RACE AND HEALTH

Sarah -- Here are my very, very, very A'rough notes (parts of this are completely incoherent,
other parts are extremely repetitive -- I think I even repeat the same statistics several times
within a section). I was just transcribing every piece of information I have, I'll edit this down
A LOT. Some of the stats are also kind of contradictory (different studies gave us different
stats) -- we can use whichever ones seem best. See what you like and what you don't, and let
me know ' '
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Racial Differences:
AIDS cases are increasing most rapidly among women and minorities. Young minority \(\DW
gay and bisexual men remain at high risk for infection. HIV-related death has the greatest A’D '
impact on young and middle-aged adults, especially racial and ethnic minorities. HIV is the .
leading cause of death for Americans between 25 and 44 years old. In 1994, 1 out of every 3 \&@\/\QE‘UM
deaths among African-American men ages 25 to 44 was as result of HIV. 1 in every 5 deaths - .
among African-American females ages 25 to 44 was HIV related. TP/@\K
African Americans and Hispanics are dlsproportlonately affected by AIDS In 1995,
the incidence of AIDS among African Americans was 92.6 per 100,000; the rate among
HIspanics was 46.2 per 100,000; the rate for whites was 15.4 per 100,000; the rate for
American Indian and Alaska Native was 12.3 per 100,000; the rate for  Asian Pacific Islanders
was 6.2 per 100,000. ‘
58%: of children reported with -AIDS are non-Hispanic blacks, 23 % are Hlspanics, .
29% of all AIDs cases in the United STates are African-Americans and 16% are Hispanic-
Americans. A
The proportion of AIDS cases among African Americans and Hispanics is increasing.
In 1995, for the first time, the proportion of African American people with AIDS was equal to
the proportion of white people with AIDS (40%). African Americans and Hispanics combined

- represented the marjoity of cases-among men (54 %) and women (76 %).

Among 16 to 21 year old youth entering the Job Corps, a training prouam for socially
and economically disadvantaged youth, prevalence of HIV infection was..41% in African
Americans, .14% in Hispanics and .08% among whites.

African Americans account for 25% of yearly reported AIDS cases in 1985; they

“accourited for 40% of yearly reported cases in 1995. The proportion of newly reported cases

among Hispanics increased from 15% in 1985 to 19% in 1995. In contrast, the proportlon of
cases among whites has decreased from 60% in 1985 to 40% in 1995.

-Between 1989 and 1994 the rate of new AIDS diagnosed among African Amerlcan men
who sleep with men increased by 49% in New York Clty, 48% in Los Angeles, and 53% in
San Francisco. :



Among men who sleep with men in 6 urban counties, 8-13% of blacks, 5-9% of
Hispanics and 4-6% of whites were infected by HIV.
In the 12 months ending Jun61995 the AIDS case rate was 19% greater for American
Indian women than White women.
- The rate of AIDS among African Americars is more than triple that of Whites.

Adm;mstratlve Action:

CDC has developed (1992) the Business Responds to AIDS (BRTA) workplace
program which is a public-private partnership of the public health sector, business, labor and
the CDC designed to prevent the spread of HIV. The CDC uses this program to help large
and small business all over the country create policies and implement programs for employees.
The program is comprised of five core elements: development of an HIV/AIDS policy,
~ training of supervisors in the policy, HIV/AIDS education for employees, HIV/AIDS
education for employees’ families, and encouragement of employee volunteerism, community
service-and corporate philanthropy. 41% of large firms have adopted at least two of these ﬁve
elements.

CDC has also completed a groundbreaking study completed in rural Tanzama which
indicated an approximate 42 % reduction in new HIV infections when STDs were aggressively
treated. STD's increase the risk of HIV infection by causing gential ulcers which provide an
entry route for HIV and by causing inflammation of the genital tract which also increases the
chance of infection. Treating these STDs decreases the routes by which the AIDS infection
can enter the body. Notes Helene Gayle, M.D., M.P.H, Director of CDC's National Ceneter
‘for HIV, STD,; and TB Prevention, "We have certainly known about the interrelationships
between HIV infection and other STDs for some time...but this is the firrst tine we're seeing
direct evidence of the impact of STD treatment on the rate at which people become infected
with HIV."

CDC also completed a study exploring a successful STD outreach and treatment
program in Bolivia. Over a three year period, the subjects being screened for STD's increased
by more than 300% and the prevalence of STDs declined by more than 50%.

CDC also recently released the findings of another study which indicated that sexually
active young women may be at increased risk for HIV infection by having sex with older men.
Young women whose first sexual experience was with an older man were less likely to use
condums and were possibly at higher risk for HIV than young women whose first sexual
experience was with someone of the same age. Both the communication ditficulties caused by .
age gaps and the increased likelihood of greater sex and drug use experiences among.the older
men contribute to the higher risk of contracting HIV. Another study showed that young
‘people can be classified in more categories than just "sexually active" and "sexally inactive."
The study grouped teenagers into several other categories such as "anticipators” (those
planning to begin intercourse in the next year), "steadies" (those who have had sex with only
one partner) and "multiples” ((those who've had sex with many people). ;

These studies have allowed the CDC to design more effective outreach and educatlon
programs. CDC has worked for many years to assist state and local health and- educatlon
agencies and community-based organizations in designing effectlve HIV preventlon messages
and programs for young people.

‘ The Centers for Disease Control and Prevention has conducted other studies finding



that perinatal HIV transmission can be reduced by treating the mother and child with the drug
zidovudine (ZDV). Notes R.J. Simonds, M.D., a CDC researcher, "Before 1994, when our
ZDV treatment guidelines were published, 21% of the children in our study were infected.
Since the guidelines, it's dropped to 10%." Even when the mothers are severely ill with
AIDS, ZDV can still help stop transmission.

To futher reduce transmissions from mother to child, greater prenatal care outreach
programs are needed. Such programs are especially vital as they can teach women how io -
reduce the chances of transmission to their children by such actions are refraining from breast
feeding (a known route of perinatal transmission). Prenatal care has been found to be cost
~effectlvé. Notes Paul Farnham Ph.D, "Without intervention, a 25 % mother-to-infant
transmission rate would result in approximately 1,750 HIV-infected infants annually in the
U.S., and lifetime medical costs -of $282 million...we estimated the cost of intervention at
$67.6 million, preventing 656 infant HIV infections with a savings of $105.6 million in
medical care costs, and anet cost-savings of $38.1 million. “These results strongly support
routine counseling, voluntary testing and ZDV use.’

CDC has also conducted studies on the transmlssmn of AIDS tlrough '\hdled dlug
needles. CDC has provided communities across America with vital information on how to
curtail the spread of AIDs through sterilization efforts and behavioral recommendations.
Communities take advantage of the biomedical and behavioral science provided to help design,
~ develop, deliver and evaluate- HIV programming for ‘intravenous drug users. -CDC conducts
and funds surveillance, epidemiology and behavior research to help create local HIV
prevention programming. CDC does everything from large scale tracking studies to specific
-risk behavior studies to evaluations of intetvention and prevention programs. CDC also
“distributes research results to scientific and academic communities, federal state and local
health organizations. CDC has completed extensive studies on adolescents and women, and
has sponsored projects such as small-group interventions, and has conducted surveys of
various populations. CDC is also working with five communities to design targeted
interventions to reach high risk youth in the local area, helping areas to market effective HIV.
prevention programs. CDC puts a big emphasis on prevention at the community level.

Most important and relevant to race, the CDC conducted The Young African-American
Men's Study which attmpets to understand the social, cultural and psychological influences on
young African-American's risky sexual behavior, sex with other men and seeks to evaluate
commnity-based HIV intervention. Findings suggest that low self-esteem and risky sexual
behavior are often connect, homosexuals are very stlgmatlzed in the black community, the
chruch is extremely important in interventions designed for black communities, and there are
lots of HIV/AIDs myths among young black men who sleep with men.

CDC has also created a National Center for HIV, STD and TB Prevention as STDs
increase chances of getting HIV-and TB is a tremendous threat to those with HIV.

CDC also has an extensive international research program aimed at developing
techmques which can be used to fight AIDS within the United States as well. International
studies have included such topics as perinatal HIV transmission, intravenous drug'
transmission, genetic analysis, risk analyses and others. l :

- CDC has also conducted studies and surveys focusing on women and lllV including
such topics as the female condom, the effectiveness of hierarchical prevention messages for
women of color (e.g. grading various prevention choices from most to least effective),



communication between partners nonoxynol -9 and spermicide prerelenees (' DC has also
done research on the effectiveness of female condoms. :

From 1990 to 1995, percentages of high school students having intercourse remained
steady, but overall condom use was up from 46% in 1990 to 53% in 1995 with female and
African-American students indicating the greatest increases in condom use.

'NIH STUFF TOO

The discovery of a new class of anti-HIV . drugs was partially based on fundamental
research supported by NIH. NIH has provided doctors and their patients with the most up-to-
date advice on how to use new combinations of durgs, including when to begin therapy; when
and how to switch therapies; how to monitor the course of the disease; which drugs to use in
combinations. It was NIH-supported research that showed that zidovudine can greatly reduce
the risk of transmission of HIV infection from a pregnant woman to her child. A panel
recently updated and released for public comment the guidelines for the use of AZT in
pregnant women which is of particular importance for minority citizens since the great
majority of women with AIDS and the great majority of HIV-infected infants are minorities.
, Further, in terms of the clinical trials supported by NIH, both major clinical trials
“networks, the adult AIDS Clinical Trials Group (ACTG) and the Community Program for
Clinical Research on AIDS (CPCRA), supported by NIH have participant pools comprised of
more than 40% African Americans and Hispanics. Further, the Adult ACTG has units in
three minority institutions and CPCRA is based on the ideal of establishing units in community
setting where patients who are infected seek their primary care. Additional programs have
also been organized so as to obtain information of importance regarding HIV infection on
members of minority groups including the Women's Interagency HIV Study and the Women
and Infant Transmission Study in‘which minorities represent over 82% of the participants.

Other NIH programs and policies are designed to recruit individuals from
underrepresented racial and ethnic groups in research careers. Programs include providing
“training and research opportunities to individuals ranging from high schoolers to independent
investigators. The Research Supplements for Underrepresented Minorities program helps fund
the salaries of individuals from underrepresented groups who wish to participate in ongoing-
research. Also, such programs as the AIDS Loan Repayment Program, the loan repayment
program for individuals from disadvantaged backgrounds, the Howard Hughes Medical
Institute (HHMI) training program for early recruitment into clinical research careers, and the
M1nor1ty Clinical Associate Physician (MCAP) Program at the NIH National Center for
Research Resources.

Lookrng toward the future in between 1996 and the budget the President submitted for
1998, AIDS vaccine funding will have increased by more than 33%. Dr. David Baltimore, a
Nobel laureate and President-designate of Cal Tech, has been recruited to provide leadership
for restructuring and reinvigoration of the AIDS vaccine research program. Lastly, the
President has announced the creation of the Vaccine REsearch Center on the N1H campus to
* mobilize considerable scientific resources towards the development of an AIDs vaccine.

ASTHMA



Race discrepancies:

In 1994, a total of 56.2 white people per 1000 and 56.4 black people per 100 had asthma. ‘
Asthma among the population in general was much higher in 1994 than it was in 1984. Death
-rates for African American individuals are substantially higher than those for white
individuals.” Age-adjusted death rates for asthma are three times higher in black males than
white males; almost three times higher in black females than white females; and slightly higher
for females in general than males. In fact, age specific death rates are much higher in blacks
than in whites in nearly every.age group. The black-white gap in asthma mortality is
w1denmg, with rates much higher in blacks than whites.

