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Registration Form and Invoice

The last date to pre-register is January 7, 2000.
After this date you must register at the conference
Partnerships for Health In the New Millennium: Launchlng Healthy People 2010

Complete one form per person s Copy thls blank page for addltlonal reglstrants

Name Degree
Title

Organization/Company/Agency
Mailing Address

City State ZIP
Telephone Fax
E-mail Web site

Check Applicable Fees

Non-profit: Government agencies, academic institutions, non-profit organizations * For-profit: Commercial companies, for-profit organizations
Fee includes admission to all sessions, functions in the exhibit hall, and fitness activities of the conference.

December 9 - January 7: Onsite: Daily: Students:*
[ Non-profit: $450 () Non-profit: $550 (O Non-profit: $200/day [ Full registration: $125
[ For-profit: $750 (1 For-profit: $850 (d For-profit: $300/day [ Daily registration: $50/day

L

Student eligibility: must be enrolled in full-time program. Please provide a letter from the administrative office verifying your
full-time status.

3 Student letter from administrative department attached.

Method of Payment

(1 Enclosed is a check made payable to: Infinity Conference Group, Inc. Escrow Account

(1 Federal and State agencies may submit a purchase order with application. Payment is by Purchase Order Number #
A copy of the purchase order must accompany your Registration Form

Credit Card No. Exp J MC [ VISA J AMEX
Signature Date

Return completed form to Partnerships for Health, c/o Infinity Conference Group, 423 Carlisle Drive, Suite A, Herndon, VA 20170.
Fax credit card or purchase order payments to 1-703-925-9453.
Registration will only be confirmed upon receipt of the registration fee along with the form.
Checks and Purchase Orders must have participants names listed. Please use this form as an invoice (see top of page).

Refunds
Refund request(s) must be in writing and faxed or postmarked by January 3, 2000. A $25 administrative fee will be assessed. No
refunds can be given after January 3, 2000.

Please check the appropriate box(es) for the credit(s) you wish to attain. Approval for these continuing education credits are pending.

1 Category | CHES CECH from the Society for Public Health Education (SOPHE) which has been designated as a provider of
Continuing Education Contact Hours by the National Commission for Health Education Credentialing.

[d Category | Credit toward the Physician’s Recognition Award of the American Medical Association from the American College of
Preventive Medicine (ACPM). ACPM is accredited by the Accreditation Council for Continuing Medical Education to sponsor
continuing medical education for physicians.

(O AAPA accepts AMA Category | CME credit for the PRA from organizations accredited by ACCME.

(1 Contact Hours from the Maryland Nurses Association which is accredited by the American Nurses’ Credentialing Center’s
Commission on Accreditation.

(0 Continuing Professional Education Credit for Registered Dietitians and Dietetic Technicians, Registered from the Commission on
Dietetic Registration.

[ Continuing Education Units (CEUs) from the American School Food Service Association.

Accommodations for Persons with Disabilities

Will you need a sign language interpreter? (] Yes [] No
If yes, please indicate type needed: (] American Sign Language [ Signed English (] Oral
Please list any other requirements that may require special arrangements. Advance notice of at least seven days prior to the event is required.

FOR OFFICE USE ONLY
Date Received Entered by Date entered Confirmation Letter
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Junuary 24-28, 2000
Omni Shoreham Hotel o Washington, DC

Join Secretary Shalala and
Surgeon General Satcher in launching
the nation’s new prevention agenda

Conference Themes
Partnering for Health Improvements

Eliminating Health Disparities
Increasing Quality and Years of Healthy Life
Harnessing Technology for Health

Earn Continuing Education Credits

=%

) i e in the New Millennium:
77 | Launching Healthy People 2010

PARTNERSHIPS Partnerships for Health

For More Information
www.health.gov/partnerships
1-800-869-1551



Please pass this 359 words article onto your editors for your use in newsletters,
magazines, and Web sites:

Healthy People 2010: A Path to the Future
By Surgeon General David Satcher

Ten years from now Americans on the whole should enjoy substantially
better health. Guiding the way will be Healthy People 2010, the U.S.
Department of Health and Human Services (HHS) initiative being
launched on January 25, 2000. Healthy People 2010 defines the
nation's health agenda through broad reaching goals. It is a roadmap
showing opportunities for improvements in health that is grounded in
science, built through public consensus and, designed to measure
progress.

Joining me at the launch will be Secretary Donna Shalala, former
Secretary Louis Sullivan, former Surgeon General and Assistant
Secretary for Health Julius Richmond, many former Assistant
Secretaries, and other leaders and representatives of the more than
350 organizations of the Healthy People Consortium.

HHS Secretary Donna E. Shalala describes Healthy People as an
initiative that "Identifies the most significant opportunities to
improve the health of the nation and to focus public and private
sector efforts on those areas."

The launch of Healthy People 2010 will take place at the Partnerships

for Health in the New Millenium conference at the Omni Shoreham Hotel
in Washington, DC (information available at
www.health.gov/partnerships or call 1-800-869-1551). The conference
will also host the release of "Leading Health Indicators," a subset of
objectives that define key health issues that can motivate action and

exert positive influences over health outcomes. They will become

basic building blocks for community health initiatives and help

monitor health improvements by targeting behaviors.

The experience and expertise of so many in the medical and health
professions have helped us cross the finish line with an excellent
national prevention agenda for the next decade. It is indeed
rewarding to think how far the health of the nation has improved since
the first Healthy People initiative was launched 20 years ago. But,
many challenges remain and they form the foundation of Healthy People
2010. Improving the health of the Nation is a long-term investment
requiring the participation of all, including the leaders and members
of (EDITOR: INSERT YOUR ORGANIZATION'S NAME HERE IF
YOU ARE MEMBER OF THE HEALTHY PEOPLE CONSORTIUM).
Together, through the goals of Healthy People 2010, we can forge solutions
to the challenges of the new era.

###
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e national conference

Help launch the nation’s public health goals—and find out how to achieve

them in YOUR community—even if you can’t come to Washington!

The Event

Healthy People 2010—which will announce
the nation’s health goals for the next
decade—will be launched at the national
conference, Partnerships for Health in the
New Millennium. Launching Healthy People
2010. Major sessions of this conference will
be broadcast on the Internet and via
satellite.

How You Can Tune In

To bring this vital information to you, the
U.S. Department of Health and Human
Services will be broadcasting major
sessions:

» On the Web via http://videocast.nih.gov
» Via satellite (for specifications, check
http://www.health.gov/partnerships/)

Featured Programming

(Subject to change; ADDITIONAL
SESSIONS WILL BE BROADCAST. Check
Web site for updates.)

TUESDAY, Jan. 25

= 8:30-10:15 a.m. ET: Welcoming
Remarks and Launch of Healthy
People 2010. Learn the history and
purpose of Healthy People. Features
HHS Secretary Donna Shalala, Surgeon
General David Satcher, and others.

= 10:30 a.m.-Noon ET:
Congressional Initiatives to
Improve Health. Key Senators and

Representatives discuss Congressional
health initiatives.

Noon-3:15 p.m. ET: Rebroadcast
of morning sessions.

WEDNESDAY, Jan. 26

3:30-5 p.m. ET: Translating
Healthy People to State and
Community Action. How to take the
Healthy People 2010 goals and design a
plan for achieving them in your
community.

THURSDAY, Jan. 27

10:30 a.m.-Noon ET: Eliminating
Health Disparities. Approaches to
identifying and eliminating health
disparities.

1:30-3 p.m. ET: Using a
Community Agenda to Mobilize
Action on Healthy People 2010
Objectives. Experts discuss how we
can mobilize community resources to
improve health.

FRIDAY, Jan. 28

10:30 a.m.-Noon ET: Health and
Information Technology: The Road
Ahead. How the explosive
developments in information and
communications technology can be used
to improve health and health-related
information.

1:30-3 p.m. ET: Healthy People in
a Healthy World. A global view of
health.

Go to http://www.health.qov/partnerships/ for the latest on the broadcast
schedule, downlink information, and continuing education credits.




HHS NEWS

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

FOR IMMEDIATE RELEASE Contact: Damon Thompson
Friday, Dec. 17, 1999 - (202) 205-1842

NEW NATIONAL HEALTH GOALS TO BE RELEASED
Healthy People Initiative Sets Agenda for New Century

- HHS Secretary Donna E. Shalala and Assistant Secretary for Health and Sur;geon General
David A. Satcher will release the Healthy People 2010 initiative at the HHS-sponsored Partnerships
for Health in the New Millennium conference at the Omni Shoreham Hotel in Washington, D.C.,
from January 24-28,2000. Healthy People 2010 contains broad-reaching national health goals for
the ﬁrst decade of the new century. :

"Healthy People is a simple yet powerful idea," Secretary Shalala said. "It is a roadmap to
better health that provides diverse groups with the knowledge they need to work together to improve
the health of all Americans."

"The Healthy People agenda forecasts what can be achieved through lifestyle improvements
and good preventive care,” said Dr. Satcher. "With the launch of Healthy People 2010, . we will
celebrate the progress of the nation with a new health agenda for a new era.”

Since its inception in 1979, Healthy People has moved the nation from assessing health status
to projecting and forecasting what is possible to achieve through preventive interventions and proven
clinical preventive services. The initiative provides a time capsule snapshot of the progress of the
health of the nation in the last part of the century. Healthy People has enjoyed the bipartisan support
of four administrations. Many former and current HHS assistant secretaries, along with other high-
ranking government officials, will be participating in the launch.

- Healthy People 2010, the third set of decade-long goals, addresses the scenarios and trends
of the upcoming decade, including a larger, more diverse, aging population and a host of new health
risks such as emerging infectious diseases. The initiative also calls for a refocusing of health policies
and expenditures on the long-term investment for a lifetime of good health.

The January 24-28 conference is a joint meeting of the Healthy People Consortium and the
Partnerships for Networked Consumer Health Information and is expected to draw a wide audience
of public and private sector participants. It will focus on four themes: Partnering for Health
Improvements; Eliminating Health Disparities; Increasing Quality and Years of Healthy Life; and
Harnessing Technology for Health. Dr. Satcher will give the keynote address for the closing session,
A Healthy Charge to the Nation.

- More -



S

Healthy People originated with a 1979 report by the U.S. Surgeon General that established
- five life-stage targets to be achieved over a 10-year period. Currently, most states and many
localities use the Healthy People framework to guide local health policies and programs. Many will
be releasing their own adapted versions of Healthy People 2010 throughout the coming years.
- Healthy People 2010 is the result of a broad consultation process, including unprecedented public
response—over 11,000 comments on the -draft document were received. The Healthy People
Consortium is a public-private alliance of over 350 national organizations and 270 state agencies that -
help guide the initiative. '

Partnerships for Networked Consumer Health Information examines the ever-expanding role
. of technology in promoting health and preventing disease. Sponsored by HHS, it brings together .
the public and private sector to promote development of interactive telecommunication and computer
technologies that help consumers take greater responsibility for their health. At the conference, the
unique Partnershibs Technology Games will showcase cutting-edge applications and-Web sites,
offering $5000 in prizes for innovation and excellence. '

Conference sponsors include the HHS Office of Public Health and Science and many other
HHS agencies. Non-federal sponsors include the Academy for Educational Development, the
Annenberg Public Policy Center of the University of Pennsylvania and the Annenberg School for
Communication for the Technology Games and Showcase.

i

For Partnerships for Health in the New Millennium conference registration information, call 1-800-
869-1551, email partnerships @health.org, or go to http://www.health.gov/partnerships.

Note: For other HHS Press Releases and Fact Sheets pertaining to the subject of this announcement,
please visit our Press Release and Fact Sheet search engine at: hitp://www.hhs.gov/news/press/.




HEALTHY PEOPLE 2010

Healthy People in Healthy Communities

What is Healthy People 2010?

Healthy People 2010 is the prevention agenda for the Nuatron. [tis a statement of national health
objectives. designed to 1dentify the most significant preventable threats to health and to establish
national goals to reduce these threats. Healthy People 2010 offers a simple but powerful ideu:
provide the objectives in a format that enables diverse groups to combine their efforts and work
as a team. Itis a road map to better health for all and can be used by many different people.
States. communities. professional organizations, and groups to improve health.

Healthy People 2010 builds on initiatives pursued over the past two decades. The 1979 Surgeon
General’s Report. Healthy People, and Healthy People 2000: National Health Promotion and
Disease Prevention Objectives both established national health objectives and served as the basis
for the development of State and community plans. Like its predecessors. Healthy People 2010
was developed through a broad consultation process. built upon the best scientific information
and designed to measure programs over time.

Development of Healthy People 2010 Objectives

The 28 focus areas of Healthy People 2010 have been developed by lead Federal agencies with
the most relevant scientific expertise. The development process was informed by the Healthy
People Consortium=-an alliance of more than 350 national membership organizations and 250
State health. mental health, substance abuse, and environmental agencies. Additionally, through
aseries of regronal and national meetings and an interactive Web site more than 11,000 public
comments on the dralt objectives were received. Public comments are posted at

www heulth.vov/healthypeople for people to use in their own health improvement efforts. The
Secretary’s Council on National Health Promotion and Disease Prevention Objectives for 2010
also provided leadership and advice in the development of national health objectives.

State and Community Health Objectives

Nearly all States. the District of Columbia, and Guam have developed their own Healthy People
plans. Most States have butlt on national objectives. but virtually all have tailored them to their
specific needs. A 1993 National Association of County and City Health Officials survey showed
that 70 percent of local health departments used at least some Healthy People 2000 objectives.
Manyv States. working with community coalitions. wre now developing their own versions of
Healthy People 2010. The Healthy People 201() Toolkit, which provides examples ol State and
national experiences in setting and using objectives, is available on the Web.

Using Healthy People Objectives

Healthy People objectives have been specified by Congress as the measure for assessing the
progress of the Indian Health Care Improvement Act. the Maternal and Child Health Block
Grant. and the Preventuive Health and Health Services Block Grant. Healthy People objectives



have also been used in performance measurement activities, for example, the National
Committee on Quality Assurancc incorporated many Healthy People targets into its Health Plan
Employer Data and Information Set (HEDIS) 3.0, a set of standardized measures for health cuare
purchasers and consumers (0 use 1n assessing performance of managed care orgunizations in the
areas of immunizations, mammography screening, and other clinical preventive services.

Individuals, groups. and organizations are encouraged to integrate Healthy People 2010 into
current programs, special events, publications, and meetings. Businesses can use the framework,
for example, to guide worksite health promotion uctivities as well as community-based
initiatives. Schools. colleges, and civic and faith-based orgamizations can undertake activities 10
further the health of all members of their community. Health care providers can encourage their
patient to pursue healthier lifestyle and to participate in community-based programs. By selecting
from among the national objectives. individuals and organizations can build an agenda for
community health improvement and can monitor results over time.

HEALTHY PEOPLE 2010

GOALS: 1. Increase quality and years of healthy life
2. Eliminate health disparities

FOCUS AREAS

Access to Qualiny Health Services

Arthritis, Ostcoporosis, and Chronic
Back Conditions

Cancer

Chronic Kidney Disease

Diabetes

Disabilirv and Secondary Conditions

Educational and Communiry-Based Programs

Environmental Health

Family Planning

Food Safery

Health Communication

Heart Disease and Stroke

HIV

Immunizarion and Infectious Discases

Injury and Violence Prevention
Maternal, Infant, and Child Health
Medical Product Safery

Mental Health and Mental Disorders
Nutrition and Overweight
Occupational Saferv and Health
Oral Health

Phvsical Activity and Fimess
Public Health Infrastructure
Respiratory Diseases

Sexually Transmitted Discases
Substance Abuse

Tobacco Use

Vision and Hearing

The Office of Disease Prevention and Health Promotion (ODPHP), United States |
Department of Health and Human Services is the Coordinator of the Healthy People 2010
Initiative.

Office of Disease Prevention and Health Promotion
hitp://odphp.osophs.dhhs.cov

Healthy People 2010
http://wwiw. health.eov/healthypeople

Office of Discase Prevention und Heualth Promotion. Room 738G, Hubert Humphrey Building.
200 Independence Avenue. SW, Washington, DC 20201, (202) 205-3583
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Healthy People 2010 — Understanding and Improving Health:
An Introduction

Healthy People 2010 outlines a comprehensive, nationwide health promotion and disease
prevention agenda. It is designed to serve as a roadmap for improving the health of all
people in the United States during the first decade of the new millennium.

Like the preceding Healthy People 2000 Initiative — which was driven by an ambitious,
yet achievable, 10-year strategy for improving the nation’s health by the end of the 20"
century — Healthy People 2010 is committed to a single, overarching purpose: improving
the nation’s health by promoting healthier behaviors and preventing disease.

The History Behind the Healthy People 2010 Initiative

Healthy People 2010 builds on initiatives pursued over the past two decades. In 1979,
Healthy People: The Surgeon General’s Report on Health Promotion and Disease
Prevention provided national goals for reducing premature deaths and preserving
independence for older adults. In 1980, another report, Promoting Health/Preventing
Disease: Objectives for the Nation, outlined 226 targeted health objectives for the nation
to achieve over the next 10 years.

Healthy People 2000: National Health Promotion and Disease Prevention Objectives,
released in 1990, identified health improvement goals and objectives to be reached by
2000. The Healthy People 2010 Initiative continues in this tradition as an instrument to
improve health for the first decade of the 21st Century.

The Way Healthy People 2010 Goals and Objectives Were Developed

Healthy People 2010 represents the ideas and expertise of a diverse range of individuals
and organizations concerned about the nation’s health. The Healthy People Consortium -
an alliance of 350 national organizations and 250 State public health, mental health,
substance abuse, and environmental agencies — conducted three national meetings on the
development of Healthy People 2010. In addition, many individuals and organizations
gave testimony about health priorities at five Healthy People 2010 regional meetings held
in late 1998.

