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Background
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ALMOST 14 YEARS AFTER THE PUBLICATION of the
breakthrough report The Future of Public Health by
the Institute of Medicine (IOM), some would con-
tend that the U.S. public health system today is
not much closer to realizing the goals of the IOM
study than it was in 1988. While there have been
public health achievements since then, new and
more complex challenges have presented them-
selves. Among these new challenges are an
increasingly diverse political constituency, the
resurgence and spread of drug-resistant strains of
disease-causing microbes, global transmission of
new and emerging diseases, the threat of bioter-
rorism, decreased funding for public health pro-
grams and infrastructure, reduced health
insurance coverage and overall access to health
care, and health disparities. All of these issues
present overwhelming challenges to safeguarding
the future health of the public.

In the summer of 1999, the Colorado Department
of Public Health and Environment (CDPHE)
received a Turning Point strategic planning grant
from the Robert Wood Johnson Foundation. The
purpose of the grant was to facilitate a collabora-
tive process to assess the health of Colorado resi-
dents, examine public health systems in Colorado,
and then create a state public health improvement
plan. This document is one product of that work.
Colorado is one of 21 states participating in the
National Turning Point Initiative and is guided by
the overriding mission to transform and
strengthen the public health system to make the
system more effective, more community-based,
and more collaborative.

A steering committee carried out the strategic
planning process with input from workgroups. In
examining health status and health systems within
Colorado, it became clear that while Colorado is a
relatively healthy state, there are still barriers that
prevent optimal health for the general population,
and there are specific population groups that are
disproportionately impacted by disease, disability,
and death, especially minority communities. In
looking toward the future, public health is likely
to face challenges never before seen, where a
strong public health infrastructure and visionary
leaders will be critical to maintaining the health of

Colorado residents. Through its assessment, the
Turning Point Steering Committee determined that
many groups in Colorado have a difficult time
accessing health care. This is due in part to a lack
of insurance coverage and the fact that many rural
areas in Colorado have been federally designated
as Health Professional Shortage Areas. In terms of
public health infrastructure, funding constraints
currently prevent expanding the workforce,
increasing information and data systems capacity,
and enhancing organizational capacity, especially
in local agencies.

Through its public health systems assessment, the
steering committee determined that the key strate-
gies for improving health status in Colorado
include:

✷ Increasing the capacity of public health and
environmental agencies

✷ Increasing the capacity to conduct population-
based health status assessment

✷ Assuring access to quality health care

✷ Assuring access to insurance coverage

✷ Eliminating health disparities

✷ Promoting leadership development within the
public health field and community partners

Beyond the steering committee and workgroups,
the Turning Point Initiative used key informants, a
review of the literature, and national and state data
to examine each key strategy area. In this docu-
ment, a national perspective will be included, as
these key strategy areas are not unique to Colo-
rado. This planning process was conducted by a
diverse set of partners, many of whom are not
from governmental public health agencies. The
Colorado Turning Point Initiative believes that
maintaining and improving the public’s health
requires partnerships with many different sectors
and communities. This plan is meant to be carried
out in collaboration and should be used as a guide.
We believe that any person, community, or entity
can take a leadership role in mobilizing partners
around the recommendations in this plan, and we
invite this participation in maintaining the health
of our state.
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Profile of Colorado
Colorado’s population is young, healthy, rapidly
growing, and increasingly wealthy, relative to
national averages. With a population of approxi-
mately 4.3 million, Colorado is home to only 1.5
percent of the United State’s population. Colorado’s
population density is 39.2 persons per square mile
compared to the rest of the nation at 77.1.1 Colo-
rado is a geographically large state with 80 percent
of its residents living in 10 metropolitan counties on
the east side of the Rocky Mountains. This region is
known as the Front Range. The remaining 20 per-
cent of residents are scattered throughout the
mountains, eastern plains, and western plains of the
state (Figure 1). Colorado consists of 63 counties,
29 of which are considered rural and 23 are consid-
ered frontier (less than 6 people per square mile).2,3

In November of 2001, Broomfield will become
Colorado’s sixty-fourth county.

Figure 1: Metropolitan and Rural Regions of Colorado
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Health Status
Colorado, by any number of measures, is a healthy
state. In 1999, Colorado’s age-adjusted death rate
for all causes was 801.2 per 100,000 persons, well
below the national rate of 881.9.4 Colorado’s death
rate has remained lower than the U.S. rate for the
past 16 years.5 The fact that this rate has been
adjusted for age indicates that the difference
between Colorado and U.S. death rates is not due to
Colorado’s relatively younger population. Many of
Colorado’s health indicators are better than national
health indicators, including leading causes of death.
Colorado’s death rates are lower than national death
rates for chronic disease such as heart disease, can-
cer, stroke, and diabetes.6 Leading causes of death in
Colorado are displayed in Figure 2.

From a public health perspective, Colorado has
much in its favor. In 1998, the state was declared
the third healthiest in the nation. When consider-
ing Healthy People 2000 national health objectives,
Colorado exceeded or was close to meeting objec-
tives on such preventive indicators as mammo-
grams and pap smears for women over age 50,
reducing a number of infectious diseases such as
HIV and gonorrhea, reducing births among teens,
and reducing infant deaths.7,8

According to 1998 data, the latest data available
nationally, Colorado does have a few health indica-
tors that are poorer than the national average,
including the death rates from chronic obstructive
pulmonary disease, unintentional injuries, suicide,

atherosclerosis, and Alzheimer’s disease. Also,
Colorado residents failed to meet the Healthy Peo-
ple 2000 national health objectives for physical
inactivity, smoking, and cholesterol screening.9

Demographics
In terms of racial and ethnic composition, minori-
ty groups account for 25.3 percent of Colorado’s
general population, and the number is increasing.
The percentage of minorities in Colorado has
increased over the past decade, mostly due to a
nearly 33 percent increase in the number of His-
panics between 1990 and 2000.10

Colorado’s racial and ethnic composition differs
from the national composition in that: the number
of Hispanics in Colorado is higher, the number of
Asian/Pacific Islanders is lower, and the number of
blacks is significantly lower than national num-
bers. The number of American Indians in Col-
orado is proportionately similar to the rest of the
nation.11

In 1999, Colorado’s male to female ratio was 49.6
to 50.4. The median age was 35.7. The percentage
of the population over age 65 was 10.1 compared
to 12.7 percent nationally, and the percentage of
the population over age 85 was 1.2 compared to
1.5 percent nationally.12

Poverty
In Colorado, the percentage of people living in
poverty has been decreasing since the early 1990s
and is below the national rate. In 1999, 8.3 percent
of the Colorado population was below the federal
poverty level, compared to 11.8 percent nationally.
The difference is even more significant for chil-
dren; 11.2 percent of school-age children in Colo-
rado are below the federal poverty level versus
15.89 percent nationally.13

Education
The level of educational attainment for Coloradans
is relatively high compared to U.S. average levels.
In 1999, 90.4 percent of the population had a high
school degree compared to 83.4 percent nationally.
Also, 38.7 percent had at least a bachelor’s degree,
compared to 25.2 percent nationally.14
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E X E C U T I V E S U M M A R Y

Purpose
The Colorado Turning Point Steering Committee
considers working toward the elimination of
health disparities as one of the highest priorities
for Colorado. Along with its strategic planning
process, the Colorado Turning Point Initiative con-
ducted an assessment of health disparities in Col-
orado by examining health indicators by race and
ethnicity, rural residence, gender, and sexual orien-
tation. This report documents the results of this
assessment. The committee recognizes that this
goal will need a multifaceted approach with many
partners and that root causes such as poverty, dis-
crimination, educational opportunities, and access
to health care will need to be addressed.