Administrative Response: -

The DLD (department of lung dlsease‘? division of lung disease?) supports a
collaborative multicenter study in human pedigrees from various racial/ethnic ¢roups to
identify the major genes responsible for asthma in order to develop new treatments and
understand causal interactions betweén genes and environmental factors that are relevant to
asthma. It also supports research programs to devlop and evalutate effective strategies for
improving asthma care among Latino and black children. :

Other asthma research projects include a five year multicenter clinical trial to examine
the long-term effects of three different asthma medications on 1,000 children and astudy to
develop and evaluate innovated approaches to ensure optimal disease management and
prevention in the elementary school setting. The DLD is also working with the National
Institute of Child Health and Human Development (NICHD) to determine the effects of asthma
and its treatment on pregnancy and the effects of pregnancy on asthma.

~ The DLD also supports an asthma clinical research network of interactive asthma
clinical research groups who quickly evaluate new treatment methods and ensure that they are
quickly disseminated to practitioners and health care professionals. The Division has prepared
a report on the diagnosis and management of asthma in the elderly and is updating several
important reports on asthma treatment. The DLD is participating in the organization of.
"Global Initiative for Asthma" which increases awareness of asthma, promiotes the study of the
' connection between asthma and the enVIronment and reduces asthma morbidity and monahty
throughout the world. ‘

SICKLE CELL DISEASE
Racial Discrepancie‘s: Black people get it. White people don't. -

Adrmmstratlvc Response: :

In 1996, eight appllcatxons for grants were awarded in areas such as computer-~
generated antisickling compoinds, removal of pathological iron from sickle red blood cells
methods for gene transfer, and transgenic models of sickle cell disease.

The Division has also worked to disseminate research findings to the medical
community through workshops, conferences and consensus development conferences: Topics
covered include plasma transfusion, platelet transfusion therapy, diagnosis of deep-vein
thrombosis, impact of routine HIV antibody testing of blood and plasma donors on public "



_health, infectious disease testing for blood transfusions, stem cell ther apy, and rmmune
function in sickle.cell disease. :
The division manages an integrated and coordinated program of grants. contr acts
training and career development awards and | acamemlc awards.

PRENATAL CARE

Racial Discrepancies:

* Women with no prenatal care are often metropohtan residents, unmarried women, .
foreign-born women, women with less than nine- years of education, and women with less than
one year between births. Risks for no prenatal care is also higher for women who are
teenagers, unmarried, black, or of other racial/ethnic groups, have less than 12 years of
education, were born outside of the US and have given birth to more than two children.

Among black. women, the adjusted risk of no care more than doubled from 1980 to
1989. Figures from 1992 indicate that African American women are nearly 4 times more
likely to receive no prenatal care (4.2% receive none) than white women (only 1.2% receive
no prenatal care). About one-third of African-Ameircan, Hispanic and Native AMerican
women receive no prenatal care or don't obtain care until the final trimester of pregnancy
while the natlonal average of all women faﬂmg to get prenatal care in their first trimester is
only 20%.

Annual percentages of 1o prenatal care were highest for women younger than 15 years
(5.5-6.5%) and for black women (2.7-4.7%). In 1995, only 70.3% of black mothers and
70.4% of Hispanic women received prenatal care beginning in the first trimesier compared
with 83.5% of white mothers. :

Compared with women who initiated care in the thlrd tr1meste1 those who received no
care were more likely-to be older, black and unmarried. ' : . :

Among women who began prenatal care late (in the third trimester), had no care or
whose care status is-unknown, 12.2% are black, 5.7% are white and 11.5% are Hispanic.

In 1993, 80.3% of white mothers, 63.7% of black mothers, 61.9% of American Indian
mothers, and 64.6% of H1Spamc mothers began prenatal care for live buths in their first
trimester.

Babies born to women who receive no prenatal care are three times more likely to be
born with low birthweight and five times more likely to die than those whose mothers receive
care in their first txrnester Yet 20 percent of pregnant women don' t seek healm care in their
first trimester.

However, even when babies to receive care in the first trimester, 5.6% of white babies
are low birthweight compared to 12.3% of black babies born in 1993. A

-Infant mortahty among Natlve AMericans is nearly one-third hlgher than for all
" Americans.

In 1992, there were 16. 8 deaths per 1,000 blrths for black women and 6.9 deaths per

o ,000 births for white women.
The death rate for black infants is more than twice that of Whl[BS

Administrative Action:



CDC administers the Pregnancy Risk Assessment Monitoring Systems (PRAMS) which
provides technical assistance to state Maternal and Child Health Directors 1o ¢valuate barriers
to prenatal care. PRAMS is a population-based surveillance system ot maternal behaviors and
experiences before and during a woman's pregnancy and during her child's early infancy.
PRAMS surveys 35% of all US births for the purpose of reducing infant mortaiity and low
birth weight. States often use PRAMS data to create and evaluate programs and policies
designed to improve prenatal care. For example, PRAMS data from West Virginia which
indicated that Medicaid eligible women didn't obtain prenatal care because thev lacked
transportation was used to change West Virginia's Medicaid pohcy to supply transport
vouchers for women attending prenatal care clinics.

CDC also supports three commumty based intervention research projects examining
approaches to improving prenatal care outreach and the quality of services. In Chicago,
community health centers worked with the Prevention Research Center of the Uiniversity of
Ilinois to study the effect of a woman's relations with others upon her attainment of prenatal
care. In los Angeles, CDC has a partnership with.Charles Drew University and a community
coalition to compile a thorough ethnography of pregnancy and health among African /American
women. In Harlem, CDC is working with the New York Urban League and academicians -
from Columbia University and the City University of New York to study the anthropology of
pregnancy in women living in central Harlem. A community advisory board comprised. of -

‘representatives from several community based agencies-will work with CDC and the
academics to design health and social interventions to promote better care for pregnant

- women.

' The results have been impressive: For'1994, 80% of mothers began care in the first -
trimester of pregnancy compared with 79% for 1993 and 78% for 1992. The proportion of
mothers beginning prenatal care in the first trimester rose in 1995 to 81.2% compared with
80.2 % in 1994. The proportion of white women receiving care jumped from 82.8% to
83.5% from 1994 to 1995; the proportions of black women receiving care jumped from68.3%
in 1994 to 70.3% in 1995; and the proportions of Hispanic women receiving care jumped from
68.9% in 1994 to 70.4% in 1995. From 1992 to 1993, proportions of black women receiving
care jumped from 63.9% to 66.0%, Hispanic women jumped from 62.1% to 63.4%; and
'American Indian/Alaska Native women jumped from 62. 1% to 63.4%. CDC's goals is
increase these proportions to 90% across the board.

Through HHS, the Maternal and Child Health Bureau (MCBH) adminisiers four major
programs whihc, in FY 1997, had a total budget of $825 million: the Maternal and Child

" Health SErvices Block Grant (FY 97 $681 million), the Healthy Start Initiative (FY 97 $96
million), the Emergency Medical Services for Children Program (FY 97 budger $12.5 '
" million), Grants for HIV Coordinated Services arid Access to Research for Women, Infants,
‘Children and Youth (FY 97 budget $36 million). : ‘
The Health Start initiative relies on'community =based collaborative efforts to pr0v1de
- thorough healthand social support services in order to make services more accessible, develop
thorough services, make available a variety of self- help programs, supply case management
services for follow ups, employ outreach workers (often from.the neighborhood) and provide
many other services. Healthy Start communitites include cities in MD, AL, MA, IL, OH, MI,
IN, LA, NY, CA, PA, SC, Washington DC and Northern Plains Indican communities.
Through Healthy Start, clinics, schools, churches, media, neighborhood organizations, and



committed indiviuals work together to help protect the health of mothers and habies through
such efforts as providing health and social services *housing), doing neighborhood outr each
and offering education and childbirtha nd infant care. :

A The Community and Migrant Health Centers provide numerous services to reduce
negative birth outcomes. Strangely enough, from 1992 to 1995 while funding stayed at a
steady 35 million dollars and number of programs stayed at 291, the number of clients served
dropped from 187,757 in FY 1992 to 112,163 in FY 1995. Statistics on HHS" comprehensive
perinatal care program indicate that a total of 1,127,654 female users take adv mtage of the
programs prowded Tons of other stuff available too -- volumes.

GENERAL CANCER INFO.

Rates for lung cancer, colon cancer and rectal cancer are higher among African-
American women than among women of any racial or ethnic group other than Alaska Natives.
African-American men have a higher rate of cancer incidence overall than anv other racial or
ethnic group in the US. Additionaly, African-American men have higher rates of plOSlﬂ[C
lung and oral cavity than other racial or ethnic groups. :

Rates for lung cancer are twice as high among Oklahoma American Indians than the
general population. Latinos generally have two to three times the rate of stomach cancer that
whites have. Latinos also also have higher incidence rates for cancers of the esophagus,

. pancreas prostate and stomach.
Cancer of the pancreas has a 70% higher 1nc1dence among blacks than among whites.
The actual rate of prostate cancer among blacks is 32% higher than in whites.

'BREAST CANCER

.Racial Discrepancies:
' In 1994, breast cancer mortality rates were over 30 per 100,000 for hiack women
compared to approxiamtely 25 per 100,000 for white women. 5 year survivil iaies were also
disturbing: 85% of white women had a relative 5 year survival rate compared o only 70% of
black women. Only 54.9% of African-American women over 50 report having had a clinical
breast exam and a mammogram within the past two years.

In 1993, black women were 28% more likely to die from breast cancer than white
women. '

CERVICAL CANCER

Racial Discrepancies:

7.7 per 100,000 white women are diagnosed with invasive cervical cancer wheleas
12.2 per 100,000 black women are. 2.5 per 100,000 white women die of cervical cancer
whereas 6.3 per 100,000 black women do. The gap widens when statistics for older women -
are analyzed. 14.7 per 100,000 of white women 65 and over are diagnosed with invasive
cervical cancer whereas 34.4 per 100,000 black women 65 or over are. Only 8.0 per100,000
white women die of invasive cervical cancer while 23.3 per 100,000 black women die of



invasive cerv1cal cancer.
‘ As of 1993, the mortality rate for African-American women was more 'han two times
- greater than the rate among white women. White women are signficantly more tikely that
black women to have their cancers diagnosed at an early, precancerous state: 34 % of cervical
cancers among white women are diagnosed at a localized stage while only 39% of cnacers
among African American women are. : . :
From 1986-1992, the relative 5 year survival rate from cexvxcal cancer was 71% for
white women and only 56% for black women. ‘

Admlmstratlve Response:
Mortality rates from cervical cancer for black women decreased from 6.3 pcr 100,000
in 1993 to 5.6 per 100,000 in 1993. List enormous amont of CDC stuff from Pap Smear

. Memo and CDC Cervical Cancer memo here. . ?
o ' . O
DIABETES _ : = O;

Racial Discrepancies: %}

The prevalence of diabetes in Natlve Americans is so great that in manv tribes, more
thahn 20 percent of the members have the disease. Diabetes is three times more common
among blacks than whites. Black women had an 134 % death rate associated with diabetes than
white women. ‘

Administrative Response:
We need to get info on this from CDC and NIH.

HEART DISEASE

Racial Discrepancies: : ~

The age-adjusted death rate-from strokes is almost twice as high for blacks as it'is for
whites. Stroke is the third most.common cause of death for Black women. Black women ahve
the hlghest prevalence rates of hypertension in the U.S. with almost 50% havnmT the disease by
age 50. : .

In a study of Hypertension among persons 20 years of age and over, findings indicated
that between 1988 and 1994, 24.3% of white males and 19.3% of white females had
hypertension, compared to 34.9% of black males and 33.8% of black females.

Between 1980 and 1993, the rate of heart dlsease was about 67% higher among black
women than among white women.

“The age-adjusted prevalence of hypertensxon was hlgher for nen—Hxspamc black women
(31%) than for non-Hispanic white women (21 %) or Mcx1can5Amer1can women (22%).
Hypertension is a leading cause of strokes and heart disease.

