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Foreword

There is a distressingly wide, and in some cases, growing gap in
health statusbetween the minority Black, Hispanic, Arab American,
Asian/Pacific Islander, and Native American population and the
majority population in Michigan. Heart disease, cancer and
homicide death rates are all rising for minorities. The minority in-
fant mortality rate as well as the mortality rates for diabetes,
accidents, and cirthosis are, at best, stagnating.

In 1985, Michigan’s minority death rate exceeded the national leve}
by 18 percent.

The pervasiveness and severity of health problems experienced by
Michigan minorities led former state health director Dr. Gloria
Smith to convene a group of scientists, health professionais and
public policy leaders to examine the nature and causes of the dis-
crepancy in health status between minorities and- Whites and to
recommend potential remediesto close thisgap. Istronglyendorsed
this initiative and now believe that dlosing the minority health gap
should be the number one priority for the public health community.

All of Michigan has a major stake in improving the health of the
rainority population. With nearly onein five residents now belong-
ing to a minority group, our ability to be economically competitive
in a highly technological society depends on good health and high
educationallevelsinboth the Whiteand minority communities. Ad-
ditionally, our efforts to reduce health care costs and improve the
overall quality of life in our state will depend on progress being
made by all groups in reducing rates of illness and injury.

We now have sufficient data to both awaken our sensitivity and
guide policy initiatives.

As the task force report unfolds, it will be apparent that positive
results will notbe easily attained, but will require persistentand con-
tinuing attention now and in the years ahead. Decisive and
coordinated action on the part of business, labor, government,
voluntary agencies and individuals to faithfully implement the six
major recommendations will bring us closer together and benefit
the entire state.

Accordingly, Iwish to thank theleadershipand members of the Task
Force on Minorily Health Affairs, not only for a job weli done, but
for a job well begun.

Raj M Wiener

AN
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SUMMARY OF
FINDINGS .

The wide discrepancy in mortality rates between the minority
population of Blacks, Hispanics, Arab Americans, Asian/Pacific Is-
landers, and Native Americans and the White population appears
to be growing. For a number of causes of death, minorities have ex-
perienced increases in inortality rates in recent years.

The minority population in Michigan has increased rapidly in
recent years. The current 1985 minority population estimate, which
adjusts for past under-counting, is almost 1.8 million or niearly one
in five of all Michigan residents.

Improving minority health status is a matter of simple justice. Also,
aconcentrated effort designed to reduce health risk factorsand im-
prove access to care for minorities will bring economic and social
benefits to the state as a whole. For what state, or what nation, can
long survive if one-fifth of its population fails to reachits full poten-
tial and make its unique gifts available to society?

Excess Minority Deaths

Michigan age-adjusted death rates in 1985 were higher for
minorities than for Whites for the four leading causes of death and
for seven of the ten leading causes. Rates for minorities were 27 per-
cent higher for both diseases of the heart and for cancer, the two
leading causes of death. Overall, the age-adjusted death rate was 48
percent higher for minorities than for Whites.
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Minority Health in Michigan

If there were no disparity in dcath rates, there wx uld have been 3,241
fewer minority deaths in 1985 (a total of 7908 deaths instead of the ac-
tual total of 11,149). Minority exces= ~'~aths are those which would not
have occurred if the mortality ra.  »r minorities had been the same
as the rates for the White majority.

The major causes of excess deaths to

minorities in 1985 were:

1985 EXCESS
CONDITION MINORITY DEATHS -
Heart Disease 658
Homiclde 653
Cancer 473
Infant Mortality 289
Liver Disease 209
Stroke 206
Diabetes 91
Accidents 32
Nutrition and Hunger

Access to food for the poor has emerged as an issue in Michigan as
well as the rest of the nation. Today the isolated elderly, poor
children at school and pregnant women are the most affected by
these federal cut-backs for food programs. Many of those who lack
access to adequate food resources are minorities.

Environmental Hazards

Anumberof environmental hazards havea greater impact on mem-
bers of minority communities than on the general population. The
qnality of housing hasa significant effect on health status. Estimates
indicate thatas many as 17 percent of Michigandwelling unitstoday
are substandard. Minorities, especially in our inner cities, occupy a
disproportionate share of these substandard homes. It is estimated
that some 45,000 persons work in Michigan each year as migrant
agricultural laborers; some 80 percent of these workers arc Mexican
Americans. Those working in agriculture are at increased risk for
accidents and for such diseases as leukemia, multiple myeloma,
lymphoma and cancer of the prostrate and stomach.

Problems of Children
and the Elderly

Both children and theelderly are more vulnerable than other mem-
be.< ~f society. Special attention needs to be paid to their health
needs, and this is particularly the case for minority children and

L




Summary of Findings X1

elderly whose economic and sodial circumstances lead to greater
health problems and poorer access to health care.

Access to Care

Physical access isa problem in rural areas because of the great distan-
ces to befraveled for routine primary careand hospital care. Inurban
areas, the public transportation depended upon by minoritiesis often
expensive or unavailableat the time of day when servicesareneeded.
Persons unable to afford health care often do not seek it until forced
todo so by the severity of the illness. Providers of health careare often
unwilling to provide services to persons with no obvious means of
paying for the care. Minorities are less likely to have health insurance
coverage than non-minorities. Cultural barriers to health care are a
concern for all minority groups and language barriers are significant
for many Hispanics, Asian and Pacific Islanders, and Arabs.

Jobs and Education

Historically, minority groups have experienced discrimination that
has placed a disproportionately large segment of their members in
depressed economicsituations. Someeconomicindicatorsshow not
only a slowing of progress but of regress in the status of minorities
in recent years. Since 1975, the overall share of Black. employment
declined despite the relative increase in the Black population. Un-
employment rates have continued to rise for minority group
members in the 1980s despite an overall improvement in the un-
employment rate for the state as a whole. The Black youth
unemployment rate in Michigan has not dropped below 50 percent
since 1980 and has ranged as high as 68.3 percent in 1983. The sys-
temic problems of high unemployment levels for minorities and
inequality in the educational arena are interrelated. Jobs at decent
wagesarea vital factor in family formation and maintenance. Asup-
portive family environment and hope for a future are both
important factors in educational success. Minority high school
drop-ont rates are tragic, as dropping out often leads to unemploy-
ment or low wage dead-end jobs. The latest drop-out figures
indicatethat yearly drop out rates for Hispanicsand Blacks aremore
than double that of White children.

Interventions

Interventions in a number of areas can have an impact on minority
health in Michigan. Among the areas reviewed were: smoking
prevention and cessation; hypertension prevention and control;
diabetes education; reduction of low birth weight and infant mor-
tality; reduction of environmental hazards: reduction of violence
and injury. In many of these areas, innovations in the policy arena
<an contribute to improved outcomes.




X1 Minority Hea!>h in Michigan

Major Recommendations

The following maior recommendations are presented by the Task
Force on Minority Health Affairs to close thegap in health statusbe-
tween the Blacks, Native Americans, Hispanics, Asians and Pacific
Islanders, Arab Americans and the White population in Michigan.

Immediate Action:

I. An Office of Minority Health should be established in the

Department Of Public Health.
The complete di : II. Data collection on minority health status must be improved by
p P discussion state and local public health system, hospitalsand other health
o recomn‘!endaﬁons agencies.
appears in Chapter
Twenty Three.

..................................................... By 1990:

IIl. The Department Of Public Health and the Governor’s Human
Services Cabinet Councilshould encourage privatebusirniesses,
labor unions, religious organizations, community groups and
civic groups to include closing the minority health gap among
their highest priorities.

IV. Significant programs to improve minority health statusshould
be funded. Health promotion, discase prevention, and risk
reduction should be areas of special emphasis.

V. Awareness of minority health concerns should be expanded
and educational opportunities for minorities in the health
professions should be increased.

VL. The Human Services Cabinet shouid work to identify and im-
plement additional recommendations from recent task forces
and advisory bodies which impact on minority health.

P‘.
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Chapter One

MINORITIES IN
MICHIGAN

Background

In 1985, the federal Report of the Secretary’s Task Force on Black and
Minorisy Health authoritatively documented the wide disparity in
health status between minorities and Whites. The federa task force
focused on six problem areas in which minority populations were
experiencing excess deaths: cardiovascular and cerebrovascular
disease; cancer; homicidesand accidents; infant mortality; cirrhosis;
and diabetes. The task forcediscussad causes of thediscrepancy and
concluded that minorities “have not benefited fully or equitably
from the fruits of science or from those systemsresponsible for trans-
lating or using health sciences technotogy.”

The federal report focused on four minority groups: Blacks,
Hispanics, Asian and Pacific Islanders, and Native Americans. This
report discusses each of these four groups and ale examines the
situation of Arabs, who constitute a significant ethnic minority
population in Michigan.

Reducing the discrepancy in health status between minorities
and the non-minority population has become a focal point for
public health activity on both state and national levels. Unless
considerable progress is made on elevating the health status
of those at the bottom, the objective of a “healthy people” set
by the public health community will not be reached. The pur-
poses of this report are three-fold: presentation of data
detailing the extent of the racial gap in health status in
Michigan; investigation of some of the causes of this gap; and
identification of steps that can be taken to reduce the gap.

Jooet
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Minority Health in Michigan

Minorities are an
increasing proportion of
Michigan’s population.

Demogravhic Features and
Health Problems of
Minority Groups in
Michigan

Iviinorities are an increasing proportion of Michigan’s population.
The other than White population was just over one million in 1970
and constituted 11.6 percent of the state’s population. In 1980 the
other than White population grew to 1.3 miliionand 14 1 percent of
the state total. For 1985 the official estimated other than White
population was 1,374,991 or 15.1 percent of the state’s population.
This estimate does not include all minority groups, however, nor
doesit take into account thedisproportionate undercounting by the
census of members of minority groups. These issues are discussed

inthesections Undercounting of Minoritiesand Estimated Minority
Population below.

Census criteria for determining who is “other than White” have
changed over the years. In the 1980 census, the “other than White”
population included Blacks, American Indians, Asian and Pacific
Islanders, and “other” races. The census count is based on self-
enumeration of the population but the bureau does reallocate some
responses. Thus, in 1970, persons responding that their race was
Mexican, Cuban, Puerto Rican, or Dominican wer2 included in the
“White” category but in 1580 they were included in the “other” race
category. On the other hand, persons listing responses such as
Lebanese were reclassified as White in 1980. Hispanics, therefore,
are included in part in the other than White population in official
census publications since nearly half of the respondents reporting
Spanish origin listed their race as Black or “other.”

The totals given above are based on a census bureau tape which
providesa modified race distribution consistent with the 1976 cen;
susand with the racial categoriesused by state health departments
The most notable change is the transfer of the Spanish origin group
from the residual “other” race category to the White group. Note
also that Arabs are included in the White population figurcs.

Blacks

Blacksarethelargest minority group in Michigan. In 1985 there were
an estimated 1,265,335 Black persons in Michigan, 13.9 percent of
the state’s population and 92.1 percent of the state’s other than
White population. While two thirds of Michigan’s White popula-
tion lived in urban areas in 1980, the Black population in Michigan
was almost entirely (97.3 percent) an urban population (Figure 1-1).
Moreover, 83 percent of urban Blacks lived in central citics com-

I6




Minorities in Michigan

Geogrophic Bxtibution of Block and White Populations, Michigan 1960
BLACK WHITE
Rural (2.7%)

[PAe

pared to 22 percent of urban Whites. Sixty three 2per\:ent of
Michigan’s Black population resided in Detroit in 1980.

Because they constitute the bulk of the other than White population
in Michigan, data on overall health status problems of minorities
tend to reflect the Black experience. For all six of the major causes of
excess deaths discussed in the federal report, Blacks undergo excess
deathsinMichigan. Age-adjusted death ratesfor Blacksaresubstan-
tially higher than White rates for diseases of the heart, cancer,
cerebrovascular disease, pneumonia and influenza, diabetes, and
chronic liver <lisease and cirrhosis. The infant mortality rate for
Blacks is two and one half times the White rate. The age-adjusted
homicide rate for Blacks s several imes higher than that for Whites.

Blacks also have higher prevalence rates for a number of key risk
factors. Hypertension, a risk factor for cardiovascular and
cerebrovascular disease, is one and one half times as commonin the
Black populationin Michigan thanitis nthe White population. The
prevalence of cigarette smoking is subs:antially higher in the Black
community than in the White commuyity. Obesity is much more
common among Black women than among White women. Poorac-
cess to early detection and treatment services for diseases such as
cancer appears to bea significant factor in the elevation of mortality
rates for Blacks. Inadequate access to prenatal and postnatal care
services contributes to the very high rate of infant mortality in the
Black community.

|EXY
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Age-adjusted deatn rates
for Blacks are
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White rates
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FedordMDerned Mhortiesin Mnchxgm by Specified Group.
1980 Actuol Census and Sample Co
ESTIMATE
CENSUS ACTUAL BASED ON
DESIGNATION COUNT* SAMPLE**
Block 1,199,023 1192177
Native American 40,050 4N9
Amencan indon R4 a4n2
Esdmn 208 102
Aleut 128 105
Asion/Pacific klonder 58,790 62,641
Jopaneso 5872 6A50
Chnese 11,009 10824
flpno N8 na32
Korean 8714 8948
Asion Indian 14690 15363
Vistnamese 4200 4364
Howaion 79 894
Guomian 26 199
Samoan 105 o0
Other - 4367
Span-h Origin 1862440 157,626
Mexican 112,183 102,786
Puerto Rcon 1245 12077
Cuban 4177 3429
Cther Hisponic 33,455 34,154

* US. Bureau of the Census. 1980 Census of the Population.

Characterstes of the Popuiation. Vol 1, Generdl
Popuation Charocte ristics, Chapter B, Port 24, Michigon,
T s 15, 18, PC 80-1-824. August 1982 Weshington, DC.

** US. Buwreau of the Censs, 1980 Census of the Population,
Characteristics of the Populkation. Vol. 1. Generd Sociol

ond Economic Characteristics, Chopter C, Part 24, Michigan,

Tobles §8.59. PC&-I-C?AAugst 1983. Washington. DC,
U, Bureau of the Censur, 1980 «Sensus of the Popuiation,
AsionfPocfic klandes Population by State: 1980, Table 1.
Supplernentary Report, PC 80-51-12. Decomber 1983

Washngton, DC.

Inadequate access to
care is a major problem
facing Hispanics.

Hispanics

Hispanics are the second largest minority group in Michigan. The
1980 census counted 162440 Hispanics, 1.8 percent of the state
population. Hispanics are a heterogenous group in the United
States, originating from more than a dozen Spanish speaking
countries. InMichigan, Hispanics of Mexdcan origin were thelargest
subgroup, totaling 112,183 persons in 1980 or 69 percent of all
Hispanics. There were 12,425 persons originating from Puerto Rico,
4,177 from Cuba, and 33,655 from other Central and South
American countries and from Spain.

Vital statistics data on Hispanics are not currently available but a
planned revision of the birth and death records should correct this
deficiency in 1989. As is the case for other population groups, dis-
eases of the heart and cancer are the leading causes of death.
Although the Hispanic overall cancer prevalence rate appears to be
lower than the non-Hispanic White rate, rates for gallbladder,
stomach, cervical, and renal malignancies are elevated for
Hispanics. Hispanics appear to have a greater prevalence of such
risk factorsashypertensiorand obesity thanis thecase for the White
population. Diabetes prevalence also appears to be elevated.
Hispanic males are much more likely than non-Hispanic White
males to be victims of violence.

Data on infant mortality does not indicate that rates for Hispanics
are elevated. However, there is evidence of relatively high rates of

teenage pregnancy, delayed or absent prenatal care, high birth
order, and high maternal age. It may be that underregistration of
deaths is responsible for this discrepancy. Another important child
health issue is immunization. The rate of immunization among the
migrant population in Michigan, which is largely Hispanic, is low
(See Chapter Twelve).

Inadequate access to care is a major problem facing Hispanics. The
Robert Wood Johnson’s Special Report on Access to Health Care
found that in 1986 twice as many uninsured people as insured
people had no regular source of medical care. The report found that
20 percent of Hispanics were uninsured compared with 7.5 percent
of the non-Hispanic White population. The Michigan League for
Human Services in its 1986 study of the uninsured in Michigan
found an uninsured rate for Hispanics of 13.6 percent compared
with a rate of 10.5 percent for non-Hispanic Whites. Compounding
these financial barriersto carearelinguistic and cultural barriers(see
Chapter Fourteen).

Asian and Pacific Islanders

There were 56,790 Asian and Pacific Islanders in Michigan in 1980
according to the official full census count. Not all Asian and Pacific
Islander groups were listed on the census form, however. After
tabulating a sample of the forms, the bureau estimated that the total
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Asian and Pacific Islander population was 62,641 (Table 1-1). This
populationisalso very heterogenous, originating in many countries
with quite varied cultures and with many different languages. The
largest group was the Asian Indians, which totaled 15,363 persons
or about one quarter of the estimated Asian and Pacific Islander
population. There were 11,132 Filipinos and just under 11,000
Chinese in 198(), so that each group constituted somewhat less than
one fifth of the Asian/Pacific Islander population. There were also
sizeable groups of Koreans (%%8 persons), Japanese (6,460 per-
sons), and Vietnamese (4,364).

Heart disease and cancer have consistently been the two leading
causes of death in the Asian and Pacific Islander population in
Michigan as in the non-minority population. Most recently cancer
has been the leading cause of death and accounts for about 30 per-
cent of the Asian/Pacific Islander deaths during 1984-86. Deaths
due to diseases of the heart make up about one fifth of Asian and
Pacific deaths in Michigan. According to the Report of the Secretary's
Task Force on Black and Minority Health, Asian and Pacific Islanders
enjcy lower heart disease and cancer mortality rates than do non-
Hisy;anic Whites. These differences may be due to culturally
influenced health-related practices involving diet, smoking, and al-
cohol consumption. There is evidence, however, that these
behavioral and disease patterns changeasimmigrantsadopt United
States cultural patterns over time.

In 1984 the infant mortality rate for Michigan Asian and Pacific Is-
landers wasapproximately 9.9 per 1000, marginally higher than the
Whiterate. Asianand PacificIslander teenagers wereespedially like-
ly to have fewer than five prenatal visits or inadequate care. Asian
and Pacific Islanders, in general, wereless likely than Whitemothers
to have adequate care. Only 71.5 percent of Asian and Pacific Is-
landers received adequate care in 1986.

Accidents were responsible {or approximately 12 percent of the
Asianand PacificIslander deathsin Michigan in the past threeyears,
about three time. the frequency of this causeamong Whites. Hospi-
tal discharge data also indicate that there \may be an elevated
prevalence of unintentional injuries among races other than Whites
and Blacks (principally Asian and Pacific Islanders and Native
Americans) in Michigan. Hospital discharge data also show an
elevated rate of “homicide and injury purposely inflicted by other
persons” for the other race category.

Tuberculosis, although nota major causeof death, is a serious health
problem among Asian and Pacific Islander immigrants. Therate for
Asian and Pacific Islanders is more than twenty times the White
rate. The Centers for Disease Control estimates that half of these
cases are preventable with appropriate screening and treatment.
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Many agencies wrongly
assume that all Indians
receive hedlth care from
the Indian Health Service
and fail to provide them
needed services.

Native Americans

The 1980 census count showed 40,050 Native American personsin
Michigan. Almostall of these (39,714) were American Indians as the
Eskimo and Aleut population in the state was quite small. After the
sample data was reviewed, the bureau estimated the total Native
American population tobe 44,919. Heterogenexty isalso animpor-
tant feature of the Native American population just as it is of the
Hispanic and Asian/Pacific Islander groups. There are over400 In-
dian tribes in the United States. In Michigan, there are three major
tribal groups--Ojibwa (Chippewa) Odawa (Ottawa), and
Potawatomi. There are six federally recogmzed reservations in
Michigan serving about 10,000 people The majority of Michigan
Indians, however, live in urban areas, with one third of the total in
the Detroit metropolitan area.

The percentage of total deaths from accidents, chronic liver disease
and cirrhosis, suicide and diabetes were higher among Native
Americans in Michigan (1984-1986) than for all Michiganders in
1985. The first three causes of death may be directly or indirectly re-
lated to alcohol abuse, which Michigan Indzan Henlth: Report of the
Director’s Indian Health Task Force (1985)'° concluded is one of the
most critical health problems among American Indians. The Indian
Health Service estimates that nationally, approximately 80 percent
of suicides, and 75 percent of a]l deaths in the Native American
population are alcohol-related.”’ The Chippewa Health Study
revealed, furthermore, that yellow jaundice, a symptom of
decreased liver function, was reported by 25 percent of the Chip-
pewa males age 45-64. Forty-one percent of males age 18-44 and 55
percent of males aged 45-64 had some form of liver disfunction.’?

Nationally, the diabetes-related mortality rate for Native Amencans
was 2.3 times higher than that for the general population in 1984.B
The Chippewa Health Study also revealed a high prevalence of
diabetes for this Michigan tribe. For females, 27 and 36 percent of
those 45-64 and 65-80 years old, respectively, reported having been
told by a physician that they had diabetes. One-quarter of the
women and one-third of the men in the 45-64 age group had un-
detected diabetes.

Access to care is also a significant problem for Native Americans.
The Report of the Director’s Indian Health Task Force noted that many
agencies wrongly assume that all Indians receive health care from
the Indian Health Service and fail to provide them needed services.
Only a minority of Michigan Indians actually receive care from In-
dian Health Service facilities. The Michigan League for Human
Servicessurvey found that minorities other than Blackand Hispanic
had the highest uninsured rate of any population sub-group (18.6
percent compared with 105 percent for non-Hispanic Whites.)
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Arabs

Arab Americans trace their origin to several Middle Eastern
countries. There was a total of 69,610 persons in Michigan tracing
theirancestry to Arab countriesaccording to 1580 censusdata (Table
1-2). Over 40 percent (30,456) identified themselves as Lebanese but
there were also large numbers identifying themselves as Arabians
(11,337), Assyrians (8,088), Syrians (7,450), and Iraqis (5,257). Three
quarters of Michigan Arabs reside in the Detroitarea.* Scholars of
the Detroit Arab community see four major sub-populations:
Lebanese, Palestinian/jordanian, Yemenis, and Iraqi/Chaldeans.
The Arab population, which has grown rapidly in the past two
decades due to immigration, is diverse in religion as well as nation-
al origin, including a variety of Christian and Muslim groups.
Although most Arabs do not live in communities where they con-
stitute the majority, there are a few areas which are densely
populated by Arab Americans. Most notable is the south end of
Dearborn, which is home to several thousand Arabs and serves as
an immigrant reception area.

Health problems faced by Arab Americansin Michigan are those of
any urban minority population whose socio-economic situation is
complicated by cultural and language barriers.!® Although data is
scarceon several of the minority groups within Michigan, it perhaps
is more sparse for Arab Americans than for any other minority
group. Several recent studies have focused on prenatal and postna-
tal health care needs of Arab American females in the Detroit area.
Arecentparenting survey found that Arab American women marry
ata young ageand begin child-bearing early.”” Seventy five percent
of the respondents were married by 19 years of age. Another teen
parenting study found that arranged marriages atan early age were
amajorconcern formost Arab American women in the study.18 Fre-
quent pregnancies are also common in the Arab American
community and may be associated with health problems. A recent
st. dyby the Wayne County Health Department found an estimated
ir” .t mortality rate of 38.5 per 1000 in the Dearborn Arab com-
munity.19

Problems with access to care is a major concern of Arab Americans
as of other minority groups. Finandial barriers are a significant
problem of access for a community with substantial poverty and
unemployment, suchasthe Dearborn Arabcommunity.Inaddition,
language and cultural factors are major barriers to health care ac-
cess. Many Arabic speakingclients need culturally specific materials
that do not depend on Arabic or other language reading ability.
Bilingual and culturally aware health professionals are particularly
needed in a community with a large and continuing influx of im-
migrans.

(2R

!

Number of Persons Reporting Arob Ancestry by Country of
Onigin, Michigon Resicants, 1980,

National Origin Population
Arobian 11,337
Lebanese 0456
Assyrion 8,088
Syrion 7450
Iroqi 5267
Egypton 1308
Jordanian 1177
Moroccan 102
Pdloshnion 2,100
Saudi Arobion k74
OtherNorth Africon 1943
Total 60.610

Source; Bureau of the Census, 1980 Census of the Popuation,
Ancestry of the Popukation by Stata: 1960, Table 3,
Supplementory Report. PC 80-51-10. Apr 1983. Washington,
OC.

Many Arabic speaking
clients need culturally
specific materials that do
not depend on Arabic or
other language reading
ability.
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The U.S. Census estimafe
of the number of Ndtive
Americans living in
Michigan is considerably
lower than estimates of
state and local agencies

Undercounting of Minorities

Undercounting of minority populations has been a concern to
members of these groups and to officials of jurisdictions with
substantial minority populations. There are significa ¢
revenue implications in the failure to count all citizens. The
Census Bureau has acknowledged the existence of under-
counting. The number of Black persons not counted in 1980,
according to the census estimate, was 5.9 percent of the es-
timated Black population, compared with 0.9 percent of the
estimated White population.21 In 1985, the bureau published
revised weighting procedures for the Hispanic population that
resulted in a 1.6 million (10.8 percent) increase in the national
Hispanic population estimate for 1984.”" The bureau noted
that this revised estimate includes some, but not all, undocu-
mented immigrants. Although it has developed national
estimates of the number of undercounted persons, the bureau
has not been able to make reliable estimates of the undercount
for specific geographical areas.

The US. Census estimate of the number of Native Americansliving
in Michigan is considerably lower than estimates of state and local
agencies. The Michigan Department of Public Health’s report, Meet-
ing the Health Needs of American Indians in Michigan estimated that
there were 50,000 American Indians in Michigan in 1975 based on
a school census. This figure is 26 percent higher than the U.S. 1980
figure of 39,714. The Chippewa Health Study: Final Report (1978)
provided a careful estimate of the number of Native Americans
living in the Upper Peninsula. In this study, individuals were
counted as Native Americans if they considered themselves to be
such and if they were considered as such by the community. Those
who could trace their ancestry to the 1906 censusof Chippewa were
automatically included as Native Americans. This study estimated
an Indian population of 9,335 in the Upper Peninsula which is 456
percent higher than the US. census estimate 0f1,678. The Michigan
Commission on Indian Affairs in 1982 projected from the results of
the Michigan Department of Education’s “Fourth Friday Count”
and estimated the Indian population in Michigan at 61,714.

Questions have been raised about the accuracy of the census es-
timate of the number of Arab Americans in Michigan. Arab
American community leaders estimate that there are 200,000 to
250,000 persons of Middle East ancestry in the Detroit area. Adjust-
ing for non-response, non-specified responses, natural increase,and
immigration since 1980, Paine constructed a revised estimate of the
Arab population of the Detroit area for 1985 of 78,000 instead of the
Census figure of 53,800.23 Data on school attendance presented by
Paine seem to indicate that the undercount is even more substan-
tial. Moreover, the census estimated that 2,100 Palestinians currently
livein Detroit, yet the membership of one Palestinian club alone, the
American Federation of Ramallah Palestine, numbers about 2,400
registered Palestiniansin Detroit* The countsof Arabsentering the
Urited States often is greater than the number of Arabs counted by
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the US. census. For political or religious reasons, a number of
groupsmay bereluctant to self-identify for purposes of the census 2

Estimated Minority Population

Taking into account the evidence of undercounting of minorities,
the estimated number of minority persons in Michigan in 1985 is
aboutone and three quarter millionor 19.35 percent of the total state
pcpulation (Table 1-3). To maintain consistency, however, rates
presented in this report are based solely on official census popula-
tion figures.

Age Distribution

The population of mincrity groups in Michigan is generally
younger than the non-minority population. The median age of the
White population in 1980 was 29.6 compared with 24.9 for Blacks,
224 for American Indians, and 21.3 for Hispanics. The median age
for Asian and Pacific Islanders varied from a low of 199 for Viet-
namese to a high of 31.0 for Japanese.

Poverty and Unemployment

Members cf minority groups generally havelower incomes and are
muchmorelikely to be poor than are non-minority persons. Accord-
ing to the 1980 census, 258 percent of Blacks in Michigan had
incomes below the poverty level in 1979 (Table 1-4). The proportion
of persons below the poverty level was almostasgreat for Hispanics
(23.5 percent)and Native Americans (22.1 percent). The comparable
figure for Asianand PacificIslanders was 12.9 percent while that for
the White population was 7.9 percent.27 National data indicate that
the proportion of the population in poverty has been rising in the
1980's, particularly for Hispanics.2

Other economic indicators also show that minority groupsgereral-
ly face more insecurity than the non-minority population. The
unemployment rate for Blacks and American Indians in Michigan
in 1980 (21.5 percent for both groups) was more than twice as high
as the White rate of 9.5 percent (Table 1-5). The rate for Hispanics
(17.4 percent) was nearly twice the White rate while that for Asian
and Pacific Islanders (7.6 percent) was below the White rate.

The discrepancy between the economic status of minorities
and Whites has been growing rather than diminishing in
recent years in Michigan. The unemployment rate for Whites
dropped to 7.6 percent in 1985 but increased to 27.8 percent for
Blacks. This nearly four-to-one difference in unemployment
rates, moreover, does not fully reflect the discrepancy in the
employment situation. The labor force participation rate for

Estmated Minodity Population in Michigan, 1985
RACE/ETHNICITY NUMBER PERCENTAGE
Backs 134417 1479%
Haponic 184592 203%
Arcb 100,182 1.18%
Asionand Poclric
klonder 26,141 084%
Native Americon 62927 0.60%
Mnorty Popuiation  1,758.220° 19.35%

*Note. Tolol k reduced by 10,099 fo avoid double counting
the Black Hspanic popuiation.

Number and Percantoge of Persons At of Below Povoty Level,
By Detolod Roce/Ethnicy, Michigon, 1079

PERCENT OF
NUMBER AT/ GROUP AT/
RACE/ETHNICHTY BELOW POVERTY  BELOW POVERTY
White 614025 2.9
Bock 300439 8
Notive American 9453 2.
Aslor/Paclic 7851 129
Spanish Odgin 35,306 25

Source: US. Bureou of the Census, 1980 Consus of the
Popuiation, Characteristics of the Popuation, Vol 1, Generd
Socid ond Economic Charoctedstics, Chop. C, Port 24,

Numberand Percentoge of Persons Unemployed,
By Datoled Roce/Ethnicly, Michigon, 1980,

NUMBER

PERCENT

RACE/ETHNICTIY  UNEMPLOYED UNEMPLOYED
White 42091 9.5
Back 98179 215
Native Americon 4,180 215
Muon/Paclic 251 2.6
Sponkh Origin 13251 124

Source; US. Bireou of the Census, 1080 Consts of fno
Popuation, Charoctorstics of the Popuiation, Vol 1, Generd




12

S

Minority Health in Michigan

Number ond Percantoge of Fornites with Female Hood
by Dotaled Race ot Ethnie Group®, Michigon, 1980,

FAMIUES WITH
FEMALE

TOMAL HOUSEHOLDER,
RACE/ NUMBER OF NO HUSBAND
ETHNICTY FAMIUES PRESENT PERCENT
Whte 2074765 239071 11.5%
Bock 277202 N500 41.5%
Hapanic®* 34313 685) 200%
Nativo Amorcon 8819 2200 250%
AsiaryPoclic 11845 1032 8.7%
Total 2392504 361.180 151%

Nurnber ond Percentoge of Ferndlo-Heoded Fomlios in
Povorty by Dataled Roco of Ethnic Group**, Mchigon, 1980

NUMBER PERCENTAGE

RACE/ETHNICTTY N POVERTY IN POVERTY
White 55.125 88%
Bock 50052 L9%
£ 3088 255%
Native Amercan 1.169 456%
AsioryPoctic 0 21.9%
Totol 108,095 20.7%

* Percontogo computation based on sample data, not ful
count data shown n previous tabla.

** Othor roces not shown

# Hsponics con be of any roce

.....................................................

Bxpoctod. Obsorved, ard Excoss Othor than Whito Decaths for
Seloctod Causos of Death, Michigon Rosidants, 1985

EXPECTED  OBSERVED  EXCESS
DEATHS DEATHS DEATHS

Deocsos of the Heart 2922 3580 658

Homicide 59 n2 653
Mdignont Nooplosm 1816 2289 473
font Dooths from

ol cowsos 232 521 289
Cheonle Livet Dsocso

ond Cithods 120 9 P
Corobrovasculordesocso 901 707 06
Diobetes Molitus 132 23 9N
Accidonts ond Adverso

Etfocts 25 457 32

* Computod by applying the 090 and sox spoctfic ratos for
whitos 1o tha other than white popuiation In thoso 0Qo/sox
groups and comparing a resuting expoctod numbor of

docths with that obsarved for oftwst than white population.

other than White males has dropped 19 percent since 1970
compared to a 5.6 percent decrease for White males.?

Female Headed Families

Minority group families were much moreiikely than White families
tobe headed by awoman. More than twoin five Black familieswe 2
headed by women in 1980 as were one in four Na!  American
families and one in five Hispanic families (Table 1-6;. The propor-
tion of White families headed by women was 11.5 percent and that
for Asian/Pacific families was 8.7 percent. Nearly half of the Black,
Native American, and Hispanic families headed by women had in-
comes below the poverty level (Table 1-7).

Excess Deaths in Michigan

Michigan age-adjusted death rates in 1985 were higher for
minorities than for Whites for the four leading causes of deathand
forseven of the ten leading causes. Rates for minorities were 27 per-
cent higher for both diseases of the heart and for cancer, the two
leading causes of death. Overall, the age-adjusted death rate was 48
percent higher for minorities than for Whites. Rates for minori*es
were higher than those for Whites in all age groups below age 85
and were two to three times higher for those between ages 15 and
45 years.

If there were no disparity in age-specific death rates, there would
have been 3,241 fewer minority deaths in 1985 (a total of 7908 deaths
instead of the actual total of 11,149). For deaths under age 45, there
were 1,589 excess deaths, 59 percent of the total of 2,683 deaths. The
other than White population in Michigan experienced excessdeaths
incach of thesixmajor problemareas discussed in the federal report.
There were 653 excess homicide deaths, 658 excess heart disease
deaths, 473 excess cancer deaths, and 289 excess infant deaths (Table
1-8). There were over 200 excess deaths for chronic liver disease and
cirrhosis and for cercbrovascular disease. There were 91 excess
diubetes deaths and 32 excess accident deaths. The greatest relative
discrepancies between expected deaths and observed deaths were
for homicide, cirrhosis, infant mortality, and diabetes.

Years of Potential Life Lost

Another mortality measure which highlights the racial discrepancy
in health status is the years of potential life lost (YPLL). This statis-
tic sums the number of years of life lost as a result of deaths of
individuals prior to age 65 and thus emphasizes deaths of younger
persons. For all major causes of death except suicide, the years of
potential life lost rate was greater for the Black population than for
the White population (Table 1-9). Although the Black population is
much smaller than the White population, the absolute number of

26
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years of potential life lost due to homicide was substantially greater
for Blacks than for Whites (23,486 and 10,814, respectively). The rate
of years of potential life lost due to homicide was more than twelve
times greater for Blacks than for Whites. The YPLLrate for cirthosis
was 45 times greater for Blacks than for Whites while that for
Pre.naturity was 3.4 times greater than the comparable White rate.

A Growing Discrepancy

The wide discrepancy between minority and White mortalityrates
appears to be growing. For a number of causes of death, minorities
have been experiencing increases in mortality rates in recent years.
The overall age-adjusted death rate for all causes of death for the
other than White population was higher in 1985 than in any year
since 1976. Ten years ago the Michigan other than White mortality
rate was only slightly higher than the comparable national figure.
However, by 1985 the Michigan rate was 18 percent higher than the
national rate. The other than White death rates for discases of the
heart, cancer, and homicide are all rising for Michigan minorities.
The rates for diabetes, accidents, cirrhosis, and infant mortality are
stagnatingat best. For heart disease, cancer, cirrhosis, homicide, and
infant mortality, Michigan’s other than White rates compare un-
favorably with those for the naticn. The worsening economic
sitvation of minorities in Michigan appears to haveled fc » gencral
deterioration in their health status.

The severity of health problems experienced by minoritics in
Michigan calls for special att.ntion. A concentrated effort designed
to reduce risk factors and improve access to care among minority
populations will help to reduce the widening gap in health status
which has serious consequences for the state asa whole.
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Numborond Rate o Yoo of Potontiol Lo Lost (YPLL') by
Roce ond Lock/White &k Ratio, Michigan Rosidonts, 1985,

WHITES BLACKS RISK
CAUSE NUMBER RATE NUMBER RATE RATIO
Homicidos 10814 1.6 248 200 125
Cirthoss/Chvonie
Wvor Dsecso 6817 10 5235 45 4s
Promatutty 13352 19 2415 64 34
Corobrovosculor
Duoaso 6748 10 332 29 29
Pnournonia &
Influonzg 3451 95 1666 14 28
S05 10483 15 4248 40 27
Dobotos 3254 05 L1410 20
Chronk Obstructivo .
Pumonary Disocso 3915 06 208 11 1.8
Deoosos of
tho Hoort 50568 24 14604 24 17
Congonld
Anomalos 20748 30 4700 40 13
Unintontional
Injuros 67028 98 1PV38 N4 1.2
Concor 61079 89 M1z 95 1l

Suiciio 221 32 3281 28 09
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Chapter Two-

CARDIOVASCULAR

AND CEREBROVASCULAR

DISEASES

In this country, cardiovascular and cerebrovascular diseases lead to
more deaths, disability and economic loss than any other group of
illnesses. Diseases of the heart were the leading cause of death in
1985 both nationally and in Michigan. However, the Michigan age-
adjusted d eathrate for heart disease was substantially higher (208.4
per 100,000 population) than the nationat rate of 181.7 per 100,000.

Among the leading causes of death, cerebrovascular diseases
ranked third highest in 1985. The national rate was 32.3 per
100,000 population and the Michigan rate was higher at 35.0
per 100,000 population.!

For Michigan’s “other than White” population, the age-ad-
justed deathrate for diseases of the heart was 27 percent higher
than for the White pozpulation in 1985 (255.6 per 100,000
population vs. 201.7).” The age-adjusted cerebrovascular
deathrate for this population (51.2 per 100,690) was 57 percent
greater than the rate for Whites which was 32.7 per 100,000.
Both nationally and in Michigan, these elevated other than
White rates reflect high mortality rates for Blacks.

Non-Black minorities generally had lower cardiovascular and
cerebrovascular mortality rates than Whites (See Table 2-1). For ex-
ample, the heart disease mortality rate for Native American males
nationally was54 percent lower than that for White males. The Black
male rate, however, was 16 times higher than the White male rate.
In Michigan in 1980, as shown in Table 2-1, the heart disease mor-
tality rates for Black males and females were 10 and 33 percent

...........................................................

Age-Adisted Decth Rates for Selected Couses, by Sex ond

Roce, Michigon Residents, 1980,

ISCHEMIC  CEREBRO-

HEART HEART  VASCULAR

RACE /SEX DISEASE  DISEASE DISEASE
Whie Moo 29.1 265 442
Whie Ferclo 1560 1167 86
Bock Male 304 168.8 663
BiockFemcle 2082 1157 584
Nalve Americon

Mce 2363 150.2 81.5
Native Americon

fernalo 745 646 35.1
Asion/PocficMale 12903 942 26
Asion/Pocfic Fomce 342 20.1 203

Givon s rcles per 100,000 population (oge-odusted to US.

1940 standard popuiation).
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The Black aduit
hypertension prevalence
rate of 34.9 percent was
1.5 times higher than the
White rate.

higher, respectively, than those of their White counterparts. (The
lower Black rates for ischemic heart disease are discussed below in
the heart disease section). On the other hand, the heart disease mor-
tality rates for the Native American and Asian males were 21 and
57 percent lower, respectively, than those for the White males. This
pattern was even more pronounced among the females. The rates
for cerebrovascular disease were likewise lowest for the Asiansand
highest for Blacks. Interestingly, the cerebrovascular mortality rate
for Native American males is 84 percent higher than that for White
males. This finding is discussed more fully in the section on
cerebrovascular disease.

Understanding the causes and exploring the possibilities for the
prevention of such diseases among minority populations can help
efforts to improve the health and productivity of these groups.

Contributing Factors for
Cardiovascular and
Cerebrovascular Disease

Hypertension

Blacks and hypertension

Hypertension, or elevated blood pressure, is an important risk fac-
tor for cardiovascular and cerebrovascular disease. Blacks have a
much greater prevalence rate of hypertension than do Whites! Ina
recent national study of adults’, ages 18-74, it was found that the
prevalenceof hypertensionamong Blacks was 1.4 times thatamong
Whites® The racial discrepancy in olood pressure was especially
high among men and women age 35-74 years and among women
of all ages. Black males were 30 percent i re likel; to be hyperten-
sive than were White males, while Blarx women were 90 percent
more likely to be hypertensive than were their White counterparts.

The 1983-84 Michigan Blood Pressure Survey7 produced
similar findings. The Black adult hypertension prevalence rate
of 34.9 percent was 1.5 times higher than the White rate of 22.7
percent.8 The large sex differences found nationally were not
found in the Michigan study, however. Specifically, the
prevalence of hypertension was 40 percent greater among
Black males than among White males and 50 percent greater
among Black females than among White females.

Among the factors that have been suggested as contributing to the
higher prevalence of hygertension among Blacks are low income
and impaired social ties,” the stressfulness of prejudice,1 a lower
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ratio of potassium to sodium levels in the blood," and the greater
prevalence of obesity.!

Non-Black minorities and hypertension

While information on the morbidity associated with hypertension
is sparse for non-Black minorities, evidence indicates that this con-
dition is important for these groups. For example, a study of
Mexican-Americanadolescents in Corpus Christi, Texas reveals that
these children had significantly higher mean systolic blood pres-
sures than did the White adolescents. This difference existed for
both the males and the females.”® A study of Mexican-American
adults in Laredo, Texas, found ‘hat the prevalence of hypertension
arnong Mexican-Americans under age 60 was slightly higher than
thatamong Whites, but lower than that for Blacks. For those age 60
and older, the prevalence rate was substanﬁall)l/ higher than the
Whiterate and about the same as that for Blacks.'*

In theCalifornia Hypertension Survey, Japanesemen underagefifty
were 28 percent more likely to have elevated blood pressure than
were Whites of similar age (19.2 vs. 15.0 percent). It was found,
however, that Japanese women under age 50 were 92 percent less
likely to be hypertensive than White women of the same age (4 vs.
4.8 percent). In addition, Japanese women age 50 and above were
62 percent less likely to be hypertensive (13.9 vs. 36.4 percent) than
their White counterparts. The elevated rate for the Japanese males
appeared to be due to excess weight, smoking and alcohol con-
sumption.l5

A Minneapolis study of Native Americans found that the
prevalence of hypertension among this group is similar to that
among Whites. The prevalence of hypertension that was related to
obesity and diabetes, however, was higher for Native Americans
than for Whites.’® A study of Navajo Indians suggested, further-
more, that theaverageblood pressureof theyoung menin 1977 was
higherthan for theircounterpartsin 1956-62. Theauthors suggested
that this increase may be the result of cultural changes such as in-
creased alcohol use."” The Chippewn Health Study: Final Report (1978)
shows thatof Michigan Chippewa studied,approximately one-fifth
of thoseage18-44 had high blood pressure. Over two-thirds of those
45 and older were hypertensive. These rates were somewhat higher
than those for the US. pepulation.

