PRESI])ENT CLINTON ANNOUNCES NEW RACIAL AND ETHNIC HEALTH
DISPARITIES INITIATIVE [
February 21 1998

Today, President Clinton announced a new 1n1tlat1ve that sets a national goal of eliminating by
the year 2010 longstanding disparities in health status that affect racial and ethnic minority
groups. The President ahnounced that the Federal government will, for the first time, set high
national health goals for all Americans, ending a practice of separate, lower goals for racial and
ethnic minorities. To help reach these ambitious targets, the President also announced a five-step
plan to mobilize the resources and expertise of the Federal govemment the private sector, and
local communities to eliminate disparities that for too long have been treated as intractable.

BUILDING ON THE RECORD OF IMPROVEMENTS IN HEALTH STATUS FAO'R ALL
AMERICANS. Since 1993, key indicators show that our nation’s health has greatly improved.
The President highlighted the fact that infant mortality has reached an all-time low, childhood .
immunization levels are at record highs, and HIV and AIDS rates are fallmg for the first time in
the h1story of the epidemic. -

RECOGNIZING AND, CONDEMNING UNACCEPTABLE RACIAL AND ETHNIC
HEALTH DISPARITIES THAT EXIST TODAY. Despite some encouraging news, the
President condemned the fact that minorities suffer from certain diseases at up to five times the -
rate of white Americans. For example; infant - mortality rates are 2 % times higher for
Afncan-Amencans and 1‘/’2 times higher | for Arnencan Indlans “African-Americans men under
65 suffer from prostate cancer at nearly twice the rate of whltes Vretnamese women suffer from
_rate of stomach cancer. ; Afrlcan-Amerlcan men also suffer from heart dlsease at nearly tw1ce the'
rate ‘of whites, Native Amencans suffer from dlabetes at nearly three times the average rate,

whlle Afr1can-Amerlcans suffer 70 percent hlgher rates than whlte Amerleans

MOBILIZING ALL AMERICANS TO CLOSE GAPS IN HEALTH STATUS To close

these gaps, the President today announced a ﬁve-step plan that sets a national goal of eliminating '

health dlsparltles in six areas- ‘with great disparities by the year 2010: infant mortahty, cancer
screening and management; eardmvascular disease; dlabetes HIV/AIDS rates; and child and
adult immunization levels. The President’s plan:

. Initiates ‘SWeeping New Outreach Campaign Led By the Newl&-Confirmed Surgeon
General and Assistant Secretary for Health Dr. David Satcher. The President is -
announcing that the Department of Health and Human Serv1ces will m1t1ate a major
prevention messages to all Americans, with a special focus on reaching racial and ethnic
minorities. This campaign will reach out to local communities, churches, nurses,
physicians, and other community-based programs and experts in minority health. It will
improve education and outreach efforts and develop innovative strategies to address racial
and ethnic health d1spantxes



Includes Over $400 Million to Develop New Approaches’ and to Build on Ex1stmg
Successes to Address Racial and Ethnic Health Dlsparmes

-- Spurs New Local Innovative Strategies to Address Disparities. Seriously
addressing racial and ethnic disparities in health will require not only the focused
application of existing knowledge and best practices, but the development of new
approaches. The President’s budget proposes a total of $150 million over five
years for grants to up to 30 communities, chosen through a competitive grant
process coordinated by the Centers for Disease Control. These grants will be used
to conduct research to devise innovative new-strategies to improve minority health
status. Successful approaches learned in these communities will be applied to all
health programs across the Department of Health and Human Services.

-- ‘Builds on Approaches That Have Proved Successful At Addressing Racial
and Health Disparities. The President’s balanced budget proposes a new $250
million investment over five years that would strengthen public health programs
that have a proven record of effectively targeting'these problems. These proposals
include new investments in prostate cancer screening education, diabetes outreach
and education, breast and cervical cancer screening for Native Americans, heart
disease awareness programs, and HIV prevention. It also includes new funding
for community health centers that serve hlstorxcally underserved populations to
make special efforts to target them.

Announces a Major New Foundation/Public Sector Collaboration to Address
Disparities. ‘Addressing these serious disparities will take a nationwide effort involving
the public and private sectors. The President is announcing today that Grantmakers in
Health, an association of over 136 national, regional, and local foundations with over $42
billion in assets, will team up with the Department of Health and Human Services to co-
host a national conference this Spring. This conference will be dedicated to help
coordinate public and private résearch, demonstrations and evaluations on racial
disparities in health.

Develops More Effective Ways To Target Existing Federal Programs to Address
Health Disparities. The Secretary of Health and Human Services will convene a new
taskforce which will bring together the best minds at the Centers for Disease Control and
Prevention, the National Institutes of Health, and other public health and science .
agencies, to develop a comprehensive plan -- in consultation with experts and minority
communities -- that will ensure, for example, that the latest scientific discoveries about

- SIDS are transmitted to State Medicaid and Children’s Health Programs, and that
research, treatment, and education programs for diabetes and heart disease are
interconnected and that successful demonstrations are converted to nationwide programs.



. Issues National Challenge to Involve Communities, Foundations, Advocacy
. Organizations, and Businesses Develop Ways To Target Racial and Ethnic Health
Disparities. The President issued a challenge to employers, churches, schools,
community-based clinics, nurses, doctors to make a new commitment to address these
racial and ethnic disparities in health. This includes developing new ways to target
families to ensure their children are immunized and developing strategies to make
individuals feel more comfortable getting the preventive care they need.

Historic National Health Goals. Using the expertise gained from all of these activities, HHS
will join forces with public health groups, medical professionals, minority organizations,-and the
private sector to develop the first-ever across-the-board national health goals. These new goals
will be included in Healthy People 2010 -- a program that sets the nation’s health goals to be
accomplished by 2010 -- which will be released in the year 2000. ‘

BN
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Native American Statistics
The Native American population is one of the most disadvantaged and disenfranchised in
American society. On virtually every indicator available, they rank at or near the bottom
compared to other ethnic/racial groups.

Native Ameficans have the highest unemployment rates (80% on some reservations), the lowest
family incomes and highest percentages of people living below the poverty level. Almost half of
young Native American children live in-poverty.

Indian women do not receive adequate screening for breast cancer. They have the worst survival
statistics than any ethnic group because of late detection and difficulties in obtaining adequate
care. In addition, Indian women die of cervical cancer at twice the rate of non-Indian women.

Up to 85 cents of every dollar generated on-reservation is spent off-reservation. In spite of recent
growth in Native American-owned businesses, one quarter of all jobs on reservations are staffed
by non-Natives, and up to half of full-time reservation jobs are federally funded.

Key Facts Concerning the Status of American Indians and Alaska Natives -

° 31% of Indians live below the poverty level, compared to 13% of the total population.

° Oglala Sioux men of the Pine Ridge Reservation live an average of 56.5 years, the
shortest life expectancy of any group in the country, similar to ones seen in sub- Saharan
Africa.

° On the Pine Ridge Reservation, fatal car crashes are four more times more likely than

anywhere else. Infants are twice as likely to die.from sickness or injury.

° Diabetes is virtually an epidemic in Indian Country and is the sixth leading cause of death
for Native Americans. ‘ '

° Car accidents are the third leading cause of death on Indian reservations.

° On the Pine Ridge Reservation, nearly half the population has a problem with alcohol,
fueling the reservation’s soaring rates of Sudden Infant Death Syndrome, suicides, and
accidents. Alcoholism is the 5th leading cause of death among Native Americans.

° According to the 1990 Census, only 65.3 percent of Indians age 25 and older residing in
the current Reservation States are high school graduates or higher. For bachelor’s degree
or higher, this percentage is 8.9.



In 1990, 16.2 percent of Indian males age 16 and older residing in the current Reservation
States. were unemployed compared with 6.4 percent for the U.S. All Races male
population. For females, these percentages weré 13.4 and 6.2, respectlvely

According to the 1990 Censts, the median household income in 1989 for Indians residing
in the current Reservation States was $19,897, compared with $30,056 for the U.S. All
Races popu]anon

~ The American Indian and Alaska Native birth rate for 1991 - 1993 of 26.6 births per
1,000 population was 67 percent greater than the U.S. All Races birth rate for 1992 of
. 15.9, and 77 percent greater than the rate for'the U.S. White population (15}0).

The two leading causes of death for American Indians and Alaska Natives (1991-1994)
and the U.S. All Races and White populations (1992) were diseases of the heart and
malignant neoplasms. This is a change for the Indian populatlon acadents had been the
second leading cause of death.

