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 (Figure 4.6) is a scatterplot of percent of older population that is Hispanic and COVID-19 death rate as of May 
2022. Each plotted dot is a ZIP code. At 0.77, the correlation coefficient is high and positive, meaning that ZIP 
codes where a higher proportion of the older population is Hispanic had a higher rate of COVID-19 deaths.

(Figure 4.7) is a scatterplot of percent of older population that is white and COVID-19 death rate as of May 
2022. At -0.76, the correlation coefficient is equally high but negative, meaning that ZIP codes where a higher 
proportion of the older population is white had a lower rate of COVID-19 deaths. Taken together, these two 
scatterplot charts show a tremendous racial disparity in COVID-19 deaths among the population 65 and older.
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C A N C E R

At nearly twice the rate, males have higher (statistically significant) age-adjusted mortality rates of lung and 
bronchus cancer than do females (Figure 4.8), and males appear to have higher rates in all race/ethnicity 
groups. Hispanics, particularly females, appear to have lower lung and bronchus cancer mortality rates than 
other race/ethnicity groups for which data is available.
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I N F A N T  M O R T A L I T Y
The overall infant mortality rate for Bexar County is 6.2 infant deaths per 1,000 live births. Racial disparities in infant 
mortality are clear, with the Black or African American population shouldering roughly twice or more the infant rate 
as other race/ethnicity groups (Figure 4.9). 

Infant mortality rates have increased slightly in all groups except for Black or African Americans, among 
whom the rate has decreased about 11% since 2015 (Figure 4.10)
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O V E R D O S E  A N D  P O I S O N I N G
It’s not possible to separate drug overdose deaths from other chemical poisonings in the available dataset, but 
the overall crude rate due to poisoning has increased since 2016 (Figure 4.11).



S E C T I O N  4 :  D E A T H
P

A
G

E
 

1
3

6

S U I C I D E

The rate of suicide for the county as a whole is estimated at 19.4 per 100,000 population for males and 4.9 per 
100,000 population for females. The rate among males is nearly four times that of females and is highest in 
the 15 to 34 age group (Figure 4.12). 

The suicide rate among whites is about twice as high as other race/ethnicity groups for which data is available 
(Figure 4.13).
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T R A F F I C  A C C I D E N T  F A T A L I T I E S

The rate of traffic accidents causing cyclist death has remained relatively flat over the past five years (Figure 
4.14), but the uptick from 2020 to 2021 is a larger year-over-year change than that seen in any other year. This 
trend should be interpreted with caution because the number of cyclist traffic fatalities is low.
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The reason for the geographic pattern in cyclist fatalities is not clear (Figure 4.15), with 
high rates in the far south side, near east side, and far north side of the county. This map 
should be interpreted with caution because the number of cyclist traffic fatalities is low.
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year since 2017 (Figure 4.16).

The map (Figure 4.17) should be 
interpreted with some caution 
because of low numbers, but the 
highest rates of pedestrian traffic 
fatalities by ZIP code are in 78205 
(downtown) and 78215 (lower 
Broadway/Pearl Brewery area), 
perhaps not surprising given 
the relatively heavier pedestrian 
activity in those areas. The reason 
for the high rates in the southwest 
and far north sides of the county 
are less clear.
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Calculated as a three-year average, overall life expectancy was relatively flat from 2015-2017 to 2017-2019 (Figure 
4.18). Unfortunately, the most recent available data pre-dates the COVID-19 pandemic. Local life expectancy likely 
dropped significantly during the pandemic, and racial disparities likely widened, if Bexar County followed the 
national trend.²

Prior to COVID-19, long life 
expectancy was concentrated on 
the north and northwest sides, 
while shorter life expectancy 
was concentrated on the east 
and west sides (Figure 4.19). That 
geographic disparity has likely 
grown during the pandemic.

L I F E  E X P E C T A N C Y

²See for example Andrasfay, T. and Goldman, N. 
(2021). Reductions in 2020 US life expectancy 
due to COVID-19 and the disproportionate impact 
on the Black and Latino populations. PNAS, 118 
(5). Available online at https://www.pnas.org/
doi/10.1073/pnas.2014746118
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C O N C L U S I O N

W H A T  I S S U E S  S T A N D  O U T ?
A handful of issues stand out1 in each of the latter four sections, as shown in the diagram on the following page. 
Highlighted issues were selected by the Community Health Needs Assessment Steering Committee through an 
indicator rating survey. Respondents’ decisions were informed both by the full array of quantitative assessment 
data and by each member’s own understanding of health and well-being in Bexar County. 

Although COVID-19 deaths specifically are addressed below, it bears noting that no issue addressed in this 
assessment was unaffected by the pandemic. Most existing social and economic problems deepened, existing 
inequities grew starker, and years of recent progress were partly or entirely erased. Much of the available data 
predates the pandemic, and its effects will not be fully understood for years or perhaps decades.

Find data in report Sections 1 through 4

Inequities, particularly racial/ethnic inequities, 
stood out as an overarching problem across 
health issues. Wherever the data made it possible, 
indicators in the report are broken out by race/
ethnicity, age group, and sex, and differences 
by group are pointed out in the narrative. Some 
examples of clear racial/ethnic inequities are 
included in the highlighted issues reviewed below.

It must also be noted here that any understanding of 
local inequities depends on equity in the data itself. 
Much of the data used to build this report is not 
equitable. Although weighting and other statistical 
methods are used to minimize the effects, the 
quality and timeliness of the U.S. Census Bureau’s 
American Community Survey and the Behavioral 
Risk Factor Surveillance System (BRFSS) survey 
datasets used heavily in this report are very 
vulnerable to the following dangers: 

•	 low public investment in data collection, analysis, 
and testing; 

•	 bias built into the survey methods and instruments 
themselves; 

•	 policy and messaging on how the collected data 
will be used; and

•	 differences among different population groups 
in response rate (whether they respond at all) 
and response bias (what they disclose relative to 
what is actually true). 

Although those two example datasets are much less 
talked about, the same kinds of problems are evident 
in the better-known 2020 Decennial Census effort. It 
is imperative that the U.S., states, and localities invest 
in collection and quality assurance of the data on 
which they will rely to make decisions and allocate 
resources.

S O C I A L  A N D  I N S T I T U T I O N A L  I N E Q U I T I E S
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C O M M U N I T Y  V O I C E

“And I firmly believe again, having done this now in four states, that it does 
require… re-engineering resources so that there’s a better balance… so east, 
west, and south in the city, there’s a reason why we see the disproportionate 
burden of diabetes or the disproportionate burden of HIV or the 
disproportionate burden of those who contracted COVID. Well, it’s tied to 
what’s in those zip codes, in those census tracts, in those neighborhoods. 
Unless we re-engineer an ecosystem that redeploys resources to the areas 
of highest need, these patterns will not change. I would say the opportunity 
is to revisit what’s in these different neighborhoods, it’s to revisit and 
support partners on the ground, but it’s also making sure that we’re using 
the tools at our disposal, like the data available in real time, so that we can 
redeploy resources to the areas of highest need.” 

– Dr. Claude Jacob, Director, San Antonio Metropolitan Health District

Racial/ethnic 
inequities

Low income & poverty
Unemployment
Affordable housing
Poor air quality 
Rapidly growing population 
Low educational attainment
Food insecurity
Lack of health insurance

Substance 
use

Unhealthy 
eating

Low 
birthweight

Premature 
birth

Mental 

Illness

Abuse and 
neglect

Child homicide
Child accidental 
deaths
Heart disease 
deaths
Cancer deaths
COVID-19 deaths
Deaths from 
substances
Life expectancy

Cancer screening
Prenatal care
Preventive & 
primary care
Dental care
Chronic disease 
management
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Find data in report Section 1: Community Conditions

Fundamental root causes of poor health outcomes, 
health behaviors, and even other social and economic 
determinants of health, low income and poverty 
were among the most highly prioritized issues in this 
assessment. Stark racial/ethnic and sex disparities 
are evident in the data as well, with females, Black 
or African Americans, Hispanics, and other smaller 
race/ethnicity groups in Bexar County shouldering 
a higher burden of low income and poverty than 
males, Asians, and whites. A closely related priority 
is unemployment, which must go hand-in-hand with 
labor force participation. In Bexar County in general, 
non-whites and females face greater economic 
instability due to unemployment and barriers to labor 
force participation, defined as either employed or 
seeking work. Employment is also related to lack of 
health insurance, another priority issue identified, as 
about half of insured people have insurance through 
their employer. Disparities by race/ethnicity are 
evident in health insurance coverage.

Low educational attainment is another root cause 
that affects health outcomes, health behaviors, and 
even other social and economic determinants of 
health and shows stark racial/ethnic disparities. Like 
low income, low educational attainment can affect 
health either directly or indirectly through another 
issue. For example, data on COVID-19 show a ZIP-
code level correlation between low educational 
attainment and COVID-19 cases, likely in part due 
to many jobs with lower educational requirements 
being designated essential when other workers were 
being moved to a work-from-home format.

Several issues related to natural and built environment 
emerged as high priorities. One is housing insecurity. 

Bexar County is experiencing an increasingly acute 
shortage of affordable housing, especially but not only 
for low- and moderate-income residents. The available 
data shows that renters and People of Color are 
especially likely to experience housing cost-burden, 
and these disparities are likely to have widened during 
the COVID-19 pandemic. Food insecurity also rose 
to the top as a priority issue, and indeed San Antonio 
made national headlines for extremely long queues of 
cars lined for food assistance in 2020 and 2021. The data 
source used in this document marries the geographic 
access and economic access aspects of food 
insecurity. With job losses and medical emergencies 
during the pandemic, economic access has worsened 
in recent years. The last issue in the natural and built 
environment is poor air quality, which has been a high-
profile local issue for years. Some aspects of air quality 
temporarily improved with dramatically reduced driving 
in 2020, but the longer-term trend and problem are 
unchanged.

