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Message from the Committee Chairman
It is a profound privilege and honor for me to serve as Chair of the Reducing Racial & Ethnic Health Disparities (RED) Advisory Committee.  This committee consists of individuals who are highly talented and accomplished.  I would like to offer my sincere gratitude to the members and to the staff of the Office of Minority Health for their hard work and cooperation.

As the committee derives its existence from a legislative mandate, its actions are expected to have a statewide impact which is exciting and challenging.  The task of the Committee is to examine areas where public awareness, public education, research, and coordination are lacking as it relates to disparities in racial and ethnic health outcomes in adult & childhood immunizations, cancer, cardiovascular disease, diabetes, HIV/AIDS, maternal & infant mortality, and oral health care. 

In examining health disparities and outcomes, information and data from the Closing the Gap grant program which is legislatively mandated and managed by the Office of Minority Health is utilized by the committee to demonstrate the effectiveness of programs in reaching populations impacted by health disparities.  This information is used to assist in the development of strategies and recommendations to the Surgeon General to further improve and reduce health disparities in Florida’s minority populations.  This collaborative effort allows the committee to refine its role to impact the widest population possible with the least amount of resources.

It is with this anticipation that the committee looks forward to continuing its work by working with the Office of Minority Health and the Surgeon General in addressing methods to reduce health disparities in Florida’s minority populations and by examining areas to increase entry of minorities in various health professions.

Piyush C. Agrawal, Ed. D.
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Executive Summary
In June 2000, the Florida Legislature sought to address health disparities – cancer, cardiovascular disease, diabetes, maternal and infant mortality, HIV/AIDS, adult and child immunization, and in 2004 added oral health care - that impact Florida’s racial and ethnic populations.  Recognizing the effect of the diseases on minorities and the continuous rise in health care cost, a mechanism – the Closing the Gap Act - to address the identified health disparities was passed.  The purpose of the Act is to provide prevention, intervention, education, screenings referrals, and limited diagnostic services to the underserved and uninsured minority populations.
One of the tenets of the Act was to establish a Reducing Racial and Ethnic Health Disparities Advisory Committee.  The Advisory Committee was appointed by the Secretary of Health and the goal of the Committee is to make recommendations to the Department on mechanisms to reduce healthcare disparities and increase access to care.
In 2005, the Committee submitted its first report with recommendations that included both short and long term goals.  Those recommendations and goals will continue to be monitored and are restated in this report to ensure implementation efforts are continued.  The 2006 recommendations are specifically focused and designed to develop partnerships.  This initiative is demonstrated in the objectives and strategies in the Community-Based Collaborative Linkage: Focus on Cancer Control section.
As the state and country continues to struggle with health disparities in minority populations, the root causes are complex and exist on multiple levels, such as, cultural competence in addressing language access issues, access to health care, transportation, and the lack of health insurance.  This report will examine those issues and provides recommendations for consideration by the Department of Health, the Florida Legislature, and stakeholders.  This report also contains process and outcomes of services provided through the Closing the Gap program.

It is clear that a comprehensive and coordinated strategy is necessary to close the gap in racial disparity.  The Committee will continue to seek input from the communities through focus groups or town hall meetings on how best to eliminate health disparities that are devastating to minority populations.  The Committee works in concert with the Department’s Office of Minority Health to obtain data and guidance to help quantify the problems related to cultural, racial and ethnic disparities in health care.  The Committee is dedicated to identifying informational resources and models of best practices to improve the health of minorities.
“Despite the over-all improvement in the health of the US 

population, racial and ethnic minorities experience higher 

rates of morbidity and mortality than non-minorities.”

Institute of Medicine (IOM)

Committee Recommendations
General:
1.
Identify and describe models of health literacy through increased collaboration with AHECs (Area Health Education Centers), Universities, and other organizations as appropriate to establish “best practice models”.

2.
Promote the use and distribution of health literacy tools i.e. (Internet-enabled CD-DVDs case studies associated with continuing education credits for health professionals).

3.
Identify private and corporate partners within commercial entities (i.e. Wal-Mart, Publix, CVS, Pharmaceutical Companies, and Medical Devices Manufacturing entities) to expand access through the implementation of storefront type clinics where appropriate.

4.
Support implementation of telemedicine and tele-dentistry applications in rural settings within the Rural Health Networks framework and other organizations such as the Federal Qualified Health Centers (FQHC), County Health Departments (CHDs) and volunteer health organizations.

5. Encourage communities to take advantage of the closing the gap grant opportunities.

6.
Research and identify loan forgiveness programs to encourage minorities to pursue health professions and work in needy rural areas.

7.
Research and identify incentive plans for physicians to provide pro-bono services to areas where services are not available. 

New Initiative:
8.
Collaborate with existing groups, such as the Florida Alliance and Florida Healthy People 2010 initiatives, to identify and recommend ways to increase racial and ethnic diversity of state public health staff and health care providers”.
Cancer Disparities:

9.
Promote initiatives to increase awareness of colorectal cancer and early detection and 
prevention methods within healthcare settings and through non-clinical county-based 
initiatives._

_____ ______.

10.
Promote availability of tools and resources supporting compliance with the American 
Cancer Society (ACS) cancer screening guidelines.

11.
Promote collaborations and partnerships with community-based organizations, county health departments, and closing the gap grantees to achieve cancer control goals.

