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Stella Yu: Good afternoon. Welcome to today’s DataSpeak Internet audio conference on Women’s Health, Data Resources and Federal initiatives. My name is Stella Yu. I am from the Maternal and Child Health Bureau’s Office of Data and Information Management. I serve as the project officer of the MCH Information Resource Center, which brings you the DataSpeak series. Our topic today focuses on the need to identify priorities and trends in women’s health that can be addressed through program intervention and capacity building. 
During today’s program we will have a unique opportunity to hear about Federal initiatives in women’s health, including the development of several important women’s health data resources. 
We are fortunate to have with us today several esteemed presenters. The Director of HRSA’s Office of Women’s Health, Deborah Maiese and Women’s Health Analyst Reem Ghandour, who will begin our program by providing an overview of recent national-level activities to enhance the health of women in the U.S. and presenting the latest Federal data on women’s health from the just-released 2003 version of the Women’s Health USA data book. We are especially proud of this data book because it is a collaborative effort of HRSA’s Office of Women’s Health and MCHB’s Office of Data and the Division of Perinatal Systems and Women’s Health. 
The second part of the program is presented by Dr. Suzanne Haynes, assistant director for science from the HHS Office of Women’s Health and Laurie Konsella, Region VIII women’s health coordinator. Dr. Haynes and Miss Konsella will present an overview of the National Women’s Minority Health Status Indicators Project, which includes both a database component and a book describing women’s health in each of the ten HHS regions. 
We hope you also join our next DataSpeak program in this series. On September 17th, we will present a program discussing findings of the MCHB’s analysis of the International Health Behavior in School-Age Children Survey. Specifically, we will hear about how health behaviors of adolescents in the United States compare to those of students in other developed nations. 
It is now my pleasure to introduce Beth Zimmerman, the coordinator for DataSpeak and the moderator of today’s program. Beth, I will now turn the floor over to you.
Beth Zimmerman: Thank you, Dr. Yu and welcome to all of our participants. We are really delighted to have everyone with us today. Before we begin our presentations, I have just a few housekeeping items to take care of. First, for those of you who are logged into our Internet broadcast, you will be seeing an ongoing slide show throughout the next hour and at the end of the program you will also see a short evaluation form appear on your screen. We would greatly appreciate you taking a moment to complete that online. 
If you are on the phone and wish to see the slides as they are broadcast over the Internet, go to www.eventcenterlive.com and enter the information requested and the room number 114748. Again that Web address, www.eventcenterlive.com, room number 114748. Please note that the slides are being timed to coordinate with the Webcast today so if you are listening by phone, you will note a delay in the changing of the slides. 
Although we don’t anticipate that you will experience any technical problems, I would like to give you a few tips for dealing with them just in case they come up. If you are on the Web and experience any problems viewing your slides, click the "Help" button on the bottom right hand corner of your screen to troubleshoot your Web connection. If it appears that the slides are not advancing, you may need to restart your browser and log on again. If you experience any difficulty with the audio stream, you may access the audio by phone by dialing 1-888-840-0794 and use the password "women’s health" and these dial-in instructions are posted on the right hand side of your screen in the small black box. 
If you are on the phone and you need technical assistance, just dial "*0". You can also download the presenter’s PowerPoint slides and obtain additional information on our presenters on the DataSpeak Web site. The address for that site is www.mchirc.net/DataSpeak. On this site you will also find information about the upcoming program that Dr. Yu mentioned as well as the archives from several recent programs. 
After we hear the presentations, we will be having a question and answer session. Those of you on the phone will have an opportunity to ask questions through our operator who will come on at that time to provide instructions as to how to do so. Questions can also be posted online at anytime during the program. If you are logged in through the Internet, just click on the yellow "Q&A" button at the bottom of your screen, click on "New" and just type in your message and click on the "Send" button at the bottom of the screen. If you have any technical questions, you can also send them in this way and our technical staff will respond to you. 
Now it is my pleasure to introduce our first presenters, Deborah Maiese, the director of the HRSA Office of Women’s Health and Reem Ghandour, a women’s health analyst in that same office. They will be presenting an overview of recent national-level activities to enhance the health of women in the United States, as well as the latest Federal data on women’s health as presented in the new Women’s Health USA 2003 data book. Thank you for being here, Miss Maiese and Miss Ghandour. I will now turn the floor over to you. 
Deborah Maiese: Thank you Stella and Beth for that kind introduction and we thank our audience for joining us today to learn about the women’s health activities at the Health Resources and Services Administration. We call HRSA "Her Service Agency" so today we are going to focus on the activities across our agency as well as our New Bright Futures for Women’s Health and Wellness Initiative and preview for you the new Women’s Health USA 2003 data book. 
HRSA serves women. Our more than 80 programs have a primary mission of increasing access to quality healthcare. Our Bureau of Primary Healthcare funds community health centers across this nation. They serve more than 6.1 million women; 90% of them are at or below 200% of the poverty level. Our HIV/AIDS Bureau has the responsibility of administering the Ryan White CARE Act. Through grantees across this nation, more than 157,000 women were served in 2001. 