Admmxstratwe Response: '
In FY 1996, the National Heart, Lung, and Blood Institute (NHLBI) sappor ted a total



of $796,815 in CVD research, including $132,329 in research on hypertensioi. Within the
total of $796,815,000 spent on CVD research, $95,184,000 was relevant to VD in
minorities. Of the $95,184,000 in rnmonty CVD research $37,723,000 focused on
hypertension.

Other programs supported by the Institute in. FY 1995 include the Epice: uoloa ical and
Clinical Minority Studies, Honolulu Heart Program, Bogalusa Heart Study, Srecialized
Centers of Research in Hypertension, Community-Based Risk Reduction demonstration
Research, Cardiovascular Risk Factor Studies and Prevention in Children and :rany others.
Studies have explored incidence of and mortality from heart disease in minorices, early
histories of heart disease in children, the development and pathophysiologv of hvpertension,
education and evaluation strategies to promote heart disease risk reduction and many other
important topics. (Tons and tons of other programs if .you want me to take up space here)



e f(' F;QI\')Q
e Codoa Mool

chhwr D ("g'”d_d'
Padlen 0 \@rw}d Qe e /’QW""G&\

AIDS Fritevdan, - vt Prenagyc
2008 Gool Qorﬁrumw]d-r‘( L\va\l-(wn\}
I. Racial Discrepancies P tonrnn nares 81U gnedwoy—
" WS I

Clinton Administration Initiatives

* 'to help state, local and community agencies develop educational programs. In addition,

African-Americans accounted for 25% of yearly reported AIDS cases in 1985; this
figure increased to 40% in 1995. Hispanics accounted for 15% of yearly reported
cases in 1985; this figure increased to 19% in 1995. In contrast, whites accounted for
60% of yearly reported cases in 1985, a flgure which decreased to 40% of yearly
reported cases in 1995.

AIDS affects minority children disproportionately and accounts for a large percentage
of deaths in minority communities. 58 % Qf reported cases of children with AIDS are
non-Hispanic blacks, 23 % are Hispanics. In 1994, 1 out of every 3 deaths among

African-American men ages 25 to 44 was a result of HIV, and 1 in every 5 deaths
among African- American females ages 25 to 44 was related.

CDC Research. Conducted studies on connection between STDs and HIV, outreach
and treatment programs abroad, risks for sexually active young women, HIV
transmission from mother to child, sharé‘d\drug needles and risks to young African-
American men. Developed outreach programs invworkplacés nationwide, and worked

CDC created a-National Center for HIV, STD and TB prevention and has developed an
extensive 1nternat10na1 research program . \

NIH Reséarch. Some research efforts specifically targeted to minroties

‘\ x‘; o | '
HOPWA program -- helps provide Housing for People with AIDS.
Perinatal transmission efforts -- helping stop transmission in

Significantly increased ADAP program -- helping low-income Americans get acces
to treatment. ‘
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Medicaid coverage of protease inhibitors.
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ntroversxal 1ssues surroundmg race

find, develop and nnplement solutxons in crmcal 'areas such as health care | for
md1v1duals, commumtles corporanons and govemment at all levels.*‘ j,f L

onal focus on health dlspannes is needed glven the compellmg ev1dence that race and ., |

- ethm cerrelate with persistent, and often i mcreasmg, health: dlspannes between populauons in

the,United ‘States Indeed despite significant progress m ‘the overall health of the nation, as

’ .documerlted in Health United States, the annual report card on  the. heilth status of the Amenean

people there are continuing disparities in the burden of death and illness expenenced by Blacks,

R

Hlspamcs, Amencan Indians and Alaska Natives and Asians and Pacific Islanders as compared
to the U.S: populatlon as a whole. The demographlc changes'that will unfold over the next

. several decades heighten the importance of addressing the issue of dlspantles in‘health status:
'Groups that currently experience poorer health status vvill increase as a proportion of the total

'populauon. ‘Therefore, the future health of the American people will be substantially mﬂuenced
by our success in 1rnprovmg the health of racial and ethnic minorities.

It is partxcularly 1mportant that the Department and the nation focus on the issue of dlsparltxes in
access to services and health status as major changes unfold in the systems through which care is
ﬁnanced and: dellvered : Indeed, ‘one of the Department’s strateglc goals for the next six years is

to ,'tmpro € the quelltyiof health care mth partlcular attention glven 10 the problem of dlsparmes :




The Department has selected six health problem areas to address as part of the Presuient’
Imtlatlve on Race: infant mortality, breast and cervical cancer, heart disease and stroke, dlabetes, \
'AIDS case rates, and child and adult immunizations. These focus areas are drawn from the
health objectives for the nation, Healthy People 2000. The targets to reduce these disparities
have been established in collaboration with the major national organizations that are active in .
addressmg health concerns for the affected populatlons The s1x focus areas w111 recelve pnonty

- To achleve the goals of the Pre31dent s Imtlatlve on Race wﬂl reqmre a reexammatlon and re-
- energlzmg of éxisting efforts within the Department. The Department must redouble its efforts
o assure that the needs of its customers are identified and addressed, and that Departmental

- efforts are commumcated as effectively as possible. The Department must broaden and
strengthen its partnerships with state and local governments, with national and reglonal mmonty
health and other minority-focused organizations, and with minority commmnty-based -
orgamzatlons--those who have the greatest access to and knowledge of the community. Finally,
~ the Department must ensure that adequate monitoring efforts are carried oiit, and that local and
national data necessary for determining priorities, and designing programs are available.

The Department has set forth an action plan for the next twelve months aimed at achieving
progress towards the six goals. In addition, the Secretary and the Assistant Secretary for Health
- will conduct strategic assessments for each of the six goals over the next year to assess whether
the Department and the nation are doing the right thir.gs to assure that the goals are met, and to
begin a broad national dialogue to identify the most effective actions to achieve progress in'these -
six areas, and by extension the other areas of disparity that must be addressed in the long term.
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Elumnate dmpgnttes in mfant mortahty rates, B : '
mcludmg death from Sudden Infant Death Syndrome (SIDS)

: A‘.‘"H‘IG I ,‘ ‘ ‘ . _'_‘__..‘ .......
14 ] o C T Bk
S 42] | |
10 ]
o
6.
4
2.

.0
S 1990

1991 1992 © 1993 1994 . 1995 - 1996

qrtallty Rate Basellnes. S - AL
Total:_ 7.2 per 1, ,000 live births - (1996 prehmmary data)
Black. 14.2 per 1,000 live births (1996 prellmmary data)
Whlte. 6 0 per 1 000 live blrths (1996 prehmmary data)

Data Source. Natlonal Vltal Staustlcs System natahtyfmortahty ﬁles CDC NCHS

- Penodlclty of data source: Annual. Prehmmary data for the total populatxon and for white. and

black subgroups are available nine months after the close of the data year; final data are available ,

16 months after the close of the data year. Data for other subgroups come from linked data
* sources’ and are not avallable until 21 months after the close of the year (due to inconsistencies in

i
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reportmg ethnic origin, birth and death files for Hlspamc and other minorities that must be lmked\
. before accurate statistics can be reported). Linked infant birth and death file data for 1995 will

~ be available this fall for Amencan Indlans and Alaska Natwes Puerto Rlcans and Natlve
Hawanans : : . :

. Background Although overall mfant mortallty rates have been deelunng, the declme in rates
~for a number of racial and ethnic groups 31gmﬁcantly lags behmd .the natlonal expenence A
' rin these vaned rates i is the substantlal rac'al dispar v.birth

o to Sudden Infant Death Syndrome (SlDS) Desplte 1mprovetnents in; recent years, SIDS still

. ; 'accounts for approxunately 10% of all infant deaths in the first: year: ‘of hfe Mmonty populations

_areat greater risk for SIDS, with rates. among blacks bemg two and orie half times that of whites;
and among some Amencan Indian and Alaska Natlve populatlons belng three to four times '
greater. Among blacks the SIDS rate has declined 18 percent between 1993 and 1995, the largest

' declme ever observed. However the disparity. between blacks and whites for SIDS remains

_ large , : g :

' ‘_' Sudden Infant Death Syndrome (SIDS) Rates for the Umted States by Race, 1990-1995.

‘ 250 _Rate per 100,000 lwe-bom infants

S X LA * .
200 | | T
. « ' .- T .-

~s Black
150 | |
100 7T BRRRRRAATE anweceeas ST

. B T .

-50. | "% White

1991 1992 1993 ¢ - 1994 1595

_ Race for mfants who dxed frorn SIDS was dctenmned by the race of cach 1nfant, and race for all hve~bom infants was
N gdetermmed by thc race ofthe mother ‘ . ; :

FE N

Sudden Infant Death Syndrome Rate Baselines: -
, * Total:- 74 2 per 100,000 live-born infants (1996 preliminary data)
g ’~ ‘ Black »178 6 per 100,000 live-born infants (1995) .
" White: 71.0 per 100,000 live-born infants (1995)
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‘Support a range of brologlcal and behavroral research to. better 1dent1fy the’ speclﬁc factors
eontnbutmg to the racial and ethnic drspantres assoolated wrth mfant death preterm :
"dehvery, low birth we1ght, SIDS and related adverse outeomes

: Form lmkages among public agencres and academlc, professronal busmess and othe' zrivate
ntrtres to address and promote coordmated research andvhealth and socml servxces ‘

. Promote the recrultment and trarmng of mmorrty researchers and the support of mmonty
 institutions that have 1mmed1ate access and can contrrbute to the care of high-risk
populatrons .

Actron Steps for the Next 12 Months

o Increase to 100% the number of States w1th a plan that addresses infant mortallty reduction

‘and the assocrated racial/ethnic dlspantres Emphasis will be placed on increasing- the
percentage of m1nor1ty pregnant women receiving prenatal care in the first tnmester

PN

O AllSO S_tates s&illzheve;active “Bael; to Sleep”,or SlDS risk redttction-campaigns

sleep to help reduce the merdence of SIDS. The campargn wrll expand efforts to reach
o rmnonty and ethmc populatrons (NTH HRSA CDC) R A
' : ;_; Cultural Competence in SIDS Servnce Delivery Systems° Complete a Task Force Report' '
S by Fall 1997 with recommendatlons for culturally competent strategres to 1mprove publlc L




Lt

: health campalgns and bereavement servxces for under served raclal and ethmc populations.
";(HRSA) AR R :

: SIDS and why SIDS mfants die, 2) develep effective 3 reemng tests that can identify infants
at. t:lsk hfor SIDS 3) develop eﬁ'ecttve pha.rmacologlc theraptes for high nsk‘mfants, and 4)

dress ‘t‘he needs of the mdmdual comtnum

'-‘S_tate MortahtylMorbxdlty Revxew Support NP;rg‘ s_{ Support up to, ﬁve States in thexr
"efforts to promote, coordinate, and sustain mox‘tehty and ‘morbidity review programs at state
and community levels. This wxll allow States to expand,,thelr focus to morbidities and
ditional populatlon groups. Emphasts wxll be placed on. developmg community and state
partnerships that utlhze the commumty-based review ﬁndmgs pertammg to service barriers
"*"and proposed systems changes to improve ramal dtspantles and other problems assGoifnad
thh poor pregnancy or Chlld health outcomes - (HRSA)

:Permatal Research Increase 1dent1ﬁcat10n of nsk factors and btologlcal markers for
" adverse pregnancy outcomes, (e.g., 'LBW and preterm blrths) as well as SIDS, among
" minorities, with the expectation of developing appropriate and effective interventions and
. treatments for clinical conditions. (NIH, HRSA, CDC) .

v



http:fl'Y�r~b~Cqi.'~~~~fuiri~~~~at.:~~~gi4;j";i~~::':r'-~~~:"':::!ir~t~~�,:~~j::~;~~i~~.to
mailto:l.I!gh,rjskinf@ts

Ellmmate dlspantles in breast and cervucal
. cancer screemng and management

the. percentage of women screened by mammogmphy and Pap tests can have srgmﬁcant impact
on the overall burden of suffering from these cancers. Our goal is'to contmue progress in getting
more women screened for these two cancers at the; appropnate age and time mtervals and to
eventually ehmmate dlspantles among all racial and ethnic groups in regards to’ screemng and
management S

€T

‘Our goal for the year 2000 for breast cancer screening is to increase to at least 60% those women
of all racial or ethnic groups aged 50 and older who have received a clinical breast exam and a -’
marnmogram within the preceding two years. This means we w111 ‘have to increase the screening
‘rate among white and black women by 7% from their 1994 level, American Indian and Alaska
‘Natives by 13 %, Hispanic women by 20%, and Asian and Pacific Islanders by 30% in order to
reach our goal under Healthy People--the nation’ s health obj; eetrves

Proportion of Women Aged 50 and Older Who Have Received a Clinical
Breast Examination and a Mammogram Within the Preceding Two Years,
United States, 1992 and 1994.

