Health and
Social Inequity
REPORT 2011

I N S A N TA C L A R A C O U N T Y

To the Residents of Santa Clara County,
We are proud to present the first “Health and Social Inequities” report for Santa Clara
County. This report focuses on social determinants that influence the health of Santa
Clara County residents and communities. A wealth of evidence has shown that factors
such as education, income, racism, employment, housing and neighborhood conditions have
a significant impact on the health and well-being of individuals and entire populations.
Social determinants create inequities that result in negative health outcomes for many
in our community. Unfortunately, people with low incomes and certain racial and
ethnic groups are disproportionately affected, resulting in significant health disparities.
A more thorough understanding of the social determinants of health in our communities
is needed to determine why people experience different health outcomes.
There are two main goals for this report. First, it provides descriptive data and information
about the health status, and factors that influence the health status, of Santa Clara
County residents. Second, while this report broadly depicts the health experience
of many segments of our community, it is meant to begin a community-wide dialogue
about the root causes of health inequities, and focus on justice and equity for all.
This report was developed by the Santa Clara County Public Health Department in
collaboration with The Health Trust and numerous and diverse stakeholders from
multiple sectors, including education, labor, academia, and non-profits who contributed
their expertise in the development of this revealing portrait of our county’s well-being.
Together with our community partners, the Public Health Department and The Health
Trust will continue to work for a healthier Santa Clara County by promoting access to
healthy environments, by targeting root causes of health inequities, and by keeping
these issues in the forefront.
Best regards,

Marty Fenstersheib
Health Officer

Dan Peddycord
Public Health Director

Frederick J. Ferrer
CEO, The Health Trust
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EXECUTIVE SUMMARY

Executive Summary
The Santa Clara County Public
Health Department’s mission is
to prevent disease and injury and
create environments that promote and protect the community’s health. American society has
made great strides in health over
the last century, yet in our work
to fulfill this mission, we have
observed persistent differences
in the health of various population groups.
The root causes of these differences are linked to social,
economic, and environmental
disadvantages that could be
prevented. In addition, several
new and very serious threats
to our health have arisen that
may increase these disparities.
We have reached the unavoidable conclusion that we will not
continue to see improvements in

“Interventions to improve
access to medical care
and reduce behavioral risk
have only limited potential
for success if the larger
societal and economic context in which people live is
not improved.”
The Institute of Medicine
the health of our entire population—and achieve true equity in
health outcomes—without changing the systemic conditions that
affect health.
To begin, we need to create a
much greater awareness that
health and well-being are directly
and indirectly influenced by
more than our genetic make-up
or medical care. Our health is
fundamentally tied to the social,
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economic, and institutional
conditions in which we live.
This report is intended to be
a first step and can be used as
a tool with which to begin a
community-wide dialogue
about the root causes of health
inequities. Through future
discussion and action, we can
build a platform for policies and
programs that directly addresses
the relationship between social
injustices and health. We can
then explore and advance
policy solutions that reduce
or eliminate health inequities.
As a community, we can take
a firm position on key issues
related to health inequities,
and set minimum standards
below which no individual
or group falls.
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An Investment Strategy
That Isn’t Working
The United States is one of the
richest countries in the world,
and leads the world in medical
research and medical care. We
spend more per capita on health
care than other industrialized
nations by a wide margin, yet
our actual health status as a
nation is full of contradictions:
• We rank 50th in life expectancy.
• We have a higher rate of
maternal deaths than at least
40 other countries.
• More than a third of U.S. adults 		
are obese.
If we dedicate more resources to
our health than any other nation,
why are we so far from being the
healthiest people on the planet?
The reason lies primarily in our
health investment strategy. Nearly 96 cents of every U.S. dollar
spent on health care goes to care
and treatment. That leaves very
little for public health prevention strategies. This intervention
model is not making us healthier
as a nation or as a community.
In fact, there is now a large
body of research showing that
only a small part of health can

be attributed to medical care or
genes. Other factors contribute
more to our health, including
employment, income, education,
neighborhood conditions, and
housing. In other words, where
people live, work, learn, and play
is even more important than the
health care they receive.
Unfortunately, choices and opportunities in these key areas of life
are limited by status or privilege
in society, and large segments
of our population experience persistent discrimination because of
race or ethnicity, gender, national
origin, and other factors. The resulting socioeconomic inequality
contributes to health disparities.
Institutions around the world,
including the World Health
Organization and local, national,
and international public health
departments, have uncovered
extensive evidence of health
disparities and their origins in
society. The Resources section of
this document contains a list of
published articles and reports.
However, until recently, the availability of this research has been
limited largely to professionals

in public health and related fields.
This Health and Social Inequity report, which draws on the work of
agencies and foundations across
the U.S. as well as data from Santa
Clara County, is our first attempt
to make this research available to
the public and community leaders
here in our county.
A New Way of Thinking
About Health
1. Health begins where we
live, learn, work, and play.
2. Everyone should have
the opportunity to make
the choices that allow
them to live a long, 		
healthy life, regardless of
their income, education,
or ethnic background.
3. Our neighborhood or job
shouldn’t be hazardous
to our health.
4. The opportunity for 		
health starts long before
we need medical care.
5. The opportunity for 		
health begins in our
families, neighborhoods,
schools, and jobs.
Source: Robert Wood Johnson Foundation
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Defining the Problem
in More Detail
While it’s true that the U.S. has
made great strides in health in
the last century, due in large
part to public health policies, the
benefits of these achievements
have not been distributed evenly
across various population groups.
Researchers have introduced
several concepts in describing
this situation:
• Social determinants of health 		
are factors beyond our genetic
make-up and our access to
medical care, including social 		
status, employment and
income, education, housing
and neighborhoods, and
access to nutritious foods.
• Health disparities are
differences in the incidence, 		
prevalence, mortality, and
burden of diseases and other 		
adverse health conditions
that exist among specific
population groups.
• Health inequities are health
differences that are directly 		
related to social inequities,
which are systematic, socially		
produced (and therefore
modifiable), and unfair.
• Health equity is the highest 		
level of health for all people, 		
which requires the absence of 		
disparities and is therefore an 		
issue of fairness and justice
with far-reaching implications 		
in our society.
The Bay Area Regional Health
Inequities Initiative (BARHII) is a
collaboration of local health departments in the San Francisco
Bay Area dedicated to confronting health inequities. BARHII has
used Hurricane Katrina and the

City of New Orleans to illustrate
the concept of health inequities.
In the aftermath of Katrina, our
nation saw a different side of New
Orleans that shocked and saddened us. We learned that the city
was deeply divided along racial
and class lines, with large historical pockets of poverty and its
attendant social problems experienced over multiple generations.
We also saw how Katrina affected
the poor much more deeply than
others; many of them have yet
to recover from the catastrophe
more than five years later.
Now BARHII points to what they
call “the constant hurricane of
public health” in the U.S.: persistent, serious health issues that
disproportionately affect the poor
and people of color. For example,
African-American babies are
more than twice as likely as White
babies to die in their first year.
African-American men live on
average 7 years less than White
men. And African Americans
have higher rates of heart disease,
stroke, hypertension, diabetes,
asthma, and certain cancers.
In fact, former U.S. Surgeon
General David Satcher and
his colleagues calculated that
over a 10-year period, nearly
177,000 deaths were averted
because of advances in
medical technology, but more
than 886,000 deaths could have
been avoided if we eliminated
the disparity between African
Americans and Whites.
Although racial inequality is
a significant source of health
inequity, socioeconomic status
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“If poverty were considered
a cause of death in the
U.S., it would have ranked
among the top 10 causes
of death in 1991.”
Krieger N, Williams DR,
Moss NE. (1997). Measuring
social class in US public
health research: Concepts,
methodologies, and
guidelines. Annual Review
of Public Health. 18, 341-378.
or class may have a greater
influence. The rich are healthier
than the middle class, and the
middle class are healthier than
the poor. Disease and death
rates are higher in areas that
have the greatest gap in income
between the rich and poor.
From 1979 to 2007, the income
gap tripled between the richest
1% of Americans and the middle
and poorest fifths of the country.
It is no coincidence that in 1980,
the U.S. ranked 11th in the world
for life expectancy, but in 2011
we rank 50th. The deterioration
of health among the poor
appears to offset any gains in
health experienced by the rich.
The recent economic downturn
might increase health inequities
even further.
Therefore, we may conclude
that the greatest threat to our
health in the U.S. today is the
large income gap. An investment strategy that redirects
resources to eliminating the
root causes of health inequities could do more to improve
health in the U.S. than improvements in medical care.
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fiFigure ES.1: Framework for Understanding and Measuring Health Inequities

Source: Bay Area Regional Health Inequities Initiative
A New Paradigm: Moving
Investment “Upstream”
In Santa Clara County, as in so
many other counties across the
U.S., health care costs are rising
rapidly with no relief in sight. The
vast majority of our healthcare
dollars are spent on what public
health professionals call “direct
services,” which follow a model of
intervention, not prevention. These
interventions largely focus on the

individual and are only remedial
in nature. They don’t address underlying conditions or causes in
the environment surrounding that
individual. They are also expensive and difficult to sustain.
These expenditures haven’t
made us healthier nor have they
solved the dilemma of persistent
health inequities. In Santa Clara
County, we are particularly concerned about evidence of a rising
epidemic in chronic diseases such
as diabetes, heart disease, stroke,
and some cancers.
During the last century in the
U.S., mortality rates were reduced
largely by combating infectious
diseases. Now we are in danger
of losing ground as higher mortality rates from chronic diseases
could eclipse these gains in life
expectancy. Our only recourse is
to find a new paradigm for combating disease that addresses the

root causes of health problems
and decreases health inequities.
BARHII has developed a very
helpful framework for understanding and measuring health inequities,
which takes into account the
complex and interrelated factors
that influence the health of a
community (Fig. ES.1).
According to the BARHII
framework, factors that influence
our health are either “upstream”
or “downstream,” and upstream
factors impact downstream
factors. Upstream are the social,
economic, institutional, and
environmental factors that lead
to health inequities. Downstream
are other factors that impact
our health, including individual
health behaviors, genetics,
health education, disease and
injury, and health care, and
finally, our overall health status
as measured by mortality rates
and life expectancy.
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As mentioned, social, economic, and environmental factors
have a major impact downstream. For example, if we
don’t earn a high wage and we
live in a lower-income neighborhood with higher crime, we
don’t have the same opportunities to exercise as people who
earn higher incomes and can
afford to live in safer neighborhoods with abundant parks
and walking trails. Therefore,
upstream factors impact our
ability to make certain health
choices and avoid health
problems like heart disease,
and lack of choice can result in
health disparities. Policies that
impact these social inequalities, like requiring all neighborhoods to be pedestrian-friendly,
would help to improve public
health.
Key Findings
Using our own research and
the BARHII model as a framework, this report identifies
eight social determinants of
health in Santa Clara County:
race/ethnicity, education,
income, employment,
immigration, housing,
access to health care, and
neighborhood conditions.
Chapter 1 provides a brief
historical overview of Santa
Clara County that explores
the origins of some of our
local health inequities. This
is followed by a chapter
about each of the eight
social determinants. The key
findings from each chapter are
summarized here. You can find

