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Preface
Health is influenced by more than health care, and the same is true for health disparities.1   
Inequities in health exist for reasons that transcend access to health care or adequate 
health insurance coverage. Health is also heavily influenced by health behaviors (e.g., 
tobacco use), modifiable risk factors (e.g., obesity), and environmental conditions. These 
conditions are only partly a matter of personal choice. Adopting a healthier diet requires 
access to supermarkets or farmers’ markets that sell fresh produce. Regular physical ac-
tivity requires a conducive built environment and access to safe parks, pedestrian routes, 
and green space for residents to walk, bicycle, or play. Tobacco and alcohol use is influ-
enced by enticing advertising and marketing practices. Exposure to environmental pol-
lutants from unhealthy housing or from nearby factories and smokestacks are not choices 
made by residents but by society.

Figure 1:  
World Health Organization 

Conceptual Model for Social 
Determinants of Health

In the language of social epidemiology, “downstream” determinants of health—rang-
ing from unhealthy behaviors to living and working conditions—are the byproduct 
of “upstream” structural determinants (see Figure 1) such as socioeconomic position, 
race-ethnicity, occupation, and social cohesion. These socioeconomic circumstances 
are themselves the result of upstream policies that create opportunities for education 
and employment, income and savings, social equality, and environmental stewardship.  
Macroeconomic policies create commercial incentives for industries to either promote 
unhealthy products or more healthful alternatives.2

From: A Conceptual Model for Taking Action on the Social Determinants of Health.  
Geneva: World Health Organization, 2010 (reprinted with permission)
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Health also varies sharply by geography—across communities and neighborhoods—be-
cause unhealthful downstream conditions are often concentrated in disadvantaged areas. 
Areas populated by the poor or communities of color typically experience greater expo-
sure to unhealthy conditions and material deprivation, a vicious cycle that is itself shaped 
by upstream factors. These upstream influences include historical antecedents, such as 
racial or ethnic discrimination and recurring cycles of poverty that inhibit economic 
growth and social mobility over generations, but also modern-day decisions about where 
to position highways and supermarkets and how much resource to invest in public trans-
portation, housing, local development, crime prevention, public schools, job training, and 
social services. The recognition that “place matters” to health and the need to understand 
how unwise social policies foment health inequity comes at the recommendation of pres-
tigious commissions sponsored by the World Health Organization,3 MacArthur Founda-
tion,4 and Robert Wood Johnson Foundation.5 



7
© Virginia Commonwealth University Center on Human Needs, 2012

About the Place 
Matters Project
The Place Matters technical reports were produced by the Virginia Commonwealth Uni-
versity (VCU) Center on Human Needs (CHN) in collaboration with the Joint Center for 
Political and Economic Studies/Health Policy Institute (HPI) and the Virginia Network for 
Geospatial Health Research (VANGHR). All maps and geospatial analyses were produced 
by VANGHR.

The production of the Place Matters technical reports was funded by HPI under a subaward 
from a parent grant from the National Institutes of Health (grant 5RC2MD004795-02). The 
goal of the project was to prepare and disseminate a series of locally tailored Community 
Health Equity reports (CHERs) to assess population health inequities and related social and 
economic conditions for the following eight communities:

• Alameda County, California • Cook County, Illinois
• Baltimore, Maryland • San Joaquin Valley, California
• Bernalillo County, New Mexico • Boston, Massachusetts 
• Orleans Parish, Louisiana • South Delta, Mississippi

The VCU Center on Human Needs and VANGHR were contracted by HPI to develop tech-
nical reports on which the eight CHERs were based. What follows is the technical report for 
Orleans Parish, Louisiana. The focus of the report and the research questions it addresses 
were guided by extensive input from the Place Matters team in Orleans Parish. See the 
Methods Appendix on the CHN website for more details on analytic methods.

The project was approved by the VCU Institutional Review Board.

For more information about the Place Matters technical reports or collaborating  
organizations visit the websites listed below:

Center on Human Needs: www.humanneeds.vcu.edu
Health Policy Institute: www.jointcenter.org/institutes/health-policy
Place Matters Initiative: www.jointcenter.org/hpi/pages/place-matters
Virginia Network for Geospatial Health Research: vnghr.org/
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Introduction

The health of Orleans Parish residents is related to many factors.6 Across the country, dis-
ease rates vary dramatically by age, gender, race, and ethnicity as well as with the preva-
lence of behaviors that increase the risk for diseases.7–15 Place matters in health because 
characteristics of the areas in which people live affect health choices, behaviors, environ-
mental exposures, and access to medical care.16–21 Local conditions that may affect health 
include levels of stress and environmental toxins, the social and economic characteristics 
of individuals and families (such as education and income), and the characteristics of the 
communities in which people live. This report will focus on the characteristics of Or-
leans Parish and its communities that may affect health outcomes for residents, including 
crime, education, and risk behaviors. Health outcomes that will be explored include life 
expectancy, deaths from heart disease and stroke, and sexually transmitted diseases.

Countywide statistics oversimplify important geographic differences that exist between 
different neighborhoods and communities within Orleans Parish and that contribute to 
large differences in the health of residents. Geographic disparities in health status within 
Orleans Parish reflect, in part, geographic patterns in the population and living condi-
tions. The health challenges faced by individuals and households are influenced by the 
neighborhood.22,23 Regardless of one’s education, income, or motivation to make healthy 
choices, risks may be introduced by increased crime, air pollution, the absence of places 
to exercise or nutritious food, poor schools, a scarcity of good jobs, and stress related to 
these community challenges.20,21,24–32 Historical patterns contribute to long-term trends of 
placing vulnerable populations in stressed areas. This in turn reinforces cycles of hardship 
that entrench patterns of socioeconomic disadvantage.33–37 

Of particular interest to Orleans is the geographic distribution of crime and the social 
factors that may leave communities most vulnerable to it. Orleans has a violent crime 
rate that is 80.9% greater than that of the rest of the nation (777.0 vs. 429.4 crimes per 
100,000 population, respectively) and a property crime rate that is 26.7% greater (3,846.3 
vs. 3,036.1 crimes per 100,000 population, respectively).38 This report examines com-
munities with elevated crime rates along with the social and economic factors that may 
contribute to the problem.

Part I of this report provides background information about New Orleans, including 
population data, socioeconomic conditions, community characteristics, a community risk 
index, and health outcomes. Part II examines the relationship between socioeconomic 
status, educational attainment, and health outcomes. Part III investigates the relationships 
between demographic, social, and economic characteristics and crime, including the rate 
of risk behaviors after Hurricane Katrina and its resultant displacement. Part IV presents 
conclusions from the analyses. Appendix A (available on the CHN website) details the 
data and methods used in preparing this report.
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I. Background: 
Population, Community 
Characteristics, and 
Health in New Orleans

Population
Orleans Parish, located in southeastern Louisiana, is home to the city of New Orleans and 
a population of 354,850 as of 2009.34 The overall population density in Orleans is 1,761.2 
people per square mile but ranges by census tract from 44.92 in the Lake Catherine 
area to more than 18,000 in the Central City. Orleans is characterized by a dense urban 
environment in its central, downtown area and a more sparsely populated area to the east 
(Map 1).

Map 1:  
Population Density  

by Census Tract
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Orleans Parish has a much larger concentration of non-Hispanic Blacks than has the rest 
of the nation (61.2% of the population, compared with 12.4%, nationally), making the 
White population the minority in the Parish38,39 (Table 1). According to 2009 American 
Community Survey data, an estimated 5.8% of the population is foreign-born, which is 
slightly higher than the percentage in Louisiana but much lower than the national per-
centage (3.1% and 12.5%, respectively).

