


Healthy Indiana Minority Health Plan

We are proud to present the Healthy Indiana ndvity Health Plan for th State of Indiana.
This is another significant step forward in addressing the health disparities of minorities in our
state. In March 2002he Institute of MedicinlOM) released a reportith startling revelations
about health care delivery foninorities. The repd was titled "Ungual Treatment: What
Healthcare Providers Need to & About Racial and Ethnic Bparities in Healthcare." Not
surprisingly, the IO0M foundhat the vast majorityf studies indictedhat minorities are less
likely than whites to receive needed servicesluiting clinically necessary procedures. These
disparities existed in a number of diseaseas, including cancer, cardiovascular disease,
HIV/AIDS, diabetes, and mental illness, aak found across a range mcedures, including
routine treatments for common health problenMortality for many chronic diseases is 1.5 to
2.5 times higher for minorities.

Indiana has long been a leader in developing systeraonfront minority health disparities. The
Indiana Black Legislative Caucus has playegiweotal role for several decades in bringing
minority health issues to the forefront. 986, a Black and Minority Health Advisory
Committee was created to advisgliana State Health Commisser, Woodrow Myers, M.D.

The Interagency Council on Black and Minority Heavas also created. Five counties began to
form coalitions to address minority health issues in 1987, and the Indiana Minority Health
Coalition was incorporated in 1994. Thisogram has flourished and there are now 19
community coalitions throughout drana that address the heatibeds of all minorities. This
system of minority health caabns, which is unique in th@ation, has been an extremely
valuable component in comwinting these disparities.

The Indiana State Department Health has also been actiire the area of minority health
disparities with programs that include the ©dfiof Minority Health, the Office of Cultural
Diversity and Enrichment, a diabetes programnidmority clients, prenatal education programs,
HIV screening programs, a chronic disease mamage program that the State Department of
Health and the Office of Mediahiand Policy Planning are develngias a cooperative venture,
and multiple other endeavors.

During the last decade, Indiana has become&hmmore of a multi-cultural state, and the
challenges in meeting the health requirementalloHoosiers have increased. To more fully
define and understand the needs of minoritiesoun state, a Minority Health Report was
produced by the Indiana State DepartmenHeé&lth Minority Health Advisory Committee in
2001. The report provided valuable data ancation for development of this new State
Minority Health Plan. This plan is the resultinfensive efforts by Indiana State Department of
Health staff and multiple community partners and agencies that are members of the Minority
Health Advisory Committee. These goals aijectives are closely aligned with the Healthy
People 2010 priorities, but alsecognize the specific needs andawrces of our state. This
document will serve as a framework for discassiplanning, and implementation of new health
programs and will make a signifidacontribution to the overall efforts of our state to eliminate
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minority health disparities. The plan can seagean initial roadmagut now we must decide
where we need to go first, how we can get thanel what resources are available to make this
journey possible.

We are deeply indebted to Dr. Edwin Marshatid to the entire Minority Health Advisory
Committee for their efforts in developing this plan.

Sincerely,

6’%7@/% Wik , MO

GREGORY A. WILSON, M.D.
STATE HEALTH COMMISSIONER
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HEALTHY INDIANA — A MINORITY HEALTH PLAN
For THE STATE OF INDIANA

Health care services, treatment outcomes haadth status have improved for the general
population, but they have not improved equalyroportionately for all racial and ethnic
populations. Inequalities in care, outcomes, la@@lth status contribute and perpetuate the
existence and widening of disparities in mdity and mortality among Indiana’s American
Indian or Alaska Native, Asiaor Pacific Islander, Black or Atan American, and Hispanic or
Latino populations.

The Report of the Secretary’s Task Force on Black & Minority Health (U.S. Department of
Health and Human Services, 1985), thigiative to Eliminate Racial and Ethnic Disparities in
Health (U.S. Department of Healdnd Human Services, 1998), alidequal Treatment:
Confronting Racial and Ethnic Disparities in Health Care (Institute of Medicine, 2002)
identified and documented the existence ofthedisparities among racial and ethnic minority
populations living in the United Sts. The reports focused on settslisease-related areas that
contribute to health dispéies between majdy and minority populations. Cancer,
cardiovascular disease, chemical dependenabeties, HIV/AIDS, homide, infant mortality,
influenza and pneumonia, kidney disease, livezalie, and unintentional injuries are some of
the more commonly cited morbidities that diffetially impact racial and ethnic minority
populations.Diverse Communities, Common Concerns: Assessing Health Care Quality for
Minority Americans (The Commonwealth Funé8p02) took the approach of looking at health
disparities in relation to patiejpirovider communication, culturahd linguistic barriers, access
to health services, and patient pgations of respect by providers.

Indiana is rapidly becoming more diverse inpitgpulation, its language, drts culture — in both

its cities and rural areas. leasing diversity will create new alienges to the state’s ability to
care for the health and welfareitsf residents. Using the Cerss2000 reporting category of one
or a combination of one or more other races,gércentage distributiomd racial and ethnic
populations in Indiana are 0.6 pent (American Indian or AlasKdative), 1.2 percent (Asian or
Pacific Islander), 8.8 percent @Ik or African American), 3.5 percent (Hispanic or Latino), and
88.6 percent (White). Most of Indiana’s ra@ald ethnic minorities aoncentrated in nine
counties: Allen, Elkhart, Hamilton, Lak®larion, Monroe, St. Joseph, Tippecanoe, and
Vanderburgh.

According to theUnited Health Foundation State Health Rankings for 2002, Indiana ranks as the
22" state in terms of overall h¢lainess. However, in terms of racial and ethnic disparities,
Indiana ranks 40in Years of Potential Life Lost (YLL), with Blacks orAfrican Americans
suffering 15,120 potential years lost per 100,000 dfmrl before age 75 — a potential loss of
productive life that is twice asemt in the Indiana Black or Aian American population as it is
in the Indiana White population.
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In 2000 the American Public Heal&ssociation issued a Call tbe Nation to Eliminate Racial
and Ethnic Disparities in Healtharlier that year the U.S. partment of Health and Human
Services launched its ten-year public health agetieldthy People 2010 (HP2010), which
included the elimination of health disparitiesaciated with race, ethnicity, and socioeconomic
status as one of its two overarching goals. Bathatives stated the importance of community-
level partnerships with health systems, gowent agencies, businesses, community systems,
civic and faith-based organizatis, tribal organizations, phithropic agencies, and average
persons working collectively toward the comngwal of eliminating disarities in health.

The Indiana Minority Health Advisory @amittee (INMHAC) was created in 2000 by the
Indiana State Department of Health (ISDH) toypde advice and guidance to the Department in
addressing minority health disjiggs. The Committee subsequently was charged with the task
of proposing a plan for eliminatimgcial and ethnic health dispiées in Indiana. In preparation
for its task, the Committee adopted the missiateshent of “Hoosiers working together to
HEAL the GAPIn racial and ethnic health disparities &l people in Indiana. Its vision is to
propose a plan for Hoosiers to work togethegliminate racial and ethnic health disparities for
all people in Indianghrough the process 6fEAL —Health (promoting a state of complete
physical, mental, socialpd spiritual well-being)Equality (ensuring culturgt sensitive quality
health care and outcomes);cess (removing all barriers to iease the quality and years of
healthy life), and_eadership (actualizing goals throughia@oorative partnerships, innovative
relationships, and community involvement).

The state of Indiana, through theliana State Department okBlth and its Minority Health
Advisory Committee, hereby proposes a plan of boltation with public ad private partners to
address the goal of eliminating racial atlnic health disparities in Indian&lealthy Indiana —

A Minority Health Plan for the State of Indiana (the Healthy Indiana Nhiority Health Plan) is
founded in four overarching strategic goalattbapture the primary purpose for proposing,
developing, and implementing a minority-specifealth plan for the state of Indiana:

e Prepare evidence-based documentation of racidlethnic health disparities in Indiana.

e Develop a plan of interventional strategiesigeed to eliminate racial and ethnic health
disparities in Indiana.

¢ |dentify and solidify effective public/privateommunity-based partnerships to help
develop, implement, evaluate, and assegsomes of the proposed interventional
strategies.

e Eliminate disparities in health based on racethnicity among Indiana residents such
that the “gap effect” for any focus area is less than five percent.

Several key, overarching issues, concepts nagsons, and caveats must addressed and/or
acknowledged if the goals and objectiveshaf Plan are to be successfully realized.

| SSUES
e Health care disparity is a non-partisan issue.
e Equity in health care cannot be compromised.
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Diversity in the workforce can only be aeaplished through effective recruitment and
retention of underrepresented el@nd ethnic minority students.

A culturally and linguisticallicompetent health care environment is the foundation for
building a successful program to eliminageial and ethnic health disparities.

An understanding of the direct and indireetlth and economic impact of racial and
ethnic health disparities ondleducation and socioeconordievelopment of individuals
and local communities must not be underestimated.

CONCEPTS

The elimination or racial and ethnic health dispes and the attainment of health parity
can be achieved only through péirties working together wita collective consciousness
and commitment.

The public must acknowledge the existence souletal importance aficial and ethnic
health disparities and become ownefrthe process for their elimination.

Racial and ethnic health desqities are costly to sastly and the current economic
investment in the elimination of healtrsdarities will generate future dividends in
improved health and reduced cost.

Comprehensive strategies are necessaeynhance opportunities for financial and
geographic access to medically, culturallyd dinguistically appropriate, timely, and
comprehensive health care services.

Health related behavior amaactices experienced in ealife establish patterns of
behavior and practice thabntinue into adult life.

The number and representation of raaia ethnic undergraduate, graduate and
postgraduate minority students in the heplitfessions must be increased, encouraged
and supported.

The local, health, corporate, and legislatocommunities must actively engage in and
support the process of strategy depetent, implementation and evaluation.

Health related issues must be addresselbr a multidisciplinary, non-silo, interventional
approach and within the broadmntext of health and iscio-cultural environment.

ASSUMPTIONS

Planning for the elimination of racial ancheic health disparities in Indiana is an
iterative process.

The economic issues and financial consteasifecting state and local governments will
increasingly impact all aspectslodalth care planning and delivery.

Evidence of change in health status williberemental and difficult to assess and/or
attribute to a specific inteention in the short term.

Positive behavioral changes in lifestyle d@dlth practices can contribute significantly
to improvements in health status with a minimum investment of money and human
capital or increased intensity health care services.
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CAVEATS

e The exclusion of a disease area from this El@@s not necessariyeaken its position as
a major health concern, nor does it repreaemversight of the Indiana Minority Health
Advisory Committee. The Gomittee decided that this Plan should concentrate on a
workable number of disease areas thateoefsignificant differences in health care
delivery and outcomes for the racial attinic minority residents of Indiana.

e The development of this Plan assumes a-daten approach. However, state-level,
population-based data are limited or abgentertain conditions, events, and/or
populations, making it difficult or impossible &ssess the severity the disparity
against measured benchmarks or to develeasurable objectives for the elimination of
the disparity.

e Inconsistencies and gapstire state’s morbidity and mortality surveillance systems can
lead to the underrepiing and misreporting of epidemiologic and demographic data and
incorrect inferences about the differentialdems of illness amongétstate’s racial and
ethnic minority populations.

The elimination of racial and ethnic healtlsghrities is a complex health, environmental,
behavioral, and social issue of long-stamgdduration that cannot be realized without
considerable broad-based, cultlyraelevant interventions, conbdated and coordinated among
many partners, and designed and sustaineldrigrterm effects across all racial and ethnic
groups. Interventional strategies must ipawate the racial, ethnicultural, linguistic,

religious, and social factors of the target comityuand be tailored to address the specific socio-
cultural and health care needs of the diveas@l and ethnic communities on a community-by-
community basis. It is important that theadd, health, corporate, and legislative communities
recognize and appreciate the bréeaaitd depth of racial and ethinealth disparities as a public
health problem and understand the impact of helidtrarities on the genédaealth, welfare, and
economic development of Indiaaad its constitent communities.

The Indiana State Departmenttdéalth, the ISDH Office of Miority Health, the ISDH Office

of Cultural Diversity and Enrichment, and timellana Minority Health Advisory Committee are

the lead entities in the preptaiom, development, and implementation of this Plan for eliminating
racial and ethnic disparities irealth among Indiana’s minoripopulations. Related agencies

and organizations, including the Interagenat&Council on Blackrad Minority Health, the

Indiana Minority Health Coalition, the Inaina Health Care Professional Development
Commission, the Chronic Disease Advisory Caljice Indiana Latino Institute, the Indiana

Public Health Association, the Indiana Univerditgpartment of Publielealth, and the local

health departments are necessary complements in this collective mission to eliminate racial and
ethnic health disparities.

The Healthy Indiana Minority Health Plan flow#sectly from the 2001 Indiana Minority Health
Report and{ealthy People 2010. The 2001 Minority Health Rert was commissioned by the
ISDH Office of Minority Health and the Indha Minority Health Alvisory Committee and
represents an expansion o th000 Minority Health DisparitieReport, which found continuing
health disparities for heart disease, cansteoke, diabetes, homicide, infant mortality,
HIV/AIDS, and sickle cell disase and trait. 12001 report provides a comparison of the
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leading causes of morbidity and mortality@rg racial and ethnic groups in Indiana with
national data and benchmarks establishddeirithy People 2010.

The Plan uses the 2001 Indiana Minority e&eport in a data-driven, evidence-based,
community-centered, multidisciplinary approach to assess documented gaps in health status and
identify critical areas of intervention for Indiais racial and ethnic miniby (American Indian or
Alaska Native, Asian or Paadtfilslander, Black or African American, Hispanic or Latino)
communities. Thélealthy People 2010 objectives that focus speadéilly on the areas of disease
morbidity and mortality identified as immedegpriorities by both the Indiana Minority Health

Report and the Indiana Minority Health AdwgdCommittee are used to establish Indiana-

specific, data-driven Hedly Indiana Minority Health 201(HIMH2010) objectives.

The HIMH2010 objectives wererattured to mirror the natnally-focused HP2010 objectives

in those areas where the natibtaagets for the HP2010 objectivezceed the Indiana-specific
levels of morbidity or mortalityor any racial or ethnic minoritgopulation. The intentional link
between théfealthy People 2010 objectives and the propose@#ithy Indiana Minority Health
2010 objectives helps substantiate the rationaléhiobjectives andigets proposed in the
Healthy Indiana Minority Health Bh. A major difficulty with this approach, however, was that
Indiana baselines and targets could not bercheted for many objectes due to a lack of
Indiana-specific data.

The Minority Health Advisory Committee concludléhat it could not adéss reasonably all 15
disease areas identified in the Indiana MinardBalth Report, and d&led to concentrate on
those areas with the greatest “gap effecthmiana. The Plan proposes general objectives
across all areas of mudity and mortality (workforceliversity, cultural and linguistic
competency) and focal objectives linked to ithast prevalent conditioreffecting Indiana’s
racial and ethnic minority populations (headeadise, cancer, stroke, asthma, diabetes,
HIV/AIDS, and infant mortality). Strategic #ons and interventions are proposed and tied to
the Indiana-specific minority healtibjectives. The proposed stratsgand actions that have the
broadest reach and greatestgoial for eliminating healtdisparities and producing healthy
outcomes constitute the interventional priostrecommended in the first tier of proposed
activity.

WORKFORCE DIVERSITY

e Diversity and competency of the workforce are vital elements to the elimination of racial
and ethnic disparities in health. Howevexedsity in the workforce does not necessarily
imply competency in the workforce’s ability respond appropriateto the cltural and
linguistic differences existent within cultlisaand linguistically dverse populations.

e 7 objectives and 6 strategies are proposed.
e First tier (priority) objectives:

o In allied health, nursing, medicine, dentystpharmacy, optometry, and public health,
increase the proportion of all degrees awardedhterican Indians or Alaska Natives,
Blacks or African Americans, and HispanicsLatinos to levels comparable to their
respective proportions in the Indiana population.
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CULTURAL AND LINGUISTIC COMPETENCE

Cultural beliefs, values, attitudes, expeces, and practices across diverse populations
help form and influence variations in leunderstanding and behar, and potentially
impact interaction and communiaati between patient and provider.

9 objectives and 19 stegyies are proposed.
First tier (priority) objectives:

o Improve data monitoring and evaluationppbgrams and efforts to enhance cultural
competency in health care.

o Promote a culturally and linguistically mpetent system of health care that
acknowledges and incorporates all levelsngiortance of culture and language, the
cultural strengths associated with peopld aommunities, and the assessment of cross-
cultural relations.

Promote better understanding of stragsgin how to serve diverse populations.
Reduce access to care barriers that fastg@al and ethnic disparities in health.

Reduce systemic barriers that impact structure, logistics, and processes of care and foster
racial and ethnic disparities in health.

o Reduce provider-based barriers that impact health care encounters, provider-patient
communication and foster racial and ethnic disparities in health.

HEART DISEASE

Heart disease is the leading cause of diatbvery race and ethnic group in Indiana,
except in the Asian or #ic Islander population.

7 objectives and 15 stemjies are proposed.
4 unsupported objectives (no Indsaspecific data) are proposed.
First tier (priority) objectives:

o Reduce coronary heart disease deaths arnmahigna’s Black or African American
population from 243.5 coronary heart disease deaths per 100,000 Black or African
American persons (2000) to 170.5 deaths1®9,000 Black or African American persons
(INMHAC target of 30% improvement).

o Reduce the proportion of adults among IndiarBlack or African American population
with high blood pressure from 35.6% of Black or African American adults aged 20 years
and older (2001) to 16.0% (HP2010 target).

o Increase the proportion of adults among Indiana’s Hispanic or Latino population who
have had their blood cholesterol checkethin the preceding 5 years from 53.1% of
Hispanic or Latino adults aged 18 yeansl alder (2001) to 85.0% (InMHAC target).

CANCER

Cancer is the second leading cause of dieasitevery race and ettmgroup in Indiana,
except in the Asian or Pacific Islander popiia where it is thedading cause of death.

12 objectives and 22 strategies are proposed.
2 unsupported objectives (no Indeaspecific data) are proposed.
First tier (priority) objectives:
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o Reduce the overall cancer death rate amodigina’s Black or African American
population from 274.9 cancer deaths per 100BI&@k or African American persons
(2000) to 192.4 cancer deaths per 100,0@@xBbr African American persons (InMHAC
target of 30% improvement).

o Reduce the lung and bronchus cancer des¢hfoa males among Indiana’s Black or
African American population from 110.7 luaad bronchus cancer deaths per 100,000
Black or African American males (2000) to 86.3 deaths per 100,000 Black or African
American males (HP2010 target of 22% improvement).

o Reduce the lung and bronchus cancer de#¢foafemales among Indiana’s Black or
African American population from 53.7 lung and bronchus cancer deaths per 100,000
Black or African American females (2000)4@.9 deaths per 100,000 Black or African
American females (HP2010 target of 22% improvement).

o Reduce the breast cancer death rate for females among Indiana’s Black or African
American population from 39.9 breast cancer deaths per 100,000 Black or African
American females (2000) to 31.9 deaths 10,000 Black or African American females
(HP2010 target of 20% improvement).

o Reduce the death rate from cancer of thengezervix among Indiana’s Black or African
American population from 4.9 cervical cancer deaths per 100,000 Black or African
American females (2000) to 3.3 deaths p@0,000 Black or African American females
(HP2010 target of 33% improvement).

o Reduce the colorectal cancer death raterfales among Indiana’s Black or African
American population from 42.9 colorectal cancer deaths per 100,000 Black or African
American males (2000) to 28.3 deaths 10,000 Black or African American males
(HP2010 target of 34% improvement).

o Reduce the colorectal cancer death ratéeimales among Indiana’s Black or African
American population from 21.4 colorectal cancer deaths per 100,000 Black or African
American females (2000) to 14.1 deaths 10,000 Black or African American females
(HP2010 target of 34% improvement).

o Increase the proportion of adults among IndiamBlack or African American population
who receive a colorectal cancer screening examination from 38.7% (2001) to 50.0% of
Black or African American adults aged 50 years and older who have ever received
sigmoidoscopy (HP2010 target).

o Reduce the prostate cancer death ratengnindiana’s Black or African American
population from 73.9 prostate cancer degatis100,000 Black or African American
males (2000) to 44.3 deaths per 100,000 Black or African American males (InNMHAC
target of 40% improvement).

o Reduce the oropharyngeal cancer death rat;mgrindiana’s Black or African American
population from 5.1 oropharyngeal cancer deaths per 100,000 Black or African American
persons (2000) to 3.1 deaths per 100,0@xBbr African American persons (INMHAC
target of 40% improvement).

STROKE
e Stroke is the third leading cse of death for Blacks or African Americans in Indiana.
e 7 objectives and 15 stegjies are proposed.
e 4 unsupported objectives (no Indeaspecific data) are proposed.
e First tier (priority) objectives:
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o Reduce stroke deaths among Indiana’s Black or African American population from 92.3
deaths from stroke per 100,000 Black or Afridganerican persons (2000) to 55.4 deaths
per 100,000 Black or African American persgsvIHAC target of 40% improvement).

o Reduce the proportion of adults among IndiarBlack or African American population
with high blood pressure from 35.6% of Black or African American adults aged 20 years
and older (2001) to 16.0% (HP2010 target).

o Increase the proportion of adults among Indiana’s Hispanic or Latino population who
have had their blood cholesterol checkethin the preceding 5 years from 53.1% of
Hispanic or Latino adults aged 18 yeansl alder (2001) to 85.0% (InMHAC target).

ASTHMA

Asthma is the fourth leading cause of ddathAmerican Indians or Alaska Natives in
Indiana.

2 objectives and 16 stegyies are proposed.
11 unsupported objectives (no Indiasy@ecific data) are proposed.
First tier (priority) objectives:

o Reduce asthma deaths among Indiana’s Black or African American population from 6.3
asthma deaths per 100,000 Black or Africanefican persons (2000) to 3.8 deaths per
100,000 Black or African American persqisMHAC target of 40% improvement).

DIABETES

Diabetes is the fourth leading cause eath for American Indians or Alaska Natives,
Asians or Pacific Islanders, and BlacksAdrican Americans and thfifth leading cause
of death for Hispanics or Latinos in Indiana.

3 objectives and 13 stegyies are proposed.
7 unsupported objectives (no Indeaspecific data) are proposed.
First tier (priority) objectives:

o Reduce the prevalence of diabetes among Indiana’s Black or African American
population from 53.0 cases of diabetes per 1,000 Black or African American persons
(1999) to 26.5 cases per 1,000 Black or African American persons (INMHAC target of
50% improvement).

o Reduce the diabetes death rate among lataBlack or African American population
from 57.4 deaths per 100,000 Black or Afridamerican persons (2000) to 28.7 deaths
per 100,000 Black or African American pers¢mMHAC target of 50% improvement).

o Reduce the diabetes death rate among Indiana’s Hispanic or Latino population from 51.7
deaths per 100,000 Hispanic or Latinogoas (2000) to 25.9 deaths per 100,000
Hispanic or Latino persons (InMHAtrget of 50% improvement).

Hiv/AIDS

The impact of HIV/AIDS within minority communities has been devastating, especially
among Black or African American males — iestimated that 1 in 50 Black or African
American men and 1 in 160 Black or AfricAmerican women are infected with HIV.

4 objectives and 6 strategies are proposed.
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e 2 unsupported objectives (no Indeaspecific data) are proposed.
e First tier (priority) objectives:

O

Reduce the prevalence of HIV/AIDS amdngiana’s Black or African American
population from 416.6 cases of HIV/AIDS per 100,000 Black or African American
persons (2002) to 250.0 cases of HIV/AIP& 100,000 Black or African American
persons (INMHAC target of 40% improvement).

Reduce the prevalence of HIV/AIDS among Indiana’s Hispanic or Latino population
from 131.9 cases of HIV/AIDS per 100,000 Hisjgaor Latino persons (2002) to 79.1
cases of HIV/AIDS per 100,000 Hispaniclatino persons (INMHAC target of 40%
improvement).

Reduce the prevalence of AIDS among IndiarBlack or African American population
from 346.6 cases of AIDS per 100,000 Blackfnican American persons (2002) to
232.2 cases of AIDS per 100,000 Black or Afridemerican persons (INMHAC target of
33% improvement).

INFANT MORTALITY

e Indiana’s Black or African American infant mality rate is more than double the rate for
Indiana’s Hispanics or Latinos and White8lacks or African Americans also are
ranked the highest ineonatal deaths.

e 4 objectives and 25 stegyies are proposed.
e First tier (priority) objectives:

O

Reduce infant deaths (within 1 year) amgdndiana’s Black or African American
population from 15.9 per 1,000 live births (2000)%.7 per 1,000 live births (rate for
Indiana White population).

Reduce low birth weight (LBW) among Indiana’s Black or African American population
from 12.7% of live births (2000) to 6.7% of live births (percent for Indiana White
population).

Reduce low birth weight (LBW) among Indiana’s Asian or Pacific Islander population
from 7.3% of live births (2000) to 6.7% of live births (percent for Indiana White
population).

Reduce very low birth weight (VLBW) among Indiana’s Black or African American
population from 2.9% of live births (2000) to 1.2% of live births (percent for Indiana
White population).

To complement the general and focal objectittes,Plan proposes a series of recommendations
relative to Public Policy, ISDH Program Déwpment and/or Expansion, Health Services,
Health Promotion and Communication Strategaes] Public/Private/Community Partnerships.

PuBLIC POLICY RECOMMENDATIONS

e Ensure that ISDH funding criteria reflect the special needs of priority communities by linking
ISDH grants programmatically to the Healthy Indiana Minority Health 2010 objectives.

e Establish Minority Health Month in Indiana agpermanent health theme for April each year.
e Establish and support an external Raarad Ethnic Minority Epidemiology Center.

e Establish an interagency committee to oversseadie surveillance, review health status
indicators, evaluate demographic changes, absegers to health care, communicate data, share
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information across programs, and monitor progtessrd the elimination or racial and ethnic
health disparities in Indiana.

e Establish legislative policies that direct statiéc@ls to finds ways to ensure equal access to
financial coverage of health cagervices for all Indiana residents.

of nutrition in their cafeteria and vending machines.

of physical fitness.

e Establish and operate school-based clinics arstfoool nurse programs in public primary and
secondary schools with high enrollments of racial and ethnic minority students.

o Partner with the corporate community to makailable to employees worksite-based clinics g
on-site health care services.

o Develop and implement state health care pasiiy strategies that support opportunities for
eliminating racial and ethnic health disparities.

e Establish a Health Professions ScholarshipdRio recruit underrepresented racial and ethnic
minority students in Indiana into the health professions.

o Develop criteria for defining local racial aethnic minority health professional shortage area
(MHPSAS).

e Create and expand financial incentives to supitl and ethnic minority health professional
who locate in MHPSAs.

e Provide reimbursement mechanisms to covectist of patient education and counseling with
regard to diet, exercise, and other lifestyle modifications.

| SDH PROGRAM DEVELOPMENT AND/OR EXPANSION RECOMMENDATIONS

e |ssue an ISDH “Call to Action” on health disparities.
e Expand the ISDH Epidemiology Resource @erind Surveillance Investigation Unit.

e Produce and release to the public on a bienmisistan Indiana Minority Health Report and Ch
Book.

e Conduct a series of community/county-focused town meetings or summits.

o Develop and implement state grant and contract requirements that ensure compliance with
cultural competencies among all recipients of ISDH grants and contracts.

e Provide periodic technical assistance workshops for minority community-based and tribal
organizations.

e Implement a grant and contract review and apgrprvocess that considers the infrastructure a
capability of the applicant to prade the requested deliverables.

universities in responding to grant announcemgota the U.S. Office of Minority Health.

e Develop and distribute personal health profilerfe and action plan worksheets to racial and
ethnic minority populations to support chronic disease self management and promote “per
responsibility for health.”

o Ensure that every racial and ethnic minorityiguat receives appropriate and timely assessmel

and that each patient records the results obhiger assessment on their personal health profi
form.

o Establish statewide policies that direct state cal public school authorities to address issues

o Establish statewide policies that direct state kcal public school authorities to address issues

of lifestyle, body mass index, blood pressutelesterol, blood glucose, and triglyceride levels

nd
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o Partner with and/or support minority communitysked and tribal organizations and colleges and
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Increase opportunities within racial and ethmigulations to screen and provide follow-up

therapeutic interventions for elevated blood presstholesterol, blood glucose, and triglyceride

levels.

Create a special committee to: 1) explore ideasxpanding the pool of racial and ethnic
minorities in the health professions; 2) searaffdiading to support outreach and recruitment
efforts; and 3) periodically assess the provider infrastructure.

Contract with the DHHS Region V Office of Mintyr Health to plan and conduct a Midwest
Regional Conference on Racial and Ethnic Health Disparities.

HEALTH SERVICES RECOMMENDATIONS

Develop programs to educate and informitheeare providers, patients, and payers on the

efficacy and challenges of intervention andlence-based disease management within diverse

populations.
Integrate and institutionalize minimum standasflsducation for culturally and linguistically

appropriate services throughout the curricula of the state’s health professions schools, academic

programs, and institutions and into the couitiy professional education programs of all state
licensed health professions.

Develop and distribute a community healtsource/information clearing house list and
description of all health care resources, praviggvices, and support networks available to
community residents.

Increase the number and/or service areas of community and rural health centers, Indian H
Service clinics, and provider services.

Encourage the state’s health professions scio@gpand outreach clinic services to underset
minority communities.

Partner with the Indiana Department of Edigraand the state’s K-12 and higher educational
institutions to implement programs to increase the number of racial and ethnic minority stu
in the state’s health professions schools.

Encourage the state’s health professions schools to aggressively recruit and hire faculty th
representative of Indiana’s racial and ethnic minority populations.

Expand clinical practice opportunities and studentrasteps in health education and social w
programs to facilitate changes in hbaelated behavior and compliance.

Encourage the Indiana University School of M@ Department of Public Health to identify
racial and ethnic health disparities as a major af@@ademic, clinical, and research focus an
establish an academic Center of Excellenceéhferelimination or racial and ethnic health
disparities in Indiana.

ealth

ved

dents

at are
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HEALTH PROMOTION AND COMMUNICATION STRATEGIES RECOMMENDATIONS

Establish minority health liaisons in each major division of state government.
Establish minority health liaisons at each of the state’s health professions schools.
Establish community and tribal health liaisongvery racial and ethnic minority community.

Promote the development of local level partnerships for community-based strategic assess
planning and goal-setting.

Engage the media, communication, and advedisidustries and sponsors to help with social
marketing efforts, awareness campaigns, and communication of disease prevention and h

sment,

ealth

promotion strategies, activities, and practices.
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e Engage community relevant venues with higfffitaf racial and ethnic minority populations tg
foster social environments and networks thedrpeducate and peer promote healthy lifestyles|and
healthy behavior.

e Encourage local hospitals, community healthteres; and health care professionals to sponsol
and/or host community-centered health fairs.

PUBLIC /PRIVATE /COMMUNITY PARTNERSHIPS RECOMMENDATIONS

e Continue and expand industry and jiwbealth forums and workshops.

e Encourage each major corporate entity in Indiaredtupt at least one of the Plan’s disease focus
areas and concentrate work site wellness jaragrand activities on improving health indicators
among its employee population.

e Encourage each major corporate entity in Indiaredtapt a high health risk racial or ethnic
neighborhood community and sponsor commuhéglth events and activities designed to
improve the health status of community residents.

e Partner with the food industry to provide coup@msdiscounts on vegetables and other healthy
foods for highly at-risk and economically vulnerable racial and ethnic minority populations.

e Partner with the restaurant industry to cledalyel low-fat menu options and provide discounts
on half-portion orders.

o Develop and expand community-leysrtnerships to facilitate outreach to “yet to be reached
and “hardly reached” mrity populations.

o Develop and expand community-level parth@rs to create and maintain community
environments that are supportive of physical activity.

The Committee arranged meetings with ISDgram managers to get input on what the
relevant programs were doing currently in thesaof minority healthlndividuals outside and
inside the Indiana State Departmef Health and qgresentative of a broad base of knowledge
and experience were identified and invitedbéopart of a review group to comment on the
working draft before it was advanced in its fif@m to the Indiana State Health Commissioner.

This Plan proposes benchmarks and strategibeslpostate, local, and community partners and
stakeholders chart future courses of actionraalle important decisions about the allocation of
scare resources to adjust the imbalance itthhe&tus among India’s racial and ethnic

minority populations. Hopefully, adoption andglamentation of the Plan will set in place
mechanisms to help ensure thaitability and accessibility of aniformly high quality of health
care that produces improved and equitablethealre outcomes for all Indiana residents
regardless of their race, ethnicity, culture, gendge, education, socio-economic status, or
geographic residence.