12.
Promote and initiate a plan in 2007-2008 to address breast cancer. 
Public Awareness:

13.
Advocate for informational resources that address health disparities to be made available to the general public.

14.
Encourage Health Planning Councils throughout the state to include a brief update on health disparities as an agenda item for each Council meeting.

15.
Develop a series of 30-second video taped public service announcements on health disparities for viewing in county health departments and local communities.  Messages will be in English, Spanish and Creole.
Cultural Competence:

16.
Promote cultural competency by translating or adapting health education and promotion materials in Spanish, Creole and other non-English languages; and, develop culturally appropriate health promotion messages to overcome cultural barriers in health care services, particularly in communities of the state with large racial ethnic groups.

17.
Assess the presence of some of the most significant cultural competence strategies employed in existing “Closing the Gap” grantee programs and include the implementation of model strategies in grant projects funded in the future.

Transportation:
18.
Explore the possibility of a comprehensive transportation infrastructure for rural areas to allow individuals to get access to health services.
19.
Make available Mobile Medical Units that would provide Primary Care Services in the rural areas where services are not available otherwise.
Behavioral:

20.
Continue, as previously recommended, to encourage the expansion of mental health services in racial and ethnic minority impacted regions and communities in the state.

21.
Explore existing data to design and implement better information gathering tools and systems to gain an understanding of behavioral problems in the state for identification of appropriate solutions.

Introduction
The Reducing Racial and Ethnic Health Disparities Advisory Committee were appointed by the Secretary, Department of Health in 2000, pursuant to authorized legislation in sections 381.7351-381.7356, Florida Statutes.

On June 8, 2000, Governor Jeb Bush signed HB 2339 into law, initiating the Patient Protection Act to Reduce Racial and Ethnic Health Disparities: Closing the Gap Grant Program.  Five million dollars were initially appropriated for the grant program to implement initiatives to improve health disparities in six targeted health areas: maternal and infant mortality, cancer, HIV/AIDS, cardiovascular disease, diabetes, and adult and child immunizations.  The 2004 Legislature included oral health care as a seventh health disparity among racial and ethnic groups.  Thus, the Closing the Gap Program has been expanded to seven priority areas with a total budget of $5,602,500.
Despite notable progress in improving the health status of Floridians, health disparities continue to exist as evidenced by the illness and death experienced by Blacks, Hispanics, Native Americans, and Asian/Pacific Islanders when compared to the state’s population as a whole.

The Advisory Committee continues to promote all of the recommendations made to reduce racial and ethnic health disparities and improve access to health care through preventive health approaches which include:

· Promoting the delivery of culturally competent care;
· Increasing the level of public awareness of disparities;
· Examining the development of transportation programs to improve access to care;
· Encouraging the development of additional epidemiological research at the community level to better understand the causes of disparities; and,
· Supporting local governments in their efforts to improve health insurance coverage in their communities.
To accomplish the stated goals the advisory committee will continue to review published information on why health disparities continue to exist and how to best utilize the information to reduce health disparities.
Advisory Committee’s Position Statement
The Closing the Gap:  Reducing Racial and Ethnic Health Disparities Advisory Committee recognizes the significance of reducing health disparities among impacted communities in Florida.  The greatest challenge and opportunity for reducing health disparities is the need to empower individuals and communities to make informed health care decisions related to the goals of promoting community-wide access to quality healthcare concentrating on interventions to promote health and prevent diseases.

The goals of the committee are to:

· Examine areas where public awareness, public education, research and coordination regarding racial and ethnic health outcome disparities are lacking.
· Conduct an assessment of access and transportation issues which contribute to the health disparities.
· Identify and target counties for advocacy efforts using existing data sets such as high concentration of disease incidence, mortality and medically underserved populations.

· Identify local communities where health education, promotion and disease prevention needs of racial and ethnic populations exist.
· Make recommendations for closing the gaps in health outcomes and increasing the public’s awareness and understanding of health disparities that exist among racial and ethnic populations.

In pursuing these goals the committee will work to encourage leadership and facilitate partnerships and collaborations among community and faith-based organizations and other identified stakeholders.  Additionally, the committee will act as a catalyst for advanced epidemiological research at the community level, resulting in a better understanding of the root causes of disparities and effective strategies to counteract those disparities. This Committee’s commitment to improving health care access and quality will ultimately be realized through increased public awareness of disparities, the promotion of culturally and linguistically appropriate services, and a reduction in health disparities including mental health.   These afore-mentioned efforts are paramount as we move towards health equity for all Floridians.
Committee’s Initiatives and Activities
(The activities for 2005-2006 are stated in the introduction of this report.)

2007
· Examine data collected by the Department of Health on various disparities to establish the health priorities to be undertaken by the committee for 2007 and beyond.

· Continue to solicit community input on health issues impacting the community through focus groups or Town Hall meetings.

· Develop collaborative partnerships with health maintenance organizations and universities to explore methods to increase the number of health professionals from the minority communities. 

· Continue to monitor the recommendations made in the committee’s first report for implementation.
2006
· Address the issues related to barriers to access to healthcare such as cultural competence, transportation, and lack of health insurance.

· Establish compliance arrangements with health support organizations such as the American Cancer Society to help reduce the incidence of colorectal cancer.

· Enhance public awareness about the available resources to further reduce the gap in healthcare of minority communities.

