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of Health and Human Services (DHHS), Montgomery
County, Maryland. This report briefly summarizes the
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out the direction in which AAHP will strive to develop

over the next five years.
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THE BEGINNING

In 1998, the Montgomery County Department of Health and Human Services (DHHS), prompted by
findings on infant mortality health disparities in Montgomery County, sponsored a healthy babies sym-
posium. Dr. David Satcher, then Surgeon General of the United States, gave the keynote address. In
his address, Dr. Satcher outlined his Healthy People 2010 goals for the Country, which included the
elimination of disparities in health status for all people of color. “Health disparities” is an umbrella term
encompassing disparities in both health and health care. Disparities in health are differences between
two or more population groups in health outcomes and in the prevalence, incidence, or burden of disease,
disability, injury, or death. Disparities in health care are differences in health care access, coverage, and
quality of care, including differences in preventive, diagnostic, and treatment services.

In February of 1999, DHHS convened a community forum to discuss disparities between the African
American and Caucasian communities in the County. Out of that meeting, four community coalitions
formed to address disparities in the areas of infant mortality, diabetes, HIV/AIDS and oral health. A
core group of DHHS staff and community people began to meet monthly to develop program goals and
objectives and to implement strategies that would address health disparities disproportionately affecting
African Americans in Montgomery County. Those coalitions became the Montgomery County African
American Health Initiative, which established its basic mission to:

= eliminate disparities in health status between African Americans and Caucasians in Montgomery
County

= mirror the National Healthy People 2010 vision to eliminate health disparities and improve the
number of years and quality of life of African Americans in Montgomery County*

The program set as its priorities to:

- assess the health needs of Montgomery County's African American citizens;
= develop strategies to improve the health of African Americans;

= raise public awareness through collaboration with community members, stakeholders, health care
providers and service areas of DHHS;

1 The Centers for Disease Control (CDC) made the elimination of health disparities one of the primary goals of its Healthy People 2010 national
health improvement plan (CDC 2000).
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= educate health care providers and the community about health disparities; and

= seek grants and other outside funding sources to support the implementation of the
Health Initiative’s mission.

The African American Health Initiative changed its name to The African American Health
Program (AAHP) in early 2002. AAHP has evolved as an essential public health service that
informs, educates and empowers African Americans to address health issues impacting their
lives, their families and their communities. The AAHP Executive Committee, comprised of
representatives from the individual community coalitions, serves as the advisory group that
works closely with DHHS to monitor the health status of African American County residents,
monitor and revise the AAHP strategic plan, and advocate for both resources and policy.
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Thus, since AAHP's inception, there have been substantial changes in the Black population in the
County. Blacks now make up a larger percentage of the county population; they are relatively poorer;
they are more likely to be foreign-born; and they are older. These demographic changes present
challenges for AAHP. The population of those needing services is growing at a time when County
resources are falling.



HEALTH DISPARITIES

Montgomery County residents are generally in good health, and they have the highest life expectancy in
the state at 83.1 years (4). Life expectancy of Black residents, however, is a lower 79.7 years. In addition
to the disparity in life expectancy, there are a number of specific areas of health disparity for Blacks

in the County that have persisted throughout the past decade, despite the efforts of AAHP and other
county, state, and federal programs.

Infant Mortality: In Montgomery County, low birth weight is about 50% more prevalent among Black
newborns than among White and very low birth weight more than twice as prevalent (4). Black babies
are also almost 50% more likely to be delivered earlier than 37 weeks gestation. Both of those factors
contribute to the infant mortality rate,> an important health status indicator for which there has been a large
Black/White disparity in Montgomery County.

The preliminary Black infant mortality rate in Montgomery County for 2007 is 13.6%. This is substan-
tially higher than the White rate of 3.1% and the Hispanic rate of 2.4%.

INFANT MORTALITY IN MONTGOMERY COUNTY
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Source: Maryland Department of Health and Mental Hygiene, a Preliminary Vital Statistics Report for 2007

Diabetes: Complications of diabetes include blindness, kidney failure, and lower limb amputation.
Rates for all of these complications are 2-4 times higher for African Americans than for Non-Hispanic
Whites (5). Diabetes-related hospitalization rates are a proxy measure of the disparity in diabetes, as

5  The infant mortality rate is the number of deaths per 1,000 live births.
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well as an indicator of lack of access to medical care for diabetes management (6). In 2001, the diabetes-
related hospitalization rate for Black residents of Montgomery County was 157.9, compared to 59.5 for
White residents. In the most recent data available for Montgomery County (7), 7.6% of Blacks report
having been diagnosed with diabetes, significantly more than the overall County percentage of 5.5%.°

DIATETES REPORTS IN MONTGOMERY COUNTY

BY RACE/ETHNICITY 2005-2007
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HIV/AIDS: The HIV/AIDS disparity in Montgomery County is evidenced by the fact that despite Blacks
representing less than 16% of the County’s population, about 6 of every 10 new HIV cases occur in the
Black population. Blacks represent 59.3% of all HIV cases compared to 4.7—26.2% in the other groups,
and they comprise 72.4% of all AIDS case compared to 3.7%—12.7% in the other groups (8).

