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PRESIDENT CLINTON ANNOUNCES. NEW RACIAL AND ETHNIC HEALTH, 
DISPARITIES INITIATIVE 

February 21, 1998 

Today, President Clinton announced a new initiative 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 announced 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 ofthe Federal gove,rnment, the private sector, and 
local communities to eliminate disparities that for too long have been treated as intractable. 

BUILDING ON THE RECORD OF IMPROVEMENTS)N HEALTH STATUS FO'R ALL 
AMERICANS. Since 1993, key indicators show that our nation's health has greatly i~proved. 
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 falling for the first time in 
the history 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 minor~~i_es s¢ler fr9J!lcerjain diseases. at up to five times the 
!'!te of whit~ 1\me:r:!<?ans, For example( infant mortality rates are 2% times higher for" 

; African-Americans,and 1Y; times higher torAmerican Indians', ;i\i1ican-Americans men under 

,~,65 suffer from pro~tate c~cerat,n~arly ~i~~ the 'rate o{whiteJ~;:Vietname'se women suffer from 


, cerviCal cancer at/nearlY_fIv~L!i!!i~§ the '~'!te ofwhites; and Latinos have t»,oto three times the , 

rate of stomach cancer, : AfriCan-American men al~o s-qfferJrom heart disease at.nearly twic~the' 

: nite"oiwhites: Native Americans suffer fromdiiibete$'at nearly three'times the average rate, 
whil~ African-Americans suffer i6 perce-riihigh~r rifes than white American.s;· 

J. . ~ ~ > , • '" <. 4': - /'. 	 .. 

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 disparities in six ar~aswithgreat disparities by the year 2010: infant mortality; cancer 
screening and management; c,ardiovascular disease; diabetys; HIV / AIDS rates; and child and 
adult immunization levels. The President's plan: 

• 	 Initiates Sweeping New Outreach Campaign Led By the Newly-Confirmed Surgeon 
General an~ Assistant Secretary for Health Dr. David Satcher. The President is 
announcing that the Department ofHealth and Human Servic~s will i'nitiate a major . 
outreach campaign led by Surgeon General Satcher that will send critical treatment and 
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 comm\lnity-based programs and experts in minority health. It will 
improve education and outreach efforts and develop innovative strategies to address racial 
and ethnic health disparities., . 



• 	 Includes Over $400 Million to Develop New Approaches'and to Build on Existing 
Successes to Address Racial and Ethnic Health Disparities. 

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 3D 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 Pre~ident's balanced budget proposes a new $250 
million investment over five years that would strengthen public health programs 
that have a proven record ofeffectively 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 mv prevention. It also includes new funding 
for community health centers that serve historically underserved populations to 
make special efforts to target them. 

, 
• 	 AllDounces a Major New FoundationlPublic 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 research, demonstrations and evaluations on racial 
disparities in health. 

• 	 Develops More Effective Ways To Target Existing Federal Programs to Address 
Health 'Disparities. The Secretary ofHealth and Human Services will convene a new 
taskforce which will bring together the best ~inds 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 tht; 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 ali 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. 



Native Ainerican 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 Americans 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 ofAmerican 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 aver~ge 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. 

• 	 Accordingto the 1990 Census, only 65.3 percent oflndians 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 were 13.4 and 6.2, respectively. 

• 	 According to the 1990 Census, the median household income.in 1989 for Indians residing 
in the current Reservation States was $19,897, comparedwitn $30,056 for the U.S. All 
Races population. 

• 	 The American Indian and Alaska Native birth rate for 1991 - 1993 of 26.6 births per 
1,000 population was 67 percent greater thari 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 (IYO). 

• 	 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 population; accidents had been the 
second leading cause of death. 

• 	 Of all American Indian and Alaska Native people who died during 1992-1994, 30 percent 
were under 45 years of age. This compared to 11 percent for the U.S. All Races 
population (1992). 

• 	 The age-adjusted death 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 suicide death rate for Americ<l:l1 Indians and Alaska Natives for 1992­
1994 was 16;2 deaths per 100,000 popUlation compared with the U.S. All Races rate of 
11.1 for 1992, a ratio of I.S to 1. 

• 	 . The age-adjusted homicide death rate for American Indians and Alaska Natives in 1992­
1994, was 14.6 deatl~s per 100,000 population compared with 10.5 for the U.S. All Races 
population in 1992, a ratio of 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 
of 6.8 in 1992. 

• 	 The age-adjusted diabetes mellitus death rate for American Indians and Alaska Natives, 
in 1992-1994 of31.7 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 stillS.3 times the U.S. 
All Races rate of 0.4 for 1992. 

http:income.in


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 ofany 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 

• 	 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 ofIndians 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 ofjuvenile delinquents confined by the Federal Bureau of Prisons in 1994 
were Indians. 

• 	 The death rate for Native American youth (142.01100,000) 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.AllRaces, 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. 

• 	 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 is the second leading cause of death among Indians from I -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 

Tlte Tribes oftlte Great Sioux Nation 


(Aberdeen Area) 


(RATES SHOWN ARE % 
mGHER THAN THE 

NATIONAL AVERAGE) 

• DEATHS FROM TUBERCULOSIS ............................................................................ ~ ............ 1,300% 


• DEATHS FROM DIABETES ........................................................ ;............................................ 400% 


• SUDDEN INF ANT DEATH SYNDROME ................................ : ...................................... ~...... 328% 


• POST NEONATAL MORTALITY RATE ............................................................................... 200% 


• DEATH FROM CERVICAL CANCER ................................................................... ,................ 2510/0 


• DEATHS FROM ALCOHOLISM ..................................... ; ................... , .................................. 1200% 


• D·EATHS FROM SUICIDE ......................................................................................................... 147% 


• 	 IJIFE EXPECTANCY .............................................................. ,........................................... 60 YEARS 
. (vs. 74.9 for U.S. population) 

*1993 Indian Health Service Report entitled "Regional Differences in Indian Health" 



DISP ARITIES 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 disease 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 different cancers at a higher rate than, including· 
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. 
• 	 Latinos have two to three times the rate of stomach cancer and higher rates for prostate 

cancer and cancer of the esophagus. 
• 	 Lung cancer is nearly double the rate for some Native American groups. 
• 	 Only half of Hispariic 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 ofwhites ~d are also much 

more likely to the severe consequences, such as blindness of this disease at a higher rate. 
• 	 African Am~ricans suffer from this disease at double the rate. 



Preliminary Possible Options' 

.Cardiovascular Disease OutreachlEducation 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 existing 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 cervical cancer. 

. Diabetes (CDC program). While NIH believes that 16 million Americans have diabetes, only 8 
million have been diagnosed. Those who go undiagnosed are far more likely to suffer the serious 
consequences of this disease, including blindness and kidneyfailure. 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 identify and counsel those at risk for 
this disease. 

Costs: $30 million 


Infant Mortality (HRSA?/CDC programs). Home Visiting Program/or 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·ofboth initiatives: $20 million 




202 395 10213 NO. 176 

To: RaCe Initiative Conta.cts in Federal Agencies 

From: Judith Winston 


Thank you for agreeing tobe the President's Initiative on Race's conta.ct 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 seeking, so we are requesting your help in compiling the data. . . 