· Identify strategies to encourage and support local governments to enhance access to healthcare.
· Identify potential priority areas beyond the seven identified disparities pertaining to minority healthcare, such as behavioral health.
Cultural Competence
The lack of cultural competence in health care has been linked to both physical and behavioral health disparities.  The “most striking” disparities noted in a National Institutes of Health report include shorter life expectancy as well as higher rates of cardiovascular disease, cancer, infant mortality, birth defects, asthma, diabetes, stroke, sexually transmitted diseases, and mental illness.” 

Although many factors influence and reflect cultural competence, probably the most basic is language competence as individuals with Limited English Proficiency (LEP) face greater barriers in access to health care.  Major variations of individuals with language needs can be found across regions, and even within a state.  In southeast Florida for example the two greatest needs may be for Spanish and Creole.  In northwest Florida the need for either language may be minimal.  
Recommendations:

1.
Identify and describe hybrid models of health literacy through increased collaboration with AHECs (Area Health Education Centers), Universities and other organizations as appropriate to establish “best practice models”.

2.
Promote the use and distribution of health literacy tools (i.e., internet-enabled CD-DVDs case studies associated with the continuing education credits) for health professionals.

3.
Promote cultural competency by (a) translating or adapting health education and promotion materials in Spanish, Creole and other non-English languages; and (b) developing culturally appropriate health promotion messages to overcome cultural barriers in health care services, particularly in communities of the state with large racial ethnic groups.

4.
Increase the racial and ethnic diversity of state public health staff and health care providers, and to promote the delivery of culturally competent health care

5.
Identify the most significant cultural competence strategies employed in existing Closing the Gap grantee programs and include the implementation of model strategies in grant projects funded in the future.

Access to Health Care

Florida is a rural state in which approximately 33 of the 67 counties are rural.  According to a report published by the Agency for Healthcare Research and Quality (2005), rural minorities appear to be particularly disadvantaged, and differences are observed in cancer screenings and management of cardiovascular disease and diabetes.
There is an obvious need for increased delivery of health services in Florida’s rural and urban areas to address primary care issues and chronic diseases.  However, even when some services are available to individuals in rural areas, there are other issues that need to be addressed, such as, a comprehensive transportation infrastructure that will allow individuals access to services.

A comprehensive public health model(s) to educate and provide screening activities will enable better management of chronic diseases, such as, cardiovascular diseases, diabetes, and injury prevention.  An example of one such model is demonstrated in the Shands Jacksonville Healthier Communities Project included in this report on page twenty-three.  Through primary health care clinics – currently three - the project provides free or reduced comprehensive primary health care to the medically underserved, uninsured, underinsured, and low-socio-economically poor individuals in the Jacksonville community.  Primary health care, health screenings, health promotion, and health education are provided within the immediate community for the medically underserved and the target population impacted by health disparities.  The clinics are administratively directed by Shands Jacksonville, the Department of community Affairs, and staffed by physicians and health care professionals.  Physician staffing and the Medical Director are provided by the Department of Family Medicine, University of Florida’s Health Science Center.
Facilitating Access to Health Care in Rural Areas:  Transportation

The lack of access to health care services in rural areas can be attributed to the non-availability of services and the lack of transportation.  As the population in Florida continues to grow it is anticipated that a larger number of individuals will settle in traditionally rural areas.  As the population increases, physician services and health care providers, as well as, a reliable transportation infrastructure will be needed to get people to and from services.

According to a report published by the Agency for Healthcare Research and Quality (2005), “despite a greater need for health care, rural residents have fewer visits to health care providers and are less likely to receive recommended preventive services.  Rural minorities appear to be particularly disadvantaged”.  The National Rural Health Association found that among the primary barriers to access to care are:

· Only about ten percent of physicians practice in rural America despite the fact that nearly one fourth of the population lives in these areas.
· Rural residents are less likely to have employer provided health care coverage or prescription drug coverage, and the rural poor are less likely to be covered by Medicaid benefits than their urban counterparts. 
· Rural residents tend to be poorer and the disparity in income is even greater for minorities.
· Medicare payments to rural hospitals and physicians are dramatically less than those to their urban counterparts for equivalent services.  This correlates closely with the fact that more than 470 rural hospitals have closed in the past 25 years. 
· Rural residents have greater transportation difficulties reaching health care providers, often traveling great distances to reach a doctor or hospital.
Individuals in rural areas with chronic conditions, the elderly, or mothers with young children may find these barriers to be overwhelming as the need to receive services for primary care and chronic diseases is well documented.
To address the problem primary care facilities and mobile medical units should be established in communities.  Facilities should be located in easily accessible areas and operate eight hours a day, six days a week with extended hours on designated days.  Additional facilities in alternate locations may provide services on specific days and hours, or after hours only, to meet the needs of the community.  The mobile medical unit has proven to be effective in providing primary care services to individuals without transportation.  The mobile unit would operate as a clinic with scheduled days, hours, and locations.  It should be staffed with a physician or registered nurse practitioner and have the ability to provide screenings, x-rays, and other health care services that are normally received in a clinic.
Health education is an integral part of an individual’s care.  A collaborative and coordinated effort by a health educator to conduct education sessions should be held at the facility on scheduled days and hours to accommodate families and work schedules.  Health education sessions and activities should also be conducted with faith-based organizations and in other public arenas.  To heighten awareness of certain diseases, such as, breast, colorectal and prostate cancer, heart disease and stroke, and diabetes prevention, activities should be planned to coincide with the national designated months for those diseases.  Public and private collaboration is needed to provide rural communities with access to care, information, and health education.
Recommendations:

· Explore the possibility of a comprehensive transportation infrastructure for rural areas to allow individuals to get access to health services.

