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I. Background: 

In 2000, the “Reducing Racial and Ethnic Health Disparities: Closing the Gap Act” was enacted in an effort to mobilize underserved communities in Florida to address and eliminate health outcome disparities and promote disease prevention activities. After enactment of this Closing the Gap Act, this program has been providing underserved populations such as African-American, Black Caribbean, Hispanic, Asian and Haitian men, women, infants, and children with much needed preventive care and health services. In 2007, a general evaluation of this program reported the process indicators in health disparity priority areas such as cancer, cardiovascular diseases, diabetes, maternal and infant mortality, HIV/AIDS, adult and child immunization, and oral health care. These indicators are numbers of services and referrals provided in each area, which determined the processes and execution of the program. 

This current study aimed at conducting an evaluability assessment and evaluation of Closing the Gap to establish the indicators for immediate impact and outcome of the project based on data collected by the project, which will lead to establishing the indicators enacted by Florida Statute in reducing racial and ethnic health disparities (Closing the Gap Act, 2000). 
Objectives: This study aimed at the following objectives, which were accomplished within the proposed evaluation activities.

1. Conduct an evaluability assessment of the Closing the Gap project: Evaluability assessment is a process for clarifying program designs, exploring program reality, and, if necessary, helping redesign programs to ensure that they meet the following criteria:

a. Well-defined program goals, objectives, and performance measures

b. Plausible program goals and objectives

c. Ability to obtain relevant performance data (or use alternative methods to collect data)

d. Agreement on the evaluation information use by the program users
2. Based on the current reality, conduct an evaluation of the project to establish the indicators for immediate impact and outcomes, depending on the availability of data.
3. Based on the current reality recommend the possible changes, inclusion or exclusion or methods or components of the programs that will maximize the benefits of the programs.
Summary:

Tables 1 through 7 depict the funding for the Closing the Gap (CTG) programs for year 2006-2007, 2007-2008, and 2008-2009. Economic Opportunity Family Health and Bishop Academy II – Christian Schools received funding up until year 2008-2009. All the other applicants who initially received funding continue to receive funds form CTG.

Table 1: Maternal and Infant Mortality







	Applicant
	County
	Brief Description
	Funding Year 06/07
	Funding Year 07/08
	Funding Year 08/09

	Healthy Mothers/Healthy Babies of Broward, Inc.
	Broward
	Wellness for women and teens; case management, education, and outreach to Blacks and Hispanics
	Yes
	Yes
	Yes

	Healthy Start Coalition of Miami-Dade
	Dade
	Interconceptional education and outreach to Blacks, Hispanic and Haitians
	Yes
	Yes
	Yes

	University of South Florida
	Hillsborough
	Central Hillsborough Healthy Start Project.  Screenings, education, marketing train-the-trainer classes to Blacks and Hispanics
	Yes
	Yes
	Yes

	Healthy Start Coalition of Jefferson/Madison/Taylor
	Jefferson
	Preconceptional education and screenings targeting Blacks
	Yes
	Yes
	Yes

	AME Ministerial Alliance
	Baker, Clay, Duval (F/P), Nassau, St. Johns
	Outreach and education to women connecting with women
	Yes
	Yes
	Yes

	Stewart Marchman Center
	Volusia
	Pre- and interconceptional education, access service, health care coordination to Blacks
	Yes
	Yes
	Yes


Table 2: Cancer (Breast and Cervical) 

	Applicant
	County
	Brief Description
	Funding Year 06/07
	Funding Year 07/08
	Funding Year 08/09

	YWCA of Greater Miami/Dade 
	Dade 
	Targets uninsured and underinsured minority women – Haitian, Hispanic, African-American, and Caribbean Islanders.  Provide screenings and follow-up, limited diagnostic, education, referrals, and case management


	Yes
	Yes
	Yes

	HIS Great Commission
	Palm Beach

F/P
	Medical mobile unit in a Front Porch and low-income area that provides screenings, case management, and education
	Yes
	Yes
	Yes

	Pinellas CHD
	Pinellas

F/P
	Colorectal cancer awareness project to reduce colorectal cancer death rate to minorities


	Yes
	Yes
	Yes


        F/P – Front Project

Table 3: Cardiovascular Disease








	Applicant
	County
	Brief Description
	Funding Year 06/07
	Funding Year 07/08
	Funding Year 08/09

	Minority Development & Empowerment
	Broward
	Health screenings and referrals for Haitian women 20 plus years old.
	Yes
	Yes
	Yes

	Fudacion Familia Serna
	Hillsborough
	Implement nationally recognized Amatu Corazon program from NHBI to reach Latino population in metro Tampa area
	Yes
	Yes
	Yes

	Economic Opportunity Family Health
	Dade

F/P
	Mobile van outreach providing screening, referral, case management, and follow-up to African-Americans and Hispanics
	Yes
	Yes
	No

	Jackson CHD
	Jackson
	Outreach, screenings, and referrals to African-Americans
	Yes
	Yes
	Yes

	Helen B. Bently Family Health Center
	Dade
	Expand the reach of the use of the Chronic Disease Care Model in a FQFHC
	Yes
	Yes
	Yes

	YMCA of Florida’s First Coast
	Duval
	Cooking classes, weight management, primary leader training, blood pressure, education, and referrals 
	Yes
	Yes
	Yes


Table 4: Diabetes










	Applicant
	County
	Brief Description
	Funding Year 06/07
	Funding Year 07/08
	Funding Year 08/09

	Highlands CHD
	Highlands
	Conduct DSME, wellness initiative, risk assessments, and referrals


	Yes
	Yes
	Yes

	Osceola CHD


	Osceola
	Conduct DSME, wellness initiative, risk assessments, and referrals


	Yes
	Yes
	Yes

	Hardee Board of County Commissioners
	Hardee
	Conduct DSME, wellness initiative, risk assessments, and referrals


	Yes
	Yes
	Yes

	Putnam CHD
	Putnam
	Conduct DSME, wellness initiative, risk assessments, and referrals


	Yes
	Yes
	Yes

	Duval CHD
	Duval

F/P
	Conduct DSME, wellness initiative, risk assessments, and referrals


	Yes
	Yes
	Yes

	Manatee CHD
	Manatee

F/P
	Conduct DSME, wellness initiative, risk assessments, and referrals


	Yes
	Yes
	Yes

	Tampa Housing Authority
	Hillsborough
	Conduct DSME, wellness initiative, risk assessments, and referrals


	Yes
	Yes
	Yes

	Big Bend Rural Health Network
	Gadsden, Jefferson, Taylor, Madison, Wakulla
	Conduct DSME, wellness initiative, risk assessments, and referrals
	Yes
	Yes
	Yes


Table 5: Adult and Child Immunizations







	Applicant
	County
	Brief Description
	Funding Year 06/07
	Funding Year 07/08
	Funding Year 08/09

	Health Planning Council of NE Florida
	Duval

F/P
	Conduct flu shot clinics; screen for hepatitis A and B; administer Hep A and Hep B doses; assess immunization records at subsidized day care facilities in target areas
	Yes
	Yes
	Yes

	Collier CHD


	Collier

F/P
	Partner with major agribusiness on employee immunization initiative; provide flu shots to minority residents; address compliance with school immunization requirements
	Yes
	Yes
	Yes

	University of Miami 

(Little Havana)
	Dade

F/P
	Screen/vaccinate children; immunize those needing Hepatitis A
	Yes
	Yes
	Yes

	Orange CHD
	Orange

F/P
	Develop immunization data baseline in target area; develop reminder/recall for infants and adolescents; increase private providers’ participation in Registry; increase minority parents’ immunization awareness
	Yes
	Yes
	Yes

	Bethune-Cookman College
	Volusia

F/P
	Partner with CHD and Front Proch Community to provide flu/pneumo/tetanus/diphtheria to low income minority adults in target area
	Yes
	Yes
	Yes

	Hep-C Alert
	Dade
	Provide free Hep A, B, C screenings; use M-DCHD to administer appropriate doses; transport clients to clinic sites; develop individual management/counseling plans
	Yes
	Yes
	Yes


Table 6: Oral Health









	Applicant
	County
	Brief Description
	Funding Year 06/07
	Funding Year 07/08
	Funding Year 08/09

	Suwannee CHD
	Suwannee
	Increase the number of dental providers; increase knowledge and awareness of oral health issues; identify and prioritize the oral health needs of children; and develop oral health coalitions and case management system
	Yes
	Yes
	Yes

	Bishop Academy II – 

Christian Schools
	Pinellas

F/P
	Create a broad-based neighborhood Front Porch TEETH coalition , oral health plan, risk assessment/case management system; school and community–based education program


	Yes
	Yes
	No


Table 7: HIV/AIDS 

 








	Applicant
	County
	Brief Description
	Funding Year 06/07
	Funding Year 07/08
	Funding Year 08/09

	Three Rivers Legal Services 
	Alachua 

F/P
	VOICES/VOCES (risk reduction condom usage/skills negotiations); and counseling and testing to Blacks/African-Americans


	Yes
	Yes
	Yes

	Minority Alliance for Advocating Community Awareness and Action
	Leon

F/P
	Implementing SISTA (African-American women only 16-28 yrs of age), VOICES/VOCES (risk reduction condom usage/skills negotiations); counseling and testing with focus on the life health model
	Yes
	Yes
	Yes

	Positive Images
	Broward

F/P
	VOICES/VOCES (risk reduction condom usage/skills negotiations) and Community Promise (intervention for MSM); and project respect to black women and their partners
	Yes
	Yes
	Yes

	Community AIDS Resource

d//b/a/ CARE Resource
	Broward
	Implementing SISTA (African-American high-risk women only); counseling and testing
	Yes
	Yes
	Yes

	Community Information Network, Inc.
	Escambia

F/P

	Implementing SISTA (African-American women only), VOICES/VOCES (risk reduction condom usage/skills negotiations), and Community Promise (intervention for MSM).  
	Yes
	Yes
	Yes

	BASIC, NW FL


	Bay
	Implementing CRSC – Prevention Case Management; ARTASII (newly diagnosed and infected into care)
	Yes
	Yes
	Yes

	United Deliverance Community Resource Center
	Palm Beach

F/P
	Healthy Relations – focus on providing positive health education to the MSM target population; mobile counseling and testing
	Yes
	Yes
	Yes

	River Region Human Services
	Duval
	Implementing SISTA (African-American women only), VOICES/VOCES (risk reduction condom usage/skills negotiations)
	Yes
	Yes
	Yes

	Mahogany Revue Research and Development Center
	Marion

F/P
	Implementing CRSC – Prevention Case Management; ARTASII (newly diagnosed and infected into care), VOICES/VOCES (risk reduction condom usage/skills negotiations), and counseling and testing
	Yes
	Yes
	Yes

	St. Lucie CHD
	St. Lucie
	Implementing SISTA (African-American women only), VOICES/VOCES (risk reduction condom usage/skills negotiations), and CRSC – Prevention Case Management
	Yes
	Yes
	Yes

	Comprehensive AIDS Program of Palm Beach
	Palm Beach
	VOICES/VOCES (risk reduction condom usage/skills negotiations) and counseling and testing
	Yes
	Yes
	Yes

