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Distinguished Colleagues: 

This conference on the State of Black and Minority Health 
represents the most recent aspect of our continuing drive to 
insure that all New Jerseyans receive the best public health and 
medical care possible. 

The New Jersey Department of Health has a wide range of programs 
that serve minorities. Nevertheless, both nationally and in New 
Jersey public health leaders recognize that a more explicit focus 
on minority health itself is needed. 

On the federal level this realization led to the establishment of 
the Office of Minority Health in 1984 and the preparation of the 
Secretary of Health and Human Services' Report on Black and 
Minority Health. Last fall, I convened a Minority Health Task 
Force within the Department of Health to develop a New Jersey 
data base similar to that which has been accumulated nationally. 

This report, "Health Profile: Black and Minority Populations in 
New Jersey, " represents 'the first stage of the task force's work. 
The task force has compiled significant and disturbing data which 
indicate that New Jersey, like the rest of the country, must do 
a great deal more to improve the health of its minority 
populations. 

This spring I also convened a Commissioner's Advisory Committee 
on Minority Health to advise me on minority health issues. We 
have already met to review this report. The Committee will review 
recommendations from the Department of Health and your input from 
this ~onference at our next meeting. 

A special effort has been made to produce this health profile so 
that it would be available for this conference. We look forward 
to receiving your comments. 

)ij::;,t ~'2-
Molly ~oye, M.D., M.P.H. 
State Commissioner of Health 

New Jersey Is An Equal Opportunity Employer 
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EXECUTIVE SU MMAR Y 

Despite major advances in modern medicine and technology, the reali ty remains 
in that a significant disparity exists between the health status of the minority and 
White populations of this ~ation. In New Jersey, the preliminary findings as they ar e 
presented in this document are unfortunately similar. 

Based on the 1980 Census, minority populations represent almost 14 percent .) f 
New Jersey's population. By 1990, the minority population will be a lmost 19 perc en t 
of the total population, due primarily to the significant increase in the Hispanic 
population. 

In 1984 the Report on Black and Minority Health was issued by th e Secretary of 
Health and Human Services. The repor t 's find ings laid the groun dwork for -nany st ates 
to begin a more critical review of the health status of minority populatbns with in 
the ir geographic areas. In New Jersey several individual organizations, institut ions 
and agencies have initiated activities. Among these gr oups are th e Sta te of Black 
Health in New Jersey, the Puerto Rican Congress of New Jersey, the Universi ty o f 
:\1edicine and Dentistry of New Jersey Minority Health Institute and the Hispan ic 
Women's Task Force. 

The most recent effort initiated at the State level was the establishment of a 
~11inority gealth Task Force by Comm issioner '.\folly Joel Coye, MD, MPH within the 
Depar tment of Health. Dr. Coye charged this gr oup with th e development of a 
s t a tist ical profi le of the state of I3lack and minority-health in New Jersey, and 'Nith th e 
identification of Department of Health programs that serve minority populations. In 
addition, the Task Force was requested to address deficienc ies in hea lth da t a 3ystems 
and to recommend strategies for resolving these problems. Th e work of the Task 
Force is summarized in this workbook. 

The health priority areas selected for review included those considered in th e 
Secretary's Task Force Report, and two others that have been specifically targeted by 
the Department of Health. The eight areas include: 

AIDS 
Maternal and Child Health 

Chronic and Communicable Disease 
Occupational a nd Environmental Health 

Injury 
Substa nce Abuse 

Alcohol Abuse and Dependence 
Access to Care 

In developing this workbook, the Depart:nent hoped to provide the sta tistical 
information that would be needed to initiate more ex t ensi ve dialogue and action 
between state, federal and local agencies. The ultimate goal is to reduc e the 
disparities identified, and to improv e the quality of life and health for minority 
populations in New Jersey. 
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How to Review This Document 

This workbook is pr esented in several sections as follows: 

Introduction 

AIDS 

l\1aternal and Child Health 

Chronic and Communicable Disease 

Oc cupa tional and Environmen tal Health Hazards 

Injury 

Substance Abuse (Narcotics) 

Alcohol Abuse and Dependence 

Access to Care 

Glossary 

Appendices 

Exclusive of the Introduction, Glossary and Appendic es, each section is subdivided into 
three ar eas: 1) background; 2) progra m description; and 3) graphic illustrations. The 
Background provides an overvie w of key statis tical fa c t s and fin dings fro m var ious 
Department of Health data bases. The Program Description provides a highligh t of 
relevant Department of Health programs tha t.directly or indir ec tly impact on minority 
populations. Finally, the Graphic Illustrations include charts, graphs and tables fro m 
the Department of Health files that assist in displaying the disparities between 
minority and non-minority populations for various hea lth status indicators. 

Because of inconsistencies in the de finition of race, for various da ta se t s, a 
separa te Glossa ry is provided for each health pr iority area. 
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Introduction 

Black infants in New Jersey are dying at a ra te more than 2 1/2 times tha t of 
White infants. This very startling statistic, however, is only one of many health facts 
that plagues New Jersey's Black community --

AIDS deaths among Black infants are 14 times greater than White infants. 

Fertility rates among young Black adolescents are almost 7 times greater than 
young White adolescents. 

Syphilis rates among Black adults are 25 - 30 times greater than White adults. 

Homicide death rates among Black adults are almost 4 times greater than White 
adults. 

Esophageal Cancer death rates among Black males are 3 times greater than 
White males. 

Chemical poisonings (measured by frequency of hospitalization) among the 
employed Black population are almost 3 times greater than the employed White 
population. 

These are just a few examples of the differences in dea th, disease and injury 
rates between white and minority populations. It is important to note here that as a result 
of data frequently being classified as White and Non-white, that the true severity may 
also be skewed by the use of these types of racial/ethnic identifiers. Although data 
deficiencies limit our ability to analyze and accurately display the health status of 
New Jersey's Black population in comparison to the White population, information on 
the health of Hispanics is even more inadequate. Inconsistencies in defining race and 
ethnicity and underreporting have contributed significantly to these_ problems. 
Increased attention to the needs of New Jersey's Hispanic population is critical, 
however, because this population is experiencing the most rapid population growth in 
the State. According to the Census Bureau, the overall Hispanic population has 
increased by more than one-third in this decade, and is growing nearly five times 
faster than the rest of the population. Information on other minority populations, i.e., 
Asian/Pacific Islander, American Indian, etc., are even less avaifable. 

Despite this, we know that there are major gaps between the health status of 
White Americans and minority Americans. In New Jersey, these gaps contribute a 
greater number of the ears of otential life lost among minorities for all causes of 
death than that for non-minorities. Table 1 . These gaps are not just differences in 
numbers --they are real babies, children, teenagers, working adults, parents, and 
grandparents. They live in New Jersey, and helping them to protect and improve their 
health is our job in the Department of Health. 

Purpose of the Workbook 

This workbook is intended to begin an active discussion within the Department of 
Health and between our Department and all the active community and professional 
groups concerned about minority health in our sta te. It presents the information we 
have on minority health and the gaps or disparities between the health of minority and 
White populations. It describes programs in the Department of Health that target 
these disparities. It lists initial key recommendations of our staff to make us more 
:ff ective in reducing the disparities we know of, and to improve our collection of 
information in order to discover problems we may not recognize now. The balance of 
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the document consis ts of tables, graphs and charts that display morbidity and 
mortality ra tes for a wide range of disease categories. For the reader's clarification, 
interpre t ive sta tements are also provid ed with the illustra tions, and a glossary of 
terms is provided in Section 10. 

By sharing the information we have at this early stage, we hope to encourage a 
state-wide debate about how best to improve minority health in New Jersey. We want 
to give minority organizations access to this important information and encourage 
them to work even more directly with us in program design and implementation. 
Coalition building with local community based organizations as well as natio:ial 
organizations will be an effective tool in assuring change. 

National Developments 

In 1985, the Secreta ry of Health and Human Services established the Secre tary's 
Task Force on Black and Minority Health. In an open letter to the nation, the 
Secretary discussed the findings of th e report: 

"That report - like its predecessors -- documented significant progress. 
Americans were living longer, infant mortality had continued to decline: tl1e 
overall health picture showed almost uniform improvement. But, and that "but" 
signaled a sad and significant fact; there was a continuing disparity in the burden 
of death and illness experienced by Blacks and other minority Am ericans as 
compared with our nation's population as a whole. Tha t di sparity has exis ted 
ever since accura te fede ral recordk eeping began - more than a genera t ion ago. 
And although our health charts do itemize steady gains in the health status of 
minority Americans, the stubborn disparity remain ed -- an a ffront both to our 
ideals and to the ongoing genius of American medicine." 

The Secreta ry's Task Force found tha t six causes of dea th collectively accounted 
for more than 80% of the excess mortality in the Black and minority populations from 
1979 to 1981. The six health priority areas are: 

o cancer 

o cardiovascular disease and stroke 

o chemical dependency 

o diabetes 

o homicide suicides and unintentional injuries 

o infant mortality 

Analysis of these six priority areas formed the basis of the report. In addit ion to 
analyzing excess death statistics, the Task Force also reviewed selected morbidity 
indicators such as chronic and infectious diseases, hospital admissions and physicians 
visits; and also non-disease specific issues pertaining to access, finance and health 
care personnel. 

The final recommendations of the Task Force focused on six specific areas: 
health information and education; delivering and financing health services; health 
professions' development; coopera tive efforts with the non-federal sector; data 
development, and research agenda. 
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Since the release of the Secretary's Task Force recommendation, there has been 
increased activity both at the federal level and among several states in the nation to 
develop strategies to dissolve the disparity and create equity in the quality of li fe 
experienced by minority populations. 

Activities initiated at the federal level include the establishment of the 
Department of Health and Human Services, Office of :\Hnority Health (OMH). The 
Office of Minority Health was established in December, 1985, and mandated to 
develop objectives, programs, and policies to ensure implementation of the 
recommendations outlined in the 1985 Secretary's Task Force Report. In its efforts to 
meet this challenge, the OMH conducts conferences, provides funding for innovative 
health care models targeted to minority populations, and operates the OMH Resource 
Center, established in 1987. 

Ohio Commission on Minority Health 

The Ohio Commission on Minority Health was established under legislative 
mandate in June 1987. This autonomous, free standing agency reports to the Governor 
and is charged with monitoring and facilitating the recommendations set forth in the 
Governor's Task Force on Black and Minority Health. These recommendations ar e 
consistent with the Secretary's Task Force recommendations. 

The Commission received a two-year appropriation of $3.4 million dollars from 
the General Revenue. Three million dollars is being expended as grants to community 
based organizations and $400,000 for staff and operations. 

Michigan Office of Minority Health 

The Michigan Office of Minority Health was established by Governor ,James 
Blanchard in October 1988. This office reports to the Director of the Michigan 
Department of Public Health and is charged with implementing the recommendations 
of the Director's Task Force on Minority Health.· These recommendations are also 
consistent with the federal recommendations. 

An appropriation of $700,000 was received from the General Fund of which 
$600,000 will be expended as grants. 

In New Jersey 

In the Fall of 1988, an ad hoc organization of Black health professionals 
sponsored a one-day symposium on "The State of Black Health in New Jersey", as part 
of the Black Issues Convention. The ad hoc organization entitled The State of Black 
Health in New Jersey Steering Committee, also worked with Oliver Bartlett of the 
New Jersey Hospital Association and The Honorable Assemblyman John Watson to 
have a $70,000 budget resolution introduced to fund a statewide conference on Black 
health. On June 30, 1988, Governor Thomas H. Kean signed into law P .L. 1988, 
Chapter 47, and conference planning commenced. In an effort to expand the focus of 
the conference which is to be held mid-year 1989, the Department has appropriated an 
additional $15,000 to the State of Black Health in New Jersey Steering Committee so 
that Hispanic and other minority health issues can be presented and discussed. 

In addition to this Steering Committee, the University of Medicine and Dentistry 
of New Jersey has established a statewide Minority !-Iealth Institute and several 
Hispanic organizations have held statewide conferences on Hispanic health issues. 
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These organizations include: the Puerto Rican Congress of New Jersey, the Hispanic 
Wo;nen's Task Force and the Boricula Health Organization. 

A critical component of successful implementa tion of these initiatives will be 
contingent, however, upon the availability of an up-to-date epidemiological profile. In 
October, 1988, Commissioner of Health, Molly Joel Coye, M.D., M.P.H., established a 
Minority Health Task Force within the Department of Health to produce and analyze 
this information •. The task force members consisted of a cross-section of staff from 
the various divisions in the Department. The charge to this core group was to 
highlight information on Department of Health programs that directly or indirectly 
maintain a minority focus and to present a statistical, graphic profile on the state of 
Black and Minority health in New Jersey. In addition, the members were requested to 
address such issues as data deficiencies and strategies for resolving the problems. 

In order to compile as much information as possible within a relatively short 
time frame, eight sub-groups were established. These sub-groups are: Chronic and 
Communicable Diseases, Injury, Maternal and Child Health Services, Access to Care, 
Narcotics (Substance Abuse), and Alcohol (Substance Abuse). In addition to the six 
priority areas, an AIDS sub-group and an Occupational and Environmental Sub-group 
were also established. The work of the Task Force is summarized in this workbook. 
The members and staff that served/participated are listed in the Appendix, along with 
their program title and affiliation. In March, 1989, Dr. Coye appointed a statewide 
Advisory Committee on Minority I-Iealth. The primary funct io:is of this committee 
will be to perform a technical review of the findings summarized in this report, to 
advise the Department, and to make r ecommendations on !!closing the gap" that exist s 
in the health status of Minority and White populations in New Jersey. 

The Department of Health acknowledges that this is the first effort at 
developing a comprehesive base-line profile on minority populations in New Jersey. It 
is therefore important that future revisions address such areas as mental health and 
illness, dental health, violence as a public health problem and other forms of substance 
abuse. 

The Department is fully cognizant of the multidisciplinary problem solving 
approach that must be utilized in the effort to improve the health status of minor ity 
populations. Within the next few months, a series of recomendations will be developed 
along with the Advisory Committee on Minority Health that will not only consider the 
major areas influencing disease and dea th rates among minority populations, but also 
the physiological, cultural, psychiological and societal (including socio-econom ic, 
educational, underempowerment, and access to health care) factors that also influence 
heal th status. 
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Demographic Profile 

According to the U.S. Bureau of Census, New Jersey had a population of 7,365,000 in 1980, of which 
12.6% (925,000) were Black; 6. 7% (492,000) were Hispanic; .12% (8,400) were American Indians, and 
1.1 % (104,000) were Asian/Pacific Islanders. Although more current population estimates have been 
calculated, they are not avai lable for each ethnic population. Therefore, for the purpose of this report, 
the 1980 census is generally the denominator used for calculating incidence and mortality rates, except 
where otherwise indicated. 

Percent of 
Total 

Population 
N = 7,365,000 

15 

10 

5 

o.._ __ _ 

Minority* Population in New Jersey 
Based on 1980 Census 

12.6% 

Black Hispanic 

1.1 % 

Asian/ 
Pac Islander 

Race/Ethnicity* 

.12% 

American/ 
Indian 

Projections for 1990 for all races is 7,842,000, of which 81 .3% (6,372,600) are White and 18.7% 
(1,469,000) are non-White. It can be observed that the percentage of minorities in the New Jersey 
population is higher in the earl ier age groups and that a sharp decrease occurs among minorities 
between the ages of 45 and 55 (Table 2) . 

Percent of 
Total 

Population 

100 

80 

60 

40 

20 

Minority**/Non-Minority Populations 
in New Jersey 1980 and 1990 (Projected) 

85.7% 

1980 

n • 7,365,000 

li!Uti]l Non-minorit y 

M inority 

81 .3% 

1990 

n • 7,842,000 

~*Minority is being defined as racial groups and not by ethnicity. Hispanics are generally included 
1n both minority and non-minority racial groups. 
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Both nationally and in New Jersey, a disparity exists between the average life 
expectancy for the White and the Non-White population. In New Jersey, the average 
lifetime (in years) for White and Non-white males is 71.25 years and 64. 25 years 
respectively (Table 3). 

There are several socio-economic factors that impact on life expectancy. Two 
of these factors are income and unemployment. For example, in 1983, 24.4% Black 
families were below the poverty level and poverty rate in comparison to 6.3% White 
families. The median income for Black families in 1983 was $16,384, in comparison to 
$31,851 median income for White families. The unemployment rate in 1984 was 12.8 
for Blacks (16 + years) and 5.4 for Whites (16 + years). The most recent unemployment 
data for 1988 is the lowest in 12 years and continues to reflect the disparity with a 3.1 
unemployment rate for Whites and an 8.5 unemployment rate for Blacks. The curr ent 
rate of unemployment for Hispanics is 5.7 (Table 4). 

Conclusion 

Because of the unique cultural differences in each minority population, there is 
no strategy applicable to all groups that will effectively dissolve the disparity in 
health status between minority populations and non-minority populations in New 
Jersey. And although very serious data deficiencies exist, the findings are clear that 
like the nation as a whole, New Jersey minority populations are experiencing excess 
deaths and disease at higher rates than the White population. Given these factor s, 
there is a critical need for a cohesive, coordinated minority health initiative at the 
State level. 

