County Economic
Development

Richard Milk - San Antonio Housing Authority
Carlos Moreno, MD - CommuniCare

Vincent Nathan, PhD - San Antonio Metropoli-
tan Health District

Paul Nguyen, MHA - CommuniCare
Janet Realini, MD - Healthy Futures of Texas
Bob Rivard - The Rivard Report

Bill Wilkinson, MA - Roy Maas Youth Alterna-
tives

Nelson Wolff, JD - Bexar County

Brian Woods, EdD - Northside Independent
School District

Discussion Group Participants

Melinda Abrego - CSRA

Linda Aguero - Laurel Ridge Treatment Center

Magdalena Alvarado

Nadia Alvarez - San Antonio Area Foundation

Carmen Amador - Community member

Alberto Barragan - San Antonio AIDS Founda-
tion

Oralia Bazaldua - University of Texas Health
Science Center San Antonio

Brian Bowser - American Heart Association

Mercedes Bristol - Community member

Jacqueline Burandt - University Health Systems

Rose Caballero - Community member

Jessica Campbell - CommuniCare

Velma Cantu - Community member

Hortencia Carmona - Prevention Resource
Center, Region 8

Margaret Carter - Presa Community Center
Sofia Castillo - CentroMed

David Clear - San Antonio Metropolitan Health
District

Debra Colorado
Jennifer Cook - University of Incarnate Word
Dawn Cook - Alamo Area Resource Center

Keeley Cooper - University of Texas at San An-
tonio

Guadalupe Cornejo
Marisol Cortez - CommuniCare

Michelle Dado - San Antonio Healthy Start/San
Antonio Metropolitan Health District

Ashley Davalos - University of Texas at San
Antonio

Maria Del Carmen Martinez - Community mem-
ber

Elisabeth DelLaRosa - University of Texas
Health Science Center San Antonio

Rosita Deleon - Community member

Nicole Adele Dierschke - University of Texas
Health Science Center San Antonio

Diana DiMeglio - University of Texas at San An-
tonio

Charlene Doria-Ortiz - Bexar County Depart-
ment of Community Resources

Veronica Drake - San Antonio Behavioral
Health Hospital

Sister JT Dwyer - Daughters of Charity
Maria Escamilla - Community member
Laura Esparza - Community member
Bethany Evans - Healthy Futures of Texas
Mary Falcon - Alamo Area Resource Center
Andrea Figueroa - Martinez Women Center
Andrea Figueroa - Martinez Women Center

Penny Flores - University of Texas Health
Science Center San Antonio

Vince Fonseca - Population Health Institute of
Texas

Martha Garcia - Community member
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Guadalupe Garcia - Community member
Stephanie Garza - Presa Community Center

Martha Gonzales - Community First Health
Plans

Gilbert Gonzales - Bexar County Mental Health
Department

Nora Gonzales - San Antonio Metropolitan
Health District

Ernesto Guajardo - University of Incarnate
Word

Kristine Gusman - YMCA of Greater San Anto-
nio

Susan Hancock - Community member
Clarissa Holloway - University Health System

Carmona Hortencia - San Antonio Council on
Alcohol and Drug Abuse/PRC Region 8

Danielle Housley - Northside Independent
School Districts

Meredith Howe - Project Worth
Joe Ibarra - Community member
Judy Johnson - Community member

Courtney Kukes - University of Texas at San
Antonio

Yen Le - University of Texas at San Antonio
Maria Lee - Community member

Marissa Lira - Bexar County Department of
Community Resources

Juan Lopez - San Antonio Metropolitan Health
District

Elizabeth Lutz - The Health Collaborative
Terri Mabrito - Voices for Children

Elizabeth Manrrique - University of Texas
Health Science Center San Antonio

Kate Martin - UTHealth School of Public Health,
San Antonio Regional Campus

Mario Martinez - Project Worth

Delia Martinez - Community member

Selma Martinez - Community member

Jerry Mauricio - Healthy Futures of Texas
Amanda Merck - Community member

Nilda Molinas - Community member

Kaela Momtselidze - American Cancer Society
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Alan Montemayor - Community member
Slyvia Montes de Oca - Cal Farley’s
Dianna Morganti - Community member
Ginger Mullaney - Healthy Futures of Texas