The health of racial and ethmainority populations livag and working in Indina is reflective of
the health of the state, anckthtate cannot be healthy iretAbsence of a healthy minority
constituency. Improvements in the healthrafiana’s minority populations will benefit the
entire state and translate inteprovements in the health andguctive potential of Indiana’s
overall population.
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BACKGROUND

“Of all forms of inequality, injustice in health
care is the most shocking and inhumane.”

The Reverend Dr. Martin Luther King, Jr.

In 1985 Secretary Margaret Heckls the U.S. Department éfealth and Human Services
(DHHS) released the semindport of the Secretary’s Task Force on Black & Minority Health,
bringing public attention and ¢ois to the problem, magnitudedaseverity of disparities in

health and health care found amaagial and ethnic minority populations in the U.S. The report
identified six disease related areas that accoudntatdore than 80 percent of the health disparity
— described in terms of 60,000 “excess deaths” partp@t would not haveccurred if mortality
rates were the same for all Americafi$irteen years later, DHHS launched the 1988ative

to Eliminate Racial and Ethnic Disparities in Health to refocus the Department’s attention on
eliminating disparities in the six targeted areamfant mortality, cardiovscular disease, cancer
screening and management, HIV/AIDS, chalid adult immunizations, and diabetes.

The 2002 Institute of Medicine (IOM) repotinequal Treatment: Confronting Racial and

Ethnic Disparities in Health Care, restated and further amplified the significance of the
persistent and increasing prevalence of dispariiégalth care for racial and ethnic minorities
in the United States. The IOM report suggested a lower quality of care is experienced by
racial and ethnic minorities, and that the loweality of care frequely is independent of
financial access. According tbe 2001 Behavioral Risk FactSurveillance System, 61% of
Indiana Hispanics or Latinos reported

having a personal doctor or health care
provider, compared to 73% of Blacks or
African Americans and 80% of Whites.
Although racial and ethnic minorities,
especially Hispanics or Latinos, are at
greater risk for being uninsured and not
having a usual source béalth care, studies

Health Care Coverage in Indiana, 2001

e Black or African American: 82.8%

e Hispanic or Latino: 63.6%
e White: 87.8%
¢ Indiana Average: 86.0%

reported out of the Agency for Healthcare Redeaind Quality suggest that racial and ethnic
disparities in health cannot be explained solelyhenbasis of income and insurance effects. The
Commonwealth Fund’s study @hverse Communities, Common Concerns: Assessing Health

Care Quality for Minority Americans reported disparities on suckdith care quality measures as
effective patient-provider communication, respottseultural and linguistic barriers, access to

health services, and the perceptiomexpect

by health care providers.

The problem of racial and ethrealth disparities in America extends down to the level of the
individual states, includg the state of IndianaAlthough Indiana is nas diverse as the nation
as a whole, it still is reflective of the nationterms of its constituent population. Census 2000
shows that the Black or Africalimerican population is the large®scial or ethnic group in
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Indiana at 8.4% of the stgp@pulation, and that the Americémdian or Alaska Native

population is the smallest at 0.3%. Howevieose percentages reflébe population of persons
reporting only one race. Whéme population of persons repodione or a combination of one

or more other races is examined, the percestageease for all groups, but most dramatically
for the American Indian or Alaska Native pdgtion — doubling from 0.3% of the population to
0.6% of the population. For the purposes of Ri&, the more inclusive multiracial percentages
(e.g., American Indian or Alaskdative population of 0.6% instead 0.3%) will be used to set
population-based statistical targets.

0 oA -o B " ATIO wIT O
> A OR O O O A
Percent Percent
Indiana United States Indiana United States

American Indian
or Alaska Native 0.3 0.9 0.6 15
Asian or Pacific 1.0 36 12 4.2
Islander
Black or African 8.4 12.3 88 12.9
American
Hispanic or Latino 35 125 35 125
(any race)
White 875 75.1 88.6 77.1

Each of the racial and ethnic groups is on a ¢nawrve, with the Hisgnic or Latino population
in Indiana almost doubling between 1990 and 2088the population continues its consistent
growth toward greater diversitihe likelihood of a growing healtfisparity for Indiana’s racial
and ethnic minority populations ireases in the absence of anplad intervention. The Indiana
counties with the largest poputats of racial and ethniminority residents are:

American Indian or Alaska Native:  Marion, Lake, Allen, St. Joseph, Elkhart

Asian or Pacific Islander: Marion, Tippecanoe, Allen, Hamilton, Monroe
Black or African American: Maaoin, Lake, Allen, St. Joseph, Vanderburgh
Hispanic or Latino: Lakéviarion, Elkhart, Allen, St. Joseph

The United Health Foundation State Health Rankings - 2002 Edition lists Indiana 2%' among all
states in terms of its overall ranking of treatthiness of the state. However, in terms of
disparities between races agttinic groups, Indiana ranks"™46n the premature mortality index
of Years of Potential Life Lost (YPLL). Anmlbst five-fold difference exists between the YPLL
for American Indians (on the low end at 3,091emtial years lost pel00,000 before age 75)

and Blacks or African Americans (on thghiend at 15,120 potential years lost per 100,000
before age 75). A two-fold difference existdhie disparity in YPLL between Indiana’s White
and Black populations, indicatingatthe potential lossf productive life is tuce as great in the
Indiana Black or African Amézan population as it is ithe Indiana White population.
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Comparing Indiana rates to U.S. rates,fgbtential years lost pe.00,000 population are higher
in Indiana for Blacks or Afdan Americans and Asian Ameains than they are for those
populations nationally.

Years of Potential Years Lost (per 100,000) before Age 75
1997-1999

HU.S.
@ Indianag

White

Hispanic or Latin

Black or African
American

Asian or Pacific
Islander

American Indian o
Alaska Native

I I I I I I I 1
0 2000 4000 6000 8000 10000 12000 14000 16000

United Health Foundation State Health Rankings — 2002 Edition

At its 2000 Annual Meeting the Amean Public Health Association (APHA) issued a Call to
the Nation to Eliminate Racial and Ethnic .
Disparities in Health iman effort to coalesce  [RLLCEITARREIU AR JIcigel S M iES %
individuals and orgamations throughout the [ RIVEICECICE S ICR VI LN
country under the common goal of eliminating iU Uy e e:IERR gl c:Elle
racial and ethnic healthsparities in the U.S.  [JECELEIEELICNUMIEL U RS
Healthy People 2010 (HP2010) is the U.S. and eliminating health disparities
Department of Health and Human Services' [JEESMEEICUIRIUNE CUUTIMIVARERT
initiative that articulates the nation’s public SIS

health objectives for the next ten years.

Response to the APHA Call to the Nation attdiament of the HP2010 goals and objectives
will require the development and expansiomaftnerships at the level of the community,
involving health systems, government agenciesinasses, community systems, civic and faith-
based organizations, tribal organizations, pitileopic agencies, and average persons working
collectively toward the common goal dfreinating disparities in health.

The state of Indiana, through thediana State Department okBlth and its Minority Health
Advisory Committee, hereby proposes a plan of boltation with public ad private partners to
address thélealthy People 2010 goal of eliminating in Indianadalth disparities associated with
race, ethnicity, and socioeconomic status.

ISDH Minority Health Advisory Committee Page 3
April 2003



HEAaLTHY INDIANA MINORITY HEALTH PLAN

FIVE LEADING CAUSESOF DEATH IN INDIANA BY RACE OR ETHNICITY

2000

American Asian or Black or . .
CgEiEHOF Indian or Pacific African H'T_‘;?i?"g or White
Alaska Native Islander American
Accidents 3 3 _ 3 5
Cancer 2 1 2 2 2
C_erebrovascular 4 5 3 4 3
Disease
Chronic Lower
Respiratory 4
Disease
Diabetes 4

Heart Disease

Homicide 4
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| NDIANA MINORITY HEALTH ADVISORY COMMITTEE

The Indiana Minority Health Advisory @amittee (INMHAC) was created in 2000 by the
Indiana State Department of Health (ISDH) unitie Indiana MinorityHealth Initiative to

provide advice and guidance to the ISDH dldigessing minority health disparities. The
Committee subsequently was chargeth the task of proposing aat for eliminating racial and
ethnic health disparities in Irethha. Membership on the INMHAC is by appointment of the State
Health Commissioner and is representative efdiversity of people, ganizations, and issues
affected by its mission.

MISSION STATEMENT
Hoosiers working together tdEAL the GAPin racial and ethnic fadth disparities for all
people in Indiana.

VISION STATEMENT

The Indiana Minority Health dvisory Committee will propose a plan for Hoosiers to work
together to eliminate racial and ethnic hedigparities for all people in Indiana through the

Health — promoting a state of completeysical, mental, swal, and spiritual
well-being.

Equality - ensuring culturally sensitive quality health care and outcomes.

Access — removing all barriers to increttse quality and years of healthy life.

L eadership — actualizm goals through daborative partnerships, innovative
relationships, and community involvement.

process oHEAL :

KEY ACTIONS

The key actions to be undertaken by ltndiana Minority HealthAdvisory Committee
include:

¢ identify additional data to be collecteddhanalyzed on minority health disparities;
e develop plans that will provide effectivaénventions to address those disparities;
e develop and offer cultural competency to staff and grantees;

e identify minority vendors in the communind contract with them when possible;

e develop, identify, and offer additionally nesbtechnical assistance to improve ISDH
grantee performance in serving the minority community;

e monitor grantee performance and outcomelation to serving the minority
community; and

e intervene by recommendation when gramperformance is judged inadequate as
reflected in patient satisfactionrseys and annual grantee reports.

ISDH Minority Health Advisory Committee Page 5
April 2003



HEALTHY INDIANA MINORITY HEALTH PLAN

INITIAL ACTIVITY

One of the first responsibilities of the Coittge was to respond with recommendations to
two reports produced by the ISDH OfficeMfnority Health. The Minority Health
Disparities Report and the repoftthe Forum on Chronic Diseases in Minority Populations
in Indiana listed a variety of concerns and faxthiat are believed iafluence the status of
minority health in Indiana. The Minority d&h Disparities Report was designed to focus
attention on the issue of racehd ethnic health disparitiesIndiana by comparing the
leading causes of death amoagial and ethnic groups in Iradia with national data. The
report of the Forum on Chronic Diseases in MitydPopulations in Indiana was produced as
a summary of the testimony and commentsiveceduring a public forum held in the
legislative chambers of the State House jaimdly sponsored by the DHHS Region V Office
of Minority Health and ISDH to discuss thepact chronic diseases are having on minority
populations in Indiana. A common theme oftbmports was the need for a more educated
public regarding the prevention, detecti and treatment of chronic diseases.

The Committee responded to tlssues identified in both perts by generating a list of
recommendations that was submitted to tlffec® of Minority Health for consideration by
ISDH. Many of the reports’ recommendatiare mutually relevant to the issues and
concerns expressed in the Healthy Indianadvlity Health Plan, such as recommendations
to:

e provide cultural competency training tedith care professionals and culturally and
socio-economically sensitive language information and services to patients and the
public;

e create resource centerseagers bureaus, and clearinghouses of information on
chronic diseases and make them avadlatland accessible to racial and ethnic
minority communities; or

e establish a comprehensive and integratalth data collection system and registry
on health care outcomes, the adequacygaadity of servicesthe availability of
culturally and linguistically appropriate grider-patient inteactions, stratified by
racial and ethnic minority classificati@amd geopolitical residence (e.g., city and
county).

The relevant recommendations from thex@aittee’s review of the Minority Health
Disparities Report and the Forum report are ipotated into the recommendations provided
in this Healthy Indiana Minority Health Plan.
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INTERAGENCY STATE COUNCIL ON BLACK AND MINORITY HEALTH

In 1988, the Indiana General Assembly enactgligtion that createtthe Interagency State
Council on Black and Minority Healthindiana Code 16-46-6 directed the Indiana State
Department of Health to establish the Inggnacy State Council on Bla@nd Minority Health
with representation from the Indiana Housd&kepresentatives, Indiana Senate, Governor’s
Office, State Health Commissioner’sfloé, and other state agencies to:

e identify and study the special health caeeds and health praphs of minorities;
e examine the factors and conditions thHect the health of minorities;

e examine the health care services availablitoorities in the public and private sector
and determine the extent to which these services meet the needs of minorities;

e study the state and federal laws cono®y the health needs of minorities;

e examine the coordination of servicesiimorities and recommend improvements in the
delivery of services;

e examine funding sources for minority health care;

e examine and recommend preventive meastwaserning the leadincauses of death or
injury among minorities, includg: heart disease; strok&gncer; intentional injuries;
accidental death and injury; cirrhosis; deéds; infant mortality; HIV and acquired
immune deficiency syndrome; examine theaut of adolescent pregnancy, mental
disorders, substance abuse, sexually transmitted and other communicable diseases, lead
poisoning, long term disability and agirand sickle cell anemia on minorities;

e monitor the Indiana minoritydalth initiative and other public policies that affect the
health status of minorities.

The Council is mandated legislatively to reviemdassess the health statdisninorities in the
state of Indiana, and submit to the Goverrmad the General Assemblbefore November 1 of
each year an annual report on its ifing$, conclusions, and recommendations.

In 1992, the Interagency State Council on Blao#t Blinority Health, in collaboration with the
Indiana Black Legislative Caucasd the Indiana Mindly Health Coalition, submitted the Five-
Year Strategic Plan for Black and Minority Heatththe Governor and Legislature. The General
Assembly, in their acknowledgment of the neaddressed in the FR¥éear Strategic Plan,
passed legislation and appriations for minority health initiatives.

The Indiana Minority Health dvisory Committee and the Intg@ncy State Council on Black
and Minority Health have common members amdilar missions and goals. The two groups
schedule joint meetings at frequent intesval develop and review complementary work
agendas, and to avoid unnecesshuplication of effort. Thef@cient attainment of mutual
objectives is contingent on the further deyghent and expansion of a cooperative working
relationship between the Advisory Committeel #ime Interagency Council. Because of its
legislated role in advancing nority health, the Interagency Coulmoust be an integral partner
in the evolution and implementation okthealthy Indiana Minority Health Plan.
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| NDIANA STATE DEPARTMENT OF HEALTH

The Indiana State Department of HealthOH§ is the primary governmental agency with
responsibility and oversight foine health of the people whoéivand work in Indiana. The
mission of ISDH is to promote, protect, and previdr the public health of Indiana citizens.
According to the Office of Minority Health Resice Center, Indiana e of 34 states that

have established an official minority health gntsuch as an office, commission, council, center,
branch, project, or other unit either throuegecutive or legislative branch action.

OFFICE OF MINORITY HEALTH

In 1991, the State Health Commissioner adatnd staffed the Office of Special

Populations. The Office, as part of the Rublealth Services Gamission, was reorganized
and renamed the Office of Minority Health (OMH). The OMH focuses on efforts to reduce
disparities in preventable health conditionsrohorities in the statof Indiana, and is
administered through the IndiaB#ate Department of Health.

The OMH works cooperatively with the Intgency State Council on Black and Minority
Health, local minority health coalitionsp@ various other institutions within minority
communities to address the objectives and recommendations contained in the Indiana
Minority Health Initiative.

The goal of the Office of Minority Health is taldress the raciahd ethnic disparities in
health through minority health initiatives aswdlpport of programs and strategies developed
specifically to provide better and more effidiérealth delivery systems. Its mission is to
identify and assess the health needs obnily populations whexperience problems in
gaining access to preventive and basic healte. The OMH coordines, facilitates, and
monitors community-based programs tailotedneet the needs of minority populations.
The OMH also will:

e ensure that health related issues becpaneof the agendas of outside programs as
they relate to underserved populations; and

e maintain open dialogues with outside agencies in an effort to keep abreast of
concerns, trends, and problems to idergidys, barriers, and duplication in services.

OFFICE OF CULTURAL DIVERSITY AND ENRICHMENT

The Office of Cultural diversity and Enrichmemés created in March 2001 to help address
the public health nesdf Indiana’s racial and ethmiginority populations and to reduce
major barriers leading to disparate care andthealre outcomes. ISDH recognized the need
to place a stronger emphasisauttural competency for health care professionals practicing
in the state and for employees of thdiana State Department of Health.

The Office of Cultural Diversity and Enriotent offers a two-day Cultural Competence
Workshop twice a month. The workshopspiiasize cultural knowtlge and differences,
strategies for working with racial and ethnic plgtions, principles of interpreter services,
and discussion of different tures. An Advanced Cultal Competency Workshop is
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offered for those health care professionéi® have attended the two-day workshop to
expand learning about the field of culturahgmetence in health care, expand knowledge of
the general characteristicsaflture and ethnic groups inethJ.S., and develop techniques
for understanding each client as a unique perstimnahis or her ethnic and racial heritage.

The Office of Cultural Diversity and Enrichmiehas responsibility for preparing cultural
sensitivity and awareness maig language to be usedatl ISDH grants, requests for
proposals, and contracts. Statatracts stipulate the need &l grantees (g., local health
departments, community health centers, etgydwide some sort of cultural enrichment and
diversity training as a requirement for the receipstate funds. Th@ffice has developed a
basic to advanced training program foose who apply for state contracts.
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I NDIANA MINORITY HEALTH INITIATIVE

The Indiana Minority Healtlnitiative was created by the Indiana Legislature uddéena
Code 16-46-11, and thereby extends to the Indiana Stspartment of Health responsibility for:

developing and implementing a state struetmore conducive tadaressing the health
disparities of minority ppulations in Indiana;

monitoring minority health progress;
establishing policy;
funding minority health programegsearch, and other initiatives;

providing data and technical assistanceulgh interdepartmental coordination to local
minority health coalitions for the development of health interventions;

providing minority health research, datagaesource informain through the state
health data center to local organiaast interested in minority health;

staffing a minority health hotline that establishes linkages with other health and social
service hotlines and local coalitions;

developing and implementing aggressive recruitmeand retention program to
increase the number of minorities in the health and social services professions;

developing and implementing an awarenesgfam that will incease knowledge among
health and social servicequiders regarding the specraeds of minority populations;

developing and implementing culturally andglinstically appropriate health promotion
and disease prevention programs that esighahe avoidance of risk factors for
conditions affecting minorities;

providing the state support necessary to enthe continued development of existing
minority health coalitions and to develop titi@ans in other areatargeted for minority
health intervention;

appointing a state funded coordinator for eacthefcounties with @gting coalitions to
provide community planning and needs assgent assistance and assist in the
development of local minoritigealth intervention plans;

appointing and assigning regial consultants to serve lassons between ISDH and

local coalitions tacoordinate resources in the deymhent of local coalitions, provide
assistance to and monitor local coordinatorthe development of local intervention
plans, serve as the baromdteiSDH on the minority healthonicerns of local coalitions,
assist in coordinating minority communityput on state policies and programs, serve as
linkages with ISDH and local minority healtloordinators, anchonitor the progress;

providing funding, within the limits of apppriations, to suppogreventive health,
education, and treatment programs in minacdynmunities that are developed, planned,
and evaluated by approved organizations; and

providing assistance to locedmmunities to obtain fundg for the development of a
health care delivery system to meet the negalss, and barriers identified in the local
plans.
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INDIANA MINORITY HEALTH REPORT

The 2001 Indiana Minority Health Report wasmmissioned by the ISDH Office of Minority
Health and the Indiana MinoyiHealth Advisory Committee tprovide a comparison of the
leading causes of morbidity and mortality@rg racial and ethnic groups in Indiana with
national data and benchmarks establishddeirithy People 2010. The report was prepared by
the ISDH Epidemiology Center and representscaged observation and snapshot of the health
status of racial and ethnic narities living in Indiana.

The 2001 Indiana Minority Health Reportae expansion of the 2000 Minority Health
Disparities Report, which found continuing healtbparities for heart disease, cancer, stroke,
diabetes, homicide, infant mortality, HIV/AIDS, and sickle cell disease and trait. The 2001
report provides information to assess the changealth status of the racial and ethnic
communities of Indiana, as well as serving agsiide for developing resources and interventions
in areas of need and reducing risk factors ¢batribute to higher levels of adverse health
conditions among Indiana’s ratiand ethnic minorities.

The Report identified 15 disease areas requiringsiegd@ttention in Indiana. The identification
of thel5 disease areas was based on the epildgmyiof those diseases and particularly their
prevalence and impact within and upon Indianacial and ethnic minority populations. The 15
areas are listed in the following table:

2001 NDIANA MINORITY HEALTH REPORT
DISEASE FOCUS AREAS

Heart disease Suicide
Malignant neoplasms (cancer) HIV/AIDS
Cerebrovascular disease (stroke) Cirrhosis (liver disease)

Chronic obstructive pulmonary
disease/chronic lower respiratory
disease (asthma)

Kidney disease/end stage renal
disease

Unintentional injuries/accidents or | Conditions that originate in the

adverse events perinatal period

Pneumonia and influenza Homicide

Diabetes Alzheimer’s disease
Septicemia

The Indiana Minority Health Report represethis primary data resource for determining the
objectives and targets camed in the Healthy Indnha Minority Health Plan.
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DEVELOPINGHEALTHY]NDIANA —A MNORITYHEALTHPLANFOR THE

STATE OF[NDIANA (THE M INORITY HEALTH PLAN)

THE CHALLENGE

Health care services, treatment outcomes haxadth status have improved for the general
population, but they have not improved equallyroportionately for all racial and ethnic
populations. Inequalities in care, outcomes, la@@lth status contribute and perpetuate the
existence and widening of disparities in mdity and mortality among Indiana’s American
Indian or Alaska Native, Asiaor Pacific Islander, Black or Atan American, and Hispanic or
Latino populations.

The health of racial and ethmainority populations liuvng and working in Indina is reflective of
the health of the state, andkthtate cannot be healthy iretAbsence of a healthy minority
constituency. Improvements in the healthrafiana’s minority populations will benefit the
entire state and translate inboprovements in the health andguctive potential of Indiana’s
overall population.

The rapidly changing dynamics and shiftingragraphics of the Indiana population and its
constituent subpopulations inceeathe importance and relecaof programs and activities
designed to increase health care literacy and allt@mpetency, decreaBeancial, geographic,
and cultural barriers, and improttee quality of care and health care outcomes for Indiana
residents.

The elimination of racial and ethnic healtlsghrities is a complex health, environmental,
behavioral, and social issue of long-staigdduration that cannbte realized without

considerable broad-based, cultlyraelevant interventions, conbdated and coordinated among
many partners, and designed and sustaineldrigrterm effects across all racial and ethnic
groups. Interventional strategies must ipawate the racial, ethnicultural, linguistic,

religious, and social factors of the target comityuand be tailored to address the specific socio-
cultural and health care needs of the diveas@l and ethnic communities on a community-by-
community basis.

However, and most importantlihe local, health, corporateydlegislative communities must
recognize and appreciate the bréaaitd depth of racial and ethinealth disparities as a public
health problem and understand the impact of helidtiarities on the genédaealth, welfare, and
economic development of Indiaaad its constitent communities.

The challenge, therefore, is to ensure the dahility and accessibilityof a uniformly high
quality of health care that produces improveaid equitable health care outcomes for all
Indiana residents regardless dfieir race, ethnicity, culturegender, age, education, socio-
economic status, or geographic residence.
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GoALs

Healthy Indiana — A Minority Health Plan for the State of Indiana (the Healthy Indiana Minority
Health Plan) is founded in four overarching gic goals that capture the primary purpose for
proposing, developing, and implemegtia minority-specific health pldor the state of Indiana.
The attainment of the four goals is linked closelgaweral factors that are critical to the Plan’s
success.

STRATEGIC GOALS
e Prepare evidence-based documentation of racidlethnic health disparities in Indiana.

e Develop a plan of interventional strategiesigeed to eliminate racial and ethnic health
disparities in Indiana.

e |dentify and solidify effective public/privateommunity-based partnerships to help
develop, implement, evaluate, and assessomes of the proposed interventional
strategies in eliminating racial andheic health disparities in Indiana.

e Eliminate disparities in health based on racethnicity among Indiana residents such
that the “gap effect” for any focus area is less than five percent.

CRITICAL SUCCESSFACTORS

e Community (local, health, cporate, legislative) recognitn and perceived importance of
racial and ethnic health digpties as a public healtbsue of state importance.

e Community (local, health, corpate, legislative) agreement with the need to intervene to
alter present and future outcomes inltrestatus among Indias racial and ethnic
minority populations.

e Community (local, health, cporate, legislative) acceptanckthe proposed plan as an
effective intervention.

e Community (local, health, cporate, legislative) willingness to support interventional
strategies as part of an institutional and coordinated effort.

SUCCESSFACTORS

. Community . :
Recognition 3 Community Community
Agreement with
and Importance Need to Acceptance of Support of
Goals of Disparities Intervene Plan Strategies
Documentation ° °
Plan ° ° ° °
Partnerships ° ° ° °
No Disparities ° ° ° °
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| SSUES,CONCEPTS, ASSUMPTIONS, AND CAVEATS

There are several key or ovetairgg issues, concepts, assumptjarsd caveats that must be
addressed, or at least acknowledged, by the iehlitliana Minority Health Plan if the goals
and objectives of the Plan are to be successfedilized. Among thesesiges are the following:

| SSUES

Health care disparity is a nonfgigan issue that should bethe forefront of the Indiana
legislative agenda, and the implementation of EFHan must be independent of state and
local partisan politics.

Equity in health care cannot be comprordisend the provision of appropriate and timely
access to patient-centered, quality health care services must be ensured.

Diversity in the workforce can only be acagplished through effective recruitment and
retention of underrepresentextial and ethnic minority studenin health professions
schools and programs.

A culturally and linguistically competent healthre environment — with informed health
professionals and caregivers; sufficient lexa#lappropriate, comprehensive, holistic,
fully-funded, sustainable, and culturally/comntyrbased services that foster prevention
and quality of life; and relevant materialsdgprograms to educate health professionals
and the public — is the foundation for buildiaguccessful program to eliminate racial
and ethnic health disparities.

An understanding of the direct and indireetlth and economic impact of racial and
ethnic health disparities ondleducation and socioeconordievelopment of individuals
and local communities must not be underesethaand the cost and burden of ill health
must be allocated appropriately across all dosaf human interaan to appreciate the
full impact of ill health on the education and socioeconomic development of all
individuals and within all communities of Indiana.

CONCEPTS

The elimination or racial and ethnic health dispes and the attainment of health parity
can be achieved only through péirties, public and privatejorking together with a
collective consciousness and commitment, islgagconomic, technical, and social capital
to achieve the highest level of health, weliAgeand quality of liffor all residents of
Indiana.

The public (patients, providers, and payensjst acknowledge the existence and societal
importance of racial and ethnic health digjies and become owners of the process for
their elimination through an aee interest and rolen collaborative efforts to eliminate
racial and ethnic disparities in health and health care.

Racial and ethnic health desfities are costly to sasly and the current economic
investment in the elimination of healtrsdarities will generate future dividends in
improved health status, reduced rates of illness, disability and excessive mortality,
enhanced quality of life,etreased health care spending] ancreased opportunity for
economic and social development.
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Comprehensive strategies are necessaenhance opportunities for financial and
geographic access to medically, culturallyd dinguistically appropriate, timely, and
comprehensive health care services, andornga patient-provider respect, continuity
and communication of informain regarding aspects of care.

Health related behavior apaactices experienced in ealiig establish patterns of
behavior and practice thebntinue into adult life.

The number and representation of raaradl ethnic undergraduate, graduate and
postgraduate minority students in the heplitfessions must be increased, encouraged
and supported through state, professicasadl community identiéd initiatives.

The local, health, corporate, and legislatcommunities must actively engage in and
support the process of strategy depetent, implementation and evaluation.

Health related issues such as behaviaras@and physical environments, and related
inequalities in socioecomaic status, education, emplognt, insurance, language,
culture, housing, and transportation musatldressed effectively and comprehensively
under a multidisciplinary, non-silo, intervignal approach and within the broader
context of health and isocio-cultural environment.

Educatio

vealthy Environmen/
ZUsuiyonaug Auped

ASSUMPTIONS

Planning for the elimination of racial ancheic health disparities in Indiana is an
iterative process, and the curtéhinking represented by thidan most likely will be
modified and adjusted to accommodate kewledge and interventions generated by
national and local projects, such as@enters for Disease Control and Prevention
(CDC) Racial and Ethnic ApproachesGommunity Health (REACH 2010), the
National Institutes of Health (NIH) Natioh&@enter on Minority Health and Health
Disparities, and the Agency for Healthed&esearch and Quality (AHRQ) Excellence
Centers to Eliminate Ethnic/Racial Disparities (EXCEED).

The economic issues and financial consteaaifecting state and local governments will
increasingly impact all aspectslodalth care planning and delivery.
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e Evidence of change in health status williberemental and difficult to assess and/or
attribute to a specific inteention in the short term.

e Positive behavioral changes in lifestyle dedlth practices can contribute significantly
to improvements in health status with a minimum investment of money and human
capital or increased intensity health care services.

Diabetic L
<} Eye Diseas

Lifestyle
Behavior

Abdominal L& Type 2
Obesity Diabetes

T . y T T

Points of Intervention

> Poorer Health/Higher Costs

CAVEATS

e As a conscious effort, this Plan focusessemen disease areas identified by the Indiana
Minority Health Advisory Committee as immediate priorities.National and local
initiatives have identified otmeareas of concern beyond the sedealt with in this Plan.
Alzheimer’s disease, chemical dependertytd and adult immnizations, homicide,
suicide, and unintentionaljuries, influenza and pneumeanikidney disease, liver
disease, and septicemia are not without naeritontributors toacial and ethnic health
disparities. The exclusion ah area from this Plan d®eot necessarily weaken its
position as a major health concern, nor doesgtesent an oversight of the Indiana
Minority Health Advisory Committee. The @uonittee decided that the first iteration of
this Plan should concentrate on a workahleber of disease areasich as seven, that
reflect significant differences in health eatelivery and outcomes for the racial and
ethnic minority residents of Indiana.

e The development of this Plan assumes a data-driven approach, which is both a strength
and a weakness. It is a strength in thaideatification of disparities is evidence-based
and the proposed remedies are measurabletiover It is a weakness in that state-level,
population-based data are limited or abgentertain conditions, events, and/or
populations (e.g., prevalencediibetes among American Indians or Alaska Natives
living in Indiana), making it diftult or impossible to asses®tbeverity of the disparity
against measured benchmarks or to develeasurable objectives for the elimination of
the disparity. The application of natidlyaderived frequencies of morbidity and
mortality to Indiana demogphics may provide some indication of the epidemiologic
landscape of Indiana for th@gonditions, events, and/populations where data are
missing or inadequate, but such appliaagigvould fall short of providing sufficient
evidence for setting reliable objectives thatild be measured against realistic Indiana
events.

e Inconsistencies and gapstire state’s morbidity and mortality surveillance systems can
lead to the underrepiing and misreporting of epidemiologic and demographic data and
incorrect inferences (or at least unansweyeeistions) about thefterential burdens of
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illness among the state’s racial and ethninority populations. As an example, the
population distribution of diabes prevalence reported amdndiana’s racial and ethnic
minority populations do not pallel the population distribudn of diabetes prevalence
reported nationally. This obseti@n may reflect true differences in diabetes prevalence
for the populations of Indiania comparison to the natiat-large, or it may reflect
inconsistencies or inaccuracieshe reporting of disease mcial/ethnic data among the
populations of Indiana with éhconsequent problems oflidity regarding differential
burdens of illness.
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APPROACH

The Healthy Indiana Minority Health Plan flowsectly from the 2001 Indiana Minority Health

Report and{ealthy People 2010, which was designed to address as one of its two major goals

the elimination of health dispties associated with race, eitity and socioeconomic status.
The Healthy Indiana Minority Health Plan ugke 2001 Indiana Minority Health Report in a
data-driven, evidence-based, community-centered, multidisciplinary approach to assess
documented gaps in health status and identifical areas of intervaion for Indiana’s racial
and ethnic minority (American Indian or Alaskiative, Asian or Pacific Islander, Black or
African American, Hispanic dratino) communities. ThBealthy People 2010 objectives that

HEALTHY INDIANA MINORITY HEALTH PLAN
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focus specifically on the areas of disease madgband mortality identified as immediate
priorities by both the Indiana Mority Health Report and the Iradia Minority Health Advisory
Committee are used to establish the Hgalhdiana Minority Halth 2010 (HIMH2010)
objectives.

