TABLE OF CONTENTS

TABLE OF TABLES ...ttt 3
ACKNOWLEDGMENTS ..ottt 4
INTRODUCTION ..ottt sttt eneenes 5
(@ N[0 = RS 12
BrEaSt ... s 12
(@0 V] o RS RSRPS 12
(@00] Fo (= oi = [T RSR 13

I o SRR 13
(@Y= = o USSP 13
HEART DISEASE ...t 15
Cardiovastular DISEASE........ccuerieeereerieeie et neeas 15
Coronary Heart DISBase.......ccceieierinie e 15
Coronary Artery DiSEASE ......cccviveieeieceeire et 16

S (0] (= SRR 16
CHRONIC DISEASE....io ettt 17
ATTAITTIS o 17
ChroniC BroNChITIS ......ccuveieieesieeeseeseeie et nne s 17
ChrON S DISBASE ....cve ittt 18
DIGDELES ... e 18
HYPEIMENSION......ceieieeee e 19
MUSCULOSKELETAL  PAIN oot 21
BaACK PalN ..o e 21
Carpal TuNNel SYNArOME........cocveierierieresie e 21
(@5 (= 0] 0] 1015 KRS 22
SEXUALLY TRANSMITTED DISEASE........cooiieeresece e, 23
HIV @A AIDS ...t 23
Chlamydi@........cocoveeiieceece e e 25
Pelvic Inflammatory DiSBase........ccccoiriririreeieeieseesie s 25
(€70l g0 1 1= USSP 25
Herpes SIMPIEX VITUS ....c..ooveiiee ettt s 25
SYPIITTS et 26



TABLE OF CONTENTS

(continued)
REPRODUCTIVE ISSUES ..ottt 27
IMENSIFUBLTON.....c.veivieieieeiceee et b e et 27
(@0 ] 011> 7= 011 o] ISR 27
AdOIESCENt PregnanCy ........ccccceeieeiierierie e 29
INFEITHTITY v 30
MEBNOPAUSE ... .eviiiiiieeiiie e siee et e e e e e e b sbe e b e sb e e nnbe e e nareas 31
Hormonre Replacement Therapy ........ccocveeereeieieeneesie e 31
HEADACHES AND MIGRAINES........coo it 32
NUTRITION, WEIGHT MANAGEMENT AND EXERCISE.............. 34
PSYCHOLOGICAL ISSUES. ..ot 37
DEPIESSION ...ttt sttt n bbbt enn e 37
S (=5 SRR 38
Eating DISOTAENS ......ceiieeieeeeste ettt s 39
DOMESTIC VIOLENCE .....ci ittt 41
Responding to the Problem...........ccooveiiieeiecce e 43
L 11 1Y N = 45
RESOURCES. ...ttt st st enes 46



TABLE OF TABLES

Introduction
Table 1A: Leading causes of infant death by age group, gender, ethnicity in Arizona, 1999

Table 1B: Leading causes of death among children 1-14 years old by gender, area and ethnic
group - Arizona, 1999

Table 1C: Leading causes of death among adolescents 15-19 years old by gender, area and
ethnic group - Arizona, 1999

Table 1D: Leading causes of death among young adults 20-44 years old by gender, area and
ethnic group — Arizona, 1999

Table 1E: Leading causes of death among middle-aged adults 45-64 years old by gender, area
and ethnic group — Arizona, 1999

Table 1F: Leading causes of death among elderly 65 years and older by gender, area and
ethnic group — Arizona, 1999

Table 2: Number of deaths by ethnic group, gender and county of residence — Arizona, 1999

Table 3A: Tota age-adjusted mortality rates for leading causes of death by gender, Arizona,
1988-1998

Table 3B: Average age at death from all causes by gender and ethnicity, Arizona, 1988-1998

Cancer
Table 4: Mortdity rate from selected chronic conditions per 100,000 personsin Arizona

Table 5: Number of deaths and death rate for mgjor causes of death in Arizonain 1997

Chronic Disease
Table 6: Number of sdlected reported chronic conditions per 1,000 women by age

Table 7: Number of selected reported chronic conditions per 1,000 persons by geographic
region and place of residence

Sexually Transmitted Disease
Table 8: Arizona HIV infection surveillance report

Table 9: Female AIDS cases by exposure category and year of diagnosis — Arizona— 1981-
2000

Table 10: Female AIDS cases by race/ethnicity and year of diagnosis — Arizona— 1981-2000

Reproductive | ssues
Table 11: Types of contraceptives used by men and women ages 15-44 in the U.S. — 1995

Table 12: Effectiveness rates of various contraceptive methods during first year of use

Table 13: Number of pregnancies by pregnancy outcome, ethnic group and year anong
females 19 or younger, with rates — Arizona 1988-1998

Table 14: Pregnancies by pregnancy outcome and county of residence — Arizona— 1999

10

11

14
14

20

24
24

25

28
28
29



Acknowledgments

Acknowledgments

Thisvolume, The Arizona Fact Book on Women’ s Health, is one of severa Fact Books published
by Arizona State Univeraty Wedt's Partnership for Community Development to inform public

policy and asss public and community-based organizations as they develop programs and

services to address issues relevant to resdents of Arizona The Fact Book' s intent is not to
advocate for particular programs or political agendas, but to present data and other information

that may be used as abasisfor decisonrmaking. While not an exhaustive treatment of women's
hedlthissues (in some instances satigtics that would prove useful have not been compiled), this

book attempts to provide a current examination of the set of issues facing this population in
Arizonatoday.

| am appreciative of the contributions of Ms. Sue Tormala, who researched, compiled, and
developed thisvolume. Ms. Dana Campbe | Saylor of the Governor’s Divison for Women
provided invauable suggestions for content as well as editing assstance. Dr. Mark Searle, Dean
of the College of Human Services, ASU West, supported this undertaking in numerous ways. In
addition, Ms. LisaKramer of the College of Human Services contributed to the development of
thisbook. Mr. Geoffrey Boyarsky provided design, production, and layout preparation. Severd
other individuas provided valuable assstance in the development of the data contained herein.

In particular, | would like to acknowledge the following: Diane Dudley, Planned Parenthood of
Centrd Arizona; Marge Eberling, Arizona Integrated Medicine; Ann Marie Faxel, Phoenix
Memorid Hedth System; Lenette Golding, Phoenix Body Pogtive; Dr. Steven R. Harvey, The
Menta Health Association of Arizona; Randy Johnston, Remuda Ranch; Jane L. Lange, ADHS -
Office of Prevention and Hedth Promotion; Linda Larkey, Women's Cancer Prevention,
Harrington Center; Jeanette Shea- Ramirez, Office of Women's and Children’s Hedth; and
Jennifer Takaki, Student Research Assgtant - Arizona State University.

In addition to the individuals who worked to develop and produce The Arizona Fact Book on
Women'’ s Health, it isimportant to recognize the support of its sponsors. The Arizona
Community Foundation, the Arizona Drug and Gang Prevention Resource Center, the
Governor’s Divison for Women, Sun Hedlth, and Dr. Thomas Kell, Dean of the College of Arts
and Sciences at ASU West, provided generous funding and support that made the development
of thisvolume possble and | am grateful for the vaue to the State of Arizonathey saw in
producing avolume of this nature.

John Hultsman, Re.D.

Director, Partnership for

Community Development

College of Human Services

Arizona State University West
March, 2001



| ntr oduction

There are gpproximately 275 million people living in the United States today; 140 million are
women. Of the 4.8 million living in Arizona, 2.4 million (or haf) are women. The National
Center for Chronic Disease Prevention and Health Promotion reports that one out of ten
Americans say they arein fair to poor hedlth. More females than males make that claim, twice
as many Blacks as Whites, 22% of the poor, 5% of the non-poor and more people living in the
south.

Among women, heart disease isthe leading cause of death overdl and cancer isthe leading
cause of death among 25-44 year olds. In 1996, women made 471 million office vidtsto their
physicians, 41 million made hospitd outpatient vidts, 50 million made emergency room vigits,
41 million surgicad procedures were performed on women and 18 million women were
discharged from inpatient hospitd vigts.

National Hedlth Expendituresin 1997 were $1,092 hillion, or 13.5% of the gross domestic
products. $585.3 hillion of these expenditures were in private funds and $507 billion came from
public funding.

Taking care of hedlth isincreasingly about education and prevention Conventiona medica care
focusing on crigs intervention, while often beneficia to the sick person, is not necessarily

effective in kegping us hedthy. According to The Commonwealth Fund 1998 Survey of
Women'’ s Health, lower-income and less-educated women appear less likely than higher-income,
more educated women to receive regular preventive services, particularly in the area of breast

and cervica cancer screening. Smoking rates among women have remained at the 1993 levels,
with rates notably higher among lower-income women.

Collaborations between researchers, hedth professionds, policymakers and women themselves
are developing, fuded by recognition of the uniqueness of certain hedlth issues to women, and
the differences in health and hedlth care experiences between women and men.

The purpose of thisbook isto introduce the reader, in lay terms, to some of the most pressing
hedth issues affecting women in Arizonatoday. Statistica information is available throughout
the book to dramatize the narrative. The reader is encouraged to more thoroughly investigate
issues of interest to them from the resources identified at the end of the book.

There is much research on women's health issues available from awide variety of resources
today. No longer restricted to medical libraries, doctors and pamphlets, anyone can scour the
internet for hours on end, and not even begin to make a dent in reviewing the literature.
Statistics abound. A plethora of experts exists.



But not everyone hastimeto review dl the literature avail able before evauating and/or deciding
the direction of women'’s hedlth carein Arizona. Thisfact book, therefore, endeavorsto
synthesize information from a broad examination of the literature. While by no means declaring
this to be a comprehensive review of theissues, it isareflection of those issues affecting most

women in Arizona. Let us begin with some basics

Table1A.

LEADING CAUSES OF INFANT DEATH BY AGE GROUP, GENDER, ETHNICITY IN ARIZONA, 1999

(AZ Department of Health Services, Public Health Services, Bureau of Public Health Statistics)

Infant’s Age Gender Ethnicity
Non-
Post- Hispanic American Other/

Total | Neonatal neonatal Male | Female White Hispanic | Black Indian Asian | Unknown
Total* 547 363 184 314 232 196 238 52 49 5 3
PERINATAL CONDITIONS 222 208 14 123 99 87 90 21 18 2 2
- Low birthweight/short gestation 65 64 1 32 33 22 31 6 3 0 2
- Respiratory distress syndrome 5 4 1 5 0 3 1 0 0 1 0
- Other respiratory conditions 39 33 6 24 15 14 16 6 3 0 0
- Intrauterine hypoxia or birth asphyxia 4 4 0 2 2 2 2 0 0 0 0
- Maternal complications 23 23 0 13 10 9 10 1 3 0 0
- Other perinatal conditions 23 22 1 14 9 9 11 3 0 0 0
CONGENITAL ANOMALIES 128 94 34 71 57 41 68 8 9 1 1
- Diseases of heart 17 7 10 9 8 6 9 0 2 0 0
- Respiratory system 23 21 2 15 8 8 12 1 1 0 1
- Brain, spinal cord or nervous system 8 4 4 4 4 1 6 0 1 0 0
- Other anomalies 22 20 2 10 12 9 9 3 1 0 0
SUDDEN INFANT DEATH SYNDROME 38 2 36 30 7 12 15 5 5 0 0
- Unintentional injury 26 5 21 16 10 10 11 1 3 1 0
- Pneumonia/Influenza 21 0 21 14 7 3 14 2 2 0 0
- Homicide 6 0 6 3 3 4 0 2 0 0 0
* Includes mortality from causes of death not shown in this table.

