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The Commission recognizes that- there are few quick fixes and that significant
improvaments will not occur overnight. However, it is the Commission's strong belief
that more can and must be done by public officials, health care providers, private sector
groups, minority individuals, and minority communities to work toward improving the
health of Black and minority Marylanders. At a minimum, Maryland's health care system
should be changed to assure Blacks and minorities ready access to quality, appropriate
care. Additionally, intensive and widespread educational efforts must be initiated to
give Blacks and minorities the requisite skills and resources needed to improve their
health status.

The State of Maryland has a proven track record of being at the forefront of
implementing new and innovative strategies to address complex health issues and
problems. Lessening the gaps in health status and access to health services between
minorities and non-minorities should prove to be a difficult, but manageable task for a
State which has becn historically committed tc promoting equal access to heaith care for
all.

Larry Young
Chairman

Edward N. Brandt, #.D., Ph.D.
Vice-Chairman
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PREFACE

The goals and recommendations contained in this report reflect the health care
needs of Maryland's Black and minority populations. The Governor's Commission on
Black and Minority Health has, over the past twelve months, studied the health care
problems faced by Black and minority residents in Maryland; this report contains the
results of the work of the Commission.” The first chapter describes the approach used by
the Commission as issues and problems were investigated.

The second section presents an overview of the health status of Maryland's Blacks
and minorities and briefly reviews the factors which contribute to the health experience
of these populations. The data in this section lay the groundwork for more detailed
discussions of major health problems facing Black and minority populations. These
problems are addressed in the fifth chapter which is composed of summary reports
focusing on cardiovascular disease, AIDS, cancer, maternal and child health, homicide,
aging, substance abuse, mental health, medical indigency, and minority health
manpower. Each summary report defines the nature of the problem and further details
the Commission's findings.

The Commission's findings should not surprise anyone: Blacks and minorities face
barriers in obtaining access to health care services, become ill more frequently, and die
at younger ages than Whites, The Commission is dismayed at the extent of tae
disparities in health status between Blacks and minorities and Whites and, further, is
concerned with the lack of programs designed to decrease these disparities. The key
Commission findings and conclusions are given in the third chapter of this report. The
goals and recommendations for improving the health of Blacks and mincrities are listed
in the fourth chapter and subsquently comprise an "Action Agenda."

While the Commission has formulated goals and recommendations to improve the
health status of Maryland's most vulnerable populations, it was the consensus of
Commission members that further work is necessary to address the health care problems
defined in this report. Due to time, resource, and data constraints, this Commission
chose to focus its attention on several key priority areas: infant mortality, Black and
minority health manpower development, access to primary health care services, and
prevention of cardiovascular disease, cancer and AIDS. A permaner.t Gubernatorial
Commission on Black and Minority Health must be established to continue the work
which this Commission has only started.

After reading this report, it should be clear that there is a need to conduct a more
rigorous and systematic examination of the programs and services related to the health
status of Blacks and minorities than this Commission was able to do. The recommended
permanent Commission should be charged to continually monitor Black and minority
health trends and problems, and to facilitate the implementation of strategies which
reduce racial disparities in health status and alleviate inequities in access to health care
services,

The work of this time-limited Commission is now complete. The recommendations
presented do not claim to be the definitive answers to solving Black and minority health
problems. However, they are to be viewed as an important initial agenda for addressing
priority Black and minority health problems in Maryland.
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WHREREAS,

WHERZAS,

WHEREAS,

WHEREAS,

WHEREAS,

WHEREAS,

WHEREAS ,

WHEREAS,

NOW, THEREFORE,

Executibe Bepactment

EXECUTIVE ORDER

01.01.1986.05 :

Governor's Comnission on Black and Minority Heslth

The State of Maryland is concerned with eahancing the health
of all of the State'e citizensa;

Disparities exist in both the health status and utilization
of health services betwaen Black, Asian, Hispanic, Native
Azarican and other minority citizens aad vhive citizens of
Maryland; : ;

The infant mortality rate for minority citizene of Maryland
is 90 percent higher than the infant - wortality rate for
vhite citizens;

‘The overall age n§juntcd mortality rate for oinority
citizens is 40 percent higher than the rate' of wvhite
citizens;

Homicide sand accidents are the leading causes’ of desth for
young black malas between the ages of 15-34;

While the cancer desth rate for nonwhite nales has been
declining, thers has baen & significant overall incresse in
the cancer dezth rate for minority citizens;

Minority citizens ara tvice as likely to be uninsured, four
times as likely to be poor and tvice &3 likely to be
unemployed as vhite citizens;

Minoritiss, particularly poor wminority citizens, sre ‘less
1iksly to have access to health care resources; and

There are renaining disparities by race in & number of other
key heslth indicators;

1, HARRY NUGHES, GOVERNOR OF THE STATE OF MARYLAND, BY
VIRTUE OF THE AUTHORTTY VESTFo TW ME OY T3t CONST (FUTION AND
LAWS OF MARYLAND, HEREBY PROCLAIM THE TFOLLOWING ORDER
EXFECTIVE IMMEDIATELY:

1. The Cowaission

There is & Governor's Commission on Black and Minority
Realth.
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2. Membership snd Procedures

A, The Comaission shall consist of up to 30 menbars
appointed by che Governor who are representatives of healch
providers, human resourca, education and leRal agencies or
organizations as wveli as representatives of 1local
cozpunities and civic groups. Of the members appointed, the
Commigston shall include:

(1) One amember of the FRouse of Delegates
noainatad by the Speaker of the Rouse;

(2) One member of the Senate noninated by the
President of the Senate; and

{3) A representative of the Govaernor's 0ffice.

B. The Govaernor shall gelect the Chafrperson of the
Council from among the members appoinced to the Council,

c. The Governor may raemove any wmgaber of che
Counci{l for aay cause adversely affecting the wmember's
ability or wvillingness to perform his or her duties.

D. In csde of a vacancy, the Covernor shsll gppoint
4 successor for cthe remainder of the 1life of the
Commigsion,

E. A wmajority of cthe Council shall constitute a
quorum for ths transaction of sny business. The Council may
adopt such other procedures necessary to ensure the orderly
transsction Qf business {ncluding che appointment of
subccomittees or work groups ucilizing the expertise of non
Comnission nenbers,

r. The menbars of the Council "3y not receive any
compensation for ctheir gervices. The members wmay be,
reinbursed for their reasonshble expensas {incurred in che
performance of duties. 1in asecordance vith the standard
travel regulacions, snd as provided {n the Scate budgat.

G. The Department of Health and Mental Hygiene
shsll oprovide gsuch scaff Support neceesary for the
completion of the Commission's duties and as provided in che
State Budget.

3. Scope of the Coemission

The Comsission shall conduct a thorough examination of
the programs and laws relsting 20 the health sratus of
¥aryland's afuority ciclzens and in doing so shall:

A, Hold hearings at which psrsons, organirations,
and agencies with an {nterest {n cthe health scacus of
Maryland®s black and ocher atnority citizens may presenc
their views;
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3. Conduct wectings, discussione and exaninations
88 necessary to gather information on the lavs and services
relating to ninority health care. in Maryland and other
etates;

c. Identify and examine the limitations and
probleas associated with existing lavs, programs and
etrvices related to the health 3tatus of Maryland's ninority
citizens;

D. Examine the financing and accese to health
services for Maryland's black and ninority citizens;

E. Exanine tha causes and rtecoumend possible
measuree to &ddress the increase 1in youth hoaicide
particularly ae it relates to young black males; and

) r. Identify and reviewv prevention strateglas
relating to the leading causes of death among minoritiee
including heart dieease and etroke, cancer, homicide and
accidente, cirrhoste, disbetce and infant mortality, as well
ae other concerns including teen pregnancy, mental health,
chenical dependency, eexually transnitted and communicable
disesee incidence, lead poisoning, long texm cars, and
scceae to and utilization of health care resources.

'R Report/Recommendations

The Comaission shull provide sn interim report by
December 1, 1986, and a final report by October 1, 1987.

CIVEN Under My Hend and the Creac Sesl of
the State of Marvland, {in the Clty~ of
Annapolis, this fth dav of March, 1986,

\ I
.

.

P I -

-/ Harry Hughes
: Covernor

Lorraine M. Sheshan
Secratary of Stite
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EXECUTIVE SUMMARY

Introduction )

There is a crisis in health care for Black and minority Marylanders. Statistics tell
us that far too many Black and minority Marylanders continue to die or suffer needlessly
{rom preventable diseases and conditions. If minority Marylanders had died at the same
rate as White Marylanders between 1983 and 1985, on average, approximately 6,000
fewer minority Marylanders would have died. Cardiovascular disease, cancer, homicide,
and accidents - all preventable or controllable - were the leading causes of these excess

minority deaths.

Focmation of the Maryland Governor's Commission on Black and Minority Health

At the request of Maryland's Legislative Black Caucus, the Maryland Governor's
Commission on Black and Minority Health was formed to address increasing concerns
about the health of Black and minority populations in Maryland. On the 26th of March,
1986, Governor Harry Hughes signed Executive Order 01.01.1986.05 creating the
Commission. Soon after his inauguration in January, 1987, Governor William Donald
Schaefer conveyed his support for the Commission by endorsing the Executive Order
which created the Commission.

The 27 member Commission was charged with conducting "a thorough examination
of the programs and laws relating to the health status of Maryland's minority citizens" as
well as identifying and exarmining limitations and problems associated with existing laws
and programs related to the health status of minorities. Additionally, the Commission
was directed to examine the causes of, and develop strategies to address the problem of
homicide among young Blacks. Finally, the Commission was given broad responsibility to
identify and review prevention strategies relating to the leading causes of death among
minorities. In the development of this report, the Commission defined the minority
population as Asian/Pacific Islanders, Blacks, Hispanics_and Native American Indians.

Process and Methodology

The Commission began its work by assessing the health problems of Maryland's
Black and minority populations. A two-pronged approach was employed: public hearings
were held across the State and task force groups were established.

The purpose of the public hearings was to receive comments from the general
popul.atlon, health care providers, and others concerned with the unmet health care needs
of minority communities. The Commission heard testimony from over fifty individuals
and groups.

The public hearings were also used to recruit volunteers to serve on the
§omm15510n's task forces. The task forces were chaired by Commission members and
included individuals interested in Black and minority health issues.
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Eight task forces were established, each with an area of responsibility _
corresponding to a requirement set out in the Executive Order. The eight task forces
were:

¢ The Task F.orce on Cardiovascular Disease, Cancer, and Other Leading Causes of
Minority Mortality and Morbidity;

¢ The Task Force on Minority Homicide, Suicide, and Unintentional Injury;

e The Task Force on Minority Substance Abuse; .
® The Task Force on Minority Finance, Access, and Indigent Care;
® The Task Force on Minority Aging;

¢ The Task Force on Minority Mental Health;

®© The Task Force on Minority Maternal, ;’:hild and Family Health Issues; and
¢ The Task Force on Minority Health Manpower Development.

The task forces were asked to develop recommendations for consideration by the
full Commission for inclusion in the preliminary and final reports. To accomplish this,
literature searches and surveys were conducted, public hearings were held, and expert
opinions from national, state, and local experts were solicited. 'An executive committee
composed of task force chairpersons directed and coordinated these activities.

The Commission and its task forces found that "a thorough examination of the
programs and laws relating to the health status of Maryland's minority citizens", as
requested in the executive order establishing the Commission, was impossible given the
Commission's inadequate resources. Due to a lack of personnel to staff the task forces
and the paucity of routinely collected program data relating to Blacks and minorities, the
task forces focused on documenting the disparity in health status between Blacks and
minorities and the White population and in beginning to document the difficulties

this work, which included' countless hours of discussions and deliberations, the
Commission developed goals and recommendations which were condensed into a
Commission Action Agenda,




Xiv

A SUMMARY OF KEY COMMISSION FINDINGS AND CONCLUSIONS

The following is a summary of the major findings uncovered by the Commission.
Based on these findings, the Commission reached several broad conclusions which serve
as the basis for the final goals and recommendations.

KEY COMMISSION FINDINGS

Mortality

o 1f Blacks and other minorities died at the same rate as whites in Maryland, almost
2,000 fewer minority deaths would occur each year. Cardiovascular disease, cancer,
homicide, accidents, and infant mortality account for three-quariers of these excess

deaths.

o Age-adjusted deatn rates are higher among minorities/Blacks than Whites for ten of
the twelve leading causes of death.

e On average, a minority baby born in Maryland in 1980 will live four years less than a
White baby. ' '

Cardiovascular Disease (Heart Disease and Stroke)

e Cardiovascular disease (CVD) is the leading cause of death for all minority
Marylanders and one of the leading causes of premature mortality for Black males in
Maryland.

s Hypertension, a leading controllable cause of heart disease and stroke, frequently
goes unchecked and uncontrolled in Black males. This is partially due to a lack of
access to health services.

e There are too few culturally sensitive and community based risk reduction programs
(e.g. smoking cessation, dietary improvements) which can help to prevent or control

CVD risk factors in high risk Black communities,

Cancer

e Blacks have the highest cancer incidence and mortality rates of all racial groups in
the U.S. and Maryland.

o Blacks tend to be less knowledgeable than Whites about cancer's warning signals and
are less likely to see a physician when they experience symptoms. :

¢ Inadequate access to timely screening, diagnostic, and treatment resources
contributes to higher rates of cancer deaths for Blacks.

-~
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Acquired Immune Deficiency Syndrome (AIDS)

e Blacks represent 23% of Maryland's population, but comprise over 50% of the
reported AIDS cases. Ninety percent of individuals suspected to have contracted
AIDS due to intravenous drug abuse are Black. :

e Education and outreach are currently the most effective weapons against AIDS, and
there are few of these efforts underway in Black and Hispanic communities.

Diabetes
¢ Black females have the highest death rate for diabetes of all race/sex groups.

¢ Community based education, screening, outreach, diagnostic, and treatment
programs for diabetics rarely reach high risk minorities living in medically
underserved areas. . .

Infant Mortality and Low Birthweight
®  Maryland's Black infant mortality rate is almost twice as high as the White rate.

® Maryland's Black infant mortality rate has been showing some disturbing trends.
Between 1984 and 1985, the Black infant mortality rate increased by 16% to 19.2,
while the White rate remained stable at 9.0. In 1986, the Black rate decreased to
17.3, while the White rate increased slightly to 9.4,

®  Black babies are twice as likely as White babies to be born at low birthweights. Low
birthweight babies, as compared to heavier babies, are 40 times more likely to die in
the first month and 20 times more likely to die in the first year of life.

® Although prenatal care has been documented to improve birth outcomes, Black
expectant mothers are three times more likely than White expectant mothers to
receive late or no prenatal care.

Child, Adolescent and Family Health

e One-half of Black children in Maryland are poor as compared.to one in four White
children.

® In 1980, slightly more than one-half (55%) of Black children lived in married couple
families.

¢ Black and minority children are found disproportionately in groups at increased risk
of becoming substance abusers, adolescent parents, poor learners, school failures,
and juvenile delinquents.

¢  One-half of adolescent births are to Black females. There are inadequate numbers -
of successful targeted strategies which reduce adolescent pregnancies,

® There are insufficient early identification and intervention programs which help high :
and at risk children and adolescents. Primary care services for non-Medicaid
eligible low-income children are sorely lafgng in many jurisdictions.
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Homicide

According to the U.S. Department of Justice, Black males have a 1 in 21 lifetime
chance of becoming a homicide victim, while the chance for White males is | in
13]. For Black and White females, the odds are 1 in 104, and | in 369, respectively.

In 1985, the death rate from homicide for minority males was almost 8 times the
White male rate at 39.7 and 4.9 deaths per 100,000 population, respectively.

There is no public health policy concerning homicide in Maryland.

Substance Abuse (Alcohol and Drug Abuse)

o The prevalence of alcohol and drug abuse by race/ethnicity is unknown in Maryland.

e Mbérbidity and mortality data suggest that minorities in Maryiand suffer
disproportionately from the negative consequences of substance abuse.

e There are barriers to receiving an? completing substance abuss treatinent for
minorities, znd substance abuse prevention programs are limited.

Mental Health

e Data and research on the mental health problems and needs of Blacks and minorities
are extremely limited.

e Mental health services for children under the age of 12 are virtually nonexistent.

Mincrity Health Manpower

Blacks, Hispanics, and Native Americans are underrepresented in most health and
allied health professions when compared 1o their percentage in the total
population. For example, Blacks compose 23% of Maryland's total population, but
account for less than 7% of the State's physicians, dentists, and registered nurses.

Blacks and minorities are underrepresented in upper level health policy and
managerial positions in major health-related facilities and organizations, such as
boards, commissions, hospitals, academic health centers, HMO's, nursing homes, and
public health departments. For example, there is only one Black Chief Executive
Officer of a hospital in Maryland and 16 of Maryland's 52 acute hospitals, including
five in Baltimore City, have no Black representation on their boards of directors.

Studies have consistently shown that Black practitioners are more likely than White
practitioners to practice in minority and underserved areas.
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Access to Health Care %

e Several Maryland repor.ts have documented differences in access to care by race
(2’3’[‘)5 -

o Blacks as compared to Whites are:

-  Three to four times more likely to live in federally designated medically
undersurved or health manpower shortage areas;

- Three times less likely to have a coronary artery bypass surgery;
- Twice as likely to be uninsured;

- More likely to receive primary care in public clinics and emergency rooms
where care is less comprehensive, continuous and preventive in nature;

- Less likely to receive nursing home care; and

- Less likely to receive dental care.

The Black and Minority Elderly

e Blacks are less likely than Whites to reach old age. Eleven percent of Whites ane six |,
percent of minorities were over the age of 65 in 1980.

e The Black elderly (29%) were three times as likely as the White elderly (10%) to be
poor in 1980.

Data and Research

e Data and health information for Hispanics, Native Americans, and Asian/Pacific
Islanders are particularly sparse.

o Hispanics are not identified on the State's birth and death certificates.

e Estimates of the size of Maryland's Blzck, Native American, Hispanic, and Asian
populations are only available through the decennial U.S. Census.
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KEY COMMISSION CONCLUSIONS

Maryland data show that the health of Marylanders of all races has improved
dramatically over the past five decades. The Commission finds that far too many Black
and minority Marylanders continue to die and suffer, however, needlessly from

Qreventable'diseases and conditions. While Maryland has one of the nation's best health

care delivery systems, major improvements are needed if the health status of Black and
minority populations is to change. On the basis of these findings, the Commission
concludes the following:

I. Education about healthy behaviors, health insurance coverage, and improving access
to comprehensive and continuous preventive and primary care services are keys to
improving Black and minority health.

2. Iotense, well targeted, community based, and culturally appropriate outreach and
education programs are often necessary to reach and educate low-income Blacks and
minorities and enhance their access to health services. More minority outreach and
education programs ire required immediately.

3. It is essential that the leadership (e.g., ministers, elected officials, health
professionals, community leaders) in Black and minority communities be involved in
promoting healthy lifestyles and behaviors in their communities.

4, The adequate representation of Blacks and minorities in the health professions and in
key health policy positions is an essential component of improving Black and
minority health. Increasing the number of Black and minority health professionals
will require immediate targeted State and local interventions.

5. Blacks and minority participation should be sought in the development,
implementation and evaluation of programs and services in their communities.

6. The State must ensure that localities have the necessar, flexibility and resources to
design health care programs which are tailored to addr.;ss their unique and individual
health care needs.

7. Geographic and economic barriers, including lack of access to health insurance
coverage, must be eliminated if Black and minority health is to improve
substantially.

8. Incentives are needed to promote efficiency and effectiveness in the organization,
financing, and delivery of health care services.

9. The development of viable solutions to Black and minority health problems will
require public-private partnerships.
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A SUMMARY OF COMMISSION GOALS AND PRIORITY RECOMMENDATIONS

\

|

Goal I:  To triple Black and minority representation in the health professions and in {
~ key health policy positions before the year 2000. |

1.1 Establish a statewide Extra-Curricular Health Professions Career

Exploration Program targeted to elementary, middle, and high schools

v

=

Priority Recommendation: E
with significant numbers of Black and minority students. 3

]

Goal 22 To improve the health of Maryland's Black and minority infants, children,
adolescents, and families.

Priority Recommendations: E
2.1  Appoint a Maryland Advisory Council on Infant Mortality. i
2.13 Direct the Departments of Health and Mental Hygiene, Human 3
Resources, and Education, and the Office of Children and Youth to
develop and coordinate a continuum of early identification and
intervention programs, and strategies to prevent the development of

chronic health, psycho-social, learning and behavioral problems in high
and at-risk children and adolescents.

Goal 3:  To improve accass to a range of health services and prc;grams for medically ’

indigent (i.e., the low-income uninsured and Medicaid recipients) Blacks and
minorities.

Priority Recommendation:

3.1 Develop and implement demonstration projects which increase access

to primary health care services for medically indigent Blacks and
minorities.

Goal 4: To prevent excess Black and minority morbidity and mortality.

Priority Recommendation:

k.3 Maintain and expand existing community based risk reduction programs

using churches, neighborhood groups, and other primary social support
networks.
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Goel &

To peevent Black and minority deaths and isability due to homi~ide, suicide
and unintentional injuries.

To prevent and treat Black and minority substance abuse.
To improve the mental health of Black and minority Marylanders.

To improve access to community based long term care and mental health
services for the Black and minority elderly.

To facilitate the implementation of innovative and culturally appropriate
community based Black and minority health strategies, and to monitor
progress in improving Black and minority health,

Priority Recommendation:

9.1 Establish a Maryland Governor's Commission on Black and Minority
Health.
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L. THE WORK OF THE COMMISSION

Background

1f the S0 states were to be compared and ranked according to the caliber of health
care available, Maryland would surely be in the top five. Maryland is also one of the
vealthiest states in this nation; ranking seventh in per capita income in 1984, Despite a
relatively high standard of living and of health care, statistics indicate that there are
serious and dangerous disparities between the level of health and well-being enjoyed by
% ute citizens and that of Black and minority citizens in Maryland. Problems that afflict
society as a whole — AIDS, cardiovascular disease, cancer, infant rortality, adolescent
ocegnancy, lead poisoning, violence — afflict Blacks and minorities in disproportionately
large numbers. Studies also show that Blacks and minorities have less access than Whites
1> available iiealth care resources (1,2,3,4).

At the request of Maryland's Legislative Black Caucus, the Maryland Governor’s
Commission on Black and Minority Health was formed to address increasing concerns
asout the health of Black and minority populations in Maryland. On the 26th of March,
1986, Governor Harry Hughes signed Executive Order 01.01.1986.05 creating the
Commission. Soon after his inauguration in January, 1987, Governor William Donald
Schaefer conveyed his support for the Commission by endorsing the Executive Order
whuch created the Commission.

Governor's Charge to the Commission

The Executive Order which established the Commission outlined several significant
disparities in the health status and use of health services that exist between Black and
-ninority citizens and the majority population:

e The overall age-adjusted mortality rate for minority citizens is 40 percent
higher than the rate for White citizens;

e The mortality rate for minority infants in Maryland is almost twice as high as
the rate for White infants;

e Homicide and accidents are the leading causes of death for young Black males
between the ages of 15 and 34; and

e Minorities, as compared to Whites, are twice as likely to be uninsured or
unemployed and three times as likely to be poor.

The 27 member Commission was charged with conducting "a thorough examination
of the programs and laws relating to the health status of Maryland's minority citizens" as
well as identifying and examining limitations and problems associated with existing laws
and programs related to the health status of minorities. Additionally, the Commission
was directed to examine the causes of, and develop strategies to address the problem of
homicide among young Blacks. Finally, the Commission was given broad responsibility to
identify and review prevention strategies relating to the leading causes of death among
minorities. In the development of this report, the Commission defined the minority
population as Asian/Pacific Islanders, Blacks, Hispanics and Native American Indians.
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The Commission's Response

The Commission began its work by assessing the health problems ot Maryland's
Black and minority pepulations, A two-pronged approach was employed: public hearings
were held across the State and task force groups were established,

The purpose of the public hearings was to receive comments from the general
population, health care providers, and others concerned with the unmet health care needs

of minority communities. The Commission heard testimony from over fifty individuals
and groups.

The public hearings were also used to recruit volunteers to. serve on the
Commission's task forces. The task forces were chaired by Commission members and
included individuals interested in Black and minority health issues.

Eight task forces were established, each with an area of ‘responsibility

corresponding to a requirement set out in the Executive Order. The eight task forces
were:

© The Task Force on Cardiovascular Disease, Cancer, and Other Leading Causes
of Minority Mortality and Morbidity;

@ The Task Forca on Minority Homicide, Suicide, and Unintentional Injury;
® The Task Force on Minority Substance Abuse;

® The Task Force on Minority Finance, Access, and Indigent Care;

® The Task Force on Minority Aging;

® The Task Force on Minority Mental Health;

® The Task Force on Minority Maternal, Child and Family Health Issues; and
@ The Tas!c Force on Minority Health Manpower Development.

The task forces were asked to develop recommendations for consideration by the
full Commission for inclusion in the preliminary and final reports. To accomplish this,
literature searches and surveys were conducted, public hearings were held, and expert
opinions from national, state, and local experts were solicited. An executive committee
composed of task force chairpersons directed and coordinated these activities.

The Commission and its task forces found that "a thorough examination of the
programs and laws relating to the health status of Maryland's minority citizens”, as
requested in the executive order establishing the Commission, was impossible given the
Commission's inadequate resources. Due to a lack of personnel to staff the task forces
and the paucity of routinely collected program data relating to Blacks and minorities, the
task forces focused on documenting the disparity in health status between Blacks and
minorities and the White population and in beginning to document the difficulties
Maryland's minority populations face in obtaining access to health care services. From
this work, which included countless hours of discussions and deliberations, the
Commission developed goals and recommendations which are given in the subsequent

chapters of this report. These recommendations were further condensed into the
Commission's Action Agenda, :

&'
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L OVERVIEW OF BLACK AND MINORITY HEALTH ISSUES AND PROBLEMS

VHO ARE MARYLAND'S MINORITIES?

million persons currently live in Maryland. One in four
Marylanders is a member of one of the following racial/ethnic minority groups:
Asian/Pacific Islander, Black, Native American Indian, or Hispanic (Figure 1). The
majority (91%) of Maryland's racial/ethnic minorities are Black. According to the 1980
US. Census, Maryland's minority population is increasing. Between 1970 and 1980,
Maryland's minority population increased by 45%, rising from 0.7 to 1.1 million. During
this same time period, there was a 1% decrease in the White population.

Ari estimated 4.3

The geographic distribution of minorities in Maryland varies by racial/ethnic
grouping (Table 1). As a whole, most minorities (90%) reside in either the Baltimore or

Washington, D.C. metropolitan areas.

TABLE |

PERCENT DISTRIBUTION OF MARYLAND'S MINORITY POPULATIONS,
BY REGION, 1920

Race/Ethnicity

Native
Region Total Asian Black American White Hispanic
Total 100.0% ~ 100.0% 100.0% 100.0% i00.0% . 100.0%
Central Md. 51.6 337 58.1 51.6 50.1 33.1
¢ Baltimore City 18.7 7.7 45.0 26.3 10.9 11.7
D.C. Suburbs 29.5 61.1 31.2 33.2 28.1 57.5
Eastern Shore 7.0 1.4 6.1 3.8 7.5 3.3
Southern Md. 4.0 1.9 3.3 8.2 4.2 3.1
Western Md. 7.9 1.9 1.3 3.2 10.1 3.0

Source: 1980 U.S. Census




FIGURE |

MARYLAND'S POPULATION BY RACE/ETHNICITY, 1980

‘ hite
74.9%

Native Am. (0.4
Asian (1.5%)

..... iy

Distribution of Maryland's Population by Race/E thnicity N
Race Number Percent .
® Total | 4,216,975 100.0%
® White 3,158,838 74.9
° Racial Minorities 1,058,137 25.1
- Black 958,150 22.7

- Asian/Pac. Islander 64,278

[
.
W

Ethnicitx Number  Percr
e Individuals of )

e Korean 15,089 0.4 Hispanic Descent 67,746 L6
e Chinese 14,485 0.3 - Mexican 12,339 0.3
e AsianIndian 13,705 0.3 -  Puerto Rican 9,014 0.2,
e Filipino 10,965 0.3 -  Cuban 5,315 0.2
e Japanese 4,805 0.1 -  Other 38,078 0.9
e Vietnamese 4,131 0.1
¢ Hawaiian 616 0.0*
o Guamaniam 4Co 0.0*
e Somoan 82 0.0*
Native American 7,823 0.2

- Alaskan Native 198 0.0%

*Less than 1/10 of 1 percent
Source: 1980 U.S. Census ‘ .
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On average, minorities in Maryland are younger than non-minorities. In 1980, the
median age for Blacks was 26 as compared to 32 for Whites. Whites (11%) are more
Jikely than Blacks (6%), Native Americans (4%), Asians (3.5%), or Hispanics (4%) to be
elderly (i.e., over the age of 65),

\Minorities, particularly Blacks, fare far worse than Whites on a number of socio-
economic indicators which are related to health status and access to health care. These
include employment, health insurance, economic, ana educational status. For example:

e Blacks and Native Americans are three times more likely than Whites to be
poor. In addition, minorities are twice as likely as Whites to be unemployed.

e Blacks are disproportionately found in the State's poor population representing
50% in 1979. Two-thirds of poor Blacks reside in Baltimore City.

e According to the 1980 US. Census, Asians (11%) and Whites (10%) over the age
of 25 were more than twice as likely as Blacks (4%) and Native Americans (3%)
to have completed-college.

DEFINING AND MEASURING BLACK AND MINORITY HEALTH STATUS

Health and health status are difficult concepts to define and measure. The most
commonly accepted definition of health is provided by the World Health Organization
(WHO). According to WHO, health is defined as "... a state of complete physical, mental,
and social well being and not merely the absence of disease.” The Commission chose to
use this definition as well.

Several recent federal and Maryland reports have documented racial disparities in
health. In 1985, the report of the federal Task Force on Black and Minority Health
documented higher morbidity and mortality rates for Blacks and other minorities as
compared to Whites and focused national attention on this issue. Similarly, between 1934
and 1985, several Maryland reports and analyses examined differences in the health
status of Marylanders by race. In 1984, the Center for Health Statistics, within the
Maryland Department of Health and Mental Hygiene, published the first edition of
Health, Maryland, an annual series on the health status of Marylanders (5). The 1984

report showed that tremendous improvements in the health of Maryland's population have
occurred since 1940, as evidenced by declining infant mortality and death rates from
several communicable diseases. However, the report also highlighted racial diZferentials
in health status and access to health resources. Similarly, several recent legislative
reports prepared hy the Maryland Medical Assistance Program have documented racial
differentials in payment and utilization levels within Maryland's Medicaid program (3,4).

The Commission used several statistical methods to further substantiate
differences in the health status of Marylanders by race. These methods included a
review of the leading causes of death by race, an examination of the major causes of
excess minority deaths, a determination of the relative risk of death by cause and an
examination of the leading causes of premature mortality. Where available, special
population surveys 1d morbidity statistics were also examined.

S0




LEADING CAUSES OF BLACK AND MINORITY MORTALITY AND MORBIDITY

The average life expectancy of minorities is shorter than for Whites. Amon
males, minorities have an average life expectancy of 66, as compared to 71 for Whites,
For minority women, the average life expectancy is 74, while the average for White
women is 78 (National Center for Health Statistics),

Table 2 defines the leading causes of death by race in Maryland for 1986. Hispanics
are excluded because the current Maryland death certificate does rot contain an ethnic
group identifier. Cardiovascular disease, cancer, and accidents were the leading causes
of death for both Whites and minorities.

As Table 3 shows, minority Marylanders often die from certain causes of death at .

rates which are significantly higher than those for Whites. In 1985, the age adjusted
death rates for ten of the twelve leading causes of death were higher for minorities than
Whites. The cause of death with the largest mortality disparity between minorities and
Whites was homicide. In 1985, minority males were eight times more likely than White
males to be homicide victims (Table 3).

Table 4 presents selected causes of excess mortality for Maryland's minority
population for the years 1983-385. Excess deaths expresses "the difference between the
number of deaths actually observed in a minority group and the number of deaths that-
would have occurred in that group if it experienced the same death rates for each age
and sex as the White population (1)." Between 1983 and 1985, if minorities had died at

the same rate as Whites in Maryland, almost 2000 fewer minority deaths would have -

occurred (Table §), Cardiovascular disease, cancer, homicide, accidents, diabetes,

cirrhosis, and perinatal conditions (i.e., infant mortality) were leading causes of excess °

minority deaths.,

Cardiovascular disease and homicide were the leading causes of premature
mortality as measured by years of potential life jost for Black males (Table 5). Cancer
and cardiovascular disease were the leading causes of premature mortality for both Black
and White females (Table 5).

and accounts for roughly 27% of excess minority deaths in Maryland. Major or
preventable risk factors include hypertension, cigarette smoking, and elevated blood
cholesterol levels,

Cancer is the second leading cause of death in Maryland, accounting for 9,000
deaths in 1986, For both the US. and Maryland, Blacks have the highest age-adjusted
cancer incidence and mortality rates of any racial group. If minorities had died from
cancer at the same rate as Whites, on average, between 1983 and 1985, almost 400 fewer

minority Marylanders would Have died. Major cancer risk factors include cigarette .

smoking and diet. Ajcohol consumption is implicated in the high rate of esophageal
cancer among Black males (1). '




TABLE 2

LEADING CAUSES OF DEATH IN MARYLAND, BY RACE, 1936

(Numbers in Parentheses Refer to Number of Deaths)

- Race
. American
Rank Total Indian Asian Black White
| Cardiovas. Cardiovas. Cardiovas. Cardiovas. Cardiovas.
Disease Disease Disease Disease Disease
(15,457) (2 (66) (2,977) (‘12,412)
2 Cancer Cirrhosis Cancer Cancer Cancer
(9,001) (2 (60) (1,932) (7,009)
3 Accidents Perinatal Accidents Accidents Accidents
(1,521) Conditions (15 (379) (1,126)
(2)
4 COPD Homicide Flu/Pneu. Homicide COPD
{1,200) (2) (7) (295) (1,046)
5 Flu/Pneu. Cirrhosis/ Perinatal Flu/Pneu.
(1,060) Liver Disease = Conditiors (867)
(6) (225)
6 Diabetes Homicide Diabetes Diabetes
(692) (6) (204) (485)
7 Septicaemia Suicide Flu/Pneu. Suicide
(590) (6) (185) (453)
8 Suicide Nephrosis Septicaemia
(543) (174) (439)
9 Nephrosis COPD Nephrosis
477) (152) (299)
10 Perinatal Septicaemia Cirrhosis/
Conditions (148) Liver Disease
(447) (262)
11 Homicide Cirrhosis/ Perinatal
(422) Liver-Disease Conditions
(118) (214)
12 Cirrhosis/ Suicide Homicide
Liver Disease (73) .

(388)

(119)

COPD - Chronic Obstructive Pulmonary Dis.; Cardiovascular Dis. - Heart Dis. and Stroke

Source:

32

Perscnal Communication, Maryland Center for Health Statistics, 1987,




TABLE 3

(RATE PER 100,000 POPULATION)

FATAL INEQUALITIES: AGE-ADJUSTED DEATH RATES BY
RACE, SEX, AND SELECTED CA USES, MARYLAND, 1985

Minority White  Relative!  Minority
Male Male Risk Female

White
Female

Relative!
Risk

Total Deaths

(All Causes) 996.7 704.8 L.y 559.1

e Heart Disease 287.1 259.8 1.1 166.9

e Stroke 51.6 31.5

407.4

110.3

5 1.6 39.9 38.4 1.0
e Cancer 266.4 170.3 1.6 144.5 119.6 1.2 ;
® Homicide 37.7 4.8 7.9 9.3 2.0 4.6
¢ Accidents 49.2 44.8 1.1 18.2 18.1 1.0
e Cirrhosis/Liver
Disease 18.8 15,5 1.2 7.3 6.3 1.2
e Diabetes 15.3 9.9 1.5 18.7 . 9.0 2.0
e Suicide 12.0 18.4 0.6 1.9 6.3 0.3
lRelative Risk is the ratio of the minority death raie to the White rate,
Source: Personal C9mmunication, Maryland Center for Health Statistics, 1987.




TABLE &
EXCESS MINORITY DEATHS IN MARYLAND BY MAJOR
CAUSES OF MORTALITY AND SEX, 1983-1985 AVERAGE
- Excess Deaths
Sex and Cause of Death Number Percent
Total 1,978 100.0%
Cardiovascular Disease 536 27.1
Cancer 391 19.3
Homicide and Accidents 255 13.0
Perinatal Conditions 168 8.5
Diabetes 60 3.0
Cirrhosis 57 23
Other Causes 510 25.7
Minority Males 1,203 100.0
Cancer 276 23.0
Heart Disease and Stroke 255 21.1
Homicide and Accidents 205 17.2
Perinatal Conditions 36 7.1
Cirrhosis 32 2.7
Diabetes 24 2.0
Other Causes 324 26.9
Minority Females 775 100.0
Cardiovascular Disease 281 36.4
Cancer 115 14.3
Perinatal Conditions 82 10.5
Homicide and Accidents 50 6.5
Diabetes 36 4.7
Cirrhosis 25 33
Other Causes 135 23.8

Source:

Personal Communication, Maryland Center for Health Statistics, 1937,

PERCENTAGE DISTRIBUTION OF MAJOR CAUSES OF PREMATUR
IN

TABLE 5

MARYLAND, BY RACE AND SEX, 1986

E MORTALITY

Black White Black White
Rank Total Males Males Females Females
1 Cancer cvD CcvD Cancer Cancer
(21%) (19%) (43%) (25%) (34%)
2 cvD Homcide Cancer cvD " cvD
(20%) (19%) (37%) (21%) (19%)
3 Accidents Accidents Accidents Accidents Accidents
(18%) (16%) (26%) (10%) (16%)
4 Homicide Cancer Suicide Homicide Suicide
(7%) (12%) (23%) (8%) (5%)
S Suicide Suicide Homicide Suicide Homicide
(7%) (4%) (5%) (2%) (3%)

VD - Heart disease and strok
Premature mortality as me
Perceitages are based on the total years of life lost

Source:

Personal Communication,

e

asured by year

s of potential life lost for ages 1-664.

34

for each race/sex group.

Maryland Centenfor Health Statistics, 1987.
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The report of the federal Task Force on Black and Minority Health suggests that
the cancer burden among minorities, especially those in lower socio-economic groups,
may be due-to inadequate education about cancer and lack of access to effective cancer
screening, diagnostic, and treatment services. Once diagnosed, the five year cancer
survival rates are lower for Black Americans (38%) than for White Americans (50%) (1).

In 1986, diabetes was the sixth leading cause of death for al] Marylanders and the
seventh leading cause among Black Marylanders. Minority females have the highest age-
adjusted death rate from diabetes of all race/sex groups in Maryland. In 1985, minority
females died from diabetes at twice the rate of White females. Obesity is a major risk
factor, with minority women significantly more likely than White women to be
over eight (1). Although there is no known cure for diabetes, it can be successfully
prevented or controlled using "good" dietary practices and medication.

Homicide has reached epidemic proportions in America. According to the Federal
Bureau of Investigation, 1 American kills another every 28 minutes. In 1986, homicide
was the twelfth leading cause of death for all Marylanders, the fourth leading cause of
death for Blacks and the leading cause of death for Black males under the age of 45. The
federal Task Force on Black and Minority Health noted that "no cause of death so
differentiates Black Americans from other Americans as homicide." In 1985, the death
rate for homicide among minority males was 8 times the White rate, at 37.7 and 4.8

deaths per 100,000 population, respectively. Substance abuse and handgun availability
are major risk factors for homici de.

According to the U.S. Department of Justice, Black males in the U.S, have a | in 21
lifetime chance of becoming a homicide victim. In contrast, the chance for White males
is 1in 13]. The comparable chances for Black females and White females are | in 104
and | in 369, respectively. Most homicides involve relatives and acquaintances of the

victim and most are committed against persons of the same ‘race as the offender (1).
Approximately 60% of all homicides involve firearms (1).

Black infants in Maryland die at almost twice the rate of White infants (Table 6).
If minority infants had died at the same rate as White infants in Maryland in 1985, almost
200 minority babies would still be alive. Many of the risk factors associated with infant
mortality - low birthweight, adolescent pregnancy, limited access to prenatal care,

poverty, and limited education - occur disproportionately in Black and minority
populations,

Black babies are also twice as likely as White babies 30 be born at low birth weights
(i.e., under 5,5 pounds). Low birth weight babies » wenty times more likely to die in
the first year of life. In addition, they are m e  alv = 1 normal weight infants to
develop neurodevelopmental, mental, and physicat |,

§7
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TABLE 6

INFANT MORTALITY BY RACE IN MARYLAND, 1933-36

- Race
Native
Year Total Asian Black American White
1986 1.7 N.A. 17.3 N.A. 9.4
1985 119 5.0 19.2 6.6 9.0
1984 1.4 3.1 16.6 8.2 9.0
1983 l 107 5.7 18.5 000 8.9

N.A. - Not available

Source: Personal Communication, Maryland Center for Health Statistics, 1987

Acquired Immune Deficiency Syndrome (AIDS) and Human Immunodeficiency Virus

(HIV) infection have generated enormous concern among the general populat

ion. The .

burden of this dreaded disease and its consequences are even more devastating, however,
in the minority community. The reported incidence of AIDS is disproportionately higher
amoeng Blacks and Hispanics, both nationally and in Maryland. Since 1981, there have
been approximately 700 reported cases of AIDS in Maryland. Blacks and Hispanics
represent about 25% of Maryland's population, but account for over one-half of reported
AIDS cases. Transmission of HIV through the sharing of intravenous (IV) drug abuse
paraphernalia is one of the major modes of infection in the minority population. Over
90% of persons who reportedly have contracted AIDS through IV drug abuse are Black. It
is estimated that in & years, 3,700 Marylanders will have AIDS, 37,000 will have AIDS

Related Complex (ARC), and another 170,000 will be infected with HiV.

Substance abuse and mental health problems are also major causes of Black and
minority morbidity and mortality. However, the prevalence of substance abuse and
mental health problems in Maryland by race is unknown. State and national mortality
and morbidity indicators suggest that substance abuse takes a greater toll on the health
of minorities than Whites. Alcohol abuse is a major risk factor for cirrhosis, cancer,
unintentional injuries, and homicide. In 1985, cirrhosis death rates were significantly
higher for minorities than non-minorities. Nationally, Black American men between the
ages of 35 and 44 are 10 times more likely than White men to die from espohageal
cancer, which is linked to alcohol consumption (1). Nationally, one-half of all.accidental

deaths and homicides are alcohol-related (1).

€
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Minimal data and research exist on the mental health problems and needs of Blacks
and minorities in Maryland, Admissions to the State's psychiatric facilities currently
serve as the major source of data. These data show that minorities are admitted to
public inpatient mental health facilities at twice the rate of Whites. Conversely, Whites
are more likely to be admitted to private institutions. Minority Marylanders are lass
likely to use outpatient mental health services in comparison to Whites. Several national
studies confirm that Blacks are more likely than Whites to be misdiagnosed which may
help to explain the greater inpatient utilization rate. Additional data and research are

required to allow adequate determination of the mental health problems, and needs of
minc-ity Marylanders.

