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Issue Brief pepard byAlba Cruz Davis, PhD,  minority health has been prominent in the discourse on
MPH, Director of Policy and Planning, Center for health improvement for all of the Commonweatrés

Community Health Education, Reselarand Serice idents for several decades.

(CCHERS) and co-chair of the Massachusetts Public

Health Associatiors Minority Health Section; and Successful partnership and collaboration between
Christie L. HagerJ.D., M.PH., Senior Reseah Asso and among government health agencies, private entities,

ciate, Schneider Institute for Health Policdeller ~ and community-based ganizations is not new in
Graduate School, Brandeis Universignd pesident- MassachusettsThe past several years of success in

elect of the Massachusetts Public Hedlisociation. expanding access to health insurance fgelaegments
of the population, and the overall good health of the

Commonwealtts population contribute to the strength

and momentum of a movement to improve it even fur

: ther. A commitment on the part of all stakeholders is
Executive Summa'—y needed to achieve goals of eliminating disparities. State

Multiple federal health agencies have set a nationaloVversight agencies, health care providers, community-
public health priority to eliminate racial and ethnic Pased oganizations, advocacy groups, and consumers
health disparities. On a practical level, howewhe must be supported in collaborations that facilitate these
onus is on states both to develop the infrastructure andoals.
to implement the agenda within which to achieve the
goals of relieving the disproportionate burden of disease

on ethnic, racial and linguistic minority populations. ; A 1 X X
¢ ¥ pop statewide and local initiatives addressing health dispari

Racial and ethnic population density varies widely > M h h d h
among states, presenting challenges in collecting thd!®S In Massachusetts, a three-pronged approach to

data to identify disparities, addressing the underlying €iminating disparities emges, related to strengthening
factors of disparate health status among minorities, ang@nd enhancing the infrastructure within which minority
ultimately, in reducing the disparity of illness and-dis health is delivered and researched:

ease among the entire population.

From an examination of the federal information on
racial and health disparities, along with some of the

* Increase the cultural competence and diversity of the

There is great value in the information we already health care workforce in the Commonwealth;

have about health disparities. Howewvem a national —, ' )56ye data collection and reporting capacity; and
and state basis, gaps in research and data collection do

exist, and persent challenges to our goals. Itis iR con . systain the capacity for community-basegaoriza
fronting what we dor’know about disparities that we  tjons to participate in research and health interven

will be able to make progress toward a public health  tjons that taget populations of need at the local level.
agenda that is responsive to all populations. Once able

to understand fully the health status of minorities, new The Presideng Initiative has set goals for elimi
approaches to state and community health planning thahating racial and ethnic disparities in the areas of infant
cut across all populations will be required, as well as mortality, cancer screening and management, cardio
changes in messages about health behavior and prevewascular disease, diabetes, Hivfection/AIDS, and
tion. child and adult immunization rateAchieving these
goals will be possible only if issues related to infrastruc
Nationally as data collection and reporting ture and capacity building are addresgedinvestment
methodologies are adapted and revised to capture morghyst be made in building an infrastructure to address
adequately health disparities and the burden of diseaseand accomplish health disparity reduction. Data limita
partnerships and collaborations among various publictions must be addressed, and a health care workforce
and private stakeholders are essential to identifying par that is responsive to multiple cultural and social needs
ticular needs and strategies to improve the overallof diverse populations is a predicate to thieafve

health of diverse pOpUlationS. In Massachusetts, theerenvery of both messages of prevention and good
are a number of new and ongoing initiatives in address health care.

ing health and social needs of its diverse population,

only some of which are mentioned here. Many of these This approach forms the basis for recommenda
initiatives preceded the announcement of the Presi tions to public and private health policymakers who are
dents Race and Health Initiative in 1998. Indeed, positioned to bendfracial and ethnic minorities by ere



ating and supporting fefrts to improve their overall Census Bureau reftt the stats’'racial and ethnic diver
health: sity, with White non-Hispanic composing the dast
] ) segment of the stagepopulation (84.4%), followed by
I. Develop the cultural competence and diversity of g|5ck (6.6%), White Hispanic (5%)Asian/Pacific
the health cae workfore in Massachusetts Islander (3.8%), andmerican Indian/Alaska Native
(-2%). The total number of Hispanics, who can belong

II. Promote the implementation of community-driven
to any race categaqriotal 6.3%2

initiatives
As theAmerican Public HealtAssociation held its
2000Annual Meeting in Boston this past November
with the theme of "Eliminating Health Disparities," our
IV. Suppot community-based ganizationstapacity attention focused on the response in Massachusetts to
building effots in data management and systems the various federal initiatives aimed toward eliminating
integration racial and ethnic health disparities. Health disparities
exist on many bases, including gendace, ethnicity
socioeconomic status, educational attainment, and
reseach agenda access to health car€his Issue Brief focuses on six
areas of racial and ethnic health disparities in Massa
Oehusetts, and the chygr to the public health community
to eliminate them.

[ll. Improve data collection ancepoiting methodole
gies

V. Maintain an infrastucture for a public health

Reducing and eliminating disparities is a worthy
goal; there are moral, ethical and legal reasons to do s
Longstanding societal goals of preventing discrimina
tion based on race are intersecting with innovations and
changes in collection of health data of racial minorities.
However there are many questions related to how best
to implement new data collection and reporting method

ologies to yield consistent, reliable quantification of .
those disparitieslhe complexity of capturing such data ruary 1998 announcemeit.component of the Presi
) dents Initiative on Race, the goal was set to eliminate

's discussed hereA survey of some of the statewide disparities based on race and ethnicity in the followin
and local initiatives addressing health disparities in . P y 9

Massachusetts reveals both the challenges inherent X areas,

accomplishing_ the goal and the opportuni_ties to form Infant Mortality

new collaborations and make new connections between

oversight agencies and the core of minority populations,[] Cancer Screening and Management
in the communities where they live. Recommendations

for public and private health policymakers in the Gom O Cardiovascular Disease

monwealth must be informed by what we know already )

as much as by what we have yet to learn together 0 Diabetes

O HIV Infection /AIDS

While research regarding disparate health status
and outcomes based on race and ethnicity has been
ongoing, the momentum of a national research and pol
icy agenda increased following President Clintdréb

INTRODUCTION
0 Adult and Child Immunization
The same racial and ethnic diversity that enriches

the United States now presents one of the greatest pub ~ The call to eliminate health disparities has gener
lic health challenges of the 21st Century—documenting ated responses from a variety of sources, ranging from
and eliminating racial and ethnic health disparithds.  federal agencies and Congress to local, community-
the root of eforts to achieve the goal of identifying and based, grassroots initiativéEhe Healthy People 2010
eliminating health disparities is the challenge of classi report was released by the U.S. Department of Health
fying multiracial and multiethnic groups and individu  and Human Services in January 2000, with one of its
als into categories that yield useful data. Over the lastyyo goals to eliminate health disparitfes.

decade, the racial and ethnic distribution in Massachu

setts has changed. From 1990-1998, the number of  The goal of eliminating health disparities is a eom
Blacks, Hispanics, and other minorities combined plex one, and involves many aspects of public health
increased from 12% to 15% of the total state popula data collection and reporting, as well as health services
tion.1 The most recent population estimates of the U.S.delivery. Achieving the goal is not nearly as simple as



merely improving our ability to measure health-out ties than what we know of the present disparate burdens
comes by specific race or ethnicityor, is it as simple  of the six measures that are the focus of a national data
as improving access to health care by expanding-insur collection and reporting fefrt.
ance coverage or providing language interpreter-serv
ices to non-English speaking persofsy systematic Recent national and state surveys describe the
approach to addressing health disparities, particularly inprevalence of these and related factors among minority
a state as ethnically and racially diverse as MassachupopulationsThe Urban Institutes’ National Survey of
setts, requires broad collaboration and coordinationAmerican Families (NSAF) contains useful information
among state agencies, the health care delivery systentegarding underlying social and economic factors of
and local communities. racial and ethnic health disparitidscomponent of its
New Federalism project, the survey comf$ racial and

Our ability to address disparities in health may not ethnic inequities in seven indicators of general wellbe
exceed our ability to measure them. Current racial anding: poverty family structure, child support, food hard
ethnic categories are often too broad to revedédif  ship, housing hardship, health status, and health-insur
ences between racial and ethnic subgroups. Responsince coverageTwo particularly significant indicators
blllty for the collection of health status data is shared by of health are insurance coverage and utilization of
federal and state agencies angamizations, which may  health services.
have a history of incompatible collection and reporting
methodologiesThe capacity for dferent government  Insurance Coverage
agencies and privateganizations to share data sources

is greatly limited by the inconsistency of elements As a major determinant of health status, insurance
across data sets, as well as common, inherent limitacoverage must be considered in any discussion regard
tions in data. ing disparities in health outcomes. Nationa#yhnic