It is also important to note that since minorities represent a significant portion 
of the lower socio-economic population, that services and resources targeted to affect 
their overall health status will also contribute to improving the quality of life for all 
the poor regardless of race or ethnicity. 
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Table 1 
Average Annual Rates of Years of Potential Life Lost 

before Age 65, by Cause, Gender, and Race 
New Jersey, 1985-1987 

Male Female 

Cause of Death White Non-White White Non-White 

All Causes 57.10 121.43 29.68 62.27 

All Injuries 10.55 14.96 3.21 5. 31 

Cardiovascular 
Diseases 11.54 16.56 5.18 9.40 

Falls 0.56 0.71 0.11 0.20 

Homicides 1.47 9.83 0.57 2.91 

Infections 2.27 11.44 0.82 4.55 

Neoplasms 8.90 10.62 8.24 8.85 

Suicides 3.67 2.72 0.79 0.56 

Transportation 6.70 6.68 2.19 2.16 

Unknown Intention 
Injuries 0.55 1.42 0.12 0.39 

Rates are expressed per 1,000 population. 

Hispanics are included in the white and non-white population. 
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Table 2 
NJ Population, by Race and Age for 1980, including :\1edian Age 

BLACK as % of 
AGE total pop. of NJ HISPANIC WHITE 

15 16. 00% 7 .83% 79.49% 
25 13 .15% 7 .51 % 81.86% 
35 12. 80% 7 .36 % 81.47 % 
45 12 .47% 7 .05 % 83.40% 
55 8. 90 % 4.01 % 39.~5 % 
65 7 .50% 2.73% 91. 08% 
75 6.70 % 2.50% 92 . 29% 

(N .B. Total of columns exceeds 100% as Hispanic category includes all races). 

As expected, the percentage of minorities in the New Jersey population is higher 
at the earlier ages, from which a higher birth rate is inferred. Significantly for our 
study, there is a sharp decrease between the ages of 45 and 55. The percentage of 
Blacks decreases by more than 3.5 % and the percentage of Hispanic decreases by more 
than 3%. This decline in minority populations may indicat e a significant increase in 
mortality rates for minorities between the ages of 45 and 55 , leading to a significantly 
decreased percentage by age 75 in Black and Hispanic populations. This is fur ther 
supported by sta tistics comparing the median ages of the three groups. 

MEDIAN AGE BLACK 

25.3 

19 

HISPANIC 

24.4 

WHITE 

33.6 



White Males 
Non-White Males 

White Females 
Non-White Females 

Table 3 
Average Lifetime in Years 

By Race and Sex: US and NJ 

NJ 

71. 25 
64.25 

77.99 
73:02 

us 
yrs. 70 . 82 

64.10 

78.22 
72.88 

Source: U.S. Decennial Life Tables for 1979-81, Volume II, State Life Tables, 
Number 31. 
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Table 4 
Selected Socio-Economic Indicators, Pover t y, 

Income 1983 and Unemployment 1984 and 1988 

1983 Number of Families Below Poverty 
Level and Poverty Rate 

White Families 
Black Families 

1983 Median Family Income 

White Families 
Black Families 

1984 Unemployment Rate 

White 16 + Years 
Black 16 + Years 

1988 Unemployment Rate 

White 
Black 
Hispanic 

21 

Number 
106,000 

54,000 

Number 
1,673,000 

21 3,000 

Number 
178,000 

53,000 

Rate 
6.3% 

24.4% 

Dollars 
$31 , 851 
$16 , 38 4 

Ra te 
5 .4% 

12 .8 % 

3 .1% 
8 .5 % 
5 . 7% 



AIDS 

Background - The Epidemiology of AIDS in New Jersey Minority Popula tions 

By the end of 1986, 2,570 cases of AIDS had been diagnosed by physicians in New 
Jersey. 

During 1987, 1,674 cases were diagnosed - an increase of 65 % in a single year. 

From 1986-1988 the number of diagnosed AIDS cases among Whites increased 
22.9%, Blacks increased 40.4% and Hispanics increased 22.3 %. 

In 1988 2,431 cases were reported to the DOH - an increase of 160% over the 
year before (1,510 reported cases in 1987). 

Of the cumulative total of AIDS cases reported (5,502) in 1988, 34% were White; 
52% Black and 13% Hispanic. 

New Jersey has the highest percentage of AIDS cases in women (20 %) of any 
state in the U.S. Black and Hispanic women represent 77 % of all female AIDS 
cases in New Jersey. 

New Jersey ranks second nationally in the number of pediatric AIDS cases. Both 
the Black and Hispanic communities in New .Jersey have contributed a 
disproportionate share of AIDS cases in infants, 60% and 20% respectively. 

The relative risk of AIDS for New Jersey residents is higher than the risk fo r the 
United States population in every HIV risk category (homosexual, IV DU, 
transfusion, and undetermined risk). The risk is especially great among IV drug-
using Black and Hispanic men, women, and their children. 

The relative risk of AIDS in New Jersey's Black and Hispanic communities was 10 
times and 4.5 times greater respectively, than the risk of AIDS among 
New Jersey's White community. Other racial/ethnic groups in New Jersey have a 
relative risk of AIDS equal to or less than the White community. 

The risk of AIDS in New Jersey's Black and Hispanic children are 54 and 34 times 
as great as that in U.S. White children. 

The proportion of bisexual men among homosexual and bisexual men with AIDS is 
greater in Black and Hispanic males than in White males, 31 %, 27 % and 21 % 
respectively. 

Of the more than 3,568 AIDS cases associated with IVDU risk categories in 
New Jersey, 23% occurred in Whites; 63% in Blacks; 13% in Hispanics, and less 
than 1 % in other racial/ethnic groups. 

Among New Jersey's heterosexual IV drug users, Black men and women have, 
respectively, a 21 and 25 times greater risk of getting AIDS than their White 
counter parts. 
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Program Description 

Medical Research Unit 

This program supports the overall AIDS prevention and control effort by tracking 
the seroprevalence of HIV infection in New Jersey and conducting research on 
the health, social needs, and costs of care for AIDS patients. The main focus of 
AIDS Research in the division is to determine the extent to which various 
population groups have been infected and to monitor how the virus is being 
spread. This would include seroprevalence surveys, research into HIV related 
mortality due to pneumonia and other diseases of interest, follow up on blood 
donors and recipients, and comparison of alternate methods of blood collection 
for HIV antibody testing. 

Counseling and Testing, Notification Assis ta nce, Surveillance and Da ta Analysis Uni t 

The primary objectives of the counseling and testing sites are to provide testing 
and to educate individuals about HIV and the risk behaviors associated with its 
transmission (sex and/or needle sharing behaviors). 

There are contracts for counseling and testing services in 12 sites across the 
state and also in a variety of satellite facilities, including Tuberculosis (TB), 
Sexually Transmitted Disease (STD), Family Planning/Prenatal, and Drug 
Treatment Facilities. 

The primary focus of the notification progra m is to provide follow-up including 
risk reduction counseling and referral for testing to persons who have been 
exposed to HIV. 

Seven of the twelve counseling and testing sites employ 10 Bilingual, 8 Hispanics, 
15 Blacks, and 1 Vietnamese counselor. Notification Assistance staff include 2 
White, 1 Black and 2 Hispanic Counselors. 

The Department of Health's AIDS Registry and Surveillance and Data Analysis 
activities are located in this unit. 

Prevention, Education and Training 

The primary objective is to develop, coordinate and implement all AIDS public 
education plans such as the AIDS Information & Referral Service and printed and 
audio visual materials. 

To administer 17 cooperative agreement grants to minority community based 
organizations in order to reduce the spread of AIDS. The Program contracts 
with 2 Native American, 1 Haitian, 8 Hispanic and 7 Black organizations. 

Under a separate funding initiative, i.e., Health Education Risk Reduction 
(HERR), other grants are awarded to organizations that primarily serve minority 
populations. Ten agencies are presently receiving HERR funds, six of these 
agencies are minority targeted. In Fiscal Year 1989, over 60 % of AIDS 
prevention and education funding, available from the Minority Initiative and 
HERR were awarded to agencies with minority focused programs. 
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Hospital and Post-Hospital Support Program 

The primary objective is to develop an integrated network of AIDS health 
services that will provide for acute care and post-effective, post-hospitalization, 
community based care for AIDS/ ARC patients, families and significant others. 

The data are collected from the two AIDS Health Services Programs that are 
located in Newark and Jersey City. 

The vast majority of clients are Black, (5496) and Hispanic, (13%). 

The Black client population has a higher percentage of unemployment and public 
insurance coverage. The Hispanic client population has a higher percentage of 
no insurance coverage. 

In studying the population receiving AZT through various entitlement progru:ns, 
there is a low representation from the Black population. 

Community Support Program 

The primary objective is to develop an integrated network of community based 
services including; but not limited to: 

A mobile van unit to provide education, prevention, early inteevention and 
referral services and information, to the following target populations (in 
order of priority): IVDUs, sex partners of IVDUs, and other residents. 

Coupon programs for IVDUs to obtain (rentry) drug rehabilitation and 
treatment. 

AIDS Coordinator Program 

Community Health Education 
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AIDS CASES 
STATE OF NEW JERSEY 

AS OF 
APRIL 30, 1989 

NOT INCLUDED ON MAP: 

8 Cases County Unknown 
346 Cases Incarcerated at time 

of AIDS Diagnosis 

DEPARTMENT 
OF . 

HEALTH 
STATE OF NEW JERSEY 
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Added Since 4/1 /89 
Added Since 1/1/89 
Cuailative Cases: 

NJ 

166* 
749 

6437 

OS 

2894 
8584 

90 , 990 

*89 of the cases fit new definition 



Human Immunodeficiency Virus (HIV) 
Transmission Risks 

MODE OF 
TRANSMISSION 

casual Contact 

Health Workers 

Transfusions 

IV Drug Abusers 

Sexual Contacts 
(with a known 
HIV+ person) 

Mother-to-Infant (perinatal) 

0 

TRANSMISSION RISK 
(per exposure} 

1 :800 

1: 100,000 (varies by locality) 

1 :300 (varies w/prevalence, freq. 
of sharing and injections) 

1 :500 (unprotected) 

1: 5000 (w/condom) 

1: 10 (partner had HIV+ trans-
fusion, avg. risk of couples 
studies) 

1: 2 (partner IVDU, avg. risk 
of couples studies) 

1: 2-3 (risk factors unknown) 

Ovh~r the years there has been much public anxiety and scientific inquiry into the ways in 
w ich the Human Immunodeficiency Virus (HIV-I), the AIDS virus is spread from person 
to Person. There is ample evidence that AIDS cannot be transmitted by casual contact. 

~hids _table presents a review of what is known about the risks of HIV transmission from 
u 1es and epidemiological evidence gathered to date. 
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NEW JERSEY STATE HEALTH DEPARTMENT 
Racial/Ethnic Distribution of AIDS Cases 

United States and New Jersey 

Percentage of Cases 

0 

White Black Hispanic Other 

Racial/Ethnic Group 

United States 

Based on 78,985 US and 5,502 NJ Cases 
As of November 30, 1988 

- NewJersey 

Unknown 

The racial distribution of New Jersey's AIDS cases is different from that of nation as a whole. 
!he Black and Hispanic communities account for 65% of New Jersey's AIDS cases and 19% of 
•~ Population, while nationally minorities represent only 40% ~fall AIDS cases and 18% of 
t e Population . 
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Cumulative Incidence* of AIDS 
by Racial/Ethnic Group 

United States and New Jersey 

Rate per Million Population 
3,500 ....-------------------------------, 

3,000 

2,500 

2,000 

1,500 

1,000 

500 

0 
White Black 

United States 

*AIDS cases reported from 6/1/81 to 
11/30/88, per million population of 
same race/ethnicity. 

113 

Hispanic Other 

- NewJersey 

Nationally the cumulative incidence rate of AIDS for non-whites is 3 times the rate fo·r whites 
~verall. The cumulative incidence rate of AIDS in New Jersey for Blacks and Hispanics was 
'156 and 1,466 cases per million population, respectively, which is 9.7 times and 4.5 times as 

reat as that in New Jersey whites {325 cases per million population). The racial/ethnic 
•fference in risk are greatest in association with intravenous drug abuse by heterosexuals. 
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Cumulative Incidence* of AIDS for Men 
by Racial/Ethnic Group 

United States and New Jersey 

Rate per Million Population 

7,000 .---------------;;:;::;:;:;::;:;:;::;::;:;------------------, 

6,000 

5,000 

4,000 

3,000 

2,000 

1,000 

0 
White 

*AIDS cases reported from 6/1/81 to 
11/30/88, per million population of 
same race/ethnicity. 

Black 

United States 

Hispanic 

- NewJersey 

201 

Other . 

Black and Hispanic men in New Jersey have the highest cumulative incidence rates of AIDS of 
any Population in New Jersey. Their rates of 6960 and 3577 cases, respectively, per million 
:~ulatio~ are among the highest of any statewide population yet studied in the United 
7 4 tes. Th1s_represents a relative risk of AIDS in New Jersey Black and Hispanic.men 14.4 and 
p. ' respectively, times that in U.S. White men. This risk is primarily related to the high 

revalence of IV drug use among men from those communities. 

30 



CUMULATIVE INCIDENCE RATES OF AIDS, WOMEN 

Black and Hispanic women in New Jersey have cumulative incidence rates of AIDS 
that are probably higher than any other population of women in the United States 
outside of New York City (3,577 and 605 cases, respectively, per million population). 
Their relative risk of AIDS is 87.5 and 24.2 times greater, respectively, than the risk 
of White women, nationally. Even, New Jersey women classified as White or Other are 
affected disproportionately to comparable groups nationally with a 4 times greater 
risk of AIDS. 

New Jersey has the highest percentage of AIDS cases in women (20%) of any other 
state. Black and Hispanic·women represented 77% of all AIDS cases in women in New 
Jersey. AIDS related maternal deaths have accounted for 8-11 percent of maternal 
deaths for the past three years in New Jersey. Sixty-six percent of female AIDS cases 
are IV drug users, while 3096 claimed heterosexual contact with a high risk male. 
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Cumulative Incidence* of AIDS for 
Children by Racial/Ethnic Group 
United States and New Jersey 

Rate per Million Population 

500--------------------------------, 

White Black 

United States 

*AIDS cases reported from 6/1/81 to 
11/30/88, per million population of 
same race/ethnicity. 

Hispanic 

- NewJersey 

See Next Page. 
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CUMULATIVE INCIDENCE RATE OF AIDS, CHILDREN 

New Jersey has the 2nd greatest number of pediatric AIDS cases in the nation. Black 
children account for 59% and Hispanic children make up 21 % of New Jersey's pediatric 
cases. Black and Hispanic children in New Jersey have cumulative incidence rates of 
AIDS of 402 and 249 cases, respectively, per million population. The AIDS risk for 
New Jersey Black and Hispanic children is 54.3 and 33.6 times greater than that in 
U.S. White children. Even, New Jersey children classifed as White or Other are 
affected disproportionately to comparable groups nationally with an almost 4 times 
greater risk of AIDS. 

The risk of HIV infection for children in New Jersey is directly related to the degree 
of IV drug use and hetersexual transmission in women. Ninety-one percent of these 
children are infected perinatally. Researchers at UMDNJ have estimated up to four 
percent of mothers delivering at University Hospital are HIV positive. The statewide 
prevalence of HIV antibodies in newborns is 0.5 percent (approx. 600 infants per year). 
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Relative Risk* of AIDS 
Associated with Intravenous Drug Use, 

United States and New Jersey 

Relative Risk 

Homo-Bl Men, Women, Men, Women, Child, Mom Mom's Partner 
IVDU Hetero IVDU Hetero IVDU Partner IVDU Partner IVDU is IVDU is IVDU 

IV Drug Use Risk Group 

- United States - NewJersey 

*Reference group for relative risk: 
U.S. Cumulative Incidence for the same 
risk and gender group, November 30, 1988. 

~~ept for ~omosexual/bisexual men who use IV drugs, the relative risks for AIDS in all other 
a associated categories are 5 to 7 times higher in New Jersey than in the United States as 
n:- ole. IVDU risk represents 2/3 of the AIDS risk _in New Jersey and is the opposite of the 

10nal pattern where homosexual activity is the predominant risk. 
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Cumulative Incidence* of AIDS 
Associated with Intravenous Drug Use, 

by Racial/Ethnic Group, New Jersey 

Rate per Million Population 

s,000----------------------------------. 
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Men, 
Hetero IVDU 
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*AIDS cases reported from 6/1/88 to 
11130/88 per million population of 
same race/ethnicity. 
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Partner IVDU Partner IVDU 

IV Drug Use Risk Group 
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17 

Child.Mom 
islVDU 

Mom's Part. 
islVDU 

- Black D Hispanic _ __ Other 

See Next Page 
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CUMULATIVE INCIDENCE OF AIDS ASSOCIATED WITH INTRAVENOUS DRUG 
USE BY RACIAL/ETHNIC GROUP 

Of the more than 3,000 AIDS cases associated with IVDU risk categories in New 
Jersey, 23% were in Whites; 62% in Blacks; 1496 in Hispanics and 1 % in Others. 
Looking at the seven IVDU risk categories by racial/ethnic group shows Blacks to have 
the highest cumulative incidence rates in all categories. Those AIDS rates are over 20 
times the rate of N.J. Whites and over 100 times the rate of U.S. Whites in four of the 
seven categories: (1) heterosexual men, (2) heterosexual women, (3) women whose 
partners are IVDUs and (4) children whose mothers are IVDUs. 

The cumulative incidence rates for Hispanics are second only to the rates for Blacks. 
Five of the seven categories have AIDS risks over seven times the ra te of N.J. Whi tes 
and 40 times the rate of U.S. Whites. New Jersey Hispanic drug using women (Women, 
Hetero IVDU) and their children (Child, Mom is IVDU) are particularly threatened, 
with risks 78 and 89 times the corresponding risk for White drug using women and 
children, nationally. 
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Relative Risk* of AIDS 
Associated with Homosexual Activity 

United States and New Jersey 

Relative Risk 

4-----------------------------------, 

3 

2 

1 

0 
Homosex. 
notlVDU 

Homosex. 
&IVDU 

Bisex. 
not IVDU 

Bisex. 
&IVDU 

3.2 

Woman, Mom's Part. 
Partner Bisex Bisex. 

