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SYNOPSIS
Racial and Ethnic Approaches to Community Health (REACH 2010) is a U.S.
Centers for Disease Control and Prevention demonstration program that
responds to the U.S. Department of Health and Human Services’ goal to
eliminate racial and ethnic disparities in health status by the year 2010. As part
of REACH 2010, community projects were funded to develop, implement, and
evaluate community action plans to improve health care and outcomes for
racial and ethnic populations. This article describes the program and details
the progress of the REACH 2010: Charleston and Georgetown Diabetes
Coalition in reducing disparities in care. Approaches employed by the Coalition
included community development, empowerment, and education related to
diabetes; health systems change associated with access, care, and education;
and coalition advocacy. Racial disparities were identified for 12,000 African
Americans with diabetes in this urban/rural South Carolina community. After 24
months, significant differences that initially ranged from 11% to 28% in African
Americans (when compared with whites/others) were not observed on 270
chart audits for A1C, lipid and kidney testing, eye examinations, and blood
pressure control. Future efforts will focus on maintaining progress, eliminating
other disparities, and identifying the contributions of each intervention in
eliminating racial disparities.
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THE RACIAL AND ETHNIC APPROACHES TO
COMMUNITY HEALTH (REACH 2010)
DEMONSTRATION PROGRAM
Responding to an initiative by the U.S. Department of
Health and Human Services (DHHS) to eliminate racial and ethnic disparities in health status, the Centers
for Disease Control and Prevention (CDC) in 1999
announced the availability of funding for the development and evaluation of community coalitions through
the Racial and Ethnic Approaches to Community
Health (REACH 2010) Program. REACH 2010 addresses the Healthy People 20101 goal of eliminating
long-standing disparities in health status that affect
racial and ethnic populations in six priority areas: cardiovascular disease, diabetes, infant mortality, breast
and cervical cancer, HIV/AIDS, and child and adult
immunizations.1
Communities served by the REACH 2010 initiative
include African Americans (AAs), Hispanic Americans,
Asian Americans, Pacific Islanders, American Indians,
and Alaska Natives. The initiative has served as a critical catalyst in the movement to eliminate racial and
ethnic health disparities.
The initial grants for the REACH 2010 demonstration program are for five years: one year for initial
planning (1999) and four years for implementing and
evaluating the community action plan (2000–2004).
Additional grants were awarded in subsequent years.
Funding for the program has come from both public
and private sources. The National Institutes of Health
(NIH) has contributed $5 million per year to supplement funds appropriated by Congress. The Administration on Aging has collaborated with the CDC to
support four REACH 2010 projects that address health
disparities in the elderly. The California Endowment,
a private foundation, sponsored three California
REACH 2010 projects during the initial planning year
and two projects for the implementation and evaluation phase.
Through the provision of financial and technical
support to community projects, a goal of REACH 2010
is to develop new and innovative strategies to eliminate disparities in the six priority areas of disease prevention and control for African Americans, Hispanic
Americans, Asian Americans, Pacific Islanders, American Indians, and Alaska Natives. To accomplish this
goal, community-based participation and partnerships
are important components of REACH 2010 demonstration projects. At the local level, projects include
partnerships with diverse organizations, such as health
departments, universities, community agencies, community centers, community health clinics, schools, and
faith-based organizations. Partners at the national level
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within DHHS include the Office of Science, the Office
of Minority Health, the Office of Planning and Evaluation, and the Office of Public Health and Science.
The CDC has contracted with the National Opinion
Research Center (NORC) at the University of Chicago
to assist with community-wide program evaluation focused on changes in risk and protective behaviors
throughout the five-year demonstration period. The
Opinion Research Corporation (ORC) Macro International has been contracted to design a customized
web-based system to warehouse REACH 2010 data related to capacity building, development of targeted
actions, changes among change agents, and community systems change.
Because of the severity of the impact of diabetes on
communities of color, diabetes has emerged as the
second most prevalent area of focus for REACH 2010
projects.2,3 Compared to non-Latino whites, AAs are
1.6 times to twice as likely to have diagnosed diabetes
and experience higher rates of at least four of the
serious complications of diabetes: heart disease, blindness, amputation, and kidney failure.4,5
Seven of the 31 REACH 2010 projects focus solely
on diabetes, while another 10 have a combined focus
on diabetes and cardiovascular disease. The map in
Figure 1 depicts the location of these 17 projects.
The following case report provides an overview of
the progress made by one REACH 2010 project, the
Charleston and Georgetown Diabetes Coalition. This
coalition, coordinated by the Diabetes Initiative of
South Carolina at the Medical University of South
Carolina, focuses on reducing disparities for AAs who
have been diagnosed with diabetes.
THE REACH 2010: CHARLESTON AND
GEORGETOWN DIABETES COALITION
The REACH 2010: Charleston and Georgetown Diabetes Coalition (the Coalition) is a diverse community-campus partnership that was formed in 1999 in
response to the CDC REACH 2010 proposal to develop and implement a plan for reducing racial disparities in health status. The Coalition was formed
with leadership from local communities, the South
Carolina Department of Health and Environmental
Control Diabetes Prevention and Control Program,
and the Outreach Council of the Diabetes Initiative of
South Carolina. The 28 Coalition partner organizations are diverse and include people with diabetes,
volunteer and faith-based organizations, health care
and academic institutions, local libraries, Greek sorority organizations, professional associations, local media groups, and government and business organiza-
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Figure. The locations of 17 REACH 2010 demonstration projects
focusing on reducing racial and ethnic disparities in diabetesa

