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Dear Community Leader:

In the fall of 2003, the Center for Reducing Health Disparities, a collaboration between
MetroHealth Center and Case Western Reserve University, and the Greater Cleveland
Roundtable, (now the Roundtable Community Council), a program of the Greater Cleveland
Partnership, began discussions about hosting a series of events to raise awareness about and
develop solutions for the longstanding challenge of health disparities affecting Northeast
Ohio. It quickly became apparent that such an important effort would require the support
and cooperation of a broad range of community partners. In addition, we decided that the
effort would be best served by a year-long series of programs, hosted at different locations,
with national and local thought leaders addressing the range of issues related to this
complicated health care issue.

We were heartened by the response we received from key stakeholders in the
community. A list of our contributors is set forth in the appendix to this report. However,
we owe special thanks to the Center for Community Solutions, and George Weiner in
particular, for the research they have conducted in this area over the last several years and
for the specific support they provided in completing this report. In addition, the City Club of
Cleveland provided special accommodations to make our program series more accessible to
a broad audience, as did our media partner Adelphia. Most significantly, however, the entire
series was made possible by generous support we received by two of the region’s leading
health-focused foundations, The Mt. Sinai Health Care Foundation, and the Saint Luke’s
Foundation.

What follows is a synthesis of the data and information and perspectives gathered
from the lecture series and several community forums, as well as new research that has been
conducted over the last several years. This report also contains recommendations of local
healthcare and community leaders aimed at creating a broad-based strategy to attack this
problem.

We hope that, as you read this report, you will find the basis — whether economic,
academic, or ethical — to embrace this issue as a high community priority, and that your
organization will take upon itself a meaningful role in our call to action to eliminate health
disparities in Northeast Ohio.

Sincerely yours,

M% 2 loanris

Ashwini Sehgal, M.D. Danny R.4illiams, Esq.

Director, Executive Director,

Center for Reducing Health Disparities Roundtable Community Council

A Collaboration between MetroHealth Center Senior Vice President & General Counsel

and Case Western Reserve University Greater Cleveland Partnership
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Executiv

rescriptions for Change: Eliminating Health Disparities in
ortheast Obio reflects the vision, enthusiasm and dedication
of our region’s community, government and philanthropic lead-
ers, health care professionals, policy makers and educators in pursuing
the elimination of health disparities in Northeast Ohio.

The Prescriptions for Change initiative was developed and im-
plemented with generous funding and support from The Mt. Sinai
Health Care Foundation, the Saint Luke’s Foundation and others. In
October 2004, the Roundtable Community Council, a program of the
Greater Cleveland Partnership, and the Center for Reducing Health
Disparities, a collaboration between The MetroHealth System and
Case Western Reserve University, facilitated a lecture series as part of
an effort to raise awareness about the causes of health disparities, pro-
vide examples of model interventions, identify funding opportunities
to support innovative programs, and serve as a forum for regional col-
laboration. In addition to speakers of national prominence, many of
the programs featured local experts and advocates who discussed health
disparity issues unique to Greater Cleveland.

Lecturers and participants emphasized the need for community-
focused interventions that achieve measurable reductions in health dis-
parities. There was also a general appreciation that meaningful progress
would require sustained, collaborative effort and consensus around
goals and strategies.
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ELIMINATING HEALTH DISPARITIES IN NORTHEAST OHIO

SUMMARY

This publication offers insight into the nature and extent of dis-
parities in the Greater Cleveland area and describes economic and ethi-
cal reasons for expeditiously eliminating the injustice of health dispari-
ties. The publication outlines the causes of disparities, both nationally
and in our region — personal and behavioral variables, lack of cultural
competence, a disproportionately low number of minority health care
professionals, financial barriers, lack of a “medical home,” provider bias
and inadequate access to quality health care. Insight into the effective
use of health information technologies, which can help regional health
care providers and health insurance companies identify factors that
contribute to disparities in Northeast Ohio, is also provided.

Prescriptions for Change includes examples of ongoing regional
efforts to eliminate disparities that can be expanded and replicated and
provides recommendations for accelerating efforts to eliminate health
disparities in Northeast Ohio. The recommendations are provided
in sections, targeted to health care providers, researchers, insurance
providers, local elected officials, grant makers and funders, secondary
schools, colleges and universities, community organizations and re-
gional business leaders.

. in too many areas, our nation is still two nations, divided when it comes to
health. Simply put: America suffers from racial and ethnic disparities in health.”

Vice Admiral Richard H. Carmona , United States Surgeon General
U.S. Department of Health and Human Services
Remarks prepared for 2004 National Medical Association conference, San Diego, August 2, 2004







BACKGROUND

ILE living in the shadows of some of the world’s most renowned
health care institutions, minorities in the Greater Cleveland area
experience consistently higher morbidity and mortality rates than non-

minorities. In December 2003, the Federation for Community Planning (now
known as the Center for Community Solutions) and United Way Services issued a
landmark report, Social Indicators 2003: Community Health, as part of a series that
depicts social, economic, housing, safety and health conditions in Northeast Ohio.'

STRIKING FINDINGS RELATED TO
HEALTH DISPARITIES INCLUDE:

@ The average age-adjusted death rate for African-Americans in Northeast Ohio
was 20 percent higher than that of whites.

@ Heart disease accounted for about one-third of all deaths in the region. The
heart disease death rate was higher for African-Americans than whites, with
331 deaths per 100,000 for African-Americans versus 289 deaths per 100,000

for whites.

@ The cancer death rate in Northeast Ohio was higher than the national
average. The cancer death rate was higher for African-Americans than whites,
with 266 deaths per 100,000 for African-Americans versus 211 deaths per
100,000 for whites.

@ In Northeast Ohio, the death rate from stroke was higher for African-
Americans than for whites. The death rate from stroke for African-Americans
was 66 deaths per 100,000 for African-Americans versus 57 per 100,000 for

whites.

@ In Cuyahoga County, more than a quarter of African-American mothers
received inadequate prenatal care — almost two-and-a-half times the rate for
white mothers.

@ Over 17 percent of African-American mothers in the region gave birth
prematurely, compared to ten percent of white mothers.

@ The infant mortality rate among babies born to African-American mothers in
the region was more than two-and-a-half times that for white mothers.



A report released in June 2005, Cuyahoga Coun-
tys Uninsured Adults and the Problems They Face,?
prepared by the Center for Community Solutions
in cooperation with the Ohio Department of Job
and Family Services, presented these additional dis-
turbing findings:
® Minority children and adults in Cuyahoga

County were more than twice as likely to lack

health insurance as whites. Nearly a quarter of

African-Americans in Cuyahoga County had no

health insurance, compared to just over one in

ten whites.

# Hispanic adults were more likely to lack
insurance than their non-Hispanic counterparts.
About one in six Hispanic adults in Cuyahoga
County lacked health insurance, compared to

just over one in 10 non-Hispanic whites.

Low birth weight, a precursor of later health
problems, provides further evidence of the exis-

tence of health disparities

In addition, as of June 30, 2005, 2,294 Cleve-
land residents were reported as living with HIV or
AIDS, a prevalence rate of 479.5 per 100,000 resi-
dents. This is 3.6 times the rate in Ohio (as of June
30, 2004). Prevalence rates of Cleveland Hispan-
ics living with HIV/AIDS were the highest among
Cleveland residents (869.6 cases per 100,000 His-
panic residents), followed by Black/non-Hispanic
(567.7 per 100,000) and White non-Hispanic
Clevelanders (302.2 per 100,000).°

Although Cleveland-specific data are not avail-
able, it is important to note that African-Americans
and Hispanics in Ohio are significantly more likely
than whites to be overweight or obese — which can
be a contributing factor to the development of
many chronic health conditions. While just over
one in five (20.6 percent) white adults® in Ohio
were reported as obese,” 29.6 percent of African-
American and 25.1 percent of Hispanic adults are
obese.® Data for children’ in Ohio show that 29.5
percent of white children

among Cleveland’s poor
and minority popula-
tions. In 2002, the av-
erage rate for low birth
weight babies in the City
of Cleveland was 121.2
per 1,000 live births,

“Eliminating health disparities in Cleveland
will require us to address not only what
happens in health care settings, but also the
root causes of health disparities, including
poverty, segregation, and racism.”

were overweight, while
40.7 percent of African-
American and 39.6 per-
cent of Hispanic children
were overweight. In ad-

Achwin Schgal, M diti0N, overweight and

Director, Center for Reducing Health Disparities H : TN IQ oo
Case Western Reserve University and MetroHealth Medical Center ObeSIty n Oth 1S S1g

as compared to 99.2
per 1,000 live births in
Cuyahoga County overall.”> However, in the ten
Cleveland wards with the highest rates of low birth
weight, the average rate was 146.4 per 1,000 live
births. These neighborhoods are also among those
with the highest poverty rates in Cleveland, and
they have an average African-American population
of 78.8 percent.*

nificantly more prevalent
among those with family
incomes below 100 percent of poverty.'

Based on 2001 data, Cleveland has also been
found to have the highest rate of lead poisoning
among tested children in the United States.'' High
poverty rates, which reduce the ability to under-
take preventative maintenance, including lead paint
abatement, tend to correlate with high lead poison-

ing rates.
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REGIONAL RESPONSE

N response to these and other findings about the magnitude of health dispar-

ities in Northeast Ohio, the Roundtable Community Council,'* a program

of the Greater Cleveland Partnership (GCP)," and the Center for Reducing
Health Disparities,'*a partnership between Case Western Reserve University and
MetroHealth Medical Center, facilitated a lecture series to accelerate efforts to
reduce, and eventually eliminate, regional health disparities. The series was fund-
ed by The Mt. Sinai Health Care Foundation and the Saint Luke’s Foundation.

Invaluable in-kind services and support were also provided by the City Club of
Cleveland and Adelphia Cable.

The series of seven lectures, held from October 2004 through August 2005, ad-
dressed a wide spectrum of individual and systemic issues contributing to dispar-
ities in health status and health care access for minority populations in Northeast
Ohio. The series consisted of the following presentations (see Appendix Section
A for a list of presenters):

@ Unequal Health Outcomes: National Challenges and Progress Toward
Reducing Health Disparities

@ The Color Line: Why Race Matters in the Elimination of Health
Disparities

# Identifying Barriers: Access and Quality Issues that Contribute to Health
Disparities

@ The Impact of the Rising Complexity of Health Care and Self Care on
Challenged Consumers

@ The Economic Cost of Health Disparities

@ Responding to Cultural Differences: New Approaches for Multicultural
Health Care

# Remedies for Change: Developing Effective Strategies to Eliminate
Disparities

“The City of Cleveland is committed to providing health information, resources and direct
care services to all of our residents. We must work even harder to eliminate health disparities

in Cleveland.”

Matt Carroll
Interim Director, Department of Public Health, City of Cleveland
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The audience consisted of health care providers,
researchers, representatives of a variety of commu-
nity organizations, government agencies, the busi-
ness community, the general public and the media.
The lectures were presented to: (1) raise regional
awareness of the significance and fundamental
causes of health disparities; (2) provide examples of
successful interventions for reducing disparities; (3)
provide a forum for health care stakeholders to col-
laborate on concepts for developing regional, inter-
disciplinary strategies; and (4) provide insight into
grant and other funding opportunities that may

support initiatives to alleviate health disparities."
Lectures were led by national experts on health,
health care, economics and disparities. Many ses-
sions also featured local experts and advocates who
discussed health disparity issues unique to Greater
Cleveland and identified resources for developing
solutions. Together, these dedicated profession-
als provided information about the social, policy
and individual factors that contribute to disparate
health outcomes at the national and regional level
and discussed the economic and social consequenc-

es of failing to address these inequities.

“The lecture series emphasized the need for a level of community
and financial support commensurate with the magnitude of the
long-standing challenge of health disparities. Closing the gap in
health outcomes experienced by our region’s poor and minority
citizens must include supporting health promotion and disease
prevention activities beginning with very young children and
extending into adulthood. Focusing on innovative solutions must
continue to be a key priority for all funders interested in the
health and economic well-being of our community.”

Mitchell Balk, President, The Mt. Sinai Health Care Foundation
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WHY ADDRESS HEALTH DISPARITIES?

HE Prescriptions for Change initiative fo-

cused on a multitude of economic, legal

and ethical reasons for addressing health
disparities at the community level. The need for
community-focused interventions that achieve real,
measurable reductions in health disparities was em-
phasized throughout the lecture series.

Prescriptions for Change investigated and dis-
cussed economic issues related to regional health
disparities. For example, many Greater Cleveland
employers are seeking short-term financial relief
from rising health insurance costs by eliminating
benefits for their workers or reducing insurance
subsidies. While this may help increase profits in
the short run, the practice is having a significant
impact on minority employees who hold a dispro-
portionate share of low-wage, low-benefit jobs in
Northeast Ohio. While limiting access to malprac-
tice remedies (tort reform) may stem the out-migra-
tion of some medical specialists, it may not signifi-
cantly reduce health insurance costs for employers
or their workers. The Congressional Budget Office
has reported that malpractice accounts for less than
two percent of health care spending.'®

While many studies have addressed the over-
all cost to society of various medical conditions,
analysis of the economic impact of the “health gap”
between minority and non-minority populations
has only recently begun. At the national level, the
cost of the diabetes, hypertension and HIV/AIDS
health gap of African-Americans and Hispanics
compared to whites was estimated at $35.8 billion
in 2002." Almost two-thirds of this amount was
for direct medical expenditures (e.g., physician vis-
its, medication and hospitalization), while the re-
maining costs were the result of lost productivity.

Minorities in Greater Cleveland may be dispro-

portionate contributors to rising health care costs
associated with obesity, which can be a contributing
factor to the development of many chronic health
conditions. Research has shown that nationally, Af-
rican-American and Hispanic women had obesity
rates of 49.6 percent and 38.9 percent, respectively,
compared to white women at 31.3 percent in 2002.
Higher incidences of obesity correspond to higher
rates of diabetes and hypertension.'® Considering
the overall rise in the prevalence of obesity between
1987 and 2002, and associated health care costs for
treating obese versus non-obese individuals, costs
may have risen as much as 27 percent due to obe-
sity-related health factors.”

Higher rates of diabetes and hypertension that
result from obesity could have a significant long-
term economic impact on Northeast Ohio’s econo-
my. The New York Times, in a January 2006 article®
detailing the social and economic toll of diabetes,
noted:

The Caro Research Institute, a consulting firm
that evaluates the burden of diseases, estimates
that a diabetic without complications will incur
medical costs of $1,600 a year — unpleasant, but
not especially punishing. But the price tag ratchets
up quickly as related ailments set in: and average
$30,400 for a heart attack or amputation, $40,200
for a stroke, $37,000 for end-stage kidney disease.

“The health gap between minorities and
non-minorities is having a profound impact
on our region’s economic competitiveness.
Employer health insurance costs and lost
productivity due to illness can be reduced
significantly by eliminating disparities.”

Danny R. Williams
Senior Vice President & General Counsel, Greater Cleveland Partnership
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In addition, when more individuals become
disabled by these diseases and draw disability ben-
efits, the costs of these benefits must be absorbed or
passed on to consumers, thus reducing profits and

impeding competitiveness.

Finally, the ethical impropriety of health dispari-

ties should also be recognized. Health disparities

matter ethically because they reduce the prospects

for a good life for a large segment of our region’s

population.”!
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UNDERSTANDING HEALTH DISPARITIES

LTHOUGH policy makers, researchers, health care professionals, educa-

tors, government officials, community leaders and others have become

increasingly aware of the implications of health disparities,** different

definitions have been developed to describe the situation. Two of the more widely

recognized definitions are shown in the box on Page 8. While they differ some-

what in their scope and focus, zogether they provided the framework for the Pre-

scriptions for Change initiative’s key areas of focus. These and other definitions

helped shape the initiative’s agenda for: raising awareness of the regional causes of

health disparities; seeking replicable examples of successful interventions; facili-

tating collaboration to identify regional strategies; and identifying funding

opportunities to help to alleviate regional health disparities.