	The Center for Drug Free Living
	Orange
	Community Promise (community-level intervention focused on MSM)


	Yes
	Yes
	Yes

	Mujers, Unidas, En Justicia Educaion  Reforma
	Dade
	VOICES/VOCES (risk reduction condom usage/skills negotiations), and counseling and testing, Community Promise (community-level intervention focused on MSM)
	Yes
	Yes
	Yes

	Teen Pregnancy Prevention Center
	Dade

F/P
	Implementing SISTA (African-American women only)


	Yes
	Yes
	Yes

	South Beach AIDS Project
	Dade
	Many Men – Many Voices focus on African-American MSM 18-28 years of age
	Yes
	Yes
	Yes

	Glades Health Initiative, Inc
	Palm Beach
	CRSC – Prevention Case Management for positives
	Yes
	Yes
	Yes

	Island Coast AIDS Network
	Lee
	Implementing SISTA (African-American women only), VOICES/VOCES (risk reduction condom usage/skills negotiations) for Blacks and Hispanics
	Yes
	Yes
	Yes

	Drug Abuse Comprehensive Coordination Office, Inc
	Hillsborough
	Community Promise  - community level intervention focused on Black, White, Hispanic MSM, and Black heterosexual male and female
	Yes
	Yes
	Yes

	Hispanic Unity of Florida
	Broward
	Empowerment – group level interventions for Hispanic MSM under 30 and their partners; testing


	Yes
	Yes
	No


II. Methodology: 

The objectives of evaluability assessment are twofold: to delineate whether a program can be meaningfully evaluated and whether evaluation is likely to contribute to improve program performance. The approach is a qualitative process for clarifying program design, exploring program reality, and, when appropriate, helping adjust programs to meet the following criteria: a) program goals, objectives, and priority information needs are well-defined; b) program goals and objectives are feasible; c) relevant program performance data can be collected via practical and attainable mechanisms; and d) there is agreement between intended users of evaluation and results on how to apply the information. Both qualitative and quantitative methods are used for an evaluability assessment. Documents analysis, interview, and face-to-face meetings with the program manager, data manager, and previous evaluator were the primary methods to establish evaluability of the program. The following challenges were identified: 

1. Program data at the individual level were not recorded or could not be retrieved from any of the programs.

2. Impact and outcome indicators were established at the beginning of the project announcements in line with the statute; however, meaningful data were not collected accordingly to evaluate all immediate impacts and outcomes. (This issue will be discussed further in Recommendations section.)

3. Programs have multiple objectives to integrate health and social conditions; accordingly, the indicators are difficult to establish.

i. Conceptual and Methodological Framework:

The Office of Minority Health (OMH) of the United States Department of Health and Human Services is mandated by Congress to coordinate federal agency efforts to improve racial/ethnic minority health status and eliminate health disparities. These efforts extend to the state and community levels as well. Situations in individual states are not unique where challenges in evaluation, particularly defining indicators for immediate or intermediate outcomes and collecting meaningful disaggregated data, pose extra burdens for the programs.  Uniform Data Set (UDS) efforts were undertaken to create a basis for evaluating program implementation and impact and, in doing so, to improve the evaluation and quality of the programs (M.C. Edberg et al., 2003). In this current evaluation, a similar conceptual framework was followed, noting the following challenges in evaluating health disparity programs:

1. Key issues in developing a uniform data collection system for racial/ethnic minority based projects

a. Structural issue

b. Integration of health and social conditions

c. Under-reporting of staff effort

d. Success and relativity

e. Importance of intermediate outcomes

2. Structural issues in constructing the uniform data set

a. The wide variety of target populations

b. Programs of varying modality

c. The variety of health conditions to be addressed

d. The variety of capacity to handle data collection

e. The variety of understanding of and attitudes towards data collection

f. The need for clarity in the data to be collected

g. The need to develop measures that can be integrated realistically and meaningfully

h. The need for a data set that will allow for useful cross-program and cross-project analyses

Based on the original proposal announcement and the Florida Statute entitled “Reducing Racial and Ethnic Health Disparities: Closing the Gap Act,” the following process, immediate outcome and impact measures are considered for the evaluability assessment as well as final evaluation. In this process, we reviewed existing literature on the evaluation and suggested data types for project evaluation.

A.  Diabetes:
Diabetes mellitus was the sixth leading cause of death in Florida in 2007.  It accounted for more deaths than HIV/AIDS, homicide, pneumonia, influenza, or Alzheimer’s disease. That year, there were 5,092 deaths from diabetes, representing 3% of the total deaths in Florida. Also, 1.6 million Floridians (8.7% of the adult population) were diagnosed with diabetes (Florida Department of Health, 2007). Another approximately 300,000 to 400,000 adults have undiagnosed diabetes.  Those diagnosed with diabetes in 2007 in Florida were 9.0% non-Hispanic White, 12.4% non-Hispanic Black, and 6.6% Hispanic.  

Diabetes and its complications occur among Floridians of all ages and racial/ethnic groups, but those who are 65 years of age or older, African-Americans, or Hispanics are disproportionately affected by the disease.  Obesity and type 2 diabetes are increasing in children; from 1994 to 1998, type II diabetes increased from 9% to 19% among children (based on a study of data from three Florida university-based diabetes centers).  People with diabetes who do not control their blood glucose levels risk debilitating complications such as blindness, kidney disease, lower extremity amputations, and other serious complications. 

Primary, secondary, and tertiary prevention of diabetes has paramount importance in reducing the overall burden of disease, as well as the burden associated with related social and economic issues.
1. Process Measures:

In the previous evaluation for the years of 2006-2008, a thorough review was done for all program areas and several process indicators were established. In this evaluation, both qualitative and quantitative methods were used (Suther, S., Evaluation Report, 2008). However, data needed to establish immediate outcome measures and intermediate outcome measures were not collected in a format that would be suitable for analyses. This situation is not unique for this particular program; rather, it is a common challenge encountered in health disparity-related community-based research. In this evaluation, the following indicators are identified in specific program areas:

From 2006 to 2007, a total of 3,764 individuals participated in the program. Of these, 1,012 were males and 2,752 were females.  From 2007 to 2008, a total of 3,280 individuals participated in the program. Of these, 1,043 were males and 2,237 were females.  From 2008 to 2009, a total of 1,691 individuals participated in the program. Of these, 495 were males and 1,196 were females. For racial identity, a significant number of participants identified themselves as Latino; however, the total number of all races is more than the number of participants because Latino identity has been cross referred in other racial groups.  For detailed demographics please see Table D-1:
Table D-1: Demographics of Diabetes Program Participants, 2006 to 2009
	Characteristics
	2006-2007
	2007-2008
	2008-2009

	Gender

    Male

    Female

    Total
	1012

2752

3764
	1043

2237

3280
	495

1196

1691

	Race/Ethnicity
    American Indian

    Asian Pacific Islander

    Black (non-Hispanic)

    White (non-Hispanic)

    Latino

    Other

    Total*
	14

18

1705

1046

2974

103

5860
	9

19

1661

1008

2077

35

4809
	36

15

582

928

1494

197

3252

	Insurance

     Medicare

     Medicaid

     Private

     Other

     None

     Total
	732

556

440

513

852

3093
	704

469

493

233

853

2752
	406

185

327

227

546

1691

	Primary Language

     English

     Spanish

     Creole

     Other

     Total
	2476

843

21

7

3347
	2373

717

18

3

3111
	1313

354

9

15

1691


* The total number is more than total participants because of the duplication of racial/ethnic identity.
Table D-2:  Indicators/Variables Used to Establish Process and Immediate Impact
	Indicators/Variables
	2006-20007
	2007-2008
	2008-2009

	Total number of participants
	3,764
	3,280
	1,691

	Diabetes self-management education referred
	514
	598
	460

	Diabetes self-management education enrolled
	520
	604
	605

	Diabetes self-management education completed
	262
	515
	1132

	Diabetes/pre-wellness education referred
	620
	257
	346

	Diabetes/pre-wellness education enrolled
	758
	549
	894

	Diabetes/pre-wellness education completed
	113
	171
	626

	Test HbA1c past 6 months/2x 12 months
	202
	296
	NA

	Eye exam completed past 12 months
	333
	352
	705

	Foot exam completed past 12 months
	219
	256
	620

	Number of flu shots given past 12 months
	186
	248
	483


2. Immediate Outcome and Impact  Measures:

Due to the lack of individual-level data, the following methodology was followed to establish immediate outcomes and impact of the diabetes program. As indicated in Table D-2, the immediate outcome and impact indicators are as follows: number of participants referred, enrolled, and completed the Diabetes Self-management Education (DSME) program; number of participants referred, enrolled, and completed Wellness Education Program; number of participants tested HbA1c (% of glycosylated hemoglobin) past 6 months/2x 12 months; number of participants who had an eye examination, foot care, or influenza shot in the past 12 months. In this evaluation, the proportion of change is calculated in the total number for 2006-2007 and 2008-2009.  In the empirical studies, “effect size” was considered as mean differences, standardized mean differences, correlation coefficient, odds ratio, or reduction of relative risk. However, in quasi-experimental designs or in a program that does not have pre-planned design, changes of the proportion in relevant factors may be used.  A review of the literature shows that the effect size may vary from 10% to 90% depending on the outcome measures (Cohen et al. 1988, Rosenthal et al., 1982, Valentine et al., 2003). In this study, 10% change was considered an arbitrary effect size, and a hypothesis was tested as to whether the proportion of change from 10% was statistically significant or not. This study also looked at the direction of change, such as positive or negative from the base or zero. Figure D-1 shows the proportion changed in 2006-2008 and 2007-2009 from the baseline.  

Figure D-1: Proportion Changed in 2006-08 versus 2007-2009
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(ttest statistics, t value 2.38 =  P value=0.003)

In this analysis it is found that from 2006-07 to 2007-08, the proportion of participants referred for the wellness program decreased 8.64%, and participants enrolled in the wellness program decreased 3.4%. On the other hand, diabetes self-management education and wellness program referrals, enrollment, and completions increased significantly from the 2007-08 to 2008-09 program year (12.6+8.64=21%, 3.4+36.1=39.5%, and 31.8-2.2=29.6%, respectively). The greatest increase happened in the DSME program, with a change of (51.2-8.7= 42.5%). These increased referrals indicate the programs’ performance improved which may have lead to increased completions in later years. 

Figure D-2: Proportion Changed in 2006-2007 to 2007-2008
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(ttest statistics, t value =5.59,.  P value=0.001)

Figure D-2 shows the proportion changed in number of participants who measured HbA1c, had an eye examination, had foot care, had an influenza shot, recorded pre- and post test scores in diabetes education, and attended pre- and post-test, along with participants’ satisfaction score from 2006-07 to 2007-08. In this analysis, all parameters increased from the 2006-07 to 2007-08 funding year, with the largest increase in pre- and post-test score. Unfortunately, no such data were collected in 2008-09 to compare the changes that happened from 2007-08 to 2008-09. One of the reasons was a change of policy not to collect a blood sample for HbA1c; other data were not collected due to a database parameter change. 

