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A Broader Definition of
Women’s Health

istorically, the concept
of “women’s health”
was limited to

reproductive health and focused
nearly exclusively on the
reproductive and maternal
health needs of women. It was
assumed that, except for the
differences in reproductive
functions, men and women
were biologically the same.
Over time, this assumption
severely limited the knowledge
of the distinct health care needs
of women. Important biological
differences between women and
men were left undiscovered.

For example, heart disease has
traditionally been viewed as a
“man’s disease”, yet more
women die each year of heart
disease than men.

During the last century,
women’s health was
significantly influenced by two
major trends. First, women’s
health greatly improved with an
increase in planned pregnancies
and fewer births. Complications
due to childbirth were once a
leading cause of death for

women. (Fig. 1) In 1900, the
average woman had eight
children compared to today’s
woman who has an average of
two. Infant mortality rates were
also ten times greater than the
current rate. Great strides have
been made in reducing both
infant and maternal mortality
rates in the last century.

Second, the average
woman’s life expectancy
increased 30 years. With this
increase in longevity, the
average woman will live
approximately one-third of her
life post-menopausal. With the
onset of estrogen loss, women
experience a wide range of
physical and mental
symptoms that can occur over
a ten-year time frame.
Conditions such as a decline in
mental acuity, an increase in
bone weakness, and a
heightened risk of heart
disease are but a few of the
consequences of menopause.
Whereas women’s health was
generally associated with
reproductive and maternal
health, equal importance must
now be given to a woman’s
midlife and elder years.

Figure 1.
U.S. Women
1900’s 1990’s
Primary Cause of Death TB and child birth Heart Disease
Age at Death 48.3 79
Average Number of Children 8 2
Infant Mortality Rates 124 to 158 per 1,000 7 to 14 per 1,000
Number in Work Force Not Counted 43%
Eligible Voters 0% 52% of U.S. Population

SOURCE: U.S. Office of Women’s Health and the FDA History Office




Aging itself, has become a
woman’s health issue.

Today’s definition of
women’s health includes health
concerns not only unique to
women, but also conditions
more prevalent among women
or those of a more serious
nature to women. (Fig. 2) As
such, the definition of women’s
health is increasingly discussed
in a larger context of social,
economic and political
influences. Women make 75
percent of the household
spending decisions, including
when family members go to the
doctor or respond to
emergency situations. Much is
being learned about how
women access the healthcare
system, what influences their
treatment choices and how
healthcare is delivered
differently for men and
women. Research published in
the last decade has also shown
that patterns of care are often
quite different for men and
women with apparently similar
problems. For example, women
get more prescriptions,
whereas men get more tests
and referrals to specialists.

The Changing Face of
Kentucky’s Women

emographics of women
in Kentucky are
changing along with the

rest of the nation. Most
noticeably, our female
population is growing older
and comprising a larger portion
of those over 45. According to
the 2000 Census, Kentucky’s
adult population (men and
women) between ages 45 and 54
grew 46 percent from 1990 to
2000, compared to only a 7.5
percent increase the previous
decade.

The sharp incline in citizens
in the 18-64 year old age group
(Fig. 3) includes the “baby
boom” generation and includes
many women who will enter
retirement age within the next
ten years. Issues affecting qual-
ity of life for this age group will
continue to be a prominent
public policy issue. Acess to
healthcare, prescription ben-
efits, Medicare and long-term
care services will all factor
significantly into the quality of
life realized by elderly women
in Kentucky (see Chapter 11:

health care.”

Figure 2.

“Women’s health care refers to the prevention, screening, diagnosis, and
management of conditions that are unique to women, more prevalent to
women, more serious among women, have different risk factors for women,
and/or require different interventions in women... this broad definition serves
to distinguish women’s health care from the narrower concept of reproductive

-- American College of Physicians




SOURCE: U.S. Census Bureau, 2000

Health Issues Facing the Aging
Woman).

Women live longer than men
by an average of seven years.
They also comprise a greater
percentage of the population for
every age group over the age of
65. (Fig. 4) Itis estimated that
by the year 2030, approximately
one in four women in this
country will be over the age of
65. It will be challenging for the
public health system to serve

aging women due to its
i A IH'&E"‘" -L e traditional emphasis on
PG T T ST . A - maternal and childbirth issues.
400008 1 embecly Reskieniz, 1905, 1395, sl 2000 Once women reach middle age,
p— their healthcare needs shift from
AL 1 N I primarily reproductive in
PR—— o “, - nature to those more chronic in
E - N nature, suc}_l as arthritis and '
£ 2 cea000 | - %, diabetes. Lifestyle factors begin
" - L n “, to play a more significant role in
e -~ .t " " a woman'’s health as years of
; ~ = iy poor diet, smoking and
15000 L= T . sedentary lifestyle increase the
L= . ~ risk of chronic conditions. As
LS Y N the population continues to age,
o it will be increasingly important
e to focus on preventive healthcare
" . . measures that will benefit a
pg . wr gz | WOmMan not only during her
- childbearing years, but for her

entire life span.

In addition to an aging
population, Kentucky has a
changing racial and ethnic
profile, however, not to the
degree seen nationally.
Caucasians continue to represent
90 percent of the population of
Kentucky compared to 75 percent
nationally. (Fig. 5) But increases
in minority populations in
Kentucky are significant and will
continue. During the last decade,
the growth rate of Kentucky’s
non-white citizens, in all racial
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Figure 4.
Elderly Population by Gender
Kentucky, 2000
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Figure 5.
Population Quick Facts, Kentucky, 2000

Characteristic Kentucky Uus
Population 2000 4,041,769 281,421,906
Population, percent change, 1990 - 2000 9.6 13.1
Female population, percent 2000 51.1 50.9
Females, 65 years and over, percent 2000 7.4 7.3
African-American persons, percent 2000 7.3 12.3
Caucasian persons, percent 2000 90.0 75.1
Persons of Latino or Hispanic Origin, percent 2000 1.5 12.5

SOURCE: U.S. Census Bureau, 2000

Figure 6.
Profile of General Demographic Characteristics for Kentucky
1990, 2000 and Change 1990-2000

Change
Race 1990 2000 Number Percent

White 3,391,832 3,640,889 249,057 7.3
African American 262,907 295,994 33,087 12.6
American Indian &

Alaskan Native 5,769 8,616 2,847 49.3
Asian 16,983 29,744 12,761 75.1
Hispanic or Latino 21,984 59,939 37,955 172.6
Native Hawaiian & Other

Pacific Islander 829 1,460 631 76.1

SOURCE: U.S. Census Bureau, 2000

and ethnic groups, exceeded that
of whites although the actual
numbers are small in comparison
to the growth in whites. The
African American population
increased 12.6 percent and the
Hispanic (or Latino) population
increased 172.6, compared to a 7.3
percent increase in the state’s
white population. (Fig. 6)

Kentucky’s Office of Women’s
Health

he federal government

opened an Office of

Women’s Health in 1991
to bring awareness to the
unique health care needs of
women across their life span.
Today, nearly all U. S. Public
Health Service agencies have an
office to coordinate research,
education and services geared
specifically to women.

In Kentucky, the Office of
Women'’s Physical and Mental
Health opened in October, 2000

as the result of 1998 legislation
that addressed a range of
women’s issues. Our mission is
to improve the health and well-
being of all Kentucky women.
The office has two main
functions. First, the office is to
serve as a repository of data on
women’s health and to make
recommendations for
improving the collection,
analysis and reporting of
women’s health data. Data will
be published and available to
the public, hopefully on a
biennial basis. This report,
Kentucky Women'’s Health 2002:
Data, Developments and
Decisions, is the first such report
to be issued. It is intended not
only to educate professionals
and the public about Kentucky
women'’s health, but also to
establish the office as the
principal clearinghouse for data
on women'’s health.

Second, the office is to
administer a Women’s Health
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Resource Center to educate
women about the importance of
preventive healthcare. We do
this through our web site at
http:/chs.state.ky.us/
womenshealth, educational
offerings, exhibits, editorials,
fact sheets and speaking
engagements. Our theme is
consistent in all our outreach
efforts: — good health is a habit
that requires daily awareness.
Important lifestyle choices
made every day determine to a
great degree a woman'’s chance
of living a healthy life.

About this Report

Kentucky Women’s Health
2002: Data, Developments and
Decisions is a compilation of
national and Kentucky-specific
health statistics and important
developments in the areas of
highest importance to women'’s
health. It reflects the
collaborative input from many
within both the public and
private healthcare delivery
system. In creating the report
we acknowledged that it would
be easier to obtain public health
data than data from private
sources and easier to obtain
data on physical health than
mental health. We have tried to
use the most recent sources
available and where
appropriate, compare
Kentucky’s statistics with
national or regional ones. Most
data is not available by county,
but much of it is available by
Area Development Districts
(ADDs). We relied heavily
upon data available through the
Kentucky Department for
Public Health, and dug deep
into the Behavioral Risk Factor
Surveillance Survey (BRFSS) to
determine trends in women’s
screening rates and general
health.

Aiding us along the way
was a diverse and experienced
Task Group comprised of
individuals both within and
outside state government.

Their insights and suggestions
were very helpful in our efforts
to “re-set the standard of public
health reporting.” We
acknowledge them publicly in
this report, but hope that our
“thank you’s” linger with them
for a much longer time. As with
any large-scale project, there is
one person who does the lion-
share of work. Melissa
Adkisson, MHA, Executive Staff
Advisor, aptly filled that role for
the better part of a year for the
development of this report. She
single handedly wrote much of
what you will read and
diligently researched topics
looking for comparisons
between Kentucky and the
Nation, other states, and regions
within Kentucky.

Kentucky Women’s Health
2002: Data, Developments and
Decisions represents the most
comprehensive assessment of
Kentucky women’s health to
date. We encourage you to
learn from it, make use of it in
your professional and personal
lives, and find ways to join us in
improving the health and well-
being of one of Kentucky’s
greatest assets — our women.

Povin sty Tagon

Gwendolyn Mayes, JD, MMSc
Executive Director

Office of Women’s Physical
and Mental Health
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espite improvements in
healthcare delivery and
a slight decline in the

rate of uninsured women, the
health of Kentucky women
remains mixed. In recent years
we have seen improvements in
many areas of maternal and
reproductive health with the
lowest infant mortality rate in
history and a continued decline
in teenage births. More women
have access to prenatal care and
are knowledgeable of the
benefits of taking folic acid. We
are also pleased with the decline
in mortality rates of breast and
gynecological (ovarian, cervical
and uterine) cancers, due in
large part to the highest rates of
breast and cervical cancer
screenings in history.

CECUL

However, the health of
Kentucky women is steadily
declining due to poor dietary
habits, high rates of smoking,
and a lack of physical exercise.
Combined together, these
behavioral risk factors have led
to an increase in obesity,
hypertension and diabetes for
women in the past decade.
Heart disease is the leading
cause of death for women in the
state; the mortality rate of heart
disease among Kentucky
women exceeds the national
rate 441 deaths/100,000 women
versus 401 deaths/100,000
women.
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Kentucky’s population is
aging and the women are no
exception. In the next few
decades women over the age of
65 will represent 25 percent of
the population and with an
increased longevity comes
unique health concerns. As
such, aging itself has become a
women’s health issue. Post-
menopausal health will be
equally as important as
traditional reproductive health.
And not to be forgotten, women
in their middle years (from ages
44 to 65) are especially
susceptible to chronic diseases
such as diabetes, arthritis, and
thyroid disease. These women
are often “sandwiched”
between caring for their own
children and caring for ailing,
older parents. Coupled with
their own career and personal
demands, middle aged women
often find themselves too busy
to make healthy lifestyle choices
or overwhelmed with
conflicting priorities.

To better understand the
status of women’s health in
Kentucky, this report describes
the issues of importance to
women’s physical and mental
health at various life points.
Where appropriate, Kentucky
statistics have been compared
with national norms or trends in
surrounding states.

SLLTILT Y

YouNG WoOMEN’s HEALTH
IssuEes

dolescence is a very
special time in a young
woman’s maturation.

Bodily changes, reproductive
development, and exposure to
lifestyle choices pose new and
challenging situations that can
influence a young woman'’s
health. Some, such as substance
abuse and risky sexual behavior,
can have lifelong consequences.
This is a time when establishing
a healthy view of one’s maturing
body is an important first step to
maintaining a positive body
image.

Kentucky saw a decline in
infant, child and teen
mortality rates from 1990 to
1998, as well as a decline in
teen dropouts and teens not
attending school.

During the 1990’s Kentucky’s
teen birth rate dropped from
68 births per 1000 females
aged 15-19, to 56. This rate,
however, is still above the
national norm of 50 births
per 1,000 adolescent females.
Kentucky’s teen pregnancy
rate declined 12.5 percent
from 1995 to 1997.

Teens are at high behavioral
risk for acquiring most
sexually-transmitted
diseases (STDs).

Young women in Kentucky
have one of the highest



smoking rates of youth in
the nation. Two-thirds of the
girls who smoke frequently
said they do so to eliminate
stress.

In Kentucky, the five leading
causes of death for female
youths ages 15 to 24 were
unintentional injuries,
suicide, homicide, malignant
neoplasms and heart
disease.

MATERNAL AND
REPRODUCTIVE HEALTH

aternal and
reproductive health
remain a cornerstone

of public health services.
Programs aimed at prenatal
health through post-delivery
care have resulted in more
women having healthier babies.
In 2001, Kentucky reported the
lowest infant mortality rate
since statistics were first record.

Infant mortality rates
declined 25 percent between
1991 and 1999 and now are
the same as the national rate.
However, racial disparities
exist. In 1998, there were 6.9
deaths per 1,000 live births
for white women, in
comparison to 14.7 deaths
per 1,000 live births for black
women.

Low birth weight, (a baby
weighing less than 2500
grams or 5 pounds/2 ounces
at birth), is a contributing
factor to infant mortality.
The rate of low birth weight
due to short gestation
decreased slightly in 2000,
however, the low birth
weight rate for full-term

babies slightly increased.
Factors contributing to low
birth weight full-term babies
include but are not limited
to: smoking, alcohol, illegal
drug use, and multiple
births.

Pre-term delivery rates are
increasing for Kentucky’s
white women and
decreasing for black women.
“Presumptive eligibility” for
Medicaid services to
pregnant women was
implemented in 2001 to give
women 90 days of prenatal
care while full Medicaid
eligibility is being
determined.

It is believed that babies
born with fetal alcohol
syndrome are seriously
underreported in the state.
Nearly 40,000 women in
Kentucky received folic acid
supplements in 2001.

The birth rate for women
ages 30-34 rose 5 percent
between 1999 and 2000 and
is the highest in 30 years.

In 2000, Kentucky local
health departments served
nearly 119,000 clients in their
family planning clinics. Of
these, the majority used oral
contraceptives as their
choice of birth control.
Three fertility clinics in
Kentucky serve clients with
fertility complications
ranging from tubal disorders
to endometriosis.

Kentucky is one of 25 states
that provides “direct access”
to ob/gyn care. This enables
a woman to schedule ob/
gyn services without a
referral from her managed
care primary physician.

Curonic CONDITIONS

hronic conditions are
considered to be medical
ailments that are not

easily cured and require
continued monitoring,
intervention and therapy.
Kentucky women exhibit many
of the lifestyle risk factors —
smoking, poor diet, sedentary
lifestyle — that are known
contributors to chronic
conditions. The most well
known and frequently
discussed chronic conditions are
hypertension, heart disease,
diabetes, cancer and stroke.

In 2000, 23 percent of the
women in Kentucky reported
their health as being “fair to
poor” in contrast to 15 percent
of women nationwide.
According to surveillance
data collected by the
Kentucky Department for
Public Health, Kentucky
women have the highest rate
of sedentary lifestyle of
women in the nation.
Similarly, obesity rates for
women in Kentucky have
risen dramatically over the
past ten years, from 12.7
percent in 1900, to 22 percent
in 2000.

Smoking contributes to
serious chronic conditions
such as heart disease,
chronic obstructive lung
disease, emphysema, cancer
and stroke.

Women utilized ambulatory
services 33 percent more
often than men, even if you
excluded pregnancy-related
visits.
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The burden of
cardiovascular disease in
Kentucky is among the
highest in the nation,
ranking 5™ in age adjusted
mortality rates.

Heart disease should no
longer be considered a
“man’s disease.” Women
exhibit unique signs and
symptoms when having a
heart attack that differ from
men.

Admissions to hospitals due
to cardiovascular disease
represents the largest
proportion of non-
pregnancy related
hospitalizations for women
in Kentucky.

In Kentucky, 41.6 percent of
black women have hyper-
tension, compared to 28.5
percent of white women.
Women and the elderly
account for more of the
population with diabetes;
about 54 percent of the
diabetic population.

In 1999, chronic obstructive
lung disease was the 5"
leading cause of death
among Kentucky women.
Since 1980, female asthma
rates have nearly doubled.
Arthritis, more common in
women than men, is
considered by the Centers
for Disease Control and
Prevention to be the leading

cause of disability in the U.S.

Women are at particular risk
for osteoporosis because,
even at their peak, bone
mass for women is naturally
lower than for men. Post-
menopausal women are at
highest risk due to a loss of
estrogen’s bone protective
nature.

Executive Summary

CANCERS

ancer is the second

leading cause of death

among women
nationally and in Kentucky.
For nearly a century, breast,
colon and reproductive cancer
mortality rates among women
were high and held fairly
constant. With improvements
in screening, early detection and
treatment, these high rates have
been declining. In their place
has come a surge in lung cancer
mortality. In 1987, lung cancer
surpassed breast cancer as the
leading cause of cancer-related
death in women.

Breast cancer is the most
common form of cancer
among women and the
second leading cause of
cancer-related death (behind
lung).

Female breast cancer
incidence rates increased
from 140 per 100,000 women
in 1996 to 160 per 100,000 in
1999; however, mortality
rates have declined. An
increase in incidence rate is
to be expected with an
increase in screenings.
Nearly 75 percent of women
age 50 and over have had a
screening mammogram in
the past year. The number
of breast cancer screenings at
local health departments
increased 17-fold during the
1990s.

Kentucky has a rather high,
unexplainable rate of
colorectal cancer both
among men and women.
Incidence rates among
women are 48 per 100,000
women versus the national

average of 37 per 100,000.
Mortality rates from colorectal
cancer in African American
women have increased since
1994 while rates for white
women have declined.

Tosacco USE AND SMOKING-
RELATED ILLNESSES

tforts to minimize
Etobacco use and smoking-

related illnesses are
challenged by the traditional
economic, employment and
political strength of the tobacco
industry. Kentuckians ( men &
women) overall had the highest
smoking rate in the nation in
2000; nearly one in three adults
smoked cigarettes. The U.S.
Surgeon General’s Report on
Women and Smoking was
released in early 2001 and drew
considerable attention to the
tobacco epidemic among
women and the unique health
care consequences of smoking
on women'’s health.

Kentucky women had the
second highest smoking rate
in the nation in 2000 (behind
Nevada).

Kentuckians who smoke
generally have 12 years of
education or less, live in
poverty and are under the
age of 44.

National data indicate that
women, adolescents and
whites are particularly
vulnerable to developing
nicotine-dependency
symptoms and that at
similar levels of smoking,
women are more likely to
become addicted than men.
Women who smoke
experience more wheezing,



breathlessness, persistent
cough and asthma than men
who smoke.

Cigarette smoking during
pregnancy can result in low-
birth weight babies and is
associated with long-term
learning disabilities.
Kentucky women have the
second highest smoking rate
during pregnancy in the
nation and in some Eastern
Kentucky counties nearly 50
percent of the pregnant
women smoke.

Both male and female
middle school and high
school student smoking
rates greatly surpass
national rates. A higher
percentage of high school
girls than high school boys
report smoking in the prior
month.

58 percent of all hospital
discharges in the state for
chronic obstructive lung
disease are women.

The percentage of women
under age 50 with lung
cancer is increasing in
Kentucky:.

In 1999, the lung cancer
incidence rate for females
was 56.8 per 100,000
individuals, the third
highest in the nation, and
the age-adjusted female
death rate from lung cancer
was 51.9 per 100,000, the
second highest in the nation.

MENTAL HEALTH AND
MENTAL ILLNESS

t least one in four
Kentuckians will
experience some type of

mental health problem in their
lifetime. Women are twice as

likely as men to suffer from
clinical depression and most
anxiety disorders afflict women
more often than men.

According to public health
data, nearly 30 percent of
Kentucky women reported
three or more poor mental
health days in the previous
month. Nearly 13 percent
reported having a poor
mental health day 30 days in
the prior month.
Self-reported mental health
rates vary by race; generally
white women report more
poor mental health than
black women.

Kentucky women who
reported high rates of
mental distress are likely to
have less than a high school
education, be unemployed,
and never married, or
widowed/divorced/
separated.

In 2000, 22 percent of
women and 43 percent of
men receiving services at
Kentucky community
mental health centers were
diagnosed with
schizophrenia. Women were
most often diagnosed with
affective disorders (39
percent).

Of the hospitalized women
diagnosed with depression,
58 percent resided in a rural
country versus 42 percent
in urban areas.

SUBSTANCE ABUSE

omen fight a difficult
battle when
confronting

substance abuse. Society views
women with substance abuse

problems differently than men,
usually with more shame and
condemnation. Additionally,
women are fearful of being
separated from their children if
their problem becomes public.

According to estimates from
the University of Kentucky
in 1999, only approximately
22 percent of Kentucky’s
women who abused alcohol
and/or other substances
received treatment.

Studies show that women
develop substance abuse
problems faster than men
after the initiation of abuse
and generally suffer more
physical problems, such as
vitamin deficiency, liver
disease and diseases of the
pancreas.

Of the 1,062 female
prisoners in the state in 2001,
42 percent had at least one
drug-related offense.

In 1999, the Center for UK
Drug and Alcohol Research
estimated that
approximately seven percent
of women of childbearing
age (15-44 years) were in
need of substance abuse
treatment services. Prior
studies indicated that
approximately 10 percent of
women who presented in
local health departments for
pregnancy testing were in
need of substance abuse
treatment.

As part of the KIDS NOW
initiative, pregnant women
can receive counseling and
treatment services for
substance abuse.

In 1999, approximately one
half of all high school
students reported drinking
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in the prior month.

Use of Oxycontin, a
prescription narcotic, has
been a particularly
troublesome problem in
Eastern Kentucky. Between
1998 and 2000, the number
of clients being treated for
an addition to the drug
within the state’s
community mental health
system increased 163
percent.

VIOLENCE AGAINST
KeENTUCKY WOMEN

istorically, sexual
assault and domestic
violence were viewed

as issues of importance to the
justice system. Increasingly,
however, public health
advocates are recognizing and
discussing the significance of a
victim’s short and long-term
health consequences. Acts of
violence are directly linked to a
number of negative physical
and mental consequences for
women.

Studies show that women
are more likely to be killed
by their male intimate
partners than by any other
type of perpetrator.

The Governor and First Lady
of Kentucky implemented a
Executive Branch Policy on
Domestic Violence and
Sexual Assault in the
Workplace aimed at
eliminating domestic
violence and sexual assault
in any form.

During 2001, over 2,000
women sought shelter from
domestic abuse at one of the

14 Executive Summary

state’s battered women’s
shelters. An additional
20,500 women were served
through the outreach or
nonresidential services of
these programs.

During 2001, 4,300 women
were served through the
Rape Crisis Centers. An
additional 2,648 family
members and friends of
victims were also served.
Considerable advancements
have been make in
protecting victims of
domestic violence and
sexual assault.

RURAL WOMEN’s HEALTH

ver fifty percent of

Kentucky’s women live

in a rural environment.
As such, they are confronted
with high rates of poverty,
isolation and a lack of access to
health care. In some areas, one
in four individuals lacks health
care insurance.

The majority of women with
household incomes less than
$15,000 annually report
having fair to poor health.
Twenty-six percent of the
population living in the
Kentucky River district
(Southeastern Kentucky)
lacks health care insurance.
Access to health insurance is
a significant factor in
determining a woman'’s
decision to seek regular and
preventive health care.
Behavioral risk facts such as
smoking and lack of exercise
are especially prominent in
rural communities.

In some Eastern Kentucky

counties, nearly fifty percent
of all pregnant women
smoke during pregnancy.
Heart disease and shock
accounted for 11 percent of
rural women’s
hospitalizations compared
to 8.7 percent of urban
women’s.

Most female cancer
incidence rates are higher in
rural counties than urban.
Breast cancer is the
exception.

The elderly in rural
Kentucky suffer more from
cerebrovascular disease and
pneumonia/flu than urban
counterparts.

COMMUNICABLE DISEASES

dvances in therapies
and treatments for
opportunistic infections

have reduced the AIDS
incidence and mortality among
Kentuckians. However, the
greatest increase in new AIDS
cases in Kentucky is among
women.

The number of new AIDS
cases among women
remained constant between
1995 and1999, but decreased
42 percent in men.
Estimated AIDS deaths
among males decreased 71
percent from 1995 to 1999
but only declined 33 percent
among females during the
same time.

African American women
are disproportionately
affected by the AIDS
epidemic, representing 42
percent of new AIDS cases
among women in the state.



Initiatives to target HIV
testing among pregnant
women and women at risk
should be continued.

Women bear the greatest
burden of sexually-transmitted
diseases (STDs) in the nation
and in Kentucky. Teens are
especially vulnerable for
acquiring STDs and more than
80 percent of all STDs occur
among individuals less than 29
years of age.

The overall incidence of
chlamydia (among men and
women) nearly doubled
during the 1990s.
Kentucky’s youth aged 15 to
19 had the highest reported
incidence of any age group.
Left undetected, chylamydia
can lead to pelvic
inflammatory disease and
infertility in women.

The overall incidence of
gonorrhea and syphillis
dropped during the 1990s.

AGING ISSuEs

ensus data for 2000
indicate that 12.5
percent of the state’s

population is 65 years of age or
older. Women comprise the
majority of this age group.

With an increase in life span to
80 years, women can expect to
live one-third of their lives post-
menopausal. This presents
unique health concerns for the
aging woman.

Menopause signals a
woman'’s loss of estrogen
and is associated with a
myriad of symptoms and an

increased risk of
osteoporosis, heart disease,
dementia and certain
cancers.

The majority of Kentucky
women over the age of 35
that have had a
hysterectomy or are
menopausal or post-
menopausal, are taking
hormone replacement
therapy:.

One in 10 people over the
age of 65 has Alzheimer’s
disease.

In 2000, 49 percent of the
women in Kentucky were
being treated for arthritis
compared to 36 percent of
the state’s men.

In 1999, 16 percent of the
total population was
enrolled in Medicare; 54
percent were female.
Overall, more than half
(52%) of retirees in Kentucky
report not being able to
afford all of their medical
expenses.

Women, because of their
longer life span, are more
likely than men to live with
functional impairments
necessitating a need for
long-term care.

Aging, is the most
commonly cited reason a
person needs assistance with
care. The typical caregiver
in this country is a married
woman in her mid-40s who
works full-time, is a high-
school graduate, and has an
annual household income of
$35,000.

