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Executive Summary  

This executive summary represents the findings of the joint 2025 Community Health Needs 

Assessment (CHNA) report led by Parkland Health (Parkland) and Dallas County Health and 

Human Services (DCHHS). The summary highlights the regionôs most pressing health 

challenges and identifies opportunities for meaningful action. Communities in the southeastern 

sector of Dallas County, along with Black or African American, non-Hispanic and Hispanic 

residents continue to experience the highest burden of disease and mortality. 

 
Using a triangulation methodology, key findings were prioritized by order of importance, based 

on topics that emerged most prominently from community input, coupled with quantitative data 

that highlighted health indicators with high rates of morbidity and mortality, further guiding the 

prioritization process. 

 
Key findings are grouped into four priority areas, as shown in Findings Figure 1: 

1. Healthcare 

2. Community Infrastructure 

3. Preventive Health 

4. Systemic Public Health Alignment 

For each of these priorities, a description of the underlying issues follows below to provide 

context and support informed decision-making. 

 

Findings Figure 1: 2025 CHNA Key Priorities 

 

Key Priority 1: Healthcare 

This Key Priority is organized into five categories that highlight critical health issues requiring 

focused interventions, as well as key aspects of public health, healthcare and service delivery 

that need attention. These categories help frame the most pressing health challenges in Dallas 

County and guide targeted strategies for improvement-see Findings Figure 1.  
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Findings Figure 2: Key Priority 1, Healthcare 

 

A. Behavioral Health & Mental Wellness 

Behavioral health and mental wellness emerged as the top priority in Dallas Countyðnot only 

due to the worsening of mental health outcomes but also because community members 

themselves consistently recognized and voiced the urgent need to address this issue. Public 

health data shows an increase in the number of individuals reporting poor mental health in the 

previous 14 daysðfrom 10% in the previous CHNA to 14.4% in the current cycle. Additionally, 

60% of ZIP Codes in Dallas County experienced an increase in the rate of residents reporting 

poor mental health. This surge in mental health concerns is compounded by a 99% increase in 

drug overdose deaths between 2016 and 2023, underscoring the urgent need for integrated 

behavioral health services and community-based interventions. 

Community input emphasized a strong call for more accessible, culturally responsive mental 

healthcare, within reach of their neighborhoods as well as better coordination among healthcare 

providers, social services, and community organizations.  

B. Chronic Diseases  

Chronic diseases remain the leading cause of mortality and morbidity in Dallas County, 

consistently ranking as the top health concern across multiple CHNA cycles. Since 2020, heart 

disease and cancer have remained the first and second leading causes of death, respectively, 

underscoring the long-term burden these conditions place on individuals, families, communities 

and the healthcare system. Furthermore, diabetes mellitus also remains a significant concern. 

Between 2018 and 2019, Dallas County experienced a rise in diabetes-related mortality from 

18.4 to 22.7 deaths per 100,000 residents, peaking at 27.6 in 2022 due to the exacerbating 

effects of the COVID-19 pandemic. Although rates have since declined, they remain above pre-

pandemic levels. 

Geographically, the southeastern sector of Dallas County bears a disproportionate burden of 

chronic disease, particularly among Black or African American, non-Hispanics, and Hispanic 

populations. Encouragingly, four ZIP Codes 75247, 75215, 75216, and 75241ðhave shown 

improvement in diabetes-related indicators. Notably, the last three ZIP Codes have a long-
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standing history of being identified as areas with high vulnerability to chronic diseases. These 

communities have been the focus of targeted interventions outlined in the CHNA 

Implementation Plans. Their progress highlights the potential impact of sustained, place-based 

strategies in addressing chronic disease disparities. 

Among children, pediatric asthma ranks among the top five causes of hospital admissions, 

highlighting the need for improved environmental health and access to preventive care. For 

adults, chronic diseases such as diabetes, cancer, and cardiovascular conditions continue to 

dominate mortality statistics. 

C. Access to Care  

Access to care emerged as a key concern across all community input channels, with residents 

consistently identifying it as a critical barrier to improving health outcomes in Dallas County. 

Among the five dimensions of access to care, the community emphasized acceptability, and 

availability as the most important factors. 

Acceptability was identified as the leading factor influencing the selection and use of 

healthcare services. It plays a critical role in either encouraging or discouraging individuals from 

seeking care. Community members stressed the importance of care that aligns with their 

cultural values, social norms, and personal preferences. Feeling understood and respected by 

healthcare providers and healthcare workers is seen as the first step in building trust, which is 

essential for sustained patient engagement and positive health outcomes. 

Availability of services and providers emerged as the second most cited factor influencing 

whether community members access or use health related services. Residents emphasized the 

importance of having sufficient services located within their own neighborhoods accessible via 

public transportation. They also advocated for leveraging trusted community-based 

organizationsðsuch as churchesðas partners in care delivery. Participants specifically called 

for more primary care physicians and better access to healthcare technology. 

Community members expressed a clear interest in having healthcare services located closer to 

home. Proximity was a recurring theme, with residents emphasizing the importance of services 

being reachable within their neighborhoods and via public transportation. The top services 

identified as most needed include: 1) Emergency Room/Urgent Care, 2) Specialty Care, 3) 

Parkland, 4) Pediatrics, and 5) Geriatric.  

D. Maternal and Child Health  

In Texas, approximately four out of five pregnancy-related complications or deaths are 

preventable, highlighting a critical opportunity for intervention and system-level improvement. 

Most maternal deaths occur between 61 days and one year postpartum; a period often marked 

by limited access to follow-up care and behavioral health support. 

Black or African American women face the highest risk of maternal mortality. These disparities 

underscore the urgent need for targeted strategies that extend care beyond delivery, prioritize 

postpartum support, and address the non-medical drivers of health (NMDOH) that 

disproportionately affect communities of color. 
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E. Sexually Transmitted Infections (STIs) and Human Immunodeficiency Virus (HIV)  

Chlamydia remains the most reported STI in the county, followed by gonorrhea. Recent data 

show a decline in reported cases for both infections. This trend is likely associated with ongoing 

public health efforts focused on education, screening, and treatment access. However, 

disparities persist among Black or African American, non-Hispanic residents, who account for 

34% of all chlamydia diagnoses and 42% of all gonorrhea casesðhighlighting the continued 

need for culturally responsive outreach and care. 

Dallas County continues to carry the second highest HIV case burden in Texas, following Harris 

County. The age group with the highest number of new HIV diagnoses remains 25 to 34 years 

old (39%), while youth aged 15 to 24 account for approximately 18 to 20% of new cases, 

making them another group of concern for targeted prevention and education efforts. 

Key Priority 2: Community Infrastructure  

The built environmentðoften referred to by community members as community infrastructureð

was identified as a key priority area. This focus emphasizes the foundational role of 

infrastructure in shaping health outcomes, particularly through access to basic services and 

supports that are considered NMDOH. Strengthening these elements enhances the 

communityôs capacity to achieve better health outcomes and fosters environments where health 

and wellness can thrive. 

Findings Figure 3: Key Priority 2, Community Infrastructure 

 

 

Throughout the CHNA process, community members consistently identified food environment 

and food insecurity, housing, and transportation as the three critical infrastructure needs to 

support a healthy community. These foundational components directly influence access to care, 

chronic disease management, and overall well-being. 

 

The lack of reliable access to nutritious food, stable housing, and safe, affordable transportation 

places a significant strain on communities with high CVI scores, particularly in the southeastern 

sector of Dallas County. Residents in these areas face compounded challenges that limit their 

ability to engage with healthcare services, maintain continuity of care, and pursue healthier 

lifestyles.ШÑhe CVI is a composite score based on 26 clinical and socioeconomic indicators, 
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analyzed at the ZIP Code and census tract levels. It is designed to identify communities facing 

the greatest health and NMDOH needs. 

 

Addressing these infrastructure gaps is essential to advancing health equity and improving 

outcomes. Community input strongly supports cross-sector collaboration to invest in solutions 

that are locally responsive, sustainable, and rooted in the lived experiences of those most 

affected. 

Key Priority 3: Preventive Health 

Key Priority 3 emphasizes prevention as a cornerstone of a healthy community, focusing on 

opportunities to reduce the risk of illness and promote long-term well-being. By addressing 

health concerns early and supporting healthy behaviors, prevention efforts help reduce 

disparities and improve outcomes across Dallas County. 

Findings Figure 4: Key Priority 3. Preventive Health 

 

A. Immunizations  

Access to vaccinations remains a significant concern in North Texas, particularly in Dallas 

County. Dallas County reports lower childhood vaccination rates compared to surrounding 

counties including Ellis, Kaufman, and Tarrant. This disparity raises concerns about long-term 

health outcomes and community resilience against preventable diseases. 

In addition, recent shifts in public health policies and vaccine distribution may have lasting 

impacts especially among populations with historically low vaccination rates. These include 

Black or African American, non-Hispanic, and white non-Hispanic residents. 

B. Injuries 

Unintentional Injuries are the third leading cause of death in Dallas County, with motor vehicle 

crashes representing a significant portion of emergency department visits. Between 2020 and 

2024, the county recorded more than 389,000 emergency department visits related to motor 

vehicle crashes. Notably, females consistently accounted for a larger share of visits than males, 

and adults aged 25 to 49 experienced the highest number of visits among all age groups. 

Contributing behaviors such as speeding, and alcohol use remain consistent risks factors. 

Firearm-related death rates in Dallas County continue to exceed both Texas and national 

averages. These deaths reflect broader concerns around community safety, mental health, and 

3. Preventive Health

A. Immunizations B. Injuries
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access to firearms, and they disproportionately affect certain neighborhoods and demographic 

groups. 

Together, these trends highlight the urgent need for targeted prevention strategies, and cross-

sector collaboration to reduce injury-related mortality and improve safety across the county. 

Key Priority 4: Systemic Public Health Alignment 

Advancing community health requires intentional alignmentðnot only across sectors such as 

housing, transportation, education, and economic developmentðbut also within the public 

health system itself. Greater coordination among public health agencies, healthcare providers, 

and community-based organizations is essential to ensure that policies, programs, data sharing 

and resources are working together effectively to address the complex and interconnected 

drivers of health. 

Findings Figure 5: Key Priority 4, Systemic Public Health Alignment 

 

A. Data Sharing 

The CHNA process highlighted the importance of timely and transparent data sharing at both 

the community level and across sectors. Stakeholders stressed that access to localized data 

enables better planning, resource alignment, and accountability. Cross-sector data sharingð

among healthcare, public health, education, housing, and transportationðwas identified as a 

key strategy to support coordinated action and responsive service delivery. 

B. Public Policy Alignment 

Community input emphasized the importance of coordinating public policies across sectors such 

as public health, housing, and transportation to effectively address health disparities. 

Embedding public health in cross-sector policy discussions will ensure that community well-

being is a shared priority.

4. Systemic Public Health 
Alignment

A. Data Sharing B. Policy 
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I. INTRODUCTION 

Parkland and DCHHS remain steadfast in their commitment to improving the health and well-

being of all residents in Dallas County. This 2025 CHNA report builds on the foundation of 

previous assessments, particularly the 2022 report, and reflects the continued effort to 

understand the evolving health needs of the community, address gaps in morbidity and 

mortality, and allocate resources to create healthier communities. 

 

Since the release of the 2022 CHNA report, considerable work has been undertaken across 

Dallas County to address the key health priorities identified at that time, including access to 

care, chronic disease management, behavioral health, maternal and child health, sexual health, 

and others. These efforts were made possible through the collaboration of health partners, 

community-based organizations, local government, school districts, and grassroots leaders. 

 

The 2025 CHNA report reflects not only updated data and emerging trends but also the 

invaluable voices of community members who generously shared their lived experiences 

through surveys, focus groups, and direct input. We are deeply grateful to the residents and 

partners whose insights and perspectives shaped this report and guided its recommendations. 

We especially acknowledge the heartfelt messages from community partners who expressed 

appreciation for being included in the planning process and affirmed the importance of 

community-centered collaboration.  

 

This report emphasizes equity, community engagement, and a data-driven strategy focused on 

addressing the root causes of health gaps across the county while promoting systems-level 

change that is both sustainable and community-informed. 

 

As Dallas County continues to grow and evolve, Parkland and DCHHS remain committed to 

data-informed action, meaningful community partnerships, and shared accountability. With this 

2025 CHNA, both organizations reaffirm their dedication to listening deeply, collaborating 

effectively, taking responsibility, and providing transparent action. This assessment not only lays 

the foundation for the next three-year implementation planðit also reflects a collective vision for 

a healthier, more equitable Dallas County, where every person, regardless of ZIP Code, income, 

or background, can thrive. 

Parkland Overview 

Since its founding in 1894, Parkland has served the Dallas County community with commitment 

and innovation. Now one of the largest public hospital systems in the nation, Parkland provides 

more than 70,000 hospital discharges and 1.2 million outpatient visits annually. Premier services 

include the Level I Rees-Jones Trauma Center, the only burn center in North Texas verified for 

adult and pediatric patients by the American Burn Association and the American College of 

Surgeons Committee on Trauma and a Level III Neonatal Intensive Care Unit. The system also 

includes a network of 30 community-based clinics and numerous outreach and education 

programs. Parkland is the largest teaching hospital for The University of Texas Southwestern 

Medical Center (UTSW).  
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As a leader in community-based healthcare, Parkland pioneered the COPC model in 1987, now 

operating 16 primary care clinics, a school-based clinic, and mobile medical vans to deliver 

pediatric and adult preventive, urgent, and behavioral healthcare across Dallas County. These 

efforts help reduce emergency department visits by providing patients with consistent, 

accessible care close to home. 

 

Parklandôs network also includes specialized outreach for vulnerable populations through its 

HOMES program and healthcare for inmates in the Dallas County Jail System and Dallas 

County Juvenile Department.  

 

Building on its 131-year legacy of community-centered service, Parkland continues to evolve in 

response to the needs of Dallas County residents. Most recently, guided by community input, 

Parkland launched Access to Care & Coverage hubs in collaboration with local organizations. 

These hubs are designed to expand access points to health screenings, health monitoring, 

health education, and linkage to primary care. 

 

Parkland enriches the health and wellness of the communities it serves by prioritizing 

compassionate care, expanding access, and promoting health equity in Dallas County. 

 

For more information, visit www.parklandhealth.org. 

DCHHS Overview 

DCHHS is a nationally accredited public health department that serves all of Dallas Countyð

home to more than 2.6 million people. Since it was first established in 1872, DCHHS has 

worked to improve the health and well-being of the entire community. Over the past 150+ years, 

the department has grown and changed to meet the needs of the people it serves. The 

department is comprised of dedicated professionals from various disciplines, including public 

health and social services specialists, epidemiologists, nurses, environmental health experts, 

and community health workers. DCHHS manages an annual budget of more than $300 million 

and employs nearly 650 highly skilled and diverse public health and social service staff 

members. Today, DCHHS provides many important public health and social services to protect 

health and improve quality of life.  

Our mission at DCHHS is to protect and improve the health of everyone in Dallas County. We 

achieve this by working closely with our community partners, preventing and controlling 

diseases, promoting healthy environments, understanding community needs, providing 

education, making policies, and offering a wide range of clinical, public health, and social 

services. Our focus is to help those who face the greatest barriers to good health while ensuring 

we use the best science to guide our work.   

DCHHS leads the public health response to local health emergencies and disease outbreaks, 

such as the recent measles threat, Mpox, and the COVID-19 pandemic, as well as past threats 

http://www.parklandhealth.org/
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like Ebola, H1N1, West Nile virus, and Zika virus. In addition to responding to emergencies, we 

also help prepare the region for natural disasters, bioterrorism, and other health threats. 

DCHHS also serves as the communityôs Chief Health Strategist for various ongoing public 

health topics including HIV, STI, immunizations, and opioids. Our goal is to make sure every 

person in Dallas County has access to the public health and social service support they need to 

live a healthy life.  

For more information visit https://www.dallascounty.org/departments/dchhs/.  

  

https://www.dallascounty.org/departments/dchhs/
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II. PURPOSE OF THE CHNA 

The mission of the Dallas County CHNA is to advance the health of Dallas County residents. 

Core to this mission is community member input and multisector collaboration. 

The CHNA is a critical instrument for identifying and addressing the health needs of Dallas 

County residents. By fulfilling federal requirements as set forth by 501(r)(3) of the Internal 

Revenue Code, adhering to public health standards, and engaging local stakeholders, the 

CHNA facilitates informed decision-making and strives for community health improvement 

across the county. 

The CHNA is a comprehensive process conducted every three years to identify and analyze key 

health issues and needs within a defined community. It serves as the foundation for improving 

and promoting the health and well-being of populations, particularly those with higher morbidity 

and mortality rates. 

This report illustrates the application of the public health principles described above by: 

¶ Integrating data from hospitals, public health departments, academic institutions, and 

community organizations 

¶ Engaging residents through surveys, focus groups, and listening sessions 

¶ Identifying health disparities (e.g., chronic disease prevalence, mental health needs, 

gaps in community infrastructure and services), and 

¶ Applying strategic planning using resource allocation and program development. 

The Dallas CHNA also highlights the importance of advancing health equity, cross-sector 

collaboration, and transparent reporting to build trust and mobilize action. 
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CHNA Purpose Figure 1: Public Health Essential Services Framework 

 

Adapted from CDC: https://www.cdc.gov/public-health-gateway/php/about/index.html  

A. CHNA Methodology 

The CHNA was developed using the Essential Public Health Services framework and in 

accordance with the framework for community health needs assessments. By adopting these 

nationally recognized models, Parkland and DCHHS ensured the assessment was grounded in 

evidence-based practices, promoted meaningful community engagement, and supported 

strategic planning to improve health outcomes.1,2 

 
1 Centers for Disease Control and Prevention. About the Public Health Gateway. Updated May 16, 2024. Accessed 
July 14, 2025. https://www.cdc.gov/public-health-gateway/php/about/index.html 
2 Centers for Disease Control and Prevention. Community Planning for Health Assessment: Frameworks & Tools. 
Updated May 16, 2024. Accessed July 14, 2025. https://www.cdc.gov/public-health-gateway/php/public-health-
strategy/public-health-strategies-for-community-health-assessment-models-frameworks-tools.html 
3 Rutherford GW, McFarland W, Spindler H, et al. Public Health Triangulation: approach and application to 
synthesizing data to understand national and local HIV epidemics. BMC Public Health. 2010;10:447. 
doi:10.1186/1471-2458-10-447 

https://www.cdc.gov/public-health-gateway/php/about/index.html
https://www.cdc.gov/public-health-gateway/php/about/index.html
https://www.cdc.gov/public-health-gateway/php/public-health-strategy/public-health-strategies-for-community-health-assessment-models-frameworks-tools.html
https://www.cdc.gov/public-health-gateway/php/public-health-strategy/public-health-strategies-for-community-health-assessment-models-frameworks-tools.html
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CHNA Purpose Table 1: CHNA Framework 

 

1. Reflect & Strategize

ÅReviewed past assessment and identified opportunities for improvements and enhancments.

ÅDeveloped a project timeline based on the results of this assessment.

2. Identify & Engage Stakeholders

ÅCurated a comprehensive roster of more than 400 community partners and 600 representatives to 
engage in community input sessions and participation in the online survey.

3. Define the Community

ÅIn accordance with the organizational charters and public health mandates of both Parkland and 
DCHHS, the report is focused exclusively on the geographic boundaries of Dallas County.

4. Collect and Analyze Data 

ÅQuantitative and qualitative data were used to investigate health trends and health gaps in alignment 
with requirements to assess community health needs. 

5. Prioritize Health Issues

ÅHealth issues were prioritized using a public health triangulation approach, which involved synthesizing 
data from multiple sources to ensure a comprehensive and community-informed understanding of local 
health needs.3

6. Document Results

ÅThe results of the assessment are summarized in an easy-to-read report designed for community 
members and stakeholders. This report was created to share key findings and is available both online 
and in printed form.
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Data Sources:  

1. Behavioral Risk Factors Surveillance System (BRFSS) 

2. County Health Rankings and Roadmaps (CHRR) 

3. Dallas County Health and Human Services Electronic Medical Records (EMR) 

4. Dallas County Child Death Review Team 

5. Dallas-Fort Worth Hospital Council Foundation (DFWHC) 

6. DFWHC Healthy North Texas 

7. HOMES Uniform Data System (UDS) Annual Report, 2016 ï 2018 

8. Health Resources and Services Administration (HRSA) Uniform Data Systems (UDS) Maps 

9. Housing Forward 

10. Parkland Center for Clinical Innovation (PCCI) 

11. Parkland EMR 

12. SG-2, LLC 

13. Texas Department of State Health Services 

14. United States (U.S.) Centers for Disease Control and Prevention (CDC) 

15. U.S. Census Bureau 

16. Texas Department of Transportation 

17. Electronic Surveillance System for the Early Notification of Community-based Epidemics 

(ESSENCE) 

18. DCHHS Charity Care Program Patient Enrollment Data 

19. DCHHS Older Adult Services Program (OASP) Client Data   

20. DCHHS Housing Choice Voucher Client Data 

21. DCHHS Comprehensive Energy Assistance Program (CEAP) Client Data 
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B. Findings Prioritization Process 

A comprehensive data analysis and synthesis was completed to identify and prioritize the health 

needs of Dallas County communities. To ensure the rigor and reliability of this process, a data 

triangulation method was applied. This is a well-established public health methodology that 

synthesizes multiple data sourcesðsuch as surveys, focus groups, and existing health 

statistics. This integration of qualitative and quantitative data allows for a more comprehensive 

understanding of community health challenges and strengthens the validity of the finding. The 

key findings were prioritized by order of importance, based on topics that emerged most 

prominently from community input, coupled with quantitative data and morbidity and mortality, 

further guiding the prioritization process. 

 

ШImage generated by AI 
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III. COMMUNITY INPUT  

To ensure community voices and health priorities were meaningfully represented in this report, 

Parkland and DCHHS conducted 36 focus groups, administered the Healthy Neighborhood 

Survey, and interviewed key faith-based leaders between February and June 2025. The focus 

group data was systematically coded and analyzed using Dedoose and NVivo, both of which 

are web-based text analytics platforms, allowing for the identification of recurring themes and 

insights. Together, the findings from these complementary data collection methods provide a 

comprehensive understanding of community needs and priorities, which are reflected in the 

results presented below. The findings were then visualized through graphs to display the most 

frequently discussed topics, ensuring a structured and comprehensive presentation of the 

communityôs input.  

 

The purpose of the focus group questions is to gain community membersô insights into their 

vision of a healthier community and to identify meaningful opportunities to achieve that vision: 

A. Healthy Communities 

¶ Local infrastructure and resources: Enhancing the physical and social environment to 

support healthy living. 

¶ Healthcare delivery: Strengthening both preventive care and the management of chronic 

diseases to ensure comprehensive, accessible services. 

¶ Access to care and community trust: Addressing barriers to care and fostering trust 

between community members and healthcare system. 

B. Public Health Systemic Alignment 

¶ Cross-sector collaboration and policy alignment: Understanding how policies influence 

partnerships across health, education, housing, and other sectors. 

