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DEPARTMENT OF HEALTH AND HUMAN Task Force on
C i Black and Minority Health
%
National Institutes of Health
Bethesda, Maryland 20205
(301) 4966177

The Honorable Margaret M. Heckler

Secretary, Department of Health
and Human Services

Washington, D.C. 20201

Dear Madam Secretary:

On behalf of the Task Force on Black and Minority Health, I am
pleased to submit the report and recommendations of the Task Force for
your review and consideration. The report consists of an executive
summary volume presenting our major findings and recommendations, and
additional volumes containing extensive background information and
analyses supporting and extending the executive summary. These will be
extremely useful to those who wish to become familiar in greater depth
with selected aspects of the issues we have analyzed.

I believe this report is a landmark effort in analyzing and
synthesizing the present state of knowledge of the major factors that
contribute to the health status of Blacks, Hispanics, Asian/Pacific
Islanders, and Native Americans. It represents the first time the
Department of Health and Human Services (DHHS) has consolidated minority
health issues into one report. This report should serve not only as a
standard resource for departmentwide strategy, but as the generating
force for an accelerated national assault on the persistent health
disparities which led you to establish the Task Force a little more than
a year ago.

It would be a disservice to the Task Force members, staff and
consultants who worked so diligently on this project during the past
year, to understate the complexity of the task we undertook. The issues
identified during our deliberations and presented in this report are of
major importance, but must not be regarded as the final word on the
subject. Just as individual well-being is not static, the health needs
of minority populations are changing. They are influenced by a diverse
set of factors of which disease is but one aspect. The report, then,
must continue to be updated and revised as new data and information
become available.

In accordance with your charge, we have examined the impact of a
broad range of behavioral, societal, and health care issues on the
current departmental program areas. Our recommendations are consistent
with the objectives for the Nation in disease prevention and health
promotion for the year 1990. The six topics we have identified as
priority areas merit intensive action and study in themselves, as do
various issues such as nutrition and development of health professionals
that cut across all health problem areas. We encourage the Department
to continue to take the lead in implementing such activities.
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The Task Force accomplished this monumental effort during the
course of one year only by mobilization of resources across the DHHS
agencies and by the dedicated contribution of all the Department staff
who served on Subcommittees, responded to our inquiries, and provided
supporting documentation necessary for us to arrive at these conclusions
and recommendations. In addition, many health professionals and
researchers outside the Federal government contributed to the Task Force
efforts by educating the Task Force members, providing information, and
enhancing our knowledge in ways we could not have accomplished on our
own in the time available to us.

The report has already had an extraordinarily beneficial effect.
The levels of awareness and sensitivity to the issues surrounding
minority health have been greatly heightened among the individuals
serving on the Task Force and through them, within the agencies,
divisions, and programs of the Department. Many of the specific
activities proposed by the Subcommittees of the Task Force are being
integrated into the program plans of the agencies represented on the
Task Force. Moreover, we have had the opportunity to share expertise
and cultivate working relationships that will last beyond this
particular effort. As a result, we are better prepared to serve as
emissaries for positive action within the Department, our communities,
and professional organizations.

The Task Force encourages you to identify the appropriate
mechanisms whereby our recommendations can be incorportated into the
body of the Department's programs and activities. If these
recommendations can be implemented with the same spirit as their
genesis, we will advance as a Department and as a Nation toward
improving the health status of minority Americans today, with the
assurance that we will all be healthier Americans tomorrow.

Sincerely yours,

Thomas E. Malone) Ph.D.
Chairman



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

In January'l984--ten months after becoming Secretary of Health and
Human Services--I sent Health, United States, 1983 to the Congress.

12 wis the annual report card on the health status of the American
people.

That.report—-like its predecessors--documented significant progress:
Americans were living longer, infant mortality had continued to

qecline--the overall American health picture showed almost uniform
improvement.

But, and that "but" signaled a sad and significant fact; there was a
continuing disparity in the burden of death and illness experienced
by Blacks and other minority Americans as compared with our nation's
population as a whole.

That disparity has existed ever since accurate federal record keeping
?egan—-more than a generation ago. And although our health charts do
itemize steady gains in the health status of minority Americans, the
stubborn disparity remained--an affront both to our ideals and to the
ongoing genius of American medicine.

I felt--passionately--that it was time to decipher the,message inherent
in that disparity. 1In order to unravel the complex picture provided by
our data and experience, I established a Secretarial Task Force whose
broad assignment was the comprehensive investigation of the health
problems of Blacks, Native Americans, Hispanics and Asian/Pacific
Islanders.

The Task Force under the insightful direction of the distinguished
Thomas E. Malone, Ph.D., Deputy Director of the National Institutes
of Health and with the invaluable contribution of experts from
throughout the department, has met its challenge. Brilliantly.
First: by a review of departmental programs to determine how the
health problems of minorities have been addressed; followed by a
careful analysis of the range of health care resources and information
available; and then--by a critique of the health status of Blacks,
Native Americans, Hispanics and Asian/Pacific Islanders. The Task
Force was further charged with finding ways for our department to
exert leadership, influence and initiative to close the existing gap.
The report is comprehensive. Its analysis is thoughtful. Its thrust
is masterful. It sets the framework for meeting the challenge--for
improving the health of minorities.

It can--it should--mark the beginning of the end of the health disparity
that has, for so long, cast a shadow on the otherwise splendid American
track record of ever improving health.

Mdrgaret M. Heckler
Secretary
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INTRODUCTION AND OVERVIEW OF THE
TASK FORCE ON BLACK AND MINORITY HEALTH

Perspective of the Task Force Study

Despite the unprecedented explosion in scientific knowledge and
the phenomenal capacity of medicine to diagnose, treat, and cure
disease, Blacks, Hispanics, Native Americans, and those of
Asian/Pacific Islander heritage have not benefited fully or equitably
from the fruits of science or from those systems responsible for
translating and using health sciences technology. With £ 15l
cognizance of this tragic dilemma in the United States, the Secretary
of Health and Human Services, Margaret Heckler, established the Task
Force on Black and Minority Health.

Since the turn of the century, the overall health status of all
Americans has improved greatly. In 1900, the life expectancy for the
United States population at birth was 47.3 years; for Blacks it was
much lower--33 years. In little more than three generations,
remarkable changes have occurred in health care and biomedical
research. As pointed out by the Surgeon General in the 11979 xeport,
Healthy People, the leading causes of death in 1900 were influenza,
pneumonia, diphtheria, tuberculosis, and gastrointestinal infections.
In the first half of the century, improved sanitation, better
nutrition, and immunizations brought a drastic decline in infectious
diseases. Today, these diseases cause a relatively small percentage
of deaths compared to 1900.

Knowledge about life processes in health and disease is being
acquired at an incredible pace. Because of one spectacular
achievement after another, it is predicted that many of the diseases
not now curable, will be controlled by the year 20005 §EhHs
"piological revolution" has placed into the hands of health
professionals effective medications, new and complex diagnostic
instruments, and treatment modalities not dreamed of in 1900.

Since 1960, the United States population has experienced a steady
decline in the overall death rate from all causes. Remarkable
progress in understanding the causes and risks for developing diseases
such as heart disease and cancer have important implications for the
health of all Americans. The decline in cardiovascular disease
mortality from 1968 to 1978 alone improved overall life expectancy by
1.6 years. Advances in the long-term management of chronic diseases
mean that conditions such as hypertension and diabetes no longer
necessarily lead to premature death and disability.

Concomitantly, advances in social and behavioral sciences
research and methodology have elucidated relationships among
biological, behavioral, and social factors that affect health and
illness. The link among these factors is critical to understanding



the behavioral underpinnings of health, identifying effective
strategies for disease prevention, maintaining treatment regimens, and
suggesting ways to change behavior for more healthful living habits.

Although tremendous strides have been made in improving the
health and longevity of the American people, statistical trends show a
persistent, distressing disparity in key health indicators among
certain subgroups of the population. In 1983, life expectancy reached
a new high of 75.2 years for Whites and 69.6 years for Blacks, a gap
of 5.6 years. Nevertheless, Blacks today have a life expectancy
already reached by Whites in the early 1950s, or a lag of about 30
years. Infant mortality rates have fallen steadily for several
decades for both Blacks and Whites. 1In 1960, Blacks suffered 44.3
infant deaths for every 1,000 live births, roughly twice the rate for
Whites, 22.9. Moreover, in 1981, Blacks suffered 20 infant deaths per
1,000 live birthsjistill twice the Whiite ¥l evielfaf #0585 Sblits imiilfamsto
the White rate of 1960.

The Task Force on Black and Minority Health was thus conceived in
response to a national paradox of phenomenal scientific achievement
and steady improvement in overall health status, while at the same
time, persistent, significant health inequities exist for minority
Americans. As the Task Force came into being in April 1984, it was
evident that to bring the health of minorities to the level of all
Americans, efforts of monumental proportions were needed.

Task Force Activities

Secretary Heckler appointed Dr. Thomas E. Malone, Deputy Director
of the National Institutes of Health, the Government's chief agency
for supporting biomedical research, as Chairperson of the Task Force.
After careful review of programs and staff of the Department, 18
senior scientists and officials were selected as primary members of
the Task Force. These individuals not only had expertise and
experience in the areas proposed for study, but had the programmatic
authority affording direct possibilities for implementing
recommendations of the Task Force. The Task Force members and
alternates are listed in the appendix to this volume. The Task Force
was assured the necessary resources to carry out its mandate and was
supported by a staff that included a wide range of health
professionals and technical staff from throughout the Department of
Health and Human Services (DHHS).

The Task Force on Black and Minority Health was a unique and
historic assemblage in its own right. While DHHS has many programs
that have significant impact on improving the health status of
minorities, this was the first time that representatives of these
programs were joined in a common effort to carry out a comprehensive
and coordinated study to investigate the longstanding disparity in the
health status of Blacks, Hispanics, Asian/Pacific Islanders, and
Native Americans compared to the nonminority population.