Women'’s health in Kentucky
is a complex mix of social,
demographic, cultural and

political forces. Traditional
views of women as primary
caregivers, often placing their
own health at risk while caring
for others, has left a legacy of
mixed views as to what
women’s health actually
encompasses. From a public
health perspective, great strides
have been made in maternal
and child health in the past
decade and Kentucky women
are delivering healthier babies
each year. The challenge will be
to extend healthy behaviors into
middle age when women are
most vulnerable to chronic
diseases such as cancer, heart
disease and diabetes. It will
require a clear understanding of
the unique health needs of
women across their life span
and a commitment to viewing
women'’s health in a broader
social, economic and cultural
context.
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dolescence represents a

dynamic, developmental

period when young
women make important choices
about lifestyle behaviors,
including diets, physical
activity, sexual activity, and use
of tobacco, alcohol, and other
drugs that can influence their
health and well-being
throughout adulthood.! Many
health behaviors are learned
during this important time in
women’s lives and often carry
into adulthood. These
behaviors can have a profound
impact on the quality of life for
women, both physically and
mentally. Reaching this
vulnerable population with
positive health messages can
improve the lives of adult
women in the years to come.

In 1998, Kentucky’s youth
ranked 36™ nationally for
overall well-being, according to
the 2001 KIDS COUNT Data
Book published by the Annie E.
Casey Foundation. This
ranking, up from 40" for the

Clealth

previous year, is based on a
composite index of key child
well-being indicators and
reflects improvements in several
key areas for Kentucky’s youth.
(Fig. 1) Kentucky saw a decline
in infant, child and teen
mortality rates from 1990 to
1998 as well as declines in teen
dropouts and teens not
attending school. Kentucky’s
teen birth rate also dropped
significantly during the same
period from 41 to 31 births per
1,000 teens.

In 1999, 25.7 percent of
United States residents were
under 18 years of age, the same
rate as in 1990. In Kentucky in
1999, children under 18
comprised 24.6 percent of the
population, down 4.9 percent
from 1990.> In 1990, Kentucky
ranked 26 in the number of
youth under 18 and in 1999,
ranked 41%.3

The decline in the youth
population in Kentucky, while
markedly steep during the

Fizure 1.
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SOURCE: 2001 KIDS COUNT Data Book Online, Profile for Kentucky at www.aecf.org



1980s, stabilized during the
1990s. However, for youth aged
15 - 19, the percent increase
during the 90s was very small,
at less than one percent.* (Fig. 2)

Unlike children nationally,
Kentucky’s youth live in a
predominately homogenous
environment. For children
under 18 years of age, 86
percent are white, with only 9
percent black and two percent
Hispanic. Nationally, 61
percent of children under 18 are
white, 15 percent are black, and
17 percent are Hispanic.® In
Kentucky, the total population
grew 9.7 percent from 1990 to
2000, while the Hispanic/Latino
proportion of the population
grew 172.6 percent, with youth
and young adults making up
the majority of growth.®

While the diversity of
Kentucky is increasing, it is
happening at a slower pace than
nationally. It is projected that by
the year 2050, Hispanic, African
American, American Indian,
and Asian adolescents will
constitute 56 percent of the
adolescent population
nationally.”

Education

E ducation levels are strong
predictors of one’s health
throughout the lifespan.
Girls who have academic
problems or who drop out of
high school are more likely than
other girls to engage in risky
behaviors. The Commonwealth
Fund reported that high school
dropouts smoke, drink, and use
drugs more often than their
peers in high school. In
contrast, adolescents, whose
parents make their expectations
of school achievement clear, are
less likely to engage in risky
behaviors. Strong, positive

Figure 2.
Youth and Young Adult Population of Kentucky by Age
1980, 1990, & 2000
% Change % Change
Age 1980 % 1990 % 2000 % 1980-1990 1990-2000
<5 282,731 | 7.7 | 254,640 | 6.9 | 265,901 | 6.6 -9.9 4.4
5-9 289411 | 7.9 | 265412 | 7.2 | 279,258 | 6.9 -8.3 5.2
10-14 301,745 | 8.2 | 274838 | 7.5 | 279481 | 6.9 -8.9 1.7
15-19 354439 | 9.7 | 286,438 | 7.8 | 289,004 | 7.2 -19.2 0.9
20-24 346,119 | 9.5 | 278,821 | 7.6 | 283,032 | 7.0 -19.4 1.5
SOURCE: U.S. Census Data, 2000
Figure L
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family and school bonds are
associated with good health
habits, good school
performance, and low rates of
smoking and other health-
compromising behaviors.(Fig. 3)
A similar association has been
shown between parental
disapproval of early sexual
activity and the postponement
of adolescent sexual
relationships.®

Dropout rates for high
school females in Kentucky,
range from three to five percent.
Male dropout rates are higher
than females, ranging from five
to seven percent through the
high school years.’
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Teen Pregnancy 72.1 respectively. White

Figure 4.
Teen Pregnancy Rate.f for Ages 15-19, by Race, adolescents had a rate of 35.2
Kentucky, 1995-1997 I I leen pregnancy (calculated ~ with Asian adolescents having
200 - as the sum of births, the lowest rate at 23.1."
2. miscarriages, stillbirths
= EISO 154 148 3s | and abortions) and teen births Kentucky teen pregnancy
2277 are on a downward trend both ~ rates are higher among black
£3 nationally and in Kentucky. adolescents than white, though
5 31009 82 7 77 Each year in the U.S., between  dropping for both races. From
:ej Z 800,000 to 900,000 adolescent 1995 to 1997, pregnancy rates
501 females under age 19 become for white teens dropped from 82
pregnant. Adolescent pregnancies per 1,000
0 T - pregnancy and childbearing adolescents to 77. Rates for
1995 1996 1997 have been associated with black adolescents dropped from
Roport - Nationml ang St et e fes  adverse health and social 154 pregnancies per 1,000

Among Adolescents - United States, 1995-1997, July 14, cOnsequences for young women adolescents to 138 for the same

20001Vl 49, No. 27, Table 3 and their children. period. (Fig. 4)

Nationally, among racial and From 1995 to 1997, among
ethnic groups, declines in females aged 15-19 years, the
pregnancy rates vary national number of pregnancies
considerably. Rates among declined by 3.1 percent and the

black women aged 15-19 fell 20  national pregnancy rate de-
percent between 1990 and 1996  clined by 7.8 percent." (Fig. 5)
and fell 16 percent among white

teenagers for the same period. Nationally and in Kentucky,
Hispanic women of any race, teen pregnancy rates are higher
realized an increase in among 18-19 year olds than 15-
pregnancy rates from 1990 to 17 year olds. However, rates for

1992, but then fell 6 percentby  both age groups are declining.
1996. Hispanic women had the Kentucky’s teen pregnancy rate

highest rate of teen births for 15-17 year olds declined
nationally in 1998, with 93.6 from 56 pregnancies per 1,000
births per 1,000 adolescent adolescents in 1995 to 49 in
females. African-American 1997, representing a 12.5 percent
adolescents and American decline. For 18-19 year olds in
Indians had the second and Kentucky, the pregnancy rate

third highest rates with 88.2 and dropped from 138 to 131 during

e 5,
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the same period, representing a
five percent decline.” (Fig. 6)

Teen Births

ationally, the teen
birth rate in 1999 was 50
births per 1,000

adolescent girls aged 15 to 19,
compared to 56 births per 1,000
to Kentucky adolescents of the
same ages. Though Kentucky’s
teen birth rate is higher than the
national rate, our state has
experienced a greater decline
since 1990, dropping from 68
births per 1,000 adolescent
females to 56 in 1999,
representing an 18 percent
decline, versus a 17 percent
decline nationally (from 60
births per 1,000 to 50)."* (Fig. 7)

On an average day in
Kentucky, there are 22 births to
teens. The youngest female to
give birth in 1999 was 13 years
old.”

Like pregnancies,
Kentucky’s birth rate for ages 15
— 19 is higher among black
adolescents than whites, 88.3
births per 1,000 adolescents for
black adolescents versus 54 for
white (1998). (Fig. 8)

Awareness about teen
pregnancy and births has been
growing since the early 1990s and
many Kentucky communities
have initiated efforts through
their local schools, health
departments, and community
organizations to reduce teen
pregnancy. Two Kentucky
programs have partnered with
health department health
educators and nurses, in local
schools to work together on the
“Postponing Sexual
Involvement” (PSI) curriculum in
middle schools and the
“Reducing the Risk” curriculum
in high schools. These two

Figure .
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Figure 7.
Birth Rates to Adolescent Females, Aged 15 to 19
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Figure 8.
Live Birth Rates by Age of Mother and
Race, Kentucky, 1998
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programs are now being taught
in 87 Kentucky counties in more
than 300 schools. It is estimated
that more than 70 percent of
Kentucky’s middle school
students now receive the PSI
program.

SOURCE: Cabinet for Health Services — Adult & Child Health, 1999 State Teen Pregnancy Prevention Policies and
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Figure 9.
Rate of Sexually Transmitted Diseases,
by Type, United States, 1999
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During the year 2000, 26
Kentucky counties were
awarded federal abstinence
education grants. In addition,
47 counties have been awarded
funding to conduct the pre-teen
PSIP in the 6™ grade.'®

Sexually Transmitted Diseases
(STDs)

omen, by far, bear the
greatest burden of
STDs in the U.S. (Fig.

9) The most serious STDs
among women are chlamydia,
gonorrhea, and Human
Papillomavirus (HPV). Left
untreated in women, both
chlamydia and gonorrhea can
lead to infertility, potentially
fatal tubal pregnancies, and
chronic pelvic pain. Likewise, if
not diagnosed and treated in
time, during pregnancy,
gonorrhea and chlamydia can
result in serious health
problems for infants. Women
infected with chlamydia or
gonorrhea are much more likely
to be infected with Human
Immunodeficiency Virus (HIV),
if exposed."” Also, women who

Figure 10.
Chlamydia Rates Among Females,
by Selected Age Groups,
United States, 1999
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SOURCE: Centers for Disease Control and Prevention,
Sexually Transmitted Diseases Surveillance, 1999
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smoke and have HPV are at
high risk for cervical cancer."

Teens are at high behavioral
risk for acquiring most STDs.
One in eight teenagers contracts
an STD each year, and more
than 80 percent of all STD cases
occur among individuals under
29 years of age."” Teenagers
and young adults are more
likely than other age groups to
have multiple sex partners, to
engage in unprotected sex, and
for young women, to choose
sexual partners older than
themselves. Moreover, young
women are biologically more
susceptible to chlamydia,
gonorrhea, and HIV.®

Chlamydia and Gonorrhea

hlamydia is the most

frequently reported

infectious disease in the
United States. Though a total of
582,207 cases were reported
nationally in 1999, an estimated
3 million cases occur annually.
Severe under-reporting is
largely a result of infections not
identified because screening is
not available.”’ From 1986
through 1999, among men and
women nationally, reported
rates of chlamydia increased
from 35.2 cases per 100,000
population to 254.1 cases per
100,000 population.

Chlamydia rates among
women far exceed those of men.
In 1999, the reported rate of
chlamydia for women was 403.4
per 100,000 females, substantially
exceeding the rate for men which
was 97 per 100,000 males. Much
of this disparity is due to in-
creased detection of asymptom-
atic infection in women through
screening. As many as 1in 10
adolescent girls tested for chlamy-
dia is infected. *



Girls aged 15 - 19 have the
highest rates of chlamydial
infection. For all states
reporting chlamydia infections
to the CDC, 15- to 19-year-old
girls represent 41 percent of
infections and 20- to 24-year-old
women represent another 36
percent.” (Fig. 10)

In Kentucky, fewer women
tested positive for STDs in
family planning clinics than
women in surrounding states.
(Fig. 11) For 1999, 3.7 percent of
Kentucky women tested at
family planning clinics tested
positive for chlamydia. Though
increased screening can
partially explain the increased
incidence of chlamydia,
screening rates in Kentucky
have held fairly constant since
1998. Annually, for years 1998 —
2000, approximately 80,000
female chlamydia screenings
occurred at local health
departments, with the majority
of those screened aged 15 to 24.

The overall incidence of
chlamydia in Kentucky has
grown from a rate of 117.5 per
100,000 population in 1991 to
203.6 in 2000.%* In contrast, the
incidence of gonorrhea in
Kentucky has dropped from a

Figure 11.
Young Women Positively Tested for an STD in
Family Planning Clinics,
Ages 15-24, 1999
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Figure 12.
Incidence of Sexually Transmitted Diseases Both Genders, Kentucky, 1994 - 2000
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rate of 116.6 per 100,000
population in 1994 to 88.4 per
100,000 population in 2000 (cases
include both males and females
of all ages).” (Fig. 12)

Smoking

oung women in Kentucky

have one of the highest

rates of smoking in the
country. According to the 2000
Kentucky Youth Tobacco
Survey, both male and female
middle school and high school
students smoking rates greatly
surpassed national totals (see
Chapter 5 Tobacco Use and
Smoking Related Illnesses). In
Kentucky, 39 percent of high
school females reported
smoking cigarettes in the prior
month; 36 percent of high
school boys reported smoking
in the prior month. More
middle school boys than girls
reported smoking in the prior
month, 22 percent versus 21
percent respectively. Nationally,
29 percent of boys and girls in
high school and only 9 percent
in middle school smoked in the
prior month.

In a national survey spon-
sored by The Commonwealth
Fund in 1997, girls who smoked
were asked why they smoked.
The majority, 47 percent said it
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Figure 13,
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was to help relieve stress.?
Other reasons frequently given
included, they were around
people who smoke all of the
time (46 percent); because they
wanted to experiment (35 per-
cent); and because their friends
encouraged them to smoke (20
percent). Wanting to be cool
was not such an important
motivation factor for girls (6
percent), but more so for boys
(12 percent). More girls than
boys smoke to curb their appe-
tites (8 percent versus 1 per-
cent). Among girls who re-
ported frequent smoking
(smoked several cigarettes or a
pack or more in the past week),
two-thirds said they smoked to
relieve stress, and over half said
because they are around people
who smoke.” (Fig. 13)

Eating Disorders

ating disorders are

disabling illnesses that

affect between one to three
percent of young women in the
United States.® The two most
common eating disorders among
young women are anorexia
nervosa, with a prevalence rate of
about one percent, and bulimia
nervosa, affecting approximately
four to 20 percent of all females.”
Eating disorders often are chronic
in nature and, as a result, may
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require long-term treatment or
hospitalization. The medical
consequences of anorexia, which
include death in about 10 percent
of the cases, usually are more
severe than bulimia. The earlier
these disorders are diagnosed
and treated, the better the
prospects are for full recovery.

Statistics show 95 percent of
those who have eating disorders
are women between the ages of
12 and 25. Studies have found
that women who have bulimia
nervosa are often impulsive and
are at high risk for other
disorders such as substance
abuse. Likewise, many people
with eating disorders also
appear to have co-occurring
depression.®

Other eating disorders,
though less life-threatening, pose
serious health risks for
adolescent girls. Dangerous
eating patterns such as self-
starvation, bingeing and
purging, and overeating
followed by voluntary vomiting,
are not uncommon. These signs
of eating disorders were linked
to a general preoccupation
among girls with their weight
and looks.?" Thirteen percent of
young girls (grades five through
eight) and 18 percent of older
girls (grades nine through
twelve) reported having binged
and purged. Girls who
reported bingeing and purging
said they do so frequently; one-
third binge and purge at least
once a day, and another 13
percent binge and purge more
than once a week.** (Fig. 14)

Domestic Abuse

ealth professionals,
especially primary care
doctors who have

regular contacts with parents and
adolescents, have unique



opportunities to uncover violence
and abuse that today are often
unrealized. Girls indicate a desire
to talk with doctors and other
health professionals about
sensitive topics such as sexual
abuse and domestic violence, but
these discussions are not taking
place. The Commonwealth Fund
survey found that while 48
percent of all girls wanted
doctors to talk with them about
physical or sexual abuse, only 13
percent reported any doctor or
health professional had done so.
Among abused girls, the rate was
higher with 60 percent wanting
their doctor to talk to them about
abuse, yet only 11 percent
reporting their doctor doing so.

Abused girls are more likely
than other girls to engage in
health-compromising behaviors,
including smoking and other
substance use, school failure,
teen pregnancy, suicide
attempts, and unhealthy weight
loss. Girls are more likely to
run away from home or try to
commit suicide rather than react
to abuse at home. Abused girls
also suffer disproportionately
from poor health, depression
and low self-confidence than
non-abused girls.”” (Fig. 15)

Figure 14.
Girls Who Binge and Purge by Grade and Frequency,
United States, 1997
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Mortality

ationally, four injury-
related causes account
for nearly 75 percent of

all mortality and a great amount
of morbidity and social
problems among 15-24 year-
olds. Motor vehicle crashes
cause 29 percent of all deaths
among this age group (40
percent of these are alcohol
related), homicide causes 20
percent, suicide causes 12
percent, and other injuries (such
as falls, fires, and drownings)
cause 11 percent.* In Kentucky,
the five leading causes of death
for female youths ages 15 to 24
were unintentional injuries,

Figure 15.
Health and Well-Being of Abused and Non-Abused Girls,
Grades 9-12, U.S. 1997
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Age-Specific Rate
per 100,000 Population

Figure 16.
Leading Causes of Death for Females,
by Selected Ages Groups, Kentucky, 1998
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Figure 17.
Suicides Among Youth Under 20 Years Old, by Gender,
Kentucky, 1990-1999
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suicide, homicide, malignant
neoplasms and heart disease.
(Fig. 16)

Behavioral risk factors
associated with the leading
causes of death (unintentional
and intentional injuries) among
youth, include seatbelt use,
drinking and driving or riding
with a drunk driver, carrying a
weapon, physical fighting and
attempting suicide. Among
Kentucky youth in 1999, 20
percent reported rarely or never
using safety belts, 30 percent
responded that they had ridden
with a drinking driver within

Young Women’s Health Issues

the past month, and another 30
percent responded they were in
a physical fight during the past
year.”

Seven percent of Kentucky
youth surveyed responded that
they had attempted suicide
during the past year.* The
strongest risk factors for
attempted suicide in youth are
depression, alcohol or drug
abuse, and aggressive or
disruptive behaviors. Other
factors are frequent episodes of
running away or being
incarcerated, family loss or
instability, expressions of
suicidal thoughts or talk of
death or afterlife during
moments of sadness or
boredom, withdrawal from
friends and families, and
unplanned pregnancy.* Women
and girls attempt suicide twice
as much as men, yet men
complete suicide at a rate four
times that of women. Suicide is
not just a young person’s issue,
as suicide rates for males and
females peak between the ages
of 45-54 years old, and again
after age 75.

1999 mortality data for
Kentucky indicate there were 24
deaths to youth under 20 as a
result of suicide (21 male deaths
versus 3 female deaths).* (Fig.
17)
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MATERNAL HEALTH
OVERVIEW

aternal health has long
been the hallmark of
public health in this

country and remains a vital
indicator of women’s health in
the 21 century. Approximately
6 million American women
become pregnant each year, and
more than 10,000 give birth each
day. Safe motherhood is a vital
social and economic investment.
It begins before conception with
proper nutrition and a healthy
lifestyle. It continues with
appropriate prenatal care, the
prevention of complications
when possible, and the early
and effective treatment of any
complications that do occur. It
ends with a labor at term
without unnecessary
interventions, the delivery of a
healthy infant, and a healthy
post-partum period in a

positive environment that
supports the physical and
emotional needs of the woman,
infant, and family.'

Pregnancy Related
Complications

Among women who become
pregnant in the United States
each year, at least 30 percent
have a pregnancy-related com-
plication before, during, or after
delivery. These complications
can cause long-term health
problems even when they do
not result in death. Some of the
most common complications of
pregnancy are:

- Miscarriage

- Ectopic pregnancy
- Excessive vomiting
- Diabetes

- Hemorrhage

- Infection

- Pregnancy-induced
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hypertension
- Premature Labor
- Need for a cesarean delivery

In the United States,
hospitalizations for pregnancy-
related complications occurring
before delivery account for
more than 2 million hospital
days of care each year.*

In Kentucky, childbirth and
pregnancy related complications
were the primary diagnosis for
over 51,000 hospital discharges
among females in 2000.?
Vaginal deliveries without
complications represented 54%
of all pregnancy-related
hospitalizations. (Fig. 1)

Prenatal Care

Prenatal care is strongly
linked to a healthy pregnancy
and birth. In Kentucky in 1998,
85.5 percent of all live births
occurred among mothers who
received prenatal care in the
first trimester of pregnancy.*
There is, however, a racial gap
in the number of live births to
women who received prenatal
care in the first trimester. In
1998, 86.4 percent of live births
to white women were to those
who received prenatal care in
the first trimester, compared to
77 percent of live births to black
women receiving first trimester
prenatal care.®

Providing appropriate
prenatal care for pregnant
women in Kentucky has long
been a high public health

priority. To ensure access to
important prenatal services,
women in Kentucky who are
pregnant may qualify for
“presumptive eligibility” under
Medicaid guidelines. These
women receive 90 days of pre-
natal care while full eligibility
for Medicaid services is being
determined.

Maternal and Infant Mortality

t the beginning of the
20" century, for every
1,000 live births, six to

nine women in the United
States died of pregnancy-related
complications, and
approximately 100 infants died
before age one year.® Maternal
mortality rates were highest in
this country from 1900 — 1930.
Poor obstetric care and delivery
practices were mainly
responsible for the high number
of maternal deaths, most of
which were preventable.” Most
births occurred at home with
the assistance of midwives or
general practitioners, with
inappropriate and excessive
surgical and obstetric
interventions (e.g. induction of
labor, use of forceps,
episiotomy, and cesarean
deliveries). These procedures
were often performed without
following principles of asepsis.
As a result of these practices, 40
percent of maternal deaths were
caused by sepsis or infections,
with the remaining deaths
primarily attributed to
hemorrhage and toxemia.?
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Environmental interven-
tions, improvements in nutri-
tion, advances in surveillance
and monitoring of disease,
increases in education levels,
and improvements in standards
of living contributed to the
remarkable decline in maternal
deaths since the turn of the 20t
century.’ (Fig. 2)

Nationally, the decline in
infant mortality is unparalleled

Figure 4.
Infant Mortality Rates,
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SOURCE: Kentucky Department for Public Health,
Division of Adult and Child Health

by other mortality reductions
this century. In 1900, in some
areas of the U.S., up to 30
percent of infants died before
reaching their first birthday."
Nationally, from 1915 through
1997, infant mortality rates
declined by over 90 percent to
7.2 per 1,000 live births." (Fig. 3)

Infant mortality in Kentucky
has decreased by 25 percent
since 1991 and was the same
rate as the nation (7.1/1,000 live
births) for 1999. In 2000,
Kentucky’s infant mortality rate
was the lowest since records
have been kept at 6.9/1,000 live
births.”? (Fig. 4)

A racial disparity still exists
among infant mortality rates in
Kentucky. In 1998, there were
6.9 deaths per 1,000 live births
for white women, versus 14.7
for black women. (Fig. 5)
Likewise, national infant
mortality rates among non-
Hispanic black women are
twice those of non-Hispanic
white women."

One in five infant deaths is
due to birth defects, making them
the leading cause of infant
mortality. Birth defects rank
second in leading causes of death
among 1 to 4 year-olds and
fourth among 5 to 14-year olds."

Pre-term delivery is often
another reason for infant



mortality. Nationally and in
Kentucky, pre-term delivery
rates are increasing among
white females, from 75.4 per
1,000 live births in 1990 to 83.7
in 1997 nationally; and from
88.3 to 98 for Kentucky. Among
black women, pre-term delivery
rates are decreasing. National
rates for black women dropped
from 178.5 to 160.9 from 1990 to
1997. In Kentucky, these rates
dropped from 186 to 170.5.
Compared to neighboring
states, Kentucky’s rates for both
black and white women in 1997
are slightly lower than
Tennessee and West Virginia,
but higher than Ohio. (Fig. 6)

Low Birth Weight

espite the dramatic
decline in infant and
maternal mortality

during the 20" century,
challenges remain. Perhaps the
greatest challenge is the
persistent difference in maternal
and infant health among various
racial/ethnic groups, particularly
between black and white women
and infants. Although overall
rates have plummeted, black
infants are more than twice as
likely to die as white infants; this
ratio has increased in recent
decades. A high risk associated
with infant mortality is low birth
weight (LBW 2500 grams or 5 Ibs.
20z.) Low birth weight incidence
is nearly twice as high among
black infants in Kentucky than
white infants. (Fig. 7)

During the last few decades,
the key reason for the decline in
infant mortality has been the
improved rates of survival
among LBW babies, not the
reduction in the incidence of
LBW. The long-term effects of
LBW include neurological
disorders, learning disabilities,
and delayed development.'s

Cigarette smoking during
pregnancy can result in LBW
babies and has also been
associated with infertility,
miscarriages, tubal pregnancies,
infant mortality and childhood
morbidity. Additionally,
cigarette smoking may cause
long-term learning disabilities."

Figure 5.
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Race of Mother, Kentucky, 1998

Black | | 14.7
White 1 ] 6.9
Kentucky | |7.6
0 ; |I0 lI5 2‘0

Crude rate per 1,000 live births

SOURCE: Kentucky Department for Public Health,
Surveillance and Health Data Branch, 1998 Vital
Statistics Report

Figure 6.

Kentucky and Surrounding States, 1990 & 1997
250 ~

Rate
175.6 |

Preterm Delivery Rates by Race and State of Residence,

190.4

165.5

1990 White Females 1990 Black Females 1997 White Females

M National M Tennessee W Kentucky © West Virginia O Ohio

1997 Black Females

United States, 1990 and 1997, September 22, 2000/49(37); 837-840

Figure 7.
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The odds of a child developing
asthma are twice as high among
children whose mothers smoke
at least 10 cigarettes a day.
Sudden Infant Death Syndrome
(SIDS) is also strongly linked to
maternal smoking, according to
the Campaign for Tobacco Free
Kids."”

Fetal Alcohol Syndrome

etal Alcohol Syndrome

(FAS) is a disorder charac-

terized by growth retarda-
tion, facial abnormalities, and
central nervous system (CNS)
dysfunction, caused by a
woman’s use of alcohol during
pregnancy.’® Not all women
who drink heavily during
pregnancy will have a child
with FAS. Why some women
are more susceptible than others
is not entirely clear; however, by
not drinking during pregnancy,
women can ensure that their
babies will not have FAS or any
other alcohol-related outcomes.

The U.S. Public Health
Service indicates that there is no
safe level of alcohol use during
pregnancy. If a woman drinks
while pregnant, she puts her
developing fetus at risk for a
wide spectrum of adverse
effects including spontaneous
abortion; growth retardation;
physical, mental, and
behavioral abnormalities; facial
abnormalities; and CNS
impairment, such as
developmental delay, speech or
language delay, lower IQ, and
decreased head circumference.
In the worst cases, prenatal
exposure to alcohol may result
in fetal death.

The reported prevalence
rates of FAS vary widely. In the
general population, estimates
vary from 0.7 cases per 1,000 to
1.0 cases per 1,000 live births
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with higher rates (e.g., 3 per
1,000 live births) among
American Indian and Alaska
natives. Other neurodevelop-
mental effects of alcohol are
believed to occur more
frequently. In Kentucky, the
number of FAS cases recorded
by vital statistics on birth
certificates is very low, with
only eight cases statewide in
1997, and zero reported for
2000, however, this data is
incomplete due to the difficulty
in identifying FAS at birth. The
Kentucky Birth Surveillance
Registry program in the
Kentucky Department for
Public Health maintains a data
registry of all children from
birth to age five who are born
with FAS and other birth defects.

Folic Acid

olic acid, or folate, is a B-

vitamin that can be found

in some enriched foods
and vitamin pills. If women
have enough of it in their bodies
before pregnancy;, it can
decrease the risk for neural tube
defects, which are birth defects
of the baby’s brain
(anencephaly) or spine (spina
bifida)."