Homosexual Activity Risk Group 

- United States 

*Reference group for relative risk: 
U.S. Cumulative Incidence for the same 
risk and gender group, November 30, 1988. 

- NewJersey 

: hen compared to the United States the relative risk of AIDS in New Jersey due to 
o;o~exual activity is almost twice as high in three of the six risk categories : homosexual 

an bisexual IVDUs, and their sex partners. {Children whose mothers had a bisexual sex 
: rtner showed the highest relative risk compared to national risk groups.) Of the more 

1500 AIDS cases associated with homosexual activity in New Jersey, 58% occurred in 
re ites, 29% in Blacks, 10% in Hispanics and 31 % in Other racial/ethnic groups. This 
of~~se_nts ~bout one third of all.AIDS cases in New Jersey and constitutes a different pattern 

•stribtu1on both geographically and demographically from cases associated with IVDU. 
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See Next Page. 
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CUMULATIVE INCIDENCE OF AIDS ASSOCIATED WITH HOMOSEXUAL ACTIVITY , 
BY RACIAL/ETHNIC GROUP 

At rates of 903 and 388 cases per million, respectively, Black homosexual and bisexual 
men in New Jersey have the highest cumulative incidence rates of AIDS due to 
homosexual activity of any other group. New Jersey Hispanics in homosexual risk 
groups have cumulative incidence rates of AIDS ranging from 877 to 7 cases per 
million, which in each category is greater than the cumulative incidence for the White 
population. The highest incidence rates for Black and Hispanics in this risk category 
are among non-drug using homosexuals and bisexuals. Persons classified as Whites and 
Others have cumulative incidence rates very similar to the comparable groups 
nationally. 

CDC data noted that nationally the proportion of bisexual men among homosexual and 
bisexual men with AIDS was greater in Blacks (30%) and Hispanics (20 %) than Whites 
(14%). This is also the case in New Jersey, with 31 percent of Black men, 27 percent 
of Hispanic men and 21 percent of White men categorized as bisexual. This suggests 
that Black and Hispanic men who have sex with other men are more likely to be 
bisexual rather than homosexual compared to White men who have sex with other men. 
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Cumulative Incidence* of AIDS Associated 
with Undetermined Means of Acquiring HIV 

Infection** by Racial/Ethnic Group, New Jersey 

Rate per Million Population 
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*AIDS cases reported from 6/1 /88 to 
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en broken down by gender and racial/ethnic group, the cumulative incidence rates of AIDS for the 
u1,mmunity are again higher than any other community. The highest incidence rates are for 

'n· AHi at 113 cases per million; Black Women, UMAHI had a rate of 54 cases per million. the 
lti •c ~ommunity's cumulative incidence rates for UMAHI range from 93 to 7 cases per million 

0"9 in relative risks forAIDS 8 to 35 times greater than their White counterparts. In this risk 
in2dNew Jersey men who are classified as belonging to Other/Unknown racial/ethnic groups 

1 ence rates of AIDS higher than the White population. 
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AIDS PREVENTION AND EDUCATION PROGRAM 
Funds to Minority Community Based 

Organizations, New Jersey, 1987-1989 

Thousands of Dollars 
1,000 ..--------------------------------, 
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YEAR 

1987 - 1988 1989 

Black (10), Hispanic (8), Blk/Hisp (2). 
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(Number of Organizations Funded) · 
FUNDED PERIOD 5/1/88 - 12/31/88 except Native American, (funded period 10/1/88 - 3/31/88) 
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mx:'ATIOOAL MATERIAL WTIH MINORITY FCXlJS 

DATE APPROVED OR 
STAGE OF DEVEU>PMENI' 

Program Review 

Program Review 

I ; 

Program Review 

Program Review 

6/ 88 Program Review 
In precess of being 
printed 

6/ 88 Program Review 
Available 

Available 

Program Review 
Approval 6/88 at Print 
Soop 

Program Review 
Approval 9/88 

Program Review 
Approval 9/88 - Wai~ 
Delivery 

Program Review 
Approval 9/88 Selective 
one tine distribution 

Program Review 
9/88 Approval 

Internal Review 2/1/89 
Not Approved 

TITLE & SOORCE 

"caring for the Latim AII:s 
Patient" N::Jvela Health 
Fourx:Jation 1988 

"Ojos Que NoVen" Instituto 
Familiar De La Raza, Ioc:. ( 1987) 

"Till Death r:o Us Part" 
Durrin Films 

"Everyone can Avoid AII:6" 
Network Publications 
(Integrated Fonnat-c.laymation) 

''Quien Conparte'' 

"SIDA Ataca Tarnbien A Los 
Mach:Js" AIC6 Research & Fducation 
Project, california State 
University, Lang Beach 

"~ Has Her Father's Eyes" · 
Clement Ccrrrnuni.cations (orE 
version slnvs black baby girl) 

''Il::11' t Make Them The AI[6 
Generation" - ( slnvs integrated 
group of infants) 

"Tu Bebe Puede Contraer Sida" 
Puerto Rican Asscciation for 
Human Develop1EI1t, P.R.A.H.D. 
Perth Amtoy 

"Sharing Needles can Give You 
· AII:6/Tu Puedes Contraer el Sida, 
Al CoTipartir Aguj as'' - San 
Frarx::iSOJ AIC6 Four.dation 1987 

"How to Usa a Carlan (Rubter) 
HERO - Spanish Version 

"I.o Que La Gente Joven" 
Olanning Beta - Scripto Graphic 
Not Ordered - IrxiuirY 
1/88 slnvs revision with major 
chaaJes - mt passed by Inten1al 
Review on 2/1/89 
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FORMAT 

Video 

Video & 
Pooto-
Novela 

Video 

Video 

Poster 

Poster 

Poster 

Poster 

Poster 

card Size 
Foldover 
with Clean 
your Works 
Instructions 

Small folded 
flyer 

Booklet 



~OR 
OF oEVELOFMENI' 

P10Jlflll ReView 
/ ff'/ in use 

JIIWieW9d IntemaliY 
lllrieW Panel 1/89 
l8bJXtll:!d for further 
_,eJ.qJnent 

~ t:erir18.L Review 1/89 
1191:urJrleO for revisions 

llnll!D\,ed Internal Review 
- P.tOJLdln Review 
see 3/6/89 

P.tqJL&n 
th l.imi tation 
training in 

:tal[ISBl.ing am Testing 
fOL' p.irposes 

......... ~ic:n of 
blrlselirg prcx:ESS 

TITLE & SOORCE 

You Ixn't Have to be White or 
Gay to get AirS 

Further titles going back to 
1986 - IX>t in use 

A.Ir:S: Life or Death arrl 
SIDA: Vida O Muerta fran Hispanic 
~en of Cx:Ean eouyty 

i 

"Cuidate, y Cuda I.os 'I\.Iyos Mujer 
y Madre Hispana II 

''El Despertar de Ram:Jn'' 
Novela Health Fouroation 

"Drugs & AIOO - Camseli1!J the 
HIV Antil:xxly Positive Patient" 
(Spanish versic:n) fran IDs 
Angeles County M2dical 
Asscx::iation 

: 7 itens with ndn:)rity focus sul::mitted fOL' Review 2/22/89 by: 

FORMAT 

Pamphlet 

Video 
Script 

Pamphlet 

Photo-
Novela 

Video 

Puerto Rican Asscx::iation for Human I:evel.oprent P.R. A.H. D. - Perth Aml::xJy. 

/, / , 



1. "Aner'ica Respcn::1s to .A.IOO" Campaign 
- 9 PSAs lccalized (6 in English - 3 in Spanish) for distribution to major 

staticns, cable netv..Drks an:l 2 Spanish stations. 
15 copies of aoove have been made available to CB)s, individuals , 
organi.zaticns, etc. 
Conplete campaign irx:orporates targetinJ youth, adults, vOTen, 
couples, family in~ Black, Hispanic an:l general tx)pulation, in both 
printed an:l electronic media. 
3,000 transit cards targetinJ Black an:l Hispanic cx::mnunity are ncM 
in prcxiuctian for placanent in 500 N.J. Transit Buses. 
Print PSAs have been sul:mitted to 6 newspapers - .irci.uding Spanish 
tabloids. \ 
Print ready copies in varid.ts fonnats are available UfX)n request - dual 
sets - cne targeted to~~ population an:l o~ to · 
mimrities (Blacks an:l Hispanics). 

2. Division Prcrluced PSA on "Wcnen an:l .A.IOO" 
- Features a Spanish tag 
- BilinJual texts 
- Racially an:l ethnically balan:ai talent 

3. Barrls to Beat .A.IOO 
- Irci.udes 8 tx)Sters featurinJ mimrity artists (Black - Hispanic) 
- 2 have been translated into Spanish (Kcol & GaIYJ & Jelly Bean 

Benitez) 
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STAFF~ OF CXXJNSELING AND 'l'ES'1'.1.NG SITES: 

1. St. Michaels - 4 bilingual - hispanics, 6 black 
2. Jersey City Madical Center - 1 bilingual - hispanic, 0 black 
3. Robert \'«XXi Johnson - 1 bilingual - hispanic, 0 black 
4. Atlantic City Health ~pt. - 1 bilingual - hispanic, 0 black 
5. Paterson - 0 bilingual, 0 hispanic, 1 black 
6. canrlen - 2 bilingual ( 1 hispanic), 1 black, 1 vietnarrese 
7. Trenton - 0 bilingual, 0 hispanic, 2 black 
8. E. Orange - 1 bilingual, 1 hispanic, 2 black 
9. M::>rristown - 0 bilingual, 0 hispanic, 0 black 

10. Jersey Soore - 0 bilingual, 0 hispanic, 0 black 
11. Cx:::ean City - t-o ona hired 
12. Bergen County - tb ona hired 

Bilingual= Spanish/English Speaking 

2 Black Ccordina:tors 
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--------- - - - - - - - - - -- -

Women Tested and Post-Test Counseled 
at CTS'* by Racial/Ethnic Group 

120 

100 

80 

60 

40 

20 -

0 
White Black Hispanic Other Unk-nown 

- % Tested - % Post-Test Counsel 

6/88 - 9/88, N • 3061 
• Counaellng and Teat Sites 

There are no major differences in the percentage of male and female clients who 
chose to be tested for HIV at the CTS. When comparing the three major race 
categories (White, Black and Hispanic), Whites were more likely to return for Post 
Test Counseling than their Blac~ or Hispanic counterparts. 
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Men Tested and Post-Test Counseled 
at CTS'* by Racial/Ethnic Group 

White Black Hispanic Other Unknown 

- % Tested o/o Post-Test Counsel 

6/88 - 9/88, N • 3862 
• Counaellng and Teat Sites 

There are no major differences in the percentage of male and fem ale clients who 
chose to be tested for HIV at the CTS. When comparing the three major race 
categories (White, Black and Hispanic), Whites were more likely to return for Post 
Test Counseling than their Black or Hispanic counterparts. 
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,, 

Women Tested and Post-Test Counseled at 
Satellite Sites*, by Racial/Ethnic Group 

120 

100 

80 

60 

40 

20 -·----------

0 
0 

White Black Hispanic Other Unknown 

- % .Tested % Post-Test Counsel 

5/88 - 9/88, N • 883 
• Fam. Planning, Prenatal, STD, Drug 
Treatment and Tuberculosis Clinics 

There is no major difference in the numbers of men and women choosing to be tested 
for HIV in the satellite sites. The low number of individuals (male and female) 
returning to these sites are alarming when compared to the CTS (50% vs 50% 
respectively). compliance. 
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Men Tested and Post-Test Counseled at 
Satellite Sites*, by Racial/Ethnic Group 

120 

100 

80 

60 

40 

20 

0 
White Black 

Ill o/o Tested 

5/88 • 9/88, N • 875 
• Fam. Planning, Prenatal, STD, Drug 
Treatment and Tuberculosis Clinics 

0 

Hispanic Other Unknown 

• % Post-Test Counsel 

There is no major difference in the numbers of men and women choosing to be tested 
for HIV in the satellite sites. The low number of individuals (male and fem ale) 
returning to these sites are alarming when compared to the CTS (50 % vs 50% 
respectively). compliance. 
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., 

CTS Clients by Racial/Ethnic Group 
and Sex, All Sites* 

White 

Black 

Hispanic 

Other 

Unknown 

100 80 60 

5188- 9/88, N = 8680 
*Counseling and Test Sites and 
Satellite Sites (FP, PN, STD, DTC, TB) 

12 

40 20 0 20 40 60 

Percentage 

-Women -Men 

80 100 

!>!nall_ races are twice as likely as women to utilize counseling and testing services. This is not 
9 inasmuch as males represent approximately 80% of the total number of AIDS cases in the 
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Unknown 

3%1 

AIDS Hospital and Post-Hospital 
Support Program 

Selected Client* Demographics 

Men/Boys 
72% 

RACE/ETHNICITY GENDER 

Oients served 1987-1988 
= 1517 

Women/Girls 
26% 

Unknown 
2% 

vaft rajori~y of clients served via this program are Black and Hispanic, 54% and 13 % 
ve Y-. This compares almost identically to the State AIDS Registry . Whites are under 

n nted 1n the program, with more persons falling into the unknown or other categories. The 
!f9e of women served is 26%. This is significant compared to the State average of 20% and 
cat~ve~age of 8%. In our data we have a high percentage of children due to our contract 

Y Witt, Children's Hospital in Newark. This is not illustrated. 
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Racial/Ethnic 
Group 

White 

Black 

Hispanic 

Other 

Unknown 

AIDS Hospital and Post-Hospital 
Support Program 

Client* Demographics 

100 80 60 40 20 0 20 40 60 

Percentage 
*Clients served 1987-1988 

N = 1517 Men/Boys - Women/Girls 

80 100 

The ratio of males (men/boys) to females (women/girls) is fairly consistent across racial groups. 
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Percentage 

Full 
Time 

• White 

AIDS Hospital and Post-Hospital 
Support Program 

Clients* by Employment Status 

Med./Disabil. 
Leave 

Unemployed Disabled 
Cannot Work 

Employment Status 

- Black D Hispanic - Other 

* Oients Served 1987-1988, N = 1517 
• Other = not coded, part time 

children and unknown. 

Other** 

Un kn own 

"'~slbok at additional information on the population served, we find differences in employment 
ispa . Y race. The Black population has a higher percentage of unemployed then Whites and W~~- We see that a higher percentage of Whites are on medical disability leave, suggesting 

ites have been employed on a more frequent basis in the past. 
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AIDS Hospital and Post-Hospital 
Support Program 

Clients* by Health Insurance Status 

Percent Coverage 

86 

Coverage 

Type of Insurance 

- White - Black D Hispanic - Other l::::::d Unknown 

• Oients Served 1987-1988, N = 1496, 
21 persons with dual coverage 
excluded (1 %). 

· h!re striking differences in the type of insurance clients have across racial groups. Whites have 
ni~iercentage of private insurance, Blacks have a higher percentage of public insurance and 

ave a higher percentage of no coverage . 
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60 

AIDS Hospital and Post-Hospital 
Support Program 

Clients* by Referral Source 

Percent Referred 

Self Private 
Physician 

- White - Black 

* Clients Served 1987-1988 
** Other = dentist, community health 

agency, other and unknown. 

Clinic 
OPD 

Referral Source 

D Hispanic 

57 

Hospital 

- Other 

Other** 

U n kn own 

Bl~~iher percentage of Whites were referred by their private physician . Also, a higher percentage of 
lia s were referred from hospital emergency rooms and inpatient beds. This suggests a heavy 

nee on hospitals as a source of primary health care. 
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AIDS Community Support Program 
Drug Treatment Coupon Program* 

1987 -1988 

Hispanic 
16% 

RACE/ETHNICITY 

*83 _237 of 970 coupons were redeemed . 
• 44: went on to Methadone Maintainance. 

had no previous Treatment at all . 

Other 
1% 

57 

GENDER 

Women /21% 



60% 

AIDS Community Support Program 
Mobile Health Van* 

Client Referrals 

Referrals 
40% 

Counsel li ng 
& Testing 

54% 

Drug 
Treatment 

35% 

A IDS 
Treatm ent 

12 % 

Mobile Van Contacts Van Referrals 
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AIDS Community Support Program 
Mobile Health Van* 

Client Demographics 

Hispanic 
18% 

Men 
54% 

Women 
46% 

I 

RACE/ETHNICITY GENDER 

~ ·6/88, N = 1171-
of clients are 26 years or older 
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:\1aternal and Child Health 

Background 

Fertility rates for Non-White young adolescents ages 10-14 were 7 times greater 
than the rate for White young adolescents. Fertility rates for Non-White 
females, ages 15-19 yrs., were 3 times greater than the rate for similar White 
females. 

A total of 109,000 family planning clients were served in 1985. Of this total 52% 
were White, 27. 7% Black and 13.6% Hispanic. In 1984 the estimated need for 
family planning services was 385,000. However, only 108,000 were serviced, or 
approximately 28% of the estimated need. 

The very low birth weight rate for Whites is 9.4 births per 1,000 in comparison to 
27 .5 births per 1,000 for Blacks. The relative risk of very low birthweight (less 
than 1500 grams) is 2.9 times higher for Black infants. 