Our Maternal and Child Health Block Grant again reaches all States and Territories. Through these programs they serve more than 4.5 million women, 2.2 million of whom are pregnant. This represents some 54% of all pregnant women in the United States. Of course without trained health professionals we would not have quality healthcare so our Bureau of Health Professions is responsible for expanding our health profession cadre through enhanced curriculum, particularly on women’s health issues.
HRSA investments in women’s health in 2002 totaled $1.5 billion. More than half of these funds go to our health center programs. The next largest percentage is the investment in maternal and child health, including the State block grant, Healthy Start programs and various women’s health infrastructure and demonstration grants. 
In addition, the reproductive health segment of this expenditure includes the Title X Family Planning dollars, which were appropriated through the Health Resources and Services Administration but managed by the Office of Population Affairs. The other two slices of this pie reflect our HIV/AIDS program and our health professions training, particularly in nursing and nurse midwifery. 
So in light of the breadth of our programmatic responsibility, the HRSA Office of Women’s Health provides a cost cutting and unifying focus for reducing gender disparities in support of women’s health and wellness. Among the projects that we would like to highlight for you today are a new collaboration that we are embarking on focused on the U.S.–Mexico border health initiative for women along the U.S.-Mexico border. There is a new fact sheet on our Web site that describes the HRSA programs in this region of the country. 
We also have on the HRSA Web site and at the end of the presentation you will see the Web address to reach it, the grant information displayed by State, organized by region. We provide you this information in the hopes that it will facilitate collaboration on a local level between you and our grantees.
Bright Futures for Women’s Health and Wellness is modeled after the successful Bright Futures for Children and Adolescents Initiative. The HRSA Maternal and Child Health Bureau decided to extend its framework to encompass women’s health. It is guided by a non-Federal steering committee and that group designed these lofty goals: One, to increase the use of preventive services; two, to empower women to share in healthcare decision making; three, to increase healthcare practitioners utilization of preventive health guidelines; four, to encourage women to practice prevention in their daily lives and five, to support community-wide health promotion. A fact sheet covering the mission, vision, goals and objectives of this initiative can be found on the HRSA women’s health Web page. 
Using the ten leading health indicators of Healthy People 2010, the Bright Futures steering committee examined the disparities between men and women and decided to prioritize tools for physical activity and nutrition promotion. These tools are organized into components for consumers to use to do self-assessments and goal setting as well as information to take home to reinforce the goals that they are pursuing. They are designed to simulate a clinical conversation. So based on measurements done in a healthcare provider’s office, measuring height and weight and calculating body mass index, we hope that healthcare providers will counsel women about healthy eating and being more physically active. To reinforce what takes place in clinical conversations, we hope to have community tools for groups to use in conjunction with National Health Observances. These pilot tools are now in evaluation in clinical sites around the country. We hope to have them ready for public release by the end of the year. 
So let me turn this over to Reem Ghandour, a member of the HRSA Office of Women’s Health staff to talk about Women’s Health USA.
Reem Ghandour: Thank you, Debbie. It is a pleasure to be with you today to share a preview of Women’s Health USA 2003. Women’s Health USA was first released in May of 2002 and was designed to be a companion document to Child Health USA, now in its 13th year. 
The development of the Women’s Health data book was a collaborative effort between three offices. The Maternal and Child Health Bureau’s Office of Data and Information Management, headed up by Michael Kogan, the Maternal and Child Health Bureau of Division of Perinatal Systems and Women’s Health under the leadership of Mary Beth Bandura and the Office of Women’s Health. 
In addition to the expertise from these three sponsoring offices, Women’s Health USA was also developed with input from four distinct groups. Our HRSA-wide coordinating committee on Women’s Health; the HHS Coordinating Committee on Women’s Health comprised of women’s health directors and coordinators from the FDA, CDC, and other HHS agencies; the women’s health and data experts from throughout the departments; and finally, public comments from several organizations, including the Men’s Health Network, the National WIC Association, and the U.S. Breastfeeding Committee. 
Modeled after Child Health USA, Women’s Health USA is organized into three distinct sections: population characteristics, health status, and health services utilization. In response to some of the comments that we received on Women’s Health USA 2002, the health status section of the 2003 edition was extended to include the following: health behaviors, health indicators, maternal health and a new section on special populations. 
Every effort was made to include the most current data possible. As a result, topics without updated data were dropped from the 2003 edition and replaced with a new topic, some of which are listed on the slide. These include activity limitations, breeding disorders and maternal morbidity to name a few. 
Now that you know the history behind Women’s Health USA, we would like to use the remainder of our time to preview some of the data that will be available in the 2003 edition of the book, beginning with population characteristics. 
In 2001, females accounted for 51.2% of the population. Of the approximately 142 million women in the U.S., nearly one-half were under the age of 34, with a greater proportion of non-white females aged 25 years and younger. 
In 1999, women received a greater proportion of the associate’s, bachelor’s and master’s degrees awarded than men. Unfortunately, these advances in educational attainment have not necessarily translated into income parity for the nearly 61 million women in the U.S. labor force. In 2001, women earned 76 cents for every dollar earned by men and represented less than one-third of those who earned an annual income of $50,000 to $99,000 and less than one-fifth of those who earned an annual income of $100,000 or more. 
