





the households reported incomes of $50,000 or more. Although the highest incomes can be
found in Omaha Area 2, there is little variation among the survey areas.

These household income numbers should be viewed with caution because only 399 out of
the 474 eligible respondents answered this question. As a result, there could be some bias
in the findings as it is not known who was likely not to respond.

Table 32. Demographic Characteristics of State of Black Nebraska Survey Respondents

Percent of Respondents in Area

Omaha Omaha
Area ] Area?2 Lincoin Total
Any children under age 6 in household
Yes 16.8 23.0 329 18.6
Percent with more than one 36.5 333 39.1 35.7
No 83.2 77.0 67.1 81.4
Number of respondents 297 100 70 467
Any children aged 6 to 18 in household
Yes 314 364 329 357
Percent with more than one 50.0 64.9 69.6 534
No 68.6 63.6 67.1 674
Number of respondents 296 99 70 465
Age
19-24 8.0 12.7 14.1 9.3
25-34 16.1 21.6 31.0 17.7
35-49 26.8 314 19.7 277
50-64 22.7 20.6 i4.1 220
65+ 26.4 13.7 21.1 23.2
Number of respondents 209 102 71 472
Gender
Male 40.8 45.6 48.6 421
Female 59.2 544 514 579
Number of respondents 299 103 71 472
Highest level of education completed
8th grade or less 3.7 2.0 5.7 33
Some high school 13.6 6.9 12.9 119
High school graduate or GED 337 31.7 24.3 327
Technical/Trade/Business 5.8 2.0 4.3 4.8
Some college 28.6 297 27.1 295
College graduate 13.6 277 257 17.1
Number of respondents 294 101 70 465
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Table 32 (Continued)

Percent of Respondents in Area

Omaha Omaha
Area | Area 2 Lincoln Total

Marital Status

Now married 377 44.9 30.0 393

Single, never married 35.0 30.6 414 34.1

Divorced or separated 16.2 16.3 21.4 16.3

Widowed 11.1 g2 7.1 10.3

Number of respondents 297 93 70 465
Type of home

Single family unit 84.8 74.3 58.6 81.8

2 or more units in building 11.1 23.8 414 14.8

Mobile home ' 4.0 2.0 0.0 3.5

Number of respondents 297 101 70 468
Owner/renter status

Rent 35.0 42.0 63.2 373

Own or buying 65.0 58.0 36.8 62.7

Number of respondents 294 100 68 462
Did respondent do any work for pay

Yes 56.1 696 65.7 59.6

No 43.9 304 34.3 404

Number of respondents 296 102 70 468
Household income

Under $10,000 14.5 12,5 11.1 139

$10,000-14,999 I1.3 8.0 9.5 104

$15,000-24,999 242 15.9 222 220

$25,000-34,999 20.2 27.3 254 22.1

$35,000-49,999 169 14.8 143 16.3

$50,000 + 12.9 21.6 17.5 15.2

Number of respondents 248 38 63 399
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Survey Methodology

The State of Black Nebraska Survey was conducted through telephone interviews with
adults 19 or older from a random sample of households in selected Nebraska census tracts.
Only African-American respondents were interviewed. The sample represents adults in
selected census tracts in Douglas, Sarpy, and Lancaster Counties. Together these three
counties account for more than 97 percent of Nebraska’s African-American population.

Census tracts were selected only if the total population was 10 percent or more African-
American. This was done to decrease interviewing costs by increasing the likelihood of
calling an African-American household. These census tracts account for 73.2 percent of
Nebraska’s African-American population (see table 33 for a listing of the census tracts
included in the survey). Moreover, Omaha Area ! accounts for more than half of
Nebraska’s African-American population.

This section describes the sampling and interview process used to conduct the State of
Black Nebraska Survey. Also discussed are error and confidence levels.

Sample

The survey sample consists of 474 completed interviews--300 in Omaha Area 1, 103 in
Area 2, and 71 in Lincoln. Telephone numbers were selected randomly from published
phone lists. The reason for using phone lists rather than random digit dialing was to avoid
the costs of contacting large numbers of households outside the target census tracts.
Random digit dialing does not allow for the predetermination of the exact location of
households.

Respondent Interviews

Professional interviewers from Midwest Survey and Research (MSR) conducted the
interviews. After making contact with someone at a telephone number on the call list,
interviewers asked the race of the person and then asked to speak with a person who was 19
years or older and had the next birthday in the household. Interviewers asked for the adult
with the next birthday to avoid biasing the sample in favor of persons more likely to be at
home or to answer the phone. Interviewers were instructed to call back if the correct
household member was not available.

Respondents were promised that their responses would remain confidential. In addition,
any respondents concerned about the legitimacy of the survey were given the telephone
number of the UNO Center for Public Affairs Research (CPAR).

Surveys were conducted using computer-assisted telephone interviewing. A file containing

the responses was prepared by Midwest Survey and Research and given to CPAR. Data
analysis was done by CPAR.
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Error and Confidence Levels

As with all sample surveys, the State of Black Nebraska Survey results are assumed to
contain some degree of error. The reliability of sample survey results depends on the
degree of care

Table 33. Nebraska Census Tracts with 1990 African-American Population of 10 Percent or More
(excludes census tracts with large institutional pepulations)

Total African-American Percent
Survey Area County Census Tract Population Poputation African-American
Omaha Area 1 Douglas 10 1,152 1,117 97.0
Omaha Area 1 Douglas 7 1,396 1,267 50.8
Omaha Area | Douglas 52 2,240 1,850 87.1
Omaha Area 1 Douglas 9 917 796 86.8
Omaha Area 1 Douglas 59.02 2,589 2,247 86.8
Omaha Area 1 Douglas 8 2,133 1,846 86.5
Omaha Area 1 Douglas 12 2,108 1,784 84.6
Omaha Area 1 Douglas 59.01 2,720 2,131 78.3
Omaha Area 1 Douglas 11 1,484 1,153 717
Omaha Area | Douglas 33 2,226 1,529 68.7
Omaha Area | Douglas 61.01 2,723 1,723 63.3
Omaha Area ! Douglas 6 1,736 1,076 62.0
Omaha Area 1 Douglas 60 4,434 2,561 57.8
Omaha Area 1 Douglas 3 2,620 1,485 56.7
Omaha Area 1 Douglas 63.01 2,843 1,481 521
Omaha Area 1 Douglas 63.02 4,219 2,075 492
Omaha Area [ Douglas 61.02 4,538 2,104 464
Omaha Area 1 Douglas 54 3,453 1,511 438
Omaha Area Douglas 51 2,849 1,178 41.3
Omaha Area 2 Douglas 29 - 4,038 1,207 299
Omaha Area 2 Douglas 58 4,744 1,369 28.9
Omaha Area 2 Douglas 5 1,605 441 275
(Omaha Area 2 Douglas i8 1,969 498 253
Omaha Area 2 Douglas 63.03 2,835 644 22.7
Omaha Area 2 Donglas 65.02 5,003 993 19.8
Lincoln Lancaster 32.01 270 53 19.6
Omaha Area 2 Douglas 62.02 5,364 1,037 193
Omaha Area 2 Douglas 41 726 121 16.7
(Omaha Area 2 Dougias 19 1,805 293 16.2
Omaha Area 2 Douglas 74.05 1,257 175 139
Lincoln Lancaster 7 2,500 344 13.8
Omaha Area 2 Sarpy 103.04 8,087 1,076 13.3
Omaha Area 2 Douglas 49 4,728 629 13.3
Omaha Area 2 Douglas 50 4,109 465 11.3
Omaha Area 2 Sarpy 103.03 5,444 613 11.3
Omaha Area 2 Sarpy 101.01 5312 555 10.4
Lincoln Lancaster 4 4,527 467 10.3
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Table 33 (Continued)

Total African-American Percent
Survey Area County Census Tract Population Population African-American
AREA TOTALS
Omaha Area | 48,380 31,014 64.1
Omaha Area 2 57,026 10,116 17.7
Lincoln 7,297 864 11.8
Totai of census tracts in survey areas 112,703 41,994 37.3
Nebraska total 1,578,385 57,404 4.2

Note: 73.2 percent of Nebraska's African-American population resides survey areas.

exercised during survey administration, the sample size, the extent to which the sampling
frame corresponds to the population under study, and the amount of nonresponse.

