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Objectives. This study assessed the
impact of the Office of Management and
Budget’s (OMB’s) 1997 revised standards
for thecollectionof raceandethnicitydata
onstatehealthdepartments,using theMas-
sachusetts Department of Public Health
(MDPH) as the primary example, and we
make recommendations for states’imple-
mentation of these standards.

Methods. After analyzing the re-
vised OMB standards, existing MDPH
data sets were assessed for the impact of
the revised standards on data collection,
tabulation, analysis, and reporting for
state health departments.

Results. The revised OMB stan-
dards will have an impact on the MDPH
and other state health departments. Sim-
ilarities and differences exist between
federal and state health agencies regard-
ing the purpose of data collection, tabu-
lation, analysis, and reporting. These
similarities and differences will affect
state implementation of the revised OMB
standards.

Conclusions. States need to plan for
the implementation of the revised OMB
standards and to understand the impact
of this revision on the collecting and re-
porting of public health data. The revised
OMB standards will introduce added
complexities to the collection and analy-
sis of race and ethnicity data, but they
will also produce a more nuanced un-
derstanding of the relationship of race
and ethnicity to the health of the Amer-
ican people. (Am J Public Health. 2000;
90:1714–1719)

In October 1997, the Office of Manage-
ment and Budget (OMB) announced its revi-
sions to the Standards for the Classification of
Federal Data on Race and Ethnicity,1 also
known as OMB Directive 15. The most dra-
matic aspect of the revised OMB standards is
the provision that enables reporting of multi-
ple races for individuals.The revised standards
additionally set a minimum of 5 race categories
and mandate the placement of a separate His-
panic identifier question preceding the race
question in all data sets for which self-
identification is the mode for reporting race.1

The revised standards will introduce added
complexity to the collection and analysis of
race and ethnicity data. However, these stan-
dards also have the potential for producing a
more nuanced understanding of the relation-
ship of race and ethnicity to the health of the
American people and for creating more appro-
priately targeted and more effective public
health programs.

The revised OMB standards instruct “fed-
eral programs . . . [to] adopt the standards as
soon as possible, but not later than January 1,
2003, for use in household surveys, adminis-
trative forms and records, and other data col-
lections.”1(p58782) Although the revised OMB
standards do not explicitly affect state and local
public health agencies, their impact will in fact
be profound. Many core state public health data
sets, such as those for births, deaths, AIDS sur-
veillance, cancer incidence, and sexually trans-
mitted disease incidence, are implemented
through federal funds, and they will be ex-
pected to meet the revised OMB standards.
Additionally, state public health agencies will
likely seek to maximize comparability between
data sets implemented with and without federal
funds, resulting in the use of the revised OMB
standards for additional state data sets. Fur-
thermore, states will need to have agreement
between race categories used in the collection
of health events for use as numerators in cal-
culating population-based rates and race cate-
gories used in the US census as denominators.

Finally, with encouragement from the Centers
for Disease Control and Prevention, states are
promoting integration among categorically
driven public health data sets, which will also
increase the use of the revised OMB standards
for state public health agencies.2–4

Queries in April 2000 by the Massachu-
setts Department of Public Health (MDPH) to
state public health agencies revealed a wide
range of preparedness for the implementation
of the revised OMB standards. Of 18 re-
sponding states, 2 have already drafted guide-
lines for data collecting and reporting to com-
ply with the revised OMB standards. Seven
states have examined the revised OMB stan-
dards and have initiated planning. However, 9
other states have either failed to start planning
for implementation or failed to recognize the
potential impact on state information systems.

In this article, we assess the likely practi-
cal impact of the revised OMB standards on
state health agencies, using the MDPH as the
main case example. On the basis of that as-
sessment, we also provide state-level recom-
mendations for federal and state implementa-
tion of the revised OMB standards.