In 1987, the Non-White infant mortality rate was 18.7 per 1,000 live births in 
comparison to the 7.1 per 1,000 rate for White infants. 

In 1986, Non-White infants were at 5 times relative risk for dying of an 
infectious diseases than White infants. 

Genetic Service clients for 1987 were 71 % White, 15% Black, 11 96 Hispanic and 
1 % Asian. 

Sickle Cell Disease occurs in one of every four hundred New Jersey Black 
newborns. 

It is estimated through newborn screening, that 50-70 cases of Sickle Cell 
Disease will be identified annually in New Jersey. 

The estimated number of Black children in New Jersey with Sickle Cell Disease 
are as follows: less than 5 years of age= 258, ages 5 years - 19 years= 824. 

National estimates project that sickle cell disease occurs at a .31% rate in Black 
infants. 

Black and Hispanic pregnant women clients and pediatric clients account for 
more than 70% of the total WIC client population. 

1980 pediatric hospitalization rate per 1,000 admitted for Non-White 
children/White children, ages 1-4 years, was 186 and 67 .6 respectively. 

There are higher rates of hospitalization across all age groups for Non-White 
children, in comparison to White children in New Jersey, but in no other age 
group is the difference as marked as it is for children 1 to 4 years of age. 
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Data from the second National Health and Nutrition Examination Survey 
(NHANES II) conducted in the United States between 1976 and 1980 showed that 
4% of children between 6 months and 5 years of age had elevated lead blood 
levels. The prevalence of elevated blood levels was higher in Black children 
(12.2%) than whites (2%). 

The NHANES II Survey also showed: 

There was a significant interaction between the degree of urbanization and 
race. 

In central cities the percentage of children with elevated blood levels was 
significantly higher among Blacks (18.6%) than among Whites (4.5%). 

Even in smaller urban and rural areas 10.2% of blacks had elevated blood 
levels as compared with fewer than 2% among Whites. 

New Jersey has defined its highest degree of urbanization as greater than 60,000 
persons with greater than 5% of the population under 5 years of age being Black. 

The top six counties classified as high risk, based on the application of the 
NHANES methodology to 157 New Jersey municipalities are: Essex, Hudson, 
Passaic, Camden, Union and Mercer. 

Jersey City specific data for a 1985-86 measles outbreak indicated that the 
incidence of measles for Hispanics was 4 per 1,000 population as compared to 0.8 
per 1,000 for all other populations. 

Despite existing reporting methods, according to various health professionals throughout 
the State, immunization non-compliance still remains in geographic subsections 
of New Jersey. 
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Program Description 

The Maternal and Child Health Unit 

has responsibility for programs which target services to reproductive aged 
women and their children. A brief description on each program follows. 

Family Planning 

provides funds for contraceptive information and counseling. 

Maternal and Infant Health 

provides via contract quality prenatal care to effect a reduction in 
maternal and infant mortality. MIH funded services are targeted to cities 
with the greatest perinatal needs. Population in these areas include a large 
number of minority and low-income groups. 

Child Health Program 

develops a network of services for healthy and sick children through the 
Well Child Clinics, Comprehensive Pediatric Primary Care Services, the 
New Jersey Child Health Regional Network (health professionals training) 
and the State Sudden Infant Death Syndrome Resource Center. A major 
endeavor has been to encourage local health department and pediatric 
primary care project participation in the Medicaid/EPSDT program and 
HealthStart initiative. As more "working poor" families become Medicaid-
eligible through HealthStart, and more Medicaid-eligible families are 
served, the low-income minority population is receiving more 
comprehensive services. 

Dental Health Program 

implemented a mobile dental clinic for care of migrant children. 

Accident Prevention and Poison Control 

implemented a training program aimed at identifying children at high risk 
of abuse, neglect and lead poisoning. Note: discussion is found in the 
Injury Section (Section 6). 

HealthStart 

a program begun in February 1988, assures poor pregnant women and their 
children of quality care from certified physicians, specialists and speciality 
clinics. Health support services are case coordination, nutrition 
assessment and counseling, social-psychological assessment and counseling, 
health education, and home visits for certain patients. Pediatric services 
include all the preventive, routine visits that are recommended for children 
(up to age 2) and "continuity of care". 
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Special Child Health Services 

supports a statewide network of case managers and health care agencies to 
serve handicapped or chronically ill children. Newborn screening and 
follow-up for sickle cell disease is expected to be added to the existing 
inborn errors of metabolism screening program by January 1989. 

Women, Inf ants and Children Services (WIC) 

provides vouchers to purchase food for pregnant and breast feeding women, 
their infants and children. 

Emergency Medical Services 

supports the training of personnel prepared to respond to injuries and life 
threatening illnesses and works with the New Jersey State Police in providing an 
aeromedical response program for New Jersey residents and visitors. Note: 
Additional information is found in the Access to Care Section. 
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Non-White 
All Races 
White** 

Age Specific Fertility Rates by Race and Age, 1986* 

10-14 

3.05 
0.93 
0.43 

15-19 

68.60 
34.54 
22.48 

15-44 

65.39 
60.97 
58.71 

Resident Births by Age Group (15-19), Race and '.Vl arital Status 

Number of Births % Unm arried 

All Races 
White 
Black 
Other 

10,116 
5,256 
4,726 

61 

80.0% 
67 .2% 
94.9 
68.9 

* 

** 

Age specific fertility rates are the number of all live births to 
women in age groups per 1,000 women estimated to be in t hat 
age group. 

The majority of the Hispanic popluation are included in the 
White population. 
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It is significant to note that tha nortality rate in New Jer.sey for Non-
White infants is higher than tha United States rate for Ncn-Wru.te infants; 
~, tha rate for New Jersey Wm. te infants is lower than tha national 
White infant nortality rate. 
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Non-white and White 
Infant Mortality Rates (per 1,000 live births) 

New Jersey 1976-1987 

Inf ant Mortality Rates 
Year Non-white White Ratio 

1976 25.4 12.7 2. 0:1 

1977 24.4 12.2 2. 0:1 

1978 22.6 9.6 2.4:1 

1979 22.5 10.5 2 .1:1 

1980 21.0 10. 3 2. 0:1 

1981 19.7 9.3 2 .1:1 

1982 20.3 9.6 2 .1:1 

1983 19.3 9.2 2 .1:1 

1984 17.9 9.0 2. 0:1 

1985 18.7 8.9 2. 0:1 

1986 18.0 7.8 2. 3:1 

1987 18.7 7.1 2 .6:1 

The Non-white infant mortality ratio (2.6:1) was higher in 1987 than it had 
been in the past 12 years. 

Due to different reporting requirements, Hispanics may be reported as White 
in some cases and in other cases may be included in other. This difference 
in reporting tends to skew the data. 

Definition: 

Non-White: Black, Hispanic and other minorities 

White: White, Hispanics 
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VERY LOW BIRTH WEIGHT RA TES 
NEW JERSEY 1972- -1986 
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0.-40 
1972 1973 197'4 1975 1976 1977 1978 1979 19t'!D 19el l9e2 19e3 19t'!-4 1985 19e6 

YEAR 
OVERAU. + WHITE NON-WI-DTE 

Alth;Jugh the rate for White and Non-White very low birth ~ght rates 
stayed relatively stable, thare a:ntinues to exist a large disparity 
t:etween the White and Non-White rate. 
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RELATIVE RISK FOR SELECT CAUSES OF INFANT MORTALITY 
NEW JERSEY RESIDENTS, 1986 

Cause of Death (ICD-9 code) 

Infectious diseases (001-139) 
Pneumonia and influenza (480-487) 
Congenital anomalies (7 40-759) 

Certain conditions arising in the perinatal period (760-799) 

Maternal causes of perinatal mortality (760-763) 
Disorders relating to short gestation and 
unspecified low birthweight (765) 
Intrauterine hypoxia and birth asphyxia (768) 
Respiratory distress syndrome (769) 
Other respiratory conditions of fetus and newborn (770) 
Infections specific to the perinatal period (771) 
Other and ill-defined conditions originating in the 
perinatal period (764, 766, 767, 772-779) 

Sudden Infant Death Syndrome (798.0) 
Accidents (E800-E929) 
Homicide (E960-E968) 
All other causes 

Total 

69 

Non-White 
vs. 

White 

5.0 
2.9 
1.1 

2.6 

1. 7 

3.1 
2 .9 
2.3 
2.6 
2.8 

1.8 

3.8 
1.8 
4.4 
2.0 

2.3 



RELATIVE RISK FOR SELECT CAUSES OF INFANT 
MORTALITY NJ RESIDENTS, 1987 

Cause of Death (ICD-9 Code) 

AIDS 

Infectious Diseases 

Pneumonia and Influenza 

Congenital Anomalies 

Certain conditions arising in the perinatal period (760-779) 

Maternal causes of perinatal mortality 

Disorders relating to short gestational unspecific low 
birth weight 

Intrauterine hypoxia and birth asphyxia 

Other respiratory conditions of fetus and newborn 

Infections specific to the perinatal period 

Other and ill-defined conditions originating in the 
prenatal period 

Sudden Inf ant Death Syndrome 

Accidents 

Homicide 

Total 

Non-White 
vs. 

White 

14.2 

5.8 

3.3 

1.3 

3.3 

1.8 

4.1 

5.5 

2.8 

3.1 

1.8 

2.7 

2.5 

2.5 

2.6 

With the exception of sudden infant death syndrome and homicide, the relative risk of 
an other of infant mortality increased between 1986 and 1987. 
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NEW JERSEY STATE WIC PROGRAM 
1987 PEDIATRIC NUTRITION SURVEILLANCE 

LOW BIRTHWEIGHT BY ETHNIC GROUP 

15-----------------------------, 

BLACK WHITE OTHER HISPANIC 

PERCENT <2500 GRAMS 

V = 117,126 (WICclientsonly) 
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7.7% 

NEW JERSEY STATE WIC PROGRAM 
1987 PREGNANCY NUTRITION SURVEILLANCE 

PREVALENCE OF LOW BIRTHWEIGHT ( < 2500 grams) 
BY SMOKING STATUS AND ETHNICITY 

SMOKER NON-SMOKER -

3.7 % 
4.5% 

WHITE BLACK HISPANIC 

v' 6, 163 = total births 

This chart also includes very low birth weight ( < 1500 grams.) 
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NEW JERSEY STATE WIC PROGRAM 
1987 PREGNANCY NUTRITION SURVEILLANCE 