Factors Contributing to Identified Racial Health Disparities

Exhibit 1 summarizes several major racial health disparities in Maryland. Exhibit 2
provides a summary of the factors which are thought to contribute to the observed
disparities in health by race. However, as pointed out by the DHHS Task Force on Black
and Minority Health "the factors responsible for the health disparity are complex and
defy simplistic solutions. Health status is influenced by the interaction of physiological,
cultural, psychological and societal factors that are poorly understood for the general
population and even less so for minorities (1)." A multitude of factors such as lifestyle
habits, socio-economic status, and access to and use of health services, either alone or in
concert, are thought to partially explain Black and minority health status.

Lifestyle/Health Risk Factors

(Exhibit 3). The most important of these factors are cigarette smoking, substance abuse,

and poor nutrition, Table 7 details the prevalence of seleci=d risk factors for Blacks and
Whites in Maryland.

Cigarette smoking is the chief preventable cause of death in the U.S. It is
associated with cancer, cardiovascular disease, low birth weight, bronchitis, and
emphysema. Reportedly, 30% of all cancer deaths and 90% of all lung cancer deaths in

. America are linked to cigarette smoking.

The 1982 Maryland Household Survey indicated that the prevalence of smoking is
greater among Blacks than Whites. In Maryland, 47 percent of Black males smoke as

compared to 33% of White males, while 38 percent of Black females smoke as compared
to 31% of White females.

37
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EXHIBIT 1

A SUMMARY OF MAJOR RACIAL HEALTH-RELATED DISPARITIES
IN MARYLAND

COMPARED TO WHITES, MINORITIES/BLACKS IN MARYLAND ARE

twice as likely to:

die in the first year of life

be born underweight

be born prematurely

be unemployed

be uninsured

be institutionalized in a State operated mental institution
die of cirrhosis/live disease or diabetes (females)

three times more likely to:

receive late or no prenatal care

die of AIDS

be poor

be placed in an educable mentally retarded class*

die of known child abuse*

live in federally designated medically underserved or health manpower
shortage areas

four times more likely tos

° be Medicaid recipients

seven times more likely to:

° live in poor female headed households (children under 18)

eight times more likely to:

® die as a result of homicide (males)
® be incarcerated in one of the State's penal institutions

ten times moce likely tos

. reportedly contract syphilis or gonorrhea

COMPARED TO WHITES, MINORITIES/BLACKS IN MARYLAND ARE
MORE LIKELY TO:

die of cardiovascular disease or cancer

smoke

be overweight

not complete high school, college or professional school

suffer from lead poisoning (children)

live in low income urban or rural areas characterized by poor housing,
high unemployment, high crime, inferior schools, and accessibly limited

health care resources.

DE GR SUFFER NEEDLESSLY FROM PREVENTABLE DISEASES AND
CONDITIONS

eo0o 0900

#Based on national data. ot ) 38
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EXHIBIT 2
FACTORS CONTRIBUTING TO IDENTIFIED RACIAL HEALTH DISPARITIES

T —————— i

* SOCIO-ECONOMIC STATUS: POVERTY, UNEMPLOYMENT, AND RELATED -
SOCIAL CONDITIONS

e Minorities are three times more likely to be poor than Whites
® Minorities are also twice as likely to be unemployed

* INADEQUATE ACCESS TO AND UTILIZATION OF HEALTH CARE
RESGURCES

° Lack of health insurance coverage and inadequacies in coverage

- Minorities are four times more likely to be Medicaid recipients
than Whites

- Blacks are twice as likely as Whites to be uninsured

° Inadequate prenatal care

- Mincrities are three times more likely to receive late or no
prenatal care

e Lack of access to primary care and other resources, particularly in areas
with high concentrations of poor minorities,

* CULTURAL INSENSITIVITY AND RACIAL DISCRIMINATION

* ENVIRONMENTAL AND OCCUPATIONAL EXPOSURES
* LIFESTYLE/HEALTH RISK FACTORS

®  Smoking
® Diet and obesity
° Alcohol and drug abuse

* UNDERREPRESENTATION OF MIMORITIES IN THE HEALTH PROFESSIONS

* STRESS AND COPING PATTERNS
* HEREDITARY/GENETIC FACTORS
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EXHIBIT 3
HAJOR CAUSES OF DEATH IN MARYLAND AND RELATED RISK FACTORS, 1985
Percent of Deaths, 1985 .
Major Cause of Death Total Blacks Risk Factor
e Cardiovascular Disease 44.3 37.0 Smoking*, hypertension*,
elevated serurn cholesterol*
(diet), lack of exercise,
diabetes, stress,
family history
o Cancer 239 24.1 .Smoking*, worksite
. carcinogens®?, environmental
© - carcihogens, alcohol, diet
¢ Accidents 4.3 4.6 Alcohol abuse*, drug abuse,
smoking (fires), no
_ seat belts, speed,
product design, roadway
design, handgun
availability
s Homicide 1.0 3.1 Stress, alcohol and
drug abuse, gun
availability, poverty
e Influenza & Pneumonia 2.6 2.4 Yaccination status¥,
smoking
e Diabetes 1.8 2.3 Obesity
e Cirrhosis 1.2 1.5 Alcohol abuse"
e Suicide 1.3 0.7 Stress, alcohol and
drug abuse, gun
availability
1.2 2.7 Low birth weight, inadequate

e Infant Mortality

prenatal care, adolescent
pregnancy, poverty

S
Major risk factors

Source: Adapted from

Donald Inverson, "Making the Case for Health Promdtion: A

Summary of the Scientific Evidence,” Corporate Commentary November, 19843
Maryland Center for Health Statistics, Maryland Vital Statistics . -eliminary

Report, 1985.

40




TABLE 7

SELECTED RISK FACT ORS BY RACE AND SEX,

MARYLAND ADULTS, 1932

-

_White Black
Total
Risk Factors Adults Male Female Male Female
Smoking
Percent who currently smoke 34.3% 33.2 31.3 47.3  39.3
Average number of Cigarettes ’ T
per day 20.2 24,0 20.2 154 14,2
Percent who have tried to ‘
quit smoking 69.0 70.8 69.4 66.8  64.7
Alcohol Consumption
Percent who drink 5 or more
drinks in one sitting
1-2 times or more per week 10.4% 15.5 3.4 18.5 3.2
Percent who drink 5 or more
drinks in one sitting
3 or more times per week 3.0% 5.5 0.6 6.0 2.0
Hypertension
Average diastolic blood
pressure greater than or
equal to 90 or on medication
to control hypertension 2i.4 22.7 17.7 24,9 28.0
Exercise
Percent who do not engage
inregular exercise 38.3% 38.4 40.9 294 34,5

Source:

Personal Communication, M
Statewide Household Survey,

aryland Center for Health Statistics, Maryland
1982,

o ar———
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7

Much of the' promotion of smoking and alcohol use is targeted to minorities with
noood results’ for the marketers and disastrous results for the minority population.
Cigarette and algohol advertisements account for a significant proportion of advertising
space in many Black owned publications.

Icohol and crug abuse are also major risk factors, as discussed earlier. Substance
abuse is linked to several of the leading causes of minority morbidity and mortality
including AIDS, cancer, cardiovascular disease, low birthweight, homicide, and cirrhosis.

.

Socio-Economic Factors

Blacks, Native Americans and Hispanics are more likely than Whites to be poor,
unemployed or high school drop-outs (Table 8). Studies have consistently shown that the
r, unemployed and poorly educated have poorer health status and less access 10 health

care services than their counterparts.

TABLE 8

SELECTED SOCIO-ECONOMIC CHARACTERISTICS BY RACE IN
MARYLAND, FOR SELECTED YEARS

Race/Ethnicity
Native

Characteristics Asian Black American White Hispanic
% Poor, 1979
- Persons 8.8 21.3 20.7 6.3 12.7
- Families® 7.2 18.5 17.2 4.3 10.5
% Unemployed,

1980 4.1 10.4 9.9 4.2 - 6.3
% Adults, age.25 and

Over Completing

High School, 1980  82.2 56.6 60.5 69.9 72.5

Source: 1980 US. Census.

42
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While there is a voluminous amount of data that examine either race or incomé
differences in the use of medical services, few studies or researchers have investigated
the simultaneous impacts of both factors on health status and/or utilization patterns, In
a review of the literature concerning the contribution of socio-economic position to
mirority health, a working paper of the federal Task Force on Black and Minority Health
concluded that there is evidence which suggests that a portion of the difference in health
between Whites and minorities can be explained by differences in socio-economic
position (1). However, the working paper further concluded that an understanding of the
contribution of socio-economic factors to minority health is compromised by the lack of
accurate data on racial patterns of disease prevalence and medical care utilization,

There are currently no Maryland data sources which allow for an examination of
the effects of minority group status and income on health status, However, the
Commission strongly believes that "quality of life" issues such poverty, housing,
education, employment and other environmental conditions play important roles in
determining minority health status and problems.

Race and Access to Health Care

There is evidence that differential access to health services exists by race in
Maryland and the U.S. The observed differences in access partially explain existing
disparities in health status by race.

In 1980, the U.S. Office of Civil Rights asked the Institute of Medicine to appoint a
Committee to investigate disparities in health services use by raca (6). Through a review
of relevant research, civil rights enforcement activities, anecdotal data, and findings
from a series of hearings and briefings, the Institute attempted to document the extent
o which race and ethnicity are associated with the ability to obtain health care and the
amount and quality of care receiveA,

The Committee concluded the following:
C Race is associated with differences in the use of health services and these
differences do not mirror differences.in need. Unfortunately, the causal

relationship between these associations are complex and poorly documented.

° A variety of forms of racial separation or segregation exist in the U.S. health
care system.

- Racially identifiable hospitals continue to exist in many large cities,

- Blacks are more likely than Whites to receive care from general
practitioners rather than specialists,

- Blacks are less likely than Whites to see private physicians regardless of
income level or type of health insurance coverage.

o Black Medicaid recipients are subject to double jeopardy, i.e., in addition to
whatever discrimination exists against Medicaid recipients, there is also
discrimination against Blacks within the Medicaid population.

N
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¢  Therels a strong likelihood that raclal discrimination is an Impoctant {actor in
the admission of Blacks Into nursing homes, though it is unclear how
wldespread a factor it ls,

¢  Raclal/athnic parterns in health care deserve much more serious and
systematic ettention than they have received from resaearchers.

Accass w haalth care is a multi~dimensional concept which describes the
relationship between an indlvidual's willingness and abllity to enter slong with his actual
entry Into the health care delivery system. It is Influenced by characteristics of the
dellvery system such as the level and distribution of avallable resour ces, cost, provider
characteristlcs, and characteristics of the individual requiring or seeking care.

A framework for understanding differential use of health services has been
suggested by Aday and Andarsen (7). Within this framework, the use of health services is
thought 10 be dependent upon predisposing, enabling, and need factors. Predisposing
factors suggest tha likelihood of uelng services and exist before the onset of jllness.
They include Immutable characteristics which cannot ba changed, such as race or
ethniclty, age, sex. Additionaily, they include factors which are amenable to change
such a5 educational level, knowledge of good health practices, knowledge of the
availability of health care ssrvices and how to obtaln accest to them, and general health
care ettitudes and bellefs. Enabling factors describe the individual's abllity to secure
services as indicated by: (1) the individual's persanal resources such as family income,
health Insurence coverage, and smployment status, and (2) the avallabillty of haalth
resources. Finally, need factors attempt to measure health status end the reasons for
seeking care.

Access 10 or use of health services is thought to be equitabla to the extent thai
need factars explaln utill2ation, Conversely, accass is inequitable when uze Is axplained
by soclal varlables such as race, Insurance coverage, or other enabling facrors. Inequities
In the use of health services exist, as evidenced by the finding that there are utillzation
differentials by race which cannot be solely explained by differences In health status.
Severa! recent Maryland studies have Indicated that Blacks have less accass o health
care services than do non~minorities.

A 1986 Maryland Department of Health and Mental Hygiene study of varlations in
the use of madical and surgical services by the Maryland population found slgnificant
ractal differentials in Maryland hospital discharge rates (2), Large differencas in age-
adjusted dlacharge rates were found between minoritias and non-minorities for sevaral
diagnostic and surglcal procedures, Far example, White rates were higher for all surgleal
procedures studed, except hysterectomy. Whites wera found to be over four times more
likely than mincritlas to receive coronary artery bypass surgery.

The studs's suthors concluded that "racial ditferences In utllization raise the
possibility that institutiona! barriers preventing access tc health services may stlll exist
desplte the belle! that Medicaid has eliminated many of these barriers. Further
investigation must be done to determine the extent 10 which physiclan practice patterns,
as opposed 10 [asurance coverage and related socio-economic {actors, contribute to these
raclal differentials,"

Blacks asd other minorlties are four times more likely than Whitas to be Medleaid
recipients. Mudicaid was established as a jolnt federal-state program in 1965 with the
goal of reducing Inequities In access 1o health care by Income. Medicald can be heratded
as somewhat o a success since it has been documented to have dramatically Improved

4
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access to health care for the poor. However, studies have consistently shown that Black
and Whites have not shared equally in the Program's successes.

Under the Maryland Medical Assistance (Medicaid) Program, per capita payments
for services furnished to White recipients have consistently exceeded those for Blacks,
The major racial disparities are in access to physician and nursing home services (3,4,5),
The reasons for the disparities remain unclear but require further investigation to aid in
findirlg suitable remedies. Possible contributing factors include a scarcity of primary

care providers, inadequate outreach, cultural attitudes, economic discrimination and
racial bias.

Health insurance status and the availability of quality, comprehensive health care
resources have a major influence on access to and use of health services. Minorities are
twice as likely as Whites to lack health insurance coverage for hospital care (Table 9),
Studies indicate that lack of health insurance coverage and low income serve as major
barriers to the use of medical services. '

Blacks and minorities are more likely than Whites to report having no regular
source of medical care or to receive care in public clinics and emergency rooms where
care is less comprehensive, continuous, and preventive in nature. Conversely, Whites are
significantly more likely to use private physicians and to receive dental services.

designated health manpower shortage or medically underserved areas in Maryland (Table =

10). These areas are characterized by few primary health care resources, and significant
unmet health care needs,

Blacks are three to four times more likely than Whites to live in either federally 1
|
|

TABLE 9

HEALTH INSURANCE COVERAGE BY RACE IN MARYLAND
AND US., FOR SELECTED YEARS

Black White

Maryland
Percent Lacking Coverage for Hospital
Care (Adults, 18+), 1982 12% , 6%
Percent Covered by Medicaid,FY 1986 20 4
UsS., 1984
Percent Uninsured

Under 65 . 21 . 14

65 and over 2 . I

Source: Maryland Data - Personal Communication, Maryland Center for Health
Statistics and the Maryland iedical Assistance Program; U.S. Data - .
Andersen, R., etal. "Health Status and Medical Care Utilization." Health .

Affairs, Spring, 1987; p.138.

5 |




TABLE 10

PERCENT DISTRIBUTION OF MARYLAND'S POPULATION LIVING IN
FEDERALLY DESIGNATED MEDICALLY UNDERSERVED AND HEALTH
) . MANPOWER SHORTAGE AREAS, BY RACE, 1987

— Health Medically
Manpower Siwrtage Underserved
Areas Areas
Total Maryland Population 13% 14%

per cent of Black Population
Living in Designated Areas 15 39

percent of White Population
Living in Designated Areas 4 10

Tource:  Personal Communication, Maryland Department of Health and Mental Hygiene,
Policy and Health Statistics Administration.

EXHIBIT &
DIFFERENCES IN CULTURAL VALUES FOR ANGLO AMERICANS
AND OTHER CULTURES
Anglo-American Values Other Culture’s Values

Personal Control over the Environment.c.eceeceecesceceessssos Fate
ChANGE «eeeeessansscsssnssassassasasssssssssssssssssssiradition
Time DOMINAteS ceeevssosonesesssssssHuman Interaction Dominates
INAIVIUALISM covceecscacssavssscscssssssssssssssssss Group Welfare

Futureorientaﬁon 0000000000 b 0000000000000 00000 00 Pastorientaﬁon

Comp’,tiﬁonoo.o.oo..oo.o0.0.oooooo.o..ooooo.o..ooo.oCooperaﬁQn

Source. Cross Cultural Counselingt A Guide for Nutrition and Health Counselors.
(September, 1986). U.S. Department of Agriculture.
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Cultural Factors

Cultural factors and the cultural acceptability of services may also serve as 1
major barrier to health care for minorities, Often, health services and programs are
developed and implemented for racial/ethnic minorities without the benefit of input o
participation from minority communities. Programs may be culturally insensitive if the
values, beliefs, and social structures of minorities are not considered (Exhibits 4 and 5

The lack of cultural sensitivity by the health care system may also reflect
underrepresentation of minorities in the heaith professions which can result in treatment
and care being provided in a context that lacks meaning for minorities, Censequently,
outcomes may be less than optimal, resulting in non-compliance with prescribed
treatment, missed appointments, and a lack of continuity in health care. The lack of
successful outcome is often blamed on the client when the delivery system itseit often
contributes by its failure to provide culturally sensitive health care.

The Ohio Governor's Task Force o Black and Minority Health conducted a
literature review which listed successful health promotion strategies for minority
communities, The Task Force found that successful minority health promotion strategies
included one of more of the following:

e took into account the beliefs, perceptions, and/or values of the popdlation
served;

® involved direct one-oi-one, time-intense, outreach activities;

® was conducted in conjunction with other activities of a social, cultural,
entertainment or religious nature;

® provided easy access at no direct or indirect cost to services, such as
transportation and child care;

® used language that was simple and straightforward without being condescending;

e included culturally specific information on situaticns relative to a wide range of
topics; and )

® established a comfort and/or trust level with the person disseminating the
information,

Underrepresentation of Minorities in the Health Professions

Both national and Maryland data revealed that Blacks, Native Americans, and
Hispanics are underrepresented in several health professions and in key managerial and
policy positions throughout the health industry as compared to their percentages in the
total population (Tables 11-13). For example, Blacks comprise 23% of Maryland's
population, but only represent 7% or less of the State's physicians, dentists, registered
nurses, pharmacists, hospital administrators, optometrists or physical therapists. This
observed underrepresentation is of great concern to the Commission because adequate
minority representation within the health professions and in key health policy positions is
viewed as an integral part of improving the health of Slacks and other. minorities.
Nationally, Black and minority participation in health profession education programs has

4
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EXHIBIT 5
SOCIO-CULTURAL CHARACTERISTICS HIGH IN IMPACT AND UTILITY BY
MINORITY GROUP
American Asian/
Item Indian Pacific Islanders Black Hispanic
Acculturation - X - -—_
Acupuncture - X - -
Belief in susceptibility
to disease - -~ X -
Communication w/community
leaders - X X - X
Communication w/family and
friends X -— X -
Communication w/health care
providers X - - X
Communication with religious
leaders - X X X
Diet/food censumption - - X -
Educational level X X - -
Ethnicity of health care
providers X - - —
Family structure/influence X X X X
Folk medicine/remedies — X X -
Health awareness and health
beliefs . - X X -
Health care delivery system - X - -
Herbalists/curandero - X - X
Knowledge of health care - X X -
Language X X X X
Life balance X - - -
Mass media use - X X X
Medicine Men X - -— -
Music - -_ X X
Naturalism X -— - -
Political and religious
leadership system X - - -
Religious beliefs X . - X -
Self determination X - - - ’
Sensitivity of heaith providers X - - -
Superstition X 4 & - - -

In "The Literature on Prevention in Minority Communities: Some Lessons To Be
Learned." Minority Health Research Laboratory, University of Maryland, College Park,
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started to decline (8,9). Minority representation in the health field is not likely g
improve without further targeted federal, state and local interventions.
A major goal of many of the programmatic efforts to increase minorj
representation in the health professions launched -during the 1960's and 1970's was to
improve minority access to health care, and ultimately, the health status of underserveq
minorities. A recent study which evaluated affirmative action programs in medical
schools concluded that these programs had been successful <10).  This study found that
Black, Native American, and-Hispanic physicians wer~ more likely than White physicians
to serve Medicaid patients, to practice in federally designated health manpower shortage
areas, and to serve minority patients,

Racial and cultural differences (e.g., language and lifestyle) between providers and
patients can impede access to health services. The Federal Task Force report on Black
and Minority Health suggested that "health professionals who are from the same culzural
background as their patients may be able to communicate better with their patients and

thereby have a positive influence on many of the factors that affect health outcome."

The Commission strongly believes that involving Blacks and other minorities in the
planning, development, implementation, operation, and evaluation of programs will
enhance the likelihood of success in improving minority health,

AN
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TABLE 1!

PRACTICING IN MARYLAND, BY RACE FOR SELECTED YEARS*

D PERCENT DISTRIBUTION OF SELECTED LICENSED HEALTH AND ALLIED PROFESSIONALS

Native . Unknown/
Profession Total Asian Black Hispanic American White QOther
5 % % % 1 % 1 % 5 % 5 %
Health Professions
Dentists,
1985-86 3,775 100.0 89 2.4 244 6.5 19 0.5 {1 0.0 3,209 193 5.1
Nurses, 1986-1987
L.P.N, 6,978 100.0 31 04 2,073 297 17 0.2 21 0.3 3,38 949 13.6
R.N. 29,410 100.0 480 1.6 1916 6.5 114 0.4 26 0.1 21,907 4,967 169
Optometrists, 1986 318 100.0 2 0.6 3 049 0 0.0 0 0.0 289 15 ~ 63
Physicians,
1935-1988 9,509 100.0 1,298 13.7 433 4.6 214 2.3 6 0.1 7,19 364 3.8
Podiatrists, 1936 222 100.0 2 0.9 5 2.3 0 0.0 0 0.0 200 15 6.8
Allied Health Professions
Speech Pathologists, ;
1986 603 100.0 4 07 24 4.0 3 0.5 0* 0.0 540 32 5.2
Audiologists, 1986 122 100.0 3 25 3 235 0 0.0 0 0.0 105 11 9.0
Physical Therapists,
1986 1, 100.0 10 0.9 48 4.3 8 0.7 {1 0l 1,032 17 1.5
Asst. Phys. Therapists,
1986 157 100.0 2 1.3 35 22.3 1 0.6 1 0.6 116 2 1.2

14

sExcludes licensed individuals who did not conplete the veluntary statistical section of the licensure renewal form.

Source: Respective Maryland Health Professions Licensing Boards Licensure Renewal Forins.,
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TABLE 12

EMPLOYMENT OF BLACKS AND MINORITIES IN SELECTED
UPPER LEVEL POLICY AND MANAGERIAL POSITIONS IN THE HEALTH FIELD
IN MARYLAND, §937

-

Other T
Total Black Minorities  White
# % # % ° # % & g
¢ Locai Health Officers 24 100.0 1 4.2 1 4.2 22 917
® Maryland Health Department? 23100.0 2 87 0 0.0 20 89

¢ Hospital Chief
Executive Officers 52100.0 1 1.9 0 0.0 51 98.1

¢ HMO Chief

Executive Officers 18 100.0 2 11.1 0 0.0 16 839

{ “Includes Seg:retaries, Deputy Secretaries and Directors of Administrations. Includes one i
vacancy. “Includes Member organizations of the Association of Maryland Health
Maintenance Organizations.
Source: Personal Communication, Maryland Department of Health and Mental Hygiene;
Survey of Maryland HMO's and Hospitals.

TABLE 13

BLACK AND MINORITY REPRESENTATION ON HOSPITAL BOARDS OF
DIRECTORS/TRUSTEES IN MARYLAND, BY REGION, 1987

Boards with

Boards with Minority

No Representation

Number of Minority of 20%

Region Hospitals Reprasentation or More

3 % oz
Maryland 52 16 30.8 2 3.3
Baltimore City 18 5 27.8 1 5.6
Central Md. Counties 10 5 50.0 0 0.0
Montgomery-P.G. Counties 9 4 44.4 0 0.0
Eastern Shore 6 ] 0.0 0 0.0
Southern Maryland L 0 0.0 1 25.0
Western Maryland 5 3 60.0 0 0.0

Source: Telephone and mail

August, 1987,

oL

survey of Maryland hospitals conducted during May-
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[I. KEY COMMISSION FINDINGS AND CONCLUSIONS

The following is a summary of the major findings uncovered by the Commission.

Based on these findings, the Commission reached several broad conclusions which serve
as the basis for the final goals and recommendations.

KEY COMMISSION FINDINGS

Mortality

1f Blacks and other minorities died at the same rate as whites in Maryland, almost
2,000 fewer minority deaths would occur each year. Cardiovascular disease, cancer,
homicide, accidents, and infant mortality account for three-quarters of these excess

deaths.

Age-adjusted death rates are higher among minorities/Blacks than Whites for ten of
the twelve leading causes of death.

On average, a minority baby born in Maryland in 1980 will live four years less than a
White baby.

Cardiovascular Disease (Heart Disease and Stroke)

Cardiovascular disease (CVD) is the leading cause of death for all minority

°
Marylanders and one of the leading causes of premature mortality for Black males in
Maryland.

e Hypertension, a leading controllable cause of heart disease and stroke, frequently
goes unchecked and uncontrolled in Black males. This is partially due to a lack of
access to health services.

o There are too few culturally sensitive and community based risk reduction programs
(e.g. smoking cessation, dietary improvements) which can help to prevent or control
CVD risk factors in high risk Black communities.

Cancer

e B'acks have the highest cancer incidence and mortality rates of all racial groups in
the U.S. and Maryland.

o Blacks tend to be less knowledgeable than Whites about cancer's warning signals and
are less likely *o see a physician when they experience symptoms.

o Inadequate access to timely screening, diagnostic, and treatment resources

contributes to higher rates of cancer deaths for Blacks.

Ou
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Acquired Immune Deficiency Syndrome (AIDS)

e Blacks represent 23% of Maryland's population, but comprise over 50% of the

reported AIDS casés. Ninety percent of individuals suspected to have contracted
AIDS due to intravenous drug abuse are Black.

e Education and outreach are currently the most effective weapons against AIDS, ang
there are few of these efforts underway in Black and Hispanic communities.

Diabetes
® Black females have the highest death rate for diabetes of all race/sex groups.

e Community based education, screening, outreach, diagnostic, and treatment

programs for diabetics rarely reach high risk minorities living in medically
underserved areas. 5

Infant Mortality and Low Birthweight
® Maryland's Black infant mortality rate is almost twice as high as the White rate.

® Maryland's Black infant mortality rate has been showing some disturbing trends.
Between 1984 and 1985, the Black infant mortality rate increased by 16% to 19.2,
while the White rate remained stable at 9.0. In 1986, the Black rate decreased to
17.3, while the White rate increased slightly to 9.4.

¢ Black babies are twice as likely as White babies to be born at low birthweights. Low
birthweight babies, as compared to heavier babies, are 40 times more likely to die in
the first month and 20 times more likely to die In the first year of life.

® Although prenatal care has been documented to improve birth outcomes, Black

expectant mothers are three times rore likely than White expectant mothers to
receive late or no prenatal care.

Child, Adolescent and Family Health

® One-half of Black children in Maryland are poor as compared to one in four White
children.

o In 1980, slightly more than one-half (55%) of Black children lived in married couple
tamilies.,

e Black and minority children are found disproportionately in groups at increased risk
of becoming substance abusers, adclescent parents, roor learners, school failures,
and juvenile delinquents.

© One-half of adolescent births are to Black females. There are inadequate numbers
of successful targeted strategies which reduce adolcscent pregnancies.

® There are insufficient early identification and intervention programs which help high

and at risk children and adolescents. Primary care services for non-Medicaid
eligible low-income children are sorely lacking in inany jurisdictions.

5o
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Homicide

According to the U.S. Department of Justice,.Black males have a | in 21 lifetime
chance of becoming a homicide victim, while the chance for White males is 1 in
131. For Black and White females, the odds are 1 in 104, and 1 in 369, respectively.

In 1985, the death rate from homicide for minority males was almost 8 times the
White male rate at 39.7 and 4.9 deaths per 100,000 population, respectively.

There is no public health policy concernirg homicide in Maryland.

Substance Abuse (Alcohol and Drug Abuse)

e The prevalence of alcohol and drug abuse by race/ethnicity is unknown in Maryland.

e Morbidity and mortality data suggest that minorities in Maryland suifer
disproportionately from the negative consequences of substance abuse.

o There are barriers to receiving and completing substance abuse treatment for
minorities, and substance abuse prevention programs are limited.

Mcntal Health

e Data and research on the mental health problems and needs of Blacks and minorities
are extremely limited.

e Mental health services for children under the age of 12 are virtually nonexistent.

Minority Health Manpower

Blacks, Hispanics, and Native Americans are underrepresented in most health and
allied health professions when compared to their percentage in the total
population. For example, Blacks compose 23% of Maryland's total population, but
account for less than 7% of the State's physicians, dentists, and registered nurses.

Blacks and minorities are underrepresented in upper level health policy and
managerial positions in major health-related facilities and organizations, such as
boards, commissions, hospitals, academic health centers, HMO's, nursing homes, and
public health departments. For example, there is only one Black Chief Executive
Officer of a hospital in Maryland and 16 of Maryland's 52 acute hospitals, including
five in Baltimore City, have no Black representation on their boards of directors.

Studies have consistently shown that Black practitioners are more likely than White:
practitioners to practice in minority and underserved areas.

(W
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Access to Health Care

e Several Maryland reports have documented differences in access to care by race L
(2,3,“)0

o Blacks as compared to Whites are:

- Three to four times more likely to live in federally designated medically P
underserved or health manpower shortage areas;

- Three times less likely to have a coronary artery bypass surgery; ’

-  Twice as likely to be uninsured;

- More likely to receive primary care in public clinics and emergency rooms
where care is less comprehensive, continuous and preventive in nature;

s

= Less likely to receive nursing home care; and

- Less likely to receive dental care.

The Black and Minority Elderly

® Blacks are less likely than Whites to reach old age. Eleven percent of Whites and six
percent of minorities were over the age of 65 in 1980.

® The Black elderly (29%) were three times as likely as the White elderly (10%) to be
poor in 1980.

Data and Research

® Data and health information for Hispanics, Native Americans, and Asian/Pacific
Islanders are particularly sparse.

¢ Hispanics are not identified on the State's birth and death certificates.

® Estimates of the size of Maryland's Black, Native American, Hispanic, and Asian
populations are only available through the decennial U.S. Census.

o'
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KEY COMMISSION CONCLUSIONS

Maryland data show that the health of Marylanders of all races has improved

dramatically over the past five decades. The Commission finds that far too many Black
and minority Marylanders continue to die and suffer, however, needlessly from
preventable diseases and conditions. While Maryland has one of the nation's best health
care delivery systems, major improvements are needed if the health status of Black and
minority populations is to change. On the basis of these findings, the Commission
concludes the following:

I

2.

3.

4.

8.

9.

Education about healthy behaviors, health insurance coverage, and improving access
to comprehensive and continuous preventive and primary care services are keys to
improving Black and minority health.

Intense, well targeted, community based, and culturally appropriate outreach and
education programs are often necessary to reach and educate low-income Blacks and

‘minorities and enhance their access to health services. More minority outreach and

education programs are required immediately.

It is essential that the leadership (e.g., ministers, elected officials, health
professionals, community leaders) in Black and minority communities be involved in
promoting healthy lifestyles and behaviors in their communities.

The adequate representation of Blacks and minorities in the health professions and in
key health policy positions is an essential component of improving Black and
minority health, Increasing the number of Black and minority health professionals,
will require immediate targeted State and local interventions.

Blacks and minority participation should be scught in the development,
implementation and evaluation of programs and services in their communities.

The State must ensure that localities have the necessary flexibil'ty and resources to
design health care programs which are tailored to address their unique and individual
health care needs.

Geographic and economic barriers, including lack of access to health insurance
coverage, must be eliminated if Black and minority health is to improve
substantially.

Incentives are needed to promote efficiency and effectiveness in the organization,
financing, and delivery of health care services.

The development of viable solutions to Black and minority health problems will
require public-private partnerships.
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IV. COMMISSION GOALS AND RECOMMENDATIONS

The Commission's goals and recommendations constitute an initial action plan for
the State to begin to systematically and diligently address remaining racial disparities in
nealth status and inequities in access to health care services between the "haves" and the
*nave-nots" in Maryland.

In formulating these goals and recommendations, the Commission recognized that
there is a role for the public and private sectors, and more importantly minority
communities themselves, to play in addressing Black and minority health problems.

The Commission's 86 recommendations which follow are organized according to 9
sroad Commission goals, and several sub-goals. The Commission also prioritized its goals
and recommendations and chose four goals and five recommendations for initial priority
consideration and action (Exhibit 6).
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13.
lq.

5.
6.

17.

GLOSSARY

BCHD - Baltimore City Health Department

DBFP - Maryland Departraent of Budget and Fiscal Planning
DHMH - Maryland Department of ‘Health and Mental H.ygiene
DHR - Maryland Departrr{ent of Human Resources

DOP - Maryland Departmant of Personnel

EEOC - Equal Employment Opportunity Commission

LHDs - Local Health Departments

MCBMH - Proposed Maryland Commission on Black and Minority Healith
MSDE - Maryland Department of Education

OCY - Maryland Office for Children and Youth

SBHE - Maryland State Beard of Higher Education

GACAP - Governor'c Advisory Council on Adolescent Pregnancy
GACA - Governor's Advisory Council on AIDS

MHBPC - Maryland Commission High Blood Pressure and Related Cardiovascular
Risk Factors

ACA - American Cancer Society
ADA - American Diabetes Association

DEED - Maryland Department of Employment and Economic Development
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EXHIBIT 6
PRIORITY COMMISSION GOALS AND RECOMMENDATIONS

TO INCREASE BLACK AND MINORITY REPRESENTATION IN THE HEALTH
PROFESSIONS AND IN KEY HEALTH POLICY POSITIONS (GOAL i)

- Establish a statewide Extra-curricular Health Professions Career Exploration
Program (Recommendation 1.1)

TO IMPROVE THE HEALTH OF BLACK AND MINORITY CHILDREN, YOUTH AND
FAMILIES (GOAL 2)

- Reduce infant mortality and related risk factors (Recommendations 2.1-2.7)

- Develop a continuum of preventive intervention programs for high and at risk
children and adolescents (Recommendation 2.13)

TO IMPROYE ACCESS TO HEALTH CARE SERVICES AND PROGRAMS FOR THE
LOW-INCOME UNINSURED AND MEDICAID RECIPIENTS (GOAL 3)

- Develop and implement demonstration projects which increase access to
primary care health care services for medically indigent Blacks and minorities
(Recommendation 3.1.4)

TO PREVENT EXCESS BLACK AND MINORITY DEATHS DUE TO AIDS,
CARDIOYASCULAR DISEASE, CANCER AND DIABETES \COAL 4)

- Expand community-based cardiovascular risk reduction  programs
(Recommendation 4.4)
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GOALS AND RECOMMENDATIONS: MARYLAND GOVERNOR'S COMMISSION ON
. BLACK AND MINORITY HEALTH .

GOAL 1: ) BLACK AND MINORITY HEALTH MANPOWER - TO TRIPLE BLACK AND
MINORITY REPRESENTATION IN THE HEALTH PROFESSIONS AND IN
KEY HEALTH POLICY AND MANAGERIAL POSITIONS BEFORE THE
YEAR 2000.

Motivating Black and Minority Students to Pursue Health Careers

There is a need to foster increased awareness of health careers among Black and
minority students as a long term strategy for increasing representation in the
health professions. In meetings and discussions with health providers and concerned
individuals, the Commission consistently heard about the need to start early and to
systematically expose minority students to the variety of health careers available, !

Minority youngsters are more likely to be arbitrarily tracked into vocational or
non-college preparatory courses where expectations are low, where they are poorly
prepared in the sciences, and where they do not receive appropriate counseling for
health careers. Studies have also shown that talented Black students often do not
pursue health careers because of non-academic factors, such as poor guidance
counseling and insufficient career information.

Recommendation 1.1: Establish a statewide Extra-curricula Health Professions
Career Exploration Program targeted to elementar middle, and high schools with
significant numbers of Black and minority students,

A Statewide health profession extra-curricular career exploration program
should be established to stimulate increased minority interest and participation
in the health field. This prograin could be piloted in selected elementary,

middle and secondary schools with high concentrations of minority students for
& minimum of five years.

The program should use approaches appropriate for each academic level. At the
elementary level, awareness of the health professions would be stressed through
the increased visibility of role models, science fairs, tours, and films. In the
middle schools, the program should provide greater exposure to the professions
through mentoring and general academic and career planning. Finally, at the
secondary level, emphasis should be placed on more structured academic and
career planning, including internships and summer enrichment programs.

The program should involve appropriate health institutions, academic programs,
health professions associations, and health-related corporations (e.g., drug
companies and equipment suppliers). Representatives of these organizations
could be asked to assist in a variety of ways, including funding the program,
sponsoring or participating in health career days or enrichment programs,
providing internship opportunities, serving as mentors, and printing materials.

Recommended staffing for the program would consist of a Statewide
Coordinator,who would be administratively located in the DHMH.
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Recommendation 1.2: Prepare_and encourage middle and “high school guidance
counselors, faculty, and staff to promote the health professions.

1.2.1: Offer seminars which provide counselors with information about health
careers preparation.

Recommendation 1.3: Ensure that Dunbar High School, the State's only health
careers magnet school, has the resources necessary to motivate, educate, and train

B_lz_xc:k and minority students interested in the health professions.

Since the late seventies, oné of the major goals of the Dunbar High School in
paltimore City has been to motivate and prepare eligible students for a broad range
of health careers. Theoretically, this model program could serve as a major avenue
for increasing Black and minority participation in the health. professions. it is
recommended that this program be evaluated to determine its effectiveness in
increasing access to health careers for Black and minority studentsin Maryland.

Recommendation 1.4 Strengthen the academic capabilities and achievements of
Black and minority students.

1.5.1: Provide preventive intervention programs which diminish_and correct
4 learning problems.

1.5.22 Develop supportive programs_Wwhich encourage Black and minority
! students to remain in school.

1.4.3: Implement the career education concept in the public schools.

Recommendation 1.33 Motivate and prepare Black and minority students to take
math and science COuUrses.

1.5.1: Promote the use of Science Weekly, a weekly reader_which stimulates
student interest in the sciences, in elementary schools.

1.5.2: Train _and hire more Black and minority science and math teachers to
serve as role models.

1.5.3: Develop and implement middle, high school, and_college math and
science tutorial and enrichment programse.

Strengthening Black and Minority Recruitment and Retention Efforts

Factors, such as the recent affirmative action court challenges (e.g., Bakke vs.
University of California) and decreased federal aid for education programs, have
resulted in a weakening of national, university, and state mandates 10 recruit and
retain underrepresented Blacks and minorities in health professions education
programs. If the numbers of Blacks and minorities in the health professions is to
increase, Maryland's political and educational leaders must be willing to renew and
strengthen their commitment to this effort.

ERIC .

.
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Recommendation 1.6: Encourage Maryland health and allied health professions
programs to_develop policies and programs which enhance the recruitment ang

retention of underrepresented minorities

Recommendation 1.7: Monitor Black and minorit enrollment and

felention trends
. » . —
in the State's health and allied hcalth professions programs. ~

Recommendation 1.8: Advocate strongly for increased federa
aid programs for low-income students.

Recommendation 1.9: Develop and strengthen feeder systems be*ween high
schools, undergraduate colleges, and health professions programs in Maryland,
1.9.1: Evaluate and strengthen undergraduate and graduate faculty
commitment to helping minority students succeed.
1.9.2: Prepare and support minority students to enter honors programs with
direct tracks into Maryland's health professions programs.
1.9.3 Develop and implement a model State approach to che recruitment and
retention of minority health orofessions students in Maryland.
1.9.8: Involve health professions college and universitx faculty in the upgrading
of high school and college science curricula in Maryland.

| funding of finanda

. Providing Adequate Financial Assistance for Low-Income Students
Recommendation 1.10: Increase the number of State and privately funded sources
of financial assistance for low-income students.
1.10.1: Expand the number of scholarships and low interest loans available to
low-income students through the State Scholarship Board.
1.10.2: Encourage health professional associations, churches, and groups to
adopt and support health professions students.

Increasing Black and Minority Representation in Maryland's Health Industry

R2commendation 1.11: Establish a five year Minority Health Executive Program to
“acilitate the advancement of Blacks and minorities into_upper level managerial
and policy making positions in Maryland's health industry.
A Minority Health Executive Fellowship Program should be established to assist
in recruiting and promoting minority individuais into managerial and policy
decis‘on-making positions in the health field in Maryland, In its meetings and

hearings, the Commission heard that a lack of awareness of the available
opportunities by minorities and a lack of mentors often serve as barriers to the

65
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available opportunities for minorities to enter managerial positions. An Health
Executive Fellowship Program would provide an opportunity for minority
individuals with some training and interest in the health field to acquire'and/or
strengthen managerial skills under the guidance of acknowledged leaders in,
Marylamd's health field. ’

The Commission recommends that a voluntary Statewide Coordinating Council
be established to develop and oversee the program. The Council would consist
of representatives of health groups and industries who agreed to participate in
the program by funding fellowship positions. All major health related
organizations in Maryland (e.g., the State Department of Health and Mental
Hygiene, the Maryland Hospital Association, Med-Chi) should be encouraged. to

participate.

The program would provide an opportunity for minority individuals to serve as
paid fellows for 18 months in entry or mid level management positions in a
variety of health care settings. Program participants could rotate through
several settings or remain with one organization for the duration of the
fellowship. The program would serve as a structured learning experience for
the fellow and create a ready pool of minority individuals interested in and
qualified for entry and mid level managerial positions in the health field.
Mechanisms which. seek to find permanent employment for fellows successfully
completing the program should also be included.

Recommendation 1.12: Encourage public and private health-related boards and
commissions to attain memberships which are ethnically and racially reflective of

the communities served.

Recommendation 1.[3: Encourage State and local health departments to recruit
and promote at all levels health professionals who are racially and ethnically

reflective of the communities served.

1.13.1: Investigate salary inequities between local health departments and the
private sector which serve as impediments to the recruitment and retention of
quality public health providers.

1.13.2: Appropriate new monies to the DHMH to hire additional community
nealth nurses. New hires should include an equitable percentage of Black and
minority nurses.

Recommendation 1.14: Monitor the recruitment, training, hiring, and promotion
experiences of Blacks and minorities in Maryland's health industry.

Recommendation 1.15: Institute mechanisms fo promote the rapid certification of
immigrants with professional backgrounds.

Foreign-born- health professionals are required to obtain professional
certification to practice their vocation in the United States. The "certification
process is governed by State and federal rules and regulations. It has become

66
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increasingly evident that {oreign-born health professionals have difficulty with the
certification process. It is recommendad that the necessary steps be taken to help
elimlinate this problem,

Recommendation 1,161 Promote the provision_of cross~cultural training and
awarencss programs in_health profassional education and _in-service training

Eroyama

GOAL 22 CHALD, ADOLESCENT AND FAMILY HEALTH. TO IMPROVE THE
HEALTH OF MARYLANDS BLACK AND MINORITY INFANTS, CHILDREN.
ADOLESCENTS AND FAMILIES,

Recommendation 2.1: Appoint a Maryland Adviso-y Councl! on Infant Mortality,

The National Institute of Med'cine, in its 1985 study on Preventing Low
Birthwelght, recommended that every state designate a body of experts who
co be responsible for monitering infant mortality and heightening pubtlc
awareness about the nature of the problem, Simllarly, the Southern Reglonal
Task Fores on Infant Mortality, formed at the 50th Annual Meeting of the
Southern Governor's Association, In its final report recommended that each
State esiablish a permansnt state-wide coordinating council which has the
authority to oversee planning, delivery and financing of health services in
famlly planning and maternal and infant health.

