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EXECUTIVE SUMMARY

The Health Task Force Report is a brief review of the outcomes of the work of the Health Committee and the March 4th and 5th Public Input Forum.  The charge of the Task Force was to examine the health priorities and concerns identified by the Health Committee and by participants who attended the Public Input Forum. The Task Force then merged the priority lists into a refined final list of five health priority issues/problems.  After much review and discussion, the Task Force recommended that an additional health issue/problem be added to its stated priorities.  The complete list is presented on the following pages of this report.

Following the March 4th and 5th Public Input Forum, the Health Task Force reviewed and refined the objectives that were previously developed by the Health Committee to insure that all health priority issues/problems discussed at the Forum were able to be addressed by at least one of the existing objectives.  The initial list of priority issues/problems appear in the March 4th and 5th Public Forum Report. The newly added sixth priority area is also addressed by the objectives.

After the Forum, and as the Health Committee transformed itself into the Health Task Force, the focus was expanded to include the development of a research agenda on health issues around which the proposed disparity study can partly be shaped.  The recommended research agenda is also included in this report. With an interest in moving our community leaders and residents towards positive and beneficial changes, several short term recommendations are presented in this report for consideration by the City Council and others for consideration by the community at large.  The report reflects on the issues/concerns raised by other issue committees that have a crossover relationship with the issues/concerns noted by the Health Committee.

This report reflects on “work in progress” as it is felt that resolutions to many of these important issues must be addressed over time. The proposed disparities study will define the breath and magnitude of the many of these issues locally.   The Task Force has also concluded that the creation of the proposed Office of Multi-Cultural Affairs will be vitally important in facilitating much of the work and activities proposed in the recommendations presented.  This new “office” will also help to permeate the efforts to sustain progress toward reducing disparities and insuring equity for all citizens.

HEALTH  ISSUES /PROBLEMS PRIORITY AREAS

1.  Belief Systems and Behaviors
Poor personal choices, risky behaviors and cultural beliefs contribute significantly to disparate health conditions for African Americans vs. the population in general.  It has been speculated that often is the case that minority patients often convey mistrust, refuse treatment, or comply poorly with treatment. This often causes providers to become less engaged in the treatment process, and patients are less likely to be provided with more vigorous treatments and services. The African American community should be encouraged to adopt healthy eating habits, participate in exercise and receive guidance from faith-based institutions, strong family systems, and other entities that impact the individual and family systems.

2.  Access to care

Access to care for the African American population is based upon their ability to access providers who are culturally competent and in the right location.  Research data demonstrates that racial and ethnic minorities, even when access related factors such as patient insurance status and income are controlled for, tend to receive less care.  African American and other racial minorities access to care may be limited due to their lack of insurance coverage.  And a large number of them being covered by public healthcare plans such as Medicaid may not offer the same healthcare products as privately insured patients.  There is a problem with providers who are not willing to accept patients with limited ability to pay such as those who are typically on TennCare and Medicare, including inadequate services in areas such as family planning and mental healthcare.  These problems contribute to poor health status among African Americans.  Delays in accessing medical care and inappropriate use of emergency room services compound the problem and contribute to poor health outcomes and health status.

3.  EDUCATION


Educational attainments for African Americans lag behind the general population and result in a decreased ability to earn a livable wage and afford healthcare.  There is a lack of culturally competent health information and education targeting the African American community in general.  This also limits African Americans ability to understand providers and to make the life changes recommended by their provider.  The higher the education, the higher the income, the better the health status; the lower the education, the lower the income, the lower the health status.

4.  QUALITY OF CARE

Quality of care is adversely impacted as a result of health disparities between Chattanooga African Americans and the general population.  Recent research data demonstrates that racial and ethnic minorities experience a lower quality of health services and are less likely to receive even routine medical procedures than are white Americans.  Health disparities exist in a number of health related areas, including: heart disease, diabetes, infant mortality, hypertension, obesity, HIV AIDs, influenza, stroke, kidney disease, chronic lower respiratory disease, cancer, accidents, and drug abuse.