a

Seven of the projects concentrate solely on diabetes, six focus primarily on diabetes and secondarily on cardiovascular disease, and
four concentrate primarily on cardiovascular disease and secondarily on diabetes. The REACH 2010 Charleston and Georgetown
Diabetes Coalition is coordinated by the Medical University of South Carolina demonstration project.

tions. Before the Coalition was formed, most of the
Coalition partners had worked together on numerous
occasions to provide diabetes care, education, or outreach, but they had not been formally linked to one
another with the common focus of identifying and
reducing disparities for AAs diagnosed with diabetes.
The organizing framework for the local community
program is community-driven participatory action research, wherein community members and organizations are active participants in identifying research
questions, developing and implementing the methods
for answering the questions, and evaluating the results.6,7 The organizational structure, community action plan, and logic model for action for the Coalition
have been described elsewhere.8
The Coalition’s activities cover an area of 1,600
square miles along a 150-mile stretch of the South
Carolina coast. During the initial planning year of the
demonstration program (1999), Coalition partners
identified more than 12,000 AAs in the area with diagnosed diabetes. They documented many types of dis-

parities for the AA population by (1) surveying AAs
and whites; (2) conducting focus groups with AAs and
whites with diabetes, community leaders, and health
professionals; (3) auditing medical records; and (4)
analyzing secondary data, including census, vital statistics, and health information (Table 1). The Coalition’s
findings revealed that AAs living in Charleston and
Georgetown counties have decreased funds, have reduced access to care, receive less care, have poorer
health outcomes, and have less trust in and satisfaction with their care than do whites in these two counties. African Americans with diagnosed diabetes also
have increased costs related to care, greater prevalence of diabetes and complications, and a higher
death rate from diabetes than do whites.
Coalition goals
Findings from the initial planning year of the project
showed that racial disparities in diabetes care and outcomes are common, serious, and costly for the communities served by the Coalition. After examining the
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Table 1. Disparities identified for African Americans in the Coalition area

Lower

Higher

Per capita income
Access to care and education
Funding and insurance
Care and education
Satisfaction with care
Medications and continuing care
Treatment
Diabetes control (A1C, blood pressure,
cholesterol/lipids)
Trust in health provider and health system

Prevalence of diabetes
Complications:
Amputations
Renal failure (dialysis)
Cardiovascular disease
Emergency medical service use
Emergency department visits
Hospitalizations
Costs of care
Deaths, especially from cardiovascular disease

identified disparities in light of the national goals for
improving diabetes care and outcomes outlined in
Healthy People 2010,1 the Coalition chose to focus
early efforts in the first two implementation years on
improving diabetes management and control, especially those related to testing. The Coalition’s identified objectives for action are to:
1.