One of the significant changes from 2006-07 to 2007-08 and from 2007-08 to 2008-09 is the participation of females in the diabetes program. Though male participation decreased from 4.9% to -2.5%, the proportion of female participants increased from -4.9 to 2.5 from the 2006-08 to 2007-09 funding year.

Figure D-3: Proportion Changed in Male/Female Recruitment in 2006-08 versus 2007-09
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Overall, the diabetes program successfully recruited minority populations and had immediate positive outcomes and impact on the population’s health. The recruitment of minorities, hard-to-reach populations, and women is a good indicator of the program’s success. 

B.  Cardiovascular Diseases

Heart disease and stroke are the first and third leading causes of death in Florida, respectively.  One in five adults has some form of cardiovascular disease (CVD).  CVD is the leading cause of health-related disparities.  According to Florida Department of Health data, in 2006-2008, the average number of deaths from major cardiovascular diseases was 55,170, and the age-adjusted 3-year death rate was 210 per 100,000 (FDOH, 2010). Disparities exist among minorities regarding cardiovascular diseases; 27% of the Black-White life expectancy gap is due to heart disease and 8% is due to stroke.  Only 18% of Hispanics have their blood pressure under control, compared with 30% of whites.  Age adjusted death rates for heart diseases were 30% higher for African-Americans than for Whites, and stroke death rates were 41% higher.  Florida adults who have CVDs and who have ever had a heart attack, angina, or coronary heart disease were 10.6% non-Hispanic White, 7.8%  non Hispanic Black and 5.3% Hispanic.  Those having a stroke was 3.5% non-Hispanic White, 3.7% non-Hispanic Black, and 1.4% Hispanic (FDOH, 2007).    Heart disease, stroke, and other CVDs are the top killers of women in Florida.  Heart disease and stroke account for 33.4 % of all female deaths in Florida.  On average, nearly 76 females die from heart disease and stroke in Florida each day (American Heart Association, 2005).
1. Process Measures:
From 2006 to 2007, a total of 5,227 individuals participated in the Cardiovascular Diseases programs. Of these, 1,419 were males and 3,808 were females.  Also, 2 were American Indian, 5 were Asian Pacific Islander, 4,084 were Black, and 991 were White. Of these, 1,751 identified themselves as Latino, and 818 were listed as other ethnic background. From 2007 to 2008, a total of 6,860 individuals participated in the program. Of these, 1,957 were males and 4,903 were females.  Also, 5 were American Indian, 3 were Asian Pacific Islander, 5,083 were Black, and 1,546 were White. A total of 2,326 

Table CVD-1: Ddemographics of Cardiovascular Diseases Program Participants, 2006 to 2009
	Characteristics
	2006-2007
	2007-2008
	2008-2009

	Gender

    Male

    Female

    Total
	1419

3808

5227
	1957

4903

6850
	877

2625

3502

	 Race

    American Indian

    Asian Pacific Islander

    Black (non-Hispanic)

    White (non-Hispanic)

    Latino

    Other

    Total*
	2

5

4084

991

1751

818

7651
	5

3

5083

1546

2326

736

9699
	25

9

2675

501

1799

1708

6717

	Insurance

     Medicare

     Medicaid

     Private

     Other

     None

     Total
	714

444

814

769

1449

4190
	472

370

1332

470

1346

3990
	183

465

1349

397

1108

3502

	Primary Language

     English

     Spanish

     Creole

     Other

     Total
	3445

1007

744

2

5198
	4665

1497

705

0

6867
	2511

650

373

8

3542


* The total number is more than total participants because of the duplication of racial/ethnic identity.

participants identified themselves as Latino, and 736 were listed as other ethnic background. From 2008 to 2009, a total of 3,502 individuals participated in the program. Of these, 877 were males and 2,625 were females.  Also, 25 were American Indian, 9 were Asian Pacific Islander, 2,675 were Black, and 501 were White. Of these, 1,799 were listed as Latino and 1,708 as other ethnic background.

Figure CVD-1: Proportion Changed in Male/Female Recruitment in 2006-08 versus 2007-09
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(ttest statistics, t value 4.06, P value=0.003)

There was a significant change in number of women participant recruited from the 2006-08 funding cycle to 2007-09 funding cycle (-1.38 percent change to 28.5). The following variables or indicators were considered to determine immediate outcome and impact of the projects. However, similar data on the same parameters were not collected in the 2008-09 funding year. Also, changes in risk factors for CVDs were significant—overweight and hypertension in particular (-4.8 and -4.4, respectively). (Please see Figure CVD-2.)

Table CVD-2: Indicators/Variables Used to Establish Process and Immediate Impact

	Indicators/Variables
	2006-2007
	2007-2008
	2008-2009

	Male
	1419
	1957
	877

	Female
	3808
	4903
	2625

	Smoking
	200
	185
	

	Physical Inactivity
	1080
	1539
	

	Overweight
	2700
	3243
	

	Hypertension
	2700
	3243
	

	Diabetes
	767
	1185
	

	High Cholesterol
	604
	782
	

	Family History
	1103
	1390
	

	Poor Nutrition
	219
	219
	

	Smoking Education
	516
	1858
	

	Nutrition Education
	1876
	4360
	

	Physical Education
	1547
	4849
	

	Heart Attack Stroke Education
	1611
	3732
	

	Hypertension Education
	2458
	3617
	

	High Cholesterol Education
	916
	2424
	17

	CVD Education
	747
	1660
	

	Increased Knowledge Blood Pressure
	2396
	4354
	

	Increased Knowledge Cholesterol
	793
	2009
	

	Increased Knowledge Heart Attack Stroke
	1570
	3251
	

	Increased Knowledge Physical Activity
	978
	2712
	

	Weight Control
	314
	1639
	

	High Blood Pressure Reduced
	311
	1450
	

	High Blood Pressure Controlled
	234
	1046
	

	High Cholesterol Reduced
	21
	198
	

	High Cholesterol Controlled
	22
	251
	

	Improved Health Status
	636
	2049
	

	Black
	4084
	5083
	2675

	Asian Pacific Islander
	5
	3
	9

	Latino
	1751
	2326
	1799

	American Indian
	2
	5
	25

	Other(H)
	818
	736
	1703


Figure CVD-2: Proportion Changed in CVD Risk Factors in 2006-07 to 2007-08
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2. Immediate Outcome and Impact Measures:

Immediate outcome and impact measures for cardiovascular diseases depend on the relative objectives of a particular program. According to an evaluation guide for community efforts to prevent cardiovascular diseases, changes in diet, physical activity, hypertension control, and tobacco use reduction are emphasized (Fawcett S.B. et al., 1995). In this evaluation, the variables listed in Table CVD-2 are considered to measure immediate outcomes for the overall project. For example, smoking reduction; physical inactivity reduction; knowledge change about blood pressure (BP), cholesterol, heart attack, stroke, and physical activity; change of proportion of participants in nutrition education or CVD education; weight control; proportion of participants with reduced BP, controlled BP, reduced cholesterol, and controlled cholesterol; and overall improved health status are considered indicators for immediate outcome and impact for the overall project. Figure CVD-3 summarizes the proportion change in 2006-07 to 2007-08 in six different areas: smoking education, nutrition education, physical activity education, heart attack and stroke education, hypertension education, and high cholesterol education. With arbitrary effect sizes of 10% and 20% increase, the test result shows that this change was significant (ttest statistics=4.8, p value = 0.003), with the greatest change in physical activity education (41.1%). 

Figure CVD-3: Proportion Changed in Educational Sessions 2006-07 to 2007-08
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(ttest statistics, t value = 4.8,  P value=0.003)

Figure CVD-4 shows the proportion changed from 2006-07 to 2007-08 in the area of blood pressure knowledge (17.6%), cholesterol knowledge 14.1%), heart attack and stroke knowledge (17.4%), increased physical activity knowledge 20.8%), increased participation in weight control (17.9%), high blood pressure reduced (5.2%), high blood pressure control (10.8%), high cholesterol reduced (2.5%), high cholesterol controlled (3.2%), and overll improved health status (17.7%). In this analysis, hypotheses were tested for 10% and 20% change in these parameters, which was statistically significant (P=0.00).

Figure CVD-4: Proportion Changed in CVD Immediate Outcomes
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(ttest statistics, t value=4.03, p value= 0.001)

There is significant increase in proportion of participants with increased knowledge of blood pressure, cholesterol, heart attack and stroke, and physical activity; increased weight control; high pressure reduced and controlled; high cholesterol reduced and controlled; and improved health status in 2006-07 to 2008-09. Unfortunately, no such data were collected in 2008-09. Overall, CVD programs showed success in recruitment of minorities and reduction in CVD risk factors.

C. Cancer 
Cancer was the second leading cause of death in Florida in 2005.  In 2004-06, the average number of cancer cases diagnosed was 101,516; the incidence rate was 563 per 100,000 (FDOH, 2010). According to the same report, 40,140 cancer deaths with an age-adjusted death rate of 162 per 100,000 occurred in 2006-08 in Florida. About 2,600 deaths due to breast cancer and 300 deaths due to cervical cancer occurred in Florida (2007). Cancer-related disparities exist among minorities; Black males had the highest age-adjusted mortality rate for all cancers combined among the four race groups (547.7 per 100,000).  Prostate cancer mortality rates accounted for much of this difference.  Black males had a mortality rate of 54 per 100,000 from prostate cancer, whereas white males had a rate of 19 per 100,000 (DHHS, 2006).  Cancer puts an enormous economic burden on Floridians, with approximately $3.8 billion in hospital charges for in-patient hospital care in 2005 for those with a primary diagnosis of cancer.  When including patients with a secondary diagnosis of cancer, the total hospital charges are $19 billion.  Hospital charges in 2005 for colorectal cancer were $557 million; for lung and bronchus $514 million; for breast, colorectal and cervical cancers combined $703 million (FDOH, 2005).

1. Process Measures:

From 2006 to 2007, a total of 3,165 individuals participated in the cancer prevention programs. Of these, 6 were males and 3,159 were females.  As well, 5 were American Indian, 92 were Asian Pacific Islander, 1,701 were Black, and 1,162 were White. Of these, 2,854 participants identified themselves as Latino, and 265 were listed as other ethnic background. From 2007 to 2008, a total of 3,208 individuals participated in the program. Of these, 13 were males and 3,195 were females.  As well, 193 were Asian Pacific Islander, 1,363 were Black, and 1,371 were White. Of these, 2,810 identified themselves as Latino, and 320 were listed as other ethnic background. From 2008 to 2009, a total of 1,632 individuals participated in the programs. Of these, 50 were males and 1,582 were females.  As well, 6 were Asian Pacific Islander, 749 were Black, and 682 were White. Of these, 1,377 identified themselves as Latino, and 256 were listed as other ethnic background.   
Table C- 1: Demographics of Breast and Cervical Cancer Program Participants, 2006 to 2009
	Characteristics
	2006-2007
	2007-2008
	2008-2009

	Gender

Male

Female

Total
	6

3159

3165
	13

3195

3208
	50

1582

1632

	Race

    American Indian

    Asian Pacific Islander

    Black (non-Hispanic)

    White (non-Hispanic)

    Latino

    Other

 Total
	5

92

1701

1162

2854

265

6079
	0

193

1363

1371

2810

320

4764
	0

6

749

682

1377

256

3070

	Insurance

Medicare

Medicaid

Private

Other

None

Total
	1

6

1

7

3149

3164
	3

2

9

3

3187

3204
	16

5

38

14

1560

1633

	Primary Language

     English

     Spanish

     Creole

     Other

     Total
	279

2660

212

17

3168
	345

2594

242

26

3207
	300

1215

109

9

1633


* The total number is more than total participants because of the duplication of racial identity.