A factor exacerbating all other health issues is 
Bexar County’s rapidly growing population. Unless 
population growth is met with a focus on equity and 
systematic growth in supports for health and well-
being across the BARHII continuum, health outcomes 
will suffer. Complicating the ability to assess conditions 
and measure progress, a substantial portion of Bexar 
County’s growth is due to in-migration for good jobs and 
a relatively lower cost of living. These in-migrants tend 
to have higher incomes and higher education, which 
can result in improvements in snapshot measurements 
over time without meaningful positive changes having 
been experienced by longtime residents.

L I V I N G  C O N D I T I O N S



C O N C L U S I O N
P

A
G

E
 

1
4

4

R I S K  B E H A V I O R S

H E A LT H  C A R E

D I S E A S E  A N D  I N J U R Y

Find data in report Section 2: Access to Care, Preventive Care, and Health Behavior

Substance use, particularly opioid use, emerged as a priority in this category. Unhealthy eating is another priority 
health behavior, captured in this report as eating sufficient fruits and vegetables. Although data on substance abuse 
is scarce, racial/ethnic inequities are likely present, if for no other reason than unequal access to prevention and 
treatment. Although not discussed in this report, substance use also has inequitable criminal justice consequences 
depending on race/ethnicity.¹ Unequal access to health supports is also true for unhealthy eating, closely related 
to the food insecurity priority discussed earlier that incorporates a measure of access to healthy food as well as a 
measure of ability to afford it.

Find data in report Section 2: Access to Care, Preventive Care, and Health Behavior

Many forms of preventive and primary care, including cancer screening, prenatal care, dental care, and chronic 
disease management emerged as priorities. Most of these services show racial/ethnic disparities in access and 
utilization, as well as in the health outcomes that preventive and primary care are intended to prevent or manage. 
Although the full impact of the pandemic on preventive and primary care utilization and subsequent health outcomes 
is not yet known, it is certain that utilization declined.

Find data in report Section 3: Well-Being, Illness, and 
Injury

Two birth outcomes emerged as priorities: low 
birthweight and premature birth. Both are 
negatively impacted by late or inadequate prenatal 
care, a priority issue discussed earlier, and data for 
both shows evidence of racial/ethnic inequities. 
Mental illness was another priority area identified, for 
which the data are extremely inadequate, including 
for disparities among population groups, the notable 
exception being death by suicide. Child and adult 
abuse and neglect stood out as well. Children in 
particular are vulnerable to ongoing abuse and 
neglect when the usual people who notice and 
report it, like school personnel, do not see and 
spend time with children, as was the case during the 
pandemic when learning was conducted virtually. 
The danger of abuse and neglect in both age groups 
may have been exacerbated during the pandemic 
when family members who normally go to work or 
school outside the home cannot, particularly in the 
context of extreme economic and health stressors.

C O M M U N I T Y  V O I C E

A healthy family looks 
like “a family that has 
no barriers… remove 
barriers of poverty, 
the barriers of lack of 
access to healthcare, 
mental health – just a 
family that has all of 
those barriers removed 
so that they can live into 
their full potential.”

- Patricia Mejia, Vice President 
of Community Engagement 
and Impact, San Antonio Area 
Foundation

¹ See for example Community Information Now for the San Antonio Area Foundation and San Antonio Area African American Community Fund. (2022). State of the 
African American community in San Antonio and Bexar County. Available online at https://saafdn.org/nonprofits/nonprofit-resources/research-publications/ 
https://cinow.info/wp-content/uploads/Infographic-State-of-the-African-American-Community-in-San-Antonio-and-Bexar-County-rev-ed.pdf
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Find data in report Section 4: Death

The leading causes of death for both children and adults stood out as priorities. For children and teens aged one 
year and older those top two causes are homicide, including homicide by gunshot, and accidents. For adults the top 
three causes are heart disease, cancer, and COVID-19, which displaced other longtime causes to take the number 3 
slot. Premature heart disease and cancer mortality are impacted by utilization of preventive and primary care, chronic 
disease management, and cancer screening, all priorities discussed above. Another priority cause of death was deaths 
from substances, related to the substance use priority discussed above. Unfortunately, the data source does not 
distinguish deaths from drug overdose from deaths from other kinds of poisonings.

Death directly from COVID-19 was especially common in the 65 and older age group, but the negative effect of 
COVID-19 on access to emergency departments and intensive care unit beds doubtless had an impact on other causes 
of death among people of all ages.² Life expectancy, the cumulative result of all upstream drivers, also rose to the top 
among issues identified in the assessment. Inequities by both race/ethnicity and sex have long been apparent in life 
expectancy figures, and evidence is emerging that these gaps were widened by the COVID-19 pandemic.³

The next step in the assessment-planning-action cycle is to reconvene the community to explore the assessment data, 
agree on community-wide priorities, and create and implement a workplan with action strategies and roles for a wide 
array of community stakeholders.⁴ That process will begin late in 2022 in preparation for release of the new Healthy 
Bexar Plan 2023. 

C O M M U N I T Y  V O I C E

“I think about the alignment of our efforts. 
And it’s because sadly, when resources 
are finite, we have reengineered space 
where we tend to compete for the 
resources rather than collaborate. And 
my limited experiences of doing this 
for over 25 years, that’s not sustainable 
when you’re trying to compete for limited 
resources. It’s like fighting over crumbs. 
No one’s fed when you do that. So, it is 
imperative that we align our work. City-
county, county-city, and whomever else 
that we have in our networks.”

– Dr. Claude Jacob, Director, San Antonio 
Metropolitan Health District

²See for example Woolf, S.H., Chapman, D.A., Sabo, R.T., and Zimmerman, E.B. Excess deaths From COVID-19 and other causes in the US, March 1, 2020, to 
January 2, 2021. JAMA. 2021;325(17):1786–1789. Available online at https://jamanetwork.com/journals/jama/fullarticle/2778361 

³See for example Andrasfay, T. and Goldman, N. (2021). Reductions in 2020 US life expectancy due to COVID-19 and the disproportionate impact on the Black 
and Latino populations. PNAS, 118 (5). Available online at https://www.pnas.org/doi/10.1073/pnas.2014746118

⁴Find reports and plans at http://healthcollaborative.net/reports/
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2 0 2 0  H E A LT H Y  B E X A R  C O M M U N I T Y 
H E A LT H  I M P R O V E M E N T  P L A N  F O C U S 
A R E A S

Behavioral and Mental Well-Being. The Bexar County 
community is committed to hope and recovery through open 
conversations on emotional wellness, substance-related 
disorder and mental health,  by providing integrated preventive 
care and clinical treatment that is community based and family 
and youth guided.

Healthy Child and Family Development. Bexar County 
residents will be healthy and have timely access to and 
utilization of quality resources needed for lifelong success.

Healthy Eating and Active Living. All Bexar County residents 
will flourish in a community that encourages healthy eating and 
active living. 

Safe Communities. Bexar County will be recognized as one of 
the safest places to live, work, play, and thrive for all.

Sexual Health. The Bexar County community will be sexually 
healthy without abuse, disease, or stigma.

(New) Housing Security. Results statement to be developed
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A P P E N D I X  A :  C O M M U N I T Y  V O I C E

A P P E N D I X  A :  C O M M U N I T Y  V O I C E

The qualitative analysis for the 2022 Bexar County Community Health Needs Assessment was based on 
five focus groups and five key informant interviews from community members, including community health 
workers, people over 65, young adults 15 to 18, and Mayor Ron Nirenberg. The focus groups and interviews 
were moderated by staff at The Health Collaborative and analyzed by Community Information Now (CI:Now). 
Using a grounded theory framework and the software Dedoose, CI:Now performed open coding as an initial 
way of identifying general themes, axial coding as a way of connecting the themes into categories and 
subcategories, and selective coding to identify final themes.

Healthy child and family development, housing, and mental and emotional health were the priority topics of 
the focus groups and interviews. There were many themes that emerged from each of these, as shown below. 
It should be noted even if the pandemic was not specifically mentioned in each theme, every experience the 
participants had was colored by the pandemic in some way.

There are many options for healthcare, health programs, and health initiatives in Bexar County, as Mayor Ron 
Nirenberg and community health workers explained. Mayor Nirenberg has a Fitness Council initiative that 
“elevates issues of public health, physical health, mental health, and general wellness” (Mayor Ron Nirenberg, 
CHNA Interview with The Health Collaborative, 2022). However, community health workers noted there are 
difficulties with clients accessing health services and healthcare. There are barriers in general awareness, 
transportation, waitlists, time, and affordability. Further, a key informant from Southside Independent School 
District provided a great example of how health programs could better reach the community.

“I think [health care provider] does amazing work, However, at our school district, in the first 
round that they were there, what was really a barrier to service was the operating hours of 
that clinic. I think that providers need to provide service to people when the people need it, not 
close for lunch or take days off when it’s convenient to the providers. Because they were closed 
at lunch, and people wanted to take their children to get checkups, or maybe they might have 
COVID, whatever the medical need was, they were turned away, and they were never open on 
Saturdays. And so, the service went down.” – School District Staff

An additional barrier to health resources is knowledge that the resource exists at all. The focus group of 
seniors 65-and-older noted how they rely on one another for information about city resources on nutrition 
and chronic health conditions, such as diabetes. While they appreciate having access to health information, 
without one another, they don’t know how they would quickly disperse the knowledge.

H E A LT H Y  C H I L D  A N D  F A M I LY  D E V E L O P M E N T
H E A LT H C A R E  A N D  H E A LT H  P R O G R A M S
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This speaks towards participants wanting more engagement between the community and those offering 
health resources. Community health workers want their clients to be able to access services, such as dental 
care, easily without having to wait several months or being told by multiple dental care providers that they 
are not accepting new patients. 

“I do run into good dental resources, affordable dental care.  When I call  Haven for Hope, they 
always say - and it has been 3 years - they’re not taking any more new patients.  When I call the 
[inaudible] clinic, they say, we’re not taking any more new patients.  When I call [health care 
provider], where they have a dental plan, or [health care provider], the way their system works, 
they only open the appointments for up to a month, or up to 2 months.  So, if they’re booked for 
2 months, they say we cannot take any appointments, you have to call us back early morning 
to see if those appointment slots are open and then we will let you know… So, I think that’s a 
very, very inefficient system.” – Community Health Worker

It is not enough to provide resources. Participants would like more effort placed in linking resources to the 
community by increasing capacity of current health providers, increasing awareness of health initiatives, 
especially to those with barriers in language and technology, and meeting citizens where they are in terms 
of schedules, transportation, and income.

