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HEALTH STATUS AMONG REACH 2010 COMMUNITIES, 2001–2002

The REACH 2010 Risk Factor Survey was
conducted in 21 minority communities in the
United States during June 2001–August 2002.
The survey included 10,953 Blacks/African
Americans, 4,257 Hispanics/Latinos, 4,204
Asians, and 1,791 American Indians. Data
demonstrate that residents in the minority
communities bear a greater socioeconomic,
risk factor, and disease burden than do mem-
bers of the general US population. However,
substantial variations in the prevalence of risk
factors and chronic conditions also indicated
that public health priorities should vary among
different racial/ethnic groups, and even among
communities within each group, and that cul-
turally sensitive primary and secondary pre-
vention strategies should be tailored to meet
community-specific needs. (Ethn Dis. 2004;
14[suppl 1]:S1-9–S1-13)
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INTRODUCTION

Individuals in racial and ethnic mi-
nority groups account for an increasing-
ly large proportion of the US popula-
tion. In the 2000 US Census, one of
every 4 Americans was a member of a
racial or ethnic minority group,1 and
projections indicate that by 2010, one
in 3 Americans will be a minority. This
proportion is expected to continue to
increase at such a rate that by 2050, one
in 2 Americans will be a minority.2 Al-
though overall US morbidity and mor-
tality rates have declined, the health sta-
tus of minorities continues to lag be-
hind that of the general US population.

In 1999, the Centers for Disease
Control and Prevention (CDC)
launched the Racial and Ethnic Ap-
proaches to Community Health
(REACH) 2010 project to help com-
munity coalitions design, implement,
and evaluate community-driven strate-
gies to eliminate health disparities in 6
priority areas: cardiovascular diseases,
diabetes mellitus, HIV infection and
AIDS, infant mortality, breast and cer-
vical cancer screening and management,
and child and adult immunization. As a
part of surveillance and project evalua-
tion, the CDC contracted with the Na-
tional Organization for Research at the
University of Chicago to conduct an-
nual REACH 2010 Risk Factor Surveys.
This report presents the aggregated data
from the first survey year in 21 com-
munities from June 2001 through Au-
gust 2002.

METHODS

The survey sampled eligible house-
holds and interviewed an average of
1,000 minority residents, aged 18 years
or older, in 21 communities from 14

states (Alabama, California, Georgia, Il-
linois, Louisiana, Massachusetts, Mich-
igan, New York, North Carolina,
Oklahoma, South Carolina, Tennessee,
Texas, and Washington). The survey lo-
cations and populations were consistent
with the REACH 2010 intervention
programs. The interventions in these
communities focused on cardiovascular
disease, diabetes, and breast and cervical
cancer screening and management. Ar-
eas surveyed included specific counties,
census tracts, ZIP codes, neighborhood
areas, and tribal areas. In 18 commu-
nities where telephone coverage was
$80%, interviews were conducted by
telephone. Face-to-face interviews were
conducted in the other 3 communities,
either because the telephone coverage
rate was low or inconclusive, or where
cooperation by telephone was expected
to be difficult. The median response rate
for household screening was 74%
among the accessible households, and
was 72% for family member interview
among the eligible members. Five com-
munities had multiple ethnic groups. In
all, the survey collected information
from 14 Black/African American
groups, 7 Hispanic/Latino groups, 4
Asian groups, and 2 American Indian
groups, for a total sample comprising
10,953 Blacks/African Americans,
4,257 Hispanics/Latinos, 4,204 Asians,
and 1,791 American Indians.