The Task Force members developed a broad, multidimensional
approach to characterizing the health problems of minority Americans.
The approach was based on analyses of mortality data to define the
extent of the health disparity, intense examination of the major
health issues found in the analyses to explore why the disparity

persists, and consultations with experts in minority health issues from
the non-Federal community.

The findings and recommendations generated by the Task Force
within the confines of a little more than a year's time are summarized
in this volume. More detailed information supporting the findings
will appear in subsequent volumes.

Data Review and Analysis

In its initial meetings, the Task Force carefully reviewed
existing health status information for minority and nonminority
populations available in Health, United States, 1983 and other
supplementary data sources. After analyzing national mortality data
for more than 40 disease categories, the approach adopted by the Task
Force that best defined the disparity was 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 nonminority population. This method
quantified the number of deaths that would not have occurred had
mortality rates for minorities equalled those of nonminorities.

Because of the paucity of data relating to the health needs and
mortality of Asian/Pacific Islanders and Hispanics in the United
States, the Task Force assembled an Asian/Pacific Islander advisory
group and an Hispanic advisory group. Each group provided the Task
Force with data and other information on health problems within the
diverse ethnic groups .that make up the aggregate population and
initiated special data reviews to supplement inadequate national
information.

Native Americans include American Indians, Alaska Natives, and
Native Hawaiians. Most statistics cited in this report, however,
refer specifically to American Indians and Alaska Natives. Where data
on Native Hawaiians are available, they are treated separately.

Identifying the Major Contributors to the Disparity

In analyzing mortality data from 1979 to 1981, the Task Force
identified six causes of death that together account for more than 80
percent of the mortality observed among Blacks and other minority
groups in excess of that in the White population. Although the
ranking of health problems according to excess deaths differs for each
minority population, the six health problems became priority issue
areas for Task Force study. Listed in alphabetical order, they are:



* Cancer

Cardiovascular disease and stroke

Chemical dependency, measured by deaths due to cirrhosis
Diabetes

Homicide and accidents (unintentional injuries)

Infant mortality

Table 1 presents the leading causes of excess mortality and the
percentage that each cause contributed to the total excess deaths in
Blacks for the years 1979 to 1981. For Black males and females
combined, excess deaths accounted for 47 percent of the total annual
deaths in those 45 years old or less, and for 42 percent of deaths in
those aged 70 years or less. More detailed analyses of excess mortality
appear in the section "Mortality and Morbidity Indicators."

In addition to measures of excess deaths, special analyses of
morbidity and health status indicators for minorities were developed
by the Task Force. These indices included prevalence rates of
selected chronic and infectious diseases, hospital admissions,
physician visits, limitation of activity, and self-assessed health
status. Prevalence of arthritis, digestive diseases, dental problems,
and respiratory disease among minorities is poorly documented and data
were virtually unavailable. Additional mortality indices included
person-years of life lost, life expectancy, and relative risk of death
by cause. A summary of these findings is included in the section
entitled "Mortality and Morbidity Indicators."

Some factors contributing to minority health status are not
disease-specific but have bearing on the overall health needs of each
minority group. Among those that the Task Force reviewed are
demographic data characterizing the four minority groups, minority
needs in health education, health professionals, and health care
services and financing. A summary of issues that cut across health
problem areas appears in the sections of this report entitled
"Social Characteristics of Minority Populations' and "Health
Services and Resources for Minorities."

Subcommittee Activity

For each of the six causes of death identified as a priority
area, a Subcommittee was formed to explore why and to what extent the
disparity exists and what DHHS can do to reduce it. The Subcommittees
were charged with investigating the physiological, cultural, and
societal factors that, in combination, perpetuate health inequities
for minorities. They sought to understand the etiology of selected
conditions for different minority groups, explore potential means for
improving the effectiveness of treatment, and identify possible
intervention strategies to prevent excess death and injury in minority
groups. Because of the differences among minority groups, the
Subcommittees addressed each issue with special attention to the
cultural milieu of that population group.



Table 1

Average Annual Total and Excess Deaths in Blacks
Selected Causes of Mortality,
United States, 1979-1981

Excess Deaths Excess Deaths
Males and Females Males and Females
Cumulative to Age 45 Cumulative to Age 70
Number Percent Number Percent
Causes of Excess Death
Heart Disease and Stroke 3,312 14.4 18,181 30.8
Homicide and Accidents 8,041 3531 10,909 18.5
Cancer 874 3.8 8,118 13.8
Infant Mortality 6,178 26.9 6,178 10.5
Cirrhosis 15121 49 2,154 35
Diabetes 223 1.0 1,850 3l
Subtotal 19,749 86.1 47,390 80.4
All Other Causes 3,187 13.9 113552 19.6
Total Excess Deaths 22,936 100.0 58,942 100.0
Total Deaths, All Causes 48,323 138,635
Ratio of Excess Deaths to Total Deaths 47.4% 42.5%
Percent Contribution of
Six Causes to Excess Death 86.1% 80.4%




The Subcommittees reviewed existing data and literature and
consulted with experts and organizations within and outside the
Federal government. When scientific information for a particular
issue was not readily available, research papers were commissioned to
review recent data in each Subcommittee's area. Material from most of
the commissioned papers was incorporated into the Subcommittee
reports. Many of the authors contributed new analyses that augmented
national information already available to the Task Force.

Interaction With the Non-Federal Community

In order to supplement its knowledge of minority health issues,
the Task Force had extensive interaction with individuals and
organizations outside the Federal system.

Presentations. The Task Force and its Subcommittees heard
presentations by experts in several issue areas. Presentations
included public health aspects of homicide and homicide prevention;
special problems concerning the health status of Asian/Pacific
Islanders, and American Indians and Alaska Natives; the political
history, demography, and health-related conditions of Hispanics;
and the use of traditional folk medicine and healers by various
minority groups.

Outreach. Task Force members and staff attended national meetings
of non-Federal professional organizations to inform their
membership of the work of the Task Force and to solicit their views
on health priorities and model intervention programs.

Non-Federal community survey. The Task Force surveyed more than
350 non-Federal organizations and individuals concerned with
minority health issues. The survey requested opinions about
critical factors affecting the health status of minorities, and
requested examples of successful programs and suggestions for ways
that DHHS might better address minority health needs. This survey
may help to initiate cooperative efforts between the Federal and
private sectors for improving minority health. A summary of the
survey results appears in the section of this report entitled
"Survey of Non-Federal Organizations."

Program Inventory

The Task Force conducted an inventory of health care, research,
and prevention programs sponsored by DHHS that specifically affect
minority populations. The inventory of DHHS programs and projects is
the first such compilation describing existing programs oriented
toward minority health in DHHS. An index to the inventory is found in
the section "Inventory of DHHS Program Efforts in Minority Health."



Task Force Report

The first volume of the Task Force Report summarizes the
information and data compiled on specific minority health problems,
special reports developed on cross-cutting minority health issues, and
recommendations proposing activities for a coordinated effort by which
DHHS may redirect its resources to address the demonstrated disparity
in health status between minority and nonminority populatioms. For
greater understanding of the urgency and complexity of the issues
around which the recommendations were developed, all sections of the
report should be examined.

Subsequent volumes of the report contain the complete text
prepared by the Subcommittees that support their findings and proposed
intervention strategies. They are excellent reviews of research and
should be regarded as state-of-the-art information on specific problem
areas in minority health. Subsequent volumes also contain the
complete inventory of DHHS programs and projects that benefit
minorities, and an annotated bibliography listing selected topics
related to Hispanic health issues.

The report of the Task Force looks to the future. It
concentrates on specialized activities that should have a direct and
timely impact on the problems of minority health. Apart from the
descriptions of DHHS programs referenced in the program inventory, the
report does not analyze or examine the many departmental activities
and services that benefit all Americans, including minorities, such as
the extraordinary advances in biotechnology and molecular biology.

In compiling its data, the Task Force tapped a broad range of
sources. Much information is based on the data systems of the
National Center for Health Statistics. Some data resulted from
special analyses conducted for the Task Force or studies from other
sources. Data comparisons are generally made between minority and
nonminority groups except in those situations where study data
specified White populations or aggregate (all races) populations.
Because the report was assembled during a year's time, more recent
data on some topics may now be available.

Context for the Task Force Recommendations

The Task Force acknowledged that the factors responsible for the
health disparity are complex and defy simplistic solutions. Health
status is influenced by the interaction of physiological, cultural,
psychological, and societal factors that are poorly understood for the
general population and even less so for minorities.

Even though the shared characteristic of economic disadvantage among
minorities suggests the possibilities of common approaches for
achieving improved health, diversity within and among minorities
necessitates activities, programs, and data collection tailored to



meet their health needs. The Task Force further observed that since
minorities are underrepresented as beneficiaries of the predominantly
nonminority health care establishment, efforts by all sectors must

proceed vigorously in areas in which current knowledge can suggest
action.

Recommendations were developed to emphasize the following
principles: incorporate minority health initiatives into existing
DHHS program areas in order to address health conditions amenable to
immediate improvement, press for greater public and private
involvement in a common effort to eliminate the health disparity,
resolve unanswered questions through a concerted program of research
and data collection, and seek new strategies to ameliorate health
inequities between minorities and nonminorities.

In the context of these general observations and with information
obtained from a broad range of experts in the field and its own
deliberations, the Task Force began the long and arduous
recommendation development process.

Early in the process, the Task Force recognized that many
activities of major importance to minority groups were already in
progress within DHHS. Therefore, the Task Force decided to emphasize
new directions for departmental activities in its efforts to reduce
the minority health disparity. Many of these activities are indicated
within the recommendations that follow. The Subcommittees, however,
proposed many other opportunities that relate more specifically to the
health priority areas. They appear in the Subcommittee reports as
"Opportunities for Progress." The reader is urged to consider them as
extensions of the recommendations.

The recommendations are organized into six categories. They
emphasize areas in which the Task Force members believe further
improvements were urgently needed. The categories are:

Health information and education

Delivering and financing health services

Health professions' development

Cooperative efforts with the non-Federal sector
Data development

Research agenda

The Task Force joins with all concerned citizens in acknowledging
the stark reality of the continuing, significant differences between
the health of racial/ethnic minorities in the United States and the
general population and proposes recommendations for DHHS and others in
the public health community to address these problems.