The Upstream Parable
People are being swept
“downstream by a river’s
raging water. The crowd on
shore works to pluck them
out of the rushing water,
but many are missed and
swept away. Lost. As most
of the crowd continues its
losing battle, a few trailblazers tromp upstream to
see exactly why all those
people are falling into the
river in the first place. They
identify the root cause of
the problem (people are
trying to cross a dangerous
river without having the
benefit of a bridge), come
up with a solution (build a
bridge), and put the solution into action. The result:
People stop falling into the
river. They are no longer at
risk and there is no need to
focus all the effort on pulling people out of the river
one at a time. That’s public
health policy at work.
Source: Upstream Public Health
the sources for our research in
the Resources section.
Race/Ethnicity
A growing body of evidence
points to the fact that differences in health outcomes
between racial groups are due
to the differences in our lived
experiences, and not to genetic
differences. The primary reason
for this is believed to be a long
history of racial discrimination
and inequality in the U.S. How
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groups of people are perceived
and treated in society is
also associated with their
socioeconomic status or class.
Lower socioeconomic status
translates into poorer health
through social isolation and
unequal access to the resources
that could help us live healthier,
longer lives. Therefore, the issues
of race/ethnicity, class, and
health are closely related.
Santa Clara County is truly
reflective of the multicultural
society that America is becoming.
Our racial/ethnic composition
is 35% White, 32% Asian, 27%
Hispanic, and 2.3% African
American. In addition, about
3% of the population is identified
as “other,” which includes two
or more races, according to the
2010 Census. While the White
population has declined by 19%
over the decade since the last
Census, the Asian and Hispanic
populations have grown by
33% and 19%, respectively.
By 2050, the White population
is projected to decline to 27%,
Hispanics are projected to increase to 43%, and the Asian and
African-American populations
are expected to decrease slightly.
Hispanics and African Americans are the most affected by
unequal access to health resources and by social inequalities that
have an impact on health. Therefore, the changing demographics
in Santa Clara County will result
in greater differences in health,
which in turn will impact our
health needs and demands for
resources in the coming years.
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Education
Education opens the doors to
opportunities and resources that
lead to a higher socioeconomic
status or class. More education
is associated with higher-paying
jobs and the related benefits like
financial security, health insurance, healthier working conditions, and social connections.
Education also gives us the
tools we need to make informed
choices about our health. People
who have more years of education tend to live longer and have
better health. Education also
affects health across generations
because children of more educated parents tend to be healthier
and do better in school.
While Santa Clara County
residents are better educated
than the rest of the state and nation, there are disparities
in educational attainment.
The county also suffers

from a serious academic achievement gap that could hurt the
health of our most vulnerable
young residents.
Students in school districts with
higher rates of poverty are at
greater risk for low academic
achievement. As a result, they
are more likely to have lowerwage jobs and fewer economic,
social, and health resources over
the course of their lives, repeating
the vicious cycle of poverty and
poor health.
Income
Those with higher incomes
are more likely to live longer,
healthier lives. More income leads
to resources that promote better
health, including access to
health care, nutritious food,
safe housing, and nurturing neighborhoods. On the other hand,
those living in poverty
face a number of hardships

that lead to poor health.
Poverty also has a significant
impact on children and can
affect health across generations.
Poor children are more likely to
suffer poor health, affecting their
ability to do well in school and
eventually earn a decent wage.
Santa Clara County has the second highest median household
income in the state ($88,848 in
2008), but there are significant
disparities, particularly when
we consider race/ethnicity,
gender, and age. For example,
median annual earnings vary
widely in our county by race/
ethnicity and gender, from a
high of $70,348 for White men
to a low of $22,747 for Hispanic
women. Those with lower
incomes have poorer overall
health as well as higher rates
of obesity and smoking, which
are risk factors for a number of
chronic diseases.
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Employment
Employment provides income
and other resources that lead
to better health. Depending on
our jobs, employment can also
give us a sense of purpose, social
contact, and opportunities for
personal growth. Conversely,
unemployment has been linked
to poor health, and those with
lower socioeconomic status are
more likely to work in occupations that have unhealthy working conditions and lack the type
of benefits needed to help them
stay healthy.
While the recent recession has
taken a serious toll on Santa
Clara County residents—2 in 5
Silicon Valley households have
experienced job losses since
the recession began three years
ago—some workers have been
disproportionately affected. Local and national trends indicate
that Hispanic residents, immigrants, those with less education, and older adults have been
hardest hit by the recession.
In addition, long-term unemployment in California has more than
doubled since 2007. Considering
that 83% of insured adults in the
county get their health coverage
through their employer, this has
serious implications for health.

Immigration
According to the U.S. Census,
38% of our residents were born
outside the U.S., the highest
proportion for any county in
California. Immigrants reside at
every point on the wide spectrum
of socioeconomic status in Santa
Clara County, from great wealth
to extreme poverty. Despite the
diversity of our immigrant population, research has shown that
simply being an immigrant does
have a measurable impact on an
individual’s health.

Housing
Lower-income families who are
persistently exposed to poor living conditions have higher odds
of suffering from serious illnesses.
Poor living conditions are usually rooted in poverty. They can
include structural problems, pest
infestations, mold, and toxins in
the home, overcrowding, and
noise, as well as pollution and
crime in the surrounding area.

New research has also revealed
a complex relationship between
homeownership and our health,
The likely reason is that being
with homeowners reporting betan immigrant influences every
ter health than renters, and those
other factor that affects health,
in foreclosure reporting the lowincluding educational attainment, est health status. Homelessness
income and employment opporis also a growing problem that
tunities, neighborhood and hous- can seriously impact the health
ing options, access to health care, of individuals and families.
and cultural norms, particularly
When looking at housing in Santa
those that impact diet and other
Clara County, four issues cause
health-related behaviors.
the most concern: lack of affordNearly 3 in 4 immigrants living
able housing, overcrowding,
in Santa Clara County have been foreclosure, and homelessness.
settled here for 10 years or longer. The recession and the rising rate
This is significant because imof foreclosures have exacerbated
migrants initially have an advanour local affordable housing
tage over U.S.-born residents in
crisis, forcing many families into
terms of health, but this does not substandard living conditions.
appear to last past the first five
Foreclosure disproportionately
years. In a recent survey, more
affects low-income people, and is
than half of recent immigrants
reported their health as excellent, considered a cause of disparities
in health and health care in the
compared to nearly a quarter of
county. In addition, the number of
those who have lived in the U.S.
chronically homeless individuals
more than five years.
has risen 30% since 2007. HealthThe children and grandchildren
related causes (including the cost
of immigrants also experience
of health care) play a large role in
poorer health and reduced life ex- homelessness.
pectancy, perhaps because they
are more likely to be poor, have
less access to health care, adopt
the American diet and sedentary
lifestyle, and experience weaker
social connections.
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Access to Health Care
Those of us who have health
coverage are much more likely
to have access to regular health
care, including health screenings and other preventive
services that can help us avoid
chronic disease. But transportation, language, and cost are also
factors in accessing health care.
Even if we have health insurance, it may not cover enough
of the costs to make it possible
to regularly access needed
healthcare services. Access can
be limited if we aren’t able to
get to doctor’s appointments
or can’t communicate with our
healthcare provider.
While most adults and children
in Santa Clara County have
health insurance, the number
of uninsured has grown at an
alarming rate. The percentage
of adults without health coverage rose from 8% in 2000 to 18%
in 2009. In addition, there are
large disparities when we
look at coverage rates by
race/ethnicity, education, and
immigration status. Consider
that 37% of Hispanic residents
in the county are uninsured
compared to only 8% of Whites.

Neighborhood Conditions
Just as conditions in our homes
affect our health, the places surrounding our homes also have
a relationship with our health.
More than 100 years of research
reveal that even after accounting
for other differences among the
people who live in a specific area,
the characteristics of their neighborhood can be proven to impact
their health. These characteristics are usually divided into three
categories: physical, social, and
service.
In Santa Clara County, higher
percentages of Hispanic and
African-American residents live
in poor neighborhoods compared
to the general population. Residents in low-income areas of our
county are also more likely to be
exposed to the harmful effects of
pollution in their neighborhoods.
The social environment includes
crime and other safety concerns,
and more than a third of all adults
in Santa Clara County reported
that crime, violence, and drug
activity are a problem in their
neighborhood. This not only
causes fear and stress, it discourages walking and other forms of
exercise. An important aspect of
the service environment is retail
outlets and our poorer neighborhoods have a high number of
stores that sell unhealthy food,
alcohol, and cigarettes.

Health is Wealth
As the Robert Wood Johnson
Foundation reminds us, “the
health of America depends on
the health of all Americans.”
Good health improves our personal productivity and contributions to our communities, which
in turn creates a healthier and
happier society. Health inequities not only keep us from being
as healthy as we should be, they
also result in enormous economic, social, and personal costs. This
is why we, as a nation and a community, need to be concerned
about growing health inequities.
However, these are very complicated issues that raise a
number of important questions.
This report is intended to be
the beginning of a community
dialogue about health inequities
in Santa Clara County. In the
Conclusion, we consider where
we might choose to go from here
to address health inequities and
promote better health for all.
“
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Historical Narrative
The following brief narrative
gives an overview of Santa
Clara County’s history, focusing
primarily on its economy and the
growth of its largest population
sectors. It provides an insight
into the role history plays in
shaping social determinants that
influence the quality of life and
the physical and mental health
of our residents. In particular, we
are concerned about the origins
of poverty, social exclusion, cultural loss, discrimination, racism,
and lack of equal opportunity
and power. It is through understanding the origins of these
aspects of life in Santa Clara
County that all entities involved
in public health can begin to
address the root causes of health
disparities.
A Population Shaped
by Immigrants
Santa Clara Valley’s original
Native American inhabitants,
the Ohlone, lived peacefully for
more than 1,000 years before the
arrival of Gaspar de Portola and
Father Junipero Serra in 1769. In

1777, the Spanish established the
Valley’s first mission and pueblo,
Mission Santa Clara de Asís, along
the banks of the Guadalupe Creek.
The first census of the Pueblo of
San Jose was taken in 1830 and
recorded 524 inhabitants.
Since the arrival of the Spanish,
Santa Clara County has always
attracted new waves of people
from inside and outside the
United States. The first White
European settler, John Gilroy (for
whom the town of Gilroy was
later named), came to the area in
1814. He married into a Spanish
family, a practice that was common among early White inhabitants of the area. It is estimated
that by 1830, there were still only
100 or fewer “foreigners” in the
area. Whites did not begin to
come to California in large numbers until the overland route was
opened in 1841.
After nearly half a century of
Spanish rule in California, the
Mexican Revolution in 1821
brought an era of Mexican leadership, which lasted until 1846.

California was acquired by the
United States under the terms
of the 1848 Treaty of Guadalupe
Hidalgo following the defeat of
Mexico in the Mexican-American
War. It was admitted to the Union
as a free state in 1850, when
Santa Clara became one of the
state’s original 28 counties and
San Jose was briefly the state
capital.
The Agricultural Economy
and its Workers
By the 1850s, agriculture flourished in Santa Clara Valley due
to the expansion of railroads into
the area, abundant sources of
water, and a favorable climate.
The area became known as the
“Valley of Heart’s Delight.” Ethnic
and immigrant farmers of many
nationalities, as well as U.S.
citizens, contributed to the agricultural economy and helped to
make it a great source of wealth
for the region.
Although many towns began to
spring up in Santa Clara County
in the following decades, the
area remained largely rural
and agricultural until after World
War II. In addition to crop farming and seed production, fruit
processing also became a major
local industry. By 1939, San Jose
had become the largest canning
and dried-fruit packing center
in the world, and this industry
remained vital to the economy
throughout the 1950s.
People of various ethnic
groups have provided
seasonal agricultural labor
since the first commercial
farms were established
in California.
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Chinese workers were among
the first to come to the region in
large numbers to work as farm
laborers, but ethnic tensions and
the Chinese Exclusion Act of 1882
caused their numbers to dwindle
dramatically. In the ensuing years,
Japanese people were recruited
to work as migrant farm laborers.
However, by the 1920s, the
majority of the state’s farm labor
population came from Mexico,
driven north by the Mexican
Revolution and the prospect of
steady work and better wages.
Filipino workers also came in
large numbers between 1910 and
1930 in search of work in California. During World War II, an
arrangement was made between
the United States and Mexican
governments to provide Mexican
agricultural workers to growers. It continued after the war,
becoming known as the Bracero
Program, until it ended in 1964.
Workers who performed difficult physical labor in the fields
received very low wages, and
often had to pay corrupt labor
agents to secure their jobs. Most
had no access to clean water
or toilets during the work day.
They were regularly exposed to
dangerous pesticides, and many
were injured and died each year
in preventable accidents. Living
conditions in the migrant camps
were not any better. Housing
was unfairly priced, overcrowded, and often lacked running
water, indoor toilets, heat, or electricity. Workers were commonly
forced to buy overpriced goods in
stores owned by growers, which
kept them in debt and unable to
escape hardship. Their average
life expectancy was just 49 years.

Farm workers also experienced—and still face—active
racial and class discrimination
at all levels of society. Social
policies that reflected prejudice
against poor people of color perpetuated the degrading conditions of their lives. In particular,
they were denied the economic
rights that most other American workers had gained by the
1960s. For example:
• Agricultural workers
were omitted from federal
legislation that granted the
right to organize labor unions
• They were excluded from
Social Security and therefore
had no access to unemploy
ment and disability insurance
• They had no guaranteed
minimum wage
• Agriculture was exempt
from child labor laws
• The state laws that did govern
the treatment of agricultural
workers were ignored by
the growers and went
largely unenforced
To address these injustices,
farm workers repeatedly tried
to unionize. In 1962, a young
Chicano named Cesar Chavez
started the National Farm
Workers Association (NFWA)
along with Dolores Huerta. For
three years, Chavez traveled
across California, meeting with
farm workers and building the
organization. Then in 1965, he
formed an alliance with Filipino
labor leader Larry Itliong and
in 1966, the NFWA and the
Filipino-American Agricultural
Workers Organizing Committee
(AWOC) merged to form
the United Farm Workers
(UFW) union, affiliated with
the AFL-CIO.