I would like to turn to Debbie now for a review of additional data on health status indicators.
Deborah Maiese: Thank you, Reem. Let’s begin with physical activity because it so clearly demonstrates male-female disparity. Across all adult age cohorts, men are more likely to report that they engage in regular physical activities than women. These data, from the National Health Interview Survey, show that physical activity declines with age. The highest levels are among young, adult females at 35.3% declining to 13.1% among women 75 years and older. This slide illustrates the challenges we face in getting Americans moving.
For older women, activity limitations often preclude participation in physical activity as well as the activities of daily living. The question on the National Health Interview Survey asks individuals whether they are limited in any way. Nearly one-third of women over the age of 75 report that they have activity limitations. In the year 2001, one quarter almost of women aged 65 to 74 report activity limitations. The five conditions most frequently reported as the cause of these activity limitations include arthritis and rheumatism, neck and back problems, heart problems, hypertension. Striking to me is the fact that 11.7% said that they are depressed or that their anxiety or emotional problems contributes to their ability to lead an active daily life. 
So let me turn this back to Reem to discuss women and the burden of chronic diseases. 
Reem Ghandour: Thanks Debbie. Data presented on cancer includes both the absolute number of female cancer deaths in 2000 as well as updated estimates for 2002. According to the 2002 estimates, one quarter of female cancer deaths were due to cancer of the lung and bronchus, followed by 15% of deaths attributed to breast cancer and another 11% attributed to cancer of the colon or rectum. As with many other health conditions, incidence rates for lung cancer vary by race and ethnicity with non-Hispanic black and non-Hispanic white women reporting the highest rates. 
Rates of diabetes among women vary by both age and race ethnicity. Among women the rate of diagnosis increases with age such that the rate for women aged 65 to 74 is four times that of women between the ages of 45 and 64 and seven times that of women aged 18-44. In 2001, rates were also higher among racial and ethnic minorities with non-Hispanic black women reporting a rate of 102.5 cases per 1,000 women. This is a rate two times that of non-Hispanic white women and one and a half times that of Hispanic women. 
Heart disease is the number one killer of women and is diagnosed in more women than men among U.S. adults aged 45 and younger. However, after age 65, men report higher rates than women, increasing to 248 cases per 1,000 men aged 75 and older as compared to just about 180 cases per 1,000 women of the same age. 
As you know, one of the risk factors for heart disease is obesity. In 2000, nearly 62% of all U.S. women were overweight, with one-third considered to be obese. Among women, the prevalence of obesity was greatest among women between the ages of 40 and 59 years and among non-Hispanic black women. As you can see from the slide, over three quarters of this population is overweight and one-half are considered to be obese. 
Using updated data from the National Household Survey on Drug Abuse and the National Vital Statistics System, Women’s Health USA includes information on serious mental illness, mental health treatment and suicide. Among women, non-Hispanic white and Native American/Alaskan Native women were most likely to commit suicide. That said, almost two times as many women than men received mental health treatment or counseling, which for the purposes of the data book is defined as outpatient, inpatient or prescription drug services. Unfortunately, 8.4 million adults still report an unmet need for these services. The majority of which, 5.7 million, are women. 
I am going to ask Debbie to continue on with some additional information on maternal health indicators that are presented in the data book. 
Deborah Maiese: Thanks, Reem. The good news is that the year 2001 marks the highest proportion of women who began care in the first trimester, 83.4% of women who gave birth began prenatal care in the first trimester. That is the good news. The bad news is, however, that racial disparities persist. Among non-Hispanic whites and Asian and Pacific Islanders, the rates of prenatal care were 88% and 84% respectively. Among blacks and Hispanics, the rates were 75%, but among American Indians and Alaskan Natives, the rates of first trimester prenatal care were only 69%. Sadly, of the more than four million births in the United States, 42,000 women received no prenatal care. 
Looking at maternal morbidity, we see that the three most frequently recorded medical risk factors for women having live births in the year 2001 were hypertension, diabetes, and anemia. Almost a third of women discharged from hospitals experienced a maternal illness or pregnancy complication during labor and delivery. Among teenagers, females aged 15 and younger, they had the highest percentage of deliveries with complications, nearly 50%. 
Looking at teen births along the U.S.-Mexico border, we see that border region has far higher rates than national average, with the State of Texas having 82.1 births per 1,000 females aged 15 to 19 in 1999. 
Let me turn this back to Reem to talk about rural women’s health.
Reem Ghandour: Thanks, Debbie. In keeping with HRSA’s responsibility for rural health, Women’s Health USA also provides updated health information on rural women as one of our special populations highlighted in this upcoming edition. In 2000, 59 million people or 21% of the population lived in rural areas. Some of the unique health challenges found in these regions include a predominantly older population, a limited supply of healthcare providers and in many cases a significant geographic distance between clients and health services. These challenges can adversely affect rural women’s health and as illustrated in the graph, rural women labeled here as "non-MSA" experienced higher rates of cancer, hypertension and heart disease than their urban counterparts in 2001. 