Survey Administration

Errors can creep into the data in a number of ways during survey administration. For
example, respondents may misunderstand questions, and interviewers may misunderstand
or misrecord answers. The extent of such errors cannot be estimated. CPAR researchers
and staff at MSR made every effort to minimize the potential for these types of errors
throughout the survey process, and their effect on the results of the State of Black Nebraska
Survey is probably very small. '

Sample Size

Another source of error stems from using a sample of persons to estimate the characteristics
of a population. How large a difference is there likely to be between the results of the
sample survey and the results one would obtain from interviewing the entire population?

This difference, or sampling error, can be estimated for a random sample using accepted
statistical technigues.

The sample of 474 has a maximum sampling error of plus or minus 4.6 percent at the 95
percent confidence level. In other words, if the same survey was conducted 100 times, 95 of
those times the results would be no more than 4.6 percentage points higher or lower than the
results of this survey. Note, however, that some of the survey findings pertain to subgroups
of the population. For example, in the health care section only 323 persons were asked the
questions relating to their place for medical care. The sampling error for these subgroups is
going to be higher. Likewise, any analysis based on the individual survey areas is going to
be subject to more sampling error.
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This estimate of sampling error assumes a random sample--that is, all members of the
population under study had a known, equal chance of being included in the sample.
However, telephone surveys can violate the basic assumption of randomness because the
sampling frame does not correspond perfectly to the population and because of
nonresponse.

Sampling Frame. The sampling frame is the list of units from which the sample is drawn.
Ideally, the sampling frame consists of all units in the population under study. In practice
such a list is rarely available, so a list that approximates the ideal is often used. This is the
case with the State of Black Nebraska Survey where the population under study is African-
American adults in selected census tracts in the state, and the sampling frame is a list of
telephone numbers. As a consequence, not all African-Americans had a known, equal
chance of being included in the sample. Instead, a person’s probability of being included in
the sample varied depending on how many telephone numbers served the person’s
residence, how many adults lived there, and if the residence was in the selected areas.

Persons living in households without telephones had no chance of inclusion in the survey
sample. The exclusion of persons without telephones can result in the underrepresentation
of certain groups, particularly low income, low education, young, and more mobile persons.
According to the 1990 Census, 11.4 percent of the African-American households in
Nebraska did not have telephones. -

Persons living in households with multiple telephone numbers had a greater chance of
inclusion than persons living in households with single telephone numbers did. A person’s
probability of being interviewed also varied according to the number of adults in the
household. For example, a single adult whose telephone number was selected would be
interviewed with certainty. An adult living with another adult whose telephone number was
selected would have a 1 in 2 chance of being interviewed, an adult living with 2 other adults
would have a 1 in 3 chance, and so on.

Nonresponse. Survey nonresponse is the failure to obtain measurements on sampled units.
This occurs when an eligible individual is unable or unwilling to complete the interview.
This type of error is probably the most difficult to work with since the characteristics of
nonrespondents are typically unknown.

Weights

Once the data were collected and before any analysis was done, the data were weighted.
The purpose of weighting was to adjust the data for over or underrepresentation of certain
groups. By design, the State of Black Nebraska Survey included an overrepresentation of
persons in Lincoln, Therefore, it was necessary to weight the sample to more accurately
reflect the entire area being surveyed. After the weights were applied to the data, the
distribution of the respondents among the three survey areas was the same as the actual
population distribution among the areas. The data in the tables in this report were adjusted
using weights. However, only the “total” column, which combined the three survey areas,
required weighting. The results for the individual survey areas did not need to be adjusted.
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Appendix A. Satisfaction and Importance Ratings for Selected Economic Opportunities, Housing,
Services, Facilities, and Programs

Percent of Respondents in Area

Omaha Omaha

Area 1 Area 2 Lincoln Total
Jobs and Business Opportunities:
Availability of jobs
Satisfied, Unimportant 1.1 1.0 15 I.1
Satisfied, Important 61.1 79.8 70.1 65.9
Dissatisfied, Unimportant 1.8 0.0 3.0 1.3
Dissatisfted, Important 36.1 19.2 254 317
Number of respondents 285 99 67 451
Quality of jobs
Satisfied, Unimportant 1.1 0.0 1.5 0.8
Satisfied, Important 60.9 83.5 61.8 66.5
Dissatisfied, Unimportant 2.1 0.0 1.5 L6
Dissatisfied, Important 358 16.5 35.3 31.1
Number of respondents 281 97 68 446
Opportunities to start new business
Satisfied, Unimportant 1.9 1.1 0.0 1.7
Satisfied, Important 47.3 63.4 61.5 51.7
Dissatisfied, Unimportant 1.9 0.0 46 1.5
Dissatisfied, Important 48.9 355 338 452
Number of respondents 262 93 65 420
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Appendix A. Satisfaction and Importance Ratings for Selected Economic Opportunities, Housing,

Services, Facilities, and Programs

Percent of Respondents in Area

Omaha Omaha

Area | Area 2 Lincoln Total
Housing:
Price of housing for sale
Satisfied, Unimportant 3.0 32 30 3.1
Satisfied, Important’ 523 60.2 48.5 54.2
Dissatisfied, Unimportant 4.1 0.0 7.6 3.2
Dissatisfied, Important 40.6 36.6 40.9 39.6
Number of respondents 266 93 66 425
Quality of housing for sale
Satisfied, Unimportant 1.5 1.1 1.6 1.4
Satisfied, Important 61.0 71.6 68.9 63.7
Dissatisfied, Unimportant 1.5 0.0 3.3 1.2
Dissatisfied, Important 36.0 27.3 26.2 33.7
Number of respondents 264 88 61 413
Price of rental housing
Satisfied, Unimportant 2.0 1.1 4.7 1.8
Satisfied, Important 422 58.6 54.7 46.5
Dissatisfied, Unimportant 2.0 0.0 3.1 1.5
Dissatisfied, Important 53.8 40.2 37.5 50.1
Number of respondents 249 87 64 400
Quality of rental housing
Satisfied, Unimportant 1.2 34 3.0 1.8
Satisfied, Important 448 63.6 63.6 499
Dissatisfied, Unimportant 32 34 3.0 3.2
Dissatisfied, Important 50.8 29.5 30.3 45.1
Number of respondents 250 88 66 404
Local property taxes
Satisfied, Unimportant 2.2 31 1.7 2.4
Satisfied, Important 347 38.1 39.7 35.7
Dissatisfied, Unimportant 3.3 31 10.3 34
Dissatisfied, Important 59.8 557 48.3 58.5
Number of respondents 271 97 58 426
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Appendix A. Satisfaction and Importance Ratings for Selected Economic Opportunities, Housing,
Services, Facilities, and Programs