Table C-2: Indicators/Variables Used to Establish Process and Immediate Impact
	Indicators/ Variables
	2006-2007
	2007-2008
	2008-2009

	Male
	6
	13
	50

	Female
	3159
	3195
	1582

	American Indian
	5
	0
	0

	Asian Pacific Islander
	92
	193
	6

	Black
	1701
	1363
	749

	White
	1162
	1371
	682

	Latino
	2854
	2810
	1377

	Other(Haitian)
	265
	320
	256

	Clinical Breast Exam Normal
	1381
	1601
	316

	Mammogram Normal
	1073
	894
	360

	PapSmear Normal
	976
	1078
	478

	PSA Normal
	0
	0
	

	FBOT Normal
	3
	19
	89

	Colon Normal
	19
	6
	

	Mammogram Abnormal
	383
	245
	63

	Breast Cancer  Diagnostic
	900
	883
	1

	Cervical Cancer Diagnostic
	191
	346
	6

	Colorectal Cancer Diagnostic
	10
	0
	1

	Mobile Medical Van
	346
	522
	

	Faith-Based Activity
	219
	477
	

	Health Fair
	247
	428
	

	Small Group Education Event
	107
	411
	

	Others
	2877
	2792
	

	Referral FL Breast and Cervical Cancer
	974
	879
	

	Referral Physician
	0
	0
	

	Referral Local CHD Follow-up Care
	1
	0
	1118

	Referral Other
	1744
	1506
	

	Referral Susan Komen
	98
	297
	

	Referral Moffit Cancer Center
	0
	1
	


Figure C-1: Proportion Changed in Race from 2006-08 to 2007-09
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In breast and cervical cancer prevention programs, change of proportion of African-American or Black recruitment significantly increased from 2006-08 to 2007-09 (-11.3 to 3.4). Among “other” ethnic groups, Haitian participants increased significantly. Among other services, all means of outreach such as mobile vans, faith-based activities, health fairs, and small-group education sessions also increased—by 5.3%, 7.9%, 5.5%, and 9.4% respectively (Figure C-2).  

Figure C-2: Proportion Changed in Means of Outreach Efforts
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2. Immediate Outcome and Impact Measures:
There was significant change in the proportion of participants who were screened for breast cancer via as clinical breast examination and mammography; for cervical cancer via Pap Smear; and for colon cancer via Fecal Occult Blood Test and Colonoscopy from 2006-2008 to 2007-2009. The change in clinical breast examination was noteworthy because while there was a 6.2% increase from 2006 to 2008, there was a 30.6 point decrease from 2007 to 2009.

Figure C-3: Proportion Changed in Screening for Cancer in 2006-08 versus 2007-09
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         Figure C-4: Proportion Changed in Referrals in 2006-07 to 2007-08
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Compared to the 2006-07 funding year, the proportion of participants referred to private non-profit organizations such as Susan Komen Cancer Foundation and Moffitt Cancer center increased in 2007-08.

Figure C-5 Proportion of Participants Referred, 2007-08 to 2008-09
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However, this trend decreased in the 2008-09 funding year, and there was a significant proportion increase in referral to health care providers in 2008-09 (68.5%).

Overall, breast and cervical cancer programs had mixed success throughout the funding period. Outreach efforts were reasonably successful (Figure C-2), and increased referrals to health care providers may have impacted overall quality-of-life-related outcomes; however, due to lack of individual data, this could not be established at this point.

D.  HIV/AIDS

In 2006, Florida ranked second among the states in the number of reported AIDS cases.  Twenty-three percent of the adult HIV cases reported in Florida in 1998 were White, compared with 60% Black.  Through 2005, there were 81,585 people living with HIV/AIDS in Florida. Blacks accounted for 51% of all people living with HIV/AIDs, though they comprise only 14% of the total Florida population (Bureau of HIV/AIDS, 2005).    HIV/AIDS racial/ethnic disparities are present in the top 20 Florida counties with at least 600 persons living with HIV/AIDS through 2005. According to the Florida Bureau of HIV/AIDS, the most desirable way to close the gaps would be to decrease the number of new HIV/AIDS cases among all racial/ethnic groups, with the number among Blacks (the group most impacted) decreasing the fastest (Bureau of HIV/AIDS, 2005).   

1. Process Measures:
From 2006 to 2007, a total of 9,406 individuals participated in the HIV/AIDS programs. Of these, 4,415 were males and 4,991 were females.  Also, 5,715 were Black, and 2,361 were White. Of these, 7,294 participants identified themselves as Latino, and 1461 were listed as other ethnic background.   From 2007 to 2008, a total of 10,658 individuals participated in the program. Of these, 5,377 were males and 5,281 were females.  Also, 6,375 were Black and 3,019 were White. Of these, 8,614 participants identified themselves as Latino, and 1,637 were listed as other ethnic background.   From 2008 to 2009, a total of 8,463 individuals participated in the program. Of these, 3,877 were males and 4,586 were females.  Also, 34 were American Indian, 46 were Asian Pacific Islander, 5,373 were Black, and 2,760 were White. Of these, 7,062 participants identified themselves as Latino, and 1,427 were listed as other ethnic background. Please see Table HIV-1 for details.

Table HIV-1: Demographics of HIV/AIDS Program Participants, 2006 to 2009
	Characteristics
	2006-2007
	2007-2008
	2008-2009

	Gender

    Male

     Female

    Total
	4415

4991

9406
	5377

5281

10658
	3877

4586

8463

	Race/Ethnicity
    American Indian

    Asian Pacific Islander

    Black (non-Hispanic)

    White (non-Hispanic)

    Latino

    Other

    Total*
	5715

2361
7294

1461

16831
	6375

3019

8614

1637

19645
	34

46

5373

2760

7062

1427

16702

	Insurance

     Medicare

     Medicaid

     Private

     Other

     None

     Total
	294

1564

906

342

3791

6897
	252

1264

1027

650

3992

7185
	1209

204

1008

1879

4189

8489

	Primary Language

     English

     Spanish

     Creole

     Other

      Total
	7558

2137

225

25

9925
	8186

2826

301

75

11388
	6106

2035

22

126

8489


* The total number is more than total participants because of the duplication of racial/ethnic identity.

Table HIV-2: Indicators/Variables Used to Establish Process and Immediate Impact
	Indicators/Variables
	2006-2007
	2007-2008
	2008-2009

	Male
	4415
	5377
	3877

	Female
	4991
	5281
	4586

	American Indian
	0
	0
	34

	Asian Pacific Islander
	0
	0
	46

	Black
	5715
	6375
	5373

	White
	2361
	3019
	2760

	Latino
	7294
	8614
	7062

	Other (Haitian)
	1461
	1637
	1427

	HIV Counseling Treatment
	6762
	6907
	4382

	STD Clinic
	728
	947
	2170

	TB Clinic
	455
	186
	203

	Hepatitis Service
	48
	165
	1828

	Medical Care
	181
	101
	170

	Women’s Health Service
	634
	643
	1061

	RW Case Management
	88
	24
	137

	Comprehensive Risk Counseling and Services
	1879
	2319
	211

	Food
	192
	376
	249

	Food Stamp
	230
	127
	61

	Housing
	341
	147
	55

	Homeless Shelter
	73
	38
	16

	Substance Abuse Service
	912
	1006
	

	Mental Health
	106
	33
	39

	Sex Abuse Rape Treatment
	139
	155
	15

	Domestic Violence
	87
	354
	57

	Legal Service
	97
	24
	

	Immigration Service
	28
	1
	

	Gay Lesbian Transgendered  Service
	31
	82
	5


Figure HIV-1: Proportion Changed in Male/Female Recruitment in 2006-08 versus 2007-09
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In 2007-09, changes in the proportion of women recruited significantly increased (-3.5 to 4.6), accompanied by a decrease in male recruitment. On the other hand, recruitment of all minority racial groups significantly increased in 2007-09 (Figure HIV-2), with an overturn in African-American recruitment (-0.9 to 3.7). However, completion of all HIV education sessions increased significantly from -8.4 to 32.1 (Figure HIV-4).

Figure HIV-2: Proportion Changed in Race/Ethnicity in 2006-08 versus 2007-09
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2. Immediate Outcome and Impact Measures
Compared to 2006-08, there was a significant decrease in the total number of HIV-related services provided in 2007-09 (89.6 to -102 percent change).

Figure HIV-3: Proportion Changed in Total Number of Services Provided in HIV Areas
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Figure HIV-4: Proportion Changed in Completion of All HIV Education Sessions and Cycles in 2006-08 versus 2007-2009
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The proportion of participants that completed all HIV education sessions increased in 2007-2009 compared to 2006-2008, from -8.4% to 32.1%. However, completion of all cycles decreased further from -2.7% to 24.9%.

Figure HIV-5: Proportion Changed in Selected HIV Service Areas, 2006-08 versus 2007-2009
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In selected service areas such as HIV counseling, sexually transmitted diseases clinic, tuberculosis clinic, hepatitis clinic, medical care, women’s health service, HIV case management, and comprehensive risk counseling and service, mixed results were observed. Compared to 2006-2008, in 2007-2009, improvements were observed in the area of STD clinic, TB clinic, hepatitis clinic, and women’s health services. However, overall decrease in HIV counseling and comprehensive risk counseling and services were notable (-7.1 to -13.0 and 1.8 to -19.3, respectively).

E. Adult and CHILD IMMUNIZATION
Although immunizations are viewed by many as one of the top health achievements of the last century, thousands of adults die annually in the United States from vaccine-preventable diseases.  According to the CDC, each year in the United States more than 100,000 people are hospitalized because of influenza and its complications; most of these are people 65 years of age and older.  While vaccination coverage rates for various diseases have improved in recent decades and immunization of U.S. preschool children is at an all time high, racial and ethnic disparities continue.  In 2006, African-Americans aged 65 and older were 30% less likely to have received the influenza (flu) shot in the past 12 months, compared to non-Hispanic Whites of the same age group.  Additionally, African-American adults aged 65 and older were 40% less likely to have ever received the pneumonia shot, compared to non-Hispanic White adults of the same age group.  Although African-American children aged 19 to 35 months had comparable rates of immunization for hepatitis, influenza, MMR, and polio, they were slightly less likely to be fully immunized, when compared to non-Hispanic White children (U.S. Department of Health & Human Services, 2006).  In 2009 for immunization coverage, Florida ranked 8th, with 81.8% of children ages 19 to 35 months receiving complete immunizations (United Health Foundation, 2009).
1. Process Measures:
From 2006 to 2007, a total of 10,419 individuals participated in the Adult and Child Immunization programs. Of these, 4,940 were males and 5,479 were females.  As well, 15 were American Indian, 70 were Asian Pacific Islander, 5,706 were Black, and 4,565 were White. Of these, 8,682 participants identified themselves as Latino, and 1,825 were listed as other ethnic background. From 2007 to 2008, a total of 12,418 individuals participated in the program. Of these, 5,981 were males and 6,437 were females.  As well, 17 were American Indian, 51 were Asian Pacific Islander, 6,292 were Black, and 5,542 were White. Of these, 10,139 individuals identified themselves as Latino, and 1,649 were listed as other ethnic background. From 2008 to 2009, a total of 6,288 individuals participated in the program. Of these, 3,084 were males and 3,204 were females.  As well, 6 were American Indian, 30 were Asian Pacific Islander, 1,841 were Black, and 4,341 were White. Of these 5,672 participants identified themselves as Latino, and 616 were listed as other ethnic background.   