¶ Data sharing and integration: Identifying ways to improve the flow, accessibility, and use 

of data across organizations to support coordinated care and informed decision-making. 

The results from the focus group discussions are presented using two types of visualizations: 

¶ Bar Graphs: These display how frequently each category was mentioned across all 

sessions. The size of each bar reflects the number of times a topic was raised, 

highlighting the most commonly discussed issues. 

 

Tree Maps: These offer a visual breakdown of categories and subcategories based on 

mention frequency. The size of each section represents its relative importance, making it 

easy to identify dominant themes and understand their relationships. 

 

Together, these visual tools provide a clear snapshot of participant feedback, helping translate 

community voices into actionable insights. 
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A. Healthy Communities  

To understand how community members described the foundational pillars of a healthy 

community, focus group responses were categorized and analyzed based on established 

definitions of the factors that impact health. These factors, NMDOH, are discussed in greater 

detail in the corresponding section of this report. Through qualitative data analysis, two primary 

pillars emerged: community infrastructure and resources, and strengthening healthcare delivery. 

Each pillar is supported by three key building blocks community members identified, which are 

illustrated in Community Input Figure 1 and discussed in the sections that follow.  

Community Input Figure 1: Healthy Community Foundational Structure 

 

1. Community Infrastructure & Resources 

This category emerged as one of the two pillars in the community membersô vision of a healthy 

community. Their feedback emphasized the need for stronger infrastructure, enhanced 

resources, and access to food-see Community Input Figure 2.  
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Community Input Figure 2: Strengthening the Public Health System 

 

a. Community Infrastructure 

Community members emphasized the importance of strengthening the local transportation, 

housing, and childcare infrastructures as a key strategy for improving community health. 

Unsurprisingly, transportation emerged as a key priority. In addition, it was also cited as the 

primary barrier to accessing care. Housing ranked after transportation as an area that needs 

significant attention and was also identified as a top concern in the Healthy Neighborhood 

Survey. As a community partnered shared, in the 75210 ZIP Codeðwhere the median 

household income is $15,258, significantly below the national averageðfamilies face severe 

affordability challenges. Most homes in the area were built in the 1940s or 1950s and now 

present serious environmental hazards. Housing instability directly affects health and 

educational outcomes, with only 25% of local students graduating from high school, 

perpetuating cycles of poverty. In response, cross-sector collaboration is addressing these 

challenges head-on through comprehensive housing rehabilitation efforts. Investments by the 

nonprofit Frazer Revitalization of approximately $85,000 per homeðfar exceeding typical 

$10,000 repair programsðensure safe, healthy living conditions that support generational 

wealth-building. This work goes beyond physical structures: stable housing lays the foundation 

for children's academic success and seniors' dignified aging.3 

Community members also identified sports and leisure facilities as a priority for 

improvement. Specific suggestions included enhancing or expanding access to the gyms, 

organized sports opportunities, parks and playgrounds, recreation and senior centers, sidewalks 

and walking trails. These responses, which existed across age groups, reflect a strong 

community interest in spaces that support physical activity, wellness, and social connection. 

 
3 Conner F. Statement from the CEO and President of Frazier Revitalization, Inc. [Unpublished statement]. 
Frazier Revitalization, Inc.; 2025 
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Childcare followed as the fourth priorityð the inability to ascertain childcare often prevents 

participants from going to doctorsô appointments. Although internet access and connectivity 

have generally improved across the countyðas discussed later in the NMDOH sectionðthey 

still present barriers and demonstrate that community infrastructure in Dallas County continues 

to require improvement-see Community Input Figure 3. 

Community Input Figure 3: Community Infrastructure 

 

b. Community Resources 

Overall, the community emphasized the need to increase both the availability of and access to 

essential resources in their neighborhoods where people live and go about their daily lives. This 

need was expressed by a focus group participant who shared: ñI am a parent who needs 

resources but if I donôt have the transportation or money, it is very challenging!ò 

To truly benefit from the resources available, community members believe that four essential 

elements must be addressed together: Availability, Awareness, Co-location and Multisector. 

 

 Image generated by AI 
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Without all four pieces in place, community members are left without the support they need.  

Throughout the focus group discussions, community members consistently emphasized the 

need for greater access to and understanding of key resources. The most frequently mentioned 

included: transportation, housing, financial assistance, and health insurance or coverage. 

c. Food Environment 

Access to foodðparticularly healthy foodðwas a topic of intense and frequent discussion 

during the focus group sessions. As a result, it was identified as a key building block for a 

healthy community. This finding aligns with the Healthy Neighborhood Survey results, where 

participants selected access to food as the second most important factor needed to improve 

their neighborhoodôs health. 

Focus group participants described several challenges, including the lack of grocery stores in 

their communities and the overabundance of fast food and highly processed options, with few, if 

any, healthy choices available. As one community member put it, ñIn my community we have 

fried chicken places. The food that is available to the community is killing us!ò 

In addition to limited availability, participants highlighted transportation barriers that make it 

difficult to reach grocery stores. Many also shared that food insecurity is a persistent issue, with 

some families relying heavily on food pantries or food banks and having little control over the 

nutritional quality of the food they have access to.  

2. Strengthening Healthcare Delivery  

Community members emphasized that a strong and resilient public health system is essential to 

achieving a healthy community. Under this pillar, they identified three building blocks for 

improvement: Mental Wellness/Behavioral Health emerged as the primary factor, followed by 

Health Education and Access to Healthcare. These insights reflect the communityôs emphasis 

on emotional well-being, interest in expanding their health knowledge, as well as the ability to 

obtain care-see Community Input Figure 4. 

Community Input Figure 4: Strengthening Healthcare Delivery Building Blocks 
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a. Mental Wellness - Behavioral Health 

Community members discussed the importance of enhancing the accessibility of behavioral 

health services, expanding mental wellness education to eliminate stigma, and the provision of 

high-quality customer service. Additionally, participants highlighted the need to strengthen 

cross-sector collaboration particularly among health insurance providers, clinics, healthcare 

providers, school districts, and schools to ensure more coordinated and effective support for 

community well-being-see Community Input Figure 5. 

Community Input Figure 5: Mental Wellness and Behavioral Health 

 

During the focus groups, community members voiced their concerns with the escalating mental 

health crisis in the community and the challenges of accessing services during a moment of 

crisis. As described by a mother, ñMy children were in crisis when my husband 

disappeared, and I was desperate. I couldnôt find the help we needed. When I called for 

support, I was told the earliest available appointment was six months away. A friend who 

lives out of state, reached out to a priest she knew and asked him to help us.ò 

Community members emphasized the importance of adopting a public health approach to 

mental wellness and behavioral health; one that prioritizes prevention, early education, and the 

availability of resources within the community. They stressed the need to recognize and address 

mental health symptoms early, particularly among youth, to foster understanding and prevent 

long-term challenges.  

b. Health Education 

Overall, focus group participants expressed a strong desire to learn more about health-related 

topics. Among these, mental health education and management of complex diseases such as 

chronic disease, particularly diabetes, HIV, and vaccinations stood out. Moreover, community 

members are not only eager to learn about the disease, but also how to dispel the 

misconceptions associated with these diseases, as expressed by a focus group participant, 

ñEducation on what causes diabetes, lets people know what they can do to decrease 

diabetes. Education is most important.ò 
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Interestingly, participants discussed a preference for ñhealth dialoguesòðinformal, 

conversational approaches to learning about healthðover traditional classroom-style education. 

Another key theme that emerged from the data was the need to educate healthcare staff and 

providers on how to effectively engage and communicate with patients. Participants shared 

experiences of persistent stigma within medical settings, which negatively impacts their sense of 

safety.  

These insights highlight the urgent need for training that addresses acceptability and promotes 

respectful, empathetic care. Community members stressed that feeling heard and valued is 

essential to building trust and encouraging continued engagement with healthcare services. As 

one person shared, ñItôs hard to go to the doctor when you have a low income and a 

disease like diabetes, and you have to look for services for the poor. They make us feel 

like weôre doing something wrong.ò 

Community Input Figure 6: Health Education Topics 

 

c. Access to Healthcare 

To better understand how to improve access to care from the communityôs perspective, input 

was categorized using the Five Aôs of healthcare accessðAvailability, Accessibility, 

Accommodation, Affordability, and Acceptability.4,5 This framework was selected because it 

reflects the lived experiences of individuals navigating the healthcare and public health systems, 

rather than focusing solely on internal structures or assumptions. Community Input Figure 7 

 
4 Levesque JF, Harris MF, Russell G. Patient-centered access to health care: conceptualizing access at the interface 
of health systems and populations. Int J Equity Health. 2013;12:18. doi:10.1186/1475-9276-12-18. 
5 Iwuagwu AO, Poon AWC, Fernandez E. A scoping review of barriers to accessing aged care services for older 
adults from culturally and linguistically diverse communities in Australia. BMC Geriatr. 2024;24:805. 
doi:10.1186/s12877-024-05373-8. 
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illustrates these categories in order of importance as identified by participants, providing a visual 

summary of the most pressing access-related concerns. 

Community Input Figure 7: Improving Access to Care 

 

i. Acceptability 

As one participant shared, ñMen donôt tell the truth to their doctor; the doctor must earn 

our trust!ò This sentiment underscores the central role of trust, which emerged as a recurring 

theme across focus groups. Participants emphasized that trust must be earned, especially 

among historically marginalized communities. Another participant noted, ñTrust, I mean, I think 

that there are challenges in healthcare among the community around trust, whether it's 

the African American community, the Hispanic [é] there is [a lot of] distrust...ò  

Community Input Figure 8: Acceptability Building Blocks 
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Following trust, community members identified their interactions with healthcare providers and 

staff as a key factor influencing their decision to seek or avoid care, followed by the expectation 

of person-centered care. Participants expressed a desire to be actively involved in their care 

decisions; they want to know why tests are ordered and what the results mean; yet participants 

shared that they often felt they could not ask for additional clarity. Community members also 

discussed that lack of trust, combined with negative past experiences, had led them to avoid 

accessing healthcare services altogether.  

ñI want to be involved in the whole process, but sometimes it feels like we canôt ask 

questions!ò 

ñ... staff needs customer service training. The service experience makes me not want to 

come back. When you're sick, you're already at your worstðand a poor experience is not 

good!ò 

ii. Availability 

This category emerged as the second most cited factor influencing whether community 

members choose to access healthcare, and it addresses whether there are sufficient services 

and providers to meet the needs of the community. They highlighted the need for services to be 

available within the community itself and to leverage community-based organizations such as 

churches as partners to increase access points, followed by access to additional services, as 

illustrated in Community Input Figure 9. Participants specifically emphasized the need for more 

primary care physicians and greater access to healthcare technology.  

Community Input Figure 9: Availability Building Blocks 

 

In regard to the healthcare services needed within the community, participants reported 

community health screenings for chronic diseases such as diabetes, hypertension, breast 

cancer, etc. as a significant priority along with general health education. The community also 
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noted that availability of more community clinics would improve access for appointments and 

medications-see Community Input Figure 10. 

Community Input Figure 10: Community Health Services 

 

As for the availabiliy of additional services, community members identified emergency rooms 

and urgent care access as priorities, followed by the need for more specialty care. Notably, 

participants also expressed a desire for expanded Parkland services within the community. The 

need for clinics specifically serving children and geriatric populations were also discussed  

highlighting the importance of age-specific care options-see Community Input Figure 11. 

Community Input Figure 11: Availability of Additional Health Services 
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iii. Accessibility 

This category refers to how easily individuals can physically access and utilize healthcare 

services. To better understand the communityôs priorities, their responses were categorized and  

visualized in the tree map title  ñAccessibility Building Blocksò-see Community Input Figure 12.  

Transportation emerged as the most significant barrier across all focus groups. Community 

members described difficulties with public transit, including long walking distances and the need 

to take multiple buses to reach a healthcare facility, as a community member stated, ñI think 

actually transporting and getting people into the clinic is one of the biggest barriers.ò 

This sentiment was supported by a provider who acknowledged the challenges associated with 

inconsistent or absent transportation options. ñHaving to travel to multiple clinics is difficult 

and time-consuming and time off from work. The wait times are too long, and there's 

poor coordination between appointments.ò 

As expected, community members emphasized that offering mobile health services could help 

improve access to care in their neighborhoods. As one woman shared during a focus group 

session, ñA doctor who comes to you, or prescriptions delivered to your home, that would 

help. Itôs hard to ride the bus to the clinic or pick up prescriptions when youôre sick!ò 

Community Input Figure 12: Accessibility Building Blocks 

In addition to mobile services, community members identified virtual services as a key 

alternative to help overcome transportation challenges, especially for those with limited mobility 

or access to reliable transit. 

Virtual Services, 
18Mobile Services, 36Transportation, 40
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iv. Accommodation 

Accommodation refers to how well the structure and delivery of care align with the realities of 

the community being served. This includes the organization of services such as appointment 

systems, wait times, hours of operation, referrals, and care coordination to ensure they are 

convenient and responsive to patientsô needs.Ш 

To illustrate how these factors impact access to care, the tree map titled ñBuilding Blocks 

Accommodationò-see Community Input Figure 13, summarizes community feedback on 

necessary healthcare accommodations. The three largest blocksðñOne-Stop Health Access,ò 

ñWait Times,ò and ñExtended Hoursòðreflect the top priorities identified by participants. 

These responses emphasize the need for streamlined, timely, and flexible service delivery that 

better fits the daily lives of those being served. 

Community members emphasized the need for ñone-stop health accessò points, where 

individuals can receive primary care, specialty care, medical tests, imaging, and supportive 

resources all in one location. This model would reduce the burden of traveling to multiple clinics 

for different services. These access points were seen as a way to foster stronger relationships 

with staff and providers, which could improve trust, continuity of care, and ultimately lead to 

better health outcomes for individuals and families. 

Focus group participants identified long wait times both to get an appointment and while in the 

clinic as examples of lack of accommodation to patientsô needs. They described the process of 

waiting to see a provider, complete tests, or pick up medications as tiring and frustrating, 

especially when appointments are scheduled months in advance or poorly coordinated. 

Community Input Figure 13: Accommodation Building Blocks 
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A recurring concern was the difficulty of scheduling timely appointments, which often left 

participants with nowhere to go but the emergency department. Two participants summarized 

the overall sentiment: ñOne problem we always have is that there are no appointments 

available when you callðyou have to wait six months. If we need help today, what's the 

point of waiting six months?ò 

ñPeople come to emergency department because they canôt make an appointment earlier 

than six months; they know they will have to wait but they also know they get diagnosed 

and treated the same day.ò 

To address these barriers, the focus group participants recommended expanding service hours 

in the clinics or offering fast track appointments and having larger facilites. As part of the 

ñAccommodationsò building blocks identified through community input, participants highlighted 

the need for accessible, services for childrenðincluding pediatric care, behavioral health, and 

overall resources. They also expressed a strong desire for increased collaboration across 

clinics, schools, and community-based organizations to enhance care coordination, and create 

a more seamless experience for families navigating multiple systems. 

v. Affordability 

This category refers to a personôs ability to pay for out-of-pocket healthcare expenses, such as 

co-pays, insurance premiums, medications, and procedures. Notably, there was broad 

agreement that the fear of medical debt often deters individuals from seeking care or following 

through with recommended treatment. One social worker shared a powerful example during a 

focus group session: 

ñI made the patient aware that she could potentially die if she didnôt get the procedure 

done, and she said, óNo, Iôm not going to do it because I canôt afford the bill.ôò 

Similar concerns were reflected in the Healthy Neighborhood Survey, where the cost of 

medications stood out as a major issue. Focus group discussions described the difficult trade-

offs between affording prescriptionsðsome noting monthly costs ranging from $600 to $800ð

and meeting other basic needs such as food. These insights underscore the financial strain 

healthcare expenses place on individuals and families across the community. As two 

participants put it: ñYou have to choose between insulin and food!ò and ñI see seniors who 

have to make a choice between seeing the doctor or buy medication because of their low 

income.ò 

B. Public Health Systemic Alignment 

Community members expressed concern to ensure public health programs are developed with 

a true understanding of the lived experiences. Misalignment between community needs and the 

efforts of healthcare and public agencies within the public health system has led to short-term or 

ñband-aidò solutions rather than lasting programs that tackle underlying issues. 
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Community Input Figure 14: Public Health System Alignment 

 

Residents emphasized the urgent need for a healthcare and public health system that fosters 

streamlined collaboration across agencies and local programs, ensuring that efforts are 

coordinated, efficient, and responsive. They also highlighted the importance of leveraging 

trusted partnerships, particularly with faith-based organizations serving African American 

communities, to build trust and improve outreach. 

1. Data Sharing  

Within the vein of aligning public health programs with the lived realities of the communities 

emerged from the concern of data sharing. This concern primarily existed among participants 

who worked within community-based organizations, which noted they often work in siloes and 

are hesitant to share data across health and public health organizations. 

Data sharing is integral to providing foundational services and can even facilitate the ñone-stopò 

health services community member participants discussed during focus group sessions. Yet, to 

meet the needs and expectations of the community, public health and health organizations must 

work to build bridges and share data that will foster a stronger continuum of care to serve our 

community. 

2. Public Policy  

Public policy coordination emerged as a critical factor influencing service delivery, access to 

care, and broader health outcomes. Participants emphasized that policy decisions directly 

shape how services are provided and accessed, making advocacy and alignment essential 

across health and public health systems. 

One participant working in HIV services noted that conflicting state and federal eligibility 

requirements can create barriers including disrupting continuity of care and duplicating 

paperwork. 
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Housing policy was another area of concern, particularly regarding gentrification and its impact 

on affordability. One participant described how unchecked development raises property taxes 

and deepens financial strain: 

ñThere are developers coming into those neighborhoods and building homes that 

continually raise their taxes and debt. So now they are concerned about that. It's been a 

challenge already to maintain the home.ò  

Together, these examples show how coordinated public policy can reduce barriers, improve 

service continuity, and protect vulnerable populations from unintended consequences. 

IV. DALLAS COUNTY PROFILE 

A. Dallas County Demographics 

Dallas County has 872.1 square miles of land area and is the 177th largest county in Texas by 

total area. Dallas County is bordered by Collin, Ellis, Rockwall, Tarrant, Denton, and Kaufman 

counties6. 

Demographics Figure 1: Dallas County, Texas 

 

Data Source: U.S. Census Bureau. 

 
6 U.S. Census Bureau. Available at: https://data.census.gov/cedsci/ profile?g=0500000US48113    
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The countyôs Black or African American, non-Hispanic population (23%) is higher than both the 

Texas and U.S. averages. In Dallas County, 41% of the population identifies as Hispanicð

slightly above the Texas state average of 40%, and significantly higher than the national 

average of 19% as shown in Demographics Figure 2 and Demographics Figure 3. 

Demographics Figure 2: Population by Race in U.S., Texas, and Dallas County 

  

Data Source: U.S. Census Bureau, 2019-2023 American Community Survey 5-Year Estimates 

Demographics Figure 3: Population by Ethnicity in U.S., Texas, and Dallas County 

 

Data Source: U.S. Census Bureau, 2019-2023 American Community Survey 5-Year Estimates 

This ethnic diversity also shapes the linguistic landscape. In Dallas County, 34% of residents 

speak Spanish at home, compared to 28% in Texas and 13% nationally-see Demographics 

Figure 4 
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Demographics Figure 4: Population by Language Spoken at Home in U.S., Texas, and Dallas 
County 

 

Data Source: U.S. Census Bureau, 2019-2023 American Community Survey 5-Year Estimates 

The gender distribution in Dallas County closely mirrors that of Texas and the U.S., with a nearly 

even split between males and females across all three regions-see Demographics Figure 5. 

Demographics Figure 5: Population by Sex, U.S., Texas, and Dallas County 

 

Data Source: U.S. Census Bureau, 2019-2023 American Community Survey 5-Year Estimates 

Compared to the national average, both Texas and Dallas County have a noticeably younger 

population, particularly among those under 19 and aged 25ï34. Dallas County also stands out 

with a lower share of residents aged 65 and olderðjust 7%, compared to 8% in Texas and 10% 

nationally.  
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Demographics Figure 6: Population by Age Groups, U.S., Texas, and Dallas County 

 

Data Source: U.S. Census Bureau, 2019-2023 American Community Survey 5-Year Estimates 

B. NMDOH 

Individualsô and communitiesô experiences with health and healthcare are shaped by more than 

just access to medical services. The social and environmental factors known as non-medical 

drives of health include access to healthcare, education, healthy food, economic stability, and 

supportive community environments. These represent the broader context in which people are 

born, live, learn, work, play, worship, and age significantly impacting health outcomes, daily 

functioning, and overall quality of life.7  

As illustrated in NMDOH Figure 1, socioeconomic factors such as education, job status, family 

support, and income contribute approximately 40% to an individual's overall health, more than 

any other factor. Health behaviors such as diet, physical activity, substance use (e.g., tobacco 

and alcohol use), and sexual activity account for another 30%, while the physical environment 

contributes 10%, and healthcare, e.g., access and quality of care, determines 20% of a personôs 

health. 

The CDC organizes health conditions into five key categories, as illustrated in NMDOH Figure 2. 

These categories not only provide a structured way to understand health conditions but also 

serve as the foundational framework for categorizing, analyzing, and synthesizing community 

input. By grounding the process in this data-informed approach, stakeholders across sectors 

such as healthcare, housing, education, transportation, food security, and employment can 

more effectively collaborate to develop coordinated strategies that improve community health 

and advance equity. 

 
7 U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion. Healthy 
People 2030: Social Determinants of Health. Accessed May 7, 2025.https://health.gov/healthypeople/objectives-and-
data/social-determinants-health.  
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NMDOH Figure 1: Impact on Health 

 

Adopted from UCLA Health8  

NMDOH Figure 2: SDOH Framework 

 

Adopted Social Determinants of Health | Public Health Gateway | CDC 

To translate this framework into actionable insights, the CVI, part of PCCIôs CVC, is a data-

driven tool that analyzes 26 clinical and socioeconomic indicators at hyper-local levels to identify 

areas with the greatest health and social challenges. It helps uncover root causes of 

 
8 UCLA Health. Social Determinants of Health ï Sustainability. Accessed May 7, 2025. 
https://www.uclahealth.org/sustainability/social-determinants-health 

https://www.uclahealth.org/sustainability/social-determinants-health
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vulnerability and guides targeted interventions. This tool is utilized by Parkland and DCHHS to 

guide and prioritize interventions in communities identified as having higher needs. 

NMDOH Figure 3: Dallas County, CVI by ZIP Codes, 2025 

 

Data Source: CVC, PCCI 

NMDOH Figure 3 illustrates community vulnerability levels across Dallas County, using a color-

coded system to highlight areas of differing need. Regions are shaded from light green (Very 

Low) to dark blue (Very High) vulnerability, based on a composite of clinical and socioeconomic 

indicators. Areas like South Dallas, parts of Mesquite, and West Irving show higher vulnerability, 

suggesting greater need for targeted health and social interventions. The map helps 

organizations like Parkland and DCHHS prioritize resources and support where they are most 

needed. 