Table 1B.
LEADING CAUSES OF DEATH AMONG CHILDREN 1-14 YEARSOLD
BY GENDER, AREA AND ETHNIC GROUP - ARIZONA, 1999
(AZ Department of Health Services, Public Health Services, Bureau of Public Health Statistics)
Gender Area Ethnicity
Non-
Un- Hispanic American Other/

Total Male Female | Y | Ryral known White Hispanic | Black Indian Asian | Unknown
Unintentional injury 99 65 34 68 39 1 32 35 6 26 0 0
- Motor vehicle-related 59 42 17 41 17 1 16 21 6 16 0 0
- Drowning 22 11 11 18 4 0 10 9 0 3 0 0
- Other injury 18 12 6 9 9 0 6 5 0 7 0 0
Malignant Neoplasms 28 13 15 22 5 1 11 11 3 3 0 0
Congenital Anomalies 17 8 9 13 4 0 6 7 2 2 0 0
Diseases of Heart 11 4 7 7 4 0 4 5 0 1 1 0
Homicide/Legal intervention 11 5 6 11 0 0 3 6 0 1 1 0
Pneumonia/Influenza 8 5 3 6 2 0 5 0 2 1 0 0
Suicide 7 6 1 3 4 0 3 2 0 1 0 0
Ill-defined conditions 6 4 2 4 0 2 3 1 1 1 0 0
Infections & Parasitic Diseases 5 3 2 4 1 0 3 1 0 1 0 0
- Septicemia 3 2 1 2 1 0 1 1 0 1 0 0
- Other Infections Diseases 2 1 1 2 0 0 2 0 0 0 0 0
Chronic Obstructive Pulmonary Disease 4 3 1 4 0 0 3 1 0 0 0 0
Cerebrovascular Disease 2 1 1 2 0 0 1 1 0 0 0 0
ALL CAUSES ** 246 143 103 179 57 10 97 84 16 43 2 3
* Maricopa, Pima, Pinal and Yuma Counties
*x Includes mortality from causes of death not shown above

NOTE: leading causes are those with the greatest number of deaths statewide in 1999




Table1C.
LEADING CAUSES OF DEATH AMONG ADOLESCENTS 15-19 YEARS OLD

BY GENDER, AREA AND ETHNIC GROUP - ARIZONA, 1999
(AZ Department of Health Services, Public Health Services, Bureau of Public Health Statistics)

Gender Area Ethnicity
Non-
Un- Hispanic American Other/

Total Male Female | Y | Ryral known White Hispanic | Black Indian Asian | Unknown
Unintentional injury 122 90 32 82 36 4 51 39 6 23 2 0
- Motor vehicle-related 100 73 27 63 33 4 44 28 6 21 1 0
- Drowning 2 1 1 1 1 0 1 1 0 0 0 0
- Other injury 20 16 4 18 2 0 6 10 0 2 1 0
Homicide/Legal intervention 55 46 9 52 3 0 11 31 7 4 2 0
Suicide 36 31 5 23 11 2 17 13 0 5 0 0
Malignant Neoplasms 12 4 8 9 3 0 4 5 2 0 1 0
Diseases of Heart 7 7 0 7 0 0 3 3 1 0 0 0
Infectious & Parasitic Diseases 3 0 3 2 0 1 1 1 0 1 0 0
- HIV Infection 1 0 1 1 0 0 1 0 0 0 0 0
- Septicemia 1 0 1 1 0 0 0 1 0 0 0 0
- Other Infections Disease 1 0 1 0 0 1 0 0 0 1 0 0
Il-Defined Conditions 2 2 0 1 1 0 0 1 0 1 0 0
Pneumonia/Influenza 1 1 0 1 0 0 0 0 0 1 0 0
Chronic Obstructive Pulmonary Disease 1 1 0 1 0 0 1 0 0 0 0 0
ALL CAUSES ** 277 211 66 199 63 15 108 104 16 39 6 2
* Maricopa, Pima, Pinal and Yuma Counties
b Includes mortality from causes of death not shown above
NOTE: leading causes are those with the greatest number of deaths statewide in 1999

Table1D.
LEADING CAUSES OF DEATH AMONG YOUNG ADULTS20-44 YEARSOLD
BY GENDER, AREA AND ETHNIC GROUP - ARIZONA, 1999
(AZ Department of Health Services, Public Health Services, Bureau of Public Health Statistics)
Gender Area Ethnicity
Non-
Un- Hispanic American Other/

Total Male Female | Y | Ryral known White Hispanic | Black Indian Asian | Unknown
Unintentional injury 858 651 207 669 179 10 442 233 33 132 12 3
- Motor vehicle-related 439 315 124 324 109 6 181 140 12 91 11 2
- Other injury 419 336 83 345 70 4 261 93 21 41 1 1
Malignant Neoplasms 358 172 186 291 56 11 263 55 17 18 5 0
Suicide 350 281 69 273 67 10 232 70 14 28 4 0
Homicide/Legal intervention 293 228 65 257 31 5 85 140 29 35 2 0
Diseases of Heart 242 176 66 192 45 5 166 37 16 19 0 1
Infections & Parasitic Diseases 145 117 28 134 10 1 78 36 14 15 1 0
- HIV Infection 97 85 12 92 4 1 55 26 11 5 0 0
- Septicemia 23 13 10 18 5 0 12 5 0 6 0 0
- Other Infectious Disease 25 19 6 24 1 0 11 5 3 4 1 0
Alcoholism 97 64 33 62 34 1 50 8 2 36 0 0
Cerebrovascular Disease 47 23 24 43 2 2 24 15 2 5 1 0
Pneumonia/Influenza 53 37 16 46 7 0 27 9 1 15 1 0
Diabetes 46 28 18 41 4 1 27 9 0 10 0 0
I1-Defined Conditions 45 33 12 33 9 3 22 12 3 8 0 0
Chronic Obstructive Pulmonary Disease 16 10 6 14 0 2 10 5 0 1 0 0
ALL CAUSES ** 2929 2048 881 2311 529 89 1650 698 149 379 27 13
* Maricopa, Pima, Pinal and Yuma Counties
** Includes mortality from causes of death not shown above

NOTE: leading causes are those with the greatest number of deaths statewide in 1999




Table 1E.
LEADING CAUSES OF DEATH AMONG MIDDLE-AGED ADULTS 45-64 YEARSOLD

BY GENDER, AREA AND ETHNIC GROUP - ARIZONA, 1999
(AZ Department of Health Services, Public Health Services, Bureau of Public Health Statistics)

Gender Area Ethnicity
Non-
Un- Hispanic American Other/

Total Male Female | Y | Ryral known White Hispanic | Black Indian Asian | Unknown
Malignant Neoplasma 2078 1093 985 1662 414 2 1719 216 74 47 17 0
Diseases of Heart 1493 1075 418 1184 309 0 1188 157 66 64 8 3
Unintentional injury 469 353 116 349 118 2 296 83 11 66 3 6
- Motor Vehicle-Related 214 154 60 159 54 1 129 41 5 33 3 3
- Other injury 255 199 56 190 64 1 167 42 6 33 0 3
Chronic Obstructive Puimonary Disease 269 149 120 212 55 2 237 12 10 6 2 2
Diabetes 257 153 104 207 50 0 131 65 12 44 3 0
Alcoholism 208 157 51 169 39 0 136 45 14 10 4 0
Cerebrovascular Disease 208 108 100 171 37 0 135 45 14 10 4 0
Suicide 219 162 57 158 61 0 189 14 2 8 3 1
Infectious & Parasitic Diseases 194 137 57 160 33 1 124 38 7 21 3 1
- HIV Infection 45 40 38 52 16 0 43 10 2 13 0 0
- Septicemia 68 40 28 52 15 0 43 10 2 13 0 0
- Other Infections Diseases 81 57 24 70 11 0 55 17 1 5 2 1
Pneumonia/Influenza 170 99 71 133 37 0 128 18 8 15 0 1
Nephritis, nephrotic syndrome and nephrosis 70 39 31 57 13 0 36 19 5 9 1 0
Homicide/Legal Intervention 68 43 25 49 19 0 37 14 5 10 0 2
Diseases of Arteries 62 44 18 46 16 0 42 16 4 0 0 0
ALL CAUSES ** 6696 4133 2563 5302 1387 7 5052 865 262 424 50 19
* Maricopa, Pima, Pinal and Yuma Counties
b Includes mortality from causes of death not shown above
NOTE: leading causes are those with the greatest number of deaths statewide in 1999

Table 1F.
LEADING CAUSES OF DEATH AMONG ELDERLY 65 YEARS AND OLDER
BY GENDER, AREA AND ETHNIC GROUP - ARIZONA, 1999
(AZ Department of Health Services, Public Health Services, Bureau of Public Health Statistics)
Gender Area Ethnicity
Non-
Un- Hispanic American Other/

Total Male Female | Y& | Ryral known White Hispanic | Black Indian Asian | Unknown
Diseases of Heart 8582 4307 4275 7104 1478 1 7636 599 153 139 29 6
Malignant Neoplasms 6373 3424 2949 5107 1267 0 5729 402 103 86 31 3
Cerebrovascular Disease 2047 852 1195 1691 356 0 1818 147 36 32 10 0
Chronic Obstructive Pulmonary Disease 2207 1084 1123 1800 407 0 2079 70 26 15 5 2
Pneumonia/Influenza 1471 731 740 1164 307 0 1301 96 21 40 8 2
Diabetes 742 355 387 580 162 0 507 139 25 67 1 0
Unintentional injury 603 293 310 AT77 126 0 519 40 6 31 4 1
-Falls 337 149 188 285 52 0 304 17 1 10 2 1
- Motor vehicle related 156 86 70 108 48 0 128 17 1 9 1 0
- Other injury 110 58 52 84 26 0 87 6 4 12 1 0
Alzheimer's Disease 551 185 366 469 82 0 502 33 9 3 1 0
Atherosclerosis 424 186 238 327 97 0 383 22 8 7 1 0
Infectious & Parasitic Diseases 367 184 183 273 94 0 288 47 12 15 5 0
- HIV Infection 4 4 0 4 0 0 2 2 0 0 0 0
- Septecemia 232 112 120 159 73 0 177 32 9 12 2 0
- Other Infectious Disease 131 68 63 110 21 0 109 13 3 3 3 0
Diseases of Arteries 357 188 169 284 73 0 320 21 3 7 4 2
Nephrotis, nephrotic syndrome, nephrosis 334 175 159 234 100 0 267 33 14 17 2 0
Suicide 160 132 28 119 41 0 147 7 3 1 0 0
ALL CAUSES ** 28940 14141 14799 23447 5491 5 25554 2931 494 632 125 25
* Maricopa, Pima, Pinal and Yuma Counties
b Includes mortality from causes of death not shown above

NOTE: leading causes are those with the greatest number of deaths statewide in 1999




Table2.

NUMBER OF DEATHSBY ETHNIC GROUP, GENDER AND COUNTY OF RESIDENCE — ARIZONA 1999
(AZ Department of Health Services, Public Health Services, Bureau of Public Health Statistics)

TOTAL ETHNIC GROUP
Non-Hispanic White American Indian
Hispanic Black Asian Unknown

2 |2 |2 |49 |2 |2 |Y9|2 |2 |Y9|2|2|Y|2|2 |y9|2|=2|y|2|=

= S |2 |e | |d | |S|a|ce|S|a|le |S|a|e|S|a|c

o = o = o = o = o = w | F

Total 20389 | 18006 | 38395 | 16528 | 15180 [ 31708 | 2262 | 1638 | 3900 | 531 [ 426 [ 957 [ 901 | 626 | 1527 | 107 | 116 | 223 | 60 20| 80

APACHE 250 168 418 35 35 70 2 7 9 0 0 0| 213 | 126 339 0 0 0 0 0 0

COCHISE 534 493 1027 423 376 799 95 9 194 9 12 21 2 1 3 4 5 9 1 0 1

COCONINO 292 250 542 157 161 318 37 26 63 5 2 7 93 61 154 0 0 0 0 0 0

GILA 333 291 624 276 238 514 30 24 54 0 0 0 27 28 55 0 1 1 0 0 0

GRAHAM 146 123 269 101 88 189 30 24 54 1 2 3 14 9 23 0 0 0 0 0 0

GREENLEE 35 R 67 24 17 41 11 15 26 0 0 0 0 0 0 0 0 0 0 0 0

LA PAZ 127 80 207 100 61 161 5 5 10 3 0 3 17 14 31 0 0 0 2 0 2

MARICOPA 10922 | 10119 | 21041 9230 | 8881 | 18111 | 1101 751 | 1852 | 353 | 302 | 655 | 135 | 102 237 83 73] 156 20 10 39

MOHAVE 1057 750 1807 1004 713 1717 25 19 4 2 2 4 21 14 35 2 2 4 3 0 3

NAVAJO 343 268 611 165 140 305 23 15 38 5 2 71 149 111 260 1 0 1 0 0 0

PIMA 3640 [ 3353 6993 2851 | 2764 5615 525 402 927 | 109 73| 182 | 138 85 223 11 28 39 6 1 7

PINAL 830 622 1452 621 450 1071 131 101 232 21 17 38 55 53 108 1 1 2 1 0 1

SANTA 129 86 215 55 22 77 73 62 135 1 2 3 0 0 0 0 0 0 0 0 0
CRUZ

YAVAPAI 966 910 1876 931 883 1814 27 19 46 1 0 1 5 6 11 0 2 2 2 0 2

YUMA 567 355 922 412 275 687 127 64 191 11 8 19 13 4 17 3 4 7 1 0 1

UNKNOWN 218 106 324 143 76 219 20 5 25 10 4 14 | 19 12 31 2 0 2 24 9 33




Table 3A.