Percent of Respondents in Area

Omaha Omaha
Area 1 Area 2 Lincoln Total
Public Safety:
Police protection
Satisfied, Unimportant 1.0 0.0 1.5 0.8
Satisfied, Important 42.1 58.8 67.6 46.8
Dissatisfied, Unimportant 24 1.0 1.5 2.0
Dissatisfied, Important 54.5 40.2 294 504
Number of respondents 292 102 68 462
Fire protection
Satisfied, Unimportant 0.3 0.0 0.0 0.3
Satisfied, Important 914 98.0 957 93.1
Dissatisfied, Unimportant 0.3 0.0 1.4 0.3
Dissatisfied, Important 7.9 20 2.9 6.4
Number of respondents 292 99 70 461
Emergency rescue service
Satisfied, Unimportant 04 1.1 0.0 0.5
Satisfied, Important 87.7 91.6 97.0 88.8
Dissatisfied, Unimportant 0.4 1.1 0.0 0.5
Dissatisfied, Important 11.6 6.3 30 10.2
Number of respondents 284 95 66 445
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Appendix A. Satisfaction and Importance Ratings for Selected Economic Opportunities, Housing,
Services, Facilities, and Programs

Percent of Respondents in Area

Omaha Omaha
Area 1 Area?2 Lincoln Total
Streeis andTransportation:
Public transportation
Satisfied, Unimportant 4,1 9.2 6.0 53
Satisfied, Important 66.1 66.7 552 66.0
Dissatisfied, Unimportant 1.8 1.1 4.5 1.7
Dissatisfied, Important 28.0 230 343 270
Number of respondents 271 87 67 425
Smoothness of streets and roads
Satisfied, Unimportant 1.4 1.0 2.9 13
Satisfied, Important 312 45.5 45.7 35.0
Dissatisfied, Unimportant 2.7 2.0 1.4 2.5
Dissatisfied, Important 64,7 51.5 50.0 61.2
Number of respondents 202 101 70 463
Traffic engineering (such as traffic light t
iming, placement, and so on)
Satisfied, Unimportant 44 0.0 4.4 3.3
Satisfied, Important 64.3 R1.8 61.8 68.5
Dissatisfied, Unimportant 1.4 1.0 L5 13
Dissatisfied, Important 29.9 172 324 26.9
Number of respondents 294 99 68 461
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Appendix A. Satisfaction and Importance Ratings for Selected Economic Opportunities, Housing,
Services, Facilities, and Programs

Percent of Respondents in Area

Omaha Omaha
Area | Area2 Lincoln Total
Education:
Elementary schools
Satisfied, Unimportant 1.1 2.2 1.6 1.3
Satisfied, Important 58.1 71.2 84.1 63.1
Dissatisfied, Unimportant 04 0.0 0.0 0.3
Dissatisfied, Important 40.5 20.7 14.3 353
Number of respondents 284 92 63 439
Junior high schools
Satisfied, Unimportant 29 22 3.1 2.7
Satisfied, important 55.8 742 73.8 60.5
Dissatisfied, Unimportant 04 0.0 0.0 0.3
Dissatisfied, Important 40.9 23.6 23.1 365
Number of respondents 276 89 65 430
Senior high schools
Satisfied, Unimportant 14 32 1.6 19
Satisfied, Important 60.7 69.1 65.1 62.8
Dissatisfied, Unimportant 1.1 1.1 3.2 1.1
Dissatisfied, Important 36.8 26.6 30.2 34.2
Number of respondents 280 04 63 437
Colleges & universities
Satisfied, Unimportant 1.5 1.1 0.0 I3
Satisfied, Important 79.7 81.7 79.4 80.2
Dissatisfied, Unimportant 1.1 0.0 0.0 0.8
Dissatisfied, Important 17.7 17.2 20.6 17.6
Number of respondents 271 93 63 427
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Appendix A. Satisfaction and Importance Ratings for Selected Economic Opportunities, Housing,
Services, Facilities, and Programs

Percent of Respondents in Area

Omaha Omaha
Area 1 Area 2 Lincoln Total
Special Groups:
Activities for senior citizens
Satisfied, Unimportant 38 2.4 4.8 35
Satisfied, Important 59.7 75.0 84.1 63.7
Dissatisfied, Unimportant 2.3 0.0 0.0 1.7
Dissatisfied, Important 34.2 226 11.1 311
Number of respondents 263 84 63 410
Activities for teenagers
Satisfied, Unimportant 0.4 2.1 0.0 0.8
Satisfied, Important 31.1 41.5 43.8 338
Dissatisfied, Unimportant 2.9 1.1 1.6 2.4
Dissatisfied, Important 65.7 553 54.7 63.0
Number of respondents 280 94 64 438
Programs for needy citizens
Satisfied, Unimportant 0.7 1.1 0.0 0.8
Satisfied, Important 51.3 60.2 65.6 53.6
Dissatisfied, Unimportant 2.2 0.0 3.1 1.7
Dissatisfied, Important 45.8 38.6 31.3 439
Number of respondents 275 88 64 427
Help for homeless
Satisfied, Unimportant 1.1 2.3 0.0 1.3
Satisfied, Important 48.6 52.3 68.8 49.8
Dissatisfied, Unimportant i1 0.0 0.0 0.8
Dissatisfied, Important 49.3 45.5 31.3 48.0
Number of respondents 276 38 64 428
Availability of child care services
Satisfied, Unimportant 1.9 22 0.0 1.9
Satisfied, Important 73.6 71.7 70.8 73.1
Dissatisfied, Unimportant 04 0.0 15 0.3
Dissatisfied, Important 24.2 26.1 217 24.7
Number of respondents 269 92 65 426
Quality of child care services
Satisfied, Unimportant 04 2.2 0.0 0.8
Satisfied, Important 65.2 71.9 82.0 67.1
Dissatisfied, Unimportant 1.1 2.2 0.0 1.4
Dissatisfied, Important 333 23.6 18.0 30.7
Number of respondents 264 89 61 414
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Appendix A. Satisfaction and Importance Ratings for Selected Economic Opportunities, Housing,
Services, Facilities, and Programs

Percent of Respondents in Area

Omaha Omaha
Area | Area2 Lincoln Total
Other services:
Recreation programs and activities
Satisfied, Unimportant 2.8 1.1 4,2 24
Satisfied, Important 514 58.5 67.6 535
Dissatisfied, Unimportant 1.8 4.3 14 2.4
Dissatisfied, Important 440 36.2 26.8 41.7
Number of respondents 282 94 71 447
Parks and playgrounds
Satisfied, Unimportant 1.0 0.0 1.4 0.8
Satisfied, Important 55.6 68.0 831 59.2
Dissatisfied, Unimportant - 1.4 0.0 1.4 1.1
Dissatisfied, Important 42.0 320 14.1 39.0
Number of respondents 286 97 71 454
Shopping facilities for daily needs
Satisfied, Unimportant 1.0 1.0 0.0 1.0
Satisfied, Important 67.9 85.9 91.3 727
Dissatisfied, Unimportant 0.7 2.0 0.0 1.0
Dissatisfied, Important 304 11.1 8.7 253
Number of respondents 293 99 69 461
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STATE OF BLACK NEBRASKA 2000
ACTIONS AND RECOMMENDATIONS

Introduction

The previous section reviewed the results of a survey that asked African American citizens
of Nebraska their opinions on several issues and concerns facing Nebraska’s African-
American community. This section uses these results to develop actions and
recommendations in several areas: Youth Issues, Government Issues, Jobs and Economic
Development, Criminal Justice, and Health. Because some of these areas overlap, actions
and recommendations suggested for one area may also apply to another area.