.We llave identified key demographic data, as well as eight broad categories that require 
researching. Data elements for each ofthese categories are outlin.ed on the a.ttached sheets. 
These elements are only suggested, so plea.se feel free to substitute statistics you feel are better 
measurements for the illfonnation we are seeking. For each oftllese categories, we would like 
to identify the follow:irtg information: . . • 

1. Key indicators ofprogress· the best ways ofmeasuring success in each category 
2. Trends in disparities among races 

9 where have positive changes occurred (especially those where 
, government intervention has made a difference) 
- wllere are disparities growing 
- where are disparities dtle to race and where are they due to class 
• what are the effects ofurbanlnltallocation 

3. Costs ofdiscrimination 
4. Data sources, upcoming studies, other sources ofinformation . 

I have asked Michele Cavataio ofmy staff, Jose Cerda ofthe Domestic Policy Council, and 
Sandy Korenman ofth~ COWlCi! ofEconomic 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 talce place on Wednesday, August 20. from 2-3 PM in the Old' 
Executive Office Buildfug, rooltt_. We would appreciate it ifyou would come prepared to 
discuss the infomtation 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 
at 395·1013 to contirtn your attendance or ifyou have any questions. 

Thank you very much. ,We look forward to meeting '\Vith you soon. 

http:outlin.ed
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Brainstorming Meeting Notes: President's Race Initiative 
August 9, 1997' 

Getting started 
1; 5 goals: 

a. 	 Articulate the President's vision of a just, unified America. 
b. 	 Educate all Americans about the facts of race 
c. 	 Prom<?te a constructive dialogue 
d. Encourage leadership 

e.ldentify and disseminate solutions 


2. 	 study-dialogue-action 

3. 	 Need a common language to build one America / can we agree on shared 
values? 
a. 	 'common ground 
b. 	 opportunity 
c. 	 family 
d. 	 race has impeded building of one America 

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 will be 

no majority race in a few decades 
c. 	 Discrimination exists 

2. 	 Judicial system . 
a. 	 Vigorously enforce civil rights' laws/ commit 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 racial tensions in our history 
3. 	 Debate should move from English only to English plus 



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 different 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 car~? 
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 ~EOs from majority and minority communities 
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 



4. 	 People who don't believe that racism exists 
a: 	 Mystery shopper testing is a good way to demonstrate existence of 

racism 
5. 	 Whites and other races - need to measure changes in attitudes . 
6. 	 Policy makers 
7. 	 Corporate America -- believes in traditional meritocracy, need to broaden 

vision of what merit is 
8. 	 Federal Government must model behavior 

a. 	 E.g. military believes every person can achieve with adequate support! 
training, 

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

Concluding remarks 	 , 
1 . 	 Year long initiative needs to lay foundation for continued progress 
2. 	 Need to narrow focus of initiative to concrete goals 



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? 

A: 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, i~vesting in education and making our 
communities safer. However, more needs to be done. We face new challenges and a 
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 embra.ce 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. 

Q: How was this initiative developed? Who did the .President call on among the White 
House staff? 

A: The President charged ErksineBowles arid Sylvia Mathews with developing the 
parameters ofan initiative that w0ll:ld 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 wor~ng group meetings. The President· 
received regular updates on.the group's direction and progress . 

. Q: How can the President ask others to "get their houses in order" on this subject, 
when the White House itselflacks diversity, especially in its upper ranks? 

A: President Clinton is proud 6fihe record diversity of his Administration. He has 
. appointed more African Ainericans,Hispanics and Asian Americans than any other 

President. 



. 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. . . 

Q: 	 Isn't this just the President's reaCtionary position after the Administration ha~ 
neglected to take stronger stances on behalf of minorities? 

A: 	 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 America," a nation coming 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 minonties. 
• 	 The unemployment rate for Hisparuc 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 -- its lowest 

level since data was collected. 
• 	 The Administration has approved mo.re than $2 billion in Small Business 

Administration loans to Asian Americans. 

The time is right to move forward more aggressively on the President's third goal. 
Already the President has taken action in this area with his apology, on behalfof the 
feder8.I 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 ofdeclining diversity in student bodies .. 

fRESIDEN'T'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 improving race relations: How serious is he about this 

. initiative? 

A: 	 The President is very serious about this initiative. He has been steadfast throughout his 
life and professional career in his purs:uit of equality and opportunity for all. 
• 	 The President's experiences with discrimination are rooted in the South's legacy 

of'slavery. 



• 	 As a candidate, the President has consistently said one ofhis main goals in 
running for the office was to keep the American Dream alive for everyone who 

. wanted to work for it and to keep us "one A.tD.erica," a nation coming together 
instead ofcoming 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 annivers~ commemoration. 

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 will 
help provide its intellectual leadership. 

Q: 	 Does the President really expect this initiative to make a difference or is it justa way 
for him to get more media attention? 

A: 	 This initiative will attempt to identify and create solutions for improving race relations 
and the circumstances ofAmericans ofall 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 imbalances in opportunityihat.can be 
attributed to race? 

A: 	 This initiative will study the imbalances in opportunity that can be attributed to race, open . 
channels for discussion about those imbalances and create or refocus policy to address 
those imbalances. 

We will strive to identify and create solutions for improving race relations and the 
circumstances ofAmericans ofall 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. 

Q: 	 How can the President hope to improve race relations and the lot of minorities 
without dedicating significant funds to the problems .that arise from racism? . 

A: 	 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 



budget agreement, to provide health coverage to five million uninsured children. And we 
can seek creative ways to generate new funds, not ju~t from federal and state spending. 

Q: 'What can we expect to see change as a result of this initiative? 

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

We will challenge leaders and "doers" will step forward, in communities throughout the ' 
nation, to find and put into practice ideas to improve race relations and stimulate 
opportunity for all. 

We will identify and disseminate proven practices for promoting racial harmony. 

We will analyze critical issues affecting race relations in thi~ country and propose 
government actions and policies to address these issues. 

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

A: The effort will be a balance ofstudy, dialogue and action -- induding fact finding and 
policy. 

We will seek to promote honest dialogue on the issues of race and to develop 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. 

Q: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? 

A: 	 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 oiUy the beginning of an initiative that will ' 
be a uniquely indusive and broad-ranging year-long effort. We encourage those willing 
to engage in tough, honest dialogue to join us. 

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 ofjustice. 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 


Q: When will the advisory board hold its first meeting? When will it conclude its 
work? 

A: 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. 

Q: 	 When can we expect to see the first action or policy recommendations (rom the 
advisory board? 

A: 	 As a result 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: 	 Why did the President appoint an advisory board rather than an independent' 
commission? 

A: 	 This initiative is designed to use presidential leadership to prepare the Americanpeople 
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 President 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, ifnot well known, in what is a Presidentially-led 
effort. 

Q: 	 Wouldn't you have been better off with individuals with.name recognition? 

A: 	 In identifying an advisory board, the working group sought individuals who could reach 
out on behaif 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 toge.ther exemplifying 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 ofexpertise . 

.Q:' 	 How much is this initiative going to cost? 

A: 	 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. 

Q: 	 What is the $2.9 million for? 

A: 	 .' The funding will enable us to bring the advisory: board to the American people and for 
. providing staffwho will study the issues and reach out to the Ameljc8:Il people. 

Q: 	 Why are there no Native Americans on the advisory board? 

A: 	 The advisory board is small in number. These individuals repre$ent 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. 



TO: TOM FREEDMAN, MARY L. SMITH 
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SUMMARY 


. The following data summarizes the impact ofselected causes ofdeath (AIDS, cancer, diabetes, 

heart disease, hypertension, and infant mortality) on members ofminority groups. 