It is widely recognized by participants that money plays a large role in people’s access to healthy foods. 
They understood the importance of eating healthy and saw a need for the community, especially children, 
to eat more vegetables. Some felt schools should have a larger role in setting an example of healthy eating. 
However, income and how it is unequally stratified across place in Bexar County has affected people’s 
ability to live healthy lives. This is why Patricia Mejia, Vice President of Community Engagement and Impact 
at the San Antonio Area Foundation, notes that “75-plus percent of our 2020-2022 responsive grant funds 
are intended to go to the ZIP codes that are most distressed” (Patricia Mejia, CHNA Interview with The 
Health Collaborative, 2022). To Ms. Mejia, a healthy child and family looks like “a family that has no barriers… 
remove barriers of poverty, the barriers of lack of access to healthcare, mental health – just a family that has 
all of those barriers removed so that they can live into their full potential.” The effects of place on access to 
health resources were also discussed by City of San Antonio Mayor Ron Nirenberg. 

“One other issue I should have put in with regard to census tracks is the knowledge or 
awareness of nutrition and food. The availability of nutritious food, and the prevalence of 
food deserts also continues to be a challenge.” – Mayor Ron Nirenberg

Other participants noted how wealthier sides of town have more variety and access to healthy foods, making 
it clear that income and place are closely related in Bexar County, creating disparities across economic and 
social conditions of health.
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A P P E N D I X  A :  C O M M U N I T Y  V O I C E

P A R E N T - C H I L D  R E L A T I O N S H I P S 

Parents have a large impact on how their children view health and engage with healthy behaviors. Participants 
felt strongly about the responsibility of parents to set a good example for their children by eating and 
providing healthy foods. Children also indirectly affect parents’ health through access to childcare and 
employment, as this community health worker explained about their client: 

“The child is 12 years old so she was trying to get a job that would allow her to work within the 
school hours so that she could pick up this child from school. So, she was having challenges 
with that. But, she’s still putting out applications even with the health that she has right now.” 
- Community Health Worker 

The client’s health was suffering indirectly from the difficulties of finding childcare and employment. 
Parents need resources to help care for their children so that they can also care for themselves. Further, 
many participants had much to say about parents needing to value their relationship with their children in a 
way that benefits the entire family’s health.

“And one reason [for poor health] is because the lack of health insurance, lack of job resources, 
the lack of having a father in home. The mother – you know the young kids having children 
young and don’t have the guidance, always causing a rip with mental health, and that is a 
serious issue.” – Harper’s Church Participant

“We’re doing upstream work with both the moms and dads, and not just one or the other. So 
I think that would be an addition to the conversation about healthy child and family. That 
parents need those parenting skills.” – Berta Rodriguez, Deputy Director, South Texas Region of 
the Meadows Mental Health Policy Institute 

“I would say, what comes to mind for me with a healthy child from the family development 
would be your parents, because they affect the way you think and see things, and some of 
those ideas can be toxic in a way. So I think that for a child to develop over time they need to 
try and open their mindset, because maybe it was stuck in one place due to their parents.” – 
Youth Focus Group Participant

“Your parents play a big role in your eating habits, like I know one of my family members, she 
always makes sure what they [her twin babies] eat is healthy. They should make sure that they 
have their greens and eat fruits. At a young age, you wanna make sure that you provide them 
with healthy food.” – Youth Focus Group Participant

Parent-child relationships are a large factor in healthy child and family development. Participants would like 
to see health initiatives place more emphasis on strengthening parents’ abilities to care for their children, 
and ultimately themselves as well.
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I N F R A S T R U C T U R E ,  D E V E L O P M E N T ,  A N D  S A F E T Y

It is easier to live a healthy life when your environment is conducive to healthy behaviors. The lack of 
infrastructure and development in particular areas and departments in Bexar County has made it difficult 
for some residents to live healthy lives. San Antonio Metropolitan Health District Director Dr. Claude Jacob, 
“noticed the lack of infrastructure for disciplines like public health or health departments, because the 
funding has been very anemic” (Claude Jacob, CHNA Interview with The Health Collaborative, 2022). 

The same way income is stratified unequally across place, as is infrastructure and development.

“Our community, anytime they see a slab of concrete being poured, they’re hoping and crossing 
their fingers that that’s going to be an HEB. That’s all this community wants is an HEB, that’s 
all. I hear it all the time, and while they would accept a Walmart corner store they really want 
HEB. I live near Alamo Heights, and within a two-mile radius of where I live. There are 8 grocery 
stores but there’s nothing for people on in the Southside ISD right, so that disparity is just 
enormous. Do they welcome development? Yes, they absolutely do.” – Randy Escamilla, Director 
of Public Relations and Community Engagement, Southside ISD

Additionally, the lack of investment and infrastructure in lower-income areas of Bexar County has led to 
some participants having concerns for their safety, particularly the people over 65. They noticed the lack of 
jobs, services, and community engagement.

“Participant 1:  I think that the most important thing in our neighborhood is safety because I 
don’t see the police driving around like before. I don’t know if it’s because they’re short-staffed or 
because there are more problems in other areas but here on the West side, I live at Commerce and 
Trinity, and there is a lot of insecurity. We are afraid to come out to the street.

Participant 2: I was on my porch on Saturday, it was like 2 o’clock in the afternoon and I heard at 
the corner, about 20 gunshots. So, we all ran inside and hid because the gunshots can come into 
the houses. The police never came.” – People Over 65 Focus Group Participants

When asked what their council representatives could do, one participant responded “They need to help with 
more programs. They want the support of the people in the neighborhood but then they never, you don’t 
see them anymore. They’re only after the vote and then they forget about us” (People Over 65 Focus Group 
Participant, CHNA Focus Group with The Health Collaborative, 2022). They want to see their representatives 
clean up their streets, bring higher-wage jobs, and make them feel safer.
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M E N T A L  A N D  E M O T I O N A L  H E A LT H
P R O G R A M S  A N D  R E S O U R C E S 

Programs and resources were the most common themes for mental and emotional health. Participants 
explained how mental health resources are sometimes indirect. Reliable transportation is a mental health 
resource (Community Health Workers Focus Group), programs for domestic and family violence are mental 
health resources (Mayor Nirenberg Interview), and safe spaces for self-expression are mental health 
resources (Youth Focus Group). They recognized there are programs available, but they also wished there 
was a greater emphasis on resources which indirectly affect mental health. Luckily, the city has already 
begun to implement mental health programs.

“The City is deciding to approach mental health and the response to crisis in a different way. 
They soft-launched the SA-CORE, where any 911 calls coming into the central station is being 
responded to by a police officer, EMS, and a clinician. And it’s plain-clothed individuals who 
arrive on the scene to approach it from a medical perspective, and then from a mental health 
perspective. Ensuring that the scene is secure, obviously, safety always being primary for both 
the individuals and the team that’s out there, but I think that from a mental health perspective, 
safe communities means that we’re taking an alternative approach to helping someone who 
is in a mental health crisis, right. And I think that is a huge step.” – Berta Rodriguez, Deputy 
Director, South Texas Region of the Meadows Mental Health Policy Institute

Continuing from the general desire for more programs and resources for mental health, the Youth Focus 
Group specifically wanted more mental and emotional health resources within their schools. They would 
like spaces to facilitate social support and professionals who are available to help them deal with the 
isolation they have felt during the pandemic. 

“What we’re missing is just of a form of like a support group, whether it’s at school, whether 
it’s at work. We all go through stressors in life, and I feel if the students had support groups at 
school, and they were surrounded by other people who are going through the same thing, they 
can really help each other out.” – Youth Participant

“I know one of the biggest things that we brought on additionally during the last 2 years has 
been more of the mental health sessions and bringing in professionals to speak to the students. 
Because during the pandemic a lot of them felt isolated.” – Participant in Youth Focus Group

While mentioned as a resource they would like in school, social support also emerged as its own theme, 
which should be re-emphasized. The Youth Focus Group recognized that “just knowing that having someone 
there is really important, and that you have that support” (Youth Participants, CHNA Focus Group with The 
Health Collaborative, 2022). It was difficult for them to socialize since they have only recently gone back to 
in-person instruction, and they would like more opportunities to be around their peers. Many of them have 
experienced the last two years of their education through a monitor, and it has affected their amount of 
healthy socialization, with side effects, as explained by this participant in the youth focus group: 

“Most of their high school career was virtual. This is the first group that’s gone back to some 
normalcy, but I feel like there’s still some side effects of going through the pandemic and kind 
of coming out of it, and that recovery process, and I think it’s taken a toll on the mental health. 
Like in anxiety, depression” – Youth Focus Group Participant
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It was not only the youth focus group that valued social support from their peers:

When asked why many of them live near the medical center, the Afghani immigrants said: “It’s kind of like 
the Afghani community… and then also there’s all the medical [services] and everything there. Also, they 
have family relatives living there so they wanted to be closer there because of the transportation, and 
because of the language barrier, because of the community that’s there.” – Afghani Immigrant

When asked if they feel like they get enough social support, participants in the Over-65 Focus Group 
responded:

“Participant X: No, from no one. My kids have their careers and they only come by for little things. 
They don’t call me; they have their own things. Not even friends…

Participant Y: For me, my mom passed away 20 years ago, and I had a lot of support. I didn’t have 
family, but I had the people from hospice. The people from hospice would come talk with me, they 
would send me letters of support, they sent me a book. They sent me a book titled When a Friend 
Leaves and it’s a beautiful book. It helps you accept what happened… The persons that work for 
hospice, they are the one who lifted me up. And they used to visit me, even a year later, they would 
come to talk with me.” – People Over 65 Focus Group Participants

“She has an older sister that has become a strong support for her and so that, to me is, 
contributed to family heath, those support systems that you either have or you don’t that can 
make or break you at some point and time, right. I think that, for me, family health means 
creating a systemic approach to the real issues that these families have.” – Berta Rodriguez, 
Deputy Director, South Texas Region of the Meadows Mental Health Policy Institute

Participants from different age groups and cultural backgrounds agreed that social support was fundamental 
to health, especially mental health. There were many quotes from individuals experiencing stress, anxiety, 
and depression as a result of feeling alone and not having access to the mental health resources which 
may have alleviated them. The pandemic has been a source of isolation for many, and having to experience 
the normal moments of life – grief, happiness, sadness, self-reflection – by themselves has made it even 
in more difficult. Youth participants would like to have an environment that fosters support and healthy 
socialization.
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S O C I A L  M E D I A  A N D  T E C H N O L O G Y

Participants felt that more awareness and education around mental health would help de-stigmatize the 
topic. It can be difficult to talk about mental health because “some people don’t take it seriously, and they 
think that you’re doing it for attention” (Youth Participant, CHNA Focus Group with The Health Collaborative, 
2022). One way that participants speculated about improving the stigma around mental health was to use 
social media to their advantage:

“I feel like something could be like promoting to get help through social media and stuff like 
that, because I know that social media is a really big thing right now in the time that we are 
in. I feel like if maybe there was promotions like to help people, that would be something that 
would really benefit a lot of others.” – Youth Participant

While social media and technology can serve as assets to mental health services, such as with new online 
ways of accessing a therapist through text, it can also be a hindrance to those who have difficulties accessing 
computers or internet. There are technological barriers that keep telehealth from being an equitable way 
of providing health care. The community health workers had many experiences with their clients not being 
able to access mental health services online.