The U.S. Public Health
Service recommends that all
women who could possibly
become pregnant get 400
micrograms (or 0.4 mg) of folic
acid every day. This could
prevent up to 70 percent of
serious birth defects.*® But to
do this, women need folic acid
before they get pregnant. Since
one half of all pregnancies are
unplanned, it is important to
get enough folic acid every day,
since by the time a woman
realizes she’s pregnant, the
baby’s brain and spine may
already be formed.*



General public awareness of
folic acid among women of
childbearing age has increased
from 52 percent in 1995 to 79
percent in 2001. However, only
32 percent of women were
aware of the specific recommen-
dations regarding folic acid
intake and only 19 percent were
aware that folic acid prevented
birth defects. (Fig. 8)

To prevent the high rate of
neural tube defects in Kentucky,
which is 1 %2 times the national
rate, the Governor’s Early
Childhood Initiative program
launched a folic acid awareness
campaign with funds from Phase
I of the Tobacco Master
Settlement Agreement. This
program provides several
services to Kentucky women
including;:

Distribution of folic acid
through all local health
departments and the
Commission for Children with
Special Health Care Needs.
Trained folic acid nurse
coordinators in local health
departments.

Regional training programs
and educational kits.

Nearly 75,000 women in
Kentucky have received folic
acid supplements and intensive
counseling through this
program.*

For the combined years 1997
and 1999, 40 percent of African-
American and white women
ages 18-44 consumed vitamins
containing 400 micrograms of
folic acid daily. (Fig. 9)

Fertility

e fertility rate relates
births to the population at

risk of giving birth, (women
aged 15 —44). Recent data have
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Figure 8.
Folic Acid Knowledge, U.S., 1995-2001
(among women of ages 15-44)

68 75

28 32

1995 1997

2000 2001

O General Awareness

@ Aware of Specific Recommendation
O Aware that folic acid prevents birth defects

SOURCE: March of Dimes, Folic Acid and the Prevention of Birth Defects, A national survey of pre-pregnancy awareness
and behavior among women of childbearing age, 1995 — 2001. August, 2001

reflected an increase in the fertility
rate among women in the U.S,,
from 65.9 births per 1,000 women
ages 15-44 in 1999 to 67.6 in 2000.%
The fertility rate for Kentucky was
61.6 in 1999, the most recent year
of available data.**

Nationally, the crude birth
rate was 14.8 in 2000, represent-
ing an increase over the 1999
rate of 14.5. Kentucky’s rate
was slightly lower at 13.8 per
1,000 women in 1999 — un-
changed from the 1998 rate.”

For 2000, Hispanic women
had the highest fertility rate
nationally with 105.9 births per
1,000 women aged 15 — 44.
This rate was 80 percent higher
than for non-Hispanic white
women who had a rate of 58.7,
representing the lowest rate
nationally. (Fig. 10) Births to
Hispanic women comprised 20
percent of all births in the
United States in 2000.%

The rate of births to women
in Kentucky has increased
slightly over the past five years.
In 1995, there were 52,054
resident live births representing
a crude rate of 13.5 and in 1999
there were 54,492 resident births
at a rate of 13.8 births per 1,000
total population.

Figure 9.
Women Aged 18-44 who take a vitamin
or multivitamin with 400 micrograms of
folic acid daily, Kentucky, 1997 & 1999
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31




Rate per 1,000 women,
ages 15-44

Figure 10.
Fertility Rates by Race, U.S., 2000
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SOURCE: National Vital Statistics Reports, Vol 49. No. 5. National Center for Health Statistics, CDC: July 24, 2001
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Nationally, as a result of the
continued decline in teenage
birth rates and increases in the
birth rate for most groups aged
20 years and over, the propor-
tion of all births occurring to
women under the age of 20
years declined from 12.3 births
per 1,000 population to 11.8
between 1999 and 2000. The
birth rate for women ages 30-34
years rose five percent from
1999 to 2000, (89.6 to 94.2 births
per 1,000 female population)
and was the highest in 30
years.”

Kentucky birthrates are
lower than birthrates nationally,
yet are following the same
trends. Births among teenagers

have dropped from a crude rate
of 61.4 per 100,00 population in
1995 to 56.4 in 1999. Women
aged 20 to 24 experienced the
greatest increase in birth rates
from 1995-99, growing from
108.3 to 119.3. (Fig. 11)

Breastfeeding

reastfeeding is considered
a special time for the
whole family. It is the

natural way to give a baby the
best start in life.”® (Fig. 12)

Exclusive breastfeeding is
ideal nutrition and sufficient to
support optimal growth and
development for approximately
the first six months after birth.
The American Academy of
Pediatrics recommends
breastfeeding for the first 12
months of life, and thereafter
for as long as mutually desired
by baby and mother.”

Despite the many benefits of
breastfeeding, statistics reveal
that 64 percent of American
mothers’ breastfeed in the early
post-partum period, with only
29 percent still breastfeeding six
months after birth. Racial and

Figere 11.
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ethnic disparities in
breastfeeding are wide,
revealing extremely low rates
among African-American
women. Healthy People 2010,
the national’s health agenda for
the next decade, has set an
objective to increase the
proportion of all mothers who
breastfeed in the early post-
partum period to 75 percent.®

Family Planning

uring the 20" Century,

the hallmark of family

planning in the United
States has been the ability to
achieve desired birth spacing
and family size. Fertility
decreased as couples chose to
have fewer children;
concurrently, child mortality
declined and the average age at
marriage increased.”

Family size increased from
1940 until 1957, when the
average number of children per
family peaked at 3.7. In 1960,
the era of modern contraception
began when both the birth
control pill and intrauterine
device (IUD) became available
to women. These effective and
convenient methods resulted in
widespread changes in birth
control. By 1965, the pill had
become the most popular birth
control method, followed by the
condom and contraceptive
sterilization. During the 1970s
and 1980s, contraceptive
sterilization became more
common and is now the most
widely used method in the
United States. Since 1972, the
average family size has leveled
off at approximately 2 children,
and the safety, efficacy,
diversity, accessibility, and use
of contraceptive methods has
increased.*
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Figure 14,
Tithe X Family Planning Services
in Liwal Health Departments,

Kantucky, 2000
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In 1970, federal funding for
family planning services was
established under the Family
Planning Services and
Population Research Act, which
created Title X of the U. S.
Public Health Service Act.

The most commonly used
contraceptives are female
sterilization, male sterilization,
implant, injectable, birth control
pills, intrauterine device (IUD),
diaphragm and condom.
Female sterilization and birth
control pills are the most often
used contraceptives.® (Fig. 13)

In Kentucky, local health
departments’ family planning
clinics served nearly 119,000
clients, primarily female, in
2000. Of these, the majority
used oral contraceptives as their
preferred method of birth
control (56,656).* (Fig. 14)

Contraception coverage by
private insurance is another
issue affecting women’s access

Figure 15,
Costs of Commonly Used
Contraceptives
Oral
Contraceptives  $250/year + $40
office visit
Injectables $120/year + $40
office visit
Diaphragm $35 + $40 office visit
Implants $365 + $330
insertion/$100
removal
Copper-T IUD $184 + $200

insertion/$70
removal

Note: Based on costs in managed care
settings.

SOURCE: Hatcher, RA et al. Contraceptive Technology,
Seventeenth Edition. Ardent Media, Inc., New York:
1998. As printed in Women'’s Issue Brief, “State
Policies on Access to Gynecological Care and
Contraception”, Update: December 2000, The Henry
J. Kaiser Foundation.
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to healthcare. Most reversible
birth control methods available
to women require a visit to the
doctor or a prescription. Many
private insurance plans do not
cover the full range of
contraceptive options, thus
forcing many women to forego
birth control altogether. In
1995, nearly two-thirds (64
percent) of women ages 15-44
were using some form of
contraception.*® During
women’s childbearing years,
out-of-pocket health
expenditures for women are 68
percent more than their male
counterparts.’*® A primary
reason for this increased
expense is reproductive health
services, mostly pregnancy-
related care, and to a lesser
extent, contraception.”” (Fig. 15)

Emergency Contraception

mergency contraceptives

are methods of preventing

pregnancy after unpro-
tected sexual intercourse. They
do not protect against sexually
transmitted infections. Emer-
gency contraception can be used
when a condom breaks, after a
sexual assault, or any time
unprotected sexual intercourse
occurs.® Emergency contracep-
tion is not an abortifaciant.

Emergency contraception, if
taken within 72 hours of unpro-
tected sexual intercourse, can
prevent a pregnancy from
developing. It has become
popularly known as the “morn-
ing after pill”. Emergency
contraception pills can be taken
right away or up to three days
after having had unprotected
sex - that is, sex during which
no birth control was used or
where birth control may have
failed. Therapy is more effective
the earlier it is initiated within
the 72-hour window.*



REPRODUCTIVE HEALTH
Infertility

reproductive system that

impairs the body’s ability to
perform the basic function of
reproduction. Itis defined as
the inability to conceive a child
despite trying for one year.*
Infertility affects about 6.1
million people in the U.S. —
about ten percent of the
reproductive age population.*

Infertility is a disease of the

There have been major
advances in reproductive medi-
cine in the last several decades.
In the 1960s, the sequence of
physiologic events in the nor-
mal menstrual cycle and during
pregnancy was characterized.
This knowledge led to the
successful use of various hor-
mones or their analogues for
ovulation induction. The com-
bination of ovulation induction
and in vitro fertilization (IVF) of
the harvested ova resulted in
the first “test tube” baby in
1978. During the last 20 years,
refinements in ova harvesting
and embryo culture techniques
have led to a steady increase in
pregnancy rates.*

About one in four attempts at
in vitro fertilization results in a
successful birth.** For women
using their own eggs, age plays a
pivotal role in success: those
under 35 years fare best, with a
32 percent success rate, while
women aged 40 and older suc-
cessfully carried a fertilization
attempt to term just 8 percent of
the time. For women who opt
for a donor egg — a much smaller
group — the success rate is about
40 percent, regardless of age.**

The three fertility clinics in
Kentucky are the University
OB/GYN Associates Fertility

Figure 16.
Patient Diagnosis for Infertility
Kentucky, 1998
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Center in Louisville, Kentucky;
University of Kentucky in
Lexington, Kentucky; and Dr.
James W. Akin, M.D. in
Lexington, Kentucky. There are
several diagnoses for infertility -
tubal factor, male factor,
ovulatory dysfunction,
endometriosis, uterine factor,
other factors and unexplained.*
(Fig. 16)

Access to Gynecological Care

omen visit the doctor
more often than men,
particularly during

their reproductive years.
Women often rely on their
primary care provider and/or
their obstetrician/gynecologist
(ob/gyn) for care related to
reproductive and sexual health
as well as general screening and
counseling services.*

Women who visit an ob/gyn
are more likely to receive
recommended preventive
gynecological services, such as a
pelvic exam and a Pap test, than
those seeing other types of
primary care providers. Ob/
gyns also provide more
extensive counseling about
family planning and STDs,
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Figure 17.

Preventive Gynecological Services Received by Women,
by Physician Speciality, U.S., 1993
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including HIV/AIDS.* (Fig.
17)

With 75 percent of women in
the U.S. enrolled in managed
care organizations, direct access
to ob/gyns as primary care
providers is increasing in many
managed-care organizations.
Currently, 38 states have
adopted policies to regulate
access to ob/gyns.* Of these
states, 25, including Kentucky,
provide direct access (no
referral necessary) to ob/gyns.
Sixteen other states have
adopted laws requiring
managed care plans to enable
women to choose an ob/gyn as
their primary care provider.*
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DEFINITION AND
SCOPE OF PROBLEM

hronic diseases are
broadly defined as
illnesses that are

prolonged, do not resolve
spontaneously, and are rarely
cured completely. These
illnesses, which are sometimes
preventable, pose a significant
burden in mortality, morbidity,
and cost.!

Chronic conditions are a
major cause of illness, disability,
and death in the United States.
Approximately 125 million
Americans have chronic
conditions and millions more
will develop them as the
population ages.> According to
the CDC, chronic illnesses and
chronic diseases account for
more than 70 percent of all
deaths in the United States.
Over 40 million people
nationwide are limited in their
daily activities by chronic
conditions.?

By the year 2020, 25 percent
of the American population will
be living with multiple chronic
conditions, and costs for
managing these conditions will
reach $1.07 trillion.*

The number of people with
chronic conditions is projected
to increase from 125 million in
2000 to 171 million in the year
2030. (Fig. 1)

Chronic conditions mean
different things to different
people. Some are life-
threatening and some are
nuisances. No one is immune
to chronic conditions. Men and
women, people of all racial and
ethnic groups, and all ages and
financial means have chronic
conditions. Chronic conditions
vary, however, according to age
and sex, with some being more
prevalent than others among
specific populations.

According to the National
Academy on an Aging Society,
men and women share four out
of the five most prevalent chronic
conditions: orthopedic
impairments, sinusitis,
hypertension, and hay fever.
However, for all age groups,
hearing impairments are more
common in men and arthritis is
more common in women. (Fig. 2)

Figure 1.
Number of People
with Chronic Conditions,
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SOURCE: Johns Hopkins University and Robert
Wood Johnson, Partnership for Solutions, Projection
of Chronic Illness Prevalence and Cost Inflation, 2001




Chronic Conditions and Poor
Health: Who is at risk and
why?

enerally, people with

chronic conditions are

more likely than the
population as a whole to report
they are in fair or poor health.?
When women in Kentucky
were asked to rate their general
health, nearly 23 percent
responded that their health was
“fair to poor”, compared to 14.9
percent of women responding
that way nationwide. In
general, gender differences for
self-reported health status are
not great, but the proportion of
people reporting fair or poor
health increases with age.

Not surprisingly, Kentucky
women exhibit many of the
lifestyle risk factors, which
often contribute to poor health.
Factors such as poor nutrition,
sedentary lifestyle, and
smoking, are markedly higher
among Kentucky women than
women nationwide. (Fig. 3)

Most modifiable risk factors
are associated with the
development of five well-
known chronic conditions —
hypertension, heart disease,
diabetes, cancer, and stroke.

About one quarter of people
with either hypertension, heart
disease, diabetes, or stroke have
three or more risk factors. Lack
of exercise and being
overweight are the most
common risk factors, with 76

Figure I.
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percent of people with
hypertension and 72 percent of
people with heart disease being
overweight.® (Fig. 4)
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Figure 4.
Fropartion of UHder Adultswilth Sefocted Chromic Coadilions,
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Physical Activity and
Overweight

L ack of physical activity is
a well-known risk factor
for many chronic
conditions, specifically,
hypertension, cardiovascular
disease and diabetes.
According to the 2000
Behavioral Risk Factor

Surveillance System (BRFSS)
data, women in Kentucky have
the highest rate of sedentary

lifestyle of women in the nation.

Only 58.9 percent of women in
Kentucky responded “yes”
when asked if they have
participated in physical
activities in the last month,
compared to 71.4 percent of
women nationally. (Fig. 5)
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Behavioral Risk Factor Surveillance System (BRFSS), 2000

Lack of physical activity is
also a major contributor to
being overweight, which for
women, is defined as a body
mass index of 25 or higher (BMI
is a measure which takes into
account a person’s weight and
height to gauge total body fat in
adults). In Kentucky in 1999,
49.6 percent of women were
determined to be at risk for
health problems related to being
overweight.” (Fig. 6)

Another byproduct of poor
diet and sedentary lifestyle is
obesity (for women, defined as
having a BMI equal to or greater
than 30). BRFSS data indicate
obesity rates for women in
Kentucky have risen dramati-
cally over the past ten years,
from 12.7 percent in 1990, to 22
percent in 2000. (Fig.7)

Overweight and obese
individuals are more likely to
die prematurely than individu-
als who are not overweight.
Obesity is second only to smok-
ing as the leading cause of
preventable death in the United
States.®

Smoking

entucky leads the nation

as the state with the

highest rate of current
smokers. This habit increases
mortality and morbidity for
nearly all chronic conditions.
Smoking is responsible for at
least one out of every five
deaths in the nation.’

For women, Kentucky had
the second highest rate of smok-
ing with 28 percent of females
being current smokers in 2000."
Nevada led the nation with 29.4
percent of female smokers. The
national median for women
who smoked was 21.2 percent.
In 2000, Kentucky’s overall



Figure 6.
Percentage Adults at Risk for Health Problems Due to Being
Overweight* and Lack of Exercise**, 2000

*#*Regular and sustained physical activity

Males Females
State *Being Lack of *Being Lack of
Overweight | Exercise | Overweight | Exercise
Kentucky 68.2 84.6 49.6 86.7
Nationwide
Median 64.9 774 45.2 78.7
*BMI > 25

SOURCE: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System (BRFSS),

smoking rate (including men
and women) was the highest in
the nation with 30.5 percent
being current smokers. Nevada
had the second highest overall
smoking rate at 29 percent. The
national median for both sexes
was 23.2 percent. (Fig. 8)

Smoking not only contrib-
utes to serious chronic diseases
such as heart disease, cancer
and stroke, but is also a primary
contributor to other chronic
respiratory conditions such as
asthma and chronic obstructive
pulmonary disease (COPD).
Please refer to Chapter 5: To-
bacco Use and Smoking Related
Illnesses, for more information.

Outpatient Utilization for
Chronic Conditions

n the U.S., women utilize

health services more than

men, even when excluding
services related to pregnancy
and childbirth. In 1998, ap-
proximately 500 million women
in the United States utilized
ambulatory care services, repre-
senting an age-adjusted rate of
4.6 visits per woman per year."!
For non-pregnancy related
visits, women still utilized ambu-
latory care services at a rate 33
percent higher than males.'
For non-pregnancy related
diagnoses, the age-adjusted rate
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of visits to primary care physi-
cians was 58 percent higher
among women than men and
the rate of visits to outpatient
departments was 40 percent
higher for women than men."

Chronic conditions are often
the cause for female outpatient
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Differences among physician

Figure 4, . o ¢
Percent Distribution of Dector's Visits by Resson of Visit & Age, Off“t?e v1s1§50r Chro?lc élmd
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g 15 WAL 10815 wens o, While much of the
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£ g4 _I I_I l den is preventable,
certain chronic diseases remain

the nation’s leading killers:

ﬁ o ﬁ cardiovascular disease, cancer,
-'5;' .5'3 diabetes, and COPD. In fact,

these four chronic diseases

.}D’? account for over 70 percent of
x all deaths to both men and
SOURCE: Utilization of Ambulatory Medical Care by Women: United States, 1997-98. Series 13, Number 149. women 1n KentuCkY' (Flg 11)
National Center for Health Statistics
visits. According to the Cardiovascular Disease
National Center for Health
Statistics (NCHS), the percent of Cardiovascular disease
female visits classified as a (CVD) is the term used to
“routine” visit for a chronic identify coronary heart disease,
problem was 28.6 percent, and the disease that leads to a heart
another 8.2 percent were attack, and diseases of the blood
classified as “flare-up” of a vessels including hypertension

chronic problem. The majority ~ and stroke. Illness and death
of visits for women overall were from CVD are related to a
for acute problems, representing number of modifiable risk

34.5 percent of all doctor factors including sedentary
visits."* However, as age lifestyle, poor nutrition, obesity,
increases, the rate for visits smoking, hypertension and
related to chronic problems high cholesterol. Some risk
increases. (Fig.9) factors, however, are not
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Figure 11.
Deaths Due to Chronic Diseases as a Percentage of All Deaths,
Kentucky, 1999

Cause of Death Total Percent Female Percent
Deaths Total Deaths of Total

Four Chronic Diseases 27,452 70.5 14,013 71.1
Total Cardiovascular Diseases 15,116 38.8 8,108 41.1
All Cancers 8,933 22.9 4,179 21.2
COPD 2,285 5.8 1,085 5.5
Diabetes 1.118 2.8 641 3.2
Other deaths 11,482 29.4 5,680 28.8
Total 38,934 100.0 19,693 100.0
SOURCE : Kentucky Department for Public Health, Surveillance and Health Data Branch, Death Certificate
File, 1999.
modifiable including age, One of the most damaging
gender, and family history. myths about heart disease is
Taking these factors into that it is a “man’s disease”, thus
account, an individual can contributing to the lack of
modify their behavior to reduce  awareness of the risk of heart
their potential risk for disease among women. The
cardiovascular disease by as fact, however, is that more
much as 80 percent by following women in Kentucky die each
a healthy lifestyle.' year from heart disease than
men. In 1998, there were 6,102
The burden of CVD in female deaths compared to

Kentucky is among the highest 5,768 male deaths.” (Fig. 12)
in the nation, ranking 5" in age

adjusted mortality rates However, when adjusted for
according to the American age, (taking into account the
Heart Association’s “2000 Heart larger population of elderly
and Stroke Statistical Update”. women), rate of death due to
The four states ranking higher ~ heart disease is greater for men

than Kentucky are Louisiana, — 504 per 100,000 population

West Virginia, Tennessee and versus 332 per 100,000 for

Mississippi.'® women (rates averaged over
Figare 12
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Figure 13.
Race/Sex Differences in Age-
Adjusted CVD Mortality,
Kentucky, 1995-1997
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SOURCE: Reprinted from “Kentucky State of the
Heart 2000”, Kentucky Department for Public Health,
Chronic Disease Prevention and Control Branch
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three year period, 1995-1997).'
(Fig. 13)

Admissions to hospitals due
to cardiovascular disease repre-
sent the largest proportion of
non-pregnancy related hospital-
izations for women in Kentucky.
In 2000, nearly 50,000 women
representing 28 percent of total
discharges were hospitalized
with a clinical diagnosis of

“diseases and disorders of the
circulatory system” (classified as
Major Diagnostic Category 05-
includes heart disease, hyperten-
sion, and stroke). (Fig. 14)

Cardiovascular disease is
statistically more threatening to
women than other diseases.
However, a survey conducted by
the American Heart Association
found that most women
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believed their biggest health
threat was cancer. In reality,
heart disease claims nearly twice
as many Kentucky women’s
lives as cancer, (8,108 v. 4,179
respectively in 1999) and over 13
times as many lives as breast
cancer (614 deaths in 1999)."

One in eight women will
develop breast cancer over the
course of their lives; one in 25
will die of it. But one in three
women will die of coronary
heart disease, or heart attack.
Heart disease is, by far, the
biggest killer of women 55 and
older. A woman’s risk of heart
disease is lower than a man’s
risk earlier in her life—before
menopause, unless she has
diabetes. But by the time she
reaches 60, a woman has as
much chance of having a heart
attack as a man.

Heart disease is often
referred to as the “silent killer”
as heart attacks often occur
without warning. More than
half of the women who die
suddenly of coronary disease
had no previous symptoms.*
Over 28 million American
women are living with the
effects of cardiovascular
disease, including heart disease,
high blood pressure and stroke.
Of these, more than one-half are
under the age of 65.

While angina (chest pain) is
a major indicator of heart
disease in both women and
men, other symptoms in
women, such as shortness of
breath and chronic fatigue, are
very common but are often
ignored. (Fig. 15)

Hypertension
ypertension, also

known as high blood
pressure, is the pressure

placed on the inside of the walls
of arteries to keep blood
flowing.** Nationally, about 15
percent of the adult population
have been told they have
hypertension. According to the
1999 BRESS data, 27.5 percent of
the population in Kentucky had
been told by a health
professional that they have high
blood pressure. More women
than men report having high
blood pressure, 30.1 percent of
women versus 24.7 percent of
men, with the prevalence rising
as the population ages.”

mong the elderly
population with
hypertension, nearly

two-thirds (63 percent) are
women. While men and
women are almost equally
likely to have hypertension
before age 65, the gap widens
later in life.”® (Fig. 16)

Hypertension rates vary by
race with blacks experiencing
higher rates of hypertension
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Figure 17.
Hypertension Rates Among Adult Women
Aged 18+,
Kentucky, 1991 - 1999
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than whites. Hypertension
accounts for 20 percent of
deaths among blacks in the
U.S.—twice the figure for
whites.** In Kentucky, 41.6
percent of black women have
hypertension, compared to 28.5
of white women.* (Fig. 17)

Pregnant women can
experience a fast-developing
form of high blood pressure in
the last three months before
delivery, which can be
hazardous to both mother and
baby, if it isn’t treated. Typically,
the mother’s blood pressure
returns to normal after the baby
is born. But sometimes
pregnancy-induced

hypertension becomes chronic,
requiring long-term treatment.?

In some women,
contraceptive pills have been
known to raise blood pressure.
This occurs most frequently
among women who are
overweight, who have had
blood pressure problems in
pregnancy, who have had
kidney disease, or who have a
family history of blood pressure
problems. This pill-related
hypertension is especially
pronounced in women who
smoke.”’

Diabetes

iabetes is a chronic

condition caused by the

body’s inability to create
or effectively use its own
insulin, a hormone necessary to
convert food to glucose, which
the body needs for energy.”
Diabetes affects 6 percent of the
U.S. population, 16 million
people, yet more than 1 of every
10 U.S. health care dollars is
spent on diabetes.?

Women and the elderly
account for more of the
population with diabetes.
Women comprise 54 percent of
the population with diabetes and

Figure 18.
Comparison of Population with Diabetes to General Population
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SOURCE: National Academy on an Aging Society analysis of data from the 1994 National Health Interview
Survey, as published in Diabetes, A drain on U.S. Resources, Challenges for the 21 Century: Chronic and

Disabling Conditions, April 2000



Figure 19.
Diabetes Prevalence by Age,
Kentucky, 1995-2000

Age Group 1995 2000 %Change

18-24 0.2 1.8 11.1%
25-34 0.6 1.4 42.9%
35-44 0.7 1.7 41.2%
45-54 3.5 8.7 40.2%
55-64 8.0 127 63.0%
65+ 102 141 72.3%

SOURCE: Kentucky BRFSS, 1995 - 2000

the elderly account for 41 percent
of the population with diabetes.*
(Fig. 18) From 1995-2000 in
Kentucky, the elderly population
over age 65 had the highest
percent increase in diabetes
prevalence, rising from 10.2
percent to 14.1 percent. (Fig. 19)

The most common form of
diabetes is Type 2 diabetes. This
form of diabetes generally
develops after age 40 and affects
up to 95 percent of adults who
have the disease. The life
expectancy of people with
diabetes averages 15 years less
than that of people without
diabetes® and people with
diabetes report a poorer
physical health status than the
population without diabetes.*
(Fig. 20)

Figure 20.
Self-Reported Physical Health,
by Diabetes Status, U.S., 1994
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SOURCE: National Academy on an Aging Society
analysis of diabetes from the 1994 National Health
Interview Survey

Diabetes rates are rising,
increasing the burden of chronic
disease on women in Kentucky.
According to the 2000 Kentucky
BREFSS, 6.1 percent of women
responded that they had been
told by a doctor at some point
in their life, that they had
diabetes, compared to 4.2
percent of women nationally.
Diabetes is also
disproportionately prevalent
among blacks with 9.8 percent
of black women over 18 years
old reporting they have been
told by a doctor that they have
diabetes, versus 6.0 percent of
white women. (Fig. 21)

People with diabetes are two
to four times more likely to
have heart disease and suffer
from stroke. As rates of obesity
increase in Kentucky, so does
the incidence of diabetes.
Maintaining a healthy weight,
eating a healthy diet and
exercising regularly are lifestyle
changes that can reduce your
risk for diabetes.*

Chronic Obstructive
Pulmonary Disease (COPD)

COPD is the overall term for
a group of chronic lung
conditions including bronchitis,
emphysema and other lung
disorders. The main cause of
COPD is smoking, and it is
strongly associated with lung
cancer, the number one cause of
cancer death in women.