T 100% - - : , :
90% | - ‘ - 1992
80% 4 - - ‘
0% 4 . .
60% 7 L
[50%:
| 40%
30%
a0
110%™
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| : ’Breast'Cancer Screemng Rate Baselmes forv women > 50 years of age. o

after the close

Our goal,for the year 2000 fcr ‘cerv1cal cancer 1s to mcrease to at' least 85% the proportlon of all
;'women aged 18 and older who have recelved a Pap test wrthm the precedmg three years Thrs is

Pr portlon of\’V om en agcd 18 and. Older W ho Have Recelved a Pap Test
wnhin the Past Three Years, United States, 1992 and 1994 )

100%“-' "
B 1T O
- 80%. 4

“70% -]

60%
Cs0%
40%
30% o
- 20%

10% .
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Penodxcnty of Data Source. Data are avaxlable once every three ycars 31x months after the close
- of thé’ dat TR : ‘

The

Increase publlc educatlon campalgns to address ‘the benefits of* mammography, thereby
mcreasmg the propomons of women aged 50 70 who have 'had 4 screemng mammogram

Estabhsh the Healthy People goal as perfonnance meastires m I—[RSA anary Care
';’«Programs and as program expectanons for commnmty and mlgrant health centers across:
the natxon. ) - S

o Increase in the propomon of minority women 50 to 70 years of age who have had a
- mammogram and clinical breast exam in the past two years as measured by the 1998
.-Natlonal Health Intervnew Survey

1al Bresst. and Cemcal Cancer arly De ectlon Program bmlds the ‘
pubhc health mfrastruemre for breast and cervical cancer, early detection in States through
pubhc and provider educatlon, quality ¢ assurance, surveillance and partnershxp B
development This program offers free or low-cost mammography and Pap tests to ‘
medleally under served women, many of whom are minorities. Nearly l m1lllon
' sereemng tests have been performed since the program s mceptlon
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¢« . The Natlonal Cancer Instntute (NCI) is fundmg twelve regional conferences in FY 1997
- . on the recrmtment and retentlon of mmontles in chmcal trials. :

. ’ : The Mmonty Based Commumty Cllmcal Oncology Program whlch is one of the
- programs responsible for the propomonal representatlon of blacks and Hxspamcs in NCI
sponsored trcatmcni tnals n S T S

t;mcly, accurate cancer reglsmes in 42 Statés and the D1stnct of Columbla The NPCR
. "“enables reporting of cancer data by age ethmclty and geographxc regions and prov1des
. critical féedback to States for tracking cancer trends, targetmg and evaluatmg cancer
'f'control mtervcntlons and health resource planmng L .

e The Informatlon Action Councll of the Natlonal Actlon Plan on Breast Cancer % gt
" . developed a Bridge to Underserved Populations initiative. This initiative is exploring
- a variety of strategies for providing hard-to-reach populatlcns with breast cancer
mformatlon using the Internet. The IAC convened a series of regional meetings across
' the country to investigate and develop strategies for bndgmg the gap between the
underserved women and the Information Superh:ghway The meetmgs brought together
commumty based organizations, private organizations, and women from underserved
‘communities. The IAC plans to build partnerships with community based organizations -
in model pilot projects, that will ensure that undzrserved women have access to the
wealth of information about breast cancer avaxlable on the Information Superhlghway

. The Health Care Fmancmg Administration Medlcare Mammography Campalgn,
which was launched in conjunction with First Lady Hillary Rodham Clinton and the U.S.
Public Health Service’s Office on Women’s Health, encourages older women to use
Medlcare s mammography screenmg benefit. .

e Coverage of Mammography and Pap Smears Under Medicare and Medicaid. - -
B 'Under H.R. 2015, enacted in August 1997, mammography coverage under Medicare will
“ibe expanded to include annual screening mammograms for women over 39, with the cost-
~ ... 'sharing waived. Pelvic exams; clinical breast exams, and Pap smears will be covered
L é'ﬁj'f‘under Medxcarc every three years, with annual Pap smears for women at risk of -
RS devclopmg cervical cancer and those who have not had negative Pap smear in the past
7 “threé years. Cost-sharing would also be waived. The Health Care Fmancmg
‘Adm1mstrat10n has also sent letters to state Medncaxd Dlrectors urging them to provide
. coverage for annual screening mammograms for women aged 40 and older undcr
_ Medxcald ’

| 'o_ o HCFA w111 contmue projects with medlcai peer review orgamzatlons to measure. quahty
- of medlcal practice and assure that all Amencans recewe the same hlgh quahty health
care.
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o Ehmmate disparities in lteatt disease and stroke

t towards that end ‘we. have set near ' - the heart dlsease and
, ortality rates'among blacks by 25% from’ thelr ) evel by the year 2000; these are our
+ goals under Healthy People--the nation’s health obj: ectives. Although age-adjusted death rates
~ for cardlovascular disease among other minority groups are lower than the national average,
thére are subgroups within these populatlons that have high mortahty rates from heart disease
and stroke ‘We w1El develop strategles to reduce these mortahty rates as well

: Ratesef Coronary Heart,Disease (CHD) Deaths,{ United States, 1992-1995.

v18° T age-adjusted rate per 100 000
160 |

120} | "
10 | T ~  White

80 |
. 604
404

0} eart Dlsease Mortahty Rate Baselmes. Sl 5
e A}Total 108 ‘per 100,000 persons (age-adjusted) (1995)
. <" 'White: 105 per 100,000 persons (age-adjusted) (1995)
"~ . Black: 147 per 100,000 persons (age-adjusted) (1995) -
' American Indian/Alaska Natives: 76 per 100,000 persons (age adjusted) (1995)
. Asian/Pacific Islandew 63 per 100 000 persons (age-adjusted) (1995)
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} Penodicity of Data Source. Data are currently avallable on an annual basm approxnmately 16 A
months afterthe close ofthe datayear oo




' stcussron. .The age-adjusted death rate for coronary heart disease for the total pOpulatlon

‘deéclined by 20% from 1987 to 1995; for blacks, the overall decrease was only 13 percent.

- Within similarly insured populatrons such as Medlcare reelptents there are significant disparities

' between blacks and whites in the use of certain dragnostlc procedures for heart disease that
cannot be explained by differences in the severity of symptoms. "Racial and ethmc minorities

 also have higher rates of hypertensron tend to devel hgpertensron at an earher age,. and are

LR e

.less hkelyft—o be undergomg treatment to control thiei ghﬁblood pressure urth"rmore the

:‘:'.F oster eﬂ'orts by pubhc and pnvate health-related orgamzanons to dlssemmate and

T < implement current knowledge about preventlon and treatrnent of eardlovascular disease

.« Further explore issues of cardlovascular nsk factors to def‘me more clearly those S
'v'pOpulatlons that are at increased risk for eardxovascular dlsease

. 7Conduct research to 1dent1fy genetic deterrmnants of elevated nsk
. Establlsh the Healthy People goals as performance measures in HRSA anary Care

- Programs and as program expectations for community and mlgrant health centers across '
: the nation. - :

Action Steps for the Next 12 Months

©  Evaluate results of the Latino Community Cardiovascular Disease Prevention and |
Outreach Initiative and use ﬁndings for planning a national strategy. .

> Implement selected program outreach strategles as reﬂected in the NHLBI Ad Hoc
Comrmttee on Mmonty Populations 5- Year Strategtc Plan developed in FY 97
’Imtlate a new Asran/Pacrﬁc Islander American Cardlovascular Dlsease Preventton
Imtxatlve ' T *

LR

Imttate a new coronary heart disease professwnal medlcal educatlon Websxte for health
professnonals who prowde care to black pat1ents ‘

Q Dlssemmate w1dely the training materials on cultural competence so that health care -
provxders have information that is relevant to greater patlent comphanee and better
‘ outcomes '

abe el e f e T
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| Ex mples of ngrams that Support thls Strategy

The Afncan Amencan Commumty Cardwvascular Dlsease Preventwn and
Outreach Initiative, established by the Natwnal Heart, Lung, and Blood Instxtute
“(NHLBI) in 1992 As a part of this 1mt1at1ve, the NHLBI worlfs with the Natlonal

‘Medical Assocxauon, Assoc1at10n of Blae Cardiologists, National Black Nurses’

;‘tabhshed in 1995 by the NHLBL This mmatlve i ’composcd Qf local prcgects that
” involve community members in health promotlon d disease vennon programs;
- develop culturally appropriate and language-specxﬁc matenals, involve existing -
community organizations and services; use select mﬂuentlal medla and iricorporate

local projects to a national effort.

- . - ‘L.eBulldmg Healthy Hearts for Amencan Indmns and Alaska Natxves was estabhshed in -

~*.1996 by the NHLBI. It seeks to increase awareness and knowledge of risk factors for
. cardiovascular dlseases, which account for nearly a quarter of all American Indians and
.. Alaska Native deaths. The initiative develops heart health promotion strategies that
~ address needs and incorporate culture, tradition, lifestyles and values of Native Peoples.

s . . leie'S'meking Cessation Strategies for Minorities Initiative has been conducted By the

'NHLBI since 1989 to stimulate development of culturally specific smoking cessation and

relapse prevention programs for under served minorities. The program developed data on
“smoking prevalence, acceptability of programs, and incentives that are effective in
recrumng and retammg individuals in smokmg cessation programs,

. lmprovmg Hypertensive Care for Inner Clty Mmorltles 1sa research program
- _initiated by the NHLBI in 1993 to develop and then evaluate the feasibility, acceptability,
S 3and effectiveness of various methods of maintaining therapy and control of hypertension
R "n inner c1ty mmonty groups . -

[ he Centers for Dlsease Control and Preventnon $ vaxslon of Numtxon and Phys1ca1
Achv1ty oversees WISEWOMAN which targets Hlspamc women who are ‘50 years of

2 or older, do not qualify for Medicaid, "and do not have medlcal insurance. “This

ect,. .conducted in three states, aims to deternnne whethcr a comprehensxve program to
¢reefi women for cardiovascular disease is fea31ble and effectwe and whether a physical'
. mterventlon activity is beneficial. ‘

Latino Commumty‘ Cardlovascular I treach Imtlatlve, l

" positive community lifestyles, values, and bellefs ‘Plans’ are underway to transition these -
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Lower Extremity Amputation (LEA)

o EndStage
Renal Dzsease (ESRD)

»\. .

Data Source* Numerator' Natlonal Hospxtal Dlscharge Survey, CDC NCHS
o Denommator. Natlonal Health Intervxew Survey, CDC NCHS




2 Penodxcxty of data source: Data are currently avmlable on an annual basm, 22 months after
"clo""fthedatayear TR e T

' End;Stage Renal Dlsease Basehnes. .