CAUSES OF HEALTH D1SPARITIES
OVERVIEW

Examples of health disparities, or inequitable health
treatment or outcomes, have been documented
dating back to our nation’s founding. At that time,
enslaved women were used as subjects for various
medical procedures.”® African-American soldiers
were also used in studies devised to investigate their
supposed inferiority.** The Tuskegee syphilis experi-
ment, supported by the U.S. Public Health Services
and conducted from 1932 to 1972, provided peni-
cillin for white men who had contracted syphilis.
African-American men were neither treated nor
informed of the availability of the treatment. In ad-
dition, a variety of disparities result from cultural or
personal behavioral patterns that put individuals at

greater risk of negative health outcomes.

While health disparities are the result of many
factors, ethnic and minority populations demon-
strate patterns of disease occurrence, health care
utilization and mortality that differ from the major-
ity population. Social and cultural influences due
to historical, political, environmental, hereditary
and economic factors shape many of these differ-
ences.” One of the major predisposing factors con-
tributing to health disparities is a lack of access to
quality health care. Poverty is the leading cause of
lack of health insurance for minorities.? However,
even with more affluent African-Americans who
have health insurance, health disparities persist.”
Other contributing factors may include racial bias
of health care providers, a lack of “cultural com-
petency” on the part of health care providers and
minority patients, poor communication, a lack of
health literacy and a history of distrust of the health
care establishment by minorities.

ErimiNnaTING HEALTH DisrarITIES IN NORTHEAST OHIO 7



Health Disparities are...

“...differences that occur by gender, race or eth-
nicity, education or income, disability, living in ru-
ral localities or sexual orientation.” /Department of

Health and Human Services: Healthy People 2010]

“...differences in the incidence, prevalence, mor-
tality, and burden of diseases and other adverse
health conditions that exist among specific popu-
lation groups in the United States.” /[U.S. Depart-
ment of Health and Human Services: National
Institutes of Health]

One way to understand the nature of and reasons
for health disparities is to categorize them into two
groups — “upstream” and “downstream” factors. Up-
stream factors focus on forces affecting the health of
individuals before they enter the health care system.
They include broader socioeconomic contributors
to poor health outcomes, such as poverty, safety,
housing, environmental conditions, education and
lifestyle choices.

Downstream factors focus on forces affecting
individuals once they enter the health care system,
such as access to quality care, insurance coverage,
language barriers, cultural preferences, health lit-
eracy and diversity in the health care workforce.
Downstream factors generally occur on three lev-
els: (1) the institutional level; (2) the patient level;
and (3) the physician level.?® While disparities at
the institutional level have been studied the least, it
is clear that the current structure of today’s health
care system is complex and challenging to navi-
gate. Facilities and services can be difficult to access
without adequate transportation, insurance, educa-
tion, a good command of the English language and
a private physician.

At the patient level, minorities have been shown
to delay seeking care and, in some cases, to refuse
medical treatment and recommendations.” Patient-

level factors include language and literacy barriers,

cultural beliefs and mistrust of the medical system.

At the physician level, personal prejudices and
other bias decreases cultural competency and influ-
ences the therapeutic relationship and medical deci-
sions. Studies have documented that white patients
are more likely to be offered and receive “standard
of care” cardiac procedures than minority patients,
even when the clinical scenario is identical.*® Re-
search has shown that developing computerized
quality indicators and auditing protocols may be
useful for improving consistency among popula-
tion groups in the delivery of health care.’' Further-
more, developing and deploying health information
technologies (HITs) can help physicians and other
health care providers determine when and where
disparities occur.’? Additionally, studies related to
physician-patient communication have reported
that minority patients are more satisfied with their
visit and more likely to participate in their care if
they are seeing a physician of the same race.*

A summary of selected studies on key causes and
mechanisms for health disparities is provided in
the next section. The studies, which are the result
of growing national awareness of health disparities,
provided valuable information about the serious-
ness of health disparities and helped describe spe-
cific disparities from a national perspective.

The following discussion focuses on the key fac-
tors identified through Prescriptions for Change that

“Eliminating racial and ethnic disparities
in health will require enhanced efforts

at preventing disease, promoting health,
and delivering appropriate care. It will
also require new knowledge about the
determinants of disease, causes of health
disparities, and effective interventions for

prevention and treatment.”

George Weiner, Ph.D.
Acting Director, Center for Health Equity, Cleveland State University
Biomedical and Health Institute Center for Health Equity
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appear to contribute the most to health disparities
in Northeast Ohio. These include: (1) personal and
behavioral variables; (2) lack of cultural compe-
tence; (3) an inadequate number of minority health
care professionals; (4) financial barriers such as a
lack of insurance and low income; and (5) struc-
tural barriers, such as the lack of a “medical home.”
The effective use of health information technolo-
gies, which can help regional health care providers
and health insurance companies identify factors
that contribute to disparities in Northeast Ohio,

is discussed further in a subsequent section of this
publication.

SELECTED STUDIES ON
Key CAUSES AND MECHANISMS

More than 26 years ago, the Surgeon General
released a report on health promotion and disease
prevention.* The publication, which focused on
risk areas for morbidity and mortality in the general
population, briefly described socioeconomic factors
as potential obstacles to improving the health of all
Americans. The document helped shape future fed-
eral public health agendas, including the U.S. De-
partment of Health and Human Services’ Healthy
People 2000 and Healthy People 2010 initiatives.
Healthy People 2010, an initiative of the U.S.
Department of Health and Human Services’
(HHS) Office of Disease Prevention and Health
Promotion, serves as a foundation for identifying
and addressing health disparities. Healthy People
2010 centers around a statement of national health
objectives designed to identify the most significant
preventable threats to health. It also facilitated the
establishment of national goals to reduce these
threats. Two primary goals of Healthy People 2010

are to: (1) improve health, life expectancy and

Matt Caroll, interim director, City of Cleveland Depart-
ment of Public Health, particpates in the Q&A portion of
the program on the economic costs of health disparities.

quality of life for all individuals; and (2) eliminate
health disparities. The “Leading Health Indicators”
established by Healthy People 2010 are being used
to measure the health of the nation throughout the
first decade of the 21* century. The indicators are:
physical activity; overweight and obesity; tobacco
use; substance abuse; responsible sexual behavior;
mental health; injury and violence; environmental
quality; immunization; and access to health care.

In 1985, the U.S. Department of Health and
Human Services published the first comprehensive
national study focusing on minority health. The re-
port documented health disparities across race and
socioeconomic status and resulted in the establish-
ment of HHS Office of Minority Health Resource
Center.”” The Center continues to provide valuable
information about health disparities by collecting
and distributing information on a wide variety of
health topics, including substance abuse, cancer,
heart disease, violence, diabetes, HIV/AIDS and
infant mortality. The Center is particularly helpful
in understanding disparities at the local level by of-
fering customized database searches, publications,
mailing lists, and referrals regarding various popula-
tion groups.

In 1998, researchers found that African-Ameri-
cans, women and the poor were less likely to com-
plete steps in the kidney transplant process than

were whites, men and non-poor individuals.*
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A report released in 1999 indicated that the rate of
surgery for African-Americans diagnosed early with
non-small-cell lung cancer was 12.7 percentage
points lower than for whites and their five-year sur-
vival rate was lower than for whites.?’

The following year, researchers conducted a
study to determine if African-Americans were less
likely to undergo lung cancer surgery.*® Research-
ers found that culturally sensitive training and out-
reach education may help address lung cancer sur-
gical intervention and survival disparities.

In 2003, the Institute of Medicine released find-
ings related to health care inequalities.”” The report,
which states that minorities tend to receive lower
quality health care compared to whites, cites cul-
tural, linguistic and geographic barriers along with
biases and the lack of workforce diversity as barriers
to quality health care for minorities. The same year,
Physicians for Human Rights released a publication
about health care and the clinical experience.” The
authors point out that health disparities are perva-
sive across various diseases. The document includes
an annotated bibliography of studies on racial and
ethnic health care disparities and their causes.

Also in 2003, an examination of the impact of
quality improvement efforts on race and sex dis-
parities in hemodialysis patients found that by
targeting key barriers in the system of appropriate
care, the gap between African-American and white
patients decreased substantially; suggesting that im-

provements in monitoring patient outcomes, feed-
back of performance data and education of clini-
cians at dialysis centers may reduce disparities.*!

A 2004 study of diagnostic cardiac catheteriza-
tion found that African-Americans were less likely
than whites to receive some standard medical inter-
ventions and that African-Americans had a higher
death rate than whites one year after a myocardial
infarction (heart attack).* The author suggests that
fewer preventative health measures, among other
factors, contribute to this outcome.

A report released in 2005 described project
REACH (Racial and Ethnic Approaches to Com-
munity Health) which operated in Detroit.*
REACH explored the effects of a community-
based, patient-tailored diabetes lifestyle interven-
tion on risk factors for diabetes. Findings suggest
that this type of intervention, delivered by com-
munity participants, reduced risk factors associated
with disease complications. The intervention is
significant at the community level because it used
educational materials targeted specifically toward
African-Americans and Hispanics. Trained commu-
nity residents, rather than health professionals, ad-
ministered the intervention. African-American and
Hispanic adults with serious impediments to health
who lived in an urban area were included in the
intervention. REACH brought about statistically
significant improvements in post-intervention di-
etary knowledge and behaviors and physical activity
knowledge.

“Disparities are often rooted in the poverty people grow up with, the
unavailability of an adequate formal education, the diminished hope
for a better future, and the lack of choices that are available to the

more affluent in our community.”

Earl Pike, Executive Director

AIDS Taskforce of Greater Cleveland

10
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NEew HIV bpiacNnoses 1N THE U. S.
BY RACE OR ETHNICITY IN 2003

African-
American
White 50%

32%

Hispanic
15%
Asian/Pacific Islander <1%
American Indian/Alaskan Native <1%
Number = 32,048

Note: Based on data from 33 areas wtih long-term, confidential name-based HIV reporting.
Includes persons of unknown race or multiple races. Source: Centers for Disease Control 2003

PERSONAL AND
BEHAVIORAL VARIABLES

Personal and behavioral variables associated with
“choice” and “risk” have a significant impact on
health disparities. Both “choice” and “risk” are sub-
jective and volatile concepts and failure to recognize
their multi-layered meanings and expressions can
undermine health promotion and health care ef-
forts.

For example, a major factor associated with
“choice” and “risk,” Human Immunodeficiency Vi-
rus (HIV) infection and its late-stage manifestation,
acquired immune deficiency syndrome (AIDS),
form one of the most devastating global infec-
tion disease pandemics in history. While African-
Americans make up about 12 percent of the U.S.
population, they accounted for 50 percent of the
new HIV cases diagnosed in the United States in
2003.“ AIDS is the leading cause of death among
African-American women 25 to 34 and African-
American men 35 to 44.® Although Hispanics
make up only about 14 percent of the population

of the United States and Puerto Rico, they account

for 18 percent — almost 164,000 — of the more than
886,500 AIDS cases diagnosed since the beginning

of the epidemic.* ¥

African-Americans also suffer disproportion-
ately from many chronic and preventable diseases
associated with smoking.*® Compared to white
Americans, African-Americans are at increased risk
for many lung conditions primarily caused or wors-
ened by tobacco smoking.” Conditions include
lung cancer, asthma, occupational lung disease, and
acute lung infections. Furthermore, in 2002, 27.1
percent of non-Hispanic African-American men
smoked compared to 25.5 percent of non-Hispanic
white men.”

The lack of choice, for some low-income indi-
viduals can also result in health disparities. Those
who live in more affluent neighborhoods may have
easier access to fresh, nutritious, reasonably priced
food than those who live in economically depressed
neighborhoods. Furthermore, inner-city public
housing and low-income residents are often sur-
rounded by “fast-food” establishments that offer
limited healthy food options.

Lack of nutritional awareness and options for
nutritious food, along with other environmental
and behavioral factors, contribute to a dispro-
portionate obesity burden for some underserved
and underrepresented populations. For example,
African-American women have the highest rates
of overweight and obesity and, as such, have sub

stantial morbidity and mortality from diabetes,
hypertension and cardiovascular disease.’ The
disproportionate obesity burden among African-
American and poor women is well-documented;
weight management has been particularly challeng-
ing in these high-risk population groups. A recent
study that examined the weight-loss experiences

of obese women reported that African-American
obese women identified particular cultural factors
such as cultural settings (e.g., church), food types,
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and beliefs about food which complicates successful
weight management.” Although the low-income
women in the study wanted to lose weight, they be-
lieved that affordability limited their weight man-
agement efforts. Furthermore, African-American
obese women in the study identified food charac-
teristics such as taste, texture and choice and critical
components of their ideal weight loss method.

In the May 2005 Prescriptions for Change pro-
gram, Emory University professor Kenneth E.
Thorpe, Ph.D.” noted that most proposals target-
ing the rise in health care spending do not address
the rise in treated disease prevalence. One con-
tributing factor to the rise in treated disease preva-
lence is linked to rising population risk factors, in
particular, obesity. Dr. Thorpe pointed out that
the rise in treated disease prevalence linked to the
rise in obesity is the single largest driver of health
care spending over time, noting that from 1987 to
2002, treating diseases linked to the rise in obesity
accounted for a 27 percent increase in health care
spending,.

Closely related to choice is the issue of “risk.”
For example, many African-Americans in Greater
Cleveland who live in poverty are continually ex-

posed to risks associated with substandard and po-

As a physician trained in Hungary,

I recognize the importance of understanding
a patient’s culture. Ninety-eight percent

of our 6,000 patients are minorities,

88 percent are uninsured and many are
homeless. We must go beyond addressing
medical issues, looking at every individual
as a whole person. Because lifestyle changes
are vital to the health and wellbeing

of our patients, we need to know how

to communicate in a way they will

understand.”

Feyisayo Adeyina, M.D., Medical Director
Family Practice Physician, Care Alliance of Cleveland, Ohio
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tentially dangerous housing, including lead paint.
Cleveland has been found to have the highest rate
of lead poisoning among tested children in the
United States.’* Lead poisoning, primarily caused
today through exposure to peeling lead paint or
lead dust, is believed to be responsible for a host of
developmental and behavioral abnormalities as well
as the loss of IQ points in affected children.” In
2004, 11 percent of Cleveland children tested had
blood lead levels that reached or exceeded ten mi-
crograms per deciliter of blood, which is the action
level, while the national rate is under two percent.*®

Neighborhood-by-neighborhood statistical data
reveal a significant disparity in lead poisoning rates
across the City of Cleveland. The neighborhoods
with the highest rates of lead poisoning are pre-
dominantly less affluent, African-American, east
side locations — St. Clair-Superior, Glenville, Forest
Hills, Fairfax, Woodland Hills, Hough, and Union-
Miles — all of which were 23 percent or higher in
2001. The west-side Tremont and Detroit-Shore-
way neighborhoods, while predominantly white
with a Hispanic presence, are also less affluent. The
fact that these neighborhoods fall in the top 11
clusters of lead poisoning in Cuyahoga County il-
lustrates the predominant role of socioeconomic
status as a predictor of health disparities.”