In Kentucky, 1,085 women
died of COPD in 1999 (5.5
percent of all deaths), making it
the fourth leading cause of
death for Kentucky women. A
woman who smokes is 10 times
more likely to die of COPD than
a woman who does not smoke.
The quality of life for a person
with COPD diminishes as the
disease progresses.
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Figure 21.
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Breathlessness and activity
limitations develop, and
eventually breathing may only
be possible with mechanical
respiratory assistance.*

You can reduce your risk of
COPD simply by not smoking.

Asthma

sthma, a chronic
inflammatory disorder
of the airways, is a

largely manageable condition.
The CDC estimates that more
than 15 million Americans
suffer from asthma. The
increase in asthma cases and
deaths affects all ages, spans
across all racial groups and
occurs throughout the U.S.*

Despite its manageability,
asthma accounted for more than
1.8 million emergency room
visits nationally in 1995. By
race, ER visits nationally for
asthma were 48.8 per 10,000
among whites and 228.9 per
10,000 among blacks.*

In Kentucky, according to
the 2000 Kentucky BRFSS,
current asthma prevalence is 9.8
percent for women and 5.5
percent for men. National
asthma rates reveal a dramatic
increase over the past 20 years.
Since 1980, female asthma rates
have nearly doubled, from 29.2
per 1,000 population to 56.2 per
1,000 population. The number
of doctor’s office visits to treat
asthma more than doubled
between 1975 and 1995. These
increases were evident in all
races, both sexes, and all age
groups.”’

Pneumonia and Influenza

neumonia and influenza
combined are the fifth
leading cause of death in

U.S. women® and the 10™
leading cause of death for
women in Kentucky.* In 1999,
influenza and pneumonia were
responsible for 1.7 percent of all
female deaths in Kentucky.
When associated with other
chronic conditions, pneumonia
and influenza can be especially
life threatening. Individuals with
COPD, asthma, heart disease,
diabetes, or other conditions that

suppress the immune system are
at high risk.*

The risk of both pneumonia
and influenza can be reduced
by immunizations. A yearly flu
shot can be up to 90 percent
effective in preventing influenza
in healthy adults and the
pneumococcal vaccine can
reduce the risk of pneumonia by
80 percent.*

People age 65 and older are
at high risk and are more likely
to get pneumonia. Many people
who get pneumonia end up in
the hospital while others take
many months to recover. Older
adults get sicker than younger
people who get pneumonia.
The CDC recommends a flu
shot every year in the fall. For
adults 65 and over, they also
recommend a pneumonia
vaccine. Adult immunization
rates for Kentucky are outlined
in Fig 22, with the majority of

Figure 22,
Adult Immunization Rates,
Kentucky, 1999
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the shots being given to adults
age 65 and over. (Fig.22)

CHRONIC
DEGENERATIVE
CONDITIONS

Arthritis and Osteoporosis

ther, less life-threatening
chronic conditions
include arthritis and

osteoporosis — conditions which
disproportionately affect
women. Arthritis and other
rheumatic conditions affect
nearly 43 million Americans, or
about one of every six people,
making it one of the most
prevalent diseases in the United
States.”” Arthritis comprises a
variety of diseases and
conditions, including
osteoarthritis, rheumatoid
arthritis, fibromyalgia, lupus,
childhood arthritis, gout,
bursitis, Lyme arthritis, and
carpal tunnel syndrome.* (Fig.
23)

According to the CDC,
arthritis is a leading cause of
disability in the United States.
Hip and knee osteoarthritis are
the leading causes of arthritis
disability and also the primary
causes of expensive joint
replacement surgery. As the
population ages, this condition
and expenses associated with it,
will become more prevalent.*
In Kentucky, joint replacement
was one of the top ten medical
diagnoses for women entering
Kentucky hospitals, with 4,490
reported admissions in year
2000.* An average of 24 percent
of hip fracture patients age 50
and over die in the year
following their fracture.*

Osteoporosis, or brittle
bones as it is often called, is a
major contributing factor to hip

fractures. According to the
National Osteoporosis
Foundation, one in two
American women over age 50
will suffer an osteoporosis-
related fracture in their lifetime.

Osteoporosis is responsible
for more than 1.5 million
fractures annually, including;:

- 300,000 hip fractures; and
approximately

700,000 vertebral fractures,

250,000 wrist fractures; and

300,000 fractures at other

sites?’

Osteoporosis is the loss of
bone density or thinning of the
bones.* Women are at
particular risk for osteoporosis
because, even at their peak,
bone mass for women is
naturally lower than for men.

In fact, women suffer from
osteoporosis at a rate four times
as much as men.* Also, during
menopause, when estrogen
production slows down, women
become more susceptible to
osteoporosis. The hormone
estrogen naturally protects
women from bone loss. Women
can protect themselves from
osteoporosis by participating in
moderate amounts of weight

Figure 23.
Estimated Prevalence Among Adults
of Selected Chronic Conditions, US,
1998
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bearing exercise such as
walking or jogging, eating a
balanced diet high in calcium,
and for post-menopausal
women, hormone replacement
therapy may provide some
protective benefits.®

Other Chronic Conditions

nother common chronic
condition affecting
primarily women is

thyroid disease. Although the
reason is not understood,
women are at higher risk of
most types of thyroid disease
than men.”® Women develop
thyroid disease earlier in life
than men and about 10 percent
of women will have thyroid
dysfunction following
pregnancy. An estimated 25
percent of those with an
autoimmune disorder will
develop thyroid malfunction.®
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OVERVIEW

ancer is the second

leading cause of death

among both men and
women. It affects people of every
age, race, and ethnicity, with an
expected 1,268,000 new cases of
cancer to be diagnosed nationally
in 2001. Likewise, over 553,000
deaths are expected to occur in
the U. S. due to cancer in 2001, at
more than 1,500 people a day.'
The same estimates for Kentucky
include approximately 21,000
new cases of cancer for 2001 and
9,200 deaths.>

Four cancer sites (lung,
prostate, breast, and colorectal)
accounted for slightly over half
of all new cancer cases among
men and women and were also
the leading causes of cancer
deaths for every racial and
ethnic group in 2000. (Fig. 1)

For nearly a century, breast,
colon and reproductive cancer

mortality rates among women
were high and held fairly
constant until improved
screening and advanced
treatment regimes were realized
in the mid 1990s. Just as better
screening and treatment were
realized for the these cancers,
the gain to women was offset by
the surge in lung cancer
mortality rates beginning in the
1970s that continued to rise well
into the 90s. What were once
the leading cancer killers among
women are now less life-
threatening, though still posing
very real threats to the health
and well-being of women in
Kentucky. (Fig. 2)

While mortality rates are
good indicators of disease
patterns and trends, incidence
rates enhance this knowledge
by capturing the number of new
cases diagnosed in any given
year. Kentucky cancer
incidence data is available
through the Kentucky Cancer

Figure 1.
Estimated Cancer Incidence and Mortality by Site,
Kentucky, 2001
25,000 1 M Prostate
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SOURCE: American Cancer Society, Cancer Facts and Figures 2001



Figure 2.

Mortality Rate Per 100,000 Women, United States, 1930 - 1992

Cervix/ Colon/
YEAR Uterus Breast Ovary Lung Stomach Rectum
1930 31 25 4 2 28 22
1940 28 27 6 4 20 26
1950 22 26 7 5 13 26
1960 16 26 9 6 8 24
1970 11 27 9 11 6 20
1980 8 27 7 20 5 19
1990 6 26 7 20 5 19
1992 6 26 7 33 4 15

SOURCE: Some Cancer Statistics. Rich, MD, William M. (http://www.obgyn.net/women/articles/rich/stats.htm)

Registry. The Kentucky Cancer
Registry began capturing cancer
incidence data in the state in
1991.

Nationally, the National
Institutes of Health maintains a
more global registry run by the
National Cancer Institute
Surveillance, Epidemiology, and
End Results Program —
otherwise known as SEER. The
SEER Program currently collects
and publishes cancer incidence
and survival data from 11
population-based cancer
registries and three
supplemental registries
covering approximately 14
percent of the U.S. population.
The SEER Program of the
National Cancer Institute is the
most authoritative source of
information on cancer incidence
and survival in the United
States.?

BREAST CANCER

reast cancer is the most

common form of cancer

among women in the U.S.
and Kentucky, and the second
leading cause of cancer deaths
to women. Though breast
cancer is often perceived as a
young woman’s disease, 4 out
of 5 breast cancer deaths are
among women over age 50.*

A report from the National
Cancer Institute (NCI) estimates
that about 1 in 8 women in the
United States (approximately
12.8 percent) will develop breast
cancer during her lifetime.” As
a woman ages, her risk for
developing breast cancer also
rises. (Fig. 3)

Other risks associated with
breast cancer include a family
history of breast cancer, having

Figure 3.
Woman’s Chance of Being
Diagnosed with Breast Cancer
(average)

from age 30 to 40 1 out of 257
from age 40 to 50 I out of 67
from age 50 to 60 1 out of 36
from age 60 to 70 1 out of 28
from age 70 to 80 1 out of 24
Ever 1 out of 8

SOURCE: National Cancer Institute Surveillance,
Epidemiology, and End Results Program, 1995-1997
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Figure 5.
Percent of Women age 40 and Over
Who Reported Having Had a
Mammogram in Past Year,
Kentucky 1991-1999
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Figure 6.
Percent of Women Age 50 and Over
Who Reported Having Had a
Mammogram in Past Year, Kentucky,

1991- 1999
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SOURCE: Centers for Disease Control and Prevention,
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never had children or having a
tirst child after age 30. However,
despite these risks, over 70
percent of breast cancer cases
occur in women who have no
identifiable risk factors.®

As with many other chronic
diseases, several lifestyle, or
behavioral risk factors are
associated with breast cancer.
These include smoking, weight
gain, obesity, fat intake, and
level of physical activity.
Weight gain and being
overweight are commonly
recognized risk factors for
breast cancer, with overweight
women most commonly
observed to be at increased risk
of postmenopausal breast
cancer and at reduced risk of
the much less common
premenopausal breast cancer.”
Sedentary lifestyle may also be
a risk factor.

Screening

he declines in breast

cancer mortality have

been attributed, in large
part, to the use of regular

screening mammography.
Mammography is a valuable
early detection tool because it
can identify breast
abnormalities that may be
cancer at an early stage, before
physical symptoms develop.?
The American Cancer Society
recommends the following
screening guidelines to detect
breast cancer:

Women age 40 and over
should have an annual
mammogram, annual
clinical breast examination
by a health care professional,
and perform monthly breast
self-examination.

Women ages 20 — 39 should
have a clinical breast
examination by a health care
professional every three
years and should perform
monthly breast self-
examination.

Breast cancer screening rates
in Kentucky have increased over
the past several years. According
to the BRFSS, rates for Kentucky
women reporting having ever




had a mammogram rose from
56.9 percent in 1995 to 63.1
percent in 2000. This increase is
particularly dramatic for African-
American women as their rate
rose from 55.1 percent in 1995 to
71.3 percent in 2000. (Fig. 4)

In Kentucky, the gap in
screening rates among white and
African-American women has
steadily closed. For combined
years 1997-99, mammography
screening rates for African-
American women in Kentucky
exceeded those of white women.
(Figs. 5 & 6) Clinical breast
exam screenings remain fairly
consistent for both races. (Fig. 7)

In Kentucky, local health
department screening
mammograms increased from
1,023 in 1991 to 17,088 in 1998 -
representing a nearly 17-fold
increase. This successful public
health program has provided
thousands of low-income and
uninsured Kentucky women
with access to free screening
mammograms. (Fig. 8)

Signs and Symptoms

here are several signs that

can indicate breast cancer.

A woman who notices
any of these should
immediately see her doctor for
an evaluation:

Lump

Swelling

Skin irritation, dimpling, or
thickening

Nipple pain or sudden
inversion of the nipple
Redness, scaling, or
inflammation of the breast
or nipple

Abnormal discharge

These symptoms can also be
associated with benign breast

conditions, so it is important not
to panic if you experience these
symptoms. Instead, consult a
doctor for further evaluation.

Incidence and Mortality

reast cancer incidence

rates have shown little

change in the 1990s, while
breast cancer deaths have
declined about 2 percent per
year since 1990 and have
dropped sharply since 1995. In
Kentucky in 1999, there were
614 deaths due to female breast
cancer.” The age-adjusted rate
of death due to breast cancer in
Kentucky was 28 per 100,000
women, averaged from 1996-

1998, versus 29.7 nationally."
(Fig. 9)

Figure 7.
Women Age 18+ Who have Received a
Clinical Breast Exam in the Past Year,
Kentucky, 1991-1999
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SOURCE: Centers for Disease Control and Prevention,
Behavioral Risk Factor Surveillance System (BRFSS), 2000

Figure 8.
Mammogram Screenings Performed through Local Health Departments,
Kentucky, Fiscal Years 1991 - 2001
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Figure 9.
Age-Adjusted Female Cancer Death Rates,
Kentucky, 1996 - 1998
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Increased screening and
earlier detection of breast cancer
have resulted in better
outcomes and fewer deaths.

Figure 10,
Female Breast Cancer Incidence Rates,
Kentucky, 1996 - 1999

£ 150 - .___,,/*”’1'6; 0 According to the Kentucky

= og 1437 1534 T Cancer Registry, the number of

2 100 - new female breast cancer cases

e diagnosed in Kentucky has

5 504 298 285 28 273 risen from a rate of 140.8 per

2 —a8—3——n 100,000 females in 1996 to 160 in

2 4 1 1 1 | 1999. The number of deaths
decreased from 29.8 per 100,000

1998 1999

to 27.3 during the same period.
(Fig. 10)
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SOURCE: Department for Public Health, Breast and
Cervical Cancer Screening Program

Invasive breast cancer
incidence rates in Kentucky are
slightly less than the SEER rate,
with 104.2 per 100,000 female
population (2-year average for
97-98) versus 110.7 (1996 data)

respectively.

Figure 11.
Age-Adjusted Breast Cancer Death Rates for
Females, by Race,

30+  Kentucky, 1996 - 1998

224

Despite the declining death
rates from breast cancer, a
disparity still exists between
African-American and Cauca-
sian (non-Hispanic) women.
Combining all age groups,
Caucasian women are more
likely to develop breast cancer
than African-American women,

yet African-American women
are more likely to die of breast
cancer than are Caucasian

16 15.7

Rate per 100,000
o

African White

American

NOTE: Adjusted to the 1970 standard U.S.

All

population
SOURCE: National Center for Health Statistics, Vital
Statistics Cooperative Program, 1996-1998

women. (Fig. 11) Past studies

show that nearly half (47 per-
cent) of all African-American
women diagnosed with inva-
sive breast cancer die from the
disease within 10 years."

Regionally in Kentucky,
there is a wide variance in
breast cancer incidence rates
among Area Development
Districts. For 1997-98,
Southeastern Kentucky regions
had the lowest incidence rate
for breast cancer with
Cumberland Valley and Lake

Cumberland having rates of
88.5 and 99.1 per 100,000

respectively. Likewise, Buffalo
Trace in Northeastern Kentucky
had a rate of 95.6. Regions with
the highest rates include the
Purchase region in far western
Kentucky, with a rate of 136 per
100,000, and the KIPDA region,
which includes Louisville, at a
rate of 134.

(Fig. 12)

COLON CANCER
he term “colon cancer”
means any cancer in the

Tcolon (large intestine),

from the beginning of the colon
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(cecum) to the end of the colon
(rectum). Colon cancer,
colorectal cancer and rectal
cancer are all the same disease.
It is often perceived to be a
disease that primarily affects
men, but colon cancer affects
women at rates equal to men."

Risk Factors

As people age, their risk of
developing cancers such as
colon cancer increases. Most
people who have colon cancer
are over the age of 50. The
average person has about a six
percent chance of developing
colon cancer. A personal or
family history of colon or rectal
polyps and a family history of
colon or rectal cancer are also
considered risk factors for colon
cancer. About 5 percent of colon
cancers are directly caused by
inherited genetic abnormalities."

Symptoms

Many people with colon
cancer have no symptoms at all,
until the cancer advances. This
makes routine screening for
colon cancer and knowing if
you are at risk very important.
Some symptoms of colon cancer
include™:

Rectal Bleeding

Pain

Unexpected Weight Loss
Change in Bowel Habits

Colorectal cancer screening
tests are used to detect cancer,
polyps that may eventually
become cancerous, or other
abnormal conditions. Screening
tests are important because they
check for health problems before
they cause symptoms, often at an
early stage meaning treatment
will be more successful.

Screenings

Screenings for colon cancer
include a fecal occult blood test
(FOBT) which is a test for
hidden blood in the stool. This
test has been proven to reduce
the death rate of colorectal
cancer. Other screening tests
are sigmoidoscopy, which is an
examination of the rectum and
lower colon with a lighted
instrument, and colonoscopy,
which is an examination of the
rectum and entire colon with a
lighted instrument. Double
contrast barium enemas, and
digital rectal exams are also
considered effective screening
tests for colon cancer."

The U.S. Preventive Services
Task Force and the American
Cancer Society recommend the
following screening procedures
for all adults age 50 and older:

An annual fecal occult blood
test (FOBT)

A flexible sigmoidoscopy
every five years.

Total colon examination by
colonoscopy every 10 years
or by double contrast
barium enema every

5 to 10 years.

In Kentucky, screening rates
for women over 50 have
remained fairly constant with
the exception of a rise in
screening rates for white
women from a 32.3 percent
average for years 1995-96 to 35.2
percent for years 1997-99. (Fig.
13)

Incidence and Mortality
olorectal cancer has the
third highest incidence of
any cancer site for U.S.

men; ranks second to breast
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Figure 14.

Colon Cancer Incidence and Mortality Rates for Females
by Race/Ethnicity, U.S., 1992 - 1998
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cancer for Hispanic, American
Indian/Alaska Native, and
Asian/Pacific Islander women;
and ranks third for white and
black women. Like incidence,
deaths from colorectal cancer
rank third after lung and
prostate cancer for men and
third after lung and breast
cancer for women.'® The
American Cancer Society
estimates that 56,700 Americans
will die of colorectal cancer this
year.

According to SEER, the age-
adjusted rate for colon cancer
among women nationally was
36.7 per 100,000 population
(1992 - 1998 average). Data by
racial and ethnic group indicate
black women have the highest
incidence at 44.7, while
Hispanics have the lowest
incidence with 23.2. (Fig. 14)

In Kentucky, the 1998-99
average, age-adjusted female
incidence rate for colorectal
cancer was 48.1 per 100,000
female population. The national
average for females was 37.5 for
combined years 1994 - 98. The
national average for men and
women combined was 43.9 for
the same period. (Fig. 15)

Regionally in Kentucky, the
FIVCO district has the highest
rate of female colorectal cancer
with a 2-year age-adjusted rate
of 61.1 per 100,000 females. The
district with the lowest rate was
Gateway with 38.4 cases per
100,000 females. (Fig. 16)

As with incidence rates,
racial and ethnic disparities
exist among colorectal deaths
nationally and in Kentucky.
African-American women have
the highest rate of death due to
colon cancer, while Hispanics
have the lowest. Death rates for
white women with colon cancer
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are the second highest but have  Screening

steadily declined since 1990.
Conversely, mortality rates for
black women have increased
since 1994. (Fig. 17)

The colorectal mortality rate
for females in Kentucky was
18.4 per 100,000 population in
1999, compared to 18.5 for
women nationally in 2000."”

CERVICAL CANCER

Cervical cancer was the

11* leading cause of

cancer death to women in
Kentucky in 1999. Cervical cancer
occurs in the cervix, where the
uterus opens into the vagina. It
can be detected with a Pap test,
and is curable when detected
early. As Pap tests are becoming
more common, the death rate for
cancer of the cervix is falling."®

Risk Factor

The major risk factors for
cervical cancer include early age
at initiation of sexual activity,
multiple sexual partners,
infection with Human
Papilloma Virus 16 (HPV), and
cigarette smoking."

Overall, cervical cancer
screening rates in Kentucky have
risen slightly over the past
decade with African-American

women'’s screening rates jumping

from 78.4 percent in 1991-93 to 88
percent in 1997-99. (Fig. 18)

Incidence & Mortality
Nationally, cervical cancer

incidence rates have continued
to decline with rates dropping

Figure 17.
Colorectal Mortality Rates for Females by
Ethnicity,
Kentucky, 1994 - 1998
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Figure 18.
Women Who Have Had a Pap Test Within the
Past Three Years, Kentucky, 1991 - 1999
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SOURCE: Kentucky BRFSS, 1991 — 1999
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from 13.1 per 100,000 female
population in 1996 to 10.9 in
1999.

The age-adjusted cervical
cancer incidence rate for 1997-98
in Kentucky overall was 10.4
per 100,000 female population.®
According to the SEER
program, the national incidence
rate for cervical cancer was 7.7
in 1996. Though Kentucky’s rate
is above the SEER rate by less
than 3 percent, cervical cancer
rates in some regions of
Kentucky are over twice as high
as the SEER rate. The Big Sandy
and Kentucky River Districts,
both in far Eastern Kentucky;,
have two-year average rates of
16.1 and 13.4 respectively. (Fig.
19)

The ethnic patterns of this
disease are quite different from
those of any of the other female
reproductive system cancers.
The highest age-adjusted
incidence rate in the national
SEER areas occurs among
Vietnamese women (43 per
100,000). Their rate is 7.4 times
higher than the lowest
incidence rate of 5.8 per 100,000
in Japanese women. Incidence

rates of 15 per 100,000 or higher
also occur among Alaska
Native, Korean, and Hispanic
women. !

Because cervical cancer is
highly curable, mortality rates
are about 50 percent to 80
percent lower than the
incidence rates.”? For years
1996-98, the average, age-
adjusted mortality rate from
cervical cancer was 3.2 per
100,000 female population
nationally and 4.0 per 100,000
female population in Kentucky
in 1999.%

Mortality rates for cervical
cancer vary however by
ethnicity with non-Hispanic
black women having higher
rates of mortality than non-
Hispanic white women. (Fig. 20)

OVARIAN CANCER

varian cancer is the
fourth leading cause of
cancer death in women

nationally and in Kentucky,
preceded by lung, breast, and
colon. It is the deadliest of all
female reproductive cancers. It
has long been called a silent
killer because it occurs in an
organ deep in the pelvis and
produces only vague, easily
dismissed symptoms, if any at
all, before it reaches an
advanced stage. (Fig. 21)

The most common form of
cancer of the ovary is epithelial
ovarian cancer, which grows in
the lining — or epithelium — of
the ovaries. This cancer is
readily treated when caught
early, but as mentioned above, it
often does not show symptoms
in its early stages.?

Ovarian cancer is further
complicated by the fact that no
simple early detection method
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exists that could be used for risk of developing ovarian Figure 20.
screening.” However, the cancer. %/ Cervical Cancer Mortality Rates
University of Kentucky’s by Ethnicity,
Gynecologic Cancer Screening Risk for ovarian cancer also . Kentucky, 1994 - 1998
program does provide free increases as a woman gets older. | 5]
ovarian cancer screening to Before age 30, the risk of E 4
women with a family history or ~ developing ovarian cancer is S4q 37
other risk factors. For more remote, and even in hereditary g 3.3
information on this program, cancer families, epithelial =3
call 1-800-766-8279. ovarian cancer is virtually 2 24 23 .
. o -
nonexistent before age 20.* E,
Risk Factors 3
. . >
Incidence & Mortality S
. 1A
In the United States, the 3
lifetime risk for developing Ovarian cancer incidence <
ovarian cancer is approximately rises in a linear fashion between 0 T -
1994-96 199597  1996-98

1 out of 70, or 1.4 percent.
Although reproductive,
demographic, and lifestyle
factors affect the risk of ovarian
cancer, the single greatest
ovarian cancer risk factor is a
family history of the disease.*
First-degree relatives (mother,
daughter, sister) of a woman
who has had ovarian cancer are
at increased risk of developing
this type of cancer themselves.
The risk is somewhat less, but
still above average, if other
relatives (grandmother, aunt, or
cousin) have had ovarian
cancer. A family history of
breast or colon cancer is also
associated with an increased

ages 30 and 50, and continues
to increase, although at a slower
rate, thereafter. The highest
incidence is found in the eighth
decade of life, with a rate of 57
cases per 100,000 women in the
75-79 year age group, compared
to 16 cases per 100,000 women
in the 40-44 year age group.”

In Kentucky, the 1997-98
average, age-adjusted incidence
rate for ovarian cancer was 11.8
per 100,000 females. Rates were
steady among most regions in
Kentucky, however Barren
River district had the lowest
rate with 7.4 and Gateway had
the highest at 15.1. (Fig. 22)

O Non-Hispanic Black
B Non-Hispanic White

SOURCE: National Center for Health Statistics,
Mortality Data, 1994 — 1998

Figure 21.
Ovarian Cancer Symptoms

Abdominal swelling and pain
Bloating

Indigestion, gas, or nausea

A feeling of fullness in the pelvis
Unexplained weight loss or gain
Abnormal vaginal bleeding (rare)
Back pain

Fatigue

Constipation or diarrhea

SOURCE: The Deadly Whisper of Ovarian Cancer, The
New York Times on the Web, October 2, 2001.
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Age-adjusted ovarian cancer
mortality in Kentucky was 9.3
per 100,000 women in 1999,
accounting for 212 deaths.

Ovarian cancer mortality
rates are higher for non-
Hispanic white women than for
non-Hispanic black women.
Mortality rates for both black
and white women have
declined since 1994. (Fig. 23)

Figure 23.
Ovarian Cancer Mortality Rates
by Ethnicity,
Kentucky, 1994 - 1998
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5.1 5
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Age-adjusted rate per 100,000 females

1994-96 1995-97 1996-98

O Non-Hispanic Black
B Non-Hispanic White

SOURCE: National Center for Health Statistics,
Mortality Data, 1994 — 1998

UTERINE CANCER

the uterus accounts for six

percent of all cancers in
women in this country* and
was the 9" leading cause of
cancer death to women in
Kentucky. Uterine cancer
usually occurs after menopause,
but it may also occur around the
time that menopause begins.
Abnormal vaginal bleeding is
the most common symptom of
uterine cancer.’

In the United States, cancer of

Risk Factors

Risk factors for uterine
cancer include age, endometrial
hyperplasia (increased number
of cells in the lining of the
uterus — often characterized by
heaving menstrual bleeding and
bleeding between periods)
hormone replacement therapy
without progesterone, and
obesity. The body makes some
of its estrogen in fatty tissue.
That’s why obese women are
more likely than thin women to
have higher levels of estrogen in
their bodies. High levels of
estrogen may be the reason that
obese women have an increased



risk of developing uterine
cancer. The risk of this disease is
also higher in women with
diabetes or high blood pressure
(conditions that occur in many
obese women) and higher
among women who have no
children, begin menstruation at
a very young age or enter
menopause late in life. 3

Incidence & Mortality

For 2001, an estimated
38,300 cases of uterine cancer
were expected to be diagnosed
among women nationally. The
national incidence rate for
unternine cancer was 21.4 per
100,000 women for combined
years 1994 - 98. Incidence rates
are higher among white women
than black women, at 22.6
compared to 15.3, respectively
for the same period.*
However, the relationship for
mortality is reversed with
uterine cancer mortality rates
among black women nearly
twice as high as those among
white women. (Fig. 24)

Uterine cancer incidence
among women in Kentucky was
20 cases per 100,000 females in
1999. The age-adjusted rate of
death due to uterine cancer was
3.9 per 100,000 females in
Kentucky for 1999.