NEWLY DIAGNOSED HIV AND AIDS IN MONTGOMERY COUNTY
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Source: Maryland Department of Health and Mental Hygiene, Montgomery HIV/AIDS Epidemiological Profile

6 Source, 2005-2007 combined BRFSS data. BRFSS captures only data on individuals who have been told by a health professional that they

have diabetes.

Undiagnosed diabetes presents an additional burden. An estimated 10% of Black diabetics nationally do not know their status

(Cowie, et al 2006).



Cancers: Black women in Montgomery County are less likely to be diagnosed with breast cancer but
more likely to die from it than Whites. Both the incidence and the mortality rates for colorectal and
prostate cancers are higher among Blacks than Whites (9).

AGE-ADJUSTED BREAST CANCER INCIDENCE AND MORTALITY

MONTGMERY COUNTY 2003
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AGE-ADJUSTED PROSTATE CANCER INCIDENCE AND MORTALITY
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AGE-ADJUSTED COLORECTAL CANCER INCIDENCE AND MORTALITY
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HIGHLIGHTS FROM
THE FIRST DECADE

In its first 10 years, the African American Health Program developed from the initial community coalitions
forming the heart of the African American Health Initiative into a formal program providing services with
the advice and advocacy support of community members through an Executive Committee and two
remaining coalitions. During this period, AAHP has adjusted to changing social and demographic forces,
while striving to meet its goals and realize its vision.

AAHP has accomplished much, often with limited resources, but with great determination, commitment
and enthusiasm of the staff and community. Some of the many highlights from the past decade include:

= Increased productivity through contracts with public vendors, including the Academy for Educational
Development, Crittenton Services of Greater Washington, The People’s Community Baptist Church
and BETAH Associates, Inc. Supplemented staffing with the addition of a part-time HIV educator, a
part-time data manager and a full-time Certified Diabetes Nurse Educator. Increased the number of
Nurse Case Managers from one to three.

= Increased program funding, including receipt of several grants from government and community
organizations.

- Developed effective and creative partnerships with groups and organizations such as other DHHS
programs, educational and research organizations, hospitals and health providers and numerous
community organizations.

= Created a mini-grant program to fund community based organizations to implement programs that
address targeted health disparities in the African American/Black Montgomery County population.

- Developed evidence-based programming such as SMILE (Start More Infants Living Equally healthy);
Diabetes Self Management Education courses and Diabetes Dining Club support groups; WIGO
(When | Get Out), the Man to Man Peer Education and Women’'s Empowerment Programs address-
ing HIV/AIDS; the HEAAL (Hypertension Education and Awareness Link) education and screening
program in community venues; the Health Promoter Program; and partnership with allied programs
such as the Head's Up Barbershop Program and GOSPEL(Glorifying Our Spiritual and Physical
Existence for Life).



- Expanded outreach and programming to include Cancer and developed strategies to integrate oral

health education into all AAHP health focus areas.

Developed outreach and media materials such as the Healthy Baby Prenatal Passport; two HIV

Red Ribbon Metrobus tag campaigns; HIV and Infant Mortality Prevention ads on Ride- On buses;
numerous appearances on Montgomery Cable TV and a number of local area radio programs; public
service announcement videos on smoking and pregnancy, AAHP’s diabetes programming videos
and DVD's for distribution to the community—*‘Help Yourself to Health”; and a CINE award winning HIV
prevention video “Let's Talk About HIV/AIDS"; and an annual calendar devoted to AAHP's target
health disparities areas. Several articles about AAHP programming and events have been published
in the Gazette. The AAHP website, www.onehealthylife.org was established in 2003 and revamped
in 2008. In addition Facebook and My Space pages have been added to the electronic media arena.
Last, but not least, AAHP’s quarterly newsletter, One Healthy Life, is distributed to approximately
700 community members in hard copy and electronically.

Received several awards, including two from NACo (National Association of Counties) for Infant
Mortality Prevention and Diabetes Programming; Public Private Partnership Award; an award to a
staff member from the Montgomery County Detention Center.

Educated and trained staff, including Certification in Lactation Counseling, Childbirth Education,
Diabetes Education and HIV ora-quick testing.