On two occasions — once in 1997 and again in 1998 — the American public was given the
opportunity to share its thoughts and ideas. More than 11,000 comments on draft
materials were received by mail or via the Internet, including individuals from every
State, the District of Columbia, and Puerto Rico. All of the comments received during
the development of Healthy People 2010 can be viewed on the Healthy People website:
http://www.health.gov/healthypeople.
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people in the United States during the first decade of the new millennium.

Like the preceding Healthy People 2000 Initiative — which was driven by an ambitious,
yet achievable, 10-year strategy for improving the nation’s health by the end of the 20™
century — Healthy People 2010 is committed to a single, overarching purpose: improving
the nation’s health by promoting healthier behaviors and preventing disease.

The History Behind the Healthy People 2010 Initiative

Healthy People 2010 builds on initiatives pursued over the past two decades. In 1979,
Healthy People: The Surgeon General’s Report on Health Promotion and Disease
Prevention provided national goals for reducing premature deaths and preserving
independence for older adults. In 1980, another report, Promoting Health/Preventing
Disease: Objectives for the Nation, outlined 226 targeted health objectives for the nation
to achieve over the next 10 years.
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released in 1990, identified health improvement goals and objectives to be reached by
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development of Healthy People 2010. In addition, many individuals and organizations
gave testimony about health priorities at five Healthy People 2010 regional meetings held
in late 1998. :

On two occasions — once in 1997 and again in 1998 — the American public was given the
opportunity to share its thoughts and ideas. More than 11,000 comments on draft
materials were received by mail or via the Internet, including individuals from every
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Like the preceding Healthy People 2000 Initiative — which was driven by an ambitious,
yet achievable, 10-year strategy for improving the nation’s health by the end of the 20"
century — Healthy People 2010 is committed to a single, overarching purpose: improving
the nation’s health by promoting healthier behaviors and preventing disease.

The History Behind the Healthy People 2010 Initiative

Healthy People 2010 builds on initiatives pursued over the past two decades. In 1979,
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Prevention provided national goals for reducing premature deaths and preserving
independence for older adults. In 1980, another report, Promoting Health/Preventing
Disease: Objectives for the Nation, outlined 226 targeted health objectives for the nation
to achieve over the next 10 years.

Healthy People 2000: National Health Promotion and Disease Prevention Objectives,
released in 1990, identified health improvement goals and objectives to be reached by
2000. The Healthy People 2010 Initiative continues in this tradition as an instrument to
improve health for the first decade of the 21st Century.

The Way Healthy People 2010 Goals and Objectives Were Developed

Healthy People 2010 represents the ideas and expertise of a diverse range of individuals
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materials were received by mail or via the Internet, including individuals from every
State, the District of Columbia, and Puerto Rico. All of the comments received during
the development of Healthy People 2010 can be viewed on the Healthy People website:
http://www .health.gov/healthypeople.

Copy to I1Q Solutions 12/16 /99 2

000Z ‘ST AAVANVL NO ASVATIY 404 dAODUVIINH



Healthy People 2010 — Understanding and Improving Health:
An Introduction

Healthy People 2010 outlines a comprehensive, nationwide health promotion and disease
prevention agenda. It is designed to serve as a roadmap for improving the health of all
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The final Healthy People 2010 objectives were developed by HHS Secretary Donna
Shalala with the input of current U.S. Surgeon General David Satcher, M.D., and former
HHS Assistant Secretaries for Health.

The Central Goals of Healthy People 2010
Healthy People 2010 is designed to achieve two overarching goals:

¢ Increase quality and years of healthy life; and
¢ Eliminate health disparities.

These two goals are supported by specific objectives in 28 focus areas, which are listed
later in this volume. Each objective was developed with a target to be achieved by the
year 2010. A full explanation of the two goals can be found in the next section of this
document: Healthy People 2010: A Systematic Approach to Health Improvement.

The Relationship Between Individual and Community Health

Over the years, health policymakers have come to realize that individual health is closely
linked to community health — the community and environment in which individuals live,
work, and play. Likewise, community health is profoundly affected by the collective
behaviors, attitudes, and beliefs of everyone who lives in the community.

Indeed, the underlying premise of Healthy People 2010 is that the health of the individual
is almost inseparable from the health of the larger community, and the health of every
community in every State and territory determines the overall health status of the nation.
That is why the theme for Healthy People 2010 is “Healthy People in Healthy
Communities.”

How Healthy People 2010 Will Improve the Nation’s Health

One of the most compelling and encouraging lessons learned from the Healthy People
2000 Initiative is that we, as a nation, can make dramatic progress in improving the
nation’s health in a brief period of time. For example, during the last decade, we
achieved significant reductions in infant mortality. Childhood vaccinations are at the
highest levels ever recorded in the United States. Fewer teenagers are becoming parents.
Alcohol, tobacco, and illicit drug use is leveling off. Death rates for coronary heart
disease and stroke have declined. Significant advances have been made in the diagnosis
and treatment of cancer and in reducing unintentional injuries.

Copy to IQ Solutions 12/16 /99 3
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But we still have a long way to go. Diabetes and other chronic conditions continue to
present a serious obstacle to public health. Violence and abusive behavior continue to
ravage homes and communities across the country. Mental disorders continue to go
undiagnosed and untreated. Obesity has increased from one-fourth to one-third of the
adult population. One-quarter of the U.S. population still engages in no physical activity.
And unlike a decade ago, HIV/AIDS disproportionately affects women and communities
of color.

The Key Role of Community Partnerships

Community partnerships, particularly when they reach out to non-traditional partners, can
be among the most effective tools for improving health in communities.

For the past two decades, Healthy People has been used as a strategic management tool
for the Federal government, States, communities, and many other public and private
sector partners. Virtually all States, the District of Columbia, and Guam have developed
their own Healthy People plans modeled after the national plan. Most states have
tailored the national objectives to their specific needs.

Businesses, local governments, and civic, professional and religious organizations have
also been inspired by Healthy People to sponsor health fairs, print immunization
reminders, set up hotlines, change cafeteria menus, begin community recycling, assess
school health education curricula, and myriad other activities.

Everyone Can Help Achieve the Healthy People 2010 Objectives

Addressing these challenges is a shared responsibility that requires the active
participation and leadership of the Federal Government, States, local governments,
policymakers, health providers, professionals, business executives, educators, community
leaders, and the American public itself. Though administrative responsibility for the
Healthy People 2010 Initiative rests in the Office of Disease Prevention and Health
Promotion in the U.S. Department of Health and Human Services, representatives of all
these diverse groups — including the American public — shared their experience, expertise,
and ideas in developing the Healthy People 2010 goals and objectives.

Healthy People 2010, however, is just the beginning. The biggest challenges still stand
before us, and we all share a role in building a healthier nation.

Regardless of your age, gender, education level, income, race, ethnicity, cultural customs,
language, religious beliefs, disability, sexual orientation, geographic location, or
occupation, Healthy People 2010 is designed to be a valuable resource in determining
how you can participate most effectively in improving the nation’s health. Perhaps you
will recognize the need to be a more active participant in decisions affecting your own
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health, or the health of your children or loved ones. Perhaps you will assume a leadership
role in promoting healthier behaviors in your neighborhood or community. Or perhaps
you will use your influence and social stature to advocate for and implement policies and
programs that can dramatically improve the health of dozens, or hundreds, or thousands,
or even millions of people.

Whatever your role, this document is designed to help you determine what you can do -
in your home, community, business, or State — to help improve the nation’s health.

Other Information is Available About Healthy People 2010

Healthy People 2010: Understanding and Improving Health is the first of three
volumes in the Healthy People 2010 series. The second volume, Healthy People 2010:
Objectives for Improving Health, contains detailed descriptions of more than 450
objectives to improve health. These objectives are organized by 28 specific areas of
focus. Finally, the third volume, Healthy People 2010: Data Issues and Operational
Definitions, provides a comprehensive review of the statistical measures that will be used
to evaluate our progress.

To receive a copy of the second and third volumes in this series, or for more information
about the Healthy People 2010 Initiative, go to http://www.health.gov/healthypeople, or
call 800-336-4797. _
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Healthy People 2010 — Understanding and Improving Health:
A Systematic Approach to Health Improvement -

Healthy People 2010 is about improving health — the health of each individual, the health
of communities, and the health of the nation. However, the Healthy People 2010 goals
and objectives cannot improve the health status of the nation by themselves. Instead, they

should be recognized as part of a larger, systematic health improvement model (see
Figure 1). [INSERT MODEL ON OPPOSITE PAGE]

This systematic health improvement model is composed of four key elements:

e GQGoals;

e Objectives;

e Determinants of health; and
e Health Status.

Whether this systematic approach is used to improve health on a national level, as in
Healthy People 2010, or to organize community action on a particular health issue, such
as promoting smoking cessation — the components remain the same. The goals should
provide a general focus and direction. The goals, in turn, should serve as a guide for
developing a set of objectives that will actually measure progress within a specified
amount of time. The objectives focus on the determinants of health, which encompass
the combined effects of individual and community physical/social environments and the
policies and interventions used to promote health, prevent disease, and ensure access to
quality health care. The ultimate measure of success in any health improvement effort is
the health status of the target population.

Healthy People 2010 is built upon this health improvement model. The next section of
this document will highlight how this model can be put into action, using Healthy People
2010 as an example.

Healthy People 2010 Goals
Goal 1: Increase quality and years of healthy life

The first goal of Healthy People 2010 is to help individuals of all ages increase life
expectancy and improve their quality of life.

Life expectancy is the average number of years people born in a given year are expected
to live based on a set of age-specific death rates. At the beginning of the 20" century, life
expectancy at birth was 47.3 years. Fortunately, life expectancy has dramatically
increased over the past 100 years (see Figure 2). Today, the average life expectancy at
birth is nearly 77 years. '
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Life expectancy for persons at every age group has also increased during the past century.
Based on today’s age-specific death rates, individuals who are 65 years old would be
expected to live an average of 18 more years, for a total of 83 years. Those who are 75
years would be expected to live an average of 11 more years, for a total of 86 years.

Differences in life expectancy between populations, however, suggest a substantial need
and opportunity for improvement. At least 15 countries with populations of 1 million or
more have life expectancies greater than the United States for both men and women (see
Figure 3).

There are substantial differences in life expectancy among different population groups
within the United States. For example, women outlive men by an average of six years.
White women currently have the greatest life expectancy in the United States. The life
expectancy for African-American women has risen to be higher today than that for white
men. People from households with an annual income of at least $25,000 live an average
of 3 to 7 years longer than people from households with incomes of less than $10,000.

Quality of life is a condition that reflects our general sense of happiness and satisfaction
with our lives and environment. General quality of life encompasses all aspects of life —
including health, recreation, culture, rights, values, beliefs, aspirations, and the conditions
that support a life containing these elements. Health-related quality of life reflects a
personal sense of physical and mental health, and the ability to react to factors in the
physical and social environments. Health-related quality of life is inherently more
subjective than life expectancy and therefore can be more difficult to measure. Some
tools, however, have been developed to measure health-related quality of life. So-called
global assessments, in which a person rates his or her health as “poor,” “fair,” “good,”
“very good,” or “excellent,” can be reliable indicators of a person’s perceived health. In
1996, 90 percent of people in the United States reported their health as good, very good,
or excellent.

Healthy days is another measure of health-related quality of life that estimates the number
of days.of poor physical and mental health in the past 30 days. In 1998, 82 percent of
adults reported having no days in the past month where poor physical or mental health
impaired their usual activities. The proportions of days that are reported “unhealthy” are
due more often to mentally unhealthy days for younger adults and physically unhealthy
days for older adults.

As with life expectancy, however, various population groups can show dramatic
differences in quality of life. For example, people in the lowest income households are
five times more likely to report their health as fair or poor than people in the highest
income households (see Figure 4). A higher percentage of women report their health as
fair or poor compared to men. Adults in rural areas are 36 percent more likely to report
their health status as fair or poor than adults in urban areas.
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Years of healthy life is a combined measure developed for the Healthy People Initiative.
The difference between life expectancy and years of healthy life reflects the average
amount of time spent in less than optimal health due to chronic or acute limitations. After
decreasing in the early 1990s, years of healthy life increased to a level in 1996 that was
only slightly above that at the beginning of the decade (64.0 years in 1990 to 64.2 years in
1996). During the same period, life expectancy increased a full year. Health-related
quality of life is an important aspect on which Healthy People 2010 will focus.

Achieving a longer and healthier life — the Healthy People perspective

Healthy People 2010 seeks to increase life expectancy and quality of life over the next 10
years by helping individuals gain the knowledge, motivation, and opportunity they need
to make informed decisions about their health. At the same time, Healthy People 2010
encourages local and State leaders to promote community- and State-wide efforts to
create an environment that promotes healthy behaviors and increases access to high-
quality care. Given the fact that individual and community health are virtually
inseparable, it is critical that both the individual and the community do their part to
increase life expectancy and improve quality of life.

Goal 2: Eliminate health disparities

The second goal of Healthy People 2010 is to eliminate health disparities among different
segments of the population. These include differences that occur by gender, race or
ethnicity, education or income, disability, living in rural localities, or sexual orientation.
The next section of this document highlights ways in which health disparities can occur
among various demographic groups in American society.

Gender. While some differences in health between men and women are due to biological
differences, others are more complicated and require greater attention and scientific
exploration. Some health differences are obviously gender-specific, such as cervical and
prostate cancers. Others are less obvious, but may have biological causes.

Overall, men have a life expectancy that is six years less than women and have higher
death rates for each of the 10 leading causes of death. For example, men are two times

more likely than women to die from unintentional injuries and four times more likely than

women to die from firearm-related injuries. Although overall death rates for women may
currently be lower than for men, women have shown increased death rates over the last
decade in areas where men have experienced improvements, such as lung cancer.
Women are also at greater risk for Alzheimer’s disease than men and two times more
likely than men to be affected by major depression.

Race and ethnicity. Current information about the biologic and genetic characteristics of
African Americans, Hispanics, American Indians, Alaska Natives, Asians, Native
Hawaiians, and Pacific Islanders does not explain the health disparities experienced by
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these groups compared to the white, non-Hispanic population in the United States.
These disparities are believed to be the result of the complex interaction among genetic
variations, environmental factors, and specific health behaviors.

Even though the nation’s infant mortality rate is down, the infant death rate among
African Americans is more than double that of whites. Heart disease death rates are more
than 40 percent higher for African Americans than for whites. The overall death rate for
cancer is 30 percent higher for African Americans than for whites; for prostate cancer, it
1s more than double that of whites. Higher death rates from breast cancer occur among
African American women despite having mammography screening rates higher than that
for white women. The death rates from HIV/AIDS for African Americans are over seven
times those of whites; rates of homicide are six times those of whites.

Hispanics living in the United States are almost twice as likely to die from diabetes than
non-Hispanic whites. While only 11 percent of the total population in 1996, Hispanics
accounted for 20 percent of the new cases of tuberculosis. Hispanics also have higher
rates of high blood pressure and obesity than non-Hispanic whites. There are differences
among Hispanic populations as well. For example, whereas the rate of low birth weight
infants is lower for the total Hispanic population compared to whites, Puerto Ricans have
low birth weight rates that are 50 percent higher than whites.

American Indians and Alaska Natives have an infant death rate almost double that of
whites. The rate of diabetes for this population group is more than twice that of whites.
The Pima of Arizona have one of the highest rates of diabetes in the world. American
Indians and Alaska Natives also have disproportionately high death rates from
unintentional injuries and suicide.

Asians and Pacific Islanders, on average, have indicators of being one of the healthiest
population groups in the United States. However, there is great diversity within this
population group, and health disparities for some specific groups are quite marked.
Women of Vietnamese origin, for example, suffer from cervical cancer at nearly five
times the rate of the white women. New cases of hepatitis and tuberculosis are also much
higher in Asian and Pacific Islanders living in the United States than whites.

Income and Education. Inequalities in income and education underlie many health
disparities in the United States. In general, population groups that suffer the worst health
status are also those that have the highest poverty rates and least education. Disparities in
income and education levels are associated with differences in the occurrence of illness
and death, including heart disease, diabetes, obesity, elevated blood lead level, and low
birth weight. Higher incomes can increase access to medical care, enable one to afford
better housing and live in safer neighborhoods, and increase the opportunity to engage in
health-promoting behaviors.

Income inequality in the United States has increased over the last three decades. There
are distinct demographic differences in poverty by age, race, ethnicity, and household
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composition (see Figure 5), as well as geographical variations in poverty across the
United States. Recent health gains for the U.S. population as a whole appear to reflect
achievements among the higher socioeconomic groups, while lower socioeconomic
groups continue to lag behind.

Overall, those with higher incomes or more years of education tend to fare better than
those with lower incomes or fewer years of education. For example, among white men at
age 65, those in the highest income families could expect to live over three years longer
than those in the lowest income families. The percent of people in the lowest income
families reporting limitation in activity due to chronic disease is three times that of people
in the highest income families.

The average level of education in the U.S. population has steadily increased over the past
several decades — an important achievement given that more years of education usually
translate into more years of life. For women, the amount of education achieved is a key
determinant of the welfare and survival of their children. Higher levels of education may
also increase the likelihood of obtaining health-related information needed to develop
health-promoting behaviors and beliefs in prevention.

But again, educational attainment differs by age, race and ethnicity (Figure 6). Among
people 25-64 years of age in the United States, the overall death rate for those with less
than 12 years of education is more than twice that of people with 13 or more years of
education. The infant mortality rate is almost double for infants of mothers with less than
12 years of education when compared to those with an education of 13 or more years.