After selecting the most relevant HP2010 objectibesed on the Indiana priorities identified by
the Indiana Minority Health Repipindiana-specific, data-dren (HIMH2010) objectives were
structured to mirror the natioiafocused HP2010 objectives those areas where the national
targets for the HP2010 objectives exceed the Indspeaific levels of morlity or mortality for
any racial or ethnic minority population. For exae) if the mortality data for the Black or
African American population in Indna reveals that the death rideheart disease exceeds the
target rate specified for the relevafdalthy People 2010 (HP2010) objective, then a Healthy
Indiana Minority Health 201(HIMH2010) objective, based
on baseline data specific to Iada, is proposed to help bridgq Indiana baselines and|
the gap in heart disease for Indiana’s Black or African targets could not be
American population. Unsuppod®bijectives, those for whiclf determined for many
Indiana-specific baseline datameenot available, are listed objectives due to a lac
separately as a further emphamsisthe need for increased datj of Indiana-specific data.
surveillance.

The Minority Health Advisory Committee reachee thpinion that it is important for Indiana to
establish state-specific objectives that best reflecneeds and prioritied Indiana in relation to
the elimination of racial anethnic health disparities. €hntentional link between théealthy
People 2010 objectives and the proposed Healthgiana Minority Health 2010 objectives,
coupled with the use of Indiana-specific datdpssubstantiate the ratale for the objectives
and targets proposed in the Hagltndiana Minority Health Pfa In addition to representing
state relevant targets, the Indsambjectives will serve also aerformance-based indicators of
successful activity over the course of the next seven years.

FOCUS AREAS

The 1988%Report of the Secretary’s Task Force on Black & Minority Health recognized
cancer, cardiovascular disease and strokematal dependency, diates, homicide and
unintentional injuries, and infamortality as the leading corlbttors to the health disparity
found among racial and ethnic mirt@s in the U.S. The U.®epartment of Health and
Human Services 199itiative to Eliminate Racial and Ethnic Disparities in Health,
focusing on areas of disparity that affectrattial and ethnic groupglentified the six areas
of infant mortality, cardiovascular diseasancer screening amdanagement, HIV/AIDS,
child and adult immunizens, and diabetes.

The 2001 Indiana Minority Health Report identifiedl disease areas — heart disease, cancer,
cerebrovascular disease, chronic obstructiienpoary disease, unintentional injuries and
accidents, diabetes, influenza and pneumdXligheimer’s disease, kidney disease and
nephritis, septicemia, suicide, cirrhosis antbaic liver disease, M/AIDS, homicide, and
conditions during perinatal period — as teading causes of morbidity and mortality in
Indiana.
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The Minority Health Advisory Committee comcled that it could natddress all 15 disease
areas from the Indiana Minority Health Refiarits initial intervention plan. The
Committee decided to concentrate on thosesangih the greatest “gap effect” in Indiana
and, consequently, those producing the getaeount of unnecessary morbidity and
mortality in Indiana’s raciahnd ethnic minority populationsTherefore, the Committee
approached the developmentioé Healthy Indiana Minority ealth Plan with emphasis on
seven high priority disease focus areas, @lerhich coincide wh those identified
previously by the U.S. Department of Hteaand Human Serviceas both its 1985 and 1998
reports and initiatives. The following table lighte 7 priority disease focus areas identified
by the Indiana Minority Health Advisory Conittee and targeted in this initial Plan:

INDIANA MINORITY HEALTH ADVISORY COMMITTEE
DISEASE FOCUS AREAS

Heart Disease (cardiovascular disease Diabetes

Cancer (malignant neoplasms) HIV/AIDS

Stroke (cerebrovascular disease) Infant Mortality (conditions that
originate in the perinatal period)

Asthma (chronic obstructive pulmonary disease/chronic lower respiratory disgdase)

INSTITUTIONAL AND COMMUNITY [INPUT

The Minority Health Advisory Committeeranged meetings with the ISDH program
managers of the focus areas &egl in the Plan to get inpoih what the relevant programs
were doing currently in the @a of minority health. Programanagers from HIV/STD,
Chronic Disease, Nutrition, Indiana Cance@mn&ortium, Diabetes Control Program, and the
Epidemiology Resource Center Infant Mortalitgre invited to meet with the Committee.
The Committee did not meet with a represeméatiom the cardiovascular disease or stroke
area because Indiana did not have a formallyddrmtogram in either area at the time of the
invited meetings. However, the Comragtwas informed that the State Health
Commissioner has assigned cakdiscular disease and strakehe newly formed Chronic
Disease Advisory Council.

Strategic actions and interventions are prepaand tied to thentliana-specific minority
health objectives. The proposed strategigsaxctions that have the broadest reach and
greatest potential for eliminating heattisparities and producing healthy outcomes
constitute the interventional priorities recommeathdethe first tier opproposed activity. The
Committee was strong in its belief that teenmunity should havéhe opportunity to

provide input into the Plan before it was finad and reported to the Commissioner. In
addition to the members of the Advisory Comeet{many of which are representative of the
community and community-based organizationff)er individuals outside and inside the
Indiana State Department of Health and espntative of a broad base of knowledge and
experience were identified and invited togazet of a revievgroup to comment on the
working draft before it was advanced aasensus document to the Indiana State Health
Commissioner.

ISDH Minority Health Advisory Committee Page 20
April 2003



HEALTHY INDIANA MINORITY HEALTH PLAN

The Healthy Indiana Minority Health Plan proposes to address the issue of health disparities
from the perspective of both general objecti@esoss all areas of morbidity and mortality
(workforce diversity, cultural anithguistic competency) and focal objectives linked to the most
prevalent conditions affectingdliana’s racial and ethnic mintyrpopulations (kart disease,
cancer, stroke, asthma, diabetes, HIV/AIDS, and infant mortality). To complement the general
and focal objectives, the Planoposes a series of recommeimtas under the headings of:

Public Policy

ISDH Program Development and/or Expansion

Health Services

Health Promotion and Communication Strategies

Public/Private/Community Partnerships

The Plan’s overall approach is to view the soluin terms of structure, process, and outcome
by identifying and applying Indiana-relevant olijees, activities, and strategies within existing
structures and processes.

STRUCTURE

The structure of the health care system serthegitizens of Indiana is a key element to the
design and implementation of the Healthy Indidtinority Health Plan. The Indiana State
Department of Health is the major structuwwaimponent of the system, and frequently serves
as the safety net for those individuals whatimely lack financiahnd/or geographic access

to necessary health care servic€onsequently, the IndianaaB Department of Health, the
ISDH Office of Minority Health, the ISDH Offie of Cultural Diversity and Enrichment, and
the Indiana Minority Health Advisory Commne# are the lead entisien the preparation,
development, and implementation of an ingron strategy and plan for eliminating the
racial and ethnic disparities in health am@lth status experienced by Indiana’s minority
populations.

Related agencies, organizations, and afféiatecluding the Interagency State Council on
Black and Minority Health, thendiana Minority Health Codion, the Indiana Health Care
Professional Development Commission, the @le®isease AdvisorgZouncil, the Indiana
Latino Institute, the Indiana PlibHealth Associabtin, the Indiana University Department of
Public Health, and the local &iéh departments complemenetstructural contributions of
ISDH. The U.S. Office of Minority Healtand the Office of Minaty Health Resource
Center are repositories of supportive informatidata, and publicly acegible resources.
The development and execution of a successteivention plan (e.gthe Healthy Indiana
Minority Health Plan) will require the cooperativcollaborative, and innovative efforts of
the Indiana health care systerk&y structural components.

Indiana Minority Health Coalition

The Indiana Minority Health Coalition (IMHQs a non-profit organization that was
created in 1992 by nine community-based oizgtions and incorporated in 1994 with a
focus on improving the health tidiana’s ethnic and raciatinority populations. IMHC
deals with a broad range of health issug$ gromotes and suppoits 18 local affiliate
county and community coalitionis their efforts to addresginority health issues with
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advocacy, education, program developmeommunity outreach, service delivery,
public relations, research, and leadershipur@y and community @itions exist across
the state and are established to implement health promotion and disease prevention
programming at the local level.

Indiana Health Care Professonal Development Commission

The Indiana Health Care ProfessibDavelopment Commission (HCPDC) was
established, under a directive from the &mdi General Assembly, in 1995 by the Indiana
State Department diealth to:

e study the current distribution diealth care professionals;

e study the future health caregbessional needs of Indiana;

o formulate long-range planning goals teet the health care needs of Indiana;
e develop a strategic plan for health cprefessional development for Indiana;

e consider ways of increasing the numbers of minorities in the health care
professional workforce

e make recommendations to the General Assembly that will likely achieve a
continual flow of health care pregsionals, appropriately distributed
geographically and by specialty and type; and

e submit a report on HCPDC activities tetBeneral Assembly on November 1 of
each year.

The Indiana Minority Health Advisor@ommittee and the Indiana Health Care
Professional Development Commission hejdiat meeting in association with the
Indiana Career and Post-secarydadvancement Center tostiuss their mutual interest
in and to develop strategies for increadimg numbers of minoritgein the health care
professional workforce. As a consequencthefr meeting and subsequent interactions,
the Chair of Minority HealtiAdvisory Committee sent letteion behalf of the Committee
to the State Health Commissioner upport of the Health Care Professional
Development Commissions’ recommendationsipexpand eligibilityto other health
care professions under the Indiana
Medical and Nursing Grant Fund statute;
2) continue surveying health care
professions in Indiana to generate
workforce data on the number, ) e _
distribution, and speaity of Indiana’s ethnic minorities in  the health
health care practitions; 3) find additional (RSSO R MR
funds to support future HCPDC health to support outreach and recruitment
care professional surveyo that essential IR

data can continue toe collected; and 4)

consider developing a singlanified license renewal/datalt@ction system that cost-
effectively gathers information crucial to licamre and health workforce development.

The InMHAC and the HCPDC
agreed that a working subcommittee
should be created teexplore ideas for
expanding the pool of racial and
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Chronic Disease Advisory Council

The Indiana Chronic Disease Advisory Collm@s created in 2002 by the Indiana State
Department of Health to help address High rate of chronic disease and related
mortality in Indiana. The @uncil is comprised of medicalréictors of the major health
insurance companies, academic expews;-profit organizations, minority groups,
consumer advocates, employers, and reptatseas of health care provider groups.
Diabetes, asthma, heart diseaand obesity represent themary foci of the Council’s
efforts, having already developed consensudedimes for diabetes. Within each of the
focus areas to be addressed by the Counci tisea need to target minority populations
with materials and other means to provideuralily and linguistically appropriate health
care education.

Indiana Latino Institute

The Indiana Latino Institute pvides quality bilingual-bidtural services related to
health, education, and welfare and desigoesklf-determine and strengthen Latino
families living in Indiana. Resources inde coalition building and networking with
agencies and organizations that provideises/to Spanish speaking Latinos, training
and technical assistance to build strongpoizations, a Latino Resource Center, and a
Speakers Bureau.

Indiana Public Health Association

The Indiana Public Health Association (IPH&xs formed in 1946 to unify efforts for
advancing public health in the state of bntih. The mission of IPHA is to promote the
health of the people of Ingina through educational programoe improve public health
practice, training and research to advanceipuigalth, promotion of interest in public
health careers, public education about pragarof disease and promotion of wellness,
and advocacy for the health of the peojhirough communicath with government
officials and community leaders.

Indiana University Department of Public Health

The Indiana University (IU) Department Bfiblic Health administers the Master of
Public Health (MPH) Program and is housedhe Indiana University School of
Medicine. The Department of Public Healkha collaboration of academic units and
public health agencies, including 15 ILhsols on the Indianapolis and Bloomington
campuses, Purdue University, the IndiareteSDepartment of Health, and the Marion
County Health Department. The mission of lindgiana University Department of Public
Health is to improve the health of the desits of Indiana, the United States and the
world through teaching, research, and camity practice programs. The Department
offers quality degree and non-degree publialtmeeducation programs to educate and
train professionals and agenstaff to advance their knowledge and skills in public
health.
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Local Health Departments

Local health departments, in partnershighviocal community-basd organizations and
minority health coalitions, are integtal the implementation of prevention and
intervention strategies at the local level.eyHrequently provida more grass-roots and
community-focused orientatido identifying and meeting éspecific health needs of
the local area, and may be more adegihtanizing local resurces to support local
efforts.

U.S. Office of Minority Health

The U.S. Office of Minority Health (OMH)as created by the U.S. Department of
Health and Human Services (HHS) in 1985 as a result dtdher of Secretary’s Task
Force on Black and Minority Health. Under the directionf the Deputy Assistant
Secretary for Minority Health, OMH advisestBecretary of Health and Human Services
and the Office of Public Health and SaenOPHS) on public h&h issues affecting
American Indians and Alaska Natives, Asiamericans, Native Hawaiians and other
Pacific Islanders, Blacks or African Americarand Hispanics or Latinos. The mission

of OMH is to improve the health o&cial and ethnic populations through the
development of effective health policies and programs that help to eliminate disparities in
health. OMH monitors effastto achieve the goals Bkalthy People 2010 and its focus

on eliminating racial and ethmdisparities in health.

The Office of Minority Health Resourc@enter (OMHRC) serves as a national
information and referral service on minorityatth. The Center collects and distributes
information on a variety of topics and provédeurrent minority health data, customized
database searches, publications, afatimation on programs and organizations.

PROCESS

Process considers both the direct and inddletivery of health care functions and services,
including support functions andrsees, to the citizens and ketakeholders of the Indiana
community. Screenings, worksite prograsthool-based services, health education and
information, surveys, and surveillance systenesestamples of direct and indirect functions
and services delivered by the health cafastructure servingidiana’s resident and
employer communities. Process also eaabs the formation of significant policy
recommendations for change and amplificatiathiw the nexus of health care service and
delivery.

Direct Services

The ability to show progress toward elimimgfiracial and ethnic disparities in health is
conditioned, in part, on the successful, timelyedh, and culturally appropriate delivery
of quality health care services to the tagggpulations. Issues of geographic, financial,
and temporal access must be addressed icothitext of traditional cultures, behaviors,
and attitudes. Where appropriate, recommgois will be forwarded with regard to the
use of health screeningsdahealth fairs, school and wksite health education and
service delivery programs, health infation materials, and surveys and other
instruments for diseaseamitoring and surveillance.

ISDH Minority Health Advisory Committee Page 24
April 2003



HEALTHY INDIANA MINORITY HEALTH PLAN

Support Services

Programmatic, disease-focused arehte month public service announcements,
community-based counseling and educati@ygpams, grass-roots health advocacy, and
other supportive services halpeate awareness and discossf health and health-
related issues. Community-based organizestj similar to the Indiana Minority Health
Coalition, help provide variouypes of support servicesathpromote and complement
the direct delivery of healttare services to farity populations inpublic and private
settings.

Policy Recommendations

Recommendations for new and amendediptiealth policy legislation and

programmatic guidelines will be based on thechto address new and/or expanded areas
in public health. The Healthy Indiana hirity Health 2010 objectives provide the
platform for setting the direction and foutating recommendations contained in the
Healthy Indiana Minority Health Plan. Pglicecommendations may address any area of
public domain affecting the health of those Wive and work in Indiana. For example,
changes in ISDH’s grant priorities and preses may be necessary to address effectively
certain recommended requirements, targetexpectations reganay data collection and
disease surveillance. Alternatively, recoemdations may call for the creation of an
interagency coordinating etytito oversee the contimugy execution of the Healthy

Indiana Minority Health Plaand/or to provide future direction and support for activities
that help reduce gaps in health and hesthitus for Indiana’sacial and ethnic minority
populations.

OuTCOME

Outcome reflects the impact of the proposgdrvention (the Healthy Indiana Minority
Health Plan) on the target poptibn (the racial and ethniminorities residing and working

in Indiana). Within the context of thisd?, outcome will be evaluated through assessment
of Indiana’s success in achieving tHealthy People 2010 objectives (HP2010), the
proposed Healthy Indiana Mintr Health 2010 objectives (MH2010), and evidence of an
improved health status among the racial ahdietminority population®f Indiana. The
Indiana Minority Health Adviscy Committee proposes that abnial report focusing on the
state of progress made by Indiana towardeaghg the intended outcomes of the Healthy
Indiana Minority Health Plan be submittexthe Indiana Legislature and Governor.

Approach/Meet the Healthy People 201@bjectives

Attainment or movement towards the HP201Ceohyes will serve aa general indicator
of the intermediate and long-term progressuccess of the Higlay Indiana Minority
Health Plan in addressing the gaps inltheand health statummong Indiana’s minority
populations.

Approach/Meet the Healthy Indiana Minority Health 2010 Objectives

Attainment or movement towards the Hbg Indiana Minority Health 2010 objectives
will serve as an Indiana-spedcifindicator of the intermedia and long-term progress or
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success of the Healthy Indianaridrity Health Plan in addrsmg the gaps in health and
health status among Indiana’s minority patigdns. Similarly, movement towards
attainment of a “gap effect” of less thfive percent for any focus area would be a
positive indication of successful progress. A status report with updated
recommendations, as necessary, will lensitted biennially to the health leaders
(primarily the chairs and members of then&e and House health committees) in the
Indiana Legislature and to the Governor.

Improved Health Status/Indicators

Documented improvement in the healths$adnd/or healtmdicators of Indiana’s
minority populations will provid evidence of intermediassd long-term progress or
success of the Healthy Indianaridrity Health Plan in addrsmg the gaps in health and
health status among Indiana’s minority pagigdns. A status report with updated
recommendations, as necessary, will be submitted biennially to the health leaders
(primarily the chairs and members of then&e and House health committees) in the
Indiana Legislature and to the Governor.

Conduct/support screenings/health fairs

Provide school/worksite health education programs
Direct Services Distribute culturally sensitive health information

Periodic surveys of health/disease by census tract

Indiana Minority Health Coalition
PROCESS Support Services Regular media outlets/releases/theme months

Establish Indiana 2010 objectives/targets

Review/monitor grant priorities/expectations
Policy Recommendations Formulate policy recommendations

Secure direct fiscal support

Establish interagency coordinating group

Approach/meet HP2010 objectives
OUTCOME Approach/meet INMH2010 objectives Submit biennial report to the Governor/Legislature
Improved health status/indicators
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WORKFORCEDIVERSITY

RATIONALE

Diversity and competency of the workforce armalMelements to the elimination of racial and
ethnic disparities in health. However, diversn the workforce does not necessarily imply
competency in the workforce’s ability to respaapropriately to theultural and linguistic
differences existent withiaulturally and linguistically diverse populations.

Cultural differences between providersigatients can lead to misunderstanding,
misrepresentation, distrust, andrmdispect in the delivery and rguteof health care services.
The availability of a racially and ethnicaltiiverse health care workforce within diverse
communities enhances the potential for esthiplgs cultural and lingutic bonds that foster

consistent, closer, comfortable, arms _ _ _

interaction between providers andiila SRR CRRHENINVIcE N RCVE SIARU NS

patients. population . . . Chief among [existig barriers
to minority recruitment and retention in the
Racially and ethnically diverse health professions] are the lack of adequatg
providers are better suited to preprofessional educational preparation for a
promote higher levels of cultural JESEIUNCCT RSt SR RHSER: IR

understanding, more effective models for minority preprofessional and
communication, and shared and [LUSESSICIEIRSGIS I SH: [(R ) CRET S ESVs]sol;i

informed decision making within [IREIGMSKIREEl LI ISRV RUTIVI8Y

racial and ethnic minority health care professonal students during their
ST C e E R Rt sl Professional  education . . . Throgh
minority providers also are more partnerships and _coIIaboratlon amory t_he
likely to locate and practice in health care professions, the state’s edu_catlon
racial and ethnic minority community, health care providers, public and
communities and less likely to private insurers_, busir_less, labor, consumers
allow (directly or indirectly, and state @encies, Indiana can work to devise
consciously or subconsciously) effective strategies to overcome barriers to

racial bias and stereotyping to minority recruitment and retention.
affect their decision making,
therapeutic protocols, and
compliance with recommended
practice guidelines.

Indiana Health Care Professional Development Commission
Annual Report 1995

The National Center for Health Workforce Inimation and Analysis within the Bureau of
Health Professions of the Health Resoummed Services Administration, DHHS, provide
data that can be used to describe the diversitye Indiana workforce. The following chart
is based on that data.
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PER O DIANA ORKFOR BY RA OR
00 O 00
PRO ONA Ameri
ORKFOR Inrgiearrllcgl:1 FEIEN B 2 Eslar Hispanic or
Pacific African pa White
Alaska ; Latino
> Islander American
Native

Allied Health
Professionals

Physical Therapists 0.3 8.2 4.8 4.7 82.0

Occupational

Therapists 2.0 0.0 6.0 2.0 89.0

Respiratory Therapists 0.0 7.0 17.0 2.0 74.0

Speech-Language

Pathologists and 0.0 2.0 1.0 4.0 93.0

Audiologists

Medical Records

Technicians 1.0 7.0 16.0 1.0 74.0

Laboratory

Technologists 1.0 8.0 19.0 5.0 67.0

Radiologic

Technologists 0.0 2.0 10.0 4.0 84.0
Registered Nurses 0.3 2.0 2.8 0.7 93.9
Physicians 0.0 11.0 3.0 2.0 84.0
Dentists 0.0 5.0 2.0 4.0 89.0
Pharmacists 0.0 14.0 6.0 3.0 77.0
Optometrists 0.0 10.0 4.0 3.0 83.0
Podiatrists 0.0 0.0 5.0 8.0 87.0

Not evident from the above chart is the féztt Indiana has a public health workforce
equivalency of 46 public healfiractitioners per 100,000 Indimmesidents, compared to
public health workforce averages of 7@gttioners per 100,000 population for the U.S.
DHHS V (Midwest region) and 138 per 100,088pulation nationally.The actually and
comparatively small workforce of public Hémapractitioners in Indiana exacerbates the
problem and complicates the implementatiosaftitions to the elimination of health
disparities among Indiana’saial and ethnic populations.

OBJECTIVES, STRATEGIC ACTIONS, AND INTERVENTIONS — WORKFORCE DIVERSITY
Baseline data for the Workforce Diversity objectives are derived from the December 2000

HRSA State Health Workforce Profiles fardiana developed for énBureau of Health
Professions National Centerfilealth Workforce Information and Analysis by the Center
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for Workforce Studies at the State UniversityN&w York School of Public Health. Indiana
has programs of higher education in allieghlth, nursing, medicine, dentistry, pharmacy,
and optometry. Academic programs leadingegrees in chiropréc or podiatry do not

exist in Indiana. The following chart, balsgartially on the HRSAndiana Profile, shows

the percent of degrees awardedacial and ethnic minoritgraduates in allied health,
nursing, medicine, dentistry, and pharmacy%96-97. The degree data for optometry and
public health were obtained directly from tineliana degree-granting programs (the Indiana
University School of Optometry and the Depaent of Public talth in the Indiana
University School of Medicine) fahe years of 2001 and 2002, respectively.

PER OF DEGREE R P DIANA BY RA OR
ole O O
PRO ONA Ameri
ORKFOR |nr3gf§p Asian or Black or Hispanic
Pacific African ba White
Alaska : or Latino
i Islander American
Native
Allied Health
Physical Therapy 0.0 3.0 0.0 0.0 97.0
Occupational Therapy 0.0 0.7 2.7 0.7 95.9
Respiratory Therapy 0.0 0.0 8.9 2.4 88.6
Speech-Language
Pathology and 0.0 0.4 2.1 0.4 97.2
Audiology
Medical Records 0.0 0.0 11.0 4.1 84.9
echnicians
Laboratory Technology 0.0 1.9 5.7 5.7 86.8
Radiologic Technology 0.5 1.0 1.6 0.5 96.3
Nursing 0.3 0.6 3.5 15 94.1
Medicine 0.4 7.8 3.1 1.2 87.5
Dentistry 0.0 12.0 2.7 2.7 82.7
Pharmacy 0.0 5.0 1.0 2.0 92.0
Optometry 1.3 5.3 1.3 1.3 89.5
Public Health 0.0 6.0 19.0 0.0 75.0

* Optometry — data are for 2001
Public Health — data are for 2002

Healthy People 2010 provides 1 objective and 20 sobjectives specific to workforce

diversity. The relevant objectvand sub-objectives are listed in the Appendix. Based on the
Healthy People 2010 objectives, the following objecis are being proposed under the
Healthy Indiana Minority Health Plan &althy Indiana Minority Health 2010 Objectives
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Strategic actions and interventions have li®mreloped specificalljo address the Healthy
Indiana Minority Health Objectives listed below:

April 2003

WORKFORCE DIVERSITY | NDIANA
OBJECTIVES AND BASELINE
STRATEGIC ACTIONS/INTERVENTIONS
WFD-1 In allied health, increase the
HP2010 Ref: proportion of all degrees awarded to:
1-8a-d 1. American Indians or Alaska
Natives to 0.6%. Refer to above chart — Percent of Degrg¢e
2. Asians or Pacific Islanders to Recipients in Indiana by Race or
1.2%. Ethnicity
3. Blacks or African Americans to
8.8%;
4. Hispanics or Latinos to 3.5%.
WFD-2 In nursing, increase the proportion of
HP2010 Ref: all degrees awarded to:
1-8e-h 1. American Indians or Alaska
Natives from 0.3% (1996-97) to
0.6%. Refer to above chart — Percent of Degrg¢e
2. Asians or Pacific Islanders from Recipients in Indiana by Race or
0.6% (1996-97) to 1.2%. Ethnicity
3. Blacks or African Americans
from 3.5% (1996-97) to 8.8%;
4. Hispanics or Latinos from 1.5%
(1996-97) to 3.5%.
WFD-3 In medicine, increase the proportion of
HP2010 Ref: all degrees awarded to:
1-8i-l 1. American Indians or Alaska
Natives from 0.4% (1996-97) to Refer to above chart — Percent of Degrg¢e
0.6%. Recipients in Indiana by Race or
2. Blacks or African Americans Ethnicity
from 3.1% (1996-97) to 8.8%.
3. Hispanics or Latinos from 1.2%
(1996-97) to 3.5%.
WFD-4 In dentistry, increase the proportion of
HP2010 Ref: all degrees awarded to:
1-8m-p 1. American Indians or Alaska
Natives from 0.0% (1996-97) to Refer to above chart — Percent of Degrg¢e
0.6%. Recipients in Indiana by Race or
2. Blacks or African Americans Ethnicity
from 2.7% (1996-97) to 8.8%.
3. Hispanics or Latinos from 2.7%
(1996-97) to 3.5%.
WFD-5 In pharmacy, increase the proportion| Refer to above chart — Percent of Degrge
of all degrees awarded to: Recipients in Indiana by Race or
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HP?(_)éL;)_tRef. 1. American Indians or Alaska Ethnicity
Natives from 0.0% (1996-97) to
0.6%.
2. Blacks or African Americans
from 1.0% (1996-97) to 8.8%.
3. Hispanics or Latinos from 2.0%
(1996-97) to 3.5%.
WFD-6 In optometry, increase the proportion
HP2010 Ref: of all degrees awarded to:
1-8a-d 1. American Indians or Alaska
Nat'lveg from 1.3% (2001) to 0.6% Refer to above chart — Percent of Degrg¢e
(objective  currently met, but ReciDi . !
ecipients in Indiana by Race or
tenuous. Ethnicity
2. Blacks or African Americans
from 1.3% (2001) to 8.8%.
3. Hispanics or Latinos from 1.3%
(2001) to 3.5%.
WFD-7 In  public health, increase the
HP2010 Ref: proportion of all degrees awarded to:
1-8a-d 1. American Indians or Alaska | Refer to above chart — Percent of Degrge
Natives from 0.0% (2002) to Recipients in Indiana by Race or
0.6%. Ethnicity
2. Hispanics or Latinos from 0.0%
(2002) to 3.5%.
WFD-S1.1 - Develop and implement “best practice” minority-specific programs to promote
WFD-S7.1 careers in allied health, nursing, medicine, dentistry, pharmacy, optometry, and public
health with realistic role models to American Indian or Alaska Native, Asian or
Pacific Islander, Black or African American, and Hispanic or Latino K-12 students
living in minority communities.
WFD-S1.2 — Develop academic partnerships and pipelines with minority-serving institutions, health
WFD-S7.2 professions associations, and student organizations to facilitate the recruitment of
American Indian or Alaska Native, Asian or Pacific Islander, Black or African
American, and Hispanic or Latino students into allied health, nursing, medicine,
dentistry, pharmacy, optometry, and public health.
WFD-S1.3 — Identify, initiate, develop, and publicize financial assistance programs specifically
WFD-S7.3 designed to support the education and training of American Indian or Alaska Native,
Asian or Pacific Islander, Black or African American, and Hispanic or Latino students
in allied health, nursing, medicine, dentistry, pharmacy, optometry, and public health.
WFD-S1.4 — Develop and expand loan forgiveness programs for American Indian or Alaska Native,
WFD-S7.4 Asian or Pacific Islander, Black or African American, and Hispanic or Latino
graduates who practice allied health, nursing, medicine, dentistry, pharmacy,
optometry, or public health in underserved minority communities.
WFD-S1.5 — Develop and expand opportunities for increasing cultural and linguistic competency
WFD-S7.5 among administrators, faculty, and staff in allied health, nursing, medicine, dentistry,
pharmacy, optometry, and public health.
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WFD-S1.6 — Develop, implement, and expand initiatives to increase the number and proportion of
WFD-S7.6 American Indian or Alaska Native, Asian or Pacific Islander, Black or African
American, and Hispanic or Latino didactic and clinical faculty in allied health,
nursing, medicine, dentistry, pharmacy, optometry, and public health.
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CULTURAL AND LINGuUISTIC COMPETENCE

RATIONALE

Racial and ethnic minority cemunities tend to have sitex numbers of health care
practitioners (particularly theswho look like them and talk like them) located and practicing
in their communities. The lack of identifiably appropriate and relevant health care providers
and services in racial and ethnic minorityroounities can create provider and/or patient
related barriers that potentially hampez tommunity’s sense of having routine and

consistent access to a usual source of heatty especially primagyreventive care that is
culturally appropriate, competent, and timelytgresponses to community health care

needs. Such problems of access ardéurtompounded for populations whose primary
language is not English.

Cultural beliefs, values, attitugeexperiences, and practiGesoss diverse populations help
form and influence variations in health urgtanding and behavior, and potentially impact
interaction and communication betan patient and provider.

Cultural competence requires that a person
possesses the complement of academic and
personal skills necessary for understanding and
appreciating the culturaifferences that exist
between diverse groups. Cultural
incompetence or a lack of understanding and
appreciation of cultutalifferences in the

delivery of health carservices can lead to
misunderstandings and misinterpretations of
clinical actions, dignoses, and treatment
recommendations and thereby achedy affect the proder-patient interdwn, the quality of

the health care outcomes, and the degree adrgagatisfaction with thieealth care encounter
and/or system. Cultural competence allbwalth care providers to obtain necessary,
specific, complete, and accurate informatiomeke appropriate diagnoses; facilitates the
development of treatment plans that are nmeealily followed by the patient and supported
by the family; reduces delays in seeking carm @iows for more apppriate use of health
services; enhances overall coomitation and clinical intecdion between providers and
patients; and fosters compatibility between western health practices and traditional cultural
health practices.

The U.S. Department of Health and
Human Services defines cultural and
linguistic competence as “the abily
of health care providers and health

care organizations to understand an
respond effectivey to the cultural
and linguistic needs browght by the
patient to the health care encounter.”

Linguistic competence facilitas open and clear commurtioa between providers and
patients. Health care providers and practice facilities
without appropriate translatiaand interpreter services are| Census 2000 indicateg
handicapped in their ability to provide linguistically and, | that a language other
therefore clinically, compent care to populations of than English is spoken at
patients whose primary language is not English and in | home by 6.4 percent of
situations where health, langieaproficiency, and literacy | the Indiana population.
are compromised. A lack of linguistic competence can =
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create difficulties in doctor-patient wonunication, which in turn can create
misunderstanding in the interpraten of symptoms, illnesses, @gi®ns, and instructions and
possibly lead to problems in the selectaomd efficacy of treatent regimens. Such
circumstances further exacerbate the diffies of access to care and the subsequent
presentation of disparities in the delivenyd quality of care foindiana’s linguistically
vulnerable populations.

Imbedded throughout this Plan is the understamthat cultural and lingstic competency is
paramount to the effective implementation of imémtional strate@s that targethe diversity
of racial and ethnic populatioméd those cultural andriguage issues impacting and
impacted by health disparities.