While the age of our housing stock is a primary
factor causing our community’s lead poisoning
problem, the level of housing maintenance is even
more significant. Even though older housing is
widespread on all sides of the City, the ability to
undertake preventative maintenance, including lead
paint abatement, varies with the ability to afford
such maintenance. As such, high poverty rates tend
to correlate with high lead poisoning rates in Cleve-
land.

Additional factors associated with lack of choice
include poorly performing schools that make it dif-
ficult for the next generation to achieve self-reliance

and stability and inadequate public transportation
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that limits access to jobs and other resources needed
for success.

The lack of choice for many Greater Cleveland
residents is partially responsible for health dispari-
ties that are common to many urban environments.
These variables, along with lack of “cultural compe-
tence” (bias and stereotyping on the part of health
care providers, language barriers, and mistrust of
the health care system by some minorities), a lack
of minority health care professionals, financial bar-
riers such as the lack of health insurance and/or
poverty, the lack of a “medical home” and access to
care undermine health promotion and contribute
to health disparities throughout Northeast Ohio.

CurruraL COMPETENCE

Cultural competence plays an important role in
medical diagnosis, prognosis, and treatment. Cul-
tural competence is critical because lack of cultural
proficiency results in racial and ethnic minorities
receiving a lower quality of health care than non-
minorities, even when access-related factors, such
as patients’ insurance status and income, are con-
trolled.’® “Cultural competence,” according to a
Commonwealth Fund report, is defined as “zhe
ability of systems to provide care to patients with di-

verse values, beliefs, and behaviors, including tailoring
delivery to meet patients social, cultural, and linguis-
tic needs.”

Cultural competence can include issues related
to bias and stereotyping. Research has shown that
stereotypes are held even by people who believe that
they do not judge others based on social categories.
Most health care providers find prejudice morally
at odds with their personal and professional val-
ues. However, like other members of society, they
may not recognize the manifestations of prejudice
in their own behavior.®* While it is unrealistic to
expect health care providers to be aware of the cus-
toms and practices of all the different ethnicities of
the patients they serve, they must develop the skills
to better understand the needs of patients and ef-
fectively serve those with different backgrounds.

Cultural competence includes linguistic barriers.
Effective communication is vital to patient care.
Linguistic competence can be defined as “the capac-
ity for an organization and its personnel to commu-
nicate effectively and convey information in a man-
ner that is easily understood by diverse audiences,
including persons with limited English proficiency,
those who have low literacy skills or are not liter-

ate, and individuals with disabilities.”®" An example

unprepared to treat patients...

30 0
25.4% 27.9%

20

10

AT LEAST ONE IN FIVE RESIDENT PHYSICIANS IS NOT PREPARED
TO DEAL WITH CROSS-CULTURAL ISSUES

40 Percent of resident physicians “very” or “somewhat”
phy ry

with health with distrust with limited
beliefs at odds of the U.S. English
with Western health system proficiency
medicine

Source: Weissman, J. S., et.al., “Resident Physicians Preparedness to Provide Cross-Cultural Care.” Journal of the American Medical Association. September 2005; 294: 1058-1067.

25.2% 25.8%

who are new whose religious who use
immigrants beliefs effect alternative/
treatment complementary
medicine
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is the need to provide interpreters for non-English
speaking patients, translated signs and other writ-
ten material. This is particularly important because,
in recent years, Cleveland has experienced grow-
ing numbers of immigrant residents and those with
limited English proficiency, including about 40,000
Spanish speakers; 30,000 Arabic speakers; 10,000
Russian speakers; about 5,000 Vietnamese; and an
expanding Somali community. A 2003 telephone
survey of Cleveland area hospitals, conducted in
Spanish, shows a general inability to communicate
by telephone with Spanish speakers seeking health
care.®

Cultural competence can have an impact on al-
leviating patient mistrust of the health care system
brought about by years of discrimination and rac-
ism. When patients mistrust the health care system,
they may refuse treatment or refuse to comply with
treatment. Providers may become less engaged in the
treatment process and patients may not be as likely
to receive the necessary treatments and services.®

Because many health care professionals were
educated at a time when cultural competence was
less understood, training in this area will improve
the skills needed to better assist various population
groups. Characteristics exhibited by organizations
that demonstrate cultural competence include: (1)
articulating principles that support and enhance
cross-cultural effectiveness in the health care set-
ting; (2) adapting to the cultural norms of the
communities and individuals they serve; (3) recog-
nizing cultural competence as an institutionalized
practice; and (4) holding individuals and depart-
ments accountable to the established standard.

Several challenges must be addressed in integrat-
ing cross-cultural training in the health professions.
These include defining necessary core competen-
cies, developing appropriate methodologies (and
integrating them throughout the training process)
and making the case for their importance in the

training agenda.
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MINORITY PRESENCE IN
AMERICAN MEDICAL SCHOOLS—2004

ENROLLMENT

African-
American

6.5%

Hispanic

7.0%

(GRADUATES

African-
American

6.5%

Hispanic
6.4%

Source: Minorities in Medical Education
Facts and Figures, Association of American Medical Colleges, 2005

LAck oF MINORITY
HearrH CARE PROFESSIONALS

Another factor related to health disparities in
Northeast Ohio is a paucity of minority health care
professionals. A study citing data from the Com-
monwealth Fund’s 1994 National Comparative
Survey of Minority Health Care found that Afri-
can-Americans and Hispanics, if given a choice,
sought care from physicians of their own race.
Although travel time played a role in physician
choice, personal preference for seeing a doctor of a
similar race and language was more important.*
A more recent study by the Commonwealth
Fund found that when a physician and patient are
of the same race, levels of patient satisfaction with
care are higher, based on ratings of physicians’ par-

ticipatory styles.®®
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Research shows that patient and provider re-
lationships are strengthened by greater racial and
ethnic diversity in the health professions®® and that
racial concordance of patient and provider is associ-
ated with greater patient participation in care pro-
cesses, greater adherence to treatment and greater
patient satisfaction.”’ This is not to suggest that pa-
tients should only be treated by health profession-
als of the same race or ethnicity. Rather, for those
minority patients who may haave trust or language
issues, having the option of being treated by some-
one with whom they believe they have a greater af-
finity may improve their outcomes.

While African-Americans make up about 12
percent of the nation’s population, they only com-
prise about 6.5 percent of the students in medical
schools. Hispanics currently comprise about 14
percent of the population and 7 percent of medi-
cal school students.®® Only 6.5 percent of medical
school graduates are African-American and 6.4 per-
cent are Hispanic. As of December 2004, only 3.1
percent of the medical school faculty in the United
States was African-American. Hispanics comprised
4 percent.

Attempts to increase the number of minority
health care professionals can be traced back to the
days of the Civil War. During the post-Reconstruc-
tion period, several “black” medical schools and
hospitals emerged, although the number of these
schools was quickly reduced, and by 1920 only
Howard University and Meharry Medical College
remained. It was not until 1969 that all of the na-
tion’s medical schools together enrolled more Afri-
can-American students than did these two medical
schools alone.®

Addressing the lack of minority health care pro-
fessionals will require a conscious and collaborative
effort at the local level to ensure that Northeast
Ohio has an adequate ethnic and racial representa-
tion of medically competent health professionals

who better match the racial and ethnic background

of the communities they serve. This effort should
include interventions as early as K-12. Underrep-
resented minorities interested in pursuing health
careers should receive early mentoring that includes
assistance in gaining admittance to and subsequent
graduation from medical training institutions. In-
centives should be put in place for recruiting mi-
nority health care professionals when they complete
their training.

Initiatives currently underway at University
Hospitals Health System, University Hospitals of
Cleveland (UHC) and Case Western Reserve Uni-
versity can serve as models for addressing this situa-
tion (see the section: Regional Assets for Addressing
Health Disparities).

“In the Greater Cleveland area, early
mentoring of minority students in various
health care fields will help foster and secure
their successful completion of training. This
should happen as early as the junior and

senior high school level.”

Carla M. Harwell, MD
Medical Director, The Otis Moss, Jr.-University Hospitals Medical Center

FiNANCIAL BARRIERS

Financial barriers to appropriate health care and
access include not having health insurance, not
having an adequate amount of insurance to cover
needed services, or not having the money to cover
services outside of insurance plans (e.g., not being
able to afford prescription drugs). Health insurance
coverage — whether provided by employers for their
employees and their families or by government
agencies for the elderly, poor or disabled — removes
some of the financial barriers to health care for resi-
dents of Northeast Ohio. People without health
insurance are less likely to have a regular source of

care or receive preventive care. Several national-
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level studies have shown that uninsured individuals
reported more problems getting care, were diag-
nosed later and received less therapeutic care. They
were sicker when hospitalized and more likely to
have died during their hospital stay.”

Even though some health centers provide free,
or low-cost care, uninsured individuals often delay
seeking care until their conditions become more
serious, resulting in more costly treatment, often in
hospital emergency departments. Sometimes these

individuals forego care entirely.

than insured counterparts, more than two-fifths of
uninsured adults reported no health professional
visits in the prior 12 months, more than two-and-
a-half times the rate for “healthier” insured adults.
Among those who used health care services, the un-
insured were far more likely to have reported poor
quality care.”

Although a lack of financial resources is a barrier
to health care access for many Americans, particu-
larly those who are uninsured and low-income, the

impact on access appears to be greater for minority

An analysis of the
2003-2004 Ohio Family
Health Survey (OFHYS)
found that more than
one in seven working-age
adults (18 to 64 years of
age) in Cuyahoga County
had no health insurance.”
The uninsured rate for
working-age African-

Americans, however, was

“When I found out I had diabetes,

the doctor gave me free samples and a
prescription. The samples ran out. I couldn’t
afford to get the prescription filled. People
who are homeless, jobless, or who can’t
afford care, need a place that can help them.
Everyone should have guaranteed health
care because everyone is guaranteed illness.”

populations. According to
a 1999 Commonwealth
Fund study, nearly half
of Hispanic adults, more
than two-fifths of Asian
American adults, and
more than one-third of
African-American adults
report difficulty paying
James Hardwick  for medical care, com-

Patient

pared to approximately

over 23 percent — more
than double the rate for
their white counterparts. The uninsured rate for Af-
rican-American males was even higher. Health in-
surance disparities for children exist, although they
are not as great as adults because of government-
sponsored health insurance programs like Medicaid
and Ohio’s Children’s Health Insurance Program.”
Respondents to the OFHS were asked to assess
their own health on a five-point scale, ranging from
“poor” to “excellent.” A third of uninsured adults
in Cuyahoga County reported only “poor” or “fair”
health, more than double the rate of their insured
counterparts. People in poor health are often un-
able to work full-time, or at all. Some may not be
able to afford health insurance because of high costs
associated with pre-existing conditions. In addition
to reporting “poor or fair” health more frequently
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one-quarter of white

adults.”* A recent national
survey by the Center for Health System Change
found that 30 percent of African-Americans and 25
percent of Hispanics with chronic health conditions
had to forgo prescription drug purchases due to the
high cost; this compares to 17 percent of whites.”

At the local level, OFHS respondents were asked

if there was any time during the past 12 months
when they did not get needed health care such as a
medical exam, medical supplies, mental health care,
or eyeglasses. Uninsured adults in Cuyahoga Coun-
ty were more than five times as likely to report un-
met health care needs than those with insurance.
Among both adults with and without insurance,
those with full-time employment were less likely to
have unmet health care needs, presumably because

they could cover the costs with their current in-
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come. Poor and near-poor adults were more likely
to have unmet needs, as were people who reported
only poor or fair health, whose needs were great-
est.”®

OFHS respondents were asked if they had not
had a prescription filled because of the cost in the
past 12 months. Although not all health insurance
plans cover prescription medications, people with-
out insurance were almost four times as likely to
have unmet prescription needs. People who report-
ed their health as poor or fair (those whose needs
were greatest) were more likely to have prescrip-
tions unfilled.

The Free Medical Clinic of Greater Cleveland,
the only totally free health care facility in Northeast
Ohio, is an example of how health care costs can be
addressed for the region’s most-in-need population.
In addition, as part of The MetroHealth System’s
mission, Cuyahoga County residents are eligible
for treatment at MetroHealth facilities regardless of
income. Financial counselors determine if patients
qualify for any insurance programs; if not, they
can use a “sliding scale” fee based on income. The
sliding scale approach is a valuable option for the
uninsured who may be able to afford discounted
fees. The same sliding scale fee is available in Me-
troHealth pharmacy departments for prescription

medications.

As health insurance coverage rates go up
for businesses, many are forced to increase
their employees’ co-payments. When an
employee in a low-wage job is struggling
with everyday bills, health coverage is
often the last priority. All too often, these
difficult choices are made to the detriment
of the health of employees and their family

members.”

Gail Bromley, Executive Director

The Free Medical Clinic of Greater Cleveland

ErimiNnaTING HEALTH DisrarITIES IN NORTHEAST OHIO

LAck ofF A “MEebpicaL. HomE”
AND Access TO CARE

While a lack of insurance or financial resources are
major contributors to health disparities, there are

a number of structural issues in the Greater Cleve-
land area that contribute as well. The location of
providers and their hours of operation can be barri-
ers to quality health care. While some area residents
can schedule medical appointments in the middle
of the day, many people, often in low-paying jobs,
cannot leave work to visit a health care provider.

In many cases, these individuals lack a “medical
home,” and must seek non-urgent care in hospital
emergency departments, adding congestion, inefhi-
ciency, and cost to the region’s health care system.
More than 40 million Americans do not have a
“medical home,” a particular doctor’s office, clinic,
health center, or other place where they usually go
to seek health care or health-related advice. The
OFHS found that adults without insurance were
four times as likely not to have a medical home.
Both insured and uninsured males were more likely
than their female counterparts to be without a
medical home.”

The lack of a “medical home” for many Greater
Cleveland residents is also related to regional demo-
graphics. Cleveland historically has been a racially
segregated city. It is about two-thirds minority, with
most being African-American. The majority of Af-
rican-Americans live in Cleveland’s east side and
eastern Cuyahoga County suburbs where health
care facilities are continually challenged to meet the
demand for services. These are areas where health
conditions are worst,”® meaning that people most
in need of regular primary care are least likely to re-
ceive it.””

People without a “medical home” report difficul-
ties obtaining needed services and fewer preven-

tive services, including blood pressure monitoring,
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flu shots, prostate exams, Pap tests, and mammo-
grams.® They make fewer doctor visits, and have
more difficulty accessing prescription drugs. Lack-
ing a regular source of care, particularly a primary
care physician, can also limit access to referrals for

specialty care.®!

Lacking a “medical home” is further exacerbated

by the scarcity of primary care practitioners, medi-
cal specialists, and diagnostic facilities in inner cit-
ies and rural areas — communities with high con-

centrations of minority populations. Thus, minor-

ity groups are more likely to report that they have
little or no choice in where they obtain care com-
pared to whites.®

The need to provide a “medical home” for all
Greater Cleveland residents is heightened by the
relatively recent closings of the Mount Sinai Hos-
pital and Saint Luke’s Hospital urban health care
facilities. MetroHealth has developed a strategy
for increasing the number of area residents with
“medical homes.” This strategy is described in the
subsequent section: Regional Assets for Addressing

Health Disparities.

<«

etroHealth is committed to placing primary care practices in retail

urban shopping centers located in Cleveland neighborhoods. The
MetroHealth Center for Community Health can serve as a model for
eliminating health disparities by providing access to quality health
care in underserved neighborhoods, providing specialized services to
targeted populations, and helping to improve and maintain the health
status of patients regardless of their ability to pay.”