· Make available mobile medical units that would provide primary care services in the rural areas where services are not otherwise available.

Lack of Health Insurance
The Kaiser Family Foundation reports that there are over 3.5 million uninsured individuals in Florida or approximately 24% of Florida’s population is uninsured, and the trend indicates that this population is increasing to alarming proportions if nothing is done to address the issue.  Limits to public programs such as Medicaid and the State Childrens Health Insurance Program (SCHIP) also known as KidCare, the rampant increase in health care costs and health insurance premiums, and the erosion in employer coverage have increased the numbers of uninsured Floridians.  This situation is creating substantial barriers to obtaining timely and appropriate health care for many Floridians.  According to the Kaiser Family Foundation, delaying or not receiving treatment can lead to more serious illness and avoidable health problems.  The uninsured are less likely to receive preventive care than those with insurance and more likely to be hospitalized for conditions that could have been avoided.  

Health insurance coverage not only affects access to appropriate health care, it also impacts the financial well-being of families.  Recent federal and state policies do not significantly address the issue of the uninsured and there appears to be more emphasis placed on limiting access rather than expanding programs to the indigent and other vulnerable populations.  Further, there is devolution of policy occurring as the federal government transfers the authority for health and social programs to the state, and in turn, the state is seeking to transfer the responsibility to local governments.

Primary health care is the foundation of Florida’s health care delivery system.  It is the first point of contact for most of our residents. It could be accessed through a doctor, a nurse, another health professional, or perhaps through innovative technology applications including tele-health, phone or internet, web and computer-based services.  Primary health care involves providing health services through teams of health professionals, to individuals, families, and communities. It also involves a proactive approach to promoting good health, preventing health problems, and ensuring better health care management and follow-up.

Given the situation that many local governments are now facing, what options are available to effectively address the encouragement and support of local governments to improve the availability of primary care and other health care services?  The recommendations below are provided to suggest methods to improve health outcomes.

Recommendations:

· Update the Florida Health Insurance Study in 2008 to better understand the complex issues surrounding the rapidly growing uninsured problem in Florida and develop better solutions for the uninsured.

· Expand the State Children’s Health Insurance Program to the uninsured parents up to 300% FPL (Federal Poverty Level) through a buy-in financing mechanism.
· Design, implement and fund outreach campaigns with Agency for Workforce Innovation (AWI), Office of Insurance Regulation (OIR) and health agencies for Chapter 641 Part II health plans and health flex plans to target small employers, part-time workers, Other Personal Service (OPS) workers in the state.

· Design and implement Medicaid Buy-in programs with flexible and affordable benefit packages to expand coverage to uninsured individuals above 200% FPL.

· Create coverage expansion pools for the uninsured and underinsured with rural health centers, Federally Qualified Health Centers/Community Health Centers (FQHCs/CHCs), County Health Departments (CHDs), and special taxing districts.

· Investigate best practice models, such as the three share models in Muskegon and Wayne counties in Michigan, the Massachusetts, and California coverage expansion models.

Closing the Gap Grant Program
The Closing the Gap Grant Program currently receives $5.6 Million to support 50 projects in 33 Florida counties.  In 2006 the granted projects prevented, intervened, educated clients, screened and provided referral services to more than 165,000 targeted ethnic and racially diverse minority individuals.  Charts A through G (pages 13-17) reflect process and out​come findings of services provided by the Closing the Gap projects and counties served from July 2003 to June 2006 for six of the seven health disparities – cancer, cardiovascular disease, maternal and infant mortality, adult and child immuniza​tions, HIV/AIDS and diabetes.  The preventive and early intervention dimensions of the projects are critical to the identification of health needs that may be addressed in early stages of development and treatment of diseases such as diabetes, cancer, high blood pressure, elevated cholesterol, high glucose levels, HIV through counseling and testing, and referrals into nutrition and fitness education classes.  A review of services delivered through the projects indicates that such interventions are significant factors in reducing emergency room dependency of minority populations.  Through these project activities the Department continues to make a positive impact in the health of minority populations.  
Recommendations

· Identify private/corporate partners within commercial entities (i.e. Wal-Mart, Publix, CVS,   Pharmaceutical Companies, and Medical Devices Manufacturing entities) to expand access through the implementation of storefront type clinics where appropriate for expanding health care.

· Explore opportunities for designing and implementing telemedicine and teledentistry applications in rural settings within the Rural Health Networks framework and other organizations such as the Federal Qualified Health Centers (FQHA), County Health Departments (CHDs) and volunteer health organizations.

· Explore opportunities to develop recommendations to enable financing of telemedicine and tele-dentistry design and implementation.

· Encourage communities to take advantage of Closing the Gap grant funding opportunities.
· Explore Loan Forgiveness Programs for health professionals working in needy rural areas.