“And with the mental health services, either there’s not enough resources out there to provide 
that service or there’s just not enough time available for someone to be able to get in. And so, 
with a lot of our clients here that is, that does pose a challenge. Location and if there’s a zoom 
provided, some of the clients don’t know how to use it… the doctor’s office is not going to take 
the time to show them real quick how to access the zoom, or access the link, or teach them how 
to get on there. So, there’s some other barriers with that as well.” – Community Health Worker

There are courses available to help people become more technologically proficient, but not everyone wants 
to access resources from people who feel like strangers, as the People over 65 focus group discussed:

“Moderator: Is there a center around here where they have computers?

Participant V: Well, yes, it’s right here, the American Sunrise by Henry Cisneros. They offer computer 
classes on Tuesdays and Fridays, and I already informed everyone. Tuesdays and Fridays from 
6:30 to 9:00. And English as a Second Language too. It’s there, it’s near, and it’s free.

Moderator: That’s very good. And let me ask, if this lady is sharing this information with you 
regarding computer classes and everything, what prevents you from going there?  

Participant W:  Well, I have been there, but I don’t like going there. They have people who are not 
from this neighborhood. We need people from this neighborhood, you know.” – People Over 65 
Focus Group Participants

Technology can be a beneficial resource to mental health services, but knowledge and access of it are not 
evenly distributed across Bexar County. Participants need services offered in multiple ways to help everyone 
of various backgrounds. While young adults may feel social media is a great tool for de-stigmatizing mental 
health, other residents feel it can be a hindrance when it is the only option for accessing services. The 
solution is not as simple as getting everyone educated about computers. People want to feel connected 
and familiar with those trying to help them, as a way of building upon their sense of community.
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H O U S I N G
A V A I L A B I L I T Y  A N D  A C C E S S

Availability and access are two of the most common barriers to acquiring safe housing. City of San Antonio 
Mayor Ron Nirenberg notes how much of the housing availability problem is due to “generations of 
disinvestment” and he and his team are working to “restore equity in communities that have been left out 
for decades and left out of the conversation for decades” (Mayor Ron Nirenberg, CHNA Interview with The 
Health Collaborative, 2022). Other participants explained that even though there are housing resources, 
such as the San Antonio Housing Association, it can take 2 to 5 years to get a response (Community Health 
Worker, CHNA Focus Group with The Health Collaborative, 2022).

A common barrier to safe housing is income. It can be difficult to gather all the money required to begin 
living in an apartment, which can include first and last month’s rent as well as a security deposit. In addition 
to income, it can be difficult for some immigrants in Bexar County to wade through the bureaucratic steps 
it takes to obtain housing assistance.

“Moderator: When they receive immigration services, do they get placed in in certain housing?

Translator:  No… We look for the apartment anywhere that they can accept them. And, they don’t 
have credit. They don’t have a social… they don’t have anything. So we show their passports in order 
to find that apartment, because they see the immigration status first. So, they are accepted only 
for at least 6 weeks, until we get the social… Correct me, [Participant] knows, that if you don’t have 
a social for each person, they charge $300 [in addition to the rent].” – Afghani Immigrant

The Afghani immigrant participants also talked about how the housing they have access to is not always 
clean and safe. Like many residents of Bexar County, immigrants do not have the same social or economic 
capital that could afford them housing. Mayor Ron Nirenberg recognizes this and is pushing for greater 
investment in safe, affordable housing for people in Bexar County.

“This notion of equity and socioeconomic disparity as central thread lines to public health 
outcomes. Our push for affordable housing and ensuring, safe, accessible housing for all 
families of all circumstances is a healthcare priority because we believe that those goals will 
directly impact, in a positive way, the gap in socioeconomic equity in our community. Same 
reason why we are really focusing on restoring street infrastructure, sidewalks, drainage 
primarily in those areas that have been under-invested in. We’re gonna track all the progress 
that we make through the health outcomes of our community.” – Mayor Ron Nirenberg

While investment in lower-income communities can help access and availability of housing, it can also make 
it worse depending on the type of investment. Participants in the People Over 65 Focus Group explained 
how the only investment they are seeing in their neighborhoods is from gentrification, which is pricing them 
out of places they have lived their whole lives.
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“Participant S: People are arriving to SA from elsewhere and they’re buying older houses to 
renovate them and make the area nice, right. But all of that also raises property taxes, it affects 
everything.

Participant T: Yes, for instance, right now it takes a lot of money because they are coming from 
California where housing is very expensive. They sell the one over there and with that money, they 
can buy three houses here. Yes, and that affects us because the case is that we can’t sell our 
homes in this area for much, and then we can’t even afford houses in other areas.  That affects us 
greatly with housing.

Participant U: Housing costs are really high; you can’t buy a home for $85,000.  They’re now 
over $100,000. And you know what, right here where I live, some are priced at $200 something 
thousand and they sell.” – People Over 65 Focus Group Participants

Housing access and availability is more complex than simply making more houses or apartments. People 
in Bexar County need help finding housing, applying for housing, and not losing the housing they already 
have. Income is the main obstacle participants pointed to as a barrier to safe, clean, and affordable housing.

H O U S I N G  P R O G R A M S

To address housing availability and access problems, there are housing programs available to Bexar County 
residents. However, participants went into detail about some of the setbacks of housing programs: 

“There are some that are like government funded, they’re actually like Section 8… and those 
are very restrictive - like if any type of like, change in your life, like whether your income goes 
up or down, it can be revoked very easily.  One client of mine, she had it and the thing is they 
only give those programs for a year so if they don’t qualify the following year, say they made 
like a thousand dollars extra, they won’t have that additional funding or they won’t have that 
additional housing on their own anymore.” – Community Health Worker

Other participants echoed the same sentiment that the housing programs are underfunded and don’t have 
the capacity to help all those who need it. Additionally, there are barriers in knowledge and awareness of 
housing programs. This was felt most strongly by the community health workers focus group. Their clients 
must know how to update their information, such as address and phone number, because they may miss 
opportunities to get housing. For some clients, this poses a challenge with technological literacy, especially 
with most resources needing to be accessed digitally. 

“I’ve seen that the housing system is very… prolonged to the point, if you’re not continuously 
checking in or if somebody doesn’t know how to navigate the housing system, the odds are 
that they’re not going to be able to receive services, unfortunately. And so, I wish there was a 
little more openness with that, and that there was a little more clarity.” – Community Health 
Worker

Access to housing is inequitable, and housing programs can be difficult to navigate. While participants 
appreciate having resources, like other resources mentioned in this report, housing programs must do 
more than just exist. Bexar County needs a way of ensuring those most in need of housing are able to get 
it – safely and affordably.
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C R O S S - C U T T I N G  T H E M E S
E Q U I T Y  A N D  T H E  P A N D E M I C

C O L L A B O R A T I O N  A N D  F U N D I N G

Since many of the interviews and focus groups came from people who work to help with health disparities, 
there was much awareness about equity and how socioeconomic disparity is a “central thread to public 
health outcomes” (Mayor Nirenberg, Interview with The Health Collaborative, 2022). Additionally, the 
pandemic has uncovered, for some, just how inequitable it is to access resources.

“I feel like the silver – one of the silver linings of COVID is that people are actually beginning 
to think of the other, because of that experience that [The freeze in January, 2021] they didn’t 
have internet access and now, ‘Oh wow! There’s other people who don’t have it, and still don’t 
even if they [pay] the bill, It’s still not gonna work effectively.’”…“They’ve suddenly figured 
out…, ‘I live in a community where somebody else doesn’t have access to the internet. I didn’t 
know that before and I think that’s legitimate.’” – Patricia Mejia, Vice President of Community 
Engagement and Impact at the San Antonio Area Foundation

The pandemic exacerbated problems that were already present, and, as Mayor Ron Nirenberg observed, 
“equity and socioeconomic disparity [are] central thread lines to public health outcomes” (Mayor Ron 
Nirenberg, CHNA Interview with The Health Collaborative, 2022).

As some of the data comes from community health workers, there was a fair amount of information that 
emerged about what it’s like to be involved with people’s health from an organizational perspective. 
Organizations frequently collaborate with one another on projects, and while that can create wonderful 
opportunities – such as the Mayor’s Public Health Committee that was put together during the pandemic 
to tap into the expertise in the community – collaboration can also slow down progress when organizations 
don’t stop “reinventing the wheel as a community” (Anonymous Participant).  Additionally, the funding 
organizations receive directly affects their ability to provide resources and can also negatively impact their 
collaborating efforts.