Effective methods for the treatment and control of hypertension are
available and have been shown to reduce cardiovascular disease
mortality. Increasing awarness and control of hypertension in high
risk minority populations is an important public health priority.

Hypertension awareness

Since the 1960's, awareness of blood pressure status has increased
and much progress has been made in treatment and control of hy-
pertension.™ In the 1980’s however. there appears to have been
backward movement in blood pressure control among Black
women in Michigan. The proportion of Black female hypertensives

The prevalence of
hypertension that was
related to obesity and

diabetes. . . was higher

for Native Americans
than for Whites.
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Parcont Hyperensives Under Trectment/Cordrol by Race ond
Sex, Michigon, 1980/1983-84

BIACK  WHITE 8IACK WHITE
MALES MALES  FEMALES  FEMALES

1980 Trected 45 37 68 64
1580 Control 3 15 4 3
1983-84Treated 41 4 5 64
1983-84 Conirol 14 18 28 k)

Source: Coordnation of High Bood Pressure Controlin
Michigon: inal Report. 1979-1984, pp. 245248, Lansing:
Mchigan Department of Publc Hedtth, Apr 1985,

under contro] declined from 44 percent to 28 percent between 1980
and 1983-84." Black male hypertensives were more likely to have
controlled hypertension in 1983-84 than in 1980. It should be noted,
however, that the percent of Black male hypertensives under con-
trol continued to beextremely low (3 percent in 1980 compared with
14 percent in 1983-84). In the same period, there were marginal im-
provemen’s in blood pressure treatment and control status among
Whites (See Table 2:2)%°

Atherosclerosis, Obesity,

and Exercise

Atherosclerosis, a build upof fatty tissuein the vascular system, has
been found to relate to high blood pressure and cardiovascular and
cerebrovascular disease. Atherosclerosis, in tum, has been found to
be positively related to levels of plasma low-density lipoprotein
(LDL) and inversely related to levels of high-density lipoprotein
(HDL). Foods that are high in fats, particularly saturated fats and
cholesterol, may possibly result in an increase in LDL and
atherosclerotic build-up. Some oils that are high in HDL have been
found possibly to reduce atherosclerosis 2! Qbesity, the accumula-
tion of excess body fat, increases the risk of high serum cholesterol
and hypertension.* Vigorous physical activity decreases therisk of
coronary heart disease and may decrease h}égertension as well.
Exercise is also important in weight control.” (See Chapter Eight
for a further discussion).

“There is some indication that Blacks have more of the protective
HDL and less of the harmful LDL than do Whites>> However, ana-
tional study reveals that Blacks, both above and below the poverty
level, consume a higher percentage of cholesterol per calories than
do Whites?® Furthermore, national data show elevated serum
cholesterol levels to be somewhat more common among Black than
White men? (This topic is discussed below more fully in the sec-
tion on heart disease.) Obesity is also more prevalent among Blacks
than among Whites. A 1976-80 National Health and Nutrition Ex-
amination Survey (NHANES II) found that 495 percent of Black
women age 25-74 were overweight compared to 27.5 percent of
White women of the same age. Also, 30.9 percent of Blacis menwere
overweight as compared to 26.7 percent of White men.

The traditional diets of AmericanIndians, Hispanicsand Asiansare
typically lower in fat content than is the standard Western diet. For
example, many Asian meals feature rice or rice noodles as a staple,
with more vegetables, fish and shellfish, and smaller amounts of
meat than in the typical US. diet. Such diets have been found to re-
late to lower levels of cholesterol and obesity.

A 1977 National Health Interview Survey (NHIS) shows the
average serum cholesterol level for Japanese men living in
Hawaii to be 15 percent lower than the average for other males
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(218.55 mg% vs. 233.96 mg%).29 Native Americans were also
shown in several studies to have lower cholesterol levels than
Whites 30 Furthermore, the NHIS shows that the percentage of
Asian and Pacific Islanders age 20 and older who were obese
(12.7 percent)®! was lower than the similar figure for Whites
and Blacks (30 percent and 45 percent, respectively).32

There is evidence that as these minority groups adapt to the
American diet they increase their consumption of animal protein
and fatand decrease consumption of complex carbohydrates, fiber,
fish and seafood. Japanese men who have undergone these chan-
ges were more often overweight and had higher rates of ischemic
heart disease than Japanese men who have remained in Iapan.33
Similarly, ina 1979-1982 clinical study of Mexican Americans in San
Antonio, Texas, Mexican men of higher socioeconomic status had
higher total and low density lipoprotein levels than did those of
lower status. The authors conclude that the upper class Mexicans
had adapted “Western” eating habits, while the lower class
Mexicans had maintained t-aditional ones™* In the Chippewn Health
Study: Final Report (1978) about one-half of the Native Americansin
the 4564 age group had ‘high serum cholesterol levels. A high
prevalence of obesity, 21 percent, was also found among this age
group. Similar results have been found nationally.

Cigarette Smoking

Cigarette smoking is a major cause of coronary heart disease in the
United States ®Furthermore, smoking has been found to have a
synergistic effect with other heart disease risk factors.> Blacks are
more likely to smoke than Whites but are less likely to be heavy
smokers. Therefore, itis not clear if Blacks smoke more than Whites
in terms of total per capita consumption. This is important since
studiesamong Blacks and Whites have shown cigarette smoking to
be predictive of incidence of and mortality from ische nic heart dis-
easc¥’ Furthermore, studies have also shown a synergistic effect of
cigargttesmoking and high blood pressureuponischemic heart dis-
ease ® Given that Blacksaremore likely tohave highblood pressure
than Whites and perhaps to smoke more, one would expect Blacks
to suffer greater rates of heart disease.

The prevalenceof smokingamong Asian and PacificIslander males
in a national study appears to be somewhat lower than that for
Whites and substantially lower among females.>® The 1977 NHIS
revealed that the prevalence of smoking among Hispanics is also
lower, with 54.1 percent of Hispanic having never smoked com-

pared to43.1 percent of Whites. %0
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.
roramamatmemcanmmeaes. [Hogrt Disease

WHITE OTHER THAN WHITE RATIO
MALE FEMALE MALE FEMALE MALE FEMALE

Mich. 2799 1410 3301 1964 12 14

United
Sates 2445 1217 22484 1658 1.1 14

Bosed on oge-spechic decth rates per 100,000 population in
speclic group, Computad by the direct method wsing as the
standard popuation the age ditribution of the totd
popuation of the Unted States as enumerated in 1940.

From Michigon Department of Publke Hedlth. Michigan Hooth
Statistics, 1985 Table 211,

As was noted in the introduction, minorities suffer significantly
more deaths from heart disease than do Whites. This disparity was
more pronounced for minority females. Michigan’s other than
White females suffered 39 percent more deaths from heart disease
in 1985 than did their White counterparts. Other than White maies
in the state suffered 18 percent more deaths than did White males.
The comparable national ratios for 1984 were 35 percent more
deaths for minority females and 8 percant more deaths for minority
males, indicating a somewhat greater disparity in Michigan than in
the United States (See Table 2-3).

More significantly, the rates (Figure 2-1) for other than White per-
sons in Michigan have been increasing since 1980 while thcse rates
have been declining for White Michiganders and for all per<ons, in-
cluding those who are other than White, nationally. Furthermore, in
1984, the heart disease mortality rate of 254.0 for other than White
Michiganders was 20 percent higher than the comparable national
rate of 211.2. In contrast, the Michigan White rate was only 11 per-
cent higher than the national rate.

Age-adjusted Heart Disease Death Rates

for Michlgan and U.S., 1985
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Ischemic heart disease’—a lack of oxygen to the heart—accounted
for 72 percent of the 1985 Michigan deaths from heart disease. While
ischemic heart disease is ti leading cause of death among both
Blacks and Whites, it is not dlear if Blacks suffer either higher mor-
tality or incidence rates from this disease. In 1980, the national
age-adjusted mortality rate from ischemic heart disease for Black
maleswas 196.0, slightly lower than the rate of 218.0 for W hite males.
The pattern was reversed for femnales, with the rate for Blacks near-
ly 20 percent higher than the White rate (116.1 vs. 97.4).42 Similar
results were found in regard to years of potential life lost (YPLL)
fromischemic heart disease—the fourth leading cause of YPLL. The
crude 1983 YPLL rates were similar for Black and White 1nales (651
and 691 per 100,000, respectively) and higher for Black than White
fernales (315 vs. 180 per 100,000 population, respectively).®®

Michigan data reveal similar results with the 1985 age-adjusted
mortality rate from ischemic heart disease lower for “other than
White” males than it was for Whitemales (164.5 vs. 212.6 per 100,000
population) and the reverse pattern for females (104.7 vs. 9.7 per
100,000 population).**

Theseapparentracial differences inischemicheartdiseaserates may
be due to the way in which physidans identify the cause of death
from heart disease on the death certificate, rather than to an actual
difference intype of death.® A study of physicians’ use of death cer-
tificate codes indicates that deaths which occurred outside of a
hospital were more likely to be coded as hypertensive heart disease
or general cardiovascular disease than as ischemic heart disease.
Theauthorssuggest that since the latter two codesaremore general,
they are preferred in unwitnessed deaths or deaths with poorly
documented health histories. Since Blacks have poorer access to
health care than do Whites, they may be less likely to be under a
physician’s care for heart problems. Consequently, physicians may
be more likely to categorize Blacks in the more general heart codes
than in the more specific ischemic heart disease category.

Indeed, Blacks in 1980 had far higher mortality rates nationally than
Whitesfor hypertensive heartdisease (males 21.8 vs. 5.0; females 17.5
vs. 4.1) and for “other forms of heart disease” (males 1023 vs. 49.1;
fernales 60.5vs.27.9).% An examination of 1985 Michigan data reveals
similar findings with “other than Whites” more likely than Whites to
die from hypertensive heart disease (males: 19.1 vs. 4.5; females: 15.7
vs.4.1) and from general cardiovascular disease with no mention of
hypertension (males 83.6 vs. 29.7; females 42.9 vs, 14.0)4

Given that many Blacks Go die fromischemic heart disease and that
the lower Black mortality rate for these forms of heart disease may
bean artifact of physician coding, ischemic heartdisease should not
be disregarded as an important health problem for Blacks. Conse-
quently, minorities should be encouraged to take the same steps as
Whites to prevent it.

o
A

The apparent racial
differences in ischemic
heart disease rates may
be due to the way in
which physicians identify
the cause of death from
heart disease on the
death certificate.




24

Minority Health in Michigan

Although cardiovascular
mortality rates for
non-Black minority
groups must be viewed
with caution, there does
nof appear /o be a
pattern of excess deaths
for these causes.

Heart disease and

non-Black minorities

The heart disease incidence and mortality rates discussed above es-
sentially reflect the experience of the Black population.
Age-adjusted rates for diseases of the heart and ischemic heart dis-
ease were generally lower for Asian and Pacific Islanders than for
Whites in Michigan in 1980 (See Table 2-1). A similar pattern was
observed in national rates. Age-adjusted rates for diseases of the
heart and ischemic heart disease did not appear to be elevated for
Michigan Indians nor for American Indians nationally:

It should be kept in mind that rates for Asian and Pacific Islanders
and American Indians may be understated. A study matching 1960
census and death record information found significant discrepan-
cies in the reporting of race on the tworecords. For theNorth Central
Region in which Michigan is located, 22.9 percent of those classified
as other than White or Black by the census were listed as White on
the death certificate while 8.2 percent of those listed as other than
White or Black on the death certificate were counted as White by
the census. The study concluded, “Observed death rates for the In-
dians, Chinese, and Filipinos were much lower than death rates
would have been if only census information had been used.”¥

Mortality data from Southern Texas show that the percentage of
deaths from heart disease for Mexican Americans in all age groups
over 14 Jears are similar to or lower than the comparable rates for
Whites™ Ina national 1979-1981 study of first generation Hispanics,
Rosenwaikereports that theage-adjusted death rates from heartdis-
ease for Cuban, Mexican and Puerto Rican-born Hispanics were
lower than the comparable rates for Whites and Blacks (Cubans:
252.8, Mexicans: 2724, Puerto Ricans: 3388, vs. Whites: 3533,
Blacks: 400.2 per 100,600 population).s1

Although cardiovascular mortality rates for non-Black minority
groups must be viewed with caution, there does not appear to bea
pattern of excess deaths for these causes.

Cerebrovasciilar Disease

Cerebrovascular disease or stroke is the third leading cause of death
in the United States. Theage-adjusted cerebrovascular disease mor-
tality rate nationally in 1984 was 17 percent higher among men than
women (36.4 vs31.1 per 100,000, respectively)and 64 percent higher
among “other than Whites” than Whites (51.1 vs 31.1 per 100,000).
This racial discrepancy was similar for males and females.

In the 1970’s, Michigan cerebrovascular mortality rates for “other
than Whites” werelower than comparable national rates (see Figure

Fa )
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2-2). Since 1980, however, the Michigan and U.S. rates have become
similar. This convergenceinratesisdue toa greater ratein improve-
ment for “other than Whites” nationally than in Michigan during
the late 1970's and 1980’s. While the mortality rate from stroke for
other than White Michiganders has not increased in the 1980's as
has their rate for diseases of the heart, Michigan’s other than White
population has failed to experience the improvements in jute noted
for the other than White population nationally.

According to the Centers for Disease Control, the years of potential
life lost (YPLL) due to cerebrovascular disease is higher among
Blacks than Whites. While only 12 percent of the national popula-
tion is Black, Blacks account for 28 percent of YPLL due to
cerebrovascular disease (Table 2-4). Furthermore, the rate of YPLL
due to cerebrovascular disease was 2.6 times Ligher among Blacks
than Whites. This racial difference occurred among males as well as
females>® Michigan results from 1985 are similar with Blacks
making up only 13.9 percent of the Michigan population but ac-
counting for 33.1 percent of YPLL from cerebrovascular disease.>

......................................................................................

FIGURE 2}2

TABLE 2%
Yoor of Potential Lie Lost before Age 65 (YPLL) Due To

Cerebrovascukr Dsease by Race—Michigan, 1985, United
Siates. 1983

___YEARS OF POTENTIAL LIFE LOST
MICHIGAN URITED STATES"
RACE NO. (%) RATE NO. (%) RATE*

Wnte 7328 (67.9) 950 181209 (70.0) 1040
Other 3486 (321) 2523 76310 (3000 2%0.0
Block - - = 7112 Q80) 2150

*YPLL/100,000 parsons

** Source: Centers for Disecse Control Premature mortdlty
due fo cerebrovasucior dsocse —United States. 1983,

..........................................................
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Ratio of Ago-adjusted Rates

1.65

1.6

1.55

145

1.4

1.35

1.25

Cerebrovascular disease
and non-Black minorities

Age-adjusted rates for cerebrovascular disease were generally
Inwer for Asian and Pacific Islanders than for Whites in Michigan
in 1980 (See Table 2-1). A similar pattern was observed in national
rates.3* A national study reveals that Hispanic rates werealso lower
for cerebrovascular disease (Cubans: 47.7, Mexicans: 72.3, Puerto
Ricans: 56.7 vs, Whites: 76.7, Blacks: 1128 per 100,000 population)
However, the rate of cerebrovascular disease among Michigan In-
dian males was hlgher than that for any other age/race/sex
sub-group. As shown in Table 2-1, this rate was 84 percent higher
than that for White maies and 23 percerit higher than the rate for
Black males in 1980. The comparable rate for Michigan Indian
females was not elevated.

It should be kept in mind that rates for Asian and Pacific Islanders
and American Indians may be understated as was discussed above.
Given this caution, the excess mortality from cerebrovascular dis-
ease experienced by Native American males may be even greater
than is irdicated in Table 2-1. Native Americans experience many
o‘ the risk factors associated with cerebrovascular disease such as

~ ertension, diabetes and obesity which may explain the high rate
I orthis group. It isnot clear however why the heart disease rates for

Ratio of Cerebrovascular Death Rates

*Other than Vv.:de’/White, 1970-1985

-

N
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1976 1979 1982 1985

Year
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this group are relatively low or why females do not suffer high
stroke mortality rates. it is important that these questions receive
further study and that attention te given to risk factors for heart dis-
easeand stroke among Native Americans.

Recent Trends in Cardiovascular
and Cerebrovascular Disease

Studies show that there were reductions in racial disparity for
certain disease categories between the late 1960’s and the late
1970's. For example, a cross-sectional study of natinnal data by
Persky and colleagues found that the mortality ratios for hy-
pertensive diseases, hypertensive heart disease and
cerebrovascular disease steadily decreased from 1968 to
1978>° This was in contrast to the steady increase that oc-
curred between 1940 and 1967 in the other than White/White
mortality ratios for hypertensive and cerebrovascular dis-
eases. The 1968-1978 improvement in the race ratios stemmed
from a greater rate of decline for mortality rates among
minorities than among Whites. One explanation for the trend
in mortality ratios in this period, Persky et al. argue, was that
between the early 1960’s and late 1970's Black hypertensives
made greater gains in bringing their blood pressure under con-
trol than did White hypertensives. Michigan data show a
similar trend of improvement in the ratio of other than
White/White cerebrovascular disease mortality rates in the
carly to mid-1970's (Figure 2-3). This trend came to an end,
however, around 1976 or 1977 in Michigan. This disparity be-
tween Whites and other than Whites has generally been
increasing since then. The 1985 ratio was greater than that ob-
served in 1970. In absolute terms, the other than White
cerebrovascular disease mortality rate appears to be stagnat-
ing in Michigan. Recalling the increase in Michigan’s other
than White rates for diseases of the heart (Figure 2-1), it must
be concluded that a general deterioration in minority, par-
ticularly Black, health status has occurred in the past decade.

Coriclusion

The trend inheart diseasemay be viewed as an indicator of the over-
all health status of the adult population. The rapidly declining heart
disease death rates of the 1970s represented ¢n important gain in
the health status of the population as a whole. Heart disease death
rates have continued to drop in the 7.980's for Whites and for other
than White persons nationally. For Michigan Blacks, however,
progress as measured by this indicator came to a halta decade ago.
The increase in mortality rates for this cause strongly suggests that
the overall health status of Blacks is deteriorating.

A general defterioration in
minority, particularly
Black, heclth status has
occurred in the past
decade.
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- Chapter Three.

* Diabetes is more prevalent in the United States in minority popula-
tions than in the White population. Nationally, Blacks, Hispanics,
Native Americans, and Japanese Americans all have elevated
diabetes prevalence rai.s. The prevalence of diabetes may also be
elevated for other Asian American groups.

Background

Diabetes mellitus is a heterogeneous group of disorders charac-
terized by abnormally high levels of glucose in the blood resulting
from the body’s failure to properly metabolize carbohydrates, fats,
and proteins. There are several types of diabetes.

Insulin-dependent diabetes mellitus (IDDM), is characterized by
low levels or a total absence of insulin; people with this type of
diabetes must inject insulin daily. Insulin~  “dent diabetes,
which may occur atany age but typically devel. , i childhood or
young adulthood, accounts for 5 to 10 percent of the diabetic
population in the United States.

The onset of non-insulin dependent diabetes mellitus (NTDDM),
which accounts for 90 to 95 percent of all cases of the disease, usual-
ly occurs after age 40 and is much more common among persons
who are overweight. Although insulin levels may be high, normal,
or low, the ability of people with this type of diabetes to use insulin
effectively is impaired. Those with NIDDM often can manage the
disease through diet, weight control, and exercise, but tre>*ment
with oral medications or insulin may be necessary.

In gestational diabetes, blood glucose levelsrise during pregnancy
and usually revert to normal after delivery. Women who are older
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The number o Blacks

estimated fo hav2

diabetes is about one

million nationally and

about 53,000 in
Michigan.

and overweight or have family histories of diabetes are more likely
to develop gestational diabetes. Women who have had gestational
diabetes are at increased risk of developing NIDDM later in life.

Prevalence of
Diagnosed Diabetes

Blacks

National Health Interview Survey (HIS) data for 1982-1985 indicate
that 3.7 percent of Blacks had diagnosed diabetes, 1.54 times the
White rate of 2.4. If these rates were adjusted for age, this discrepan-
cy would have been still larger. Results from the 1979-81 HIS
showed that the Black prevalence rate was 1.36 times the Whiterate
on an unadjusted basis and 1 .74 times the White rate when these
figures were adjusted for age

Data froma 1983-84 Michigan household interview survey of adults
show a similar gap in the Black/White prevalence of diabetes. The
Michigan prevalence rate was 5.5 percent among Black adults,
which was 1.53 times the White rate of 3.6 percent. If national es-
timates for diabetes prevalence among children are added, the
overall Michigan prevalence rates would be 4.2 percent for Blacks
and 3.0 percent for Whites. The numberof Blacks estimated tohave
diabetes is about one million nationally and abot 53,000 in
Michigan.

The Black/White discrepancy in diabetes prevalence is especially
greatamong women. Nationally,4.5 percentof all Black femaleshad
diabetes in 1982-85, 1.73 times the White female rate of 2.6 percent.
In the 1983-84 survey of Michigan adults, the prevalence fer Black
women was 7.5 percent, 1.79 times the rate of 4.2 percent for White
women. For Michigan females as a whole, including children, the
prevalence rate was an estimated 5.4 percent for Blacks and 3.5 per-
cent ior Whites.

Hispanics

HIS data for 1979-1981 show litile difference betwevn the prevalence
of diabetes for Hispanic adultsasa wholeand the general population.
Theprevalence rate for Hispanics age45 to 64, however, was elevated
compared with that for the general population. The prevalence rate
for Hispanic women age 45 to 64 was 105 percent, nearly double the
rateof 55 percent for women of all races in this age group. The rate
torHispanic menin thisagegroup wasalso elevated, 8.7 percentoom—
pared to 5.5 percent for men of all races in the same age group

N
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Data from the 1979 California Hypertension Survey provides addi-
tional evidence for elevated diabetes prevalence among Hispanics.
California survey results showed that Hispanic adults in that state
had a prevalence of diabetes of 6.0 percent, 1.5 times higher than the
4.1 percent reported for non-Hispanic Whites.3

The 1983-84 Michigan household survey sample did not include
enough Hispanics to allow for the computation of a reliable state
diabetes prevalence rate. Data from the Michigan hypertension
screening clinics,however, showed that diabetes was more than one
and a half times as prevalent among Hlspamcs than among non-
Hispanic Whites screened in 1981-82.% The Office of Services to the
Aging is.conducting a needs assessment survey of 300 Hispanics
age 60 and older. This survey will provide some insight into
prokiems faced by one segment of the Hispanic population in
Michigan.

The prevalence of diabetes may be especially high among Mexican
Americans. Recent studies done in San An.onio, Laredo, and Starr
County, Texas, indicate that diabetes prevalence rates are high
amongMexican Americansin thesecommunities.> There havebeen
no recent studies of the prevalence of diabetes in other Hispanic sub-
groups. The Hispanic Health and Nutrition Examination Survey
being conducted by the National Center for Health Statistics should
provide improved estimates of the prevalence of diabetes in the
Hispanic population and its subgroups.

Although there are conflicting data on the prevalence of diabetes
among Hispanics, diabetes appears to be more common in this
population. than among non-Hispanic Whites. Elevation in the
prevalence of diabetes appears to be especially likely among
Mexican Americans.

Native Americans

Although there is no everall estirnate of the prevalence of diabetes
among Native Arnericans in the United States, d” @ from studies of
alarge nu.aber of tribes seem tn indicate that diabetes is more com-
mon among Nztive Americans than among a y other population
subgroup. The Pima Tribe of Arizona, which has been extensively
studied, has the highest rate i diabetes in the world—50 percent of
the adults age 35 or older have diabetes. Other tribes in Arizona,
New Mexico, Nevada, Texas, Oklahoma, New York, Florida, and
North Carolina have reported diabetes prevalence rates of 26 per-
cent or greater an:ong adults age 35 or older®

Population survey data on the prevalence of diabetes among Na-
tive Americans in Michigan are not available, but there are
indications that diabetes is more common than in the general
population. During 1982-83, for exarple, of 511 Indian people
screened at Native American healtb fairsin Inghamand Kent coun-
ties, 8.8 percent had diabetes.”

Diabetes was more than

one and a half iimes as
prevalent among
Hispanics than among
non-Hispanic Whites
screened in 1981-82.
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The high prevalence of
undiagnosed diabetes
indicates a need for
stepped up efforts at
detecting this disease.

Asian Americans

There have been several studies of diabetes in Japanese Americans
which indicate that the disease is more common in this population
than it is in the White population. Studies comparing Japanese im-
migrantsin the United States with the Japanese living in Japan show
elevated prevalence rates among the immigrants. There has only
been one study reporting rates of diabetes in other Asian popula-
tions, a 195859 survey of employed persons on Ol Hawaii.
Age-adjusted diabetes rates were two to three times higher for the
four Asian groups (Chinese, Filipinos, Japanese, and Koreans) than
the comparable rate for Whites.

Undiagnosed Diabetes

Data from the 1976-1980 National Health and Nutrition Examina-
tion Survey II showed that undiagnosed diabetes among adults
aged 20-74 is almost as common as diagnosed diabetes. The
Black/thte ratio was similar to that found for diagnosed
diabetes For the Black population in Michigan, an estimated one
hundred thousand persons have either diagnosed or undiagnosed
diabetes. The high prevalence of undiagnosed diabetes indicatesa
need for stepped up efforts at detecting this disease in high risk per-
sonsand bringing patients under appropriate tr>atment.

Historical Trend

Diabetes appears to be relatively more common among almost all
U.S. minority groups for whom data are available than it is among
the non-minority population. However, this elevation in diabetes
prevalence rates in minority populations appears to be a recent
phencmenon. Diabetes was considered rare among Native
Americans in the 1930’s. HIS data showed Iittle difference in the
prevalence of diabetes between Blacks and Whites in the 1960’s. A
substantial gap in Black/White prevalence rates developed during
the 1970'sand has persisted into the 1980/ s]0White prevalencerates
also rose in the 1970s, but the increase was at a slower rate and dic
not persist for as long a period.
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Low Income and Other
Demographic Risk Factors

The age-adjusted prevalence of diabetes in the United States is
elevated among persons with low income; intermediate among
middie income persons; and lower than average among higher in-
come persons. Within the Black population nationally, there wasno
consistent relationship between the prevalence of diabetes and in-
come. Blacks with fewer than twelve yearsof education had a higher
prevaience rate thandid Blacks with twelve or more years of educa-
tior. The negative association between educational attainmentand
diabetes was apparent for people with family incomes both above
and below $10,000."

Diabetes Hospitalizations

Blacks in Michigan were more than twice as likely to be hospitalized
for diabetes 55 were non-Hispanic Whites in 1985. There were 5412
hospital discharges for Blacks witha primary diagnosis of diabetes, a
rate of 42.8 per 10,000 population or two and one half times the White
rate of 17.0 (Table 3-1). On an age-adjusted basis, the hospitalization
rate for Blacks was about three times the White rate. The hospitaliza-
tion rate for other races was 204, 20 poreent above the White rate.
Population data for computing group-specific rates for Hispancs,
American Indians, and Asian and Pacific Islanders a-e not available.
Moreover, theremaybe considerable underreportmg forthesegroups
and for the other race category in gereral

In addition to the numerous admissions with treatment of diabetes
as the primary concern, there are a considerable number of
hospitalizations wiin diabetes asa contributing orcomplicating fac-
tor. For hospitalizations with any mention of a diagnosis of diabetes,
the Black rate of 176.0 per 10,000 was 56 percent higher than the
White rate of 113.0 (Table 3-2). The rate for other races (118.0) was
slightly higher than the White rate.

Complications of Diabetes

Persons with diabetes are at risk for a number of complications.
Small blood vessel disease develops in the maijority of diabetic
patients and manifests itself in a variety of diabetes complications.
Michigan 1985 hospital discharge rates for minorities with diabetes
complications were generally higher than they were for Whites. The
percentage of diabetes hospitalizations in which complications
were mentioned was similar in most cases for minoiities and

Number of Hospazations and Dischorge Rates for Patients
with G Principal Diaginesis of Diabetes by Detaled Roce ot
Ethnic Group. Michigan, 1985,

RACE/ETHNICITY TOTAL DISCHARGES  CRUDE RATE
Whie NonHspanic 13077 17.0
Block 5412 428
Hisponic 0 NA
Other 9] 204
Anwiicon Indaon <3 NA
- ific n NA
Other 188 NA
Not Stoted 510 NA
Tolal 19.311 21.2
TABLE 3-2

Number of Hosptakeations and Discharge Rotes for Patients
with G Principal or Additional Diognoss of Dicbotes by
Detailed roce of Ethnic Group. Michigan. 1985,

RACE/ETHNICITY TOTAL DISCHARGES CRUDE RATE
White NonHsponic 87.197 130
Bk 2266 1760
Hispanic 458 NA
Other 1293 180
American Indian 145 NA
honfPoctic 61 NA
Other 1,087 NA
Not Stoted 3292 NA
Totol 114.516 1256.0
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Whites. Itis reasonable to conclude, then, that thehigheroverall rate
of diabetes hospitalizations for minorities was not due to more fre-
quent hospitalizations of less serious cases but rather to the greater
frequency of equally serious cases in these populations.13

Eye Disease

Diabetic eye disease, including proliferative diabetic retinopathy
and maculopathy, can lead to blindness. Fortunately, treatmentsare

' ' ' nowavailablewhichr save thediabetic patient’s sight, if the con-
Rt o s ditions are detected  ly. The Michigan Department of Public

Elheke Group. Michigan, 1965 Health recommends arinual examinations by an ophthalmologist.
-.}'?H%E.é T Dl SENNOPATHY CRUDE PERCEN- Modern treatments such as laser photocoagulation can take place
intheopt -almologist s office. Many patients are not receiving oph-
wate thalmological examinations in a timely manner, however.” The
m“"‘“‘ VA w2z ¥ 2% publichealthcommunitymustaddressthe problem of financialbar-
toparic e LM I riers to these necessary specialist services.
American
Rionpocsc 61 ? N 2% Minorities in Michigan had higher rates of hospitalization for
N s S M ¥ diabetic retinopathy. The rate for Blacks was 44 per 10,000 or one
and one half times the White rate of 2.9 (Table 3-3). Therate for other
ktal 14516 290 32  a&% races was3.9 or oneand one third times the White rate.
Amputations
...... --............................................ Foot con—‘p]iCatiOns due to Small blood VeSS\,} disease and
_ _ neuropathy are another serious complication of diabetes.
e rlos or Ftents These can lead to amputation of a lower extremity. The dis-
Limo by De*aled Race o Ethnic Growp. Michigan. 1965. charge rate for amputations was 2.9 per 10,000 for Blacks, 71
e/ om, | DSCHARGES e percent higher than the White rate of 1.7 (Table 3-4). The rate
FHNICAY DISCHARGES AMPUTATIONS RATE  TAGE for other races of 2.2 per 10,000 was 29 percent higher than the
White rate. Diabetes experts believe that half of diabetes-re-
mm 87,197 1293 7 1s% lated amputations could be prevented if appropriate foot care
mﬁc 224 oo e practices were followed by providers and patients.
Othor 1293 2% 22
ogon s 2 w1  The Michigan Department of Public Health Diabetes Contro}
Ascofpoctic | ) 5 M 5% Program (DCP) secks to expand health cate provider awareness of
NotStoted 3202 “4 M appropriate foot care practices through a variety of professional
education activities. Increasing patient awareness of foot and other
self-care issues is also a goal of the DCP. The DCP has furthered the
development of patient education programs that include pre-in-
structional assessment of foot and skin care knowledge and a
curriculum thiat contains instructional objectives in this area.
Kidney Disease
Diabetes is also a cause of kidney disease. The combination of
diabetes and hypertension appears to be synergistic for the
development of kidney disease. Minorities are at higher risk
for hypertension as well as diabetes and thus the risk of
Q /': "}
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developing kidney disease is particularly elevated in minority
populations. The racial discrepancy in hospitalization rates for
thekidney disease diagnoses of nephritis, nephrctic syndrome
or nephrosis was greater than for any other comlication. The
Black rate of 14.9 per 10,000 was two and one quarter times the
White rate of 6.6 and the rate of 10.0 for other races was one
and one half times the White rate (Table 3-5).

Data from the Michigan Kidney Registry show that Blacks
havea much higher rate of end stage renal disease (ESRD) and,
specifically, of end stage renal disease caused by diabetes.
Overall, Blacks represented 34.6 percent of all ESRD patients
at the end of 1985, with a rate of 11.5 per 10,000 population,
more than three times the White rate of 3.5 (Table 3-6). The dis-
crepancy in Black/White rates was even greater (almost 4 to
1) when new cases of ESRD are considered. On a cause-specific
basis, the discrepancy in race-specific rates was more than
seven to one for hypertension and four to one for diabetes.

Complications of Pregnancy

Maternal diabetes increases the risk of morbidity and mortality to
the fetus. There is evidence, however, that strict control of biood
glucose levels before conception and throughout pregnancy in
women with diabetes reduces the incidence of congenital malfor-
mations, perinatal morbidity and mortality.]é' Estimates of the
proportion of pregnancies occurring among women with preexist-
ing diabetes range from 0.4 percent to 1.5 percent. Gestational
diabetes is a form of diabetes which only occurs duringa woman'’s
pregnancy. It compiicates an estimated 2.5 to 5.0 percent of all preg-
nancies in the U.S. each year. The Michigan Department of Public
Health recommends screening of all pregnant women for gestation-
al diabetes between 24 and 28 weeks gestation. Risk factors for the
development of gestational diabetes include obesity, family history
of diabetes inafirst degreerelative, previous adverse pregnancy his-
tory, previous birth of a large baby (4500 grams or greater), and
recurrent infections. Women who develop gestational diabetes are
at very substantial risk for subsequent development of overt dis-
ease.! Offspringof women withgestational diabetcs may beatrisk
for obesity and impaired glucose tolerance later in life.!

National data do not indicate a higher prevalence of diabetes
in pregnancy among minority women than among non-
minority women. Michigan hospital discharge data, however,
showed that Black women were twice as likely as White
women to have diabetes mentioned on their pregnancy-re-
lated hospital discharge records in 1985.%°

Number of Hospitokations ond Discharge Rates for Pohie
with a Dagnoss of Diabetes ond Any Mantion of Nephe .
Nephvotic Syndrome, of Neptvosis by Detc <! Roce orEthnc
Group. Michigan, 1985,

DISCHARGES
RACE/ TOTAL WMR CRUDE PERCEN-
ETHNICITY DISCHARGES NEPROPATHY RATE TAGE
Whte
NonHipanic 87,197 5.082 66 58%
Block 2266 1.890 149 85%
Hispanic 48 37 NA 19%
Other 1.293 100 10 85%
Amerncan
Inchan 145 13 NA 9.0%
Asion/Pacific 81 13 NA  255%
Othet 1.087 83 NA 1.6%
Not Stated 3.292 151 NA 46%
Total 114,616 7,249 80 6.5%
"TABLE 3-6

Number of End Stoge Rend Dsease Pahants as of December
31,1985 by Detailed Roce ot Ethnic Group, Mchigan.

RACE/ETHNICTTY NUMBER CRUDE RATE
White Non-Hispanic 2,662 35
Block 1454 ns
Hispanic 55 NA
Other 1 29
American Indian n NA
Asian/Poctic 17 NA
Other 3 NA
Not Siated 0 NA
Tolal 4202 445
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Native American
wornen, Black women,
and Hispanics were at
unusually high risk for the
occurrence of diabetes
and hypertension.

Diabetes and Hypertension

Hypertension is about twice as common in persons with
diabetes as in those without diabetes. The coexistence of
diabetes and hypertension is about twice as common among
Blacks as among Whites.2 Among persons screened by
Michigan blood pressure screening programs in 1981-82, Na-
tive American women, Black women, and Hispanics were at
unusuallY high risk for the occurrence of diabetes and hyper-
tension.? Hypertension in the diabetic population contributes
not only to kidney disease but to coronary heart disease,
stroke, peripheral vascular disease, and lower extremity am-
putations. It may also be a factor in the development of
diabetic retinopathy.zz

Heart-Related Problems

Cardiovascular disease is more common among people with
diabetes than among people without diabetes.”™ Persons with
diabetes are at a tvro-fold increased risk for developing angina
pectoris, myocardial infarction or sudden death due to car-
diovascular complications.

Mortality

Other than White age-adjusted mortality rates for diabetes have
been consistently higher than White rates for many years. In 1985
the Michigan other than White age-adjusted rate was 17.2 per
100,000, 83 percent higher than the comparable White rate of 9.4.
The other than White age-adjusted mortality rate declined in the
1970'sbut appears to be stagnating in the 1980's (Figure 3-1).

Diabetes is the seventh leading cause of death in Michigan. There
were 1387 deaths with diabetes as the underlying cause in 1985, in-
cluding 223 deaths of other than White persons. These deaths
represent only a small proportion of diabetes-related deaths,
however. The total number of deaths with diabetes as either the un-
derlying orcontributing cause was 6437 in 1986, including 970 other
than White deaths. Studies indicate, moreover, that there are a sig-
nificant number of diabetes-related deaths in which diabetes is not
listed on the death certificate

Diabetes Deaths Under Age 45

The difficulty faced by low income persons, who an. dispropor-
tionately minorities, in managing diabetes was highlighted by a
recent study of deaths of persons with diabetes under age 45 con-
ducted by the Michigan Diabetes Control Program. One fourth of
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those who died were other than White persons, although they com-
prised only onessixth of the total population underage45. The under
age 45 diabetes death rate for Whites was 1.1 per 100,000 Michigan
residents while that for the other than White population was 2.0.
Forty six percent of those for whomincome data was available had
incomes below eight thousand dollars, a proportion three and one
haif times greater than that found in a 1983-84 general population
survey.zf1 Anotherindicationof the problem of poverty in this group
of patients came from hospital records. Thirty seven percentof those
hospitalized at the time of death were Medicaid patients and anad-
ditional 11 percent were reported as uninsured or “self-pay.”

A majority of the patients suffered from long term complications of
diabetes and more than one third experienced acute complications
suchas frequent occurrence of ketoacidosis or ketoacidosisjust prior
to death. About 20 percent of the patients had problems with sub-
stance abuse, depression, or other mental disorders. Given the
complexity of diabetes, patienis need a regular physician to success-
fully manage this disease. Nevertheless, one fourth of the patients
appeared to lack such care.

AGE-ADJUSTED DIABETES DEATH RATE
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Solving the general
problem of access to
care is particularly
important for diabetic
pdtients.

.....................................................

Causes of Diabetes

As mentioned earlier, most persons with diabetes (90-95 percent of
all person with the disease) have non-insulin dependent diabetes.
Although a geneticcompor.ent hasbeenidentified, theoverwhelm-
ing majority of persons who develop NIDDM are or have been
obese. National data from examination surveys conducted in 1960
1962, 1971-1974, and 1976-1980 showed Black women bad a
prevalence of obesity nearly twice that of White women (about 47
percent compared with about 26 per(:cnt)25 Michigan data from
1980 and 1983-84 household interview surveys similarly showed
Black women reporting a much higher rate of obesity. The national
examination datashowed thatobesity wasinversely related to fami-
ly income and education. Social and environmental risk factors
appear to play an important role in the development of diabetes.

Conclusion

The goal of diabetes therapy is the normalization of blood sugar
levels. Four main elements comprise the treatment of diabetes mel-
litus: diet, exercise, medication and educational services which
ensure that the patient understands how to balance diet, exercise
and medication within his or her lifestyle. Appropriate medical care
for diabetes includes prescribing the right medication, diet and ex-
ercise as well as providing comprehensive instruction about the
therapies and self-care af'txvmes whichactively support patient self-
relianceand respons:bxhty %The prescribed diet must be tailored to
the patient’s social and ethnic background and lifestyle. %/ For the
majority of persons with non-insulin dependent diabetes, weight
loss is an important therapeutic goal in the effort to achieve normal
blood sugar levels. Good metabolic control may prevent or delay
the long-term complications ¢ diabetes.

The complexity of diabetes is such that diabetic patients need, inad-
dition to good primary medical care and individualized educational
and counseling services, access to a variety of specialists. Given the
fact that diabetes is morecommonamong persons with low income,
solving the general problem of access to care is particularly impor-
tant for diabetic patients.
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According to 1985 state and national data, cancer was a lead-
ing cause of ¢'2ath second only to heart disease. The Michigan
1985 cancer age-adjusted death rate was somewhat higher
than the comparable national rate (182.8 and 169.5 per 100,000,
respectively).!

Blacks

According tothereport Cancer Incidenceand Mortality, Michigan frota
the Michigan Cancer Surveillance Program the age-adjusted cancer
incidence rate for Blacks was abert 20 percent higher than that for
Whites in Michigan in 1352 It is important to note that the higher
incidence for Blacksis dueto higherratesamong particularsites. A5
shown in Table 4-1, these sites ae lip, oral cavity and pharynx,
stomach, pancreas, larynx, lung and bronchus, cervix uteri, and
prostate. White incidence rates, however, were higher for urinary
bladder, skin, female breast, corpus uteri, and ovary.

The age-adjusted cancer mortality rate was also higher among
Blacks than Whites in *985. The rate for Biack males was 37 percent
higher than the rate for White males (311.7 vs. 2272 per 100,000
population) while the rate for Black females waz 20 percent above
the comparable White rate (174.4 vs. 145.7 per 100,000). This pattern
occurred even among sites for which Blacks had lower incidence
rate., such as the breast (Table 4-2).

National data also indicate that Blacxs suffer higher \ance. in-
cidence and mortality rates than do Whites. According to the Report
of the Secretary's Task Force on Black and Minority Health, the sites of
excess incidence and mortality in the U.S, Black population indlude
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Age-adiusted moro®/ 1ates of lnvasive cancers by pdmary
sile, f0c6 and sox. WiVt egan, 1565

PRIMARYSITE  WHNE  WHITE SBIACK  BLACK
MALE  FEMALE MALE  FEMALE

Gastro-intadtinal
tract system and
pertoneum
Up, ord covty
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Stomach ) 1.5 a3 160 63
Pancrocs () 104 72 17.8 102
Respiatory system
Loryrx (1) 26 05 49 10
tung ond
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Uinary Biodder (1) 7.2 18 47 25
Cormpus uteri (3) ° 20 ° 26
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Mekanoma
of skin @ 26 1.6

(1) Rates 1982-1985

(2 Rates 1984-1985

(3)Rates 1981-1985

*Rate ks considered statisticaty unreicble.
Sowrca: Cancer kncidence ond Mortally, Michigan 1985

Age-Adusted Death Rates for Mdlignant Neoplasms by Sex
cnd Roce, Michigan Resdents, 1980

SEX
RACE WATE FEMALE
White 163.2 1.1
Back 5.7 1266
American indian 1082 338
Askany/Pociickkander 558 4.5

lung, esophagus, stomach, pancreas, prostate, cervix, and corpus
uteri.