Table 1: 
Demographic Characteristics 
of Orleans Parish, Louisiana, 

and United States

Figure 2: 
Race and Ethnicity  

in Orleans Parish, Louisiana

Source: U.S. Census Bureau 2009 American Community Survey
Note: “Other includes American Indian and Alaska Native, Native Hawaiian and Other 
Pacific Islander, and those who identified themselves as “Some Other Race” or “Two or More 
Races.” Racial groups include the non-Hispanic population only; Hispanic can include any 
raicial group.

(a) Source: U.S. Census Bureau 2009 American Community Survey
(b) Source: 2009 Geolytics Projection

Note: “Other includes American Indian and Alaska Native, Native Hawaiian and Other Pacific 
Islander, and those who identified themselves as “Some Other Race” or “Two or More Races.” 
Racial groups include the non-Hispanic population only; Hispanic can include any raicial group.

 Orleans Parish Louisiana United States

Population (2009)(a) 354,850 4,492,076 307,006,556

Population Density (2000)(b) 1,761.2  98.2 86.7

Race/Ethnicity (2009)(a)      

  White 29.8% 61.3% 64.9%

  Black 61.2% 31.8% 12.4%

  Asian  3.0% 1.5% 4.5%

  Hispanic 4.7% 3.6% 15.8%

  Other 1.2% 1.8% 2.4%

Foreign Born (2009)(a) 5.8% 3.1% 12.5%
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In many instances, people of color and disadvantaged populations have historically been 
relegated to isolated and segregated communities that perpetuate cycles of hardship 
through avenues such as limited housing and employment opportunities and lack of ac-
cess to capital. One characteristic of segregated communities is high population density, 
which is closely related not only to racial segregation but also to the unemployment rate, 
resource deprivation, and violent crime.40 

Map 2:  
Racial/Ethnic Distribution of 
Orleans Parish Population, 

2005–2009 

In part because of racial segregation, racial and ethnic groups are concentrated differently 
across the Parish.21,41,42 The Index of Dissimilarity43 is a measure of residential segrega-
tion that quantifies the percentage of the population that would have to relocate to achieve 
perfect racial integration of the community: The higher the value is, the more segregated 
is the area. In 2009, the Index of Dissimilarity between the White and Black population 
of Orleans was 65.5%, as compared with 56.2% for the state of Louisiana.44 New Orleans 
ranked 34th in Black-White segregation among the top 100 largest metropolitan areas, 
according to the 2005–2009 American Community Survey. Milwaukee, Detroit, the New 
York City metropolitan area, Chicago, and Cleveland took the top five spots.45

The Index of Dissimilarity is less useful than the diversity index in comparing smaller 
geographic units such as census tracts. The diversity index is a measure of the likelihood 
that two people, randomly chosen from an area, will be of a different race or ethnicity. 
The higher the value, the less segregated the area. Although the diversity index for Or-
leans as a whole is 53.2%, the value across census tracts ranges from zero (no diversity) 
to 70.1% (high diversity). According to the U.S. Census Bureau, there are 14 tracts in 
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Orleans where non-Hispanic Blacks constitute the entire population.46 These tracts are lo-
cated in the following neighborhoods: Fischer Development, the Lower Ninth Ward, the 
Florida Area, the Florida Development, Pontchartrain Park, Lake Catherine, the Seventh 
Ward, Saint Bernard Area, Tremé/Lafitte, the B.W. Cooper, Dixon, and the northern por-
tion of Central City. The most diverse tract in Orleans is a three-block group area within 
Mid-City that is contained between South Carrollton Avenue, City Park Avenue, and 
Interstate 10 and Canal Street.

Map 2 illustrates the spatial distributions of different racial groups throughout the parish. 
The greatest racial diversity exists in Lake Terrace and Oaks, Saint Anthony, Milneburg, 
Old Aurora, Tall Timbers/Brechtel, West and East Riverside, the Lower Garden District, 
the Central Business District, Mid-City, and Marlyville/Fontainebleau. By comparison, 
the Lower Ninth Ward, Seventh Ward, St. Roch, and Central City areas comprise highly 
segregated Black communities in Orleans, whereas Whites predominate in the Lakeview 
area between Orleans and Pontchartrain Avenue and in Audubon between Robertson 
Street and Prytania Street.

Socioeconomic Characteristics
As is true of other communities, socioeconomic conditions in Orleans Parish exert an 
important, and often unrecognized, influence on health status. Nationally, families living 
below the federal poverty level (FPL) are 3.6 times more likely to report fair or poor 
health than are those with incomes of at least twice the poverty level.47 

Figure 3:  
Income to Poverty Ratio for 

Orleans Parish County

Source: U.S Census Bureau 2009 American Community Survey
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Poverty is a pervasive issue in Orleans. In 2009, almost one fourth (23.8%) of the popula-
tion in Orleans Parish had incomes below the FPL, as compared with 17.3% in Louisiana 
and 14.4% nationwide. The income-to-poverty ratio expresses household income as a 
percentage of the FPL. Figure 3 shows that more than one of every nine persons (11.6%) 
in New Orleans lived in severe poverty, with incomes less than half the FPL (below an 
income-to-poverty ratio of 0.5), and almost half (46.9%) were either poor or near poor, 
with incomes less than twice the FPL. For a family of four in 2009, this would be an an-
nual income below $44,100. 

Nationwide in 2009, 23.6% of households had incomes below 150% of the FPL.34 The 
same year in Orleans Parish, 54.1% of the census tracts—fully 98 tracts—met or ex-
ceeded this level of poverty. Areas of concentrated poverty, where at least half of the 
population has an income below 150% of the FPL, include the Fischer Development, the 
Florida Development, the Desire Development, Tremé/Lafitte, Iberville, the B.W. Coo-
per, Saint Bernard area, the St. Thomas Development, and the western portion of Central 
City between the Pontchartrain Expressway and Martin Luther King Blvd (Map 3). The 
seven tracts that make up the Lower Ninth Ward have a rate of poverty below 150% of 
the federal poverty level, ranging from 27% to 39% of the population.44 After hurricane 
Katrina, this percentage varied widely over time, likely because of the slow repopulation 
of the area after the flooding.48

Map 3:  
Poverty by Census Tract
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The persistence of concentrated poverty over several decades may carry additional health 
and societal implications, particularly for children living in affected areas. A persistent 
lack of economic resources during childhood has consequences on cognitive, emotional, 
behavioral, and physical development.49,50 It may also diminish the likelihood of high 
school completion, thus perpetuating disadvantage and the multigenerational cycle of 
living in conditions that adversely affect health. Persistent poverty is defined as pov-
erty occurring in areas in which at least 20% of the population was poor (incomes less 
than 100% of the FPL) for at least two decennial census periods. The following neigh-
borhoods of Orleans Parish contain census tracts that meet these criteria for persistent 
poverty over five decades: Central City, the Seventh Ward, the Lower Ninth Ward, B.W. 
Cooper, Bayou Saint John, Bywater, the Central Business District, the Desire Area, East 
Riverside, the Fischer Development, the Florida Development, Gert Town, Iberville, and 
Irish Channel (Map 4).

