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Many chronic disease interventions have focuseahdinidual-level services, such as
one-on-one behavioral counseling, education ofrealiagement classes, or direct clinical care.
However, a growing body of research indicates $batal factors play critical roles in shaping
health and are “root causes” of health disparifié® socio-ecological model (SEM) suggests
that factors across the socio-ecological spectftom individual genetics and behavior to
environmental conditions and policies across olikgspan, all contribute to individual health.
The three studies presented in this dissertatiamée the role or impact of chronic disease
interventions across the socio-ecological modelranthl/ethnic disparities in relation to each
intervention. Study 1 monitors trends in individlglel diabetes services and care from 2001 to
2010 using national survey data, to examine iftanghat extent individuals diagnosed with

diabetes receive appropriate standards of cliniigddetes care or self-manage their condition



over time, and the extent of racial/ethnic disjpesitn care. Moving toward the outer rings of the
SEM, Study 2 uses King County survey data to mesih& impact of obesity-related policy
change, specifically menu-labeling policy, on cedanformation awareness and use in the
region. It also examines whether there were diparin outcomes by race/ethnicity and other
socioeconomic factors. Study 3 takes a broader & dke practical issues confronting public
health practitioners and partnerships in their pgsgion from direct service interventions to
activities addressing policies and social and emirental conditions. This qualitative,
exploratory case study examines the experiencadamfal community coalition, whose focus
shifted from a direct-service orientation to impagtbroader social determinants of health to
address racial and ethnic health disparities. Rgglirom the three studies have policy
implications regarding gaps that may exist in #eeipt of appropriate clinical and self-care for
people of color with diabetes, whether populatievel policy changes are positively impacting
higher risk groups, identifies factors that mayilitate or hinder community coalitions’ shift to
address broader social determinants, and highkgsbns learned and areas for technical

assistance in making this transition.



Table of Contents Page #

1. ADSIIACT. .. e ii
2. List Of FIQUIES.....oiei i e WV
3. List Of TableS. ... .o e e e WV
4. Chapter 1. INtroduCtion...........oii i e 1
5. Chapter 2. Study ..o e e
6. Chapter 3. Study 2......c.o i 20
7. Chapter 4. Study 3......co i e 4D
8. Chapter 5. CONCIUSION........oii i e e e 73
9. ACKNOWIEAgMENTS. ... e 18

10. REIBIENCES. .. .o e e e e e e e e e e e e e e e e 79



LIST OF FIGURES

Figur e# Figure description Pagett

Unadjusted, age-standardized, weighted proportammdiabetes clinical

1.1 and self-care Indicators from 2001 to 2010, amaswpfe with diabetes 25
Unadjusted, age-standardized, weighted proportamdiabetes clinical
and self-care Indicators from 2001 to 2010, amaewpfe with diabetes,

1.2 by race/ethnicity 26
Respondents’ seeing and using calorie informatia@r time among those

2.1 who ate at a regulated chain, King County, Waslimg?2008-2010 42
Landscape of Influences on Health Disparities anehAs for Policy

3.1 Action 70
Factors influencing organizational shift from sees to social

3.2 determinants action 71



LIST OF TABLES

Table# Tabledescription Pagett

Characteristics of BRFSS respondents with dialdedes 2001 to 2010

1.1 (weighted percentages) 21

1.2 Odds Ratios for diabetes clinical and self-caeasures 22
Unadjusted, age-standardized, weighted proporfmmdiabetes clinical and
self-care Indicators from 2001 to 2010, among peepth diabetes and by

1.3 race/ethnicity 23
Change in receipt of clinical and self-care measén@n 2001 to 2010

1.4 (percent), by race/ethnicity 24

21 Demographics of survey respondents, King Cquivigshington, 2008-2010 41
Unadjusted, weighted percent of respondents whoasahsed calorie

2.2 information over time, King County, Washington, 362010. 43
Fully-adjusted odds ratios from multivariable Idgisegression models for
respondents’ seeing and using calorie informatong County,

2.3 Washington, 2008-2010 44

3.1 Barriers and Facilitating Factors for shiftiegSDOH action 72

Vi



Chapter 1
INTRODUCTION

Chronic diseases and conditions, including diabatelsobesity, constitute the leading
causes of death and disability in the United Stéltswith racial/ethnic minority populations
bearing a disproportionate burden of many of tleeselitions. Over one-third of adults are
obese, with the highest rates among Non-Hisparackdl and Hispanics (2). Similarly, the
highest rates of Type 2 diabetes are experiencéhimrican Indian/Alaska Natives, Non-
Hispanic Blacks, and Hispanics (3). Many chrongedse interventions have focused on
individual-level services, such as one-on-one bialcounseling, education or self-
management classes, or direct clinical care. Howevgrowing body of research indicates that
social factors, or social determinants of healtd@&l), are crucial in shaping individual and
population health and are “root causes” of healpatities (4-9). The socio-ecological model
(SEM) illustrates the landscape of health influenaed demonstrates how factors across the
socio-ecological spectrum, from individual geneticsl behaviors, systems-level processes, such
as clinical care, to environmental conditions aatiges across one’s lifespan, all contribute to
individual and population health (Figure 3.1) (1Djsparities in health can arise from inequities
across this spectrum and suggest the need fovémtgons from individual to policy-levels, in
order to eliminate disparities. The three studres@nted in this dissertation examine the role or
impact of chronic disease interventions acrosstiugo-ecological model and racial/ethnic
disparities in the context of each intervention.

The past decade has seen a move in healthcarensystencorporate elements of the
Chronic Care Model, which stresses improved coaitthn of care for patients with chronic

conditions like diabetes, and includes connectitiepts with resources such as chronic disease



self-management education, as a means to impraaléygaf care and outcomes (11-16). The
increased value placed on improving processesreftas coincided with the rise of evidence-
based chronic disease and diabetes self-managechgcdation (DSME) programs (17, 18).
Despite this, evidence shows persistent disparitié®th diabetes care and self-management
practices among certain racial/ethnic sub-groups3@). Using Behavioral Risk Factor
Surveillance System (BRFSS) data from the pastdigcais possible to examine whether
changes in clinical processes and availabilityexdlth education resources have translated into
positive changes at the individual-level and redueeial/ethnic disparities. Study 1 updates and
expands on past research which have typically exadniwo to four care indicators, by
examining trends in the receipt of eight recommentiabetes clinical care and self-
management indicators from 2001 to 2010, and tgeegeto which racial/ethnic disparities in
clinical care and self-management exists and/a®igtenver time.

Moving toward the outer rings of the socio-ecolaimodel, Study 2 examines the
relationship between population-level policy changad individual-level change. With
escalating rates of obesity and related chronieagiss across the US, particularly among certain
racial/ethnic groups (33-39), public health praatiers and policy-makers have been looking to
policy, systems and environmental solutions forasgread change. In recent years, jurisdictions
around the nation, including King County, WA, harglemented menu-labeling regulations
requiring food outlets to post nutritional infornaat for their food offerings, under the
assumption that people will use this informatiomiake more informed, healthier food choices,
as indicated in past studies (40-44). While potibgnges may improve population health, they
may not necessarily reduce disparities. Given tke hurden of chronic disease and obesity on

certain racial/ethnic groups, it is critical to elehine whether obesity-related policies, like menu-



labeling, contribute to reducing disparities. St@dgxamines the impact of menu-labeling policy
on awareness and use of nutritional informatiomamg/ethnicity and other socioeconomic
characteristics. Under the Patient Protection affiordable Care Act, nutritional-labeling
requirements similar to those in King County wil lequired of chain restaurants and retail food
establishments with 20 or more venues. Results thsnstudy will reflect the extent to which
people of color benefit from such policies and rhayuseful to the U.S. Food & Drug
Administration, policy-makers and public healthgiitgoners, as to whether menu-labeling alone
is sufficient or if additional actions may neededrhprove nutritional awareness and choices
among the general public and communities of color.

Community coalitions have long-been seen as impbsdiakeholders and partners in
public health change and in health disparitiesreffarhe diversity of expertise, perspectives and
community history within coalitions contribute toeir ability to represent and reach out to a
broad array of stakeholders, to identify and resiponcommunity needs, and to influence
change within the community (45-49). Many commuigibglitions were originally formed to
address specific disease conditions and deliveicgsy, such as health education classes and
resources, to populations disproportionately affédty these conditions (49, 50). However, as a
consequence of funding shifts, existing coalitionspreviously focused on broader social
determinants may experience difficulties transitigrfrom direct services to effecting policy,
social or environmental changes. Using a localitoalfocused on diabetes disparities as a case
study, Study 3 explores the process involved is shift from direct services to a SDOH focus,
identifying factors that facilitated this shift atfte challenges such a transition poses. Findings

may provide insight to community partnerships dmrtmember organizations on challenges to



anticipate in making this transition and what fastioave facilitated this shift, and guide funders

regarding what support may be needed to assistgratips in this transition.



Chapter 2

Study 1: U.S. trendsin receipt of appropriate diabetes clinical and self-care from 2001 to
2010, and racial/ethnic disparitiesin care
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Abstract

Purpose: The purpose of this study was to examemel$ in the receipt of eight recommended
diabetes clinical and self-care indicators from2@®2010 and assess racial/ethnic disparities in
care.

Methods: This observational study examined rea#iptlC tests, annual eye and foot exams, flu
vaccination, diabetes self-management educatiodM@®Sexercise, self-monitoring of blood
glucose (SMBG), and self-feet examinations, amorf} ddults with diabetes, using national

survey data from 2001 to 2010. Analyses includednasing proportions for each indicator by



year, testing differences in magnitude of changmf2001 to 2010 by race/ethnicity, and
regression models to assess changes in care meeatid factors associated with care.

Results: There were significant increases from 2002010 in A1C tests, annual foot exams, flu
shots, DSME, and SMBG, but declines in eye andfselfexams. DSME was positively
associated with receipt of several care indicatdosvever, only half of respondents received
DSME. White and Black Non-Hispanics respectivelpexenced improvements in at least three
indicators. Hispanics experienced a significantease in exercise but were consistently less
likely than Whites to receive or engage in mosecar

Conclusions: While improvements in several indicaitwere observed, patterns varied by
race/ethnicity, with Hispanics falling short on maoseasures. DSME was strongly associated
with most care and demonstrates the potential pwane receipt of recommended care by
increasing DSME participation. With the Affordalilare Act (ACA), health professionals have
a prime opportunity to leverage ACA provisionsrnorease access to recommended services,

including DSME.



Diabetes is a leading cause of death and disablitiye United States. It is associated
with increased risk for stroke and heart diseaskel@mg-term complications involving the
kidneys, eyes, feet, skin, digestion, teeth, glbuags and joints (51). Approximately 95% of
diagnosed diabetes in adults is Type 2, with réatiahic minority populations bearing a
disproportionate burden of Type 2 diabetes, contptrevhites (3). According to 2010 national
survey data, 7.6% of Non-Hispanic white adults dadnosed diabetes, compared to 9.1% of
Asian Americans, 12.9% of African Americans, 13.@P#lispanics, and 16.5% of American
Indian/Native Americans (52-55). Diabetes prevedeis expected to rise due to increasingly
obesogenic lifestyles, aging populations and thigated growth of racial/ethnic minority
groups in the U.S.. The Centers for Disease Co#tietevention (CDC) expects the prevalence
of diagnosed diabetes to increase 165% by 2050 TB&) increasing prevalence of diabetes has
also had a significant impact on health care expares, with diabetes-related costs estimated at
$245 billion in 2012, with the bulk of expendituraributable to direct medical costs, such as
hospital inpatient care and prescription medicati(@Y). In light of escalating costs and health
burden of diabetes, it is crucial that medical poblic health systems strive to prevent diabetes
and improve the health of those already diagnost#ddiabetes by providing quality diabetes
care and helping people with diabetes better salfage their condition.

The Agency for Healthcare Research & Quality’s (AB)R012 disparities report
examined the quality of diabetes care based oergatieceipt of four recommended clinical
services A1C tests, eye and foot exams, flu vaccinationnf008 to 2009, and found that
disparities in the receipt of these services pedier widened between Whites and other
racial/ethnic groups and between high and lowernme groups (32). The AHRQ report does

not, however, assess patient self-managementfyitayithe extent to which people with



diabetes are receiving appropriate clinical cagk@operly self-managing their condition would
provide useful indicators on the current qualityd@betes clinical care and whether additional
action is needed to improve diabetes self-managemen

This study focuses on standards of diabetes clinar& and self-management among
adults diagnosed with diabetes, as recommendeldefmerican Diabetes Association (58).
This study examined trends in the receipt of recemabed diabetes clinical care and self-
management activities from 2001 to 2010 using natisurvey data, to determine if
recommendations were met over the past decadesaadsathe extent of racial/ethnic disparities
in these indicators.
Methods

The authors conducted an observational study, Bahgvioral Risk Factor Surveillance
Survey (BRFSS) data from 2001 to 2010 to examereds in eight measures. Four clinical care
services were evaluated: receipt of at least twodgtobin A1C tests in the past 12 months,
annual eye and foot exams, and flu vaccinatiorf-&ek included examined whether
respondents engaged in any physical activity oraes@ in the past month, daily self-monitoring
of blood glucose (SMBG), checked feet daily foresoor irritations, and received diabetes self-
management education (DSME). Binary yes/no vargaiere created for each care indicator.

Analyses were limited to English or Spanish-spegkdults ages 18 years and older,
who indicated having been told by a doctor thay thed diabetes, excluding gestational
diabetes. Although BRFSS does not differentiatevben diabetes types, prevalence rates for
types 1 and 2 suggest that most respondents ha®typ unadjusted analyses, proportions were
estimated for each care indicator from 2001 to 20t @ll respondents with diabetes, and

stratified by race/ethnicity. Analyses includeditgg for trends in care from 2001 to 2010 and



stratified tests of proportions to examine possiliierences in the magnitude of change from
2001 to 2010 in each indicator by race/ethnicitpddrtions were standardized to the age
distribution of the 2000 U.S. Census populationamparisons across years (59). Multivariable
logistic regression models were fit to compare dddeach indicator from 2001 to 2010, and
identify factors associated with receipt of appraigr care and self-management.

Covariates chosen for inclusion in the regressiodets were based on predisposing,
enabling and need characteristics outlined in Aseleand Newman’s conceptual framework for
health care utilization (60). Predisposing faciaduded age, gender, race/ethnicity, and
education. Age was categorized into three age grdipto 44 years, 45-64 years, and 65 years
and older. Race/ethnicity was categorized into fpoups: White Non-Hispanic, Black Non-
Hispanic, Other Non-Hispanic and Hispanic. Educati@s grouped into no school to some high
school, high school graduate or GED, some collagd,college graduate. Enabling variables
included income, marital/partner status, employmleealth insurance status, having a regular
health care provider, and having received diabstdsmanagement education. Annual
household income was defined as less than $258230000 to less than $50,000, and $50,000
and above. Marital status was grouped into twogrates: “married/partnered” included
respondents who were married or part of an unnthaoeiple; “single” included persons who
were divorced, widowed, separated, or single. Atyirvariable was created to indicate whether
a respondent had at least one person s/he corgi@@ersonal provider. Insulin use, a need
variable, indicated respondent’s diabetes severity.

Regression models for all clinical and self-cadicators except DSME, included DSME
as a covariate in the model, since diabetes edurcatid self-management programs are

associated with diabetes clinical and self-carg.(8&ar was modeled as a categorical variable.



Multiple Wald tests were conducted to determinesilgaificance of time (i.e., BRFSS survey
year) and race for each care indicator. An expboyadnalysis was also conducted to examine
possible effect modification of race and DSME oaheeare variable. Corrections were not
applied to account for multiple testing as this mamgtribute to type Il errors and erroneous
acceptance of the null hypothesis (62). All anadysere conducted using Stata/IC 12.0.
Sampling weights were applied to construct popaoitaéistimates and account for complex
survey design and nonresponse (63).