TOTAL AGE-ADJUSTED MORTALITY RATES™ FOR LEADING CAUSES? OF DEATH
BY GENDER, ARIZONA, 1988-1998

(AZ Department of Health Services, Public Health Services, Bureau of Public Health Statistics)

CAUSES / GENDER 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998
DISEASES OF HEART

MALE 201.7 192.2 182.0 178.0 183.8 196.2 187.9 1744 163.1 1537  155.9

FEMALE 120.4 115.8 1121 108.6 1130 119.9 116.7 1105 103.2 102.7 99.2
MALIGNANT NEOPLASMS

MALE 153.9 1441 148.3 1516 153.3 156.3 159.4 1434 1410 1347 1319

FEMALE 1045 106.1 105.0 109.6 106.5 1110 1117 104.6 101.3 101.7 99.6
UNINTENTIONAL INJURIES, TOTAL

MALE 62.5 59.0 58.2 48.9 54.5 57.5 63.1 64.8 62.0 59.7 58.9

FEMALE 23.8 19.8 21.2 21.3 20.3 21.7 225 24.1 24.3 23.2 245
---MOTOR VEHICLE-RELATED

MALE 35.6 33.0 33.6 279 28.3 28.7 318 345 32.8 29.1 28.2

FEMALE 14.6 12.0 13.8 131 121 12.6 12.9 14.8 14.4 12.7 13.7
--- OTHER THAN MOTOR VEHICLE

MALE 26.8 26.0 24.6 21.0 26.3 28.8 313 30.4 29.2 30.6 30.8

FEMALE 9.2 7.8 7.4 8.2 8.3 9.1 9.6 9.3 9.9 10.4 10.7
CEREBROVASCULAR DISEASE

MALE 26.1 26.9 26.1 21.2 21.1 28.0 30.5 26.5 28.4 26.4 26.1

FEMALE 26.8 26.7 28.4 215 273 316 30.6 30.1 29.3 313 29.5
C.0.P.D.

MALE 34.7 34.0 31.9 34.0 31.8 36.5 335 31.8 30.3 335 32.3

FEMALE 20.0 22.0 215 21.0 20.9 25.3 22.3 23.6 24.3 25.1 24.4
SUICIDE

MALE 29.4 285 29.9 27.6 26.4 30.6 32.9 30.8 26.8 21.8 27.3

FEMALE 6.6 6.4 6.0 6.0 5.8 6.7 7.3 8.4 5.9 6.1 6.8
INFECTIOUS & PARASITIC DISEASE

MALE 16.9 19.2 20.6 232 212 31.0 30.6 32.3 24.8 17.6 15.1

FEMALE 6.2 6.7 6.6 6.9 7.6 8.3 8.9 8.7 8.7 8.4 8.0
---HIVINFECTION

MALE 8.3 10.4 12.2 14.9 18.3 212 215 22.8 15.1 7.3 53

FEMALE 04 0.3 0.6 0.9 0.9 14 16 2.3 1.7 11 T
PNEUMONIA & INFLUENZA

MALE 19.9 21.0 217 211 19.4 22.6 20.3 181 18.6 17.3 19.2

FEMALE 15.9 15.9 16.5 16.4 14.0 15.9 15.4 13.9 14.3 15.1 16.5
HOMICIDE

MALE 13.6 13.2 131 13.9 155 15.7 20.5 22.6 18.6 16.5 15.9

FEMALE 5.3 5.1 43 4.5 4.5 5.3 5.0 5.5 4.2 4.1 4.7
DIABETES

MALE 12.1 12.5 11.1 11.2 12.4 11.2 13.6 12.5 13.6 13.6 15.6

FEMALE 9.5 11.4 8.7 9.1 10.7 10.9 11.9 11.8 12.7 12.7 115
ALCOHOLISM

MALE 14.2 12.6 12.4 13.8 13.4 13.2 14.6 135 12.3 12.2 11.9

FEMALE 4.7 45 4.4 5.2 45 5.2 4.7 3.9 5.2 4.0 3.9
TOTAL, ALL CAUSES

MALE - AZ 684.2 659.2 655.5 649.0 675.6 707.6 716.2 676.7 642.7 6182  616.7

FEMALE - AZ 420.0 416.0 407.8 4141 4151 4437 448.1 4332 4274 4246 4248

MALE - US3 699.8 679.6 668.9 660.1 656.1 667.7 657.4 646.3 637.4 616.1 6133

FEMALE - US 403.5 396.4 398.0 382.1 381.2 387.5 384.5 385.2 384.0 380.7 3791

1 Adjusted to U.S. population of 1940 and presented per 100,000 population.
2 | eading causes are those 10 causes with the greatest number of deaths for malesin 1998.
3 The U.S. datafor 1998 are for 12 months ending June 1998.
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Table3B
AVERAGE AGE AT DEATH FROM ALL CAUSESBY GENDER AND ETHNICITY,
ARIZONA, 1988-1998

(AZ Department of Health Services, Public Health Services, Bureau of Public Health Statistics)

YEAR / GENDER ALL NON-
ETHNIC HISPANIC AMERICAN
GROUPS! WHITE HISPANIC? BLACK INDIAN ASIANS3
1988, Total 67.8 69.9 58.1 57.6 47.0 NA
MALE 65.1 67.5 542 55.3 48.3 NA
FEMALE 71.2 73.0 63.7 60.9 95.1 NA
1989, Total 68.2 70.4 57.1 56.9 53.0 NA
MALE 65.3 67.7 54.1 55.7 49.4 NA
FEMALE 717 73.6 61.0 58.6 58.4 NA
1990, Total 68.4 70.6 58.5 58.1 51.4 NA
MALE 65.4 67.9 54.6 55.5 487 NA
FEMALE 722 73.9 64.1 61.6 56.1 NA
1991, Total 68.5 70.8 57.6 58.8 52.3 60.5
MALE 65.6 68.1 54.7 54.4 50.4 59.0
FEMALE 71.9 73.7 61.5 64.4 54.8 62.4
1992, Total 68.7 71.1 58.3 57.8 52.8 NA
MALE 65.8 68.5 54.8 54.7 49.0 NA
FEMALE 724 74.2 63.7 62.3 58.7 NA
1993, Total 68.6 711 57.9 56.2 519 NA
MALE 65.6 68.3 54.7 54.1 49.3 NA
FEMALE 72.2 74.3 62.7 59.2 55.8 NA
1994, Total 68.4 71.0 56.6 56.8 52.0 NA
MALE 65.2 68.2 52.5 54.5 48.7 NA
FEMALE 72.2 74.2 62.3 60.6 57.2 NA
1995, Total 68.5 71.0 57.4 57.4 52.2 NA
MALE 65.2 68.2 53.1 53.7 48.2 NA
FEMALE 724 74.2 63.6 62.9 57.8 NA
1996, Total 69.6 72.4 56.5 57.8 52.9 62.1
MALE 66.1 69.2 52.6 54.9 49.9 60.6
FEMALE 73.6 75.9 62.4 61.3 57.2 63.9
1997, Total 71.0 73.1 61.3 61.9 55.4 64.2
MALE 67.5 70.1 57.2 57.6 51.2 61.4
FEMALE 74.9 76.3 67.4 67.7 61.4 68.0
1998, Total 712 73.4 61.8 62.5 56.5 62.7
MALE 67.9 70.5 574 59.4 53.2 60.8
FEMALE 74.9 76.5 68.0 66.3 61.2 62.7

! May include records with other/unknown ethnic groups

2 White of Hispanic origin

3 Dueto statistically small numbers of deaths per year, datafor Asians are shown only for 1991, 1996, 1997 and
1998. The smaller the number of events, the higher the variability, therefore all indicators for Asians should be
interpreted with caution.
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Cancer

The 1998 cancer death rate in the United States of 114.2 per 100,000 people was the lowest in
eleven years (see Tables 4 & 5). Cancer mortdity rates have improved for both males and
femaesin Arizona, accounting for gpproximately 23% of dl desthsin 1997 (National Vital
Satistics Reports, Vol. 47, No. 19, June 30, 1999). In 1998, cancer was a 32.5% greater risk for
Arizona maesthan femaes). Arizona s Blacks were two times more likely to die from cancers

in 1998 than Adans, who had the lowest risk among ethnic groups).

In 1998, lung cancer accounted for 30.5% of al cancer deasths among males, compared to 25.8%
among females. Breast cancer accounted for 16.2% of al femae cancer deaths. Colorecta
cancer was the third leading cause of cancer mortdity among both maes (10.4%) and femaes
(9.8%).

Death rates for specific cancers varied considerably across ethnic groups. Lung cancer death
rates were 4.3 times higher among Blacks than American Indiansin Arizona  The age-adjusted
mortality rate for breast cancer among Black femaes (21.6/100,000) was 3.3 times higher than
among Adan femdes.

Breast Cancer

Breast cancer affects an estimated onein eight women. Probably the most deeply feared cancer
among American women, its morbidity rate is second only to lung cancer. However, while
outcomes of this disease vary widdly, a cure is often the result in cases detected early.

A woman'’s chance of developing breast cancer varies greetly with her age, ethnic group,

mengtrud history and family history of breast cancer. While the grestest risk factor is having a
mother or Sster with breast cancer, studiesindicate that less than 10% of al breast cancer is
thought to be inherited and no more than 5% comes from a genetic defect. WWomen who have

been exposed to high levels of estrogen over their lifetime seem to have a marked increasein

breast cancer. And, in the February 27, 1997 issue of the New England Journal of Medicine, the
Nationd Indtitutes of Hedlth published an epidemiologica study stating that women with the

highest bone mass are at a much greater risk of postmenopausal breast cancer.

Cervical Cancer

Cancer of the cervix is one of the most common cancers affecting the reproductive organs.
Responsibility for gpproximately 95% of cervica cancer casesis attributed to one of severd
grains of the human papillomavirus (HPV), asexualy transmitted infection. In most women,
the immune system response to HPV prevents the virus from doing harm. However, inasmal
group of women, the virus will survive for years before converting cells on the surface of the
cervix into cancer cdls. Often, women with cervical cancer (occurring most often in women
between the ages of 30 and 55) have no symptoms.
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Colorectal Cancer

Cancer of the colon (large intestine) and the rectum is one of the most common forms of cancer
in the US and isthe third leading cause of cancer degths for women in the US. Althoughiitis
unclear why, colorecta cancer affects men and women differently. While the rate of incidents
has remained somewhat steady in women, the number in men hasincreased. Some studies
suggest that improved dietary and exercise habits, as well as the relationship between certain
foods and the hormones produced during awoman'’s childbearing years may explain the
reduction.

Approximately 20% of colorectal cancers can be traced to a predisposing gene. Thereisaso
evidence that a sedentary lifestyle may increase the risk of developing colon cancer.

Lung Cancer

Lung cancer remains the most lethd cancer that strikes women. While cigarette smoking is il
believed to be the leading cause, a study conducted by The Commonwedth Fund indicates that
anti-smoking campaigns have had little impact among women, and smoking rates have remained
essentialy unchanged. Even among women who do not smoke, lung cancer remains the third
highest cause of cancer-related death.

It is suspected that any type of lung cancer develops over the years due to a series of insultsto
the lungs— from smoking, environmenta carcinogens (i.e. radon or asbestos) and long-term lung
disease. Theimpact of these factors increases when weighed together. According to the
Harvard Guide to Women's Hedlth, there is preliminary evidence that women run about two
timestherisk of developing lung cancer from smoking as men do, apparently doing more
damage to the DNA in women's lung cdlls.

Until the causes of “nonsmoker” lung cancers are better understood, prevention will remain a
chdlenge. Work isbeing done to find chemica markersin the blood and urine that could
identify maignant cells earlier and offer hope. Early detection increases the rate of cure.

Ovarian Cancer

Ovarian cancer causes more deaths than any other gynecologic cancer and accounts for 6% of al
cancersin women. Itisnow estimated that more than 14,000 women die annualy of the disease,
with postmenopausa women up to the age of 70 showing the highest incidence and mortdity
rates. Difficult to detect, about 60% to 70% of the diagnoses are made after the diseaseisin an
advanced stage. Diagnosisis made based on a pelvic exam followed by an ultrasound and a
biopsy. The mgor risk factors include endocrine dysfunction, infertility, celibacy, high-fat diets,
higher socioeconomic status, and occupational exposure to talc and asbestos.
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Table 4. Mortality rate from selected chronic conditions per 100,000 personsin Arizona
(Office of Epidemiology and Statistics — Arizona Department of Health Services)

Type of Chronic Condition 1987 1988 1939 1990 1991 1992 1993 1994 1995 1996 1997 1993
Coronary heart disease (all) 1337 1266 1215 1164 1112 1130 1210 1178 1110 1035 1022 100.4
Coronary heart disease (Blacks) 164.0 1144 1052 1354
Strokes (all) 274 266 269 274 275 272 301 315 285 290 292 280
Strokes (Blacks) 40.7 373 340 307
Cardiovascular disease 2022 1965 189.1 1823 1787 1837 1962 1924 1802 1719 1669 167.3
Cancers (al) 1286 1263 1225 1241 1280 1271 1307 1323 1217 1193 1165 1142
Lung Cancer 368 371 338 349 362 367 372 333 341 335 322 318
Breast Cancer (women) 215 206 202 212 205 200 216 214 172 172 193 182
Uterine Cancer 2.7 25 16 2.6 22 19 2.0 2.6 24 25 1.7 15
Colorectal Cancer 12.8 13.0 125 11.7 11.7 124 127 12.9 115 11.7 10.7 111
Chronic obstructive pulmonary disease 265 261 270 261 267 257 290 271 272 270 289 280

Table 5: Number of deaths and death rate for major causes of death in Arizonain 1997
(Nationd Vital Statistics Reports, Vol. 47, No. 19, June 30, 1999)

Cause of Death Number Rate
HIV infection 162 36
Cancers (al) 8,448 185.5
Diabetes mellitus 947 20.8
Alzheimer's disease 438 9.6
Heart diseases 10,174 2234
Cerebrovascular disease 2,483 545
Pneumoniainfluenza 1,274 28.0
Chronic obstructive pulmonary diseases 2,377 52.2
Chronic liver disease 606 13.3
Nephritis 328 7.2
Accidents 2,147 47.1
Motor vehicle accidents 954 20.9
Suicide 757 16.6
Homicide & Legal Intervention 431 95
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Heart Disease

Heart disease isthe nation’ s leading killer of both men and women among dl racid and ethnic
groups. Over 40% of deathsin America are caused by cardiovascular disease, which isaso the
leading cause of degth in people over the age of 35. The estimated cost of tregting
cardiovascular disease and stroke in 1998 is $274.2 billion, including direct medica costs and
lost productivity. A nationwide prevention program could save $16.6 billion.

