
S3-1Ethnicity & Disease, Volume 13, Summer 2003

THE SECOND ANNUAL PRIMARY CARE CONFERENCE—PROGRAMMING TO ELIMINATE

HEALTH DISPARITIES AMONG ETHNIC MINORITY POPULATIONS: AN INTRODUCTION

TO PROCEEDINGS

From October 31, 2002 through Novem-
ber 2, 2002, the Second Annual Primary Care
Conference was held, sponsored by the More-
house School of Medicine’s National Center
for Primary Care and its Prevention Research
Center.

The conference was designed as a collab-
orative activity with the Atlanta Regional
Health Forum; The Carter Center; Emory Uni-
versity’s School of Medicine, Nell Hodgson
Woodruff School of Nursing, and Rollins
School of Public Health; Georgia Chapter of
the American College of Physicians/American
Society of Internal Medicine; Georgia Nurses
Foundation; Southeastern Primary Care Con-
sortium, Inc./Atlanta Area Health Education
Center; St. Joseph’s Mercy Care Services; Unit-
ed States Department of Health and Human
Services: Agency for Healthcare Research and
Quality; Centers for Disease Control and Pre-
vention; Health and Human Services (Region
IV); Health Resources and Services Administra-
tion; Office of Minority Health (Region IV);
and Office on Women’s Health (Region IV).

The 2 and a half-day conference featured
5 plenary sessions and 3 tracks of medical ed-
ucation for primary care physicians and other
healthcare providers. The tracks were catego-
rized as: Track A: Adult Health; Track B: Pub-
lic Health and Prevention; and Track C: Ma-
ternal/Child/Youth Health. Within each track,
6 working sessions were presented on topic ar-
eas including diabetes, obesity, cardiovascular
disease, cancer, mental health, infectious dis-
ease, behavioral and social health, women’s
health, stroke, and asthma. A total of 18 work-
ing sessions took place and each working ses-
sion included 3 presentations. Continuing
medical education credits or continuing edu-
cation units were granted to participants.

In all, 485 individuals participated in the
conference, with the majority of the partic-
ipants from the southeastern United States.
Of the attendees, 35% were physicians
(MD); 13% were nurses (RN); 12% held
master-level degrees; and 12% held other
doctorate-level degrees. (Ethn Dis. 2003;
13[suppl3]:S3-1–S3-5)
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BACKGROUND

The Second Annual Primary Care
Conference was convened to address
health disparities in health care and
health outcomes, particularly as found
in the southeastern region of the United
States. Through its 2 and half day pro-
gramming, sessions explored best prac-
tices, health policy, and healthcare sys-
tems that would assist primary care pro-
viders, in partnership with public health
professionals, to improve health out-
comes and decrease health disparities
among under-served populations.

Evidence of these disparities, both
nationally and regionally, has been well
demonstrated, with extensive reviews re-
cently published by Kressin; Geiger;
Mayberry et al1–3 and other researchers.
In the Southeast, rates of health dispar-
ities among ethnic minority populations
have been found to exceed rates found
in other regions of the United States.
The high rate of cardiovascular disease
(CVD) and stroke, for example, has
earned the Southeast region the nick-
name, ‘‘The Stroke Belt,’’ with a high
percentage of CVD in the region found
among African Americans. According to
the recently released Atlas of Stroke Mor-
tality,4 not only are African Americans
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1.4 times more likely to die of stroke
than Whites, but the highest stroke
death rates were found in the South-
eastern states and the Mississippi Delta
region. South Carolina ranked the high-
est in overall stroke death rate for adults,
with 169 deaths per 100,000.4