, IMPACTS OF SELECTED CAUSES OF DEATH ON MINORITIES 

1. TOTALS, SELECTED DISEASES 

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

White Black t-:Jispanic Origin 

Cause ofdeath Number Rate Number R'ate " Number Rate 


Cancer' , 468897 215 60603 182.9 17419 64.7 

Diabetes 47475 21.8 10402 31.4 4194 15.6 

HeartDisease 649089 297.6 78643, 237.3 . 22403 83.3 

HIV Infedon' 25sa:l 11.7 17139 , 51.7 6110 22.7 


Source: ~, Monthly Vital Statistics Report, Vol. 45, I'k:l. 11~S) 2, June 12, 1997 

Death rates for selected diseases, by race, 1995 
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2. AIDS 

AIDS cases and annual rates per 100,000 population, by race/ethnicity 
and age group, reported in 1996,United States 

Race /E1hnicity 
'Adul1S/Adolescen1S 
No. Ra1e 

Children <13 
No.. Rate 

Total 
No. Rate 

White, notHispanic 
Black, notHispanic 
Hispanic 
Asian/Pacific Islander 
Amer.lndian/Alaska Native 

26229 
28346 
12966 

561 
207 

16.2 
115.3 
55.8 
7.5 

14.1 

ga' 
429 ; 
145 

1 
3 

0.3, 
5.7 
1.7 

0 
0.6 

26327 
28n5 
13111 

562 
210 

13.5 
89.7 
41.3 

5.9 
10.7 

Source: u.s, Dept of Health and t-Uman Services, "HN/AIDS Surveillance Report," Vot: 8 No, 2, 1996. 

3. CANCER 

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

Si1e . White Black 

Thyroid 
Testis 
Prostate 
Melanomas ofSkin 
Corpus and Uterus, NOS 
Breast 
Bladder 
Hodgkin's Disease 
Cervix 
larynx 
Colon 
ReC1Lm and ReC1Dsigmoid Junction 
Kidney and Renal Pelvis 
Oral Cavity and Pharynx 
Non-Hodgkins lymphomas 
Ovary 
Leukemias 
Brain andCNS 
Multiple Myeloma 
S1Drnach 
Lung and Bronchus 
Esophagus 
Uverand IBD 
Pancreas 

95.5 
95.4 
88.6 
87.6 
85.5 

85 
82.4 
81.5 
71.4 
68.3 
62.9 
60.5 
59.6 
552. 
52.1 
45.6 
42.6 
28.8 
28A 
19.3 

14 
11.7 
6.5 
3.5 

\ 

90.3 
85.8 
732. 
722. 
55.9 
69.8 
59.5 
71.9 
56.4 
52.3 
53.4 
52.8 
54.6 
33.4 
43.8 

40 
34­

31.8 
29.8 

'20.3 
112. 
7.9 
5.3 
5.1 

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



·.~ 

4. DIABETES 

Diabetes Prevalence and Death Rate, by Race (1993) 

R ace/E thnicity Prevalence Death Rate Death Rate/Whites 

White 6.2% 

Black 9.00;6 
..-nen 4.1% 26.3 115.6% 
*v\.omen 4.9% 26.9 169.0% 

Amer.lndian/Alaska natives 9.2% 

..-nen 4.2% 

*v\.omen 5.0% 


Asian/Pac. Islander 5.8% 

..-nen 3.4% 

*v\.omen 2.4% 


Hispanic 7.2% 

..-nen 3.7% 

*v\.omen 3.5% 


. Source: Arrerican Heart Association. "\Mite" rate is from U.S. General Accounting Office, 

Ilabetes: Status of the llseaseArroog Arrerican Incftans, Blacks, and lispanics," 1992. 

5. HYPERTENSION 

Pe.rsons Reporting High Blood Pressure, 1990 . 

Ra cefE thnicity Peree nt. 18yrs + 

White 15.9% 

Black 21.3% 


. Hispanic 10.1% 

Non-Hispanic 16.8% 


Source: Statistical Record of Health and Medicine, 1995 



6. INFANT MORTALITY 

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

hem Total White Black and olher Black 
InfantDealhs 8.5 6.9 14.4 16.8 
Maternal Deafls 713 5 182 20.8 
Fetal Dealhs 7.4 63 11.7 NA 
Neo-natal Dealhs ' 5.4 43 92 10.8 

Source: Statistical Abstract of the Ulited states, 1996. 

Infant, Maternal, and Neonatal Mortality Rates and 
Fetal Mortality Ratios by 'Race, 1992 . 
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Eliminating Disparities in Health 

In support of the President's Initiative on Race, the Department ofHealth and Hwnan Services 
has identified 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 Department 
will bero.mmitted to achieving significant reductions in these disparities by the Year 2000, with 
the ultimate goal ofeliminating these disparities. Through this ~ffort, we \ViII contribute to 
ll1~g three ofthe five central goals of the President's Jnitiative9n Race: 

..',:; ,;,. '. educate the nation about the facts surrounding the issue of~" 
" . 	 ",' 

• 	 promote a constructive dialogue to confront and work through the difficult and 
controversial issues surrounding race 

• 	 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 an<i • 
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 ofdeath and illness experienced by Biacks, . 
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 wUold over the next 

. severald~es heighten the importance ofaddres~ing the issue ofdisparities in health status: 
Groups that currently experience poorer health statusv.ill increase.as a proPortion ofthe tot8! 
population. Therefore, the future health of the American people will be substantially influenced 
by our success in improving the health of racial and 'ethnic minorities. 

It is particularly important that the Departinent and the nation focus on the issue ofdisparities in 
accesS to services and health status as major changes unfold In the systems thfough which care is .. 
financed and delivered. Indeed, one of the Department's strategic goals for the next six years is 
. to improve the quality ofhealth care, with. particUlar attention given to the problem ofdisparities . 

in~. to qUality. services. However, it is important to note that improvements in 'prevention 

.an((~Ji~jcar~ces can only Partially address the diflicult"ec,inplex arid ofteoeontroversial . 


. . " .. ' iS~:SGrtOundjiJ ·:rilcial·and ethnic dis ·ties in liea1thstatUS:\EduCatio'::~iiiC()m:e irtd·oilier. 
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,'The Dep8rtment has,'selected,six health problema.r~ 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, arid child and adult immuniZations. These focus ar~ are drawn from the 
health objectives for the nation, Healthy People 2000. The targets toreduceth~se disparities 
have, been established in-collaboration With the major national organizations thatareaetive in' 
addressing health concerns for the affected populations. The six focus areas will receive priority 
attention because achieving these goals will make an important contribution to improving the 

, health ofraciai and ethnic minorities.' In the process we will also learn howto more effectively 
target strategies' and resources to address other problem &teas. This exercise will contribute 
materially to out longer tenn objective of substantially eliminating disparities 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 ofexisting 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 eft:ectively as possible. 'The Department must bz:oaden and 
strengthen its partnerships with state and local governrhents, with national and regional minority 
health and other lllinority-focused organizations; and with minority community-based 
,organizations-~th()se who have the greatest access to and knowledge ofthe community. Finally, 
: the Department must ensure thatadequate,monitonng efforts are carried out, and thatlocal and 
national dapt necessary for detenriining priorities,and designing programs are av~lable. ','

'. . . .' 

. ". 
The Depamnent has set forth 'an action plan forthen'ext twelve months mmed 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 things to'assure that the,goals 'areIl1et,and to ,. ,. 
begm abroa4 national dialogue to identify the most effective action~ to acrueveprogress in these, 
six areas, and by extension the other areas of disparity that must be addressed in the long tenn'. 
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. Eliminate disparities in 'infant m()rtality rates, 

including death from Sudden Infant Death Syndrome (SIDS) 


Th.e.~ ~:subSt8ntialracialandethnic disparitiesininfant,norbidity and 1Dortality rates in the' . 
. qlJi#~1:~~s'~()1J(gOal is to co.ntinue progress ih i-educing'()~~jDprbidiiy and 'mortalitr rates, . 
, a#4W~Ye#uallyCIinUnate.disparities among groups. ASa'iIlajorstep towards that en~ we have 
. set ~'near term goal ofreducmg the greatest disparity in infant mortality. which: is among blacks 
Whose late is nearly 2 Y2 times as great as whites, by at 'least 20% from' their 1996 rate' by the , 

. Yeat2000.· We will alsoworkto'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 Mortality Rates for the United States by Race, 1990-1996. ' 

rate per 1,000 live births 18 
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reporting ethnic ongin, birth and deathfiles for Hlspailic'and other minorities that must be linked " 
. before accurate statistics can 'be reported). Linked infant hirth.and death file dataJor 1995 W,ill .' 
'be available this fall for American indians and Alaska Natives, Puerto Ricans, and Native' . 
,Hawaiians. ". ; ~,." ',' , . 