Problem
While Colorado as a whole is a healthy state, this is
not true for all of its residents. There are specific
population groups in Colorado that are dispropor-
tionately affected by disease, injury, disability, and
death. The differences in health status between spe-
cific groups and the general population are known
as health disparities. Groups with health disparities
in Colorado include communities of color; the gay,
lesbian, bisexual, and transgendered (GLBT) com-
munity; and rural communities. Minority commu-
nities in general experience higher rates of some
chronic diseases, infant mortality, teen fertility,
intentional and unintentional injuries, HIV, gonor-
rhea, and tuberculosis. Minorities are also less
likely to have health insurance and access to pre-
ventive services. The GLBT community experi-
ences higher rates than heterosexuals of HIV/AIDS,
substance abuse, and suicide. They also report that
a lack of access to health care and mental health
services are major issues. People living in rural
areas are less likely to use preventive screening
services, exercise regularly, wear seat belts, or be
insured. Also, they are also more likely to live in
poverty, a risk factor for poor health. Access to
health care is a major issue for rural Coloradans
due to health professional shortage areas.

Findings
Groups with health disparities in Colorado are
similar to those nationally, including minority
communities, the GLBT community, and rural
communities. The reasons for health disparities are
complex. Numerous influences determine the
health of an individual and of a community. The
literature suggests that in order to achieve the goal
of eliminating health disparities, a commitment is
required to identify and address the underlying
causes. New insights are needed to understand the
determinants of disparities. Strategies to eliminate
health disparities must then be developed by con-
sidering the social, cultural, political, and histori-
cal context in which health disparities continue to
exist. Leadership from affected communities or
organizations that represent those communities is
critical in advocating for the social changes needed
to impact health disparities.

Colorado Analysis
When considering health disparities by race and
ethnicity in Colorado, blacks have the highest over-
all death rate and the shortest life expectancy.
Blacks also have the highest rates of death from
heart disease, stroke, Alzheimer’s disease, HIV,
infant mortality, homicide, nephritis, septicemia,
and many cancers. American Indians have the high-
est death rates of motor vehicle accidents and
chronic liver disease. They also have statistically
higher rates of HIV and other sexually transmitted
diseases, homicide, and diabetes than Caucasians.
Hispanics have the highest rates of diabetes, teen
pregnancy, cervical cancer, and unintentional
injuries. Hispanics also have statistically higher
death rates from motor vehicle accidents, chronic
liver disease, nephritis, septicemia, homicide, and
HIV than Caucasians. Asian/Pacific Islanders in
Colorado have generally lower death rates than
other racial and ethnic groups, especially for
chronic disease. However, some communicable dis-
ease rates are higher for this population, including
hepatitis B and tuberculosis. Several factors con-
tribute to these disparities and include inequalities
in income and education, living environment,
access to health care, and racial discrimination.
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The GLBT population in Colorado also experi-
ences health disparities. This population is less
likely to have access to health care and insurance
coverage than heterosexuals and more likely to
suffer from depression, drug and alcohol use,
AIDS, and possibly other diseases that are prevent-
able through early screening, diagnosis, and treat-
ment. This community also reports that a lack of
access to health care and mental health services are
major issues due to a lack of health insurance, the
fear of provider attitudes toward same-sex orienta-
tion, and a lack of health information specific to
their community. Also, issues surrounding per-
sonal, family, and social acceptance of sexual ori-
entation places a significant burden on mental
health and personal safety.

Rural communities experience unique health dis-
parities. There is great disparity in the number of
motor vehicle deaths between rural and urban resi-
dents of Colorado. Rural and frontier counties
tend to have the highest death rates for diabetes
and less access to diabetes management services.
Rural communities also support a large undocu-
mented or migrant workforce, with specific health
needs and cultural differences. Probably the most
critical issue for Colorado rural residents is lack of
access to health care, as many Colorado counties
have been designated federally as Health Profes-
sional Shortage Areas.

Recommendations
General recommendations include supporting cul-
turally appropriate leadership entities in building
the capacity to take on long-term, statewide advo-
cacy for the elimination of health disparities. Also
critical is the investigation of root social causes of
health disparities and the development of a com-
prehensive, systemic approach to the elimination
of health disparities.

Recommendations for the public health field and
its partners include providing outreach and direct
services targeted to populations of health dispari-
ties and developing a more diverse workforce.
Outreach and service delivery strategies should
use nontraditional means to reach the affected
population. Also, services should be provided in a
culturally competent manner, enhanced with
translation and interpretation services by a cultur-
ally competent workforce.

Recommendations specific to environmental
health include working in partnership with the
public health field, especially to link environmen-
tal indicator data to health outcomes. These part-
nerships are especially relevant when investigating
cumulative impacts (air, water, hazardous waste,
etc.) to identify communities that may be experi-
encing a disproportionate impact of pollutants.

Finally, it is recommended that affected communi-
ties be recruited as active participants in the prac-
tice of public health. Public health and its partners
should ensure collaboration and diverse participa-
tion from rural, minority, and GLBT communities
on boards and commissions, as well as promote
leadership development for minority health profes-
sionals, rural health professionals, and health pro-
fessionals within the gay, lesbian, bisexual, and
transgendered community.
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Over the past century, advances in medical science
have led to substantial improvements in the
nation’s health. However, not everyone is benefit-
ing. There are still disparities in health status
among different segments of the population.
Nationally, the elimination of health disparities is
one of two Healthy People 2010 goals. The Healthy
People 2010 document is a set of national health
objectives to be achieved over the first decade of
the twenty-first century. The objectives were devel-
oped by a consortium of partners, led by the U.S
Department of Health and Human Services.
According to Healthy People 2010, health differ-
ences occur by gender, race or ethnicity, education
or income, disability, rural residence, and/or sexual
orientation.

Along with its strategic planning process, the
Colorado Turning Point Initiative conducted an
assessment of health disparities in Colorado by
examining health indicators by race and ethnic-
ity, rural residence, and sexual orientation. The
results of this assessment are described here. The
Initiative recognizes that working toward the
elimination of health disparities will be a long-
term endeavor that will require a multifaceted
approach with many partners. Root causes such
as access to health care, poverty, discrimination,
and educational opportunities will need to be
addressed. The Colorado Turning Point Steering
Committee considers working toward the elimi-
nation of health disparities as the highest prior-
ity for the Colorado Turning Point Initiative. To
this end, the Initiative was recently awarded a
Robert Wood Johnson grant to build capacity
and leadership in working toward this goal over
the next four years.

Data Issues
This report explores health disparities using
Colorado data, by comparing health outcomes of
different groups. In addition, when available,
Healthy People 2010 objectives or Colorado 2010
goals will be provided. (The availability of Col-
orado 2010 goals varies by state program.) These
goals and objectives are targets for the entire popu-
lation, either national or state, as opposed to spe-
cific racial/ethnic or gender groups and, therefore,
should be interpreted accordingly. Data availability

varies by year depending on the data source. In
most cases, 1999 is the latest data available.

Unless otherwise noted, all data have been age
adjusted to the year 2000 population standard. To
analyze small groups by race and ethnicity or to
examine less common diseases, multiple years of
data have been combined for a five-year annual
average rate. In some cases, data for American
Indians or Asian/Pacific Islanders are not available.

Labels of racial and ethnic groups are used
throughout this report. The terms Caucasian and
white refer to the standard data collection category
of white/non-Hispanic. The term Hispanic refers to
the standard data collection category of white/His-
panic. Terminology around sexual orientation is
provided under the section “Health Disparities
Among the Gay, Lesbian, Bisexual, and Transgen-
dered Community.”

