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INTRODUCTION
If Baltimore City is going to retain current residents and meet Mayor Stephanie
Rawlings-Blake's goal of increasing the number of City residents by 10,000 families by
2022, it will be important that the City be perceived as a place where children, youth, and
families are healthy and successful in life. There is a great deal known about the health
and well being of Baltimore’s children, youth, and families. Some of the available data
were used by the Healthy Baltimore 2015 Planning and Development Committee of the
Health Department to create a report, Healthy Baltimore 2015 (Spencer, Petteway,
Bacetti, & Barbot, 2011) outlining goals for improving Baltimore’s Health. As Health
Commission Barbot (2012) has said, Healthy Baltimore 2015 was written to serve “as the
blueprint to improving and sustaining the health of every Baltimorean". Descriptions of
the health and well being of Baltimore’s 55 Community Statistical Areas also can be
found on the Baltimore City Health Department’s website for each of the 55 communities
in Baltimore for 2011 with data from 2008 available for comparisons
(www.baltimorehealth.org/neighborhoodmap.html).
A more extensive report, Vital Signs 10 (BNIA-JFI, 2012) produced by the
Baltimore Neighborhood Indicators Alliance – Jacob France Institute (BNIA-JFI)
describes the characteristics of Baltimore’s communities using more than 100 indicators
including how Baltimore and its neighborhoods changed from 2000-2010. In addition to
this report and an update for 2011, BNIA-JFI maintains an extensive set of maps and
reports describing many aspects of life in Baltimore. If you are not familiar with the
work of BNIA-JFI, you should investigate their website (www.bniajfi.org) as it includes
a wealth of information about Baltimore and its neighborhoods.
There are a great many other reports describing health and well being in
Baltimore. For example, the Health Department has produced reports describing trends
and disparities in health (BCHD 2010), youth violence (Office of Epidemiology and
Planning, 2010), and lead poisoning (BCHD 2009). The Baltimore City Public School
System (City Schools) has produced a great many reports describing the achievements of
and challenges facing students, many of which are available on their website
(www.baltimorecityschools.org). The Baltimore Education Research Consortium
(BERC) also has produced a number of reports describing school achievement and
attendance (e.g., Connolly & Olson, 2012). The Joint Center for Political and Economic
Studies (2012) produced a report describing health inequities in Baltimore. The report
concluded that the overall pattern of neighborhood clustering of poverty and ill health
“suggest that the clustering of social and economic distress in low-income and nonwhite
neighborhoods constrains opportunities for people in these communities to live health
lives” (Joint Center 2012:1).
It is important to recognize that issues related to health and well being involve
more than the availability, use, and effectiveness of health services (e.g., Marmot &
Wilkinson, 2005; World Health Organization, 2012). Health is more than just the
absence of illness. We need to be concerned about more than just the percentage of
Baltimore residents with a health problem. In addition to wanting to improve the overall
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health of Baltimore’s residents, we need to be concerned about inequities in health and well
being that exist within Baltimore. The health of Baltimore’s residents varies greatly from
neighborhood to neighborhood. Baltimore City agencies and those working with those agencies
are increasingly focusing on reducing inequities and disparities in addition to promoting overall
health and well being. These efforts go beyond traditional public health activities such as
immunizations and advocacy for health services to a focus on health in all policies (Spencer,
Petteway, Bacetti, & Barbot, 2011).
For example, in undertaking the first comprehensive revision of the Baltimore City
Planning Codes since 1971, the Baltimore City Department of Planning is moving beyond its
traditional focus on economic develop to examine how zoning can improve the health and well
being of Baltimore’s residents (www.rewritebaltimore.org). A report, Zoning for a Healthy
Baltimore: A Health Impact Assessment of the Transform Baltimore Comprehensive Zoning
Code Rewrite by Thornton, Fichtenberg, Greiner, Feingold, et al. (2010) describes a number of
ways that zoning can promote positive health and development and increase the number of
individuals experiencing factors that promote positive health and well being. The Zoning for a
Healthy Baltimore report is an attempt to improve the health and well being of Baltimore’s
residents by conducting a Health Impact Assessment (HIA). The HIA includes a process for
systematically evaluating the health impacts of a proposed policy or program in order to inform
decision-making. The Thornton et al. (2010) report influenced the final version of Baltimore’s
new zoning code by contributing information that was used to revise the current draft of the
zoning codes. This revision of the zoning code and the use of HIAs constitute an important
opportunity to use available data to influence the health and well being of Baltimore’s residents
for many years to come.
In conjunction with the community outreach efforts of the Baltimore City Health
Department, ongoing discussions related to the transformation of the nation’s health services,
and increasing recognition that social factors have significant implications of many of our City’s
and nation’s health problems (e.g., obesity, low birth weight, hypertension, and substance abuse),
we have an unprecedented opportunity to use what is known about the health of Baltimore’s
residents and the factors that increase risk or wellness, and transform both the health of our City
and the way the City examines policy and fiscal options. For example, the Baltimore City Health
Department has not only refocused the City’s home visiting efforts to include only programs
with evidence of effectiveness but it has instituted a citywide social marketing campaign
(www.healthybabiesbaltimore.com, B’More for Healthy Babies) to increase knowledge of what
we all can do to reduce infant mortality. Once, child welfare systems focused primarily on safety
and permanency placement. Today Baltimore’s Department of Social Services and other child
welfare systems also prioritize enhancing child and family well being. The Maryland State
Department of Juvenile Services is increasingly focusing on better linking the youth they are
serving with needed services. Through its significant expansion of preschool programs in
Baltimore, the Baltimore City School System (City Schools) has greatly increased the number of
Baltimore’s four year old children that are participating in a preschool program. Recognizing
that many of Baltimore’s students live in neighborhoods that present substantial challenges to
student success, Baltimore City Public Schools have expanded supports and services in
neighborhoods where students are lagging in attendance and academic achievement.
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Children and youth ages 0-24 constitute more than a third of the City's population.
Many of the children and youth in Baltimore have access to assets and supports likely to
increase health and overall well-being. Many do not. This report, The Health and Wellbeing of Baltimore's Children, Youth, and Families: Opportunities and Challenges,
constitutes one component of Baltimore’s multifaceted effort to understand the health and
well being of its residents. In this document, we review some of the available health data
for children and youth in Baltimore from birth to 24 years of age and their families. We
also review the distribution of some of the risk factors and assets that contribute to health
and well being in Baltimore. It is important to recognize that communities within
Baltimore differ greatly in terms of their economic wealth, social capital, and social
determinants of health and well being. Our intention is to both describe overall trends
and to present data that can be used to identify difference and inequities that may exist.
We believe that this information and data will facilitate linking efforts of different
stakeholders focusing on common concerns. We also believe that the use of maps allows
for an easier understanding of the clustering in Baltimore of both risk and protective
factors and the need to take both a community and a developmental approach.
The current report describes only some of factors affecting of the health and well
being of Baltimore’s children, youth and families. We recognize that there are many
aspects of health and well being that we do not discuss. Clearly, there is much work
remaining if we are to fully understand the challenges and opportunities available for
increasing the health and well being of Baltimore’s children, youth, and families.
However, we hope that this report illustrates some of the ways that access to and/or use
of existing data could help Baltimore to better understand its needs and assets. We hope
that this report can help those who are in a position to improve the health and well being
of our children, youth, and families to maximize their opportunities.
One of the priorities of the Johns Hopkins Urban Health Institute is to identify the
assets existing in East Baltimore and needs not being addressed to the satisfaction of local
residents. To understand how to utilize this information, we also need to understand
whether the factors in East Baltimore are similar to or different from factors and
relationships elsewhere in Baltimore. Much of the data used in this report are available
from the Baltimore Neighborhood Indicators Alliance-Jacob France Institute at the
University of Baltimore (known as BNIA-JFI), another organization committed to
increasing our understanding of Baltimore by providing access to data
(www.bniajfi.org/about bnia).
We look forward to this report stimulating additional discussions at the Johns
Hopkins University and elsewhere. Although there is always a need for additional data,
policies, programs, practices, and services could be better targeted and improved if there
was a better understanding of the data that do exist. Because we have substantial
inequities in the health and well being of Baltimore’s residents, it is important to focus
both on overall improvements and the extent to which policies and practices are reducing
inequities.
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A list of unpublished reports describing the health and well being of Baltimore’s
residents and factors affecting the magnitude of our health and well being and inequities that
that exist in Baltimore and elsewhere is included at the end of this document. We will be posting
copies of these reports at the Urban Health Institute website, www.urbanhealth.jhu.edu. We
know that we have not identified all relevant reports and recognize that reports continue to be
generated. We recognize that there are many groups using data to promote positive health and
well being in Baltimore. We hope that our report supports the continuation and increases the
number of discussions using these data.
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BACKGROUND AND METHODOLOGY
COMMUNITY STATISTICAL AREAS (CSAS)
Baltimore is a city of neighborhoods. Many of the children and youth in
Baltimore have access to assets and supports likely to increase health and overall wellbeing. Many have access to fewer assets and confront many more factors related to risk
of ill health. Some efforts to improve the health and well-being of Baltimore’s children,
youth, and families will focus on city-wide initiatives and policies and practices that may
be tied to state or national initiatives. However, if we are to achieve maximum benefit
from these efforts, it is important to go beyond a focus only on improving overall health
statistics. It is important to understand the variations that exist within Baltimore and to
work to reduce these variations and inequities among Baltimore’s residents. It is
important to understand the local factors that are promoting or inhibiting health and wellbeing in Baltimore.