· Research available incentive plans to entice physicians to provide Pro-Bono services in areas where services are not available.
Closing the Gap Projects – Process and Outcome Findings
The following figures reflect the client referrals, clients screened, with risk factors and those without health care insurance.
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Screening and referrals are critical to prevention and early detection. In FY 2005-​2006 screening services were provided to 14,486 individuals and 5,887 were referred for follow-​up and diagnosis.
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Early detection is a major factor in decreasing the mortality rate of racial and ethnic populations. In FY 2005-2006 of the 23,414 clients reached through the CTG program 4,859 were screened; 1,480 were referred into service for diagnostic of which 1,364 were reported with abnormal findings.
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Early detection, treatment and education of individuals with diabetes promote longer and healthier lives. Of the 15,117 client contacts in FY 05-06, screenings were provided to 7,235 individuals and 1,889 were referred for further testing of which 563 had abnormal screenings.


Increasing awareness of one’s HIV status is critical for the prevention and care of individuals infected with HIV Minority groups, particularly African Americans continue to be disproportionately affected by the disease. A more targeted number of client contacts in FY 05-06 more than doubled the number of referral services.


Infant mortality rates in Florida continue to rise. Through the CTG initiative in FY 2005-2006 of the 6,924 clients screened 3,344 were referred for services.

Although the immunization gap in Florida for the white and non-white populations have narrowed, efforts must continue to totally close the gap. In FY 2005-2006, a total of 18,879 client contacts were made of which 18,337 received immunizations.
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	FY 03-04 
	FY 04-05 
	FY 05-06 

	Baker
	Liberty
	Alachua
	Jackson (3)
	Alachua
	Jackson (3)

	Bradford
	Manatee
	Baker
	Lake
	Baker
	Lake

	Broward (2)
	Marion
	Bradford
	Lee
	Bradford
	Lee

	Calhoun
	Monroe (2)
	Broward (5)
	Liberty
	Broward (5)
	Liberty

	Citrus
	Orange (4)
	Calhoun
	Manatee
	Calhoun
	Manatee

	Collier (2)
	Osceola
	Citrus
	Marion
	Citrus
	Marion

	Dade (8)
	Palm Beach (5)
	Collier (2)
	Orange (6)
	Collier (2)
	Orange (6)

	Duval (4)
	Pinellas
	Dade (8)
	Osceola
	Dade (8)
	Osceola

	Escambia (2)
	Sarasota
	Duval (4)
	Palm Beach (5)
	Duval (4)
	Palm Beach (5)

	Gadsden (3)
	Seminole
	Escambia (2)
	Pinellas (4)
	Escambia (2)
	Pinellas

	Glades (2)
	St. Lucie
	Gadsden (3)
	Sarasota
	Gadsden (3)
	Sarasota

	Hardee (2)
	Sumter
	Glades (2)
	Seminole
	Glades (2)
	Seminole

	Hendry (2)
	Washington
	Hardee (2)
	St. Lucie
	Hardee (2)
	St. Lucie

	Highlands (2)
	
	Hendry (2)
	Sumter
	Hendry (2)
	Sumter

	Hillsborough (2)
	
	Highlands (2)
	Suwannee
	Highlands (2)
	Suwannee

	Holmes
	
	Hillsborough (2)
	Union (2)
	Hillsborough (2)
	Union (2)

	Jackson (3)
	
	Holmes
	Washington
	Holmes
	Washington

	Lake
	
	Indian River
	
	Indian River
	

	Note:  The number in parenthesis represents the total projects/services provided to the county.


Community-Based Collaborative Linkage: Focus on Cancer Control

In Fiscal Year 2005-06 the Advisory Committee entered into a collaborative partnership with the American Cancer Society Florida Division (ACS) to implement and promote community-based initiatives to increase awareness of cancer prevention.  This partnership was proposed by the ACS in response to a request from the Committee.  The ACS prioritizes cancer sites according to how the greatest impact may be achieved with the least expenditure of resources.  Cancer is the second leading cause of death in Florida and in the United States.  More than 40,400 cancer deaths will be reported in Florida in 2007 as compared to the less than 550,000 deaths in the United States. African Americans and other Black Americans of African descent are more disproportionately impacted by cancer than any other racial or ethnic group.  Lack of access to health care, health insurance, and awareness of the preventability of cancer incidence and death are attributed to the disproportionate rate of cancer death.

The initial proposal included a comprehensive list of objectives and strategies based upon a proven model to effectively reduce colorectal cancer risks through increased usage of screening tests.  While the Committee supported the ultimate implementation of the comprehensive list, the plan for FY 2005-06 was limited to the following objectives and strategies.

1. Objective:  Promote community based initiatives to increase awareness of colorectal cancer and early detection and prevention methods.

Strategies:

· Inform recipients and potential applicants of the Florida Department of Health’s Closing the Gap (CTG) grants of the availability of ACS funding through the Community Education Grant Program to Address Cancer Disparity (primarily breast and/or colorectal cancer) grant program.

· Inform recipients of the ACS grants of the call for proposals for the CTG grant program.

2. Objective:  Increase awareness of colorectal cancer and the early detection and prevention of the disease.

Strategies:

· Present colorectal cancer education workshops to CTG grantees and potential applicants:

· Demonstrate and distribute tools and resources designed to increase, among health care professionals, promotion of colorectal cancer screening tests to adults, to include the availability of free on-line continued medical education (CMEs) via the ACS website.
· Demonstrate and distribute tools and resources designed to increase consumer understanding of colorectal cancer testing practices, to include an educational DVD in Spanish and English.

· Distribute printed colorectal cancer education materials including brochures, fact sheets, and handouts, to include ACS developed low-literacy materials in English, Spanish, Haitian-Creole, and multiple other written languages.