Colorado Turning Point recognizes the difficult
issue of using labels when discussing race and eth-
nicity. It is hard to gain consensus on the prefer-
ence of categories such as “people of color/
minority,” “American Indian /Native American,”
“African American/black,” “Hispanic/Latino(a),”
and “Caucasian/white.” We acknowledge that not
everyone identifies himself or herself with these
categories, and we very much respect the impor-
tance of cultural differences in how communities
prefer to be defined.

In this report, many health indicators will be
categorized by race and ethnicity. In accordance
with health disparities reports from the Centers for
Disease Control and Prevention, Colorado Turning
Point also recognizes that race and ethnicity are
social constructs representing distinct histories
and cultures of groups within the United States;
they are not valid biological or genetic categories.

Colorado’s Health Status
Colorado, by any number of measures, is a
healthy state. The rapidly growing population,
currently at 4.3 million, is generally young, well
educated, and has a median income above the
national average.1,2 From a public health perspec-
tive, Colorado has much in its favor. In 1998, the
state was declared the third healthiest in the
nation. When considering Healthy People 2000

Health Disparities



C O L O R A D O  T U R N I N G  P O I N T  I N I T I A T I V E8

national health objectives, Colorado exceeded or
was close to meeting objectives on such preven-
tive indicators as mammograms and Pap smears
for women over age 50, cholesterol screenings,
reducing a number of infectious diseases such as
HIV and gonorrhea, reducing births among teens,
and reducing infant deaths. 3,4 In 1999, Colorado’s
age-adjusted death rate for all causes was 801.2
per 100,000 persons, well below the national rate
of 881.9.5 Colorado’s death rate has remained
lower than the U.S. rate for the past 16 years.6

The fact that this rate has been adjusted for age
indicates that the difference between Colorado
and U.S. death rates is not due to Colorado’s rela-
tively younger population.

Although Colorado as a whole is a healthy state,
this is not true for all of its residents. There are
specific population groups in Colorado that are
disproportionately affected by disease, injury, dis-
ability, and death. The difference in health status
between groups is known as health disparities.
Groups with health disparities in Colorado that are
examined here include communities of color; the
gay, lesbian, and bisexual community; and rural
communities.

Health Disparities in Minority Communities
Nationally, blacks, Hispanics, American Indians,
and, to a lesser degree, Asians, have higher rates
of disease, disability, and death compared to
Caucasians.7 According to Healthy People 2010,
in the United States, race and ethnicity are risk
markers that correlate with other determinants
of health such as poverty, less education, a lack
of access to quality health care services, and liv-
ing in environments with greater risk of expo-
sure to biological and environmental agents of
disease.8 In addition, many researchers now
hypothesize that race-associated differences in
health outcomes are due in part to the effects of
racism, discrimination, and systemic biases that
have resulted in multiple barriers to optimal
health.9 Health disparities are evident in Col-
orado’s minority populations and in many cases
mirror the disparities nationally.

Colorado’s Population by Race/Ethnicity
In terms of racial and ethnic composition, minor-
ity groups account for 25.3 percent of Colorado’s
general population, and the number is increasing.
The percentage of minorities in Colorado has
increased over the past decade, mostly due to a
nearly 33 percent increase in the number of His-
panics between 1990 and 2000. Population figures
are provided in Figure 1 (percentages do not add
to 100 due to rounding).10

Colorado’s racial and ethnic composition differs
from the national composition as follows: The
number of Hispanics in Colorado is higher, the
number of Asian/Pacific Islanders is lower, and the
number of blacks is significantly lower than
national numbers. The number of American Indi-
ans in Colorado is proportionately similar to the
rest of the nation.11

Colorado has two other notable population
characteristics: Indian reservations and a migrant
workforce. The Ute Mountain and Southern Ute
Indian Reservations are located in the southwest
corner of the state in the counties of Montezuma,
La Plata, and Archuleta.12 Colorado’s migrant
workforce is mostly of Hispanic origin, working
mainly in resort and agricultural areas of the
state.13

Two or More
Races 2.8%

American
Indian 1.0%Asian/PI

2.3%
Black
3.8%

Hispanic
15.4%

White/Other
74.9%

Figure 1: Colorado’s Population by Race/Ethnicity, 2000

Source: Colorado Division of Local Government, “Table 3A: Census
2000 Counts of Colorado County Population by Race/Ethnicity and
Hispanic Origin,” U.S. Census Bureau: Census 2000 Counts of Colorado
Population, Denver, April 13, 2001.
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Health Indicators by Race and
Ethnicity

Blacks
When comparing health outcomes by race and
ethnicity in Colorado, blacks have the highest
overall death rate and the shortest life
expectancy.14 Blacks also consistently experience
higher morbidity and mortality rates of disease and
disability than Caucasians and other racial and
ethnic groups. According to Colorado data, blacks
have the highest rates of death from heart disease,
stroke, Alzheimer’s disease, HIV, infant mortality,
homicide, nephritis (inflammation of the kidneys),
septicemia (infection of the blood), and cancer
(overall), plus cancers of the lung, breast, and
prostate.15 Nationally, blacks have disproportion-
ately high rates of asthma, which has been linked
to living in urban settings (asthma rates are not
available for Colorado).16 It should be noted that
in Colorado, blacks do have the lowest rate of
death from automobile accidents, and there has
been a substantial decline in the teen fertility rate
during the 1990s.17,18

American Indians
In Colorado, American Indians have the highest
death rates from motor vehicle accidents and
chronic liver disease. They also have statistically
higher rates of HIV and other sexually transmitted
diseases, homicide, and diabetes than Caucasians.
American Indians do have the lowest death rate of
stroke, compared to other racial and ethnic
groups, and comparatively low rates of other
chronic diseases such as heart disease and can-
cer.19 National data show that violent crime
against American Indians is high and increasing,
while crime against other groups has decreased.20

Hispanics
Hispanics, when compared to other racial and eth-
nic groups in Colorado, have the highest rates of
diabetes, teen pregnancy, cervical cancer, and
unintentional injuries. Hispanics also have statisti-
cally higher death rates from motor vehicle acci-
dents, chronic liver disease, nephritis, septicemia,
homicide, and HIV than Caucasians. However,
Hispanics tend to have comparatively low death

rates from many chronic diseases including cere-
bral vascular disease (which leads to stroke), heart
disease, and cancer.21 This is especially true for
recent immigrants of Hispanic origin before they
become acculturated to the U.S. diet and sedentary
lifestyle.22

Asian/Pacific Islanders
Asian/Pacific Islanders in Colorado have generally
lower death rates than other racial and ethnic
groups, including Caucasians. For example, they
have the lowest death rates from heart disease,
chronic obstructive pulmonary disease, suicide,
chronic liver disease, pneumonia, and influenza.23

However, some communicable disease rates are
higher for this population than other racial and
ethnic groups, including hepatitis B and tuberculo-
sis, especially for recent immigrants.24 Also, social
factors exist that can prevent optimal health for
Asian/Pacific Islanders, such as the increasing
number of non-English-speaking immigrants who
have a difficult time accessing health care; the cul-
tural fear of Western medicine institutions and
procedures, resulting in the avoidance of preven-
tion and screening services; and the increase in
chronic disease for Asian immigrants as they
become acculturated to a less healthy diet and
sedentary lifestyle. 25,26

Caucasians
Caucasians tend to die from chronic diseases that
are associated with aging. Death rates of cancer,
heart disease, and cerebrovascular disease are sta-
tistically higher than in Hispanics, American Indi-
ans, and Asian/Pacific Islanders. However,
Caucasians have a comparatively low incidence
and/or death rates of unintentional injuries includ-
ing automobile accidents, HIV, and other sexually
transmitted diseases, tuberculosis, homicide, teen
pregnancy, chronic liver disease, and septicemia.
Caucasians have the longest life expectancy when
compared to Hispanics and blacks (data for other
groups are not available). It should be noted there
is a disparity for Caucasians in the suicide rate,
which is statistically higher than any other racial
or ethnic group.27
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Chronic Disease Indicators

Heart Disease
Both nationally and in Colorado, heart disease is
the leading cause of death among all racial and
ethnic groups. In Colorado, the death rate from
heart disease is statistically highest for blacks, at
2.5 times the rate of Asian/Pacific Islanders, who
have the lowest rate (see Figure 2).28 Caucasians
have the second highest rate. The Healthy People
2010 target for heart disease is 166 deaths per
100,000 persons.