Practical Impact of the Revised
OMB Standards on State Public
Health Agencies

Similarities and differences between state
and federal public health agencies regarding the
purpose of data collection, data collection con-
straints, tabulation, analysis, and reporting will
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TABLE 1—Birth Outcomes for Black Women and Infants When Cape Verdeans and Dominicans Are Included Compared With
When Cape Verdeans and Dominicans Are Not Included: Massachusetts, 1997

No. of Births % Low Birthweight Infant Mortality Rate

Boston
Black, with Cape Verdeans and Dominicans 3072 12.0 10.7
Black, not including Cape Verdeans and Dominicans 2551 12.3 12.9

New Bedford
Black, with Cape Verdeans and Dominicans 172 9.9 NA
Black, not including Cape Verdeans and Dominicans 106 12.3 NA

Massachusetts
Black, with Cape Verdeans and Dominicans 7410 10.6 10.4
Black, not including Cape Verdeans and Dominicans 5586 11.4 11.1

Note. Infant mortality rates are per 1000 live births. Low birthweight denotes infants weighing less than 2500 g (5.5 lbs) at birth. NA=not
available because the number of infant deaths in 1997 was too small for the calculation of reliable rates.

Data source. Massachusetts birth certificates and death certificates (for infant mortality), 1997; Registry of Vital Records and Statistics,
Bureau of Health Statistics Research and Evaluation, Massachusetts Department of Public Health.

largely determine the impact of the revised OMB
standards on state public health agencies. These
similarities and differences are explored below.

Purpose of Public Health Information
Systems

State and federal public health information
systems share the common purpose of pro-
viding data for ongoing monitoring of health
trends to identify health priorities and to con-
duct program evaluations. However, other pur-
poses of federal and state public health data
systems differ. At the federal level, data sys-
tems such as the births component of the Vital
State Cooperative Program are used to iden-
tify high-need states or demographic groups
with high needs nationally.5 At the state level,
the same data systems may be used to identify
individuals, block groups, or neighborhoods
at high risk and requiring public health inter-
vention services. For example, in Massachu-
setts, birth data are used to locate newborns
who failed to receive screening at birth, to ini-
tiate infant immunization records in the Mas-
sachusetts Immunization Information System,
and to identify infants requiring early inter-
vention services.

The differences in purpose between state
and federal public health information systems
hold implications for state implementation of
the revised OMB minimum standards. States
with heterogeneous racial and ethnic popula-
tions will require race and ethnicity data at a
substantially greater level of detail than man-
dated by the revised OMB standards; the new
data requirements will enable the targeting and
designing of services for specific ethnic groups.
The current Massachusetts birth certificate, for
example, allows mothers and fathers to choose
from 39 ethnic and national categories for self-
identification. Analyses of Massachusetts birth
certificate data reveal that ethnic variation in

birthweight among subgroups of Blacks and
subgroups of Hispanics is often as great as vari-
ation between the broad racial groups.6,7 Analy-
sis of births in Massachusetts to Chinese and
Southeast Asian mothers demonstrates that the
mother’s birthplace, as well as race and eth-
nicity, substantially affects birthweight.8

The salience of ethnic detail for program
targeting and design may increase from federal
tostate to local levels.Theclassificationofsome
groups may be inconsequential at the federal
level but may raise major issues for evaluating
public health needs and targeting public health
services at state and local levels. For example,
64%ofCapeVerdeansand96%ofDominicans
who gave birth in Massachusetts in 1997 clas-
sified their race as “Other” on the birth certifi-
cate. Reclassifying CapeVerdean and Domini-
can births and infant deaths from “Other” to
“Black,” as mandated by National Center for
HealthStatisticsguidelines (unpublished infor-
mation, National Center for Health Statistics,
1996), would decrease the Massachusetts
statewide1997Black infantmortality rate from
11.1deathsper1000livebirths to10.4per1000,
and theBostonBlack infantmortality rate from
12.9 per 1000 to 10.7 per 1000 (see Table 1).
Guidance for the appropriate classification of
racial andethnicgroupswithsmallnumbersna-
tionally but concentrated locally may best de-
rive from experience at state and local levels.

Data Collection Constraints

Both state and federal agencies with re-
sponsibility for public health data collection
will struggle with issues regarding use of the
broad race categories included in the revised
OMB standards. However, state and federal
public health data collection constraints differ
in 2 respects, which may affect state imple-
mentation of the revised OMB standards. First,
the proportions of data sets in which race and

ethnicity are collected through self-report, ob-
servation, and medical or administrative record
review differ at federal and state levels. Re-
view of the National Center for Health Statis-
tics’Web site indicates that approximately 59%
of its 17 mentioned data sets use self-report to
generate race information, while 41% include
race categorization based on record review or
observation.9 In contrast, of 27 MDPH sur-
veillance and programmatic data sets that in-
clude race designation, approximately 70% are
based on observation, record review, or some
combination of sources.