HEALTH INFORMATION AND EDUCATION

Introduction

The ability to make informed decisions plays a significant role
in influencing the overall health status of Americans. Though not a
panacea, health education has been effective in increasing public
awareness about actions individuals and communities can take to
enhance personal health. The disparity in the death rate between
nonminority and minority populations in the United States (Blacks,
Hispanics, Asian/Pacific Islanders, and Native Americans) is a
compelling reason to investigate how health education can contribute
toward reducing this disparity. Because many of the identified
behavioral and environmental risk factors associated with the causes
of excess deaths among minorities can be controlled, more work is
needed to educate minority populations about the risk factors for the
six areas identified as having the greatest impact on minority health:
cancer; cardiovascular disease; chemical dependency; diabetes;
homicide, suicide, and unintentional injuries; and infant
mortality.

RECOMMENDATION 1: AN OUTREACH CAMPAIGN

The Department should launch an outreach campaign to disseminate
health information and education materials and program strategies
specifically designed for minority sectors of the population,
including Blacks, Hispanics, Asian/Pacific Islanders, and Native
Americans. The campaign should strengthen and expand present
departmental health promotion efforts emphasizing preventive aspects
of those public health areas identified by the Task Force which have
the greatest Iimpact on death and disability among minority
populations: cancer; cardiovascular disease; chemical dependency;
diabetes; homicide, suicide, and unintentional injuries; and infant
mortality.

Access to Health Information

The Task Force has reviewed data suggesting that minority
populations may be less knowledgeable or aware about some specific
health problem areas than nonminorities. This situation is
particularly critical in those areas where minorities suffer a greater
burden of illness than nonminorities. For example, Blacks and
Hispanics have less information about cancer and heart disease than do

nonminority groups:

e Blacks tend to underestimate the prevalence of cancer, give
less credence to the warning signs, get fewer screening tests,
and are diagnosed at later stages of cancer than nonminorities.



* Hispanic women have less information about breast cancer than
do nonminority women. Hispanic women were less aware that
family history is a risk factor for breast cancer, and only
25 percent of Hispanic women have heard of breast
self-examination.

* Many professionals and lay persons, both minority and
nonminority, do not know that heart disease may be as common in
Black men as in nonminority men or that Black women die from
coronary disease at a higher rate than nonminority women.
Hypertensive Japanese women and younger men (18 to 49) are
less aware of their hypertension than are the nonminority
subgroups, according to a 1979 survey. Among Mexican Americans,
cultural attitudes regarding obesity and diet are often
barriers to achieving weight control.

Programs to increase public awareness about health problems have
been well received in several areas. For example, the Healthy
Mothers/Healthy Babies Coalition, which provides an education program
in both English and Spanish, has contributed to increased awareness of
measures to improve health status of mothers and infants. Also,
increased knowledge among Blacks of hypertension as a serious health
threat is one of the accomplishments of the National High Blood
Pressure Education Program. The success of these efforts indicates
that carefully planned programs have a beneficial health effect; but
the job is not complete and efforts must continue.

Planning Health Information

Sensitivity to cultural factors is often lacking in health care
of minorities. Although DHHS has considered cultural orientation in
many of its health information programs, improvement is needed.
Experience has shown that key concepts to consider in designing a
health information campaign include: meeting the language and
cultural needs of each identified minority group, using
minority-specific community resources for tailoring educational
approaches, and developing materials and methods of presentation
commensurate with the educational level of the target population.
Furthermore, because of the powerful influences of cultural factors
over a lifetime in shaping people's attitudes toward health behaviors,
health information programs must be sustained over a long period of
time. Examples of how these concepts might be interwoven into health
promotion efforts follow.

®* Channel efforts for Black, Hispanic, Asian/Pacific Islander,
and Native American communities through local leaders, who
could represent a powerful force for promoting acceptance and
reinforcment of the central themes of health promotion messages.
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Data suggest that health messages are more readily accepted if
they do not conflict with existing cultural beliefs. Where

appropriate, messages should acknowledge existing cultural
beliefs.

Involve family, churches, employers, and community organizations
as a support system to facilitate and sustain behavior change

to a more healthful lifestyle. For example, although
hypertension control in Blacks depends on appropriate medical
therapy, blood pressure control can be improved and maintained

by family and community support of activities such as proper
diet and exercise.

Language barriers, cultural differences, and lack of adequate
information on access to care complicate prenatal care for
Hispanic and Asian women who have recently arrived in this
country. A model program in Hartford, Connecticut, uses volunteer
minority lay health workers to organize community support networks
to promote perinatal care by disseminating culturally appropriate
health information to Hispanic women.

®* Homicide is the leading cause of death for young Black men and
one of the leading causes of death for Hispanic men and Black
women. It is a major contributor to the disparity in mortality
rates between these groups and nonminorities. Homicide
prevention activities should include strategies such as
behavioral modification interventions for handling anger and
community-based programs that call attention to the extent and
consequences of violence in Black and Hispanic communities.

e Task Force data suggest that the health of some young Hispanic
and Native Americans may be seriously threatened by the emerging
use of inhalants. Communities where young people are at risk
because of increasing use of such substances would benefit
from an appropriate and culturally sensitive health education
campaign to address this problem at the community level.

DEPARTMENTAL ACTIVITIES

In carrying out an outreach campaign to meet the health information
needs of minority populations, DHHS should initiate the following
et itvittiles::

e Assess existing departmental materials to ascertain whether
health information materials available to minority populations
are sensitive to their culture and appropriate to their language
and reading level. Reorient existing health information
materials as necessary.
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Review the accessibility of health information and educational
materials available to identified minority populations.

Develop new health information and educational materials, suitable
for specific minority groups, where none already exist. New
materials should be formulated to be acceptable to the cultural
and language needs of each targeted population.

Develop media-based messages in different languages at
appropriate reading levels, including culturally relevant verbal
and print messages, to increase awareness and provide knowledge
of health issues, and promote behavior change to a more healthful
lifestyle.

Test improved or new materials before general distribution to
determine if the materials are both culturally acceptable and
useful to the target audience.

Enlist the participation and counsel of professional and lay
members of each minority group to assess the suitability of
existing departmental health information materials, reorient
materials to specific minority groups, develop new materials,
and distribute the materials through the appropriate
minority-specific networks.

Encourage private organizations such as religious and community
organizations, clubs, and schools, to participate in developing
minority support networks and other incentive techniques to
facilitate the acceptance of health information and education.

Emphasize information and educational materials in those areas
where the health problems are identified as most severe, the
target population is at highest risk, and interventions are
likely to result in improved health status.

Distribute health information through the established
communication networks, public and private, within minority
communities.

Evaluate the impact of these efforts on health-related behavior
and, where appropriate, on morbidity and mortality.

Patient Education

The benefits of health education for overall health promotion

require a relatively long period of time to be realized. Patient
education is a component of health education that requires a much
shorter time for its benefits to be observed. Patient education
includes increasing a person's knowledge about identified health
problems and strengthening the ability to care for that condition.
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Knowledge of appropriate self-care, treatment regimens, or beneficial
behavioral changes can influence an individual's health status
significantly and alter the probability of adverse health outcomes.

RECOMMENDATION 2: PATIENT EDUCATION

The Department should ensure that its materials, programs, and
technical assistance for patient education are responsive to minority
population needs, especially those provided in specific health care
service settings such as medical, community-based, school and
worksite locations. Emphasis should be given to those public health
topics that have the greatest impact on death and disability in
minority populations. Concomitantly, attention should be given by the
Nation's schools and universities to training health care providers

and educators to be sensitive to minority cultural and language
needs.

Patient Education Is Interpersonal

Patient education is often linked to the delivery of medical care
or a specific health problem and frequently takes place in special
settings, such as hospitals, schools, communities, homes, or the
worksite. Although printed materials and information contribute to
the educational process, patient education is inherently
interpersonal. The success of the educational effort is often
determined by the credibility of the source of patient education and
is highly dependent on the skill and sensitivity of the health care
provider.

Task Force data suggest that physicians, often seen ing climticsson
emergency rooms, are the primary source of health information for
Black and Mexican American patients. In addition, Mexican Americans
regularly seek advice from family members on health matters. American
Indians and Alaska Natives living on reservations rely on Public
Health Service health practitioners or community health
representatives for information. Some Asian/Pacific Islanders may
use traditional healers in combination with physicians. These
differences among the minority groups need to be given due recognition
in the design and delivery of patient education services.

Patient education programs are particularly critical and needed
for several health problems where the impact on minority health is
greatest, such as hypertension, obesity, and diabetes.

Patient Education Is Cost Effective

Task Force data suggest that patient education is effective in
reducing the cost of health care. For diabetics, it has been estimated
that improving self-management skills through education could reduce
the complications of diabetes--ketoacidosis, blindness, and amputations--
by up to 70 percent, preventing about 50,000 hospitalizations a year.
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Costs for prenatal education of pregnant women fall far short of the
estimated $15,000 required for medical services for each low birth
weight infant.

Hospitals in Memphis and Atlanta have had projects lasting more
than a decade that offered prevention-oriented education programs
geared to early detection, therapy, and continuing follow-up care for
diabetics, on the assumption that prevention is effective both in
therapeutic effects and in cost. The results have supported this
assumption. The Atlanta program has saved an estimated $11 million in
costs, and the Memphis program, similarly cost effective, has seen
reductions in hospitalizations and diabetic complications. Given the
high prevalence of diabetes among Blacks, Hispanics, American Indians,
and some Asians, the potential for further savings in dollars and
suffering is considerable.

DEPARTMENTAL ACTIVITIES

Departmental activities to ensure that patient education materials
and programs are available and suitable to specific minority groups
should include the following recommendations:

* Review and assess existing patient education materials, messages,
and media in the Department to determine their applicability
and suitability to specific minority groups. Minority group
representatives should participate in planning and evaluating
the appropriateness of materials, messages, and media
addressing the major health problems confronting the
minorities.