Map 1. The 55 Baltimore CSAs
In attempting to understand Baltimore and its diversity, more than 270
neighborhoods have been recognized by the City. It is important to understand how the
assets in each of these neighborhoods can be mobilized and maximized. For the purpose
of this report, we have focused on Baltimore City’s 55 Community Statistical Areas
(CSAs, presented in Map 1). CSAs were originally created by the Baltimore City
Department of Planning in conjunction with the Baltimore Data Collaborative and are the
geographic units most widely used in describing Baltimore and variations existing within
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Baltimore. For example, the Vital Signs 10 report created by BNIA-JFI provides data on 111
indicators (Baltimore Neighborhood Indicators, 2012). Not only are data available for each of
these indicators for each of the 55 CSAs but the data are also available concerning how these
indicators have changed since the initial Vital Signs report in 2002
(www.bniajfi.org/downloads).
The CSAs are produced by grouping neighborhood census tracts with similar
demographics and socioeconomic status. Additional information concerning the characteristics
of these CSAs and much of the data included in this report can be found in the Vital Signs 10
Report (BNIA-JFI, 2012) and on the BNIA-JFI website, (www.bniajfi.org/about bnia.) Map 1
presents the 55 CSAs described in this report. When we present geographic variations in risk,
health, or well being later in this report, the data will be presented using maps of the 55 CSAs.
We also use these 55 CSAs when organizing some of the student data to illustrate how the
location of schools affects the perceptions of students and staff working in those schools. As
indicated earlier, the data presented in this report are from reports developed by a great many
agencies and organizations.

BALTIMORE CITY
As Chart 1 shows, in 2010, the
population of Baltimore was estimated to
be 620,961, with African Americans
constituting 63.7% of the population
(Census 2010). Anyone who has driven
through Baltimore in the past three
decades can see that population loss in
Baltimore has not occurred equally in all
of Baltimore’s neighborhoods. In recent
years, several neighborhoods have
experienced significant increases in the
number of residents. Likewise, the assets
and risks existing in Baltimore vary
among the neighborhoods. In addition to
examining the overall health and well
being and trends in overall health and
well being, it is important to examine
variations within the City.
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As shown in Chart 1, the
population of Baltimore City declined
from 949,708 in 1950 to 620,961 in
2010. This long period of decline
followed a population increase of
10.5% from 1940-50. Population
declines were greatest from 1970-80
(-13.1) and 1990-2000 (-11.5%).
Chart 2, illustrates that the
recent declines in the population of
Baltimore have not been equal for all
age groups. The most significant
declines between 2000-2010 were for
children ages 5-14 and for adult’s
ages 35-44 and ages 75-84. The loss
of children might reflect families
continuing to move from Baltimore as
their children reach school age and/or
those ages 20-34 having fewer
children or both. Either of these
possibilities has important implications
for the City’s efforts to increase
population as well as for targets for
improving health and well being.

Chart 2: Age-wise Population Changes 2000-2010
(SOURCE: US Census 2010 & BHCD 2012)

Chart 3: Population Changes by Age and Sex from
2000-2010 (SOURCE: US Census 2010 & BHCD 2012)

Chart 3, indicates that declines in
recent population have occurred for both
males and females and that the City has
become slightly younger over the past
decade, with the median age of 34.4
constituting a 1.7% decline from 2000 to
2010.
Chart 4, indicates that both the
number of WhitesandBlacks in
Baltimore decreased from
2000-2010 with the population decline for Whites being greater than for Blacks. From
2000-2010 the population of Baltimore decreased by 10.6% while the Black population
declined by 4.2%. On the other hand, the number of Hispanics living in Baltimore
showed a considerable increase from 2000-2010, 159.1%. Along with the overall decline
in population, Baltimore continues to experience a decline in occupied household units
and an increase in vacant units. This change in the occupancy of housing in Baltimore
has important implications both for the health and well being in specific communities and
for efforts to improve health and well being.
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Given the significant decline in
Baltimore’s population since 1950, it is not
unexpected to find that there also has been
a significant decline in both the total
number of housing units and the number of
occupied housing units.

Chart 4: Population Change by Race in Baltimore City
2000-2010 (Source: US Census 2010 & BHCD 2012)

Chart 5 shows that from 20002010, there was a 3.1% decline in
occupied housing units in Baltimore and
10.1% increase in vacant housing units.
Chart 5 also shows that from 2000-2010
there was an 8.9% decrease in the number
of family households in the city but a 4.9%
increase in the number of non-family
households, housing units with multiple
individuals not from the same family.
Chart 6 indicates that the
increase in the percentage of
households in the City that were vacant
and abandoned stabilized from 20082010 after increasing during the earlier
part of the decade.
Although the City has lost
substantial population, these changes
have not taken place in all
neighborhoods. Map 2 (next page),
identifies the neighborhoods have the
greatest gains (in blue) and declines (in
red) in population from 2000 to 2010.
Over the past decade, several of
the neighborhoods with the greatest
declines (Oldtown/Middle-East,
Greenmount-East, Clifton-Berea,
Midway-Coldstream) and increases
(Harbor-East/Little Italy) can be found in
East Baltimore. Map 2 shows that
neighborhoods gaining and losing
significant populations are often
relatively close to each other. This could
constitute an opportunity for linking
assets across neighborhoods.

Chart 5: Changes in Housing Units and Households
2000-2010 (Source: US Census 2010 & BHCD 2012)

Chart 6:

B

Propoe
rties
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It is important to recognize that most of
the decline in population in Baltimore took place
not in the past decade but in the preceding three
decades. The loss of a large number of residents
in some communities creates challenges to health
and well being. Not only does the change in
population have implications for the assets
available in a community but buildings vacant for
long periods of time can constitute a challenge to
positive community infrastructures.

Map 2:

The Baltimore Neighborhood Indicators
Alliance Jacob France Institute (2012) Vital Signs
10 Report found that from 2000-2010, 34 CSAs
showed decreases in population with 19
Baltimore CSAs increasing in population. The
Vital Signs 10 Report also found that from 20002010, 48 of the 55 Baltimore CSAs became more
racially diverse. Changes in population and
variations within the City have important implications for the need for schools and other
services. Increases and decreases in population could cause the number of students
attending an elementary school to change markedly over a small number of years. Some
of Baltimore’s neighborhoods, Barclay and Edmonson Village and the neighborhood near
Hopkins Hospital are likely to experience significant increases in population over the
next decade and housing is currently being built or rehabilitated.
The majority of Baltimore’s residents are African American. The fastest growing
groups in Baltimore are other racial/ethnic groups. Efforts to promote health and well
being in Baltimore will need to increase the focus on the health and well being of our
minority populations and reducing inequities that exist between the ethnic/racial groups.
As communities become more racially and ethnically diverse, it will be important to
monitor the health and well being of the different groups and changes occurring in the
neighborhoods. It will be important to understand the factors promoting health and ill
health and to consider the extent to which strategies for change need to take into account
social factors that differentially affect racial/ethnic groups. It will also be important to
examine the strategies for improvement being proposed or used and the extent to which
these take into account social determinants of health that have consistently worked to
created inequities and disparities in Baltimore and elsewhere.
Both the Mayor’s Office through the Vacant to Values Program
(www.baltimorehousing.org/vacants_to_value.aspx) and the ongoing review of schools
being conducted by the school system (Jacobs 2012) represent opportunities for dealing
with some of the impacts of Baltimore’s changing population. Efforts to improve health
might be targeted to neighborhoods experiencing growth as well as those with substantial
health deficits. In addition to describing improvements and challenges in Baltimore, the
BNIA (2012) report highlights the need to examine the variations within Baltimore:
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“these overall City improvements hide the fact that not all of the City’s neighborhoods have
benefited equally. In the City’s most distressed neighborhoods, the compounding effects of
population loss, increases in vacancies and foreclosures, recent increases in crime rates, and
increases in unemployment and poverty continue to affect the lives of thousands of residents.
There are seventeen communities in Baltimore where at least three of every ten families with
children live in poverty. In communities such as Upton/Druid Heights and Oldtown/Middle East,
at least one in every two families with children lives in poverty. In some of the same
neighborhoods, the crime rate is at least the same as the City average; in Oldtown/Middle East,
the crime rate is currently more than 40% above the City average” (BNIA 2012). In terms of
economic opportunities, the Vital Signs report identified a number of indicators that had not
shown improvement overall for the City from 2000-2010. “More Baltimore neighborhoods are
experiencing housing burdens; the percentage of vacant and abandoned homes increased by
2.6%, the percentage of residents spending more than 30% of their household income on their
housing expenses increased by 12.7% for renters and 8.4% for homeowners, and while there
were decreases in foreclosure filings until 2007, the City ended the decade with a higher rate of
foreclosures than in 2000” (BNIA 2012).
The first decade of the 21st century found a slight decrease in Baltimore’s residents living
in poverty, from 22.3% in 2000 to 21.3% in 2010 (BNIA 2012). This report found that more
than half the individuals living in Upton/Druid Heights lived below the poverty level in 2010 and
that Cherry Hill and Oldtown/Middle East had more than 47% of the residents living below the
poverty level in 2010.
BNIA also reported that in 2010, 12.6% of the City’s workforce was unemployed with
six CSAs having at least one of every five persons being unemployed. This probably is an
underestimate for the number of residents not working because it would exclude anyone not
looking for work. Again, when considering interventions to promote health and well being it is
important to recognize that the unemployment rates for 2010 varied from 2.8% in Mt.
Washington/Coldspring to 24.3% in Southwest Baltimore and 24.2% in Penn North/Reservoir
Hill. In Baltimore neighborhood unemployment rates vary by a magnitude of 8.7 with the rates
in Southwest Baltimore being 8.7 times the rate in Mt Washington/Coldspring.
Map 3, shows changes in the rate of vacant housing in 2000 and 2010, and Map 4 shows
changes in the rate of foreclosures from 2000-2012, illustrating some important differences. The
CSAs with the greatest increase in foreclosures over the past decade are often not the same as
those with the highest number of foreclosures. This suggests that communities where vacancies
were not a problem in the past may be in danger of becoming communities with a high number of
vacancies. The maps also suggest that development may change the number and characteristics
of residents in Baltimore’s neighborhoods.
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Map 3: Percentage Change in Rate of
Vacant Units 2000-2010