Figure 4-1 shows the age-adjusted cancer mortality rates from 1970
to 1985 for Whites and other than Whites in Michigan. This figure
clearly depicts the higher mortality rates for the other than Whites.
While cancer rates have increased for both groups during this time
period, the other than White rate has increased at a greater rate.

Other Minorities

According to the Secrefary/s Report on Black and Minority Health,
Hispanics, Asiansand Pacific Islanders,and Native Americans have
lower overall age-adjusted cancer incidence and mortality .ates
thando non-Hispanic Whites* A similar patternin cancer me-tality
rates was observed in Michigan in 1980 (Table 4-3). One jpossible
reason for these cutcomesis that members of these groups srequent-
ly are not identified as minority persons on death certificates. A
study matching 1960 census and death records concluded that ob-
served death rates for Native Americans, Chinese, and Filipinos
were much lower than death rates would have been if only census
information had been used.”

Since some members of these groups arein the . rocess of adapting
to majority cultural practices, it is possible that they will eventually
develop cancer rates similar to or higher than those of the majority
culture. For example, a study of cancer rates of Hispanics and
Whites in the Denver area during 1969-71 and 1979-81 showed that
the initially lower Hispanic rate increased, over time and became
similar to the White rates. Specifically, the Hispanic rate increased
52 percent for males and 77 percent for females. (In 1980, only 85
percent of the Hispanic population in Denver was foreign-born).
The authors conclude that the increased rates are due to changesin
diet, smoking and alcohol consumption.6 Among Japanesewomen,
for whom the incidence of breast cancer is relatively low, studies
show a gradual increase in breast cancer incidence ratesamong des-
cendants of immigrants to the United States® The authors conclude
that the increased risk of breast cancer among these women resulted
from their adoption of a Western diet and life style.

Although overall cancer rates for non-Black minorities appear t: be
low, it should be noted that some minority groups have an excess
incidence of cancer for specific sites. For example, SEER data from
1973-1981 reveal that Hispanics and Japanese-Americans ex-
periencestomach cancerat aratetwice that fornon-minoritics. This
excess , 1ay be due in part to the consumption of spicy, pickled and
smoked foods, which is typical within these cultures.” Chinese,
Filipinos and Hawaiians experience a somewhat higher incidence
of cancer of the esophagus than does the majority population.“
These excesses may be due to alcohol consumptionand smokingas
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wasindicated for Blacks.? Also extremely hotbeverages, whichare e are several ri

'’ 4 lSk
popular in some Asian cultures, have been found to relate to There are several
esophageal cancer.® Chinese-Americans, Native Americans and factors for carcer.

Hispanics experience an excessincidence of cervical cancer. In fact, Tobacco us. is the most
the rate of cervical cancer for Hispanics is more than twice the rate important. . . . and Blacks

for non-minorities.”* The possible causes for this cancer are as yet

unknown. Native Amerjcans also have excess rates of cancer of the are more likely to smoke

gallbladder and kidney. "> than Whites.

Risk Factors for Cancer

Smoking

There are several risk.factoss for cancer. Tobacco use is the most im-
portant. It has been shown to relate to lung, laryngeal, oralé
esophageal, bladder, pancreatic, kidney, and cervical cancer.!

Blacks are more likely to smoke than Whites according to several
studies. Forexample, therest:ltsof the 1983-84 Michigan Blood Pres-
sure Survey reveal that 45 percent of Blacks reported_they were
current smokers, as compared to 32 percent of Whites.l” Although
menwere morelikely to report they were current smokers than were
wormen (37 percent vs. 30 percent), both Black men and women

e
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Poor general nufrition
and low socio-economic
status have been shown
fo relate fo esophageal
and stomach cancer.

were more likely to report they currently smoked than were White
men (51 and 40 percent, respectively vs. 35 percent).

Unless there isa significant decline in Black smoking rates, the con-
tribution of tobacco related diseases to the racial discrepancy in
cancer rates is likely to increase. Current smoking patterns con-
tribute to future disease processesand the current racial discrepancy
in smoking rates appears to be larger than in the past. In the
Michigan survey, similar proportions of Blacks and Whites have
ever smoked Cgarettes (60 and 56 percent, respectively). However,
about 44 percent of Whites who have ever smoked cigarettes have
quit comparea to only 25 percent of Blacks.

Although a larger proportion of the Black population smokes, 64.7
percent of White smokers report smoking one or more packs per
day whileonly 32 percent of Black smokers report doing so. Similar
patterns in cigarette use have been found nationally as well The
fact that Black smokers consume fewer cigarettes than do White
smokers may have important implications in smoking cessation
programs as is discussed in Chapter 16.

Nutrition and alcohol consumption

Nutrition and alcohol consumption are two other factors that have
been found to relate to cancer. Insufficient intake of necessary
vitamins and minerals, and high alcohol consumpticn are more
common among poor individuals than among the populationasa
whole. Since Blacks and other minorities are more likely to be poor
than are non-minorities these risk factors are important among a

large segment of the minority population.

Poor general nutrition and low socic-economic status have been
shown to relate to esophageal and stomach cancer.” Prostate can-
cer hasbeen related to l.ormonal imbalances brought on, in part, by
a high fat diet®andinsr  ientzinc intake %! Studies have shown
that excessive alcohol r  .umption increases the risk of cancer of
the mouth, esophagus, ;arynx ar.d tongue.22 Combined use of al-
cohol and tobacco have also been shown to raise the risk of cancer
of the mouth, esophagus and pharynx.B

Exposure to toxic substances

Occupational hazards and exposure to toxic substances may also
cause certain cancers. The International Agency for Research on
Cancer (IARC) has published reviews of studies that assess the car-
cinogenicity of certain chemicals. Four of the most familiar chemical
carcinogens are listed below:

1. Asbestos, vsed for fire-proofiing and ship building, has been
shown to cause lung cancer and mesothelioma, a rare cancer of the




Cancer 47
chestand abdominal cavity lining. The health risk from this mineral i
fiber occurs when asbestos fibers are inhaled 2 National data reveal that
for many cancers,
2. Benzene, a liquid product of petroleum, is used in the chemical minorities may have

and drug industries. Many reports have linked exposure to this lig-
uid with a high incidence of Jeukemia. Exposure occurs through
inhalation of benzene vapors:.

3. Chromium and chromium compounds are 1:sed in the metal in-
dustry to produce stainless steel and other alloys. it is also used to
make bricks, glass and ceramics. Exposur. to this substance has
been linked to lung cancer.

4. Dust from wood, as produced in furniture manufacture, is as-
sociated withan increased incidence of cancer of the nose and nasal
cavity.26 Reduction of air-borne dust in the workplace and the use
of respiratorshavebeen shown to be helpful in reducing theamount
of wood dust inhaled by the worker.2”

Minorities are concentrated in operative and service occupations®
and are freque:-tly offered jobs that are undesirable to others. They
may be, therefore, morelikely to hold jobs thatinvolve working with
carcinogenic materials.?’ Itis important then that workers be aware
of ways to protect themselves from the harmful effects of these
materials and that agencies such as the Michigan Occupational
Safety ard Health Administration (MIOSHA) enforce the regula-
tions for these materials. The recent Michigan Right-To-Know
amendments to the MIOSHA act provide an excellent information

for covered workers about toxic chemicals and carcinogens.

Inadequate Treatment and
Access to Health Service

Health care services play a role in the prevention and detectior
cancer as well as in the proper treatment of cancer once it has
developed. Minority individuals often are less informed about fac-
tors that cause cancersuch as smoking and diet. Furthermore, many
programs that are designed to help people modify behaviors that
put them at risk for cancer are developed for non-minority in-
dividuals and may not be suitable for minorities. Additionally,
cancer prevention programs are frequentiy expensive and conse-
quently inaccessible to the poor and to a large proportion of the
minority population. For example, the Michigan Cancer Founda-
tion reports that thereare few smoking cessation or early detection
cancerscreening programsoffered in the Detroit health districts that
contain many of the city’s poor.2? Chapter Sixteen of this report dis-
cusses some Michigan smoking cessation programs that are
available to minorities.

1
Co

lower five-year survival
rates than non-minorifies.
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Improvea care for
minortities can result in
survival rates
comoarable to Whife
rates.

National data reveal that for many cancers, minorities may have
moreaggressive forms ofcancer’! and lower five-yearsurvival rates
than non-minorities™ For exammle, data frcm the Surveillance
Epidemiology and End Results . gram (SEER) show that for all
formsof cancer the five year survival rate for Blacks during 1976-81
was 38 percent as compared to 50 percent for non-minorities:

Native Americans appear to experience relatively fewer cases of
cancer and cancer deaths than other ethnic/racial groups, but those
whodo develop cancer arelesslikely to survive.” The five-year sur-
vival rate for Native American males according to 1973-79 SEER
data was 26 percent as compared to 40 percent for non-minority
maies. Thirty-nine percent of female Native Americans survived for
five yearsas compared to 55 percent of non-minority fernales®> The
discrepancy in survival rates between Native Americans and
Whites was particularly high among males for cancer of the rectum,
lung/bronchus, and prostate (28 vs46; 5 vs 11;and 41 vs 66 percent
survival, respectively). For females this discrepancy was greatestfor
cancer of the stomach, rectum, lung/bronchus, corpus uteri, 2 d
breast (7 vs 16; 20 vs 48; 5 vs 15; 68 vs 87; and 55 vs 73 percent v.r-

vival, respectively).

There is convincing evidence that for some cancers early detection
and appropriate care do much to improve survival rates. For ex-
ample, data from the Surveillance, Epidemiology, and End Results
(SEER) Program of the National Cancer Institute show that 85 per-
cent of the women whe were treated for breast c~ncer when the
tumor was localized were alive five years aiter diagnosis. In com-
parison, only 10 percent of those who began treatment after the
disease had spread rcached the five year survival mark:

Evidence suggests that minorities are less aware of early detection
techniques for cance:-than are'non-minorities. For example, ina na-
tional survey, Black women knew less about the early warning signs
of cancer than did _non-minorities and underestimated the
prevalence of cancer™ The National Breast Cancer Survey reveals
that while Blacks know as much about breast self-examinations
(BSE} as do Whites, almost 25 percent of the Hispanics had never
heard of BSE>® In a telephone survey in lllinois, Blacks were less
aware than were non-minorities of specific cancer tests such as Pap
smearr, BSE, proctoscopy and prostate palpation.

Improved carefor minorities can result insurvival rates comparable
to Whiterates.Ina Veterans Administration study in which patients
received similar care, patient survival did not differ by race X0 Fur-
thermore, in a randomized trial in New York, racial differences in
the 5-year survival rate from breast cancer were present among an
unscreened control group but notamong the women who received
S éming.41 The results from these two studiesdemonstrate thatra-
cial disparities in cancer outcomes can be dirinished by the
provision of appropriate health care.
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Although early detection and appropriate treatment for can-
cer can improve survival rates, these are not a substitute for
cancer prevention. Therefore, cancer treatment should not
overshadow the teaching and development of good health
habits, improvements in the environment and improvements
in access to preventive health care.

Conclision

There is substantial excess cancer morbidity and mortality in the
Black population. This excess appears to be related to a greater
prevalence of cancer-related risk factors and to inadequate access to
detection and treatment services. Cancer rates for other minority
groups are low but may be on the increase. Among some groups
with low overall rates, rates for specific sites are higher than the
majority population. Native Americans who appear to havelowin-
cidence rates also have very poor survival rates. Understanding of
culture-specific fac*ors thatmay have led to the more favorable can-
cer rates among these minority groups should be pursued.
Adequate, culturaliy sensitive prevention, detection and treatment
services e necessary to reduce the incidence and increase survival
among minority populations.
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CHEMICAL
DEPENDENCY

The following chapter discusses the excess disease and mortality
among minorities caused by alcohol and drug abuse. Tobacco use,
which was included in the chemical dependency volume of The
Report of the Secretary's Tusk Force on Black and Minority Health, is dis-
cussed in Chapter Sixteen of ihe current report.

Dependency on alcohol and drugs is having a maijsr impact upon
health both in the United States ard in Michigan. For example, the
National Institute on Alcohol Abuse and Alcoholism estimates that
approximately one-half of all homicides are alcohol-related.! Tllegal
drug use s estimated to be a factor in 10 percent of all homicides >
and contributes to excess morbidity and mortality among
minorities3 In the 1979 Surgeon General’s Report, Healthy People, it
isreported that 10 percent of all deaths are alcohol-related and that
this figure may be even higher for minorities. In Michigan, alcohol
abuse, asreflected ir: the mortality rates for cirrhosis o the liver, con-
tributed to 209 excess other than White deaths in 1985,

Alcohol Abuse

Alcohol abuse has a number of negative health consequences. Ex-
cessive drinking can lead to cirrhosis of the liver, stroke,
hypertension” and an increase in accidental injury.6 Alcohol con-
sumptior arnong pregnant women has been shown to lead to Feta!
Alcohol Syndrome (FAS) in the offspring. FAS is characterized by
growthretardation,abnormal facialand cranial fea tures,and central
nervous system abnormalities” (See Chapter Seven on Low Birth
Weight and Infant Mortality for further discussion).




Minority Health in Michigan

Black and other minority
muales were roughly

twice as likely to have
been hospitalized with a
primary diagnosis
relating to alcohol abuse.

Michigan and the United States

In 1985, the death rate from chronic liver disease and cirrhosis for
males was 22 times higher than the rate for females in both
Michigan and the United States. InMichigan, the age-adjusted mor-
tality rate for deaths due to chronic liver disease and cirrhosis was
12.6 per100,000in 1985, as compared to the substantially lower U.S.
rate of 9.6 per 100,000. The higher Michigan rate is consistent with
evidence from a report on the risk behaviors of residents from 29
states during 1981-1983. This study revealed that 309 percent of
Michigan respondents reported that they engaged in “acute heavy
dt'inking.”8 In ten of the other states less than 20 percent of respon-
dents engaged in such drinking and 12 states had less than 25
percent of respondents reporting acute drinking,

More recent 1987 data reveal that the prevalence of acute heavy
drinking has declined in Michigan to 225 percent.)® While tis not
yet known how Michigan currently ranks in this respect relative to
other states, this progress is encouraging.

Minority Groups

Mary sources reveal that minority groups experience higher rates
of alcohol-related illnesses and deaths than Whites. Studies show
thatamong women, abusive drinkingis more likely to occuramong
Blacks than Whites.'! Also, Native Americansaresignificantly more
likely to be alcoholic than are Whites.”? National data from 1979-
1981 show that Blacks and Native Americans had much higher
cirrhosis mortality rates than either Whites or Asian and Pacific Is-
landers. The national cirrtiusis mortality rate for Blacks was nearly
twice tha* of Whites (males: 29.4 vs. 154, females 13.3 vs. 6.9 per
100,000). For Native Americans, the rate was three to four times the
White raie (males: 43.7 vs. 15.4, females 29.9 vs. 69).1°

The racial discrepancy in cirrhosis mortality rates was espedially
large for Michigan in 1984. For the U S. asa wholein 1984, the other
than White rate was 1.5 times higher than the Whate rate (14.3 vs.
9.3) while in Michigan the other than White rate was more than
twice as great as the White rate (25.4 vs 10.0). As can be seen, the
greater gap in cirrhosis rates by race in Michigan is a function of an
elevated otherthan Whiterate rather than alowered White rate. The
rate for Michigan’s other than White population was more than
twice asgreatas the comparable national rate

Michigan hospital discharge data for 1985 reveal that Black
and other minority males were roughly twice as likeiy to have
been hospitalized with a primary diagnosis relating to alcohol
abuse as White males (White: 351.0, Black: 753.0, other
minority: 619.0 per 100,000 population).15 Minority women
were also more likely to be hospitalized for alcohol-related ill-
nesses than were their White counterparts (White: 96.2, Black:
162.0, other minority: 242.0 pe+ 100,000).
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Blacks

In spite of the increased risk of death and illness from alcohol abuse
among Blacks,'® Blacks do not appear to be heavier drinkers than
Whites. For example, a 1979 national survey reveals that Blacks are
more likely to classify themselves as abstainers than are Whites
(males: 30 percent v. 25 percent, females: 49 percent v. 39 percent).17
The 1983 Michigan Blood Pressure Household Survey produced
similar results with 31.5 percent of Blacks as compared to 18.5 per-
cent of Whites reporting that they abstain from drinking.
Furthermore, Michigan Blacks and Whites had similar percentages
of heavy drinkers (Whites: 15.1 percent, Blacks: 13.8) and moderate
drinkers (Whites: 23.9 percent, Blacks: 22.7) in the blood pressure
survey. More recently, the 1987 Michigan Behavioral Risk Factor
Survey revealed that43.9 percent of Blacks as compared to 38.3 per-
cent of Whites reported that they abstain from alcohol. As in the
previous survey, similar proportions of Blacks and Whites in this
studl% reported engaging in heavy drinking (Whites: 9.2, Blacks:
7.3).

The fact that Blacksappear to be no morelikely tc drink excessive-
ly than Whites, in spite of their greater likelihood of suffering theill
effects of alcohol, may indicate that other negative environmental
factors such as poverty, poor education, and poor nutrition haveex-
acerbated the negative consequences of alcohol abuse.

Native Americans

The Indian Health Service reports that five of the fen major causes
of death among Indians are related to alcohol: accidents, cirrhosis
of the liver, alcoholism, suicide and homicide.”® Based on age-ad-
justed rates, a national report reveals that tl.e mortality rate from
these alcohol-related causes of death is three times higher for Na-
tive Americans than for the population as a whole. The mortality
rate for cirrhosis of the liveramong Native Americans is particular-
ly elevated in the younggr age groups.

The 1985 Report of the Director’s Inidian Health Task Forcenoted that al-
coholism is “the most critical health problem among Michigan
Indians** The report commented that accidents, and chronic liver
disease and cirrhosis—two causes of death that typically relate to
alcohol use—are much greater among Michigan Indians than
among the White Michigan population. Six percent of Indian crude
deathsascompared to 1.5 percent for Whites are due to chronic liver
diseaseand cirthosis 2 The higher death rate from chronic liver dis-
ease and cirrhosis is largely a result of a higher death rate among
females. Specifically, the Indian /White crude death ratio for females
is 2.3 and only 1.2 for males.3

Evidence does indicate that Indiansare more likely to abuse alcohol
than isthe majority population. Accordingto the Office of Substance
AbuseService, Indiansaretwo to five timemorelikely to suffzr from
alcoholism than is the general popula tion.2 Furthermore, smore
than 70 percentof thetreatment provided through the Indian Healik:
Services is alcohol related. In Michigan, Native Americans were

Five of the ten major
causes of death among
Indians are related fo
aicohol.




56

Minority Health in Michigan

66 percent of cocaine
admissions, and 85
percent of statewide
crack admissions fo
stafe-funded programs in
Michigan are minoritv

over-represented in 1986/87 hospital admissions for alcohol abuse
with twiceas many Native Americans being admitted as would be
expected based upon their population in the State.®

Drug Abuse

History

There are many studies that have examined drugabuse among
ethaic groups. National studies from the 1970's reveal that
Whites were at least as likely to use all drugs, excegt heroin
and cocaine, as were Blacks and other minorities.”” While
older Blacks were somewhat more likely to try heroin and
cocaine than were other Whites, this racial difference was
smaller among those born in the early 1950’s. Native
Americans were found to use opiates more often than Whites
or Blacks 2

Current trends

The 1982 National Household Survey on Drug Abuse reveals that
drug use within the household population is higher in urban than
in non-urban areas. Giver «at minorities are more likely to live in
urban areas than are Whites, one could infer that they are more like-
ly to use drugs than Whites. Nevertheless, the national survey
reveals that tl.e prevalence of drug abuse is similar for Whites and
minorities. Furthermore, minorities were more likelv than Whites
to report marijuana as the only idicit drug they use?

InMichigan, however, minorities may abuse drugs more thar Whites.
According to the Office of Substance Abiise Services, Blacks weread-
mitted to substance abuse clinics for drugabuseat a rateof 1126.0 per
100,000 population, which is 623 percent greater than the Whitead-
mittance rateof 180.6. American Indians 2nd Hispanics were 65.8and
302 percent more likely to be admitted for drug abuse than were
Whites (American Indians: 299.6 Hispanics: 233.16 per 100,000
population). Asians were the least likely tobe admitted fordrugabuse
ata rateof 47.5 per 100,000 population.

The problem of drug abuse for minorities s further indicated by the
fact that 66 percent of cocaine admissions,” and 85 percent of
statewide crack admissions to state-funded programs in Michigan
are minority. Cocaine use is particularly common among m'nority
males with 1 out of 82 residents age 15 to 54 admitted for this
problem as compared to 1 out of 237 minority females in this age
group.31 In the Detroit area, 80 percent of cocaine admissions are
Black and 88 percent of crack admissions are Black 3 Furthermore,
the number of Blacks admitted to treatment in southeast Michigan

<
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for cocaine abuse has exceeded the number of Black admissions for
alcohol abuse 3

Data fro .1 1985 Michigan hospital discharges for drug-related
illnesses also illustrate the problem of drug abuse among
Blacks. The discharge rate fc- ".iack males was 317 per 100,000
population in contrast tc ,4.2 and 60.8 for White and non-
Black minority males, respectively. The pattern was similar for
women, with a rate of 153 per 100,000 population for Blacks
compared to 43.5 and 49.8 for White and non-Black minority
femnales, respectively:

" Drugabuse may not only be more prevalent among minorities but
may also have greater health consequences for minorities than for
Whites. For example, the Centers for Disease Control repets that
nationally the incidence of AIDS among Blacks and Hispanics is 3
and 26 times higher, respectively, than among Whites. Y¥hen
homosexual and bisexual men with AIDS are excluded, the in-
cidence for Blacks and Hispanics is 12.0 and 9.3 times greater,
respectively, than that for Whites, Researchers and health officials
believe that this resultis dueto the greater likelihood of needle shar-
ing among minority than non-minority intravenous drug users;

Michigan findings for drug abuse are simi'ar. In 1988, 43.8 percent
of the 518 AIDS cases were Black while only 13.9 percent of the
Michigan population is Black. Additionally, 48 percent of all Blacks
with AIDS reported intravenoi:s drug us, while only 8 percent of
White AIDS cases were in this group. Eighty-two percent of the
AIDS victims who were intravenous drug users weze Black.

Causes of Substance Abuse

Substances such as alcohol and drugs can alter perceptions
and provide an escape from reality. Minority individuals,
many of whom live in very unpleasant realities, may perceive
abuse of these substances as one of the few alternatives to “im-
prove” their circumstances. Unfortunately, once an individual
becomes addicted his or her life deteriorates further including
poorer health, decreased ability to perform daily tasks, and the
continuing burden ot the cost of the drugs or alcohol.

Michigan hospital
discharges for
drug-related illnesses for
Black males were 317 er
100,000 population in
contrast to 64.2 and 60.8
for White and non-Black
minority males.
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VIOLENCE AND
INJURY

In the 1985 report by the Committe= on Trauma Research, William
Foege, chair of the committee characterized injury as the “principal
public health problem in America today”! The problem of injury
includes deaths due to homicide, suicide,and unintentional injuries
and merbidity due to non-fatal assaults, suicides, and uninterniion-
al injuries. The problem of infury hasa disproportionate impact on
the young, on ininorities, ar ton the poor.

On a national basis, excess deaths due to homicides occur among
Blacks, Hispanic males, and Netive Americans. Native Americans
andolder Chinesewomen have excess deathsdue tosuicide. Deaths
due to unintentional injuries are elevated in Native Americans. In
Michigan, there are excess homicide deaths among Blacks and ex-
cess unintentional injury deaths among Black males and Native
Americans. The suicide mortality rate for the other than White
population is not higher than that for Whites in Michigan.

Intentional Injury

Mortality

The homicide death rate for Blacks is about a 12 times higher than
that for Whites. The vast majority of the 796 Black homicide deaths
in 1986 were excess deaths, deaths that would not have occurred if
the rate for the Black population was the same as that for the White
populatior..
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Of the nearly 800 Black homicide victims in 1986, over 500

Number of Homicide Deaths by Age. Roce. ond Sox.

Mchigcm Residents, 1986

AWRACES __ VHIE BLACK

AGE TOILM F TCIALM F TOIALM F

1 14 8 6 7 5 2 7 3 4
1to4 16 10 6 5 3 2 n 7 4
5109 4 0 4 2 0 2 2 0 2
i0to 14 61N 5 4 2 2 12 ¢ 3
151019 141119 2 97 2 5 14 97 17
D024 34 5 38 12 152130 22
Blo® 164141 23 Q9 3 9 124110 14
VtoH 153123 30 22 7 125102 23
351639 118 30 312 5 87 225
Dto 4 82 27 R 18 4 47 3413
&Sto & 4 37 3 1B 12 2 2521
f0to 54 4 31 10 12 7 8§ 2924 S5
55t0 59 37 % 8 v 9 7 2120 1
0to 64 31 24 7 1510 5 16 14 2
85t0 69 1812 6 6 3 3 12 9 3
701074 15 9 6 5 0§ 9 &8 1
I5to 79 10 7 3 8 5 3 220
80to 84 6 3 3 5 3 2 1 01
Over&S 1 3 4 1 3 000
Unknown 5 5 0 4 4 0 0 00
Tolcl 1115 879 235 35220 95 796 655141

Poces other than White and Biack shown in fotal column on,

Nurmber of Yecrs of Polentidl Lfe Lost (YPLL"), Biock Maies cnd

Block Famdles, Michigon Resicints, 1985,

A—
BLACK BLACK

CAUSE MALES FEMALES
Homicides 1900 4445
Unirtentiona! injuries 9426 anz2
Dsecsses of the Hecrt 9564 5040
Cencot 506 5792
Promahurly 4437 24838
Cinhosa/Chronic

LiverDsacso 3410 14625
Congendd 3008 1696
SOS 2938 1806
Suside 2909 372
Corobrovasculor

Disocse 1,800 1552
Pnoeumonia & inluerea 720 247
Chionic Obstructve

Pumonary Disecse 59 641
Dicboles 50 605
Cthercoxes 2054 13585
AR Causes 84945 44,656

Rates of Years of Potentia LY e Lost (YPLL) by Roce/Sex Group
ond Block/Wr.e Rik Ratio, Selected Couses, Michigon

Residenis, 1985,
MALES _ _FEMAMES
RISK 15K
CAUSE BLACK WHITE RATIO BLACK WHIE RATIO
Homicidas 341 21 182 12 10 72
Cirrhoss/Clwonic

UverDeoase 65 14 46 26 06 43
Promatuity 83 23 36 46 16 29
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Disoosa 32 10 32 25 09 28
05 §3 20 27 29 1.1 26
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Pumon.Disecse 1.1 06 18 10 Q5 20
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Corgenzd 54 34 16 28 27 1.0
Dseasosof

the Heort 171 1007 16 82 40 21
Unintentional

Injuries 172 144 12 60 S1 12
Cancot 97 90 1.1 94 &8 1.1
Suicide 52 S4 10 06 1 05

" YPLL bofere 0ge 65 per 1000 parsons kss thon 65 years

were under age 35. The problem is not confined to youth,
how ver. The number of Bluck homicide deaths rises rapidly
during the teens but remains high through the age 40-44 group
(Table 6-1).

Because vinlence hasa disproportionate impact on younger pecple,
the Years of Potential Life Lost (YPLL) statistic dramatizes the im-
pact of the problem of violence. In 1985, there were 19,041 years of
lifelost prior toage 65 by Michigan Black males because of homicide
(Table 6-2). This figure represented 22 percent of the total years of
life lost before age 65 by Black malesasa result of all causes of death
and was about equal to the combined total of the next two causes,
unintentional injuries and heart disease. For Black females,
homicide was the third leading cause with 4445 years of life lost
before age 65, about 10 percent of the total for the group. The years
of life lost rate was 16 times higher for Black males than for White
malesand the Black female rate was 7 times greater than the rate for
White females (Table 6-3).

Historical Background

It is helpful to recall that the problem of violence, and particularly
violence against racial minorities, has a long history in the United
States. The wars waged to displace Native Americans and Mexicans
from their lands; the violence of the slave trade, of slavery, and of
the post-slavery Jim Crow era; and the violence that accompanied
efforts to exclude Asians from the United States all had a significant
impact on the lives of minorities in this country. Violence against
minorities was instrumental in the institutionalization of racism.

Economic, social, and legal discrimination have all been features of
institutionalized racism. Accompanying and reinforcing thesc in-
stitutional mechanisms of racial oppression were racist ideas: the
idea thatracial minorities were inferior physically and morally and
that the life of a Native American, an Indian, a Black person, or an
Asian was not worth the same as that of a White person. Although
the minority population and other supporters of equality have suc-
ceeded in enacting many measures to reduce or eliminate
discrimination, institutionalized racism has changed in form but
has not been eradicated. A wide chasm continues to exist between
Whites ai:d minoritiesin property ownership, income, employment
rates, educational attainment, and representation in political, ad-
ministrative, and managerial roles. The impact of this continuing
oppression on the health status of minorities has been vast.

Politically motivated violenceagainst racial minoritiesisnota ‘ng
of the past. There havebeen instances of this type of violence against
Blacks, Arabs,and Asian Americansin.ecent years.In 1982, Vincent
Chin, a Chines2 American, was beaten to death in Detroit by two
White men who thought him Japanese and ulamed him for layoffs
in the automobile industry. In a number of states, there have been
attacks on immigrants from Southeast Asia?
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| FIGURE 6-1 |
AGE-ADJUSTED HOMICIDE DEATH RATE
80 8Y RACE, MICHIGAN, 1964-1985
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Recent Trerds in Homicide

Homicide rates in Michigan were relatively stable from 1934
thorough 1964. Therrate rose from 3.7 per 100,000 population in 1964
te a century high mark of 13.6 in 1974 (Figure 6-1). The Black rate
followed a similar patte.n, peaking at 769. During the next three
years, the general homicide rate droppe by 24 percent and the
Black rate dropped by 30 percent. These rates remained fairly stable
through 1984. Substantial increases in the number a::d rate of
homicides occurred in 1985 and again in 1986. The number of Black
homicide deaths increased from 618 in 1984 to 709 in 1985 and then
t0 796 ir 1986, the second highest number of Black homicide deaths
in Michigan history.

Types of Homicide
Uniform Crime Reporting (UCR) system dat compiled by the
Michigan Department of State Police “ategorize homicidesby the na-
ture of the relationship between the assailant and victim. Although
somediscussions of homicides emphasize family violence, UCR data
for 1986 indicate that 10.6 percent of homicides involveu family mem-
bers and an additional 1.6 percent involved intimates who were not
members of the same family. Homicides in wiich the circumstances
were unknown were 42.6 percent of the total while 30 percent of the
cases involved an argurnent in which the nature of the relationship
! between the victim and assailant wasnotspecified. Known felony-re-
lated homicides were 155 percent of the total3 The proportion of
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homicides in which the circumstances were unknown hasbeen rising
and the proportion of felony-related homicides has so been rising,
Rose has dlassified the unknown group as suspected felony-related
cases. He and others have noted a general rise in non-conflict
motivated homicides.! The rise in non-conflict related homicideis as-
sociated with an increase in robberies and illegal drug activity. Rose
notes that underlying th_se trends is the economic decline of the
nation’s central cities:

Geographic Distribution of Homicides

Homicides occur more often in cities than in suburban or rural areas
and more often in large cities than in small cities. On a national basis,
homicides are concentrated in the very largest cities in the country.
Sixty percent Lf Michigan homicide deaths occurred in the dity of
Detroitasdid 76 percentof Black horicidedeaths. Althoughresidents
of Wayne County wereatmu. ‘hgreater risk than uther Michigan resi-
dents, there were 363 homicide deaths elsewhere in Michigan
including 152 Black deaths.

The estimated homicide rate® for Wayne County in 1986 was 34.6 per
100,000. The cour.5es with the next highest rate were Genesee, which
had a rate of 17.1, and Saginaw, which had a rate of 15.7. No other
county had a double digit homicide rae. Like Detroit, the inner cities
of Flint and Saginaw are older inclustrial areas which have ex-
perienced numerous plant closings and severe economic decline.

Alcohol Abuse and Drugs

"Yne National Institute on Alcohol Abuse and Alcoholism has es-
timated that about one-half of all homicides in the United Statesare
alcohcl-related. The Secretary’s Task Force Report o Black and
Minority Health suggested that about 10 percent of homicides
nationwide and more than 20 percent of homicides in large cities
areassodiated with theuseofillegal drugs” The latter figureis based
onal ~w York City Police Department analysis. A comparable es-
timate or Detroit is not available.

The Psychological Dimension of the Problem

The psychological dimensions of the problem of Black-on-Black
homicide have been explored by Poussaint and Comer, two Black
scholars, among others. Poussaint argues that “oppression has
produced psychological scarring ir many Blacks” and that “institu-
tional racism . . . fosters a chronic lack of Black self-respect,
predisposing many poor Blacks to behave self-destructively and
with uncontrollable rage.” Long-standing discrimination in the
criminal justicesy: 2m, moreover, conveys the message to the Black
community that “Black life is cheap ” Poussaint argues; this, too,
makes resort to deadly violence less difficult®

The Role of Guns

During the period between 1969 and 1986, a majority of homicides,
White as wellas Black, involved firearms or explosives. The propor-
tion of l:omicide deaths which were gun-related was somewhat
higher {or Blacks than for Whites. For both groups, the mid-1970's

[
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to early 1980's decline in the number of homicides was associated
witha decline in the proportion of homicides which were gun-. -
lated. For Blacks, this proportion: dropped froma peak of 78 percent
in1971to65percentin1 ~ ~d remained relatively stable over the
next several years. The increase in the number of Black homicides
in the past two years, however, is associated with a rise in the
proportion of gun-related deaths to 73 percent in 1986 (Figure 6-2).

In a study of Detroit homicides during the period of rapidly rising
rates (1962-1964), Franklin E. Zimring noted that police-reported rob-
beries increased from about 4,200 to just over 20,000 while robbery
killings increased from 15 to 155. He concluded that an increased
availability of grns appeared to have made robbery relatively easier,
increasing both the total number of robberies and the number of rob-
bery related deaths” In the past decade, there has bern little change
in theavailability of guns and the number of robberies has remained
high.In 1986, there were 16,241 police-reported robberiesin Detroit.1°

Mozbidity

Many; if not most homicides, are preceded by patterns of non-fatal
violence. The problem of intentiona: injury includes a large nurber
of instances of violence such as assaults, spouse abuse, child abuse,

L
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ABLE 6-4
Nurmbert of Hospital Dscharges for Michigan Patients with Any Menton of intentiond Couses of Inpry and Posoning Accordng to Sex and Roce, 1985,

NUMBER OF DISCHARGES

TYPE OF INJURY TJOTAL WH.TE MALE WHITE EEMALE BLACK MALE BLACK FEMALE OTHER MALE OTHER FEMALE
(externc! cause) NUMBER RATE* NUMBER RATE NUMBER RATE* NUMBER RATE NUMBER RAIE* NUMBER RATE* NUMBER RATE"
ntentional causes of kjury

and poisoring 16883 18.6 5125 136 4798 122 4205 704 1864 21.9 164 31.2 79 11
Suicide &self-nflicted njuy 6789 15 194 53 3394 86 382 64 &2 99 37 10 45 80
Homkeide &ink” - puposely

infictedby otherpersons 100904 111 3131 83 104 36 3823 440 1202 180 127 241 KZ |

* Rate peor 10,000 persons

..............................................................................................................................................

and self-inflicted injury. In 1985 there were about 10,000 Michigan
hospital dischargesinvolving homicides and injuries intentionally in-
flicted on another person. Half of these discharges involved minority
persons. The discharge rate for Black males was nearly eight times the
Whiterate while that for Black females was five timesthe White female
rate. Therates forotherraces(principally Native Americansana Asiar:
and Pacific Islanders) werealso elevated. Therate for other than White
males was nearly three tires the White male rate while that for other
than White females was nearly 1.7 times higher than the White female
rate. Although mortality data donot show a pattern ofexcess minority
suicide deaths, thehospitaldic  ~erates werehigher for minorities
than for Whites for suicidean..  -inflicted injury (Table 64).

Domestic Violence

Eachyear in the United States, an estimated 2.9 million households
are the scene of severe husband-wife violence. An: estimated 6.5 mil-
lion children are also the victims of severe violence inflicted by their
parents. Exposure to severe and repeated violence in childhood ap-
pears to be an important precursor of subsequent violent behavior
both later in childhood and as an adult. In many households, there
are muitiple victims.!

Although the issue of the relative frequency of family violence in
different population sub-groups is not without controversy, the
Secretary's Task Force Report on Black and Minority Health concludes
that “the available data suggest that Black families may have the
highest rates of child abuse and neglect, followed by Hispanicsand
Whites.” Husband-wife violence also aprears to be significantly
greater among Blacks than among Whitec.?

The Role of the Family
Ina discussion of “Black Violence and Public Policy,” James P
Comer argues that the family must be the focal pcint of efforts
to address crime, violence, and other social problems.13 Of
central importance, accord’ng to Comer, is the child rearing
function of the family:

When parents sre able to meet basic family needs, identify with
institutional leaders, and experience a sense of belonging, they
are likely to be adequate child rearers and to promote the social,
psychological, and moral development of their children to a level
that enables them to copeas young peopleand adults and reduces
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the likelihood of crime and wviolence to @ minimal and manage-
able level in society.

Comer cites the negative impact of slavery and post-Civil War
economic discrimination on the ability of Black families to meet
basic: needs. Moreover, Blacks experienced exclusion from leader-
ship positions in the institutions of politics, governnent, and
education while leaders of these institutions “not or™ permitted
violent and nonviolent intimidation and denial of Black n:ghts and
opportunities, but often promoted it.”

In the face of the chunging economy during the past two
decades, the mos! traumatized families deteriorated. Children
from these families often fail in school {(unnecessarily, Comer
believes) and then fail in life. In reaction to failure, some be-
come disruptive and violent, others develop self-destructive
habits such as alcoholism and drug abuse. The movement of
child: >n down these negative paths is reinforced by the
models of violent and other anti-social behavior they see in
relatives and neighbors who themselves have experienced
failure.

The Economic Context

The underlying problem facing minority communities is the
lack of good jobs and the absence of any prospects for obtain-
ing them. In our culture, a secure good-paying job has long
been the basis for self-respect among men and has become the
norm among women. Individuals unable to support themsel-
ves lack the key ingredient necessary for personal self-esteem.
Families unable to support themselves find it difficult or im-
possible to maintain their unity and establish the supportive
and nurturing environment in which children can grow into
secure and independent adulthood.

Unintentional Injuries

Mortality

“eage-adjusted death rate for unintentional injurieswasat. 10
| ercent higher for the other than White populatioi: than for the
White population in 1985. During the 1970's and 1980's, the other
than Whi‘e male rate has been consistently higher than the White
malerate while the other than White female rate has usually been
above the comparable White rate.

The pattern in unintentional injury deaths is quite different for
Whites and minorities. Although motor vehicle accidents were the
mostcommon type of unintentional injury forboth Waiteand other
than White populations, a higher proportion of White deaths were
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Deaths Due fo Accidents by Roce and Type of Accident for Michigon Residents, 1984-1966
VOTAL® WHITE BIACK AMERICAN INDIAN ASIAN/PACIFIC
TYPE OF ACCIDENT NUMBER TERCENT NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT
Tolal 9479 100.0% 8161  100.0% 1251 100.0% 28 1000% 3 1000%
Motor Vehicle Acclderty 5042 832% 4458 547% 547 437% 12 29% 20 52.0%
Accidentd Falls by 1229 13.0% 1098 135% 125 100% 3 10.7% 2 57%
Fre and Flomes 632 &7% 427 199 159% 5 17.9% 1 29%
Accidenta Drownings 381 40% %5 36% 78 62% 2 11% 5 143%
Accidentd Poonings 445 a7% 381 63 5.0% 1 36% 4 0%
kng onfFood ot
333 35% 273 33% 59 47% 0 00% ] 29%
mdgpog\dahofﬁec«m 109 1.1% 84 1.0% 25 20% 0 00% 0 0%
102 1.1% 101 2% 1 01% 0 0.0% 0 00%
Msod/erﬂues Du.ng Medicol Core, !
Abnomnd Reactions,
ondlale Compilications 197 21% 175 21% 2 1.8% 00% 00%
Water Trarsport Accidonts 132 1.4% 107 1.3% 1.0% 3 10.7% 3 86%
Al Other Accidents 877 9.5% 752 2% 19 95% 71% 8.6%

* Daaths wih unknown roce Included in total coramn only

in this category. The other than White population had a larger
proportion of de:ths ir the categories of fires, drowning, and chok-
ing. (Table 6-5).

National data show Native Americans have excess deaths due to
unintentional injuries. The Report of the L+ rector’s Tusk Force onIndian
Henlth noted that the ad]usted 4 crude death rate for American In-
dian deaths due to accidents during the years 1981-83 was
substantially higher than the comparable White rate. In Michigan
the number of American Indian unintentional injury deaths during
the 1984-86 period drupped to 28 from the figure of 55 in the pre-
vious three year period. The rate did not appear to be elevated in
the more recent period.

Morbidity

There wereabout149,000 Michigan hospitei cischarges withamen-
tion of unintentional injury in 1985 or 12 percent of all hospital
discharges. About 22,000 of these discharges were for other than
White persons. The overall rate was about the same for Whites
(158.8 per 10,000) as for the uther than White group (1598 per
10,000). However, the overall parity was accounted for entirely by
the fact that Black females had a lower rate than White females. All
other minority rates were higher than the White rates.