Disability. People with disabilities are commonly identified as regular users of assistance
programs and having an activity limitation. In 1994, 54 million people in the United
States, or roughly 21 percent of the population, had some level of disability. While rates
of disability are relatively stable or falling slightly for people over age 45, rates are on the
rise among the younger population. While there is wide variation among people with
disabilities, they tend to report more days of depression, anxiety, pain, sleeplessness, and
fewer days of vitality than people without activity limitations. People with disabilities
also have other disparities, including lower rates of physical activity and higher rates of
obesity. Many people with disabilities lack access to health services and medical care.

Rural localities. Twenty-five percent of Americans live in rural areas, that is, places with
fewer that 2500 residents. Injury-related death rates are 40 percent higher in rural
populations than in urban populations. Heart disease, cancer and diabetes rates exceed
those for urban areas. Rural populations are less likely to use preventive screening
services, exercise regularly, or wear seat belts. In 1996, 20 percent of the rural population
was uninsured compared to 16 percent of the urban population. Timely access to
emergency services and the availability of specialty care are other issues for this
population group.
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Sexual orientation. America’s gay and lesbian population comprises a diverse
community with disparate health concerns. Major health issues for gay men are
HIV/AIDS and other sexually transmissible diseases, substance abuse, depression, and
suicide. Gay male adolescents are two to three times more likely than their peers to
attempt suicide. Lesbians may have higher rates of smoking, obesity, alcohol abuse, and
stress than heterosexual women. The issues surrounding personal, family, and social
acceptance of sexual preference may place a significant burden on mental heaith and
personal safety.

Achieving Equity — The Healthy People Perspective

While the diversity of the American population may be one of our nation’s greatest
assets, diversity also presents a range of health improvement challenges — challenges that
must be addressed by the individual, the community and State in which he or she lives,
and the nation as a whole.

Healthy People 2010 recognizes that communities, States, and national organizations will
need to take a multi-disciplinary approach to achieving health equity that involves
improving health, education, housing, labor, justice, transportation, agriculture, and the
environment. However, our greatest opportunities for reducing health disparities are in
empowering individuals to make informed health care decisions and promoting
community-wide safety, education, and access to care.

Healthy People 2010 is firmly dedicated to the principle that — regardless of age, gender,
race, ethnicity, income, education, geographic location, disability, and sexual orientation
~ every person in every community across the nation deserves equal access to
comprehensive, culturally competent, community-based health care systems that are
committed to serving both the needs of the individual and promoting community health.

Objectives

The nation’s progress in achieving the two goals of Healthy People 2010 will be
monitored through over 450 objectives in 28 focus areas (see Figure 7). Many objectives
focus on interventions designed to reduce or eliminate illness, disability, and premature
death among individuals and communities. Others focus on broader issues, such as
improving access to quality health care, strengthening public health services, and
improving the availability and dissemination of health-related information. Each
objective has a target for specific improvements to be achieved by the year 2010.
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Together, these objectives reflect the
depth of scientific knowledge as well as
the breadth of diversity in the nation’s
communities. More importantly, they are
designed to help the nation achieve its
two overarching goals and to create a
nation of healthy people living in healthy
communities.

A list of the short titles of all Healthy
People 2010 objectives by focus area can
be found in Appendix A. In addition,
Healthy People 2010: Objectives for
Improving Health provides an overview
of the issues, trends, and opportunities for
action in each of the 28 focus areas. This
part of Health People 2010 also contains
the detailed language of each objective,
the rationale behind their focus, the target,
and national data tables of their measures.

Determinants of health

[INSERT DETERMINANTS BOX
FROM FRAMEWORK
SOMEWHERE IN THIS SECTION]

Figure 7

Healthy People 2010 Focus Areas

Access to Quality Health Services

Arthritis, Osteoporosis, and Chronic Back Conditions
Cancer

Chronic Kidney Disease

Diabetes

Disability and Secondary Conditions
Educational and Community-based Programs
Environmental Health

Family Planning

Food Safety

Health Communication

Heart Disease and Stroke

HIV

Immunization and Infectious Diseases

Injury and Violence Prevention

Maternal, Infant and Child Health

Medical Product Safety

Mental Health and Mental Disorders
Nutrition and Overweight

Occupational Safety and Health

Oral Health

Physical Activity and Fitness

Public Health Infrastructure Respiratory Diseases
Sexually Transmitted Diseases

Substance Abuse

Taobacco Use

Vision and Hearing

The breadth and depth of topics covered by the objectives in Healthy People 2010 reflect
the array of critical influences that shape the health of individuals and communities.

For example, individual behaviors and environmental factors are responsible for about 70
percent of all premature deaths in the United States. Developing and implementing
policies and preventive interventions that effectively address these determinants of health
can reduce the burden of illness, enhance quality of life, and increase longevity.

Individual biology and behaviors influence health through their interaction with each
other and with the individual’s social and physical environments. 1n addition, policies
and interventions can improve health by targeting factors related to individuals and their
environments, including access to quality health care.

Biology refers to the individual’s genetic make-up (those factors with which he or she is
born), family history (which may suggest risk for disease), as well as the physical and
mental health problems acquired during life. Aging, diet, physical activity, smoking,
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stress, alcohol or drug abuse, injury or violence, or an infectious or toxic agent may result
in illness or disability and can produce a “new” biology for the individual.

Behaviors are individual responses or reactions to internal stimuli and external
conditions. Behaviors can have a reciprocal relationship to biology; in other words, each
can react to the other. For example, smoking (behavior) can alter the cells in the lung and
result in shortness of breath, emphysema or cancer (biology) that may then lead
individual to stop smoking (behavior). Similarly, a family history that includes heart
disease (biology) may motivate an individual to develop good eating habits, avoid
tobacco, and maintain an active lifestyle (behaviors), which may prevent his or her own
development of heart disease (biology).

Personal choices and the social and physical environments surrounding the individual can
shape behaviors. The social and physical environments include all factors that affect the
life of the individuals, positively or negatively, and may not be under their immediate or
direct control.

The social environment includes interactions with family, friends, co-workers, and
others in the community. It also encompasses social institutions, such as law
enforcement, the workplace, places of worship, and schools. Housing, public
transportation, and the presence or absence of violence in the community are among other
components of the social environment. While social environments of individuals and
communities are unique because of cultural customs, language, and personal, religious, or
spiritual beliefs, the social environment also has a profound effect on individual health, as
well as the health of the larger community. At the same time, individuals and their
behavior contribute to the quality of the social environment.

The physical environment can be thought of as that which can be seen, touched, heard,
smelled, and tasted. While the physical environment may possess the power to harm
individual and community health — such as when individuals and communities are
exposed to toxic substances, irritants, infectious agents, and physical hazards in homes,
schools, and worksheets — the physical environment may also promote good health, such
as providing places for people to exercise and play, or ensuring that streets and sidewalks
are in good repair.

Policies and interventions can have a powerful and positive effect on the health of the
individual and the community. Examples include health promotion campaigns to prevent
smoking; policies mandating child restraints and seat belt use in automobiles; disease
prevention services, such as immunizations of children, adolescents, and adult; and
clinical services, such as enhancing mental health care for people living with HIV/AIDS.
Policies and interventions that promote individual and community health may be '
implemented by a variety of agencies — such as transportation, education, energy,
housing, labor, recreation, and other venues — or through places of worship, community-
based organizations, civic groups, and businesses.
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The health of individuals and communities depends greatly on access to quality health
care. Expanding access to quality health care is important to eliminate health disparities
and increase the quality and years of healthy life for all people living in the United States.
Health care in the broadest sense not only includes that which is received through health -
care providers, but also extends to health information and services received through other
venues in the community.

The determinants of health — individual biology and behavior, the physical and social
environments, policies and interventions, and access to quality health care — have a
profound effect on the health of individuals, communities, and the Nation. An
understanding of any issue affecting health should include an examination of each of
these determinants as strategies evolve to improve health.

While both individuals and communities may struggle with the challenge of
understanding the dynamic relationships between and among the determinants of health,
one fact is clear: Our understanding of these determinants and how they related to one
another, coupled with our understanding of how individual and community health
predetermines the overall health of the nation, is perhaps the most important key to
achieving our Healthy People 2010 goals of increasing both the quality and years of life,
and eliminating the nation’s health disparities.

Health Status

To completely understand the health of a population, it is essential to monitor and
evaluate the results or consequences of the determinants of health.

Health status refers to any number of descriptors pertaining to the health of an individual,
community, or nation. The information used to report health status comes from a variety
of sources, including birth and death records, hospital discharge data, and health
information collected from health care records, personal interviews, physical
examinations, or by telephone surveys. .

There are numerous measures of health status available at the national, State, and local
level. These include trends in birth and death rates, life expectancy, quality of life,
morbidity from specific diseases, risk factors, use of ambulatory care and inpatient care,
accessibility of health personnel and facilities, financing of health care, health insurance
coverage, and many others. These measures are monitored on an annual basis in the
United States and reported in a variety of publications, including Health, United States
and Healthy People Reviews.

The leading causes of death are frequently used to describe the health status of the Nation.
The Nation has seen a great deal of change over the last 100 years in the leading causes of
death (see Figure 8). At the beginning of the 1900s, infectious diseases ran rampant in

the United States and worldwide and topped the leading causes of death. A century later,
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with the control of many inféctious agents and the increasing age of the population,
chronic diseases top the list.

A very different picture emerges when the leading causes of death are viewed for various
age groups (Figure 9). Unintentional injuries, mainly motor vehicle crashes, are the 5"
leading cause of death for the total population, but the leading cause of death for people 1
to 44 years of age. Similarly, HIV/AIDS is the 14™ leading cause of death for the total
population but the leading cause of death for African American men 25 to 44 years of
age.

The leading causes of death in the United States generally result from a mix of behaviors;
injury, violence, and other factors in the environment; and the unavailability or
inaccessibility of quality health services. Understanding and monitoring behaviors,
environmental factors, and community health systems may prove more useful to
monitoring the nation’s true health, and driving health improvement activities, than mere
death rates. This approach has served as the basis for developing the Leading Health
Indicators.
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Healthy People 2010 — Understanding and Improving Health
The Leading Health Indicators

The Leading Health Indicators are ten areas of major public health concern in the United
States. The process of selecting the Leading Health Indicators was as collaborative and
extensive as the rest of Healthy People 2010 development (see Box 5). The final set of
Leading Health Indicators was chosen based on their ability to drive action, the
availability of data to measure progress at the federal and state levels, and because they
reflect a broad cross-section of issues of public health importance.

The Leading Health Indicators illuminate individual behaviors, environmental and social
factors, and important health system issues that greatly impact on the health of
individuals and communities. The underlying influence of income and education on each
of these indicators must not be overlooked (see income and education, pages X-X).

For each of the 10 Leading Health Indicators, specific objectives derived from Healthy
People 2010 will be used to track progress. This small set of measures is only a snapshot
of the health of the nation and distills the full set of more than 450 measures for targeted
health improvement contained in Healthy People 2010: Objectives for Improving Health.
The Leading Health Indicators can serve as a link to the other objectives in Healthy
People 2010 and can become the basic building blocks for community health initiatives.

The Leading Health Indicators were designed to help the public more easily understand
the importance of health promotion and disease prevention and will encourage their
participation in improving health in the next decade. By tracking and communicating
progress on the indicators through national and state-level report cards, it will be possible
to spotlight both achievements and challenges toward understanding and improving the
health of all people living in the United States. Most of the Leading Health Indicators
already have data available at the state level; plans are underway to develop local data
sources for these indicators over the next decade. -
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-Developing strategies and action plans to address one or more of these indicators can
have a profound effect on increasing the quality and years of healthy life and eliminating
health disparities—creating healthy people in healthy communities.

A description of each of the Leading Health Indicators follows.
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HP2010 logo
Leading Health Indicator: Physical Activity

Regular physical activity throughout life is important for maintaining a healthy body, -
enhancing psychological wellbeing, and preventing premature death.

In 1997, 64 percent of adolescents in grades 9 through 12 engaged in the recommended

amount of physical activity (three or more days per week of vigorous activity for at least
20 minutes each session).

In the same year, only 15 percent of adults performed the recommended amount of
physical activity (30 minutes of moderate activity five or more times per week) and 40
percent of adults engaged in no leisure-time physical activity.

The objectives selected to measure progress among adolescents and adults for this

Leading Health Indicator are presented below. These are only indicators and do not
represent all the physical activity and fitness objectives included in Healthy People 2010.

Graph of physical activity for adults and 9"-12" graders
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Health Impact of Physical Activity

Regular physical activity is associated with lower death rates for adults of any age, even
when only moderate levels of physical activity are performed. Regular physical activity
decreases the risk of death from heart disease, lowers the risk of developing diabetes, and
is associated with a decreased risk of colon cancer. Regular physical activity helps

prevent high blood pressure and helps reduce blood pressure in persons with elevated
levels.

Regular physical activity also:

¢ Increases muscle and bone strength.

e Increases lean muscle and helps in decreasing body fat.

e Aids weight control and is a key part of any weight loss effort.

¢ Enhances psychological well-being and may even reduce the risk of developing
depression.

e Appears to reduce symptoms of depression and anxiety, and improve mood.

In addition, children and adolescents need weight-bearing exercise for normal skeletal
development and young adults need such exercise to achieve and maintain peak bone
mass. Older adults can improve and maintain strength and agility with regular physical
activity. This can reduce the risk of falling, helping older adults maintain an independent
living status. Regular physical activity increases the ability of people with certain
chronic, disabling conditions to perform activities of daily living.

Populations With Low Rates of Physical Activity

o Women are less active than men at all ages

o People with lower incomes and less education are typically not as physically
active as those with higher incomes and education.

. African Americans and Hispanics are generally less physically active than whites.

. Adults in northeastern and southern States tend to be less active than adults in
north central and western States.

o People with disabilities are less physically active than people without disabilities.

° By age 75 years, one in three men and one in two women engage in no regular
physical activity.

Other Issues

The major barriers most people face when trying to increase physical activity are time,
access to convenient facilities, and safe environments in which to be active.

For more information on Healthy People 2010 objectives or to obtain additional

information on physical activity and fitness, go to www.health.gov on the World Wide
Web or call 1-800-336-4797. .
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HP2010 logo
Leading Health Indicator: Overweight and Obesity

Overweight and obesity are major contributors to many preventable causes of death. On
average, higher body weights are associated with higher death rates. The number of
overweight children, adolescents, and adults has risen over the last four decades.

Total costs (medical cost and lost productivity) attributable to obesity alone amounted to
an estimated $99 billion in 1995.

In 1988-94, 11 percent of children and adolescents aged 6 to 19 years were overweight or
obese. Overweight or obesity is defined as at or above the sex- and age- specific g5th
percentile of body mass index (BMI) from the year 2000 NCHS/CDC growth charts
(provisional data).

In the same years, 23 percent of adults aged 20 years and older were considered obese.
Adults with a BMI of 30 Kg/M? or higher are considered obese. Body mass index is
weight in kilograms divided by height in meters squared (Weight in kilograms/ height in
meters®). Adults with a BMI of 25 Kg/M? or higher are considered overweight. An
estimated 107 million adults in the United States are overweight or obese.

The objectives selected to measure progress among children, adolescents and adults for
this Leading Health Indicator are presented below. These are only indicators and do not
represent all the nutrition and overweight objectives included in Healthy People 2010.

Graph for children, adolescents, and adults
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Health Impact of Overweight and Obesity

Overweight and obesity substantially raise the risk of illness from high blood pressure,
high cholesterol, Type 2 diabetes (previously called adult-onset diabetes), heart disease
and stroke, gallbladder disease, arthritis, sleep disturbances and problems breathing, and
endometrial, breast, prostate, and colon cancers.

Obese individuals may also suffer from social stigmatization, discrimination, and lowered
self-esteem.

Populations with High Rates of Overweight and Obesity

The proportion of adolescents from poor households who are overweight is almost twice
that of adolescents from middle and high-income households. Overweight is especially
prevalent among women with lower incomes and less education. Obesity is more
common among African American and Hispanic than white women. Among African
Americans, the proportion of women who are obese is 80 percent higher than that for
men. This gender difference is also seen among Hispanic women and men, but the
percentage of white, non-Hispanic women and men who are obese is about the same.

Reducing Overweight and Obesity

The development of obesity is a complex result of a variety of social, behavioral, cultural,
environmental, physiological, and genetic factors. For example, a healthy diet and regular
physical activity are both important for maintaining a healthy weight. Once overweight is
established in adolescents, it is very likely to remain in adults. For many overweight and
obese individuals, substantial change in eating, shopping, exercising, and even social
behaviors may be necessary to develop a healthier lifestyle.

Other Important Nutrition Issues

The quality of food consumed in terms of the proportion of calories from fat, protein and
carbohydrate sources, the salt, mineral and vitamin content, and the amount of dietary
fiber plays a critical role in disease prevention. The Dietary Guidelines for Americans
recommend that, to stay healthy, one should eat a variety of foods and choose a diet that
is plentiful in grain products, vegetables and fruits, moderate in salt, sodium and sugars,
and low in fat, saturated fat and cholesterol.