Uniform screening and interview
questionnaires were used for all com-
munities, and were administered in En-
glish, Spanish, Vietnamese, Khmer, or
Chinese Mandarin. The REACH 2010
household member interview question-
naire was modeled closely after that used
in the Behavioral Risk Factor Surveil-
lance System (BRFSS). The question-
naire included questions related to re-
spondents’ health status; healthcare ac-
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Table 1. Age- and gender-adjusted prevalence (%) of selected socioeconomic indicators, risk factors, and chronic diseases in
4 minority populations from 21 US communities—REACH 2010 Risk Factor Survey, 2001–2002

Blacks
(N510,953)

Median
(%) (Range)

Hispanics
(N54,257)

Median
(%) (Range)

Asians
(N54,204)

Median
(%) (Range)

American Indians
(N51,791)

Median
(%) (Range)

BRFSS*

Median
(%) (Range)

,High school education
Annual household income ,$25,000

19.9
49.8

(11.4–25.8)
(28.2–65.2)

55.6
67.8

(32.3–58.6)
(48.8–73.2)

30.0
53.1

(18.3–55.8)
(36.8–59.7)

23.3
47.4

(17.8–28.8)
(46.2–48.6)

10.9
29.5

(6.2–20.0)
(19.3–40.9)

Could not see a doctor because
of the cost

In poor or fair health
Obesity
Current smoking

17.7
20.7
33.7
24.2

(10.3–21.5)
(13.2–27.1)
(25.2–36.9)
(19.1–40.3)

25.6
38.4
28.6
17.1

(18.8–27.9)
(28.1–44.6)
(13.7–39.0)
(14.9–23.0)

12.5
33.4
3.3

15.0

(10.8–15.8)
(17.6–49.2)
(1.9–5.5)

(13.3–30.4)

12.6
26.7
38.5
38.9

(7.8–17.3)
(26.4–27.0)
(32.9–44.1)
(34.8–42.9)

10.1†
13.9
20.7
23.7

(6.0–17.3)
(9.6–22.9)

(14.8–26.5)
(13.0–31.0)

Cardiovascular diseases
Hypertension
Diabetes mellitus
High blood cholesterol

9.4
35.9
12.5
29.9

(7.1–11.5)
(31.1–43.6)
(8.3–15.4)

(21.6–38.6)

8.3
26.8
11.4
35.6

(5.0–10.5)
(21.0–31.0)
(7.0–41.5)

(31.9–37.7)

6.9
18.0
5.4

24.9

(1.5–9.2)
(16.9–19.7)
(4.8–7.9)

(24.2–33.3)

15.5
38.8
18.6
33.9

(14.7–16.2)
(36.2–41.4)
(13.0–24.1)
(29.2–38.5)

7.6‡
24.8
6.1

27.2

(5.4–11.7)
(20.1–31.3)
(4.2–9.3)

(21.6–32.5)

* Based on data from the 2001 Behavioral Risk Factor Surveillance System (BRFSS) from 50 states and the District of Columbia.
† Based on data from 2000 BRFSS from 50 states and the District of Columbia.
‡ Based on data from 2001 BRFSS from 19 states and the District of Columbia.

cess; self-reported height and weight;
cigarette smoking; awareness of hyper-
tension, cholesterol, and cardiovascular
disease; diabetes and diabetes care; and
receipt of preventive services, such as
mammography, Papanicolaou (Pap) test,
and influenza and pneumococcal vacci-
nations.

Data Analysis
Analysis was performed by ethnicity/

race and community, and data were
weighted to represent the community
surveyed. We first calculated the age-
and gender-adjusted prevalence by eth-
nicity/race for each community, using
the gender and age distribution of the
US population in the 2000 US Census
as the standard. (No adjustment was
made for the percentage of persons aged
$65 who received preventive services,
and only age-adjustments were made for
the percentage receiving mammograms
and Pap tests). We next determined the
adjusted medians and ranges for com-
munities in each racial/ethnic category.
We then compared these medians with
the adjusted medians derived from the
BRFSS in 50 states and the District of
Columbia. The BRFSS is a cross-sec-
tional telephone survey conducted
monthly by state health departments

with assistance from the CDC.3 The
survey is designed to gather information
from a representative sample of each
state’s noninstitutionalized civilian resi-
dents aged $18 years. Most of the na-
tional estimates were based on 2001
BRFSS data. Because some 2001 data
were not available, national estimates on
barriers to obtaining health care, and on
mammogram and Pap tests, were ob-
tained from 2000 BRFSS. Survey Data
Analysis (SUDAAN)4 was used in the
analyses to account for the complex
sampling design of both the REACH
2010 Risk Factor Survey, and the
BRFSS.