' Of all Amefican Indian and Alaska Native people who died during 1992-1994, 30 percent
were under 45 years of age. Thls compared to 11 percent for the U.S. All Races
populatlon (1992). :

The age-adjusted deéth rate for American Indians and Alaska Natives dropped from 188.0°
in 1972-1974 to 83.4 in 1992-1994, a decrease of 56 percent. However, the rate is nearly

. triple the U.S. All Races of 29.4 for 1992.

The age-adjusted suiclde death rate for American Indlans and Alaska Natives for 1992-
1994 was 16.2 deaths per 100,000 population compared wnh the U.S. All Races rate of
“11.1 for 1992, aratio of 1.5 to 1. ~ :

- The age-adjusted homicide death rate for American Indians and Alaska Natives in 1992-
1994, was 14.6 deaths per 100,000 population compared with 10 S for the U.S. All Races
population in 1992 aratioof 1.4 to 1. :

The age-adjusted alcoholism death rate for American Indians and Alaska Natives in .
1992-1994, was 38.4 deaths per 100 ;000 population or 5.6 times the U.S. All Races rate
0f 6.8 in 1992. ,

The age-adjusted diabetes mellitus death rate for American Indians and Alaska Natives . |
in 1992-1994 of 31.7 was 2.7 times the U.S. All Races rate of 11.9 in 1992.

The age-adjusted tuberculosis death rate for American Indians and Alaska Natives is 2.1
deaths per 100,000 population in 1992-1994. The Indian rate is still 5.3 times the U.S.
All Races rate of 0.4 for 1992, :
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Key Facts Concerning the Health Status of American Indians and Alaska Native Youth

Of the 1.43 million Indians living on or near reservations, nearly 500,000 (29 percent) are
under the age of 15.

Native American students have the highest dropout rate of any racial/ethnic group (36%)
and lowest high school completion and college attendance rates of any minority group.

Indian infants die from sudden-infant death syndrome (SIDS) at a rate 1.8 times the rate
for U.S. All Races infants, 2.1 compared to 1.2.

13% of Indian deaths pertain to ages under 25 compared to 4% for U.S. All Races.

45 percent of Indian mothers having their first child are under age 20, compared to 24
percent for U.S. All Races mothers. ‘

33 percent of the Indian population is younger than 15 years in contrast to 22 percent for
the U.S. All Races population.

38 percent of Indians aged 6 to 11 years live below the poverty level, more than twice the
number for the U.S. All Races age group (18 percent).

61 percent of juvenile delinquents confinéd by the Féderal Bureau of Prisons in 1994
were Indians.

The death rate for Native American youth (142.0/100,000) was 59% higher than the rate
for white youth.

The alcoholism death rate for Indians 15 to 24 years of age is over 17 times the
comparable rate for U.S. All-Races, i.e., 5.2 versus 0.3.

The accident death rate for Indians aged 5 to 14 years is nearly double the corresponding
U.S. All Races rate, 17.1 to 9.3. A

The suicide death rate for 15 to 24 year old Indians is 2.4 times the corresponding rate for
U.S. All Races, 31.7 to 13.0.

Homicide 1s the second leading cause of death among Indians from 1-14 years of age and
third for 15-24 year-olds. -

More than 180 gangs have been identified in Indian Country.



Health Care Statistics for ‘
The Tribes of the Great Sioux Nation

(Aberdeen Area)
(RATES SHOWN ARE %
HIGHER THAN THE
NATIONAL AVERAGE )
DEATHS FROM TUBERCULOSIS ...ccooroesecccreesseeeeereessceresee 1,300%
DEATHS FROM DIABETES .....cc...ovcccrnree e N oo 400%
SUDDEN INFANT‘DEATH SYNDROME e 308%
POST NEONATAL MORTALITY RATE ...ooorroroe..... e 200%
DEATH FROM CERVICAL CANCER ....oc.covstemrimsoririososisrssios e e 251%
DEATHS FROM ALCOHOLISM v e, 1200%
DEATHS FROM SUICIDE ........coooiviiineieceeeesere e, e SO 147%
 LIFE EXPECTANCY oot o 60 YEARS

(vs. 74.9 for U.S. population)

*1993 Indian Health Service Report entitled “Regional Differences in Indian Health” .
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DISPARITIES IN RACE AND HEALTH AND POSSIBLE OPTIONS

Secretary Shalala has identified six areas to improve disparities in race and health: Infant
mortality, cardiovascular disease, diabetes, breast and cervical cancer (although we would like to
expand to all cancers), immunizations, and AIDS. These are not the only areas where there are
disparities, however, they were selected because there are disparities in more than one minority

group.

Cardiovascular Diseases. Heart disease is the leading cause of death in the United States.

. Death rates caused by heart dlsease for African-American-males is over 40 percent higher
than for whites.

. Death rates are two-thirds higher for African American women.

. Nearly half of African-American women have hypertension -- the leading cause of heart

attacks and strokes by age fifty.

Cancer. Minorities suffer from a number of dlfferent cancers at a hlghcr rate than, 1nc1ud1ng
prostate cancer, breast cancer, cervical cancer.

. African-American men have a higher rate of cancer than other Americans -- particularly
prostate cancer where it is 75 percent higher.

. African-American women die of cervical cancer at twice the rate of white women.

L Latinos have two to three times the rate of stomach cancer and h1gher rates for prostate
cancer and cancer of the esophagus.

*  Lung cancer is nearly double the rate for some Native American groups. .

. Only half of Hispanic women over the age of forty have had a mammogram in the last -~ *

- two years and nearly two-thirds of whites and African-Americans have.

Cost:  $25-$30 million. (CDC current program is $22 million for breast and cervical cancer),

Infant Mortality
. African-American infants dies at more than twice the rate of white infants.

. About one-third of African-American, Native American, and Asian American women do
not receive prenatal care until the third trimester. :

Diabetes : }
. Native Americans have diabetes at nearly three times the rate of whites and are also much

more likely to the severe consequences, such as blindness of this disease at a higher rate.
. African Americans suffer from this disease at double the rate.
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Preliminary Possible Options

‘Cardiovascular Disease Outreach/Education Program (CDC program): ‘While

cardiovascular disease is the leading cause of death, there is currently no nation-wide public
health or outreach program to educate health providers, communities, and the public how to .
identify those at risk and take precautions against this disease. This program could have a focus
on minority communities. This unprecedented national program would expand health '
communication and public health education efforts, including

- A national program building on current state and community-based programs for state-
based and community-based programs for cardiovascular disease prevention,;

--. A national education program (e.g. educating providers to identify and council people at
risk);

-- Improving research e.g. the impact of diet.

Costs: $100 to $200 million per year

Cancer Outreach Program (CDC program). This program would build on existinig programs
which provide free or low-cost screening for breast and cervical cancer. It would provide
screenings for other cancers where that minorities suffer at higher rates, including prostate and
colon cancer. This program could also provide outreach, education on prevention and early
treatment, particularly in minority communities. Concerns In HHS initial presentation, they
only identified breast and cerv1ca1 cancer.

. Diabetes (CDC program). While NIH believes that 16 million Americans have diabetes, only §

million have been diagnosed. Those who go undiagnosed are far more likely to suffer the serious
consequences of this disease, including blindness and kidney failure. CDC has proposed
expanding their diabetes education program nationwide to provide prevention, identification, and
diabetes management education to millions of Americans who suffer from this disease. It would
also offer health care providers more education as to how to 1dent1fy and counsel those at risk for
this disease.

Costs: $30 million

Infant Mortality (HRSA?/CDC programs). Home Visiting Program for pregnant women.
Improves prenatal care and recent studies suggest that home visiting may lessen the likelihood of
outcomes like child abuse and neglect. Back to sleep campaign. While the HHS campaign to
reduce sudden infant death syndrome has been effective, there are still disparities in minority
communities. This program could be expanded and targeted specifically to minority

communities.

Costs.of both initiatives: $20 million



TRIE. 13,1957 Tei16PM 282 395 2@ ‘ NO.176  P.272

D‘Q Ao
To: Race Initiative Contacts in Federal Agencxes P 7\
From: Judith Winston :
Thank you for égreeing to be the President’s Initiative on Race’s contact in your agency and for |
. all the work you have done already in that capacity. We are currently trying to gather data on
race in the United States. We believe that the federal agencies already have the information we
are secking, So we are requesting your help in compiling the data,

' We have identified key demographic data, as well as eight broad categories that require
researching. Data elements for each of these categories are outlined on the attached sheats.
These elements are only suggested, so please feel free to substitute statistics you feel are better
measurements for the information we are seeking. For each of these categones, we would like
to identify the following information:

1. Key indicators of progress- the best ways of measurmg success in each category
2. Trends in disparities among races

- where have positive changes occurred (especmlly those where

" government intervention has made a difference)
- where are disparities growing
- where are disparities due to race and where are they due to class
- = what are the effects of urban/rural locauon

3. Costs of discrimination
4. Date sources, upcoming studies, other sources of information .

I have asked Michele Cavataio of my staff, Jose Cerda of the Domestic Policy Couneil, and
Sandy Korenman of the Council of Economic Advisors to pull together a meeting with you and
the appropriate statistician/researcher in your agency to discuss what data your agency has
available. This meeting will take place on Wednesday, August 20, from 2-3 PM in the Old
Executive Office Building, room . We would appreciate it if you would come prepared to
. discuss the information on the attached sheets. In addition, we suggest that you share this
information with and obtain input from your civil rights division. Please call Michele Cavataio
gt 395-1013 to confirm your dttendance or if you have eny questions.