To this end, the Secretary of Health and Mental Hyglene should eppoint an
Advisoty Committee on Infant Morzality composed of experts from the health
professions and representatives of Black and minority communities, The
Advisory Committes, appointed by and reporting to the Secretary of Health and
Mental Hyglene, should be charged with developing and overseeing the
implementation of a long range strategic plan almed at reducing the risk factors
contributing to infant mortality. Components of the plan should be specifically
targeted to and tallored for minority communities,

The Adrisery Committee on Infant Mortality would:

{+ monitor trends In Infant deaths in the State and develop recommendations
which address accordingly the problems of infant mortality, low birth
welght, and prematurity;

2. identity high prlority communities In the State requiring targeted
inteventions for speclitic infant mortality risk factors;

3. recammend stratagies for Integrating existing perinatal resources and
programs in the public and private sectors; and

4. redew existing programs annually, with particular smphasls on program
outSomes.

Findirgs would be reported to the Secretary on an annual basis, The Advisory
Committee should be composed of representatives of the American Academy of

Gl
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Pedlatries, the American College of OB/GYN's, Med-Chi, the American College
of Nurse Midwives, the Maryland Hospital Assoclation, the State Board of
Medical Examiners, the Monumertal Medical S. «ety, the Maryland Primary
Health Care Association, the Maryland Perinatal Associatlon, and the Johns
Hopking Unlversity Schools of Public Health and Medicine, the University of
Maryland Schoal of Medicine, and Black and minceity community leaders and
consumers. The Council should serve In an advizory capacity to the Secretary
with & means for communicating with relevant DHMHM program staf!, but should
not be comprised of Department personnel. ‘

Recommendation 2.2: Improve access to prenatal and infant care services bys
2,2.13 Providing health insurance coverage for all infants and esnant women
with incomes between 100% an3ﬂ§00% of the poverty lavel.

222 F.nsurin§ the avallabili_t_z of an "enriched package" of prenatal and infant
care services for all pregnant women and infants with incomes below 200% of
the poverty level in each jurisdiction.

Recommendation 2.3: Direct the Secretary of DHMH to develop and coordinate
the Implemeantation of a commuhity-based long range strategic plan to_reducs
infant mort ty.

Infant mortality in Maryland Is a serlous and troubling public health problem. In
198%, 40 states in the nation had lower infant mertality rates than Maryland.
While Maryland's overall infant mortality rate has declined significantly since
1940, the State’s Black infant mortality remalns twice as high 2s the White rate
and Increased by 16% batween 1934 and 1985. Maryland has taken saveral steps
in the right direction to address infant mortality including Medicald expansion
of prenatal and Infant cace services, and the appointment of a Govarnor's
Council on Adslescant Pregnancy. However, gaps and problems remaln,

Maryland currently does not have a long term strategic plan which
systemaclcally addresses infant mortality by monitering trends in Infant deaths,
identlfylng high risk communities, assessing programmatic outcomes and
eftectlveness, coordinating private and public sector resources, ldentifying
strategles which enhance access to primary care services, and targeting
resources to high risk communities,

Recommendation 2.4: Direct state and local heaith departments to systematicaily

determine ways in which current programns can be modified to be most responsive to

efforts aimed at raducing infant mertality.
Local haalth departments currently condust annual standard reviews which
describe servics valume and user characteristics, It ls recommended, however,
that health departments also access pregnancy outcome lncluding Inducements
end impediments to positiva outcome. Together with the propesed Advisory
Councll on Infant Mortality, State and leeal hualth departments should
systematically determlne ways programs can be modified to be moaz responalve
© efforts aimed at reducing infant mortality. This should include an
issessment of hig* risk communities which examines the utlilzation of existing
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resources, the potential for increased capacity and coordination
resources, and the outcome of efforts toward coordination.

Recommendation 2.5: Develap and expand home visiting and other programs whick
provide outreach, education, and case management services to high risk expectant

mothers and children to assure timely receipt of prenatal care, post-partum care,
and infant health services. .

among

-

2.5.1: Replicate the Baltimore's Best Babies and the Prince George's County
Infants at Risk Programs in other jurisdictions.

Recommendation 2.6: Develop a systematic approach to identifying high risk

pregnancies and referring women-at-risk for premature labor into appropriate
facilities withi

n each jurisdiction.

Recommendation 2.7: Provide culturally relevant counseling and educational
rograms to encourage healthy behaviors and to reduce the risks associated with
smoking, poor nutrition, and substance abuse.

Recommendation 2.8: Increase and.promote access to reproductive health services

for low-income women, including annual preventive check-ups and screenings.

Recommendation 2.9: Ensure the adequate availability of family planning services

in each jurisdiction to prevent unwanted and unplanned pregnancies,

Recommendation 2.10: Improve the effectiveness of the Women, Infants and

Children (WIC) prcgram.

Reducing Adolescent Pregnancy

Recommendation 2.11: Encourage the Governor's Council on Adolescent

Pregnancy, DHMH, DHR and MSDE to target and implement culturally relevant

educational and prevention strategies in high risk Black and minority communities, .

Recommendation 2.12: Evaluate the effectiveness of the Prenatal Assistance

Program in _improving access to, and utilization of, prenatal and other health and

social support services for Black and minority adolescents.

Promoting Healthy and Positive Youth Development

Reccmmendation 2.13: Direct the DHMH, DHR, MSDE, OCY to develop and

coordinate a continuum of preventive intervention programs and stratepies to

revent the development of chronic _health, psycho-social, learning and mental
health problerns in high and at-risk children and adolescents.

Minorities comprise 30% of the State's population, aged 0-18. However,
minority children are often disproportionately found in the State's high risk and
at risk populations. For example, Black infants comprised 50% of the low birth
weight babies born in 1986. Minority babies are twice as likely as majority
babies to be born prematurely or with low birth weights. Low birth weight
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vabies are at increased risk for learning disabilities and vision and hearing
problems. According to the Children's Defense Fund, Black children as
compared to white children are three times as likely to be poor, three times
more likely to die of known child abuse, five times as likely to become pregnant
as teenagers, and twelve times as likely to live with a parent who never
married. Children born to teenagers are at increased risk for school failure and

behavior problems.

High risk mothers-to-be include alcohol, drug, and nicotine abusers, adolescents,
low income and poorly educated women. These women are at increased risk of
having low birth weight and premature babies. High risk infants and children
include premature and low birth weight babies, poor children living in single
parent households, children born to adolescent mothers, children who are
physically or mentally abused, and children with learning disabilities, such as
attention deficit disorder. These children are at increased risk of becoming
substance abusers, adolescent parents, poor learners and school dropouts, and

juvenile delinquents.

The Commission recommends that new efforts be focused on the ‘early
identification of children at risk for developing later behavioral problems.
Several intervention programs aimed at minimizing the effects of biologic and
psycho-social risk factors at an early age have been documented to be
effective. These include preschool programs such as Headstart and home
visiting programs. Home visiting programs have been demonstrated to reduce
the incidence of pre-term delivery and low birth weight (leading causes of
infant mortality), noncompliance with medical regimens, the incidence of child
abuse, and inappropriate emergency room use. These programs improve health
habits during pregnancy, improve parenting skills, strengthen family
functioning, and decrease family stress. It has been estimated, however, that
cemmunity health nurses in the Seate's local health departments spend less than
13% of their time on home visits to families.

The Commission recommends that the Department develop and implement a
plan which uses home visiting programs and other mechanisms to prevent the
development of handicapping psychosocial and behavioral problems in high risk
infants, children, and adolescents.

2.13.1: ldentify and prioritize communities requiring targeted intervention.

2.13.2: Expand pre-school programs such as Head Start.

2.13.3: Provide school health services in every public school.

2.13.8: Develop comprehensive school based health services in high risk
communities.

2.13.5: Provide funding to enable public schools and local health departments to

hire health grofessionals to identify and treat children and adolescents who
exhibit or are at risk of acquiring_learning, mental health, psychosocial or

chronic health problems. .

2.13.6: Develop a comprehensive network of services to detect and treat sickle

cell anemia.

r'lﬁ
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Sickle cell disease is the most common genetic disorder in the U. S. and ~
Maryland. This hereditary blood disorder atfects mainly Black Americans: lin &
400 has the disease.

. Without appropriate medical interventions, children with sickle cell disease are
at greater risk of dying in their first year of life due to infectious
complications. Therefore, early identification of infants with sickle cell disease
is extremely important. It is recommended that all newborns receive
hemoglobin screening to detect sickle cell and related diseases.

2:13.7: Develop and expand parenting and family support programs.

2:13.8: Increase the availability of comprehensive primary care services for
children, particularly in rural areas of Maryland.

GOAL 3:  THE MEDICALLY INDIGENT - TO IMPROVE ACCESS TO A RANGE OF
HEALTH SERVICES AND PROGRAMS FOR MEDICALLY INDIGENT (LE.,
THE LOW INCOME UNINSURED AND MEDICAID RECIPIENTS) BLACKS
AND MINORITIES.

Improving Access to Health Care for the Low-Income Uninsured

Recommendation 3.1: Develop, fund, and implement rograms and strategies \thch

improve access to health insurance coverage and health care services, includih_g
health education for the low-income uninsured. -

3.1.1: Direct the DHMH to develop and implement a comprehensive strategy
using a five year phase-in approach to provide health insurance coverage for all
Maryland individuals with incomes below 200% of the poverty level.

3.1.2: Increase Medical Assistance income eligibility limits to 133.3% of the
AFDC monthly cash payment level as allowed by Federal regulations.

Federal regulations permit the Medical Assistance income standard for families
of three or more persons to be as high as 133.3 percent of the AFDC monthly
cash payment as determined by the size of the family. Currently, Maryland's
income standards for medically needy families under the Medical Assistance
Program ranges from 100 to 118 percent of monthly cash payments.

3.1.3: Ensure that the Maryland maintains its "waiver" of regular Medicare and
Medicaid reimbursement principles by the Department of Health and Mental
Hygiene.

Maryland has had waiver of Medicare reimbursement rules since 1977. The
preservation of the Medicare waiver is an integral component for assuring
access to health care for the citizens of Maryland, regardless of ability to pay.
This is achieved by providing mechanisms, through the Health Services Cost -
Review Commission's (HSCRC) all payer rate-setting system, which guarantees
that uncompensated care will be reimbursed to hospitals by means of the rate )
set for each hospital. In 1986, Maryland hospitals were paid approximately $175
million for providing services to those who could not pay. If the waiver were
lost, alternative ways of financing uncompensated care would be required or

(&l
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S.0 | access to acute health care services for the uninsured poor would be seriously
x : eopardized. The loss of the waiver would have a particularly negative impact
8 Ln the financial viability of (anc therefore access to) inner city hospitals, which

_ serves a disproportionate share of Maryland's minority, poor, and uninsured-
e, § popr/ations.

sy ": 3.1.4: Develop and implement demonstration projects which increase access 10
. B p,gm'ary health care services for medically indigent minorities. .

Primary care is that care which addresses the individual's general health
needs. It includes the coordination of the individual's health care with
* : responsibility for the prevention of disease, promotion, and maintenance of
2 3 health, treatment of illness, and referral to other specialists and more intensive
care as appropriate. Primary care is generally provided in an ambulatory
setting. By its nature, primary care plays an important role in maintaining
health, reducing more serious illness, and determining the overall costs of
health care through its referral function for specialty care and inpatient

hospital use.

Income and health insurance coverage largely determine the ability of
individuals to obtain timely and quality primary care services. Those with low
incomes and no health insurance or inadequate insurance are less likely to seek
primary care services. Minorities are twice as likely as Whites to be uninsured
and three times more likely to be poor. It has also been documented that
minorities are more likely than Whites to have no regular source of care or to
receive care in public clinics and hospital outpatient departments where care is
less comprehensive, continuous, and preventive in nature.

The Commission recognizes a need to incCrease access 10 primary care services
in the State for the uninsured poor, many of whom are minorities.
Demonstration projects which encourage greater Uuse of community based
primary care services, such as community health centers (CHC's), should be
developed and implemented. There are approximately 21 community health
centers in Maryland which provide a comprehensive set of primary care services
to the uninsured poor or “grey area" individuals on a sliding fee scale basis.
Nine centers receive federal funds to subsidize services to the uninsured poor
and another twelve centers are privately funded. These centers are committed
to serving the uninsured poor and have the capacity to serve additional
individuals. CHC's are forced to operate under financial constraints and, as a
result, most have limited outreach programs which inform the community about
the availability of services. Innovative methods are needed to encourage
communities to utilize these facilities.

As an initial strategy, the Commission proposes that community health centers
work with local departments of social services in areas of the State where
CHC's are located to encourage referrals of Medicaid and uninsured clients to

these centers.

In 1986, the State's Department of Human Resources disapproved 11,320
applications for general public assistance and 16,556 applications for AFDC.
During that same year, 37,245 AFDC cases and 23,430 general public assistance
cases were closed. With those closings and disapprovals went the denial of
Medical Assistance benefits, The Commission recommends that resources
within the Office of Eligibility Services of the Department of Human Resources

)
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be coordinated with community health centers across the State to formally
refer disapproved and closed cases to providers who are willing to offer careon -
a sliding fee scale basis to individuals with incomes below. 200% of the poverty
level.

. 3.1.5: Support the efforts of the Alliance for Responsible Health Policy in the
. development of recommendations that address financing health care for the
medically indigent.

The provision and financing of adequate health care services to the uninsured is
a concern of both the public and private sectors. Blacks and other minorities
are more likely than Whites to lack health .nsurance coverage. Joint public-
private sector groups, such as the Alliance for Responsible Health Policy shouid
be encouraged to work toward the development policies and programs which
promote increased access to health insurance coverage for low income
uninsured women and children, the working poor uninsured, the unemployed, and
individuals who are uninsurable.

3.1.6: Extend Medicaid coverage to all f:oor children under age five over the
next four years as allowed by the Sixth Omnibus Budget Reconciliation Act.

3.1.7: Promote the development of private sector initiatives for the uninsured
such as Maryland Blue Cross and Blue Shield's Caring Program.

Improving Access for Medical Assistance Enrollees

Recommendation 3.2: Provide rigorous client education to Medicaid recipients to
discourage the inappropriate use of emergency rooms and outpatient departments
as primary care providers, and encourage the use of community health centers and
other appropriate low-cost providers.

The inappropriate use of emergency rooms and hospital outpatient departments
may contribute to costs while not necessarily enhancing the’'quality of health
care. The wide use of community health centers, and other appropriate primary
care providers should improve access and preserve quality.

Recommendation 3.3: Improve the effectiveness of the Early Periodic, Screening,
Diagnosis and Treatment (EPSDT) Program.

Improving Resou -ce Availability and Health Services Utilization

Recommendation 3.4: Monitor trends and develop policies and programs to address
identified racial disparities in access to and use of hospital, nursing home, and
ambulatory care services, as documented in several recent Maryland reports.

Recommendation 3.5: Develop and implement a State manpower strategy which
addresses the maldistribution of health care resources in Maryland.

~ .
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Several health manpower lssues currently confrent Maryland. Chief among
these Is & shortage of primary care providers willing to practice In poor areas,

the underrepresentation of Blacks and minorities In the health prof‘es.;lons, and
the cyclical nuraing shortage. Coet

e One In seven Marylanders currently resides in a federally designated
medically undersarved area which is characterized by few accessibla
primary cara physiclans, high poverty and a high infant mortality rate, A
1984 stwudy projected the majority of subdivisions In Mearyland will
experience primary care shortages by the year 2000,

o Blacks, Native Americans and Hispanics are underrepresented In several of
the health professions In Maryland. For example, Blacks comprise 23% of
Maryland's population, but sccount for 7% or less of physicians, nurses,
dentists, pharmaclets, psychologists, or physical therapists. Studies have
consistently shown that Black and mincrity providers are significantly more
llkely than their counterparts to practice in medically underservad areas.

e Federal support of the National Health Service Corps and slmilar programs
concerned with the maldistribution of heaith professionals has decreased
significantly.,

® Most Maryland hospitals are experlencing serlous difficulties in recruiting
and retalning nursing personnel.

There is a need to develop an ongoing State level health manpower strategy to
address these and other health manpower concerns,

Recommendation 3.8t Provide flnancial and other Incentives, such as_increased
Medicaid reimbursement, to attract and maintain primary care providers in
R ——— ——-——q'——-—-.u Gy
medically underserved inner city and rural areas.

3.4.13 Increase Medicald reimbursement levels for providers practicing in
medlecally underserved Inner city and rural areas.

3,621 Develop State educational loan programs, similar to the federal National
Health Servi orps Prograin.

3.4.3: Subsidlze the practices of grimarx’ care practitioners willing to locate in
areas of needs (e.g., low interest loans or prants to establish a Eraczicei.

Recommendation 3.7: Improve access o dental services for Blacks and minorities,
3.7.12 Require Medicald coverage of dental services for adults,
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GOAL 4:  MORTALITY AND MORBIDITY - TO PREVENT EXCESS BLACK AND
MINORITY MORTALITY AND MORBIDITY .
Preventing AIDS

Recommendation &.1: Develop and expand innovative and culturally sensitive AIDS
prevention, outreach, education and treatment programs targeted to high risk Black
and minority individuals and communities.
4.1.1: Use the media to deliver culturally relevant prevention messages to
Blacks and Hispanics.

&.1.2: Create and support Black and minority street outreach programs,

&4.1.3: Provide training sessions for health professionals, drug abuse counselors,

and others who may come in contact with individuals at risk of contracting
AIDS.

%.1.4: Include information on AIDS in the school_health curriculum,

%.1.5: Develop and maintain adequate prevention and treatment resources.
a. Promote the use of condoms.
b. -Participate in AIDS research aimed at prevention,

c. Encourage further development of medical, home health, hospice,
housing, and social support services for AIDS patients and their
families, .

With no cure in sight, AIDS has the potential to decimate a significant proportion
of Maryland's Black and mir.ority communities. Preventing the spread of the
disease using aggressive minority education and outreach strategies is the only
effective weapon currently available. A multi-faceted approach which reaches all
ages and high risk groups is required.* This approach should use a variety of
culturally appropriate techniques and educational resources in order to maximize
effectiveness. In addition, these approaches should be coordinated to minimize
duplication and successful strategies should be replicated.

Black and minority community, political, and religious leaders must be actively
involved in efforts to control the spread-of AIDS in their communities.

Recommendation 4.2: Develo fund, and implement additional AIDS education and
outreach programs targeted toward Black ar - Hispanic intravenous drug abusers.

Intravenous (IV) drug abusers are the second largest at risk group for AIDS. -

Approximately 13 percent of reported AIDS cases in Maryland are associated with

IV drug abuse. In turn, the cverwhelming majority (90%) of Marylanders suspected

to have contracted AIDS as a result of IV drug abuse are Black.
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The State's Drug Abuse Administration started the Street Outreach for AIDS
Program in 1986. This Program trains and places recovered IV drug addicts as
outreach workers. The outreach workers canvas areas known to be meeting places
for IV drug abusers and their sexual partners, provide AIDS related educational
programs to addicts and make referrals for substance abuse treatment. This
program and similar programs should be replicated and expanded in high risk areas.

Reducing Cardiovascular, Cancer, and Diabetes Risk Factors

Recommendation 4.3: Maintain and exyand community based risk reduction
programs using churches, neighborhood groups, and other primary social support
networks.

3.3.1: Maintain the current State funded Church High Blood Pressure Program.

§.3.2: Replicate the Churcl'{ Hiah Blood Fressure Program in additional
churches and community based settings in Baltiinore City, Southern Maryland,
and on the Eastern Shore.

The State funded Church High Blood Pressure Control Program provides high
blood pressure detection, referral, follow-up, monitoring, nutrition and
educational services in 25 Black churches and other community sites in
Baltimore City using trained church and community volunteers. Special
emphasis is placed on nutritional counseling for weight control and sodium

restriction.

Research has shown that primary support networks, such as churches, reinforce
and sustain risk factors such as poor dietary habits and that it is necessary to
mobilize these networks to encourage and support good habits. The Church
High Blood Pressure Program has demonstrated that it is possible for the
community to rally together, organize, and effectively address chronic health
problems. Funding is required to continue this Program in State Fiscal Year
1989 and to replicate the Program in other communities.

In addition, the Centers for Disease Control has funds available under the
PATCH Program (Planned Approach to Community Health) to assist
communities which have organized and assessed their health problems and
needs. State seed funds are required to assist communities interested in
conducting initial needs assessment activities. '

Recommendation 4.4: Prevent and reduce smoking among Black and minority
populations.

3.8.1: Expand smoking prevention and peer resistance training programs in the
schools.

8.5.2: Increase the number of smoking cessation programs for pregnant women.

8.4.3: Increase the number of smoking cessation programs targeted to Black

males.
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§8.5.8.: Develop and implement policies and legislation to limit or discouraga
smoking. g o

See Recommendation 6.4.

Recorimendation 4.5 Encourage dietary habits among Blacks and minorities which

include decreasing salt intake, lower cholesterol, reducing saturated fats, and
increasing fiber.

8.5.1: Hold statewide and regional nutrition promotion programs,

4.5.2: Develop culturally sensitive health education materials and media
campaigns for dissemination of prevention messages in minority communities,

Recommendation 4.6: Develop and implement educational programs to teach
physicians and other health care providers who serve Black and minority populations,
the counseling skills and health education strategies that have proven to be effective
in controlling cardiovascular and cancer risk factors among minorities.

Recommendation 4.7: Develop, implement, and evaluate procedures to assess the

ca-diovascular risk factors status of persons who present at varied and numerous points
of contact with the health services delivery system.

Recommendation 4.8: Promote the control of hypertension in m:inority populations
with priority emphasis on young Black males and Black men over the age of 50.

Cancer

Recommendation #.9: Provide access to effective cancer screening, diagnosis, and
treatment resources for high risk minorities:

4.9.1: Develop and implement approaches to improve the rate of Pap testing
among minority women.

8.9.2: Develop programs to expand the availability of mammograms for low-
income minority women.

4.9.3: Develop programs to expand the availability of colon cancer detection
and treatment resources for minorities. )

Diabetes

Recommendation 8.10: Increase access to quality diabetic self care education.

4.10.1: Develop a "lay trainer" program to disseminate information on glucose

monitoring, diabetic foot care, diet, insulin regulation, and the importance ot
eye examinations, smoking cessation and high blood pressure control.

7Y
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4.10.2: velop and implement profassional education and dlabetic care

demonstratlon programs ln primary care centers, local health departments, and
home health a es. .,

"

In offorts to control dlabetes as a leading cause of excessive death and
disability among minorlty pspulations, it Is recommended that specific
interventions be Implemented to pravent diabetic complications such as
blindriess, amputations, cardiovascular diseass, kidney dlsease and adverse
ourcomes to pregnancy, These Interventions, based largely on early
identification and follow-up, can be delivarad through the existing health care
system at a cost far less than.the eventual costs resulting from the uncontrolled
complications.

Diabetes can be successfully prevented or controlled through utilization of
appropriate nutrition and other recognized health practices, Additionally, the
presence and extent of complications can be significantly diminished by
successfully addrassing obesity and other compounding risk factors, (e.g.,
smoking). Communityebased efforts, incorporating significant organizations and
leaders, are recogaized for their effectivensss, Self-care and self-monitoring
are important adjuncts to clinical care and treatment.

Recommendation 4.111 Reduce obesity and dietary fat Intake In minority populations,
particularly Black females, through community based weight reduction and nutrition
programs in churchas, social ¢ ubs, veluntary agencies, and neighborhood groups,

Recommendation 4.12: Increase access of minority dlabetics to  annual eye
examinations and ogthamologlst provided laser therapy.

GOAL 5: HOMICIDE, SUICIDE AND UNINTENTIONAL INJURIES - TO PREVENT
BLACK AND MINGRITY DEATHS AND DISABILITY DUE TO HOMICIDE,

SUICIDE, AND UNINTENTIONAL INJURIES,
Raising Public Consclogn&

Recommendation 5.1 Develop a statewide education and awareness campaign to focus

continued attention on the magnitude and seriousness of the problam of homicide and
related violent behavior
e ettt ettt

S.

S.i.1s Deslgnate & statewide Violence Pravention Awareness Month.

3.1.2: Hold pericdle interactive radio and television broadessts to highlight the
Eoble%s of homicide and suicide, and to recelve remedial recommend tions
from the community, Several Baltlmere telavision and radlo stations have |

an interest in thls type of forum.

3.1.3t Empower minority citlzens to press more actlvely for comprehensive
atiores at zlolencé"g reventfon.
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Recommendation 5.2: Establish community consortia _on homicide prevention,
similar to the Kansas City Ad Hoc Group Against Crime.

Recommendation 5.3: Incorporate an awarene-s of homicide and violence prevention
strategies in training programs for health an¢ law enforcement personnel, including

police officers and emergency room and ambulance staff.

5.3.1: Fund training programs for appropriate staff in community health
centers, hospital emergency rooms, crisis centers and police departments which
center on crisis intervention, conflict resolution and the treatment of victims
and co-victims of violence.

Implementing Prevention Strategies

Recommendation 5.4: Establish an Office of Violence Prevention in the DHMH to be
concerned with the prevention of homicide and other assaultive behaviors.

5.4.1: Encourage coordination among other State departments and agencies.

The Commission found that very little attention has been given to issues of
homicide, violence and unintentional injuries by Maryland's public health
system. Homicide and unintentional injuries are public health problems because
they are leading causes of premature minority mortality and because they are
linked to substance abuse and mental heaith.

A public health approach to the prevention of homicide, violence, and
unintentional injuries would require that disparate community groups, academic,
and government agencies work in a coordinated manner to combat these
complex problems.

The Commission recommends that an office or unit in the State's Department of
Health and Mental Hygiene be designated to monitor trends in homicide and
injuries and to facilitate the implementation of prevention strategies.
Prototypes for such an office exist in severzl states, including Pennsylvania and
Missouri.

Recommendation 5.5: Establish a Center for Violence Prevention Research at one of
the State's predominately minority urban colleges and universities.

5.5.1: Develop demonstration projects, public information materials and
workshops focusing on violence prevention and targeted at minority uirban
youths and young adults. -

The Commission has identified a clear gap in development and coordination of
research, policies, and strategies concerned with the prevention ¢ { violence in
Maryland's minority communities. The Commission recommends that a Cent~
for Vidlence Prevention be established and based at one of the Sta.e's
predominantly Black college campuses. This Center would serve as ..
interagency conduit for information dissemination, training, and research on
violence prevention. This Center would be expected to study the dimensions

and causes of violent behavior and to identify strategies to prevent violence in
Maryland.
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An Executive Council on Violence Preventiqn could serve as the Fenter's policy-
making board. This Council should .mclude representatives from 'the
Departments of Health and Mental Hygiene, Human Resources, Education,
publ:ic Safety and Correctional Services, and Juyemle Services; the Stat_e's
At rney's Office, and the Baltimnore City and Prince Geoyge’s County'Pohce
Departments. Representatives of recpgmzed community based violence
pfevcntion programs, such as Stop the Killing, should also be appointed.

mendation 5.6: Develop community based programs (e.g., schools and churches)

” e development of positive self esteem among Black and minority

wy: foster th
& e ———

pecommendation 3.7 Implement school programs which teach children and youth non-
«.slent means of resolving conflict. )
et

aecommcndation 5.3: Implement parenting programs which assist parents in_raising
culdren whe are equipped to handle stress without violence.

RecommerniJation 5.9: Decrease Black youth and young adult unemployment through
the development and funding of government and private sector programs.

Recommendation 5.10: Support legislation which bars access to hand guns.

Recommendation 5.11: Improve data and surveillance systems.

s.11.1: Develop a brief instrument for emergency room and ambulance
personnel use which documents the nature of assaul dve injuries.

GOAL 62 SUBSTANCE ABUSE -TO PREVENT AND TREAT MINORITY SUBSTANCE
ABUSE.

Preventing Substance Abuse

Recommendation 6.1: Establish appropriate mandatory health education prograins in
the public schools at the elementary, middle, and secondary levels,

Substance abuse, AIDS, teen pregnancy, homicide, and suicide are among the
issues which are currently confrontiag adolescents of all races in Maryland.
Often, these issues are likely to disproportionately affect Black and mincrity
children and adolescents. Therefore, it is extremely important, now more than
ever, that children and adolescerts be given the information and guidance which
may help to prevent substance abuse, teen pregnancy, hemicide, suicide and
other health-related problems. It is vitally imporzant that health education
curricula and programs in the schools be used to assist in this effort.

Y,
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Recommendation 6.2: Support and implement the substance abuse education -

recommendations outlined in the 1986 Maryland St=te Bar Association report on
adolescent substance abuse. o

- Harmfully Involved: Maryland Youth in Crisis, a 1986 report by a Marylang

State Bar Association sponsored task force, contains over 50 recommendations
designed to address what was termed as Maryland's "adolescent dry
epidemic." The Commission endorses the report's recommendations which
address substance abuse awareness training for teachers; the development and
implementation of drug/alcohol curriculum for grades K through 12; the
establishment of school based self-help groups, counseling and treatment
programs; ard the placement of limitations on media programming which
promote the use of chemical substances.

Recommendation 6.3: Develop, fund and implement programs built on culturally
appropriate principles and designed to prevent the use and abuse of chemical
substances among minority children and adolescents.

There are numerous innovative and model programs which could be funded and
promoted by both the public and private sectors to discourage use of illegal
substances among youth. Two such approaches identified by the Commission
include Parents-In-Action Groups and After School Programs.

Parents In Action groups are composed of concerned parents who organize to
convey the message that drug use is unacceptable and to help young people to
resist the pressure to use drugs. This grassroots parent-oriented approach has
been successfully used by a predominantly Black parent-community organization
in Oakland, California since 1984. The National institute on Drug Abuse has
herzlded this program as one potential method of preventing drug use among
minority children and adolescents.

The ( »mmission was excited to learn about another low cost strategy designed
to prevent substance abuse among minority youth. The S.A.N.D. youth drug
prevention program is an after school prog am in West Baltimore which helps
enrolled youth to develop positive self-esteem as one means of combating
substance abuse. The program teaches decision-making and coping skills and
emphasizes goal setting, goal attainment, and the importance of an education.
Tutoring, educational, and cultural awareness programs are also components.
Similar programs could be replicated in other inner city schools.

Private efforts directed at preventing substance abuse, such as the development
of "Just Say No" clubs in the schools by a local sorority in Mcryland, should also
be encouraged and supported.

Recommendation 6.8: Develop and support media campaigns which counter advertising
attempts to promote smoking and substance abuse in minority communit es,

é.5.1: Encourage Black publications to bar alcohol and smoking advertisements.

There is increasing evidence that Blacks are being heavily targeted by the .
alcohol and tobacco industries. Aggressive educational campaigns and outreach
activities which deglamourize substance abuse within minority communities are .
needed. There is a role for both the public and private sectors to play.

&4
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difficult to open these programs in the past. New and innovative programs are
also needed to reach and help the hard core recidivistic substance abuser,

Recommendation 6.8: Expand Medicaid coverage of, and reimbursement for, substance
abuse treatment services. -

Maryland's Medicaid Program currently provides reimbursement for a maximum
of 7 days for detoxification services. This tima frame works well for alcohol
detoxification which usually takes 5 to 7 days, however, most drug
detoxification takes from 10 to 15 days. Hence, some providers may refuse to
admit a Medicaid <lient for drug detoxification because of inadequate
reimbursement. In addition, outpatient services for drug and alcohol are
covered by Medicaid, but the reimbursement only covers about 10% of the cost.

The Commission recommends that Medicaid reimbursement for detoxification
be extended o cover up tc 14 days of treatment. Increasing the coverage by
Medicaid to 14 days would extend drug detoxification to greater numbers of
. Medicaid clients. Additionally, it is recommended that Medicaid reimbursement
be allocated to the State scale for substance abuse treatment programs in the
same way that mental health and family planning services are reimbursed.

Recommendation 6.9: Encourage treatme-t providers to accurately determine the
race and/or ethnicity of clients.

Available information and data seem to suggest that non-Black minorities in
Maryland are not using substance abuse treatment programs at the level that
might be expected. For example, Hispanics comprise 1.5% of the State's
population, but only 0.5% of clients in certified treatment facilities in 1986.
The Commission heard anecdotal testimony about Native American Indians and
to some extent Hispanics being mislabelled as Black or White. In addition, the
Commission's survey of treatment provider found that a few (5 of the 20
res; onding providers) determined 1 client's race without asking the client. Itis
recommended that treatment providers be encouraged to implement procedures
which ensure the accurate identification of the race and ethnicity of clients,

Recommendation 6.10: Train additional Black and minority health professionals to

serve as substance abuse treatment providers, administrators, researchers, and policy-
makers.

Recommerndation §.1]: Require substance abuse treatment providers who work with
minorites to complete cross-cultural training programs.

The Commission heard testimony from numerous substance abuse treatment
providers who noted that treatment programs may appear to be less threatening
o minorities when staff are representative of the community being served. It
is also important for counselors and program administrators serving minority
[ individuals to be culturally sensitive.
I
|
|
:
l

In 1984, the State's Alcoholism Control Administration embarked on 2 program
to provide training for staff in the central office and throughout the State's
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treatment continuum about the unique needs of women with alcohol abuse or
addiction problems. This training covered two and one half years and used one
consultant.  Sexism and sexist attitudes were challenged and appropriate
knowledge, skills and attitudes were proffered. As a result, there was a
significant increase in the number of women seeking services and three new
halfway houses for women were funded. This model could be replicated to
address the treatment needs of Blacks and minorities.

Recommendation 6.12: Conduct studies which examine minority substance abuse
prevalence and patterns in Maryland.

in the future, it is strongly recommended that any State commissioned studies
of substance abuse prevalence include racefethnicity as a variable. The
selected sample sizes should be large enough to allow for an examination of
variations in the prevalence and use of substance abuse services within major

racial/ethnic groups in Maryland.

GOAL7: MENTAL HEALTH-TO IMPROVE THE MENTAL HEALTH OF BLACK AND
MINORITY MARYLANDERS.

Recommendation 7.1: Increase access to psychiatric_services for children and
adolescents by:

-

7.1.1: Increasing the number of acute and long term psychiatric_beds for
children and adolescents, and

7.1.2: Increasing the availability of outpatient psychiatric services for children
and adolescents. ,

This is a crisis area. There is no adequate system for inpatient psychiatric care
for adolescents and children under the age of 12. Currently, all central
Maryland state operated adolescents facilities are overcrowded, and it is
difficult to gain access to these services. In addition, there have been a number
of middle class and poor minority children below the age of 12 who have
nowhere to go because services are not available. Consequently, these children
are often referred for expensive out of state placements. It would be more
financially feasible to appropriate funds to treat these children so as to
discourage expensive out of state placement.

In many instances, children and adolescents, unlike adults, are clearly definedin
the psychiatric literature as needing more long term care in order to
reconstitute their normal functioning and return to the community. It is
evident nationwide that many of the long term care needs are for periods of six
to twelve months of intensive psychiatric treatment. Maryland has neither the
beds nor an environment corducive to private providers to create these beds.

The number of clinicians to serve children and adolescents in the State is far
below adequate levels. The Commission heard testimony that only one certified
child psychiatrist is employed in the entire Mental Hygiene Administration. In
addition, testimony was heard that there is a wait of several months for a

“
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psychiatric evaluation for children, particularly if the child is poor and of 3
minority race. There were cases presented by a number of professionals that
told of inadequate outpatient services being provided and a child's needs being
ignored until that child became involved with the law or became so severely il|
that the only recourse was an expensive hospital placement.

Recommendation 7.2: Develop a cost-effective network of mental health prevention
services. ; —

7.2.1: Expand high risk infant identification programs beyond the current pilot

stage. . — — "

7.2.2: Develop mental health screening and referral programs within the public
schools. —

L

(See Recommendation 2.10)

Improving Access to Mental Health Services

Recommendation 7.3: Develop data and reéearch bases which examine the mental
health problems and needs of Black and minority populations.

7.3.1: Develop a comprehensive data system to be used in planning services for

minorities.

7.3.2: Expand the Mental Hygiene Administration's management information

system to include outpatient facilities.

7.3.3: Encourage further research into the mental health needs of Blacks and

minorities.

There are no prevalence estimates for mental disorders by race in Maryland.
The extent of mental disorders in Maryland's minority community is currently
unknown. In order for the Mental Hygiene Administration to better serve the
needs of the Black and minority populations it is clear that the Administration
must have a better data system upon which to base its plans.

The current Management Information System should be expanded and the

Mental Hygiene Administration should be instructed to include data systems
that permit the collection and retrieval of information on Black and minority
populations. Institutions of higher education in Maryland should be encouraged
to research the mental health needs of Black and minority populations.

Recommendation 7.8: Assure adequate reimbursement for psychiatric care.

7.4.1: Increase Medicaid reimbursement for psychiatric care.

7.8.2: Develop special financial incentives to promote access to private

hospitals.

.
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7.4.3: Assure that mandated psychiatric benefits are preserved and increased.

poor Black and minority populations are, for the most part, excluded from
private psychiatric services. Private practitioners who accept Medicaid are
currently reimbursed at approximately one-third the usual and customary fee
for psychiatric services. Because of this, poor and lower middle class Black and
minority populations are unable to access private psychiatric services. In many
instances, this lack of access leads to a deterioration of the mental health of
the individual so that eventually expensive psychiatric hospitalization is

required.

Recommendation 7.5: Develop a _public relations campaign that decreases the stigma
, attached to mental illness and informs the general population of services available.

The State, in cooperation with the advocacy and professional groups, should
develop a public relations campaign geared toward decreasing the stigma
attached to mental illness as well as inform the population of the services that
are available,

Recomendation 7.6: Expand the pool of mental health professionals and emphasize
training in cross-cultural issues.

Recommendation 7.7: Modify the Mental Hygiene Administration's 5 Year Plan to
include outreach and employee assistance programs. Fund and support the Plan.

GOAL 8: THE BLACK AND MINORITY ELDERLY - TO INCREASE ACCESS TO
COMMUNITY BASED LONG TERM CARE AND MENTAL HEALTH
SERVICES FOR THE BLACK AND MINORITY ELDERLY.

Recommendation 8.1: Develop innovative methods of increasing minority elderly
awareness of the availability of health and social support services.

The minority elderly are less likely than the White elderly to seek and use
health and social support services. A lack of awareness of the availability of
health services and how to access them is thought to serve as a major barrier to
the use of these services.

Recommendation 8.2: Increase the availability of community-based long term care

services for the elderly, including medical and social support services.

Recommendation 8.3: Expand community based services by training additional home

health aides through the Senior Aide Program.

The Senior Aide-Program is an employment program for older low income men
and women. If offers part-time training and jobs and agencies address unniet
community needs. Senior aides are trained and placed in a number of settings,
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such as senior centers. More senior aides, particularly minorities, could be
trained and placed in private sector home health agencies.

Recommendation 8.4: Increase the number of minority health professionals ang

paraprofessionals working in programs and institutions which serve large numbers of
the minority elderly. o

Recommendation 8.5: Develop a comprehensive network of mental health services for
the elderly. .

An outreach and early identification and intervention network could be provided
based on the Geriatric Evaluation Service model. The model could be expanded
so that the elderly receive evaluaticn and treatment services earlier in their
illness and avoid expensive inpatient hospitalization.

GOAL 9:  OVERSIGHT AND DATA COLLECTION - TO FACILITATE THE
FAPLEMENTATION OF INNOVATIVE AND CULTURALLY APPROPRIATE

COMMUNITY BASED MINCRITY HEALTH STRATEGIES AND TO
MONITOR PROGRESS IN IMPROVING MINORITY HEALTH.

Recommendation S.1: Establish a Maryland Commission on Black and Minority Health.

The magnitude and seriousness of minority health problems in Maryland warrant
the need for ongoing attention to this issue. A Commission could develop
minority health goals, monitor minority health status, recommend policy
options, and facilitate the implementation of minority health strategies. The
Commission should include a representative body of Black and other minority
consumers, health care providers, educators, business leaders, and public

officials. The Ohio Commission on Black and Minority Health serves as a
prototype.

Recommendation 9.2: Kequire birth and death certificates in Maryland to include
codes for all major racial and ethnic groups in Maryland.

The major sources of data for natality, mortality and morbidity statistics are
birth and death certificates which are analyzed and reported annually by the
Maryland Center for Health Statistics. Information on the race of the
individual is requested on both certificates. The most recently published
reports generally display the data according to racial groupings, most commonly
"White and nonWhite" or "White, Black and other” Data which describe
American Indians and Asian/Pacific Islanders are available but usually are not
published. Additionally, ethnicity is currently not recorded on birth or death
certificates in Maryiand. Since ! spanics are generally recognized as an ethnic

group and not a racial group, vital statistics for this population are ¢ .rrently
unavailable,
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gecommendation 9.3 . r
arestigate the factors which influence Black and minority health status and access to
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Encourage data collection and research efforts which further

health services.
e e

In order to develop appropriate strategies to address continuing minority/ White
differentials in health status in Maryland, a better understanding of the health
needs and problems of Blacks and minorities is required. However, the
Commission continually found that existing data and infqrmation concerning the
health problems, needs, and utilization patterns of Blacks and minorities in
Maryland to be inadequate.

Many publicly and privately funded health programs either do not collect racial
information or may limit it to "White," "Black," or "Other." In addition, intake
workers may not correctly identify the race of clients. For example, the
Commission heard about an American Indian women who recently gave birth to
a baby in a Maryland hospital and requested that the baby's racial identity be
listed as American Indian. However, the hospital staff person refused her
request; claiming that the parents did not look Indian.

In some cases, prevalence and incidence data for certain diseases and conditions
(e.g., substance abuse and mental health problems) are not available by race.
Ongoing or special studies which evaluate the effects of Maryland health
programs and strateg.ss on health status or health outcomes are virtually
nonexistent.

At a minimum, the Commission recommends that the following studies and data
collection efforts be undertaken:

e a determination of the prevalence of selected conditions by race/ethnicity
including mental health problems and substance abuse;

e an examination of the health problems and needs of Blacks, Native
Americans, Hispanics and Asian/Pacific Islanders living in Maryland;

e an evaluation of the impact of current publicly funded programs on health
status and outcomes, including an assessment of access to, and use of
maternal and child health, substance abuse, disease prevention and
treatment, and mental health programs; and

e an analysis of the recruitment, training, hiring and promotion experiences of
Blacks and minorities in Maryland's health industry.
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MARYLAND GOVERNOR'S COMMISSION ON BLACK AND MINORITY HEALTH

COMMISSION GOALS AND RECOMMENDATIONS:
THE ACTION AGENDA

The Commission condensed its goals and recommendations into the attached 20

ge Action Agenda. This Action Agenda arrays the Commission's 86 recommendations

according to 9 broad goals and several sub-goals. The Action Agenda also identifies

agencies and individual who would be instrumental in facilitating action on the goals and
recommendations, and where available, also provides estimated implementation costs.

