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Preface

This deliverable presents the findings of the Assessment of State Minority Health
Infrastructure and Capacity to Address Issues of Health Disparity conducted by COSMOS
Corporation for the Office of Minority Health (OMH), Office of Public Health and
Science, U.S. Department of Health and Human Services. The study was supported
under a task order contract with the Department of Health and Human Services (Task
Order No. 1, Contract No. 282-98-00127). Gerrie Maccannon, of OMH, was the task
order officer and provided thoughtful leadership throughout the project.

The project could not have been conducted without the participation and support of
the directors and coordinators of the minority health entities in the nine states and one
territory participating in the study. The minority health entities in Delaware and Texas
participated in a pilot test of the data collection procedures. The minority health entities in
Arkansas, California, Delaware, Florida, Ohio, Puerto Rico, South Carolina, Utah and
Wyoming not only provided valuable and insightful information on the minority health
infrastructure in their jurisdictions, but also invested considerable time and effort in
arranging interviews with relevant key informants in government agencies and
community-based organizations.

The OMH Regional Minority Health Consultants offered a comprehensive overview
of minority health initiatives in their regions.

The COSMOS project team, led by Théreése van Houten, included Isaac Castillo,
Darryl Crompton, Pamela Schaal, and Kemba Nobles. Their work was ably supported
by COSMOS’s production staff, particularly Pat Thibeaux.

An advisory panel composed of experts from both the public and private sectors
provided important guidance in the design and report writing phases of the study. The
final report reflects their extremely helpful comments as well as those of Tuei Doong,
Deputy Director of OMH, and Valerie Ahn Welsh of the Division of Policy and Data in
OMH. The commitment of Ms. Macannon, Ms. Welsh, and Captain Doong to this
project has been invaluable.
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I. INTRODUCTION

A. PURPOSE OF REPORT

In September 1998, the Office of Minority Health (OMH), Office of Public Health
and Science, U.S. Department of Health and Human Services (DHHS), contracted with
COSMOS Corporation to assess the minority health infrastructure in selected states and
territories, and examine the capacity of these states and territories to address racial and
ethnic health disparities in their jurisdictions. This report presents the findings of the
study based on information collected through interviews with representatives from
minority health entities and other key informants in eight states and Puerto Rico.

The goals of the study were to: 1) determine those factors that contribute to or
detract from establishment and sustained support for minority health entities; 2) assess the
viability of the state minority health entities; 3) examine the effects of the minority health
entities on state capacity to address the needs of racial and ethnic minorities when carrying
out the essential services of public health; and 4) assess state capacity to address issues of
disparity in health status and risks to health.

B. THE OFFICE OF MINORITY HEALTH

In 1984, DHHS released a report on the health of the nation, entitled Health, United
States, 1983.! The report documented that while the overall health of the nation showed
significant progress, major disparities existed in “the burden of death and illness
experienced by Blacks and other minority Americans as compared with [the] nation’s
population as a whole.”

In response to the disparities identified in the report, the Secretary of DHHS
established a Task Force on Black and Minority Health—the first time that the U.S.
government formed a group of experts to conduct a comprehensive study of minority
health problems. The Task Force identified six causes of death that together accounted
for more than 80 percent of the excess mortality among Blacks and other minority groups:
1) cardiovascular and cerebrovascular disease; 2) cancer; 3) chemical dependency
(measured by deaths due to cirrhosis); 4) diabetes; 5) violence (specifically, homicide,
suicide, and unintentional injuries); and 6) infant mortality.?

Health United States, 1983; and Prevention Profile, December 1983, 267 (PHS) 84-1232.
Heckler M.M., Report of the Secretary’s Task Force on Black and Minority Health, Washington, DC: U.S.
Department of Health and Human Services, 1985
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Task Force findings were published in 1985, in an eight-volume document entitled
Report of the Secretary’s Task Force on Black and Minority Health (Heckler, 1985). To
respond to recommendations made by the Task Force, DHHS Secretary Margaret
Heckler established the Office of Minority Health (OMH) in 1985 to coordinate and
advocate for minority health activities and issues within DHHS and throughout the nation.

One of the first activities of OMH was the formation of nine Health Issues Working
Groups to research the minority health disparities and cross-cutting issues identified in the
Task Force Report. Six working groups studied the six health conditions listed above
that, according to the Task Force Report, collectively accounted for 80 percent of the
excess deaths among minorities. Excess deaths were defined as the number of deaths
among racial and ethnic minorities that would not have occurred had age- and sex-specific
mortality rates for minorities equaled those of non-minorities. Three additional working
groups addressed the cross-cutting issues identified in the Task Force Report: 1) access to
and financial aspects of health care; 2) health care data; and 3) health professions
development.

Over time, these six priority health areas and three cross-cutting issues were
expanded. In 1988, because of increasing rates of HIV infection among minorities, OMH
added HIV/AIDS as the seventh priority health area. Later, OMH added cultural
competency as the fourth cross-cutting issue. Together, these health conditions and cross-
cutting issues are often referred to as the “7+4” priority focus of OMH activities.

An ongoing thrust of OMH has been the fostering of a National Minority Health
Network to address the health needs of racial and ethnic minorities. The Network
includes but is not limited to:

® Federal Offices of Minority Health and Minority Health
Coordinators. In addition to the Office of Minority Health,
established by the Secretary in 1985 (and which serves the
entirety of DHHS), other offices of minority health now exist
in eight DHHS agencies: 1) the Agency for Health Care
Research and Quality (formerly the Agency for Health Care
Policy and Research); 2) the Centers for Disease Control and
Prevention; 3) the National Institutes of Health; 4) the
Substance Abuse and Mental Health Services Administration;
5) the Health Resources Services Administration’; 6) the
Agency for Toxic Substance and Disease Registry; 7) the
Food and Drug Administration; and 8) the Indian Health
Service. In addition, minority health coordinators have been

3Minority Health Liaison, Office of Minority Health Resource Center, March 2000.
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designated in the Administration on Aging; the Administration
for Children and Families; and the Health Care Financing
Administration.

* Regional Minority Health Consultants. Also included in the
federal component of the Network are ten regional minority
health consultants who serve as an information and technical
assistance resource on minority health at the regional, state,
and local levels.

o State and Territorial Offices of Minority Health and Minority
Health Contacts. The first five states to establish offices of
minority health were Indiana, Michigan, Missouri, Ohio, and
South Carolina. In 1990, OMH first met with these five state
offices. Since that time, OMH has encouraged the
establishment of state organizational units dedicated to minority
health issues. As of January 2000, 33 states had established
offices of minority health. Appendix A provides a list of the
state offices of minority health. In addition to the states and
territories with established offices of minority health, four
states (i.e., Hawaii, Nevada, Wisconsin, and Wyoming) have
designated minority health contact persons. The established
offices of minority health and the minority health contacts are
known collectively as “minority health entities.”

Other major components of the Minority Health Network are community-based
organizations, health advocacy groups, colleges and universities, and individuals.

The study reflects the mission of OMH, which is to improve the health of racial and
ethnic minority populations, to close the gap in health status between minority and
non-minority populations, and to coordinate the development and implementation of
DHHS policies and programs affecting minority populations. OMH carries out its mission
through the following activities:

® Influencing Policy. At the policy level, OMH influences,
promotes, and informs policies that address the health of racial
and ethnic minorities.

* Forming Partnerships. OMH establishes and strengthens

partnerships to identify and solve problems that impact the
health of racial and ethnic minorities.
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* Promoting the Collection of Data. At both the national and
local levels, data on health disparities are needed to guide
activities. OMH promotes the collection of data necessary to
identify the nature and extent of racial and ethnic health
disparities. This data collection also enables effective
monitoring of progress towards eliminating these disparities.

® Developing and Implementing Strategic Communications.
Through the Office of Minority Health Resource
Clearinghouse, periodic conferences, and other communication
strategies, OMH informs and educates minority populations
and those who serve them about policies, programs, and other
efforts of relevance.

® Conducting Service Demonstrations, Program Evaluations,
and Policy Assessments. OMH conducts and sponsors special
studies and demonstrations to determine what works or does
not work, promotes best practices, and obtains information
needed to make informed decisions related to programs,
policies, and funding. This study was part of the ongoing
effort to inform decisionmaking related to the establishment,
maintenance, and strengthening of state and territorial capacity
to address the health needs of racial and ethnic minorities.

C. HEALTH DISPARITIES

Fifteen years following the publication of the Report of the Secretary Task Force on
Black and Minority Health, and the establishment of OMH, disparities in health status and
access to health care continue to affect the lives of racial and ethnic minorities in the
United States and its territories.

In the Report of the Secretary Task Force, racial and ethnic health disparities were
expressed as differences between racial and ethnic minorities and Whites. This same
method is used in this report. At the national level, compelling data exist that document
significant disparities in health status between Blacks and Whites. For instance, according
to Healthy People 2010, AIDS was the 14" leading cause of death for the total
population, but the leading cause of death for Blacks in 1997. Furthermore, even though
overall the nation’s infant mortality rate is declining, the infant mortality rate among
Blacks continues to be double the rate among Whites.
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As discussed later in this report, data on the health status of racial and ethnic groups
other than Whites and Blacks are limited (Rosenberg, 1999).4 Nevertheless, at the time
that this study was commissioned, the most recent data available from the National Center
for Health Statistics (NCHS) on all major racial and ethnic groups provided a telling
picture of disparities in health status by race and ethnicity.

Exhibit I-1 presents health disparities for the United States in 1996, expressed as
ratios between the age-adjusted death rates (AADR)’ of Whites and other major racial and
ethnic groups, for OMH’s priority health areas. Infant mortality is reported as a rate per
1,000 live births.

® Disparities Between Blacks and Whites. In 1996, at the
national level, the AADR for Blacks exceeded that of Whites
for every single OMH priority health condition area except
suicide;

® Disparities Between American Indians/Alaskan Natives and
Whites. The 1996 national data show disparities in AADR for
the following health conditions: chronic liver disease and
cirrhosis, diabetes mellitus, unintentional injuries, suicide,
homicide and legal intervention®, and infant mortality;

® Disparities Between Hispanics and Whites. According to the
1996 NCHS data, the AADR of Hispanics exceeds that of Whites
for the following health conditions: chronic liver disease and
cirrhosis, diabetes mellitus, HIV infection, and homicide and legal
intervention.

4Rosenberg H.M., Maurer J.D., Sorlie P.D., Johnson N.J., et al., “Quality of Death Rates by Race and
Hispanic Origin: A Summary of Current Research, 1999,” National Center for Health Statistics, Vital
Health Statistics 2(128), 1999.

The age-adjusted death rate is the death rate used to make comparisons of relative mortality risks across
different age groups. This rate should be viewed as an index rather than as a direct or actual measure of
mortality risk. Statistically, it is a weighted average of the age-specific death rates, where the weights
represent the fixed population proportions by age. In 1996, the direct method of computing the age-adjusted
death rate applies the age-specific death rates for a given cause of death to the U.S. standard population
(relative age distribution of 1940 enumerated population in the United States). It is important not to compare
age-adjusted death rates with crude death rates. (Source: Monthly Vital Statistics Reports, National Center
for Health Statistics, CDC, DHHS.)

Legal Intervention includes: injuries inflicted by the police or other law-enforcing agents, including military
on duty, in the course of arresting or attempting to arrest lawbreakers, suppressing disturbances, maintaining
order, and other legal intervention, (http://www.mcis.duke.edu/standards/termcode/Icd9/1tabular E970.html).
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Exhibit I-1

THE RATIO BETWEEN THE AGE ADJUSTED DEATH RATE (AADR) AND THE
INFANT MORTALITY RATE OF RACIAL AND ETHNIC MINORITIES AND
WHITES, FOR THE UNITED STATES, BASED ON 1996 DATA FROM
THE NATIONAL CENTER FOR HEALTH STATISTICS

American
Indian/Alaskan Asian/Pacific
Black-White  Native-White Islander- Hispanic-
Health Conditions Ratio® Ratio White Ratio  White Ratio®
Diseases of the Heart 1.48 0.78 0.55 0.68
Cerebrovascular Disease 1.80 0.86 0.98 0.80
Malignant Neoplasms 1.34 0.68 0.61 0.62
Chronic Liver Disease and Cirrhosis 1.26 2.84 0.36 1.73
Diabetes Mellitus 2.40 2.32 0.73 1.57
HIV Infection 5.75 0.58 0.31 2.26
Unintentional Injuries 1.23 1.93 0.54 0.97
Suicide 0.57 1.12 0.52 0.58
Homicide and Legal Intervention® 6.24 2.06 0.94 2.53
Infant Mortality per 1,000 Live Births 2.31 1.64 0.85 1.00

All disparity ratios greater than 1 are in bold type.

*The term Hispanic in the table includes Hispanics of all racial backgrounds.

“The National Center for Health Statistics (NCHS), CDC, combines into one category deaths resulting from
homicides and from legal intervention.

* Disparities Between Asian Americans/Pacific Islanders and
Whites. The national AADR data available from NCHS in 1996
do not show any health disparities. However, as discussed later in
this report, available state-level data contradict the national 1996
AADR data. State-level data show health disparities for Asian
Americans and Pacific Islanders.



As also shown in the exhibit, these are the three greatest health disparities at the national
level:

* Homicide. Blacks are more than six times as likely to die from
homicide (or legal intervention) as Whites;

® HIV Infection. Blacks are more than five times as likely to die from
HIV infection as Whites and;

e Chronic Liver Disease and Cirrhosis. American Indians are
almost three times as likely to die from chronic liver disease and
cirrhosis as Whites.