The struggles of poor farm
workers and the UFW against
rich, powerful growers gained
national attention and support.
Big growers were eventually
forced to sign contracts with
the union; smaller growers
followed suit. The UFW also
lobbied for legal reform and in
1975, it won the enactment of a
California statute that became
the nation’s first Agricultural
Labor Relations Act (ALRA),
which established the Agricultural Labor Relations Board.
Most observers agree that
the UFW peaked in power
and numbers in the 1970s. It
continues today as a labor union
and an advocate for the rights
of farm workers and immigrants,
who still comprise the majority
of agricultural workers in
California and the U.S. Despite
some improvements in
field conditions—including
wider-spread use of protective
clothing, better sanitation, and
some instances of healthcare
coverage—agricultural working
conditions are in many cases
similar to the time when Cesar
Chavez started the farm workers’ struggle. Farm jobs are still
rated among the most dangerous occupations in the U.S.
Today, urban growth and the
rise of the high-tech sector in
Santa Clara Valley have replaced
most of our farms, orchards, and
vineyards with office parks and
housing tracts. After the decline
of agriculture, most Mexican
immigrants sought employment
in industries such as construction and the service industry. For
example, 76% of janitors in Santa
Clara County are Hispanic.
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C H A P T E R 1 : H istorical N arrative

The Growth of the
Computer Industry
The origin of Silicon Valley
is associated with the iconic
story of Bill Hewlett and Dave
Packard, who founded HewlettPackard Co. in 1939 in a rented
garage in Palo Alto. Their first
product was an electronic test
instrument used by sound
engineers. The silicon-based inventions most associated with
the actual birth of the computer
industry are the semiconductor
(1947), the Integrated Circuit
(IC) (1958), and the first microprocessor (1971). The term
“Silicon Valley” was coined by
journalist Don C. Hoefler in 1971
in Electronic News. By then,
several other large technology
firms had opened facilities in
Palo Alto, San Jose, and neighboring cities.
Those early inventions gave
rise to the personal computer
revolution, beginning with the
introduction of the Apple 1 in
1976, and followed by the introduction of the IBM PC in 1981.
The next major phase of development in Silicon Valley came
with the invention of hypertext
mark-up language (HTML),
which is the basic building
block of web pages. In 1993,
the first browser for the World
Wide Web was introduced. Although the digital Internet had
existed for decades before the
Web, web browsers enabled it
to become widely used by businesses and individuals.

The Next Waves of
Immigration
The growth of the technology
industry spawned a new wave
of immigration. Today, the leading countries of origin for immigrants in Santa Clara County
are Mexico, Vietnam, the
Philippines, India, the People’s
Republic of China, Taiwan, and
Iran. Although it may seem that
newer immigrants who come
to work in the tech sector have
little in common with the poor
migrant laborers who came
before them, there are some
interesting parallels.
First, the rapid growth in nonHispanic foreign-born workers
in Silicon Valley is most associated with the creation of the H-1
program established with the
Immigration and Nationality
Act of 1952. Originally intended
to admit temporary workers
during labor shortages by
exempting them from existing
immigration quotas, it is a government-sponsored labor supply
program that bears some resemblance to the Bracero Program.
Second, foreign workers are
required to return to their home
countries if they lose their jobs,
or if their H-1B visas expire and
are not renewed by their employers. This effectively keeps
workers tied to their present employers, limiting their workforce
mobility. (This is something that
farm workers have experienced
for decades due to employer
practices that restrict advance-
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ment and perpetuate povertylevel conditions.) Workers with
H-1B visas are also at risk of deportation if their company lays
them off or shuts down, as has
become increasingly common
during the present recession.
The comparison of these
two programs is especially
interesting given the current
anti-immigrant sentiment in
the U.S. It appears that most
citizens are not aware of the
active role the U.S. government
and businesses have historically played—and continue to
play—in bringing immigrants
here. In fact, substantial private
and public resources have been
invested in convincing people
of other nations to live and
work in the U.S.
Here the similarities between
the two immigrant groups end,
however. Silicon Valley has long
been a magnet for educated
workers from around the world
and the H-1B visa has played a
key role in their presence here.
An H-1B visa allows a U.S. employer to fill a position with
a qualified worker from abroad
if he or she has a U.S. degree
or an acceptable foreign equivalent in the field specifically
associated with that position.
Thus the H-1B visa program
favors an educated foreign-born
workforce. Many of them have
gone on to become entrepreneurs and now rank among
some of the Valley’s wealthiest
and most influential citizens.
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In fact, in 1999, it was estimated
that about 1 in 4 high-tech firms
in the Valley were founded by
immigrants. U.S. Census data
shows that in 1990, immigrants
accounted for 32% of the region’s
scientific and engineering workforce. Two-thirds of these skilled
immigrants were from Asia; 51%
were Chinese (from Taiwan or
Mainland China) and 23% were
from India. The Asian population
in Santa Clara County actually
grew from 8% to 32% from 1980
through 2010.
Any review of Asian immigration
to Santa Clara County must include the large groups of people
who fled Vietnam after the fall
of Saigon in 1975. Resettlement
of Vietnamese refugees in Santa
Clara County began after the
1979 establishment of the U.S.
government’s Orderly Departure
Program. Today, the largest concentration of Vietnamese Americans is in San Jose, where they
form the second largest ethnic
group after Mexican Americans
and comprise nearly 10% of the
total city population. From the
time of the first refugees’ arrival,
Vietnamese residents have been
employed in the region’s technology businesses, primarily beginning as low-paid, low-skilled
production workers.
Today, Asian immigrants as a
whole make up nearly half of the
workers in semi-skilled assembly
line positions and about 40% of
the unskilled workers in the hightech industry. It’s also interesting
to note that some researchers

estimate that immigrant women
(Asians and others) make up
68% to 90% of Silicon Valley’s
high-tech manufacturing labor
force. These workers sometimes
labor under difficult and dangerous conditions, often for very
low pay, especially temporary
workers whose companies contract to larger firms.
Economic Decline and the
Rise in the Income Gap
Rapid expansion and investment in the Silicon Valley
technology sector is one of the
major causes of the dot-com or
Internet bubble that started in
the mid-1990s and collapsed after the stock market underwent
a steep decline beginning in
March 2000. During the bubble
era, stock and real estate prices
reached unprecedented levels
largely through speculation. In
the aftermath, many companies
filed bankruptcy and Silicon Valley workers at all socioeconomic
levels experienced waves of
layoffs.
This was followed not long after
by 9/11, which caused further
decline in the sector. Job loss
has also been exacerbated by
the steady growth in outsourcing of technology jobs, both
skilled and unskilled, to foreign
countries. While wages and jobs
in Silicon Valley have always
been subject to a relatively high
degree of fluctuation, from 20002010, high-tech workers on average experienced a 12% drop in
pay and the area now has about
25% fewer tech jobs.

Nationwide, the percentage of
unemployed workers who have
been out of a job six months or
longer has grown to levels not
seen since the Great Depression.
Given the long duration of the recession and the weakness of the
recovery, it seems possible that
many more workers will continue joining the large group that
already has been unemployed
for one year or more. Many of
the very long-term unemployed
eventually leave the labor force
permanently, and some of those
end up on the disability rolls.
Economic trends have unfavorably affected workers and
expanded the income gap in
America to the largest of any industrialized nation. For example:
• The difference in after-tax
income between the richest
1% of Americans and the
middle and poorest fifths of
the country more than tripled
between 1979 and 2007.
• In the last 25 years, the income
of top earners has increased
81%, while wages for those
on the low end of the pay scale
have stagnated or declined.
• The top 1% of American
households holds more
wealth than the bottom
90% combined.
• Today, 1 out of every 5
American children lives
in poverty.
Unfortunately, our health as
a nation has followed suit. In
1990, the U.S. ranked 27th in
the world for life expectancy;
in 2011 we ranked 50th.
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CHAPTER 2: RACE/ETHNICITY

Race/Ethnicity

Why is it important?
Researchers are increasingly
questioning the theory that
humans are separated into
biologically distinct groups called
“races.” Instead, race is being
viewed as a concept created by
human society and not a biologic
determinant. Ethnicity is derived
from culture and heritage, and is
frequently associated with race.
Like many of our colleagues in
the field of public health, we will
use these terms together.
In this report, race/ethnicity will
be described using four abbreviated categories: African American, Asian, Hispanic, and White.
It needs to be acknowledged,
however, that there is diversity
within each of these groups. For
example, most of the health and
socioeconomic indicators among
Asians in Santa Clara County are
at or above average compared to
the other racial/ethnic groups,
but if we separate the Asian subgroups based on their national
origin, health and socioeconomic

status, indicators range from poor
to very good. In addition, there is
a growing number of people who
are of mixed race and may not
identify with only one group. Our
understanding of the relationship
between race/ethnicity and our
health is still evolving, but more
evidence points to the fact that
differences in health outcomes
between racial groups are due to
the differences in our lived experiences, and not to genetic differences. The primary reason for this
is believed to be discrimination,
which is unfair treatment on the
basis of race/ethnicity.
This reflects a long history of
racial inequality in the U.S.
Although all explicit forms of discrimination on the basis of race
or ethnicity have been outlawed,
racial segregation continues in
housing and neighborhoods,
and so does racial bias that limits
economic and social opportunities for people of color. Racism
has a big impact on society. Some
individuals and groups are put

at an unfair disadvantage. Race
is“an indirect marker for culture,
socioeconomic status, and genetic
makeup. According to the Centers
for Disease Control and Prevention, racism is classified into three
categories: institutionalized, personally mediated, and internalized.
Institutionalized racism is the
process of purposely discriminating against certain groups of
people through the use of biased
laws or practices. Often, institutionalized racism is subtle and manifests itself in seemingly innocuous
ways, but its effects are anything
but subtle. An example of this type
of racism is the redlining of districts to keep certain people from
moving into a new neighborhood,
pervasive in the financial industry
in the 1950s and 60s. Personally
mediated racism is racism characterized by a person’s prejudice and
discrimination. Internalized racism
includes self-devaluation and
is often characterized by the
acceptance by the stigmatized
race of negative messages about
their abilities and intrinsic worth.
How groups of people are
perceived and treated in society
is also associated with their socioeconomic status or class, which is
a combination of family income,
education level, occupation, and
other factors. As explained in later
chapters, lower socioeconomic
status translates into poorer health
through social isolation and unequal access to the resources that
could help us live healthier, longer
lives. The differences start even
before birth and continue through
death. Therefore, the issues of
race/ethnicity, class, and health
are closely related for all of us.
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What does the data tell us
about Santa Clara County?
Santa Clara County is truly reflective of the multicultural society
that America is becoming. Our
racial/ethnic composition is 35%
White, 32% Asian, 27% Hispanic,
and 2.3% African American.1
In addition, about 3% of the
population is identified as “other,”
which includes two or more
races, according to the 2010
Census. While the White population has declined by 19% over the
last two decades since the 1990
Census, the Asian and Hispanic
populations have grown by 33%
and 19% respectively.2 By 2050,
the White population is projected
to decline to 27% while Hispanics
are projected to increase
to 43%. Both the Asian
and African-American
populations are expected to
decrease slightly3 (Fig. 2.1).
Hispanics and African Americans
are the most affected by unequal
access to health resources, so
it follows that changing demographics in Santa Clara County
will result in greater differences
in health. This will impact our
health needs and demands for
resources in the coming years.