The recommendations presented do not claim to be the definitive answers to
solving Black and minority health problems. However, it is hoped that they will be
viewed as an important initial agenda for addressing priority Black and minority héalth
problems in Maryland.
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ACTION AGENDA

. Governor's Commission on Black and Minority Health
Goals and Recommendations for Impeoving Black and Minority Health in Maryland

Goals & Recommendatlons

BLACK AND MINORITY HEALTH MANPOWER

GOAL It

Motivating Black and Mincrity Students to Pursue Health Careers

l'l

minority students.,

Responsible and Estimated
Involved Partles Costs
TO TRIPLE BLACK AND MINORITY REPRESENTATION IN THE HEALTH PROFESSIONS AND IN KEY HEALTH
— POLICY POSITIONS BEFORE THE YEAR 2000.

Establish a statewide Extra-Curricular Health Professions Career Exploration Program MCBMH,DHMH,MSDE,

targeted to elementary, middle, and high schools with significant numbers of Black and colleges & universities, $500,000
health professions
assoclations

Prepare and encourage middle and high school guidance counselors, faculty, and staff to Health professionals, Minimal,

promote the healta professions.

1,2.1 Offer semlnars which provide counselors with information about health careers
preparation.

Ensure that Dunbar High School, the State's only health career magnet school, has the
resources necessary motivate, educate and train Black and minority students interested
in the health professions.

Improving the Educational Preparation of Black and Minority Students

l'“

Strengthen the academic capabilities and achievements of Black and minority students.

1.4.1 Provide preventive intervention programs which diminish and correct
learning problems.

MSDE,local schools,
MCBMH

MSDE, BCPS, Dunbar
faculty & statf,

cominunity & political

leaders

MSDE,local school
districts, parents,

community & political

leaders, churches,
advocacy groups

use volunteers

Not available

Not available

w




Governor's Commission oq Black and Mincrity Heatyy, )
Goals and Recommmdan'ons for lmproving Black and Minority Healeh in Maryland

—

Responsible and Estimated
Involved Parties Costs

Goals &-Recommendations
—————=C0Mmendations

Manpower Coat?

1.4.2 Develop supportive programg which €acourage Black and minority students -
10 remain in school,
1.4.3 Implement the Career education concept in the publiz schools,
1.5 Motiyate and Prepare Black and minority students to take tnath and science courses, MSDE, parents, Not avajlable
community leaders,
1.5.1 Promote the use of Science Weekly, a weekly reader which stimulates MCBMH, DHMH,
Student interest in the sciences, in elementary schools, $6.75/stud¢ntlycar colleges & universities,
iocal school districts
1.5.2 Train and hire more Black and minority science and math teachers toserve - 2
as role modejs,
1.5.3 Develop ang implement middle, high school, and college math ang SClence

tutorial and enrichment programs,
Strengthenin Minorit Recruitment ang Retention Efforts

1.6 Encourage Marylang health and alljeq health professions programs 1o develop SBHE, UMAB, other Minima|
policies and programs which enhance the fecruitment and retention of universities & colleges
H

1.7 Monitor minority enrollment ang retention trends jn the State's health ang
prograrns,

allied profeéssions MCBM!t, SBHE Minimat
L8 Advocate strongly for increaseqd federal funding of financial aid Prograins for low-income Governor's OUicg None
Students, of National Relations,
Congressional Delegation
‘ I Minimat
1.9 Develop and strengthen feeder Systeins between high schools, undergraduate colleges, and Colleges & univeryt ¢y,

MSDL, schools, DHALE




ACTION AGENDA

Governor's Commission o0 Black and Minority Health
Goals and Recommendations for Improvin, Black and Minority Healthin Maryland

1.9.2 Prepare and support minority students to enter honors programs with direct tracks
into Maryland's health professions programs.

1.9.3 Develop and implement a model State approach to the recruitment and retention of
Black and minority health professions students in Maryland.

1.9.4 Involve college and university facuity in the upgrading of high school and
college science curricula in Maryland.

Providing Adequate Financial Assistance for Low-Income Students

.10 Increase the number of State and privately funded sources of financial assistance
for low income students.

1.10.1 Expand the aumber of scholarships and low interest loans available to low-income
students through the State Scholarship Board.

1.10.2 Encourage health professions associations, churches, and
groups to adopt and support health professions students.

Increasing Black and minority representation in Maryland's Health Industry

1.11 Establisha five year Minority Health Executive Program to facilitate the advancemsnt of
Black and minorities into upper level managerial and policy-inaking positions
in Maryland's health industry.

Responsible and 'Estimated
Goals & Recommendations Involved Parties Costs
Manpower (Cont'd)
1.9.1 Evaluate and strengthen undergraduate and graduate faculty commitment tO MCBAMH,Colleges & Not Available
helping minority students succeed. universities

Colleges & universities
SBHE, MCBMH

Colleges & universities, Not available
SBHE

Colleges & universities, Not available
Schools

Legislature, Comnunity &

political leaders, health

professions associations,

chusches $100,000

DHMH, Health $50,000 to hire
Facilities & a Program
Organ., MCBMH Coordinator

Cy




ACTION AGENDA

. Governor's Commission on Black and Minority Health
Goals and Recommendations for Improving Black and Minority Health in Maryland

professional education and in-service training programs.

q1

DHAMH, LHDs, health
profession & facility assoc.

Responsible and Estimated
Goals & Recommendations Involved Parties Costs
Manpower {Cont'd)
1.12  Encourage public and private health-related boards and commissions to attain memberships MCBAMH, DHMH Minimal
which are ethnically and racially reflective of the communities served. Boards & Commission
1.13  Encourage Stite and local health departinents to recruit and promote health professionals EEOC, DHMH, Minimal
who are racially ethnically reflective of the communities served. LHDs, Legislature
1.13.1 Investigate salary inequities between local health departments and DOP,DHAMH, * Not available
the private sector which serve as impediments to the recruitment and retention LHDs .
of public health proiessionals.
1.13.2 Apopropriate new monies to the DHMH to hire additional community heaith nurses. DHMH, LHDs Approximately
(flew hires should include an equitable percentage of Black and minority nurses). Legislature $30,000 per nurse
1.1 Monitor the recruitment, training, hiring, and promotion experiences of Blacks and MCBMH,DHMH
minorities in Maryland's health industry. DOP, EEOC Not available
L15  Institute mechanisms to promote the rapid certification of immigrants DOP, DHMH Not available
with professional backgrounds.
1.16 Promote the provision of cross-cultural training and awareness programs in health Colleges & universities Not available

N
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Govesnoc's Commission on Black and Minority Heaith

ACTION AGENDA

* Goals and Recommendaticns for Improving Black and Minority Healthin Maryland

Goals & Recommendations

Responsible and
Involved Parties

Estimated
Costs

CHILD, ADOLESCENT AND FAMILY HEALTH

GOAL 2:
ADOLESCENTS, AND FAMILIES.

Reducing Infant Mortality and Low Birthweight

7O IMPROVE THE HEALTH OF MARYLAND'S BLACK AND MINORITY INFANTS, CHILDREN,

2.1 Appoint 3 Maryland Advisory Council on Infant Mortality.

2020'
1009 and 2009% of the poverty level,

2,22

jurisdiction.

Direct State and local health departinents 10 sy

Programs in in other jurisdiction.

o
W)

2.2 lmprove access to prenatal and infant care services by:

Provide health insurance coverage for all infants and pregnant women with incomes between

Ensuring the availability of an "enriched package” of prenatal and infant health services
for all pregnant women and infants with incomes below 200% of the poverty level in each

Direct the Secretary of DHMH to develop and coordinate the implementation of a community-based
long range strategic plan to reduce infant mortality.

stematically determine ways in which current

programs can be modified to be most responsive to efforts aimed at reducing infant mortality.

Develop and expand home visiting and other programs which provide outreach, education, and
case management sefvices 1o at-risk infants and expectant mothers to assure timely receipt

of prental care, postpartum care, and infant health services.

2.5.1 Replicate the Baltimore's Best Babies and Prince George's County Infants At Risk

DHMH,
Legislature

DHMH, Legislature,
Governor

DHMH, Legislature,
Governor

DHMH, DHR, Governcr,
Legistature -

Governor, DHMH
Governor, DHMH, DHR

MSDE, Legislature,
BCHD, DHMH

$40,000 - for sup; ort staff

$25-42 million

Not avallable

Minimal

Minimal

Not available

100
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ACTION AGENDA

Governos's Commission on Black and Minority Health

Goals and Recommendations for Improving Black and Minority Health in Maryland

Goals & Recommendations

Responsible and
Involved Parties

Estimated
Costs

Child, Adolescent & Family Health (Con'd)

2.6

2.7

2.8

2.9

2.i0

Develop a systematic approach to identifying high risk pregnancies and referring women-at-
risk for premature labor into appropriate facilities within each jurisdiction.

Provide cutsurally relevant counseling and educational programs to encourage healthy
behaviors and to reduce the risks associated with smoking, poor nutrition,
and substance abuse,

Increase and promote access to reproductive health services for low income women, including
annual preventive check-ups and health screenings.

Ensure the adequate availability of family planning services in each jurisdiction to prevent
unwanted and unplanned pregnancies,

Improve the effectiveness of the Women, Infants and Children (WIC) Program,

Reducing Adolescent Pregnancy

2.11

2.12

Encourage the Governor's Council on Adolescent Pregnancy, DHMH, DHR, and MSDE, to target and
implement culturally relevant educational and prevention strategies in targeted high risk
Black and minority cornmunities.

Evaluate the effectiveness of the Prenatal Assistance Program 1n improving access to
and utilization of prenatal and other health and social support services for Black
and minority adolescents.

101

DHAH

DHMH, DHR,
Community leaders

DHMH
DHAH

DHMH

GCAP, DHMH, DHR,
MSDE, community,
religious and political
leaders

DHMH

Not avaijlable

Not available

Not available

Not available

Not available

Not available

Minimal

89
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ACTION AGENDA

Governor's Commission on Black and Minocity Health
Goals and Recommendations for Improving Black and Minority Health in Maryland

Goals & Recommendations

Responsible and
Involved Parties

Estimated
Costs

Child, Adslescent and Family Health {con'd)

Promoting Healthly and Positive Youth Development

2.13 Direct the Departments of Health and Mental Hygiene, Human Resources, and Education, and the
Office of Children and Youth to develop and coordinate a continuum of carly identification and
intervention programs and strategies to prevent the development of chronic health,
psycho-social, learning, and behavioral problems in high and at-risk children and adolescznts.
2.13.1 ldentify and prioritize communities requiring targeted interveastion.

2.13.2 Expand the availability of pre-school programs, such as Head Start,
2.13.3 Provide school health services in every public school.
2.13.4 Develop comprehensive schoul based health services in high risk communities.
2.13.5 Provide funding to enable public schools and local health departments to hire health
professionals, to identify and treat children and adolescents who exhibit or are
at-risk of acquiring learning, mental health, psycho-social o chronic health problems.
2.13.6 Develop a comprehensive network of services to detect and treat sickle cell disease.

2.13.7 Develop and expand parenting and family support programs.

2.13.8 Increase the availability of cotnprehensive primary care services for children,
particularly in rural areas of Maryland.

DHMH, DHR, MSDE
0oCY, Governor,
Legislature

104

Not available
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ACTION AGENDA

Governor's Commission on Black and Minority Health
Goals and Recommendaticns for Improving Black and Minocity Health in Mz-yland

Responsible and Estimated
Goals & Recommendations Involved Parties Costs

THE MEDICALLY INDIGENT

GOAL 3: TOIMPROVE ACCESS TO A RANGE OF HEALTH SERVICES AND PROGRAMS FOR MEDICALLY INDIGENT
(LE., THE LOW-INCOME UNINSURED AND MEDICAID RECIPIENTS) BLACKS AND MINORITIES,

Improving Access for the Low-Income Uninsured

3.1 Develop, fund and implement Programs and strategies which improve access to health DHMH, Governor,
Insurance coverage and health care services for the low-income uninsured, Legislature, Businesses, _ <
Health facilities, =
L1 Develop and implement a comprehensive strategy using a five professional associations * $122-500
year phase-in to provide health insurance coverage for all Maryland and organizations inillion
individuals with incomes below 200% of the poverty level.
s 3.1.2 Increase Medical Assisiance income eligibility limits to 133.3% of the AFDC monthly $5 million: State
2 cash payment level as allowed by Federal regulations. share
313 Ensure that Maryland maintains its "waiver” of regular Medicare and Medicaid
reimbursement principles by the Department of Health and Human Services, Not available
$30,000-initial
. BN Develop and implement demonstration projects which increase access to primary health recommended strategy
: care services for medically indigent Black and minoriues.
3.1.5 Support the efforts of the Alliance for Responsible Health Policy in the developinent of None
recommendations that address financing health care for the medically indigent,
3.1.6 Extend Medicaid coverage to poor children under age five over the next four years $1 miltion to cover
as allowed by the Sixth Omnibus Budget Reconciliation Act, 2 year olds In 19338
"W}
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Governosr’s Commission on Black and Minorlty Health -
Gorls and Recommendsations for Improving Black and Minority Health In Maryland
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Goals & Recommendations

L

Responsible and
Involved Parties

Estimated
Costs

The Medically Indigent {Cor’d)

3.7  Promote the development of private sector initiatives for the uninsured, such as
Maryland Blue Cross and Blue Shield's Caring Program.

Improving Access for Medical Assistance Enrollees

3.2 Provide rigorous client education to Medicaid recipients to discourage the inappropriate use
of emergency rooms and outpatient departments as primary care providers; and encourage the
use of community health centers and other appropriate low-cost providers.

3:2:1  Increase the numbers of Medicaid providers.

3.3  Improve the effectiveness of the Early Periodic, Screening, Diagnosis and Treatment
(EPSDT) Program.

Improving Rescirce Availability and Health Services Utilization

3.4 Monitor trends and develop policies and programs to address identified racial disparities
in access to, and use of hospital, nursing home, and ainbulatory care services as documented
in several recent Maryland reports.

3.5 Develop and implement a State manpower strategy which addresses the maldistribution of
health care resources in Maryland.

3.6  Provide financial and other incentives, such as increased Medicaid reimbursement, to attract
and maintain primary care providers in medically underserved inner city and rural arcas.

3.6.1 Increase Medicaid reimbursement levels for providers practicing in medically
underserved inner city and rural areas.

3.6.2 Expand and develop State educational loan programs, similar to the federal,
National Health Services Corps (NHSC) Program. .

107

MCBMH, DHMH
Businesses, Legislature

DHMH, Health
Professionals -

DHMH

DHMH, MCBMH,
Legislature, Health facility
and professiopal associations

DHMH, colleges & universities

DHMH, L=gislature,
colleges & universities

108

Not available

Not available

I o 20

Not available

Not available

Not available

Not available
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ACTION AGENDA

Governor's Commission on Black and Minority Health
Gaals and Recommendations for Improving Black and Minority Health in Maryland

Responsible and Estimated
Goals & Recommendations Involved Parties Costs

The Medically Indigent (Cont'd)

3.6.3  Subsidize the practices of primary care practitioners willing to locate in areas of
need (e.g., low interest loans or grants to establish a practice).

-

" 3.7 Improve access to dental services for Blacks and minorities.

3.7.1 Regquire Medicaid coverage of dental services for adults,
PREVENTING MORTALITY AND MORBIDITY
GOAL &: TOPREVENT EXCESS BLACK AND MINORITY MORTALITY AND MORBIDITY
Preventing AIDS !

4.1  Develop and expand innovative and culturally sensitive AIDS prevention, outreach, and
education programs targeted to high risk minority individuals and communities.

4.1.1  Use the media to deliver culturally relevant prevention messages to Blacks and
{1ispanics.

4.1.2  Create and support minority street outreach prograrns,

4.1.3  Provide training sessions for health professionals, drug abuse counselors, and others
who may come in contact with individuals at risk of contracting AIDS,

4.1.4  Include information on AIDS in the school health education curriculum,
4.1.5 Develop and maintain adequate prevention and treatiment resources,

42  Develop, fund, and implement additional AIDS education and outreach prograns targeted toward
Black and Hispanic intravenous drug abusers,

180

Not available

DHMH, Dental Not available
Associations
DHMH, HERO, Not available

Community, political
& religious leaders,
Advisory Council on AIDS

DHMH, HERO Not avallable
Community, political
% religious leaders
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ACTION AGENDA

Governor's Commission on Black and Minority Health
Goals and Recommendations for Improving Black and Minority Health in Maryland

‘.1.’}
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neighborhood groups, other primary social support networks.
4.3.1 Maintain the current State funded Church High Blood Pressure Program.

4.3.2  Expand the Church High Blood Pressure Program to additional churches and community based
settings in Baltimore City, Southern Maryland and on the Eastern Shore.

4.4 Prevent and reduce smaking among Black and minority populations.
4.4.1 Expand smoking prevention and peer resistance training programs in the schools.
4.4.2  increase the number of smoking cessation programs for pregnant women.
t.4.3  Increase smoking cessation programs targeted to Black males.
4.4.4 Develop and implement policies and legislation to limit or discourage smoking.

4.5 Encourage dietary habits which include decreasing salt intake, lowering cholesterol,
reducing saturated fats and incceasing fiter.

4.5.1 Hold Statewide and regional nutrition promotion programs.

111

Commurity and
Political leaders

DHMH, MSDE
DHMH, LHDs

DHMH

Governor, Legislature
DHMH

DHMH, MHBPC

covers 25 churches

112

Responsible and Estimated
Goals & Recommendations Involved Parties Costs
Preventing Mortality and Morbidity {Con*d)
Reducing Cardiovascular, Cancer & Diabetes Risk Factors
4.3  Maintain and expand existing community based risk reduction programs using churches, DHMH, Churches $63,000

Not available

Not available
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ACTION AGENDA

Governor's Commission on Black and Minority Health
Goals and Recommendations for Improving Black and Minority Health in Maryland

Responsible and Estimated
Goals & Recommendations Involved Parties Costs
Preventing Mortality and Morbidity (Con’t)
4.5.2 Develop culturally sensitive health education materials and media campaigns
for dissemination of prevention messages in minority communities.
4.5.3 Hold mass screening and education programs in minority communities. ,

4.6  Develop and implement education programs to teach physicians and other health care DHMH, Health Not avaifable
providers who serve Black and minority populations, the counseling skills and health " Professional Associations, v
education strategies that have proven to be effective in controlling cardiovascular MHBPC 9
and cancer risk factors among minorities. -~

Cardiovascular Disease

. L

4.7  Develop, implement, and evaluate procedures to assess the cardiovascular risk factor status DHMH, Heart Not available
of persons at numerous points of contact with the health services delivery system. Association, MHBPC

4.8  Promote the control of hypertension minority populations with priority emphasis on young Black DHMH, LHDs, Not available
males and Black men over the age of 50. Heart Association

Cancer

4.9  Provide access to effective cancer screening, diagnosis and treatment resources for high DHMH, Cancer Society, Not available
risk minorities. . LHDs
4.9.1 Develop and implement approaches to improve the rate of Pap testing among minority women,

4.9.2 Develop programs to expand the availability of rmammograimns for low-income ininority wormen,

. 11
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ACTION AGENDA

Governoe's Commission on Black and Minority Health
Goals and Recoinmendations for Improving Black and Minority Health in Maryland

Goals & Recommendations

Responsible and
Involved Parties

Estitnated
Costs

Preventing Mortality and Morbidity (Cont'd)

4.9.3 Develop programs to expand the availability of colon cancer detection and treatment
resources for minorities.

Diabetes

4.10 Increase access to quality diabetic self care education,

4.10.1 Develop a "lay trainer" program to disseminate information on glucose monitoring
diabetic foot care, diet, insulin regulation and the importance of eye
examinations, smoking cessation and high blood pressure control.

4.10.2 Develop and implement professional education and diabetic cure demonstration programs
in primary care centers, local health departments and home health agencies,

4.11 Reduce obesity and dietary fat intake 1n minority populations, particularly Black feinales,
through community based weight reduction and nutrition programs in churches, social clubs,
voluntary agencies and neighborhood groups.

4.12 Increase access of minority diabetics to annual eye examinations and oprhamologist provided
faser therapy.

1315

DHMH, Diabetes Assoc.,
health providers

DHMH, churches,
Social groups

DHMH,
Opthainologists, health
providers

Not Available

S

Not Available

Not Available
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ACTION AGENDA

Governor's Commission on Black and Mincrity Health

Goals and Recommendations for Impeoving Black and Minority Health in Maryland .
Responsible and Estimated
Goals & Recommendations Invotved Pa ties Costs |
HOMICIDE, SUICIDE AND UNINTENTIONAL INJURIES ‘
GOAL 5:

TO PREVENT BLACK AND MINORITY DEATHS AND DISABILITY DUE TO HOMICIDE, SUICIDE AND LUNINTENTIONAL INJURIES . .
Raising Public Consciousness |

3.1  Develop a statewide education and awareness campaign to focus continued attention on the

MCBMH DHMH,DPSC, Not Available

magnitude and seriousness of homicide and related violent behaviors. MSDE,Coinmunity, o
political and

J.1.1 Designate a statewide Violence Prevention Awareness Month.

religious leaders

5.1.2 Hold perlodic interactive radio and TV broadcasts to highlight the problens of
homicide and suicide, and to receive remedial recominendations froin the community.,

5.1.3 Empower nyinority citizens to press more actively for comprehensive efforts at
: violence prevention.,

5.2 Establish community consortia on hotnjcide prevention, similar to th. Kansas City Community, political Not Availahle
Ad Hoc Group Against Crime, & religious leaders

Implementing Prevention Strategies

3.3 Incorporate an awareness of homicide and violence prevention strate

for health and law enforcement personnel, including police officers,
ambulance staff.

gles in tratning programs Hospitals, Police - Not Avallable
and etnergency rooim and departments,DHMH,

Colleges and universities
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Goals & Recommendaticns

Responsible and
Involved Parties

Estimated.
Costs

Homicide, Suicide and Unintentional Injuries (Con'd)

5.6

5.7

5.3.1 Fund training programs

for appropriate staff in community health centers, hospital
s centers and police departments which center on crisis

emergency rooms, crisi
the treatment of victims and co-victime of

intervention, conflict resolution and
viglence.

Establish an Of:ice of Violence Prevention in the DHMH to be concerned with the prevention of
homicide and other assaultive behaviors.

54.1 Encourage coordination among other State departments and agencies.
Establish a Center for Violence Prevention Research at one of the State's predominantly
minority urban colleges and universities.

rojects, public information materials and workshops focusing

5:5.1 Develop demonstration p
d targeted at sinority urban youths and young adults.

on violence prevention an

Develop community based programs {e.g., schools and churches) that foster the development of
positive self esteem among Black and minority children,

Implement and evaluate programs which teach children and youth non-violent means of resolving
conflict and deter juvenile delinquency.

5.7.4 Develop and replicate school based education programs which teach children how to
manage hostility and aggression using non-violent ineans.

5.7.2 Evaluate the effectiveness of the Patuxent Instituse's voluntary "Reasoned Straight”

Program in detering criminal behavior.

DHMH

MCBMAH,Urban
League,Colleges
and universities

Community, political
% religious leaders

BSDE,local school

districts,DPSC,
oCcY
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ACTION AGENDA

‘Governor's Commission on Black and Mincrity Health
Goals and Recommendations for Improving Black and Minority Health in Maryland

Estimated

Responsible and
Involved Parties

Goals & Recommendations

Costs

Hoenlcide, Suicide and Unintentional Injuries {con'd)
DHAMH,DHR,0CY

5.3 Implement parenting programs which assist parents in raising children who are

equipped to0 handle stress without violence.
s9 Decrease Black youth and young adult unemployment through the development and funding of Businesses,DEED
government and private sector programs.
s.10 Support legislation which bars access to handguns. Legislature
5.11 lmprove data and surveillance systems. DHMH,DPSC,
Health facilities,
5.11.1 Develop a brief instrument for emergency room and ambulance personnel use Police deparunents
which documents the pature of assaultive injuries.
SUBSTANCE ABUSE
GOAL 63 TO PREVENT AND TREAT MINORITY SUBSTANCE ABUSE
Preventing Substance Abuse
t the MSDE, DHMH

6.1 Establish appropriate mandatory health education programs in the public schools a

elementary, middle and secondary levels.
6.2  Support and implement the substance abuse education recommendations outlined in the 1986 MSDE, DHMH
dolescent substance abuse.

Maryland State Bar Association report on &

Not Available
Not Available

Not Available

8L

Not Available

Not Avallzdle

Not Available
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Goals & Recommendations

Responsible and
Involved Parties

Edtimated
Costs

6.3

Substance Abuse (Con'd)

Develop, fund and implement innovative programs built on culturally appropriate.principles
and designed to prevent the use and abuse of chemical substances among minority children
and adolescents.

Develop and support media campaigns which counter Madison Avenue advertising attempts to
promote smoking and alcohol abuse in minority communities.

6.6.1 Encourage black publications to ban alcohol and smoking advertisinents.

Encourage community organizations, such as churches and neighborhood groups to take
a more active role in preventing and controlling substance abuse.

Improving Access to Substance Abuse Treatment

6'6

6'7

~ 6'8
6.9
6.10

E

Support the development, funding and Linplementation of programns which allow and encourage
substance abuse providers to use a holistic treatment approach.

Provide a continuum of services for low income substance abusers including, publicly
sponsored residential treatment prograins for drug abusers and treatment programs for
hard core recidivistic substance abusers.

Expand Medicaid coverage of and reimburseinent for substance abuse treatinent.

Encourage treatment providers to accurately determine the race and ethnicity of clients.

Train addi.ional Black and minority health professionals to serve as substance abuse
treatment providers, administrators, researchers and policy-makers,

o 123
RIC

Aruitoxt provided by Eic:

Schools, Community
Groups, DHMH

Community, political
& religious leaders

Chuiches, community
leaders

DHMH

DHMH, treatinent
providers

DHMH

DHMH

DHMH, colleges
& universities

Not Availatic

Not Available

Minimal

Not Available
Not Available
Not Available

Minimal

Not Available
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ACTION AGENDA .

Governor's Commission on Black and Minority Health
Goals and Recommendations for Improving Black and Minority {lealth in Maryland

) Responsible and Estimated :
Goals & Recommendations Involved Parties Costs |
Substance Abuse (Con'd)
6.11 Regu.irc treatment providers who work with ininorities to complete cross-cultural DHMH Not Available }
. training prograins. |
6.12 Conduct studies which examine minority substance abuse prevalence and patterns. DHMH Not Availat j
MENTAL HEALTH ) - :
GOAL 7: TO IMPROVE THE MENTAL HEALTH OF BLACK AND MINORITY MARYLANDERS ) ° ‘1
Improving access to mental health services for children and adolescents
7.1 Increase access to psychiatric services for children and adolescents by: DHMH Not Available
7.1.1 Increasing the number of acute and long term psychiatric beds for
children and adolescents.
7.1.2 Increasing the availability of outpatient psychiatric services for children
and adolescents.
7.2 Develop a cosi-effective network of mental health prevention services. DHMH Not Avallable
7.2, - Expand high risk infant identification prograins beyond the current pilot stage.
7.2.2 Develop mental health screening and referral programs within the public schools. :

10
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Costy

Mental Health (Con'd)

Jmproving Access to Mental Health Services

.
+

7.3 Davelop data and research bases which examine the mental health problems and needs of Black DHMH,Colleges
and minority populations. i and universities
7.3.1 Devélop a comprehensive data system to be used in planning services for minorities.
7.3.2 Expand the Mental Hygiene Administrations’ management information system to include

outpatient facilities.

7.3.3 Encourage further reszarch into the mental health needs of Blacks and minorities.

Improving Access to Menta} Health Services

7.4  Assure adequate reimbursement for psychiatric care. DHMH
7.4.1 Increase Medicaid reimbursement levels for psychiatric czse.
7.4.2 Develop special financial incentives to promote access to private hospitals.
7.43 Assure that mandated psychiatric benefits are preserved and increased.
7.5  Develop a public relations campaign that decreases the stigma attached to mental . DHMH,Advocacy
illness and informs the general population of services available. Groups
7.6  Expand the pool of mental health professionals and emphasize training in cross-cultural issues. ) Colleges & Univ.
77  Modify the Mental Hyglene Administration's 5 Year Plan to include outreach and employee DHMH

assistance programs. Fund and support the plan,

127
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ERIC

Aruitoxt provided by Eic:

Not Available

Not Available

Not Available

Not Available

Not Available
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ACTION AGENDA

Gov::enor’s Comiission on Black and Minority Health o
Goals and Recommendations for Improving Black and Minority Health in Maryland °

Responcible and Estimated
Goals & Recommendations Involved Parties Costs
THE, BLACK AND MINORITY ELDERLY
GOAL 3: TO IMPROVE ACCESS TO COMMUNIT Y BASED LONG TERM CARE AND MENTAL HEALTH SERYICES FOR
THE BLACK AND MINORITY ELDERLY

3.1 Develop innovative methods of increasing minority elderly awareness of the availability Office on Aging, $50,000

of health and social support services. DHMH,DHR,Community

groups

8.2 Increase long term community based services, including edical and social support services. Not Available
8.3  Expand community based services by training additional home health aide through Not Available

the Senior Aide Program.
8.4  Increase the numbers of minority health professionals and paraprofessionals working in prograins and Not Available

institutions which serve large numbers of minority elderly.
8.5  Develop a comprehensive network of mental health sesvices for the elderly. DHMH, Office on Not Available

MARYLAND COMMISSION ON BLACK AND MINORITY HEALTH

Aging

GOAL 9: 7O FACILITATE THE IMPLEMENTATION OF INNOVATIVE AND CULTURALLY APPROPRIATE COMMUNITY BASED
MINORITY HEALTH STRATEGIES AND TO MONITOR PROGRESS IN IMPROVING BLACK AND MINORITY HEALTH

9.1

9.2

9.3

Establish a Maryland Governor's Commission cn Black and Minority Health

Require birth and death certificates in Maryland to include codes for all inajor racial and
ethnic groups in Maryland.

Encourage data collection and research efforts which further investigate the factors which
influence Black and minority health status and access to health services.

1wy

Governor, DHMH,
Legislature

DHAMH

DHAH

$200,000
Minimal

Not Available
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SUMMARY REPORT ON BLACK AND MINORITY HEALTH MANPOWER
DEVELOPMENT
jtroduction

Both national and Maryland data reveal that Blacks and minorities are
underrepresented in the health professions and in senior managerial and policymaking
positions throughout the health industry as compared to their percentages in the total

ulation. For example, Blacks comprise 23% of Maryland's population, but represent
less than 7% of the State's physicians, dentists, registered nurses, pharmacists, hospital
administrators, and physical therapists. This underrepresentation was of great concern
1o the Commission because the adequate representation of the Blacks and minorities in
t".» health field was viewed as essential to improving Black and minority health. Each of
the Commission's eight task forces echoed the urgent need to increase the number of
Black and minority health professionals and policymakers.

During its deliberations, the Commission's Task Force on Minority Health
Manpower Development used several methods to research and examine minority health
manpower issues. A major initial finding was that there is a paucity of data and
information on the status of Blacks and minorities in Maryland's health industry. There is
currently no Maryland agency responsible for either collecting data or analyzing trends
on the education, training and/or employment experiences of Blacks and minorities in the

health care field.

Accurate data on the number of minority health professionals practicing in
Maryland are currently unavailable. Some data, although unreliable because it is based
on self reported job titles or descriptions, are available through 1980 Census reports.
More reliable data on the numbers of health practitioners in Maryland are available
through the State's health professions licensing boards. However, even these data have
major limitations. For example, a significant proportion of practitioners, (e.g., at least
17% of registered nurses), fail to provide voluntary statistical information about their
practice patterns on licensing Board renewal applications. There is alzc the possibility
that some Blacks and minorities fail to reveal their racial or ethnic background for fear '

of discrimination.

. Physicians and nurses are the only two professions for whom data is routinely
summarized through their respective licensing boards. Other boards either do not collect
information by race or the data was not readily available. The Task Force found that
readily available information on the employment of Blacks and minorities within
Maryland's health and insurance industries was even more scarce.

Questionnaires were sent to Maryland health facilities to determine the racial
composition of hospital and HMO statf, and hospital boards of directors/trustees.
Maryland State Board for Higher Education data on the enrollment of minorities in health
professions programs was analyzed and a survey of nursing education programs was
conducted. Available health professions board licensure files were also compute: ized and

analyzed.

The Task Force also interviewed practitioners and others knowledgeable about
Black and minority healti. manpower issues to ascertain documented and perceived
minority health manpower problems and needs. Approximately seventy-five groups
and/or individuals were invited to make presentations before the Task Force. Over
forty-five individuals, many of whom represented various health professions groups in the

State, provided expert testimony to the Task Force.
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Regional meetings were held in Southern Maryland and on the Eastern Shore to gain
a better understanding of health Mmanpower problems in these regions. Failed attempts
were also made to hold meetings in Western Maryland and the Prince George’s -
Montgomery County areas. The findings from these interviews are dispersed throughoyy
this report.

Background: Minority Health Professionals and Minority Health

"Blacks' have no obligation to serve the poor, but they identify
with this group and share a unique history. Itis experience,
not pressure, that gives them the orientation to serve."

Dr. David Satcher
President, Meharry Medical College

The Task Force on Minority Health Manpower Development was charged to assess
the likely impact of additional minority providers ¢n minority health statuys, Although
the data and research in this area were inconclusive, the Task Force concluded that the
adequate representation of Blacks and minorities within the health professions and the
health industry is an integral part of improving minority health. Many national experts

and most of the individuals who testified before the Commission or its Task Force also
Support this concept,

Several studies have indicated that Black and minority practitioners are more likely
than their White counterparts to practice in Black and minority communities and in
medically underserved areas (1,2). A major goal of many of the programmatic efforts to
increase mincrity representation in the health professions launched during the 1960's and
1970's was to improve minority access to health care, and ultimately, the health status of
underserved minorities, A recent study which evaluated the effectiveness of affirmative

The 100th Congress recently passed the "Excellence in Minority Health Education
and Care Act of 1987" in recognition of the important role played by minority health
professionals in underserved areas. The Act awards funds to the Meharry Medical and
Dental College, the Xavier University College of Pharmacy, and the Tuskegee Schoo! of
Veterinary Medicine; these three institutions have trained a large percentage of the
nation's Black health professionals, For example, Meharry has trained 40% of all Black
physicians and 50% of a|] Black dentists practicing in the U.S. today,

The Congress passed and funded the Act on the basis of the following findings:

L Minority health care needs are éurrently greater than the health care needs of
the general population.

) While the number of health professionals has increased, there are still
shortages of health professionals from minority groups, and there has been a

drop in the enrollment of minority individuals in some health professions
education programs.

[ Health professionals from minority groups play critical roles in serving low-
income minority populations, particularly in inner city areas and rural areas.

e Historically, minority schools have developed a special capacity to conduct
activities to prepare health professionals to serve minority populations.
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Health professions schools which tsain a diSproportionate\number of minority

°
students also provide a disproportionate amount of health care services to
minority populations.

o A disproportionate number of minority students trained at minority institutions

choose to practice in underserved areas.

Members of the DHHS Secretary's Task Force on Black '‘and Minority Health
recognized that "one of the key elements of quality health care is the availability of well
wained health care providers (3). They further concluded that "the degree to which the
wailability of these professionals differs betwzen minority and non-minority groups may
play a crucial role in reducing disparities in overall health status."”

Both national and Maryland data indicate that many BRlack and minority
communities are less likely than non-minority communities to have adequate access to
health care resources (3,4). For example, Blacks are three to four times more likely than
Whites to live in federally designated health manpower shortage or medically
uwnderserved areas in Maryland. These areas are characterized by few accessible health

providers, high infant mortality rates, and high poverty.

The Task Force heard that recruiting and retaining practitioners in medically
underserved areas, regardless of race, is a critical health manpower issue. Financial and
other incentives, such as the provision of adequate Medicaid reimbursement, are required
10 attract and retain practitioners in poor rural and inner city areas. The Task Force
learned that manpower shortages are an acute problem in several rural and inner city
areas, including the Eastern Shore, Southern Maryland, and Baltimore City.

Racial and cultural differences (e.g., language and lifestyle habits) between
providers and patients may also impede access to health services. The federal Task
Force on Black and Minority Health suggested that "health professionals who are from
the same culturai background as their patients may be able to communicate better with
their patients and, thereby, have a positive influence on many of the factors that affect
health outcome (3)." Most of the individuals interviewed by the Task Force agreed that
the scarcity of minority health professionals limits access to culturally sensitive health

care for Blacks and minorities.

Data on the racial preference of health providers by minority and non-minority
consumers is sparse. Anecdotally, some Black providers have indicated that some Blacks
prefer non-Black providers. The reasons for this preference have not been documented
and remain unclear. The Task Force heard from several providers who noted that
integration has tended to help White providers more so than Black providers. During
racial segregation, Blacks were forced to used Black providers. Following integration
and as competition for patients increased, White providers began to serve greater
numbers of Black clients. The Task Force heard about several unsuccessful attempts
made by Black providers to practice in predominantly White neighborhoods. In some
instances, these practitioners found that Whites would not patronize them, and they

subsequently relocated to predominantly Black areas.

Thece findings do not suggest that only minority practitioners should serve minority
or poor individuals nor do they suggest that minority health professionals should feel
obligated to serve solely poor or minority patients. However, given the absence of
nsufficient® numbers of -minority health professionals, the Commission strongly
recommends that educational institutions, State agencies and health professions
associations promote the availability of, and participafloR if cross-cultural education and

IC »
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training programs.  Culturally, relevant and sensitive curricula should also pe
consistently included, and reinforced in health professions education and in-service
training programs.

In conclusion, these findings suggest that Blacks and minorities are significantl,
more likely to practice in minority and medically underserved areas, be it by choice o
for other reasons. Hence, the availability of increased numbers of Black and minority
health professionals should ultimately result in greater access to health services in
minority communities and, consequently, improvements in health status. Of course, ths
relationship is dependent upon adequate reimbursement for the quality of services needed
by these communities. Similarly, increased numbers of Blacks and minorities in
managerial and policy decision-making positions would provide a greater opportunity for
the minority perspective to influence health care delivery policy decisions.

Findings: The Current Status of Blacks and Minorities in the Health Field in Maryland

The terms "underrepresented" and "parity"” are frequently used to describe the
degree to which equity of access exists to the health professions for various minority
groups. A group is considered underrepresented if "the percentage of a specific
racial/ethnic group in the health' professions is less than the group's percentage in the
total population (5)." Historically, Blacks, Hispanics, and Native Americans have been
greatly underrepresented within the nation's health professions (6). Asian/Pacific
Islanders, in the aggregate, have consistently shown higher representation in several
health professions, such as medicine, as compared to their percentage in the total
population (2). Consequently, Asian/Pacific Islanders are generally not considered
underrepresented in the health professions.

The Task Force used the above definition of underrepresentation in determining
whether or not Blacks and minorities are underrepresented in the health professions in
Maryland. Attempts were made to collect data to conduct this analysis. However, since
these data were often unavailable, the Task Force relied on the testimony of State and
local experts, and available health professions licensing data to document the numbers of
Black and minorities in selected health professions in Maryland.

Overview

Census and health professions licensing data for Maryland, displayed in Tables 1.1
and 1.2, show that minoritizs were underrepresented in several health and allied health
professions examined. Blacks were underrepresented in every field studied with the
exception of social work and practical nursing. Hispanics and Native Americans were
underrepresented in most of the professions studied with the exception of medicine.
Asians were underrepresented in several of the allied health professions studied.

Census data for Maryland indicate that in 1980, Blacks represented 23% of the
population, but only comprised 6% of physicians, 9% of dentists, 15% of registered
nurses, and 8% of pharmacists. Hispanics accounted for 1.6% of the population, 6% of
physicians, 2% of dentists, 1% of registered nurses and less than 1% of pharmacists.
Native Americans constituted 0.2% of the population, but there were no Native
American physicians, dentists or pharmacists in Maryland. Asian/Pacific Islanders
represented 1.5% of the population, but accounted for 14% of physicians, 3% of dentists,
3% of registered nurses, and 5% of pharmacists. Conversziy, Blacks and Native

Americans were disproportionately employed in lower paying positions, s:ch as nursing
aides, orderlies and attendants.
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) TADLE 1.1
PERSONS EAPLOYED IN SELECTED HEALTH OCCUPATIONS IN MARYLAND nY RACE, 1980

136

White Black Native American Asian Hispanic
Oceupotion Totd 2 0% R 3 L % L % r %
Physicilans 12058 9445 718.3% 791 6.5% 0 0.0% 1694 14.0% 721 5.9%
Dentists 2709 2372 875 256 9.4 0 00 8l 29 S0 1.8
Veterinarions 726 611 924 19 2.6 0 0.0 26 35 0 0.0
Optometrists 375 368 98.1 ? 1.8 0 0.0 0 00 0 0.0
Podiatrists 158 148 936 10 6.3 0 00 0 0.0 0 0.0
Registered Nurses 28649 23327  8l.4 4323 150 64 0.2 854 | 2.9 374 1.3
Proctical Nurses 5906 3¢5 612 2182 369 39 06 52 08 18 0.3
Pharmacists 2636 2264 85.8 214 8.1 0 0.0 143 5.4 16 0.6
Dietitions 1554 830 534 65 418 0o 00 67 43 40 2.5
inhalation Therapists 344 562  66.5 241 285 0o 00 35 4.d 6 0.7
Qccupational Therapists 306 275 898 26 8.4 0 0.0 5 1.6 6 19
Physical Therapists 903 795 88.0 79 8.7 5 05 28 2.6 0 0.0
 Speech Therapists 827 756  9L.4 66 1.9 0 00 5 0.6 4 1.6
- Physician's Assist. 871 614 713 163 187 0 00 3 39 i 1.2
. Psychologists 2049 1787  87.2 208 0.} 0o 00 47 2.2 15 0.7
Clinical Lab Tech. 5899 4060 688 1288 - 21.8 5 0.0 509 8.6 146 2.4
Dental Hygienists 881 820 93.0 61 6.9 0o 0.0 0 00 13 L4
Health Record Tech. 383 282 63.1 134 349 3 07 4 1.0 0 0.0
Rad. Tech, 1879 149 824 284 15. 6 03 3, 1.8 15 0.7
Dental Assists. 2873 2550 88.7 294 10.2 4 0.l 20 06 30 1.0
Health Aide 6657 3879 58.2 2628 39.4 8 Ol 24 1.8 108 1.6
Nursing Aldes
Orderlies & Attendants 23631 10784 45.6 12391 52.4 65 0.2 346 1.4 292 1.2
% State Pop., 1980 - 749 22.7 0.1 1.5 1.6
Source: 1980 U.S.-Census o
~
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NUMBER AND PERCENT DISTRIBUTION OF SELECTED L}
PRACTICING IN MARYLAND, BY RA

TABLE 1.2

CENSED HEALTH AND ALLIED PROFESSIONALS
CE FOR SELECTED YEARS*

Native Unknown/
Profession Total Asian Black Hispanic American White Other
1 % s % 2 % 2 % 2 % 2 % 2 %
Health Professions
Dentists,
1985-86 3,775  100.0 89 2.4 244 6.5 9 0.5 ! 00 3,209 85.5 193 5.1
Nurses, 1986-1987
L.P.N. 6,978 100.0 3l 0.4 2,073 29.7 17 0.2 2l 0.3 2,887 557 9%9 136
R.N. 29,410 100.0 480 1.6 1,916 6.5 1y 0.4 26 0.1 24,907 74.5 4,967 16.9
Optometrists, 1986 318 100.0 2 06 309 "o 00 0 0.0 289 90.9 15 6.8
Physicians,
1985-1985 9,509 100.0 1,298 3.7 433 - 4.6 214 2.3 6 0.t 7,196 757 364 3.8
Podiatrists, 1986 222 100.0 2 09 5 23 0 0.0 0 0.0 200 90.1 15 6.8
Allied Health Professions
Speech Pathologists,
1986 6C3  100.0 4 0.7 24 4.0 3 0.5 0 0.0 540 89.6 32 5.2
Audiologists, 1986 122 100.0 3 25 3 25 0 ¢.0 0 0.0 105 86.1 11 9.0
Physical Therapists,
1986 I,116 100.C 10 0.9 48 4.3 8 0.7 ! ol 1,032 92.5 17 1.5
Asst, Phys. Therapists,
1986 157 100.0 2 1.3 35 2.3 1 0.6 I 0.6 116 739 2 1.2

*Excludes licensed individuals who did not coinplete the voluntary statistical section of the licensure renewal form.