RESULTS

Table 1 shows the medians and
ranges for 2 socioeconomic indicators
(ie, education and household income),
access to care, and the prevalence of risk
factors and chronic diseases among the
4 racial/ethnic groups. Compared with
the entire US population, the minority
communities in our survey had higher
median percentage rates of adults who
reported having less than a high school
education, and having an annual house-
hold income lower than $25,000. Mi-

nority respondents also were more likely
to report that although they had needed
to see a doctor in the previous 12
months, they could not, due to the cost.
Of the 4 minority groups, Hispanics
had the highest median percentages of
people with low education (55.6%) and
low income (67.8%) levels, followed by
Asians (30.0% and 53.1% for education
and income, respectively). Hispanics
had the highest median percentage of
people reporting that cost was a barrier
to receiving healthcare (25.6%), fol-
lowed by Blacks (17.7%).

Respondents were asked to rate their
own general health as either excellent,
very good, good, fair, or poor. In 2001,
13.9% of the adult US population re-
ported fair or poor health. In REACH
communities, the median percentage
ranged from 20.7% in Black commu-
nities, to 38.4% in Hispanic commu-
nities. The medians in all REACH com-
munities were higher than that at the
national level.

Obesity was defined as a body mass
index $30 kg/m2, calculated from re-
spondents’ self-reported height and
weight. The median prevalence of obe-
sity was higher than the national me-
dian (20.7%) among American Indians
(38.5%), Blacks (33.7%), and Hispanics
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Table 2. Age- and gender-adjusted percentage (%) of use of selected preventive services in 4 minority populations from 21 US
communities—REACH 2010 Risk Factor Survey, 2001–2002

Blacks
(N510,953)

Median
(%) (Range)

Hispanics
(N54,257)

Median
(%) (Range)

Asians
(N54,204)

Median
(%) (Range)

American Indians
(N51,791)

Median
(%) (Range)

BRFSS*

Median
(%) (Range)

Ever had blood cholesterol
checked 76.4 (66.4–84.1) 58.9 (47.5–62.3) 67.0 (47.5–72.3) 73.4 (72.3–74.5) 76.3 (69.0–84.0)

Examinations in the preceding year†
Hemoglobin A1c

Foot
Eye

70.9
69.2
71.6

(62.4–93.1)
(44.3–80.7)
(53.1–83.6)

67.0
52.5
62.5

(62.4–79.0)
(49.2–71.3)
(53.9–73.9)

56.3
53.5
67.5

(41.9–63.6)
(23.4–59.5)
(65.3–82.8)

75.7
72.5
56.2

(75.6–75.8)
(62.9–82.0)
(50.4–62.0)

75.2‡
66.6‡
66.2‡

(60.6–94.0)
(49.0–88.2)
(52.4–82.9)

Mammogram in the preceding 2
years§

Pap test in the preceding 3 years\
Influenza vaccination in the preceding

year¶
Ever had a pneumococcal vaccination¶

84.5
89.3

54.4
50.5

(78.9–90.2)
(81.3–94.3)

(45.6–72.7)
(39.5–67.2)

74.1
80.4

53.2
46.0

(58.0–92.1)
(68.3–93.1)

(49.3–65.0)
(32.2–51.0)

72.4
66.8

81.6
37.5

(70.0–79.1)
(63.6–73.5)

(77.2–86.4)
(18.8–45.0)