Figure 2.1: Population Projections by Race/Ethnicity, 2000-2050
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CHAPTER 2: RACE/ETHNICITY

Map 2.1: Racial/Ethnic Plurality by Census Tracts
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Source: U.S. Census Bureau, 2005-2009, American Community Survey, 5-Year Estimates
While Santa Clara County has
well-integrated areas, residents of
specific racial/ethnic groups are
generally concentrated in certain
parts of our county (see Map 2.1 ).
On the western side, tracts have
a predominantly White population, while in the southern part of
the county, and in East San Jose,
many tracts have a Hispanic
majority. The eastern side of the
county has many tracts with a
predominantly Asian population.4
In general, Hispanics are the most
segregated group in the county.
Mortality rates are an important
indicator of health in a community. While mortality rates from
all causes in Santa Clara County
decreased over the past decade,
racial/ethnic differences still exist.
African-American residents continue to have the highest mortality
rate, followed by Whites, Hispanics, and Asians. 5

It is also troubling that the infant
mortality rate for African Americans (10.1 per 1,000 live births)
continues to be two to three times
higher than that of any other racial/ethnic group. Hispanics had
the next highest infant mortality
rate (4.1), followed by Asians (3.3)
and Whites (2.9).6
Perception of health is another factor that is closely tied to our actual
health status. Higher percentages
of African-American and Hispanic
adults in our county report fair or
poor general health compared to
White and Asian adults (Fig. 2.3).
Questions regarding poor mental
health yield the same results.7
Interestingly, the same pattern
holds in perceptions of racism
here. High percentages of White
(90%) and Asian (87%) adults view
their community’s tolerance of
people of other races and cultures
as generally good to excellent,
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while only 68% of Hispanics and
74% of African Americans share
that perception.8
Social support is essential for
overcoming all kinds of life stress,
and is one of the most important
factors in predicting the physical
health and well-being of people
from childhood through old age.
For youth, social support includes
the involvement and trust of responsible adults, the ability to participate in group activities outside
of home or school, and belonging
to clubs or teams. Among our
middle and high school students,
lower percentages of Hispanic and
African-American children report
that they have social support compared to White and Asian children.
It is therefore not surprising that
higher percentages of Hispanic
and African-American children
report being involved in physical
fights and feeling hopeless than
White and Asian children.9
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While there have been improvements in life expectancy and the
rates of some infectious diseases
within the U.S. population as a
whole, socioeconomic and racial/
ethnic inequalities generally have
not decreased. In fact, some studies have shown widening gaps in
health and health-related behaviors. In California, for example,
life expectancy for African Americans is still considerably lower
than Whites (a difference of
7 years among men and 5
years among women).10
African-American women at
every socioeconomic level in the
U.S. have higher rates of preterm birth and infant mortality.
Incredibly, these rates exceed
those of White women who have
not even finished high school
and those of Black women who
emigrated to the U.S. from other
countries. For example, infant
mortality in White women with
a college degree or higher level
of education in the U.S. is 4 per

Figure 2.2: Age-Adjusted Mortality Rates by Race/Ethnicity
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How does it impact health?
Racial/ethnic bias can limit where
we live, learn, work, and play,
and this is why race and ethnicity
contribute to disparities in health.
Reduced or unequal access to
employment, housing, education,
healthcare, and other resources
decreases the social standing and
socioeconomic status of specific
groups. In addition, the experience of discrimination erodes our
sense of control over our lives and
our ability to participate in society.
Negative emotional reactions to
discrimination create stress and
mental health issues.

2000
’01
’02
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Source: California Department of Public Health, 2000-2008 Vital Statistics
1,000 births, while the rate is 12
per 1,000 for similarly educated
African-American women in
the U.S.11
Our Hispanic residents, however,
have lower mortality rates in spite
of having a higher prevalence
of risk factors (Fig. 2.2). Cultural
factors like family structure,
lifestyle behaviors, and social
networks may somehow shield
Hispanics from some of the
consequences of discrimination
and low-socioeconomic status.
This “Latino paradox” has been
found not just in Santa Clara
County, but also at national and
state levels across the U.S.

’07

’08

In the remainder of this report, we will
detail the most significant differences
in health outcomes for racial/ethnic
groups in Santa Clara County as they
relate to these key factors:
• The educational and
employment opportunities
available to us, both of which 		
are major influences on income 		
(Chapters 3, 4, and 5)
• The experiences of those of
us who have immigrated to
the U.S. (Chapter 6)
• The neighborhoods in which we
live and the quality of the housing
available (Chapters 7 and 9)
• Our ability to access the
healthcare system in order
to stay healthy (Chapter 8)

Figure 2.3: Percentage of Adults Who Reported General Health as Fair or Poor by Race/Ethnicity
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Source: Santa Clara County Public Health Department, 2009 Behavioral Risk Factor Survey
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Education
Why is it important?
While most of us know education
is important, we may not realize
the significant impact it has on
our health. In fact, education may
be the most powerful social determinant of health because it opens
the doors to opportunities and
resources that lead to a higher
socioeconomic status or class.
More education is associated
with higher-paying jobs and
the related benefits like financial
security, health insurance,
healthier working conditions,
and social connections. But
even when taking income into
account, a large body of
evidence links education with
health. That may be because
education gives us the tools we
need to make informed choices
about our health.
People who have more years of
formal education tend to live longer and are more likely to experience better health for a number
of reasons. One reason is that
education provides the knowledge and skills needed to get
a good job, and employment
and income are key factors in
determining how healthy we are.

As mentioned, another important reason is that education can
increase our health knowledge
and cognitive skills, enabling us
to make better-informed health
choices. Those with more education tend to engage in healthier
behaviors and stay on top of new
evidence or advice about health.
For example, they are more
likely to exercise regularly, avoid
tobacco, and get timely health
checkups and screenings.
In addition, education is linked
with social and psychological factors that affect our health. These

include having a sense of control
over our lives, our social standing, and the social support
we receive. These factors can
improve health by reducing
stress, influencing health-related behaviors, and providing
practical and emotional support.
Also important to note is that
education affects health across
generations. Parents’ educational attainment is linked to their
children’s health as well as their
success in school, both of which
have a significant impact on their
children’s health as adults.
Babies of more educated women
are less likely to die before their
first birthdays, and children of
more educated parents tend to be
healthier and do better in school.
These children are born into a
higher socioeconomic status and
all the advantages and resources
that come with it. Conversely,
children born to parents with
less education tend to face more
obstacles.
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What does the data tell us
about Santa Clara County?
While Santa Clara County
residents are better educated
than the rest of the state and
nation, there are disparities
in educational attainment.
A third of our population has
only a high school diploma or
even fewer years of schooling,
preventing them from getting
the high-paying jobs that are
a hallmark of Silicon Valley.1

The disparities become clear
when we consider race/
ethnicity as shown in Figure
3.1. More than 8 in 10 Asian
and White adults, and 7 in 10
African-American adults have
completed at least some
college classes compared to
only 3 in 10 Hispanic adults.
In addition, 64% of Hispanics
and 42% of Vietnamese have
at most a high school diploma
compared to 20% of Whites.1

When we look at our
general population, 44% of
adults ages 25 or older in
Santa Clara County have
a bachelor’s degree or
higher level of education
compared to 29% in
California and 27% in the
U.S. There is also a smaller
proportion of adults in the
county who did not complete
high school or have only
a high school diploma:
32% compared to 42% in
California and 45% in the U.S.1

County data on immigrants’ educational attainment shows that
immigrants fall into two groups:
they tend to have either a very
high level of education or a very
low level of education. Consider
that 46% of immigrants have
a bachelor’s degree or higher
level of education compared
to 42% of U.S.-born residents.
But at the opposite end of the
spectrum, 22% of immigrants
did not complete high school
compared to 7% of U.S.-born
residents1 (Fig. 3.2).

Figure 3.1: Educational Attainment Among Adults Ages 25 Years or Older by Race/Ethnicity
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The fact that education and
income are closely tied is apparent in Santa Clara County.
Residents who live in our
poorer neighborhoods are
more likely to have attained
fewer years of education. For
example, half of the adults
ages 25 or older who live in
areas where at least 20% of
residents have incomes at or
below the Federal Poverty Level
did not complete high school or
have only a high school diploma.1
County residents who have more
education tend to have higher

Figure 3.2: Educational Attainment Among Adults Ages 25 Years or Older by Country of Birth
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incomes. Maps 3.1 and 3.2 show
how the geographic distribution
of various educational attainment
levels corresponds to median
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household income in Santa Clara
County. Areas with lower household incomes also have lower
levels of educational attainment.

Map 3.1: Educational Attainment Among Adults Age 25 Years or Older, High School Graduation or Less
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Source: U.S. Census Bureau, 2005-2009, American Community Survey, 5-Year Estimates

H E A LT H A N D S O C I A L I N E Q U I T Y I N S A N TA C L A R A C O U N T Y

CH A P T E R 3 : E D U C AT I O N

Map 3.2: Median Household Income by Census Tracts
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The county also suffers from a
serious academic achievement gap that could negatively
impact the health of some of
our most vulnerable young
residents. Students in school
districts with higher rates of
poverty—indicated by the percentage of students enrolled in
the free or reduced-price lunch
program—are at greater risk for
low academic performance.
These school districts also
have a greater percentage of
students who are English-language learners and/or Hispanic
or African American compared
to other school districts. In
addition, they have lower

Academic Performance
Index (API) scores and lower
percentages of students who
are proficient in math, science,
and language arts, as well as
higher dropout rates and lower
percentages of students who
are eligible for college.2
The academic achievement gap
can also be seen in high school
graduation rates. Asian/Pacific
Islander students (92%) have the
highest high school graduation
rate followed by White (89%)
students. African-American
(75%) and Hispanic (69%)
students have the lowest high
school graduation rates.
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Map 3.3: High School Dropout Rates by School District
Milpitas
Unified

Palo Alto
Unified

680

237

Mountain
View-Los
AltosUnion

280

Fremont
Union High

880

Santa Clara
Unified
17

87

East Side
Union High

Campbell

85 Union High
101

Los Gatos
Saratoga
Joint Union

San Jose
Unified

Morgan Hill
Unified

High School
Dropout Risk
Low Risk (<=5%)
Moderate Risk (5-10%)
High Risk (>10%)
No data

Gilroy
Unified

Source: Santa Clara County Public Health Department, California Department of Education
The percentage of students who
graduate with courses required to
enter a university also varies by
race/ethnicity, with 64% of Asian/
Pacific Islander students, 56%
of White students, 34% of AfricanAmerican students, and 26%
of Hispanic students graduating
with the required classes.
This achievement gap puts
students in poorer neighborhoods
at a disadvantage when it comes
to attaining higher levels of
education. As a result, they are
more likely to have lower-wage
jobs and fewer economic, social,
and health resources over the
course of their lives.
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Map 3.4: Percentage of Overweight/Obese High School Students by School District
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Palo Alto
Unified
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Santa Clara
Unified
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San Jose
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Morgan Hill
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Percentage of Overweight/
Obese Students
Low Risk (<=17%)
Moderate Risk (17-24%)
High Risk (>24%)
Data not reported

Gilroy
Unified

Source: Santa Clara County Public Health Department, 2007-2008 California Healthy Kids Survey
How does it impact health?
Poor academic achievement is
associated with poorer health
as shown in Maps 3.3 and 3.4.
For example, areas with higher
dropout rates correspond to
areas with higher percentages
of students who are
overweight or obese.
When looking at adults, those
with higher levels of education
tend to experience better health
and lower rates of disease. They
are less likely to suffer from high
blood pressure, emphysema, or
diabetes, which can seriously
impact quality of life. Those with

more education are less likely
to report they are in poor
health or suffer from anxiety
or depression. They also report
spending fewer days in bed
or not at work because of
disease, and they have fewer
functional limitations.
The more education people have,
the more likely they are to report
their health as good, very good,
or excellent. As shown in Figure
3.3, a higher percentage of adults
with at least a bachelor’s degree
reported their general health
as good or better compared to
adults who have less education.3
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People with higher levels of
education also tend to have
more health-promoting
behaviors, including eating
more fruits and vegetables
and other healthy foods,
getting regular physical
activity, and refraining from
smoking or drinking too much
alcohol. For example, 13% of
adults with a high school
education or less are current
smokers compared to 5% of
adults with a bachelor’s degree
or higher level of education.3
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Those with more education
are also more likely to change
their behavior in response to
new evidence, health advice,
and public health campaigns
(about the risks of smoking, for
example).
Having a sense of control over
our lives also improves health.
Higher levels of education
have been linked with greater
perception of personal control,
which fosters skills, habits and
attitudes—such as problemsolving, purposefulness, selfdirectedness, perseverance
and confidence—that contribute to people’s expectations
that their own actions and
behaviors shape what happens
to them. Increased sense of
control in turn has been linked
with higher levels of self-rated
health, lower levels of physical
impairment, and decreased
risk of chronic conditions.