Source:

138
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Data from the health professions licensing boards indicate that fewer raclal
minorities are represented in the health and allied health professions than is reported by
the Census Bureau, The most recent licensure data show that Blacks represented less
than 7% of physicians, dentlsts, registered nurses, optometrists, podiatrists, physical
therapists, speech pathologists or audiclogists. Conversely, Blacks ware overrepresanted
as practical nurses (LPNs).

Aslan/Paciflc Islandars comprised 1.5% of Maryland's papulation, 14% of physiclans
but less than ona percent of optometrists, physical therapists, podiatrists, LPNs and
speech pathologists. It was difficult to draw conclusions about the numbers of Native
Amerlcan and Hispanic health professionals without additional data,

Future projections of the numbers and percentages of Blacks and other
underrepresentad minorities in the health professions, particularly medicine, dentistry
and pharmacy, are not encouraging. Although national projections predict sizable
incraases In numbers of Black and Hispanic physiclans, dentists, and pharmacists,
minorities will still be represented well below half thelr percentages In the US,
population in the year 2000 (7). For example, Blacks currently constitute 12% of the US,
population, but only 3% of physicians, and this figure is only projected to rise to 5% by
the year 2000, There are ne projections of Black and minority participation in the health
profaxsions in Maryland, . p

Since education and tralning programs serve as the major point of entry into health
professions and the health care field, trends relatad to minorities in this area were also
examined, Maryland's colleges and unlversitles offer a broad spectrum of academic
programs designed to educate and traln individuals for & wide varlety of health careers.
There are currently at least 16 professional and allied health fields for which academic
training is available at the bachelor's level or higher. Another 18 academic programs are
offered at the Assoclate of Arts level or lower. These programs are offared through
approximately 21 different community and upper division colleges and unlversities in
Maryland. Dagreas offered range from the first professional degree in mediclne or
dentistry to the lower division certiflcate in dental or medical assisting. For the most
part, data for the 1986-87 academic year show that blacks and minorities were more
likely to be enrolled In Assoclate of Arts degree programs than in the Bachelor's level
programs or first prolessional degree programs (Table 1.3),

At the elementary and secondary school levels, there are currently few programs in
State which are designed speciflcally to enhance and support Black and minority
participation In the health professions, The Dunbar High School in Baltimore City offers
the State's only health careers magnet program. This program was doveloped to enhance
and support black and minority entry into the health and allied health professions,

At the undergraduate, graduate znd professicnal program level, there are a limited
number of support programs and services almed at the recruitment and retention of
Black and minerlty students In the hsaith professions. Howevar, time and staffing
constraints precluded the Task Force from undertaking a thorough assessment of the
effectlveness of these programs.

Blacks and Minorities in the Health Professions
The Task Porce defined health professlonals 2s graduates of schools of medicine,

dentistry, pharnacy, podlatry, psychology or nursing. Task Force findings with regard to
cach of these professions are provided below.
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TABLE 1,3

ENROLLMENT OF MINORITIES IN MARYLAND'S HEALTH PROFESSIONAL
AND HEALTH CAREER EDUCATION PROGRAMS, FALL 1986

. Race/Ethnicity m——
Native 0""’
Program Total Asian Black Hispanic American  White  Unie
—————
I % ! % I % 2 % 1. .% 1 x
First Professional .
Degree Programs
e Dentistry 407 100.0 35 8.6 48 11.8 12 2.9 | 0.2 306 752 5§
e Medicine 1065 100.0 110 103 86 8.1 18 1.7 | 0.1 83 738 11
e Pharmacy 253 100.0 45 17.83 2% 9.5 2 0.8 | 0.4 181 715 o ,
Allied & Other Health
Professions Programs -
{Bachelors thru Doctorate)
e Dental Hygiene 68 100.0 0 0.0 9 13.2 0 0.0 0 0.0 58 853 1|
e Medical Technology 273 100.0 23 8.4 66 24.2 6 2.2 0 090 159 582 19
e Nursing
A.A. 3090 100.0 538 1.9 641 20.7 33 1.1 11 0.6 2301 74.5 46
Bachelors' 1843 100.0 45 2.4 367 199 15 0.8 5 031373 746 38
Masters' 408 100.0 [ 1.5 25 6.1 4 1.0 . 2 0.5 364 892 7
Doctorate 60 100.0 1 1.7 4 6.7 0 0.0 0 00 53 3833 2
o Occupational Ther. 205 100.0 i 0.5 8 39 3 1.5 1 05 191 932 1
e Physical Therapy 141 100.0 2 1.4 12 8.5 | 0.7 0 00 125 3837 1|
e Public Health
Masters' 323 100.¢ 3 25 12 3.7 1 0.3 0 00 232 718 70 2.7
Doctorate 399 100.0 9 23 17 43 2 0.5 4 1.0 280 70.2 87 2.8
e Speech Pathology :
& Audiology .
Bachelors’ 247 100.0 3 1.2 22 8.9 | 0.4 0 00 213 8.2 8 N2
Masters' 129 100.0 2 1.6 4 .2 | 0.8 0 0.0 115 8. 7 5«
Associate of Arts
Programs
Dental Assisting 13 100.0 J 0.0 4 22.2 1 5.6 0 00 12 667 1 56
Dental Hygiene 128 100.0 0 00 10 7.3 1 0.8 1 03 113 833 3 23
Dental Lab Tech. 11 1000 0 0.0 5 45.5 1 9.1 0 0.0 5 455 0 00
Emergency hed. Sys. 6¢ 100.0 0 0.0 29 45.3 0 0.0 0 00 3% 531 1 L6
Medical Assistant 76 100.0 3 3.9 & 5.3 3 3.9 0 00 65 8.5 1! 13
Mental Health Assoc. 502 100.0 1 0.2 101 20.1 6 1.2 3 0.6 383 763 8 16
Medical Lab Tech. 218 100.0 15 6.9 43 22.0 | 0.5 0 0.0 141 647 13 6.0
Medical Records Tech. 69 100.0 3 4.3 38 55.1 3 4.3 0 00 23 333 2 23y
Physician Assistant 75 100.0 2 2.7 10 13.3 1 1.3 1 1.3 59 787 2 27
Physical Ther. Asst. 53  100.0 0 0.0 20 137.7 0 0.0 0 00 32 604 1 L9
Radiation Ther. Tech. 13 100.01 1 5.6 2 11.1 0 0.0 0 00 & 7783 1 56
Radiography 136 100.0 7 5.0 18 13.2 0 00 .0 00 109 80 2 1.5
Resp. Therapy Tech. 153 100.0 2 1.3 43 28.1 2 1.3 -0 00 99 647 7 &6
Lower Division®
Certificate Programs
ental Assistant - 59 '100.0 1 1.7 2 4 1 1.7 0 00 5 9320 00
Medical Assistant 75 100.0 0 0.0 9 120 0 0.0 0O 00 6 8.0 0 0.0
Operating Room Tech. 26 100.0 0 0.0 17 65.4 0 -0.0 0 0.0 9 36 0 0.0
Practical Nursing 55 100.0 0 0.0 1l 20.0 0 0.0 0 00 43 782 1 9.1
radiation Toer. Tech, 7 100.0 0 0.0 2 28.6. 0 0.0 0 0.0 5 71,4 0 0.0
Respiratory Ther. Tech 14 100.0 1 7.4 4 28.6 0 0.0. 0 0.0 5 714 0 0.0
Vision Care Tech. 14 1000 . ! 7.1 2 143 1 7.1 0 00 10 734 0 C.0

N ] s g
O Source: Maryland State Board for Higher Education - 1 41

3Certificate awarded for successful completion of a minimum of 12 semester credit hours at the Freshman or
Sophomore I=vels, or both,
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Blacks and Mlnoritlas in Medicine

In 1985-86, according to licensing data, there were at least 9,309 licensed
physicians working In Maryland, Race was unkaown for 3% of this population, Based on
these data, Blacks and Native Americans appear to be underreprasented among
Maryland's practicing physiclans, while Hispanics and Asians appear 10 be
overrepresanted,

The majority (88%) of physiclans of all races practice In either the Baltimore or
Washington metropolitan areas. In i985-86, over 60% of Black physicians practiced in
Baltimore City or one of its surrounding counties, Several counties in Maryland,
Including four on the Eastern Shore have slzable Black populations , but no practlicing
Black physicians, Approximately €% of the State's Black population resides an the
Lastern Shore, but avallable licensing data show that only 1% of the State's Black
physlalans practice there.

- Special programs promoting tha recruitinent and retenticn of underrepresented
minorities in the medical profession were instituted during the late [960's and early
1970's.  As a result, by 1974, Blacks represented 7.5% of first year U. §, medical
students, more than double the percent enrolled In the sarly 1960's. However, since
1974, the percentage of Blacks enrolled as first year medical students has declined. In
1986, Blacks represented 7% of first year medical students (2).

There are two medical schools in Maryland, one public = the University of Maryland
at Baltimore, and one private « the Johns Haopkins University. Although the percentage
of minoritles enrofied in Maryland's medical schools at 9.9% s higher than the national
dverage, there is stlll cause for concern since minorities still remain significantly
underrepresented. Trend data on the earollment of underrepresented minoritles in
Maryland's medical schools wers requested, but unavailable,

Natlonal studies and data bases report the following about underrepresentad
minority physclans and medlcal school applicanta:

¢ Underrepresented minoritias have lower medlical school acceptance rates than
majority students (2).

©  Grade point average (GPA) and Medical College Admissions \MCAT) Test
scores are among tha factors which determine medical school aceaptance.
Minorlty students continue 1o have substantially lower GPA's and MCAT scores
than majority students (2). _

o Underraprasented minorities have higher medical school attrition rates (2).

The Task force heard about the difficuities often faced by Black and minority
students enrolled In pradominantly White medical schools, In many lnstances, Biack
students sxperieace cultural shock upon entering a predominantly White setting, where
support systems ind role models are often minimally avallable, These students often run
into academlc difficultles in attampting o &ope with their new environment, These
environments may 2lso Include culturally blased and insengltive faculty and staff.

Competitlen from managed health care programs, such as HMOs, the medical
malpractice crisks, and inadequate reimbursement for services wera clted as slgnificant
tactors affactingminarity practice in medicing.
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Blacks and Minorities in Dentistry

Board of Dental Examiners data for 1985-86 show that there were approximately
3,755 licensed dentists practicing in Maryland. These data also show tht Blac
Hispanics, and Native Americans are underrepresented in the dental profession, The
majority of Black and minority dentists practice in the State's two metropolitan areas,

Maryland's only dental school, the University of Maryland, was the world's first
dental school. However, the first Black student matriculated in 1968. In 1936, Blacks,
Native Americans and Hispanics represented 14% of enrolled students. Howard
University in Washington, D. C. is a serious competitor for Black dental school applicants
in Maryland. The majority of Black dental school applicants opt to attend Howard
possibly because Howard's tuition is lower and there is a perception among some
minorities that 'JMAB is a racist University.

Identified barriers to increasing the number of minorities in the dental profession
include inadequate financial assistance, poor educational preparation including a weak
science background, a lack of minority role models, and insufficient early career
guidance and motivation. y

The Task Force heard that several critical issues which are independent of race are
currently confronting the profession of dentistry. These include an oversupply of dentists
in many urban areas, competition from _less time consuming and expensive careers, the
expansion of fiouridation which has helped to lessen the demand for dental care, and -
inadequate third party reimbursement. These and other factors have led to a declining
enrollment in dental education programs and the recent closure of several schools. The
Task Force learned that many dentists are now advising their children and other students
not to enter the field.

Suggested strategies for increasing minority participation in dentistry included the
implementation of programs which provide early and positive exposure to the field, the
provision of financial aid, and better educational preparation.

Blacks and Minorities in Pharmacy

As of June, 1987, there were approximately 5,000 active pharmacists licensed to
practice in Macyland. Data on the number of minorities in the profession were
unavailable. Nationally, minorities are underrepresented in the profession of pharmacy.
In 1984, of the estimated 157,000 active pharmacists in the U.S., 2.6% were Black, 4.5%
were Asian, 1.8% were Hispanic and 0.2% represented other minorities (8).

The University of Maryland at Baltimore houses the State's only pharmacy school.
All pharmacy schools require 5 years of academic study for the baccalaureate degree and
6 years for the doctorate (Pharm.D.) The first Black student enrolled in the University
of Maryland's program in 1951. During the 1986-87 academic year, of the 253 total
UMAB enrollees in the baccalaureate program, 9.5% were Black, 17.8% were Asian, 0.4%
were Native American and 0.8% were Hispanic. Minorities represented 16.1% of total
enrollment in U.S. schools of pharmacy in 1984,
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The Task Force heard that Black and minerity pharmacists in Marvland tend to
practlce in urban and/oc poor areas, Mast minority pharmacists are employed by one of
the retail drug chalni, There are currently three hlack owned pharmacies in Maryland,
which is three less than tho number in place during 1930,

ldentified barriers to the recruitment of additional minority pharmacists included
the followingt (1) a lack of financial aid and schalarships, (2) a lack of minority role
models, (3) insufflclent career guidance at the middle and high school levels, (&)
Inadequate educational preparation in the sciencas, and (5) the lack of a full-time
minority recrulter at the UMAB School of Pharmacy., Recommended strategles to
enhance minority particlpation in pharmacy included (i) the provision of financial support
and (2) the Institution of programs which inc ease the visibility of the profession for
minorities, including health career days in the schools, and health careers
workshops/training sessions {or schoo! guidance counselors,

Blacks and Minorities in Podiatry

As of June, 1987, there were approximately 400 active podiatrists llcensed to
practice in Maryland. Podiatry ls & rapidly growing field concernad with the diagnosss,
treatment and peevention of abnormal conditions of the feet, The demand for podliatric
medical services currently exceeds the number of practicing podiatrists. Natonally,

minorities represent less than 5% of the approximately 10,000-1,000 active podiatrlsts
(8).

Available Maryland Board of Podlatric Examiner's data show that minorities are
underreprasented In the tield of podiatry in Maryland, Of the 222 licensed podiatrists
practicing In Maryland in 1986 for whoem data was available, 5 were Black, 2 were Asian
and none were Hispanic or Native American Indian. Podiatry Board data for 1987
Indicate that there are no Black podiatrists practicing in Baltimore City, However, the
Task Force met with a Black pediatrist who was able to identlty at least 3 Black
podiatrists practicing in Baltimore City,

There are currently slx colleges of podiatric medicine in the United States. All are
private and none are located in Maryland. Podiatric training requires a bachelor degree
followed by four years of speclalized treining at a college of podiatric medicine, In
1984-83, minorities represented 13.6% of students enrolled in colleges of podiatric
medicine (8).

Perceived bacriers to the recruitment of additlonal minority podiatrists included
the perception that the field is "unglamorous" (e.g., there are few life and death
situatlons), competition from other fields, such as medicine and dentistry which have
simllar walning requirements, a lack of career vislbillty, and a public mispercaption
about the role of podiatrists. The recent popularity of running and athletics was thought
10 have helped to make the field more attractive.

Blacks and Minorlties in Nurs_irng

In 1986-87, sccording to available Maryland Board of Nursing data, there were at
least 29214 reglistered nurses and 6,978 practical nurses llcensed in Maryland. Blacks
account for 6.5% of registered nurses and are underrepresented in this profession when
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comnpared to their percentage in Maryland's total population. Blacks in the nursin
are more likely than Whites to be L.P.N.'s or nursing assistants; only 46% of Black
as compared to 80% of White nurse are registered nurses,

g fiels
nursey

Licensed practical .nursing is one .of the few health occupations where Blacks are
overrrpresented as compared to their percentage in the total population. In 1986-87
Blacks comprised approximately 30% of the State's L.P.N.'s. '

The ‘lask Force met with representatives of several nursing-related groups, who
idewtily~d <2veral impediments to the recruitment of additional minorities to the fiald.
Several e.u:ational barriers were cited including poor educational preparation, weak
iraltung ~ the sciences, and a lack of financial aid. Impediments which were more
i 'que to ¢he field of nursing included low salaries, a high practitioner burn-out rate, a
"% of [~reer ladders, demanding and stressful hospital workloads with very little

re7ognit’ »n, and the lure of more prestigious careers with better working condi tions,

Pa- ticipants spent considerable time discussing several issues facing nursing
mract'er These included differentiating levels of nursing, developing career ladders, and -
1 srsir g ret~ntion. Retaining nurses who are currently in the field was viewed as much of
a probiem as recruiting additional nurses.

The Task Force also heard concerns about the trend toward the increasing
enrcl'ment of young Black females in certificate level nursing assistant programs instead
of L.P.N. and R.N. programs. Cited drawbacks to these programs included limited
empioyment options, and a lessening of earning power and career mobility. Concerns
were also voiced about the recent closure of several predominantly Black L.P.N.
programs in Maryland. The Task Force attempted to gather information on the
2arollment of minorities in nursing assistant programs in Maryland. However, most of
th-se programs did not respond to the survey.

o) 30 different Maryland colleges and universities, hospitals, and public and
private schools of nursing offer nursing education programs ranging from the 6 month
certificate program for nursing assistants to the doctorate in nursing. Three year
hospital based diploma, associate of arts, and bacheier of science (B.S.N.) programs,
prepare graduates for licensur~ as registered nurses. Blacks as a percentage of the
students enrolled in the State's 8 B.S.N. programs ranged from a low of 6.8% to a high of
93%.

Suggested minority recruitment strategies included the provision of financial aid,
better presentation of the field as a profession, attracting additional males to the field,
the consistent presentation of health career days in the schools, and the promotion of
summer jobs in health care.

Blacks and Minorities in Clinical Psychology

There are currently approximately 1600-1700 active psychologisis licensed to
practice in Maryland. Accurate data on the numbers and characteristes of Black and
minority psychologists were unavailable. In a meeting with a Baltimore based Black
clinical psychologist, the Task Force learned that there are approximately 30 (less than
2% of the total) licensed Black psychologists in Maryland, About 8 to 10 are thought to
practice in the Baltimore metropolitan area with the remainder practicing in
Montgemery or P.G. counties. The majority of Black psychologists are thought to
practice in public institutions, colleges or clinics, There is only one full-time Black
psychologist in private practice in the Baltimore area.
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Three educational institutions in Maryland grant doctorate degrees in psychology -
the Baltimore County and College Park campuses of the University of Maryland and the
Johns Hopkins University. The College Park program requires students to pursue study
jull-time which reduces the number of potential candidates, while the other schools offer
sart-time opportunities. Most Black psychologists who currently practice in Maryland
were trained in other statzs. Information was not available for other minorities.

There is some indication of an increasing demand for Black psychologists. The
Maryland Board of Psychology Examiners and the Maryland Psychological Association
have both received increasing numbers of requests for referrals to Black psychologists.

Barriers to the recruitment of additional minorities include a lack of financial
aid and scholarships, low salaries (e.g., starting salaries for Ph.D. trained psychologists
range from $20-30,000), a lack of career visiblity and few minority role models.

A reintroduction of career education into the public school curriculum was viewed
as an important strategy for increasing the number of minority health professionals,
including psychologists. The career education approach launched in the seveities was
subsequently rejected because it required a-major revision of the school curriculum. A
Black psychologist noted this approach is important because studies have shown that
Blacks tend to make decisions about career choices sooner than Whites, often during the
middle school years. This appears to result partially froin fewer carser choices. Hence,
minorities are more likely than Whites to enter the more traditional, high visibility
careers, such as education, law and the ministry. It was felt that systematic career
education programs in the elementary and junior high schools could help to postpone
minority career decisions while broadening minority career choices.

Barriers to Increasing the Number of Minority Health Professionals

Researchers estimate that at least a threefold increase in the first year enrollment
of underrepresented minorities in health professions schools is necessary to approach
parity nationally in the next decade. However, several factors and trends preclude the
likelihood that Black and minority representation in the health professions will approack
parity by the year 2000 without immediate intervention. These factors and trends are
summarized below.

Inadequate Educational Preparation and High Minority Attriticn Rates Throughout the
Educational Cycle

Poverty and racism are among the factors thought to result in the continuing
inadequate educational preparation of many Black and minority students at the
elementary, middle and high school levels. Minority youngsters are more likely than
Whites to attend schools in high poverty areas characterized by low academic
performance, discipline problems, low levels of parental involvement and less motivated
teachers. These youngsters are more likely to be arbitrarily tracked into vocational or
non-college preparatory courses where they are poorly prepared in the sciences and
where they do not receive appropriate counseling for health careers (9).

Black, Hispanic, and Native American students have been socurzented to be less
lilely than White students to take and successfully complete miih and science courses.
A recent National Research Council Study of minority underrspresentation in science and
er zineering cited the following factors as possible impediments to Black and minority
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pursuit of coursework in math and science (10): low socio-economic status; lower
expectations held for minority students than for their White peers by themselves, parenty
and teachers; insufficient counseling and remedial programs; and a lack of minority role
models and mentors. The report also noted that role models are particularly important i
influencing students to choose quantitative majors. Having a college-educated parent
who majored in the sciences was found to increase the likelihood of students choosing 3
quantitative major.

Suggested strategies for improving Black and minority participation in math ang
science courses and careers include providing better preparation in math and science at
the elementary and secondary levels through special programs such as remedial courses
and tutoring; increasing the number of intervention programs designed to promote
positive attitudes toward math and science; and hiring more minority teachers to serve
as mentors and role models,

A 1987 report on minority representation in the medical profession by the Robert
Wood Johnson Foundation reviewed several programs and strategies which have proven to
be effective in enhancing minority participation in the sciences and uitimately the
medical profession. These included middle, high school and college math and science

enrichment programs; and college level enrichment programs which include a summer
laboratory.

Financial Constraints

Rising educational costs coupled with a decrease in federal scholarships and low
interest foans has a disproportionate effect on underrepresented minorities who are more
likely to be low income. For example, in 1985, Black medical school applicants were
three times more likely than white applicants to report parental incomes of $15,000 or
less (3). Most Task Force presenters stressed that limited financial assistance is a key

barrier for Blacks and minorities who are interested in attending college or professional
school. :

Educational costs are also increasing. For example, tuition at the Johns Hopkins
Medical School currently stands at $13,000 per year. A dental education is one of the
most expensive types of health professions training available. At graduation, the average
UMAB dental student has loans amounting to $40,000. Dental student loan amounts at
graduation are currently increasing at a rate of $3,000 per year.

F =laxation of the Commitment to Enhancing Minority Reoresentation and Retention

National, university and State mandates to recruit and retain underrepresented
minorities have waned since the mid-seventies. Between the mid-60's and mid-70's,
several programs aimed at increasing minority career opportunities ir health as an
indirect means of improsing access to health care for the poor were developed and
funded by the federal government and private foundations. .

However, with the advent of several court challenges to affirmative action in_
higher education (e.g., Bakke versus the University of California) and a iessening of the
civil rights movement, support for these programs decreased. Concurrently, several
national reports forecasted health professions surpluses, This led to a shift in federal
policy from providing financial assistance to increase the number of health professionals

to developing policies and programs concerned with the maldistribution of health
resources, «

¥
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Minority applicants to medical school are better qualified today than in the mid-
10's, yet they are less likely to be accepted (9). One study which examined admissions
trends found that admission rates have declined even among minority students with the
nghest MCAT scores, while admission rates for comparable White students rose. The
Jthors concluded- that "the commitment of medical schools to affirmative action has

dackened (9)."

Inadequate Career Guidance and Lack of Minority Role Models

In meetings and discussions with health providers, the Task Force consistently
heard about the need to start early and to systematically expose minority students to the
variety of health careers available. Inadequate and insufficient career guidance
counseling, and limited preparation in math and science were viewed as major barriers.
Many of the minority health professionals interviewed indicated that they chose their
professions because of early exposure to the field or because of a visible role models.

Studies have shown that talented minority students often do not pursue health
careers because of non-academic counseling and inadequate career information (9). The
early identification, and continued support of highly motivated Black and minority
sudents was viewed as an important strategy for increasing the potential pool of

minority heaith professionals.

~ An absence of minority role models was also frequently cited as a major barrier to
the recruitment of additional minorities to the health field. Relatives involved in the
health professions often serve as role models for majority students, while teachers and
peer groups are more likely to influence minority students who have fewer role models.

Task Force presenters outlined the following as factors and strategies to be
considered if the representation of underrepresented minorities in the health professions

is to increase:

° a strong commitment by governors, state legislators and state higher education
boards to ensure that state universities implement policies to increase

minority enroliment;

. increased scholarships and low interest loans for low-income students;

° a more aggressive fedrs* policy enforcing civil rights and affirmative action
programs;
® increased recruitment, training and development of minority faculty;

] recognition of the critical role played by minority schools in educating and
graduating a large percentage of Black health professionals;

e early identification of promising students and provision of appropriate career
guidance at the middle school, high school and undergraduate levels;

° a willingness to look at criteria other than grades and test scores in admissions
to health professions programs; and .

) effective Suppc;rt programs to assist minority students in entering and
completing health professions programs.
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Status of Minorities in the Allied Health Professions in Maryland

According to available health professions board data, Blacks, Hispanics, and Native
Americans are underrepresented in the fields-of audiology, occupational therapy, physical
therapy and speech pathology. Asians were overrepresented as audiologists ang
underrepresented in the remaining fields. Blacks weré more likely than Whites to be
licensed as lower level assistants in the allied health fields. For example, of the Blacks
licensed in the field of physical therapy, 42% were licensed as physical therapy assistants
as compared to |1% of Whites. .

Health professions board data by race was not available for the remaining allied
health professions studied. The Commission, therefore, relied on expert testimony for
estimates of the numbers of minorities in these fields. It was estimated that
Blacks/minorities comprise 3-4% of Maryland's physician assistants, about 33% of social
workers, approximately 20% of medical technologists, 14-21% of medical records
administrators, and 9% of occupational therapists. On the basis of this information, it

would appear that Blacks/minorities are underrepresented in several of the allied health
professions.

Table 1.3 shows enrollment by race/ethnicity in selected health and allied health
occupations programs in Maryland community and upper division colleges during the Fall
of 1986. Black representation in these programs ranged from a low of 3.7% of
occupational therapy program enroliees to a high of 55% of medical records technology
enrollees. Blacks comprised less than 12% of the enrollees in four of the |5 programs.
Hispanic enrollment ranged from a low of 0% in five of the programs to a high of 15% in
the medical lab technician program. The majority of programs, 13 out of 15, had no
Native American students enrolled. A slight majority (8 of 15) of programs enrolled one
or more Asian students. Trend data on minority enrollment were unavailable.

Unlike the more traditional health professions such as medicine, dentistry and
nursing, the allied health occupations could be termed the "invisible health professicns."
Task force presenters representing the allied health occupations identifiec a lack of
awareness of the field, particularly by minorities, as a major recruitment barrier. One
speaker noted that "few people, particularly minorities are introduced to the allied
health professions at an early age. Consequently, fewer people, especialy minorities,
decide to pursue these careers." This lack of professional visibility was thought to be
compounded by both a lack of awareness of allied health fields by school guidance
counselors, and the availability of fewer minority role models.

Other identified barriers paralleled the findings for the health professions and
included inadequate financial assistance, and inadequate educational preparation,
including weak science and math backgrounds.

Low salaries were cited as another barrier. A hospital social work director
irdicated that one of the major barriers to recruiting minority social workers is the low

salary. The beginning salary for a Master's trained social worker in the State civil
service system is $17,000.

Although most of the allied health professionals interviewed noted that more work
remains to be done, several presenters discussed various current minority recruitment
efforts. For example, several individuals indicated that they had visited local middle and
high schools to promote their professions. There are also groups such as the Coalition of
Health Advocates for the Rights of Minorities (CHARM), who act as advocates and role
models for the recruitment of minorities into various health fields. Similarly, the
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minority subcommittes of the Maryland Academy of Physiclan Assistants, over the next
two years, will attampt to recruit highly qualified mlnority students for enroliment in
schools In Maryland, New Jersey and Pennsylvania.

All persons interviewed agreed that there was a need for representatives of the
professions, Including minority haa!th profaessionals, to play a greater role in promoting
the professions to mirorities. A medical technologist noted that "ir's going to come to

the place whero a lot of the people within the profession will have to do the reqruiting
themselves,”

Several speakers also cited a lack of awareness of health careers and health
prcfesslons educational requirements on the part of counselors. It was suggested that
programs which 3ystematically acqualat counselors with various health careers be
daveloped.

The provision of adequate financial ald was also noted as an important component
of enhancing minority participation, Many of the allied health professions are projected
to be growth fields over tha next decade. A physician assistant concluded har femarks by
saying thar "The Baltimore 2000 Repert shows that unemployment rates are high for
Blacks and minorities. There are several allied health areas that are just begging for
people. All people need It training” -

Blacks and Minarities in Key Health Policy 2nd Managarial Positions

Maryland's health care industry consists of numerous public and private health
organizations including hospltals, insurers, nursing homes, medical and dental labs, public
health departments, regulatory agencies end ambulatory care facilitles, The health
industry is a major employer in Maryland, Llttle if any previous research, has examined
the employment of minarities in Maryland's health industry. The Task Forca attempted
to secure information on the employment patterns and problems of blacks and minorities
within the Industry, but was largely unsuccessful,

State and Local Haalth Depertments

The stated misslon of the Maryland Department of Health and Mental Hygiena is to
assure the pecple of Maryland thei: Inherent right to a healthful environment and a high
level of physical, mental, and social health, Local health departments located 1n each of
the State's 24 subdivisions serve as the Department's major delivery arm. In June 1986,
the Dapartment employed over 15,000 individuals. Although Blacks and minoritles
represented 40% of the Department's total work force, Blacks were underrepresented as
officials/administrators (9.6%) and as professionals (18%), Conversely, Blacks were
overrepresented as  technicians  (41%), protectlve servica workers (77%),
paraprofessionals (60%), and service/maintonance workers (35%). As of November, 1987,
only 2 of the Depsrtment's 23 upper level managerlal and administrative positions were
held oy Blacks and minorities.

Blacks and Hispanics are reportedly experiencing hirlng and promotion problems
within State and local health departments. A recent Baltimore Afro-American
newspaper article h=adlined "Racism Alleged in Health Department.,” Black employees
werza alleged to be victims of "whitecoating," whareby Whites are placed in top
manafge:mt positions to the detriment of Blacks who were allegad to be more
qualifie
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At a public hearing in Montgomery County, members of the Governor's Commission
on Black and Minority Health heard about the difficulties master's-trained Hispanic
individuals were having in acquiring positions with local heal th departments. Partially as
a result of this hearing, the Montgomery County Health Department established a Task
Force on Minority Health (11). The Montgomery County Task Force noted that the
racial/ethnic composition of the health department's staff was not racially/ethnically
reflective of the surrounding community. This was thought to serve as a barrier to the
receipt of services for some minorities. Recommended Task Force initiatives included
the establishment of divisional affirmative action goals and the targeting of professional
positions for bilingual/bicultural staff.

In meetings with health professionals on the Eastern Shore and in Southern
Maryland, the Task Force heard about limited educational and employment opportunities
for Blacks and other minorities within the health industry in these areas. Location, low
salaries, the State's bureaucratic personnel process, inadequate educational preparation,
and poverty were cited as barriers to the recruitment and retention of minority health
professionals and administrators on the Eastern Shore and Southern Maryland. \

Hospitals

There are 52 acute general hospitals in Maryland. At present, only one of the 52
hospitals is headed by a Black or minority individual. The Task Force attempted to
collect data on the employment of Blacks and minorities in upper lével positions in
Maryland's hospitals, but was unsuccessful in gathering accurate data from several
Maryland hospitals. In a meeting with several health administrators, the Task Force
heard that Blacks and minorities are seriously underrepresented in executive level
positions in Maryland's hospi tals.

Nursing Homes

There are approximately 250 nursing homes in Viaryland. The Task Force was
unable to locate data on the employment of Blacks and minorities in Maryland's nursing
homes.

Health Maintenance Organizations (HMO's)

A health maintenance organization (HMO) is a health care plan that delivers
comprehensive. Medical services to voluntary enrolled members on a prepaid basis.
There's approximately 21 licensed HMO's operating in Maryland. Approximately 16% of
Maryland's population is enrolled in a HMO.

In meetings with several representatives of the HMO industry, the Task Force
learned that there are three basic types of HMO's The staff model HMO (e.g., Kaiser-
Permanente) employs its own providers, administrators, and support staff. In the group
model HMO, the HMO as an administrative entity contracts with one or more group
practices to provide medical care (e.g., Health America). Finally, in the individual
practice association (IPA) type of HMO, contractual arrangements are made with
multiple independent providers (e.g., CIGNA). Because of variations in the structure of
HMO's, the Task Force found that it was very difficult to collect consistent data on the
numbers of Blacks and minorities who either work for or contract with HMO's in
Maryland.




Two of the State's 2| licensed HMO's have Black chief executive officers. Blacks
and mincrlties are emplayed In administrative positions In several of the State's HMQ's,
but largely remain underreprosented. A representative of the KMO industry noted that
as the health field changes, we will see the creation of new Jobs requiring various
combinations of skills and expertise. Many people, partleularly minorities, may not be
aware of the existence of these positions unl=zs they happen to stumble upon them.
Because ths HMO Industry is so new, the Task Force learned that In many cases,
positions are filled by individuals who have moved through the ranks.

Several Black and minorlty practitionars expressed concerns about their inability to

compete as private practitioners given the rise of HMO'. They also expréssed their
fears of being excluded feom the HMO market.

Black and Minority Representation on Health-Related Boards,
Coundils, and Commissions

Hospital Boards of Directors/Trusteas

.Between May and August, 1987, the Task Force conducted a telephone and mail
survey of Maryland's 52 acute general hospitals  determine the race and sex
composition of haspital boards of directors and trusteas. All 52 hospitals eventually
responded, (See Table 13 in the full Commission Report),

Soard membership ranged from a low of 6 to a high of 43. Blacks, Aslans, Native
Americans and Hispanics appear to be underrepresented on these hoards as compared to

thelr percentage in the total population, There were aimost 1,000 board membars; racial
minoritles represented seven percent.

The number of Black hoard members ranged from a Jow of zero to a high of seven,
Two hospitals in the Baltimore metropelitan area had all White male boards. Nineteen
hospitals, including five ln Baltimore City, had no Black board members. Four hospltals
had Aslen board members, two had Mispanie members, and none had Native American
representatives. No hospital had a majority of minority board members.

The criverla wed to salect board members varied by hospital. Emphasis wac often
placed on Individuals who could either provide business expertise or represent community
viewpoints. Several hospitals indicated that attempts were belng made to recruit Black
and minority board members, however, the actions being employed were not specified,

Health Professions Licensing Boards

The State's various hasith professions licensing boards review applications for
licensure, develop practice stundards, Investigate complaints, and suspend or revoke
licenses, when necessary, Board sizes range from 5 to 12 members, As of November,

1987, each licensing board, with the exception of optomaetry, had one or more Black or
minority board members.
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Other Health-Related Boards, Councils and Commissions

There are numerous independent health-related commissions and councils which
were either created by the Governor or Legislature, or established by Federal or State
statute. Examples include the Maryland Health Services Cost Review Commission, the
Governor's Advisory Council on AIDS, and the Commission on Medical Discipline,
Available data show that most of these boards has one or more minority meémbers.
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SUMMARY REPORT ON MINORITY MATERNAL, CHILD AND FAMILY HEALTH

Introduction

There are probably few who would deny that children ars our most preclous
resource, They represent our hope for the future. Belleving this, the Commission was
deeply concerned after uncovering the following! facts and trends:

¢ A Black baby born in the 1980's Is still almost twice as likely 1o dic in the first
year of life as a White baby,

e If Black and White infant mortality rates were equal, about 200 fewer Black
Maryland babies would have died in 1585.

e The State's Black Infant mortality poses cause for concern hecause it has been
fluctuating, The infant death rate rose Setween (98] and 1982, declinad hetween
1983 and 1984, then increased by 13% in 1985 and declined agaln in 1986,

¢  The high mortality rate for-Black infants i3 indicative of major deficiencies in
the health care delivery system,

¢  Major risk factors for Infant mnortality include low blrchweight, inadequate

prenatal care, prematurlty, poor nutritlen, age, and lifestyle habits of the
mother.,

- In 1986, one in ten Black newborns had low birthwelghts as compared to one
In cighteen White newborns,

- The Children's Defense Fund estimates that one In nlne or 9U of the 812
Maryland Intants who died In 1986 could have been saved simply by ensuring
that their mothers received early and comprehensive prenatal care, Black

mothers are three times more likely than white mothers to receive iate or
no prenatal care,

-~  Black newborns dre twice as likely to be barn prematurely as White
newbarns.

¢ Black children are twlce as likely as White chlldren to be poeor. According to the

1980 Census, 48% of Black children in Maryland are poor as compared to 28% of
White children.

¢ The percentage of children of all races living In married couple families has been
declining. In 1980, 55% of Black children undar the age of 18 llved in married
couple families.

e According to the Children's Dafense Fund, Black children as compared to White
children are three times as likely 1o dle of known child abuge, flve times as likely

to bacome pregnant as teenagers and twelve times as likely to live with a parent
who never married.

e There are Inadequaze numbers of outreach, patient education and home visiting

programs in many geographic areas to adequately addrass the needs of low-
income women and chlldren,
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e Insome areas of the State, language and other cultural barriers often impede
access to prenatal care services for recent immigrants (e.g., Hispanics,
Southwest Asians, Haitians).

¢  Maryland currently does not have a targeted and systematic action plan to
address infant mortality and other child health problems.

® Lead poisoning among Black children is a serious health problem in Baltimore
City.

® There are inadequate numbers of successful targeted strategies to reduce the
number of unplanned Black and minority adolescent pregnancies.

o Less than one in four Medicaid eligible children receive preventive health
services through Maryland's EPSDT program.

e Primary care resources for non-Medicaid eligible low-income children are sorely
lacking in many areas of Maryland.

e In some areas, maternal and child health programs are duplicative and
inadequately coordinated resulting in the inefficient use of scarce health care
dollars.

¢ There are too few early identification and intervention prograins aimed at
preventing and controlling the development of medical, psycho-social and
learning problems among high risk minority children and youth.

Findings

The risk factors most closely associated witi, poor health status are socioeconomic
in nature and are more prevalent among Blacks and minorities than among non-
minorities. These include crowded and dilapidated housing conditions, low income, lack
of health insurance coverage, poor nutrition, and lack of transportation (especially in
rural regions of the State).

Within Maryiand, a myriad of public and private programs are designed to address
the health problems of mothers, children and families. The Commission's Task Force on
Maternal and Child Heaith found, however, that little coordination exists between these
programs and that private and public services can use their combined resources more
effectively. Traditional programs serve large numbers of people, but program outcome

must ce evaluated to determine ways to serve people better with the resources that are

already available.

Infant Mortality and Related Risk Factors

Infant mortality, the rate of infant deaths per 1,000 live births, is generally used as
an indicator of the general living standards and health status of a population. In 1984, 40
States in the nation had lower infant mortality rates than Maryland. This finding is
surprising in a State which had the seventh highest per capita income during that same
year.
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In Maryland, as well as nationally, over the past %0 ears, the minority infant
mortality rate has consistently been about twice as high s the White rate. However,
Jhile both the total and statewide White infant mortality rates have declined or
remained relatively stable, the Black infant mortality rate has fluctuated substantially.
Recent vital statistics data for Maryland indicate that between 1984 and 1985, the Black
infant mortality rate increased by 16% rising from 16.6 to 19.2 infant deaths per 1,000
live births. Concomitantly, the White rate remained stable at 3.0. In 1986, the Black
rate declined by 10% to 17.3, and the White rate rose by 4% to 9.4.

There is generally a distinction made between infant deaths that occur during the
first 28 days of life (i.e., neonatal mortalit v} and infant deaths occurring between 29 days
10 one year of life (i.e., post-neonatal mortality). Low birth weight, lack of access to
quality prenatal care services, lifestyle habits of the mother and other influences
occurring prenatally, at birth or in the newborn periad, are closely linked to neonatal
mortality. Post-neonatal mortality tends to be associated with a variety of conditions
occurring after birth (e.g., lack of infant health services, SIDS, inadequate nutrition or
samitation, or accidental injury). Low birth weight contributes to two thirds of deaths in
the neonatal period and approximately 50% of all infant deaths, Babies.born to teenaged
mothers are also more likely to be premature, to have a low birth weight and to die in

their first year of life.

Low birthweight is a major risk factor for infant mortality, Black babies in
Maryland are also twice as likely as White babies to be born underweight (under 5.5
unds). Low birthweight babies as compared to heavier babies are twenty times more
likely to die. Low birthweight babies are also at increased risk of becoming poor
learners, school failures, and developing other handicapping physical, mental and psycho-

social behavior.

In 1986, of the 69,524 births in Maryland, 8,143 or 12% were to mothers under the
age of 20. A disproportionate number of births to teens aré to minority women. Blacks
comprised 27% cf the female teen population and 51% of the teen births. Black teens
are almost twice as likely to White teens to have out-of-wedlock births. Teens who
become pregnant are less likely to seek early prenatal care or to follow health care
advice on matters affecting their pregnancies (e.g., nutrition, abstinence from alcohol
and drugs). The result of many of these teen pregnancies is, therefore, a low birth
weight Lifant who is at increased risk for handicapping conditions or death. According to
the Children's Defense Fund, "Black teen birth rates are higher than White rates because
Black teens are more likely to be sexually active; somewhat less likely to obtain
abortions. Half of all Black unintended teen pregnancies end in abortion compared with
almost two-thirds of all White unintended teen pregnancies." )

Primary care, starting in the prenatal period and extending through the early years
of life, has been documented to be a very cost-effective measure, which improves birth
outcomes, child health status and reduces overall health and social costs. Studies have
documented that the incidence of premature and low birth weight births have been )
reduced when adequate prenatal care is provided. Such care has been found to reduce
infant mortality rates by as much as 20 to 25 percent, cut the rate of mental retardation
in half and reduce by two to three times the percent of high risk infants suffering from

abnormal physical or mental development.

In 1985, the Maryland Medicaid Program spent $51.7 million to care for babies in
neonatal intensive care units. Many of these babies spent the first part of their lives in
these units because their mothers did not receive adequate prenatal care. Maryland has
a choice. The State can choose to pay for primary care services for mothers and infants
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at a much lower cost as a preventive measure or pay more later, through the budgets of
the Departments of Education, Health, Juvenile Services and Human Resources.