D. A NATIONAL FOCUS ON ELIMINATING RACIAL AND ETHNIC HEALTH
DISPARITIES

Although the most recent national data on the health status of racial and ethnic minorities
are incomplete, they clearly indicate that health disparities remain a continuing national
problem. Two recent federal programs directed at eliminating health disparities are:

1) President Clinton’s Initiative on Race (including the focus of Healthy People 2010 on
eliminating racial and ethnic disparities); and 2) the work of the Congressional Black Caucus
and the Congressional Hispanic Caucus, specifically the 1999 Minority HIV/AIDS Initiative.

In 1998, as part of his Initiative on Race, President Clinton announced a $400 million
initiative to eliminate racial and ethnic disparities in six key health areas: infant mortality,
diabetes, cancer screening and management, heart disease, HIV infection, and child and adult
immunizations. These health areas were selected because they reflect areas of disparity
known to affect multiple racial and ethnic populations, affect both adults and children, and are
amenable to interventions. Activities by the DHHS complement Healthy People 2010, the
nation’s health promotion and disease prevention strategy for the next decade.

1. THE HEALTHY PEOPLE 2010 INITIATIVE

Healthy People 2010: Understanding and Improving Health identifies objectives for the
first decade of the 21* century. Its two central and overarching goals are to: 1) increase
quality and years of healthy life; and 2) eliminate health disparities. Healthy People 2010
targets disparities by race and ethnicity, as well as by gender, education or income, disability,
living in rural communities, and sexual orientation. Race and ethnicity are associated with a
number of these other factors such as education and income (e.g., proportionately fewer
Whites than persons belonging to racial or ethnic minorities live at or below the poverty
level).
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The following examples of Healthy People 2010 objectives address one of OMH’s four
cross-cutting issues—health professions development.

® Increase the proportion of individuals from underrepresented racial
and ethnic minority groups enrolled in U.S. schools of nursing;
and

* Increase the proportion of all degrees in the health professions and
allied and associated health professions fields awarded to members
of underrepresented racial and ethnic minority groups.

By setting specific objectives, Healthy People 2010 provides benchmarks that can be
used by OMH, other federal and state minority health entities, and their partners across the
country, to measure progress towards reducing the gap and ultimately eliminating health
disparities.

2. THE 1999 MINORITY AIDS INITIATIVE

Another example is the Minority HIV/AIDS Initiative developed by the Clinton
administration and DHHS with the Congressional Black Caucus and the Congressional
Hispanic Caucus in response to the disproportionate prevalence of HIV/AIDS among
minorities. The “package” of minority HIV/AIDS projects designed to reduce the impact of
HIV/AIDS on minority communities under this initiative started in FY 1999 with $156 million
to provide grants for community-based minority organizations, research institutions, minority-
serving colleges and universities, health care organizations, and state and local health
departments. OMH is one of six DHHS agencies through which funding is awarded. The
other DHHS agencies are: the Centers for Disease Control and Prevention (CDC), the
Substance Abuse and Mental Health Services Administration (SAMHSA), the National
Institutes of Health (NIH), the Indian Health Services (IHS), and the Health Services and
Resources Administration (HSRA).’ '

E. PURPOSE OF THE STUDY

This study was commissioned at a time of increased national awareness of health
disparities, increasing concern about the accuracy of available data on the health status of
racial and ethnic minorities, and an increasing need to understand how state and local capacity
to address issues of health disparity can be strengthened. For states with a minority health
entity, OMH is interested in increasing its understanding of how these entities fit into, and
interact with, their state or territorial public health infrastructure. More importantly, OMH

"Source: http:/ww.omhrc. gov/omh/aids/aidshome. htr
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wants to assess the impact that minority health entities may have on the capacity of a state or
territory to address the health needs of racial and ethnic minorities.

Furthermore, in the Statement of Work, OMH also asks the contractor to focus on states’
and territories’ efforts to eliminate health disparities in OMH’s 7+4 priority areas. These
consist of seven health areas: 1) cancer; 2) diabetes; 3) cardiovascular disease; 4) infant
mortality; 5) substance abuse; 6) HIV/AIDS; and 7) suicide, homicide, and unintentional
injuries; and four cross-cutting issues: 1) access to health care; 2) cultural competence;

3) data collection and analysis; and 4) health professions development.

As the title indicates, this study is an assessment of state-level infrastructure and capacity
to address the health needs of racial and ethnic minorities. Thus, even though efforts to
address health disparities occur at the federal, state, and local levels, the focus of the study is
on what is happening at the state level. The study also places a special emphasis on the
activities of the minority health entities, and on their role in assisting states in their efforts to
address the health needs of racial and ethnic minorities.

OMH intends to use the information generated by this study to assess its past efforts and
to improve future initiatives aimed at expanding state capacity to address issues of racial and
ethnic health disparities; determine what is being done regarding minority health issues, how,
and by whom; and identify factors conducive or detrimental to effectively addressing the
health needs of racial and ethnic minority populations. Furthermore, the Statement of Work
states that other potential users of the study include states with minority health entities (who
may find these findings useful in deciding how to best address health disparities in their
Jurisdictions), as well as states who are exploring mechanisms to establish state minority health
entities.

F. REMAINING SECTIONS OF THIS REPORT

The report is divided into nine sections. This introduction is Section I. The remaining
sections are as follows:

o Section II: Study Questions and Methodology. The section
includes the key study questions and the corresponding study
design. It distinguishes between the design phase of the study and
the implementation phase during which certain adaptations to the
design were made. The section concludes with a discussion of
resulting study limitations.

e Section III: Minority Health Entities in the Nine Study Sites.
The section begins with a description of the racial and ethnic
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distribution of each site’s population and known health disparities.
It then describes the following characteristics of the minority health
entities: their history, resources, missions, functions, and
placement in the organizational structure of the state or territory.

It concludes with an overview of other components of the sites’
minority health infrastructure.

Section IV: Cross-cutting Issues. For each cross-cutting issue,
the section discusses key approaches and strategies used by the
states and the minority health entities, and discusses issues and
factors affecting activities targeting the issue.

Section V: Efforts to Eliminate Disparities in the OMH Priority
Health Areas. For each priority health area, the section discusses
key approaches used by the states and the minority health entities,
and discusses issues and factors affecting activities targeting the
health condition.

Section VI: Health Care to Native Americans. Because of the
sovereign status of federally recognized tribes and the health services
provided by the Indian Health Service, the tribal infrastructure differs

significantly from state health infrastructures. The report therefore
devotes a separate section to Indian health.

Section VII: Responses to the Study Questions.

Section VIII: Recommendations.
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SECTION IT

. Study Questions and Methodology



II. STUDY QUESTIONS AND METHODOLOGY

This section lists the key study questions and presents the corresponding study
methodology. The section distinguishes between the design phase and implementation
phase of the study. During the design phase, COSMOS developed and revised the design
based on the results of two preliminary site visits arranged by the minority health entities
in Delaware and Texas, and on feedback from a national advisory panel convened by
OMH. During the design phase as well, COSMOS defined and operationalized key study
terms. The design phase discussion presents the criteria for selecting study sites and key
informants; the implementation phase discussion identifies which sites were selected, and
the number and types of key informants who participated in the study. The section ends
with a discussion of study limitations resulting from the design itself and from changes that
occurred during the implementation phase.

A. KEY STUDY QUESTIONS
The Statement of Work specified the seven key study questions listed below:

* What are the nature and extent of efforts at the state level to
eliminate health disparities, especially among racial and ethnic
groups?

¢ What are the nature and extent of efforts at the state level to
eliminate or close the gap between racial and ethnic groups in
the priority health issue areas of particular concern to OMH?
These priority health areas are cancer, cardiovascular disease,
diabetes, HIV/AIDS, infant mortality, substance abuse, and
homicide, suicide, and unintentional injuries.

® What efforts are in place or planned at the state level to
address each of the four cross-cutting priority issue areas as
they relate to improvements in the health of racial and ethnic
minorities? The four crosscutting issues are: access to health
care, cultural competence, data collection and analysis, and
health professions development.

* To what extent are state efforts to eliminate health disparities

and address health concerns of racial and ethnic minorities
linked to national efforts such as Healthy People 2010?
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* What, if any, features or characteristics of minority health
entities hinder or contribute to their effectiveness? How is
such effectiveness measured?

e What features, characteristics, or elements promote and hinder
the establishment and effectiveness of minority health entities?

¢ Are efforts to “close the gap” in health disparities between
racial and ethnic groups more likely to occur when dedicated
minority health entities are established? Why or why not?

B. THE DESIGN PHASE

The Statement of Work specified the strategies to be used to answer the above
questions: 1) site visits to nine sites; and 2) the gathering of information at each site from
at least four key informants. These key informants were to include: directors of state
health agencies, directors of state offices of minority health, legislators, governors,
advisory councils, grassroots organizations, and other identified community groups. The
design is therefore a descriptive cross-site assessment of the types of minority health
initiatives that may exist within a state or territory, and the types and range of factors
conducive or detrimental to effectively addressing the health needs of racial and ethnic
minorities.

1. REFINING AND CLARIFYING THE RESEARCH QUESTIONS

OMH built into the contract the opportunity to convene a national panel of experts to
review the design. The first meeting of the 20-member Advisory Panel occurred January
20-21, 1999.) Much of the Advisory Panel’s discussion focused on the key research
questions and the corresponding subtopics. Appendix C contains a copy of the subtopics
associated with each research question.

A related issue concerned the fact that one of OMH’s priority health areas consists of
three different aspects of violence: homicide, suicide, and unintentional injuries.
Addressing and preventing these three causes of death are often the focus of different state
agencies. While unintentional injuries is the focus of health departments, suicide is usually

1Appendix B lists the names of Advisory Panel members. Over the course of the study, three meetings were
convened with the Panel. During the first meeting in January 1999, the Advisory Panel reviewed and revised
the proposed research design. The methodology presented is based on work conducted during and immediately
following the first Advisory Panel meeting. In September 1999, panel members reviewed the draft outline of
the final report and preliminary findings; in February 2000, they reviewed the draft of this report.
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addressed by departments of mental health, which in many states are separate and distinct
from departments of health. Homicide, although defined by the Centers for Disease
Control and Prevention (CDC) as a public health issue, is generally not addressed
specifically by health departments. On the other hand, violence in general, and
specifically youth violence, is often the focus of multiple state agencies (e.g., law
enforcement, education, drug and alcohol abuse). In addition, as discussed in Section I,
available data show that nationwide the greatest health disparity is in homicide.
According to 1996 data from the National Center for Health Statistics, Blacks are six
times more likely to die from homicide than Whites.

For these reasons, COSMOS and OMH decided to treat these three health conditions
separately in requesting interviews with key informants, and in querying key informants
about efforts to reduce health disparities in these areas. This report therefore addresses
homicide, suicide, and unintentional injuries as separate health priority areas.

2.  CRITERIA FOR SELECTING THE STUDY SITES

The Statement of Work recommended that in identifying criteria for selecting the
nine sites, COSMOS review the profiles on state minority health entities prepared by
OMH in 1997, and consult with OMH. Only one selection criterion was specified in the
Statement of Work, namely the inclusion of states where minority health entities were
abolished or had faced legislative sunset. In addition, implied in the Statement of Work
was the need to include states with and states without established offices of minority health
as this would help answer the question of whether efforts to close the gap are more likely
to be effective in states with established offices of minority health.

Below are the three main site selection criteria reviewed and accepted by the
Advisory Panel members:

® States with an Established Office of Minority Health. OMH
recommended that this category include states with well-
established offices that have a reputation of being effective, as
these states were likely to produce the data needed to answer
the study questions. OMH further recommended that at least
one of the sites be a state with an independent commission on
minority health, rather than an office of minority health located
within the state department of health, in order to determine
whether this structure makes a difference.

® States That Formerly Had an Established Office of Minority
Health. These include states in which the minority health
entity faced legislative sunset.
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e States That Never Had an Established Olffice of Minority
Health but Do Have a Minority Health Contact Person.
OMH recommended selecting states with an active minority
health contact person. It was felt that in states without an
active minority health contact person, it would not be possible
to identify or gain access to key informants in other
components of the state’s health infrastructure. Furthermore,
following contract award, OMH recommended that at least
one of these sites be an overseas territory.

The Advisory Panel agreed with two additional selection criteria proposed by
COSMOS: 1) geographic representativeness, and 2) diversity in the racial/ethnic
distributions of the state population.

3. CRITERIA FOR SELECTING KEY INFORMANTS

The research questions listed above are complex and multi-dimensional. For
example, each of the four cross-cutting issues applies to all of OMH’s priority health
areas. Examining these issues within the context of a state infrastructure calls for
collecting data from each of the relevant state public health divisions and branches, as well
as from a number of private-sector and community-based institutions, and examining the
formal and informal linkages and interactions among all of these entities. The challenge in
designing and implementing this study was therefore to balance the desire to go to all
possible data sources with the realistic limitations imposed by project resources.

The results of the first preliminary site visit to Texas confirmed that it would be very
difficult to obtain the full range of information needed unless the number of key
informants proposed in the Statement of Work was significantly increased. Furthermore,
results of this first visit indicated that in order to increase the number of key informants
interviewed during a two-to three-day site visit, it would be advisable to conduct as many
interviews as possible in the same location to cut down on travel time between interviews.
Results also suggested that it would be preferable to ask the representatives of the minority
health entities to schedule the interviews rather than having COSMOS do the scheduling.
This approach would permit the minority health entities to personally invite people to
participate and brief them on the purpose of the study. Also, their knowledge of the key
players in the state’s minority health infrastructure permitted them to arrange for
substitutes when certain individuals were not available, and to schedule group interviews
when appropriate. This approach was successfully piloted during the preliminary site visit
to Delaware.