Figure 3.3: Percentage of Adults Reporting Their General Health as Good or Better by Educational Attainment
High school or less

100%

Bachelor or more

80%
60%
40%
20%
0%

SCC

White

African American

Asian/Pacific
Islander

Hispanic

Source: Santa Clara County Public Health Department, 2009 Behavioral Risk Factor Survey
REFERENCES
1 U.S. Census Bureau, 2006-2008 American Community Survey 3-Year Estimates
2 California Office of Education, Data Quest, 2008-2009 school year
3 Santa Clara County Department of Public Health, 2009 Behavioral Risk Factor Survey
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CHAPTER 4: INCOME

Income
Why is it important?
Income affects our health in
many ways. Those with higher
incomes are more likely to live
longer, healthier lives. More
income leads to resources that
promote better health, including
access to health care, nutritious
food, safe housing, and nurturing
neighborhoods.
Conversely, those living in
poverty face a number of hardships that can lead to poor health.
These include homelessness,
food insecurity, overcrowded
housing, and limited access to
health care. For example, pregnant women “on the lowest rungs
of the ladder” receive less prenatal care, experience higher levels
of stress, and deliver more premature and low-weight babies, who
are at higher risk for premature
death and a number of serious
health conditions like breathing
problems and heart disease.1
Poverty has a significant impact
on children and can affect health

the United States is one of the
richest countries in the world,
people who live in America
have one of the shortest
life expectancies of any
industrialized nation. The
U.S. ranks behind 20 other
developed countries even
though our per capita income
is substantially higher.1 This may
be due to lifestyle factors as well
as the lack of universal access
to health care in the U.S.
across generations. Children
living in poverty are seven times
more likely to have poor health
than children living in high-income households.2 Poor physical
and emotional health can hurt
their ability to succeed in school
and eventually earn a decent
wage, raising the risk that
poverty and poor health will be
passed on to the next generation.
However, the relationship
between income and health
is a complicated one. While
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In addition, while some
neighboring counties see
wide gaps in life expectancy
based on income, this is
not the case in Santa Clara
County. For example, in
some other counties life
expectancy is as high as
81 years for those in highincome neighborhoods
compared to 69 years
for those in low-income
neighborhoods. But in Santa
Clara County, the gap is only
3 years: 82 compared to 79
years3 (Fig. 4.1).
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What does the data tell us
about Santa Clara County?
Santa Clara County has the second highest median household
income in the state ($88,848 in
2008), but there are significant
disparities, particularly when we
consider race/ethnicity, gender,
and age. While more than 4 in 10
households in the county have
annual incomes of $100,000 or
more, nearly 3 in 10 have annual
incomes of $50,000 or less.4
The disparities become clear
when we look at race/ethnicity,
with about twice the percentage
of Hispanic and African-American households making $50,000
or less compared to Asian and
White households (about 2 in 5
Hispanic and African-American
households compared to 1 in 5
Asian and White households).
Conversely, 24% of Hispanic
households and 25% of AfricanAmerican households have
incomes of $100,000 or more
compared to 54% of Asian and
48% of White households.4

Figure 4.1: Life Expectancy in Santa Clara County by Neighborhood Poverty Groups

L I F E E X P E C TA N C Y ( I N Y E A R S )

84
82
80
78
76
74
72
70
68

<5%

5.9.9%
10-19.9%
Percent of Families Below Federal Poverty Level

>20%

In fact, looking at 2008
numbers, median annual
earnings varied widely in our
county by race/ethnicity and
gender, from a high of $70,348
for White men to a low of
$22,747 for Hispanic women.
These large disparities reflect
differences in wages both
within occupations and
between occupations.
Consider that Hispanic
residents account for 76%
of Silicon Valley’s janitors,
an occupation with median
annual earnings of just $18,710.

Source: Bay Area Regional Health Inequities Initiative, Health Inequities in the Bay Area Report, 2008
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Figure 4.2: Median Income by Education and Gender
On the other hand, Whites fill
70% of all legal occupations, with
average median annual earnings
of $113,300.5

But the FPL does not tell the
whole story because it fails to
take into account the high cost of
living in Santa Clara County. For
example, the FPL for a family of
three is $18,530 no matter where
we live.7 Instead, the Self-Suffi-
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In addition, median income levels
are lower for women across all
education levels in Santa Clara
County as shown in Figure 4.2.6
While nearly 1 in 10 children
and 1 in 12 adults live below the
Federal Poverty Level (FPL) in
Santa Clara County, differences
exist between racial/ethnic
groups. There is a disproportionate number of Hispanic and
African-American residents living
in poverty. For example, 13% of
Hispanics and 13% of African
Americans have incomes below
FPL, compared to 6% of Asians
and 5% of Whites.4
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Source: U.S. Census Bureau, 2006-2008 American Community Survey, 3-Year Estimates
ciency Standard provides a clearer
picture because it measures the
actual cost of living on a countyby-county basis, accounting for
different family sizes, ages of
children, and local variations in
costs. In 2008, the Self-Sufficiency
Standard for a family of two adults
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and one infant living in Santa Clara
County was $58,512.8
Taking into account all income
sources, 22% of Santa Clara County
households fall below the SelfSufficiency Standard, meaning
their incomes are too low to cover
the basic costs of living. The vast
majority (86%) are “working poor.”
In the Bay Area, 45% of Hispanic
households and 32% of
African-American households fall
below the level of self-sufficiency
compared to 14% of White households.9 And when we look at
age, nearly half of all Santa Clara
County seniors (48.4%) are
economically insecure, with
incomes too low to meet their
basic needs without assistance.10
Unfortunately, federally funded income-support programs are based
on FPL, leaving a large number of
needy county residents without
government assistance.
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How does it impact health?
Income affects our health in
a number of ways, including
poorer overall health for those
with lower incomes, as well as
higher rates of obesity and
smoking-two risk factors for
a number of serious chronic
diseases like diabetes and emphysema. In addition, income
impacts our access to health care.
According to the data, income
plays a bigger role in health than
race/ethnicity, meaning Whites
with lower incomes tend to have
poorer health than people of
color with higher incomes. For
example, in Santa Clara County
76% of Whites with annual
incomes of $35,000 or less
reported general good health
compared to 90% of African
Americans and 95% of Hispanics
with annual incomes of $75,000
or more11 (Fig. 4.3).
Income also impacts mental
health, with 39% of county
residents who earn $20,000
or less reporting poor mental
health (stress, depression, and
emotional problems) compared
to 27% of residents who earn
$75,000 or more.11
Food insecurity is also higher
among those with lower incomes. In 2009, 4% of adults in
the county reported that they
had gone hungry in the past 12
months because they could not
afford food. Along with women

Figure 4.3: Percentage of Adults Reporting General Health
as Good or Better by Household Income and Race/Ethnicity
Hispanic
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100%
90%
80%
70%
60%
50%
40%

<$35,000

$35,000-$74,999

>=$75,000

HOUSEHOLD INCOME

Source: Santa Clara County Public Health Department, 2009 Behavioral Risk Factor Survey
and people without a college
education, those making less
than $50,000 were most at risk
for food insecurity. In addition,
more Hispanics reported this
than any other racial/ethnic
group. Hispanics were more
likely to have been unable to
afford food and to live in households that had been helped by
a church, food pantry, or food
bank.11
However, while the poorest
among us are most likely to be
food insecure, they are also more
likely to be obese. Consider that
28% of county residents with annual incomes of $20,000 or less
reported being obese compared
to 15% of those earning $75,000

or more.11 This is explored
further in Chapter 9, which
addresses the availability of
healthy food in lower-income
neighborhoods.
Adults with lower incomes
also smoke at twice the rate
of adults with higher incomes:
19% of county residents earning
$20,000 or less compared to 9%
of residents earning $75,000 or
more.11 This has serious implications for health because
smoking is the most significant
preventable cause of death,
resulting in more than 400,000
premature deaths in the U.S.
every year.12 The further we
move down the economic
ladder or social gradient, the
more tobacco use we see.

REFERENCES
1 Adler N, Stewart J, Cohen S, Cullen M, Roux Diez A, Dow W, Evans G, Kawachi I, Marmot M, Matthews K, McEwen B, Schwartz J, Seeman T, Williams D. Reaching for a Healthier Life: Facts on Socioeconomic Status and Health in
the United States, The John D. and Catherine T. MacArthur Foundation Research Network on Socioeconomic Status and Health, 2007
2 National Health Interview Survey, 2001–2005.
3 Bay Area Regional Health Inequities Initiative, Health Inequities in the Bay Area Report, 2008
4 U.S. Census Bureau, 2008 American Community Survey 1-Year Estimates
5 Economic Policy Institute Analysis of 2007 ACS Microda
6 U.S. Census Bureau, 2006-2008 American Community Survey 3-Year Estimates.
7 Federal Register Vol. 76, No. 13, January 20, 2011, pp. 3637–3638. Monthly percentage data calculated by FHCE and rounded to the nearest dollar.
8 The Insight Center for Community Economic Development, 2008
9 Diana M. Pearce, Overlooked and Undercounted 2009: Struggling to Make Ends Meet in California. United Way, December 2009. http://www.insightcced.org/uploads/cfes/CA%20Overlooked%20%20Undercounted%202009.pdf
10 Wallace SP and Smith SE. Half A Million Older Californians Living Alone Unable to Make Ends Meet. Los Angeles, CA: UCLA Center for Health Policy Research, 2009.
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11 Santa Clara County Department of Public Health, 2009 Behavioral Risk Factor Survey
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Employment
Why is it important?
Employment is the third
component of socioeconomic
status or class, which takes
into account education,
income, and occupation.
Those with more education,
higher incomes, and better
jobs are considered to have
a higher socioeconomic
status, which numerous
studies link to better health.
Employment impacts our
health in other ways as
well. In addition to income,
employment provides resources
that lead to better health, like
medical and dental insurance.
Depending on our jobs,
employment can also give
us a sense of purpose, social
contact, and opportunities
for personal growth.
Conversely, unemployment
has been linked to poor health,
and those with lower socioeconomic status are more likely to
work in occupations that have
unhealthy working conditions
and lack the type of benefits
needed to help them
stay healthy.

H E A LT H A N D S O C I A L I N E Q U I T Y I N S A N TA C L A R A C O U N T Y

CHAPTER 5: EMPLOYMENT

What does the data tell us
about Santa Clara County?
While the recent recession has
taken a serious toll on Santa Clara
County residents—2 in 5 Silicon
Valley households have been hit
by job losses since the recession
began three years ago—some
workers have been disproportionately affected.1 Silicon Valley lost
84,500 jobs and local unemployment reached a 60-year high
during the recession.2 Despite
reports of an improved economy,
unemployment in Santa Clara
County stood at 10.4% in December 2010. That is a dramatic
increase from 2006, when the
unemployment rate was 4%.3
Particularly troubling is that longterm unemployment in California
has more than doubled since
2007. In fact in 2009, an unprecedented 35% of all unemployed
workers were out of work for
more than six months.2
Considering that 83% of insured
adults in the county get their
health coverage through their
employer, this has serious
implications for health.4
While there is not a wealth of
local employment data, local
and national trends indicate that
Hispanic residents, immigrants,
those with less education, and

older adults have been hardest hit
by the recession. That may be in
part because the worst losses in
our county were in the construction industry, where employment
fell 35%.2
In a survey of 515 county adults,
about half of Hispanic residents
reported job losses.1 Local immigrants, who account for 38%
of the county’s population, may
have suffered similar losses.
National numbers show that
foreign-born workers lost 400,000
jobs from 2008 to 2010 and the
national unemployment rate
for immigrants is still more
than double the rate prior to
the recession.5
National numbers also show
that those with fewer years of
education face higher rates of
unemployment. For example,
the unemployment rate in the
U.S. is 18% for those without a
high school diploma, 12% for
high school graduates, 8% for
those with some college or an
associate’s degree, and 5% for
those with a bachelor’s degree
or higher level of education.6
Older adults also seem to have
experienced more job loss based
on national numbers. In the U.S.,
2.2 million of the 14.9 million
unemployed are ages 55 and
older. Nearly half of them have
been unemployed for six months
or longer. Some have been forced
into early retirement, which can
create an intense financial burden, particularly for those with
lower incomes. The poverty rate
among those ages 55-64 in the
U.S. increased to 9.4% in 2009,
up from 8.6% in 2007.7
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How does it impact health?
Whether we are employed
or not and the type of job
we have affects our health.
Unemployment, poor working
conditions, and high-stress
jobs tend to have a negative
impact on health.
Santa Clara County residents
who are unemployed are four
times more likely (12%) to report
their health as fair or poor
rather than good or excellent
compared to those who are
employed (3%). In addition,
poor mental health and suicide
attempts are more common
among county residents who
are unemployed, with 44%

reporting at least one day of
poor mental health each month
compared to 30% of those
who are employed. Similarly,
4.5% of unemployed residents
reported that they had attempted
suicide in the past 12 months
compared to 1.5% of those
who are employed.8
Several studies also link job loss
to a number of chronic diseases,
including diabetes, arthritis,
heart attack, and stroke. In
fact, national data shows that a
person who experiences job loss
has an 83% greater chance of developing a stress-related health
problem like diabetes, arthritis,
or psychiatric issues.9
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Job loss among older adults
tends to have wide-ranging
health consequences. For example, the six- and 10-year risk of
heart attack or stroke in people
ages 51-61 who have lost their
jobs is more than double that
of those in the same age range
who are employed. Stress-related changes in health behavior have also been documented
among older unemployed
adults, including less physical
activity, more smoking and
smoking relapse, and increased
drinking and weight gain,
which raise the risk of diabetes
and heart disease.10
When looking at those who are
employed, blue collar workers
have twice the mortality rate
as white collar workers, which
may be due in part to more
challenging working conditions.11 In general, blue color
workers perform manual labor
while white collar workers
have office jobs. Blue collar
workers are more likely to hold
lower-paying jobs with more
occupational hazards, including
environmental and chemical
exposures, fewer breaks, and
other conditions that put them
at higher risk for injury and
death. They are less likely to
have benefits like paid sick and
personal leave, workplace wellness programs, child and elder
care resources, and retirement
benefits, in addition to employer-sponsored health insurance.