Thank you very much. We look forward to meeting with you soen.
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Brainstorming Meetmg thes Pre3|dent s Race Inltlatlve
August 9, 1997 :

Gettmg started

1.

5 goa!s : :

a. Articulate the Pres&dent s vision of a just, unified Amerlca
b. Educate all Americans about the facts of race

C. Promote a constructive dialogue

d. Encourage leadership '

e. ‘Identify and disseminate solutions

study-dialogue-action

Need a common language to build one America / can we agree on shared
values? :

‘common ground

opportunity
-+ family A

race has lmpeded buﬂdmg of one Amenca

Measures of success

1.

Nation is better: educated

a. Number of blacks in the US is not 50 percent
b. Percentage of minorities in America is changing so that there wnll be
no majority race in a few decades
C. Discrimination exists
2. Judicial system
a. Vigorously enforce civil rights’ laws/ ccmmlt adequate resouces
b. Tie federal funds to training
3. Education system
a.  Broad support for testing ,
b. What kind of public education system do we want? Consider
resources, access.
c. Admission’s criteria -- how to help schools measure all characteristics
. of a candidate and value diversity
d. Quality education at lower levels ensures qualified students in the
pipeline
Dialogue ' :
1. Don’t let debate focus only on affirmative action
a. We need to treat the symptoms until we cure the disease, but we also
need to focus on the disease.
2. Debate should move us to acknowledge racnal tensions in our history
3.

Debate should move from English only to English plus
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4. Difference between prejudice which is a belief and racism which is acting on
prejudice ,

5. America needs to agree on common values / aspirations

6. We need to educate Americans on the facts e.g. why are there haves and
have nots? What are impediments to equal opportunity?

7. Recognize that not everyone will be starting in the same place

8.  Should group membership include people from dlfferent races in proportion
to population?
a. What adjustments do we need to bring about this result?

9.  Helpful to understand what majority thinks.
a. Whites don‘t recognize their own privelege
b. Where do poor whites fit in the discussion?

Outcomes

1. Is the nation better educated about racism?

2. Do they care? .

3. Are they Willing to do something about it?

Strategies for realizing outcomes

1. Convince folks that diversity is important. Why?
a. - Enlightened self interest, globalization of the economy
b. ©  We don't have a person to waste : ‘
c.  Reality: whites aren’t majority in the future
d. Cost of discrimination (need to measure)
2. Use the bully pulpit (President, Cabinet)
3. Bring together CEOs from majority and minority commumtles
4., Get kids to talk to each other
5. Sponsor a Race for the Races - footrace before town meetings
6. Identify what works and share this information broadly
7. Involve public officials e.g. U.S. Conference of Mayors *
8. Involve the media .
a. Challenge networks to hold their own town meetings
b. Create PSAs/ Network sponsorship of primetime PSAs
c. Encourage commercials rather than lengthy specials
d. Need to educate media, too
9. ' Sponsor unity concerts
Audience
1. White soccer moms
2. Internet users
a. Email (85% has been very positive)
b. Capture best practices on website
C. Sponsor interactive dialogues

3. - Folks who aren’t invested
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4. People who don’t believe that racism exists

a. Mystery shopper testing is a good way to demonstrate existence of
racism .

Whites and other races - need to measure changes in attitudes -

Policy makers .

Corporate America -- believes in traditional meritocracy, need to broaden

A vision of what merit is :

8. Federal Government must model behavior
a. E.g. military believes every person can achleve w;th adequate support/‘

, training
b. How to respond to the culture of entttlement especially for
non-performers

No o

Concluding remarks : :
1. Year long initiative needs to Iay foundation for continued progress
2. Need to narrow focus of initiative to concrete goals :
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RACE INITIATIVE Qs & As

THE INITIATIVE

Q:

Is systemic racism and bigotry still a crucial problem for the United States? Is race
still an impediment to opportunity and progress in America?

America is moving closer to fulfilling its fundamental promise of equality and the
opportunity of advancement for all. President Clinton has worked to restore the
American dream by expanding the economy, investing in education and making our
communities safer. However, more needs to be done. We face new challengesanda
very different America in the next century.

For instance, there are four school systems in the country right now, including one across
the river (in Virginia) where the school children represent over 150 nations and speak

~ “over 100 different languages all in a single district. We should embrace such diversity.

Unfortunately, there are some disturbing examples of going backward: the lack of
economic progress- among Hispanic Americans; the greatly reduced number of African-

'American and Hispanic students in California and Texas universities; and the young,

African-American boy in Chicago who was dragged from his bicycle and beaten just
because of his color.

How was this mitiative developed? Who did the Presndent call on among the White
House staff? :

The President charged Erksine: Bowles and Sylvia Mathews with developing the
parameters of an initiative that would move to fulfill America's promise of opportunity -
and fairness for all Americans, and that would promote unity while preserving cultural
differences. '

Sylvia convened an internal working group of approximately 25 individuals from
different offices within the White House and from different races. The group met
regularly starting in March, and daily for the past few weeks. Erskine and other members

~of the senior staff participated periodically in the working group meetings. The President

received regular updates on the group's direction and progress.

How can the President ask others to “get their houses in order” on this subject,
when the White House itself lacks diversity, especially in its upper ranks?

President Clinton is proud of the record diversity of his Administration. He has

- appointed more African Americans, Hispanics and Asian Americans than any other

President.
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_Cabinet: 15% African American [Alexis Herman (Labor), Rodney Slater

(Transportation), Jesse Brown (Veterans Affairs) and Frank Raines (OMB)]; 12%

Hispanic [Bill Richardson (UN), Aida Alvarez (SBA), Federico Pena (Energy)].

Presidential Appointments: 13% African American (twice as many as any previous
Administration); 8% Hispanic; 3% Asian American; 1% Native American.

Isn't this just the President's reactionary position after the Administration has
neglected to take stronger stances on behalf of minorities?

The President wants this issue to get more media attention. The President has
consistently said he had three goals in running for the office: to keep the American
Dream alive for everyone who wanted to work for it; to keep America a force in the

~ world for peace and democracy; and to keep us “One Amenca, a nation cormng together '
" instead of coming apart.

" The Administration has made real progress on issues of economic opportunity,

strengthening families, reducing crime rates, and foreign policy (the first two goals). -

Economic policies that have helped the entire country have also helped minorities.

. The unemployment rate for Hispanic Americans in May was about 7 percent, -
down from 11 percent when President Clinton took office.

. The African-American poverty rate dropped to 29 percent in 1995 -- 1ts lowest
level since data was collected.

. The Administration has approved more than $2 billion in Small Business

- Administration loans to Asian Amcncans

The time is right to move forward more agg’tésSively on the President’s third goal.
Already the President has taken action in this area with his apology, on behalf of the
federal government, to the victims of the Tuskegee experiment and his commitment to a
White House conference on hate crimes. In addition, an interagency group is exploring -
how to address the problem of declining diversity in student bodies. -

PRESIDENT’S COMMITMENT

Q:

The President seems to waiver in his commitment to this issue. One day he asks the
Supreme Court not to hear an affirmative action case and the next day he ‘
announces an initiative on lmprovmg race relations. How serious is he about this

initiative?

The President is very serious about this initiative. He has been steadfast throughout his

life and professional career in his pursuit of equality and opportunity for all. ‘

.- The President’s experiences w1th discrimination are rooted in the South’s legacy
of slavery.
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. As a candidate, the President has consistently said one of his main goals in .

running for the office was to keep thc American Dream alive for everyone who
.wanted to work for it and to keep us “one America,” a nation coming together -

instead of coming apart. ' :

. As President, he has been a constant voice in pressing racial healing and unity.
For instance: speeches in Memphis, Tennessee, in 1993 and Austin, Texas, in
1995, inaugural and State of the Union addresses this-year; and remarks at the
Jackie Robinson anniversary commemoratlon

' President Clinton’s personal history and conviction to lead this country in'finding

strength in our diversity make him well-suited to help forge alliances and reconcile
differences among us. The President will be actively involved in the initiative and w111
help provide its intellectual leadership. '

Does the President really expect this initiative to make a difference or is it just a way
for hxm to get more media attention?