Thesourceofraceandethnicitydata—self-
report, observation, or record review—may af-
fectwhether informationsystemsusetherevised
OMB standard’s 2-question race and ethnicity
format (which contains the separate Hispanic
identifier question followed by the 5-race-
categoriesquestion)orthesingle-questionformat
(whichcontainsthe5racecategoriesandtheHis-
panic identifier in 1 combined question). Infor-
mation systems relying on observer and record-
reviewraceandethnicitydatamaybemorelikely
touse thesingle-questionraceandethnicity for-
mat,aspermitted in therevisedOMBstandards.
State public health agencies must develop con-
sistent and uniform algorithms for reconciling
race and ethnicity data derived from data sets
based on self-report, using the 2-question race
andethnicityformat,withraceandethnicitydata
derived from data sets based on observation or
record review,using thesingle-question format.

The second difference lies in state con-
tractual responsibilities for data reporting in
categorical programs to federal agencies, and
especially the current lack of consistent race
and ethnicity standards in federally mandated
data sets. States have responsibility for col-
lecting and, in many cases, transmitting on-
going public health surveillance and pro-
grammatic data to various federal agencies.
Currently, programs housed within the Cen-
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ters for Disease Control and Prevention, the
National Institutes of Health, the Health Re-
sources and Services Administration, and
other federal agencies sometimes use differ-
ing formats, categories, guidelines, and re-
quirements for race and ethnicity data col-
lection. For example, the current US standard
certificates of live birth and death follow a
2-question format, with a separate Hispanic
origin identifier preceding a race question.10

In contrast, the National Cancer Institute’s
Surveillance, Epidemiology, and End Results
(SEER) program uses 27 individual race cat-
egories, including “Other” and a separate
Hispanic-origin field. For reporting purposes,
data are presented for each group individu-
ally and an aggregated Asian category is not
presented.11 State public health agencies will
need standardization in implementing the re-
vised OMB standards across and within all
federal agencies with responsibilities for pub-
lic health data collection, to engender con-
sistent race and ethnicity data collection in
diverse information systems.

Data Tabulation, Analysis, and
Reporting

To identify historical trends and changes
in health status and outcomes requiring pro-
grammatic responses, both state and federal
public health agencies will need to compare
raceandethnicitydatacollectedbyusing the re-
vised OMB standards with race and ethnicity
data collected by using earlier formats. State
public health agencies, like their federal coun-
terparts, will need to develop methods for tab-
ulating the 63 categories of race data resulting
from the revised OMB standards. These tabu-
lation methods should be economical in pres-
entation and consistent across multiple data
sets.12 Both state and federal agencies will also
need intercensal population denominator data
to construct population-based rates for the
9 years between the decennial censuses. Fur-
thermore, state and federal agencies need to de-
velop algorithms for coding responses to the
“Other” race category response included in the
year 2000 census and the forthcoming new US
standard certificate of live birth, but not in the
revised OMB standards.1,13 Despite these sim-
ilarities, 3 substantial differences separate state
and federal data tabulation, reporting, and
analysis of race and ethnicity data.

The first difference is in the choice of
techniques to “bridge” race and ethnicity data
collected under the revised OMB standards
with data collected with earlier formats. These
bridging estimates constitute “prediction[s]
of how the responses would have been col-
lected and coded under the old standard.”14(p61)

The Tabulation Working Group of the Inter-
agency Committee for the Review of Stan-

dards for Data on Race and Ethnicity has de-
scribed several different bridging methods.
One major distinction between alternative
bridging methods is whether “an individual’s
responses are assigned to a single racial cat-
egory (termed whole assignment) or to mul-
tiple categories (termed fractional assign-
ment). Whole assignment can be based on a
set of deterministic rules or based on some
probabilistic distribution.”14(p63)