The third section of the data book addresses health services utilization. Use of preventive care is included in this section. In 2000, women made 488 million visits to healthcare providers, far outnumbering their male counterparts who made 355 million visits. Of these visits, about one-fifth were for preventive, prenatal, or non-illness care. During a portion of these visits, women reported receiving some kind of counseling. The three most popular topics for counseling included diet, exercise, and prenatal instructions. It is interesting to note here that despite the high prevalence of overweight and obesity and the low rates of physical activity among women that only 15% of women received counseling on diet and nutrition and less than 10% reported receiving counseling on exercise. 
On a more positive note though, a majority of U.S. women reported having had a Pap smear in the last three years, an important measure of preventive care, with black women reporting the highest rate. 
Part of a comprehensive approach to preventive care can also include testing for HIV. In 2001, over one-third of women in the U.S. reported ever having been tested for HIV with younger women aged 25 to 34 and non-Hispanic black women reporting the highest rates of testing. 
I am going to turn it back over to Debbie to give us some final stats on health services utilization.
Deborah Maiese: Thanks, Reem. I would like to start with vitamin and mineral supplement use. There are times during a women’s life cycle where vitamin and mineral supplementation increase. These include prior to conception, during pregnancy, and to prevent osteoporosis, for example. Data from the National Health Interview Survey show that 56.9% of women took at least one vitamin or mineral supplement. This is data for women 18 years and older. But there are racial disparities. White women have the highest supplementation use at rates 61.7% compared to blacks at 42.3% and Hispanics at 43.3%. As women age, supplement use increases with 64.6% of women between the ages of 65 and 84 reporting supplement use. 
Turning now to prescription medications. In the year 2000, we know that nearly two-thirds of all doctors’ visits had some prescription medication given or prescribed. Women had higher rates of medication use reported than men with females having 156.4 drugs per 100 visits compared to males at 149.1 drugs per 100 visits. 
Types of medications given reflect the conditions and diagnoses of women. For example, Premarin was found to be the most frequently reported prescription drug for hormone therapy. Synthroid was second for thyroid diseases. Claritin was third for allergies. Fourth was Celebrex for relief from arthritis pain and fifth was Lipitor to lower cholesterol. For mid-life women, women aged 45 to 64, nearly 20% reported using central nervous system drugs including sedatives, antidepressants and anti-anxiety. 
So let me turn this back to Reem to wrap up this presentation.
Reem Ghandour: Thank you everyone for joining us today to learn more about HRSA women’s health activities and to preview the 2003 edition of the Women’s Health data book. Copies of the data book can be obtained through the HRSA information center. The number should be on your slide and online at the HRSA women’s health Web site and that is www.hrsa.gov/womenshealth. You also have contact information for both Debbie and myself. Please feel free to call, fax or email us if you have any questions. Thank you.
Beth Zimmerman: Thank you very much, Debbie and Reem. I also want to note that there is a link to the online version of Women’s Health USA 2003 under the "Resources" Section of the DataSpeak Web site. 
Now to follow up on Debbie and Reem’s very informative presentation of the latest Federal data on women’s health, we now have the opportunity to hear from Dr. Suzanne Haynes, who is the Assistant Director for Science from the Department of Health and Human Services Office on Women’s Health, and Laurie Konsella, who is the HHS Region VIII Women’s Health Coordinator. They will discuss the National Women’s and Minority Health Status Indicators project. Thank you so much for being here, Dr. Haynes and Miss Konsella. I will now turn the floor over to you.
Dr. Suzanne Haynes: My name is Dr. Suzanne Haynes. I am with the Office on Women’s Health in the Department of Health and Human Services. I am the senior science advisor here and I am here with Laurie Konsella. Laurie, why don’t you introduce yourself?
Laurie Konsella: Hi. This is Laurie Konsella, the Region VIII Regional Women’s Health Coordinator based in Denver, Colorado. 
Dr. Suzanne Haynes: We are happy to be talking with you today about this important data project that we have really been working on and thinking about over the past five years here in the office. About five years ago, a number of representatives from our State and local women’s health offices complained that there wasn’t any data available to them in a readily accessible form, that broke data down for women by age and by race that they could use for a number of purposes, including health policy work as well as working with local non-profit organizations, just to say what the state of women’s health was in their areas. So we began, in fact Laurie was the first region to begin piloting a project that now has developed into a national project, to develop such a database that will be used to present data at both a State level as well as the county level for every State in the United States. 
The other purpose of this database is to actually prepare a report for each region on the health status of women in those regions with nice graphics and tables of the data that we have put together and to provide training on how to use this database in each local area so that there will be multiple training opportunities available at the State and local level once this database is completed. 
Then finally at the end of this project in about a year and a half, we will place the database on the Internet and provide a capacity to use this data with other software like GIS. Did you want to add anything, Laurie?
Laurie Konsella: Not at this point. Let’s move on into the developmental history.
Dr. Suzanne Haynes: We are following the slides that are available to you also. This should be basically the third slide in your set. 