OBJECTIVES, STRATEGIC ACTIONS, AND INTERVENTIONS — CULTURAL AND LINGUISTIC
COMPETENCE

Healthy People 2010 provides two objectivespecific to cultural ad linguistic competence.
The relevant objectives are listedthe Appendix. Based on t&althy People 2010
objectives, the following objectives are beprgposed under the Healthy Indiana Minority
Health Plan aslealthy Indiana Minority Health 2010 ObjectivesStrategic actions and
interventions have been developed spedlfida address the éhlthy Indiana Minority
Health Objectives listed below:

CULTURAL AND LINGUISTIC COMPETENCE
I NDIANA
OBJECTIVES AND BASELINE
STRATEGIC ACTIONS/INTERVENTIONS
CLC-1 Improve data  monitoring and

.| evaluation of programs and efforts to

HPZfll_%Ref. enhance cultural competency in health
care.

CLC-S1.1 Develop and implement mechanisms to effectively evaluate state funded programs and

monitor program data submitted by state funded contractors to ensure they are serving
the target population they committed to serve as specified in their grant proposal.

CLC-S1.2 Initiate and maintain research of health care trend data to ensure that targeted
patients are utilizing health care services appropriately, effectively, and efficiently.

CLC-2 Expand education outreach efforts to
promote culturally competent health

HP2010 Ref:

11-6 care systems.

CLC-S2.1 Expand opportunities for health care organizations to provide cultural competency
training through ongoing workshops and self-assessments.

CLC-S2.2 Expand opportunities to educate patients on how to communicate effectively with
health care providers about their cultural beliefs so that providers will be better
prepared and able to provide quality health care services.
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CLC-3 Review and analyze organizationa
olicies in an effort to promote cultural

HP2010 Ref: | P

11.6 competency.

CLC-83.1 Advocate the need for governmental agencies to prepare and disseminate relevant
socio-cultural statements when making, implementing, and evaluating health care
policy.

CLC-S83.2 Expand opportunities to assist health care professionals in understanding key policies
and operational issues related to cultural and linguistic competencies.

CLC-S3.3 Design and implement policies and procedures of health care service delivery to
ensure their clinical relevance and applicability to diverse patient populations.

CLC-4 Promote a culturally and linguistically
.| competent system of health care that

szfll_%REf' acknowledges and incorporates al
levels of importance of culture and
language, the cultural strengths
associated with people and
communities, and the assessment of
cross-cultural relations.

CLC-54.1 Develop written guidelines for cultural and linguistic competence and make them
readily accessible to all health care professionals within the organization.

CLC-5 Promote better understanding of

HP2010 Ref: st(;ahei\g;%snson how to serve diverse

11-6 Pop '

CLC-S5.1 Gain knowledge about strategies and tools that can be used to enhance cultural
competence through organizational self-assessments, cultural workshops, written
materials, and participation in community-based cultural activities.

CLC-S5.2 Promote and support research in minority health as a high priority within the state’s
health professions schools.

CLC-6 Reduce access to care barriers that

HP2010 Ref Loesatltlet:] racial and ethnic disparities in

11-6 '

CLC-S6.1 Increase the availability of culturally appropriate and linguistically competent health
care services in racial and ethnic minority communities.

CLC-S6.2 Improve the level of patient trust in health care providers by increasing
communication that is conducive to effective diagnosis and treatment, continuity of
care, and adherence to treatment regimens.

CLC-7 Reduce organizational barriers that
| impact leadership and workforce and

HP2§)11_%Ref. foster racial and ethnic disparities in

health.
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CLC-S7.1 Recruit, educate, train, and retain minority health care providers and increase their
representation and roles in providing health care services and leadership to
underserved and targeted populations.

CLC-S§7.2 Train all health care professionals to be culturally competent and aware of differences
in racial, ethnic, and cultural beliefs.
CLC-8 Reduce systemic barriers that impact
.| structure, logistics, and processes df
HPZi)ll_%Ref. care and foster racial and ethnic
disparities in health.
CLC-88.1 Improve compliance of health care providers in following clinical care guidelines

provided by nationally recognized health promotion and disease prevention
organizations that specialize in the health care of minority patients.

CLC-88.2 Increase overall life expectancy of minority populations by improving the quantity and
quality of health care at every stage of life.

CLC-58.3 Increase availability of interpretation and translation services, telephone services,
transportation services, and culturally specific health education materials for
communities with high concentration of minority residents.

CLC-9 Reduce provider-based barriers that
.| impact health care encounters,

HP2§)11_06Ref. provider-patient communication and
foster racial and ethnic disparities in
health.

CLC-89.1 Increase the level of patient trust in health care providers, improve provider-patient
communication that is conducive to effective diagnosis and treatment, continuity of
care, and adherence to treatment regimens, and produce more positive health
outcomes by increasing health care providers’ respect for patients’ racial, ethnic and
cultural background and their understanding of its relevance to the delivery of health
care services.

CLC-S89.2 Increase patient satisfaction and build positive relationships between satisfaction,
adherence to care recommendations, and health care outcomes by expanding
opportunities for health care providers to gain training in and understanding of socio-
cultural variations in health beliefs and behaviors.
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FOCAL OBJECTIVES —H EAL THE GAP

HEART DISEASE

RATIONALE

Heart disease is tHheading cause of deatfor

every race, ethnic group, and gender in the Unite
States. The pattern is the same in Indiana, exce
the Asian or Pacific Islander population. The
American Heart Association has identified
increasing age, gender, aneredity as non-lifestyle
risk factors for coronary heart disease (CHD).
Lifestyle factors or haits include smoking, high
cholesterol, high blood pressupdysical inactivity, and obesity.

According to the American Heart Associationtiomaal death rates for conary heart disease
in 1999 were 272.6 per 100,000 for Black or African American males, 249.4 for White
males, 192.5 for Black or African Americamales, and 152.5 for White females. CHD
death rates were not as high for Hispanickaimos at 138.4 per 100,000, American Indians
or Alaska Natives at 123.9, or Asians ackic Islanders at 18.7. Statistically, men
generally have higher death rates for heagase. Among racial or ethnic minorities,
Blacks or African Americans rank the highestlieart disease for both males and females.

Heart Disease, 1999

300
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0000000000000000000000000000000000000000000000000000000
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Figure 1.2
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High blood pressure is known as the “siledlieki and remains a major risk factor for
coronary heart disease.

OBJECTIVES, STRATEGIC ACTIONS, AND INTERVENTIONS — HEART DISEASE

Healthy People 2010 provides 6 objectives specific todredisease and another 8 specific to
blood pressure and cholesterol. Of those 1é4datlhyes, the most relemato the purpose and
objectives of the Healthy Indiana Minority HeaRkan are listed in the Appendix. Based on
the Healthy People 2010 objectives, the following objects are being proposed under the
Healthy Indiana Minority Health Plan &kealthy Indiana Minority Health 2010 Objectives
Strategic actions and interventions have li®mreloped specificalljo address the Healthy
Indiana Minority Health Objectives listed below:

HEART DISEASE
INDIANA
OBJECTIVES AND BASELINE
STRATEGIC ACTIONS/INTERVENTIONS
CvD-1 Reduce coronary heart disease deathse Total: 203.6 per 100,000
HP2010 Ref: | @MoNg Indiana’s Black or African | « American Indian or Alaska Native:
12-1 "| American population from 243.5 66.7 per 100,000
coronary heart disease deaths pefe Asian or Pacific Islander: 99.4 per
100,000 Black or African American 100,000
persons (2000) to 170.5 deaths pers Black or African American: 243.5
100,000 Black or African American per 100,000
persons (reduce tolnMHAC target of | Hispanic or Latino: 173.2 per
30% improvement). 100.000
e White: 203.1 per 100,000
CVD-2 Reduce coronary heart disease deathse Total: 203.6 per 100,000
HP2010 Ref- | @MONg Indiana’s Hispanic or Latino | ¢ American Indian or Alaska Native:
"| population from 173.2 coronary heart 66.7 per 100,000
12-1 . . : : ™
disease deaths per 100,000 Hispanic 0fe Asian or Pacific Islander: 99.4 per
Latino persons (2000) to 161.1 deaths 100,000
per 100,000 Hispanic or Latino persons o BJack or African American: 243.5
(reduce to InMHAC target of 7% per 100,000
improvement). e Hispanic or Latino: 173.2 per
100,000
e White: 203.1 per 100,000
CVD-S1.1— | Increase opportunities to educate Black or African American and Hispanic or Latino
CVD-S2.1 adolescents and adults about the early warning symptoms and signs of a heart attack
and the importance of accessing rapid emergency care by calling 911.
CVD-S1.2— | Increase opportunities to educate Black or African American and Hispanic or Latino
CVD-S2.2 adolescents and adults about the need to call 911 and administer cardiopulmonary
resuscitation (CPR) when they witness an out-or-hospital cardiac arrest.
CVD-S1.3— | Increase opportunities to educate Black or African American and Hispanic or Latino
CVD-S2.3 adolescents and adults on how to locate the necessary equipment and provide the first
therapeutic electrical shock within 6 minutes after collapse when witnessing out-or-
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hospital cardiac arrest.
CVvD-3 Reduce the proportion of adults among e Total: 25.7%
HP2010 Ref: Indiana’s Black or African American | ¢ American Indian or Alaska Native:
12-9 "| population with high blood pressure Data are not available
from 35.6% of Black or African | ¢ Asian or Pacific Islander: Data are
Cross Ref: | American adults aged 20 years and not available
HP2010 target). e Hispanic or Latino: 15.8%
e White: 25.2%
CVD-S3.1 Work with the Office of Medicaid/Medicare Planning to do population sampling and
Cross Ref: use Geographic Information Systems (GIS) to locate, identify, and target Black or
STR-S3.] ' African American communities with high incidence and prevalence of high blood
e pressure.
CVD-S83.2 Increase opportunities to educate Black or African American adults about the dangers
Cross Ref: of high blood pressure and its complications (e.g., damage to the heart, blood vessels,
STR-S3.2 ' brain, kidneys, and eyes), and the behaviors that the increase risk for high blood
e pressure (e.g., cigarette smoking, obesity, physical inactivity, high dietary fat and
sodium, excessive alcohol consumption, etc.).
CVD-S3.3 Develop educational campaigns and clinical interventions that promote and support
Cross Ref: therapeutic lifestyle changes and heart healthy behavior (e.g., smoking cessation; high
STR-S3.3 ' and low intensity exercise such as walking, jogging, basketball, house/vard work.;
e weight reduction; reduced intake of saturated fats and cholesterol as in the DASH
[Dietary Approaches to Stop Hypertension] eating plan; etc.) among people with high
blood pressure.
CVD-S3.4 Promote among Black or African American populations, as an adjunct to the need for
Cross Ref: regular follow-up visits and therapy, the methods of monitoring blood pressure at
STR-S3 4 ' home (e.g., self-measurement) with the rationale that home monitoring improves
e therapeutic compliance and response.
CVD-S83.5 Promote among Indiana’s health care professionals the use of the Indiana Consensus
Cross Ref: Guidelines for cardiovascular disease.
CVD-54.1 -
CVD-S7.1
STR-S3.5
STR-54.1 -
STR-S7.1
CVD-S3.6 Promote among Indiana’s health care professionals the use of the guidelines,
Cross Ref: recommendations, and protocols for high blood pressure measurement and
STR-S3.6 ' management advanced by the National High Blood Pressure Education Program and
e the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of
High Blood Pressure (e.g., JNC VI).
CVD-S3.7 Promote among Indiana’s health care professionals the use of the consensus
Cross Ref: recommendations of the Hypertension in African Americans Working Group of the
STR-S3.7 ' International Society on Hypertension in Blacks.
CVD-S3.8 Promote among Indiana’s health care professionals the recommendations and
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Cross Ref: protocols for assessing and managing overweight and obesity advanced by the Obesity
STR-S3.8 Education Initiative of the National Heart, Lung, and Blood Institute, the Clinical
DIA-S1.6 — Guidelines on the Identification, Evaluation, and Treatment of Overweight and
DIA-S3.6 Obesity in Adults, and the Practical Guide to the Identification, Evaluation, and
Treatment of Overweight and Obesity in Adults.
CVD-S3.9 Promote among Indiana’s health care professionals the recommendations on intensive
. behavioral dietary counseling for adult patients with high cholesterol and other known
Cross Ref: ) . . S :
STR-S3.9 risk factors for carc.z’lovascular qnd dl.et-related .chromc d{se.ase, such as high bl?od
DIA-S].§ — pressure.and obesity, as provided in the Guide to Clinical Preventl've Servz.ces
(Counseling to Promote a Healthy Diet) advanced by the U.S. Preventive Services
DIA-S3.8
Task Force.
CVD-S83.10 Promote among racial and ethnic minority communities the availability and
. importance of enrolling in Chronic Disease Self-Management courses offered through
Cross Ref. the Indiana Minority Health Coalition
STR-S3.10 '
DIA-S1.12 -
DIA-S3.12
CVvD-4 Reduce the proportion of adults among Total: 29.9%
HP2010 Ref: | 'Ndiana’s Black or African American American Indian or Alaska Native:
12-14 "| population with high total blood Data are not available
cholesterol levels from 20.5% of Black Asian or Pacific Islander: Data are
Cross Ref: | or African adults aged 20 years and not available
STR-4 | older (2001) to 17.0% (reduce 1q o Black or African American: 20.5%
HP2010 target). Hispanic or Latino: 28.4%
White: 30.8%
CVD-5 Reduce the proportion of adults among Total: 29.9%
HP2010 Ref: | 'Ndiana’s  Hispanic ~ or  Latino American Indian or Alaska Native:
1214 population with high total blood Data are not available
cholesterol levels from 28.4% of « Asian or Pacific Islander: Data are
Cross Ref: | Hispanic or Latino adults aged 20 not available
STR-5 | years and older (2001) to 17.0% e Black or African American: 20.5%
(reduce to HP2010 target). Hispanic or Latino: 28.4%
White: 30.8%
CVD-6 Increase the proportion of adults Total: 69.9%
HP2010 Ref: | @MoNg Indiana’s Black or African American Indian or Alaska Native:
12-15 Am_encan population who have _he}d Data are not available
their blood cholesterol checked within Asian or Pacific Islander: Data are
Cross Ref: | the preceding 5 years from 74.8% of  not available
STR-6 Black or African American adults aged Black or African American: 74.8%
18 years and older (2001) to 85.0% Hispanic or Latino: 53.1%
(increase to INMHAC target). White: 70.2%
CVvD-7 Increase the proportion of adults Total: 69.9%
HP2010 Ref: | @MONg Indiana’s Hispanic or Latino American Indian or Alaska Native:
12-15 population who have had t_he_lr blood Data are not available
cholesterol ~ checked  within  the| ¢ Asian or Pacific Islander: Data are
Cross Ref: | preceding 5 years from 53.1% off not available
STR-7 | Hispanic or Latino adults aged 18| 4 Bjack or African American: 74.8%

years and older (2001) to 85.0%

Hispanic or Latino: 53.1%
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(increase to INMHAC target).

White: 70.2%

CVD-S4.1 — | Promote among Indiana’s health care professionals the use of the Indiana Consensus

CVD-S87.1 Guidelines for cardiovascular disease.

Cross Ref:

CVD-83.5

STR-S3.5

STR-54.1 -

STR-S7.1

CVD-84.2— | Promote among Indiana’s health care professionals the use of the guidelines,

CVD-S7.2 recommendations, and protocols for cholesterol testing and management advanced by

Cross Ref: the National Cholesterol Education Program and the Expert Panel on Detection,
' Evaluation, and Treatment of High Blood Cholesterol in Adults (Adult Treatment

STR-§4.2 —

STR-S7 2 Panel [ATP] III).

OBJECTIVES UNSUPPORTEDBY INDIANA -SPECIFIC BASELINE DATA — HEART DISEASE

UNSUPPORTED OBJECTIVES AND
POTENTIAL STRATEGIC ACTIONS/INTERVENTIONS

HEART DISEASE

INDIANA
BASELINE
NOT AVAILABLE

CvD-U1l Increase the proportion of adults amang Total: X%
HP2010 Ref: Indiana’s Black or African American| e« American Indian or Alaska Native:
12-10 "| population with high k_)lood pressufe X%
whose blood pressure is under conirgl Asian or Pacific Islander: X%
Cross Ref: | from X% of Black or African American o Black or African American: X%
STR-U1 adults aged 18 years and older with hjgh Hispanic or Latino: X%
blood pressure (2000) to 50% (increase {o White: X%
HP2010 target).
CvD-U2 Increase the proportion of adults amang Total: X%
HP2010 Ref-| INdiana’s Black or African American| ¢ American Indian or Alaska Native:
12-11 "| population with high blood pressure who X%
are taking action (for example, smoking Asian or Pacific Islander: X%
Cross Ref: | cessation, losing weight, increasing Black or African American: X%
STR-U2 physical activity, reducing sodium intake, Hispanic or Latino: X%
and compliance  with  therapeutic, \white: X%
regimens) to help control their bload
pressure from X% of Black or Africah
American adults aged 18 years and older
with high blood pressure (2000) to 95%
(increase to HP2010 target).
CVD-U3 Increase the proportion of adults amang Total: X%
HP2010 Ref:| INdiana’s Black or African American| o American Indian or Alaska Native:
12-12 "| population who have had their blood X9
pressure measured within the preceding Asian or Pacific Islander: X%
Cross Ref: | year and can state whether their blood Bjack or African American: X%
STR-U3 pressure was normal or high from X% |of

Black or African American adults age

d

Hispanic or Latino: X%
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18 years and older (2000) to 95% White: X%
(increase to HP2010 target).

Potential Strategies: ~ CVD-S3.1— CVD-S3.10

CvD-U4 Reduce the mean total blood cholesterel Total: X mg/dL

HP2010 Ref:| '€VEIlS of adults among Indiana’s raclee American Indian or Alaska Native: X
12-13 ' and_ ethnic popylathns .from X mg/dL for mg/dL

racial and ethnic minority adults aged PQ Asian or Pacific Islander: X mg/dL

STR-U4 (reduce to HP2010 target). e Hispanic or Latino: X mg/dL

e White: X mg/dL

Potential Strategies: CVD-§4.1 — CVD-S7.1
CVD-§4.2 - CVD-S7.2
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CANCER

RATIONALE

Cancer is theecond leading cause of deaitin
the U.S., with 549,838 deaths in 1999.

Cancer rates vary amomgd within different
racial and ethnic groups. The highest age-

adjusted mortality rate occurs in Black or Lung:
African American women, followed by White Breast (female):
women.

Prostate:

Colorectal:

The top three cancers for White and Black or _ _
African American females in 1999 were breast st aahds

lung and bronchus, and colon and rectum.

Compared to other racial aethnic groups, Black okfrican American women are generally
diagnosed with breast cancer in the later, lessafpéastages of the disease. Asian or Pacific
Islander women have higher incidences of ldraad cervical cancer than any other cancer.
According to CDC, early detection of breasd cervical cancers tugh timely and routine
screening could save lives, but women who Hase than a high schoetlucation, are older,
live below the poverty level, or are memberge@itain racial and etimminority groups tend

to underuse mammograms and Pap tests.

Cancer, 1999
8007 2838
250
213.7 Indiana: 217.2
0000000000 000000Q000000000000000000000000000000000000
200 National: 202.7
| L] | ] | | | | | ]
1807 HP 2010: 159.9
108.2 127
100 4
50 424
0 .
White Black AIEA API Hispanic
Figure 2.2

Rates per 100,000 population (columns reflect Indiana data)
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Black or African American males have a 35 partchigher cancer rate than White males.
The top three cancers in the U.S. in 199WVimite and Black or African American males
were prostate, lung and bronchasd colon and rectum.

CDC reports that cancer deatittributable to smoking (lungrachea, bronchus) were higher
nationally among American Indian oradka Native men (33.5/100,000) and women
(18.4/100,000) than among Asian or Paciflander men (27.9/100,000) and women
(11.4/100,000) and Hispanic or Latineen (23.1/100,000) and women (7.7/100,000), but
lower than among Black or Africalmerican men (81.6/100,000) and women
(27.2/100,000) and White men (54.60,000) and women (27.9/100,000).

Indiana is among the top five states ino&mg prevalence. The 2001 Behavioral Risk
Factor Surveillance System (BRFSS) fourgheette smoking prevalences of 40.0 percent
among Indiana Black or African Americarsigents age 18 years and older, 37.7 percent
among Hispanic or Latino residents, 43.4ceat among White residents, and 42.6 percent
among other multiracial group resident.

OBJECTIVES, STRATEGIC ACTIONS, AND INTERVENTIONS — CANCER

Healthy People 2010 provides 15 objectives specificéancer. Of those 15 objectives, the
most relevant to the purposedaobjectives of the éhlthy Indiana Minority Health Plan are
listed in the Appendix. Based on tHealthy People 2010 objectives, the following
objectives are being proposed under theltigdndiana Minority Health Plan a&sealthy
Indiana Minority Health 2010 Objectives Strategic actions andterventions have been
developed specifically to address the Healndiana Minority Hedah Objectives listed
below:

CANCER
OBJECTIVES AND
STRATEGIC ACTIONS/INTERVENTIONS

INDIANA
BASELINE

CAN-1 Reduce the overall cancer death rate ¢ Total: 221.9 per 100,000

HP2010 Ref: | @MoNg Indiana’s Black or African | « American Indian or Alaska Native:
3-1 "| American population from 274.9 48.0 per 100,000

cancer deaths per 100,000 Black of e Asian or Pacific Islander: 78.0 per
African American persons (2000) to 100,000
192.4 cancer deaths per 100,000 Blagks Bjack or African American: 274.9
or African American persons (reduce per 100,000
to  INMHAC  target of  30% |, Hispanic or Latino: 154.5 per
improvement). 100,000

e White: 221.5 per 100,000

CAN-S1.1 Increase opportunities for health professionals to counsel their Black or African
American at-risk patients about tobacco use cessation, physical activity, and cancer
screening.

CAN-S1.2 Expand the statewide population-based cancer registry to capture case information on
at least 95 percent of the expected number of reportable cancers among Indiana’s
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Black or African American population.
CAN-2 Reduce the lung and bronchus cancef e Total: 94.4 per 100,000 males
HP2010 Ref: death rate for males among Indiana’s| ¢ American Indian or Alaska Native:
3.2 "| Black or African American population Data are not available
from 110.7 lung and bronchus cancer « Asian or Pacific Islander: Data are
deaths per 100,000 Black or African not available/significant
per 100,000 Black or African American per 100,000 males
males (reduce to HP2010 target of 22% , Hispanic or Latino: Data are not
improvement). available/significant
e White: 94.8 per 100,000 males
CAN-3 Reduce the lung and bronchus cancef e Total: 49.4 per 100,000 females
.| death rate for females among Indiana’sl ¢ American Indian or Alaska Native:
HP2010 Ref: X ; X : e
32 Black or African American population Data are not available/significant
from 53.7 lung and bronchus cancer « Asian or Pacific Islander: Data are
deaths per 100,000 Black or African not avai|ab|e/significant
per 100,000 Black or African American per 100,000 females (Data not
females (reduce toHP2010 target of significant)
22% improvement). e Hispanic or Latino: Data are not
available
e White: 49.7 per 100,000 females
CAN-S2.1— | Increase opportunities for more Black or African American males and females to be
CAN-S3.1 screened for lung and bronchus cancer and educated on the impact of cancer risk
factors.
CAN-S2.2 — Expand the statewide Behavioral Risk Factors Surveillance System to look at the
CAN-S3.2 factors within Black or African American male and female communities that lead to
tobacco use and to identify points of intervention and prevention.

CAN-S2.3— | Increase the number, specificity, and effectiveness of community-focused tobacco
CAN-53.3 prevention and smoking cessation courses and the number of Black or African
. American male and females served by such courses within their community.

Cross Ref:
AST-S1.6
CAN-S2.4 — Convince the government, industry, and health care providers on the importance of
CAN-S3.4 making smoking cessation products (e.g., patches) affordable and accessible within the
. Black or African American community.

Cross Ref:
AST-S1.7
CAN-S2.5— | Promote among Indiana’s health care professionals, community and political leaders,
CAN-S3.5 and general public the findings, recommendations, and proposed actions advanced by
Cross Ref: the Indiana Tobacco Disparity and Diversity (ITDD) Strategic Plan.
AST-S1.8
CAN-S2.6 — Continue to promote the Indiana Tobacco Prevention and Cessation Agency “smoke
CAN-S53.6 outside of the home” messages to parents of Black or African American children.
Cross Ref:
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AST-S1.9
CAN-4 Reduce the breast cancer death rate fof ¢ Total: 28.8 per 100,000 females
HP2010 Ref: | fémales among Indiana’s Black orl ¢ American Indian or Alaska Native:
33 African American population from Data are not available/significant
39.9 breast cancer deaths per 100,000 Asian or Pacific Islander: Data are
Black or African American females not available/significant
(2000) to 31.9 deathS pel’ 100,000 Bla(k. B|ack or African American: 39.9
or African American females (reduce per 100,000 females
to  HP2010  target of  20%)| . Hispanic or Latino: Data are not
improvement). available/significant
e White: 28.4 per 100,000 females
CAN-5 Increase the proportion of women aged o Total: 82.8%
HP2010 Ref- | 40 Years and older among Indiana’s e American Indian or Alaska Native:
3-13 "| Black or African American population Data are not available
who have received a mammogram e Asian or Pacific Islander: Data are
within the preceding 2 years from not available
85.2% (2000) to 90.0% of Black or 4 Black or African American: 85.2%
African American women aged 40| , pigpanic or Latino: Data are not
years and older (increase to INMHAC available
target). e White: 82.5%
CAN-6 Reduce the death rate from cancer of e Total: 3.1 per 100,000 females
HP2010 Ref: | tN€ uterine cervix among Indiana’s| « American Indian or Alaska Native:
3.4 | Black or African American population Data are not available/significant
from 4.9 cervical cancer deaths per s Asian or Pacific Islander: Data are
100,000 Black or African American not available/significant
females (2000) to 3.3 deaths pere Black or African American: 4.9 per
100,000 Black or African American 100,000 females
femal_es (reduce toHP2010 target of| Hispanic or Latino: Data are not
33% improvement). available/significant
e White: 3.1 per 100,000 females
CAN-7 Increase the proportion of women| e Total: 93.9% ever— 85.5% in past 3
HP2010 Ref: | @MONY Indiana’s Black or African years . _
311 American population who receive al e American Indian or Alaska Native:
Pap test from 96.4% (2000) to 100% o Data are not available
Black or African American women | ¢ Asian or Pacific Islander: Data are
aged 18 years and older who have ever not available
received a Pap test and from 89.4% o Bjack or African American: 96.4%
(2000) to 100% of Black or African ever — 89.4% in past 3 years
American women aged 18 years anfl, Wigpanic or Latino: Data are not
older who received a Pap test within 5y ailable
the preceding 3 years (increase t0, \white: 94.0% ever — 84.7% in past
INMHAC target). 3 years
CAN-S4.1— | Increase opportunities for Black or African American females to learn more about
CAN-S7.1 breast cancer and cancer of the uterine cervix, and the importance and methods of
early detection through culturally appropriate promotional, educational, and
community campaigns.
CAN-54.2 — | Increase the number, availability, and outreach of early detection programs (e.g.,
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CAN-S7.2 Indiana Breast and Cervical Cancer Early Detection Program), the number of females
who are enrolled in and benefited by such programs, and opportunities for routine
screening, appropriate follow-up, and treatment within the Black or African American

community.
CAN-54.3 — | Increase opportunities for health care and social work professionals and other care
CAN-S7.3 givers to learn more about the availability and importance of the state's Breast and

Cervical Cancer Early Detection Program.

CAN-54.4— | Provide information and/or offer the services of the Indiana Breast and Cervical

CAN-S7.4 Cancer Early Detection Program at state and federally funded community health
centers.

CAN-54.5— | Increase opportunities for Black or African American females to learn more about the

CAN-S7.5 importance and methods of breast self-examinations.

CAN-S4.6 — | Increase opportunities for Black or African American females to learn more about the

CAN-S7.6 importance of regularly scheduled mammograms.

CAN-S4.7 — | Increase opportunities for Black or African American females to learn more about the

CAN-S7.7 importance of regularly scheduled Pap tests.

CAN-54.8— | Promote among Indiana’s health care professionals the use of the guidelines,

CAN-S7.8 recommendations, and protocols for breast and cervical cancer screening, diagnosis,

and management advanced by the National Breast and Cervical Cancer Early
Detection Program (NBCCEDP).

CAN-8 Reduce the colorectal cancer death rat¢ e Total: 28.6 per 100,000 males
HP2010 Ref: | Or males among Indiana’s Black or| e American Indian or Alaska Native:
35 African American population from Data are not available/significant
42.9 colorectal cancer deaths pefe Asian or Pacific Islander: Data are
100,000 Black or African American not available/significant
males (2000) to 28.3 deaths per 100,00Q Bjack or African American: 42.9
Black or African American males per 100,000 males
(reduce to HP2010 target of 34% , Hispanic or Latino: Data are not

improvement). available/significant
e White: 28.1 per 100,000 males

CAN-9 Reduce the colorectal cancer death rate e Total: 20.2 per 100,000 females
HP2010 Ref: | fOr females among Indiana’s Black or| e American Indian or Alaska Native:
3.5 "| African American population from Data are not available/significant

21.4 colorectal cancer deaths pefe Asian or Pacific Islander: Data are
100,000 Black or African American not available/significant

females (2000) to 14.1 deaths per, Bjack or African American: 21.4
100,000 Black or African American per 100,000 females

females (reduce toHP2010 target of) , Hispanic or Latino: Data are not
34% improvement). available/significant
e White: 18.6 per 100,000 females

=

CAN-10 Increase the proportion of adults| e Total: 44.7%

HP2010 Ref: | @MoNg Indiana’s Black or African | « American Indian or Alaska Native:
| American population who receive a Data are not available

3-12 .
colorectal cancer screening « Asian or Pacific Islander: Data are
examination from 38.7% (2001) to not available
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50.0% of Black or African American
adults aged 50 years and older wh
have ever received sigmoidoscop
(increase to HP2010 target).

Black or African American: 38.7%
Hispanic or Latino: Data are not
available

e White: 45.1%

CAN-S88.1 —
CAN-S10.1

Increase opportunities for Black or African American adults to learn more about
colorectal cancer and the importance and methods of early detection through
culturally appropriate promotional, educational, and community campaigns.

CAN-S88.2 —
CAN-S10.2

Increase funding and opportunities for colorectal cancer screenings among Black or
African American adults who may be at-risk for colorectal cancer.

CAN-11

HP2010 Ref:
3-7

Reduce the prostate cancer death rats
among Indiana’'s Black or African
American  population from  73.9
prostate cancer deaths per 100,00
Black or African American males
(2000) to 44.3 deaths per 100,000 Blaq
or African American males (reduce to
INMHAC target of 40% improvement).

2e Total: 31.4 per 100,000 males

e American Indian or Alaska Native:
Data are not available/significant
Asian or Pacific Islander: Data are
not available/significant
Black or African American: 73.9
per 100,000 males
e Hispanic or Latino: Data are not

available/significant

e White: 29.3 per 100,000 males

De

CAN-S11.1

Increase opportunities for Black or African American males to learn more about
prostate cancer and the importance and methods of early detection through culturally
appropriate promotional, educational, and community campaigns.

CAN-S11.2

Increase funding and opportunities for prostate cancer screenings among Black or

African American males who may be at-risk for the disease.

CAN-12

HP2010 Ref:
3-6

Reduce the oropharyngeal cance
death rate among Indiana’s Black or
African American population from 5.1
oropharyngeal cancer deaths per
100,000 Black or African American
persons (2000) to 3.1 deaths pe
100,000 Black or African American
persons (reduce tolnMHAC target of
40% improvement).

e Total: 2.6 per 100,000

e American Indian or Alaska Native:
Data are not available/significant

e Asian or Pacific Islander: Data are

not available/significant

Black or African American: 5.1 per

100,000

e Hispanic or Latino: Data are not
available/significant

e White: 2.4 per 100,000

CAN-S12.1 Increase opportunities for the Black or African American population to learn more
about oropharyngeal cancer and the importance and methods of early detection

through culturally appropriate promotional, educational, and community campaigns.