The final plans specified that COSMOS would ask the representatives of the minority
health entities to identify individuals from the list below who could be expected to provide
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the greatest insight and information on the major components of the state’s minority health
infrastructure:

¢ Director of the state minority health entity/office or the
minority health contact person;

¢ The Secretary, Commissioner, or Director of Public Health
for the state;

* The directors, or senior staff, of the health agencies targeting
the four cross-cutting issues and seven priority health areas;

¢ Legislators;
¢ Directors or representatives from community-based
organizations (such as the American Diabetes Association and

the March of Dimes), targeting OMH priority health areas;

® Representatives of minority health advisory committees,
coalitions, or task forces;

¢ Representatives from community advocacy groups, including
the faith community;

¢ Advocates for minority health;
* State epidemiologist and health data analysts; and
® Other key informants deemed relevant by the site.

In addition, the preliminary site visits showed that the site visits should be scheduled
several months in advance to reduce the burden on the minority health representative
scheduling the interviews, and increase the range of available key informants.

4. INTERVIEW PROTOCOLS
COSMOS developed interview guides for the four main types of key informants:
1) the director of the minority health entity or the minority health contact person;
2) representatives of other health department divisions, other state agencies, or community

agencies; 3) health commissioners or individuals at cabinet-level position; and
4) legislators.
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The first versions of the instruments were piloted and revised during the preliminary
site visits to Delaware and Texas. COSMOS made additional changes following a review
by the Advisory Panel. Specifically, questions were added to the interview guides to
assess what is being done in the states and by whom (the minority health entity, other state
entities, private sector organizations) for each of the OMH focus areas. The earlier
versions of the interview guides focused more on the work of the minority health entities
and less on other components of the state infrastructure.

COSMOS also developed modified versions of the interview guides for Puerto Rico
to reflect Puerto Rico’s territorial status. The guides can be found in Appendix D. A
brief description of the content of each of the interview guides is presented below:

a. Interview Guide for State Minority Health Director or Minority Health Contact
Person

This interview guide covers seven main topic areas: 1) a description of the state or
territorial minority health entity; 2) the capacity of the minority health entity to address
issues of health disparities; 3) the capacity of the state to address minority health
disparities; 4) minority health initiatives in the private sector; 5) the presence of minority
health advisory committee, task force or coalitions; 6) the effectiveness of the minority
health entity; and 7) challenges faced by the minority health entity. The guide is modular
in format so that certain questions apply specifically to established offices of minority
health while others are asked of minority health contact persons. A major focus of the
questions is on the minority health entity’s activities related to OMH’s cross-cutting issues
and priority health areas; and on linkages between the minority health entity and other
components of the state infrastructure related to these issues.

b. Interview Guide for Representatives of Health Department Divisions,
Other State Agencies, and Private Sector Organizations

In these interviews each representative was asked about their agency or division’s
role in addressing one or more of the crosscutting issues or priority health areas in
general, specifically related to reducing health disparities. In addition, the interview guide
includes questions on other public and private sector components of the state or territory’s
minority health infrastructure, and the agency’s linkages, if any, to these components.

c. Interview Guide for the Secretary or Commissioner of Health
Questions for the Secretary or Commissioner of Health or other government official

are broader in scope. They address policy and program history related to minority health,
the state health strategic plans, the adoption of Healthy People 2000 or Healthy People
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2010 objectives, and specific minority health initiatives that are in effect or are being
proposed.

d. Interview Guide for Legislators

The interview guide asked questions regarding the legislative history of minority
health in the state or territory; specific racial and ethnic minority health laws enacted
within the past five years as well as current legislation, barriers to minority health
legislation, and the extent to which the legislature involves the grassroots community in
the development of health-related laws (e.g., through hearings or citizen committees).

C. STUDY TERMINOLOGY

In reviewing the study questions, it became clear that they could not be answered
without first defining several key study concepts, specifically minority health entity, racial
and ethnic minority, health disparities, minority health, public health infrastructure, and
capacity.

1. MINORITY HEALTH ENTITY

As defined in the Statement of Work, the term minority health entity refers to
established offices of minority health as well as to persons designated as the minority
health liaison or contact person in states that do not have an established office of minority
health.

2. RACIAL AND ETHNIC MINORITY

The racial and ethnic minorities covered by this study are American Indians and
Alaskan Natives, Asian American and Pacific Islanders, Hispanics, and Blacks.

OMH uses the following U.S. Office of Management and Budget (OMB) definitions
of race and ethnicity: American Indian or Alaskan Native? is a term used for persons
whose ancestors were any of the original peoples of North America and who identify,
through tribal affiliations or community recognition, with these ancestral groups. Asian or
Pacific Islander is the term used for persons whose ancestors were any of the original
peoples of the Far East, Southeast Asia, the Indian subcontinent, or the Pacific Islands.
This area includes, for example, China, India, Japan, Korea, the Philippines, and Samoa.
Black is the term used by OMB for persons having origins in any of the Black racial
groups of Africa. Hispanic is the term used for persons of Mexican, Puerto Rican,

2Throughout this study, the terms American Indian and Native American are used interchangeably.
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Cuban, Central or South American, or other Spanish culture or origin, regardless of race.
White is the term used for persons whose ancestors were any of the original peoples of
Europe, North Africa, or the Middle East.>

3. HEALTH DISPARITIES

The study used age-adjusted death rates (AADRS) to define health disparities for all
but one of the OMH priority health areas. The one exception to this method is the
measurement and reporting of infant mortality, which is reported as a rate per 1,000 live
births. AADRs were selected as the best indicator of health disparities because they
provide a consistent pool of generally available data to compare disparities in the health
status of major racial and ethnic groups at the national level. AADRs are used by the
National Center for Health Statistics as an index for comparison of the mortality risk for
causes of death. AADRSs also were proposed as a means to identify health disparities by
the 1985 Report of the Secretary’s Task Force on Black and Minority Health. The Report
defines minority health disparity as “the statistical technique of ‘excess deaths;’ that is, the
difference between the number of deaths observed in minority populations and the number
of deaths which would have been expected if the minority population had the same age-
and sex-specific death rate as the non-minority population.”* Because of the difficulty of
getting sex-adjusted as well as age-adjusted death rates for the OMH priority health
conditions in all nine study sites, this study does not examine sex-adjusted death rates.

To facilitate comparisons across health conditions and across sites, the study uses
disparity ratios. A disparity ratio can be defined as the AADR for a specific cause of
death in a particular racial or ethnic group divided by the AADR for the same cause of
death among the White population. A disparity ratio greater than 1.0 indicates that the
minority group is at a higher risk of dying from a specific health condition than the White
population. A disparity ratio less than 1.0 indicates that the minority group is at a lower
risk of dying from the specific health condition than the White population. The disparity
ratio also relates the level of the disparity; a disparity ratio of 2.0, for example, indicates
that mex;mbers of the minority group are twice as likely to die from a selected cause as
Whites.

Reference http://www.whitehouse.gov/OMB/fedreg/notice_15hir.

‘u.s. Department of Health and Human Services, Report of the Secretary’s Task Force on Black and
Mmorlty Health, Volume I: Executive Summary (U.S. GPO: Washington, DC), August 1985, pp. 63-64.
5The concept referred to here as disparity ratio was presented in the Report of the Secretary’s Task Force on
Black and Minority Health as “relative risk.” The Report provided further insight on the use of this measure
by stating, “A high relative risk for a specific cause of death may be misleading if a disease is rare and
affects a small number of people. The relative risk for a rare condition may appear to indicate a
disproportionately high risk for a problem that may not be serious in terms of excess deaths because so few
individuals are affected” (U.S. Department of Health and Human Services, Report of the Secretary’s Task
Force on Black and Minority Health, Volume I: Executive Summary (U.S. GPO: Washington, DC), August
1985, p. (64).
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As discussed in more detail in Section IV-B of this report, there are limitations to the
above approach. However, it is an approach that allows a cross-site comparison of
readily available data to the minority health entities and to the states at the time that the
study was being conducted. Section IV-B discusses the limitations of these data, and why
data collection and analysis is a key cross-cutting issue affecting federal and state decision-
making regarding programs, policies, and funding related to health care for racial and
ethnic minorities.

4. MINORITY HEALTH

In this study, the term minority health refers to the health status, access to health
care, treatment options, and other factors that affect the health and related quality of life of
Blacks, Hispanics, Asian American and Pacific Islanders, and Native Americans. These
other factors include differences in health status by race and ethnicity, the availability of
culturally and linguistically appropriate health care, the training of health care providers
from racial and ethnic minorities, and the inclusion of persons from racial and ethnic
minorities in health care policy and decisionmaking.

5. INFRASTRUCTURE

Advisory Panel members recommended the study use the definition of the term
infrastructure in the Healthy People 2010 Objectives. This definition defines
infrastructure as “the systems, competencies, relationships, and resources that enable
performance of the essential public health services in every community.” The resulting
study framework determines whether a statewide system is in place to address health
disparities, examine competencies and resources, and most importantly look at
relationships or linkages between the various sectors (both public and private) providing
public health services to respond to the health needs of racial and ethnic minorities.

As defined by Public Health in America®, the ten essential public health services are
to: 1) monitor health status to identify community health problems; 2) diagnose and
investigate health problems and health hazards in the community; 3) inform, educate, and
empower people about health issues; 4) mobilize community partnerships to identify and
solve health problems; 5) develop policies and plans that support individual and
community health efforts; 6) enforce laws and regulations that protect health and ensure
safety; 7) link people to needed personal health services and ensure the provision of health
care when it is otherwise unavailable; 8) ensure the availability of a competent public
health and personal health care workforce; 9) evaluate effectiveness, accessibility, and

Ppublic Health Function Steering Committee, Public Health in America, Fall 1994,
www.health. gov/phfunctions/public.htm.
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quality of personal and population-based health services; and 10) research new insights
and innovative solutions to health problems.

6. CAPACITY

The Public Health Foundation, in a 1997 survey of state and local capacities to track
health objectives, refers to states’ capacity as the “ability to track their own health
promotion and disease prevention objectives.”’ Within the context of this study, the term
capacity therefore refers to state and territorial ability to reduce health disparities (and to
document that these disparities are decreasing).

D. THE IMPLEMENTATION PHASE
1. SITE SELECTION

In deciding which states and territories best fit the various selection criteria,
COSMOS consulted with OMH staff and with regional minority health consultants. The
nine sites selected to participate in the study include one territory (Puerto Rico) and eight
states: Arkansas, California, Delaware, Florida, Ohio, South Carolina, Utah, and
Wyoming.® They constitute a purposive sample expected to provide access to the range of
information needed to answer the research questions. Sites represent the range of
minority health entities found in states and territories. Seven of the nine sites have an
established office of minority health. Of these seven offices, six are located within a state
health department and one is an independent commission. Two of the seven are newly
re-established offices. One of the two sites without an established office of minority
health is a U.S. territory. In addition, sites represent the racial and ethnic diversity found
in U.S. states and territories. In four of the sites, the racial and ethnic minority
population exceeds 25 percent; in two sites, the minority population is greater than 10
percent but less than 25 percent; and in two sites, the minority population is less than 10
percent. Exhibit II-1 presents a detailed view of the final selection criteria and how each
site satisfied the criteria.

7Measuring Health Objectives and Indicators: 1997 State and Local Capacity Survey, Washington, DC: The
fI;ublic Health Foundation, March 1998.

New York was initially selected for the study; however, a number of conditions arose in the state that
prevented its inclusion as one of the states visited. New York was selected for its cultural diversity and large
population, both of which would have contributed significantly to OMH’s knowledge of minority health
programs. Unfortunately, New York was to be the last site visited, and became unavailable only two weeks
before the site visit was scheduled to occur. Due to time constraints on the study itself, a suitable
replacement for New York could not be found. Since considerable amounts of valuable data were collected
during the preliminary site visit to Delaware, OMH asked that the state be considered one of the study sites.

I1-10



Exhibit I1-1

SELECTION OF THE STUDY SITES

Diversity in Racial Ethnic
Composition of the

Types of Minority Health Entities Population
Minority Health States with
Contact Inclusion | a Minority | States with
Person, but No | New or Newly of at Population | a Minority
Office of Minority Established |Re-established|Least One| Greater |Population
Minority Health Office of Offices of U.s. than 25 less than
Study Sites Health | Commissions {Minority Health |Minority Health | Territory | Percent® | 10 Percent
Arkansas v
California v v
Delaware v VP
Florida v /e v
Ohio v
Puerto Rico v v v
South Carolina v v
Utah v v
Wyoming v v

“For all sites but Puerto Rico, these percentages are based on data from the 1990 Census.
*The Delaware Office of Minority Health was established by executive order in 1991; however, the office was
dormant and without staff from 1994 to 1998. In 1997, the office was re-established by the Secretary of the U.S.
Department of Health and Human Services, and a new director was recruited.
‘In 1993, Florida established a Commission of Minority Health Care Task Force. A sunset provision in its
legislative authorization resulted in its termination in 1995. In 1998, the Secretary of Health created an Office of
Equal Opportunity and Minority Affairs which addresses minority health disparities.

2.

TIME FRAME OF THE DATA COLLECTION

All site visits were conducted between December 1998 and May 1999. This report
includes some additional data provided by the sites following the site visits—in part as a
result of feedback received from the minority health entities following their reading of site
visit summaries submitted for review between June and December 1999. For the most
part, however, the information in this report is based on information collected in the
spring of 1999.
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3. NUMBER AND TYPE OF KEY INFORMANTS

As described above, the design called for using the minority health entity as the entry
point to each state and as the means of identifying other key informants. The extent to
which this approach was successful varied by site. Exhibit II-2 shows how many and
what type of interviews were conducted at each of the study sites. In all, 144 interviews
and group meetings were conducted with 237 key informants.