73.8
84.1

70.1
67.3

(73.3–74.3)
(82.3–85.8)

(67.9–72.3)
(63.4–71.1)

79.2#
90.4#

67.3
62.3

(70.9–89.6)
(83.2–94.4)

(54.9–79.0)
(49.0–70.9)

* Based on data from the 2001 Behavioral Risk Factor Surveillance System (BRFSS) from 50 states and the District of Columbia.
† Limited to patients with diabetes.
‡ Based on 2001 BRFSS from 41 states and the District of Columbia.
§ Limited to women aged $50 years.
\ Limited to women.
¶ Limited to persons aged $65 years.
# Based on data from 2000 BRFSS from 50 states and the District of Columbia.

(28.6%), but lower among Asian com-
munities (3.3%).

The median prevalence of current
cigarette smoking was much higher than
the national median (23.7%) in Amer-
ican Indian communities (38.9%), close
to the national median in Black com-
munities (24.2%), and lower than the
national median in Hispanic (17.1%)
and Asian (15.0%) communities.

The presence of cardiovascular dis-
eases was defined as having been told by
a doctor that one had ever had a heart
attack or myocardial infarction, angina
or coronary heart disease, or stroke. The
median prevalence of cardiovascular dis-
ease ranged from 6.9% in Asian com-
munities, to 15.5% in American Indian
communities. The 2001 BRFSS data,
which were available from only 19 states
and the District of Columbia, showed
the median national prevalence to be
7.6%.

American Indian and Black com-
munities had a higher median preva-
lence of self-reported high blood pres-
sure and diabetes, compared to all US
residents, and the prevalence of diabetes

among Hispanics (11.4%) was also
higher than the national estimate.

The respondents were asked whether
they had ever had their blood cholester-
ol checked, and whether they had been
told by a health professional that they
had high blood cholesterol. The median
prevalence of high blood cholesterol
among respondents who had ever had
their blood cholesterol checked ranged
from 24.9% in Asian communities, to
35.6% in Hispanic communities. The
median prevalence of high blood cho-
lesterol was higher in Hispanic and
American Indian communities (33.9%),
compared to the United States as a
whole.

The age- and gender-adjusted per-
centages of adults who reported receiv-
ing selected preventive services are pre-
sented in Table 2. The median percent-
age of adults who had gotten their
blood cholesterol checked ranged from
58.9% in Hispanic communities, to
76.4% in Black communities. The me-
dians were lower than the national me-
dian (76.3%) in Hispanic and Asian
(67.0%) communities, and near the na-

tional median in Black and American
Indian (73.4%) communities.

Respondents who reported having
diabetes were asked 3 additional ques-
tions about diabetes preventive-care
practices during the preceding year (ie,
whether they had been given a glyco-
sylated hemoglobin [HbA1c] test,
whether their feet had been checked for
any sores or irritations, and whether
they had received a dilated-eye exami-
nation). In the 2001 BRFSS, similar
questions were asked in 41 states and
the District of Columbia. In Hispanic
and Asian communities, the median
percentages of respondents with diabetes
who had been given a HbA1c test and
foot examination were lower than the
national median, while in Black and
American Indian communities, the me-
dians were close to, or above, the na-
tional median. In American Indian
communities, the median percentage of
respondents who reported having dilat-
ed-eye examination (56.2%) was below
national median (66.2%), while the me-
dians for the 3 other minority groups
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were similar to, or above, the national
median.

The median percentage of women
aged $50 years who reported having
had a mammogram in the previous 2
years ranged from 72.4% in Asian com-
munities, to 84.5% in Black commu-
nities. The median percentage of adult
women with an intact uterine cervix
who reported having a Pap test in the
previous 3 years ranged from 66.8%
among Asian communities, to 89.3% in
Black communities. The medians in
Black communities for these 2 screening
services were close to, or above, the na-
tional median from the 2000 BRFSS.
For the other 3 minority groups, the
medians were lower than the national
median.