Increase by 5% annually (until 95% is reached)
the number of AAs with diabetes who receive
the following care (as recommended by the
American Diabetes Association, the National
Committee for Quality Assurance, the American Academy of Physicians, the American College of Physicians, and the Veterans Administration): 9,10
•
•
•
•
•

2.

Feet examination at least once per year;
Annual dilated eye examination or referral
for an examination;
A1C test at least once per year;
Annual lipid profile;
Annual kidney (urine) test for microalbumin.

Eliminate disparities between AAs and whites
with diabetes, and improve diabetes control, by
increasing the percentage of persons reaching
targeted levels on the following measures (as
recommended by the American Diabetes Association and the National Committee for Quality Assurance to reduce the risks of complication of diabetes): 9,10
• A1C ⱕ7%;
• Blood pressure ⱕ130/85 mm Hg (and later
lowered to 130/80 mm Hg as recommended
by the Clinical Practice Recommendations
of the American Diabetes Association to fur-

•

•

ther reduce risks of cardiovascular and kidney diseases); 9
Low-density lipoprotein cholesterol (LDL)
ⱕ130 mg/dL and use of lipid-lowering
agents in persons with elevated lipid levels;
Annual diabetes self-management education, nutrition education, or both.

Methods for reducing disparities
The Coalition’s interventions for reducing disparities
will be presented in detail in a subsequent publication. Briefly, the community action plan for the Coalition has three main foci:
1. Health systems change related to improved access, care, education, reimbursement, and outcomes for the more than 12,000 AAs with diabetes who are registered patients in the Coalition’s
partner ambulatory care systems;
2. Community development, empowerment, and
education related to diabetes for all AAs living
with diabetes in Charleston and Georgetown
counties;
3. Coalition power, expansion, advocacy, and
sustainability.
Concepts for action and related action steps have been
identified for each of these foci. Corresponding activities are being coordinated by nurses with master’s or
doctoral degrees; by a librarian/health information
specialist with a master’s degree; and by Community
Health Advisors (CHAs) who work within the communities in which they live. Diabetes activities are focused
on building skills to help people with diabetes practice improved diabetes self-management and to find
answers to the questions: What do I need to do to take
better care of my diabetes? How can I help my health
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provider or doctor take better care of my diabetes?
Where do I turn to find resources to help me and my
health provider take better care of my diabetes?
Focus 1: Health systems change. Activities that have been
designed to promote health systems change leading to
improved diabetes care and control include: (1) conducting ongoing medical chart audits using the
MedQuest Clinical Data Collection Design System diabetes module;11 (2) sending individualized agency reports of chart audit data to each primary care partner;
and (3) testing a patient-held mini-record of test results (Gold Card) developed by the Coalition and the
Diabetes Initiative of South Carolina.
Chart audits are completed annually to monitor
measurements of blood pressure, A1C, lipid levels,
and microalbumin levels, and to document the use of
aspirin therapy, lipid lowering agents for those with
elevated lipids, and ACE inhibitors for patients with
documented microalbuminuria. Data from the chart
audits are compiled and analyzed by an epidemiologist, and the results of the chart audit are presented to
each health system partner by an endocrinologist with
a specialty in diabetes. Two of the clinical sites are
using disease registries to track diabetes care and
control.
The Gold Card for monitoring the ABCs (A1C,
blood pressure, and cholesterol/lipids) of diabetes care
is frequently requested by people with diabetes and
their health care providers in the Coalition area. This
patientheld mini-record provides an ongoing monitoring tool and empowers the patient to be an active
participant in his or her care management. More than
6,000 copies of the card have been printed and distributed in local communities throughout the Coalition
area, and people with diabetes report high levels of
satisfaction with its use.
Focus 2: Community development, empowerment, and education. The goals of this component of the project are
to create and expand opportunities for education and
health improvements in the communities where people
with diabetes and their families live, work, play, and
worship. The long-term goal is to promote and create
community ownership of the community-based activities. Specific intermediate goals are to:
1. Decrease economic barriers to care, thereby
increasing access to, and acceptability of, outpatient care, medications, supplies, and selfmanagement education;
2. Increase social support for healthy lifestyles;
3. Reduce the rate of emergency department use
for the care of uncomplicated diabetes.