Furthermore, African Americans lack access to specialty care.  They also are not proportionately represented in evidence-based research and trials that often identify appropriate treatment for various disease entities.  African Americans also suffer from stereotyping and are victims of cultural incompetence practiced by healthcare providers and institutions.

Quality of care for African Americans and patients in general is impacted negatively when there is not adequate dialogue/communication between providers not related to the patient.

5.  INCOME

Within Hamilton County, income varies widely by race with Blacks about three and a half times more likely to be poor as Whites.  This predisposes Blacks to conditions, events, and life experiences which lead to higher morbidity (illness) and mortality (death).  African Americans have a higher unemployment rate, have a higher rate of individuals who live below the federal poverty level, and hold lower paying jobs than the general population which limits their ability to access healthcare benefits.

6.  Maintain Historical Relationship
Current managed care structure impacts the traditional fee for service model, which has eroded the historical relationship between African American providers and African American patients.  The insurance industry has controlled the distribution of patients in a way that patient choice is no longer a consideration, i.e., AA physicians are excluded from panels and/or when they are involved in various plans, they are often not allotted a fair distribution of patients.  These practices may impact African American patient’s access to cultural competent physicians who can help them bridge cultural gaps and eliminate the mistrust of health care systems and providers.  Research suggest that the consistency and stability of the doctor/patient relationship is and important determinant of patient satisfaction and access to care.  There is a need for all patients ton have a sustained relationship with a provider to help them navigate the healthcare bureaucracy. Hospitals, physician practices, training programs and other players in the medical care arena also contribute to the erosion of this historical relationship.  There is an inverse economic impact on AA physicians as insured AA patients are often routed to other physicians.  Another resulting impact from the diminishing relationship between AA physicians and AA patients is the inability of AA physicians to develop and maintain solo practices.  In some regards, AA physicians have not developed the business savvy necessary for entrepreneurship in a managed care environment.  These issues may impact the access and quality of care and the plight of AA physicians.

Formal Research Agenda supporting the Disparity Study:

1. What efforts have been put forth to ensure African American children are insured and provided proper health care?  Note:  Over 25% of African American children national are uninsured.

2. What initiatives have been put in place to ensure African Americans have access to health care and receive quality health care (including the uninsured workers)?

3. What has been put in place to eliminate racial health disparities for African Americans in the key health areas of infant mortality, diabetes, cancer screening and management, heart disease, AIDS and immunizations?

4. What has been put in place to improve preventive efforts in the high-risk African American communities and to expand their access to new HIV therapy?

5. What is being done to ensure there is no discriminatory “Redlining” practices that deny African Americans home health care and other services based on residential location?

6. Is there a health status gap between African Americans and Whites in Chattanooga?  If so, what is being done to narrow this gap?

7. Is there a shortage of African American and other minority physicians in Chattanooga?

8. What is being done in the school system to increase health awareness among students and to prepare them to make better life choices that will improve their health, longevity of life and years of productive living.

9. What is being done to increase the number of African Americans and other minorities that have livable wage jobs with healthcare benefits.

10. Determine the number of uninsured African Americans and other minorities in Chattanooga that are uninsured and are unable to access medical care.

11. What is being done to recruit and maintain African American and other minority physicians in our community?

12. In the managed care industry in Chattanooga (i.e. blue Cross, Cigna, etc.) , are health plan companies assuring that provider panels are proportionately diverse and that patient’s assignment to ethnic physicians is equitable? Does the assignment process recognize and yield to the important cultural competencies that should exist in the provider/patient relationship? 

Recommendations to the City Council:

1. To promote and foster discussions related to the recruitment, training and retention of African American physicians and other healthcare providers in Chattanooga (such as insurance, education, healthcare institutions, nursing homes, etc.)

2. Identify and support community-based efforts providing healthcare services to the poor and underserved.

3. Assure that city planning efforts take into consideration recreation and urban sprawl issues (such as sidewalks, green space, bike routes, etc.) so as to enhance and support active living in all communities.

4. Have Neighborhood Services Department adequately engage neighborhood associations in the planning and creation of safe-walk areas, and the promotion of greater use of existing facilities such as the Powerhouse and other city owned recreational facilities/amenities.