“I think about the alignment of our efforts. And it’s because sadly, when resources are finite, we 
have reengineered space where we tend to compete for the resources rather than collaborate. 
And my limited experiences of doing this for over 25 years, that’s not sustainable when you’re 
trying to compete for limited resources. It’s like fighting over crumbs. No one’s fed when you do 
that. So, it is imperative that we align our work. City-county, county-city, and whomever else 
that we have in our networks.” – Claude Jacob, Director, San Antonio Metropolitan Health District 
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However, even if funding sometimes hinders collaboration, participants recognized that partnerships are 
imperative to reaching communities and ensuring funding was being allocated to the people and areas most 
in need.

“And I firmly believe again, having done this now in four states, that it does require partnerships 
and collaborations that work. It does require re-engineering resources so that there’s a better 
balance… so east, west, and south in the city, there’s a reason why we see the disproportionate 
burden of diabetes or the disproportionate burden of HIV or the disproportionate burden of those 
who contracted COVID. Well, it’s tied to what’s in those zip codes, in those census tracks, in those 
neighborhoods. Unless we re-engineer an ecosystem that redeploys resources to the areas of 
highest need, these patterns will not change. I would say the opportunity is to revisit what’s in 
these different neighborhoods, it’s to revisit and support partners on the ground, but it’s also 
making sure that we’re using the tools at our disposal, like the data available in real time, so that 
we can redeploy resources to the areas of highest need.” – Claude Jacob, Director, San Antonio 
Metropolitan Health District
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N O T E  O N  U S E  A N D  O R I G I N
This Glossary of Common Data Terms was developed by Community Information Now as a non-technical 
resource for those interested in expanding their functional data vocabulary. This glossary contains commonly 
used data terms defined in easy-to-understand language. Although the definitions are informal and non-
academic, the following academic texts heavily informed their development:

Shryock, H.S., and Siegel, J.S. The Methods and Materials of Demography. San Diego, CA: Academic Press, 
1976.

Haupt, A. and Kane, T.T. Population Handbook. Washington, DC: Population Reference Bureau, Inc., 1978.

A D D I T I O N A L  I N F O R M A T I O N
Below are a few of the free resources available online for those who would like to learn more about data from 
the basics to advanced concepts and skills.

1.	 School of Data. https://schoolofdata.org/handbook/courses/what-is-data/

2.	 Data-Pop Alliance. http://datapopalliance.org/item/what-is-data-literacy/

3.	 Oceans of Data Institute. http://oceansofdata.org/our-work/big-data-big-promise

A
Administrative data: data generated in the everyday course of business, like sales data in a grocery store, 
attendance data in a school, or diagnosis data in a doctor’s office. Administrative data is a type of secondary 
data. See Secondary data.

Age distribution: the frequency of different ages or age groups in a population. 

Age-adjusted rate: a rate with a calculation applied to allow an “apples to apples” comparison between 
populations with different age distributions. For example, an older population may have a higher crude death 
rate than a younger population, even if the younger population is shouldering a greater burden of lethal issues 
like drug overdose, severe asthma, breast cancer, or homicide. Age-adjusted rates artificially standardize 
the two populations’ crude rates against a single “reference population” so that the confusing influence of 
age distribution is removed. These rates are useful for comparison purposes only and should not be used to 
describe a measure for a single population. See Age distribution, Crude rate, Age-specific rate, and Rate.

Age-specific rate: the number of cases or events in a given age group divided by the total population of that 
age group. See Rate, Age-adjusted rate, and Crude rate.

Aggregate data: individual data records that have been “rolled up” to a summary level. Data can be aggregated 
in many different ways. Data are often aggregated by geography like zip code or by some characteristic like 
race/ethnicity or age group. 
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AISP: acronym for “Actionable Intelligence for Social Policy.” AISP is an initiative housed at the University of 
Pennsylvania that focuses specifically “on the development, use, and innovation of integrated data systems 
(IDS) for policy analysis and program reform” and not community data in general. See Integrated Data Systems.

Average: the average describes the typical value in a set of values and is calculated as the sum of the values 
divided by the number of values. It is important to look at the individual values when interpreting because an 
average can be influenced (skewed) by extreme high or low values in the dataset. The average and Mean are 
the same thing. 

B
Big data: the term is generally intended to mean datasets that are so large or complex that they can’t be 
handled – managed, analyzed, stored, transferred – using traditional data tools. Big data typically means 
petabytes of data (1,024 terabytes, where a terabyte is 1,024 gigabytes [GB]) or exabytes (1,024 petabytes) of 
data. By definition, any data that can be worked with using Excel, Filemaker, Access, or a similar tool is not big 
data. “Big data” is often misused as a buzzword synonymous to data or analytics.

C
(Student) chronic absenteeism: specific measure of how much school a student misses for any reason. A 
student is considered chronically absent if they have missed more than 10% of enrolled school days.

CIC: acronym for “Community Indicators Consortium.” CIC is an organization that offers resources and tools to 
help communities and practitioners advance the practice and effective use of community indicators to improve 
quality of life. CIC focuses specifically on community indicators rather than on community data and information 
systems in general.

Cohort: group that shares a defining characteristic.

Comorbidity: two or more disorders or illnesses occurring in the same person.

Crude rate: total number of cases or events in a specific time period and geography divided by the total 
population in that time period and geography. See Rate, Age-adjusted rate, and Age-specific rate.

D
Dashboard: a high-level graphic report that provides a summary of related data. “Dashboard” is often misused 
as a buzzword synonymous with all data visualizations.

Data: broad concept that generally means a collection of values or pieces of information. Among other 
characteristics, data may be quantitative (numerical) or qualitative (non-numerical, like words or images), raw or 
processed, record-level or aggregated (grouped), and primary (collected/created for the purpose of answering 
a question) or secondary (created for some other purpose). “Data” and “indicators” are not the same thing; 
indicators are calculated from data.
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Demography: the study of population dynamics including size, structure, distribution, and how populations 
change over time due to births, deaths, migration, and aging.

Denominator: number below the line in a common fraction.

E
Ethnicity: classification of a population based on cultural characteristics such as religion, traditions, language, 
or national origin. Ethnicity is a different concept from Race and is not determined by  biology.

Extant data: see Secondary data.

F
Fertility rate: specific rate measuring total number of live births per 1,000 women of reproductive age defined 
as 15-44 years. See Rate.

H
Health information exchange (HIE): in general, refers to the electronic transfer of health-related information 
among organizations. The term is commonly used to describe the central database of health-related information 
as well as the organization that assembles and manages that data.

High school graduation rate: specific rate measuring number of students from a cohort of 9th graders having 
graduated from high school by their anticipated graduation date per 100 students in the same 9th grade cohort. 
The cohort includes students who enroll during the second, third, and fourth years. See Cohort and Rate.

I
ICD-10: acronym for “International Classification of Diseases, 10th edition”. A system for classifying diseases 
and injuries developed by the World Health Organization (WHO) and used worldwide to improve comparability 
of cause of death statistics reported from different countries.

Indicator: general term for a thing that tells us the state or level of something. “Four-year graduation rate” tells 
us something about how well kids in a high school do and “temperature” tells us something about how hot or 
cold it is. An indicator isn’t necessarily a good indicator. Often used interchangeably with measure. “Indicator” is 
not synonymous with “data;” indicators are calculated from data.

Integrated data system (IDS): links records across datasets, usually from schools and other human service 
agencies, using a common identifier to assemble a more complete data “picture” of individual people and/or 
groups of people like families. Can vary widely in purpose, topic, size, and functionality.

L
Life expectancy (at birth): the average number of years a newborn is expected to live based upon the mortality 
patterns for the geographic area at the time of birth.
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M
Margin of error: when we can’t measure all of something, like people in a city, we sample them – measure only 
some to get an idea (estimate) of what’s true for everyone. Sampling introduces error and uncertainty, and the 
margin of error – for example, “plus or minus three percentage points” – is a measure of how much uncertainty 
there is. The smaller the sample in relation to the total population, generally, the larger the margin of error.

Mean: see Average.

Median: value in an ordered set of values above and below which there are an equal number of values. This can 
also be referred to as the 50th percentile.

Mode: most common or most frequent value in a set of values.

Morbidity: can refer to having a disease or a symptom of disease. See Comorbidity. Or, to the amount of disease 
within a population often expressed as a morbidity rate. See Rate.

Mortality: refers to deaths. 

N
Natality: refers to births.

NNIP: acronym for “National Neighborhood Indicators Partnership.” NNIP is “a collaborative effort by the Urban 
Institute and local partners to further the development and use of neighborhood information systems in local 
policymaking and community building.”

Numerator: number above the line in a common fraction.

O
Open data: defined by the Open Knowledge International as data that anyone is “free to use, reuse, and 
redistribute – subject only, at most, to the requirement to attribute and/or share-alike.”

P
p-value: calculated probability that what is being observed in the data has happened by chance. Generally, if 
the p-value associated with an observation is less than .05 the observation is accepted as statistically significant. 
A p-value less than .05 indicates a less than 5% chance that what is being observed happened by chance or a 
more than 95% certainty that chance alone cannot explain the observation. See Statistical significance.

Percent increase/decrease: one way of describing the difference between your current measurement and a 
past measurement, relating it to the past measurement. The percent change is the difference between the two 
values, divided by the past value, and it’s usually phrased like “percent decrease from prior year” or “percent 
increase over prior year.” For example, if the percent of the population that smokes cigarettes decreased from 
19% in 2014 to 17% in 2015, you’d have a 10.5% (percent) decrease, because the difference between 19 and 17 is 
two, and two divided by 19 is 10.5%.
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Percentage point increase/decrease: one way of describing the difference between your current measurement 
and a past measurement, without relating the change to the past measurement. It’s just the difference between 
the two values, and it’s usually phrased as “decrease of X percentage points.” If the percent of the population 
that smokes cigarettes decreased from 19% in 2014 to 17% in 2015, you’d have a two percentage point decrease, 
because the difference between 19 and 17 is two. 

Population: people in a given area.

Proportion: specific type of ratio in which the denominator always includes the numerator. See Ratio.

R
Race: a classification of a population based on biological characteristics. 

Range: the difference between the lowest and highest values in a set of values calculated by subtracting the 
lowest value from the highest.