BRFSS is a cross-sectional telephone survey, adtameid in English or Spanish, in
which self-reported, health-related data are ct#genonthly in all 50 states, the District of
Columbia, Puerto Rico, the U.S. Virgin Islands, &ubm. BRFSS constructs its probability
sample using a disproportionate, stratified, randampling design based on the density of
known telephone numbers in a given area. Telephan®ers are classified into either high or
medium density strata, with numbers from high digretrata sampled at a higher rate. Across
states and territories, the median response m@ate 2001 to 2010 was 51.2%, with the lowest
median rate in 2003 (42.4%) and highest medianima2810 (54.6%). Additional details
regarding the BRFSS questionnaires, survey metbggi@nd data quality are available at

www.cdc.gov/brfsg64).

Results
U.S. Population with diabetes

A total of 355,620 BRFSS respondents with diabete® included in the study sample.
The study sample was predominantly older (46% \ages 45 to 64 years, 38% were 65 years
and older), White Non-Hispanic (63%), married/par&d (62%), had a high school education or

higher (80%), some form of health insurance (8986) someone they considered a regular
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provider (93%). Given the high proportion of retment-aged respondents, only 36% indicated
being employed, and 43% had an annual incomehess$25,000. A quarter of respondents
were taking insulin, and most respondents wereveeight or obese (83%). Although there were
a few differences within some subgroups betweensydélae composition of respondents was
relatively consistent from 2001 to 2010 (Table 1.1)

Figure 1.1 and Table 1.2 show unadjusted, weightegdortions for clinical and self-care
indicators over time. With respect to clinical gafreere were significant increases from 2001 to
2010 in receipt of A1C tests, foot exams and flotst{64.6 to 69.9%, p<.01; 64.2 to 67.7%,
p<.05; and 42.9 to 50.5%, p<.001, respectivelyweler, there was a significant decline in eye
exams (66.6 to 62.1%, p<.01). For self-care aatwjtthere were significant increases in DSME
(52.4 t0 57.2%, p<.01), and SMBG (55.2 to 63.3%0p¥ decline in self-feet checks (74.9 to
70.8%, p<.01), and no change in exercise.

Fully adjusted regression models validate soméesd findings, showing increased odds
for most clinical but not self-care indicators 01D, compared to 2001 (Table 1.3). Odds for
receiving A1C tests, annual foot exam and flu shwtuated and were higher in 2010 relative to
2001 (p<.05). Odds for receiving an eye exam fefirdgime and were lower in 2010 compared
to 2001 (p<.001). There were fluctuations in odusappropriate self-care from 2001 to 2010,
with steadily higher odds for SMBG over time (p<l®decreasing odds for self-feet checks
(p<.01), and no significant differences in DSMEeaercise in 2010 compared to 2001.

Receipt of appropriate clinical care

Being at least 45 years, married/partnered, havigiger educational attainment,

insurance or a regular provider, taking insulin ®ME were factors positively associated with

receipt of most clinical care services (Table p805). Black Non-Hispanics had higher odds of
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getting annual foot and eye exams, but lower odd®eting a flu shot compared to White Non-
Hispanics. Hispanics had lower odds of receiving @frthe recommended clinical care services,
except for eye exam, compared to White Non-Hisgamten were more likely to get an annual
foot exam, but less likely to get A1C tests or eyam than women. Respondents with annual
household incomes of $25,000 or greater had higtiés of getting an eye exam (p<.001), and
the highest income group had higher odds of getifig shot compared to the lowest income
group (p<.05).
Engaging in appropriate self-management

Women, 18 to 44 year olds, those who were marréttipred, had at least a high school
education, annual household income of $25,000eatgr, health insurance, a regular provider,
or taking insulin had higher odds for participatiarDSME (p<.05). Black Non-Hispanics also
had higher odds of receiving DSME (p<.001), whetdapanics had lower odds (p<0.01),
relative to White Non-Hispanics. Models that inadddDSME as a covariate demonstrated that
receipt of DSME was associated with higher oddSMBG and exercise (p<.001), but not self-
feet checks. Other factors associated with SMB@Gded having health insurance, a regular
provider and insulin use (p<.001). However, Hispanmen, those with incomes greater than
$25,000 or a college degree, were less likely taloot SMBG (p<.01). Black Non-Hispanics
and those taking insulin had higher odds of sedt-tdhecks (p<.001), but men, college graduates,
married/partnered respondents, those with incomestgy than $25,000, or were ages 18 to 44
years, had lower odds for self-feet checks (p<.Dbgontrast to SMBG and self-feet checks,
men, Other Non-Hispanics, those who were marrietiipeed, ages 18 to 44 years, with at least
a high school education or incomes $25,000 or grehad higher odds of getting any exercise

(p<.01). Insulin users were less likely to engagany physical activity (p<.001).
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Racial/Ethnic differences in clinical and self-care

Some racial/ethnic differences were observedimoal and self-care. In stratified,
univariate analyses (Figure 1.2, Table 1.4), aisagmtly higher proportion of White Non-
Hispanics received all four clinical services, DSl engaged in SMBG and exercise,
compared to Hispanics in 2001 and 2010 (p<.01l)ighdr proportion of White Non-Hispanics
engaged in exercise and got flu shots comparedaitkBNon-Hispanics in 2001 and 2010
(p<.05). A higher proportion of Black Non-Hispaniezeived an annual foot examination
compared to White Non-Hispanics in 2001 and 20%00%). In 2010, a higher proportion of
Black Non-Hispanics conducted self-feet checks tdrite Non-Hispanics (p<.01). There were
no other significant differences in care betweamatéethnic subgroups in 2001 and 2010.

From 2001 to 2010, White Non-Hispanics experiersigdificant increases in annual
foot exams (64.2 to 68.0%, p<.05), flu shots (46.33.9%, p<.001), DSME (54.9 to 59.9%,
p<.01), and SMBG (58.6 to 63.0%, p<.05), but dedim eye exams (68.8 to 63.5%, p<.01) and
self-feet checks (74.0 to 68.9%, p<.01) (Figurg.1Bkack Non-Hispanics had significant
increases in receipt of A1C tests (62.9 to 73.1¢0)%) and flu shots (39.5 to 48.5%, p<.01).
They also experienced a large increase in SMBG 2061 to 2010 (54.9 to 74.8%, p<.001).
Their increases in SMBG and AL1C tests from 20020@1 were larger than the increases
experienced by White Non-Hispanics (p<.001 andré@&pectively). Other Non-Hispanics
experienced a significant increase in receiptwshots (41.6 to 53.3%, p<.001) but decline in
eye exams (68.1 to 57.9%, p<.05). There was oslgraficant increase in exercise among
Hispanics (56.7 to 63.9%, p<.05). This increase hager than the increase observed in White
Non-Hispanics (p<.05). Although each racial/etrsubgroup experienced improvements in

certain care indicators over time, Hispanics wenescstently less likely than White Non-
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Hispanics to receive or engage in most clinical sglficare activities, both at baseline and in
2010.
DSME by Race-Ethnicity

In exploratory interaction models, there was sigaiit interaction between DSME and
specific race/ethnicities for SMBG, exercise, fhosand annual eye exam. Without DSME,
Hispanics had significantly lower odds comparetMiaite Non-Hispanics for SMBG, exercise
or getting a flu shot. However, Hispanics who reediDSME had significantly higher odds for
SMBG, exercise and flu shots (OR=2.03 (1.74, 2.86)05, OR=1.85 (1.59, 2.15), p<.001, and
OR=2.00 (1.73, 2.32), p<.001, respectively) remtw White Non-Hispanics who also received
DSME (OR=1.73 (1.65, 1.80), OR=1.39 (1.33, 1.456)] ®R=1.44 (1.38, 1.50), respectively).
There was also significant interaction between Bldon-Hispanics and DSME (p<. 01).
Without DSME, Black Non-Hispanics had higher odolsdetting an annual eye exam compared
to White Non-Hispanics (OR=1.39 (1.27, 1.52) p<)0@¥ith DSME, their odds for getting an
eye exam remained relatively unchanged (OR=1.4%6(1..58)) but were significantly lower
compared to odds for eye exam among White Non-Hispavho also received DSME
(OR=1.66 (1.59, 1.74), p<.01).
Discussion

Study findings show that approximately 50 to 719BBFSS respondents with diabetes
received or engaged in key diabetes care or desviVhile the positive trend in A1C testing,
annual foot exams, flu shots, DSME and SMBG is araging, gains were modest. There were
significant declines in annual eye and self-feemxations, with no change in exercise. Having
insurance, a regular provider, taking insulin, &8ME were strongly associated with most

clinical and self-care indicators. In other wortl®se who had been educated about how to

14



manage their diabetes, or had access to healtbcarprovider they trusted, were more likely to
seek appropriate care and engage in beneficialitaesi for their diabetes. These results confirm
the latest assessment of diabetes quality of é&eand expand on this evidence to highlight
existing disparities.

It is unclear what contributed to increases in seergices and activities but not in
others. Over the past decade, improvements in pseseof care due to innovations like
Wagner's Chronic Care Model (16), availability sidence-based diabetes and chronic disease
self-management education programs, such as Stésfohronic Disease Self-Management
Program (66), and expanded coverage of outpati&MB under Medicare (67), may have
contributed to the upward trend. However, improvetsén care processes, and availability and
insurance coverage of DSME programs, did not tedashto improved care or increased receipt
of DSME among all sub-populations. It is possilblattpeople are less likely to get an eye exam,
since it requires an additional medical visit whiohy pose a barrier for some. However, this
would not explain why receipt of eye exams declioedr time. With respect to declines in self-
feet checks, it may be that progress in medic@areh and treatment has led to an increased
reliance on medications over self-management &ietsvor education.

It is also unclear why men, those earning less $24n000 or had a college degree had
lower odds for SMBG, and why both higher educatiod income were associated with lower
odds of both SMBG and daily self-feet checks. THaslngs are counter to expectations that
respondents with greater education and financiansevould be more likely to engage in
health-promoting behaviors. It could be that thagl higher incomes or educational attainment
may have less severity of disease or may be moteséal on other self-management activities. It

is not surprising that having health insurance mgular provider were associated with higher
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odds of most care indicators, as these factorkrayen to support access to services and
improved self-management (68-70). Insulin use alss positively associated with all care
indicators. Respondents on insulin may have morersadiabetes and may consequently be
more aware of activities required to monitor theaalth. However, their health status may also
impair their ability or interest in engaging in @gal activity. Although respondents 18 to 44
years old had higher odds for physical activity &8ME, it is concerning that they were less
likely to receive several clinical care servicempared to their older counterparts. The literature
is surprisingly scant in explaining why peoplehistage group may be less likely than older
adults to seek or receive appropriate diabetescesvBarriers to care may be due to busyness,
lower perceived need or disease severity. Howewere research is needed to understand this
pattern and how to improve receipt of recommended among 18 to 44 year olds.

Despite potentially great variation in the typesi@fbetes self-management education
available to respondents, those who participateme type of DSME had higher odds for most
clinical and self-care measures. This cross-seatidaita does not allow us to establish causality,
but these findings support past research demomgjridie positive role of DSME in encouraging
people with diabetes to seek appropriate diabdit@sal care and perform recommended self-
management activities (66, 71, 72). ParticipatoDEME is a reflection of several elements,
including access to health care, being part ofatihheystem and insurance plan that
appropriately refers, offers and covers effecthv@&ME, and personal factors that influence one’s
decision to participate in DSME (73). Unfortunatednly 57% of BRFSS respondents indicated
receiving DSME. These results make a case for impgoaccess to DSME among populations

who are less likely to have received DSME and revended standards of diabetes care.
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With respect to disparities in care, Hispanics wess likely to experience significant
improvement from 2001 to 2010 in most care measamdsalso had lower odds for most
measures compared to White Non-Hispanics. Althddigpanics’ self-care and receipt of
services improved if they received DSME, as demratesd in the interaction models, they had
significantly lower odds of getting DSME. Older #duand men were also less likely to receive
DSME. This may be due to barriers related to cognidysfunction, depression or mobility
among older adults (74) and less flexibility orgmved need among men (75, 76). In light of
epidemic proportions of Hispanics with diabetes mtdeased prevalence of diabetes among
men and older adults (77), it is important to tathese sub-populations with tailored DSME,
such as culturally and language appropriate DSMBEHfspanics, innovations like telephone-
based or in-home strategies for older adults, anckraffective recruitment of men (78, 79).

Although the data did show additional racial/ethdifterences in clinical care and self-
management, some of these differences were inagintr expected disparities in care. These
findings show that Black Non-Hispanics were mokelly to receive key clinical care or engage
in self-management activities, such as annualdadteye exams, DSME and self-feet checks,
compared to Whites Non-Hispanics. Hispanics wese alore likely to have gotten an annual
eye exam. However, Black Non-Hispanics were ldsd\lito get a flu shot, and Hispanics were
less likely than White Non-Hispanics to receiveengage in five out of eight clinical and self-
care measures.

It is possible that the certain racial/ethnic mines who are aware of their diabetes
diagnosis may be more motivated to seek recommeset®ttes and engage in appropriate
preventive self-care practices. One recent stud®066 to 2010 registry data found that African

Americans with diabetes were more likely than Wihitereceive recommended care. However,
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they still experienced poorer outcomes (80). Timplies that the improvements seen among
Black Non-Hispanics in clinical and self-care measun this study, may not necessarily
translate into better health outcomes, and additiontailored interventions may be needed to
translate receipt of care into improved healttis sub-group. More research is needed to
understand this gap between receipt of care arithrmacomes, and explore ways to improve
translation of care into better health among Afi¢anericans. In addition, the poorer odds of
Hispanics receiving or engaging in recommendedaairand self-care suggests that they may
experience barriers to care and education, beyurgktrelated to insurance status and income.
The existing literature shows that barriers relatedulture, language, child care, transportation,
health knowledge, time, cost and perceived neettibate to poorer health care utilization
among Hispanics (81, 82). The Affordable Care A A) includes several provisions for
diabetes prevention and care, as well as prograohsesearch out of The Office of Minority
Health and CDC, directed towards minority populagiovith diabetes (3). Expanding insurance
coverage and programs may improve access to dsbeltded services and tailored education
and outreach to Hispanics and other at-risk pojauriat
Limitations

There are some important limitations to note wiRASS data. Given BRFSS’ cross-
sectional design, the data can only be used to ieeaassociations not causality between
variables. More people are relying on cell phomes @pting not to have land-line telephones,
which has contributed to poor response rates fepl®ne-based surveys (83, 84). Until recently,
BRFSS did not include cell phone numbers in itsgarg frame. Consequently, respondents
with land-line telephones from 2001 to 2010 maybwgeneralizable to the broader US

population. Studies have found lower rates of pigaition in public health surveillance surveys
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in areas with higher percentages of African Amergcand non-English speakers, including
Spanish-only speakers, despite the fact that sarMey BRFSS are administered in English or
Spanish (85, 86). This may further limit generaitity and application of BRFSS data to
examine racial/ethnic disparities and may painveerly rosy picture of disparities in diabetes
care. In this analysis, Asians, Pacific IslandArsgrican Indian/Alaska Natives, and other Non-
Hispanic race/ethnicities were combined into omgdagroup, since their subgroup sample sizes
were too small to allow for stable estimates. Camnnlyg racial/ethnic groups can mask between
group differences and potential disparities. Desthiese limitations, BRFSS provides an
opportunity to identify potentially important assat@ns, and its greatest strength lies in the
breadth of the survey, covering all 50 U.S. stata$territories, including a large sample size
that is nationally representative, to a certainrdeg
Conclusion