Eliminating racial and ethnic in-
equalities in mortality and life expectan-
cy is the optimistic goal of Healthy Peo-
ple 2010. Since its inception in 1979,
the Healthy People initiative has worked
to improve health status of the general
US population. Yet, population differ-
ences in health outcomes were first rec-
ognized only in Healthy People 2000
and, until 1998, the Black:White ratio
of age-adjusted, gender-specific mortal-
ity increased for all but one of 9 causes
of death that accounted for 83.4% of all
US mortality in 1998. Further, from
1980 to 1998, the average numbers of
excess deaths per day among American
Blacks compared to Whites increased by
20%.5 Although African Americans
have the highest rates of morbidity and
mortality of any US racial or ethnic
group, American Indians and Alaska
Natives also have higher rates of all
causes of death than Whites.6 For se-
lected causes of death, Hispanic and
Asian and Pacific Islander populations
also continue to experience higher rates
of morbidity and mortality than
Whites.6 The National Institute of Di-
abetes and Digestive and Kidney Dis-
orders reports that Mexican Americans
have 2- to 4-times the rate of diabetes
compared to non-Hispanic adult Whites
and are at greater risk for more severe
complications.7 Compared to non-His-
panic Whites, Puerto Ricans also expe-
rience higher rates of mortality due to
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myocardial infarction, pneumonia, asth-
ma, chronic liver disease and cirrhosis,
and homicide, with rates similar to
those of African Americans.8 According
to the Strong Heart Study in 1995,
American Indians were found to have
the highest rates of diabetes in the Unit-
ed States.9

WHY DO RACIAL AND
ETHNIC DISPARITIES
EXIST?

In the search for reasons for these
racial and ethnic disparities, as well as
disparities caused by age, income, edu-
cation, and gender, researchers and
health professionals have reviewed prob-
lems related to access to health care, dif-
ferences in quality and patterns of med-
ical care, and lack of cross-cultural com-
petence among healthcare providers. In
addition to disparities in health care, ex-
perts also reviewed root causes of health
disparities, such as social and economic
factors, poverty, structural racism, per-
sonal lifestyle and health behaviors,
community factors and the environ-
ment.

ACCESS TO HEALTH CARE
Lack of access to health care can be

defined as a lack of access to preventive
services, or lack of access to medical
care.10 In 1997–1998, 17.5% of adult
Americans, aged 18–64 years, had no
usual source of health care. There was
little racial difference in availability of a
usual source of health care; however,
23% of males, and 45% of all uninsured
individuals, had no usual source of care.
Forty percent to 52% of all uninsured
individuals, regardless of income status,
had no usual source of health care.11

Differences in Quality and
Patterns of Medical Care
Treatment

Differences in medical treatment for
various medical conditions based on
race and gender have been reported in

the literature. In a 2002 study by
Schneider and colleagues, Blacks were
less likely than Whites to receive: breast
cancer screening (62.9% vs 70.9%;
P,.001); eye examinations for patients
with diabetes (43.6% vs 50.4%;
P5.02); beta-blocker medication after
myocardial infarction (64.1% vs 73.8%;
P,.005), and follow-up after hospital-
ization for mental illness (33.2% vs
54.0%; P,.001).12

In a review of recurrent hospital ad-
missions for congestive heart failure in
a predominantly Black population in
Atlanta, Ofili et al found that most
Black patients had suboptimal dosing of
angiotensin converting enzyme inhibi-
tors (ACEI), and that use of calcium an-
tagonists in Black patients with severe
left ventricular dysfunction was associ-
ated with hospitalizations for heart fail-
ure.13 Other studies have documented
racial differences in the use of medical
services by patients with coronary or is-
chemic heart disease14–16 even among
patients in the Department of Veterans
Affairs health system,17 for whom there
is no difference in access to care by race.

In its recent report on inequalities in
health, Unequal Treatment: Confronting
Racial and Ethnic Disparities in Health
Care, the Institute of Medicine provides
a comprehensive review of more than
100 studies that assess racial and ethnic
disparities in clinical procedures, includ-
ing the use of diagnostic and therapeutic
technologies.18 The report provides am-
ple evidence for the existence of racial
and ethnic disparities in the care of car-
diovascular disease, cancer, cerebrovas-
cular disease, HIV/AIDS, asthma, and
diabetes, as well as disparities in renal
transplantation, analgesia, rehabilitative
services, maternal and child health, chil-
dren’s health services, mental health ser-
vices, and other clinical and hospital-
based services.