Youth Issues

Results of the survey showed that youth issues were among the greatest concerns among the
respondents. When asked what were the three most important problems the Urban League
of Nebraska should be trying to address, over half of the respondents mentioned an issue
related to youth. In Omaha Area 1, youth issues were mentioned by nearly two-thirds of the
respondents.

As far as specific youth issues, education, better education, and schools ranked as the
biggest problem, Education and schools were viewed as much more of a problem in Omaha
Area 1 than in Omaha Area 2 or in Lincoln. In Omaha Area 1, 27.6 percent of the
respondents said that education, better education, or schools was one of the three most
important problems.

Activities for youth also was mentioned as a problem by a sizable portion of the
respondents and ranked as the tenth most important problem area. Activities for youth were
seen to be a major problem in Lincoin where they ranked first (26.6 percent of the
respondents) of all problems mentioned by the survey respondents.

The State of Black Nebraska Survey asked respondents to indicate how satisfied they were
with various services, facilities, and programs. Each person also was asked how important
the service, program, or facility was to him or her. From this series of questions the greatest
area of concern was activities for teenagers (63.0 percent important and dissatisfied). This
was the case in all three survey areas. Furthermore, there has been no significant
improvement since a similar question was asked in 1990,

Additionally, more than a third of the respondents indicated that elementary and secondary
education was important to them and they were dissatisfied. Similar to the previous
discussion on problems to be addressed, Omaha Area 1 again views education with more
concern, particularly for elementary schoois and junior high schools. Senior high schools,
however, show less difference among the three survey areas.
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The above results suggest that the Urban League of Nebraska should focus some of its
effort into two aspects of youth issues: Primary and secondary education, and activities for
youth.

Primary and Secondary Education

Because the State of Black Nebraska Survey was conducted in the summer of 1999, some of
the concern about education could be the result of the change in Omaha Public Schools’
policy away from bussing and toward neighborhood schools. The Urban League of
Nebraska has developed a committee to monitor and track the impact of academy schools in
North Omaha.

Activities for Youth

As expressed in the survey, activities for youth are an important area of concern, but the
youth themselves have rarely been given the opportunity to express their concerns. On July
19, 2000 the Urban League of Nebraska sponsored a Youth/Young Adult Summit at the
Jesnit Middle School. A majority of the participants were between the ages of 14 to 18.
The purpose of the summit was to address the concerns and issues that African-American
students face on a day-to-day basis. There were several workshops that spoke to crime,
violence, sexuality, sexually transmitted diseases, alcohol and drug abuse, health and
nutrition, post secondary education, and choices and consequences. The wide variety of
workshops challenged young people to be exposed to the most accurate information along
with open discussion amongst their peers.

At the beginning of the summit (before any of the workshops were discussed), each
participant was asked to fill out a questionnaire to find out the problems facing African-
American youth. To determine this, we asked the question, “What are the three most
important problems facing African-American youth in Nebraska today?” A copy of the
questionnaire that was distributed to the youth attending the summit can be found at the end
of this section.

The results of the survey are found in the tables below and show that:

e African-American students find that gangs, violence, fighting, killing, shooting and guns
are the number one concern.

e Secondly, drugs and alcohol play a major role in the lives of young African Americans.

e Thirdly, sex, teen pregnancy, sexually transmitted diseases and HIV/AIDS is a concern
for black students.
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Table 1. What are the three most important problems facing African-American youth in Nebraska
today?

Percent* of

Problem respondents
Violence related 83.0
Drugs/Alcohol 68.6
Sex related 314
Racism, Youth stereotype 18.1
Education/School related 17.0
All other 64.9
Don’t know, no response 13.8
Total respondents 188

*Percent will total to more than 100 percent because each respondent listed as many as three problems.

Table 2. What are the three most important problems facing African-American youth in Nebraska
foday?

Percent* of respondents by year in school

Problem 8th-9th 10th-12th Total
Violence reiated 85.1 82.7 83.8
Drugs/Alcohol 65.5 71.4 68.6
Sex related 299 327 3t4
Racism, Youth stereotype 14.9 19.4 17.3
Education/School related 19.5 14.3 16.8
All other 70.1 60.2 64.9
Don’t know, no response 13.8 14.3 14.1
Total respondents 87 98 185

*Percent will total to more than 100 percent because each respondent listed as many as three problems.
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Table 3. What are the three most imporiant probiems facing African-American youth in Nebraska
today?

Percent* of respondents by gender

Problem Male Female Total
Violence related 812 33.0 82.1
Drugs/Alcohol 67.1 70.2 68.7
Sex related 25.9 372 31.8
Racism, Youth stereotype 16.5 18.1 17.9
Education/School related . 17.6 149 16.2
All other 72.9 58.5 65.4
Don’t know, no response 153 13.8 14.5
Total respondents 85 94 179

*Percent will total to more than 100 percent because each respondent listed as many as three problems,

Table 4. What are the three most important problems facing African-American youth in Nebraska
today?

Percent* of respondents by residence in Omaha area

Problem Northeast Southeast Northwest, Southwest Total
Violence related 76.0 94.3 82.9 84.4
Diugs/Alcohol 76.0 64.3 68.6 70.0
Sex related 227 28.6 60.0 322
Racism, Youth stereotype 22.7 17.1 8.6 17.8
Education/School related 17.3 20.0 14.3 17.8 -
All other 66.7 614 57.1 62.8
Don’t know, no response 14.7 11.4 8.6 122
Total respondents 75 70 35 180

*Percent will total to more than 100 percent because each respondent listed as many as three problems.

This survey demonstrates the overwhelming concerns and issues that African-American
young people face on a daily basis. Some are more concerned with surviving in the world
versus utilizing the resources in order to become productive and self-serving citizens.
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Things to be considered when addressing these issues:

1. Programming that deals with youth development
¢ Building a strong sense of self-worth and self-discipline
* Instilling a commitment to academic achievement
¢ Instilling a strong sense of commitment to family and community

2. Provide organized activities for youth with Black churches, businesses and
organizations taking a more active role in youth development.

3  Mentoring programs; Black youth are constantly looking to Black professionals for
guidance and direction.

4 Youth Forums: Young people are very aware of the issues and have creative solutions.

5. Early Childhood Development: Starting at a young age building character and self-
esteem.

In summary, Black youth are faced with many issues. The only way to combat the issue is

through the individual. The mind is the most impressionable tool on has in the development
of one’s character.
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URBAN LEAGUE OF NEBRASKA YOUTH SUMMIT

STATE OF BLACK NEBRASKA YOUTH SURVEY 2000 }

. What are the three most important problems facing African-American youth in i

Nebraska today?

Problem 1

Problem 2

Problem 3

. Do you have a solution to any of these problems?