CAN-S12.2 Increase funding and opportunities for oropharyngeal cancer screenings among Black

or African American persons who may be at-risk for the disease.
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OBJECTIVES UNSUPPORTEDBY INDIANA -SPECIFIC BASELINE DATA — CANCER

CANCER

UNSUPPORTED OBJECTIVES AND
POTENTIAL STRATEGIC ACTIONS/INTERVENTIONS

INDIANA
BASELINE
NOT AVAILABLE

CAN-U1

HP2010 Ref:
3-12

Increase the proportion of adults amag
Indiana’s racial and ethnic populatio
who receive a colorectal cancer screen
examination from X% (2001) to 50%

racial and ethnic minority adults aged

years and older who have received a fe
occult blood test (FOBT) within th
preceding 2 years (increase to HP2(
target).

ng Total: 67.1%

N$ American Indian or Alaska Native:

ing X%

bfe Asian or Pacific Islander: X%
bQ Black or African American: X%
@l Hispanic or Latino: X%

91-0 White: 67.2%

Potential Strategies: ~ CAN-S10.1 — CAN-S10.2

CAN-U2

HP2010 Ref:
3-15

Increase the proportion of cang
survivors among Indiana’s racial al
ethnic populations who are living 5 yed
or longer after diagnosis from X% (200
to X% (increase to HP20120 target
19% improvement).

es Total: X%

1@ American Indian or Alaska Native:

rs X%

O» Asian or Pacific Islander: X%
of Black or African American: X%
e Hispanic or Latino: X%

e White: X%

CAN-SU2.1

Increase opportunities for Black or African American persons to learn more about
cancer, its risk factors, and the importance and methods of early detection through

culturally appropriate promotional, educational, and community campaigns.

CAN-SU2.2

Increase funding and opportunities for cancer screenings among Black or African

American persons who may be at-risk for cancer.

CAN-SU2.3

Increase the number and availability of early cancer detection programs within the
Black or African American community and the number of persons who are enrolled in

and benefited by such programs.
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STROKE

RATIONALE

The CDC reports that Z800 people die of stroke
in the U.S. (121/100,000), making it ttrerd
leading cause of deathThe chance of having a
stroke increases with ag Although only 25% of
stroke deaths among Whites occur before age 7
the percentage increases49% for Blacks or American Indian or

African Americans. Alaska Native: 0.3

Asian or Pacific Islander: 0.6
Black or African American: 1.3
Hispanic or Latino: 0.8

Blacks or African Americans have a higher strok|
risk and are more likely to die of stroke than othg
racial and ethnic groups,itlv age-adjusted death _
rates in the 35 years and older population White: 1.0
(166/100,000) that are 2.1 times higher than the
rates of Hispanics or Latinos (79/100,0@88Qd American Indians or Alaska Natives
(79/100,000), 1.6 times higher than the rates\&ans or Pacifidslanders (105/100,000),
and 1.4 times higher than the rates for Whites (117/100,000).

In Indiana, the age-adjusted stroke deat® far residents age 3®ars and older in1991-98
was 162/1000 for Blacks or African Ameans, 136/100,000 for Whites, 60/100,000 for
Hispanics or Latinos, and 57/100,000 for Asiand Pacific Islanders. Data were not
reported for American Indians or Alaskatives. The rate for Indiana was 138/100,000.

Stroke, 1999

90 85.3

80

Indiana: 67.8

701 66.8

OO OO xExRyrxxxmmmmmmmmmmmmnmmnnx
60 National: 61.8

;—I EEEEEE DB BN S N [ I
HP 2010: 48
407 38

307

207 16.1

107 6.6

—

White Black AIEA API Hispanic

Figure 3.2

Rates per 100,000 population (columns reflect Indiana data)
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OBJECTIVES, STRATEGIC ACTIONS, AND INTERVENTIONS — STROKE

Healthy People 2010 provides 2 objectives specific stroke and anothé specific to blood
pressure and cholesterol. Of those 10 objest the most relevant to the purpose and
objectives of the Healthy Indiana Minority HeaRkan are listed in the Appendix. Based on
the Healthy People 2010 objectives, the following objects are being proposed under the
Healthy Indiana Minority Health Plan &althy Indiana Minority Health 2010 Objectives
Strategic actions and interventions have kmreloped specificallfo address the Healthy
Indiana Minority Health Objectives listed below:

STROKE
OBJECTIVES AND
STRATEGIC ACTIONS/INTERVENTIONS

INDIANA
BASELINE

STR-1 Reduce stroke deaths among Indiana’se Total: 74.0 per 100,000
HP2010 Ref: | Black or African American population |«  American Indian or Alaska Native:
12-7 "| from 92.3 deaths from stroke per 20.8 per 100,000
100,000 Black or African American|e Asian or Pacific Islander: 43.9 per
persons (2000) to 55.4 deaths per 100,000
100,000 Black or African American|, Black or African American: 92.3
persons (reduce tolnMHAC target of per 100,000

40% improvement). e Hispanic or Latino: 62.5 per
100,000
e White: 73.3 per 100,000

STR-2 Reduce stroke deaths among Indiana’se Total: 74.0 per 100,000

HP2010 Ref: | Hispanic or Latino population from |«  American Indian or Alaska Native:
19.7 "| 62.5 deaths from stroke per 100,000 20.8 per 100,000

Hispanic or Latino persons (2000) tol e Asian or Pacific Islander: 43.9 per

53.1 deaths per 100,000 Hispanic or 100,000

Latino persons (reduce to INMHAC |4 Bjack or African American: 92.3

target of 15% improvement). per 100,000

e Hispanic or Latino: 62.5 per
100,000

e White: 73.3 per 100,000

STR-S1.1 — Work closely with the American Heart Association Operation Stroke and the American
STR-S2.1 Red Cross to increase opportunities to educate Black or African American and
Hispanic or Latino adolescents and adults about the risk factors and the early warning
symptoms and signs of stroke.

STR-S1.2 — Work closely with the American Heart Association Operation Stroke and the American

STR-S2.2 Red Cross to increase opportunities to educate Black or African American and
Hispanic or Latino adolescents and adults on the awareness of early interventions for
stroke.

STR-S1.3 — Work closely with the American Heart Association Operation Stroke and the American

STR-S2.3 Red Cross to increase Black or African American and Hispanic or Latino compliance

with the Indiana Consensus Guidelines for Cardiovascular Care.
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STR-3

HP2010 Ref:
12-9

Cross Ref:
CVD-3

Reduce the proportion of adults among e Total: 25.7%

Indiana’s Black or African American | ¢ American Indian or Alaska Native:
population with high blood pressure Data are not available

from 35.6% of Black or African | ¢ Asian or Pacific Islander: Data are
American adults aged 20 years ang not available

older (2001) to 16.0% (reduce tg o Bjack or African American: 35.6%
HP2010 target). e Hispanic or Latino: 15.8%

e White: 25.2%

STR-S3.1

Cross Ref:
CVD-S3.1

Work with the Office of Medicaid/Medicare Planning to do population sampling and
use Geographic Information Systems (GIS) to locate, identify, and target Black or
African American communities with high incidence and prevalence of high blood
pressure.

STR-S3.2

Cross Ref:
CVD-S3.2

Increase opportunities to educate Black or African American adults about the dangers
of high blood pressure and its complications (e.g., damage to the heart, blood vessels,
brain, kidneys, and eyes), and the behaviors that the increase risk for high blood
pressure (e.g., cigarette smoking, obesity, physical inactivity, high dietary fat and
sodium, excessive alcohol consumption, etc.).

STR-53.3

Cross Ref:
CVD-S53.3

Develop educational campaigns and clinical interventions that promote and support
therapeutic lifestyle changes and heart healthy behavior (e.g., smoking cessation; high
and low intensity exercise such as walking, jogging, basketball, house/vard work.;
weight reduction; reduced intake of saturated fats and cholesterol as in the DASH
[Dietary Approaches to Stop Hypertension] eating plan; etc.) among people with high
blood pressure.

STR-S3.4

Cross Ref:
CVD-S3.4

Promote among Black or African American populations, as an adjunct to the need for
regular follow-up visits and therapy, the methods of monitoring blood pressure at
home (e.g., self-measurement) with the rationale that home monitoring improves
therapeutic compliance and response.

STR-S3.5

Cross Ref:
STR-S4.1 —
STR-S7.1
CVD-S3.5
CVD-54.1 —
CVD-S7.1

Promote among Indiana’s health care professionals the use of the Indiana Consensus
Guidelines for cardiovascular disease.

STR-53.6

Cross Ref:
CVD-S83.6

Promote among Indiana’s health care professionals the use of the guidelines,
recommendations, and protocols for high blood pressure measurement and
management advanced by the National High Blood Pressure Education Program and
the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of
High Blood Pressure (e.g., JNC VI).

STR-S3.7

Cross Ref:
CVD-S3.7

Promote among Indiana’s health care professionals the use of the consensus
recommendations of the Hypertension in African Americans Working Group of the
International Society on Hypertension in Blacks.

STR-S3.8

Cross Ref:

Promote among Indiana’s health care professionals the recommendations and
protocols for assessing and managing overweight and obesity advanced by the Obesity
Education Initiative of the National Heart, Lung, and Blood Institute, the Clinical
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CVD-S3.8 Guidelines on the Identification, Evaluation, and Treatment of Overweight and
DIA-S1.6 — Obesity in Adults, and the Practical Guide to the Identification, Evaluation, and
DIA-S3.6 Treatment of Overweight and Obesity in Adults.
STR-S3.9 Promote among Indiana’s health care professionals the recommendations on intensive
Cross Ref: behavioral dietary counseling for adult patients with high cholesterol and other known
CVD-S3.9 ' risk factors for cardiovascular and diet-related chronic disease, such as high blood
DIAS] (.9_ pressure and obesity, as provided in the Guide to Clinical Preventive Services
DIA- SS. P (Counseling to Promote a Healthy Diet) advanced by the U.S. Preventive Services
’ Task Force.
STR-S3.10 Promote among racial and ethnic minority communities the availability and
Cross Ref: importance of enrolling in Chronic Disease Self-Management courses offered through
CVD-S3 ]0' the Indiana Minority Health Coalition.
DIA-S1.12 -
DIA-S3.12
STR-4 Reduce the proportion of adults among Total: 29.%
HP2010 Ref: Indianais Blac_k or African American American Indian or Alaska Native:
12-14 population with high total blood Data are not available
cholesterol levels from 20.5% of Black Asian or Pacific Islander: Data are
Cross Ref: | or African adults aged 20 years and not available
CvD-4 older (2001) to 17.0% (reduce td Black or African American: 20.5%
HP2010 target). Hispanic or Latino: 28.4%
White: 30.8%
STR-5 Reduce the proportion of adults among Total: 29.9%
HP2010 Ref: | 'Ndiana’s  Hispanic ~ or  Latino American Indian or Alaska Native:
12-14 population with high total blood Data are not available
cholesterol levels from 28.4% of « Asian or Pacific Islander: Data are
Cross Ref: | Hispanic or Latino adults aged 20 not available
CVD-5 years and older (2001) to 17.0% . Black or African American: 20.5%
(reduce to HP2010 target). Hispanic or Latino: 28.4%
White: 30.8%
STR-6 Increase the proportion of adults Total: 69.9%
HP2010 Ref: | @MoNg Indiana’s Black or African American Indian or Alaska Native:
12-15 Am_encan population who have _he}d Data are not available
their blood cholesterol checked within Asian or Pacific Islander: Data are
Cross Ref: | the preceding 5 years from 74.8% of not available
CVD-6 Black or African American adults aged Black or African American: 74.8%
1_8 years and older (2001) to 85.0% Hispanic or Latino: 53.1%
(increase to INMHAC target). White: 70.2%%
STR-7 Increase the proportion of adults Total: 69.9%
HP2010 Ref: | @M0Ng_ Indiana’s Hispanic or Latino | ¢ American Indian or Alaska Native:
12-15 population who have had t'he'lr blood Data are not available
cholesterol  checked  within  the| o Asian or Pacific Islander: Data are
Cross Ref: | preceding 5 years from 53.1% off notavailable
CvD-7 Hispanic or Latino adults aged 18 Black or African American: 74.8%

years and older (2001) to 85.0%
(increase to INMHAC target).

Hispanic or Latino: 53.1%
White: 70.2%
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STR-S4.1 — Promote among Indiana’s health care professionals the use of the Indiana Consensus

STR-S7.1 Guidelines for cardiovascular disease.

Cross Ref:

STR-S3.5

CVD-S3.5

CVD-54.1 -

CVD-S7.1

STR-S84.2 — Promote among Indiana’s health care professionals the use of the guidelines,

STR-S7.2 recommendations, and protocols for cholesterol testing and management advanced by

Cross Ref: the National Cholesterol Education Program and the Expert Panel on Detection,
' Evaluation, and Treatment of High Blood Cholesterol in Adults (Adult Treatment

CVD-54.2 -

CVD-S7.2 Panel [ATP] I1I).

OBJECTIVES UNSUPPORTEDBY INDIANA -SPECIFIC BASELINE DATA — STROKE

UNSUPPORTED OBJECTIVES AND
POTENTIAL STRATEGIC ACTIONS/INTERVENTIONS

STROKE

INDIANA
BASELINE
NOT AVAILABLE

STR-U1 Increase the proportion of adults amang Total: X%
HP2010 Ref:| INdiana’s Black or African American| e American Indian or Alaska Native:
12-10 "| population with high k_)lood pressufe X%
whose blood pressure is under contr@l Asian or Pacific Islander: X%
Cross Ref: | from X% of Black or African American 4 Black or African American: X%
CvD-Ul adults aged 18 years and older with hjgh Hispanic or Latino: X%
blood pressure (2000) to 50% (increase {0 White: X%
HP2010 target).
STR-U2 Increase the proportion of adults amang Total: X%
HP2010 Ref-| INdiana’s Black orAfrican American| o American Indian or Alaska Native:
12-11 "| population with high blood pressure who X%
are taking action (for example, smoking Asian or Pacific Islander: X%
Cross Ref: | cessation, losing weight, increasing Black or African American: X%
CvD-U2 physical activity, reducing sodium intake, Hispanic or Latino: X%
and compliance  with  therapeutic, \yhite: X%
regimens) to help control their bload
pressure from X% of Black or Africah
American adults aged 18 years and older
with high blood pressure (2000) to 95%
(increase to HP2010 target).
STR-U3 Increase the proportion of adults amang Total: X%
HP2010 Ref-| INdiana’s Black or African American| o American Indian or Alaska Native:
12-12 "| population who have had their blood X9
pressure measured within the preceding Asian or Pacific Islander: X%
Cross Ref: | year and can state whether their bloogd Bj|ack or African American: X%
CVD-U3 pressure was normal or high from X% |of

Black or African American adults age

d,

18 years and older (2000) to 95

%

Hispanic or Latino: X%
White: X%
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(increase to HP2010 target).

Potential Strategies:

STR-S3.1 - STR-S3.10

STR-U4

HP2010 Ref:
12-13

Cross Ref:
CVvD-U4

Reduce the mean total blood cholesterel Total: X mg/dL
levels of adults among Indiana’s rac|ee

and ethnic populations from X mg/dL for

racial and ethnic minority adults aged @
years and older (2000) to 199 mg/dly

(reduce to HP2010 target).

American Indian or Alaska Native: A
mg/dL

Asian or Pacific Islander: X mg/dL
Black or African American: X mg/dL
Hispanic or Latino: X mg/dL

White: X mg/dL

Potential Strategies:

STR-S4.1 — STR-S7.1
STR-54.2 — STR-S7.2
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ASTHMA

RATIONALE

The ICD 10 classification of COPD adds asthma to
emphysema and bronchitis and renames the condition
Chronic Lower Respiratory Disease (CLRD). In 1999,
124,181 people in the U.S. died of COPD, making COH
the 4" leading cause of death in the nation with a death
rate of 45.8 per 100,000 people. Males generally have
higher rate of COPD/CLRD, but in 1999 females had a
higher rate of asthma. Black or African American: 12.6

Hispanic or Latino: 11.0
Smoking is one of the highest risk factors for White: 11.3
COPD/CLRD. The American Lung Association reporte
that the prevalence of smoking nationally is highest
among American Indians or Alaska Natives (34.1
percent), followed by Blacks or African Americaf26.7 percent), Whites (25.3 percent), Hispanics
or Latinos (20.4 percent), and AsiansRacific Islanders (16.9 percent).

The COPD/CLRD death rate per 100,000 population in the U.S. is highest among Whites at
51.1/100,000. The COPD/CLRD death rate is 22.7 for Blacks or African Americans, 21.4 for
American Indians or Alaska Natives, 10.4 for Asian®acific Islanders, and 9.1 for Hispanics or
Latinos. According to the American Lung Asgation, COPD/CLRD is the only lung disease in
which Whites are profusely affected, and the dahg disease type in whithe age-adjusted death
rate for Whites exceeds that for Blacks nationally.

COPD/ CLRD, 1999
60—_____—_—-
HP 2010: 60
52 : .
— Indiana: 51.3
50
423
000000000000000000000000000000000000000000000000000
National: 45.8
40
30
19.5
20
16.4
10
6.6
0
White Black AIEA API Hispani
Figure3.

Rates per 100,000 population (columns reflect Indiana data)

ISDH Minority Health Advisory Committee Page 56
April 2003



HEALTHY INDIANA MINORITY HEALTH PLAN

OBJECTIVES, STRATEGIC ACTIONS, AND INTERVENTIONS — ASTHMA

Healthy People 2010 provides 12 objectives specitiz asthma, chronic obstructive
pulmonary disease/chronic lowaspiratory disease, and obstive sleep apnea. Of those
14 objectives, the most relevant to thegmse and objectives die Healthy Indiana
Minority Health Plan are listeith the Appendix. Based on tit&ealthy People 2010
objectives, the following objectives are beprgpposed under the Healthy Indiana Minority
Health Plan aslealthy Indiana Minority Health 2010 ObjectivesStrategic actions and
interventions have been developed spedlfida address the &hlthy Indiana Minority
Health Objectives listed below:

ASTHMA
OBJECTIVES AND
STRATEGIC ACTIONS/INTERVENTIONS

INDIANA
BASELINE

AST-1 Reduce asthma deaths amonge Total: 1.4 per 100,000
HP2010 Ref: Indianais Black or African American | ¢ American Indian or Alaska Native:
541 | Population from 6.3 asthma deaths pefl  Data are not available/significant
100,000 Black or African American| ¢ Asian or Pacific Islander: 1.0 per
persons (2000) to 3.8 deaths per 100,000
100,000 Black or African American| ¢ Black or African American: 6.3 per
persons (reduce tolnMHAC target of 100,000

40% improvement). e Hispanic or Latino: Data are not
available/significant
e White: 1.0 per 100,000

AST-S1.1 Increase opportunities for Black or African American persons with asthma to receive
appropriate asthma care according to the National Asthma Education and Prevention
Program (NAEPP) Guidelines.

AST-S1.2 Increase opportunities to improve financial and geographic access to appropriate and
timely primary care for Black or African American persons with asthma.

AST-S1.3 Establish a statewide surveillance system for tracking Black or African American
asthma death, illness, disability, and impact of occupational and environmental factors
on asthma, access to medical care, and asthma management.

AST-S1.4 Use effective case management as a Medicaid benefit to monitor asthma among Black
or African American persons with moderate to severe asthma.

AST-S1.5 Promote among Indiana’s health care professionals the use of the guidelines,
recommendations, and protocols for the diagnosis and management of asthma
advanced by the National Asthma Education and Prevention Program Expert Panel
Report 2: Guidelines for the Diagnosis and Management of Asthma (EPR-2).

AST-S1.6 Increase the number, specificity, and effectiveness of community-focused tobacco
prevention and smoking cessation courses and the number of Black or African

Cross Ref: . o . .
American male and females served by such courses within their community.

CAN-S2.3 —
CAN-S83.3
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AST-S1.7 Convince the government, industry, and health care providers on the importance of
) making smoking cessation products (e.g., patches) affordable and accessible within the

Cross Ref. Black or African American community

CAN-S2.4 — ’

CAN-S3.4

AST-S1.8 Promote among Indiana’s health care professionals, community and political leaders,

Cross Ref: and general public the findings, recommendations, and proposed actions advanced by

' the Indiana Tobacco Disparity and Diversity (ITDD) Strategic Plan.

CAN-S2.5 —

CAN-S3.5

AST-S1.9 Continue to promote the Indiana Tobacco Prevention and Cessation Agency “smoke

Cross Ref: outside of the home” messages to parents of Black or African American children.

CAN-S2.6 —

CAN-S3.6

AST-2 Reduce the number of school or work Developmental HP2010 Objective (datg
.| days missed among Indiana’s racial not available nationally)

szgi_% Ref: and ethnic populations by persons with
asthma due to asthma.

AST-S2.1 Increase awareness and compliance of health care providers in providing written
asthma management plans to racial and ethnic minorities with asthma.

AST-S2.2 Increase opportunities to provide racial and ethnic minorities with asthma increased
access to formal asthma education programs that include information about
community and self-help resources as an essential part of the management of their
condition.

AST-S82.3 Increase opportunities to provide racial and ethnic minorities with asthma who use
prescribed inhalers instructions on the proper use of their inhalers.

AST-S2.4 Increase opportunities to provide racial and ethnic minorities with asthma follow-up
medical care for long-term management of asthma after any asthma related
hospitalization.

AST-S2.5 Increase opportunities to provide racial and ethnic minorities with asthma assistance
in assessing and reducing exposure to environmental risk factors (e.g., second hand
smoke, pollution, emotional stress) in their home, school, and work environments.

AST-S2.6 Partner with local housing authorities to advocate for the elimination or control of
respiratory irritants, trigger factors, and other potential sources of increased
environmental risk for racial and ethnic minority patients with asthma.

AST-S82.7 Provide Chronic Disease Self-Management training as part of effective case

management to racial and ethnic minority adolescents and adults with asthma.
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OBJECTIVES UNSUPPORTEDBY INDIANA -SPECIFIC BASELINE DATA — ASTHMA

UNSUPPORTED OBJECTIVES AND
POTENTIAL STRATEGIC ACTIONS/INTERVENTIONS

ASTHMA

INDIANA
BASELINE
NOT AVAILABLE

AST-Ul Reduce asthma deaths among Indianas Total: X per 100,000
HP2010 Ref: racial and ethnic populations for childrém American Indian or Alaska Native: X
2412 aged 14 years and younger from X per per 100,000
24-1b 100,000 (2000) to 1.0 per 100,00Q Asian or Pacific Islander: X per
(reduce to HP2010 target). 100,000
e Black or African American: X per
100,000
e Hispanic or Latino: X per 100,000
e White: X per 100,000
AST-U2 Reduce asthma deaths among Indianas Total: X per 100,000
HP2010 Ref-| facidl and  ethnic populations  fore American Indian or Alaska Native: X
2d-1c adolescents and adults aged 15 to|34 per 100,000
years from X per 100,000 (2000) to 3.Q Asian or Pacific Islander: X per
100,000 (reduce to HP2010 target). 100,000
e Black or African American: X per
100,000
e Hispanic or Latino: X per 100,000
e White: X per 100,000
AST-U3 Reduce asthma deaths among Indiana's Total: X per 100,000
HP2010 Ref: racial and ethnic populations for adults American Indian or Alaska Native: X
24-1d aged 35 to 64 years from X per 100,J00 per 100,000
(2000) to 9.0 per 100,000 (reduce |t Asian or Pacific Islander: X per
HP2010 target). 100,000
e Black or African American: X per
100,000
e Hispanic or Latino: X per 100,000
e White: X per 100,000
AST-U4 Reduce asthma deaths among Indianas Total: X per 100,000
HP2010 Ref: racial and ethnic populations for adults American Indian or Alaska Native: X
24-1e aged 65 years and older from X per per 100,000
100,000 (2000) to 60.0 per 100,0DQ Asian or Pacific Islander: X per
(reduce to HP2010 target). 100,000
e Black or African American: X per
100,000
e Hispanic or Latino: X per 100,000
e White: X per 100,000
AST-SUI.1— | Increase opportunities for racial and ethnic minorities with asthma to receive
AST-SU4.1 appropriate asthma care according to the National Asthma Education and Prevention
Program (NAEPP) Guidelines.
AST-SUIL.2 — | Increase opportunities to improve financial and geographic access to appropriate and
AST-SU4.2
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timely primary care for racial and ethnic minorities with asthma.

April 2003

AST-SU1L.3 — | Establish a statewide surveillance system within racial and ethnic minority
AST-SU4.3 populations for tracking asthma death, illness, disability, and impact of occupational
and environmental factors on asthma, access to medical care, and asthma
management.
AST-SU1.4 — | Use effective case management as a Medicaid benefit to monitor asthma among Black
AST-SU4.4 or African American persons with moderate to severe asthma.
AST-SUL.5— | Promote among Indiana’s health care professionals the use of the guidelines,
AST-SU4.5 recommendations, and protocols for the diagnosis and management of asthma
advanced by the National Asthma Education and Prevention Program Expert Panel
Report 2: Guidelines for the Diagnosis and Management of Asthma (EPR-2).
AST-SUL.6 — | Continue to promote the Indiana Tobacco Prevention and Cessation Agency “smoke
AST-SU4.6 outside of the home” messages to parents of racial and ethnic minority children.
Other Potential Strategies: ~ AST-S2.7
AST-U5 Reduce hospitalizations for asthma Total: X per 10,000
HP2010 Ref-| @M0Ng Indiana’s racial and ethrlia American Indian or Alaska Native: X
"| populations for children under 5 yedrs per 10,000
24-2a ber 1Y, .
from X per 10,000 (2000) to 25.0 pgk Asian or Pacific Islander: X per
10,000 (reduce to HP2010 target). 10,000
e Black or African American: X per
10,000
e Hispanic or Latino: X per 10,000
e White: X per 10,000
AST-U6 Reduce hospitalizations for asthma Total: X per 10,000
HP2010 Ref:| @M0ng ~ Indiana’s racial and ethrlia American Indian or Alaska Native: X
24-2b '| populations for children and adults aged 5 per 10,000
to 64 years from X per 10,000 (2000) t@ Asian or Pacific Islander: X per
8.0 per 10,000 (reduce to HP2010 target). 10,000
e Black or African American: X per
10,000
e Hispanic or Latino: X per 10,000
e White: X per 10,000
AST-U7 Reduce hospitalizations for asthma Total: X per 10,000
HP2010 Ref-| @M0Ng Indiana’s racial and ethrlia American Indian or Alaska Native: X
24-2¢ "| populations for adults aged 65 years and per 10,000
older from X per 10,000 (2000) to 10.Q Asian or Pacific Islander: X per
per 10,000 (reduce to HP2010 target). 10,000
e Black or African American: X per
10,000
e Hispanic or Latino: X per 10,000
e White: X per 10,000
Potential Strategies: ~ AST-S2.6
AST-SUIL.1 — AST-SU4.1
AST-SUIL.2 — AST-SU4.2
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AST-U8

HP2010 Ref:
24-3a

Reduce hospital emergency departm
visits for asthma among Indiana’s rac|
and ethnic populations for children undg
5 years from X per 10,000 (2000) to 8(
per 10,000 (reduce to HP2010 target).

emt Total: X per 10,000

ad
er

Q

American Indian or Alaska Native:

per 10,000

Asian or Pacific Islander: X per
10,000

Black or African American: X per
10,000

Hispanic or Latino: X per 10,000
White: X per 10,000

AST-U9

HP2010 Ref:
24-3b

Reduce hospital emergency departm
visits for asthma among Indiana’s rac|
and ethnic populations for children al
adults aged 5 to 64 years from X ¢
10,000 (2000) to 50.0 per 10,000 (redy
to HP2010 target).

emt Total: X per 10,000

a
nd

(&%
ice

American Indian or Alaska Native:

per 10,000

Asian or Pacific Islander: X per
10,000

Black or African American: X per
10,000

Hispanic or Latino: X per 10,000
White: X per 10,000

AST-U10

HP2010 Ref:
24-3c

Reduce hospital emergency departm
visits for asthma among Indiana’s rac|
and ethnic populations for adults aged
years and older from X per 10,000 (20(
to 15.0 per 10,000 (reduce to HP20
target).

emt Total: X per 10,000

al
65

Q
10

American Indian or Alaska Native:

per 10,000

Asian or Pacific Islander: X per
10,000

Black or African American: X per
10,000

Hispanic or Latino: X per 10,000
White: X per 10,000

AST-U11

HP2010 Ref:
24-4

Reduce activity limitations of persor
with asthma among Indiana’s racial a
ethnic populations from X% of perso
with asthma (2000) td0.0% (reduce tq
HP2010 target).

1S
nd
NS

Total: X%

American Indian or Alaska Native:

X%

Asian or Pacific Islander: X%
Black or African American: X%
Hispanic or Latino: X%

White: X%

AST-SUS.1 -
AST-SU11.1

Increase opportunities to educate racial and ethnic minorities with asthma and their
caregivers about recognizing early signs and symptoms of asthma episodes and how to
respond appropriately, including instruction on peak flow monitoring for those who

use daily therapy.

Other Potential Strategies.

AST-82.1 — AST-S2.7

AST-SUIL.1 - AST-SU4.1
AST-SUIL.2 — AST-SU4.2
AST-SUL.5 — AST-SU4.5
AST-SUIL.6 — AST-SU4.6
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RATIONALE

Diabetes was the sixth leading cause of death iy

DIABETES

the U.S. in 1999, and approximately 6 million of
the 17 million people with diabetes (6.2% of the
population) are undiagnosed. High blood
pressure, heart diseas@d stroke are co-morbid

complications of diabetes, such that people wit
diabetes are at greatgsk than people without
diabetes for other diseagasgeted in this Plan.

According to the National Institute of Diabetes
and Digestive and KidyeDiseases (NIDDK),

Number:
Percent of Population:

Rate of Increase in Percent
of Population (1990-2000):

6.9

21.0

Blacks or African Americans, Hispanics or Lat#) American Indians oklaska Natives, and

some Asians or Pacific Islanderg at high risk for type 2 diabetes.

The U.S. prevalence of diabetes is 2.6 timgédi in American Indians or Alaska Natives,
2.0 times higher in Blacks or African Ameains, and 1.9 times higher in Hispanics or
Latinos than in Whites; 105,000 American laa or Alaska Natives (15.1% of those
receiving care from the Indian Health Service), 2.8 million Blacks or African Americans

(13%), and 2 million Hispanics or Latinos (1%2have diabetes. Diabetes prevalence data

are limited for Asians or Pacific Islanders.

707

60 -

50 1

401

254
30 1

20

58.7

Diabetes, 1999

Indiana: 27.4

HP2010: 45

29.6
[

0000000000000 000000000000000000
21

National: 25.2

6.6

~

White

Black

AIEA
Figure 7.1

API

Hispanic

Rates per 100,000 population (columns reflect Indiana data)
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OBJECTIVES, STRATEGIC ACTIONS, AND INTERVENTIONS — DIABETES

Healthy People 2010 provides 17 objectives specificdmbetes. Of those 17 objectives, the
most relevant to the purposedaobjectives of the éhlthy Indiana Minority Health Plan are
listed in the Appendix. Based on tHealthy People 2010 objectives, the following
objectives are being proposed under theltigdndiana Minority Health Plan &sealthy
Indiana Minority Health 2010 Objectives Strategic actions andterventions have been

developed specifically to address the Healhdiana Minority Hedh Objectives listed

below:

DIABETES
OBJECTIVES AND

STRATEGIC ACTIONS/INTERVENTIONS

INDIANA
BASELINE

DIA-1

HP2010 Ref:
5-3

Reduce the prevalence of diabete
among Indiana’'s Black or African
American population from 53.0 casesg
of diabetes per 1,000 Black or African

American persons (1999) to 26.5 case

per 1,000 Black or African American
persons (reduce tolnMHAC target of
50% improvement).

Total: 45.0 per 1,000

e American Indian or Alaska Native:
Data are not available

e Asian or Pacific Islander: Data are

not available

e Black or African American: 53.0
per 1,000

e Hispanic or Latino: Data are not
available

e White: 45.3 per 1,000

DIA-2

HP2010 Ref:
5-5

Reduce the diabetes death rate amon
Indiana’s Black or African American

population from 57.4 deaths per
100,000 Black or African American
persons (2000) to 28.7 deaths psd
100,000 Black or African American
persons (reduce tolnMHAC target of

50% improvement).

Total: 29.0 per 100,000

e American Indian or Alaska Native:
Data are not available

e Asian or Pacific Islander: 3.7 per

100,000

e Black or African American: 57.4
per 100,000

e Hispanic or Latino: 51.7 per
100,000

e White: 27.5 per 100,000

DIA-3

HP2010 Ref:
5-5

Reduce the diabetes death rate amon
Indiana’s  Hispanic  or  Latino

population from 51.7 deaths per
100,000 Hispanic or Latino persons
(2000) to 25.9 deaths per 100,00
Hispanic or Latino persons (reduce to
INMHAC target of 50% improvement).