4“per 1 ooo persons w1th dlabetés (1992199_

CC

prevalén “'rate of diabetes among American Indlan/Alaska Natlves is moré than twice that for
'the total populatmns (73 per 1,000 in 1994 oompared to 30 per 1, 000) Dlabetes rates are also
-,hlgh for Puerto Ricans, Mexican-Americans, Cuban—Amencans Native Hawanans and certaiii
vsubgroupsdof Aman Amencans Rates for dlabetes-related comphcatxons such as end-stage renal
dise éhd.amputatlons are also higher among 1 blacks and American Indians.a as. compared to the.
total population.- Even with sxmllarly insured populatlons such as Medicare recipients, blacks are
more likely than whites to be hospitalized for amputations, septicemia and debridement--signs of
poor. dnabet:c control. Complication rates as outcome measures may not be sensitive indicators
of T progress regardmg this ititiative on ehmmatmg racial dlsparmes. We will continue to monitor
behavmral practices and health care access issues as indicators of success in acheiving a
reductlon in dlsparltles. Examples of these mdlcators mclude d1abetes-spec1ﬁc preventive care
-such as self-momtonng of glucose, clinic visits, diabetic foot care, dilated eye exams. These
measures can be tracked by modlﬁcatlons of some currently available sources that will provide
annual data

f Strategy for Achlevmg the Goal




' m'olled in the DPP w111 be frorn those populanons

Dlabetes Preventlon Studles in Mmonty Populatmns.{ The NIDDK contmues to
-enicourage mcreased research efforts on the dlsr‘ropomonate impact of diabetes in

.. " minority populatlons, including blacks, Hlspamcs Asmn and Paclﬁc Islanders Alaska
o ] Natlvcs and Native Amencans and I—Iawauans

« Natlonal Dmbetes Data Group (NDDG) The NDDG contmues its collaborauon with
- the; Natlonal Center for Health Statistics in the diabetes component of the Third National
Co Health and Nutrmon Examination Survey. The NDDG also is continuing analyses of the
iahctcs component in: the 1989 Natlonal Health Interv1ew Survey of the NCHS In

Emphasxs is on underscwed populatl' i s, teachmg patlents 0 properly test and
for thelr feet to ehmmate causes of amputatlon. ) 7' .

The Indlan Health Servncc has estabhshed 19 model dxabetes centers to address the
preventlon and treatment of Type I diabetes.: In. 1998, the HS will begm a 5 year effort
.fto substantively increase its treatment and preventlon capaclty w1th funds ($30 xmlhon
per vyear) provxded by the Budget Reconc111at10n Act - :
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- Reduce dlspantles in AIDS case rates among racml]ethmc
: ,populatlons through mcreased knowledge of HIV serostatus

'.Medl aid, Medlcare and HRSA’s Ryan’ thte CARE-Act: rly“and equal access to
llfe-enhancmg health care and appropriate drug theraples for at least 75% of low income persons.
‘ hvmg with }HV!AIDS We will establish educational outreach to all major medlcal providers to
‘assure that the current standard of clinical care is achieved for all persons living with HIV/AIDS,
mcludmg Medlca.ld—ehglble women and children wnh HIV 1nfect10n

AIDS Case Rates in Persons > 13 years, of age by Race/Ethmcnty, -
United States, 1996

1 20 ‘..‘r"a‘tve’pe.r'_ltlior,l)oo persén’s
1‘00
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. ] .4;per 100,000 1996
: Wlut" 16.2 per 100,000 1996
115.3 per. 100,000 1996
Lo Hlspamc' 55.8 per 100,000 1996 ‘
' Amencan Indlan!Alaska Native (AI/AN) 14.1 per 100 000
*Asmn and Paclﬁc Islanders (APT) 7.5 per 100, 000

ey -




’Adult/Adolescent AIDS Repomng System CDC

B Dhta Sotit;ce°

g Penodlclty of data source.;Annual;l Data ‘are avallable three months aﬁer the close of the data

:legseltss1on. Of cases reported among women and cmldren ‘more. than 75 percent are among

: fr“:;cuﬂ'and ethmc ‘minoritiés. - AIDS cases and1 new mfectlons related to injecting drug use appear

tobe’ mcreasmgly concentrated in minorities; of these cases almost '3/4 were among minority

populatlons (50% Afrtcan American and 24% Hlspamc) Dunng 1995-96, AIDS death rates
declined 19% for the total U.S. population, while declmmg onily-10% for blacks and 16% for

" Hispanic :;Contnbutmg factors for these mortality disparities include late 1dent1ficatlon of
dlsease, lack of health insurance to pay for drug therapies, differential access to HIV primary

" care, and mcons1stency in the level of HIV education and experience among physicians treating
historically disenfranchised groups. The cost of efficacious treatment, between $10,000-$12,000
per patient per year, is a major hurdle in the effort to assure equitable access to avaxlable drug

therapies. .

' Strategy for Achlevmg the Goal




rrecnon and drug treatment facrlmes

‘ C') ~Implement the Ofﬁce of* Drug Pncmg rebate program for the AIDS Drug Assxstance :
B Programs to mcrease the buymg power of Federal State, and local funds allotted to these -
L programs
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HRSA’s Tltle III Early Intervenhon Servnces :Pro’*’ am prowdes grant ‘support - for

B outpauent HIV. early intervention and primary care ser\;lces for low-income,  medically under

sérved individuals, primarily people of color in existing primary care systems. The objective

* of these programs is.to maximize access to comprehensive and continuing clinical and

. .-supportive care for populations that have been dlsproportlonately affected by the AIDS.

'j'epxdemlc. Currently, approximately two-tlurds of the clients who receive primary care
services at Tltle I programs are membcrs of iacial and ethmc mmonty groups.

HRSA continues to publish "HIV Care Access Issues" -- a technical assistance series of
reports that identify barriers and strategies to overcome barriers to HIV care among specific
populatxon groups €., black, Hispanics, Native Amencans and As1an Americans.

¢

g \‘:HRSA’s AIDS Drug Assistance Programs (ADAP) serve mdmduals from rac1al/ethmc
-»-mmormes- in approx1mate proportlon to their- cumulatlve representatxon m the epxdemlc to
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’Whlte 'Bléék : Hlspanic AIIAN , API

: Cluldhood Immumzatmn Rnte Baselmes. S e e
“Total: 78 % - (1996) e

. White: 80% - (1996) ; S T

Blnclc 76%.. (1996) R

Hlspamc. 73 % (1996) -

- American Indian/Alaska Native (AI/AN) 81% (1996)
Asmanaclﬁc Islanders (API): 81% . (1996) o

Data Source. Natlonal Immumzanon Survey, CDC NCHS
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- Perlodlclty‘of Data Source* Data are reported semi- annually, elght months aﬁer the close of the
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1s'a dlspropomonate burden of these vaccme—’p"reventabl C: dlséases in

Lo

ate.a percentnge -

lBIack
Hispanic
lAPl :

Inﬂuenza o Pneumococcal

'Samp!e size for American Indian/Alaska Native was too smaii to quantify

5% (1994)
57% (1994)

Hls mc 8% (1994)
tht¢-31% (1994) e
ack 15% (1994) ... Lol LR TEL
Vpamc. 14% (1994) s e IR )
_,lan/Pacnﬁc Islander. 14% (1994) Ce
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.1:~ CII 1s a comprehenswe eﬂ'ort designed to marshal efforts of the publlc and pnvate
secters, health care professxonals and volunteer orgamzauons

WEIRIATS SR e

. I uragm outrcachito al ni '”through;'Medlcare‘beneﬁcmry 'ducatlo efforts wnth

Develop and promote use of soﬁware to assess vaecmanon practlees and track
vaccmatmns levels: L - : S




B - - .

“Increase emphams on 1mmmnzat10ns by supportmg collaboratlve actlvmes to enhance

nt of State and

" e
N

Develop and 1mplement State and commumty 1mmumzat10n reglstnes asa
- .cornerstone to increase and sustam vacematlon coverage rates to prevent

. outbreaks of dlsease. :
e - Target a range of i interventions to address pockets of need in each State or major
o mty " :
T e Contmue implementing proven mterventlons, such as WIC!Immumzatlon

linkages and assessment of coverage levels in prov1der settings.

e 'I'he DHHS Actlon Plan for Adult Immumzatlon identifies key steps for each
7 agency to implement to increase adult immunization levels, including efforts
;targeted at populatlons with an mcreased burden of vaocme—preventable dxseases.

‘The Natlonal Coalmon for Adult Immumzatlon (N CAI) w1th about 100

“members, cooperates in natlonwrde mformatxonal and educatlonai progréms to
promote adult 1mmumzatlon actwmes. LI , R

o HCFA’s Honzon s Pllot Prcgect targets black Medlcare beneﬁcnanes in elght
southem States by working with Historically Black Colleges. and Universities and -

.. - HCFA’s Quality Improvement Orgamzatlons to rmprove mﬂuenza vaccmatlon
IR levels

. CDC is collaborating with HRSA to conduct a quality impro&ement»p;bject ina
© - limited number of Community/Migrant Health Center (C/MHC) sites targeting

s

hidcsesniinds
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Ellmmatmg Disparities in Health

In support of the President’s Imtxatxve on Race, the Departmcnt of Health and Human Semces
has 1dennﬁed six areas in which racial and ethnic minorities experience serious disparities in
access to health services and in health status. The leadership and resources of the Dcpartment
will be committed to achieving significant reductions in these disparities by the Year 2000, with
the ultimate goal of eliminating these disparities: Through this effort, we wﬂl contnbutc to
meeung three of the five central goals of the Pre31dent’s Imtlatlve on Race e

educate the nation about the facts surroundmg the issue of racex '

. " promote a constructive dnalogue to conﬁ'ont and work through the difficult and
' controversial issues surrounding race :

. . ﬁnd, develop and imple.mcn‘t' solutions in critical areas such as health care for
' individuals, communities, corporations and government at all levels.

‘A national focus on health disparities is needed given the compelling evidence that race and ;-
ethnicity correlate with persistent, and often increasing, health disparities between populations. in
the United States. Indeed, despite significant progress in the overall health of the nation, as e
documented in Health, United States, the annual report card on the health status of the American -
people, there are continuing disparities in the burden of death and illness experienced by Blacks,
Hispanics, American Indians and Alaska Natives and Asians and Pacific Islanders as compared -

to the U.S. population as a whole. The demographic changes that will unfold over the next
several decades heighten the importance of addressing the issue of disparities in health status:
Groups that currently experience poorer health status will increase as a proportion of the total 4
populauon Therefore, the future health of the American people will be substantxally mﬂuenced '
by our success in 1mprov1ng the health of racial and ethnic minorities.

~ Itis particularly important that the Department and the nation focus on the issue of disparities in
" .. access to services and health status as major changes unfold in the systems through which care is
ﬁnanced and delivered. Indeed, one of the Department’s strategic goals for the next six years is
to 1mp ove the quality of health care, with particular attention given to the problem of disparities
‘ m access to quahty services. However, itis 1mportant to note. that improvements in :prevention




The Department has selected six health problem areas to address as part of the President’s
 Initiative on Race: infant mortality, breast and cervical cancer, heart disease and stroke, diabetes,
AIDS case rates, and child and adult immunizations. These focus areas are drawn from the -~
health objectives for the nation, Healthy People 2000. The targets to reduce these disparities -
have been established in collaboration with the major national organizations that are active in
addressing health concerns for the affected populatlons The six focus areas will receive priority -
attention because achieving these goals will make an important contribution to improving the -
‘health of racial and ethnic minoritiés. - In the process we will also learn how to more effectively
target strategies and resources to address other problem areas. This exercise will contribute
materially to our longer term objectlve of substantlally elumnatmg dxspantles in health status by
the year 2010. ‘ :

’To achieve the goals of the President’s Initiative on Race will require a reexamination and re-
energizing of existing efforts within the Department. The Department must redouble its efforts
to assure that the needs of its customers are 1dent1ﬁed and addressed, and that Departmental
efforts are communicated as effectively as possible. The Department must broaden and

~ strengthen its partnerships with state and local governments, with national and regional minority -
health and other minority-focused organizations, and with minority community-based
organizations--those who have the greatest access to and knowledge of the community. Finally, "
the Department must ensure that-adequate monitoring efforts are carried out, and that local and
national data necessary forvdetermining priorit_ics, and designing’ 'pr_ogrsms’are a’vail%ible.