Soluation to Problem 1

Solution to Problem 2

Solution to Problem 3

. What grade will you be in next year? (circle the grade)

6 7 8

. Are you male or female? (circle the answer)

. Please indicate the part of the Omaha area
where you live (circle letter of the area)

Dodge Street

9 10

male female

72nd Street

11

12
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Government Issues

Some of the major areas of concern expressed by African Americans concerned local
government services. Greatest concern was expressed in Omaha Area 1, with the least in
Lincoln. Compared to previous surveys the positive perception of government services and
leadership has declined significantly. This is in sharp contrast to the respondents’ overall
view of the Omaha and Lincoln area and the economy where there is considerable
optimism.

Major Issues

On of the biggest concerns is in the area of leadership. Government leadership is not viewed
highly by the respondents. Less than 20 percent of the respondents agreed that Omaha
(Lincoln} had good government leaders. In North Omabha this percentage dropped from 63.0
percent in 1990 to 17.9 percent in 1999.

A second area of concern is the condition of streets and roads.

Police protection is another problem area. Over half of the respondents (58.5 percent) said
that police protection was an important area and they were dissatisfied. The perception of
police protection has worsened since 1990. Consequently, other public safety areas such as
fire protection and emergency rescue service also have declined.

A fmal area of concern is youth services, as 65.7 percent said that activities for teenagers

were important and they were dissatisfied, 44.0 percent said the same about recreation
programs and activities, and the percent for parks and playgrounds was 42.0 percent.
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JOBS AND ECONOMIC DEVELOPMENT

Quality of Corporate Leadership.

The results of the survey indicate that Omaha based corporations have demonstrated a
turning away from support of minority businesses, and from statements of commitment
to equal opportunity in the work place. The Urban league board of directors will
develop a plan of action in cooperation with several major corporations to demonstrate
that equal opportunity is alive and well in our community. And, the Urban league has
begun to form partnerships with the Chamber of Commerce, its corporate members,
and other interested parties, to encourage economic development in the North/South
Omaha districts, and to provide additional opportunities for small, disadvantaged
businesses.

Quality of Political Leadership.

The Urban League leadership believes that political leadership is most apparent and
effective when constituents are actively demanding results. The Urban league voter
registration program, coupled with an effective program of political education, can
begin the process of making voters aware of effective community betterment programs
and who is responsible for the success of such programs. Such activities will promote
effective political leadership.

Outlook on the Future.

The results of the survey indicate that although over half of the respondents agree with
the statement that their area’s future looks bright, a significant percentage of the
respondents are not optimistic. The Urban league believes that improvements in
corporate and political leadership will serve to improve the views of black Nebraskans.

Most Important Problems for Urban league of Nebraska.

The Urban league agrees with the respondents that the number one problem is better
education for children. In this regard, the Urban league has worked with other
community groups to form a team of retired educators and administrators who visit
“academy” schools to evaluate their effectiveness. In turn, this team has worked with
the Omaha Public Schools toward making necessary improvements.

The matter of jobs, both unemployment and underemployment, has been a concern for
the Urban league for some time. The League is continually working with corporations
in Omaha toward providing both internal training, and insuring that an effective
diversity program is in place. We will continue to form partnerships with those
corporations who are committed to providing better opportunities for minorities. And,
we will identify those corporations whose practices demonstrate a lack of commitment
to equal opportunity.
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Satisfaction and Importance Rating for Housing.

The Urban League recognizes that quality rental housing is a scarce commodity, and
believes that this issue can best be resolved through a partnership between the City of
Omaha, nonprofit and for profit developers, and financial institutions. The demolition
of housing projects was a necessary step toward providing decent housing for low and
moderate income families. However, the replacement of those units with suitable
housing is an immediate and necessary requirement. Research by the Urban league
staff has revealed that a significant number of dollars have been made available
through the federal government for development of affordable housing units in
distressed neighborhoods. The League staff will do all in its power to accelerate the
production of such housing.

The property tax issue is recognized as being a detriment for residents, and for
attracting new businesses to Omaha, The business community, and the Greater Omaha

- Chamber of Commerce, are working with concerned legislators to address this critical

issue.




THE STATE OF BLACK NEBRASKA
HEALTH CARE IN AFRICAN AMERICANS

Valda Boyd Ford, MPH, MS, RN

As the new millenium begins, black Americans continue to experience a disproportionate
share of negative health outcomes. Of the major diseases that cause death in the United
States, blacks are more likely, in all but a few categories, to have the disease, suffer more
from the disease, become disabled during the course of the disease, and die from the
disease. For example:

¢ Black babies are still more than twice as likely to die in the first year of life than
white babies

e Black children are more than five times as likely to die from asthma than white
children

e Black men are nearly twice as likely to have prostrate cancer than white men,
and to have it to at an earlier age

* Black women have cervical cancer at more than twice the rate of white women
* Black people are 70% more likely to have diabetes than white people

e Black men and women are at least 8 times more likely to have HIV/AIDS and,
now have HIV/AIDS as the leading cause of death in black men age 25-44 and
the second leading cause of death for black women in the same age group.
(Healthy People 2010, 2000)

This report, while not comprehensive, addresses some of the major health issues facing
black Americans today. This select list of discouraging health statistics for blacks in
America is but the tip of the disparity iceberg. There are very few disease categories where
blacks have less morbidity and mortality (sickness and death) than whites or other non-
white populations.

The State of Black Nebraska survey included questions about the health status of the
African American populations in Douglas, Sarpy, and Lancaster counties. Of the
respondents, 73.7% felt that their health was excellent or good. Slightly less than 20% said
their health was fair and 6.5% said their health was poor. Health, for the purposes of this
report, will have the more narrow definition of the absence of disease or infirmity.

Respondents were asked about other significant factors that contribute to or detract from

health, i.e., poverty, availability of housing, educational status, and availability of
employment. These factors will be addressed in-depth in other areas of the report. However,
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it is evident that the lower socioeconomic status of African Americans (contributing to or
the result of factors listed above) has a significant and sustained effect on the health status
of African Americans. As such, when appropriate, the effect of socioeconomic factors on
health outcomes will be discussed in this section of the report.

In general, African Americans in the State of Black Nebraska report expressed satisfaction
with their medical care. However, while the numbers are not statistically significant, it is
important to note that from 1991 to 1999 the percent of respondents who were satisfied or
very satisfied with the overall quality of medical care and the quality of the doctors who
treated them declined from 82.8% to 72.9% and 89.1% to 82.6%, respectively. The
respondents also stated that they were less likely to be given information about what was
wrong and were less likely to know how to take care of themselves at home,

On a positive note, black Nebraskans were more likely to report that they felt doctors were
more concerned for their overall health, rather than just for curing the illness and that they
were more likely to receive information about other services and specialists. The survey
reflects other positive changes that suggest improved access to doctors and clinics with a
resultant decline in the use of emergency room services. Access has been improved through
extended office hours, fewer transportation problems, and an increase in the percentage of
respondents who have private or public sources of health insurance.

According to Surgeon General David Satcher, MD, “black . . .physicians have a unique and
important role in caring for black . . .patients [and] an equally, if not more important role in
caring for poor patients” (Mitka, 1998, p. 590). Nationwide, black physicians cared for
significantly more black patients and more patients covered by Medicaid than did other
physicians. (Komaromy, Grumbach, Drake, Vranizan, Lurie, Keane, & Bindman, 1996).
Not unlike African Americans throughout the United States, communities with predominant
or high proportions of black residents (like North Omaha) were up to four times as likely as
others to have a shortage of physicians, regardless of community income (Komaromy et al,
1996).