Cancer
Both nationally and in Colorado, cancer is the sec-
ond leading cause of death among all racial and
ethnic groups. Minority populations have lower
survival rates than Caucasians for most cancers,
and although incidence rates of cancer overall tend
to be highest for Caucasians, death rates are statis-
tically highest for blacks (see Figures 3 & 4).29,30

In examining a five-year average during the late
1990s, blacks had the lowest percentage of early
detection for cancer, at 48.8 percent compared to
Hispanics at 50.8 percent and Caucasians at 57.6
percent.31 The Colorado Cancer Prevention Coali-
tion has developed 2010 goals for cancer deaths
based on Colorado data and the Healthy People
2010 objectives. The Colorado 2010 goal for over-
all cancer deaths is 135 per 100,000 persons.32

Specific Cancer Sites
✷ Lung cancer: Black males have the highest

death rate from lung cancer, with a rate that is
twice as high as Hispanic males and 1.3 times
higher than Caucasian males.33

✷ Prostate cancer: Blacks have the highest inci-
dence of prostate cancer and the highest death
rate, which is 2.6 times higher than Hispanics
and 2.0 times higher than Caucasians.34,35
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Figure 2: HEART DISEASE: Age-Adjusted Death Rate by
Race/Ethnicity, Colorado Annual Average, 1995–1999

Source: Colorado Department of Public Health and Environment, Health
Statistics Section, Colorado Vital Statistics, Data Set, Leading Causes of
Death and Death Rates by Race/Ethnicity: Colorado Residents, Annual Aver-
age, 1995–1999, prepared for the Colorado Turning Point Initiative,
Denver, May 2001.
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Figure 3: CANCER: Age-Adjusted Incidence Rates by
Race/Ethnicity and Gender, Colorado Annual Average,
1995–1999

Source: Colorado Department of Public Health and Environment,
Colorado Central Cancer Registry, Data Set, Age-Adjusted Incidence and
Mortality Rates for Selected Causes of Cancer Death by Gender and
Race/Ethnicity, Annual Average 1995–1999, by Race and Ethnicity, pre-
pared for the Colorado Turning Point Initiative, Denver, June 14, 2001.
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Figure 4: CANCER: Age-Adjusted Death Rates by 
Race/Ethnicity and Gender, Colorado Annual Average,
1995–1999

Source: Colorado Department of Public Health and Environment, Health
Statistics Section, Data Set: Deaths, Crude Death Rates and Age-Adjusted
Death Rate for Selected Causes of Cancer Death by Gender and Race/Eth-
nicity, Colorado Residents, 1995–1999 Combined, prepared for the Col-
orado Turning Point Initiative, Denver, June 2001.
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✷ Breast cancer: Caucasian women have the
highest incidence rate of breast cancer; how-
ever, black women have the highest death rate,
approximately 1.5 times higher than Caucasian
women and 2.0 times higher than Hispanic
women.36,37 Breast cancer tends to be diag-
nosed at later stages in black women.38

✷ Cervical cancer: Hispanic women in Colorado
have the highest incidence rate of cervical can-
cer, at 2.2 times higher than Caucasians and
2.0 times higher than blacks. Hispanic women
also have the highest death rate at 1.8 times
higher than Caucasians and 1.3 times higher
than blacks.39,40 Considerable evidence sug-
gests that screening can significantly reduce the
number of cervical cancer deaths. According to
Healthy People 2010, minority women have
traditionally been less likely to get screened.41

✷ Colorectal cancer: African Americans have the
highest death rate of colon cancer, which is 30
percent higher than Hispanics and 20 percent
higher than Caucasians. Access to health care is
critical in order to detect and treat this disease
in its earliest stage.

Cerebrovascular Disease
Cerebrovascular disease (leading to strokes) is the
fourth-leading cause of death in Colorado. The
death rate of stroke is statistically highest in black
Coloradans, at 2.3 times the rate of American

Indians who have the lowest rate, and approxi-
mately 1.4 times higher than Caucasians (see
Figure 5).42 The Healthy People 2010 target is 48
stroke deaths per 100,000 persons.

Diabetes Mellitus
Hispanics, blacks and American Indians have a
genetic predisposition to diabetes. These groups
are also less likely than Caucasians to have access
to health care, including diabetes management
services. This contributes to an increased risk of
minority populations experiencing complications
from diabetes, including visual impairment, lower
extremity amputations, and kidney failure.43,44 The
Colorado death rate for diabetes is highest in His-
panics, at 2.5 times the rate of Caucasians. The
rate of diabetes deaths in blacks is more than twice
as high as the rate of Caucasians, and the rate for
American Indians is 1.7 times the rate of Cau-
casians (see Figure 6).45

According to Healthy People 2010, the reasons for
disparities in diabetes are complex. Genetic sus-
ceptibility, a greater prevalence of risk factors,
lower socioeconomic status, and less access to
health care services may potentially explain some
of these differences.46
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Figure 5: STROKE: Age-Adjusted Death Rates by 
Race/Ethnicity, Colorado Annual Average, 1995–1999

Source: Colorado Department of Public Health and Environment, Health
Statistics Section, Colorado Vital Statistics, Data Set, Leading Causes of
Death and Death Rates by Race/Ethnicity: Colorado Residents, Annual Aver-
age, 1995–1999, prepared for the Colorado Turning Point Initiative,
Denver, May 2001.
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Figure 6: DIABETES: Age-Adjusted Death Rates by 
Race/Ethnicity, Colorado Annual Average, 1995–1999

Source: Colorado Department of Public Health and Environment, Health
Statistics Section, Colorado Vital Statistics, Data Set, Leading Causes of
Death and Death Rates by Race/Ethnicity: Colorado Residents, Annual Aver-
age, 1995–1999, prepared for the Colorado Turning Point Initiative,
Denver, May 2001.
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Maternal and Child Health
Indicators

Infant Mortality
Infant mortality is defined as death before age one.
The leading causes of infant mortality are congeni-
tal anomalies (birth defects), short gestation (pre-
mature birth), and sudden infant death syndrome
(SIDS).47 Colorado ranks below the national aver-
age, with a 1999 rate of 6.7 infant deaths per 1,000
live births, compared to the national rate of 7.2.48

In both Colorado and the United States, the great-
est disparity in infant mortality exists for black
infants. In Colorado, the black infant death rate is
5.3 times higher than the Asian/Pacific Islander
rate and 2.7 times higher than the Caucasian rate.
Hispanics have the next highest rate, almost 2.5
times higher than the Asian/Pacific Islander rate
(see Figure 7).49 Five-year data are not available
for American Indians. The Healthy People 2010
target for infant deaths is 4.5 per 1,000 live births.