WHITE/Non-
Hispanic 
26.6% 

HISPANIC 
33.7% 

ETHNIC DISTRIBUTION 

OTHER 
2.0% 

BLACK/Non-
Hispanic 
38.0% 

N = 6,534 Other: Vietnamese, Haitian, Portuguese, and American Indian . 

~~~11 ificant to note that although the majority of participants served by WIC ar~ minority; 
1 only serves 37% of the estimated Statewide need . 
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1980 Rate of Pediatric Admissions into Hospitals in NJ by 
Age Group and Race 

Race 
Age Group White 

67.6 
41.2 
45.3 

Non-White 

1-4 
5-14 
15-17 
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Chronic and Communicable Diseases 

Background 

Chronic Diseases 

Cancer 

Black males experienced a steady increase (peaking in 1984) in lung and prostate 
cancer incidence from 1979-1985. 

During the seven year period, Hispanic men experienced a steady increase in the 
top three cancer sites, and notable increases in lung and prostate cancer. 

Hispanic women showed an increase in incidence rates for all sites. 

Differences by specific sites reveal the Black male rates are higher than those in 
White males for cancers of oral/pharynx and esophagus. 

Cervical cancer rates sharply increased for Hispanic women during 1984-85. 

Breast cancer rates were highest among White and Black females. 

Incidence and mortality rates remain highest · among Black fem ales with a 
notable increase in rates among the Hipanic fem ale population. 

Rectal cancer incidence and mortality rates increased among White and Black 
males and a sharp increase was also noted in Hispanic males. 

Diabetes 

Renal 

In 1985, the hospitalization rate for diabetes for Non-Whites was 1 to 2 1/2 
times higher than Whites. The rates are higher for Non-Whites for both sexes 
and at all ages. 

The crude rate of amputation for Non-Whites is higher than that for Whites in 
each year from 1979-1985. Of particular interest is the increase in the rate of 
amputation for the period 1982-1985 for Non-White males. 

-
According to CDC statistics, the prevalence of End Stage Renal Disease (ESRD) 
in Blacks is 1.5 times the rate of Whites. 

As of June, 1988, the racial composition of chronic dialysis patients was 57 .5% 
White, 39.8% Black and 2.6% Other/Unknown. 

Of patients entering dialysis 7 /1/87 - 6/30/88, by primary diagnosis of 
hypertension, 56.8% were White and 41.8% were Black. The predominant 
categories of hypertension were: malignant hypertension, unspecified and 
hypertensive renal disease. 
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Organ Transplantation 

In 1986 , Non-Whites comprised 42 % of patients who received renal dialysis and 
therefore potentially could benefit from kidney transplantation. However, only 
24% of transplant recipients were Non-White. 

According to a 1988 Gallup poll, Hispanics reported a willingness to donate less 
frequently than White. Two-thirds of those Hispanics aware of transplantation 
agreed with the statement that greater awareness of organ donation is needed in 
the Hispanic community given the high evidence of diabetes and the many that 
would benefit from pancreatic transplantation . 

. Cardiovascular and Hypertension 

Of the total newly diagnosed hypertensives screened in targeted public health 
programs during 1978-1986 minorities (i.e., Black, Hispanic and Others) 
comprised 39.6% of the total. 

Cardiovascular mortality rates, based on a 3 year average (1985, 86, 87) were 
higher for Non-White males than White Males, 45-64 years, and higher for Non-
White females than White females within the same age category. 

Communicable Diseases 

Sexually Transmitted Diseases 

The rate of primary and secondary syphilis has remained 25-30 times higher in 
Non-White than in Whites from 1983 - 1987. 

A total of 25 women delivered babies with congenital syphilis from 1984 - 1987. 
Twenty (80%) of the women were Black, 4 (16%) Spanish surnamed and one (4%) 
White. 

The rate of gonorrhea has remained 50 - 80 times higher in Non-Whites than in 
Whites from 1983 - 1987. 

Minorities are over represented in the rate of STD. For gonorrhea there may be 
a bias due to under reporting by the more economically advantaged that seek 
private treatment. 

Rates for syphillis are considered accurate because of the very active and 
aggressive surveillance and screening mechanisms that are implemented in the 
state. 

Infection 

Infection mortality rates, based on a 3 year average were higher for Non-White 
males and females than for White males and females. 

1!1berculosis 

The rate of TB was highest for the Asian/Pacific Islander populatio·n in 1986 and 
1987. Rates for Asian/Pacific Islanders were thirteen times higher than Whites. 
Rates for Blacks was seven times higher than Whites. 
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Immunization 

Jersey City specific data for a 1985-86 measles outbreak indicated that the 
incidence of measles for Hispanics was 4 per 1,000 population as compared to 0.8 
per 1,000 for all other populations. 

Desphe existing reporting methods, according to various health professionals 
throughout the State, immunization non-compliance still remains in geographic 
subsections of New Jersey. 

Refugee 

The two primary origins for refugees arriving 1984-1987 were Vietnam and 
Poland, and by 1988, the number of Soviet Jewish refugees had increased 
significantly, almost surpassing the Vietnamese refugees. 

From 1984-1988, 10.5% - 14.5% of all Indochinese tested for Hepatitis B were 
positive. This compares to rates of 1.0% - 4.8% Hepatitis B positivity among the 
non-Indochinese who were tested. 

In 1987 and 1988, 124 cases of Class B (non-active) TB were referred by the 
federal quarantine stations to the NJ Refugee Program. Ultimately 17 of this 
individuals were treated. 
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Program Description 

Chronic Disease Prevention and Control 

Responsibility for preventing or minimizing the extent of cancer (including 
tobacco use control), stroke, heart disease and injuries, through a variety of 
educational strategies that promote favorable changes for the major identifiable 
risk factors such as smoking, dietary fat, high blood pressure, etc. 

Responsibility for serving the elderly and chronically ill by contracting to local 
provider programs that involve diabetes, renal diseases, hemophilia and 
Alzheimer's disease. 

Minority-focused activities include: 

Diabetes Control Program (DCP) staff participation on the American 
Diabetes Association Minority Task Force. 

DCP staff participation at national conferences on diabetes. 

Tracking individuals with hypertension and diabetes. 

Smoking Cessation Program (SCP) participation on the American Cancer 
Society's, NJ Affiliate Minority Task Force. 

Consultation to local health departments in developing cancer screening 
and smoking control programs targeted to minority populations. 

SCP administering four, one year grants to local heaith departments to 
. conduct smoking cessation programs for minority and low-income pregnant 
women. 

Data collection and analysis of diabetes or hypertension as a primary 
diagnosis of end stage renal disease. 

Reimbursement for medication and nutrition supplements for any minority 
patient meeting the agency income criteria. 

Funding 2 ESRD Prevention grants in areas of high incidence (i.e., Trenton 
and Bridgeton). High incidence is defined by diabetes-related hospital 
discharges and hospitalization, and medical indigency. 

Organ Transplantation 

Responsibility for implementing a multifaceted program promoting public 
awareness and organizing the retrieval of human organs and tissues for 
transplantation. 

Minority focused activities include administering a contract for the organization, 
training and equipping of a statewide network of volunteer public awareness 
coordinators. This network will make available to local communities and special 
populations (including minorities, college students and clergy) the educational 
resources to stimulate awareness about organ transplantation and the Assured 
Option Law. The Assured Option Law requires hospitals to offer the opportunity 
of donation to the next of kin of all medically suitable candidates. 
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Chronic Disease and Research Unit 

Responsibility to collect and evaluate data on New Jersey cancer incidence, 
treatment and survival. 

Minority focused activities include providing data on high risk groups and 
etiologic risk factors associated with cancer in New Jersey in order to target 
public health programs, cancer control and prevention. The identification of 
high risk populations is accomplished by descriptive, analytic epidemiologic 
studies of specific cancers. 

Communicable Disease Control Services 

Responsibility for: 

ensuring and maintaining immunization compliances for all children. 

controlling sexually transmitted diseases (STD) and tuberculosis. 

enhancing and maintaining a state communicable disease morbidity 
surveillance system, including the refugee population. 

The STD program serves a distinct minority population although it is not 
specifically targeted to the minority population. Field staff are housed in 
the following high morbidity areas: Paterson, Newark, East Orange, Jersey 
City, New Brunswick, Elizabeth, Camden and Atlantic City. 

The refugee program is specifically targeted to ethnic populations entering 
New Jersey. The primary objectives of the program are to ensure that 
these individuals receive comprehensive health assessments and to prevent 
the occurrence of new cases of communicable diseases, such as TB, 
Hepatitis B, and STDs. 
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0 
1979 1980 -1991 1982 1983 1984 198:S 

Year Diagnosed 

UNADJUSTED INCIDENCE RATES (PER 100,QQQ) FOR SELECTED CANCERS 

BLACK 
EEMALES 1979 1980 1981 1982 1983 1984 BREAST 68.57 73.83 74.83 78.90 74.23 77.79 COLON 32 .. 32 26.81 30.14 31.68 33.76 34.55 CERVIX 57.38 59.81 59.87 53.56 55.52 50.11 LUNG 27.55 29.49 30.34 28.62 33.15 34.35 CORPUS u. 8.91 7.63 11.28 9.61 15.25 11.52 

l!a!lishts: 

1985 
83.15 
33.34 
49.41 
38.96 
11.25 

l llek -lllca..Females show a ·steady increase for cancers of the Breast and Lung. It is anticipated that th is wi ll 
even more marked once cMJde rates are age-adjusted. 
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B lack Ma les i n New 0ersey 
Unadjusted Cancer Inc idence 
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1979 1980 ~981 1982 1983 198-4 198:5 

Year Oi agnosed 

UN~DJ US TED INCIDENCE RATES (PER 100,000) FOR SELECTED CANCERS 

BLACK 
MALES 1979 1980 1981 1982 1983 1984 1985 
LUNG 89.84 92.99 92.44 93.58 92.87 99.68 94.25 PROSTATE 66.78 76.42 70.57 76.69 70.93 80.44 76.97 COLON 26.38 29.34 30.81 31.43 ·35. 23 27.82 26.73 
~RALi PHARYNX 22.58 20.82 18.82 21.34 19.60 22.49 26.50 
aJPHAGUS 17.59 17.51 17.41 19.93 20.07 14.84 18.43 DOER 10.22 8.52 10.35 11.02 11.43 7.88 6.91 STOMACH 12.83 11.59 17.17 13.84 13.30 13.91 13.37 RECTUM 10.22 9.70 13 . 17 11.73 10.73 13.91 13.83 
h ltmus• ll1et Na= 
Ind Oth le rates for cancer of the Esophagus and Oral / Pharynx area are higher than those for l.lhite, Hispanic 

er Non•IJhite Males. 
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Hispanic Females in New Jersey 
unacj ustec cancel"" 1 nc i cence 
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1979 19!30 ~98·1 1982 1983 

Year" Oiagnosec 

UNAOJUSTEO INCIDENCE RATES (PER 100,000) FOR SELECTED CANCERS 

HISPANIC 
FEMALES 1979 1980 1981 1982 1983 1984 1985 
BREAST 32.56 27.28 31.83 38.01 42.88 39.89 56.21 
COLON 6.75 8.30 12.97 8.23 11.31 12.78 18.86 
CERVIX 31.37 32.02 28. 30 35.66 36.26 34.47 48.89 
LUNG 4. 37 3.95 6.68 4.70 10.14 8.13 13.47 
CORPUS U. 5.16 7.91 6.29 7.05 6.24 9.30 10.78 

Might ights: 
Hispanic wanen showed an overall increase in incidence rates for all sites, and of particular interest ·is 
the sharp increase in the rates for 1984·1985. This may becc:me even more marited once rates are age· 
ldjusted. 
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Hi spa ni c Ma les i n New 0e1sey 
Unadjusted Cancer Inc idence 
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1982 1983 

Year Diagnosed 

- ::J LUNG 

_..-2- PP0S7~~~ 

..,. 

1984 

·> ,_:::::L:J:'l 
JRAL/ PHARYNX 

;::SOPHAGU:: 

1985 

UNADJUSTED INCIDENCE RATES (PER 100,000) FOR SELECTED CANCERS 
HISPANIC 
MALES 1979 1980 1981 1982 1983 1984 1985 LUNG 16.82 17.16 17.89 18.26 22.70 31.99 35.47 
PROSTATE 18.50 17.58 17.06 22.40 23.12 25.43 26.09 COLON 7.57 9.63 8.32 12.03 13.21 16.40 16.31 
ORAL/PHARYNX 5.47 4.19 7.91 8.30 7.84 6.15 4. 89 
ESOPHAGUS 0.00 1.67 2.50 3.73 2.06 4.10 2.85 
BLADDER 7.99 8.79 8. 32 12.86 13.21 11.48 9.78 STOMACH 4. 62 5.02 7.49 7.88 5.78 11.48 8. 56 RECTUM 6.31 4.60 5.83 5.81 4.13 4.92 10.60 

!!s,ht i9h1:s• Th =-
111~~ticular interest of this tabl e is the notable increase in the rate of cancer of the Lung among 

1c Males. This should be more prominent once age-adjusted. 
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Othe, Non-White Females in New ~e,sey 
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Unad jus ted Canc er Incide nce 
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·o 
19 79 1980 ~981 1982 1983 1985 

Year Di agnosed 

UNADJUSTED I NC I DE NCE RATES (PER 100 , 000) FOR SELECTED CANCERS 

OTHER NW 
E_EMALES 1979 1980 1981 1982 1983 1984 1985 
BREAST 58.99 47.54 48. 65 58.21 53.78 64.39 65.37 
COLON 11. i4 15 . 38 18.07 9. 70 9. 65 13 . 70 13 . 52 
CERVIX 37 . 92 32 . 16 30 . 58 22 . 18 27.58 17.81 29.96 
LUNG 9.83 6.99 12.51 12 . 47 9. 65 9. 59 19.06 
CORPUS U. 5.62 4.19 5.56 5.54 13 . 79 10.96 8.17 

llih l i 5h ts : 
Noted increasing pattern for cancers of the Lung and Cervix. 
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Other Non- Wh i te Males in New ~ersey 
160 Unadjus t ed canc er Inc ide nc e 
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1979 1980 ~981 1982 1983 1984 198~ 

Year Di agnosed 

UNADJUSTED INCIDENCE RATES (PER 100,000) FOR SELECTED CANCERS 

OTHER NW 
MALES 1979 1980 1981 1982 1983 1984 1985 
LUNG 17 . 64 19.03 32.01 24.66 27.42 25.81 21.38 
PROSTATE 8.82 10.24 24.73 24.66 ,,, ,13 .,,, '28 7 , ., 

.i.~. '- ... "' I • ,4.,J 

COLON 10.29 7.32 20.37 17.41 17.32 11 . 47 17.10 
ORAL/ PHARYNX 11. 76 5.85 11.64 7.25 5.77 7.17 5. 70 
ESOPHAGUS 1.47 4.39 2.91 2.90 4.33 5.74 1.43 
BLADDER 5.88 7.32 13.09 8.70 10.10 8.60 8.55 STOMACH 10.29 11.71 7.27 13.06 17.32 4.30 12.83 
RECTUM 8.82 5.85 8.73 4.35 12.99 2.87 1. 43 

ll!s,h l i 9h ts: 
The nunbers · h · · · 1n t 1s group are too small to draw any rea l conclusion about sma l l year t o year fluctua t ions. 
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White Fema le s I n New .Je r sey 
unadjusted Ca ncer Inc idence 
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1979 1980 1981 1982 1983 198-4 1985 

Year Oiagnoseo 

UNADJUSTED INCIDENCE RATES (PER 100,QQQ) FOR SELECTED CANCERS 

WHITE 
UMALES 1979 1980 1981 1982 1983 1984 1985 
BREAST 127.87 134.32 141.30 141.71 142.19 145.74 151.80 COLON 59.81 58.52 61.i3 59.68 61.86 ,1 ,..., 61. 38 OJ..V/ CERVIX 31.15 32.54 29.98 31.24 32.32 31. 91 33.08 LUNG 44.32 44.98 44.26 49.67 50.79 53.70 54.90 
CORPUS U. 29.39 29.56 27.81 30.12 30.62 31.17 29.17 
~lig~ts: 
~particular interest in this table is the increas ing trend in the inc idence rates of cancers of the Breast 

lung in ~hite Females. 
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White Males in New ~ersey 
160 Unadjusted Cancer Incidence 
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0 
1979 1980 ~981 1982 1983 1985 

Year Diagnosed 

UNADJUSTED INCIDENCE RATES (PER 100,000) FOR SELECTED CANCERS 

WHITE 
MALES 1979 1980 1981 1982 1983 1984 1985 
LUNG 107.88 109.29 106.85 109.25 112.04 105.61 112.17 
PROSiAiE ... 7 1,. 80.98 ~1 6 11 80.23 86.08 85.94 85.12 I • J,:, OJ.• '+ COLON 58.96 62.87 61. 75 60.09 64.25 61. JS 63.03 
ORAL/PHARYNX 18.48 17.26 16.66 16.93 18.22 20.44 17.92 
ESOPHAGUS 7.41 6.99 6.77 7.07 7.74 7.62 7.02 BLADDER 43.20 44. 54 41. 65 42.03 44.80 42.17 40.77 STOMACH 16.37 17.26 15.03 15.02 16.53 16.87 15.07 
RECTUM 25.57 27.88 26.45 27.07 28.03 28.82 32.82 

.!!.is,ht ights: 
Rates for White Males for cancer of the Lung have remained relatively stable at a very high level • 
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Bl ack Fema les in New ~e 1s e y 
unadjusted Cancer Morta lity 
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1979 1980 1981 198;! 1983 1984 1985 

Year of Deatn 

UNADJUSTED MORTALITY RATES (PER 100,000) FOR SELECTED CANCERS 

BLACK 
fEMALES 1979 1980 1981 1982 1983 1984 1985 
BREAST 16.16 23.72 26.45 29.84 34.17 35.76 37.36 COLON 12.22 13.61 17.84 17.99 18.91 A1 ,,.. 20.49 ,.l.o, 
CERVIX 6.42 7.42 8.82 8.18 11. 39 12.12 9.44 LUNG 15.12 21.04 21. 32 21.46 32.34 27.28 32.34 
CORPUS u. 1.66 2.06 2.46 5.11 3.86 6.87 5.62 

Jl!9hl ights: 
lttldy · increase in mortal i ty rates from Breast and Lung cancer among Black Females from 1979 to 1985. 
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0 
1979 1980 1981 1982 19'83 1984 1985 

Yeer of Deatn 

UNADJUSTED MORTALITY RATES (PER 100 , 000) FOR SELECTED CANCERS 

BLACK 
MALES 1979 1980 1981 1982 1983 1984 1985 
LUNG 52.29 74.77 77.15 83.26 74 . 90 89.94 88.72 
PROSTATE 15 . 92 31.23 30.81 36.82 41.07 40.34 50 . 00 
COLON 11.88 13.49 16.00 20.17 21.93 19 . 70 19 . 82 
i RAL/PHARNYX 7.84 13.25 12.70 12 . 90 17.27 15.30 18.20 SOPHAGUS 10 . 69 15.62 15 . 76 14. 54 18.43 15.30 17.74 
BLADDER 2.85 3.08 4. 94 6.10 7.47 6.95 5. 53 STOMACH 8. 56 7. 10 12 . 47 13.84 10.50 10.20 13.37 RECTUM 3.09 5.68 4. 23 5. 39 6. 77 8. 58 8.76 
~l ights: 
~ ~ates for Lung cancer among Black Mal es show steady increas ing pa t tern, this may be even more 

ed once the rates are age ad jus t ~ . 
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Hispanic Fema les in New ~ersey 
u nadjusted Cancer Mortality 
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Year of Deatn 

UNADJUSTED MORTALITY RATES (PER 100,000) FOR SELECTED CANCERS 

HISPANIC 
FEMALES 1979 1980 1981 1982 1983 1984 
BREAST 1. 59 1.58 5.11 9.40 8.97 10.84 COLON 0.40 ... ,. 6 4.32 3.92 3.12 7.75 .J • :, CERVIX 0.40 1. 58 2.36 2.74 4.29 2.71 LUNG 2.38 1.19 5.50 1.96 5.85 6.20 
CORPUS U. 0.40 0.79 0.39 1.96 1.95 2.32 

1985 
15.01 

6.16 
5.00 
8.85 
1.15 

lis!!l ights: :•aat cancer mortality rates among Hispanic Females have shown an increasing trend. Rates for Lung cancer 
ow scme increasing pattern. 
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Hispan ic Males in New ~ersey 
Unadjusted Cancer Morta I i ty 
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1979 ~sso AS81 1982 1983 ~984 ~985 

·rear .,;if G~at n 

UNADJUSTED MORTALITY RATES (PER 100,000) FOR SELECTED CANCERS 

HISPANIC 
!tALES 1979 1980 1981 1982 1983 1984 1985 
LUNG 6.73 12.98 17.06 14.52 18.57 18.86 30.57 PROSTATE 0.84 2.51 4. 58 6.22 8.67 12.71 14 . 68 
COLON 1. 68 1.26 3.33 4. 56 5.78 4.92 10.60 
~RAL/PHARNYX 0.00 0.84 1. 25 2.07 3.30 2.87 3.67 
B OPHAGUS 0.00 0.42 2. 08 1.66 2.06 3.69 2.04 

LADDER 0.84 0.84 1. 66 1. 24 5.37 2.87 3.26 STOMACH 1.68 4.19 5.83 4.56 4.13 8.20 4.08 RECTUM 0.84 2.09 2.08 1.66 2.89 1.64 6.52 
fbtit ights: 

Increasing trend in Lung cancer mortality rates is noted. 
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Othe, Non- White Females in New 0e,sey 
Unadjus ted canc er Mortal i ty 
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19 79 1980 ~9 9 ~ 1982 1983 1984 CF,~95X 
Year o f Ceatn 

UNADJUSTED MORTALITY RATES (PER 100,000) FOR SELECTED CANCERS . 
OTHER NW 
.EEMALES 1979 1980 1981 1982 1983 1984 