Laurie Konsella: Great. This is Laurie and I am going to go through the developmental history of this project. You can actually go onto the next slide, which details the phase one activities. These activities all took place in Region VIII and we did not realize at that time that this was actually going to become a pilot project. We had a contractor who met with various staff in the regional office and with the State Women’s Health Coordinators and they actually prepared a health status indicators book based on a literature review and a panel of experts to help them decide what the health status indicators should be. They collected the data from the State and the national sources and then they wrote a text that went through all of those sorts of findings. They did not do any surveys or focus groups. There was no original data collection. They were really combining data from a variety of national sources. 
We printed that report and distributed it throughout Region VIII, which are the States of Montana, Wyoming, Utah, North and South Dakota, and Colorado. It was funded with a variety of public health-related sources. That was in 1999. Next slide.
After we had put out the book we realized that the State Women’s Health Coordinators really needed to be able to do their own reports from the data and so they requested that we put together a database on a CD. So we had the contractor prepare both an Access and an Excel database because there was some uncertainty in terms of which format would be the most useful for the states. We brought them all here together and had a one-day training session on that CD database. Again that was a pilot here in Region VIII and it was funded in the year 2000 with the Office on Women’s Health regional money. Next slide.
In terms of Phase III, we realized that having primarily women’s health data was not really sufficient. We actually needed the men’s data also. We also wanted to add some mental health data and we wanted to make it easier for a new user to use. We decided to focus on Access because that provided the best database capability in terms of the amount of data that could be held together and the different features that could be used. We had the contractor add a point and click front end so that people could get around in the database even if they didn’t know how to use MS Access. Again, that was piloted here in Region VIII and it was a combined project with the Office of Women’s Health and the Office of Minority Health here in Region VIII. That was in the year 2001.
Now we are in Phase IV. Phase IV started in the last six months. In other words, we have begun the development of the database. We are going around the country region by region accessing data from local sources, that is to get county data as well as State sources as well as national sources to put this data together. This project is funded by the Office on Women’s Health here in Washington, DC and the Office of the Secretary. We are expected to go through the year 2004 to complete the project. After we get the initial data set up on the Internet, we will update it every year as well so that it is not just a one-time show of data but we will update it as new data becomes available in each region so that this will be a continuing source of information for folks.
In terms of the schedule you should expect to see the databases for all ten regions combined and placed on the Internet about a year from now beginning next May and June and that the full feature GIS tool will become available on the Internet version of the database as well. As I said, we are going to be updating the database with data as they become available once it is up on the Internet. 
You may say how is this different from databases that we can find from CDC or other sources? The answer to that is on the CDC Wonder Database you can only get two demographics at the same time. For example, you can get sex and race but not age. Or you can get sex and age but not race. This database is going to be unique in that you will be able to get all three variables at the same time and it makes a huge difference in terms of your work. Generally we want our data to be all three. We want to be able to look at age, specific race, age-adjusted race and also race among certain subsets of the population by ethnicity. Those are the types of questions that we get or we heard that the State and county folks get and that is the kind of information that we are trying to get out on this. 
By the way, the information does include data on men so it is not just a women’s health or a minority health database. There is information on there for men as well. We figured since we were collecting the information we might as well put it on. But we are doing this because of the lack and the gaps of information that were available out there for women. Go ahead, Laurie.
Oh, do you want me to talk? I will talk about this as well. The outcomes again of the project, there is a book for every region. In other words it is a very attractive book with maps on it for every region that will be published. Those will come out at different times over the next year depending on which region completes its work first, second, third, fourth and all the way up to the tenth region. There will be a database on a CD so there will be a CD-ROM that will have all the database on it. There are training programs going on all over the country on how to use the database and then there will be at the end this national database that we will put on NWHIC which is our National Women’s Health Information Center which you can access by going to www.4woman.gov. That is www.4woman.gov. 
Laurie Konsella: Next slide. In terms of the goals and expectations or the purpose of this entire project, it is really aimed at program and policy staff at the State and community level. Certainly there are State data people who know how to get around and a variety of the national databases and how to use their own State-level databases, but we have found that many program staff, whether it is at a community-based organization or even at the State health department or local health department level, did not have the time and training as well as sometimes the money involved with doing special data runs. So we really wanted to give them a tool that they could use to look at specific populations or to do a needs assessment. To check changes and see how things were going in terms of moving towards Healthy People 2010 and steps to a healthier U.S. goals. Next slide.
This is a list of the indicators that are included in both the book and on the CD. Again, these are all general sorts of, available databases from the CDC or from the FBI or whoever but putting them all together has really been the goal. So these are the categories and if you just keep flipping through your slides, this is not an all-inclusive list of all of the indicators for the demographics or mortality, but this does give you some idea of what will be available both in the CD version and in the book and also eventually on the Internet. So I wanted to make sure that people could see some of those different data tables that would be available on their CD. At this point you should maybe be up to your slide that says "Data Sources" and I am going to have Suzanne talk a little bit about the data sources and some of the data issues. 