The distinctions between whole and frac-
tional assignment on the one hand and deter-
ministic or probabilistic rules for assignment on
the other hand yield a multiplicity of alterna-
tive bridging techniques. The Tabulation Work-
ing Group has specified 4 deterministic whole
assignment techniques (smallest group, largest
group, largest group other than White, and plu-
rality), 2 deterministic fractional assignment
techniques (equal fractions and National Health
Interview Survey [NHIS] fractions), and 2
probabilistic whole assignment techniques
(equal selection probabilities and NHIS selec-
tion probabilities).14

State choice of bridging techniques may
depend partly on the specifics of each state’s
race and ethnic mix. States possessing higher
state and local concentrations of multiple-race
respondents and respondents who do not rec-
ognize the revised OMB standards’categories
as valid for themselves will confront the need
to choose bridging techniques that do not min-
imize estimates of the size of these populations.
State choice of bridging technique could hold
important implications for state public health
agencies and could even affect reporting of
which minority group is the largest or most rap-
idly growing in a particular state. It could have
an impact more at the local level, depending
on the geographic distribution of minorities in
the population. In an effort to simulate the po-
tential impact of multiple-race selection, ma-
ternal and paternal race from Massachusetts
birth certificates were examined. Single-race
infants, whose parents were of the same race,
and biracial infants, whose parents were of dif-
ferent races, were assigned to race categories on
the basis of 4 bridging techniques.Table 2 pre-
sents the findings for Massachusetts and for
Boston, which is more racially diverse than the
state as a whole. In Boston, the assignment of
infants according to the smallest-group bridg-
ing technique yielded a count of 2348 White
infants, compared with 2525 White infants by
the equal-fraction technique, a difference of
7.5%. In comparison, the corresponding data
for Massachusetts produced a difference of only
4% between the 2 bridging techniques, or
56777 White infants by the smallest-group
technique compared with 59074White infants
by the equal-fraction technique.

Owing to the focus of state public health
agencies on identifying population groups

needing services, the impact of the choice of
bridging technique on reporting of outcome
measures will be especially important. Table 3
presents the variation in the outcome of infant
mortality after the reallocation of biracial in-
fants (on the basis of maternal and paternal
race) to single-race groups by using 4 different
bridging techniques. The impact of alternative
bridging techniques on reported infant mor-
tality rates is greatest for Black infants, with a
5.5% difference in infant mortality rate be-
tween the smallest-group and the largest-group
bridging techniques.

The priorities that Massachusetts will at-
tach to the 7 criteria for assessing bridging and
future tabulation methods presented in the
OMB’s Draft Provisional Guidance on the Im-
plementation of the 1997 Standards for the Col-
lection of Federal Data on Race and Ethnic-
ity14 will differ from those emphasized by
federal agencies. “Understandability and com-
municability” and “ease of use” will constitute
the major criteria for Massachusetts in deter-
mining choice of a bridging technique. Proba-
bilistic and fractional assignmentbridging tech-
niques are less likely to be used by states than
deterministic whole assignment techniques,
owing to difficulties in communicating such
probabilistic and fractional assignment bridg-
ing techniques to the public.

The second difference between state and
federal approaches to tabulation, analysis, and
reporting of race and ethnicity data relates to
differential needs for denominator data. Both
state and federal agencies will need accurate
and flexible denominator data to construct
population-based rates. The primary federal
interest will be in the use of denominator data
for calculating national and state rates. How-
ever, states are confronted with the need for
population denominators to provide data for
program intervention and targeting at sub-
state levels. States will need intercensal pop-
ulation denominators, by age, sex, and race,
at county, city, and town levels. States must
develop ongoing sources of reliable inter-
censal population estimates for substate areas.
Federal guidelines will need to be established
for assisting states in producing reliable and
consistent intercensal population estimates
and for dealing with such issues as missing
race and ethnicity data for small substate
areas. Similarly, additional federal tabulation
guidelines beyond those contained in the re-
vised OMB standards may be needed for as-
sisting states in aggregating race categories
for those small substate areas in which small
denominators would preclude constructing
rates or even presenting data for any but the
largest race/ethnicity groups.