. . minorities on the whole are more likely théfhites to

_ Inexamining a policy and research agenda aroundye yninsured, and less likely thethites to have job-
eliminating racial and ethnic health disparities in Mass pased insurance. Latinos exhibit the greatest risk for
achu;etts,_ and in setting forth. recommendations forpeing uninsured (37%) compared to other ethnic groups
consideration by policymakers in the Commonwealth, and they are two and a half times more likely to be-unin
this Issue Brief first describes some of what we know gyred compared tWhites (14%). Blacks fall in
about racial and ethnic health disparities. It then pointspetween with nearly 25% of the population uninsured.
the reader to some of the federal agencies most promiThere s also variation within Latino subgroups in both
pently ehgaged in initiatives to eliminate health dispari ninsured rate and job-based coverage. Mexican-Amer
ties, which serve as major partners to the Common jcans and Central and Soutmericans have the highest
wealth. In addition, the paper includes available rates of uninsurance among Latino subgroups (38% and
Massachusetts data on the six focus areas of racial angdo, respectively). Of further concern is the fact that
ethnic health disparities. Some examples of statewideye rates of uninsurance may not reflect the impact of
and local initiatives related to eliminating health dispar papriers to health access beyond coverage, such as cov
ities are included to illustrate the strength of collabora grage that is not comprehensive and high deductibles

tion between private and public sector health caresng co-payments that prevent low and moderate income
providers and researchei®e Issue Brief concludes jngividuals from obtaining care.

with policy recommendations for public and private

sector health policy makers as they seek to address |y Massachusetts, the percentage of non-elderly

health disparities in 2001 and beyond. individuals with no health insurance is similar to the

national picture with Latinos faring worse than any

other racial or ethnic group (17.0%) compared to

Whites (4.9%)African Americans are the next group
We know that many factorsfatt health status. most likely to be uninsured (10.9%), followed by

Poverty insured status, primary language, educational Asians (2.3%). Since 1998, each of these categories has

attainment, immigration status, and geography are allexperienced a reduction in uninsured rdtes.

indicators of access to health care, which in tufecaf

the overall health status of any population. In many Massachusetts is one df §rantee states of a U.S.

ways, the disparities in these factors is perhaps moreDepartment of Health and Human Services, Health

significant to the prospect of eliminating health dispari Resources and ServicAgministration (HRSA) pre

The Context of Health Disparities



gram to help states develop a plan to achieve universafrom the range of its agencies involved in tHerfThe
access to health insurandée LeadAgency under the  Centers for Disease Control and Preventiofiic®ffor
grant is the Division of Medica\ssistance, which is  Civil Rights, Health Care Financirgdministration,
joined by a Cor&\Vork Team comprised of the Division National Institutes of Health, and Health Resources and
of Health Care Finance and Politie Department of ~ ServicesAdministration are just some of the agencies
Public Health, and the Division of Insurand&e goal  with major roles in the federalfeft to eliminate health

of the project is to develop a set of coverage options fordisparities.

residents of the Commonwealth that will be feasible and

affordable. In the meantime, Massachusetts continues td>residents Initiative on Race

make progress, and is considered a leader among states

with respect to insurance coverag# pregnant women . ; X
and children through age 18 are now eligible for either Presujent Clinton in February 1998grved as the call
private or public health insurance, and, while gapsto action for federal and state health agencies ditke.

remain. more adults are covered here than in most residens Initiative set the goal of eliminating racial

The Presidens Initiative on Race, announced by

states. and ethnic disparities with a focus on six areas of health
status, by 2010. In an unprecedented attack on poor
Utilization of Health Services health status in the minority population, the President’

Initiative set in motion a nationwide agenda of improv

Without regular access to health care, preventivejng the health of minorities, while maintaining the over
treatment, including screenings for preventable andg health of the rest of the population.

treatable illnesses, is impossible. Racial and ethnic dif
ferences in access to health care have been documentedgalthy People 2010
and are a focus of a recent joint publication of the Henry
J. Kaiser Family Foundation and the UCC&nter for The DHHS issued its repotiealthy People 2010,
Health Po||cy Resear(_ﬁinnority adults who reported in January 2008 The Presidens Initiative formed the
that they were in "fair to poor health" were found to be basis for one of its two central goals — to eliminate health
less likely than their white counterparts to have visited adisparities, only one aspect of which is by race and eth
physician in the previous yedratino andAsianAmeri- nicity. A successor télealthy People 2000t sets forth
can/Pacifi Islander men were found to be less likely to an agenda to improve the overall health of the nation,
have visited a physician within the past yehan were  Wwith two central goals, the second of which is to elimi
African American otWhites.The Kaiser/UCLAreport nate health disparities by 2010. In addition to race and
also found that for all minorities insurance coverage ethnicity, Healthy People 201fdcuses on dimensions of
improves access to cée. disparity based on gend@éncome and education, dis
ability, rural vs. urban residence, and sexual orientation.
Massachusetts data reflect the same nationaIHea|thy People 201Qrovides a framework within
trends. In surveys conducted over three years (1997which to consider disparities, andferfs ten Leading
1999) in Massachusetts, Hispanics ages 18 and ovefea|th Indicators and many more objectives through
were found to be less likely to have a health plan thanynich improvement in health status may be measured.
White Non-Hispanics, Black Non-Hispanics, or The priorities stated in theealthy People 201itia-
Asian/Pacific Islanders of the same &gdispanic  tjye form the basis for the selection of the six health

respondents to the same surveys were more likely t0yra55 that are highlighted in this Issue Brief.
have not been able to see a doctor due to costs.

The U.S. Department of Health and Human-Ser

. . . vices (DHHS) announced that, for its part in addressing
Setting a NationalAgenda: The U.S. the Presidens' Initiative, it would engage in a process

Department of Health and Human Services of "dialogue, research and actioA$ an example of

The U.S. Department of Health and Human-Ser this dialogue, Boston was chosen to host a town-meet
vices (DHHS) and its agencies are the federal epicenteing on June 26, 1998 entitled, "Addressing Racial and
of initiatives and support for coordinated activities Ethnic Disparities in Healthrough Impacting the
between the federal and state levels to address eliminatSystem of Care.This town meeting brought together
ing disparities in health car@he magnitude of the community leaders, health care professionals, and poli
commitment on the federal level to partnering with cymakers to discuss the issues of access, cultural com
states and regions to eliminate health disparities is cleapetencyand workforce diversity as they relate to racial



disparities in health and to identify successful disseminating accurate race- and ethnicity-speddta.
approaches to improving the health status of minority A minority health status report and data set are forth
populations. Local public health leaders presented bestoming, and will advance statewide and regional
practice models demonstrating success in reducingknowledge about the health status of the Comimon
health disparities through improving access to care,wealths minority residents.
addressing workforce diversjtgnd ensuring cultural
competency in services provided to minority popula The MDPH Minority Health Initiative was estab
tions. The event succeeded in initiating a dialogue lished with three strategies in its approach to reinforcing
regarding potential policy recommendations and strate the ability to address disparities for Massachusetts’
gies for efective program implementation aimed at Minority population.The strategies fall into the three
eliminating racial and ethnic health disparities. major categories of policyesearch, and actiorlhe
stated goals in all three areas speak to the inclusiveness
Minority Health and Health Disparities Research and  of the MDPH approach of disparity research, and the
EducationAct of 2000 long-term vision of accomplishing those goals.

The recently enacted Minority Health and Health While the MDPHS prevention and surveillance
Disparities Research and Educathxt, sponsored by  programs extend far beyond the six focus areas of the
Senator Edward M. Kenneggromises to place minor  Presidens Initiative, the MDPH has implemented sev
ity health research more prominently on the national eral initiatives in response to the Federal Government’
health agendaheAct amends the Public Health Ser mandate for eliminating racial and ethnic disparities in
vice Act with five sections that will improve the infra  health outcomes related to these areas: Infant Mortality
structure for the study of racial and ethnic health dispar Cancer Screening and Management, Cardiovascular
ities. TheAct establishes a National Center on Minority Disease, Diabetes, HIMfection/AIDS, andAdult and
and Health Disparities at the National Institutes of Child Immunization. Programmatic information and
Health and provides for new NIH-funded opportunities data available by specific racial and ethnic groups are
to conduct research to eliminate health disparifiés. described below
Act also directs the NationAlcademy of Sciences to
conduct a study of the DHHS5ystems related to the )
collection of health data by race or ethnict®yants and Infant Mor tality
awards for the training and education of health profes

sionals, including the_ provision of cul_turally competent wellbeing of any natioriThe infant mortality rate in the

care, are also required by thet. Finally, theAct ;5 hag declined steadily since 1950, reaching 7.2

requires a national _pubh_c_awareness campaign on r""C'abeaths per thousand infants in 199&till, the U.S.

and ethnic health disparities. continues to have a higher infant mortality rate than
other developed countries. One reason is the higher

Massachusetts Depament of Public infant death rates among minority groups, particularly

Health Minority Health Initiative Blacks, for whom infant mortality remains a serious
public health problem.