 Map 4:  
Persistent Poverty  

by Census Tract

Insufficient income to meet basic needs intensifies material hardship for both the poor 
and the middle class. In 2009, the housing cost burden in Orleans was moderate to severe 
(consuming between 30% and 49.9% of income) for 19.6% of households, and another 
19.3% of households experienced severe housing cost burdens (consuming more than 50% 
of income).39 Both values exceed the rate for Louisiana (12.5% and 8.2%, respectively) 
and the United States (18.4% and 12.0%, respectively).39 The same year, the percentage of 
households lacking plumbing in Orleans was more than double that of Louisiana and triple 
that of the nation.44 Nearly one third of Orleans households (30.4%) did not have a vehicle 
as compared with less than one tenth for the state and the nation (9.2% and 8.5%, respec-
tively).44 Insufficient income can also cause instability in securing even basic needs, such 
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as food. The U.S. Department of Agriculture reports that one of every 10 households in 
Louisiana experienced some form of food insecurity between 2007 and 2009.51

A lack of financial resources exposes individuals to further risks from the environment in 
which they live. An unkempt physical environment, lacking in proper maintenance, serves 
as a signal to others that otherwise unacceptable behaviors may be tolerated.29 Orleans 
housing units that are not occupied by owners are at risk of deterioration, which in turn 
leads to neighborhood blight. In 2009, nearly a quarter (23.5%) of Orleans housing units 
was vacant, compared with 14.0% in Louisiana and 12.6% nationally.39 In 2004, the last 
full year before Katrina, only 15.2% of Orleans households were vacant.52 In addition, only 
40.5% of housing units in Orleans were occupied by those who owned and held financial 
stake in the property, compared with 61.3% in Louisiana and 60.7% nationally.29,44 

Community Risk Index
To sum up socioeconomic and neighborhood risks, we developed an index for compar-
ing Orleans Parish neighborhoods. Using a data reduction technique known as factor 
analysis, we statistically combined a set of measures into a single community risk index 
(CRI) for each census tract (see Appendix A on website for details). This risk index was 
calculated on the basis of measurements of the following indicators for each community: 
population below 150% of the FPL, severely overcrowded households (more than 1.5 
person per room), households without a vehicle, and vacant housing. 

Map 5:  
Community Risk Index  

by Census Tract
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Higher scores on the CRI indicate a community in which poverty, material deprivation, 
and poor housing conditions combine and may create an environment of community 
distress. Such neighborhoods may experience higher rates of crime and environmental 
hazards, restricted access to healthy foods and job opportunities, and poor health out-
comes.24–33 Map 5 shows the CRI for individual census tracts in Orleans, with the darkest 
colors indicating areas facing the greatest community risk (high CRI) from the measured 
variables. The CRI is a negative value (–1.57) in favored areas such as the Lake Ter-
race and Oaks region north of Leon C. Simon Drive and is as high as 3.00 in the Lower 
Garden District between Felicity Street and Josephine Street. Fully 84 tracts (46.4%) 
have a CRI value greater than zero, indicating a higher than average level of risk. Areas 
in Orleans with the highest CRI include the Desire Development, Saint Bernard, Central 
City, the Saint Thomas Development, the Florida Development, Iberville, B.W. Cooper 
and the Fischer Development. Areas with the lowest risk include Old Aurora, Lake Ter-
race and Lake Oaks, Lakeview, West End, Lakewood, Fillmore, Little Woods, and Read 
Boulevard East.

Socioeconomically disadvantaged communities often lack nutritious food options and 
have a surfeit of unhealthy options, including fast food outlets and liquor stores. The 
density of off-premise liquor establishments is correlated with more frequent and more 
severe violence, independent of other socioeconomic characteristics associated with 
crime.53 This effect is heightened in areas where liquor stores are clustered.53 The type 
of retail provider is also important. Blumenthal et al. found that retail providers in areas 
of socioeconomic distress tended to be smaller liquor stores rather than supermarkets.54 
In addition, the characteristics of the neighborhood population seemed to affect the type 
of alcohol consumed. In the same study, areas with a higher percentage of White and 
median income had greater availability of beer beverages, whereas areas with higher con-
centrations of Blacks and poverty had greater availability of malt liquor products.54 Malt 
liquor availability is associated with increased drinking and intoxication levels as well as 
homicide.55,56
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Map 6 highlights the geographic disparity in the location and density of alcohol retail 
establishments in Orleans. The highest density of liquor stores exists in the Central Busi-
ness District (surrounded by Magazine Street and Derbginy Street on the east and west 
and Iberville Street and Lafayette Street to the north and south) and the Desire Area. 
Almost one third of the population in this area (30.8%) is below 150% of the FPL.44

Education
Education is a pathway to higher income and net worth, which also have strong influ-
ences on health status and access to health care. In 2009, American adults with less 
than a high school diploma as their highest educational attainment made less than half 
of the earnings of their counterparts with a Bachelor’s degree ($18,432 versus $47,510, 
respectively).39 Even those adults who had attended some college enjoyed greater aver-
age earnings than those who only graduated from high school ($31,906 versus $26,140, 
respectively).39

Map 6:  
Location and Concentration of 
Alcohol Retail Establishments, 

Orleans Parish (2009) 
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Among those over the age of 25, Orleans Parish has a slightly lower percentage of the 
population with less than a high school education than does the state of Louisiana (16.1% 
and 17.8%, respectively), but its percentage exceeds the national average (14.7%) (Table 
2). 33,34 The percentage of adults in Orleans who lack a high school education varies 
greatly by location (from 0% to 72%). In 120 census tracts (66.3%), the rate falls below 
that of Louisiana, and in 127 (70.2%) tracts it falls below the national average. The fol-
lowing areas of Orleans have the lowest percentage of adults with a high school educa-
tion: B.W. Cooper, Central City, the Desire Area, the Desire Development, the Fischer 
Development, the Florida Area, and the Florida Development (Map 7). The highest 
proportion of adults with a high school education exists in the Lakeshore–Lake Vista, 
Lakeview, Audubon, Black Pearl, East Carrollton, and New Aurora/Englishtown areas.

Besides educational attainment, measures of educational proficiency (how well students 
perform on tests) also vary by place. The National Assessment of Educational Progress 
(NAEP) draws samples of students in the 4th, 8th, and 12th grades to gauge the level 
of proficiency in various subjects. In 2009, estimates of proficiency scores for 4th- and 
8th-grade students in Louisiana were below the average score for public students in the 
nation for reading and math.57–60 In all four categories, Louisiana scored no higher than 
the 41st-ranked state for these scores. 

 Map 7:  
Population Age 25 and Older 

with Less Than a High School 
Education, by Census Tract
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Race and ethnicity are strong predictors of educational attainment. Compared with Whites 
in the same time period, Black Orleans residents of age 25 and older were more than three 
times as likely to lack a high school education, and Asian residents were five and half times 
as likely22,39 (Figure 4). The Asian population of Orleans is more than twice as likely to lack 
a high school education (35.1%) as the Asian population of the United States (14.7%).39 

Figure 4:  
Educational Attainment in 
Orleans Parish, Louisiana

Educational attainment is a strong predictor of health risks. Low educational attainment 
is associated with being uninsured, lacking a usual source of health care, and foregoing 
or delaying medical care based on cost.61,62 National statistics indicate that adults (age 25 
and older) who lack a high school education or equivalent are more likely to engage in 
unhealthy behaviors such as cigarette smoking63 and are three times more likely to die 
before age 65 as those with a college education.62 Geographic disparities in the level of 
risk a community faces are related to health choices, behaviors, environmental risks, and 
access to medical care.16–18,20,21,64 

Source: U.S. Census Bureau, 2009 American Community Survey
Note: White includes non-Hispanic population only; all other racial categories include Hispanic 
and non-Hispanic population, Racial groups include non-Hispanic population only; Hispanic 
can include any racial group.