Rate: the number of cases or events in a specified period of time and geography divided by the population who 
could have experienced – were “at risk” for – the case or event within that same period of time and geography. 
Rates are often multiplied by a factor of 1,000, 10,000, or 100,000 just to make the numbers easier to read. (A 
percentage is just a rate multiplied by a factor of 100.) As an example, the male juvenile arrest [case/event] 
rate in the US [geography] in 2015 [time] was 3,806.2 [frequency] per 100,000 [multiplier] males age 10-17 
[population “at risk” of the case/event].

Ratio: relation of one population subgroup to another subgroup, or to the whole population.

Residence data: data attributed geographically to the usual place of residence without regard to the location 
the event occurred. For example, births are attributed to the mother’s usual residence even if the birth occurred 
in a different geographic location.

S
Secondary data: existing data that has already been collected by someone else, likely for some purpose 
different from yours. Two common kinds of secondary data are survey data and administrative data. Also called 
extant data. 

Statistical cut-off: date by which records of vital events for a specific year must be received in order to be 
included in the statistical analyses for that year.

Statistical significance: likelihood that what is being observed in the data has happened by chance. The more 
statistically significant an observation is, the less likely it occurred by chance. See p-value.
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V
Vital statistics: data on important life events, such as births, deaths, marriages, and migrations.

Y
Years of potential life lost (YPLL75): measure of premature death for a population. YPLL75 is the sum of all 
the years of life “lost” by individuals in that population who died before age 75. A person who died at age 60 
would contribute 15 years to the population’s YPLL, a person who died at age 48 would contribute 27 years, 
and a person who died at 75 or older would contribute zero. The YPLL75 is often reported as a rate. See Rate.
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A P P E N D I X  C :  T E C H N I C A L  N O T E S

Q U A N T I T A T I V E  C O N T E N T  A N D  S O U R C E S 
This assessment contains quantitative data on approximately 150 indicators, each disaggregated by race/
ethnicity group and sub-county geography (Zip Code Tabulation Area [ZCTA], sector, census tract, or block 
group) wherever possible. Indicators were also disaggregated by age group and sex where those variables 
were thought to add critical information. The list of indicators was finalized in February 2022. 

The 2019 Bexar County and Atascosa County Community Health Needs Assessment included an extensive list 
of indicators selected through a consensus process by the broad-based Community Health Needs Assessment 
Steering Committee. Those indicators covered health outcomes, health behaviors, and “upstream” social, 
economic, and environmental conditions that affect health. 

To make the best use of budget and a shortened timeline, that list was narrowed somewhat for 2022 to 
prioritize health outcome indicators, and social determinant indicators that were not already better-addressed 
in some other very recent local report. (References to those other reports are embedded throughout the 2022 
assessment.) Indicators for which no new data is available since the 2019 report were eliminated. Some 2019 
healthcare access and utilization indicators were cut because they will be covered in much greater detail in a 
separate report expected to be released in early 2023.

Each indicator source is cited throughout the assessment. The 2019 Assessment draws from too many data 
sources to list here, but the following sources were used heavily. 

•	 Population and housing data from the U.S. Census Bureau Census 2010 Summary File 1 

•	 Population estimates and projections from the Texas State Demographic Center at the University of Texas 
at San Antonio 

•	 Physical, social, and economic conditions data from the U.S. Census Bureau American Community Survey 
One-Year Estimates, Five-Year Estimates, and Supplemental Estimates 

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

•	 Behavioral Risk Factor Surveillance System (BRFSS), vital statistics, injury, blood lead, hospital discharge, 
hospital bed, and health professions data from the Texas Department of State Health Services Texas 
Health Data query system and by special request 

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

•	 Mortality data from the CDC WONDER query system 

•	 Motor vehicle crash data from the Texas Department of Transportation 

•	 Communicable disease and vital statistics data from the Texas Department of State Health Services 

Staff from these and many other local and state organizations spent considerable time and effort pulling data 
for the 2022 Assessment and sharing important context and cautions for that data. The Health Collaborative and 
CI:Now are indebted to these individuals and the agencies who allowed them to share their time and expertise.
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Q U A N T I T A T I V E  A N A LY S I S  A N D  L I M I T A T I O N S 
Analysis of the data typically consisted of calculating proportions and rates, with margins of error or confidence 
intervals where appropriate; no statistical testing was required. Margins of error and confidence intervals are 
displayed throughout the assessment. Margins of error were minimized where feasible by combining multiple 
years of data. Some indicators are examined 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 crosswalk appears in Appendix D. These sectors were developed for the 2013 assessment in response 
to the problem of small sample sizes, particularly regarding the BRFSS dataset. CI:Now used a non-statistical 
process to group adjacent ZCTAs with median household incomes (from Census American Community Survey 
five-year estimates) more similar than not, and with the aim of having a sufficiently large and similar total 
population size for each sector. The final groupings also considered our own local understanding of our “parts 
of town” as reflected in the commonly used divisions of north-, south-, east-, and westside. This process 
was performed again in 2018 and did not indicate any need for changes. Thus, while not ideal, the sector 
groupings were retained for this assessment. 

H O S P I T A L I Z A T I O N  T E C H N I C A L  N O T E S 
We call them hospitalization rates for short, but these indicators reflect hospital discharges, not admissions. 
The hospital discharge data was downloaded from the Texas Department of State Health Services and the 
ICD codes that were used for the analysis are listed below. 

There are some important limitations to understand with hospital discharge data. The rates are determined by 
hospitalizations for the disease as the primary diagnosis, not all hospital discharges with that diagnosis. In the 
case of the asthma hospitalization rate, for example, the intent is to reflect the rate of hospitalizations for an 
asthma attack, not hospitalizations for heart attacks or car accidents among people who also happen to have 
diagnosed asthma unrelated to the reason for the hospitalization. Therefore, the rates are not prevalence or 
incidence of the disease. These hospitalization counts are also not unique visits or people. If the same person 
in 78205 goes to the hospital three times for asthma in 2014 then all three visits are included if asthma was 
the primary diagnosis for the admission during that year. 

Because the San Antonio Military Health System does not report their hospitalizations to DSHS, the public 
data files exclude any federal hospital discharges. Because the military hospital systems account for a large 
portion of our population, the Bexar County hospitalization data should not be compared to other major cities 
who do not have large federal hospital exclusions in their datasets. 

The hospitalization discharge rates were calculated following the Prevention Quality Indicators (PQIs) 
methodology provided by the Agency for Healthcare Research and Quality (AHQR) for diabetes, hypertension, 
and heart failure. The PQIs use data from hospital discharges to identify admissions that might have been 
avoided through access to high-quality outpatient care. The PQIs are population based and adjusted for 
covariates. Asthma hospitalizations followed the San Antonio Metropolitan Health District’s methodology for 
diagnosis codes and cerebrovascular disease followed the CDC’s definition for ICD-10 diagnosis codes. All 
population estimates for the rates were calculated from the American Community Survey 1-Year estimates 
available in Table B01001.

International classification of diseases (ICD-10 codes) used in analysis were selected based on the following 
methodologies and sources.
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Disease Source 

Asthma J45 per San Antonio Metropolitan Health District 

Diabetes long term https://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/ 
V2018/TechSpecs/PQI_03_Diabetes_Long-term_Complications_ 
Admission_Rate.pdf 

Uncontrolled diabetes https://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/ 
V2018/TechSpecs/PQI_14_Uncontrolled_Diabetes_Admission_ Rate.
pdf 

Hypertension https://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/ 
V2018/TechSpecs/PQI_07_Hypertension_Admission_Rate.pdf 

Cerebrovascular diseases https://wonder.cdc.gov/ucd-icd10.html 

Heart failure admission rate https://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/ 
V2018/TechSpecs/PQI_08_Heart_Failure_Admission_Rate.pdf 

B E H A V I O R A L  R I S K  F A C T O R  S U R V E I L L A N C E 
S Y S T E M  T E C H N I C A L  N O T E S  
From the CDC User Guide: The Behavioral Risk Factor Surveillance System (BRFSS) is a collaborative project 
between all the states in the United States and the Centers for Disease Control and Prevention (CDC). The 
BRFSS is a system of ongoing health-related telephone surveys designed to collect data on health-related 
risk behaviors, chronic health conditions, and use of preventive services from the noninstitutionalized adult 
population (≥18 years) residing in the United States. Since 2011, the BRFSS has been conducting both landline 
telephone and cellular telephone surveys. All the responses were self-reported; proxy interviews are not 
conducted by the BRFSS. The data are transmitted to CDC for editing, processing, weighting, and analysis. 
An edited and weighted data file is provided to each participating state health department for each year of 
data collection, and summary reports of state-specific data are prepared by CDC. In 2017, an optional module 
was included to provide a measure for several childhood health and wellness indicators, including asthma 
prevalence for people aged 17 years or younger. 

The BRFSS sample sizes were too small to trend annually so three years of data were combined for analysis 
with a new weight applied. The Texas State Health Department provided three different datasets for Bexar 
County. The BRFSS core survey had all years 2018-2020 and the supplemental questions were either asked 
in odd years (2015, 2017, 2019) or in even years (2016, 2018, 2020). The tables are all labeled as 2015-2020 and 
include three years within that range. 
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BRFSS observations marked with an asterisk (*) represent cases in which the Relative Standard Error (RSE) is 
30 percent or higher and are statistically unreliable. The RSE is calculated by dividing the standard error of the 
estimate by the estimate itself, then multiplying the result by 100 in order to express it as a percentage. The 
asterisk (*) may also denote cases with a small sample where we are unable to calculate a RSE.

Q U A L I T A T I V E  C O N T E N T  A N D  S O U R C E S 
With substantial input as to focus group goals and potential participants from the CHNA Steering Committee, 
volunteer focus group participants were selected with an eye toward engaging meaningful and substantive 
input from medically underserved, low-income, and minority populations. The focus group questions were 
developed by the Health Collaborative, the CHNA Steering Committee, and the UT Health Houston School 
of Public Health in San Antonio. The Health Collaborative scheduled five focus groups and six key informant 
interviews with the help of its partnering agencies: The Mexican American Unity Council; The Razakaar 
Foundation with interpreter support from Shukriya Hotakay; The House of Neighborly Service; Harper’s Chapel 
Ministries; Meadows Mental Health Policy; San Antonio Area Foundation; Alamo Workforce Solutions; San 
Antonio Metropolitan Health District; The City of San Antonio; and Southside Independent School District. 
UTHealth facilitated and recorded the interviews. The interview questions were developed by UTHealth 
School of Public Health, the Health Collaborative, and the CHNA Steering Committee. 