Healthy People 2010 illustrates the importance of

supporting data collection and reporting improvement Massachusetts documents some of the best mater

and coordination at the regional, state and local levels.nal and child health outcomes in the U.S., with one of

The Massachusetts Department of Public Healththe lowest infant mortality (5.1 per 1,000 live births)

(MDPH), in its capacity as the coordinating agency for and teen birth rates (28.6 per 1,000 females aged 15-

so many health and prevention programs, has a promi19) 1! Data for infant deaths in Massachusetts in 1998,

nent role in the dissemination of health status-relatedby specific race and ethnicjtgemonstrate that Blacks

data at the statewide and local levels. and Puerto Ricans fare worst among all racial and eth
nic groupst?

The MDPH set out early to establish mechanisms

for dealing directly with the elimination of racial and The MDPH has several programs and initiatives in

ethnic health disparities, both programmatically and place to improve pregnancy outcomes, reduce infant

with respect to data collection and reporting. Current mortality, and promote infant healtiihey ofer a con

initiatives of the MDPH are described beldallowed tinuum of services for women and adolescents of repro

by a discussion of the issues related to obtaining andductive age, whether they are pregnant or not, as well as

Infant mortality is a key indicator of the health and



services for infants and young childrdinese services
are funded by a number of federal initiatives, including
the Maternal and Child Healffitle V Block Grant; Part

C of Individuals with Disabilities Educatiorct
(IDEA); Special Supplemental Nutrition Program for
Women, Infants and Children, (WIC); and the Sub
stanceAbuse and Mental Health Servicgdministra
tion (SAMHSA) Block Grant.

All of the programs and initiatives geared toward
improving infant health administered by the MDPH are
developed and implemented with the input of theh tar
geted communitied-he programs emphasize culturally

non-Hispanics exceeding that féthite non-Hispanics,
Hispanics, anédsian/Pacift Islanderg$

The Massachusetts Comprehensive Cancer Pre
vention and Control Program has been developed with a
broad preventive approach to the reduction of cancer
risk. Current activities of the Program reflect the goals
of reaching diverse populations withfesftive public
health interventionsThe MDPH uses its network of 27
regional Community Health Networkreas and 10
regional Massachusetts Prevention Centers to provide
cancer prevention and control services through partner
ships between the public, providers, community-based

competent and family-centered approaches. One of therganizations, schools, and othéts.

critical features inherent to the success of MDPH’
service delivery models is their ability to collaborate

Consistent with a primary prevention approach to

with other state agencies and integrate services in ordefeducing cancer mortalityhe MDPH seeks to reduce
to create a seamless service system, with few overlap€xposure to the following risk factors in its primary-pre

ping componentslhe emphasis that the MDPH contin

vention eforts: tobacco, obesityack of physical activ

ues to place on the integration of services, communityity, occupational and environmental hazards, alcohol,

input and cultural sensitivity in program development

ultraviolet radiation, and sexually transmitted diseases.

have been key to improving health status amongCulturally appropriate means of communication of pre

women, infants and young children.

Cancer Screening and Management

Cancer is the second most common cause of mor
tality in the U.S. Many minority groups gaf dispre
portionately from both canceelated morbidity and
mortality, with African Americans exhibiting the high
est incidence and death ratégetnamese women in the
U.S. demonstrate a cervical cancer rate thatestiines
greater thaWhite women, anéfrican American and

ventive measures are a vital part of the MD$H’
approach to addressing disparities in cancer occurrence.

Cardiovascular Disease

Despite improvements in the burden of cardievas
cular mortality minority and low-income individuals
still suffer disproportionately from cardiovascular-dis
ease.The prevalence of coronary heart disease has
increased over the past thirty years ameéiigcan
Americans, and they def higher (40%) coronary heart

Latino women have higher cervical cancer death ratesdisease mortality rate as comparedbites13 Stroke

than the general U.S. populatithin its 1999 report,
the Institute of Medicine® Committee on Cancer
ResearciAmong Minorities and the Medically Under

is the third leading cause of death in the U.Secéihg
approximately 150,008mericans each yeakfrican
Americans experience the greatest burden, with a mor

served issued broad recommendations at a time whetality rate that is 80% higher thahites18

many research initiatives were already underwyile
the report focused on disparities in cantiee Commit

Cardiovascular disease, including heart disease

tee’s recommendations are well taken beyond that@nd stroke, is the leading cause of death for all racial

measure. Importantlyhe Committee ged that surveil

and ethnic groups in Massachusetts, and certain minor

lance data and population-based research be enhancdly Populations and genders within those minority

and more extensive (Recommendation 243).

groups, are disproportionatelyfedted by it. Much is
known about the disparities that exist with respect to

While Massachusetts continues to demonstrate anischemic heart disease and stroke deaths among specifi
improvement over the national rate, 1998 age-adjustedacial and ethnic groups. Recent data indicate a 65%
rates showed that cancer deaths of Black males andhigher rate of stroke death among Black women-com
females have increased since 1990, but decreased fgrared towhite women in the Commonwealth. Black

White males and femalé&Data for all cancer deaths

non-Hispanic males fare even worse when compared to

combined in Massachusetts for the 3-year period fromWhite non-Hispanic men, with a stroke death rate that

1996-98 illustrate the ongoing disparity among all racial

was 1.7 times higher in 1998 Data based on 1996-

and ethnic groups, with the age-adjusted rate for Black1998 Mortality records document that Blacksfsuf



higher rates of death from stroke and heart disease than  The Health Systems and Health Communications
any other racial or ethnic group ($8gpendix,Tables 3 Initiatives are two major components of the Diabetes
and 4). Control Progran#s

The Massachusetts Cardiovascular Disease Pre The Health Systems Initiatives are geared toward
vention Initiative seeks to eliminate disparities in-car improving access to quality diabetes services and care
diovascular disease incidence and mortality among thewithin Massachusetts, especially for those most in need.

Commonwealtts residents. Known risk factors for €ar
diovascular disease, including smoking, physical-nac
tivity, high-fat diets, high cholesterol, high blood pres
sure, diabetes and obesitglso are demonstrated
disproportionately among minority groups in the Gom
monwealth. Extensive ffrts related to the elimination
of these risk factors are all part of the MDPH Initiative.

There are three major initiatives: The State Diabetes
Guidelines The DCPand itsAdvisory Board are devel
oping diabetes practice guidelines and protocols to
assist in their implementation, in order to advance-qual
ity diabetes care throughout the stateTBg Division of
Medical Assistance (DMA)The DCPis collaborating
with the DMA, which provides health coverage to more

strategies that support physical actiyitgart-healthy
eating and tobacco contrflThe MDPH also recog

with disabilities, to develop practice guidelines for adult
diabetes care, quality improvement, and measurement

nizes that public-private partnerships are essential to/nitiatives aimed at improving the health outcomes of

eliminating disparities in premature death due to cardio
vascular disease, and has tailored its approach to th

problem accordinglyrThe MDPH is directing its &frts
to improve coordination among stand-alone, but relate
community-level programs.

Diabetes

Diabetes disproportionately impacts racial and eth
nic minorities in the U.SType 2 diabetes f#cts nearly

people with diabetes. 8ommunity Health Centers

éCHCs)- The DCPfunds CHCs for diabetes services

capacity building. More spedifally, for adopting prac

dtice guidelines, developing flow sheets and educational

protocols, implementing diabetes quality improvement
projects and auditing charts to monitor improvement.
The CHCs also receive training in theabetes and &t
peer education program.