3. Objective:  Promote availability of tools and resources supporting compliance with the ACS cancer screening guidelines.

Strategies:

· Coordinate and implement distribution of ACS print materials to closing the gap grantees, advisory committee, and the Florida Department of Health (DOH) constituent groups.

Each of the three objectives listed above were successfully accomplished through the FY 2005-06, completion of the corresponding strategies.

Plan for 2006 - 2007

The Committee recognizes that cancer is a significant problem for the state of Florida and cancer control is best achieved through a prioritized plan of action.  This is supported by DOH resources including data registries and epidemiological studies.
In recognition of this success, the Committee proposes to continue the collaborative partnership with ACS and implement the three objectives and corresponding strategies implemented during FY 2005-06.  In addition to the continuation of the FY 2005-06 activities, the Committee proposes the following items to be adopted and implemented as part of the Fiscal Year 2006-07 and FY 2007-08 cancer control plans.

The current plan of FY 2006-07 will continue the collaborative partnership and implement the following objectives and strategies.
1.
Objective:  Promote collaborations and partnerships to achieve cancer control goals.

Strategies:

· Develop and distribute co-branded print materials to be distributed to closing the gap grantees, advisory committee, and the DOH constituent groups.
· Highlight accomplishments and current activities of the advisory committee and ACS collaborative partnership in the Office of Minority Health mailings, events, and telecommunications.

· Provide support to CTG grantees interested in developing local level collaborative partnerships similar to the one between the advisory committee and ACS.
2.
Objective:  Increase use of tools designed to promote colorectal cancer and the early 
detection and prevention practices within health care settings.

Strategies:

· Provide cancer education workshops, seminars, and/or training sessions which demonstrate and distribute:

· Colorectal cancer screening test awareness and reminder tools.

· Educational kits in Spanish and English which demonstrate, via a DVD, the menu of colorectal testing options.

· Access to the ACS online manual to increase colorectal cancer screening within clinical settings.

· Provide cancer education continued medical education (CME) credits.

3.
Objective:  Increase use of tools designed to promote colorectal cancer and the early 
detection and prevention practices through non-clinical community based initiatives.

Strategies:

· Coordinate and implement distribution of ACS print materials to the closing the gap grantees, advisory committee and DOH constituent groups.

· Provide tools and resources which increase understanding of colorectal cancer risks and the early detection and prevention of the disease:

· Colorectal cancer educational brochures in Spanish and English.

· Awareness Campaign kits which provide communication tools and resources, including post cards, posters, email messages, and similar strategies.

· Educational kits in Spanish and English which demonstrate, via a DVD, the menu of colorectal testing options.

NOTE:  A plan of objectives and strategies for breast cancer will be developed for 2007 – 2008 and included in the next report.
Improving Access to Health Care: A Community-Based Approach
Access to healthcare is a major issue for reducing the gap between the health of minority communities and the community at large.  In the foregoing pages were listed the barriers that impede the progress in reducing the health disparities, below are suggestions on how to address those impediments. 

Florida's uninsured children rate reduced from over 13.5% to about 12%.  However, there are still over 500,000 uninsured children under age 19 in Florida.  Designing and implementing a 300% Federal Poverty Level (FPL) State Childrens Health Insurance Program (SCHIP) Buy-In program will allow families with incomes in excess of the state’s SCHIP eligibility limit to purchase health insurance for their children through the state’s SCHIP program (KidCare in Florida).
Families are usually responsible for paying for all or most of the cost the state incurs for operating the program.  While no federal SCHIP money is available to cover the cost, state or local dollars can be used to subsidize Buy-In programs.  However, in Florida many unmatched federal dollars have been returned over the past years.
Caveat: SCHIP Buy-In programs are subject to “adverse selection” whereby healthy people are less likely to purchase the insurance than people who are sick.
To qualify for Medicaid, an individual must meet financial criteria and belong to a "category" that is eligible for the program, mainly children, parents of dependent children, pregnant women, people with disabilities and the elderly.  Federal law sets the minimum requirements for eligibility but states have broad optional authority to extend Medicaid beyond these minimum standards.  Because of this, Medicaid eligibility and coverage differ from state to state.

The purpose, function, and size of a state's Medicaid Buy-In program vary depending on its policies governing eligibility for cash benefits, work incentives, and health coverage through Medicaid. Thus, the design of a Medicaid Buy-In program must be viewed in the context of a state's overall Medicaid program, other state-specific initiatives, and fiscal considerations. 
The intent of the Medicaid Buy-in program to 200% FPL is to help provide more affordable options for expanding coverage to the uninsured population in Florida, of which minorities are significant.
Recommendations:

· Forge partnerships and establish linkages with other local, state, and national health organizations.  The development and maintenance of effective partnerships with external entities is essential in order to achieve success and sustain the effort to continuously seek innovative approaches to leverage resources, create synergy, and extend capacity to improve health care access, quality, and cost containment.

· Work with local governments to form consortia within local communities to increase the number of available health access points providing health care to minorities and other underserved, vulnerable, and special needs populations.

· Forge community partnerships to target available primary and specialty care service resources to underserved and underinsured communities to assure equal access to those subspecialty services and to support community grant application efforts to identify underserved, vulnerable, and special needs populations. 