Developed data, assessment and evaluation systems and activities, including electronic data
management systems for SMILE, Diabetes classes and Dining Clubs and hypertension data. A
community assessment conducted in 2007 focused on the health needs of Black African and
Caribbean immigrant residents. Developed an evaluation template and received technical assis-
tance in program evaluation.
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STRATEGIC FOCUS AREAS
GOING FORWARD

As AAHP has grown and evolved, so has the field of health disparities theory and research. There

is now more emphasis on the contribution of social forces to individual health, movement away from
conceptualizing health in terms of the absence of specific diseases and conditions in favor of an
approach based on wellness, and a growing awareness of the critical role that can be played by cultural
competence in reducing disparities in health care. Moving into its second decade, AAHP will continue
to conduct our very successful and popular programming, refining our programs based on what we
learned in the first ten years, but we will also inform our program development in all areas with these
five perspectives:

= Social Determinants of Health: Contemporary approaches to health disparities have shifted the focus
away from treating individual health in a vacuum and toward understanding health as something that is,
to a large extent, socially determined. Years of federal, state, and local public health efforts across the
country have come to the same conclusion: Health exists in a social, political, and environmental context,
and failure to recognize that context ultimately impedes the success of public health efforts.

=< Access to Culturally Competent Health Care: Both access to care and the cultural compe-
tence of care received are important issues for Black residents in Montgomery County. AAHP will
serve as a resource for cultural competence in health care for Black residents and will advocate for
enhanced cultural competence in health care in the county.

< Wellness: It has been noted that the “health” system in America is an “illness system” — the way
in which training and research funding are structured has led the healthcare system to focus on
disease rather than health and to see the person as a collection of symptoms. AAHP adds its voice
to the mounting calls for a paradigm shift toward a wellness model rather than an iliness model for
public health.

< Community/Stakeholder Involvement and Collaboration: AAHP grew out of community
coalitions. Over the years, activities of some of the coalitions have waned and active participation by
the Executive Committee has also diminished. AAHP is committed to reinvigorating the community
support in all program areas. We will strengthen the base in our core communities by reaching out
more broadly and promoting more community involvement. We will replace the old coalition structure
with workgroups of the Executive Committee.



=< Data collection and monitoring: One of AAHP's charges is to monitor the health status of Black
residents of Montgomery County. There are several challenges to the accomplishment of this mis-
sion, one of which has recently been met with the hiring of a data manager for the program. AAHP
now has a part-time staff member with data oversight responsibility. She will manage the collection
and reporting of County-level data from state and national sources, oversee the continuing development
and refinement of AAHP's electronic databases. The addition of this position will allow management
to direct more time to program planning and implementation. Yet, other challenges remain.

IMPLICATIONS FOR AAHP PROGRAMMING

Social Determinants of Health

As a public health program, AAHP developed under the same paradigm that guided the national public
health movement in this country. But the national model is changing, and so is AAHP's perspective.
The public health movement that developed in early 20th century America grew out of awareness that
health is fundamentally related to environment. Efforts to ensure that communities had clean drinking
water, for example, were an early attempt to address health disparities through action at the community
level. Public health officials recognized that insisting that communities had clean water was the key to
eliminating water-borne illness, which was much more prevalent among those at socioeconomic disad-
vantage. They did not take the approach of trying to convince individual poor people not to drink dirty
water (10, 11).

The clinical model of individual disease that developed over the course of the century dictated that
health funding and attention were directed to individuals' risk factors for disease without recognizing
the social forces that create those risk factors in the first place (12). Public health evolved a perspec-
tive that emphasized individual behavior as putting people “at risk” for certain diseases and conditions,
and our efforts focused on getting people to change their behavior. For example, consider the late 20th
century approach of bombarding individuals with messages about healthy diet and exercise, but doing
so without recognizing that they may live in communities that lack supermarkets, have fast-food estab-
lishments on virtually every block, and have no sidewalks, parks, or safe outdoor spaces. That approach
entirely missed the centrality of the context in which the behavior occurs and contributed to frustration
for those whose good intentions did not result in the desired outcomes (13).

Finally, we have come full circle, and both research and policy have begun to return to the paradigm
that characterized public health's emergence, recognizing that health is “socially embedded” and that
effective intervention must take into account the historical and cultural factors that shape the experi-
ences and living conditions of various social groups” (10,11,14). The degree to which we recognize
environmental factors and social context as shaping individuals’ choices has important implications for
how we approach the elimination of health disparities (15).

The CDC defines social determinants of health as the “factors in the social environment that contribute
to or detract from the health of individuals and communities” (16). These factors include the social,
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economic, and political resources and structures that influence health outcomes, key examples of which
are socioeconomic status, racism and discrimination, gender, sexuality, age, language, literacy, immigrant
status, and geography” (17, pp. 185-186). These forces affect life style, health system performance and
access to high quality care (18).