As shown in Exhibit II-2, in all sites COSMOS interviewed the director of the state
office of minority health or the minority health contact person. In all sites but California
and Utah, COSMOS interviewed the secretary, commissioner, or director of public health
(in California, the interview was canceled at the last minute as the Commissioner was
called into a meeting with the Governor).

At no site was it possible to interview state or private sector staff from agencies
targeting all of the OMH priority health areas. However, staff from the minority health
entities scheduled helpful and instructive interviews regarding the following health
disparity programs and issues:

o Interviews Regarding Private Sector Initiatives. In most sites,
interviews were scheduled with representatives from minority
advocacy groups, advocates for minority health, and task force
representatives. In fact, overall, the largest number of
interviews were with persons from community organizations.
This was especially true in states where the minority health
representatives had been in their positions for a long time and
were well connected to the community. Conversely, in states
where the minority health representatives were new to their
position (e.g., California and Delaware) fewer interviews
were scheduled with representatives from community-based
organizations.

o Interviews Regarding Disparities in HIV/AIDS. In terms of
the health condition covered by the interviews, the greatest
number of interviews were conducted regarding disparities in
HIV/AIDS. Most of these were conducted with health
department staff.

o Interviews Regarding Disparities in Chronic Diseases. In a
number of sites, health department staff from chronic disease
divisions discussed cancer, cardiovascular disease, and
diabetes. In Delaware, Ohio, and South Carolina, information
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Exhibit II-2

KEY INFORMANTS PARTICIPATING IN INTERVIEWS, BY SITE

Number of Key-Informant Interviews Per Site

Type of Key Informants AR CA DE FL OH PR SC UT Wy
The director and the staff of the state 3 1 1 1 2 2 3 - 1
office of minority health, or the
minority health contact person
The secretary, commissioner, or 1 - 2 1 1 1 1 1 1
director of health
The directors, or senior staff, of the
state health agencies targeting
OMH'’s priority health areas:
¢ Chronic diseases - 1 - - - 1 1 - -
« Cancer 2 - - 1 - - - 1 3
- Cardiovascular disease - - - 1 - 1 - 1 1
+ Diabetes - - - 1 - 2 - 1 1
* Infant mortality 2 - - 2 - - - - -
» Substance abuse 1 - - - 1 7 - 1 1
+ HIV/AIDS 1 1 - 1 1 1 2 1 3

» Suicide, unintentional injuries,
and homicide

Other state health officials

Directors or representatives from
private sector community agencies
targeting OMH priority health areas

+ All chronic diseases

» Cancer

+ Cardiovascular disease
» Diabetes

+ Infant mortality

» Substance abuse

- - - - - 3 2 - -
- - - -2 - a1
- - - -1 -

(Continued on next page)
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Number of Key-Informant Interviews Per Site

Type of Key Informants AR CA DE FL OH PR SC UT Wy
+ HIV/AIDS 3 - - - - - - - -
« Suicide, unintentional injuries, - - - - - - - -
and homicide 1
Representatives from private sector 3 3 1 3 5 5 3 12 8

community organizations and
coalitions, including the faith

community
Legislators 2 - 2 - 1 2 3 - 4
State epidemiologists and health data - 2 1 1 - 2 - 1 2
analysts
Representatives from the academic - - - 2 1 - 3 - -
community
Representatives from the governor’s - - - - - 1 1 - -
office
Native Americans - 1 - 1 1 - - 14 4
Local/regional health care providers 5 - 2 - - 2 - 1 3
Total number of key informants| 25 16 14 18 19 39 21 38 47
Number of interviews per site 17 12 14 13 15 17 18 21 17
Average number of persons 15 13 1 14 13 23 12 18 28

participating in each interview

on health disparity initiatives for these three chronic diseases
was received in interviews with the minority health entity
representative or senior health department staff.

o Interviews Regarding Disparities in Infant Mortality. In
general, the topic of infant mortality disparities was addressed
directly by the minority health representatives. Only in
Arkansas, Florida, Puerto Rico, and Wyoming were
interviews scheduled with representatives from the state Ofﬁce
of Maternal and Child Health.

¢ Interviews Regarding the Collection of Data to Document
Health Disparities. The lack of readily available data on
health disparities was a major concern to all minority health
representatives. A number of interviews with minority health

II-14



representatives focused to a great extent on the frustrations that
they had experienced over the years in trying to get data to
document the need for health programs targeting racial and
ethnic minorities. In addition, in seven of the sites, interviews
were scheduled with state epidemiologists or health analysts
who were able to further explain data collection and analysis
difficulties.

o Interviews Regarding Health Care to Native Americans.
Representatives from Native American tribes had not been
specified as a specific category on the list submitted to the
minority health entities. However, the minority health
representatives in California, Utah, and Wyoming scheduled
interviews with Native Americans to discuss unique concerns
related to Native American health care.

e Interviews Regarding State Legislation. The minority health
representatives arranged for interviews with state legislators in
Arkansas, Delaware, Ohio, Puerto Rico, South Carolina, and
Wyoming. In addition, the COSMOS interviewers discussed
relevant legislative issues with representatives from the
minority health entities and health department officials.

In a number of sites (especially in Puerto Rico), the minority health entities set up
interviews with groups of heaith department officials or other experts, as well as with
individual key informants.

E. LIMITATIONS OF THE DESIGN AND IMPLEMENTATION PHASES

Several limitations to the research design may have affected the findings of the study.
1. SELECTION OF STUDY SITES

The study could only focus on nine study sites, which limited the amount of data
collected on each site. In addition, site selection was not random. The sample is a
purposive one that meets criteria of interest to OMH, but does not claim to be
representative of all states.

Moreover, the sample consists primarily of states with well-established minority

health entities. Only a few sites were chosen that have no formal minority health office or
have a newly created office of minority health. As a result, it is difficult to determine
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whether efforts to close the gap in health disparities are more likely to occur when
dedicated minority health entities are established. The existing sample does not permit a
comparison between sites with and without an established office of minority health. The
unexpected exclusion of New York also means that the northeastern states are not
included in the study.

2.  SELECTION OF KEY INFORMANTS

While the study team provided each minority health entity with a list of the types of
informants desired for the interviews, each selected and arranged for the interviewees.
Therefore, the interviewees chosen were, for the most part, limited to individuals known
to the minority health entities or with whom the minority health entities had a working
relationship. Several key interviewees are likely to have been overlooked because the
minority health contacts were unable to schedule interviews. In sites with new directors
of minority health, lack of knowledge of other minority health initiatives in the state may
have had an effect on the appropriateness of the selection of interviewees.

3. INCOMPLETENESS OF DATA COLLECTION

In the collection of data and information for this study, project resources limited the
amount of time available to conduct interviews. This had an effect on the amount of
information that realistically could be collected from each state. In addition, the study
concentrated on collecting information related to OMH’s identified 7+4 priority areas,
which may have not been consistent with priorities set by the state or the minority health
entity. Therefore, states may have limited information on their minority health
infrastructure as it relates to the priority areas in this study. On the other hand, states may
have had a greater focus on reducing disparities in areas that currently fall outside of the
OMH 7 +4 priorities (e.g., asthma).

This report therefore does not purport to be a comprehensive description of all
components of each study site’s minority health infrastructure as it relates to the 7+4
priority areas for the four major racial and ethnic minority groups. What it can do is
present the type of components that may be present in a given state, identify a number of
promising approaches, and discuss challenges related to eliminating health disparities.

4. PERCEPTIONS OF KEY INFORMANTS

The study also is limited by the emphasis on the perceptions of key informants.
While each of the key informants was identified by the minority health contact, these
individuals may not have complete knowledge of efforts related to minority health in their
area or state. This limitation became very apparent in instances where key informants had
recently come into their positions and had only limited knowledge of statewide efforts

II-16



surrounding minority health. Study resources allowed for the review of some
documentation (such as mission statements and strategic health plans), and additional
interviews with regional minority health consultants and national experts (including
representatives from the Indian Health Service), but generally the information provided in
this report is based on facts and opinions presented by key informants.

5. LACK OF DATA ON HEALTH DISPARITIES

One of the subtopics listed in the Statement of Work had to do with identifying the
health disparities in the study sites. The health disparity data presented in this report is
based on data that are generally available to the sites. These data are often limited or
even nonexistent, especially for Asian Americans, Pacific Islanders, and Native
Americans. The incompleteness of the health data and its effect on states’ efforts to
eliminate disparities is a major finding of this report. It also is a cross-cutting issue that is
addressed in detail in Section IV.

6. LIMITED INFORMATION ON HEALTH CARE TO NATIVE AMERICANS

Because of the federal recognition of tribes as sovereign entities, and the federal
government’s obligation to provide health services under P.L. 83-568 in 1954, most
health services to Native Americans are provided directly through the Indian Health
Services rather than through state health departments.® Major differences exist between
that agency and state health infrastructures. The impact that these differences have on
efforts to close the gap in health disparities were revealed over the course of the study.
The report therefore includes a separate section on health care to Native Americans.

9Indian Health Service service areas consist of counties on or near federal Indian reservations. Indians
residing in these service areas comprise about 60 percent of all Indians residing in the United States.
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SECTION I

The Minority Health Entities in the Nine Study Sites



III. THE MINORITY HEALTH ENTITIES IN THE NINE STUDY SITES

This section describes the nine study sites in terms of the racial and ethnic
composition of their population and known health disparities. Next, it provides
information on the type of minority health entities, and their missions, functions,
resources, history, organizational placement within the state infrastructure, and links to the
minority community.

A. RACIAL AND ETHNIC CHARACTERISTICS OF THE POPULATION IN
THE NINE STUDY SITES

The nine sites were selected in part so that they would reflect a range in the types
and relative numbers of the minority populations within a state or territory. Exhibit III-1
presents the racial and ethnic distribution of the population in the eight states that
participated in this study (based on 1998 population estimates by the Bureau of Census).!
The exhibit does not include data breakouts for Puerto Rico by race or ethnicity because
the majority of the island’s population is Hispanic.

While percentages provide information on the relative number of minorities in a
state, they do not provide a full picture. For instance, approximately the same percentage
of Arkansas and Wyoming residents are Asian or Pacific Islanders (respectively, 0.7 and
0.8%). Yet an estimated 18,529 Asians live in Arkansas versus 4,023 in Wyoming. An
estimated 6.8 percent of Utah residents and an estimated 6.0 percent of Wyoming
residents are Hispanic. However, the Hispanic residents in Utah number 142,479 while
the Hispanic residents in Wyoming number 28,870. The exhibit therefore presents both
the numbers and the percentages of the estimated racial and ethnic distribution of the
population in the eight states covered by the study.

Below is a brief overview of the differences in the population for each of the study
states based on the data in Exhibit III-1:

® Blacks. Of the study states, South Carolina has the largest
Black population relative to the population of the state (30%).
However, California and Florida have two of the greatest

1Hispanics who are not White are double-counted in this table. For example, an individual who is Black and
Hispanic will be reported in both categories. This double-counting, along with rounding of percentages,
results in percentages that do not equal 100 percent.
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Exhibit III-1

POPULATION ESTIMATES FOR SELECTED STUDY SITES

BY RACE AND ETHNICITY, 1998

White (Not Hispanic) Biack Asian/Pacific Islander Native American Hispanic (All Races)®

Est. Pop. % of Total Est. Pop % of Total Est. Pop. % of Total Est. Pop. % of Total | Est. Pop. % of Total Total
Arkansas 2,054,564 80.9 407,618 16.1 18,529 0.7 13,712 0.5 49,473 1.9 2,538,303
California 16,511,020 50.5 2,455,570 7.5 3,937,722 12.1 308,571 0.9 10,112,986 31.0 32,666,550
Delaware 559,535 75.2 144,380 19.4 15,247 2.1 2,391 0.3 25,736 3.5 743,603
Florida 10,238,755 68.6 2,267,753 15.2 271,305 1.8 58,070 0.4 2,243,441 15.0 - 14,915,980
Ohio 9,609,951 85.7 1,289,760 11.5 128,639 1.1 22,939 0.2 179,054 1.6 11,209,493
South Carolina 2,603,304 67.9 1,147,239 29.9 34,355 0.9 9,291 0.2 49,817 1.3 3,835,962
Utah 1,866,289 88.9 18,677 0.9 53,479 25 29,544 14 142,479 6.8 2,099,758
Wyoming 435,427 90.5 4,082 0.8 4,023 0.8 10,608 2.2 28,870 6.0 480,907
United States 195,439,503 72.3 34,430,569 12.7 10,507,280 39 2,359,946 0.9 30,250,264 11.2 270,298,524

Source: Population Estimates, Population Division, U.S. Bureau of the Census (ST-98-30), Population Estimates for States by Race and Hispanic Origin: July 1, 1998

Tables re-numbered effective October 6, 1999.
*Hispanics who are not White are double-counted in this table. For example, an individual who is Black and Hispanic will be reported in both the Black and the Hispanic
categories. This double-counting, along with rounding of percentages, results in percentages that do not equal 100 percent.




Black populations in the nation. In Utah and Wyoming, Black
residents make up less than one percent of the state’s
population.

® Hispanics. Excluding Puerto Rico, the study site with the
highest percentage of Hispanics was California (31%). The
percentage of Hispanics in Florida (15%) also is higher than
the national average. Among the study states, Arkansas,
Ohio, and South Carolina have Hispanic populations that make
up less than 2 percent of the total state population. However,
Ohio does have nearly 180,000 Hispanic residents.