Total: 29.0 per 100,000
e American Indian or Alaska Native:
Data are not available
e Asian or Pacific Islander: 3.7 per
0 100,000
e Black or African American: 57.4
per 100,000
e Hispanic or Latino: 51.7 per
100,000
e White: 27.5 per 100,000

DIA-S1.1 -
DIA-83.1

Develop a partnership with the Indiana Diabetes Prevention and Control Program to
help implement within Black or African American, Hispanic or Latino, and other high
risk racial and ethnic minority communities the Diabetes Control Plan for the state of
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Indiana.

DIA-S1.2 —
DIA-S3.2

Develop and maintain a state-based, population, relational data surveillance system
that collects diabetes related data (e.g. diabetes status, service components, etc.) to
measure and assess the health status of Indiana’s Black or African American,
Hispanic or Latino, and other high risk racial and ethnic minority populations as
outlined by the Indiana Diabetes Prevention and Control Program, and to more
accurately target program efforts to identify and track diabetes among Indiana’s
racial and ethnic minority populations.

DIA-S1.3 -
DIA-S3.3

Increase funding for the Behavioral Risk Factor Surveillance System (BRFSS) to
increase the number of completed informational and data surveys obtained from Black
or African American, Hispanic or Latino, and other high risk racial and ethnic
minority communities.

DIA-S1.4—
DIA-S3.4

Develop a Black or African American, Hispanic or Latino, and other high risk racial
and ethnic minority health profile that reports trends in health status, risk factors, and
resource consumption.

DIA-S1.5 -
DIA-S3.5

Increase funding to implement prevention programs targeted to Black or African
American, Hispanic or Latino, and other high-risk racial and ethnic minority
populations and communities.

DIA-S1.6 -
DIA-S3.6

Cross Ref:
CVD-S3.8
STR-S3.8

Promote among Indiana’s health care professionals the recommendations and
protocols for assessing and managing overweight and obesity advanced by the Obesity
Education Initiative of the National Heart, Lung, and Blood Institute, the Clinical
Guidelines on the Identification, Evaluation, and Treatment of Overweight and
Obesity in Adults, and the Practical Guide to the Identification, Evaluation, and
Treatment of Overweight and Obesity in Adults.

DIA-S1.7 -
DIA-S3.7

Promote among Indiana’s health care professionals the use of the Indiana Consensus
Guidelines for Diabetes Care advanced by the Indiana Diabetes Prevention and
Control Program of the Indiana State Department of Health.

DIA-S1.8—
DIA-S3.8

Cross Ref:
CVD-S3.9
STR-S3.9

Promote among Indiana’s health care professionals the recommendations on intensive
behavioral dietary counseling for adult patients with high cholesterol and other known
risk factors for cardiovascular and diet-related chronic disease, such as high blood
pressure and obesity, as provided in the Guide to Clinical Preventive Services
(Counseling to Promote a Healthy Diet) advanced by the U.S. Preventive Services
Task Force.

DIA-S1.9 -
DIA4-53.9

Increase access to routine diabetes screening and care for Black or African American,
Hispanic or Latino, and other high risk racial and ethnic minority populations in
Indiana at risk for diabetes, particularly those with high blood pressure and/or high
cholesterol as recommended by the U.S. Preventive Services Task Force.

DIA-S1.10 -
DIA-S3.10

Expand opportunities and venues (schools, work sites, communities) for Black or
African American, Hispanic or Latino, and other high risk racial and ethnic minority
populations in Indiana at risk for diabetes to receive formal education about risk
factors, behavior modification, and effective self-management as a component of
prevention and treatment.

DIA-S1.11 -
DIA-S3.11

Develop and implement community-based and culturally sensitive outreach and
education programs within Black or African American, Hispanic or Latino, and other
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high risk racial and ethnic minority communities in Indiana.

DIA-S1.12— | Promote through the Indiana Minority Health Coalition within Black or African
DIA-S3.12 American, Hispanic or Latino, and other high risk racial and ethnic minority
communities in Indiana the availability and importance of enrolling in the Chronic

g;/ODS_SS?% Disease Self-Management courses sponsored by the Indiana Diabetes Prevention and
STR-S3.10 Control Program.

DIA-S1.13— | Control the complications of diabetes through the integrated and coordinated
DIA-S3.13 management and care of Black or African American and Hispanic or Latino patients

with diabetes.

OBJECTIVES UNSUPPORTEDBY INDIANA -SPECIFIC BASELINE DATA — DIABETES

DIABETES INDIANA
UNSUPPORTED OBJECTIVES AND BASELINE
POTENTIAL STRATEGIC ACTIONS/INTERVENTIONS NOT AVAILABLE

DIA-U1 Increase the proportioof Indiana’s raciall e Total: 56.8%

HP2010 Ref: and ethnic populations with diabetes whe American Indian or Alaska Native:
5.1 ‘| receive formal diabes education fromm X%

X% (2000) to 60% (increase to HP201Q Asian or Pacific Islander: X%
target). e Black or African American: X%
e Hispanic or Latino: X%

e White: 58.0%

DIA-SUI. 1 Develop a partnership with the Indiana Chronic Disease Advisory Council, the
Indiana Diabetes Collaborative, the Indiana Diabetes Prevention and Control
Program, and the Indiana Minority Health Coalition to expand the number,
distribution, and type of formal and informal diabetes education programs for and
within Indiana’s racial and ethnic communities.

DIA-SUI.2 Partner with the State Nutritionist and the Indiana Department of Education to
develop, implement, and evaluate health education programs that focus the attention
of administrators and cafeteria dieticians of public schools with high enrollment of
students from racial and ethnic minority populations on the importance of culturally
sensitive dietary patterns and appropriate, early nutrition intervention in establishing
lifetime patterns for preventing obesity and diabetes.

DIA-SUL.3 Partner with the Indiana Department of Education to develop, implement, and
evaluate health education programs that focus the attention of administrators of public
schools with high enrollment of students from racial and ethnic minority populations
on the importance of proper, early exercise intervention and school-based physical
activity programs in establishing lifetime patterns for preventing obesity and diabetes.

DIA-U2 Reduce the incidence of diabetes |im Total: X per 1,000

HP2010 Ref-| INdiana’s racial and ethnic populations American Indian or Alaska Native: X
"| from X new cases of diabetes per 1,000 per 1,000

5-2
persons per year (2000) to X new cas®s Asian or Pacific Islander: X per 1,000
per 1,000 persons per year. e Black or African American: X per
1,000
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e Hispanic or Latino: X per 1,000
e White: X per 1,000

Potential Strategies:  DIA-

S1.1—-DIA-S1.13

DIA-S2.1 — DIA-S2.13
DIA-S3.1 - DIA-S3.13

DIA-U3

HP2010 Ref:
5-12

Increase the proportion of adults wi

th Total: 74.0%

diabetes in Indiana’s racial and ethnie American Indian or Alaska Native:

populations who have a glycosylat

ed X%

hemoglobin measurement at least ongdeea Asian or Pacific Islander: X%

year from X% of adults aged 18 years 3
older with diabetes (2000) to 50
(increase to HP2010 target).

nél Black or African American: X%
% Hispanic or Latino: X%
White: 76.2%

DIA-SU3.1

Encourage diabetes continuing education for health professionals involved with
diabetes management for racial and ethnic minorities.

DIA-U4

HP2010 Ref:
5-13

Increase the proportion of adults wi

thh Total: 66.2%

diabetes in Indiana’s racial and ethnie American Indian or Alaska Native:
populations who have an annual dilated X%

eye examination from X% of adults ag
18 years and older with diabetes (2000
75% (increase to HP2010 target).

ed  Asian or Pacific Islander: X%
¥ Black or African American: X%
e Hispanic or Latino: X%

e White: 67.6%

DIA-SU4.1 Control the complications of diabetes through the integrated and coordinated

management and care of racial and ethnic minority patients with diabetes.

DIA-SU4.2 Partner with the Indiana University School of Optometry, the Indiana Optometric

Association, and Prevent Blindness Indiana to promote annual eye examinations

through local churches, community health centers, and minority health coalitions.

Other Potential Strategies:

DIA-SU3.1

DIA-U5

HP2010 Ref:
5-14

Increase the proportion of adults wi

thh Total: 56.8%

diabetes in Indiana’s racial and ethmnie American Indian or Alaska Native:
populations who have at least an annual X%

foot examination fronX% of adults aged
18 years and older with diabetes (2000
75% (increase to HP2010 target).

¢ Asian or Pacific Islander: X%
© Black or African American: X%
e Hispanic or Latino: X%

e White: 56.3%

Potential Strategies: ~ DIA-

SU3.1

DIA-SU4.1

DIA-UG6

HP2010 Ref:
5-15

Increase the proportion of persons wijta Total: X %
diabetes in Indiana’s racial and ethnie American Indian or Alaska Native:
populations who have at least an annual X%

dental examination from X% of perso
aged 2 years and older with diabe
(2000) to 75% (increase to HP20
target).

1S Asian or Pacific Islander: X%
1€ Black or African American: X%
1Q Hispanic or Latino: X%

ISDH Minority Health Advisory Committee
April 2003

Page 66




HEALTHY INDIANA MINORITY HEALTH PLAN

e White: X%

Potential Strategies: ~ DIA-SU3.1

DIA-SU4.1
DIA-U7 Increase the proportion of adults with Total: 51.9%
HP2010 Ref: diabetes in Indiana’s racial and ethnie American Indian or Alaska Native:
5.17 | populations who perform self-bload X%

glucose monitoring at least once daily Asian or Pacific Islander: X%
from X% of adults aged 18 years and Bjack or African American: X%
older with diabetes (2000) to 6094 Hispanic or Latino: X%
(increase to HP2010 target). e White: 53.0%

DIA-SU7.1 Expand opportunities and venues (schools, work sites, communities) for racial and
ethnic minorities in Indiana at risk for diabetes to receive formal education about risk
factors, behavior modification, and effective self-care management.
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Hiv/AIDS

RATIONALE

More than 700,000 cases of AIDS have been reported in the United
States since 1981 and as many as 900,000 Americans may be
infected with HIV. In 1999, HIV/AIDS caused 14,802 deaths in

the U.S. Males have a higher rate of HIV/AIDS than women (8.4
per 100,000 males versu$zer 100,000 females).

The impact of HIV/AIDS within minority communities has been
devastating, especially among Black or African American males.

It is estimated that 1 in 50 Black or African American men and 1 in
160 Black or African American woen are infected with HIV.
Blacks or African Americans accounted for 21,900 of the 46,400
total AIDS cases reported in the U.S. during 1999. The Hispanic
or Latino population is growingnal so are the numbers of reporte
HIV/AIDS cases. Hispanics or Latinos accounted for 18 percen
(9,021) of the AIDS cases reported in 1999. Next in terms of
impact are American Indians or Alaska Natives, followed by
Asians or Pacific Islanders. it important to note that even though the Asian or Pacific Islander
community has smaller numbers, Asian or Pat#iender women have adfier number of reported
AIDS cases then Asian or Pacific Islander men.

HIV/ AIDS, 1999

73

000000000000000000000000000000000000000000000000000
National: 5.4

Indiana: 1.8 16

HP2010: 0.7

0 0

White Black AIEA API Hispanic
Figure 12.2

Rates per 100,000 population (columns reflect Indiana data)
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OBJECTIVES, STRATEGIC ACTIONS, AND INTERVENTIONS - HIV/AIDS

Healthy People 2010 provides 17 objectives specifickdV/AIDS. Of those 17 objectives,
the most relevant to the purpose and objeciiese Healthy Indiana Minority Health Plan
are listed in the Appendix. Based on He:lthy People 2010 objectives, the following
objectives are being proposed under theltigdndiana Minority Health Plan &sealthy
Indiana Minority Health 2010 Objectives Strategic actions andterventions have been
developed specifically to address the Healhdiana Minority Hedh Objectives listed

below:

HIV/AIDS NN
OBJECTIVES AND BASELINE
STRATEGIC ACTIONS/INTERVENTIONS
HIV-1 Reduce the prevalence of HIV/AIDS| e« Total: 105.5 per 100,000
HP2010 Ref- | @MoNg Indiana’s Black or African | ¢ American Indian or Alaska Native:
13-1 American population from 416.6 caseg Data are not available
of HIV/AIDS per 100,000 Black or| e Asian or Pacific Islander: Data are
African American persons (2002) to not available
250.0 cases of HIV/AIDS per 100,000, Bjack or African American: 416.6
Black or African American persons per 100,000
(reduce to InMHAC target of 40% | , Hispanic or Latino: 131.9 per
improvement). 100,000
e White: 74.6 per 100,000
HIV-2 Reduce the prevalence of HIV/AIDS| e Total: 105.5 per 100,000
HP2010 Ref: | @MONg Indiana’s Hispanic or Latino | « American Indian or Alaska Native:
13-1 population from 131.9 _cases of Data are not available
HIV/AIDS per 100,000 Hispanic or| e Asian or Pacific Islander: Data are
Latino persons (2002) to 79.1 cases ©f not available
HIV/IAIDS per 100,000 Hispanic or| 4 Bjack or African American: 416.6
Latino persons (reduce to INMHAC per 100,000
target of 40% improvement). e Hispanic or Latino: 131.9 per
100,000
e White: 74.6 per 100,000
HIV-3 Reduce the prevalence of AIDS amonge Total: 110.4 per 100,000
HP2010 Ref: Indianajs Black or African American | ¢ American Indian or Alaska Native:
13-1 population from 346.6 cases of AIDS  Data are not available
per 100,000 Black or African American| « Asian or Pacific Islander: Data are
persons (2002) to 232.2 cases of AIDS not available
per 100,000 Black or African American| o Black or African American: 346.6
persons (reduce tolnMHAC target of per 100,000
33% improvement). e Hispanic or Latino: 104.0 per
100,000
e White: 88.4 per 100,000
HIV-4 Reduce the prevalence of AIDS amonge Total: 110.4 per 100,000
HP2010 Ref- | INdiana’s  Hispanic ~ or  Latino | ¢ American Indian or Alaska Native:
13-1 population from 104.0 cases of AIDS Data are not available
per 100,000 Hispanic or Latino persong
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(2002) to 69.7 cases of AIDS pere Asian or Pacific Islander: Data are

100,000 Hispanic or Latino persong not available
(reduce to INMHAC target of 33% | e Black or African American: 346.6
improvement). per 100,000
e Hispanic or Latino: 104.0 per
100,000

e White: 88.4 per 100,000

HIV-S1.1—
HIV-§4.1

Promote Indiana’s “Get Tested” for HIV campaign and other HIV prevention
interventions and public awareness campaigns to the top 11 populated cities of
Indiana where HIV rates are the highest and where the percentages of racial and
ethnic minority residents are the greatest (Indianapolis, Gary, South Bend, Fort
Wayne, Evansville, Terre Haute, Anderson, Jeffersonville, Muncie, Kokomo, and
Richmond).

HIV-S§1.2 -
HIV-54.2

Expand opportunities and venues to educate unmarried Black or African American
and Hispanic or Latino persons on the necessity of practicing safe sex, including the
importance of condom use and the complications illicit drugs and other STDs.

HIV-S1.3 -
HIV-54.3

Expand opportunities and venues to provide Black or African American and Hispanic
or Latino persons with education, testing, treatment, and prophylaxis consistent with
current Public Health Service guidelines.

HIV-S§1.4 -
HIV-§4.4

Increase funding for specific public health programs and interventions targeting Black
or African American and Hispanic or Latino populations and communities.

HIV-S1.5 -
HIV-§4.5

Increase federal and state funding for care coordination services to accommodate
more Black or African American and Hispanic or Latino persons with HIV/AIDS.

HIV-S§1.6 —
HIV-§4.6

Provide capacity building training (e.g., cultural competency, strategic planning, etc.)
to AIDS service organizations in Indiana to recognize and accommodate the growing
population of Blacks or African Americans and Hispanics or Latinos with AIDS.

OBJECTIVES UNSUPPORTEDBY INDIANA -SPECIFIC BASELINE DATA - HIV/AIDS

UNSUPPORTED OBJECTIVES AND
POTENTIAL STRATEGIC ACTIONS/INTERVENTIONS

INDIANA
BASELINE
NOT AVAILABLE

HIv/AIDS

HIV-Ul

HP2010 Ref:
13-2

Total: X new cases

American Indian or Alaska Native: X
new cases

Asian or Pacific Islander: X new
cases

Black or African American: X new
cases

e Hispanic or Latino: X new cases

e White: X new cases

Reduce the number of new AIDS cases
among adolescent and adult Black |ar
African American men who have seéx

with men from X new cases among Black
or African American males aged 13 years
and older (2000) to X new cases (HP2019
target of 25% improvement).

Potential Strategies:
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HIV-U2

HP2010 Ref:
13-3

Reduce the number of new AIDS cas
among Black or African America
females and males who inject drugs fr
X new cases of AIDS among Black
African American injection drug use
aged 13 years and older (2000) to X n

cases (HP2010 target of 25%

improvement).

Ne
Dm

ey

Total: X new cases

American Indian or Alaska Native: X

new cases
Asian or Pacific Islander: X new
cases

Black or African American: X new

cases
Hispanic or Latino: X new cases
White: X new cases

Potential Strategies:
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| NFANT M ORTALITY

RATIONALE

Infant mortality is a key indicator of the Hégmand well-being of a community, whether it is a

country, state, city, or neighborhood. The United States rafikim 26e world in infant mortality

with a 1999 infant mortality rate (IMR) of 7.01p&,000 live births. There were 18,728 neonatal

deaths (4.7 per 1,000 live births) and 9,209 post-neonatal deaths (2.3 per 1,000 live births) in the U.S.
in 1999.

Indiana ranks 1%nationally in infant mortality with a rate of 7.8 per 1,000 live births. In an average
Indiana week, 1,605 babies are born. Of those, 223 are born to teen mothers, 61 are born to mothers
who received late or no prenatal care, 123 are born at low birth weight (<5.5 Ibs.), 21 are born at a
very low birth weight (<3.3 Ibs.), and 13 die before their first birthday.

Blacks or African Americans have the highest infaortality rate. The National Center for Health
Statistics (NCHS) reports a Black or African Arican IMR of 14.6 per 1,000 per live births.
Indiana’s Black or African American IMR is 17.0rdg 000 live births, more than double the rate for
Indiana’s Hispanics or Latinos (7.1/1,000) and W&({&8/1,000). Blacks or African Americans also
are ranked the highest in neonatal deaths at 9.8,p@0 live births. The NCHS national rates for
post-neonatal deaths show similar rates for Blacks or African Americans and American Indians or
Alaska Natives at 4.8 per 1,000 live births and 3.8 per 1,000 live births, respectively.
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The availability and adequacy of prenatal acdweng the first trimester are significant factors
influencing risk for pre-term delivery, low birthreight, and other complitans of pregnancy which
produce higher rates of infant, neohaséamd post-neonatal mortality.

Rates per 1,000 Live Births

Infant, Neonatal, Postneonatal Mortality, 1999

78

71

52

4.7
45

29

Bindiana

B National

OHealthy People

2.7

23

IMR NMR
Figure 13.2

PMR

Rates per 100,000 population (columns reflect Indiana data)

OBJECTIVES, STRATEGIC ACTIONS, AND INTERVENTIONS — INFANT MORTALITY

Healthy People 2010 provides 21 objectives specitiz perinatal care. Of those 17
objectives, the most relevant to the purpase @bjectives of the Healthy Indiana Minority
Health Plan are listed in the Appendix. Based o#gthy People 2010 objectives, the
following objectives are being proposed underHiealthy Indiana MinorityHealth Plan as

Healthy Indiana Minority Health 2010 ObjectivesStrategic actions and interventions have

been developed specifically to address theltHgandiana Minority Hellh Objectives listed

below:
INFANT MORTALITY
o I NDIANA
OBJECTIVES AND BASELINE
STRATEGIC ACTIONS/INTERVENTIONS
IMR-1 Reduce infant deaths (within 1 year) e Total: 7.7 per 1,000
HP2010 Ref: | @MONY Indiana’s Black or African | ¢ American Indian or Alaska Native:

16-1c "| American population from 15.9 per Data are not available

1,000 live births (2000) to 6.7 per 1,00
live births (reduce to rate for Indiana
White population).

Asian or Pacific Islander: 5.1 per
1,000

Black or African American: 15.9
per 1,000

Hispanic or Latino: 5.2 per 1,000
White: 6.7 per 1,000
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IMR-S1.1 Expand opportunities and venues to provide early and adequate prenatal care
beginning in the first trimester of pregnancy to Black or African American females.

IMR-S1.2 Continue to promote the Health Baby Showers in cities with the highest prevalence of
Black or African American infant mortality deaths (e.g., Evansville, Gary,
Indianapolis, and South Bend).

IMR-S1.3 Continue to promote the "Baby First" campaign in cities with the highest prevalence of
Black or African American infant mortality deaths (e.g., Evansville, Gary,
Indianapolis, and South Bend).

IMR-S1.4 Create effective and coordinated operational linkages between services available to
Black or African American females (e.g., Women, Infants, and Children (WIC)
programs, community health centers, minority health coalitions, Prenatal Substance
Abuse Prevention Programs (PSUPP) (if needed), tobacco cessation programs (if
needed), local Medicaid offices, and community nutrition).

IMR-S1.5 Promote Indiana's 2-1-1 system for social services within Black or African American
communities.

IMR-S1.6 Promote the Indiana State Department of Health's and Indiana Minority Health
Coalition's Helpline for local prenatal care services within Black or African American
communities.

IMR-S1.7 Increase the number and effectiveness of outreach workers in areas with highest

prevalence of Black or African American infant mortality deaths (e.g., Evansville,
Gary, Indianapolis, and South Bend).

IMR-S1.8 Promote the Indiana Perinatal Network (IPN) Back To Sleep and Baby First
campaigns within Black or African American communities.

IMR-S1.9 Create educational programs for physicians, hospitals and staff on the issues
surrounding Black or African American infant mortality.

IMR-S1.10 Continue to provide culturally appropriate education on reducing Black or African
American infant deaths from complications of sexually transmitted diseases (STDs),
poor oral hygiene education, stress, lack of prenatal appointments, substance abuse,
alcohol and tobacco use, domestic violence, and poor nutrition.

IMR-S1.11 Link Black or African American women into Indiana Title X family planning clinics.

IMR-2 Reduce low birth weight (LBW) among| e Total: 7.3%
HP2010 Ref Indianais Black or African Ameri_can e American Indian or Alaska Native:
16-10a population from 12_.7%_ of live births 2.6%
(2000) to 6.7% of liwe births (reduce to| « Asian or Pacific Islander: 7.3%
percent for Indiana White population). | ¢ Black or African American: 12.7%
e Hispanic or Latino: 5.3%
e White: 6.7%

IMR-3 Reduce low birth weight (LBW) among| e Total: 7.3%

HP2010 Ref- Indiana’s Asian or Pacific Islander | ¢ American Indian or Alaska Native:
"| population from 7.3% of live births 2.6%

16-10a 1 (2000) to 6.7% of lie births (reduce to| o Asian or Pacific Islander: 7.3%
percent for Indiana White population).
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e Black or African American: 12.7%
e Hispanic or Latino: 5.3%
e White: 6.7%

IMR-S2.1 — Educate Asian or Pacific Islander and Black or African American women on the
IMR-S3.1 factors and conditions that can lead to low-birth weight babies (e.g., stress, alcohol,
tobacco use, drug- use, STD's and nutrition).

IMR-§2.2 — Enroll more expectant Asian or Pacific Islander and Black or African American
IMR-S§3.2 mothers into Indiana's WIC, Healthy Start, and Prenatal Substance Abuse Prevention
Program (PSUPP).

IMR-S2.3 — Provide incentives for expectant Asian or Pacific Islander and Black or African
IMR-S3.3 American mothers to use the WIC vouchers at Indiana's Farmers markets.

IMR-S2.4 — Target interventions for prenatal care in communities where Asian or Pacific Islander
IMR-S3.4 and Black or African American infant mortality rates are the highest.

IMR-S2.5 — Highlight the Indiana Baby First program and Indiana Perinatal Network and link the
IMR-S3.5 two interventions to create a public awareness campaign in the Asian or Pacific

Islander and Black or African American communities.

IMR-S2.6 — Create an awareness and educational program to reach out to expectant Asian or
IMR-S3.6 Pacific Islander and Black or African American fathers regarding the importance of
prenatal visits.
IMR-S2.7 — Utilize community outreach workers to educate Asian or Pacific Islander and Black or
IMR-S3.7 African American women about the importance of proper nutrition.
IMR-S52.8 — Assist communities in solving transportation problems for Asian or Pacific Islander
IMR-S53.8 and Black or African American persons needing transport to prenatal appointments.
IMR-S2.9 — Educate Asian or Pacific Islander and Black or African American women on the
IMR-S§3.9 importance of child spacing and the family planning services and practices available
to them.
IMR-4 Reduce very low birth weight (VLBW) | ¢ Total: 1.4%
HP2010 Ref: | @MoNg Indiana’s Black or African | « American Indian or Alaska Native:
16-10b | American population from 2.9% of live Data are not available
births (2000) to 1.2% of live births| « Asian or Pacific Islander: 0.5%
(reduce to percent for Indiana White | o Bjack or African American: 2.9%
population). e Hispanic or Latino: 1.0%
e White: 1.2%
IMR-84.1 Incorporate prenatal care programs (e.g., WIC, PSUPP, etc.) into community health

centers and remove the barriers that prevent Black or African American females from
accessing prenatal services.

IMR-54.2 Create within Black or African American communities awareness campaigns
regarding sexually transmitted diseases (STDs) and their complications in pregnancy.

IMR-54.3 Provide more education to Black or African American females on oral hygiene and its
relationship to very low birth weight babies.
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IMR-54.4 Develop a curriculum for Black or African American females that incorporates a
stress program and relaxation techniques into prenatal visits.

IMR-54.5 Enroll more expectant Black or African American mothers into lifestyle changing
programs (e.g., Prenatal Substance Abuse Prevention Program (PSUPP), smoking
cessation programs, nutrition programs, and breastfeeding programs).
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PRIORITY OBJECTIVES, STRATEGIES, AND |NTERVENTIONS

Objectives, strategiesnd interventions are stratified accorgito perceived importance relative
to burden of risk and potential for preventing maity, disability, and/omortality. Those most
compelling, indicating significant gap effectsdarequiring necessaryd immediate action, are
listed as first tier priorities witthe following timeline. The otheexist as second tier priorities.

Target Date 1 Target Date 2 Target Date 3 Target Date 4
MINORITY MINORITY
HEALTH HEALTH : SECOND TIER :
REPORT PLAN : OBJECTIVES
oy . FIRST TIER : :
- : OBJECTIVES _—:
I—: Plan Development-»i_ Monitorina Activity —’-
2000 2001 2003 2007 2010

TARGETED PRIORITY OF FIRST TIER OBJECTIVES

FOCUSAREA
American | ndian or Asian or Black or Hispanic or
Alaska Native Pacific | slander African American L atino
Workforce
Diversity ¢ ¢ ¢
Cultural and
Linguistic ) ) ° )
Competency
Heart Disease ) ®
Cancer )
Stroke () ®
Asthma ()
Diabetes () ®
HIV/AIDS [ ®
Infant Mortality ) )
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SUMMARY OF FIRST TIER OBJECTIVES, STRATEGIES, AND INTERVENTIONS

HEALTHY INDIANA
INDIANA 2000 I NDIANA INDIANA 2010
MINERITY [REALIT 2000 BASELINE BENCHMARKS TARGET
FIRST TIER OBJECTIVE
WFD-1 - In allied health, nursing, Current levels. Total: See chart Proportionate to
WFD-7  medicine, dentistry White: See chart levels comparable to
pharmacy, optometry, ' their respective
and public health Basis: % population | proportions in the
increase the proportion ¢f Indiana population.
all degrees awarded {o
American Indians o
Alaska Natives, Blacks dr
African Americans, ang
Hispanics or Latinos.
CLC-1 Improve data monitoring N/A Total: N/A Best practice.
and evaluation o) .
programs and efforts tp White: N/A
enhance cultura| Basis: Best practice
competency in health
care.
CLC-4 Promote a culturally andN/A Total: N/A Best practice.
linguistically competen o
system of health care that White: N/A
acknowledges ang Basis: Best practice
incorporates all levels df
importance of culture angd
language, the cultural
strengths associated with
people and communities,
and the assessment [of
cross-cultural relations.
CLC-5 Promote better N/A Total: N/A Best practice.
understanding 0 o
strategies on how to serye White: N/A
diverse populations. Basis: Best practice
CLC-6 Reduce access to cgrél/A Total: N/A Best practice.
barriers that foster racial o
and ethnic disparities ip White: N/A
health. Basis: Best practice
CLC-8 Reduce systemic barriefrdN/A Total: N/A Best practice.
that impact structurg, o
logistics, and processegs White: N/A
of care and foster racial Basis: Best practice
and ethnic disparities in
health.
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CLC-9 Reduce mvider-based N/A Total: N/A Best practice.
barriers that impact o
health care encounterg, White: N/A
provider-patient Basis: Best practice
communication and
foster racial and ethnip
disparities in health.
CVvD-1 Reduce coronary hedri243.5 coronary heart| Total: 203.6 per 170.5 coronary heart
disease deaths amonglisease deaths per | 100,000 disease deaths per
Indiana’s Black or] 100,000 Black or White: 203.1 per 100,000 Black or
African American| African American 100 060 P African American
population. persons (2000). ’ persons.
Basis: INnMHAC
(30% improvement)
CVvD-3 Reduce the proportion gf35.6% of Black or Total: 25.7% 16.0% of Black or
STR-3 adults among Indiana’s African American White: 25.29% African American
Black or African| adults aged 20 years e adults aged 20 years
American populatior] and older (2001). Basis: HP2010 and older.
with high blood pressure
CVvD-7 Increase the proportion #f53.1% of Hispanic or| Total: 69.9% 85.0% of Hispanic or
STR-7 adults among Indiana’s Latino adults aged 18 White: 70.29% Latino adults aged 1§
Hispanic  or  Latino| years and older o years and older.
population who have had(2001). Basis: INMHAC
their blood cholesterq|
checked  within  thq
preceding 5 years.
CAN-1 Reduce the overall cance274.9 cancer deaths | Total: 221.9 per 192.4 cancer deaths
death rate amongper 100,000 Black or| 100,000 per 100,000 Black or
Indiana’s Black or| African American White: 221.5 per African American
African American| persons (2000). 100 060 P persons.
population. '
Basis: InMHAC
(30% improvement)
CAN-2 Reduce the Ilung and110.7 lung and Total: 94.4 per 86.3 lung and
bronchus cancer deathbronchus cancer 100,000 males bronchus cancer
rate for males amonpgdeaths per 100,000 White: 94.8 per deaths per 100,000
Indiana’s Black  orn Black or African 100 060 rﬁalé)s Black or African
African American| American males ' American males.
population. (2000). Basis: HP2010 (22%
improvement)
CAN-3 Reduce the Ilung and53.7 lung and Total: 49.4 per 41.9 lung and
bronchus cancer deathbronchus cancer 100,000 females bronchus cancer
rate for females amongdeaths per 100,000 . deaths per 100,000
Indiana’s Black orl Black or African White: 49.7 per Black or African
: . : 100,000 females :
African American| American females ' American females.
population. (2000). Basis: HP2010 (22%
improvement)
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CAN-4 Reduce the breast canges9.9 breast cancer | Total: 28.8 per 31.9 breast cancer
death rate for femalgsdeaths per 100,000 | 100,000 females deaths per 100,000
among Indiana’s Black of Black or African White: 28.4 per Black or African
African American| American females 100 060 fémgles American females.
population. (2000). ’

Basis: HP2010 (20%
improvement)

CAN-6 Reduce the death rafet.9 cervical cancer | Total: 3.1 per 3.3 cervical cancer
from cancer of the uterinedeaths per 100,000 | 100,000 females deaths per 100,000
cervix among Indiana’$ Black or African White: 3.1 per Black or African
Black or African| American females 100 060 ferﬁales American females.
American population. (2000). '

Basis: HP2010 (33%
improvement)

CAN-8 Reduce the colorectfl42.9 colorectal cancef Total: 28.6 per 28.3 colorectal cance}
cancer death rate fqrdeaths per 100,000 | 100,000 males deaths per 100,000
males among IndianasBlack or African White: 28.1 per Black or African
Black or African| American males 100 060 rﬁalgs American males.
American population. (2000). '

Basis: HP2010 (34%
improvement)

CAN-9 Reduce the colorectal21.4 colorectal cancef Total: 20.2 per 14.1 colorectal cance}
cancer death rate fqrdeaths per 100,000 | 100,000 females deaths per 100,000
females among IndianalsBlack or African White: 18.6 per Black or African
Black or African| American females 100 060 fémgles American females
American population. (2000). ' (reduce to HP2010

Basis: HP2010 (34%j target of 34%
improvement) improvement).