* Develop new patient education materials, messages, and media as
needed, tailored to the specific needs of minority populations
and designed for use in specific health care settings.

* Encourage health professions' training institutions to develop
training programs so that health care providers such as
physicians, dentists, nurses, social workers, health educators,
lay counselors, allied health professionals, and volunteers may
gain increased awareness of and sensitivity to the health problems
and health attitudes, beliefs, and concerns of minority
populations.

* Ensure that minority-specific patient education programs
incorporate culturally relevant reasons why patients should
comply with the necessary medical regimen. Mechanisms for
involving minority organizations and disease-specific voluntary
organizations should be explored.
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DELIVERING AND FINANCING HEALTH SERVICES

Introduction

The Task Force has reviewed data that indicate low income and
lack of health insurance coverage are among the most serious barriers
to seeking health care. Minorities are disproportionately represented
among impoverished Americans. The Department can serve as a catalyst
to promote action by private and public entities to address these
problem areas more effectively.

RECOMMENDATION 3: DELIVERY AND FINANCING OF HEALTH SERVICES

The Department should continue to investigate, develop, and
implement innovative models for delivery and financing of health
services, based on current departmental authorizations. The major
objectives of the models should be to increase flexibility of health
care delivery, facilitate access to services by minority populations,
improve efficiency of service and payment systems, and modify services
to be more culturally acceptable.

Traditional Measures of Health Care Services

The most commonly used indicators of the adequacy of health
services for a population include distribution of physicians,
percentage of a specified population who did not see a physician
during the past year, and average number of VEiisHE sy cEoal phystichiant
For these gross indicators, data are lacking for some minority groups.

These data do suggest that, in general, availability of health
care professionals and utilization of health services for all
Americans have increased:

e The rate of increase in the number of physicians in the United
States has more than kept pace with the growth of the American
population. During the period from 1970 to 1982, the American
population grew by 11 percent, while the number of physicians
grew by 51 percent. With the exception of Native Americans,
most minority populations live in geographic areas where
physicians are present. Little is known, however, about the
practice patterns of medical specialists and the extent to
which they treat minorities.

e In 1970, the percentage of people who had not seen a
physician in the past 12 months was 30 percent for Whites and
42 percent for non-Whites (*). During the period from 1978 to

% The Census definitions of White and non-White were used in 1970.
People of Mexican or Spanish descent were coded "White," and Native

Americans, Asian/Pacific Islanders, and Blacks were coded "non-White."
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1980, these percentages were 23 percent for Whites, 24 percent
for Blacks, 33 percent for Mexican Americans, and 20 to 24
percent for other Hispanic groups.

* In 1970, the average annual number of visits to a physician per
year was 4.1 for Whites and 3.6 for non-Whites. During the
period from 1978 to 1980, the average number of physician visits
rose to 4.8 for Whites, 4.8 for Blacks, 4.3 for Mexican
Americans, and from 5.1 to 6.1 for other Hispanic groups.

No absolute standards are available for measuring adequacy of
health services. Data for nonminorities, however, provide a base
against which to compare the use of health services by minorities. In
sum, gross indicators of access to and utilization of health services
show improvement for the Nation as a whole and for those minorities
for whom data are available.

Traditional Measures Are Incomplete

The narrowing of the disparity in reported use of health services
between minorities and nonminorities is an encouraging trend. The
data, however, are lacking for many of the minorities. Moreover, the
indicators themselves do not reflect delays between the onset of
problems and the seeking of medical attention, severity of the problem
when care is sought, quality of the care received, and whether
appropriate referrals are made to specialists.

Information provided to the Task Force from a variety of
non-Federal sources, including health professional and minority
organizations, and the Tasks Force's professional judgment indicate
problems relating to health services persist for minorities. The
following exemplify such problems:

e The disparities in death rates between minorities and
nonminorities remain despite overall increases in access and
utilization that have been noted.

* Language problems hamper refugees and immigrants when
they seek medical care and try to explain their symptoms to
providers.

e Blacks with cancer tend to postpone seeking diagnosis
of their symptoms longer than do nonminorities, and
delay initiation of treatment once diagnosed.

* A smaller proportion of Black women than White women begin
prenatal care in the first trimester of pregnancy (63 percent
versus 76 percent in 1980), a factor related to the high Black
infant mortality rate. The 1990 health objective for prenatal
care states that a minimum of 90 percent of mothers in any racial
or ethnic group should begin care in the first trimester of
pregnancy.
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* The postneonatal death rate, which constitutes the bulk
of infant mortality for American Indians and Alaska Natives,
remains high. Postneonatal mortality implies an adverse milieu
for the infant and is thought to result from such problems as
infectious diseases, unintentional injuries, and a lower use of
health care for these acute problems.

Continuity of Care

Continuity of care is associated with improved health outcomes
and is presumably greater when a patient is able to establish an
ongoing relationship with a particular provider. The issue is central
because many of the major killers of minorities, such as cancer,
cardiovascular disease, and diabetes, are chronic rather than acute
problems and require repeated visits and extended treatment
regimens.

* A higher percentage of Blacks and Hispanics than Whites
report that they they have no usual source of medical care (20
and 19 percent versus 13 percent).

* Proportionately fewer Blacks and Hispanics than Whites report
that they use a physician's office as their usual source of care
(46 and 54 percent versus 70 percent).

* Proportionately twice as many Blacks and Hispanics than
Whites report they use hospitals and health clinics as e
usual source of medical care. In 1980, more than 25 percent of
all visits to physicians made by Blacks occurred in hospital
clinics or emergency rooms compared to 11 percent by Whites.

e Refugees are eligible for special refugee medical assistance
during their first 18 months in this country. After this,
however, refugees who cannot afford private health insurance and
who are ineligible for Medicaid or state medical assistance may
become medically indigent.

e Many American Indians and Alaska Natives live in areas where
the availability of physicians is half the national average,
and the Indian Health Service may not be able to provide
coverage.

Financing Problems

Many of the minorities tend to rely on Medicaid and charity care
for their medical treatment because they have no other sources of care
or ways to finance that care. Elderly minority people are less likely
than Whites to supplement Medicare with additional private
insurance.
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®* Proportionately three times as many Native Americans, Blacks,
Hispanics, and certain Asian/Pacific Islander groups as
nonminorities are impoverished (29 percent to 35 percent versus
11 percent).

®* Proportionately twice as many Blacks and three times as many
Hispanics as nonminorities have no medical insurance whatsoever
(18 percent and 26 percent versus 9 percent).

® Of those who had no insurance, 35 percent did not see a physician
during the past 12 months compared to 22 percent for those who did
have insurance.

The problem of how to apportion fairly the costs associated with
uncompensated hospital care is a major concern. The traditional
practice of paying for this care through increased charges to other
individuals and third party payers has become increasingly
unacceptable as price competition among hospitals has heightened.

Public and private, not-for-profit, inner city hospitals bear the
greatest share of the uncompensated care burden and are not likely to
offset these expenses by attracting more paying patients. Unless
solutions to the uncompensated care problem are found, the financial
viability of these institutions may be in doubt. Access to health
care is predicated upon the ability of both individual providers and
institutions to meet the needs of the populations they serve.

Many States are now exploring the issue of uncompensated care
through task forces or commissioned studies.

The composition of each State's medically indigent population
varies according to its employment patterns, degree of unionization,
structure of its Medicaid program, and other factors which differ
among States. It is important, therefore, to encourage the States to
undertake their own data collection efforts to define their medically
indigent populations and devise policy initiatives that meet their
particular needs. The DHHS can provide a clearinghouse function in
these endeavors by providing baseline information, making available
the results of other States' inquiries and initiatives, and providing
technical assistance on questions of methodology.

Implications of Diversity

America is rich in' the diwviersity of s mhinoriiFie sEllic e tre
more than 500 federally recognized American Indian tribes, 23
different countries of origin for Asian/Pacific Islanders, and three
major places of origin for Hispanics. This diversity among
populations is reflected in language difficulties, in cultural
practices and beliefs with respect to illness and health, in
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differences in their birth rates, in differences in the afflictions
which kill them, and in differences in their needs for types of
services and the duration of health care.

DEPARTMENTAL ACTIVITIES

The following activities should be pursued by the Department in
the area of delivering and financing health services.

* Serve as a resource to States as they study the problem of
health care for the medically indigent. Encourage States to
include consideration of minority subgroups in their research.
Place a particular focus on the employed uninsured.

¢ Evaluate the changes taking place in the health care
environment to assess their effect on uncompensated care and,
in particular, on public hospitals. Resulting actions could
lead, for example, to the formation of risk or revenue pools by
the States.

* Emphasize prevention and primary care and promote, through
existing program authorities, the concept of community-oriented
primary care in those areas where problems of access appear to
predominate.

* Target Federal categorical initiatives to trouble spots
identified through the mid-course review of progress toward the
1990 Health Promotion/Disease Prevention objectives.

* Continue and expand the Department's participation in the
Healthy Mothers/Healthy Babies Coalition, which has proven
successful in addressing the issue of prenatal and perinatal
care for low income women.

e Expand prenatal care Medicaid benefits, within existing
program authorities, for high-risk pregnant women to include:
nutrition supplements, psychosocial and health education classes,
birth education classes, prenatal vitamins, and other health care
upon authorization by the woman's physician.

e Use the established communication networks of organizations
within minority communities as conduits for the dissemination
of information about health promotion, disease prevention, and
the use of health services.
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HEALTH PROFESSIONS DEVELOPMENT

Introduction

Health care professionals are essential to any program that aims
to improve the health status of minorities, since they are the
providers who assist in preventing illness and restoring health. The
Task Force recognizes this centrality and believes the Department must
forge a partnership with the health professions' community and others
to address jointly the health issues confronting minorities. The Task
Force presents recommendations for developing health professionals
both outside and within the Federal Government.