· Stimulate community collaboration to find resources and incentives to increase the range of services available through access points and other program efforts to include such expanded services as mental health, primary and specialty care, oral health, substance abuse, chronic disease management, and preventive services, and enhance and expand health services that address and target populations with particular needs (e.g., older adults; people who are homeless or living with HIV/AIDS).

· Build alliances to promote innovative technology applications such as distance learning, telemedicine, and telehealth, and to provide technical assistance to communities by leveraging data through the application of new analysis and contracting strategies and supporting greater information technology research and investments.  Appropriate eHealth researchers may be able to support policymakers, local government and communities make significant advancements in this area through research and applications.
· Create community partnerships to facilitate increasing the participation of eligible underserved, vulnerable, and special needs individuals receiving comprehensive, culturally competent, and quality primary health care services.

· Encourage Physicians to provide Pro-Bono services to underserved areas.
Behavioral Health Disparities: An Emerging Priority
There are striking disparities in behavioral health care in the United States.  The scope of Florida’s mental health problems is substantial (The Florida Commission on Mental Health and Substance Abuse 2001).  The U. S. Surgeon General’s Report found that fewer behavioral health services were received by minority populations and minorities had less access to existing services.  Access and service utilization problems may prevent minorities from coming to the attention of the health professions, which is one reason why minorities, especially African Americans, often are diagnosed at a later and more severe stage of health problems (Smedley, Stith & Nelson, 2003).  However, even when minorities access behavioral health services, they have been found to receive a lower quality of care.  Minorities are also under represented in behavioral health research.  Little attention has been paid to the development of culturally and linguistically appropriate behavioral screening tools for behavioral health problems.

In the future, Florida’s health care provision to the most vulnerable members of its racial and ethnic minority population may improve as a result of the recently enacted Medicaid Reform. According to Florida’s application for an 1115 Research and Demonstration Waiver (AHCA, 2005, p 13), for example, “the state will develop a choice counseling system that promotes health literacy and provides information aimed to reduce minority health disparities through outreach activities.” 

Recommendations:
1.
Continue as recommended in the committee’s first annual report (2005) to encourage expansion of mental health services in racial and ethnic minorities impacted regions and communities in the state.

2.
Explore the status of existing data to more effectively design and implement better information gathering tools and systems in order to gain an improved understanding of behavioral problems in the state to enable the identification of appropriate solutions,.

Informational Resources to Enhance Public Awareness
Research suggests that racial and ethnic minorities have the least access to a variety of information, resources and interventions that are vital in reducing the health disparities that exist among these groups.  According to Healthy People 2010, even when access is available, disparities may still exist due to the lack of health literacy.  Access to data and information regarding health disparities can lead to increased awareness of the circumstances, factors and consequences impacting health disparities among population groups.  In light of these facts, there is a severe lack of public awareness regarding health disparities and its impact on the health status in the state of Florida.

Information and communication technology has emerged as a valuable source for consumers seeking health data, information and research.  Because of this, the Internet may prove to be a more advantageous and beneficial resource for improving health literacy than those currently being used.  Although high-income households and non-minority households are more likely to have a computer or internet access, low-income and minority populations may access the pertinent information through the internet, due the recent significant increase in public availability through a variety of venues including libraries, schools, religious institutions, the workplace and community-based organizations. 

A number of informational resources are available to the public to better understand and appreciate those factors that lead to health disparities and how those disparities may be addressed.  Those resources may include 1) information made possible through the District Health Planning Councils serving counties throughout the state of Florida, 2) the Minority Health Summit sponsored by the Office of Minority Health, 3) public information distributed by health associations and societies, and, 4) media events and activities.

Recommendations:
· Advocate for wider dissemination of informational resources that address health disparities to the general public.

· Encourage District Health Planning Councils serving counties throughout the state to include a brief update on health disparities as an agenda item for each council meeting.

· Advocate for the development of a series of 30-second video taped public service announcements on health disparities for viewing in county health departments and local communities.
Community Responsive Medicine: A Working Model for Best Practice

Community Responsive Medicine at Shands Jacksonville aggressively addresses the unmet health care needs of a growing population of uninsured and medically underserved in Duval and surrounding counties. Community Responsive Medicine is a comprehensive approach to creating a healthier community. This approach engages community and healthcare stakeholders as partners with an academic institution to build a “safety net” for the at-risk population. This population in Duval County is the medically underserved, the working uninsured, elderly, and underserved, residing in targeted health zones -32202, 32204, 32206, 32208 and 32209 – and have the highest numbers and mix of health disparities.  Data also supports other affected zip codes that are on the rise.  Four out of six health disparities, diabetes, hypertension, cardiovascular disease, and cancer place the elderly, low-income and working uninsured at high risk for poor health outcomes.  Additionally, low literacy rates negatively impact at risk populations validating the need for a community-based approach to improve health.  In addressing the health needs of the community, Shands Jacksonville collaborates with community health networks, stakeholder representatives, and providers.  The goal is to improve the quality of life for the community through prevention, education, promotion of wellness and easy access to healthcare and health education.  Shands Jacksonville has provided decades of charitable care for underinsured and uninsured patients in north Florida. 

The initial focus of the Shands Jacksonville Community Affairs Department was health promotion via health fairs.  Partnering with faith-based and other community organizations, the department sponsored health fairs every Saturday in non-specific areas of the city.  Although this approach was appropriate the value and effectiveness to the community were not known.  After evaluating health outcomes, surveying and assessing community health care needs, and researching current health trends, the scope of services and targeted population were clearly defined. 