NMDOH Table 1 and NMDOH Table 2 list 10 ZIP Codes with the lowest and highest CVI scores, 

respectively. As shown in the map in NMDOH Figure 4, ZIP Codes with the highest CVI scores 

are concentrated in the southern sector of the county, particularly Southeast Dallas, while those 

with the lowest scores are located in the northern sector. NMDOH Figure 5 provides further 

insight into how CVI scores vary across ZIP Codes and, when examined at the census block 
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level, offers a more granular understanding of vulnerability. This level of detail can support 

targeted public health interventions and resource allocation. 

NMDOH Table 1: ZIP Code Rankings by 
Lowest CVI Scores (Percentiles) 

ZIP Codes Percentile 

75044 10 

75248 9 

75039 8 

75098 7 

75082 6 

75182 5 

75225 4 

75048 3 

75019 2 

75054 1 

Data Source: CVC, PCCI 

NMDOH Table 2: ZIP Code Rankings by 
Highest CVI Scores (Percentile) 

ZIP Codes Percentile 

75216 100 

75210 99 

75215 98 

75241 97 

75203 96 

75247 95 

75212 94 

75172 93 

75237 92 

75051 91 

Data Source: CVC, PCCI 

NMDOH Figure 4: ZIP Code by Very High and Very Low CVI Scores, Dallas County, 2025 

  

Data Source: CVC, PCCI 
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NMDOH Figure 5: Census Block by Very High and Very Low CVI Scores, Dallas County, 2025 

  

Data Source: CVC, PCCI 

1. Education 

Education promotes socioeconomic stability by lifting individuals out of poverty and contributes 

to long-term improvements in overall well-being.9 

 
9 Education: a neglected social determinant of health. Lancet Public Health. 2020;5(7):e361. doi:10.1016/S2468-
2667(20)30144-4. 
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NMDOH Figure 6: Education Attainment, U.S., Texas, Dallas County, 2019 - 2023 

 

Data Source: U.S. Census Bureau, 2019-2023 American Community Survey 5-Year Estimates 

High school completion in Dallas County lags behind both state and national averages, with only 

81.7% of residents aged 25 and older having graduated from high school or attained a higher 

level of education. This compares to 85.7% in Texas and 89.4% nationally. This educational gap 

highlights a local shortfall in foundational academic achievement, which may have long-term 

implications for workforce readiness, economic mobility, and community well-being-see NMDOH 

Figure 6. 

NMDOH Figure 7 displays changes in high school graduation rates in Dallas County by ZIP 

Codes from 2019 to 2022. ZIP Codes with statistically significant (p Ò 0.05) improvements are 

marked with green labels. In contrast, ZIP Codes with statistically significant decline in high 

school graduation rates are marked with orange labels. The map also features a high school 

graduation CVI, which categorizes ZIP Codes from very high vulnerability (dark red) to very low 

vulnerability (dark blue). Although some high-vulnerability ZIP Codes experienced positive 

trends, these improvements were not substantial enough to shift them into lower vulnerability 

categories, highlighting the persistence of education attainment disparities across the county. 
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NMDOH Figure 7: Progress and Decline in High School Graduation Rates in Dallas County 
between 2019-2022 

 

Adopted from PCCI 

2. Economic Stability 

Economic stability is a well-established NMDOH and often is an underlying consideration for all 

other NMDOH. Wealth and income can lead to better health by providing material benefits that 

promote well-beingðsuch as healthy food, housing, exercise opportunities, reliable 

transportation, quality education, and the ability to afford medical care, among others. 

Conversely, financial strain is a key driver of the health gaps observed in low-income 

populations. It is closely tied to both physical and mental health, as it limits access to essential 

resourcesðparticularly the ability to cover medical expenses, among other NMDOH. 10,11  

a. Median Income 

Dallas Countyôs median household income is $74,149, which is below both the Texas state 

median ($76,292) and the national median ($78,538)-see NMDOH Figure 8. 

 
10 National Academies of Sciences, Engineering, and Medicine; Health and Medicine Division; Board on Population 

Health and Public Health Practice; Committee on the Review of Federal Policies that Contribute to Racial and Ethnic 
Health Inequities. Geller AB, Polsky DE, Burke SP, eds. Federal Policy to Advance Racial, Ethnic, and Tribal Health 
Equity. Washington, DC: National Academies Press; 2023. Accessed May 21, 2025. 
https://www.ncbi.nlm.nih.gov/books/NBK596400/ 
11 White N, Packard K, Kalkowski J, et al. Improving health through action on economic stability: results of the 
Finances First randomized controlled trial of financial education and coaching in single mothers of low-income. Am J 
Lifestyle Med. 2022;17(3):424-436. doi:10.1177/15598276211069537.  

https://www.ncbi.nlm.nih.gov/books/NBK596400/


ÂċŊĲШΠΡШŸŉШΞΠΝ 
 

NMDOH Figure 8: Median Household Income in U.S., Texas, Dallas County 

 

Data Source: ÖЮÉЮШ9ĲŰƚƨƚШ7ƨƖĲċƨШÄƨŔĦť[ċĦƣƚаШÖŰŔƣĲĬШÉƣċƣĲƚбШÑĲǂċƚбШ?ċũũċƚШ9ŸƨŰƣǃЯШÑĲǂċƚ 

Between 2019 and 2022, the average median income in Dallas County rose by approximately 

$3,700 per yearða positive trend that benefited residents across many ZIP Codes. As shown in 

NMDOH Figure 9, the map illustrates these changes, with green labels indicating ZIP Codes 

where the median household income had a statistically significant increase. The map also 

features a median household income CVI, which categorizes ZIP Codes from very high 

vulnerability (dark red) to very low vulnerability (dark blue). Although several high-vulnerability 

ZIP Codes experienced income gains, these improvements were not substantial enough to shift 

them into lower vulnerability categories, highlighting the persistence of economic disparities 

across the county. 
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NMDOH Figure 9: Progress in Median Household Income in Dallas County Between 2019 and 
2022 

 

Adopted from PCCI 

Regarding paycheck predictabilityðdefined as the percentage of residents aged 16 to 64 who 

have been working full-time, year-round for the past 12 monthsðthis employment stability 

indicator improved in 10 of the 93 ZIP Codes in Dallas County. However, four ZIP Codes 

(75043, 75115, 75203, and 75211) experienced a decline in stability, indicating increased 

vulnerability in those areas. As of 2025, the economic vulnerability in Dallas County remains 

unevenly distributed across census tracts-see NMDOH Figure 10. Areas shaded in dark blue 

represent communities with higher income vulnerability, indicating lower household incomes and 

a greater likelihood of economic hardship. In contrast, light green areas, primarily in the northern 

sector, reflect lower vulnerability and greater economic stability. 
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NMDOH Figure 10: Dallas County Median Household Income Very High vs Very Low 
Vulnerability by Census Track, FY25 

  

Data Source: CVC, PCCI 

This pattern reveals a clear north-south divide in economic conditions. Census tracts in the 

southern and southeastern portions of the countyðincluding ZIP Codes 75216, 75217, and 

75241ðshow concentrated areas of high vulnerability. Notably, 20% of Healthy Neighborhood 

Survey participants from southern ZIP Codes reported delaying care in the past 12 months due 

to concerns about medical debt and high healthcare costs. 

b. Poverty 

As home to several Fortune 500 companies, Dallas County has enjoyed a prosperous economy 

employing 1.32 million people.12 However, nearly 14% of the population live below the poverty 

line, according to the U.S. Census Bureau-see NMDOH Figure 11. As aforementioned, most 

communities experiencing high economic vulnerability are in southern sector, an area 

characterized by high Black or African American, non-Hispanic and Hispanic communities13. 

 

 
12 Dallas County Planning and Development Department. Economic Development. Dallas County. Accessed May 21, 
2025. https://www.dallascounty.org/departments/plandev/economic.php  
13 Parkland Health. 2022 Dallas County Community Health Needs Assessment. Published December 8, 2023. 
Accessed July 22, 2025. https://www.parklandhealth.org/pdf-files/2022-dallas-county-community-health-needs-
assessme-1 

https://www.dallascounty.org/departments/plandev/economic.php


ÂċŊĲШΠΥШŸŉШΞΠΝ 
 

NMDOH Figure 11: Poverty in U.S., Texas, and Dallas County, 2019 - 2023 

 

Data Source: U.S. Census Bureau, 2019-2023 American Community Survey  

Child poverty saw an 8.7% decline between 2014 and 2023 in Dallas County.14 Although there 

has been progress, the current rate (20.0%) still exceeds both the national (16.0%) and Texas 

state (18.0%) rates. The highest poverty rates are observed among Black or African American, 

non-Hispanic and Hispanic children-see NMDOH Figure 12. 

NMDOH Figure 12: Child Poverty by Race and Ethnicity, Dallas County 

 

Data Source: U.S. Census Bureau, 2019-2023 American Community Survey  

 
14 The Commit Partnership. Progress in Dallas: fewer young adults living in poverty, but much work remains. 
Published February 27, 2025. Accessed May 21, 2025. https://www.commitpartnership.org/insights/latest-
learnings/progress-in-dallas-fewer-young-adults-living-in-poverty-but-much-work-remains  
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https://www.commitpartnership.org/insights/latest-learnings/progress-in-dallas-fewer-young-adults-living-in-poverty-but-much-work-remains
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3. Neighborhood and Built Environment 

This NMDOH category includes factors such as access to public transportation, parks and 

shared outdoor spaces, housing quality, and internet connectivity, and plays a critical role in 

supporting overall health and well-being.15 Community members identified the built 

environmentðreferred to in focus groups as community infrastructureðas a key aspect of 

achieving and maintaining healthy communities.  

According to the National Low Income Housing Coalition, the United States faces a shortage of 

approximately 7.1 million rental units that are affordable and available to extremely low-income 

households.16 Locally, data from the CHRR indicate that 21% of households in Dallas County 

experience at least one severe housing challengeðsuch as high housing costs, overcrowding, 

or inadequate kitchen or plumbing facilities.17 This rate exceeds both the state (18%) and 

national (17%) averages. Additionally, 17% of Dallas County households allocate half or more of 

their income toward housing expenses, surpassing the state and national rates of 15%. 

Extremely low-income households are increasingly priced out of both urban and suburban 

markets. These households are defined as earning at or below the federal poverty line or 30% 

of a regionôs median income. In Texas, only 25 affordable homes exist for every 100 extremely 

low-income renters, reflecting a deep and persistent shortage.18 Additionally, housing 

affordability poses significant challenges for young homebuyers in Texas, particularly those 

aged 19 to 25, who continue to take on substantial mortgage debt with rising housing costs.  

As per the results of the Healthy Neighborhood Survey and focus group, access to affordable 

housing was identified among the top three important factors for improving the health of the 

community. 

a. Transportation 

Transportation limitations pose considerable barriers to accessing a variety of needs, ranging 

from healthcare services to grocery stores to green spaces, all of which improve the ability to 

lead a healthy life. Households located in ZIP Codes in the southern sector of Dallas County 

have a higher rate of households without vehicles compared to those in the northern sector. 

Between 2019 and 2022, 10 out of 93 ZIP Codes (11%) in Dallas County experienced an 

increase in the rate of households without vehicles. In contrast, 8 ZIP Codes (9%) showed a 

decreasing trend in this vulnerability over the same four-year period-see NMDOH Figure 13. 

Areas with a statistically significant decrease in households without vehiclesðindicating 

improved accessðare marked with green labels, while areas with a statistically significant 

increase in households without vehiclesðindicating reduced accessðare marked with orange 

labels. The map also overlays a CVI, ranging from very high (dark red) to very low (dark blue). 

 
15 Centers for Disease Control and Prevention. Parks, Recreation and Green Spaces. Updated June 26, 2024. 
Accessed July 22, 2025. https://www.cdc.gov/physicalactivity/activepeoplehealthynation/everyone-can-be-
involved/parks-recreation-and-green-spaces.html  
16 National Low Income Housing Coalition. The Gap: A Shortage of Affordable Homes. Published March 13, 2025. 

Accessed July 22, 2025. https://nlihc.org/gap 
17 County Health Rankings & Roadmaps. Dallas County, Texas ï 2025. Accessed July 22, 2025. 
https://www.countyhealthrankings.org/health-data/texas/dallas  
18 Federal Reserve Bank of Dallas. Community Conditions Toolkit. Published 2018. Accessed July 22, 2025.  

https://www.cdc.gov/physicalactivity/activepeoplehealthynation/everyone-can-be-involved/parks-recreation-and-green-spaces.html
https://www.cdc.gov/physicalactivity/activepeoplehealthynation/everyone-can-be-involved/parks-recreation-and-green-spaces.html
https://www.countyhealthrankings.org/health-data/texas/dallas
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While some high-vulnerability ZIP Codes showed progress, the improvements were not 

sufficient to shift them into lower vulnerability categories, highlighting ongoing transportation 

access challenges in those communities. 

The map of Dallas Countyôs transit system shows several key gaps in access to bus and other 

motor vehicle transit services-see NMDOH Figure 14. While the transit network provides 

extensive coverage across the county, significant geographic gaps remain in the southern 

areas, where fixed-route service is limited or absent. These regions rely heavily on micro transit 

such as shuttles and paratransit services, which may not offer the same level of convenience or 

frequency.  

NMDOH Figure 13: Progress and Decline in Household Without Vehicles in Dallas County, 
2019ï2022 

 

Adopted from PCCI 
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NMDOH Figure 14: Bus & Other Vehicle Transit Systems, Dallas County 

 

Data Source: CVC, PCCI 

b. Internet Connectivity 

In the age of technological advancement, access to broadband, or high-speed internet access, 

has emerged as a powerful NMDOH, often referred to as a "super-determinant" due to its wide-

ranging influence on social and economic factors that shape health outcomes. Reliable internet 

connectivity supports access to education, employment, and health servicesðkey components 

of well-being.19 Telehealth has transformed healthcare delivery by enabling remote 

consultations, chronic disease monitoring, and access to specialized care in underserved areas.  

Between 2019 and 2022, 44 out of 93 ZIP Codes in the county (47%) experienced 

improvements in broadband connectivity-see NMDOH Figure 15. The map illustrates these 

changes, with green labels indicating areas with a statistically significant increase in broadband 

connectivity. However, many communities remain digitally challenged due to a lack of 

investment in broadband infrastructure, leading to significant gaps in access to smart devices 

and high-speed internet. These gaps not only limit access to healthcare but also exacerbate 

 
19 Sieck CJ, Sheon A, Ancker JS, et al. Digital inclusion as a social determinant of health. American 

Journal of Public Health. Published July 2020. Accessed August 24, 2025. https://mobroadband.org/wp-
content/uploads/sites/44/2020/07/Broadband-Access-and-Social-Determinants-of-Health.pdf 
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existing social and economic disadvantages, worsening health outcomes for those most in 

need. 20,21     

In contrast, NMDOH Figure 16, presents the current connectivity landscape in Dallas County as 

of 2025. The map reveals clear geographic disparities in connectivity across Dallas County ZIP 

Codes. Northern ZIP Codes, predominantly shaded in yellow, indicate stronger connectivity, 

suggesting better access to digital infrastructure, transportation, and essential services. In 

contrast, southern ZIP Codes, particularly those shaded in blue, reflect significant gaps in 

connectivity. These areas are more likely to experience limited access to broadband internet, 

reliable transportation, and other critical infrastructure that supports health and economic 

opportunities. 

 

NMDOH Figure 15: Progress in Connectivity Dallas County, 2019ï2022 

 

Adopted from PCCI 

 
20 National Academies of Sciences, Engineering, and Medicine; Health and Medicine Division; Board on Population 
Health and Public Health Practice; Committee on the Review of Federal Policies that Contribute to Racial and Ethnic 
Health Inequities; Geller AB, Polsky DE, Burke SP, editors. Federal Policy to Advance Racial, Ethnic, and Tribal 
Health Equity. Washington (DC): National Academies Press (US); 2023 Jul 27. 6, Neighborhood and Built 
Environment. Available from: https://www.ncbi.nlm.nih.gov/books/NBK596398/  
21 Bauerly BC, McCord RF, Hulkower R, Pepin D. Broadband Access as a Public Health Issue: The Role of Law in 
Expanding Broadband Access and Connecting Underserved Communities for Better Health Outcomes. J Law Med 
Ethics. 2019 Jun;47(2_suppl):39-42. doi: 10.1177/1073110519857314. PMID: 31298126; PMCID: PMC6661896. 

https://www.ncbi.nlm.nih.gov/books/NBK596398/
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NMDOH Figure 16: Connectivity Vulnerability, Dallas County, Dallas 

 

Data Source: CVC, PCCI 

4. Neighborhood Crime and Violence 

Violence affects thousands of residents each year, and it shapes the social and economic fabric 

of communities across the region. Fostering a culture of safety protects individuals from harm 

and promotes a healthier, more productive environment for everyone.22  

a. Domestic and Family Violence 

Domestic violence is a public health and safety issue in Dallas County, with wide-ranging 

impacts on individuals, families, and communities. Between 2023 and 2025, domestic violence 

has consistently accounted for a significant share of reported crimes in the county. According to 

the Dallas Police Departmentôs 2025 audit report, there were a total of 13,868 domestic violence 

incidents in the county. Of these, 64%, or 8,868 cases involved IPV, and 15 IPV-related deaths 

were recorded that year.23  

The geographic and demographic breakdown of domestic violence in Dallas County shows that 

certain populations and neighborhoods are disproportionately affected. As of July 2025, 

approximately 72% of individuals experiencing domestic violence in Dallas County are women, 

highlighting the gendered nature of this public health crisis. Geographic data further reveals that 

 
22  E. Dallas, TX Violent Crime Rates and Maps | CrimeGrade.org. CrimeGrade.org. Published June 12, 

2023. https://crimegrade.org/violent-crime-dallas-tx/  
23  Tableau. Dallascityhall.com. Published 2025. Accessed July 17, 2025. 
https://dallascitydata.dallascityhall.com/views/DomesticViolenceDashboard/DallasDomesticViolenceCrimes?%3Aiid=
1&%3Aembed=y&%3AisGuestRedirectFromVizportal=y 

https://crimegrade.org/violent-crime-dallas-tx/
https://dallascitydata.dallascityhall.com/views/DomesticViolenceDashboard/DallasDomesticViolenceCrimes?%3Aiid=1&%3Aembed=y&%3AisGuestRedirectFromVizportal=y
https://dallascitydata.dallascityhall.com/views/DomesticViolenceDashboard/DallasDomesticViolenceCrimes?%3Aiid=1&%3Aembed=y&%3AisGuestRedirectFromVizportal=y
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ZIP Code 75216 reports the highest number of family violence crimes, accounting for 7% of all 

such incidents in the county. Within this area, 61.42% of reported victims identify as Black or 

African American, underscoring the intersection of race, location, and vulnerability.24 Three of 

the five ZIP Codes with the highest domestic violence ratesð75216, 75217, and 75211 account 

for 17% of all domestic violence cases reported in Dallas County.  

b. Violent Crime  

According to the Texas Department of Public Safetyôs 2023 Crime in Texas report, violent crime 

in Dallas County was the third-largest county contributor to the stateôs overall violent crime 

numbers. Dallas County ranks in the 24th percentile nationally, indicating it is only safer than 

24% of U.S. counties. Within Dallas County, ZIP Codes 75243, 75216, and 75217 have the 

highest rates of violent crime.25 Of these three ZIP Codes, 75216 and 75217 have been 

identified as having the highest incarceration rates in Texas.26 

Dallas County reported a total of 12,478 violent crimes in 2023, including homicides, aggravated 

assaults, robberies, and sexual assaults.27 This reflects a 4.5% increase compared to the 

previous year, highlighting ongoing challenges despite concerted prevention efforts.  

Further emphasizing the severity of the issue, CHR&R reports that Dallas Countyôs homicide 

rate stands at 10 deaths per 100,000 people, significantly higher than both the Texas and 

national averages of 7 per 100,000. 

5. Food Environment and Food Insecurity 

A food environment refers to the conditions that shape what foods are available, affordable, and 

promoted. Food insecurity, on the other hand, refers to the lack of consistent access to enough 

nutritious and safe food for an active, healthy life. A healthy food environment supports choice 

and access, whereas food insecurity reflects a breakdown in that system, often driven by 

economic and structural barriers. 

a. Food Environment 

People primarily obtain food from retail venues like grocery stores and farmersô markets, or food 

service venues such as restaurants, schools, and cafeterias. When healthy options in these 

settings are limited or unaffordable, individuals often resort to less nutritious, high-calorie foods. 

Ensuring that healthy food is accessible and affordable across all food environments is a key 

public health priority. 

The map in NMDOH Figure 17 illustrates a stark contrast in the distribution of food retail venues 

across Dallas County. The central and northern areas show a dense concentration of stores, 

 
24 Office of Disease Prevention and Health Promotion. Healthy People 2030. Healthy People 2030. Published 2024. 

https://odphp.health.gov/healthypeople  
25 City of Dallas. Crime Analytics Dashboard. Dallas City Hall Open Data Portal. Published online. Accessed July 29, 
2025. https://dallascitydata.dallascityhall.com/views/CrimeAnalyticsDashboard/CrimeOverviewD  
26 McCullough J. Two Dallas ZIP Codes Produce More Inmates Than Any Others in Texas. D Magazine. Published 
November 13, 2019. Accessed August 1, 2025. https://www.dmagazine.com/frontburner/2019/11/two-dallas-zip-
codes-produce-more-inmates-than-any-others-in-texas/ 
27 Texas Department of Public Safety. 2023 Crime in Texas Annual Report. Published March 10, 2024. Accessed 
August 1, 2025. https://www.dps.texas.gov/sites/default/files/documents/crimereports/23/2023cit.pdf  

https://odphp.health.gov/healthypeople
https://dallascitydata.dallascityhall.com/views/CrimeAnalyticsDashboard/CrimeOverviewD
https://www.dmagazine.com/frontburner/2019/11/two-dallas-zip-codes-produce-more-inmates-than-any-others-in-texas/
https://www.dmagazine.com/frontburner/2019/11/two-dallas-zip-codes-produce-more-inmates-than-any-others-in-texas/
https://www.dps.texas.gov/sites/default/files/documents/crimereports/23/2023cit.pdf
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marked by clusters of orange dots. In contrast, the southern and southwestern regions reveal 

significant gaps, with few or no stores in some areas. This uneven distribution highlights the 

presence of food deserts, where residents face limited access to affordable, nutritious food.  

Both the community focus groups, and the Healthy Neighborhood Survey identified the lack of 

grocery stores and limited access to healthy foods, including fresh produce, as key barriers to 

building a healthy community. Increasing the availability of grocery stores in underserved areas 

was consistently highlighted as a critical need. 

 

NMDOH Figure 17: Food Environment, Food Retail Venues, Dallas County, 2025 

 
Data Source: CVC, PCCI 

b. Food Insecurity  

Food insecurity remains a serious public health issue in the U.S. According to the United States 

Department of Agriculture (USDA), household food security exists along a continuum ranging 

from high food security to very low food security. This continuum is categorized into four distinct 

levels, as outlined below: 

¶ High food securityðHouseholds had no problems, or anxiety about, consistently 

accessing adequate food. 