CAN-10 Increase the proportion pf38.7% of Black or Total: 44.7% 50.0% of Black or
adults among Indiana’s African American . African American

) White: 45.1%
Black or African| adults aged 50 years adults aged 50 years
American populatior] and older who have | Basis: HP2010 and older who have
who receive a colorectglever received ever received
cancer screening sigmoidoscopy sigmoidoscopy.
examination. (2001).

CAN-11 Reduce the prostajer3.9 prostate cancer | Total: 31.4 per 44.3 prostate cancer
cancer death rate amongleaths per 100,000 | 100,000 males deaths per 100,000
Indiana’s Black orn Black or African White: 29 3 per Black or African
African American| American males 100 060 rﬁalé)s American males.
population. (2000). ’

Basis: INMHAC
(40% improvement)

CAN-12 Reduce the 5.1 oropharyngeal Total: 2.6 per 3.1 oropharyngeal
oropharyngeal cancgrcancer deaths per 100,000 cancer deaths per
death rate amongy 100,000 Black or White: 2.4 per 100,000 Black or
Indiana’s Black ol African American 100 060 =P African American
African American| persons (2000). ' persons.
population. Basis: INMHAC
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=

=

v)

(40% improvement)

STR-1 Reduce stroke death82.3 stroke deaths pef Total: 74.0 per 55.4 stroke deaths pHd
among Indiana’s Black or100,000 Black or 100,000 100,000 Black or
African American| African American White: 73.3 per African American
population. persons (2000). 100,000 persons.

Basis: INMHAC
(40% improvement)

AST-1 Reduce asthma death$.3 asthma deaths pdrTotal: 1.4 per 3.8 asthma deaths p¢
among Indiana’s Black or 100,000 Black or 100,000 100,000 Black or
African American| African American White: 1.0 per African American
population. persons (2000). 100,000 persons.

Basis: InMHAC
(40% improvement)

DIA-1 Reduce the prevalence pH3.0 cases of diabetes Total: 45.0 per 1,000 26.5 cases of diabete]
diabetes among Indianalsper 1,000 Black or . per 1,000 Black or
Black or African| African American White: 45.3 per 1,000 African American
American population. persons (1999). Basis: InMHAC persons.

(50% improvement)

DIA-2 Reduce the diabetes dedth7.4 diabetes deaths| Total: 29.0 per 28.7 diabetes deaths
rate. among Indiana’s per 100,000 Black or| 100,000 per 100,000 Black or
Black or African| African American White: 27.5 per African American
American population. persons (2000). 100,000 persons.

Basis: INnMHAC
(50% improvement)

DIA-3 Reduce the diabetes dedthl.7 diabetes deaths| Total: 29.0 per 25.9 diabetes deaths
rate.  among Indiana’s per 100,000 Hispanic| 100,000 per 100,000 Hispanic
gcl)s;)%al\;\;i((:)n or  Lating ?Zrol_oegl)no persons White: 27.5 per or Latino persons.

' ' 100,000
Basis: InMHAC
(50% improvement)

HIV-1 Reduce the prevalence p#16.6 cases of Total: 105.5 per 250.0 cases of
HIV/AIDS among | HIV/AIDS per 100,000 HIV/AIDS per
Indiana’s Black or] 100,000 Black or White: 74.6 per 100,000 Black or
African American| African American 100 060 P African American
population. persons (2002). ' persons.

Basis: InMHAC
(40% improvement)

HIV-2 Reduce the prevalence pfl31.9 cases of Total: 105.5 per 79.1 cases of
HIV/AIDS among| HIV/AIDS per 100,000 HIV/AIDS per
Indiana’s Hispanic or 100,000 Hispanic or White: 74.6 per 100,000 Hispanic or
Latino population. Latino persons 100 0(')0 ©P Latino persons

(2002). ! (InMHAC target of
Basis: InMHAC 40% improvement).
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(40% improvement)

HIV-3 Reduce the prevalence pf346.6 cases of AIDS | Total: 110.4 per 232.2 cases of AIDS
AIDS among Indiana’g per 100,000 Black or| 100,000 per 100,000 Black or
Black or African| African American White: 88.4 per African American
American population. persons (2002). 100 0(')0 =P persons (INMHAC
' target of 33%
Basis: InMHAC improvement).
(33% improvement)
IMR-1 Reduce infant deathsl15.9 per 1,000 live Total: 7.7 per 1,000 | 6.7 per 1,000 live
(within 1 year) among births (2000). o births.
Indiana’s Black or White: 6.7 per 1,000
African American Basis: INMHAC
population. (equal to Indiana
White rate)
IMR-2 Reduce low birth weight 12.7% of live births | Total: 7.3% 6.7% of live births.
(LBW) among Indiana’q (2000). .
Black or African White: 6.7%
American population. Basis: InMHAC
(equal to Indiana
White rate)
IMR-3 Reduce low birth weight 7.3% of live births Total: 7.3% 6.7% of live births.
(LBW) among Indiana’q (2000). . 0
Asian or Pacific Islandey White: 6.7%
population. Basis: INnMHAC
(equal to Indiana
White rate)
IMR-4 Reduce very low birth 2.9% of live births Total: 1.4% 1.2% of live births.
weight (VLBW) among| (2000). o 0
Indiana’s Black or White: 1.2%
African American Basis: INMHAC
population. (equal to Indiana
White rate)

ISDH Minority Health Advisory Committee

April 2003

Page 82



HEALTHY INDIANA MINORITY HEALTH PLAN

PuBLIC PoLicy RECOMMENDATIONS

1. Ensure that ISDH funding criteria reflect thgecial needs of priority communities by linking
ISDH grants programmatically to the Healtimgiana Minority Health 2010 objectives and
requiring grantees as a point of eligibilttyidentify which HIMH2010 objectives are being
targeted in the grant proposaid included as part of tletcome and impact evaluation
scheme.

2. Establish Minority Health Month in Indiana agpermanent health theme for April each year
to help raise awareness of the problem ofalaand ethnic health disparities and to foster
activity and generate partnershipsprevent, treat, control, dreliminate conditions that lead
to racial and ethnic health disparities.

3. Establish and support through legislation and fiigéuthorization aexternal Racial and
Ethnic Minority Epidemiology Center as a newalaource that will collaborate with the
ISDH Epidemiology Resource Center and Sulaece Investigation Unit to: (a) focus on
relevant disease areas, rethbealth issues and trendsd the environmental and
socioeconomic conditions that contribute to raarad ethnic health disparities; (b) establish
a comprehensive and integrated health ddtaation system and registry on health care
outcomes, the adequacy and quality of s®wj the relationship tveeen quality of life
measures and health care treatment, and t&hility of culturaly and linguistically
appropriate provider-patientteractions by racial and etlenglassification and community,
city, and county of residencand (c) analyze and report healgttated data on racial and
ethnic minorities in Indiana.

4. Establish with representation from stdteal, community and private agencies, and
organizations and academic institutions acyiveVolved and participating in efforts to
eliminate racial and ethnic &kh disparities and improve mority health annteragency

(super) committee to oversee disease surveillance, review health status indicators, evaluate

demographic changes, assessibes to health care, commigate data, share information
across programs, and monitor progress towarctlimination or racial and ethnic health
disparities in Indiana.

5. Establish legislative policies thdirect state officials to findways to ensure equal access to
financial coverage of health care servit@sall Indiana reslents irrespective of
employment, income, or health status.

6. Establish, through legislative manes, statewide polictethat direct statand local public
school authorities to addressues of nutrition itheir cafeteria and vending machines by
providing nutritious alternative food supplissich as low-fat yogurt, fruits, vegetables,
salads, granola bars, juice, and milk.

7. Establish, through legislative manes, statewide polictethat direct statand local public
school authorities to address isswof physical fitness by implenterg in their curricula, at a
minimum, the national guidelines for the amoohininutes per week that should be devoted
to physical fitness (e.g., 150 mites per week for elemengaschool children, 225 minutes
per week for middle school and high school students).
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8. Establish and operate school-bd<linics and/or school nurpeograms in public primary
and secondary schools with high enrolimentsagfal and ethnic minority students to
provide opportunity for timely accessappropriate health care services.

9. Partner with the corporate community to makailable to employees worksite-based clinics
and on-site health care services so that enggleyvill not have to take time off from work
and risk losing income for time migbér necessary health services.

10.Develop and implement state health care Ipasing strategies that support extended
opportunities for eliminating raciaind ethnic health disparities.

11.Establish a Health ProfessioBsholarship Fund to recruit undepresented racial and ethnic
minority students in Indiana into the lbgprofessions andriancially support their
education in qualified health giessions schools and programs.

12.Develop criteria for defining kmal racial and ethnic minorityealth professional shortage
areas (MHPSA) based on the ratio of raeiadl ethnic minority health professionals
practicing per capita of racial and eihiminority residents in the community.

13.Create and expand financial reimbursement itiees, loan forgiveness programs, practice
development activities, and other professionducements to encourage, motivate, and
support racial and ethnic minority ddéh professionals to come,treturn to, and/or stay in
Indiana and practice in communities that sgtibe criteria for racial and ethnic minority
health professional shortageea (MHPSA) designation.

14.Provide reimbursement mechanisms to cover trextland indirect cosif patient education
and counseling with regard to diet, exerces®] other lifestyle mo@ications necessary for
improving the health of racial and ethnic minority populations.
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| SboH PROGRAM DEVELOPMENT AND/OR EXPANSION RECOMMENDATIONS

1. Issue an ISDH “Call to Action” on health disfigas and assume the lead role in planning,
developing, implementing, and euating programs and strategteseliminate racial and
ethnic health disparities in Indiana.

2. Expand the ISDH Epidemiology Resource Ceatatt Surveillance Investigation Unit.
Establish through legislation and fundiag external Racial and Ethnic Minority
Epidemiology Center as a new data sourcewuliafocus efforts on the seven identified
disease focus areas, related health issuresthe environmental and socioeconomic
conditions that contribute to racialédethnic health disparities in Indiana.

3. Produce and release to the public on a biefraisis an Indiana Minoritifealth Report and
Chart Book to document and assess changes andastlized set of hi¢la status indicators
among racial and ethnic minorities in Indiana.

4. Conduct, in conjunction with county healtepartments and local community-based and
tribal organizations, a series admmunity/county-focused town meetings or summits to: 1)
coincide with the release of the bienniadliana Minority Health Reort and Chart Book; 2)
provide “state of the state” ¢state of the community/cowyitforums for presenting and
discussing significant findings, trends, and charngehe Report and/or Chart Book; and 3)
generate local community input and investmarthe adoption and implementation of new
ISDH recommendations and straegdesigned to meet the lbaneeds of the community |
eliminating racial and &hic health disparities.

5. Develop and implement through the Office oflt@tal Diversity and Enrichment state grant
and contract requirements tlaatdress cultural and linguisti@rriers and ensure compliance
with core cultural competencies amongrattipients of ISDH grants and contracts.

6. Provide periodic technical assistance whdgss for minority community-based and tribal
organizations to elevate their level of underding of federal, state, and private grant
application processes, evaluation requirememtd,data reporting schemes, and to enhance
their competitiveness for eligible public and private grants from state and national sponsors.

7. Implement a grant and contract review and apal process that consics the infrastructure
and capability of the applicant to produce tbguested deliverables. Applicants should
demonstrate cultural and linguistic congrgty, access to the target population, and
representation of racial and ethnic minorities.

8. Partner with and/or support narity community-based and tribatganizations and colleges
and universities in sponding to grant announcements from the U.S. Office of Minority
Health. Strengthen local efforts to apply épants by assistinginority-serving groups
working in communities highly affected by HIMDS, cancer, diabetes, and other issues for
which there are documentbdalth disparitiesHealth Disparities in Minority Health Grants
(reducing high risk behavior, improving accés$ealth care, addressing HIV/AIDS),
Minority Community Health Coalition Demonstration Grants, HIV (increasing community
understanding of HIV/AIDS aniinproving access teervices)State and Territorial
Minority HIV/AIDS Demonstration Grants (demonstrating the role state office of minority
health in coordinating statevadesponses to HIV/AIDS), arf@chnical Assistance and
Capacity Development Grants for HIV/AIDS (developing effective and durable service
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delivery among minority-sermg organizations involved iHIV/AIDS prevention and
treatment).

9. Develop and distribute personal health profdems (e.g., lifestyle, height; weight; blood
pressure; serum cholesterol, blood glucose taglgceride levels; eam history; etc.) and
action plan worksheets (e.g., walking, exercigeight management, nutritional counseling,
diet modification, smoking cessation, and othealth seeking behavior programs) to racial
and ethnic minority populations to support aticodisease self management and promote
“personal responsibility for health.”

10. Ensure that every racial and ethnic minoggtient receives appropriate and timely
assessments of lifestyle, body mass index, bpwedsure, cholesterol, blood glucose, and
triglyceride levels, and that eaphatient records the resultstag or her assessment on their
personal health profile form as a wayetgand opportunities fadentifying undiagnosed
cases and persons at risk éronic disease and asgis¢ public in understanding the
significance of theirlinical findings and the importaeaf acknowledging, monitoring and
managing their health status.

11.Increase opportunities through medch activities within raal and ethnic populations to
screen and provide follow-up therapeutiteiventions for elevated blood pressure,
cholesterol, blood glucosand triglyceride levels.

12.Create a special committee composed of remtasives from the Indiana Minority Health
Advisory Committee, the Indiana Healthréd@rofessional Development Commission, the
Indiana Career and Post-sedary Advancement Centergtindiana Higher Education
Commission, the Interagency State CounciBtack and Minority Health, the Indiana
Minority Health Coalition, théndiana Latino Institute, the American Indian Center of
Indiana, and the Governor’s tl&e American Council to: 19xplore ideas for expanding the
pool of racial and ethnic minorities in the lagrofessions; 2) search for funding to support
outreach and recruitment efforts; and 3) padallly assess the provider infrastructure by the
number and geographic distribati of providers, areas of ptae specialty, and competency
in cultural and linguistic diversity.

13. Contract with the DHHS Region V Office of Nbrity Health to plan and conduct a Midwest
Regional Conference on RaciacaEthnic Health Disparitiesnd demonstrations of models
and best practicesifeheir elimination.
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HEALTH SERVICES RECOMMENDATIONS

1. Develop programs to consistently educatd mform health care pviders, patients, and
payers on the efficacy and challenges of varinethods of intervention and evidence-based
disease management within diverse populations.

2. Integrate and institutionalize mmum standards of educatiorn faulturally and linguistically
appropriate services (e.g. National Standéd€ulturally and Linguistically Appropriate
Services in Health Care frothe U.S. Office of Minority Heh) throughout te curricula of
the state’s health professions schools, acadprograms, and institutions and into the
continuing professional education programslbsétate licensed healtprofessions so that
future and current health care practitionpregrams, and institutions will understand the
meaning of cultural competency, their obligatito deliver culturally competent care, and
methods for delivering culturally competarare to diverse patient populations.

3. Develop and distribute freely teealth care providers, educatmscial workers, counselors,
and residents a community health resourcefimédion clearing house list and description of
all health care resources, provider servie@sl, support networks available to community
residents (e.g., SCHIP, cancer screening, Indiealth Service clinig, etc.), along with a
directory of local speakers talk on related topics (e.g., BE awareness, immunizations,
etc.).

4. Increase the number and/onsee areas of community andral health centers, Indian
Health Service clinics, and @rider services to better accommtalthe preventive, acute and
chronic health needs of the communities theyesand provide better coordination of care in
preventing and managing acute and chronic diseases.

5. Encourage the state’s health professions sshtoatxpand outreach clinic services to
underserved minority communities with an effarrovide culturally related clinical
training opportunities for students and necasaad appropriate care for community
residents.

6. Partner with the Indiana Departmentafucation and the state’s K-12 and higher
educational institutions to develop, implemeatpand, and strengthen career development
programs, inter-institutional pipelines, memgr programs, summer institutes, student
tracking mechanisms, and other arrangemerdigded to identify, attract, and increase the
number of racial and ethnic minority studeintshe state’s health professions schools and
academic programs.

7. Encourage the state’s health professions schools and academic programs to more
aggressively recruit and hire faculty that eepresentative of Indiana’s racial and ethnic
minority populations and increaieeir percentages tevels comparable to their respective
percentage in the Indiana population.

8. Expand clinical practicepportunities and student externship$ormal health education and
social work programs to facilitate the useuoflergraduate and graduate students in patient
and caregiver education, outreach, and follggwegarding health leted behavior and
compliance.
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9. Encourage the Indiana University School ofdibene Department of Public Health to
identify racial and ethnic health disparitiessasajor area of academic, clinical, and research
focus for its faculty and graduate studentthimmMaster of Public Hadth (M.P.H.) program
and to use its consortium of academic schaold departments to establish an academic
Center of Excellence for the elimination or el@nd ethnic health sparities in Indiana.
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HEALTH PROMOTION AND COMMUNICATION STRATEGIES
RECOMMENDATIONS

1. Establish minority healthaisons in each major divisiarf state government to serve as
conduits of information and communication gstablish and maintae minority health
focus, and to adopt and integrate across agsrograms and activitigo eliminate health
disparities.

2. Establish minority healthaisons at each of the stagdiealth professions schools and
academic programs to form a collegial netwofknterdisciplinary faculty and staff that
would promote the continuing developmentplementation, and evaluation of programs and
activities to eliminate racialna ethnic health disparities.

3. Establish community and tribhkalth liaisons in every raciahd ethnic minority community
to serve as cultural, linguisticeligious, and social bridges kfiowledge, trust, support, and
engagement to the community for local hedipartments, clinics, health care providers,
and minority coalitions and as persons of refiee for community-focused models that build
capacity in the dissemination of infornaii provision of assistance and guidance, and
mobilization of efforts regarding health related behavior.

4. Promote the development of local level parshgs with the public health community for
community-based strategic assessment, plaramdggoal-setting using recognized tools such
as MAPP (Mobilizing for Action thsugh Planning and Partnerships).

5. Engage the media, communication, and advedimdustries and sponsors to help with
social marketing efforts, awareness campaignd communication of disease prevention and
health promotion strategies,tagties, and practices to ratiand ethnic populations in
Indiana.

6. Engage groceries, pharmacies, fast-food restéairbarber and beauty shops, bowling alleys,
police and fire departments, housing authorjtiegh-based organizations, community-based
organizations, tribal organizations, YMCA30ys’ and Girls’ Clubs, and other community
relevant venues with high traffic of racehd ethnic minority populations and provide them
with effective tools in efforts to foster socetvironments and networks that peer educate
and peer promote healthy litgkes and healthy behavithirough venue-specific disease
prevention and health promotion events and fanmg, such as the faith-based interventions
promoted through “High Blood Pressi8andays” and “Healthy Baby Sundays.”

7. Encourage local hospitals, community heakhters, and health care professionals to
sponsor and/or host community-centered hdaltk that provide no or low cost health
screenings, enrollment outreach for Hoosierlth@ase, SCHIP, and other state administered
health programs, and health promotiowl @reventive care inforation for uninsured
residents.
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PusLIc /PRIVATE /COMMUNITY PARTNERSHIPS RECOMMENDATIONS

1. Continue and expand industry gmablic health forums and workshops to jointly focus and
maintain attention on the economic and deprlent impact of racial and ethnic health
disparities and to strengthen the engageroktite corporate community in efforts to
eliminate health disparities in Indiana.

2. Encourage each major corporate entity in Indes@art of a “win-win” effort to adopt at
least one of the Plan’s seven identified disdasus areas and concentrate work site wellness
programs and activities (e.g., providing employedh flexible schedulg to allow time for
exercise during lunch breaks) on improving assed health indidars (e.g., obesity) among
its racial and ethnic employee population.

3. Encourage each major corporate entity in Indias part of a “win-win” effort to adopt a
high health risk racial agthnic neighborhood community amdconjunction with Chambers
of Commerce, community health centersmmunity-based organizations and ISDH
departments periodically sponsor awasncampaigns, education and intervention
programs, neighborhood health fairs, cultyraknsitive nutrition education seminars, and
other community health events and healthteglactivities designed to improve the health
status of community residents.

4. Partner with the food industrincluding food growers andriaer’'s markets, to provide
coupons for discounts on vegetables amgiohealthy foods for highly at-risk and
economically vulnerable raciahd ethnic minority populations.

5. Partner with the restaurant industry tearly label low-fat menu options and provide
discounts on half-portion orders.

6. Develop and expand community-level parsigps with community and civic-based
organizations, faith-based communities, social service agencies, tribal organizations, local
business entities, professionabds corporations, county healtlepartments, local health
providers, community leaders, insurers, rag@bluntary agencieand philanthropic groups
to facilitate outreach to “yeéb be reached” and “hardly reackigriority populations, market
health promotion and diseagevention strategies, implentdrealth-related activities,
communicate health education messages, antbdigt information and materials on health
resources available to community residents.

7. Develop and expand community-level parthgrs among local schools, police, parks and
public works departments, community andicibased organizations, businesses, and
political leaders to create and maintaimeounity environments that are supportive of
physical activity, such as \lkang, jogging, and bicycling.
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RELEVANT HEALTHY PEOPLE 20100BJECTIVES
FOR TARGETED FOCUSAREAS

Focus
AREA OBJECTIVE NATIONAL BASELINE
Workforce | 1-8 In the health professions, allied and
Diversity associated health profession fields, and
the nursing field, increase the proportion
of all degrees awarded to members| of
underrepresented racial and ethphic
groups.
1-8a In the health professions, allied dné American Indian or Alaska Native:
associated health profession fields, 0.6%
increase the proportion of all degrees Asian or Pacific Islander: 16.2%
awarded to Americamndians or Alaska ¢ Black or African American: 6.7%
Natives from 0.6% (1996-97) to 1.0%. | ¢ Hijspanic or Latino: 4.0%
1-8b In the health professions, allied and American Indian or Alaska Native:
associated health profession fields, 0.6%
increase the proportion of all degrees Asian or Pacific Islander: 16.2%
awarded to Asians or Pacific Islanders Black or African American: 6.7%
from 16.2% (1996-97) to 4.0%ceeds | o Hispanic or Latino: 4.0%
target based on estimated population).
1-8c In the health professions, allied and American Indian or Alaska Native:
associated health profession fields, 0.6%
increase the proportion of all degrees Asian or Pacific Islander: 16.2%
awarded to Blacks or African Americans Black or African American: 6.7%
from 6.7% (1996'97) to 13.0%. ° Hispanic or Latino: 4.0%
1-8d In the health professions, allied gnéd American Indian or Alaska Native:
associated health profession fields, 0.6%
increase the proportion of all degrees Asian or Pacific Islander: 16.2%
awarded to Hispanics or Latinos fromy Black or African American: 6.7%
4.0% (1996-97) to 12.0%. e Hispanic or Latino: 4.0%
1-8e In the nursing field, increase the American Indian or Alaska Native:
proportion of all degrees awarded |[to 0.7%
American Indians oAlaska Natives froml ¢ Asian or Pacific Islander: 3.2%
0.7% (1995-96) to 1.0%. e Black or African American: 6.9%
e Hispanic or Latino: 3.4%
1-8f In the nursing field, increase the American Indian or Alaska Native:
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proportion of all degrees awarded |[to 0.7%
Asians or Pacific Islanders from 3.2 Asian or Pacific Islander: 3.2%
(1995-96) to 4.0%. e Black or African American: 6.9%
e Hispanic or Latino: 3.4%
1-8g In the nursing field, increase the American Indian or Alaska Native:
proportion of all degrees awarded [to 0.7%
Blacks or African Americans from 6.9%e Asian or Pacific Islander: 3.2%
(1995-96) to 13.0%. e Black or African American: 6.9%
e Hispanic or Latino: 3.4%
1-8h In the nursing field, increase the American Indian or Alaska Native:
proportion of all degrees awarded [to 0.7%
Hispanics or Latinos from 3.4% (1995« Asian or Pacific Islander: 3.2%
96) to 12.0%.  Black or African American: 6.9%
e Hispanic or Latino: 3.4%
1-8i In medicine, increase the proportion of pd  American Indian or Alaska Native:
degrees awarded to American Indians| or 0.6%
Alaska Natives from 0.6% (1996-97) t&» Asian or Pacific Islander: 15.9%
1.0%. e Black or African American: 7.3%
e Hispanic or Latino: 4.6%
1-8j In medicine, increase the proportion of pd  American Indian or Alaska Native:
degrees awarded to Asians or Pacjfic 0.6%
Islanders from 15.9% (1996-97) to 4.0% Asian or Pacific Islander: 15.9%
(exceeds target based on estimgted Black or African American: 7.3%
population). e Hispanic or Latino: 4.6%
1-8k In medicine, increase the proportion of pd  American Indian or Alaska Native:
degrees awarded to Blacks or African 0.6%
Americans from 7.3% (1996-97) 10e Asian or Pacific Islander: 15.9%
13.0%. e Black or African American: 7.3%
e Hispanic or Latino: 4.6%
1-8I In medicine, increase the proportion of pd  American Indian or Alaska Native:
degrees awarded to Hispanics or Latinos 0.6%
from 4.6% (1996-97) to 12.0%. ¢ Asian or Pacific Islander: 15.9%
e Black or African American: 7.3%
e Hispanic or Latino: 4.6%
1-8m In dentistry, increase the proportion of aBk  American Indian or Alaska Native:
degrees awarded to American Indians| or 0.5%
Alaska Natives from 0.5% (1996-97) {& Asian or Pacific Islander: 19.5%
1.0%. e Black or African American: 5.1%
e Hispanic or Latino: 4.7%
1-8n In dentistry, increase the proportion of aBk  American Indian or Alaska Native:
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degrees awarded to Asians or Pac
Islanders from 19.5% (1996-97) to 4.0
(exceeds target based on estimated
population).

fic
%

0.5%

Asian or Pacific Islander: 19.5%
Black or African American: 5.1%
Hispanic or Latino: 4.7%

1-80 In dentistry, increase the proportion of aBk  American Indian or Alaska Native:
degrees awarded to Blacks or African 0.5%
Americans from 5.1% (1996-97) 10e Asian or Pacific Islander: 19.5%
13.0%. e Black or African American: 5.1%
e Hispanic or Latino: 4.7%
1-8p In dentistry, increase the proportion of aBk  American Indian or Alaska Native:
degrees awarded to Hispanics or Latinos 0.5%
from 4.7% (1996-97) to 12.0%. ¢ Asian or Pacific Islander: 19.5%
e Black or African American: 5.1%
e Hispanic or Latino: 4.7%
1-8q In pharmacy, increase the proportion |of American Indian or Alaska Native:
all degrees awarded to American Indians 0.4%
or Alaska Natives from 0.4% (1996-9f» Asian or Pacific Islander: 17.5%
to 1.0%. e Black or African American: 5.7%
e Hispanic or Latino: 2.8%
1-8r In pharmacy, increase the proportion |of American Indian or Alaska Native:
all degrees awarded to Asians or Pacific 0.4%
Islanders from 17.5% (1996-97) to 4.0% Asian or Pacific Islander: 17.5%
(exceeds target based on estimated | o Black or African American: 5.7%
population). e Hispanic or Latino: 2.8%
1-8s In pharmacy, increase the proportion |of American Indian or Alaska Native:
all degrees awarded to Blacks or African 0.4%
Americans from 5.7% (1996-97) t{oe Asian or Pacific Islander: 17.5%
13.0%. e Black or African American: 5.7%
e Hispanic or Latino: 2.8%
1-8t In pharmacy, increase the proportion |af American Indian or Alaska Native:
all degrees awarded to Hispanics [or 0.4%
Latinos from 2.8% (1996-97) to 12.0%.| « Asian or Pacific Islander: 17.5%
e Black or African American: 5.7%
e Hispanic or Latino: 2.8%
Cultural and| 11-2 Improve the health literacy of persgns
Linguistic with inadequate or marginal literagy
Competence skills.
11-6 Increase the proportion of persons who

report that their health care provide
have satisfactory communication skills.
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Heart
Disease

12-1 Reduce coronary heart disease deaths|e Total: 216 per 100,000 (1997)
from 208 coronary heart disease deathse  American Indian or Alaska Native:
per 100,000 (1998) to 166 deaths per 134 per 100,000
100,000 population (20% improvement).s  Asian or Pacific Islander: 125 per
100,000
e Black or African American: 257 per
100,000
e Hispanic or Latino: 151 per 100,00
e White: 214 per 100,000
12-2 Increase the proportiasf adults aged 20
years and older who are aware of the
early warning symptoms and signs of a
heart attack and the importance of
accessing rapid emergency care by calling
911.
12-4 Increase the proportiasf adults aged 20
years and older who call 911 and
administer cardiopulmonary resuscitation
(CPR) when they witness an out-or-
hospital cardiac arrest.
12-5 Increase the proportioof persons with
witnessed out-or-hospital cardiac arrest
who are eligible and receive their first
therapeutic electrical shock within 6
minutes after collapse recognition.
12-9 Reduce the proportion of adults with high  Total: 28%
blood pressure from 28% of adults agedle  American Indian or Alaska Native:
20 years and older (1998-94) to 16%. Data are statistically unreliable
e Asian or Pacific Islander: Data are
statistically unreliable
e Black or African American: 40%
e Hispanic or Latino: Data are not
collected
e White: 27%
12-10 Increase the proportion of adults with | e Total: 18%
high blood pressure whose blood presspée  American Indian or Alaska Native:
is under control from 18% of adults aged  Data are statistically unreliable
18 years and older with high blood e Asian or Pacific Islander: Data are
pressure (1988-94) to 50%. statistically unreliable
e Black or African American: 19%
e Hispanic or Latino: Data are not
collected
o White: 18%
12-11 Increase the proportion of adults with | e Total: 79% (1994)

high blood pressure who are taking acti

o0&

American Indian or Alaska Native:
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(for example, losing weight, increasing
physical activity, and reducing sodium
intake) to help control their blood
pressure from 72% of adults aged 18

years and older with high blood pressure,

(1998) to 95%.

Data are statistically unreliable
Asian or Pacific Islander: Data are
statistically unreliable

Black or African American: 84%
Hispanic or Latino: 79%

White: 78%

12-12 Increase the proportion of adults who |e Total: 85% (1994)
have had their blood pressure measurede  American Indian or Alaska Native:
within the preceding 2 years and can state 859
whether their blood pressure was normab  Asian or Pacific Islander: 80%
or high from 90% of adults aged 18 years Black or African American: 88%
and older (1998) to 95%. e Hispanic or Latino: 80%
e White: 85%
12-13 Reduce the mean total blood cholestergle Total: 206 mg/dL
levels among adults from 206 mg/dL fof e  American Indian or Alaska Native:
adults aged 20 years and older (1988-94) Data are statistically unreliable
to 199 mg/dL. e Asian or Pacific Islander: Data are
statistically unreliable
e Black or African American: 204
mg/dL
e Hispanic or Latino: Data are not
collected
e White: 206 mg/dL
12-14 Reduce the proportion of adults with high  Total: 21%
total blood cholesterol levels from 21% p§  American Indian or Alaska Native:
adults aged 20 years and older (1988-94) Data are statistically unreliable
to 17%. e Asian or Pacific Islander: Data are
statistically unreliable
e Black or African American: 19%
e Hispanic or Latino: Data are not
collected
e White: 21%
12-15 Increase the proportion of adults who |e Total: 67% (1993)
have had their blood cholesterol checked  American Indian or Alaska Native:
within the preceding 5 years from 68% of 5709,
adults aged 18 years and older (1998) i  Asian or Pacific Islander: 58%
80%. e Black or African American: 66%
e Hispanic or Latino: 62%
e White: 67%
Cancé 3-1 Reduce the overall cancer death rate froin Total: 205.7 per 100,000

201.4 cancer deaths per 100,000

population (1998) to 158.7 cancer deaths

per 100,000 population (21%
improvement).