The social forces that impact Black lives across the country are not absent from our county. While there
are many affluent Black communities in Montgomery County, Blacks are still more likely than Whites to
live in disadvantaged neighborhoods. Nationally, calls are being made for public health policy that improves
access to “opportunity-rich” neighborhoods, and to increase the opportunities for healthy living in
disadvantaged neighborhoods (10, 19). These opportunities include both characteristics of the built envi-
ronment that strongly influence lifestyle and also the availability and accessibility of quality health care.

What does this mean for AAHP? We will continue and expand our programs for Black residents of the
county. But we must go beyond our current programming to take a stronger role in moving the equity
agenda forward, through helping to further local, state, and national policy directed at reducing social
and economic barriers that detract from the health of Black residents.

=< Focus the discussion. Both the general public and providers lack sufficient awareness of dispari-
ties. AAHP will increase efforts to educate all constituencies in the county about the disparities that
continue to affect the health of our Black residents. In addition, we will contribute to the effort to
move the discussion away from a focus on “fixing people” toward fixing the circumstances that
create health disparities.

< Support community organization to empower neighborhoods. AAHP has received much
energy and support from the community. We want to return that support through assisting communi-
ties and neighborhoods to develop their own social power. Through a speakers’ bureau, minigrants,
and targeted activities, AAHP will support organizational efforts in neighborhoods.

= Collaborate with other jurisdictions, initiatives, and community groups. AAHP recognizes that African
Americans in Montgomery County share fundamental commonalities with residents of other jurisdic-
tions and ethnicities. Racial and ethnic stereotyping, prejudice, and racism affect many groups, and
there are other groups that share AAHP'’s mission to address health disparities. For example, we want
to reach out to programs in neighboring jurisdictions, such as Prince George's County to move toward
developing a broad strategy to address health disparities in our communities. Doing so would allow
both jurisdictions to contribute expertise to our common challenges and perhaps economize through
collaborative programming. AAHP has collaborated with Prince George’s County on a proposal for an
infant mortality pilot project, including planning for a joint summit to focus on this serious issue. We also
want to work with community groups such as those that represent continental African and Caribbean
immigrants to move forward a shared agenda focused on redressing social determinants of ill health.
We also recognize the importance of working with the Latino and Asian American Health Initiatives
on areas of mutual concern.



= Political advocacy. Elimination of health disparities requires proactive planning to create equitable
access to the resources that are necessary to sustain health as well as to reduce inequalities in expo-
sure to the chronic stress of living in disadvantaged areas, racism, financial stress, and hazardous
environments (20). Advocacy will become increasingly important to assure that an equitable share of
resources is devoted to meeting the needs of our communities,

Access to Culturally Competent Care

Differential access to care is a key contributor to health disparities (21). One indicator of health care
access is insurance coverage. Lack of health insurance constitutes a serious burden. The uninsured
have more problems getting care, are diagnosed at later disease stages, and get less therapeutic care.
They are sicker when hospitalized and more likely to die during their stay (22). Nationally, the insurance
coverage gap between Blacks and Whites has persisted throughout the last decade (23).

A significantly lower 78.7% of Blacks in Montgomery County report having any kind of health insurance
than the overall County average of 89.9%. About one in every six (16.3%) Blacks in the county reports
that there have been times in the last 12 months when they couldn't afford to go to the doctor, compared
to a County total of 9.4% and a Non-Hispanic White rate of 5.6% (7).

INSURANCE COVERAGE IN MONTGOMERY COUNTY

BY RACE/ETHNICITY 2005-2007
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Despite decades of “social programs” aimed at equalizing health care access, access to quality health
care is not evenly distributed in our communities. (23,24). Many Black patients who have nominal "ac-
cess” because they are insured, are members of health maintenance organizations, or have Medicare or
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Medicaid are not getting the same health care as White patients. Treatment differences between Black
and White patients are well-documented (22,25-27).

“Equal access” is not enough. Apart from insurance status, race itself plays a role in health and health care
quality. Virtually every analysis of disparities finds that race adds a significant contribution to differences,
beyond what might be accounted for by income or education (28). Unconscious racism and cultural bias
on the part of providers and mistrust on the part of patients result in unsatisfactory patient encounters.