Hospital discharges with any mention of a diagnosis of unintention-
al injury were relatively more common for Black males than for
White males but relatively less common for Black females than for
White females. The rates for other minorities (principally Native
Americans and Asian and Pacific Islanders) were higher for both
males and females than the comparable White rates. The rate for
other minority males was 58 percent higher than the White rate; the
rate for other minority females was nearly 20 percent higher than
the White female rate. (Table 6-6).
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Number of Hospol Discharges for Michigun Pationts wrth Any Mention of Unintentiond Cousas of Injury and Posoning According to Sex and Roce. 1985
NUMBER OF DISCHARGES

TYPE OF INJURY TOTAL WHITE MALE WHITE FEMALE SLACK MALE BLACK FEMALE OTHER MALE Otk FEMALE
(extemal caxe) NUMBER RAIE® NUMBER RATE® NUMBER RATE® NUVBER RATE® NUMBER RATE® NUMBER RATE® NUMBER RATE®
Unintentional causes of injuty

ond polsoning 14897 1839 63.118  167.3 5.397 150.7 10555 1768 9.008 1348 1389 2639 1008 179.6
Motor vehicle 16753 184 840 224 57564 146 %4 161 834 125 204 388 68 121
Pedastrion 1.932 21 858 23 455 1.2 319 53 176 26 23 44 ] 36
Pedalcycle 2,037 22 1123 30 533 14 177 30 78 L2 b3 47 9 1.6
Other transport 3.038 33 1951 g 804 20 1% 17 34 05 2 8.1 5 09
Poioning by druge 2300 25 787 21 957 24 24 38 b2} 37 8 o 10 1.8
Pokoning by dcohol 192 02 79 0.2 55 0.1 35 06 10 0.1 5 09 1 0.2
Poioning by other substances 1,503 17 703 1.9 454 1.2 161 27 129 1.9 n 21 9 16
Fals 37498 413 12731 337 18067 481 1910 320 1965 204 263 500 282 503
Aro ond flames/hot substances 2489 27 1157 31 50 14 a8 1.2 270 40 3% 68 26 46
Drowning 88 Ql 50 '} ] 28 0.1 5 0l 3 on 2 04 0 00
Suffocation/forekyn bodies 1620 1.8 733 1.9 3] 1.5 19 20 101 1.5 12 23 14 25
Cut/struck/machinory 10424 N8 6602 175 1.634 41 1238 207 473 71 136 258 34 6.1
Freamns/explosions 1451 1.6 647 1.7 75 02 541 9.1 103 1.5 13 25 4 07
Abnomal reactions due fo

sugical/medicol procedures 38016 41.8 15534 41.2 15689 398 2453 4l 2740 410 30 646 313 558
Adverse effects of drugsin

therapeutic tse 15511 17 6112 136 7876 200 774 130 L1188 167 68 129 107
Aloiner 14145 156 65N 115 4984 126 1108 186 726 109 211 201 106

* Rate per 10,000 persons

The unintentional injury discharge rate for other minority males
was notably higher #:an the rate for White males in a number of
categories; these included motor vehicle accidents, falls, machinery
accidents, fires, and abnormal reactions to surgical or medical pro-
cedures. Rates for other minority females were elevated for
abnormal reactions to surgical or medical procedures, fires,
pedestrian accidents, and machinery accidents.

Although the overall unintentional injury rates for Blacks were
similar to those for Whites, the? quency by type of injury differed.
Black rates were higher for fires, firearm acciden#s, pedestrian acdi-
dents, and poisoning by drugs and by other substances.

Hospital discharge data indicate the wide scope of the problem of
injury. Some types of unintentional injury such as fires may be lar-
gely due to problems in the physical environment. A number of
unintentional injury hospitalizations are associated with factors
similar to those involved in intentional injuries: alcohol and drug
useand use of firearms.

A Generation in
Dianger—Hopelessness
Among Minority Youth

A whole generation of youth is in danger. The symptoms of the

problemare violence, drugandalcohol abuse, teenagepregnancyand
dropping out of sc...n. .nderlying the disproportionate morbidity
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and mortality and social problems experienced by minority youth lies
the predicament of despair. Minority youth in Michigan see little
chance of obtaining a good job. The good- paying jobs in manufactur-
ing which once provided an avenue of opportunity for many in
minority communities are disappearing as factories close. Businesses
which provide professional and skilled technical jobs generally have
located theiroperations far fromminority communities. With theday-
to-day reality of decayed communities with poot housing, the easy
availability of drugs, the absence of jobs and the threat of violence, it
is not surprising that many minority youth are despairing. Although
many families areable to overcome these huge obstacles. nurture their
children and guide them through these difficulties and enable them
to survive with positive values and self-respect, these underlying
problems must be scived if the many hundreds of thousands of
minority families, youth, and childrer: borne down by these difficul-
ties are to have a decent future.
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Chaptet,Seven.

LOW BIRTH WEIGHT

AND INFANT
MORTALITY

...........................................................................................................

Background

Thedeath of an infant s a tragic persona loss for the family and a so-
cial loss to the community as a whole. Health professionals have
looked at the infant mortality rateas an indicator of the overall health
status of a , opulation. The infant mortality rate for minorities in the
United Stateshashistoricallybeenmuchhigher than thatfor the White
population.! There has been signifi  *progress in lowering overall
infant mortality rates from the rate of 157.1 per 1000 in 1900 to 11.4 in
1985and 1986. Nevertheless, the rate for Michigan does not compare
favorably with the United States rate and the US. rate does not com-
pare favorably with those of other industrialized nations.

The greatest relative ten year decline in Michigan’s infant mortality
rate was the 1970-1980 reduction of 37 percent. The rate for
minorities has also been generally declining, but the rate of decrease
has been smaller than that observed for Whites. The rate of decline
for Black infants has been particularly slow. As a resuvlt, the racial

pininfant mortality rates has been growing in Michizan. In 1970
we Black rate of 30.1 was 63 percent higher than the White rate of
18.5 but in 1986 the Black rate of 23.0 was 156 percent higher than
the White rate of 9.0. Figure 7-1 graphically illustrates this growing
discrepancy in infan’. mortality rates.

Because of problems with the misclassification of non-Black
minorities to White on death records, data from a matched file of

9
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| FIGURE 7-1
Infant Monality Rates by Race
» Mctegan Residents, 19701966
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o D e o oo e By Roce. perience of Native Americans and Asian and Pacific Islanders
AT T (Micl}igan yital records forms do not cunjcnt.ly p.rovi:e information
RACE P'ATRS __ BIRTHS _ DEATHRATE on Hispanic status but should do so beginning in 1989).
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Witg s oM ' The 1984 infant mortality rate for Michigan Indians was 11.5 per 1000,
e cndon 9 o e 26 percent above the White rate while the rate for other races (mostiy
Qo Rocos 15 1508 99 Asianand PacificIclanders) was 9.2, marginally higher than the White

rate (Table 7-1). The rate for Black infants was 22.5, two and one half
times larger than the White rate. It should be noted that the gap be-
tween the rate for Whitesand Blacks mightbe greater if Hispanicsand
Arabs, groups which may be at high risk, were considered separate-
ly. National data for Hispanics indicate a favorable infant mortality
rate but underregistrtion of deaths may be invol ved?

Apreliminary report of a Wayne County Health Department study
of the Dearborn Arab community indicated that theinfant mortality
rate was quite high in that community? For 242 Arab American
women reporting a total of 701 live births since immigration to the
United States, there was a cumulative total of 27 infant deaths. The
estimated infant mortality rate was 38.5.

Many factors have been cited as playi~ 3 a role in contributing to the
disturbingjy high Black infant mortality rate. Radial discrimination,
poverty, poor nutrition, births by teenagess a~ by unmarried
mothers, stress, smoking, substance abuse, inad -« prenatal care,
lack of access to care, low birth weight and premy ™ ..y haveailbeen
mentioned. The birth certificate provides data  age and years of
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education of the mother and father, prenatal care, birth weight, and
gestation. Itis helpful firstto examine causesof deathand ageatdeath.

Age at Death and
Causes of Death

Over two thirds of infantdeathsare neonatal deaths, occurring within
the first 28 days of life. Among the more frequent causes of death in
this period are disorders relating to short gestation and low birth
weight, congenital anomalies, respiratory distress syndrome and
other respiratory disorders. Themostimpoz*antcausesof post-ncona-
tal deaths are sudden infant death syndrome, congenii! anomalies,
injuries, and respiratory conditions. The other than White mortality
rate was about twoand onc half times the White rate forinfantsdying
under 28 days and twice as high for infan’s dying between 28 days
and one year." The racial gap in infant moriality rates was small for
congenital anomnalies but nearly five to one for disorders related to
short gestation and low birth weight; and more than two to one for
respiratory conditions and sudden infant death syndrome (SIDS).>
Many of thedeaths due toinfectionsand accidents should be prevent-
able. The overriding problems were lowbirth weight and premature
delivery, which werelisted as the underlying cause in many cascsand
are often factors in deaths due to respiratory disorders.

Low Birth Weight

Low birth weight is a major factor in infant mortality in the United
States. Most infant deaths occur during the first four weeks of life
and are a consequence of inadequate fetal gmwth.6 Low birth
we sht, defined asbirths under 2500 grams (about 5.5 pounds), was
a factor in 60 percent of White infant deaths arv 4 76 percent of other
than White infant deaths for Michigan infant, born in 1984 (Table
7-2). In 1986, the Michigan low birth weight ratio (the number of
lows weight live births per 1000 total live births) was 140.0 for Blz.ck
infants, more than two and one half times the White ratio of 54.3.
Thelow birth weight ratios for American Indiansand for Asianand
Pacific Islanders were similar to that for Whites (Table 7-3).

Therelative gap in the Black /White prevalence of the problem of low
birth weight was even greater when the very low birth weight sub-
group (those born at 1500 grams or less) was examined. One percent
of White infants in contrast to 3.1 percent of other than White infants
wereborn at very low birth weight in 1984. Over 40 percent of infants
bomn at this low weight do not live to their first birthday; the great
majority of these infant deaths occur within the first 28 days of lfe.

D
0

TABLE 7-2
Number ond Percont of infant Dooths wih Low Bith Woight
by e s0. Mchigon Residont infonts Bon In 1964

TOTALINFANT BIRTHWEIGHT UNDER
DEATHS 2500 GRAMS

RACE NUMBER PERCENT NUMBER  PERCENT
Total 1548 1000% 1015 65.6%
White 1006 1000% 8] 07%
Al Othor 542 1000% 414 164%
Numbor of Low Woight wve B} ths ond Low Bith Woight Ratos
by Roce, Michigan Rosidort Infonts Botn in 1986

RACE NUMBER RATIO
AlRocos 9537 6.3
Whito 6,038 543
Bock N 140.0
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Nurrber of Live Brths and Percent of Total Lve Births by Roce Bom e Mott.ers Under Age 20. Mchigan Residents. Selected Years 1970-1984.
ALL RACES® WHITE BLACK AMERICAN INDIAN ASWAM/PACIAC

YEAR NUMBER PERCENT NUMBER PERCENT IBER PERCENT NUMBER PERCENT NUMBER PERCENT
1970 30253 17.6% 21,668 i81% '88 31.5% 18 26.1% 10 23%
1975 24972 18.6% 17381 15.86% b R1% 100 3405 16 31%
1989 140% 14,190 11.9% 595 7% 13 23.5% 45

1981 18497 13.3% 3066 11.3% 5443 240% 127 241% 59 A0%
1982 1289, 12236 10.7% 5244 23.5% 17 53 43%
1983 169017 127% n 10.5% 524) 23.9% m 27% 57 49%
1984 16.783 1248% 11075 10.0% 5486 238% 155 19.9% 59 40%
1985 16431 120% 11053 98% 5383 23.8% 130 17.8% 49 3.3%
1985 16,871 123% 10843 98% 5810 241% 147 19.5% 55 35%

..............................................................................................................................................

Nearly two thirds of all other than White infant dzaths of infants
bom in 1984 were born at very low weight. If the roportion of other
than White births under 1501 grams were reduced to that for White
infants, about 80 perccatof the excess in Black inrant deaths would
be eliminated.

Teenage Pregnancy

More than one million teenagers in the United States become preg-
nant each year and approximately half of them give birth.” Most
teenage pregnancies are unintended and the teenager is seldom
prepared for the responsibility of p -enting. Birth rates for United
States teenagers are several times higher than for their counterparts
in Europe and Canada. United States teens are much less likely to
make reguiar and effective use of contraceptives.t’

Teenage pregnancy is more common among Blacksand Native
Americans than among Whites in Michigan. Although data
from Michigan birth records are not yet available on Arab
Americans, recent surveys indicate that Arab Amencan
females marry and begin child bearing at an early age. ? About
sixty percent of the births reported by Arab American women
respondents in the Dearbomn survey cited above occurred !
when the respondents were teenagers.

The percentage of live births in which the mother was a teenager
declined for Blacks, Native Americans, and Whites between 1975
and 1980 in Michigan, but in the 1980s this figure has continued to
decline only for Whitesand Native Americans. Twenty-four percent
of all Michigan Black infants had teenage rnothers in 1986 compared
to 9.8 percent of White infantsand 19.5 percent of Native American
infants (Table 7-4).

There are several problems related to teenage pregnancy. Teenage
mothers are often forced to leave school and lack the ability to
provide finandial support f~~ their children. Most often they are
forced todepend on their own families or publicassistance. Anearly
pregnancy also has psychological effects on the teenager. Depres-

&3
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sion and withdrawal are two common symptoms. As a result he
teenage mother is often not psychologically available to the infant.

The poor teenager is more[k~"v to become a teen parent than a teen
whois not poor. Theteena_,  vho is most vulrerable to early paren-
thood is the one who is already poor, already behind in school, and is
frustrated at his or her seemingly limited prospects for the future.!!
As would be expected, the number of years of education completed
by teenage mothersis significantly less than that for older mothers. In
1985, 87 pe-vent of Michigan motk-ers age 20 or older had completed
high scho  mpared with 6-ly 4/ percent of mothers who were
under 20 yee.s old.”? Childbe. ing tends to decrease the likelihood
that the teen mother will complete her high school education.

There has been increasing attention in recent years to the role of
young fathersin teenage pregnancies. Data on the impactof teenage
pregnancy on adolescent fathers is limited but adolescent pregnan-
Cy programs have begun (o direct some attention to males. There
have been prograrmaiic initiatives directed at males emphasizing
prevention of pregnancy, vocational education, and counseling.13

Teenage mothers were more likely than older mothers to have
fewer than five prenatal visits and to have inadequate prena-
tal care. Black, Native American, and Asian/Pacific teenagers
were especially likely to have fewer *han five visits or inade-
quate care (Table 7-5 and 7-6).

The low birth weigat ratio has been higher for Black teens than for
White teens in Michigan. Older mothers of Black infants also have
hada highlowbirth weight ratio, however,and in thelasttwo years,
the low birth weight ratio has been somewhat higher for mothers
older than 20 than for those younger than 20. The infant mortality
rate, on the other ha..d, was elevated for teenage mothers of other
iian White infants born in 1984. The rate was 24.0 for teenage
mothers compared with 21.4 for older mothers. Those giving birth
before age 15 were at especially high risk; the infant mortality rate
associated with those other than White births was 39.5.

Marital Status

Thereisnoiem on marital status on thebirth certificatein Michigan.
Legislation in 1978 removed the term “illegitimate” from the birth
record. Sociefal attitudes have indeed changed so that children
whose parents are not married are no longer stigmatized as they
once were. Single parent families however, are much more likely to
be poor and children in these families are at higher risk fora variety
of poor health outcomes.

Michiganbirth records provide data on beth the father and mother.
A majority of infants born to teenagers of all races had only one

Number of Lve Biths and Percent of Totd Uive Births byAge
and Roce for Women with Fewer thon Five Prenatal Vs

Michigan Residents, 1986,

UNDER

20 AND

TOTAL* AGE20 OLDER

RAZE NUMBER % NUM3ER % NUMBER %%
AlRoces 4451 3% 1293 71.1% 3156 26%
White 2598 23% 651 60% 1945 1.9%
Bock 1738 7.2% 613 106% L5 62%
Amatican

indon 5 69% 17 1.6% 35 58%
Ason/Poctic 54 34% 8 145% & 30%

Number of Lve Beths and Percent of Totd Live Births by Age
and Roce for Women wih Inadequate Prenctd Care®

Michigon Residents, 1986

UNDER

AGE20

TOTAL _AGE2X AND OLDER
RACE NUMBER % NUMBER % NUMBER %
AlRoces 8138 &9% 2109 125% 6025 505
Whie 5641 5.1% 1217 N2 440 44%
Biack 2305 94% 850 146% 1455 80%
Americcn
Indian 79 105% 24 16.3% 5 9.1%
AsoryPoclic 99 6.3% i3 236% 85 57%

“inadequate prenctal care cefined by Kessner's Incox

CO
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Nurnberof Liva Biths and Per it of Told Uve Biths by Age
ana Roco for Infants with Onry Une Named Parent on the Brin
Record Michigon Residents, 1985,
UNDER AGE20
TOTAL® AGE20 AND OLDER
RACE NUMBER % NUMBER % NUMBER %

AlRoces 26,515 19.3% 9850 584% 16649 138%
White 12421 11.2% 4839 446% 1518 148%
Bock  13.8% 57.5% 4924 848% 89 438%

Amencon
Indan 157 20.8% 65 A% 2 152
AsioryPostic j 34% 21 B2 3 21%

*Other Roces and Lisowvams included inTotal conn only

Good prenmal care can

make the differencein

the outcecme of a

pregnancy, particularly if

the mother is a high risk
patient.

parent narred on the birth record. Overall, 11 percent of White in-
fants, 58 percent of Black infants, 21 percent of Native American
infants, and 3 percent of Asian and PacificIslander infants had only
one parent named on the birth certificate (Table 7-7). The high
proportion of Ble.2k infants with a single named parent reflects the
relatively high prevalence of this phenomenon at all ages.

Prenatal Care

Good prenatal carecan make thedifferenceintheoutcomeofa}  g-
nancy, particularly if the mother is a high risk patient. Care should
begin during the first trimester and there should be regular visits—
monthly during the firstand second trimester, biweekly during the
seventh and eighth months. and weekly during the ninth month.
Thequality of careis of great imporiance, tobe sure, but thisis much
more difficult to measure than is the number of prenatal visits or the
month in which care began.

Although considerable prugress had been achieved in reducing the
number of mothers in the highest risk group, those who receive np
prenatal careatall, therewasaconsiderablejumpin thisgroep in 198€.
Overall, the number of mothers with no prenatal care rose from 865
in 1985 to 1,195 in 1986. There was a 26 percent increase for mothers
of White infantsand a 46 percent rise for mothers of other than White
infants. Mothers of Black sfants were more than four times as likely
to have no prenatal care as were mothers of White infants.

Mothers of American Indian infants had the lowest average pum-
ber of prenatal visits (10.2) compared with 11.2 for Diacks anc 11.7
for Whites. Mothers of Black and American Indian infants were
more likely to have between on¢ and four prenatal visits and be-
tween five and nine prenatal visits than was the case for mothers of
White infants. Conversely, mothers of Whiteinfants weremorelike-
ly to be have ten or more parenta visits.

Mothers with fewer than ten prenatai visits were moic likely to have
poor outcomes, and this differential ~ outcome was especially
marked for those with fewer than fi  sits. The infant mortality
rate for other than White infants born 1 1984 was 152.2 for those
whose mothershad no prenatal care, twenty six times therate of 5.8
oLserved for infants of other than White mother: with fifteen to
nineten prenatal viits. The rate associated with mothers who had
14 prenatal visits was eightcen times thelow rate, while the rateas-
sociated with mothers who had 5-9 visits was nearly five times the
low rate. Rates for White infants showed a similar variation with
th. number of prenatal visiw. Assuming the same infant mortality
rates for each prenatal visit category observed i1e 1984, if mothers of
other than Whiteinfants had had a similar number of prenatal visits
as mothers of White. fants, then the racial gap in infant mortality
rates wvould have been reduced by one half.

Ut
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Kessner’s Index

Itisreasonable to conclude that the relationship between lowerinfant
mortality rates and higher numbers of prenatal visits is due at least in
part to the results of good prenatal care. This relationship, however,
also partly reflects the fact that women with premature terminations
of their pregnancies have higher fetal and newbom death ratec, and
given the shorter period of pregnancy, they als tend to have fewer
prenatal visits. Dr. D. W. Kessner devised an index to take account of
length of gestation, number of visits, and month prenatal care began.
Adequate prenatal careisdefined as care which began during the first
trimester and which included an average of at least one or two addi-
ticnal prenatal visits per month of gestation. Intermediate care is
defined as care which began during the second trimester of the preg-
nancy with correspondingly fewer visits or which began during the
first trimester but with a few less visits than would beappropriate for
thelengthof gestation. Inadequate care isdefined as care which began
during thethirdtrir - rorno care was received orcarebeganduring
the first or second trimester but fewer than five visits occurred 14

Blacks, Native Americans, ~d Asian and Pacific Islanders were all
lesslikely than Whites to haveadequate careasdefined byKessner’s
Index. Only 54.6 percent of American Indians had adequate care in
1986 compared with 62 percent for Blacks, 71.5 percent for Asian
and Pacific Islanders, and 75 percent for Whites. The proportion
withinadequatecarewas 10.5 percent for American Indians, 9.6per-
cent for Blacks, 6.3 percent for Asian and Pacific Islanders, and 5.1
percent for Whites. Data for infants born in 1984 showed :hat
v thers with inadequate care had the hiznest infant mortality rate
whiie mothers with adequate care ha 1 the lowest rate. These dif-
ferences were less marked than was tae case when just the number
of prenatal visits was considered.

Postreonatal Mortality
and Postnatal Care

Nearly one third of infant deaths occur in the postneonatz: period,
thatisafter 28 days of life. The postneonatal mortality rate for other
than White infants born in 1984 in Michigan was double that for
White infants (5.8 per 1000 compared with 2.9 per 1000). As men-
tioned above, the major causes of these deaths are sudden infant
death syndrome, congenital ancmalies, injuries, and respiratory
conctions. SIDS alone wasresponsibie for45 percent of postneona-
tal infant deaths in Michigan in 1986. Risk factors for SIDS include
prematurity, a sibling who died of SIDS, a twin, a history of recent
milc upper respiratory tract infection, inadequate prenatal careand
re.ce other than White. Nationally, the highest ra.>s of SIS deaths
have been observed ameng Nati*7e Americzns and Blacks.'®

If mothers cf other than
White infants had had a
similar number cf
prenatal visits as m. ;hers
of White infants, then the
racial gap in infant
miortality rates would
have been reduced by
one half.

-----------------------------------------------------
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Posinatal care is vital for
both the infant and the
mother. Comprehensive
follow-up care, including
home visits for high-risk
infants, is needed.

Although low birth weight infants are at relatively greater risk
during the >ostneonatal period than are infants bom at normal
weight, the latter constituted 71 percent of infant ceaths during this
period. The Report of the Secretary’s Task Forze on Black and Minonty
Health cites health behavior in the family, socioeconomic conditions,
and access to care as leading factors in pustneonatal mortality.

Postnatal care is vital for both the infant and the mother. Com-
prehensive follow-up care, including home visits for high-risk
infants, isneeded.®Inaddition to physical careof the infant, postna-
tal programs also teach infant cave and seek to develop parenting,
life management, and coping skills"

Smoking and
Substance Abuse

Smoking, abuse of alcohol, and abuse of illegal drugs may all
lead to adverse pregnancy outcomes. Infants of women who
smoke during pregnancy weigh on the average 200 grams less
at birth than infants of non-smoking mothers and are twice as
likely to be born at low birth weight. Exposure to alcohol in
utero can lead to fetal alcohol syndrome (FAS), a well-defined
illness which #= characterized by growth retardation, abnor-
mal al and cranial features, and central nervous system
tipine 18 Tons

abnormalities.'° Estimates of v 2 aqumber of pregnant women
who drink range from 0.5 perc.e’nt‘9 to 16 percent.

There is contradictory evidence on whether smoking and substance
abuse are more common among Blacks than Whites during pregnan-
cy.21 Thereis some evidence indicating a high prevalence rate of fetal
alcoholsyndromein someNative American tribesin the Southwest.”
In Chapter Five, the critical importance of the problem of alcoholism
amony Native Americans was noted and, in particular, the fact that
the rate of chronic liver disease and cirrhosis was more than twice as
high amonig Native American women as among white women.

Geographic Distribution

The high Black infant mortality rates in Michigan are not confined
to any one gcographic arca. The rate for Wayne County in 1986 was
23 4,justabove thestaterate of 23.0. Othercountiss with 200 ormore
Black births that had rates above the state rate included Genesee
(27.5), Kalamazoo (29.4), Macomb (31.7), and Washtenaw (31.1). A
few counties -vith substantial numbers of Black births, on the other
hand, had rates well balow the state rate for Blacks, including Ber-
rien (17.2), Caloun (18.2), and Muskegon (17.7). In only one county
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with 200 or more Black births did the rate for Blacks approximate
thestatervide rate for Whites (Ingham with a rate of 8.1).

Michigan in Comparison
with Other States

TheFood Researchand Action Center recenidy released a study com-
paring infant mortality and low birth weight rates across the nation.
Michigan had the highest 1984 non-White infant mortality rate and
tied with Pennsylvania for the highest non-White low birth weight
ratio. The ratio between the non-White and White low birth weight
ratios was higher in Michigan and the rtio between non-White and
Vhite infant mortality rates was the thir. highest in the nation.
Among thenation’s 55 largest it es, Detroit had the fifth highestnon-
White infant mortality rate and the highest non-White low birth
weightratio. Census data for 1980 showed Detroit ranking sixthin the
percentage of the population at or b-low the poverty level (219 per-
cent) while Michigan ranked 33rd in this regard (104 percent)

Conclusion

The high infant mortality rate for Blacks in Michigan is associated
with the severe economic circumstances facing the Black com-
munity. Rates for other minorities also appear to be somewhat
elevated. Without adequate ecoromic security, healthy pregnancies
and successful parenting are difficult toachieve. Higl: juality prena-
tal care and obstetrical services can make the critical difference but
theyhave their maximum effectiveness when mothersand families
can look forward to raising children with a sense of self confidence
and optimism about the future.

........................................................................................
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Chapter Eight

NUTRITION AND
HUNGER

Nutrition

Poor nutritional practices are an important health risk factor. Ill-
nesses that are influenced by diet include: diabetes, cancer,
(particularly prostate, breast, colon, rectal, and esophageal), heart
clisease, and hypertension. Although definitive studies quantifying
thie impact of diet on disease have vet to be completed, some re-
searchers have estimated that proper diet could reduce the risk of
non-insulin-dependent diahetes by 50 percent,1 cancer by 35 per-
cent,” and heart disease by 21 percent.” Since incidence of these
diseases are particularly high among minorities, it is important to
examine the influence of nutrition on minority health status.

General Guidelines

Human nutritional requirementsare extremely complex. Therefore,
while muich resezach has been done on the relation between health
and nutrition, many of thedietary reccrnmendations that have been
madeare tentativeand subject to further examination. Consequent-
ly, dietary policies must be conservative so as to avoid making
recommendations that would lead to nutritional risks.

One dietary gaideline for which there is a general consensus
is that most individuals should have a varied 1nd moderate
diet. It is important that one eats may kinds of foods, and
does not over or u“der-emphasize any one kind. Following
thisadvice makesit iikely that one will receive sufficient quan-
tities of most required nutrients.?

D
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The food choices offered
in aiet plans shouid be
..ccepiable to the
minority member as well
as affordable.

....................................................

Diet and Disease

Excess Weight and Diet

Excess weight results when a person consumes more food energy
than he or she expends. Overweight is defined as being more than
10 percent over ideal weight and obesity is defined as being over-
welght by 20 percent or more. > As discussed below, excess weight
ana obesity relate to many diseases such as diabetes, cancer, hyper-
tension, heart disease, and stroke.

Individuals who are overweight or obese should lose weight
gradually by consuming approximately 500-1000 calories less per
day than their body uses. This goal can be achieved through either
decreased food intake, increased physical activity or both. This
process will result in a weight loss of one to two pounds per week.
Itis also important that the diet be well-balanced. In this way, ! the
individual will receive proper nutrition and also learn good eatin 8
habits that can be continued after weight loss has been achieved.

Diabetes and Die.

Asdiscussed in Chapter Three, diabetesisa veryimportant -yroblem
among minority groups. Non-insulin-dependent diabetes melhtus
(NIDI>M) is more prevalent among Blacks and Hispar:ics, 7 Native
Americans® and Asians’ than among Whites. Obesity, which is
. dre common among minorities than among non-minorities, is a
major cause of NIDDM.

Sound nutritional practices are extremely important in controlling
both non- insulin-dependent and insulin-dependent (IDDM)
diabetes. The major dietary goat for both forms of diabetes is to im-
prove blood glucose and lipid levels! 0 As with any nutritional
intervention, it is also important that the meal plan be adequate for
the diabetic’s stage in life and any coexishag medical conditions.

For individuals who develop obesity-associated NIDDM, calorie
restriction and weight 1ass are also principal therapeutic goals.12

In presenting dietary materials, it is important that health profes-
sionals be sensitive to the health, cultural, economic and social
circumstances of minority persons with diabetes. The food choices
offered in diet plans should be acceptable to the minority member
as well as affordable.” It is also importan: .hat educators present
dietary materials thet are a“ppropriate for the educational and
literacy levels of the patient.

Cancer and et

The National Cancer Institute, the American Cancer Society and the
National Academy of Sciences have recommended the following
dietary guidelines for the prevention of cancer:

1. Achieve recommended weight. Severa! studies have indicated
thatoverweight, particularly obesity, relates to several types of
cancer. Sites found to be particularty affccted are the en-

e
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dometrium, gallbladder, cervix, kidney, stomach, colon, breast,
and prostate.”® It is important to note that being overweight is
an important problem for many Blacks'® and may in‘partbea
factor in the high cancer rates among this group.

2. Reduce total fat intake. A high consumption of fat as found in
foods like fried foods, saturated fats and fatty meats, has been
shown to relate to cancer of the breast, colon 7 ard prostate. It
has been recommended that all Americans reduce fat con-
sumption from 40 percent to 30 percent of their total calcric
intake. This recommer dation may be particularly important
for many Blacks who,as studies reveal, prefer frying over other
methods of food preparation.!

3. Increase fiber consumption. There is some ir: dication that low
consumption of fiber (in particular pentose polymers) as found
in foods like whole grain cereals and bread and in many fruits
and vegetablesb can lead to cancer of the colon® and of the
colorectal area™.

4. Increase consumption of foods rich in vitamins A and C.
Vitamin A from dark green and deep yellow fruits and
vegetables may reduce a person’s risk of larynx, esophageal
and lung cancer. Foods with vitamin C may reduce the risk of
cancer of the stomach and esophagus.

Data from the Hispanic Health and Nutrition Examination Sur-
vey (HHANES) reveal that Hispanics have low serum vitamin
Alevels? Interestingly, Hispanics do suffer from a higher in-
cidence of stomach cancer than does the majority population,
as was noted in Chapter Four. This dietary guideline is, there-
fore, particularly important for Hispanics.

5. Increase consumption of cruciferous vegetables. Cruciferous
vegetables such as broceoli, cauliflower, brussels sprouts and
kohlrabi may reduce the riskof ;strointestinal and respiratory
tract cancers and even prevent c}.smically-induced cancers.

6. Reduce use of salt-cured, smoked and nitrite-cured foods.
Smoked foods such as hams, sausage and fish contain can-
cer-cousing tars thatare similar to those found in cigarette
smoke. There is some evidence thatsalt-cured and pickled
foorsare associated with stomachand esophageal cancer.
Consumption of salt-cured and pickled foods is par-
tiendarly common among Hispanic and some Asian
gr. +ps and ray relate to the high incidence of stomach
czncer that these individuals experience.

Cerebrovascular and Cardiovascular Disease and Diet

Research indicates that the increased lipid levels in the blood found
in atherosclerotic diseases may be brouggt on by the consumption
of dietary fats in susceptible individuals.® The three basic forms of
dietary fatsare cholesterol and saturated and unsaturated fate. The

€
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the high incidence of
stomach cancer.
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1 many individuals,
blood pressure has been
found to be influenced
by the amount of
minercis in the diet.

consumption of cholesterol and saturated fat tends to increase the
level of blood I pids, while the consumption of polyunsaturated fats
tends to decrease it.

Saturated fats are found in most animal protein, particularly beef,
pork, and eggs, as well as in some vegetable fats like coconut and
rImoil. Polyunsaturated fats are found in vegetable fats like corn,
cottonseed and soy oils. All saturated fats are solid at room tempera-
ture while polyunsaturated fats are liquid. Cholesterol is contained
in animal products only.

The National Institute of Health Consensus Conference recom-
mended tha*choksterol consumptionbenomore ™ n100milligrams
per 1,000 calories? Among adults, total fat inta: .- should be 30 per-
cent or less of caloric intake and no more than one-third of this fat
should be saturated fat. Examples of foods that are high in saturated
fat are eggs, ice cream, whole milk, cheese, butter, red meat, poultry
skins,and palmand coconut oil. Many baked goodsand candiescon-
tain palm oil, coconut oil, and oils that are partially hydrogenated (a
process that makes a fat more saturated). It is important that con-
sumers beaware of the fat content of food so the; can control their fat
consumption. People can decrease fat intake by consuming foods that
have reduced levels of cholesterol and saturated fat such as low-fat
dairy products, skinned poultry, and lean cuts of red meat. People
should also shift the type of fats they consume from saturated fats
toward polyunsaturated fats (e.g., safflower, soy, corn and sunflower
seed oils as well as fish that contain polyunsaturated oils).

Hypertension and Diet

Hypertension, a condition especially prevalent in the Black popula-
tion, is another major risk factor for cerebrovascular and
cardiovascular disease that can be controlled in part by diet. While
many hypertensives are at or below desirable weight, overweight
individuals are twice as likely to be hypertensive as are lean in-
dividuals?® For overweight hypertensives, weight loss is often an
important part of controlling high blood pressure.

In many individuals, blood pressure has been found to be in-
fluenced by theamountof m 1eralsin thediet. For example, sodium
increases blood pressure in some irndividuals. It is recommended
that sodium intake be no greater than 1,100-3,300 milligrams per
day. Foods that are typically high in sodium ‘re table salt, salty
snacks (e.g, potato chips, pretzels), soy sauce, frozen dinners,
canned soups, dill pickles, and ham.

Research has also shown that in salt-sensitive individuals, an in-
creased intake of calcium may reduce blood pressure. Calcium intake
should beincreased to the .ecommended level of 800 milligrams. This
is the amount of calcium present in three 8 oz. glasses of milk.

Another mineral that may influence blood pressure in some
individuals is potassium, which has been shown in some
studies to decrease blood pressure. While the effectiveness >f
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potassium has notbeen conclusively proven, some blnnd pres-
sure rmedications do increase one’s need for potassium.
Therefore, low sodium/high 2Eotassium diets are typically
prescribed for hypertensives. Interestingly, national data
reveal that Blacks have a higher odium to potassium ratic
than do Whites which may explain in_part the higher
prevalence of hypertension ar.iong Blacks.”

The Problem Of I—Iunger The next-to-the-

very-poorest as well as

Access to food for the poor has emerged as an issue in Michigan as the poorest sectors are
well as the rest of the nation. It has been argued that programs q

created in the United States in the 1960s and 1970s had “virtually those who most suffer
eliminated” the problem of hunger, but reductions in federal fund- becquse of alack of
ing for state food programs in the 1980s have regenerated the sufficient food.

problem inslightly different form.23 Today theisolated elderly, poor  “\......ccoceeuriiiiiiniiiies cevererereeeeens
children at school anc: pregnant women are the most affected by

these federal cutbacks. Many of these who lack access to adequate

food resourres are minorities, but too little data are avaiiable to

present a complete picture on who in Michigan suffers the most

from hunger in the 1980s. What is clear is that the next-to-the-very-

poorest as well as the poorest sectors are those who most suffer

becauseof alack of sufficient food. Following a 1984 statewide Fact-

¥inding Tour, the MDPH Nutrition and Advicory Commission

concluded that “the need for food assistance has become a chronic

problem, not an intermittent emergency, which stopgap measures

in the private sector cannot handie.”?’

A hungry person is defined as so"aecne who regularly is short of
the nutrientsnecessary for growthand health ¥ Experts agree
that sufficient food is available globally*! nationally™ and even lo-
mlly33 to meet the caloric needs of the population. According to
these experts, the problem of hunger is not one of an educational
deficit or an unwilingness to consume an adequate diet. They see
the pioblem as one of people lacking sufficient resources to secure
enough food to meet their nutritional needs.

Federal Programs

The Food Stamp Prograin issues coupons which canbe used to pur-
chase greceries, seedsand plants, ormealsin specificcircumstances.
Those who are at or below 130% of the poverty level, with assets
valued at less than $1500 are eligible: hence, those who are next-to-
the-poorest often do not qualify for food stamps. Over the last threz
years, the number of households receiving food stamps declined
from 441,385 to 364,873 for the first ten months of fiscal year 1957.
Just over 50 percent of the households receiving food stamps were
minority houscholds. Eighty five to ninety percentof these minority

()
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For the poor, elderly and
those who live in rural
areas, fravel to
congregate feeding sites
ccin be difficult or
impossib'e.

households were Black; from 3 to 7 percent were Hispanic, and the
rest were American Indian and other minorities.

The Senior Meals Program serves a limited number of meals at
designated sites, or at homethrough the Meals on Wheels Progra:n.
Persons 60 years of age are eligible, as are their spouses; preferz.ce
is given to people with low incomes. If clients are emotionally or
physically unabizs o prepare their food, they are eligible for home
delivery, regardless of income level. Fourteen percent of the con-
gregatemealsand 14 percent of the heme-delivered mealsstatewide
‘were provided to minority individuals in 1987.

For the poor, elderly and those who livein ural areas, travel to con-
gregate feeding sites can be difficult or impossible. Hence,
home-delivered meals may b. ~ecessary for many people. Never-
theless, less funding is available for home-delivered meals than for
congregate feeding.

The Women, Infants, Children Program (WIC) issues couponsto ob-
tain formula and food products such as cereal, juice, milk, and cheese.
Women who arepregnant, breast feeding orless than six monthspost-

are rligible, as are children fro:n birth to five years of age, if
they are “at risk” for some kirid of health or nutritional proble’ s
at or below 185% of the poverty level. Since pregnant Womesx ca,..-
times qu fy, but not their. young children over five years of age,
women v...n the barest msources may use the food to feed their
children but not themselves, thus potentially depriving not only
themselvesbutalso theirunborn fetus. Despiteitslimitations, the WIC
Program has had a positive impact on the nutrition of the mothers
andinfantsitserves. Appl’OXImatel}"lB ,000clientsareentrolled cur-
rently in Michigan’s WIC program.

TheLunchand Breakfast Program providesa balanced meal for low
income children at school, either free o at 40% of cost. Children in
public schools are eligible, if their parents” income is at or below
130% of the poverty level; ineligible students a:2 those in private
schools where tuition exceeds $1500 per year. Whereas lunches are
served at 3475 schiools, breakfast is available at only 344 schools. Of
the 672,000 students served funches and the 35,000 children served
breakfast, 38.9% receive free meals and 52% rec-ive rechaced-rate
meals. The rest purchase meals at full pnce 3 Yrior to the 1981
budget cuts, 840,000 students were fed dally Unfortunately, there
has been liitle effort to tabulate data on the munority status of the
students receiving tte various types of lunches.

Administered by the Food and Nutrition Service (through the
U.S. Department of Agriculture), the Summer Food Service
Program provides a balanced meal during summer months at
designated sites or suinmer camps. Children under 15 years of
age are eligibie. Sites are eligible if at least 50% of tt.> children
who are present are eligible for free or reduced-price school
meals. Data on the number of munority children receiving
meals through this program are unavailable. a
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The Child Care Focd Program (Michigan Department of So-
cial Service) provides balanced meals to children in day caze
homesand day care centars. Children under 13 years of age in
DSS-licensed day care homes are eligible, as arechildreninda
care centers where at least 25% are from low income families.
Data on the percentage of minority children receiving meals
through this progiam are unavailable.

Focus: HOPE runs special programs combining federal, state, and
local funding to provide food supplements to the poor in the Tri-
County area of metropclitan Detroit and, since the early 1980s, to the
elderly (through the Food for Seniors Program). Seeking to develop
self-sufficiency along with its distribution of food, the program
provides vocational training in machine skills and small business
management to a number of its food recipients. Many of these per-
sons are minority, and the majority are younger adults. Increases in
food pick-ups (not coupons) from Focus: HOPE are associated with
improved nutrition; children who were considered at risk because of
low body weight increased their overall body weight after participa-
tionin the program.‘L For those participating in the Food for Seniors
program, 84.4% were female. Of the total, 61.1% were Black, 334%
were White, 24% were Hispanic and the rest (3.1%) were from other
racial orethnicgroups. More than one-half had less than a high school
education, and many reported they were restricted in their ability to
performmore than simple tasks around the home ¥

‘, L
The Growth in Emergency Emergency food

Feeding Programs programs in Michigan

Cne indication of the growth of the problem of hungerin the 1980sis have noted an increcse
theexpansion of non-federal programs which provide supplemental in the number of re quests
focd onadaily basis, usually asan emergency measure. The sponsors

of these programs in the state of Michigan include organizations such they have been

as churches, sodal services agencies, civic clubs and the Salvation receiving.

Army. Ten local food banks that form the Food Bank Council of  .....o.ovovveoeoeeeo
Michiganservea total of 835 agencies throughout thestate;combined,

these agencies distributed over 21 million pounds of food in 1986

Food banks and agencies not affiliated with the coundil distribute ad-

ditional emergency food not included in the above total.

Emergency food programs in Michigan have noted an increase in
the number of requests they have been receiving as well as a shift
from single persons to more families who apply for food. For ex-
ample, only 23.9% of the food distribution by the Ingham County
Food Bank occurred from 1979-1982; the rest occurred over the most
recent four years of its operation. In 1985, 63% of those who used
the Ingham County Food Bank were single-adult households with
children”” A greater proportion of poor persons appear to be turn-
ingto emergency food programs forhelp thanwasthe casea decade
ago. In 1979, for example, roughly 129% of the population below
the poverty line in Ingham County used the Ingham County Food
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Although people are
making use of ineir food
stamps, many do not
have enough 1o last
them aiuli month.

Bank; by 1986, that percentage had increased to 503%.% Groups
working in the Detroit area note a similar trend. Surveyed by the
Southeastern Michigan Food Coalition (S.EM.EC.O.), emergency
food pantries in the Wayne County area report that they serve more
than 2.3 million meals every month, although several years ago
fewer than one million meals per month were served.®® The
Michigan Department of Public Health’s Food and Nutrition Ad-
visory Commission estimates that at least 35 million emergency
meals are served each month in chhxgan Many of the growing
population of the homeless rely on food pantriesand soup kitchens
for their sustenance.

Several emergency food programs note that they experience their
greatest increase in food requ&sts a few days prior to the day food
stampsbecor.eavallable Althoughpeoplearemakmguseofthelr
food stamps, many do not have enough to last them a full month.
Food stamp recipients are a substantial proportion of emergency
food recipients. In Ingham County, for example, 75% of the regular
and 65% of the frequent users of the Food Bank also received food
stamps. Corr&pondmgdata of Food Bank usersin the Detroitarea
who also use food stamps are unavailable.

Embedded with the question of a lack of food for the poor is
the issue of nutritional status for those whose diets are less
than adequate. General information from the Pediatric Nutri-
tion Surveillance System indicates that minority children who
are participating in such food supplement programs as WIC
are more likely than non-minority children to be overweight
before they are 24 months of age. During their third year,
minority children were more likely to be underweight and
shorter in stature than non-minority children.

Conclusion

Federal food programs are reaching many people in need but not
everyone in need is being served. The growth of mergency feed-
ing programsisan indication that thelevel of federal aid being given
is inadequate A renewed societal effort needs to be made to tackle
the increasing problems facing the poor, who are disproportionate-
ly minorities, women, and children.