Nutritional Challenges

While much progress has been made in making nutrition mformatlon available and in
providing reduced fat foods and other healthful food choices in supermarkets, challenges
remain. One challenge is the composition of foods eaten away from home. As much as
40 percent of a family’s food budget is spent in restaurants and on carry-out meals. Foods
eaten away from home are generally higher in fat, saturated fat, cholesterol and sodium,
and lower in fiber and calcium than are foods prepared and eaten at home. '

For more information on Healthy People 2010 objectives or to obtain additional
information on nutrition and overweight, go to www.health.gov on the World Wide Web
or call 1-800-336-4797.
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Leading Health Indicator: Tobacco Use

Cigarette smoking is the single most preventable cause of disease and death in the United
States. Smoking results in more deaths each year in the United States than AIDS,
alcohol, cocaine, heroin, homicide, suicide, motor vehicle crashes, and fires — combined.

Tobacco-related deaths number more than 430,000 per year among U.S. adults,
representing more than 5 million years of potential life lost. Direct medical costs
attributable to smoking total at least $50 billion per year.

In 1997, 36 percent of adolescents in grades 9 through 12 reported smoking at least one
cigarette in the past 30 days. In the same year, 24 percent of adults aged 18 years and
older reported smoking more than 100 cigarettes in their lifetime and currently smoked on
some or all days in the past month.

The objectives selected to measure progress among adolescents and adults for this
Leading Health Indicator are presented below. These are only indicators and do not
represent all the tobacco use objectives included in Healthy People 2010.

Graph on adolescent and adult cigarette smoking rates

Copy to IQ Solutions 12/16 /99 23

000Z ‘ST AYVANVE NO ASVATIY 4Od AA0OOIAVINT




Health Impact of Cigarette Smoking

Smoking is the major risk factor for heart disease, stroke, lung cancer, and chronic lung
diseases — all leading causes of death. Smoking during pregnancy can result in
miscarriages, premature delivery, and sudden infant death syndrome. Other health effects
of smoking result from injuries and environmental damage caused by fires.

Environmental tobacco smoke increases the risk of heart disease and significant lung
conditions in children, especially asthma and bronchitis. Environmental tobacco smoke
is responsible for an estimated 3000 lung cancer deaths each year among adult non-
smokers.

Trends in Cigarette Smoking

Adolescent. Overall, the percentage of adolescents in grades 9 through 12 who smoked
in the past month increased in the 1990s. Every day, an estimated 3000 young persons
start smoking. These trends are disturbing because the vast majority of adult smokers
tried their first cigarette before age eighteen; over half of adult smokers became daily
smokers before this same young age. Almost half of adolescents who continue smoking
regularly will eventually die from smoking-related illness.

Adults. Following years of steady decline, rates of smoking among adults appear to have
leveled off in the 1990s.

Populations with High Rates of Smoking _
Adolescents. Adolescent rates of cigarette smoking have increased in the 1990s among
white, African American and Hispanic high school students after several years of
declining rates during the 1970s and 1980s. In 1997, 40 percent of white high school
students currently smoked cigarettes compared to 34 percent for Hispanics and 23 percent
for African Americans. In African Americans in 1997, only 17 percent of high school
girls compared to 28 percent of boys currently smoked cigarettes. Rates of smoking
cigarettes in white and Hispanic high school girls and boys are not substantially different.

Adults. Overall, American Indians and Alaska Natives, blue-collar workers, and
military personnel have the highest rates of smoking in adults. Rates of smoking in Asian
Pacific Islander men are over four times higher than women of the same race. Men have
only somewhat higher rates of smoking than women within the total U.S. population.
Low income adults are about twice as likely to smoke than high-income adults. The
percent of people 25 years of age and over and with less than 12 years of education who
are current smokers is nearly three times that for persons with 16 or more years of
education.

Other Important Tobacco Issues

There is no safe tobacco alternative to cigarettes and no known medical use for tobacco.
Spit tobacco (chew) causes cancer of the mouth, inflammation of the gums, and tooth
loss. Cigar smoking causes cancer of the mouth, throat, and lungs, and if inhaled on a
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regular basis can increase the risk of heart disease and chronic lung problems. Cigar
smoke contains the same toxic and carcinogenic compounds found in cigarettes and
therefore can be harmful to both smokers and non-smokers as secondhand smoke.

For more information on Healthy People 2010 objectives or to obtain additional
information on tobacco use, go to www.health.gov on the World Wide Web or call 1-

800-336-4797.
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Leading Health Indicator: Substance Abuse

Alcohol and illicit drug use are associated with many of this country’s most serious
problems, including violence, injury, and HIV infection. The annual economic costs to
the United States from alcohol abuse were estimated to be $167 billion in 1995 and the
costs from drug abuse were estimated to be $110 billion. More than half of the estimated
costs of drug abuse was associated with drug-related crime. Two-thirds of the costs of
alcohol abuse were due to productivity losses resulting from alcohol-related illness and
premature deaths.

In 1997, 76.9 percent of adolescents aged 12-17 years reported they did not use alcohol or
illicit drugs in the past month. In the same year, 5.8 percent of adults aged 18 years and
older reported using illicit drugs in the past month; 16.1 percent reported binge drinking
in the past month, defined as consuming five or more drinks on one occasion.

The objectives selected to measure progress among adolescents and adults for this

Leading Health Indicator are presented below. These are only indicators and do not
represent all the substance abuse objectives in Healthy People 2010.

Graphic on alcohol and drug-free adolescent, drug abuse in adults,
and binge drinking in adults '
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Health Impact of Substance Abuse

Alcohol and illicit drug use are associated with child and spousal abuse, sexually
transmitted diseases including HIV infection, teen pregnancy, school failure, car crashes,
escalating health care costs, low worker productivity, and homelessness. Alcohol and
illicit drug use can result in substantial disruptions in family, work, and personal life.
Alcohol and drug abuse are associated with child and spousal abuse, teen pregnancy,
school failure, car crashes, escalating health care costs, low worker productivity, and
homelessness. Drug abuse and alcohol abuse result in substantial disruptions in family,
work, and personal life. Alcohol and drug abuse are associated with child and spousal
abuse, teen pregnancy, school failure, car crashes, escalating health care costs, low
worker productivity, and homelessness. Drug abuse and alcohol abuse result in
substantial disruptions in family, work, and personal life.

Alcohol abuse alone is associated with motor vehicle crashes, homicides, suicides, and
drowning — the leading causes of death among youth. Long term heavy drinking can lead
to heart disease, cancer, alcohol-related liver disease, and pancreatitis. Alcohol use in
pregnancy is known to cause fetal alcohol syndrome, a leading cause of preventable
mental retardation.

Prevalence and Trends of Substance Abuse

Adolescents. Although the trend from 1994 to 1997 has shown some fluctuations,
around 77 percent of adolescents aged 12 to 17 years report being both alcohol-free and
drug-free in the past month.

Alcohol is the drug most frequently used by adolescents aged 12-17 years. In 1997, 21
percent of adolescents aged 12-17 years reported drinking alcohol in the past month. Use
of alcohol in the past month for this age group has remained about 20 percent since 1992.
Eight percent of this age group reported binge drinking and three percent were heavy
drinkers (five or more drinks on the same occasion on each of five or more days in the
past 30 days).

The trend for use of neither alcohol not illicit drugs in the past month showed some
fluctuations, but has remained relatively stable from 1994 to 1997. Use of alcohol in the
past month for this age group has been stable at about 20 percent since 1992. However,
the use of alcohol dropped significantly from 50 percent in 1979 to 21 percent in
1992.The trend for use of neither alcohol not illicit drugs in the past month showed some
fluctuations, but has remained relatively stable from 1994 to 1997. Use of alcohol in the
past month for this age group has been stable at about 20 percent since 1992. However,
the use of alcohol dropped significantly from 50 percent in 1979 to 21 percent in 1992.

" Data from 1998 show that 9.9 percent of adolescents aged 12-17 years reported using
illicit drugs in the past 30 days. This rate is significantly lower than in the previous year,
and remains well below the all time high of 16.3 percent in 1979. Current illicit drug use
had nearly doubled for 12-13 year olds between 1996 and 1997 but decreased between
1997 and 1998. Youth are experimenting with a variety of illicit drugs including
marijuana, cocaine, crack, heroin, acid, inhalants, methamphetamines, misuse of .
prescription drugs, and other “street” drugs. The younger a person becomes a habitual
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user of illicit drugs, the stronger the addiction becomes, and the more difficult it is to stop
use.

Adults. The percentage of adults aged 18 years and older who binge drank or used illicit
drugs in the past month has not changed significantly from 1994 to 1997. lllicit drug use
was significantly higher in 1979, but has been near the present rate of 5.8 percent for the
last twenty years. Binge drinking has also remained at the same approximate level of 16
percent for all adults since 1988, with the highest current rate of 32 percent among 18-25
year olds. Men continue to have higher rates of illicit drug use than women and rates of
illicit drug use in urban areas are higher than in rural areas.

For more information on Healthy People 2010 objectives or to obtain additional
information on substance abuse, go to www.health.gov on the World Wide Web or call 1-
800-336-4797.HP2010 Logo

- Leading Health Indicator: Responsible Sexual Behavior

Unintended pregnancies and sexually transmitted diseases, including infection with the
human immunodeficiency virus that causes AIDS, can result from unprotected sexual
behaviors. Abstinence is the only method of complete protection. Condoms, if used
correctly and consistently, can help prevent both unintended pregnancy and sexually
transmitted diseases.

In 1997, 85 percent of adolescents abstained from sexual intercourse or used condoms if
they were sexually active. In the same year, 23 percent of sexually active adults used
condoms.

The objectives selected to measures progress among adolescents and adults for this

Leading Health Indicator are presented below. These are only indicators and do not
represent all the responsible sexual behavior objectives in Healthy People 2010.

Graph showing adolescent rates of abstinence or condom use if sexually
active; condom use in sexually active adults
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Trends in Sexual Behavior

Six-year trends show both an increase in abstinence among all youth and an increase in
condom use among those young people who are sexually active. Research has clearly
shown that the most effective school-based programs are comprehensive ones that include
a focus on abstinence and condom use. Condom use in sexually active adults has
remained steady at around 25 percent.

Unintended Pregnancies. Half of all pregnancies in the United States are unintended —
that is, at the time of conception, the pregnancy was not planned or not wanted.
Unintended pregnancy rates in the United States have been declining. The rates of
unintended pregnancies remain highest among women less than 20 years of age, women
over 40 years of age, and poor and African American women. Approximately one
million teenagers girls each year in the United States have unintended pregnancies.
Nearly half of all unintended pregnancies end in abortion.

The cost to U.S. taxpayers for adolescent pregnancy is estimated between $6 billion and
$15 billion a year.

Sexually Transmitted Diseases. Sexually transmitted diseases (STDs) are common in
the United States with an estimated 15 million new cases of STDs reported each year.
Almost 4 million of the new cases of STDs each year occur in adolescents. Women
generally suffer more serious STD complications than men, including pelvic
inflammatory disease, ectopic pregnancy, infertility, chronic pelvic pain, and cervical
cancer from Human Papilloma Virus. African Americans and Hispanics have higher
rates of STDs than whites.

The total costs of the most common STDs and their complications are conservatively
estimated at $17 billion annually.

HIV/AIDS. Nearly 700,000 cases of AIDS have been reported in the United States since
the HIV/AIDS epidemic began in the 1980s. The latest estimates indicate that 650,000 to
900,000 people in the United States are currently infected with HIV. The lifetime costs of
health care associated with HIV infection, in light of recent advances in HIV diagnostic
and therapies, are $155,000 or more per person.

About half of all new HIV infections in the United States are among people under age 25,
and the majority are infected through sexual behaviors. HIV infection is the leading
cause of death for African American men 25-44 years of age. Compelling worldwide
evidence indicates that the presence of other STDs increases the likelihood of both
transmitting and acquiring HIV infection.

For more information on Healthy People 2010 objectives or to obtain additional
information on responsible sexual behavior, go to www.health.gov on the World Wide
Web or call 1-800-336-4797.
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Leading Health Indicator: Mental Health

Approximately 20 percent of the U.S. population are affected by mental illness during a
given year. No one is immune from mental illness.

Of all mental illnesses, depression is the most common mental disorder. More than 19
million adults in the United States suffer from depression. Major depression is the
leading cause of disability in the United States and is the cause of more that two-thirds of
suicides each year. '

In 1997, only 23 percent of adults who were diagnosed with depression received
treatment.

The objective selected to measure progress among adults for this Leading Health

Indicator is presented below. This is only an indicator and does not represent all the
mental health objectives in Healthy People 2010.

Graph of the percentage of adults diagnosed with depression who are
receiving treatment
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Definition of Mental Health

Mental health is sometimes thought of as simply the absence of a mental illness, but is
actually much broader. Mental health is a state of successful mental functioning,
resulting in productive activities, fulfilling relationships, and the ability to adapt to
change and cope with adversity. Mental health is indispensable to personal well being,
family and interpersonal relationships, and contribution to community or society.

Impact of Depression

A person with a depressive disorder is often unable to fulfill the daily responsibilities of
being a spouse, partner, or parent. The misunderstanding of mental illness and the
associated stigmatization prevent many persons with depression from seeking
professional help. Many people will be incapacitated for weeks or months because their
depression goes untreated. Depression is also associated with other medical conditions
such as heart disease, cancer, and diabetes, as well as anxiety and eating disorders.
Depression has also been associated with the abuse of alcohol and other drugs. An
estimated 8 million persons 15-54 years of age had coexisting mental and substance abuse
disorders within the past year.

The total estimated direct and indirect cost of mental illness in the United States in 1996,
was $150 billion. Depression is estimated to have cost $43.7 billion in 1990.

Treatment of Depression

Major depression remains a serious public health problem mainly because people do not
seek treatment and continue to suffer needlessly. Depression is treatable. Available
medications and psychological treatments, alone or in combination, can help 80 percent
of those with depression. With adequate treatment, future episodes of depression can be
prevented or reduced in severity. Treatment for depression can enable people to return to
satisfactory, functioning lives.

Populations with High Rates of Depression

Serious mental illness clearly affects mental health and can affect children, adolescents,
adults, and older Americans of all ethnic and racial groups, both sexes, and at all
educational and income levels. |

Adults and the elderly have the highest rates of depression. Major depression affects
approximately twice as many women as men. Women who are poor, on welfare, less
educated, unemployed, and from minority populations are more likely to experience
depression. Rates of depression for older persons in nursing homes range from 15 to 25
percent. In addition, depression rates are much higher among older Americans who have
co-existing medical conditions. For example, 12 percent of persons hospitalized for
problems such as hip fracture or heart disease are diagnosed with depression.

For more information on Healthy People 2010 objectives or to obtain additional
information on mental health, go to www.health.gov on the World Wide Web or call 1-
800-336-4797.

Copy to IQ Solutions 12/16/1999 31

0002 ‘ST AAVANVL NO ASVATIY YO4 dA0DIVINA




EMBARGOED FOR RELEASE ON JANUARY 25, 2000

32

12/16/1999

Copy to IQ Solutions



HP2010 logo

Leading Health Indicator: Injury and Violence

More than 400 Americans die each day from injuries due primarily to motor vehicle
crashes, firearms, poisonings, suffocation, falls, fires, and drowning. The risk of injury is

so great that most persons sustain a significant injury at some time during their lives.

Motor vehicle crashes are the most common cause of serious injury. In 1997, there were
15.8 deaths from motor vehicle crashes per 100,000 population

Because no other crime is measured as accurately and precisely, homicide is a fairly
reliable indicator of all violent crime. In 1997, the murder rate in the United States fell to
its lowest level in 3 decades, 7.2 homicides per 100,000 population.

. The objectives selected to measure progress for this Leading Health Indicator are

presented below. These are only indicators and do not represent all the injury and
violence prevention objectives in Healthy People 2010.

Graph of motor vehicle crashes and homicide rates.
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Impact of Injury and Violence

The cost of injury and violence in the United States is estimated at more than $224 billion
per year, an increase of 42 percent over the last decade. These costs include direct
medical care and rehabilitation costs as well as productivity losses to the nation’s
workforce. The total societal cost of motor vehicle crashes alone exceeds $150 billion
annually.

Motor vehicle crashes

Motor vehicle crashes are often predictable and preventable. Increased use of seat belts
and reductions in driving while intoxicated are the most effective means to reduce the risk
of death and serious injury of occupants in motor vehicle crashes.

Death rates associated with motor vehicle-traffic injuries are highest in the aged 15 to 24
years group. In 1996, teenagers accounted for only ten percent of the U.S. population but
15 percent of the deaths from motor vehicle crashes. Those aged 75 years and over had
the second highest rate of motor vehicle-related deaths.

Nearly 40 percent of traffic fatalities in 1997 were alcohol-related. In the United States
each year there are estimated to be more than 120 million episodes of impaired driving
among adults. In 1996, 21 percent of traffic fatalities of children less than aged 14 years
involved alcohol; 60 percent of the time it was the driver of the child’s car who was
impaired.

The highest intoxication rates in fatal crashes in 1995 were recorded for drivers aged 21
to 24 years. Young drivers who have been arrested for driving while impaired are more
than four times as likely to die in future alcohol-related crashes.

Homicides. In 1997, a total of 32,436 individuals died from firearm injuries; of this
number, 42 percent were homicides. In 1997, homicide was the third leading cause of
death for children aged 5-14 years, an increasing trend in childhood violent deaths. In
1996, more than 80 percent of infant homicides were considered to be fatal child abuse.

Many factors that contribute to injuries are also closely associated with violent and
abusive behavior such as low income, discrimination, lack of education, and lack of
employment opportunities.

Males are most often the victims and the perpetrators of homicides. African Americans
are seven times more likely than whites to be murdered. There has been a decline in
homicide of intimates (including spouses, partners, boyfriends, and girlfriends) over the
past decade, but remain a significant problem.