, 	 . "<> 

. Background: . Although overall infant mortality rates 'ha~e ,been declinirig, the deciine in r~tes 
" for: a number of facial arid ethnicgrOupssignificantlylagsbChind the national experience. A 

major factor in these varied rates is the substantial racial disparity inJow birth weight and 
p~teim hirth., Much of the, decline, iIi ov~rail rates,~'~ traced to research act.VCUlceS, hetter' 
:understanding~d treatment ofrespitatorydistr¢sssylldromeas'well as reductions in deaths. due' " .j. ";'" 

.' 	 toSildden Infant Death Syndrome (SIDS). Despite imprQvements in recent years, SIDS still ',: 
accounts for approximately 10% ofall iflfant,deaths in the first year of life., Minority populations 
are at 'greater risk for SIDS, with rate~ among blacks being~o and one half times that of whites, 

" and among some American Ind~an'~dAlaska Native populations beingthreeto four times 

. greater. Airiong blacks the SIDS tate h~ declined l8perce~t between 1993 and 1995~ the largest 

decline ever observed. However, ,the disparity betwetm'blacks and whites for SIDS'remains. ' . 


large:' " .'. . 	 , . , 
.~ 	 " : \ . 

,.' Sudden Infant Deat~SYildrom~,(SIDS)aates for the United States by Raee, 1990~1995• 

;\< 	 ". "260 Rate, per 100,000 Uve:.bom.infants 
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, Data Source: National Vital Statistics System mortality data, CDC, NCHS' 

Periodicity of data source: Annual. 'Preliminary data for the total population are available nine ' 
months after the close of the data year;, final data that include rncial subgroups are available 16 
months after the Close of the data year.' ' ' 

St,r,atf!gy,fOf\Achievingthe Goal 
" ':', '.'.,,;'" , . 

'," 

~},'PrOvid~,enhanced prenatal se~ices tolow-inC()me pregriant ~om~Q'bybtrliding , 

cominuility-based outreaCh and family..centered infrastructures in communities with high 

rates ofiDfant mortality, morbidity, and poverty." , 


• 	 Support arange of biological and behavioral research to better identify the specific factors 
contributing to the racial and ethnic disparities associated With infant death, pretenn , ' 

, delivery, low birth weight, SIDS, ~d related adverse outcomes. . 
, 

• 	 Fonn linkages among public agencies and academic, professional, business and othe~,:.'~vate 
entities to address and promote cOOrd~nated research and health and social services. 

• 	 Promote the recruitment and training o(minoritY researchers and the support of minority 
institution,s ~at haveimmediate access'and can contribute to the care of high-risk 
populati~ns.' "',' ' " ' 

Action Steps ,for the Next 12 Months 

o 	 Increase to 100% the number of States with a plan that addresses infant mortality reduction 
and the associated racial/ethnic disparities. Emphasis will be placed on increasing the 
J>crcentlige ofminority pregnant women receiving prenatal care in the first trimester. 

o 	 All SO States will have active '~Back to Sleep" or SIDS risk reduction campaigns 
. " . : 	 ' . 

number of high-dskco~~ties ad(~lSin;g'iIlfilIlt,nloI1ali1ty
,.'," of·"'" , 

',' .. : ­
" ," 



health campaigns and bereavement services for under served racial and ethnic populations. 
(HRSA) - -,: 

• 	 SIpS-Related Research: Support research to 1) better understand the physiologic causes of _­
SIDS and why SIDS infants die, 2) develop effective screening tests that can identify IDfants 
at riskfor SIDS, 3) develop effective pharmacOlogic therapies for. high risk infants;-and 4) 
define specific patterns ofrisk in racial populations. (NIH) ' .. 

• ·.H~lthyStai1 Initiative: Fund approxinlately 40 new high-risk ~mmunitie~'to implement 
_-one ()rmoreofthe community-based strategies to reduce infant mortality determined to best 
-address the 'needs ofthe: individual community. (HRSA) 

-	 . . 

• State MortalitylMorbidity ReviewSuppoi1 Programs:·-- Support up to five States in their: 
efforts to promote, coordinate, and sustain mortality and morbidity review programs at state 
and communityleve~s. -This will allow States to expand ·their focus to morbidities and ' 

. additional· population grpups. Emphasis will bepl&:erl on developmg community and state 
_partnerships that utilize the community-based review 'findings pertaining to service barriers 
and pr~posed systems ch~ges to improve racial disparities and other problems associated 
With poor pregnancy or child 'health outcomes. (HRSA)' 

• 	 Perinatal Research: Increase id~ntification ofrisk factors and biological markers for 
. adverse pregnancy outcomes~ (e~g., LBW and preterm births), as well as SIDS, among 
minorities, .with the expectation ofdeveto ping appropriate and effective interventions and 

, treatments for c1mical conditions. (NIH, HRSA; CDC) .' " ' 	 . 
, . 	 . . . .. 
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Eliminate ~isparities.in breast and cervical 
cancer screening and management. 

Cancer is the second leading cause ofdeath (or all women. Dispariti~s in breast 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 ofwomen 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. 

. Breast Cancer; 

Our goal for the year 2000 for breast cancer screening is to increaSe to at least 60% those women 
ofall racial or et.hnic 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 %, :lfispanic women by 20%, and Asian and Pacific Islanders by 30% in order to 
reach ourgoal under Healthy People--.the nation's health objectives. . 

Proportion ofWom en Aged SOand Older W bo Have Received a Clinica,1 , 
Breast Examination and a Mammogram Within tbe :preceding Two Years, 
United States, 1992 and 1994. . 

100% 

90% 11.11992 
80%' 

,.1994, 

http:isparities.in


Breast Cancer Screening Rate Baselines for women ~ 50' years' of age: " 
Total: 56 %' (1994) 

, White,: 56% (1994) 
Black: 56% (1994) 

, Hispanic: 50% (1994) 
, American IndianJAiaska N~tive (AVAN): 53%- :(1994) 
Asian,and Pacific Islanders'(API): 46%,' (1994) 

'" " 

". ';­

P;ri~~lcitY ofD.ata Source: Data are availab'le once every three y~~;sixin~nths ~erthe clos~ 
ofthe data year. :: '" ' ' ".:,' " 

, ,:. 

, 'Our goal for the year 2000 for cervical cancer is to increase to at least. 85% the proportion ofall 
women aged 18 and older who have received a Pap test within the preceding three years. This is 
our goal under Healthy People--the nation's health objectives. ' ' 

Prop~rtion oi",'oo1 e~ aged 18 and 0 Idcir w. bo H ave Received a Pap rest 
witbln,tbep,..:t TbrecYeari"United Stlites,,1992 a,nd 1994. '. " 
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Periodicity of Data Source: Data are available on.:e every three years, six months after the close 
ofthe data year. ... . 

Discussion: Black women have a 30% greater risk ofdying from breast cancer than white 
wo~en, despite an ovenililower risk or'acquiring breast ~cer in the first place. This highe~ 
death rate among blacks is most likely due to' later diagnosis and treatment, hence the need for 
.,etter cancer screening and management amorlg minoritY,populations.. Furthermore, the. breast . 
. cancerdea:thtaie decreased 10 percent for white womeli dWing 1980-1995, while it increased 18 
~~h~iQrblack women. These disparities hold truefrit'~cat cancer-as well, Whe~ the death 

.'. ~"~high,er for black (5.2 per 1 00,000 in 1995) and'Hisp;ini(; women (3.1 per 100,000) than 
':f~rthitOtal population (2.5 'per 100,000). .' ...... ..... . , '. ..' '. .' , . 