The public healthand medical communitiesand soc..1 serviceagen-
cies need to foster sound nutritional practices both in the
administration of food programs and the provision of guidance to
high risk populations. Minority clientsand patientsneed tobe given
the most up-to-date nutritional information and need advice that
takes cognizance of cultural traditions and choices. Modification of
dietary practices to achieve such goals as a reduction in obesity, al-
though difficult to achieve, would have a significant impact on the
health status of minority populations.
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Chapter Nine’

ENVIRONMENTAL
HAZARDS

Anumber of environmental hazards havea greaterimpact on mem-
bers of minority communities than cn the general population.
Minority health status appears to be adversely # “2cted by substan-
dard housing, rodent infestations, lead poiscs ing, asbestos, and
pesticides. Improving the physical environment has been a hictoric
public health objective, but resources to tackle these hazards have
been limited in recent years.

Housing

The quality of housing has a significant effect on health status. Es-
timates indicate that as many as 17 percent of Michigan dwelling
units today are substandard. An appreciable amount of the popula-
tion live under conditions that are undesirable from a sodial,
hygienic, and safety viewpeint. The health problems faced by the
homeless, whose numbers are growing, are multiple.

Health problems associated with housing include environmental
hazards, communicable disease, and accidents. Among environ-
mental hazards related to housing are infestations of rodents;
hazards resulting from various kinds of toxic substances such asas-
bestos and lead; improperly vented heating equipment which
results in the accumvlation of carbon ronoxide; indoor air pol-
lutants such as formaldehyde, nitrogen d.oxide gases, and radon;
and problems related to water supply.

There is a direct relationship between the quality of housing
and the spread of communicable diseases and other illnesses

brawd
™
O




96 Minority Health in Michigan
among the housing occupants. Providing adequate protection

Peicentoge of Persons LMng in Structures Bult before 1939 by

Race or Ethnicty. Michigan, 1960

RACE/ETHN'TITY PERCENTAGE
Whie 26%
Back 38%
Native American 35%
Aser/Pocilic slonder 15%
Hisparic A%

Source. U.S. Bueau of the Census. 1980 Census of Housng
Unts, Vol 1, Chorocteristics of Housing Units. Chopter A,
Gonard Housing Characteristics. Part 24, Mchigon.

Percentoge of Parsons in Structures without Complote
Plumbing by Race or Ethnicity, Michigan. 1980

RACE/ETHNICITY PERCENTAGE
White 1L1%
Block 1.9%
Hispanic 25%

Source: U.S. Sureau of the Census. 1980 Consus of Housng
Uns, Vol 1. Characteristics of Howsing Units. Chopter A,
Genard Housing Charocteristics. Part 24, Michigon

from the elements, a safe water supply, proper waste Cisposal,
facilities for the storage and preparation of food, general
sanitation, lighting, and ventilation reduces the potential for
the spread of illnesses and communicable disease.!

The risk of physical injury is also related to housing. Examples of
such injuries include those caused by fires (often due to inadequate
heating or electrical wiring), fallsassociated with unisafe stairs, path-
ways, or recreational equipment, and suffocation in abandoned
home appliances. The home has been found to be the second most
common place for occurrence of accidents.

Abandoned housing constitutesa significantenvironmental hazard
in many urban communities. Abandoned housing may contribute
to rcdiont infestations and other sanitation problems. Also there is
the nsk of injury to children playing in such housing. In addition,
abandoned housing may be used for illegal activities harmful to the
community. In economically depressed communities, maintaining
homesin good repairis often difficult. Owners of dilapidated hous-
ing that requires rehabilitaticn at a cost greater than one-half of the
value of the original structure are not allowed a building permit in
many parts of the state>

Low income status and discrimination affect the quality of housing
available fo members of minority groups. At the timeof the 1980 Cen-
sus, more than one-third of Blacks, Native Americans, and Hispanics
in Michigan resided in structures built prior to 1939 (Table9-1). Older
structures generally are more costly to maintain than newer onesand
havemore environmental problems associated with themsuchas the
presence of lead-based paint. Minorities are more likely to reside in
housing with inadequate sanitation facilities. According to the 1980
Census, 2.5 percent of Hispanicsin Michiganand 1.9 percentof Blacks
lived in structures without complete plumbing. The comparable
figure for Whites was 1.1 percent (Table 9-2).

Another measare of housing quality is the number of people per
roomin the house. When a housing unit has more than 1.01 persons
per roomy, it is defined as crowded. Higher proportions of minority
populations resided in crowded housing in 1980 than was the case
for Whites. The rate was particularly high {>r Vietnamese: 44.2 per-
cent of owner occupied homes and 38.8 percent of renter occupied
homes were crowded. The comparable figures for Whites were
below 3 percbnt.4

Thehousing problems facing low income householdsacross the na-
tion appear to have increased in recent years. Between 1981 and
1987, gross rents have risen 14 percent faster than prices. The total
number of units renting for less than $300a month declined by near-
ly one million units between 1974 and 1583. The number of persons
who have become homeless has increased dramatically. Single
parent families in 1987 spent 58.4 percent of their incornes on rent,
up from 34.9 percent in 1974
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The effect of housing sanitation on health status has long been

known; much of the early state-initiated legislation related to hous-

ing in Michigan was concerncd with improving sanitation in and .
around dwellings. The power to enforce housing standards, for the

most part, has since passed into the handsof local government. Tke

Public Health Code enacted in 1978 included a provision for the es-

tablishment of statewide housing standards but this section of the

code has been repealed.

The state retains jurisdiction of sanitation standards for agricultural
labor camps. In 1966, there were 2610 licensed migrant labor camps
in Michigan. That number has decreased steadily since then, reach-
ing a low of 761 in 1983; there were 804 licensed camps in 1986, The
mean camp capacity in 1986 was 32.8 persons.®

Problems related to water supply are handled by state and local
health departments. Michigan Department of Public Health is
responsible for the regulation of municipal water sapplies. Local
health departments distribute educ. tional information on codes for
privatewell construction and the means of registering workers who
drill welis; they may also collect water samples for analysis at state
or local laboratories.

Injury prevention related ‘o housing and neighborhood safety
is handled through loca. housing code enforcement agencies
and a variety of community education programs such as those
provided by the American Red Cross, local Safety Councils,
and other organizations.

ROdE]’ltS Rodent infestations occur
Rodent infestation presents the risk of injury by rat bite, and poten- more frequently in those

tial spread of infectious diseases. The MDPH Comprehensive census tracts with a large
Rodent Control Program has both an educational component and i i

arat control unit that canvasses local neighborhoods after a com- P ’qp ortion O'f housing

plaint has been received of a rat bite or a rat sighting. In five urban units occupied by

areas with local rodent control programs (Wayne County, Ypsilan- minorities.

ti, Battle Creck, Saginaw, and Benton Harbor), rodent infeStations — ............ccocoovvveioriveeseees o]
occur more frequently in those census tracts with a large propor-

tion of housing units occupied by minorities.”

Asbestos

The assimilation of asbestos into the body occurs primarily through
the nasal passages. The longer, thinner asbestos fibers are especial-
ly hazardous because they are easy to breathe and are difficult to
expel from the body.8 Because of the danger of exposure to asbes-
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Most non-cccupational
asbestos complaints
occurin areas with a

high concentration of
minority populations.

tos, standards in the United States for occupational settings have
been lowered several times over the years: from thirty fibers/cc
(ACGIH ruling)in 1938 to 0.2 fibers/cc in 1986

All asbestos workers are at risk for meso.ielioma and excess
cancer, particularly lung cancer; but asbestos workers who are
smokers are at especially high risk for lung cancer.!® There is
little information on asbestos-related mortality for those ex-
posed in non-occupational settings because most of the
research on asbestos has focused on occupational " rather than
non-occupational settings.

Asbestos exposure in urban areas of the US. occurs pnmanly
through housing insulation and various kinds of floor tile.'? Risks
to health for personsat school appear to be minimal, except for those
who have experienced prolonged exposure.

The Department’s Asbestos Abatement Inspection Program is
responsible for inspections when there is a complaint about a
building where it is believed that exposed asbestos presents a
hazard. Since the Program was initiated in May 1987, it has
received 187 complamts, of the 133 investigations completed,
39 have resulted in citations.'* Most non-occupational asbes-
tos complaints occur in areas with a high concentration of
minority populations (Detroit, Saginaw).

Lead Poisoning

The assimilation of lead into the human body occurs through the
mouth, nasal passages, the skin and from the mother to fetus across
the placenta. After lead has been assimilated into the body, it is al-
tered by certain dietary compounds; foradults, about 50-60 percent
is excreted before it is stored in th2 skeleton.

Lead burden generally is considered at two levels: lead poisoning
in which acute clinical effects are evident (such asan inflammation
of thebrain, thought to occur roughly at 70-80 ug/100 ml) and sub-
clinical levels which cause some degree of behavioral
malfunctioning. Research fincings have varied on the specific level
at which this can occur.

Blood lead levels peak in early childhood, then decrease until the
late teens when they again reach pre-teen levels. Infants generally
share blood lead levels similar to those of their mothers, but,
depending on the mother’s circumstances, infant levels may in-
crease at 3 to 6 months of age and peak around 24 months. Survey
researchers suggest that the rise in lead levels is associated with
weaning and the infant’s intake of commercial milk, as well as its
beginning inv.. vement with the surrounding environment.!
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Blacks in the United States have been found to have higher con-
centrations of blood lead than Whites. Ethnic differences are more
pronounced for young children than adults, and they often are as-
sociated with socioeconomic factors.!” Data for other minorities in
the United States aie not available.

Since automotive emissions produce mest of the air pollution as-
sociated with lead, concentrations of lead are higher in areas having
alarge volume of traffic. Traffic flow increases the concentrations of
lead in external sources such as roadside dust, particularly during the
summer months.'® Lead emission is greater during slow city driving
than fast freeway driving, and is especially high duringaccelerations,
such as might occur on entrances to freeways orat traffic lights.19

At least75 percent of the lead ingested by children in the urban en-
vironment is through dietary sources such as food and water?
extrancous sources such as dust and paint may account for the
remainder. The primary sources of lead in the water supply arelead
pipingand lead-based soldersand fluxes used to join copper piping.
Lead'sentryinto the food chain arises fromairborne deposits of lead
on crops and Jead solder seams in some food containers.2!

Although the majority of lead is assimilated through dietary sour-
ces, the primary risk of acute lead poisoning in young children is
throughlead paint. Another significant source of acute lead poison-
ing is dust, both indoors and outdoors. Particles of airborne lead
deposited indust and sojl usually come from automotive emissions
and industrial sources? There may be a reduction in risk of lead
cor:tamination throughtheairowing to legislation requiring the sale
of unleaded gasoline; decreased concentrations of blood lead in a
population of children have been correlated to reductions in sales
of leaded gasoline.

" The hospital discharge
In] ury rate for injuries due to

Falls are the most common housing:related injury. The hospital dis- fires, flames, and hot
charge rate for falls appears to be.hl:gh among .non-l?lack' .minority substances was two to
groups. Burns are another type of injury for which minorities are at . .

particularly high risk. The hospital discharge rate for inuriesdueto | 1Pre€ times higher for
fires, flames, and hot substances was two to three times higher for Blacks and other

ks and other minorites than the compareble rate for Whites. % inoyifies than . . . for
Anotherinjury of special concern in minority communities is poison- ' .

ing due to the consumption of illegal pesticides by children. llegal | Whifes.

pesticides are packaged in milk containersand sold as “roachmilk.” ~ ++++++-seersssssnresinenieni
The discharge rate for injuries due to poisoning by substances other

than alcohol and drugs was twice as high for Black males and Black

females under age twenty than for White malesand White females of

the same age. The poison related discharge rates for other minorities

were also higher than the White rates. (See Chapter Six).

o
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Agriculture has the third
highest rate of
occupdalional injuries,
only ranking behind
mining-quarrying and
construction.

..................................................

Air Pollution

TheMichigan Department of Natural Resources (DNR)isresponsible
for preventing and maintaining air pollution below levels that could
behazardous to human health. The DNR responds to complaints on
possible violations of the air pollution code and canvasses selected
areas of the state on a regular basis. The director of the Michigan
Department of Public Health is a membuer of the DNR’s Air Pollution
Control Commission. Data currently are unavailable on the impact of
air pollution on areas in which minoriiics live and work.

Nuclear Waste

The potential hazards from low level radioactive nuclear waste dis-
posal sites is of concern to all Michigan residents. Situating disposal
sites away from major population centers only partially relieves
public apprehension about the dangers. Michigan’s central location
with respect to the Great Lakes makes the location of disposal sites
in this staie an issue of national concern. Given the sparse distribu-
tion of a significant portion of the Native American Indian
population in rural areas where sites are likely to located, this ques-
tion is of particular interest to this population. The special
“government to government” relationship of Indian tribes with the
federal government must be respected. The Michigan Department
of Public Health has the responsibility for monitoring sitesonce they
are established and for addressing public concern about the issue.

Envivonmental Hazards
and Migrant Workers

Itis estimated thatabout45,000 persons work in Michigan eachyear
as migrant agricultural laborers; some 80 percent of these workers
are Mexican Americans.™ Agriculture has the third highest rate of
occupational injuries, only ranking behind mining-quarrying and
construction.™ Those working in agriculture are also at increased
risk for such diseases as leukemia, mul;}ig)le myeloma, lymphoma
and cancer of the prostate and stomach.” Agricultural laborers are
mere prone to parasitic infection than growers, and their diets
provide lower nutritional intake.

Littleisknownabout pesticide poisoning among migrant farm
workers in the state of Michigan. Since there is no monitoring
system to report pesticide poisoning cases in the state, there is
data neither on the prevalence of poisonings nor on the long-
term offect of pesticide use on farm workers. Labor
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organizations, clinical services and legal programs have
developed bilingual educational programs to inform migrant
workers of their rights with regard to pesticide exposure and
the effects that pesticides may have on their heaith.

One of the chief concerns of advocates for greater pesticide control

is theexemption of agricultural workers when Right to Know legis-

lation was passed on chemical substances. Expanding the rights of

agricultural workers to know about hazards from the substances i i

with which they work is important. Equally important is ensuring EprJ ndling the righs of

that workers arc able to exercise these rights. agricdltural workers fo
know about hazards from

There is also a need for a system of data collection on occurrences the substances with

of pesticide poisonings. A clearinghouse has been proposed to . .

centralize the reporting and recording of cases of pesticide poison- which they work is

ings. Blood testing for pesticide poisoning isalso an issue of concern. important.

The Environmental Protection Agency will only pay for teSRg if  .......ooveevuiveeeres et eeeeseenes e

the results verify a case of poisoning. The cost of unverified cases

becomes the responsibiiity of individual clinics or their parent or-

ganizatior.. Therefore, alternative sourcesof funding for blood tests

also has been proposed.

Arelated ccncern is a field sanitation standard which includes toilet
facilities,and drinking and washing water. A proposed standard for
field sanitation for agricultural laborers has been developed by the
Michigan Department of Public Health Occupational Health Stan-
dards Commission. It requires that agricultural employers shall
provide employees with adequate, potable, cool drinking water,
adequate sanitary toilets and adequate hand-washing facilities??

Conclusion

Environmental issues such as the hazards from toxic dump
sites, nuclear waste, and the protection of forests, rivers, and
lakes receive considerable attention. The problems of the
urban environment and those faced by migrant farm workers,
which dispzoportionately affex minorities, need increased at-
tention. Many of the urban .nvironmental hazards and the
hazards confronted by farm workers affect children and have
a long-term impact on our society.
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Chapter Ten

Background

From 1981 to January 1, 1988, 518 cases of acquired im-
munodeficiency syndrome (AIDS) were reported in Michigan. Two
cases werereported inyears 1981 and 1982, 16 casesin 1983, 42 cases
in 1984, 86 cases in 1985, 146 cases in 1986, and 224 cases in 1987.
Males constituted 92 percent of cases (N=477), females 8 percent
(N=41). Sixty-five percent of all cases (N=338) were diagnosed in
the 20-39 age group.

AIDSisadeadly disease. About 50 percent of persons diagnosed as
having AIDS die within a year of diagnosis; ninety percent die
within five years.

The bulk of AIDS cases has occurred among certain sub-
groups of the population. Sixty-one percent f cases (N=318)
were males with a history of homosexual/bisexual contact, 19
percent of cases (97/518) reported intravenous drug use, and
seven percent (37/518) reported both homosexual /bisexual

contact and intravenous drug use. Michigon AIDS Cases By Race Januay 1, 1968,

The racial breakdown of these cases showed that 55 percent POPULATION Cases fo0000-
(N=283) were White and 44 percent (N=227) were Black; the

remaining one percent (N=8) primarily consisted of Hispanics. gy it 302
Race-specific AIDS case rates were 3.7 per 100,000 Whitesand =~ Hsporic $ 370
17.9 per 100,000 for Blacks. The Black rate was 4.8 times higher otol 618 .

than the White rate (Table 10-1). National data also show
higher rates for minorities than for Whites.
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Mode Cf HIV Transmission By Roce. Michigan, Jonuary 11068

Blacks  Whiess AlRaces

Transmission Mode No. ® No. % No %
Homesexual/blexual 90 (A) 2209 319 (6D
Introvenous dug use 7(® OO NaD
Homosexualbsexuol,
raovenouseduguwse 23 (100 18 (05 37 ()
Mother to Chixd c8(@0H 0@ 08D
Heterosexucl 07 () 08(0) 15 (03)
Bood producttronsfusion 01 (01) 24 (09 25 (05)
Unknown NE) 6@ 17@)
Trends kn Mdjor Mcdes Of RV Acquistion, Michigon Bochs
NO.OFCASES (%)
MODE GF HIV PRE-ITSS 1986 1987  TOIAL
ACQUISITION Neé8 N=59 NwlOO N«27

Homcsexudlbsexual 35 (520 25 (&) 0 (0) 90 (40
ovenousdruguse 14 (1) 22 (3D 51 (51) 87 (383

Homosexuol/bexual
ond intravenous

dng tse 10 (15 08 0 07 (0D 23 (10)

Transmissios

Approximately 40 percent ot Michigan Blacks with AIDS are
believed to have conviacted the disease through male
homossnal/biseual contact. The remainder of Michigan Blacks
with AlDS eontracted the disease by intravenous drug use (IVDU),
38 percent; male homosexual/bisexual contact and IVDU, 10 per-
cent; heterosexual contact, three percent; and blood product
transfusion, less than one percent. Eight Black children in Michigan
contracted AIDS through vertical transmission from mothers who
were directly or indirectly infected secondary to intravenous drug
use. The mode of transmission for the remaining five percent of
Michigan Black AIDS cases is unknown Table 10-2).

Of the six Hispanic AIDS cases diagnosed to date, five were
male homosexual/bisexuals, and one was an intravenous
drug user. Four of these six cases were reported from the
metropolitan Detroit area.

The proportion of AIDS cases among Michigan Blacks attributed to
intravenous drug use is particularly disturbing. As of January 1,
1988, 87 Blacks compared to nine Whites contracted AIDS asa result
of intravenous drug use; these data yield race-specific rates of 6.87
per 100,000 and 0.11 per 100,000, respectively: The Black rate s sixty
three (63) times as high as the White rate. Furthermore, the data
demonstrate that the proportion of Blacks with AIDS who acquired
the virus from intravenous drug use has increased from 21 percent
in the pre-1986 years, to 37 percent in 1986, to 51 percent in 1987
(Table 10-3). As noted above, the majority of these cases were
reported from the Detroit area. The Michigan Office on Substance
Abuse Services estimates that there are 30,000 to 35,000 intravenous
drug users in the Detroit area. If current estimates are correct that
up to 50 persons are infected with human immunodeficiency virus
(H1V) for every person diagnosed with AIDS, then there probably
exists a large cohort of infected drug users in the Detroit area who
are sharing needles or having sexual relations with susceptible per-
sons. Unless this behavior is modified, and unless further contact is
made with minority communities to reduce the risk of AIDS trans-
mission among intravenous drug users, a large increase in the
number of AIDS cases in the Detroit area can be expected.

An additional consequence of the heightened prevalence of HIV
among intravenous drug users is an increased spread to
heterosexuals and children. In Michigan, six of the 14 cases of
heterosexually transmitted AIDS cases resulted from contact with
an infectious intravenous drug user. Furthermore, all but one of the
nine cases of pediatric AIDS could be traced to intravenous drug
use, either by the mother or her sexual partner. Sixty-five percent
(15/23) ' these heterosexual and pediatric AIDS cases occurred
among minority members; it will therefore be necessary to target
minority communities forappropriaterisk-reduction interventions.
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The potential for heterosexual spread of AIDS in the minority
populations of Michigan is disturbing. Data from tk.2 Venereal
Disease Section at the Michigan Department of Pubiic Health
show that the rates for reports of syphilis and gonorrhea in the
other than White population, 18.4 per 1000, are 11 times greater
thari the rates in the White population, 1.6 per 1000. These data
suggest that if the HIV becomes more prevalent & mong
heterosexuals, “hen the likelihood of disproportionate spread
within minority ~ommunities is high.

Prevention and Treatment
Programs

The Michigan Department of Public Health has undertak-n
various steps to curb the spread of AIDS in minority com-
munities. A $1,000,000 statewide multi-media campaign has
been started which focuses on common modes of HIV trans-
mission and ways to prevent such iransmission. Portions of
this campaign have been targeted to reach young, inner-city
Blacks and Hispanics in Southeastern Michigan.

Atask force has been assembled to determine prevention strategics
for AIDS in the Hispanic community. This task force's report will
provide direction to the Michigan Department of Public Health and
the Michigan Office on Spanish Speaking Affairs, on culturally
relevantways to prevent thespread of AIDSin Michigan’s Hispanic
community. In addition, the Department has worked with the Of-
fice on Substance Abuse Services, to curb the spread of intravenous
drug use associated AIDS; particularly within Michigan’s minority
communities.

To facilitate the AIDS prevention effort in minority communities,
financial assistance hasbeen provided, through the U.S. Centers for
Disease Control Minority Grant Activity, to community-based or-
ganizations such as the Community Health Awareness Group
which serves predominantly minority populations. This organiza-
tion provides AIDS education, street outreach, counseling and
testing, and referral services to intravenous drug users, particular-
ly pregnant intravenous drug users. In addition, the Southern
Christian Leadership Conference provides training sessions for
church leaders who are willing to use the church forum for AIDS
prevention by reaching the significant other of the intravenous drug
user. AIDS counseling and testing within the metropolitan Detroit
area Hispanic community has been initiated through La Casa.

Plans are also under development to provide AIDS education ser-
vices to the Native American population in Michigan by assuring
accessibility to counseling and testing and implementing Indian
health care provider education.
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The prevention of AIDS in
the infant and child
population is dependent
upon effective risk
reduction among
women of childbearing
age.

The prevention of AIDS in the infant and child population is de-
pendent upon effective risk reduction among women of
childbearing age. A maternal and infant health task force is being
developed to provide recommendations regarding AIDS-related
prevention and treatment services to mothers, children and new-
borns. The Michigan Department of Public Health is planning for
the prevention and managementof AIDS through thematernal and
child health programs. These programs provide services to women
who may be members of high risk groups with high potential for
transmitting HIV infection to their babies. Services are targeted for
wormen at economic disadvantage, who may have additional risks
foradverse pregnancy outcomes. Theseservices, many of which are
targeted already for minority women, provide opportunity for the
identification of high risk behaviors and intervention to prevent
AIDS in both women and their infants. Finally, adolescents in
Michigan will receive education in school under P.A. 185 ot 987
which requires AIDS education under the communicable disewse
curriculum. The AIDS curriculum for grades 7-12 has been dis-
tributed to all school systems.

Conclusion

Reaching members of minority populations at risk of AIDS in
Michigan is important. As the reported modes of AIDS transmis-
sion indicate, members of minority populations who are at risk for
AIDS may be difficult to reach due to illegal behavior (intravenous
drug use) or cultural ostracism (homosexuality). Moreover, the
diversity of minority populations affected by the AIDS epidemic
will require that efforts to prevent and limit the spread of AIDS be
acceptable to various ethnic groups.

The opportunity exists to combine the resources and talents of
public health officials and concerned community groups. Such col-
laboration will be necessary to combat a disease that has severe
medical consequences, yet also requires a culturally sensitive ap-
proach to prevention. Such cooperation offers our best hope at
slowing the progress of this epidemic and preventing new infec-
tions in the future.




Chapter Eleven

The incidence of tuberculosis has generally been declining in
both Michigan and the United States from the mid-1960s until
1986. Both national and Michigan rates increased in 1986,
however. The aumber of tuberculosis cases increased from 640
to 715 in Michigan, the third largest increase among states. Al-
though the incidence rate for Michigan remains substantially
lower than that for the nation, the substantial increase in the
Michigan rate from 5.8 to 6.6 per 100,000 is cause for concern.

The decline in tuberculosis rates over the past three decades
has been much greater among Whites than among minorities.
Consequently, the proportion of cases occurring among
minorities has substantially increased. In Michigan and na-
tionally, the majority of tuberculosis cases in 1986 occurred
among members of minority groups. Although they represent
only about 20 percent of the state’s population, minorities ac-
counted for 72 percent of Michigan tuberculosis cases in 1986.
Moreover, the 1986 increase in the number of cases was entire-
ly confined to members of minority groups, among whom
there was an increase of 87 cases while a decline of 14 cases oc-

[ TABLE11-1 |
curred among Whites. towy y Popored Toereuors Casos cnd Coso et y s
Tuberculosis incidence rates for Blacks, Hispanics, Asian and RATE/
Pacific Islanders, and American Indians are all substantially HO. OF CASES 1o0000°
higher than the White rate (Table 11-1). The rate for Asian and Total 615 66
Pacific Islanders was especially high, 23.8 times higher than o Hepanic Whito o o
that for Whites. Of 38 Asian and Pacific Islander cases, 34 were AdenPoctic dondor “ 186
born in Asia and 23 arrived within the past five years? Hipors, 16 98

The rate for Blacks was nearly seven times the White rate. The
rate for American Indians was 3.6 times the Whiterateand that
for Hispanics was 2.8 times the White rate. Michigan’s
Black/White differential in tuberculosis incidence rates is
somewhat larger than that observed for the nation (6.0),
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28.3 percent of minorify
cases occur among
persons under age 35
compared toonly 7.3
percent of White cases.

whereas the American Indian®/White and Hispanic/White
differentials for Michigan were somewhat smaller than those
observed nationally.4 Accurate reporting of race/ethnicity
status for Hispanics and American Indians may be less com-
mon in Michigan than in states where these groups represent
a larger proportion of the state’s population.

The racial gap in tuberculosis incidence rates is even more
striking when age is considered. Discrepancies in age-specific
rates tend to be even larger than the overall rate discrepancy.
More importantly, 28.3 percent of minority cases occur among
persons under age 35 compared to only 7.3 percent of White
cases. Most of the tuberculosis cases among younger persons
rsult from recent transmission of the tubercle bacilli. Because
recently infected persons are much more likely to progress to
disease than those whose infection is long-standing, one key
measure necessary to control tuberculosis is to identify high
risk contacts and place them on preventive treatment. The
Centers for Disease Control also recommends the use of
preventive therapy among high risk populations.

High risk groups include:

1. young adult American Indians and Alaskan natives.

2. persons with diabetes.

3. HIV-infected individuals.

4. immigrants from areas with a high prevalence of tuberculosis.

As in Michigan, national data show that tuberculosis among
Asian and Pacific Islanders was almost entirely among the
foreign born population. More than half of the foreign born
Asian and Pacific Islander patients arrived in the United States
when they were under age 35, the age group for which preven-
tive therapy is routinely recommended for persons with
tuberculosis infection. Nearly half of foreign born Asian and
Pacific Islanders with tuberculosis became ill within two years
after their arrival. “Half of all tuberculosis cases among Asian
and Pacific Islanders would be potentially preventable,” the
CDC concluded, “if refugees and immigrants were given
tuberculin skin tests and offered preventive therapy according
to current guidelines shortly afterarrival in the United States.”
Because of resistance to isoniazid, one of threeantituberculosis
drugs, among Southeast Asians, there is a need to develop al-
ternative regimens of preventive thexapy.5

Nineteen of the 518 ATDS cases reported to CDC from Michigan
have also developed tuberculosis. Thirteen of these nineteen
patients were Black. HIV infection may be a contributing factor to
the observed increase in tuberculosis morbidity.

-
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Conclusion

The reduction in tuberculosis control efforts that followed the sub-
stantial decline in tuberculosis morbidity in the past few decades
was premature. Increased efforts at controlling tuberculosis are
needed, particularly among the minority population.

1. Centers for Disease Control. Tuberculosis, Final Data— United States, 1986, Morbidity and
Mortality Weekdy Report, Vol. 36:60 & 51):817-820, January 1, 1968.

2. Tuberculosis Control Program, Michigan Department of Public Health, unpublished data.
3. National data indudes Alaskan Natives and American Indians.

4. Centers for Disease Control. Tuberculosis, Final Data— United States, 1966, Morbidity and
Mortality Weekdy Report 36:(50 & 51): 817-820, January 1, 1988.

5. Centers for Disease Control. Tuberculosis among Asian/Padfic Isinders— United States,
1965, Morbridity and Mortality Weekly Report 3621):331-34, June 5, 1687,
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* Chapter Twelve

PROBLEMS OF
CHILDREN

.........................................................................................................................................................

Because of childrens’ vulnerability, how well a society treats its
children is an indication of the society’s compassion as well as its
future well-being. Children are developing physically as well as so-
cially and emotionally and are dependent upon others to provide
for their special health needs. They require a healthful environment
for proper growth, e.g,, protection from diseases and other illnesses;
adequate, nutritious food; freedom from injury, aswell asan oppor-
tunity to learn good health habits.

Protection from Chronic
Disease and Disability

Infant health

Infants are most vulnerable to the effects of an unhealthy environ-
ment. Prenatally, the fetus is extremely sensitive to maternal
behavior and, following birth, infants have critical health needs.

The discrepancy between the health status of the mingcrity and
the majority populations is perhaps nowhere more disturbing
than in the area of infant mortality and morbidity. Infant mor-
tality, low birth weight and other adverse outcomes are
discussed in detail in Chapter Seven and interventions to deal
with the problem in Chapter Twenty.
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Acquired
immunodeficiency
syndrome (AIDS) is a
growing problem that
has begun fo affect
children

AIDS and children

Acquired immunodeficiency syndrome (AIDS) is a growing
problem that has begun to affect children. This illness, which
destroys the body’s ability to fight disease, has been trans-
mitted to many children with hemophilia whu were treated
with HIV-infected blood products prior to improved screen-
ing of donated blood. The most important current mode of
transmissions to children is from an infected mother to her
child before or during birth. Approximately 30-50 percent of
mothers with AIDS will transmit this disease to their infants
in utero.! In Michigan, 10 newborns had been infected with
AIDS as of March, 1988.

Children who are infected with the AIDS virus will suffer
many serious problems. 3ocial and physical interaction are ex-
tremely important for development, however, many people
fear contact with these children. Furthermore, the families of
infants with AIDS face economic strains as well as social stig-
matization. Many parents of AIDS children are ill themselves
or are dependent on drugs and may not be able to provide ade-
quate care. These extremely needy children will require special
help from health care professionals, social support agencies
and other sources of assistance.

The Michigan Department of Public Health (MDPH) is provid-
ing support to 24 local health departments to operate
counseling and testir,g centers that currently serve a total of
750 clients a month. As of March 31, 1988, 10,000 people have
been counseled and tested. By the end of 1988, it is expected
that the Department will support all local health departments
in these efforts with service to approximately 15,000 peoplean-
nually. Counseling and testing serviues are being offered also
in family planning programs. A Matemal and Child Health
Task Force on AIDS is being developed to provide AIDS-re-
lated prevention and treatment services to mothers, children
and newborns. This 59 member task force is being convened
through the efforts of the Department and is addressing such
issues as foster care, respite care, and education for foster
parents.

Immunization

The incidence of childhood viral diseases Fas been shown to be
lower in states that have school immunization laws? The US.
Centers for Disease Control recommends that state law's requireall
students K-12 to have the measles-mumps-rubella (MMR) vaccine:

They also recommend that children 15 months or older receive
simultaneous administration of MMR, diphtheria, tetanus, pertus-
sis(DTP), and oral poliovirus vaccine (OPV) rather than postponing
the latter two shots until 18 months.*
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In Michigan, which adheres to Centers for Disease Control
standards for immunization, 14 percentof the 145,599 children
enrolled in kindergarten for the 1986-87 school year had not
had their complete set of shots at the beginning of the school
year.5 By mid-year, 7 percent had not had the required shots.
Of the five types of vaccine, compliance is lower for the DTP
and OPV immunizations, (88 and 91.4 percent compliance,
respectively) than is compliance with the MMR requirement
(94.2, 93.9, and 94.0 percent compliance, respectively). These
compliance rates are slightly lower than the national rate of 97
percent compliance found'for each of the five vaccines.

Examining the percentage of all school children, K-12, who have
complied with or are in the process of complying with the im-
munization standards, the compliance rate for the state was 92.5
percent as of February 1987. Some national studies have shown
minority children are less likely to be immunized than are other
children.” Compliance rates in Michigan counties that contain a
large percentage of the states’ minority population are, however,
equivalent to other counties on the average. For example, Kent,
Genesee, Detroit and Ingham had compliance rates of 934 percent,
929 percent, 92.6 percent and 92.4 percent, respectively. Wayne,
Kalamazoo and Oakland, which also have large minority popula-
tions, had somewhat lower compliance rates of 91.5 percent, 91.0
percent and 90.8 percent, respectively (ranking sixtieth, sixty-fifth
and sixty-sixth out of the state’s 84 counties). Nevertheless, other
counties with large minority populations ranked higher than
average. In particular, Berrier, Muskegon, Calhoun, Washtenaw
and Saginaw report 95.0 percent, 950 percent, 94.3 percent, 94.2 per-
cent and 94.0 percent compliance rates, respectively.

Immunization rates among Native Americans and migrants in
Michiganare considerably lower than those for the stateasa whole.
Ofthosechildrenage 3-27 months living on Indian reservations, 73.4
percent had vaccinations appropriate for their age. This figure is
lower than the comparable rates of 86.7 and 89.3 percent reported
for Native Americans living on reservations in Minnesota and Wis-
consin, xespectively.7

Data from migrant Child Care and Education Programs in
Michigan indicate that only 64 percent of the children who at-
tended during the summer of 1987 had received all
immunizations recommended for their age. An additional 7.2
percerit are in the process of completing their immunizations.
Approximately 10 percent of the children were allowed to
enter the program without immunization records.

Children who attend school without the proper immunization are
at risk of »ntracting and spreading preventable diseases. It is im-
portant that school principals and directors provide their state
health department with the immunization status of each child, and
thateach child berequired to receive proper immunization or be ex-
cluded from school.

It is important that school
principals and directors
require each child to
receive proper
immunization

....................................................
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-----------------------------------------------------

Changing Social Structure

In the last two decades many social and familial changes have
occurred that potentially place children at higher risk for emo-
tional and health problems. In 1982, 22 percent of all children
under eighteen were living in a single parent household” and
fewer than half of all Black children lived in two parent
families.!% Of all children in single-parent families headed by
a woman, over 50 percent were living below the poverty level.
Children in such families are most likely at a higher than
average risk of emotional problems and may lack adequate
health care. Many mothers are required to work full-time, due
to single parent status or other economic circumstances. in
many such households children are more likely to be unsupr-
vised after school and are thus rnore vulnerable to accidents
and other health risks.

Food Programs

Children from birth to five years of age, who are “at risk” for
some kind of health or nutritional problem, and at or below
185 percent of the poverty level, are eligible for the federally-
funded Special Supplementary Feeding Program for the
Women, Infants, and Children Program (W.I.C.) W.L.C. issues
coupons to obtain formula and food products such as cereal,
juice, milk, cheese, etc. In the Wayne County Department of
Health, the approximately twenty-five thousand individuals
entered yearly in the W.I.C. program receive some form of
nutritional counseling. Last year approximately 81 percent of
these were Black children, 13 percent were White, 3 percent
were Hispanic and less than one percent were American In-
dian or Asian/Pacific Islander."!

Thegoal of the Lunchand Breakfast Programis to providebalancec.
meals for low income children at school, either free orat 40 percent
of cost. Of 672,625 students served at present, 38.9 percent receive
free meals and 5.2 percent receive reduced-rate meals; the rest pur-
chase meals at full prioe.12

Unintentional and
Intentional Injuries

Injury has a disproportionate impact on the young. Accidents
were the leading cause of death for Michigan chxldren age 1-
14 in 1984 (Whites: 22.2, Blacks: 14.2 per 100 ,000).13 In 1985,
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there were 29,256 hospitalizations of children, age 0-19, due to
injury in Michigan, making it the second leading cause of
hospitalizations for children. Furthermore, injury was the
leading cause of non-birth related deaths among Michigan
children in 1985 (660 deaths).

Studies show that child abuse and neglect is increasing—about one
million children in America are abused and neglected. Between
100,000-200,000 are physically abused, 60,000-100,000 are sexually
abusedand the remainder neglected. According to anational study,
children age 3-5 and 15-17 are the most vulnerable -0 abuse and
neglect. This study also reveals that there is an increase in family
violence especially among younger pavents.14

Homicide was the second highest cause of death among Black
children age 1-14 in Michigan in 1984. The rate was nearly 8
times higher than the White rate for the same age group.
(Blacks: 8.3, Whiwes: 1.1 per 100,000)." Likewise, intentional
injury was the leading cause of injury-related hospitalizations
for Black children age 0-19 (895 cases). The rate of hospitaliza-
tion ~f Black children for intentional injury was more than
three times that for White children. Of the nearly 800 Black
homicide victims in 1986, over 500 were under the age of 35
years. The years of potential life lost before age 65 (YPLL) is 16
times higher for Black males than for White males and 7 times
higher for Black females than for White females. Deaths from
suicide and homicide were three times higher for Black
children than White children in 1982 (age 0-19). Death rates
from drowning were slightly “tzher for Black children than
White children. Deaths from burns were six times higher for
Blacks than for Whites.!®

Health Education

Health practices that are learned in childhood continue into adul-
thood. Therefore, it is important that children learn proper health
behaviors, such as eating nutritious meals and getting the proper
restat night.)? Education of the youngis, therefore, an important in-
tervention stx-ategy.18

Smoking prevention and cessation

Studies reveal that children are engaging in many unhealthful be-
haviors that could influence their health as adults. For example,
cigarette smoking is a major risk factor for carcer and cardiovas-
cuiar disease. A 1986 national survey reveals that 19 percent of high
schonl. scniors smoke daily and that 68 percent had smoked at least

once."” Most people begin smoking during junior or senior high

ZI)

Homicide was the
second highest cause of
death among Black
children age 1-14 in
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Current drug use

prevalence was higher

among seniors from

urban areas and among

those who did not plan to

atfend or complete
college.
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school. Effective prevention efforts targeted at children, therefore,
arean espedially important area for public health action.

Schools provide an ideal opportunity to give children health care
information. For example, the Know Your Body program provides
health screeningand health education to school age children?’, This
program deals with cardiovascular risk tactors such as hyper-
cholesterolemnia, obesity and cigarette smoking.

The Minnesota Heart Health Program is based upon the con-
cept that behavioral habits are leamed and influenced to a
large extent by the surrounding culture. The project involves
community groups, physicians and health professionals and
provides risk factor screening programs and health education
classes to the public. The education strategies also include
media-based information, smoking cessation projects in
schools, education for health professionals, and community-
wide risk factor campaigns. Community coalitions can be
effective in enhancing awareness about health issues and
changing the climate of opinion about health behaviors.

In Michigan, the Department of Public Health is funding several
projects throughout the state that are rrodeled upon the Minnesota
Heart Health Program. The Michigan projects are aimed at women
of childbearing age and children.

One Michigan project is taking placein Genesee County where
there isa large minority population and a high infant mortality
rate. This 18-month Genesee County Health Department
program provides a smoking cessation clinic to women in the
Special Supplemental Feeding Program for Women Infants
and Children and also provides smoking prevention activities
targeted at school children aged 11 to 18. This program invol-
ves community groups like the Scouts, Big Brothers and Big
Sisters and church groups.

Alcohol and drug abuse

Responding to a nation-wide survey conducted by the Univer-
sity of Michigan Institute for Social Research®! in 1986, 58
percent of high school seniors reported that they had used il-
licit drugs at least once. The percentage using particular illicit
drugs wasas follows: marijuana-51 percent, stimulants-23 per-
cent, inhalants-20 percent, cocaine-17 percent. Alcohol was the
most commonly used drug, however, with reported use
remaining stable at approximately 90 percent since 1975. The
use of sedaues and tranquilizers decreased somewhat since
1975. The rate of cocaine use, however, increased from 9 per-
cent in 1975 to 17 percent in 1986.

Current drug use prevalence was higher among seniors from urban

areas and among those who did not plan to attend or complete col-
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lege.Forexample, the prevalenceof cocaine usein majorurbanareas
was 188 percent as compared to 99 percent in non-urban areas.
Among seniors with plans to complete college, 10.6 percent report
having ever used cocaine as compared to 14.4 percent of those who
did not plan toattend college. Drug use may be higher than average
among mirnority students since most reside in urban areas and are
less likely than their non-minority counterparts to attend college.

In Detroit, 85 percent of the youths age 9-18 who requested
treatment for ¢ -abuse from the Detroit Health Department
during 1985/8c were Black.?? The primary substances abused
by all youths seeking t-eatment were marijuana (60.1 percent),
alcohol (15.3 percent), cocaine (12 percent) and other (12.6 per-
cent). Although adults are more likely to seek treatment than
are youths (11,227 adults in 1984 /85; 176 youths 1985/86), al-
most all adults admitted to the 'reatment program reported
that they began using drugs during their teen years.

Nutrition

Poor nutritional habits learned in childhood may result in hy-
pertension, hyperlipidemia and cardiovascular illness in
adulthood. For example, due to poor dietary habits, the typi-
cal intake of sodium in this country is much higher than that
recommended by the Food and Nutrition Board of the Nation-
al Research Council (1980) of 1 gram of sodium per 1,000
calories consumed.?! While the effects of sodium on blood
pressure in children is unexamined, this dietary habit is very
unhealthful for many salt-sensitive adults.

The consumption of fatty and high calorie foods has been
shown to have negative health effects upon children as well as
adults. For example, fatty foods have been shown to elevate
cholesterol levels in children. According to a recent survey
from the National Institute of Health (1985), 25 percent of the
nation’s children have elevated cholesterol levels that could be
decreased with improvements in diet. Furthermore, excessive
consumption of high calorie foods may result in overnourish-
ment and obesity. It is important, therefore, that children
develop good eating habits to assure their good health as
children and as adults.

Children could be helped in developing good eating habits
through the efforts of schools districts. Districts should be en-
couraged to provide lunches that meet current guidelines in
terms of sodium, fat and sugar content. Furthermore, non-
nutritious “junk foods” should be removed from school lunch
programs and vending machines that are placed in schools.