This initiative will attempt to -identify and create solutions for improving race relations
and the circumstances of Americans of all races. Those solutions will be designed for
individuals, communities, religious congregations, educational and non-profit
organizations, businesses, state and local governments, and other groups to implement.
The Administration will develop wholly new policy and refocus existing policy.. Some.
policies will respond to information arising as the initiative moves forward. Other
policies will attempt to address longstanding problems in new and creative ways.

EXPECTATIONS

Q:

Will this initiative address the serious 1mbalances in opportumty that can be

‘attrlbuted to race?

This initiative Will study the irribalances in opportunity that can be attributed to race, open -
channels for discussion about those imbalances and create or refocus policy to address
those 1mbalances

We will strive to 1dent1fy and create solutions for 1mpr0v1ng race relations and the
circumstances of Americans of all races. Those solutions will be designed for
individuals, communities, religious congregations, educational and non-profit
organizations, businesses, state and local governments, and other groups to implement.

How can the President hope to improve race relations and the lot of minorities
without dedicating significant funds to the problems that arise from ra‘cism? :

Different times call for different solutions. The choice is not between massive programs
and nothing. Much can be done within the confines of tighter federal spending that we .
face today and going forward Funds can be reallocated, as they were, in the balanced
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budgef agreement, to provide health coverage to five million uninsured children. And we
can seek creative ways to generate new funds, not just from federal and state spending,

" ‘What can we expect to see change as a result of this initiative?

We will promote a better understandlng of and a greater respect for both the similarities
and differences between. people of different races.

~We will challenge leaders and “doers” will step forwafd in communities throughout the

nation, to find and put into practice 1deas to improve race relations and st1mulatc
opportumty for all. :

We will identify and dlssemmate proven practlces for promotmg ramal harmony.

We will analyze critical issues aﬁ‘ectmg race relatlons in this country and propose
govemment actions and policies to address these issues.

How does the President intend to keep this from becoming just a big talk fest?

. The eﬁ'ort will be a balance of study, dlalogue and action - including fact finding and

policy.

We will seek to promote honest dialogue on the issues of race and to develoo real
solutions that can be implemented by individuals, communities, religious congregations,

- educational and non-profit organizations, businesses, state and local governments, and

other groups. We will undertake fact finding (e.g.: what are the stereotypes and what are
the facts), dialogue and policy/action (e.g.: best practices, positions on minority

- enrollment in higher education) concurrently and through an iterative process.

Civil rights groups have expressed dissatisfaction that they have not been consulted

and dismay at the lack of substance to the initiative. How do you respond?.

In the process of defining this initiative, we sought comments and ideas from numerous
individuals and organizations. More importantly, we have created plenty of
opportunities for future consultation. This is only the beginning of an initiative that will
be a uniquely inclusive and broad-ranging year-long effort. We encourage those willing
to engage in tough, honest dialogue to joinus. -

The President is prepared to design wholly new policy and to refocus existing policy. We

~ will look for and implement solutions in areas such as economic opportunity, housing,

health care, crime and the administration of justice. We have said all along that we will
not outline a full set of proposals and recommendations at the outset. The Administration
will unfold policy changes and developments over the course of the year.



. LOGISTICS

. When will the advisory board hold its first meeting? When will it conclude its
work? '

The advisory board will meet for the first time in the next six weeks or so. An exact date

has not yet been determined. At this point, the board will likely disband after the

President submits his report to the American people.

When can we expect to see the first action or policy recommendations from the
advisory board?

As a resuilt of this initiative, we expect the President to implement wholly new policies as
well as to reshape existing policies. The Administration’s actions and policy changes
will take place over the course of the year-long initiative. We cannot say when the first
announcement will be. It will be several weeks before the advisory board, the initiative
staff and Administration representatives start working.

ADVISORY BOARD

Q:

A

Why did the President appoint an advisory board rather than an independent '
commission? ‘

This initiative is designed to use presidential leadership to prepare the American people
for the next century. President Clinton’s personal history and conviction to lead this
country in recognizing the strength in our diversity make him well-suited to help forge
new alliances among citizens. The Président will be actively involved in the initiative
and will help provide its intellectual leadership. He will also involve the American
people in an unprecedented way.

The board members will serve as partners in the initiative by reaching out to various ,
communities, amplifying the President’s efforts and recruiting more leaders on this issue. .
The advisory board members were selected based on the concept that they would excel in
these responsibilities and be respected, if not well known, in what is a Presidentially-led
effort.

Wouldn’t you have been better off with individuals with name recognition?

In identifying an advisory board, the working group sought individuals who could reach
out on behalf of the President to various communities, provide guidance and analysis on
topics concerning race and recruit more leaders to implement solutions that will improve
race relations. ’ ‘



‘We also looked for a group of individuals who would provide diversity on a number of
- fronts, be respected in their fields and work well together exemphfymg the relationships
we hope the whole initiative will engender.

Many of the advisory board’s members are familiar ones, especially in their communities -
or areas of expertise. '

How much is this initiative going to cost?

We are working with the appropriators on a Justice Department reprogramming of funds
for the initiative. The approximate cost of the initiative is $2.9 million.

What is the $2.9 million for?

The funding will enable us to bring the advisory board to the American people and for |
~providing staff who will study the issues and reach out to the American people.

Why are there no Native Americans on the advisory board?

The advisory board is small in number. These individuals represent diversity in race, age,
gender, background and political perspective. There will be many, many opportunities
(for example: staff appointments, Presidential town hall meetings, advisory board
outreach) over the course of the initiative for the President and the advisory board to
work with and hear from individuals whose diversity is not reflected on the board.
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MEMORANDUM e, b 7 *XMP\

TO: TOM FREEDMAN, MARY L. SMITH */\ L ¢
FROM: - DREW HANSEN
- RE: . IMPACTS OF SELECTED CAUSES OFDEATH ON MINORITIES
DATE: JULY 29, 1997 , |
SUMMARY

‘The following data summarizes the impact of selected causes of death (AIDS, cancer, diabetes,
~ heart disease, hypertension, and infant mortality) on members of minority groups.

1. TOTALS, SELECTED DISEASES

' Deaths and death rates for selected diseases, by race, 1995

White : Black ~ Hispanic Origin

Cause ofdeath Number Rate Number R'ate‘ R Number Rate

Cancer . 468897 215 60603 1829 | 17419 64.7
Diabetes : 47475 218 " 10402 - 314 4194 156
HearntDisease 649089 2976 78643. 2373 . 22403 833
RV infecton” . _25509 ' 1.7 17139 -~ 517 6110 227

Source: CDC, Monthly Vital Statistics Report, Vol. 45, No. 11(8) 2, June 12, 199?

Death rates for selected diseases, by race, 1995

400

Death rate

Heart Discase - Diabetes S o
-+ Cancer . . " HIV lnfedion
»(‘jsease R




2. AIDS

AIDS cases and annual rates ber 100,000 population, by racelethnicity

and age group, reported in 1996, United States

‘Adults/Adolescents Children <13
Race/Ethnicity , No. Rawe No. - Rate
White, notHispanic 26229 16.2 9 -
Black, notHispanic - 28346 1153 429
Hispanic 12966 - 55.8 145
Asian/Pacific Islander 561 75 1
Amer. Indian/Alaska Natve 207 14.1 3

Total |

No.

03 .

5.7
1.7

0
0.6

Source: U.S. Dept of Health and Human Services, "HIVIAIDS Surveillance Report,” Vol. 8 Na. 2, 1996.

3. CANCER

- & Year Relative Cancer Survival Rates, by Site:
White and Black Patients 1986 to 1992

Sie

Thyroid
Tests
Prostate
Melanomas of Skin
Corpus and Uterus, NOS
Breast '
Bladder
Hodgkin's Disease
Cervix
Larynx
‘Colon ,
Rectum and Recwsigmoid Juncton
Kidney and Renal Pelvis
Oral Cavity and Pharynx
Non-Hodgkins Lymphomas
Qvary
Leukemias
Brainand CNS .
Multple Myeloma

' Stomach
Lung and Bronchus
Esophagus
Liverand IBD
Pancreas

- White

965

‘954

886

876

865

85
824
815
714
683
629
60.5

596

55.2

521

456
426

288

284

- 193

14
117
6.5
35

Black

203
858
732
722
559
69.8
595
719
564
523
634
528
546
334
. 438
40

3’4' .

318
298

. ‘203
112
79

"~ 53
5.1

Source: National Cancer Institute, Data from SEER program, 1986-1991.