It is difficult to determine exact causes of racial
and ethnic disparities in infant mortality. Some
research suggests that the high rates of infant mor-
tality among black women are not attributable to
poverty because black women have problematic
birth outcomes regardless of their socioeconomic
position, faring worse than Caucasian women at

every economic level. This disparity persists even
among the most highly educated black women. In
addition, Hispanic women at comparable socioeco-
nomic levels have better pregnancy outcomes than
black women, including lower rates both of infant
mortality and low birth-weight babies.50

Teen Fertility
The overall teen fertility rate (ratio of live births
per 1,000 population) in Colorado has been
declining since 1992. The decline has been most
dramatic among black teens, decreasing 45 percent
between 1991 and 1999. The fertility rate for His-
panic teens increased by 11 percent during the
same time period. Hispanic teens ages 15 to 17
have had the highest teen fertility rate since 1992,
when the rate for black teens began a dramatic
decrease. In 1999, the fertility rate for Hispanic
teens was more than six times higher than Cau-
casian teens and twice the rate of black teens (see
Figure 8).51,52,53,54

Colorado’s very young teens, ages 13 to 14, experi-
enced similar trends during the 1990s. The fertility
rate of 13- to 14-year-old black teens decreased
eightfold between 1993 and 1999. The rate for
very young, Hispanic and Caucasian teens
remained stable.55,56,57 The 1999 fertility rate of
13- to 14-year-old Hispanic teens was 10 times
higher than the rate of Caucasian teens, and 5
times higher than the rate of black teens (see
Figure 9).
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Figure 7: INFANT MORTALITY RATES: by Race/Ethnicity,
Colorado Annual Average, 1995–1999

Source: Colorado Department of Public Health and Environment, Health
Statistics Section, Colorado Vital Statistics, Data Set, Leading Causes of
Death and Death Rates by Race/Ethnicity: Colorado Residents, Annual Aver-
age, 1995–1999, prepared for the Colorado Turning Point Initiative,
Denver, May 2001.
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Communicable Disease
Indicators

Tuberculosis
Tuberculosis (TB) is the leading cause of death from
contagious disease in the world and therefore subject
to intense surveillance. Although not a very com-
mon disease in Colorado, TB incidence is monitored
for indications of outbreaks among various popula-
tions in the state. Many TB cases are seen in recent
immigrants, especially thoses from Mexico and Viet-
nam.58 The Asian/Pacific Islander population has the
highest rate, which is 24 times higher than Cau-
casians. Blacks have the second highest rate, which
is nine times higher than Caucasians, and Hispanics
have the third highest rate, which is eight times
higher than Caucasians (see Figure 10).59

Gonorrhea
The gonorrhea rate, both nationally and in
Colorado, has been declining in all racial and eth-
nic groups; however, great disparities still exist. In
1999, the gonorrhea rate for blacks was 35 times
higher than the rate of Caucasians. The rate
among Hispanics was 6.5 times higher than Cau-
casians, and the rate among American Indians was
2.9 times higher than Caucasians (see Figure
11).60,61 Of particular interest is the magnitude of
the disparity for the black community. Blacks have
a higher number of cases than Caucasians, even
though they account for less than 5 percent of
Colorado’s population.62

The Healthy People 2000 objective for gonorrhea
was to reduce the incidence to 225 new cases per
100,000 persons. Nationally, there has been such a
dramatic decrease in the incidence of gonorrhea
that the Healthy People 2010 target has been set at
19 new cases per 100,000 persons.

HIV/AIDS
Of the HIV cases diagnosed in Colorado during
1998–1999, black males had the highest rate of
HIV, in fact six times higher than Caucasian males.
The HIV rate for Hispanic males was twice as high
as Caucasian males. The same disparity exists
among females. The rate for black females was
eight times higher than Caucasian females, and the
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Figure 9: TEEN FERTILITY RATES: Ages 13–14, Colorado,
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published in 1997, 2000, and 2001.

0

5

10

15

20

0.8
1.8

6.4
7.2

19.2

2.3

HP 2010 Obj.

All R
ac

es

Asia
n/

PI
Bla

ck

Hisp
an

ic

Ameri
ca

n I
nd

ian
W

hit
e

Per 100,000

Figure 10: TUBERCULOSIS: Incidence Rates by Race/Ethnicity,
Colorado Annual Average, 1996–2000

Source : Colorado Department of Public Health and Environment, Division
of Disease Control and Epidemiology, Tuberculosis and Refugee Health
Programs, Data Set: Average Annual TB Case Rates, 1996–2000, per 100,000,
prepared for the Colorado Turning Point Initiative, Denver, June 2001.
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Figure 11: GONORRHEA: Case Rates by Race/Ethnicity,
Colorado, 1999

Source: Colorado Department of Public Health and Environment,
Division of Disease Control and Environmental Epidemiology, Sexually
Transmitted Diseases in Colorado, Surveillance Report: 1999, Denver, 2000.
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rate for Hispanic females was almost twice as high
(see Figure 12).63 Because HIV may not produce
symptoms for many years, these HIV case data
only represent people who have tested positive for
HIV as opposed to the actual number infected.

The AIDS death rate of blacks is three times higher
than Caucasians; the AIDS death rate of American
Indians is nearly twice as high as Caucasians; and
the death rate for Hispanics is more than 1.5 times
higher than Caucasians (see Figure 13).64 The
Healthy People 2010 target for AIDS deaths is 0.8
deaths per 100,000 persons.

Healthy People 2010 explains the disparity in sexu-
ally transmitted disease (STD) rates by stating that
“while certain sexual behaviors may increase a per-
son’s risk for an STD, it is important to remember
that for STDs, race and ethnicity in the United States
are risk markers that correlate with poverty, a lack of
access to quality health care services, illicit drug use
and living in communities with a high number of
STD cases.”65 Also, according to the Institute of
Medicine, “Access to high-quality health care is
essential to preventing the spread of STDs, but often
the groups with the highest STD rates are the same
groups in which access to services is most limited,
including adolescents and minority populations.”66

Intentional and
Unintentional Injuries
Homicide
Disparities in homicide rates vary greatly by
race/ethnicity. The rates for blacks, American Indi-
ans, and Hispanics are significantly higher than the
rate for Caucasians. According to Colorado data,
the homicide rate among blacks is more than 6.5
times higher than Caucasians; the rate among His-
panics and American Indians is approximately 3.5
times higher than Caucasians; and the rate among
Asians is nearly 1.5 times higher than Caucasians
(see Figure 14).67 The Healthy People 2010 target
for homicide is 3.2 deaths per 100,000 persons.
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Figure 12: HIV: Average Annual Case Rates by Gender and
Race/Ethnicity, Colorado, 1998–1999

Source: Colorado Department of Public Health and Environment, Divi-
sion of Disease Control and Environmental Epidemiology, HIV and AIDS
in Colorado, Monitoring the Epidemic (through December 31, 1999), Den-
ver, 2000.
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Figure 13: AIDS: Age-Adjusted Death Rates by 
Race/Ethnicity, Colorado Annual Average, 1995–1999

Source: Colorado Department of Public Health and Environment, Health
Statistics Section. Colorado Vital Statistics, Data Set, Leading Causes of
Death and Death Rates by Race/Ethnicity: Colorado Residents, Annual Aver-
age, 1995–1999, prepared for the Colorado Turning Point Initiative,
Denver, May 2001.
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Figure 14: HOMICIDE: Age-Adjusted Death Rates by 
Race/Ethnicity, Colorado Annual Average, 1995–1999

Source [Figure 14]: Colorado Department of Public Health and Environ-
ment, Health Statistics Section, Colorado Vital Statistics, Data Set, Lead-
ing Causes of Death and Death Rates by Race/Ethnicity: Colorado Residents,
Annual Average, 1995–1999, prepared for the Colorado Turning Point Ini-
tiative, Denver, May 2001.
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Unintentional Injuries
Hispanics consistently have the highest death rate
from unintentional injuries when compared to
blacks and Caucasians. There is also a disparity by
gender. In 1999, the rate for Hispanic males was
1.7 times higher than Caucasian males and 1.3
times higher than black males. In 1999 the rate for
Hispanic females was 1.6 times higher than black
females and approximately 1.4 times higher than
Caucasian females (see Figure 15).68 The Healthy
People 2010 target for unintentional injuries is 20.8
deaths per 100,000 persons.