The third difference between state and
federal approaches lies in the need, as deter-
mined by the revised OMB standards, for re-
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TABLE 2—Comparison of Racial Distribution After Allocation of Biraciala Infants by Using 4 Bridging Techniques14:
Massachusetts, 1997

Deterministic Whole Assignment Deterministic Fractional 
Smallest Groupb Largest Group Other Than Whitec Largest Groupd Assignment—Equal Fractionse

Boston
White 2348 2348 2702 2525
Black 1810 2012 1727 1858
Asian/Pacific Islander 587 576 480 534
American Indian 27 9 1 14
Other 1618 1445 1480 1459

Massachusetts
White 56777 56777 61370 59074
Black 5628 5059 3838 4733
Asian/Pacific Islander 3832 3699 2814 3323
American Indian 264 189 22 143
Other 8365 9142 6822 7594

aBiracial is defined as having parents of different races on the basis of maternal and paternal race as reported on the birth certificate. In
1997, 9.1% of infants in Boston and 7.3% of infants statewide were biracial.

bAssigns responses of more than 1 racial group into the smallest group.
cAssigns responses of more than 1 racial group into the largest group other than White.
dAssigns responses of more than 1 racial group into the largest group.
eAssigns equal weights to each racial group identified.
Data source. Massachusetts birth certificates and death certificates (for infant mortality), 1997; Registry of Vital Records and Statistics,

Bureau of Health Statistics Research and Evaluation, Massachusetts Department of Public Health.

TABLE 3—Impact of Bridging Methods on the Calculation of Infant Mortality Rates: Massachusetts, 1997

Deterministic Whole Assignment Deterministic Fractional 
Largest Group Assignment—

Smallest Groupa Other Than Whiteb Largest Groupc Equal Fractionsd

Deaths Births IMR Deaths Births IMR Deaths Births IMR Deaths Births IMR

White 234 56777 4.1 234 56777 4.1 256 61370 4.2 245.0 59073.5 4.1
Black 51 5628 9.1 47 5059 9.3 37 3838 9.6 44.0 4733.0 9.3
Asian/Pacific Islander 13 3832 3.4 12 3699 3.2 9 2814 3.2 11.0 3323.0 3.3
American Indian 2 230 NA 2 189 NA 0 22 0.0 1.0 143.0 NA
Other 37 6045 6.1 49 9142 5.4 42 6822 6.2 43.0 7593.5 5.7

Note. Infant mortality rates (IMR) are identified.
aAssigns responses of more than 1 racial group into the smallest group.
bAssigns responses of more than 1 racial group into the largest group other than White.
cAssigns responses of more than 1 racial group into the largest group.
dAssigns equal weights to each racial group identified.
Data source. Massachusetts birth certificates and linked infant birth–death file (for infant deaths), 1997; Registry of Vital Records and

Statistics, Bureau of Health Statistics Research and Evaluation, Massachusetts Department of Public Health.

coding the responses in the “Other” race cat-
egory included in the year 2000 census and in
the new US standard certificate of live birth.13

In Massachusetts, groups such as Cape Ver-
deans and Dominicans, with relatively small
numbers nationally but high concentrations
locally, will be especially likely to indicate
their race as “Other.” Since use of federal
guidelines to reclassify such “Other” race re-
sponses into the categories included in the re-
vised OMB standards could misrepresent the
racial and ethnic self-identification of such
groups, states may need to develop guidelines
different from those developed by the Bureau
of the Census or the National Center for Health
Statistics.

Recommendations for State
Implementation of the Revised
OMB Standards

Educate State Health Departments

State health departments need to be in-
formed about the implications of the revised
OMB standards for state and local collection of
public health data and about how the standards
should be implemented. To make such educa-
tion most appropriate, it should be based on
an immediate assessment of the activities cur-
rently under way to implement the revised
OMB standards in each state health agency.
Given the magnitude of the impact of the re-

vised OMB standards on state health agencies,
the Centers for Disease Control and Preven-
tion should consider holding an educational
and training conference directed at state pub-
lic health programmatic and surveillance staff.