The findings from this study provide some clarifioa on the current quality of diabetes
clinical and self-care, how this has changed owee tand highlight existing disparities and
areas for improvement. Having health insurancegalar provider and DSME contributed to
increased likelihood of receiving recommended diedbelinical care or engaging in appropriate
diabetes self-care activities. Hispanics and mési@rt on most care measures. Although Black
Non-Hispanics were more likely to receive recomneehdiabetes care, recent evidence shows
that this may not necessarily translate into imptbliealth. This study also confirms the
importance of diabetes self-management educatipnomoting receipt of recommended
services and self-care. The greatest return orstment may be in increasing receipt of DSME
among people with diabetes. However, only halhefpopulation with diabetes had received

any form of DSME, and sub-populations with highetbetes prevalence, such as Hispanics,
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men and older adults, were the least likely toikecBSME. Disparities in care reflect the
complexities of developing appropriate intervensi@amd outreach to ensure that populations
both have access to recommended care and expenepia/ed health outcomes. With the
rollout of the Affordable Care Act, improvementsraceipt of appropriate diabetes care and self-
management may be observed over time, includinghngmatrisk sub-populations. Health care
providers, educators and policy-makers have a poppartunity to take advantage of ACA-
related health care and promotion changes and depansurance coverage, and identify ways

to leverage ACA provisions to increase accessdomenended services and receipt of DSME.
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Table 1.1. Characteristics of BRFSS respondents di@betes from 2001 to 2010 (weighted percentages)

All years 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
% (N) % (N) % (N) % (N) % (N) % (N) % (N) % (N) % (N) % (N) % (N)
Race/Ethnicity
White N-H| 63 (253,696)| 65 (10,105) 63 (13,33R2) 65 (15,495) (15510)| 64 (23,969) 64 (25,690) 63 (34,636) €&2835)| 61 (37,284) 63 (40,840)
Black N-H| 15 (44,672) 14 (1,820 15 (2,222) 15 (2,738) 1398) 15 (4,035) 14 (4,516 15 (5,867) 15 (6,012) (6,320) 15 (7,286)
Other N-H| 7 (22,550) 6 (1,069) 7 (1,350) 7 (1,431) 6 (1,392) 6 (2,225) 7 (2,377) 7 (2,908) 7 (3,023 7 (3,294) (3,481)
Hispanic| 15 (29,566) 14 (1,448 15 (1,578) 14 (1,79p) 1078) 15 (2,666) 15 (2,981 15 (4,025) 16 (3,838) (4,808) 15 (4,849)
Age groups
18 to 44 yearg 16 (32,539) 16 (2,164 17 (2,592) 17 (2,798) 1633) 16 (3,558) 14 (3,341 16 (4,026) 16 (3,710) (3,672) 15 (3,645)
45 to 64 yearg 46 (155,342) 45 (6,438 44 (8,133) 45 (9,736) 4K449)| 45(14,891) 47 (16,167) 45(21,198) 46 (20)5 46 (22,541) 46 (24,238)
>65years| 38 (167,739) 39 (6,031 40 (8,054) 37 (9,195) 394%34)| 38 (14,871) 39 (16,577) 39(22,846) 38 (2B)1 38 (26,173) 38 (29,597)
Gender
Female| 50 (211,133)] 52 (8,580 52 (11,06f7) 51 (12,810) (1)341)| 50 (19,722) 49 (21,205) 50 (28,880) 50428)| 49 (31,038) 50 (34,193)
Male | 50 (144,487) 48 (6,053 48 (7,712) 49 (8,919) 15m335)| 50(13,598) 51 (14,880) 50 (19,190) 50 (@9)1 51 (21,348) 50 (23,287)
Education
None to some 4
high school 19 (64,661) | 23 (3,427 22 (4,025) 21 (4,459) 2146) 20 (6,253) 20 (6,719 18 (8,623) 18 (8,117) (8828) 17 (9,264)
HS grad/GED| 33 (123,147)] 33 (4,959 33 (6,468) 34 (7,419) 3828) | 33(11,671) 33(12,503) 33(16,725) 33 (16)5133 (18,242) 32 (19,822)
Some college 25 (90,864) | 25 (3,504 25 (4,523) 25 (5,453) 2378) 26 (8,416) 25 (9,091 25 (12,219) 26 (12,3B@p (13,805)| 26 (15,145
College grad| 22 (75,647) 19 (2,676 20 (3,701) 21 (4,328) 2283) 21 (6,868) 22 (7,656 24 (10,321) 23 (10,2624 (11,502)| 25 (13,050
Income
<$25,000| 43 (142,187), 46 (6,146 46 (7,816) 46 (9,322) 45923)| 44 (13,694) 42 (14,44%) 40 (18,465) 41 (Q8)5 41 (20,351) 41 (22,428)
$2§A%Og;8 29 (86,535)| 30 (3,457 31 (4,599) 30 (5,38[7) 3636) 29 (8,131) 29 (8,759 28 (11,752) 28 (11,5728 (12,792)| 27 (13,748
>$50,000| 28 (72,121)| 24 (2,433 23 (3,192) 24 (3,724) 2848) 27 (6,326) 29 (7,231 32(10,343) 31 (10,4381 (11,482)| 32 (12,504
Married/Partnered
No | 38 (176,578| 39 (7,192 39(9,197) 38(10,685) 3BJ17)| 38 (16,316) 38 (17,936) 38(23,866) 39 (@8)7 38 (25,949) 38 (28,884)
Yes| 62 (177,791)] 61 (7,400 61(9,533) 62 (11,023) B2§34)| 62 (16,907) 62 (18,026) 62 (24,038) 61428)| 62 (26,240) 62 (28,353)
Employed
No | 64 (245,283), 63 (9,419 63 (12,26p) 63 (14,283) (164302)| 63 (22,674) 63 (24,535) 64 (33,399) 64?88)| 64 (37,075) 66 (41,554)
Yes| 36 (109,016)] 37 (5,167 37 (6,460) 37 (7,379) 3848) | 37 (10,550) 37(11,421) 36(14,485) 36 (111)4|536 (15,089)] 34 (15,646)
Health insurance
No | 11 (30,036) 10 (1,316 11 (1,828) 11 (2,010) 1478) 11 (2,999) 10 (3,085 11 (4,117) 10 (3,663) (4,047) 11 (4,495)
Yes| 89 (324,816)| 90 (13,292) 89 (16,913) 89 (19,665) (ZW196)| 89 (30,240) 90 (32,937) 89 (43,847) RG44)| 90 (48,227) 89 (52,855)
Regular provider
No | 7(19,243) 7 (957) 8 (1,238) 7 (1,276 7(1,477) (1,B62) 7 (1,903) 8 (2,661) 7 (2,462 8 (2,659) 2,748)
Yes| 93 (335,348)] 93 (13,629) 92 (17,500) 93 (20,2B31) (2B3188)| 93 (31,378) 93 (34,094) 92 (45,294) 9BR45)| 93 (49,606) 93 (54,583)
BMI
Normal weight| 17 (55,120) 19 (2,643 20 (3,367) 18 (3,604) 1834) 17 (5,304) 16 (5,543 17 (7,188) 16 (7,105) (7,888) 15 (8,347)
Overweight| 33 (110,365)| 35 (4,899 34 (6,136) 34 (6,866) 3268) | 33(10,321) 33(11,294) 32(14,709) 32 (146332 (15,832) 32 (17,504)
Obese| 50 (170,879)] 47 (6,272 46 (8,217) 48 (10,006) ¥BQ56)| 50 (15,961) 51 (17,331) 51 (23,565) 52123)| 52 (25,808) 53 (28,514)
Taking insulin
No | 73 (188,967) 73 (8,667 74 (11,426) 74 (14,719) (I&,062)| 74 (17,327) 74 (22,014) 73 (24,020) 7282B)| 71 (24,454) 70 (26,457)
Yes| 27 (70,970) | 27 (3,248 26 (4,158) 26 (5,206) 2383) 26 (6,226) 26 (7,922 27 (8,681) 28 (9,085) (2832) | 30 (10,855
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Table 1.2. Unadjusted, weighted proportions fobetas clinical and self-care indicators, 2001 td@®0

Annual foot Self-feet

HbAlc exam Eye exam Flu shot DSME SMBG check Exercise

% SE % SE % SE % SE % SE % SE % SE % SE
All 64.6 13| 642 1.7 66.6 1)1 429 10 524 1.2 5522|1749 12| 63.0 1.
— | WhiteN-H | 68.1 14| 642 14 688 1383 462 12 549 14 5864|1740 1.3 669 1.
§ Black N-H | 62.9 3.5| 72.0 2.8 652 30 395 25 565 3.0 54.90|379.2 2.7 555 2%
Other N-H | 704 38| 705 34 681 3]7 416 32 490 3.8 5796|3782 34 652 34
Hispanic 541 354 540 34 608 33 344 28 426 (3.3 4453|3716 3.8 56.7 2.
All 68.2 1.2| 66.7 1.3 641 13 454 10 557 [1.2 5593|1752 1.1 642 1.
~ | WhiteN-H | 68.6 14| 66.8 1.3 663 13 469 11 560 (1.3 5873|173.3 1.2/ 66.1 1.
§ Black N-H | 69.8 2.7| 76.8 2.2 701 26 417 23 576 2.7 5807|2748 26| 643 2.
Other N-H | 67.2 5.2| 63.2 6.5 551 57 456 39 571 45 47.64|569.8 4.6 66.9 3.4
Hispanic 65.7 3.7 59.9 3.7 564 3/8 424 34 522 3.8 4938|3816 29 573 34
All 659 12| 674 11 613 12 445 10 542 [1.1 57.02|173.7 1.1 643 1.
o | WhiteN-H | 69.1 1.3 69.4 1.7 60.2 13 46.7 11 553 [1.3 6043|1719 14 68.2 1.
§ Black N-H | 67.8 3.0 724 25 66.8 27 426 24 594 P24 6185|2795 1.9 603 24
Other N-H | 60.7 6.1 715 4.3 604 55 429 3.7 473 (5.2 4476|4757 4.8 628 5.
Hispanic 571 3.3 577 31 606 3/0 375 26 488 (3.0 4861|3723 3.00 586 2.
All 689 11| 668 11 620 1)J1 46.3 09 56.6 [1.1 5961|1713 1.2/ 66.4 O.
WhiteN-H | 71.2 1.2 67.2 1.2 634 13 482 11 588 [1.2 6292|1717 1.3 693 1.
% Blaok N-H | 67.8 22| 733 21 631 21 416 20 571 P21 6042|2763 20 615 1.
Other N-H | 72.1 4.5 63.6 4.3 622 444 503 37 553 42 6033|4724 4.2/ 686 3.1}
Hispanic 615 3.7 599 3.3 56.7 3/3 409 2.7 502 [B.3 4914|3650 3.7 615 3.
All 64.3 1.2| 66.1 1.3 605 12 399 08 543 [1.2 6052|1733 1.1 608 1.
o | WhiteN-H | 68.8 1.5/ 68.6 1.3 615 144 428 11 569 {14 6502|1726 15 645 1.
§ Black N-H | 62.1 25| 73.2 2.3 63.2 23 372 19 597 P2 6213|2776 20 586 2.
Other N-H | 63.5 4.4 719 3.3 626 40 470 33 489 41 6547|3752 3.7 664 3.
Hispanic 527 3.9 524 3.7 566 35 304 19 447 PB4 46.64|369.8 3.5 487 3.
All 68.2 1.0/ 67.8 1. 641 11 458 09 547 [1.1 6331|1737 1.0 657 O.
o | WhiteN-H | 68.9 12| 674 13 636 13 503 12 574 (1.3 6494|1732 1.2 69.2 O.
§ Black N-H | 70.0 2.3| 76.6 2. 674 2/4 430 22 589 P23 6931|2785 20 614 2.
Other N-H | 69.4 3.7 706 34 674 35 448 33 494 36 6322|3768 3.1 671 2.
Hispanic 63.7 3.2 626 3. 613 31 333 23 46.2 3.1 54.22|370.8 34 59.7 3.
All 696 12| 694 11 663 11 521 09 577 [1.2 6242|1745 1.1 655 O.
~ | WhiteN-H | 70.8 1.2} 706 11 655 122 556 10 612 Q12 6641(173.0 1.3 678 O.
§ Black N-H | 69.7 2.6 77.1 2.2 68.2 2/6 486 2.2 598 2.7 6646|2782 24 631 1.
Other N-H | 69.0 53] 691 51 730 33 537 34 582 49 5790|5745 44 712 24
Hispanic 659 3.7| 57.7 3.6 638 35 425 22 446 B.6 49.26|3757 2.9 587 2]
All 686 1.0/ 672 11 622 1/0 499 08 563 [1.0 62.80|171.8 1.0 63.7 O.
o | WhiteN-H | 70.1 1.1} 66.7 1.3 622 13 517 10 56.1 (1.3 64.23|169.8 1.2/ 66.0 O.
§ Blaok N-H | 71.0 24| 771 21 651 2/4 456 19 616 (2.2 6434|2771 22/ 609 1.
Other N-H | 69.8 3.3] 723 2.8 623 35 517 2.7 527 B5 6083|3740 3.3 687 21
Hispanic 594 33| 561 31 591 3/0 457 23 526 29 5930|3735 3.00 586 2.
All 676 12| 684 1.7 638 11 495 09 569 (1.1 6191|1701 1.2/ 63.2 O.
o | WhiteN-H | 70.2 1.3} 721 11 637 12 526 10 581 1.2 63421692 14 646 L1
§ Black N-H | 67.7 2.9 70.3 3.( 654 209 466 2.7 56.6 29 6578|2709 29 616 2.
Other N-H | 69.6 3.9] 69.5 4. 673 37 545 30 572 {39 56.20|471.4 39 654 2.
Hispanic 575 3.7 55.2 3.6 60.7 35 408 2.2 529 B4 5685|3733 3.8 598 24
All 69.1 1.0 67.7 1. 621 1/0 505 08 572 [1.0 63.39|070.8 1.0 64.0 O.
o | WhiteN-H 69.6 1.2 68.0 1.7 635 12 539 10 599 {11 63.02|1689 1.3 651 O.
§ Blaock N-H | 73.1 1.9 754 2.( 634 22 485 19 575 P21 7487|176.8 19 580 1.
Other N-H | 63.6 3.8) 66.2 3.7 579 35 533 28 573 PB5 5437|3689 39 712 2.
Hispanic 62.0 34| 543 3.3 558 33 402 18 433 [B.2 5323|3738 3.6 639 1.