Map 4: Percentage Change in Rate of Vacant
Units 2000-2010

For example, one of the neighborhoods with the greatest loss from 2000-2010, the
area in Southwest Baltimore, is experiencing a significant increase in population as new
housing near Edmondson High School is being built, with some units already occupied.
These developments provide opportunities to monitor improvements in health and well
being associated with significant changes in the housing in these communities. Not only
might the age and socio-demographic characteristics of the neighborhood change, but
receiving health services. It will be important to understand how health status may
change with different types of new developments. For example, the nature of the housing
being constructed in Southwest Baltimore is different from the housing construction/
reconstruction in the Barclay neighborhood or in the area adjacent to the Johns Hopkins
Hospital. The extent to which the needs of the new residents are met and how these new
residents affect the social capital within their communities warrants monitoring.
The development work in Barclay, Greenmount East, and other communities
presents important opportunities for positively impacting the health and well being of the
residents in the communities as well as a need to meet the challenges facing the new
residents. It is important to recognize that not all development efforts in Baltimore have
increased health and well being. Over the past 20 years, many of Baltimore’s
rehabilitated units have fallen back into vacancy. For example, the development of
apartments near the corner of North Broadway and North Avenue constitutes the second
round of major developments in the past twenty years.
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In addition to the new housing developments, the City plays a significant role in the
provision of housing for low income residents through the provision of housing in city-owned
apartments and through Baltimore’s Housing Choice Voucher Program, the federally funded,
rental assistance program for low-income families, the elderly and the disabled in the private
market. According to the Baltimore City Housing Department, the Housing Choice Voucher
Program currently includes approximately 12,000 families and 3,000 landlords1. As with the
Vacants to Value Program, this existing infrastructure presents an important opportunity to
increase the assets available to Baltimore’s residents as well as the opportunities and assets that
could most impact health and well being in specific communities. With the federal government
moving its attention away from governmental funding and ownership of dwellings to “utilize
housing as a platform for improving quality of life”, as described in the FY 2010–2015 HUD
Strategic Plan, HUD’s most recent strategic plan2 (USHUD 2010), there are significant
opportunities for Baltimore’s efforts both through increased collaboration with the Baltimore
Office of HUD and through continued and increased access to federal funding targeted at
utilizing housing to improve quality of life. As is pointed out in the HUD Strategic Plan, much
of the changing of strategies and programs related
Map 5: Baltimore City CSAs & Household
to housing are being developed at the local level
Income
(USHUD 2010: 4).
Probably the biggest challenge to reducing
health inequities in Baltimore and to improving the
health and well being of the residents is the
substantial variation in income that exists among
Baltimore’s neighborhoods. Many studies have
found a strong relationship between income and
health (e.g., Deaton 2002; Marmot 2002). The
impact of household income has been shown to
have a major impact on the health of children and
youth (e.g., Case, Lubotsky, & Paxson 2002;
Currie & Lin 2007). The US Census estimated that
the median household income for Baltimore City
in 2009 was $38,772 compared to a median
income for Maryland of $69,272. However, Map 5
shows that many communities in Baltimore have a
medium income significantly less than $38,772.
Considerable variation also is found in terms of
employment rates with the CSA having the highest
unemployment rate in 2010, Southwest Baltimore,
(24.3%) having an unemployment rate 8.7 times
greater than the CSA with the lowest
unemployment rate, Mt. Washington/Coldspring
(2.8%). We would expect that these differences in income and employment might translate into
substantial variation in neighborhood health and well being. As we show in the next section of
this report, this is very much the case.
1
2

www.baltimorehousing.org/housing_choice_voucher_program
portal.hud.gov/hudportal/documents/huddoc?id=DOC_4436.pdf
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HEALTH AND WELL BEING IN BALTIMORE
Map 6 shows considerable variation in life expectancy across Baltimore. These
variations are very consistent with the variations in income shown for the CSAs in Map
5. As described in a Sun Newspaper article (Scharper 2012), “The average resident of
Sandtown-Winchester can expect to live as long as a resident of Tajikistan, a former
Soviet Country still struggling to recover from a civil war.” An earlier article in the
Baltimore Sun described the 20-year life expectancy differences between the
neighborhood in Baltimore with the shortest life expectancy, Hollins Market (63 years)
and the neighborhood in Baltimore with the greatest life expectancy, Roland Park, (83
years).
TABLE 1. EMERGENCY DEPT. VISITS FOR
ASTHMA
(PER 100,000 POPULATION)
Total Male
2,670 3,493
Less than 1 year
IN
BALTIMORE
CITY,
2010
6,178 7,777
1-4 years
3,476 4,323
5-14 years
1,820 1,543
15-19 years
1,896 1,777
19-24 years

Female
1,837
4,561
2,607
2,089
2,003

SOURCE: HSCRC, 2010

Table 1 presents indicators of the health of Baltimore’s youngest residents.
Although there have been improvements in the health of Baltimore’s children and youth,
maternal and child health lags that of Maryland and the nation. For example, the infant
mortality rate of 11 per 1,000 live births in Baltimore compared to a national rate of 6.1
per 1,000. Although this rate reflects, in part, the higher infant mortality rate for African
American children, the mortality rate for Whites in Maryland is below the national
average for Whites while the infant mortality rate for African American children in
Maryland is not below the national average for Blacks. Although the overall prevalence
of Asthma in Baltimore is not known, data in Table 1 indicate that emergency room visits
for Asthma are common for younger children in Baltimore and not uncommon for
school-aged children and youth.
Because individual causes of death for children and adolescents have low frequencies,
Table 2 combines mortality data in Baltimore for the years 2005-2009. What is striking from
these data is that homicide is the leading cause of death for Baltimore residents ages 15-24
and the second leading cause of death for children ages 1-14. Usually considered a criminal
justice problem, it is clear from the data that homicides constitute an important component of the
mortality rates for children and youth in Baltimore. Indeed, homicides constitute more than half
of all deaths of individuals ages 1 - 24 in Baltimore. If Baltimore had had no homicides from
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2005-2009, 476 more individuals would be alive. Interestingly, a study conducted by the Health
Department, (Office of Epidemiology and Planning, Baltimore City Health Department, 2009) of both
the victims of homicide less than age 18 and the perpetrators of these homicides found that there
were no characteristics that differentiated the two, including the fact that many had been
involved with the child welfare system prior to the incident and that many had been identified by
Baltimore City Schools for their behaviors.
TABLE 2. LEADING CAUSES OF CHILD AND ADOLESCENT DEATHS IN BALTIMORE
CITY, 2005-2009

Cause of Death
ALL CAUSES
HOMICIDE (ASSAULT)
ACCIDENT (INJURY)
CANCER
LOWER RESPIRATORY DISEASE

1-14 yrs
#
%
Rate
155
27.4
24
15.5 4.2
45
29.0 8.0
11
7.1
1.9
8
5.2
1.4
4
2.6
0.7
1
0.6
0.2
3
1.9
0.5