The Coalition has hired and trained an interdisciplinary staff including nurse specialists in diabetes, epidemiologist, health educator, librarian, nutritionist,
resource coordinator, administrative specialists, and
lay community health advisors/advocates who work to
integrate the activities related to health systems change
and community development, empowerment, and education. Additionally, partner organizations including
four health systems, academic institutions, professional
organizations, community groups, and Greek sorority
chapters are also part of the REACH team. The Diabetes Initiative of South Carolina links the team with
more than 40 other organizations focusing on diabetes. The CDC provides technical assistance for the team.
Community and systems changes to reduce the identified disparities include community networking and
skill-building, health information network development
including resources and linkages, diabetes education
for self-management in clinical sites that is linked to
community-based case management for high-risk clients, continuous quality improvement teams, and expanded access to health services.
Five CHAs are actively engaging members of their
communities in activities designed to promote diabetes self-management. Prior work of others12–16 helped
the Coalition to develop the initial job descriptions for
the CHAs. The CHAs have further developed their
current roles in partnership with their communities
and neighborhood leaders. Examples of CHA group
interventions include health fairs, grocery store tours,
walking and talking groups, support groups, and community, clinic, and church-based educational programs.
Examples of CHA individual interventions include follow-up of missed health care appointments, linkage
with pharmacy assistance programs, and assistance with
obtaining diabetes supplies for self-management. Review of activity logs maintained by the CHAs suggests
community acceptance of this model of health care
and education. Other members of the REACH team
provide ongoing consultation and support for CHA
activities; however, the CHAs are the vital link between
community members and the health care system.
Another component of community development is
the establishment of the Health Information Network.
As part of this effort, the Coalition’s librarian has
worked with local libraries to update diabetes-related
materials. In addition, the libraries now use the bookmobile and the cybermobile to take diabetes information to the communities. The CHAs work with community members in helping them to access and use
diabetes-related information through partnered programs with local libraries.
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Focus 3: Coalition power, expansion, advocacy, and
sustainability. The goal of this aspect of the project is
to ensure long-term sustainability and linkages for actions to decrease, and ultimately eliminate, disparities
in diabetes care for AAs. Strategies designed to accomplish this goal include: (1) social action organizing; (2)
increasing media exposure; (3) disseminating lessons
learned through local, regional, and national professional presentations and publications in peer-reviewed
journals; and (4) developing and implementing a business plan for economic sustainability.
Methods for evaluating outcomes
Impact and outcome evaluations are categorized according to changes in people with diabetes (trust, selfefficacy, self-care, care-seeking behaviors, diabetes control), changes in health systems (health care and
education for diabetes, access to care, quality improvement), and changes in the Coalition. Future articles
will describe the comprehensive evaluation of the structure, processes, and outcomes of the REACH 2010
Charleston and Georgetown Diabetes Coalition, based
on our logic model.8 Coalition partners are using the
program’s three main foci—health systems change,
community development for empowerment and education, and Coalition power and sustainability—to first
improve health care disparities related to those quality
indicators for diabetes where disparities for AAs were
identified. The results of annual audits of 270 medical