Table IMM-1: Demographics of Participants in Immunization Programs, 2006 to 2009
	Characteristics
	2006-2007
	2007-2008
	2008-2009

	Gender

    Male

    Female

    Total
	4940

5479

10419
	5981

6437

12418
	3084

3204

6288

	Race/ethnicity
    American Indian

    Asian Pacific Islander

    Black (non-Hispanic)

    White (non-Hispanic)

    Latino

    Other

    Total
	15

70

5706

4565

868

1825

20863
	17

51

6292

5542

10139

1649

23690
	6

30

1841

4341

5672

616

12506

	Insurance

     Medicare

     Medicaid

     Private

     Other

     None

     Total
	15

915

18

268

9131

10347
	25

1014

26

326

10140

11531
	39

1560

96

53

4540

6288

	Primary Language

     English

     Spanish

     Creole

     Other

     Total
	7238

2598

1385

18

11239
	8658

3636

1707

12

14013
	2654

3014

596

24

6288



* The total number is more than total participants because of the duplication of ethnic identity.

Table IMM-2: Indicators/Variables Used to Establish Process and Immediate Impact

	Indicators/Variables
	2006-2007
	2007-2008
	2008-2009
	

	American Indian
	15
	17
	6
	

	Asian Pacific Islander
	70
	51
	30
	

	Black
	5706
	6292
	1841
	

	White
	4565
	5542
	4341
	

	Latino
	8682
	10139
	5672
	

	Other (Haitian)
	1825
	1649
	616
	

	Education Diphtheria 
	3261
	294
	0
	

	Education Tetanus
	3353
	294
	0
	

	Education Pertussis
	2991
	249
	0
	

	Education MMR
	1425
	186
	0
	

	Education Hib
	1376
	74
	0
	

	Education Polio
	2030
	198
	0
	

	Education Hepatitis A
	2194
	3311
	1925
	

	Education Hepatitis B
	3873
	3009
	4559
	

	Education Hepatitis C
	2091
	2672
	264
	

	Education Chicken Pox
	1061
	398
	0
	

	Education Influenza
	1384
	1120
	2449
	

	Education Pneumonia
	1579
	180
	0
	

	Education Meningococcal
	69
	47
	1022
	

	Doses Dtap
	6718
	7598
	6911
	

	Doses MMR
	2090
	1680
	1346
	

	Doses Hib
	3023
	1843
	2710
	

	Doses Polio
	4121
	3270
	3106
	

	Doses Varicella
	1530
	2274
	2397
	

	Doses HepA
	914
	2193
	1647
	

	Doses HepB
	5227
	6200
	4014
	

	Doses Meningococcal
	125
	139
	380
	

	Doses Influenza
	1425
	2004
	2298
	

	Doses Pneumonia
	3416
	2700
	1023
	

	Doses Tetanus
	471
	89
	0
	

	Doses Diphtheria
	349
	87
	0
	


Compared to 2006-2008, in 2008-2009 the proportion of African-American participants in immunization programs decreased and White participants increased (-4.1 to -21.1 and 0.8 to 24.4, respectively).
Figure IMM-1: Proportion Changed in Race/Ethnicity in 2006-08 versus 2007-09
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2. Immediate Outcome and Impact Measures:

The proportion of adult and children who were immunized, as well as total doses of DPT, MMR, Hib, Polio, Vericella, Memmingococcus, influenza, pneumonia and Dtap/Ttap vaccine, increased from the 2006-08 to 2007-09 project period. This change was tested with the hypothesis that 10%-20% change would be considered as success of the program. The test statistics showed a significant difference (p value <0.005). Highest changes occurred in Dtap and Ttap doses, with 48.7 points increase from a negative 3.3.
Overall, the adult and child immunization program improved the number of adult and child immunizations as well as the proportion of the participants increased with doses. However, VPD screening for hepatitis decreased significantly from the 2006-08 to 2007-09 project period (Figure IMM-4).

Figure IMM-2: Proportion Changed in Doses in 2006-08 versus 2007-09
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Figure IMM-3: Propotion Changed in VPD Screening for Hepatitis in 2006-08 versus 2008-09
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F. Maternal and Infant Mortality
Maternal Mortality--The leading causes of pregnancy-related death in 2007 were hypertension (22%), hemorrhage (22%), and cardiomyopathy (14%) (Hernandez, et al., 2007).  According to the 1999 to 2002 Florida Pregnancy Associated Mortality Review (PAMR), racial disparity exists in pregnancy related mortality in Florida.  Since 1950, maternal mortality ratios in Florida among non-Whites have varied between 2 to 10 times higher than those for Whites.  In 2002, the ratio of non-White to White maternal mortality was 2.7 (FDOH, 1999 to 2002).  As a national priority, reduction of maternal mortality was monitored and reported in the Pregnancy Related Mortality (PRM) Report 1999 to 2005 in Florida.  Florida’s PRM ratio averaged 18 deaths per 100,000 live births between 1999 and 2005, well above the Healthy People 2010 goal of no more than 3.3 maternal deaths per 100,000 live births.  
Infant Mortality--Infant mortality is a key public health indicator and also serves as an indicator for the overall health of a community and the infrastructure of its public and private health systems.  Florida’s infant mortality rate was 7.2 deaths per 1,000 live births in 2008. Statewide, the infant mortality rate for Whites was 5.5 deaths per 1,000 live births; for non-Whites it was 11.8 deaths per 1,000 live births (Florida Vital Statistics, 2008).  The racial disparity in infant mortality rates is now wider than it was 20 years ago, when Black infants were twice as likely to die as White infants.  Additionally, Black women are two to three times more likely than White women to deliver a low-birthweight infant. According to the FDOH, Black infants are 2.5 times more likely to die before their first birthdays than Whites.  The gap between the Black and White infant mortality rates increased from a rate ratio of 2.1 in 1986 to a rate ratio of 2.3 in 1996 and 2006 (Florida Black Infant Mortality Summit, 2006).   
1. Process Measures:
From 2006 to 2007, a total of 2,223 individuals participated in the Maternal and Child Health programs. Of these, 51 were males and 2,172 were females.  As well, 6 were American Indian, 2 were Asian Pacific Islander, 1,521 were Black, and 464 were White. Of these, 1,351 identified themselves as Latino, and 227 were listed as other ethnic background.  From 2007 to 2008, a total of 2,657 individuals participated in the program. Of these, 3 were males and 2,654 were females. As well, 9 were American Indian, 6 were Asian Pacific Islander, 2,097 were Black, and 425 were White. Of these, 1,465 identified themselves as Latino, and 333 were listed as other ethnic background. From 2008 to 2009, a total of 1,858 individuals participated in the program. Of these, 21 were males and 1,837 were females. As well, 6 were American Indian, 2 were Asian Pacific Islander, 1,334 were Black, and 418 were White. Of these, 953 identified themselves as Latino, and 905 were listed as other ethnic background.   

Table MCH-1: Demographics of MCH Program Participants, 2006 to 2009

	Characteristics
	2006-2007
	2007-2008
	2008-2009

	Gender

    Male

    Female

    Total
	51

2172

2223
	3

2654

2657
	21

1837

1858

	Race/Ethnicity
    American Indian

    Asian Pacific Islander

    Black (non-Hispanic)

    White (non-Hispanic)

    Latino

    Other

    Total
	6

2

1521

464

1351

227

3565
	9

6

2097

425

1465

333

4335
	6

3

1334

418

953

905

3618

	Insurance

     Medicare

     Medicaid

     Private

     Other

     None

     Total
	13

661

204

207

800

1885
	7

784

448

239

834

2312
	5

378

161

673

641

1858

	Primary Language

     English

     Spanish

     Creole

     Other

     Total
	1653

530

72

41

2296
	2271

299

157

1

2728
	1427

349

78

4

1875


* The total number is more than total participants because of the duplication of racial/ethnic identity.

Table MCH-2: Educational Materials Provided to Participants, 2006 to 2009

	Access/Family Health Care
	309
	379
	286

	Oral Health
	841
	1213
	558

	Baby Spacing Family Planning
	1302
	1617
	792

	Nutrition Folic Acid
	1285
	1675
	710

	Healthy Weight Obesity
	788
	844
	199

	Maternal Infections
	522
	563
	494

	Physical Activity
	873
	1035
	244

	Chronic Illness/Pregnancy Risk
	49
	94
	76

	Smoking
	401
	305
	124

	Alcohol Drug Abuse
	217
	200
	159

	Mental Health Stress Depression
	181
	97
	73

	Domestic Violence
	213
	119
	55

	Parenting
	403
	607
	216

	Environmental Factors
	148
	105
	16

	Early Prenatal Care
	144
	66
	36

	Other (Education)
	176
	370
	


Table MCH-3: Indicators/Variables Used to Establish Process and Immediate Impact
	Indicators/Variables
	2006-2007
	2007-2008
	2008-2009

	Male
	51
	3
	21

	Female
	2172
	2654
	1837

	American Indian
	6
	9
	6

	Asian Pacific Islander
	2
	6
	2

	Black
	1521
	2097
	1334

	White
	464
	425
	418

	Latino
	1351
	1465
	953

	Other (Haitian)
	227
	333
	905

	Lack of Preconception Care
	362
	749
	

	Late/No Prenatal Care
	37
	16
	

	At Risk for HIV/STD
	147
	400
	

	Use of Alcohol/Drugs
	199
	212
	

	Use of Tobacco
	282
	237
	124

	Lack of High School Degree
	414
	442
	

	Poor Nutrition
	1003
	1022
	

	At Risk for Domestic Violence
	52
	162
	

	Lack of Employment
	326
	451
	

	Lack Adequate Housing
	151
	237
	

	Medical Condition/Illness
	478
	611
	

	Other (Risk Factors)
	516
	635
	

	Florida KidCare Medicaid Insurance
	22
	270
	4

	Healthy Start Prenatal Care
	28
	22
	13

	Immunization
	46
	276
	1

	Pediatric Care
	95
	139
	

	Family Health Care Provider 
	119
	58
	11

	Wellness Woman Visit
	622
	713
	139

	WIC
	220
	179
	0

	CHD
	68
	24
	0

	Family Planning
	686
	614
	141

	Registered Dietician
	80
	8
	2

	Smoking Cessation
	185
	85
	3

	Alcohol Drug Abuse
	63
	33
	

	Mental Health Counseling
	9
	6
	2

	Domestic Violence
	19
	15
	7

	Healthy Families
	2
	9
	3

	Education/GED/Vocational Training
	166
	535
	20

	Other (Referral)
	231
	168
	

	Increased Risk Factor Knowledge
	1692
	2230
	

	Action Taken to Improve Risk Factor
	1070
	600
	

	Annual Physical Exam Completed
	95
	22
	

	No Unintended Pregnancy
	457
	531
	

	Increased Time between Babies
	8
	4
	

	Entered Prenatal Care in 1st Trimester
	16
	2
	


Figure MCH-1: Proportion of Race/Ethnicity in 2006-08 versus 2007-09
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Overall recruitment of women decreased in Maternal and Child Health programs from the 2006-08 to 2007-09 project period. Ethnic minorities’ recruitment significantly increased; the “other” category (predominantly Haitian) increased from 2.3 to 36.2. However, the African-American population decreased from 10.5 to -7.1.