Bachelor’s Degree 
or Higher

Some College or  
Associate Degree

High School Only

Less than High  
School

Total White Black Hispanic or Asian
   Latino

100%

80%

60%

40%

20%

0%

Table 2: 
Socioeconomic Characteristics 

of Orleans Parish County, 
State of Louisiana,  
and United States

(a) Source: U.S. Census Bureau 2009 American Community Survey

 Orleans Parish Louisiana United States

Educational Attainment (a)      

  Less than High School  16.1% 17.8% 14.7%

  High School Only  26.8% 34.3% 28.5%

  Some College  25.9% 26.4% 28.9%

  Bachelor’s Degree or Higher 31.1% 21.4% 27.9%

Poverty Rate (a)      

  Below 50% 11.6% 7.2% 6.3%

  50–99% 12.2% 10.1% 8.1%

  100–199%  23.1% 20.0% 18.4%

  200% and Above  53.1% 62.7% 67.3%
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Health Outcomes
According to the County Health Rankings released in 2011 by the Robert Wood Johnson 
Foundation, Orleans Parish ranked 60th in health status among the 64 counties in Louisi-
ana.65 In 2004, there were 500.4 deaths before the age of 65 for every 100,000 residents 
in Orleans, compared with 388.6 in St. Tammany Parish, which ranked first in health 
status in Louisiana.66

In 2007, Louisiana had the third lowest life expectancy of any state including the District 
of Columbia.67 The same year, Louisiana had the second highest rate for diabetes mortal-
ity and low birth weight and the fifth highest cardiovascular mortality rate.68,69 

Orleans Parish has poorer health outcomes on many important measures (Table 3). The 
age-adjusted rate for all-cause mortality and low birth rate is higher in Orleans than in 
either Louisiana or the United States as a whole. According to vital statistics records 
from 1995 to 2007, the estimated life expectancy at birth in New Orleans is 72.5 years, 
which is 2.8 years less than the state average (75.3 years) and fully 5.4 years less than the 
national average (77.9 years). 

Table 3.  
Health Characteristics of 

Orleans Parish, Louisiana,  
and United States

 Orleans Louisiana United States
Life Expectancy 72.5(a) 75.3(b) 77.9(c)

All Cause Mortality Rate* (2007)(c) 1061.5 970.6 807.6

  White 829.3 903.1 792.2

  Black 1237.9 1171.0 1035.2

Cardiovascular Mortality Rate (2007)(d) 336.6 340.1 295.3

  White n/a 317.8 288.7

  Black 389.9 410.8 389.9

Low Birth Weight Rate (2008)(e) 13.0% 10.8% 8.2%

  White Alone 7.4% 7.9% 7.1%

  Black Alone 15.1% 15.1% 13.4%

  Non-Hispanic 13.3% 11.0% 8.6%

  Hispanic 8.8% 7.0% 7.0%

(a) Calculations performed by VCU Center on Human Needs from data provided by Louisiana 
Vital Statistics Department and 2009 Geolytics Premium Estimates
(b) Calculation performed by VCU Center on Human Needs from data provided by the Centers 
for Disease Control and Prevention CDC Wonder Compressed Mortality Data 2007
(c) Health, United States. 2010: With Special Features on Death and Dying; The Centers for 
Disease Control and Prevention: 2007.
(d) Data from the Centers for Disease Control and Prevention, CDC Wonder, adjusted to the 
2000 Census Population
(e) The Centers for Disease Control and Prevention National Vital Statistics System 2008
*Mortality statistics are per 100,000 population
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Map 8:  
Life Expectancy  

by ZIP Code

Given the geographic variation in socioeconomic and environmental factors that affect 
health in Orleans Parish, it follows that health outcomes—including life expectancy, car-
diovascular mortality, and low birth weight—vary sharply by neighborhood as well. As 
shown in Map 8, life expectancy at birth varies by 25.5 years between ZIP codes within 
Orleans Parish. We calculated a life expectancy of 54.5 years in ZIP code 70112 (contain-
ing portions of the neighborhoods Tulane/Gravier, Iberville, the Central Business District, 
and Tremé/Lafitte), which is a value lower than the life expectancy of Cambodia, Gabon, 
and Guinea.70 The population in ZIP code 70112 also had the highest cardiovascular 
mortality, stroke mortality, and diabetes mortality in Orleans (Table 4).The highest life 
expectancy in Orleans is 80.0 in ZIP code 70124 (Lakeshore, Lake Vista, Lakeview, West 
End, Lakewood, and Navarre).
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Nationally, the incidence of sexually transmitted diseases (STDs) is higher in high-pov-
erty communities.71 Using data from the New Orleans Health Department, we calculated 
the incidence rate for gonorrhea, Chlamydia, and syphilis from 2005 to 2008, adjusting 
for both age and gender by ZIP code. Map 9 shows an interpolated raster surface for 
this rate. This mapping technique creates a continuous surface from sampled points by 
predicting values for all portions of Orleans based on an inverse distance weighted tech-
nique. The highest rates were in the Tulane/Gravier area.

Table 4: 
Health Outcomes  

by ZIP Code

(a) Calculated from abridged death tables provided by LA Vital Records Office and population 
estimates from 2000–2009 Geolytics Premium Estimates.
(b) Louisiana Department of Health
(c) 2009 Geolytics Premium Estimates
Note: All rates are per 100,000 population. FPL = federal poverty level, HS = high school 
education, Life Exp = life expectancy at birth (years); LBW = low birth weight; STD = sexually 
transmitted disease.

Tulane, Gravier, Iberville, Tremé

Central City, Central Business Dist.

Algiers Point, McDonogh, Whitney, 
Behrman

Audubon, West Riverside, Uptown, 
Freret, Milan, Touro, E. Riverside, 

Irish Channel

Tremé, Seventh Ward, French 
Quarter, Marigny

St.Roch, Florida Area, St. Claude, 
Bywater, Lower Ninth Ward, Holy 

Cross

Audubon, Black Pearl, E. Carroliton, 
Leonidas, Hollygrove

Mid-City, Bayou, St. John, Tremé

Lake Terrace & Oaks, Fillmore, 
St. Anthony, Milneburg, Gentilly 

Terrace, Dillard

Lakeshore, Lake Vista, Lakeview, 
West End, Lakewood, Navarre

Broadmoor, Marlyville, 
Fontainebleau, Gert Town, B.W. 

Cooper

Pontchartrain Park, Gentilly Woods, 
Desire Area, Pines Village, Little 

Woods, Plum Orchard

Little Woods, West Lake Forest, 
Plum Orchard, Read Blvd West

Little Woods, Read Blvd East

Little Woods, Read Blvd East, 
Viavant, Venetian Islands

St. Thomas Development, Lower 
Garden Dist., Central Business Dist.