‘The Department has set forth an' actxon plan for the next twelve months’ axmed at ach1evmg
progress towards the six goals. In-addition, the Secretary and the Assistant Secretary for Health -
will conduct strategic assessments for each of the six goals over the next year to assess whether
the Department and the-nation are doing the right things to assure that the goals are mct, and to

- begin a broad national dialogue to- identify the most effective actions to achieve progress in these

six areas, and by extension the other areas of’ dlSpanty that must be addresscd in the long term.




Elmunate dxspantxes in infant mortality rates,
including death from Sudden Infant Death Syndrome (SIDS)

whosc rate is ncarly 2 ¥ times as great as whites, by at least 20% from thclr 1996 rate by the
Year 2000. . We will also work to reduce infant mortality rates among American Indians and
Alaska Natives, Puerto Ricans, and Native Hawaiians whose rates are also above the national ' -
average. These are our goals under Healthy People--the nation’s health objectives.

Infant Mortahty Ratw for the Umted Statw by Race, 1990 1996

18 a _rgte per 1,000 live births
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reportmg ethmc ongm birth and death ﬁles for Hxspamc and other minorities that must be linked
before accurate statistics can be reported). Linked infant birth and death file data for 1995 will
be available this. fall for Amencan Indians and Alaska Nanves Puerto Ricans, and Native

‘ Hawauans

‘ Background° Although overall mfant mortallty rates have been declmmg, the declme in rates
for a number of racial and ethnic groups significantly lags behind the national experience. A
major factor in these varied rates is the substantial racial disparity in. low birth ‘weight and
preterm birth. Much of the declme in overall rates can be traced to.research advances, better
understanding and treatment of respiratory distress syndrome as well as reductions in deaths due
to Sudden Infant Death Syndrome (SIDS). Despite improvements in recent years, SIDS still
accounts for approxxmately 10% of all infant deaths in' the first year of life. Minority populations

~are at greater risk for SIDS, with rates among blacks being two and one half times that of whites,

and among some.American Indian and Alaska Native populations being three to four times
greater. Among blacks the SIDS rate has declined 18 percent between 1993 and 1995, the largest
declme ever observed However the dlspanty between blacks and whltes for SIDS remams

large ‘ . y . v ,

i

. l_Sudden Infant Death Syndrome (SIDS) Rates for the Umted States by Race, 1990-1995.

250 Rate per 100, 000 live-born infants
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. Data Source: National Vital Staiistics System mortality data, CD(I; NCHS

Periodicity of data source: Annual Prehmmary data for the total populatlon are available nine
months after the close of the data year; final data that mclude racial subgroups are avmlable 16
months aﬁer the close of the data year. ‘

St‘ ategy for Achlevmg the Goal

: :Prowde enhanced prenatal services to low-mcome pregnant women by bmldmg

commumty-based outreach and faxmly-oentered mfrastrucmres in communities with high
rates of infant mortality, morbidity, and poverty.

Support a range of blologlcal and behavmral research to better 1dent1fy the specific factors
contributing to the racial and ethnic disparities associated with infant death, preterm

" delivery, low birth weight, SIDS, and related adverse outcomes.

Form linkages among public agencies and academic, professional, business and othe: rivate

entities to address and promote coordinated research and health and social services.

Promote the recruitmerit and tralrnng of rmnorlty researches and the suppoﬂ of mmorlty

 institutions that have immediate access and can contribute to the care of high-risk

populatlons

- Action Steps for the Next 12 Months

o

Increase to 100% the number of States with a plan that addressesmfant mortality reduction
and the associated racial/ethnic disparities. Emphasis will be placed on increasing the
percentage of minority pregnant women receiving prenatal care in the first trimester.

- All50 Srates will have aCﬁve “Back to Sleep’% or SIDS risk rednction campaigns




health campaigns and bereavement services for under served rac1a1 and ‘ethnic populatlons
HRSA) T .

. 'SIDS-Related Research: Support research to 1) better understand the physiologic causes of
SIDS and why SIDS infants die, 2) develop effectlve screening tests that can identify infants
at risk for SIDS, 3) develop effective pharmacologlc therapies for high nsk mfants and 4)
define spec1ﬁc pattems of nsk in racial populatlons (NIH)

. ' ‘»"‘Healthy Start Imtlatlve° Fund approxxmately 40 new hlgh-nsk commumtles to unplement
~ one or more of the community-based strategies to reduce infant mortality determmed to best
: address the needs of the individual commumty (HRSA) :

. State Mortnlity/Morbidity Review Support. Programs* Support up to five States in their
‘ efforts to promote, coordinate, and sustain mortallty and morbldity review programs at state
- and community levels: This will allow States to expand their focus to morbidities and ‘
' . additional population groups Emphasis will be placed on developmg community and state
‘ partnershlps that utilize the commumty—based review findings pertaining to service barriers
and proposed systems changes to improve racial disparities and other problems assocxaxed
w1th poor pregnancy or child health outcomes (HRSA) '

. Permatal Research: Increase identification of nsk factors and bxologlcal markers for
=adverse pregnancy ‘outcomes, (e.g., LBW:and preterm births), as 'well as SIDS, among
~minorities, with the expectanon of developing appropriate and effective mterventxons and
* treatments for clinical condmons (NIH HRSA, CDC) ' :




GOAL 2 '\ CEliminate disparities in breast and cervical
cancer screening and management.

Cancer is the second leading cause of death for all women. Disparxtxes in breas‘ and cervical -
cancer incidence and death rates occur among various racial and ethnic groups. Screening to
detect early disease is critical in the management of these two cancers. Even small changes in
the percentage of women screened by mammography and Pap tests can have 31gmficant impact

.on the overall burden of suffering from these cancers. Our goal is to continue progress in getting

more women screened for these two cancers at the appropriate age and time intervals, and to
eventually eliminate disparities among all racial and ethnic groups in regards to screening and
management.

Brea er:

Our goal for the year 2000 for breast cancer screening is to increase to at least 60% those women
of all racial or ethnic groups aged 50 and older who have received a clinical breast exam and a
mammogram within the precedmg two years. This means we will have to increase the screening:
rate among white and black women by 7% from their 1994 level, American Indian and Alaska
Natives by 13 %, Hispanic women by 20%, and Asian and Pacific Islanders by 30% in order to.
reach our goal under Healthy People-~the nation’s health Obj ectlves ‘

Proportion of Women Aged 50 and Older Who Have Received a Clinical .
Breast Examination and a Mammogram Within the Preceding Two Years, .
United States, 1992 and 1994. : : : «
100% - : ' : ‘ ' . : ‘
 90% -
- 80%
v 70%;“ |
60%
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S Breast Cancer Screemng Rate Baselmes for women > 50 years of age-' e
- . Total: 56% (1994) | B e
White: 56% - (1994) - ey - V
Black: 56% (1994) o _ B o
Hispanic: 50 % (1994) ' D
Amencan Indian/Alaska Native. (AI/AN) '53% (1994) T .

Asxan and Pacific Islanders (API) 46% (1994) T o

Penodncnty of Data Source. Data are avallable once every three years As:x months aﬁer the close
ofthedatayear . R - . - ~

I Our goal for the year 2000 for cemcal cancer is to increase to at least 85% the proportion of all :
‘women aged 18 and older who have received a Pap test within the preceding three years ThlS is '
our goal under Healthy People--the natlon s health Ob_] ect1ves ' o R ,

. S | . RN K T . 5 LN i NCIE T ) . .

Proportion ofW omen aged 18-and Older W ho Have Reccwed a’ Pap Test
itbin the Past Tbree Years, Unlted States 1992 and 1994 -

100%'
0%
80%




"Periodicity of Data Source: Data are avallable once every three years six months after the close
of the- data year. o ‘

Discussii)n: Black women have a 30% greater risk-of dying from breast cancer than white
women, despite an overall lower risk of acquiring breast cancer in the first place. This higher
‘death rate among blacks is most likely due to later diagnosis and treatment, hence the need for -
better cancer screening and management among mmonty populations. Furthermore, the breast
’"death rate decreased 10 percent for white women during 1980-1995, while it increased 18
reent for black women. These disparities hold trug for cemcal cancer as wel[ ‘where the death
B f'hxgher for black (5.2 per 100,000 in 1995) and Hlspamc women (3 1 per 100 ,000) than

' .?for the total populahon 2.5 per 100,000). A

Strategy for Achxevmg the Goal .

. Increase publlc education campalgns to address the benefits of mammography, thereby

mcreasmg the proportions of women aged 50-70 who have had a screenmg mammogram
in the prior two years ' -

. Provlde access to optlmal care for minority women.
. ‘Establish the Healthy People goal as performance measures in HRSA Primary Care
Programs and as program expectauons for commumty and migrant health’ centers across
the nation. - : :

v«Action 'Stepe foi— the ‘Next 12 ,mdnths |

~C>‘ " ':Increase in the propomon of minority women 50 to 70 years of age who have had a
- mammogram and clinical breast exam in the past two years as measured by the 1998
Natlonal Health Intervrew Survey L

=3 -~ Increase the propertiorrbf mihority wofneh aged 18 and above who have had a Pap test
- .inthe pnor three years as- measm‘ed by the 1998 Natlonal Health Intervrew Survey |

Expand access to screemng and txeatment to underserved women. through the Breast and

ublic and provnder educatlon, quality assurance;
\evelopment, Thls program oﬁ‘ers free or Iew-co




S

: The Natlonal Cancer Instltute (NCI) is fundmg twelve reglonal conferences m F Y 1997
= o the recrumnent and retentlon of mmormes in clmlcal tnals

| ‘,.The Mnnonty Based Commumty Chmcal Oncology Program wlnch is one of the .
-programs respons1ble for the propomonal representatxon of blacks and Hxspamcs in NCI

o sponsored treatment tnals NI

_The Natmnal Black Leadershlp Imtlatxve on Cancer and I‘he Natlonal Hlspamc »
Leadershlp Inmatlve on Cancer are 1mportant pubhc educanon programs workmg in -

o iﬁ.jconcert w1th the NCI’s Oﬁice of Cancer Commumcatxon

' .The Natlonal Program of Cancer Reglstnes (N PCR), whlch supports oomprehensnve

txmely, accurate cancer registries in 42 States and the District of Columbla. The NPCR
.enables reportmg of cancer data by age; ethmcxty and geographic regions and provides
critical feedback to States for trackmg cancer trends, targetmg and evaluatmg cancer :

B oontrol 1ntervent10ns and health resouroe planmng

~3 . .

v'..‘-The Informanon Actlon Council of the Natlonal Actxon Plan on Breast Cancer has
v .‘developed a Bridge to Underserved Populations initiative.. This initiative is explonng
a variety of stxategles for provxdmg hard-to-reach populatlons w1th breast cancer

" information using the Internet. The IAC corivened a series of reglonal meetmgs across

underservéd women and the Information Superhlghway The meetings brought together

~ the country to mvestlgate and develop strategles for brldgmg the gap between the -~ -~ R o .
‘ _ community based organizations; private organizations, and women from underserved

. i-:’commumtxes The IAC plans to build partnerships with community. based orgamzatlons

“in model pllot pro_;ects that will ensure- that underserved women have access to the
» .wealth of mformatlon about breast cancer avallable on the Informatlon Superhl ghway

Y

. . The Health Care Fmancmg Admlmstratlon Medlcare Mammography Campalgn, .