In Arizona, mortdity rate from heart disease declined for the fifth consecutive year from
155/100,000 in 1993 to 125.8/100,000 in 1998. In 1992, the female rate was 99.2/100,000 and
the male rate was second lowest at 155.9/100,000 in the eleven year period (see Table 3A).

The survivd rate for maes experiencing heart disease was higher in 1998 than the survivd rate
for femdes. Blacksin Arizonawere 4.1 times more likely to die from heart disease than Asans
who were a the lowest risk of desth among ethnic groupsin Arizona.

Cardiovascular disease

Cardiovascular diseases kill more women than al forms of cancer, chronic lung disease,
pneumonia, diabetes, accidents and AIDS combined. More than one in five women have some
form of cardiovascular disease, and heart attack, stroke and other cardiovascular diseases have
killed more women than men every year since 1984. Stroke, done, isthe third leading cause of
desth for American women, and the desth rates are highest for African- American women.

Coronary heart disease is the leading cause of deeth for women in the United States over the
age of 50. 44% of al female deathsin America and most developed countries occur from
cardiovascular disease (CVD), particularly coronary heart disease and stroke. In fact, one of two
women will die of heart disease or stroke, compared with one in 26 who will die of breast cancer.
While men face a5 to 6% morhbidity rate from a heart attack, women'srisk is 11 to 12%.

Prior to menopause, women have less risk of heart disease than men do. However, the risk of
heart disease and stroke increases with age. Census projections have suggested that there are
now over 50 million American women over the age of 50. Research does indicate that
postmenopausa estrogen therapy may reduce that risk.

In addition, women whose hushbands are recovering from heart attacks or open-heart surgery
appear to have a sgnificantly increased risk of cardiovascular disease themselves. While
attention has dways centered on the patient’ s need to lower his or her risk factors to avoid
disease progression, the study indicates that is may be equaly important to target the spouse of
the patient aswell. Not surprisingly, the spouses often have the same risk factors as the patients,
including smilaritiesin current and past smoking histories and exercise levels. However, studies
a0 indicate that twice as many women as men continue to smoke following amae patient’s
heart attack and fewer women exercise compared to men.
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Coronary artery disease (CAD) isaform of heart disease caused by obstructionsin the arteries
supplying blood to the heart.  Although thisis the number-one killer of both men and women in
this country, it tends to affect women 10-15 yearslater in life. Again, thisisthought to be dueto
the protective effect of estrogen in premenopausa women, which seemsto stdl the progress of
depositing fat and cholesterol in the blood.

While women have lower risk of CAD by virtue of their sex, the most significant risk factor for
women is age. Ethnicity dso seemsto play arole —therate of CAD ishighest in African
American men, then white men, African American women and white women. Ratesof CAD in
Hispanics and Asians are lower for both sexes. Additiond factorsinclude: Hypertension,
diabetes, amoking, family history, obesity, a sedentary life style and cholesterol levels.

The symptoms of CAD range from none to anginato heart attack. In fact, while heart attack is
often the first symptom of CAD in aman, women are more likely to develop a chest pain as ther
first symptom. The condition is most commonly evaluated today by: (a) exercise Sresstesting,
(b) thalium scanning, and (C) coronary angiography. Unfortunately, these methods are often
ineffective in eva uating women, creating fase pogtive and fase negative readings.

Consequently, dlinicians are beginning to use noninvasve tests such as ultrasound in attempts to
improve accuracy in evauation.

Stroke is the number one cause of serious, long-term disability among American women.
Although the incidence of strokeis 19% higher for men than for women, women are twice as
likely to die of them. This may be because women have alonger life expectance and tend to
have strokes at later ages. Certain conditions unique to or more common in women (i.e.
pregnancy and mitral valve prolapse) may predispose some women to strokes.

The risk of having a stroke increases with age; in fact, the chances double for each decade
beyond the age of 35. Certain inherited or acquired conditions can increase the likelihood of
gtrokes, including cancer, immobilization in bed, certain blood disorders, and the presence of
antibodies in the blood often found in women suffering from lupus.

The American Heart Association, in mounting amgor public avareness campaign about women

and health disease, conducted 1,000 interviews among a nationa random sample of women 25
years and older.
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Chronic Disease

Chronic illnessis permanent and progressive and requires ongoing adaptation and management.

It isthe mogt prevaent form of illnessin the U.S. today (see Tables 6 & 7) and, according to
Women's Health Care, a Comprehensive Handbook, poses one of the country’ s most pressing
and chdlenging hedth care problems. Chronic disease is differentiated from an acuteillnessina
number of ways. Chronic illnessis long-term, progressive and requires ongoing care, whereas
acute illnessis sudden and produces symptoms soon after exposure to the disease. Acuteillness
responds to treatment and usually does not have long-term consequences. Chronic illness may
include along period of latency where the disease process has begun but symptoms have not
gppeared. Disability is sometimes associated with chronic illness.

Arthritis

Over 32 million Americans have arthritis, 85% of who are over the age of 45. Arthritisistwo to
three times more common in women than in men and is the most prevaent chronic condition
reported in women overdl. Under the age of 45, only 37 out of 1,000 women report arthritis,
while half (550) of every 1,000 women over 65 experience arthritis. About 25% of these women
experience limitationsin activity because of their condition.

Arthritisisagenerd term for anumber of different conditionsinvolving swollen, painful or Hill
joints. There are more than 100 arthritic diseases, some causing more debilitation and pain than
others. Some of the forms more frequently experienced by women include;

?? Osteoarthritis: painful joints caused by agradud loss of cartilage. Common in
individuas over 60, this breakdown in cartilage can result from physica injury,
mechanica sress or metabolic abnormality;

?? Lupus. achronic auto-immune disease often characterized by rashes and feversfollowing
exposure to sunlight;

?? Psoriatic arthritis: more often observed in women patients suffering from psoriasis, this
condition, characterized by painful swollen joints, particularly in the fingers, toes, knees
and ebows, and

?? Chemically induced arthritis: ajoint paid and stiffness resulting from use of some
medi cations used to treat acne, heart arrhythmia and hypertenson

Chronic Bronchitis

Bronchitisis an inflammation of the lining of the bronchid tubes. When these tubes are
inflamed or infected, less air is able to flow to and from the lungs and heavy mucus is coughed

up.
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Chronic bronchitis is an infectious condition. Defined by the presence of a mucus- producing
cough most days of the month, three months a year for two successive years, it develops over the
years, will not go away on its own and renders the infected person increasingly vulnerable to
infections.

While acute bronchitisis brief in duration or course and will respond to trestment, chronic
bronchitis perssts over along period of time, involves a permanent loss of function of affected
organs and may require an extended period of symptom management and treatment.

Cigarette smoking is the most common cause of chronic bronchitis. Air pollution and industrid
dusts and fumes are al's0 causes. It affects an estimated 5.4% of the U.S. population. It ismore
prevaent among femaes than maes and, whileit affects people of al ages, more incidences are
diagnosed in those over 45 years old. Women smokers of any age are ten times more likely to
die of these conditions than non-smokers.

Crohn’s Disease

Chron's disease is achronic, recurring inflammation of the intestine, usudly affecting the lower
part of the smdl intestine. In some cases, both the small and large intestines are affected. It
occursin about 150 of 100,000 peoplein the US. It is chronic condition that may recur at
various times over alifetime and it remains most unpredictable.

While mogt pregnancies of women with Chron's disease result in normd births, and the course

of the pregnancy and ddivery is not usudly impaired, it isimportant for women to discussthe
matter with their doctors before pregnancy. Children who do get the disease are sometimes more
severdy affected than adults, with sunted growth and delayed sexud development in some

Cases.

Severd drugs are hdpful in contralling the disease; however, thereisno cure at thistime. The
usud thergpeutic gods are to correct nutritiond deficiencies, control inflammation and relieve
abdomind pain, diarrheaand recta bleeding.

Diabetes

Diabetes is a disease that affects the body’ s ability to produce or respond to insulin, a hormone
that allows blood glucose to enter the body’ s cells and be used for energy. Its complications
include blindness, kidney disease, amputations, coronary heart disease and stroke, making it the
seventh leading cause of death. Therisk of diabetic comais 50% higher among women than
men, yet, while goproximately eight million women in the U.S. have diabetes, dmost one-third
of them does not know it.

Diabetesfdlsinto two main categories. Type 1 usualy occurs during childhood and/or

adolescence, while Type 2 (the more common form) usualy occurs after age 45. In addition,
pregnancy introduces the risk of gestationa diabetes, developed in 2% to 5% of all pregnancies.
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While getationd diabetes disagppears when a pregnancy is over, women who have had it are at
increased risk for developing Type 2 diabetes later. Between 3-5% of pregnancies among
diabetic women result in degth of the newborn within the first month, compared to arate of 1.5%
for non-diabetic women.

In Arizona, the death rate from diabetes remained unchanged between 1996 and 1997, but
increased to 13.5/100,000 in 1998. Although diabetesis the 8" leading cause of degth in the
U.S,, Arizonahas a 13% higher prevalence of diabetes than the U.S. It wasthe fourth leading
cause of death among American Indians and Higpanics, seventh among Blacks, and eighth
among white non-Higpanicsand Asians (see Tables 1D, E, & F).

Idedlly, diabetic women should be monitored frequently by ahedlth care team knowledgeablein
diabetes care. Diabetics can reduce their risk if they are educated about their disease, if they
learn and practice the skills necessary to regulate their blood glucose levels and if they receive
regular checkups from their hedlth care team.

Hypertension

Hypertension — conggtently high blood pressure — is a common problem in the US and isamgor
cause of stroke and heart disease. Approximately 20% of al adults have high blood pressure,
with the rate of incidence higher in men than in women. The blood pressure is the amount of
pressure exerted by the blood againgt the walls of the heart.  African American women over 40
aretwice as likely to have hypertenson as white women of the same age.

Excess sodium in the diet and inadequate potassium and cacium have dl been linked to
hypertenson. Evidence exigts that use of birth control pills may be associated with hypertension.
Psychological and socid factors (particularly stress) also seem to beinvolved. WWomen who
drink 1 to 2 acoholic beverages per day seem to be at lower risk than those who do not drink at
al, while heavy drinking women are a amuch higher risk. Obesty dso playsarole with

women weighing 20% more than their ideal weight developing hypertension four times more
frequently than non-obese women. Women with diabetes are also at risk for hypertension.
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Table 6: Number of selected reported chronic conditions per 1,000 women by age
(National Center for Hedth Statistics: United States 1995)

Under 4564 65-74 75years

Type of Chronic Condition 45 years years Total years and over

Arthritis 36.0 2854 550.2 498.2 616.1

Intervertebral disc disorders 115 42.0 29.6 320 26.7

Disorders of bone or cartilage 2.6 17.0 339 344 332

Diabetes 9.7 65.4 128.4 134.3 1211

Migraine headache 70.7 82.6 241 35.2 10.1

Heart disease 34.0 100.0 268.5 229.3 318.0

High blood pressure (hypertension) 30.3 212.9 442.1 423.8 465.3

Hardening of the arteries 0.3 6.1 38.6 26.6 53.7

Chronic bronchitis 58.9 88.7 71.8 724 70.9

Table 7: Number of selected reported chronic conditions per 1,000 persons
by geographic region and place of residence
(National Center for Health Statistics: United States 1995)
Not

All Central  central Not

Type of Chronic Condition Northeast Midwest South West MSA® City city MSA
Arthritis 124.7 122.7 130.3 117.6 119.0 119.4 118.8 147.5
Intervertebral disc disorders 21.7 20.9 255 20.7 22.7 20.7 238 224
Disorders of bone or cartilage 5.0 6.8 8.2 6.4 6.8 5.6 7.6 6.9
Diabetes 39.2 30.4 35.7 26.6 324 319 32.8 36.2
Migraine headache 35.3 47.1 46.3 51.3 453 43.2 46.5 45.9
Heart Disease 90.6 785 82.3 711 79.1 73./8 82.2 86.8
High blood pressure (hypertension) 111.2 1116 1278 98.2 112.6 118.2 109.3 1214
Hardening of the arteries 8.3 7.6 55 7.8 6.5 6.5 6.5 9.2
Chronic bronchitis 52.6 60.2 575 49.6 54.9 52.5 56.3 58.1

! Metropolitan Statistical Area
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M usculoskeletal Pain

One out of every seven viststo primary care physiciansis for musculoskeetd symptoms. The
musculoskeletdl system includes the muscles and bones as wdll as the joints that connect one
bone to another, and the tendons that connect musclesto bones. Women are particularly likely to
develop disordersin distinct regions of the body, particularly the hands, wrists and the lower
back.