For more information on Healthy People 2010 objectives or to obtain additional
information on injury and violence, go to www.health.gov on the World Wide Web or
call 1-800-336-4797.
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Leading Health Indicator: Environmental Quality

An estimated 25 percent of preventable illnesses worldwide can be attributed to poor
environmental quality. In the United States, air pollution alone is estimated to be
associated with 50,000 premature deaths and an estimated $40 billion to $50 billion in
health-related costs annually.

In the U.S., 113 million people live in areas that are designated nonattainment areas for
established health-based standards for one or more of six commonly found air pollutants.
Nearly all of these individuals are exposed to ozone levels that do not meet these
standards.

During the years 1988 to 1994, 65 percent of nonsmokers were exposed to environmental
tobacco smoke.

The objectives selected to measure progress among children, adolescents and adults for

this leading health indicator are presented below. These are only indicators and do not
represent all the environmental quality objectives in Healthy People 2010.

Graph showing Ozone non-attainment areas and second hand smoke
exposures.
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Defining the Environment

The physical and social environments play major roles in the health of individuals and
communities. The physical environment includes the air, water and soil through which
exposure to chemical, biological and physical agents may occur. The social environment
includes housing, transportation, urban development, land-use, industry and agriculture
and results in exposures such as work-related stress, injury and violence.

A Global Concern

Environmental quality is a global concern. Ever-increasing numbers of people and
products cross national borders and may transfer health risks such as infectious diseases
and chemical hazards. For example, pesticides that are not registered or are restricted for
use in the United States potentially could be imported in the fruits, vegetables, and
seafood produced abroad and eaten in the United States.

Health Impact of Poor Air Quality

- Poor air quality contributes to respiratory illness, cardiovascular disease, and cancer.
For example, the overall death rate from asthma increased 52 percent between 1980 and
1993, and for children it increased 67 percent. Asthma can be triggered or worsened by
ozone, environmental tobacco smoke, and other chemicals in the air.

Air pollution. There have been dramatic improvements in air quality in the United States
over the past three decades. Between 1970 and 1997, total emissions of the six principal
air pollutants decreased 31 percent. Still, million of tons of toxic pollutants are released
into the air each year from automobiles, industry and other sources. In 1997, despite
continued improvements in air quality, approximately 107 million people lived in areas
with unhealthy air based on established standards. A disproportionate number of
Hispanics and Asian and Pacific Islanders live in areas that failed to meet these standards
in 1996 compared to whites, African Americans, and American Indians or Alaska
Natives.

Tobacco smoke. Exposure to environmental tobacco smoke, or secondhand smoke,
among nonsmokers is widespread. Home and workplace environments are major sources
of exposure. It is estimated that 15 million children were exposed to secondhand smoke
in their homes in 1996. Environmental tobacco smoke causes heart disease and is
responsible for an estimated 3,000 deaths from lung cancer in nonsmoking adults and
150,000 to 300,000 respiratory infections in children each year in the United States.

Improvement in Environmental Quality

In the United States, ensuring clean water, safe food, and effective waste management
have contributed greatly to a declining threat from many infectious diseases. Important
work must continue in these areas, as well as to improve the air quality and to better
understand threats such as chronic, low-level exposures to hazardous substances.
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For more information on Healthy People 2010 objectives or to obtain additional
information on environmental quality, go to www.health.gov on the World Wide Web or
call 1-800-336-4797.

HP2010 logo
Leading Health Indicator: Immunization

Immunizations are among the greatest public health achievements of the 20™ century.
Immunizations can prevent disability and death from infectious diseases for individuals
and help control the spread of infections within communities.

In 1998, 73 percent of children received all vaccines recommended for universal
administration for at least 5 years.

In 1997, influenza immunization rates were 65 percent in adults aged 65 years or older,
almost double the 1989 immunization rate of 33 percent. Less than 30 percent of
younger persons who were at high risk for complications from influenza received yearly
immunization. In 1997, only 43 percent of persons aged 65 years or older had ever
received pneumococcal vaccine.

The objectives selected to measure progress among children and adults for this Leading

Health Indicator are presented below. These are only indicators and do not represent all
the immunization and infectious diseases objectives in Healthy People 2010.

Graph of Immunizations rates for children and adults
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Impact of Immunizations

Many vaccine-preventable diseases that were once common are now controlled.
Smallpox has been eradicated, poliomyelitis has been eliminated from the Western
Hemisphere, and measles cases in the United States are at a record low.

Immunizations against influenza and pneumococcal disease can prevent serious illness
and death. Pneumonia and influenza deaths together comprise the sixth leading cause of
death in the United States. Influenza causes an average of 1 10,000 hospitalizations and
20,000 deaths annually in the United States; pneumococcal disease causes 10,000 to
14,000 deaths annually in the United States.

Recommended Immunizations -

As of November 1, 1999, all children born in the United States (11,000 per day) should
be receiving 12-16 doses of vaccine by age two to be protected against 10 vaccine-
preventable childhood diseases. This recommendation will change in the years ahead as
new vaccines are developed, including combinations of current vaccines that may even
reduce the number of necessary immunizations.

Recommended immunizations for adults aged 65 years and older include a yearly
immunization against influenza (the “flu-shot”) and a one time immunization against
pneumococcal disease. Most of the deaths and serious illnesses caused by influenza and
pneumococcal disease occur in older adults and others at increased risk for complications
of these diseases due to other risk factors or medical conditions.

Trends in Immunizations

National coverage levels in children are now greater than 90 percent for each
immunization recommended during the first 2 years of life, except for hepatitis B and
varicella vaccines. The hepatitis B immunization rate in children was 87 percent in 1998,
the highest level ever reported.

In 1996, 69 percent of children aged 19-35 months from the lowest income households
received the combined series of recommended immunizations compared with 80 percent
of children from higher income households. Among children who are not from low
income households, the percent of white children who had received recommended
immunizations was slightly higher than that of African American and Hispanic children.

Both influenza and pneumococcal vaccine rates are significantly lower in African
American and Hispanic adults than in white adults.

Other Immunization Issues

Coverage levels for immunizations in adults are not as high as those achieved in children,
yet the health effects may be just as great. Barriers to adult immunization include not
knowing immunizations are needed, misconceptions about vaccines, and lack of
recommendations from health care providers.
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The economic impact of vaccine-preventable diseases is exemplified by the resurgence of
measles in the United States from 1989 to 1991, which resulted in $100 million in direct
medical care costs. Cost-savings from routine childhood immunization range from $24
for every dollar spent on DTaP to $2 for the more recently approved Hib vaccine.

For more information on Healthy People 2010 objectives or to obtain additional
information on immunization and infectious diseases, go to www.health.gov on the
World Wide Web or call 1-800-336-4797.
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Leading Health Indicator: Access to Health Care

Access and use of clinical preventive services is an important indicator of quality health
care. Strong predictors of access to quality health care include having health insurance, a
higher income level, and a regular primary care provider or other source of ongoing
health care. Early prenatal care can serve as an indicator of access to quality health care
services, since prenatal care is more likely to be effective if received during the first
trimester.

In 1997, 85 percent of individuals under aged 65 years had health insurance, and 86
percent had a usual source of health care. Also in that year, 83 percent of pregnant
women received prenatal care in the first trimester of pregnancy.

- The objectives selected to measure progress for this Leading Health Indicator are

presented below. These are only indicators and do not represent all the access to quality
health care objectives in Healthy People 2010.

Graph of Health Insurance Rates, Ongoing Source of Care, and
Prenatal Care in the First Trimester
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Health Insurance

Health insurance provides access to health care. Persons with health insurance are more
likely to have a primary care provider and to have received appropriate preventive care
such as a recent Pap test, immunization, or early prenatal care. Adults with health
insurance are twice as likely to receive a routine check-up as adults without health
insurance.

An estimated 40 million persons in the United States do not have health insurance,
including 11 million uninsured children. Over the last decade, the proportion of persons
under aged 65 years with health insurance remained steady at around 84 percent. About
one-third of adults under aged 65 years below the poverty level were uninsured. For
persons of Hispanic origin, approximately one in every three persons was without health
insurance coverage in 1997. Mexican Americans had one of the highest uninsured rates
at 38 percent.

Ongoing Sources of Primary Care

More than 40 million Americans do not have a particular doctor’s office, clinic, health
center, or other place where they would usually go to seek health care or health-related
advice. Even among privately insured persons, a significant number lacked a usual source
of care or reported difficulty in accessing needed care due to financial constraints or
insurance problems. -

Adolescents aged 18 to 24 years were the most likely to lack a usual source of ongoing
primary care. Only 76 percent of individuals below the poverty level and 74 percent of
Hispanics had a usual source of ongoing primary care.

Barriers to Access to Quality Health Care

Financial, structural, and personal barriers can limit access to health care. Financial
barriers include not having health insurance, not having enough health insurance to cover
needed services, or not having the financial capacity to cover services outside a health
plan or insurance program. Structural barriers include the lack of primary care providers,
the lack of medical specialists or other health care professionals to meet special needs, or
the lack of health care facilities. Personal barriers include cultural or spiritual differences,
language barriers, not knowing what to do or when to seek care, or concerns about
confidentiality or discrimination.

For more information on Healthy People 2010 objectives or to obtain additional
information on access to quality health care, please go to www.health.gov on the World
Wide Web or call 1-800-336-4797.
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Box 4:

The process of selecting the Leading Health Indicators was lead by an interagency
workgroup within the U.S. Department of Health and Human Services. Public comment
at national and regional meetings as well as focus groups testing of indicators helped to

determine the final set. A report by the Institute of Medicine of the National Academy of
Sciences provided several scientific models on which to support the set of indicators.

Box 5:

The ten Leading Health Indicators
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Jnfortunately, the majority of per-
1o mance-based banus programs are of-
iered only to ane segment of the Amer-
1zan workforee: thase employees who
are salaried and therefore “exempt™
tram many of the strictures of the Falr
b.nhor Standards Act The other T0-plus
nullion Amerteans who get paid by the
heur are precluded from fully partici-
puling in these programs. Why is this?
[ performance bonuses work sa well,
vhy aren't they affered to mare hourly
whnge workers?

he apnswer s rhat the Gl-year-old
'l .3A requlres that when such banuses
are provided to hourly warkers. the
rpiployer must then re-calculate each
cniplayee’'s  “regular rate” of pay,
which in turn requires a recalculation
of worker's avertime pay. This process
«f recalculating employce overtime can
consume  sybstantia)l adminiscrative
rline, often for very little In the way of
additional overrime pay. One human
rusaurces director testified before Can-
j;r2s8 that It toolc four people 160 hours
‘a calculate the bonuses for 235 em-
jloyees.

T'his requirement. can be particularly
lardensome for many of the natvian's
midllans af small businesses that may
aot have computer hardware and yoft-
wure that can run these rypss of cal-
culakians. For employers who must try
.0 do theso calculations by hand, it can
I such a headache that the employer
-~} either drop the bonus program a)-
«pgether or sirnply lgnore the law, borh
of which are obviously undestrable out-
v DTN,

Thu Bonus Tncentive Act T am intro-
dJueclng taday will alleviate this vnnec-
cgsary and rounterproductive require-
r1ent, and allew all employees to par-
lvipate equally In pgalnsharing pro-
prams. In fact, hy extending these pro-
nrams o hourly wage employees who,
oo average, malw less vhan their sala-
rind councerpares, this bill could be a
»ipnificant  shot-In-the-arm  to  their
valke home pay. The Emplayee Palicy
*undarian reports that a madian wagn
LS. worker could earn between an ad-
dli1onal 577.000 and $26,000 over a 20-
wcar period by participating in a per-
rarmance-based bonus plan.

Why wauld anyone oppose this blll,
M. Prosident? It is good for employers
wnd emplayees allke. Tt means less pa-
perwork and more Ray. less bureauc-
tazy and mare productivity.

some have ralsed the concern that
vmiployers may somehow atrempt to
llsguise  repgular  hourly pay as
|iBInsharing bonuses. While it would
vake a very ambitlous emplayer ta
make sueh a schemo profitable. par-
Livularly considering the impact such
renduct would have an emprc‘nyue mao-
tale, there are protections in the bill
:.%alnSt such a possibiliry.

“Irst. the emplayer must provide all
rmplayees, in wricing, a detajled de-
weciprion af whart the requirements and
henefits of the gainsharing plan will he.
‘I'the actua)l formula by which the bonus
13 to be calculated must alsa be
spalled-out. There can be no doubt
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abaut what the employee would ba re-
quired te do and what he ar she wouyld
stand gain.

Second, the employer Is absolutaly
prohibjted from using a performance-
based hpnus ta In any way replace che
hourly wage pay the employce would
otherwlse have rocejved. In facr, the
hill requires that the plan be 'astab-
lished and majntained In pood falth for
the purpose of distribycing to emplay-
ees additlonal remuneration over and
ahove the wages and salaries that are
not dependent upon the existcnee of
such plan.” If an smployer should vio-
late rhis and, for example, but workers
pay and suhstitute that for banus pay,
that emplayer would be subject ta the
same civil and even crimina) sanetlons
as he waould for any vialation al the
Fair Labor Standards Act, whlch Is
vigorously enfarced by the U.5. Depart-
ment of Labor's Wage and Hour Divl-
slon.

Bur the truth Is, Mr. President, that
there Is very llttle reason for employ-
ers today ta abuse this pravision, and
every reason in the world ta use (t for
the betterment of employses and to the
long-term success of the company. If
the tremendous ecanomic revalution
and grawth we have witnessed In the
last two dacadus has taught us any-
thing, It Is that wealth is natr a zero-
sum game. Our cconomy continues ta
outstrip that of the rest of the world
not because we have more natural re-
saurees: other cauntries have more oil,
geld, timber, and other resources than
we. [r s because the productive capac-
ity. ingenuiry, and entreprencurship of
the American poople s allawod to
flaurlsh under our sysrem.

Qurdated laws such as this must be
revised if we are to continue to enjoy
the growing [ruits of our labor. The
Banus Incentive Act will help accom-

Hsh this goal, and | urge my col-
eagues T0 support and pass it.

By Mr. KENNEDY (for himself.
F 3 Mr. AKAKA. Mr. INDUYE. Mrs.
LINCOLN, and Mr. WELLSTONE):

S. 1880. A bil} to amand the Public
Health Service Act to improve the
health of minority Individuals; to the
Committee on Health, Education,
Labar, and Penslons.

HEALTH CARE FAIRNESS ACT OF (900

Mr. KENNEDRY, Mr. President, over
the past few ducades, we have made ex-
truordinary advances as a natlon In
science and mediclne. Unfactunately,
those advances are not bepefitting all
of aur citizens equally. Minority com-
munities suffer  disproportionatcly
from many severe health problemns.

We know that paverty, lack of health
Insurance, and other bharriers to care
coptinue to undermine the hualth of
minorities. Clearly wa need ta do mare.
ta give all Americans the falr chance
for a healthy future that they deserve.

The Adminisctratian has raken impor-
tant steps to address this challenge.
l.ast year, the Presldent announced the
Iniviative ta Eliminate Raclal and Eth-
nic Disparlties In Health, Thls initla-

TEL:202 224 §128
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tive. led by the Department of Mealth
and Human Services, has idantifled
several areas where new commitments,
new ideas. and new resources ar¢ nec-
essary. The goal Is ta eliminate dis-
parities in tho areas of cardiovascular
disepse, cancer screening and manage-
ment, dlabetes. infant mortality, HIV/
AIDS, and immunizatlons by 2010. This
ambitlous goal cannot be met without
a majar effort to Improve research on
the health of minorities and develop
the steps needed to reduce these dis-
parivies.

Today, Senators AKAKA, INQLYE, LiN-
corN, WELLSTONE, and [ are Intro-
dueing the Health Care Fairness Act of
1999, to secure the commitment and re-
sources needed in each of these arcas to
ensure that minorities have a fair
chance for improved healch.

Minority populations suffer  dis-
proportionately from cardiovascular
disease. They have a greater risk of de
veloping high blood pressure. and are
less llkely to rocsjve cCreatmaent to
manage the condiclon afrer It develops.
As a result, African Americans are 40
percent more likely to die from coro-
nary heart disease than whites.

A" Georgetawn University study pub-
lished In the New England Journal of
Medicine last February faund thav bias
In the decislons made by docrors is a
factor in the treatment that African
Americans recelve when they suffer
from heart disease. These findings are
based on an experiment where physi-
cians valunteered ta view a video af ac-
tars paslng as patlents with slgnificane
symprams of heart disease. The physi-
clans were asked to prescribe further
Interventions for each “patient,”” all of
whom had ldentical medlcal histories,
Insurance coverage, and occupations.
While 91 pereont of the white males,
white females, and African American
males in cthe study were referred far
cardlac catheter{zation. a more effec-
tive but more axpensive diagnostic pro-
cedure, only 78 percent of the African
American females In the study were re-
ferred for chis cest,

A study published in the Now [ng-
land Journal of Medicine last manth
faund slmllar disparities in the ctreac-
ment of lung cancer. Patients whose
tumars are discovered early ure aften
able ro be curod with surgery. This
study found that African American pa-
tients with tumors small enough to be
surgically removed were treated sur-
glcally in anly 64 percent of eases, cam-
pared with 77 percent of white patients
ereated surgleally. As a result, African
Americans have only a 26 percont
chance of surviving lung canerer, com-
pared with a 34 pereent survival rate
for whites.

Other types of cancer also scrike ra-
clal and echnlc minoriries in dispropor-
tionuto numbers. Vietpamess Amer-
ican wamen are five times more lkely
than white women to contract cervical
cancer. Hispanie women are twice as
likely ta cantract cervical cancer. Na-
tive Hawallan men are 13 percent maore
likely to cantact lung cancer. Alaskan
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Marlve women are 72 pereent maore like-
ly to contract colon cancer und rectal
tancer, when compared with whites. In
addlition. African Americans and His-
panic Americans are more likely to be
tingnosed with cancer once the disease
las reached an advanced stage. Far Af-
tican Americans, the result is a 35 per-
« 2nt highor death ratce.