RECOMMENDATION 4: DEVELOPING STRATEGIES OUTSIDE THE
FEDERAL SECTOR

The Department should initiate discussions with minority and
nonminority health professional organizations, academic institutions,
State governments and health departments, and other entities from the
public and private sectors, to develop strategies to improve the
availability and accessibility of health professionals to minority
communities.

Considerations for Discussion

Analyses of data on the availability of health professionals have
provided some insight into the issue of the persistent disparity in
the health status of minorities. Several factors, however, require
further investigation concerning minority and nonminority health
professionals and their roles in minority communities.

e Minorities (and nonminorities) live in communities that do
not generally conform to the specific geographic boundaries
of political jurisdictions (states, counties, wards, districts,
etc.). Minority communities are not evenly distributed and
frequently cross over these geographic boundaries. In contrast,
record-keeping and other processes for monitoring (and
potentially influencing) the availability of health professionals
and resources are generally determined by and restricted to these
political boundaries.

e The size of a minority group, number of cultural subgroups,
and demographic features such as pattern and distribution of
minority communities are factors that influence the number of
health professions' students that each group might be expected
to generate and the degree to which a minority group can
support a cadre of health professionals in their communities.
With few exceptions, minorities are underrepresented as
students and practitioners of the health professions. For
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example, the percentage of Blacks (11.5 percent of the population)
in medical schools has decreased from a high of 6.3 percent
(1974~75) to 5.5 percent (1983=-84)F

* Differences in the availability of health personnel resources
to minority communities are apparent regardless of the minority
group being considered. Communities located in urban/metropolitan
counties appear to have significantly more professional resources
available. Some of these professionals, however, are committed as
faculty, administrators, and researchers, thus making their
patient care contributions difficult to evaluate. The
aggregate number of health professionals in cities overstate
the actual availability of practitioners for patient care.

®* The availability and accessibility of health personnel are
separate but related issues. The first is a critical initial
measure of resource potential, but is not an effective measure
of health care capability unless the latter is also considered.
Both of these critical issues must be addressed in planning for
the future.

In addition to these considerations, increasing health personnel
resources must involve interaction among the several groups that
influence the health professions. Most of the health disciplines
which collect data on their professional members do so on a national
basis. Licensure of practitioners is accomplished at the State level,
while accreditation of training institutions and certification of many
allied health professionals is done by national and State bodies.
Interests should be discussed and coordinated between those who
influence the numbers and types of health personnel and those who
wish to increase the numbers of health professionals in specific
geographic areas.

Data on the participation of each minority group and subgroup in
the various health professions is a prerequisite to determining how
these personnel contribute to improving the health status of minority
communities. Data on students are more readily available than
data on practitioners, but even these are not available for many
health disciplines and/or for many minority subgroups.

DEPARTMENTAL ACTIVITIES

The following activities recommended for DHHS would provide a
mechanism for sharing the Task Force's findings with the health
professions' community, and concurrently provide a forum for dialogue
between interested and involved parties at all levels. Discussions
with the non-Federal sector should:

* Provide for a better integrated system for the collection
and analysis of data on: the numbers of health
professionals providing health care within minority
communities; the practice patterns and demographic features of
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providers who serve these communities; and the numbers of

minority health professional students in training by
discipline.

Identify implementation strategies to address critical health
professions' educational issues, such as: increasing minority
participation in the various training areas; strengthening
training program curricula by making them more culturally
sensitive to minority patients and minority health problems as
identified in this report; and providing continuing education
programs for training on minority health issues.

Activities Within the Federal Government

Development of a partnership for action with health professionals
outside the Federal Government should be supplemented with coordinated
action within the Federal Government. The Federal Government
maintains a substantial health professions' resource within the
Department and other elements of the Executive Branch. This resource
can and should be provided with the findings of this report so that a
cohesive approach may be developed with respect to the availability
and accessibility of health professionals to minority communities.

RECOMMENDATION 5: DEVELOPING STRATEGIES WITHIN THE
FEDERAL SECTOR

The Department should conduct both intra- and interdepartmental
reviews to identify and provide for collaboration between the various
activities currently being supported within the Department and other
elements of the Executive Branch, respectively. The reviews should
focus on programs that have impact on the actual or potential
availability of health professionals to minority communities.

Coordinated Effort

The Federal Government maintains a substantial health professions'
resource. For example, it employs more than 18,000 physicians engaged
in a variety of activities which affect the health care of the Nation.
Within DHHS, the Public Health Service supports a number of programs
designed to address shortages of minority health professionals (as
practitioners and researchers) and place health professionals in
medically underserved areas. These resources should not duplicate
actions taken by other entities within DHHS or by other Federal
agencies.
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DEPARTMENTAL ACTIVITIES

As part of the proposed reviews, discussions and dialogue between
responsible program officials should be stimulated to enhance DHHS
ability to address the persistent problems of providing health
professionals for underserved minority communities. Examples of
activities which DHHS could undertake follow:

* Sponsor a series of conferences, directed toward practitioners,
to promote the findings of this report and to develop health
education and health promotion techniques for minority
populations. The seminars should be made available to those
practitioners within the National Health Service Corps, the
Indian Health Service, and practitioners working under
DHHS grants, to identify areas where the impact of their
respective resources on minority communities might be
enhanced.

* Encourage other Departments and agencies of the Executive Branch,
especially the Veterans' Administration, to conduct training seminars
on health education and health promotion techniques for minority
populations. The seminars should foster interdepartmental support
to improve the health of minorities.

e Collaborate with other agencies in the Executive Branch, such
as the Department of Education, the National Science
Foundation, and others, to encourage more minority researchers
to apply for Federal research grants, and to encourage more
minority science faculty appointments to health and
health-related training institutions. A model program that
addresses the problem is the National Cancer Institute's
Minority Investigator Supplement to Investigator Initiated
Awards, which provides a means for entering into research grant
programs and the opportunity to utilize the research skills of
the minority investigator.

e Examine ways to increase minority representation in

preventive medicine, public health, health education,
communications, and other health professions.

24



COOPERATIVE EFFORTS WITH THE NON-FEDERAL SECTOR

Introduction

Activities to improve minority health cannot be confined solely
to the Federal Government. The participation of organizations at all
levels--National, State, municipal, and community--is vital to achieve
improved health for minority individuals. State and municipal
agencies are increasingly aware of the unique needs of their minority
residents. Many localities, in fact, have developed plans to meet the
national 1990 objectives for their health care needs.

The private sector can often be a very effective channel for
programs targeted to minorities. National organizations concerned
with minorities such as the National Urban League and the Coalition of
Hispanic Mental Health and Human Services Organizations (COSSMHO)
include health-related issues in their national agendas and are
actively seeking effective ways to improve the health of minorities.
Organizations such as these have a powerful potential for effecting
change among their constituencies because they have strong
community-level, "grass roots" support.

Changes in health behavior frequently depend on personal
initiative and are most likely to be triggered by health promotion
efforts originating from locally-based sources. Indeed, community
involvement in developing health promotion activities can contribute
to their success by giving credibility and visibility to the
activities, and by facilitating their acceptance. By addressing
health problems that occur within their own communities, minority
residents can empower themselves to press more actively for adequate
and comprehensive efforts aimed at improving the health of individuals
and the community.

Not all minority communities, however, have the ability to
identify their own health problems and initiate activities to address
them. It is here that the Federal Government's knowledge and
expertise in health can join with community and other non-Federal
groups to strengthen minority-related health activitiess

RECOMMENDATION 6: BUILD THE CAPACITY OF THE NON-FEDERAL
SECTOR TO ADDRESS MINORITY HEALTH
PROBLEMS

DHHS should increase its involvement with State, local, and
community agencies and organizations to encourage efforts
specifically oriented toward meeting minority health needs.
Recognizing that communities have unique insights into their own
health problems, DHHS should undertake activities to increase
awareness by minority communities of the Federal ability to provide an
overview of health problems and to provide technical assistance.
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Through departmental efforts in assisting communities to define local
health goals, objectives, and priorities, develop strategies for
resolving health problems, and set action plans into operation,
localities can build an internal capacity for meeting the health needs
of local minority populations.

Overview Position of DHHS

The Federal Government, through DHHS, is in a unique position to
serve as a knowledgeable resource to State and local agencies and to
private health-related organizations. Through its efforts in data
collection, surveillance of health indicators, research programs on
specialized health topics, and delivery of model health services, DHHS
retains a national overview of the health problems and demographic
descriptors of minority populations in the United States. Examples of
these resources include:

* National surveys of health status and health services utilization
conducted by the National Center for Health Statistics (NCHS).

° Specialized survey research, such as the National Drug Abuse
Survey conducted by the National Institute on Drug Abuse (NIDA),
and the National Survey on Physical Violence in American
Families funded by the National Institute of Mental Health (NIMH)
and the National Institute on Alcohol Abuse and Alcoholism (NIAAA).
Both surveys are oversampling Blacks and Hispanics in their 1985
cycles.

® The research and surveillance role played by the Centers for
Disease Control (CDC) in areas of infant mortality, homicide
and suicide, and diabetes.

® Model information and educational programs in each of the six
priority areas carried out by almost every agency.

* Demonstration programs, such as those sponsored by the
National Institutes of Health (NIH) that introduce proven preventive
and therapeutic regimens and health care delivery advances to
the public.

Special community needs often can be identified very effectively
at national and local levels by organizations concerned with specific
minority subgroups. Plans for intervention will be stronger and more
effective if they are initiated by groups that are familiar with a
community's culture, traditions, and languages and that can mobilize
local resources and networks for resolving particular health problems.

Some minority communities, however, do not have sufficient
information to define their greatest health needs and to develop
community strategies and constructive approaches for resolving these
problems. Where it is fitting and appropriate, DHHS can provide
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states, municipalities, or communities with a national overview of
their place within a larger context, and share the benefit of
experience gained from programs that have proven successful in other
localities. The Model Standards for Community Preventive Health
Services project, a collaborative effort of CDC, the American Public
Health Association, and associations of State, territorial, county,

and city health officials, is a prime example of this kind of program
actrHyhiEy:

Providing Technical Assistance

The Department can provide technical assistance to State and local
health agencies, community-level organizations, business and industry,
professional and voluntary health associations, and other private sector
groups. Serving in a consultative or advisory role, DHHS experts can
assist the states in addressing problems that lie within the state's
jurisdiction (e.g., infant mortality, homicide, school health) by:

* Providing specific information to allow the health community
to take prudent action.

e Identifying special health problems and needs.
e Organizing and planning minority-relevant intervention approaches.
e Suggesting mechanisms for implementing plans.