¶ Marginal food securityðHouseholds had problems at times, or anxiety about, 

accessing adequate food, but the quality, variety, and quantity of their food intake were 

not substantially reduced. 
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¶ Low food securityðHouseholds reduced the quality, variety, and desirability of their 

diets, but the quantity of food intake and normal eating patterns were not substantially 

disrupted. 

¶ Very low food securityðAt times during the year, eating patterns of one or more 

household members were disrupted, and food intake reduced because the household 

lacked money and other resources for food.28 

Limited access to affordable, healthy food options often leads people to consume unhealthy, 

high-calorie foods, increasing the risk of for poor health outcomes; food-insecure adults are at a 

higher risk of developing several chronic conditions, including coronary heart disease, diabetes, 

obesity, and cancer.29,30 Furthermore it disproportionately affects a wide range of populations 

who often face structural and systemic barriers to health and well-being. These groups include 

children, many communities of color, low-income households, single parent households, 

immigrant populations, LGBTQIA+ individuals, formerly incarcerated individuals, and people 

with disabilities.  

Between 2019 and 2023 in Dallas County, child food insecurity consistently exceeded overall 

food insecurity. Overall food insecurity fluctuated starting at 14.0% in 2019 and rising to 17.4% 

in 2023. However, the child food insecurity trend starts at 20.3% in 2019, increasing to 25% in 

2022 and decreasing slightly to 24.5% in 2023. This trend highlights the disproportionate impact 

of food insecurity on children, especially during and after the COVID-19 pandemic-see NMDOH 

Figure 18. 

NMDOH Figure 18: Food Insecurity Trend, Dallas County, 2019 ï 2023 

 

Data Source: Feeding America  

 
28 USDA Economic Research Service. Food security in the U.S. ï measurement. Updated January 8, 2025. 
Accessed May 11, 2025. https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-
us/measurement  
29  Precker M. Food insecurityôs long-term health consequences. www.heart.org. Published September 22, 2021. 
https://www.heart.org/en/news/2021/09/22/food-insecuritys-long-term-health-consequences  
30 Ziso D, Chun OK, Puglisi MJ. Increasing access to healthy foods through improving food environment: a review of 
mixed methods intervention studies with residents of low-income communities. Nutrients. 2022;14(11):2278. 
doi:10.3390/nu14112278  
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Texas leads the nation in hunger, surpassing California, and the Dallas-Fort Worth metro area 

ranks third in the country among major metropolitan regions for food insecurity, behind only Los 

Angeles and New York City.31  Moreover, Dallas County stands out in North Texas for having the 

highest rate of food insecurity, with more than 450,000 residents affected and makes up 52% of 

NTFBôs food-insecure population; 18% of this population reside in 10 south and southern Dallas 

ZIP Codes.4,32 

Racial disparities in food access are also widening: 29% of Black or African American, non-

Hispanics residents and 21% of Hispanics residents reported food insecurity, compared to 10% 

of white residents. Geographic data shows that southern Dallas, particularly around Interstates 

35 and 45, faces the highest rates of food insecurity, closely mirroring areas with the greatest 

chronic disease burdenðhighlighting a strong link between poor nutrition access and health 

outcomes33,34-see NMDOH Figure 19.  

NMDOH Figure 19: Progress and Decline in Food Insecurity, Dallas County, 2019ï2022 

  

Adopted from PCCI 

 
31 NTFB. Texas Leads the Nation in Hunger; DFW Ranks Third Among U.S. Metro Areas | North Texas Food Bank. 
North Texas Food Bank | Serving North Texans facing hunger. Published May 14, 2025. https://ntfb.org/blog-texas-
leads-the-nation-in-hunger-dfw-ranks-third-among-u-s-metro-areas/ 
32 North Texas Food Bank. Texas tops nation in hunger crisis, North Texas Food Bank serves fourth-largest area 
according to new Feeding America study. Published May 15, 2024. Accessed May 11, 2025. https://ntfb.org/wp-
content/uploads/2024/05/MMG2024.pd  
33 Ruby E. Dallas County Food Insecurity Is Worse Than the National Average. Dallas Observer. Published April 16, 
2025. Accessed August 2, 2025. https://www.dallasobserver.com/news/dallas-county-food-insecurity-is-worse-than-
the-national-average-22115753 
34 Parkland Health; Dallas County Health and Human Services (DCHHS). 2022 Dallas County Community Health 
Needs Assessment. Published 2022. Accessed August 2, 2025. https://www.parklandhealth.org/dallas-community-
health 

https://ntfb.org/blog-texas-leads-the-nation-in-hunger-dfw-ranks-third-among-u-s-metro-areas/
https://ntfb.org/blog-texas-leads-the-nation-in-hunger-dfw-ranks-third-among-u-s-metro-areas/
https://ntfb.org/wp-content/uploads/2024/05/MMG2024.pd
https://ntfb.org/wp-content/uploads/2024/05/MMG2024.pd
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While progress was observed from 2019 to 2022, 15 of Dallas Countyôs 93 ZIP Codes (16%) 

experienced a statistically significant decrease in food insecurity vulnerability, marked with 

green labels; only three of these ZIP Codesð75227, 75217, and 75203ðare in the countyôs 

southern sector with an historical high vulnerability for food insecurity. Despite these gains, the 

improvements were not enough to move these areas out of the "very high vulnerability" 

category. ZIP Code 75210, which has exhibited very high food insecurity vulnerability, saw 

further decline in food insecurity during this period-see NMDOH Figure 20.  

NMDOH Figure 20: Food Insecurity Vulnerability, Dallas County 

 

Data Source: CVC, PCCI 

6. Access to Healthcare 

Access to healthcare is essential to not only maintain physical health and screen for preventable 

diseases, but it is critically necessary for accessing affordable mental health and general 

wellness services. Health insurance coverage facilitates entry into the healthcare system, while 

access to consistent health services ensures individuals receive necessary screenings and 

preventive care. Together, they are critical components of timely and effective healthcare access 

that significantly impacts an individualôs ability to lead a healthy life.35 

 
35 AHRQ: Access to Care. Available at https://www.ahrq.gov/topics/access-care.html  
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a. Health Insurance Coverage 

Outside of facilitating access to health services, health insurance also covers medical expenses 

which mitigates the burden of medical debt allowing for those finances to go to other NMDOH, 

such as food access or education.36,37   

Dallas County has consistently maintained a higher uninsured rate than both Texas and the 

United States overall. While all three saw significant declines in uninsured rates beginning in 

2014, Dallas County started at a much higher baselineð31% in 2008ðand, even after 

improvements, remained at 24% in 2022. In contrast, Texas dropped from 26% to 19%, and the 

U.S. average fell from 17% to 10% during the same period. 

In Dallas County, 23.6% of individuals under age 65 are without health insurance -see NMDOH 

Figure 21, an increase from 21% reported in the 2022 CHNA; and more than one in seven 

children are uninsured. 

The map in NMDOH Figure 22, visually reinforces the vulnerability variances in health insurance 

coverage across Dallas County. Census tracks in southern and southeastern ZIP Code areas, 

including regions shaded in dark blue and dark green, indicate significantly higher rates of 

uninsurance. These sectors contrast sharply with the northern and northeastern areas, which 

are shown in white and light green, representing higher levels of insurance coverage. 

NMDOH Figure 21: Persons under 65 years of age without Health Insurance, U.S, Texas, Dallas 

County, 2019-2023 

 

Data Source: U.S. Census Bureau QuickFacts: United States; Texas; Dallas County, Texas 

 
36 KFF Health Coverage by Race and Ethnicity, 2010 ï 2023. Available at https://www.kff.org/racial-equity-and-
health-policy/issue-brief/health-coverage-by-race-and-ethnicity/  
37 American Hospital Association. The Importance of Health Coverage. American Hospital Association; 2017. 
Accessed October 22, 2025. https://www.aha.org/system/files/2018-01/report-coverage-overview-2017_0.pdf  

9.5%

18.7%

23.6%

United States

Texas

Dallas County

https://www.census.gov/quickfacts/fact/table/US,TX,dallascountytexas/PST045224
https://www.kff.org/racial-equity-and-health-policy/issue-brief/health-coverage-by-race-and-ethnicity/
https://www.kff.org/racial-equity-and-health-policy/issue-brief/health-coverage-by-race-and-ethnicity/
https://www.aha.org/system/files/2018-01/report-coverage-overview-2017_0.pdf
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NMDOH Figure 22: Health Insurance Coverage Vulnerability, Dallas County 

 

Data Source: CVC, PCCI 

b. Access to Healthcare  

Access to healthcare is not a single-factor issueðit involves several interconnected dimensions 

that influence whether individuals can effectively obtain the care they need. Scholars identify 

five key dimensions to consider: 

¶ Acceptability (patients' satisfaction and cultural alignment with the services provided), 

¶ Availability (whether there are enough services and providers), 

¶ Accommodation (how well services align with patients' needs and circumstances), 

¶ Affordability (the financial burden of care), 

¶ Accessibility (how easily people can reach those services). 

 

Within this framework, spatial accessibility plays a foundational role. It specifically addresses the 

geographic and logistical ability of peopleðknown as a catchment population or service areað

to conveniently reach a healthcare facility within an acceptable amount of time.  

Spatial accessibility is critical because it directly affects whether the other dimensions of 

accessðlike affordability or acceptabilityðcan even come into play. If people can't physically 

reach care, then service availability or cultural sensitivity becomes irrelevant. Furthermore, 

spatial accessibility must consider not only distance and time, but also transportation modes, 

infrastructure, costs, and social or organizational barriers. 

In sum, improving access to care requires addressing spatial accessibility alongside other 

dimensions, ensuring that services are not only available and affordable but also reachable and 
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relevant to the communities they are meant to serve.38 In Dallas County, the southeastern 

sector, has a gap in primary care physiciansô availability when compared to the rest of the 

county.  

The role of spatial accessibility was underscored throughout the focus group sessions with 

community members and community-based organizations alike, where the infrastructural needs 

of the community were continuously discussed as barriers to leading a healthy life in Dallas 

County. 

NMDOH Figure 23: Spatial Distribution of Hospitals, Dallas County 

   

Data Source: American Hospital Association Directory 

 
38 Okundi AO, Varol C. Spatial analysis of primary healthcare accessibility patterns in Migori County, Kenya. SSM 
Health Syst. 2024;2:100005. doi:10.1016/j.ssmhs.2023.100005  
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NMDOH Figure 24: Primary Care Physicians Distribution, Dallas County 

 

Data Source: Texas Department of State Health Services Primary Care Office 
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NMDOH Figure 25: Spatial Specialty (without mental health) Services Distribution, Dallas 
County 

 

 Data Source: CVC, PCCI 

In Dallas County, there is a significant disparity in the distribution of healthcare services, 

particularly among hospitals, primary care providers, and specialty care facilities-see NMDOH 

Figure 23, NMDOH Figure 24, and NMDOH Figure 25. The maps reveal a pronounced 

concentration of these services in the central and northern regions of the county. In contrast, the 

southern and southwestern areas are notably underserved; specialty care shows the most 

severe gap. Community members who provided input through the focus groups and online 

survey, voiced concerns about this imbalance and have specifically called for increased 

availability of healthcare servicesðspecifically specialty careðin the southern sector of the 

county to better meet local needs. 

V. DALLAS COUNTY HEALTH PROFILE 

A. Life Expectancy 

Life expectancy refers to the average remaining years of life for individuals at a given age, 

based on age-specific death rates during a particular period. It can also be broken down by 
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population characteristics such as sex, race, or ethnicity to highlight differences in mortality 

patterns.39 

In 2023, the national life expectancy was 78.4 years.40 Between 2016 and 2023, Dallas County 

reported an overall life expectancy of 77.2 years. A bar graph highlights the disparities across 

the county, with ZIP Codes 75210, 75215, 75216, 75246, and 75141 highlighted in purple to 

indicate significantly lower life expectancy, ranging from 67.8 to 71.4 years, well below the 

county overall rate. These areas are marked by high CVI scores. In contrast, ZIP Codes in North 

Dallas, shown in orange, reflect the highest life expectancy in the county, spanning from 82.9 to 

85.0 years. These communities benefit from lower CVI scores and better access to healthcare 

services. 

While life expectancy was significantly impacted by COVID-19 between 2020 and 2021, it has 

shown recovery alongside declining mortality rates;41 a significant 17.2-year gap remains 

between the ZIP Code with the lowest life expectancy (75210) and the highest (75205). 

Life Expectancy Figure 1: Variances between ZIP Codes with Lowest and Highest Life 
Expectancy, Dallas County 

 

Data Source: Vital Statistics and Census42 

 
39 Centers for Disease Control and Prevention. Life Expectancy - Health, United States. National Center for Health 
Statistics. Updated July 31, 2024. Accessed August 1, 2025. https://www.cdc.gov/nchs/hus/sources-definitions/life-
expectancy.htm 
40 Murphy SL, Kochanek KD, Xu J, Arias E. Mortality in the United States, 2023. NCHS Data Brief, no. 521. 
Hyattsville, MD: National Center for Health Statistics; December 2024. Accessed August 1, 2025. 
https://www.cdc.gov/nchs/products/databriefs/db521.htm 
41 Parkland Health. 2022 Dallas County Community Health Needs Assessment. Parkland Health; 2022. Accessed 
July 24, 2025. https://www.parklandhealth.org/pdf-files/2022-dallas-county-community-health-needs-assessme-1 
42 The data is from Vital statistics and Census ACS population data and the life expectancy is calculated based on - 
Arias E, Escobedo LA, Kennedy J, Fu C, Cisewski J. U.S. Small-area Life Expectancy Estimates Project: 
Methodology and Results Summary [PDF ï 8 MB]. National Center for Health Statistics. Vital Health Stat 2(181). 
2018.  
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Life Expectancy Figure 2: Life Expectancy for All Populations, Black or African American, non-
Hispanic, and Black or African American, non-Hispanic Men in ZIP Codes with the Lowest Life 
Expectancy, Dallas County (2016-2023)  

 

NR: Non-Reliable; data suppressed due to small sample size 

Data Source: Vital Statistics and Census43 

Black or African American, non-Hispanic residents consistently show lower life expectancy 

compared to the general population in each ZIP Code. The most pronounced disparities are 

seen among Black or African American non-Hispanic men, whose life expectancy drops very 

low in ZIP Codes 75246 and 75141-see Life Expectancy Figure 2. 

B. Mortality 

Mortality is a critical public health indicator that reflects the overall health of a population. 

Analyzing mortality trends allows public health officials to track progress, identify health 

disparities, and implement targeted interventions. As one of Texas' most populous and diverse 

counties, Dallas County faces unique public health concerns. Mortality data here often highlights 

disparities by race, ethnicity, income, and geographic areas.  

Mortality Figure 1 shows the age-adjusted mortality rates per 100,000 people from 2000 to 2024 

across Dallas County, Texas, and the U.S. From 2000 through 2019, all three areas experienced 

a decline in mortality rates. However, beginning in early 2020, all three areas experienced an 

increase in mortality, peaking in 2021, which aligns with the impact of the COVID-19 pandemic. 

 
43 The data is from Vital statistics and Census ACS population data and the life expectancy is calculated based on - 
Arias E, Escobedo LA, Kennedy J, Fu C, Cisewski J. U.S. Small-area Life Expectancy Estimates Project: 
Methodology and Results Summary [PDF ï 8 MB]. National Center for Health Statistics. Vital Health Stat 2(181). 
2018.  

6
7
.8

6
7
.9 7

1
.3

7
1
.3

7
1
.4

6
7
.8

6
7
.6 7

0
.8

N
R

N
R

6
3 6
3
.5 6

6
.5

N
R

N
R

55

60

65

70

75

80

75210 75215 75216 75246 75141

All Populations Black/African American, non-Hispanic

Black/African American, non-Hispanic Men

https://url.us.m.mimecastprotect.com/s/bAtcCERBxlu8KvznSNf2i7fk8V?domain=cdc.gov
https://url.us.m.mimecastprotect.com/s/bAtcCERBxlu8KvznSNf2i7fk8V?domain=cdc.gov


 

ÂċŊĲШΣΣШŸŉШΞΠΝ 
 

During this period, Dallas County reached a high of approximately 910 deaths per 100,000, 

compared to 942 in Texas, and 879 nationally. Following this peak, mortality rates began to 

decline again by late 2022, with projections into 2024 indicating continued improvement. 

However, rates have not yet returned to pre-pandemic levels. 

Mortality Figure 1: Mortality Rate in Dallas County, Texas, and U.S., 2000-2024 

 
Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder 

Mortality Figure 2 compares age-adjusted death rates per 100,000 people across leading health 

conditions. Diseases of the heart consistently rank as the leading cause of death in all three 

geographic areas, with rates of 162 in Dallas County, 166 in Texas, and 172 nationally. 

Malignant neoplasms (cancers) follow closely, with similar rates in Dallas County and Texas 

(around 140 per 100,000) and a slightly higher rate in the U.S. (143.5). COVID-19 remains a 

significant contributor to mortality, particularly in the state of Texas, which reports a higher rate 

(63 per 100,000) compared to Dallas County (59) and the U.S. (50).
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Mortality Figure 2: Leading Causes of Death in Dallas County, Texas, and U.S., 2020-2024 

Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder 

Mortality Figure 3 presents age-adjusted mortality rates per 100,000 population for the seven 

leading causes of death in Dallas County from 2000 to 2024: 

1. Diseases of the heart  

2. Malignant neoplasms (cancers)  

3. Accidents  

4. Cerebrovascular diseases  

5. Alzheimerôs disease  

6. Chronic lower respiratory diseases  

7. COVID-19 
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Mortality Figure 3:Top Seven Leading Causes of Death (Mortality Rate Trends), Dallas County, 
2000-2024 

 
Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder 

1. Mortality by Sex 

Mortality Figure 4 shows that males experience higher mortality rates than females for nearly 

every leading cause of death in Dallas County. This disparity is especially evident in heart 

disease, malignant neoplasms, COVID-19, and unintentional injuries (accidents). This persistent 

pattern, where males exhibit consistently higher age-adjusted mortality rates across most 

leading causes of death, mirrors broader trends observed at both the state and national levels. 

The notable exception is Alzheimer's disease, where females consistently show higher mortality 

rates, likely due to their longer life expectancy and higher prevalence of the disease in older 

age. Among all causes, unintentional injuries present one of the most pronounced gender 

disparities.  

Mortality Figure 5 illustrates the leading causes of death for females in Dallas County, 

highlighting significant disparities by race and ethnicity. Diseases of the heart are the top cause 

of death across all racial and ethnic groups, with the highest age-adjusted mortality rate among 

Black or African American, non-Hispanic females, followed by white, non-Hispanic, Hispanic, 

and Other, non-Hispanic females. Malignant neoplasms (cancers) rank second, and Black or 

African American, non-Hispanic females bear the highest mortality burden. With the onset of the 

COVID-19 pandemic in 2020, the virus emerged as the third leading cause of death among 

females, impacting Hispanic and Black or African American, non-Hispanic females most 

significantly. Additional notable causes include cerebrovascular diseases and Alzheimerôs 

diseases, with particularly high Alzheimerôs-related death rates among white, non-Hispanic and 

Black or African American, non-Hispanic females.
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Mortality Figure 4: Leading Causes of Death in Dallas County by Sex, 2020-2024 

Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder 
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Mortality Figure 5: Leading Causes of Death for Females by Race-Ethnicity in Dallas County, 
2020-2024 

Age Adjustment uses the 2000 Standard Population 
Data Source: Vital Statistics and CDC Wonder 

In Dallas County, Black or African American, non-Hispanic males bear a disproportionately high 

burden of mortality across nearly all leading causes of death-see Mortality Figure 6. Diseases of 

the heart remain the leading cause, with an age-adjusted mortality rate of 290 per 100,000ð

significantly higher than white, non-Hispanic (228), Hispanic (125), and Other, non-Hispanic 

males (104). Malignant neoplasms (cancers) are the second-leading cause, again highest 

among Black or African American, non-Hispanic males (223 per 100,000), compared to 172 for 

white, non-Hispanic and 113 for Hispanic males. This pattern persists across other causes as 
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well such as deaths from unintentional injuries, highest among Black or African American, non-

Hispanic males (97), followed by white, non-Hispanic (75) and Hispanic males (60).  

Mortality Figure 6: Leading Causes of Death for Males by Race-Ethnicity in Dallas County, 
2020-2024 

 
Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder 

2. Mortality by Race and Ethnicity 

Significant disparities exist in mortality rates by race and ethnicity in Dallas County. The Black or 

African American, non-Hispanic population consistently experiences higher mortality rates for 

many leading causes of death, including heart disease, cancer and diabetes, compared to 

white, non-Hispanic populations-see Mortality Figure 7. Conversely, the Hispanic population 

exhibits lower mortality rates than white, non-Hispanic population. 
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Mortality Figure 7: All-Cause Mortality Rate by Race and Ethnicity, Dallas County, 2000-2024 

 
Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder 

  

Mortality Figure 8, Mortality Figure 9, Mortality Figure 10, and Mortality Figure 11 show a 

comparative analysis of the top 10 causes of death among different racial/ethnic groups in 

Dallas County, mainly, Black or African American, non-Hispanic, white, non-Hispanic, Hispanic, 

and Other, non-Hispanic based on age-adjusted mortality rates per 100,000 residents from 2020 

to 2024. The findings highlight both shared health burdens and distinct disparities that inform 

the need for targeted public health interventions. 

Across all groups, heart disease and malignant neoplasms (cancer) consistently rank as the 

leading causes of death. However, the burden is most severe among Black or African American, 

non-Hispanic residents, with heart disease at 215.7 and cancer at 175.3 per 100,000. White, 

non-Hispanic residents follow with rates of 173.2 and 148.2, respectively. In contrast, Hispanic 

and Other, non-Hispanic populations show lower rates, with cancer slightly surpassing heart 

disease in both groups. 

The emergence of COVID-19 in 2020 significantly impacted all racial/ethnic groups, though its 

effects varied. Hispanic residents experienced the highest mortality rate from COVID-19 (84.1), 

followed by Black or African American, non-Hispanic (65.9), white, non-Hispanic (44.1), and 

Other, non-Hispanic (41.5).  

In addition to chronic and infectious diseases, Alzheimerôs disease and diabetes mellitus also 

contribute to mortality rates in Dallas County. Alzheimerôs disease was most prominent among 

white, non-Hispanic residents (45.8), while diabetes was most severe among Black or African 

American, non-Hispanic population (41.8), followed by Hispanic population (25.4). 

The figures also reveal important differences in external causes of death. Assault (homicide) 

appears only among Black or African American, non-Hispanic residents (24.9), while suicide is 
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unique to the white, non-Hispanic population (18.8). Unintentional injuries (accidents) affected 

all groups, with particularly high rates among Black or African American, non-Hispanic (61.1) 

and white, non-Hispanic (56.1) residents. 