2 which was launched i in conjunction with First Lady Hlllary Rodham Clinton and the U. S
" Public Health Service’ s.Office on Women'’s. Health encourages older women to use

R AMedlcare 'S rnammography screenmg beneﬁt

g ?'Coverage of Mammography and Pap Smears Under Medxcare and Medicald - ta




e

* The Minority Women’s Health Initiative of the PHS Office on Women’s Health
(OWH) was developed in response to recommendations made during the PHS OWH
Minority Women’s Health Conference in January 1997. This initiative will target breast
cancer in minority women as a top priority.

. The Federal Coordinating Committee on Breast Cancer will be awarding up to $3
nulhon in fiscal year 1997 to supplement existing programs as well as to support

approved but unfunded projects that are targeted towards reducing breast cancer in

"”"derserved populatmns These funds wﬁl be dxstributed to all ag‘ : cxes of the federal

B 1




Eliminate disparities in heart disease and stroke

Cardiovascular disease, particularly heart disease and stroke, kills nearly as many Americans as
all other diseases combined and is also one of the major causes of disability in the United States.
Our goal is to continue progress in reducing the overall death rates from heart disease and stroke,
and to eventually eliminate disparities among all racial and ethnic groups. In order to have the
greatest impact towards that end, we have set near term goals of reducing the heart disease and
stroke mortality rates among blacks by 25% from their 1995 level by the year 2000; these are our
goals under Healthy People--the nation’s health objectives. Although age-adjusted death rates
for cardiovascular disease among other minority groups are lower than the national average,
there are subgroups within these populatlons that have high mortality rates from heart disease
and stroke. We will develop strategies to reduce these mortality rates as well.

Rates of Coronary Heart Disease (CHD) Deaths, United States, 1992-1995.
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Data Source: National Vital Statistics System mortality files, CDC, NCHS

Periodicity of Data Source~ Data are currently avaxlable on an annual basxs approxzmately 16
‘monthsaﬁerthecloseofﬂxedatayear “ L R T

Mortahty data are collected on mmonty subgroups, however denommator data for total Hlspamc
populanon reqmres special data runs from Census to estnmate the populatlcn smsvas' of July 1of
the data yesr. These data are available approx1mately 28-30 months follo th ‘

S

(19'95 data will be available in fall 1997

- Mortahty data are oollected on Asnan/Pacxﬁc Islander subpopulatlons However the latest
denonnnator data avallable from Census for these subpopulatlons is 1990 :

Rates of Stroke Deaths, Umted States, 1992-1995
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‘Discussion: The age-adjusted death rate for coronary heart disease for the total population .
declined by 20% from 1987 to 1995; for blacks, the overall decrease was only 13 percent. '

~ Within similarly insured populations such as Medicare recipients, there are significant disparities

between blacks and whites in the use of certain diagnostic procedures for heart disease that

cannot be explained by differences in the severity of symptoms. Racial and ethnic minorities -

also have higher rates of hypertension, tend to develop hypertensnon at an earlier age, and are

less llkely to be undergoing treatment to control their high blood pressure. Furthermore, the

rates for i'egulax screening for cholesterol, another risk factor for heart disease, show disparities

‘ acial and ethnic minorities—only 50%of Amierican In 1anszlaska Natives, 44% of

Asxan ' encans and 38% of Hxspamcs have had then' cholcsterol checked W1thm the past two

' Strategy for Achxevmg the Goal

P . | F oster efforts by public and private health-related orgamzauons to disseminate and
~ implement current knowledge about preventlon and treatment of cardiovascular disease

« . Further explore issues of cardlovascular nsk factors to define more clearly those-
populatxons that are at mcreased nsk for cardtovascular disease.

«  Conduct research to identify genetic determinants of elevated risk.. S
. Establish the Healthy People goals as ﬁerft)nnanoc measures in HRSA Primary Care .

, Programs and as program expectatnons for commumty and nugmnt health centers across -
the nation. . « : o

' Action Steps for the Neit 12"M<\)l'1ths-ﬂ' o " o

-0 | Evaluate results of the Latlno Commumty Cardiovascular Disease Preventmn and
Gutreach Initiative and use ﬁndmgs for plamung a natlonal strategy ’

Q Implemcnt selected pmgram outreach strateglcs as reﬂected in the NHLBI Ad Hoc
. Commlttee on Mmonty Populatlons 5-Year Stratcglc Plan devcloped in F Y 97




. Examples of Programs that Support this Strategy

e . The African American Community Cardiovascular Disease Prevention and
Outreach Imtlatlve established by. the National Heart, Lung, and Blood Instltute
“(NHLBI) in 1992. As a part of this initiative, the NHLBI works with the Natxonal

Medical Association, Association of Black Cardiologists, Natlonal Black Nurses’

: :’Assoclatlon, and lustoncally black medical colleges and umversmes medical schools to

| develop and- nnplement connnumty~based cardlovascular dlsease preventlon and

on progects for mner—cnty blacks e ST e

o ‘The Latmo Commumty Cardlovascular Dlsease Prevention and Outreach Imtlatlve,
cstabllshed in 1995 by the NHLBI. This initiative is composed of local projects that

. involve community members in health promotion and disease prevention programs

. dcvelop culturally appropriate and language-specxﬁc materials; involve existing -
community organizations and services; use select influential media; and incorporate-
_positive community lifestyles, values, and bellcfs Plans are underway to transmon these ;

: local pro_|ects toa natlonal cffort : :

.. Building Healthy Hearts for Amencan Indlans and Alaska Natives was estabhshed in .
- 1996 by the NHLBI. It seeks to increase awareness and knowledge of risk factors for
: « Acardxovascular diseases, which account for nearly a quarter of all American Indians and
. o Alaska Native deaths. The initiative develops-heart health promotion stmtegles that
A address needs and mcorporate culture tradluon, leestyles and values of Native Peoples

o The Smokmg Cessation Strategles for Mmontles Initiative has been conducted by the -
“"NHLBI since 1989 to stimulate development of culturally specific smoking cessation and
relapse prevention programs for under served minorities. The program developed data on
'smoking. prevalcnce acceptability of programs, and incentives that are effectlve in"~
recrultmg and rctammg 1nd1v1duals in smokmg cessatlon programs. ’ :

e '. Improvmg Hypertensnve Care for Inner Clty Mmontles is a research’ program
initiated by the NHLBI in 1993 to develop and then evaluate the feasibility, acceptability,
: and_ effoctweness of various methods of mamtammg thcrapy and control of hypertensmn '




Eliminate disparities in diabetes-related
complications. -

GOAL 4

AAAAA

Dxabetes, the scventh leadmg cause of death in the Umtcd States, is a serious pubhc health
:-problem aﬁ'ectmg 16 million Americans, with dlspantlcs among racial and ethnic groups in the
rate of diabetes-related comphcatlons Our goal is to continue progress in reducmg the overall
rate of dlabctlc comphcatmns among all person with diabetes, and to eventually eliminate
dlspannes among groups. As a major step towards that end, we have set a near term goal of
reducing the rate of end stage renal disease from diabetes among blacks and American
Indians/Alaska Natives with diabetes by 65% from their 1995 levels by the year 2000. In
addition, by the year 2000, we will reduce lower extremity amputation rates from diabetes among
blacks by 40% from their 1995 levels. These are our goals under Healthy People--the nation’s
health ObjCCtlveS Rates of diabetes complications among Hispanics are also high; however;
existing data do not permit us to monitor diabetes complications among this group. We will .
develop strategies to reduce dlabctes related comphcanons among Hlspamcs and to 1mprove

data collectlon

Dlabeta-related Compllcanon Rates for End-Stage Renal Disease (ESRD)
and Lower Extremlty Amputatmn by Race and Ethmcxty, Umted States, 1990-1995.

12 "rate per 1000 persos S i : o
» Lower Extremity Amputation (LEA) : -
S ' A . . - Black

End Stage -
' Renal Disease (ES'RD)

94 per 1,000 persons with dlabetes (1995)
: 10 2 per 1, OOO person with dlabetes (1995)

Denommator Natmnal Health Intemew Survey, CDC NCHS




~ Periodicity of data source: Data are currently avallable on an annual basxs 22 months after
: close of the data year : : 4 ‘

End Stage Renal Dlsease Baselines: ,
. Total: 3.0 per 1,000 persons with dlabetes (1992-1995)
"Whlte° 2.4 per 1,000 persons with diabetes (1992-1995)
L Black' 5.2 per 1,000 person with diabetes (1992-1995) o
'Amem:an lndlanlAlaska Natxve- 5.4 per 1 000 person thh dlabctes (1992)

"Data Sonrce. Bureau of Data Management and Strategy, HCFA Proglmn‘StatlsthS‘ PHS IHS

| fenodlclty of Data Source. Data are available on an annual basns, data can be made avallable
12 months aﬁer the close ofthe data ycar T : B

Dlscussmn. While remamxng the same or decreasmg for whntes, prevalence and mortahty rates
for diabetes among American Indians/Alaska Natives and blacks have been increasing; the
prevalence rate of diabetes among American Indian/Alaska Natives is more than twice that for-
‘the total populations (73 per 1,000 in 1994 compared to 30 per 1 ,000). Diabetes rates are also
high for Puerto Ricans, Mexican-Americans, Cuban-Amencans Native Hawmxans and certa.ii
subgroups of Asian Americans, Rates for dlabetes-related complications such as end-stage renal
disease and_amput_auons are also higher among blacks and American Indians as compared to the
total population. Even with similarly insured populations such as Medicare recipients, blacks are
. more likely than whites to be hospitalized for amputahons septlcenna and debridement--signs of
poor diabetic control. Complication rates as outcome measures may not be sensitive indicators
of progress regardmg this ititiative on ehmmatmg racial disparities. ‘We will continue to monitor
- behavioral practices and health care access issues as indicators of success in achelvmg a
“reduction in disparities. Examples of these indicators include dxabetes—spemﬁc preventive care
such as self-monitoring of glucose, clinic visits, diabetic foot care, dilated eye exams. These
measures can be tracked by modlﬁcatlons of some currently avallable sources that wxll provide

‘anaualdata

Strategy for Achlevmg the Goal




Action Steps for the Next 12 Months o . .

©  Develop a major national outreach and consensus intervention initiative to reduce
- diabetes-associated disease and dea(h, espeeially in racia.l and ethxrie minorities. 4

C} - _.Estabhsh cooperauve agreements which focus on comprehensxve commumty—dxrected
’ ~and community-based efforts to reduce themcrdence of type II diabetes, reduce its '
oomphcatlons, and lower mortahty among mmonty populations

S Irirnatlve '~

Implement the 1nd1an Health Service Dlabete

Examples of Programs that Support this Strategy

e ) Natlonal Diabetes. Educatnon Program. Involves both public and private partners to
. design ways to improve treatment and outcomes for people with diabetes, to promote
early dlagnosw and ultimately to prevent the onset of the dlsease :

o The Dmbetes Preventlon Program Clinical Tnal Desrgned to determine whether type
.2 diabetes can be prevented or delayed in at-risk populations. Because type 2 diabetes
- disproportionately affects minority populatlons approximately 50 percent of those

enrolled in the DPP w111 be from those populanons '

.« 'Drabetes Preventmn Studies.in Mmorlty Pepulatlons. The NIDDK continues to-

. encourage increased research efforts on the dnsproportlonate impact of diabetes in
minority populations, including blacks, Hispanics, ASIan and Pacific Islanders Alaska
Natlves and Native Amencans and Hawanans.