E. Harry Walker, MD, Director
MetroHealth Center for Community Health
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ErrecTiveE Use oF HEALTH

INFORMATION TECHNOLOGIES

One way to accelerate the elimination of health
disparities in Northeast Ohio is to develop and
deploy health information technologies that can
help health care providers and insurance companies
identify factors that contribute to regional dispari-
ties. Health information technology (HIT) is the
application of computerized information processing
that deals with the storage, retrieval, sharing and
use of health care information, data, and knowl-
edge for communication and decision making.*> An
important HIT application is the electronic health
record (EHR) — a patient’s medical file. Electronic
records held by patients are known as patient health
records (PHR); those maintained by clinicians are
known as electronic medical records (EMR).3
EMRSs can be used to order prescriptions and
tests, provide information to support clinical deci-
sions, and create a historical record of events and
decisions related to a patient’s care. They are also
used for care management, analysis, and reporting
on an individual or groups of patients. Data can
be used to compare clinicians, provider groups and
health plans by analyzing how well they serve pa-
tients after adjusting for race and economic status.
In October 2005, more than 100 health care
leaders and stakeholders attended the “Ohio Health
Information Symposium” to discuss how more re-
sponsive EMR systems could be developed and de-
ployed. During the symposium, the Health Policy

Institute of Ohio released a paper entitled “As-
sessing Health Information Technology in Ohio,”
which contains information about how HIT can
be used to reduce health disparities in Ohio (see:
http://www.healthpolicyohio.org/publications/
HIT.html). The paper provides descriptions of
statewide initiatives and models for collaboration.
While many of the large clinical institutions in
Greater Cleveland have adopted, or are in the pro-
cess of adopting, EMR systems for their “internal”
use, health care organizations and insurance carriers
may want to consider forming a Regional Health
Information Coalition that can provide leadership
for designing and deploying health information
technologies that can be used to reduce health dis-
parities at the local level (see Recommendations
section).

For example, Aetna, one of the nation’s leading
providers of health insurance, continues to expand
its program to address health disparities through
data collection. In addition to research, education,
customer service, and general awareness initiatives,
Aetna is enhancing data collection efforts that
will: (1) facilitate assistance to individuals with
risk factors for certain health conditions who may
benefit from disease management programs; (2)
support linguistically and culturally appropriate
communications; and (3) buttress quality improve-
ment efforts that are designed to reduce disparities

in care.®
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REGIONAL ASSETS FOR ADDRESSING

HEeArTH DISPARITIES

HE community resources and partner-

ships described in this section represent

some of the strongest assets available in the
region’s fight against health disparities. This listing
does not presume to encompass the entire range of
regional activities that aim to reduce gaps in health
outcomes. These various programs were chosen,
however, because of their capacity for expansion
and replication and their high potential for improv-
ing the quality of life for thousands of residents and
enhancing the competitive advantage of Northeast
Ohio.

These successful initiatives appear to share a
number of key characteristics: advocacy and activ-
ism; stable, committed and charismatic leadership;
programmatic, organizational and financial stabil-
ity; effective community communication and en-
gagement; accessible and user-friendly health care
services; and the proximity of the services to at-risk
populations.

Many partnerships involve community- and
faith-based organizations, health care institutions
(especially teaching hospitals and academic cen-
ters), disease-specific health care-nonprofit orga-
nizations, and philanthropic associations. Most of
the partnerships focus on attempts to discover the
causes and origins of disease and disparities, educa-
tion and individual empowerment, efforts to bring
about lifestyle changes and cultural shifts, screening
programs, health care advocacy and the provision of

health care services.
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IDS TASKFORCE OF

GREATER CLEVELAND

With 75 staff and more than 1,800 clients, the
AIDS Taskforce of Greater Cleveland is the oldest
AIDS service organization in Ohio. The Taskforce

is a primary provider of community-based HIV
prevention education and non-medical services

to people living with HIV and AIDS. Services in-
clude: comprehensive case management and client
advocacy; housing services, individual and group
counseling and support; chemical dependency and
recovery services; Ryan White Care Act assistance®;
social and recreational activities and referrals and
linkages with other community and government
sources of assistance. In addition to these services,

the Taskforce offers a client nutrition program.

BreasT CANCER

CoMmmunITy OUTREACH

Early breast cancer detection and screening in
Cleveland is emphasized through a partnership
with MetroHealth, the Thomas H. McCatfferty
Health Center, the American Cancer Society and
the JD Breast Cancer Foundation. A recent breast
cancer screening and health fair was held at La Seg-
rada Familia Church; the majority of women served
were Hispanic without medical insurance. The ini-
tiative was part of a larger outreach effort by Metro-
Health’s Cancer Center to help uninsured and low-
income women receive breast cancer screenings.
The program began in August 2005 and is funded
by the Susan G. Komen Breast Cancer Foundation

Northeast Ohio affiliate. Volunteer doctors, nurses
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and social workers from MetroHealth and McCaf-
ferty staffed the clinical breast examinations and the
American Cancer Society sponsored a “mamovan”
(mobile unit) for women without health insurance.
Bilingual volunteers were available on-site to inter-
pret and help increase awareness. Future screenings

will be held at various locations.

CENTER FOR

MiNoriTY PuBLic HEALTH

Located in Cleveland’s west side, the Center for
Minority Public Health, originating from Case
Western Reserve University’s School of Medicine’s
Department of Epidemiology and Biostatistics and
supported by grants from the National Institutes of
Health, The Cleveland Foundation and The Gross-
man Family Trust, focuses on health issues of con-
cern to the African-American and Hispanic com-
munities, particularly those involving mental illness
and HIV risk. In addition to providing education,
counseling and referral services, the Center trains
and employs community members to help area resi-
dents navigate the health care system, especially in

matters related to services for mental illnesses.

CENTER FOR REDUCING

HEALTH DISPARITIES

In January 2004, Case Western Reserve Univer-

sity and MetroHealth Medical Center created the
Center for Reducing Health Disparities to reduce
disparities through research on root causes, mecha-
nisms, and interventions; education of students,
providers, and policy makers; and the establishment
of partnership with community organizations and
government agencies. The Center’s long-term goals
include creating a durable academic-community
partnership to develop innovative interventions that
achieve measurable reductions in health disparities

in the Greater Cleveland area; promoting successful

intervention strategies that can be replicated in oth-
er regions; and training a new generation of health
activists committed to eliminating health dispari-
ties. Ongoing research projects include a Medicare-
funded effort to develop clinical performance mea-
sures on access to kidney transplantation. In the
educational area, the Center organizes visits by local
and national experts on health disparities. Ongo-
ing community collaboration includes a joint effort
with the AIDS Taskforce of Greater Cleveland to
improve the delivery of services to Hispanics. The
Center, in conjunction with the Greater Cleveland
Partnership, conducted the Prescriptions for Change
lecture series to educate the community about
health disparities.

CLEVELAND MUNICIPAL SCHOOL

DisTrIiCT FITNESS PROGRAM

With a $400,000 grant from the American Heart
Association and Kaiser Permanente, the Cleveland
Municipal School District is launching a “Physi-
cal Best” pilot program in 15 elementary schools in
an effort to fight obesity in younger children. The
program focuses on teaching proper nutrition and
developing four fitness areas — aerobics, building
muscles, body composition and flexibility. These
activities will be integrated into existing fitness
classes. Grant funds will be used to train teachers
and purchase equipment.

CoMmuNITY-BASED FEDERALLY

QuALIFIED HEALTH CENTERS

An effective approach for eliminating healthcare
disparities at the local level is to bring health care
services directly into local minority communi-
ties. In 1991, the federal government established a
program to help fund community-based Federally
Qualified Health Centers. Three of these centers
have been established in Cleveland.
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Northeast Ohio Neighborhood Health Services
(NEON), which has operated since 1967, focuses
on the health care needs of Cleveland’s near east
side African-American community. Care Alliance
provides health care services for needy members of
Cleveland’s inner-city neighborhoods. Neighbor-
hood Family Practices provides services for a signifi-
cant portion of the Hispanic community on Cleve-
land’s west side.

These organizations have formed partnerships
with the Free Medical Clinic of Greater Cleve-
land, the City of Cleveland and Cuyahoga County
Health Departments and faith-based organizations
to establish the Safety Net Provider Strategic Alli-
ance. The Alliance’s mission is to take a systematic
approach for eliminating health disparities and for
improving access to health services. An initial Al-
liance project focused on improving diabetic care,
establishing a diabetes education program and en-
gaging patients in developing a chronic care model.
The Alliance has started monitoring hemoglobin
glycation as a measure of diabetic control and col-
laborates with other local health care organizations
to provide necessary specialty care (e.g., St. Vincent
Charity Hospital provides examinations and treat-
ment for diabetic retinopathy and other aspects of

eye care).

CMHA Hearra EpucarioN

AND LIFESTYLE CHANGES

The Cuyahoga Metropolitan Housing Author-

ity (CMHA), together with the Health Museum
of Cleveland (now known as HealthSpace) and
the Case Western Reserve University School of
Medicine’s Office of Urban Health initiated a pro-
gram to reduce health disparities by implementing
a health prevention delivery model for residents of
Cuyahoga County’s public housing. With initial
funding from the Robert Wood Johnson Founda-
tion, supplemented by local funding from The
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Cleveland Foundation, The Bruening Foundation,
The Wean Foundation, The Murphy Foundation
and The Mount Sinai Health Care Foundation,
the program focuses on raising awareness, health
education, lifestyle enhancement and cultural/
environmental shifts. Interventions focus on ex-
ercise programs, helping public housing residents
understand and improve cardiovascular health and
assisting in improving general nutrition. Bridge
funding from the Kaiser Permanente Foundation
and subsequent support from the Ohio Commis-
sion on Minority Health has enabled the program
to continue to provide health education and pro-
mote positive lifestyle changes for public housing
residents. Continuation of the program will depend
on the availability of long-term financial support.

Davip SATCHER CLERKSHIP

The David Satcher Clerkship®” at University Hos-
pitals of Cleveland, which began in 1991, exposes
minority medical students to career opportunities
available in academic medical centers. Participants
attend seminars on issues related to health care for
underserved populations and are mentored by two
individuals — a minority physician who is a member
of the CWRU medical school faculty and a minor-
ity member of the Cleveland lay community who
involves the student in home and community ac-
tivities. Each clerk receives a stipend to help defray
the costs of travel and housing expenses.

DENTAL SEALANT PROGRAM

An innovative approach for reducing disparities

by bringing health care to individuals who need it
most is a dental sealant program, known as “Bright
Smile, Bright Future.” The program is conducted
by the Department of Community Dentistry at the
Case Western Reserve University School of Den-
tal Medicine. Each year, in cooperation with the

Cleveland Municipal School District, all freshman
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dental students visit almost 100 Cleveland public
schools to provide oral health instruction and ap-
ply dental sealant to approximately 7,000 six- and
12-year-old students. The program, which is de-
signed to protect teeth, prevent decay, avoid associ-
ated pain and loss of teeth and the need for dental
extraction, was initially supported as a pilot study
by the Saint Luke’s Foundation, which continues
to provide annual support to sustain the benefits
of the program to the community. The School of
Dental Medicine is committed to maintaining the
program because it is an integral component of its

education process and a vital public service.

FaciLitatinG HEALTH CARE

CONNECTIONS

The Greater Cleveland Service and Education
Council, the Diabetes Association, the American
Cancer Society and others have developed pro-
grams to provide physician referrals, help patients
enter the healthcare system and conduct follow-up
calls to encourage participation and compliance.

FrREE MEDICAL CLINIC

OF GREATER CLEVELAND

The Free Medical Clinic of Greater Cleveland,
which began operating in 1970, is the only totally
free health care facility in Northeast Ohio. The Free
Medical Clinic’s mission is to provide quality health
care and related services free of charge to those

who lack appropriate alternatives and to advocate
for policy changes that make health care available
to all. The Free Medical Clinic serves more than
13,000 patients each year. Over 600 volunteers, in-
cluding doctors, nurses, midlevel practitioners, lab
technicians, dentists, psychiatrists, psychotherapists,
and social workers support the Free Medical Clinic.
Lay people are trained to work on the Clinic’s

hotline, perform medical and mental health intake,

and provide HIV counseling and other services to
support the Clinic. Approximately 55 percent of
the Clinic’s funding comes from public sources,
including federal, state, and local government
funders. The balance is received from a combina-
tion of foundations, corporations, special events,
and individual contributions.

FREE ViSION SCREENING

AND (GLASSES

Demonstrating another long-term commitment

to eliminating health disparities in Cleveland, The
Mt. Sinai Health Care Foundation has formed a
partnership with the Cleveland Municipal School
District to sustain the “Child Sight Cleveland” pro-
gram, which provides free vision screening and cor-
rective glasses for middle-school students through-
out the school district.

GREATER CLEVELAND HEALTH

SERVICE AND EpucaTioN CouNcIL

Beginning as the Greater Cleveland High Blood
Pressure Coalition, with sponsorship by the Mt. Si-
nai Medical Center, the Greater Cleveland Health
Service and Education Council capitalized on the
power of the African-American church as a voice
for health promotion and disease prevention. While
continuing to focus on controlling high blood pres-
sure, the Council has extended its efforts to include
education, screening and referral for cardiovascular
health, tobacco use prevention and other health
issues of particular concern to Cleveland’s African-
American community. With funding from The

Mt. Sinai Health Care Foundation and the Saint
Luke’s Foundation, supplemented by other short-
term grants, the Council has expanded its outreach
efforts beyond area African-American churches to
include community health fairs, the Cleveland Mu-
nicipal School District and Head Start programs.
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Using a novel approach, the Council identified bar-
bershops as settings for reaching African-American

men, enlisting barbers as health care advocates and

establishing on-site programs for cardiovascular

health screening and education.

HEALTH SCREENING

Several area organizations have established partner-

ships to provide health screening opportunities for
members of Cleveland’s minority communities.
The Ireland Cancer Center of University Hospitals
of Cleveland, together with CVS/pharmacy® and
WKYC Channel 3, conducted multiple Fecal Oc-
cult Blood Testing programs to detect colorectal
cancer. The Cleveland Clinic Foundation, together
with the City of Cleveland and Medical Mutual of
Ohio, conducted a “Healthy Hearts” program that
included cholesterol and hypertension screening.

The Cuyahoga County Unit of the American
Cancer Society, in cooperation with Cuyahoga
County and in partnership with regional health-
care providers, conducts breast cancer early detec-
tion programs in which over 700 highly vulner-
able, elderly and minority women annually receive
screening mammograms. The American Cancer
Society, The Cleveland Clinic Foundation, Univer-
sity Hospitals of Cleveland, Huron Road Hospital,
and other organizations worked together with 100
Black Men of America and area African-American
churches to increase awareness of prostate cancer in
African-American men and facilitate prostate can-
cer screenings.

In addition, through its community outreach
programs, which are conducted in partnership with
area churches, health fairs and food markets in ur-
ban commercial areas, the Diabetes Association
of Greater Cleveland conducts risk assessments in
Cleveland’s minority communities. The association
performs measurements of blood glucose, cholester-
ol and blood pressure, screening as many as 5,000
inner-city residents annually.
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HosritaL AND FArTH-BASED
PARTNERSHIPS

Established in 1997, The Otis Moss, Jr.-University
Hospitals Medical Center, located in Cleveland’s
Fairfax neighborhood and staffed by full-time pri-
mary care physicians, is a partnership between Uni-
versity Hospitals of Cleveland and Olivet Institu-
tional Baptist Church. This clinic brings affordable,
accessible high-quality health care services to the
community in a setting of prayer and spirituality

— an environment with an aura of familiarity and
comfort that has a positive impact on the health of
individuals in the neighborhood.