Back Pain

Back pain isranked second only to headaches as the most frequent location of pain. The spine,
designed to absorb the impact of day-to-day living, has a series of curvesin the neck, the upper
back and the lower back, which network with the ligaments, muscles and nerves. Low back
pain, often associated with reproductive functions and with obesity, is quite common in women,

as are osteoarthritis and osteoporosis. Studies reved that back pain may be prevented or reduced
by adopting a short daily exercise program that increases flexibility of the back, while
srengthening the shoulder and abdomind muscles.

The causes of back pain include: muscle strains and spasms, osteoarthritis, sciatica, osteoporos's,
herniated disk and fibromyagia. Infrequently, back pain can sgna amore serious medica
problem. Back pain associated with any of the following requires a doctor’ s attention:

?? Bladder or bowel control

?? Numbnessin the groin or and area

?? Weakness or numbnessin one or both legs
?? Rapid weight loss

?? Higory of cancer

Back injuries are one of the most common causes of disability. It isestimated that the cost of
back pain in the United States exceeds $20 hillion ayear.

Carpal Tunnel Syndrome

At the base of the pam isatight cand, or “tunnd”, which threads tendons and nerves from the
forearm to the hand and fingers. The nerve passing between the tunnd to reach the hand is
caled the median nerve and the passage between the forearm and hand is cdlled the * carpa
tunnd”.

Normdly, this passage is very snug with just enough room for dl the tendons and nerves.
Anything extra taking up room in the cand causes it to become tight and the nerve becomes
“pinched”, cresting numbness and tingling. Thisis commonly referred to as Carpa Tunndl
Syndrome (CTS), a condition more common among women than men. Health conditions that
increase risk include thyroiditis, diabetes, some arthritis and pregnancy. The most common
cause of CTSisan inflammation of the tendons in the tunnd.
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Occurring in about one out of every 1,000 people, carpa tunnd syndromeis particularly
common in women aged 50 to 70 years old. It is aso common in people performing repetitive
hand motions, particularly those involving bending the wrist. These include typists, carpenters,
upholgterers, violinists, and waitresses, as well as people who knit, crochet, hook rugs or smilar
activities, most of which are predominantly performed by women.

Symptoms often worsen at night and, over time, may progress from numbness and tingling in the
fingers to burning and aching there as well as painful numbnessin the pdm. In severe cases, the
affected fingers may become permanently numb and muscle atrophy may make the thumb
difficult to move.

Osteoporosis

Osteoporosisis a disease in which bones become fragile and more likely to break. Often called
the “slent diseasg” and characterized by low bone mass and deterioration of bone tissue,
osteoporossisamgor public hedth threat for more than 28 million Americans, 80% of whom
arewomen. Onein two women will have an osteoporosis-related fracturein ther lifelime; in
fact, women can lose up to 20% of their bone mass within five to seven years of menopause,
leading to osteoporosis.

In addition to sex and aging, risk factorsinclude afamily history, postmenopause, abnorma
absence of periods, anorexianervosaor bulimia, a cacium-deficient digt, inactivity, excessve
use of alcohol and smoking. A woman'srisk of hip fracture from osteoporosisis equd to her
combined risk of breast, uterine and ovarian cancer.

The good newsis that osteoporosisislargely apreventable disease. Research has enhanced

public knowledge about how to maintain a hedthy skeleton, as well as the diagnosis and
treatment.
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Sexually Transmitted Disease

A sexudly tranamitted disease is an infectious disease spread from person+-to- person through
direct body contact or contact with infected body fluids; any disease acquired primarily through
sexual contact. Secondary contact can also be a source for some STD’s. Today, over 20 STD’s
arerecognized. The mgor groups or organisms causing STD’s are bacteria, viruses, fungi and
metazoa.

Every year more than 12 million cases of sexualy transmitted diseases are reported inthe U.S.
These infections result in billions of dollars of preventable hedth care spending. The hedth
impact of STD’sis particularly severe for women. Because the infections often cause few or no
symptoms, they may go untreated, leaving women at risk for complications including ectopic
pregnancy, infertility, chronic pelvic pain and poor pregnancy outcomes.

HIV and AIDS

Although the first cases of AIDS in women were reported in the early 1980s, hedth care
providers have only relatively recently confirmed that HIV infection in women is a serious
problem that continues to worsen (see Tables 1C-F). Gynecologica symptoms are more readily
recognized now than they were ten years ago and afemae- specific diagnosis for AIDS (invasive
cervica cancer) has been recognized since 1993.

More powerful HIV thergpies and successful prevention of opportunitic infections have
transformed AIDS care. People with AIDS are living longer and hedthier lives. Researchinto
new therapies, coupled with the outreach and education programs of the past 15 years, have
reduced the number of new AIDS diagnoses, while dowing progresson from HIV to AIDS and
decreasing the degth rate.

While much of thisis good news, the fact is that the picture for women is, unfortunately, not so
hopeful (see Tables 8-10). While the male morbidity rate among men infected with AIDS has
declined by 22%, women show only a 7% declining morbidity rate. AIDS isthe leading cause of
desth among 25 to 44 year old African American and Hispanic women and the third leading
cause of death between dl women in this age group in the US. Women are one of the fasting
growing groups of new AIDS cases, yet while clinica research on potentia trestments now
includes female participants, they represent only 12% of the totd participants. WWomen are
currently 33% more likely to die from AIDS than men are because trestment usualy begins
much later in women, if & dl.

The reasons for thisvary. In the early days of the epidemic, AIDS programs primarily targeted
gay men. Consequently, many women did not know as much about available services and
treatments. Additiondly, doctors and clinics sometimes fail to recognize the early symptoms of
HIV in women. In spite of this, the trestment options do not vary much between men and
women, unless awoman is pregnant.
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Aswomen ask why HIV is affecting women differently than men, it is necessary to evduate
societal response. Effective HIV/AIDS prevention and care services targeting women, especidly
women of color, and those with less education and lower socid status, must be developed and
integrated into exiging structures.

From 1988 through 1998, Arizonanswere less likely to die from HIV infection than their
nationa peers. Therate of deaths from HIV infection showed a sharp decline (76.2%) from
12.6/100,000 in 1995 to 8.4/100,000 in 1996, 4.2/100,000 in 1997 and 3.0/200,000 in 1998.
Mortdity from HIV infection continues to remain (in Arizona) a more predominantly mae
experience. 1n 1998, maes accounted for 88.8% of deaths from HIV infection.

Table 8: Arizona HIV Infection Surveillance Report
(Arizona Department of Health Services — Disease Prevention Services)
(Cumulative Cases Through May 1, 2000 — Females)

HIV AIDS
Adult/Adolescent Exposure Category Number Percent” Number Percent
Injecting drug user 175 (39%) [27%)] 221 38%
Hemophiliac 0 (0%) [0%] 2 0%
Heterosexual contact with high risk individual 249 (56%) [38%] 215 37%
Transfusion with blood or blood products 20 (5%) [3%] 55 9%
Confirmed Occupational Exposure 1 0%
None of the above/unknown? 202 2,483 [31%] 94 16%

Table9: Female AIDS Cases by Exposure Category and Year of Diagnosis— Arizona—1981-2000
(Arizona Department of Health Services — Disease Prevention Services)

1981

Exposure Category 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000

Injecting drug user 6 13 10 13 13 22 24 12 23 24 17 18 13
Hemophiliac 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Heterosexual 5 6 8 16 15 23 24 26 29 28 25

Transfusion 6 10 7 0
Ped mom with HIV 0 0 0 0 0 0 0
None of the above 7 10 8 18 19 7 14

! Percentages within parentheses ( ) exclude cases with missing or unknown data for that category.
Percentages within brackets[ ] are based on the total number of reported cases, including those with missing or
unknown data.

2 This category consists largely of persons who could not be located or interviewed.
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Table 10: Female AIDS Cases by Race/Ethnicity and Year of Diagnosis— Arizona — 1981-2000
(Arizona Department of Health Services — Disease Prevention Services)

1981

Race/Ethnicity 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000

White 14 18 19 17 27 27 27 38 39 43 36 27 28 16

Black 0 0 0 0 0 0 0 0 12 0 10 0 12 9 0
Hispanic 5 11 16 17 12 17

Asian/Pac. Idl.

Native American

Unknown

Chlamydia

Thisis the most common bacteria sexudly transmitted disease in the U.S,, causing an estimated
4 million infections annualy, primarily among adolescents and young adults. Untrested
infections in women can progress to the upper reproductive tract, resulting in serious
complications. Asmany as 75% of women infected with chlamydia are symptom free. Onein
ten adolescent females and 1 in 20 women of reproductive age are infected.

Pelvic Inflammatory Disease (PI D)

PID refersto upper reproductive tract infection in women. These often develop when STD’s are
untreated or inadequately treated, affecting more than 750,000 women. Chronic pelvic pain and
harm to reproductive organs are results of PID; permanent damage to the falopian tubes has
resulted from asingle episode. Damage to the fallopian tubes is the only preventable cause of
infertility. One potentidly fatal complication of PID is ectopic pregnancy, an abnorma

condition occurring when a fertilized egg implants in alocation other than awoman's uterus —
oftenin afdlopian tube. Among African American women, ectopic pregnancy isthe leading
cause of pregnancy-related deaths.

Gonorrhea

Gonorrheais acommon bacteria STD that can be treated with antibiotics. While rates among
adults have declined, adolescent rates have risen or remain unchanged. The highest rates of
gonorrhea are observed in females ages 15-19. It is estimated that 50% of those infected have no
symptoms and, without early screening and trestment, 10 to 40% of them will develop PID.

Herpes Simplex Virus
The herpes smplex virus causes genital herpes. This disease may recur and hasno cure. As

many as 30 million personsin the US may suffer from genital herpes. Most of those infected
never recognize symptoms, while others are symptomatic shortly after infection and never again.
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Syphilis

A bacterid infection, syphilisis curable with antibiotics. Syphilis casesincreased dramaticaly

from 1985 to 1990 among women of al ages. An andyss of 1993 data shows that the rates were
higher among femade than mae adolescents — sometimes twice as high. The syphilis rates for
African American women are seven times greeter than the femae population asawhole.
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Reproductive | ssues

Mengtruation, pregnancy, childbirth, contraception, fertility and menopause present specid
hedlth care needs for women. The Centers for Disease Control and Prevention addresses awide
range of reproductive hedth issues, with the overdl god of preventing illnesses and deaths.

Menstruation

The mengtrua cycle involves the periodic rlease of afertile egg or ovum from the ovary, the
preparation of the uterine lining for pregnancy and, if fertilization does not occur, the shedding
of thelining as abloody vagind discharge — mengtruation. This cycle occurs in premenopausal
women and is controlled by findy tuned feedback between hormones of the pituitary gland,
hypothalamus and ovaries,

The average cycle is 28 days from the first day of one menstrua period to the first day of the
next with normal cycles lagting between 21 and 38 days. Mengrud flow lasts from three to
seven days. Most women lose only about  three to four ounces of menstrua fluid each month.

Contraception

About 60% of U.S. women of reproductive age use some form of contraception. Birth control
pills were the choice for about 10 million women, while surgica serilization was the option
most often selected by married couples and formerly married women (see Tables 11 & 12).

Thebirth control pill isthe most religble form of birth control, when used correctly without
missed days. Sterilization isthe most common birth control method for women over 30 years of
age, and is used by 25% of women between the ages of 15 and 44. Research indicates that
derilized women are less likdly to use condoms during intercourse, making educationd efforts
essentid for this group unless they are sexudly abstinent or have a mutualy monogamous
relaionship with ano-risk partner for acquiring the AIDS virus. Condoms, when used properly,
can prevent up to 85% of unwanted pregnancies by providing a direct physical barrier to sperm.
Some condoms are aso |ubricated with a spermicide that kills sperm, adding to their
effectiveness as contraceptives. The sponge isinserted deep into the vagina near the cervica
opening, and serves as both a physical and chemical barrier to sperm. 1t is most effectiveasa
contraceptive when used in combination with a spermicide and acondom. The diaphragmisa
popular form of birth control, which must be prescribed and fitted by adoctor. It is made of
gtrong, flexible latex rubber and isinserted into the vagina 1t can be work up to 24 hours, which
dlowsfor the spontaneity many couples desire.
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Table 11: Types of Contraceptives used by Men and Women Ages 15-44 in the U.S. - 1995
(Strong/DeVault/Sayad, Human Sexuality, 3¢ ed., 1999, Mayfield Publishing Company)

Total using contraception [ o2
Female sterlization | 178
Oral contraceptive (the pill) [ 173
Male Condom NI 131
Mae Sterilization [ 70
withdrawal [ 20
Injectable (depo-provera) [ 1.9
Periodic abstinence [ 15
Disphragm [N 1.2
Other methods [ 1.0
Implant (Norplant) [ 0.9
Intrauterine device (IUD) [l 0.5
Natural family planning [llf 0.2

Not using contraception” [ 355
0 1 2 3 4 5 10 15 20 30

40 55 70

Table 12: Effectiveness Rates of Various Contraceptive Methods During First Year of Use
(Strong/DeVault/Sayad, Human Sexuality, 3¢ ed., 1999, Mayfield Publishing Company)

Norplant. [ 909
ey EE
Femdle steilization [ %960
puMPA? I %0
Oral contraceptives I o7
K
Gondom (wio spermicice) [ 65
Disphvagm (with spermicide) I 52
Cenica oo [ &2
withdravel [ 51
Fertility awareness wizbstinence [ 50
Vaginal spermicides (used dlon) I 79
0 10 20 30 40 50 60 70 80

90 100

Y Includes being surgically sterile, pregnant, seeking pregnancy, and not having intercourse
2 Failure rates for Depo Proveravary but are usually less than 1%
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Adolescent Pregnancy

In the United States, there are about 1 million teenagers that become pregnant each year.
Approximately 70% of them do not receive adequate prenatal care.