SKIN CANCER

kin cancer is the most

common form of cancer in

the United States. The
three major types of skin cancer
are the highly curable basal cell
and squamous cell carcinomas
and the more serious malignant
melanoma. The American
Cancer Society estimates that
about 1.3 million cases of
nonmelanoma skin cancer are
diagnosed in the U.S. each year,
although this number is not

Figure 24.
Uterine Cancer Mortality Rates
by Ethnicity,
Kentucky, 1994 - 1998
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34

Age-adjusted rate per 100,000 females
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SOURCE: National Center for Health Statistics,
Mortality Data, 1994 — 1998

accurately known because
physicians are not required to
report non-melanoma skin
cancer to cancer registries.*

Risk Factors

The primary risk factor for
skin cancer is ultraviolet (UV)
sun exposure. Consistently
avoiding overexposure to UV
rays is the best preventative
measure to protect against skin
cancer. Despite this,
approximately 70 percent of
adults do not protect themselves
from the sun’s rays.®

Caucasians are at far greater
risk for skin cancer than those
of other races. Nationally, the
incidence of malignant mela-
noma doubled for whites be-
tween 1973 and 1995.3%¢ Al-
though anyone can get skin
cancer, people with certain
characteristics are at particu-
larly high risk. (Fig. 25)

Incidence & Mortality

It is estimated that about
51,400 of the more deadly
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Figure 25.
Skin Cancer Risk Factors

Fair to light skin

Family or personal history of skin
cancer

Chronic exposure to sun
History of sunburns early in life
Atypical or large number of moles

Freckles (an indicator of sun
sensitivity and sun damage)

SOURCE: CDC, Cancer Prevention and Control, “Skin

Cancer: Preventing America’s Most Common Cancer”,

(http://www.cdc.gov/cancer/nscpep/skin.htm)
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malignant melanomas will be in Kentucky.*" Of these deaths,

diagnosed in the U.S. during 40 were female and 72 were
2001, claiming the lives of male. In 1999, the age-adjusted
almost 9,800 people.*” rate of death for females was 1.8

Nationally, malignant

per 1,000 female population.*

melanoma is the sixth most
common cancer in men and the
seventh most common cancer in
women and is the most rapidly
increasing form of cancer in the
U.S.*® Malignant melanoma
accounts for about 4 percent of
skin cancer cases, yet causes
nearly 79 percent of all skin

cancer deaths.*

In 1999 malignant

melanoma was the fourth most
frequently reported cancer
among women in Kentucky,
following breast, lung and

colon.*

Melanoma incidence rates
among females in Kentucky

rose from 20.2 cases per

population in 1995 to 24.6 in
1999. Male rates in Kentucky
jumped from 22.3 cases per
100,000 population in 1995 to 31

in1999. (Fig. 26)

Deaths from melanoma are
more common among men than
women. In 1999, melanoma
was responsible for 112 deaths
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obacco use in Kentucky is
I an issue that evokes

strong emotional
reactions from all sides. Itis as
much an economic, agricultural
and cultural issue in Kentucky
as a health issue. This poses an
unenviable challenge to policy
makers who attempt to balance
these interests. Nonetheless, it
is a challenge that must be
addressed. Despite the fact that
most people know of the
negative health consequences
associated with tobacco use,
Kentucky’s population overall
had the highest percentage of
smoking adults than any other
state in the nation in 2000.
Kentucky women had the
second highest smoking rate
nationally in 2000, down from
the leading spot in 1999. (Fig. 1)
The most recent statistics
indicate that 28 percent of adult
women in Kentucky smoke
cigarettes.

Smoking is a woman’s
health issue. It is inextricably

(v(v()

linked to numerous causes of
morbidity and mortality to
women, and men, nationally
and in Kentucky —including
lung cancer. (Fig. 2) Kentucky’s
rate of lung cancer ranks among
the highest in the nation, due in
large part to our high smoking
population. Where female
mortality from cancer was once
highest for breast cancer, lung
cancer surpassed that number
after smoking caught on as a
way of life for many women.
The death rate for lung cancer
in women surpassed the death
rate for breast cancer in 1987.
(Fig. 3) Deaths due to lung
cancer continue to increase
among women but have been
declining for men since 1990."

Smokers in Kentucky share
some common characteristics.
Kentuckians who smoke gener-
ally have 12 years of education
or less, live in poverty and are
under the age of 44. (Fig. 4)
Most smokers, up to 90 percent,
begin smoking before age 18.2

Figure 1.
Percent of Female Smokers by State, 2000
Nevada 29% I

Ranked #1

Kentuck 28% |
Ranked #2

National 21%
0% 5% 10 % 15% 20% 25% 30%
Percentage

SOURCE: Centers for Disease Control and Prevention, Investment in Tobacco Control — State Highlights 2001




Figure 2.
U.S. Deaths Attributable each year
to Cigarette Smoking*, 1990-1994

Other

Diagnosis

Chronic
Lung
Disease
72,000

81,000

*Average Annual Number of Deaths

SOURCE: CDC, MMWR, March 3, 1999; 48; 131-38

Health Effects

he negative health

consequences of smoking

are well documented.
Individual tobacco use and
second-hand smoking, or “pas-
sive smoking” are directly
related to many chronic ill-
nesses and an increased risk of
various conditions (Fig. 5).
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unpublished data

An analysis of data from the
National Household Survey on
Drug Abuse (interviewing
22,292 smokers) revealed that
adolescents, women and whites
are particularly vulnerable to
developing nicotine-depen-
dence symptoms and that at
similar or lower levels of use,
women were more likely than
men to become nicotine depen-

dent.?> Once dependent, smok-
ers are more likely to continue
smoking and to smoke more to
sustain the nicotine effect.
Furthermore, research shows
that cigarette smoking is more
damaging to women than men.
Women who smoke experience
more wheezing, breathlessness,
persistent cough and asthma
than men who smoke.*
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Figure 6.
Percent of Mothers who Smoked During Pregnancy by Highest Ranking States, 1999

West Virginia 26%
Kentucky 25%
Indiana 21%
Ohio 19%
Tennessee 17%
0:%: 5:;% ll]'% 15'% 20'% 25'% 3|]I%
Percentage

SOURCE: National Vital Statistics Reports, Smoking During Pregnancy in the 1990s, Vol 49, No 7, August 28, 2001
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Smoking During Pregnancy

Pregnancy is a strong
motivator for women to
stop smoking. Cigarette
smoking during pregnancy can
result in low birth weight babies
and has also been associated
with infertility, miscarriages,
tubal pregnancies, infant
mortality and childhood
morbidity. Additionally,
cigarette smoking may cause
long-term learning disabilities.”
In 1999, Kentucky had the
second highest rate in the
nation of women smoking
during pregnancy at 24.5
percent.® (Fig. 6)

In most of Eastern Kentucky,
where smoking rates tend to be
higher than the rest of the state,
smoking during pregnancy
rates ranged from 33 to 49
percent.” Meanwhile, the
national rate of smoking during
pregnancy has dropped from
18.4 percent in 1990 to 12
percent in 1999.

Efforts to reduce maternal
smoking in Kentucky include the
Make Yours a Fresh Start Family
program administered through
local health departments. This
program counsels pregnant
women on the effects of smoking
on the child’s health and exposes
her to maternal cessation
materials as well as other
smoking-related health
information. The patients’
progress is evaluated and
documented at every prenatal
visit and literature most
appropriate to her situation is
also provided.

Another initiative recently
launched in Kentucky is the
Healthy Babies campaign, part of
the Governor’s Early Childhood
Initiative KIDS NOW. Healthy
Babies is a statewide health
information initiative to educate



women of child-bearing age and
new parents on the importance
of making healthy lifestyle
choices during pregnancy and
the first years of life. This
campaign, funded by
Kentucky’s Phase 1 Tobacco
Master Settlement Agreement,
consists of an advertising
campaign geared towards
women of childbearing age and
the statewide distribution of
educational resources for all
new parents.®

Despite pregnancy being a
strong motivator for many
women to quit smoking, other
factors also influence maternal
smoking rates. At least one
study has shown that smoking
rates among pregnant women
are responsive to tax increases.
A tax hike of $0.55 per pack of
cigarettes can reduce maternal
smoking by about 22 percent for
certain sub-populations and
overall, a 10 percent increase in
price is capable of reducing
smoking rates by 7 percent.’

Young Women Smoking

Young women in Kentucky
have one of the highest
rates of smoking in the
country. According to the 2000
Kentucky Youth Tobacco
Survey, both male and female
middle school and high school
students smoking rates greatly
surpassed national rates. (Fig. 7)

According to the U.S.
Surgeon General’s Report on
Women and Smoking, nearly all
women smokers started their
habit in adolescence.”” Despite
the widespread knowledge that
cigarette smoking is bad for
your health, many teens
continue to pick up the habit.
Why they decide to become
smokers is a complex issue. A
study conducted by the

Figare T.
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Figure 8.

University of Illinois at Chicago
found that the percentage of
regular smokers was
substantially greater among
girls with a high level of family
conflict than those with a low
level (17.7 percent versus 7.1
percent respectively)."! Other
findings influencing an
adolescent’s decision to smoke
include':

- Not doing well in school;
Having parents who smoke,
as well as parent-child
conflicts;

Peer pressure and alcohol
use;

Friends who smoke, offers of
cigarettes, believing that
“most other kids” smoke,
and marijuana use.

Kentucky youth are also
among the top users of
smokeless tobacco products
(e.g., dip and chew).
Approximately 16 percent of
Kentucky’s high school youth in
grades 9 through 12 used some
type of smokeless tobacco in the
last month, compared to 9.3
percent nationally.” (Fig. 8)

Past Month Smokeless Tobacco Used Among
Youth in Grades 9-12,
by Top 5 States, 1997

KY - ]115.6
wv - |15.8
SD - 117.7
MT - |21
WY - ]22.5
0 ; 1I0 lIS 2I0 ZIS
Percent

SOURCE: Centers for Disease Control and Prevention,
Kentucky Tobacco Control Highlights, 1997

Figure 9.
Attempts to Quit Smoking in Past Year,
Kentucky and U.S., 1998-1999

Adult Smokers
o Kentucky, 1999............ 49.9%
e  United States, 1998 ... ... ... 41.0%

Middle School Smokers

e Kentucky, 2000............ 55.3%
e  United States, 1999......... 57.9%
High School Smokers

Kentucky, 2000................ 59.7%
United States, 1999 . ............ 55.6%

SOURCE: Kentucky Tobacco-Related Data, Dr. Ellen
Hahn, UK College of Nursing, 2001
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Figure 11.
Percent of Deaths from Chronic
Obstructive Pulmonary Disease, by Sex,
Kentucky, 1999

SOURCE: Kentucky Department for Public Health,
1999 Kentucky Annual Vital Statistics Report

High school girls are much less
likely to use smokeless tobacco
products than high school boys.

Smoking Cessation

early 50 percent of all
Kentucky adult and
youth smokers have

attempted to quit at some time
(Fig. 9). The health benefits from
quitting smoking are numerous
and outweigh the concern many
women have of gaining weight.
More women than men fear
weight gain if they quit smok-
ing, however, few studies have
found a relationship between
weight gain and successfully
quitting smoking for either
women or men. For women,
the average weight gain is
around five pounds and can be
controlled through positive
daily lifestyle changes with
increased exercise and diet."

Since the late 1970s and early
1980s, the probability of attempt-
ing to quit smoking, and suc-
ceeding, has been equal among
women and men."”> However,
there are reports of gender
differences between women and
men that may make it more
difficult for women to stop
smoking than men." (Fig. 10)

The majority of smokers
who try to quit smoking report
doing so on their own, even
though this is the least effective
method.” The most successful
treatments are multi-component
cognitive behavioral programs
that incorporate strategies to
prepare and motivate smokers
to stop smoking. Women are
more likely than men to use
intensive methods and gener-
ally prefer to find mutual sup-
port through a “buddy” system
where shared responsibility and
encouragement are available.
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There are numerous effective
smoking cessation programs
available to women in Ken-
tucky. Among the most effec-
tive is the Cooper/Clayton
method promoted and sup-
ported by the Kentucky Depart-
ment for Public Health in part-
nership with the Kentucky
Cancer Program and available
through local health depart-
ments. Several tobacco control
organizations, voluntary health
groups such as the American
Lung Association and coalitions
of concerned individuals such
as Kentucky ACTION have
joined efforts to control the use
of tobacco, especially by Ken-
tucky youth. Also, the Depart-
ment for Public Health makes
available a tobacco control
coordinator in every local
health department throughout
the state as a result of funds
available from Phase I of the
Tobacco Master Settlement
Agreement.

Smoking-Related Illnesses

moking is the number one

avoidable risk factor for

most chronic obstructive
lung diseases also known as
chronic obstructive pulmonary
diseases (COPD). COPD in-
cludes several related irrevers-
ible conditions that limit one’s
ability to exhale.”® The two
major diseases in this category
are emphysema and chronic
bronchitis. In emphysema
caused by smoking, which
constitutes the vast majority of
cases, the very small airways
(bronchioles) that join the al-
veoli are damaged, and the lung
walls lose elasticity, making it
difficult to exhale.” Shortness
of breath is the predominant
early symptom of emphysema,
however, emphysema patients
have typically lost between 50
and 70 percent of their lung



tissue by the time symptoms
begin to appear.”

Chronic bronchitis is charac-
terized by structural changes in
the airways of the lungs, and
enlargement of mucous glands,
which causes coughing and
production of sputum.’ Ciga-
rette smoke causes chronic
bronchitis through inflamma-
tion and damage to the airways.
Chronic bronchitis also causes
shortness of breath and is often
accompanied by infection,
mucus production, and cough-
ing.” As chronic bronchitis
often coincides with emphy-
sema, it is frequently difficult to
distinguish between the two
conditions.”

Nationally, there are ap-
proximately 1.8 million people
living with emphysema. Em-
physema ranks 15th among
chronic conditions that contrib-
ute to activity limitations with
almost 44 percent of individuals
with emphysema reporting that
their daily activities have been
limited by the disease. %

Many of the people with
emphysema are older men, but
the condition is rapidly increas-
ing among women. Nationally,
in 1994, male outnumbered
females by more than 54 per-
cent. Within 2 years the percent
difference between males and
females decreased to 10 percent.
» In Kentucky, nearly 55 per-
cent of COPD deaths between
1995 and 1997 were to men?®,
however, in 1999, men consti-
tuted 52.5 percent.” (Fig. 11)

While COPD is more com-
mon among men than women,
it is one of the few leading
causes of death that has a
higher age-adjusted rate for
whites than blacks. White
males had the highest rate of

death in 1999 at 78.9 per 100,000
population, while black females
had the lowest, at 39.1.® (Fig.
12) The overall state rate was
58.6, making it the fourth lead-
ing cause of death in Ken-
tucky.?

COPD is also a major con-
tributor to morbidity in Ken-
tucky, particularly among
women. In 2000, there were
16,467 hospital discharges with
a diagnosis of COPD (coded as
DRG 088). More women are
hospitalized with a COPD
diagnosis than men. Of the
total COPD discharges, 9,556
were among women, while the
remaining 6,911 were to
men.” (Fig. 13)

Kentucky’s hospitalization
rate for diseases of the respira-
tory system (classified as Major
Diagnostic Category 04)
doubles the national rate. In
2000, Kentucky had 70,182
hospitalizations for MDC 04,
representing 14.1 percent of all
hospitalizations — second only
to diseases of the circulatory
system (MDC 05).*' Nationally,
MDC 04 represented only 7.9
percent of all hospitalizations.*

Lung Cancer*

ationally, in 2001, there
were approximately
625,000 new cases of

cancer with 267,300 women
dying of cancer. Lung cancer
makes up over 25 percent of
those deaths killing approxi-
mately 67,300 women and has
been the leading cause of cancer
death to women since 1987.
Nationally, smoking is directly
responsible for 87 percent of all
lung cancer cases.*

Female deaths from lung
cancer far exceed deaths from
the other three most common

Figure 12.
Age-Adjusted COPD Death Rates, by Race
and Gender, Kentucky, 1999
20
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SOURCE: Kentucky Department for Public Health,

1999 Kentucky Annual Vital Statistics Report.

Figure 13.
Percent Hospital Discharges for COPD,
by Gender, Kentucky, 2000

SOURCE: Kentucky Department for Public Health,
Health Policy Development Branch, 2000 Kentucky

Hospital Discharge File
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Figure 15.
Female Lung Cancer Cases (non-small cell) as Percent of Total Incidence,

Kentucky, 1995 - 1999
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SOURCE: Kentucky Cancer Registry, calculated from 1999 Kentucky Cancer Incidence Report
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diagnosed in twenty percent of

SOURCE: Kentucky Cancer Registry, calculated from .
lung cancer patients.

1999 Kentucky Cancer Incidence Report

In 1999, the Kentucky lung
cancer incidence rate for females
was 56.8 per 100,000 people,* the
third highest in the nation, and
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the age-adjusted female death
rate from lung cancer was 51.9
per 100,000 - the second highest
in the nation. While the
incidence of lung cancer in
females has leveled off nationally,
the distribution of women
developing lung cancer (as a
percent of all diagnosed cases)
continues to increase, particularly
in Kentucky. (Fig. 15) In
Kentucky in 1995, women
constituted 34.9 percent of all
newly diagnosed lung cancer
cases. However, that figure grew
over 4 percent by 1999, as women
constituted 39.2 percent of newly
diagnosed lung cancer cases.”

Likewise, lung cancer is
striking women at younger ages.
The percent of women under 50
developing lung cancer is
increasing in Kentucky. From
1996 to 1999, the percent of
women under 50 diagnosed with
cancer (as a percent of all women)
grew from 6.6 percent to 7.5
percent respectively.® (Fig. 16)

The nation’s lung cancer
death rate in females continues to
increase, although at a slower
rate since the beginning of the
1990s. While there is an overall
decrease in the national death
rate from lung cancer, there
remains a persistently high death



rate among Kentucky women.
Many factors may contribute to
this increase - lack of early
detection methods, social factors
(i.e. gender differences in seeking
health care), psychological factors
(i.e., fear of diagnosis), and high
rates of smoking.

Smoking and the Development
of Lung Cancer

ith 87 percent of lung

cancer deaths

associated with
cigarette smoking, this makes
smoking the greatest preventable
risk factor. The prevalence of
smoking among women in
Kentucky remains high and is
expected to surpass male rates
within the next five years.
Whether lung cancer represents a
different disease process in
women than in men is unclear.
Strong evidence suggests that
women are more susceptible than
men to the carcinogenic effects of
cigarettes on their lungs. There
also appears to be a difference in
the relative distribution of types
of lung cancer (by histology)
between men and women that is
not fully explained by differences
in smoking patterns. Women
who smoke appear to be at
higher risk of developing small-
cell lung cancer than squamous-
cell lung cancer, whereas men
who smoke have a similar risk for
the two types of lung cancer.
Nationally, women smokers,
particularly younger women, are
more likely to develop
adenocarcinoma of the lung.
Studies suggest that estrogen
may play a causative role in the
development of this particular
type of lung cancer.

Risk Factors

he number one risk factor
in developing lung cancer
is smoking. A smoker can

reduce their risk of developing
lung cancer by quitting. A
former smoker always has a
higher risk of developing lung
cancer than someone who has
never smoked.” Other risk
factors include:

Age

Gender

Genetics

Exposure to environmental
factors, such as radon,
asbestos and other chemicals.

Staging and Symptoms

ften, a person exhibits

no symptoms of lung

cancer until the disease
is advanced. (Fig. 17) Only 15
percent of lung cancers are
diagnosed in the early stages
when curative treatments are
the greatest.

As with most cancers, lung
cancer treatment is more
successful when found and
treated in its earliest stages. The
stage of lung cancer defines the
extent of the spread of the
cancer from its original location
in the lung to other parts of the
body, and determines the
prognosis of the disease. The
frequency of lung cancer cases
found in advanced stages is
high among both sexes. For
women in Kentucky, the
majority of non-small cell lung
cancer cases (34 percent) are
diagnosed in the “distant”stage,
meaning the cancer has already
spread from the lungs to other
“distant” parts of the body. For
the more deadly small cell lung
cancer, an alarming 56 percent
of cases are found in the distant
stage, versus 7 percent that are
found in the localized stage.*
(Figs. 18 and 19)

Currently, there is not an
official lung cancer screening

Figure 17.
Symptoms of Lung Cancer

Persistent cough or coughing
Shortness of breath

Fatigue

Chest, shoulder, upper back, or arm
pain

Repeated bronchitis or pneumonia
Blood coughed up in sputum

Loss of appetite and weight loss
Hoarseness

Wheezing

Swelling in the face or neck
General pain

SOURCE: Alliance for Lung Cancer Advocacy, Support
and Education (ALCASE), The Lung Cancer Manual,
1999

Figure 18.
Female Lung Cancer Frequency (non-
small cell) by Stage of Diagnosis,
Kentucky, 1999

Regional
26%

Localized

25%

SOURCE: Kentucky Cancer Registry, 1999 Kentucky
Cancer Registry Incidence Report

Figure 19.
Female Lung Cancer Frequency (small
cell), by Stage of Diagnosis,
Kentucky, 1999

Unknown
5%

Localized
7%

SOURCE: Kentucky Cancer Registry, 1999 Kentucky
Cancer Registry Incidence Report
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program recommended for the
general population. If a person
is considered to be at high risk
because of a smoking history,
family history or work
exposure, then a discussion
regarding diagnostic testing
should be brought up with a
health care provider. The most
common diagnostic testing
routines for lung cancer include
chest x-rays and spiral CT
exams.

Geographic Variation in Lung
Cancer Incidence

Lung cancer cases in Ken-
tucky reveal a higher incidence
among women in the Southeast-
ern region of the state. In 1999,
the Kentucky Cancer Registry
reported the lung cancer inci-
dence rate for women in this
area to be 74 per 100,000 female
population, far exceeding the
average statewide rate for

females of 56.8. (Figs. 20 and 21)
This phenomenon may be
attributed to a higher number of
smokers in the area, lack of
adequate health care, less access
to physicians, and exposure to
environmental factors.

Conclusion

Now more than ever, no-
table attention has been focused
on this very important public
health issue. While smoking
rates may have dropped in the
overall population since the
1960s, trends in Kentucky
indicate it is increasing among
the most vulnerable popula-
tions — pregnant women and
youth. Reducing the preva-
lence of smoking in Kentucky
will undoubtedly improve the
health and well-being of the
general population and save
millions of dollars in related
health care expenses. While it is
difficult to balance the economic
issues with the health conse-
quences, it is something that
cannot be ignored.
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t least one in five Ameri-

cans is affected by men-

tal illness. In the United
States, mental disorders, includ-
ing suicide, collectively account
for 15.4 percent of the overall
burden of disease from all
causes, ranking second after
cardiovascular conditions (18.6
percent) and before malignant
diseases which rank third (15.0
percent).!

It is important to understand
the difference between mental
illness and mental health. The
1999 Surgeon General’s Report
on Mental Health defines
mental health as a state of
successful performance of
mental function, resulting in
productive activities, fulfilling
relationships with other people,
and the ability to adapt to
change and to cope with

events of midlife (e.g. divorce or
other stressful life events) can
create mental health problems
(not necessarily disorders) that
may be addressed through a
range of interventions.

The same report defines
mental illness as the term that
refers collectively to all diagnos-
able mental disorders. Mental
disorders are health conditions
that are characterized by alter-
ations in thinking, mood, or
behavior (or some combination
thereof) associated with distress
and/or impaired functioning. °
In Kentucky, a diagnosable
mental illness occurs when a
mental health professional
determines that a person has a
mental illness diagnosis as
defined in the Diagnostic and
Statistical Manual (DSM 1V) or
International Classification of

adversity.? Certain common Diseases (ICD 9).
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Mental Health

ental health is a facet of
health that evolves
hroughout a lifetime.

Just as each person can do much
to promote and maintain
overall health regardless of age,
each also can do much to
promote and strengthen mental
health at every stage of life. *
One of the best sources to assess
mental health among women in
Kentucky is the Behavioral Risk
Factor Surveillance System
(BRFSS) co-sponsored by the
CDC and Kentucky Department
for Public Health. The BRFSS
does not identify actual
prevalence rates of diagnosable
depression, but it does provide

prevalence rates of poor mental
health.

According to the BRFSS,
nearly 30 percent of women in
Kentucky reported three or
more poor mental health days
in the previous month. When

asked the question, “For how
many days during the past 30
days was your mental health
not good?”, 12.6 percent of
women indicated that all 30
days were not good mental
health days, compared to 5.2
percent of women nationally.
Likewise, women in Kentucky
report a greater frequency of
poor mental health days than
men. (Fig. 1)

Self-reported poor mental
health rates vary by race. Data
for 2000 indicate that white
respondents reported more
poor mental health days than
black respondents. 73.5 percent
of white respondents (male and
female) reported having no bad
mental health days in the
previous month compared to
77.5 percent of black
respondents. 10.5 percent of
white respondents reported that
all 30 days were bad mental
health days compared to 5.5
percent of blacks. (Fig. 2)

Figure 2.
Days per Month of Poor Mental Health, by Race,
100 Male and Female, Kentucky, 2000
804 735 775
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g 60 - B Black
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SOURCE: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System (BRFSS), 2000
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Poor mental health rates also
vary by age. Nearly 25 percent
of all respondents (male and
female) aged 35 — 54 reported all
30 days as bad mental health
days. Likewise, 20 percent of
respondents aged 55 and over
reported all 30 days as bad
mental health days. (Fig. 3)

Other factors, including
employment, education and
marital status, affect women’s
self-reported mental health
status. Mental distress was
reported more often by women
in Kentucky with less than a
high school education, as well
as among those that were
unemployed, never married, or
widowed/divorced/separated.®

(Fig. 4)
Mental Illness

ental illness is the term
that refers collectively
o all diagnosable

mental disorders. Mental disor-
ders are health conditions that
are characterized by alterations
in thinking, mood, or behavior
(or some combination thereof)

associated with distress and/or
impaired functioning.” In the
U.S. and other developed coun-
tries, mental disorders — includ-
ing major depression, bipolar
disorder, schizophrenia, and
obsessive-compulsive disorder —
account for four out of ten lead-
ing causes of disability.?

Mood Disorders - Depression

epression is a pervasive
and impairing illness
that affects both men and

women, but women experience
depression at roughly twice the
rate of men.” Left untreated,
depression may disrupt work,
family, and personal life. Total
costs related to depression reach
$43.7 billion each year, with the
majority of the costs reflecting
lost productivity and excess
absenteeism from work."

Depressive disorders affect
nearly 19 million American
adults age 18 and over (or 9.5
percent of the population) in a
given year."! Women appear to
be at an increased risk for
depression due to biological
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differences such as hormonal
changes and genetics. Social
reasons may also lead to higher
rates of clinical depression
among women such as greater
stresses from work and family
responsibilities, the roles and
expectations of women, and
even the increased rates of
sexual abuse and poverty.'

(Fig. 5)

According to a national
survey issued by The
Commonwealth Fund in 1998,
two out of five women reported
having a high level of
depressive symptoms in the
past week. Women were more
likely than men to report high
levels of depression with 39
percent of women reporting
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Figure 5.
Symptoms of Depression

e  persistent sad, anxious or empty
mood;

e loss of interest or pleasure in
activities, including sex;

*  restlessness, irritability, or excessive
crying;

e feelings of guilt, worthlessness,
helplessness, hopelessness,
pessimism;
sleeping too much or too little;
appetite and/or weight loss or
overeating and weight gain;

e decreased energy, fatigue, feeling
“slowed down™;

e thoughts of death or suicide, or
suicide attempts;

e  difficulty concentrating,
remembering, or making decisions;

e or persistent physical symptoms that
do not respond to treatment, such as
headaches, digestive disorders, and
chronic pain.