26327
28775
13111
562
210

Rate

135
89.7
413

59
10.7



4. DIABETES

Diabetes Prevalence and Death Rate, by Race (1993)

Race/Etnicity
White

Black
‘men
“women

Amer. Indiar/Alaska natives
) men
“women

Asian/Pac. Islander
men
“women

Hispanic
*men
‘women

.. 6.2%

9.0%
4.1%
49%

9.2%
42%

50%

58%

34%
24%

7.2%
37%
35%

Preva!ence‘Deaih Rat DeathRate/Whites

263 1156%
269 169.0%

- Source: American Heart Association. “White" rate is fromU.S. Gener'al Accounting Office,
Diabetes: Status of the Disease Anmong Armerican Indians, Blacks, and Hispanics,* 1992.

5. HYPERTENSION

Persons Reporting High Blood Pressure, 1990

Race/Ethnicity Percent, 18yrs +

White 15.9%

Black '. 213%
-Hispéﬁic 101% -

Non-Hispanic 16.8%

Source: Statistical Record of Health and Med_iciae, 1895



6. INFANT MORTALITY

Infant, Maternal, and Neonatal Mortality Rates and
Fetal Mortality Ratios by Race, 1992

tem ’ Total - White Black and other Black
infantDeaths 85 69 . 144 16.8
MatmalDeats 78 . 5 - 182 208
Fetal Deaths 74 63 117 NA :
Neo-natal Deaths - 54 43 92 108

Source: Statistical Abstract of the United States, 1996.

‘ Infant, Maternal, and Neonatal Mortality Rates and
Fetal Mortality Ratios by Race, 1992

25
o 20
2 5 & White
% o 895 Black and other
g o Black
0
Infant Deaths Fetal Deaths
Matemal Deaths Neo-natal Deaths
fem . .




L and??"hrilcél sémoos can only parually address the dlfﬁcult,j complex and often controverslal

Ehmmatmg Dlsparmes in Health

In support of the Presxdent s Initiative on Race thc Department of Health and Human Services
has identified six areas in which racial and ethnic minorities experience serious dlspantlos in~
access to health services and in health status. The leadership and resources of the Department
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 will contribute to
meetmg three of the five central goals of the Pnes1dent s Imuatlve on Race Teo :

educate the nation about the facts surroundmg the issue of race

o« promote a constructive dlalogue to oonfront and work through the dlfﬁcult and
controversml issues surrounding race o . :

« " find, develop and implement 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
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, 7
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

- population. Therefore, the future health of the American people will be substantially influenced
by our success in improving the health of racial and ethmc mmontles ,

Itis paxﬁcularly important that the Department and the nation focus on the issue of dlsparmes 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 improve the quality of health care, with particular attention given to the problem of disparities
in access to quality services.. However, it is important to note that i improvements in prevention

, detcrmmants of hcalth L


http:increase.as

-

. ‘The Department hésfselectcd-s'ix health prohlem 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 dlspantxes
have been estabhshed in collaboration with the major national organizations that are active in

addressing health concerns for the affected populations. The six focus areas will receive priority -

attention because achieving these goals will make an 1mponant contribution to improving the

health of racial and ethnic minorities. ' In the process we will also learn how to more effectively.

target strategies and resources to address other problem areas. ThlS exercise will contribute

materially to our longer tenn objectlve of substantlally elxrmnatmg dxspantles in health status by -

the year 2010,

To achieve the goals of the President’s Imtlatlve on Race wxll requxre 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 identified 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 mmonty
health and other mmonty-focused organizations; and with minority community-based :

‘ orgamzatrons“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 -

natlonal data necessary for detenmmng pnontles and desrgmng programs are avmlable

‘The. Department has set forth an action plan for the next twelve months axmed at ach1ev1ng
progress towards the six goals. In addition, the Secretary and the Assistant Secretaxy for Health
- will conduct strategic assessments for each of the six goals over the next year to assess whether-
_the Deparlment and the nation are doing the right thwgs to assure that the goals are met andto’ .
‘begin a broad natlonal dralogue to identify the most effective actions to achieve progress in these
six areas, and by extenston the other areas of dlspamy that must be addressed in the long term.

te
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. Eliminate disparities'ih‘infant mqrtaiity rates,
including death from Sudden Infant Dghth Syndrome (SIDS)

There are substantxal rac1al and ethnic dxsparmes m mfant morbxdlty and mortality rates in the

' Umtealsté;tes :Our goal is to continue progress m reducmg overall morbldlty and mortahty rates,
“and 1o ev_entually eliminate: dmpantles among groups Asa major step towards that end, we have
- set a near term goal of reducing the greatest disparity in infant ‘mortality, which'is among blacks

whose rate is nearly 2 ¥ times as great as whites, by at least 20% from their 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 Hawauans whose rates are also above the national -

average. These are our goals under Healthy ,People-{he na;lon ’s health ij ectives.

| Infant Mortallty Rates for the Umted Stat&s by Race, 1990-1996

18 - rgte per. 1,000 five bi:ths
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> reportmg ethmc origin, blrth and death ﬁles for H1spamc and other mmormes that must be lmked 1
before accurate statistics can be reported) Linked infant birth-and death file data for 1995 wxll
. ‘be available this fall for Amencan Indrans and Alaska Natives, Puerto Rxcans and Natrve
,Hawanans e EE N SRR
: Background Although ovcrall mfant mortahty rates have been decllmng, the declme in rates :
for a number of racial and ethnic groups’ sxgmﬁcantly lags behmd the national experience. A
- major factor in these vaned rates is the substantial racial disparity in, low birth weight and
e preterm birth.. Much of the declrne in overall rates. can be traced to résearch advances, better
- understandmg 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 approxrmately 10% of all infant deaths in the first year of life. Minority populations
are at greater risk for SIDS, thh rates among blacks being two and one half times that.of whites,

- and among some American Indran and Alaska Native populations being three to four times

- greater. Among blacks the SIDS rate has declmed 18 percent between 1993 and 1995, the largest
’declme ever observed. However the dlspanty between bIacks and whltes for SIDS remams
. ,Iarge. S v ST, S : ~ :

4

A

‘ Sudden Infant Death Syndrome (SIDS) Rates for the Umted States by Race, 1990—1995.
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- Data Source: National Vital Statistics System mortlity data, CDC, NCHS

Penodtcrty of data source: Annual. Prelumnary data for the total population are available nine -
months after the close of the data year; final data that mclude rac1al subgroups are avmlable 16
months after the close of the data year.. :

| Strategy for Achievmg the Goal

'.'Provlde enhanced prenatal services to low-mcome pregnant women by bmldmg
commumty-based outreach and fannly—centered mfrastructures in communities with high
rates of infant mortality, morbidity, and poverty. _ -

. Support a range of biological and behavxoxal research to better 1dentify the spec1ﬁc 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:rvivate
entities to address and promote coordinated research and health and social services.

« Promote the recruitment and trainmg of minority researchers and the suppoxt of minority
institutions that have immediate access' and can contnbute to the care of high-risk
: populations ,

Actlon Steps for the Next 12 Months

o Increase to 100% the number of States with aplan that addresses infant mortality reduction
and the associated racial/ethnic disparities. Emphasis will be placed on increasing the
‘pe'rcen'tage of minority pregnant women receiving prenatal care in the first trimester.

o All 50 States will have actlve “Back to Sleep or SIDS risk reduction campaigns

( 'the number of high-nsk commumtles addressmg‘mfant mortal:ty reduction,




wsn ee - - .
.

health campaigns and bereavement service$ for under served racral and ethruc populatrons
(HRSA) : o L S ‘

S[l)S~Related Research: Suppori research to 1) better understand the phys:ologlc causes of .-
SIDS and why SIDS infants die, 2) develop effective screening tests that can identify infants
" at risk for SIDS, 3) develop effective pharmacologic theraptes for hrgh risk infants; and 4) ‘
~ define spemﬁe patterns of l‘lSk in raelal populanons (NIH) :

Healthy Start Initiative: Fund approxnnately 40 new hlgh-nsk commumtles to unplement
one or more of the community-based strategies to reduce infant mortality detenmned to best

- address the needs of the individual community. (HRSA)

State Mortahty/Morbrdrty Review Support Programs. Support up to five States in thelr
efforts to promote, coordinate, and sustain mortality and morbidity review programs at state
and community levels.- This will allow States to éxpand their focus to morbidities and
-additional. populatlon groups. Emphasis will be plaeed on developing community and state
~ partnerships that utilize the community-based review findings pertaining to service barriers
and proposed systems changes to improve racial disparities and other problems assoclated
with poor pregnancy or ch11d health outcomes (HRSA) :

Perinatal Research Increase 1dent1ﬁcatxon of nsk factors and brologtcal markers for

‘adverse pregnancy outcomes, (e.g., LBW and preterm births), as well as SIDS, among

minorities, with the expectation of developing appropriate and effective 1ntervent10ns and
' treatments for chmcal conditions. (NIH HRSA, CDC) ) S S

A
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GOAL 2 Eliminate disparities in breast and cervical
cancer screening and management.