BREAST 9.83 6.99 6. 95 12.47 12.41 9.59 COLON 4.21 4.19 6. 95 5.54 2.i6 10 . 96 CERVIX 2.81 1.40 1. 39 8.32 2.76 1. 37 LUNG 2.81 4. 19 5.56 13 .86 4.14 4.11 
CORPUS U. 0.00 1.40 0.00 0.00 4.14 2. 74 

l!.s!! l i9hts: 

1985 
19.06 
2.i2 
0.00 
8.17 
5.45 

=:t•lity rates among Ot her Non-Whi te Fema l es show fl uctuat i on in crude data . 
r to Year var iation given the relat ively small nuibers in t his group. 

I t is di f f icult to interpret 
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Othe, Non-White Males in New 0e,sey 
unadjusted cancer Morta I i ty 
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1979 1980 1981 1982 1983 1984 1985 

Year of oeatn 

UNADJUSTED MORTALITY RATES (PER 100,000) FOR SELECTED CANCERS 

OTHER NW 
!ALES 1979 1980 1981 1982 1983 1984 1985 
LUNG 7.35 17.56 21.82 13.06 18.76 14.34 19.95 
PROSiAiE 0.00 1.46 4.36 7.25 10.10 8.60 8.55 
COLON - 1.47 5.85 4.36 11.61 7.22 5.74 9.98 
0RAL/PHARNYX 2.94 0.00 1.45 5.80 1.44 4. 30 1.43 
ESOPHAGUS 0.00 4.39 2.91 4.35 1.44 2.87 4.28 
BLADDER 1.47 0.00 2.91 1.45 2.89 4.30 1.43 STOMACH 2.94 4.39 0.00 8.70 14.43 5.74 7.13 RECTUM 1.47 1.46 1.45 4.35 2.89 2.87 2.85 

J!!sht ights: · 
~':'Ct1Jating pattern is difficult to interpret in this group because of relatively small nuii:>ers, and without 

JU.ting for age . 
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White Females in New 0e,sey 
Unadjusted cancer- Morta I i ty 
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1979 1980 1981 1982 1983 1984 1985 

Year of Deat n 

UNADJUSTED MORTALITY RATES (PER 100,000) FOR SELECTED CANCERS 

WHITE 
f.EMALES 1979 1980 1981 1982 1983 1984 1985 
BREAST 21.71 33.27 45.91 49.54 54.02 57.56 63 .18. COLON 18.95 25.75 31.89 32.35 35.52 34.25 35.59 CERVIX 2.76 4.57 4.- 61 5.12 6.07 5.74 5.93 LUNG 23.07 33.60 34.52 40.78 43.35 43.16 45.10 
CORPUS U. 2.26 5.40 6.75 7.38 8.59 8.40 8.83 

lhh lights: ::--t and Lung cancer mortality rates have increased steadily from 1979 to 1985. The cancer mortality 
.. for other sites have been essentially stable since 1983. 
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White Males in New ~ersey 
Unadjusted cancer Morta I i ty 

100 

90 

C: 80 
0 -., 
Cl 70 
:, 

l 60 
0 
0 
0 . 
0 so 
0 .. ~---------;- PROSTATE 

40 
~---------..,..COLON ,. ., - 30 -Cl ., 

i 20 

10 
I 

ORALP HAAY]X 
J;. l( H H >( l< ESOPHAGUS 

0 
1979 1980 1981 1982 1983 1984 1985 

Year of Death 

UNADJUSTED MORTALITY RATES (PER 100,000) FOR SELECTED CANCERS 

WHITE 
MALES 1279 1280 1281 1982 1283 1984 1985 LUNG 63.22 84. 30 92.67 93.91 98.81 94.26 99.81 
PROSTATE 15.72 25.14 33.54 37.54 43.92 47.93 47.96 COLON 18.95 28.53 29.81 32.55 36.85 38.67 36.50 
~RAL/PHARNYX 5.19 8.56 9.08 10.21 10.66 11.77 12.75 
B OPHAGUS 3.94 6.78 5.74 6.43 6.82 6.57 6.25 

LADDER 7.92 12.12 13.93 17.11 18.18 17.40 20.49 STOMACH 8.17 11.80 13.22 12.09 14.38 13.21 13.58 RECTUM 6.05 10.31 12.97 13.68 15.93 16.94 19.41 
lla,tfght:s• . = • P~ostate cancer mortality rates among \.lhite Males show steady increasing pattern to 1983, followed 

evel1ng off phase. Rectal cancer mortality increased steadily from 1979-1985. 
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This Graph reflects two things: 

1. Peak level of funding for cormrunity based hypertension screening 
was in years 1981-1983. 

2. High proportion of minorities diagnosed is more reflective of targeting 
of public screening programs than it is of a higher prevalence of 
hypertension in the ::minority : ccmnunity. However, national data indicates 
a significantly higher prevalence of hypertension in these high risk 
groups. 

96 



I Scrffnedl 
DllgllOSld 

50 

40 

30 

20 

10 

0 

1978 

[]-{] 

'\ 
\ 

\ 

1979 

Proportion Minority 
Screened and Diagnosed 

\ 
\ 

\ 
\ 

' 

1980 1981 1982 

Federal Fiscal Year 

1983 1984 

% Minority of total 
population screened 

_ % Minority newly diagnosed 
of all newly diagnosed 

1985 

Even with high risk communities, we are finding more undiagnosed minority 
hypertensives than we are of non-minority. · 
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New Jersey Diabetes Related Lower Extremity Amputations 
Crude Rates Per 100,000 Population 
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The high rates seen in non-white males and females reflect the increase in 
diabetes in the minority population. 
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year 

1979 

1980 

1981 

1982 

1983 

1984 

1985 

New Jersey Diabetes Related Lower Extremity Amputations 
Crude Rates Per 100,000 Population 

1979-1985 

White Male White Female Non-White Male Non-White Female 

18.5 13.4 19.4 21. 0 

19.9 15.8 22.6 20.8 

23.8 15.6 32.9 29.4 

26.1 16.5 25.0 28.4 

25.1 17.9 29.5 26.7 

24.8 16.4 35.5 36.5 

27.0 18.2 34.5 30.0 
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New Jersey Hospitalization Discharges 
With a Principal Discharge 
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* At every age, both non-white males and females have higher rates of 
diabetes. 
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New Jersey Hospitalization Discharges I 

With a Principal Discharge 
Diagnosis of Diabetes 

Crude Rates Per 100,000 Population 
1985 

Group White Male White Female Non-White Male Non-White Female Total 

0-14 25.8 28.0 53.3 56 33 

15-34 47.2 100.5 125.7 237 95 
I I 

35-44 75.0 89.6 313.3 402 133 
1, 

45-64 150.6 157.2 683.8 767 221 

65+ 383.2 373.4 894.5 1195 432 

Total 105.8 140.3 244.4 351 153 
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For black males and females high proportion of black race identified 
relative to their proportion of population indicates the higher 
incidence of renal failure among this minority group. 
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For black males and females high proportion of black race identified 
relative to their proportion of population indicates the higher 
incidence of renal failure among this minority group. 
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DIALYSIS PATIENT DISTRIBUTION BY RACE 
NEW JERSEY: l 9U2 - 1986 

YEAR 

2% 36% 62% 
- OTHER 

1982 

- BLACK 

WHITE 

2% 38% 

1984 !!1!!1!!1[1!!!i!i!l1!!1!!!11!lllllll!lllllll!!l!il! 
2% 39% 59% 

0 500 1000 1500 2000 250U 3000 35c,o 

Mo . Patients 

SOURCE: HCFA 2728-U4 NEW JERSU RENAL NElWORI< COUNCIL 

NOTE: 
4 Cornwall Dr. , East Brunswick, N.J. 

Since medicare data identifies nearly all cases of renal 
fail'l:lt'e, the high proportion of black or non-white renal 
failure patients relative to their population size 
indicates a dramatically higher risk for renal failure 
among these minority groups. 
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Transplants Performed in New Jersey 
By Recipient Race 1982 - 1986 

.. -

100 -----------------------------------, 

75 

50 

25 

0 

YEAR 
1982 
n=82 

- Black 

36% 

61% 62% 

1983 1984 
n,. 70 n = 107 

Year 

- White 

1% 

Other 

61% 

1985 
n = 116 

1986 
n = 139 

1% 

*Source: HCFA-2728-U4 NEW JERSEY RENAL NETWORK COUNCIL 
4 Cornwall Dr., East Brunswick, NJ HCFA-2745-U3 

Underlying cause of renal failure and patient's age and other health conditions should 
be the key determinants in transplantation. These factors should be taken into 
consideration when interpreting this graph. 
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Refugee Arrivals By Country 
of Origin, New Jersey 

Fiscal Years 1984-1988 

Origin FY 84 FY 85 FY 86 FY 87 FY 88 

Vietnam 368 368 405 269 299 

Cambodia 85 119 16 1 

Laos 34 11 44 31 7 

Poland 161 178 239 263 195 

Romania 100 65 65 80 90 

Iran 89 47 41 85 91 

Ethiopia 56 41 38 24 23 

Afghanistan 52 69 44 68 90 

Czechoslovakia 21 7 59 22 17 

u.s.s.R. * 41 275 

Cuba 31 52 

Hungary 24 21 

Other 53 32 57 22 22 --
Total 1,019 937 1,008 961 1,182 

* Soviet Jewish Refugees 
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aefugee 

lndo-Ch in ese 

Percent Infected 

ent Infected 

Hepatitis B Carriers (Infected/tested) 
Indochinese and Non-Indochinese 

Refugees, NJ FY 1984-1988 

1984 
Infected/ 
Tested 

22/208 

10.6 

9/186 

4.8 

1985 

1/T 

24/229 

10.5 

5/163 

3.1 

108 

1986 

1/T 

47/328 

14.3 

2/197 

1.0 

1987 

1/T 

30/242 

12.4 

9/136 

6.6 

1988 

1/T 

27/186 

14.5 

2/162 

1.2 
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Based on the three year average, death due to infection is highest 
arrong Non-white males followed by Non~hite females. 
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Reported Primary and Secondary 
Syphilis Case Rates* By Race 

New Jersey, 1983-1987 

Rate per 100,000 Population 

60 

50 

40 

30 

20 

10 

1983 1984 

White 

2.5 2.1 

1985 1986 

YEARS 

1987 

*Rates are computed using 1980 Federal Census Bureau data and are expressed as per 
l00,000 population. Non-white rates computed on black population. White rates were 
computed on the remainder of the population. 

~OTE: Primary and Secondary syphilis rates among non-whites are 25 to 30 times greater 
an those reported for whites. Gonorrhea rates among non-whites are 50 to 80 times 

greater than those reported for whites. 
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Reported Gonorrhea Case Rates* 
By Race (Where Stated) 
New Jersey, 1983-1987 

Rate per 100,000 Population 
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1423.6 
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*1Rates are computed using 1980 Federal Census Bureau data and are expressed· as per 
00,000 population. Non-white rates computed on black population. White rates were 

computed on the remainder of the population. 

TE: Primary and Secondary syphilis rates among non-whites are 25 to 30 times greater 
an those reported for whites. Gonorrhea rates among non-whites are 50 to 80 times 
reaterthan those reported for whites. 
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REPORTED TUBERCULOSIS CASES 

AND CASE RATES* BY RACE 

NEW JERSEY, 1986 and 1987 

AMER NAT 
ASIAN/PAC. IS. ALASKAN NAT 

YEAR 
WHITE 

NUMBER RATE 
BLACK 

NUMBER RATE NUMBER RATE NUMBER RATE 

1986 

1987 

333 

322 

5.4 

5.3 

337 

353 

36.4 

38.2 

54 

73 

52.2 

70.5 

0 

0 

*Rates based upon 1980 Federal Census Bureau data and expressed per 100,000 
population. 

NOTE: TB case rates are 7 to 13 times greater in other racial groups when 
compared with Whites. 
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Occupational and Environmental Hazards 

Background 

The overall rate of fatal unintentional injuries during 1983 - 1986 was higher for 
Blacks in comparison to Whites (including Hispanics), 3.9 and 2.4 per 100,000 
civilian, non-institutional employed population, respectively. 

The average annual frequency of hospitalization for persons with chemical and 
dust related lung disease as a primary diagnosis during 1983 - 1986 was highest 
for Blacks and lowest for Hispanics, 1.84 and .65 respectively per 100,000 
population more than 18 years of age in comparison to a rate of 1.5 in Whites. 

A 1980-81 New Jersey study showed that among Non-Whites, 22% of the lung 
cancer cases were attributable to occupation, compared to only 9% among 
Whites. Source: International Journal of Cancer 42:851-856 (1988), Vineis, 
Thomas, Schoenberg, et al. 

The average annual frequency of hospitalization for lung conditions due to 
specific exposures as a primary diagnosis during 1983 - 1986 was highest for 
Blacks and lowest for Hispanics, 1.67 and 1.4. respectively, per 100,000 
population more than 18 years of age, in comparison to a rate of 1.5 in Whites. 

The average annual frequency of hospitalization for persons with chemical 
· poisonings as a primary diagnosis during 1983 - 1986 was highest for Blacks and 
Hispanics, 14.5 and 10.7, respectively, per 100,000 population more than 18 years 
of age, in comparison to a rate of 7 .2 in Whites. 

Hispanics experienced the highest frequency of hospitalization for finger 
(including thumb) amputations in 1986. Blacks experienced the second highest 
rate, 29.28 and 16.82, respectively per 100,000 population more than 18 years of 
age. Finger amputations among Hispanics occurred at a rate 3 1/2 times that of 
Whites. 

The primary problems of migrant farmworkers are pesticide poisoning, enteric 
diseases, infectious diseases, infant mortality and psychological stress. 

Data from the second National Health and Nutrition Examination Survey 
(NHANES II} conducted in the United States between 1976 and 1980 showed that 
4% of children between 6 months and 5 years of age had elevated lead blood 
levels. The prevalence of elevated blood levels was higher in Black children 
(12.2%) than whites (2%}. 

The NHANES II Survey also showed: 

There was a significant interaction between the degree of urbanization and 
race. 

In central cities the percentage of children with elevated blood levels was 
significantly higher among Blacks (18.6%) than among Whites (4.5 %). 

Even in smaller urban and rural areas 10.2% of blacks had elevated blood 
levels as compared with fewer than 2% among Whites. 
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New Jersey has defined its highest degree of urbanization as greater than 60,000 
persons with greater than 5% of the population under 5 years of age being Black. 

The top six counties classified as high risk, based on the application of the 
NHANES methodology to 157 New Jersey municipalities are: Essex, Hudson, 
Passaic, Camden, Union and Mercer. 
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Program Description 

Environmental Health Services 

Responsible for defining the sources of hazards facing New Jersey residents by 
taking measures to minimize exposure to potentially hazardous or toxic 
substances, through the development of studies and community organizations 
that examine suspected exposure of community residents to environmental 
hazards. 

Minority focused activities include, but are not limited to monitoring the 
exposure of children and adults to lead in the environment (i.e., paint, gasoline, 
dust/soil. Additional information on the Accident Prevention and Poison Control 
Program activities can be found in the Injury Subsection. 

Asbestos Control Services 

The Asbestos Control Service (ACS) is responsible for the conduct of assessments 
to determine the persence and condition of asbestos-containing material; the 
certification of training firms and private consultants; providing advice and 
consultation to school officials, child day care center administrators, and 
managers of public facilities; carrying out a public outreach program for the 
general public; and maintaining a centralized data base on the statt,ts of asbestos-
related activities in the State. The Service provides worker examinations in 
languages other than English and has historically focused its attention on inner 
city schools. 

Occupational Health Services 

Responsible for such activities as: enforcement of workplace provisions of the 
New Jersey Right to Know Law; health provisions of the Public Employee 
Occupational Safety and Health Act; surveillance of occupational illness injuries 
and hazards. 

Minority focused activities include the development of educational materials in 
Spanish, and the coordination of a project to investigate the occurrence of 
pesticide poisonings among migrant farmworkers in southern New Jersey. 
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Fatal Unintentional Injuries By Race1 

By Year (1983 - 1986) 

2 Race 
White- Black 

Year No. Rate! No. Rate 

1983 80 2.5 10 3.2 
1984 82 2.4 21 5.7 
1985 85 2.5 6 1.5 
1986 81 2.4 21 4.9 
Total 328 2.4 58 3.9 

1sources for fatal unintentional injuries were death certificates and medical examiner 
reports. Race was based on death certificate data. 

2Includes Hispanic origin. 

3Rate per 100,000 civilian non-institutional employed population from Bureau of Labor 
Statistics, Geographic Profile of Employment and Unemployment, New Jersey (Years 
1983 - 1986) (Table 12). 

The overall rate of fatal unintentional injuries during 1983-1986 was higher for Blacks 
in comparison to Whites (including Hispanics), 3.9 and 2.4 per 100,000 civilian, non-
nstitutional employed population, respectively. 
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Frequency of Hospitalization of Persollf ~ith Other 
Lung Conditions: 1983-1986 ' 

Extrinsic allergic alveolites ICD code 495, 495.1, 495.2 , 4.95.3, 
495.4, 495.7, 495.8. 

Bronchitis, pneumonitis, inflammation both acute and chronic and 
acute pulmonary edema due to fumes and vapors. ICD code 506.0, 
506.1, 506.2, 506.3, 506.4 and 506.9. 

Pneumonitis due to inhalation of solids or liquids ICD codes 507 .1 and 
507 .8. 

Respiratory conditions due to unspecified external agents ICD codes 
508.8 and 508.9. 

No. of persons greater than or equal to 18 years of age/No. of persons per 100,000 
population greater than or equal to 18 years of age: 

White 
Black 
Hispanic 

1983 

50/1.14 
9/1.54 
6/1. 95 

1984 

74/1.68 
9/1.54 
3/0.98 

1985 

61/1. 38 
11/1.88 

3/0.98 

1986 

72/1.63 
10/1. 71 
5/1.63 

1Primary diagnosis · 
2 (Source of numerator: UB-82 hospital discharge file, source of denominator: 1980 
U.S. Census). 

The average annual frequency of hospitalization for persons with chemical and dust-
related lung disease as a primary diagnosis during 1983-1986 was highest for Blacks 
and lowest for Hispanics, 1.67 and 1.4 respectively, per 100,000 population more than 
18 years of age, in comparison to a rate of 1.5 in Whites. 
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Frequency of Hospitalizations of Persons with Chemical Poisonings 1•2 

petroleum products 
benzene 
carbon tetrachloride 
carbon disulfide 
chlorinated hydrocarbons 
non-petroleum-based solvents 
corrosive aromatics 
acids 
alkalies 
caustic, unspecified 
organic lead 
mercury 
arsenic 
manganese 
beryllium 
antimony 
cadmium 
chromium 
other specified metals 
unspecif ed metals 
nitrogen oxides 
sulfur dioxide 
freon 
chlorine 
hydrogen cyanide 
other gases 
unspecified gas, fume, vapor 
hydrogen cyanide 
pesticides 

ICD 981 and 981.0 
ICD 982 
ICD 982.1 
ICD 982.2 
ICD 982.3 
ICD 982.8 
ICD 983.0 
ICD 983.1 
ICD 983.2 
ICD 983.9 
ICD 984.1 
ICD 985 
ICD 985.1 
ICD 985.2 
ICD 985.3 
ICD 985.4 
ICD 985.5 
ICD 985.6 
ICD 985.8 
ICD 985.9 
ICD 987.2 
ICD 987.3 
ICD 987.4 
ICD 987.6 
ICD 987.7 
ICD 987.8 
ICD 987.9 
ICD 989 
ICD 939.2 and 989.4 

No. of persons less than 18 years of age/No. of persons per 100,000 population greater 
than or equal to 18 years. 

White 
Black 
Hispanic 

1983 

312/7 .10 
77/13.21 
36/11. 71 

1984 

310/7 .05 
84/14.41 

26/8 .46 

1985 

348/7. 92 
84/14.41 

29/9 .43 

1986 

305/6. 94 
92/15.79 
40/13.01 

1Primary diagnosis 
2 
(Source of numerator: UB-82 hospital discharge file, source of denominator: 1980 

U.S. Census). 

The average annual frequency of hospitalization for persons with chemical and dust-
related lung disease as a primary diagnosis during 1983-1986 was highest for Blacks 
and lowest for Hispanics, 14.5 and 10. 7 respectively, per 100,000 population more than 
18 years of age, in comparison to a rate of 7 .2 in Whites. 
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Frequency of Hosptjalizations of Persons for Finger (including thumb) 
Amputations: 1986 ' 

No. of persons greater than or equal to 18 years of age/No. of persons per 
100,000 population greater than or equal to 18 years of age. 

1986 

Whites 367 /8. 35 
Blacks 98/16.82 
Hispanics 90/29. 28 

1These data are only for primary diagnoses; we estimate that approximately 50% 