Old Aurora, Tall Timbers, Brechtel, 
New Aurora, English Turn

70112

70113

70114

70115

70116

70117

70118

70119

70122

70124

70125

70126

70127

70128

70129

70130

70131

54.5 4658.6 34.3 1946.2 39.5% 87.2% 36.0%

66.3 1292.8 27.1 375.9 40.0% 84.2% 35.0%

70.5 1048.7 29.5 350.9 27.4% 78.5% 31.0%

73.8 573.8 12.7 261.5 16.7% 44.6% 21.0%

65.7 1937.0 16.3 406.8 21.8% 55.2% 28.0%

67.6 1114.6 15.1 349.9 37.5% 88.4% 34.0%

73.2 671.6 13.5 291.9 20.0% 55.0% 20.0%

74.4 841.2 11.3 262.1 34.9% 75.6% 25.0%

73.1 568.1 8.2 252.4 20.5% 75.3% 20.0%

80.0 75.8 0.0 190.9 7.8% 6.7% 6.0%

70.6 628.8 11.4 302.8 24.6% 66.6% 26.0%

68.8 826.8 12.7 339.1 22.2% 88.4% 20.0%

75.4 608.4 12.1 236.8 18.4% 87.2% 18.0%

70.5 742.5 14.0 317.9 16.8% 90.0% 15.0%

79.1 219.6 6.8 161.5 39.6% 80.5% 24.0%

75.4 705.0 15.4 241.0 20.2% 44.5% 24.0%

75.6 571.9 18.7 314.4 12.6% 47.9% 13.0%

ZIP 
Code

Life 
Expa

STD 
Rateb

LBW 
Rateb

Heart 
Disease 

Mortalitya

Percent 
Less Than 

HSc

Percent 
Non- 

Whitec

Percent 
Below 

150% FPLcNeighborhood
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Map 9:  
Rate of Sexually Transmitted 

Diseases by ZIP Code, 
Orleans Parish (2009)

As is true elsewhere across the United States, social and economic levels of distress 
are not evenly distributed geographically or across groups identified by race, ethnicity, 
or immigration status. Needs related to poverty, lack of education, and community risk 
cluster together and are associated with poor health outcomes. In Orleans, the ZIP code 
of 70112 is an area of approximately one square mile, encircled by Canal Street and the 
Pontchartrain Expressway to the north and south, respectively, and Claiborne Avenue and 
Magazine Street to the east and west, respectively. The Louisiana Superdome is located in 
the southwest corner. This ZIP code has the lowest life expectancy in Orleans as well as 
the highest rates for STDs, heart disease mortality, and low birth weight of any ZIP code 
in the city. Between 1999 and 2007, the heart disease mortality rate was almost five times 
higher than the next highest rate in the city. ZIP code 70112 is also the poorest ZIP code 
(defined as an income below 150% of the FPL), the third largest population over 25 years 
old with less than a high school education, and the fifth highest non-White population.

The task of isolating the individual effects that social (e.g., education, poverty) and en-
vironmental factors (e.g., crime, hazards, food access) have on the distribution of health 
in Orleans is complex. These factors are deeply interrelated in a complex causal web and 
can be misleading when their effects are examined as independent relationships. An ad-
ditional methodological difficulty in examining these relationships is that the geographic 
unit of analysis varies by the type of data. All health outcomes reported here are only 
available at the ZIP code level, limiting the number of geographic units of analysis to 
only 17. Compared with census tracts or block groups, ZIP code areas of Orleans include 
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larger population sizes that make for more stable estimates of prevalence rates, but hav-
ing only 17 locations to compare limits the statistical power to examine multiple relation-
ships simultaneously. 

In sum, the population of Orleans is predominantly Black (61.2%) and has an overall lev-
el of racial segregation that is 65.5%. As of 2009, almost one fourth of the population in 
Orleans Parish lived in poverty, and 58 census tracts had endured persistent poverty (for 
two or more decades). The age-adjusted rate for all-cause mortality and low birth weight 
is higher in Orleans than in either Louisiana or the United States, and the estimated life 
expectancy at birth in New Orleans is 72.5 years, which is a year and a half less than the 
state and 5.5 years less than the nation. Life expectancy varies by 25.5 years between ZIP 
codes within Orleans Parish, with a low of 54.5 in ZIP code area 70112. The correlation 
between health and socioeconomic factors will be examined in section II. 
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As already noted, health is affected not only by the characteristics of individuals and 
their families but also by the neighborhoods and environment in which they live. Several 
important factors include the crime rate, the quality of local schools, the built environ-
ment, and neighborhood housing conditions. These factors can affect a person’s health 
regardless of income or education. Here, we focus first on the relationship between so-
cioeconomic status and educational attainment and then on our statistical analysis of the 
relationship between CRI, poverty, educational attainment, race, and life expectancy.

Socioeconomic Status and Educational 
Attainment
The socioeconomic status of a community is strongly related to the educational attain-
ment of its residents. Using CRI to summarize community socioeconomic status (as 
described in Part 1, the CRI is a composite index based on percentage of the population 
below 150% of the FPL, overcrowded households, households without a vehicle, and 
vacant housing), our analysis found that the CRI score of census tracts in Orleans is very 
highly correlated with the level of educational attainment [correlation coefficient (r) = 
0.85, P ≤ 0.0001).a  This relationship is illustrated in Figure 5. With CRI scores broken 
out into quintiles (five equally sized groups), we found that areas with increased risk as 
measured with the CRI have a higher percentage of people who lack a high school educa-
tion and a lower percentage of people with at least a Bachelor’s degree. In communi-
ties with the lowest CRI scores, only 9.5% of adults over 25 years have less than a high 
school education, and one half (50.4%) have a Bachelor’s degree or higher. In compari-
son, in communities with the highest CRI scores nearly half (44.6%) of adults lack a high 
school education, and only one of every 15 (6.6%) have a Bachelor’s degree or higher.

a Other community-level indicators vary with the CRI as well. The violent crime rate is also correlated with the CRI (r = 
0.44, P ≤ 0.0001) and, when compared with the CRI based on the quintile groups formed, increases from a low of 224.4 
cases per 100,000 in the lowest CRI quintile to a high of 921.9 in the highest quintile—a fourfold increase. Total crime and 
property crime rate increase by CRI quintile as well.

II. Socioeconomic Status, 
Education, and Health
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In order to investigate the statistical relationship between educational attainment in 
Orleans and socioeconomic factors, we performed an ordinal logistic regression. For this 
model, we split educational attainment into four categories: less than a high school edu-
cation, high school only, some college or an associate’s degree, and a Bachelor’s degree 
or higher. The results of the analysis show a statistically significant relationship between 
the CRI and educational attainment at all four levels (see Appendix A for an explanation 
of the methodology and the findings). It is important to note, however, that the observed 
relationship does not imply causation—that is, it does not provide evidence that higher 
community risk causes lower educational attainment.

Map 10 pinpoints the census tracts in Orleans that have both a high community risk, 
as calculated by the CRI, and low levels of educational attainment. The darkest areas 
(B.W. Cooper, western Central City, the Fischer Development, the Florida Development, 
Iberville, and the Saint Thomas Development) have the highest CRI values and the low-
est percentage of the population with a high school education. The lighter areas indicate 
census tracts with a high CRI and a rate for high school completion that is below the Par-
ish average, including Behrman, Central City, the Desire Area, the Desire Development, 
and Gert Town.

Figure 5: 
Educational Attainment by 

Community Risk Level

Source: Geolytics 2009-2014 Estimates Premium Packages - US Version, Version 2.2 1r.
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Map 10:  
Orleans Census Tracts with 
High CRI Scores and High 

Percent of Adults With Less 
than a High School Education

Health Outcomes
In 2007, members of families living in poverty nationwide were 3.6 times more likely to 
report fair or poor health status, nearly twice as likely to have diabetes, 5.3 times more 
likely to report serious psychological distress, and 1.6 times as likely to have been hos-
pitalized during the previous year than were families with incomes at least 200% of the 
FPL.61 In addition, access to needed health care services is much more limited for those 
with low income. That same year, comparing impoverished families with families having 
incomes of at least 200% of the FPL, those in poverty lacked health insurance three times 
as often, lacked a usual source of care twice as often, delayed health care because of cost 
2.6 times as often, and went without care because of cost 3.6 times as often.61 

Figure 6 displays ZIP codes by quintiles to demonstrate how CRI is related to health 
outcomes. In areas with the highest CRI scores (higher community risk), the risk of dy-
ing from heart disease, stroke, and diabetes was increased by 71.4%, 53.8%, and 99.2%, 
respectively, compared to those with the lowest CRI. 
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In Orleans, ZIP codes with the higher poverty rates also tend to suffer from worse health 
outcomes. ZIP code 70112 (containing portions of Tulane, Gravier, Iberville, and Tremé) 
had the highest percentage of the population below 150% of the FPL and had a life ex-
pectancy that was only 72% that of ZIP code 70131, which had the lowest percentage of 
the population below 150% FPL. Once again, implications from cross-sectional analysis 
are not definitive, but as Figure 7 shows, life expectancy in Orleans is inversely cor-
related with income. Although the number of cases is small (17 ZIP codes), the inverse 
correlation between life expectancy and percent of the population below 150% FPL is 
statistically significant (r = –0.71, P ≤ 0.0013).