. . . 

Strategy for Achieving the Goal 

• Increase public education Campaigns to address 'the benefits ofmammography; thereby 
increasing the proportions ofwomen aged 50-70 wQ.o have had a screening mammogram 
.in the prior two years. . . . 

• Pro~ide access to optimal caret-or minority wo~en. 

• . Establish the Healthy People goal as performance measures in HRSA Primary Care 
Programs and as program expectations for community and migrant health centers across' 
the nation. . . '. ' 

Action Steps for the Next 12 months' 

It Increase in the proportion ofminority women 50 to. 70 years ofage who have had a ." " 
, mammogram and clinical breast exam in the past two ye~ as measured by the 1998 
National Health Interview Survey. 

. . . 

. 0,· . Increase the proportion of minority women aged 18 and above who have had a Pap test 
• iltthe prior three years as measured by the 1998 National Health Interview Survey.' 

. . . . . 

'~<:f;;;¥!:~j~~JCpmQ.~~to Screening andtreatmentto~erServed women 't'.'"."""'·'n 

IJ'''''ILJ.''''· hciuth mD'8StlructUte 

. "providereducatio~qwility' " . . p3itnership" : ...•. 
,Qe"el(l'pm.ent. This progr8moffersrre.e.or·low~~·mammography and Pap testS to' "~:',;,,:-, . 
.~e:dicall~ wlder served women,·nlaJiyof.whonf~mmorities. Nearlyl million. ','; c 

..... - screening tests' haye been performed since: 'theprognltn's iriception~" ," .'.:, 
" . :;,' ',. '. '.-.. ­

..'" 

, I 



" 

~.' . 

. • 	 The Natio~al caneedDS.ti~te (NC~is ~ding ~l~e regional confe~n~s in FY 19977", 
. , onthereCrllltment and retention of nuilontlesm chrucal trials. . . . . .. 	 -. . 

. 	 . 

• 	 . The,Minority Bued Community Clinical Oncology ,Program which is one of the 

p~grarnsresponsible for the proportional representation of blacks and Hi.sp~cs in NCI 

sponsored treatment trials.' , . 


• .The National Black Leadership Initiative on Cancer and T __e NationAl H~panic 
;.: Leadership Initiative on Cancer areJmPortiuitpublic' ~ucationprograinSworking in . 
·ci>n~.wit1i the NCI's Office of Cancer C~mmurii~tion. '. ' ...... ~ ... ;:-' ­

.. ,~ 

, . 
. • The.National Program of Cancer RegistrieS (NPCR), which supports comprehensive, 

timely, accurate cancer registries in 42 States and the DistrictofColumbia. The NPCR 
, .' ,enables reporting ofcancer, data by age, ethnicity and geographic ~gionSand provides 

critical feedback to States for tracking c~~ trends, targeting ~d evaluating cancer , 
contn)l'interventi~ns, ru,td health resourgeplaIUlini;·. . :' 

" : ,".: .. The Information Action Council:oftheNational Action Plan on B-~~ast Cancer has' 
. developed a Bridge to Undenerved Populatio~s init:iati~e.This initiative is exploring 
.8: variety ofstrategies fo~ providing hard-tq-readl populations With breast cancer '. ' 
information using the'Intemet. The lAC convened a series ofregional meetings across 
the country to investigate and develop strategies for bridging the gap between .. the . 
underserved'women and the InformationSuperhlghWay. The meetings brought together, 
commwiity based organizations, private org3nizations, and women from underserved . 
. commUnities. The lAC plans to build partnerShips with Community based organizations 
in model pilot projects, that' will ensure that underseryed women \lave areess to the 
wealth of information' about breast cancer available on' the, Information Superhighway .. 

'. 	 The He~ith Care Financing Administration Medicare Mammograpby Campaign, 
which was launched in conjurictionwith First Lady Hillary Rodharh Clinton and the U.S. 
Public Health Service's Office on Women's Health, encourages older women to use . 
Merucare's mammography screening benefit. . . 

e; Coverage o.f Mammographyand P~p Smears Under Medicare and Medicaid ..: . 

' .. U~der H~~ 201S~ enacted in AugustJ997, m8mm,ography coverage under Medicare' will 

" .., -to'· .annual screening . . . for women oyer;·~9i . . 


. , . " ":', .... ~"';" . , 

." , .. ,. - 'to:'m~~;, ..," .... ;, .. 
Amencans'recc~lve the same high q~itY. h~th·::;<:_· ",.. 

, ~ 	 '.' . 
" ,'~ 	 .' ..... : t ..•....... 	 .. :;'j~J,~}~~~~,\;,. 




. ;~ 

• . 	 The Minority Women's Health Initiative of the PHS Office on Women's Health . 

. . (OWH) was developed in response to recommendations made during the P-HS 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 Can~er will be awarding up to $3 
. .'.. million in fisCal year 1997 to supplement existIDg prograins as well as to support. ' 
. . ••....•. ,' .' approved but unfunded projects that are targeted tOwards ~ucing breast cancer in 
..::">:;\;\,J:liijderserved populations. TheSe fundS will be distributed to~ll agencies ofth~ federal 

';:/'::)?Vemment that carryout breast cancer activities. "0' • .' .,. •... .' . 

." 

" :.' ,'. ,',', ,," .'" 

. , .;.' -.. ' ....•.. 
.: , .' 

, . 
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Elimi~ate disparities in heart disease and stroke' 

Cardiovascular disease~ par,ticularly heart diSe~ arid 'stroke, kills neatly ~many Americans as ' 
all other4iseases combined and is also one ofthe major cauSes ofdiSability in the, Umted States. 
Our goal is to continue progress. in reducing the ov~rall death ra~ 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 tenn goals of reducing the heart disease and 
stroke mort8Jity 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' 
'forcardiovascUIar disease among 'other minority groups are lower than the national,average, 
there are subgroups within these populations that have high mortality rates from heart disease 
and strok~. We will develop strategies to reduce these mortality rates as well. ' 

" . ' , ' , ,. 

,Rates of Coron~ry Heartnisea~e (CIID) Deaths, Ul1ited States, 1992-1995. 

'180 age-adjusted rate per 100,000 
,. 1. 

White' 



, ,, 
Data Source: National Vital Statistics System Ifio$lity files, cpc, NCHS 

Periodicity ofn~taSource: 'Data ~ currently available onan annual basis approximately 16, , 
months after the close ofthe data year. " ' 

Mortality data are collected on mmority subgroUpS; h9wever, deno~tordatafoftotal Hispanic 
P9PW~or.frequires special data runs from'Censtisto es~ the PoPul~tioIl size~:as'ofJuly 1 of 
$eijat~::Year~These data are ~vailable appro~ly28~30 D1onthsfollp~'~~'IUl}i'i~e. 
«(?~t~~¥8\Yil~ ~ available in falI1991~) ,:' ' •• :<'.:\ ,:::' 

.' . ::..::,:-, , '-,'~ : 

Morta,litY data are collected on Asian/Pacific Islaridersubpopulations. 'However,'the lat~st 
, denominator data available from Census ~or these subpopulations is, 1990. ' 

. , "( ; ," '- . ,." , 

Rates'of StrokeUeaths, United States, 1992..:1995. 