Q U A L I T A T I V E  A N A LY S I S  A N D  L I M I T A T I O N S 
The Health Collaborative led and recorded the focus groups. CI:Now then took the audio and transcript files 
from the focus groups and interviews to perform a thematic analysis using a grounded theory approach2. The 
qualitative analysis program Dedoose was used for open coding of the data, axial coding to identify categories 
between and across the data, and selective coding to identify the final themes. 

As with the quantitative information, this qualitative information has limitations. The focus groups and interviews 
conducted for this assessment provide valuable insight into the realities of our community members but do 
not serve to represent the opinions of the entire population. Because the goal was to explore the priority 
issues in depth rather than cast a broad but shallow net, likely not all issues important to residents or key 
informants were mentioned. Finally, the data were collected at one point in time and therefore findings, while 
directional and descriptive, should not be interpreted as definitive.

A S S E S S M E N T  S T A F F I N G  A N D  P A R T I C I P A N T S 
The 2022 Bexar and Atascosa Counties Community Health Needs Assessment was conducted by The Health 
Collaborative, a nonprofit network of citizens, community organizations and businesses working together to 
solve critical community health problems. The Health Collaborative’s membership is composed of a wide 
array of organizations including Appdiction Studios, the Baptist Health System, Bexar County Department of 
Community Resources, CHRISTUS Santa Rosa Health System, the City of San Antonio 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 
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Family & Community Medicine, the YMCA, and community members at large. Nearly all of these organizations 
provide health care, human services, education, or peer support to Bexar County’s medically underserved, 
low-income, and minority populations. Those that do not represent the general community; the faith-based 
community; and small, veteran-, and minority-owned business. 

The Health Collaborative’s volunteer Community Health Needs Assessment (CHNA) Steering Committee 
provided direction on general approach, scope, potential data sources, data interpretation and highlights, 
and media messaging. A list of CHNA Steering Committee members with organizational affiliation appears on 
the inside back cover of this assessment. 

The Health Collaborative contracted with Community Information Now (CI:Now), a nonprofit local data 
intermediary serving south central Texas, for quantitative data collection and analysis, qualitative data 
analysis, and development of the assessment narrative. The Health Collaborative staff handled all recruitment, 
scheduling, and moderating of the focus groups and key information interviews. Qualitative analysis was 
conducted by CI:Now using a grounded theory thematic analysis in the program Dedoose.
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A P P E N D I X  D :  R E F E R E N C E  M A P  O F  Z I P  C O D E S 
A N D  S U B - C O U N T Y  S E C T O R S

Near Eastside: 78202.78203.78205.78208.78210.78215.78218.78219.78220

Northeast: 78109.78148.78152.78154.78233. 78239.78244

Southeast. 78101.78112.78214. 78222. 78223. 78263

Southwest. 78002. 78069.78073. 78211.78221,78224. 78225, 78226. 78236, 78242. 78245. 78252, 78264

Near Westside: 78201. 78204. 78207. 78227. 78228. 78229. 78237.78238, 78240

Far Northwest: 78006. 78023.78249.78250, 78251.78253,78254.78255. 78256

Near Northside: 78209.78212, 78213, 78216. 78217. 78230

Far Northside: 78015, 78231, 78232. 78247. 78248. 78257, 78258. 78259. 78260, 78261, 78266
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S E C T I O N  1 :  C O M M U N I T Y  E N V I R O N M E N T

Fig. 1.1	 Total population

Fig. 1.2	 Percent of total population by age

Fig. 1.3	 Percent of total population by race

Fig. 1.4	 Percent of total population of U.S. citizens by birth or naturalization

Fig. 1.5	 Percent of total population of U.S. citizens by zip code

Fig. 1.6	 Percent of total households by type of household

Fig. 1.7	 Total population by zip code

Fig. 1.8	 Population density (population per square mile) by zip code

Fig. 1.9	 Population distribution by race/ethnicity

Fig. 1.10	 Percent of population 25 years and over by highest level of education completed

Fig. 1.11	 Percent of population 25 years and over who earned associates degree or higher

Fig. 1.12	 Percent of population 25 years and over who earned associates degree or higher by zip code

Fig. 1.13	 Percent of population 5 years and over who speak only English or speak English “very well”

Fig. 1.14	 Percent of population 5 years and over who speak only English or speak English “very well” by zip code

Fig. 1.15	 Percent of households with a computer and broadband internet subscription

Fig. 1.16	 Percent of households with a computer and broadband internet subscription by zip code

Fig. 1.17	 Percent of population food insecure

Fig. 1.18	 Percent of children food insecure

Fig. 1.19	 Areas with low income and low food access

Fig. 1.20	 Number of alcohol licenses (package store permits) per 100,000 population by zip code

Fig. 1.21	 Number of violent crimes reported per 100,000 population

Fig. 1.22	 Number of violent crimes reported per 100,000 population by zip code

Fig. 1.23	 Number of homicides per 100,000 population

Fig. 1.24	 Family violence crimes committed per 1,000 population

Fig. 1.25	 Family violence crimes rate per 100,000 population by zip code

Fig. 1.26	 Economic instability by family type

Fig. 1.27	 Percent of population 16 and older in labor force who are unemployed

Fig. 1.28	 Percent of population 16 and older in labor force who are unemployed by zip code

Fig. 1.29	 Median household income

Fig. 1.30	 Median household income by zip code

Fig. 1.31	 Median household income by family type

Fig. 1.32	 Median family income
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Fig. 1.33	 Median family income by zip code

Fig. 1.34	 Percent of families for whom poverty status is determined by level of poverty

Fig. 1.35	 Percent of families in poverty by zip code

Fig. 1.36	 ALICE household stability budget

Fig. 1.37	 Percent of ALICE households

Fig. 1.38	 Percent of ALICE households by race

Fig. 1.39	 Percent of ALICE households by type

Fig. 1.40	 Percent of households ALICE and below by zip code

Fig. 1.41	 Percent of occupied housing units by housing tenure

Fig. 1.42	 Percent of occupied housing units that are renter-occupied by zip code

Fig. 1.43	 Percent of occupied housing units where housing costs or rent is 30% or more of household income

Fig. 1.44	 Percent of occupied housing units where housing costs or rent is 30% or more of household income by household type

Fig. 1.45	 Percent of households housing cost-burdened by zip code

Fig. 1.46	 Number of homeless persons

Fig. 1.47	 Sheltered homeless population by zip code

Fig. 1.48	 Percent of days air quality levels were unhealthy - above moderate

Fig. 1.49	 Percent of population with walkable park access in San Antonio

S E C T I O N  2 :  A C C E S S  T O  C A R E ,  P R E V E N T I V E  C A R E  A N D  H E A LT H Y  B E H A V I O R S

Fig. 2.1	 Percent of insured civilian non institutionalized population

Fig. 2.2	 Percent of insured civilian, non-institutionalized population by age group

Fig. 2.3	 Percent of insured civilian, non-institutionalized population by type of insurance

Fig. 2.4	 Percent civilian, non-institutionalized population insured by race/ethnicity

Fig. 2.5	 Percent of insured civlilian, non-institutionalized population by zip code

Fig. 2.6	 Number of healthcare professionals by type per 100,000 population

Fig. 2.7	 Percent of adults who visited a doctor last year, by race

Fig. 2.8	 Percent of adults who visited a doctor last year, by sector

Fig. 2.9	 Percent of adults who report visiting a dentist or dental clinic in the past year, by race

Fig. 2.10	 Percent of adults who report visiting a dentist or dental clinic in the past year, by sector

Fig. 2.11	 Percent of adult diabetics who check feet daily, by race

Fig. 2.12	 Percent of adult diabetics who have had Hemoglobin A1c checked in past year, by race

Fig. 2.13	 Percent of adult diabetics who have had Hemoglobin A1c checked in past year, by sector

Fig. 2.14	 Percent of adult diabetics seeing a doctor in past year, by race

Fig. 2.15	 Percent of adult diabetics seeing a doctor in past year, by sector

Fig. 2.16	 Percent of adult diabetics who have had a course in self-management, by race

Fig. 2.17	 Percent of adult diabetics who have had a course in self-management, by sector

Fig. 2.18	 Percent of women 50+ who have had a mammogram within the past two years, by race

Fig. 2.19	 Percent of women 50+ who have had a mammogram within the past two years, by sector
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Fig. 2.20	 Percent of women 21+ who have ever had a Pap test, by race

Fig. 2.21	 Percent of women 21+ who have ever had a Pap test, by sector

Fig. 2.22	 Percent of adults ever tested for HIV, by race

Fig. 2.23	 Percent of adults ever tested for HIV, by sector

Fig. 2.24	 Percent of adults 65 and older who have ever had a pneumonia vaccination, by race

Fig. 2.25	 Percent of adults 65 and older who have ever had a pneumonia vaccination, by sector

Fig. 2.26	 Percent of adults 65 and older who had a flu shot within the past year, by race

Fig. 2.27	 Percent of adults 65 and older who had a flu shot within the past year, by sector

Fig. 2.28	 Percent of COVID-19 vaccine-eligible population by vaccination status and age group, May 16

Fig. 2.29	 Percent of COVID-19 vaccine-eligible population by vaccination status and sex, May 16

Fig. 2.30	 Fully vaccinated COVID-19 vaccine-eligible population by race/ethnicity, May 16

Fig. 2.31	 NIS-Child immunization coverage estimates for the 4:3:1:3*:3:1:4 series

Fig. 2.32	 Percent of all (13-17) appropriately vaccinated against HPV (two- or three- dose regiment depending on age)

Fig. 2.33	 Percent of all (13-17) appropriately vaccinated against HPV by sex (two- or three- dose regiment depending on age)

Fig. 2.34	 Percent of adults who consumed fruits and vegetables 5+ times per day, by race

Fig. 2.35	 Percent of adults who consumed fruits and vegetables 5+ times per day, by sector