Mas Vida (“MoRe Lirg”) INITIATIVE

The Mas Vida (“More Life”) initiative — a part-
nership between the AIDS Taskforce of Greater
Cleveland (ATGC) and the HIV Unit at Metro-
Health Medical Center — was established in 2005
to provide greater medical access and education to
Hispanics with HIV, with the ultimate goal of im-
proving medical outcomes for Hispanics living with
HIV/AIDS in northeast Ohio. The initiative pro-
vides HIV-positive Hispanics with bilingual services
such as social workers in clinics and community
programming and provides training in HIV/AIDS
and HIV/AIDS care and treatment in bilingual
training workshops designed for HIV-positive
Hispanics not currently accessing HIV treatment
services. Mas Vida also facilitates the development
of community partnerships, including ATGC, the
MetroHealth Medical Center and community or-
ganizations and groups serving the northeast Ohio

Hispanic communities.
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MEDICAL TRAINING FOR

MINORITY STUDENTS
Case Western Reserve University School of Medi-

cine has a long history of commitment to expand-
ing enrollment and training opportunities for mi-
nority students. With funding from The Robert
Wood Johnson Foundation, the School of Medi-
cine has conducted the Health Careers Enhance-
ment for Minorities Summer Program (HCEM)
for 16 years. The program helps prepare minority
and disadvantaged undergraduate college students
for admission and success in medical school. Over
65 percent of HCEM students who applied went
to medical school, and 40 percent of the minority
students at the CWRU School of Medicine were
initially involved in this program. The program has
been replaced by the Summer Medical and Den-
tal Program, which is also funded by The Robert
Wood Johnson Foundation. The program encour-
ages and prepares students for medical or dental

careers.

METROHEALTH NEIGHBORHOOD

“MEebpicaL. HomEes”

As part of its commitment to promote compre-
hensive health services to residents of Cuyahoga
County, MetroHealth has located a series of highly
accessible, multi-specialty care clinics at strategic
locations in the inner city. MetroHealth has com-
mitted to placing primary care practices in retail ur-
ban shopping centers in Cleveland neighborhoods.
Staffed by pediatricians, internists, obstetricians,
family practitioners, dermatologists and rehabilita-
tion experts, the clinics provide high-level specialty
care for neighborhood residents. Since 1999, four
health facilities have opened in Cleveland’s Brook-
lyn, Lee/Harvard, Broadway and Buckeye neigh-
borhoods.®® These modern facilities, developed with

input from neighborhood community leaders and
residents, are easily accessible to public transpor-
tation and offer evening and Saturday hours. All
of the neighborhood facilities are connected with
the MetroHealth Medical Center via an electronic
medical records system that allows sharing of treat-
ment and outcome data.

The unique nature of these facilities has attracted
grant funding to test management programs for
chronic diseases such as asthma, obesity and dia-
betes. For example, the Buckeye Health Center
received a grant from the Saint Luke’s Foundation
to collaborate with local schools, libraries and other
neighborhood resources to offer a broader range of
community support. A program targeting pediatric
asthma will monitor school absence rates, emergen-
cy room visits or workdays missed by a parent or
caregiver to determine how well patients are man-

aging their conditions.

MiNoRriTY FAcurry DEVELOPMENT

University Hospitals of Cleveland offers a Minority
Faculty Development Award that provides financial
assistance to underrepresented minorities with a job

offer or new hire currently on faculty.

MiNnoriTy MENs HEaLTH CENTER

The Minority Men’s Health Center of the Cleve-
land Clinic Foundation’s Glickman Urological
Institute addresses health care disparities among
minorities by focusing on prostate cancer and renal
transplantation in African-American men. In coop-
eration with researchers at the Cleveland Clinic
Lerner Research Institute, the Center pursues a
wide variety of studies such as immunology, molec-
ular genetics, behavioral research and clinical trials

of new therapies and diagnostics.
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OUTREACH TO THE

Hispanic COMMUNITY

The Creando Posibilidades | Creating Possibilities
program, developed and operated by E/ Barrio, a
provider of social services for the Cleveland area’s
Hispanic community, is using innovative outreach
and recruitment methods to better link the region’s
Hispanic population with health career awareness

and exposure, training and job opportunities.

Proyecro Luz AND Pasanpo La Lu.

Proyecto Luz, a Cleveland west-side, faith-based

HIV/AIDS prevention, education and case man-
agement program, provides outreach and educa-
tion services for Latinos and others infected and
affected by HIV/AIDS. The program has been op-
erating for six years. The Pasando La Luz (Passing
the Light) prevention program specifically targets
Latina women and youth. This is accomplished by
focusing on places where Latinas gather (e.g., faith

groups, clubs, ezc.).

SCIENTIFIC ENRICHMENT

AND OPPORTUNITY PROGRAM

To further encourage members of Cleveland’s mi-
nority community to enter the health care profes-
sions, the Center for Science, Health and Society at
Case Western Reserve University’s School of Medi-
cine, in collaboration with the Cleveland Municipal
School District, and with support from the Saint
Luke’s Foundation and The Sam and Maria Miller
Foundation, conducts the Scientific Enrichment
and Opportunity Program. The program encourag-
es high school students to enter the health care pro-
fessions through summer research experiences and
a series of motivational and educational seminars.
The first cohort of students who started in the pro-
gram after completing 10" grade has entered col-
lege and is expected to progress through the Sum-
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mer Medical and Dental Education Program where
efforts will continue to support their interests in
medical and dental professions and encourage their
return to practice in the Cleveland community.

StT. VINCENT CHARITY HOSPITAL

HEALTH ADVOCACY

St. Vincent Charity Hospital, with support from
the Sisters of Charity Foundation of Cleveland, has
established a unique health advocacy program. Two
full-time and one part-time health advocate provide
education and help community members, includ-
ing CMHA residents, enter the healthcare system
and obtain optimal benefits from the services avail-
able at St. Vincent Charity Hospital. In partnership
with the Ireland Cancer Center of University Hos-
pitals of Cleveland and Project TEMPLE (teaching,
education, mentoring, prevention, learning and
empowering), with funding from The Susan Ko-
men Foundation, the St. Vincent Charity Hospital
Health Advocacy program was expanded to include
two additional advocates who educate hospital staff
and community members in matters related to
breast health and facilitate access to breast health

services and oncology personnel.

(left) Gus Kious, M.D., senior vice president, medical
management, Huron Hospital, talks with (right) Charles
Modlin, M.D., founder and director of the Minority Men’s
Health Center at the Cleveland Clinics Glickman Urologi-
cal Institute, at the program on national challenges and
progress toward reducing health disparities. John Ruffin,
Ph.D., director, National Center for Minority Health and
Health Disparities, (second from left) was the presenter.
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RECOMMENDATIONS FOR ELIMINATING

HEeAarTH Di1srARITIES IN NORTHEAST OHIO

HE following recommendations for elimi-

nating health disparities in Northeast

Ohio were developed by participants in
the Prescriptions for Change initiative. They do not
presume to be exhaustive or, in many cases, imple-
mentable without additional planning and dialogue
with key community stakeholders. Instead, the rec-
ommendations represent an invitation to the com-
munity to undertake this long-term challenge as an
important, coordinated priority. It is our hope that
eliminating health disparities can be addressed as
part of the overall efforts currently underway to im-
prove the quality of life for all Greater Cleveland-
ers and to maximize the economic capacity of the
region.

Many of these recommendations were included
in topical papers prepared by community leaders,
health care professionals, policy makers, educa-
tors and others who contributed their experience
and expertise to the initiative. Others are borrowed
from research and suggestions of policy leaders who
are giving increasing levels of attention to this is-
sue. The recommendations are grouped into eight
sections, targeted to health care providers, research-
ers, insurance providers, local elected officials, grant
makers and funders, colleges and universities, com-
munity organizations and regional business leaders.
A ninth section includes recommendations that
should be considered by regional stakeholder coali-

tions and partnerships.

RECOMMENDATIONS FOR
HeArLTH CARE PROVIDERS

Establish a Regional Health Information
- Coalition. Such a coalition could provide
leadership for using existing technologies effectively
and developing new methods for collecting and
sharing medical information. Capturing and shar-
ing relevant data (while properly addressing privacy
considerations) concerning factors that contribute
to disparities could lead to more effective interven-
tions. At the same time, providers also should work
as a group with information technology experts to
develop and deploy regional technical assistance
mechanisms for setting up and using electronic
medical records (EMR) systems that can be used
to support clinical decisions, enhance care manage-
ment and facilitate telemedicine and interactive

health communications systems.

Modify provider billing and collection

policies and practices to better accom-
modate the provision of free or discounted care to
uninsured or underinsured patients. The fear of
accumulating unmanageable debt is a major deter-
rent to many minorities who might otherwise seek
treatment at an earlier, less expensive stage. Hospitals
should review policies for providing free or discount-
ed care to people based on income and ensure that

these are made public.

“To break down barriers in communication between health care providers and patients of
different cultures, all health care workers need to become sensitive to the traditions, values,
and attitudes of all ethnic groups. To this end, cultural competency training should become

mandatory for all health care providers.”

Charles S. Modlin, MD, Glickman Urological Institute, The Cleveland Clinic
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Establish a “Health Empowerment

Zone” in Cleveland. Such a zone was
established by the Center for Minority Health
(CMH) in Pittsburgh, where lifestyle and behav-
ior modification education can be concentrated.
One CMH initiative focuses on preventing diabe-
tes and hypertension among African Americans in
Pittsburgh’s East End. In addition, CMH’s “Take a
Health Professional to the People Day” linked over
100 professionals from health sciences schools with
local African-American barbershops and beauty
parlors, dispensing free health advice and enlisting
barbers and beauticians as allies in providing infor-

mation about healthy lifestyles.

- Increase the number of health care inter-
4 preters and develop systems for efficiently

deploying interpreters where and when they are
needed. Providers should work collaboratively with
regional educational institutions and community
organizations to share knowledge and expertise for
developing and delivering the training needed to
eliminate or reduce communication issues that in-

hibit effective health care delivery.

Produce and disseminate “state-of-the-

art,” culturally sensitive and, where ap-
propriate, “low-literacy” health care materials.
Providers should work with community organiza-
tions to pool their expertise for providing cultur-
ally sensitive health care materials, perhaps mod-
eled after those created by the Cleveland Clinic
Foundation’s Minority Men’s Health Center. At the
same time, providers and community organizations
should collaborate to provide “low-literacy” educa-
tional materials and disseminate this information

where it is most needed.
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RECOMMENDATIONS FOR RESEARCHERS

Create a system to share information and

resources to develop and test targeted in-
terventions specific to our region. Consider form-
ing a health disparities professionals group designed
to share ideas and collaborate on possible funding
opportunities. The Diversity Professionals Group,
recently formed by the Commission on Economic
Inclusion of the Greater Cleveland Partnership,

may offer guidance.

Establish a common database identify-
- ing current and prospective research
projects seeking to address local health dispari-
ties. The Prescriptions for Change initiative made
clear that there is considerable research and activ-
ity taking place around this issue, but that many of
the key players are not aware of the work of their
colleagues. The same kinds of research collabora-
tions that are becoming more common in connec-
tion with cancer and heart research should become

models in this area as well.

Make efforts to increase representation of

minorities and economically disadvan-
taged populations in all facets of research. New
findings by researchers at the National Institutes of
Health show that minorities participate in health
research at the same rate as non-Hispanic whites
when they are made aware of the study and meet
the medical requirements. According to Ezekiel
Emanuel, M.D., Ph.D., chair of the Department
of Clinical Bioethics, and an author of the report,
“The big take-home message here is that the main
barrier is not the attitudes of African-Americans
and other minorities. The main barrier is access,
knowledge that these studies exist, eligibility criteria
that ensure minorities can participate, and over-
coming logistical barriers that exist, such as the lo-

cation of the study or the need for child care.”®
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- Increase diversity of research staff.

Acknowledge current research that
suggests minorities may respond better to outreach
efforts from research staff with whom they share

some ethnic or cultural affinity.

RECOMMENDATIONS FOR
INSURANCE PROVIDERS

Participate in the Regional Health Infor-

mation Coalition. (See “Recommenda-

10

tions to Health Care Providers.”)

1 Develop agreement among the region’s

major health insurance providers to col-
lect relevant indicators of disparity and pilot
promising interventions.

RECOMMENDATIONS FOR
LocAaL PuBLic OFFICIALS

Support advocacy efforts on behalf of
12 a ate ch in Medicaid poli
ippropriate changes in Medicaid policy.

One key needed change is to authorize payment by
Ohio Medicaid for interpreter services to limited

English proficiency patients on Medicaid.

Support programs that address infant

13

natal interventions. Consider expansion of pro-

mortality through tested pre- and post-

grams such as Moms First, a nationally recognized
model that provides access to pre- and post-natal
care and addresses perinatal depression within the
City of Cleveland. The program reaches a rela-
tively large number of African-Americans who live
in high-risk neighborhoods. Local elected officials
should also collaborate with leaders in Franklin
County to learn from that county’s successful mod-

el for reducing infant mortality.

Establish goals, implement policies and

ensure adequate funding to improve
childhood lead screening rates in the City of
Cleveland. Elected officials should also help accel-
erate the Greater Cleveland Lead Advisory Coun-
cil’s effort to eliminate lead poisoning in Greater
Cleveland by the year 2010.

Addyress current policies that promote the
sale or distribution of unhealthy snacks

and “junk food” in local elementary and second-
ary schools.

- Consider replication of reforms being im-
16 plemented by Arkansas Governor Mike

Huckabee, current chair of the National Gover-
nors Association, designed to address his state’s
obesity challenges and the economic impact it is
having on his state.

RECOMMENDATIONS FOR
GRANT MAKERS AND FUNDERS

Establish a Regional Council to serve as
7 a permanent vehicle for pursuing funds

to address community health disparities. Develop
the infrastructure and expertise necessary to pursue
National Institutes of Health (NIH) funding op-

portunities.

18 Support tested local programs that pro-

sity. Consider continued support and replication of

mote activities designed to address obe-

initiatives such as the City of Cleveland’s Steps to
a Healthier Cleveland project (currently funded by
the Centers for Disease Control and Prevention).
Develop ideas from sources such as a recent book
by Tom Farley and Deborah Cohen, entitled Pre-
scriptions for a Healthy Nation, for local application.
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RECOMMENDATIONS FOR
SECONDARY ScHOOLS,
CoOLLEGES AND UNIVERSITIES

- Access the resources available to students,
19 researchers and institutions focused on
eliminating health disparities. Consider: (1) es-
tablishing a mechanism to facilitate student appli-
cation to the National Institutes of Health’s (NIH)
Clinical Research Loan Repayment Program; (2)
sharing information and knowledge needed to ap-
ply for the NIH Minority Health International Re-
search Training Grant; and (3) providing support
for institutions applying for NIH endowment.

Work collaboratively to identify exist-
ing, or develop new, curricula addressing

20

health disparities for clinical practitioners.

Develop programs to increase the avail-
2 ability of trained interpreters and train
providers regarding the effective use of such in-
terpreters. (See Recommendations for Health Care
Providers.)

Develop a regional initiative to increase

22

fessionals. Consider collaboration with programs

the number of minority health care pro-

such as The Physician Diversity Project of Com-

munity Catalyst, a national organization working
to improve community participation in the health
care system. (See: http://www.communitycatalyst.

org)
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RECOMMENDATIONS FOR
CoMMUNITY ORGANIZATIONS

Promote the development and dissemina-

tion of effective anti-obesity media and
counter-programming aimed at appropriately-
aged students. Consider the development and rep-
lication of a broad-based media campaign aimed
at obesity, perhaps modeled after the “Truth” cam-
paign that has contributed to the reduction in teen
smoking.