School districts should be
encouraged to provide
lunches thaf meet current
guidelines in terms of
sodium, fai and sugar
content.
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Conclusion

Childhood is a time of vulnerability but also a time of opportunity.
Public health programming targeted at children can have an espe-
cially important impact on the future health of the state. Minority
children face greater health problems than do non-minority
children. Therefore, it is especially important to focus public health
efforts on assisting minority communities and childrenin overcom-
ing health problems so they can reach their full potential.
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Health is a central concern to the elderly since they are more sus-
ceptible to disease and ill health than are younger persons. Indeed,
the Michigan Office of Services to the Aging reports thatnearly one-
quarter of their sample of Michiganders over 60 consider
themselves to be in fair, poor or very poor health’. In addition to
having critical b-alth needs, the elderly often must rely on others
for assistance in order for these needs to be met. Discrimination and
poorer economic status exacerbates the problems faced by the
minority elderly.

Characteristics of Elderly

in Michigan

In Michigan in 1985, there were 1.4 million persons over the age of
60. According to the Michigan Needs Assessment of the 60 and Over
Population? 283 percent of tais group are over age 75, 62.2 percent
are female, and 385 percent live alone. As found nationally, the
proportion of this group over 75, female and living alone is becom-
ing greater in Michigan. Ninety-one percent of those over sixty are
White, nine percent are Black, 0.2 percent are Hispanic, and 0.2 per-
cent are Native American. Thirty-five percent live in cities, 17

percent live in suburbs and 31 percent live in small towns and 18
percentlive in rural areas.

Twenty-two percentindicate that insufficient income wasa concern.
Fifty-six percent use social security as their main source of income
and 23 percent are at or below 125 percent of poverty: The service
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The inability of many
elderly to maintain their
own homes and the age
of these homes may put
the elderly at special risk
of living in unsafe and
unsdiisfactory housing.

most frequently requested by theelderly in this study was transpor-
tation (22 percent).

Home maintenence was also a serious problem for the elderly, of
which 82 percent own their own homes. While 94 percent of elder-
ly homeowners are satisfied with their current housing, many are
not able to make home repairs (73 percent of homeowners) and
some had difficulty paying for housing and up keep. Twenty-three
percent of this group report that their home is poorly insulated and
25 percent of the elderly are living in houses that are over 50 years
in age. The inability of many elderly to maintain their own homes
and the age of these homes may put the elderly at spedial risk of
living in unsafe and unsatisfactory housing.

This study also reveals that the elderly perceive their most serious
problem to be poor health (25.7 percent report this) with 25 percent
reporting poor or fair health. Twenty-three percent have been bed-
ridden in the previous six months, and 23.4 percent have been
hospitalized. The five most frequently reported illnesses or
symptoms among the elderly arejoint problems (64.0 percent), sight
problems (56.1 percent), high blood pressure (49.0 percent), over-
weight (34.6 percent) and hearing problems (23.6 percent).

The amount of research evidence linking behavioral changes to
reduced risk of disease in older adults is much less than in younger
and middle-age groups. Some exceptions are smoking cessation
and the control of hypertension. Other risk factors which have been
present for decades may have worked an irreversible effect by the
time a person has reached older adulthood. Risk areas that can be
modified in older adults include smoking, diet, exercise, hyperten-
sion, stress and isolation, and substance abuse.

Another important health care problem for older adults is the use
of medication. Those over 65 comprise about 11 percent of the
nation’s population, but consume about 25 percent of all prescrip-
tions annually.3 Older persons who have multiple chronic illnesses
are likely to be taking several medications at once which increases
the risk of undesirable drug interactions. In one Michigan regional
psychiatric hospital, 65 percent of the older adult admissions for
“emotional problems” were medication related *

The costof medicationsisalsoaserious problem for theelderly. New
Jersey and Pennsylvania are conducting programs that provide
pharmaceutical aid to the elderly. Those enrolled in these programs
spend approximately $300 per year on the average on prescrip-
tions.> The Michigan House Bill 4141, which was passed into law
April 28,1988, is designed to establish an “Older Person’s Prescrip-
tion Drug Coverage Program” within the Office of Services to the
Aging. This program will provide pharmaceutical services to needy
persons 62 years and over who are not eligible for Medicaid. The
Michigan Office on Services to the Aging estimates that there are
202,188 persons in the State age 62 and over who would qualify for
the proposed prograr:.
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A 1982 needs assessment survey of Detroit elderly (69 and
over)” shows that poor health, restricted mobility and insuffi-
cient income were among the most frequently mentioned
problems. When asked what services they would like to see
improved for seniors, 22 percent raquested transportation ser-
vices. Many of the elderly have nc car or drivers license and
are depandent upon others for daily transportation. Fourteen
percent of the respondents mentioned home meal programs
and another 14 percent mentioned home nursing care. Given
that transportation is a problem for the elderly, it is difficult
for mariy to attend congregate feeding programs and other
programs that require travel. Increased sensitively should be
given to the transportation needs of the elderly.

Whenasked about local service programs, 20.5 percent of the elder-
ly report that they were unaware of these programs. This survey
also reveals that certain subgroups, particularly Black males, were
unaware of some of the services available to them. The report ad-
vises that elderly who are poor, homebound, Black and without
transportationare the ones who would benefit most from improved
services. Not surprisingly, the elderly in Detroit are more in need
than are those in the surrounding suburbs.

Minority Elderly

The US. Bureau of the Census reports that more than one-third of
Blacks 65 and over were poor. Blacks over 65 were three times more
likely to be poor than were their White counterparts.7 More than
one-half (55.1 percent) of all Blacks 65 or older regard their health to
be only fair or poor, as compared to 33.1 percent of older Whites.
Poor health is more likely to restrict the health of older Blacks than
older Whites (43.4 vs. 30.8 restricted days/year)®

The report from the State of Michigan Office of Services to the Aging
compares the health status of Blacks and other minorities to that of
the White elderly for the state.” As found nationally, those who are
minority members or on a limited income were more likely to suf-
fer poor health and to have poorer access to health care. Those at or
below 125 percent of the poverty level reported a higher incidence
of all illnesses or risk factors, except obesity, than did thcee with
higher incomes. Black elderly were much more likely to experience
anemia, diabetes, allergies and hayfever, and hypertension than
were White elderly.

Increased sensitively
should be given to the
transportation needs of
the elderly.
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In many areas, people
are on waiting lists for
home-deiivered meais.

Access to Health Care

Accozding to the report from the Office of Services to the Aging, al-
mostall (96 percent) of the respondents report that they are covered
by health insurance. Ten percent report coverage from Medicaid, 13
percent from Medicare plan A only and 55 percent from Medicare
A&B.Only 72 percent have insurance to supplement their coverage
from Medicare. Those in poverty and minorities were most likely io
indicate that they cownd not receive good medical care. Furthermore,
minorities and the poor were morelikely than otherelderly toreport
using clinics and other “impersonal” forms of care. It is encourag-
ing, however, that Blacks, other minorities, and the poor weremore
likely to have had a general health checkup in the previous six
months than were other groups. Thus, in this instance those with
greater need do show a greater use of the health care system.

Programs

Food programs

The Title IIl C congregate and home-delivered meal programs,
which are funded by the Older Americans Act, provide nutritional
and health education to individuals 60 and older throughout the
state via 14 area agencies. These programs receive 75 percent of their
funding from federal dollars and 25 percent from state funding.

The number of meals provided is limited and this pregram
cannot serve all of those in need. Fui.hermore, no transporta-
tion is provided to take the elderly to the congregate feeding
sites. Since many cannot travel to the feeding sites, the num-
ber of elderly who require home-delivered meals is especially
great. In many areas, people are on waiting lists for home-
delivered meals. Nevertheless, there are fewer funds available
for thiz service than for congregate meals.

Social Services

Title I B social services, which are also funded by the Older
Americans Act, provideadult day care, health screening, chore ser-
vices, home repair, transportation and personal care. The funds for
these services are also very limited and cannot meet the demand.
As noted in the Needs Assessment report, many seniors require as-
sistance with chores and daily activites. Without such assistance,
many are forced to become dependent upon others or move into
nursing homes. Some elderly on Medicaid, however, have difficul-
ty being admitted to a nursing home due to lower payment rates.
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Therefore, formany poor elderly who require assistance in daily ac-
tivitiesand self-care there is no source of relief or help.

Families who care for the elderly also benefit from services such as
adult day care, transportation chore services and other activities
which relieve the caregiver from some responsibilities and provide
Tespite time. This is especially important since many of these
caregivers are themselves older'® and do not have the energy or
health required to provide constant care to another.

Studiesshow that social support of family, friendsand church mem-
bers is extremely important to elderly Blacks particularly those of
lower income." These supports have been shown to be important
for daily activities as well as for participation in local and federally
provided services. Government agencies, social workers, etc.
should use churches and the dlergy as liaisons between service or-
ganizations and the elderly. It is also recommended that the
government support and encourage those groups that foster
friendships among the elderly (e.g., Senior Companion Program,
Foster Grandparent Program, Retired Senior Volunteer Program).
Furtheimore, programs that provide tne elderly with in-home as-
sistance (e.g:, Meals on Wheels and Home Health Care Services)
should be encouraged since they ziiow elderly persons who might
otherwise be institutionalized to remain in the community.
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ACCESSTO
CARE
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Minorities in Michiganand in the nation do not have adequate access
to health care. Minority individuals suffer from poorer health status
according to measures of premature mortality and excess morbidity.
They are less likely to have seen a physician in the last year and use
proportionately far fewer physician visits than do non-minorities.

Between 1982 and 1986 the over all use of medical care declined con-
siderably, as measured in terms of hospital care and per capita
physician visits.! The decline in access to physician care was par-
ticularly evident for those who were poor, Black or in ill health. The
Blackand Hispanic populations continue {o receive proportionately
less hospital care than would be appropriate for their poorer health.
“Technological advances have not significantly benefited minority
populations,” the Ohio Governor’s Task Force on Black and Minority
Health concluded, “because of barriers to early access to the health
care delivery system. The economically disadvantaged have limited
access to care. Minorities are disproportionately poor.”2

Contrary to what might be assumed from the extensive discussion
about the over use of medical care, research indicates serious under
use of key medical services by minorities. Minorities end to be
poorer and sicker than the population as a whole® The distinctive
cultures of minority populations must also be taken into account
when the issue of access to careis addressed. In the discussion that
follows, three types of barriers to health <are for minorities will be
presented: 1) physical/geographic, 2) financial /economic and 3)
cultural/structural.
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National data indicate
that both Blacks and
Hispanlcs experienced
significantly longer office
waiting time than did
Whites.

.....................................................

Physical/ Geographic
Barriers

Physical barriers are when a service is not located in geographic
proximity to the prospective patient or not available in sufficient
quantity to the patient if all other barriers were removed. Although
we lack a quantitative measure summarizing all featunes of access
(geographical, finandial, social, ethnic, cultural),? components of
physical access have not only been quantified, but national stand-
ards have been devised. The principal components considered are
travel time, appointment lag time, and office waiting room time>
Under most circumstances, a source of primary care should be
within 30 minutes travel time, appointments should be available
within one week of calling, and waiting time should be no longer
than thirty minutes. These standards were de-eloped using nation-
al averages and provide a quantitative indicator by which to
measure physical access.

The availability of hospital ca:e is also of concern. An important
measure of the availability of hospital care might be the occupancy
levels for existing hospitals or more specifically the ratio of hospital
days available per thousand population to hospital days used per
thousand population.

Data needed to assess physical access in Michigan include, lists of
medically underserved and health professional shortageareasin the
state, location of significant numbers of minority populations, rates
of automobile ownership, hospital bed availability and hospital oc-

cupancy rates.

Shannon and Bashshur in a study of physical access among Native
Americans in Detroit found that on the average respondentsto their
survey experienced less travel timeand shorter waiting time for ap-
pointments than the national standard. Office waiting time,
however, was somewhat longer than the national standard.® The
overall index of physical access (a weighted average of these three
factors) was somewhat more favorable than the natiunal standards.
Nevertheless, 11 percent of respondents were dissatisfied with the
travel time to the physician, 25 percent were dissatisfied with the
waiting time for an appointment and 48 percent were dissatisfied
with the in office waiting time. National data indicate that both
Blacks and Hispanics experienced significantly longer office wait-
ing time than did Whites and were somewhat more likely than
Whites to spend more than thitty minutes in travel time to their
usual source of care.

Physical access to health careappears tc b relahvely good in many
parts of the state. In rural areas, patients may have long distances to
travel to providers. In urban areas, many minorities are dependent
on public transportation, the costs of which can be a major barrier
toaccess to services. In Wayne County, a program has been initiated
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to provide taxi tokens to low income pregnant women in need of
prenatal services. Gther programs reimburse clients or friends of
clients for the costs of transportation. Such programs are needed in
other parts of the state. Limited service hours and difficulties faced
by parents who need baby sittin%assistanoe in order to access care
are also related barriers to access.

Physical access to providers is especially problematical for migrant
workers and their families, the majority of whom are Mexican
American. Long work lours and the mobility of these families
makes keeping of appointments difficult.

Financial/Economic
Barriers

Since the mere presence of adequate health care services does not
insureaccess, other types of access barriers must be considered. As
stated in the Ohio Task Force Report on Black and Minority Health, “The
first major barsier to health care access is financial. The poor, often
unable to afford early intervention, postpone care until disease
processes are at a critical stage when the possibility of survival is
minimized.”” The loss of productive years of life is enormous.

The Mcdicaid program has done much to address the health care

needs of the poor. Community Health Centers and Migrant Health il

Centers provide primary carein many communities. National Health The abilify f.O pqy for {
Service Corps physicians have been placed in areas with a shortage health services is one o
of health professionals. Nevertheless, the resources provided these the most important

programs fall far short of the need and economic deprivation remains factors determining their
a significant barrier to the receipt of health services. use

Economic factors create barriers to health care inatleast three ways,  »+ovrweerssess s sne o
The most obvious is that persons unable to afford health care often
do not seek it until forced to do so by the severity of the illness.
Second, providers of health care are often unwilling to provide ser-
vices to persons with no means to pay or who rely on public
programs like Medicaid. Third, treating illness atanadvanced stage
is almost always much moreexpensive than preventive careor early
intervention. This poor use of resources places strains on the entire
system and reduces the amount of resources available to subsidize
the care of poor people; it also shrinks the size of the delivery sys-
trm, making fewer resources available to the entire population.

The ability to pay for health services is one of the most important
factors determining their use. Since the inability to pay is a major
barrier to health service delivery, the fact that the uninsured ex-
perience serious problems in obtaining needed medical care is not
surprising. A1982 Harris survey found that the uninsured use less
medica! services, especially physician visits with uninsured Blacks
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Distitxstion of Respondarts with No lnsuronce and Uninsurod
Rote, by Roce. Michigon, 1966,

SURVEY WITH NO UNINSURED
RACE SAMPLE INSURANCE RATE
Alrucos 100.0% 1000 10.9%
Whio 3% 0.4% i0.5%
Bock 7% 12.3% 11.4%
Hsponic 0% 38% 16%
Othot 20% 33% 18.3%

Sotrce: The Uninsured Popuiation In Michigar: Sze and
Charocteristics of the Population Without Puble o Privi.o
Hooth Core Coverage h 1985, Mchbonl.ooauolorwunm
Sonk gsue Analyis, Jonuory 1968,

ranking last in rates of use. 10 The Robert Wood Johnson'’s Special
Reporton - xess to Health Care!! found that in 1986 twiceas many
uninsurad peopleas insured people had no regular source of medi-
cal care. The report found that 10 percent of Blacks and 2C percent
of Hispanics were uninsured compared with 7.5 percentof the non-
Hispanic White population. The Michigan League For Human
Servicesin its 1986 study of the uninsured in Michigan found unin-
sured rates of 11.4 percent for Blacks, 13.6 percent for Hispanics, and
18.3 percent for other minoritics compared w1th a rate of 10.5 per-
cent for non-Hispanic Whites (Table 14-1).1 With the continuing
problem of plant closings in Michigan, concern about loss of health
insurance coverage by many workers is growing.

In a national sample of Black adults, uninsured respondents were
more likely to believe that it was difficult for them to receive care
and that the care they were receiving was inadequate.1 The unin-
sured respondents were also less likely to use physicians in private
practice. In general the uninsured used fewer health services, espe-
cially when measured in terms of physician visits per year.

Guendelman and Schwable, in their study of Hispanic children,
found thatboth low incomeand poor insurance coverage decreased
the children’s use of preventive care and physician utilization.”
Black children were four times more likely and Hispanic children
were three times morelikely to come from families earning less than
$7000 per year as were White children. Far fewer minority children
came from fomnilies eaming over $24,000. For Black and Hispanic
children, entuy into the health care delivery system was inversely
related to family size. The greatest enhancers of entry were income
and Medicaid coverage. For White children, health status was sig-
nificantly more important in predicting entry into the health care
delivery system. Public insurance appeared to be the single most
important fadilitator of entry for minorities who lack adequate
health coverage. 15 Income was another important fadilitate ¢ which
was much more powerful for minurities than for Whites.

The best predictors of the volume of health services used were
health status and age of the child (with older children receiving less
care). Socioeconomic factors weresignificant boosters of the volume
of health services used for minorities, but they were not as impor-
tantas the need factors.!®

Another set of barriers often overlooked are related to the nature of
third party reimbursement plans which are usually based on stand-
ards derived from the population as a whole. Minorities are often
significantly sicker than non-minorities who present themselves for
treatment with the same diagnosis. Consequently providers are
ofter. paid proportionately less for the services provided to
minorities. The long-term effect of this policy for providers who see
a significant number of minorities as patients may be a choice be-
tween reduced income or providing less than optimal care.
Evidence of the negative impact of current payment mechanisros is
the growing number of Michigan physicians who will not accept
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Medicaid patients and the disappearance of the traditionally Black
hospital. Both trends limit the access of minorities to needed health
care. In order to obtain equity in access for minorities, health care
payment mechanisms must be reviewed with regard to the special
circumstances of minority patients.

A finding of both the Robert Wood Johnson Report and the Neigh-
borsand Jackson study is that the Emergency Room (ER) isseen by
the poor, minorities and the uninsured as a source of care with rela-
tively few barriers. Thisleads to inappropriateuse of one of the most
expensive sources of ambulatory care.

An increasingly important factor influencing the decision of
providers to provide care in Michigan and especially in Wayne
County (the county with the largest percentage of minorities) is the
high rate of medical malpractice liability insurance. Hospitals in
Wayne County pay the highest medical malpractice rate per oc-
cupied bedin the nation. Physicians (particularly those in the higher
riskspecialties) in Wayne County, are paying the highestratesin the
stateand in some instances the nation.!

Cultural/Structural Barriers

Cultural acceptability of services is an issue that must be con-
sidered in attempts to enhance minority access to the health
care system. The health care delivery system has evolved with
partial and inadequate participation by minority com-
munities. Until quite recently, the health care system in
Michigan was largely a segregated one. Even today, according
to the Ohio Task Force on Black and Minority Health, “most
health services today are planned, designed, and implemented
in a manner which excludes the values, beliefs and attitudes
of the minority community.” “This lack of cultural sensitivity
by the health care system,” the Ohio task force concluded,
“results in treatment and care being provided in a context that
lacks meaning for minorities.” The result is outcomes which
are “less than optimal.”18

One apparent consequence of cultural/structural health system
barriers is that Black children make much less use of the health care
delivery system than do their White countetparts.w This occurs
despite the poorer health status of Black children. Modifications in
the system can lead to improved access, however. Orr, Miller and
James™ found that whena delivery system was expressly designed
and operated in such a manner as to diminish or eliminate struc-
tural barriers, Black children made equal or greater use of health
care services than did White children. Among the structural
modifications in this study were expansion of office hours, follow
up of patients, and inclusion of minority individuals as staff mem-
bers. These findings strongly indicate that structural barriers are
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Language is a significant
barrier to health care,
particularly for those who
are foreign born.

significant determinants of the use of health care services, and that
culturally related barriers can be overcome. The study did not take
intoaccount children who never entered thedelivery system. It may
well be that cultural barriers are more powerful in the deasion to
seek entry into the system.

Berkanovicand Telesky?", and Harwood? contend thatdifferences
in health care utilization may be the result of culturally determined
patterns that were developed inresponse to a specific need or situa-
tion. 2 Fordecadesafter slavery, mainstream health care was usually
not acc&ss:ble to Blacks, primarily because of discrimination.
Washmgton for example, states that Blacks in Detroit in the 1920s
had accessto hospxtal dlinics, but were able to use hospital bedsonly
in obstetrical cases. Although many of these barriers no longer exist,
many Black Americans continue the traditional practices of health
seeking behavior.

Hispanics face a number of cultural and structural barriers to care.
Language is a significant barrier, particularly for those who are
foreign bomn. Spanish speaking Hispanics are especially likely to
have no regular source of medical care.Inaddition, many Hispanics
from rural areasare unfamiliar with delivery of servicesin smalland
large cities. Furthermore, it has been found that Hispanizs use
preventive health care measures and medical examinations less
than others? Key Hispanic informants surveyed by the Depart-

ment of Mental Health emphasized the importance cf
bilingual/bicultural staffing of health services if these services are
to be accessible to Hispanics.

Structural and cultural problems with access to care are problems
for Native Americans. The Report of the Director’s Indian Health Task
Force noted that the “many resource providers, both private and
public, mistakenly assume that Indxans are solely the responsibility
of . . . the Indian Health Service.”Z The Indian Health Services's
(IHS) Kincheloe Health Center and the IHS-supported tribal health
centers provide health services to only one sixth of the Michigan In-
dian population. The Detroit Indian Health Centerisan IHS funded
urban Indian helth facility. Its resources for reaching the substan-
tialurbanInd;  -nulation in southeast Michigan are limited. The
Indian Task Fc. report also noted a number of other access
problems facing Indians:

... insufficient numbers of trained Indian health professionals;
discrimination or cultural insensitivity by non-Indian providers
toward Indians; inadequate Indian outreach; and lack of
knowledge and sensrthgy toward Indians by State and local
health department staﬁ

Refugees and immigrants from Southeast Asia are another group
with special access proble: - ~. Language difficulties are a bargier to
care and there appear to L delays in seeking access to care.” The
number of immigrants from Southeast Asia arrivxng30n Michigan
between 1975 and 1985 has been estiriated at 10500 The heavy




Access to Care

137

influx of immigrants in Arab American communities in Michigan
hasled to similar access problems for this population.3!

If health professionals recognize cultural variables as they
apply to various ethnic groups, health programs can be more
appropriately tailored to the needs of the minority community.
For intervention strategies to work in minority communities,
professionals must be av.are of what the client is likely to be
thinking and have a broad understanding of the term health.
They must also understand how health is likely to be under-
stood by the communities in which they are working,
understand the factors that influence health status, and real-
ize the powerful, lingering effects of discrimination on
minority communities.

Other Issues

The discussion of access inherently assumes that each person is
somehow tied to a physical location. Location or home servesas the
reference point from which we make the determination of whether
the individuals’ needs arebeing met 25:d from which corrective ac-
tion is taken. In Michigan, asaround the country there isa growing
segment of the population that is not counted and notconsidered—
the homeless. While there are no “good” figures, estimates of the
number of homeless in the state vary from 10,000 to more than
25,000. Thesecitizensare disproportionately minority: In the Detroit
area, itis estimated that 79 percent of the homeless are Black, 3 per-
cent are other minorities, and 18 percent are White. It is estimated
thatapproximately 25to 30 percent of the homelesshave psychiatric
problems which make it difficult for them to operate a convention-
alhousehold. The homelessare predominately a youngpopulation.
The Detroit data indicate thatalmost 30 percent of them are children
under the age of 13. Another 6 percent are between the ages of 13
and 19. The great bulk of the homeless (49 percent), are aged 20 to
44. Thirteen percent are between 45 and 64, while 3 percent are 65
or over. Almost 55 percent of the homeless are male. Feunalc single
parents and their children comprise 32 percent of homeless in-
dividuals® The homeless carry with them a great burden of
medical problems such as hypertension anc; chemical dependency.

Conclusion

As theGovernor’s Task Force on Access to Health Careapproaches
the question of providing for all in need, it will of necessity focuson
the poblems of minorities. Among the deficiencies affecting
minorities that must be addressed: the problem of entry iuto the
health care system by the uninsured and inadequate access to care

in Michigan, as around
the country there is a
grovsing segment of the
population that is not
counfed and not
considered—the
homeless.
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by children. Plans for universal coverage of all residents are being
considered by a number of states and should be considered by the
Michigan task force. Public programs such as Medicaid, the Com-
munity Health Centers, Migrant Health Centers, and the National
Health Service Corps have been a major vehicle for expanding
health care coverage for minorities. The growing racial disparity in
health status requires renewed effort at improving access to care for
minorities in Michigan.
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- Chapter Fiffeen-

JOBS AND
EDUCATION

Economic Background

The economic deprivation experienced by minority communities
underlies many of the health problems which these communities
endure. In their review of the literature on the impact of socio-
economic position on health status for the Secretary’s Task Force on
Black and Minority Health, Haan and Kaplan conclude that a sig-
nificant portion of the minority/White differeniial in health
outcomes can be explained by differences in socio-economic posi-
tion.! They cite studies of all- cause mortality, survival differencesin
cancer of the breast and prostate, male lung cancer incidence, mor-
tality of coronary heart diease, and infant mortality which showa
significant reduction in the racial differentials when socio-ecoromic
position is taken info account.

Historically, minority groups have experienced discrimination that
has placed a disproportionately large segment of their members in
depressed economic situations. Although the specific forms of dis-
crimination experienced by each minority group varied, systematic
segregation in jobs, housing, education, and i.ealth care continued
into the twentieth century and was a common reality endured by
all minority groups just a generation age.

Inthe wake of the civil rights movement of the 1950s and 1960s, many
forms of institutionalized segregation in public accommodations,
education, and health care delivery have been eliminated and
progress was achieved ina number of areas. Between 1966 and 1975,
there were significant increases in the Black share of employment in
many job categnries, especially officials and managers, professionals,
technizians, sales workers, office and clerical workers, and craft
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Some economic
indicatcis show not only
a slowinz of progress but
a regression in the statfus
of minorifies in recent
years.

workers. Since 1975 the Black growth in these job categories has only
been modest and parity was achieved only among office and clerica
workers2 Evenafter the progressresulting from thecivil rights move-
ment, 1980 Michigan census data showed a three to one racial gap in
poverty ratesand a two to one gap in unemployment rates. The 1980
Michigan unemployment rates of 21.5 percent for Blacks and Native
Americansand 17.4 percent for Hispanics in 1980 can only be charac-
terized as depression-level (See Tables 1-3 and 1-4).

Some economic indicators show not only a slowing of progress but
a regression in the status of minorities in recent years. Since 1975,
the overall share of Black employme *cieclined despite therelative
increase in the Black population.”? ity groups have been more
severely affected than have Whites vy the erosion of jobs in the
manufacturing sector. Unemployment rates have continued to rise
for minority group ra¢ bers in the 1980s despite an overall im-
provement in the unemployment rate for the state as a whole.
Unemployment was deemed the most serious problem facing
Hispanic communities according to the results of a survey of forty
key Hispanic informants conducted by the Michigan Department
of Mental Health # The continuation of de facto discriminatory bar-
riers, the resistance to further progress in the civil rights arena via
affirmative action programs, inadequate and unequal funding of
public education, and structural changes in the economy appear to
have led to a regression in both the absolute and relative economic
status of minorities in Michigan. At the same time, informal
mechanisms of exclusion and discrimination limit the growth of
minority participation in higher paid job categories.

Economic Situation of
Minority Youth

The deteriorating economic situation facing minority communities
hasbeen especially devastating for minority youth. The Black youth
unemployment rate in Michigan has not dropped below 50 percent
since 1980 and has reached as high as 68.3 percent in 1983. Black
youth unemployment rates in the 1980s have been between 2.3and
3.7 times as high as White youth unemployment rates.

Education

The quest to educate children has been an historic feature of the
struggle for a better life throughout United States history. Progres-
sive advances have occurred: the establishment of a system of
universal public education in the nineteenth century, the elimina-
tion of legal racial segregation in publicschoolsin themid-twentieth
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century, the widening of minorities’ access to higher education
through the establishment of affirmative action programsand other
measures in the 1960s and 1970s. Thus the minority proportion cf
undergraduate enrollment in Michigan four year public colleges
and universities increased from 6.6 percent to 11.3 percent betwe¢n
1970 and 1976. In private colleges and universities, there was an in-
crease from 6.3 percent to 155 percent in minority enrollment
during this period ®

The gains of the civil rights period led to an improvement in the
educational achievement of minority groups but they failed to
eliminate discrimination in the application of societal educational
resources. As in the economic realm, a regression has occurred in
the past decadein the educational arenaand the racial gaphasagain
been widening. The minority proportion of undergraduate enroll-
ment in Michigan schools decreased from 113 percent to 105
percent in four year public colleges and universities between 1976
and 1986. In private colleges and universities, the proportion
dropped from 15.5 percent to 13.2.” The proportion of minorities en-
rolled at the graduate levels has also declined.

Anindication of the racial gap insecondary education is the fact that
students fromll minority groups except Asian Americans aremore
likely to drop out of school than are White students. Especially trou-
bling is the fact that Michigan drop out rates have increased
significantly for Blacksand Hispanics in the 1989s. The annual drop
out rate for Blacks in ninth to twelfth grade increased from 7.8 per-
cent to 12.0 percent between 1951-82 and 1985 86 (Table 15-1). For
Hispanics, the rate increased from 9.6 percent to 10.9 percent. The
rates for Blacks and Hispanics are more than twice as high as the
rate for Whites (4.5 percent in 1985-86), which has remained essen-
tially stable in the 1980s. The impact of such high annual drop out
rates is that nearly half of Black and Hispanic youth entering ninth
grade do not complete their high school education. Key Hispanic
informants in the survey conducted for the Department of Mental
Health identified dropping out of schocl as the most serious
problem for Hispanic adolescents. “School was often described as
an environment that devalues the Hispanic child’s cultural back-
ground,” the survey reportexplains, “and isat timesoutright hostile
about the child's cultural and linguistic differentness.”®

The systemic problemsof high unemployment levels for minorities
and inequality in the eduational arena are related. Jobs at decent
wagesare a vital factor in family formation and stability. Asuppor-
tive family environment and hope for a future are both important
factorsin educational success. Efforts need to be ;nade at the nation-
al, state, and local levels to provide jobs, to support families, and
improve the educational system and its accessabilityand sensitivity
to minority needs at all levels. A number of positive initiatives are
takingplacein Michigan to address these critical systemicproblems.
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Number and Percentoge of High School Students Dropping
Out of Schoot Per Year by Roce/Ethnicity, Mchigan, 1981-85

RACE/ SEP 81-JUN 82 SEP 83-JUN 84 SEP 85-JUN 8o
ETHNICTTY NO. % NO. % NO. %
Amerzon

Indon 289 68 %4 63 245 59
Asion

Ametoon &» 26 2 37 87 23
Bock 6232 1.8 8,859 1.7 9059 120
Hispanic 43 96 721 102 810 109
White 20524 A7 16964 A2 17592 4S
Tolal 27,817 52 25960 54 27804 68
Source: Unpubkshed duata, Michigan Deportment of
Ecucation.
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Michigan Youth Corps

Establisked in 1983 by the Michigan legislature, the Michigan Youth
Corpsisthe largest state-funded summer job program in thenation.
Its goalsare tr, provide employment for youth who otherwise might
not have the opportunity for summer employment, in order to give
them work experience that might lead to a permanent job. The
Michigan Youth Corpsisanopen program, thatis, any unemployed
Michigan resident between the ages of 18 and 21 who applies is
givenajob, if oneisavailable. First preferencein hiringis to find jobs
for persons who live in households headed by an unemployed per-
son. Second preference is to find jobs for the oldest applicants.

Since it first began, over 95,000 Michigan youth have participated
in the program. Nearly half of the participants have been members
of minority groups. About 44 percent of participants were Black, 2
percent were Hispanic, 1 percent were Native American, and less
than 1 percent were Asian and Pacific Islanders.

The Michigan Youth Corps employed approximately 22,000 of the
86,000 young persons who were jobless in the summer of 1987. This
was the first summer that sufficient funding had been allocated to

Traditional work values provide jobs for all of the applicants; every eligible person who ap-

are the number one job plied on time was offered a job.
priority for Youth Corps All Michigan Youth Corps jobs are full-time; the average job lasts
participants. eight weeks. Jobsare diverse, and range from working in offices to

stace parks to day-care centers. Participants are assigned to projects
sponsored by bothgovemment and educationai institutions, as well
as public and private non-profit agencies. The hourly rate for
Michigan Youth Corps participants is $3.35 and for supervisors it's
$5.50; both are hired for the same pnoje<:ts.10

Toassess the impact of the Michigan Youth Corps, the Department
of Labor commissioned the Louis Harrisand Assodiates, Inc. tocon-
duct a poll of 1987 participants." According to the Harris report,
traditional work values are the number one job priority for Youth
Corps participants. Among the youth who were polled by Harris,
some 98% said the Youth Corps had met their highest expectations
in providing the opportunity for responsibility; 97% thought the op-
portunity for teamwork and completing a project was a valuable
experience, Over one-half the Youth Corps participants landed a
permanent unsubsidized job shortly thereafter, and another ong;
third have entered an educational or vocational training program.

Youth Corps participants reported they liked the peopleand work,
the experience of learning new skills and the opportunity to earr:
money. “Having responsibility” was the primary expectation before
entering the program and the major fulfislment after completing the
program. “Leaming how to organize oneself for work” was the
second expectation, as well as the second source of satisfaction with
the program. Regarding the aspirations of participants, 51%
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reported that they wanted to go to college, 26% were looking fora
full-time job, 12% were attending high school or technical school,
and 6% were entering the military or studying and working part-
time."® The Harris report concluded, “There is litle doubt ttaj the
Michigan Youth Corps program could well become a prototype of
what other states, the federal government, and the private sector
can hope to emulate.” 4

There has been a recommendation to incorporate a health com-
ponent into the Michigan Youth Corps that might include health
and nutrition education as well as heaith screening. Since poor
health and nutrition hinder young people in their school activities
as well as other facets of life, it makes sense to include a health com-
ponent in the Michigan Youth Corps.

Michigan Civilian
Conservation Corps

Patterned afier the Depression-era Civilian Conservation Corps, the
Michigan Civilian Corservation Corps was established by state
legislation in 1984. Its goals are to improve and protect Michigan's
natural resources and to offera positive as well as educational work
experience for economically cisadvantaged youth between theages
of 18 and 25.

Since 1984, about 2,800 young people have been employed in the
Michigan Civilian Conservation Corps; many of these were
minority youths. The Department of Natural Resources 3ponsors
most of the projects in which the Michigan Civilian Conservation
Corps participates. Sixty Michigan counties have Corps sites, ac-
commodating about 150 different projects throughout the State.
Corps participan(s are engaged in projects involving trail develop-

ment, construction and maintenanceisand secretarial work. The

term of employment runs year-round. Participants in the

All of the participantsin the Michigan Civilian Conservation Corps MiChig an Civilian

are encouraged to take advantage of job counselingand trainingop- Conserva® n Comps are
portunities; they are given ten paid days of vacation per year for cour f ke
these activities. To date, ten pilot education sites have been estab- encouraged fO tg

lished where Corps members can further their education. Manyare advant C.’g e of jo .
wozking on General Education Diplomas, and a few are working counseling and training
on reading proficiency. At least 66% of Michigan Civilian Conser- rfunities.

vation Corps participants who have left the program have found oPpo ........................................
new jobs.

There are 46 year-round Corps-type programs across the country.

All but two are conservation-oriented, and most are state-wide

programs. Michigan is the only state in the United States having a

program which targets public assistance recipients. The 5.4 million
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dollars from the state allocated to the Michigan Civilian Conserva-
tion Corps ranks fourth behind similar programs in Pennsylvania,
California and the City Volunteer Corps in New York City. 6

Education Programs

The Michigan Department of Education received a general educa-
tion grant in 1985-86 for an Ecrly Childbood Education Pilot Project
whose goal was the academic preparation of four-year-olds at risk
for academic failure. Some 694 at risk four-year-olds participated in
eighiteen different programs across the state. Refunded the follow-
ing year, several new programs were implemented in ten additional
districts in 1986-87, and three collaborative models also were
developed. Approximately 186 additional children were served by
these new programs.!”

Although each program in the Early Childhood Education Pilot
Project was structured along the same lines, variations in the dif-
ferent programs were tailored according to the individual school
district. For purposes of selecting the children, some form of assess-
menttest was given such as the Denver Screening Test, Gesell School
Readiness Test, Peabody Picture Vocabulary Test or Stanford Pres-
chool Internal/External Scale. Observations of the children in a
school-like setting also were incorporated in the selection processin
one way or another. The number of staff working with the various
programs ranged from four to eight, and generally included one or
more teachers and paraprofessionals, a social worker, as well as
parent advocates. Besides classroom training, the children involved
participated in home training sessionsafter parent/ teacher orienta-
tions had been held. Post-program evaluations were conducted
using such tests as the DIAL R, Caldwell Preschool Inventory and
Haslett Development Center Skills Checklist. The overall project
currently is compiling information from the various phases of the
evaluation component, and a report 1s being prepared to assess the
program’simpact. Although not currently funded, theobjectives of
the pilot project will be continued through a series of Early
Childhood Development Grantsin the next school year.

The Detroit Compact, created by Governor Blanchard in 1987, has
as its goal post-secondary school support of Detroit high school
graduates. The plan calls for public scholarships in combination
with corporate contributions in order to assist young people to
recei~e full financing for college and post-secondary training, as
weli .5 joband carcer counseling for graduates. The program is lo-
cated in Detroit and is operated through the Department of
Commerce, Detroit Public Schools, New Detroit, Inc. and Wayne
State University.

£}
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Cabinet Council on
Human Investment

The Cabinet Council on Human Investment was formed in the
spring of 1987 by Governor Blanchard to developand coordinate a
comprehensive strategy for the education, training, and retraining
of Michigan’s presentand future workforce to best prepare them for
the jobs of today and tomorrow.

One of the Coundil’s first initiatives has been the creation of the
Adult Literacy Task Force, a joint venture with IBM and key state
departments to develop recommendations for improving the
workforce literacy of Michigan’s present and future workers. Task
Force members conducted an extensive study and interview
process, capitalizing on the information obtained from the Council’s
involvement in a year-long ten-state national literacy academy to
develop state policy. The resulting eight recommendations include
anew definition of workforce literacy, building on the State Board
of Education’s new definition of reading.

In another related area, the Council’s efforts with the lacocca-
Fraser Commission on Jobs and Economic Development has
led t0 a task force whose charge is to identify the basic skills
workers need for jobs in the future. Their first task is to ex-
amine issues relative to establishing job skill standards for
both academic and work employability.

The Cabinet Coundil, in partnership with the Govemor’s Office for
Job Training and the Michigan Job Training Coordinating Council,
isspearheading a major new initiative—the Michigan Opportunity
Card. The Card will help every adult get the assessment and train-
ing needed to be competitive in the job market, and choose where
those services will be obtained. The card eliminates negative labell-
ing of persons; all adults will have cards, with magnetic strips
containing pertinentindividual information. TheCard—along with
the new workforce literacy definition to drive instructional change,
the job skill standzrds to measure success, and a Policy Bourd to
oversee the design and implementation of an integrated, outcome-
orientcd adult training, education and supportive services
system—will create a system to meet the demands of the future.

The Coundil also is working with the Department of Social Service:
to establish public and private sector partnerships to find alterna-
tives for helping dependent citizens aoquire the necessary skills for
employment. An outgrowth of such a partnership, the Ingham
Coanty Project was created to increase welfare job placement rates
and decrease the cost per unit of placement.

A Neighborhood Restoration Corps, similar to the Michigan
CivilianConservation Corps, hasbeen proposed. Its purpose would
be to reduce high school dropout rates in urban .«reas by creating a
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A number of studies

have demonsirated that

Head Start provides ifs

gradudtes a better start
in school.

.....................................................

work team of young peaple; the program combines job training
with education. This proposal is now part of the Department of
Commerce’s Neighborhood Builders Alliance initiative.

Finally, the Council is working in conjunc jon with the Department
of Education to get legislative adoption of the Governor’s Educa-
tional Excellence Challenge. The Challenge includes preschool
programs, teacher in-service, dropout prevention, performance
standards, achicvement incentives, choice, and core curriculum.

Head Start

The Head Start Program provides comprebensive parenting as well
as social, health and educational services to low-income children
aged 3-5. The Program is federally-funded and has been in opera-
tion in Michigan since 1965. At lcast 34 public and private sector
non-profit agencies serve as grantees at the local level. A
proximately 22,000 children participate in the Program each year.
Despite some initial controversy, a number of studies have
demonstrated that Head Start provides its graduate:s a better start
in school. The 1985 Head Start Evaluation, Synthesis, and Utiliza-
tion Project, moreover, found a reduction in grade-retention for
Head Start graduates and ncted thessignificant help given by Head
Start to families under stress 2’

9

Perry Pre-School Project

The Perry Pre-School Project within the Ypsilanti public school
system is a longitudinal research study of the impact of high
quality early childhood educution on disadvanataged
children. The Perry project involves a developmentally ap-
propriate curriculum and child-initiated activity. Selection for
participation in the Perry Ypsilanti preschool project was
determined by the family’s le*=l of poverty. On the average,
the children who were selec’ ... came from families whose
parents had at least a ninth grade education, were un-
employed (42% had neither parent employed) and lived in
crowded housing at a median of about seven personsin a five-
room house. All of the families were Black; their children had
cognitive abilities at age 3 that were below average for their

socio-economic level.2

The Perry project is significant because its impact has been careful-
ly evaluated. Project researchers collected data on its 123 Black
participants and on a control grougzat several different points
before, during and after the program.” They delineated important
benefits that were derived from the Perry preschool project. Stu-
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dents who participated in the Perry project later required less cost-
ly forms of education as they progressed through school. None
required institutionalized care,and very few required special educa-
tion. Children who participatedin the Perry preschool programhad
sigadficantly higher scores on measures of cognitive ability than
these in a control group. The preschool children had higher scores
on achievement tests in elementary school, at least t;nti] the eighth
grade, and they received better ratilz}gs by elementary-school
teachers, atleast until the fourth grade.

Conclusion

A number of efforts are underway to meet the needs of
Michiganders in the critical areas of jobs and education. Programs
that intervene at early stages of the lifecydle are espedally impor-
tent given the long term consequences of failure in the carly' 2ars.
Programs in the pivotal areas of employmentand educationareim-
portant ones for the state as a whole and especially for minorities
who experience significant inequities in the economic and educa-
tional realms. The provision of good jobs with decent wages and
fringe benefits enables people to participate in the health care sys-
tem and is beneficial to th~economy. Advancing toward cqualityin
the economic and educational arenas would provide the public
health community with a context in which to close the racial gapin
health status.

------------------------------------------------------------------------------------------
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SMOKING
PREVENTION
AND
CESSATION

Smokingisa factor in many poor health outcomes. Among the
most important are lung cancer, esophageal cancer, ischemic
heart disease, stroke, low birth weight, and complications of
diabetes. According to the Surgeon General’sReporton Health
Promotion and Disease Prevention, smoking leads to more
preventable illness and death than any other single risk be-
havior. Specifically, the Surgeon General reports that smoking
results in 320,000 premature deaths per year and debilitating
chronic disease in 10 million Americans.