Cancer is the second leadmg cause of death for all women. Disparities in breast and cervical
cancer incidence and death rates occur among various racial and ethnic groups. = Screening to
detect eaxly disease is critical in the management of these two cancers. Even small changes i in
the percentage of women screened by mammography and Pap tests can have significant 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. :

reast er;
Our goal for the year 2000 for breast cancer screemng 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 preceding 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 %, Hrspamc women by 20%, and Asian and Pacific Islanders by 30% in order to

reach our goal under Healthy Peopie--the nation’s health objectives.

Proportlon of Women Aged 50 and. Older Who Have Received a Chmcal
Breast Examination and a Mam mogram Within the Precedmg Two Years,

United States, 1992 and 1994. e .

100% - | .
90% { ‘ o E1992
80% | N ‘ -

-60%
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. Breast Cancer Screenmg Rate Baselines for women > 50 years of age: .
Total: 56 % (1994) - , : '
thte. 56% (1994 .- o
" Black: 56% (1994) oo T
- Hispanic: 50 % (1994) : ‘ e
. American Indian/Alaska Natlve (AI/AN) 53%‘ (1994) ‘
Asian and Paclfic Islanders (API) 46% (1994)

Penodlclty of Data Source: Data are avallable once every three years, sxx months aﬁer the close
ofthedatayear - ', . o S

'Our‘ goal for the yéar 2000 for cervical cancer is te mcrease to at ieast 85% the preportion of 51'1
‘women aged 18 and older who have received a Pap test within the precedmg three years. Thxs 1s
our goal under Healthy People--the nation’s health objectwes.

Proportlon ofW omen aged 18 and Older W ho Have Received a Pap Test
within the Paat Three Years, Unlted States, 1992 and 1994,

o m1992 |
- 1994

100%
90%
80%
T0%
80%.
50%
40%
30%
20%
10%

0%

I

.-Black . 'Hispanic - AUAN APV ',




Penodiclty of Data Source: Data are avallable once every three years six months after the close
of the data year. -

Dlscusslon. Black women have a 3(}% greater nsk of dymg from breast cancer than whlte
women, despite an overall lower risk of acquiring breast cancer in the first place. This hlgher
death rate among blacks is most likely due to later diagnosis and treatment, hence the need for
bettcr cancer screening and management among minority populations. Furthermore, the breast

~ cancer :death rate decreased 10 percent for white wornen during 1980-1995, while it increased 18
f nt for black women. These disparities hold true for cervical cancer as well where the death
- rates are higher for black (5.2 per 100,000 in 1995) and Hlspamc women (3 1 per 100 ,000) than
‘f.for,the total population (2.5 per 100,000). : .

Strategy for Achlevmg the Goal

. Increase public educatlon campaigns to address the beneﬁts of mammography, thereby
' mcrcasmg the proportions of women aged 50-70 who have had a screening mammogram
in the prior two years.

. Prov'ide access to optimal care for ‘minbrity women.

e . Establish the Hcalthy Peoplc goal as petformance measures in HRSA Primary Carc
Programs and as program expcctatlons for community and migrant health centers across

the | nauon

Actlon Steps for the Next 12 months

» Increase in the propOrtion of minority women 50 t0.70 years of age who have hada
- mammogram and clinical breast exam in the past two years as measured by the 1998
National Hcalth Interview Survey

) C) - . Increase the proﬁorﬁon of minority women aged 18 and above who have had a Pap test
‘ : m the pnor three years as measured by the 1998 Nauonal Health Intemew Survey

Expand access to scmemng and trwtment to undcrserved women through the Breast and .

edlcally under served women, many of whomi. are mmorrtles Nearly 1 rmlhon
vscreemng tests have been performed since the program s mcepnon




C o on the. recrultment and retentlon of mmontnes m cluncal trials.

-

'

: The N; attonal Cancer Instltute (N CI) is fundmg twelve regnonal conferences in FY 1997

.The Mmonty Based Commumty Cluncal Oncology Program whxch is one of the
. programs responsible for the proporuonal representatlon of blacks and Hlspamcs in NCI
' sponsored treatment trials. '

The National Black Leadershlp Imtlatlve on Cancer and The Nauonal Hrspanlc

o Leaderslnp Initiative on Cancer are 1mportant pubhc educatton programs workmg in

.:‘:concert with the NCI’s Office of Cancer Commumcatton.

4The Natlonal Program of Cancer Reglstnes (NPCR), which supports comprehenswe
timely, accurate cancer registries in 42 States and the District of Columbla The NPCR

" enables reporting of cancer data by age, ethnicity and geographic regions and prov1des

. critical feedback to States for tracking cancer trends, targetmg and evaluatmg cancer
control mterventlons and health resource planmng

The Informatlon Actlon Councrl of the Natlonal Action Plan on Breast Cancer has
'»developed a Bridge to Underserved Populatlons initiative. This initiative is explonng
‘a variety of strategies for providing hard-to-reach populanons with breast cancer

" information using the Intéret. The IAC convened a series of regxonal meetings across

the country to mvestlgate and develop strategles for bndgmg the gap between the
underserved women and the Information Superhxghway ‘The meetings brought together
~ community based organizations, private organizations, and women from underserved

~ communities. The IAC plans to build partnerships with community based orgamzatlons
in model pilot projects, that will ensure that underserved women have access to the
wealth of mformatlon about breast cancer avmlable on the Information Superhighway.’

The Health Care Fmanclng Admlmstratlon Medlcare Mammography Campalgn,
which was launched in conjunction with First Lady Hillary Rodharn Clinton and the U.S.
Public Health Service’s Office on Women'’s Health, encourages oldcr women to use
Medlcare s mammography screemng beneﬁt '

Coverage of Mammography and Pap Smears Under Medicare and Medlcald - _
: ,Under HZR. 2015, enacted in August 1997 mammography coverage under Medlcare w111 ‘




.. The Minority Women’s Health lmtmnve 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 mmatxve will target breast
cancer in minority women as a top pnonty

. . The Federal Coordinating Committee on Breast Cancer will be awarding up to $3

mllhon 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 *'

‘underserved populauons These funds wxll be dxstnbuted to all agencxes of the federal

z
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;Cardxovascular dxsease particularly heart dlsease and stroke kllls nearly as many Amencans 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 cardxovascular disease among other minority groups are lower than the national. average,
there are subgroups within these populations that have high mortality rates from heart dlsease
and stroke. We w111 develop strategnes to rcduce these mortallty rates as well. -

‘Ratfos of Coronkry Heart Diseégze (CHD) Deaths, United States, 1992-1995.

' 180 y age-adjusted rate per 100, 000
&.. e
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Data Source. Natlonal Vltal Statlstlcs System mortality files, CDC, NCHS

Periodiclty of Data Source: Data are currently avaxlable onan annual basxs approxunately 16
months aﬁer the close of the data year. S - » ' - o

Mortahty data are collected on mmonty subgroups however, denommator data for total Hxspamc
populahon requlres special data runs from' Census to estimate the populatlon sizes as of July 1 of
the data year. These data are available approxunately 28~30 months followmg th "‘July 1 date.

: (1995 data wxll be available in fall 1997. D - ‘

Mortality data are collected on As:an/Pacxﬁc Islarider subpopulauons. However thc latest
. denommator data avaxlable from Census for these subpopulatlons is: 1990 P

Rates of Stroke Deaths, Umted States, 1992 1995
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stcussmn. The age-adjusted death rate for coronary heart disease for the total populatton
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 hypertensmn at an earlier age, and are
less ltkely to be undergoing treatment to control their high blood pressure. " Furthérmore, the'
rates for gular screening for cholesterol, another risk fac r for, heart disease, show dxspanttes
for ¢ ial and ethnic minorities--only 50% of Am ncan'IxidJans/Alaska Natives, 44% of
' Aswn Amencans and 38% of Hxspamcs have had thetr cholesteml checked thhm the past two -

years‘

Strategy for Achlevmg the Goal

e Foster efforts by publxc and private health-related orgamzatxons to disseminate and
~ implement current knowledge about preventxon and trcatment of cardlovascular disease

. Further explore issues of cardiovascular risk factors to deﬁne more clea:ly those
o populatxons that are at increased risk for cardxovascular dxsease

«  Conduct research to identify genetic determinants of elevated risk.
. Estabhsh the Healthy People goals as performance measures in HRSA anary Care

- Programs and as program expectattons for commumty and migrant health ccnters across .
, the nation. , »