Even in so-called equal access circumstances such as Medicaid and Medicare programs, minority
patients are “substantially less likely than whites to receive either key diagnostic procedures or effec-
tive therapies after adjustment for important clinical indicators” (28). And the care they do receive is
often not culturally competent. Cultural competency is the ability of healthcare providers to "function
effectively in the context of cultural differences with the clients they serve” (17, p. 185). Lack of cultural
competence leads to poor patient-provider communication, and poor communication is a significant
contributor to poor health outcomes. Federal standards on provision of culturally and linguistically
appropriate health care have been in place since 2001 (29). Policy resulting from those regulations
has focused almost exclusively on language and the provision of interpreter and navigation services for
populations with little or no proficiency in English (LEP). As the foreign-born continue to comprise an
increasingly large portion of the Black population in Montgomery County, we need to enhance the pro-
vision of linguistically appropriate service. AAHP will actively advocate for policy to assure linguistically
appropriate services throughout the health care system in Montgomery County.

Cultural issues do not come into play solely for the immigrant population, however. There are also cul-
tural issues that seem to impair the quality of the patient-provider encounter when Black patients see
providers who are not Black. For example, the 2007 National Disparities Study found that Blacks were
25% more likely than Whites to report communication problems with healthcare providers (22). Such
problems have very real implications for health outcomes. A large regional study recently found that
among individuals at high risk for colorectal cancer, African Americans were half as likely as whites to
have undergone colonoscopy screening, even after accounting for differences in education, income, and
health insurance status. The most common reason given for not being tested was the lack of a physician’s
recommendation, and Blacks with family histories of colon cancer who had not undergone testing were
more likely than Whites to report a lack of provider recommendation (30).

There is a growing literature documenting that Blacks receive poorer health care than Whites. The Agency
for Healthcare Research and Quality (AHRQ) reported in 2008 that for 12 of their core measures of
health care quality, Blacks had poorer quality, and the gap between Blacks and Whites had increased
since their previous report. For half of their measures of access, Blacks had significantly less access (22).

An important component of AAHP’s mission will be to actively engage in the process of increasing

the availability of culturally competent health care for Blacks in Montgomery County. AAHP action and

advocacy for access to culturally competent health care will include:

=< Provider education. Our ten years’ experience has shown us that Montgomery County's health
care providers are not fully aware of the existence and nature of health disparities. AAHP will develop
provider education about disparities as well as cultural competence. Our efforts will include the



development of provider short-courses with continuing education credit and participation in Grand
Rounds and Med Chi. We will also develop a campaign to assure that all providers in the county
receive at least written materials about the disparities in the county and about cultural competence
in health care as part of a remediation effort.

Translation and internal cultural competence. AAHP will seek resources to enable translation of
all program materials into French and extend media outreach to the Francophile and Black immigrant
community media. In addition, we will continue to advocate for French-speaking specialists in DHHS
service provision, including substance, HIV, and safety-net primary care services. AAHP will take steps to
enhance its own cultural competence in dealing with the immigrant community. The Program currently
has three staff members who are African immigrants and half of the health promoters are African. We
will develop internal programming for AAHP and DHHS at large to enhance cultural competence.

Cultural competence requirements and assessments. AAHP will advocate for cultural com-
petence to become a licensure requirement for providers in Maryland, as it has recently become in
New Jersey. NJ Bill SB144 requires all physicians in the state of New Jersey to complete six hours
of cultural competency training as a condition for licensure to practice medicine. Cultural competence
of healthcare providers needs to be supplemented by occurring in a culturally competent system or
context. The medical system must play a role in this and that is difficult because physician attitudes
are ingrained, if unconscious, and the model has been to put the onus on the patient for engaging
in improper health behavior or “lifestyle” (31). AAHP will also advocate that provider organizations
conduct cultural competence assessments, using a nationally recognized tool such as the CLCPA
(Cultural Competence and Linguistic Competence Policy Assessment) (32).

Advocate for increased access and quality in all areas. AAHP will focus on access and quality
of care in all areas. We will support programs aimed at decreasing reliance on emergency departments
for primary care and advocate for expansion of the safety-net clinics. Despite the availability of County
vouchers, lack of transportation continues to be a barrier to healthcare access in Montgomery County
(33). AAHP will support programs to increase the access to free transportation to health providers.

Increase the numbers of Black health professionals. African Americans, Latinos, and American
Indians are severely underrepresented in the health professions. Greater diversity among health
professionals is associated with increased access to care, greater patient choice and satisfaction,
and better patient-provider interactions. Moreover, there is compelling evidence that when minority
patients are afforded choice they are more likely to choose race-concordant providers, even when
controlling for office (18). AAHP will actively participate in the Pipeline Project to increase the
number of Blacks entering the health professions. AAHP hopes to spearhead an effort starting at
the middle school level to provide tutoring and mentoring for students; mentoring for parents to help
them understand how to navigate the school system; summer camps; and week-end internships. We
will work with the other minority health initiatives to advocate at both the County and State levels for
policy aimed at increasing the number of minority health professionals.