Mortality Figure 8: 10 Leading Causes of Death for Hispanic in Dallas County, 2020-2024 

 

Age Adjustment uses the 2000 Standard Population  

Data Source: Vital Statistics and CDC Wonder 

 

Mortality Figure 9: 10 Leading Causes of Death for Black or African American, non-Hispanic in 
Dallas County, 2020-2024 

 

Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder 
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Mortality Figure 10: 10 Leading Causes of Death for White, non-Hispanic in Dallas County, 
2020-2024 

 
Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder 

 

Mortality Figure 11: 10 Leading Causes of Death for Other, non-Hispanic in Dallas County, 
2020-2024 

 
Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder 

 
Taken collectively, this comparative analysis highlights that while heart disease and malignant 

neoplasms (cancer) are the leading causes of death across all racial and ethnic groups in Dallas 

County, notable distinctions exist. Specifically, heart disease is the predominant cause of 

mortality among Black or African American, non-Hispanic and white, non-Hispanic populations, 
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whereas cancer ranks as the leading cause of death among Hispanic and Other, non-Hispanic 

groups.  

 

Mortality Figure 12: 10 Leading Causes of Death by Race-Ethnicity in Dallas County, 2020-2024 

  
Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder 

3. Leading Causes of Death 

a. Heart Disease Mortality Trends 

Mortality Figure 13 shows that areas with higher heart disease mortality rates often overlap with 

regions of high community vulnerability and dense population, highlighting the connection 

between socioeconomic inequities and poorer health outcomes in specific communities.44  

 

 
44 Parkland Health. 2022 Dallas County Community Health Needs Assessment. Parkland Health; 2022. Accessed 
July 24, 2025. https://www.parklandhealth.org/pdf-files/2022-dallas-county-community-health-needs-assessme-1  

https://www.parklandhealth.org/pdf-files/2022-dallas-county-community-health-needs-assessme-1
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Mortality Figure 13: Heart Disease Mortality, Dallas County 

 

Data Source: Vital Statistics 

Heart disease remains a leading cause of death in Dallas County, but long-term trends show 

both progress and challenges across specific conditions-see Mortality Figure 14. From 2000 to 

2024, Atherosclerotic Heart Disease showed a decline, dropping from 68.7 to 24.2 deaths per 

100,000 population. In addition, Acute Myocardial Infarction mortality also declined from 58.1 to 

10.5. Similarly, stroke mortality decreased from 31.4 to 9.3, possibly due to better hypertension 

control, decreases in smoking, and stroke awareness campaigns. 

However, not all trends were positive. Atherosclerotic Cardiovascular Disease showed a 

variable pattern, with an initial decline followed by an increase after 2017, peaking in 2022. 

Congestive Heart Failure mortality remained stable, while Hypertensive Heart Disease without 

Congestive Heart Failure saw a rise in the early 2000s, peaking in 2002, and then stabilizing at 

higher levels.  

When identifying the leading Heart Diseases Mortality Rate by Race-Ethnicity in Dallas County, 

the top four causes across all populations are Atherosclerotic Cardiovascular Disease, 

Atherosclerotic Heart Disease, Hypertensive Heart Disease Without Congestive Heart Failure, 

and Congestive Heart Failure.  

Among these, Atherosclerotic Cardiovascular Disease consistently ranks as the leading cause, 

with Black or African American, non-Hispanic population showing the highest mortality rate, 

nearly double the rate among white, non-Hispanic and Hispanic individuals. Atherosclerotic 

Heart Disease follows, with white, non-Hispanic people experiencing the highest burden. 

Hypertensive Heart Disease Without Congestive Heart Failure and Congestive Heart Failure are 
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also major contributors, particularly among Black or African American, non-Hispanic individuals, 

who show significantly higher rates compared to other groups-see Mortality Figure 15. 

Mortality Figure 14: Mortality Rate Due to Heart Diseases in Dallas County, 2000-2024 

 

Age Adjustment uses the 2000 Standard Population  

Data Source: Vital Statistics and CDC Wonder 
 

Mortality Figure 15: Leading Heart Diseases Mortality Rate by Race-Ethnicity in Dallas County, 
2020-2024 

 

Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder. 

Racial and ethnic disparities remain regarding heart disease mortality in Dallas County. Black or 

African American, non-Hispanic residents exhibited the highest mortality rates throughout the 
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period, followed by white, non-Hispanic individuals. Hispanic and Other, non-Hispanic 

populations are still affected by heart diseases but at lower rates.  

Mortality Figure 16: Mortality Rate due to Heart Diseases by Race and Ethnicity in Dallas 
County, 2000-2024 

 

Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder 

 

b. Cancer Mortality Trends 

Cancer remains a leading public health concern in Dallas County, with lung cancer continuing to 

be the most common cause of cancer-related deaths. Pancreatic and colorectal cancers' 

mortality levels remain stable, while breast and prostate cancers show slight fluctuations. These 

patterns highlight the importance of sustained efforts in prevention, screening, and access to 

care, particularly for lung and colorectal cancers, which continue to pose significant public 

health challenges in Dallas County. 
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Mortality Figure 17: Cancer Mortality Rate by Type of Cancer, Dallas County, 2000-2024 

 

Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder  

Despite overall improvements in cancer mortality, racial disparities remain a critical concern, 

and the burden is not shared equally across communitiesïsee Mortality Figure 18. From 2000 to 

2024, age-adjusted cancer mortality rates, based on race/ethnicity, have consistently been 

highest among Black or African American, non-Hispanic residents. While there has been a 

gradual decline in cancer mortality over time, this group remains disproportionately affected. In 

contrast, white, non-Hispanic residents and the total national average have followed similar 

downward trends, reflecting broader improvements in cancer prevention, early detection, and 

treatment. The Other, non-Hispanic group has maintained the lowest mortality rates, though with 

some year-to-year variability.  

In terms of the leading causes by cancer type-see Mortality Figure 19, lung cancer mortality was 

highest among Black or African American, non-Hispanic population (35.7 per 100,000), followed 

by white, non-Hispanic (29.8). Hispanic residents had the lowest lung cancer mortality rate at 12 

per 100,000. A similar pattern was observed in breast cancer mortality, where Black or African 

American, non-Hispanic individuals (16.6) experienced higher rates than white, non-Hispanic 

individuals (11.4), while Hispanic residents again had the lowest rate. 
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Mortality Figure 18: Cancer Mortality Rate by Race and Ethnicity in Dallas County, 2000-2024 

 

Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder  
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Mortality Figure 19: Leading Cancer Mortality Rate by Race-Ethnicity in Dallas County, 2020-
2024 

Age Adjustment uses the 2000 Standard Population 
Data Source: Vital Statistics and CDC Wonder  

 

Among males in Dallas County, cancer mortality trends show a decline in bronchus and lung 

cancer, though it remains the leading cause, while prostate and colon cancer deaths increased, 

solidifying their positions as the second and third leading causesïsee Mortality Figure 20. 
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Mortality Figure 20: Leading Cancer Deaths Among Males in Dallas County, 2016-2024 

 

Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder  

 

Mortality Figure 21 shows that lung and breast cancers continue to be the leading causes of 

cancer mortality among females. Pancreatic cancer mortality has shown an increase, while 

ovarian cancer rates have declined. 
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Mortality Figure 21: Leading Cancer Deaths Among Females in Dallas County, 2016-2024 

 
Age Adjustment uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder  

4. Other Causes of Death 

Mortality Figure 22: Mortality Trends for Other Leading Causes of Death in Dallas County, 2000-
2024  

  
Age Adjustments uses the 2000 Standard Population 

Data Source: Vital Statistics and CDC Wonder 
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Diabetes mellitus remains a cause of concern among major health conditions in Dallas County-

see Mortality Figure 22. It is also a major contributor to cardiovascular disease, significantly 

increasing the risk of heart attacks, strokes, and other serious complications.45 Between 2018 

and 2019, Dallas County experienced a notable rise in mortality rates associated with diabetes 

mellitus, increasing from approximately 18.4 to 22.7 deaths per 100,000 residents46. This 

increase has been further compounded by the COVID-19 pandemic which exacerbated 

underlying health conditions, peaking to 27.6 in 2022. Though diabetes-related mortality has 

since declined, it has not yet returned to pre-pandemic levels. In contrast, mortality rates for 

conditions such as influenza and pneumonia, chronic liver disease and cirrhosis, suicide, and 

nephritis-related illnesses have remained relatively stable over the same period.  

C. Morbidity 

1. Asthma 

Asthma is a chronic respiratory condition characterized by inflammation and narrowing of the 

airways, resulting in recurring symptoms such as wheezing, persistent coughing, chest 

tightness, and shortness of breath. While asthma is widely recognized as one of the most 

common chronic illnesses among children in the U.S., it also affects adults, and symptoms can 

persist throughout a person's lifetime.47 

In 2022, asthma affected 8.2% of the U.S. population, including 4.6 million children, a 

prevalence rate of 6.2%48, which increased to 6.7% in 2023.49 Adult prevalence was higher at 

8.7% (22 million).50 In Texas, adult asthma rates were slightly below the national average at 

7.9%51 while child rates were similar at 6.6% (2022-2023).52 The projected economic burden 

associated with uncontrolled asthma among U.S. adolescents and adults older than 20 years 

(2019-2038) is estimated to be $300.6 billion (direct costs) and $963.5 billion (indirect cost 

added).53 Hospitalization accounted approximately 16% of the medical cost.54 These expenses 

stem from a combination of direct medical care, lost productivity from missed work and school 

 
45 American Heart Association. Cardiovascular Disease and Diabetes. American Heart Association. Last reviewed 

April 2, 2024. Accessed October 20, 2025. https://www.heart.org/en/health-topics/diabetes/diabetes-complications-
and-risks/cardiovascular-disease--diabetes  
46 Terhune C, Respaut R, Nelson DJ. Out of Control Americaôs losing battle against diabetes. Retrieved on April 20, 
2022. Available at https://www. reuters.com/investigates/special-report/usa-diabetes-covid  
47 Centers for Disease Control and Prevention. National Asthma Data: Health Care Use. CDC. Updated May 31, 
2024. Accessed July 29, 2025. https://www.cdc.gov/asthma/national-surveillance-data/healthcare-use.htm 
48 Centers for Disease Control and Prevention. Most Recent National Asthma Data. CDC. Updated May 31, 2024. 
Accessed July 29, 2025. https://www.cdc.gov/asthma-data/about/most-recent-asthma-data.html 
49 Centers for Disease Control and Prevention. National Health Interview Survey: Child Health Data Query Tool. 
CDC. Accessed July 29, 2025. https://wwwn.cdc.gov/NHISDataQueryTool/SHS_child/index.html 
50 Centers for Disease Control and Prevention. Most Recent National Asthma Data. CDC. Updated May 31, 2024. 
Accessed July 29, 2025. https://www.cdc.gov/asthma-data/about/most-recent-asthma-data.html 
51 Centers for Disease Control and Prevention. Most Recent National Asthma Data. CDC. Updated May 31, 2024. 
Accessed July 29, 2025. https://www.cdc.gov/asthma-data/about/most-recent-asthma-data.html 
52 United Health Foundation. Explore Asthma in Texas [Internet]. America's Health Rankings. United Health 
Foundation. Updated 2025. Accessed July 29, 2025. Available from: 
https://www.americashealthrankings.org/explore/measures/asthma_overall/TX 
53 Kaur R, Saini A, Saini V, et al. Pediatric asthma: an overview. Biomed J Sci Tech Res. 2023;49(2):40390ï40394. 
doi:10.26717/BJSTR.2023.49.007805. 
54 Kaur R, Saini A, Saini V, et al. Pediatric asthma: an overview. Biomed J Sci Tech Res. 2023;49(2):40390ï40394. 
doi:10.26717/BJSTR.2023.49.007805. 

https://www.heart.org/en/health-topics/diabetes/diabetes-complications-and-risks/cardiovascular-disease--diabetes
https://www.heart.org/en/health-topics/diabetes/diabetes-complications-and-risks/cardiovascular-disease--diabetes
https://www.cdc.gov/asthma/national-surveillance-data/healthcare-use.htm
https://www.cdc.gov/asthma-data/about/most-recent-asthma-data.html
https://wwwn.cdc.gov/NHISDataQueryTool/SHS_child/index.html
https://www.cdc.gov/asthma-data/about/most-recent-asthma-data.html
https://www.americashealthrankings.org/explore/measures/asthma_overall/TX
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days, and premature deaths, according to a CDC.55 The annual cost of asthma per person in 

Texas is estimated at $4,790.39, covering medical care, productivity losses, and other indirect 

costs.56 

a. Asthma in the Pediatric Population  

Asthma affects 1 in 15 children in the U.S., and when uncontrolled, it can lead to reduced quality 

of life and permanent lung damage making early diagnosis and effective management critical, 

especially amid persistent racial disparities in outcomes.57 Every year, 1 in 6 children with 

asthma visits the emergency department and about 1 in 20 children with asthma are 

hospitalized for asthma.58 Notably, asthma is often underdiagnosed and under-recognized as a 

serious respiratory illness and is likely a primary contributing diagnosis for some admissions due 

to respiratory failure. 

Morbidity Figure 1 shows that asthma ranks 5th as a direct cause of hospital admissions. In the 

All-Diagnoses chart, asthma is present as a frequent co-occurring condition, suggesting that it 

often accompanies other primary health issues-see Morbidity Figure 2. This reinforces asthmaôs 

widespread presence and influence on overall pediatric care.   

Morbidity Figure 1:Top 5 Pediatric Primary Diagnosis Only, Hospital Admissions, Dallas County, 
2022 - 2024 

 

Data Source: DFWHC/PCCI 

 
55 Inserro A. CDC Study Puts Economic Burden of Asthma at More Than $80 Billion Per Year. American Journal of 
Managed Care. January 12, 2018. Accessed July 30, 2025. https://www.ajmc.com/view/cdc-study-puts-economic-
burden-of-asthma-at-more-than-80ȤbillionȤperȤyear 
56 Centers for Disease Control and Prevention. Asthma Cost Calculator [Internet]. CDC National Asthma Control 
Program. Published 2025. Accessed July 29, 2025. Available from: https://www.cdc.gov/national-asthma-control-
program/php/cost-calculator/index.html 
57 Lofton S, Hines C, McClure E, et al. Addressing asthma disparities through community-based interventions: 

lessons from the field. Prev Chronic Dis. 2024;21:E35. doi:10.5888/pcd21.24004 
58 Lang JE, Stewart L, Orvedahl R, et al. Asthma hospitalizations among children in the United States: burden and 

risk factors. J Asthma Allergy. 2023;16:275ï288. doi:10.2147/JAA.S424913 
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Morbidity Figure 2:Top 5 Pediatric Any Diagnosis, Hospital Admissions, Dallas County, 2022 - 
2024 

 

Data Source: DFWHC/PCCI 

Morbidity Figure 3 illustrates pediatric asthma vulnerability across Dallas County, with green 

areas indicating very low vulnerability and blue areas indicating very high vulnerability. The 

areas with the highest vulnerability of pediatric asthma are concentrated in the countyôs 

southern sector, coinciding with communities with overall higher CVI scores. 

Morbidity Figure 3: Pediatric Asthma Community Vulnerability, Dallas County 2025 

  

Data source: Pediatric Asthma Surveillance System59 
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Housed within the CDPD at DCHHS, the Asthma Home Visiting Program aims to reduce the 

burden of asthma among residents with severe or uncontrolled symptoms by providing virtual or 

in-home education, individualized support, and environmental assessments.  

Participants receive guidance on identifying and minimizing asthma triggers, managing 

symptoms, properly using asthma medications, and consistently using asthma action plans to 

improve long-term control. To evaluate outcomes, ACT scores for individuals aged 12 and older 

and C-ACT scores for children ages 4-11 are collected at key follow-up intervals.   

At program entry, 58.8% of participants presented with uncontrolled asthma. Most participants 

enrolled are children and adolescents, with 79.5% falling within the 0ï17 age group, followed by 

16.2% aged 18ï25. The participant population is predominantly male (63.6%), with females 

representing (36.4%). Geographically, the highest concentrations of participants reside in ZIP 

Codes 75216 (26.8%), 75217 (24.2%), and 75211 (15.5%). These areas of southern Dallas 

County are historically underserved and bear a disproportionate burden of disease, 

underscoring the programôs critical role in addressing barriers and promoting better health 

outcomes for vulnerable communities.  

Morbidity Figure 4: ACT/C-ACT Scores Among DCHHS Asthma Home Visiting Program 
Participants, 2021-2025 

 
*Data reflect enrollments and follow-ups from May 2021 through July 2025. Figures include partial 

cohorts, with 2025 data presented as YTD through July. 

Data Source: DCHHS 
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Morbidity Figure 5: DCHHS Asthma Home Visiting Program Participants, by Age Group, 2021-
2025* 

 

*Data reflect enrollments and follow-ups from May 2021 through July 2025. Figures include partial 

cohorts, with 2025 data presented as year-to-date (YTD) through July. 

Data Source: DCHHS 

 

Morbidity Figure 6: DCHHS Asthma Home Visiting Program Participants, by Sex, 2021-2025 

 

*Data reflect enrollments and follow-ups from May 2021 through July 2025. Figures include partial 

cohorts, with 2025 data presented as YTD through July.  

Data Source: DCHHS 
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Morbidity Figure 7: DCHHS Asthma Home Visiting Program Participants, by ZIP Code, 2021-
2025 

 

*Data reflect enrollments and follow-ups from May 2021 through July 2025. Figures include partial 

cohorts, with 2025 data presented as YTD through July. 

Data Source: DCHHS 

b. Asthma in the Adult Population  

In Dallas County, the prevalence of current asthma diagnosis among adults aged 18 and older 

was 7.7% between 2019 and 2023. During this period, 9.5% of females had asthma compared 

to 5.9% of males. Individuals aged 18-29 experienced the highest rate at 8.9%, followed closely 

by those aged 65 and older at 8.7%. Black or African American, non-Hispanic individuals had 

the highest prevalence rate at 11.1% followed by white, non-Hispanic individuals at 10.2%. 

These disparities may reflect differences in environmental exposures, access to healthcare 

services, or socioeconomic conditions, highlighting the need for targeted interventions in high-

risk populations-see Morbidity Figure 8. 
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Morbidity Figure 8: Prevalence of Current Asthma Among Adults (18+), Dallas County, 2019-
2023 

 

Data Source: Center for Health Statistics BRFSS 2019 - 2023, Texas Department of State Health 

Services 

The trends in lifetime asthma prevalence provide further insight into the burden of respiratory 

conditions over time. Morbidity Figure 9 presents data comparing the percentage of residents 

who have been diagnosed with asthma at any point in their lives between 2016ï2020 and 

2019ï2023. Overall, the data indicates a modest decline in lifetime asthma prevalence among 

adults. For males, the rate decreased from 12% to 11%, while for females, it decreased, from 

16% to 14%. Despite the overall decline, females continued to have a higher asthma prevalence 

than males in both periods. 
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Morbidity Figure 9: Prevalence of Lifetime Asthma Among Adults (18+), Dallas County, 2016-
2020 vs. 2019-2023 

 

Data Source: Center for Health Statistics BRFSS 2016 - 2020 and 2019 - 2023, Texas Department of 

State Health Services.  

c. Asthma Clinical and Demographic Trends  

The use of chronic disease registries in healthcare enables providers and public health systems 

to systematically monitor and understand populations affected by specific chronic conditions. 

These registries aggregate data from electronic health records and other sources, allowing for 

the identification of trends, care gaps, and opportunities for targeted interventions. Importantly, 

an increase in the number of patients captured within a registry often reflects improved access 

to care and enhanced data integrationðrather than a rise in disease prevalence or morbidity. 

Morbidity Figure 10 displays the number of individuals in the Parkland Asthma Registry across 

different age groups between 2021 and 2024, along with the percentage change (Delta) over 

that period. Overall, the total number of registered patients increased by 41%, from 17,975 in 

2021 to 25,388 in 2024. The largest increase was observed among adults 65 and older, which 

saw an 88% increase. Young adults aged 26ï35 and 18ï25 also experienced increases of 

51.7% and 47.5%, respectively.  
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Morbidity Figure 10: Parkland Patients, Asthma Registry Age Group, 2021 vs. 2024 

 
Data Source: Parkland EHR Asthma Registry 

 

Morbidity Figure 11: Parkland Patients, Asthma Registry Sex Distribution, 2024 

 
Data Source: Parkland EHR Asthma Registry 
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Morbidity Figure 12: Parkland Patients, Asthma Registry by Race and Ethnicity*, Dallas County, 
2024 

 
Data Source: Parkland EHR Asthma Registry 

*All cases reporting Hispanic ethnicity in Parkland Registry are classified into the Hispanic category 

Morbidity Figure 13: Parkland Patients, Preferred Language, Asthma Registry, 2024 

 
Data Source: Parkland EHR Asthma Registry  
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Morbidity Figure 14: Parkland Patients by ZIP Code, Asthma Registry, 2024 

 
Data Source: Parkland EHR Asthma Registry  

The ZIP Codes in Dallas with the highest volume of patients with asthma, 75217, 75216, and 

75211, were all among the high vulnerability risk for chronic diseases.  

d. Asthma Outpatient Services Forecast 

Forecast data indicates that the volume of asthma outpatient services is expected to grow by 

9.3% between 2024 and 2029 and by 12% between 2024 and 2034-see Morbidity Figure 15. 

These forecasts are based on projected population trends in Dallas County, including changes 

in population size, birth and death rates, and demographic distribution. 

 



 

ÂċŊĲШΦΡШŸŉШΞΠΝ 
 

Morbidity Figure 15: 10-Year Outpatient Forecast, Asthma in adults (18+), Dallas County 2024-
2034 

 

Data Source: Prepared by SG2, LLC 

2. Cancer 

In 2025, it is estimated that 2,041,910 new cases of cancer of any site are expected to be 

diagnosed across the U.S.60 Cancer (malignant neoplasms) has remained the second leading 

cause of death in Dallas County for the last 20 years, mirroring national trends. The most 

commonly diagnosed cancer types include lung, breast, prostate, and colorectal cancers.61  

The prevalence of cancer, defined as the number of people currently living with a diagnosis of 

cancer, remained steady at 8% in Dallas County from 2016-2020, according to the BRFSS-see 

Morbidity Figure 16.  The prevalence is notably higher among those individuals aged 65 and 

older (24.4%) as well as white non-Hispanics (15.1%). 

Efforts to address cancer morbidity focus on improving early detection through screening 

programs, increasing awareness, and expanding access to timely treatment and supportive 

services.62 Despite advances in cancer treatment, disparities in morbidity and mortality persist 

across racial/ethnic and socioeconomic groups in Dallas County.

 
60 National Cancer Institute. Cancer Stat Facts: Cancer of Any Site. Surveillance, Epidemiology, and End Results 
Program. 2025. Accessed July 25, 2025. https://seer.cancer.gov/statfacts/html/all.html 
61 Centers for Disease Control and Prevention. Leading Causes of Death. National Center for Health Statistics. 

Updated March 1, 2024. Accessed May 19, 2025. https://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm 
62 Siegel RL, Kratzer TB, Giaquinto AN, Sung H, Jemal A. Cancer statistics, 2025. CA Cancer J Clin. 2025;75(1):10-

45. doi:10.3322/caac.21871. Accessed July 25, 2025 
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Morbidity Figure 16: Prevalence of Any Cancer Among Adults (18+), Dallas County, 2016-2020 
vs 2019-2023 

 

Data Source: Center for Health Statistics BRFSS 2016 - 2020 and 2019 - 2023, Texas Department of 

State Health Services. 