The goals of the three health communications ini
tiatives are to 1) raise public awareness about diabetes;

16 millionAmericans and causes nearly 300,000 deaths?) increase knowledge and use of diabetes resources

each yeak3According to CDC surveillance data from

and educational materials; and 3) increase the number

1998, Latinos in the U.S. are almost twice as likely to of people with diabetes who receive an annual flu vac

have diabetes compared to their non-Lativhite
counterparts, whil&frican Americans are 1.7 times as
likely to have diabetes comparedahites in the U.S1
Prevalence data indicate tidtican Americans, Native
Americans, Latinosilaskan Natives and somissian
Americans and Pacdifilslanders are at increased risk for
type 2 diabetes compared to the general popul&tion.

cine.

HIV Infection/AIDS

Nationally, the rate of newA\IDS cases reported in
1998 per 100,000 population was 84.7 among Blacks,
37.8 among Latinos, 9.9 amonghites, 9.9 among
NativeAmericans and\laska Natives, and 4.8 among

Diabetes mortality rates for Massachusetts also asians and Pacific Islande?$AIDS fatalities are dis
reflect ongoing racial and ethnic disparities, particularly proportionately high among Latino aAérican Ameri-

among Latinos anAfrican Americans??2 The Massa

can men in the U.S. compared to other racial and ethnic

chusetts Diabetes Control Program (DCP), which is groups. Latino andfrican American women are also at
funded by the Centers for Disease Control and Preven greater risk for H|\,t0mpared to other group‘ﬁhe pre
tion, was established to reduce the burden of diabetegortion of AIDS cases among women has tripled

among Massachusettgsidents and to improve the

between 1985 and 1998, with minorities representing

quality of care provided to people with diabetes by 77% of women infected witiAIDS (57% African
improving health systems, health communications, andAmerican and 20% Hispanié}.The federal initiative

diabetes surveillancefefts. The DCPDiabetes Sur

aimed at eliminating racial and ethnic disparities has

veillance System is intended to provide a broad pictureallocated $156 million toward improving HIV/AIDS
of diabetes in Massachusetts and inform the planningprevention and treatment progranihe funds are

and evaluation of DCprograms.

geared specitally towards increasing access to the lat



est, more expensive drug treatments among minorityfamilies whose primary language is not English were
populationsé 2.5 times more likely to be undanmunized than their
English-speaking peers.
The most recent surveillance update for Massachu

setts indicates that there are more people living with Based on the demographic and socioeconomic
AIDS in the state than at any other time in the history of characteristics identified by the MtRrough statewide
the epidemic. Communities of color continue to repre surveys, national studies, and disease surveillance,
sent a significant proportion of people living with HIV ~ pockets of need throughout the state have begeteat
Injection drug use continues to be the most importantas high-risk for undeimmunization.The MDPH has
reported route of transmission amadkfgjcan American used surrogate indicators for und@munization, such
and Latino males while transmission through heterosex as population size, number of households where the pri

ual relations continues to be the most common form formary language is not English, and poverty rates to-iden
African American and Latina femalé&g. tify the increased risk of several communities, inelud

ing, Amherst, Boston, Brockton, Cambridge, Chelsea,

The MDPH HIV/AIDS Surveillance Program, Fall River, Fitchbug, Holyoke, Lawrence, Lowell,
implemented foAIDS surveillance in 1983, with HIV ~ Lynn, New Bedford, Somerville, Springfield, and
surveillance added in 1999, contributes to a comprehenWorcester Continued monitoring of state data and the
sive understanding of t#dDS epidemic geared toward National Immunization Survey (NIS) informs the
supporting prevention and health service activities MDPH of additional at-risk communities.
delivered by the MDPH and a statewide system of ) )
health care @anizations providing direct servicdhe Several projects have been implemented by the
program distributes specialized and routine data reportd!!P to improve immunization rates among all high-risk
and publishes a monthly summary report. Program epi POPUlations in the Commonwealtiihe Hepatitis B

demiologists also work with health care providers, plan Catch-up Immunization Program fasianAmerican /
ning and policy groups and other Bureaus within the Pacific Islanders develops and disseminates culturally

MDPH, providing surveillance information and assist 2nd linguistically appropriate materials and facilitates
ing with assessment of resource allocation to meet thee®mmunity linkages and community coalition building.

needs of people at risk or infected with HIV/AIDS. The MIPalso performs immunization assessments of
both public and private providers to improve immuniza

_ o tion levels. Finallythe MIPcollaborates with key state
Adult & Child Immunization agencies, private sectorgamizations and coalitions to

Massachusetts has one of the highest immuniza target populations of need.

tion rates for pregnant women and young child¥éen. Because there is a paucity of data on immunization
Massachusetts immunization rates for children age 19-ates among minority adults in Massachusetts, the
35 months met or exceeded the national rates for His mDPH's eforts to improve access to immunizations for
panic, White non-Hispanic, and Black non-Hispanic adults are particularly crucial. One example of the col
groups, according to the 1999 National Immunization |ahorations involving the MIRs the Massachusetts
Survey (seeAppendix, Table 7)While immunization  Adult Immunization CoalitionThis coalition tagets
rates in Massachusetts consistently exceed nationahigh-risk communities of color across the state through
rates yeato-year the challenges presented by a cultur the combined éérts of private and public sector enti
ally and ethnically diverse population and agaaming  ties and cliniciansThe MIP's strategy of taeting com
recent immigrant population, remain a focus of the munities of color is supported by the Natiowaktcine
MDPH’s Massachusetts Immunization Program (MIP). Advisory Committees recognition that accessibility to
Identifying and eliminating barriers to immunization immunization and programs is a function of location
against vaccine-preventable diseases, such as measlesnd convenience for many minority populatioss.
mumps, rubella, polio, diphtheria, tetanus, pertussis,recent report of the CD€NationalaccineAdvisory
Haemophilus influenza, hepatitis B, and chickenpox, Committee focused on adult vaccines because vaccine

are components of the MIPhe MIPhas identifed "pr coverage rates for adults continue to fall below national
mary language other than English" as the most consis goals, while those for children sometimes exceed such
tent factor associated with childhood ungtamuniza goals. Adult immunization programs located in nontra

tion. For example, a survey performed in 1994 in the ditional settings, such as pharmacies and churches, were
nine towns that comprise the New Bedford Community found to ofer more convenience for those persons with
Health NetworkArea (CHNA) revealed that children in  out a regular point of access to health éare.



A Public Health Fact Sheet on adult immunizations chusettsAccording to the report, only 2% of active care
is available on the MDPHWWW site?9 The fact sheet  physicians statewide in 1998 were Black/Afri¢daner-
contains information on vaccine-preventable diseaseican, and 3% were Hispanic/Latino, all below the-per
symptomatology as well as contacts for further inferma centages in the general populatfd@Currently HRSA
tion from the MDPHS regional immunization fi€es. spends $4.1 billion on access-related activities and $2.1
billion for targeted clinical or crosscutting health dis
D loDi parity activities. In Massachusetts, the Bureau of Pri

eve _Op_lng .an Infrastructur_e to _S_upport mary Health Care’Health Disparity Collaboratives tar
the Elimination of Health Disparities get vulnerable racial and ethnic minority populations,

Looking forward to the formation and implementa Who are served in Community Health Centers and
tion of policy around eliminating racial and ethnic National Health Service Corps provieRrpported prac
health disparities, it is important to consider what is tices, toward the goal of improving their health status in
required to support new and improved data collection regard to chronic illnes3hus, healthcare providers are
and reporting methodologies as well as to develop thechanging the way they deliver health care wityeted
human resources required togir populations of need. interventions for LatinoAfrican American, and other
Without valid and reliable health status data standards'acial and ethnic minority populations, by focusing on
efforts to measure and reduce disparities will beréid ~ culturally/linguistically appropriate self management
from the outsetWhile valid and reliable data have the and collaborative care. (Personal communication,-Rod
value of documenting both disparities in health status€rick King, M.D.)
and success in their elimination, limitations of current

data methodologies must be acknowledged. Other recent and ongoing agency and legislative

efforts focus on improving the capacity for the health
Development of Cultural Competence and Diversity in care workforce to deliver ffctive services to minority
the Health CareNorkforce populations by assessing and reducing linguistic barri
ers to accessing health care. For example, the Massa
"Health cale providers should not only be able to chusetts Division of Medicassistance (DMA) con
communicate meaningfully with patients, they ducted a cultural competency survey of approximately

should also be culturally competent.” 1500 MassHealth primary care sites in 1988iong
- Thomas Pesz, Diector Office for Civil Rights, the stated purposes of the survey were to understand the
U.S.D.H.H.S. capacity of their providers to meet the language needs
The New England Regional Minority Health Confer Of mémbers and to promote awareness among its
ence, Povidence, RIApril 13, 1999 providers about the cultural context within which

patients benefit from treatment. It yielded information

A culturally competent health care workforce is a about the need for interpreter services among its-mem
prerequisite to addressing the needs of a multiracial,bers, and assessed the capacity of its providers o pro
multiethnic, and multicultural population. Chin sur vide those services. Eighteen medical interpreter-train
veyed the various public and private cultural compe ing programs have been conducted by DMA, in
tence initiatives in the Commonwealth for a Massachu Spanish, Portuguese, Russian, KhraedVietnamese,
setts Health Policy Forum in 1999That report set  in 26 hospitals and 18 community health centers
forth recommendations for improvement of the cultural statewide.
competence of the health care workforce that are well
taken even noyalmost two years latekn understand In July 2001, a new law will require interpreter
ing of the varied health beliefs and attitudes of a diverseservices for non-English-speaking patients in all Massa
patient population is critical to providing culturally chusetts hospital engency departments and acute care
competent health care. Beyond providing medicalinter mental health facilitied? It seeks to improve access to
preter services, the recruitment and training of minority linguistically competent health care for minority pepu
health care providers is critical to establishing the foun lations, and provides for monetary damages for viola
dations of a workforce that can serve the racially andtions.The MDPH is developing guidelines and regula
ethnically diverse population in the Commonwealth.  tions to implement the new law