Satcher states that, “physicians miss opportunities to talk with their patients . . . [and] if they
did, it would make a big difference” (Mitka, 1998, p. 591). If physicians {and all health care
providers] asked their patients about smoking, nutrition, physical activity and sexual
behavior it would make a significant difference. (Mitka, 1998). The responses showing a
decline in patient satisfaction and lack of information about health conditions revealed in
the State of Black Nebraska survey are indicators of missed opportunities. In line with that,
black Americans in general, are more likely than whites to have an expectation of poor
service—based on race.

Health professions need to reflect the populations served in order to provide quality of care.
According to Satcher, “we know that minority physicians are more likely to serve minority
communities, more likely to treat patients who are poor, [and] more likely to settle in
underserved communities” (Mitka, 1998, p. 590). However, “in order for medical education
to be a quality experience, it should take place in an environment of diversity” (Mitka,
1998, p. 590).
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The education process is hampered by outdated admissions criteria, poor opportunities for
financial aid, the backlash against affirmative action, and the failure of health professions

schools to prepare a truly welcoming and nurturing environment for minority students
(Ford, 1997).

Health education messages are not getting through to the African American community in
the same way as in white America. There are numerous suggestions for improving
information dissemination and retrieval. Suggestions include increasing time spent with
individual patients, ensuring that the literature and teaching given the patient is appropriate,
and assessing and eliminating the intentional or unintentional practice of providers giving
different levels of care to different patients (Ford, 1997). It is also important for black
Nebraskans to be proactive in asking for health care information and assistance.

Traditionally, the gaps in health care outcomes between blacks and whites have been
attributed to poverty, lower educational status, and inadequate access to health care. Though
there have been recent decreases in econorhnic disparities between blacks and whites the gap
in health status still exists (USDHHS Healthy People 2010, 2000). In the United States,
lower socioeconomic status, as measured by education or income, is associated with lower
overall health care use and lower health care quality. “Despite an overall decline in death
rates in the United States since 1960, poor and poorly educated people still die at higher
rates than those with higher incomes or better education, and this disparity increased
between 1960 and 1980 (Pappas, Queen, Hadden, & Fisher 1993, p. 103).
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Median Household Income
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Figure 1. Relationship Between Household Income and Fair or Poor Health Status
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Figure 2. Relationship Between Education and Income
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Figure 3. Percentage of Persons Below the Poverty Level By Race/Ethnic Group and
Type of Household, United States, 1996
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While the population of the United States in general, and the population of Nebraska in
particular, have experienced declines in the rates of coronary heart disease and stroke,
“African Americans in Nebraska experienced much higher death rates due (o cardiovascular
disease than white residents did in the past five years” (Nebraska Health and Human
Services, 1999, p. 6). According to Nebraska Department of Health and Human Services
(NHHS) the death rate for diabetes in Nebraska’s African American population was 2.5
times the rate for whites (1999). And, while the rate of infant mortality declined overall in
all racial/ethnic groups studied in Nebraska, the-likelihood that black babies would die in
the first year of life increased from 2.1 to 2.3 times that of white babies (NHHS, 1999).

Contributing to the infant mortality rate (IMR) is the problem of babies being born with low
birth weight (babies less than five pounds). African American women were more than twice
as likely as white women to have low birth weight babies. Only 71 percent of African
American mothers went for prenatal care in the first trimester (first three months) compared
to 84 percent of white women (Healthy Start).

In order for all children to have the possibility of improved health outcomes and quality of
life, access to quality prenatal care, education about the dangers of smoking, alcohol, and
drugs before and during pregnancy, and the importance of early and scheduled
immunizations must be promoted. Public health departments and public/private partnerships
like the Healthy Start program are instrumental in encouraging health promotion and
disease prevention.
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Black Nebraskans continue to fall behind whites in immunization rates, regular physical
activity, smoking cessation, and a host of lifestyle behaviors. It is imperative that black
Nebraskans embrace health promotion as a strategy (among many) to decrease the
preventable disparities in health status.

HIV/AIDS, diabetes mellitus, cancer, heart disease and stroke, infant mortality and kidney
disease are major factors in the morbidity and mortality of black Nebraskans. The incidence
and prevalence of these conditions are the result of a variety of reasons—many of which
are, to varying extents, within the control of the individual to decrease or eliminate. In
general, lifestyle changes will substantially decrease the vulnerability of all black
Americans—from the newborn to the senior citizen. Vulnerability is a condition of internal
and external factors. Regardless of the cause “when you target the health needs of the most
vulnerable among us, you improve the health status of everybody” (Satcher, D Keynote
address, January 25, 2000)

Figure 4. Age-Specific Prevalence of Diagnosed Diabetes, by Race and Sex, United States,
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Statistics, data from the National Health Interview Survey. U.S. Burean of the Census, census of the population and papulation
estimates, Data computed by the Division of Diabetes Translaticn, National Center for Chronic Disease Prevention and Health
Promotion, Centers for Disease Control and Prevention.

Diabetes is a serious problem in the African American community. It is estimated that one-
third to one-half of all Americans with diabetes mellitus (DM) have the disease and do not
know it (Healthy People 2010, 2000). This is especially problematic because recent
advances in treating and managing blood sugar levels has the potential of dramatically
decreasing the disabling and potentially fatal effects of diabetes. Health care providers now
know that improved diagnostic tests, newer medications, dietary and exercise regimens can
help the person with diabetes lead a life of hopefulness, rather than a life of hopelessness.
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Figure 5. 10 Leading Causes of Death, 1997

Heart Disease

Cancer

Stroke

Chronic Obstructive Pulmonary Disease
Unintentional Injuries
Pneumonia/Influenza

Diahetes

Suicide

Chronic Liver Disease and Cirrhosis

Kidney Disecase

0 5 10 15 20 25 30 35
Percent of All Deaths
Source; U.S. Depariment of Health and Human Services, Healthy People 2010: Understanding and improving Health.

The first step towards keeping diabetes from becoming a disabling disease (from blindness,
kidney failure, or amputation) is knowing that the disease is present. Recent information
from the National Diabetes Education and Prevention Program (NDEP) reveals that many
people, who have diabetes, in retrospect, relate having disease symptoms up to ten years
before the disease is diagnosed and treated. That is ten years of microscopic changes that
can lead to blindness, kidney failure, amputation, and other problems. Early recognition of
diabetes requires the consumer to seek regular health care from a health care provider that is
both clinically and culturally competent. It also requires the foresight of community-based
organizations to ensure that the message of the prevalence of and treatment for dlabetes is
well known in the African American community.

While African Americans comprise 4 percent of Nebraska's population, “African Americans
made up 23 percent of all persons diagnosed with HIV/AIDS in 1995 - 1997” (NHHS,
1999, p. 28). Nationally, “African-Americans and Hispanics represent approximately 26%
of the population and 53% of the total reported cases of AIDS, 76% of AIDS in women,
78% of heterosexually transmitted cases and 81% of pediatric AIDS” (Johns Hopkins,
2000). A disturbing trend continues in the AIDS epidemics as during the 1990’s the
epidemic shifted steadily toward a growing proportion of AIDS cases in blacks and
Hispanics and in women even though blacks and Hispanics have always been
disproportionately affected by AIDS since the epidemic became known to the public. The
number of African Americans diagnosed with and/or dying from AIDS has outnumbered
whites since 1996. (U.S. Department of Health and Human Services).
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Figure 6. U.S. AIDS Rates by Race for 60,161 Reported Cases in 1997
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Through December 1998, 688,200 cases of AIDS had been reported among persons of all
ages and racial and ethnic groups, including 304,094 cases among whites, 251,408 cases
among African Americans, and 124,841 cases among Hispanics. (Healthy People 2010,
2000). “Although health care dispanties in other ethnic minorities have received
considerably less attention, available evidence suggest that Latino, [Native American] and
Asian Americans are also affected” (Fiscella et al., May, 2000, p. 2583).