records (AAs⫽158; whites/other⫽112) were used to
examine changes in health care disparities related to
diabetes care and control spanning the three-year period of the program.
Data sources, collection, and definitions. The four Coalition health system partners that provide ambulatory
health care for persons with diabetes and the REACH
2010 team evaluated care and outcomes for randomly
selected patients enrolled in each site, using the
MedQuest Clinical Data Collection Design System.11
The process was reviewed and approved by the Institutional Review Boards of the Medical University of South
Carolina (for each year) and by the CDC (for the
baseline year, 1999). Auditors were health professionals with master’s degrees who were trained by the
Professional Review Organization (Carolina Medical
Review) for South Carolina, and who entered data for
270 medical records into laptop computers. Data abstraction time averaged more than one hour per chart.
Sample size for each site was determined based on the
reported number of persons with diagnosed diabetes,
using a sample size calculator to achieve a confidence
level of 95% and a confidence index of 5% (alpha ⫽
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0.05) by clinical site. Thus, we are 95% sure that the
audit results by health system sites represent the community of 12,000 people with diabetes who receive
care in our partner health systems. Patient charts were
randomly selected from a listing of all patient records
coded for diagnosis of diabetes. Only charts indicating
at least one diabetes-related visit to one of the four
health systems in 1999 were audited. The sample includes 158 AAs and 112 whites. Data collected were
based on the indicators collectively known as the Diabetes Quality Improvement Project (DQIP), established
in 1998 by the Centers for Medicare and Medicaid
Services.11 DQIP measures include A1C test, A1C control, eye examination, lipid profile, lipid control, monitoring for diabetic nephropathy, blood pressure control, and foot examination. The data were entered
into the MedQuest Clinical Data Collection Design
System diabetes module created within an Excel spreadsheet.11 All data were de-identified, compiled, and analyzed by an epidemiologist.
Statistical analysis. Analyses were stratified by health
system partner (n⫽4) and combined for total population annually (n⫽270). The data were analyzed using
SAS statistical software. Group means by race were
calculated annually for each DQIP indicator and Chi
square and paired t-tests were used to determine level
of significance for each group.
Results in reducing disparities and improving care
An overview of the Coalition’s progress in meeting
specified objectives for the first two implementation
years (2000 and 2001) is presented in Tables 2 and 3.
Results were from data compiled from the medical
chart audits for the initial planning year (1999) and
two subsequent years (2000 and 2001).
After 24 months of program implementation, disparities were not observed for AAs with diagnosed
diabetes when compared to whites and others for annual A1C testing (21% difference in 1999); an annual
dilated eye examination or referral for an examination (22% difference in 1999); an annual lipid profile
(15% difference in 1999); annual kidney testing (28%
difference in 1999); and blood pressure control (11%
difference in 1999). Foot exams were documented for
31% more AAs than for whites/others at baseline and
21% at the end of 24 months. There were no significant
differences documented between races for the lipid
profile testing (total cholesterol, LDL, HDL, and triglycerides), A1C control (ⱕ7%), and LDL control at
baseline or end of year two. No significant changes for
AAs were observed for clinical diabetes education,
nutrition education or both, and A1C control over the
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Table 2. Data for people diagnosed with diabetes receiving at least annual testing or examination based on
data extracted from a random sample of 270 medical charts from four Charleston and Georgetown
Diabetes Coalition health systems (22 providers) (Diabetic population: whites=112; AAs=158)