SUICIDE
HEART DISEASE
DRUG-INDUCED
OTHER CAUSES
59
8.1
10.4
SOURCE: BCHD Analysis of MD Vital Statistics 2005-2009

15-24 yrs
#
%
Rate
713
145.0
452 63.4 91.9
68
9.5
13.8
21
2.9
4.3
9
1.3
1.8
25
3.5
5.1
21
2.9
4.3
28
3.9
5.7

#
868
476
113
32
17
29
22
31

1-24 yrs
%
Rate
82.1
54.8 45.0
13.0 10.7
3.7
3.0
2.0
1.6
3.3
2.7
2.5
2.1
3.6
2.9

89

148

17.1

12.5

18.1

14.0

The number of youth losing their lives to violence has been recognized by both the
Mayor and the Governor as being of importance and both have supported programs aimed at
reducing death among youth that are most likely to be victims or perpetrators. These programs
include the development of an Office of Youth Violence Prevention by the Baltimore City
Health Department and the targeting of programs by the State and City to youth most likely to
kill or be killed. Over the past few years, there has been a significant decrease in youth
homicides, although the murder rate in Baltimore continues to exceed the national average. It
would be useful to replicate the earlier study to determine whether there are neighborhoods or
other risk factors that continue to place children and youth at a higher risk to be murdered and
the extent to which programs of the Health Department, the Department of Juvenile Services,
and the Department of Social Services have contributed to declines in youth homicide.
TABLE 3. SEXUALLY TRANSMITTED DISEASE IN
BALTIMORE CITY 2010 (per 100,000)

Disease Type

15-19 yrs
Male Female
767
641
4,178 13,060
1,451 2,907

20-24 yrs
Male
Female
2,230
1,031
1,717
7,016
1611
1969

HIV/AIDS
CHLAMYDIA
GONORRHEA
SOURCE: BCHD Baltimore City Report 2012

Table 3 shows that HIV and other diseases that can be transmitted through sexual activity
have high rates in Baltimore. In the U.S., persons ages 15-24 acquire nearly half of all new
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sexually transmitted diseases each year (CDC 2012). In Baltimore, HIV/AIDS is
primarily a sexually transmitted disease (Intergroup Services, 2011). Sexually
transmitted diseases have major health implications for Baltimore’s children, youth, and
families. The rates in Baltimore are in excess of the rates for Maryland (CDC 2012).
The Baltimore City Commission on HIV/AIDS Prevention and Treatment’s
description of the HIV/AIDS problem for Baltimore is very consistent with several
themes of this report (Intergroup Services, 2011:18). “In 2009, men were twice as likely
as women to be diagnosed HIV positive (DHMH 2011). Also, African-Americans were
twice as likely as Latinos to be diagnosed HIV positive, while Latinos were twice as likely
as Caucasians (DHMH 2011). That same year, significant geographic disparities in new
HIV cases resulted in rates per 100,000 residents that ranged from 0.0 in the 21210 ZIP
code to 218.4 in the 21201 ZIP code (DHMH 2011). Injection-drug use continues to be
one of the leading modes of HIV transmission in Baltimore (DHMH 2011), though it is no
longer the principal transmission vector, according to 2009 HIV diagnoses. Heterosexual
sex is now the main means of HIV transmission in the Baltimore area at 37.6 percent of
adult/adolescent cases with exposure category, especially among women , and is
followed closely by men who have sex with men at 35.8 percent, and then by injection
drug users at 23.9 percent” (DHMH 2011).
This report and these data highlight a number of issues that need to be better addressed as
Baltimore works to improve health and well being. The first is that trends in health may change
over time. Although injection-drug use was once the primary source of HIV/AIDS transmission
in Baltimore, this is no longer the case. If the general public and especially, those in the new
high risk group are unaware of the changes in risk, efforts to reduce the incidence of the
disorders are not likely to be effective. The second theme is that those encountering health
problems are not randomly distributed in Baltimore. The incidence rate of HIV/AIDS is more
than 218 times greater for individuals living in the ZIP code with the highest rate (21201) than it
is for individuals living in the ZIP code with the lowest rate in Baltimore (21210). Prevention
and treatment efforts need to be targeted to the communities that are at the highest risk. Agencies
and health care providers serving individuals in the highest risk communities need to be
mobilized in the prevention effort even if their treatment or service focus is not on HIV/AIDS or
sexually transmitted diseases.

HEALTH INDICATOR TRENDS
So far, we have described the characteristics of Baltimore’s residents and changes
in these characteristics as well as a number of indicators of the health of Baltimore’s
children, youth, and families.
One of the most important trends in the past three decades has been the overall
decline in Baltimore’s population and the impact that this decline has had on the social
infrastructure of Baltimore’s neighborhoods, especially the number and concentration of
vacant housing. We also described opportunities related to Baltimore’s review and
modification of the citywide zoning plan as well as opportunities that may soon be
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available if implementation of the Patient
Protection and Affordable Care Act of 2009
continues. Because there appears to be a
large number of opportunities for improving
the health and well being as well as for
sustaining advances that have taken place
over the past decade, it is useful to examine
the trends in health, well being, and factors
related to increased or decreased health and
well being.

Charts 7-9: Percentage of Births Data

Charts 7-9 describe recent trends in
births in Baltimore. One of the improvements
in health that has taken place in the past
decade has been the reduction of pre-term
births. Data for Baltimore show an increase
in the percentage of babies born with
satisfactory birth weight, but the increase is
only from 86.2% in 2000 to 87.2% in 2010.
Although there appears to be a decrease in
low weight births and an increase in the
percentage of children with full-term births,
there was little change from 2002 to 2010 in
the percentage of women who received prenatal care. This lack of an increase in the
number of mothers receiving early prenatal
care (first trimester) from 2002-2010 is
troubling given the attention paid to the
challenge of reducing low weight births and
infant mortality.
Baltimore has shown important
decreases in infant mortality over the past
couple of years. In 2009 there were 128
infant deaths for a rate of 13.5 per live births.
The rate was 18.5 for African American
infants (BCHD 2012). In 2011, there were
10.5 deaths per 1,000 live births with 93
infant deaths. The Health Department’s
monitoring of birth outcome after the
implementation of the B’more for Healthy
Babies initiative and the extent that the communities with targeted engagment activities show an
additional increase not only in birth outcomes but in the provision of health care during the first
trimester of the pregnancy This means that data after 2010 may show a different trend than that
shown during the past decade.
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Maps 8-12 show the same types of varitions we have seen with other health indicators.
Progress in Baltimore has not been for all neighborhoods. This is probably because similar

Map 8: Percentage of Teen Births in 2010

Map 9: Percentage Change in Teen Birth Rate
2000-2010

programs have not occurred in all neighborhoods. We know, however, from our earlier data and
maps that assets and risks also are not equally distributed. A challenge to those currently
working to improve outcomes in Baltimore is how to maximize the outcomes when overall
resources are not available to do everything in every neighborhood. For example, the B’More
for Healthy Babies initiative initially identified 10 neighborhoods with poor birth outcomes and
targeted three for the new home visiting services. Although these programs continue and a
citywide campaign has been undertaken, the home visiting services have not yet been expanded
to the other high need neighborhoods. How to ensure that all of our children are born healthy
and enter school ready to learn is an ongoing challenge.
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Map 10: Percentage Change in term delivered
births

Map 11: Percentage Change in percentage of
births where mother received early prenatal
care in 2000-2010