One area of health care rarely discussed is mental illness. According to a 1999 U.S.
Department of Health and Human Services (USDHHS) report, among African Americans,
the prevalence of mental disorders is estimated to be higher than among whites (USDHHS:
Mental Health, p. 84). However, when socioeconomic factors are accounted for the
difference disappears. African Americans are over-represented in public inpatient
populations, but are underrepresented in outpatient mental health treatment populations.
Inpatient psychiatric care is twice as likely for African American compared to whites—
except private inpatient psychiatric hospitals. African Americans are also overrepresented
in involuntary civil commitment proceedings (USDHHS: Mental Health, 1999).

Barriers to care in the mental health arena appear to be the result of cultural,
financial, organizational, and diagnostic factors. African Americans cite fear
of treatment, lack of trust in the health care provider, clinician bias in
overdiagnosis of psychoses (like schizophrenia) compared to neuroses (like
depression), lack of time, real and perceived racism and discrimination in
care provision, and fear of hospitalization (USDHHS: Mental Health, p. 84).
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Cost is an issue as well. African Americans are less likely to have private health insurance
than whites. Even when health insurance is not the issue, policies governing outpatient care
for mental illness contribute to lower utilization of outpatient treatment centers. For those
with lower incomes, public sources of insurance may help pay for care.

Bias is clinician judgement is thought to be reflected in overdiagnosis or
misdiagnosis of mental disorders. Since diagnosis is heavily reliant on
behavioral signs and symptoms, rather than on laboratory tests, clinician
judgement plays an enormous role in the diagnosis of mental disorders
(USDHHS: Mental Heaith, p. 88)

Lack of cultural competence may contribute not only to improper diagnosis, but to improper
treatment as well. Differences in response to treatment regimen may be sociocultural,
psychological, or genetic. “Unfortunately, many physicians do not adequately account for
the fact that 33% of African American are slow metabolizers of several anti-depressant and
antipsychotic medications” (USDHHS: Mental Health, p. 87). Consequently, African
American patients who should be started at lower doses of medications for mental disorders
are frequently started on higher and more frequent doses of antipsychotic medications. The
combination of clinician bias (intentional or unintentional), patient fear and mistrust, and
recognizable side effects (from higher than necessary drug doses) in the known “mentally
ill” contribute to the lack of access and treatment in the mental health arena (Ford, 1997).

While it is impossible to give a complete picture of health outcomes as it relates to black
Nebraskans in particular and black Americans in general, following are a few statistics from
the Healthy People 2010 initiative regarding African Americans:

o Heart disease and stroke

e 1995—age-adjusted death rate for heart disecase was 42% higher in African
Americans males than white males,

e Heart disease—65% higher in African Americans females and almost twice as high
in males as in females.

e New cases of stroke are highest in African American females born before 1950 and
African American males born after 1950.

» Stroke deaths in African Americans are almost 80% higher than in whites (including
adjustment for age, up to age 84).

e Hypertension (high blood pressure) is present in African Americans at a rate that is
40% higher than in whites and is more likely to have more frequent and severe
effects.

o Cancer

e African Americans are less likely to survive cancer,
¢ African Americans are less likely to receive colorectal screening,
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¢ African Americans have more cervical cancer 6.5/100,000 to 2.8/100,000 (early
detection of cervical cancer has an almost 100% chance of survival with appropriate
treatment and early detection),

e African Americans have more than twice the likelihood of having prostate cancer
(72.5/100,000 to 31.5/100,000),

o African Americans have a higher death rate from mouth and throat cancer
(4.7/100,000 to 2.8/100,000),

e African Americans more likely to die from breast cancer 37.7/100,000 to
28.0/100,000

o African Americans’ overall cancer death rate—262/100,000 compared to
202/100,000 in whites

African Americans are more likely to die from unintentional injuries

African Americans are less likely to have the influenza vaccination (Flu vaccine—66%
for whites; 45% for blacks)

African Americans are less likely to have immunizations for Hepatitis B, bacterial
meningitis, pneumonia

African Americans are more likely to have tuberculosis (TB)
African Americans are more likely to be hospitalized because of peptic ulcer disease

African Americans are twice as likely to be visually impaired as whites of the same
socioeconomic status (primary open angle glaucoma)

African American youth—grades 9-12 were less likely to smoke (23%) than white
youth (40%), were slightly older with first tobacco use (13 years /12 years) but African
American children just as likely to be exposed to secondhand smoke—28% compared to
27%. Adults surpassed whites after age 18—26% compared to 25% (and the percentage
increased w/ age)

African Americans have the highest overall risk of chronic kidney disease and develop
end-stage renal failure (ESRD) earlier (55.8 years vs. 62.2 years)

African Americans equal 12.6% of US population but are 29.8% of ESRD patients.
African Americans have a 4.5 times greater probability of having ESRD than whites.
African Americans are less than half as likely as whites to have kidney transplants.

Asthma deaths and hospitalizations were from 2 to 4 times higher for African
Americans.
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African American children are more likely to suffer activity limitation and have
inadequate information about care of asthma

African Americans are less likely to commit suicide but the rate is increasing

Only 29% of African American women over age 20 are at a healthy weight compared to
47% of white women. 38% of African American women were obese compared to 24%
of white women

African Americans receive fewer Papanicolaou tests (Pap tests);

African Americans receive fewer childhood immunizations,

African Americans receive fewer infiuenza immunizations,

African Americans receive fewer diabetic eye examinations,

African Americans receive later enrollment in and lower-quality prenatal care

African Americans receive l(;wer quality outpatient and hospital care.

African Americans receive less intensive, and lower quality, care

African Americans receive fewer cardiovascular procedures,

African Americans receive fewer lung resections for cancer,

African Americans receive fewer kidney and bone marrow transplants,

African Americans receive fewer cesarean sections,

African Americans receive fewer peripheral vascular procedures, and

African Americans receive fewer orthopedic procedures,

African Americans receive less aggressive treatment of prostate cancer,

African Americans receive fewer antiretrovirals for human immunodeficiency virus
infection,(HIV/AIDS),

African Americans receive fewer antidepressants for depression,

African Americans receive fewer tympanostomy tubes, (for chronic ear infections),
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¢ African Americans receive fewer admissions for chest pain

s Elderly blacks, compared with whites, are seen less often by specialists, receive less
appropriate preventive care including mammography and influenza vaccinations, lower-
quality hospital care, and fewer expensive, technological procedures. (USDHHS
Healthy People 2010, 2000; Fiscella, Franks, Gold, & Clancy, May 2000)

The Healthy People initiative of 1979 and its subsequent revisions, suggest that by changing
behaviors and attitudes about health promotion and disease prevention health for all is an
attainable goal. The latest initiative, Healthy People 2010, has only two objectives: to
increase the number of years American live and increase the quality of life, and, to
eliminate disparities in health outcomes (2000).