American Indian or Alaska Native:
131.8 per 100,000

Asian or Pacific Islander: 127.2 per
100,000

Black or African American: 262.1
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per 100,000

Hispanic or Latino: 125.5 per
100,000

White: 202.2 per 100,000

3-2 Reduce the lung cancer death rate from e Total: 58.1 per 100,000
57.4 lung cancer deaths per 100,000 | « American Indian or Alaska Native:
population (1998) to 44.8 deaths per 36.3 per 100,000
100,000 population (22% improvement). « ~ Asian or Pacific Islander: 28.9 per
100,000
e Black or African American: 67.9 per
100,000
e Hispanic or Latino: 23.9 per 100,000
e White: 58.0 per 100,000
3-3 Reduce the death rate from breast cancer Total: 27.9 per 100,00
from 27.9 breast cancer deaths per e American Indian or Alaska Native:
100,000 females (1998) to 22.3 deaths per 14.2 per 100,000
100,000 females (20% improvement). | « Asian or Pacific Islander: 13.1 per
100,000
e Black or African American: 35.7 per
100,000
e Hispanic or Latino: 16.8 per 100,000
e White: 27.3 per 100,000
3-4 Reduce the death rate from cancer of the Total: 3.2 per 100,000
uterine cervix fronB.0 cervical cancer | ¢ American Indian or Alaska Native:
deaths per 100,000 females (1998) to 2.0 4.0 per 100,000
deaths per 100,000 females (33% e Asian or Pacific Islander: 3.0 per
improvement). 100,000
o Black or African American: 6.5 per
100,000
e Hispanic or Latino: 3.8 per 100,000
e White: 2.8 per 100,000
3-5 Reduce the colorectal cancer death rat¢ ¢ Total: 21.6 per 100,000
from 21.1 colorectatancer deaths per | ¢  American Indian or Alaska Native:
100,000 population (1998) to 13.9 deaths  14.5 per 100,000
per 100,000 population (34% e Asian or Pacific Islander: 13.5 per
improvement). 100,000
e Black or African American: 28.8 per
100,000
e Hispanic or Latino: 12.8 per 100,000
e White: 21.1 per 100,000
3-6 Reduce the oropharyngeal cancer deathe Total: 3.0 per 100,000
rate from 2.9 oropharyngeal cancer deaths American Indian or Alaska Native:
per 100,000 population (1998) to 2.6 2.6 per 100,000
deaths per 100,000 population (10% | « Asian or Pacific Islander: 2.5 per
improvement). 100,000
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Black or African American: 4.7 per
100,000

Hispanic or Latino: 1.8 per 100,000
White: 2.8 per 100,000

3-7 Reduce the prostate cancer death rate | ¢ Total: 33.8 per 100,000
from 31.9 prostate cancer deaths per | ¢ American Indian or Alaska Native:
100,000 males (1998) to 28.7 deaths per  19.3 per 100,000
100,000 males (10% improvement). e Asian or Pacific Islander: 14.5 per
100,000
e Black or African American: 71.1 per
100,000
e Hispanic or Latino: 20.8 per 100,000
e White: 31.1 per 100,000
3-10 Increase the proportion of physicians and
dentists who counsel their at-risk patients
about tobacco use cessation, physical
activity, and cancer screening from 22-
59% (1998) to 85%.
3-11 Increase the proportion of women who | ¢ Total: 94% ever — 77% in past 3
receive a Pap test from 92% (1998) to years
97% for women aged 18 years and oldere American Indian or Alaska Native:
who have ever received a Pap test and 93% ever — 68% in past 3 years
from 79% (1998) to 90% for women aged Asian or Pacific Islander: 82% ever +
18 years and older who received a Pap 63% in past 3 years
test within the preceding 3 years. e Black or African American: 96% ever
—81% in past 3 years
e Hispanic or Latino: 91% ever — 71%
in past 3 years
e White: 95% ever — 77% in past 3
years
3-12 Increase the proportion of adults who | ¢ Total: 30% fecal occult blood test —
receive a colorectal cancer screening 33% sigmoidoscopy
examination from 34% (1998) to 50% fare American Indian or Alaska Native:
adults aged 50 years and older who haye Data are statistically unreliable
received a fecal occult blood test (FOBT)e Asian or Pacific Islander: Data are
within the preceding 2 years and from statistically unreliable
38% (1998) to 50% for adults aged 50 | o Black or African American: 25%
years and older who have ever received  fecal occult blood test — 27%
sigmoidoscopy. sigmoidoscopy
e Hispanic or Latino: 22% fecal occult
blood test — 28% sigmoidoscopy
¢ White: 30% fecal occult blood test —
34% sigmoidoscopy
3-13 Increase the proportion of women aged| e Total: 59%

40 years and oldarho have received a

mammogram within the preceding 2 yegq

ars

American Indian or Alaska Native:
Data are statistically unreliable
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from 68% (1998) to 70%. e Asian or Pacific Islander: 49%
e Black or African American: 61%
e Hispanic or Latino: 51%
o White: 59%
3-14 Increase the number of states that have a
statewide population-based cancer
registry that captures case information on
at least 95% of the expected number of
reportable cancers from 21 states (1999)
to 45 states (4% improvement).
3-15 Increase the proportion of cancer o Total: 59%
survivors who are living 5 years or longete  American Indian or Alaska Native:
after diagnosis from 59% (1989-95) to Data have not been analyzed
70% (19% improvement). e Asian or Pacific Islander: Data have
not been analyzed
o Black or African American: 48%
e Hispanic or Latino: Data have not
been analyzed
o White: 61%
Stroke 12-7 Reduce stroke deaths from 60 deaths | ¢ Total: 62 per 100,000 (1997)
from stroke per 100,000 (1998) to 48 | ¢  American Indian or Alaska Native:
deaths per 100,000 population (20% 39 per 100,000
improvement). e Asian or Pacific Islander: 55 per
100,000
e Black or African American: 82 per
100,000
e Hispanic or Latino: 40 per 100,000
e White: 60 per 100,000
12-8 Increase the proportiasf adults who are
aware of the early warning symptoms and
signs of a stroke.
12-9 Reduce the proportion of adults with highe Total: 28%
blood pressure from 28% of adults aged ¢  American Indian or Alaska Native:
20 years and older (1998-94) to 16%. Data are statistically unreliable
e Asian or Pacific Islander: Data are
statistically unreliable
o Black or African American: 40%
e Hispanic or Latino: Data are not
collected
o White: 27%
12-10 Increase the proportion of adults with | e« Total: 18%

high blood pressure whose blood press
is under control from 18% of adults age
18 years and older with high blood
pressure (1988-94) to 50%.

American Indian or Alaska Native:
Data are statistically unreliable
Asian or Pacific Islander: Data are
statistically unreliable
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Black or African American: 19%
Hispanic or Latino: Data are not
collected

e White: 18%
12-11 Increase the proportion of adults with | ¢ Total: 79% (1994)
high blood pressure who are taking actip@  American Indian or Alaska Native:
(for example, losing weight, increasing Data are statistically unreliable
physical activity, and reducing sodium | ¢« Asjan or Pacific Islander: Data are
intake) to help control their blood statistically unreliable
pressure from 72% of adults aged 18 | 4 Bjack or African American: 84%
years and older with high blood pressure, Hispanic or Latino: 79%
12-12 Increase the proportion of adults who | ¢ Total: 85% (1994)
have had their blood pressure measurede American Indian or Alaska Native:
within the preceding 2 years and can state 859,
whether their blood pressure was normale  Asian or Pacific Islander: 80%
or high from 90% of adults aged 18 years Black or African American: 88%
and older (1998) to 95%. e Hispanic or Latino: 80%
e White: 85%
12-13 Reduce the mean total blood cholestergle Total: 206 mg/dL
levels among adults from 206 mg/dL fof ¢  American Indian or Alaska Native:
adults aged 20 years and older (1988-94) Data are statistically unreliable
to 199 mg/dL. e Asian or Pacific Islander: Data are
statistically unreliable
e Black or African American: 204
mg/dL
e Hispanic or Latino: Data are not
collected
e White: 206 mg/dL
12-14 Reduce the proportion of adults with highe Total: 21%
total blood cholesterol levels from 21% p§  American Indian or Alaska Native:
adults aged 20 years and older (1988-94) Data are statistically unreliable
to 17%. e Asian or Pacific Islander: Data are
statistically unreliable
e Black or African American: 19%
e Hispanic or Latino: Data are not
collected
e White: 21%
12-15 Increase the proportion of adults who | ¢ Total: 67% (1993)
have had their blood cholesterol checkeds  American Indian or Alaska Native:
within the preceding 5 years from 68% of 5709,
adults aged 18 years and older (1998) t0e  Asian or Pacific Islander: 58%

80%.

Black or African American: 66%
Hispanic or Latino: 62%
White: 67%
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Asthma

24-1

Reduce asthma deaths.

24-1a

Reduce asthma deaths for children und
5 years from 1.7 per 1,000,000 (1998) t
1.0 per 1,000,000.

es Total: 1.8 per 1,000,000 (1997)
Oe American Indian or Alaska Native:
Data are statistically unreliable
e Asian or Pacific Islander: Data are
statistically unreliable
e Black or African American: 7.6 per
1,000,000
e Hispanic or Latino: Data are
statistically unreliable
e White: Data are statistically
unreliable

24-1b

Reduce asthma deaths for children age
to 14 years from 3.2 per 1,000,000 (199
to 1.0 per 1,000,000.

dé Total: 3.1 per 1,000,000 (1997)
8 American Indian or Alaska Native:
Data are statistically unreliable
e Asian or Pacific Islander: Data are
statistically unreliable
e Black or African American: 9.7 per
1,000,000
e Hispanic or Latino: Data are
statistically unreliable
e White: 1.8 per 1,000,000

24-1c

Reduce asthma deaths for adolescents
adults aged 15 to 34 years from 5.9 per
1,000,000 (1998) to 3.0 per 1,000,000.

andTotal: 6.2 per 1,000,000 (1997)

e American Indian or Alaska Native:
Data are statistically unreliable

e Asian or Pacific Islander: Data are
statistically unreliable

e Black or African American: 17.4 per
1,000,000

e Hispanic or Latino: 4.8 per 1,000,00

e White: 4.3 per 1,000,000

24-1d

Reduce asthma deaths for adults aged
to 64 years from 17.0 per 1,000,000
(1998) to 9.0 per 1,000,000.

3 Total: 18.9 per 1,000,000 (1997)

e American Indian or Alaska Native:
Data are statistically unreliable

e Asian or Pacific Islander: 22.3 per
1,000,000

e Black or African American: 52.7 per
1,000,000

e Hispanic or Latino: 17.1 per
1,000,000

e White: 14.3 per 1,000,000

24-1e

Reduce asthma deaths for adults aged
years and older from 87.5 per 1,000,00
(1998) to 60.0 per 1,000,000.

60 Total: 85.9 per 1,000,000 (1997)
De  American Indian or Alaska Native:
Data are statistically unreliable
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Asian or Pacific Islander: 141.2 per
1,000,000

Black or African American: 120.2
per 1,000,000

Hispanic or Latino: 81.8 per 100,00
White: 81.5 per 1,000,000

O

24-2 Reduce hospitalizations for asthma.
24-2a Reduce hospitalizations for asthma for | ¢ Total: 60.9 per 10,000
children under 5 years from 60.9 per e American Indian or Alaska Native:
10,000 (1997) to 25.0 per 10,000. Data are statistically unreliable
e Asian or Pacific Islander: Data are
statistically unreliable
e Black or African American: 125.6
per 10,000
e Hispanic or Latino: Data are
statistically unreliable
e White: 33.3 per 10,000
24-2b Reduce hospitalizations for asthma for | ¢ Total: 13.8 per 10,000
children and adults aged 5 to 64 years | «  American Indian or Alaska Native:
from 13.8 per 10,000 (1997) to 8.0 per Data are statistically unreliable
10,000. e Asian or Pacific Islander: Data are
statistically unreliable
e Black or African American: 26.4 per
10,000
e Hispanic or Latino: Data are
statistically unreliable
e White: 9.3 per 10,000
24-2c Reduce hospitalizations for asthma for | ¢ Total: 19.3 per 10,000
adults aged 65 years and older from 19,3%  American Indian or Alaska Native:
per 10,000 (1997) to 10.0 per 10,000. Data are statistically unreliable
e Asian or Pacific Islander: Data are
statistically unreliable
e Black or African American: 26.5 per
10,000
e Hispanic or Latino: Data are
statistically unreliable
e White: 15.4 per 10,000
24-3 Reduce hospital emergency department
visits for asthma.
24-3a Reduce hospital emergency departmente Total: 150.0 per 10,000
visits for asthma for children under 5 e American Indian or Alaska Native:
years from 150.0 per 10,000 (1995-97) to  Data are statistically unreliable

80.0 per 10,000.

Asian or Pacific Islander: Data are
statistically unreliable
Black or African American: 407.2
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per 10,000

e Hispanic or Latino: Data are
statistically unreliable

e White: 101.7 per 10,000

24-3b Reduce hospital emergency departmente Total: 71.1 per 10,000
visits for asthma for children and adults| ¢« American Indian or Alaska Native:
aged 5 to 64 years from 71.1 per 10,000  Data are statistically unreliable
(1995-97) to 50.0 per 10,000. e Asian or Pacific Islander: Data are
statistically unreliable
e Black or African American: 191.7
per 10,000
e Hispanic or Latino: Data are
statistically unreliable
e White: 53.4 per 10,000
24-3c Reduce hospital emergency department e Total: 29.5 per 10,000
visits for asthma for adults aged 65 years American Indian or Alaska Native:
and older from 29.5 per 10,000 (1995-97) Data are statistically unreliable
to 15.0 per 10,000. e Asian or Pacific Islander: Data are
statistically unreliable
e Black or African American: 90.8 per
10,000
e Hispanic or Latino: Data are
statistically unreliable
e White: 23.1 per 10,000
24-4 Reduce activity limitations among e Total: 19.5%
persons with asthma from 19.5% of e American Indian or Alaska Native:
persons with asthma (1994-96) to 10.0%. Data are statistically unreliable
¢ Asian or Pacific Islander: Data are
statistically unreliable
e Black or African American: 26.3%
e Hispanic or Latino: 22.4%
e White: 18.3%
24-5 Reduce the number of school or work | Developmental HP2010 Objective (datg
days missed by persons with asthma dueot available nationally)
to asthma.
24-6 Increase the proportion of persons with e Total: 10.0% (1993)

asthma who receive formal patient
education, including information about
community and self-help resources, as
essential part of the management of the
condition from 6.4% (1998) to 30%.

a@ Asian or Pacific Islander: Data are

e American Indian or Alaska Native:
Data are statistically unreliable

ir  statistically unreliable

e Black or African American: Data are
statistically unreliable

e Hispanic or Latino: Data are
statistically unreliable

o White: 10.0%
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24-7

Increase the proportion of persons with
asthma who receive appropriate asthmg
care according to the National Asthma
Education and Prevention Program
(NAEPP) Guidelines.

=4

24-7a

Persons with asthma who receive writtg
asthma management plans from their
health care provider.

24-7b

Persons with asthma with prescribed
inhalers who receive instruction on how|
to use them properly.

24-7c

Persons with asthma who receive
education about recognizing early signg
and symptoms of asthma episodes and
how to respond appropriately, including
instruction on peak flow monitoring for
those who use daily therapy.

24-7d

Persons with asthma who receive
medication regimens that prevent the
need for more than encanister of short
acting inhaled beta agonists per month
relief of symptoms.

for

24-Te

Persons with asthma who receive folloy
up medical care for long-term
management of asthma after any
hospitalization due to asthma.

v

24-7f

Persons with asthma who receive
assistance with assessing and reducing
exposure to environmental risk factors i
their home, school, and work
environments.

24-8

Establish in at least 15 states a
surveillance system for tracking asthma
death, illness, disability, impact of
occupational and environmental factors
on asthma, access to medical care, and
asthma management.

Diabetes

5-1

Increase the proportioof persons with
diabetes who receive formal diabetes
education from 40% (1998) to 60%.

e Total: 45% (1993)

statistically unreliable

statistically unreliable
o White: 42%

e American Indian or Alaska Native:
Data are statistically unreliable
e Asian or Pacific Islander: Data are

e Black or African American: 55%
e Hispanic or Latino: Data are
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5-2 Prevent diabetes from 3.1 new cases of ¢ Total: 3.1 per 1,000
diabetes per 1,000 persons per year e American Indian or Alaska Native:
(1994-96) to 2.5 new cases per 1,000 8.7 per 1,000
persons per year. e Asian or Pacific Islander: 2.9 per
1,000
e Black or African American: 3.7 per
1,000
e Hispanic or Latino: 3.5 per 1,000
e White: 3.0 per 1,000
5-3 Reduce the overall rate of diabetes thafis Total: 40 per 1,000
clinically diagnosed from 40 overall cases  American Indian or Alaska Native:
(new and existing) of diabetes per 1,000  Data are statistically unreliable
population (1997) to 25 overall cases péfe  Asian or Pacific Islander: Data are
1,000 population. statistically unreliable
e Black or African American: 74 per
1,000
e Hispanic or Latino: 61 per 1,000
e White: 36 per 1,000
5-5 Reduce the diabetes death rate from 75 ¢ Total: 75 per 100,000
deaths per 100,000 persons (1997) to 45  American Indian or Alaska Native:
deaths per 100,000 persons (43% 107 per 100,000
improvement). e Asian or Pacific Islander: 62 per
100,000
o Black or African American: 130 per
100,000
e Hispanic or Latino: 86 per 100,000
e White: 70 per 100,000
5-12 Increase the proportion of adults with | e Total: 24%
diabetes who have a glycosylated e American Indian or Alaska Native:
hemoglobin measurement at least oncga 29%
year from 24% of adults aged 18 years| « Asijan or Pacific Islander: 48%
and older with diabes (1998) to 50%. | 4 Black or African American: 21%
e Hispanic or Latino: 22%
o White: 25%
5-13 Increase the proportion of adults with Total: 56%
diabetes who have an annual dilated eyee  American Indian or Alaska Native:
examination from 56% of adults aged 18 60%
years and older wittiabetes (1998) to | o Asian or Pacific Islander: 69%
75%. e Black or African American: 59%
e Hispanic or Latino: 53%
o White: 55%
5-14 Increase the proportion of adults with Total: 55%
diabetes who have at least an annual faad  American Indian or Alaska Native:
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examination from 55% of adults aged 18

40%

years and older witbiabetes (1998) to | e Asian or Pacific Islander: 57%
75%. e Black or African American: 55%
e Hispanic or Latino: 56%
o White: 55%
5-15 Increase the proportioof persons with | e« Total: 58%
diabetes who have at least an annual | ¢ American Indian or Alaska Native:
dental examination from 58% of persons  Data are statistically unreliable
aged 2 years and older with diabetes | ¢ Asian or Pacific Islander: 56%
(1997) to 75%. e Black or African American: 63%
e Hispanic or Latino: 32%
o White: 58%
5-17 Increase the proportion of adults with | e Total: 42%
diabetes who perform self-blood glucosee American Indian or Alaska Native:
monitoring at least once daily from 42% 53%
of adults aged 18 years and older with | ¢ Asian or Pacific Islander: 30%
diabetes (1998) to 60%. e Black or African American: 40%
e Hispanic or Latino: 36%
o White: 43%
HIV/AIDS 13-1 Reduce AIDS among adolescents and | ¢ Total: 19.5 per 100,000
adults from 19.5 cases of AIDS per e American Indian or Alaska Native:
100,000 persons aged 13 years and older 9.4 per 100,000
(1988) to 1.0 new case per 100,000. | « Asian or Pacific Islander: 4.3 per
100,000
e Black or African American: 82.9 per
100,000
e Hispanic or Latino: 33.0 per 100,00(
e White: 8.5 per 100,000
13-2 Reduce the number of new AIDS cases
among adolescent and adult men who
have sex with men from 17,847 new
cases among males aged 13 years and
older (1998) to 13,385 new cases (25%
improvement).
13-3 Reduce the number of new AIDS cases
among females and males who inject
drugs from 12,099 new cases of AIDS
among injection drug users aged 13 years
and older (1998) to 9,075 new cases (25%
improvement).
13-6 Increase the proportiasf sexually active | ¢ Total: 23%

persons who use condoms from 23% o
unmarried females aged 18 to 44 years
50% (data on males ad 18 to 49 years

—

will be collected and reported by 2003).

(0]

American Indian or Alaska Native:
Data are statistically unreliable
Asian or Pacific Islander: Data are
statistically unreliable
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e Black or African American: 22%
¢ Hispanic or Latino: 17%
e White: 23%

13-13 Increase the proportioof HIV-infected
adolescents and adults who receive
testing, treatment, and prophylaxis
consistent with current Public Health
Service treatment guidelines from 43-
95% (1997) to 95%.
13-14 Reduce deaths from HIV infection from| e Total: 6.1 per 100,000 (1997)
4.9 deaths from HIV infection per e American Indian or Alaska Native:
100,000 persons (1998) to 0.8 death per 2.5 per 100,000
100,000 persons. e Asian or Pacific Islander: 0.9 per
100,000
e Black or African American: 26.6 per
100,000
e Hispanic or Latino: 8.9 per 100,000
e White: 3.5 per 100,000
Infant 16-1 Reduce fetal and infant deaths.
Mortality
16-1la Reduce fetal and infant deaths at 20 or| ¢ Total: 6.8 per 1,000
more weeks of gestation from 6.8 per | ¢  American Indian or Alaska Native:
1,000 live births plus fetal deaths (1997 6.7 per 1,000
to 4.1 per 1,000 live births plus fetal e Asian or Pacific Islander: 4.8 per
deaths. 1,000
e Black or African American: 12.5 pern
1,000
e Hispanic or Latino: 5.9 per 1,000
o White: 5.8 per 1,000
16-1b Reduce fetal and infant deaths during | ¢ Total: 7.5 per 1,000
perinatal period (28 weeks of gestation ta  American Indian or Alaska Native:
7 days or more after birth) from 7.5 per 7.9 per 1,000
1,000 live births plus fetal deaths (1997) «  Asian or Pacific Islander: 4.6 per
to 4.5 per 1,000 live births plus fetal 1,000
deaths. e Black or African American: 13.4 per
1,000
e Hispanic or Latino: 6.5 per 1,000
e White: 6.4 per 1,000
16-1c Reduce all infant deaths (within 1 year)| ¢ Total: 7.2 per 1,000

from 7.2 per 1,000 live births (1998) to
4.5 per 1,000 live births.

e American Indian or Alaska Native:
e Asian or Pacific Islander: 5.5 per
e Black or African American: 13.8 per

e Hispanic or Latino: 5.8 per 1,000

9.3 per 1,000
1,000

1,000
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White: 6.0 per 1,000

16-1d Reduce neonatal deaths (within the first ¢ Total: 4.8 per 1,000
28 days of life) from 4.8 per 1,000 live | «  American Indian or Alaska Native:
births (1998) to 2.9 per 1,000 live births 5.0 per 1,000
e Asian or Pacific Islander: 3.9 per
1,000
e Black or African American: 9.4 per
1,000
e Hispanic or Latino: 3.9 per 1,000
e White: 4.0 per 1,000
16-1e Reduce post-neonatal deaths (between 38 Total: 2.4 per 1,000
days and 1 year) from 2.4 per 1,000 live ¢  American Indian or Alaska Native:
births (1998) to 1.2 per 1,000 live births 4.3 per 1,000
e Asian or Pacific Islander: 1.7 per
1,000
o Black or African American: 4.4 per
1,000
e Hispanic or Latino: 1.9 per 1,000
e White: 2.0 per 1,000
16-1h Reduce deaths from sudden infant deathe Total: 0.72 per 1,000
syndrome (SIDS) from 0.72 deaths per| ¢  American Indian or Alaska Native:
1,000 live births (1998) to 0.25 deaths per 1.52 per 1,000
1,000 live births. e Asian or Pacific Islander: 0.39 per
1,000
e Black or African American: 1.38 per
1,000
e Hispanic or Latino: 0.37 per 1,000
e White: 0.60 per 1,000
16-6 Increase the proportion of pregnant
women who receive early and adequate
prenatal care.
16-6a Increase the proportion of pregnant e Total: 83%
women who receive prenatal care e American Indian or Alaska Native:
beginning in first trimester of pregnancy 69%
from 83% of live births (1998) to 90% of ¢ Asian or Pacific Islander: 83%
live births. e Black or African American: 73%
e Hispanic or Latino: 74%
o White: 85%
16-6b Increase the proportion of pregnant e Total: 74%
women who receive early and adequate ¢  American Indian or Alaska Native:

prenatal care from 74% of live births
(1997) to 90% of live births.

57%

Asian or Pacific Islander: 74%
Black or African American: 67%
Hispanic or Latino: 66%
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White: 76%

16-10

Reduce low birth weight (LBW) and ve
low birth weight (VLBW).

16-10a

Reduce low birth weight (LBW) from
7.6% (1998) to 5.0%.

Total: 7.6%

American Indian or Alaska Native:
6.8%

Asian or Pacific Islander: 7.4%
Black or African American: 13.0%
Hispanic or Latino: 6.4%

White: 6.5%

16-10b

Reduce very low birth weight (VLBW)
from 1.4% (1998) to 0.9%.

Total: 1.4%

American Indian or Alaska Native:
1.2%

Asian or Pacific Islander: 1.1%
Black or African American: 3.1%
Hispanic or Latino: 1.1%

White: 1.1%

16-11

Reduce pre-term births.

16-11a

Reduce total pre-term births from 11.69
(1998) to 7.6%.

Total: 11.6%

American Indian or Alaska Native:
12.2%

Asian or Pacific Islander: 10.4%
Black or African American: 17.5%
Hispanic or Latino: 11.4%

White: 10.5%

16-11b

Reduce live births at 32 to 36 weeks of | e

gestation from 9.6% (1998) to 6.4%.

Total: 9.6%

American Indian or Alaska Native:
10.2%

Asian or Pacific Islander: 8.9%
Black or African American: 13.4%
Hispanic or Latino: 9.7%

White: 8.9%

16-11c

Reduce live births at less than 32 weeks o

of gestation from 2.0% (1998) to 1.1%.

12}

Total: 2.0%

American Indian or Alaska Native:
2.0%

Asian or Pacific Islander: 1.4%
Black or African American: 4.1%
Hispanic or Latino: 1.7%

White: 1.6%

16-17

Increase abstinence from alcohol,
cigarettes, and illicit drugs among
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pregnant women.

16-17a | Increase abstinence from alcohol among Total: 86%
pregnant women from 86% of pregnant| ¢ American Indian or Alaska Native:
women (1996-97) to 94%. Data have not been analyzed
e Asian or Pacific Islander: Data have
not been analyzed
e Black or African American: Data
have not been analyzed
e Hispanic or Latino: 93%
e White: Data have not been analyzed
16-17c | Increase abstinence from cigarette o Total: 87%
smoking among pregnant women from | «  American Indian or Alaska Native:
87% of pregnant women (1998) to 99% 80%
e Asian or Pacific Islander: 97%
e Black or African American: 91%
e Hispanic or Latino: 96%
e White: 86%
16-17d | Increase abstinence from illicit drugs | e¢ Total: 98%
among pregnant women from 98% of | «  American Indian or Alaska Native:

pregnant women (1996-97) to 100%.

Data have not been analyzed

Asian or Pacific Islander: Data have
not been analyzed

Black or African American: Data
have not been analyzed

Hispanic or Latino: 99%

White: Data have not been analyzed
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Focus AREA

HP2010

SUMMARY TABLE

HIMH2010

ACTIONS AND INTERVENTIONS

Workforce
Diversity

1-8¢c
1-8d

1-8e
1-8f
1-8g
1-8h
1-8i
1-8j
1-8k
1-8l
1-8m
1-8n
1-8o
1-8p
1-8q
1-8r
1-8s
1-8t

WFD-S1.1 - S1.6
WFD-S6.1 — S6.6
WFD-S7.1 — S7.6
WFD-S1.1 - S1.6
WFD-S6.1 — S6.6
WFD-S7.1 — S7.6
WFD-S1.1 - S1.6
WFD-S6.1 — S6.6
WFD-S7.1 — S7.6
WFD-S1.1 - S1.6
WFD-S6.1 — S6.6
WFD-S7.1 — S7.6
WFD-S2.1 — S2.6
WFD-S2.1 — S2.6
WFD-S2.1 — S2.6
WFD-S2.1 — S2.6
WFD-S3.1 — S3.6
WFD-S3.1 — S3.6
WFD-S3.1 — S3.6
WFD-S3.1 — S3.6
WFD-S4.1 — S4.6
WFD-S4.1 — S4.6
WFD-S4.1 — S4.6
WFD-S4.1 — S4.6
WFD-S5.1 — S5.6
WFD-S5.1 — S5.6
WFD-S5.1 — S5.6
WED-S5.1 — S5.6

Cultural and
Linguistic
Competence

11-2
11-6

CLC-S1.1-S1.2
CLC-S2.1 -S2.2
CLC-S3.1 -S3.3
CLC-S4.1

CLC-S5.1 —S5.2
CLC-S6.1 - S6.2
CLC-S7.1-S7.2
CLC-S8.1 - S8.3
CLC-89.1 — S9.2

Heart
Disease

12-1

12-2
12-4
12-5
12-9
12-14

12-15

CVD-S1.1-S2.1
CVD-S1.2 -S2.2
CVD-S1.3 -S2.3

CVD-S1.1 -S1.3
CVD-S2.1 - S2.3

CVD-S3.1 - S3.10
CVD-S4.1 - 54.2
CVD-S5.1 - S5.2
CVD-S6.1 - S6.2
CVD-S7.1 -S7.2
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12-10 CVD-S3.1 — $3.10
12-11
12-12
12-13 CVD-S4.1 - S7.1
CVD-S4.2 — S7.2
31 CAN-S1.1-51.2
Cancer 3-2 CAN-S2.1— S2.6
CAN-S3.1 - S3.6
3-3 CAN-S4.1-S4.8
3-13 CAN-S5.1 — S5.8
34 CAN-S6.1 — S6.8
3-11 CAN-S7.1—S7.8
3-5 CAN-S8.1 — S8.2
CAN-S9.1 — S9.2
3-12 CAN-S10.1 — S10.2
3-7 CAN-S11.1— S11.2
3-6 CAN-S12.1 — S12.2
3-10 CAN-S1.1
3-14 CAN-S1.2
3-12 CAN-S10.1 — S10.2
3-15 CAN-SU2.1 — SU2.3
) 12-7 STRS1.1-51.3
Stroke STR-S2.1-S2.3
12-8 STR-S1.1-S2.1
12-9 STR -S3.1 — $3.10
12-14 STR-S4.1—S4.2
STR-S5.1— S5.2
12-15 STR-S6.1— S6.2
STR-S7.1—S7.2
12-10 STR-S3.1 - S3.10
12-11
12-12
12-13 STR-S4.1-S7.1
STR-S4.2—S7.2
A 241 AST-S1.1-51.9
Asthma 24.5 AST-S2.1 — S2.7
24-1a AST-S2.7
24-1p AST-SU1.1 — SUL.6
24-1¢ AST-S2.7
AST-SU2.1 — SU2.6
24-1d AST-S2.7
AST-SU3.1 — SU3.6
24-1¢ AST-S2.7
AST-SUA.1 — SU4.6
242
24-2a AST-S2.6
AST-SU1.1 — SU4.1
AST-SUL.2 — SU4.2
24-2 AST-S2.6
AST-SU1.1 — SU4.1
AST-SUL.2 — SU4.2
24-2¢ AST-S2.6

AST-SU1.1 - SU4.1
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AST-SU1.2 — SU4.2

24-3
24-3a AST-S2.1—S2.7
24-3b AST-SU1.1 — SU4.1
24-3c AST-SU1.2 — SU4.2
4-4 AST-SUL5 — SU4.5
AST-SUL.6 — SU4.6
AST-SUS.1 — SU11.1
24-6 AST-S2.2
24-7
24-7a
24-7b
24-7¢
24-7d
24-7e
24-7f
24-8
. 53 DIA-S1.1-S1.13
Diabetes 55 DIA-S2.1 — S2.13
DIA-S3.1 — S3.13
5-1 DIA-SU1.1 — SU1.3
5-2 DIA-S1.1 — S1.13
DIA-S2.1 — S2.13
DIA-S3.1 — S3.13
5-12 DIA-SU3.1
5-13
DIA-SU4.1 — SU4.2
5-14 DIA-SU3.1
DIA-SU4.1
5-15
5-17 DIA-SU7.1
131 HIV-S1.1—S1.6
HIV/AIDS HIV-S2.1 — S2.6
HIV-S3.1 — S3.6
HIV-S4.1 — S4.6
13-2
133
13-6 HIV-S1.2 — S4.2
13-13 HIV-S1.3 — S4.3
13-14
Infant 12-1&\
Mortality 16-1b
16-1c IMR-S1.1 — S1.11
16-1d
16-1e
16-1h
16-6
16-6a
16-6b
16-10
16-10a IMR-S2.1 — S2.9
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16-10b
16-11

16-11a
16-11b
16-11c
16-17

16-17a
16-17c
16-17d

IMR-S1.10
IMR-S1.10
IMR-S1.10
IMR-S1.10

IMR-S3.1 — S3.9
IMR-S4.1 — S4.5
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