® Asian Americans and Pacific Islanders. According to
population estimates in 1998, of the nine sites participating in
the study, California had the largest percentage (12 %) and the
largest numbers of Asian Americans and Pacific Islanders. In
three states (Arkansas, South Carolina, and Wyoming), the
percentage of the population that is Asian American or Pacific
Islander is less than one percent.

® Native Americans. California had the largest population of
Native Americans (308,571) among the study sites, even
though only 0.9 percent of the state’s population is Native
American. Utah and Wyoming have Native American
populations above the national average at 1.4 and 2.2 percent,
respectively.

e Whites. Nationwide, the percentage of Whites (excluding
those of Hispanic origin) in 1998 was 72 percent. Two of the
states in the study had lower percentages of Whites than the
nation as a whole (and therefore higher percentages of
minorities): California, and South Carolina.

B. MAJOR HEALTH DISPARITIES IN THE STUDY SITES

States vary in the extent to which they report health data by race and ethnicity in
state documents. Two of the states in this study (Arkansas and Florida) distinguish only
between Whites and non-Whites. Aside from Puerto Rico, AADR breakouts for
Hispanics are provided by only three study sites (California, Utah, and Wyoming). Two
states (California and Utah) provide health data for Asian Americans/Pacific Islanders;
two states (Utah and Wyoming) provide health data for Native Americans. Exhibit III-2
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Exhibit ITI-2

THE AVAILABILITY OF MAJOR
AADR BREAKOUTS BY RACIAL AND ETHNIC GROUPS
IN EACH OF THE STUDY SITES

>
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Study Sites Year 3 = Q Y 8 2a
Arkansas 1997 v v
California 1997 v v v
Delaware 1992-1996 v v
Florida 1997 Ve v
Ohio 1996 v v
Puerto Rico® 1997
South Carolina 1996 v v
Utah 1993-1997 v v v v e
Wyoming® 1993-1997 v v/ v

?Puerto Rico does not report data by race or ethnicity since race is often difficult to
determine. Most of the island is considered of Hispanic ethnicity.

®Data for Wyoming’s racial and ethnic groups are limited to only a few priority areas
(heart disease, suicide, and homicide); for the rest of the disease conditions, the state
only provides data for the entire population.

shows which states routinely report AADRs for each of the major racial and ethnic

groups. The exhibit also shows the most recent years for which these data are available.
For those states that provide only Non-White data, it is possible to obtain data for Blacks,
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Whites, and “others” from the national CDC WONDER database.? However, the
WONDER database does not provide state-by-state breakouts for Asian Americans/Pacific
Islanders, Native Americans, and Hispanics.

Exhibit III-3 presents data as ratios between Whites and Blacks in the eight study
states for each of the OMH priority health areas. The exhibit clearly shows that at the
state, as well as the national level, disparities exist between Whites and Blacks in all health
conditions but suicide. (An exception is Wyoming, for which aggregate data from 1993
through 1997 show that the Black suicide rate is higher than that of Whites.) Very high
disparity rates exist at the state level for homicide, HIV infection, infant mortality, and
diabetes. Within these health conditions, currently available data show considerable
ranges in the level of the disparity. Below are the highest disparities between Whites and
Blacks in the nine study sites:

® HIV Infection. The greatest health disparity for any health
condition is the Black-White disparity in HIV infection in
Delaware. In 1997, Blacks in Delaware were 20 times more
likely than Whites to die of HIV infection. Other states with
high Black-White disparity ratios (greater than 5.0 indicating
that Blacks are more than five times as likely to die of HIV
infection) are: Florida, Ohio, South Carolina, and Utah.

* Homicide. The greatest disparities in the AADR ratio
between Blacks and Whites for homicide and legal intervention
are reported for Arkansas, Ohio, and Utah. The respective
disparity ratios are 9.95, 6.23, and 5.57.

® Diabetes. The disparity ratios in Wyoming and Utah were
5.27 and 3.33. In all other states, Blacks were more than
twice as likely to die from diabetes as Whites.

* Infant Mortality. In six of the eight states (Arkansas,
California, Delaware, Florida, Ohio, and South Carolina), the
mortality rate is at least twice as high for Black infants as for
White infants.

2CDC WONDER is a data system that provides access to a wide variety of CDC reports, guidelines, and
numeric public health data. CDC WONDER furthers CDC’s mission of health promotion and disease prevention
by speeding and simplifying access to public health information for state and local health departments, the Public
Health Service, the academic public health community, and the public at large. For this report, CDC
WONDER was accessed through its web site at http://wonder.cdc.gov.

III-5


http:http://wonder.cdc.gov

9-111

DISPARITY RATIOS GREATER THAN 1.0

Exhibit ITI-3

BETWEEN BLACKS AND WHITES IN THE EIGHT STUDY STATES

FOR THE OMH PRIORITY HEALTH AREAS

Chronic
Liver Accidents
Cardio- Disease Homicide and
vascular Infant and HIV and Legal Adverse
Cancer Diabetes Disease Mortality Cirrhosis Infection Intervention Suicide Effects

Arkansas 1.41 29 1.41 : 1.46 4.88 5.57 - 1.17
California 1.33 2.38 1.59 2.53 - 3.34 4.01 - 1.13
Delaware 1.38 2.2 1.21 2.54 1.05 20.13 4.41 - -
Florida 1.23 2.84 1.44 - - 7.72 4.15 - 1.1
Ohio 1.28 2.22 1.36 2.57 1.62 5.67 9.95 - 1.04
South Carolina 1.39 3.33 143 2.01 1.49 9.59 2.92 - 1.36
Utah 1.7 2.18 1.29 1.81 1.77 6.94 6.23 - -
Wyoming 1.03 5.27 - - - 4.58 241 1.42 -
United States 1.34 2.4 1.48 2.31 1.26 5.75 6.24 0.57 1.23

®The infant mortality data in Arkansas are available only for “non-Whites.”



Note that the exhibit uses the International Classification of Disease (9th edition)
category homicide and legal intervention to present data on homicide; the category
accidents and adverse effects presents unintentional injuries.

Exhibit III-4 presents health disparity ratios for Hispanics, Asians, and Native
Americans for those states that report for these minority groups. Puerto Rico, California,
Utah and Wyoming present health data on Hispanics. However, for Utah and Wyoming,
health data are not available for all conditions. Although no disparities were reported for
Asian Americans at the national level, disparities are reported in two of the study
sites—California and Utah. Only Utah and Wyoming report data, albeit limited, on the
health status of Native Americans.

Efforts at comparisons between study sites are complicated by differences in the
types of data reported by CDC, by study sites, and by the differences in reporting year.
Four states report data for 1997; two states report data for 1996. Utah and Wyoming
present aggregate data for 1993-1997, and Delaware presents aggregate data for 1992-
1996.

The lack of state data on certain racial and ethnic minority populations has a number
of infrastructure implications. First, if a state fails to collect data on its minority
populations’ health conditions, there is no accurate way to determine public health
priorities for those populations. Second, without collection of health information on
minority groups, states and territories have difficulty determining how successful their
efforts to eliminate health disparities have been. The impact of these data limitations on
states’ efforts to eliminate health disparities is one of the crosscutting issues discussed in
Section 1V of this report.

C. DESCRIPTION OF THE MINORITY HEALTH ENTITIES IN THE STUDY
SITES

The minority health entities in the nine study sites are described below. The
description starts with an overview of the type of minority health entities (i.e., established
office of minority health or minority health contact person), their establishment, and
history. Next, it discusses resources (in terms of funding and staff), and the
organizational placement of the minority health entity in the state. The section concludes
with an examination of missions of the established offices of minority health, their key
functions, and methods of measuring effectiveness.
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Exhibit III-4

DISPARITY RATIOS GREATER THAN 1.0

AMONG HISPANICS, ASIANS AND NATIVE AMERICANS, AND WHITES

IN STUDY SITES FOR WHICH THESE DATA ARE AVAILABLE

Disparity Ratios Greater than 1.0 between Hispanics and Whites

Chronic
Liver Accidents

Study Sites That Cardio- Disease Homicide and

Report Data on vascular Infant and HIV and Legal Adverse

Hispanics Cancer Diabetes Disease Mortality Cirrhosis Infection  Intervention  Suicide Effects
Puerto Rico? - 3.31 - 1.7 2.71 - 4.8 - 1.21
California - 2.02 - - 1.25 - 3.17 - -
Utah - 1.26 - 1.14 - - 4.35 - -
Wyoming NR NR NR - - - 2.19 - -
(Continued on next page)

2puerto Rico compares Island data with data on U.S. Whites.
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Exhibit III-4 (Continued)

Disparity Ratios Greater than 1.0 Between Asian Americans and Whites

Chronic
Liver Accidents
Study Sites That Cardio- Disease Homicide and
Report Data on . vascular Infant and HIV and Legal Adverse
Asian Amerians Cancer Diabetes Disease Mortality Cirrhosis Infection Intervention Suicide Effects
California - 1.1 - NR NR NR 1.24 - -
Utah - 1.48 - 1.08 - - NR - -
Disparity Ratios Greater than 1.0 Between Native Americans and Whites
Chronic
Study Sites That Liver Accidents
Report Data on Cardio- Disease Homicide and
Native vascular Infant and HIV and Legal Adverse
Americans Cancer Diabetes Disease Mortality Cirrhosis Infection Intervention  Suicide Effects
Utah 1.03 - - 1.47 6.08 - - - -
Wyoming NR NR 1.62 NR NR NR 6.67 1.53 NR




1. TYPE OF MINORITY HEALTH ENTITY

Seven states covered by the study (Arkansas, California, Delaware, Florida, Ohio,
South Carolina, and Utah) have an established state office of minority health. In addition
to conducting in-state activities designed to reduce health disparities, these offices also
serve as the main contact point between the state and the national OMH. In Puerto Rico
and Wyoming, on the other hand, a minority health contact person (rather than a state
organizational entity) serves as the liaison between the health department and the national
OMH. Exhibit III-5 lists the nine minority health entities by site and by type.

The designation of the established offices of minority health varies. Arkansas,
Delaware, and South Carolina have an Office of Minority Health. In Utah, there is an
Office of Ethnic Health, while California has an Office of Multicultural Health. Ohio has
a Commission on Minority Health. In Florida, the functions of the office of minority
health are subsumed under the functions of the Health Department’s Office of Equal
Opportunity and Minority Affairs.

2. AUTHORITY ESTABLISHING THE MINORITY HEALTH ENTITIES

Of the minority health entities covered by the study, Ohio was the first to establish
one (in 1987). The most recent one is the Florida minority health entity, established in
1998. Six of the nine minority health entities were established by administrative action of
the state’s health officer, and three were established by legislation.

® Minority Health Entities Established by the State Health
Department. Six minority health entities were established by
administrative action of the state health officer: Utah, 1989;
South Carolina, 1990; Arkansas, 1991; Wyoming, 1996;
Puerto Rico, 1997; and Florida, 1998.

® Minority Health Entities Created by the State’s Legislative
Body. The Ohio Commission of Minority Health was
established by legislative statute in 1987; the Delaware Office
of Minority Health and California’s Office of Multicultural
Health were established by Executive Orders of the Governor,
in 1991 and 1993 respectively.

II1-10



Exhibit I1I-5

MINORITY HEALTH ENTITIES IN THE NINE STUDY SITES

Established Organizational Entities Responsible
for Addressing Health
Disparities in Minorities
Organizational Units Minority Health Contact
Within the State State Entities Outside Persons Within the
Health Department  the Health Department Health Department
Arkansas v '
California v
Delaware e
Florida v
Ohio v
Puerto Rico v
South Carolina v
Utah e
Wyoming v

3. HISTORY OF THE MINORITY HEALTH ENTITIES
a. The Established Offices of Minority Health

The establishment of most of the minority offices of minority health followed a
similar pattern: 1) recognition of health disparities by state officials; 2) the establishment
of a task force to determine an appropriate response; and 3) the establishment of the
minority health entity either by the legislature or by the health department. Exhibit I1I-6
provides an overview of the establishment of the offices of minority health. It identifies
precursors (e.g., task forces) to the offices, and the legislative authority establishing the
office. In addition, key informants reported that minority communities contributed to the
establishment of the offices of minority health by advocating for minority health offices
within their states. Often, the minority groups were motivated by observed minority
health disparities in their neighborhoods and cities. Community organizations and
residents from racial and ethnic minority groups contributed their personal stories,
support, and voting power behind initiatives to create state programs to address minority
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Exhibit III-6

HISTORY OF THE DEDICATED OFFICES OF MINORITY HEALTH

Minority Health Entity
(Year Established)

Pre-cursors to the establishment of the Minority
Health Entity

Establishment of the Minority Health Entity

The Ohio Commission on Minority Health (1987)

The Arkansas Minority Health Commission and the
Arkansas Office of Minority Health (1991)

The California Office of Muliticultural Health (1993)

The South Carolina Office of Minority Health (1990)

In 1985, a Governor's’ Task Force on Minority Health
was established by Executive Order to examine
health disparities in Ohio. A major impetus was
the 1985 federal Report of the Secretary’s Task
Force on Black and Minority Health.

Dr. Jocelyn Eiders, then director of the Arkansas
Department of Health (later Surgeon General of
the United States), identified health disparities
between Blacks and Whites in Arkansas as a
major health concern.

In 1991, a Mulit-Ethnic Health Promotion Conference
recommended that an office of minority affairs be
created within the Health and Welfare Agency of
the Department of Health.

In 1989, the Commissioner of the Department of
Health and Environmental Control set up a task
force to examine the need for a minority health
entity. Increasingly, health department staff and
leaders of the minority community were
expressing concern about health disparities. In
1988, the Columbia Urban League in its annual
assessment of the State of Black South
Carolinians had urged the establishment of a state
office of Black and minority health.