5. Encourage and promote an enhanced healthcare curriculum in grades K through 12 to support healthy childhood development that will reduce the incidence of disease and premature deaths.

6. Promote livable wage jobs to increase the number of African Americans living above the federally defined poverty level.

7. The city’s economic development strategy should seek to attract businesses that are sensitive to the health needs of employees, i.e. providing recreational tools, insurance [plans, incentives for non-smokers). Insurance plans should provide incentives for healthy lifestyle choices among its constituents 

Recommendations for community-wide incentives that cross issue areas:

Belief Systems and Behaviors

· Improve health insurance incentives not to engage in risky behavior(s)

· Promote healthy behaviors and lifestyle choices through health education and mass media advertising

· Increase participation of faith-based institutions as promoters of good physical and mental health

· Develop programs and activities that reduce the demand for and use of illegal substances

· Develop programs/behaviors that focus on the prevention of unwanted pregnancies and STIs (sexually transmitted infections)

Access to Care

· Make healthcare more affordable

· Make possible people with low and no income to have access to care

· Increase number of jobs that carry employee insurance coverage

· Increase more primary care physicians in closer proximity to patients

Education

· Increase the educational attainment level of African Americans

· Provide parent training programs/activities to educate and promote positive family values

· Involve more prevention in school curriculum, recreation centers and churches

· Education to be inclusive of educational attainment and on health issues. 

Quality of Care: 

· Improve cultural competence of providers

· Physicians should provide screenings, proper referrals and treatment regimes to African Americans patients consistent with established medical protocols and standards

· Increase the number of African Americans specialists

· Increase the number of physicians and specialists who are willing to see poor, underinsured and uninsured patients

· Increase the number of African Americans physicians and patients participating in evidence-based studies and research

Income:  

· Increase in livable wage jobs

· Increase training for technically skilled jobs

· Decrease income disparity between people with similar educational backgrounds


(more African Americans are at or below the poverty level)

Maintaining Historical Relationship

· Develop strategic relationships between teaching programs and African American physicians in the community

· Recruit and retain African American physicians in the Chattanooga area from teaching programs

· Monitor the distribution of African American patients in the managed care system and healthcare reform to ensure that there is equity in the allocation of African American patients to African American physicians

· Encourage the development of systems that promote and support the establishment and growth of AA physician practices

CONCLUSION

The Health Task Force has followed a prescribed process of conducting a preliminary inquiry on issues that are critical points of consideration when examining health disparities in Chattanooga.  While there was consensus that the number of important variables is too numerous to be included at the current level of inquiry, there are some variables/issues that rise to the top of the list because of their wide range of influence on the health status of African Americans in our City.  Again, we are reminded that the six health priority issue/problem areas presented in this report are only marginally representative of the vast number of issues that impact the health of our African American residents.  Our list, however, represents a starting point from which a foundation for subsequent inquiries and recommendations can be developed.

Central to this report are the recommendations presented for consideration by the City Council and those for community-wide consideration.  Some of these can be implemented to address short-term objectives, while others must be accomplished via long-term goals and objectives.

In further support of these recommendations and others that will likely be proposed at a later date, the planned disparities study becomes a very important feature for substantiating the need for the recommendations and for verifying the outcomes of the recommendations.

On a broader note, it is hoped that the prescribed processes for the inquiries into health disparities, including the research and the development of recommendations, will lead to system changes.  In conclusion, the Health Task Force encourages the implementation of activities and programs, and the development of healthcare system changes that address and resolve the issues/problems that are adversely affecting the health of African Americans in Chattanooga.   