Cooperative Efforts

The following examples demonstrate ways the Department has worked
with States, communities, and other organizations to build local capacity
to meet health problems.

Technical Assistance to States. Upon request of State health author-
ities, the Low Birth Weight Prevention Work Group will send Infant
Mortality Review Teams (IMR teams) to conduct geographically focused
infant mortality reviews and investigate conditions associated with
high or changing infant mortality. The IMR teams, composed of experts
from the public and private sectors, serve as consultants and assist
State health departments in gaining a better understanding of local
difficulties in reducing infant mortality, in gathering precise
information regarding local maternity and infant health care systems,
and in developing strategies that will provide opportunities for
ameliorating local problems.

Specialized Community Health Services. The On Lok Senior Health
Services is a community-based, long-term care organization serving the
frail elderly, many of whom are Asian. On Lok began as a

federally funded research and demonstration project in 1972, and was
able to assume its own financial responsibility by 1984. Services
include hospitalization for acute conditions, a nursing home, a
pharmacy, professional services (dentistry, optometry, podiatry, and
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other subspecialty medical services), home health services, nutrition
programs, housing for the elderly, and transportation to medical care.
Similar specialty services have been developed in other communities
based on the On Lok model, such as women's health, substance abuse
programs, and youth programs. The On Lok experience indicates that it
may be more feasible to develop specialty services in a particular
community rather than a more comprehensive health program.

Community Efforts. Results from research sponsored by DHHS are freq-
uently disseminated to the general public or to target populations with
the cooperation of national and local media, and community networks.

The National Cancer Institute launched a special cancer
prevention awareness program for Black Americans.. It began with a
mass media effort aimed at increasing awareness among Black citizens
that everyone can do something to reduce the personal risk of cancer.
The mass media effort will be followed by national and community-based
educational activities that rely on strong involvement of
traditionally Black organizations.

The National High Blood Pressure Education Program has worked
successfully with communities, State and local health departments,
industry, and professional and voluntary health organizations to
increase health professionals' and the public's awareness about the
risks associated with untreated hypertension and the opportunities for
effective treatment.

The National Institute on Drug Abuse (NIDA) has encouraged Black
organizations to incorporate drug and alcohol abuse prevention
activities into their national agendas. NIDA has also provided
guidance and support in the development and promotion of national
multicultural networks among Black, Hispanic, Asian, and Native
American families. One outcome is the development of a network among
Black parents and community organizations to stimulate community-based
prevention programs in drug and alcohol abuse. This model for a
"grass roots'" prevention program is being replicated in a select
number of cities across the country.

Business and Industry. A number of agencies within DHHS provide
technical assistance to individuals and organizations in business and
industry. The Office of Disease Prevention and Health Promotion (ODPHP)
is working with the Workplace Health Fund, a component of AFL-CIO, to
develop worksite health promotion programs through unions. ODPHP also
assists businesses in planning health promotion programs for the future
by identifying trends that influence work and health.

The National Heart, Lung, and Blood Institute (NHLBI)
cosponsored a conference with several major corporations to examine
positive outcomes derived from worksite health promotion programs.
NHLBI also developed the Cardiovascular Primer for the Workplace to
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assist private industry in developing cardiovascular risk reduction
activities. At present, NHLBI is examining ways of working with small
businesses to develop health promotion programs.

Health Care Settings. A leader in the field of preventive
interventions for victims of domestic violence has been the Harborview
Medical Center in Seattle. The Center developed a comprehensive
intervention model that addresses the needs of victims of spouse
abuse, child sexual abuse, rape, elder abuse, and assaults by
strangers. A model emergency room protocol for identifying adult
victims of domestic violence has been developed for hospitals in New
York State and can be adapted for use elsewhere. Efforts based on

these models need to be introduced and tested further in similar
health care settings.

DEPARTMENTAL ACTIVITIES

Activities in which DHHS can take a leadership role in initiating
cooperative efforts with the non-Federal sector to improve the long-term
health status of minority groups include:

e Support development, testing, and dissemination of model programs
suitable for minority community-based efforts for disease
prevention and health promotion, especially in the six priority
health areas.

e Provide technical assistance in the implementation of State and
local prevention programs that focus on the special needs of
minority populations.

e Increase collaborative efforts with State and local governments,
professional associations, and health-related voluntary and private
organizations, to develop their capacity to identify health
objectives, set priorities, and implement strategies to improve
the long-term health status of minority populations. This
collaborative effort should include:

--encouraging States to conduct reviews of their efforts to
address the health needs of minority populations.

--strengthening State, municipal, and local community capacities
to develop prevention initiatives aimed at the high incidence
of adverse health events such as drunk driving, family
violence, and drug abuse.

--advising States of Federal data on minorities relevant to
their localities and encouraging the States to develop data
on avoidable mortality by localatys:

--conducting forums through the PHS regional health offices

where communities can present model health programs targeted
to a particular minority health effort. A manual of these
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initiatives could serve as a resource to other communities
seeking information on effective prevention programs and
how to apply them in different communities.

--strengthening private and public efforts in addressing
minority health issues by convening meetings of groups, such
as leading private sector minority organizations, State
health agency officers, major voluntary organizations, and
professional organizations, to define specific minority
health issues and to discuss mechanisms for dealing with
them.

--encouraging organizations concerned with minority issues to
develop and promote health education materials that are
appropriate to the culture and the language of the minority
groups they serve.

®* Encourage the development of outreach programs that evaluate
high-risk subsets of minority groups.

¢ Initiate meetings with other departments in the Executive Branch
to address health problems of mutual interest oriented to
building the capacities of local communities. Appropriate
topics and agencies include:

--developing a combined strategy for prevention of homicide
with the Department of Justice.

--improving housing and reducing environmental hazards for
populations at high risk for injuries with the Department of
Housing and Urban Development.

--coordinating smoking cessation programs and other health

promotion programs under other Departments' sponsorship,
such as the Departments of Defense and Education.
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DATA DEVELOPMENT

Introduction

The Task Force believes that data issues are a major area for
recommendations and suggests that more extensive minority health and
illness data are needed to improve the information available to DHHS
and the private sector for making program and policy decisions.
Examples of why this is so include:

e National data on mortality rates for Hispanics are lacking.

* The accuracy with which ethnic group membership is described
on death certificates, especially for Hispanics, is variable.

e Studies based on diabetes mortality rates in minorities fail
to consider differences in incidence, age of omnset, availability
of medical care, education, socioeconomic status, and
interaction with hypertension.

* Population-based cancer registries often lack comparability
with information from the National Cancer Institute's
Surveillance, Epidemiology, and End Results (SEER) program.

e The incidence of sudden cardiac death in Blacks in relationship
to coronary heart disease has been examined, but no firm
conclusion is possible because of lack of data.

Reliable data are central to measuring progress in public health,
and are the key to assessing the current health status of the Nation
and measuring health status trends; recognizing both sources of and
solutions to problems; identifying health disparities between segments
of the population; and targeting efforts directly to specific needs.

The data available in the Task Force review and other reports have
pointed to disparities in death rates, health status, and health care
utilization between minorities and nonminorities, but more detailed
data are needed to enhance our understanding of the processes underlying
the disparity and to provide a better basis for rational program
planning, implementing, and monitoring. The effort to obtain reliable
data is especially challenging because minority populations are growing
rapidly, changing rapidly, highly mobile, and, therefore, difficult
to track yet have greater health problems than nonminorities.

RECOMMENDATION 7: IMPROVING AND FULLY USING AVAILABLE
SOURCES OF DATA

DHHES should undertake activities, which would Improve existing

sources of health data, such as: enhancing cooperative efforts with the
States in recording vital statistics, Incorporating specific
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racial/ethnic identifiers in data bases, and oversampling selected
minorities in national surveys. Furthermore, DHHS should support
Innovative uses of currently available data consistent with the
Privacy Act and confidentiality constraints. Analyses such as
cross-comparisons from different data sets and specialized studies
should be encouraged because they can contribute to understanding the
health status and needs of minority populations.

Steps to Better Understanding

Gaining better understanding and knowledge of the health of
minority populations requires improving the collection of quantitative
data on the incidence and prevalence of health problems in these
populations. Analysis of health status data with specific minority
identifiers will allow elucidation of relationships between factors
that may be responsible for the disparity in death rates. For
example, the Task Force has concluded that data on the incidence of
chronic heart disease in Black populations are inadequate because
relatively few studies include significant numbers of Blacks.
Recognition of these needs has led to some efforts to obtain more
data, such as the surveillance of chronic heart disease events in a
predominantly Black community being performed under the sponsorship of
NHLBI. Similarly, the Hispanic Health and Nutrition Examination
Survey (HHANES) will advance knowledge of health and nutritional
status among Americans of Mexican, Puerto Rican, and Cuban origin
through special data collection efforts. Until this survey, data on
the health status of Hispanics were limited to self-reports such as
those compiled in the National Health Interview Survey (NHIS).

Sources of Health Data

DHHS receives health data on a variety of topics from a wide
range of sources. Vital statistics data on births, deaths, marriages,
and divorces are provided by the States to the National Center for
Health Statistics (NCHS), the Nation's chief health data collection
agency. NCHS also conducts national surveys based on samples that are
representative of the total U.S. population. These surveys include
NHIS, the National Health and Nutrition Examination Survey (NHANES),
the National Ambulatory Medical Care Survey (NAMCS), the National
Hospital Discharge Survey (NHDS), and other data collection activities
that document the health characteristics of the United States
population. Other data on health status and health care utilization
are furnished by States and local sources to the Centers for Disease
Control (CDC), to the Health Care Financing Administration (HCFA)
through its Medicaid and Medicare programs, to the Social Security
Administration (SSA), and to various programs within the Department
that may be studying health problems within specific populations.
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Problems with Existing Sources of Data

The data now collected by the Department comprise a useful base
for health-related study and analysis. The Task Force, however, has
identified a number of problems with existing data relating to the
health of minorities.