Lack of Cross-Cultural
Competence among Healthcare
Providers

Provider-patient communication
and a provider’s sensitivity to a patient’s

cultural influences have been linked to
patient satisfaction, compliance, and
better health outcomes.19 Several studies
have found that, when cultural and so-
cioeconomic differences between pro-
vider and patient are not taken into ac-
count, patient dissatisfaction led to
poorer health outcomes and greater dis-
parities in care.20–24 Two studies have
demonstrated that failure to take these
differences into account leads to stereo-
typing, and in some cases, biased treat-
ment of patients based on race, gender,
education, culture, language proficiency,
or social status.25,26

CONFERENCE CONVENED

To address these and other issues
that may contribute to health dispari-
ties, the Second Annual Primary Care
Conference was sponsored by More-
house School of Medicine (MSM), an
institution maintaining a strong focus
on researching and treating diseases that
disproportionately affect under-served
populations and on providing training
in primary care and health promotion,
as well as disease prevention services.
The primary care conference was devel-
oped by MSM, in coordination with its
National Center for Primary Care and
its Prevention Research Center. Confer-
ence goals and objectives appear in Ap-
pendix A; a conference program descrip-
tion can be found in Appendix B; and
Conference Planning information can
be found in Appendix C.

As a collaborative effort, the confer-
ence included many partners: the Atlan-
ta Regional Health Forum; The Carter
Center; Emory University’s School of
Medicine, Nell Hodgson Woodruff
School of Nursing, and Rollins School
of Public Health; Georgia Chapter of
the American College of Physicians/
American Society of Internal Medicine;
Georgia Nurses’ Foundation; Southeast-
ern Primary Care Consortium, Inc./At-
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lanta Area Health Education Center; St.
Joseph’s Mercy Care Services; United
States Department of Health and Hu-
man Services: Agency for Healthcare
Research and Quality; Centers for Dis-
ease Control and Prevention; Health
and Human Services (Region IV);
Health Resources and Services Admin-
istration; Office of Minority Health
(Region IV); and Office on Women’s
Health (Region IV).

Together, these partners, 89 speak-
ers, and 485 participants came together
to continue their work to eliminate dis-
parities that affect health outcomes
among ethnic minority populations.
The conference platform increased op-
portunities for primary care health pro-
fessionals to exchange prevention and
treatment information from both re-
search and practice perspectives. Guided
by sessions presented during the confer-
ence, primary care healthcare profes-
sionals returned to their communities to
implement new strategies and treatment
approaches in their practices. Based on
the success of this conference, oppor-
tunities for additional learning and ex-
changing of information will be offered
at the Third Annual Primary Care Con-
ference, scheduled for September 18–
20, 2003 in Atlanta, Georgia.
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APPENDIX A: CONFERENCE GOALS

AND OBJECTIVES

An overarching goal and several objec-
tives were the driving forces for the confer-
ence. Based on the priorities as established
in Healthy People 2010, the conference em-
braced the goal: To eliminate health dispar-
ities among ethnic minority populations in
the southeastern region of the United States.
Conference objectives to reach that goal
were:

• To equip healthcare professionals with
knowledge, the latest research, treatment
protocols, and guidelines related to provid-
ing primary care to adults, children, and ad-
olescents;

• To equip public health professionals
with strategies for community-wide appli-
cation of evidence-based health promotion
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initiatives and approaches to translating
community preventive services from research
to practice;

• To provide an opportunity for discus-
sions to develop and implement regionwide
strategies that address the goals of Healthy
People 2010;

• To provide tools for participants to
implement recommended strategies to close
the gaps in health disparities in their indi-
vidual practices and in the community;

• To offer solutions for eliminating bar-
riers that prevent the translation of best sci-
ence to practice for individuals and com-
munities;

• To enhance the capacity and the role
of primary care practitioners to improve
health outcomes;

• To clarify the impact of health preven-
tion on measurable improvement in health
outcomes and the role primary care practi-
tioners play in incorporating prevention
strategies into patient care;

• To increase awareness about the role
that public policy and partnerships play in
improving health outcomes.