Following adecline in the annua pregnancy rates among Arizona females aged 19 and younger

from 1994 to 1997, Arizona experienced an increase in both the number of teen pregnancies and

the teen pregnancy ratein 1998. The 1998 rate of 39.8/1,000 for females 19 and younger
exceeded by 4.7% the 1997 rate of 38/1,000. Therate for 15-17 year old teens increased 5.2%
from 44.6/1,000 in 1997 to 46.9/1000 in 1998. The pregnancy rate for older teens (18-19)

increased 2.1% from 128.4/1,000 in 1997 to 131.1/1,000 in 1998 (see Table 11 below).

Table 13. Number of Pregnancies® by Pregnancy Outcome, Ethnic Group and Year
Among Females 19 or Younger, with Rates? -- Arizona 1988-1998

(Office of Epidemiology and Statistics — Arizona Department of Health Services)

1998
Ethnicity/Pregnancy Outcome 1088 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 Rates
WHITE®, total 6,549 5935 6,011 5861 5530 5335 5452 5286 5249 4413 4,729 254
Births 4181 4,104 4,116 4,061 4,060 4,024 4,023 4,042 4,033 3,129 3,165 17.0
Abortions 2368 1831 1895 1800 1470 1311 1,429 1244 1,248 1,179 1,480 7.9
HISPANIC, total 3514 3874 4507 4860 5116 5,237 5633 5902 6,190 5,442 5,793 70.0
Births 3,099 3459 3941 4255 4543 4,688 5075 5351 5628 4800 5,046 61.0
Abortions 424 415 566 605 573 549 558 551 562 642 747 9.0
BLACK, total 724 729 712 768 730 728 713 590 617 559 647 46.7
Births 552 593 562 620 570 581 576 491 498 445 493 35.6
Abortions 172 136 150 148 160 147 137 99 105 107 147 10.6
AMERICAN INDIAN, total 1,206 1,179 1,165 1,151 1,138 1,121 1,150 1,057 1,056 903 988 36.4
Births 1,144 1,137 1,101 1,202 1,080 1,060 1,095 991 996 838 925 34.1
Abortions 62 a2 64 49 58 61 55 66 54 58 53 1.9
ALL ETHNIC GROUPS?, total 12,385 12,013 12,769 13,037 12,885 12,890 13,407 13356 13521 11,667 12,630 30.8
Births 9,043 9375 9.767 10108 10307 10438 10858 10973 11247 9314 9,793 30.0
Abortions 3282 2488 2940 2862 2476 2357 2458 2294 2186 2,233 2,735 8.6
PREGNANCY RATE, total 493  46.6 50.5 50.2 484 486 493 474 454 380 39.8
Fertility rate® 36.0 364 386 38.9 387 394 399 38.9 378 304 309
Abortion rate 131 10.0 11.6 11.0 9.3 8.9 94 8.1 7.4 7.3 8.6

Teenage moms have a higher rate of anemiaand pregnancy induced hypertension. Babies are

more likdly to be born premature and/or suffer from low birth weight. The infants can be
predisposed to mental retardation, brain damage and injury at birth. Some of these problems are

due to the teenager’ s physica immaturity, the fact that they are, themsdlves, il growing, and

poor nutrition. Because the pregnant teenager often denies the fact that she is pregnant, or
ignoresit, proper care for the growing baby is delayed.

! Fetal deathsareincluded in the total counts of pregnancies

2 All rates per 1,000 females 19 or younger

3 Not of Hispanic origin

* Includes other and unspecified ethnicity
> Number of births per 1,000 females 19 years or younger

29



Arizona Birth Statistics for December 1999

Approximately 6,933 babies were born to Arizona mothersin December, 1999, 398 morethan in
November 1999. 38 out of every 100 were born to unmarried mothers, eleven were born to
teens, and seven were born with low birthweight. 44 out of every 100 deliveries were paid for by
public sources. Approximately 75% of mothers received prenatal carein the first trimester, and
89% had at least five or more prenatal vists. (See Table 12 for additional information.)

Table 14. Pregnancies by Pregnancy Outcome and County of Residence— Arizona— 1999
(AZ Department of Health Services, Public Health Services, Bureau of Public Health Statistics)

Total Fetal
Pregnancies Births Deaths Abo

Arizona 91761 80505 600
Apache 1122 1104 8
Cochise 1806 1668 16
Coconino 1986 1804 10
Gila 691 672 3
Graham 502 476 3
Greenlee 146 141 2
La Paz 141 135 2
Maricopa 58399 51503 394
Mohave 1762 1745 12
Navajo 1804 1751 11
Pima 13595 11866 87
Pinal 2532 2401 21
Santa Cruz 796 754 6
Yavapai 1745 1627 6
Yuma 2949 2841 19
Unknown 1785 17

I nfertility

Infertility is adisease or condition of the reproductive system. It may have one or severa causes
and is diagnosed with aseries of tests.  Infertility includes difficulty conceiving, as well asthe
ingbility to carry apregnancy resulting in alive birth.

Infertility isamedica problem, affecting 15% of couplesin the United States. While infertility
ison therise, primarily because couples are delaying pregnancies to later ages, sopOhigticated
tests and procedures are resulting in pregnancies that would not have been possible just afew
years ago. Thorough testing, drug therapy, surgery and assisted reproductive technologies, such
asinvitro fertilization are resulting in successful pregnancies.

There are two types of infertility: primary infertility, or the inability to conceive and carry a
baby to delivery, and secondary infertility, which isthe inability to concelve after having had a
least one baby.

It is estimated that 8% of women between 20 and 29 are infertile; 15% between 30 and 34; 22%

from 35to 39; and 29% from 40to 44. A man' sfertility aso declines as he ages, though not as
dramaticaly.
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Researchers find that women' s reproductive hedlth problems are responsibility for about 50% of
infertility cases, while man’s problems are responsible for 40%.

Menopause/Hormone Replacement Therapy

Menopause, dso known as “the change of life’ means the permanent cessation of the monthly
menstrua period. It congsts of two phases. perimenopause, which generdly occurs at 45 to 47
years of age and can last five to seven years, and menopause, where menstruation ceases
permanently for a least one year, usualy occurring between 50 and 52.

One reason why menopause has recently become a leading women'’s hedlth issue has to do with
demographics. Aswomen can now expect to live to an average age of 78, and since menopause
generdly occurs around the age of 50 the typical woman now lives as much as athird of her life
after menopause begins,

Menopause is aso taken more serioudy now because of the serious impact it can have on a
woman's hedth. New evidence that physica changes after menopause sgnificantly increese a
woman'srisk of developing debilitating, life-threatening and costly diseases, particularly heart
disease and osteopoross, have cast menopausein anew light. Additiond sde effects of
menopause may include hot flashes, vagind dryness, nervousness, fatigue and depression.

Estrogen replacement therapy (ERT) has been a subject of great controversy in recent years, but
thetide is definitdy turning in favor of long-term ERT for the prevertion of both osteopoross
and coronary artery disease. The benefits of hormone replacement therapy (HRT) are:

?? Lesssevere hot flashes

?? Rdief of vagind dryness and discomfort

?? Delay of the progression of osteoporosis

?? Reduced incidence of depression and fatigue

?? Decreased risk of heart disease, stroke, uterine cancer and possibly colorectal cancer
?? Reduced susceptibility to Alzheimer’s Disease

The negatives of ERT/HRT may include:

?? Possble occurrence of amengtrua cycle
?? Possblerisk of cancer of the endometrium
?? Swollen breasts, nausea, high blood pressure and water retention

However, ERT isnot an option for those women with ahistory of breast or uterine cancer,

estrogen-dependent ovarian cancer, a history of blood clots in the legs, pelvis or lungs,
gallstones, large uterine fibroids, active liver disease and some circulatory disorders.
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Headaches & Migraines

For millions of Americans, headaches are a significant medicd problem. Recurring heedache
ranks seventh among complaints for people who seek medical advice. Headaches are part of a
continuum ranging from mild headaches that appear occasionaly to severe headaches that occur
amogt continudly. Over time, awoman with a mild syndrome can develop a much more severe
condition or, with treatment, can revert to milder symptoms.

Headaches

An extremely common problem in women, particularly during reproductive years, heedaches
occur more frequently, are more intense and disabling, as wdll aslonger lagting in women than in
men. In 15% of women, headaches are severe enough to interfere with daily activities. Reasons
for this predominance in women gppears to be related to the mengtrud cycle. Studiesindicate
that estrogen hormones are among the most potent chemicals known to cause headache. In fact,
severd women develop headaches for the first time during menopausal years, when they are
experiencing fluctuations and irregularities in hormone levels. Headache is only a symptom,
caused by narrowing of the blood vessds.

Migraines

Migraine disease is a serious hedlth and disability problem, affecting as many as 18 million
Americans. It isegimated that up to 38 million Americans have migraine genetic propensty. In
addition to being disabling, migraines can be life threstening. Migraine can induce strokes,
aneurysms, vison loss, dental problems, comaand even degth. Twenty seven percent of all
strokes suffered by persons under the age of 45 are caused by migraine.

Contrary to popular myth, amigraine is not just a bad headache. While aheadacheisonly a
symptom caused by narrowing of the blood vessals, migraineis a disease caused by expanson of
the blood vessds. During amigraine, inflammation of the tissue surrounding the brain
exacerbates the pain. Medicine often prescribed to treat a headache dilates the blood vessals,
thus making a migraine much worse.

Migraines are two to three times more common in women than in men. Unlike a headache, the
migraine disease has many symptoms, including numbness, prickling, tingling, nausea, vomiting,
intolerance to light or sound, depression and irritability. One migraine attack can last for severa
hours, days or, in extreme cases, even weeks. Some neurologists believe that not dl of these
episodes, which they cal migraine equivaents, indude a headache.

While the cause of migraine headachesis uncertain, many researchers favor the theory that they
are dueto avulnerability of the nervous system to sudden changesin the body or in the
environment. Severd bdieve tha migraine sufferers have inherited a more sengtive nervous
system response than others.
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Approximatdy 20% of women experience “classc migrane’, a premonition or aura about an
hour before the migraine begins. Sometimes that auraisasmal blind spat, flickering light or
colorful and expanding zigzag lines. An auramight begin with numbness in the fingers of one
hand, extending up the arm to the nose and mouth. Mood changes, hdlucinations, experiences
of dgavu, and thinking and language disorders precede some migraines. These auras can last
between 10 and 30 minutes.

Migraines are now recognized has having societd implications because of (a) their prevaence,

(b) lost workdays, and (c) reduced effectiveness at work, home and school. According to a
position paper published by the American Academy of Pain Medicine, 150 million work days per
year, equivaent to 1,200 million work hours, are lost each year dueto head pain. The
corresponding annud cogt to industry and the health care system due to migraine amounts to $5

to $17 billion.

33



Nutrition, Weight M anagement and Exercise

For thousands of years, people have recognized that the foods they eat affect their health and
wdl-being. Women are particularly prone to a number of diseases that may stem from, or be
exacerbated by, diet. While nutritiona needs vary according to a person’s age, sex and
reproductive status, the body cannot produce some protein building blocks, vitamins, minerds
and fats on its own, so it must obtain these from diet.

Nutrition

Thereis no doubt that the foods we est affect how our bodies work. Certain basic nutrients are
absolutely necessary for human hedlth, while others have subtle effects on bodily processes.
Poor diet and lack of physica activity account for at least 300,000 deaths each year inthe U.S.
and eight of the ten leading causes of death inthe U.S. are rdated to diet and a cohol
consumption. Y et, date hedth agencies estimate the number of public hedth nutritionists
working in chronic disease programsis only 20% of the minimum number needed.