Map 12: Percentage Change in percentage of
births delivered with satisfactory birth weight in
2000-2010
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One of the Healthy Baltimore 2015 priorities is a decrease in the teen birth rate by
20% from 64.4 per 1,000 teenage girls to 51.5 per 1,000 girls ages 15-19 (Spencer,
2011:17). Data from the Maryland Department of Health and Mental Hygiene presented
in Chart 10 show that Baltimore had a significant decrease in the rate of teenage births
from 2000-2010. On the other hand, the teen birth rate remains higher than that of the
U.S., 34.2 per 1,000 girls ages 15-29 (Martin, Hamilton, Ventura, et al. 2012). With the
ongoing efforts of the Baltimore City Health Department, Family League, and other
agencies and the significant changes in the funding of health services associated with

recent federal changes in health care financing, it will be important to continue to monitor
these trends. There also will be an opportunity to determine whether the communitybased efforts ongoing in Baltimore reduce inequities in early health that exist among
Baltimore’s communties.
ELEVATED BLOOD LEAD LEVELS
Another area where Baltimore has shown considerable improvement is with the reduction
of the number of children being exposed to lead. Chart 11 shows the positive trend in the
percentage of Baltimore’s children ages birth-6 with elevated blood levels. The percentage of
children with elevated levels of lead in their blood has fallen from 2,189 children in 2000 to 347
children in 2010 – a decrease of 84 percent (MD Dept. of Environment, Lead Poisoning
Program, 2009).
This is a positive achievement. However, lead exposure at levels lower than what was the
standard for “elevation” may be a source of continued concern and one of the factors affecting
students in Baltimore. In 2012, the Centers for Disease Control and Prevention lowered the level
of lead in the blood that was considered to be likely to cause damage based on the
recommendation of its Advisory Committee:
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“Based on a growing body of studies
Chart 11. Elevated Blood Levels 2002-2010 and Number
of Children Tested
concluding that blood lead levels
(BLLs) <10 μg/dL harm children, the
Centers for Disease Control and
Prevention (CDC) Advisory
Committee on Childhood Lead
Poisoning Prevention (ACCLPP)
recommends elimination of the use of
the term “blood lead level of
concern”. This recommendation is
based on the weight of evidence that
includes studies with a large number
and diverse group of children with low
BLLs and associated IQ deficits.
Effects at BLLs < 10 μg/dL are also
reported for other behavioral domains,
particularly attention-related
behaviors and academic achievement.
New findings suggest that the adverse
health effects of BLLs less than 10
μg/dL in children extend beyond
cognitive function to include
cardiovascular, immunological, and
endocrine effects. Additionally, such
effects do not appear to be confined to
lower socioeconomic status
populations. Therefore, the absence of
an identified BLL without deleterious
effects combined with the evidence that these effects, in the absence of other interventions,
appear to be irreversible, underscores the critical importance of primary prevention.” (Advisory
Committee on Childhood Lead Poisoning Prevention, 2012:IX).
Here is another example of the need to periodically revisit data based on changes in our
understanding of the factors related to health and well being. Lead poisoning is also an example
where preventive interventions need to focus on social determinants of health and the
understanding of property owners and renters. Chart 11 shows that the level of testing for lead
poisioning remained relatively stable from 2000-2010. Given changes in the levels of lead
considered to be problematic and Baltimore’s continued concern about the number of children
entering school ready to learn or having behavioral and academic problems in school,
consideration needs to be given as to the best way to ensure that Baltimore’s efforts in this area
are alligned with these new standards.
Comparisons of Maps 13 and 14 show that large numbers of children were tested in some
neighborhoods with lower percentages of lead detected. Again, the inner city areas of East and
West Baltimore found in earlier analyses to have high rates of health problems again are
identified as having high rates of elevated blood-lead levels, especially in East Baltimore.
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Map 13: Number of Children tested for lead in 2010

Map 14: Percentage of Children with elevated
blood-lead levels in 2010

21

SUBSTANCE ABUSE
Although the actual number of individuals addicted to illegal substances in Baltimore is
unclear, there is not disagreement that this represents a significant health problem. In 2009, it
was estimated that there were 1141.1 hospital discharges for principal and secondary diagnoses
of alcohol-related and drug-related disorders per 100,000 residents in Baltimore with a rate of
702.7 per 100,000 for drug related (w/o alcohol) and 497.7 per 100,000 for alcohol-related
without drugs (Spencer et al., 2011:12). Emergency department discharges for alcohol or drugs
occurred in Baltimore at the rate of 1928.0 per 100,000 persons with the rate of 1291.8 per
100,000 for alcohol-related (w/o drugs) and 694.5 per 100,000 for drug-related emergency
department visits (w/o drugs) (Spencer et al., 2011:12). By 2015, Healthy Baltimore 2015
proposes to reduce drug related hospital admissions by 10%, decrease the rate of alcohol and
drug-related emergency department visits by 15%, and decrease the percentage of high school
students reporting alcohol and/or drug use in the last 30 days by 20%.
Baltimore experienced a significant increase in the number of substance abuse treatment
slots from 2002-2010. Although annual discharge data are available from hospitals and service
data are available from providers of substance abuse services, annual data on substance use
among students is not available so it is difficult to monitor the magnitude of the problem for
children and adolescents as well as changes in use. Currently, data are collected on a bi-annual
basis through a national survey of school children. The survey in Baltimore is conducted on
students in a sample of schools determined by the national evaluator. Although system-wide
data are available from the surveys, data are not available for individual schools. This means
that the efforts of Baltimore City Health Department, Baltimore Substance Abuse Systems,
Baltimore Substance Abuse System and the Family League to promote school achievement by
increasing attendance and reducing problems related to substance abuse or/and mental health
problems have a very limited ability to target prevention and intervention programs at the
communities/schools of greatest need and to monitor the impact of those programs school-wide
and on local communities. Also, students not attending school are not included in these surveys
resulting in a probable underestimate of substance use for Baltimore’s children and adolescents.
It is likely that many youth involved with the juvenile justice and child welfare systems
are using alcohol and other illegal substances. Many individuals involved with adult substance
abuse treatment and recovery programs and/or with the criminal justice system are parents with a
substance abuse problem or in recovery. Sharing data concerning needs, interventions, and
outcomes among these agencies could be helpful for each better achieving their intended goals.
As with the other health and well being challenges, it also would be helpful to better understand
variations in need and response to outcomes. The Maryland Department of Health and Mental
Hygiene currently is in the process of integrating the State’s public mental health and substance
abuse efforts into a consolidated program of Behavioral Health Services. The availability of data
and/or summaries of data from Baltimore would be very helpful to a diverse set of stakeholders
as they work to modify their programs related to Behavioral Health.
CRIME
As we described earlier in this application, homicide is a leading cause of death for
adolescents and youth in Baltimore. Although the overall number of homicides is reported upon
by both television, radio, and the print media and serves as the most public marker of the Health
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of Baltimore, there is considerable variation in the rates of homicide and other crime in
Baltimore’s neighborhoods. The well being of children and youth is also affected by crime in
their neighborhoods, especially violent crime and drug/alcohol related crime.
Map 15 shows the distribution of reported crime in 2010. Although the highest
rates appear in the central part of the City, a pattern similar to other health problems, the
bands of crime to the Northwest and Southern parts of the City do not monitor the same
patterns as seen with many of the health problems. Map 16 shows the distribution of
juvenile arrests in 2010. The patterns have considerable similarity with the overall crime
data.

Map 15: Number of Reported Crimes in 2010

Map 16: Juvenile Arrest Rate in 2010
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Chart 12:

Chart 12 shows a substantial decrease in
juvenile arrest rates from 2009- 2012. Map 17 shows
that the declines in juvenile arrests in Baltimore were
quite widespread from 2001-2010. Chart 12 shows the
patterns in the juvenile arrest rate from 2001-2010.
From 2009 to 2011, there was a consistent net decline
(app. 45%, n=2109) in arrests across all police
districts over 3 years. However, during the first 6
months of 2012 (compared to 2011), there was
appreciable increase of arrests in the North-East
district (43%, n=80), the South-East (39%, n=46),
followed by the South-West (15%, n=27) and the
Southern District (13%, n=17); while an overall
decline in events (compared to the first 6 months of
2011) was seen in the Northern District (-30%, n=25),
the Western District (-14%, n=23) and the Eastern
District (-1%, n=15). While arrest events were in
decline across all police time-shifts between 2009 and
2010, 2011 saw a 2% increase in arrests for the 11 PM
to 7 AM shifts, which has persisted in 2012, with

Map 17: Percentage Change in Juvenile
Arrest Rate 2001-2010
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arrest events during that time increasing by 1% during the first 6 months of 2012. The
most drastic reversal in trend (from a net decrease of 31% from 2009-2011, n=1381) was
for the 7 AM to 3 PM shifts, during which arrests rose by 7% (n=80) during the first 6
months of 2012 compared to same period in 2011. However, there has been a further 3%
decline (n= 31) in the number of arrests made between 3 PM to 11 PM.
The total number of juvenile diversions increased by 18% between 2009 and
2010. In 2011 they had declined by 15%, which made the number of diversions for that
year on par with 2009 (app. n=427). However, in 2012, compared to the first 6 months of
2011, the total number of juveniles diverted rose by 32% (n=69), with a prominent 77%
increase in numbers for Community Conferencing (n=47), 26% decrease for Teen Courts
(n=20), and 15 Partnership for Learning events compared to none in 2011.
While Case Dispositions had been consistently declining between 2009 and 2011
with a net decrease of around 37% (n=2676) over 3 years, in 2012 they increased by 3%
between January and June compared to the same period in 2011. The Waxter Detention
Center (61% increase; n=23), the BCJJC Detention Center (50% increase; n=165), and
instances of being released to a parent or guardian (2% increase; n=28) faced a net
increase in the first 6 months of 2012, while there was a decline in juveniles held over for
court (-25%, n=106), juveniles charged as adults (-8%, n=10), diverted to Aunt CC’s
Shelter for Boys (-28%, n=41), and the Hickey Detention Center (-39%, n=7).
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EDUCATION
In examining the health and well being of children, youth, and families, attention to
education is important both because Baltimore has decided that entering school ready to learn,
attending school regularly, and graduating are important outcomes for all in Baltimore to achieve
and because ill health of children, youth, and parents are impediments to achieving these
outcomes. A large body of research evidence clearly illustrates the impact of education on the
development and functioning of youth later in life. In fact, there is a complex interplay among
education, physical and mental health, and various demographic factors associated with healthy
growth and achievement across the lifespan. The World Health Organization has pointed to
educational attainment as the leading determinant of health, thus examination of children
learning early in childhood and throughout their school years is critical (WHO Commission on
Social Determinants of Health: 2011). This section presents information about Baltimore
regarding some of the factors involved in facilitating educational achievement. Student
characteristics including enrollment, demographics, and attendance are described first. Next, we
describe recent data concerning the climate of Baltimore’s schools. Finally, school readiness and
educational achievement (attainment, academic achievement, graduation, and dropout) are
described.