180, ' age-adjusted rate per lOO~OOO 
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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, theoveralldeerease was only 13 percent 
Withifl similarly insured populations such as Medicare recipients, there are significant disparities 
between blacks and whites in the use ofcertain diagnostic procedures for heart disease that 
cannot be explained by differences in the severity ofsymptoms. Racial and ethnic minorities 

. also have higher rates of hypertension, tend to develop hypertension at an earlier age, and ~ 
less likely to lx!undergoulg treatment to control the~ Jllgh blood Pi:essure; Furthermore. the' 
~forregular screening for cholesterol, anotIi~~ ri~k fa£!OrJor,4~ dis~, sho\Vdispanties 
for~:raci3Iand ethnicminorities-only 50%'of' Arti~rtCMIridiaDsIA.laslai Natives, 44%' of 

.ASian AriJ.eriCans,and 38% ofHispanics have ruidth~ir ~h()le~roi'ch~k:~:Witlmt th~ past two ", 
years,,:}." , , ' .. 
.' 	 . 

Strategy for Achieving the Goal:·· 
. 	 , 

• 	 Foster efforts by public and private he8Ith-related organizations to disseminate and 
implement current knowledge about prevention and treatment ofcardiovascular disease 

• 	 . Further explore issues ofcardiovascular risk factors to define more clearly thosy 
populations that are at increased riskfor cardiovascular diseaSe., ' 

• 	 Conduct research to identify genetic determinants ofelevated risk. 

• 	 Establish the Healthy People goals as perfonnance measures in HRSA Primary Care 
'. Pro'grams and as program expectations for cOmmunity and migrant health centers across . 
. the nation. . 

Action Steps for the Next 12 Months 

o 	 Evaluate results of the Latino Community Cardiovascular Disease' Preve,ntion and 

'Outreach Initiative and use findings for plarining a' national strategy .. , 

; , • 1'" .', ' " 

o 	 .selected program outreachstn;ttegies' as reflected in the NHLBI Ad Hoc,' 

".UJlmnuttc~ on Minority Populations 5-Year Strategic. Plan developed in FY 97. ." 


.,' ,': " 	 : '~.' . , .' 	 ... . .. t~ 

.,'.j~"..}', 
,. ",'. 

.' ~., 

",'..•.. '.' ' • '. oUtCO:rries;',., .. ' 

" ", 



Examples of Programs that Support this' Strategy 


• ,The Mrican American Community Cardiovascular Disease Prevention and 
Outreach Initiative, established by the National Heart, Lung, and Blood Institute 

, (NHLBI)'in 1992. As a part of this initiative, the NHLBlworks with the National' 
, Medical Assc>ciation, Association ofBlack Cardiologists, Natioruu Black Nurses' 

, '<'.Associ8tlon, and historically black medical cOlleges and universities' mediCa1 schools to 

" ' "', develop and implement community-based ,cafdiovascular disease prevention and 

,,:' ,,'¢<tucation projects'for inner-city blacks. ' , ' , , " ' , 

. . '," 	~ , '. ' .... ', 	 ..:.: 

" ",,' 

, '.. The Latino Community Cardiovascular. Disease Prevention and Outreach Initiative, 
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-specific materials; involve existing,' ' 
community organizations and services; use select influential media; and incorporate 

, ,positive community lifestyles, values, and,beliefs. PI~ are underway to transition these 
local projects to a national effort. 

• 	 Building Heaithy Hearts for American'Indians and Alaska Na,tives was established in' " 
1996 by the NHLBI. It seeks to increase awarenes~ and knowledge ofrisk 'factors for 
cardiovascular diseases, which accqunt 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,traditio~ lifestyles and values ofNative Peoples. 

• " ,The Smoking 'C,essation Strategies for, Minorities, Initiative has beencond~cted by the 
, NHLBI since 1989 to stimulate development ofculturally specific smoking cessation and , 
relap~e prevention programs for under served minorities. The program developed data on ' 
smoking ,prevalence,acceptabilitY ofprograms, and incentives that ~e effective in 

" recruiting and retaining individuals in smoking cesSation programs. ' 

• , Improving Hypertensive'Care for Inner City Minorities is a research'program" 
initiated by the NIn.BI in 1993 to develop and then evalUate the feasibility, acceptability, 

,,': ~ci effectiveness o( various methods of maintaining therapy and control ofhypertension ' 

". " 

, , Dlit,iority groups." " ' , 

;D.jSeallS",Colitroland J.»r~ention'8 

" _," ~': I' :,.""" 

, ' : .~ 

;', 

.. 
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, Eliminate, disparities in diabetes-related 
complications~ 

Diabetes, the seventh leading cause ofdeath in the United States, is a serious puplic health 
proble~'8ffe¢tiilg 16 million Americans, with disparities Sniongraeial and 'ethnic groups in the 
rate ()f.~'6etes~related compliCations. Our goal is tocoritmue progress, mreducing the overall 
r:ate ofdiabetic ,complications among all person with diabetes, and ~o eventually eliminate, 
disparities among groups. As a major step towards that end, we have set a near term goal of 
reducing the rate ofend 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 1995Ieve1s. These are our goals under Healthy People-the nation's 
health objectives. Rates ofdiabetes 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 diabetes~related complications among Hispanics, and to improve 
data collection. . 

. .' 

. Diabetes-:related Complication Rates for End-Stage Renal Disease (ESRD) . " 
, and Lower Extremity Amputation by RBce and Ethnicity, United States, 1990~1995. 

12 ratep~rl.~ 'persons 
l.ower Extremity Amputation (LEA) 

Black10 

Total 
8 

6 

End Stage 
Renal Disease (ESRD) 

, . .' ". . ~. r.:, 

. "Amputatio·n'i~ate:O~elineS:~.", - . ~ .' . 

Total: '9.4 Per 1,000 persollS with diabetes (1995) 
." 

•... B.ack: i 0~2 Pet 1,000 person With diabeteS (1995) 
.... ,;:" ,~ , .. ," " , . ,. "'" 

" ~'. 

.' 
, " ... ,':Data Sourc~: N,tnnerator:, National H~sPiWDiScbarge Survey, CDC,NCHS 


.',' ,:' ',':'''; 'DeIiomina~ot:'NationalHealthInterview Survey, CDC, NCHS ': 


''.. ... 
. 

". ',' .: '.'" 



. , .... ..... 

Periodicity of data sou'rce:' Data are cUlTently available on a,nannuat pasi~, 22 months after, 
close o(tlle data year. . . ' .' 

. End Stage Renal Disease Baselines: , " , . 
, Total: 3.0 per 1,000 persons with diabetes (1992~1995) 

White: 2.4 per 1,000 persons with diabetes (199,2-1995) 
.' '.Biack:5.2 per 1,000 Person with diabetes (19924995) ',,: , " 

, " ,,:\';~,~~Ii~n IndianlAlastal NattVe:5.4 per)~OQ9.'~~Withdiabe~sCI~92)" , ' 

.• ~!~;~~~~;B~UofDataManag_ent~ Stra;:~;'~2fi;I'ro~.~h~~~;PHS. IHS 

,P~ri~dicityofData Source: Data are available on an'amiWlt basis; data Can'be made available 
12mon~ aft~r~e close of the data year. .' , 

DiScUssion: While remaining the same of decreasing for whites, prevalence and mortality rates 
, for diabetes among American Indi8nsl Alaska Natives and blaCks have been increasing; the' 
, prevalence rate ofdiabetes among American Indian! Alaska Natives is more than twice that for, 
the to'tal populations (73 perl ,000 in 1994 compared to 30 per 1,000). Diabetes rates are also 
high for Puerto Ricans, Mexican-Aniericans,Cuban-An,tericans, Native Hawaiians and certa,l~ 
subgrou.ps ofAsian Americans. Rates for diabetes-related complications such as end-stage renal 
disease and amputations are 8Iso higher among blackS and Anierlcan lridians as compared to the 

, total pOpulation. ,Even with simil~ly insured popUlations such as Medicare recipie~ts, bl~ks are 
" , more likely tbanwhites to be hospitalized for anrputations, septicemia and debridement~-signs'of 

poor diabetic 'control. Complication rates as outcome measures may not be,sensitiv~.indicators 
ofprogiessregarding Uris ititiative on eliminating racial dispat:ities. We will continue to monitor 
behaviotal practices and health care access issues as indicators of success inacheiving a . ' 

, 'reductionfu disparities. Exlimples ofthese indicators include' diabetes":sPecific preventive Care 
, sUCh as self-monitoring ofglucose, clinic visits, diabetic foot care, dilated eye exams~These 
measures can be tracked by modificationS of some currently av'ailable sources that will pr~)Vide
annual data. ',' , 

Strategy for Achieving the Goal' 

O::s,~:~},<~lq~l(1 ~~~u"clletlorts', through th~ NIH ilia! are illcl~ive, .ofraeiai. ,arid etmncinmorities. ' 
. .,.,':~ '. . . . ~ .. '. '~ . ,'. '.' .". ' .. ' '. ~ 

http:subgrou.ps


Action Steps for the Next 12 Months .. 