SOURCE: National Institute of Mental Health

high levels of depression versus
17 percent of men."

Because depression is often
left untreated for numerous
reasons, lack of understanding
of this disorder, culture and
attitudes toward mental illness,
and lack of access to services,
accurate statistics of its
prevalence are hard to acquire.
It is important to distinguish
between depression and poor
mental health because one is
clinically diagnosable condition
and the other is not. Though it
is possible that poor mental
health may ultimately lead to
depression.

For those that are suffering
from a diagnosable mental
illness, one of the most signifi-
cant barriers to treatment is
stigma associated with mental
illness. Nearly two-thirds of all
people with diagnosable mental
disorders do not seek treat-
ment." Stigma is identified as
bias, distrust, stereotyping, fear,
embarrassment, anger and/or
avoidance. It is a burden not
only for a person with a diag-
nosable mental illness but for
the general public as well. It
often prevents people from
realizing that mental illness is a
treatable disease just as physical
illnesses.

Anxiety Disorders

or women suffering from

depression, anxiety

disorder is often a co-
occurring illness.”” Affecting
nearly 19 million Americans,
anxiety disorders include panic
disorder, obsessive-compulsive
disorder (OCD), post-traumatic
stress disorder, and phobias.'®
Like depression, women are
more likely than men to suffer
from an anxiety disorder, with
nearly 40 percent of those
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suffering from panic attacks,
also suffering from
depression.” (Fig. 6) Panic
disorder, post-traumatic stress
disorder, and generalized
anxiety disorder are twice as
prevalent in women as men.
However, for obsessive-
compulsive disorder and social
phobia, the prevalence among
men and women is the same."

People with panic disorder
perceive their own physical and
emotional well-being as poor
and seek medical help more
often than do those in the
general population. Studies
have reported that between 25
and 60 percent of patients with
chest pain who see a physician
for possible heart problems
suffer instead from panic
disorder.” Of those suffering
from panic disorders, 25 to 30
percent harbor suicidal
thoughts at some point.
Eighteen percent of people with
panic disorder, 12 percent of
those with social phobias, and
13 percent of patients with OCD
have attempted suicide.

Figure 6.
Prevalence of Anxiety Disorders in
Women
Percent Percent
Lifetime 12-Month
Disorder Prevalence Prevalence
Panic 5.0 3.2
Disorder
Agora- 7.0 3.8
phobia
(without
panic)
Social 15.5 9.1
Phobia
Simple 15.7 13.2
Phobia
General 6.6 4.3
anxiety
disorder
Any 30.5 22.6
anxiety
disorder

SOURCE: Kessler, Ronald C., et al, “Lifetime and 12-
Month Prevalence of DSM-III-R Psychiatric Disorders
in the United States: Results from the U.S. National
Comorbidity Survey,” Archives of General Psychiatry,
51 (January 1994)




Adolescent girls with panic
disorders have nearly three
times the risk of suicide as those
without anxiety.

Anxiety disorders are highly
treatable, yet only about one-
third of those suffering from an
anxiety disorder receive
treatment. Despite this, people
with an anxiety disorder are
three-to-five times more likely
to go to the doctor and six times
more likely to be hospitalized
for psychiatric disorders than
non-sufferers.”!

Postpartum Depression (PPD)

e term postpartum
I depression describes the
range of physical,
emotional and behavioral
changes new mothers experience
following the delivery of their
babies. Symptoms can range
from mild to severe. Mild
postpartum depression, often
referred to as “baby blues”, is
experienced by 30 to 75 percent
of women, with symptoms
lasting from four to ten days.”
Postpartum depression is
relatively common, with
prevalence rate approximately
the same as that for major
depression in non-pregnant
women. Symptoms usually
begin in the third trimester of
pregnancy and are similar to
those for major depression.”

Roughly 10 percent of
pregnancies result in a
postpartum depression that
lasts months after delivery. The
condition is characterized by
more intense feelings of
sadness, despair, anxiety and
irritability. Although it can last
up to a year, postpartum
depression can be diagnosed
and its symptoms alleviated.*

A much more serious
condition is postpartum
psychosis, which affects

approximately 1 in 500-1000
new mothers.”> These women
may completely lose touch with
reality and often experience
hallucinations and delusions.
Intervention with these women
should be immediate.

Schizophrenia

chizophrenia is a serious

biological brain disorder

which affects how a person
thinks, feels and acts.
Schizophrenia is not “split
personality” or “multiple
personalities”. It is not caused
by childhood experiences, poor
parenting, or lack of willpower,
nor are the symptoms identical
for each person.?

According to the DSM 1V,
two or more of the following
symptoms must be present
during a one-month period to
diagnose schizophrenia:

hallucinations

delusions

disorganized speech
grossly disorganized or
catatonic behavior
negative symptoms -
reduction in the range of
emotional expression;
poverty of speech

In the U.S., about 2.5 million
people have schizophrenia, or
about one in every hundred
people. Onset generally occurs
during young adulthood (mid-
20s for men, late 20s for women)
and may be abrupt or gradual.”
For some women, schizophrenia
does not develop until after
menopause. This delay is
thought to be related to the
protective effects of estrogen.?

In fiscal year 2000, 22
percent of women and 43
percent of men receiving
services at Kentucky
Community Mental Health
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Centers were diagnosed with
schizophrenia.

MENTAL HEALTH
SERVICES

Community Mental Health
Centers

Community Mental Health

Centers (CMHCs) served
approximately 138,000 adults
and children with mental health
problems of varying degrees.

In fiscal year 2001, Kentucky

Substance Abuse

6%
Anxiety

Disorders:
8%

PreAdult
Disorders

9% Mental

Retardation
16 %

Schizophrenia

Figure 7.
Leading CMHC Service Diagnoses, Females
Kentucky, Fiscal Year 1998

Affective
Disorder
39%

SOURCE: Kentucky Department for Mental Health/Mental Retardation Services, 2001

Substance Abuse
8%

Mental
Retardation
9%

Affective
Disorders

16 %

Figure 8.
Leading CMHC Service Diagnoses, Males
Kentucky, Fiscal Year 1998

SOURCE: Kentucky Department for Mental Health/Mental Retardation Services, 2001
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Some patients received services
for multiple diagnoses, thus, are
counted more than once in the
total. There were approximately
2,000 patients receiving
multiple services. Of the total
services provided, 65,663 were
provided to females and 72,485
to males.”

Women treated at CMHCs
were more likely than men to be
treated for affective disorders
(the broad term for the various
forms of mood disturbances,
including depression), at 41 and
21 percent, respectively. Men
were more often treated for
schizophrenia and mental
retardation than women. (Figs.
7 & 8) Alisting of CMHCs in
Kentucky is provided in
Appendix A.

Mental illness issues are cause
for a substantial proportion of
ambulatory care visits by women,
as demonstrated by medication
use. According to the National
Health Care Survey analyzed by
the National Center for Health
Statistics, antidepressants are the
second most frequently
prescribed or provided
therapeutic medication among all
female ambulatory care visits,
second to non-narcotic analgesics
(pain medication) and followed
by estrogen/progestins.®* (Fig. 9)
The mention of central nervous
system drugs, (including
antidepressants and anti-anxiety
drugs) increases with age and is
higher among white women than
black women.

Hospitalizations — Short Term

ospitalization is
necessary for patients
with severe depression,

psychosis, substance abuse,
severe hopelessness or limited
social support. Patients with
suicidal thoughts are also likely
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to be hospitalized and clinically
managed by a psychiatrist.!
According to hospital discharge
data (representing 90 percent of
expected discharges statewide)
collected by the Department for
Public Health, 37,409 people
were discharged from Kentucky
hospitals in 2000 with
depression as one of their
diagnoses.”> They may have
been admitted for something
other than depression, but
depression was recorded as one
of nine possible diagnoses. Of
this number, 24,435 were female
and 12,974 were male,
representing virtually a 2:1 ratio.

Of the hospitalized women
diagnosed with depression, 58
percent resided in a rural
county versus 42 percent from
urban areas. (Fig. 10)

Hospitalizations — Long Term

entucky currently has 14
state-supported mental
ealth hospitals

providing inpatient services for
men and women with mental
illness. Most of the beds in

these facilities are utilized for
long-term mental health needs
for adults. The average length
of stay, for clients admitted
within the past five years to a
state hospital, was 83 days for
females and 92 days for males.®

According to the Research
and Data Management Center
of the Department for Mental
Health and Mental Retardation,
1,714 women and 2,970 men
were admitted to the state-
supported mental health
hospitals in fiscal year 2001. The
majority of women were
admitted for major depressive

Figure 10
Hempitalizatbois Ameng Waisen
with & Disprosis of Depression,

Kemtucky, DM

Hural Urbam  Total
Women
Taital 14,214 ZE 24435

ISR%E)  4FE) o LNER
= 15 211 222 4313
154 108 3% =sn
L) 4427 2,021 TR
65 + 440l 3,327 Tl

SOURCE: Kentucky Department for Public Health,
Health Policy Development Branch, 2000 Hospital
Discharge File
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disorder and bipolar disorder
(16.5 and 16.2 percent
respectively). The third and
fourth leading diagnoses for
female admissions were schizo-
affective disorder, representing
14.8 percent of new admissions,
and schizophrenic disorder,
representing 11.6 percent.

The majority of men, 18.8
percent, were admitted for
schizophrenic disorder. Major
depressive and psychotic
disorders accounted for 12.2
percent each with another 9.8
percent of male admissions
diagnosed with bipolar
disorder. (Fig. 11)
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ubstance abuse among

women is an issue that is

often overlooked as a
serious health problem with
negative physical and mental
health consequences. Women
are more inclined to hide their
substance abuse for a number of
reasons, including shame,
stigmatization, or fear of losing
their children. Women with
substance abuse problems often
have more complex reasons for
abuse than men and require
different forms of treatment.
According to the University of
Kentucky Institute on Women
and Substance Abuse, in 1999,
of the estimated 72,000 women
in Kentucky who abused alco-
hol and/or other drugs, only 22
percent received treatment.!

In 1999, the Kentucky De-
partment for Mental Health/
Mental Retardation estimated
that approximately seven per-
cent of women, aged 15 — 44,
were in need of substance abuse
treatment services.> This as-
sessment included estimates by
Community Mental Health
Centers located in districts
across the state and found the
highest prevalence of women in
need of substance abuse treat-
ment in the Pennyroyal district.
The lowest prevalence was
found in the Pathways and
Cumberland River centers.?
(Fig. 1) (See Appendix A for
counties in each district)

Studies show women de-
velop substance abuse problems
faster than men, after the initia-

tion of substance use. They also
suffer more physical problems
due to substance abuse.* Com-
mon physical ailments related
to alcohol abuse include thia-
min deficiency, liver disease,
and diseases of the pancreas. In
addition, women substance
abusers often participate in
risky behaviors that increase
their chances of contracting
sexually transmitted diseases
(STDs) and HIV.> Likewise,
women are often more debili-
tated by substance abuse than
men, due to delayed treatment
or lack of treatment altogether.

Not only is substance abuse
a health problem, butitis a
health problem with negative
social consequences. Approxi-
mately, 20 percent of welfare
recipients nationally have
alcohol and drug problems and
substance abuse is among the
most frequently cited functional
impairments preventing welfare
recipients from leaving welfare
and completing job training.’
Substance abuse is a significant
factor for many female
caregivers involved in the child
welfare system. Between one-
third and two-thirds of families
involved with child welfare
have substance abuse prob-
lems.” Women who do not
successfully complete substance
abuse treatment within a desig-
nated time frame often risk
losing custody of their chil-
dren.®

Women'’s incarceration due to
substance abuse also affects
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children’s lifestyle. Nationally,
the number of women in state
prisons for drug offenses in-
creased from 2,400 in 1986 to
23,700 in 1996 and two-thirds of
these women have children
under the age of 18.° Of the 1,062
women prisoners in Kentucky in
2001, 441 (42 percent) had at least
one drug-related offense."

Barriers to Treatment

ne of the biggest barriers

women face in seeking

treatment for substance
abuse is the greater disgrace
society attaches to women’s
substance abuse and depen-

, Figure 2,
dency than to men’s. The Barriers to Treatment for Female
resulting shame and stigma can Substance Abusers

lead to the denial of the prob-
lem by the women involved, as
well as by their families, em-
ployers, doctors and religious
leaders."" (Fig.2) Because of
women’s frequent utilization of
health services, physicians have
a great opportunity to detect
substance abuse and make the
appropriate referrals. However,
94 percent of primary care
physicians fail to diagnose
substance abuse when pre-
sented with early symptoms of
alcohol abuse in an adult pa-
tient. Only 17 percent of doc-
tors consider themselves “very

prepared” to diagnose illicit
drug use.'

Despite the fact that alcohol-
ism has been recognized as a
disease for decades, we now
realize that drug addiction also
affects brain chemistry and like
alcoholism, is a chronic illness.
Even with this knowledge, there
continues to be a lack of screen-
ing, detection, and referral to
treatment that prevents ad-
equate recovery for women.

The issues women bring to
substance abuse treatment are

External Barriers:

s Different referral patierns

e Inadeguate traiming ol health
professionals

= Opposition by family or friends

e Inadequate financial resources and
insurance

e Comprehensive services nob in a
single location

¢ Lack of child care facilities

¢« Male-oriented treatment services

Internal Barriers:

= Denial of the problem

e Ciuilt and shame

= Fear of stigmatization

e Fear of leaving or losing children

SOURCE: University of Kentucky Center on Women
and Substance Abuse
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often more numerous and com-
plex than men’s issues. Com-

pared to the general population,

women in treatment show

s1gn1f1cantly higher rates of:"
Childhood sexual abuse
Childhood and adult
domestic violence
Medical problems
Unemployment
Homelessness
Mental health problems
(e.g. depression and PTSD)
Primary caretaking
responsibilities for children
and other family members
Shame and guilt related to
substance abuse

Substance Abuse Among Women

If not addressed, the above
issues can be key factors for
women’s relapse to substance
use. Therefore, successful
treatment for women substance
abusers must address these
sensitive issues within an emo-
tionally and physically safe
context.

Once women decide to seek
treatment for substance abuse,
they find that in Kentucky, there
is a large gap between the need
for treatment and the availabil-
ity of services, particularly
gender-specific and sensitive
treatment services. Kentucky



has identified pregnant women
as a priority population to
receive substance abuse treat-
ment services. However, while
the gap for adult women ser-
vices may be decreasing, it
remains significant for non-
pregnant women and adoles-
cent females, in particular, ages
12to 17."

Substance Abuse and
Pregnancy

Substance abuse among
women, especially preg-
nant women, poses a risk
not only to the mother, but also
to the developing fetus. The
use of alcohol, tobacco, and/or
other drugs during pregnancy
continues to be a leading pre-
ventable cause of mental, physi-
cal, and psychological impair-
ments and problems in infants
and children.”> Almost 19
percent of pregnant women use
alcohol in Kentucky and 24
percent report smoking during
pregnancy.'® It is important to
note that the percent of women
in Kentucky who report smok-
ing during pregnancy is double
the national average."”

In 1997, a Kentucky study
on Substance Use and the Need
for Treatment among Women of
Child-bearing Age found that
approximately 10 percent of all
women presenting for preg-
nancy tests at local health de-
partments across Kentucky
were in need of substance abuse
treatment. Of these women,
those under 18 years of age
were most in need of treatment
and guidance related to sub-
stance use.”® (Fig. 3) The study
further showed that 31 percent
of women ages 11 to 17 present-
ing for pregnancy tests at local
health departments used illicit
drugs in the past month."
Seventeen percent of these

women (ages 11 to 17) reported
the need for substance abuse
treatment - more than any other
age group. An additional 24
percent of this age group re-
ported problems with with-
drawal from pain medications,
which was almost 4 times as
high as those over age twenty-
five (at about 6 percent).

To identify and treat the
problem of substance abuse
among pregnant women, the
Kentucky Division of Substance
Abuse, in conjunction with the
Kentucky Department for
Public Health, has launched a
program under the KIDS NOW
initiative. The program was
designed to increase the num-
ber of pregnant women in
Kentucky who receive screen-
ing, referral, prevention and
treatment services for substance
use during pregnancy. Also,
Kentucky is the only state in the
nation currently providing a
Medicaid benefit that covers
substance abuse prevention, as
well as, treatment services for
pregnant women and women
who are up to 60 days postpar-
tum.?

Substance Abuse among
Adolescents

ubstance abuse is not

limited to the adult popu-

lation. By the end of eighth
grade, 37 percent of adolescents
have tried an illicit drug, and by
twelfth grade, more than half
(56 percent) have done so.? In
Kentucky, drug abuse treatment
cases for youth up to 17 years
old, seen within the Community
Mental Health Centers in-
creased from 547 cases in 2000
to 712 cases in 2001. (Fig. 4)
Ilicit drug use tends to be
higher among male adolescents.
However, differences in the
prevalence of heavy drinking

Figure 4,
Substance Abuse Cases for Youth,
Ages 0 - 17, Kentucky, 2000-2001
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SOURCE: Kentucky Department for Mental Health/
Mental Retardation and UK Research & Data
Management Center, 2000 - 2001
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between males and females
have been diminishing, and
amphetamine use is slightly
higher among females.

Alcohol is the most com-
monly used psychoactive sub-
stance during adolescence. Its
use is associated with serious
social consequences such as
motor vehicle crashes, injuries,
tighting, crime, and even
death.* Heavy, episodic drink-
ing or binge drinking, in which
five or more drinks are con-
sumed on one occasion, in-
creases the likelihood of nega-
tive outcomes. In 1999 in Ken-
tucky, half of all high school
students (48 percent of female
students and 52 percent of male
students) reported drinking in
the previous 30 days. Thirty-
seven percent of Kentucky
youth reported binge drinking
in the prior month and 24
percent reported using mari-
juana. Another 18 percent
reported having sniffed or
inhaled intoxicating sub-
stances.”® Current drinking and

Substance Abuse Among Women

binge drinking increases signifi-
cantly between grade 9 and 12
for both male and female stu-
dents.®

The Oxycontin Epidemic

ubstance abuse is not

limited to alcohol and

illegal drugs. Illicit use of
prescription narcotics is a grow-
ing social problem gaining more
of the public spotlight. Specifi-
cally, the illegal use of
Oxycontin, a prescription nar-
cotic derived from opium, has
reached epidemic proportions
nationwide. Eastern Kentucky,
in particular, has been hard hit
by this dangerous trend. Be-
tween 1998 and 2000, the num-
ber of clients being treated for
an addiction to Oxycontin
within Kentucky’s community
mental health system increased
163 percent.” In February 2001,
Governor Patton announced the
formation of a statewide task
force to address this severe
problem.?
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Research findings and the
experience of the health
and justice systems in
Kentucky over the past decades
have documented the negative
physical and mental health
outcomes for women victimized
by rape, domestic violence and
stalking. The evidence compels
health and mental health
professionals to look beyond
the criminal justice label and
address the critical needs of
victims in clinics and hospitals
across Kentucky.

The Incidence of Violence
Against Women

istorically, domestic
violence and sexual
assault have been

viewed as a criminal justice or
social problem, not as an area of
concern for health and mental
health professionals. Research
and clinical experience of the
past decade, however, have
highlighted the negative
physical and mental health
outcomes for women who are
victimized by these most
intimate types of crimes. If one
is to assess the welfare of
Kentucky’s women and the
factors which directly impact
their health and mental health
status, the crimes of domestic
violence, rape, and stalking
must be considered.

Crimes of violence against
women are, in part, so insidious
because of their extensive
nature. In the most recent
national survey on the topic, the

National Violence Against
Women Survey (NVAW) found
that approximately 52 percent
of women surveyed reported
being physically assaulted and
almost 18 percent reported
being victims of rape or
attempted rape at some point
during their lifetime." The
survey also found that in the 12
months preceding the survey,
almost 2 million women were
physically assaulted and
302,091 women were victims of
forcible rape. The NVAW
survey findings also paint a
picture of who poses the
greatest threat to women,
documenting that the majority
of violence against women is
perpetrated by intimate
partners. Specifically, the
majority of women responding
to the survey said it was an
intimate partner who had raped
(62 percent), physically
assaulted (72 percent), or
stalked (60 percent) them after
they turned eighteen years of
age.?,® (Fig. 1)

Violence Against Women -
Crime of Gender

omestic violence is a
crime of violence, yet
the literature documents

it is also a crime of gender. In
1996, violence by an intimate
partner accounted for 21
percent of the violent crime
against women compared to 2
percent for men.* The 1996
National Crime Victimization
Survey revealed that three out
of every four victims of intimate



partner murder were female.’
Similarly, among murder
victims for every age group,
females are much more likely
than males to have been
murdered by an intimate
partner.® The survey also
documents gender differences
for violence experiences and
severity, including:

Rate of Violence: Lifetime
rates of physical assault by
intimate are higher for
women (25%) than men
(7.6%);

Frequency of Assault: Of
intimate violence victims,
women average 6.9 assaults
and men average 4.4
assaults;

Injury Severity: Women
experience more chronic and
injurious violence than do
men, with 41.5 percent of
women and 19.9 percent of
men being injured during
most recently experienced
physical assault

The Danger of Violence
Against Women

t it’'s most extreme,

violence against a

woman can take her life,
making appropriate response to
these crimes much more
pressing. Studies show that
women are more likely to be
killed by their male intimate
partners than by any other type
of perpetrator.”,®,” Partner
homicides of women are
typically preceded by a history
of physical and other domestic

Figure 1.
Incidence of Violence by Type
Percentage of Women in the General Population
United States, 1998
60% - 529
_ 50% -
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SOURCE: Tjaden & Thoennes, 1998
abuse and often involve a recent Figure2.
attempt or Completion of Facts abDUt\II:E:?;?lc Violence

separation by the woman from
the relationship.",","? The
Bureau of Justice Statistics
National Crime Victimization
Survey reports the following
about domestic violence
victims.” (Fig. 2)

The Consequences of Violence
Against Women

omestic violence and

sexual assault are

directly linked to a
number of negative physical
and mental health consequences
for female victims. The NVAW
survey found that women
physically assaulted by an
intimate had been assaulted an
average of almost seven times,
and approximately 1 in 3
women sexually and/or
physically assaulted since age
18 reported being physically
injured during their most recent
assault.” In a hospital

e Nearly 30 percent of all female
homicide victims were killed by their
husbands, former husbands or
boyfriends;

e  Just over three percent of male
homicide victims were known to have
been killed by their wives, former
wives, or girlfriends;

e  The rate of intimate-offender attacks
on women separated from their
husbands was about three times higher
than that of divorced women and
about 25 times higher than that of
married women.

SOURCE: Greenfield, L.A., Rand, M.R., Craven, D.,
Flaus, P.A., Perkins, C.A., Ringel, C., Warchol, G.,
Maston, C., & Fox, J.A. (1998). Violence by intimates:
Analysis of data on crimes by current or former
spouses, boyfriends, and girlfriends (NCJ -167237).
Washington, D.C.: Department of Justice, Bureau of
Justice Statistics
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emergency room study, more
than one third of women
seeking emergency medical care
for violence-related injuries had
been injured by a current or
former spouse.”

The degree to which women
suffer physical health
complaints resulting from
partner violence is related to the
nature of abuse: as the
frequency and severity increase,
women are more likely to report
an array of physical health
problems.'®,"” Additionally,
when asked directly, women
often attribute physical health
problems to the physical and
psychological abuse they suffer
at the hands of their partners.’
Research has identified risk
factors for physical injury in
rape victims: assaults during
which the offender was
drinking, having children
witness the assault,
experiencing previous violence
by the same partner, fearing
one’s life was in danger, and
experiencing high levels of
emotional abuse, were all
related to increased risk of both
minor and severe injuries."
With evidence of the wide
ranging impact of violence on
every facet of a women'’s life,
studies have now shown that
chronic pain, miscarriage,
irritable bowel syndrome, and
psychosomatic and somatic
complaints have all been
associated with
victimization.?,?' ,”2 Research
also makes clear the association
of domestic or sexual abuse and
substance use and abuse for
women.? 2 25 26 27

Within the last decade, child
advocates and domestic
violence experts have begun to
recognize the impact domestic
abuse has on children. Research
from the Bureau of Justice

Violence Against Kentucky Women

Statistics now suggests that
children are present in 80
percent of homes where there is
violence against a women. The
correlation between spouse
abuse and the physical or sexual
abuse of children in the home is
now documented to reach up to
70 percent.®® Abuse of the
mother usually precedes
violence against the child and a
positive correlation exists
between the severity of abuse
directed at spouses and
children.? ,* 3

Violence Against Women -
Mental Health Concern

omestic violence and
rape take their toll, not
just on the physical

health of a woman, but also on
her mental health. When asked
what aspect of the violence had
the most damaging long-term
impact, victims often reported
that the psychological abuse
had the most crippling effect.
Not surprisingly, as a result,
depression has been found to be
a primary mental health
response for women who are
victims of battering.*,*
Depression was the strongest
indicator of domestic violence
for women seeking medical care
at a family practice medical
center in one study. Additional
studies show that as the form
and severity of abuse increases,
depressive symptoms also
increase.?* ,* Several studies
have also linked stalking
victimization to depression,
sleeplessness, anxiety, anger,
intense stress and symptoms of
trauma.*,% % The high
incidence of abuse sequelae in
mental health populations has
lead professionals to
recommend screening of clients
for victimization history and
training for mental health
providers.*



In addition to depression,
trauma reactions are a common
mental health sequelae
associated with intimate
victimization. A growing body
of research indicates that
women victimized by rape,
stalking, or domestic violence,
frequently present symptoms
which are characteristic of Post-
Traumatic Stress Disorder
(PTSD).4O,41 42 43 44 The
likelihood of developing PTSD
has been found to increase
when stressors are experienced
under conditions of perceived
life threat, injury, and a great
deal of force, all of which are
characteristic of domestic abuse
and sexual assault cases. *°

Violence Against Women -
Workplace Concern

iolence occurs in all
employment settings and

impacts countless
employees each year in
Kentucky. Although the
majority of domestic violence is
perpetrated in the secrecy of the
home, offenders also stalk,
harass, and harm their partners
where they work. Sexual
offenses also occur in the
workplace or are perpetrated by
colleagues of public employees.
While Kentucky boasts a
comprehensive network of
resources aimed at protecting
victims and holding offenders
accountable, these crimes
continue to pose a threat for
many victims and public
employees.

According to the National
Victim Center, domestic
violence crimes cost America
over $5 billion per year in
medical expenditures, employee
turnover, and lost productivity
and up to 96 percent of
employed victims have
experienced some type of work

related problem due to
domestic violence.*,*
Additionally, up to 85 percent
of victims often find themselves
restrained from working due to
environmental controls placed
on them by an offender,
including limited access to
transportation or sleep
deprivation.”® In a recent study
by the Bureau of Labor
Statistics, 30 percent of women
who died in the workplace lost
their lives to homicide, a
number three times greater
than the number of men dying
by the same means.* Rape has
the highest annual tangible and
intangible victim cost at $127
billion per year and each
incident has been estimated to
cost a victim approximately
$87,000 in lost productivity,
medical and mental health care
costs, property loss/damage,
and quality of life.”
Additionally, the National
Violence Against Women
Survey reported that 26 percent
of stalking victims said their
victimization caused them to
lose time from work.”!
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Figure 4.
Victims Sheltered in
Spouse Abuse Centers
Kentucky, FY-2001

Children

Women
Sh:ltertd Sheltered
8% 529

SOURCE: Kentucky Domestic Violence Association

In order to address the
incidence and impact of
violence against women in the
workplace, in August 2001, the
Governor and First Lady of
Kentucky implemented an
Executive Branch Policy on
Domestic Violence and Sexual
Assault in the Workplace. (Fig.
3) The policy has three
important components:

1. Zero Tolerance for
Domestic Violence and Sexual
Assault:

The Commonwealth of
Kentucky is committed to a
workplace in which domestic
violence and sexual assault are
neither tolerated nor excused.
Any employee who misuses
state resources to perpetrate
domestic violence or sexual
assault in any form including
physical assault, rape, stalking
and threats to harm at or from
the workplace will be subject to
disciplinary action up to and
including dismissal. This
includes both face-to-face
interaction and the use of
workplace resources such as
phones, fax machines, e-mail,
mail or other means. If the
perpetrator’s job position
provides access to certain types
of identifying or confidential
information and said
information is used to harm a
victim, the employee shall be
subject to corrective or
disciplinary action.