Whether disparities in health outcomes are the result of socioeconomic factors, information
dissemination, access to health care, intentional or unintentional racism in health care, or a
host of factors within the control of the individual, the State of Black Nebraska Report
reveals one troubling fact. Health care is not high on the priority list of black Nebraskans. It
may be reasonable to extrapolate that it is not high on the priority list for black Americans.

It is imperative that we resolve to solve the problems of society that canse many black
Nebraskans to focus their energies elsewhere, i.e., on those facets of daily living that are
supposed to be the right of all citizens: life, liberty and the pursuit of happiness. How much
impact housing, jobs, justice, discrimination, poverty, and education have on the State of
Black Nebraska is not quantifiable. One can only hope that the eradication and amelioration
of the social ills of the society will contribute :: the emotional, physical, mental, and social
health of the society.

The question of racism in health care has been explored to some limited extent (Keigher,
1999, Ford, 1997). As health care providers are a subset of the general population it.is
reasonable to assume that there will be racism present in the delivery of health care. It is
reasoned that unintentional racism plays an even greater role in erecting and maintaining
barrters to care (Ford, 1997). As such, health care facilities and the organizations that
govern them may unconsciously and unintentionally develop policies and procedures that
turn clients away.

With the influx of so many people into our neighborhoods, new skills must be incorporated
into the everyday working lives of health care workers—from the receptionist to the CEO,
If not for the good, human, moral and ethical reason of giving equitable care, then for the
bottom line reasons of increasing efficiency, effectiveness and economy of care. Efficiency
in getting it right the first time. Effectiveness in ensuring the right drug is given in the right
amount to the right patient in the right way at the right time. Economy in giving culturally
competent and culturally appropriate care that results in improved patient outcomes and
decreased costs——to the patient, to the health care institution, and to the community as a
whole.
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While the Urban League of Nebraska cannot immediately solve all of the problems of our
society, the League has developed several programs to address selected health care concerns
of the African American community. Specifically, those programs are:

LIFT EVERY VOICE—a community-based diabetes education and prevention
program designed and implemented by affiliates of The National Urban League in
collaboration with the Centers for Disease Control and Prevention and the National
Institutes of Health. The Urban League of Nebraska is dedicated to increasing the
number of people who are have proper and early diagnosis of diabetes in order to
decrease the disproportionate effect of sickness, disability, and death that may result
from incorrectly or untreated diabetes.

PASSING THE TORCH —a community-based, statewide project designed to help
minority individuals and families of individuals with developmental disabilities in urban
and rural Nebraska. The program provides individuals and families with empowerment
skills, advocacy training, access to expert advice on civil rights, Special Education, and
disability law. The program also facilitates placement of newly trained advocates on
community boards and advisory committees.

PLANTING THE SEED —replicates the above mentioned program in 10 affiliate sites
of the National Urban League: Madison and Milwaukee, Wisconsin, Rochester and
Binghampton, New York, Miami and Ft. Lauderdale, Florida, Flint and Grand Rapids,
Michigan, and Dayton and Columbus, Chio.

HIGH SCHOOL/HIGH TECH —a project promoted and funded by the President's
Committee on Employment of People with Disabilities. The purpose of the program is
to provide youth who have disabilities exposure to promising science, engineering, and
technology-related careers.

STOP TOBACCO OBSESSION PREVENTION PROGRAM (S.T.0.P.P) —a
program designed to address smoking among African American youth, The purpose of
S.T.0.P.P. is to offset the impact of local tobacco industry outlets and businesses that
directly target African American youth with tobacco products. The goal of the program
is to decrease smoking among African American youth in North Omaha through
prevention education, interventions, counseling, and outreach. The CDC funds the grant
and Nebraska Health & Human Services System provides administrative supervision.

HIV/AIDS PREVENTION EDUCATION PROGRAM —The goal of the HIV/AIDS
Prevention Program is to decrease HIV/AIDS/STDs in the African American
community of North Omaha, and the Hispanic community in South Omaha, through
means of prevention education, interventions, counseling, and outreach. The CDC funds
the HIV/AIDS grant and the Nebraska Department of Health & Human Services System
provides administrative supervision. The grant is a collaborative effort with the America
Red Cross, Chicano Awareness Center and NNE-T.W.O.R.K
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s THE CENTER FOR HUMAN DIVERSITY® —is a community-based approach to
providing culturally competent care and services to people in Nebraska through its
mission—to improve communication and service delivery among people of different
racial, ethnic, social and cultural backgrounds. The Center provides a forum for health
care, human services, and social service professionals to become culturally competent
care providers through an intensive series of serminars, workshops, and Web-based
strategies over a ten-month period.

This report, on the state of health care for African Americans living inside and outside of
Nebraska’s borders, should serve as a call to action to those directly affected and to those
who serve those who are affected. Health care is a right of all people, but, it is a right that is
tempered by responsibility. Regardless of the conditions that exist to perpetuate the
disparities in health experienced in the African American community, the time has come to
actively refuse to accept poor health as the automatic and uncontrollable consequence of
being of African descent.

There is much work to be done if health care disparities are to be eliminated—as is the goal
of the Healthy People 2010 initiative. Policies, procedures, and politics must be changed.
But, even more importantly, PEOPLE must change. The human body is not an automobile.
It cannot be overhauled and run as well. Even with the incredible and wondrous advents of
modern medicine and healthcare, there is no “fix” that is as good as the original. Health
promotion, disease prevention, and the elimination of risky lifestyle behaviors must be
embraced as strategies to effectively change the dismal picture of health care and hcalth
outcomes outlined in this report,

It is important to emphasize that a variety of strategies must be utilized to improve the
health of black Nebraskans. The strategies include, but are not limited to improved
information dissemination to the public, promotion of healthy lifestyles by the public, and
continued collaboration with community-based organizations, health care organizations,
educational institutions, and other entities dedicated to improved outcomes for black
Nebraskans and all constituents of the Urban League of Nebraska, Inc.

The Urban League, through its technical assistance center and health sub-committee, is
committed to promoting and developing programs that educate, advocate, and facilitate
improved health outcomes for all people because, in the words of Secretary of Health
Donna Shalala, “this country cannet move ahead if any one of us is left behind” (Keynote
address—Partnerships in the New Millenium conference, January 25, 2000).
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URBAN LEAGUE OF NEBRASKA, INC.

Founded in 1928, the URBAN LEAGUE OF NEBRASKA, INC. is a distinctive
community resource offering programming in Omaha and Lincoln, Nebraska. An
important combination of factors contribute to its character as an organization:

= It is an interracial, non-partisan, non-profit community service organization that
provides direct services to African-Americans and all socially and economically-
disadvantaged individuals.

» It seeks to eliminate discrimination and segregation and to promote the needs for
interracial harmony.

As one of 115 members of an historic, nationwide Urban League movement, the URBAN
LEAGUE OF NEBRASKA, INC, is the product of years of experience in crealive
communication between black and white America. It has the substance and the power to
be the catalyst for social progress in our racially-divided society. We are committed to
continuing to work to reach our goals of interracial harmony.

We welcome volunteers. Volunteers may choose to tutor in an educational program, to
assist in a fundraising project or to serve on a committee that provides services to
children and adults.

OUR MISSION

To eliminate racial discrimination and segregation in the United States,
increasing the economic and political empowerment of African-Americans and
other minorities, and in short, helping them to share equally in the responsibilities
and rewards of full citizenship.
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