In 1987, the Ohio Commission on Minority Health
was created as a separate state agency by the
legislature in July 1987. The bill was introduced
by the chair of the Governor's Task Force. (Also,
in 1987, the Ohio Department of Health
established an Office on Minority Affairs; however,
this office was abolished by the Director of Health
in 1996.)

In 1991, the Minority Health Commission was
established by the legislation as a separate state
agency. That same year, Dr. Elders established
the Office of Minority Health within the Health
Department. The two minority health entities work
collaboratively to address the health needs of
minorities in Arkansas.

In 1993, the Office of Multicultural Health was
created by the Governor and placed in the
Department of Health.

In 1990, the Office of Minority Health was
established administratively by the Commissioner
of the South Carolina Department of Health and
Environmental Control.

(Continued on next page)
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Exhibit ITI-6 (Continued)

Minority Health Entity Pre-cursors to the establishment of the Minority
(Year Established) Health Entity Establishment of the Minority Health Entity
The Delaware Office of Minority Health (first, 1991; In the early 1990s the then governor was concerned  In 1991, the Office of Minority Health was created by
re-established, 1997) about health disparities in Delaware, particularly Executive Order of the Governor. In 1994, the

as they related to infant mortality. functions of the Office were delegated by a newly
established Governor's Advisory Council on
Minority Health. In 1997, the Office was
re-established by administrative fiat of the
Secretary of the Department of Health and Social
Services.

The Utah Office of Ethnic Health (1994) As early as 1983, a Utah policy document reported In 1994, the Office of Ethnic Health was created by
on health disparities in Utah's minority the Health Department to oversee the Ethnic
populations. In response, the state created an Health Improvement Project and the Ethnic Health
Ethnic Health Improvement Project. In 1987, its Committee.

Steering Committee was renamed the Ethnic
Health Committee. It became a permanent part of
the Department of Heaith through an act of the
Executive Director, and was renamed.

The Florida Office of Minority Health (1998) In 1993, Florida's Minority Health Improvement Act In 1998, the Office of Minority Health was created in
authorized a two-year time-limited Minority Health a newly established Office of Equal Opportunity
Commission. The Commission was sunsetted in and Minority Affairs.

1995. In the ensuing years, the Department of
Health made several requests for an office of
minority health.




health. For instance, in South Carolina, the Columbia Urban League was a strong
supporter of the establishment of the Office of Minority Health.

The Ohio Commission on Minority Health. In 1985, in response to the national
Report of the Secretary’s Task Force on Black and Minority Health, Governor Richard
Celeste issued Executive Order 85-69 on December 17, 1985, to form a Governor’s Task
Force on Minority Health. The task force was charged with examining the conditions that
contributed to gaps in health care services among Ohio’s minority communities and to
recommend ways in which those gaps could be closed. To obtain more specific data, the
task force formed the following six subcommittees: Health Promotion, Legislation, Health
Care Finance, Hispanic Concerns, Native American Concerns, and Data. The Governor
publicly released the Task Force report on April 4, 1987. Shortly afterwards, State
Representative Ray Miller, who had chaired the task force, introduced a bill to create a
separate state agency to focus on minority health issues. Ohio’s minority communities lent
a great deal of support to the legislation. In July 1987, Amended House Substitute Bill
171 created the Ohio Commission on Minority Health.?

At approximately the same time that the Commission on Minority Health was
created, the Ohio Department of Health established an Office on Minority Affairs
responsible for employment opportunity concerns as well as minority health. However,
the Office was abolished in 1996 by the Director of Health.

The Ohio Commission on Minority Health is a free-standing commission that exists
outside the Ohio Department of Health, and is funded directly from the Ohio state
legislature. It consists of eighteen members. The Governor appoints nine of the members
who have backgrounds as health researchers, health planners, and health professionals.
The Speaker of the Ohio House of Representatives and the President of the Ohio Senate
each appoint two Commission members, one from each political party. The remaining
commissioners are the Directors of Health, Mental Health, Mental Retardation and
Developmental Disabilities, and Human Services, along with the Superintendent of Public
Instruction.® The Commission does not seek to duplicate the efforts of the Ohio
Department of Health; rather, it complements it by providing information and grants to
community agencies that can impact minority health.

3Several individuals commented on the importance of having legislators involved in the entire process, from
the Task Force formation through the passage of the bill. The involved legislators were able to anticipate
problems with the creation of the commission and were able to take steps to overcome these barriers. Of
particular importance was the bipartisan nature of the legislation, and the stipulation that two members of
each political party would sit on the commission.

Ohio House of Representatives, Amended Substitute House Bill 171, Language Creating Commission on
Minority Health, 1987.
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The Arkansas Office of Minority Health. The Arkansas Office of Minority Health
was established in 1991 by Dr. Jocelyn Elders, then director of the Arkansas Department
of Health, to serve as a link between the health department and an independent Minority
Health Commission that had been established earlier that year by the Arkansas legislature.
Until 1995, the current director of the Office of Minority Health worked part-time for the
Office of Minority Health, and served as part-time staff to the Commission from 1993 to
1995.

Both the Arkansas Office of Minority Health and the Minority Health Commission
are in existence today. The Office of Minority Health (located within the health
department) serves as the official link with the federal OMH.

The California Office of Multicultural Health. In 1991, a Multi-Ethnic Health
Promotion Conference played a central role in the development of a multi-ethnic health
promotion agenda, by recommending a major policy change to create an office of
minority health. The conference recommended that an Office of Minority Health Affairs
be created within the state government, either within the Health and Welfare Agency or
the Department of Health Services, to act as or coordinate the activities of an existing
agency acting as a central clearinghouse for health-related information and interventions
specific to California’s multicultural communities; coordinate the activities of multiple state
programs; provide technical assistance to communities on program planning,
implementation, and evaluation; monitor the progress of state agencies and programs
whose activities have an impact on the health of California’s ethnic populations; and
advocate for necessary resources to address emerging problems.

In August 1993, the Office of Multicultural Health was created by Executive Order
W-58-93 by Governor Pete Wilson to serve as the focal point within the Department of
Health Services for improved planning and coordination of activities and programs related
to racial and ethnic populations in California. In June 1994, the Office was elevated and
relocated to the Office of the Director, California Department of Health Services.

The Delaware Office of Minority Health. The Delaware Office of Minority Health
was created in 1991 by executive order of the governor. It was re-established by
administrative fiat by the Secretary of the Department of Health and Social Services in
1997. The first two directors of the Office of Minority Health faced a number of
difficulties, including lack of clarity about the role of the Office within the public health
infrastructure. When the second director left the position, the administration decided not
to fill it, and the office became dormant. From 1994 to mid-1998, minority health
concerns were the responsibility of a Governor’s Advisory Council on Minority Health
created on May 17, 1994, by Governor Thomas R. Carper through Executive Order 20.
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In 1997, when the Office of Minority Health was re-established, the Division of
Public Health recruited a new director. The director’s role is to serve as a link between
the Division of Public Health and the community, and implement recommendations made
by the Task Force.

The South Carolina Office of Minority Health. The Office was established
administratively in 1990 by then DHEC commissioner Michael Gareth. Prior to creating
the office, in 1989, he set up a task force to study the need for such an entity. Among
the community groups pushing for the establishment of the minority health entity was the
Urban League. A September 12, 1990, article in The State newspaper describes the
newly established OMH, and refers to the role of the Urban League: “Two years ago in
its annual assessment of the state of black South Carolinians, the Columbia Urban League
urged establishment of a state office of black and minority health.”

The current director of the OMH staffed that initial task force, and was then
appointed as the Director of the Office of Minority Health. A Minority Health Advisory
Council established by the Commissioner was discontinued following his death a few
years later.

The Utah Office of Ethnic Health. The origin of the current Office of Ethnic
Health can be found in a policy document written in 1983 that demonstrated that health
disparities between Utah’s minority and non-minority populations were greater than
previously thought. In response to these findings, the state created the Ethnic Health
Improvement Project. Its steering committee was made a permanent part of the Utah
Department of Health through an act of the Executive Director in 1987, and renamed the
Ethnic Health Committee.

In 1994, the Utah Department of Health created the Office of Ethnic Health to
oversee both the Ethnic Health Improvement Project and the Ethnic Health Committee.
Later that year, an Ethnic Health Workforce Program was created to include ethnic and
racial minorities in health care decisionmaking. This Workforce Program was placed
under the supervision of the Office of Ethnic Health, as well.

The Florida Office of Equal Opportunity and Minority Affairs. In 1993, Florida’s
Minority Health Improvement Act authorized a two-year time-limited Minority Health
Commission.’ The charge of the Commission was to provide recommendations to the
Governor and the legislature regarding the health status of Florida’s minorities; increasing
access to health care; increasing minority participation in the health professions industry;
and establishing a center or an Office of Minority Health. The Commission faced
legislative sunset in 1995.

3Florida Commission on Minority Health, Report to the Governor, December 19, 1994,

III-16



In March 1998, the Department of Family Health Services, Florida Department of
Health (DOH), prepared the 1999-00 Legislative Budget Request, Preliminary Issue Form
to establish a Minority Health Office. This request was turned down by the Florida
legislature. On May 27, 1998, a group of ten senior persons from DOH met to propose
the development of an Office of Minority Health to be located within DOH. Effective
November 12, 1998, a new office was created in the Office of the Secretary called the
Office of Equal Opportunity and Minority Affairs (the OEO component was formerly in
the Bureau of Human Resource Management).

b. Sites with Minority Health Contact Persons

Puerto Rico. The functions of the minority health coordinator flow in part from a
Memorandum of Agreement between the Puerto Rico Department of Health and its Office
of Federal Affairs, the Puerto Rico Association of Primary Health Care Centers, the
Puerto Rico Academy of Medical Directors, Inc., and the Health Resources and Services
Administration. The emphasis of the cooperative agreement is on the implementation of
community-based health care systems, and on the development of health care services,
particularly in medically underserved areas. As a result of the site visit, Puerto Rico is
considering the possibility of establishing an office of minority health.

Wyoming. A Minority Health Coordinator was appointed in January 1996 by the
Department Director. A Minority Health Committee was organized by the coordinator in
April 1996. This committee consists of 17 members from different ethnic backgrounds
who work with public and private agencies dealing with minorities and underserved
populations across the state. Prior to that date, the department did not have an
organizational entity that focused on minority health.

4. FUNDING

There are major differences in funding sources and amounts of funding available to
the seven established offices of minority health, and to the two minority health contact
persons.

a. Funding for Established Offices of Minority Health

The seven established offices that participated in this study receive most of their
funding from the state (six entities receive funding from the health department, while Ohio
is funded directly by the state legislature). OMH is generally not a source of funding to
state minority health entities. However, in 1998 six of the seven established offices of
minority health applied for and received state partnership grants (for approximately
$25,000 to $30,000), and four of the sites were awarded Minority HIV/AIDS
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Demonstration Grants. In addition, several directors reported receiving funds from local
businesses to assist with health promotion activities such as health fairs.

Below is a discussion of the major sources of funding for the seven established
offices of minority health that participated in the study: funding from the state legislature,
state health departments, and OMH:

Funding from the State Legislature. The Ohio Commission on Minority Health is
funded by the state legislature. Funding (more than $1,888,000 in FY 1999) allows the
Commission to award grants to community minority health programs.

Funding from State Health Departments. Arkansas, California, Delaware, Florida,
South Carolina, and Utah are funded through the state health departments. As discussed
below, in several states, some funding is discretionary, and not all directors have direct
authority over their allocated budgets. In other states, funding is shared with other
offices:

¢ In California, discretionary funds cover the equivalent of one
full-time person plus fringe benefits and some travel. Other
funding comes from a yearly grant from the Public Health
Prevention Block Grant. The director of the California Office
of Multicultural Health has no budgetary authority.

¢ In Utah, the Office of Ethnic Health shares its budget of
approximately $105,000 per year with the Office of Human
Resource Management.

* The Delaware Office of Minority Health has a yearly budget
of $50,000. The director has no budgetary authority.

¢ In Florida, at the time of the spring 1999 site visit, there was
as yet no budget for minority health programs or activities in
the Office of Equal Opportunity and Minority Affairs.
However, following the 1999 appropriation, the Office was
altocated $1 million to develop and implement tobacco
prevention programs in minority communities in Florida’s 67
counties.

¢ The South Carolina Office of Minority Health receives its

funding for minority health activities from the South Carolina
Department of Health and Environmental Control. The budget
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of the Office of Minority Health includes the Office of Migrant
Health, which is funded by HRSA.

The OMH State Partnership Grant Program. In 1998, OMH awarded
noncompetitive grants to state Offices of Minority Health to help them increase their
capacity to address health disparities. All established offices of minority health were
eligible to apply. Of the seven established offices of minority health covered by this
study, only the Delaware Office of Minority Health did not apply. (Its newly appointed
director was not aware of the grant.)