~
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< Increase health literacy. Health literacy includes the skills that patients need to communicate
with providers, read medical information, make decisions about treatments, carry out care regimens,
and decide when and how to seek help (34). AAHP efforts to improve health literacy in our target
population will include education about health resources; how to be a health consumer; availability
of programs through both the County and the hospitals. AAHP will create a brochure to educate the
public about patient-provider relationships, how to talk to health care providers, a list of questions
to ask the doctor, and standards of care. Patients should know what a well visit should include, for
example, and be able to ask for preventive screenings if they are not offered.

< S.M.I.L.E. AAHP has one direct service provision program, Start More Infants Living Equally healthy.
This program offers culturally competent nurse case management to women with high-risk pregnancies.
AAHP will continue and expand the S.M.L.L.E. program, focusing on enrolling more women at earlier
stages of their pregnancies.

=< Create an Executive Board workgroup to focus on increasing access. One of the focus
areas of this new subcommittee will be advocating for care for those who lack insurance, either be-
cause they are unemployed or are marginally employed with no benefits, but don't meet the eligibility
requirements currently in place for public health care assistance. These individuals and families who
“fall between the cracks,” so to speak, represent an increasingly large part of our community. AAHP
will advocate for improved access to primary care in the County.

Wellness

A wellness perspective should permeate all that we do in public health. The programs we provide

to our customers, the outreach we do in the community, our advocacy for healthy environments and
medical homes will all be informed by a commitment to enhancing the wellness of Black residents of
Montgomery County.

=< Integrate wellness into all programs. AAHP programs will take a holistic approach, actively
integrating wellness throughout our programming. This will include providing information on healthy
lifestyle, diet, physical activity, safe sex, and tobacco at all classes and events. We will develop a
wellness page on the website with gender and ethnic specific information on maintaining healthy
living, healthy parenting, signs and symptoms, and the need to partner with one’s health care pro-
vider to focus broadly and proactively on wellness rather than simply reacting to illness.

< Locate wellness programs in target communities. We will encourage communities to become
actively involved in helping to assure that wellness activities offered by the county are located where
they can be safely and conveniently reached and offered at convenient hours. AAHP will promote
targeted free or low-cost opportunities to participate in physical activity, and nutrition education, across
the lifespan. AAHP health promoters can become “wellness ambassadors” in their communities.



More focused targeting will allow AAHP to better serve its target population. No one is turned
away from a county program, and throughout AAHP's history, our programs have attracted a broad
customer group. For example, the diabetes education classes routinely include insured, college-
educated Asian, Hispanic, and Non-Hispanic White participants. In order that the diabetes program
better direct itself toward reducing the Black-White disparity in the county, we will direct more
targeted outreach toward the uninsured Black community.

AAHP'’s will seek funding to launch the HEAAL (Hypertension Education and Awareness Link)
Program that has been delayed due to lack of resources. HEAAL is a community outreach program
that sends a team comprising a health promoter, a health educator, and a medical professional to
barber shops, beauty shops, and nail salons to conduct blood pressure education, screening and
referral as well as follow-up with customers who test as hypertensive or pre-hypertensive. Although
funding is not currently in place, we will reach out to the Black business community to develop a
public-private partnership to underwrite this important program.

Enhance wellness education. AAHP wellness education will extend to areas beyond nutrition
and physical activity to include community education on tobacco cessation, safe sex, hypertension
and diabetes awareness, and oral and dental health. The whole range of wellness education will be
integrated into all AAHP programs, regardless of program focus.

AAHP will continue to direct wellness outreach through traditional media outlets, but we will also
use the website (onehealthylife.org) as well as emerging media outlets such as Face Book, My
Space, and text messaging to expand our reach into the community.

Advocate for provider accountability for wellness. More providers need to take an active role
in their patients’ wellness. For example, we will advocate for health providers to routinely incorporate
nutritional counseling into patient encounters. While we hope that healthcare will evolve to a point
where emergency departments are not used as regular source of health care, we know that many
people will continue this practice as well as the practice of only seeing health care providers in
response to illness or injury rather than for preventive care, at least in the near term. Therefore, we
want to educate and assist providers in emergency departments and urgent care clinics to integrate
wellness into their patient encounters to the extent possible.

We will advocate for all providers who care for pregnant women to use the CDC-recommended “opt
out” policy for HIV screening — that all pregnant women be screened, regardless of their risk, unless
they opt out. Every well-woman visit should be considered a pre-conceptual or inter-conceptual visit,
and providers should discuss the importance of pre-conceptual health. We will also advocate for
low-cost family planning services.’