Coordinate with existing major health
24 disparity initiatives to leverage im-
pact. Support and coordinate with programs such
as the Health and Caring for All Vision Council
(HCVC)’s Reducing Racial and Ethnic Disparities in
Health and Access to Health Care initiative.

Support efforts to eliminate lead poi-

soning in Greater Cleveland. Support
and collaborate with programs such as the Greater
Cleveland Lead Advisory Council, Lutheran Met-
ropolitan Ministry’s lead poisoning education out-
reach and advocacy program, and the statewide
Help End Lead Poisoning initiative.

Collaborate on the development of strate-
26 o .
gies and programs to provide culturally
appropriate outreach and case management to
vulnerable populations.”®
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RECOMMENDATIONS FOR NORTHEAST
Ounio BusiNess LEADERS

Support efforts to encourage major

27

through health plans. Consider replication of cur-

bealth insurers to collect relevant data

rent health data-collection initiatives to allow for
the development of effective interventions to ad-
dress health disparities.

Encourage key industry clusters to

increase the number and quality of

employer-sponsored wellness programs.

Cooperate with efforts designed to edu-

cate stakeholders about the economic cost
of failing to eliminate health disparities.

Encourage broader development of

employer-provided wellness programs.

RECOMMENDATIONS FOR
COALITIONS AND PARTNERSHIPS
OF THE ABOVE GROUPS

Establish a coalition of health care stake-
holders to speak with “one voice” on
public policies relevant to the elimination of

health disparities.

Support existing programs aimed at ex-
32 panding the existence of “medical homes”
for at-risk populations. Collaborate with institu-
tions such as The MetroHealth System and other
stakeholders to promote the “medical home” con-
cept and encourage the expansion of Federally
Qualified Health Centers to increase the number of

“medical homes” for area residents.

Convene local stakeholders to develop

strategies to improve access to health cov-
erage and health care by indigent and medica-
tion-dependent individuals.'

Advocate with business organizations,
3 public officials and other policy makers

to integrate key health care priorities, such as

the elimination of health disparities, into federal
and state development initiatives. Stakeholders
should consider establishing coalitions and resourc-
es to effectively lobby for public policies that explic-
itly seek to address the causes of health disparities.

Develop culturally sensitive HIVIAIDS
35 education and outreach programs. Con-
sider replication of efforts such as AID Atlanta, a
nonprofit organization that has developed a model
program for HIV awareness and testing, counsel-
ing, social services and public benefits. AID Atlanta
operates several other HIV/AIDS programs, includ-
ing a culturally appropriate project that focuses on
providing information to the gay community and a
program known as “Sista Sol” which was developed
to reduce behaviors that place African-Americans at
risk for HIV/STD infection and reinforce healthy
behaviors. (See: http://www.aidatlanta.org/educa-
tion/education_programs.shtml.)
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academic-community partnership that
results in innovative interventions that
achieve real, measurable reductions in
health disparities in Greater Cleveland
and are applicable to other geographic
locations. The Center also promotes
training a new generation of health ac-
tivists committed to eliminating health
disparities.

>Based on evaluations received from
lecture series attendees, these objec-
tives were met. Attendees were asked
to rate whether their knowledge of
certain aspects of health disparities had
been enhanced by the lecture they at-
tended. Rating was on a scale of one to
five, with five being the highest rating.
On average, attendees rated enhanced
knowledge about the importance of
health disparities at 4.42, ways to re-
duce health disparities at 4.22, and the
causes of health disparities at 4.10.

16 “Limiting Tort Liability for Medi-
cal Malpractice.” Economic and
Budget Issue Brief: January 8, 2004.
Available at: heep://www.cbo.gov/
ftpdocs/49xx/doc4968/01-08-
MedicalMalpractice.pdf. Accessed Feb-
ruary 2, 2000.

17 Brewster G, Schwartz R. “Closing the
Health Gap: An Economic Analysis.”
Standard & Poor’s Corporate Value Con-
sulting. October 21, 2003.

18 Thorpe K. “What Accounts for the
Rise in Health Care Spending: Varia-
tions by Race,” presentation for the
Prescriptions for Change series. May 25,
2005.

Y [bid.

20 Kleinfield NR. “Diabetes and Its Awful
Toll Quietly Emerge as a Crisis.” New
York Times. January 9, 2006.

2'Townsend P, Davidson N, eds. /-
equalities in Health: The Black Report.
Harmondsworth, U.K.: Penguin; 1982;
and Wilkinson, R. Unbealthy Societies:
The Afflictions of Inequality. London:
Routledge; 1996. For a sustained
defense of the idea that inequality is
intrinsically bad, see Temkin L. /n-
equality. New York: Oxford University
Press; 1993.

22 The term “health disparity” is used
almost exclusively in the United States,
while the terms “health inequality” or
“health inequity” are generally used
outside of the United States. For a
discussion of differences in definitions,
see: Carter-Pokras O, Baquet C. “What
is a Health Disparity?” Public Health
Reports. September-October 2002;117.

23 Goodson MG. “Enslaved Africans and
Doctors in South Carolina.” Journal of
the National Medical Association. March
2003;95:225-233.

24 Smedley B, Stith A, Nelson A., eds.
“Unequal Treatment: Confront-
ing Racial and Ethnic Disparities in
Healthcare.” Institute of Medicine of the
National Academies of Health. Wash-
ington DC: The National Academies
Press. 2003. The Institute of Medicine
(IOM) of the National Academies is

PRESCRIPTIONS FOR CHANGE:



a nonprofit organization chartered in
1970 that provides science-based advice
on matters of biomedical science, medi-
cine, and health. The Institute works
outside the framework of government
to ensure scientifically informed analy-
sis and independent guidance.

2 Modlin CS. “Culture, Race, and
Disparities in Health Care.” Cleve-
land Clinic Journal of Medicine. April
2003;70:283,287-288.

260ne-third of all minorities live below
the poverty level. See: Laveist TA.
“Segregation, Poverty, and Empower-
ment: Health Consequences for Afri-
can Americans.” Milbank Quarterly.
1993;71:41-64. According to 2003
Census Bureau data, the latest available,
almost 230,000 African-Americans
and more than 32,000 Hispanics in
Cleveland lived in poverty. Avail-
able at: htep://factfinder.census.gov/
servlet/SAFFPeople?
event=&geo_id=01000US& _
geoContext=01000US& _
street=8&_county=&_cityTown=8_
state=&_zip=&_lang=en& _
sse=on&ActiveGeoDiv=&_u
seEV=&pctxt=fph&pgsl=010
& _submenuld=people_98&ds_
name=null&_ci_nbr=null&qr_name=n
ull&reg=null%3Anull&_keyword=8_
industry=. Accessed February 6, 2006.

¥ Zambrana RE, Molnar C, Munoz HB,
Lopez DS. “Cultural Competency as it
Intersects with Racial/Ethnic, Linguis-
tic, and Class Disparities in Managed
Healthcare Organizations.” American
Journal of Managed Care. September
2004; 10 Spec No: SP37-44.

28 Smedley et al. 2003.

# Sedlis SB, Fisher V], Tice D, Esposito
R, Madmon L, Steinberg EH. “Racial
Differences in Performance of Invasive
Cardiac Procedures in a Department of
Veterans Affairs Medical Center.” Jour-
nal of Clinical Epidemiology. 1997;50:
899-901; and Mitchel JB, McCormack
LA. “Time Trends in Late-Stage Diag-
nosis of Cervical Cancer: Differences
by Race/Ethnicity and Income, Medical
Care.” Journal of Clinical Epidemiology.
1997;35:1220-1224.

30 Schulman KA, Berlin JA, Harless W.
“The Effect of Race and Sex on Physi-
cians’ Recommendations for Cardiac
Catherization.” New England Journal
of Medicine. February 25, 1999;340:
618-626.

31 Advani A, Goldstein M, Shahar Y, Mu-
sen M. “Developing Quality Indicators
and Auditing Protocols from Formal
Guideline Models: Knowledge Repre-
sentation and Transformations.” Avail-
able at: http://iis-db.stanford.edu/pubs/
20463/developingqualityindicators.pdf.
Accessed February 4, 2006.

32 Data can be used to compare clini-
cians, provider groups and health
plans by analyzing how well they serve
patients after adjusting for race and
economic status. It is possible to de-
termine how well a provider is dealing
with certain conditions such as diabe-
tes, asthma, and heart disease based on
clinical practice guidelines.

33 Cooper-Patrick L, Gallo JJ, Gonzales
1], et al., “Race, Gender, and Partner-
ship in the Patient-Physician Relation-
ship.” JAMA. August 11, 1999;282:
583-589.

341979 Healthy People: The Surgeon
General’s Report on Health Promotion
and Disease Prevention. Washing-
ton, D.C., 1979. Available at: http:
/Iwww.healthypeople.gov/Publications/
Cornerstone.pdf. Accessed November

15, 2005.

35 1985 U.S. Department of Health and
Human Services Report of the Secretarys
Taskforce on Black and Minority Health.
Available at: hetp://www.iom.edu/
Object.File/Master/11/544/0.pdf. Ac-
cessed November 15, 2005.

3¢ Alexander GC, Sehgal, AR, Ashwini R.
“Barriers to Cadaveric Renal Transplan-
tation among Blacks, Women and the
Poor.” JAMA. October 7, 1998;280:
1148-1152.

%Bach PB, Cramer LD, Warren JL, ez al.
“Racial Differences in the Treatment
of Early Lung Cancer.” New England
Journal of Medicine. October 14,
1999;1198-1205.

$¥Margolis ML, Christie JD, Silvestri
GA, et al. “Racial Differences Pertain-
ing to a Belief About Lung Cancer
Surgery.” American College of Physicians.
2003;558-564.

ErimiNnaTING HEALTH DisparITIES IN NORTHEAST OHIO

¥ Smedley ez 2/2003. The National
Academies Press, 2003. The Institute
of Medicine (IOM) of the National
Academies is a nonprofit organization
chartered in 1970 that provides science-
based advice on matters of biomedical
science, medicine, and health. The
Institute works outside the framework
of government to ensure scientifically
informed analysis and independent
guidance. http://www.iom.edu/
view.asp?id=17538

“The Right to Equal Treatment: A Re-
port by the Panel on Racial and Ethnic
Disparities in Medical Care Convened
by Physicians for Human Rights, 2003.
Prepared by Dr. H. Jack Geiger and
Leonard S. Rubenstein, J.D., for the
panel on racial and ethnic disparities
in medical care. The annotated bibli-
ography of studies on racial and ethnic
disparities in health care, their causes,
and related issues, was prepared for
Physicians for Human Rights by Nancy
Sohler, Ph.D, of the Albert Einstein
College of Medicine; P. Jane Walmsley,
MPH, of Columbia University; Erica
Lubetkin, MD, of City University of
New York Medical School; and H. Jack
Geiger, MD, MsciHyg, Arthur C. Lo-
gan Professor Emeritus of Community
Medicine at the City University of New
York School of Medicine and past presi-
dent of Physicians for Human Rights.
Available at: http://www.phrusa.org/
research/domestic/race/race_report/
bibliography.html. Accessed February
4, 2006.

1 Sehgal A. “Impact of Quality Improve-
ment Efforts on Race and Sex Dispari-
ties in Hemodialysis.” JAMA. February
26, 2003;289:8.

4 Chen MS, Bhatt DL, Chew DP,
Moliterno DJ, Ellis SG, Topol EJ.
“Outcomes in African-Americans and
Whites after Percutaneous Coronary

Intervention.” The American Journal of
Medicine. 2005;118:1019-1025.

# Two Feathers J, Kieffer EC, Palmisano
G, et al. Racial and Ethnic Approaches
to Community Healcth (REACH).
“Detroit Partnership: Improving Diabe-
tes-Related Outcomes Among African
American and Latino Adults.” Ameri-
can _Journal of Public Health. September
2005;95:9.

33



# “A Glance at the HIV/AIDS Epidem-
ic.” Available at: http://www.cdc.gov/
hiv/pubs/Facts/At-A-Glance.htm. Ac-
cessed February 13, 2006.

# “Deaths: Final Data for 2000.” Nation-
al Vital Statistics Reporss. Hyattsville,
Maryland: National Center for Health
Statistics; 2002;50:15.

4 “Annual estimates of the population
by sex, race and Hispanic or Latino
origin for the United States: April 1,
2000-July 1, 2003.” Available at: htep:
/Iwww.census.gov/popest/national/
asth/NC-EST2003/NC-EST2003-04-
12.pdf. Accessed February 14, 2006.
See also: “Annual Estimates of the
Population for the United States and
States, and for Puerto Rico: April 1,
2000-July 1, 2003.” Available at: htep:
! Iwww.census.gov/popest/states/ NST-
EST2003-ann-est.html. Accessed Feb-
ruary 14, 2006. See also: HIV/IAIDS
Surveillance Report. 2002;14:1-40.
Available at: http://www.cdc.gov/hiv/
stats/hastlink.htm. Accessed February
13, 2006.

#“HIV/AIDS among Hispanics.” Avail-
able at: htep://www.cdc.gov/hiv/pubs/
facts/hispanic.htm. Accessed February
13, 2006.

#U.S. Department of Health and Hu-
man Services. Tobacco Use Among U.S.
Racial/Ethnic Minority Groups - African
Americans, American Indians and Alaska
Natives, Asian Americans and Pacific
Islanders, and Hispanics: A Report of the
Surgeon General. Washington, D.C.:
U.S. Department of Health and Hu-
man Services; 1998.

© Ibid.

50 Centers for Disease Control and Pre-
vention. “Cigarette Smoking Among
Adults - U.S., 2002.” Morbidity and
Mortality Weekly Report. 2004; 53:427-
431.

°! Davis EM, Clark JM, Carrese JA, Gary
TL, Cooper LA. “Radical and Socio-
economic Differences in the Weight-
Loss Experiences of Obese Women.”
American Journal of Public Health.
September 2005; 95:1539 — 1543;
and Davis EM, Rovi S, Johnson M.
“Mental Health, Family Function and
Obesity in African American Women.”
Journal of the National Medical Associa-
tion. April 2005; 97:478.

34

2bid.

3Dr. Thorpe is the Robert W. Woodruff
Professor and Chair, Department of
Health Policy and Management, Rol-
lins School of Public Health, Emory
University.

>“Local, State and National Lead Poi-
sioning and Testing Rates.” Available
at: heep://www.chw.org/Lead/LEAD _
home3.htm#Rates. Accessed February
13, 2006.

>>“Childhood Lead Poisioning in
Cleveland, an Overview.” Available
at: heep://www.chw.org/Lead/LEAD _
Overviewl.htm. Accessed February 13,
2006.

5“Local, State and National Lead Poi-
soning and Testing Rates.” Available
at: heep://www.chw.org/Lead/LEAD _
home3.htm#More. Accessed February
7, 2006.

7“Local, State and National Lead Poi-
sioning and Testing Rates.” Available
at: heep://www.chw.org/Lead/LEAD _
home3.htm#Rates. Accessed February
13, 2006.

8Smedley ez al. 2003.

»Betancourt JR, Green A, and Carrillo
JE. “Cultural Competence in Health
Care: Emerging Frameworks and Prac-

tical Approaches.” The Commonwealth
Fund. October 2002.

“Dobidio JF, Gaertner SL. “Stereotyp-
ing, Prejudice, and Discrimination:
Another Look.” In: Macraw N, Stan-
gor C, Hewstone M eds. Stereotypes
and Stereotyping. New York: Guilford.
1998;276-319.