However, working in the hightech industry can also have a
negative impact on health, even
though working conditions and
benefits tend to be good. This
is significant because high-tech
workers account for a large proportion of Santa Clara County’s
workforce. The fast pace in

high-tech companies has caused
employees to work extended
and weekend hours, putting
a strain on mental health. In
addition, many companies
have been forced to reduce their
payrolls, causing them to add
extra duties and responsibilities
to remaining staff.
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Immigration
Why is it important?
Immigration is an integral part
of life in Santa Clara County. According to the U.S. Census, 38%
of our residents were born outside the U.S., the highest proportion for any county in California.1
Therefore, understanding the
history and status of our immigrant population is critical to
comprehending the overall health
and health barriers experienced
by Santa Clara County residents.
Studying immigrant health is
complicated by the fact that our
immigrant population is diverse;
it’s difficult to characterize the
many factors that influence their
health and life experiences in
simple terms. Immigrants vary
widely by country of origin, race/
ethnicity, culture, educational
attainment, language, socioeconomic status, immigration status
(documented or undocumented),
age, reasons for emigrating, and
other characteristics. In fact,

“Immigration is an
enduring hallmark of the
United States, helping
to drive economic growth
and define national
identity since the
country’s founding.”
Silicon Valley Community
Foundation
immigrants reside at every point
on the wide spectrum of socioeconomic status in Santa Clara
County, from great wealth to
extreme poverty.
However, despite their differences, research has shown that
simply being an immigrant does
have a measurable impact on an
individual’s health. Immigration
status is a significant social determinant of health and this conclusion is supported by numerous
studies. The likely reason is that
being an immigrant influences
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every other factor that affects
health, including educational
attainment, income and employment opportunities, cultural
norms (which determine diet and
other health-related behaviors),
neighborhood and housing options, and access to health care.
As this chapter also explains,
the impact of immigration status
on health actually changes over
time. Despite the challenges that
all immigrants face, as a group
they have an advantage over U.S.born residents in terms of health
status during the first five years
in this country. Unfortunately, this
advantage disappears over time,
and the children and grandchildren of immigrants generally
have poorer health than the immigrants themselves do. Given the
size of our immigrant population,
both of these trends merit further
study, and the results could
potentially be helpful to U.S.-born
residents as well as immigrants.
Immigrants who are undocumented face increased health
risks. While data about undocumented immigrants in Santa
Clara County is unavailable, it is
believed that nearly a quarter
of the country’s estimated 11.2
million undocumented immigrants live in California.2 Surveys
of these immigrant groups have
reported less use of healthcare
services and poorer experiences
with care compared with their
U.S.-born counterparts. They may
avoid health care because of fears
of exposure and deportation.
They are also at increased risk of
exploitation through dangerous
or degrading working conditions
that can affect their health.
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What does the data tell us
about Santa Clara County?
More than a quarter of immigrants came to Santa Clara
County in the past decade.1
This means that nearly threequarters have been settled here
for 10 years or longer. As we’ll
learn in the next section, longer
stays in the U.S. actually have
a negative impact on the health
of most immigrants.
About 60% of our foreign-born
residents emigrated from Asian
countries and 30% from Latin
American countries, but there
are significant cultural and
language differences within
and across these two groups.1
Comparisons between the
groups and between U.S. and
foreign-born residents yield
interesting and diverse results
in terms of the factors that
influence health.

contrasts to the U.S.-born
population at both ends of the
spectrum, reflecting a more
bimodal educational pattern.
Among immigrants, many are
either highly educated (having
attained a bachelor’s degree or
higher level) or have relatively
little formal education.1
No review of immigration data
is complete without mentioning
youth because children of

immigrants are the fastest-growing segment of our child population. Studies have found that
young children of immigrants are
more likely to live in low-income
families. However, among immigrant families, there is significant
variation between groups. For
example, nearly half of young
children in San Jose with a parent
born in Mexico live in low-income
families versus only 8% of those
with a parent born in East Asia.3

For example, language ability
is linked to income-earning
potential and income plays a
major role in health. More than
100 languages and dialects are
spoken in Santa Clara County,
and in 2007 the county became
one of only 10 U.S. counties
in which half of the residents
speak a language other than
English at home. Though 27%
of the county’s immigrants
speak Spanish and 64% speak
another language as their
primary tongue, 50% speak
English either exclusively
or very well and 10% speak
only English.1
Also, data on the educational
attainment of immigrants
shows some interesting
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How does it impact health?
As we have seen, it’s difficult to
characterize the “immigrant experience” in Santa Clara County
because of the vast differences
in the backgrounds of
immigrants. The most
vulnerable immigrants are
those who have been
subjected to poverty, hunger,
discrimination, violence, and
separation from loved ones
before resettling here. But
even among immigrants
who don’t experience such
adversity, settling in a foreign
country can be difficult.
Despite our history as a
nation of immigrants,
Americans are ambivalent
about newcomers to our
society. This creates social
and economic challenges that
can lead to health inequities,
though experiences may
vary depending on an
immigrant’s race/ethnicity,
educational attainment,
language skills, employment,
and other factors. As would
be expected, undocumented
immigrants have the greatest
social, economic, and health
disadvantages.
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There are other stressors on
immigrants and their families
that specifically affect their
mental health. Lack of
extended family connections
and other social supports
are a concern for all ages.
Parent-child relationships
suffer as both generations
struggle with changing family
dynamics. The children are
caught between two worlds
and face enormous pressure
to become more “American”
in order to fit in. In addition,
seniors experience social
isolation, depression, and
poor health when their adult
children work full-time, they
have difficulty relating to their
grandchildren, and they can’t
access culturally sensitive
social and healthcare services.
But here we also encounter
what has been referred to
as the “immigrant health
paradox” or the “healthy
migrant effect.” Despite the
challenges that all immigrants
face, they have a considerable
advantage over U.S.-born
residents in terms of health.
Studies in the Bay Area have
shown that immigrants have
lower rates of mortality than
their U.S.-born racial/ethnic
counterparts. They are also
less likely to suffer from
common chronic diseases and
their risk factors, including
hypertension, asthma, heart
disease, obesity, and smoking.
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A number of explanations are
possible for this paradox. For
example, U.S. immigration policies generally favor healthier immigrants, and some less healthy,
older immigrants do return to
their native countries. But the
explanation that seems most
likely is immigrants have healthier behaviors that lower their
risk for chronic health problems.
For example, they tend to eat a
better diet and fewer of them
smoke. It’s been suggested that
overall health in our community
could be improved if more of
us adopted the healthy lifestyle
practices introduced by immigrant groups.
Unfortunately, this “protective
effect” of immigration does
not last long. For example, in
a recent Santa Clara County
survey, more than half of those
who have lived in the U.S. five
years or less described their
health as excellent, compared
to less than a quarter who have
lived in the U.S. more than five
years.4 Numerous studies about
actual health status and behavior prove that their perceptions
are accurate.

Overall, immigrants from all
groups report lower satisfaction,
not just with their health, but in
many major areas of life such as
housing and employment training. Figure 6.1 shows significantly
greater needs expressed by immigrants than U.S.-born residents.
Children and grandchildren of
immigrants also experience
poorer health and reduced life
expectancy. As the MacArthur
Foundation concluded, “First-
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generation immigrants, born
in their native land, have
better health than their
descendants born and raised
in the United States.” The
difference in life expectancy
between immigrants and
U.S.-born generations is found
in all racial/ethnic groups, but
is greatest for Blacks. Black
immigrant men and women
live 8 and 6.5 years longer,
respectively, when compared
to U.S.-born Black Americans.5
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In fact, a number of serious
concerns affect the health of
second- and third-generation
immigrants. The reasons may
be that they are more likely
to experience poverty, live in
substandard housing, and have
less access to health care. Also,
more of them have adopted the
high-calorie American diet and
sedentary lifestyle, and they
smoke and engage in substance
abuse in greater numbers than
their immigrant parents and
grandparents. It also appears
that healthy, supportive family
and social connections grow
weaker as immigrants and
their families integrate into
American society.

Lastly, it is important to note
that immigration status itself
strongly affects access to health
insurance, which is another
key determinant of health. For
example, studies in neighboring

counties have shown that recent
immigrants are twice as likely
to be uninsured than are U.S.born citizens. And in the U.S.
as a whole, 3 in 5 low-income
non-citizens are uninsured.7

Figure 6.1: Percentage of Immigrants vs. U.S.-Born Residents Reporting Needs in Major Life Areas
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REPORTING NEEDS IN MAJOR LIFE AREAS, 2000

Source: Santa Clara County Oflffl ffi ice of Human Relations, Citizenship and Immigration Services Program, 2000
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Housing

Why is it important?
Recent studies in the U.S. have
shown that after adjusting for age,
sex, race, education, and income,
there are clear differences in the
health of people based on their
housing status. It now appears
that we can’t explain the large
disparities in the health of lowerincome and minority families
compared with other groups just
in terms of factors such as diet or
heredity. The differences must be
at least partially due to housing.
And those who are persistently
exposed to poor living conditions
have higher odds of suffering from
serious illnesses.
There are many physical ways
in which a home affects our
health, including the structural
quality: whether the dwelling
has been built and maintained
properly or if it has faulty wiring,
inadequate heating or cooling,
sanitation issues, mold and
dampness, or pest infestations.
Another hazard to consider is
exposure to toxic chemicals, often
used to deal with some of the
aforementioned problems.

Even in structurally sound housing, overcrowding can be an issue.
This is more common among
low-income and immigrant families, who need to “double up” in
order to afford a place to live. Overcrowding has been associated
with a rise in infectious diseases,
and it also interferes with healthrelated activities such as sleeping,
exercising, and eating properly.
The quality of the neighborhood
surrounding a home can affect
living conditions within the home
as well. This is true of environmental issues such as pollution
(including excess noise) as well
as violence and crime, which is
explored more in Chapter 9.
The home has long been considered one of the most dangerous
places for children because it is
where most childhood accidents occur. This is true of
all kinds of homes, but with
poor housing conditions there
are higher incidents of the
worst accidents as well as
exposure to lead paint and
other hazardous substances.

H E A LT H A N D S O C I A L I N E Q U I T Y I N S A N TA C L A R A C O U N T Y

While it is well-known that
unhealthy living spaces contribute to disease and even early
death, new research has revealed
a closer and more complex
relationship between housing
and our health. In surveys about
health status, homeowners who
are not experiencing any financial strain have reported the best
health, followed by homeowners
with moderate strain, renters, and
those who have experienced
foreclosure.1 Local statistics
support national findings: 80%
of Santa Clara County residents
who report excellent health
status are homeowners, while
only 17% are renters.2
Lastly, we must consider the growing problem of homelessness,
which has a two-way relationship
with health. First, health issues can
impact a person’s ability to pay for
housing, and chronic physical or
mental health problems are major
contributors to homelessness.
Regardless of the reasons for their
homelessness, however, the health
of homeless people is often worse
than that of the general public.
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What does the data tell us
about Santa Clara County?
When looking at the housing
picture in Santa Clara County,
four issues cause the most concern: lack of affordable housing,
overcrowding, foreclosure, and
homelessness. Each is related
to income and the fact that the
price of housing in Santa Clara

County is high. For example,
in 2008, the median monthly
housing payment was $3,059
for homeowners and $1,365
for renters.3
More than half of homeowners
(51%) and 44% of renters spent
30% or more of their household
incomes on housing in Santa

Clara County, compared to
38% of homeowners and 16%
of renters nationwide.4 The
number of households in Santa
Clara County that could afford
to buy an entry-level home
decreased from 62% in the first
quarter of 2009 to 53% in the
third quarter of 2010.5 From
2007 to 2009, the percentage
of Hispanics who were
homeowners in Silicon Valley
decreased 7 percentage points,
mirroring a statewide trend.8
Households with more
people tend to cluster
along the “poverty corridor”
shown in Map 7.1. As could
be expected, there are
racial/ethnic disparities
in this aspect of housing.
Though the average number
of household members in
Santa Clara County is
relatively low (2.92 people),
there are notable differences
between groups: 2.4 for
Whites, 2.77 for African
Americans, 3.35 for Asians,
and 4.2 for Hispanics.6
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Map 7.1: Average Household Size by Census Tracts
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News about rising foreclosure rates
has been constant in the past few
years, but many still do not realize
the extent of this crisis. Between
2006 and 2008, 1 in 40 homeowners
in Santa Clara County received a
notice of default on their mortgage,
and foreclosure activity grew by
more than 500%.7
Although the crisis was precipitated by rising unemployment caused
by the recent recession, poor health
and the resulting medical expenses
also cause a substantial number of
personal bankruptcies in the U.S.
For example, 7% of participants in
the National Foreclosure Mitigation
Counseling Program reported
that medical issues were the
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Map 7.2: Foreclosures by Zip Codes
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primary reason they were
facing foreclosure.1
One of the reasons foreclosure
is receiving close attention from
health researchers is the strong
association between home ownership and good health, as mentioned earlier. Foreclosures have
disproportionately affected lowincome people, and this trend
is now considered a cause of
disparities in health and health
care within our population (Map
7.2). In addition, the effects are
felt neighborhood-wide. Higher
numbers of foreclosures create
a sense of fear, distrust, and
instability that can negatively
affect all residents’ health.