Develop Working Partnerships Between
Federal and State Public Health
Agencies

Consistent and sensible state implemen-
tation of the revised OMB standards can occur
only if federal and state agencies form work-
ing partnerships to identify and develop uni-
form solutions to such issues as bridging, in-
tercensal estimation of small-area population
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denominators, and consistency between race
and ethnicity classification in self-reported,
observer-based, and record review–based data
sets. Such solutions must be in accordance with
the revised OMB standards and must also meet
state needs and constraints. States are looking
to the federal government to promulgate con-
sistent guidance across federal health agencies
to provide uniform direction to state efforts.

Develop Working Partnerships With
Community Groups

State public health agencies should form
working partnerships with the affected groups
in each state to develop appropriate data col-
lection, tabulation, and reporting strategies.

Educate Data Providers and Collectors

Data providers and collectors such as
physicians, public health nurses, hospitals,
neighborhood health centers, nursing homes,
and funeral directors—as well as the public—
must be educated about the revised OMB stan-
dards and encouraged to use self-report when-
ever possible in obtaining and reporting race
and ethnicity data. Education campaigns di-
rected at data providers can be launched feder-
ally and implemented at the state level, similar
to the education campaign launched to increase
participation in the year 2000 census or theAus-
tralian campaign to educate data providers about
the need for self-report of race for individuals
of Aboriginal and Torres Island descent.15–18

Simulate Bridging With Existing Data Sets

State public health agencies should use
existing data sets, such as births, to simulate
the effects of different bridging techniques on
estimates of health status and health outcomes.

Focus on Ethnicity

In addition to meeting the minimum stan-
dards for thecollectionof racedata, statesshould
collect, present, and analyze data on detailed
race/ethnicity for participants in public health
programsand trackhealth statusandhealthout-
comes. Focusing on ethnicity rather than race
may provide state public health agencies with
more useful data for program targeting.

Construct Small-Area Intercensal
Population Estimates

State public health agencies will need to
develop statewide and small-area intercensal
population estimates for all single-race,
multiple-race, andethnicitygroups, and identify
newsources for informing thoseestimates, such
as the newAmerican Community Survey.19

Improve Coordination Within and
Between State Public Health Agencies

State public health agencies will need to
develop consistent guidelines for implemen-
tation of the revised OMB standards for di-
verse data sets and will need to champion con-
sistent implementation across different states.

Conclusions

Implementation of the revised OMB stan-
dards for the collection of race and ethnicity data
has the potential to substantially increase the
current administrative burden on data providers
and data collectors. Data providers must be in-
formed and educated, electronic and manual
data collection and tabulation systems must be
reprogrammed and revised, numerous method-
ological decisions must be made, and the pub-
lic must be comprehensibly informed. Imple-
mentation of the revised OMB standards also
has the potential to increase variation between
different data sets and different states in race
and ethnicity data collection, tabulation, analy-
sis, and reporting. However, the revised OMB
standards provide state and federal public health
agencies with an important opportunity to col-
lect, tabulate, and analyze data on program par-
ticipation and community health that more ac-
curately reflect the racial and ethnic nuances of
contemporary American society. Health status
and health outcomes vary not just by race but
also by ethnicity, generation in the United States,
acculturation, place of birth, and economic po-
sition. While the revised OMB standards will
not provide the detailed data on ethnicity, gen-
eration, place of birth, acculturation, and eco-
nomic position necessary for fully understand-
ing the relationship of race and ethnicity to health
status and outcomes, the standards do reflect an
important step in moving beyond a simplistic
concept of race and its impact on health.

AsindicatedintherevisedOMBstandards,
“the categories in this classification are social-
politicalconstructsandshouldnotbeinterpreted
as being scientific or anthropological in na-
ture.”1(p58788) Race categories in the US census
havechangedfrequentlyduringthe20thcentury
to reflect changing political and cultural
norms.20–29 Race categories will continue to
change in future censuses, and federal and state
public health agencies need to anticipate these
changes through thedevelopmentof techniques
that enable bridging of race data both retrospec-
tivelyandprospectively.Detailedethnicitycate-
gories may be more likely to reflect the demo-
graphic realities of American society than
contemporary political and cultural norms, and
capturingethnicdetailholdsthepotential forpro-
vidingavalidover-timebridgeforunderstanding
public health trends.
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