Fig. 2.36	 Percent of adults participating in 150 minutes or more of aerobic physical activity per week, by race

Fig. 2.37	 Percent of adults participating in 150 minutes or more of aerobic physical activity per week, by sector

Fig. 2.38	 Rate of opioid prescriptions per 1,000 adults in the past 12 months

Fig. 2.39	 Percent of adults who reported heavy alcohol use in last month, by race

Fig. 2.40	 Percent of adults who reported heavy alcohol use in last month, by sector

Fig. 2.41	 Percent of adults who currently smoke, by race

Fig. 2.42	 Percent of adults who currently smoke, by sector

S E C T I O N  3 :  W E L L - B E I N G ,  I L L N E S S  &  I N J U R Y

Fig. 3.1	 Percent of adults kept from usual activities for 5+ days a month due to poor physical or mental health, by race

Fig. 3.2	 Percent of adults kept from usual activities for 5+ days a month due to poor physical or mental health, by sector

Fig. 3.3	 Percent of civilian non-institutionalized population with a disability

Fig. 3.4	 Percent of civilian noninstitutionalized population with a disability by age

Fig. 3.5	 Percent of civilian non-institutionalized population with a disability by ZIP code

Fig. 3.6	 Percent of adults with self-reported fair or poor health versus better health, by race

Fig. 3.7	 Percent of adults with self-reported fair or poor health versus better health, by sector

Fig. 3.8	 Percent of adults by BMI category (overweight and obese), by race

Fig. 3.9	 Percent of adults by BMI category (overweight and obese), by sector

Fig. 3.10	 Number of births to mothers aged 15-19 per 1,000 females

Fig. 3.11	 Number of births to mothers aged 15-19 per 1,000 females by race

Fig. 3.12	 Number of births to mothers aged 15-19 per 1,000 females by zip code

Fig. 3.13	 Percent of births to mothers aged 15 to 44 with a BMI greater than or equal to 30 before pregnancy
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Fig. 3.14	 Percent of births to mothers with a BMI greater than or equal to 30 before pregnancy by age group

Fig. 3.15	 Percent of births to mothers with a BMI greater than or equal to 30 before pregnancy by zip code

Fig. 3.16	 Percent of births to mothers who received prenatal care in the first trimester

Fig. 3.17	 Percent of births to mothers receiving prenatal care in the first trimester by age (3-year average)

Fig. 3.18	 Percent of births to mothers who received no prenatal care

Fig. 3.19	 Percent of births to mothers who received no prenatal care by zip code

Fig. 3.20	 Percent of low birth weight births

Fig. 3.21	 Percent of low birth weight births by age (3-year average)

Fig. 3.22	 Percent of pre-term births

Fig. 3.23	 Percent of pre-term births by age (3-year average)

Fig. 3.24	 Number of new cases of Chlamydia per 100,000 population

Fig. 3.25	 Number of new cases of Chlamydia by age per 100,000 population

Fig. 3.26	 Number of new cases of Gonorrhea per 100,000 population

Fig. 3.27	 Number of new cases of Gonorrhea by age per 100,000 population

Fig. 3.28	 Number of new cases of primary and secondary Syphilis per 100,000 population

Fig. 3.29	 Number of new cases of primary and secondary Syphilis by age per 100,000 population

Fig. 3.30	 Number of new cases of early latent Syphilis per 100,000 population

Fig. 3.31	 Number of new cases of early latent Syphilis by age per 100,000 population

Fig. 3.32	 Number of new cases of HIV per 100,000 population

Fig. 3.33	 Number of new cases of HIV by age per 100,000 population

Fig. 3.34	 COVID-19 case rate per 100,000 population by ZIP code

Fig. 3.35	 COVID-19 cases and percent less than high school education zip code correlation

Fig. 3.36	 COVID-19 cases and percent associate’s or higher education zip code correlation

Fig. 3.37	 Rate of Pertussis, Hepatitis A and Hepatitis B per 100,000 population

Fig. 3.38	 Rate of Varicella and Mumps per 100,000 population 

Fig. 3.39	 Rate of Haemophilus influenza per 100,000 population

Fig. 3.40	 Percent of adults having one or more teeth removed because of decay or disease, by race

Fig. 3.41	 Percent of adults having one or more teeth removed because of decay or disease, by sector

Fig. 3.42	 Rate of children 0-14 tested for lead poisoning per 10,000 population

Fig. 3.43	 Percent of tested children aged 0-5 with elevated blood lead levels

Fig. 3.44	� Percent of adults who reported being told they have asthma by a doctor, nurse, or other health professional, 
by race

Fig. 3.45	� Percent of adults who reported being told they have asthma by a doctor, nurse, or other health professional, 
by sector

Fig. 3.46	 Age-adjusted lung and bronchus cancer incidence rate by race and sex per 100,000 population

Fig. 3.47	 Percent of adults told by a provider they have diabetes, by race

Fig. 3.48	 Percent of adults told by a provider they have diabetes, by sector

Fig. 3.49	� Percent of adults who have ever been told by a doctor or other health professional that they ave with pre-
diabetes or borderline diabetes, by race
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A P P E N D I X  E :  T A B L E  O F  F I G U R E S

Fig. 3.50	� Percent of adults who have ever been told by a doctor or other health professional that they ave with pre-
diabetes or borderline diabetes, by sector

Fig. 3.51	 Percent of adults who have ever been told they had angina or coronary heart disease, by race

Fig. 3.52	 Percent of adults who have ever been told they had angina or coronary heart disease, by sector

Fig. 3.53	� Percent of adults who have been told by a doctor, nurse, or other health professional that they have had a 
heart attack, by race

Fig. 3.54	� Percent of adults who have been told by a doctor, nurse, or other health professional that they have had a 
heart attack, by sector

Fig. 3.55	� Percent of adults who have ever been told by a doctor, nurse, or other health professional that they had a 
stroke, by race

Fig. 3.56	� Percent of adults who have ever been told by a doctor, nurse, or other health professional that they had a 
stroke, by sector

Fig. 3.57	 Number of hospital discharges by type per 10,000 adults 18+

Fig. 3.58	 Number of hospital discharges with a primary discharge diagnosis of diabetes per 10,000 population

Fig. 3.59	 Number of hospital discharges with a primary discharge diagnosis of injury per 10,000 population

Fig. 3.60	� Number of hospital discharges with a primary discharge diagnosis of cerebrovascular disease per 10,000 
population

Fig. 3.61	� Number of hospital discharges with a primary discharge diagnosis of hypertension or ischemic heart 
disease per 10,000 population

Fig. 3.62	� Number of hospital discharges with a primary discharge diagnosis of mental health/behavioral disorder 
per 10,000 population

Fig. 3.63	 Traffic accidents causing incapacitating injuries for pedestrians per 100,000 population

Fig. 3.64	 Traffic accidents causing incapacitating injuries for pedestrians per 100,000 population by zip code

Fig. 3.65	 Traffic accidents causing incapacitating injuries for cyclists per 100,000 population

Fig. 3.66	 Traffic accidents causing incapacitating injuries for cyclists per 100,000 population by zip code

Fig. 3.67	 Sexual assault crimes committed per 100,000 population

Fig. 3.68	 Sexual assault crimes committed per 100,000 population by zip code

Fig. 3.69	 Number of child abuse or neglect reports per 10,000 children aged 0-17

Fig. 3.70	 Number of confirmed child abuse or neglect victims per 1000 children aged 0-17

Fig. 3.71	 Number of confirmed child abuse or neglect victims per 1000 children aged 0-17 by zip code

Fig. 3.72	 Number of adult abuse or neglect reports per 1,000 adults

Fig. 3.73	 Number of confirmed adult abuse or neglect per 1,000 adults

S E C T I O N  4 :  D E A T H

Fig. 4.1	 Leading causes of death for ages 1-17, crude rate per 100,000

Fig. 4.2	 Leading causes of death for ages 18-64, crude rate per 100,000

Fig. 4.3	 Leading causes of death for ages 65 or older, crude rate per 100,000

Fig. 4.4	 Percent COVID-19 deaths by race and ethnicity. (N = 4,543, 609 cases missing race/ethnicity)

Fig. 4.5	 Percent COVID-19 deaths by zip code

Fig. 4.6	 COVID-19 deaths and percent Hispanic 65 or older zip code correlation

Fig. 4.7	 COVID-19 deaths and percent non-Hispanic White 65 or older zip code correlation
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Fig. 4.8	 Age-adjusted lung and bronchus cancer mortality rate by race and sex per 100,000 population

Fig. 4.9	 Infant mortality rate per 1,000 births by race and ethnicity of mother

Fig. 4.10	 Number of infant deaths per 1,000 births by race of mother (3-year average)

Fig. 4.11	 Deaths due to poisoning by chemical substance including drugs (crude death rate)

Fig. 4.12	 Suicide rate by age and sex per 100,000 population

Fig. 4.13	 Suicide age-adjusted rates by race per 100,000 population

Fig. 4.14	 Traffic accidents causing fatalities for cyclists per 100,000 population

Fig. 4.15	 Traffic accidents causing fatalities for cyclists per 100,000 population by zip code

Fig. 4.16	 Traffic accidents causing fatalities for pedestrians per 100,000 population

Fig. 4.17	 Traffic accidents causing fatalities for pedestrians per 100,000 population by zip code

Fig. 4.18	 Life Expectancy (3-year average)

Fig. 4.19	 Life Expectancy (3-year average) by Census Tract
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T H E  2 0 2 2  B E X A R  C O U N T Y  A N D  A T A S C O S A 
C O M M U N I T Y  H E A LT H  N E E D S  A S S E S S M E N T  I S 
P R E S E N T E D  A S  A  G I F T  T O  T H E  C O M M U N I T Y
B Y  T H E  B O A R D  O F  D I R E C T O R S  O F  T H E :

The Health Collaborative began informally in 1997 when “an 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 synergistic 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  |  2300 W. Commerce St, Suite. 301, San Antonio, Texas 78207  |  (210) 481-2573  |  elizabeth.lutz@healthcollaborative.net

Community Members

Stephen K. Blanchard

Charles L. Kight

Pilar Oates
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