Children and Adolescents

Black children in Maryland are disproportionately found in the State's high and at
risk populations. High risk mothers include alcohol, drug and nicotine abusers,
adolescents, low income and poorly educated women. These women are at increased risk
of having low birth weight and premature babies. High risk infants and children include
premature and low birth weight babies, poor children living in single parent households,
children born to adolescent mothers, children who are physically or mentally abused, and
children with learning disabilities, such as attention deficit disorders. These children are
at increased risk of becoming substance abusers, adolescent parents, poor learners and
school failures and juvenile delinquents.

Minorities comprise 30% of the state's population aged 0-18. However, minority
children are often disproportionately found in the State's high risk and at risk groups.
This Task Force recommends that new efforts be focused on the early identification of
children at risk for developing chronic illness and behavioral problems. Intervention
programs, aimed at minimizing the effects of biologic and psychosocial risks at an early
age, have been documented to be effective. These include preschool programs (e.g.,
Headstart) and home visiting programs.

Home visiting programs have been demonstrated to reduce the incidence of pre-
term labor and low birthweight (leading causes of infant mortality), non-compliance with
medical regimens, the incidence of child abuse and inappropriate emergencCy room use.
These programs improve health habits during pregnancy, improve parenting skills,
strengthen family functioning and decrease famiFy stress. They are particularly
important, given the large number of adolescent parents. It has been estimated,
however, that community health nurses in the State's local health departments spend less
than 13% of their time on home visits to families. At present, iedicaid does not
ra:mburse home nursing services, so local health departments have not been able to tap
this resource.

Sickle Cell Disease

Sickle cell disease is the most common genetic disorder in the United States and in
Maryland. This hereditary blood disorder affects mainly black Americans: | in 400 Black
Americans have the disease. There are gaps in the availability and accessiblity of
screening and treatment services for sickle cell disease.

Howard University hospital in D.C. has a long-established comprehensive sickle cell
center with many ongoing treatment, research and psycho-social programs. On the other
hand Baltimore has no similar institution. With the demise in September, 1986 and
January, 1987 of the adult sickle cell clinics at Provident Hospital and Johns Hopkins
Hospital, respectively, those sickle cell patients living in the metropolitan area have no
comprehensive, continuity of care. Although D.C. is just 40 miles away from Baltimore,
for those reeding medical services for their genetic disorders, 40 miles is a long way to
go: the trip may be life-threatening or hazardous to one's health.
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SUMMARY REPORT ON FINANCE, ACCESS, AND INDIGENT CARE

Introduction

Is access to health care in America a right or a privilege? An examination of the
plight of medically indigent minorities in Maryland and the U.S. would suggest that
access to health care is indeed a privilege. There is evidence that poverty, lack of health
insurance coverage, and race often combine to create an underclass of individuals who
experience tremendous difficulties in acquiring basic health care services.

Over the past decade, hundreds of books, reports and articles, and countless
numbers of conferences have focused on the subject of medically indigency.
Concurrently, som.e segments of federal, state and local governments and the private
sector have continually sought ways to contain health care costs while maintaining or
improving access t3 care for the medically indigent. In spite of these rhetorical and
programmatic efforts, medical indigency looms larger that ever as a social and health
problem which must be addressed by American society.

There is evidence that access to health care services is declining for some of the
most vulnerable segments of the population. Several recent national studies have
highlighted some alarming trends. For example, a 1986 Robert Wood Johnson Foundation
sponsored study found that between 1982 and 1986, access to health care deteriorated for
the poor, the uninsured and minorities. Another raport suggests that the numbers of
uninsured individuals are increasing.

Maryland health statistics show tnat there have been tremendf us improvements in
the health status of Marylanders since 1940, regardless of race. Aditionally, overall
access to health services for the poor and minorities has improved substantially since the
advent of publicly financed health programs, such as Medicaid and Medicare.
Unfortunai:ly, federal budget cuts continue to threaten gains that have been made.
Nationally, between 1975 and 1983, eligibility requirement changes at the federal level
reduced the percentage of low income Americans covered by Medicaid from 63 to 46
percent. In its budget proposals to Congress, the Reagan Administration has consistently
attempted to "cap” the level of federal spending on the Medicaid Program, which would
lessen further the federal government's committment to the health care needs of the

poor,

Maryland's health care system consists of a broad spectrum of health providers and
facilities including hospitals, nursing homes, ambulatory care facilities, local health
departments and private office based providers. However, access to services,
particularly through the private sector, is limited for a number of the State's 4.3 million
residents. These include the poor, the uninsured, and Blacks and minorities who are
disproportionately found in the poor and uninsured populations.

The Commission was deeply concerned about current trends in access to health
care for medically indigent minorities. The Commission's Task Force on Finance, Access
and Indigent Care was charged to examine the broader issues related to access to health
care services for Blacks and minorities in Maryland. -
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Defining the Madically Indigent

For purposes of this report, the medicaliy Indigent are defined as individuals with
incornes below 200% of the poverty level, and who ara uninsured or Medicaid enroliees,
An esthinated 723,000 Marylanders meet this definition. According to the Alliance for
Responsible Yealth Policy, there are approximately 570,000 uninsured persens in
Maryland. Approximately two-thirds of these individuals (i.e., 382,000 persons} have
Incomes below 200% of the poverty level. In addition, an averags of 341,000 individual=
are enrolled in the Medleaid program each month,

Blacks and minorities are disportionarely found In the Maryland's population with
incomes below 200% of the poverty level, According 1o the 1980 Census, 50% of
Marylanders with incomes below 200% of the poverty level are Black.

Pindings
The Task Force identified five major a-cess issuas and problers which currently

confrent Maryland's medically indigent minority populations as discussed below.

Finding 1: Significant numbers of Marylanders are uninsured or inadequately insured.

Medicald, the majer financier of health care for the poor, currently covers less
than half of the State's poor population, Mincrities in Maryland are twice as likely as
Whites to lack heelth Insurance coverage., According to the 1982 Maryland Household
Survey, 12% of Black Maryland adults as compared 10 6% of White adults lacked health
insurance coverage for hospital care.

When in need of medical care, there are basically three options available to the
uninsured. These include foregoing or delaylng health care, using free sourcas of care, or
paying for care out-of-pocket. There is evidence from nutional survéys that the
uninsured are mcre likely than the Insured to forego inedical care when they sick,

The uninsured population is composed of a divarse group of individuals including
children, young adults, and Individuals with special health problems, Data {rom the 1984
Current Population Survey provides the following profile of the uninsured (under age 65),
nationally:

o Children, adalescents, and young aduits between the ages of 18 and 24
comprise the majority (57%) of the unlnsured,

e Almost twe-thirds of the uninsured have incomes below 200% of the paverty
level

o The pocr &re three times more likely than individuals with incomes 200% ot
more above the poverty level to be uninsured,

e Threa-fourths of uninsured children live In families with incomes below 200%
of the povarty level

e The majority (57%) of uninsured adults are either employed full-time or part-
time Another 12% are unemployed.
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© The unemployed are 2 1/2 times more likely than the employed to be
uninsured.

e Black (25%) and other minority (21%) adults were significantly more likely
than White adults (15%) to be uninsured.

e Racial minorities comprised 21% of uninsured adults and 24% of uninsured
children.

The development of appropriate options and strategies for improvirg access to
health services for the uninsured requires an understanding of the magnitude and scope of
the problem in Maryland. Population based surveys serve as the major method of
deriving information on the uninsured. Several states, including Florida and Missouri,
have recently conducted surveys which were specifically designed to identify the extent
and scope of the State’s uninsured poor problem. These surveys found that the magnitude
of the uninsured problem differed significantly from the State's prior to estimates which
were based on outdated or national studies. The Maryland Department of Health and
Mental Hygiene along with several other organizations commissioned a telephone survey
to collect data on the characteristics of the uninsured in Maryland. The results of the
survey will be available early in 1988 and should assist in shedding further light on the
characteristics of the uninsured in Maryland.

Finding 2: There are racial variations in access to and use of primary health care

services,

Primary care is that care which addresses the individual's general health needs. It
includes the coordination of the individual's health care with responsibility for the
prevention of disease, promotion and maintenance of heaith, treatment of illness, and
referral to other specialicts and more intensive care as appropriate, Primary careis
generally provided in an ambulatory setting. ' '

By its nature, primary care plays an important role in maintaining health, reducing
more serious illness, and determining the overall costs of health care through its referrai
function for specialty care and inpatient hospital use. Hence, assuring access to
efficient, quality primary care services should be a priority concern of those interested
in developing an effective health care system.

High cost-benefit ratios for comprehensive preventive and primary care services
has been documented. One study found that for every dollar spent for prenatal care,
$6.12 were saved in neonatal intensive care costs, while another found a $5 savings. A
Texas demonstration found that for every dollar spent in comprehensive diagnostic and

treatment services for children, more than $8 was saved in both immediate and long term
costs.

There are several factors which determine whether access to efficient, quality
primary care exists. These include:

o Financial Ability to Obtain Needed Care

Income and health insurance coverage largely determine the ability of individuals
to obtain timely, quality services. Those with low incomes and no health insurance
(or inadequate insurance) face the greatest barriers to receipt of care. Medicaid
currently covers less than, Ralf of the State's poor and near poor populations.
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Unless these individuals have access to lower cost or subsidized services provided
by federally financed community health centers, local health departments, or other
sliding fee scale clinics, these individuals must rely on charity from private
providers or face large out of pocket expenses to obtain care.

¢ Geographic Proximity to Care

Because they are used frequently, it is especially important that primary care
services be located within a reasonable distance of a person's home or work place,
and easily accessed by car or public transportation. Transportation tends to be a
particular problem in isolated rural areas and in some inner city neighborhoods.

0 Provider Willingness to Provide Care

Beyond issues of financing and geography, there has been some concern that certain
individuals may have difficulty finding providers willing to provide them with
primary care services. This surfaces as an zcess problem for Medicaid recipients,
the uninsured, and racial minorities. Provider unwillingess to serve these
populations may be the result of remaining racial prejudices, language barriers, or
differences in "style" and "appearance" between individual patients and providers.

) Acceptability of Care to Individuals

Like providers, patients may have certain views on the care they find acceptable.
Individuals may be unwilling to cross particular geographic or ethnic barriers to
seek care, or may prefer particular types of providers whom they feel they can
relate to best. Individual perceptions of the amount or type of care they feel is
appropriate may vary from professional assessments of need. In some cases, it may
be desirable to shape the care System to respond to these concerns. In others, it
may be appropriate to provide information and education to alter attitudes or
consumer behavior.

Blacks are less likely than Whites to receive prenatal or dental care. Blacks are
also more likely than Whites to receive primary care in public clinics and emergencCy
rooms where care is less comprehensive, continuous and preventive in nature.

Finding 3: There are unexplai.ied racial variations in the use of hospital services.

A 1986 report by the Department of Health and Mental Hygiene entitled, Variations
in the Use of Medical and Surgical Services by the Maryland Population found significant
differences in age-adjusted hospital discharge rates by race.

¢ The coronary artery bypass surgery rate was four times higher for White males
than Black males.

o Rates for whites were higher than those for minorities for the primary
diagnoses of acute MI, chest pain/angina, COPD and medical back pain.

e Minority rates exceeded those for Whites for alcohol/drug abuse addiction and
hypertension.

o About 24% of minority admissions were elective as compared to 32% of White

admissions. )
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The study's authors concluded that "racial differences in utilization raise the
possibility that institutional barriers preventing access to health sefvices may still exist
despite the belief that Medicaid has eliminated many of these barriers. Further
investigation must be done to determine the extent to which physician practice patterns,
as opposed to insurance coverage and related socio-economic factors, contribute to these
racial differentials."

Finding 4: There are racial variations in payment and utilization levels within the
Medicaid program.

The Medical Assistance (Medicaid) Program is the major financier of
comprehensive health care services for the poor. Medicaid began in Maryland in 1967,
The State Program is administered-within federal laws and regulations, and pays
hospitals, nursing homes, physicians, pharmacies, dentists, health maintenance
organizations (HMOs), clinics, home health agencies, and many other providers to furnish
necessary health care to Marylanders who receive public assistance or have income and
assets below the Program's standards. The federal government pays one-half of the costs
of these services for most eligible persons. Program participants receive an eligibility
card which they present to participating health care providers when they receive
services. Providers bill the Program for the services they render. Applicants who meet
the eligibility criteria are entitled to enrollment in the Program, and once enrolled, are
entitled to eceive any medically necessary services that are covered under the _
Program. Eligibles are free to receive services from any participating provider who is
willing to treat them.

Although most Medicaid-funded services are delivered by private providers, in
keeping with the aim of the Program to provide mainstream health care to Program
eligibles, Medicaid also is a major financier of services provided by the Department of
Health and Mental Hygiene (DHMH), its grantee agencies, and local health departments.
The Program pays for Medicaid-covered DHMH services that are delivered to Medicaid-
eligible recipients. Thus, Medicaid serves as one of several sources of funding for these
services. Medicaid currently pays for most of the services to the mentally retarded in
State institutions and for a limited number of patients in State mental hospitals (only
those aged 21 and under or 65 and over). The Program pays for Medicaid eligibles to
receive services in local health department clinics, and also through EPSDT outreach,
home health, mental health clinics, drug abuse clinics, family planning clinics, primary
and preventive care clinics, children and youth clinics, and others.

Blacks and minorities are four times more likely than Whites to be Medicaid
recipients. Maryland data have consistently indicated that there are racial differentials
in payment and utilization levels within the Medicaid Program:

@ On average, Medicaid payments are higher on behalf of Whites than minorities.

e White Medicaid enrollees are nearly 2 1/2 times more likely to receive nursing
home care as compared to Black elderly enrollees of the same age.

@ In Baltimore City in 1982, Medicaid payments for White AFDC enrolled
children were significantly higher than for Black AFDC enrolled chiidren.
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'gi_nding.S: Health care resources are maldistributed.

Since 1973, the federal government, through the Public Health Services, has
designated areas with high medical need and few financial and/or health resources as
either medically underserved (MUA) or health manpower shortage (HMSA) areas. These
designations have entitled communities to receive National Health Service Corps health

ofessionals as a result of the HMSA designation or funding to construct community
health centers (CHCs) in the case of the MUA designation. The Health Resources
Planning Commission is the lead state agency responsible for submitting the necessary
documents to the PHS for designating MUAs and HMSAs.

Community health centers receive federal funds to assist in the provision of 2
comprehensive set of primary care services to uninsured poor or "grey area" .
populations. NHSC health professionals, include physicians, dentists and podiatrists, who
agree to serve for a designated time in underserved rural and urban areas in exchange for
health professions school scholarships and stipends. .

T he identification of underserved and shortage areas has ‘greatly assisted federal,
state and local governments in improving access 10 primary care ior vulnerable
populations by targeting resources to aréas of greatest need. However, under the Reagan
Administration, federal support for the NHSC and CHC programs has waned. Since 1931,
the numbers of federally funded CHC grantees in Maryland has declined from sixteen to
eight.

Blacks are three to four times more likely than Whites to live in medically
underserved or health manpower shortage areas. Maryland currently does not have a well
developed plan to address the maldistribution of health manpower resources.
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SUMMARY REPORT ON CARDIOVASCULAR DISEASE, CANCER, DIABETES, AND
AIDS

Introduction and Bac.ground

There have been major improvements in the health of Marylanders, of all races,
since 1940. The 1984 edition of Health, Maryland showed that age-adjusted mortality
rates for deaths due to ail causes have shown significant declines. However, tremendous
differences in the mortality rates remain for different races. Minority death rates
exceed the white rate for both gender groups. With few exceptions, this disparity
persists for all of the leading causes of death among Marylanders. Similarly, Black rates
of infectious diseases, especially for AIDS and sexually transmitted diseases, exceed
those of the White population.

Heart disease, cancer, stroke and diabetes account for two-thirds (683%) of all
deaths in Maryland. The racial disparity noted in overall mortality rates persists for
cause specific mortality with excess minority mortality observed for all these diseases in
both men and women.

The sexually transmitted disease (STDs) rates, reported in Maryland are among the
highest in the nation. In Maryland more than two-thirds of these cases occur among
minorities.

Smoking and poor nutritional habits are the two leading and overlapping risk factors
for cardiovascular disease, cancer, diabetes and other negative health conditions.
Smoking contributes to 30 percent of heart disease and 85 percent of lung cancer. About-
one-third of adult Marylanders smoke, but larger numbers of smokers are from the Black
population in both gender groups. Additionally, fewer Black smokers report attempting
to quit smoking. :

Minorities, especially Blacks, experience lower survival rates for cancer than the
majority population. The overall survival rate was 12 percentage points lower for Blacks
than Whites during 1976-8l. In addition to smoking, high blood pressure and elevated
blood cholesterol are the major controllable risk factors for cardiovascular disease.
Larger proportions of Black Maryland adults are afflicted with high blood pressure than
are White Maryland adults. Smaiier proportions of diagnosed Black adult hypertensives
are effectively controlled than are White adult hypertensivés.

Poor nutritional practices and obesity are the major risk factors for type Il or non-
insulin dependent diabetes mellitus. Additionally, diabetic complications contribute to
heart disease, stroke, kidney failure, blindness, circulatory problems, and the need for
amputations. The occurrence of these types of complications are more common among
minorities, especially Blacks.

While it is useful to examine risk factors for specific disease entities separately, it
is important to note that many of these risk factors overlap. Smoking contributes to
heart disease, several types of cancer, and other serious health problems. Similarly,
dietary practices have been implicated in cardiovascular disease, hypertension, cancer
and diabetes.

Access to health care is also an important component in improving and protecting
health- status. Inequities in access to care have been widely documented for
disadvantaged populations.  Minorities are often the larger proportions of these
populations. Barriers to care can result in the exacerbation of minor problems to more
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_ serious and costly conditions. These barriers are implicated in the poorer cancer survival

Q

rates among minorities as well as the rate of complications associated with insufficiently
controlled hypertension, diabetes, and sexually transmitted diseases.

Barriers to care may be caused by a range of factors, including finances,
geography, and resource availability. Cultural beliefs, and individual knowledge can also
precipitate barriers to use of variable resources.

These risk factors and barriers point to the need to: (1) achieve behavioral change
to reduce high risk behaviors; (2) improve professional communication skills and public
education; (3) increase prevention efforts; (4) increase access to care especially in
ambulatory settings; and (5) bridge gaps in existing regearch.

Education is an effective strategy to prevent and control health problems among
Blacks and minorities in Maryland. Professional education programs emphasizing
communication skills can help to address cultural and ethnic gaps that may exist between
providers and consumers. In public schools, health education curriculums can support
healthy life-styles and relate information on sexually transmitted diseases, smoking, drug
and alcohol abuse. Self-education programs can encourage patient compliance with
treatment regimens for diseases such as diabetes and hypertension. Educational
strategies based in community networks can be used to develop peer counseling to
combat the risk of chronic and infectious diseases, including AIDS.

CARDIOVASCULAR DISEASE

Background

Diseases of the cardiovascular system -- the heart and blood vessels -- are the
leading causes of death among the general population(4). These diseases, including
coronary heart disease, hypertension, and stroke, are also the major contributors to
morbidity and mortality among Blacks and minorities. While the overall rates of these
health problems has declined considerably since 1940, there is a continuing disparity

‘between the White and minority rates.

The three major controllable risk factors that contribute to the development of
cardiovascular disease (CVD) are high blood pressure, smoking and elevated blood
cholestorol. Research has shown that an individual's tisk of CVD increases with the
number of risk factors present. Thus, co-existing risk factors exert a synergistic effect
on the development of CVD. Similarly, the risk of disease increases directly with the
magnitude of the risk factor present, e&.g., level of elevated blood cholesterol and
numbers of cigarettes smoked. 'Consequently, successful preventive strategies must
address multiple risk factors.

The risk factors for CVD overlap with those for other lez ‘ing causes of morbidity
and mortality. High blood pressure can lead to kidney failure as well as heart disease and
stroke. Excess dietary fat, especially animal fat, can lead to high blood cholesterol, and
has also been implicated in breast and colon cancer. In addition to 30 percent of heart
disease, smoking also contributes to 85 percent of lung cancer as well as other serious
respiratory diseases. Obesity is a risk factor for high blood pressure and diabetes, and
also colon cancer, prostate cancer, endometrial cancer, gout, and gallbladder disease.
Therefore, successful management of the risk factors associated with CVD can also
ssist in controlling other major health problems.

h
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Disability and death dye to CVD usually strike adults during their most
years resulting in tremendous losses in productivity, as well as burd
society, Heart disease and stroke Cause more deaths, disability,

and economijc losses jn
the United States than any other acute or chronijc diseases and are the leading cayses of
days lost from work.

National data

CVD is the léading cause of death among al] Americans"however, the risk of death

- _Available data on other
American minority 8roups is limited but show that the risk of CVD varies being lower jn

Nationally, Blacks as compared to whites (1]):

® have higher mean high blood pressure levels;

® are more likely to die of stroke;

than non-Hispanic Whijtes. However
Whites, Obesity is more prevalent in Hispanic women than non-
Among Asians, stroke mortality is similar to Whites, except for Ja

panese men who have a
very high stroke mortality. Hypertension is a major concern for N

ative Americans,

among minority
access to appropriate

As the second leading cause of death in the Unjted State

health problem, The burden of cancer morbidity and mortality ‘differs among the

different racial and ethnic groups in the population, However, Blacks, the largest
minority population group in the U.S., have the highest overa]] j
incidence and mortality rates of any U.S. population group,

age-adjusted cancer
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Behavior plays a significant role in cancer development. More than 5 percent of
. all lung cancers, the most prevalent form of cancer in the U.S, have been causally
related to cigarette smoking. Cigarette smoking is also a major cause of cancer in other
parts of the respiratory system and a contributory factor in cancers of the bladder,

ncreas and kidney: Dietary factors are thought to account for 35 percent of all cancer
deaths. Epidemiological study results suggest a link between dietary fat intake and some
cancers, particulary those of the breast, colon, endometrium, and prostate gland.
Alcohol-related cancers are estimated to be responsible for 3 percent of cancer deaths in
this country; these include cancers of the mouth, pharynx, larynx and esophagus. Since
half of all cancer deaths result from malignancies of the lung, colon and rectum, breast
and pancreas, risk factors for these cancers are among the primary targets of cancer
prevention efforts.

Prevention of malignancy formation is foremost in cancer control, but there are
also many effective treatment methods available today. If cancer is detected early,
treatment with chemotheraphy, radiation, or SUrgery, as appropriate, can effect a cure.
The National Cancer Institute has indicated that half of all Americans diagnosed with
cancer can expect to survive at least five years. However, the survival rates among
minorities, especially Blacks, are generally not as high as those among the non-minority
population. The five-year survival rate among Black Americans is only about 33 percent
as compared to 50 percent for White Americans. This indicates a lack of access to
effective screening, diagnosis, and treatment for minorities.

The differences in cancer incidence, survival and mortality rates between Whites
and minorities include socioeconomic factors (income and educational levels), dietary
factors and higher rates of smoking. Black Americans, particularly in urban areas, are
more likely than whites to lack health insurance, education and easy access to care. This
increases their risk of death from cancer, because many cancers can be successfully
treated only if detected early and treated immediately. Studies of large populations
suggest that Blacks, as a group, tend to follow diets rclatively high in fat and low in fiber
--—- thereby increasing the risk of cancer. Alcohol consumption habits among Blacks are
implicated in the highrates of esophageal cancer in that group. '

The report of the Federal Task Force on Black and Minority Health, suggests that
the cancer burden among minorities, especially those in lower socio-economic groups,
may be due to insufficient knowledge about pertinent cancer facts. These facts include
cancer's early warning signs, the importance and availability of screening and treatment
resources, and modifiable risk factors. Reportedly, Blacks also tend to be more
pessimistic than non-minorities about their chances for survival should they develop
cancer. As a group, Blacks tend to be more fatalistic and less likely to believe that early
detection makes a difference and that existing treatments are effective. Belief in myths
about cancer is also more widespread among Blacks. Therefore, effective educational
strategies to address these misconceptions and practices are important in cancer control
efforts among Black and minorities.

National data

While the number of cancer cases is steadily increasing as the population grows, the
overall age-adjusted total cancer incidence and ir urtality rates have remained stable
during the last 30 to 40 years. Blacks have the overall highest age-adjusted cancer
incidence and mortality rates of any group in the U.S. The age adjusted incidence for
Black males is 25 percent -higher than that of non-minority males and 4 percent higher
for Black females than White females.
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Lung cancer accounts for over 20 percent.of all cancer deaths. The death rate for
lung cancer in Black males is 45 percent higher than that in White males. The death rate
for lung cancer among Black and non-minority females is about the same, but the
expected increase in lung cancer incidence arong Black females (98.6%) exceeds the
expected increase among White females (86%) between 1980 and 1990. Similar increases
in mortality rates for lung cancer are also expected in these two groups.

The breast cancer mortality rates for Black women and White women do not differ
markedly., However, the five year relative survival rate for black women is only 63
percent as compared to 75 percent for non-minority women. Similarly, the five-year
survival rate for cancer of the rectum is only 37 percent among Blacks as compared to 49
percent for non-minorities.

The incidence of pancreatic cancer among Blacks is 1.5 times higher than that for
non-minorities. Black males showed an increase in the incidence of this type of cancer
during the 1973-81 time-period. Excess risk for this type of cancer has been found
among cigarette smokers and persons with diabetes mellitus.

Other sites of excess cancer mortality in the Black population include the
esophagus, stomach, prostate, cervix and corpus uteri. Cervival cancer mortality and
incidence rates are 2.5 times higher among Black females than among non-minority
females. During the 1973-81 time period, non-minority female mortality due to cervival
cancer showed a 20 percent decrease while Black females experienced a 27 percent
increase. This is an alarming finding since cervical cancer is 100% curable if detected in
time.

Available data on other American minority groups show that the over-all age-
adjusted cancer incidence rate for Hispanics is lower than that for Blacks and non-
minorities. However, Hispanics have twice the rate of stomach cancer found in non-
minorities. Incidence of cancer varies widely within Asian groups with rates for Chinese,
Japanese and Filipinos lower than for non-minorities, but showing an upward trend.
Compared with the rest of the U.S. population, Native Americans have the lowest overall
rates of cancer incidence and mortality, but lower cancer survival rates than non-
minorities.

Maryland data

The local situation reflects the national picture with nonwhite mortality due to
cancer exceeding that of Whites for both gender groups. Additionally, mortality rates
for the total state population as well as White and non-white groups exceed comparable
national figures. At the state level, it is also important to note that in addition to the
racial disparity, the mortality rates for males, especially minority males, is increasing
(105% increases between 1940 and 1981). Although the rates for Maryland females have
not changed as much, the rates for minority females show an increasing trend while those
for White females show a decline.

The leading causes of cancer mortality in Maryland are cancer of the respiratory
and digestive systems accounting for 27 percent and 26 percent, respectively, of all
cancer deaths. Mortality rates for respiratory cancer are highest among nonwhite
males. These rates reflect the local smoking prevalence which is highest among
nonwhite males. Mortality rates for digestive system cancer among all race/sex groups
have shown some decline since 1940, but remain the highest and show the least
improvement among nonwhite males. Mortality rates due to cancer of the genital organs
have decreased markedly since 1940 among.females but are increasing among nonwhite
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males. Rates due to prostate cancer for nonwhites were almost double that for Whites
(53.1 vs. 27.6) for 1976-80 time period. Breast cancer mortality rates have decreased
only slightly since 1940 with rates for nonwhites females remaining more unstable.

\ .

DIABETES

Background

Diabetes is a leading cause of mortality in the general population and a major
contributor to the disparity in health status between minorities and non-minorities. In
general, a person's life expectancy at diagnosis of diabetes is diminished by one-third.
Additionally, complications of the disease make it a risk factor for other diseases,
wcluding coronary heart disease. People with diabetes have twice as many heart attacks
and strokes as non-diabetics. Diabetes accounts for 25 percent of new kidney failure and
12 percent of new blindness. Complications of diabetes associated with circulatory
system problems lead to half of all nontraumatic amputations each year. For pregnant
women, diabetes can lead to a range of serious health problems for their babies including
prematurity, congenital abnormalities, respiratory distress syndrome, and neonatal death.

Primary prevention of type Il diabetes is important in efforts to control the
development of new cases of this disease. These efforts emphasize healthy nutritional
and exercise practices. Secondary prevention, primarily early medical treatment, of
dagnosed cases can help to prevent/cortrol development of the serious complications
associated with untreated diabetes. This level of prevention focuses on dietary and
exercise practices also as well as the control of other unhealthy conditions or practices,
including hypertension, hyperlipidemia, hyperglycemia, that may be present. Education
in self-care skills and access to adequate medical care are also important in successful
prevention/control efforts.

Due to the serious nature of the complications of untreated or uncontrolled
diabetes, the economic and quality of life costs are enormous. Any effort to quantify
these costs are understated because diabetes is not always the first cause of death
listed. People who die with diabetes usually die from its long-term complications, such ‘
as heart disease, kidney disease and stroke.

National data

It 1s estimated that 10 million Americans have diabetes. Almost half of these cases
are undiagnosed. Nearly 150,000 people die annually from the disease and its
complications.

Diabetes prevalence is 33% higher in the Black population than in the White
population. Most of the Blacks who are diabetic are overweight females. Among
persons, mostly elderly, living in long-term care facilities, surveys indicate a diabetes
prevalence of about 15 percent. Additionally, several studies indicate that diabetes-
related complications are more frequent among Black diabetics than their White
counterparts. There are also indications that gestational diabetes, occuring only during
pregnancy, is more prevalent among Blacks than Whizes. One study in South Carolina
indicated the perinatal mortality rate among Blacks was 3 times that of Whites with
diabetes and 8.5 times that ‘of Whites without diabetes.
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Diabetes is particularly widespread among American Indians. The Pima Indiang
have the highest rate of diabetes in the world, about 10 to 15 times higher than that of
the general U.S. population. Mortality rates for diabetes related disorders are 2.3 times
higher among American Indians and Alaska Natives than in the general population,

Reportedly, the prevalence rate of diabetes among Hispanic Americans is more
than three times the rate of the non-Hispanic white population. Population-based studies
in the southwestern United Stated show that Hispanic women in low-income areas are
four times more likely than Hispanic women living in surburban areas to have the disease,
and Hispanic men are twice as likely. Concomitantly, obesity also occurs at higher levels
among Hispanic women in the low-income areas.

Only very limited data is available on diabetic prevalence among Asian/Pacific
Islanders.  Although not representative of the entire Asian-American population,
available data indicate that Japanese Americans have consistently higher rates of
diabetes and associated mortality than the Japanese in Japan. However, unlike other
populations, more Japanese American men than women suffer from diabetes.

Maryland data

Diabetes is the seventh lesding cause of death in Maryland. Available mortality

statistics show that minority persons are nearly two times as likely to die because of
diabetes than White persons. Rates vary according to gender group and are highest
among nonwhite females.

In efforts to control diabetes as a leading cause of excessive death and disability
among minority populations, it is recommended that specific interventions be
implemented to prevent diabetic complications such as blindness, amputations,
cardiovascular disease, kidney disease and adverse outcomes to pregnancy. These
interventions, based largely on early identification and follow-up, can be delivered
through the existing health care system at a cost far less than the eventual costs
resulting from the uncontrolled complications.

Diabetes can be successfully prevented or controlled through appropriate nutrition
and other recognized health practices. Additionally, the presence and extent of
complications can be significantly diminished by the successful address of obesity and
other compounding risk factors, e.g., smoking. Community-based efforts, incorporating
significant organizations and_ leaders, are recognized for their effectiveness. Self-care
and self-monitoring are important adjuncts to clinical care and ireatment.

ACQUIRED IMMUNE DEFICIENCEY SYNDROME (AIDS)
Background

Infections caused by the human immunodeficiency virus (HIV) elicits a range of
responses, from sub-clinical infection to the most severe manifestation, Acquired
Immune Deficiency Syndrome (AIDS). The end result of the infectious process is a
breakdown of the body's immune system that allows for development of opportunistic
infections and certain rare forms of cancer. AIDS is uniformly fatal, but can be
prevented by preventing transmission of HIV. Transmission of the virus occurs through
exchange of body fluids as in sexual contact, needle sharing, or in utero. The earliest
cases of AIDS reported in this country were primarily for White homosexual men.
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However, AIDS is becoming a priorlty problem in the minority comemunity since the

dramatic increase during recent years in the number of cases reported for Blacks and
Hispanics,

As the number of reported cases of AIDS grows, It has bacome the subject of
increased local and natlonal attention. Effarts are focused on controlling the spread of
the yirus, but there are varlous other related issues including adequacy and tinancing of
medical care resourcas as well as AIDS relan 1 disceimination and other legal concerns.
Nationally, the Department of Health and Human Seryices is leading control, survelllance
and related efforts. In Maryland, the Department of Health and Mental Hygiene, and In
particular, its AIDS Preventlon Unlt, is coordinating a similar local effort. The Johas
Hopkins and University of Maryland Medical Systems and several private community and
professional efforts are also actively invelved.

Since there is no cure for AIDS, prevention of the spread of the HIV agent is tha
only available control. No vaccine Is available or expscCted to be avallable within the

immediate future, Therefore, the principal preventlve strategy‘is education of the public
about how to prevent exposure,

Priarity efforts are recommended for known high risk groups. In Maryland, testing
for antibodles to HIV is widely available on a free and confidential basis at DHMH
sponsered screening sites. Counseling is also provided at these scraening sites 1o provide
at-risk indlviduals with infermation on how to protect themselves, Ind?viduals who test

positive are counseled on how to avoid Infecting others and about follow~up medical
resoudrges,

Although there is; currently, no known cure for AIDS and other HIV Infections,
supportive treatment is available, This treatment can prolong the course of AIDS
without olfscting a cures The ccurse of the AIDS/HIV infection is not unlform In all
persons. Treatment requirements vary but usually include lnepatient/chronic hospital
care.. When the patient is not acutely ill, outepatient, nursing home or other less
restrictive care setungs mey be adequate. Hosplce care Is alse desirable for dying
patients. Mental health services are needed for patlents with neurological dysfunctions
causihg abnormal behavior, or other forms of dementla.

‘The Report of the Governor's Task Forae on AIDS polnted out that patlents with
AIDS and other types of HIV intections often have multiple problems ar may even refuse
services, Therefore, development of a comprehensive system of care with welletralned
counselors and case managers is critical to the successful management of these
patients. The need to manage patients must be sensitively coordinated with the patient's
need to maintain personal dignity and privacy.

Total treatment costs for AIDS patients vary but are usually very expensive.
Origlnally, the Centers for Dlsease Control estimated the per case medical costs 1o be
about $147,004; other studies have reported costs closer to $30,000 and :ome as low as
$25,000. These costs are for patlents diagnosed with AIDS, Patients with other stages of
active HIV infactions, including AIDS related complex (ARC) and Lymphadanopathy
Syndrome (LAS), may also require extensive treatment resources, Treatment Costs vary
with the length of the course of illness and the availability of aiternativea to In-patlent
regimens,
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National Data

In December 1986, the size of the HIV infected population was estimated to be 1.5
million, nationally. Current evidence suggests that about half of the persons infected
with HIV will ultimately progress to AIDS over a 10 year period. The incubation period —
- from infection to the diagnosis of AIDS ---- is long. The median incubation period is
estimated to be four to five years and the range &as six months to fifteen years. The
January 1987 cumulative national total of AIDS cases was in excess of 29,000 cases and
more than half of these cases have expired. The majority of the reported cases were
diagnosed in homosexual and bisexual men (73%) followed by intravenous drug abusers
(17%) and a smaller group that includes hemophiliacs and other transfusion recipients,
infants born to infected mothers, and heterosexual partners of members of the previously
listed groups. Prior to 1986, the heterosexual proportion of the reported cases accounted
for only 1-2 percent; in 1986, these cases are expected to represent 7% of the annual
total and that figure is expected to rise t0 9% by 1991.

The Centers for Disease control provides data to indicate the disparity in the
occurrence of AIDS among minorities and non-minorities. Aliogether more than one-
third of the 39,219 cases reported natioally have occurred in minorities. Nearly 80
percent of all the pediatric.AIDS cases are either black or Hispanic. More than 70
percent of female cases have occurred in minority women. The principal transmission
category differences center on sexual orientation and drug abuse. For cases reporzed
among intravenous drug abusers, 12 percent occurred in White men but 40 percent in
Black and Hispanic men. Additionally, half of the Black and Hispanic cases occurred
among heterosexuals whereas heterosexuals account for less than 15 percent of White
cases.

Maryland data

In Januiry 1987, there were an estimated 26,000 people infected with HIV in
Maryland. Based on the current infected-to-active AIDS premise, 3,200 of these people
may be expected tc develop AIDS. The cumulative total of reported cases in Maryland
on April 30, 1987 was 572 with 354 of those alreadv expired.

Of special concern, locally, is the fact that the majority of AIDS cases reportedin
Maryland have oGcurred among tne minority (Black) population. The majority of AIDS
cases among both Blacks and Whites have been reported for homosexuzl and bisexual
men. The next largest population of AiDS cases has been reported for intravenous drug
abusers; however, in this transmission category, the proportion ainong Blacks is 22.9%
and only 3.7% among Whites. Among females, the disparity is even greater, with 43.6%
of the reported cases occurring in Black fetnale intravenous drug abusers as compared to
13.3% in White female intravenous drug abusers. An addizional disparity is noticeable
amorg pediatric cases with the majority of all cases in ' 5 category reported for Black
children (66.6%).

L . Since AIDS and other HIV infections cannct be cured, prevention, primarily through
education, is the only available control strategy. Because HIV infections are widespread
in the population, a muitifaceted approach to reach all age-levels and risk groups is
desirable. This approach should utilize ‘a variety of techniques and educational resources
in order to maximize effeciiveness. A coordinated approach will minimize duplication of
efforts, and promote replication of successful strategies.
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The course of infection with HIV is variable, ranging from symptomatic to the

. terminal stages of AIDS. Consequently, a variety of treatment resources are required
- for supportive services delivery. It is desirable to pravide adequate care in the least
restrictive setting appropriate in order to enable the patient to maintain as normal a life

style as possible. Patients who are not acutely ill may be able to work, study, and pursue

other productive efforts.

The Surgeon General has recommended the use of condoms as an intervention which
can help to control the spread of HIV during sexual contact. Distribution of these and
other contraceptive devices free can enhance control efforts among poor, sexually active

populations.

Street outreach programs can increase the potential of control efforts. to reach
prostitutes and drug-abusers. Support of research to find more effective treatment
methods 1s 1mportant for current and future victims of this virus. Additionally, research
\n one area often produces results that are useful in addressing other maladies.

COMMUNITY HEALTH EDUCATION

Introduction

Chronic diseases and disabling injuries are the leading causes of morbidity and
mortality in both the general and minority populations. Additionally, several infectious
diseases, including sexually transmitted diseasses and AIDS, also precipitate enormous
suffering and economic costs for these populations. The underlying causes of these
conditions are cornplex and are often not fully understood. However, an increasing body
of scientific evidence has demonstrated that personal lifestyles play a major role in the
development of these diseases, and consequently, individual health status.
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Other maior factors that contribute to the health of a population include human l
biology, the environment and the health care system. Although the extent of the 1
contribution to mortality by each of these factors varies by cause, lifestyle is generally i
recognized as the principal determinant. 1
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Factors whose presence is associated with an increased likelihood that disease or
disability will develop at a later time are called risk factors. Some risk factors can be
altered, as when smokers stop smoking. Others (e.g., family history) are not amenable to
change, but their identification may be useful for tagging persons who deserve close
medical supervision. Still other attributes, such as age or sex, are unalterable but are
still considered risk factors. By decreasing or elim.nating the presence of risk factors,
the risk of morbidity/mortality can also be decreased.

Changing or eliminating the modifiable risk factors that lead to health problems is
the focus of the contemporary disease prevention/health promotion mavement. Dietary
patterns, physical acrtivity, usage of alcohol, tobacco and other drugs are some of the
lifestyles factors that are within the contrcl of individuals and can be modified by
effective preventive health interventions.

Preventive health interventions include a variety of health promotion and
disease/disability prevention strategies to promote the development of healthful
environments and healthy lifestyles. Foremost among these strategies is health
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education. The focus of organized health education activity is to maintain positive
health behavior or to interrupt a behavioral pattern that is linked to increased risks for
illness, injury, disability or death. The educational intervention may be directed at high-
risk 1ndividuals, families, groups, or at whole communities through mass med’ ‘. schools,
worksites, and organizations. The more successful health promotion programs emphasize
individual health but involve the entire commuity in efforts to promote and protect the
health of all individuals in the community.

Besides preventing disease, disability and premature riortality, health promotion
programs also seek to enhance the quality of life. Good health is more than just the
absence of illness or defect. A healthy individual experiences an increased vitality and
energy that enables him to fulfill his everyday responsibilities effectively and
enjoyably. Individuals who enjoy not perfe.t health, but a high level of well-being, find
Iife stimulating and are usually more productive and happier individuals. Improved
quality of life for the individual and the community as a whole can be the result of well
developed, creative and innovative health promotion programs.

Major health problems not only increase human suffering and decrease the quality
of life, overall, but also precipitate enormous medical treatment costs. By preventing
premature deaths anJ unneccessary illness, that is, by implementing appropriatiey
formulated health promotion programs, millions of dollars, for treatment costs can be
saved. These dollars can be used for other priority social and human needs including
education, housing and transportation.

Health education has been demonstrated to be an effective strategy in changing
behavior patterns which are known to contribute to the deterioration of health.
Appropriately designed educational interventions may be directed at high risk individuals,
families, groups or at whole communities through mass media, schools, worksites, health
service sites and organizations. The more successful health promotion programs
emphasize individual health but involve the entire community in efforts to promote and
protect the health of all individuals in the community.

There is a greater predominance of many of the known behavioral health risk
factors present in the minority population, (e.g., smoking and dietary pracu.zes).
Consequently, efforts to inform and educate minority populations about risk factors and
available care resources can yield significant benefits in improving the health status of
these populations.

Many factors can enhance or impede the effectiveness of a health education
strategy. Development of meaningful health messages and effective dissemination
within a given population requires attention to cultural and economic constraints. A
successful approach must also be appropriately tailored to the language and educational
levels of the targeted group. Additionally, health care providers and lay counselors
involved in the educational efforts must be adequately aware of and sensitive to the
health problems, attitudes, beliefs and concerns of minority populations.

_Although the value of health education and other preventive health services is
widely recognized and well documented, these services are consistently underutilized by
members of both the minority and general population. The reasons for this discrepancy
are multiple and varied with some due to patient factors as well as physician factors.
Still others barriers are related to the health care delivery system itself. One of the
most significant problems is, finance-related.  Traditionally, reimbursement for
preventive care has been very limited. Restrictive financing mechanisms do not foster
the availiability of services, staff and other needed resources. These limitations, in turn,
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ecipitate access S
1 for expansion in the reimbursement for the pr

other preventive services is required.

problems, especially in disadvantaged communities. Consequently,

ovision of patient counseling and
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SUMMARY REPORT ON HOMICIDE, SUICIDE AND UNINTENTIONAL INJURIES

"The issue of Black-on-Black homicide is everybody's problem.
It is a sociological phenomenon with intricate and complex origins
and we would do well to sit up and take notice. Unless we work
collectively to address this problem, the time will soon come
when none of us can walk the streets safely. It is a burden we all
share and we will all suffer the consequences of inaction by those
segments of society with the power to make a difference."