The vision of Community Responsive Medicine evolved over a ten-year period.  Its primary goal is to relieve communities of the long-term effects of poor health outcomes due to the inability of the medically underserved to access quality health care.  Community Responsive Medicine evolved by expanding on the concept of health fairs to establish wellness and education centers to comprehensively address disease prevention, health education and health promotion. Additionally, overcoming the initial barrier to health care accessibility would significantly reduce the need for non-emergent visits to the emergency rooms.  Over time, simple preventive measures such as blood pressure screening and blood glucose monitoring could effectively improve the general health of individuals without health insurance.

Prevention and Education 

The uninsured are less likely than the insured to have regular outpatient care, access to preventive screenings, receive free or reduced charges for health services, but are more likely to be hospitalized for avoidable health problems.  Certain conditions, such as hypertension and diabetes, under normal circumstances can be managed successfully at the community level.  Evidence supports an increase in the morbidity and mortality rates of the uninsured.  The uninsured that are diagnosed with late-stage breast, prostate, colorectal, and skin cancer are subject to higher mortality rates.  Uninsured women diagnosed with breast cancer, after controlling other health problems, are more likely to die from the disease.
Education and Promotion

For many of the uninsured, the costs of health insurance and medical care are weighed against equally essential needs.  The uninsured are twice as likely as those with health coverage to live in a household that is having difficulty paying monthly bills as basic as rent, food, and utilities. Health education at the community level especially in partnership with churches, local businesses and grassroots organizations yield success.  Shands Jacksonville creatively addresses health education and promotion through programs such as Breakfast Education and Training (The BEAT); Sickle Cell Walkathon; Diabetes classes; Brown Bag Luncheons and Heal Thy People-Healthy People, a faith-based partnership with local congregations and health ministries.

After more than 10 years of providing health screenings, health education and health promotion, Shands Jacksonville programs for the uninsured have shifted from “free clinics” to disease management “disparity clinics” focusing on disease specific education, screening and monitoring.  These programs are provided through partnerships with physicians, local businesses, faith-based organizations, academic institutions, pharmaceutical companies, universities, the City of Jacksonville, grants and not-for-profit agencies.  Diabetes, Hypertension, Hyperlipidemia and Chronic Obstructive Pulmonary Disease (COPD) – Asthma, are case managed by the Community Affairs nursing staff at wellness and education clinics. 

Community Responsive Medicine falls under the Community Affairs department which also includes other community-based programs that address health disparities in Duval County; they are: Little Miracles, Healthy Start, Heal Thy People, Ryan White Title I, Sickle Cell Disease, Shop-Talk Breast cancer awareness, Stroke prevention/education and Adolescent Primary Care.  All of these programs are supported by funds obtained by the vice president and the full support of the Community Advisory Committee and Shands Jacksonville.

Disparity Programs (formerly “Free” clinics)

Three wellness and education clinics were opened several years ago to address the needs of the chronically ill uninsured.  Subsequently, this decreased the over utilization of the Emergency Department at Shands Jacksonville.  Located in zip codes with high incidence of diabetes, hypertension, and hyperlipidemia, the disparity clinics are managed primarily by registered nurses.  The volunteer physicians from the University of Florida partner with Shands Jacksonville to operate at least three times per week after hours clinics.
Programs for disease management include classes, monthly phone calls to patients, written reminder for appointments, free medications, and assistance with applications for medication assistance programs.  Patients presenting with medical problems beyond the scope of the wellness programs are referred to one of two Family Practice Clinics.  Patients in disease management programs tend to improve relative to the prescribed regimen of education, monitoring, medication assistance, and as described by one physician, tender loving care or frequent contact with people who care.

What Works?

The most effective components of Community Responsive Medicine include: meeting the needs of the community; listening to focus groups; grassroots partnerships; faith-based and business partnerships; stakeholders; a community advisory board; program sustainability; professional volunteers; local government; other agencies, and the support of an academic hospital. 

A community demonstrates confidence and trust by supporting a health care plan that has stability, quality health care, and is accessible to the people served without the fear of a large medical bill for services.  Visits are free to the uninsured accessing Shands Wellness and Education Disparity clinics.
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A.	Cardiovascular Disease


              	Heart Disease is the leading cause of death for all racial and ethnic groups. In Florida, African Americans have higher cardiovascular disease rates in general and are twice as likely to die from a stroke. 
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B.    Cancer�       Non-Whites have a cancer rate about 23 percent higher than that for whites. 


      The death rate for cancer among Afri�can Americans is about 50 percent higher than for    whites.





C.	Diabetes�Hispanics are 26 percent more likely than non-�Hispanic whites to be obese and African Americans are 77 percent more likely to be obese than whites





D.	HIV/AIDS�Fifty-nine percent of the living AIDS cases reported are black; fourteen percent Hispanic; and twenty-seven percent white. African Americans are nearly six times as likely to die of AIDS than whites.
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E.	Maternal and Infant Mortality�Infant mortality rates for African American babies are more than twice the rate when compared to whites.
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F.	Adult & Child Immunization�	Immunization rates for non�whites are 84.8 percent as compared to 85.5 percent for whites.





G.	Counties with a Closing the Gap Project or receive services from a Closing the Gap Project for the period July 2003 – June 2006
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