Figure 6: 
Morality by Community  

Risk Index

Figure 7: 
In Orleans ZIP Codes,  

Life Expectancy Decreases 
as the Population in or Near 

Poverty Decreases

Sources: Geolytics 2009 Premium Estimates, 
1999-2007 Louisiana Vital Records Department
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Figure 8: 
In Orleans ZIP Codes,  

as Educational Attainment 
Decreases, Life Expectancy 

Decreases

The literature citing the strong relationship between income and education was previ-
ously mentioned in section I. In Orleans, the percentage of the population with less than 
a high school education is highly correlated with the percentage of the population with 
incomes below 150% of the FPL (r = 0.83, P ≤ 0.0001). Education is also a strong predic-
tor of health outcomes. For example, in a 37-state reporting area in 2005, the Centers for 
Disease Control and Prevention found that the infant mortality rate among babies born 
to mothers with less than 12 years of education was more than twice the rate for mothers 
with 16 or more years of education.72 In 2007, among adults age 25 and older those with 
less than a high school diploma were 4.5 times more likely to report fair or poor health 
status, had more than twice the prevalence of diabetes, and were more than 5 times as 
likely to report serious psychological problems, as were those with a Bachelor’s degree.61

As shown in figure 8, ZIP codes in Orleans with lower rates of high school completion 
tend to have lower life expectancies, and the converse is true. In ZIP code 70124, where 
only 7.8% of adults did not complete high school, the life expectancy is as high as 80 
years. Although the number of cases is small (17 ZIP codes), the correlation between life 
expectancy and percentage of the population with less than a high school education is 
statistically significant (r = –0.50, P ≤ 0.0429).

To examine the effect that education has on health outcomes, we split the ZIP codes 
into quintiles according to the percentage of the population with less than a high school 
education. Figure 9 shows that the rate of diabetes mortality increases as the population 
without a high school diploma increases. Among the 17 cases available for analysis, none 
of these relationships appeared to be statistically significant.

Sources: 2009 Geolytics Premium Estimates, 
1999-2007 Louisiana Vital Records Department

Percent of the Populationover 25 with Less Than a 
High School Education

Li
fe

 E
xp

ec
ta

nc
y 

(1
99

5-
20

07
)

0% 10% 20% 30% 40% 50%



32
© Virginia Commonwealth University Center on Human Needs, 2012

Race and ethnicity also play an important role in predicting health outcomes. In 2006, a 
Black newborn child in the United States was expected to live 73.2 years, which is five 
years less than a White newborn (78.2 years).73 Black infants were also 2.4 times more 
likely to die before reaching their first birthday than were White infants.68 Although the 
full extent of these inequalities is due to a confluence of factors, research indicates that 
genetic factors and other confounding socioeconomic characteristics such as income and 
education do not account fully for the disparity.74–78 

For the years 2001–2007, the typical Orleans resident had a life expectancy of 72.5 
years, but circumstances differed by race: Whereas Whites had a life expectancy of 76.2 
years, Blacks had an expectancy of 67.4 years—a statistically significant difference of 
8.8 years. In addition, the age-adjusted all-cause mortality rate for Black Orleans resi-
dents was greater than 50% higher than for White residents (1353.8 vs. 872.1 deaths per 
100,000 population, respectively), and the risk of premature death (before age 65) was 
greater than 60% higher for Blacks than for Whites (566.8 vs. 343.9 deaths per 100,000 
population, respectively).

Health outcome data for small geographic areas is limited for Orleans, making it difficult 
to document racial health inequalities by place. However, analysis at the ZIP code level 
appears to show a relationship between race and life expectancy that mirrors that seen 
nationally (Figure 10). In ZIP code 70124, in which only 6.7% of the population is non-
White, the life expectancy is 80 years. In contrast, in ZIP codes where at least 80% of the 
population is non-White life expectancy ranges from 54.5 years to 79.1 years. Despite the 
small number of cases (17 ZIP codes), the correlation between life expectancy and per-
cent of the population that is non-White is statistically significant (r = –0.49, P ≤ 0.0446). 
However, because this is a cross-sectional analysis the findings must be interpreted with 
caution. As discussed earlier, the same ZIP codes are areas with limited income, educa-
tion, and other conditions that each has a causal relationship with health outcomes. 

Figure 9: 
In Orleans ZIP Codes,  

Mortality Rate by Education

Sources: 2009 Geolytics Premium Estimates, 
1999-2007 Louisiana Vital Records Department
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In sum, there is strong evidence for the relationship between socioeconomic status (mea-
sured by the CRI) and educational attainment at the census-tract level in Orleans Parish. 
We have documented that health outcomes are associated with socioeconomic status, 
poverty, educational attainment, and race. Despite the limitation of obtaining health 
outcome data only at the ZIP code level, which limits the number of cases for analysis to 
17 large areas, we found statistically significant relationships between life expectancy and 
poverty, the percentage of the population with less than a high school education, and race. 
Areas of low CRI and low educational attainment include the B.W. Cooper area, west-
ern Central City, the Fischer Development, the Florida Development, Iberville, the Saint 
Thomas Development, Behrman, Central City, the Desire Area, the Desire Development, 
and Gert Town.

Figure 10: 
Life Expectancy in Orleans 

Decreases as Non-White 
Population Increases
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Sources: 2009 Geolytics Premium Estimates, 
1999-2007 Louisiana Vital Records Department
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III. Crime and New Orleans 
Communities

Repopulation and Crime
In 2004, Orleans had higher rates of virtually every reported crime compared with Loui-
siana, larger crime-reporting regions in the southb, and the United States.79 The crime 
story in Orleans has changed dramatically within the past 5 years in large part because 
of the effects of Hurricane Katrina, which struck the area in 2005.  After Katrina, crime 
rates in Orleans as reported by the Federal Bureau of Investigation have fluctuated dur-
ing these years (Figure 11). Rates for 2005 are not available from the Federal Bureau of 
Investigation, but between 2004 and 2006 there was a steep decline in crime followed 
by a rapid spike in 2007. 33,34,54,79–81 Rates subsequently declined between 2007 and 2009.  
By 2009, the crime rate in Orleans had dropped appreciably in a number of categories. 
38,54,82,83 Compared with crime rates for Louisiana, Orleans had a higher rate of violent 
and property crime, as well as murder, robbery, burglary, and motor vehicle theft, but had 
lower rates for forcible rape, aggravated assault, and larceny-theft (Table 5).38 

Figure 11. 
Crime Rate in New Orleans

b The FBI reports crime data for the City of New Orleans within several nested layers: the New Orleans–Metairie–Kenner 
LA Metropolitan Statistical Area, the state of Louisiana, the West South Central Region, and the Southern Region. 