OO 0O +FHF I RSO IV THroO O IO FTTHOO0OR0OSCOOINPFOOORTHHOOOOO W IO OO OO

DSME: diabetes self-management education; SMB@&-nsehitoring blood glucose
Proportions standardized to age distribution of@&Ehsus 2000 population.
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Table 1.3. Odds Ratios for diabetes clinical arlicsere measures

Al1C Annual Eye Flu Self-feet | Physical
tests foot exam | exam shot DSME | SMBG check activity
OR OR OR OR OR OR OR OR
(se) (s9) (se) (s9) (s9) (se) (se) (s9)
2002 | 1.19* 1.05 0.90 1.18* 1.14* 1.17** 0.96 1.06
(0.07) (0.06) (0.06) (0.05) (0.05 (0.06 (0.07, .06
2003 1.11 1.10 0.86** | 1.20*** 1.01 1.22%* 0.95 1.07
(0.06) (0.06) (0.06) (0.05) (0.05 (0.05 (0.06 .06
2004 | 1.25*** 1.02 0.82** | 1.16** 1.12* | 1.409***| 0.86* 1.06
(0.06) (0.06) (0.06) (0.05) (0.05 (0.05 (0.0 .08
2005 1.03 1.09 0.88* 0.87* 1.09 1.57%* 0.91 0.91
(0.06) (0.06) (0.05) (0.05) (0.05 (0.05 (0.0 .08
2006 | 1.13* 1.18* 0.91 1.07 1.12* 1.59%* 0.92 1.04
(0.06) (0.05) (0.05) (0.05) (0.05 (0.05 (0.0 .08
2007 | 1.25*** 1.13* 0.94 1.40%* | 1.17** | 1.57** 0.94 1.8
(0.06) (0.05) (0.05) (0.05) (0.05 (0.05 (0.0 .06
2008 | 1.16** 1.13* 0.83*** | 1.33*** | 1.11* 1.59%* 0.87* 0.91
(0.06) (0.05) (0.05) (0.05) (0.05 (0.05 (0.05 .06
2009 | 1.17* 1.19* 0.87* | 1.27** | 1.12* 1.53** | 0.84* 0.90*
(0.06) (0.05) (0.05) (0.05) (0.05 (0.05 (0.0 .08
2010 | 1.19* 1.14* 0.79%* | 1.19%** 1.08 1.50*** | 0.85** 0.96
(0.06) (0.05) (0.05) (0.05) (0.04 (0.05 (0.05 .08
Black N-H 0.97 1.55%* | 1.27%* | 0.68** | 1.17** 0.99 1.18** 1.06
(0.04) (0.04) (0.03) (0.03) (0.03 (0.03 (0.04 .0®
Other N-H 0.97 1.02 1.06 0.95 0.92 0.92 1.10 1.144
(0.06) (0.06) (0.06) (0.05) (0.05 (0.05 (0.0 .08
Hispanic | 0.87** 0.81** | 1.15%* | 0.67** | 0.89** | 0.72*** 1.02 1.00
(0.05) (0.04) (0.04) (0.04) (0.04 (0.04 (0.05 .00
18to44yearsold | 0.68** | 0.78*** |0.64*** |0.55*** | 1.08* 1.06 0.75*** | 1.38***
(0.04) (0.03) (0.03) (0.03) (0.03 (0.03 (0.04 .0®
>65years | 1.09** 1.05 1.89%* | 2.47** | 0.85*** 1.01 0.96 1.07*
(0.03) (0.02) (0.02) (0.02) (0.02 (0.02 (0.03 .00
Male | 0.92%* | 1.17*** 0.93* 1.03 0.83** | 0.76*** | 0.88*** 1.29%*
(0.02) (0.02) (0.02) (0.02) (0.02 (0.02 (0.02 .00
HS grad/GED 0.95 1.08* 1.09** 1.06* | 1.48** 0.97 1.02 1.27%x*
(0.04) (0.03) (0.03) (0.03) (0.03 (0.03 (0.04 .0®
Some college 0.99 1.12* 1.16%* | 1.11* | 2.01*** 0.94 1.03 1.54*
(0.04) (0.04) (0.04) (0.03) (0.03 (0.04 (0.04 .0®
Collegegrad 1.09 1.14* 1.35%* | 1.22%* | 1.93** | 0.908* | 0.87* 2.00***
(0.05) (0.04) (0.04) (0.04) (0.04 (0.04 (0.04 .00
$25,000 to $49,999 0.97 1.01 1.13** 1.05 1.16**  0.87** | 0.90** | 1.38*
(0.03) (0.03) (0.03) (0.03) (0.02 (0.03 (0.03) .0®
>$50,000 1.05 0.98 1.39%* |  1.07* | 1.26™*| 0.77** | 0.85** | 196***
(0.04) (0.03) (0.03) (0.03) (0.03 (0.03 (0.04) .0®
Married/Partnered | 1.11*** 1.07* 1.06* 1.00 1.10%** 0.99 0.95* 1.08**
(0.03) (0.02) (0.02) (0.02) (0.02 (0.02 (0.03) .0®
Healthinsurance | 1.82*** | 1.48** |1.75%* |1.63* |1.15%* |1.40*** 1.0 2 1.04
(0.04) (0.04) (0.04) (0.04) (0.04 (0.04 (0.04) .00
Regular provider | 2.49*** | 1.94** | 1.51®* |1.58%** |1.21** |1.69*** 105 1.09
(0.05) (0.05) (0.05) (0.05) (0.05 (0.05 (0.06) .08
Takinginsulin | 1.91** | 1.98*%* | 152*%* [1.39%* [2.23** 539 |1.1 8** | 0.69***
(0.03) (0.03) (0.03) (0.02) (0.02 (0.03 (0.03) .0®
DSME | 1.56** | 2.08*** |1.65** |1.51** N/A 1.76%** 1.04 1. 44+
(0.02) (0.02) (0.02) (0.02) N/A (0.02) (0.02 (002

* p<0.05, ** p<0.01, *** p<0.001
DSME: diabetes self-management education; SMB@&nsehitoring of blood glucose
Referent groups: 2001, White Non-Hispanic, 45-6drgeld, Female, None to some high school, <$25 80@gle,
No regular provider, Not taking insulin, No DSME
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Table 1.4. Change in receipt of clinical and selfecmeasures from 2001 to 2010 (percent), by rdredey

DSME: diabetes self-management education; SMB@&nsehitoring blood glucose
Change from 2008 to 2010: * p<0.05, ** p<0.01, 1%0.001
Difference in absolute change from 2001 to 2010pamed to White Non-Hispanics (referent group): .05,¢ p<.001
2001 to 2010 proportions standardized to age Higidn of US Census 2000 population.
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White Black Other
ALL N-H N-H N-H Hispanic
Change Change Change in Change Change

in % 95CI in % 95CI % 95CI in % 95CI in % 95CI
HbAlc 2x/year 4.43** 130 7.56 146 -2.15 5.07 e 244 17.94 -6.86 -17.35 3.64 7.89 -1.67 17.46
MD foot exam 3.44* 049 6.40 3.78* 023 7.82 3.373.40 10.13 -430 -14.16 5.7 0.27 -8.89 943
Eye exam -4.45* -739 -151 -5.30** -8.71 -1.90 .82 -9.03 536 -10.19* -20.05 -0.32 -4.98 -14.11 144
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Figure 1.1. Unadjusted, age-standardized, weighteplortions for diabetes clinical and self-care
Indicators from 2001 to 2010, among people witlbdias
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Figure 1.2. Unadjusted, age-standardized, weighteportions for diabetes clinical and self-care
Indicators from 2001 to 2010, among people witlbetias, by race/ethnicity
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Chapter 3

Study 2: Changesin awareness and use of calorie information following mandatory menu-
labeling in restaurantsin King County, Washington
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ABSTRACT

Objectives

King County’s menu-labeling regulation, effectivandiary 2009, requires chain restaurants to
provide calorie information. This study examinegplation-level impact of the regulation on
calorie information awareness and use and explooéehtial disparities in outcomes.

Methods

We analyzed 2008-2010 Behavioral Risk Factor Sliaveie System data from 3132 King
County adult residents who reported eating at aladégd chain. Analyses used regression
models to assess changes in calorie informatiomeangas and use from pre- to post-policy
implementation, by customer demographics, headtustand restaurant type.

Results

Calorie information awareness and use increaseifisantly from 2008 to 2010. Unadjusted
analyses indicate the proportion who saw and uakxtie information tripled, 8.1% to 24.8%,
from 2008 to 2010 (p<0.001). Fully-adjusted anadysieow odds of seeing and using calorie
information increased significantly overall (p <01). White, higher income, and obese
respondents had greater odds of seeing caloriemiaftton. Women, higher income groups and
those eating at a fast-food chain were more likelyse this information (p<.05).

Conclusion

Significant increases in seeing and using calom@ mation occurred after implementation of

menu-labeling regulation. However, improvementsedhacross race, income and gender.
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Introduction

In recent years, policy-makers and public healdcptioners have looked toward
population-level policies, such as posting caland other nutrition information at restaurants, to
help curb epidemic levels of obesity and relatewcic diseases (41, 87). King County,
Washington began enforcement of a new menu-labedigglation on January 1, 2009 - the
second jurisdiction in the United States to dofser&New York City. The regulation requires
chain restaurants to provide calorie, saturateccéabohydrate and sodium information (88).

To date, research on the impact of menu labeliigips has primarily focused on pre-
post changes in calorie information awareness alaties ordered or purchased among patrons
intercepted at regulated chain restaurants usinggsl and/or receipt data (89-95). These
previous studies may not provide an accurate ptipankevel estimate of menu-labeling
awareness and use and are not ideal for examiringhvgegments of the population are more
likely to see and use menu labels. To assess gapulavel changes in nutrition information
awareness and use, the local health departmerit¢ Pdalth-Seattle & King County (PHSKC),
added guestions to an ongoing telephone surveymaf &ounty residents from 2008 to 2010.
This paper examines county-wide and subpopulatamges by individual-level demographics
and health status in two outcomes: menu-labelingremess (i.e., seeing calorie information)
and information use (i.e., using calorie informajibefore and after policy implementation and
examines the characteristics of restaurant cus®omere likely to see and use information after
implementation.

Methods
We conducted an observational study of menu-lageimareness and use in King

County, using repeated cross-sectional, countyifspéata from the Behavioral Risk Factor
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Surveillance System (BRFSS) from May 2008 to Decan2i010. The pre-policy period was
defined as May 1 to December 31, 2008, and postypas January 1, 2009 to December 31,
2010. A “regulated chain” was defined by the Kdgunty Board of Health as a food
establishment with 15 or more locations nationwiig).

Data Source

The Washington State Institutional Review Boardraped inclusion of the menu-
labeling module in Washington State BRFSS for adstriation to King County residents and
use of these data for policy evaluation purposhg Survey was conducted among adults using
standard BRFSS random digit-dial, landline teleghsmrvey methodology developed by the
United States Centers for Disease Control and Rtere(CDC)(97-99).

We pilot tested a module of menu-labeling questiartee King County BRFSS
guestionnaire from January through April 2008. Tihal version of questions was administered
from May 1, 2008 through December 31, 2010. Theauts, seeing and using calorie
information, were based on responses to the guesstidhe last time you ate at or bought take-
out food from <name of restaurant or store providgdrespondent> did you see any information
about the number of calories for the items you weaterested in ordering?”and“Did you use
the calorie information you saw to help you decid®at to buy?”

Study participants

The sampling frame for the survey was English-sjpgpidults, 18 years and older,
living in King County. Study analyses were limitedrespondents who reported having eaten at
a regulated restaurant in the past week, indidayagsponding “Yes” to the questioitl you

eat out in the past weeka@nd named a regulated restaurant in respongestquestion, The last
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time you ate or got take-out food, what was theenafrthe restaurant or storeRespondents
who indicated, “Don’t know”, or refused to answegr& not included in the final analyses.
Data Analysis

For descriptive purposes, we conducted univariasdyaes to estimate the proportion of
regulated chain patrons who saw or used caloranmdtion over time within demographic
subgroups. We tested differences in the propoudfal respondents who saw or used calorie
information from pre- to post-policy, and also cootéd stratified tests of proportions to
examine possible differences in the magnitude ahges in calorie information awareness and
use by race, gender, income, education, and waighthronic disease status. We then fit a
multivariable logistic regression model to compades ratios from pre- to post-policy for
seeing and using calorie information, adjustingréme, age, gender, education, income, marital
status, body mass index, chronic disease statuseatalirant-type (Model 1). Covariates were
chosen based on their potential influence on fdamaes (100-105). We conducted exploratory
regression analyses by adding interaction ternMdadel 1 to examine possible effect
modification by race, gender and income on polpact. We also fit a separate logistic
regression model (Model 2) limited to the post-ppleriod (January 2009 to December 2010)
including the same covariates as Model 1 to identtich sub-groups had higher odds of seeing
or using calorie information only after the polwsgs in effect.

A policy indicator with three time periods was deshto represent pre-policy (May-
December 2008), post—policy year 1 (January-Dece®@9) and post—policy year 2 (January-
December 2010). Race was categorized as Non-Hispinite and non-White including
Hispanic. Age was grouped into three categoriesp I, 31 to 50, and 51 years and older, to

follow age group dietary recommendations from th8.UWepartment of Agriculture (106).
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Education was grouped into: high school graduatess, some college, and college graduate.
Annual household income from all sources was ddfaeeless than $35,000, $35,000 to less
than $50,000, $50,000 to less than $75,000, an@@@@%:nd above. Marital status was grouped
into two categories: anyone who indicated beingrimdror a member of an unmarried-couple,
and persons who said they were divorced, widoweghrsaited, or single. Body mass index
(BMI) was grouped into normal weight (BMI<25), owazight (25BMI<30), and obese
(BMI>30 (107). Chronic disease status was a dichotowausble representing anyone who
had, versus had not, reported having been toldimatth professional that s/he had diabetes
(excluding gestational diabetes), heart diseas@adra prior heart attack or stroke. A regulated
restaurant was classified as “sit-down” if it prde@d both seating and table service (e.g.
Applebee’s, Denny’s and IHOP). Otherwise, it wasigieated as “fast food” (e.g. McDonald’s,
Subway, Taco Bell and coffee, juice or dessert shegch as Starbucks, Jamba Juice and Ben &
Jerry’s).

All analyses were conducted using Stata/IC 12.@cbkordance with CDC methodology
(9-11), survey participant responses were weigtdestjualize selection probability and to adjust
for survey non-coverage and nonresponse when ceapaiKing County population estimates
(108).

Results

There were 8,737 King County BRFSS respondentsiduhie study period. Nearly two-
thirds (65.0%) indicated having eaten out in thet peeek. Among those who ate out, 72.8% ate
at a regulated chain (i.e., 47.7% of the total K@aunty BRFSS sample) (Table 2.1). The 3,132
respondents who ate at a regulated chain constithéestudy population. The majority of the

study population was Non-Hispanic white (82.3%)east 31 years of age (77.6%), married or
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partnered (68.7%), high income (54.2% with annwaldehold incomes of $75,000 or more) and
well-educated (54.9% had college degrees). A dlidbtver proportion of older adults ate at a
regulated chain compared to the whole King CourRfFBS sample, 32.9% versus 38.6%, and a
slightly higher proportion was overweight or obe&25% versus 57.4%, respectively (p<.05).
Other characteristics of those who ate at a regdlelhain were not statistically different from
the whole King County BRFSS sample. Seventy-thegelated chains were included in this
analysis, with 48 designated as fast food and Zitakown restaurants. Among those who ate at
a regulated chain, the majority (87.8%) ate atsaffaod chain and not a sit-down restaurant.
Changesin calorie information awareness and use from pre- to post-policy

In univariate analyses, the proportion that sawsad calorie information significantly
increased (p<.001), tripling from 18.6% to 59.4% &nl% to 24.8%, respectively, from May
2008 to December 2010 (Figure 2.1, Table 2.2). @ rnthe full effects of labeling on calorie
information awareness and use were not appareihtwdar after implementation and were
sustained throughout the second year (Figure €4lprie information awareness increased
significantly in all subgroups from pre- to postipg (p<.001). Similarly, there were significant
increases in information use in all subgroups (p¥.8xcept among those with a high school
education or less (Table 2.2). However the amotiohange in seeing and using calorie
information differed across subgroups. The largésblute increases in both outcomes were
among white, older, wealthier, and more highly eded respondents. The absolute change in
seeing calorie information was significantly greatethose with annual household incomes of
$50,000 or above compared to those earning $3J609ear or less, and greater in the higher
education groups compared to those with a highdaliploma or less. The amount of absolute

change from 2008 to 2010 in calorie information wse significantly greater among college
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graduates compared to those with a high schoobuhiglor less, among married/partne
respondents compared to single respondents, andgatinose with an annual household incc
of $35,000 to $49,999 or at least $75,000 comptréke lowest income group (p<.0

Our fully-adjusted regression model confirmed these upwandigrin calorit
information awareness and use, with odds for sesinging information increasir
significantly in each pogtelicy year compared to 2008 (Tabl.3, Model 1). The odds of seei
calorie information after policymplementation were 4.95 (95%¢(3.65, 6.71)n 2009 and 7.1
(95%Cl: 5.27, 9.8)Llin 2010, compared to 2008 (p<.001). Across aiktperiodsNon-Hispanic
Whites and those with annual hohold incomes of $35,000 or greater, had signifigamigher
odds of seeing calorie information compared to-Whites and those in the lowest inco
group (p<.05). Similarly, the odds for calorie infeation use were significantly higher in 2C
(OR=2.73, 95% CI: 1.81, 4.)2and 2010 (OR=3.91, 95%(2.63, 5.8}, compared to 200
(p<.001), and women and higher income groups (¥80gd greater) had higher odds of us
this information (p<.05) than their counterpe