Automobile Accidents
Automobile accidents account for the greatest
number of unintentional injuries. There is a dis-
parity by race/ethnicity in the rate of deaths from
automobile accidents. American Indians and His-
panics statistically have the highest death rates,
nearly twice as high as blacks and approximately
1.7 times higher than Caucasians. Asian/ Pacific
Islanders also have statistically higher rate than
blacks and Caucasians (see Figure 16).69 The
Healthy People 2010 target for motor vehicle deaths
is 9.0 deaths per 100,000 persons.

Motor vehicle deaths are recorded by a person’s
county of residence and not the county in which
the accident occurred.

Factors That Contribute to
Health Disparities Among
Communities of Color

Income and Education
Inequalities in income and education underlie
many health disparities in the United States.
Income and education are intrinsically related and
often serve as proxy measures for each other. In
general, population groups that suffer the worst
health status are also those that have the highest
poverty rate and the least education. 70

Living Environment
The quality of residential living is a factor in a per-
son’s health. Inner cities and reservations may lack
basic neighborhood amenities and services, and
many have deteriorating physical environments.
The concentration of poverty is higher, the crime
rate is higher, and well-paying, skilled jobs are
scarce. Minorities are more likely than Caucasians
to live in these types of environments.71 According
to the U.S. Environmental Protection Agency,
health disparities may also result from increased
exposure to environmental hazards such as land-
fills, increased auto traffic, industrial facilities, tox-
ics and other organic pollutants that are in close
proximity to many low-income and minority
neighborhoods.72
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Figure 15: UNINTENTIONAL INJURIES: Age-Adjusted Death
Rates by Race/Ethnicity and Gender, Colorado, 1999

Source: Colorado Department of Public Health and Environment, Health
Statistics Section, Colorado Vital Statistics, 1999, Denver, June 2001.
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Figure 16: MOTOR VEHICLE DEATHS: Age-Adjusted Death
Rates by Race/Ethnicity, Colorado Annual Average,
1995–1999

Source: Colorado Department of Public Health and Environment, Health
Statistics Section, Colorado Vital Statistics, Data Set, Leading Causes of
Death and Death Rates by Race/Ethnicity: Colorado Residents, Annual Aver-
age, 1995–1999, prepared for the Colorado Turning Point Initiative,
Denver, May 2001.
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Access to Health Care
Minorities also face disadvantages in gaining access
to health care. Health insurance coverage is less
common among minorities; minorities are more
likely than Caucasians to perceive discrimination
in the delivery of their health services; and research
shows that people receive differential treatment
based on race.73,74,75 For example, two studies
showed that Hispanics and blacks were substan-
tially under-treated for pain from bone fractures
and that postoperative pain was poorly managed.
In other studies, blacks with chronic renal failure
were less likely to be evaluated for a renal trans-
plant and less likely to be thoroughly evaluated for
coronary artery disease. This outcome was true
even when controlling for income.76,77

Racial Discrimination
Racial discrimination is a social factor that influ-
ences personal health on many levels and appears
to be a leading cause in the development of health
conditions that can lead to illness. Stress experi-
enced by minorities related to a lifetime of dis-
crimination can adversely affect physical and
mental health. Also, historical injustices such as
the U.S. Public Health Service’s Tuskegee Syphilis
Experiment (1932–1972) have created distrust of
government systems and may discourage some
minority populations from seeking care or taking
part in government health programs. In the
Tuskegee experiment, black men were unknow-
ingly withheld treatment for syphilis so the dis-
ease’s progression could be studied.78 According to
the Grant Makers in Health report, Strategies for
Reducing Racial and Ethnic Disparities in Health, the
history of slavery and segregation are at the root of
the substandard neighborhoods, housing, employ-
ment opportunities and education opportunities
and health care services that many minorities face
and that influence health.

The factors that contribute to health disparities
among minority communities are complex. There
is an array of critical influences that determine the
health of an individual and of communities. The
literature suggests that in order to achieve the goal
of eliminating health disparities, a commitment to
identifying and addressing the underlying causes is
required. New insights are needed to understand
the determinants of racial and ethnic disparities.

Strategies to eliminate health disparities must then
be developed by considering the social, cultural,
political, and historical context in which health
disparities continue to exist.

Health Disparities Among the
Gay, Lesbian, Bisexual, and
Transgendered (GLBT)
Community
The gay, lesbian, bisexual, and transgendered pop-
ulation is a priority population of the Colorado
Turning Point Initiative and Healthy People 2010.
This is a population that is less likely to have
access to health care and insurance coverage than
heterosexuals and more likely to suffer from
depression, drug and alcohol use, AIDS, and possi-
bly other diseases that are preventable through
early screening, diagnosis, and treatment. Healthy
People also states that the issues surrounding per-
sonal, family, and social acceptance of sexual ori-
entation places a significant burden on mental
health and personal safety.

Terminology Used to Describe Sexual Orientation
Terminology is important in understanding diverse
cultures. According to Kaiser Permanente’s Provider
Guide on Cultural Competence, the following terms
are generally used to describe sexual orientation:

✷ GLBT community: Many times the gay, lesbian,
bisexual, and transgendered community is
referred to as the GLBT community.

✷ Gay: A gay man is an individual whose primary
emotional and sexual attraction is to men. A
self-identified gay man doesn’t necessarily limit
sexual behavior to men. Occasionally, gay men
may engage in sex with a woman. The term gay
is sometimes used to refer to the larger GLBT
population or an individual of any gender.

✷ Lesbian: A lesbian is a woman who has pri-
mary emotional and sexual attraction to other
women. Sometimes lesbian women engage in
sexual behavior with men, although they self-
identify as lesbian.

✷ Bisexual: Bisexual men and women have sex-
ual and emotional attraction to both genders.
This group is often shunned by both heterosex-
uals and homosexuals for complex reasons:
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Bisexuality may be viewed as a nonentity—a
transitional stage from heterosexuality to
homosexuality or vice versa, or a denial of one’s
homosexuality. There seems to be more of a
stigma for bisexual men than women due to
rigid expectations of male sex roles in society.

✷ Heterosexual: A heterosexual is an individual
who has a primary emotional and sexual attrac-
tion to the opposite sex. Self-identified hetero-
sexuals may occasionally engage in sexual
contact with the same sex but do not identify
as being homosexual or bisexual.

✷ MSM (Men who have Sex with Men): This is a
term used in the scientific literature, especially
with regard to HIV prevention, to describe a
particular behavior without labeling the indi-
vidual. As stated before, men may engage in
sex with other men without identifying them-
selves as gay or bisexual.

✷ Gender identity: At birth, babies are assigned a
“socially defined” gender based on reproductive
anatomy. Gender identity refers to a person’s
innate perception of their gender, which may or
may not be consistent with their anatomical
sex. Gender identity is distinct from sexual ori-
entation. For example, a person whose gender
identity is male and who may date women
exclusively may identify as heterosexual, even
though his assigned birth gender was female.