The Tnstityte of Medicine, issued a
teport last February concluding thar
fwrieral efforts to research cancer In
nnnoriry communitles are insufficient.
The report recommended an increase in
rerources and the development of a
tvateglc plan w coordinate this re-
search, The results of this study con-
llim that while NIH has been ex-
tremaly successful In producing med-
leidl  breakthroughs chat  impravo
liralth care, those breakthroupghs do
riot always reach into racial and ethnlc
Cammunities.

The sama troubling dillurences aro
faund with HIV/AIDS. The powerful
new drugs thar have dramatically de-
t rrased AIDS deaths and prevented or
telayed progression fram HIV ta AIDS
11 so many citizens are not reaching
yminorities {n proportion to their need.
Itacial and athnic minoriries make up
upproximately 25 percont of the rotal
l'OPular.ion. but these proups account
m over half of all AIRS cases. The dis-
pacity ls uven groater for African
american and Mispanlc women, wha ac-
taunt far nearly B0 percent of the AIDS
¢ a+ps reparted among women.

in spite of recont bipartisan efforts
14 increase accoss to healch care for all
« hildren, raclal and ethnle disparitijes
( X1SL arnong young Americans as well.
Minority children are less llkely to re-
<2ve prescription medicatlons. and
1hey have lower immunization rates
than white children. Inadequate health
tare places @ barrler jn the path of
hedlthy development for minarivy chil-
aren, and that 1s an unfalr disadvan-
I ETHEN

"ﬁhe Health Care Falrness Act of 1890
sddresses these raclal and  ethnic
health disparitlies ln many ways. It
cantains sections on research, data col-
laction, medical cduycation, and out-
reiich, Each of thuse aspects has an im-
[arrant role to play In the ceduction
i.nd evantual elimination of these un-
ecceptablo health disparicies.

Title I establishes a Center lor Re-
saurch an Mlnorlty Health at the Na-
tic.nal Institures of Health. The Center
vdll overser the development of an
MIH-wide strategic plan for minarity
haalth research, This step will enable
thase concernod with the advaacement
of research en minority health. bath
intlde and ourside NIH, to monirtor the
[rogress of NIH in this area. The Cen-
tm will award Centers of Excellence
Erants to instltutlons across the coun-
1y that serve under-represenced popu-
ls1lons. These funds will bhe used to
conduct research Into the paturg,
caases, and remedjes for health
c¢lspareles, to rraln minorities to be-
cune  hiomodical rescarch  profes-
sionals, to improve the Infrastructure
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far eonducting hiomedical research an
healch disparties. and to pravide long:
term stability to these hiomedlcal re-
search programs.

Changlng attltudes ahout race and
ethnlc backgrounds are an ongalng
challenge Tor all sectors of aur soclety.
The Georgetown study does not cop-
clude that mast doctars are racist, Na
such assumptions are drawn [fram {ts
results. What 1s shown is that hcalth
care providers, like all members of aur
society, enter their profession with
perceptians and hiases related to race.
Many Industries have confronted racial
sensitivity Issues in thelr training pro-
grams. This study shows that such
tralning must also be a part of modical
educatian, far hoth new students and
ex'f_crlenced practitionces allke,

o help health care providers im-
prave tholr abllity ra work with pa-
tlents of differont huckgrounds. we
must also develap oduycational tech-
niques that are effective In lmproving
this aspect of health care delivery.
Title II of the Health Care Finance Act
establishes demonstration prejects ko
develop effoctive educational tech-
ninues such as courses that focus on re-
ducing racial and ethnic dispartles in
health care.

The close connoctian hetween race
and paverty in this country has had a
significant nugative Impact on tho ac-
coss of minority communities to qual-
ity hoalcth care. Reduclng racla} and
uthnic health disparties will requlre a
better understanding of issues beyand
effective treatments and othor quos-
tions of basle selence, Barriors o care,
poar quality health services, and the
lack of useful ourcorme measures are
all part of this camplex problem. Title
IIT of our blll strengcthens the federal
commitment to these social science as-
pects of health disparties. It directs the
Agency [or Hoalth Care Policy and Re-
search ra conduct und suppert rosearch
In these areas, to promola effactive
Interventions in  minority commu-
nities. and to develpp outcome meas-
ures To assess and improve health caro
for minority populations.

Measuring our progress {n reducing
these raclal and echnic disparties wil)
also require rollable and complete data
on minlority health. In arder ta pro-
vide reliable Information an the health
status of minority communltles, Title
IV of our bill directs the National
Academy of Sciences to conduct a
study af the data collection and report-
ing systems at the Department of
Health and Human Services that in-
clude race and ethnlcity.

This study will evaluate the effec-
tiveness of dara eqllection at HHS and
recommend improvements for ensuring
rhat reliable and complete Information
on raclal and ethnic health disparties
is available,

The estimated cost nl rhese provi-
sians foe fiscal year 2000 totals just
under $350 mlllian. The estimated cost
In subsequent years Is approximately
5260 milllan. This {s a small price when
compared o the damage thar raclal
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and ethnic health dlspartles nre caus-

ing in sa many communitles. We all

know that In the lang run berter health
is always less expensive than slckness
and haspltalization.

We knaow that many other structural,
personal, and histerical factors con-
rribute to racial and ethnic disparties
in health care. Our legislation asks
that we make the ellmination of these
disparties a higher priority. It asics
that we do all we can to develop the
knowlsdge necessary to do better. The
result wl]l be a fairer chance for the
healthy future that all Amuricans do-
serve, and | laok faorward to early ac-
tlon by Cangress on this needed leglsla.
tion.

Mr. President, I ask unanimaous con-
sent that the full rext of cthe hill and
the accompanying letters and state-
ment of supporr be printed in the
RECORD.

Theru baing no objection, the mate-
rial was ordered to be printed in the
Rico, as follaws:

S. 1840

By it enuctod by the Senare and House of Rep-
resersutives al the Unlted States of America In
Congross assombled,

SBCTION 1. SHORT TITLE; TARLE OF CONTENTS.
(a) SHORT TITLE.—This Act may be cited ag

the "“Health Care Falrness Act al 1838
() TARLE OF CONTENTS.—The table of con-

cants of this Act Is as fallows:

Stc. 1. Short citle; vable of coprents.

Sec. 2. Findings.

TITLE T=IMPROVING MINORITY HEALTH
THROUGH THE NATIONAL INSTITUTES
OF HEALTH

Sec. 101. Rescarch on minarity heaith,
“"PART J—RESEARCH ON MINORITY HEALTH

“Sec. 4B9A. Escanlishment of Center.

"Sec. 480B. Advisory Council.

“Sec. 400C. Comprehensive plan  and
I)ucll:!;et.

“Sec. 488D. Center funding.

"Sac. 498E. Centers of excellence (ar re-
seurch on health disparities and
raining.

"Sec. ¢00F. Loan rapayment program for
blameadical research,

“Seoc. 488G, Additional autherities.

"Soc. 480H. Ceneral provisions regarding

the Center.
TITLE II-MEDICAL EDUCATION

. 201, Granls fur health care education

curricula devolopment.

. 202. National Conference an Continuing
Health Professional Educatlon
and Disparity In Hoalth Out-
cames,

201. Advisory Commitiee.

204. Cuyltural  campotency
house,

TITLE ITI—MINORITY HEALTH RE.
SEARCH BY THE AGENCY FOR HEALTH
CARE POLICY AND RESEARCH.

See, 301. Minority heplth research hy the
Agency for Health Care Policy
ind Rosaarch.

TITLE IV=DATA COLILECTION RELATING

TO RACE OR ETHNICITY
Sec. 401, Study and repart by Natienal Acad-
omy of Sclencas.
TITLE V—PUBLIC AWARENESS
Sec. 501. Public awaroncss.
SEC. 2. FINDINGS.
Cangreuss makos the following findings:
(1} The United Srates vanks belaw mast in-
dustrialized nations In hewlth Status ws

Sec.

Sec. clearing-
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meisured by langevicy. sickness. and mnr-
rallty.

(2) The Unicted Srates ranka 24Lh amang In-
ihstrlalized nations in infant mortelicy.

(3) This poor rank In health status is at-
iributed in large measure to the lower health
ulatys of Amorica’s minority populatians.

(1) Many minority groups suffer dispropar:
tlanately Tram eancer. Disparities exist In
In:Lh mortallty and incidence rates. Fac men
wid women combhined, African Amecricans
huve a cancer death rare about 33 percent
mgher than that for whites. Paralleling the
il arh rate, the incidence race for lung cancer
i Afriean Amerlesn men is abour $0 percent
mpher than white men Native Hawailan
men plgo have clevared rates of lung cancer
cempared with white men. Alaskan Native
mien and wamen sulfer from higher rates of
concers af the colon apd rectum than do
whitas. Vietnamese women in the United
Siates have a cervical canger ingcidence race
mare than 5 times pgreater than whits
wumen. Hispanlc women alsa suffur elevaced
rates of cervical cancer.

{5) Infant doach roces amonp Alrican Amer:
ican, Naclve Amerlcans and Alaskan Nartives,
Ml Hispunics werc well above the national
average. The greatest disparicy exiscs for Al-
lean Amerlcans, The overall Native Amer-
ican rate does nat reflect the diversity
Ameng Indlan communlties. some of which
havo Infant mortality races approaching
twice the natlunal rate,

(f) Sudden Infant dcach syndrome (roleorred
o An this section 3 "SIDS") uceounts for
approximately 10 percent of all Infant deathsi
i thae firar year cFch. Minoricy populatians
ar 6l greater risk for SIDS. In addition ta
the gresrer risks amang African Amercicans,
Gl rakes aro 3 ga 4 times as high for some
N.azive Amerlean and Alaskan Native popu-
iatlons,

(1) Cardiovascular disease is the leading
cuuse of death [or all racial and ethnic
%p olps, Major disparities exist among popu-

eLion groups, with 8 dispropartionate byr-
lrn of death and disabllity from cardlo-
vineilor disease in minarity and low-incama
peipulaciana. Stroke Is the anly leading cause
0l death far which mortality Is hlgher for
Asilan-American males than for whirte males.

(4) Racinl and ethnic minorities have high-
w rages af hypertension, tend Lo develap Eyv
prreenslon at an carlier age, and are less
H{icely ro undergo treatment to control their
M 3h blood pressure.

(0) Diaketes, the seventh loading cause af
th-ath In the Unlted States. Is a serious pub-
li: health prablem affecling rucial and oth-
we communities. The prevalence of diabates
in Afriean Amoericans Is approximately 70
|l| reent higher gthan whites and che rrnva-
unce |n Hispanjcs Is nearly double that of
whites. Tho prevalcnce rato of diaboros
wnong Native Americans and Alaskan Na-
tives |8 more than twice thiat for Lhe tokal
M:pulation and at least | tribe. the Pimas aof
Arlzona, have the highest known prevalence
o diaheLes of any population in the world.

(I0) Tha human Immunodeficlency virus
{referred ro in thls acction as “"HIV™), which
thuses acquired Immune deficlency syn-
drome (referred to In this section as
“nIDSY), results in dlsproportionste suf-
lsring In minoricy papulacions. Minarity per-
«ns represent 25 porcent of the rotal Unlted
S a:esg)npula:lon, but 44 percent of all cases
ol ALRS,

(11) More than 75 percone af AIDS cases re-
jerced among wamen end children accur In
inwnierity women and childrun.

(12) Nearly 2 of 5 (38 percent) Hispunle
acwales, 1ol 1 (24 peréent) African American
wiults, and 1 of f(u percent) Asglan-Amey-
Icon adults are uningured, campared with |
al 7 (14 percent) white adults.
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(17) Elderly mlnorities uvxpurience dlspari-
Lies In uccess to cara and healrh status, In
part bprause medicare covers only hall cthe
health care expenses ol older Americans.

(14) Two of 5 Hispunic and 2 of § Africap
Americans age 65 and older rate thelr health
starus as [air or poar. compared with less
than | of 4 (23 percent) white Amcricons A3
und over.

{15) Nuarly 2 af § (19 percont) African
Amerlcan adults and almost hall (4R perceric)
of Hispisnic adults report that they do not
have @ regular docror, comporod wilh | of 4
(20 pereenc) of white adulra.

(16) MinoriLy Americons 63 and older are
less lilkely to have | regular doclor or L0 see
o specialise.

(17) Ninety percent of minarity physiclans
praduced hy Hlateclcally Black Medical Cal-
leges llve and serve (nh minorily commu-
nitlos,

(18} Almasr hall (45 percent) of Hispanic
adults, 2 of § (41 porcenl) Aslan-American
adults, And more than | of 3 (35 percent) AlTi-
can Amerlcan adulcs repart dilficulty paying
far medical care. compared with 1 af 1 (26
percenc) whitc adujts.

(19) Despite suffuring disproporcionace
rares ol illncas, death. and disabllity. minorl-
tles have nor been proporglonacely rep-
resented in muny clinical resoarch trialy, ex-
cepl In studles af behaviorul risk factors as-
saclated with negat{ve scorooty pos.

(20) Culturally sensizive approaches to re-
saarch are neecled to encourage minority pascs
ticipaglon in research studles.

(21) There 15 & natlonal need (of minority
sclentists in tho field of hlomedical, clinical.
and hualth services research,

(22) In 1080, only 3.3 percent of all United
Staras modical schaol faculries were undor-
represented minarily persens.

(23) Only 1 purcont of full professars were
underrepresented minority persans (n 1600

(24) The proportion of underroproscnted
minaritles In high academic runksd, sach as
professors and assoclared prafessors, de-
creased feam 108U to 1880,

(25) Afrlcan Amarlicans with idontlcal com-
plaints of chesr paln are less likely then
white Americans Lo be roforred by physicinns
lor sophlaticared cardinc rests.

{26) Cultural comperency training In med-
ical schoals and resldency training programs
hea the potontial to reduce disparities in
health care and health oylcames.

(27} More dotailed data qn health dispari-
ties ls needed 1o—

(A) evaluate the {mpact that rece and eth-
nicity have on hoalch scatus. access Lo care,

‘and quality of care; and

(B) enlorce existing procections lor oqual
Heekss Lo caro,
TITLE 1—-IMPROVING MINORITY HEALTH
THROUCH THE NATIONAL INSTITUTES
OF HEALTH

SEC. 101, RESEARCH QN MINQRITY [IEALTH.

Titlc 1V of tha Puhlic Health Service Act
(42 D.S.C. 281 er seq.) ls amended by adding
at the end the follow|ng:

"PART J=RESEARCH ON MINORITY
HEALTH
"SBC. 400A. ESTARLISHMENT OF CENTER.

‘'(a) IN GENERAL.—There i3 established
within the National Institutes of Health an
organizatlan to be knewn as the Cencer for
Research on Minority Health and Health Dis-
porities (referred to In this part as the ‘Cen-
ter'). Thao Cencer shall be headed by @ diree.
tar, who shall be sppainted by the Sccrotary
and shall report ta the Direcrar of the Na-
tlonel Inscitutes of Heulth.

"'{b) TASK FORCE.—The Director aof the Cen-
rer shall chalr a trans-NIM wsk foree thas is
cormnposed of Institute Diroctors, N1 senlor
stafl, and representarives of ather public
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health agencies. that will escablish a com-
prehensive plan and budger escimatos under
socLion -mnd’l'nr minarity health that should
be conducted or supperted by the natlanal
research (nstitutes, and shall recommend an
agendn far ennducting and supporting such
research,

“*(c} DuTIRS.—

(1) INTERAGENCY CQORDINATION OFF MINOR-
ITY HEALTH RESEARCH.—WILh respecl Lo mi-
nority hoalth, the Direetor of tho Ceptor
shall facllirare the ostablishment of. wnd

rovide administratlve sypporc tn, che rask
orce ceferred to [n subsectiun (b) ta plan, ca-
ardinate, apd evalunte all research con-
ducted at or flunded by NIH.

(2) MINDRITY HEALTH RESEARCII INFORMA-
TION SYSTEM.—The Directar of the Center
shall estublish » minarity healch research In-
formatian system In ardor tq truck minor-
ity-rolated research. training, and canstruc-
tian. The system shall cupturu. for cuch mi-
noriLy-related research, training, or con-
structlon project year-cnd data.

*'(3) CONNULTATIONS.—The Director af the
Center shall corry out thla part (Inciuding
developlng and revislng the plan required in
suceion 488C) in consultarlan with the Advl-
sory Councl] ostabllished undoer seckion 49913,
the heads af the agencios of tho Naclonal In-
stitutes ol Health, and the advisory counclls
af such agencies.

"(4) CODROINATION.—The Director of the
Centor shall act as the primary Federal nff)-
cial with rospansibllity for monitoring ull
mlnority health research conducted or sur-
parged by the Notlanal! Insultutes af Henllh,
and=—

*'(A) ahal] serve ta represent the Natlonal
Inatitutes of Henlth minarlty health re-
soarch program at all relevant Execut|ve
branch task farces, cammictocs and planning
activitivs; and

* (B) shall majntaln cammunlcatlans with
all rclevant Public Health Service agencies
and with varlous other departments of the
Federal GCovornmunt, to cnsure the timely
transmission al Infermaglon concerning ad-
vances in minority health research berween
these various agencles for dissomination to
alloctod cornmunitles and health care pro-
viders.