Exploratory analyses did not find ¢ significant effect modification (i.e., interactioa)
policy implementation period by race or income, ddher seeing or using calorie informatis
Nor did we find a significant interaction betweeaslipy implementation and gender on us
calorie infamation (p>.05 in all cases, results not shown)weber, effect modification b
gender for seeing calorie information was signiig@omparing both 2009 and 2010 to 2I
(p=0.004 and 0.02 respectively). Women had smaltgeases in seeing calorie irmation
from pre- to pospolicy implementation, compared to men (men 200%8R&5, 95%CI: 4.9
13.45, vs women 2009 OR=3.23, 95%CI: 2.20, 4.76) gH.0 OR=10.94, 95%CI: 6.54, 18..

vs women 2010 OR=5.11, 95%CI: 3.48, 7.52). In jpreting these resis, we note that wome
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at baseline had significantly higher odds of seeiggrie information compared to men
(OR=1.94, 95%CI: 1.13, 3.35), and that this diffex@ by sex was much smaller in 2009 and
2010.
Disparities following policy-implementation

We also examined differences in seeing and usilugieanformation across subgroups
using only data fromafter the menu-labeling policy went into effect (Tabl8,2Model 2). Fully-
adjusted logistic regression models limited to gost-policy period (i.e., January 2009 to
December 2010), showed that non-Whites had 0.64(350.44, 0.90) times the odds of seeing
calorie information compared to Non-Hispanic Whifes.05). The odds for seeing calorie
information were 1.42 (95%CI=1.03, 1.95) among ebmsmpared to normal weight
respondents. Those with annual household incomasleést $35,000 had higher odds of seeing
calorie information compared to those in the loviesbme group ($35,000 to <$50,000:
OR=1.88, 95%CI=1.20, 2.96; $50,000 to <$75,000: OBE, 95%CI=1.28, 3.08; $75,000 and
up: OR=1.79, 95%CI=1.18, 2.71, respectively). Worard wealthier respondents were more
likely to use calorie information. Women had 1.93%CI=1.01, 1.85) times the odds of using
calorie information compared to men, and those waithual household incomes of at least
$50,000 had 2.21 times the odds of using calofenmation compared to the lowest income
group ($50,000 to <$75,000: OR=2.21, 95%CI =1.2853%$75,000 and up: OR=2.21,
95%CI=1.29, 3.81). Those who ate at a sit-dowratgant had slightly lower odds (OR=0.62,
95%CI=0.39, 0.99) of using calorie information cargd to fast-food patrons.
Discussion

Following implementation of menu-labeling regulatio King County, Washington, the

proportion of customers eating at regulated reatg#tgrthat saw and used calorie information on
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menus tripled — a significant increase. The resud® this population-level study of regulated
chain patrons are consistent with the findings feopoint-of-purchase evaluation of the 10
leading regulated chains in King County, which abserved increases of similar magnitude in
the percentages of customers who saw and usedecaifmrmation from pre- to post-regulation
(94). Evaluations of menu-labeling in New York Citpnd similar increases in consumer
awareness and use of calorie information followmpglementation of its regulations (89, 90).
Using estimates of King County’s 3-year (2008-204@ylt average population (108), we
estimate at least 600,000 more King County adaks clorie information, and over 250,000
more used this information following policy implentation.

There were increases in awareness and use amaupghoups from pre- to post-policy.
However, it is also important to note disparitiegpatron awareness and use of calorie
information across demographic subgroups. Results both regression models (Table 2.3)
show that men, non-Whites including Hispanics, #medlowest income group (less than $35,000
per year) were less likely to see and/or use tlaieanformation than their counterparts. The
reasons for this may vary depending on the subgidep may have different priorities than
women in their food choices, for example, favonmegat over fruits and vegetables, or being less
likely to make dietary changes in order to loseghie(109). Non-White subgroups, particularly
those of low socioeconomic status, may have lesglauge of healthy nutrition compared to
Whites of higher SES (110). A larger proportiortteé non-White population consists of
immigrants or non-native English speakers who maehdifficulty understanding and using
calorie information posted in English. They maydavpoorer understanding about the meaning
of “calories” and how to interpret and use postddrmation. Lower income groups may not use

calorie information if the purpose of their ordeitd maximize the amount of food purchased
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relative to price (111). Lack of time, ordering halor preferences may also contribute to lower
use of calorie information (112, 113). During posplementation, it is encouraging that obese

adults were more likely to see calorie informatiban their leaner counterparts, suggesting the
group that might benefit most from this informatisralso more likely to see it.

This study provides new information about the ddfgial impact of menu-labeling
across subgroups of customers and restaurant fypesxample, there were no differences in
calorie information awareness between fast foodssirdown restaurant diners. However, those
who ate at a sit-down restaurant were less likedy tfast food diners to use this information.
This may be a reflection of patron differencesolm sample, those who ate at a sit-down
restaurant were slightly older, and less likel\)z&ve a college degree or an annual household
income of $75,000 or higher (p<.05, table not shows described earlier, those with lower
SES and older patrons may be less likely to useitiiormation for various reasons (e.g., limited
nutrition knowledge or understanding of how to oakrie information). In addition, the reasons
consumers choose to eat at a sit-down versusdadtrestaurant may influence whether they use
calorie information (e.g., special occasion).

Food choice is a complex process. Additional resems needed to understand the
reasons for these disparities and to identify sgjias to improve calorie information awareness
and use among subgroups currently less likely mefiefrom menu labeling. Further study is
also needed to identify factors that influence comsrs’ use of menu-labeling information to
make healthier food choices, to understand whyuwness may choose higher calorie options
over lower calorie options, and to determine whettmel how restaurant-type may influence
these decisions. Additional research is also needdtbw to optimize the use of menu-labels.

How information is formatted (114-116), the presentpromotional activities for specific

37



menu items (117), difficulties in understandingocal information (118), and lack of interest in
limiting caloric intake may affect use.

This study differs from the published point-of-pliase studies in that it is the first to
demonstrate the impact of menu-labeling among &regvopulation of regulated chain
restaurant patrons rather than among a selecteplesantis increases the generalizability of the
findings that awareness and use of calorie infolnahcrease after implementation of a menu-
labeling regulation. Previous studies of menu-laigetegulation have primarily used point-of-
purchase surveys and receipt information from @didhset of chain restaurants, typically fast
food chains (89-91, 94, 95, 119, 120). Our BRFSSuation also provides an assessment of
calorie information awareness and use over an dgteperiod of time, 8 months pre- to 24
months post-policy implementation, a follow-up perionger than any of the studies to date on
menu-labeling regulations. Our observation thafftiieeffect of labeling may not be apparent
until up to a year after implementation suggesas tiegative findings of some prior studies may
have been due to their limited follow-up period,(89). In addition, this study is not limited to
respondents who ate at fast food chains, but iesluthta from respondents who ate at any type
of regulated chain, either fast food or sit-dowithw 3 different chains represented. Therefore,
these study findings may paint a more completaupecdf population-level calorie information
use and awareness patterns, and whether any charngsrie information awareness and use
are sustained or magnified over time. Howevas, itnportant to note that despite the positive
trends observed in awareness and use of menu lalibis and other studies (6, 15), the
evidence is mixed as to whether consumers will s&s@ly order fewer calories or choose

healthier food options after having seen calorfermation (89, 91-95, 119-122).
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This study has limitations worth noting. First #nesats to generalizability. Until recently
(2011), BRFSS has been a landline telephone-basedys The demographics of those who
both have a landline telephone and agree to paatieiin a survey may not be representative of
the entire King County population. Details regagdiimitations in BRFSS have previously been
described (123). For example, this study’s sampale lmited to English-speaking adults and
had a higher proportion of Non-Hispanic whites th@ 2010 U.S. Census’ estimate of Non-
Hispanic whites in King County (79.7% vs. 64.4%34) Even if the study sample were
representative of the county, King County is natassarily representative of other regions in the
US. Another limitation is the lack of a compariste. This was not possible due to the high
cost of fielding the survey outside of King Counitiird, this study did not capture the amount
of calories purchased or consumed. Ascertainirgitfiormation via telephone survey would
have been unreliable (e.g. poor recall of exaat items purchased up to a week ago) and
expensive (e.g. asking multiple questions regardihggems purchased). A final limitation is
that the BRFSS captures data for adults, so thdystould not examine the effect of menu-
labeling on children and adolescents.

Conclusion/Palicy Implications

After implementation of a menu-labeling regulatiorKing County, awareness and use
of calorie information among residents who atesgtitated chains increased significantly and
across all demographic subgroups. These findinggesi mandatory menu-labeling contributes
to improving consumer awareness and use of nutrtitormation. However, non-Whites, men,
and lower income groups may be less likely to sagse this information than their counterparts.
The reasons for these disparities require additistoay to identify strategies to improve calorie

information awareness and use.
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Under the Affordable Care Act, menu-labeling regaients similar to King County’s
will be required of chain restaurants with 20 orrenlocations nationwide (125). Lessons
learned from King County and other jurisdictionatthave studied the impact of their respective
regulations may be useful as the Food & Drug Adstiation (FDA) further develops national
menu-labeling regulations. The FDA, policy-makerd aublic health practitioners should
consider whether additional approaches are needeat tonly improve menu label information
awareness and use among all customers, but afegagroups less likely to see and use menu-

labels to better understand and translate calofo@mation into healthier food choices.
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Table 2.1. Demographics of survey respondents, Kiognty, Washington, 2008-2010

Total BRFSS sample

Total who ate out

Total who ate at

(n=8,737) (n=4,302) reg(ur::tﬁsczf;am
Weighted N Weighted N Weighted N
% % %
Race/ethnicity
White, Non-Hispanic 79.7 7,392 81.7 3,711 82.3 2,715
Non-White, including Hispanig 20.3 1,345 18.3 591 17.7 417
Agein years
18-30 19.3 531 22.2 321 22.4 235
31-50 42.1 2,810 44.7 1,571 44.7 1,159
51+ 38.6 5,396 33.1 2,410 32.9* 1,738
Gender
Male 48.4 3,513 49.6 1,799 49.5 1,292
Female 51.6 5,224 50.4 2,503 50.6 1,840
Annual household (HH) income
<$35K 21.1 1,975 17.3 797 17.9 588
$35K to <50 11.8 1,058 11.5 518 11.8 383
$50K to <75 16.2 1,299 16.6 693 16.1 500
$75K+ 50.9 3,329 54.5 1,840 54.2 1,349
Marital status
Single 31.8 3,541 31.0 1,587 31.3 1,157
Married/Partnered 68.3 5,149 69.0 2,696 68.7 1,962
Education
High school graduate or less 20.2 1,619 19.2 753 20.1 560
Some college 24.5 2,267 25.6 1,164 25.0 839
College graduate 55.4 4,851 55.2 2,385 54.9 1,733
Weight status
Normal weight 42.6 3,578 39.5 1,562 37.5* 1,115
Overweight 32.5 2,919 33.8 1,531 34.5 1,123
Obese 24.9 2,240 26.7 1,209 28.0 894
Chronic disease status (diabetes, CVD)
Has diabetes or CVD 10.3 1,270 9.8 600 9.8 439
No chronic disease 89.8 7,467 90.3 3,702 90.2 2,693

*Significant difference compared to total King CoyBRFSS sample, p<0.05
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Figure 2.1. Respondents’ seeing and using calofegmation over time among those who ate at
a regulated chain, King County, Washington, 2008620
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Table 2.2. Unadjusted, weighted percent of respaisdeho saw and used calorie information
over time, King County, Washington, 2008-2010

See calorieinformation Use calorieinformation
Post- Post- Post- Post-
Pre- policy policy | Absolute % Pre- policy policy Absolute
policy, | Year 1, | Year 2, change policy, | Year 1, | Year 2, | % change
2008 2009 2010 from 2008 2008 2009 2010 from 2008
% % % to 2010 % % % to 2010
All study
respondents | 18.6 52.1 59.4 40.8*** 8.1 19.7 24.8 16.7%**
White | 18.3 54.0 61.8 43.5%* 8.1 22.2 25.8 17.6***
Non-White | 20.3 43.9 49.4 20, 1 xx* 7.7 8.9 20.8 13.1*
18-30yearsold | 17.7 54.3 52.1 34 4 4.3 20.7 20.1 15.9%*
31-50yearsold | 21.9 56.2 63.2 41, 2% 11.8 21.3 24.8 13.1%**
>50yearsold | 14.5 45.0 59.6 45,1 x+* 5.3 16.9 28.2 22.9%**
Male | 16.0 55.3 59.8 43.8*** 6.4 19.3 20.0 13.6***
Female | 21.0 48.9 59.0 38.0%*** 9.6 20.2 29.6 20.1%+*
<$35K household
(HH) income | 15.7 44.2 43.2 27.4%* 4.7 12.2 12.5 7.7*
$35K to <50 HH
income | 20.2 52.0 65.1 44 9r** 5.0 10.0 27.4 22 5%y
$50K to <75 HH
income | 16.2 57.7 64.6 48.3***¢ 9.9 24.9 25.2 15.3**
$75K+ HH income | 19.6 52.9 64.8 45, 2%*xy 9.8 22.7 30.0 20.2%**¢
Single | 19.2 52.0 52.5 33.3%* 7.1 19.6 17.5 10.5**
Married/Partnered | 18.4 52.1 62.6 44 2% 8.5 19.9 28.0 19.6%**Y
<High school
graduate | 23.4 56.1 45.9 22.6%* 8.2 16.7 14.1 5.9
Somecollege | 15.7 47.5 61.7 46.0***§ 6.0 18.7 22.0 15.9%**
Collegegraduate | 18.3 52.7 63.5 45.1***§ 9.1 21.4 30.0 21.0***§
Normal weight | 20.8 48.4 56.0 35.3*** 8.6 19.3 25.2 16.6%**
Overweight | 16.7 50.7 63.0 46.3*** 8.5 20.0 26.2 17.7%*=
Obese | 18.2 58.9 59.5 41.3%** 6.7 20.0 22.6 15.9%*
No chronicdisease | 19.0 52.1 59.0 40.0%** 8.2 19.7 24.3 16.1%**
Chronicdisease | 14.6 52.2 63.8 49, 1%** 6.8 20.0 30.2 23.5%**

Change from 2008 to 2010: * p<0.05, ** p<0.01, 1%0.001

Referent groups: White, 18-30 years old, <$35K Hebme, unmarried/no partner, high school graduatess,
normal weight, no chronic disease

Difference in absolute change from 2008 to 2010pmaned to referent group: ¥ p<0.05, § p<0.01

Sample sizes: See calorie information, 2008 (n=728)9 (n=979), 2010 (n=1086); Use calorie infoliot2008
(n=792), 2009 (n=978), 2010 (n=1083)
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Table 2.3. Fully-adjusted odds ratios from multighle logistic regression models for
respondents’ seeing and using calorie informatong County, Washington, 2008-2010

Model 2: Post-Policy | mplementation

Model 1: All Time Periods? Period”
Seecalorie Usecalorie Seecalorie Usecalorie
infor mation infor mation infor mation infor mation

OR (95% CI)

OR (95% Cl)

OR (95% Cl)

OR (95% Cl)

2009

4.95* (3.65, 6.71)

2.73***(1.81, 4.12

2010

7.19"* (5.27, 9.81)

3.91%* (2.63, 5.81

Non-White

0.69* (0.49, 0.96)

0.75 (0.49, 1.16)

0.63* (0.440)

0.71 (0.44, 1.12)

31-50 yearsold

1.06 (0.73, 1.55)

0.96 (0.59, 1.54)

0.95 (0.626)L.4

0.80 (0.48, 1.33)

>50yearsold

0.75 (0.52, 1.07)

0.93 (0.59, 1.47)

0.71 (0.477)L.0

0.90 (0.55, 1.46)

Female

0.96 (0.77, 1.21)

1.44* (1.08, 1.92

0.84 (0.688).