✷ Transgendered: Transgendered individuals have
a strong sense of incongruity between their bio-
logical sex and gender identity. The transgen-
dered person may receive hormonal treatment
without a plan for sex reassignment surgery or
they may actively seek surgery to become geni-
tally congruent with their gender identity. Trans-
gendered individuals may also identify as being
heterosexual, homosexual, or bisexual and may
experience discrimination based on their sexual
orientation as well as gender identity. 79

Overview of the Problem
Examining health issues within the GLBT commu-
nity can be difficult, as many times available data on
this population is limited. Traditionally, research
constraints have existed including nonstandard defi-
nition of sexual orientation; the use of small non-
probability sampling methods based on convenience
samples; a lack of culturally diverse samples; a lack

of controlled studies with comparison to other sam-
ples, such as heterosexuals; and a lack of longitudi-
nal studies. It wasn’t until the AIDS epidemic in the
early 1980s that the research community was forced
to examine sexual orientation and associated behav-
iors of gay men. Recently, the National Institutes of
Health increased attention to the needs of lesbian
and bisexual women and racial and ethnic minori-
ties within the GLBT community. However, many
pressing questions remain unanswered regarding
violence, psychosocial issues, morbidity, mortality,
and hormonal therapies.80

Gay Men
According to Healthy People 2010, major health
issues for gay men include HIV infection, AIDS,
and other sexually transmitted diseases, substance
abuse, depression, and suicide. Gay male adoles-
cents are two to three times more likely than their
heterosexual peers to commit suicide.81

HIV is a major health issue for men who have sex
with men. In assessing disparities by risk exposure
category, HIV is most prevalent in this group. Sur-
veillance by exposure category is important for
program planning and targeting HIV prevention
and intervention. In Colorado, MSM are dispro-
portionately affected by HIV, accounting for 79.8
percent of cases (eleven percent of these men also
have the risk factor of intravenous drug use, or
IDU). All other modes of acquisition are signifi-
cantly lower than this group (see Figure 17).82,83
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Figure 17: AIDS by Risk Category, Cases Reported
Through 3/31/01, Colorado

Source: Colorado Department of Public Health and Environment, Divi-
sion of Disease Control and Environmental Epidemiology, HIV/STD Sur-
veillance Program, HIV and AIDS in Colorado: Monitoring the Epidemic
Through March 30, 2001, Denver, August 2000.
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The group “Other” includes HIV exposure from
hemophilia, mother with risk for HIV infection, of
transfusion recipient

According to Coloradans Working Together to Pre-
vent HIV/AIDS, the pervasive social prejudice
against gay men has made HIV prevention efforts
challenging, especially primary prevention efforts
that focus on behavior change. Because discrimi-
nation and social isolation is virtually endemic to
the experience of being gay in the United States,
some men who engage in sex with other men do
not identify with being gay or with being at risk
for HIV. Other gay men may not seek health care,
including preventive services and/or HIV testing,
for fear of having to disclose their sexual orienta-
tion. Finally, the shame and isolation that many
gay men experience is many times internalized as
fatalism and hopelessness, possibly resulting in the
belief that “all gay men get HIV eventually.”84

In a 2000 client survey of Colorado men who have
sex with men, respondents overwhelmingly listed
gay-friendly providers as of major importance for
them in seeking HIV prevention services. They
also listed free or low cost service availability as
another important factor.85

Lesbians
Healthy People 2010 states that there is some evi-
dence to suggest that lesbians have higher rates of
smoking, obesity, alcohol abuse, and stress than
heterosexual women. According to the literature, a
common health issue for lesbians is a lack of cul-
turally competent health care and preventive serv-
ices. Lesbians are less likely than heterosexual
women to see a health care provider for regular
mammograms and screening for cervical can-
cer.86,87 Due to the secrecy with which many les-
bians feel they must live, fear of revealing their
sexual orientation to their provider may keep them
from seeking these services. Some lesbians report
that they have experienced negative provider atti-
tudes toward same-sex orientation. Others have
expressed discomfort at provider assumptions that
they are heterosexual, and they describe being
offered services inappropriately such as birth con-
trol. Also, because lesbians are less likely than het-
erosexual women to visit a doctor for reproductive
health services, there is less opportunity for a
provider to encourage screening.88,89

The literature also raises questions about whether
lesbians are at increased risk of developing breast
cancer than heterosexual women. Some evidence
suggests that lesbians may have more risk factors
than heterosexual women such as delayed childbear-
ing, nonchildbearing, and higher alcohol consump-
tion rates. Additionally, lesbians who are estranged
from their families because of their sexual orienta-
tion may not have access to accurate information
about breast cancer history in their family.90,91

The Gay, Lesbian, Bisexual and Transgendered
Community
In 1999, the Gay, Lesbian, Bisexual and Transgen-
dered Community Center of Colorado conducted
focus groups to gain better insight into the health
needs of Colorado’s GLBT community. The data
collected revealed that the most common barriers
to people in the GLBT community being able to
take care of themselves were related to a lack of
health insurance, a lack of money to pay for health
care services, and a lack of health-related informa-
tion specific to the gay community.92

Mental health services were identified as a need for
this community, yet most individuals reported not
being able to “afford the luxury of seeing a thera-
pist.” Mental health services are many times viewed
as a “last resort” after one has tried to solve their
own problems. Focus group participants identified
depression and substance use and abuse as major
mental health issues, describing the stigmatization
of being gay, bisexual, or transgendered as a “men-
tal burden.” They also talked about suicide as a
problem, especially among teens.93

The environment of clubs and bars was another
problem identified. These were listed as the most
frequent places available to socialize for the GLBT
community. This environment leads to increased
alcohol consumption, increased potential for
unsafe sex, and being exposed to unusual amounts
of second hand smoke.94

The GLBT community in general is less likely to
have health insurance coverage than heterosexu-
als. Systemic heterosexual bias affects the health
care coverage of many GLBT individuals in com-
mitted relationships. The majority of employers
and insurance companies deny health care cover-
age to GLBT committed partners.95
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Some providers are now evaluating their service
delivery models and how to modify services to this
population’s needs, especially with regard to outreach
and screening. For example, Kaiser Permanente has
created guidelines of culturally competent health care
for GBLT clients.96 In focus groups conducted by the
Gay, Lesbian, Bisexual, and Transgendered Commu-
nity Center of Colorado, the GLBT community
reported that while they do not necessarily favor
being served by a doctor who is gay, most believe it is
critical to access a medical doctor who is “gay
friendly,” that is, aware of the different health issues
that the GBLT community faces without prejudice
toward the community or their lifestyle. 97

Health Disparities by
Rural Residence
Geographically, Colorado is a large state with 80
percent of its residents living in 10 metropolitan
counties on the east side of the Rocky Mountains.
This region is known as the Front Range. The
remaining 20 percent of residents are scattered
throughout the mountains, the Eastern Plains, and
the Western Slope. Of Colorado’s 63 counties, 29
are considered rural and 23 are considered frontier
(with less than 6 people per square mile).98,99

According to nationwide Healthy People 2010, peo-
ple living in rural areas are less likely to use preven-
tive screening services, exercise regularly, wear seat
belts, or have health insurance. In addition, resi-
dents of rural counties are more likely to live in
poverty—a risk factor for poor health—than those
living in metropolitan areas.100 Surveys of rural
areas within Colorado indicate similar health issues.

Colorado Data
Specific health disparities vary by region and data
representing specific regions are limited. Periodi-
cally, the Health Statistics Section at the Colorado
Department of Public Health and Environment
conducts targeted surveys in specific areas of the
state to better determine the prevalence of health
behaviors related to specific demographics such as
rural counties or regions.