of these cases are due to an occupational injury, but the proportion may differ by 
race. 
2 Source of numerator: UB-82 hospital discharge file, Source of denominator: 
1980 U.S. Census 

Frequency of hospitalization for finger (including thumb amputation) among 
Hispanic occurred at a rate of 3 1/2 times that of Whites. 



Injury 

Background 

Accident Prevention and Poison Control Program - Lead-Poisoning 

Rape --

Data from the second National Health and Nutrition Examination Survey 
(NHANES II) conducted in the United States between 1976 and 1980 showed that 
4% of children between 6 months and 5 years of age had elevated lead blood 
levels. The prevalence of elevated blood levels was higher in Black children 
(12.2%) than whites (2%). 

The NHANF.S II Survey also showed: 

There was a significant interaction between the degree of urbanization and 
race. 

In central cities the percentage of children with elevated blood levels was 
significantly higher among Blacks (18.6%) than among Whites (4.5%). 

Even in smaller urban and rural areas 10.2% of blacks had elevated blood 
levels as compared with fewer than 2% among Whites. 

New Jersey has defined its highest degree of urbanization as greater than 60,000 
persons with greater than 5% of the population under 5 years of age being Black. 

The top six counties classified as high risk, based on the application of the 
NHANES methodology to 157 New Jersey municipalities are: Essex, Hudson, 
Passaic, Camden, Union and Mercer. 

In 1985-1987, 92% of all injury deaths classified as Non-White and 96% of the 
firearms deaths classified as Non-White were classified as Black. 

From 1979-1987 a steady decline in New Jersey gun deaths and gun homicides 
has occurred in the Non-White population in comparison to the White population 
where it has remained relatively constant. 

Based on the 3 year average ('85-'87), the percent of firearms used for homicide 
is higher for Non-Whites than for Whites, while the percent used for suicides is 
higher for Whites than for Non-Whites. 

Based on the 3 year average, Black males experienced the highest rate of injury 
deaths due to guns, unknown intention, drowning, homicide and fires. 

Fourteen counties reported that in 1987, 54% of all rape victims were White, 
38% Black and 8% Hispanic. Sixty-seven percent of the Black victims were from 
Essex County, and treated by United Hospital, a provider where children who 
have been sexually abused are primarily served. 
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Program Description 

Accident Prevention and Poison Control Program 

responsible for reducing deaths and injuries from accidents and to prevent 
serious impairment from lead toxicity through early identification and 
intervention in children with significant exposure to lead. 

Program efforts to control lead poisoning are directed to children living in areas 
identified as high risk with the State. A significant number of minority children 
were screened as a result of this focus. 

Additional activities including educational programs to prevent lead poisoning 
and home accidents. 

Rape 

responsible for administering contracts and providing technical assistance to 
agencies in 18 counties of the State for the provision of rape care services. 

Injury 

Although no formal Injury program exists, efforts are underway to initiate such a 
program in the Division of Epidemiology within the Department of Health. Data 
is presently maintained by the Office of Research, Division of Research, Policy 
and Planning. 
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All Injuries Mortality by 

Age, Race, and Sex 
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Based on the three year average, Non-white males experienced the highest 
rate of mortality due to all injuries. 

Non-white females experienced a higher rate due to all injuries in 
CCltq_:)arison to White females, except in the 65+ year age group. 
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Based on the three year average, Non-white males (excluding 0-24 year age 
gt'oup) have the highest rate of rrortality due to rrotor vehicle accident. 
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Fall Mortality by 
Age., Race, and Sex 
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Based on the three year average, death due to fall is highest anong 
Non-white males, ages 25-44 years and 45-64 years~ 
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Fire Mortality by 
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Based on the three year average, death due to fire is highest 
am:>ng Non-white males, followed by Non-white females. 
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Guns Mortality by 

Age, Race, and Sex 
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Based on the three year average, death due to gun is highest among 
Non-white males, except for ages 65+ years. 
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NJ Gt1n Deatr1 Rate 1979-87 
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Homicide Mortality by 

Age, Race, and Sex 
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Based on the three year average, death due to hanicide is highest 
anong Non-white males, followed by Non-white females. 
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?~ Intention Injury Mortality by 

Age, · Race, and Sex 
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Based on the three year average, death due to unknown intention was 
highes:t- among Non-white males followed by Non-white females. 
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Based on the three year average, death due to drowning was highest 
anong Non-white males. ·. 
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Substance (Narcotics) Abuse 

Background 

The sharp rise in admissions to drug treatment from 1979 to 1980 is attributed to 
the sharp rise in epidemic proportion of heroin use from several previous years. 

While all other race/sex groups admissions increased significantly from 1979 to 
1980 the large admission increase for Black males appears to reflect a 
proportionally larger drug abuse epidemic for that group. 

In 1981, Federal funding was dramatically decreased for drug treatment and 
admissions fell; particularly for Black males. 

Black males and females were also negatively affected when client fees were 
established in order to offset Federal funding cuts. 

In 1987, a total of 15,644 clients were treated by New Jersey State Funded 
Treatment Centers. Racial breakdown was 49% White, 39% Black and 12% 
Hispanic. 

It is estimated that 154,000 drug abusers require treatment, and that on the 
average there are approximately 1,000 - 1,200 individuals (on a monthly basis) 
waiting treatment. 

White youth between the ages of 11-17 years enter treatment at a higher rate 
than Blacks and Hispanics. 

Hispanics between the ages of 21-30 enter treatment at a higher rate than 
Blacks and Whites. 

Blacks tend to seek treatment at the highest rate between the ages of 20-30. 

Hispanics and Blacks seek treatment later because of finances, insurance 
coverage and lack of family support systems. 

Two out of three Hispanic admissions are heroin users. 

Heroin admission among Blacks account for nearly 60% of all Blacks entering 
treatment. 

The percentage of Blacks entering treatment in 1987 for primary cocaine abuse 
was slightly lower than that of Whites and Hispanics. However the rate of 
Blacks entering treatment for crack use is more than three times that of any 
other group. 

Crack use, once considered an exclusive urban phenomenon has expanded to 
New Jersey's suburbs, but the rate continues to remain disproportionately high in 
New Jersey urban minority areas. 

Although minorities have a higher rate of heroin admissions than Whites, 
minorities are not admitted into methadone maintenance programs in 
comparative rates because of the cost involved in long term programs. 
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Minorities choose the less expensive short term (detoxification) programs. 

Minorities have higher admission rates in drug-free residential programs. 

Research indicates that the criminal justice system plays an important role in 
providing treatment alternatives for minorities involved in criminal activities 
(Uniform Crime Report, State of New Jersey, 1987). 

Less than 30% of minorities admitted for treatment remain after the second 
week. 

Retention rates for minorities begin to decline at 1-2 months and continue 
through 4-6 months. 

Clinical studies reveal that treatment success is contingent upon the longevity in 
treatment. Therefore minorities leaving treatment to soon, minimize their 
chances of success. 

Note: As information within this document is revised, it is the intent to also include 
data on mental health and illness, other forms of substance abuse, including adolescent 
use of "gate-way" drugs, and violence as a public health problem. 
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Program Description 

The Division of Narcotics and Drug Abuse Control (DNDAC) 

Responsible for providing drug abuse treatment and prevention services in the 
State, and assuring services for all in need. As part of its effort, the Division 
has been directly responsible for and is now an indirect provider of funds to 71 
treatment centers throughout the State. The majority of these programs are 
located in large, urban areas and service a large minority population. 

The DNDAC Special Populations Unit is charged with paying particular attention 
to the needs of Blacks, Hispanics and other minorities as well as the special 
concerns of women who are involved with or affected by drug use. This activity 
is performed by attending to the inquiries of program clients, the organizing of 
conferences and educational sessions for program staff and community 
organization among Blacks and Hispanics toward eliminating or controlling drug 
use in particular areas or neighborhoods. 

Assessing client complaints and feeding back useful information to programs is a 
method of improving program attention to the legitimate needs of all clients. Of 
equal importance is the improvement of minority communities which have been 
organized to deal with health issues, including drug abuse. 
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Race/Sex - All Admissions 
1978-1987 
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Admlaalon of Blacks, in particular males, declined sharply 
after the 1980 implementation of fees for service. 

Note: This chart reflects all admissions to State-funded programs. This does not 
reflect privately-funded agencies. 
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ADMISSIONS - 1987 

WHITE FEMALES 
2211 14% 

BLACK MALES 
3850 25% 

WHITE MALES 
54 79 35%· 

HISPANIC FEMALES 
411 3% 

HISPANIC MALES 
14 78 9% 

BLACK FEMALES 
2172 14% 

Minorities totaled 7,911 of State funded treatment admissions. 
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RACE-ETHNICITY BY AGE AT ADMISSION 
1987 ADMISSIONS 
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0% 10% 20% 30% 
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1111 WHITES BLACKS W ii HISPANICS 
Minority youths (ages 11 thru 17) are admitted to treatment 
at a lesser rate than that of Whites. 
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HEALTH INSURANCE STATUS 
1987 ADMISSIONS 

NO INSURANCE 
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OTHER PRIVATE 

MEDICAID 
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11111 WHITES BLACKS It: I HISPANICS 
Minorities have higher rates of having no insurance and 
receiving public insurance such as Medicaid than Whites. 
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PRIMARY DRUG OF CHOICE 
1987 ADMISSIONS - MAJOR DRUG TYPES 
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While heroin la the major primary drug of choice, minorities 
amoking cocaine In the highly addictive form of crack Is 

articular! dramatic amon Blacks. 
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SECONDARY DRUG OF CHOICE 
1987 ADMISSIONS - MAJOR DRUG TYPES 

HEROIN 

COCAINE 

CRACK 
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ALCOHOL 
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High rates of secondary cocaine use among minorities are of 
•concern because of the drug's highly addictive nature. 
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MODALITY AT ADMISSION 
1987 ADMISSIONS 

DETOX 

MAINTENANCE 

DRUG FREE OUT 

DRU.G FREE RES 

OTHER 
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1111 WHITES BLACKS I H I HISPANICS 
Mlnorltea choose the leas expensive short-term program of detoxification. 
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0 - 2 WEEKS 

3 - 4 WEEKS 

1 - 2 MONTHS 

2 - 4 MONTHS 

4 - 6 MONTHS 

6 - 9 MONTHS 

9 - 12 MONTHS 

12 - 18 MONTHS 

TIME IN TREATMENT 
1987 ADMISSIONS 

0% 5% 10% 15% 20% 25% 30% 35% 
PERCENT OF EACH GROUP 

- WHITES BLACKS Vi d HISPANICS 
A higher rate of minorities are discharged within the first 
two weeks of treatment than Whites. 
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Alcohol Abuse/Dependence 

Background 

During 1987, admission rates of persons entering alcoholism treatment increased 
for all ethnic groups, however, proportionate increases for Blacks and Hispanics 
were greater. 

A total of 49,717 persons entered alcohol treatment programs in 1987, an 
increase of almost 10% over 1986 admissions. The racial breakdown was 66% 
White, 27% Black and 6% Hispanic. 

White admissions increased approximately 4%; however, both Black admissions 
increased by 23% and Hispanic admissions increased approximately 18%. 

It appears that Blacks and Hispanics tend to enter treatment at later ages (25-27 
and 30-34) than Whites; suggesting that minorities have longer periods of 
problematic drinking before treatment intervention. 

Hispanic females compared to Whites and Blacks are in treatment in 
proportionately smaller numbers. 

Although male treatment admission tend to exceed Blacks and Hispanics almost 
3 to 1, Blacks enter treatment older, more debilitated and with fewer resources. 

Black and Hispanic had more legal problems than Whites upon entering 
treatment, particularly probation and other pending legal actions. 

Unemployment was disproportionately high among Black and Hispanic 
admissions; almost 5-10% higher than Whites. 

Admission statistics show an overwhelming number of Black and Hispanic clients 
in treatment with no viable health insurance coverage. 

Information collected through varied sources on a small sample of admissions 
indicate that Black clients, especially come into the treatment system with 
additional varied health problems such as tuberculosis, carcinoma, anemia, 
delirium tremens, mixed drug dependence and major depression. 

Note: As indicated in the Substance Abuse Section, future revisions to this document shall 
include data on mental health and illness, other forms of substance abuse, and violence 
as a public health problem. 
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Program Description 

The New Jersey Division of Alcoholism (DOA) 

Responsible to plan, develop and administer state funds for establishing 
alcoholism education and treatment services within the state's twenty-one (21) 
counties. As part of its planning process DOA places particular emphasis on 
trying to assess service needs of special populations which includes ethnic 
minorities (Blacks, Hispanics, American Indians, and Asians). 

145 



1500 

1000 

500 

HEAL TH COVERAGE OF HISPANIC CLIENTS 
1987 

None Self-Pay Medicare Medicaid BC/BS Pvt Insur HMO Other 

Compared to Whites, Blacks a11d Hispanics are considerably more · llkely to have no health coverage. 
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Blacks were lea a II kely to have a legal problem than other race a. 
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CLIENTS BY AGE/RACE ETHNICITY 
1987 

Thousands 
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- WHIT.ES BLACKS I <I HISPANICS 
Black• and Hispanics tend to enter treatment at later ages than Whi tea. 
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CLIENT RACE/ETHNICITY 
1987 

Hispanic 
6% 

Other 
1% 

Black• and Hiapanica are highly represented in the alcohol treatment ayatem, comprising 
over one-third of all admiaaiona. 
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Access .to Care: Minority Health 

Background 

Emergency Medical Services 

A 1985 New Jersey study of cardiac arrest survival rates showed a statistically 
significant difference in survival to admission for Blacks in comparison to 
Whites. For the sample of 2,124 cases, the survival rate to hospital admission 
was 19. 7% for Whites and 11.4% for Blacks. 

Long-Term Care 

In 1985 there were 32,136 occupied long term care beds. 92% of the beds were 
occupied by persons 65+ years. The racial breakdown for the occupants was 87% 
White, 7 .6% Black, .06% Hispanic, and 5.34% Other/Unknown. 

For fiscal year ending 1987, a total of 5,577 recipients received Medicaid-funded 
services in skilled nursing facilities. 86.5% of those services were received by 
persons of all races, age 65 and over. The racial breakdown was 84% White, 11 % 
Black, 0.06% Hispanic and 4.94% Other/Unknown. 

The percentage of Medicaid expenditures by race were 79% White, 14% Black, 
1 % Hispanic and 6% Other. 

Blacks in New Jersey appear to have access to and utilization of long term: care 
services in proportion to their representation in . the general population. 
Hispanics, however, are underrepresented in terms of both services and public 
expenditures. 

An informal survey is currently being completed with the assistance of the social 
work directors of five urban hospitals: UMDNJ, Newark Beth Israel, Our Lady of 
Lourdes, Robert Wood Johnson and Mercer Medical Center. The purpose of the 
survey is to obtain information on patients awaiting nursing home placement, by 
age, race, length of wait and insurance coverage. Data are being collected for 
the first quarter of 1989. 

Emergency Department Utilization 

Conversations with numerous health care professionals highlight the following 
factors affecting access to care: 

few primary physicians in inner city 

problems in quality of care 

inappropriate utilization of hospital emergency departments because they 
are accessible. 

A prospective study has been proposed to the N.J. Chapter of American College 
of Emergency Physicians. A draft survey and cover letter follows in the 
Appendix. 
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Minority Physician Education 

Minority graduates of UMDNJ Medical Schools and the School of Osteopathic 
Medicine represented 16% of the total graduates during 1983 to 1988. 

Minority graduates of the UMDNJ Dental School represented 19% of the total 
graduates during 1983 to 1988. 

Minority graduates of the UMDNJ Graduate School of Biomedical Sciences 
represented 18% of the total graduates during 1983 to 1988. 

154 



Program Description 

Health Care Program for the Uninsured 

With the exception of the Organ Transplantation Program, the regulatory 
programs of the New Jersey Department of Health are not targeted to minority 
population, but to the population as a whole in addressing such issues, as access 
and availability of quality and affordable health care. Developing innovative 
strategies to providing coverage to the uninsured is given high priority 
consideration by the Department's Administration. 