1.37* (1.01, 1.85)

$35K to <$50K
household (HH)
income

1.84** (1.20, 2.80)

1.47 (0.82, 2.62)

1.88** (1.2096)

1.49 (0.80, 2.78)

$50K to <$75K HH
income

1.88** (1.26, 2.82)

2.26** (1.34, 3.81

1.99* (1823.08)

2.21**(1.27, 3.85

$75K + HH income

1.77* (1.20, 2.60)

2.23**(1.34, 3.73

1.79% (B12.71)

2.21**(1.29, 3.81

Married/Partner ed

0.95 (0.72, 1.25)

1.05 (0.74, 1.48)

0.97 (0.721)L.3

1.08 (0.74, 1.56)

Some college

0.94 (0.65, 1.35)

1.00 (0.62, 1.62)

1.03 (0.693)L.5

1.07 (0.64, 1.79)

College graduate

1.00 (0.70, 1.41)

1.30 (0.84, 2.01)

1.10 (0.751)L.6

1.40 (0.88, 2.23)

Overweight

1.03 (0.79, 1.36)

1.13 (0.81, 1.57)

1.07 (0.794)L.4

1.12 (0.78, 1.59)

Obese

1.32 (0.99, 1.76)

1.07 (0.75, 1.54)

1.42* (1.085).

1.11 (0.75, 1.63)

Chronic disease

1.19 (0.87, 1.63)

1.36 (0.93, 2.00)

1.20 (0.851)L.7

1.32 (0.88, 1.98)

Regulated Sit-down
restaurant

0.83 (0.59, 1.17)

0.77 (0.50, 1.18)

0.74 (0.516)L.0

0.62* (0.39, 0.99)

a: Model 1 includes policy time indicator varialbtdeexamine odds ratios for seeing and using cainfigmation
from pre- (2008) to post-policy (2009 and 2010).
b: Model 2 limited to post-policy period (Janua§0® to December 2010) to identify which groups hagher odds
of seeing or using calorie information once pokiegs in effect.
Referent groups: Year 2008 (in Model 1), White, 38, <$35K, unmarried/no partner, High School gistd or
less, Normal weight, no chronic disease, Regulkted food chain
* p<0.05, ** p<0.01, *** p<0.001
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Abstract

A growing body of research indicates that socifgtetors play critical roles in shaping
health and are “root causes” of health disparitiesesponse, many funders have shifted their
funding priorities toward interventions addressiagt causes or “social determinants of health”
(SDOH). The Seattle & King County REACH Coalitiomsvformed in 1999 to eliminate
racial/ethnic diabetes disparities. Its early éffdargely involved direct services, such as
diabetes classes. In response to funding shi#sCthalition moved from direct services to efforts
directed at changing environmental and institutidaetors, and policies contributing to
disparities. The transition did not come easily axa/ mirror the experiences of other
community partnerships and organizations focusedi@tt services. This exploratory case
study examines the experiences of the REACH Coaliti shifting from direct-services to
impacting broader SDOH to address racial/ethnidtiheksparities, and discusses lessons

learned and the challenges such a transition poses.
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There is a growing body of scientific literatureessing the importance of social
determinants of health (SDOH) in contributing toiahand ethnic health disparities; and the
need to address determinants such as policiegnsgsand the environment, to more effectively
and sustainably reduce health disparities (5, 8, 127). This has translated into shifts among
key funders, including the Centers for Disease @b#&t Prevention (CDC), to prioritize
interventions involving policy and environmentabdges over direct services to reduce
disparities. Many community coalitions were oridipdormed to address specific disease
conditions and deliver services, such as healtlcachn classes and resources, to populations
disproportionately affected by these conditions &%. However, as a consequence of funding
shifts, existing community coalitions not previougbcused on broader social determinants may
experience difficulties transitioning from dire@rsices to effecting policy, social, or
environmental changes.

The objectives of this qualitative case study wigrto identify factors that may facilitate
or hinder a coalition’s ability to shift or expafrdm direct services to addressing broader social
determinants, and 2) to identify ways to suppodlitions to successfully make this transition.
We used the Seattle & King County REACH Coaliti@neacase study because of its mission to
eliminate racial and ethnic health disparities, asghift in strategies due to funding changes.
("REACH?” stands for “Racial & Ethnic Approaches@mmunity Health”). We also discuss
lessons learned from the Coalition throughout pinexcess, and the legacy of the Coalition at the
conclusion of REACH funding. Findings from this dgumay help coalitions similar to REACH
assess internal capacities and readiness to p8B30&1 activities. Results may also help

coalitions and funders understand the challengaltioms may experience in shifting from an
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individual-level to a policy-, systems-, and enwineental-level perspective; and devise
appropriate technical assistance to address tiedlemges.
Background. Seattle & King County REACH Coalitiohhe Seattle & King County (SKC)
REACH Coalition’s mission is to eliminate diabetetated disparities among African
Americans, Asians, Pacific Islanders, and Latinasggeinics in King County. The Coalition is
comprised of a diverse range of organizations fedusy community health and/or services for
communities of color. These include the local Hedipartment, Public Health-Seattle & King
County; the University of Washington; a healthagwality non-profit organization; community-
based organizations and clinics that provide sesvio the region’s communities of color; and
local branches of national organizations, sucthasiimerican Diabetes Association and YMCA.
CDC REACH FundingThe SKC REACH Coalition was formed in 1999 as pathe CDC'’s
first phase of REACH, “REACH 2010” (1999-2007), enabnstration research grant which
funded community coalitions grounded in communiggéd participatory research (CBPR)
principles, to develop and implement activitieglioninate racial and ethnic health disparities in
at least one of six health priority areas (50REBACH 2010, the Coalition provided culturally
and linguistically-tailored diabetes education,sup groups and self-management classes to
specific racial and ethnic groups, and supportgutaved electronic monitoring of diabetes for
its focal populations (128).

In the REACH US request for applications release2i007, the CDC described REACH
US as an initiative that “addresses racial andiettlifferences in health disparities, rather than
focusing primarily on a disease perspective”; sufgpstrategies that “impact population groups
rather than individuals”; and builds on the praetand evidence-base generated by REACH

2010. This second phase of REACH funding (2007-28ighaled a shift away from a disease
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focus and expansion in the desired approach fafitgchealth disparities, compared to REACH
2010. As with REACH 2010, REACH US also promotedlitmn activity that applied
community-based participatory approaches (129).

During REACH US, the Coalition used a train-thartea model to equip clinics, faith-
based organizations, community based organizataandssmall businesses to deliver “Reaching
Up and Out”, the Coalition’s tailored diabetes eatian and self-management curriculum (130).
They also implemented environmental and commuiell interventions to promote healthy
eating and active living, and trained community rbers in strategies, such as Digital
Storytelling, that could be used to educate themanity and elected officials on policy issues
important to the health of people of color, partcly those with diabetes (131).

Public Health-Seattle King County (PHSKC) was t&d fiscal organization for the
Coalition throughout REACH 2010 and REACH US, pdiwg administrative oversight,
coordination and evaluation. Three Coalition mendyganizations were contracted to conduct
day-to-day activities to accomplish REACH 2010 algigoals. These three community
organizations have a specific focus on working wftican Americans, Asians and Pacific
Islanders, and Hispanics, respectively. Resear@td¢he University of Washington were also
contracted to provide evaluation expertise. Comtyunembers and staff from volunteer
Coalition partner agencies were involved in Caatlitdiscussions and decision-making, with
contracted agencies carrying out most action steps.

REACH Conceptual Frameworkhe socio-ecological model (SEM) served as the epnal
framework for REACH'’s activities (Figure 3.1) (10). REACH 2010, the Coalition was
predominantly focused on individual-level chandestigh diabetes education and self-

management classes, and support groups, with sciméies geared toward influencing
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community norms and improving coordination of diseclinical care. With REACH US, the
Coalition attempted to shift its focus from direetvices to the outer circles of the SEM to effect
changes in the community, environmental, and omgditinal settings, and policy (132). The
CDC defined SDOH as “the circumstances in whichppeare born, grow up, live, work, and
age, as well as the systems put in place to dehlilviess. These circumstances are in turn
shaped by a wider set of forces: economics, spoiaies, and politics” (133). They provided

the Coalition with several ecological models ilhasing the linkages between social,
environmental, and policy factors and individuahlie; and examples of what they considered
SDOH-oriented activities.

Methods

We identified interviewees from REACH Coalition migen organizations that were part
of the Coalition from REACH 2010 through REACH Ufad could thus speak to the
experiences of their organization and the Coalitoshifting from service delivery activities in
REACH 2010 to SDOH-oriented activities in REACH U®ese included staff from
organizations with differing degrees of Coalitimwalvement (i.e., contracted or volunteer
partner) and different levels of management at @athe contracted organizations.

An interview guide was developed to solicit respemtd’ thoughts and experiences about
this shift. Open-ended, semi-structured interview@siions were asked about respondents’
organizations (e.g., mission, primary activities)e(s) at their respective organizations and in
REACH, perspectives on REACH's shift to SDOH, hdwg tchange impacted their work,
successes and challenges experienced, factofadiaated or hindered them in this transition,
and what they would like to see sustained from RBAThese general themes were based on

Coalition evaluation needs and a conceptual madé&hctors influencing organizational shift
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from service delivery to social determinants actimsed on theories regarding organizational
change and coalition capacity (Figure 3.2) (134)1Bferview transcripts and codes were
reviewed by two evaluators. We used a modified gdea theory approach to data analysis
(139). An iterative process was used to develogtiiebook. Initial interviews were used to
develop a preliminary codebook, which was modihsdhemes emerged and were confirmed in
subsequent interviews. Atlas.Ti software was usedta management.
Results

We conducted thirteen interviews with responderdsifseven REACH Coalition
member organizations: the lead fiscal/coordinatiggncy, four contracted partner agencies, and
two volunteer organizations. Organization typesuded a local health department, a university,
two community-based health clinics, a communitydoasrganization, a research center, and a
guality improvement organization. Respondents thetlseven in leadership (e.g., directors,
managers), five line staff (e.g., health educatwesimunity organizers or advocates), and one
evaluator. Key themes regarding barriers and fatilig factors for shifting to SDOH-activities
are presented below (Table 3.1). Themes regardireg respondents wanted sustained from
REACH are also summarized.
BarriergChallenges. Conceptualizing “Social Determinants of HealtlRll respondents
provided similar definitions of social determingritsough they did not necessarily emphasize
the same aspects. Some focused on mobilizing comigsifor advocacy or promoting systems-
level changes within organizations, others on gnflting population-wide policies. Almost
everyone said they or their staff initially feltdquipped or intimidated by the concept of SDOH
or how to do this work. One manager felt that assireg SDOH was too broad and difficult for

the public health sector to tackle since root caudealisparities included poverty and racism.
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Nevertheless, most indicated experiencing an eamlum their understanding and appreciation
of SDOH over the course of their involvement witBACH.

The Coalition also experienced challenges in definvhat it meant to collectively
address social determinants in tangible objectawvebsactivities. Although the CDC provided
examples of SDOH-oriented activities and socio-egiekl models for action (e.g., Figure 1),
most respondents still felt a lack of clarity inathwvas expected from them by the CDC and
looked to PHSKC, the Coalition’s lead agency, foidgnce.

“The Coalition spent a lot of time...talking aboutatiSDOH] meant and figuring out how to
take part in that sort of work... We weren't as kremgleable about doing [SDOH], so that had
to be more directed from Public Health [PHSKC] amhto make that shift.”

Most Coalition partner organizations were accustbtodanterventions which met the
direct needs of their focal populations (e.g., needailored diabetes education or services).
They felt the CDC’s SDOH examples were not saliertheir populations or were not sure how
to implement them. Some felt it would have beemptutlito have a conceptual model on how to
actually implement these SDOH activities. Sevdraught there was a disconnect or too large a
gap between SDOH-activities, like promoting healtbyner stores to increase access to healthy
foods, and eliminating disparities; and mentionedence that showed policy efforts may
improve population health but may also widen digiga: Two high-level managers, both of
whom expressed support for SDOH-activities, thoulyat evidence-based interventions that
experienced success in one community were not saclsgeneralizable to the Coalition’s
communities.

Coalition Group Proces3aVhen the REACH US grant began, the Coalition hazhldegether for

eight years and considered itself a cohesive, fualttioning partnership. The mission of the
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Coalition remained the same, to eliminate diabdiggarities in its focal populations. However,
a few respondents were worried the shift from 2@10S cut off momentum and REACH
branding established in REACH 2010. Some felt thesition to REACH US forced the
Coalition to backtrack in the coalition developmpracess, requiring it to re-define and
establish new goals and objectives that respormbdth community needs and CDC
expectations to implement SDOH strategies. It Hexhdy planned to use a train-the-trainer
model for wider dissemination of its tailored digggecurriculum, but the Coalition required two
years of group processing to identify additionehtstgies to more broadly impact their
communities. Many respondents observed that itarasallenge to engage or find a role for
everyone at the Coalition table during this procé¢she start of REACH US, some partners
were worried that they or others might not be therapriate people or organizations to have at
the REACH table to pursue SDOH activity. Wherederd thought existing partners were
appropriate, but in order to address SDOH, a nseiticor partnership (i.e., sectors beyond public
health) was necessary. They felt that new partparsicularly those more experienced with
SDOH activities, were probably needed at the Goalitable to gain momentum, and Coalition
partners needed to be at other partnerships’ téblepresent REACH focal communities and
promote the development of equitable and effeqindlecies and protocols.

Nearing the end of REACH US funding, several resignits were worried about the
future of the Coalition. They thought the Coalitioad come a long way and felt it was a waste
to lose and disassemble that. The Coalition hadegfized on ways to sustain itself, but partners
resented feeling like they had to reinvent themeseln order to be responsive to funding, while
remaining true to the Coalition's underlying missidhough respondents understood the

direction that funding was going in, they felt thfa¢ move away from direct services toward a
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focus on changing policies, systems, and enviromsn&ras too “all or nothing”, and failed to
support infrastructure and relationships that Heehdy been built and to maximize these for a
more comprehensive approach.

Organizational BarriersSeveral organizational factors hindered or slowedli@on partners’
shift toward SDOH action, such as size of partgenay, funding, competing priorities,
leadership/management, and staffing. The smaltedtacted partner had an established
infrastructure, but given its size, it had a muctaker budget and workforce compared to other
partner agencies. This translated into less fléildor both institutionalizing REACH diabetes
classes into agency activities without additiongding, and having the capacity to conduct
SDOH activities. Funding was a critical issue fibpartner agencies, particularly for the
community-based organization (CBO) and clinicsed fespondents noted that with the
economic downturn, funding had become increasitight, and CBOs, community clinics, and
other community-oriented groups often had to compat the same pot of limited funds. Many
commented on the challenge of staying true to dugéncy’s core mission while needing to be
flexible and responsive to available funding. Mokthe respondents in leadership commented
on the challenge of juggling competing prioritisgch as meeting direct, immediate community
needs (e.g., clinical care), while also fulfilliggant expectations that potentially went beyond an
agency'’s typical scope (e.g., changing the enviemtnfluencing policies).