2. Creating Safety for Victims
of Domestic Violence and
Sexual Assault:

The Executive Branch is
committed to providing a
sensitive and safe workplace for
victims of sexual assault or
domestic violence. Guidelines
will be provided to supervisors
and employees to aid in
preparing responses when a
victim discloses abuse and to

96 Violence Against Kentucky Women

ensure access to needed
resources for protection and
support. Additionally, all
reasonable efforts will be made
to assist victims who need time
off for medical appointments,
legal assistance, court
appearances, relocation or to
make other arrangements for
their personal safety. Victims
will not be discriminated
against with respect to their
employment because they are a
victim of domestic violence or
sexual assault.

3. Safe and Productive
Workplaces for All Employees:

Recognizing the impact of
domestic violence and sexual
assault on the workplace, the
Commonwealth of Kentucky
will undertake efforts to raise
the awareness of all employees
to these crimes. The
Commonwealth will post
resource information in
buildings and on agency web
sites related to the Executive
Branch policy and resources
available for assistance when
needed.

Kentucky Data On Rape and
Domestic Violence

ne of the primary
resources for victims of
domestic violence across

Kentucky is the state’s network
of battered women'’s shelters.
During FY 2001, 2,146 women
sought shelter from domestic
abuse through one of these
programs, bringing with them
2,007 children. An additional,
20,531 women were served
through the outreach or non-
residential services of these
domestic violence programs.

(Fig. 4)

A similar advocacy and
services network exists for
sexual assault victims through



Rape Crisis Centers. During FY
2001, 4,384 adult female victims
and survivors were served
through Rape Centers. An
additional 2,648 family
members and friends of victims
were served during the same
period. (Fig. 5)

In 1984, the Kentucky
General Assembly passed the
Domestic Violence and Abuse
Act in order to afford victims of
domestic violence with an
additional source of civil
protection from violence.
During 2001, over 29,000

Figure 5.
Victims/Survivors Served in
Rape Crisis Centers
Kentucky, FY-2001

Adult

Female
Victims
62%

SOURCE: Kentucky Department for Mental Health/
Mental Retardation Services

Figure 6.
Domestic Violence Protective Orders by Yea
Kentucky, 1997 - 2001
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petitions for domestic violence
orders were issued by Kentucky
courts to protect victims and
their children. (Fig. 6)

Kentucky law requires
anyone who knows or suspects
spouse abuse to initiate a report
to the Cabinet for Families and
Children. Such reports are
intended to afford victims and
their families an additional
resource of protection, and
provide an understanding
regarding the incidence of this
crime in the Commonwealth. In
FY 99, over 22,000 reports of
adult abuse (including all ages
and genders) were made to the
Cabinet for Families and
Children. Over 10,000 of these

Figure 7.
Adult Protective Services Reports: Adult Abuse & Spouse Abuse with Female
Victim and Male Perpetrator, Kentucky, 1999
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Figure 8.
Sexual and Domestic Violence
Related Assault Provisions
in Kentucky Law

A certification program for mental
health professionals who provide
court-ordered domestic violence
offender treatment

Certification program for nurses
who conduct forensic rape exams
The consideration of domestic
violence as custody and visitation
decisions are made by courts

The development of prosecution
policies for domestic violence
crimes

Mandatory domestic violence
training for criminal justice, health
and mental health professionals.

SOURCE: Governor’s Office on Child Abuse and
Domestic Violence Services, 2001
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cases consisted of adult &
spouse abuse with a female
victim and male perpetrator.

(Fig. 7)

The History of Reform in
Kentucky

E nsuring that crimes
involving violence against
women receive fair
treatment under the law has not
been easy to accomplish
nationally or in Kentucky. Over
the last 15 years, however,
significant reforms have been
accomplished. Like all other
states, Kentucky implemented a
stalking law in the 1990s as a
means of protecting domestic
violence and sexual assault
victims. Additionally, the 1990
General Assembly passed
marital rape legislation.
Enhanced penalties for repeated
domestic violence-related
assaults, special conditions of
bond upon the release of sexual
and domestic violence
offenders, arrest for
misdemeanor domestic violence
assaults without a warrant, and
other provisions have been

Violence Against Kentucky Women

incorporated into Kentucky law.
(Fig. 8)

In 1994, the attempt by every
state to address crimes of
violence against women was
significantly enhanced by
passage of the National
Violence Against Women Act
(VAWA). One of the key tenants
of the 1994 Act provides for the
full enforcement of domestic
violence protective orders
across state lines. In 1996, the
Kentucky General Assembly
passed legislation codifying the
provisions of federal law.
Kentucky’s efforts to implement
the full faith and credit
provisions of VAWA were also
facilitated through a special
grant provided by the U.S.
Attorney General’s Office
through which Kentucky served
as a model laboratory. The
grant, called Project Interface,
made key progress. In July of
1998, a second full faith and
credit grant was awarded to
Kentucky, which is currently
being reviewed by the U.S.
Department of Justice.
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ationally, one in three
women in the United
States resides in a rural

area.! In Kentucky, over one in
two women reside in a rural
area. With over 80 percent of
Kentucky’s 120 counties being
classified as rural and the ma-
jority of Kentucky’s women
living in rural communities
(Fig. 1), it is important that we
discuss the unique health chal-
lenges facing rural women. (see
Appendix D for listing of rural
counties)

Rural and urban residence is
an important variable in deter-
mining a woman’s health and
economic status. Comparing
rural and urban women in
regard to access to health care,
rates of uninsured, behavioral
health risks, morbidity, and
mortality, helps assess the
disparities between these two

groups. Kentucky, while rich in

its rural heritage, must address
the inequities and focus on
improving the health status of
all its women, particularly the

most vulnerable women resid-
ing in rural areas.

Access to Care

ccess to care includes
access to, and the
affordability of, appro-

priate health care services.
Many times, it refers to access to
health insurance, as well as,
access to hospitals and trained
health care professionals. Ac-
cess to health insurance cover-
age is a significant factor in
determining a woman'’s deci-
sion to seek regular and preven-
tive health care. Women with-
out insurance often do not seek
needed care and will forego
costly prescriptions. (Fig. 2)
Employer-based health insur-
ance is, by far, the largest source
of insurance coverage for Ken-
tucky women between the ages
of 19 and 64. (Fig. 3) The sec-
ond leading insurer of women
in Kentucky is Medicaid.

Women, traditionally, have
comprised the majority of
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753,901
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public funding for health care
(primarily through the Medic-
aid program), thus they have
lower rates of uninsurance than
men. For Kentucky, the CDC
reports that the overall rate of
uninsured women and men has
been declining since the
early1990s, having dropped
from 19 percent in 1991 to 13
percent in 2000. (Fig. 4) Accord-
ing to Kentucky BRFSS data,

insurance coverage among
Kentuckians varied significantly
by region, with a greater preva-
lence of lack of health care
coverage in Eastern Kentucky,
which is predominately rural.
The Kentucky River district had
the highest rate with 26.6 per-
cent of the population lacking
insurance coverage, versus a
low of 7.4 percent in North
Central Kentucky.? (Fig. 5)
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Facts Online, “Distribution of Women 19-64 by
Insurance Status, 1997 — 1999
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ducted in 1997, by the Univer-
sity of Kentucky Center for
Rural Health, found that in

some rural counties, approxi- S0 1
mately 29 percent of households OExcellent OVery Good OGood OFair OPoor 41
had no telephone and 19 per- 2407 367
cent had no vehicle. (Fig. 7) g a B 28 I
. . &30 1 25 ) 26 247724
Socioeconomic Status of Rural 21 23 —
Women 20 4 18 6 19
13
hile rural residents 10 - 7
must often deal with > 3 3,
geographical barriers 0 . [ ] . :

to health care, they also tend to
consist disproportionately of
elderly people, people with
lower incomes and more pov-
erty, low educational levels and
higher rates of uninsured, all
factors that correlate with a
poorer health status. These
factors also influence the socio-
economic status (SES) of women
in rural regions of the state. SES,
which refers to an individual’s
or family’s relative economic
and social ranking,* is a power-
ful predictor of health status
throughout the lifespan.
Women are more likely than
men to be of lower SES.”

Kentucky women in rural
areas are especially challenged

Figure 8.
Women's Health Status by Household Income,
United States, 1997

<814,999 $15,000-29,999 $30,000-49,999 $>50,000

SOURCE: University of Kentucky, Center for Health Services Management and Research Policy Brief, “Kentucky
Women’s Health: Data from the 1997 Kentucky Health Survey,” November 1998, Vol. 1/Issue 2

by their lack of access to high-
wage earning employment. The
majority of women with house-
hold incomes less than $15,000
annually report having fair to
poor health. Conversely, the
majority of women in Kentucky
with annual household incomes
of greater than $50,000, report
their health status as very good
to excellent. (Fig. 8)

A key indicator to a low SES
is living at or below federally
designated poverty levels. More
women and children in rural
Kentucky live at or below
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poverty, particularly in the East
and Southeastern regions of the
state. Overall, Kentucky ranked
eighth nationally in 1996 for the
percent of children living at or
below poverty, at a rate of 25.5
percent.®

Low-income women (those
with family incomes below 200
percent of poverty) are disad-
vantaged in their access to
health insurance coverage.
They are much less likely than
higher-income women to have
job-based coverage, more likely
to be uninsured and more

reliant on public sources of
coverage.’

Behavioral Risk Factors in
Rural Kentucky

hile insurance status

affects one’s access to

regular and preven-
tive health care services, it does
not necessarily improve one’s
behavioral risks affecting health
status, such as smoking, seden-
tary lifestyle and poor nutrition.
These negative behavioral risk
factors tend to be more preva-
lent in rural portions of the state
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than urban. Rates of physical
activity are lowest in the East
and Southeast portions of the
state, versus the highest rates in
Central and Northern Ken-
tucky?® (Fig. 9) Smoking, the
number one preventable cause
of death, is high in all counties
in Kentucky, yet itis more
prevalent in rural South and
Eastern Kentucky. ° (Fig. 10)

Smoking during pregnancy
is another behavioral risk factor
that affects not only the health
of the mother, but also the
developing fetus. With overall
smoking rates highest in the
most rural regions of Kentucky,
it is no surprise that smoking
during pregnancy is also high-
est in these regions. The county
with the highest reported preva-
lence of maternal smoking was
Owlsey, with nearly half of all
pregnant women smoking in
1997. Drinking during preg-
nancy, though less prevalent, is
also a significant risk factor for

both mother and baby.
Calloway county in Western
Kentucky had the highest
reported prevalence of maternal
drinking at five percent.

(Fig. 11)

Chronic Disease in Rural
Kentucky

egative behavioral risk
factors contribute to
increased morbidity

and mortality rates for chronic
diseases, particularly in rural
areas of the state where nega-
tive behavioral risk factors are
highest. Hospitalizations are
one measure of morbidity in
which we can compare rural
and urban utilization. Exclud-
ing obstetric care admissions,
the three leading causes for
hospitalizations (as defined by
Diagnostic Related Groups-
DRG) for all women in Ken-
tucky in 2000 was heart failure
and shock, COPD, and pneumo-
nia. (Fig. 12)
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While the percentage of shock accounted for 11 percent
hospitalizations by most DRGs of rural women’s hospitaliza-
was consistent among both tions and 8.7 percent of urban
rural and urban women, ac- women’s. Not surprisingly,
counting for approximately these conditions are highly
the same percentage of total correlated to behavioral risk
hospitalizations for each factors, such as smoking and
group, a disparity existed sedentary lifestyle, which tend
between rural and urban to be more prevalent among
women hospitalized for rural women.

COPD, pneumonia, and heart
failure. In 2000, 11.6 percent of Another discrepancy was
rural women versus 7.6 per- found among hospitalizations
cent of urban women were for a vaginal delivery without
hospitalized for COPD and complications. Fewer rural
10.7 and 7.3 percent of rural women are hospitalized with
and urban women respec- this diagnosis than their urban
tively, were hospitalized for counterpart (25 versus 38
pneumonia. Heart failure and  percent, respectively).
Fipure 1.
Meriality Rate for ol Causes of Teath by ADD,
hentecks, 1958
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* ADD listing included in Appendix D
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Rural residents (both men
and women) tend to suffer
disproportionately from chronic
diseases such as heart disease,
cancer and diabetes. In 1998,
ADDs 11, 12 and 13, in rural
Eastern Kentucky had the
highest reported rates of death
due to heart disease and cancer
than all other districts in the
state. (Fig. 13) (Refer to Appen-
dix D for ADD listing) Mortality
rates for all causes were also
highest in these ADDs for 1998.
The highest mortality rate was
in ADD 11 at 890.4 deaths per
100,000 population. The lowest
overall mortality rate was for
ADD 1 in far Western Kentucky
at 692.8 deaths per 100,000
population.” (Fig. 14)

Female cancer incidence is
also higher in rural Kentucky
than urban. (Fig. 15) Rural
Kentucky has an overall cancer
rate of 373 cases per 100,000
population in 1999, versus 366
for urban Kentucky." Lung
cancer, the leading cancer killer,
was also higher in rural areas
than urban, with an incidence of
57 cases per 100,000 population
in rural Kentucky versus 54 in
urban Kentucky. Breast cancer
is the only leading female
cancer that is more prevalent in

urban Kentucky than rural, with
an urban incidence rate of 121
cases per 100,000 versus 113 for
rural Kentucky.

Diabetes rates in Kentucky
are also highest in the more
rural areas of the state. Eastern
Kentucky had the highest
diabetes prevalence rate at 7.3
percent (averaged from 1997 —
1999), versus the lowest rate of
4.9 percent in Central Kentucky,
which is predominately urban.

(Fig. 16)
Figure 16.
Prevalence of Diabetes by Region,
Kentucky 1997 - 1999
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SOURCE: Centers for Disease Control and Prevention, Kentucky Behavioral Risk Factor Surveillance System

(BRFSS), 1997 - 1999
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Elderly Health Risks: Rural rural areas. Their risks for
and Urban selected diseases is higher than
the elderly population overall.
he elderly are a vulner- (Fig. 18)

able population in gen-

eral, but elderly in rural
areas tend to suffer more from
certain health risks than their
urban counterparts. Heart
disease, which is higher in rural
Kentucky overall, is also higher
among rural elderly than the
elderly statewide, in urban
areas, and in the U.S. overall.
The elderly in rural Kentucky
also suffer more from cere-
brovascular disease and pneu-
monia/flu.”? (Fig. 17) This is
particularly true among the
minority elderly residing in
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NOTE:

! American Psychological Association
Report “Executive Summary of the Behavioral
Health Care Needs of Rural Women”, (http://
www.apa.org/rural/ruralwomen.pdf).
2Kentucky Health Behavior Trends: 1997
- 1999”7, Kentucky Department for Public
Health, Surveillance and Health Data
Branch.

* Commonwealth Fund Task Force on the
Future of Health Insurrance, Analysis of
March Current Population Survey from
1995 - 2000.

* Gale Encyclopedia of Childhood and
Adolescence, Socioeconomic Status (SES),
http://www.findarticles.com/cf_dls/
£2602/0004/2602000491/p1/article.html.

® Marianne Legato, M.D., “The Changing
Position of Women in the Medical
Marketplace,”Columbia University Health
Care Forum: The Future Health Care
Consumer, Francoise Simon and Lothar
Krinke.

¢ US Dept of Commerce, Bureau of the
Census, Poverty in the United States: 1996.
September 1997: 60-198.

7 “Falling Through the Cracks: Health
Insurance Coverage of Low-Income Women,”
The Kaiser Family Foundation, February
2001.

8 Kentucky Health Behavior Trends: 1997 —
1999”7, Kentucky Department for Public
Health, Surveillance and Health Data
Branch.

? Ibid.

10 Kentucky Department for Public Health,
1998 Kentucky Annual Vital Statistics Report.
1t Kentucky Cancer Registry, 1999 Kentucky
Cancer Incidence Report.

2 University of Kentucky Chandler
Medical Center, Center for Rural Health,
Funded by the Good Samaritan Founda-
tion, Based on 1997 County Health Profiles.
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cquired Immune Defi-

ciency Syndrome (AIDS)

is the most severe phase
of infection with the Human
Immunodeficiency Virus (HIV).
People infected with HIV have
AIDS when they have certain
opportunistic infections or
when their CD4+ cell count
drops below 200. AIDS remains
a serious public health problem
in Kentucky. As of June 30,
2001, there have been 3,481
Kentuckians reported with
AIDS of which 1,774 are still
living. The total number of
females reported with AIDS in
Kentucky is 458 and of these
275 are still living.

WOMEN AND THE
EPIDEMIC

Advances in antiretroviral
therapies and treatments for
opportunistic infections, which
were introduced in 1996, have
reduced AIDS incidence and
deaths among Kentuckians.
Women in Kentucky, however,
have not benefited at the same
rate as men. While the number
of new AIDS cases diagnosed
among males decreased 42
percent from 297 cases in 1995
to 170 cases in 1999, the number
of new AIDS cases diagnosed
among females remained
relatively constant throughout
the same time period. (Fig. 1)
Similarly, a slower decline is
observed in the estimated
number of AIDS deaths among
women compared to men.
Estimated AIDS deaths among

Kentucky males declined 71
percent from 1995 to 1999 while
only declining 33 percent
among Kentucky females
during the same time period.

The average male AIDS
rate is approximately 6 times
higher than the average female

Figure 1.
Kentucky AIDS Cases
by Gender and Year of Diagnosis
as of 6/30/01
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SOURCE: Department for Public Health — HIV/
AIDS Branch

Figure 2.
Kentucky AIDS Rate
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rate. However, the percentage
of female AIDS cases has
increased in recent years. (Fig.
2) Approximately 87 percent of
all Kentucky AIDS cases
reported are male. (Fig. 3)

Women account for a
growing number of newly
diagnosed AIDS cases each
year. The proportion of AIDS
cases among women has
increased from 6 percent in
1985 to 23 percent in 1999. (Fig.
4)

Compared to other states,
Kentucky ranked 33rd in the
number of female AIDS cases
reported per 100,000
population, with an incidence
rate of 2.4 per 100,000 for the
year 2000. (Fig. 5)

Figure 3.
Cumulative Percent of Kentucky
AIDS Cases by Gender,
Jumne 30, 2001
N=3.481

SOURCE: Department for Public Health — HIV/AIDS
Branch

AGE

he majority of female
AIDS cases in Kentucky,
44 percent, are diagnosed

in their thirties. The median
time from HIV infection to
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Fogure 4.
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SOURCE: Department for Public Health — HIV/AIDS Branch

Figure 5.
Female AIDS Rate per 100,000
A Comparison of Kentucky
to Other States
Year of Report 2000
Rank State Name Rate
District of Columbia 87.8

1
2 New York 23.4
3 Florida 21.3
4 Maryland 20.2
5 Delaware 19.4
£ & E
# Ed k3
33 Kentucky 2.4
U.S. Rate = 8.7

SOURCE: CDC, HIV/AIDS Surveillance Report,
Year-End Edition, 2000, (No. 2):12

Figure 6.
Cumulative Percentage of Kentucky
Female AIDS Cases

by Age at Time of Diagnosis,
June 30, 2001
N=458

SOURCE: Department for Public Health - HIV/
AIDS Branch
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Department for Public Health — HIV/AIDS Branch

AIDS progression is ten years
so many of these cases may
have become HIV infected in
their twenties. The next highest
percentage of female AIDS
cases is among adults in their
twenties at 24 percent, followed
by adults in their forties at 18
percent. (Fig. 6)

RACE

he majority of female
AIDS cases in Kentucky,

52 percent, are White

Figure B,

Cumulative Percemtage of Kentucky Female
AdubifAdolescent ALDS Cases by Maode off
Exposure, June M, Jdi
N=dds

Blood
Transfuslan
%

Heterasexunl
Contuct
S50%

Himaphilia
1%

SOURCE: Department for Public Health — HIV/
AIDS Branch

AIDS Among Kentucky Women

however, African-American
women have been
disproportionately affected by
the AIDS epidemic in Kentucky:.
For example, in 1999 African
Americans comprised 7 percent
of the total female population
in Kentucky yet accounted for
42 percent of the newly
diagnosed AIDS cases among
all women in that year. (Fig. 7)
This disparity is most clearly
seen in the AIDS case rate. In
1999 the AIDS case rate for
African-American women in
Kentucky was 13.9 per 100,000
population compared to a case
rate of 0.8 per 100,000
population for women of White
and other Non-White races.
The AIDS rate for African-
American women is
approximately 17 times higher
than that for women of White
and other Non-White races.

MODE OF EXPOSURE

HIV is transmitted to
women by three primary
routes: sexual, parenteral
(blood-borne) and perinatal
(from mother to child). HIV
cannot be transmitted through
casual contact such as hugging
or shaking hands, surface
contact such as using public
restrooms, or from insect bites.

Sexual Transmission

HIV is transmitted more
efficiently from men to women
than from women to men
during sexual intercourse.
Having another sexually
transmitted disease (STD) can
increase susceptibility to HIV
infection. Among adult/
adolescent Kentucky women
with AIDS, sexual transmission
constitutes 50 percent of
reported cases as of June 30,
2001. (Fig. 8)



Parenteral Transmission

Parenteral transmission of
HIV has occurred in recipients
of blood and blood products
through transfusions and
transplants and in injecting
drug users (IDU) through the
sharing of needles. The number
of Kentucky AIDS cases who
contracted the disease through
blood, blood products, and
transplants has declined since
1992 due to improved screening
of blood products which was
initiated in 1985. The second
highest mode of exposure
percentage for Kentucky
women reported with AIDS is
IDU at 27 percent. (Fig. 8)

Perinatal Transmission

Perinatal transmission of
AIDS from mother to child can
occur during pregnancy, during
labor and delivery, and from
ingesting infected breast milk.
Kentucky has had very few
AIDS cases reported resulting
from perinatal transmission.
The greatest number of
perinatal AIDS cases, 5, were
diagnosed in 1996. There has
been a decline in perinatal
AIDS cases with only four cases
having been diagnosed since
1996.

The Centers for Disease
Control and Prevention, the
American Academy of
Pediatrics, and the Kentucky
Medical Association currently
support HIV testing for
pregnant women. Early
detection among pregnant
women is important because
administering treatment to the
mother during pregnancy and
delivery and to the child
through six weeks after birth
reduces the risk of HIV
transmission from the mother
to the infant by two-thirds.

DISTRIBUTION

he impact of the AIDS
epidemic among females
in Kentucky is not
uniformly distributed across the
state. The majority of female
AIDS cases, 44 percent, reported
that the North Central Area
Development District (ADD),
which includes Louisville, was
their ADD of residence at time
of diagnosis. The next highest
percentage, 21 percent, resided
in the Bluegrass ADD, which
includes Lexington, followed by
Northern Kentucky at 6 percent.

(Fig. 9)
CONCLUSION

In Kentucky, females
represent 13 percent of the total
AIDS cases reported and 16
percent of living AIDS cases.
While the AIDS incidence rate
for Kentucky has been
declining in recent years, the
incidence rate for females in the
state has remained stable.
Targeted prevention efforts for
females especially African
American females must
continue. These initiatives
must target women at risk for

HIV infection and must
continue to encourage HIV
testing among all pregnant
women in order to reduce
further the number of children
infected with HIV through
perinatal transmission.

Female A0S Cases
3T

Figure: %
Uesmulahwve Female ALDS Cases
by Area Development Distric
Jame= 33, 30N

SOURCE: Department for Public Health - HIV/AIDS Branch
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he U.S. population is

aging, a phenomenon that

has important and wide-
ranging consequences for both
social and health policy.! While
the elderly population grows,
women will be particularly
affected due to the greater
proportion of elderly women
than men. Currently, women in
the U.S. constitute 59 percent of
the population over age 65 and
71 percent of the population
over age 85. It is estimated that
in 30 years, the 65 plus
population will double and one
in four American women will be
over the age of 65. (Fig. 1)

As with national trends, the
aging phenomenon is also
occurring in Kentucky. 2000
census data indicate that 12.5
percent of Kentucky’s
population is 65 years of age or
older. Of this population,
women make up the majority at
57.8 percent. The ratio of
women to men increases
significantly as they grow older.
In Kentucky, 73 percent of
persons 85 and older are

The mature and older
population in Kentucky is the
fastest growing segment of the
total population. While
Kentuckians aged 45 and over
grew a modest 0.7 percent from
1980 to 1990, their rate of growth
jumped to 9.6 percent from 1990
to 2000. Looking at specific age
groups within this population
provides a better indication of
where the growth is occurring.
During the 80s, the largest
population growth among the 45
and up population occurred
among those aged 75 and over.
While this age group continued
increasing as a proportion of the
total population, the 45 - 54 year
age group (otherwise known as
“babyboomers”) increased by
46.2 percent between 1990 and
2000, which is by far, the largest
increase among the mature and
elderly population. (Fig. 2)

Menopause

ith the average female
lifespan increasing
from age 48 in the

early 1900s to 79 by 2000,

women. 2 women can expect to live at
Figure 1.
Number of Persons Age 65+,
U.S., 1900 - 2030
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least one-third of their lives
postmenopausal. Menopause
generally occurs in women
between the ages of 50 to 55,
sometimes earlier. Menopause
has three stages:
perimenopause, menopause,
and postmenopause.

Perimenopause begins two
to five years before menopause
when the ovaries begin to
produce less estrogen. During
this time, menstrual cycles may
become irregular, or flow may
change. About 75 percent of
women experience hot flashes,
night sweats, vaginal dryness,
and/or mood swings during
perimenopause.’ (Fig. 3)

The onset of menopause is
characterized by the body’s
continuing reduction in its
production of estrogen, until
finally, the menstrual cycles
stop altogether. If a woman
does not get a period for 6 or
more months, she is probably in
menopause. Postmenopause,
the one to five years following
menopause, is the time the body
begins to experience the more
damaging effects associated
with estrogen loss, such as
increased risk for certain
diseases, including osteoporosis
and heart disease.