All providers, including safety-net providers, should provide routine oral cancer screening. Providers
should be aware of diabetes screening guidelines. AAHP will develop materials geared toward

There is insufficient low-cost care for women in Montgomery County. For example, Planned Parenthood's sliding fee scale is too high for many
women in the county, and Holy Cross's post-partum care does not include contraception.)
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both enhancing provider awareness of preventive screening guidelines and urging them to make all
patient contacts an opportunity for at least basic wellness education.

Emphasize the importance of oral and dental care. Dental care has recently been described
as children’s “most prevalent unmet health need” (35). The Agency for Healthcare Research and
Quality (AHRQ) reported that 6 out of 10 Black children between the ages of 2 and 17 had not had
a dental visit in the last 12 months (22).

There are a number of steps AAHP plans to implement in order to increase the number of Black children
who receive regular dental care and raise the visibility of the importance of oral and dental health in
the community. We will mount a campaign to educate the public and policy makers on the relationship
between oral health and overall health. We will develop and make available to the public an inventory
of dental/oral health resources in the county. AAHP will support the establishment of a volunteer den-
tal practitioner corps to conduct screenings and preventive treatment. We will include oral health in all
our programs, and we will advocate for universal dental care for children in Montgomery County.

Focus on obesity/advocate for healthy environments. Heart disease, stroke, and diabetes are
the three leading causes of death for Black women. All are influenced by obesity. More than one third
of American adults were obese in 2005-2006 — 72 million people. Racial and ethnic disparities in
obesity occur primarily among women. Black and Hispanic women are more likely to be obese than
non-Hispanic White women (36). In 2005, Kumanyika reported that 77% of Black women were over-
weight or obese, and an alarming 15% “extremely obese.” These differences were seen at all levels
of income and education (37). It has been estimated that if current trends persist, by 2030, 86.3% of
all adults will be overweight or obese, and this will include 96.9 % of Black women. Total health-care
costs attributable to obesity/overweight would double every decade to almost $1 trillion by 2030.
Therefore, it is critical that all public health programs, especially those geared toward Blacks, develop
strategies for combating obesity. These strategies must not be confined to health departments. We
need to work together with those responsible for planning, zoning, and education as well as health to
ensure that we are doing everything possible to address the scourge of obesity.

AAHP will actively advocate for enhancing the health of our communities through policy that promotes
making all communities walkable; providing safe routes to school for all school children; locating
grocery stores in underserved neighborhoods, and limiting the proliferation of fast food outlets in
lower income neighborhoods. We will support efforts to reduce second-hand smoke exposure and
limit youth access to tobacco. We will continue to promote prevention through education on healthy
lifestyle; integration of traditional and cultural foods into healthy lifestyle, healthier cooking methods;
how to shop at the grocery store; how to increase physical activity in daily routines. But we now
know that such efforts are likely to fail without supportive environmental policy.

Advocate for increased funding for health promotion. Wellness initiatives such as those
described here do not come for free. We will argue, however, that any funding directed to improving
the wellness of our residents will be repaid many times over in savings of health care costs.

8

Overweight was defined as a Body Mass Index (BMI) = 25; obesity as BMI = 30; and extreme obesity as BMI 240.



Community Involvement
In AAHP's early days, there was active community support and involvement. Over time, the community coali-
tions have lost some of that early energy. AAHP will actively work to reinvigorate community involvement.

< Restructure the AAHP Executive Committee. We will invite consumers, immigrants, profession-
als, and organizations such as hospitals and professional associations to be members of the Executive
Committee. Community members will serve on both established and ad hoc workgroups. The work-
groups will focus on specific issues and have tasks and timelines. Two of the new workgroups will
focus on diabetes and oral health, strengthening the linkage of those programs to the community.

=< Bring in Black immigrants from both continental Africa and the Caribbean as stakeholders and
decision-makers in AAHP. We will seek to get immigrant community organizations such as the
Continental African Community (38), as well as individual immigrant residents, onto the Executive
Committee to assure that their concerns are represented. There are cultural and linguistic needs in
these communities that need to be addressed in their own right, as well as issues related to immi-
grant status. For example, 1996 federal welfare reform restricted Medicaid eligibility of immigrants,
so that those admitted to the United States after August 1996 cannot receive coverage, except for
emergencies, in their first five years in the country (39).

AAHP will work both independently and through the Office of Community Partnerships to establish
productive working relationships with the immigrant communities. While the issues facing African
Americans and African immigrants differ in many respects, there are substantial commonalities in
the social and economic realities they face, the social determinants of health. We will seek to develop
a common agenda with the immigrant communities.

=< Faith- and community-based outreach. AAHP will continue to participate in church and organi-
zational activities such as health and informational fairs and events. The Black churches have been
and continue to be a tremendous source of support for health outreach and promaotion. Together
with our colleagues at G.O.S.P.E.L.° we will continue to work with the faith community and assist
their health ministries. We will expand our outreach in the secular communities as part of our effort
to empower communities and take wellness outreach into the neighborhoods.