The median percentage of adults
aged $65 years who reported that they
had gotten an influenza vaccination in
the preceding year ranged from 53.2%
in Hispanic communities, to 81.6% in
Asian communities. The medians in
Black (54.4%) and Hispanic commu-
nities were lower than the national me-
dian (67.3%), while those in Asian and
American Indian (70.1%) communities
were higher. The median percentage of
adults aged $65 years who reported
ever receiving a pneumococcal vaccina-
tion ranged from 37.5% in Asian com-
munities, to 67.3% in American Indian
communities. All groups, except Amer-
ican Indians, reported a lower median
immunization rate than the national es-
timate.

DISCUSSION

Findings from this REACH 2010
Risk Factor Survey revealed that, on a
wide range of sociodemographic, risk
factor, chronic diseases, and preventive
services, minority communities do not
fare as well as the general US popula-
tion. Socioeconomic status, as measured
by educational attainment and house-
hold income, was markedly lower in
these minority communities. Minorities,

Hispanics in particular, also perceived
cost as a greater barrier to health care,
and rated their own general health to be
worse, compared to self-reports of the
general US population. There were
some variations in risk factor levels and
disease burdens among minority groups.
Obesity, high blood pressure, and dia-
betes, were more common in Black and
American Indian communities. In His-
panic communities, obesity and high
blood cholesterol were common.
Among the 4 minority groups, Ameri-
can Indians had the highest prevalence
rates of cigarette smoking and cardio-
vascular disease. Although differences in
rates of preventive service use between
these minorities and the general popu-
lation were generally smaller, several ser-
vices were still substantially under-used
in Hispanic and Asian communities.

Although the 4 minority groups
studied all had lower socioeconomic and
general health status, and less access to
health care, compared to the general US
population, the prevalence rates of var-
ious risk factors and chronic diseases
varied widely among them. This varia-
tion indicates that public health priori-
ties should be different for each com-
munity. According to the 2000 US
Census, about 12.5% of the US resident
population was non-Hispanic.5 Nearly 2
decades after the report of the Secre-
tary’s Task Force on Black and Minority
Health in 1985 demonstrated health
disparities in minority populations,6 a
significant health gap continues to exist
between Blacks and the general popu-
lation. That report found that Blacks
had the highest age-adjusted death rate
in the nation,7 and our results indicated
that obesity, hypertension, and diabetes
were the major burdens in Black com-
munities.

Hispanics are a rapidly growing mi-
nority population, now constituting
12.7% of the US population.5 However,
there are relatively few data on Hispan-
ics’ health. In the present survey, His-
panics had the lowest levels of education
and family income of the 4 minority

groups studied. They also had the worst
self-rated general health, but often could
not see a doctor because of the cost.
Obesity was disproportionately preva-
lent in Hispanic communities. Only
60% of Hispanic had ever had their
blood cholesterol checked, and more
than one third of those who had it
checked had high blood cholesterol.
The percentage of Hispanic women
who received Pap tests, and the per-
centage of Hispanics who had influenza
and pneumonia vaccinations, were also
far below the national average.

Although Asians/Pacific Islanders ac-
counted for only 4% of the US popu-
lation in 2000, they are the fastest grow-
ing ethnic minority in America. Our
knowledge about the health of this
group is less established than our knowl-
edge about the health of the other mi-
nority groups studied, reflecting the
small size of the population, as well as
the more recent immigration of many
Asian subgroups. The majority of the
respondents in our surveyed Asian com-
munities were Vietnamese, Cambodian,
or Khmer. The percentages of respon-
dents from these Asian groups with less
than a high school education, and with
an annual household income below
$25,000, were higher than in the gen-
eral US population. Among the minor-
ity groups studied, the rates of mam-
mograms, Pap tests, and pneumococcal
vaccinations, were lowest in Asian com-
munities.