Three of the most significant recent changes in Baltimore City Public Schools (BCPS or
City Schools) are (1) the increase in the number of City Schools that have one or more preschool classrooms (approximately 120 schools providing pre-school opportunities to
approximately 5500 4 year old pre-school students vs. about 1000 4 year olds in Head Start
programs), (2) school choice, the ability of students in grades 6 and 9 to choose the school they
wish to attend (pending availability and for schools enrollment criteria), and (3) the number of
students in grades 6-8 going to elementary middle schools or middle high schools rather than the
traditional grade 6-8 middle school. City Schools currently consists of 54 elementary schools, 74
elementary/middle schools, 16 middle/high schools, 29 high schools, 6 special education
schools, 33 charter schools and 15 transformation schools; these are City Public Schools where
the Baltimore Public School System has contracted with an external organization to operate the
school.

26

ENROLLMENT
BCPS reports indicate that
84,212 students were enrolled during
CHART 14:
the 2011-12 school year (2012-13 will
be available in October). The
majority of Baltimore City Public
School (BCPS) students are African
American (86%), 12% are Caucasian,
4.6% are Hispanic, and 1% are Asian
with less than 1% being Pacific
Islander or American Indian/ Native
Alaskan. Based on eligibility criteria
for Free or Reduced Price Meals,
approximately 85% of BCPS students
are considered “low income.” About half of these students (51%) were in grades pK-5 (n =
43,520) and the remaining half were nearly split between grades 6-8 (21%; n = 16, 986) and
grades 9-12 (28%; n = 23,706). Chart 14 shows that with more than 112,000 students in 1994,
City Schools saw enrollment decline before experiencing a slight increase in enrollment over the
past five years. This increase does not include the approximately 5800 pre-K students served
for whom BCPS receives no State funding or other funding except for those students enrolled in
pre-school classrooms because of their special needs.

READINESS
As indicated earlier, children
CHART 15:
entering school (Kindergarten) ready
to learn is one of Baltimore’s and
Maryland’s priorities. Chart 15
indicates that sixty-seven percent
(67%) of Kindergarten students in
2011 entered school “fully ready” to
learn, 29% of students were
considered “approaching” and 5%
“developing,” based on the Maryland
State Department of Education’S Maryland Model for School Readiness (MMSR). This
constitutes a steady increase over the past five years. Chart 16 shows that attendance in BCPS
Pre-School programs results in many students entering kindergarten ready to learn.
However, Maryland is in the process of revising the criteria used to assess school
readiness because the current standard is considered not stringent enough. This revision is
supported by funds obtained from the U.S. Department of Education through the Early Learning
Race to the Top Initiative. When this new standard is available, it will be important to reexamine the readiness of Baltimore’s children and the contributions being made by Baltimore’s
preschool and child care programs.
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Opportunities exist here
because the Maryland State
Department of Education is
undertaking an extensive program
to improve school readiness with
CHART 16
components aimed at changing the
organizations providing services to
infants, toddlers, and preschoolers,
increasing the capacity of primary
care physicians to identify early
childhood problems, to work with
families to reduce these problems
and their implications, and increase
the competencies and availability of individuals working to rectify social and emotional
problems in early childhood. The 2011 figures demonstrate improvements in preparing students
with skills and experiences needed for Kindergarten learning. Analyses conducted by the
Baltimore Education Research Consortium (BERC, 2011) demonstrate the critical impact of
school readiness on 3rd and 8th grade reading proficiency.
ATTAINMENT (ACHIEVEMENT, GRADUATION, AND DROPOUT)
Educational attainment is important not only because Baltimore City agencies have
agreed to use it as an indicator of the well being of Baltimore’s youth but also because lack of
educational attainment has frequently been found to be associated with poor health both in
adolescence and in adulthood. Differences in educational attainment are related to many of the
largest documented health inequities (RWJF Issue Brief 6: 2009). In fact, they note that the
death rate among residents attaining only a high school education or less is three times higher
than residents earning at least a bachelor’s degree.
The graduation rate of BCPS students in 2011 has significantly increased (20%) from the
2006-2007 school year while the dropout rate declined 55%. Particularly notable are trends
among African American males over the same period (26% increase in graduation rate; 58%
decline in dropout rate). BCPS reports also indicate positive trends since last school year; 76%
of students graduated in 2011 compared to 66% in 2010.
Although the reported increases
in children entering Kindergarten ready
to learn reported earlier are a positive
development and Chart 17 shows large
improvements in the number of
students scoring proficient or advanced
in reading or math since 2004, these
advances are not continuing.
According to the MSDE Report Card,
BCPS third grade students scoring in
the “Advanced” to “Proficient” ranges
on state assessments have declined

CHART 17
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since 2009 (Reading: 76.6% to 69.9%; Math: 78.0% to 73.4%). Similar trends were noted at the
high school level for English and Algebra assessments. Full assessment data is available on both
MSDE and BCPS websites.
Chart 18 shows the
CHART 18:
importance of regular
attendance for academic
performance. Where 64.7%
of the students in grades 3-8
scored proficient or advanced
on the MSA Math Tests in
2011 if they were not
chronically absent, only
43.4% scored proficient or
advanced if they were
chronically absent and only
29.6% if they were habitually truant. Habitually truant students are students enrolled in a school
for at least 91 days in a school year who are unlawfully absent for 20 percent or more school
days in any marking period, semester or school year. Likewise suspensions were related to lack
of achievement with 64% of the students without a suspension scoring proficient or advanced
versus 37.6% with one suspension, and 29.4 % of those with two or more suspensions. These
data reinforce Baltimore’s focus on attendance and the need to increase the number of students
coming to school regularly.
ATTENDANCE AND TRUANCY
CHART 19

CHART 20

Charts 19 and 20 indicate considerable stability in the percentage of students who were
chronically absent between the 2005 school year and the 2010 school year. The number of
habitually truant students did decline from 10.7% in 2004 to 6.8% in 2011.
On the other hand, Chart 21 shows that drop-outs have declined significantly in
Baltimore City from 2005-2010.
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CHART 21:

SCHOOL CLIMATE OVERVIEW
Baltimore City Schools are currently utilizing a two pronged approach to improve
academic achievement. Efforts are underway to align the school curriculum with the Common
Core Curriculum being developed by the Maryland State Department of Education and other
State Departments of Education as well as to increase the competencies of school personnel and
their supervisors to successfully implement this curriculum. In addition, efforts are underway to
more closely monitor school climate and to improve the climate in schools and family and
community support for learning. There is considerable research showing that positive and
healthy development, including resiliency, is contingent upon children’s connections with adults,
particularly in the school environment (Catalano et al, 2004).
In order to for all students in Baltimore City to achieve their potential, BCPS focuses on
ensuring that “excellent teaching and learning in every classroom” occurs. The notion of school
climate is evolving, but research indicates several aspects protect students and facilitate healthy
development and learning including: attentive and dedicated adults in school settings; belonging
to a positive, stable peer group; a commitment to education and well-being among school staff;
and a safe and supportive psychosocial climate at school (CDC, 2009).
Data from surveys conducted by the Baltimore City School System in 2011 shows an
overall satisfaction of 68% among students for feeling safe at school, 74% for feeling safe going
to and back from school, 67% for facing few alcohol or drug related issues, 65% for having no
issues with guns or weapons related problems in school, and 69% for the school having no issues
regarding broken furniture and/or windows. Staff consistently reported a higher level of
satisfaction with safety than students, although staff response rates are much lower than student
response rates. School level data have been available on the BCPS website for a number of
years. Indeed, City Schools thought it important that parents and others interested in student
achievement had access to data describing school climate in a regular and timely basis.
The fact that perceptions of school climate vary by school has long been recognized. However,
we know little about whether this variation reflects variations in assets and challenges in the
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communities in which the schools reside or where the students live. Because the current school
climate survey does not include student identifiers, it is not possible to review the data from the
perspective of student residence. It is, however, possible to examine school climate for the
perspective of school location. For the following data, we have determined the average
household income for each of the 55 Baltimore CSAs and used that to classify the schools
located in the CSA. We recognize that even for elementary schools, the CSAs do not constitute
school catchment areas and high school students in Baltimore attend schools that may be at
considerable distance from the home residence.
We found a positive association between median household income level and the degree
of safety experienced by students/staff. Schools in neighborhoods with higher average income
reported greater ratings of the safety in school (See Table 4). It is important to note that students
were much more likely to be concerned about safety in school, guns and weapons in school, and
alcohol and drug problems in schools than were staff. It also is important to note that while more
staff rated schools to be safe than travel to and from schools, more students rated their travel to
and from school to be safe than rated the schools as safe. Although it is not possible to
determine the reasons for these differences in perceptions, the possibility that students and staff
have different views of school and community warrants greater attention. Also, Table 4 shows
that there is not a linear relationship between average community income and perceptions of
school climate. Only for the schools in the most affluent Baltimore communities is there
consistently more positive perception of the school climate.
TABLE 4 -OVERALL SCHOOL CLIMATE
IN BALTIMORE (2011)