. 	 . . 

o .Develop a major national outreach and consensus intervention initiative to reduce 
'. 	 . 

diabetes-associated disease and death, especially in racial and ethnic minorities. 
, ' " . ' 

,~"-:' Establish cOOperative agreements which foc,~ on cO~prehensiye ,oommunitY-directed 
<hc~,..ahdcotiununity-based efforts to reduce theJiicidenoo:of~iI<Uabet~; 'reducC its ' 

·;,j;~;I{j~'~:··~mplicati()ns, andlower rit~rtaiity among ~~~~:)~;~Ut~ij~~~~:~:l~c,V;~~(»:'" .' ....... . 
.'r/:-;:';"';'~~l~m~nt the Inai~ iIeaitli Service D,iabeteS Initia~~e. .'} '" ,~;. 

Examples ofPrograms that Support this Strategy; " 

.. , : National DiabetesEdl1~tion Program: Involves both public 'andprivate 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 . 


• •. 	 The Diabetes Prevention Program Clinical Trial: Designed to'determine whether type 
2 diabetes can he prevented or delayed in at-risk populations. Because type 2 diabetes, 
disproportionately affects minority populations, approximately 50 percent ofthose 
enrolled in'the DPP will be from those populations. ' ' 
_,,1 , 


' '';'''' ..,' 


" .. :::~iabet~Prevention Studies in Minority ..Populations: Th~ mDDK con~u~s 'to' 

.,' encourage mcreased research effortS on the disproPortionate impact ofdiabetes in . 


. niinority poPlllations; including blacks, ~ispaDics; Asian and Pacific Islanders, Alaska 

Natives, arid Native Americans'and Hawaiians. ,,' ,.,' . ", 


• 	 National Diabete.s Data Group (NDDG): The NDDG continues its collaboration with 
,the National Center for Health StatistiCs in the diabetes component ofthe Third National . 

. Health and Nutrition Examination Survey. ' Th~ NDDG also is continuing analyses ofthe 
:, .:diabetes component in the 1989 National Health Interview Survey ofthe NCHS. In 

"." :,;'~tion, the NDDG recently published Diabetes in America, 1995. This important 
, " isaepidemiologicand,public healtli-c:tata,on diabetes, . 

~ . , ." '. .' . . . '. '. '. ..' 
"',, , ..... 

".} ,. 



Reduce disparities'in AIDS case rates amongraciallethnic 
populations through increased knowledge of HIV serostatus· 
and improved access to. early medical treatment 

HIV mfeetioniAiDS has been a leading cause ofdeath for 'all persons 25-44 years ofage for .' 
several years regardless ofrace or etluiicity. Althoughi1i¢lal ~d.ethriicminonties conStitUte 
appr()xnnately 25 pe~rit ofthe tqtal U.S.population,th.~y>8ccountfor lIlorethan50'pem;nt of 

.. 'all AIDS cases." OUr goal IS to continue progress ininc~ing the, overall availability oEearly 
'. diagnosis ofmv infection and assuring access to appropriate health serVices for all, and to . 
eventually eliminate disparities aniong groups. By the year 2000, the combined ~fforts of 
Medicaid, Medicare, and HRSA's Ryan White CARE Actwill assUre early and equaI access to 
life-enhancing health care and appropriate drug therapies for at least 75% oflow incOme persons . . 

, living with HIV/AIDS ..We will establish educational outreach to all major medical providers to 
assure that the current standard ofclinical care is achieved for all persons living with mvIAIDS, 
including Medicaid-eligible women and children with mv infection. 

AIDS Case Rates in Persons~13 years orage by Rac'e/Etbnicity, 
. United States, 1996 

120 . rate per 100,000 penni 
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Data Source: Adult! Adolescent AIDS Reporting System, CDC' 


Periodicity of data source: Annual. Data are available three months after the close of the data 

, . '. 

year. 


Pediatric « 13 years) AI~S Case Rate Baselines:. 

Total: 1.3 per 100,000 1996 

.' •. ..White: 0.3 per 100,000 1996 ,,',: 

. -;~.:.:;//JJ~c": 5.7 perlOO,OOO 1996'-' 
"', ,". : ' 

:!-::'.,: .. .):WSpanic: 1.1 per 100,000 1996 '.' ..... ............ ' . 
. ;Afueiican Indian/Alaska Native (AVAN) 0.6 Pe~iOO,ooo 
.•. : Asian and Pacific Islanders (API) 0.0 per 100,000 

" , , 

Data Soun;e: Pediatric AIDS Case Reporting SY$terri~ CpC 

Peri~dicity ofnata Source: Annual .. Data are available three months after the close of the data 
year. 

Discussion: Ofcases reported among women and children, more than 75 percent are among 
raci8J. and ethnic minorities. AIDS cases and new infections related to injecting drug use appear 
to be increasingly concenti:ated in minorities; of these cases, almost 3/4 were among minority . 
popula~ons (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 bl~ks and 16% for 

.' Hispahlcs. Contributing factors for these mortality <Usparities include late identification of' 
disease, lackofheaIthirisurance to pay for drug therapies, differential access to HIV primary . 
care,'and inconsistency in the level ofHIV education and experience among physicians treating 
historically disenfranchised groups~ The cost ofefficacious treatment, between $10,000-$12,000 

J per patient per year,' is a major hurdle in the effort to assure equitable access to avirllable drug 
therapies. . . 

. Strategy for Achieving the Goal 

• • '" ·.:,:':,""IJl~~e pe~tage ofininority populations that mow theirHIV .seroStatus ~d 
..',;. ' ...' '. aCces~ to· ·PrlnIary. care to 'prevent or' delay progression of . . .. .. ~ .' 

. • ~ .. '.. ,. , . ! '.' , 1 ' ~. , " } .•~.,.<.' .. 

. " ".'. 
:J'." 

, .... 



, "Action Steps for the Next 12 Mo~ths 

o ," COntitiue t6 work With directly ~ded co~uniiy baSed organiZatio~ to target, 
" .. ' individuals at high risk for HIV infection witbm raciavethniccO~Unities to increase 
.'. counseling, referral services, and access to ~esting.· . . ' 

,. .' • I • ...... «' 4 ~ • ]' , 

'.::<::{:<~:<'.~.{:", " ,,'. ,,', :,' ,:'.:·i·".~.(~·f:" .. :,'· '. ' 
, ,. 9"~'J:J;';tOntii1ue to' work With state, city, and ~rritOriaIhehlth,dep8rtmeri~jo supPort the HIV 

~:~i:,:~:'ht:X'f1eY~htion Co~~ty PI8nriitig process'. ,'ThrOu~:thlsproCeSS' CQIDnlWrltY planning 
::,: ":':, giO#p~work,with health departments to develop a(;()rilpre~ensivel'revelltionplan that ' 

"reflectS prioritized needs and is directly responsive'i'o high risk raCial/ethnic cOmmunities. .. ,. . ,-; . " 

.. 
o ,Qeyelop an initiative which creates an·epidemiological profile ofraCial/ethnic 

"coniinunities throughout the country, ex8miIles current a~ailableprograms se~ing the~e 
communities, identifies unmet needs, and develops strategies to address these needs. 