®'Goode T, Jones W. A “Definition of
Linguistic Competence.” Georgetown
University Center for Child and
Human Development: National Center
for Cultural Competence. 2004. Avail-
able at: http://gucchd.georgetown.edu/
nccc/framework. html#lc. Accessed Feb-
ruary 1, 2000.

62 Levine, C. “A Well Kept Secret: The
Challenge of Finding out about Hos-
pital Free Care in Columbus Ohio.”
The New England Journal of Medicine.
October 2003;18-19.

%Smedley e/ al. 2003.

64 Saha S, Taggart S, Komaromy M,
Bindman A. “Do Patients Choose
Physicians of Their Own Race? To
Provide the Kind of Care Consumers
Want, Medical Schools Might Be Able
to Justify Using Race as an Admissions
Criterion.” Health Affairs. July-August
2000:76-83.

®Cooper L, Powe N. “Disparities in Pa-
tient Experiences, Health Care Process-
es, and Outcomes: The Role of Patient-
Provider Racial, Ethnic, and Language
Concordance.” The Commonwealth
Fund. July 2004.

6 Saha S, Komaromy M, Koepsell TD,
Bindman A. “Patient-Physician Racial
Concordance and the Perceived Quality
and Use of Health Care.” Archives of In-
ternal Medicine. 1999;159:997-1004.

“This is a recommendation of the Insti-
tute of Medicine’s Committee on Un-
derstanding and Eliminating Racial and
Ethnic Disparities in Health Care. See:
Smedley e/ al. 2003.

68“Association of American Medical Col-
leges: Minorities in Medical Education
Facts and Figures, 2005. Available at:
http://www.ama-assn.org/ama/pub/
category/168. Accessed November 15,
2005. See also: “Population by Sex,
Age, National Origin and Race.” Avail-
able at: www.factfinder.census.gov.

Accessed February 13, 2006.
®Smedley e/ al. 2003.

792004 National Healthcare Disparities
Report.” Available at: heep://www.
qualitytools.ahrq.gov/disparitiesreport/
browse/browse.aspx?id=4498. Accessed
February 13, 2006.

7V Weiner G. “Persistent Problems, Dis-
quieting Disparities, 2005.” Planning
and Action: Journal of the Center for
Community Solutions. 2005;58:3-5.

72 Weiner G, Ahern J. “Public Health
Insurance Programs Provide a Vital
Safety Net, 2005.” Planning and Action:
Journal of the Center for Community So-
lutions. 2005;58: 1-4.

3Weiner et al. “Cuyahoga County’s Un-
insured Adults and the Problems That
They Face.” 2005.

7#The Health Policy Institute of Ohio.
“Understanding Health Disparities.

PRESCRIPTIONS FOR CHANGE:



Columbus, OH: The Health Policy In-
stitute of Ohio;” 2004:9.

7> Ibid.

7*Weiner et al. Cuyahoga County’s Un-
insured Adults and the Problems That
They Face. 2005.

7 [bid.

78Social Indicators 2003: Community
Health.” Federation for Community
Planning. Cleveland, OH: December
2003;175-176. Available at: htep:
/Iwww.communitysolutions.com/store/
index.asp?DEPARTMENT_ID=43.
Accessed November 15, 2005.

7 Ibid. The Department of Health and
Human Services, Health Resources and
Service Administration defines Primary
Medical Care Shortage Areas as areas
where the population-to-provider ratio
is too high, and resources in adjacent
areas are over-used or inaccessible. In
Cuyahoga County, these shortage areas
are in Cleveland and East Cleveland.

802004 National Healthcare Disparities
Report.” Available at: http://www.qu
alitytools.ahrq.gov/disparitiesreport/
browse/browse.aspx?id=4498. Accessed
February 13, 2006.

81«

Understanding Health Disparities
2004.”

82 [bid.

8Brailer D, Thompson T. Health IT
“Strategic Framework. 2004.” Avail-
able at: htep://www.hhs.gov/healthit/
frameworkchapters.html. Accessed Feb-
ruary 6, 20006.

%Markle Foundation Connecting for

89«

Health, A Public Private Collaborative.
“The Personal Health Working Group
Final Report. July 1, 2003.” Available
at: hetp://www.connectingforhealth.org
/. Accessed February 6, 2006.

8“Aetna Supports Efforts to Reduce

Disparities in Health Care.” Available
at: htep://www.aetna.com/news/2003/
pr_20031222.htm. Accessed February
6, 2006.

8The Ryan White Comprehensive AIDS

Resources Emergency (CARE) Act of
1990 is federal legislation that addresses
the unmet health needs of persons
living with HIV disease by funding
primary health care and support ser-
vices. The CARE Act was named after
Ryan White, an Indiana teenager whose
struggle with HIV/AIDS and against
AIDS-related discrimination helped ed-
ucate the nation. The Act can be found

at 42 USCS §S§3001F ez seq.

8The Clerkship was named after the

former U.S. Surgeon General and Case
Western Reserve University graduate,
Dr. David Satcher.

8The Buckeye Health Center is near the

site of the former Saint Luke’s Hospital.

New Findings on the Willingness of
Minorities to Participate in Health
Research.” NTH News. December 6,
2005. Available at: htep://www.nih.gov/
news/pr/dec2005/cc-06.htm. Accessed
February 13, 20006.

YFor example, studies have documented
p

the effectiveness of training promotoras
de salud,” or health promoters, who

are people from the target community
who are trusted in the community.
These individuals provide education
and case management for people with

ErimiNnaTING HEALTH DisparITIES IN NORTHEAST OHIO

chronic health conditions, pregnant
women and others who are at risk for
medical problems. Another example

is project REACH (Racial and Ethnic
Approaches to Community Health), a
model that was developed in Detroit

to produce and disseminate minority-
specific intervention materials which
are marketed by trained community
residents to help inform area residents
of lifestyle factors for risk of diabetes
(REACH can be adapted for other dis-
abilities). Another intervention is the
model of Abrete Sesamo, a project of the
Latino Empowerment and Outreach
Network (LEON) in Columbus, Ohio,
which trained lay health advisors who
are organizing workshops among newly
arrived Latino residents, teaching them
how to use the health care system ap-
propriately, why and how to establish a
“medical home,” how to pay for health
care, and other skills needed to be effec-
tive patients. The project is also build-
ing relationships that link vulnerable
populations with assistance in using the
health care system.

'DMA is a state-funded program for

medication dependent, indigent people.
One-third of current enrollees reside

in Cuyahoga County. The recent state
budget reduced funding dramatically
and an advisory council developed
recommendations for restructuring and
preserving the program on a limited
budget. No representatives participated
from Cuyahoga County, which could
benefit from a coordinated approach

to serving this population. Because of
funding cuts, enrollment is frozen and
many eligible residents from Northeast
Ohio will go without state-funded as-
sistance.

35



APPENDIX SECTION A:

LECTURE SERIES PRESENTERS

OCTOBER 27, 2004

“Unequal Health Outcomes:
National Challenges and Progress
Toward Reducing Health Disparities”

Presenter: John Ruffin, Ph.D., director,
National Center for Minority Health and
Health Disparities, National Institutes of Health.

DECEMBER 10, 2004

Afternoon Lecture: “The Color Line:
Why Race Matters in the
Elimination of Health Disparities”

Presenter (afternoon and evening): Stephen B. Thom-
as, Ph.D., director, Center for Minority Health, Univer-
sity of Pittsburgh.

Panelists for the afternoon program:

George Weiner, Ph.D., Community Solutions and
Joseph Sudano, M.D., MetroHealth.

Evening Lecture: “Light on the Shadow of the
Tuskegee Syphilis Study (1932-1972):

Implications for the Elimination of

Racial and Ethnic Health Disparities.”

Rachel E. Spector, Ph.D.,
R.N., and CULTURECA
consultant, spoke on new
approaches to multicultural
health care.

JANUARY 26, 2005
“Identifying Barriers: Access and Quality Issues
that Contribute to Health Disparities.”

Presenter: H. Jack Geiger, M.D., medical professor
Emeritus, Sophie Davis School, City College of New
York.

Panelists: Ashwini Sehgal, M.D., (moderator),

direcor, Center for Reducing Health Disparities, Case
Western Reserve University, MetroHealth Medical Cen-
ter; Sonja Harris-Haywood, M.D., assistant professor,
Case Family Medicine Research Division, and John E
Sideras, president and CEO, MetroHealth System.

Panelists from the December 2004 program (I to 7):

Joseph Sudano, M.D., MetroHealth; George Weiner, Ph.D.,
Center for Community Solutions; and Stephen B. Thomas,
Ph.D., Center for Minority Health, University of Pittsburgh.

“Identifying Barriers” pan-
elists (I to r): H. Jack Gei-
ger, M.D., presenter, City
College of New York, Sonja
Harris-Haywood, M.D.,
CWRU Family Medicine
Research Division, and
John E Sideras, The Metro-
Health System.
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APRIL 13, 2005

“The Impact of the Rising Complexity of Health
Care and Self Care on Challenged Consumers.”

Presenter: Linda Gottfredson, Ph.D., professor of edu-
cation and co-director of the Delaware-Johns Hopkins
Project for the Study of Intelligence and Society.
Panelists: Gail Bromley, Ph.D., executive director, The
Free Medical Clinic of Greater Cleveland and Sharon
E. Milligan, PhD., associate professor, social work Case
Western Reserve University, and co-director, Center on
Urban Poverty and Social Change.

May 25, 2005
“The Economic Cost of Health Disparities.”

Presenter: Kenneth E. Thorpe, Ph.D., professor and
chair, Department of Health, Policy and Management,
Rollins School of Public Health, Emory University.
Panelists: Mark E. Schweitzer, Ph.D., assistant vice
president and economist, Federal Reserve Bank of
Cleveland (moderator); Ronald L. Copeland, M.D.,
executive medical director, Kaiser Permanente of Ohio;
and Susan Kennedy-Kalafatis, Ph.D., special projects
team lead, North Central Medical Economics Unit,
Aetna Inc.

conomic Costs of Health Disparities” panelists (I to r): Ma

rk Schweitzer, Ph.D., Federal Reserve Bank of Cleveland, mod-
erator; Ronald L. Copeland, M.D., Ohbio Permanente Medical Group; Susan Kennedy-Kalafatis, Ph.D., North Central
Medical Unit, Aetna, Inc.; and presenter Kenneth E. Thorpe, Ph.D., Rollins School of Public Health, Emory University.

JUNE 22, 2005

“Responding to Cultural Differences: New
Approaches for Multicultural Health Care.”

Presenter: Rachel E. Spector, Ph.D., CULTURAL-
CARE consultant and former associate professor,
Department of Community Health Nursing, Boston
College School of Nursing,.

Panelists: Deborah J. Nebel, associate director, UH-
CAN Ohio (moderator); Bette Bonder, Ph.D., profes-
sor, Departments of Health Sciences and Psychology
and associate dean, Cleveland State University; and Jen-
nifer Saenz, R.N., B.S.N., project director, Creando Posi-
bilidades, El Barrio.

AuGuUST 10, 2005

“Remedies for Change: Developing Effective
Strategies to Eliminate Health Disparities.”

Presenter: Georges C. Benjamin, M.D., executive
director, American Public Health Association.

Dr. Benjamins remarks
included recommendations
on how local stakehold-
ers can begin developing

a strategic plan to become
recognizged as a healthy

community.
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APPENDIX SECTION B:

BiograrHICAL SKETCHES OF KEy CONTRIBUTORS

HE following individuals provided extensive advice and guidance through-

out the Prescriptions for Change initiative. Many produced papers that were

incorporated into the regional health disparities discussion.

Melissa Aulisio

Moreir a, MNO 5 is the associate director for The
Center for Reducing Health Disparities, a joint pro-
gram of MetroHealth Medical Center and Case Western
Reserve University. The Center’s mission is to reduce
health disparities through research, education and com-
munity partnerships. Her professional interests include
evaluation, public health, health disparities and com-
munity development. Examples of current projects in-
clude a partnership with The AIDS Taskforce of Greater
Cleveland to improve access to care for HIV positive/
AIDS Latinos in Greater Cleveland. In addition, the
Center for Reducing Health Disparities has formed a
partnership with the Cuyahoga Metropolitan Housing
Authority to reduce obesity in the CMHA youth popu-
lation. Ms. Moreira belongs to the Cleveland Women’s
Health Care Commission and the Westside Women’s
Health Consortium. She received her Master’s degree

in Nonprofit Management from Case Western Reserve
University and her Bachelor’s degree in English Litera-
ture, summa cum laude, from The Ohio State University.

Nathan A. Berger, M.D., is the Hanna-

Payne Professor of Experimental Medicine and
director of the Center for Science, Health and Society.
He is professor of medicine, biochemistry and oncology
at Case Western Reserve University, School of Medicine.
Dr. Berger is an active researcher and oversees collabora-
tive initiatives between Case Western Reserve University
and the City of Cleveland to improve the health of city
residents through community outreach, health educa-
tion and health policy programs. He leads the CWRU
School of Medicine Mini-Med School, an adult learn-
ing series aimed at educating the public to lead healthier
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lifestyles, become more informed healthcare consumers
and better healthcare advocates. Dr. Berger coordinates
the Scientific Enrichment and Opportunity Program at
the CWRU School of Medicine, which provides Cleve-
land high school students with unique opportunities to
engage in biomedical research. The program also pro-
vides mentoring that motivates students to complete
high school, attend college and pursue careers in the
biomedical sciences and health professions. He received
his A.B. from Temple University in 1962 and his M.D.
from Hahnemann Medical College in 1966.

Gail Bromley, Ph.D., is the executive
director of The Free Medical Clinic of Greater
Cleveland where she has continued her ongoing com-
mitment to serving the needs of the disenfranchised.
The Free Medical Clinic serves more than 13,000 pa-
tients each year. Over 600 volunteers support the Free
Medical Clinic, including doctors, nurses, lab techni-
cians, dentists, psychiatrists, therapists, and social work-
ers. Dr. Bromley has extensive experience in administra-
tion, research, strategic planning and program develop-
ment. In her leadership positions, she has worked with
members of the community to identify disparities in
health care and has implemented programs to improve
access. Dr. Bromley believes that health care is a right,
not a privilege. Dr. Bromley is a graduate of Boston
University, majoring in Psychology and Sociology. She
holds Bachelor’s and Master’s degrees from Frances
Payne Bolton School of Nursing, Case Western Reserve
University and a Ph.D. from Mandel School of Applied
Social Science where she was awarded a Mandel Leader-
ship Fellowship.
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Matt Carroll, J.D., is the interim di-

rector of the City of Cleveland Department
of Public Health. The Department is responsible for
disease reporting and surveillance, health promotion,
health clinic services, food safety, environmental inspec-
tions and hazard control, and air quality. Mr. Carroll
began his professional career as an attorney with Baker
& Hostetler. He began his government and non-profit
service by joining Cleveland’s Department of Law, and
continued in management positions with ParkWorks, a
non-profit green space development organization, and
the Cuyahoga County Department of Human Services.
At Cuyahoga County, Mr. Carroll was a senior manager
for Cuyahoga Health & Nutrition, the agency primarily
responsible for administering social service benefits, in-
cluding food stamps, Medicaid, and day care. Mr. Car-
roll has volunteered for several Cleveland nonprofit or-
ganizations, including serving as president of the boards
of the Hunger Network of Greater Cleveland and Mer-
rick House. He received his undergraduate degree in
Political Science from Brown University and his law
degree from Georgetown University Law Center.