OVERALL
SATISFACTION

BY AVERAGE HOUSEHOLD INCOME LEVEL

STD

STAFF

DIFF

SAFE AT SCHOOL

%
68

%
88

%
-20

$13811$15415
64

$18602$33707
66

$34787$42921
68

$44660$64113
66

$69813$96854
77

SAFE TO AND FROM SCHOOL

74

79

-5

72

72

74

75

83

NO ALCOHOL/DRUG PROBLEMS

67

85

-18

67

67

66

66

74

NO GUNS/WEAPONS PROBLEMS

65

90

-25

64

63

65

63

73

NO BROKEN FURNITURE

69

77

-8

69

72

70

70

75

Table 5 shows that the differences in opinions concerning school climate and safety issues vary
by question and also by year.
SAFE AT SCHOOL

TABLE 6 -- SCHOOL SAFETY CLIMATE BY GRADE LEVEL (2009-11)
2009

ELEMENTARY
MIDDLE
HIGH
SAFE TO AND FROM
SCHOOL
ELEMENTARY
MIDDLE
HIGH

2010

2011

STUDENT
55%
65%
63%

STAFF
78%
87%
89%

STUDENT
64%
70%
65%

STAFF
87%
89%
87%

STUDENT
66%
72%
65%

STAFF
87%
89%
87%

2009
STUDENT
69%
75%
72%

STAFF
71%
82%
72%

2010
STUDENT
73%
76%
71%

STAFF
76%
80%
71%

2011
STUDENT
73%
76%
71%

STAFF
73%
81%
68%
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NO AOD

ELEMENTARY
MIDDLE
HIGH
NO WEAPONS

ELEMENTARY
MIDDLE
HIGH

2009
STUDENT
64%
69%
67%

STAFF
74%
90%
74%

2010
STUDENT
73%
69%
65%

STAFF
91%
93%
73%

2011
STUDENT
69%
68%
63%

2009
STUDENT
59%
62%
61%

STAFF
77%
88%
85%

2010
STUDENT
70%
66%
64%

STAFF
89%
94%
92%

2011
STUDENT
65%
65%
63%

STAFF
86%
92%
66%

STAFF
87%
87%
87%

The next four charts (22-25) compare perceptions of school climate for Baltimore City
Public Schools by school. Using census 2010 median income thresholds, the overall, percentage
of student satisfaction with safety was 67% (n=3) for schools in communities with an average
income of $14880 ($13811-$15415), 68% (n=18) for schools in communities with an average
income of $28878 ($18602-$33707), 69% (n=14) for schools in communities with an average
income of $38445 ($34787-$42921), 68% (n=13) for schools in communities with an average
income of $52515 $44660-$64113), and 76% (n=5) for schools in communities with an average
income of $79454 ($69813-$96854).
The schools are ordered by the average income for the CSA in which they are located. It
should be noted that not all students in the school come from the CSA in which the school is
located. Students consistently report feeling less safe at schools than staff perceptions of student
safety. In some schools, the differences between student and staff perceptions of safety are in
excess of 25 percent. In no school do more students report being safe in school than do staff.
Staff also perceived student weapon carrying to be less of a problem than did students in all
schools. Staff were also more likely to report alcohol and drug use not being a problem in their
school than students although there were a few schools where staff reported alcohol and drug
problems more frequently than did the students.
Following the charts, we present Tables 7-10 that compare schools with the overall least
safe and most safe climates, based upon mean percent student satisfaction regarding having a
“safe” school using different indicators of safety (SOURCE: BCPS, 2011).
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CHART 25
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TABLE 7: SCHOOLS WITH STUDENTS FEELING SAFE AT SCHOOL
< 65%

> 80%

Neighborhood

%

Neighborhood

%

Hamilton

50

Mt Washington/Coldspring

86

Allendale/ Irvington/ S. Hilton

51

84

Orangeville/E. Highlandtown

53

Medfield/Hampden/Woodberry/R
emington
South Baltimore

Chinquapin Pk/Belvedere

53

Patterson Pk N&E

83

Claremont/Armistead

58

Fells Point

82

Dorchester/Ashburton

59

Greater Roland Pk/Poplar

82

Lauraville

59

Midtown

81

Northwood

60

Morrell Pk/Violetville

81

Glen-Falstaff

60

Clifton-Berea

61

Jonestown/Oldtown/Mid-East

61

Harford/Echodale

61

Westport/Mt Winans/Lakeland

62

Dickeyville/Franklintown

62

Cherry Hill

62

Madison/East End

63

Brooklyn/Curtis Bay/Hawkins Pt

63

Cross-Country/Cheswolde

63

Upton/Druid Hts

64

Highlandtown

64

Beechfield/Ten Hills/West Hills

64

84
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TABLE 8: SCHOOLS WITH STUDENTS FEELING SAFE GOING TO AND FROM SCHOOL
< 70%

> 80%

Neighborhood

%

Neighborhood

%

Orangeville/E. Highlandtown

64

Mt Washington/Coldspring

92

Madison/East End

65

Fells Point

88

Hamilton

66

South Baltimore

83

Brooklyn/Curtis
Bay/Hawkins Pt

66

Greater Roland Pk/Poplar

83

Morrell Pk/Violetville

83

Medfield/Hampden/Woodberry/Remington

82

Midtown

82

North Balto./Guilford/Homeland

82

Patterson Pk N&E

81

TABLE 9: SCHOOL DISTRICTS WITH STUDENTS FEELING SAFE FROM AOD PROBLEMS
< 65%

> 75%

Neighborhood

%

Neighborhood

%

Orangeville/E. Highlandtown

49

Fells Point

90

Hamilton

51

Allendale/ Irvington/ S. Hilton

53

Howard Pk/W.Arlington

83

Madison/East End

54

South Baltimore

81

Dorchester/Ashburton

56

Penn North/Reservoir Hill

81

Lauraville

57

77

Chinquapin Pk/Belvedere

57

Medfield/Hampden/Woodbe
rry/Remington
Loch Raven

Claremont/Armistead

57

Cherry Hill

60

Cross-Country/Cheswolde

60

Brooklyn/Curtis Bay/Hawkins Pt

61

Harford/Echodale

61

Inner Harbor/Federal Hill

61

Northwood

62

Beechfield/Ten Hills/West Hills

62

Washington Village

62

Edmonson Village

62

Clifton-Berea

63

Greater Govans

63

Highlandtown

64

Glen-Falstaff

64

Mt Washington/Coldspring

88

77
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TABLE 10: SCHOOL DISTRICTS WITH STUDENTS FEELING SAFE FROM
GUNS/WEAPONS PROBLEMS AT SCHOOL
< 65%
> OR EQUAL TO 75%
NEIGHBORHOOD
%
NEIGHBORHOOD
%
HAMILTON
46
FELLS POINT
88
ORANGEVILLE/E.
49
MT
83
HIGHLANDTOWN
WASHINGTON/COLDSPRI
CHINQUAPIN PK/BELVEDERE

51

ALLENDALE/ IRVINGTON/ S.
HILTON
MADISON/EAST END
CLAREMONT/ARMISTEAD

52

DORCHESTER/ASHBURTON
LAURAVILLE
CHERRY HILL
NBALTO./GUILFORD/
HOMELAND
EDMONSON VILLAGE
CLIFTON-BEREA
GREATER GOVANS
HIGHLANDTOWN
WESTPORT/MT
WINANS/LAKELAND
DICKEYVILLE/FRANKLINTO

57
57
57
57

WN
CROSSCOUNTRY/CHESWOLDE
BROOKLYN/CURTIS
BAY/HAWKINS PT
WASHINGTON VILLAGE

PIMLICO/ARLINGTON/HILLT
OP
NORTHWOOD

BEECHFIELD/TEN
HILLS/WEST HILLS
SOUTHERN PARK HEIGHTS
CEDONIA/FRANKFORD
UPTON/DRUID HTS
SANDTOWNWINCHESTER/HARLEM PK
GREATER ROSEMONT
GREENMOUNT EAST