Not only is smoking prevalence higher within minority than non-
minority communities, the tobacco industry has targeted
advertising toward both Blacks and Hispanics. These advertise-
ments appear in magazines for minorities and on billboards in
minority neighborhoods. Furthermore, cigarette corapanies spon-
sor entertainment and cultural events attended predominately b¥
minorities and fund educational institutions that serve Blacks.
These efforts of the tobacco industry increase the urgency and need
to combat smoking within minority communities.
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Many in the smoking
cessation field believe
tnat such programs are
most effective when they
occur within established
organizations such as
work places, clubs,
churches and hospitals.

Smoking Cessation
Programs

General Recommendations

Although most smokers vho have quit do so on their own, several
evaluation studies of smoking cessation programsinMichigan have
demonstrated success with outpatlentss members of community
orgamzatlons4 and pregnant women. > Research has also shown,
however, tha. smokers are not likely to volunteer for a cessation
program, especially if it involves time or financial costs. Many in the
smoking cessation field believe that such proera~ wre most effec-
tive whenthey occur withinestablished organ..  snssuchaswork
places, clubs, churches and hospitals.6 .« this way, the
organization’s members are more likely to find out about the
programs and can participate in them without making special trips
toa new location. These considerations are especially important for
minorities who often face considerable financial and transportation
difficulties. Alsc thecessationprogramcanbedevelopedand main-
tained more easily and successfully if it is a part of a preexisting
organization, not an independent © ect. Additionally, the
smokers’ friendsand acquaintancesin the organization can provide
the frequent social support many ‘quitting smokers’ require.

Studies, researchers and applied programs indicate that rewarding
smokers for not smoking and providing alternate, healthful be-
haviors is more likely to lead to a reduction in smoking than
punishing smokersor simply insisting that they stop smoking.” Fur-
thermore, it has also been shown that programs designed for the
needs of particular groups are more successful than programs
aimed ata general audience® This consideration is particularly im-
portant for minority groups since programs designed for a general
audience tend to neglect thecultural experienceand linguisticneedds
of minoritics.

Smoking Cessatit.:
Classes and Clinics

Below are several examples of smoking cessation prograins that
were developed within preexisting orgamzatlons One year quit
rates for such programs rage from 20-30 percent In forming suc-
cessful programs it appears that it is important to get the smokers
to support the program. One way of eliciting support is to involve
smokers in planning the program rather than planning the program
for the smoker.

Some hospitals have developed programs that assist nurses, doc-
torsand other staff to quit. For example, the Lehigh Valley Hospital
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Center in Allentown, Pennsylvania has been providing cessation
classes and incentives such us bonuses and savings bond drawings
since October 1985 to encourage employees to stop smoking. This
program was developed to help smoking employees prepare for the
hospital’s no-smoking policy which began in April, 1986. Accord-
ing to the hospital director, Jeffrey E. Burtaine, M.D., urine nicotine
testsindicate that27 peicentof the 858 employees who smoked have
quit as of October 1987.

Six monthsafterimplementation of an employee smokingcessation
program at Group Health Cooperative of Puget Sound, 29 percent
of the smoking e:.,ployees reported smoking fewer cigarettes. The
average number of cigareitcssmoked per day decreased significant-
ly by 2 cigarettes from 15.6 cigarettes per day. Furthermore, the
emplc jee support for the project increased. However, project re-
search¢.s noted that few smokers took advantage of the smoking
cessation classes that were provided. Unlike the Lehigh Valley
program, the employees had less voice and participation in the
project. Given that maintaining moraleand unity in the work place
is necessary for the implementation of any policy, the project re-
searchers concluded that more steps should have been taken to
involve the smokers in the planning.w

The American Lung Association (ALA) provides smoking cessation
clinics through local hospitals and clinics. These programs are of-
fered in a large nurnber of communities and have a one year quit
rate of approximately 20 percent. The ALA provides training to
those wha wish to become group leaders for the clinic. Training
minority - dividualsasgroup leaders strengthens theability of such
programs to serve minority communities. For example, an Upper
Peninsula clinic run by a Native American was successful in serv-
ing Native Americans. According to a Northern ALA
representative, this program was successful because the program
educator wasableto involve the tribal community and gain its sup-

port for the program.1

Nicorette, a sugar-free gum containing nicotine, is another techni-
que t~aid smokers to quit. Thisgumis only availableby prescription
and creates a blood nicoti « level similar to that produced by one
half to one cigarette. The gum helps to reduce nicotine withdrawal
symptoms wbh’.e eliminating the negative effects ¢ carbon
monoxide an  ar. This gum, when used correctly. may be helpful
for many pers: as who are quitting; but itis not to be used by preg-
nant or lactating women.

The Roswell Memorial Institute found that only five percent
of gum users contirue to use Nicorette after one year. The in-
stitute also found that this productis most effective when used
in conjunction with clinics, programs and booklets designed
for smoking cessation.
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Mass media campaigns
have a considerable
potential impact since
they reach many
individuals who are riof
otherwise e.;posed to
smoking cessaiion
messages.

Programs Designed to Reach
Large Numbers

Smoking cessation programs provide opportunities for
sinokers who are ready to accept assistance in quitting. Other
approaches aimed at reducing smoking are mass media cam-
paigns and counseling efforts by physicians. These efforts
¢ e the potential to reach a much larger group than smoking
cessation clinics and programs. This larger audience compen-
sates for the lower quit rates of approximately 6-15 percent for
thesz programs as compared to the higher rates of thosc
programs that provide more individualized attention.!

Mass media campaigns

Mass mediacampaignsarea useful approach tosmoking reduction.
Mass media campaigns have a considerable potential impact since
they reach many individuals who are not otherwise exposed to
smoking cessation messages such as the unemployed,
homemakers, and others who may have limited contact with or-
ganizations.14 The results of several studies support the usefulness
of mass media campaigns. For example, Wamer'® estimated that
anti-smoking public policies and media publicity that followed the
1964 Surgeon General's report had a cumulative effect of reducing
the 1975 per capita cigarette consumption by 20 to 30 percent. Ina
current review of 40 mass media campaigns, Flay16 reports that
campaigns designed to provideinformation onsmoking have been
shown to be effective in changing the attitudes, beliefs and be-
haviors of smoke,s. This review reveals, furthe: more, that the rore
effective campaigns contained the following factors:

1) Temporal endurance

2) Several, varied announcements

3) Frequent exposure

4) Presentation on many media during ‘prime time’ to insure
widespread dissemination

For example, USA Counteradvertising continued for three years
and had onePub" - Service Announcement forevery three to twelve
cigareti -omurv_.ciels. The mass media have been used not only to
provide informazion vn the health risks of cigarettes but also for
televising self-help smoking cessation clinics. Such efforts are cost-
effective since thev reach people wha might not be able or wish to
attend face-to-face clinic programs. Flay concluded that such
programs are helpful if coordinated with written materiais,
televised group discussion and community organizations.

The Role of Physicians

While some smoking intervention programsa  ve substantial
quit rates, these programs do not reach all peop- . One sc.arce of
heip that has potential to reach many smokers 1s the physician.
Physicians have regular contact with many smokersand the infor-
mation that they provide is highly credible to most patient.
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Studies have shown thata physician’s advice to quit may havesome
impact on a smoker’s behavinr even though the tnessages are fre-
quently beief.”” Furthermore, according to the American Cancer
Society, smokers report that they would atterpt to quit if a
physician requested that they did so.’®

Although physicians do 9perceive smoking to be an extremely
serious health problem,!? there is some debate as to whether
physicians advise all patients who smoke 12 quit. For example,ina
national study, only 65 percent of physiciars questioned report that
they advise all patients to quit smoking. The remaining thirty-five
percentreport that they only counsel patients on smoking if it poses
an immediate health problem.zo Similar results were found in a
Michigan study in which only44 percent of the smokersin the study
report that their physician had ever advised them to quit smoking.
Furthermore, in this study, Black smokers were less likely than
Whites to report that they had been advised to quit (35 vs. 45 per-
cent) despite the xelativel)é high incidence of smoking-related
problems within this group. 1

Surveys indicate that physicians may be reluctant to advise the
patient to quit smokin because they perceive that their ccunseling
is not effective. Physician counseling on smoking cessation does
havearelatively low successrate of two to five percent.2 Thisisnot
surprising given that the counseling that is done is often brief (ap-
proximately two minutes) and usually does notinvolve further aid
or information (e.g., a referral or pamphiets). Nevertheless, even a
two percent success rate would have a sizable national effect if all
physicians were to counsel their patients to stop smoking.

Anda et al. suggest that physicians may become able to
provide additional assistance to their patients if reimburse-
ment structures were changed.23 Currently, third-part, payers
do not pay docturs for health education. Reimbursing
physicians for patient edacation would encourag Jjoctors to
provide assistance and counseling to patients for smoking ces-
sation as well as many other health problems.

Community-Based Programs for Smoking Prevention/Cessation
Several programs have been developed to attack smoking o the
community level. Two such programs are the Pawtucket f:eart
Health Program and the Minnesota Heart Health Program.

The Pawtucket Heart Health Program (PHHDP) is a research and
demonstration project funded by the National Heart, Lung and
Blood Institute. It isaimed a predominately blue-collar community
in southeast New England. The smoking rate in this area is high at
434 percent. Initial efforts to enroll smokers in smoking cessation
clinics through local organizations such as worksites and churches
drew only 31 participants. In order to attract a larger r mber of
smokers, those who attended the clinic wereente  'intoa lottery.
The lottery was advertised by flyers and poster.  and the coni-
munityand by promoticns in newspapersand on radio. The lottery
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i prizes werr: donated by local businesses. These strategies attracted
Sl.n ce mo.Sf smqkers 112 enrollees. Another successful recruiting techniqi%l used in the |
begin smoking prior to project was a two-day fair to promote the lottery during which
age 21, smoking smokers had one-to-one communications with health profes-
prevention in school sionals. At this time, participants were given a choice to quit with
. self-help materials or to jein a smoking cessation group. Through
children would this strategy, the program gained 256 enrolles. The quit rate for the
significantly reduce the total program is estimated at 14-25 percent. While the program
7 - evaluators feel that this quit rate is slightly low, they recommend
prevalence of smoking. the broad-based community efforts and incentives to recruit
.................................................... smokers rather than the small risk-reduction clinics.
The Minnesota Heart Health Program (MHH?) isa 10 year research
and demonstration project of population-wide primary prevention
of cardiovascular disease which inciudes reduction of risk factors
ir~luding cigarette smoking, blood cholesterol an-1 high blood pres-
sure. Programs are located in three areas in each of three
states—Minnesota, No:th Dakota, and South Dakota. This com-
munity-based approach is based upon the concept that bzhavioral
habits are learned and influenced to a large extent by the surround-
ing culture. The projectinvolves community groups, physiciansand
health professionals and provides risk factor screening ricprams
and health education classes to the public. The education strategies
also indlude media-based information, smoking cessation projects
inschools, education for health professionals,and community-wide
risk factor campaigns.

In Michigan, the Department of Public Healtk is funding
several projects throughout the state that a~e modeled upon
the Minnesota Heart Health Program. The Michigan projects
are aimed toward women of childbearing age and children.
These target groups were selected in order to have the greatest
health impact. Reducing smoking during pregnancy leads to
improved birth outcomes. Since most smokers begin sinoking
prior to age 21, smoking prevention in school children we ald
significantly reduce the prevalence of smoking.

OneMichigan projectis taking placeinGenesee County wherethere
isa large minority population and a high infant mortality rate. This
18 mornith Genesee County Health Department program provides a
smoking cessation clinic to women in the Special Supplemental
Feeding Program for Women Infants and Children and to smoking
prevention activities targeted at schnol children aged 11 to 18. These
effortsare being coordinated througt:CONNEXION, Inc.,a preven-
tion agency working to support heaithful behaviors. This agency
will involve other community groups like the Scouts, Big Brothers
and Big Sistersand church groups. Genesee plans to produce a final
report on the implementation of their project by February, 1989. Dis-
trict Health Department #5 is organizing smoking prevention
efforts inits service area. One of the target populations s the Black
community in Lake County.
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Conclusion

The detrimental health consequences of smcking have been well
documented. Public health officials view smoking as the number
one preventable cause of mortality and morbidity in the United
States. Significant progress has been achieved in reducing the
prevalence of smoking in the general population. In the last few
years, moreover, societal norms have begun to shift decisively
against smokirg. In view of the high prevalence of smoking in
minority communities and the focus of tobacco industry advertis-
ing on these communities, health leaders must pay special attention
to encouraging smoking prevention and cessation activities among
minorities. The goal of a smoke free sodiety is only possible if
minorities are includc * 1 the anti-smoking efrort.
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Chapter Seventeen -

HYPERTENSION
PREVENTION
AND CONTROL

..........................................................................................................................................................

Hypertension, or high blood pressure is one of the most deadly of
the treatablediseases. Uncontrolled hypertension can lead to stroke,
heart attacks, kidney disease and kidney failure, and accelerat~s
diabetes complications. As discussed in Chapter Two (Cardiovas-
cular and Cerebrovascular Disease), hypertension is an extremely
important problem for minorities.

Hypertensives today are more likely to be diagnosed and to be on
medication than were hypertensivesin 1960.! These improvements
have important implications for cardiovascular mortality. Nation-
ally, these improvements have occurred for all race/sex groups.
According to the 1980/83 Michigan High Blood Pressure Survey?
however, in the 1980's in this state the proportion of Black female
hypertensives under control declined from 44 percent controlled in
1980 to 28 percent in 1983-84 (see Table 2-2). For non-Blacks,
however, the percent of hypertensives under control increased
slightly from 1980 to 1983-84 (males: 15 percent vs. 18 percent;
females 33 percent vs. 36 percent)®

As noted in Chapter Two, studies show that hypertension is becom-
ing moreprevalentamong non-Black minority groupsas they adopt
a Western life style. Factors such as cating habits, levels of exercise
and stress may be resulting in increased hypertension for American
Indians, Hispanics and Asians. It is essential that we attempt to
preventhypertension and to control its negative health effects. Fur-
thermore, we should insure that minorities, as well as Whites,
receive the benefits of modern medical improvements.
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Prevention and Treatment

Follow-up, patient
education and good
patient-physician
communications are
offen as necessary for
treatment as are initial
screening anc 2ferral.

.....................................................

Prevention

Studiesshow thatimprovementsin hypertension rates can be made
through dietary changes such as a decrease in sodium intake, and
maintaining one’s recommended weight. Diet-related health risks
are especially important for minorities. For example, Black,
Hispanic and American Indian women are more likely to be over-
weight than non-minority women, Furthermore, Blacks havebeen
shown to both consume more salt and to be more sensitive to the
hypertenswn-mducmg properties of salt than the population as a
whole® Programs that gre directed toward helping minorities to
adopt more healihful eating habits are needed.
{

There is some evidence that blood pressure levels can be decreasedi
through stress reduction and related changes in lifestyle. For ex-
ample muscle nelaxahon6 and stress perception” techniques and
exerciseprograms 8 havebeen devised to helpindividuals copewith
stress and have been shown to decrease blood pressure.

The negative effecis of stress can be especially important for
minorities, particularly those living in inner-city areas.” Based on
such findings, many have recommended ways to reduce the stress
in the lives of minority persons. The stressors that minorities face,
however, aremajorand systemicsuchasr :judice, poverty and job-
lessness. Therefore, while attempts to reduce stress may be
worthwhile, their impact will be long-term rather than immediate.

Treatment

Physicians routinely measure their patient’s blood pressure. There-
fore, individuals who use the established medical system.most
likely have received frequent checks for hypertension as well as
recommendations for necessary treatment. It should be noted,
however, that there are barriers that prevent patients, both minority
and  -minority, from following or understanding a physician’s
advic Forexample, many hypertensivesexperience negative side-
effects from their medication such as stomach irritation, dry mouth,
weakness, and drowsiness. Since hypertension frequently has no
symptoms, patients may actually feel better when they stop taking
their medication. Consequently, follow-up, patient education and
good patient-physician communications are often as necessary for
treatment as are initial screening and referral.

In Black folk medicine individualsare sometimes said to suffer from
“high blood,” which is often treated with sour or bitter foods such
as plckle juice or epsom salts that are believed to “thin the blood.”
Unfortunately. this condition is often confused with high blood
pressure. Consequently, some hypertensive Blacks, who as a
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population tend to be salt=sensitive, are consuming salty foods in
order to treat their high blood pressure.!?

Physicians should at, npt to understand these barriers and spend
some time educating the patient in a culturally sensitive manner
about how to care for high blood pressure. T xse practices should
become a standard for careand treatmen . high blood pressure.

Community Programs

Many individuals, particularly minority members wko typicallyare
Poor; cannot obtain regular medical examinations. Consequently,
programs have been established that screen suchindividuals for hy-
pertension, and help them to receive treatment. The Michigan
Department of Public Health provides hypertension screening,
education, referral and follow-up through local health departments,
hospitals and Urban Leagues. These program services focus on
thosewhoareat high risk for hypertension and for having untreated
hypertension. Specifically, the target groups are Blacks, males, in-
dividuals at or below 185 percent of the poverty level and other
medically undeserved persons. Currently, this program is available
in 21 counties in the state and is concentrated iz, districts that have
large low-income and minority populations. Follow-up records are
maintained on each dient’sstatus so that the health care worker can
provide continued services as needed.

Some community groups such as churches offer hypertension
screeningand counseling totheirmembers. Forexample, the Detrs 't
Public Health Department funded alocal project to train lay church
members to measure blood pressure. This program provides con-
venient and free access to health services. These members screen tne
congregation for hypertension, refer them to physicians for treat-
ment when necessary, and follow-up on the members’ progress to
assure that they are adhering to their prescribed treatment. Su “\a
follow-up effort on the part of community members is extremely
helpful since they can monitor the hypertensive’s treatment more
ofter than cana physician. Furthermore, the hypertensives have fre-
quen:contact with the trained church membersand thereby receive
advice and sozial support from trusted peers.

Conclusion

Thesubstantial progress made in the control and treatment of blood
pressure in the 1960’s and 1970’s appears t~ have eroded in the
1980’s among the Black population in Michi_ .... Increased efforts
by publichealth, medical, and community orzanizationsareneeded
to renew progress in thisarea, which is so vital to the cardiovascular
health of the population.

{ Some communiiy groups

such as churches offer
hypertension screening
and counseling to their

members.
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. Chapter Eighteeyf |

DIABETES
EDUCATION

Diabetes, the sixth leading cause of death in Michigan, can result in
many scrious complications. For example, people who have
diabetes aze twice as likely to be hospitalized as the non-diabetic
population and have twice as many heart attacks and strokes as
those who do nothave the disease. Fifty percent of all non-traumatic
amputations in the United States are performed on diabeticsand 25
percentofall cases of kidney failure are caused by diabetes. Diabetes
is the leading cause of new blindnessin the United States. Further-
more, maternal diabetes increases the risk of life-threatening
problems for newborr:s,

There is no known cure for diabetes. ifowever, with close manage-
ment of diabetes through prompt, adequatc treatment and good
self-management practices, certain of these majcr complications
may be reduced and perhaps avoided altogether. Numerous
studies, demonstration projects and public resources have estab-
lished the efficacy of diabetes patient education as a therapeutic
fntervention. Patient education as an isolated event, however, is not
effective. [tmust bean integral componentof continual optimal care
tobe efficacious.! Personsat risk, by either having diabetes or bear-
ing a high potential for its development, need not only to ve
educated about their particular risk factors and encouraged to prac-
tice good self-management principles, but also supplied with
sufficient resources to assist them in that self-management.

Interventions can occurineither the prevention of diabetes (primary
intervention) or in the prevention of complications associated with
diabetes (secondary intervention). For example, it has been es-
timated that the occurrence of non-insulin dependent diabetes
could be reduced as much as 50 percent with effective interventions
to reduce obesity, and that strokes in the diabetic population. could

183
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In 1979, the Indian Health be reduced by 85 percent with the effective interventions for control

N 2
Service (IHS) established §  °'ehblood pressure

five model care In the 1960's, several studies of diabetic programs serving
pregrame to provide Hispanics in Los Angeles and Blacks in. Memphis and Atlanta
. . showed that continuing access to quality care could improve
effective diabetes care outcomes, decrease hospitalizations, and save morey. These
in culturally acceptable studies stimulated a growing national movement to expand
i the availability of comprehensive outpatient diabetes educa-
and accessible ways. tion. In 1979, the Indian Health Service (IHS) established five
model care programs to provide effective diabetes care in cul-
turally acceptable and accessible ways. Two additional
programs were established in 1985. Using a team approach,
the centers developed standards of care, educational ap-
proaches, and materials specific to particular Indiar tribes.
The advances achieved by these centers are being introduced
to other IHS facilities.?

There has beena significant expansionin theavailability of diabetes
education resources in Michigan in recent years. The number of
agencies providing such services has increased and third party
payers, spedifically Medicare (to hospitals only) and Medicaid (to
hospitals, health departments and pu...">-funded agencies), have
begun to reimburse for outpatient diabeteseducation. Therearealso
indications that the quality of diabetes patient educationisimprov-
ing,asmoreagenciesadopt the DiabetesPatient Education Program
Standards developed by the Michigan Departmentof Public Health,
Diabetes Control Program (MDPH-DCP).

The Diabetes Patient Education Program Standards conta:nes-
st tial elements for addressing problems experienced by
minorities in accessing adequate health care to assist them in
n:anaging their diabetes. These elements include: 1) the re-
quirements for group as well as one to one instruction; 2)
assistance for those individuals who may not, for some reason,
be eligible for the agency’s program; 3) dissemination of infor-
mation about the program’s benefits, availability and costs
throughout the agency’s service area; 4) involvement of a per-
son from any special population group (for example migrant
farmworkers or Asian-Americans) in the planning process of
the program; 5) promotion of self-care management of
diabetes; 6) individualized assessment of learning needs based
in part on language spoken and read, race or cultural group,
educational level and literacy, ability to finance diabetes care
and presence of any risk factors associated with diabetes com-
plications; 7) incorporation of learning materials adapted as
necessary to meet the needs of any special population groups
to be served by the program; and 8) identification of resources
available to assist individuals with special needs.

It is anticipated that new projects such as the Upper Peninsula

Diabetes Outreach Network will havea significant positive effect
on minority health problems. The Keweenaw Bay Indian Com-

v
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munity, Sault Tribe of Chippewa Indians and Kincheloe Indian
Health Center areactive participantsin the network. This projectin-
cludes identification of patients at high risk for complications of
diabetes and referral to an agency capable of providing the careand
support needed. Referrals are bz sed on criteria which incorperate
educational deficits regarding self-care techniques and the major
risk factors associated with diabetes including uncontrolled hyper-
tension, inadequate skin and foot care, lack of regular
ophthalmologic exams, obesity and pregnancy.

Inan effort to prevent unnecessary diabetes-related amputationsin
Michigan, a model regional foot care center is under development
at Blodgett Hospital in Grand Rapids and the University of
Michigan Hospital is nearing the completion of a foot care manual
for primary health care providers outlining assessment and care
techniques of the ¢*abetic foot. Statewide dissemination of the
professional care infurmation is being planned along with patient
self-careinformation geared toward raising patient swarenessof the
benefits associated with good foot and skin care.

Approximately 12,000 copies of professional guidelines on diabetic
retinopathy, which were developed in 1984 by a state-level Task
Force on Diabetic Retinopathy, iiave been dissem’ nated throughout
the state. With the help of the Michigan Organization of Diabetes
Educators, the Ame-ican Diabeles Assodiation-Michigan Affiliate,
the Office of Services to the Aging, and the Michigan Ophthal-
mological Saciety, over 50,000 patient education brochures about
diabetic eye disease have also been distributed throughout
Michigan. As a supplement to the starewide effort, the Michigan
Hedlth and Social Security Research Insu.ate and Wayne State
University’s Kresge Eye Institute have participated with the
MDPH-DCPin a project to assess the degree to which increasing the
availability of vision services resulls in improvements in vision
status, overall health care, and health service utilization patterns.
The population served by this project is comprised of members of
the UAW families in the Chrysler bargaining unit; nearly half those
involved in the projectare Black. Underthis project, diabetic patients
whohavene been to an ophthalmoleggst within the past year arc
orfered free ophthalmological examinations. Early detection of
diabetic eye disease foliowed by prompt treatment may save the
patient’s sight.

The Wayne State University Model Preconception and Prenatal
Care Clinic for Women With Diabetes and the University of
Mickigan Women's Hospital Diabetes and Pregnancy Clinic are
partofaninitiative to develop a statewide program that will reduce
significantly the likelihood of adverse maternal and fetal outcornes
among women with diabetes and also among those who develop
glucose intolerance during pregnancy. Key education components
of these model program are awareness of need for good self-
management of diabetes prior to conception in the known diabetic
woman and development of good self-management skills, includ-
ing dose monitoring, during pregnancy. In addition #: the clinics,

Approximately 12,000
copies of professional
guidelines on diabefic
retinopathy, vhich were
developed in 1984 by a
state-level Task Force on
Diabetic Retinopathy,
have been disseminafed
throughout the state.
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The need to coniinue pre-gestational and gestational guidelines are being developed and
. reviewed for statew:de dissemination to health care providers.
expansion of

educational and service Through several giants the MDPH-DCP has aided the
nori development of diabetes education materials for minorities.
programs to mmqnty Exampil)es include Spanish-oriented mz erials developed with
groups remains. Henry Ford Hospital and St.Mary’s Hospital of Saginaw, Na-
..................................................... tive Amcrican materials developed through the Detroit
American Indian Health Center and professional education
for providers or health care for Native Americans with the

Kincheloe Indian Health Center in the Upper Peninsula.

The need to continue expansion of educational and service
programs to minority groups remains. The scarcity of culturally
relevanteducational materials, as well as culturally sensitive patient
instrrctorsand health care providers still needs to be examined and
rem ‘ed. Although clinics and health care networks are being es-
tablished, the availability of patient education programs needs tobe
expanded, perhaps as a basic health service provided by 21l health
care agencies.
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REDUCING TH
RISK OF
VIOLENCE AND
INJURY

Background

Intentional injuries include homicides. suicides, assaults, spouse
abuse, and child abuse. Unintentional injuries includemotor vehicle
accidents, accidental falls, accidents caused by fire and flame, ac-
cidental drownings, accidental poisonings, accidents caused by
firearms, among others. The burden of mortality and morbidi -
resulting from injury make this one of the nation’s most significant
health problems. Minorities are disproportionately affected by in-
juries, particularly by intentional injuries.

Prevention of injury has been gainingincreasing attentic  n recent
years. Three general stra’egies have been identificd in the literature
oninjury prevention: persuading individuals to alter their behavior:
requiring individuals to alter their behavior by laws or administra-
tive rule; and providing automatic behavisr by product or
environmental d&sign.1 Research on prevention methods for the
control of unintentional injuries indicates that the provision of
automatic protection such as household electrical fuses is most ef-
fective, changing lawsto requ. especificbehavior changesissecond
in effectiveness, and that the educational strategy is least effective.
Regulations requiring improvements in the design of vehicles and
other environmental changes have contributed to a generally
declining trend in the unintentional injury death rate since the early
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Irs recent years, a
number of public health
leaders have advanced

the concept that
homicide is a public
hedalth problem.

1940s. Michigan’srecent mandatory sea* belt legislation hasalsoled
to behavior change and to reduced merbidity and mortality.

Prevention of
Intentional Injury

Research on prevention of homicide and suicide is just deginning,
Among the factors which have been cited as contributing to inten-
tional injuries are: the prevalence of firearms; alcohol and drug
abuse; poverty and joblessness; and the portrayal of violencein the
media, particularly television? Affecting any of these factors would
involve significant changes in policies similar to those whick have
taken place in the automobile safety in the past three decades.

In recent years, a number of public health leaders have ad-
vanced the concept that homicide is a public health problem.3
In the past, homicide was viewed essentially as a problem for
the criminal justice system. Simple apprehension and punish-
ment of offenders appears to do little to prevent homicide. By
defining homicicle as a public health problem, public heaith
leaders hope to gain the public’s support for activities and
policies designed to prevent homicide. A public health ap-
proach means recognizing the problem as one with
environmental roots, it means looking at the suffering of
homicide victims as not solely a problem for those individuals
and their families but a health and social problem for the
society as a whole.

1 a discussion of changes needed to reduce black violence,
james Comer advocates the promotion of greater under-
standing of the factors responsible for violence. He argues that
scholars, political leaders and mass media executives must
promote an understanding of the “critical role of family and
its dependence on economic opportunities and positive
relationships to institutional leadership.” Programs designed
to assist black community economic and educational develop-
ment will only be sustained if there is understanding in the
larger society of the negative impact of past goyernment and
private sector policies o the black community.

Given his understanciing of the critical importance of child rearing,
Comer favors a national family program. All families need to “fee!
reasonably supported and appreciated” in their child rearing ef-
forts. The fragmented and uneven quality of today’s family support
programs results in many families falling “through the cracks.”

Actions to restorea “sense of community” are needed. The neigh-

borhood watches are an examplz of the concern that is needed, in
Comer’s view, but they are defensive and negative in orientation. A
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positive and supportive community climate is needed. An example
of such an approach is the Ohio Department of Health's recent in-
itiation of a Parenting for Peaceful Families program. The program
involves a community-based discussion series that offers parents
practical information about parenting skills, child developmentand
rarental justice.”

The Ohio project is based on the concept that violenc: is a leamed
response and that peace.aaking can be a leamed response as well.
Asimilar approach guidesa summer programdeveloped by Wayne
State Univeisity’s Centes for Peace and Conflict Studies. The pur-
pose of the Center program is to develop skills in ron-violent
contlict resolution in the school environment.

A violence prevention curriculum which has received a great deal
of attention is the Boston Youth Program. The program is a health
education service for tenth graders. The prevention curriculum is
designed to raise the individual threshold for violence and to
develop creative alternatives to fighting. Role playing a t,ght is a
partofthe curriculum. Other programs for youth emphasize theim-
portance of building srif-esteem as a means of reducing the
tendency to violent behavior”

The Children’s Trust Fund, which is supported by taxpayer con-
tributions via a checkoff on the state income tax retarr, supports a
mzmber of projects designed to prevent domestic vislence. Among
the goals of current projects are thedevelopment of parenting skills,
assisting parents of newborns, and to increase awareness of and
prevent child sexual abuse

Improved medical protocols are needed to identify victims of
domestic violence. Many of these persons are not identified as bat-
tering victims because they do not volunteer this information and
are notquestioned about possible battering. According to the Report
of theSecretany's Task ForceonBlackand Minority Health,a model emer-
gency room protocol has been developed for hospitals in the State
of New Yorkand can be adapted for use elsewhere.

Inaddition tospzcific programs such as school-based curriculaand
family support programs, policy issues must be addressed in
developing solutionsto the pzoblem of violence. Methods of reduc-
ing gun-related injuries, and particulerly keeping guns out of the
reach of children, need to be developed. One approach might be to
require firearms to be designed with safety catches and trigger ten-
sion sufficient to keep small children ,rom firing guns when they
find them. The Michigan Department of Public Health could also
work with communities interested in developing campaigns
designed to reduce the risk of gun-related injuries and deaths. Ac-
tivities might include the development of community-based
organizations to combat violence, educational efforts emphasizing
the importance of keeping guns out of the reach of children and
teenagers, the incorporation of conflict resolution curriculum

171
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A number of initiatives
involving Interventions at
early stages of the life
cycle might be
considered as features of
a coordinated and
broad-based campaign
against homicide.

modules in schools, and the preparation of 2 model local gun con-
trol ordinance.’

Anumberofinitiatives involvinginterventions at early stages of the
life cycle might be considered as features of a coordinated and
broad-based campaign against homicide:

1. Expand pre-sctuol classes toreachminority threeand four year
olds throughout Mici. ~an. Screening and referral {or health
probleas st:ould be included as a feature of these expanded
pre-sciol programs.

2. Encourage schools to include programs that build children’s
self-esteem, independence, and hopefulnessabout their future.

3. Expand the summer jobs for youth program to reach all un-
employed youth in the state.

4. Develop a community based program that deals with the
violence that develops between rival youth gangs. One such
program has worked to prevent aresurgence of gang violence
through communication withconcerned parties and organiza-
tional efforts to combat the environmental and social
conditions that foster gang violence.

These and other initiatives can be features of a health promotion
campaign that emphasizes that homicide is a public health issue
about which something can and should be done.

Prevention of
Unintentional Injury

Thereis resezzch evidence that drunk driving sccidentsare reduced
by increasing the legal age for the purchase and consumption of al-
coholic beverages. There are indications that alcohol consumption
is affected by price; increasing taxes on such products is a possible
area for intervention. Changing \e social environment so thatit dis-
courages rather than encourages heavy drinking is another
intervention strategy. Organiations such as Mothers Against
Drunk Driving MADD) have . , d to heighten awareness of the
inappropriateness of combining drinking and driving. Efforts by
MADD and other organizations have begun to change social norms
regarding alcohol use. Counter-advertising in response to alcohol
beverage advertisements is another tool that might be employed to
change social norms regarding drinking, Programs which promote
independent decision-making and social skills to respond to peer
pressure appear to have an impact on alcohol use."
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To prevent death and morbidity due to fires and burms, the instal-
latior.of smoke detectorsand fireextinguishers has proven effective.
Federal or state requirements for self-extinguishing cigarettes have
been proposed ashelpful. Programs to lowor the water temperature
on heaters are also being proposed.1! To prevent fires from causes
such as faulty wiring, appropriate regulation by state and local
authorities is required. Prevention of injuries fromn illegal pesticides
also involves regulation.

Conclusion

The causes of violence and injury in our society are multi-faceted.
Minorities are especially victimized by violence but the problem is
notone of minorities alone. The public health community mustjoin
withotherhuman service groups to devise multi-dir ensional solu-
tions to this public health issue.

1. Committee on Trauma Research, Injury in America: A Continuing Public Health Problem,
Washington, D.C, p. 5, 1985,

2. Zimring, EE. Determinants of the Death Rate from Robbery: A Detroit Time Study: In HM.
Rose, (ed.). Lethal Aspectsof Violence, Pp-31-50. Lexington, Massachusetts, 1979; Subcommit-
tee on Homicide, Suidde, and Unintentional Injury. Strategies for Preventive Intervention,
Report of the Secretary's Task Forc on Black and Minority Health, Vol V: Homicide, Suicide, and
Unintentional Injuries, pp. 45.51. Washington: US, Department of Health and Human Ser-
vices, January, 1986,

3. Zimring, EE. Determinants of the Death Rate from Rotbery: A Detroit Titre Study. In HM.
Rose, (ed.). Lethal Aspects of Violence, Pp-31-50. Lexington, Massachusetts, 1979; Subcomumit.-
tee on Homidde, Suicide, and Unintentional Injury. Strategies for Preventive Intervention,
Report of the Secretary's Task Force on Black and Minority Health, Vol V: Homicide, Suicide, and
Unintentional Injuries, p.41, Washington: US. Department of Health and Human Services,
January, 1986.

4. Comer,].PBlack Violence and PutiicPolicy.InL.A. Curtis. (ed.). American Violenceand Public
Policy,pp. 63-86. New Haven: YalUniversity Press, 1985.

5. Ohio Depatment of Health, Parenting for Peacefid Families Resource Guide, 1987,

6. Detrot Free Press, July 19, 1987; South End, September 28, 1987,

7. Prothrow-Stith, D. Interdisciplinary Interventions Applicable toPrevention of Interpersonal
Violenceand Homicide in Black Youth, Reportof theSecretary’s Task Force on Black and Minority
Health, Vol V: Homicide, Suicide, and Linintentional Injiies, pp. 227-239. Washington: US.
Department of Health and Human Services, January, 1986.

8. 1987/83 Children’s Trust Fund Grants, Lansing, MI.

9. Committee ox Traur.a Pescarch. Injury in Ameries, p- 44. Washington, D.C: National
Academy Press, 1985.

10. Margolis, L. and M. Swanson, Growing Up Healthy: Pedintric Antecadents of Chronic Disease,
Michigan Department of Public Health Monograph, forthcoming, 1988,

11. Ibid.
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Chapter Tewenty

REDUCING LOVY BIRTH
WEIGHT AND INFANT

MORTALITY

Prenatal Postpartum
Care Program

Michigan has taken a number of steps in the fast several years
to address the state’s high infant mortality rate. In 1985 legs-
lation was enacted establishing prenatal care as a basic health
service. Under this legislation, the Michigan Department of
Public Health, through the intermediaries of local health
departments and hospitals, reimburses the cost of prenatal
care for those not covered by Medicaid, provided their
incomes areat or below 185% of the poverty level and they are
otherwise uninsured at the time of enrollment. The inter-
mediaries will also provide referrals to women who do not
meet the eligibility criteria. This statewide program, known as
Prenatal Postpartum Care (PPC), includes outreach, prenatal
care, laboratory tests, vitamin and mineral supplements and
education. Payment for labor and delivery care has been
added as of Fiscal Year 1987-88.!

Approximately 9,600 woren were eligible for PPC in Fiscal Year
1985-86 a..d 6,000 women were actually served. The eligibility
criteria cons’ “»r uninsured women under 19 years of age an
economic urut independent of their parents’ income, even if living
at home. Seventeen and one half percent of PPC participants were
belowage 19in Fiscal Year 1984-85.TF  ““noaccurate waytoiden-
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tify the proportion of PPC participants who are minorities because
the data system is not fully operational.

Maternal and Infant
Care Program

The Maternal and Infant Care (MIC) is a program designed to
target urban areas having high infant mortality rates. In
Michigan, the MIC program began in Detroit in 1972. MIC now
covers Wayne, Ingham, Muskegon. Kent, Berrien and Saginaw
counties as well. The program is funded by a Maternal and
Child Health block grant from the Department of Health and
Human Services and by State appropriations.

Eligibility for the MIC program is based on low income (185% of
poverty) and high medical, psychosocial or nutritional risk. Factors
considered are: age under 17 or over 35 ycars; parity (5 or more
births); inter-pregnancy time span of 15 months or less; weight 20
percent cr more over ideal body weight or 15 percent below ideal
hody weight prior to pregnancy; substance abuse; pre-existing
chronic disease; maternal disease; poor obstetrical history; fetal-
matemnal risks; and unavailablity of other health care. There is
flexibility in the financial portion of the eligibility criteria to ensure
that help is given to low income women at nutritional risk who
would othc-wise receive no care In Fiscal Year 1984-85, 3,200
women wereserved by the MIC pre grams in the Detroitand Wayne
County area, and 1,850 in the remaining counties.

Infant Health Initiative
’rogram

The Infant Health Initiative Program (IHIP) was started in 1982 to
extend MIC type se; to rural areas in Mic::igan. Several non-
MIC county health departments with higher than average infant
mortality rates have received grants to provide ancillary services
such as public health nursing, social work, ar:A nutritional services
to low income pregnant wornen and infants at risk. Eligi*lity
criteria are tlie sameas for MIC. About 1200 women are served each
year, of whem 18 percent are Black.
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Women, Infants and
Children Program

The special supplementary food program {or Women, Infants and
Children (WIC) was established at the federal level in 1972. WIC is
desigred to reach at risk pregnant, postpartum and breastfeeding
women, infants, and children up the age of five years. The WIC
program providesfood benefits prescribed according to the nutrition-
@’ "eeds of the participant. WIC also provides nutritional counseling
and education. About 24,000 women are served monthly by the
program. Asiginificant proportion of those served are minorities.

Task Force on Infant
Mortality

In 1986, a Task Force on Infant Mortality was convened to

review the problem of Michigan’s high infant moriality an 4

recommend actions to improve the situation.? The task fo: =

formulated a comprehensive. five year plan designed v The first objective of the
achieve significant results by focusing on the highest risk .

groups in counties where the infant mortality rate is the h"e'y ear plan is fo
highest. These 13 counties account for seventy-six percent of improve prenatcl care,

all infant deaths and 98 percent of Black infant deaths. especidally for the high

The first objective of the five-year plan is to improve prenatal risk groups.
care, especially for the “gh risk groups. One goalis torecruit  crerer
pregnant women for prenatal care; this can be done by using

paraprofessionals to work in communities w~ve the risk is

greatest; they help pregnant women keep appuintments and

comply with their health care providersadvice. There is a need

to improve and expand public information in order to

motivate pregnant women to seck prenatal care. The task force

envisioned the creation of programs to reach out to low income

minority women. Features of such programs are expanded

transportation, extended service hours to meet client needs,

babysitting services for mothers with other children, trans-

lators and case management. Another task force

recommendiation for improving prenatal care was the expan-

sion of the state’s public health prenatal care delivery system.

It suggested _entives for providers to serve low income

families. The task force also proposed that nutrition services

be provided to pregnant women.

A second obijective of the five year plan is to decrease the number
of unintended pregnancies. The task force recommended that state
and federal funding for family planning services be expanded and
that ways to reach high risk teenagers should be explored.
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Infant health care would
be established as a
basic health service
provided by the
Department by the year
19%90.

-----------------------------------------------------

A third objective of the task force plan is to increase the num-
ber of high risk newborns who receive adequate,
comprehensive neonatal and post-neonatal care. The task
force recommended that all high risk infants would receive
comprehensive care. This care system would include high risk
medical servires, psychosocial services, nursing services, and
nutrition services and would be extended to both Medicaid
and PPC infants.

Objective four of the plan is to improve the State’s ability to
understand the infant mortality problem through improving
existing data systems and conducting special studies. The task
force recommended that birth and death certificates be
revised. Birth certificates would contain more information
concerning social and economic factors, including improved
identification of raceand ethnicity, substanceabuse, and nutri-
tional status. The task force thought it was important to study
minority attitudes concerning reproductive health practices,
especially why some women do or do not seek prenatal care;
the use of walk-in centers for prenatal care and the use of un-
licensed pregnancy services (for example, lay midwives) was
also of interest to the task force. The task force suggested that
research be conducted on the effectiveness of s, <cific com-
ponents of prenatal and postnatal care. There is also & need to
evaluate certain well-defined combinations of specific prena-
tal services designed to meet the variety of needs of high risk
women. The task force recommended that the Department sur-
vey specific geographic areas (such as census tracts) to assess
the availability and willingness of providers to accept
Medicaid and PPC patients.

In addition to the recommendations which constitute the five-
year plan, there are other measures which the task force
recommended in order to reduce the infant mortality rate over
time. A particular area of concern is improving infant care. It
is recommended that there be an extended “delivery package”
which would encompass the prenatal period and continue
beyond the hospital discharge of the parent and high risk in-
fant. Homu visits would be made by health care professionals
based on need. Psychosocial risks would be evaluated by a
member of the Department of Mental Health. Funding would
be ~xpanded in order to provide more comprehensive social
services. Infant health care would be established as a basic
health service provided by the Department by the year 1990.
Funds would also be appropriated to help low income woinen
provide nutritious mea's to their children.