The cancer vulnerability map, in Morbidity Figure 17, illustrates geographic variation in 

vulnerability levels in Dallas County. The map uses a color gradient from green to dark blue, 

where darker shades represent areas with higher cancer vulnerability. Dark blue zones indicate 

areas of very high vulnerability, while green areas reflect high, though comparatively lower, 

levels of vulnerability. 
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Morbidity Figure 17: Cancer Vulnerability by Census Track, Dallas County, 2025

 

Data Source: CVC, PCCI 

a. Cancer Clinical and Demographics Trends 

Morbidity Figure 18 displays the number of individuals in the Parkland Cancer Registry across 

different age groups between 2021 and 2024. Parkland experienced a 19% overall increase in 

patients with cancer-related conditions between 2021 and 2024. The most significant rise 

occurred among patients aged 65 and older, with a 41% increase. Notable growth was also 

observed in the 36ï45 and 46ï55 age groups, an increase of 12% and 13%, respectively-see 

Morbidity Figure 18. 
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Morbidity Figure 18: Parkland Patients, Cancer Registry, Dallas County, 2021- 2024 

 

Cancer registry includes deceased patients 

Data Source: Parkland EHR Cancer Registry, 2021 and 2024 
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Morbidity Figure 19: Parkland Patients, Cancer Registry by Race and Ethnicity, 2024 

 

Data Source: Parkland EHR Cancer Registry, 2024 

Morbidity Figure 20: Parkland Patients, Preferred Language, Cancer Registry, 2024 

 

Data Source: Parkland EHR Cancer Registry, 2024 
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Morbidity Figure 21: Parkland Patients, Cancer Registry Age Distribution, 2024 

 

Data Source: Parkland EHR Cancer Registry, 2024 

Morbidity Figure 22: Parkland Patients, Cancer Registry by ZIP Code, 2024 

 

Data Source: Parkland EHR Cancer Registry, 2024 

b. Cancer Outpatient Services Forecast 

Forecast data indicate that the volume of outpatient services for all cancer types is projected to 

increase by 11.6% between 2024 and 2028 and by 25.5% between 2024 and 2034-see 

Morbidity Figure 23. Specifically, the volume of breast cancer outpatient services is expected to 

grow by 7.5% by 2028 and 15.4% by 2034-see Morbidity Figure 24. Similarly, outpatient 

services for lung and thoracic cancers are projected to increase by 13% between 2024 and 

2028 and by 28% between 2024 and 2034-see Morbidity Figure 25. These forecasts are based 

on projected population trends in Dallas County, including changes in population size, birth and 

death rates, and demographic distribution. 
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Morbidity Figure 23: All Cancer Types, Outpatient Forecast, Dallas County, 2024-2034 

 

Prepared by SG-2, LLC 

Morbidity Figure 24: Breast Cancer Outpatient Forecast, Dallas County, 2024ï2034 

 

Prepared by SG-2, LLC 
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Morbidity Figure 25: Lung and Thoracic Cancer Outpatient Forecast, Dallas County, 2024ï2034 

 

Prepared by SG-2, LLC 

3. Diabetes 

Diabetes is a chronic condition marked by high blood sugar (glucose) levels due to the bodyôs 

inability to produce enough insulin or effectively use the insulin it produces. Over time, it can 

lead to serious health issues, including heart disease, kidney failure, vision loss, and lower-limb 

amputations63. In 2021, 38.4 million Americans had diabetes, and the disease was the 

underlying cause of 399,401 deaths64; furthermore, 98 million adults have prediabetes. 

Uncontrolled diabetes burdens healthcare systems, families, and communities and increases 

risks for depression, anxiety, and stress, complicating disease management65 and costs more 

than $415 billion a year.66 

Morbidity Figure 26, which compares the percentage of Dallas County residents diagnosed with 

diabetes across two time periods (2016ï2020 and 2019ï2023), shows that the overall 

prevalence remained the same (11%). However, certain groupsðsuch as adults aged 65 and 

older (from 25% to 29%) and Hispanic residents (from 10% to 12%)ðare experiencing 

increases in diabetes diagnoses. 

 
63 National Institute of Diabetes and Digestive and Kidney Diseases. What Is Diabetes? National Institutes of Health. 

Updated December 2023. Accessed May 20, 2025. https://www.niddk.nih.gov/health-

information/diabetes/overview/what-is-diabetes 
64 American Diabetes Association. Statistics About Diabetes. Diabetes.org. https://diabetes.org/about-

diabetes/statistics/about-diabetes. Accessed September 2, 2025 
65 American Diabetes Association. The Interconnected Complexity of Diabetes and Mental Health. Diabetes 

Spectrum. 2025;38(1):23-30. Accessed May 20, 2025. 

https://diabetesjournals.org/spectrum/article/38/1/23/157816/The-Interconnected-Complexity-of-Diabetes-and 
66 Parker ED, Lin J, Mahoney T, et al. Economic Costs of Diabetes in the U.S. in 2022. Diabetes Care. 2024 

Jan;47(1):26ï43. doi:10.2337/dci23-0085 
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Black or African American, non-Hispanic residents continue to have the highest prevalence 

among all racial and ethnic groups compared. Individuals with no health insurance on the other 

hand saw a decrease in diabetes prevalence from 8% to 4%.  

These trends continue to highlight the ongoing need for targeted interventions focusing on 

prevention, including increasing access to screenings, promoting health lifestyle such as obesity 

reduction and physical activity, and addressing disparities in care. To support these efforts, 

Dallas County is currently implementing the National DPP, which promotes evidence-based 

strategies to reduce the risk of Type 2 diabetes among high-risk individuals.67 

Morbidity Figure 26: Percent of Residents with Diabetes, Dallas County, 2016 - 2020 vs 2019 ï 
2023 

 
Data Source: Center for Health Statistics BRFSS 2016 - 2020 and 2019 - 2023, Texas Department of 

State Health Services. 

 
67 The Centers for Disease Control and Prevention. National Diabetes Prevention Program. Accessed May 20, 2025. 

https://www.cdc.gov/diabetes-prevention/programs/index.html 
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The map in Morbidity Figure 27 displays changes in diabetes prevalence across ZIP Codes. 

Areas with decreasing diabetes rates, indicating health improvements, are marked with green 

labels. The map also includes a Diabetes Vulnerability Index, ranging from very high (dark red) 

to very low (dark blue). Notably, four ZIP Codes showed improvement: 75247, 75215, 75216, 

and 75241. Among these, 75215, 75216, and 75241 have been areas of targeted interventions 

following previous CHNA suggesting that focused efforts may be contributing to positive health 

outcomes. However, these areas remain in high-vulnerability categories when compared to 

other areas of Dallas County, highlighting the need for sustained investment to address 

persistent health disparities.  

Morbidity Figure 27: Diabetes Trends by ZIP Codes, Dallas County, 2019 - 2022 

 

Adopted from PCCI 

In contrast, Morbidity Figure 28 presents the current diabetes vulnerability landscape in Dallas 

County as of 2025, using a color gradient from green to dark blue to indicate increasing levels of 

diabetes vulnerability. Unlike the trend map, this figure does not show changes over time but 

instead provides a snapshot of present-day risk levels across census tracts. 
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Morbidity Figure 28: Diabetes Vulnerability by Census Track, Dallas County, 2025 

 

Data Source: CVC, PCCI  

a. Diabetes Clinical and Demographic Trends 

Morbidity Figure 29 shows changes in the number of people registered in the Parkland Diabetes 
Registry from 2021 to 2024 across different age groups, along with the percentage change 
(Delta). Overall, the total number of individuals in the registry increased by 37.4%, rising from 
54,056 patients in 2021 to 74,282 patients in 2024. The highest increase was seen in the 65-
year and older age group, which grew by 84.4%, indicating a sharp rise in diabetes cases in the 
registry among older adults. Increases were also observed in the 18-25, 26-35, and 46-55 age 
groups, with rises of 31.8%, 25.6%, and 25.2%, respectively. These trends suggest that the 
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increase in the number of patients in the diabetes registry may be associated with enhanced 
outreach and screening efforts in target ZIP Codes 75215, 75217, and 75241.  

Morbidity Figure 29: Parkland Patients, Diabetes Registry by Age Distribution, 2021 vs. 2024 

 

Data source: Parkland EHR Diabetes Registry 

Morbidity Figure 30: Parkland Patients, Diabetes Registry by Race and Ethnicity, Dallas County, 
2024 

 

Data source: Parkland EHR Diabetes Registry 
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Morbidity Figure 31: Parkland Patients, Diabetes Registry, by Sex, Dallas County, 2024 

 

Data source: Parkland EHR Diabetes Registry 

Morbidity Figure 32: Parkland Patients, Preferred Language, Diabetes Registry, 2024 

 

Data source: Parkland EHR Diabetes Registry 
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Morbidity Figure 33: Parkland Patients by ZIP Codes (Map), Diabetes Registry, 2024 

    

Data source: Parkland EHR Diabetes Registry 

b. Diabetes Outpatient Services Forecast 

Forecast data indicates that the volume of diabetes outpatient services is expected to grow by 

23.8% between 2024 and 2028 and 28.4% between 2024 and 2034-see Morbidity Figure 34. 

These forecasts are based on projected population trends in Dallas County, including changes 

in population size, birth and death rates, and demographic distribution.  

Morbidity Figure 34: 10-year Forecast for Outpatient Services, Diabetes Mellitus, 2024-2034 

 

Data Source: Prepared by SG2, LLC 
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4. Heart Disease and Hypertension 

Despite being largely preventable, heart disease remains the leading cause of death in the U.S., 

Texas, and Dallas County. In 2023, cardiovascular disease claimed more than 919,000 lives 

nationwide, with one person dying every 34 seconds. The economic burden is also significant, 

with an estimated $417.9 billion in costs from 2020 to 2021, including medical care, 

medications, and lost productivity due to premature death.68 

Nationally, the rise in hypertension, obesity, and other major risk factors continues to fuel the 

heart disease epidemic. Hypertension, often called a ñsilentò disease due to its lack of early 

symptoms, is the most common risk factor for both heart disease and stroke.69 Nearly 119.9 

million U.S. adults, are affected by hypertension, yet only 1 in 4 (22.5%) have their blood 

pressure under control. It was a primary or contributing cause in 664,470 deaths in 2023.70 

Locally, heart disease continues to be a major health concern in Dallas County. The BRFSS 

data on heart disease morbidity in Dallas County from 2019 to 2023 in Morbidity Figure 35 

highlights disparities across demographic groups. The overall prevalence of heart disease is 

4.7%, with males exhibiting a higher rate (5.1%) than females (4.3%). Among racial and ethnic 

groups, Black or African American, non-Hispanic individuals experiencing the highest 

prevalence at 7%, followed by white, non-Hispanic individuals at 6.5%, and Hispanic individuals 

at a lower rate of 2.4%. In addition, age is also a strong factor, as prevalence increases with 

age, 6.2% among those aged 45ï64 and a striking 13.8% among those 65 and older. Lastly, 

employment status is another key determinant, with unemployed individuals facing a much 

higher prevalence (8%) than those who are employed (3%). 

 
68 Centers for Disease Control and Prevention. Heart Disease Facts. Updated October 24, 2024. Accessed July 25, 
2025. https://www.cdc.gov/heart-disease/data-research/facts-stats/index.html  
69 CDC Foundation. Hypertension. CDC Foundation. Accessed July 30, 2025. 
https://www.cdcfoundation.org/hypertension 
70 Centers for Disease Control and Prevention. High Blood Pressure Facts. Updated January 28, 2025. Accessed 
July 30, 2025. https://www.cdc.gov/high-blood-pressure/data-research/facts-stats/index.html  

https://www.cdc.gov/heart-disease/data-research/facts-stats/index.html
https://www.cdcfoundation.org/hypertension
https://www.cdc.gov/high-blood-pressure/data-research/facts-stats/index.html
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Morbidity Figure 35: Prevalence of Heart Disease, Dallas County, 2016-2020 and 2019-2023 

 

Data Source: Center for Health Statistics BRFSS 2016-2020 and 2019 - 2023, Texas Department of State 

Health Services.  

Morbidity Figure 36 displays the current hypertension vulnerability landscape for Dallas County, 

emphasizing 75210, 75215, 75216, 75217, 75241 ZIP Codes identified in the 2022 CHNA as 

the high vulnerability areas. Using a color gradient from green to dark blue, the map illustrates 

varying levels of hypertension vulnerability where dark blue signifies very high vulnerability, and 

green indicates elevated but relatively lower vulnerability.  
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Morbidity Figure 36: Hypertension Vulnerability by Census Track, Dallas County, 2025 

  

Data Source: CVC, PCCI  

a. Hypertension Clinical and Demographic Trends 

Morbidity Figure 37 shows changes in the number of people captured in the Parkland 

Hypertension Registry from 2021 to 2024 across different age groups, along with the 

corresponding percentage change (Delta). Overall, the total number of individuals in the registry 

increased by 22.4%, rising from 113,413 in 2021 to 138,866 in 2024. Between 2016 and 2023, 

the percentage of Dallas County residents aged 65 and older diagnosed with hypertension 

remained relatively stable. Increases were also observed in the 46ï55 and 56ï64 age groups, 

with rises of 9.4% and 5.1%, respectively. 
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Morbidity Figure 37: Parkland Patients, Hypertension Registry by Age Group, 2021 vs. 2024 

Data source: Parkland EHR Hypertension Registry 

Morbidity Figure 38: Parkland Patients, Hypertension Registry by Race and Ethnicity, Dallas 
County, 2024 

 

Data source: Parkland EHR Hypertension Registry 
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Morbidity Figure 39: Parkland Patients, Hypertension Registry, by Sex, Dallas County, 2024 

 

Data source: Parkland EHR Hypertension Registry 

Morbidity Figure 40: Parkland Patients, Preferred Language, Hypertension Registry, 2024 

 

Data source: Parkland EHR Hypertension Registry 

The ZIP Codes with the highest volume of patients with hypertension are 75211, 75216, and 

75217. These areas stand out with the darkest shading, representing a higher concentration of 

hypertension-see Morbidity Figure 41. 
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Morbidity Figure 41: Parkland Patients by ZIP Code, Hypertension Registry, 2024 

 

Data source: Parkland EHR Hypertension Registry 

b. Hypertension Outpatient Services Forecast 

Forecast data indicate that between 2024 and 2034, the volume of hypertension outpatient 

services is expected to grow by 7.2% between 2024 and 2028, and by 13.5% between 2024 

and 2034-see Morbidity Figure 42. These forecasts are based on projected population trends in 

Dallas County, including changes in population size, birth and death rates, and demographic 

distribution.   

Morbidity Figure 42: 10-year Forecast for Outpatient Services, Hypertension, 2024-2034 

 

Data Source: Prepared by SG2, LLC 
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5. Obesity 

In adults, overweight ï defined as BMI 25 - 29.9 kg/m2 and obesityðdefined as a BMI Ó 30 

kg/mĮð is linked to increased risk of chronic diseases such as type 2 diabetes, heart disease, 

and certain cancers.71 As discussed earlier, food insecurity and the food environment contribute 

significantly to obesity by limiting access to affordable, nutritious options. Disparities such as low 

income and limited grocery access often lead to diets high in processed, calorie-dense foods. 

For more detail, see the Food Environment section (see Food Environment, NMDOH section).  

In 2022, the prevalence of obesity in Dallas County was 34.7% among adults, which is slightly 

higher than the national prevalence at 33.3%.72  From 2019 -2023, the prevalence of obesity 

and overweigh combined remains the highest among Hispanic group with 78.6% followed by 

Black or African American, non-Hispanic group with 71%-see Morbidity Figure 43. 

Morbidity Figure 43: Prevalence of Overweight or Obese Adults by Race and Ethnicity, Dallas 
County, 2019-2023 

 

Data Source: Center for Health Statistics BRFSS 2016-2020, Texas Department of State Health Services. 

a. Obesity Clinical and Demographic Trends  

Figure 44 illustrates changes in the number of individuals listed in the Parkland Obesity Registry 

from 2021 to 2024, broken down by age group, and percentage change. Overall, the registry 

saw an increase of 115,615 individuals during this period, a 39% rise.  

 

 
71 University of Wisconsin Population Health Institute. 2022 Texas County Health Rankings. County Health Rankings 
& Roadmaps. Published 2022. Accessed July 31, 2025. 
https://www.countyhealthrankings.org/sites/default/files/media/document/CHR2022_TX_0.pdf 
72 Centers for Disease Control and Prevention. PLACES: Local Data for Better Health ï Dallas County, Texas. 
Published August 2024. July 31, 2025. https://places.cdc.gov/?view=county&locationIds=48113 
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Morbidity Figure 44: Parkland Patients, Obesity Registry by Age Group, 2021 vs. 2024 

 

Data source: Parkland EHR Obesity Registry, 2021 and 2024 

Morbidity Figure 45: Parkland Patients, Obesity Registry by Race and Ethnicity, Dallas County, 
2024 

 

Data source: Parkland EHR Obesity Registry, 2024 
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Morbidity Figure 46: Parkland Patients, Obesity Registry, by Sex, Dallas County, 2024 

 

Data source: Parkland EHR Obesity Registry, 2024 

Morbidity Figure 47: Parkland Patients, Preferred Language, Obesity Registry, 2024 

 

Data source: Parkland EHR Obesity Registry, 2024 

The ZIP Codes with the highest values shown on the map-see Morbidity Figure 48, are 75211, 

75216, and 75217. These areas stand out with the darkest shading, representing a higher 

concentration of obesity. 
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Morbidity Figure 48: Parkland Patients by ZIP Code (Map), Obesity Registry, 2024 

 

Data source: Parkland EHR Obesity Registry 

b. Obesity Outpatient Services Forecast 

Forecast data indicate that between 2024 and 2034, the volume of obesity outpatient services is 

expected to grow by 57.7% between 2024 and 2028 and 139.5% between 2024 and 2034-see 

Morbidity Figure 49. These forecasts are based on projected population trends in Dallas County, 

including changes in population size, birth and death rates, and demographic distribution.   

Morbidity Figure 49: Obesity Outpatient Services Forecast, Dallas County, 2024ï2034 

 

Data Source: Prepared by SG2, LLC  
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6. STIs / HIV 

STIs and HIV continue to impact both the health and economy of Dallas County. In 2022, the 

direct and indirect costs of chlamydia, gonorrhea, syphilis, congenital syphilis, and HIV were 

estimated at $398.6 millionða 15.2% increase from 2021. HIV alone accounted for 96% of 

these costs. These trends highlight the urgent need for focused public health efforts to reduce 

transmissions and their associated economic burden.73 

STIs and HIV trends in Dallas County over the past four years reflect a clear public health 

challenge. Case counts dropped in 2020, rebounded sharply in 2021 and 2022, and then 

decreased or leveled off in 2023. The initial decline in 2020 was likely due to COVID-19ïrelated 

decline in reporting secondary to disruptions in healthcare access, routine screening, and 

surveillance, rather than a true reduction in transmission. As services resumed in 2021, reported 

cases surged across multiple conditions. For example, new HIV diagnoses increased from 673 

in 2020 to 882 in 2022 before declining slightly to 845 in 2023. Similar patterns were seen for 

chlamydia, gonorrhea, and syphilis, with each showing post-pandemic rebounds followed by 

stabilization or modest decreases in 2023. 

Despite these fluctuations, there were important public health gains during this period. Targeted 

interventions in high-burden communities such as expanded mobile testing, increased provider 

awareness, culturally tailored outreach, and improved linkage to care contributed to measurable 

declines among some disproportionately affected populations. Notably, gonorrhea cases among 

Black residents dropped 22% between 2021 and 2023, and syphilis diagnoses among Black 

men fell by a similar margin from 2022 to 2023. These outcomes highlight the value of 

sustained, data-driven strategies and underscore the importance of maintaining prevention, 

screening, and treatment access across all populations to prevent resurgence. 

a. HIV 

HIV remains a significant public health concern across the U.S.74 and within local 

communities75, with Dallas County experiencing a significantly higher burden compared to state 

and national averages. When left untreated, HIV can weaken the immune system and lead to 

AIDS. Timely HIV diagnosis and prompt initiation of ART are essential strategies for improving 

health outcomes. Effective treatment enables individuals living with HIV to achieve viral 

suppression, significantly enhancing quality of life, and reducing the risk of transmission within 

the community. 

 
73 Huang P, Dadpay A. The economic cost of sexually transmitted infections in Dallas County, TX ï 2022 estimations. 

Dallas Med J. Published July 2025. Available at: https://issuu.com/dallascms/docs/july_2025_dallas_medical_journal 
74 Centers for Disease Control and Prevention. HIV Diagnoses, Deaths, and Prevalence in the United States, 2021 
(Preliminary). Updated September 27, 2023. Accessed May 19, 2025. https://www.cdc.gov/hiv-data/nhss/hiv-
diagnoses-deaths-prevalence.html  
75 AIDSVu. Dallas, TX ï Dallas County: Overview. Emory University, Rollins School of Public Health. Accessed May 
19, 2025. https://map.aidsvu.org/profiles/city/dallas-tx-dallas-county/overview#0-1-Locations  

https://issuu.com/dallascms/docs/july_2025_dallas_medical_journal
https://www.cdc.gov/hiv-data/nhss/hiv-diagnoses-deaths-prevalence.html
https://www.cdc.gov/hiv-data/nhss/hiv-diagnoses-deaths-prevalence.html
https://map.aidsvu.org/profiles/city/dallas-tx-dallas-county/overview#0-1-Locations
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In 2023, the HIV prevalence rate in Dallas was 834 per 100,000 population, nearly double the 

rate for Texas and U.S. 76,77-see Morbidity Figure 50. 

Morbidity Figure 50: HIV Prevalence Rate (per 100K), Dallas County, Texas, U.S., 2023 

 

Data Source: CDC, DCHHS, HIV/STIs Dashboard 

Comparing the BRFSS, periods 2016ï2020 and 2019ï2023, the overall percentage of adults in 

Dallas County who reported ever being tested for HIV remained relatively stable at around 45%. 

The most significant change was observed among Other/Multiracial, non-Hispanic individuals 

that saw a decrease in testing from 37% to 24.8%. Black or African American, non-Hispanic 

adults also experienced a slight decrease from 64% to 61.1%. In contrast, Hispanic adults saw 

an increase in testing rates from 42% to 44.6% (3%). Additionally, HIV testing also increased 

among the not-employed group by 6.7% and declined for employed adults by 8%-see Morbidity 

Figure 51. 

 
76 Dallas County Health and Human Services. HIV/STIs Dashboard. Dallas County. Published date not listed. 
Accessed August 12, 2025. https://www.dallascounty.org/departments/dchhs/communicable-diseases/hiv-sti-
dashboard.php  
77 Centers for Disease Control and Prevention (CDC). HIV Diagnoses, Deaths, and Prevalence: 2025 Update. CDC. 
Published April 29, 2025. Accessed August 12, 2025. https://www.cdc.gov/hiv-data/nhss/hiv-diagnoses-deaths-and-
prevalence-2025.html  
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Morbidity Figure 51: Percentage of adults (18+) in Dallas County who have ever been tested for 
HIV, Dallas County, 2016-2020 vs 2019 - 2023 

 

Data Source: Center for Health Statistics BRFSS 2016ï2020 and 2019ï2023, Texas Department of State 

Health Services. 