The OMH State and Territorial Minority HIV/AIDS Demonstration Grant
Program. At the time of the site visits, sites were applying for funding from OMH’s
State and Territorial Minority HIV/AIDS Demonstration Grant Program—made possible
through the minority HIV/AIDS program brought about through the aforementioned
efforts of the Congressional Black Caucus, the Congressional Hispanic Caucus, the
Clinton administration, and the DHHS. The purposes of these grants (in addition to the
establishment of a project advisory committee) are: 1) assist in identifying needs for
HIV/AIDS prevention and services among minority populations by collecting, analyzing,
or tracking surveillance data as well as data on HIV services; 2) facilitate linking minority
community-based organizations with other state and local recipients of federal funds for
HIV/AIDS to thereby increase capacity to respond to identified needs; and 3) assist in
coordinating federal resources, including sources of technical assistance to minority
community-based organizations. The demonstration is expected to end in September
2002. Four of the nine sites participating in this study were awarded grants (averaging
$150,000 for the first year): Delaware, Florida, Ohio, and South Carolina.

b. Funding for the Minority Health Contact Person

In Wyoming, there is no official funding for the position of the minority health
coordinator even though the coordinator has three additional titles: chronic disease section
manager, state diabetes program coordinator, and women’s health coordinator. She
reports spending approximately 25 percent of her time on minority health issues.
However, during the past two years, the minority health coordinator applied for and
received two small grants from the Regional Office of Minority Health in Denver, Region
VIIL. (This was the only site that reported receiving funds from a regional office of
minority health.) The Puerto Rico Coordinator for Primary Care and Minority Health is
located in the Office of Federal Affairs in Puerto Rico, and funding is provided through
HRSA.
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5. STAFF

In the seven established offices of minority health studied, the number of staff range
from one person in Delaware and Florida to eight in Ohio. However, these numbers do
not tell the full picture, as some offices share staff, and others have access to support staff
or are able to recruit interns. For instance, in Delaware, the director of the Office of
Minority Health has no staff but has access to support staff from the Division Director.

Staff of the South Carolina Office of Minority Health includes five staff persons of
the Office of Migrant Health. In California, the above-mentioned health department
discretionary funds cover the equivalent of one full-time staff member (the director) plus
fringe benefits and some travel. Monies from the Public Health Prevention Block Grant
fund two additional staff and two clerical staff persons; technically, however, these
positions are not within the Office of Multicultural Health. Arkansas extends its three-
person staff by using $10,000 from its yearly allocation to provide stipends to two
graduate social work student interns. A number of key informants indicated that
insufficient staffing is a major problem for the minority health entities.

Staff turnover, particularly in the director’s position, is a problem for a number of
entities. Of the seven state offices of minority health, two experienced recent (within the
last two years) turnover at the director’s level (California and Utah). In two states,
Delaware and Florida, the directors of the offices of minority health have been in their
position for less than a year (in Delaware, because the office had been unstaffed for a
number of years, and in Florida, because the office was newly established).

6. ORGANIZATIONAL PLACEMENT

As discussed below, most of the minority health entities in the nine study sites are
located within the heaith department. Only the Ohio commission is an independent state
agency. Closely related to the issue of the organizational placement of the minority health
entity is the extent to which the minority health director or contact person has access to
state policymakers and other key decisionmakers within and outside the state health
department.

a. Location of the Minority Health Entity in the State Structure

The two minority health contact persons covered by this study are located within the
Office of Federal Affairs of the Puerto Rico Department of Health and the Wyoming
Division of Public Health. Six of the seven established state offices of minority health are
located within their state health departments in various offices and divisions: 1) offices of
the director or secretary of health—California, Delaware, and Florida; 2) divisions of
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planning and policy development—Arkansas and South Carolina; and 3) the office of
human resource development—Utah.

Key informants report that the Ohio Commission on Minority Health, which has
been located outside the health department (as well as its budgetary independence)
facilitates access to state agencies other than the department of health.

b. Position of the Minority Health Directors and Contact Person in Relation
to Key Decisionmakers

Key informants in other states report that it can be difficult for directors of offices of
minority health to access state decisionmakers outside the health department. Moreover,
the extent to which they have contact with health department decisionmakers varies. This
appears to be a function of: 1) location of their office within the state structure; and
2) their state-assigned functions.

o Established Offices of Minority Health. Of the six offices of
minority health located in health departments, three directors
report directly to the executive director or secretary of health
(California, Delaware, and Florida). The director of the
Delaware Office of Minority Health attends meetings of the
secretary’s executive staff (participants include division
directors and section chiefs). The directors of the remaining
minority health entities report to an intermediary. The director
of the Arkansas Office of Minority Health reports to the
Deputy Director of Planning and Policy Development.
Although the Utah Ethnic Health Coordinator does not report
directly to the Executive Director of Health, she does serve as
the liaison between Utah’s Ethnic Health Committee and the
Executive Director. The South Carolina Office of Minority
Health Director reports to the Assistant Commissioner.
However, she participates in executive meetings between
departments, where she is the voice for minority health
concerns.

® The Minority Health Contact Persons. In Puerto Rico, the
director of the Office of Federal Affairs is the official minority
health contact person and reports to the Undersecretary of
Health. In Wyoming, the minority health contact person
reports to the Administrator of the Division of Public Health.
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7. MISSION STATEMENTS

Although the wording of the mission statements of the established offices of minority
health differs, common goals include ensuring that minorities get needed health care, that
this health care is provided in culturally appropriate ways, and that factors which lead to
disparities are eliminated.

Exhibit I11-7 presents the goals of six of the seven offices of minority health as stated
in their mission statements. (The Delaware Office of Minority Health had not yet
formulated its mission statement at the time of the site visit.) The California and Florida
mission statements specifically refer to reducing gaps in health status and eliminating
health disparities. The Utah statement specifies improving the health of racial and ethnic
minorities. All mission statements identify one or more methods to reach their ultimate
outcome—eliminating disparities. These methods are summarized below:

¢ Increasing State Capacity to Address the Health Needs of
Racial and Ethnic Minorities. California specifies the goal of
increasing the capacity of the health department, health care
providers, and ethnic and racial communities through training,
technical assistance, and strategic planning; and the
development and dissemination of information strategies and
resources. One of three goals of the Utah Office of Ethnic
Health is to “affect the legislative process so that decisions are
made and resources allocated with an awareness of Utah’s
ethnic populations.” Florida specifies the development of new
and existing partnerships. The mission of the South Carolina
Office of Minority Health is to provide leadership by
promoting, advocating, and assuring efforts to improve the
health status of minority populations.

® Ensuring That Health Services Are Accessible, and
Linguistically and Culturally Appropriate. The Arkansas mission
statement states that the goal of the Office of Minority Health is to
ensure that “health services are appropriate, accessible, and
sensitive to the needs of the minority population.” One of Utah’s
goals is to “stimulate the development of mechanisms for bridging
cultural and linguistic language barriers” to health care. Florida
aims to develop strategies to increase the participation of
minorities in health care professions.

H1-22



Exhibit I11-7

GOALS OF THE STATE OFFICES OF MINORITY HEALTH,
AS STATED IN THEIR MISSION STATEMENTS?

Office of Minority Health

Goals

Arkansas Office of Minority
Health

California Office of Multicultural
Health

Delaware Office of Minority
Health

Florida Office of Equal
Opportunity and Minority
Affairs

Ohio Commission of Minority
Health

South Carolina Office of Minority
Health

Utah Office of Ethnic Health

To assist in assuring that health services are appropriate,
accessible, and sensitive to the needs of the minority population.

To increase the capacity of the [Health] Department, health care
providers, and ethnic and racial communities to reduce gaps in
health status among, and improve the quality of life, of California’s
diverse populations.

(No mission statement at the time of the site visit)

To eliminate disparities in minority health and to address the unmet
needs of specialized populations.

To ameliorate the diseases and conditions that cause excess
deaths among economically disadvantaged Blacks, Asians,
Hispanics, and Native Americans.

To ensure the development or modification of policies, programs,
strategies, and initiatives to effectively target and provide services
to minorities.

To eliminate all barriers for ethnic populations of Utah with respect to
health care. The three goals are: 1) to promote the physical and
mental health of ethnic groups in the state of Utah; 2) to stimulate
the development of mechanisms for bridging cultural and
language barriers; and 3) to affect the legislative process so that
decisions are made and resources allocated with an awareness
of Utah’s ethnic populations.

*Excluded are Wyoming and Puerto Rico since they have a minority health liaison but no established office

or commission on minority health.

o Seeking Ways to Ameliorate Health Problems That Are
Prevalent among Racial and Ethnic Minorities. The mission
of the Ohio Commission on Minority Heath is to “ameliorate
the diseases and conditions that cause excess deaths among
economically disadvantaged Blacks, Asians, Hispanics, and
Native Americans.” California’s Office of Multicultural Health
advocates “for policies and practices that increase the

II1-23



effectiveness by the Department of Health Services to diverse
communities.” The Florida mission is to “address the unmet
needs of specialized populations.” The mission of the
Arkansas Minority Health Commission is to “seek ways to
provide education, address, treat, and prevent diseases and
conditions that are prevalent among minority populations.”

8. FUNCTIONS OF THE MINORITY HEALTH ENTITIES

Sections V and VI of this report describe in detail how the nine minority health
entities (and other components of the state minority health infrastructure) address each of
the four cross-cutting issues affecting the health status of minorities, and the seven priority
health areas. Below is an overview of the main functions of the minority health entities
presented within the framework of the ten essential public health services identified earlier
in this report.

a. Essential Public Health Services That Fall Within the Domain of the Minority
Health Entities

Seven essential public health services implemented by the minority health entities
focus on increasing state capacity to enhance health care to minorities:

* Mobilizing Community Partnerships to Identify and Solve
Problems. Most minority health entities either take the lead or
are active participants in government task forces and
community coalitions concerned with minority health. Such
partnerships and work groups ensure the mobilization of all
levels of the community: state officials, tribal representatives,
health department staff, health care providers, representatives
of community agencies, and individuals and families who are
members of racial and ethnic minorities.

o Informing, Educating, and Empowering People about
Issues. This is a key function of all minority health entities
that participated in the study. The state offices of minority
health inform and educate through newsletters, conferences,
public service announcements, media campaigns, and health
fairs. As needed, they arrange to translate materials. In
addition, they serve as a resource to state health divisions and
community-based organizations engaged in health promotion
activities.

11124



e Developing Policies and Plans That Support Individual and
Community Health Efforts. Minority health entities advocate
for policies that improve the effectiveness of their
communities, and serve in an advisory capacity to health
departments and other decisionmakers.

® Monitoring Health Status to Identify Community Health
Problems. Minority health entities collect data from state
offices of vital statistics to determine the health status of
minority populations and to identify disparities. However, the
lack of readily available data from these other state offices
make this task difficult. For a more detailed discussion of data
challenges, please see Section V of this report.

® Ensuring the Availability of a Competent Public Health and
Personal Health Care Workforce. A major role of most
minority health entities is the conduct of cultural competence
and diversity training for the health department. Moreover,
minority health entities engage in a number of outreach,
educational, and cooperative relationships to bring about an
increase in the number of health professionals who belong to
racial and ethnic minorities, and to increase the cultural
competency of all health providers. Section V of this report
contains further details on health professions departments.

* Evaluating Effectiveness, Accessibility, and Quality of
Personal- and Population-Based Services. Several minority
health entities have assessed the health needs of the Hispanic,
Asian, and Native American populations in order to determine
the accessibility and cultural appropriateness of existing
services. A more extensive discussion of this topic can be
found in Section V of this report, which addresses cultural
competence and access to health care.

b. Essential Public Health Services That Are Beyond the Scope of the Missions of
the Minority Health Entities

The following four essential public health services are not provided by minority
health entities as they are beyond the scope of their mission statements:
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® Researching New Insights and Innovative Solutions to
Health Problems. The minority health entities do not
generally have a research function. They do, however, as
mentioned above, conduct needs assessments, and may fund
demonstration programs.

e Linking People to Needed Personal Health Services and
Ensuring the Provision of Health Care When It is Otherwise
Unavailable. The minority health entities work to ensure
access to health care by advising and training health providers
on ways to remove existing linguistic and cultural barriers.
However, none of the minority health entities in this study
directly refer, or otherwise link, individuals to health services.
Indirectly, referrals may occur when the minority health entity
sponsors or participates in a health fair or community forum.

® Diagnosis and Investigation of Health Problems and Health
Hazards in the Community. The minority health entities do
not have administrative authority to conduct clinical or public
health investigations.

® Enforcement of Laws and Regulations That Protect Health
and Ensure Safety. The minority health entities do not have a
regulatory function.

9, PERFORMANCE MEASUREMENT

To reach the end goal of eliminating health disparities, the minority health entities
have a number of explicit or implicit intermediate objectives such as: increasing the
number of linkages with comnmunity organizations, contributing towards greater awareness
of health disparities throughout the health department, and increasing the cultural
competence of health care providers. However, as discussed below, most minority health
entities did not appear to have a formal system for determining whether these objectives
were met. Also, because of the limitations of the available data, they had difficulties
examining trends in racial and ethnic health disparities.

a. Documenting the Effectiveness of the Activities of the Minority Health Entities
The type of performance measurement used by the minority health entities appears to

be a function of the performance measurement requirements of the organizational units
where they were housed.
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This is demonstrated by the following performance measures used in Arkansas and
California. In Arkansas, the Department of Public Health’s strategic plan is known as
ASPIRE. The acronym stands for Arkansas Strategic Planning Initiative for Results and
Excellence. For FY1999, the Department of Health required each work unit to set two
strategic objectives, and to identify critical success factors. The two strategies of the
Arkansas Office of Minority Health are: 1) to provide quarterly reports of the OMH
activities of the Agency Director, Bureaus and community-based organizations; and 2) to
develop a minority health calendar that targets preventive health initiatives. Performance
measures for the Arkansas Office of Minority Health are therefore indicators of whether
these two strategic objectives were met.

California requires state offices to develop specific objectives and performance
measures for each strategic goal. The California Office of Multicultural Health aims to
close the gap in health status and access to care for the state’s minority populations. The
office ?as identified specific objectives and performance measures associated with this
effort.

b. Tracking Health Disparities

Systematically tracking health disparities over time requires reliable year-to-year data
on health disparities. Most study sites reported that they had access to limited state-level
health data on populations other than Blacks and Whites. Exceptions are California,
which not only reports data for all major racial and ethnic groups, but also for subgroups;
and Utah which is trying to separate out data for Polynesian and other Asian groups.