Cardiovascular Disease Among
Postmenopausal Women

eart disease is more

prevalent among

postmenopausal
women than younger women,
and is the leading cause of

Figure 2.
Mature and Older Adult Population of Kentucky by Age
1980, 1990, & 2000
% Change | % Change
Age 1980 % 1990 % 2000 % 1980-1990 | 1990-2000
45-54 354,252 | 9.7 | 380,872 | 10.3 | 556,932 | 13.8 7.5 46.2
55-64 332,106 | 9.1 | 322,562 8.7 372,595 9.2 -2.9 15.5
65-74 248,988 | 6.8 | 267,390 7.3 273,943 6.8 7.4 2.5
75-84 125,804 | 3.4 | 151,960 4.1 172,589 4.3 20.8 13.6
85+ 35,036 1.0 | 45,718 1.2 58,261 1.4 30.5 27.4
SOURCE: Kentucky State Data Center, 2000 Census
Figure 3.
Consequences of Estrogen Loss
death among women in ‘
Kentucky and the U.S. In fact, E:i:;:l
cardiovascular disease alone Symptoms (inter- Diseases
outnumbers the next 16 causes k)| mediate) ___(Iater).
of death to women combined. fot flashes dt‘:jr',',i; steoporosis
One in nine women aged 45 to Insomnia Stress Cardiovascular
65 develops heart disease; this (urinary) disease
. . mcontinence
rises to one in three women Irritability Skin atrophy | Dementia of
after age 65.* After age 50, the
women develop and die from :“12"0“"0" s
: ype
heart disease at a rate equal to Mood T

men.’ In 1999, more women
than men died from heart
disease in Kentucky: 7,284
female deaths versus 6,873 male
deaths. The crude rate of death
for women in Kentucky in 1999
was 312.9 deaths per 1,000
women, while the rate for men
was 310.1. More women than
men die from heart disease
primarily because there are
more elderly women than men.
When adjusting for age, the rate
of death for heart disease is
higher for men than women,
however the gap narrows as
women age.® (Fig. 4)

Another significant change
that often occurs as we age is a
gradual decrease in bone
density. After menopause, bone
loss accelerates because of the

Disturbances

SOURCE: Confronting Aging and Disease: Aging of

Women

115



decline in estrogen, which
accounts for the increased
number of older women
affected by osteoporosis.
Osteoporosis refers to the
condition where the loss of bone
mass and strength takes place at
a very high rate, resulting in a
significant increase in the risk of
bone fractures.”

Four out of five victims of
osteoporosis are women who
often are not diagnosed until
after a fracture occurs.?
Osteoporosis is responsible for
70 percent of the fractures that
occur in older adults. More
than 12 percent of women over
60 years of age sustain a hip
fracture; 15 to 20 percent of
these women die as a result of
their injury.’

Age-spec rate/1,000 in age group

Figure 4.
Age-Specific Heart Disease Death Rates,
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: Kentucky Department for Public Health, Surveillance and Health Data Branch, 1999 Death Certificate File.

Hormone Replacement Therapy

eplacing estrogen in the
postmenopausal woman
as been proven effective

in the treatment of not only the
non-threatening physical
symptoms of menopause, but
also to protect some women
who are at risk for more serious
conditions such as heart disease
and osteoporosis. Hormone
Replacement Therapy (HRT)
has been documented for
several decades to be an
effective remedy for the hot
flashes and sleep disturbances
that often accompany
menopause. While HRT was
initially used to reduce the
minor discomforts, studies have
provided evidence that it may
prevent or reduce some of the
negative long-term health
effects of menopause.” (Fig. 5)

According to the 2000
BRFSS, approximately 61
percent of Kentucky women
aged 35 and over, who have had
a hysterectomy, or are
menopausal or
postmenopausal, said their
doctor had discussed the
benefits and risks of estrogen
with then. The majority of
Kentucky women over age 35
that have had a hysterectomy or

Figure 5.
Reasons Females Take Estrogen, by Age,
Kentucky, 2000
100 ~
83.7 82.5
80 73.7 67.8
2 60 - 51.9 528
¥
" a0 > 33 26.7
234 -
15.9 19.3
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35-44 45-54 55-64 65+
O Hot Flashes/Sleep Disturbances
B Osteoporosis
O Prevent Heart Attack

SOURCE: Kentucky BRFSS, 2000
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are menopausal or
postmenopausal, or are taking
HRT (Fig. 6).

Although HRT has potential
benefits for many menopausal
and postmenopausal women, it
can also have drawbacks.
Concerns about HRT center on
the increased risk of uterine
cancer and breast cancer,
especially after long-term use
(more than 10 years)."

Women with a family or
personal history of breast cancer
may be at increased risk of
cancer when taking HRT.
Though breast cancer is often
perceived as a younger
woman'’s issue, the majority of
breast cancers are diagnosed in
women over the age of 50,
making increased age one of the
primary risk factors.” (Fig. 7)

HRT may also not be
appropriate for women with a
family or personal history of
ovarian cancer. Ovarian cancer
affects fewer women than many
other cancers, however, the
difficulty in detecting the cancer
in the early stages makes it
harder to treat and more deadly.
Age is also a risk factor for
ovarian cancer with half of all
ovarian cancer cases occurring
in women over the age of 65.7

Alzheimer’s Disease and
Dementia

Izheimer’s disease is a
degenerative brain
disease that usually

begins gradually, causing a
person to forget recent events or
tamiliar tasks. How rapidly it
advances varies from person to
person, but the brain disease
eventually causes confusion,
personality and behavior
changes, and impaired
judgment. (Fig. 8)

Communication becomes
difficult as the affected person
struggles to find words, finish
thoughts, or follow directions.
Eventually, most people with
Alzheimer’s disease become
unable to care for themselves.'

One in 10 people over the
age of 65 and almost half of
those over the age of 85 have
Alzheimer’s disease. According
to the National Alliance for the
Mentally 111, four million
Americans have Alzheimer’s
disease and unless a cure or
prevention is found, that
number will jump to 14 million
by the year 2050. Worldwide, it
is estimated that 22 million
individuals will develop
Alzheimer’s disease by the year
2025.

Alzheimer’s disease touches
many people’s lives, young or
old. In a national survey, 19
million Americans said they
have a family member with
Alzheimer’s disease, and 37
million said they knew someone
with the disease.”

Kentucky has several state-
wide programs aimed at
relieving some of the burden
associated with Alzheimer’s
disease. Adult Day and
Alzheimer’s Respite programs,
long-term care ombudsman
programs, the state health
insurance information and
assistance program (SHIP), and
the personal care attendant
program are administered by
the Kentucky Office of Aging
Services through the Area
Agencies on Aging and the
aging network.

Dementia, one of the most
commonly identified symptoms
of Alzheimer’s, is a disorder
that impairs the vascular or
neurologic structures of the

Figure 6.
Females Taking Estrogen Pills, by Age
Kentucky, 2000
100 -
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SOURCE: Kentucky BRFSS, 2000
* Women over age 35 that have had a hysterectomy or
are menopausal or postmenopausal, or are taking HRT

Figure 7.
Incidence of Breast Cancer by Age,

U.S., 2000

= 500 - 450

2 —

=

S 4

= 400 348

g 300

< 229

g

?3 2004 27

=9

2100 4 |_|

é

0 T L T
40-44 50-54 60-64 70-74

SOURCE: Genetic Health, Breast and Ovarian Cancer:
Nongenetic Risk Factors, September 5, 2000

Figure 8.
Signs and Symptoms
of Alzheimer’s Disease

Cognitive Behavioral
Symptoms Symptoms
e Memory Loss e  Agitation
e Disorientation e  Anxiety
e  Confusion e Delusions
e Problems with e  Depression
reasoningand e  Hallucinations
thinking e Insomnia
*  Wandering

SOURCE: Alzheimer’s Association, People with
Alzheimer’s Disease Frequently Asked Questions
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brain. Short-term memory loss,
confusion, and the inability to
think problems through or
complete tasks without step-by-
step instructions characterize
dementia.' A few causes of
dementia are treatable,
including normal pressure
hydrocephalus, brain tumors,
and dementia due to metabolic
causes. However, many of the
disorders associated with
dementia, such as Alzheimer’s,
are progressive, irreversible,
degenerative conditions."”

Dementia is a medical,
social, and economic problem. It
is becoming increasingly
significant as the number of
elderly continue to rise.
Dementia is rare before the age
of 65, but the risk increases with
advanced age. The chances of
being affected are fewer than 1
in 1,000 under the age of 65, 4 to
5in 100 over the age of 65, and 1
in 5 over the age of 80."

Rheumatic Diseases

n estimated 40 million
people in the United
States have arthritis or

other rheumatic conditions. By
the year 2020, this number is
expected to reach 59 million.
Rheumatic diseases are the
leading cause of disability

Figure 9.
Male/Female Treated by a Doctor for Any Arthritis,
by Age Group, Kentucky, 2000

60 A
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&
20 4
10
0 L T T T | L}
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SOURCE: Kentucky BRFSS, 2000
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among adults aged 65 and
older, yet affects people of all
races and ages. Many of these
conditions affect women more
than men. For example,
rheumatoid arthritis occurs two
to three times more often in
women than in men.
Scleroderma is more common in
women than in men. Nine out
of 10 people who have lupus are
women, with African-American
women three times more likely
than Caucasian women to have
the disease.”

For women and men in
Kentucky who have been told
by a doctor that they have
arthritis, more women than men
receive treatment, particularly
as they age.” (Fig. 9)

Hearing and Vision Loss

ge-related hearing loss
(presbycusis) is a
common phenomenon

among the aging. At least 25
percent of individuals over the
age of 65 report problems with
hearing. Hearing loss is a
common and potentially
disabling problem in older
adults. While approximately
one-quarter of the elderly
complain of hearing problems;
at least one-third have
significant hearing impairment
on audiological testing. Hearing
loss may impair physical and
social function, and is
associated with cognitive
deficits, mood disturbances and
behavioral disorders.”

By the age of 65,
approximately one in three
persons has some form of vision
reducing eye disease. The most
common causes of vision loss
among the elderly are age-
related macular degeneration,
glaucoma, cataract and diabetic
retinopathy. Age-related



macular degeneration is
characterized by the loss of
central vision. Glaucoma may
result in optic nerve damage
and visual field loss. Because
this condition may initially be
asymptomatic, regular
screening examinations are
recommended for elderly
patients.

Cataract is a common cause
of vision impairment among the
elderly, but surgery is often
effective in restoring vision.
Diabetic retinopathy may be
observed in the elderly at the
time of diagnosis or during the
first few years of diabetes.
Patients should undergo eye
examinations with dilation
when diabetes is diagnosed and
annually thereafter.?

Health Care Access and Services

ﬁ s the mature and elderly

population continues to

grow over the next 20 to

30 years, Kentucky’s health care
delivery system will be
challenged to provide adequate
health services and programs.
Likewise, the needs of this
population will drive important
policy decisions regarding the
distribution and use of public
resources.

An influential factor in the
health of the elderly is having
access to and being able to
afford the cost of healthcare.
The federal Medicare program
provides health insurance
coverage for nearly one in five
adult women in the United
States (19%), primarily those
ages 65 and older.”? Given
women’s longer life span, they
rely on Medicare for more years
than men and are
disproportionately represented
among beneficiaries aged 85
and older.* Nationally, women

Figure 10.
Distribution of Medicare Beneficiaries,
by Gender, and Income as Percent of Poverty,
Kentucky, 1997 - 1999
80 1 O Kentucky
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SOURCE: Henry J. Kaiser Foundation, State Health Facts Online: Kentucky: Medicare. www.kff.org

account for more than 57
percent of the total Medicare
population and 71 percent of
Medicare beneficiaries over 85.%

In Kentucky, 16 percent
(615,436) of the total population
were enrolled in Medicare (1999
data). Of those receiving
Medicare benefits, 86 percent
were the elderly over age 65
and 54 percent were females.”
(Fig. 10)

While Medicare provides
coverage for basic acute care
services, it has high cost-sharing
requirements and does not
cover outpatient prescription
drugs. Many Medicare
beneficiaries have supplemental
insurance to help alleviate the
out of pocket expenses, 60
percent for both men and
women.” However, with seven
out of 10 Medicare beneficiaries
with incomes below the poverty
level being women, many
cannot afford the cost of
supplemental insurance and are
faced with high out of pocket
expenses for uncovered
services. In Kentucky, 51
percent of all Medicare
beneficiaries are low-income,
living below 200 percent of the
federal poverty level.®

One of the major out-of-
pocket expenses facing seniors
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Figure 11.

Estimated Medical Expenses for
Kentucky Retirees, by Income, 2000

nationwide. Surveys in
Kentucky indicate that almost
three-quarters of Kentucky
retirees with an annual income

Munt.hly . Median Annual of $15,000 or less say they
. Medla‘n Median Annual Expenses As % of cannot afford all of their
ncome Category Expenses Expenses Income R X
S0 - $14,999 $237 $2.844 28 — 38% medical expenses, which
$15,000 - $29,999 $300 $3.600 14— 18% account for 28 - 38 percent of
$30,000 - 549,999 $200 $2.400 06 — 08% their total income. (Fig. 11) Of
$50,000 + $200 $2,400 2.6-3.4% Kentucky retirees with an

annual income of $50,000 or
more a year, one-third say that

SOURCE: Kentucky Long-Term Policy Research Center, UK Sanders-Brown Center on Aging, and UK Survey
Research Center, Policy Notes, August 2001

SOURCE: Kentucky Long-Term Policy Research Center, UK Sanders-Brown Center on Aging, and UK Survey
Research Center, Policy Notes, August 2001

today is the cost of prescription
medication. Medicare does not
pay for prescription drugs and
as a result, many elderly go
without the medicines they
need. A 1999 RAND
Corporation study found that
insurance alone cut the portion
of household income spent on
prescription drugs in half. On
average, the study found lower
income seniors shouldered a
cost burden three times higher
than that of middle-income
seniors and 10 times that of
higher-income seniors. Those
with one or more chronic
conditions had burdens three
times greater than those
without them.”

Kentucky seniors face the
same challenges as the elderly
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_ they cannot afford all of their
Figure 12. medical expenses. Overall,
Percent of Kentuckians who say government support for prescription drug more than half (52%) of retirees
coverage is very or somewhat important, by income and age 45+, 2000 in Kentucky report not being
] 59 able to afford all of their
S0 -$14,999 8% L] medical expenses.® Like wise,
T the majority of Kentuckians
$15,000 - $29,999 87% [ [10% aged 45 and over, particularly
. those among lower income
$30,000 - $49,999 81% [ | 16% groups, say government
i support for perscription drug
450,008 + e 19% coverage is very or somewhat
’ | | important. (Fig. 12)
0% 20% 40% 60% 80% 100%  120% Of female Medicare
O'Very Important Percent beneficiaries nationally, 17
B Somewhat Important percent have incomes below the

federal poverty level compared
to 11 percent of men. *' Given
women’s disproportionately
low incomes and greater need
for long-term care, female
Medicare beneficiaries are more
likely than males to rely on
Medicaid (the joint federal/
state health program) to fill in
Medicare’s gaps.*

Medicaid provides two very
important benefits to qualifying
elderly: outpatient prescription
drug coverage and long-term
care services. Because women
spend approximately 22 percent
of their incomes on healthcare
versus 17 percent for men,*
these benefits provide a safety
net for poor women. The
financial burden for out-of-
pocket healthcare costs is
highest for poor women
without Medicaid. Nationally,



nearly 10 million women with
incomes below twice the
poverty level, are not on
Medicaid. These women are
spending over half of their
incomes on medical care.®*

Medicaid also covers long-
term care services to eligible
recipients residing in a licensed,
certified nursing facility. In
1998, 11 percent of Kentucky’s
Medicaid enrollment were
elderly with spending for this
group representing 24 percent
of all Medicaid spending.*® The
majority of this spending is for
long-term care for the elderly.
In fact, Medicaid was the
primary payor source for over
71 percent of nursing facility
beds in 1999. Private pay
followed at 16.5 percent, with

Medicare paying for 9.5 percent.

(Fig. 13)

Long-Term Care/Nursing
Home Utilization

omen, because of their
longer life span, are
likelier than men to

live with functional
impairments necessitating a
need for long-term care.
Nationally, two-thirds of all
Medicare beneficiaries who
receive home health services
and three-fourths of all nursing
home residents are female.3¢

Long-term care is necessary
when a chronic condition,
trauma, or illness limits their
ability to carry out basic self-
care tasks, often called activities
of daily living (ADLs), or
household chores, known as
instrumental activities of daily
living (IADLs). An estimated
12.8 million Americans of all
ages need assistance from
others to carry out everyday
activities. Most, but not all,
persons in need of long-term

care are elderly. Approximately
57 percent are persons aged 65
and older; 40 percent are
working-age adults aged 18 to
64; and 3 percent are children
under age 18.¥

The 21st century will be
marked by a dramatic increase
in the size of the older
population as the large baby
boom generation ages. Itis
estimated that the number of
older persons needing long-term
care may as much as double over
the next 25 years.® (Fig. 14)

Nationally, nursing home
stays were shorter in 1997 than a
decade earlier, perhaps reflecting
more use of home health care or
the use of nursing homes for
short-term rehabilitation.” (Fig.
15) The average length-of-stay
(admission to discharge) for
nursing facility patients is 870
days (2.38 years). This figure is
higher for female patients at 907
days (2.48 years). The number of
days spent in a nursing facility
appears to increase with age.
Persons aged 65 to 74 spend
approximately 857 days in a
nursing facility while persons
over the age of 85 have been in
the facility an average of 932

Figure 14.
Number of Long-Term Care Users in the Next
25 years, United States
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SOURCE: U.S. General Accounting Office, Long-Term
Care: Diverse, Growing Population Includes Millions of
Americans of All Ages, (GAO/HEHS-95-26), November
7, 1994

Figure 13.
Payor Source for Nursing Facility Beds,
Kentucky, 1999

Private
Pay
17%

Medicare
10%

Medicaid
73%

SOURCE: Kentucky Department for Public Health,
Health Policy Development Branch, 1999 Kentucky
Long Term Care Report
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Figure 15.
Length of Stay of a Nursing Facility Patient
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In Kentucky, nursing home

Figure 16, occupancy rates have fluctuated
Liensed Long-Term Care Beds, over the past six years, yet
Kenlucky, 2008 remain consistently high. (Fig.

17) Looking at occupancy rates
by region, most areas of the

Skilled state experienced a decline in
Nursing occupancy since 1995, while
041% only three regions, FIVCO, Lake

Cumberland and Bluegrass saw

[ntermediate increases. (Fig. 18)

Care
0.33% For the elderly not needing
: the level of care provided by
N ’lh:[l 2“" nursing homes and other
. institutions, Kentucky offers a
i} Homecare Program. Homecare
ICFMRE . . ¢
2 0 is a social service rather than a

A lzhelmer's medical service, where no

034% doctor’s order is necessary. In-
home services offered by this
SOURCE: Kentucky Department for Public Health, Health Policy Development Branch, 2000 Kentucky Long Term program include patlent
Care Report assessment, case management,
escort services, home-delivered
meals, homemaker, chore, home
repair and home management
services, personal care, and
respite care.

days (2.55 years). Single persons
(widowed, divorced, or never
married) are likely to spend
significantly more days in a
nursing facility than their

married counterparts.* .
Caregiver Issues

In 2000, Kentucky had ver the next decade
25,553 licensed nursing home Aboroximately 47
beds. Most of these beds, 73 pp Y

. . million baby boomers in
percent, are licensed as nursing

facility (NF) beds. Personal care I;TlorthlAnflerica will be facing
beds make up the second the rf) eo caregwer.to a parent,
largest category with 21.4 relative or elderly friend. At the

ercent. (Fig. 16) same time countless thousands
p - (H1g- of seniors face the dilemma of
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Figry 17,
Sy Home Bed Qocopency Bale by Bed Dipe.
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caring for a chronically ill
spouse.*!

The typical caregiver in this
country is a married woman in
her mid-forties who works full-
time, is a high school graduate,
and has an annual household
income of $35,000. (Fig. 19)
Asian and Hispanic caregivers
are younger than whites, with
average ages of 39 and 40,
respectively, compared with 47

for whites. More than one-third
of Asian and Hispanic
caregivers are under 35,
compared with just over one in
five white caregivers. More
than 73 percent of the caregivers
are female and 27 percent are
male.*

While there are numerous
reasons for a person needing
caregiving, aging is the most
commonly cited purpose.
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Functional impairments such as
mobility problems and
dementia are also commonly
cited. (Fig. 20)

Another phenomenon
occurring among the mature
and elderly population is
grandparenting, or
grandparents raising
grandchildren. According to
the 2000 census, nearly 5.5
million children live with
grandparents. In three-fourths
of the families with
grandparents and
grandchildren, a grandparent
maintains the household. These
grandparents are not always
seniors, but many of them fit
into this category. Of the
grandparents who are 65 years
of age and older, 15 percent are
women; 21 percent are men.*

Kentucky is in the process of
developing a program to
coordinate a system of support
for family caregivers of older
adults and grandparents caring
for children under the age of 18.
For more information on this
program, contact the Kentucky
Office of Aging Services.
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APPENDIX A

Community Mental Health/Mental Retardation Centers (CMHMRCs)

Region Region Name County

1 Four Rivers Behavioral Health Ballard, Calloway, Carlisle, Fulton, Graves, Hickman,
P.O. Box 7287 Livingston, Marshall, and McCracken.
1530 Lone Oak Road
Paducah, KY 42002-7287

2 Pennyroyal Regional MH/MR Caldwell, Christian, Crittenden, Hopkins, Lyon,
P.O. Box 614 Muhlenberg, Todd, and Trigg.
1507 South Main Street
Hopkinsville, KY 42241-0614

3 River Valley Behavioral Health Daviess, Hancock, Henderson, McLean, Ohio, Union, and
Cigar Factory Complex Webster.
1100 Walnut Street
Owensboro, KY 42302

4 Life Skills, Inc. Allen, Barren, Butler, Edmonson, Hart, Logan, Metcalfe,
P.O. Box 6499 Monroe, Simpson, and Warren.
922 State Street, 1** Floor
Bowling Green, KY 42102

5 Communicare, Inc. Breckinridge, Grayson, Hardin, Larue, Marion, Meade,
1311 North Dixie Avenue Nelson, and Washington.
Elizabethtown, KY 42701

6 Seven Counties Services Bullitt, Henry, Jefferson, Oldham, Shelby, Spencer, and
101 West Muhammad Ali Blvd Trimble.
Louisville, KY 40202

7 North Key Community Care Boone, Campbell, Carroll, Gallatin, Grant, Kenton, Owen,
P.O. Box 2680 and Pendleton.
Covington, KY 41012

8 Comprehend, Inc. Bracken, Fleming, Lewis, Mason, and Robertson.
611 Forest Avenue
Maysville, KY 41056

10 Pathways, Inc. Bath, Boyd, Carter, Elliott, Greenup, Lawrence, Menifee,
P.O. Box 790 Montgomery, Morgan, and Rowan.
Ashland, KY 41105-0790

11 Mountain Comp. Care Center Floyd, Johnson, Magoffin, Martin, and Pike.
150 South Front Avenue
Prestonsburg, KY 41653-5340

12 KY River Community Care Breathitt, Knott, Lee, Leslie, Letcher, Owsley, Perry, and
P.O. Box 794 Wolfe.
Jackson, KY 41339

13 Cumberland River Comp. Care Bell, Clay, Harlan, Jackson, Knox, Laurel, Rockcastle, and
American Greeting Card Road Whitley.
P.O. Box 568
Corbin, KY 40702

14 Adanta Adair, Casey, Clinton, Cumberland, Green, McCreary,
259 Parkers Mill Road Pulaski, Russell, Taylor, and Wayne.
Somerset, KY 42501

15 Bluegrass Regional MH/MR Anderson, Bourbon, Boyle, Clark, Estill, Fayette, Franklin,

P.O. Box 11428
Lexington, KY 40575

Garrard, Harrison, Jessamine, Lincoln, Madison, Mercer,
Nicholas, Powell, Scott, and Woodford.

SOURCE: Kentucky Cabinet for Health Services, Department of Mental Health/Mental Retardation




APPENDIX B

Kentucky Area Development Districts (ADDs)

ADD

ADD Name

County

Purchase

Ballard, Calloway, Carlisle, Fulton,
Graves, Hickman, McCracken, and
Marshall.

Pennyrile

Caldwell, Christian, Crittenden,
Hopkins, Livingston, Lyon,
Mubhlenberg, Todd, and Trigg.

Green River

Daviess, Hancock, Henderson,
McLean, Ohio, Union, and Webster.

Barren River

Allen, Barren, Butler, Edmonson,
Hart, Logan, Metcalfe, Monroe,
Simpson, and Warren.

Lincoln Trail

Breckinridge, Grayson, Hardin,
Larue, Marion, Meade, Nelson, and
Washington.

Kentuckiana

Bullitt, Henry, Jefferson, Oldham,
Shelby, Spencer, and Trimble.

Northern Kentucky

Boone, Campbell, Carroll, Gallatin,
Grant, Kenton, Owen, and Pendleton.

Buffalo Trace

Bracken, Fleming, Lewis, Mason, and
Robertson.

Gateway

Bath, Menifee, Montgomery,
Morgan, and Rowan.

10

FIVCO

Boyd, Carter, Elliott, Greenup, and
Lawrence.

11

Big Sandy

Floyd, Johnson, Magoffin, Martin,
and Pike.

12

Kentucky River

Breathitt, Knott, Lee, Leslie, Letcher,
Owsley, Perry, and Wolfe.

13

Cumberland Valley

Bell, Clay, Harlan, Jackson, Knox,
Laurel, Rockcastle, and Whitley.

14

Lake Cumberland

Adair, Casey, Clinton, Cumberland,
Green, McCreary, Pulaski, Russell,
Taylor, and Wayne.

15

Bluegrass

Anderson, Bourbon, Boyle, Clark,
Estill, Fayette, Franklin, Garrard,
Harrison, Jessamine, Lincoln,
Madison, Mercer, Nicholas, Powell,
Scott, and Woodford.

SOURCE: Cabinet for Health Services, Department of Public Health




APPENDIX C

Kentucky’s District Health Departments - 2001

Adair County Center
801 Westlake Drive
Columbia, KY 42728
(270) 384-2286

Breckinridge County Home Health
Highway 60

P.O. Box 456

Hardinsburg, KY 40143

Ashland-Boyd County Center
2916 Holt Street

P.O. Box 4180

Ashland, KY 41105-4180
(606) 324-7181

Butler County Center

104 North Warren Street

P.O. Box 99

Morgantown, KY 42261-0099
(270) 526-3221

Ashland-Boyd County Center
Cannonsburg Division

1320 Wolohan Drive
Ashland, KY 41105

(606) 928-0948

Caldwell County Health Department
310 Hawthorne Street

P.O. Box 327

Princeton, KY 42445

(270) 365-6571

Ballard County Center
U.S. Highway 60

P.O. Box 357
LaCenter, KY 42056
(270) 665-5432

Calloway County Center
701 Olive Street
P.O.Box 1115

Murray, KY 42071
(270) 753-3381

Barren County Center

318 West Washington
P.O. Box 1464

Glasgow, KY 42142-1464
(270) 651-8321

Campbell County Health Center
12 East Fifth Street

Newport, KY 41071

(859) 431-1704

Bath County Center

56 Treadway

P.O. Box 537
Owingsville, KY 40360
(606) 674-2731

Carlisle County Center
East Court Center

P.O. Box 96

Bardwell, KY 42023
(270) 628-5431

Bell County Center
310 Cherry Street
Pineville, KY 40977
(606) 337-7046

Carroll County Center
401 Eleventh Street
Carrollton, KY 41008
(502) 732-6641

Bell County Center
Branch Office

111 21% Street

P.O. Box 160
Middlesboro, KY 40965
(606) 248-2862

Carter County Center
U.S. 60 East

P.O. Box 919
Grayson, KY 41143
(606) 474-5100

SOURCE: Kentucky Department of Public Health




APPENDIX C

Kentucky’s District Health Departments - 2001

Boone County Health Center
Clinical/Home Visiting

7505 Burlington Pike
Florence, KY 41042

(859) 525-1770

Carter Center — West
Hitchins Avenue

P.O. Box 728

Olive Hill, KY 41164
(606) 286-6000

Casey County Center
199 Adams Street
P.O. Box 778
Liberty, KY 42539
(606) 787-6911

Fulto