*(d) INNOVATIVE GRANTS . =

*"(1} IN CENERAL.—Tha Diroctor of the Coen-
ter, |n capsultation with the Advisory Coun-
cll, shall idencify areas of Insulficient minog-
ity health research at tho Ipstjtutes apd
Centeni, und shall provide funds to the Inst-
tuces and Centers for tho awarding of poor-
reviewed griants for Innavative projects that
address high prlority aroas of minority
health research thal are not adequately ad-
dressed by other Institutes or Centers.

*'(2) EXCEPTIONAL CIRCUMSTANCES. —

"(A) IN GENERAL.—If tho Director al the
Center determines that rthe Inatitutes ar
Centers arn unwilling or unalle to award a
grant under paragraph (1) for the conduct of
a research project Idontified upder such
parugraph. the Director, In consultarion
with tho Advlsary Council. shall award 1 or
mare peer reviewed grants to support such
resoarch prgject.

"(B) LIMITATION.~The tatal amount of
grantas awarded under subparagraph (A) for a
Flscal year shall nor exceed an amount equal
to 10 percent of tho total finul budget for the
minority health disparities cemprehensivu
plan far tho National Institutos of Health for
the fiscal year, or 51310.000.000, whichever is
HFEFILFI'.

"(J) ADMINISTRATION OF RESEARCI
POSALS,—

"'(A) REQUESTS.—The Director of the Con-
Ter Imay i65We requests lor research proposals
In areas klentificd under paragraph (2)(A).

"(B) DELEGATION.—The Directar of tha
Center may delegaLe respansibility for the
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yaview and managemont af rescarch pra-
po-als under Lhls subseciion to another In-
:tituge or Center. or to the Center for Sci-
carific Roviow.

" (CY FINAL APPROVAL.—The Directar of the
1.entor may issye a final approval of research
wwards under parugraph (1) sa long as such
opproval is provided within 30 days of the
lnte an which the award s appraved by an
w1 ityce or Centor.,

" () PEFINITIONS.— 10 Lhis puri:

" (1) MINORITY [IEALTH CONDITIONS.—The
ram ‘minority heallth conditians’. with re
+pect to Individyals who are members of ra-
vl ethnle, and indigenocus (including Na-
t1ive Americans, Alaskan Narives, and Nauve
}awailans) minuriry groups, means all dis-
vR .8, disorders, and conditions (including
wlih respeer tn menti! health)—

' {A) uniquo to, mare serious. or more prev-
alent In such Indiviquals:

"(B) for which the factors of medical risk
o types of medical Intervention are dif-
linont for sueh individuals: or

'{C) which have been found to result In
Lo 1th disparities bue for which insufficlent
rere@areh hus heen conducted.

"(2) MINDRITY HEALTH RESEARCH.—The
t& 1 ‘'minarity healch rosearch’ means baslc
ind clinlcal rescarch an minoricy health con-
dittans,  Including vesearch an preventing
1.u:th condliclans,

“%1 C. 44NH. ADVISORY CALNCIL

"(u) IN GENERAL.~The Secrelary shafl es-
valilish un advisory council (referred o in
I hia part as the 'Advisory Councll’), purswant
1a the Federal Advisory Commlttee Ace, lagr
1he purpose of praviding advice to the Direcs
1 of the Center on carrying ouc this parr.

(b)) COMPDSITION.—The Advisary Council
+Wall be composed of nor less than 18, and noc
muro than 24 indiviiuals. who are not ofTl-
tas ar employons of the Foderal Gavern-
iment, to bo appalnced by cthe Secretarcy- A
mijarity of the members of the Advisory
tauncll shall ke Individuals with dem-
nnarrated oxperrlse regarding mineriry
ha.dth isspes. The Advisory Cauncll shall In-
thle representatives af communities Im-
ra-ted hy raclsl and ethnic healch dispari-
1163. The Direcror of the Center shall serve
i1s the ehalrperson of tho Advisary Council.
‘41 &, 40C. COMPREHENSIVE PLAN AND BUDGET.

" (8) IN GENBRAL.—Suhject to this seetlon
sl athor applicable law, the Directar of the
(‘earer (In consultation wicth the Advisory
Caunell) and the members of the Task Farce
tavahlished under sectlon 496A, in carrying
a1 section 4BBA, shall—

“(1) estuhlish a comprehepsive plun and
I'w 1gat for the conduct und support of all mi-
vavity health research acrivities of the agen-
ties of the National Institutes of Healch
{which plan shall be first establlshed under
this subsectian not later than 12 manths
#.floc the dato af the cnactment of this part),
v/hich budger shisll be submitied to tha Sec-
rutary, fhe Dirocrar of the Office of Manage-
1aent and Budget and Congress and included
I the Annual budgec Justification (or the Na-
tianal Instirutes af Health;

' (2) ensure Lhat the plan and budgee estub-
Lishies priarigjes, conslitent with sound med-
131 and sclentific judgment, among the mi-
v ity haalth researeh ncogvities that such
s|pncies are authorized ta carvy out:

' (3) ensure that the ptan ond budger escah-
Liiles objectives regarding such aetiviics,
ueacribes the means (or echieving the oblec-
Fives, and doslgantes the dote by which the
chzcllvos are expacted to be achleved;

“{9) enslre Lthar all amounts apprapriated
far such aclivitles arn expended in uccord-
oni e With the plan and budget:

"(5) review the plen and budger nor less
than annually, and coordlnate revislans to
the plan as appropriate; and
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*'(6) ensure that the plan and budger serve
as @ broad, hinding statement of policlaes re-
garding minority health research actlvities
of rhe pgenclex, but does not remove the re-
sponsibility of the heads of the mgencies for
;E:—. appraval of spec|fic programs or projeets.
grant managermunl, or for other detalls of
the dally adminiscracion of such activitles,
in accardance with vhwe plan and Budget.

“({b) CERTAIN COMPONENTS.—WILh rospect
to minority health reseirch activities of che
agencles of the Natjonal Institutes of Hoalth,
the plan and budgel shall—

*{1) provide for basic research;

“(2) provide for clinical research;

"*(4) pravide for reseqrch that |5 conduccad
by the agenciey;

*(4) provide for research that s supporced
by the agencivs;

(5) provide lar proposils developed pursu-
ant to soliciwtlons by the ogencies and for
prapasals dcveloped independently of such
salicitstlons: and

**(6) provide for prevention research, behav-
larul rese:arch and soclal aclenrces research.

"(c) ArrrROVAL.—The plan and budger as-
Lablished under this scctlon are subject o
the appravil ol the Direcrar of the Contar
and the Direcrar of he Natinnal Institutes
ol Health.

"(d) BUPCEY ITEMS FOR MINGRITY
HEALTH.—In the Budger of the United Stages
that js submitted Lo Congress by tho Presi-
dent, the Fresident shall, with respect ra
sach Instltute or sgency of the Nationnl In-
stituves of Health, inchle & separare line
itom account (ar Lhe amount that cach such
Instlture or agency requests for minority
hoalth acelvities,

“SEC, 4vuD. CENTER FUNDING,

“Far the purpose af carrying out adminis-
tralive functons relaled to minerity héalth
rosearch actlvities under the plan under sec-
tions 400A, 4008, and 489C, there an: author-
|zed to be a;garnprlated 5100,000,000 for flscal
year 2000, and such sums as may be nocossary
for each of flscal years 2001 Lhrough 2004.
“SEC. 400E. CENTERS OF gYCELLENCE FQR RE-

SEARCH ON HBALTH DISPARITIES
AND TRAINING.

(@) IN GENERAL,—The Secretary, scling
thraugh the Dirertar af the Natlanal Insti-
wutes of Health, shall make grants ta, and
enter Inte contracts with, designaced bio-
modical restarch instjrycians described In
subsaction [c), and other publie and non-
prafit healeh ar educarianal entltics, for tha
purpose ol assisting the |nsglrutions (n sup-
porting programa of excellunce in blomedical
resturch educatlon far undep-represented mi-
nority Indivlduals,

*'(b) REQUIRED WUSE OF FUNRS.—

(1) IN GENERAL.—The Secrctury miy not
make »n grant under subsecrion (o) unless the
designated hlomedlcal rescarch institution
involved wegrews, subject to  subsection
(e)(1)(B), to expend the grant—

"(A) to conduct minority health research
and rasecarch inta the nuture of health dis-
paritley vhat effect racial, erhnle, and indig-
enous minarlcles, the causes of such dispari-
tios, und remedics (aor such disparities:

"'(B) to traln minarities as professianals in
the area of blomedical reaparch;

(€} to expund, remodel. renovere, or alter
ex)sting resesrch fagllitles or construct new
research facilivles for the purpose of con-
ductlng hblomedical research  related to
heelth disparities: or

(1) vo escablish or Increase an endowment
fund In accordance with paragraph (2).

"*(2) ENDOWMENT FUNDS. —

(A} IN GENERAL.—Except as pravided in
subparagraph (B). an lnstitution thar neegs
the regquiremonts of sybparagraph (B) may
utllize not Fto oxceed 35 percent of the
amounts recelved under o grant under sub:
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sectlon (a) to extubllsh or Increase an endow-
mont {und ar the Instipution. Amounts used
under this subpuragraph shall be dedicated
cxcluslvely ta the suppars of biomedical re-
search and the anasoclaied costs af such re-
search.,

"'(B) REQUIREMENT5.—Ta be eliglble to use
funds es pravided lor under subparagraph
{A). an Instiwation shall par have a endaw-
ment fund rhat |5 warch in exeess of an
amount equal to 50 percent ol the naclonal
average of all endowment funds at all instl-
wutions ghat are af rhe same biomedlical re-
search discipline.

*'(¢) CENTERS OF EXCELLENCE.—

"'(1) GENERAL CONRITIONS.—The canditions
specifled In this paragraph are (hat a des-
ignatad blomedical research Institutlan~—

*(A) has & signlficant number al under-rep-
rescnced minorily individurls enrolled in the
Institution, including Individuals accepred
for cnrollment In the Insgjtytion:

""{B) has heen offoctive In essisting under-
represented minority sturdents of the Institu-
tlon to complete the program ol education
and recelve Lhe degree Invojved;

“(CY has heon effective in recrulting under-
represented minerity Individuals to enroll in
and graduate from the Institutlon. including
providing scholarships and other linuncial
assistance ta sduch lndividusls apd encour:
aging undor-roprescntad minority studencs
from all levels of the educations! pipeling ta
pursue hiomedical research careers; and

(D} hass made significanL recruliment of-
Torts vo increasa the pumber of under-rep-
resented rninority Individualy serving In fac-
ulty or adminlstrative posiclons at the insti-
tutlan.

"'(2) CONSORTIUM.—Any designated hia-
medical research instlturinn Involved may,
with ochor bjomedlcel |pscitutions (des-
Ignated or atheew{se) form a consarflum o
carry oul ihe purposes described in sub-
sectlon (b) at the (nstiturions of the consor-
rlum.

“(3) APPIIfATION OF CRITERIA TO NTHER
FROGRAMS.—In the case of any criver|a estab-
lshed by the Secrotury for purposes of deter-
mining whether Institucians meet the condl-
tlans doscribed In paragraph (1}, this section
may not, with respect Lo raclal, ethnlc, and
Indigenous minoritles. be copstrued to au.
thariza, require, ar prohibit the use of such
eriteria In any program ather than the pro-
gram estahlished |n this soctian.

" (d) DURATION DF GRANT.—The pertnd dur-
ing which paymenis are made under a groant
under subsection (8) mey nat exceed 5 years.
Such paymenta shall he sulject tn annual ap-
pruvuf by the Sscretary and to the avaﬁ
abiliry of appropriations for the [iscal year
lnvalved to make the paymenrs.

*'(€) PREIFINTTIONS.—In £his sectlan:

"'{1) MINORITY.—The term ‘minarity’ means
an individual from a ruclal or cthnle group
that §s under-represented in health research.

“(2) PROCRAM OF EXCELLENCE.~The tcrm
‘program af excellence’ means any program
carriod oul by a deslgnated hlomodjcal re-
search Instituction with a grant made under
subsectlon (a), If the program Is for purpases
far which the Institution Invalved is author-
ized In subsectlan (h) ar (c) to expend che

Agrant.

(1) FUNDING,~

(1) AUTHORIZATION OF AFPPROPRIATIONS, —
For the purpose of mnking grants under syh-
soctlon (p), there are aytharlzed to be appro-
priaced such sums as may be necessary for
each of Lhe flscal yoars 2000 thraugh 2004.

"'[2) Na LIMITATION,—Nothing In this sub-
section shall be construed as limjting the
contors af excellence referred 1o in this soc-
tion to Lhe designated amount, of fo pre-
clyde such enticjes from competing for othor
grents under this section,

*(3) MAINTENANCE OF CFFORT.~—
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(A) IN CENERAIL.—WIth respucL 0 activi-
its for which a grant made under chis pary
At uthorizel 1o he expended. the Secretary
May not ke such o grant (o a center of ex-
watlence for any fiscal yecar unless the center
igreos to malncaln oxpenditures ol non-Fed-
o amuunts far such activities ar a level
-hat 16 not less than the level uf such ex-
penditures malnualned by the center for the
Necal yeor preceding the fiscal year for
~hiich Lhe insticuclon receives such a grant.

‘(B) USE OF FENERAL FUNDS.—With respect
W0 uny Federal amounts recelved by a cencer
Wl excollence and availabhle Inr carrying out
wcivities Tor which a grant under this part
15 authorized to be expended, the Secretary
0.1y NoL make such a grant to the cenfer for
iy Mseal year unless the eenter agrees char
tho conter wlll. before cxpending the grant,
xpend the Federal amounts obrained from
»ourcas ather than the grant.

‘SHC. 400K, LOAN REFAYMENT PROCRAM FOR
BIDMEDICAL RESEARCH.

‘(a) IN GENERAL. —The Secretary. acting
through the Director of tho National Insel-
tules of Health, shall estahlish a program of
crcering Into congracts with qualifisd hesith
professionals under which such health pro-
fe\sjonals agree to engage In minarity healch
fesearch or research intn the nature of
he nlxh disparities thac affect racial. eLhnic.
anth indigonaus populatlans. In conslderacion
al the Feclm'a‘J Govornment agreelng 1o
répay, lor cuch year ef such service, not
tnare than $35,000 of the principal and \nter-
asl af the educational loans of such hcalth
(1 afessionals,

'{b) SERVICE PROVISIONS.—Thu proviiinns
al sactions 1386, 1BC, and IRE shall. excepr
it Inconslstent with subsection (a). apply (0
the program established In spel subsection
{ol o the same extent ond in Lhe same man-
11 A% SUEh provisions apply to the Nacional
[i:aleh Service Corps Loen Repayment Pro-
i um established In subpart nf of part D of
cele T

'(c) AVAILABILITY OF APFHOFRIATIONS.—
MAomnounts avajlable far carrylng out this sec.
thon shall rernain avallable uncil the explra-
tlon al tha second Miscal year heginning after
the [iscal year for which the amounts wory
m.ade avallable.

{d) HEALTH DISPARITIES.—In carrying out
thiis suction, the Sccrotary shall take S{eps
«hlficlent to ensure the acrive parricipacion
ol apprapriately quallfied minarity haeath
professlonals, ipcluding extenstve outreach
ap] recruigmeny efforts. In camplying with
Ihia subsectlon, the Secrerary shall waive
the requirement that the recipients of loan
'EPRYMent assistance agree ta engage In mi-
nnrity hoalth research or rescarch inte Lhe
nirturo of healeh disparicies chot affect rin-
clal, ethnic and indigenous populatrians.

() AUTHORIZATION QF AFFPROMIIATIONS. —
[Fur the purpaase af carrying out this section,
Ihare aro authorized to be appropriated such
Ny a5 may be pecessary for each of i (as
till yoars 2000 through 2004.

"B t4C. 400G. ARDITIONAL AUTHORITIES.

“(A) IN GENERAL.—In overseeing and supe
nereing minarity health research, the Direc-
1 of the Conter—

(11 ahall aszise the Direcror af the Na-
Ilnal Center for Resedarch Resaurces In cure
3 ing out sectlon 481(c){3} and in commicting
veyaurces [or eonstruction et Inseitutions of
Lierging Excellence:

“(2) shall asslsp In the administration of
sectlnn 4928 with respect vo rhe inelusion af
members af minar!ty groups as subjects in
alinical research; and

"'{3) subjeer. o srctian 405() (2} and without
repgard to sectlen 3324 of ticle 31, United
Scates Cade, and sectlon 3700 of the Revised
Siurutos (41 U.S.C. §), may enter inco such
contracls und cooperative agrcoments with
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any publlc agency, ar with any persan, flrm.
ussaclptlon, corporatlan, or educatlanal In-
stleurion. A may he necessary Lo expedite
and coordinata minacity heallh research.

"(h] REPORT TO CONGRESS AND T SEC-
RETARY.—The Director ol the Conter shall
each (iscal year prepare and submit to the
appropriate committees of Congress and the
Secrerary a report--

(1) deseribing and evalualing the progross
made In such lscal year in miparity health
ressarch conducted ar supparted by the In-
uLiLuLes;

"(2) summarizing and anilyzing expendi-
rures made In auch fiscel year [or uctlvities
with respoct Lo minarity health rosearch
conducted or suﬁpnrted by the Nautiunal In-
stieures ol Health; and

*(3) eoncalning such recommondations as
the Director consldurs agpropriace.

‘'(¢) PROJECTS FOR CDOPERATION AMONG
PUGLIC ANR PRIVATE HeaLTIt ENTITIES.~In
curryng out subsoctian (a), the Rirecror of
the Conter shall establish praojecis to pro-
mole cooperatlon among Fedoral agencies,
Stpre, local, and reglonal public healch ngen-
cles, and privare entlties. in minerity health
rescarch,

"SEC. 490H. GENERAL PRAVIZEIONS RECARDING
TIE CENTRER.