One problem is the lack of common practices among the States in
recording ethnicity identifiers in their reported data. Few States
require a Hispanic identifier on death certificates, and the quality
of the identifications that are made is variable. Furthermore,
individuals who fill out death certificates may do so inadequately
because of insufficient training and understanding of the importance
and uses of the informationm.

When race and ethnicity are recorded in Federal data collection
efforts or for administrative record keeping, the Office of Management
and Budget (OMB) provides minimum requirements for the categories to
be recorded. The Office of Federal Statistical Policy and Standards
Directive Number 15 classifies race as: 1) American Indian or Alaska
Native, 2) Asian or Pacific Islander, 3) Black, and 4) White.
Ethnicity is defined as: 1) Hispanic origin, or 2) Not Hispanic
(Ehealfzslinl

Although these categories, as mandated, are too broad to permit
delineation within subgroups, the greater difficulty is that many DHHS
statistical files and data bases fall short of meeting even the OMB
requirement, particularly administrative records, self-reported
hospital forms, and some social security claims. Furthermore, some
DHHS data bases that originally contained data specifying minority
group status have aggregated that data into a category labeled
"other", thus losing the racial/ethnic integrity of the data.

Another problem relates to data collected from national surveys.
Current surveys provide a good indication of the health picture of the
Nation as a whole, as they are designed to do, but only limited
information is available from them for many minority populations.
Surveys usually sample minorities in proportion to their presence in
the U.S. population. More data exist on Blacks, as the
largest minority group and, indeed, NCHS has data on Blacks going back
to the 1960's, the earliest period for which tapes are available.
Smaller groups, such as Native Americans or Asian/Pacific Islanders,
are represented by far fewer households. National surveys may include
too few minority individuals to permit reliable analyses of health
data for a particular group.

The Task Force has concluded that inconsistencies in data
collection practices among the States, such as inadequate recording of
some ethnic identifiers, overaggregation of minority data, and
insufficient representation of minorities in national surveys are
areas needing improvement.
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Strategies for Improving Data

Two strategies for improving data on minorities are oversampling
and targeted studies. Both approaches have advantages and
disadvantages that need to be weighed when planning data collection
efforts.

Oversampling of minorities offers the advantages of improving the
precision of the data and allowing comparison with other groups for
which data were collected contemporaneously. Oversampling in national
surveys, however, presents the problem of developing valid and
reliable procedures to select a randomized, representative sample of
minorities. Moreover, additional costs are involved in oversampling
in a national survey. Thus, there is a trade-off between costs and
precision of information.

Another strategy for obtaining improved data is to mount targeted
studies of specific minority populations or geographical areas. This
technique would enhance knowledge of an identified group without the
cost and difficulty of a national sample. By virtue of their targeted
focus, however, such studies yield data that may not necessarily be
comparable to other populations. Thus, careful planning is necessary
to ensure that meaningful comparisons can be made.

The choice of sampling strategy is influenced by the issue being
addressed, the needed degree of oversampling and its attendant costs
and complexity, the geographic concentration of minority groups, and
other considerations. Although oversampling or targeted studies may
correct deficiencies in national surveys, the technique selected must
be tailored to the particular data-gathering effort.

Using Existing Data

Many agencies in DHHS and other Federal Departments routinely
collect information for administrative and other programmatic purposes
that may contain health or ethnic identifying data. Presently,
legislative restrictions that protect the privacy of individuals
prohibit the exchange of administrative data for statistical research
purposes. A solution to this dilemma is to establish conditions for
the greater linkage of records among agencies to be used only for
statistical research purposes. The rights of individuals to privacy,
however, must be protected. Record linkage is one effective way to
obtain needed information on small populations without great cost.

Record linkage has been supported consistently by DHHS in the
past. Because of the tremendous wealth of information on minority
health that could be gleaned from administrative records in this and
other Departments, an appropriate resolution should be explored.
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DEPARTMENTAL ACTIVITIES

To enhance the opportunities for more effective data collection
relating to minorities in the United States, DHHS should pursue the
following activities:

Assign high priority to cooperative efforts between DHHS and the
States directed at developing standardized Hispanic identifiers
in vital statistics records (death, birth, marriage, and divorce
certificates).

Strengthen and expand efforts between the Department and the
States to develop a national data base of linked birth and
death records for analyzing infant mortality.

Strengthen and expand cooperative efforts to train personnel to
complete vital statistics records accurately (particularly with
regard to correct coding of causes of death and racial/ethnic
identifying items).

Establish a mechanism to evaluate the quality of information on
death certificates to determine if guidelines for completing the
items on the certificate are followed.

Require all DHHS agencies that collect health data from in-
dividuals to include race and ethnic identifiers, as defined by OMB.
Where possible and desirable, further breakdown within racial and
ethnic categories should be recorded, e.g., national origin of
Hispanics and Asian/Pacific Islanders.

Maintain specific racial/ethnic identifiers when processing
original data. For those data collected cooperatively from

the States by agencies such as CDC and NCHS, efforts should be
increased to overcome barriers to obtaining data with standardized
race/ethnicity identifiers.

Oversample selected minorities in national surveys of health
indicators or conduct targeted studies on minority health
problems, as appropriate.

Work with the Census Bureau to improve health-related, minority-
specific data collection for the 1990 census.

Analyze and highlight minority health issues, especially in the

six health priority areas, that result from improved minority
identifiers in data collection.
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®* Develop mechanisms for matching individual records from among
government data sets, within and between Departments, for
health and statistical research purposes. DHHS should
encourage and support legislative changes to allow such
matching to occur with the appropriate safeguards.

®* Investigate, in the absence of legislation permitting data
linkage across DHHS agencies, mechanisms whereby the minority-
specific, health-related data collected by each agency can be
analyzed and published.
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RESEARCH AGENDA

Introduction

The Task Force has reviewed a considerable body of scientific
knowledge related to the disparities in health status between minority
and nonminority populations in the United States. It is evident that
most of the disparity can be attributed to six areas identified as
major contributors to excess mortality among minorities. Although the
Task Force Subcommittees have explored physiological, cultural, and
societal factors that may be responsible for the health disparity,
many unanswered questions remain. Resolving these questions will
require continued research and analysis to increase the base of
scientific knowledge and to elucidate factors that put minorities at
greater risk for illness and death.

The research activities recommended by the Task Force refer
primarily to needed minority-specific health issues. The huge volume
of ongoing research, particularly basic research already conducted
through DHHS, applies to all populations, including minorities.
Research into the etiology of diseases, treatment of diseases, and
improved health service delivery will continue to benefit all
Americans. The research proposed by the Task Force, however, is of
major importance to minority health because it specifically aims at
understanding the reasons underlying the longstanding disparity of
health status in the United States. It offers the means to prevent or
reduce much of the illness and death experienced by minorities in
disproportion to their representation in the American population. The
spectrum of suggested activities includes research into the etiology
of diseases, research in behavioral and social sciences, clinical
studies of treatment and treatment outcomes, research on the dynamics
of health care and its impact on disease, and appropropriate
interventions for disease prevention and health promotion.

The research agenda presents examples of priority areas for
immediate investigation. The Subcommittee reports provide a rationale
and fuller elaboration of the recommended research activities. By no
means do they exhaust the range of activities needed for further
research into minority health.

In addition to research into the reasons for the disparity,
separate studies need to evaluate the impact of DHHS and other Federal
programs on the health of minorities. Such studies are needed to
coordinate departmental policies and programs, to identify areas where
program efficiency can be improved and costs reduced, and to provide a
measure of the extent to which policies and programs are achieving
their objectives. Recognizing this, the Task Force includes
evaluation studies as an integral part of the research agenda.
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The Task Force suggests that each agency of DHHS review its
portfolio of federally supported research and its applications for
research funding to ensure that minority health issues are included.

RECOMMENDATION 8: RESEARCH AGENDA

The Department should adopt and foster a research agenda to
Iinvestigate factors affecting minority health and should incorporate
appropriate research activities on minority health into ongoing
research programs consistent with the referral guidelines of each DHHS
agency. The Task Force considers the following areas to be of major
Importance for research:

Risk factor identification

Risk factor prevalence

Health education interventions

Preventive services interventions
Treatment services

Sociocultural factors and health outcomes

DEPARTMENTAL ACTIVITIES
I. Research into Risk Factor Identification

Risk factors are the characteristics of individuals that are
associated with the occurrence of health problems. Their identification
is important to elucidate possible etiologic factors for a disease,
to identify individuals or populations likely to experience health
problems, to institute early preventive measures, and to identify groups
on whom preventive or educational interventions can be concentrated.

More information is needed to clarify whether risk variables that
contribute to the occurrence of disease in White populations contribute
to disease differently in minority populations. For example, Black
males have a higher prevalence of hypertension than Whites but experience
a similar rate of mortality from coronary heart disease (CHD) as White
males. Similarly, some Hispanic subgroups, specifically Mexican Americans,
have a higher prevalence of diabetes, another risk factor for CHD, but
exhibit lower mortality rates from CHD than Whites.

For the most part, identifying risk factors, defining risk status
(whether a person is at high or low risk for a health problem),
establishing risk profiles (distribution of risk status in a
population), and following trends in risk patterns can be accomplished
by well-designed epidemiologic studies. The impact of behavioral,
physiological, and environmental factors also can be assessed in such
studies.