Dr. Suzanne Haynes: I just want to make one comment too about this summary of indicators. You may say, "Gee, I could get some of these data off of different data sets already." The uniqueness about our database is that it is in one place so that you don’t have to go to BRFS and make a separate request to get those types of variables and go to the natality group and request data on infant mortality and other birth kind of data or go to the mortality division of NCA death and get data on deaths. It is all going to be in one place. Then there will be some unique data like the mental health data that may strictly only be available from the state. Especially for county-level data. So we are saving the user I think a considerable amount of work. As you can see on the data sources slide, we are getting data from the Census, from the National Center for Health Statistics, from CDC, from AMA, the American Heart Association, HRSA and other groups. The FBI on violence data. It is important to know.
We are also going and getting State and local data from the cancer registries for example and any other source that we can to address the issues on the data that you saw on the other slide. 
Turning to data issues, we have been challenged. If everybody get challenged with small numbers, small incidences in some areas, and of course whenever we can we use the rules of that data source in terms of whether or not we can put it out on the database. The one thing that we will have over time is three-year averages, which means that we will be able to show more data in these State and local areas than ever before as we begin accumulating the data. 
Some data is not available. We have been really challenged in terms of data availability for ethnic groups beyond the major, the top four, African-American, Hispanic, Asian American and Native American. We really tried to make special efforts to find data on other ethnic groups besides the top four and have been unsuccessful in finding any States that report data. For example, like on the Chinese Mung population on a regular basis. We are going to again, we have the data suppression issues but I think in the past, Laurie I think in your experience with Region VIII it is surprising how much data you were able to release using, even though there were data suppression rules out there.
Laurie Konsella: Yes.
Dr. Suzanne Haynes: Again we are going down to the county level. Some people say well can’t you go down to zip code level or can’t you go down to city level? In some cases we may report data by towns like up in New England where that is how most of the data is normally reported anyway. We are attempting to do that where that is the common way that data are reported. 
We will have age-adjusted race on there. There has been some challenges in the conversion between ICD-9 and ICD-10 in that some of the agencies have been I guess trying to catch up with ICD-10 in terms of the reporting of data and that many times it means we can’t go too far back in the past for comparability because the data in the past was ICD-9 and ICD-10 is what is current right now. 
I guess the other issue that we have been challenged with is the definition of race. Is it self-reported or is it defined by somebody else? In some of the data sets it is obviously self-reported and in others it is the observation of the, for example, the physician in charge. For example, on death certificates it may be observed versus self-reported that you would get on the behavior risk factor survey. 
So these are all challenges when you begin looking into national data where the collection of them is different depending on what the instrument is.
Laurie Konsella: Right. So the next slide talks about what is in the regional book and Suzanne did mention some of this earlier. It is really a textbook. It is not a book that just has page after page of data tables. It is text that includes maps and graphs and tables and charts and it is really aimed at policymakers and healthcare provider groups, non-data people who might need to read a book rather than having a database that they could manipulate or look for certain things in it themselves. 
The CD includes a tutorial so that even somebody who has not attended a training session can pop the CD into their hard drives and go through the tutorial and understand how to get around in the database. They may still not know exactly what to look for in terms of the huge number of data elements and data tables, but there are standard pre-formatted reports for certain key mortality and natality issues. There are sample queries in terms of how to do a data request. There is an index that will include maps of counties and Indian reservations. Then there is an explanation of the data sources with documentation and follow-up and that is also hard coded, or hot linked, sorry, so that you can go to the State HIV registry or directory and see what is happening in a particular State with their actual database on their Web site. There is also information about the methodology for all of the data. That includes the ICD codes that were used for example, in putting together certain kinds of categories.
Next slide. These are all the data tables that are included, so for mortality you can look at gender and age and race and the health status indicators in terms of Healthy People 2010 are already listed. There is the rates and the actual incidence, the county or is it at State level. Everything is hard coded by the FIPS code which is the Federal Information Processing Standard. Next slide.
In terms of the time frame, once the national project began, we did send out a letter to all the State health officers and the State and Territorial health officers in October of 2002 and each region was at a different place in terms of being prepared to begin with the project so you can see where things are at with whichever State or Territory you happen to be in. The trainings are all taking place in that last month that is listed. Next slide, please.
This again goes through some of the information in terms of how the process goes for each region. Wherever you are located you can get again a sense of where the process is for you. 
I wanted to show some sample results from the Region V database training that took place last month. By and large, all of the data is for the year 2000 because that is the most recent year that has complete data for everything. So these materials are just samples from the Region V training and I just wanted to show you what would a female population output look like. What would the screen show a person after they have gone through some of the simple clicking? I know it doesn’t show up very well on a PowerPoint screen because it would be full size obviously on somebody’s actual screen. Next slide.
Here is a sample table. You can export all of the information into Excel and make tables. Next slide. And graphs. Next slide. And all sorts of different color graphs that you can actually move then into Word if you were doing a text report. Next slide. Again, an interesting piece on the percent of females smoking cigarettes. And here is the contractor contact information as well as the project advisory group. You can see that that is quite a wide range of folks. I did want to mention that for the national project, the contract was competed. It was not just awarded to the same contractor that happened to do the Region VIII Project, but that was a national competition. 