Crime Rate per 100,000

Source: 1995-2009 FBI Crime in the United States Reports
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Table 5: 
Crime Rates of Orleans 

Parish, Louisiana,  
and United States

The U.S. Census Bureau has estimated that the population of Orleans in 2009 is still 
20.2% less than the population before Katrina in 2004.39,52 In light of the massive dis-
placement caused by the flooding, there are legitimate questions surrounding the effect 
the storm had on criminal activity within the Parish. Crime rates are affected by charac-
teristics of place, such as urbanization and age of the population in the area. Given that 
crime varies highly in both gross geographic areas such as state and county as well as 
census tracts and blocks within Orleans, it is important to understand not only how pat-
terns of criminal activity have changed since Katrina but also to explore how socioeco-
nomic factors within census tracts and blocks are associated with criminal activity. 

To explore these associations, we examined several data sources in order to investigate 
the level of crime in smaller geographic regions within Orleans. The New Orleans Police 
Department (NOPD) provides data on service calls by location in the Parish that can be 
broken down by specific crimes.84 In addition, they produce annual homicide reports that 
list the approximate location of each murder.85,86 

According to these data, in 2009 there were 3,592.8 service calls (for criminal incidents) 
per 100,000 population. Calls about violent crimes averaged 510.6 per 100,000. The ho-
micide data for 2008 and 2009 indicate a homicide rate of 56.4 per 100,000 for the two-
year period. There were 88 census tracts (48.6%) with a higher total crime rate, 86 tracts 
(47.5%) with a higher violent crime rate, and 68 (37.6%) with a higher homicide rate than 
the rate for Orleans. 

(a) Department of Justice Federal Bureau of Investigation. Crime in the United States in 2004
(b) Department of Justice Federal Bureau of Investigation. Crime in the United States in 2009

 Orleans Louisiana United States
 2004(a)   

Violent Crime Rate/100,000 948.3 638.7 465.5
   Murder/Non-Negligent Homicide 56.0 12.7 5.5

   Forcible Rape 40.1 35.8 32.2

   Robbery 389.8 145.4 136.7

   Aggravated Assault 462.4 444.9 291.1

Property Crime Rate/100,000 5162.0 4410.2 3517.1
   Burglary 1449.7 1004.5 729.9

   Larceny-Theft 5335.7 2969.2 2365.9

   Motor Vehicle Theft 875.3 436.6 421.3

 2009(b)   

Violent Crime Rate/100,000 777.0 620.0 429.4
   Murder/Non-Negligent Homicide 51.7 11.8 5.0

   Forcible Rape 29.1 30.3 28.7

   Robbery 277.0 135.9 133.0

   Aggravated Assault 419.1 442.0 262.8

Property Crime Rate/100,000 3846.3 3794.6 3036.1
   Burglary 1135.8 1029.5 716.3

   Larceny-Theft 1934.2 2504.3 2060.9

   Motor Vehicle Theft 776.4 260.8 258.8
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Map 11 is an interpolated raster surface of the total service call rate for crimes in 2009. 
The map indicates that the worst crime areas in Orleans were in the Tulane/Gravier area, 
Tremé/Lafitte, the Desire Area, and West Riverside. 

Map 11. 
Crime Rate  

by Census Tract,  
Orleans Parish (2009)

Map 12. 
Violent Crime Rate  

by Census Tract,  
Orleans Parish (2009)
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Map 12 focuses only on service calls for violent crimes. Once again, Tulane/Gravier and 
Tremé/Lafitte have the comparatively highest rate. As with total crime, the Desire Area 
exhibits a disproportionately higher rate of violent crime than that of the rest of the Par-
ish, although Map 11 shows a darker shade indicating that nonviolent crime is more of a 
factor than violent crime.

Large-scale migration as occurred in Orleans Parish after Katrina has an uncertain ef-
fect on crime rates. The immediate loss of 48.9% of the population from 2005 to 2006 
left few residents in areas that were previously densely populated.87,88 The density of a 
population has a known association with crime, particularly in urban areas where poverty 
is segregated from the suburbs.89 In general, the population displaced by the flooding was 
economically disadvantaged.90 Conversely, areas receiving displaced individuals from 
Orleans after Katrina have seen their crimes rates increase.90 

Previous studies suggest that natural disasters tend to bring communities together in col-
lective solidarity, which may also be a factor in the large decline in crime immediately 
after Katrina.90 To account for the effect of Katrina-related displacement on the fluctuat-
ing crime rate, we examined geographical differences within Orleans in the return of the 
population after Katrina and the crime rate of the area in 2009.

To estimate the return of the population, we used a comparison of the households receiv-
ing mail in June 2005 (two months before Katrina) with those receiving mail in De-
cember 2009. Data on households receiving mail were obtained from the Greater New 
Orleans Community Data Center.91 According to these data, 78.5% of the households that 
were occupied (receiving mail) before Katrina were occupied in 2009. At the census-tract 
level, the return rates varied from 0.4% in Gentilly Woods to a 345.6% increase in the 
lower Garden District between Felicity Street and Josephine. As Map 13 indicates, the 
neighborhoods of eastern Desire Area, the Lower Garden District, Gert Town (including 
Xavier University area), the Desire Development, and the Tulane/Gravier area (including 
the Interim Louisiana State University Public Hospital) have more than repopulated after 
the storm. The neighborhoods of Tremé/Lafitte, the Lower Ninth Ward, the Saint Bernard 
area, B.W. Cooper, Lake Catherine, and Viavant/Venetian Isles have remained below 
previous occupation levels.
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We developed a linear regression model to predict crime rates at the census-tract level by 
controlling for community risk (using CRI), the ratio of males age 15 to 29 to males age 
35 to 44, racial composition, and population density. Both the percentage of households 
that have returned since Katrina and the CRI had statistically significant relationships 
with both total crime and violent crime, based on service calls. That is, the co-occurrence 
of high CRI scores and repopulation rates with high total and violent crime rates is 
unlikely to be due to random chance. The equation suggests that repopulation of census 
tracts was associated with higher crime rates in 2009, particularly violent crime. The 
model was more highly predictive of violent crime calls (R2 = 0.46) than of total crime 
calls (R2 = 0.36). See Appendix A for further description of the methodology.

Orleans neighborhoods are being repopulated by new and returning residents at different 
rates; a large number of residents remain displaced, and many have no plans to return.93 
Given the complexity of factors that predict crime after massive displacement and 
repopulation, the findings here should be considered preliminary, but they do indicate a 
significant relationship between both community risk and repopulation and crime.

Map 13. 
Repopulation  

of Households,  
Orleans Parish (2009)
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Educational Attainment and Crime
Socioeconomic characteristics also play an important role in the geographic distribution 
of crime. 89,93,94 This is especially true for educational attainment, which is associated with 
lower crime rates. Lochner and Moretti estimated that a 1% increase in the percentage 
of adult men in the United States (ages 20 to 60) who had completed high school would 
save $1.4 billion per year in reduced crime-related costs incurred by victims and society 
at large.95 Education improves the material well-being of the population and raises the 
opportunity costs of crime by giving potential perpetrators viable alternatives for an im-
proved lifestyle.33 An improvement in the educational attainment of the population could 
help alleviate the crime problems Orleans currently faces.