A 1995 survey and report of Colorado’s Eastern
Plains region (18 counties) indicated that the teen
fertility rate and age-adjusted death rates of chronic

obstructive pulmonary disease, motor vehicle
deaths, and diabetes were statistically higher when
compared to the rest of the state, as were the pro-
portion of overweight persons and proportion of
people who do not wear a sealtbelt.101 102 A 1997
survey of the San Luis Valley (six counties in the
south central area of the state) revealed that this
region had statistically higher mortality rates for
cardiovascular disease, unintentional injuries,
motor vehicle injuries, pneumonia/influenza, dia-
betes, chronic liver disease/cirrhosis, and homi-
cide.103 A 1997 report on behavioral risk factors and
mortality rates of Delta County, a rural county in
the Western Slope region, revealed that statistically,
this county’s residents had less health insurance,
were less likely to have had their blood cholesterol
checked, were less likely to wear a seat belt, or to
have seen a dentist in the past year, as compared to
the rest of the state. 104

Motor Vehicle Deaths
In general, there is great disparity in the number of
motor vehicle deaths between rural and metropoli-
tan residents of Colorado as indicated in Figure
18. Of the regions listed in the graph, the Eastern
Plains, San Luis Valley, and Eastern Mountains are
rural, in addition to many areas within the West-
ern Slope region. Colorado Behavioral Risk Factor
Surveillance data indicate that rural residents are
less likely to wear their seat belts than those living
in suburban or urban areas of the state.105
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Figure 18: Motor Vehicle Accidents, Age-Adjusted Death
Rates by Colorado Region, 1999

Source: Colorado Department of Public Health and Environment, Health
Statistics Section, Colorado Vital Statistics, 1999, Denver CO, June 2001.

Note: Motor vehicle deaths are recorded by a person’s county of resi-
dence and not the county in which the accident occurred.
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Diabetes
Colorado counties with the highest death rates for
diabetes tend to be rural or frontier such as Huer-
fano, Bent, Otero, Alamosa, and Crowley (see Fig-
ure 19). 106 Lack of access to health care services is
a major challenge to diabetes management in Col-
orado. For example, self-management of diabetes
is a recognized strategy for preventing complica-
tions; however, 81 percent of certified diabetes
educators are located in areas along the Front
Range. 107

The Federal Bureau of Primary Health Care has
designated many of Colorado’s rural and frontier
areas as Health Professional Shortage Areas
(HPSAs). This designation means that there is less
than one primary care physician for every 3,500
people in the county or area. Twenty-two of Colo-
rado’s 53 rural and frontier counties are designated
as Health Professional Shortage Areas in their
entirety, and 17 rural counties have been partially
designated.108 In addition to a lack of primary care,
timely access to emergency services and the avail-
ability of specialty care effect the health status of
rural and frontier populations.109

Many rural counties in Colorado also have an
undocumented or migrant workforce, with specific
health needs and cultural differences. Language
barriers are an issue, especially with more

Hispanic, Chinese, and Russian families moving to
the less expensive, rural areas to carry out service
jobs. Finally, elevated lead levels are an issue for
rural residents due to the contributing factors of
poverty, older rental units, and people using pri-
vate water systems.110

Recommendations
The following recommendations were derived
from the literature, the Turning Point Steering
Committee, the Colorado Department of Health
and Environment Health Disparities Work Group,
the Colorado Association of Local Public Health
Leaders, and the Colorado Minority Health
Forum.

Public Health and its Partners
✷ Support a culturally competent leadership

entity in taking on long-term, statewide advo-
cacy for the elimination of health disparities.

✷ Investigate root social causes of health dispari-
ties and take a comprehensive, systemic
approach to the elimination of health dispari-
ties.

✷ Convene many diverse and nontraditional
partners to eliminate of health disparities,
including not only affected communities but
also foundations, business, and civic planning
agencies.

Public Health and Health Care Delivery Systems
✷ Work to increase access and use of health care

services by underserved populations including
minority communities, the GLBT community,
and rural communities. Efforts should focus on
culturally competent care, increasing health
insurance coverage, and reducing health pro-
fessional shortage areas.

✷ Focus on and target services to populations
with health disparities, assuring that services
are provided in a culturally competent manner.

✷ Work to increase the cultural competence of
the public health, environmental health, and
health care workforces through training and
the development of policies that support cul-
tural competency.
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Figure 19: Diabetes-Related, Age-Adjusted Death Rates by
County, 1994–1998 Average

Source: Colorado Department of Public Health and Environment,
Chronic Disease Section/Health Statistics Section, Diabetes Mortality in
Colorado Residents as Assessed from Death Certificate Data, 1994–1998.
Denver, CO, 2000.

Note: This data was age-adjusted to the 1940 population standard.
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✷ Create recommendations or standards for
implementing translation and interpretation
services for limited English-speaking clients.

✷ Develop and use innovative outreach and serv-
ice delivery models to reach the medically
underserved communities (for example, mobile
health care vans, school-based health centers,
and store fronts).

✷ Consider health disparities and access to care
issues with regard to mental health and oral
health services.

✷ Advocate for physician incentives to practice in
health professional shortage areas.

Environmental Health Agencies
✷ Work with public health agencies as partners

toward the elimination of health disparities.

✷ Investigate cumulative impacts of air pollution,
water pollution, and hazardous waste, even where
no standards, laws, and regulations are being bro-
ken, to determine communities that may be expe-
riencing a disproportionate impact of pollutants.

✷ Involve affected communities in all stages of
environmental protection.

✷ Work toward improving the interface between
environmental health and public health, espe-
cially with regard to data linkage of environ-
mental indicators to health outcomes (e.g.,
asthma incidence in urban settings, exacer-
bated by air pollution).

✷ Enhance community outreach, especially to
gain input into local environmental projects
(e.g., supplemental environmental projects as a
result of environmental penalties).

✷ Reach out to disenfranchised communities
(those not engaged in political or governmental
processes) to educate them about government
systems and how to contact the appropriate
agency with environmental concerns.

✷ Continue to take a leadership role in bringing
together communities and industry to negotiate
solutions outside of regulation.

Research Entities
✷ Enhance data collection and health assessment

with a focus on groups most affected by health
disparities.

✷ Investigate the basis of observed race-associ-
ated differences in health outcomes.

✷ Investigate the determinants of disparities in
the GLBT community.

✷ Investigate behavioral aspects of health in rural
communities and then target communities in a
culturally relevant manner, especially with
regard to seat belt use, preventive health serv-
ices, diet, and exercise.

✷ Improve data collection by race and ethnicity;
report health indicators in as many racial and
ethnic groups as possible. (This may require
combining multiple years of data to determine
issues in small populations such as blacks,
American Indians, and Asian/Pacific Islanders).

✷ Interpret race-related findings instead of con-
trolling for race or trying to explain it as a con-
founding variable, and then conduct follow up
research if findings from initial research are
unclear.

✷ Acknowledge diversity within racial and ethnic
groups and measure culture when possible.

Foundations
✷ Foundations should examine their role in fund-

ing initiatives that are working toward the
elimination of health disparities.

Recommendations for Participation of Affected
Communities in the Practice of Public Health
✷ Public health and environmental health agen-

cies and the health care field should develop
strategies to increase the diversity of their
workforces to better serve communities with
health disparities. This may involve partnering
with universities and developing mentoring
programs or internships. Developing recruit-
ment and retention strategies is also important.

✷ The public health field should assure diverse
participation from rural, minority, and GLBT
communities on boards and commissions by
inviting and accommodating the needs of these
communities to meet after-hours or to be com-
pensated for travel.

✷ The public health field and its partners should
promote leadership development for minority
health professionals, rural health professionals,
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and health professionals within the gay, lesbian,
and bisexual community.

✷ The public health field and its partners should col-
laborate with affected communities and support
leadership development within those communi-
ties by offering opportunities and compensation
for participation, plus facilitating involvement in
leadership development programs.
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