O' In~rease access to prevention and supportive services, and effiCacious medications, tv~ '" 

, ass~ that individualsfrom SIfeCifi~ raCial and ethhlc groups receive services in 
, . proportion to their representation in the overall epidenuc: '. 

- ". 

·0 .' .Assure tliatthecomPositionofth~ HIVprevention community planning groups reflect 
'," the'epidemiologic profile bfthe jUrisdiction andinc~e those gro~ps with linkages to 
. correction and drug treatment facilities." ", ; .: ,,' 
. .." , . 

, Implement the Office of Drug Pricing rebate program for the AIDS Drug Assistance 
PrQgrams to increase th~ buying' power of Fec:teral,' State, and'local funds'~llotted to these, 

. ",' ..' ',' '.... 
;,'" .programs.' . 

Eumples of Programs thatSup<p:ort this Strategy ,.', '" ' 
i. :::::,.>" 1t .. ,.~":-.:~::'.:) : " .'. ,,' 

";',;", " ,'UIV ':ounseling and Testing Data Systenfbegan operating iii 1985' to' 
, "availability ofIDV' "'and '",. ,for . . Wh'1i>..want4~ 

. • I.. ,", 

,> ',' ",',. 



• 	 The Young African-American Men's Study is a CDC, 2-year fonnative study to' 
prevent lllV/ AIDS in young black men. Data are being Collected in Chicago and Atlanta 

, through interviews, observations and group discussion.s with community leaders, health 
care providers, and yoUng men who have sex with men. ' 

. " ". 

• 	 The majority of HRSJ\'s Special ProjectS of National Significance (SPNS) Program 
grants develop new Ipodels of mv care'forindividuals from minority racial and ethnic 

, populations. 	 The SPNS Program currently is funding support serVice grants to increase 
aCCess to HIV / AIDS care and related services for, Hispanic populations living on the 
U.S./Mexico 1x;>ider, urban blacI,<s dually diagno~edwith;mv and substance abuse,' Native 
Americans and AlasIffi Natives who were not accessing HIV services, and Asian and Pacific 

, . 	 . . 

Islanders in New York City., 

• 	 HRSA'sTitle In Early Intervention Services, P~ogralD pro~ides grant s~pport for 
outpatient lllV early intervention and primary care services for low-income, medically tinder 
~ed indiViduals, primarily people ofcolor in existing primary care systems. The objective ' 
of these programs is to maximize access to comprehensive and continuing clinical and' 

, supportive care Jor populations that have been disproportionately affected by the AIDS 
q,idemic. ' ,CUrrently, approximately two-thirds of the clients Who receive primary care 
services at Title III programs are members of racial and ethnic minority groups. 

• 	 ' HRSA continues t() publish "JIIV Care Access Issues" -- a technical assistance series of 
'reports that identify barriers and strategies to overcome barriers to lllV care among specific 
population'grOups, 'e.g., black, Hispanics, Native Americans, and Asian Americans. ' 

• 	 HRSA's AIDS Drug Assistance Programs (ADAP) serve individuals from racial/ethnic 
',mmorities in approxima,te'proportion to theitcUmulative representation in the epidemic to' 
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. Eliminate disparities in child.and adult immun~tion rates 

'C"'ildh~dinUnunizatio~'mtes ~'at an all-time higll~' \YitJiJhemost criticitl vaccine doses 
refle<itIDg'ooverage rates ofover 90 percent. A1tho,ugh irriiniu'ization rateshave,been lower in 
miDo(jtYpOpulations compared to the white population,iiiinorlty 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 fO,r all 
recommended vaccines in all populations, and to eventually eliminate disparities among groups. 
This is our goal under.Healthy People--ihe nation's ~ealth o:t>jectives. . 

Childhood Immunization Rates* by Race and Ethnicity, United States, 1995-1996 
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Periodicity of Data Source: Data are reported semi-annually, eight months after the close of the 
respective cUlta period. . 

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 
immuniiationsamong all adults aged 65 years and older to 60percent, and to eventually. , 
eliDiinatedisparities among groups. This is oUr goal under Healthy People--the ilation's health 
o~jeCtiy#{','In order to reach this goal, by the year 2000 we nee4 ~ nearly'l(()uble'tJie:1994 ' 
iriflu~liza~UfuriUnizationrates among bla~ks, Hispanics, and ASianandPacific!slanders and.to 
qUadrUple: the 1994 pneumococcal immunization rates amongtl1~se groups.' , . ' 

, , 

Pneumococcal and Influenza Immunization Rates for Persons 65 Years'and Older 
by Race and Etbnicity·, United State,s, 1994. 
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Data Source: National Health Interview Survey (NHIS), CDC, NCHS' ' 

Periodicity of Data Source: Data will be a"ailable annually, approximately six months after the 
close of the data year. Data have previously been collected as part ofsupplements, 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 
following the close of the data year. This system is currently being implemented. . 

'~iScussionf Though coverage for preSchool irnmuniZEitionis 'high inaltripstall States, pockets 
of~~''9r~within each State and major city wheresubst8ritial ntimbirs'of under~ 
irri.DiWiii.ed children reside,continueto exist. These artasare ofgreat cdncem because, ' 
particularly in large urban areas' within traditionally underserved pop~ations, they bavethe 
potentialto spawIloutbreaks of vaccine-preventable diseases. 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 
am9ng 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 Immunization Initiative (CII) was laUnched to reduce most diseases 
preventable by childhood vaccination to zero and to establish a sustainable system to 
ensure that al12-ye~olds receive required 'vaccines by the year 2000 and beyond. The 
ell is a comprehensive effort designed to marshal efforts of the public and private 
'sectors, health care professional:; and volunteer organizations. 

• 	 IncreaSing provider aW8.re~ess of the need for timeiy, immunizations in adults. 
. . / . 	 . .. 

• ",~urhtg ~ffectivevaccine delivery mechanisms for adults~ , 
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. 0 Increase emphasis on immunizations by supporting oollabOJ.:ative activities to enhance 

influenza and pneumococcal vaccination levels among Medicare beneficiaries. 

o 	 Develop and test assessment tools for documenting adult immunization levels and' 

practices in CommunitylMigrant Health Center sites. . . 


. :C).'.<' :q~llti#~~tO,~upport the Department-WideAsi~,a.P4~~~fic I~lancl~~'AIt1~riC@s~(A?IA)
'....';.:, ;.t\c~()~ Agenda to ensw:e thai susceptible APIA'chH¥nand adole~~~f.sf¥elve:···.··.· . 
, . ,a'~~phlitis B vaccine series. ";;;' .' .' . ',:i" ;~ 

0" ' 	 As directed by the President, hold a natioilal conference for the establi'shment of state and 
community iInmunization registries. ' , 

Examples of Programs that Support this Strategy 

Childhood 
,CDC is working with itspartners to: 

• 	 Develop and implement State and community immunization registries as a 
cornerstone to increase and sustain,vaccination coverage. rates to prevent 
outbreaks ofdisease. 

• 	 Target arange of interventions to address pockets ofneed in each State or major 
city_ . , 

• 	 Continue implementing proven interventions, such' as WICIIri:ullunization 
linkages and assessment ofcoverage levels in provider settings. 

'. AdYlt . 
• 	 The DHHS Action Plan for Adult Immunization identifies key steps for each 

':agency'toimplement to increase adult immunization levels, including efforts 
..... ,,: ,;·"ta'fgetedat populations with an increased burdenofyaceine-prevent1\ble di$eases . 
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