As a recent report from the Health Resources and ~ Community health workers have a long history in
ServicesAdministration, Bureau of Health Professions the Commonwealth of providing invaluable services to
documents, there continues to be a serious lack of raciayulnerable populations. Legislation now pending in the
and ethnic diversity in the health professions in Massa Commonwealth seeks to expand access to health care
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further With the backing of a broad, statewide coalition forces driving federal mandates and guidelines for col
called "Health Now!" this bill contains a provision that lecting race- and ethnic-specifiata.

would create a community health worker outreach pro

gram with a strategy that tgets factors underlying bayri The revised standards haveeficategories for race
ers to access to health care. Reducing barriers to healttAmerican Indian oAlaskan Native Asian, Native
care access and improvement of the public health ofHawaiian or other Pacific Islandelack, and/hite)
communities are among the goals of this provisfon. and two categories for ethnicity (Hispanic or Non-His
comprehensive outreach services plan would begedar ~ panic).The most significant change in the federal data
with identifying barriers such as cultural and language collection standard is that individuals are now able to
differences between providers and patients, limitedSelect more than one race. Heretofore, those of mixed

accessibility of health care facilities and providers, and race or ethnicity have been faced with choosing only

lack of transportation to health care serviges. one race, or placing themselves in the "other” category
This failure of data collection has resulted in prevalent
Data Collection and Reporting underreporting of race and ethnicity classétions.
The greatest, and perhaps most fundamentak, chal Implementation of the new standards will be eom

lenge lies in the collection of accurate race- and ethnic plicated by the existing dérences between the func
ity-specific data, the subsequent analysis of often smalltions and roles of federal and state agencies with respect
and statistically insignificant numbers, and the protec to data collection and reporting. Nonetheless, these new
tion of the privacy of individuals who may be identifi ~Standards for census data collection translate into new
able if small counts are usethat is, the classification ~ opportunities and challenges for state level health data
of racial and ethnic categories and the consistency ofcollection and reporting. In anfeft to analyze the
those classifiations across dirent data sets are crucial impact of the new standards on some of the data €ollec
to the ability to analyze such data accuratdlge  tion and reporting performed by the Massachusetts
MDPH is a national model for data collection and Department of Public Health, researchers there identi
reporting methodologies, yet challenges remain. Mostfied some of those opportunities and challeries.
data have limitations that merit some degree of cautionWhile the new standards will facilitate better informa

in their interpretation, and the practical nature of sometion about the links between race/ethnicity and health,
of those limitations is discussed here. they will impose on states the need to coordinate data

systems that maximize data analysferes$.
OMB Directive No. 15
Civil Rights and Health Data Collection
The federal mandate with perhaps the most critical
long-term impact on the collection of health-related ~ "Ensuring that people who atfimited English pofi-

data for minority populations is the @ of Manage cient have meaningful access to healthecir an
ment and Budget’(OMB) "Standards for Maintaining, important priority.”

Collecting and Presenting Federal Data on Race and - Thomas Pesz, Director Office for Civil Rights,
Ethnicity" (known since 1978 as OMB Directive No. Department of Health and Human Séres
15)34Issued in 1997, the revised Standards were used The New England Regional Minority Health Corfer
by the Bureau of the Census in the 2000 census, and are ence, Povidence, RIApril 13, 1999

a reaction to perhaps one of the greatest challenges to

health data collection—the accurate classification of Legal issues pervade data collection and program

racial and ethnic categoriesll federal agencies and matic concerns in the elimination of racial and ethnic
programs must adopt the standards no later than Januatyealth disparities. National origin discrimination is the
1, 2003. In their most recent form, the Standardssubject of a recent policy guidance issued by tHe©f
attempt to reéict the diversity of the current population for Civil Rights of the Department of Health and
of the United States by expanding racial and ethnic cat Human Service8! The guidance clarifies existing
egories to permit multiracial and Hispanic or Latino requirements for providing services to individuals with
ethnicity selections. In describing the process used tolimited English proftiency The application oTitle VI
review and revise the previous longstanding methodol of the Civil RightsAct of 1964 to programs of federal
ogy of collecting population-based data, btif the aid recipients is cleaas is the Justice Department’
OMB trace the history of such data collection stan commitment to enforcing these nondiscrimination-pro
dards35 Civil rights laws of the 1960s were the initial visions. Under théct, any entity that receives federal
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financial assistance is prohibited from discriminating on tor these databases and the development of protocols
the basis of race, coloor national originTheAct thus mandating confientiality.

extends to practices by public and private health care

providers or entities considered a recipient of direct fed Ongoing data collection ffrts have been ham

eral financial payment#.Thus, Ofice for Civil Rights  pered by outmoded methods that do not lend themselves
policy encourages the collection of data by speeéte o accurate reporting of multiple racial and ethnic cate
and ethnicity While not every instance of disparate gories. Historically many biracial respondents, or
impact would give rise to a successful claim of diserim respondents who do not wish to be identified as mem
ination, disaggregating (or untangling) data by race pers any racial or ethnic group, may choose the catch-all
contributes to the ability to document that services pro "Other" categoryinstead of a specifirace or ethnicity
vided by recipients of federal funds comply with both Thjs results in a loss of demographic data that inhibits

the letter and the spirit of the law accurate counting. Unfortunatelgmall numbers of
individuals within certain racial and ethnic subgroups

Massachusetts Community Health Informatioofife create an obstacle in determining their public health

(MassCHIP) needs through traditional research methodologies. One

mechanism to address the issue of small numbers and
The MDPH has developed and maintains a free, the underreporting that may result is to employ qualita
online database, located on the Internet. MassCHIPtive analysis to inform quantitativenfiings. Such qual
offers community-level and statewide health and jtative analysis, including focus groups and interviews,

sociodemographic daféhe database provides access to may better allow the public health needs of these indi
a humber of data sources, including vital statistics,-com viduals to be identiéd.
municable disease incidence, population data, and

MDPH program utilizationThe data can be presented The new federal, OMB 15 data standards purport

in standard or custom reporF form, at .the u;;prgfer. to enhance the ability to reflect multiracial respondents
ence. MassCHIRiso contains a SEres of Minority by expanding these categoriés. other state agencies
Health Star?dard Rgports, many of Wh_'Ch are based Or]oin the MDPH in adopting new federal data guidelines,
the Behavioral Risk Factor Surveillance System there will be more opportunity for interagency coerdi

(E:]RFSS)’ a serlfesdol; annuaé random.-d|g|t-dlsl -tglle {ation of data sources and for more ethnicity- and race-
phone surveys of adults (aged 18+) using standardize pecift health care access data. Howetresre are lim

qcuestic:nnac;rgs devellopedl by th? hCenters for Disd%asd(?tations inherent in the new OMB standards, which will
ontrol and Prevention, along with some state-adde greatly impact public health research. Data collected

qulestLonsThe standard repr?rts COI’IFSII’] stateW|d§ datathrough the observation of untrained observers, or from
only, but custom reports that provide community or self-reported survey instruments or administrative

regional data may be generated. forms may always have limitations that render them
somewhat unreliabléé The limitations of self-reports
may be particularly relevant in questions related te cer
tain health measures (e.g., substance abuse). Indeed, the
There are limitations inherent in the ongoing data Healthy People 201faget goals themselves have {im
collection eforts that have been describédprimary its. Those goals are set Wlth_b_asellne data from the old
concern is the issue of small numbers and the cautiorféderal data standards, yet it is the new OMB 15-stan
that needs to be taken in interpreting any analyses condards by which the progress to those goals will be
ducted with counts so small that they will most likely tracked©
yield results that are statistically insignificafithe
desire to capture accurate counts, however small, must  Our ability to eliminate health disparities is clearly
be balanced with the preservation of client aberfitial impacted by our capacity to collect, analyze and report
ity. With the evetincreasing capacity of information valid and reliable datas all state agencies adopt the
systems and the sophisticated techniques employed byew standards mandated by the federal government by
researchers, such as geocoding, there is a potential falanuary 2003, the capacity to share data across data sets
individuals of a specifiracial/ethnic group residing ina may improve. Even with the introduction of the new
particular geographic area to be easily identifiable standards, howevgethe reality of the small totals of
despite attempts to maintain their anonymityis calls racial and ethnic subgroups may defy traditional statisti
for the implementation of systems tdegtively mont cal analysisThe implication may be that we will be