As of 2023, Dallas County maintains one of the highest HIV case burdens in Texas, behind only 

Harris County. Between 2020 and 2023, the number of people living with HIV diagnosed in 

Dallas County increased by nearly 8%, from 20,130 in 2020 to 21,727 in 2023-see Morbidity 

Figure 52. While there has been an overall increase in the number of Dallas County residents 

living with HIV, this is primarily due to improved access to effective treatment that allows people 

to live longer, healthier lives with the virus. 
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Morbidity Figure 52: Persons living with HIV, Dallas County, 2014-2023 

 

Data Source: DSHS Surveillance Data, October 2024, Texas Department of State Health Services. 

Between 2020 and 2023, Dallas County reported 3,182 new HIV diagnoses, rising from 673 in 

2020 to 845 in 2023-see Morbidity Figure 53. While there was a slight decrease from 882 in 

2022 to 845 in 2023, the overall trend remains higher than pre-pandemic levels, indicating 

ongoing transmission, particularly within high-risk sexual networks.  

Morbidity Figure 53: New HIV Diagnoses and Rates, Dallas County, 2010-2023 

 

Data Source: Texas 2020 STD Surveillance Report, Texas Department of State Health Services, 

TB/HIV/STD Epidemiology and Surveillance Branch, Austin, Texas 

Among Black or African American, non-Hispanic residents, the number of new cases decreased 

over 20% from 395 in 2022 to 315 in 2023-see Morbidity Figure 54. This reduction reflects a 

significant public health improvement as it aligns with intensified, targeted interventions under 

the EHE initiative and tailored community outreach programs focused on Black or African 

American, non-Hispanic MSM and women in historically high-burden ZIP Codes. Meanwhile, 

Hispanic residents experienced a concerning upward trend: 243 cases in 2020 rising to 402 in 
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2023. This increase mirrors state and national trends, where Hispanic populations have 

experienced rising HIV diagnoses.  

Morbidity Figure 54: New HIV Diagnosis by Race and Ethnicity in Dallas County, 2010-2023 

 

Data Source: DSHS Surveillance Data, October 2024, Texas Department of State Health Services. 

As shown in Morbidity Figure 55, the age group with the highest number of new HIV diagnoses 

in Dallas County continues to be 25ï34-year-olds, with 328 cases in 2023. The 15-24 age group 

consistently accounts for about 18ï20% of new HIV cases, a persistent and concerning trend 

given that many are still developing lifelong sexual health behaviors. Adults aged 50 and over 

continue to represent a smaller proportion of new diagnoses, but with slowly increasing case 

counts in recent years. 
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Morbidity Figure 55: New HIV Diagnoses, Age Group, Dallas County, 2018-2023 

 

Data Source: DSHS Surveillance Data, October 2024, Texas Department of State Health Services. 

i. Parkland HIV: Demographic Description 

Between 2021 and 2024, the number of patients in Parklandôs HIV registry increased by 

approximately 28%, an increase of 2,400 patients. The most significant growth was observed 

among individuals aged 65 and older, who experienced a 122% increase, followed by a 33% 

rise in the 56ï64 age group-see Morbidity Figure 56.  

Morbidity Figure 56: Parkland Patients, HIV Registry, Dallas County, 2021- 2024 

 

Data Source: Parkland EHR HIV Registry 
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Morbidity Figure 57: Parkland Patients, HIV Registry by Race and Ethnicity, Dallas County, 2024 

 

Data Source: Parkland EHR HIV Registry, 2024 

Morbidity Figure 58: Parkland Patients, Preferred Language, HIV Registry, 2024 

 

Data Source: Parkland EHR HIV Registry, 2024 
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Morbidity Figure 59: Parkland Patients, HIV Registry by Age Distribution, 2024 

 

Data Source: Parkland EHR HIV Registry, 2024 

Morbidity Figure 60: Parkland Patients by ZIP Code (Map), HIV Registry, 2024 

 

Data Source: Parkland EHR HIV Registry, 2024 

Forecast data by SG2 indicate that between 2024 and 2034, the volume of HIV outpatient 

services is expected to grow by 50%-see Morbidity Figure 61. These forecasts are based on 

projected population trends in Dallas County, including changes in population size, birth and 

death rates, and demographic distribution.  
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Morbidity Figure 61: HIV Outpatient Services Forecast, Dallas County, 2024ï2034 

 

Data Source: Prepared by SG-2, LLC 

b. Chlamydia 

Chlamydia remains the most reported STI in Dallas County. As shown in Morbidity Figure 62, 

reported cases dropped to 18,400 in 2020, likely due to COVID-19-related disruptions in 

screening and clinic access, then rose sharply to 22,109 in 2022. Although cases declined to 

20,410 in 2023, they remained above 2020 levels. The post-2020 increase reflects both 

resumed clinical services and ongoing community transmission.  

Morbidity Figure 62: Chlamydia Diagnoses, Dallas County, 2018-2023 

 

Data source: DSHS Surveillance Data, January 2025, Texas Department of State Health Services. 

In 2023, Black or African American, non-Hispanic residents made up 34% of chlamydia cases in 
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disproportionately impacted by chlamydia, underscoring the importance of gender-responsive 

screening and care strategies. 

Morbidity Figure 63: Chlamydia Diagnoses, Race and Ethnicity, Dallas County, 2018-2023 

 

Data source: DSHS Surveillance Data, January 2025, Texas Department of State Health Services. 

As shown in Morbidity Figure 64, females consistently accounted for a greater share of 

chlamydia cases than males, comprising 56% of all reported cases in 2023. This disparity is 

likely due to more frequent screening among females during routine reproductive healthcare 

visits, and asymptomatic infections in males often go undetected.  

Morbidity Figure 64: Chlamydia Diagnoses, Sex Assigned at Birth, Dallas County, 2018-2023 

 

Data source: DSHS Surveillance Data, January 2025, Texas Department of State Health Services. 
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As shown in Morbidity Figure 65, individuals aged 15ï24 accounted for over 57% of all 

chlamydia cases in 2023 in Dallas County, though case counts declined 12.5% in this group 

between 2021 and 2023. The 25ï34 age group also saw a slight decline (7.9%) during this 

same period, mirroring the trend in younger adults. While the 0ï14 age group saw a slight 

increase, likely due to improved detection or early sexual activity, individuals aged 45 and older 

experienced a nearly 20% rise in cases from 2021 (845 cases) to 2023 (1,009), despite 

representing only 5% of the total.  

Morbidity Figure 65: Chlamydia Diagnoses, Age Group, Dallas County, 2018-2023 

 

Data source: DSHS Surveillance Data, January 2025, Texas Department of State Health Services. 

c. Gonorrhea 
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total reported cases, followed by a slight increase to 10,695 in 2022, reflecting a modest post-

COVID rebound as routine screening resumed-see Morbidity Figure 66. However, total 

diagnoses declined in 2023 to 9,368, returning closer to pre-pandemic levels.  
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Morbidity Figure 66: Gonorrhea Diagnoses, Dallas County 2018-2023 

 

Data source: DSHS Surveillance Data, January 2025, Texas Department of State Health Services. 

Black or African American, non-Hispanic residents accounted for 42% of all reported gonorrhea 

cases in Dallas County in 2023, followed by Hispanic residents (21%) and white, non-Hispanic 

residents (17%). However, Black or African American, non-Hispanic residents experienced a 

22% decrease in gonorrhea between 2021 (5,059 cases) and 2023 (3,966 cases). During the 

same period, Hispanic and white, non-Hispanic residents saw a slight increase in cases.  

Morbidity Figure 67: Gonorrhea Diagnoses, Race and Ethnicity, Dallas County, 2018-2023 

 

Data source: DSHS Surveillance Data, January 2025, Texas Department of State Health Services. 

Morbidity Figure 68 shows that gonorrhea remains significantly more common among 

individuals assigned male at birth, who accounted for nearly 72% of all reported cases in 2023. 
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While male cases rose in recent years before a slight decline, female cases have dropped by 

nearly 30% since 2021, widening the gender gap.  

Morbidity Figure 68: Gonorrhea Diagnoses, Sex Assigned at Birth, Dallas County, 2018-2023 

 

Data source: DSHS Surveillance Data, January 2025, Texas Department of State Health Services. 

Morbidity Figure 69 shows gonorrhea in Dallas County remains most prevalent among 

individuals aged 15ï34, though cases in this age range have decreased by 18.9% since 2021. 

Morbidity Figure 69: Gonorrhea Diagnoses, Age Group, Dallas County, 2018-2023 

 

Data source: DSHS Surveillance Data, January 2025, Texas Department of State Health Services. 

d. Syphilis 
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success of expanded public health efforts, including increased testing, mobile outreach, and 

provider education.  

Morbidity Figure 70: Syphilis Diagnoses, Dallas County 2018-2023 

Data source: DSHS Surveillance Data, January 2025, Texas Department of State Health Services. 

In 2022, Dallas County recorded its highest number of syphilis cases, with Black or African 

American, non-Hispanic residents accounting for 43% of diagnoses, Hispanic residents 29%, 

and white, non-Hispanic residents 18%-see Morbidity Figure 71. The increase among Hispanic 

males was especially sharp, rising 65% between 2020 and 2022. This surge reflects state and 

national trends, where syphilis is rising among Hispanic MSM and heterosexual populations, 

likely fueled by a combination of factors including gaps in routine screening, stigma, and limited 

access to culturally competent services.78 In contrast, Black or African American, non-Hispanic 

men experienced a 22% decrease in cases from 2022 to 2023.  

 
78 Centers for Disease Control and Prevention. Sexually Transmitted Disease Surveillance 2022. U.S. Department of 
Health and Human Services; 2024. Accessed July 25, 2025. https://www.cdc.gov/std/statistics/2022/overview.htm 
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Morbidity Figure 71: Syphilis Diagnoses, Race and Ethnicity, Dallas County, 2018-2023 

 

Data source: DSHS Surveillance Data, January 2025, Texas Department of State Health Services. 

Between 2018 and 2022, syphilis cases among both males and females in Dallas County 

increased significantly. Male cases rose 47.5% during this period before declining in 2023, while 

female cases more than doubled over the same period, from 457 in 2018 to 1,114 in 2022 

(144%), with a slight decrease in 2023-see Morbidity Figure 72.  

Morbidity Figure 72: Syphilis Diagnoses, Sex Assigned at Birth, Dallas County, 2018-2023 

 

Data source: DSHS Surveillance Data, January 2025, Texas Department of State Health Services. 

As shown in Morbidity Figure 73, syphilis cases in Dallas County have increased across all adult 

age groups since 2018, with the most significant growth seen among individuals aged 25ï34, 
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where cases rose 75% from 2018 to 2022 before dropping in 2023. Cases among those aged 

35ï44 also increased 83% before a modest decline in 2023. Cases among individuals aged 55 

and older also nearly doubled from 193 in 2018 to 368 in 2022. 

Morbidity Figure 73: Syphilis Diagnoses, Age Group, Dallas County, 2018-2023 

 

Data source: DSHS Surveillance Data, January 2025, Texas Department of State Health Services. 

Maternal syphilis infection rates, and consequently, congenital syphilis rates (syphilis passed 

from mother to baby during pregnancy), have seen alarming increases at both the national and 

state levels in recent years. Nationally, the overall rate of syphilis in mothers giving birth more 

than tripled (222% increase) from 2016 to 2022, rising from 87.2 to 280.4 per 100,000 births in 

2022,79 with annual rates increasing throughout this period. Texas consistently ranks among the 

states with the highest reported cases of both syphilis and congenital syphilis in the country. 

Dallas County has also experienced a significant increase in maternal syphilis infections since 

2017. Within Dallas County, the Black or African American population exhibited substantially 

higher rates than any other racial/ethnic group, leading to increased chances of congenital 

infection and severe birth outcomes for their infants-see Morbidity Figure 74. To combat these 

rising rates and protect both mothers and children, improving healthcare access and addressing 

underlying non-medical drivers of healthcare are crucial. 

 

 
79 Centers for Disease Control and Prevention. Trends and Characteristics in Maternal Syphilis Rates During 
Pregnancy: United States, 2016ï2022. NCHS Data Brief No. 496. February 2024. Accessed August 12, 
2025. https://www.cdc.gov/nchs/data/databriefs/db496.pdf  
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Morbidity Figure 74: Maternal Syphilis Rate in Dallas County by Race and Ethnicity 

 

Data source: DSHS Surveillance Data, July 2025, Texas Department of State Health Services 

Morbidity Figure 75: Maternal Syphilis Rate in Dallas County 

 

Data source: DSHS Surveillance Data, July 2025, Texas Department of State Health Services 

Untreated syphilis can be passed from an infected mother to a newborn during pregnancy, 

which can result in miscarriage, stillbirth, and lifelong complications. Dallas County consistently 

has the second highest number of congenital syphilis cases in Texas, behind only Harris County. 

As shown in Morbidity Figure 76, congenital syphilis cases declined 27% in 2023 from 2022. 

While this decline is encouraging, persistently high case counts point to critical gaps in early 
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prenatal screening, timely maternal treatment, and access to care, especially among uninsured 

and high-risk populations. 

Morbidity Figure 76: Congenital Syphilis Diagnoses, Dallas County, 2019-2023 

 

Data source: DSHS Surveillance Data, July 2025, Texas Department of State Health Services. 

From 2019 to 2023, the majority of congenital syphilis cases in Dallas County were linked to 

mothers aged 15ï34, with notable shifts across age groups. Among mothers aged 15ï24, 

congenital syphilis cases decreased by 46% in 2023, reflecting both earlier increases in 

transmission and potential success from recent youth-focused outreach and screening efforts-

see Morbidity Figure 77. Cases among mothers aged 25ï34 declined only slightly by 8% in 

2023, making this group the largest contributor to congenital syphilis cases.  

Morbidity Figure 77: Congenital Syphilis Diagnoses, Maternal Age Group, Dallas County, 2019-
2023 

 

Data source: DSHS Surveillance Data, July 2025, Texas Department of State Health Services. 
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Black or African American, non-Hispanic mothers accounted for the highest number of 

congenital syphilis cases, though totals declined modestly (13%) from 2019 to 2023, reflecting 

potential progress in targeted interventions-see Morbidity Figure 78. Hispanic mothers saw a 

sharp increase of 94% between 2019 (18 cases) and 2022 (35 cases), followed by a 14% 

decrease in 2023, indicating ongoing risk. White, non-Hispanic mothers experienced the largest 

relative fluctuation, with cases increasing from 7 in 2019 to 27 in 2022 (a 286% rise) before 

falling by 52% to 13 in 2023. These trends highlight persistent racial and ethnic disparities in 

maternal STIs screening and care access, reinforcing the need for culturally responsive prenatal 

outreach and timely syphilis treatment across all communities. 

Morbidity Figure 78: Congenital Syphilis Diagnoses, Child Race and Ethnicity, Dallas County, 
2019-2023 

 

Data source: DSHS Surveillance Data, July 2025, Texas Department of State Health Services. 

D. Special Populations 

1. Dallas County Correctional Health 

Parkland provides comprehensive medical and behavioral healthcare to individuals housed in 

the Dallas County Jail and Juvenile Centers. A multidisciplinary team including on-site medical 

providers, registered nurses, mental health professionals, pharmacists, and other clinical staff 

work collaboratively to ensure consistent, high-quality care. 

Services span a broad continuum, including initial health screenings, acute and intermediate 

infirmary care, chronic disease management, urgent medical interventions, mental health and 

psychiatric support, infectious disease treatment, obstetrics and gynecology services, dental 

care, dialysis, optometry, and post-release care coordination to support continuity and 

reintegration into the community. 

a. Correctional Health Demographics 

Between 2021 and 2024, correctional health services experienced a 9% increase in their patient 

population. The racial and ethnic composition of the population has remained largely misaligned 
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with that of Dallas County. In 2024, Black or African American, non-Hispanic individuals 

represented 48% of the correctional health population, while the proportion of Hispanic 

individuals increased from 26% to 30%. In contrast, Black or African American, non-Hispanic 

individuals make up only 23% of Dallas Countyôs general population, indicating a significant 

overrepresentation and highlighting the persistent racial disparities within the correctional 

system.80 

The top five ZIP Codes of residence among individuals in the correctional health system were 

75201, 75216, 75217, 75241, and 75228. Of these ZIP Codes 75216, 75217, and 75241 rank 

among the highest in Dallas County for CVI scores-see SP Figure 4

SP Figure 1: Dallas County Correctional Health Population by Race, 2024 

 

Data Source: Pearl, Correctional Health 

 
80 Office of Disease Prevention and Health Promotion. Incarceration. Healthy People 2030. U.S. Department of 
Health and Human Services. https://health.gov/healthypeople/priority-areas/social-determinants-health/literature-
summaries/incarceration. Accessed July 24, 2025. 
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SP Figure 2: Dallas County Correctional Health Population by Age Distribution, 2024 

 

Data Source: Pearl, Correctional Health 

SP Figure 3: Dallas County Correctional Health Population by Sex, 2024 

 

Data Source: Pearl, Correctional Health 
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SP Figure 4: Dallas County Correctional Health Population by Top 5 ZIP Codes, 2024 

 

Data Source: Pearl, Correctional Health

b. Correctional Health Leading Chronic Diseases  

Within the Dallas County correctional health system, the three most diagnosed chronic health 

conditions are mental health disorders, hypertension, and asthma-see SP Figure 5. In 2024, 

mental health diagnosis was the most prevalent, affecting 58% of the population. Black or 

African American, non-Hispanic individuals, experience a disproportionate burden of chronic 

disease. They account for 63% of hypertension diagnoses, 65% of asthma cases, 58% of 

hyperlipidemia diagnoses, 67% of diabetes cases, and 67% of heart failure cases within the 

system-see SP Figure 7, SP Figure 8, SP Figure 9, SP Figure 10, and SP Figure 11.  

SP Figure 5: Dallas County Correctional Health Patients Leading Chronic Disease Type, 2024 

 

Data Source: Pearl, Correctional Health 

5,788 

2,163 
1,765 

1,301 1,249 

 -

 1,000

 2,000

 3,000

 4,000

 5,000

 6,000

 7,000

75201 75216 75217 75241 75228

57.8%

21.4%
13.8%

4.4% 1.6% 1.0%
0%

10%

20%

30%

40%

50%

60%

70%



 

ÂċŊĲШΝΠΝШŸŉШΞΠΝ 
 

SP Figure 6: Dallas County Correctional Health Patients with a Mental Health Diagnosis by 

Race and Ethnicity, 2024 

 

Data Source: Pearl, Correctional Health 

SP Figure 7: Dallas County Correctional Health Patients with Hypertension by Race and 

Ethnicity, 2024 

 

Data Source: Pearl, Correctional Health  
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SP Figure 8: Dallas County Correctional Health Patients with Asthma by Race and Ethnicity, 

2024 

 

Data Source: Pearl, Correctional Health 

SP Figure 9: Dallas County Correctional Health Patients with Hyperlipidemia by Race and 

Ethnicity, 2024 

 

Data Source: Pearl, Correctional Health 
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SP Figure 10: Dallas County Correctional Health Patients with Diabetes by Race and Ethnicity, 

2024 

 

Data Source: Pearl, Correctional Health 

SP Figure 11: Dallas County Correctional Health Patients with Heart Failure by Race and 

Ethnicity, 2024 

 

Data Source: Pearl, Correctional Health 

In the U.S., individuals within the correctional health system face heightened risks for a range of 

infectious diseases, including STIs, HIV, viral hepatitis, and TB.81 Reflecting this trend, 40% of 

 
81 Centers for Disease Control and Prevention. Public Health Considerations for Correctional Health. Updated July 3, 

2024. Accessed July 22, 2025. https://www.cdc.gov/correctional-health/about/index.htm  
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the correctional health population has been diagnosed with syphilis, and 31% with chlamydia. 

HIV also remains a significant concern among this group-see SP Figure 12.

SP Figure 12: Dallas County Correctional Health Patients with Infectious Disease, 2024 

 

Data Source: Pearl, Correctional Health 

SP Figure 13: Dallas County Correctional Health Patients with HIV by Race and Ethnicity, 2024 

 

Data Source: Pearl, Correctional Health 
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¶ Who reside in permanent supportive housing or other housing programs that are 

targeted to homeless populations82. 

According to the 2025 Annual Point-in-Time (PIT) Count for Dallas County, there were 2,936 

individuals experiencing homelessness on a single night in January 2025. In addition to this, it is 

estimated that 5,445 families and single adults benefited from the diversion program services. 

Analysis of the 2025 PIT count results, shows:  

a. 31% of the population were living unsheltered  

b. 69% were housed in various shelter projects, broken down as: 

¶ 41% in emergency shelters 

¶ 26% in transitional housing 

¶ 2% in safe-haven projects 

SP Figure 14: Shelter Projects by the Numbers, 2025 

 

Data Source: Housing Forward, 2025 

Compared to 2022 PIT results: 

¶ There was a 27% overall reduction in the homelessness population in 2025 

¶ There was a 32% decline in the number of unsheltered individuals in 2025 

a. Homeless Population Demographics 

In Dallas County, there is a gender disparity among the homeless population, with men 

comprising higher percentage (66%) compared to women (33%)-see SP Figure 15.  

Among racial groups, Black or African American, non-Hispanics are overrepresented, making up 

57% of the homeless population while they make up 23% of the population in Dallas County-see 

SP Figure 16. This local pattern aligns with national data, which shows that individuals 

 
82 Bureau of Primary Health Care. Glossary: Health Center Program Compliance Manual. Health Resources and 
Services Administration. Updated March 20, 2025. Accessed July 22, 2025. 
https://bphc.hrsa.gov/compliance/compliance-manual/glossary  
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identifying as Black or African American, non-Hispanic remain disproportionately affected by 

homelessness.83  Additionally, 87% of the homeless population is comprised of households 

without children-see SP Figure 18.  

SP Figure 15: Homeless Population by Sex, Dallas County, 2025 

  

Data Source: Housing Forward  

SP Figure 16: Homeless Population by Race and Ethnicity, Dallas County, 2025 

 

Data Source: Housing Forward  

 
83 Sousa T, Henry M. The 2024 Annual Homelessness Assessment Report (AHAR) to Congress: Part 1ðPoint-in-
Time Estimates of Homelessness. Abt Global; December 2024. U.S. Department of Housing and Urban 
Development. Available from: https://www.huduser.gov/portal/publications/2024-ahar-part-1-pit-estimates-of-
homelessness.html  
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SP Figure 17: Homeless Population by Age Distribution, Dallas County, 2025 

  

Data Source: Housing Forward  

SP Figure 18: Homeless Population by Household, Dallas County, 2025 

 

Data Source: Housing Forward

b. HOMES Population 

Parklandôs HOMES program aims to provide comprehensive healthcare services to children and 

adults experiencing homelessness in Dallas County. Medical, dental, and behavioral health 
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i. HOMES Patients Demographics 

In 2024, HOMES served 8,906 unique patients. 