=< Interactive feedback. In order to maximize our ability to communicate with the public, we will try
to establish an interactive process, probably based on our website (onehealthylife.org), to allow the
community to not only receive information from AAHP but also to provide AAHP with information
and feedback about important community health issues and programming. We will also solicit input
from community members for the AAHP website and newsletter.

< Enhance Health Promoter capacity. We hope to both increase the numbers of AAHP health
promoters and provide additional training. New training will enable the health promoters to not only

9  Glorifying Our Spiritual and Physical Existence for Life.
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conduct simple screenings in the community, but also to provide a wide range of information to their
communities and bring back information from the communities to inform AAHP planning.

=< Develop public-private partnerships. AAHP will seek to establish partnerships with local busi-
nesses in the county. Not only will partnering with private businesses in the community enhance
AAHP's ability to carry out its mission through increasing funding and sponsorship; it will also help
AAHP to become more grounded in the neighborhoods where Montgomery County's Black residents
live and work.

< Encourage collaboration among all the minority health initiatives. There are many areas
in which collaboration among the minority initiatives can result in efficiencies for DHHS as well as
increasing the power of our voices. We all suffer from the lack of primary data (discussed below),
and we all face challenges related to emergency preparedness in our communities, to name but two.
Enhancing cooperation, sharing of resources, and collaborating on programs and in advocacy could
make us all stronger as we face the challenges of declining resources.

< Enhance advocacy skills. Advocacy will become increasingly important to assure that public
policy stays focused on the health of minority populations in the County. AAHP will seek support
from DHHS to provide advocacy training for members of our Executive Board, and we will invite
the other Minority Health Initiatives to join with us to enhance the skills and effectiveness of all our
boards and steering committees.

Data Collection and Monitoring

Part of AAHP’s primary mission is to monitor the health of Black Montgomery County residents. We
work with the DHHS epidemiologists to secure and analyze data from various sources. We also collect
data on each of our programs, including both outcome measures and process measures such as
participation and satisfaction.

=< Advocate for local primary data collection. Like the other minority health initiatives, AAHP
does not have adequate data about our target population. For many health-related measures, we
must rely on estimates from national surveys such as the CDC'’s Behavioral Risk Factor Surveillance
System (BRFSS). While the BRFSS is a very important national tool, it is inadequate to meet local
data needs, especially for minority populations that are not sampled in large enough numbers to
provide stable estimates on a yearly basis. The BRFSS has core variables that are collected every
year in every state, but most measures rotate on a multi-year basis.

National data collections do not afford us the micro-level information we need in order to efficiently
target outreach and intervention directly to the areas of the county where they are most needed.
Although primary data collection is expensive, it will enable us to cut operating costs through tar-
geted outreach in addition to enhancing health care savings that result from successful community
wellness outreach.



African immigrants constitute approximately 4% of the County population, but we do not have

a clear picture of their health status and services needs. Early African immigrants tended to be
extremely well-educated and have adequate resources. More recent waves comprise refugees from
war-torn and drought-devastated regions who arrive with little education and few resources. We
need to be able to identify and target outreach to those most in need. Local data will empower us
to do that.

Currently, we have no reliable quantitative data about important characteristics such as infant
mortality, hypertension, diabetes, cancer, dental status, or indeed any health status indicators that
separates information for the African American and Black immigrant communities. If we are to
address the communities’ needs, we need solid information. AAHP hopes that the County's Com-
munity Health Improvement Process (CHIP) can be expanded to include primary data collection. We
propose to collaborate where possible with the other minority health initiatives to advocate for and
seek funding for primary data collection in the County.

Advocate for the disaggregation of national data. An additional challenge to the usefulness
of the limited national data that are available stems from the fact that most surveys report data for

all Black respondents aggregated into one group, variously referred to as Black or African American.

Aggregation combines African Americans, Continental Africans, Caribbeans, and Hispanic Blacks
into one group.’® Lack of disaggregated data results hurts our ability to plan and provide the best
possible services for our residents. We are unable to ascertain the needs of specific groups in the
population and develop programs and services for those who need them, where they need them.
AAHP will advocate at the state and national levels for disaggregation of data from African Americans
and Continental African and Caribbean immigrants.

Internal program data and program evaluation. In addition to the data needed to monitor
our target populations, AAHP collects data from all programs. These data include customer demo-
graphics and satisfaction as well as program outcome data. We now have a data manager and
electronic databases in two of our program areas. We will continue to develop our data collection
and data management capacities, supporting data-driven decision-making and program evaluation.

10 Some sources now disaggregate Non-Hispanic Blacks.
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