Data Limitations



12

challenged to meet the goals of eliminating disparities Boston Public Health Commission

so difiicult to quantify
As the local health department for the City of

Behavioral Risk Factor Sueillance System (BRFSS) Boston, The Boston Public Health Commission
(BPHC) is responsible for monitoring and ensuring the
The ongoing BRFSS and other surveillance-sys health status of Boston residenfshe BPHC has
tems provide the MDPH with necessary baseline datajncreased its monitoring and reporting as the need for
on various health indicator&lthough it has served as a health status data has increased. Its ongoing reports
reliable data resource for the state, it too has i”here”bncompass data on: the health of Boston residents:
limitations. Telephone surveys have not always been anatality—specifically birth, infants, and their mothers;

reliable resource for representing the general pepula peajth concerns impacting neighborhoods of Boston;
tion. The surveys rely on self-reported data, which raise gng other public health concerns.

issues of data limitations such as recall bias. Self-

reported data may also be limited in that individuals The BPHC also has initiated several programs
may not want to disclose personal information such asaimed at addressing ongoing racial and ethnic dispari
race/ethnicity in a telephone interview and may respondties in the City of Boston. For example, the BPHC
dishonestly or withhold this informatioAlthough the serves as the Central Coordinatingy@nization for two
survey does rely on random digit dial telephone calls CDC-fundedReachprojects. One of the projects is
there are potential limitations relating to the generaliz directed towards reducing racial disparities for breast
ability of the data due to small sample siZEse data  and cervical cancer amoidrican American women.
obtained would be mostfettive if the surveys were The other tagetsAfrican American elders emphasizing
expanded to include more households. Finallyer prevention and early screening to improve their chances
sampling of racial and ethnic groups would also for a healthy prognosis.

enhance the data and help to address some of the data

limitations. Latino Health Institute/Latino Health Policy Council
Latinos fare worse than the general Massachusetts

Community-based Responses population in terms of health access and insurance cov

and Initiatives erage, both major predictors of health status. Not sur

§ ) o ) prisingly, their health status is poorer than the general
To reduce disparities in the nation, we musach  population as well. Latinos nationally are at increased

out to communities.” risk for several health indicators including, diabetes
- David SatcherM.D., Ph.D. Assistant Seetary for type 2, obesitycancer (cervix, pancreas, prostate and
Health and Sigeon General stomach)AIDS, substance abuse, smoking, intentional
Healthy People 2010 Launch,aghington, D.C.,  and occupational injuphypertension, stroke, tubercu
Januay 25, 2000 losis, low birth weight, depression, anxietynd alce

) o holism.Addressing the need for geted interventions
Many community-based initiatives have been geared toward eliminating these disparities is of vital
established to address the issue of eliminating racial andmportance considering that Latinos are expected to

ethnic disparities in health outcom@$iey have been  pecome the lgest minority group in the U.S. by the
instrumental in developing mechanisms to overcomeyear 2010.

these disparitieS hese local ¢brts are demonstrative

of the significant role that community driven responses One of the major obstacles in addressing the
play in developing successful strategies to ameliorateincreased risk for poor health outcomes experienced by
these issues. Some of these initiatives address partictthe Latino population is the lack of available and appro
lar areas of disparities while othersgeatr specit popu priate health and vital statistics datais lack of infor
lations impacted by health disparities. In particular mation in turn impedes the development deefive
community initiatives dealing with speafpopulations  health policies.The Latino Health Institute in an
have been successful because they know the populatioattempt to contend with these issues has spearheaded
they are serving, they understand their health beliefsthe Latino Health Policy Council, which is comprised
and they recognize strategies for approaching andof health care consumers, providers, and advocates
engaging them in health services. Just some of thenterested in Latino health outcomd@#$e goal of this
ongoing community-based initiatives in the Common new initiative is to foge an informed agenda for Latino
wealth are mentioned below Health in Massachusetts that coincides with the federal
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governmens announcement ¢fealthy People 2010  Massachusetts League of Community Health Centers
More specifically the Council is tayeting issues of (MLCHC)

accuracy and gaps in data collectiofodt for Latinos

in the Commonwealth and developing recommenda The MLCHC, as a network of health providers
tions regarding the elimination of disparities in health Serving neighborhoods throughout the Commonwealth,

status between Latinos and the general population. 1S uniquely positioned to participate in programs that
target communities of coloFor example, the MLCHC

Worcester Healthy Start Initiative is involved in a marketplace analysis project with health
center members, which includes collecting data on
health disparities in the health center planning process.
It also engages in community development work on the
mid-Cape and in Fitchbgrto respond to documented
access and health disparities issiiée MLCHC is also

a grantee in Bureau of Primary Health Care programs
that seek to develop cultural competence in health care
and establish Health Disparities Collaboratives among
federally funded health centers.

Infant mortality among racial and ethnic minori
ties, along with linguistic capacity of health care
providers, are the focus of a community-based collabo
ration inWorcesterwhere the citywide infant mortality
disproportionately &écts Black and Latino infants, par
ticularly in areas where poverty is prevalent. Coordi
nated by the Great Brodkalley Health Centethe proj
ect relies upon the participation of UMass Memorial
Health Center and S¥incent Hospital, the two birthing
hospitals in the city diVorcesterand sets 100% access Harvard School of Public Health Division of
and 0% disparity among its goals. It is a model both for pyblic Health Practice Program to Eliminate
collaboration between providers, consumers and statéHealth Disparities
agencies, and for the utilization of local data collection
resourcesThe Worcester Healthy Start Initiative uses The Program to Eliminate Health Disparities
outreach and case management methods to reduce tH€EHD) was established to address persistent, poor
disparity in negative birth outcomes among its minority health outcomes among racial and ethnic minorities,
patients. particularly African Americans, by building and

strengthening social capital within communities.
Boston HealthAccess Project: Racial and Ethnic Dis Funded by the Ford Foundation, the PEHD attracts
parities Committee undegraduate and graduate students, Harvard School of
Public Health faculty and other professionals from the

Th_e Boston HeaItIA\C(_:ess PrOJe_ct_ ha_s form_ed 4 fields of science, sociologgconomics and health. By
Committee to address the issue of eliminating racial and

. . . ) : collaborating with community-based izations,
ethnic disparities in healtthe committee is comprised g y gam

f itv health lead d activists at th health centers, activists, educators, schools and youth
ot community heaith 'eaders and activists at the grass 4o yice programs, the PEHD hopes to reduce heatth dis
roots level from 12 dierent population groups as fol

lows: Somali, Sub-Saharaidrican, African American, Eggtcﬁiéﬁgf?ﬁ:&%;ii?;ﬁﬂg?xmry and comruni
Haitian, Capeéverdean, English-speaking Caribbean,

Chinese, Vietnamese, Korean, Dominican, Puerto REACH 2010, Cherishing Our Hearts and Souls

Rican, and NortAmerican Indian.A number of issues

relating to linguistic, cultural and socio-economic REACH 2010, Cherishing Our Hearts and Souls, is
access barriers have emged from ongoing discussions a collaborative dbrt to improve the cardiovascular
about existing disparitiehese have been translated health ofAfrican Americans in RoxburyFunded by the
into policy recommendations to the City of Boston, CDC, the project engages the Division of Public Health
which are transferable to other communities of color Practice at the Harvard School of Public Health incom
throughout the Commonwealth. In addition, the Gom munity coalition building €brts involving Roxbury
mittee stresses the broader issue of increasing utilizaComprehensive Community Health Centdnc.,

tion to reduce disparities in health outcomes. Finally Dimock Community Health Centeihe Sisteifogether

the BHAPCommittee recommends the formation of a Coalition,VISIONS, Inc., and Paigacademy as well
private/public/community partnership that will address as six community members who do outreach as Healthy
disparities over the next 10 yearshey suggest that HeartAdvisors.The Project takes a Community Ori
specific ethnic communities work with hospital, health ented Primary Care approach to address the unmet
center or public health partners to eliminate barriers to health needs of the Roxbury communiEje project
good health and care within their communities. also aims to address the impact of racism on the health
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of African Americans.The Project aims to improve the communities by identifying risk factors that are known
health of the entire community by fighting racishine measures for access, such as uninsurance, unemploy
Projects goal is to have a positive impact on the cardio ment, and rural vs. urban geography

vascular health o&frican American residents, partieu
larly elders, as well as significant policy implications

for African Americans in general. Conclusions

"(C)ommitment to eliminate disparities hasesdy
galvanized communities, states, and non-govern
mental oganizations thoughout the counyr to
develop their own commitments and strategies."”