APPENDIX B: CONFERENCE

PROGRAMMING DESCRIPTION
The conference, the second such effort

focusing on optimizing healthcare outcomes
among ethnic minority populations, featured
work of the Southeastern Partnership to
Eliminate Health Disparities and served as a
‘‘think tank’’ for healthcare professionals to
assess primary care and public health strat-
egies and interventions that work. To address
the Healthy People 2010 goals, the confer-
ence targeted 4 major disease areas with
marked disparities in health outcomes be-
tween populations: diabetes, cardiovascular
disease, mental health, and cancer. In addi-
tion, an emphasis on behavioral health
(health conditions affected by lifestyle choic-
es) offered information on a practitioner’s
role in assisting in behavior changes.

The conference took place from Thurs-
day, October 31, 2002 to Saturday, Novem-
ber 2, 2002 at the Sheraton Atlanta Hotel
in downtown Atlanta, Georgia. The confer-
ence theme, Prevention, Public Health, and
Primary Care: Partners in Eliminating Health
Disparities in the South, represented the un-
derlying message for topics and speakers.

The 2 and a half-day conference featured
5 plenary sessions and 3 tracks of medical
education categorized as: Track A: Adult
Health; Track B: Public Health and Preven-
tion; and Track C: Maternal/Child/Youth
Health. Within each track, 6 working ses-
sions were presented on topic areas including
diabetes, obesity, cardiovascular disease, can-
cer, mental health, infectious disease, behav-
ioral and social health, women’s health,
stroke, and asthma. A total of 18 working
sessions took place and each working session
included 3 presentations.

The conference provided continuing
medical education credits for physicians,
nurses, and other health professionals, and
thus, educational objectives were developed
in accordance with continuing medication
education requirements. A total of 485 in-
dividuals participated in the conference, with
the majority of the participants from the
Southeast. Participants comprised physicians
(35%), nurses (13%), individuals with mas-
ters-level degrees (12%), and other doctor-
ate-level degrees (12%).

Ninety-two individuals served as confer-
ence faculty; of those, 23 served as moder-
ators and 69 served as speakers.
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APPENDIX C: CONFERENCE

PLANNING
To convene the conference, a 22-mem-

ber advisory committee developed confer-
ence programming and provided assistance
in conference coordination and outreach.
Conference sponsors and organizers are
grateful for the assistance from these com-
mittee members:

William G. Baker, Jr., MD
Atlanta Regional Health Forum

Daniel S. Blumenthal, MD, MPH
Morehouse School of Medicine (MSM) Pre-
vention Research Center

Thomas Bornemann, EdD, MSW
The Carter Center

William Branch, MD
Emory University School of Medicine

J. Jarrett Clinton, MD, MPH
US Department of Health and Human Ser-
vices, Region IV

Clara Cobb, MSN, RN
US Department of Health and Human Ser-
vices, Region IV

Ketty Gonzalez, MD
Health Resources and Services Administra-
tion

Rev. Gary Gunderson, DMin, MDiv
Interfaith Health Program

Michael Heisler, MD, MPH
Chairperson, Conference Advisory Commit-
tee
MSM

Mary Jackson, MD
Department of Medicine
MSM

Robert Jackson
Health Resources and Services Administra-
tion, Southeast Field Office

Cheryl Johnson
Continuing Medical Education Department
MSM

Wilma Johnson, MSPH
Centers for Disease Control and Prevention

Arlene Lester, DDS
US Department of Health and Human Ser-
vices, Region IV

James Marks, MD, MPH
Centers for Disease Control and Prevention

Amanda Robinson
US Department of Health and Human Ser-
vices, Region IV

Ann Rosewater, MA
Southeastern Partnership to Eliminate
Health Disparities

George Rust, MD, MPH
MSM, National Center for Primary Care

Joseph Stubbs, MD
Georgia Chapter: ACP/ASIM

Galo Torres, DDS
Health Resources Services Administration

Elleen Yancey, PhD
MSM, Prevention Research Center

Teresa Zayas
Southeastern Primary Care Consortium