Staff roles and backgrounds (e.g., education, rabtius, past experience with SDOH)
influenced how readily Coalition partner agencieste able to transition to SDOH action.
Those who were more accustomed working directiy wdmmunity respondents (e.g., line staff,
such as health educators) were generally slowshifbfrom a direct service mentality to

engaging in SDOH strategies. Several educatordtsawrole in SDOH efforts as meeting the
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immediate needs of the community. They viewed higgnwel SDOH activities, particularly
policy-related, to be in the realm of leadership.
“My thought about [my role] was dealing with themmunity directly versus policy.”
“I think it’s just hard working around this stuffhat’s why | stayed in my little area because |
am a program person.”
“[Leadership] needed to get [staff] to shift andcies on the policy work and try to help them
understand how that can make a difference.”
One manager observed that CBOs tend to attracieaaih a personal investment in an issue or
community, want to have a hands-on connectionégactmmunity they are serving, and
consequently may be resistant if they feel theysenaying too far from that. Ironically, several
managers indicated having staff who were engag&Di@H-oriented activities but did not
necessarily define or see it as such (e.g., conmmuarobilization activities, developing
organizational policies to support workforce wedigge

All respondents from contracted agencies struggiéiu the loss of an individual-level
focus and initially found it difficult to switch &m direct, community-oriented program work to
policy, systems, and environmental-level activiti®ésveral, mostly line-staff, said they struggled
with the lack of specificity in their roles or agties at the beginning of REACH US, while the
Coalition was still trying to figure out SDOH stegfies to pursue. Some expressed frustration
about the perpetual cycle of grants ending andnigdéike they needed to reinvent the wheel,
while finding ways for their organizations to maiim some level of continuity.

The two respondents from REACH's volunteer orgainrns were less likely to express
frustrations or challenges with the SDOH shift.Sias likely due in part to their respective

organizations, both of which were involved in prding systems-level changes; and their roles
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in the Coalition, which was not necessarily to gamt activities, but to participate in Coalition
discussions and decision-making, and share expeN@netheless, both noted observing at
Coalition meetings, the frustration among contrdetgency staff in trying to identify SDOH
strategies that were meaningful and appropriatéhir focal populations.

Facilitating Factors. Supportive leadership and collaborative principlegwving supportive
Coalition leadership was critical to getting Caalit partners more comfortable with the idea and
implementation of SDOH action. Respondents frontatitracted partner agencies expressed
appreciation for the key role the Coalition’s pragrdirector had in supporting partners’
strengths, being flexible, and meeting them whieeg wvere at. They looked to the director and
other REACH staff, based out of PHSKC, for guidadagng early REACH US. In other grants
where PHSKC was also the lead agency, some padersed the power differential between
the lead and partner agencies, and felt managesah&HSKC did not truly value community
input. With respect to REACH, however, they comradrin valuing the collaborative process
fostered by the REACH director and willingness bISKC, as represented by the director and
staff, to take a back seat and follow a flexiblesus prescriptive approach to SDOH. The
director thought it important to allow time for nrméagful group process, according to
community-based participatory principles, and moté or dictate steps which would undermine
progress. Despite feeling pressure to report pssgaad outcomes to the CDC, the director
recognized that Coalition partners needed timestggst the immediate intimidation of “doing
SDOH?”, and recognize there was flexibility in th®C’s expectations.

“I don't think the CDC was clear in the FOA in whey wanted. | don't think that they knew

clearly what it was that they wanted, so | thinleft a lot of room for interpretation... and so |
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think it gave us more of an opportunity to themiptet that in a way that seemed to make more
sense for us and our communities.”

“I think people have come to a place and they'renartable with that place. | think now people
don't feel like, ‘Oh, you're forcing me.’ | thinke&y’'re now going, ‘Yeah, | can see the value of
it, but I'm still going to do the things that | alshink are important, but | also see why we’re
doing this other thing, as well’. And I think the& very healthy place to be.”

In addition, partners found the technical assistaard resources they received from REACH
staff (i.e., program director, evaluators, and dtab educator) helpful. These included
discussions and trainings about SDOH, data forvetdion planning, assistance with evaluating
activities, and diabetes/nutrition expertise foalliey eating activities.

Incremental steps and concrete strategies conngotedmmunityThe concept of doing SDOH
work intimidated most respondents. Prior to REACSH, dJome Coalition members, mainly those
in leadership positions, had prior experience BIBOH activities. These respondents were most
willing to volunteer in REACH activities at the sgms- and policy-levels. Most line staff, on

the other hand, were accustomed to coordinatirmpoducting activities like health education
classes, addressing the individual and inter-peiderels of the socio-ecological model
illustrated in Figure 1. While a train-the-traimaodel for disseminating the REACH curriculum
to other organizations was a natural progressiom fieaching classes directly to community
members, moving to influencing polices seemed teatga leap for some. As the Coalition
brainstormed strategies beyond the individual ateripersonal levels, the strategies that
resonated most with members were those more proxintiae inner circles. These strategies and
activities were concrete, versus the seemingly loeisurealm of policy development, and

allowed respondents to be more closely connectéietcommunity. Strategies that fit with
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Coalition interests and community needs were tlloseimproved access and availability to
healthy foods and physical activity, such as comigwitchens and youth soccer leagues, and
mobilizing community to speak out about their netulsugh use of digital stories.

Digital storytelling was a “game changer”, accogito one manager. Several
respondents said that digital stories helped bridgegap in many staff members’ minds between
direct services and SDOH action. Digital storytgjlis a process in which community members
identify an issue of importance to themselves &ed tommunity, and share their personal
experiences or “stories” with the issue. Thesaesare digitally-recorded onto DVD, often
including music and visuals to illustrate the toflid0). REACH helped community members
package their stories. These stories were thentosgthre with other community members,
leaders, and elected officials to raise awareniesstaliabetes and bring attention to the
perspectives, health needs, and success storiiee cbmmunity.

“Digital stories have been really important in hgstaff] see their work...l don’t think they
understood how their work connected to [SDOH] uthtdy started making these stories and
using them.”

“1 think people making their stories is a powerfalyto get them involved. Like after they did
that, they joined the [youth leadership] group, ahdy joined our healthy youth peer educators
group and they were like all over that. | think tigital story thing is huge. I think it's huge for
our agency, | think it's meaningful for patientshink it's a tangible way for us to say, this is
something we can do to address these issues icooumunity that people respond to and care
about.”

Regarding policy, members were less hesitant if tteal something specific to

participate in. When the REACH director invitedrth& get involved with the Washington State
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Diabetes Network’s Leadership team and workgrosggeral REACH members joined, since
this provided them an established platform fromoktib apply their diabetes expertise to shape
policy recommendations to improve diabetes prevardind services for their populations.
Organic opportunities for change; Leveraging SusessSome respondents observed that the
Coalition became more responsive to natural orracgapportunities for action, rather than
feeling they needed to create or force opportunitee SDOH change. When a key community
center was faced with a severe reduction in houestd city budget cuts, staff and participants
from REACH diabetes groups rallied to fight agaithé$. They spoke about the importance of
the community center as a space where they cotitetigand learn about taking care of their
health, and shared their digital stories with eddatfficials. This experience bolstered their
confidence and willingness to speak out about desband health, as evidenced by their
increased enthusiasm to participate in subsequigrtauncil meetings and legislative days.

When the owner of a local Mexican restaurant exgg@s desire to improve the
healthfulness of his establishment’s menu offeriageader in the Latino community connected
him with REACH. They worked together to create abéites-friendly menu, and he hoped that
his move in this direction would encourage othdiriarestaurateurs to also consider improving
the healthfulness of their menus (141). His effartse covered in a local TV news segment,
which caught the attention of a local high schaolug that contacted him for help with their
plans to promote diabetes awareness and healtimg @atheir school and community. This led
to their collaboration with REACH. The success &ATH’s work with the restaurant owner
and high school group encouraged others in theit@wato pursue similar restaurant activities.
"I think it's the progression and seeing what itncdo, and seeing that, ‘Wow, if we mobilize

communities, we can actually get something donecAectually get a restaurant excited
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about changing their menus, and then maybe puglotitaand do that in larger settings. We can
get a community center to change its hours of dpmraWe can talk to elected officials and
have them know what our concerns are. We can aaltiyhave our communities write letters and
sign postcards and get funding back to somethiagwie lost’.”

Organizational factors influencing readinegs.addition to Coalition leadership, aspects of
organizational leadership, workforce readiness,iaftdstructure supported partner agencies’
transition towards SDOH action. Partner agenciels leadership that understood the connection
between SDOH and disparities, and had a histogngaging in SDOH activities were the most
ready to support the Coalition’s SDOH efforts. Thesgre also more likely to have staff that
were comfortable with engaging in SDOH activitiesl dnad past experience or education about
SDOH. One agency was originally formed by commumtpbilizers wanting to meet the needs
of their focal populations. Staff from this orgaaiimn were the quickest to identify and
implement SDOH strategies in REACH. They were atswe likely to present and champion
their SDOH intervention ideas to organizationabtllErahip. At the start of REACH US, the
REACH coordinator at one agency hired a communibpifizer to focus on fostering
connections with other organizations and leadaranticipation of future collaborations to
improve the community environment to promote hgadtating and active living. Line staff from
all contracted partner agencies were more likedy tithanagers to express insecurities about
doing SDOH work. Some respondents, mostly thoseadership or involved in community
mobilization, were eager for this shift, despiteithnsecurities.

REACH Legacy: Partnering to Promote Health Equghen asked about REACH strengths, the
concept of legacy was very important to responddritey highlighted the much-needed

culturally tailored diabetes curriculum and resasrthe Coalition had created and disseminated,

60



the reputation and branding it had achieved fodidbetes expertise and cultural competency,
and its commitment to promoting health equity. $alvepoke of the influence the Coalition had
had on their respective agencies in catalyzingtuiginal change, and expanding staff capacity
around SDOH and promoting health equity. Everyoeationed the added value of working in
long-term partnership. Although several partnersaaly collaborated with other Coalition
agencies independently of REACH, some said thatrtts¢ built within the Coalition
strengthened their commitment to REACH and desisetk opportunities to continue
partnering with other Coalition partners.
Discussion

Despite the extensive literature on community ¢mals and organizational change,
respectively, we found very few studies focuseddatly on this issue of coalitions or
partnerships shifting focus or strategies in aifigant way in response to funder expectations or
for sustainability purposes (142-144). We found tirganizational factors at partner agencies
played crucial roles in how easily the Coalitiospended to these changes. The literature
regarding organizational change, diffusion of inaibans, and public health dissemination
confirm the importance of these factors in readirfes change or implementation of an
innovation (134, 135, 145). Receptiveness andmead to move from direct services to
promoting broader social, environmental changeg#dry organization, and depended on
aspects of each organization’s mission, leademipstaff. Agencies with leadership, staff, and
infrastructure that supported and had previous reapee with SDOH-oriented activities were
more prepared, compared to the other agenciesgge and move the Coalition forward in this
direction. A key facilitating factor was having REN staff at agencies who were champions of

SDOH action and in leadership roles (e.g., directananager). They were most ready to
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identify openings for change within their organiaatand in the community (e.g., staff training
in SDOH, worksite wellness policies, joint-use agnents to expand community physical
activity options), and leverage small success@spositive next steps. Given their position
within their agency, they were able to consisteptlymote these actions to agency leadership
and line staff. The most proactive of partner agenalso hired a REACH community mobilizer
to specifically focus on SDOH opportunities.

Studies show that larger organizations are oftes iemble due to increased bureaucracy
or inertia associated with size (146-148). Intengty, the larger community agencies in the
Coalition were the most responsive to the SDOH stiife to alignment with their agencies’
mission and having appropriate staff, leadersmg,iafrastructure. Due to their size, these
organizations were able to both institutionalizeARIH diabetes classes into their regular
activities, and support expansion to SDOH-promoéatyvities, such training and mobilizing
community members using digital stories. The gigagFain was on the smaller community-
based organization, which had fewer resources,lemafrastructure, and staff who were more
accustomed to focusing on direct-service activities

Coalition partnerships that adhere to communityedgsarticipatory principles or
approaches (CBPA) are powerful entities by whichganingfully engage communities of color
and address their needs and interests, such aslipgpappropriate health resources and
improving the conditions in which they live, wodnd play. CBPA include collaborative, equal
power-sharing, and use community strengths to fooulevant issues (149). Unfortunately,
partnerships grounded in CBPA may find it diffictdtexpediently conform to funder
expectations within grant time frames. Equitabléatmration and building group consensus

take time. Strengths of the REACH grants were theration and focus on CBPA, which
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allowed for establishing strong, trusted coalitioasion-wide that could devise interventions
built on community strengths to meet community rse@dhe longevity of the Coalition
contributed to its strengths. It had built a repotafor its culturally tailored diabetes expertise
and activities, and for its commitment to elimingtidisparities and promoting equity. This
reputation was critical to the Coalition makingaads in its SDOH activities.

In addition, what a community determines it neaus$ wants may not fit with
predetermined goals or strategies outlined in als&el funding. This exemplifies the issue raised
by Trickett regarding the use of community-basedigpatory research as a worldview or
instrumental strategy (150). It is logical to fustdong community partnerships for efforts
intended to reshape community norms and surrousdiipen community-based participatory
principles are espoused as a worldview, partnessnip free to work interactively with and
within communities, in ways that fit with communityterests and have stakeholder buy-in.
However, when CBPR or CBPA are used as a toolneestmay feel like puppets of the funder
or lead fiscal agency, instead of stakeholders gathuine, equal say in what issues or strategies
to prioritize and how to implement them. This wgzablem partners experienced with PHSKC
and the local university on other grants.

Supportive leadership was critical to the succésseoCoalition. Grants are often
prescriptive in what kinds of interventions shob&ldone and how they should be implemented.
The REACH US grant allowed for flexibility, but memportantly, Coalition leadership
minimized the intimidation partners initially felly meeting them where they were at, and
allowing time for partners to coalesce, regroupuatbthis new focus, and devise a new action
plan. The REACH director sought ways to build ontipers’ strengths and encouraged small

steps versus large. The mistrust that partnersdetirds PHSKC in other grants was avoided or
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alleviated in REACH, due to Coalition leadership @taff commitment to CBPA, and their
stepping back from dictating how or what shouldibae.

Regarding Coalition membership, respondents ineécttat some Coalition partners
were unprepared for this shift, and new partnetiseethose with SDOH experience and/or from
non-health sectors, were likely needed to contebatthe expertise at the table. With the change
in grant requirements from REACH 2010 to US, passible that staff at partner agencies
assigned to Coalition activities may have needethémge, in order to meet new grant
expectations (e.g., assigning staff with more SD&plerience or orientation). However,
personnel change was not necessarily feasiblechtgatnering agency. The Coalition director
was committed to supporting existing coalition menstand believed that given appropriate
support and time, members would grow more comftetalith the new focus and find a role for
themselves. This did, in fact, happen, with somenb®r's joining other groups as REACH
representatives to be a voice for equity and enhiatedecisions were made in consideration of
their potential impact on communities of color atkder vulnerable populations. Near the
conclusion of REACH, partners indicated that theiderstanding about SDOH and their
capacity to address it had expanded as a resthiiemfwork with REACH.

While Coalition members conceptually understoodsith&o-ecological model and how
broader social determinants contributed to disieatithey initially struggled with what it meant
to address SDOH as a partnership, identifying gmpate strategies for their focal populations
and how to implement them. They appreciated thertapce of policy changes to even the
playing field and promote equity (127), but notrakmbers felt comfortable working at this
level or did not know how to begin approaching tigjge of work. Examples of evidence-based

SDOH action shared by the CDC and Coalition leddprdid not necessarily resonate with
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members. This raises two issues regarding 1) ted net only for SDOH conceptual models,
but models for implementation and disseminatiomtdrventions, and 2) generalizability of
evidence-based public health interventions. DURBGACH, variations of the socio-ecological
model and examples of SDOH efforts were providegrémtees, but no conceptual framework
for how to approach dissemination or implementatAsmdiscussed earlier, diffusion of
innovations and dissemination models could be lsefureparing partnerships for change.
These models provide insight into individual andamizational characteristics, external
influences, and steps involved in dissemination@dhelp groups evaluate what additional
elements need to be in place for successful dissdian (145, 147, 151, 152).