Recommendations for improving the coordination of human
services and for strengthening the regional perinatal care svs-
tem have also been presented. Referral agreements ai

local agencies offering services to pregnant women wow* ™ .
coordinated so that these high risk women would be pro ed
with the most comprehensive services available in their .om-

}'m.\
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munities. The Department would develop a program of
regionalization that defines the responsibilities of regional
centers, referring hospitals, and public health departments for
providing referrals, education, and follow-u; .

Fiscal Year 1987-88
Program Initiatives

Govemor Blanchard’s Fiscal Year 1987-88 budget requosted, and the
Legislature appropriated, $17 million in nev: funding t. begin im-
plementing the task force plan. Twelve mutlion dollars or the $17
million has been directed to the Department of Social Services
Medicaid Program to:

1. Implement the new Matemal Support Services Program
which will assist impoverished pregnant women with non-
medical needs and stresses during their pregnancy.

2. Allow women at the poverty level to become cligible for
Medicaid rather than the current requircrment that income be
65 percent of the poverty level.

5. Increase the reimbursementrate which physicians receive frem
Medicaid for prenatal services.

Five million dollars came to the Department of Public Health to:

1. Expanc the Prenatal/Postpartum Care (PPC) Program
which pays for prenatal care of women who are living in
povert, 3nd do not qualify for Medicaid to pay for labor
and delivery.

2. Increase the nt mber of pregnant women participating in the
WIC Supplemental foods program.

3. Increase activities directed at reducing the incidence of
teen pregnancy.

4. Increase outreach to pregnant women.
5. Increase special advocacy efforts for minority communitics.

<se are important steps toward the implementation of the
five year plan recommended by the Task Force on Infant Mor-
tality. Such activities as outreach, improved prenatal and
infant care, and the establishment of comprehensive support
services will deal with the immediate needs of many women
at highrisk. Putting in place the other clements of the five year
pla:« will require cor..inued commitment and expanded fund-

17
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ing. The task force recommended that program evaluation be
an integral feature of plan implementation.

Getting to the roots of the infant mortality problem also re-
quires complemer s efforts in the areas of education and
jobs. Young people . .2d the kind of environment that will en-
courage their self-confidence by giving thein expanded
possibilities in education and employment. Closing the racial .
gap in education and employment would also have a sig-
nificant and long term impact on the health status of young
people, mothers, and infants.

Notes

1. Well done summaries of Department programs and data systems are contained in SM.
Hoerr, Nutrition Swrvellance: Defining Populations at Health Risk t1 Michigan, Michigan State
Univerity and Michigan Department of Public Health, November 1987.

2. Task Force on Infant Mortality. Infant Mortality &1 Michigan. Lansing, MI: Michigan Depat-
ment of Public Heaith, 1987.




Chapter Twenty-One

REDUCING
ENVIRONMENTAL
HAZARDS

Background

Interventions to reduce the impact of environmental hazards
on minority health status involvce changes in federal, state and
local policies. Housing is an area of great concern because of
its impact on the health of the population and also because
there is generally an abs2ance of stzte public health policy on
housing. Other important environmental hazards include pes-
ticides, field sanitation, and occupational hazards.
Environmental problems affect all members of society but
minority groups appear to be disproportionately affected by
many of these hazards. Planning for long term solutions to
these problems needs to be developed.

Housing

The goal of a ctate publi- health housing policy should be a
decent and suitable place to live for every Michigan family.
Jurisdiction for unsafe housing originally was provided under
Act 167, Public Acts 0f 1917, for housing of three units or more
in cities with a population of 100,000 and over. Very few s c-
tions of Act 167 are currently implemented since neariy all of
them have b ten replaced by city and county ordinances. The
Public Health Code enacted in 1978 included a provision for
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The state health plan
esiablishes the goal that
all Michigan resiuents
should have housing
whic® meels minimum
standards.

the establishment of statewide public health housing stand-
ards. Efforts to establish such standards were abortive,
however, and the secti >n of the Code on Housing (Part 122)
was repealed in January 1981.

The state health plar: establishes the goal that all Michigan residents
should have housing which meets minimum standards for struc-
tural adequacy, is not ~vercrowded, does not present hazards
related tolead base paint poisoning,andis notinfested withrodents.
The plan also st the objective for a reduction of unhealthful hous-
ing in Michigan. A comprehensive approach to housing includes
long range planning, setting minimum standards, financing of
needed rehabilitation, demolition of unsa’ housing, relocation of
displaced families, and coordinating between theagzncies “hatdeal
with housing and the oc<:upants.1

From a public health point of view, strengthening the
Department’s efforts at improving the quality c¢f housing
should involve: 1) a community analysis to identify and assess
current housing conditions; 2) adoption of minimum health
(livability) standards in housing; and 3) a program to achieve
and maintain these standards.

The purpose of establishing housing (livability) standards-is
to protect, preserve, and promote the well-being of people, to
prevent and control the incidence of communicable and
chronic diseases, to reduce exposure from toxic substancesand
environmental health hazards (lead poisoning, radon ex-
pcsure, etc.) and to maintain adequa - sanitation to protect the
public health. Standards should cove . minimum basic equip-
ment, such as lead free plumbing; facilities for ligh-,
ventilation, and thermal conditions; safety from fire and acci-
dents; thelocation and amount of space for human occupancy:
adequate levels of maintenance, requirements which will
preventr from enteringstructuresor gaining access to food,
water, or harborage. Standards should also determine the
responsibilities of owners, operators and occu-ants of dwell-
ings; they should apply o all dwellings public and private,
including those now in existence and those to be built in the
future. Provision nwust be made for the administraticn and en-
forcement of these standards. In some jurisdict*ons that have
local housing codes, enforcement is virtually n-  existent be-
cause of inadequate funding or poorly wordea ¢ 'es.

The enfrcement of housing standards in Michigan will be enhanced
by the Department of Social Services vendor/shelter payment pelicy
initiated in December 1987. In order to qualify for direct payment of
the welfare shelter allowance, landowners must submit their names
to the local unit of governr. ent responsible for housing inspections
and code enforcement. Payments wik ot be rnzde to the landowner
for any housing unit which does not meet the appropriate coder orif
the landowner has not cooperated in completing repairs. The Depart-
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ment of Social Services hopes that this policy will provide an incen-
tive for landowners to upgrade substandard properties.

Pesticides and Agricultural
Field Sanitation Standards

Animportant issue for minority health is extending to agricultural
workers thesame “right-to-know” about health hazardsof the toxic
substances with which they work that workers in other industries
now hat 2. Another related proposal is to establish a system of data
collection on occurrences of pesticide poisonings.

Also of importance to the protection of the health of migrant
workers is the establishment of a state agricultural field sanita-
tion standard uncer the Michigan Occupational Safety and
Health Act, a standard which i~ *ades provision of toilet
tacilitiey, and drinking and washing water. Such a proposed
standard has been developed by the Michigan Department of
Public Health Occupational Health Standards Commission. If
promulgated, it would require that agn :ultural employers
provide all field employees with adequate, potable, cool drink-
ing water, adequate sanitary toilets and adequate
hand-washing facilities.

Other Eizvironmental
Comncerns

Department efforts in the areas of rodent control, lead hazard
abatement, and control of exposure to illegal toxic chemical
suchas “roach milk” need to be expanded. Stepped up protec-
tic*vof the food supply in minority communities also needs to
be addressed.

Coriclusion

Although development of minimum housing standards ap-
pears to be one of the most immediate publ®c health policy
needs, action tc significantly improve tae quality of the vrban
environment for minorities will require other major program
initiatives. Making availablz sufficient quantities of decent
housing for the homelessand for others living in substandard,
dilapidated hrasing would involve significant new
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Another important issue | gover-nmental expenditures. Rebuildif\g of .the .infrastruct}tre
for minorities pa dicularly of major urban centers where most minoritics live would im-
i

prove the quality of th urban environment and at the same
Hispanics, is the time contribute to solving the underlying economic crisis
“right-fo-know” about fac.:ing.r:ninority .communiti.es. A.notl}er imp’fn.'tant issue fOf

the health h ds of minorities, particularly Hxspa.mcs, is the _nght—to-know’

e hea azaras o about the health hazards of agricultural chemicals and the es-
agricultural chemicals. tablishment of field sanitation standards. More generally, the
..................................................... public, particularly in minority communities, needs to be bet-
ter informed about environmental health hazards and the
responsibilities of state government for protecting consumers.

1. Mi-higan Department of Mublic Health, Bureau of Environmental and Occupational Health,
Housing Update and Recommendations.

2. Michigan Department of Public Health, Bureau of Environmental and Occupational Health,
Fousing Update and Recommendations.




" Chapter Twenty-Two

IMPROVED
NUTRITION AND
ACCESS TO FOOD

...............................................................................

Public Education

Nutrition is important to health and it is important that minorities
receive currer - information on nuirition so as not to lag behind the
majority culture. The American Heart Association, the U.S. Depart-
ment of Fealth aiid Human Services, the U.C. Department of
Agriculture, the Ainerican Cancer Society, the Natioral Cholesterol
Education Project, and the American Dietetic Association are at-
tempting to educate the publis, including minorities, through
various media. For example, Health and Human Services has
published the pamphlet “What Black Americans Should Know
About Cancer.” This pamphlet provides current, straight-forward
information on nutrition inck ding up-to-date topics like fiber con-
sumption, and sodium - nd fat reduction.

The Michigan Depa: tment of Public health publishes nutritional
guides that are aimed at minorities and pe Sple vvith lovzer incom-
es. Check out Nutrition: Buy Betier discusses the nutritionat value of
foods and presents cost per serving information. Also, several sug-
gestions are given for making nutritious but inexpensive food
purchases. Other rutrition guides produced by MDPH are: Ironing
Out Your Diet, Breastfeeding: A Special Gift, Food and Nutrition Facts for
Pregnancy, Infant Feeding Guide for Bottlcfed Babies, and Infant Feeding
Guide for Brenstfed Babies. Each of these guides is written in Spanish
as well as English.
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Nutrition Education
Programs for the Poor and
finorities

The Expanded Food and Nutrition Education Program is a state-
level educational program which provides food to low-income
families with children. The program teaches basic nutrition con-
cepts, food buying skills, proper food storage techniques and
budgeting. Currently, this program is available in ten Michigan
counties—Berrien, Genesee, Ingham, Kalamazoo, Kent, Macomb,
Muskegon, Oakland, Raginaw, and Wayne.

The federally funded Head Start Program includes nutrition ser-
vices; it provides dietary information to the parents of four year old
children assessed to be at nutritional risk. “he Head Start Program
in out-Wayne county has one full-time and four part-time
nutritionists who v vide counseling to parents of these children.
This program screens approximately 2,200 children per year and in
1986 provided education to approximately 15 percent of these
children. In 1986-87, 43 percent of the children served were
minorities and 9 percent of these were Middle Easterners.!

The Special S pplemental Feeding Program for Women Infants and
Children provides nutritional counseling for at-risk women and
young children. This program is available statewide. In the Detroit
Depariment of Health, all of theapproximately twenty-five thousand
individuals who enter the program yearly receive some form of nutri-
tional courzeling. Approximately 81 percent of these are Black, 13
percent White, 3 percent Hispanicandlessthanone percent American
Indian or Asian. Group counseling was provided to most of the
recipients last year. Additionally, 3,526 reople who were assessed to
be at a higher risk, such as individuals who are overweight or who
are anemic, received individualized counseling 2

The Title Il congregate feeding programs, which are funded by the
Older Americans Act, provide nutritional and health education to
individuals 60 and older; services are delivered by 14 area agencies
throughout the state. Title Il programsaalso previde homedelivered
meals to those seniors who are home bound. Throughout the State,
14 percent of the congregate meals and 14 percent of the home
delivered meals are provided to minority elderly.3

Th> Northwest Senior Resources, Inc., which covers a ten county
area in north west Michigan, provides presentations on nutritior:
and other health topics once per month at each of the fifty site areas
where noon meals are served. These presentations reach a total of
approximately four thousand seniors. Three of the site areas are
managed by Native Americansand serve this population exclusive-
ly. For the home-bound seniors, nutritional-needs assessments and
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physician contacts are made by home nurses. Nutritionists provide
home counseling to those at “igh risk.*

As discussed in Chapter 13, these programs have limited federal
funding and cannct serve all of those in need. The need for home-
delivered meals is especially great since many of the elderly cannot
travel to congregate sites. In many areas, people are on waiting lists
for home-delivered meals. Nevertheless, there are fewer funds
available for this service than for congregate meals.

ERASE, a for-profit concern that is located in Detroit, provides
weightloss counselirg to Blacksand was developed by Blacks. The
program is modeled after “Weight Watchers” but it emphasizes in-
clus.on of food choices that are traditional in the Black community.
Furthermore, the company produces and sells traditional Black
foods that are prepared in such a way to be within the dietary
guidelines of the program. The managers of the program believe
that the program is successful, citing not only the special foods but
also the necessary social support the clients can obtain from the
other Blacks in the program.

Ideas for mprovements

Changing one’s dietary habits is a complicated process; specific
recommendations are not conveyed as easily as, for example, the fact
that one should stop using drugs or smoking cigarettes. For this
reason, personal counseling, in addition to public education, may be
necessary. Furthermore, improved dietary habits require behavioral
changes as well as changes in attitudes and beliefs about food. Nutri-
tion counselors are necessary in providing appropriate feedback and
support to assist the individual in changing eating habits.

Pukliccommunications aimed at the majority population may beless
effective withminorityand poor individuals. First, minority members
may have less exposure to the messages of public 'ucation. Second,
since cietary information cannot be easily simplined, messages are
frequently long. Nutrition education programs with individual or
groupcounseling should beavailable to more individuals throughout
the state and materials presented in a wy that is interesting and sen-
sitive to minority food practices and traditione.

In conjunction with nutrition educatios, feeding programs should
provide meals that are healthful and consistent with current dietary
guidelines. Many foods thatare plentiful in these progtams suchas
cheeseand butterare high in sodium, fatand calories. The Michigan
Food Policy Report of the Michigan Department of Agriculture
recommends content specification levels and more variety for the
food items provided in emergency fcod pnogxams.5 This cou'd as-
sist in making food choices available which could be tailored to
minority group preferonces.

Lemd,
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Changing one’s diefary
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process, and for this
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Minorities are The questioln cl;f the provisli:l)n of e;n adequate quantity’ l:); food ap-
. ars simple but n.cvw public policy initiatives must be taken to
disproportionately poor , gsdress thz disturbing i}r)\( .veasepi(; l(i)l;nger in the 1980’s. Minorities
and have been are dispropor*is..iately poor end have beer: particula-ly burdened

i by the increase it hunger. Federal foed programsarereaching man
pamcylaﬂy burflened by peopleinneed butnoteveryonein neeg is beingserved.'l’hegrowﬂ{
the increase in hunger. of emergency feeding programsis an indication that the level of aid
..................................................... ben.; given is inadequate. The increase in the use of food banks in
the days prior to the distribution of the monthly food stamp allot-
ment is butone indication of the need ¢o raise the minimurn benefit
standard. A commitment to “end hunger” in the United States, and
in Michigan, is necessary. This will involve increasing societal

resources devoted to the poor and raising the social benefits floor.

Corsideration should be given to the idea discussed in the late
1960's and early 1970’s of providing all families with a family al-
lowance. This would not be a substitute for current programs but
provide aminimum foundation of support for all families. Auniver-
sal prc gram would be less subject to the cyclical swingsin coverage
and support which have affected current means-tested food
prograr . A universal family support program would contribute
to the eliniiniation of hunger and would have other beneficial effects
on health stetus as well. A renewed sodietal effort needs to be made
to tackle the increasing problems facing the poor, who are dis-
proportionately minorities, women, and children.

While ensuring adequate quantities of food are available to all, the
public health and medical communities and social service agencies
need to foster sound nutritional practices both in the administration
of food programs and the provision of guidance to high risk popula-
tions. Minority clients and patients need to be given up to date
nutritional information and the advice should take cognizance of
cultural traditions and choices. Modification of dietary practices to
achieve such goals as a reduction in obesity, although difficult to
achieve, would have a significant impact on the health status of
minority populations.

Notes

1. Persona! communication from Sally Poux, Flead Start € yordinator for Nutrition, 1988,
2. Personal communication from Gwen Williams, W.LC. Coordinator, 1988.

3. Phone conversation with Jean Friend of the Office of Services to the Aging, Apni 12, 1983
Minorties include Blacks, Hispanics, Asians and Native Americans.

4. Personal comumunicaton from Gregory Piaskowskd, Assistant Director, and Sandra Mc-
Sweeney, Registered Diatitian R.D.), Senjor Resources, Inc,, 1988

5. Michigan Dvartment  Agriculture. Michigan Food Policy Report, p. 8, 1987.
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*Chapter Twenty-Three

RECOMMENDATIONS
TO CLOSE THE GAP

There is a distressingly wide, and in some cases, growing gap in
health statusbetween Native American, Black, Hispanic, Asianand
Pacific Islander, and Arab American populations and the White
populationin Michigan. Action to close themit ority healthgap will
bring us closer together and benefit the entire state. Positive results
will not be easil* attained, but will require persistent and continu-
ing attention now and in {he years ahead.

Of particular assistance to the task force in its deliberations, were
the reports of other high level groups that highlighted specif:
minority concerns. Many of the Recommendations frora the Task
Force on Infant Mortality, the Indian Health Task Force, the Black
Childin Crisis Conference, the Tusk Forceon Adolescent Health and
others are already being placed into action by the Department of
Public Healthand other agencies in the Governor’s Hu. ‘anServices
Cabinet Council. These reports are added documentation of the
need for urgentaction to improve minority health. They are also a
repesitory of additional imyortant recommendations to the Human
Se. “ces Cabinet Council.

A series of steps to be talcen over the next two years are presented
below. Some of these can be accomplished immediately by the
Michigan Department of Public Health. Others will require
cooperative effort from:  itiple units of state government, often in
concert with oar health partnersin the business, labor, professional
and voluntary cominunity. These will be accomplished over the
short term, by 1990. These measures, if fully implemented and con-
" aved over the long term, will help make it possible for the
generation of minorities born in the twenty first century tc njoy
health and longevity, equal to that of the White population.
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It is essential that progress be monitored through the proposed Of-
fice of Minority Health and by’ the Director of Pubkic Health with
regular reports given to the Governor, the Legislature and Public.

Determinations on funding levels have yet to be made. Itisbelieved
that many existing funding streams can be refocused to address
specific minority needs. New interventions must be culturally and
language sensitive, and funded through community organizations.
Creative public-private funding partnerships must be identified
and implemented. Finally, individual action to promote one’s own
health and to avail oneself to accessible health care will also help to
lift the burden of ill health from Michigan’s minority populations.

Immediate Actions

I. An Office of Minority Health should be
established in 1" .e Department Of Public Health.

The office should report to the Director of the Department and give
persistentand continuing attention to minority health.

To advise and assist the office in accomplishing these objectives, the
Governor should appoint an advisory committee, to serve under
the jurisdiction of the Public Health Advisory Committee (PHAC).
The leadership of the current task force should act in that capacity
on an interim basis until permanent arrangements are made. The
chairperson of the Minority Health Advisory Subcommittee should
be an appointed member of the PHAC. Special efforts should also
be made to assure minority representation on other departmental
ongoing advisory groups.

The office should be established by executive action and sub-
sequently be placed into law in the Public Health Code (Act 368,
P.A.1978).

Among the most important functions of the office are:

+ Investigate and report to the Director of Public Health, Gov...-
nor and Legislature on conditions affecting the health and
welfare of minorities.

e Advise the Directcr of Public Health and the Governor’s
Human Services Cabinet on remed:=s for eliminating the gap
between minority and majority healt. status.

¢ Advocate for adoption and implementation of effective
measures to improve minority health,
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* Provide consultation and technical assistance to agencies and
groups attempting to improve minority health programs.

* Fund community-based organizations to conduct special re-
search, demonstration and evaluation proje.s designed to
develop model programs.

»  Increase public and intergovernmental awareness of minority
health concerns.

¢ Formand coordinate a network of community health action
teams to implement programs and monitor results.

Discussion.

AnOfficeof Minority Health should be established in the Department
of Public Health to give persistent and continuing attention to
eliminating the gap in health status between minoritiesand Whites in
Michigan. The Office should be a vehicle for increasing public and
governmental awareness of the radial gap in health status and for
making the closing of the gap the ‘aighest public health priority. The
Off; e should assist other units of the Department in contributing to
the yoal of closing the racial gap in health status. Given its Depart-
ment-wide responsibilities, the Office should be located within the
Director’s Office and be headed by an experienced minority public
health professional. The currentindian Health Program, together with
its Departmentally appointed advisory committee, should be incor-
porated into the Office on Minority Health.

To help ensure a continuing commitment ¢he Office of Minority
Health should be established as a permanent part of the
Department’s structure. Such a revision of the Public Health Code
will reinforce the idea that the goal of dosing £.e minority health
gapisone which will bring us all together. Closing this gap is a task
not for minorities alone but for our state as a whole. Action by the
state legislatuire to establish the Office of Minority Health in the
Public Health Code will give increased visibility and a sense of per-
manence to the effort which lies ahead.

Toadviseand assist the Office inaccomplishing these objectives, the
Governor should appoint an ongoiy Advisory Committee on
Minority Health consisting of representatives from the following
groups: public and privateagencies, community orgenizations, the
medical profession, institutional providers, and representatives of
all theminority groups discussedin this report. Abroad based group
is needed since many of the actions necessary to reduce the health
gap will require coordination of efforts between state departments,
health providers, federal and local government agencies, and
leaders in the minority communities. The Advisory Committee
should bea subcommittee of the Governorappointed Public Health
Advisory Committee (PHAC) which is the highest ranking Ad-
visory Group in the Department. The chairperson of the Minority
Health Subcommittee should be a member of the PHAC.

19%
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Among the important duties of the office are: provision of con-
sultation and technical assistance, funding of demonstration
projects to develop model interventions in communities, as-
sisting other departmental units to target resources to serve
the r.essing needs of minorities and development of im-
proved data collection procedures.

The office should monitor the health status of minority groups in
Michigan, and produce annual reports on the progress made in
reducing the health status gap.

Finally, the office should workcc: “eratively with the other Humaa
Services Agencies in state government to investigate the eed for
and desirability of a Commission on Minority Health. A Commis-
sion appointed by the Governor wou’s’ function as an
interdepartmental coordinating body, helping to ensure that state
governmretit as a whole initiates and implements policies wlich
contribu. to improving minority health.

IT. Liata collection on minority heath status
must be improved by, state and local puvlic
health system, hospitals and other health
agencies.

" "he Department of Public Health and the Office of Health and
Medical Affairs should improve collection of minority-specific
birth, morbidity and mortality data on Blacks, Hispanics, Native
Americans, Asian and Pacific Islanders, and Arab Americans. Im-
proved data collection is necessary for monitoring health status,
planning appropriate services, and evaluating program effective-
ness. The Office of Minority Health (Recommendation I) should
assist department units with data collection responsibilities, The
Department of Public Health should distribute information on the
best methods to collect accurate information and provide training
opportunities {o other Human Service agendies public and private
health agency personnel.

Among the most important steps are:

e Include items to more accurately identify, members of each
minority group on revised birth and death cerhzzes.

* Distribute information on the best methods o collect accurate
informationand provide trainingto publicand priv:tedata col-
lection personnel.

e Conduct special survey- and epidemiological studies of
minority health statusand integrate them with ongoing health
research activities.
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Discussion.

Data on non-Black minorities is often unavailable, particularly in
the case of Hispanics and Arab Americans. Even when available,
data for Native American Indians and Asian and Pacific Islanders
are often poor in ity because data collection personnel have not
been trained to ask respondents their race or ethnicity. The Office of
Minority Health should assist public and private Human Services
Agencies with data collection responsibilities.

The Departmentof Public Health should include instructions on the
proper methods for compieting race and ethnic items on Depart-
ment health forms in its training plan for Department personnel
whohaveresponsibilitiesin data collection. The Department should
adapt this training program and make it available to personnel of
other agencies interested in improving the accuracy of data collec-
tion efforts with respect to minority groups.

The Department should prepare a publication explaining the
value of and appropriate methods for collecting race and eth-
nic specific information for distribution to the general public
and to perscnnel with data collection responsibilities in both
private and public agencies.

And in developing new data systems such as nutrition monito:* - £
or spinal cord injury registry and in the conduct of health risk as-
sessments, the Department should ensure that accurate race and
ethnic data is collected. There should be a special emphasis on
monitoring diseases and conditions, such as diabetes, which
disproportionately affect minorities.

Finally, the Department should explore the feasibility of conducting
special surveysand epidemiological studies to obtainaccurate mor-
bidity and risk prevalence data on minorities in Michigan. For
example, reduction in teenage pregnancy will require additional
understanding of interventions which include young males as well
as females. Also, existinyg surveys might conduct “over sampling”
of minority groups so that more accurate scientific databases are
available to make projections of risk factors and health status.
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FurtherActions—
1988 to 1990

III. The Departinent of Public Health and the
Governor’s Human Services Cabinet Council
should encourage private businesses, labor
unions, religious organizations, community
groups and civic groups to include closing the
minority health gap among their highest
priorities.

Given the evidence of the vital importance of employment in im-
proving the health status and general well-being of minority
communities, the Governor, Human Services Cabinet Council, the
Governor’s Cabinet Council on Human Investment, the Cabinet
Council on Jobs and Economic Development and the Legislature
should improve employment opportunities for minorities.

Measures to be taken over the short term include:

¢ Inform business, labor union and the public about the value of
job development in improving minority health status.

e Create public-private enterprise partnerships targeting the job
needs of central cities.

e Assure that the policies and practices of health providers and
insurance companies are equitable and culturally and linguis-
tically sensitive.

¢ Promote affirmative action employme¢:nt goals throughout the
health care industry.

Discussion.

Jobs provide the basis for well-being of families and communities.
The association between economic well-being and good health
status is evident across a wide range of indicators.

Cooperative efforts in the public and private sectors designed to
close the racial gap in health status are needed. Private businesses,
labor unions, religious organizations, community groups, civic or-
ganizations, and state and local agencies need to be encouraged to
include closing the radal gap among their priorities. The Depart-
ment should promote an awareness of the multifaceted causes for
the relatively poor health status of minoritiesand theimportance of
a multi-dimensional community-wide effort to tackle these under-
lying causes. The Human Services Cabinet should critically review,
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monitor, and coordinate activities in a variety of areas which can
have a positive impact on minority healih status.

Providers of health services, local and state agencies administering
health programs, insurance companies, and planning bodies
should contribute to the reduction in the racial gap in health status
by ensuring that their policies and practices are equiteble and cul-
turally and linguistically sensitive. The Department should
communicate its willingness to assist all those participating in
health care networks with improving policies and practices
designed to enhance minority health status. Once established, the
Office of Minority Health can serve as a resource for community
agencies in improving their practices and policiesby providing in-
formationand technical assistance.

Finally, the Human Services Cabinet should strengthen awareness
of the need for private public development partnerships to target
theneeds of central cities. The economic well-being of central cities
is vital to the social well-being and improved health status of the
minority population in Michigan. The greatest gains in the health
status of the population as a whole will come from targeting the
groups with the most excessive morbidity and mortality rates. An
alliance between minorities and non-minorities and between
central cities and the state will contribute to gainsin minority health
status and gainsin the heaith status of the population as a whole.

IV, Significant programs to improve minority
health status shorid be funded. Health
promotion, disease prevention, and rvisk
reduction should be areas of special emphasis.

A. To reduce violence, the Departments of Public Health and So-
cial Services working with the Human Services Cabinet should
launcha coordinated intergovernmental campaign. Aspectsof
such a campaign include:

¢ Promote parenting skills programs to aid families in their
childrearing efforts and encourage them to use non-violent
discipline.

¢ Develop programs to assist youth to learn non-violent conflict
resolution skillsand how to deal with stress, depression, anger,
and suicidal feelings as part of the Michigan Model for Com-
prehensive School Health Education.

¢ Expand pre-school classes to reach minority threeand four year
olds throughout Michigan.

¢ Encourage school programs that build children’s self-esteem,
independence, and hopefulness about their future.

195
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e Expand the summer jobs for youth program to reach all un-
employed youth in the state.

Discussion.

Traditionally, problems of violence and homicide have been left to
the criminal justice system. Prevention of homicide should be
viewed asa public health issue and approached in that framework.
In the case of homicide, primary prevention efforts need to be
directed at those social, cultural, technologicai, and legal aspects of
theenvironment which perpetuatehigh homiciderates. Thefollow-
ing are examples of primary prevention efforts:

1. Develop a new health promotion campaign specifically
focused on homicide. The purpose is to increase public
and professional awareness that homicide is a serious
public health problem in Michigan about which some-
thing can and must be done. The message should be
culturally relevant and feature appropriate role models
who are suitable for the target population.

2. Workwith colleges and universities to incorporate into the cur-
ricula of medical schools, nursing schools, schools of social
work, and continuing professional education information on
homicide and other types of viclence.

3. Work with communitics interested in developing campaigns
designed to reduce the risk of gun-related injuries and deaths.
Activities might include the development of community-
based organizations to combat violence, educational efforts
emphasizing the importance of keeping guns out of the reach
of children, the incorporation of conflict resolution curriculum
modules in schools, and the preparation of a model local gun
control ordinance.

Efforts at secondary prevention of homicide should be directed to
individuals who show early signs of behavioral and social problems
that have been linked to increased risks of subsequent homicide
Family violence, childnood aggression, school violence, adolescent
violence, and alcohol and drug abuse are important focal points for
efforts at secondary prevention of homicide.

Efforts at tertiary prevention of homicide should be directed
towards violence between intimates and acquaintances that are as-
sociated with elevated risk for homicide.

1. Improved medical protocols need tobe developed for identify-
ing victims of domestic violence. Many of these personsare not
identified as battering victims because they do not volunteer
this information and are not questioned about possible batter-
ing. According to the Report of the Secretarys Task Force on Black
and Minority Health, a model emergency room protocol has
been developed for hospitalsin the State of New York and can
be adapted for use elsewhere.
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2. Develop a community-based program that deals with the
violence that develops between rival youth gangs. One such
program has worked to prevent a resurgence of gang violence
through communication with concerned partiesand organiza-
tional efforts to combat the environmental and social
conditions that foster gang violence.

B. Programs dealing with environmental hazards should be ex-
panded. The following actions should be taken:

* Establish statewide minimum housing standards.

¢  Assure the rights of communities and workers to know about
importantenvirc mental hazards, such as exposure to agricul-
tural pesticides.

*  Expand rodent control programs and control exposuretoillegal
toxic chemicals such as “roach milk.”

*  Reducehazards of theindoor environmentsuchaslead poison-
ing, asbestos and radon.

Discussion.

Programs dealing with environmental hazards, such as rodentand
insect infestations, exposure to toxic chemicals including pesticides,
hazards of the indoor environment such as lead poisoning, asbes-
tos, radon, and substandard and unsanitary housing, should be
expanded. The absence of statewide minimum housing standards
is of particular concern in minority communities, which havea dis-
proportionate share of poor housing,

Additional dimensions of the housing situation are the growing
problem of homelessness, particularly among minorities, and the
n2gative impact of abandoned housing on the public health and
quality of life in many neighborhoods.

Action should be taken to terminate *he distribution of illegal pes-
ticides (“roach milk”) in urban minority communities. Another
important environmental concern is ensuring the rights of both
workers and communities to know about environmental hazards.
The rights of agricultural workers to be informed about potential
environmental hazards from the pesticides with which they work
is of particular concern.

C. New health promotion and chronic disease prevention and
control efforts are slated to be funded under the Michigan
Health Initiative (Act 258, PA. 1987). These new activities
should reach and benefit minority group employees. Risk
reduction program expansion is especially needed for drug, al-
cohol, and tobacco prevention and in hypertension and
diabetes. The problem of AIDS is taking a disproportionate toll
on minorities and special efforts will be needed.
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¢ Worksite wellness programs should target medium and small
employers (under 500 employces) with high percentages of
minorities in their work force.

¢ AIDS prevention and control programs should reach and
benefit minority populations.

e  Substance Abuse Prevention and control programs should em-
phasize alcohol and tobacco risk factor reduction in minority
populations.

¢  Publicly funded food programs should provide culturally sen-
sitive alternative foods to minority recipients. Economic and
logistical barriers to obtaining food should be removed.

¢ Hypertension screening, referral and follow-up services and
diabetes outpatient education should be designated as basic
health services.

¢  Assistance with paymentfor medications io clients with hyper-
tension, diabetes, and other chronic conditions reguiring
medication should be provided.

¢ Sa rices to chronically ill children should be improved by es-
tablishing a functional birth defects registry and increasing
family assessment and case management services.

Discussion.

Given the high risk status and the relatively greater burden of
morbidity and mortality experienced by minorities for dis-
eases of the heart, cancer, cirrhosis of the liver, diabetes, and
AIDS, categorical programs in these areas should give priority
to serving high risk minority populations. In designing new
worksite health promotion programs under the Michigan
Health Initiative, the Department should ensure that such
programs reach and benefit minority group employees. The
following specific chronic disease and health promotion
policy changes would have particular benefit for minorities:

1. Establish hypertension screening, referral and follow-up ser-
vicesas a basic health service. Theincrease in the prevalence of
uncontiolled hypertension among minorities in recent years is
of great concern. Modalities for treatmentand control of hyper-
tension are effective if clients receive appropriate services.
Expanding the availability of these services could bean impor-
tant step in reversing the deterioration in hypertension control
in minority communities.

2. Ensure universal reimbursement for comprehensive diabetes
education services. Given the complexity of managing
diabetes, most experis regard comprehensive diabetes educa-
tion as an essential feature of the treatment of diabetic patients.
Medicaid and Medicare alrealy reimbuzse for outpatient




Recommendations to Close the Gap

201

diabetes education services. The state should ensure that
diabetic patients not covered by Medicaid and Medicare also
receive this essential service.

3. Provide assistance with payment for medications to clients
with hypertension, diabetes, and other chronic conditions re-
quiring medication would be of great benefit to those with low
income. Efforts at bringing patients under treatment are often
defeated if the patients are unable to pay for medications.

4. Toimproveservicesto chronicallyill children,afunctionalbirth
defects registty should be established. Such a registry would
provide more effective case finding. In addition, increased
resources needed to provide for family assessment and case
management services.

5. There are a number of economic and logistical barriers that
stand between the citizens of Michigan and an economical and
nutritious food supply. It is essential to provide the necessary
investment in transportation at the state and local level, for im-
proved access to the food supply for all citizens.

Risk reduction program expansion is needed for drug and alcohol
abuse preventionand treatment programs and tobacco use preven-
tion and cessation programs. Michigan drug and alcohol treatment
programs, many of whose clients are minorities, have long waiting
lists. The problem with smoking cessation programs, on the other
hand, is that few are accessible to minorities. Prevention programs
directed at minority communities are needed in the areas of drug
and alcohol abuse and smoking.

V. Awareness of minority health concerns should
be expanded and educational opportunities for
minorities in the health professions should be
increased,

A. A massive campaign to educate the health provider com-
munity about the gap in minority health status s needed. This
campaign must be culturally and linguistically sensitive. Ac-
tions needed include:

¢ Develop and disseminate orientation materials for employees
on the historical experiences and health needs of each racial

minozity group.

*  Createamulti-media educationai campaign on minority health
status, giving special attention to counteracting theefforts of al-
cohol and tobacco companies who are targeting the minority
community to increase sales.
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Discussion.

The Department should provide educational curricula to sensitize
all of itsemployees to the historical and cultural experiences and the
specific health needs of each of the racial minorities in Michigan.
The educational modules should be incorporated into the orienta-
tion program for all new employees and be required for al} current
employees The Department should disseminate these curricula to
local health agencies, health facilities, and other inter.sted parties.

The Department should help develop a multi-media educational
campaign on minority health status similar in scope and concept to
the AIDS education effort. AIDS is not a problem for high risk groups
alone nor is the racial gap in health status a problem for minorities
alone. The excessive years of potential life lost, the alarming number
of minority infant deaths, the heavy toll that violence takesin minority
communities, the hvman and economic burden of frequent
hospitalizations for themajorchronicdiseases, affect the entire society.
All of us need to contribute to reducing the gap in health status by be-
coming more aware of the undeslying causes of these problems and
supporting programs which address theseproblems.

In addition to increasing general awareness of the causes of poor
health statu's in minority populations, the media campaign should
be aimed at improving or changing the lifestyles and health seek-
ing behavior of minority group members. The information should
be conveyed ina manner sensitive to tk.e cultureand appropriate to
the languages and reading levels of minority groups in Michigan.
One goal of the media campaign should be to counteract the efforts
of tobacco companies to target sales of their products, the leading
cause of preventable mortality, to minority communities.

The Department should ensure that culturally and language
sensitive materials designed to serve the needs of each of the
minority groups in Michigan be included in the risk reduction
clearinghouse and media campaign to be developed under the
Michigan Health Initiative.

B. Strongefforts arerequired to bring large numbers of minorities
in the health caring professions. Actions needed over the short
terminclude:

¢ Develop community coalitions to reduce high school drop out
rates.

*  Working with the State Board of Education, develop a plan to
increase minority college enrollments generally and in
graduate level training for the health professions.

¢ Reinstitute the Master’s of Public Health scholarship program
for minority students at the University of Michiga:: School of
Public Health.
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*  Working with the Department of Civil Service, expand the pool
of minority applicants for health careers in state government.

¢ Continue to implement state Affirmative Action Programs to
ensure that minority individuals are included as staff members
at all levels of state government in proportion to the'r repre-
sentation in the state population.

Discussion.

Coalitions for educational reform should include solving such
symptomatic problems of crisis among minority youthas the exces-
sive high school drop out rates and low college enrollment rates.
Providing young people with a good education, self-esteem, and a
sense of hope in the future will have an enormous impact on over-
all health status and on the future development of our state.

The State Board of Education should work with all colleges and
universitiesin the state to develop a plan to increase the number of
minorities inall health-related programs, Features of such a planin-
clude stepped up recruitment efforts, working with counselors in
the high schools to promote health programs, expanding the
availability of scholarships and other forms of financial assistance,
and streng'hening retention programs.

TheDepartmentof Public Heaithshould work with the Department
of Mental Health and other state departments to expand the pool of
minorities interested in health careers in state government by en-
couraging interestamony secondary school studentsand recruiting
college and university students.

The State Board of Educe.tion should work with and encourage col-
leges and universities to develop a mirority health curricalum for
inclusion within the academic curricula of ail health-related schools.
In addition, the Board should assist colleges and universities in the
development of training programs so that health care providerssuch
as physicians, nurses, dentists, industrial hygienists, sanitarians,
public health engineers, nealth educators, social workers, lay coun-
selors, allied health professionals,and volunteers may gain increased
awareness of and sensitivity to the health problems and health at-
titudes, beliefs, and concerns of minority populations.

The Department should reinstitute the Master’s of Public Health
scholarship program for students at the University of Michigan
School of Public Ffealth. When in existence, the program facilitated
the public health education of a generation of minority health
professionals. Keversing the decline in the number of minorities
being; trained in public health is ncessary if the health care s ystem
is to be more responsive to needs of minority patients.

Finally, minority representation should be included on Michian,
department advisory boards, task forces, and commissions to assist
the departments in ensuring that programs target minority com-
munities and are implemented ina culturally sensitive manner. In
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addition, thestate should continue to implement its Affirmative Ac-
tion Programs to ensure that minority individuals are included as
staff members atalllevels of state government in proportion to their
representation in the state population.

VI. The Human Services Cabinet should work
to identify and implement additional
recommendations from recent task forces

and advisory bodies which impact on
minority health.

Discussion.

Many state task forces in recent years have addressed minority
health issues. They include such diverse areas as Infant Mortality,
Indian Health, Hispanic Needs Assessment, Black Children in
Crisis, Adolescent Health, and others. Many of these recommenda-
tions in these reports have been implemented. However, the
Human Services Cabinetshould again review these documents and
consider adopting additional recommendations. For example, the
following recommendations of the Task Force on Infant Mortality
have important implications for improving minority kealth status
and consideration should be given by the Cabinet to:

1. Improve and expand prenatal and postnatal care for high risk
women.

2. Expand outreach efforts and public information targeted at
high risk women.

3. Expand maternal support services to ensure comprehensive
care to at risk women and their infants.

4. Decrease the number of unintended pregnancies by expand-
ing family planning services.

The Office of Minority Health should provide staff assistance for
these activities.

In addition, the new Governor's Task Force on Access to Care should:

e Assurethat the health service delivery system is sensitive to the
cultural and linguistic needs of minority groups.

e Incorporate a specific focus on access to care by minorities.
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Glossary

Age-Adjusted Death Rate

Asummaryrateof death thatis developed usingastandard popula-
tion distribution to improve comparability of rates for areas or
population subgroups with different age distributions. When cal-
culated by tae direct method, as in this report, age-specific death
rates for a geographic area or population subgroup are multiplied
by the standard population by specific age and the products
summed and divided by the total standard population. Age-ad-
justed death rates represent the mortality experience that would
have occurred had the age-specific rates of the area or population
subgroup been experienced by the standard population. Theseratcs
are presented as per 100,000 population.

Agz-Specific Birth Rate
Number of resicent deaths divided by the total resident
population x 1000.

Age-Specific Death Rate

Number ofdeathsin specificage group divided by the total resident
population in specific age group x 1000.

Birth Weight

Weight of fetus or infar : at the time of delivery (normally recorded
in pounds and ounces).

« Communicable Disease Cese Rate

Number of reportec! cases of a specific communicakle discase
divided by the total resident popuiation x 100,000.

CrudeBirth Rate
Number of resident live births divided by total resident
population x 1000.

CrudeDeath Rate
Number of resident deaths divided by the total resident
population x 1600.

Excess Deaths

Difference between the number of deaths observed for a
Population and the number of deaths expected if that popula-
tion had experienced the same age-specific death rates as a
standard population.

Fertility Rate
Number of resident live births divided by the total female popula-
tion (1544 years-old) x 1000.
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Incidence
Frequency with which a disease (or health probiem) arises during
a defined pericd of time.

Infant Death
Death occurring toan individual less than one year of age.

Infant Mortality Rate
Number of infant deaths divided bv the total resident live
births x 1000.

Low Weight Birth

Birthi~ 1984 or later wherein the birth weightisless than 2500 grams
(approximately 51bs., 8 0z.) or birth weight before 1984 wherein the
birth weight is 2500 grams or less.

Mortality Rate
Number of deaths divided by the total resident population x 1000.

Neonatal death
Deatl: occurring to individual less than 28 days of age.

Perinatal Death
Fetal death or death under une weck of age.

Prevalence
Amount of disease (or health problem) in population at a particular
time, regardless of the time of iis onset.

Years of Potential Life Lost (YPLL)

Numberof yearslest due to dezth occurring beforea predetermined
end poirt, suchas 65 years. YPLL calculations for specific causesare
bascz on the underlying cause of death.
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Authority:
Act 368 PA. 1978, as amended,
HP-95

“The Michigan Depa" 1ent of Public Health will not discriminate
against any individual or group on the basis of race, color, religion,
national origin orancestry.age, sex, (or marital status) orhandicap.”
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