2. Immediate Outcome and Impact Measures:

Significant reduction occurred in maternal and child health risk factors such as lack of preconception care, late/no prenatal care, at risk for HIV/STDs, use of alcohol or drugs, use of tobacco, lack of high school degree, poor nutrition, at risk for domestic violence, lack of employment, lack of adequate housing, presence of medical conditions or illness, and other.

Proportion of participants’ referrals to Medicaid, to immunization programs, and to registered dietitans increased significantly from the 2006-07 to 2007-08 period. However, in 2008-09 it was decreased.
Overall, immediate outcomes of the maternal and child health projects indicate effective reduction of MCH risk factors in some areas among participants and decreased referral in the target populations. However, number of educational materials provided to participants decreased except in maternal infections from 2006-08 to 2007-09.
Figure MCH-2: Proportion Changed in Referral to Different Programs in 2006-07 to 2008-09
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Figure MCH-3: Proportion Changed in Impact/Outcome Measures in 2006-07 to 2007-08
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Figure MCH-4: Proportion Changed in MCH Risk Factors in 2006-07 to 2007-08
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(ttest statistic, t value=, p value=0.003)

Figure MCH-5: Proportion Changed in Educational Materials Provided in 2006-08  versus 2007-09
[image: image27.png]224

1258

Proportion Changed in Educational Materials Provided
in2006-08 versus 2007-09

B Access/Family Health Care
B Oral Health

W Baby Spacing FP

B Nutrition Folic Acid

M Healthy Weight

® Maternal Infections

W Physical Acitivity

B Chronic lliness

m Smoking Cessation






G. ORAL HEALTH

According to the report of the Surgeon General (NIH Pub No. 00-4713), oral, dental, and craniofacial diseases and disorders are among the most common health problems affecting the people of the U.S.  Many of these craniofacial, oral, and dental diseases and disorders have a disproportionately higher burden on particular population subgroups.  Oral health disparities exist across vulnerable and disenfranchised populations of all ages. Poor children, the elderly, the disabled and medically compromised, rural populations, the homeless, migrants, immigrants, refugees, and many members of ethnic/racial minority groups suffer a disproportionate burden of oral disease and disorders (U.S. Department of Health & Human Services, 2000). 

In Florida, approximately 6 million people live below 200% of the Federal Poverty Line (FPL), of which 4.1 million live below 150% FPL and 2.3 million live below 100% FPL. According to the Florida Department of Health Surveillance data, 70.2% adults had a dental health visit in the past year; however, only 53.7% of low-income adults had a dental visit in the past year (FDOH, 2009). Oral health reports also reveal that in Florida, 48% of adults had at least one permanent tooth removed because of tooth decay or gum disease, 63% had their teeth cleaned, and 19.2% of adults could not see a dentist in the past year because of cost. The prevalence of adults who visited a dentist or a dental clinic in the past year and who had their teeth cleaned in the past year was significantly higher among non-Hispanic Whites compared to non-Hispanic Blacks.  Further, the prevalence of adults who had a permanent tooth removed because of tooth decay or gum disease was significantly higher among non-Hispanic Blacks compared to non-Hispanic Whites and Hispanics (FDOH, 2009).  Oral and pharyngeal cancers are diagnosed in about 30,000 Americans annually.  These cancers are primarily diagnosed in the elderly.  Oral cancers are the 7th most common cancers found among White males and the 4th most common cancers among Black men.  Approximately 8,000 persons die from these oral and pharyngeal cancers each year.  The incidence in males is 2.6 times that in females. The incidence rate was highest for Black males (20.8 per 100,000 compared to 14.9 per 100,000 for White males).  Among females, the incidence rates for Whites and Blacks are comparable.  Mortality in males is more than twice that found in females and mortality in Blacks is about twice that of Whites, with Black males having four times the mortality rate of Black females.  Florida has the 5th highest oral cancer mortality rate in the country (Federal Health Resources and Services Administration, 2005). 
1. Process Measures:
From 2006 to 2007, a total of 1,294 individuals participated in the oral health programs. Of these, 596 were males and 698 were females.  As well, 8 were American Indian, 2 were Asian Pacific Islander, 845 were Black, and 433 were White. Of these 1,152 participants identified themselves as Latino. From 2007 to 2008, a total of 356 individuals participated in the programs. Of these, 170 were males and 186 were females.  As well, 204 were Black, 156 were White, and 254 identified themselves as Latino. From 2008 to 2009, a total of 592 individuals participated in the programs. Of these, 281 were males and 311 were females.  As well, 342 were Black, 247 were White, 581 identified themselves as Latino, and 11 were listed as other ethnic background.
Table O-1: Demographics of Oral Health Program Participants, 2006 to 2009
	Characteristics
	2006-2007
	2007-2008
	2008-2009

	Gender

    Male

    Female

    Total
	596

698

1294
	170

186

356
	281

311

592

	Race

    American Indian

    Asian Pacific Islander

    Black (non-Hispanic)

    White (non-Hispanic)

    Latino

    Other

    Total
	8

2

845

433

1152

0

2440
	204

156

254

0

614
	342

247

581

11

1181

	Insurance

     Medicare

     Medicaid

     Private

     Other

     None

     Total
	4

158

5

170

454

791
	22

55

2

59

77

215
	3

1

0

263

325

592

	Primary Language

     English

     Spanish

     Total
	1224

    54

1278
	353

12

365
	558

34

592


Table O-2: Indicators/Variables Used to Establish Process and Immediate Impact
	Variables
	2006-2007
	2007-2008
	2008-2009

	Male
	596
	170
	281

	Female
	698
	186
	311

	American Indian
	8
	0
	0

	Asian Pacific Islander
	2
	0
	0

	Black
	845
	204
	342

	White
	433
	156
	247

	Latino
	1152
	254
	581

	Other (Haitian)
	0
	0
	11

	Referral County Health Department Clinic
	1260
	365
	16

	Referral Non-CHD  Grantee Clinic
	
	
	1

	Referral Private Referral General Dental Office
	
	
	1

	Referral Specialty Dental Office
	
	
	

	Initial Encounter County Health Department
	1278
	156
	583

	Initial Encounter Grantee Dental Clinic Non-CHD
	4
	75
	

	Initial Encounter Mobile Dental 
	0
	172
	1

	Initial Encounter FQHC
	
	
	

	Initial Encounter Private Dental Office
	
	
	

	Initial Encounter Faith-Based
	
	
	

	Initial Encounter Health Fair 
	
	
	

	Initial Encounter Small Group Education Event
	
	
	

	Initial Encounter Large Group Event
	
	
	

	Initial Encounter Other
	
	
	

	Emergency Care
	28
	7
	74

	Patient Education
	122
	124
	

	Preventive Care
	916
	156
	167

	Restorative Care
	410
	266
	303

	Specialty Referral 
	8
	7
	30

	Recall List
	66
	83
	


Figure OH-1: Proportion Changed in Male/Female Recruitment in 2006-08 versus 2007-09
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In oral health programs, recruitment of women increased from -1.7 to 0.3 points, and male recruitment significantly decreased. Among ethnic groups, there was a significant increase in the Latino population (from -17.7 to 26.8 in 2006-08 to 2007-09 project period). However, this may be explained by the fact that many individuals who identified themselves as Latino were cross-referred in other racial groups, which may have led to a misclassification. There was also a signicant decrease of White population from 2006-2008 to 2007-2009 (10.4 to -2.1).

Figure OH-2: Proportion Changed in Race/Ethnicity in 2006-08 versus 2007-09
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2. Immediate Outcome and Impact Measures:

As indicated in Figure O-3, the proportion in oral care except emergency care and specialty care decreased significantly from the 2006-2008 to 2007-2009 funding cycle. Dental health education for patients, restorative care, and recall list decreased from 25.4 to -34.8, 43.0 to -23.0, and 18.2 to -23.3 points respectively. 
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Figure OH-3: Proportion Changed in Services in 2006-08 versus 2007-09

Dental health care for minority populations is the most suffered projects dealing with health disparities among Floridians.  Significant decreases in patient care across all the dimensions of care, as well as in education about dental health were complicated further by the fact that of the two projects, one did not receive funding in 2008-2009. To serve its almost 20 million people, Florida has only 9,804 active licensed dentists and only 10,430 dental hygienists.  Resource allocation decisions also neglected this critical health issue in the past.  Dental health should be prioritized in the future to reduce the dental health burden as well as other health burdens in minority populations.

III. Participants Satisfaction:
In complex programs that deal with health disparity issues, participants’ satisfaction about the outreach efforts; services provided; and self-reported gain in knowledge, skills, and behavior may be considered as immediate outcomes (Cooper  et al., 2002, M.C. Edberg et al., 2003 ). To understand participants’ satisfaction with different aspects such as program access, staff skills, cultural sensitivity, and overall satisfaction, a survey was conducted among participants through the respective program offices. A 30-item survey instrument (Appendix-1) was developed that included demographics and satisfaction levels in a 5-point Likert Scale. The survey was distributed among program offices in Florida through the Office of Minority Health, Florida Department of Health. The program offices mailed or electronically sent the survey to the program participants with return instructions. By completing the survey, the participants provided the informed consent to take part in this evaluation research. The survey was approved by the Institutional Review Board (IRB) at the Florida A&M University (FAMU).

A total of 231 surveys were returned to the evaluator through the Office of Minority Health. However, in final analysis 19 participants were excluded who responded that their age less than 18 years. The majority of respondents were 35-54 years old (46.7%), non-Hispanic Black (81.7%), female (70.3%), high school and some college educated (58.8%), and with income less than $25,000 (65.5%).  Table PS-1 summarizes the demographics of the participants who have completed the survey.