Velma Muiiiz - Bexar County Mental Health De-
partment

Michelle Mutchler - University of Texas at San
Antonio

MaryKay Newman - Bexar County Ryan White
Program

Denholm Oldham - Maximus
Kelsey Olson - Healthy Futures of Texas
Lisa Ortega - Methodist Healthcare Ministries

John Osten - San Antonio Metropolitan Health
District

Dean Parra - Alamo Area Resource Center
George Patrin - Serendipity Alliance
Jocabed Peia - Presa Community Center

Jeannette Pefia - San Antonio Council on Alco-
hol and Drug Abuse

Alice Perez - Community member

Sandra Pett - Bexar County Ryan White
Program

Caleb Rackley - Community member

Norma Ramirez - Daughters of Charity Services
San Antonio

Ruben Ramos - Amerigroup

Pamela Ramsey - Brighton San Antonio
Mrudula Rao - Stone Oak Psychiatry / AFSP
Varda Ratner - The Patient Institute

Jesse Renteria - San Antonio Council on
Alcohol and Drug Abuse

Carolina Reyes - Community member
Eric Reynolds - Community member
Clarissa Rivera - University Health System

Laurie Rodriguez - Northside Independent
School District

Vanessa Rodriguez - San Antonio Healthy
Start/San Antonio Metropolitan Health District

Roger Rodriguez - San Antonio Independent
School District

Javier Roman - Community member
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Shirleen Romo - SA Clubhouse

Lea Rosenauer - Girls Inc of San Antonio
Kendra Royal - Johnson & Johnson
Thomas Schlenker - Interlex

Eric Schoenfeldt - Community member

Pegeen Seger - University of Texas Health
Science Center San Antonio

Kathy Shields - San Antonio Metropolitan
Health District

Jeff Skelton - Community member
Sharon Small - Community member
Nicole Solis - Child Protective Services
Luis Solis - Community member
Gloria Soria - Community member

Ellen Spitzen - San Antonio Metro Health
District

Teresa Stewart - Community member

Barbara Stocks - San Antonio Independent
School District

Mark Stoeltje - SA Clubhouse

Melanie Stone - University of Texas Health
Science Center San Antonio

Michelle Swisher - CommuniCare
JoAnn Tampke - Community member
Judith Temple - Community member

Bruce Thompson - Center for Health Care
Services, Children's Services

Chris Torres - Texas A&M University San Anto-

nio
Amanda Torres - Community member

Melissa Valerio — UTHealth School of Public

Health, San Antonio Regional Campus

Liset Vasquez - Texas A&M University San
Antonio

Juanita Vasquez-Lopez - Methodist Healthcare

Ministries

Katherine Velasquez - Community member
Chris Velasquez - San Antonio Metropolitan

Health District
Laura Villarreal - Girls Inc of San Antonio
Emily Weatherall - Cal Farley

Carolyn Welker - Martinez Street Women'’s
Center

Irene White - Martinez Street Women'’s Center

Linda Williams - SA Clubhouse

Lauren Witt - Nix Health

Leslie Wood - Children's Bereavement Center

Christine Yanas - Methodist Healthcare
Ministries

April Yancey - University of Texas at San
Antonio

Chris Zapata - Community member

Vanessa Zuniga - San Antonio AIDS Founda-
tion
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The Health Collaborative began informally in 1997 when San Antonio’s major healthcare organizations agreed to put aside their competitive business practices to conduct a

comprehensive health needs assessment. The evolution in 2000 to an incorporated entity with a long-range strategic plan was in response to the founding members’ interest
in improving the health status of the community by working together.

The Health Collaborative has developed into a powerful network of citizens, community organizations and businesses. The result is a more robust, less duplicative, more syn-
ergistic approach to solving critical community health needs, while efficiently utilizing resources.

For more information about The Health Collaborative, its programs and initiatives, please contact Elizabeth Lutz, Executive Director :

The Health Collaborative | 1002 N. Flores St, San Antonio, Texas 78212 | (210) 481-2573 | elizabeth.lutz@healthcollaborative.net
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