When we look at homelessness,
we see that in 2009, 1 in 40 Santa
Clara County residents had
been homeless or temporarily
displaced in the past two years;
about a third of those were
immigrants. About 2 in 5 of
those who were displaced
reported that they or their spouse
had been laid off in the past 12
months.7 While the percentage
of Hispanic residents in our
county who are homeless is
small, it is higher than the rate
of homelessness among nonHispanics and it is on the rise.8
Currently, the total number of
homeless individuals in the county
is about 7,000. While this is less

“We know that where people
live has a major impact on
their health. Common sense
alone tells us that healthy places result in healthy people.”
Improvement and Development Agency of the U.K.
than 0.4% of our population, the
number of chronically homeless
individuals has risen 30% since
2007. It’s also important to note
that health-related issues play a
large role in causing homelessness in our community: 67% of
homeless residents had one or
more disabling conditions, 47%
reported at least one mental
health issue, and 41% reported
substance abuse issues.9
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How does it impact health?
A number of troubling statistics
demonstrate that housing often
inhabited by low-income individuals is associated with a variety of
preventable health conditions.
Heart and lung diseases are
disproportionately found among
people who lived in low-income
households in both their childhood and adulthood. Asthma
rates are higher among children
living in low-income communities.
Diabetes is approaching epidemic
proportions in the U.S. and there
appears to be a relationship
between poor housing, neighborhood conditions, and the higher
rate of diabetes. Even increases in
headaches and migraines could
be related to exposure to pesticides among families living in

poor-quality housing, which
is more likely to have pest
infestation problems.
Earlier, we mentioned the higher
proportion of accidents and lead
exposure experienced by children
in poor living conditions, but there
are other ways housing interferes
with their healthy development.
When children aren’t able to sleep
through the night because of
noise or other disruptions, they are
less able to focus on activities during the day, especially in school.
Also, children need a quiet
place at home where they can
study and complete homework
assignments in order to be successful in school. As discussed
in Chapter 3, education is
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directly tied to health status.
Home environments that are
not conducive to learning
in childhood can create
socioeconomic disadvantages
that affect people’s health
throughout their lives.
Crowding in the home is a
problem for people of all ages.
Not only is it associated with
higher rates of infectious
diseases, but it also robs people
of privacy, limits their access to
facilities such as kitchens and
bathrooms, and increases noise
levels in the home. It can be
degrading and stressful, and
may interfere with sleep and
other normal daily activities
that are important for
maintaining good health.
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As mentioned earlier, foreclosure rates have been on the
rise in Santa Clara County. It
appears that health and wealth
are closely linked, and the
financial strain of foreclosure
can cause extreme stress. This
can lead to poor eating habits
and decreased exercise; increased use of alcohol, tobacco,
and drugs; sleep disturbances;
and general neglect of a
person’s health. In one study
of people who were at least
two months behind on their
mortgage payments, more than
one-third met the screening
criteria for major depression.1
Housing displacement is
especially hard on our children
and is considered a specific

health risk with effects that
continue into adolescence and
adulthood. Relocation breaks
up families and social connections that are important for
a child’s well-being and development. Also, relocating
frequently is directly associated
with higher rates of child
abuse and neglect.
On the other end of the housing spectrum, homelessness
subjects people to crowded,
inadequate, and unhealthy
living conditions. It also causes
extreme mental stress, and
limits an individual’s access
to healthcare resources as
well as the educational and
job opportunities needed to
reverse their situation.
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Access to Health Care
Why is it important?
Access to health care refers
to the ability to get preventive
care or treatment for medical or
mental health conditions. Limited or no access can negatively
impact our health. For example,
lack of access to health care
has been associated with poor
perception of health and poor
overall productivity as well as
increases in hospital admissions for conditions that could
be managed with outpatient
care, emergency room visits,
and premature death.
Whether we have health insurance or not has a major influence on our access to health
care. Those who have health
coverage are much more likely
to have access to regular health
care, including health screen-

ings and other preventive
services that can help us
avoid chronic disease. In
addition, people with healthcare coverage are more likely
to see a doctor early on and
less likely to use the emergency
room for care.

But transportation and language are also factors in accessing health care. Even if we have
health insurance, we may not
be able to get to the doctor’s
office or pharmacy. The ability
to reliably and affordably make
it to healthcare appointments
is not equal for all residents.
People who are disabled and
those with low incomes face
greater hurdles because they
may not be able to drive and
public transportation may be
unreliable or inaccessible.
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In addition, if doctors or other
healthcare providers don’t
speak our language, it makes
it more difficult to get our
healthcare needs met. In fact,
language barriers can have
tragic consequences, causing
misdiagnoses and other
medical errors.
Cost is another issue that
impacts our access to health
care. Even if we have health
insurance, it may not cover
enough of the costs to make
it possible to regularly access
needed healthcare services.
For example, we might not be
able to pay our portion of
a doctor’s visit or afford the
medication we need. And for
those without health insurance,
cost is an even bigger barrier.
Most people who have
private medical insurance
get it through their employers.
Public programs like
Medicare and Medicaid
(Medi-Cal in California)
provide health coverage
to seniors and people with
low incomes who don’t get
it through their employers
or can’t afford it. But even
with these programs, about
46 million people in this
country and nearly 250,000
adults in Santa Clara County
are uninsured.1,2 Recent
healthcare legislation is
expected to reduce the
number of uninsured,
but it will not be fully
implemented until 2014.
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“Of all the forms of inequity,
injustice in health care
is the most striking and
inhumane.”
Martin Luther King, Jr.

What does the data tell us
about Santa Clara County?
While most adults and children in
Santa Clara County have health
insurance, the number of uninsured has grown at an alarming
rate. Consider that the percentage of adults without health
coverage rose from 8% in 2000
to 18% in 2009. When looking
at adults younger than 35, that
number jumps to 35% uninsured.
In addition, some of our most
vulnerable residents—including
people of color as well as those
who are poor, less educated, and
disabled—do not have adequate
health or dental coverage.3

There are huge disparities
when we look at coverage
rates by race/ethnicity, education, and immigration status.
Consider that 37% of Hispanic
residents in the county are uninsured compared to only 8% of
Whites. Rates for African Americans and Asian/Pacific Islanders
fall in the middle at 29% and 13%
respectively.3
There is an even bigger gap
between those without a high
school diploma (43% uninsured)

and those with a bachelor’s
degree or higher (8% uninsured).
We also see inequalities when we
consider immigration status: 27%
of Santa Clara County immigrants
reported being uninsured in
the last year compared to 14%
of U.S. citizens.2 While local
data is not available, national
numbers indicate that even fewer
undocumented immigrants have
health insurance. In the U.S., 65%
of undocumented immigrants
are uninsured compared with
32% of permanent residents.6
In addition, Map 8.1 shows that
those without health insurance
are concentrated in lower-income
neighborhoods.

Job losses and cutbacks by local
companies are the major reason
for this trend. But budget cuts at
the state and local levels have
also left many of our residents
without coverage. For example,
more than 126,000 low-income
adults in Santa Clara County,
including seniors and disabled
residents, lost their dental benefits when funding for the DentiCal program was cut in 2009.4
In addition, more than 2,500
children lost their health coverage between 2008 and 2010 due
to cuts to the county’s Healthy
Kids program.5
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Our children fare much better when it comes to health
coverage due to Santa Clara
County’s Children’s Health
Initiative (CHI), an ambitious
program launched in 2001 to
ensure that every child has
health coverage. CHI helps
families apply for existing
public health insurance programs like Medi-Cal and offers
low-cost insurance to those
who do not qualify. Healthy
Kids provides health, dental,
and vision coverage to children. However, as mentioned
earlier, the number of children
enrolled in Healthy Kids declined 26% between 2008 and
2010 due to funding cuts.5

In addition, health care costs and
lack of adequate health coverage
are barriers to accessing health
care for a number of Santa Clara
County residents, particularly
Hispanics and African
Americans. When looking at
the general population, we see
that 13% reported that there had
been a time during the past 12
months when they had not seen
a doctor due to cost or lack of

Access to health care is also
affected by the availability
of health services as more
healthcare providers refuse to
take Medi-Cal or other forms
of public health coverage.
For example, the number of
Medi-Cal outpatient visits
provided by Valley Medical
Center increased from 293,168
visits in 2004 to 397,642 visits
in 2009 as other area hospitals stopped accepting MediCal patients or closed down
altogether.7 This could be a
serious burden for Hispanic
families because more Hispanic residents rely on Medi-Cal
for health coverage than any
other race/ethnicity in Santa
Clara County.8
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insurance. That number jumps
to 21% for Hispanic residents
and 33% for African-American
residents.2 In addition,
immigrants seem to have a
more difficult time accessing
regular health care, with 86%
of foreign-born residents
reporting that they have a
usual place to go when sick or
need health advice compared
to 99% of U.S.-born residents.8
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Map 8.1: Percentage of Adults with Healthcare Coverage by Zip Codes
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How does it impact health?
Access to health care has a
major influence on our health.
Those who lack medical coverage and regular access to
health care suffer higher mortality rates and poorer health.
Consider that more than 45,000
people in the U.S. ages 17-64 die
each year due to lack of health
insurance. Those without health
coverage had a 40% higher risk
of death than those with private
health insurance because they
could not get the necessary
medical care.9 In addition, lack
of health insurance leads to
more emergency room use in
place of primary care, which
causes delayed treatment,

making people sicker and giving
diseases more time to progress.
People with medical insurance
are much more likely than
those without it to get the
recommended health
screenings and care for chronic
conditions. They are also less
likely to have undiagnosed
chronic diseases. In addition,
those with health coverage
are less likely to receive
substandard medical care.
Access to regular health care
is an important prerequisite to
obtaining quality care. A regular doctor or source of health
care can serve as a guide to the

healthcare system by encouraging patients to get the right preventive care and helping them
manage any chronic conditions.
Lack of Medical coverage is just
one barrier to accessing regular
health care. Others include transportation, language, and cost.
The lack of reliable transportation is an issue when it comes
to making and keeping medical
appointments. For example, a
North Carolina study found that
people with reliable transportation visited their doctor 2.29
times more frequently for serious illness and 1.92 times more
frequently for regular checkups
than those who did not.10
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People who face language
barriers are also less likely
to have a regular source
of medical care and more
likely to use medications
improperly. Among patients
with psychiatric conditions,
those who encounter
language barriers are more
likely than others to receive
a diagnosis of severe mental

illness; they are also more
likely to leave the hospital
against medical advice.
Among children with
asthma, those who face
language barriers have an
increased risk of intubation.
In addition, those patients
are less likely than others
to return for follow-up
appointments after visits
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to the emergency room,
and they have higher
rates of hospitalization
and drug complications.
In fact, poor communication
between medical provider
and patient can have deadly
consequences because it
can lead to misdiagnoses,
inadequate treatment,
and other medical mistakes.
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Cost also keeps people from accessing health care. Families facing economic hardships are less
likely to visit the doctor, especially
for preventative care, and are
frequently unable to afford
prescription medications. For
example, 77% of Santa Clara
County residents who either
delayed filling a prescription or
declined to fill it at all said it was
due to cost or lack of insurance.2

of Americans ages 45 and older
report that they have switched
to generic or non-prescription
drugs, 16% delayed preventative
care, and more than 20% delayed

seeing a doctor, according to a recent nationwide survey.11 There
is concern that these behaviors
could become more common if
the economy does not improve.