Table PS-1:  Demographics of Participants Who Completed the Satisfaction Survey

	Characteristics
	f(%)

	Age

    18-24

    25-34

    35-44

    45-54

    55-64

    65+ 

    Total
	9 (4.4)

33 (15.8)

42 (20.1)

56 (26.6)

32 (15.4)

37 (19.9)

209 (100)

	Gender

Male

Female

Total
	61 (29.8)

144 (70.3)

205 (100)

	Race

    White (non-Hispanic)

    Black (non-Hispanic)

    Latino 

    Haitian

Other

Total
	13(6.4)

165 (81.7)

16 (7.9)

7(3.5)

1 (0.5)

202 (100)

	Education

Less than High School 

High School 

Some College 

College Graduate 

Graduate School or more 

Total
	26 (12.7)

83 (40.7)

37 (18.1)

37 (18.1)

21 (10.3)

204 (100)

	Family Income

   Less than $10,000

   10, 000-24,999

    25,000-$49,000

    50,000-$74,999

    75,000 or more

    Total
	58 (29.0)

73 (36.5)

39 (19.5)

20 (10.0)

10 (5.0)

200 (100)

	Insurance

Private

HMO

Medicare

Medicaid

Other

None

Total
	27 (13.1)

32 (15.5)

32 (15.5)

21 (10.2)

31 (15.0)

63 (30.0)

206 (100)

	Marital Status

Married 

Divorced/Separated 

Widowed 

Single/Never Married
   Total
	81 (38.8)

51 (24.4)

20 (9.6)

57 (27.3)

209 (100)

	Employment Status

Working Full time 

Working Part time 
Retired 

Not working now 

Never worked 
  Total
	71 (34.3)

30 (14.5)

43 (20.8)

58 (28.0)

4 (1.9)

207 (100)


The majority of the responding participants received services during the 2008-2009 program period (65.6%) and participated in Cardiovascular Diseases and Diabetes programs (37.3% and 30.6%, respectively). (Please see Tables PS-2 and PS-3 for details.) The majority of the participants were very satisfied with the program staff’s training, cultural sensitivity, language skills, resources, education materials, referral system, and changing behavior (mean score: 4.5-4.7 on a 5 point-Likert Scale). The participants were also satisfied with the overall project and the project’s role in improving their quality of life. They valued the programs and wanted the them to continue. (Please see Table PS-4 for details.)

Table PS-2. Year Responding Participants Received the Programs

	Characteristics
	Program 2006-07

f (%)
	Program 2007-08

f (%)
	Program 2008-09

f (%)

	No

Yes

Total
	161 (77.0)

45 (21.5)

206 (98.5)*
	149 (71.3)

57 (27.3)

206 (98.6) *
	69 (33.0)

137 (65.6)

206 (98.6) *


* Total does not equal 100 percent due to missing values

	Characteristics
	Immunization

f (%)
	CVD

f (%)
	Child & Maternal Health

f (%)
	Cancer

f (%)
	HIV/AIDS

f (%)
	Oral Health

f (%)
	Diabetes

f (%)

	No

Yes

Total


	204 (97.6)

5 (2.4)

209 (100)
	131 (62.7)

78 (37.3)

209 (100)
	208 (99.5)

1 (0.5)

209 (100)
	163 (78.0)

46 (22.0)

209 (100)
	175 (83.7)

34 (16.3)

209 (100)
	206 (98.6)

3 (1.4)

209 (100)
	145 (69.4)

64 (30.6)

209 (100)


 Table PS-3. The Program Responding Participants Received

Table PS-4: Responses to Satisfaction Questions

	

	Question
	

	
	N(Mean) 


	SD
	Minimum
	Maximum

	The project/program I participated in provided necessary services to me.
	209 (4.7) 
	0.5
	2.0
	5.0

	The project/program I participated in had sufficient staff to provide necessary services.
	208 (4.7)
	0.6
	1
	5

	The project/program staff was very much sensitive to my culture.
	209 (4.7)
	0.6
	3
	5

	The project/program staff understood my language and spoke accordingly.
	207 (4.7)
	0.5
	3
	5

	The project/program staff had necessary training and skills to provide services as needed.
	209 (4.7)
	0.5
	3
	5

	The project/program I participated in had sufficient resources to provide necessary services.
	209 (4.6)
	0.6
	1
	5

	The project/program I participated in provided me services that were not available to me from any other project or program.
	208 (4.5)
	0.8
	1
	5

	I have received helpful educational materials from the project/program. 
	209 (4.7)
	0.7
	1
	5

	I have received necessary referral services whenever needed from the project/program.
	206 (4.6)
	0.6
	3
	5

	In my opinion, the program/project I attended performed a good job.
	207 (4.7)
	0.5
	3
	5

	The project/program helped me to adopt a new health-related behavior.
	209 (4.6)
	0.7
	1
	5

	The project/program helped me to improve my health or quality of life.
	209 (4.6)
	0.6
	1
	5

	I value the opportunity to participate in this project/program.
	209 (4.7)
	0.5
	3
	5

	I would like to see the project/program continue in my area.
	209 (4.8)
	0.4
	3
	5

	Overall I am satisfied with the program/project.


	209 (4.8)
	0.5
	1
	5


IV.   Summary Findings: 

Despite multiple challenges, the 51 Closing the Gap (CTG) programs are making enormous strides in eliminating health disparities in diabetes, cardiovascular diseases, cancer, HIV/AIDS, adult and child immunization, maternal and infant mortality, and oral health in Florida.  

There are eight diabetes programs serving Highlands, Osceola, Hardee, Duval, Manatee, Hillsborough, Putnam, Jefferson, Gadsden, Taylor, Madison, and Wakulla counties. The total number of participants in the diabetes programs gradually decreased from 2006 to 2009; however, the overall increase in the proportion of participants for diabetes self-management education, wellness program referrals, and wellness enrollment and completion indicates the programs’ immediate impact on the population. During 2006-2008 funding period, relevant outcome data were collected on participants’ HbA1c (glycosylated hemoglobin) in the past six months, eye examination, foot care, flu shot, and pre- and post-test score of knowledge, as well as on participants’ satisfaction scores. However, in 2008-2009, data collection on these parameters was discontinued due to a change of policy. 

In six cardiovascular disease programs serving Dade, Broward, Jackson, Duval, and Hillsborough counties, a significant increase in the proportion of women recruited from 2006-2008 to 2007-2009 program years. The programs collected data on several risk factors and indicators of immediate impact, such as physical inactivity; overweight; hypertension; smoke education; nutrition education; change of knowledge about blood pressure (BP), cholesterol, heart attack, etc.; reduction of BP and cholesterol; and overall improvement of health status during 2006-2008 funding year. However, similar data were not collected in the 2007-2009 cycle. Despite these limitations, the programs showed significant increases in all education sessions and in all parameters of immediate outcomes during 2006-2008 cycles. 

There are three cancer projects among the CTG programs. The goal of two of the cancer projects is to increase the rate of early detection of breast and cervical cancer among minority women in the front porch communities of Dade and Palm Beach counties. The goal of the third CTG cancer project is to increase the rate of early detection of colorectal cancer in the front porch communities of Pinellas County. Nineteen CTG projects have been serving front porch community members in Palm Beach, Duval, Hillsborough, Escambia, Jackson, Citrus, Lake, Sumter, Marion, St. Lucie, Broward, Orange, Leon, Gadsden, Jefferson, Taylor, Dade, Lee, Collier, and Alachua counties. 
For HIV/AIDS, recruitment of women and minority participants, especially African-American and Latinos, significantly increased from the 2006-08 to the 2007-2009 cycle. While the proportion of participants who completed all HIV education sessions significantly increased from 2006-08 to 2007-2009, the total number of services provided in HIV areas and proportion of participants who completed all cycles decreased. In selected service areas such as HIV counseling, sexually transmitted diseases clinic, tuberculosis clinic, hepatitis clinic, medical care, women’s health services, HIV case management, and comprehensive risk counseling and services, mixed results were observed. Compared to 2006-2008, in 2007-2009 improvements were observed in the areas of STD clinic, TB clinic, hepatitis clinic, and women health services. However, overall decreases in HIV counseling and comprehensive risk counseling and services were notable.

Six CTG projects are presently targeting health disparities for adult and child immunization in Florida. The main goal of the immunization projects is to eliminate immunization health disparities in the minority populations of Dade, Duval, Collier, Volusia, and Orange counties. Compared to 2006-2008, in 2007-2009 the proportion of African-American participants in immunization programs decreased and White participants increased. The proportion of adults and children who were immunized, as well as the total doses for DPT, MMR, Hib, polio, varicella, meningococcal, influenza, pneumonia, and Dtap/Tdap increased from the 2006-08 to the 2007-09 project period. Overall, the adult and child immunization program improved the number of adult and child immunizations and the proportion of participants with doses increased. However, vaccine preventable diseases screening for hepatitis decreased significantly from the 2006-08 to the 2007-09 project perioid.

Six CTG projects are targeting maternal and infant mortality in Broward, Dade, Jefferson, Madison, Taylor, Baker, Clay, Duval, Nassau, St. Johns, Volusia, and Hillsborough counties. Overall recruitment of women decreased in maternal and child health (MCH) programs from the 2006-08 to the 2007-09 project period. Ethnic minorities’ recruitment significantly increased; the “other” category (predominantly Haitian) increased; however, the African-American population decreased moderately. Significant reduction occurred in proportion of participants referred to different programs such as Medicaid, Healthy Start, Family Health Care Provider, Family Planning and Registered Dietitians etc. from 2006-08 versus 2007-09; though the proportion of participants’ referrals to Medicaid, to immunization programs, and to registered dietatians increased significantly from the 2006-07 to the 2007-08 period. Overall, immediate outcomes of the maternal and child health projects indicate effective reduction of MCH risk factors among participants and improved referral in the target populations.

Two CTG projects have been working in oral health areas in Suwannee, Lafayette, and Pinellas counties. In oral health programs, recruitment of women increased and male recruitment significantly decreased. Among ethnic groups, there was a significant increase of Latino population from the 2006-08 to 2007-09 project period. However, this may be explained by the fact that many individuals who identiied themselves as Latino were cross-referred in other racial groups, which may have lead to a misclassification. There was also a significant decrease of White population. The proportion in oral care except emergency care and specialty care decreased significantly from the 2006-2008 to 2007-2009 funding cycle. Dental health education for patients, restorative care, and recall list also decreased. The projects related to dental health care disparities faced some of the most significant difficulties during the project period.  Significant decreases in patient care across all the dimensions of care, as well as in education about dental health, were complicated further by the fact that one of the two projects did not receive funding in 2008-2009. 

V.  
Discussion & Limitations: 


The overall objectives of this evaluation were to establish the immediate impacts and some outcomes of these projects quantitatively. Due to the lack of individual level disaggregated data, a unique methodology was developed to quantify some of these immediate impacts and outcomes. This method was based on many recommendations designed to overcome observed challenges in health disparity research. However, since this methodology used an aggregated level of data, conclusions on individual levels may lead to ecological fallacies. Additionally, participants’ satisfaction is considered a significant impact/outcome; however, one must consider the fact that in some cases, the participants were comparing project services with the virtually non-existing services that they had previously experienced as the standard of care. In this evaluation, the survey on participants’ satisfaction may not be representative to all the program participants since data were nonrandomly selected. Due to inconsistency of data collection some outcome/impacts that were establish in 2006-2008 period could not be compared to 2008-2009, which has limited the ability to draw conclusion in continuous form of these evaluation period (2006-2009).