American Indians, who constitute
1% of the total US population, also ex-
hibit disproportionately high rates of
health risk factors and chronic diseases.
Among the minority groups we studied,
they had the highest prevalence rates of
obesity, smoking, cardiovascular disease,
hypertension, and diabetes.

The aggregation of risk factors and
chronic disease in the communities we
studied indicates the importance of im-
plementing multifaceted and multisec-
torial strategies to reduce their preva-
lences. It also underscores the impor-
tance of primary prevention, emphasiz-
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ing lifestyle modification, including
changes in diet, increase of physical ac-
tivity levels, weight control, and smok-
ing cessation. Multifaceted strategies
should include educational programs,
policies, and environmental interven-
tions, accompanied by the identification
and removal of barriers to healthcare ac-
cess, and improvement in the quality of
health care. In addition, mutually rein-
forcing population-wide approaches
should be coupled with approaches that
target people at high risk. Because no
single health promotion paradigm
would be appropriate for minority com-
munities as diverse as those in this
study, the development and implemen-
tation of multiple culturally appropriate
paradigms is essential.

Nationwide, substantial progress has
been made in increasing the percentage
of people receiving clinical preventive
services, such as mammography screen-
ing for breast cancer, and adult vacci-
nations for influenza and pneumococcal
pneumonia.8 The results of this survey
indicate that this progress has also oc-
curred in Black and American Indian
communities, both of which had
reached, or were approaching, national
rates of blood cholesterol, mammogra-
phy, and Pap screening, and national
rates of hemoglobin A1c measurements
and foot examinations, among patients
with diabetes. In American Indian com-
munities, rates of influenza and pneu-
mococcal vaccination among the elderly
actually exceeded the national level.
However, survey results also demon-
strated that such progress has not been
uniform, and lingering racial/ethnic dis-
parities in the access and delivery of pre-
ventive services continue to constitute
an important public health challenge.

The findings in this report are sub-

ject to several limitations. First, each mi-
nority group in this survey is not a ho-
mogeneous group. There are large eth-
nic, cultural, and social diversities with-
in the same racial/ethnic group. For
example, Hispanics in this survey com-
prised Mexican, Puerto Rican, and Do-
minican Americans, etc. The samples of
Asians comprised Vietnamese, Cambo-
dian, and Chinese Americans. The data
from this survey might not be represen-
tative of members of the same minority
group in other communities. Second,
because estimates are based on self-re-
ported data, the prevalence of some
chronic conditions and use of preventive
services might be under- or over-esti-
mated. Finally, except for 3 communi-
ties in which face-to-face interviews
were conducted, data were generally col-
lected through telephone interviews,
meaning that individuals without tele-
phones, and those who use only cell
phones, were excluded. Despite these
limitations, the REACH 2010 Risk Fac-
tor Survey has a number of strengths. It
is the first and, by far, the largest com-
munity-based survey focused on our na-
tion’s multiple minorities; it was con-
ducted from a single center, and includ-
ed a series of quality control procedures,
such as interviewer training, certifica-
tion, standardization, and interview
monitoring; and many of the survey’s
questionnaires were identical to those
used in the BRFSS, which allowed us to
compare data across the 2 surveys. Fur-
ther, the interview questionnaires were
administered in various languages, in
addition to English. Therefore, this sur-
vey was able to include data from non-
English speaking individuals.

In conclusion, data from the
REACH 2010 Risk Factor Survey clear-
ly demonstrate that there are continuing

health disparities between the general
US population and Black, Hispanic,
Asian/Pacific Islander, and American In-
dian communities. Nationwide, signifi-
cant additional efforts will be required
to eliminate these disparities. Public
health officials will need to identify
communities with high rates of risk fac-
tors and disease, and design targeted in-
terventions that are culturally appropri-
ate to each. The quantitative data from
this survey provide important informa-
tion for assessing, prioritizing, and plan-
ning such future intervention efforts.
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