The experience of the REACH Coalition illustratese of the difficulties in translating
and implementing evidence-based practices (EBRpibeCDC and Coalition leadership
providing evidence-based examples of SDOH actwiiieREACH grantees, many respondents
felt these were not appropriate or would not worthwheir focal populations. Green et al
outline challenges in the implementation and tiaiesh of EBP into public health practice,
describing the importance of adapting practicaméet the needs of end users (145). This
recommendation is borne out by the Coalition’s pssc The Coalition required a lot of time to
identify suitable EBP, and synthesize and adasetistrategies to be relevant to its focal
populations. The practices that partners ralliediad were in closest alignment with agencies’
existing activities, leveraged staff strengths pagsions, and allowed for greater community
participation in promoting their own health.

Digital storytelling emerged as a powerful tool 8IDOH action among REACH
partners. For many, it helped bridge the divideveen direct services and activities promoting

social, environmental, and policy changes. Ovedigal stories were created by respondents
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from REACH diabetes classes about their respeetiperiences with diabetes. REACH partners
continued to make digital stories with communitymiers about other issues (e.g., smoking
cessation, physical activity). They were successfbluilding the capacities of community
members and REACH staff at partner agencies fomwanity mobilization and advocacy

around issues important to the Coalition’s focghydations. Community members found the
process of developing, packaging and sharing gteirfes empowering. This process boosted
their confidence to tell their stories and gavertteetool to use when speaking to others about
the issues covered in their respective storiesnBiar appreciated that digital storytelling was not
limited to one topic, but was a flexible tool tleaiuld be used to address a variety of issues and
for different purposes (e.g., empowering commumgmbers, educating community or policy-
makers). The use of digital stories was so popanarsuccessful at one partner agency, that
another REACH partner asked this agency to traeir 8taff in digital storytelling. This led to
several REACH staff being trained in digital stetiithg and to a closer partnership between two
REACH agencies around digital stories, resultinthexMOVE map (153).

Recommendationsto funders and partner ships. Recent funding opportunities, such as the
CDC’s Communities Putting Prevention to Work andr@aunity Transformation Grants (154),
suggest that funders are prioritizing multi-segartnerships focused on the outer rings of the
SEM. This is logical, under the assumption thahgoartnerships do not require extensive time
to get up to speed on SDOH action and already kayeectors, beyond public health, at the
table to effect broad-scale changes. However, itlvbe short-sighted for funders to elect
against funding existing coalitions, like the SKEARCH Coalition, that have the potential and
desire to address broader SDOH. Funders, like B@,@nust consider the degree to which they

value these community coalitions and wish to supih@m toward change. While such
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coalitions may not be immediately prepared to dne environmental, systems, and policy-
level activities, it would be a failure not to takrdvantage of the social capital and strengths
within these coalitions, and help them expand tb@pacities to address broader social
determinants, through appropriate assistance addmge. Funders and lead agencies should
ensure that all staff involved, from leadershipinie staff, are properly trained in SDOH and
dissemination models at beginning stages, to ertbateveryone is engaged and on the same
page, and have opportunities at the outset toifgigatential roles for themselves in the
process. Although CBPA are often time-consuminggdérs need to build in appropriate time
and technical assistance to allow for true collabee process. When it comes to addressing
racial and ethnic health disparities, CBPA are nli&edy to ensure buy-in of key stakeholders in
communities of color, which can be leveraged fomiediate and future endeavors.

Frieden makes the case that interventions addgebsorader SDOH have the greatest
potential to improve population health (155). Whites may be true for population health,
funders must also recognize that not all populalémel approaches reduce disparities and may
sometimes inadvertently widen them (156, 157). Baggests that more comprehensive or
focused interventions may be needed among sub-gexjgeriencing poorer health status to
complement population-level approaches. In keepiitig respondents’ suggestions, when it
comes to working with communities of color and efiating disparities, a “both/and” versus “all
or nothing” approach is needed. Sub-groups expargrpoorer health are faced with a complex
web of barriers across the socio-ecological mddai misconceptions promoted in one’s
culture to poor access to health care, and thissediapproaches across the SEM are needed in

addition to population-level approaches.
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Partnerships with limited SDOH experience who wsimove in this direction will need
to assess buy-in and readiness of all partnelSE@H action and be prepared to retrace
coalition development stages toward a shared visnuhgoals around SDOH. They should take
stock of existing capacities to engage in SDOHoac¢tand assess whether staffing and existing
partners are appropriate (e.g., hiring communitpiimer) and whether new partners are also
needed. They should identify where their effores @irrently focused in the socio-ecological
model and determine how far along the spectrum éineycomfortable going. Although the
scientific literature documents several examplesugtessful SDOH interventions, partnerships
need to take the time to decide which activitiesiaralignment with community needs and
interests and adapt them in a way that is most mgfuh to their communities.

Limitations

Some study limitations should be noted. Our studplved one coalition, which
included self-reported information from thirteespendents, whose experiences may not be
generalizable to those of other partnerships. Gikkiemature of the REACH grants, the SKC
REACH Coalition was similar in background and ag@toto many other REACH and
CBPR/CBPA coalitions nationwide. Although the Cbaf’s experience may not be exactly the
same as others’, its lessons learned may stilligeovelpful insight for others in a similar
situation. Regarding self-report bias, two of théhars were involved as evaluators for the
Coalition. They had established trust with respotsland could verify the accuracy of
responses through their own participant observataod triangulation with Coalition
documents, such as progress reports.

Conclusion
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Positive changes in public policy, the environmani] social factors hold great promise
in promoting population health and reducing hedi#iparities. Community-based partnerships
focused on communities of color are powerful as&etpromoting changes in SDOH in ways
that are salient and acceptable to their focal [adjouns. The experiences of the Seattle & King
County REACH Coalition in their transition from dat services to SDOH action, demonstrate
the challenges presented by a shift in perspectindsstrategies. This transition did not come
easily for most Coalition partners. However, despittial uncertainties, the Coalition was able
to successfully maneuver its way towards implenmgnitnodest SDOH interventions and
position themselves for future action along theeouings of the socio-ecological model. The
results from this case study may help others utaleishe difficulties coalitions may experience
in shifting from an individual-level to a sociah\aronmental, or policy-level perspective; devise
appropriate technical assistance to address tiedlermges; and leverage facilitating factors to

ensure a successful transition.
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Figure 3.1. Landscape of Influences on Health Diipa and Arenas for Policy Action (10)
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Figure 3.2 Factors influencing organizational stidim services to social determinants action
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Table 3.1. Barriers and Facilitating Factors fa

ftetg to SDOH action

Barriers/Challenges.

Facilitating Factors.

Conceptualizing “Social Determinants of
Health”
e Intimidated by concept of SDOH or how {(
do this work
e SDOH too broad for public health to tackls
e Difficulty defining how to collectively
address SDOH in tangible objectives and
activities.
e SDOH examples not salient to focal
populations
¢ Perceived disconnect/gap between SDOH
activities and eliminating disparities

e Concern population-level efforts may wide

disparities or not benefit focal populations

Coalition Group Process

e Worried shift from 2010 to US cut off
momentum and REACH branding

¢ Need to retrace coalition development
process

e Challenge to engage, find role for everyor

¢ Question if people at REACH table
appropriate

¢ Need partners from other sectors, with
SDOH expertise

¢ Shift to population-level change, away fro
direct services, too “all or nothing

Organizational Barriers

e Smaller agencies: limited resources, fund

e Competing priorities of population-level
approaches and meeting community neeq

¢ Need staff and leadership buy-in for SDO
action

o Staff passion/preferences for direct conta
with focal populations

o Staff roles and backgrounds: limited

D

n)

v

Supportive leadership and collaborative
principles
¢ Flexible versus prescriptive approach
e Meeting people where they are at
e Technical assistance and resources
around SDOH, planning, evaluation,
and expertise

Incremental steps and concrete strategie
connected to community
- o Starting with activities more proximal
to SEM's inner circles
N o Strategies and activities that allow std
connection to community
e Digital storytelling

D

Aff

Organic opportunities for change;
Leveraging Successes
e Responsive to natural opportunities f
action versus forcing opportunities for
'€ SDOH action
¢ Being prepared to build on small
successes

Organizational factors influencing
Meadiness
e SDOH-oriented leadership, workforce
readiness, and infrastructure support
of SDOH
N9¢ Mission alignment and past experien
| with SDOH activities

: ¢ Staff specifically focused on SDOH

ve

.
\

t

education and/or experience in SDOH
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Chapter 5
CONCLUSION
Summary

Health disparities arise from a complex interplayariables ranging from individual-
level behaviors and genetics to social/environmdataors (4-9, 126). Solutions for eliminating
disparities logically require interventions acrtfsis socio-ecological spectrum. This dissertation
research examined chronic disease interventionspiaamned across the socio-ecological model,
from individual and systems-level interventions;tsas self-management and clinical care, to
policy and social/environmental changes.

Study 1 examined whether people with diabetes vedaiecommended diabetes clinical
care and appropriately self-managed their dialdedes 2001 to 2010, and assessed the extent of
racial/ethnic disparities in care. Among responsgl@vith diabetes, there were significant
increases from 2001 to 2010 in A1C tests, annudldgams, flu shots, DSME, and SMBG, but
declines in eye and self-feet exams. Having heasthrance, a regular provider and DSME were
associated with receiving recommended diabetegalinare or engaging in appropriate self-
care. Some interesting patterns in racial/ethrapalities were observed. Hispanics fell short on
most care measures. A relatively high proportioBlaick Non-Hispanics received or engaged in
several recommended services or care. DespiteBtaisk Non-Hispanics tend to suffer poorer
health outcomes related to diabetes, which indicatereakdown between appropriate care
translating into improved outcomes in this sub-gr¢80). This study also confirmed the
importance of diabetes self-management educatipnomoting receipt of recommended
services and self-care. The greatest return orstment may be in increasing receipt of DSME

among people with diabetes. Although the vast nitgjof respondents had health insurance
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and/or a regular provider, only a little over haflirespondents had participated in any type of
DSME. Of note, sub-populations with higher diabgtessalence, particularly Hispanics, men
and older adults, were the least likely to rec&8ME. Disparities in care reflect the
complexities of developing appropriate intervensi@md outreach to ensure that populations
both have access to recommended care and expemepiae/ed health outcomes.

Study 2 moved to the outer rings of the socio-egickd model, and examined the impact
of a population-level, obesity-reduction policy population health and disparities. Following
implementation of mandatory menu-labeling at chiagtaurants in King County, WA, the
proportion of respondents who saw and used caloioemation tripled from pre-policy (2008)
to post-policy period (2009 to 2010). White Non+péisic, higher income, and obese
respondents had greater odds of seeing caloriemiaftton. Women, higher income groups and
those eating at a fast-food chain were more likelyse this information. Although there were
increases in awareness and use among all subgroapgre- to post-policy, there were some
disparities in patron awareness and use of caltioemation across demographic subgroups.
Men, non-Whites including Hispanics, and responslenthe lowest income group were less
likely to see and/or use the calorie informatioarthheir counterparts. Despite population-level
improvements in nutritional awareness and usegtgams were not experienced universally,
reflecting a twist on Rose’s prevention paradoA ifieasure that brings large benefits to the
community offers little to each participating ingtlual.” (158)) In the case of menu-labeling,
although the overall King County population appdamebenefit from menu-labeling, sub-
groups of the population experienced differentexidfit. These findings point to the need for
further research to understand the reasons foe tisparities and identify strategies to improve

calorie information awareness and use among thesg@ups.
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Study 3 examined the experiences of the Seattlen§ Kounty REACH Coalition in
expanding from a direct-service orientation to @adding broader social determinants of health.
This transition was motivated by a shift in CDCdurg, which prioritized SDOH approaches as
means to more effectively eliminate racial/ethrealth disparities. The experiences of the
REACH Coalition demonstrate the challenges presiemyea shift in perspectives and strategies.
Although the transition did not come easily for mamthe Coalition, it was able to successfully
maneuver its way towards implementing modest SDQeétventions and position itself for
future SDOH action. Receptiveness and readinesshomge within the Coalition varied by
organization, and depended on aspects of eachipagjan’s mission, leadership, staff and
infrastructure. Coalition leadership was cruciasupporting this shift, as were allowing
sufficient time for change, taking incremental stdpeing responsive to naturally occurring
opportunities to promote SDOH change, and conatet¢egies and tools, like Digital
Storytelling. Lessons for partnerships and fundeckide assessing organizational partners’
capacities and buy-in for SDOH, examining apprdpriass of current membership and whether
new partners are needed, allowing enough time pprbpariate assistance with conceptualizing
SDOH into concrete, meaningful strategies, megiegple where they are at, and allowing for a
more flexible versus prescriptive approach to dpuy-in from coalition partners.

Implications

The findings from this dissertation research ptord need for “both and” instead of “all
or nothing” solutions to tackle health disparitiéghitehead and Dahlgren confirm the need for
both-and solutions. In their 2006 WHO report, tdegcribe three main approaches currently
applied to reducing disparities: “focusing on p&oipl poverty only, narrowing the health divide,

and reducing social inequities throughout the wipalpulation”, and stress that all three must
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build on each other (159). Their recommendatiomppstt the need for comprehensive,
coordinated solutions across the socio-ecologicaleh from focused individual-level
interventions, to policy interventions that decesharriers and improve conditions for healthier
lifestyles among those at increased risk for diseBspulation-level approaches have the
potential to raise the health of the whole popalatut not equally, leaving certain sub-groups,
usually the same sub-groups (e.g., low incomealathnic minorities), behind. As
demonstrated in King County's menu-labeling poltbgre were county-wide improvements in
nutritional information awareness and use, but besngere not distributed evenly across sub-
populations. At-risk populations and people withedise still need targeted intervention. In this
case, the policies needed are those that will erthigse sub-groups’ access to and receipt of
recommended care and services.

In this regard, the Affordable Care Act holds gnetmise. The ACA provides an
opportunity for a natural policy experiment in whikarge scale, comprehensive reform is being
enacted, that includes prevention and treatmeiieaihdividual care level, incentivizing
improved processes of care and promoting healtbézt choices at a population-level. Study 1
makes are case for increasing availability andipecgé DSME among people with diabetes and
improving access to key care services in certanggoups, such as Hispanics. The ACA
mandates the inclusion of certain types of diabegted screenings and care in “essential
health benefits” that are covered in any health p160). In addition, quality of care and case
coordination may be improved through electronidthe@cords (EHR) requirements and tying
reimbursements to promotion of preventive practargs reductions in readmissions for
preventable problems (161, 162). Although healtle gaoviders, systems and patients will

require some time to get accustomed to ACA-reladgdirements and provisions, it is expected
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that these changes will translate into improvemangsocesses and quality of care and help
reduce diabetes disparities.

Lastly, the reasons why communities of color aspdiportionately impacted by chronic
conditions are wide-ranging, and include complexés like racism and poverty, i.e., social
determinants of health. The ACA includes a federahdate for menu-labeling. However, as
seen in Study 2, this may not translate into natriawareness or obesity-reduction for
communities of color. Clearly, efforts that extehd benefit of policy changes to racial/ethnic
minorities are needed. Although the ACA includeangfunding for community programs
addressing social determinants of health, rachalietminorities often feel disenfranchised from
civic engagement or powerless against reformingigsl that negatively impact them (163,
164). This heightens the importance of communityr@aships in efforts to address disparities.
When collaborative principles are followed, trusbuilt and stakeholders are more likely to be
engaged and support partnership efforts. Well-fonatg partnerships can then leverage
existing strengths in the community to improve llealth of communities of color.

Although some improvements in health knowledge gt and care were observed
over time in the population and within certain ed@thnic subgroups, racial/ethnic minorities
continue to fare less well than their White coupdets. The Affordable Care Act offers some
promise in leveling the health playing field wite health insurance mandate, provisions for
preventive care and other essential care, andhpadtmotion policies, such as menu-labeling.
However, any discernable diminishment in dispagitéll require the proactive involvement and
partnership of communities of color, public headthctitioners and policy-makers to ensure

equitable benefits and the political will to mo¥wstagenda forward.
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