A great deal of qualitative information was generated on the programs’ cultural sensitivity, staff communication, community health workers recruitment, different types of barriers, and facilitators of success in the past evaluation (Suther S., 2008). Along with these factors, health literacy and access to services must be examined. Furthermore, a separate study (Rahman & Rahman, 2010) found that travel impediments may influence access to health care, particularly in cancer screening. Future programs should consider incorporating these factors in providing services.
VI.   Recommendations

A large number of factors contribute to racial and ethnic disparities in health status. Health disparity programs have tremendous opportunities not only to provide services to the affected population but also to generate data that could be utilized to draw scientific conclusions about factors responsible for disparities or factors most affecting the reduction of health inequalities.  In the CTG project, most of the programs provided services to the target population. However, individual level, disaggregated data on services and interventions were not collected, which means that comparisons of pre- and post-data, intergroup data could not be made, and impacts and outcomes could not be measured using standard indicators. The following recommendations are offered so that in the future, these programs not only provide data to establish and measure changes in health disparity outcomes but also provide data to examine factors that could be addressed to obtain more cost-effective results. 

1.  
Program evaluation should be incorporated from the beginning of the projects, with clear indicators of process measures, immediate impact measures, and outcome measures. The Office of Minority Health may consider a full-time program evaluator or consultant who can oversee these critical evaluation components.

2.  
There should be a clear monitoring and feedback mechanism in the programs and their evaluation. For example, depending on the findings of process evaluation, further adjustments in delivery of service or intervention, data collection, staff and program personnel training, and other areas should be made. From 2006-2009, several changes occurred in the programs’ data collection. However, some of those changes actually negatively impacted the overall evaluation of the programs (e.g., discontinuation of data collection on participants pre-/post-knowledge score, HbA1c in diabetes program).

3.  
All the programs should have a standard data collection instrument for each program area, specific to the health topic (e.g., diabetes) and should be used in consistent manner unless specific recommendations for changed are made for valid reasons. There should be a central database linked to these programs. Data should be collected at the individual level in a disaggregated manner. This process will allow the programs to collect meaningful data and allow researchers to examine a cohort of participants receiving services through Closing the Gap projects, as well as different social, economic, and environmental factors related to the health topics.

4.  
Numerous research studies have documented the link between lower socioeconomic status and higher mortality (Kitagawa and Hauser, 1973; Adler et al., 1994). Higher mortality among Blacks or African-Americans relative to Whites has been connected to their lower socioeconomic profile (Sorlie, Rogot, Anderson, et al., 1992; Howard, Anderson, Russell, et al., 2000) and residential segregation in urban areas (Polednak, 1997; Collins and Williams, 1999). Closer consideration of the role of poverty, residential segregation, and low-income environments on the mortality of Black or African-American residents of Florida is warranted. The project may consider including some details of these parameters in the data collection process.
5.  
Misclassification of race/ethnicity may occur due to administrative classification, self-report and even in data reporting system. The way data is reported do not have any option to identify how many participants are White and Hispanic or Black and Hispanic.. It is suggested in many literatures that periodic evaluation of race classification would benefit health disparity programs. From the current data collection and reporting system, it seems that misclassifications of racial/ethnic identity may have occurred in these programs. For example, many participants have identified themselves as Latino.  According to the aggregated data, it was not clear whether some ethnic identities were over-calculated in racial categories or there is no way to tell how many Black Hispanic or White Hispanic populations participated in the programs. The project should pay closer attention to this matter.
6.     Critical outcome areas such as monitoring diabetes, self-management, reduction in complications, and increased preventive health lifestyle have paramount importance in reducing the overall burden of disease. However, meaningful data need to be collected in order to pinpoint success for different indicators. For example, the number of diabetics who monitored and self-managed their diabetes before and after the intervention should be considered. 
7.    
Programs may consider experimental or at least quasi-experimental designs to implement the activities. In this way, any recipient of the grant will document the changes over time and changes could be attributed to possible causal factors. For example, an increase or decrease in services or recruitment may have been caused by any of several factors. With the current data and system, it is virtually impossible to identify any causal factors behind these changes.
8.    
According to Florida Statute, the main objectives of the Closing the Gap project are to reduce incidence/prevalence of diseases, reduce mortality and morbidity, and increase rates of healthy behaviors among disadvantaged populations. However, without disaggregated data, it would not be possible to measure these changes. Along with this disaggregated data collection, the programs should consider collecting data on other parameters, such as geographic data. Technologies such as geographic information systems (GIS) could be used to enhance this process. This process will enable the programs to compare changes in the communities as well as geographical areas. Moreover, any disparity in access to services or any impediment to access to services could be identified for future interventions.
9.   
Success of any program should be considered from a cost-effectiveness standpoint because reducing health inequalities is cost-effective (Woodward et al., 2000). Since resources are limited, further evaluation on economic and policy change, especially cost-effectiveness analysis of the programs or components of the programs, should be done. The cost-effectiveness component should be integrated from the beginning of the projects so that relevant data are collected. The program may consider a consultant to develop and implement cost-effectiveness components from the beginning of the projects.

10. Currently, disease burden is measured in several ways to capture the non-fatal outcomes and multiple facets of disabilities. For example, due to improvement in quality-of-life perception caused by the programs, disability weight might be changed, meaning that a person can live certain years with disability or disease and still have fewer Quality Adjusted Life Years (QALYs) lost or more Disability Adjusted Life Years (DALYs) averted (Murray et al., 1994). This disease burden component may be incorporated in future program implementation and evaluation.

11. A more participatory approach should be taken in building relationships with communities. The CTG programs have created a noteworthy community rapport system in the past several years. A frequent lesson learned was to build community liaisons early and to continue strengthening these relationships through trust and consistent quality services. To enhance this support, community health worker programs are an integral part of many of the CTG community-based health projects. Some of the collaborators include Healthy Start Coalitions, the Black Nurses Association, churches, dentists, physicians, dieticians, fitness instructors, the Florida County Extension Office, the Redlands Christian Migrant Association, the American Cancer Society, the American Health Association, and the Steps to a Healthy Hillsborough program. However, community-based participatory research (CBPR) methods will enhance and accelerate the attainment of programs’ goals and objectives in more sustainable manner.
12. Programs should consider more partnership with private and corporate institutions for financial support as well as logistic support to provide more accessible services to the communities. Though half of the programs received some form of funding from other sources, the declining patterns in number of services in areas such as cancer and oral health indicate the need for other funding sources.

13. Programs should consider developing more partnerships with academic institutions in order enhance the programs’ capacity to identify and adopt best practices in health disparity research.

14. In health disparity research it is found that there might be overall lack of awareness regarding the programs as well as preventative behaviors specific to diseases and conditions among communities. To overcome these situations the programs should consider implementing a social marketing approach. The programs may consider centrally controlled, culturally adapted social marketing in future to increase awareness about the available resources as well as available healthy life-styles and behaviors.
15. Though health literacy is considered in the program, however barriers to access to health care are not documented or there is no mechanism in the current data system to identify those barriers. Programs should consider more emphasis on health literacy and mechanism to identify barriers to access to services in future programs. 
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Appendex-1: Participants’ Satisfaction Survey Instrument
Participant’s Satisfaction Survey for the Evaluation of Closing the Gap Project

Survey ID: __________
Date Completed:___________

[Informed Consent Statement: You have been invited to take part in the Participants’ Satisfaction Survey to evaluate the Florida's Closing the Gap Program. You were selected because you have participated in any of the Closing the Gap (CTG) programs addressing one of the following health disparities – Diabetes, Cardiovascular Disease, Adult and Child Immunization, Cancer, HIV/ AIDS, Maternal and Infant Mortality, or Oral Health care. The purpose of this survey is to understand your satisfaction about the program(s) you have participated. 
Your participation is voluntary. Please do not write any personal identification information on the survey questionnaire. If you feel uncomfortable at any point of this survey, you can withdraw from this survey without any obligation. This survey has been reviewed and approved by the Institutional Review Board involving human subjects in research, Florida A&M University. If you have any research-related problems or questions regarding subjects' rights you may contact the Florida A&M University Institutional Review Board through the Office of Animal Care and Regulatory Compliance at (850) 412-5246, Room 130 Dyson Pharmacy Building, Tallahassee, FL, 32307.If, at any time, you have any questions about the evaluation or further information you would like to add, you may contact Dr. Saleh Rahman at 850-599-8840 or saleh.rahman@famu.edu. 

Please note that, by completing this survey you are providing consent to take part in this evaluation research. Thank you very much for your time.

Closing the Gap Project Satisfaction Evaluation Form
Please write the appropriate response

Project name participated in/received: ____________ 
Location: _________________ 

Zip code: ______________      County: _____________        Year: __________________

Age:   _______________

Race/ethnicity: __White
__ African American
 __ Latino 
__ American Indian        

              __ Asian and Pacific Islander 
__Haitian
__Other

Sex:
___ Male
___ Female

Family Income:
__ Less than $10,000  
__ $10,000-$24,999
__ $25,000-$49,999   

                       
            __ $50,000-$74,999   
__ $75,000 or more 

Education: 

__ Less than high school        __ High school   __ Some college   

                

__ College graduate   
__ Graduate school or more

Marital Status:
__ Married __ Divorced/Separated  __ Widowed      __ Single/Never Married

Health Insurance: __ Private
__HMO       __Medicare       __Medicaid        __Others      __None

Employment status (outside of home): __ Working full time __ Working part time   __ Retired
 

                                                              __ Not working now

 __ Never worked

Which year did you attend or receive the program or service (Please circle all that apply)

__ 2006-2007     __ 2007-2008
__ 2008-2009 

Which of the following program you have received or you were a participant (Please circle all that apply)

__ Adult and Child Immunization Services
__ Cancer Services
__ Diabetes Services      

                   __ Cardiovascular Disease Services

__ HIV/AIDS Services 



__ Maternal and Infant Mortality Services
__Oral Health Services 

	For the following questions please circle the most appropriate response


	Question
	Satisfaction Scale 

	
	Strongly disagree
	Disagree
	Neutral
	Agree
	Strongly agree 

	The project/program I participated provided necessary services to me.
	1
	2
	3
	4
	5

	The project/program I participated had sufficient staff to provide necessary services.


	1
	2
	3
	4
	5

	The project/program staff was very much sensitive to my culture.
	1
	2
	3
	4
	5

	The project/program staff understood my language and spoke accordingly.
	1
	2
	3
	4
	5

	The project/program staff had necessary training and skills to provide services as needed.
	1
	2
	3
	4
	5

	The project/program I participated had sufficient resources to provide necessary services.
	1
	2
	3
	4
	5

	The project/program I participated provided me services that were not available to me by any other project or program.
	1
	2
	3
	4
	5

	I have received helpful educational materials from the project/program.
	1
	2
	3
	4
	5

	I have received necessary referral services whenever needed from the project/program.
	1
	2
	3
	4
	5

	In my opinion, the program/project I attended performed good job.
	1
	2
	3
	4
	5

	The project/program helped me to adopt a new health-related behavior.
	1
	2
	3
	4
	5

	The project/program helped me to improve my health or quality of life
	1
	2
	3
	4
	5

	I value the opportunity to participate in this project/program.
	1
	2
	3
	4
	5

	I would like to see the project/program continue in my area.
	1
	2
	3
	4
	5

	Overall I am satisfied with the program/project.


	1
	2
	3
	4
	5


5