Esa M. Davis, M.D., M.PH., isan
assistant professor in the Department of Family
Medicine, Division of Research, at the School of Medi-
cine at Case Western Reserve University. Dr. Davis’s
research is in the role of stress, insulin resistance and
childbearing on the later life development of obesity
and diabetes in women. She is particularly interested in
understanding mechanisms for the racial and socioeco-
nomic disparity in obesity occurring among women.
She maintains a clinical practice at the University Hos-
pitals of Cleveland Family Medicine Health Center.

Dr. Davis is also involved in medical student and resi-
dent education. She is board-certified as a Diplomat
from the American Board of Family Physicians. Dr.
Davis belongs to several professional organizations, in-
cluding the American Academy of Family Physicians,
the National Medical Association and the North Ameri-
can Association for the Study of Obesity. She attended
UMDN]J-New Jersey Medical School in Newark, and
completed her research training as a Robert Wood John-
son Clinical Scholar at Johns Hopkins University School
of Medicine in Baltimore. She received her Master’s of
Public Health degree from the Johns Hopkins Univer-
sity Bloomberg School of Public Health.

Paula Gomez Farrell, Ph.D., is a vice

president of NorTech, a technology-based econom-
ic development organization that focuses on continuous
improvement of Northeast Ohio’s technology environ-
ment and economy. Dr. Gomez Farrell previously served
as a program director for the Greater Cleveland Partner-
ship where she worked on programs and projects related
to diversity and economic inclusion. Her current work
with NorTech involves staffing the Urban Technology
and Inclusion Initiative, which focuses on ensuring that
regional tech-based economic development strategies
address the needs of all populations in Northeast Ohio.
Her areas of focus include developing strategies for us-
ing health information technology to reduce health dis-
parities and supporting the expansion of programs that
encourage underrepresented students to choose careers
in science, technology, engineering, and math. Dr. Go-
mez Farrell’s professional career has included a unique
combination of experience in information technology,
human service, and social justice. Dr. Gomez Farrell
received her Ph.D. in Urban Studies and Public Affairs
from Cleveland State University.

( :arla M. Harwell, M.D., is the medical
director of the Otis Moss, Jr.~University Hospitals

Medical Center, and assistant professor of Medicine at
Case Western Reserve University School of Medicine.
The Otis Moss Jr.~University Hospitals Medical Cen-
ter, located in an urban area of Cleveland, the Fairfax
community, offers primary care services to many resi-
dents in both Cleveland and the Greater Cleveland
community. Since completing her residency training,
Dr. Harwell has served as medical director there with

a special interest in reducing the health care disparities
that exist in the African-American community. Many of
Dr. Harwell’s patients are underinsured, and she works
to reduce health care inequalities by empowering her
patients to take control and become active participants
in their own health care. Most recently, the Ohio Com-
mission on Minority Health honored Dr. Harwell for
her dedication to decreasing health disparities among
African-Americans in the State of Ohio and beyond. She
holds a Bachelor of Sciences degree in biology, a Bach-
elor of Arts degree in psychology, and a medical degree,
all from the University of Cincinnati.
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IHSOO Hyun, Ph.D., is an assistant professor
of bioethics in the Department of Bioethics, School
of Medicine, Case Western Reserve University, in Cleve-
land, Ohio. Most of his early training in philosophy
focused on ethical theory and epistemology. Dr. Hyun
later came to develop a predominant interest in biomed-
ical ethics. His research projects include ethical issues
surrounding patient autonomy and cultural

diversity, equality and priority among claimants of med-
ical resources, international dynamics of human research
cloning, and theories of patient well-being. Dr. Hyun’s
primary research goal is to provide new ways of fram-
ing bioethical problems by reexamining the theoretical
orientations that have become commonplace among
many bioethicists. He was recently awarded a Fulbright
research award to begin qualitative research on the ethi-
cal, legal, and cultural dimensions of human cloning re-
search in South Korea. Dr. Hyun received his B.A. and
M.A. in philosophy from Stanford University and his

Ph.D. in from Brown University.

Cathy J. Levine, J.D., is the executive
director of the Universal Health Care Action Net-
work of Ohio (UHCAN Ohio) a statewide, grassroots
organization that promotes access to quality, affordable
health care for everyone. She co-chairs the Ohio Family
Coverage Coalition, which works to build upon public
health care programs for low-income people. As UH-
CAN Ohio’s policy director, she has monitored Ohio’s
Medicaid program, preservation of community health
assets, and health care legislation from the consumer’s
perspective. Her other areas of focus include state cover-
age initiatives, hospital billing and collections, immi-
grant health access and affordable prescription drugs.
Ms. Levine leads UHCAN Ohio’s Columbus grassroots
activities, connecting people living and working in
medically under-served communities with health care
policymaking. Ms. Levine is active in BREAD (Building
Responsibility, Equality and Dignity), an interdenomi-
national congregation-based organization working on
social justice issues in Columbus. Ms. Levine practiced
law in Massachusetts, Pennsylvania, Wisconsin and
Ohio, primarily representing low-income and work-
ing people. She received her B.A. from New York Uni-
versity, her Master’s degree from Goddard-Cambridge
Graduate Program, and her ].D. from New England
School of Law.
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Shana F Marbury, J.D., is the manager

of inclusion initiatives and associate general counsel
for the Greater Cleveland Partnership. Her current work
focuses on two GCP programs, the Commission on
Economic Inclusion, an organization of more than 85
Northeast Ohio employers committed to increasing the
meaningful involvement of minority businesses and in-
dividuals in the economic engines of Greater Cleveland,
and the Roundtable Community Council, a program
that advocates for economic inclusion and social equity
as key factors in the development and implementation
of business and economic development strategies. Ms.
Marbury also assists with legal affairs at the GCP. Ms.
Marbury received her J.D. from Tulane University Law
School and completed her undergraduate work at Tufts
University, where she double-majored in sociology and
political science.

harles S.
MOdliIl, JI’., M.D., FACS, is the only

African-American kidney transplant surgeon who is also
a urologist in the United States. He is the founder and
director of the Minority Men’s Health Center at the
Glickman Urological Institute of the Cleveland Clinic
Foundation. In 1996, Dr. Modlin joined the staff of
The Cleveland Clinic Foundation’s Urological Institute,
with a joint staff appointment within the Cleveland
Clinic Transplant Center. He has authored scientific
publications and presented scientific research at national
meetings. Dr. Modlin has developed outstanding initia-
tives and made numerous contributions towards elimi-
nating minority health care disparities. He is a leading
force in Cleveland and leads the initiatives at the Cleve-
land Clinic toward elimination of health disparities. Dr.
Modlin graduated from Northwestern University with
a degree in chemistry and received his medical school
education at Northwestern University Medical School
in Chicago. He completed a six-year surgery-urology
residency at New York University and a three-year fel-
lowship in basic science transplant immunology, renal
transplantation and clinical renovascular surgery at the

Cleveland Clinic.
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Ear | Pike is the executive director of the AIDS
Taskforce of Greater Cleveland (ATGC), Ohio’s
oldest and largest AIDS service, education, and advo-
cacy organization. He began working in the AIDS field
in 1985 when he established Minnesota’s first statewide
AIDS hotline, before becoming coordinator of education
for special populations at the Minnesota AIDS Project.
He served as the statewide AIDS Coordinator for the
Minnesota Department of Human Services. Mr. Pike is
the author of We are All Living with AIDS (Deaconess
Press, 1993), on AIDS policy for workplaces and social
service agencies. He has written many articles, mono-
graphs, educational video scripts, and training manuals.
Mr. Pike helped found numerous AIDS initiatives, in-
cluding an education program for incarcerated inmates, a
program for the deaf and hard of hearing and a national
AIDS prevention program for Native Americans. Before
working in the area of AIDS, Mr. Pike was the director
of a crisis intervention program in Minneapolis. He re-
ceived his B.A. in organizational communications from
the University of Minnesota and his M.A. in creative
writing from Cleveland State University.

DCI)Ol‘al‘l Z. Read, J.D., is a partner and

one of eight members of the firm-wide executive
committee of Thompson Hine LLP. Thompson Hine
lawyers serve as counselors, advisors and advocates to a
full spectrum of clients ranging from major public and
private corporations to financial institutions, govern-
ments, nonprofit organizations, venture capitalists and
individual entrepreneurs. Ms. Read practices tax and
health care law and functions as outside General Coun-
sel to several large exempt organizations. She focuses
her practice on tax and corporate planning for nonprofit
organizations, foundations and health care organiza-
tions. Her health care practice focuses on advising hos-
pitals, physician groups and health care providers on
contractual relationships, corporate planning, acquisi-
tions, and legal structures for affiliations, ventures and
other business arrangements. Ms. Read is admitted to
practice in the District of Columbia and Ohio. She re-
ceived her J.D. from Boston University School of Law
and her A.B. from Ohio University. She is a member
of the American Bar Association, Tax Law Section; the
American Health Lawyers Association; the District of
Columbia Bar Association; and has served as a panel
chair for the Cleveland Tax Institute.

andra R. Schwartz is the immediate past

executive director of The National Conference
for Community and Justice (NCC]) Northern Ohio
Region, a position she held for the past twenty years.
Founded in 1927 as The National Conference of Chris-
tians and Jews, NCC] is a human relations organiza-
tion dedicated to fighting bias, bigotry and racism in
America. NCCJ promotes understanding and respect
among all races, religions and cultures through advo-
cacy, conflict resolution and education. A recent focus
of NCCJ’s programmatic initiatives has been racial and
ethnic disparities in health care which is aligned with
the organization’s mission of “fighting bias, bigotry and
racism.” NCC]J was the convener of a 2005 sympo-
sium to address this issue. Ms. Schwartz has a B.A. from
The Ohio State University and a M.A. in Communica-
tion from Cleveland State University with a concentra-
tion in Health Care Communication.

A shwini Sehgal, M.D., is the Duncan

euhauser Associate Professor of Community
Health Improvement and director of the Center for
Reducing Health Disparities at Case Western Reserve
University in Cleveland, Ohio. He is also associate pro-
fessor of medicine, biomedical ethics, and epidemiology
and biostatistics at Case Western Reserve University. In
addition, he is a practicing nephrologist at MetroHealth
Medical Center. He was recently named the co-medical
director of the Cleveland Department of Public Health.
Dr. Sehgal’s research has focused on quality improve-
ment and health disparities. He has been the Principal
Investigator of three community-based studies funded
by the National Institutes of Health to identify and
overcome barriers to effective care of renal patients. Dr.
Sehgal received his Bachelor’s degree in mathematics,
summa cum laude, from the University of Rochester and
his M.D. degree from Harvard Medical School. He then
completed an internship and residency in internal medi-
cine at Massachusetts General Hospital and a nephrol-
ogy fellowship while participating in the Robert Wood
Johnson Clinical Scholars Program at the University of
California, San Francisco.
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E Harry Walker, M.D., is the director of

@ the MetroHealth Center for Community Health
(CCH) where he administers nine medical outpatient
clinics. Dr. Walker is also a staff physician for internal
medicine at the MetroHealth Clement Center for Fam-
ily Health in Cleveland. He is the former medical di-
rector of the Health Care Center for the Homeless in
downtown Cleveland where he collaborated with social
workers, medical students and nurses to administer and
organized a health care system for homeless individuals.
Dr. Walker is the former medical director of the Metro-
Health Downtown Health Clinic and served as medical
director of the MetroHealth Correction Center. He has
been an assistant professor of medicine at Case Western
Reserve University since 1985. Dr. Walker serves on the
MetroHealth Center’s Medical Executive Committee,
MetroHealth Management Council, the Medical Opera-
tions Group, the Advanced Nurse Practitioners Steering
Committee, and the Managed Care Education Com-
mittee. He is a recipient of the Henry D. Ziegler, M.D.,
Award for Community Health and has been honored by
Cleveland Health Care for the Homeless. He received
his Bachelor of Science in Chemistry from Williams
College and an M.D. from the University of Cincinnati
Medical School.

‘ : eorge Weiner, P l‘l.D., is executive-in-

residence at the Maxine Goodman Levin College
of Urban Affairs at Cleveland State University and act-
ing director of the University’s Center for Health Eq-
uity. He also holds the William and Elizabeth Treuhaft
Chair in Health Planning and Research at The Center
for Community Solutions and an adjunct faculty posi-
tion in epidemiology and biostatistics at the Case West-
ern Reserve School of Medicine. At Cleveland State, Dr.
Weiner is principal investigator for a three-year grant
from the Center on Minority Health and Health Dis-
parities at the National Institutes of Health. He previ-
ously served as vice president for policy analysis and
research at the Center for Health Affairs and as the vice
president of planning and institutional Research for The
MetroHealth System. He has held faculty positions at
the Maxwell School of Public Affairs at Syracuse Uni-
versity and the Nance College of Business Administra-
tion at Cleveland State. He received his undergraduate
(mathematics) and graduate degrees (urban and regional
planning) from Cornell University.
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Danny R. Williams, J.D., MNO,

is the senior vice president and general counsel
of the Greater Cleveland Partnership (GCP), a recently
formed business organization dedicated to economic
development and job growth in Northeast Ohio. In
this capacity, Mr. Williams also serves as the execu-
tive director of the Roundtable Community Council,
a program of the GCP. Mr. Williams is responsible for
GCP’s education, workforce development and inclu-
sion initiatives, and serves as the organization’s in-house
legal counsel. He previously served as the president and
chief executive officer of the Greater Cleveland Round-
table, a Cleveland-based nonprofit organization focused
on issues of social and economic equity. Before joining
the Roundtable, he was general counsel and Cuyahoga
metro executive for the Ohio Division of the Ameri-
can Cancer Society. Mr. Williams has also served as
Cuyahoga County administrator, and as Cleveland Law
Director in the administration of former Mayor Mi-
chael R. White, serving as the c ity’s chief legal officer
and chief prosecutor. Mr. Williams received his Master’s
of Nonprofit Organizations degree from Case Western
Reserve University. He earned his law degree from the
University of Michigan Law School and his Bachelor’s
degree in psychology from Princeton University.

arlumandarlo E. B. Zaramo,

M.Sc., CLsp (MB), FGUI, isa
research scholar, genetics fellow and minority health
educator at the Cleveland Clinic Foundation Minority
Men’s Health Center. Over the last eight years he has
been conducting a summer educational collaborative
professorship in Pathology and Microbiology for the
Health Career and Opportunity Program at Cleveland
State University. He has prepared exceptional education
health literacy and culture “incompetence” initiatives
towards the eradication of minority health care dispari-
ties. Prof. Zaramo has developed strategies to increase
adequate preventive health methodologies throughout
the nation’s minority community. A native Clevelander,
he completed his undergraduate training in biological
sciences at Case Western Reserve University and a three-
year Graduate Fellowship in biomedical engineering and
clinical research.
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FOR ADDITIONAL COPIES,
CONTACT:

Greater Cleveland Partnership
50 Public Square, Suite 200
Cleveland, OH 44113-2291

Phone: 216.621.3300
Fax: 216.621.6013

www.gcpartnership.com

Case Center for Reducing Health Disparities
MetroHealth Medical Center

Rammelkamp R213

2500 MetroHealth Drive

Cleveland, OH 44109-1998

Phone: 216.778.8484
Fax: 216.778.8401

www.reducedisparity.org
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SPECIAL
THANKS

SAINT
LUKE’S

FOUNDATION

of cleveland, ohio

The vision of the Saint Luke’s Foundation of

Cleveland, Ohio is to achieve measurable,
sustained improvements in health and well-being
by targeting the root causes of problems.

W

THE MT. SINAI
HEAILTH CARE
FOUNDATION

The Mt. Sinai Health Care Foundation seeks to

assist Greater Cleveland’s organizations and leaders
to improve the health and well-being of the Jewish
and general communities now and for generations

to come.