On the next slide you have your Regional Women’s Health Coordinators. In case you do not know who your contact person is if you are interested in trying to attend a training in one of the States or your State, you could contact the Regional Women’s Health Coordinator by finding out which region you are in and then going to that Web site. 
That brings our presentation to the close and I am hoping that there will be some questions. Thank you.
Beth Zimmerman: Thank you very much, Suzanne and Laurie and thank you again to all of our presenters. We are now in the question and answer portion of our program and we have most of our presenters standing by to respond to your questions. Unfortunately, Suzanne Haynes was unable to be with us for the Q&A but we do have Laurie Konsella to represent their team. I would also like to welcome Colleen Goodman from Quality Resources Systems who can help answer any questions you may have about the actual databases that have been developed for the regional project. 
As I mentioned at the beginning, we can take questions from participants both online and from our telephone participants. To post questions online, just click on the yellow "Q&A" button at the bottom of your screen. Click on "New". Type in your message and just hit the "Send" button at the bottom of the screen. At this time I would like to ask our operator to come on the call and please tell our telephone participants how they can ask a question.
Gentry: Very good. Thank you, Beth. Ladies and gentlemen, at this time we will begin the question and answer session. If you would like to ask a question, and this is for the audio participants, please press the "*" followed by the "1" on your touchtone telephone. You will hear a three-tone prompt acknowledging your selection and your questions will be polled in the order they are received. If you would like to decline from the polling process, please press the "*" followed by the "2". As a reminder, if you are using speaker equipment today, please lift the handset before pressing the numbers. One moment please for the first question.
Beth Zimmerman: Thank you. While we are waiting for our telephone participants to ask any questions they may have, I do have one from an online participant who is asking about another resource on health data. In particular, they are asking about the National Health Interview Dietary Supplement results and wondering if those have been released. They would like that as a comparison data for some work they have got going on in California, the California Women’s Health Survey. Laurie or Colleen, do you know if this report has been made available yet?
Colleen Goodman: I am not aware that it is available, but I am not certain. 
Laurie Konsella: This is Laurie. I have not looked for that release yet either so I don’t think it is out. I haven’t seen a notice.
Beth Zimmerman: Laurie, can you tell us though if there is a way for people to get a copy of the regional reports as well as the CDs that you spoke about?
Laurie Konsella: Yes. They would need to go to their Regional Women’s Health Coordinator because the coordinators are working with the State Women’s Health Coordinators in terms of inviting people to the training sessions, mailing out the CDs and mailing out the books once they are printed. So it would really be, the first call would need to be either to the State Women’s Health Coordinator or to the Regional Women’s Health Coordinator. 
Beth Zimmerman: Right. Thank you and I do want to note on the DataSpeak Web site under the "Resources" section for today’s program there is a link to the HHS list of Regional Women’s Health Coordinators as well as a variety of other resources that you noted in your presentation. 
Gentry, at this point do we have any questions from our telephone audience?
Gentry: No, we do not Beth, but I do want to remind everyone once again we do look forward to any questions or comments that you might have so if you would please press the "*" followed by the "1" on your touchtone telephone.
Beth Zimmerman: Great. I have a question from our audience for Debbie Maiese. Debbie, can you talk a little bit about any relationship that exists between the indicators included in the regional database project and those that are included in the MCHB performance measures?
Deborah Maiese: Yes, thank you, Beth. Certainly there are a number of performance indicators that are in both resources. One example would be first trimester prenatal care. Another would be teen birth rates. Each of those are performance measures in the MCH block that are reported both in Women’s Health USA and are planned to be included in the Office on Women’s Health State and local database as well.
Beth Zimmerman: Great. Thank you. I have a question from our Internet audience, probably for Laurie, about what data is available for Region V and how can that be accessed?
Laurie Konsella: That data cannot be accessed via the Internet yet. It will have to wait until we have the entire project up on the Internet. However, you could contact Michele Hirsh, who is the Region V Women’s Health Coordinator, and make sure that you are on the mailing list for the book, which has not been printed yet, and the CDs, which have not been mailed out yet. Most of the training for Region V has been completed though.
Beth Zimmerman: Thank you very much. I have a question from someone in Virginia who says that they plan to develop their own women’s health data book in the Department of Health and they were wondering if there could be some consultation with your project on that so that there is not a duplication of efforts?
Laurie Konsella: Yes. Again, they would need to talk to Rosa Myers who is the Region III Women’s Health Coordinator for the Office on Women’s Health and find out what information she has in terms of the timing of the book and they could coordinate that way. 
Beth Zimmerman: Great. Thank you. Gentry, just wanted to check in if there are any questions from our telephone audience.
Gentry: No, Beth, there are none at this time.
Beth Zimmerman: Thank you. I know we have reached our 3:00 time but why don’t we extend just for another two or three minutes to make sure we get all of our questions from the Internet audience.
Laurie, could you please give us a little sense of how the regional database has been used in Region VIII by State agencies and other organizations that address women’s health issues?