Using 2009 data obtained from the New Orleans Police Department crime maps,84 we 
found that the percentage of the population over 25 years with less than a high school 
diploma at the census-tract level had a moderately strong correlation (r = .45, P < .0001) 
with the rate of calls for violent crime, as did the CRI (r = .44, P < .0001). The relation-
ship between education and total crime was not statistically significant. Similarly, using 
2008 and 2009 homicide data from the Homicide Division Annual Report85,86 we found a 
moderately strong correlation between homicides and educational attainment at the cen-
sus-tract level (r = .48, P < .0001) and between homicides and CRI (r = .48, P < .0001).c 

Across 167 census tracts in Orleans, we analyzed the relationship between the percentage 
of the population with less than a high school education and total crime and violent crime 
(see Appendix A for a discussion of how the tracts were chosen). We used a forward 
stepwise regression model to control for population density, age, race, and poverty (see 
appendix A for further explanation of the methodology) (adjusted R2 = .3501). Although 
this model did not show a significant correlation between education and total crime ser-
vice calls, the association with violent crime was significant (P = 0.0008). The coefficient 
was “positive,” indicating that tracts with a higher percentage of the population without a 
high school education in 2009 were also more likely to have a higher rate of violent crime 
service calls. 

Map 14 illustrates where high rates of violent crime co-occur geographically with high 
percentages of the population that lack a high school education. The Desire Area and De-
sire Development had the highest crime rates and the highest percentage of the population 
that lacked a high school education. The Central Business District, Central City, Saint 
Roch, Tulane/Gravier, and Viavant/Venetian Isles also display a spatial co-occurrence of 
populations lacking a high school education and violent crime.

 c The strength of the relationship was measured with Pearson’s correlation coefficient (r), and the statistical significance 
(P) is the probability of obtaining the observed correlation by chance alone. Because of a skewed distribution of both 
the violent crime service call data and the homicide data, we used a square root transformation to normalize the data and 
excluded outliers that fell outside the 99% confidence interval in calculating the correlation coefficient.
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In summary, high crime rates remain a concern in Orleans Parish. High crime rates before 
Katrina were followed by a period of volatility in crime rates as Orleans repopulated, 
with rates dropping somewhat between 2007 and 2009. Our analysis of the relationship 
between repopulation and crime rates found that repopulation rates vary dramatically by 
neighborhood across the city and that repopulation rates do have a significant relationship 
to crime. Although higher repopulation rates appear to be associated with higher crime 
rates, other characteristics of the neighborhood may contribute to these relationships. 

For example, we found that educational attainment, community risk, and poverty are im-
portant predictors of violent crime rates, as measured by volume of service calls received 
by the police department. Educational attainment of adults in a neighborhood is strongly 
linked to other socioeconomic characteristics of the neighborhood. Further research is 
needed to tease out the causal contribution of the various neighborhood conditions that 
contribute to crime. Furthermore, the link between the educational achievement of cur-
rent adults and the future educational attainment of children in those neighborhoods will 
also require further analysis, as well as time, to document the long-term outcomes of 
school-improvement efforts currently underway in Orleans.95 

Map 14.  
Census Tracts  

with Both Low Educational 
Attainment and a High Violent 

Crime Service Call Rate,  
Orleans Parish, 2009
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IV. Conclusions: Education 
as a Predictor of Community 
Risk, Health Status, and 
Crime Rates
The analyses presented here have shown that educational attainment in Orleans is 
strongly linked to community risk, health outcomes, and crime rates and that levels of 
educational attainment in a neighborhood are linked to race and location. Compared with 
Whites in the same time period, Black Orleans residents age 25 and over were more than 
three times as likely to lack a high school education, and Asian residents were five and 
half times as likely. The percentage of adults without a high school education in Orleans 
census tracts is as low as 0% and as high as 72% depending on the census tract. 

Educational attainment is a strong predictor of health risks and is associated with many 
important indicators of access to care (such as being uninsured, lacking a usual source of 
health care, and forgoing or delaying care), health behaviors (such as smoking, substance 
use, and seatbelt usage), and health outcomes (such as premature mortality, infant mortal-
ity, fair or poor health status, diabetes, and serious psychological problems).56,57 Although 
the number of cases available for this analysis was small because health outcome data 
were only available at the ZIP code level (17 ZIP codes), the correlation between life 
expectancy and percent of the population with less than a high school education shows 
a moderately strong, statistically significant relationship. ZIP codes in Orleans with a 
higher percentage of the population lacking a high school education tend to have lower 
life expectancies.

The level of educational attainment in a community is strongly related to socioeconomic 
status and community risk. We found that the CRI is very highly correlated with the level 
of educational attainment. In communities with the lowest CRI scores, only 9.5% adults 
have less than a high school education, and one half (50.4%) have a Bachelor’s degree or 
higher. In comparison, in communities with the highest CRI scores nearly half (44.6%) 
of adults have less than a high school education, and only one of every 15 adults (6.6%) 
have a Bachelor’s degree or higher. Results of a multivariate statistical analysis of the 
relationship between educational attainment in Orleans and socioeconomic factors found 
a statistically significant relationship between the CRI and educational attainment at all 
four levels of educational attainment (less than a high school education, high school only, 
some college or an associate’s degree, and a Bachelor’s degree or higher). 
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The situation in Orleans in the past five years has been unlike any other in United States 
history. Levee failure during a massive hurricane displaced approximately 1.5 million 
people of age 16 years and older and caused an estimated $96 billion worth of property 
damage and more than 1,800 deaths.92–94 Each year since 2006, the U.S. Census Bureau 
has estimated population growth in Orleans. The analysis in this report suggests that the 
returning population has a significant association with violent crime and that communi-
ties with aggregated risks such as poverty, overcrowded households, or an abundance of 
vacant, unmaintained properties exhibit the highest violent crime rates. The analysis of 
the relationship between socioeconomic status and violent crime showed that the stron-
gest contributions to violent crime rates came from a lack of educational attainment and 
from poverty in the census tract. The 2009 data suggest that neighborhoods with more 
high school graduates experience a lower violent crime rate independently of other fac-
tors, including population density, race, and age ratio. According to the 2009 service 
call data, these high-crime-rate areas were in the Tulane/Gravier area, Tremé/Lafitte, the 
Desire Area, and West Riverside.

An increasingly educated population should benefit the entire population of Orleans 
because stressors experienced in one neighborhood can affect the larger community 
or city as a whole. For example, two census tracts in the coastal section of the Central 
Business District exhibit the highest rate of service calls for crime in 2009, even though 
less than 2,000 people live there. These tracts (between Canal and Julia Street to the 
north and south and Loyola and Derbigny to the east) are highly commercialized and are 
highly populated in daytime by residents of other areas of Orleans and beyond. Thus, the 
education of the entire area will likely affect crime rates in these locations. Strikingly, 
spatial findings from this study pinpoint a number of neighborhoods that continually 
exhibit conditions of distress, whether it is in education, poverty, CRI, crime, or health. 
The neighborhoods of the Desire Development and the Desire Area, along with the B.W. 
Cooper, Bayou Saint John, Bywater, the Central Business District, Central City, East 
Riverside, the Fischer Development, the Florida Development, Gert Town, Iberville, and 
Irish Channel, appear to have endured conditions of distress for as long as five decades. 
The physical, mental, and emotional stressors these conditions create ultimately affect the 
potential health and well-being of its residents and their children.

Cross-sectional analyses such as those presented here cannot claim that educational 
interventions are the sole solution to issues of societal distress. Policies to improve other 
living conditions in Orleans are also important. However, given the strong correlation 
between education and other distress metrics such as poverty, crime, and poor health—
along with a large body of literature supporting the link between improved outcomes and 
education—it seems reasonable to target attention to the educational needs of children 
and adults in areas such as the Lower Ninth Ward, St. Claude, Bywater, Marigny, French 
Quarter, and Tremé/Lafitte areas, where as many as 50% or more of adults lack a high 
school education.
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