. National Drabetes Data Group (NDDG): The NDDG continues its collaboratlon with .
" the National Center for Health Statistics in the diabetes component of the Third National

* Health and Nutrition Examination Survey. The NDDG also i is continuing analyses of the

- ».diabetes component in the 1989 National Health Interview Survey ofthe NCHS. In
-addition, the NDDG recently published : Diabetes in America, 1995. This important = -
ublication i isa eompxlatron of epldetmologlc and public health data on dlabetes IR
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g Reduce dxspantles in AIDS case rates among racla]/ethmc
populatmns through mcreased knowledge of HIV serostatus -
’ and 1mproved access to early medlcal treatment

0

HIV mfectlon/'AIDS has been a lcadmg ‘cause of death for all persons 25-44 years of age for
several | years regardless of race or ethnicity. Although mclal and ethmc mmonnes constxtutc
5approx1mately 25 percent of the total U.S. population, they account for thore than 50 percent of
all AIDS cases. ‘Our goal is'to continue progress in- increasing the overall avallablhty of early

- diagnosis of HIV infection and assuring access to appropnate health services for all, and to
eventually eliminate dlsparmes among groups. By the year 2000, the combmed efforts of
Medicaid, Medicare, and HRSA’s Ryan White. CARE Act will assure early and equal accessto

life-enhancing health care and appropnate drug therapies for at least 75% of low income persons
living with HIV/AIDS. ‘We will establish educational outreach to all major medical providers to - :
assure that the current standard of clinical care is achieved for all persons living with HIV!AIDS,

' mcludmg Medlcald—ehglble women and chxldren thh HI'\»‘r mfecnon '

»
. .

,. AIDS Case Rates in lflersons > 13 years of age by Race/Ethmclty, :
United States, 1996
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‘Data Sourcc. Adult/Adolescent AIDS Repomng System CDC

year.. )
Pedlatnc (<13 years) AIDS Case Rate Baselmw.
.. Total: 1.3 per 100, 000 1996 '
Whlte' 0.3 per 100,000 1996‘ LT
lack: 5.7 per 100,000 . 1996 = ;'
Hispanic: 1.7 per 100, 000 1996 - S
.,?Amencan Indian/Alaska Natwe (AIIAN) 0 6 per 100, 000
Aslan and Paclf' c Islanders (API) 0.0 per 100 OOO :

Data Source. Pedlamc AIDS Case Repomng System CDC

Penodlclty of Data Source, Annual Data are avaxlable three months after the close of the data

year ,
Discussion* Of cases reported among women and children, more than 75 percent are among
racial and ethnic minorities. AIDS cases and new infections related to injecting drug use appear -
to be mcreasmgly concentrated in minorities; of these cases; almost 3/4 were among minority

“populations (50% African American and 24% Hlspamc) Dunng 1995-96, AIDS death rates
declined 19% for the total U.S. populatlon, while declining only 10% for blacks and 16% for

, mspamcs. Contrxbutmg factors for these mortality disparities include late 1dent1ﬁcat10n of
disease; lack of health insurance to pay for drug therapies, differential access to HIV pnmary

- care,-and inconsistency in the Ievel of HIV education and experience among phys101ans treating

' hxstoncally disenfranchised groups.' The cost of efficacious treatment, between $10,000-$12, 000

s per patient per year, is a major hurdle in the eﬁ'ort to assure eqmtable access to avallable drug
therapies. - : 20T

o Strategy for Achlevmg the Goal

Perigdieity of (_lata source: Annual. Data are avallable three months aﬁer the close of the data : '

L




l "‘Actlon Steps for the Next 12 Months R

0 Contmue to work w1th dlrectly funded commumty based orgamzatrons fo target

" - .individuals at high risk for HIV' mfectlon within racla]/ethmc commumtxes to mcrease
counselmg, referrai semces, and access to testlng o : »

nue to work thh state crty, and terntonal hea.lth _epartments t
Prevention Commumty Planning process. Through this process, eommumty planmng
groups work with health departments to. develop a comprehenswe ‘prevention plan that ,
»reﬂects pnormzed needs and is dxrectly responswe to hrgh risk raelal/ethmc commumtles.:‘ )

= ; Develop an- 1mt1at1ve whrch creates an eprdemrologrcal proﬁle of racral/ethmc
o communities. throughout the country, -examines current available programs serving these
5 ,communmes, 1dent1ﬁes unmet needs and develops suategles to address these needs

=T Increase access to preventxon and supportrve servwes, and efﬁcaelous medlcahons o 3
* - . assure that individuals from specific racial and ethnic groups recelve semees in
7 ‘proportlon to theu' representatrou in the overall epldemlc. ’ L

. . ‘ D ! ‘ Assure that the composrtlon of the HIV preventlon cornmumty planmng groups reﬂect
o the: eprdemrologlc profile of the jurisdiction- and increase those groups wrth lmkages to -
correctxon and drug treatment facrhtxes AL

‘3 “'AImplement the Ofﬁee of Drug Pncmg rebate program for the AIDS Drug Assxstance :
S .Programs to mcrease the buymg power of Federal State and local funds allotted to these :

.:Examples of Programs that Support thls Strategy

DC HIV , Counselmg and Testmg Data System began operatmg m,_1985 to,
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The Young Africon-Am’erican Men’s Study is a CDC, 2-year formative study to o
Aprevent HIV/AIDS in'young black men. Data are bemg collected in Chicago and Atlanta
through interviews, observatxons and group discussmns w1th commumty leaders, health

'care prov1ders, and young men who have sex mth men. T

appropnate HIV therapeutlcs. B

The majorlty of HRSA’S Specla! Pro;ects of National Slgnlficance (SPNS) Program

. -grants develop new models of HIV care for. individuals from minority raclal and ethnic
- populations. The SPNS Program currently is fundmg support service grants to increase

~ access to HIV/AIDS care and related services for Hispanic populatlons llvmg on the
U.s /Mexxco border, urban blacks dually diagnosed with HIV and substance abuse, Native
Americans and Alaska Natives who were not accessmg HIV services, and Asian and Paclﬁc
)Islanders in New York Clty :

HRSA’s Title III Early Interventmn Semces Program prowdes grant support for v
“outpatient HIV early intervention and primary care services for low-mcome, medically under
served individuals, prnnanly people of color in existing pnmaxy care systems. The objective

o of thcse programs is to maximize access to comprehensive and contmumg clinical and . .
.. Supportive care for populatxons that have been dxsproportlonately affected by the AIDS

epldennc. Currently, approximately. two-thirds of the clients who receive- primary care'l
© . services at Tltlc i programs are membcrs of racml and ethmc mmonty groups. =

HRSA continues to pubhsh "HIV Care Access Issues“ -a techmcal assxstance series of -

reports that identify barriers and. straxcgles to overcome barriers to HIV care among speclﬁc |

populatlon groups €. g., black Hlspa.mcs, Natxve Amencans and Asmn Amencans

: HRSA’s AIDS Drug Assxstance Programs (ADAP) serve mdmduals from rac1al/ethmcf

'" minorities in approxunate proportlon to then' cumulanve rcprescntatlon in: the epldemxc to -

KL




Eliminate disparities in child and adult immunization rates

Chddhood zmmamzaaon rates are at an all-tlme lngh w1th the most cntlcal vaccme doses
reflecting coverage rates of over 90 percent. Although immunization rates have. been lower in
mmonty populations compared to the white population, ‘minority rates have been increasing ata
more rapid rate, thus significantly narrowing the gap. Our goal is to sustain current .
immunization efforts in order to achieve and maintain at least 90 percent coverage for all
recommended vaccines in all populations, and to eventually eliminate dnspannes among groups
This is our goal under Healthy People--the nation’s health objectwcs.




Penodlclty of Data Source: Data are reported scmx«axmually, eight months aﬁer the close of the
respective data period. R

Adult immunization is one of the most cost-effective strategies to prevent needless morbidity
“and mortality. There is a disproportionate burden of these vaccine-preventable diseases in
minority and under served populations. Our goal is to increase pneumococcal and influenza
immunizations among all adults aged 65 years and older to 60 percent, and to eventually
clunmate_dlspantles among groups. This is our goal under Healthy Pegple--the nation’s health
objectives.In order to reach this goal, by the year 2000 we need to nearly double the 1994
influenza unhmnmauon rates among blacks, Hispanics, and A51an and Pac1ﬁc Islanders and to
' quadmp!e the 1994 pneumococcal 1mmumzat10n rates among thesc groups '

Pneumococcal and Influenza Immumzatlon Rates for Persons 65 Years and Older
by Race and ‘Ethnicity*, United States, 1994. ‘
100% rate as percentage
290% .
80% . COWhite
o] | mBlck
. . ) = - EHIspanic
so% | o | [&Hisp
o | mAPI
50% 4 S - :
40% 4 -
3% {
20%
10%
0% .
Influenza " - Pneumococcal . - '
*Sample size for American Indinn/Alasks Native was oo small to. quantify

Immumzatlon Rate Baselines for Adults 65 years and older'

Influenza:” : -
Total 55% (1994)
White: 57% (1994)

_:31% (1994)”‘
la,,‘ka 15%°.(1994) ::
:,Hlspamc' 14% (1994) '

. Aslaanacxﬁc Islander' 4% (1994)




., Data Source Natlonai Health Interview Survey (NHIS) CDC, NCHS

Periodicity of Data Source. Data will be avatlable annually, approxxmately six months after the .
close of the data year. Data have prev10usly been collected as part of supplements, but are
currently in the adult core questionnaire. Data collected as part of the core using the new
computer assisted personal interview procedure should be available approximately six months
followmg the close of the data year. This system is currently being xmplemented

: ,stcussnon. Though coverage for preschool lmmumzatlon is lngh in almost all States _pockets
of need, or areas within each State and major city where substanual numbers ofunder-

' unmumzed children reside, continue to exist. These areas are of great concemn because,
parhcularly in large urban areas within traditionally underserved populatlons, they have the
potential to spawn outbreaks of vaccme-preventable dxseases Each year, an estimated 45,000
adults die of influenza, pneumococcal infections and liver cancer due to chronic hepatitis B
infection despite the availability of safe and effective vaccines to prevent these conditions and
their complications Although vaccination levels against pneumococcal infections and influenza
among peoplc 65 years and over have increased slightly for blacks and Hispanics, the coverage in
these groups remains substantlally below the Healthy People Year 2000 targets. '

Yo

| Strategy for Achlevmg the Goal

. anl;!hggg!

. +  The Childhood Immumzatlon Initiative (CII) was. Eaunched to reduce most dnseases
preventable by childhood vaccmatxon to zero and to establish a sustainable system to
ensure that all 2-year olds receive required vaccines by the year 2000 and beyond. The
Cllisa comprehenswe effort designed to marshal efforts of the public and pnvate ‘
“sectors, health care professionals and volunteer orgamzattons

e Inereasirlg provider awareness of the need for titnely immunizations in adults.
et .'ASSiiring effeCti\ze vaccine delivery'mechaxﬁsms for adults. '

”Intensxfymg vaccme—preventable diseasc pmgram evaluatxons survexllance actmues, and.

vaccmatlons levels

!
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©  Increase emphams on 1mmumzatlons by supporting collaborative activities to enhance
influenza and pneumococeal vaccmatlon Ievels among Medicare bcneﬁcnanes.

[ Develop and test assessment tools for documennng adult mmumzatlon levels and
‘ practlces in Commumty/Mlgrant Health Center 31tes. =

-al henautls B vaccme series.

Q. As dlrected by the President, hold a natlonal conference for the establlshment of State and
community immunization registries.

| Eiamples of Prograins" that Support this Strategy

Childhood

CDC is wofking with its partners to:
et Develop and implement State and 'cotnmunity immunization registries as a
comerstone to increase and sustam vaccination coverage rates to prevent
outbreaks of dlsease ' :
R Target arange of interventions to address pockets of need 1n 'each State or major
city. : .
. Continue ,imple'rnenting proven interventions, such as WIC/Immunization

linkages and assessment of coverage levels in provider settings.

e - The DHHS Action Plan for Adult Immunization identifies ke)t steps for each
il agency to implement to increase adult immunization levels, including efforts
_geted at populatlons with an 1ncreased buxden of vaccme—preventable diseases.

( 1s collaboratmg w1th HRSA to conduct a quahtykxmprovement pm_]ect m a
lm:nted number of Commumty/ngrant Health Center (C/MHC) sxtes targetmg
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