David SatcherM.D., Ph.D. Assistant Seetary for
Health and Swgeon General

Mauricio Gaston Institute for Latino Community
Development and Public Policy and the Doctoral
Program in Public Policy at the University of
Massachusetts

In the past 10 years the Gastdn Institute has
engaged in a number of minority health policy research Healthy People 2010 Launch,aghington, D.C.,
projects designed to identify health disparities ane pol Januay 25, 2000
icy recommendations for improving the health of
minority consumers, with a special emphasis on-Lati
nos. Much of the work has been conducted in conjunc
tion with health policy doctoral students in the Public
Policy Ph.D. Program, and at times in collaboration
with theWilliam MonroeTrotter Institute for the Study
of Black Culture and the Institute fisianAmerican
Studies. Major projects have included participation in a
Division of MedicalAssistance Cultural Competence
TechnicalAssistance Project; evaluation of a five-year
youth substance abuse prevention project with youth
from all racial and ethnic backgrounds; and analysis of
access and quality disparities by race and ethnicity
among Massachusetts' MassHealth members, funded b
a Health Care Financinygency-Hispanic Health Ser
vices Research Grants Program. Findings of theAHCF
study which examined several utilization indicators,
reveal a mixed pattern of disparities, yet comparable
quality of care that varies by indicator and by racial/eth
nic group.The study findings provide useful guidance
for improving quality of care and reducing unnecessary
costs across all racial/ethnic groups.

Our desire to achieve equity in health status and
health delivery for the diversity of races and ethnicities
that we embrace is constrained by the realities of
methodologies necessary to obtain valid and reliable
data to inform tageted service for those groups. Massa
chusetts, a state in overall good health, among the
healthiest in the country by many measures, has a
unique wealth of ongoing ffrts on the part of local,
community-based ganizations, state health agencies,
and DHHS, Region | at the federal level. Manfpes
statewide seek to address the challenges facing the
Commonwealth in achieving racial, ethnic, and linguis
tic diversity in its health care workforce, but there is

uch progress to be made. Data collection on the health
status of racial and ethnic minorities in Massachusetts,
while a national model, will benefit from the new
national data standards. Despite the immediate need for
better data collection and reporting methodologies,
these strengths can be cultivated to create the feunda
tion, or infrastructure, for identifying and ¢gating pop
ulations of need.

) The Strength of Collaboration
TheAccess Project

The potential for ongoing and increased collabora
Based in BostoriTheAccess Project is a national  tjve efforts is evident in pursuing the common goal of
initiative funded by a grant from the Rob#fod John  eliminating health disparities. Many of Massachusetts’
son Foundation to the Heller School at Brandeis Uni health-related state agencies a|ready are engaged in
versity Focusing on the role of local healthcare iritia \york that furthers the goal of eliminating health dispari
tives in national reformTheAccess Project works with  ties. Ongoing interagency collaboration, as well, is-criti

community groups throughout the country to improve cal to maintaining the momentum of innovative
access to health insurance while informing local approaches to improving minority health.

approaches. It térs strategic planning, policy analysis

and leadership training services to communities in their Partnerships between state and federal agencies
efforts to advocate for their uninsured residents. Its also expand the opportunities for research and educa
recent publication, "Using Risk Factors #ssess  tion with respect to minority health disparitiddready,
Health CareAccess in a Communifif presents a these partnerships have contributed to the Common
model approach for increasing health care access fowealth’s capacity to achieve the goals stateHéalthy

* By RobertW. Seifert Available from: URL: wwwaccessproject.gfdownloads/fp_risk.pdf
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People 2010And, collaborations between federal and 1l. Promote the implementation of community-
state agencies and community-baseghnizations have driven initiatives

proven an dective model for addressing local health ) ) .
needs. A. Support community-based technical capacity-

building

Statewide advocacy ganizations can play a key
role in outreach and support of minority health Community-based ganizations need to develop
improvement dbrts. For example, Health Care fll their capacity to facilitate the generation of data for
has demonstrated leadership in outreach to minorityeﬁective documentation of need and service delivery
communities to increase access to health insurance, anghat is, systems need to be incorporated which allow
to advocate for equity in health caféie Massachusetts for timely data reporting and utilization in response to
Public HealthAssociation (MPHA), the statefaifate of external requirements as well as increased interfial ef
theAmerican Public Healtssociation, is a statewide ~Cciency A major obstacle to this is the lack of manpawer
nonprofit oganization dedicated to improving the time and technical capacity among community based
health status of the stase’esidents through education, ©rganizations required to access and manipulate-avail
advocacy and coalition building. It has stated as one of2ble data sources, such as MassCHiese data
its public policy priorities the elimination of health dis  sources need to be made more accessible and user
parities among residents of the Commonwedltne  friendly for community based ganizations to ééc-
message of prevention is a foundation of improved tively document their public health need.
health status, especially with respect to the six measure

identified by the PresideistRace and Health Initiative, E Design interdisciplinary approaches

and MPHAIs positioned to lend its expansive eon In order to promote community-driven research

stituency to reinforcing that message. agendas that truly reflect the public health needs of the
communities being tageted, individuals representing

Policy Implications / Recommendations these communities must participate in developing the

) ) ) ) ) agendaThis calls for the development of interdiscipli
~ The information gathered for this policy brief nary research teams that include academicians, practi
raises several policy implications and calls for policy tigners community leaders andnstituents.
recommendations that follow from the three-pronged

approach to eliminating health disparities stated above: An Example of a PrimgrCare-Based Reseeln

) ) Network
I. Develop the cultural competence and diversity

of the health cale workforce in Massachusetts The Center for Community Health, Education,

) ) _ Research and Service (CCHERS) facilitates collabora
As a leading center of medical education and e research initiatives that are focused on health care
health research, Massachusetts must make a concertegh.oss  disease prevention and wellness issues that

effort to increase the ethnic, racial and linguistic diver et raciallethnic minorities and underserved vulnera
sity of its health care workforce&his calls for employ ble populations in urban communities. CCHERS

ing more aggressive recruitment and retention strategie%elped establish the Boston Community Practice
among unlverS|.t|es., hospitals, and cher health Car€pesearch Collaborative, a primary care practice-based
entities. It also highlights the need for joint partnerships o504 ch initiative designed to increase and improve
thgt address _thls_lssue with the input of both public andcommunity health centerability to conduct relevant
private oganizationsThe Health Resources and Ser research and program evaluatiorhis collaborative,

vices Administration, Region I, for example, stands comprised of a group of academicians, researchers,

ready to secure new par'tr?ers and collal?orators to prOcommunity leaders, providers, and policymakers, works

mote the recrgltrpent, training, and rgtentlon of a cultur together to address such issues as asthma, diabetes, and

ally and linguistically competent, diverse health care hypertension through community-driven research mitia

work force. tives and program implementatiorhese discussions
have implications for the development of collaborative
research agendas, initiatives, interventions, and pro
grams.
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The products of this collaborative illustrate the of managed care, there are great opportunities to
need among community-basedjanizations to under  improve our knowledge of health status and outcomes
stand and advocate for research capacity buildingamong the minority population in the Commonwealth.
resources, particularly with philanthropic entities that One way is to encourage managed cagamizations to
traditionally view research as separate from capacitycollect race- and ethnicity-specific data on all of their
building. This skill building will be essential to the sur  enrollees. Many managed careganizations in the
vival of community based ganizations, particularly as Commonwealth already have demonstrated a commit
federal and state agencies increase the need for evaluanent to culturally competent practices, and are an
tion components as part of their funding criteria and important partner in measuring the elimination of health
stipulations. Foundations should in turn support and disparities.
encourage research particularly as it relates to commu ] o
nity development. Funding by private foundations to V- Support community-based organizations’
support community driven research agendas will capacity-building efforts in data management
improve the likelihood of innovative program develop and systems integration