Health and the Built Environment: 
The Effects of Where We Live, Work and Play
By Henry Louis Taylor, Jr.
Health and the Built Environment: The Effects of Where We Live, Work and Play explores the role played by the built environment in causing health problems among inner city residents, with a particular emphasis on the African American community. Notwithstanding, the issues discussed in this essay impact all socioeconomic groups living in distressed central city and suburban neighborhoods and this includes Latinos, Asians, Native Americans, and low-income working class whites. Moreover, the built environment, albeit in different ways, also contributes to the health problems of middle-class central city and suburban residents. Nonetheless, given the staggering health disparities between blacks and whites, and the extent to which the literature on health and the built environment neglects issues pertaining to inner city communities, the emphasis on African Americans is more than warranted.
Health and the Built Environment is not only concerned with the health effects of where we live, work, and play, but also with the type of urban planning strategies and public policies needed to address the problem. It argues that the active living movement and the new urbanism and smart growth planning strategies are primarily informed by sprawl and conditions found in middle-class central city and suburban neighborhoods. Thus, the policies, urban designs, and new construction ideas emanating from these movements will only minimally impact built environment conditions found in distressed inner city communities. 
An emerging trend in the design, urban planning, and medical professions is one that investigates how the built environment contributes to the health problems of Americans. This viewpoint is based on the notion that inadequate diet and sedentary living increases the risk for many chronic diseases, such as cardiovascular disease, hypertension, colon cancer, type-2 diabetes, osteoporosis, obesity, anxiety and depression. A consensus now exists among health scientists, medical practitioners and other professionals that an active lifestyle reduces the risk for many chronic diseases and/or facilitates the successful management of those illnesses. Within this context, the active living movement arose a few years ago to attack the sedentary culture problem. It stressed the development of a lifestyle that integrates physical activity into daily routines, with the goal of accumulating minimally 30 minutes of activity each day by walking, bicycling, exercising, working in the yard, taking the stairs, or engaging in some other type of physical activity. 
The active living movement supported the activities of new urbanism and smart growth. Urban planners advocating this approach to residential development suggest that transportation policy, neighborhood design, and existing land use patterns contribute to physical inactivity and the development of a culture of sedentary living. They call for a new approach to residential development that promotes high density neighborhoods and mixed land-use developments that bring residential, commercial, and retail activities closer together so that traffic is reduced and more cycling and walking is encouraged. Collectively, active living, new urbanism, and smart growth are constructing a new model of residential development that incorporates wellness into the design and construction of neighborhoods. 
However, this essay argues that these movements are not only primarily based on conditions found in predominantly white middle-class central city and suburban communities, but also their advocates do not consider the significant differences that exist in dissimilar parts of the built environment. The point is that the barriers to active living found in distressed inner city neighborhoods are significantly different from those found in other parts of the metropolis. Here, built environment issues are more complex and challenging. Consequently, a distinct approach must be used to attack them. For example, in the inner city, barriers to active living and a healthy lifestyle are impeded by crime, violence, fear, inadequate food security, dilapidated housing, poorly maintained sidewalks, streets, sewer and water lines, and blight. These conditions create stressors that are produced by poverty, low-incomes, joblessness, difficult work situations, and the struggle to make ends meet, along with cultural and financial obstacles to health care. These built environment issues have produced a health crisis so severe that in December 2004, the NAACP said “the fight for quality health care is the new civil rights battle.”
The obstacles to wellness erected by the inner city built environment cannot be solved unless the emerging model of health care connects its strategy to the quest to radically reconstruct the inner city built environment. Toward this end, design professionals, urban planners, health scientists, medical practitioners, public health experts, and policy makers must develop insight into the differential barriers to wellness found in inner city neighborhoods and then formulate strategies and policies to attack them.
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DATA AND INFORMATION TO VALIDATE THE PROBLEM

The following chart offers a comparison of the statistics for the leading causes of death for Blacks in Hamilton County with statistics for Whites in those same mortality categories.   


                                           Source:  Tennessee Department of Health, Vital Statistics

As shown in the chart, there are serious differences in mortality for heart disease, cancer, stroke and diabetes when Blacks are compared to Whites.  These grave differences represent “health disparities”.  Even though Blacks are approximately 20 percent of the population, they are greatly over-represented in these mortality categories.   

The charts that follow show the extent of illness among TennCare clients served by Blue Cross/Blue Shield for three different age groups for the top five categories of chronic illness and conditions (morbidity) for Hamilton County’s Black population as compared to the White population.  

The first chart is for ages 0-19, the second for ages 20 -54, and the third is for ages 55 & above. 
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