In addition, with the current
economic climate, more than 50%
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Neighborhood Conditions
Why is it important?
The concept of “place” is
very important to health.
Just as conditions in our
homes affect our health, the
places surrounding our homes
also have a relationship with
our health. This conclusion
is backed by more than
100 years of research,
which shows that even
after accounting for other
differences among the people
who live in a specific area,
the characteristics of their

neighborhood can be proven
to impact their health.
These characteristics are
usually divided into three
categories: physical, social,
and service. The physical
environment is composed
of the “built environment”
constructed by people,
as well as the natural
environment such as open
fields or waterways.
The social environment
is the result of individual

“Improving the social and
physical environments in
neighborhoods can be
one of the most important
contributions to improving
the health of populations.”
BARHII, “Health Inequities
in the Bay Area”

behavior and the quality
of relationships between
people. The service
environment includes
resources for education,
employment, transportation,
health care, food, and recreation.
For example, in poor
neighborhoods—those
where at least 20%
of residents have
incomes at or below the
Federal Poverty Level—
the physical environment
generally features lowerquality housing, public
buildings, and streets,
and it is more likely to
include toxic waste dumps,
freeways, refineries,
and other sources of
pollution. In terms of the
social environment, poor
neighborhoods often have
higher rates of crime and
violence. And the service
environment generally
includes fewer employment
opportunities; fewer or
lower-quality parks, libraries,
and community centers;
fewer healthcare facilities;
and fewer stores and
restaurants that supply
healthy food.
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Not surprisingly, poor neighborhood conditions have been
linked to higher rates of mortality,
disability, chronic diseases and
their risk factors, mental health
issues, injuries, and violence.
Besides having immediate,
short-term effects on health
and our ability to make healthy
choices, neighborhoods also
have longer-term effects.
Accumulated stress, poor
environmental quality, and

limited resources wear down
our health over the years and
make us more likely to die from
a number of diseases.
Conversely, it’s been shown that
moving to a better neighborhood
can improve our health. Although
studies are preliminary, it seems
that children benefit even more
than adults from a move to a
better quality, lower-poverty
neighborhood.
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What does the data tell us
about Santa Clara County?
One feature that stands out about
low-income neighborhoods in
Santa Clara County is their racial/
ethnic composition. As Figure
9.1 shows, higher percentages
of Hispanic and AfricanAmerican residents live in
poor neighborhoods compared
to the general population. Conversely, a lower percentage of
Whites and Asians live in poor
neighborhoods.1 This is considered by many to be the continuing legacy of discrimination.
In Santa Clara County, more than
a third of all adults reported that
crime, violence, and drug activity
are a problem in their neighborhood. Of those, more than half
had annual household incomes
of $20,000 or less. A higher per-

Figure 9.1: Population Distribution by Race/Ethnicity
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Source: U.S. Census, 2000
centage of Hispanics reported
crime, violence, and drug
activity compared to other
racial/ethnic groups.2
In addition to the obvious
health threats posed by

these problems, concerns
about personal safety can
discourage walking and
other healthy forms of
exercise. In Santa Clara County,
63% of adults who reported
their neighborhoods are not
easy to walk are overweight
or obese, compared to 54%
of adults who reported their
neighborhoods are easy to walk.
In addition, 16% of adults living in
households with annual incomes
of $20,000 or less reported their
neighborhoods are not easy
to walk compared to only 4%
of adults living in households
with annual incomes of
$75,000 or more.2
Another threat to health in
poorer neighborhoods is the
high number of retail outlets
that sell unhealthy food, alcohol,
and cigarettes. Figure 9.2 shows
that areas with a lower median
income in our county have a
higher density of tobacco
retailers as compared to areas
with a higher median income.1,3
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Map 9.1: Pollutant and Toxin Releasing Sites
Our county’s landscape
is also crowded with food
outlets that offer relatively
little in the way of fruits,
vegetables, and other
healthy foods. According
to the California Center
for Public Health Advocacy,
the county has more than
four times as many fast
food restaurants and
convenience stores
than supermarkets
and produce vendors.
Our low-income
neighborhoods have a
higher density of tobacco
retailers and fast food
restaurants compared
to the county overall.
Perhaps most alarming
is that three-fourths of
the fast food outlets
and tobacco retailers
are within a half mile
of a public school.1,3,4

Land

Superfund NPL (National Priorities List)
Brownfields - Presence of hazardous substances

Water

NPDES (National Pollutant Discharge Elimination System)
Regulated discharges of pollutants from point sources to waters.

Air

AIRS/AFS - Major Reporters - Actual or potential emissions that
meet or exceed the major source threshold for their location.

Toxic TRIS (Toxic Release Inventory System)
Releases Toxic chemical releases and waste management activities
reported by certain industries.

Source: Santa Clara County Public Health Department and the U.S. Environmental Protection Agency

Figure 9.2: Density of Tobacco Retailers by Median Household Income of a Census Tract
Tobacco Retailers per 1000 Population
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Residents in low-income areas of
our county are also more likely to
be exposed to the harmful effects
of pollution in their neighborhoods. As a comparison of Maps 9.1

and 9.2 shows, most of the local
pollutant and toxic release sites
reported by the Environmental
Protection Agency (EPA) are
situated in the northern parts

Map 9.2: Families with Incomes Below the Federal Poverty Level by Census Tracts
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of the county above the “poverty
corridor.” Wind directions and other
environmental factors cause much
of the pollutants to drift toward the
poorer areas of the county.
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How does it impact health?
In terms of the physical environment, the health of residents in
poorer neighborhoods can be
seriously threatened by environmental hazards such as poor air
and water quality or proximity
to facilities that produce or store
toxic substances. Some of the
most common threats are in
housing, which is discussed
in Chapter 7.
With regard to the social
environment, new research is
being conducted to look at how
health is influenced by the social
characteristics of neighborhoods,
primarily the levels of trust and
connectedness that neighbors
feel for each other. For example,
people living in “close-knit” neighborhoods may be more likely to
work together to advocate for
better services in the area and
to discourage bad behaviors like
crime, drunkenness, littering, and
graffiti. And all residents are less
likely to be the victims of violent
crime. Less closely knit neighborhoods and those with more social
disorder have been associated
with greater concerns about
public safety as well as higher
rates of anxiety and depression.
The availability and quality of
services is another way neighborhoods influence our health. The
most directly related services are
those of health care, and low-income areas tend to have fewer
readily accessible, affordable
health services. Also, differences
across neighborhoods in
education and employment
opportunities can create and reinforce social disadvantages that
translate into worse health.

As mentioned earlier, the
service environment also includes
access to healthy food and places
to exercise. The relationship to
health has been proven in many
studies. For example, the higher
the density of outlets selling fast
and/or fatty foods, the higher
the rates of obesity; the higher
the density of alcohol outlets, the
higher the rates of alcohol-related
problems; and the higher the density of tobacco outlets, the higher
the rates of smoking and use of
other tobacco products.
Poorer neighborhoods frequently
lack well-maintained parks,
sporting facilities, and walking or
jogging trails. This is especially
problematic when you consider that half of the preventable
deaths in the U.S. are related to

behaviors such as poor diet
and lack of physical activity.
The existence of litter, vandalism,
graffiti, and crime is also an
obstacle to physical activity, as
are traffic and noise on the streets.
Lastly, it’s important to understand
that children may be particularly
vulnerable to unhealthy
conditions in neighborhoods,
with consequences both in
childhood and later in life. For
example, the odds of a child
being obese or overweight were
20% to 60% higher among children
in neighborhoods with the most
unfavorable social conditions.5
This is also true for adopting
unhealthy behaviors; children in
these neighborhoods are less likely
to receive guidance from adults
and are more likely to smoke,
drink, use drugs, or join gangs.
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Conclusion
It is clear that social, economic,
and environmental conditions,
also called social determinants,
have a powerful impact on our
health. So it stands to reason that
inequalities in these areas lead
to health disparities. As this
report shows, this is true in our
community as well as in the rest
of the nation and world. Our
health is a reflection of the social
inequalities and inequities that
exist in our society.

Social inequities help to determine where we live, work, learn,
and play, which may have a
bigger role than medical care in
determining how healthy we are.
So that means the opportunity
for good health starts long before
we need medical care. It starts
in our neighborhoods, schools,
and workplaces. It starts with the
causes of social inequalities.
As we have seen, these inequalities are the result of complex,
interconnected social and
economic factors that shape
our lives. These factors include
discrimination, racism, public policies, and other upstream factors
that ultimately impact our health.
So how do we pull them apart
and influence them in ways that
give everyone equal opportunities for good health?
There have been a number of
studies and reports on the social determinants of health and
health inequities over the past
decade, and policy and systems
changes have been suggested
that would seem to have a positive impact on health, including
universal preschool, livingwage laws, affordable-housing

requirements, and pedestrianfriendly land-use policies.
Efforts aimed upstream are
already occurring in our county.
For example, the Public Health
Department is advocating for
anti-tobacco policies aimed
at reducing the availability of
tobacco products and exposure
to secondhand smoke, and a
number of groups are working to
improve educational options and
neighborhood conditions.
But most of our investment has
been in programs and services
designed to change individual
behaviors rather than the institutions and systems that help to
perpetuate social inequalities.
That may be why a significant
portion of our investment has
produced lackluster results. We
have to ask ourselves if we are
willing to do what it takes to
change the paradigm and focus
on the social determinants of
health. Are we willing to invest
in upstream strategies?
The Public Health Department
will always invest in downstream programs and services
because our primary role is
to protect and improve public
health, making sure our most vulnerable residents are not marginalized. The department prevents
illness through downstream
activities like vaccinations,
health education, and disease
detection, treatment, and surveillance. We help individuals and
health systems manage chronic
disease, and help people and organizations change their health
behaviors. But public health
professionals here and around
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the globe are considering ways
we can impact health upstream
so that fewer people need our
services downstream.
Now that we have a better
understanding of social determinants and their impact on health,
our mission to protect public
health calls on us to be proactive
in our efforts to eliminate social
inequities that lead to health
disparities. So while much of
our resources are dedicated
to necessary downstream
activities, we must find ways
to make an impact upstream.
The Public Health Department
is well-positioned to guide this
effort in our community. We
can provide the data needed
to assess local inequalities and
measure progress, and we have
immense health knowledge and
expertise within our ranks. But
making real change will require
strategic collaborations with
other government agencies,
community-based organizations,
and key stakeholders already
working on these issues. It will
also require local policy and
systems changes that level the
playing field so everyone has
opportunities for good health,
and the Public Health Department can take a leadership role
in advocating for these policies.
We can also find ways to invest
some of our limited resources in
upstream efforts, such as grants
to organizations that are working
to eliminate social inequities.

CONCLUSION

As we have shown, impacting
health upstream goes well
beyond the bounds of the
Public Health Department. It
is an issue that is important and
relevant in every corner of our
society. Each of us has a stake in
reducing health inequities,
no matter where we reside
on the social gradient.
Health disparities are
costing our country billions
of dollars every year in healthcare expenses and lost productivity. Social inequalities also lead
to more crime, blighted neighborhoods, and an ill-prepared workforce. Beyond that, it is a fairness
and justice issue. In a country
that holds equality and justice
for all as core beliefs, how can
we continue to allow those
of us with fewer resources
to suffer such poor health?
America is also a place
where we believe in individual
responsibility, and ensuring everyone has the opportunity
for good health does not run
counter to that belief. We
are all ultimately responsible
for our own health, but there
has to be a level playing field.
Everyone should have equal
access to the choices that allow
us to live long and healthy lives.
Health starts in families that
support each other, safe neighborhoods with parks and sidewalks, jobs that offer a fair
wage and are free from hazards,
an educational system that
provides everyone with the
same opportunity to go to
college, and health care that
is available to all.

While the gap in life expectancy
between the rich and poor in
Santa Clara County is not as
wide as other areas, the time to
act is now. There are a number
of explanations for the smaller
gap that were mentioned in
this report, including healthier
immigrants, the Latino paradox,
integrated neighborhoods, and
racial/ethnic diversity. But the
report also shows rising rates of
chronic diseases and their risk
factors. As immigrants spend
more time in the U.S., their
health tends to decline. In
addition, children of immigrants
tend to fare worse than their
parents and grandparents
when it comes to their health.
These and other alarming trends
compel us to take action now.
This report was meant to start
a public dialog about what
our community needs to do to
impact health upstream so we
can all live healthier, more productive lives. We all want better
educational opportunities, more
affordable housing, a living wage
and decent job opportunities,
pedestrian-friendly communities,
and better health for every Santa
Clara County resident. The
question is how do we get there?
How do we make the systems
and policy changes needed to
eliminate health disparities? It
will require us all—the Public
Health Department, policymakers, community-based organizations, government institutions,
corporations—to work together
to change long-held beliefs and
institutional power because
social inequalities are deeply
ingrained in our society.
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