The uninsured issue is important for minorities. Data on a national level show 
that the uninsured rate for minorities is substantially higher than for Whites. In 
1987, 23.6% of the Black population was uninsured; 14.3% of the White 
population was uninsured and 20.1 % of Other (including Hispanic) were uninsured. 
(Catherine Swartz, Ph.D., The Urban Institute, Personal Communication, January 
(1989). 

New Jersey's long-standing strategy for assuring and financing care for the 
uninsured is to include the cost of uncompensated care in hospital payment rates. 
This policy has been in effect since 1980 with important beneficial results. The 
poor, minorities, and those who lack health insurance have significantly better 
access to health care in New Jersey than do low income and uninsured persons in 
the nation as a whole, according to a recent nationwide study funded in part by 
the Robert Wood Johnson Foundation in Princeton and conducted by researchers 
at the University of California, Los Angeles, and the University of Illinois. 

For the past eight years, New Jersey's hospital payment system has permitted 
hospitals to add to the bills of their paying patients the cost for inpatient and 
outpatient care provided to uninsured poor persons. According to the State law 
which enacted New Jersey's all-payer hospital rate setting system, the cost of 
care provided to medically indigent persons (charity care) and the cost of bad 
debts may be included in each hospital's rates, which are then paid by all 
purchasers of hospital coverage in New Jersey. 

In January 1987, Governor Thomas H. Kean strengthened this system which pays 
for uncompensated care and made it more equitable when he signed a law 
creating the Uncompensated Care Trust Fund, through which the costs of 
indigent care are more equitably distributed to hospitals statewide. Though all 
hospitals were already guaranteed reimbursement for their uncompensated care 
under an already existing law (P .L. 1978, c.83) which is still in effect, the new 
law changed the collection and distribution of the funds. The more ·recent law 
does not change the source, amount, or use of uncompensated care funds. 

The primary objective of the legislation was to spread the cost of uncompensated 
care more evenly and more equitably across hospitals in the State. Before this 
legislation was passed, all uncompensated care reimbursement was hospital-
specific. Each hospital collected through its own rates the funds to pay for its 
own uncompensated care. Uncompensated care add-ons ranged from a low of 1 % 
Toa high of 25%. Hospitals with a disproportionately high number of uninsured 
and low-income patients had to add higher-than-average uncompensated care 
charges to the bills of their paying patients, putting these hospitals at a 
competitive disadvantage compared to hospitals that had very low numbers of 
uninsured poor patients. 
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Under the new law, all hospitals use the same statewide uncompensated care 
add-on to the bills of their patients - the overwhelming majority of whom are 
insured. This uniform add-on (currently at 10.5%) replaces the 88 hospital-
specific add-ons across the State. All 88 acute care hospitals in the State 
continue to be paid for the amount of uncompensated care which they provide, 
and all collect money through their rates via the statewide add-on. 
Approximately two-thirds of the State's hospitals provide a lower-than-average 
volume of uncompensated care and forward part of what they collect - their 
"excess" (the difference between the statewide add-on which they collect 
through their rates and their own approved uncompensated care expenses) - to 
the Trust Fund. The Trust Fund then redistributes this money to the remaining 
one-third of the State's hospitals that provide a higher-than-average volume of 
uncompensated care. 

New Jersey's system works, in part, because it removes the financial 
disincentives hospital have historically faced in serving poor or uninsured 
persons. In addition, its success is due to sustained, strenuous, and cooperative 
efforts of hospital managers and boards of trustees, the major payers of hospital 
care, the Governor, and the legislature. 

From an administrative point of view, the Trust Fund has been an unqualified 
success. Because all hospitals collect some funds for uncompensated care and all 
have a need for at least some of what they collect, the Trust Fund itself must 
handle (transfer) only about one-fifth of the total. This still comes to $7 million 
each month; however, all transactions are handled electronically, so 
administrative costs are minimal. The administrative cost of an expanded audit 
of hospitals' reported uncompensated care. 

In addition to the Trust Fund, the Department of Health has pursued other 
initiatives related to uncompensated care. With the help and guidance of the 
Steering Committee on Health Care Services and Financing for the Uninsured, 
which began meeting in mid-1986, the Department has: 

Expanded and expedited the audit of hospital collection efforts and bad 
debt reporting practices; 

Initiated two demonstration projects aimed at reducing the cost of 
ambulatory care to the uninsured; 

Developed and adopted regulations setting new standards for cost-effective 
delivery of ambulatory services; 

Studied the uninsured population in New Jersey and the reasons people lack 
insurance; and 

Studied the range of options for expanding insurance coverage and for 
financing uncompensated care. 

In addition to these efforts, the Department has convened and worked with the 
Trust Fund Advisory Committee. This group was created by the Trust Fund 
legislation and was charged in that statute with the responsibility of 
recommending to the Commissioner alternative methods of financing 
uncompensated care. 
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After careful examination by the Trust Fund Advisory Committee of numerous 
potential options and approaches to financing the care of the uninsured, only a 
limited number appear to be minimally feasible in New Jersey and no single 
solution is sufficient by itself. These options include: 

Maintaining the Trust Fund; increasing the State's contribution by maximizing 
Medicaid coverage; expanding and intensifying cost containment efforts; 
maintaining/strengthening an "open enrollment" insurance product available to 
individuals and small groups; more appropriate pricing of ambulatory services to 
the uninsured; and subsidizing purchase of insurance by low-income individuals 
and employers of low-income individuals. 

In accordance, with the law establishing the Uncompensated Care Trust Fund, 
P .L. 1986, c. 204, Commissioner of Health, Molly Joel Coye, M.D., M.P .H., 
issued a report in September 1988 on the cost and effectiveness of the Trust 
Fund, and proposed the following recommendations: 

1. Continue the Trust Fund; 

2. Develop a Pilot Program to Increase Private Insurance Coverage in New 
Jersey; 

3. Establish Statutory Standards for Hospital Credit and Collection Policies; 

4. Establish a Two-Tier Emergency Room Rate; 

5. Require College Students to Obtain Health Insurance; and 

6. Initiate an Employer Education Program on Health Insurance Premiums. 
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MEDICAID RECIPIENTS 1987 
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MEDICAID EXPENDITURES 1987 
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I MOLLY JOEL COYE, M.D., M.P.H. 
COMMISSIONER 

@1atc of N cw al er.a cu 
DEPARTMENT OF HEALTH 

CN 360, TRENTON, N.J. 08625-0360 

Dear Hospital Administrator: 

The Commissioner of Health has recently appointed a Minority Health Task Force to 
identify gaps in the delivery of health care services to blacks and ethnic minorities in 
New Jersey. 

One area under study is the utilization of emergency room departments by this 
population. In numerous instances, the care needed by these individuals is not 
emergent in nature, and could be more appropriately delivered by a primary care 
physician. Presently, there is no demographic data available in New Jersey to quantify 
the existence of this problem in our state. For this reason, the Department of Health 
is undertaking a survey of hospital emergency room departments and invites the 
participation of your facility. The enclosed survey form has been developed to enable 
the Department to obtain the necessary data. It is intended that this form be 
completed for each patient treated in the emergency department during a designated 
survey period, by either the attending physician or primary nurse. A staff member of 
the Department will be contacting your Emergency Department directly to discuss the 
study in more depth. 

The Department hopes your institution will be interested in participating in this data 
collection effort. The information collected will be most useful in the next phase of 
the Commissioner's Minority Health initiative. Thank you. 

Sincerely, 

Neil Weisfeld 
Director 
Licensure Reform Project 

Enc. 

New Jersey Is An Equal Opportunity Employer 



EMERGENCY DEPARTMENT UTILIZATION SURVEY 

Registration Time (check one): 8 AM - 4 PM -- 4 PM - 9 PM -- 9 PM- 8 AM 

Patient Age (check one): Under 6 years 
-- 6 to 17 years 

Sex: Male -- Female 
--18 to 44 years 
-- 45 to 64 years == 6 5 years and older 

County: 

Payment (check one): Private Insurance/HMO 
--Medicaid -- Medicare -- Uninsured 

Race/Ethnicity (check one): --

Diagnosis or ICD-9-CM Discharge Code: 

White 
Black 
Hispanic 
Asian 
Other 

Patient's chief complaint (choose the main complaint): 

Abdominal pain 
--Alcohol/drugs 
--Anxiety /psych == Assault/abuse (not rape) 

Blood pressure 
--Chest pain 
--Dermatologic condition 
- EENT symptoms 
-Headache 

Medication renewal 

Patient's ability to access medical care (choose one): 

Has private doctor ==== Clinic patient No doctor or clinic 

Disposition of case (choose one): 

Admitted to hospital 
Transferred to another facility 
Treated and referred 
Not treated and referred -- Not treated or referred 
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Pregnancy 
--Rape 
--Seizure/syncope 

Shortness of breath 
Toothache 

--Trauma related (general) 
--Upper respiratory 
--VD --Other 



tMNJ - NDl JJmSEY .MEDICAL &lD)L 

Minority Graduates 

(1983 - 1988) 

GPAOOATI~ 
!EAR: 1983 1984 1986 1987 1988 

Total No. 
of Graduates: 161 157 159 152 147 165 941 

Total No. 
Minority 
Graduates: 37 28 31 26 21 32 175 

Nl.mlber of 
Black 
Minorities: 23 14 16 18 10 17 98 

\ ot Minority 
Graduates: 23% 18% 19\ 17% 14% 19% 19% 

I of Black 
Graduates: 14% 9% 10% 12% 7% 10% 10% 

Source: UMDNJ, Department of Urban and Community Affairs 
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GIWXlM'ICfi 
YEAR: 

Total No. of 
Graduates: 

Total No. of 
Minority 
Graduates: 

No. of Black 
Minorities: 

-I of Minority 
Graduates: 

· I of Black 
Graduates: 

UDiJ' - k>BER1' JCENSCti MEDICAL &XXlL (OME-1) 

Mioori.ty Graduates 

(1983-1988) 

1983 1985 1986 1987 1988 - - - -
N/A N/A 42 49 43 44 

· N/A N/A 7 7 4 3 

N/A N/A 3 2 . o 0 

N/A N/A 17% 14% 9% 7% 

N/A N/A 7% 4% 0% 0% 

First graduatin;J class was 198S 

Source: UMDNJ, Department of Urban and Community Affairs 
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tM:NJ" - Ia3ERr i«XD JOONS(I{ MmICAL s::RXlt, (PISCATAWAY) 

N:imrity Graduates 

(1983-1988) 

GRAOOATICfi 
YEAR: 1983 1984 1986 1987 1988 - -
Total No. of 
Graduates: 104 97 104 103 92 102 

Total No. of 
Minority 
Graduates: 14 14 14 24 · 20 18 

No. of Black 
Minorities: 10 8 7 10 5 5 

I of Minority 
Graduates: 13% 14% 13\ 23% 22% 18% 

\ of Black 
Graduates: 10% a, 7% 10% 5% s, 

Source: UMDNJ, Department of Urban and Community Affairs 
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tNK1 - samt. C'6 OS'm)P.MHIC MEDICINE 

Minority Graduates 

(1983-1988) 

GIWXJATICN 
YEAR: 1983 1984 1985 1986 1987 1988 -
'l'otal No. of 
Graduates: 28 35 43 58 53 45 262 

Total No. of 
Minority 
Graduates: 1 2 4 3 6 7 23 

No. of Black 
Minorities; 0 0 0 0 1 0 1 

, ot Minority 
Graduates: 4% 61 91 s, 11' 16% 9% 

\ of Black 
Graduates: 0% o, o, 0% 0% o, 0% 

Source: UMDNJ, Department of Urban and Community Affairs 
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tlDU mw JERSEY ommI. m:. 
Minority Graduates 

(1983-1988) 

GR1\00ATI~ 
?FAR: 1983 1984 1985 1986 1987 1988 

Total No. of 
Graduates: 83 73 71 86 83 72 468 

Tot.al No. of 
Minority 
Graduates: 15 18 10 22 14 8 87 

No, of Black 
Minorities: 4 4 3 2 3 2 18 . 

I of Minority 
Graduates: 18% 25% 14% 26% 17% 111 19% 

lof Black 
Graduates: 5% 5% 4% 2% 4% 3% 4% 

Source: UMDNJ, Department of Urban and Community Affairs 
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GRAIG\TICfi 
!FAR: 

Total No. of 
Graduates: 

Total No. of 
Minority 
Graduates: 

No. of Black 
Minorities: 

I of Minority 
Graduates: 

\ o! Black 
Graduates: 

tJOU - GIWXll\T.E OClll)I. OF BICft!EDICAL 

Mioo:rity Graduates 

(1983-1988) 

1983 1984 1985 1986 1987 

10 13 11 9 5 

1 2 2 0 l 

1 0 0 0 0 

10% 151 18\ o, 20% 

10% o, 0% 0% 0% 

Source: UMDNJ, Department of Urban and Community Affairs 
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Glossary 

AIDS 

New Jersey State Department of Health (NJSDOH) 

Definition of Race 

-White: White, non-Hispanic 
Black: Black, non-Hispanic 
Hispanic: White and Black persons whose cultural background is Hispanic 
Other/Unknown: Native American, Asian/Pacific Islander, etc. 

Population Denominator: 

The population of each racial/ethnic group was that reported by the Bureau of 
the Census for 1980. The ideal population used to calculate the risk of infection 
should be all those engaged in the particular risk behavior, (e.g., all IV drug users or 
homosexuals). Since the size of the population engaging in the particular behavior is 
unknown for the various age, gender, and racial/ethnic categories, the total population 
in the age, gender and racial/ethnic categories was used in calculating incidence rates 
by behavioral group. 

Other Definitions: 

Cumulative Incidence - the number of AIDS cases reported in a group since the 
onset of the epidemic per million population of the same group. We used AIDS cases 
gathered by the Centers for Disease Control for a national comparison to the AIDS 
cases gathered by the New Jersey State Department of Health's AIDS Registry. Case 
reports from 1981 to November 30, 1988 were included in the analysis. 

Reference Group - The group whose incidence rate of a disease or condition 
serves as the baseline rate or the norm to which other groups are compared. In the 
analysis on AIDS, the White population of men, women, or children in the United 
States and New Jersey serves as the reference group to which other populations of 
men, women, and children in the United States and New Jersey are compared. 

Relative Risk - The relative risk in a given group is the ratio of the cumulative 
incidence in that group to the cumulative incidence in reference group. For one 
analysis presented on AIDS, the reference group is non-Hispanic, Whites. For example, 
the risk of AIDS for New Jersey Hispanic children whose mothers are IVDUs would be 
the cumulative incidence rate in United States non-Hispanic White children whose 
mothers were IVDUs, (e.g., 150.7 /1.7 = 88.6). The relative risk of AIDS for New Jersey 
Hispanic children whose mothers are intravenous drug users is 88.6 times the risk of 
corresponding United States White children. 

The major intravenous drug abuse (IVDU) risk groups are: 

Intravenous Drug Abuse (IVDU) Risk Groups: 

Homo/Bi IVDU 
Men, Hetero IVDU 
Women, Hetero IVDU 
Men, Partner IVDU 
Women, Partner IVDU 
Child, Mom IVDU 
Child, Mom Part. IVDU 

Homosexual/Bisexual men who are IVDUs. 
Heterosexual men who are IVDUs. 
Heterosexual women who are IVDUs. 
Men whose sex partner is an IVDU woman. 
Women whose sex partner is an IVDU man. 
Child whose mother is an IVDU. 
Child whose mother's sex partner is an IVDU. 
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Glossary 

Maternal and Child Health 

Definition of Races: 

Varies, refer to illustrations in Section 3. 

Population Denominator: 

1960, 1970 and/or 1980 census • 

.. Other Definitions 

Inf ant - persons under one year of age 

Low Birth Weight - 1500 - 2500 grams at birth 

Very Low Birth Weight - less than 1500 grams at birth 

Inf ant Mortality Rate: # White or non-White infant deaths x 1,000 
Total White or non-White births 

Relative risk (Infant mortality) - ratio of the mortality in a given group to the 
mortality in the reference group. For infant mortality, ·the reference group is the 
White population. The White population includes a significant portion of Hispanics. A 
relative risk = 1 means that non-Whites are at an equal risk, less than 1 means lesser 
risk by the determined factor and more than 1 means greater risk by the determined 
factor. 
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Glossary 

Chronic and Communicable Diseases 

Cancer 

Definition of Races: 

Black: Black, non-Hispanic 
White: White, non-Hispanic 
Other Non-White: American Indian/ Alaskan, Chinese, Japanese, Filipino, 
Hawaiian 

Hispanic: based primarily on the use of the Generally Useful Ethnic Search 
System (GUESS) Program, as well as additional information that takes into 
account patient surnames and other demographic data. 

Population Denominator: 

1980 census and projection through 1985 based on standard linear progression. 

Other Definitions: 

Corpus - uterus 

Unadjusted rates - data do not account or adjust for age differences in the 
population. 

Age-adjusted - a method used to make valid statistical comparisons by assuming 
the same age distribution among different groups being compared. 

Diabetes 

Definition of Races 

White: White and White Hispanic 
Non-White: Black, Black Hispanic and all other minorities 

Population Denominator 

1980 census 

Dialysis 

Definition of Races 

White: White and White Hispanic 
Black: Black and Black Hispanic 
Other/Unknown: All other minorities 
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Chronic and Communicable Diseases (cont.) 

Transplantation 

Definition of Races 

White: White and White Hispanic 
Black: Black and Black Hispanic 

Newly Diagnosed Hypertension 

Definition of Races 

: . .. ··. ' 

Minority: Black, Hispanic (also included in White) and other minorities 

Sexually Transmitted Diseases 

White: White, Hispanic and other minorities 
Non-White: Black 

Population Denominator 

1980 census 
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Glossary 

Injury 

Definition of Races: 

White: White, White/Hispanic and Hispanic 
Non-White: Black, Black/Hispanic, Asian, American Indian, etc. 

Population Denominator: 

1986 unofficial population estimate. 

Other Definitions: 

Mortality rate: Based on a three year average for 1985, 1986 and 1987. 

Resident injury deaths were tabulated from the single cause of death tape. 
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Glossary 

Substance Abuse (Narcotics and Alcohol) 

Definition of Races: 

White: White, non-Hispanic 
Black: Black, non-Hispanic 
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Glossary 

Access to Care 

Long Term Care 

Definition of Races 

White: White, European origin 
Black: Black, Negro, Jamaican, Black, Puerto Rican, West Indian, Haitian or 

Nigerian 
Hispanic Origin: Puerto Rican, Mexican, Cuban, Spanish origin (Spain or 

Central or South America 
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