~ Action Steps for the Next 12 Months

©  Evaluate results of the Latino Community Cardiovascular Disease'P"reventien and
Outreach Imtxatlve and use ﬁndmgs for planmng a national strategy

o Implement selected prog:am outreach strategtes as reﬂected in the NHLBI Ad Hoc
R Commlttee on Mmonty Populatlons S-Year Strateglc Plan developed m F Y 97




Examples of ngrams that Support thls Strategy

. . The Afncan American Commumty Cardlovascular stease Preventnon and
Outreach Initiative, established by the National Heart, Lung, and Blood Institute
- (NHLBI)'in 1992. As a part of this initiative, the NHLBI works with the National -
“ Medical Assocxatlon, Association of Black Cardlologls'ts Natlonal Black Nurses’
e jAssoclatxon, and historically black medical colleges and universities’ medical schools to
:-develop and xmplement commumty-based cardlovascular msease‘preventlon and
iicatlon pmjects for mner-cxty blacks R A A R

L The Latmo Commumty Cardlovascular Dlsease Preventlon and Outreach Imtlatwe, ‘
established in 1995 by the NHLBI. This initiative is composed of local projects that '
involve community members in health promotion and disease prevention programs;

, . develop culturally appropriate and language-spe01ﬁc materials; involve existing _

v community organizations and services; use select influential media; and mcorporate

. positive community lifestyles, values, and. behefs Plans are underway to transmon these
local projects to a natlonal etfort : -

¢ . Building Healthy Hearts for American Indians and Alaska Natives was established in * -
- 1996 by the NHLBI. Tt seeks to increase awareness and knowledge of risk factors for
cardiovascular diseases, which account for nearly a quarter of all American Indians and
Alaska Native deaths. The initiative develops heart health promotion strategies that
L address needs and incorporate culture, tradmon, Ilfestyles and values of Nauve Peoplcs

. . .-The Smoking Cessation Strategies fOr,Minoﬁﬁes‘Init‘iative 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
smokmg prevalence, acceptability of programs, and incentives that are eﬁectlve in
- rccrumng and retaining individuals in smoking cessation programs

. Improving Hypertenswe Care for Inner Clty Mmormes is a research program
initiated by the NHLBI in 1993 to develop and then evaluate the feasibility, acceptability,
Ry and eﬁ'ecuveness of various methods of mamtammg thempy and control of hypertensmn ,

‘city minority groups




Ehmmate dlsparltxes in dlabetes-rclated
comphcatlons. :

GOAL 4

- Dlabetes, the scventh leading cause of death in the Umted Statcs, is a serious pubhc health
: problcm aﬁ“ectmg 16 million Americans, with dxspantxes among racial and ethnic groups in the

rate of diabetes-related complications. Our goal is to continue progress in reducmg the overall
rate of dlabeuc complications among all person with diabetes, and to eventually eliminate .
dxspantxes 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 objectives. 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 dxabctes-related complications among Hlspamcs, and to improve
data collcctlon =

Dlabetes—related Comphcatlon Rates for End~Stage Renal Disease (ESRD)
" and Lower Extremlty Amputauon by Race and Ethmclty, Unlted States, 1990-1995

, 12 'rateper l, persos ,
: AL e Lower Extrém’ity Amputation (LEA) .
S , SR oo o Black

Emi Stag;é :
Renal Disease (ESRD)

er E mity Amputatlon Rate Baselmes. BN
- Total: 9.4 i perl ,000 persons with diabetes (1995)
;’,’Black. 10 2 per 1 000 person w1th dlabetes (1995)

D Data Source- Numerator: Nanonal Hospltal Dlscharge Survcy, CDC NCHS S
Denommator Natlonal Health Intemcw Survey, CDC NCHS‘ ats




Penodlclty of data source:. Data are currently avallable onan annual basm 22 months aﬁer
closeofﬂledatayear Lo L .

- End Stage Renal Disease Baselines: . o

. Total: 3.0 per 1,000 persons with diabetes (1992-1995)
: Whlte. 2.4 per 1,000 persons with diabetes (1992-1995)
-Black: 5.2 per 1,000 person with diabetes (1992-1995)

Amencan Ind:anIAlaska Natlve. 5. 4 pcr 1,000 person. thh dlabetes (1992)

: ource. Bureau of Data Management and Strategy, HCFA ngra.m ‘_tlstxcs, PHS IHS

Penodlcnty 'of Data Source. Data are avaxlable on an annual basxs' data can be rnade avallable
lZmonmsaﬁerﬂ:ecloseofthedatayear e :

Dlscussmn' While remauung the same of decreasmg for whites, prevalence and mortahty rates

 for diabetes among American Indlans/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-Americans, Native Hawaiians and certa.i
subgroups of Asian Americans. Rates for diabetes-related comphcatlons such as end-stage renal

"diseasé and amputations 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

o more likely than' whites to be hospitalized for amputations, septlcemla and debndement—-sngns of

poor diabetic control. Complication rates as outcome measures may not be sensitive indicators
of progress regarding this ititiative on eliminating racial dlsparmes We will continue to monitor
behavxoral _practices and health care access issues as indicators of success in acheiving a-
"reduction in dlspantles Examples of these indicators include’ d1abetes~speclﬁc preventlve care

. such as self-monitoring of glucose, clinic visits, diabetic foot care, dilated eye exams. These
measures can be tracked by modlf cations of some currently avaxlable sources that wﬂl prowde
«annualdata S ' '

| Strategy for Achlevmg the Goal



http:subgrou.ps

Action Steps for the Next.12 Mohths -

© Developa ntajer national outreach and consensus intervention initiative to reduce
" - diabetes-associated disease and death, especially in recial end ie‘thnic m‘inorities.

Q o Establlsh cooperative agreements which focus on comprehensnve commumty—dlrected
' and community-based efforts to reduce the. incidence of type Il dmbetes, reduce 1ts
mpllcatxons, and lower mortallty among mmonty’ populations

'C} Implement the Indxan Health Service Dlabetes lmttatlve

Examples of Programs that Support thls Strategy

. '-; Natxonal Dnabetes Educatlon Program. Involves both pubhc and private partners to
design ways to improve treatment and outcomes for people with diabetes, to promote.
early diagnosis, and ultimately to prevent the onset of the disease. -

e »The Diabetes Prevention Program Clinical Trial: Designed to, determme 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 will be from those populatlons

. ': ;:Dlabetes Preventlon Studies in Mxnonty PopulatlonS' The NIDDK contmues to
" - encourage increased research efforts on the disproportionate impact of diabetes in
“minority populatlons, including blacks, Hlspamcs Asxan and Pacxﬁc Islanders Alaska
Natlves and Natlve Americans and Hawanans. ,

e . National Diabetes Data Group (NDDG): The NDDG continues its collaboration 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
,d;abetes component in the 1989 National Health Intemew Survey of the NCHS. In
addition, the NDDG reccntly published Diabetes in America, 1995. Thls important
'hcatlen isa compxlatlon of epidemiologic and,pubhc health data on dxabetes, _




Reducé’di’spéri.tiesfin AIDS case rates among-racikl/ethﬁc
populations through increased knowledge of HIV serostatus.
. and improved access to early medical treatment

HIV mfectloanIDS has been a leading cause of death for ali persons 25-44 years of age for

several years rcgardless of race or ethnicity. Although racxal and ethmc ‘minorities constitute

. appmxunately 25 percent of the total U.S. population, they account for more ‘than 50 peroent of
“all AIDS cases. Our goal is to continue progress in. increasing the ovcrall avallablhty of early

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

including Medicaid-eligible women and children with HIV infection.

AIDS Case Rates in Persons > 13 years of age by RacefEthmctty,
- United States, 1996 :

120 rate pe"r mo.ooo pgrabns'
100
80 -

60 -

Black .Hispanic. AUAN ..




Data Source: Adult/Adolescent AIDS Reportmg System, CDC

Penodxcnty of data source: Annual, Data are ava.llable three months aﬁer the close of the data

~—

'Pedlatnc (<13 years} AIDS Case Rate Baselmes. ,

. Total: 1.3 per 100,000 ~ 1996 N Co
:Whlte.OBperIOOOOO 199 - .
B!ack -5.7per 100,000 1996 - R
Hispanic: 1. 7 per 100,000 1996 . T
s .;:Amencan Indian/Alaska Native (AI}AN) 0. 6 per 100 000

L Aslan and Pacific Islanders (API) 0.0 per 100,000 .

Data Source. Pedxamc AIDS Case Reporung System CDC

Périodiclty of Data Source. Annual, Data are avallable three months after the close of the data
year.