52
55

NG
HOWARD
PK/W.ARLINGTON
PENN
NORTH/RESERVOIR HILL
SOUTH BALTIMORE

GREATER ROLAND
PK/POPLAR
MIDTOWN
THE WAVERLIES

83
82
80
80
76
75

58
58
59
59
60
60
61
61
61
61
62
62
62
62
63
63
63
63
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SUMMARY AND MOVING FORWARD
As we indicated at the beginning of this report, our goal was to provide information
concerning the health and well being of Baltimore’s children, youth, and families, to describe
some of the factors affecting health and well being in Baltimore, and to describe some of the
variations in health and well being that exist in Baltimore. There clearly are a number of areas
where health has improved for Baltimore’s children, youth, and families. There have been
significant reductions in children’s exposure to lead. The number of children entering school
“ready to learn” has increased substantially. School suspensions have decreased and the number
of students graduating increased. The number of youth becoming involved with the juvenile
justice system has decreased over the past few years as has the number of youth who were
murdered.
In other areas, the progress has been less, variable, or inequities/disparities remain to be
remediated. Although the number of low birth weight children has decreased, the rates remain
higher than elsewhere in Maryland. In addition, low birth weight and infant mortality varies
from community to community as does overall life expectancy. There also is considerable
variation in the percentage of children feeling safe going to or from school. Although the
schools in the neighborhoods with the highest incomes are judged to be the safest, there is
considerable variation for most of the City. The data on school safety also raises another issue
warranting additional attention. In many schools, the students and the staff had very different
assessments of safety and other factors indicative of school climate. Although we do not have
adult-child/youth reports for other factors related to health, it is quite likely that Baltimore’s
children/youth and Baltimore’s adults have very different perspectives concerning the health and
well being in Baltimore. We need to recognize the differences in perception and understand the
factors that cause the differences in perception.
Although agencies and organizations may have data on the outcomes of the children,
youth, and families they serve, these data are not readily available for determining the impact of
programs on the health and well being of Baltimore. This situation may be changing. Dr.
Barbot and others at the Baltimore City Health Department are focusing greater attention on both
the targeting of programs and their impact on improving the overall health and well being of
Baltimore’s children, youth, and families. The City Schools also are implementing procedures
for more closely monitoring the performance of students and responding quickly to absences as
well as issues related to academic achievement. The new Police Commissioner has indicated
that the health and well being of the community is important because it impacts crime and
opportunities to reduce crime. The Mayor’s Children’s Cabinet and the Family League of
Baltimore City also have discussed using available data to monitor outcomes and the targeting of
services for those most in need.
If State and local governments, public agencies, non-profits, and funders are to better use
resources that often are scarce, we need more opportunities for understanding the needs that exist
in Baltimore and the role we all can play in reducing needs and increasing opportunities and
assets. This type of planning is aided by the availability of data and a mutual understanding of
what the data indicate the programs most likely require to meet identified needs, opportunities
and the monitoring of outcomes.
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Data also can suggest ways that efforts can be linked either developmentally or
geographically. Looking at the rates for children entering school ready to learn raises the
question as to the relationship of these rates and changes to earlier interventions, e.g.,
home visiting programs, pre-school programs, child care, and health services. Agencies
offering these services can be encouraged to contribute to the discussion so that we can
better understand whether or how their services are contributing to increases in school
readiness.
We need to better document the efforts to impact on the social determinants of
health as well as efforts focusing specifically on positive health practices. These efforts
are likely to have long-term impacts, not simply impacts on proximal outcomes. For
example, children born healthier should translate into more children entering school
ready to learn. Children and families receiving supports and opportunities prior to
kindergarten are likely to translate into higher school attendance, greater academic
achievement, and fewer students involved with drugs and/or the juvenile justice system.
Given the budget challenges facing federal, state, and local governments, it will be
critical to document the full impacts of interventions if they are to be sustained and
brought to scale.
The Urban Health Institute plans on convening a number of discussions of this
report and similar data. The geographic variations observed in Baltimore can be used to
create coalitions or to identify groups interested in the outcomes because these
communities are facing common challenges or because their community has produced
health improvements and community leaders and service providers are interested in
sharing their successes. Also, when challenges or assets occur in multiple communities,
it will help to identify stakeholders interested in a common issue even if they are
interested from a variety of perspectives. If there is a component of this report you wish
to discuss or have suggestions for individuals and/or groups who should be involved in
further discussions, please let Phil Leaf know (pleaf@jhsph.edu).
The Urban Health Institute is also interested in suggestions about how it can aid in
linking the needs and experiences of community residents, groups, and service providers
with Johns Hopkins faculty, staff, and students with skills and expertise that could result
in mutually beneficial activities. The Urban Health Institute provides funding for
research projects that involve collaborations between Johns Hopkins faculty, staff, and/or
students and community groups or agencies. This report constitutes a first step, not the
conclusion of, needed data aggregation and review. Local agencies and community
groups have additional data or analyses that would allow for further improvements of the
health and well being of Baltimore’s children, youth, and families. The Urban Health
Institute maintains a small grant program to facilitate activities of this type. This project
involves collaborations with community groups or agencies and Johns Hopkins faculty,
staff, or students. Descriptions of research and program development projects funded by
the Urban Health Institute may be found at urbanhealth.jhu.edu/our
work/smallgrants.html.
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ANALYTICAL DATA SOURCES USED IN THIS REPORT
SOURCE TITLE

LINK

BALTIMORE 55 NEIGHORHOOD REPORTS

BALTIMORE CITY HEALTH DEPARTMENT WEBSITE

SHAPEFILES

http://www.census.gov/cgi-bin/geo/shapefiles2010/main

SHAPEFILES

BNIA-JFI

https://data.baltimorecity.gov/browse?q=neighborhood%20shape&sortBy
=relevance
http://www.bniajfi.org/

ALL INDICATORS

http://www.baltimorehealth.org/datasources.html

CDC DATA

http://wonder.cdc.gov/

BEHAVIOR SURVEILLIANCE DATA SHEET

http://apps.nccd.cdc.gov/brfss-smart/index.asp

MARYLAND VITAL STATISTICS WEBSITE

http://dhmh.maryland.gov/vsa/SitePages/Home.aspx

MARYLAND STATE DATA CENTER

http://www.mdp.state.md.us/msdc/CNTY_MENU/baci.shtml

MARYLAND DEPARTMENT OF PLANNING'S STATE

http://www.mdp.state.md.us/msdc/CNTY_MENU/baci.shtml

DATA CENTER - BALTIMORE CITY SPECIFIC DATA
BALTIMORE CITY MAP WITH ZIP CODES

http://www.mdp.state.md.us/MSDC/Zipcode_map/2007/bacizc07.pdf

BALTIMORE CITY MAP WITH CENSUS TRACTS
AND NEIGHBORHOODS

http://www.baltimorecity.gov/Portals/0/agencies/planning/public%20dow
nloads/031809_Nhood_Census.pdf

MARYLAND STATE DATA CENTER

http://www.mdp.state.md.us/msdc/pop_estimate/estimate_00to09/CensPo
pEst00_09.shtml

BALTIMORE CITY CENSUS TRACT TO
COMMUNITY STATISTICAL AREA CONVERSION
FILE

http://www.baltimorehealth.org/info/CensusTracttoCSA.Mar2009.xls

BALTIMORE CITY PLANNING

http://www.baltimorecity.gov/Government/AgenciesDepartments/Plannin
g/MasterPlansMapsPublications.aspx

BALTIMORE CITY PLANNING-MAPS

http://www.baltimorecity.gov/Government/AgenciesDepartments/Plannin
g/MasterPlansMapsPublications/Maps.aspx

BALTIMORE CITY PLANNING-NEIGHBORHOODS
(ASSETS MAPPING)

http://www.baltimorecity.gov/Government/AgenciesDepartments/Plannin
g/MasterPlansMapsPublications/NeighborhoodPlans.aspx

JOHNS HOPKINS UNIVERSITY SHERIDAN
LIBRARIES - ARCGIS DATA
U.S. CENSUS BUREAU'S 2007 TIGER/LINE
SHAPEFILES FOR BALTIMORE CITY

http://www.library.jhu.edu/collections/gpml/mapsandgis/arcviewdata.html

U.S. CENSUS BUREAU'S AMERICAN FACT FINDER DOWNLOAD DEMOGRAPHIC DATA BY VARIOUS
GEOGRAPHIC LEVELS IN BALTIMORE CITY

http://factfinder2.census.gov/legacy/aff_sunset.html?_lang=en

http://www.census.gov/cgi-bin/geo/shapefiles/county-files?county=24510
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