Certain minority groups, such as second-generation Chinese, have a

more favorable health status for certain conditions or have reduced
all-cause mortality. Studies of populations at low risk for certain
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diseases also will add to understanding the relationship of risk
factors to disease. DHHS activities to identify risk factors for the
major health priority areas include:

* Identify and quantify, where possible, behavioral, physiological,
and environmental risk factors for CHD, cancer, and diabetes in
each minority group. Determine if the risk factors for CHD
identified for White populations. act similarly in the minority
groups or if other risk factors, not yet identified, contribute
to CHD in minority groups.

e Identify behavioral, physiological, and environmental
characteristics of minority groups that place them at higher
risk for any of the six health priority areas.

e Assess the impact of hypertension as a risk factor for morbidity
and mortality in all minority groups.

e Identify the determinants of smoking behavior, cessation, and
cessation maintenance in minority populations, particularly
among pregnant minority women, Blacks, Hispanics, and Native
Americans who may suffer the delayed effects of increasing
rates of smoking.

e Determine the relationship of high rates of obesity found in
Black females to their consequent excess mortality from CHD.

e Investigate the role of high-density lipoprotein (HDL) levels
in influencing CHD outcome in Black and other minority males.

e Investigate links between dietary potassium and sodium intake
(and other electrolytes) and hypertension in Blacks and other
minorities.

e Study variables such as income, employment, school truancy, drug
and alcohol problems, educational attainment, and accessibility
of handguns as possible risk factors for homicide, particularly
among Black and Hispanic males.

e Support improved studies of situational correlates of homicide and
nonfatal assaults aimed at identifing high-risk situations for
which preventive interventions are needed.

e Support studies on risk factors for deaths from unintentional
injuries, suicide, and homicide among Native Americans and
other minorities.

e Support studies on risk factors for suicide among Asian women,
particularly those of age 45 and older.
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* Investigate generational factors related to birthweight since
the birthweight of the offspring appears to be correlated with
the weight of the mother at her birth. Investigate racial/ethnic
differences and socioeconomic resources related to differences
in birthweight.

e Elucidate the role of physiological, social, psychological,
and environmental stress on pregnancy outcome in different
racial/ethnic groups, for example, the effects of unplanned
pregnancy, unmarried status, low economic status, and employment
in physically stressful jobs.

* Study the influence in Black women of nutrition as a risk
factor for cancer, cardiovascular disease, and low-birthweight
offspring.

e Conduct studies to understand dietary and exercise patterns more
thoroughly in the four minority groups.

e Focus research efforts on the preventable causes of postneonatal
mortality, including causes of accidental death. Research should
encompass the interrelationship of individual and family
behaviors, and health care delivery factors that influence the
use of well and sick baby care, and immunization of babies.

e Initiate descriptive studies to identify occupational risks
associated with the leading causes of death and disability in
minority populations.

e Investigate minority status as a risk factor for safety in the
workplace, including monitoring excessive exposure to contaminants
from occupational sources and environmental pollution.

e Assess factors contributing to excess deaths due to cardiovascular
disease in Native American men aged 35-39 years old.

Il. Research into Risk Factor Prevalence

Disease patterns may be shared by an entire minority population, a
subset of that population, a certain age group or gender, or geographic
grouping of the minority population. Risk factor prevalence in such
groups which share a health status trait warrant careful investigation,
not only in cases where a clear disease burden is evident but also for
diseases in which a subgroup displays better health. Activities to
study risk factor prevalence for the major health priority areas should
include:

e Continue to support large-scale, population-based prospective
studies of coronary heart disease, similar to the Framingham
studies and/or community-based studies for minority
populations. Among the many Hispanic subgroups, Puerto Ricans
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and Cubans living in the United States have not been studied
extensively and particularly warrant such research. Sudden
death rates from CHD among Blacks need to be investigated by
age and gender. Surveillance of the offspring of individuals
studied is needed to understand coronary disease trends and to
elucidate familial contributions to the incidence and disease
process in these population groups.

Study serum lipid levels, dietary risk reduction information,
interventions, and behaviors for Puerto Rican, Cuban, and
other Hispanic populations.

Assess the relationship between dietary patterns in minority

groups and the development of diabetes, cancer, and cardio-
vascular disease (CVD). Strengthen nutritional status surveillance
of low income minority populations.

Design epidemiologic studies to evaluate differences in the
distribution of diabetes in minority groups and the

impact of physiologic variables on these differences. Study
etiology of diabetes using diabetes blood group analysis,
particularly for American Indians.

Support cohort studies to gain more insight into the etiology
of drug abuse among minorities.

Examine smoking prevalence and industrial exposures as contributing
to CVD and the rapid rate of increase in lung cancer in Blacks.

Examine factors associated with unplanned pregnancies, including
both nonuse and inadequate use of contraceptives, in high-risk
minority women and teenagers. Unplanned pregnancies are
associated with worse patterns of prenatal care and higher

rates of low birthweight.

Investigate the prevalence of multiple risks (e.g., smoking
and drug abuse) among different minority populations to

understand possible synergistic effects on pregnancy outcome.

Initiate prospective studies on perinatal outcome (low birth-
weight and infant mortality).

Research into Health Education Interventions

Health education interventions are directed at improving the
awareness of individuals and communities about controllable risk
factors associated with the causes of excess death and disability.
Components of the major health problems facing minorities that are
amenable to health education efforts include the misuse of alcohol
and drugs, use of tobacco, dietary habits, exercise, stress
management, compliance with medical regimens, and appropriate use of
preventive services. It is not always clear, however, which type of
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intervention is best suited to the target audience and what kinds of
outcomes should be expected from efforts to promote intervention
strategies for minorities. Activities for investigating health
education interventions include:

®* Develop health education techniques appropriate to particular
minority groups that will facilitate the adoption of specific
interventions for risk factors, especially among groups at
high risk for cardiovascular disease, cancer, diabetes, and
homicide. Such research should recognize different cultural
sensitivities and attitudes toward health behaviors related to
these problems.

®* Support research to develop and validate effective stress
reduction and behavior modification strategies for treatment of
coronary heart disease and its risk factors in minority
populations.

®* Develop model programs for use in community-based efforts to
prevent homicide and improve delivery of services to victims
of violence, such as the House of Umoja.

®* Support studies among minority groups to identify existing
health beliefs and practices more accurately.

®* Analyze factors associated with positive perinatal health
outcomes among Asian Americans to help identify ways to avoid
adverse outcomes for other minority populations.

®* Jdentify effective health education interventions for minority
groups in the areas of dietary risk factor reduction,
nutritional counseling, exercise, and smoking cessation.

® Support impact .and outcome evaluations of minority health
education interventions to help plan or modify interventions
and to justify the allocation of resources to such projects.

® Elucidate specific characteristics of minority populations that
may influence the dissemination of health information.

* Examine different methods of approaching minority populations,
through schools or worksites, to effect behavior change for
developing positive coping strategies. Explore differences
in coping strategies between males and females.

IV. Research into Preventive Services Interventions

Maintenance of health and prevention of disease are major
challenges to both the individual and the health community. To meet
the challenge, rigorous prevention-oriented research should be
initiated commensurate with the levels of need and representation of
minority populations. Components of effective disease prevention and
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health promotion interventions that address minority health concerns
and methods that build on the strengths of both urban and rural
families and communities are among the activities stressed in this
section. Research activities include:

* Assess the factors influencing compliance/noncompliance to
antihypertensive medication regimens, especially in Filipino
women. This group contrasts with other ethnic minority groups
in the United States in which women generally have better blood
pressure control than men.

* Design and support studies to develop prevention methodologies
especially in the areas of alcohol and drug abuse as well as in
each of the health priority areas. Assess the success of
prevention and treatment strategies for alcohol and drug abuse
in minority populations.

* Conduct evaluation studies to assess the impact of innovative
approaches to prevent adverse pregnancy outcomes, especially
for minority women. Sociological, behavioral, and biological
variables should be controlled.

* Investigate the usefulness of expanded screening programs among
minority groups, e.g., blood glucose screening in those over
age 50 for diabetes, hepatitis B screening for pregnant Asian
women, screening newborns for sickle cell disease, and sonography
for Black women at increased risk for multiple gestations.

* Determine the mechanisms by which pregnancy planning influences
prenatal care, birth outcomes, and infant well-being.

e Track victims of serious nonfatal violence (e.g., child abuse,
spouse abuse, assault) because these may be events preceding
homicide.

e Explore mechanisms for reimbursing counseling and patient
education services provided under Medicare and Medicaid programs.
Continue to develop demonstration programs, particularly those
that serve minority populations, to identify the best means
for reimbursing health education programs provided in clinical
settings.

e Assess usefulness of clinical settings to offer counseling to
minorities for key health behaviors.

e Support studies to identify beliefs, awareness, and prehospital
behavior that might potentially delay diagnosis and treatment of
cardiovascular disease, cancer, diabetes, and other conditions
in minority patients.
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V. Research into Treatment Services

Favorable health outcomes are related to accurate diagnosis,
appropriate and timely therapy, and follow-up. Understanding the
factors in primary health care settings that influence diagnosis and
treatment of minorities is important in developing intervention
approaches. Research is needed into the factors that operate in
medical care settings including: the dynamics of the patient-provider
relationship; the behavior, beliefs and attitudes of minority patients
and health care providers; and patterns of treatment/medical care
provided to minorities. Specific research activities follow:

®* Assess determinants of physician behavior that influence
patient interaction, follow-up, and the adoption of innovative
techniques for prevention, early detection, and treatment.

®* Determine how specific patterns of increased risk factors or
preexisting conditions determined to be more common among

minorities influence treatment approaches.

®* Develop methods to monitor coronary heart disease events that

occur in the community, such as: sudden death, hospital admissions

and discharges of patients diagnosed as having heart disease,
and emergency room visits for patients with chest pains and
related complaints.

®* Evaluate the long-term efficacy and safety of antihypertensive
medications, particularly in Blacks.

®* Identify delivery systems to facilitate the recruitment of
hard-to-reach pregnant women into early care programs.

®* Continue to evaluate the effect on perinatal outcomes of major
programs such as Maternal Infant Care, Improve Pregnancy Outcome,
and Supplemental Food Programs for Women, Infants, and Children.

® Elucidate how health service patterns and individual behavior
during illness affect cancer incidence, survival, and mortality

of minorities.

®* Develop model programs to foster participation of State and
Federal efforts in diabetes control.
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