Test

A1C Test
Foot exam
Dilated eye
exam or referral
Lipid profile
Renal microalbumin

Percent with diabetes receiving test
Baseline Year (1999)
AAs
Whites/Others

Implementation Year 2 (2001)
AAs
Whites/Others

⫾% change in AAs receiving
annual test over 2 years

62a
63a

83
35

73
85c

68
64

+11a
+22c

21a
37
15b

43
52
43

41
59
42

36
55
36

+20b
+22b
+27b

Significant racial differences between AAs and whites are indicated for each year in the column for AAs.
Change in AAs receiving annual test over 2 years (%) ⫽ percentage difference between AAs at Year 2 (2001) and Baseline Year (1999);
improvement is noted as a positive number.
a

p⬍0.05

b
c

p⬍0.01

p⬍0.001

two-year period. A significant widening of disparity in
the documented use of aspirin therapy was seen with
whites improving by 11% and AAs remaining unchanged. In whites, A1C testing decreased from 83%
to 68%, and kidney testing for microalbumin and documented diabetes/nutrition education had non-

significant decreases. Although significantly lower initially, after two years of program implementation, percentages of overall recommended testing for AAs compared favorably with percentages nationally for
Medicare patients with diabetes and also for those
enrolled in community plans.17

Table 3. Data for people with diabetes reaching targeted goals or receiving treatment based on
data extracted from a random sample of 270 medical charts from four Charleston and Georgetown
Diabetes Coalition health systems (22 providers) (Diabetic population: whites=112; AAs=158)

Percent with diabetes at goal

AAs

Whites/Others

AAs

Whites/Others

⫾% In AAs at
goal over
2 years

BPⱕ130/80 mm Hg

24

35

44

46

⫹20c

A1Cⱕ7%

59

48

54

57

⫺5

LDLⱖ130 mg/dL and on
lipid-lowering medication

56

50

72

63

⫹16

Baseline year (1999)
Test result

Implementation year 2 (2001)

Aspirin therapy

17

17

16

28

⫺1

Annual diabetes/nutrition
education

60

74

64

61

⫹4

a

Significant racial differences between AAs and whites are indicated for each year in the column for AAs. Change in AAs at goal over
2 years (%) =percentage difference between AAs at Year 2 (2001) and Baseline Year (1999); improvement is noted as a positive number.
a

p⬍0.05

b

p⬍0.001

LDL = low-density lipoprotein cholesterol
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CONCLUSIONS AND FURTHER ACTIONS
The Coalition has made significant progress in reducing some disparities related to diabetes care. Almost
all of the annual goals of the Coalition are being met,
but much work lies ahead. The Coalition will continue
to work to eliminate identified disparities and to improve diabetes management, care, and outcomes for
AAs with diagnosed diabetes in Charleston and Georgetown counties. It will continue to work to improve
testing until (1) ⬎95% of AAs with diabetes are obtaining recommended annual testing, and (2) the mean
testing results are closer to the desired levels for diabetes control so that risk factors for complications, especially cardiovascular disease and amputations, are decreased. The Coalition is continuing to refine the
process of examining secondary data and using geographical information mapping to work with communities and health systems. Communities and health
systems in the Coalition will identify methods for increasing diabetes self-management education and care
in community settings, and researchers will share recommendations made by the Task Force on Community Preventive Services.18–20 With its partners, the Coalition plans to evaluate the effectiveness of the
interventions it has selected. Evaluation reporting will
be expanded to focus on all components of the REACH
2010 evaluation logic model21 and the RE-AIM evaluation framework.22–24
Together with its partners, the Coalition is working
on continuity and sustainability with the aim of building healthier communities. The spirit of the Coalition’s
work is captured in a popular saying of the Coalition’s
community folk: “Grants come and go, but the community remains forever, and real partners don’t go away!”
REACH 2010: Charleston and Georgetown Diabetes Coalition and
Diabetes Initiative of South Carolina faculty, community team
members, and staff members who contributed to this article
include: Pam Arnold, MSN, APRN-BC-ADM; Ida Spruill, MSN,
MSW; John Colwell, MD, PhD; Lisa Kozlowski Reikert, MSN, CDE;
Cheryl Stepka-Tracey, MSN, MA, CDE; James Coleman, EdD; Yaw
Boateng, RD, MS, MPH; Phil Martin; Sharon Burns; Gloria Smith,
LPN; Latecia Abraham, MHA; Everlena Lance; Simone White;
Jeanette Jordan, MS, RD, CDE; Anna Johnson; Beverly Highland;
Sharon Cash; Susan Green; Ken Trogden; Roberta Pinckney;
Bernadette Pinkney, FNP, MSN; Tressa Delvin, MSW; Ronald
Ravenell, MHA; Ken Watkins, PhD; Marilyn Laken, PhD; Nelson
Gunter, MD, MPH; and Charleston’s Enterprise Community
leaders who helped develop the REACH 2010 partnership and
activities.
CDC REACH 2010 team members who contributed to this
article include: Pattie Tucker, RN, DrPH; Cynthia M. Morrison,
MSPH; and Thijuanie Lockhart.
The Coalition is funded by Racial and Ethnic Approaches to
Community Health (REACH) 2010, and this manuscript was
supported by Centers for Disease Control and Prevention Grant
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responsibility of the authors and do not necessarily represent the
official views of the Centers for Disease Control and Prevention.
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