The Final Report of the Kansas City Ad Hoc
Group Against Crime, January, 1987

Introducticn

Injuries are among the leading causes of death and premature mortality for Blacks
and minorities in Maryland. Injuries may be classified as intentional or unintentional.
homicides, suicides, nonfatal assaults, and self-inflicted injuries are considered
intentional injuries, while unintentional injuries include motor vehicle accidents, fires,
and falls. Between 193. and 1985, homicides and unintentional injuries were the third
leading causes of excess Black and minority deaths. If Blacks and minorities had died at
the same rate as Whites from homicide and accidents, on average, 255 fewer minorities
would have died in 1985.

Hom?cide

Homicide - death due to injuries inflicted by another person with the intent to
injure or kill, by any means - has reached epidemic proportions in American society. It
continues to rob society and families of adolescent and young Black men in the prime of
their lives. According to the FBI, one American kills another every 28 minutes.

Between 1980 and 1936, almost 3,000 Marylanders died as a result of homicide.
Blacks represent the overwhelming majority (70%) of the State's homicide victims. In
1986,-homicide in Maryland was:

the twelfth leading cause of death for all Marylanders;

the fourth leading cause of death for Black Marylanders;

the third leading cause of excess Black and minority deaths in Maryland;

the second leading cause of death for all Maryland adolescents between the
ages of 15 and 24 (suicide was third);

the second leading cause of premature nortality for Black males;

® the leading cause of death for Black females betweun the ages of 15 and 24;
and

e the leading cause of death for Black males between the ages of 15 and 45.

o 0d 0

The federal Task Force on Black and Minority Health found that "no cause of death
so greatly differentiates Black Americars from other Americans as homicide." In 1985,
the age-adjusted death rate for homicice for minority males at 37.7 was eight times
higher than the White rate at 4.8 deaths per 100,000 population. Baltimore City has the
highest age-adjusted death rate from homicide of any subdivision in the State. In 1935,
Maryland had the 20th highest age adjusted death rate from homicide in the nation.
Baltimore City had the 12th highest homicide death rate of all major cities in the U.S.
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Dr. Nollie Wood, a nationally recognized expert on homicide and violence, has
provided the following data and information about homicide:

. Most homicides involve:

- gunS.

- one victim and one offender.
. Most homicide victims are:

- killed by someone of their own race (80% of homicides are Black-on-
Black victimizations and 12% are White-on-White victimizations).
- killed by an acquaintance. :

o Blacks as compared to Whites are: - -
- 6 times more likely to be killed by an acquaintance.
- 6 times more likely to be killed with a gun.
- & times more likely to be killed with a cutting object.
- 17 times more likely to be killed in felony circumstance.
- 22 times more likely to be killed in a drug related circumstance.

The causes of homicide are varied and complex. Physiological, tnvironmental,
psychological, and lifestyle factors, such as unemployment, substance abuse, poverty,
stress, hopelessness, and helplessness are thought to play principal roles in homicide
occurence. Homicide has been thrust into the public health arena because of it is a
leading cause of premature mortality, and because of its link to mental health, and
substance abuse. Approximately 50% of all homicides are related to the use of alcohol,
and 10 to 20% of homicides are associated with the use of drugs.

The Commission found that very little attention has been given to the issue of
homicide by Maryland's public health system. Violence continues to be viewed by many
as strictly social and criminal justice issues instead of the public health crisis that it has
become. Creation of an appropriate public health approach to homicide prevention would
involve linking disparate community, academic, and governmental agencies in a
coordinated, but multi-faceted manner to develop a long terrn strategy to effectively
combat the problem of violence.

Multiple opportunities to help prevent homicide exist in Maryland. For example, all
general hospitals and many specialized health providers serve victims of assaultive
violence. Fracture and soft tissue injuries resulting from assaultive violence often
receive excellent treatment in medical facilities, but the causes of the injury (e.g.,
drunken quarrels, arugments over drugs, and ongoing disputes) usually are only addressed
if the victim andfor perpetrator is viewed as having a psychotic disorder or if the
individual is overtly suicidal or homicidal.

Most Maryland efforts directed toward preventing homicide or further violence
currently focus on spouse or child abuse victims. This is partially due to the media
attention given to these issues. For the most part, Black male victims and perpetrators
of assaultive violence are often not identified as such and repeat victims of assaultive
violence often do not receive treatment for the underlying causes of violence.

Several groups in Maryland including the Association of Black Psychiatrists and the
Baltimore Urban League, as well as several grass-roots level organizations are concerned
about Black-on-Black homicide. Community-based efforts which address this problem;,
such as the "Stop the Killing" program are applauded by the Commission. More of these
programs are needed.
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In a recent report, the Association of Black Psychiatrists voiced the urgent neeg to
recognize homicide as a public health issue. The report offered several public health ang
non-public health approaches to preventing homicides in the Black community., These
include gun control, adolescent pregnancy prevention strategies, parenting programs, and
school based violence prevention programs. -

Suicide

Suicide is one of the few causes of death where the age-adjusted mortality rate s
higher for Whites than minorities in Maryland and the U.S. For the past four decades,
the suicide rate for the White population has been almost twice the rate for minorities,
In 1986, suicide was the eighth leading cause of death for all Marylanders and the twelfth
leading cause of death for Blacks. Suicide claimed the lives of 543 Marylanders in 1936,
including 78 Blacks and 7 members of other minority groups.

The overwhelming majority (67% in 1986) of individuals who commit suicide are
White males. Suicide death rates are lowest for minority females. In 1986, the age-
adjusted death rate from suicide for White males at 18.4 was nine times the rate for
minority females at 1.9.

Suicide is the third leading cause of death for Maryiand adolescents and young
adults between the ages of 10 and 24. Between 1970 and 1885, 1520 Maryland individuals
in this age group committed suicide, including 254 minorities. The youth suicide rate has
tripled in Maryland since the 1950's, according to the recent final report of the Maryland
Governor's Task Force on Youth Suicide. The Task Force found that although White male
youth die from suicide at a higher rate than minority male youth, the suicide rate among
minority male youth is increasing, Between 1950 and 1982, there was a 227% increase in
the minority male youth suicide rate. This finding requires further investigation.

Data on the extent of suicide among Native Americans, Hispanics, and Asian
Pacific Islanders living in Maryland is virtually nonexistent. The federal Task Force
Report on Black and Minority Health found that the death rate for suicide among
American Indians at 14.1 per 100,000 in 1980, was approximately 20% higher than that of
the general population. Suicide also occurs at higher rates among Chinese women over
age 45 when compared to White women of the same age.

The exact magnitude of the problem of suicid. is unknown. Deaths which result
from factors, such as accidents and drug overdoses, may often go unrecognized as
suicides in both the majority and minority communities.

Unintentional Injuries

Unintentional injuries or accidents were the third leading cause of death for both
minority and majority Marylanders in 1986. Motor vehicle accidents accounted for
slightly miore than half of the 1521 deaths due to unintentional injuries in 1986. Other
cat;ses included accidental poisonings (61), accidental falls (203), fires (73), and drownings
(72).

The age-adjusted death rate from motor vehicle accidents has consistently been
higher for Whites than minorities in Maryland, while the age-adjusted death rate for non-
vehicular accidents has consistently been higher for minorities than Whites.
Unintentional injuries affect all ages, but especially the young and the elderly.
According to the Maryland Center for Health Statistics, accidents were the leading cause
of death for both Black and White children between the ages of | and 14 in 1986.
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SUMMARY REPORT ON BLACK AND MINORITY SUBSTANCE ABUSE

Introduction

Substznce abuse is a major contributor to many of the observed racial disparities in
health within Maryland. Substance abuse (i.e., alcohol and/or illicit drug abuse) is
associated with at least five of the ten leading causes of death in Maryland as well as
countless other diseases and indicators of morbidity. Aicohol and drug abuse are direct
or indirect causes -of such health problems as cirrhosis/liver disease, cancer, homicide,
accidents, AIDS, and fetal alcoho!l syndrome. Many of these health problems
disproportionately affect Maryland's Black and minority populations.

The Commission's Task Force on Black ard Minority Substance Abuse held meetings
with treatment providers, who largely represented Baltimore City and Prince George's
County, to ascertain provider perceptions of problems, treatment availability and
additional needs specific to Blacks and other minorities in Maryland. The Task Force
heard testimony from twenty treatment providers at these public meetings. Surveys
were also sent to 75 alcohol and drug abuse treatment providers in the State with twenty
providers respondirg. The findings from the public meetings and the survey are discussed
throughout this report.

Alcohol Use/Abuse and Health

Alcohol abuse is associated with a multitude of diseases and disorders and has been
estimated to be a factor in 10% of all deaths (1). Alcohol abuse is a major risk factor for
cirrhosis, cancar and unintentional injuries. In 1986, cirrhosis/liver disease was the
twelfth leading cause of death in Maryland, killing a total of 338 Marylanders.
Nationally and in Maryland cirrhosis/liver disease .death rates are disproportionately
higher for minorities.

Black American men, ages 35 to &4, are ten times as likely as White men to acquire
cancer of the esophagus, a leading cause of which is alcohol consumption (1). Minority
Marylanders died from esophageal cancer at a rate twice as high as Whites in 1935.

Nationally, half of all accidental deaths and homicides are alcohol related (2).
Victiins are intoxicated in about one-third of drowning, boating and aviation accidents
and in about one-quarter of suicides (2).

There is evidence that prenatal exposure to alcohol has negative health
consequences for the developing fetus (2). An estimated 1 to 3 babies per 1,000 are born
with fetal alcohol syndrome which results from maternal drinking during pregnancy.
Using this estimate, there are potentially 65 to 195 babies born in Maryland with fetal
alcohol syndrome, annually.

Drug Use/Abuse and Health

There are also rnany negative health consequences associated with drug abuse.
Intravenous drug use increases the risk of acquiring several fatal or potentially fatal
diseases, including hepatitis and AIDS. AIDS is a serious life threatening disease which
destroys the body's ability to fight infection. AIDS, a condition which has the potential
to decimate a significant portion of Black and Hispanic populations, was a major concern
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of the Commission because of its link to intravenous drug use. Intravenous drug users are
the second largest at-risk group for AIDS. AIDS may be spread among IV drug abusers by
the sharing of drug paraphernalia. Contaminated blood left in needles or syringes can
carry the AIDS virus from user to user. It has been estimated that 95% of IV drug
abusers regularly share their needles (3).

Of the 599 reported cases of AIDS in Maryland as of June 16, 1987, 78 or 13% were
attributed to intravenous (IV) drug use by heterosexuals. Another 5% of AIDS cases were
linked to drug use by homosexual 1V drug users. The overwhelming majority (90%) of
individuals suspected to have contracted AIDS due to IV drug use were Black. The State's
Drug Abuse Administration estimates that there are an estimated 30-40,000 intravenous
drug abusers in Maryland. A significant proportion of IV drug users are believed to be
members of minority groups since the majority (64%) of IV drug users in treatment in FY
1986 were Black. A recent study conducted in Baltimore found that 45% of Black IV drug
abusers as compared to 9% of White IV drug abusers tested positive for HIV infection.

Available data also suggest a relationship between drugs and homicide. Nationally,
an estimated 10-20% of homicides are associated with the use of illegal drugs (1). Drug
abuse/dependence is also a significant cause of death. In 1986, there were 222 deaths in
Maryland classified as drug-related by the State's medical examiner (4).

Drug abuse may also increase the risk of accidents and injuries, crimes, low birth
weight, suicide and psychiatric problems (1). It also may have negative effects on
employment, school achievement, socio-economic status and family stability.

Findings

The Commission's Task Force attempted to discern the extent and causes of
substance abuse in minority communities and obstacles that hinder addressing and
eradicating the problem. Substance abuse is a major social and health problem for the
general population. However, the Task Force found that it has a significantly greater
effect on the health of minorities in Maryland as measured by morbidity, mortality and
social indicators.

The reasons why individuals or groups of individuals choose to abuse chemical
substances are complex and defy simplistic solutions. Some contributing factors are
concrete and easily nnderstood, others are not.

The substance abuse problem cannot be nsolved” without addressing the broader
societal problems and issues which cause and exacerbate substance abuse.
Untortunately, such a study was neither within the Task Force's charge nor its
capabilities. Consequently, the Task Force focused on several definable issues and
problems as discussed below.

Prevalence

Finding ‘#1: There is a lack of substance abuse prevalence data by race which makes it
difficult to. determine the true extent of substance abuse in Maryland's Black and
minority communities. ‘

Finding #2: Data on substance abuse among selected sub-populations, such as recent
immigrants, high school drop-outs, and minority women are almost non-existent.
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Finding #3: While prevalence data is rot available by race, "proxy™ prevalence sources
suggest that substance abuse is a major health problem in some Black and minority
communities and that minorities suffer disproportionately from the negative
consequences qf substance abuse.

Prevalence is defined as a measure of the total number of individuals in a state, or
a county, who are involved in a behavior (e.g., drug or alcohol abuse) during a given
period of time. Knowing the prevalerice of substance abuse in minority communities
gives an indication of how many minorities currently use/abuse chemical substances.
Therefore, the Task Force attempted to locate prevalence data by race to assist in (1)
identifying the extent of substance abuse as a problem in minority communities and (2)
determining whether rhinorities are more likely to abuse substances than mernbers of the
majority community. Unfortunately, the Task Force found that there is a paucity of data
on the characteristics of substance abusers by race/ethnicity in Maryland.

Perodically, the State's Alcohol and Drug Abuse Administrations commission
studies to determine the prevalence of alcohol and drug abuse in Maryland. The most
recent study was conducted in 1986. The study estimated that in 1985, 153,610
Marylanders, or 4.7% of the population between the ages of 12 and 65, were either at risk
of becoming dysfunctional due to drug abuse or were already dysfunctional. Estimates of
the numbers of alcohol abusers range from 259,326 to 334,801 Marylanders over the age
of 11, approximately 10% or less of the population. However, a determination of
prevalence by race was not included in the study.

The Task Force used proxy measures, Such as surveys, vital statistics, and
treatment data to estimate the prevalence of substance abuse in Black and minority
communities. These included special surveys, vital statistics and treatment/utilization
data as discussed below.

The Epidemiologic Ca*chment Area (ECA) Survey of Eastern Baltimore. The ECA
Survey is the only known source of substance abuse prevalence estimates by race for
portions of Maryland's adult population. This federally funded mental health household
survey was conducted in 1981-82 in portions of Baltimore City. The survey reported
lifetime prevalence rates ior drug abuse/dependence of 7.3% for Blacks and 4.9% for
Whites living in eastern Baltimore City. The litetime prevalence rates for alcohol
abuse/dependence were 14.6% for Black adults and 13.2% for White adults, 18 years and
older. (The lifetime prevalence of a particular disorder is defined as the proportion of
persons in a representative sample of the population who have ever experienced that
disor der up to the date of assessment).

National Substance Abuse Surveys. The National Institutes on Drug Abuse (NIDA)
and Alcohol Abuse and Alcoholism (NIAAA) periodically fund and conduct household and
other special surveys to determine the extent of substance abuse nationally. In 1985, for
the first time, Blacks and Hispanics were oversampled in the NIDA household survey to
derive reliable estimates of the extent of drug abuse in these populations (5). The
preliminary results indicated that lifetime prevalence rates for cocaine were higher for
Black adults (7%) than Whites (4%) or Hispanics (3%). Conversely, Whites (13%) were
more likely to have tried or be heavy users of hallucinogens and inhalants (5).
Comparable survey data for alcohol abuse/alcoholism currantly are unavailable through
NIAAA.
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Adolescent Alcohol

and Drug Abuse Surveys. Since 1973, the Maryland Drug Abuse

Administration (DAA) ha
paformation on drug use,

s periodically conducted surveys in secondary schools to collect
attitudes and knowledge among Maryland adolescents. The 1984

study concluded that drug and alcohol use did not vary significantly by race (6,7).

However, these findings

should be interpreted with caution since segments of the most

rulnerable populations, such as school drop-outs, were excluded.

Substance Abuse-Related Mortality. Data i$ available through the Maryland Center

{or Health Statistics on
causes. Vital statistics s

the numbers of deaths due to selected substance abuse-related
how that minorities are significantly more likely than Whites to

gGe from drug overdoses due to drug dependence/abuse. In 1983-85, the death rate from
drug overdoses related to drug dependence and abuse was five times higher for minorities
than Whites. Conversely, the death rate from drug overdoses related to accidents,
sutcide and undetermined causes was higher for Whi tes.

Substance Abuse-R

elated Arrests. The Maryland State Police collect data on the

number of arrests due to sale or possession of illegal drugs, drug abuse violations, and

drinking under the influe
more likely than Whites

nce of alcohol (8). In 1985, minorities were three to four times
to be arrested for the sale or possession of illegal drugs. The

majority (52.1%) of individuals arrested for drug abuse violations were Black.
Conversely, the overwhelming majority (80%) of individuals arrested for driving under
the influence of alcohol were White.

Substance Abuse-R

elated Morbidity: Hospital Admissions. Admissions to hospital

emergency rooms, inpatient facilities and treatment programs are often used as

indicators of substance

abuse-related morbidity. The national Drug Abuse Warning

Network (DAWN) provides information on drug abuse admissions to selected hospital
emergency rooms. (ER) and drug abuse related deaths encountered by medical
examiners. Baltimore and Washington, D. C. metropolitan area hospitals are 2 of the 27
participants in this system. In 1985, Blacks comprised the majority (80%) of Baltimore

DAWN reported ER adm

issions in which heroin was mentioned. Conversely, the majority

of PCP admissions were White.

Substance Abuse-R

elated Morbidity: Utilization of Treatment Programs. All DAA

and ACA certified treatment programs in Maryland are required to submit reports for

incorporation into the
(SAMIS). These reports
facility. As of May,

State's Substance Abuse Management Information System
document each admission to, and discharge from a treatment
1987, 97 DAA and 145 ACA certified treatment programs in

Maryland submitted reports to SAMIS.

There were over 17,000 admissions to drug abuse programs reported to SAMIS in
1986, Overall, minorities were disproportionately found in the treatment population as
compared to their percentage in the total population. Minorities comprise approximately
25% of Maryland's total population, but represented 50% of admissions. However, a

closer look at the dat
underrepresented in the
State's total population.

Table 6.1 provides

a shows that Hispanics, Asians, and Native Americans were
treatment population when compared to their percentages in the

information on selected characteristics of drug abuse treatment

clients by race. The majority (65% of all clients) were unemployed and a plurality (43%)
were uninsured. Heroin, marijuana, cocaine or PCF were the primary drugs used in 87%

of admissions.
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SELECTED CHARACTERISTICS OF ADMISSIONS TO DRUG ABUSE TREATMENT

TABLE 6.1

PROGRAMS BY RACE/ETHNICITY, MARYLAND, 1986

%
ey & A

Native
Characteristics Total Asigm Black Hispanic American White
Number . 17,011 25 8,342 82 24 8,538 — |
Sodo-dcmog-:aphic
o % Male 77.0 76.0 79.9 37.8 58.3 74.1 1
e % 18 15.1 60.0 9.4 22.0 29.2 20.4
Socio-Economic
e % Unemployed 65.1 84.0 74.0 54.9 70.8 56.4
e 9% Uninsured 43.0 48.0 39.9 50.0 45.3 45.9
Treatment Modality
e % Methadone 16.8 0.0 21.9 - 8.7 11.9
e % Prison based 25,3 20.0 33.6 - 30.4 17.2
e % Drug Free 51.9 64.0 39.7 - 60.9 63.7 -
Primary Drug Used
® % Heroin 31.5 12.0 47.7 11.0 12.5 16.0
e 9% Cocaine 16.8 4.0 15.2 30.5 12.5 18.2
e % Marijuana 28.5 56.4 22.5 30.5 37.5 34.3
e % PCP 10.5 12.0 7.1 13.4 16.7 13.8
Referral Source .
o % CJ System 51.9 40.0 60.2 37.8 58.4 43.9
o % Self 16.0 12.0 13.1 18.3 25.0 18.8
Percent Completing
Treatment with
No Use 22.7 50.0 17.5 25.0 36.% 277
Percent IV
Drug Users 35.6 16.0 46.8 - 17.4 25.1

*Criminal Justice System

Source: Maryland Substance Abuse Management Information System
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TABLE 6.2
SELECTED CHARACTERISTICS OF ADMISSIONS TO ALCOHOL TREATMENT
PROGRAMS, BY RACE/ETHNICITY, MARYLAND, 1986.

- Native
Characteristics Total Asian Black Hispanic Ameri~an  White
Number 25,484 ' 43 8,418 132 65 16,821
Socio-demographic
e % Male 82.4 91.7 84.5 81.8 76.9 81.4
e % 18 4.7 16.7 2.5 7.6 9.2 5.7
Socio-Economic
e % Unemployed 46.0 23.0 61.6 46.0 47.7 38.4
e 9% Uninsured 48.6 43.8 44.0 53.8 50.8 50.9
Referral Source
e %DWI 34.9 43.8 22.7 48.5 36.9 40.8
e %CJSystem” 137 29.1 15.7 8.3 15.4 12.8
o % Self 11.5 0.0 149 11.4 15.4 9.9
Percent Completing
Treatment with
No Use 20.1 49.1 10.8 33.1 15.7 24.4

L U .
Criminal Justice System

Source: Maryland Substance Abuse Management Information System.
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Blacks were almost three times as likely as Whites to identify heroin as the primary
drug used. Conversely, Whites were almost twice as likely as Blacks to identify PCP as
the primary drug used. Cocaine and marijuana (60%) were the predominant reasons for
Hispanic admissions. Marijuana was tiie leading cause of admissions for both Asians and
Native Americans who tended to be younger than White or Black clients. The majority
(60%) of Asians in treatment were under 18.

There were also racial variations .in the type of treatment modality/setting,
Statewide, there is a greater tendency for Black admissions to be reported in methadone
treatment (22%) and prison-based treatment (34%) than Whites (12% and 7%,
respectively). Nearly two-thirds of all methadone and prison cases statewide were Black,
while over 60% of drug-free outpatient and residential cases ware White.

Blacks were almost twice as likely as Whites to report IV drug use. Forty-seven
percent of Black admissions reported IV drug use as compared to 25% of White
admissions.

Minorities represented about one third of clients in alcohol treatment programs .
Asians and Hispanics appeared to be urderrepresented in treatment when compared to
their percentage in the State's total population. The overwhelming majority (77-92%) of
clients in treatment regardless of race were male (Table 6.2). Few (range of 6-17%)
were under the age of 18,

Blacks in alcohol treatment programs were almost twice as likely as Whites to be
unemployed (62% and 38%, respectively). Alinost half of all clients across each
racial/ethnic group were uninsured. Whites (24%) were reportedly more than twice as
likely as Blacks to complete treatment with no use of alcohol.

The State's Drug Addictions Administration reports that muitiple drug addictions
and cross addictions to alcohol and drugs are also becoming major problems. In FY 1986,
half of all clients reporting a primary drug problem also reported secondary abuse of
ancther drug or alcohol (9).

Race and Substance Abuse

Until recently, few studies had specilically focused on the extent of substance
abuse in Black and -ninority communities. The Federal Report on Black and Minority
Health highlighted this data gap and recommended that culturally sensitive instruments
be used to study the prevalence, etiology and consequences of substance abuse among
Blacks, Hispanics, Native Americans and Asian/Pacific Islanders (1).

Since true prevalence data by race is unavailable, data and opinions are often
inconclusive as to whether or not chemical abuse is a greater problem in Black and
minority communities than in the majority community. In a survey conducted by the
Commission's Task Force, slightly more than half of the respondents did not view
substance abuse as a bigger problem for minoritie: than Whites. One respondent noted
that "drug abuse transcends socio-economic and tacial lines. The belief that it is a
ghet*o problem is a myth."

Several investigators have researched the history of substance abuse within Black,
Hispanic and Native American populations (1,10,11,12,13). These authors often speculate
that Blacks, Native Americans and Hispanics abuse chemical substances to a large extent
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use of cultural changes which often result from movement from agrarian to urban
environments, assimilation or integration. For example, Herd (l14) has noted an
association between cirrhosis mortality and major demographic shifts in the Black
papulation reflective of the migration and urbanization of Blacks.

glacks and Substance Abuse

Blacks comprise the majority {91%) of Maryland's minority population and represent

23% of the State's total population. Although, the majerity of Blacks do not abuse

alcohol or drugs, substance abuse is considerad by many to be the number one health

oblem in the Black community. Black m=i. in American society have been termed an

sendangered species.” Substance abuse, because of its direct and indirect links to

mortality, morbidity, crime, incarceration; and institutionalization, can be viewed as a
major threat to the survival of healthy and productive Black men in American society.

Available mortality and morbidity data which measure the consequences of
substance abuse suggest that substance abuse takes a tremendous toll on the health of
Black Marylanders. Cirrhosis and esophageal cancer rates would seem to imply that
Blacks drink more than Whites. However, survey research has not always supported this
conclusion. For example, a 1984 national survey found that Blacks of both sexes reported
higher rates of abstention than Whites (1). Forty-six percent of Black women, twenty
nine percent of Black men, and twenty-three percent of both White men and women were
reportedly abstainers. Among those who drank, White men were more likely than Black
men to be heavy drinkers (1). However, drinking pattern variations by race and sex were
less clear. Scme surveys suggest that Black women are more likely than White women to
be heavy drinkers, while others suggest the opposite (4).

Few, if any, Maryland studies have focused on substance abuse in the Black
community. The 1982 Maryland Household Survey, which was designed to collect data on
hypertension prevalence, provides limited information on drinking habits by race. The
study found that a comparable percentage of adult Black males (6%) and White males
(5.5%) indicated they were heavy drinkers (5 or more drinks in one sitting 3 or more
times per week). However, a greater percentage of Black women (2%) than White women
(0.6%) reported being heavy drinkers.

-

Dr. Beny Primm, a prominent Black physician and substance abuse researcher, has
noted that "there never has been any reliable epidemiological data supporting the number
of Black (substance) abusers reported by the media (15)." Dr. Primm maintains that,
historically, Whites fabricated reports about the excessive use of alcohol and drugs by
Blacks as a means to diminish the attractiveness of Blacks and to shrink the Black labor
pool by creating fears among Whites and employers (15). Unfortunately, what started as
a fabrication became a reality.

Dr. Primm also speculates that Blacks are now disproportionately represented
among the drug dependent because of unbearably high stress. This stress is thought to be
linked to high unemployment and racial prejudice (15).

At a recent national conference on substance abuse in the Black community, Mr.
William Haskins of the National Urban League similarly concluded that high employment,
poor housing, inferior schools, low self-esteem, and racism contribute to Black drug
dependence. He noted that there is economic distress in the Black family and community
and a trend toward a declining level of economic well-being. The following national
facts and trends were cited: 190

PR IV




140

) 1.2 million Blacks are unemployed. The Black unemployment rate at 16% is
twice the White rate. Another 1.0 million Blacks are not accounted for under
anyone's employment statistics.

° One-third of Blacks have no assets; White net worth is 12 times Black net
worth.

¢ Only 42% of displaced Black workers find new jobs at an average of 80% of
their old salaries.

L 700,000 Blacks are incarcerated, more than the number of Blacks attending
American colleges.

) 50% of Black children are poor.

° Eighty-five percent of future new jobs will be in high tech areas requiring
communication, math, English, computer and science skills. These are skills
that urban minorities are less likely to have. Americans are spending millions
of dollars to produce an unemployable warkforce.

Mr. Haskins called for the development of a national policy which addresses
"qualilty of life" issues as a solution to Black substance abuse. He stated that young
people need to have a reason to avoid drugs. However, many Black youngsters are
growing up in environments where they face economic and social hardships which often

lead to hopelessness and helplessness. He also called upon the Black comnmunity itself to -

play a greater role in acknowledging and addressing this issue.

It has been suggested that alcohol abuse has not yet been recognized as a problem )

by large segments of the Black community (15). Consequently, the Black community has
not developed cornmunity-defined standards and mores on the issue of drinking. This lack
of community defined standards and mores is often viewed as an obstacle to preventing
alcohol abuse. '

The State's Alcoholism Control Administration reports that Blacks in particular and
other minorities enter treatment late, generally do not complete treatment, and if
treatment is completed at one level, the drop out rate is high for the next level of care
(16). The reasons for these findings are unclear. Anecdotally, it has been suggested that
minorities feel uncomfortable in programs where there are few treatment providers who
look like them and understand their unique circumstances. Treatment providers often
have difficulty understanding the cuitural backgrounds of mincritics and connecting their
lifestyles into the projected treatment continuum.

Treatment data provide the major sources of information on drug abuse among
Blacks in Maryland. In an analysis of DAWN data by race, one researcher concluded that
Blacks have a grea‘er tendency than Whites to become involved in more dangerous drug
combinations, such as speedballing (17). Blacks are also more likely than Whites to use
more dangerous routes of drug administration, such as intravenous administration.

Asian/Pacific Islanders and Substance Abuse

Asian/Pacific Islanders represent about 1.5% of Maryland's population of 4.3
million. Over 80 different nationalities comprise the Asian/Pacific Islander population.
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Research and information on substance abuse in the Asian populations is sparse.
Generally, the research has suggpsted that Asian Americans have very low levels of use
and abuse of substances (1).

Research on enzymes involved in alcohol metabolism have shown that Asians tend
1o metabolize alcohol much more quickly than non-Asians (1). It is estimated that 50%
of Asians, even at moderate alcohol intake, experience an "alcohol flush reaction," a
systematic reaction consisting of facial flushing and rapid heart rate. It has been
hypothesized that this flushing reaction may provide some protection against heavy
drinking.

At the Commission's Prince George's County meeting with treatment providers, one
participant noted that alcohol use is a serious problem among recent Asian immigrants
and refugees living in the County. Alcohol abuse seems to be viewed as an accepted
form of behavior and thus far, few attempts have been made tJ provide prevention,
outreach and treatment services for this population. Similariy, the Maryland Qffice of
Refugee Health has reported that substance abuse is an increasing unchecked problem
among the Asian refugee and immigrant populations (13).

Hispanics and Substance Auuse

According to the 1580 Census data for Maryland, there are at least 67,000 .

individuals of Hispanic descent, representing approximately 1.5% of Marylands total
population. The majority of Maryland's Hispanic population resides in Montgornery and
Prince George's Counties.

Hispanics are a heterogenous group whose origins are Mexico, Puerto Rico, Cuba,
Central or South America or other Spanish countries. Information on substance abuse
within Maryland's Hispanic population is almost non-existent. There i1s no data available
on substance abuse related mortality since Hispanics are not identified as a ethnic group
on State death certifi~ates. However, nationally, there is scme indication that Hispanics
are overrepres-.ated among those dying of alcohol-related causes (1).

Several national studies have indicated that alcohol abuse may be a significant
health problem within segments of the Hispanic community (1,11,12). It has been
suggested that societal mores may condone and even encourage the use of alcohol by
Hispanic men (11). Research has generally shown that Hispanic women have higher rates
of abstention than non-Hispanic women, while Hispanic men have higher rates of use and
abuse than non-Hispanic men (11).

Available Maryland substance abuse treatment data shows that Hispanics are

underrepresented in the treatment population when compared to their percentage in the
total population.

Native American Indians and Substance Abuse

There are an estimated 25,000 native American Indians living in Maryland,
comprising approximately 0.6 percent of the population. Alcohol is reported to be the
most abused substance among Indians (1). Nationally, it has been linked with high rates
of Indian suicide, accxdents, crnmmal arrests and birth defects (1),
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The American Indian population is not a homogenous group. There are over 300
different federally recognized tribes. Although, the drurken Indian is often a stereotype,

drinking patterns and practices differ from one tribe to znother. Some tribes are totally
abstinent (1),

Although theories of causation are inconclusive, numerous biological, psychological
and socio-cultural factors have been suggested to explain abusive drinking among
Indians. One researcher argues that the two main socio-cultural reasons are (1) mournin
the loss of an historical condition and (2) reacting to the demands to integrate with the
mainstream culture (10). Some researchers have also concluded that drinking among
American Indians is often viewed as a social activity and that there is significant
pressure to drink (10).

There is very little concrete data available on the drinking and drug use patterns of
Native Americans living in Maryland.

Treatment Barriers

Finding #4: There are numerous barriers to receiving and completing substance abuse
treatment for Blacks and minorities. :

Task Force members strongly agreed that prevention and treatment programs are
essential to eliminating the problem of subst.ince abuse. However, no stance was taken
on the appropriateness of one form of treatment over another nor did the Commission
have time to explore the pros and cons of various treatment modalities, such as
methadone maintenance. However, members did agree that it was vitally important for
treatment providers and plans to be culturally sensisive and appropriate, An emphasis
was also placed on developing holistic apprcaches to the treatment of substance abuse.

The Task Force identified several barriers to the receipt and completion of
substance abuse treatment, particularly for Blacks and minorities as follows:

° insufficient number of treatment programs and slots;

° inadequate reimbursement of treatment services, particularly for the
medically indigent;

¢ . lackof a holistic approach to substance abuse treatment;

® language and other cultural barriers/mistrust of treatment providers
inadequate outreach;

' individual attitudes;

@ inadequate number of treatment programs for the hard core recidivistic
substance abuser; and

° inadequate transportation.

Insufficient Numbers of Treatment Programs and Slots

There are insufficient treatment slots for substance abusers seeking help. Many
treatment providers indicate that there are waiting lists for services. Fourteen of the
twenty providers'responding to the Task Force survey indicated that they currently had a
waiting list for treatment. The waiting time ranged from five days to five weeks.
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There are few publicly-funded intermediary care facilities and halfway house
programs for drug abusers in Maryland. This leaves a serious gap in the continuum of
care for middle and low-income substance abusers.

Lack of a Holistic Approach to Substance Abuse Treatment

The Commission repeatedly heard that educational and vocational opportunities for
minorities go hand in hand with effective cubstance abuse treatment. One treatment
provider indicated that "I+ has been proven that lack of self-esteem and poor self-worth
is a great contributor to substance abuse. People who cannot find jobs will commit
crimes and abuse drugs. This is not the only reason people abuse substances, but itis a -
major contributor to the problem. Racial minorities must be given the same educationa!l
and job opportunities as everyone else." :

He went on to say that "the kinds of strategies I have found to be successful in the
past have included the ability of treatment programs 10 refer clients while in treatment
to vocational training programs. Our program's success rate was higher when these
programs existed. Federal cuts closed the programs’and we have not been as successful
without them."

Treatment protocols which address the multitude of factors which may be reiated
to a given client's abuse of drugs or alcohol are essential. The Commission learned that
while dealing with the primary problem of substance abuse or addiction should be the
first priority, other problems confronting the individual which may affect treatment
sutcomes should not be ignored. Mechanisms for the referral and follow-up ol clients
requiring medical, mental health, social, education, and job training and placement’’
- services should be a routine part of the treatment plan, where necessary.

Inadequate Health Insurance Coverage and Reimbursement for Trzatment Services

Many of the State's substance abusers are low income and/or uninsured. For
example, the majority of substance abuse clients in ACA and DAA approved treatment
programs in 1986 were either uninsured or Medicaid recipients. In general, low income
and the lack of health insurance coverage serve as major barriers to the receipt of health
services. National studies show ‘that poor uninsured individuals are less likely than the
insured to seek and receive health care services, even in the face of greater need. The
Commission suspects that this same relationship exists between income, insurance
coverage and access to substance abuse treatment services. Minorities are likely to be
disportionately affected since Blacks are two to four times more likely than Whites to be
poor, uninsured or Medicaid recipients.

Tne State's Medical Assistance Program serves as a major source of funding for
substance abuse treatment for the medically indigent. However, there are several
problems inherent in the program's reimbursement scheme. First, the program only
covers about half of the State's poor population which leaves the potential for large
segments of the poor and near poor to have no insurance COverage at all. Secondly,
Medicaid reimbursement for outpatient substance abuse treatment services currently is
inadequate, covering about 10% of the actual costs.
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Language and Other Cultural Barriers/Mistrust of Treatment Providers/Inadequate
Outreach

Black and minority clients bring cultural factors that must be considered when
previding treatment. Most would agree that it is important to have a basic understanding
of the client's cultural/socio-economic background and environment in order to provide
appropriate treatment. However, in some inctances, program counselors and
administrators may not be trained to recognize these cultural differences. Culturally
biased or insensitive attitudes may exist among some treatment providers and
counselors. A lack of bilingual/bicultural professionals in treatment programs hampers i
the ability to reach and treat non-English speaking populations. i

One respondent to the Commission's Task Force questionnaire noted that "in order
for counselors to work effectively in preventing and treating substance abuse in minority
communities, they must allow clients to teach them. Counselors must also exoose
themselves to the available resources, e.g., books and workshops that will enhance their
skills in working with different minority communities. The Mse of appropriate minority
group role models, especially in recovery support groups, is vitally important.”

Several treatment providers also mentioned the need to provide f unding to increase
the salary levels of counselors to match the professional job market. Trained counselors
were said to be leaving the drug and alcohol counseling field, not because of a lack of
commitment, but because of low salaries.

It was the Task Force's general perception that the "gatekeepers” (e.g., decision-
makers, and clinicians) of many health and human service entities may not be ethnically
reflective of the communities they serve. For example, approximately 17% of local

health department based -addiction counselors are Black, while approximately 40% of -
clients are Black. :

The Commission heard that outreach is necessary to overcome the mistrust that is
prevalent in many minority communities. Some treatment providers saw a need to link
prevention and treatment strategies with the indigenous cultural and/cr religious
activities and groups found in minority communities. Increased community outreach was
viewed as necessary to reach the increasing number of Blacks, Asians, American Indians,
and Hispanics in Maryland. In particular, it was felt that increasing numbers of Black
and minority individuals need to be recruited, trained and empowered to assist in
preventing and treating substance abuse in Black and minority communities,

Some individuals may also have insufficient knowledge about how to access
available treatment services. Additional culturally sensitive minority outreach workers
in minority communities could serve as invaluable resources in getting minorities into
treatment,

Individual Attitudes

Hopelessness, helplessness, and the denial of the existence of a arug or alcohol
problem undoubtedly also serve as barriers to the effective treatment of substance
abuse. The Commission learned that many in treatment are there involuntarily as a
result of judicial intervention. Others do not seek help until they have "hit bottom".
These and other factors may have a profound effect on trectment outcorne.
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Prevention
Finding #5: There are insufficient numbers of preventive substance abuse interventions.

Therefore, while treatment of substance abusers is a necessary element of
addressing the problem, preventing people from ever becoming involved with drugs, and
aloohol should be at least an equally high priority. The Commission would like to see a
greater emphasis placed on prevention. The schools, the public health community, and
Jaw enforcement agencies fall short in removing illegal drugs from the community and in
educating children and adults to avoid the appeal of drugs and alcohol. Newly instituted
prevention efforts by the State's Addictions Administration are to be commended.
However, much more remains to be done.

Prevention efforts developed and supported by both majority and minority
ins*itutions, such as the schools, churches, families and the medical community are
absolutely essential. Greater efforts must also be made to have prevention and
educational materials available in languages other than English, where appropriate.

One treatment provider stated that an adequate system for identifying and treating
juvenile drug abusers has yet to be developed. Juveniles are not being identified in time
to work with them while they are still in school. Hence, they enter the treatment system
as adults who have long histories of drug abuse. Drug abuse becomes an integral part of
their lives and they cannot imagine life without drugs.

The 1984 Maryland Adolescent Drug Abuse survey found that Blacks and other
minorities were more likely than Whites to abstain from alcohol use and less likely than
Whites to frequently use (i.e., weekly or more) alcoholic beverages. However, Black and
other males were found to be more-likely than white males to report frequent use of
marijuana. The magnitude of the minority substance abuse problem may be even greater
than reported by this survey since populations which include disproportionate numbers of
Blacks and minorities, such as school drop-outs, who may be at greater risk for abuse
were excluded.

Adolescent drug use/abuse in Maryland has been termed an epidemic which
transcends race. As a whole, Maryland youth report more intense involvement in
substance use/abuse than youth nationally. For example, one in four high school seniors
use alcohol almost daily as compared to one in 16, nationally. Prevention has been
identified as the most effective long-range weapon in the war against the adolescent
drug epidemic. Culturally relevant prevention strategies are required to reach the
racial/ethnic minority segments of Maryland's at-risk adolescent population.

The Commission believes that the glamourization of the use of substances within
the media and the ready availability of chemical substances in many inner city minority
communities also exacerbates minority substance abuse. A 1987 Washington Post article
co-authored by Barbara Jordan, noted that the tobacco and alcohol industries are now
heavily targetting Blacks (19). One Commissioner observed that along a 20 block stretch
of a Black inner city Baltimore neighborhood, 23 of 26 billboards advertised either
tobacco or alcohol. Alcohol and cigarette advertisements are often major revenue
sources for local and national Black publications. Sponsorship of sports, cultural, civic
and entertainment events by alcohol and tobacco producers is becorning increasingly
commongplace in Black and minority communities. Neither the Black and minority nor
the majority communities can continue to condone such behavior.
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Minorities, Substance Abuse and AIDS
Finding #6: There is an increasing minority threat of AIDS due to intravenous drug use,

To the extent that minorities, especially Blacks, are more involved in IV drug
abuse, they.are more likely to suffer from the health related consequences which include
contracting AIDS. An increasing percentage of Black AIDS cases are attributed tg IV
drug abuse. AIDS has the potential to decimate a large percentage of minority IV drug
abusers and their significant others in Maryland. The overwhelming majority (90%) of
Marylanders suspected to have contracted AIDS due to IV drug abuse have been Black.

Causes of Minority Substance Abuse

Finding #7: There is insufficient knowledge of causation of substance abuse in minority
communities,

As stated earlier, the root causes of substance abuse are not well understood. The
Commission sees a clear need to support research into these sociological and
psychological causes, especially as they relate to Black and minority populations. This
knowledge should suggest solutions not readily apparent.
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LIST OF TASK FORCE PRESENTERS AND SURVEY RESPONDENTS

Baltimore City Mee'ting

Laura McCall, Addict Referral and Counseling Center, Baltimore

Clarence Williams, Project Adapt, Baltimore

Dan Iser, Wyman Park Recovery Center, Baltimore

Ruth Williams, Williams Center, Oxon Hill

Patricia King, Maryland Commission on Indian Affairs

Herman Jones, Liberty Medical Center, Baltimore

Hadassah Gordis, University of Maryland Drug Treatment Center, Baltimore
Richard H. Sawyer, Mountain Manor Treatment Center, Emmittsburg
Janice Lockwood, Echo House Multi-Service Center, Baltimore

Richard Lane, Man Alive, Inc., Baltimore

Prince George's County Meeting

Thomas Harvard, Palmer Park DICAP

Rafael Hylton, Prince George's County Police Department
Eileen Schock, Prince George's County Health Department
Ronald G. Medlin, Institute of Life and Health, Oxon Hill
Furman B. Williams, Chemical Addictions Treatment, Bowie
George Kolark, DICAP, Clinton

Thomas J. DeCoster,’' Changing Point, Ellicott City

H.F. Greene, M.D., PSI Associates, Landover

George F. Marko, Meadows Recovery Center, Gambrills

Survey Respondents

Alcohol and Drug Abuse Counseling Center, Howard County
Caroline Counseling Center, Caroline County Health Department
Cecil County Health Department Alcohol and Drug Center
Worcester County Health Department Alcohol and Other Drug Programs
Talbot County Alcoholism Program

Publick House, Kent County Health Department

Addiction Services, Somerset County Health Department

Sinai Hospital Alcoholism Program

Dorchester County Addictions Program

Baltimore City Jail Residential Alcoholism Program

Cherry Hill Drug Abuse Rehabilitation Program

Glenwood Life Counseling Center, Inc.