This is one reason why interviewees reported few strategies to systematically
document and track changes over time. For instance, it took the Arkansas Office of
- Minority Health three years to obtain health data on categories other than Black and
White. Similar concerns were expressed by key informants in Florida (where only limited
data are available for Hispanics, Native Americans and Asians), Delaware, Ohio, South
Carolina, Utah and Wyoming. Lack of statistical data for specific minority groups is a
hindrance and prevents measurement of the extent of health problems and the
determination of whether there has been an improvement.

6Examples of objectives and performance measures developed by the California Office of Multicultural Health
include the following: recruit for Director’s appointment and orient 16 new members to the Task Force on
Multicultural Health, by January 1999; convene four meetings of the Task Force on Multicultural Health, by
July 1999; provide the director of the department and relevant programs with Task Force recommendations in
the following areas: Medi-Cal Managed Care, Health Families, Welfare Reform, and Improving the Health
Status of Blacks by July 1999; and work in partnership with department programs to identify strategies for
closing the gap in health status and access to care among the state’s racially and ethnically diverse
communities.
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c. Linking State Objectives to Healthy People 2000 or 2010 Objectives

At the time of the site visits (Spring 1999) most of the states visited had yet to place a
large emphasis on eliminating health disparities based on Healthy People 2000 or Healthy
People 2010. Many states have their own versions of these documents, such as Utah’s
Healthy People 2000 Status Indicators, or have strategic plans that spell out health goals
based on those offered by Healthy People 2000. However, most of these goals do not
relate directly to minorities or efforts to ‘eliminate the gap.” Several interviewees
indicated that while the Healthy People 2000 and Healthy People 2010 goals were
important and served as benchmarks, the state had to adjust its own goals relative to what
could be achieved with the state’s population, health department, and political climate.
Therefore, only a few programs existed that specified Healthy People 2000 or Healthy
People 2010 as their guide for addressing minority health disparities. Delaware, for
instance, has contracted with the Public Health Foundation, to develop a Delaware 2010
plan and report. Presently, Puerto Rico uses the desired health data for residents of the
continental United States as its benchmark.

D. MINORITY HEALTH INFRASTRUCTURE IN THE STUDY SITES

The minority health entities constitute but one component of a state or territory’s
minority health infrastructure. In most sites, these entities served a coordinating function
on 1issues related to minority health not only with health department agencies, but also with
the minority community and other public and private sector agencies concerned with the
health status of racial and ethnic minorities.

1. LINKS BETWEEN THE MINORITY HEALTH ENTITIES AND THE MINORITY
COMMUNITY

Historically, the minority health entities have strong links to the major minority
populations in their state or territory. The extent and form of the linkages varied by site
and by ethnic group. The most formal linkages were found in California between the
Office of Multicultural Health and the California Pan Ethnic Network whose members
include the following four organizations: the Latino Coalition for Healthy Californians,
the California Rural Indian Health Board, the California Black Health Network, and the
Asian American Pacific Islander Health Forum. In states with new minority health
directors (i.e, Delaware and Florida), these linkages were the least well-established.
Delaware state officials reported that communication and collaboration with minority
communities was expected to be the main function of the new director of the Delaware
Office of Minority Health.
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Below is a brief overview of linkages between the minority health entities and the
minority communities in Arkansas, Ohio, South Carolina, Utah, and Wyoming:

® Links with the Black Community. There appeared to be a
direct association between the length of time that the director
had been associated with the minority health entity and the
strength of these relationships. The directors of the minority
health entities in Arkansas, Ohio, and South Carolina, had
long-lasting and deep roots in the Black community.

® Links with the Hispanic Community. At the time of the site
visits, minority health entities in Arkansas, Ohio, and South
Carolina, were developing increasing linkages with the
Hispanic community. Key informants reported that in the past,
the majority of Hispanics in these states had been migrant and
seasonal farm workers. The key informants also reported that
changes in labor patterns have resulted in large numbers of
Hispanics settling in these states (attracted to some extent by
employment opportunities in the poultry industry and
construction).

® Links with the Asian and Pacific Islander Communities.

Generally, links with Asian American communities were less
well developed than with the Black and Hispanic communities.
An exception is Utah where the Office of Ethnic Health works
closely with two state government offices: the Utah Office of
Asian Affairs which assists the Governor and other state
agencies in addressing social problems (including a number of
health issues) among Asian Americans in Utah, and the Utah
Office of Polynesian Affairs which provides Polynesians and
Pacific Islanders with access to state services and information.

® Links with Native American Tribes and Other Indian
Communities. In states with small numbers of Native
Americans (and few if any federally recognized tribes), the
minority health entities appeared to have limited linkage to the
Native American community. In Utah and Wyoming, most
health department divisions have links to Indian tribes; the
minority health entities work in a consulting role on many of
these initiatives.
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2. OTHER COMPONENTS OF THE MINORITY HEALTH INFRASTRUCTURE

Other components of the minority health infrastructure in the nine study sites include
the following:

e State-Level Plans to Eliminate Health Disparities. The
strategic plans of all sites but Arkansas and Wyoming specify
goals addressing health disparities.

e State-Level Task Forces and Coalitions. All sites but Puerto
Rico identified existing or proposed minority health task
forces, advisory groups, or coalitions.

* State Entities with a Specific Focus on Minority Health or
Minority Affairs. California, Florida, South Carolina and
Utah have within their infrastructure other divisions or
commissions with a specific minority focus. Some focus
specifically on health issues, others have a broader focus on
minority affairs, but include activities directed at reducing
health disparities. These other organizational units generally
work closely with the minority health entity.

e Minority Health Initiatives Sponsored by Other Federal
Agencies. Other DHHS agencies that impact state programs
for minorities include: the Centers for Disease Control and
Prevention (e.g., HIV Prevention Community Planning
Grants); Health Services and Resources Administration (e.g.,
programs under the Ryan White Comprehensive AIDS
Resources Emergency Care Act, the Area Health Education
Centers program, the Migrant Health Center Program); and
the Substance Abuse and Mental Health Services
Administration (e.g., the Substance Abuse Prevention/HIV
Prevention Initiative for Youth and Women of Color).

® Minority Health Initiatives by Other State Agencies. In most
states, the following four programs often have a specific focus
on minorities because of their constituencies: offices on rural
health, migrant health, refugee health, and women’s health.

® Multi-State Initiatives. Examples include three projects with a
minority health focus in which Arkansas is a participant: the
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Mississippi Delta project, funded by CDC and the Agency for
Toxic Substances and Disease Registry (ATSDR); and two
consortia of programs serving migrant and seasonal farm
workers.

Minority Health Initiatives by Private Sector Organizations. These
include initiatives by nonprofit community-based organizations, the
business community, and the faith community.

Private Sector Minority Health Coalitions. Two examples
are: the Ohio Women of Color Network; and the California
Pan Ethnic Network. Key member agencies of this latter
network are: the California Black Health Network, the Asian
Pacific Islander American Health Forum, the California Rural
Indian Health Board, and the Latino Coalition for Healthy
Californians.

The Academic Community. The Historically Black Colleges
and Universities in Arkansas, Florida, and South Carolina
contributed significantly to the state’s minority health
infrastructure. Other initiatives in the academic community
include the work on behalf of the Hispanic community by the
Families in Society Institute at the University of South
Carolina.
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IV. CROSS-CUTTING ISSUES

This section discusses four cross-cutting issues that contribute to the health disparities
between the White population and racial and ethnic minorities: data collection and
analysis, cultural competence, access to health care, and health professions development.
The discussion of each cross-cutting issue starts with an overview of key approaches
identified by key informants, and concludes with a discussion of challenges faced by the
minority health entities and the states.

A. DATA COLLECTION, ANALYSIS, AND REPORTING

Data on racial and ethnic minorities for most health conditions remain limited in most
of the states visited, and is of particular concern for Native Americans and subpopulations
of other racial and ethnic minority groups. As described in earlier sections of this report,
the study sites use different racial and ethnic breakouts to collect and report data on
minority populations.

A lack of data on minority groups in a state creates many complications for a health
department and the statewide health infrastructure. Limited minority health data make it
difficult or impossible for health agencies to identify health disparities in the area, which
could adversely affect the health of state residents. The lack of data also makes
justification of special initiatives targeted towards minority populations difficult since the
nature and extent of health problems in these populations are not known. Further,
without data on the health conditions of minority groups in the state, it becomes difficult to
measure the progress made by existing state initiatives directed towards addressing
minority health disparities.

The process of delaying the collection of health data on minority populations is often
circular and self-sustaining. Many key informants reported that it is not feasible to collect
and report health data on minority populations because they believe that the minority
populations are too small and rates would therefore be misleading. However, this attitude
then prevents collection of detailed data to indeed show that there are limited minorities
within a state. In every state visited, members of community organizations (and several
health department employees) believe that official population counts are understated for
racial and ethnic minorities, and in some cases severely so.
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1. STRATEGIES

Despite these data collection challenges, most sites visited were attempting to
improve the data that they collect and report on racial and ethnic minorities. The
strategies used by the sites can be grouped into five categories: a) analyzing and
distributing data on previously unreported populations; b) training data collection and
analysis staff; c) examining health status of subpopulations; d) making new estimates or
collecting new data on previously unreported populations; and e) responding to federal
data collection requirements.

a. Analysis and Distribution of Data on Previously Unreported Populations

Most of the sites collect some health data by racial and ethnic groups for federal
reporting purposes. However, most do not provide racial and ethnic breakouts beyond
Black and White (or non-White and White) populations in state documents. Several of the
minority health entities visited have recently begun to work more closely with major data
offices within their states to request data for minority populations and attempt to address
some data collection and analysis barriers.

b. Training of Data Collection and Analysis Staff

Two of the study sites have undertaken initiatives to standardize and emphasize data
collection among minority populations. In California, the Executive Staff of the
Department of Health Services developed a document entitled Guidelines on
Race/Ethnicity Data Collection, Coding, and Reporting to standardize the department’s
collection and reporting of racial and ethnic data. To help physicians and health care
providers carry out their reporting responsibilities, a number of Puerto Rican programs at
the island level make training available on the importance of data and proper data
reporting.

c¢. Examination of Subpopulations

A few sites visited also have pursued efforts to collect information on subpopulations
of minority groups, particularly among Asian Americans and Pacific Islanders. In
California, efforts are made to examine age-adjusted death rates among Mexican
Americans, Puerto Ricans, and Cuban Americans, along with nine separate Asian groups
and three Pacific Islander groups. The state of Utah, through its Office of Polynesian
Affairs, has made attempts to collect and report separate health information and data for
Pacific Islanders since they often face very different health problems than other Asian
populations.
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d. New Estimations or Data Collection on Previously Unreported Populations

To address specific populations viewed as vital within their states, a few health
departments collected new data on some racial and ethnic minority populations. For
example, several states are facing growing numbers of Hispanics but have only limited
data on the population. In South Carolina, the Institute for Family Studies at the
University of South Carolina is using mapping software to document pockets of the state
where Hispanics are settling. In Delaware, following repeated requests from the Hispanic
community, the Division of Public Health was able to estimate the size of the increase in
the Hispanic population in Sussex County by developing estimates based on the birth and
death records filed with the Division of Public Health’s Office of Vital Statistics.

e. Responses to Mandatory Data Collection

Many of the sites studied implemented specialized data collection systems to meet
federal requirements to receive funding. The most frequently identified specialized data
set was for CDC’s HIV/AIDS Community Planning Group requirements. The program
requires data on HIV/AIDS incidence among minority populations in the funded states
and localities.

2. ISSUES

A number of limitations to both national- and state-level data prevent a truly accurate
picture of minority health disparities from being created in the United States. Also, a
number of pending changes with national-level data should be addressed when conducting
comparisons between the health conditions of different population groups. Discussion of
the most prominent of these issues 1s provided here.

a. Differences in Reporting by States

States vary in the extent to which they report health data in state documents by race
and ethnicity. Each of the sites visited had limited amounts of health data relating to
minorities. Of the sites visited, none provided complete breakouts for the four major
racial and ethnic minority categories examined in this study across the health priority
areas. Two of the states in this study (Arkansas and Florida) distinguish only between
Whites and non-Whites. Aside from Puerto Rico, AADR breakouts for Hispanics are
provided by only three study sites (California, Utah, and Wyoming). Two states
(California and Utah) provide health data for Asian Americans/Pacific Islanders; and two
states (Utah and Wyoming) provide health data for Native Americans. For those states
that provide only non-White data, it is possible to obtain data for Blacks, Whites, and
‘others’ from the national CDC WONDER database. However, the WONDER database
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does not provide state-by-state breakouts for Asian Americans/Pacific Islanders, Native
Americans, or Hispanics. '

Comparisons between study sites are made difficult by the differences in the types of
data reported by CDC, by study sites, and by the differences in reporting year. Four
states reported data for 1997, while two states reported data for 1996. Utah and
Wyoming presented aggregate data for 1993-1997, and Delaware presented aggregate
data for 1992-1996.

b. Lack of Requests for Race- and Ethnicity-specific Health Data

Several interviewees indicated that the number of requests or identified needs for
data on minority populations by policymakers within their states was limited. Without
these formal data requests by policymakers within their states, minority health entities
often have to wait years to obtain health data from their appropriate state agencies,
delaying timely response to public health problems that exist within minority groups.

c. Incomplete Data on Health Status of Native Americans