Nutritiona needs vary according to a person’s age, sex and reproductive status. They aso vary
from individud to individua within those groups depending on a person’s genetic makeup and
life Stuation. While women certainly recognize the relationship between nutrition and hedth,
they are barraged with confusing contradictory and often mideading information thet is the result
of fads or promotions rather than trandating scientific information into messages that women
may incorporate into their dally lives on along-term basis.

Nutrition intervention has been shown to prevent and effectively treat heart disease in women.
Good nutrition can prevent and dleviate most of the common risk factors associated with heart
disease in women — high cholesterol, excess body weight and hypertension.

Between the ages of 10 and 15 (just before and during puberty), caloric requirementsrise. In
fact, unlessa girl reaches a critica weight (the ratio of body fat to muscle), she will not begin to
mendruate. Calcium absorption and retention increase prior to onset of thefirst period. Thisis
necessary if the skeleton isto develop properly. Y et teenage diets frequently appear to below in
cacium. Irregular egting habits are characteristic of most adolescents and snacking is a norma
pattern which should be used in med planning; typicaly, one fourth of teen caories come from
snacks. Often during these years, teenage girls subject themsdaves to low-ca orie diets and fasts.
The result of these diets can be not only nutritiond deficiencies, but dso the emergence of egting
disorders, mendrud irregularities and possibly future fertility.

Adequate weight gain in pregnancy is usualy agood sign that nutritiona needs are being met.
For most women, eating only about 300 extra caories aday is enough to produce the desirable
weight gain. Pregnant teenagers require dightly more calories and protein than pregnant adults,
aswdl as calcium and phosphorous daily (400 mg more per day than a pregnant adult) because
their bones are ill growing. Other women who may need extra nutrients or specid diets during
pregnancy include those who have had three or more pregnancies within two years (including



induced abortions and miscarriages), those who smoke cigarettes or abuse acohol and drugs,
those who have certain chronic diseases, and those who follow a vegetarian diet

Most women lose about 18 to 20 pounds within ten days of the birth. After that, the rate of loss
dowsdown. Breastfeeding women, to ensure adequate milk supply, need extrafluids, calories,
cacium and protein each day. Her caloric intake per day needsto increase by about 600 calories
over pre-pregnancy. Some women find that nursing babies are bothered by such foods as
broccoli, cauliflower, cabbage, Brussals sprouts, onion, garlic and chocolate — often developing
diarrheaand calic or other symptoms of indigestion after the mother eats these foots.

After menopause, as the estrogen levels in the body increases susceptibility to osteoporosis and
cardiovascular disorders, women are encouraged to increase their calcium and vitamin D while
regtricting the intake of fats, cholesterol and sdlt.

Many ederly women experience appetite |oss, either because of depression, tooth and gum
problems, medications and a diminished sense of taste. Nultritionists speculate that aszable
proportion of depression, memory loss and debility in ederly women can be atributed to
nutritiond deficiencies. At thistime, it iswise that they include vitamin and minerd
supplementsin their diet, aswell aseat adiet rich in fiber such asfruits, vegetables, and grainsto
diminish congtipation.

The Arizona Nutrition Network is anetwork of public and private entities working together to
promote basic, consistent nutrition education messages to American consumers using asocid
marketing strategy. The mission of AzNN isto shape food consumption in a positive way and to
promote hedth, reducing disease among dl peopleliving in Arizona. Targeting low income
sngle femae heads of households with children, their gods are to promote basic, consstent
messages to assst Arizonansin choosing diets that meet nutrient requirements, promote health,
support active lives, and reduce chronic disease risks.

Weight Management and Exercise

A key to taking charge of hedlth isto sustain a hedthy weight. One fourth (24.8%) of Arizona
adults are overweight and only afew (3.1%) of these individuas report trying to incresse
physicd activity and change their diet to lose weight. Morethan 1 in 4 (26.4%) Arizona adults
have been told they have high blood cholesteral. Y et, studies show that excessve weight gain
and/or obesity may place women at higher risk for dl five leading causes of desth in which diet
playsarole: heart disease, certain cancers, stroke, diabetes and atheroscleross.

Strategies to maintain a hedthy weight and prevent further gain are vitd to improve women's
hedth and qudity of life. Some srategies might include:

?? Become more physcaly active
?? Eat hedthy

?7? S redidic weight goas

?? Listen to your body

?? Find support
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A complete fitness program for women generdly includes three basic types of exercise,
flexibility exercises, aerobic exercises and weight-bearing exercises. Women should also take
into account the amount of exercise they get as part of dally life.

Most exercise physiologists recommend aerobic exercises be performed for at least 20 minutes
three to five times aweek. They should be preceded by five minutes of warm-up flexibility
exercises and followed by five to ten minutes of cool-down exercises. Adolescent and
premenopausal women should aso incorporate some weight-bearing exercises into their regular
exercise routine about two times aweek. These strength-training exercises should involve 8 to
12 lifts for each mgor muscle group.
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Psycholoqgical | ssues

Oreinfour familiesand onein five individuaswill require the services of abehaviord hedth
professond in ther lifetime. More than 51 million American adults and children have amentd
or emotiond illnessin asingleyear. The full spectrum of mentd disorders affects 22% of the
adult populationin agiven year. This section focuses on specific psychologica diseases
prevaent among women.

Depression

According to the Nationd Menta Health Association, one in four women can expect to develop
clinical depression during her lifetime regardiess of age, race or income. Thisis not primarily
dueto biological differences between men and women, as was once believed, but to a variety of
biologica, socid and psychological causes.

Depresson isabrain disorder that affects thoughts, moods, fedings, behavior and physica

hedlth. Expressions of depression can range from sadness and low self-esteem to disabling

gpathy and suicidd behavior. 1t may develop in reaction to some outsde event or have no

apparent cause. According to the Soecial Census of Maricopa County, Table 2 (10/27/95), there
are 317,547.75 women in Maricopa County who will suffer from depression during their

lifetime.

The American Psychologica Associaion’s Task Force on Women and Depression found that
men suffer less depression, in part, because they employ different coping styles, i.e. action and
madtery drategies, while women tend to brood and dwell on their problems, often with other
women. For this reason, therapists often prescribe exercise as apartid antidote for depression in
women, giving women an increased sense of sdlf-discipline, control and mastery. Other research
suggests that hormona changes in women and genetics contribute to the incidence rate of
depression in women.

While many recognize that depression can cause sadness, withdrawd, irritability and anxiety, it

is aso associated with fatigue, changesin egting and deeping habits and severd physica

symptoms, including chronic pain. Clinical depresson isaseriousillness that cannot be ignored.

It is, however, one of the mogt treatable of al medicd illnesses. In spite of the fact that more

than 80% of sufferers can be successtully treated with medication, psychotherapy or a
combination, the National Institute of Mental Health estimates that by the year 2020, depression
will be the second leading cause of disability in the world.

It is noteworthy to consider the effect of depression on chronic illness, particularly cancer, heart
disease and stroke. Clinica depression occurs in about 10% of the genera population, but it is
seen in about 25% of people with cancer. Since depression adds to a patient’ s suffering and
interferes with the motivation to engage in the cancer trestment, early diagnosis and treatment
are important.
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Research has dso documented a high correlation between depression and increased risk of death
or disability in patients with heart disease. The prevalence of various forms of depresson is
estimated from 40 to 65% in patients with a history of heart atack. In addition, 18-20% of
coronary patients without a history of heart attack may experience depression. Mgor depression
puts heart attack victims at greater risk and appears to add to the patients' disability from heart
disease. In addition, they exhibit a 3-4 times greater risk of dying within sx months than those
not suffering from depression.

The association between depression and siroke has long been recognized for itsimpact on
rehabilitation, family reaionships and qudity of life. Trestment of depresson can dbbreviate
the rehabilitation process and lead to more rapid recovery. It can dso save hedth care costs.

Stress

Simply put, stressis any kind of force or pressure. It can be physica, such as the stress of
exercie or of adehilitating disease. It can aso be emotiond or situationd, i.e. from ahigh-
pressurejob. Stressisaphysical, mental or emotional strain in response to a demand, pressure
or disturbance. When harnessed congtructively, stress can fuel credtivity, create excitement and
produce energy. When prolonged or triggered too often without adjusting to baance its effects,
it can threaten a person’s hedlth and well being.

Many women are highly susceptible to “drowning in asea of stress’. In addition to the
traditional sources of stress— such as young children and aging parents, women today also are
facing consderable stress in the workplace.  Since the late 1960s, 300 hours of work have been
added to aworking woman’s annuad schedule. While both men and women often fed stressed
on the job, women's stress is compounded by pay inequity (71% of men’s with comparable
training and respongbilities), lack of adequate hedlth insurance and other benefits, and baancing
work and family respongbilities.

Stress can cause sgnificant problemsto overd| physica hedth. Some of the main physica
consequences of stressinclude cardiovascular disease, aggravation of diabetic symptoms and
degradation of the immune system. All of thisis having afinancid impact. Stress management
programs, products and services totaled $9.4 billion in 1995 with an estimated 22% annua
growth. According to a 1998 survey published in the Detroit Free Press, 45% of Americans
regularly use some form of stress managemen.

Stress-related disorders are dso impacting American industry, costing businesses over $150
billion annualy. A 1998 study published in the Journal of Occupational Medicine indicates that
workers reporting depression and eevated stress levels generate higher hedthcare costs than
those not affected by such conditions. Additionaly, they reported that medica expenses were
46.3% higher for those workers.
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Eating Disorders

Eating disorders are extreme expressions of arange of weight and food issues experienced by
both men and women. They include anorexia nervosa, bulimia nervosa and binge eating
disorder. All are serious emotiond problems that can have life threatening consequences.

Research suggests that about one percent (1%) of fema e adolescents have anorexia. Another
four percent (4%) college-aged women have bulimia. About 50% of people who have been
anorexic develop bulimiaand only five to ten percent (5-10%) of people with either eating
disorder are male.

Five to ten million women and one million men in the U.S. are struggling with eating disorders.
Recent studies reved that over haf of adult Americans, male and femade, are overweight. About
onethird (34%) of these are obese, many of whom have binge edting disorder. Without
treatment, up to 20% of people with serious eating disorders die. With trestment, that number
fdlsto 3%. With treatment, about 60% recover and maintain a heglthy weight. In spite of
treatment, another 20% of people with eating disorders make only partid recoveries, and the
remaning 20% show no improvement, even with trestment.

Anorexia nervosa is characterized by sdf-garvation and excessve weight loss. Anorexics
weigh 85% or less than recommended for age and height. Menstrua periods stop in women and
mae sex hormone levelsfdl. The anorexic isterified of gaining weight, even though gheis
markedly underweight. In addition, anorexia nervosa often includes depression, irritability,
withdrawa, compulsive rituas, and unusud egting habits.

Bulimia nervosa isad<so caled the diet-binge-purge disorder. It is characterized by episodes of
binge eeting, during which time the person feds out of control, and purges the contents by
vomiting, abusing laxatives, excessively exercigng or fasting. This person diets between these
cydesand begins again.

Binge eating disorder isoften called compulsive egting. This person binges frequently and
repeatedly. They may eet rapidly and secretly, or may snack and nibble al day long. They do
not regularly vomit, over-exercise or abuse laxatives. They have ahigtory of diet failures and
tend to be depressed and obese.

If not arrested, starving, stuffing and purging can lead to irreversible physica damage and even
death. Eating disorders can affect every organ in the body and can causeirregular heartbest,
kidney and/or liver damage, destruction of teeth and a weskened immune system, among other

things
Eating disorders arise from a combination of long-standing, psychologicd, interpersona and

socid conditions. Fedlings of inadequacy, depression, anxiety and loneliness, aswell astroubled
family and persona relationships may contribute to the development of an eating disorder.
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Some persondity types (obsessve-compulsve and senstive-avoidant, for example) are more
vulnerable to egting disorders. New research suggests that abnormd levels of brain chemicas
predispose some people to anxiety, perfectionism and obsessve- compulsive thoughts and
behaviors. Also, once a person begins starving, stuffing and purging, those behaviors can dter
the brain chemistry and prolong the disorder.

Eating disorders are treatable and people can recover from them. It isadifficult processthat can
take severd months or even years. Some do better than others. The best success comes from
working with physicians and counsalors who help resolve medica and psychological issues that
contributed to, or resulted from, disordered eating.



Domestic Violence

Although improvements continue in the prevention and trestment of domestic violence, we
continue to witness disturbingly high rates of violence and abuse, inadequate accountability of
batterers, and serious subsequent hedth problems among victims.

Domestic violence occurs when any of a pattern of assaultive behaviors, including physicd,
sexud, and psychological attacks, aswell as economic coercion, are used by people againg their
families and/or intimate partners. As defined in the Maricopa Association of Governments
Regiond Domestic Violence Plan, domestic violence refers to violent behavior committed by

one partner againgt another. 1t can include physica, sexud, or psychologicad abuse with the
primary purpose of acquiring power and control over the other person.