Most HOMES patients reside within 10 ZIP Codes-see SP Figure 19 and 20. The gender 

distribution has remained consistent over the years, with males overrepresented. In 2024, 60% 

of HOMES patients were male, compared to 38% of females-see SP Figure 21.  

SP Figure 19: HOMES Population by ZIP Codes: CY2018, CY2021, CY2024 

        

Data Source: HOMES Annual HRSA UDS Submission  
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SP Figure 20: HOMES Population by Top 10 ZIP Codes, CY2024 

 

Data Source: HOMES Annual HRSA UDS Submission  

SP Figure 21: HOMES Patients by Sex, CY2016ïCY2024 

 

Data Source: HOMES Annual HRSA UDS Submission  
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SP Figure 22: HOMES Patients by Race and Ethnicity, CY2024 

  

Data Source: HOMES Annual HRSA UDS Submission  

In 2024, 47% of HOMES patients were identified as Black or African American, non-Hispanic 

and 17% as Hispanic in 2024-see SP Figure 22; reflecting a demographic distribution consistent 

with that observed in 2021. 

The age distribution of HOMES patients has remained stable since 2016, with the majority 

consistently falling within the 18ï44-year age group (50%), followed by the 45ï59-year cohort 

(31%). However, significant demographic shifts were observed at both ends of the age 

spectrum. The proportion of patients under 18 years declined by 9 percentage points in 2024 

compared to 2016, indicating a decrease in pediatric patients. Conversely, the proportion of 

patients aged 60ï69 years have doubled, increasing from 7% in 2016 to 15% in 2024, 

suggesting a growing utilization of services among older adults-see SP Figure 23. 
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SP Figure 23: HOMES Population Age Distribution: CY2016, CY2021, CY2024 

Data Source: HOMES Annual HRSA UDS Submission 

Between 2023 and 2024, homelessness among veterans decreased by 35%-see SP Figure 24. 

This trend aligns with national data, which indicates a 7.5% reduction in the number of veterans 

experiencing homelessness over the same period.84 

SP Figure 24: HOMES Veterans Population: CY2016-CY2024 

 

Data Source: HOMES Annual HRSA UDS Submission 

 
84 Sousa T, Henry M. The 2024 Annual Homelessness Assessment Report (AHAR) to Congress: Part 1ðPoint-in-

Time Estimates of Homelessness. Abt Global; December 2024. U.S. Department of Housing and Urban 
Development. Available from: https://www.huduser.gov/portal/publications/2024-ahar-part-1-pit-estimates-of-
homelessness.html  
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Dallas County has seen a decline in overall homelessness since 2022. Homelessness is closely 

linked to poverty and the lack of affordable housing.85,86 Since 2020, 96% of HOMES patients 

have consistently lived at or below the federal poverty level. SP Figure 25 illustrates the ongoing 

economic vulnerability of this population. Additionally, the rate at which individuals transition out 

of homelessness into transitional housing, defined as temporary, supportive shelter, has 

remained unchanged since 2021-see SP Figure 26. 

SP Figure 25: HOMES Patients: Poverty Status: CY2016-CY2024 

 

Data Source: HOMES Annual HRSA UDS Submission 

 
85 Donald J, Grubbs S. Housing Affordability Gap Hits Texas. Texas Comptroller of Public Accounts. Published 

October 2024. Accessed July 23, 2025. Available from: https://comptroller.texas.gov/economy/fiscal-
notes/economics/2024/aff-housing/ 
86 U.S. Department of Housing and Urban Development. The 2021 Annual Homeless Assessment Report (AHAR) to 

Congress. Published 2021. Accessed July 25, 
2025. https://www.hud.gov/sites/dfiles/CFO/documents/22_FY21CJ_Program_HAG.pdf 
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SP Figure 26: HOMES Patients by Housing Status: CY2019-CY2024 

 

Data Source: HOMES Annual HRSA UDS Submission 

ii. HOMES Population Health Profile 

Homelessness has serious health implications. People experiencing homelessness face higher 

risks of infectious and non-infectious diseases, mental health challenges, alcohol and substance 

use disorder87, along with a lower life expectancy.88 Additionally, unstable and substandard 

housing can expose individuals to hazards such as lead, secondhand smoke, and inaccessible 

living spaces, risks that are especially concerning for people with disabilities and older adults.89  

Chronic diseases are the most diagnosed conditions among HOMES patients. Hypertension, 

diabetes, obesity, and heart disease are the most prevalent, listed in that order. Since 2021, 

obesity has shown a significant decline dropping by 60%. Meanwhile, both diabetes and heart 

disease have increased by 22% and 11%, respectively, during the same period-see SP Figure 

27. 

 
87 Centers for Disease Control and Prevention (CDC). About Homelessness and Health. Updated October 15, 2024. 

Accessed July 23, 2025. Available from: https://www.cdc.gov/homelessness-and-health/about/index.html  
88 U.S. Interagency Council on Homelessness. Homelessness Data & Trends. Published 2024. Accessed July 25, 

2025. https://www.usich.gov/guidance-reports-data/data-trends 
89 Office of Disease Prevention and Health Promotion. Housing and Homes Objectives ï Healthy People 2030. U.S. 
Department of Health and Human Services. https://odphp.health.gov/healthypeople/objectives-and-data/browse-
objectives/housing-and-homes#cit3. Accessed July 22, 2025. 
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SP Figure 27: HOMES Top Chronic Conditions CY2016ïCY2024 

 

Data Source: HOMES Annual HRSA UDS Submission 

iii. HOMES Womenôs Health 
 

SP Figure 28: Percentage of women 52ï74 

years who had a screening mammogram, 

HOMES, CY2023-CY2024 

 

Data Source: HOMES Annual HRSA UDS 

Submission 

SP Figure 29: Percentage of women 24-64 

years screened for cervical cancer, 

HOMES, CY2023-CY2024 

 

Data Source: HOMES Annual HRSA UDS 

Submission
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SP Figure 30: HOMES, Womenôs Selected Medical Conditions Diagnosis, CY2016ïCY2024 

 

Data Source: HOMES Annual HRSA UDS Submission 

As shown in SP Figure 30, an increase in the number of abnormal mammograms were noted as 

a result of a recovery strategy post COVID-19 to increase the number of women who completed 

their mammogram based on medical guidelines and to ensure patients with an abnormal 

mammogram complete follow-up tests. 

iv. Oral Health  

The HOMES program offers a comprehensive approach to oral healthcare, including dental 

screenings, preventive care, extractions, denture provision, and minor procedures. Over the 

years, the number of dental services provided to the HOMES patients have increased reaching 

approximately 2,000 in 2024-see SP Figure 31. 

SP Figure 31: HOMES, Dental Services, CY2018, CY2021 and CY2024 

 

Data Source: HOMES Annual HRSA UDS Submission 
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3. LGBTQIA+  

The LGBTQIA+ community continues to experience persistent disparities in health outcomes, 

driven by systemic inequities, social stigma, and limited access to quality healthcare. While 

awareness of these issues has grown, the inclusion of LGBTQIA+ populations in public health 

assessments and clinical research remains inconsistent due to data gaps and fragmented 

services across health systems and national frameworks.90 The Dallas County CHNA 202291,92 

outlined strategies to enhance the collection of SOGI data, aiming to better understand the 

health needs of this population. 

a. Clinical and Demographic Trends 

Parkland has implemented initiatives to improve the collection of SOGI information. As of June 

2025, a total of 5,683 Parkland patients self-identified as LGBTQIA+. SP Figure 32 illustrates 

the distribution of these patients by race and ethnicity. Parkland remains committed to 

advancing its SOGI data collection and reporting practices to build a more comprehensive and 

reliable health profile for LGBTQIA+ patients. 

SP Figure 32: Parkland LGBTQIA+ Patients by Race and Ethnicity 

 

Data Source: Parkland EHR 

 
90  Centers for Disease Control and Prevention. Health Disparities Among LGBTQ Youth. CDC. Updated November 
29, 2024. Accessed June 27, 2025. https://www.cdc.gov/healthy-youth/lgbtq-youth/health-disparities-among-lgbtq-
youth.html  
91 Parkland Health. 2022 Dallas County Community Health Needs Assessment. Parkland Health; 2022. Accessed 
July 24, 2025. https://www.parklandhealth.org/pdf-files/2022-dallas-county-community-health-needs-assessme-1 
92 Parkland Health; Dallas County Health and Human Services. Community Health Needs Assessment 
Implementation Plan, Dallas County, 2023. Dallas County Health and Human Services & Parkland Health; accepted 
February 22, 2023. Accessed July 24, 2025. https://www.dallascounty.org/Assets/uploads/docs/hhs/chna/CHNA-
Implementation-Plan-2023.pdf 
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SP Figure 33: Parkland LGBTQIA+ Patients, Preferred Language, 2024 

 

Data Source: Parkland EHR 

SP Figure 34: Parkland LGBTQIA+ Patients by Age Distribution 

 

Data Source: Parkland EHR 

Data from Parkland registries show that individuals who identify as LGBTQIA+ are 

disproportionately represented in mental health and substance use categories, including 

psychiatry and smoking-see SP Figure 35. Among the most diagnosed conditions, obesity is the 
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most prevalent, impacting 66.9% of the population, followed by HIV and hypertension-see SP 

Figure 36. 

SP Figure 35: Parkland LGBTQIA+ Patients, Mental Health and Substance Abuse, 2024 

 

Data Source: Parkland EHR 

SP Figure 36: Parkland LGBTQIA+ Patients Leading Diseases, 2024 

 

Data Source: Parkland EHR 
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4. Older Adults in Dallas County 

Nationally, individuals aged 65 and older accounted for 25% of the U.S. population between 

2019 and 2023, a proportion that is projected to continue rising. The absolute number of older 

adults is expected to nearly double, growing from about 58 million in 2022 to approximately 

95 million by 2060.93 

SP Figure 37: Population by Age Groups, U.S. Texas, Dallas County by Age Distribution 

 

Data Source: U.S. Census Bureau, 2019-2023 American Community Survey 5-Year Estimate 

The older population within the U.S. is becoming increasingly diverse. In 2022, non-Hispanic 

whites made up approximately 75% of those aged 65 years and older; however, this share is 

projected to decline to roughly 60% by 2050.94 Correspondingly, the proportion of racial and 

ethnic minorities in older adults is increasing. By 2040, minorities are expected to represent 

roughly 34% of all older adults, up from 25% in 2022.95 

In Dallas County, 11.5% of the total population is currently aged 65 years or older-see SP Figure 

37. This percentage is expected to continue rising over the next several decades, mirroring 

national trends. 

In Dallas County, Highland Park has the highest proportion of residents aged 65 and older at 

20%, while Hutchins has the lowest at just 6.5%-see SP Figure 38. 

 
93 The Administration for Community Living, 2023 Profile of Older Americans, Future Growth, page 5 - 
https://acl.gov/sites/default/files/Profile%20of%20OA/ACL_ProfileOlderAmericans2023_508.pdf 
94 Population Reference Bureau (PRB) Fact Sheet: Aging in the United States -  https://www.prb.org/resources/fact-
sheet-aging-in-the-united-
states/#:~:text=Between%202022%20and%202050%20the%20share%20of%20the%20older%20population%20that
%20identifies%20as  
95 The Administration for Community Living, 2023 Profile of Older Americans, Profile Highlights, page 5 - 
https://acl.gov/sites/default/files/Profile%20of%20OA/ACL_ProfileOlderAmericans2023_508.pdf 
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SP Figure 38: Percentage of Individuals 65 Years and Older in the U.S., Texas, Dallas County 

and Dallas County Cities, 2019-2023 

 

Data Source: U.S. Census Bureau, 2019-2023 American Community Survey 5-Year Estimates 

Older adults are more likely to have at least one chronic condition, with many managing multiple 

diseases.96 Specifically, elderly women and people of color are expected to bear a 

disproportionate burden of these health challenges.97 Diabetes is also among the top five 

conditions, with the prevalence rising with age; nearly one in three adults ages 65 and older has 

diabetes, according to the CDC.98 

a. Hospital Utilization by Individuals 65 years and older  

In 2024, a total of 434,071 patients aged 65 years and older accessed inpatient and outpatient 

hospital services across Dallas County, representing nearly 22% increase since 2021.  

Among older adults, Hispanic individuals had a lower utilization of inpatient and outpatient 

services compared to other racial and ethnic groups. The population over 65 years of age were 

48% white, non-Hispanic, 25% Black or African American, non-Hispanic and 16% Hispanic 

patients-see SP Figure 39. 

 
96 The Administration for Community Living, 2023 Profile of Older Americans, Profile Highlights, page 17 - 
https://acl.gov/sites/default/files/Profile%20of%20OA/ACL_ProfileOlderAmericans2023_508.pdf  
97 Chronic Inequities. National Council of Aging (April 2022) - https://www.ncoa.org/article/the-inequities-in-the-cost-
of-chronic-disease-why-it-matters-for-older-adults/  
98 University of Chicago Medicine - Diabetes in older adults: Risks, treatments and health habits to know -  
https://www.uchicagomedicine.org/forefront/health-and-wellness-articles/diabetes-older-adults  
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SP Figure 39: Patients 65 Years and Older by Race and Ethnicity, Dallas County, 2024 

 

Data Source: DFWHC Foundation Regional Data, 2024 

When comparing by sex, women have historically been more likely than men to access 

healthcare services. In Dallas County, of the population 65 years of age who accessed care, 

64% are women, compared to 36% of males-see SP Figure 40. 

SP Figure 40: Patients 65 years and older by Sex, Dallas County, 2024 

 

Data Source: DFWHC Foundation Regional Data, 2024 

b. Health Insurance and Coverage 

SP Figure 41 shows the age distribution of patients 65 years and above in Dallas County. The 

highest percentage is age-group of 65-69 years. SP Figure 42 shows that 8% of patients aged 

65 and older who accessed healthcare in Dallas County were uninsured. Of those, 77% 

received care at Parkland, which is a 5% increase compared to 2021.  
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SP Figure 41: Patients 65 Years and Older by Age Distribution, Dallas County, 2024 

 

Data Source: DFWHC Foundation Regional Data, 2024 

SP Figure 42: Patients 65 Years and Older by Payer Type, Dallas County, 2024 

 

Data Source: DFWHC Foundation Regional Data, 2024 

32%

26%

19%

13%

7%
4%

0%

5%

10%

15%

20%

25%

30%

35%

65-69 Years 70-74 Years 75-79 Years 80-84 Years 85-89 Years 90+ Years

15%

76%

1%
8%

Insured

Medicare

Medicaid

Uninsured



   
 

ÂċŊĲШΝΣΟШŸŉШΞΠΝ 
 

SP Figure 43: Uninsured Patients 65+ by Hospital System, Dallas County, 2024 

 
Data Source: DFWHC Foundation Regional Data, 2024 

c. Parkland Older Adults and Chronic Diseases 

Of the total 579,582 patients listed in Parklandôs chronic disease registries, 15% (87,245) are 65 

years and older. Among patients with chronic diseases, 36% are Black or African American, 

non-Hispanic, 34% are Hispanic, and 20% are white, non-Hispanic-see SP Figure 44.  

SP Figure 44: Parkland Older Adults Patients, Chronic Disease Registries by Race and 

Ethnicity, 2024 

 

Data Source: Parkland Chronic Disease Registries 
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SP Figure 45: Parkland Older Adults Patients, Preferred Language, Chronic Disease Registries, 

2024 

 

Data Source: Parkland Chronic Disease Registries 

Older females make up 57% of Parklandôs registry population, which is higher than the 43% 

represented by older males-see SP Figure 46.  

SP Figure 46: Parkland Older Adults Patients, Chronic Disease Registries by Sex, 2024 

 

Data Source: Parkland Chronic Disease Registries 

i. Chronic Diseases 

In 2024, the Parkland Disease Registry reported that among adults 65 years and older, having 

multiple chronic conditions was the most common diagnosis, followed by obesity and 

hypertension-see SP Figure 47.  
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SP Figure 47: Parkland Older Adults Patient Count, Chronic Disease Registries, 2024 

 

Data Source: Parkland Chronic Diseases Registries, 2024 

The ZIP Codes with the highest number of Parklandôs older adult patients with chronic disease 

are 75216, 75217, and 75211-see SP Figure 48. 

SP Figure 48: Older Adult Chronic Disease Patients by ZIP Codes 

   

Data Source: Parkland Chronic Diseases Registries, 2024 
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d. Older Adults at DCHHS Senior Centers 

The DCHHS OASP provides congregate meals, transportation, socialization, and wellness 

activities for residents ages 60+ across multiple senior center locations countywide.  

From 2019ï2024, the number of individuals served by OASP declined by about 26%-see SP 

Figure 49. This decline reflects pandemic-era disruptions to congregate programming, a slower 

return among high-risk older adults, and shifting preferences toward home-based services. 

Despite the decline, OASP remains a key touchpoint for nutrition, socialization, and preventive 

programming for seniors. 

SP Figure 49: OASP Clients Served 

 

Data Source: OASP Client Data 

As per SP Figure 50, the age range with the most individuals served was the 75-84 age group 

from 2019-2022; however, this trend fell off from 2023-2024, where the 60-74 group became the 

age range with the most individuals served. This pivot suggests earlier engagement with 

younger seniors and may reflect both lingering COVID-19 caution among the oldest residents 

and new enrollees aging into services. 
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SP Figure 50: OASP Number of Individuals Served by Age, 2019-2024 

 

Data Source: OASP Client Data  

Across 2019ï2024, females overwhelmingly comprised most participants-see SP Figure 51. By 

race/ethnicity, Black or African American, non-Hispanic adults were the largest group served, 

followed by white, Hispanic older adults-see SP Figure 52. These patterns mirror countywide 

inequities documented in the CHNA and point to OASPôs role as a safety-net resource for 

historically underserved populations. 

SP Figure 51: OASP Number of Individuals Served by Sex, 2019-2024 

 

Data Source: OASP Client Data 
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SP Figure 52: OASP Number of Individuals Served by Race, 2019-2024 

 

Data Source: OASP Client Data 

Some notable considerations that may add risk for elderly populations are poverty, those who 

live alone, and those who are at nutritional risk. Notably, from 2019-2024 the most common at-

risk consideration was older adults living in poverty, though living alone followed closely behind-

see SP Figure 53.  

SP Figure 53: OASP of Individuals Served by At Risk Considerations, 2019-2024 

 

Data Source: OASP Client Data 
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E. Mental Wellness and Behavioral Health 

Behavioral health encompasses the mental, emotional, and social well-being of individuals, as 

well as the behaviors that influence overall wellness. This broad field includes mental health 

conditions, SUD, suicidal thoughts and behaviors, and psychological distress. Understanding 

behavioral health is crucial, as it directly influences how people think, feel, and act in their daily 

lives.  

Mental health and substance use are integral components of behavioral health. Mental health 

pertains to an individual's emotional, psychological, and social well-being, affecting how they 

handle stress, relate to others, and make decisions. Substance use involves the consumption of 

alcohol, drugs, or other substances that can lead to disorders impacting mental and physical 

health. These issues are interconnected; for instance, mental health conditions can increase the 

risk of SUD, and vice versa. 

Recent data by the CDC shows that the U.S. is experiencing a mental health crisis. One in five 

American adults report symptoms of anxiety and depression, and two in five high school 

students report struggling with persistent feelings of sadness and hopelessness99. In Dallas 

County, mental health indicators have worsened significantly in recent years. According to the 

BRFSS, in the 2016 ï 2021 period, 10% of residents reported experiencing poor mental health 

for 14 or more days which increased to 14.4% in the 2019ï2023 period, a 44% increase. 

Notably, young adults aged 18-29 years experienced the highest increase from 15.0% to 22.8%, 

a 52% increase. Other demographic groups with an increase in poor mental health include 

residents with annual income between $25,000-$50,000, from 11.0% to 23.6%, a 113% 

increase, those with no health insurance from 13.0% to 21.2%, a 63% increase, and married 

individuals from 8.0% to 11.0%, a 38% increase. These trends highlight a growing and 

widespread mental health concern across all demographics in Dallas County-see MW/BH 

Figure 1. 

In 2024, 23.4% of adults nationwide experienced any mental illness.100 While Dallas County 

reported a lower rate of poor mental health at 14%, the 44% increase from 2019 to 2023 

indicates a concerning upward trendðcontrary to the national pattern, which has shown signs of 

improvement over time. 

 
99 Centers for Disease Control and Prevention. About mental health. CDC. Published August 8, 2024. Accessed May 
16, 2025. https://www.cdc.gov/mental-health/about/index.html 
100 Substance Abuse and Mental Health Services Administration. 2024 NSDUH Annual National Report. Center for 

Behavioral Health Statistics and Quality, Substance Abuse and Mental Health Services Administration; 2025. 
Accessed October 9, 2025. https://www.samhsa.gov/data/report/2024-nsduh-annual-national-report . 

https://www.cdc.gov/mental-health/about/index.html
https://www.samhsa.gov/data/report/2024-nsduh-annual-national-report
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MW/BH Figure 1:Percent of Residents Reporting Poor Mental Health for 14+ Days by 
Sociodemographic Category, Dallas County, 2016 - 2020 vs. 2019 ï 2023 

 

Data Source: Center for Health Statistics BRFSS 2016-2020 and 2019 - 2023, Texas Department of State 

Health Services. 
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MW/BH Figure 2: Behavioral Health/Mental Health Trends by ZIP Code, Dallas County, 2019 - 
2022 

 

Data Source: Prepared by PCCI, 2025 

MW/BH Figure 2 illustrates changes in the rate of adults aged 18 and older who reported that 

their mental health, including experiences of stress, depression, and emotional challenges, was 

ñnot goodò for 14 or more days in the past 30 days, across ZIP Codes in Dallas County from 

2019 to 2023. While 60% of ZIP Codes showed a statistically significant decline in mental 

healthðmarked with orange labelsðnone showed measurable improvement, underscoring the 

ongoing need to address mental health challenges across the county. The map also features a 

mental wellness Vulnerability Index, ranging from very high (dark red) to very low (dark blue). 

Notably, ZIP Codes 75172, 75211, 75224, 75228, 75236, and 75253, which have historically 

exhibited high vulnerability experienced further declines, highlighting areas of persistent concern 

and the need for targeted behavioral health interventions. 
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MW/BH Figure 3 presents the current mental health vulnerability landscape in Dallas County as 

of 2025, using a color gradient from green to dark blue to indicate increasing levels of mental 

wellness vulnerability. Unlike the trend map, this figure does not show changes over time but 

instead provides a snapshot of present-day risk levels across census tracts.

MW/BH Figure 3: Behavioral Health/ Mental Health Vulnerability by Census Track, Dallas 
County, 2025 

  

Data Source: CVC, PCCI 

1. Clinical and Demographics Trends 

a. Parkland Registry Data 

The impact of mental health issues on Parklandôs patients is described in MW/BH Figure 4. 

Between 2021 and 2024, the number of patients with mental health related issues increased 

30% or more across all age groups; the age groups with the most increase were individuals 0 ï 

17 years old (75.5%) and individuals 65 years and older (106%). Young adults (18ï25) saw a 

40% rise, while adults aged 26ï64 experienced more moderate growth (29%ï36%). 
































































































