Laurie Konsella: Yes. It has been used by people preparing needs assessments and grant applications. It has also been used a lot by program people who want to put together a presentation for policy people that it has been easier for them to pull the data off the database and then into a PowerPoint or other written form for again the policymaker-sorts of people. 
In Utah, they have got regional health units that are broader than just one or two counties so they have been able to group county data together based on those regional health units and they can look at various Healthy People 2010 and other health situations in Utah that way so I know they have used it that way.
Beth Zimmerman: That is great. It is obviously a flexible resource for people. Especially since you have got the different versions of it written in the CD.
Laurie Konsella: Right, and here in Region VIII because we have been working on it for a while there is a little bit of trend data that can be done from one year to another. 
Beth Zimmerman: That is great. I have a couple more questions for you that have come in from our Internet audience about the content of the data. Will there be information in the data book about women with disabilities and if so what type of data?
Laurie Konsella: Colleen, could you please answer that?
Colleen Goodman: Yes. There is some information regarding women with disabilities. It is to some extent the data from the 2000 census and looking at it by type of disability and by age and things of that sort and also some additional information from some of the other surveys as well.
Beth Zimmerman: Great, thank you. Maybe Colleen you can also address this. We have somebody asking about an additional to national level data to what degree will State and county level data be available for all States?
Colleen Goodman: Data that are on this database will be available for all States and for all counties. Now not all of the data on the database are available at the county level but to the extent that those data are available they will be reported at the county level but as the regions are phased in, they will be available for all 50 States as well as we are getting data to the extent that they are available for the Territories and Possessions. 
Beth Zimmerman: That is wonderful because I know it is really hard to gather up all that type of data in one place. It is going to be a great resource for everybody across the country. 
I have a question for Debbie. The data that you highlighted from the new Women’s Health USA chart book that was showing that nearly 12% of women with activity limitations attributed their limitations to depression, anxiety, or emotional problems. Are there any HRSA initiatives focused on this important women’s health issue?
Deborah Maiese: Yes there are, Beth. There are several. Our Maternal and Child Health Division of Perinatal Systems and Women’s Health has demonstration grants that have community organizations helped to identify women at risk of depression including in or around the time of pregnancy. Our Bureau of Primary Healthcare has a collaborative ongoing with community health centers focusing on improving systems of care for people who suffer from depression and is a part of our new Bright Futures for Women’s Health and Wellness. We will begin to explore mental wellness and positive psychology and tools for clinicians and women and communities to use to promote mental health.
Beth Zimmerman: That will be a great addition to the tools that are being developed now around physical activity and nutrition. 
Deborah Maiese: We hope so.
Beth Zimmerman: Yes. I have another question back on a regional database. Somebody who has concerns with the collection of data in Hispanic population and using the same classification for Hispanic groups including Cubans, Puerto Ricans, and Mexicans without any consideration for the current situation of major Hispanic groups, especially New York City, such as Dominicans and Southern Americans. Colleen, can you give any details about that sort of breakdown in the data?
Colleen Goodman: Well, right now we have just Hispanic information as a group. We have looked and looked at more detailed race and ethnicity breakdowns and really the database right now the data are not available consistently enough across the States to be able to incorporate breakdowns. I know that we will be looking at that in greater detail, but in looking across the States and the data that were available across the different data sources, there weren’t enough; there wasn’t consistently information available to break it down.
Beth Zimmerman: OK. And if somebody would like that for their own area like New York City, for example, I imagine there may be resources in their particular regions about that?
Colleen Goodman: Right, right. 
Beth Zimmerman: Great. Well why don’t we take our last question from the Internet audience. Laurie, this one sounds like it is for you. How many regional training sessions will be offered after the data project is complete for that region?
Laurie Konsella: We are not anticipating offering additional data training after we have completed each of the regional projects. There will be, the CDs that include the tutorial information and actually using the tutorial does give a person a very broad understanding. It is possible, depending on the Office of Women’s Health budget, that we may consider adding, based on requests that come in, additional training sessions. Certainly we will be looking for State and national conferences that might be appropriate to add the data training so certainly if a State were planning a women’s health conference and they wanted to add a half-day workshop or a full-day workshop on the database and wanted either the contractor or myself or the Regional Women’s Health Coordinator for that region to come in and do an overview of the project, that would certainly be an option we could discuss. 
Beth Zimmerman: That is a great idea. Laurie, if I may point out that on the Web site is contact information for you, just as there is for our other presenters in case you would like to have any follow-up communications about those or any related activities. 
Laurie Konsella: Yes.
Beth Zimmerman: Great. Well, again this has been a wonderful discussion. We do have to end it now though as we have gone over our time. This program will be archived on the DataSpeak Web site in the next few weeks so that you can access it at your convenience. Before you log out today we would greatly appreciate your taking a moment to complete the feedback form that you will be seeing in a moment on your screen. 
Again, I would like to extend my thanks to our presenters, Deborah Maiese, Reem Ghandour, Suzanne Haynes and Laurie Konsella as well as Colleen Goodman. Many thanks to all of you in our audience for participating in today’s program. We look forward to having you with us again for future programs. The audio conference is now officially adjourned. Have a great day. 