Domedtic violence is not peculiar to any socid, economic or cultural backgrounds, as it occurs at
dl levds of society, in dl socio-economic leves, and among people of dl ethnic backgrounds.
Domestic violence often occursin acycle, crossng generations. The cycle typicaly conssts of
three phases:

?? tenson-building, characterized by abusive language and verbd threets;

?? acute battering, wherein physica harm occurs, and

?? the honeymoon phase, in which the batterer is gpologetic and promisesto end the
assaultive behavior.

Too often, asareault of losng sAf esteem, the victim is unwilling or ungble to leave the
assaultive situation, and the battering continues. In fact, according to the U.S. Department of
Justice, the most dangerous time for awoman who is being battered iswhen sheleaves. Ina
recent study in Michigan, for example, 75% of women killed by their partners were murdered
after the relationship was over. The U.S. Surgeon Genera reports that in over 90% of reported
domedtic assaults, the man is the perpetrator. Thus, while both men and women can be victims,
the vast mgjority are women.

Statistics
In 1998, in the United States,

?? awoman is abused every eight seconds

?? oneout of every four women isavictim of domestic violence at least oncein her lifetime

(according to the FBI)

?? domedtic violenceisthe angle leading cause of injury to American women and affects
goproximately four million victims every year
isthe number one cause (35%) of emergency room visits by women
isthe leading cause of desth in the workplace for women, (according to the CDC) with
over 13,000 incidents reported last year (in addition, 74% of battered women reported
being harmed by their batterer while at work)
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?? domestic violence cogts businesses approximately $5 billion in lost productivity,
absenteeism, employee turnover and hedth care costs (yet only 28% of U.S. companies
have workplace violence policies, according to the U.S. Department of Justice)

?? 20% of dl women are battered by their partners on a repeated basis; and two-thirds of
males who assault their wives once, repest it within one year (according to the U.S.
Surgeon Generd)

?? fifty per cent of dl homeless women and children are fleeing domegtic violence (yet there
are three times as many anima shdltersin this country as there are domestic violence
shelters)

In 1998, in Arizona
?? crigs shdters responded to 20,436 family violence telephone calls, and 14,619 criss cals
(i.e. sexua assault, suicide, etc.)
?? of the 26,717 women and children requesting shelter, 74% (or 19,775) were turned away
due to no availability of beds
?? of the women receiving shelter care, amost 50% were Caucasian, 25% were Hispanic,
12% were Native American, and 10% were African-American

In 1998, in Phoenix and the surrounding communities:
?? police departments received gpproximately 80,000 calls reporting domestic violence
?? thirty women, eight men, and one unborn child were killed in domestic violence
homicidesin the Phoenix ares, resulting in 66 children being without a parent

Battered Women, Economics and Health

In areport published by the Women's Bureau of the U.S. Department of Labor in 1996, 96% of
female abuse victims who were employed had some type of problem in the workplace as a direct
result of their abuse and/or abuser. These problems included being late (over 60%), missing
work (over 50%), having difficulty performing job duties (over 70%), being reprimanded for
problems associated with the abuse (over 60%), and losing their job (over 30%).

Domestic violence is often exacerbated as women seek to gain economic independence, and
often increases when they attend school and training programs. Batterers often prevent women
from atending such programs, as well as sabotage their efforts at salf-improvement.

Severd studies have shown direct correlation between domestic violence and hedlth problems.

This has been especidly evident in the cases of welfare recipients who became homeless and/or
sheltered. A higher incidence (up to three timesthat in the general femade population) of mentd
hedlth issues and post-traumeatic stress disorder is recorded among battered women in this
population. According to the National Network to End Domestic Violence Fund, many victims of
domedtic violence suffer from depression, menta hedlth problems, post-traumatic stress disorder,
drug and dcohol abuse, and physica hedth problems.
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For women who are not homeless or in shdters, thereis dill aclear relationship between their
victimization and hedlth status. When loss of job and/or income occurs, as noted above, access to
affordable hedlth care becomes limited, and too often the symptoms of poor hedlth remain
unattended for financia reasons.

Responding to the Problem

The past decade has witnessed dramatic changes in the response to domestic violence throughout
the United States. Mogt of these changes have occurred in the crimind and civil justice systems,
program interventions, and prevention and education efforts. Asaresult, thereis higher
accountability of perpetrators, increased safety and protection of battered women, more
availability of socid services, hotlines and shdlters, and a higher public awareness of the
problems and solutions. There is dso agrowing awareness that domestic violence is acomplex
problem requiring comprehensive and coordinated community responses from awide range of
stakeholders, including the legd and crimina justice systems, socid service agencies, hedth care
providers, educationd and religious ingtitutions, the business’'employer community, and policy-
mekers a dl levels of government.

The passage of the Violence Against Women Act in 1994 (the firgt legidation related to domestic
violence) presented severd provisons pertaining to batterer accountability and victim protection.
Perhagps most notably, the issuance of grants (e.g. STOP Grants and Community Policing Grants)
were made available to states for the development and upgrading of victims services, training of
law enforcement personnd, and devel oping better communications and data collection.

Arizond s STOP Grant in 1999 was $2.3 million.

In Arizona, the State L egidature has aso been respongve to domestic violence issues, and
through efforts driven by the Governor’ s Office for Domestic Violence, victim protection and
perpetrator accountability have increased. Asaresult of amgjor effort of the Maricopa
Association of Governments (MAG), a Regiond Plan on Domestic Violence was developed in
1999, which provided a comprehensive framework for a coordinated community response to
domestic violence.

The MAG Plan contains 41 recommendations covering four mgjor aress.
?? prevention and early intervention;
?? cridgsintervention and trangtiona response;
?? systems coordination and evauation; and
?? long-term response.

In developing the plan, the planning group (comprised of over 150 active participants) found that
the region aready had many systems and protocols in place, and that the major needs centered
around an integration of systems, uniform enforcement of protocols, and consstent tracking and
sharing of domestic violence information. In addition, the group based their approach on smilar
models used by Tucsorn/Pima County and Y avapai County so that the resulting plan would
provide consstency with other areas of the state.
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Among the 41 recommendations contained in the MAG Regiond Plan on Domedtic Violence,
severd were directly related to health care issues for women. Some examples of these are
briefly summarized asfollows:

?? Standardize and implement annud training for al hospital personnd.

?? Implement universal screening and provide follow-up services to those who disclosein
hospitals, other hedth-focused environments, substance abuse and menta hedlth intakes.

?? Integrate domestic violence in the curriculum of medical, nurang, physician assdant,
and nurse practitioner programs.

?? Create apolicy change with Boards of Certification to require cross-training on domestic
violence and menta hedth/substance abuse.

?? Incorporate domestic violence early prevention and early trestment into menta hedth
and substance abuse trestment programs.

?? Edabligvimplement hospital protocols as mandated by the Hedth Resources and
Sarvices Adminigration.

?? Egablivimplement emergency service pre-hospitd protocal (fire/femergency
departments).

?? Egtablidvimplement medical/dental clinic and doctor office protocols.

| mplications for Health Services for Women

The number of women who are victims of domestic violence far outhumber the number of
women who actudly seek help from the justice system and hedlth-related services. While there
have been positive trends in both the incidence of domestic violence and the program outcomes
related to both victim protection and batterer accountability, there remains an urgent need to
continue building on the coordinated community responses that appear successful.

The mgor implications for hedlth care providers are two-fold:

?? they mug remain attentive to the fact that many women may not be ready to address the
domedtic violence in their lives, and

?? they must provide services and resources that follow-up on screening and reporting
policies.

Many women come into contact with health care providers because they require medical
attention, but not because they are seeking help for domestic violence. Thus, effective support
and education must be available in the hedlth care setting. Likewise, screening and reporting
policies must ensure that follow-up services are integrated and coordinated. It is not enough to
amply provide victims with information on where to go next for help, and thus inter-agency and
community-based referrals must be held accountable.



Summary

The purpose of this book, as stated in the introduction, was to introduce the reader to some of the
most pressing health issues affecting women today. Hedlth careisincreasingly about education
and prevention. A review of the status of hedlth among women in Arizona demondrates that, in
1998:
? ?the mortdity rate from coronary heart disease decreased overdl, yet increased among Blacks
? ?the mortdity rate from strokes decreased among al populations
? ?the mortality rate for cardiovascular disease increased
? ?the mortdity rate from cancer decreased overdl, while increasing in colorectal cancer
? ?the degth rate from diabetes increased in 1998
? ?the number of new exposuresto AIDS has decreased overal, yet increased among Blacks
? ?therate of death from HIV infection showed a much dower decline among women than men
? ?Arizonans were less likdly to die from HIV infection than their nationd peers
? ?the pregnancy rates of females under 20 increased for the first time since 1994
? ?the reported abortion rate for femaes under 20 increased overdl

? ?74% of women and children requesting shelter from domestic violence were turned away

? ?thirty women and one unborn child were killed in domestic violence homicides

While these gatistics and the narrative throughout this fact book indicate some improvementsin
the status of women's hedlth in Arizona, they aso dramaitize the continuing challenges in other
aress. Inequitiesin the status of health care among ethnic groupsis apparent. Theincreasein
the rate of teen pregnancy sounds an darm to thelr increased risk of HIV and AIDS. The
absence of adequate shdlter for victims of domestic abuse can only have a negative impact on
their homicide rate.

As decison makers ponder the direction of women's hedlth care in Arizona, thereisaclearly

need for continued concentrated focus to insure that women's unique health needs are
understood and addressed.
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Resour ces

American Psychiatric Association
1400 K Street, N.W.
Washington, D.C. 20005
(888) 852-8330

American Psychologica Association
Office of Public Affairs
750 Firgt St., NE
Washington, D.C. 20002-4242
(202) 336-5700

Anxiety Disorders Association of America
11900 Perklawn Drive, Suite 100
Rockville, MD 20852-2624
(301) 231-9350

Arizona Codlition Againg Domestic Violence
100 W. Camelback, Suite 109
Phoenix, Arizona 85013
602-279-2900
800-782-6400

Arizona Department of Hedlth Services
Bureau of Public Hedth Statistics
Office of Epidemiology & Stetigtics
www.hs.gtate.az.us

Arizona Nutrition Network
Arizona Department of Hedlth Services
Offices of Nutrition Services
(602) 542-1886

Centers for Disease Control & Prevention
Office of Women's Hedth
1600 Clifton Road, MS: D-51
Atlanta, GA 30033
Phone: (404) 639-7230

City of Phoenix Family Advocacy Center
2120 N. Centra Avenue, Suite 250
Phoenix, Arizona 85004
602-534-2120
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Governor's Commisson on
The Status of Women in lllinois
February 1998

Indiana Takes Action for Women's Health 1999

M.A.G.N.U.M.
(Migraine Awareness Group: A National Understanding for Migraineurs)
113 S. St. Asapt St
Alexandria, VA 22314
(703) 739-9384

Maricopa Associaion of Governments
302 N. First Avenue, Suite 300
Phoenix, Arizona 85003
602-254-6300
mag@meag.maricopa.gov

Mentd Hedth Asociation of Arizona
6411 E. Thomas Rd.
Scottsdale, AZ 85251
Phone: (602) 994-4407

Nationd Ingtitute of Arthritis and Musculoskdetd and Skin Diseases
Nationd Ingtitutes of Hedlth
Building 31, Room 4C05
31 Center Drive, MSC 2350
Bethesda, MD 20892-2350
(301) 496-8188

Nationd Ingtitute of Mental Hedlth
6001 Executive Blvd.
Room 8184, MSC 9663
Bethesda, MD 20892-9663
(888) 8-ANXIETY

Nationd Mental Health Association
1021 Prince Street
Alexandria, VA 22314-2971
(800) 969-NMHA
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Nationa Osteoporosis Foundation
1232 22" St., NW
Washington, D.C. 20037-1292
(202) 223-2226

Office of Epidemiology and Statistics
Bureau of Public Hedth Statistics
Arizona Department of Hedlth Services
Phone: (602) 542-1216

Our Bodies, Oursaves for the New Century
The Boston Women's Health Book Collective
A Touchstone Book
Published by Smon & Schugter
Copyright, 1984, 1992, 1998

RESOLVE Nationa Office
1310 Broadway
Somerville, MA 02144-1731

The Commonwedth Fund
Hedlth Concerns Across a Woman's Lifespan
1998 Survey of Women's Hedlth

The Harvard Guide to Women' s Hedlth
Karen J. Carlson, MD
Stephanie A. Eisengtat, MD
Pub: Harvard Universty Press
Copyright 1996

US Department of Health & Human Services
Nationa Indtitutes of Hedlth
Rockville, MD 20857
(800) 421-4211

Women's Hedlth Care— A Comprehensive Handbook
Edited by
Catherine Ingram Fogd and Nancy Fugate Woods
Sage Publications
Copyright 1995



For further information on domestic violence issues and resourcesin Arizona:

Community Information & Referra
602-263-8856
800-352-3792

Nationa Domedtic Violence Hotline
1-800-799- SAFE (7233)

Nationa Sexud Abuse Hatline
1-800-656-HOPE (4673)

Nationa Resource Center on Domestic Violence
1-800-537-2238

Shelter Hotline (CONTACS)-Maricopa County

602-263-8900
800-799-7739

49



50