Valley Bridge Alcoholism Treatment Program

Baltimore Recovery Center

Charles County Health Department Alcohol Program

Hope House, Alcoholism Recovery, Inc.

Anne Arundel Health Department, Focus on the Family

Anne Arundel County Health Department, Open Door

Baltimore County Division of Alcohol Abuse and A'zoholism
Talbot County Addictions Services
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SUMMARY REPORT ON BLACK AND MINORITY MENTAL HEALTH

Introduction -

Mental health and illness are major public hea'th issues <nd concerns. While
chemical dependency and homicide, were two major mental health areas examined by the
Commission, the broadér mental health problems of Blacks and minorities were also
deemed important. Unfortunately, the Commission's Task Force on Black and Minority
Mental Health found that minimal research and information currently exists on the
mental health needs and problems of Blacks and minorities in Maryland.

Based on national estimates, the Maryland Mental Hygiene Administration
estimates that 581,905 Maryland residents age 18 and over suffer from mental disorders
(including substance ahuse). This is 18.7% of the State's population. Of these, 1%, or
31,117 persons are estimated to suffer from schizophrenia, the most serious mental
health disorder. Nationally, schizophrenia accounts for almost half of all public mental
health dollars spent in treatment programs.

The Commission's Task Force on Mental Health explored a wide range of areas,
including child and adolescent mental health, deinstitutionalization, homelessness, and
programs and services available through the State's Mental Hygiene and Juvenile Services
Agencies. State and national mental health experts were invited to testify before the
Task Force and two public hearings were held. The Task Force's work resulted in the
following findings. <

Findings

Finding 1: There is a paucity of data and research on the mental health problems
and needs of Blacks and minorities in Maryland.

The Maryland Mental Hygiene Administration reports that there are currently no
prevalence estimates for mental health disorders by race in Maryland. In addition,
limited research has examined the mental health problems and needs of Blacks and
minorities in Maryland. It is clear that comprehensive data and research systems which
examine minority mental health needs must be developed if State programs are 10
appropriately serve Maryland's Black and minority populations.

Finding 2: Mental health services for children and adolescents in Maryland are
virtually nonexistent.

The Maryland Mental Hygiene Administration estimates that almost 15% of
children and adolescents suffer from diagnosable mental disorders. However, mental
health services for children and adolescents are sorely lacking. In particular, inpatient
psychiatric care facilities for children under the age of 12 are virtually non-existent.
These children are often referred to the State's Coordinating Council which often results
in expensive (i.e., $100,000 or more) out of state placements.

There are also few mental health clinicians available to care for children with
mental health problems.. For example, there is currently only one certified child
psychiatrist employed by the Maryland Mental Hygiene Administration. It was also
learned that there is a several months wait in many areas of Maryland for the psychiatric
evaluation of children, particularly if these children are poor or members of a minority

group.
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Finding 3: There are currently ton few Maryland programs and services which are
designed to prevent the development of mental health problems in high
and at-risk infants and children.

There are “currently few Maryland programs which are designed to prevent the
development of mental health problems in high risk infants and children. Infants and
children known to be at-risk include those whose parents are adolescents, unmarried,
abusive, and chemical substance abusers. Studies have shown that at-risk children can be
identified as early as infancy and can be treated along with ‘their families to set the
stage for positivs' ¢k’ nood growth and development.

Finding 4: .dinority health services for low-income Blacks and minorities are often
either unavailable, unaccessible, inapplicable or inappropriate to the
needs of Blacks and minorities.

The report of the 1978 President's Commission on Mental Health concluded that
while the mental heaith needs of low-incoms minority groups are high, needed mental
health secvices are often either unavailable, inapplicable or inappropriate to the needs of
minority groups. The report identified the need o improve outreach efforts, to increase
the supply of Black and minority mental health professionals, to develop culturally
specific service models, to incorporate content relevant to minorities in training
programs, and to expand minority prevention and research efforts.

Nationally, as in Maryland, Blacks and minorities tend to be overrepresented in
inpatient admissions to public facilities and underrepresented in outpatient facilities
when compared to their percentages in the total population. The reasons for these
disparities are unclear but warrant further investigation. Several studies confirm that
Blacks are more likely than Whites to be misdiagnosed which may help to explain the
greater inpatient utilization rate. Inaccessibility to outpatient services may be another
factor.

The Commission's Task Force found that poor Blacks and minorities, for the most
part, are excluded from private psychiatric services. Private practitioners are currently
reimbursed through Medicaid at approximately one-third the usual and customary fee for
psychiatric services. Anecdotally, the Task Force heard that because of this low
reimbursement rate, Black and minority populations are often unable to obtain access to
private psychiatric services. In many instances, this lack of access leads to a

deterioration of the mental health of that individual so that eventually expensive
psychiatric hospitalization is required,

Finding 5: There is a need to increase the available pool of Black and minority
mental health professionals.

Blacks and minorities are underrepresented as mental health professionals (e.g.,
psychiatrists, psychologists, program administrators) in Maryland.  For example,
according to 1985-86 Board of Medical Examiner licensing data, Blacks represented 3%

of the State's psychiatrists. This lack of Black and minority mental health practitioners
was thought to serve as a major barrier to the use of mental health services by Blacks

and other minorities.
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Finding 6: There is a need to cevelop a network of mental health services for the
Black and mincrity elderly.

Mental health services for the elderly are inadequate, partially due to the a
common misconception that a person's mental health deteriorates with age. There are
only a handful of psychiatrists in Maryland who are trained to deal with the mental
health needs of the elderly and this limited pool is over-stretched with the demands for
services.

Maryland-Programs and Services

The Maryland Mental Hygiene Administration within the Maryland Department of
Health and Mental Hygiene is the chief State agency responsible for planning and
developing programs and services for the mentally ill in Maryland. This Administration
oversees a major, largely publicly funded, mental health delivery system. Care is
provided through a variety of service delivery systems, including 14 State operated
institutions and regional hospitals, outpatient treatment facilities, community
rehabilitation, community mental health, housing, and day treatment programs. There
are also programs providing for emergency services, mobile-crisis treatment, respite
care, and case management. Local health departiments operate mental health clinics in
every jurisdiction, with the exception of Baltimore City which contracts out for these
services. Mental health services are also provided by several private providers in the
State.

Numerous mental health education and advocacy groups also operate throughout
the State. These include Mental Health Associations located in Metropolitan Baltimore
and in 14 other subdivisions, and the Black Mental Health Alliance. These organizations
offer community education programs to eliminate the stigma of mental illness, and
advocate for improved care and services for persons with inental illness.

The Commission's Task Force on Minority Mental Health was unable to thoroughly
examin. barriers to the receipt of mental health services by Blacks and minorities.
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SUMMARY REPORT ON BLACK AND MINORITY AGING

Introduction -

There are probably very few people who would question that the elderly are a great
resource. They not only have spent a great portion of their lives working and
contributing to their communities, but they continue tc have a great deal of expertise to
share. However, growing older can.mean the development of a range of problems. For
the Black and minority elderly, the golden years may be tarnished by a host of
debilitating conditions such as poverty, chronic health problems, and inadequate access
to health care.

The elderly are the fastest growing age group in the U.S. and Maryland. While most
of the elderly are in relatively good health, the Commission found that there are major
and disturbing differences between the length and quality of life of older Blacks and
minority Marylanders as compared with White Marylanders. These disparities may be
attributed to many factors. However, it is clear that many of the problems faced by
Black and minority elderly are simply reflections of the disadvantages faced in their
earlier lives.

It is still true that many of the jobs held by Blacks and minorities are without the
benefit of health insurance coverage, sufficient incomes, or retirement provisions. This
often results in a lifetime of less than adequate food, housing, education and health care
which impacts upon one in youth and continues to negatively impact upon the individual
in old age.

Background

In 1980, 396,000 Marylanders or 9 percent of the population was 65 or older,
compared to 11 percent, nationwide. Whites are disproportionately represented in
Maryland's elderly population. Minorities represent 25% of the total population, but
comprise only 15% of the elderly population. The State's minority elderly population is
rapidly increasing. The minority elderly are projected to represent 21% of the elderly
population by the year 2005 (1). )

Maryland's minority population has a smaller proportion of elderly persons than the
White population. Eleven percent of Whites and six percent of minorities were age 65 or
over in 1980.

The geographic distribution of the State's elderly population varies by race. The
majority (59%) of the Black elderly lived in Baltimore City in 1980. The majority (55%)
of the White elderly lived in tha counties surrounding Baltimore City and the District of

Columbia.

Findings

Average life expectancy at birth differs according to race with Whites living longer
than Blacks in the U.S and Maryland. Far too many Blacks and minorities in Maryland
fail to reach old age because they die in the prime of tneir lives from preventable
diseases and conditions. For example, in 1982, the death rates from heart disease,
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cancer and stroke were one and one-half to three times higher for minority men between
the ages of 45 and 54 than for White men in this age group.

Maryland
. Death Rates Per 100,000 Ratio
Population, 1982 Minority/White
Minority White
Men Men
Heart Disease 341.0 234.6 1.45
Cancer 329.8 178.% 1.85
Stroke 49.4 16.9 2.32

Source: Personal Communication, Maryland Center for Health Statistics.

Ditferences in life expectancy by race are smaller once an individual reaches age
65. At age 80, what has been termed the "cross-over effect” occurs, whereby life
expectancy is higher for minorities than Whites as the following Maryland data show.

Elderly Death Rates Per 10,000 Population
From All Causes, Maryland, 1982 -

Males Females
White Minority White Minority
Age
65-74 4150.2 5275.6 2239.5 2985.4
75-84 8782.2 9281.7 53.8.7 5898.5
85+ 17598.2 16603.8 13551.0 11048.2

Source: Personal Communication, Maryland Center for Health Statistics.

Most Black and minority females can expect to spend most of their golden years
living without their husbands. Black females, on average, live nine years longer than
their mates. Because of past discrimination in employment and promotional practices,
most of these women can expect to live their remaining years at or below the poverty
level. In 1979, two-thirds of elderly Black women in Maryland who lived alone had
incomes below the poverty level (2). '

Although economic factors play a significant role in the health status of al|
persons, these factors play an even greater role in the lives of the eiderly. Low
economic status has a negative impact on health status at two fundamental levels. First,
it heightens the risk of functional impairment and increases the need for long-term care
services. Secondly, it limits access to quality care for those in need of long-term care.

The ability to properly maintain one's own health is as much an economic issue as
an educational one. Poverty rates are much higher among minority elderly than among
the White elderly. In 1979, the poverty rate among the Black elderly (29%) was three
times the White rate (10%) (1980 U.S. Census). Blacks represented 15% of the State's
total elderly population ir{‘_1980, but accounted for 33% of the poor elderly.
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While low economic status does not necessarily cause disease, it does increase the
risks of diseases associated with poor living conditions and intensifies the severity of
their impact. Chronic illnesses such as diabetes, heart disease and hyper:i.ension place
large demands on the financial resources of the elderly and can severely diminish the
quality of life.

Maintaining a good preventive health care regimen in the U.S. today is costly. An
office visit to the doctor alone costs about $30. When one considers the cost of
prescriptions, tests or other needed services, the costs become astronomical for the low-
income elderly. Since Medicare as well as private health insurance plans for the most
part no longer pay for diagnostic treatment, the patient must cover these costs.

Needless to say, for those already living at the poverty level, who can barely afford to
pay for shelter or food, health care is often an unaffordable item.

Medicare is a major source of health insurance coverage for the elderly. National
data show that 99% of the White elderly and 98% of the minority elderly were covered by
Medicare in 1984, Most older Blacks rely very heavily on Medicare benefits and are
unable to affe d Medigap policies designed to cover services not covered by Medicare.
Only 31% of Blacks over the age of 65 supplement Medicare coverage with private
insurance, compared to 69% of Whites. While Medicare has been successful in helping
the elderly pay for acute services such as hospital care, it does not cover the types of
care most often needed by the elderly - nursing home services.

Itis important to note that many Blacks and other minorities who spent their
younger years working as domestics and did not pay into the Social Security system may
not even be eligible to receive Medicare benefits. For these individuals the situation is
even more critical, especially in light of the fact that as reported by the Congressional
Budget Office in March 1986, medical bills for the average elderly American averaged
$4,200 annually. At least half this bill is paid for by the elderly individual.

Limited information is available on the health status of the Black and minority
elderly in Maryland. Preliminary Maryland data available from a community elderly
survey confirms that the Black elderly in Maryland have significantly higher rates of
chronic diseases such as heart disease, hypertension, stroke, cancer and diabetes than the
White elderly (4). These preliminary findings are important because they are based on a
reliable sample of Maryland's elderly population and can be used to plan health programs
which address the unique needs of Black and minority elderly Marylanders.

Maryland data show that there is differential access to and use of health services
within the elderly population by race. For example, at any given point in time,
approximately 5 percent of the elderly population is institutionalized. However, White
Medicaid enrollees are twice as likely to receive nursing home care as compared to
Black elderly enrollees of the same age (5). On average, Medicare and Medicaid
payment levels on behalf of the elderly are higher for Whites than minorities (5).

A recent report by the National Caucus and Center on the Black Aged cited the
following as factors in the lower use of nursing home services by Blacks (6).

° Many Blacks simply cannot afford the high cost of nursing care.

e Discrimination, whether covert or overt, still exists, although this practice is
prohibited.
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? Some facilities, which.serve primarily Blacks, . e unable to meet fire, safety,
and other code requirements because of limited resources.

) Nursing homes are often viewed with suspicious and deep concern by older
Blacks because of news accounts about dreadful conditions that exist in some
facilities.

According to the 1982 Maryland Household Survey the Black elderly are less likely
than the White elderly to seek health care services even when they feel it is needed, 36
and 22 percent, respectively (7). The Black elderly are also less likely than the White
elderly to report having a private physician as their usual source of care, 57 and 83
percent, respectively. Reasons for these disparities remain unclear; however, poverty
and lack of health coverage are thought to play major roles.

Maryland Programs and Services

While there are numerous health-related concerns linked to the aging of Black and
minority populations, addressing the long term care needs of the elderly was identified as
a priority issue by the Commission's Task Force on Aging. Long term care is defined as a
range of health and social support services designed to assist individuals with chronic
illnesses and conditions. The purpose of these services is to help the client achieve an
optimum level of physical, social, psychological and vocational functioning, and to
prevent the degeneration of functional ability. Long term care services can be either
community based, such as home health care or institutional, such as nursing home care.

Long term care services are provided and financed by both formal support systems,
such as Federal and State governments, and informal support systems, such as the elderly
themselves and their families. The federal government administers the Medicare
Program which provides health insurance benefits to Social Security beneficiaries, age 65
and over. A major problem with this entitlement program for the elderly is its limited
coverage of most long term care services, including nursing home care.

Medicaid is the joint federal-state health insurance entitlement program for the
poor which has also evolved into the major long term care financing program for the
elderly. Medicaid supplements Medicare coverage for the very poor elderly as well as

those elderly who become poor as a result of heavy medical expense. Over 50 percent of
all nursing home care in Maryland is paid for by Medicaid.

Three Maryland agencies - the Maryland Office on Aging, the Maryland Department
of Health and Mental Hygiene, and the Maryland Department of Human Resources are
responsible for financing, providing, or coordinating community based long term care
services for the elderly.

The Maryland Office on Aging manages the allocation of federal and state grants to
Area Agencies on Aging, which administer local programs, including senior centers, in-
home services and legal assistance. The Maryland Department of Health and Mental
Hygiene administers several health programs for the elderly including Aduit Day Care,
STEPS, and Medicaid. The Maryland Department of Human Resources funds or

administers income maintenance, social servicey and in-home aide programs for the
elderly.

The Commission's Task Force on Aging was unable to conduct a thorough

alscs’e's'ls;nent of access to and use of these programs by Maryland's Black and Minority
elderly.
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APPENDIX B
Health-Related Organizations and Agencies
in Maryland and U.S.
AIDS
Minority Affairs Office
Health Education Resources Organization (HERO)
Suite 812

101 West Read Street
Baltimore, Maryland 21201
(301) 685-1180

Minority Qutreach Program

AIDS Administration

Maryland Department of Health and Mental Hygiene
201 West Preston Street

Baltimore, Maryland 21201

(301) 225-6707

Farth-Tide, Inc. (An AIDS Miriority Outreach Prograin)
2901 Druid Park Drive

Suite 104

Baltimore, Maryland 21215

(301) 225-9635

Cancer

Office of Community Services
American Cancer Society
Metropolitan Baltimore Chapter
P.O. Box 544

18340 York Road

Timonium, Maryland 21093
(301) 561-4790

American Lung Association of Maryland
1301 York Road

Lutherville, Maryland 21093

(301) 494-1100

Maryland Department of Health and Mental Hygiene
Division of Cancer Control

201 West Preston Streat

Baltimiore, Maryland 21201

(301) 225-6774
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Cardiovascular Disease

Maryland Commission on High Blood Pressure and Relatad
Cardiovascular Risk Factors

201 West Preston Street

Baltimore, Maryland 21201

(301) 225-5891

Maryland Department of Health and Mental Hygiene
201 W. Preston Street
Baltimore, Maryland 21201

A. Health Education Center
(301) 225-1362

B. Family Health Services Administration

Division of Chronic Disease Prevention .
(301) 225-6778

Division of Chronic Disease Nutrition
(301) 225-6783

Division of High Blood Pressure Control
(301) 225-6783

American Heart Association - Maryland A ffiliate, Inc.
415 North Charles Street

P.O. Box 17025

Baltimore, Maryland 21203

Urban Cardiology Research Center
2300 Garrison Blvd.

Suite 150

Baltimore, Maryland 21216

(301) 945-8600

Diabetes and Dietary Practices

American Diabetes Association - Maryland A ffiliate, Inc.
3701 Old Court Road

Baltimore, Maryland 21208

(301) 486-5515

Maryland Department of Health and Mental Hygiene
Maryland Diabetes Control Program

201 West Preston Street

Room 306-B

Baltimore, Maryland 21201

l{f CDI) 225-6778 '
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Maryland Dietetic Association
1301 York Road

Lutherville;, Maryland 21093
(301) 321-6200

Health Professions Associations

Maryland Dental Society (Association
of Black Dentists)

c/o Dr. Joyce Park, President

6305 York Road

Baltimore, Maryland 21212

(301) 323-3446

Monumental Medical Society (Association
of Black Physicians

c/o Dr. Miles Harrison, President

2300 Garrison Boulevard

Suite 104

Baltimore, Maryland 21216

(301) 566-6446

Association of Black Psychologists
c/o Dr. Glenwood Brooks, Coordinator
3213 Pinkney Road

Baltimore, Maryland 21215

Association of Black Social Workers, inc.
Baltimore Chapter

P.O. Box 18635

Baltimore, Maryland 21216

Medical and Chirurgical Faculty of
Maryland

" 1211 Cathedral Street

Baltimore, Maryland 21201
(301) 539-0872

Maryland Nurses Association
5820 Southwestern Boulevard
Baltimore, Maryland 21227
(301) 242-7300

American Physical Therapy Association
of Maryland, Inc.

2985 Valley View Road

Annapolis, Maryland 21401

Ms. Danneene Kipp, President

(301) 5970999

ﬁ"&r
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Black Nurses Association of
Baltimore

P. O. Box 6975

Baltimore, Maryland 21216

Maryland Pharmaucetical Society
(Association of Black Pharmacists)
c/o Dr. Ralph Quarles, President
4214 Bonner Road

Baltimore, Maryland 21216

National Association of Black
Social Workers

271 W, 125th Street

New York, New York 10027

National Association of Health
Services Executives

820 N. Lake Shore Drive
Chicago, Illinois 60611

(301) 280-6465

National Associaton of Hispanic
Nurses

2014 Johnston Street

Los Angeles, California 90031

National Association of Black
Psychologists

P. O. Box 2929

Washington, D. C. 20013
(202) 462-7553

National Association of Black Nurses
Association, Inc.

P. O.Box 18358

Boston, MA 02118

(617) 266-9703
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National Medical Association
1012 Tenth Street, N.W.
Washington, D.C. 20001
(202) 347-1895

National Dental Association

National Dental Hygients Association
National Dental Assistants Association
5506 Connecticut Avenue, N.W.
Washington, D. C. 20015

(202) 244-7555

Health Facilities Associations

Mid-Atlantic Primary Health Care
Association

2301 Katcef Street

Annapolis, Maryland 21401

(301) 841-6278

Maryland Hospital Association
1301 York Road

Baltimore, Maryland 21204
(301) 321-6200

Maternal and Child Health

Children's Defense Fund
122 C Street, N.W.
Washington, D. C.

(202) 628-3787

National Black Child
Institute, Inc.

14€3 Rhode Island Avenue, N.W.
Washington, D. C. 20005
202-387-1281

Developinent

Mental Health

Black Mental Health Alliance
2901 Druid Park Drive
Baltimore, Maryland 21215
(301) 523-6670

National Black Women's Health
Project
1237 Gordon Street, S.W.
Atlanta, Georgia 30310

- (404) 753-0916

Maryland Association of HMO's
P.O. Box 374

Annapolis, Maryland 21404
(301) 644-2502

Health Facilities Association of
Maryland, Inc. (Nursing Homes)
229 Hanover Street
Annapolis, Maryland

(301) 269-1390

Maryland Governor's Council on
Adolescent Pregnancy

311 W. Saratoga Street
Baltimore, Maryland 21201
(301) 333-0270

Maryland  Coaliticn of
Mothers/Healthy Babies

c/o Donna Petersen, President
Department of Maternal and Child
Health

JHU School of Hygiene and Public
Health

615 N. Wolfe Street

Baltimore, Maryland 21205

(301) 955-6836

Healthy

Mental riealth Association of
Maryland

323 E. 25th Street
Baltimore, Maryland 21218
(301) 235-1178
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The National Caucus and Center on
Black Aged, Inc.

1027 Central Street

Baltimore, Maryland 21201

(301) 5761116

National Caucus and Center on Black Aged
1424 K Street N.V., Suite 500

Washington, D.C. 20005

(202) 637-8400

National Hispanic Council cn Aging
2713 Ontario Road, N.W.
Washinton, D.C. 20024

(202) 265-1288

Substance Abuse

American Council on Alcoholism
8501 LaSalle Road

Suite 301

Towson, Maryland 21204

~(301) 296-5555

Addictions Administration

Maryland Office on Aging
301 W. Preston Street
Baltimore, Maryland 21201

" (301) 225-1102

National Black Alcoholism
Council

417 South Dearborn Street
Chicago, Illinois 60605

Maryland Department of Health and Mental Hygiene

201 West Preston Street
Baltimore, Maryland 21201
(301) 225-6925

Sickle Cell Disease

Central Maryland Committce on
Sickle Cell Anemia, Inc.

828 E. Baltimore Street
Baltimore, Maryland 21202
(301) 837-3050

ASSERT

3939 Reisterstown Road
Baltimore, Maryland 21215
(301) 578-1800

Related Advocacy Organizations, Commissions, and Councils

US. Office of Minority Health
118F Humphrey Building

200 Independence Avenue, S.W.
Washington, D.C. 20001

(202) 245-0020

Sl
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National Association for the Advancement of Colored People
(Baltimore City Branch)

26 West 25th Street

Baltimore, Maryland 21218

(301) 366-3300 _ °

National Association for the Advancement of Colored People
National Headquarters

4805 Mt. Hope Drive

Baltimore, Maryland 21215

(301) 358-8900 -

Baltimore Urban League

1150 Mondawmin Concourse

Baltimore, Maryland 21215

(301) 523-8150

Nationa!l Urban League

500 E. 62nd Street

New York, New York 10021
(212) 310-9000

Maryland Commission on Indian Affairs
15 W. Mulberry Street

Baltimore, Maryland 21201

(301) 333-4986

Maryland Governor's Commission on Hispanic Affairs
Globe Building, Suite 404

817 Silver Spring Avenue

Silver Spring, Maryland 20910

(301) 565-3211

Maryland Governor's Commission on Migratory and Seasonal
Farm Labor

1123 N. Eutaw Street, Rocm 310

Baltimore, Maryland 21201

(301) 333-0075

Health and Welfare Council of Central
Maryland, Inc.

22 Light Street

Baltimore, Maryland 21202

(301) 685-0525

Maryland Black Congress on Health, Law and Economics
¢/o The Black Mental Health Alliance

Suite A-ll

290! Druid Park Drive

Baltimore, Maryland 21215

(301) 523-6670
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APPENDIX C

THE MAJOR HEALTH PROBLEMS OF NATIVE AMERICAN INDIANS IN MARYLAND

Introduction

Issues related to health and access to health services for the American Indians of
Maryland have largely gone unexplored. This report was prepared by Patricia King of the
Maryland Commission on Indian Affairs at the request of the Maryland Governor's
Commission on Black and Minority Health, The report's purpose is to provide a
rreliminary glimpse at the heaith issues facing the Amerian Indians of Maryland. The
report highlights the need to ascertain a better understanding of the health problems and
needs of this population.

Who are the American Indians of Maryland?

Unless a person has a very good grasp of the Indian relationship with the federal
government, identifying who is an Indian is an incredibly painstaking exercise. Anyone
who is familiar with the issues that revolve around Indian tribes, sovereignty, treaty
rights and the like will know that the definition of an Indian (and who is an Indian) is an
endless debate. There must be over 100 definitions used by the federal government and
by other organizations that provide services to Indians.

No individual in any other population in the U.S. is required to prove his/her
racial/ethnic backgreund which, in part, determines that extent of benefits and services
to be received by federal or state governments, and which serves to identify the Indian
individual's position in the Indian and non-Indian world. His/her status, i.e., recognition,
federal, state or non-recognition (the status of Maryland's Native Indians), is important in
determining how the individual sees him/herself as an Indian and is seen by other Indians
and non-Indians. This can directly or indirectly affect an individual's sense of belonging,
dignity and worth. Our discussion here includes all Indians recognized and non-
recognized since they all represent Maryland's Indian population. The non-recognized
Indians, for our purposes, include individuals who are of Indian descent and who identify
themselves as Indians; these include the Native Indians of Maryland.

The Census figures for 1980 identify 8,021 American Indians, including Alaskan
Natives in Maryland; less than 1% of the state's population. The Census Bureau is
revising the Census questions for 1990 since a large percentage of the country's Indian
population was not identified in the 1980 Census. The Bureau agreed that the questions
regarding Indian descent were not clear and did not count American Indians of mixed
blood accurately or Indians belonging to more than one tribe (1). In addition, many
Indians living in Maryland count themselves in the Census on their reservations or in the
state where they are recognized thus assuring them when they return the benefits
provided by their federal or state status.

The Indians of Maryland, like Indians threughout the nation, have had to bear the
burden of forced assimilation. In order to preserve their identity and values, many
Indians have gone "underground". Discrimination and racism have played a role in
Maryland. Today as in the past, it has frequently been a stigma to identify one's self or
family a> an Indian. Although there has been a greater expression of "Indianness" in
Maryland recently, there are still Indians in the State who are fearful to identify
themselves as Indians and may not do so on the Census.
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The Commission on Indian Affairs, the State agency which serves as liaison
between the State and the American Indian Community, maintains that the Indian
population in Maryland is closer to 25,000 and seeking funds to conduct a study to as
ascertain a demographic and health profile of Maryland's Indian population. Thisis a far
larger number_ than the Census f.4ures, but this is borne out by other resources. For
instance, the Smithsonian Handbook of North American Indians estimated in 1970 that
there were approximately 7000 Piscataways residing in Charles, St. Mary's and Prince
George's Counties, and approximately 4000 !,umbees and Haliwas living in Baltimore
City. This is almost the total number identified in the Census, yet this represents only a
small segment of the entire Indian population. The numbers used in this paper are
Commission estimates unless specifically stated as Census numbers.

There is a great diversity among the Indians who reside in Maryland. The Indian
Commission estimates that there are over 200 tribes represented in the State. They are
composed of the recognized and non-recognized groups described above, and also
represent rura' and urban communities, reservation and non-reservation communities.
These groups speak several different languages, and practice diiferent lifestyles.

They include:

"l Piscataways - This is the largest Native Indian population in the State, most of
whom live in Prince George's County (e.g., Brandywine area) and Charles County
(Accokeek area). They number about 7000. Early Maryland history indicates
that they were referred to as "Wesorts" distinguishing themselves from the White
and Black populations. Anthropologists also referred to them as tri-racial -
isolates due to their blood mix with the White and Black populations. The
Piscataway however, continued to intermarry. Some of their features described
in early accounts included albinoism, deafness, eye lobes, and sickle cell disease.

2, Lumbees and Cherokees - The majority of American Indians in Baltimore are
from North Carolina. These include Lumbees and Cherokees who migrated
during the Second World War for jobs. The majority settled in clusters in Fells
Point. Baltimore is not necessarily considered "home" since they move between
North Carolina and Baltimore frequently. Many of them are in seasonal jobs, are
frequently unemployed, and have to move to other locations. This group
experiences high rates of unemployment (2). They have a difficult time adjusting
to the environment and exhibit low self-esteem due to a lack of cultural identity
in their environment. There are approximately 3,500 living in Baltimore.

3. Haliwas-Saponi - They also came from North Carolina for the same reasons as
the Lumbees. Most of them live in Baltimore and Montgomery County and, on
the whole, maintain steady, permanent employment. Their numbers are
uncertsin and may be about 500.

These are the largest groups in the State. In addition, there are other Native
Indians whose numbers may extend from two to 50 or more individuals who live on the
Eastern Shore, and include descendants of the Choptanks and Pocomokes.

Marylanders are not so familiar with tribes and bands who have come from the mid-
west and west and reside in many areas of Maryland. Many work for the federal
government or ..ational Indian organizations and live in Maryland. It is not known what
population figures they represent since many may not be counted in the Maryland Census.

Over half of the Native Americans lived in Baltimore City and its surrounding
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counties in 1980. Another one-third lived in Montgomery and Prince George's counties.
According to the 1930 Census, eleven subdivisions had Native Indians populations
numbering one hundred or more. These included Baltimore City (2078), Prince George's
County (1641), Montgomery County (936), Baltimore County (755), Anne Arundel County
(681) and Charles County (477).

The 1980 Census also indicated that Native American Indians were three times as
likely as Whites to poor and almost twice as likely to be unemployed. The media age was
26 and less than 4% of the population was over the age of 65. )

Health Problems, Needs and Concerns

Data is sorely lacking on the major health problems of this population in Maryland.
Although it is rarely enumerated or analyzed, mortality and natality data for Native
Americans is available through the Maryland Center for Health Statistics.

A major concern was found to be a lack of recognition of Native Indians by health
and social service institutions, and the broader community. For example, an American
Indian mother recently gave birth to an infant in an Prince George's County hospital and
requested taht the newborn's race be listed as Indian. The staff refused claiming that the
infant was not Indian because the parents did not look Indian. This attitude serves to
reinforce the prejudice and discrimination that Indians have known for hundreds of
years. Not only does it take away the individual's dignity, but it also discourages Indians
from seeking services that they may desperately need.

Indians are not likely to share information about themselves with non-Indians.
American Indians, on the whole are private individuals who prefer to resolve problems
within the family, extended family, or within the community. American Indians are less
likely to use a health/mental health facility if they have their own support systems. If
one does not exist, and this is often true for many Indians in the urban community, they
will use the available facility, once a crisis has occurred. The degree of adaptation
(acculturation) to the ncn-Indian world as opposed to the degree of maintenance of
traditional values determines how readily a person will seek help from an entity outside
the family and community.

Because of the poor relationship with the federal government, American Indians
remain suspicious of "government' and may be reluctant to identify themselves as Indians
or to provide information about their situation and needs. This lack of response can
prevent them, from receiving needed services, and information.

Some Native Americans will also have a tendendy to deny the existence of
roblems. This was one conclusion of a study by the Baltimore Indian Center in 1982
2). Residents denied the existence of substance abuse problems among their youth.
However, Center staff and other City agencies had noted an increase ir. both adolescent
substance abuse and the school drop-out rate. Indian residents who knew about the
Center's resources were also failing to use them. The resources include job training,
emergency shelter, and family and alcoholism counseling.

The Center is aware that is cannot provide for all the needs of the community.
Programs cannot be planned due to the availability of funds which must be sought
yearly. There is a limited number of Indian staff due to a scarcity of Indians with in the
health professions. Because of their workload the staff is not always able to see that
their clients receive or get to health/mental health resources which are located far
away. The Center would like to do more outreach.
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Indians in the Fells Point area, where.the population of Baltimore is largest, use the
following health facilities: Church Outpatient Hospital Clinic, John Hopkins, and Matilda
Colwell Clinic. These facilities offer a sliding scale fee. According to a counselor at the
American Indian Center, in may cases Indian families cannot afford to pay for their
health care and therefore do not receive treatment at all. Hypertension is a frequently
identified problems.

Previously, the federal Indian Health Service maintained a contract with one of the
health facilities. This was not so helpful .to the eligible Indian community as they could
only use the services up to six months after their arrival in the urban community.

The Baltimore Indian Center study may mirror the situation in Prince Georges
County where the next largest population is located; however, there is not an Indian
center there or elsewhere in the State that can identify and respond to the health/mental
health needs of the Indian population. In an informal discussion with a health nurse who
worked with the Piscataways, there is evidence that their diseases and their prevalence
bear some relationship to many of the death related diseases that affect Indians
nationally. These include heart defects, tuberculosis, and cirrhosis. Accidents are also
prevalent. Data is sorely needed to verify these causes and identify other causes of
disease and death among this population.

Most Indians now live off the reservation. Health/mental health services that
would be available to federally recognized Indians on reservations are not always
available to them off the reservation or are only availatle for six months after leaving
the reservation. This is particularly true in Maryland which has only one Indian Center
with limited services. Consequently, recognized Indians will use the same services as the
general public. The Native Indians of Maryland are neither federally or state recognized
and cannot take part in the health/mental health programs provided by the Bureau of
Indian Affairs (BIA) and Indian Health Service (IHS). They use the same services as the
general public.

_Given the fact that Indians are dispersed throughout the State and not easily
identified, gathering health/mental health data is difficult. There is a great deal of data
on Indians living on or near reservations. However, there is paucity of information on the
health of tie urban Indian.

Other Barriers

Health professionals are in agreement that health data is sketchy, often not
available and often not reliable when acquired. When an American Indian visits a clinic
for service, he/she many not be identified as Indian, for most application forms do not
request this information. If race/national origin/ethnicity data is requested on a form, it
is often limited to "white", "black" "other". Appiication forms such as those used by
some alcohol and substance abuse clinics which make an effort to seek out this kind of
information may include Aleuts and Alaskan Natives as well. In other instances, the
nurse, intake worker, therapist, etc., may {ill in race, nationality or ethnicity by asking
the patient or client or by looking at the individual and using their own judgement. The
Indian population claims that the latter means of identification is more frequent and it is
widely criticized in the community since the judgement is always an incorrect one.
There are special health needs of diverse populations; therefore it is important to know_
the background of the patient ¢z client as it could be helpful in diagnosing problems.

American Indians are not always easily recognizable. Physical identification is
unreliable as Indians in Maryland do not possess any particular physical features which
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distinguish them from the general population. Some may "look" Indian; others may not,
but one's stereotype of an Indian should not be the basis with which to ascertain their
racial/ethnic background. Anthropologists state that Maryland's Native Indian population
is the most acculturated of all Indians due to an early history of inter-marriage.
Consequently, there are no visible physical or cultural characteristics that may
distinguish them from others, such as language, dress and behavior.

Recently, in the Washington Post Health Section, it was stated by a Hispanic leader
that "more complete health and demographic data could be found on Native American
Indians...than on Hispanics". This statement was based on the federal government first
report on Black and Minority Health. The Bureau of Indian Affairs (BIA) and the Indian
Health Service (IHS) provide services to federally recognized Indians who live on or near
reservation land and the latter providss health clinics in urban areas to federally and
state recognized Indians. Data on these populations is easily available given the defined
boundaries BIA and IHS serve and the specific individuals eligible for service. But this
statement is not correcty when one considers the urban Indian.

Commission on Indian Affairs Recommcndations

It is evident that little and scattered data is available on the health needs and
access to health needs and access to health of the Indians of Maryland. It is
recommended that: .

1. A study and data collection on the health/mental health needs and access to health of
the Indians of Maryland be conducted and that this information be used to plan and
provide health services to the American Indian population.

2. Culturally sensitive training programs be conducted for health professionals which
would include learning about specific cultural values and behaviors of the
contemporary Indian population.

3. Efforts be made to increase the number of Native American health professionals in
Maryland. There are only a handful of qualified Indians in these professions.

4. Efforts be made to present mental health issues to the American Indian community in
a positive, non-threatening and helping manner.

5. Indian organizations be assisted in atiempting to help the Indian population utilize
non-Indian health resources.

6. Indian organizations be assisted ir obtaining funds to provide health/mental health
programs to the Indian population.
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APPENDIX D

THE MAJOR HEALTH PROBLEMS OF REFUGEES IN MARYLAND

Introduction

This report was prepared by Ms. Jeannette Rose of the Maryland Department of
Health and Mental Hygiene's Office of Refugee Health at the request of the Maryland
Governor's Commission on Black and Minority Health, The report details selected health
and demographic characteristics of refugees in Maryland. The term Refugee is one of
political assignment and is reserved for those individuals in peril who flee their countries
because of political or religious persecution. Refugees enter this country with some
expectation of assistance in language training, social services, or health care.

The magnitude of refugee immigration in the years 1975 through 1977 was never
appreciated formally. Arrivals were completely unanticipated, and programs to meet
their needs waere instituted on an ad hoc basis. Approximately 80% of these 2,500
refugees were Vietnamese who settled predominately in Baltimore City, Baltimore,
Howard, Montgomery, and Prince George's counties. The unique feature of this first
group was that they were healthier. Most had ties to the military presence in Vietnam,
and they did not suffer the indignities of camp life. They were more educationally
endowed representing the "cream” of their society. Medical care was a part of their
repertoire.

Data on refugee immigration between 1977 and 1979 are inexact. A dramatic
influx of refugee immigration began between 1978 and 1979. The estimated refugee
immigration was 3,500 and included three ethnic groups: Vietnamese, Cambodians and
Laotians. Seven areas experienced the initial impact of this immigration - Baltimore
City, Baltimnore, Anne Arundel, Howard, Montgomery, Prince George's and Worcester
counties. The second wave of refugee immigration occured from January, 1979 to
December, 1980. Over 7,000 new refugees settled in these seven counties. Between
1981 and 1986 data on the numbers of refugees entering Maryland became more precise.

Southeast Asian Refugee Immigration, 1981 - 1986

Anne Arundel 94
Baltimore County 175
Baltimore City 299
Carroll 127
Cecil 2
Charles 6
Dorchester 8
Frederick 14
Garrett 14
Harford 26
Howard 133
Kent 4
Montgomery 2268
Fiince George's 2928
St. Mary's 10
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Somerset 4
Talbot 19
Washington 35
Wicomico 21
- Worcester 86
Total 6273

Health Problems, Needs and Concerns of Southeast Asian Refugees

Southeast Asian refugees are predominately the working poor, uninsured or
underinsured. Most are working in entry level jobs and receive health care on an episodic
and erratic basis. Refugees tend to cluster together in overcrowded housing units.

The Cambodian population stands stark in its need for health care. Most have
never seen a physician or had the benefit of medical care priof to immigration. When
Cambodia fell, the population was rounded up to identify those "intellectuals" who were
thought to present problems for the new regime. This included all those who had
attended school above a sixth grade level and ALL THOSE WHO WORE GLASSES.
Wearing glasses indicated a desire to read which translated into an "intellectual". All of
those in the former group were put to death. The Cambodians who eventually found
refuge here were herded in overseas' camps for long periods of time, were subject to
crowded, unsanitary conditions, preyed upon by marauding bands, raped physically by
guards and psychologically by camp life.

Some identified health problems and needs of the Southeaset Asian population
include:

e Low height/weight ratios in children

e Parasitism - Appro'ximately 70% exhibit parasitism upon immigration.

e Tuberculosis - Approximately 58% are infected with tuberculosis organisms.
e Approximately 69% of this group needs dental care.

e Approximately 30% of refugees have HBsAG markers.

e Hypertension is a frequent problem. A cultural disposition for highly salted food
makes dietary control difficult.

e Family planning programs are utilized poorly. Teen pregancies are increasing.

e Some malnutrition and suboptimal nutrition exists in mothers, infants, and
children. Incomes are inadequate. Transportation to ethnic food markets is
limited. '

Mental Health Problems

State and local program personnel report very little overt mental illness in this
population. However, common sense suggests that there must be mental health problems

throughout the refugee community. Brutal uprooting and separation from culture,

.
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country, and family are the seeds ‘of mental health problems. Refugees remain
apprehensive for long periods after they reach sanctuary in the State. Many suffer from
survivor guilt. Many have been victims or witnesses to physical and psychological
torture. The presence of a cultural taboo against verbalizing mental health symptoms,
and the accompanying family shame compounds the existing problem.

Most of the following identified mental health problems are anecdotal. They
include experimentation with alcohol, antisocial behavior, anxiety, depression, and
intragenerational conflict,

Barriers to the Receipt of Health Care Services
¢ Inadequate transportation to health facilities
e Inadequate numbers of translators,. «terpreters .
e Reductions in federal funding for refugee screening and follow-up

¢ Inadequate (nonexistent) State and local funding for refugee services

e Few mental health professionals with cross-cultural training

Office of Refugee Health Recommendations
o Increase federal funding for translators
¢ Increase local fundi-ng for translators, particularly in Prince George's County
e Increase the availability of rental housing and transportation services

e DPromote the availability of culturally sensitive health care services
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. APPENDIXE

THE MAJOR HEALTH PROBLEMS OF MIGRANT FARM WORKERS IN MARYLAND

Introduction

This report was prepared by Patricia Fields of the Governor's Corrmission cn
Migratory and Seasonal Farm Labor at the request of the Governor's Commission on
Black and Minority Health. It presents 2 demographic and health status profile of
mig-ant workers in Maryland. There are an estimated 5,000 migrant farm workers in

Maryland.
Demographic Profile
Racial Composition Percent
Hispanic T 40%
Haitian 33%
Black 24%
Other 3%
Geographic Distribution Percent
) Lower Eastern Shore 37%
Upper Eastern Shore 32%

Western Maryland 24%
Other (Charles, P.G., .

Balto., Harford & Carroll

Counties) 6%

Major Health Problems, Concerns, and Needs

Wel! child care/immunizations

Hypertension

Iron deficiency anemia-

Otitis media

Sexually transmitted diseases

Substance abuse and mental health problems
Maternity and family planning

Lack of primary care services in some subdivisions

Barriers to the Receipt of Health Services

. ¢ Limited formal education
¢ Conflict of cultural beliefs with traditional Western medical practice
e Language barriers
. e 1inability or unwillingness on part of local providers to accept new patients or
. patients who are unable to pay
Q e Long waiting lists for appointments at local providers

‘ e 20w




e Inaccesibility of local services -limited weekend a.nd/ or evening hours
Commission on Migratory- and Seasona! Farm Labor Recommendations .

e Provide funds and resources to address health care needs - translators,
transportation, dental care, health care, hospitalization

Provide increased health education programs

Provide additional adult basic education and English as a second language classes
Improve the coordination of local, state and private health care services

Improve the Medical Assistance-process for obtaining Medical Assistance cards
Develop a substance abuse/mental health program -
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