ment. - : .
Equity in resource allocation requires that commu

. Impr ove data collection and eporting method- nity-based aganizations be able to increase the techni
ologies cal capacity necessary to participate in the independent
research that will benéfiocal communities of neeés
A. Implement uniform data collection methodologies = data become essential to resource allocation and pro
) . _gram implementation it will be vital for state and city
Implementing a uniform and standard mechanism gepartments of public health as well as community-
for data collection, maintenance, and_monltorm_g at thepased aganizations to be able to document nekds
state level would be fctive in reducing dffculties | in turn lead to capacity building for information

with data inconsistencies and overlap.state agencies  technology as well as alliances with entities providing
adopt the new federal data collection standards, the lackys technical capacity

of uniformity of data standards across datasets will be

amelioratedThis transition, howevewill be gradual In order to meet the goals Healthy People 2010,
and will require and investment of human améficial relevant city and state data systems must teetafely
resources, as well as ongoing technical support. Healttcoordinated. In order for these monitoring and su+veil
agencies in the Commonwealth must continue to belance systems to continue to meet the needs of our pub
supported in their commitment to meet the requirementslic health agenda, a sincerdoef must be maintained to

of the new standard®Vorking partnerships between maximize the potential for ongoing data management
state public health agencies and community groups andand systems integration.

federal agencies are essential to successful implementa o . ]
tion of the new data standaris. V. Maintain an infrastructur e for a public health

reseach agenda
The adoption of new standards is critical to elimi o
nating existing overlaps and gaps in current data report A- Ensure community involvement
ing mechanismsAn integrated system that addresses
local, state, and federal data collection and reportingform

| . . he foundation of iver ion of the di
requirements will ameliorate irfegfient data manage the foundation of &ctive reduction of the dispro

. ortionate burden of disease among minority popula
ment. Such an integrated system would also enhance. . : )
o . o ions. Successful program planning and implementation
the ability of community-based ganizations to docu

" . turns on its responsiveness to identified community

ment their need accurately andeetively. . : e

needs.To ensure appropriate identification of these
B. Encourage the role of managed care organizations N€eds, inclusiveness at the decision making table is
as data sources essentialThis would lead to ééctive program imple

mentation and policy development and, ultimately to

The significance of tracking health outcomes by successful outcomeshis calls for the development of

race and ethnicity should motivate health care providersmore efective mechanisms aimed at recruiting and
and insurers to collect more race- and ethnic-specificretaining community involvement throughout these
data for their patients and enrolle®¢th over 50% of processes. Community input at all levels of the public
the population in Massachusetts enrolled in some formhealth response can only contribute to programmatic

Data collection and reporting, along with research,
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success in eliminating health disparities and improving
health outcomes.

B. Pursue sustainability

Maintaining Massachusettstatus as a national
role model for data collection and reportindoefs
aimed at eliminating disparities in health outcomes will
require a sustained commitment by stable, long-term
funding sources, including appropriations by the State
LegislatureThe need for support of ongoing research
that involves communities and their state and federal
partners must be presented persuasively to legislators,
policymakers, and to appropriate private funders.
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Appendix

Table 1

MassCHIP Custom Repott

Massachusetts Community Health Information Pofile
Infant Mor tality by Race/Ethnicity — Massachusettotals 1998

Infant Deaths (Vital Records)

All Causes of Death—
Race/Ethnicity All Causes of Death— Infant Deaths: Infant
Infant Deaths: Count Mortality Rate (IMR) Per
1000
White, Non-Hispanic 287 4.65
Black, Non-Hispanic 59 11.04
Puerto Rican 40 8.96
Central American 3 2.38
Dominican 13 8.71
Other or Unknown Hispanic 2 1.38
Cambodian 2 NA
Chinese 3 2.82
Vietnamese 2 3.50
Other or Unknown Asian 3 2.09

MassCHIPv2.6 r217.0, Printed 2142001
Copyright 1995-2001, Massachusetts Dépent of Public Health All Rights Resefed

Table 2

MassCHIP Minority Health Standard Report
CancerDeaths by Race/Hispanic Ethnicity (all ages)

Massachusettsotal

1996-1998 Motality (Vital Records)

Race/Hispanic Area 3 Year . State Age- State- 95%
Ethnicity Count Adjusted Rate per Confidence
100,000 Interval
White, non-Hispanic 39,042 128.2 (126.7-129.6)
Black, non-Hispanic 1,359 169.7 (160.3-179.0)
Hispanic 461 66.0 (59.7-72.3)
Asian/Pacific Islander 371 87.5 (78.3-96.7)

Note: "Asian/Pacifi Islander" category does not include persons of Hispanic origin
MassCHIPv.2.6 r217.0 Printed: 2//2001
Copyright 2001 Massachusetts Depaent of Public Health All Rights Resered
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Table 3

MassCHIP Minority Health Standard Report
Heart Disease Deaths by Race/Hispanic Ethnicity (all ages)
MassachusettJ otal
1996-1998 Motality (Vital Records)

Race/Hispanic Area 3 Year . State Age- State. 5%
Ethnicity Count Adjusted Rate per Confidence
100,000 Interval
White, non-Hispanic 47,133 110.7 (109.5-112.0)
Black, non-Hispanic 1,287 143.3 (134.9-151.7)
Hispanic 445 60.3 (54.3-66.2)
Asian/Pacific Islander 239 52.3 (45.4-59.3)

Note: "Asian/Pacifi Islander" category does not include persons of Hispanic origin
MassCHIPv.2.6 r217.0 Printed: 2/2001
Copyright 2001 Massachusetts Dejpaent of Public Health All Rights Resered

Table 4

MassCHIP Minority Health Standard Report
Stroke Deaths by Race/Hispanic Ethnicity (all ages)
Massachusettsotal
1996-1998 Motality (Vital Records)

(1)
Race/Hispanic Area 3 Year State Age- gf)ffi(zesnﬁe
Ethnicity Count Adjusted Rate
Interval
White, non-Hispanic 9,564 18.7 (18.3-19.2)
Black, non-Hispanic 274 29.2 (25.5-32.9)
Hispanic 100 12.8 (10.1-15.5)
Asian/Pacific Islander 103 23.0 (18.3-27.6)

Note: "Asian/Pacifi Islander" category does not include persons of Hispanic origin
MassCHIPv.2.6 r217.0 Printed: 2/2001
Copyright 2001 Massachusetts Dejpaent of Public Health All Rights Resered
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Table 5

MassCHIP Minority Health Standard Report
Diabetes Mellitus Deaths by Race/Hispanic Ethnicity (all ages)
Massachusett otal
1996-1998 Motality (Vital Records)

Race/Hispanic Area 3 Year . State Age- State. )57

Ethnicity Count Adjusted Rate per Confidence
100,000 Interval

White, non-Hispanic 3,730 10.9 (10.5-11.3)

Black, non-Hispanic 232 26.9 (23.2-30.6)

Hispanic 108 15.9 (12.7-19.0)
Asian/Pacific Islander 35 7.8 (5.1-10.5)

Note: "Asian/Pacifi Islander" category does not include persons of Hispanic origin
MassCHIPv.2.6 r217.0 Printed: 22001
Copyright 2001 Massachusetts Defpaent of Public Health All Rights Resefed

Table 6

Alive Cases of HIVand AIDS as of Januar 1, 2001
Percent of Total by Race/Ethnicity

Race/Ethnicity HIV AIDS HIV/AIDS
White 50 48 49
Black 23 27 25
Hispanic 25 24 24
Other/Unknown 2 1 2

Souce: Massachusetts HIV/AIDS Saillance Pogram,
HIV/AIDS Summar Repot



Table 7

National Immunization Survey (NIS)
Massachusetts vs. U.S. Series Complétmmunization Levels
For Childr enAge 19-35 Months by Race/Ethnicity

199¢

Race/E thnicity Massachusetts U.S.
Total 85.2% 78.4%
Hispanic 77.7% 77.7%
White, non-Hispanic 86.5% 81.0%
Black, non-Hispanic 84.6% 73.8%
Native American/ o
Alaskan Native NA 75.0%
Asian/Pacific Islander NA 77.4%

[1] 4 doses of DAp/DTR 3 doses of poliovirs vaccine, 1 dose of measles containing vaccine, and

3 doses Haemophilus inénza type b
[2] Only year race/ethnicity data availableoim the NIS
NA= NotAvailable