Discussion: Of cases reported among women and children, 'm:otc than 75 percent are among

racial and ethnic minorities. AIDS cases and new infections related to injecting drug use appear

to be incréasingly concentrated in minorities; of these cases, almost 3/4 were among minority |

_populations (50% African American and 24% Hispanic). “During 1995-96, AIDS death rates

declined 19% for the total U.S. population, while declining only 10% for blacks and 16% for

- Hispanics. Contributing factors for these mortality disparities include late 1dent1ﬁcat10n of
dlsease, lack of health irisurance to pay for drug therapies, differential access to HIV pnmaxy

care,-and inconsistency 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 avallable drug

therapies.

' Strategy for Achlevmg the Goal

; Increase the percentage of mmonty populatlons that know their. HIV serostatus and
receive early access to pnmary care to prevent or delay progressnon of AIDS.": -




Ai:t.ion Steps 'for the‘ Néxt 12 Months .'

Q. Contmue fo work wrth directly funded commumty based orgamzatrons to target
.- .individuals at high risk for HIV infection within racral/ethmc oommumtles to increase
’counselmg, referral servrces, and access to testmg B _ : s -

ue to work wrth state, crty, and temtonal ealth dey artments support the HIV
ntion Commumty Planning process. .Through this process, oommumty planmng ‘
grot ps work with health departments to develop a eomprehensrve preventron plan that
- ,‘_,‘reﬂects prioritized needs and is dlrectly responsrve to hlgh risk racral/ethmc oommumtles

Q“ Develop an initiative which creates an- epldemlologlcal proﬁlo of racral/ethmc

.+ 'communities throughout the country, examines current avarlable programs serving these
commumtles 1dent1ﬁes unmet needs, and develops strategies to address these needs.

(I Increase access to preventlon and supportive services, and efﬁcacrous medications, t,"
‘ ~ assure that individuals from speclﬁc racial and ethmo groups recewe servrces in
: «propomon to their representatron in the overall epndemxc. :

' C) L rAssure that the composmon of the HIV prevennon commumty planmng groups reﬂect

." the‘epidemiologic profile of the Junsdrctlon and increase those groups w1th lmkages to
.- correction and drug treatment faclhtres ; L

o ’Implement the Office of Drug Pncmg rebate program for.the AIDS Drug . Assrstance
’ Programs to increase the buymg ;)ower of Federal State, and local funds allotted to these

programs. ,

Examples of Programs that Support thrs Strategy

DC HIV Counselmg and Testmg Data Systemﬂbegan operatmg in 1985 to-




The Young African-American Men’s Study is a CDC, 2-year formative study to’
prevent HIV/AIDS in young black men. Data are being collected in Chicago and Atlanta
_through interviews, obsetvations and group discussions with community leaders health
care prowders and young men who have sex w1th men. '

.HRS,A’S AIDS Educatlon and Trammg Center (AETC) have a legwlatl v bmandate to
Vlde trmmng for mmonty provxdcrs.and provxde i

"I'he majorlty of HRSA’s Speclal Prolects of Natlonal Slgmficance (SPNS) Program_
- grants develop new models of HIV care for md1v1duals from minority racial and ethmc

. populatlons The SPNS ngram currently is fundmg support service grants to increase
access to HIV/AIDS care and related services for Hispanic populations living on the
U.S./Mexico border, urban blacks dually diagnosed with HIV and substance abuse, Native
Americans and Alaska Natlves who were not accessing HIV services, and Asian and Pacific
Islanders in New York Clty.,

HRSA’s ‘Title IIT Early Interventlon Servxces Program prov1des grant support for

outpatient HIV early intervention and primary care services for low-income, medically under

served individuals, pnmanly people of color in existing primary care systems. The objective -

of these programs is to maximize access to comprehensive and continuing clinical and’
‘ supportlve care for populations that have been disproportionately affected by the AIDS

epldemxc._ Currently, approxxmately two-thirds of the clients who receive primary care
: semces at Tltle III programs are members of rae1a1 and ethme mmonty groups.

: HRSA continues to pubhsh "HIV Care Access Issues" -- a technical asmstance series of

reports that identify barriers and strategies to overcome barriers to HIV care among specific
populatlon groups €. g black Hxspamcs Nailve Amencans, and Asian Americans.

) HRSA’S AII)S Drug Assnstamce Programs (ADAP) serve mdmduals from racial/ethnic
: ,mmonnes m approxxmate propomon to their cumxﬂatlve representatwn in the epldemlc to

and over 90% of chlldren mth |




_ Eliminate disparities in child__and adult ii_ximunizatibn rafes

‘

) Chddhood unmumzatwn ratcs are at an all-tnne hxgh, w1th the most cnucal vaccme doscs
reﬂectxgg’ verage rates of over 90 percent. Although mmhnmuon rates have been lower in
mmonty populations compared to the white populanon, mmonty rates have been increasing at a:
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 populatxons and to eventually eliminate disparities among groups.

This is our goal under Healthy People--thc nation’s health objectlves

Chlldhood Immumzatton Rates* by Race and Ethmclty, Umted States, 1995-1996

'Black Hlspamc | AIIAN

.Data:Source. Nanonal Immumzauon Survey, CDC' NCHS




Periodicity of Data Source: Data are reponed semi- annually, eight months after the close of the
rcspecnvc data penod :

AAduIt. 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
mmonty 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 . . .
chmmate disparmes among groups. This is our goal undcr Healthy People--the nation’s health
1 order to reach this goal, by the year 2000 we nt  niearly double the 1994
mﬂuenza immunization rates among blacks, Hlspamcs, and Asian and Pacnﬁc Islandcrs and to
quadruple the 1994 pneumococcal immunization rates among these groups .

Pneumococcal and Influenza Immunization Rates for Persons 65 Years and Older
- by Race and Ethnicity*, United States, 1994. - :
100% 7 rateas pc’rce'ntage' . )
90% . e : e
80% . © .| OWhite
L 70% - - ﬁ!ack L
: & Hispanic
60% - ~ P
. mAPI
50% -
0% | -
s0% |
20%
10% -
0%
‘Influenza o Pneumococcal
‘Sunplo size t‘or American Indian/Alaska Native was 100 small-to quanufy

Immumzatmn Rate Basehnes for Adults 65 years and older:
¢ Influenza: .
Total 55% (1994)

ymspamc. 14% (1994')“ B
Asum/Paclﬁc Islander‘ 14% (1994)




Data Source: Natioxiai Healt'h‘vlnterview Survey (NHIS), CDC, NCHS -

Periodicity of Data Source: Data wﬂl be avallable annually, approxlmately six months after the
close of the data year. Data have previously 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 unplemented

' stcusslon. Though coverage for preschool unmumzanon is hlgh in almost all States pockets »
of need, or areas within each State and major city where substantlal numbers of under-
immunized children reside, continue to exist. These areas are of great concern because, -
partlcularly in large urban areas within traditionally underserved populatlons, they have the =
potential to spawn outbreaks of vaccine-preventable diseases. Each year, an estimated 45,000
adults die of influenza, pneumococcal infections and hver 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 people 65 years ‘and over have increased slightly for blacks and Hispanics, the coverage in
these groups remains substantially below the Healthy People Year 2000 targets ’

-

Strategy for Achieving the Goal

Childhood

The Childhood Ihxmumzaﬁon Initiative (CIT) was launched te reduce most diseases
preventable by childhood vaccmatlon 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

ClII is a comprehensive effort designed to marshal efforts of the public and pnvate .
'sectors health care professxonals and volunteer orgamzanons S

- Adult
e Increasing pfovider a}vefex;'ess of the need for tiﬁlely.ixnmmﬁzaticins in adults.

e : Assurmg eﬁ'ective vaceine clelivery méchanisms l’or adults, - i

Intens1fymg vaccme-preventable disease program evaluatxons, survexllance actxvmes, and ..
) rtedoutbreaks or unusual 'm'rence of A

T e vaecmatlous levels
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© Increase emphasns on 1mmumzat10ns by supporting collaboratlve act1v1t1es to enhance
mﬂuenza and pneumococcal vaccmatnon levels among Medicare beneﬁcnanes. ‘

[ Develop and test assessment tools for documenting adult mlmmnzatlon Ievels and
pracuces in Commumty/ngrant Health Center sxtes. o R

.a'hepatltls B vaocme senes

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

Example‘s of Programs that Support this Strategy

ildh :
CDC is working with its partners to:

. Develop and implement State and community immunization registries as a
~ cornerstone to increase and sustam vaccination coverage rates to prevent
_outbreaks of disease.

. Target a range of i mterventlons to address pockets of need in each State or maJ or

clty - . ,
. | Contmue 1mplcmentmg proven mterventlons, such as WIC/Immumzatlon !

linkages and assessment of coverage levels in provider settmgs

. B The DHHS Actmn Plan for Adult Immumzatxon identifies key steps for each
s :gagency to implement to increase adult immunization levels, mcludmg efforts
targeted at populat:ons with an increased burden of vaccme-preventable dlseases