''(a) ADMINISTRATIVE SUPFORT FOR CEN-
TER.—The Secretary, acring through the Pi-
receor of the Natlonul Inatitutes of Hoalth,
shall provide adminlstrative support and
support services ta the Directar af the Cen-
ter and shall enaure that such support rakes
maximum edvantage of existipg adminlstra-
tive scryctures ab tho agencies of the Na-
tional Instivures of Health.

(b} REQUIRED ExPERTISE.—The Diroctor ol
the Center, In canaultatlan with the Advi-
sory Council and the Center for Scientific
Review, shall undure that scivntiscs wicth ap-
propriate expertise In reseacch an minority
health aere incarparared Into the review,
oversight, and mAnagement processes ol all
research projocts in the Natlonal Institutes
of Hoalth minority health research pragram
und other activitles ynder such profram.

*'(¢) TECHNICAL ASSISTANCE.—The Direcror
ol the Center, In cansultatian with the diroc-
tors of the nactlonal research nstitutes and
centers, shall ensure thap appropriate tech-
nicul ussistance {s available o ppplicants [or
all research prglects and other activities
supported by the National Institutes of
Fealth minarlty health rasearch praogram.

*(d) EVALUATION AND REPORT.—

(1) EVALUATION.—Nat later than § years
after the date of the anactment of this part,
the Swecrecary shall conduct an evaluation
ro—

“(A) derermine the effect of this soction on
the planniny and cooerdination of the minor-
\ty health research programs at the Insti-
tutes, cenkers and divisions of the Natlonal
Instltutes of Healu;

*{B) evaluate the extent te which thie parc
has eliminated the duplication of adiminis-
trative resaurces among such Instityros, con-
rers and dlvisions; and

"(C) provide recommendations concerning
future alteratlans with respect to this part.

"'(2) REPORT.—Not later than 1 ycar after
the dete on wWhich the evaluation is com-
menced undar paragraph (1). rhe Secretary
shall prepure #nd subhmir to the Commlittee
on Health, Educatlion, Labar. and Pensions of
the Senate, and the Commlittee on Com-
merce of Lhe Houso of Ropreseptatives, a re-
port concarning the results of such evalua-
Lian.”.

TITLE U—MEDICAL EDUCATION
SEC. 201. GRANTS FOR IIEALTH CARE EDU-
CATION CURRICULA DEVELOPMENT.

Part F of title VII of Lhe Public Heslth

Service Act (42 U.S.C. 205/ at seq.) IS amend-
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ed by inserting after sectlan T8I the fol-
lowing:

“SEC. T0JA. GRANTS FOR HEALTH PRQFESSIONS
EDUCATION CURRICULA DEVELQOM-
MRNT.

"{a) GRANTS FOGR GRADUATE EDUCATION
CURRICULA PEVELOPMENT, =—

“(1) IN CENERAL.—The Secretary. pctring
through the Administrator for the Health
Resgoyrces and Services Admlnlstratlon and
In collabaraicion with the Adminlstrator for
HMealrh Care Policy and Research and tha
Deputy Asdistant Secretary for Minoricy
Henlth, may make awards aof grants, con-
tracts. or cooperative agreements te public
and nonprofit privacte entities for the pur-
pase of carrying oul research prajects and
demonstration prajects to develop curricula
ta reduce disparicy Iln hoalth ¢are culeomes,
including curricula and faculty development
for cultural compeLency in graduate and un-
dergraduate health profossions educution.

"(2) ELICIRILTTY,—Ta he ¢ligible to recejve
a grant, contruct or copperative agrooments
undor paragraph (1), ap enkity shall—=

"*(A) be a schoal of medicine, schoal af os-
teopathic medicine, schoaol of dentistry,
school of publle heaith. school of nursing,
schoa]l aof pharmacy, schoal of allied healch,
or ather recognized healrh professian school;
and

"(R) preparae and submit Lo the Secrelary
an applicatlan at such time, in such mannar.
und cencain{ng such inlormation as the Sec-
rerary may require.

**(3) USE oF FUNDS.—An cntlty shall use
amouncs received under a grant under para-
greph (1) to carry out research prajacts snd
demonstratlon prglocis to develop curricula
ta reduco disparity in health care ourcamos,
including cwrricula for culturnl eomperency
In graduate modical education. Such cur-
ricula shall focus on the need ta romove blas
from hoalth care at a persanal love! as well
as nr e syatemacic lovel,

""(4) NUMBER QF CRANTS AND GRANT TERM.—
The Secrerary shall award not Lo exceed 20
sran[!, contracty or coupr:rar.lve agreements
{or combilnatklon thereaf) undnrcrarngraph )
in esch of the first and sccond [lscal ycars
for which funds arc available under sub-
secclon (0. The terin of each such grant, con-
tract or cuoperarive ogreement shall be 1
years,

*'(b) GRANTS FOR COUNTINUINC HEALTH Pro-
FESSIONAL EDUCATION CURRICULA DEVELOP-
MENT.—

(1) 'N GENERAL.—The Sccrctary, acting
through the Health Resources and Services
Administracion and the Agency for Health
Care Palicy and Research and In callabara-
tion with the Office of Minority Health, shul)
award grants, contracts or cooperacive
agreements ta cligihle entities for the esgab-
lishment of demonsrration projocts to de-
valap curricdla to reducs disparily In health
care and health autcomes, Including cur-
ricula for culrural comperancy, In con-
tinuing medicel education,

*'(2) EuicipIiLITY.~—Ta be eliglble ro recejve
a pranL, cuntract, or coaperative agreement
under paragraph (1) an entity shall—

(A} he a schoo) of medicline, schaol of bs-
teoputhlc medlcine. schonl of dencistry,
school of public health. schaol! ol nursing,
schoal of pharmucy, schoal of allied health,
ar ?:hcr racognizod hoalth profession school;
and

*(B) prepnre arl submit fo the Seervtary
an application at such time. In SUch manner,
and contalning such Informatlon as the Sec-
revary may roguire.

(%) UsSe OF FUNDS.—AN ontlty shall use
amounts rocetved under a grant. contrace, or
ceoperative agresment under paregraph (1)

P. 011



DEC. -14" 99 (TUE) 18:27

November 8, 1999

.0 develop and evaluare the effect and Im-
wpet of currlenlsa far cantinuing medical edu-
ulion courses pr prograine 10 provide edu-
‘&tjan cencerning \ssues relacing o dis-
parity In health care snd heatth outeomes,
neluding eultyral cumpetency of health pro-
ro-slapals. Such ewcrlcula shall focus on Lhe
ated Fq remove hiis (rom healch care ac a
personal level as well a5 at a systemic level.

"(4) NUMOER OF GRANTS AND GRANT TERM.—
'hie Secrecary ahall award not 1o exceed 20
wI'4nky, contraccs. ar cooperative under para:
wraph (1) in eaeh of the flrsc and second fis-
.81 years (or which funds are availalle under
«Wwhiectlan (N. The term of cach such grant
ihall be 3 years.

‘(c) DISTRIBUTION OF PROJECTS.—The Sec-
rgLary shall ensyre that. 1o the extent prac-
th able. projects under subsections (a) and
(@ ave carried gut in each of the principal
weupraphic replons ol the Uniced Staces and
-ddrens |ssues associated with diffecent mi-
aority groups and health pealessians.

'(d) MPNITORING.—An ontity that roceives
i RrAnt, CONFraci or cooperative agreement
Jtder subsection (a) or (b) shall ensurc thal
yracoduras are In place ta monltor acrivigles
unidectaken uslng grant. contract ar coapara-
tve agreement funds. Such ent(ty shall ap-
Juallly prepare apd submit ta the Sgcretary 8
+epare concerning the allectiveness afl cur-
-1+ ulas doveleped under the granc cancracr ar
:oot)erauve Afrociient.

‘{t} REPORT TO CONGRESS.—Nat Jater than
January |, 2042, rhe Secrerary shall prepare
and submit tn the approprinte committees of
~angress, o roparc concerning the effeccive-
ae%s of programs funded under this seegion
] a plan to encourage the implementation
snd urilization of curriculs o reduce dis-
s&riky in healrh care and healch ougcames, A
Inial repare shall be submiceed by the Sec-
cuary noet later than Janwary | 2004,

(N AUTHORIZATION OF APPROPRIATIONS.—
Fhero 1s authorized to he approprinted Lla
;arry oul this secclon, §3.500,000 for flscel
veeur 2000, $7.000,00n Tor fiscul year 2001,
$7 000,000 for Mscal year 2002, and $2,500,000
‘on flscal yasr 2002.".
sEC. ZD2. NATIONAL CONFERENCE QN CON-

TINUING UEALTH PROFESSIONAL
EDUCATION AND DISPARITY IN
HEALTH NUTCOMES.

14) IN GENERAL.—Notr later than | year
iher the dats al cnactment of chis Act, the
wcretary of Health and Human Services
.hail convane a netlanal canference on con-
tiulng health professions vducalion us o
"wthod for roducing disparlcy in health care
nd hiealth outcames. Including continuing
Jnicia]l educarion op cultursl campetency.
‘The conlerense shall include sessions to ad-
dAress messurements af wulcomes Lo assess
ho effectiveness of curricula in reducing dls-
parity.

(b) " PARTICIPANTS. —The Secrctary of
“lealth and Human Serviees shall Invitc mi-
nority health advacacy groups. health edu-
vyulan entitles deserlhed in section 741(b} (1)
uf the Public Hoalth Service Act (as added by
vaction 201} and ather Interested partles to
akiend the conference under subsection (a),

c) ISSUES,—The national conference con-
veaed under subsectlon (8) shall address
»enes ralacing to the role of continuing med-
il aducatlon in cho effort to reduce d)s.
pacity In heelth care und health outcomes,
1 luding the role af concinuing medical eclu-
+aclan In Impraving the cultural compctency
uf health professlonals and health profes-
rions faculty. The cenferonco shall facus an
mrLhods o achiove reductions (n che dispar!-
les (0 healch care and henlth ourcomes
1naugh Euntlnulng medlcygl educatian
vaurses or programy and on stregegles {or
i asuring tho effecuveness of curricula o
1 arluee dlsparitles,

W} PuaLICATION OF FINDINCS.~—NaL later
(han 6 menths after the convening of the na-
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rianael conference under sulisectian (a), the
Secretary of Health and Human Services
shall publlsh Ln the Federal Replsier a8 sum-
mary of the proceedings and the Nndings ol
the ennforencs.

{e) AUTHORIZATION OF APPROPRIATIONS.=—
There |s authorized ta be appropriated such
sums a3 may be necessary ta carry oub this
sectjan,

SEC, 203. ADVISORY COMMITTEE,

(a) ESTABLISHMENT,—The Secrctary uf
Health ond Hurnan Services shall estahlish
an advisery commitiee 1o pravide advice to
the Secretary on matlers related o the de-
velopment, implenientation. and ovaluatlon
of pradunte and continuing educatlon cur-
ricula {or hcalth care professionals ta do-
croase Lthe disparity in health care and
health outcomues, including curricula on cul:
tural camperency as 8 methed of eliminaring
hoalth disparity.

() MEMAERSHIP.~NolL later than 1 manths
after the date on which amounts are appro-
priated Lo carry out Lhis section. the Sec-
rerary of Health and Human Services shall
appolnt the members of the advlsory com-
miLtee. Such members shall be appainted
from among Indlvidunls who—

(1) unless orherwlse specified, are not offl-
cors or employees of the Fadorsl Gavern-
menL;

(2) aro experlanced in Issucs rclating ta
health disparity: and

(3) meet such other requirements as the
Secrerary determines ypproprlate;
and shall include a representarive al the Of-
flee of Minaricy Health wnder sectlon 1707 of
the Public Health Service Act (42 U.S.C.
300u-6) and such ather representatives af of-
flcos and sgencies of the Publlc Hoalth Sorv-
ice a5 the Socrotary determines o be appro-
Erluu:. The Secretary shall ensure that mem-

ers aof minarlty comimunities are well rep-
resontad on the advisory commltieo. Such
representatives shall Include 1 or more indl-
vidunls who serve on the advisary committee
under sectlon 1707{c) ol such Act.

() COLLABORATION.—The advlsory com-
micree shall carry out Its ducles under this
sectlap {n collaboration with the Office of
Mineriry Health af the Deparrment of Health
and Human Services, and ocher offices, cep-
ters. end insritutes of the Department of
Health and Human Services, and other Fed-
eral agencles,

(d) TERMINATION.~The advisary commlitree
shall terminare an the dute that is 4 years
after tho date an which the flest member of
the cammiteee |s Appointed.

(e) ExisTING COMMITTEE.—Tho Socretery
may deslgnate an exlsting wsdvisory com-
miLtee operating under the aucharlty af the
Dffice of Minarity Health of the Depurtment
al Health and Human Services to serve as
the advisory committee under this section.
SEC. z04. CULTURAL COMPETENCY CLEARING-

HOUSE.

(a) ESTABLISHMENT.—The Director of the
Office ol Minarity Health of tho Department
of Heulth and Hurnan Services shall escablish
within the Rosource Center of the Offico af
Mlinarlty Health, or through the awarding of
a contract provide (or tha cstablishment of,
an informatlan cloepinghouse for currjcula
to reduce raclal and echnic disparity in
health cara and health outcomes. The clear-
Inghonse shall facilitate anpd enhance,
through the clfecuve disseminatian of Infor-
metion, knowledge wnd understanding of
prictices Lhet lend to decreases in the dis-
paricy of health acress minarity and ethnic
groups. including curricula far continuing
metlical educaclan ta develop cultural cam-
potancy in heulth care professionals.

(b) AVAILABILITY OF INFORMATION.—Inflar-
matlan contalned in the clearinghoeuse shall
be made svailable to minarity healch advo-
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cacy groups. healgh educetinn entitics de-

scribad In soction 191A(R)(2) (A) of the Public

Health Service Act (as added by section 2M),

health malntenance organjzations, and ather

{nterestod parties,

(c) ALTIJORIZATION OP APFROPRIATIONS.—
There Is nuthorized to be appropriated such
sums as may be nocessary Lo curry out this
saction.

TITLE II—MINORITY HEALTH RESEARCH
BY THE AGENCY FOR HEALTH CARE
POLICY AND RESEARCH.

SEC. 30). MJNORITY HEALTH RESEARCH BY THE

AGENCY FOR HEALTH CARE roLiCyY
AND RESEARCH,

(a) IN GENERAI-—Part A of titie IX aof the
Fublic Heolth Service Act (42 U.S.C. 208 er
seq.) 18 amended by adding et the end the fol-
lowing:

“SEC. 808. RESEARCH ON MINORITY HEALTH DIS-

PARITIES.

'(a) IN CENERAL.~=The Administrator of
the Agancy for Heslth Care Palley and Re-
a¢arch shall—

(1) conduct and suppart resesrch to Jden-
tify how to improve the quality and out-
camnos of health care services far minority
populations and the causos af health dlsparl-
ties for minority populations, Including bar-
rlors to hoolrh care uccess:

(2} conduct and suppart research and sup-
port demanstration prgjscts to identifly, tost.
and evaluare straregies for sliminating tho
dispuritles deseribed in paragraph (1) and
promating effecrive Interventions:

**(3) develop measures for the assesament
and Improvement of the quality and apure-
priatenoss of hoolth carc services pravided to
minority populations; and

*{4) In carrylng oul 502(c), pravide support
to Increase the pumber of minority health
carp researchers and the health services re-
search capacity of institutions that trajin mi-
nority healeh cace researchers,

" RESEARCIT  AND  DEMONSTRATJON
PROJECTS.—

(1) IN CENERAL.—In carrying out sub-
sectjon (a). tho Adminlstrator shall canduct
and support research to—

"'(A) ldentify the clinlcal, culturel. soclo-
occapomlc, und argonizationa)l lactors that
cantribure to healch disparitles far minarity
populations (including exsminatlon of pat-
rerns af clinical decislonmaking and of the
avallabllity of support services);

''(B) Identify and evaluate clinical and ar-
ganlzaclonal strategles ta improve the qual-
ity. outcomes, and access ta care for minor-
Ity populatiana:

"(C) suppart duemaonstrations to test such
strategles; and

‘(D) widely disseminate strategios Far
which there I3 sclentific evidence of effec-
clvenass.

*(2) USKE oF CERTAIN STRATECIES.—In car-
rylng our chls section the Admlnistrator
shall Implement research strategies and
mechanisms that will enhanee the Involve-
ment of minarity health services research-
ars, lostitullons Lhat traln adnorlty  re-
searchers, apd members of mlnarity popu-
lations for whom the Agency Is attempting
to Improve the quality and autcomes of care.
including—

"'(A) cantors ol excellonce that can dem.
onstrace, elthor individually ar through con-
sartla, a eombination af multi-disciplinary
expertise in outcomes or quality {mprove-
ment research and a demonstristed capacity
to engage minority populations in the plan-
nlnﬂ. conduct and trapslation of rescarch,
with linkages ta relavant sltes of care;

“(B) pravider-based research netwarks. In-
cluding health plans, facilltios, or delivery
system sites of care (especlally pelmary
care). Chat wmiske extensive use af minority
health care providers ar serve minorivy pa-
tlent populations arkl have the capacity 1o
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l-v-iluﬁte and promol: quility improvement;
1.

' (C) ether {nnavative mechamsms or strat-
1gwes that will facilicate vhe trisnsiation of
et resparch {nvesements into clinleal prae-
Vi es Thnt can reasonably be expected o ben-
¢fir chose populations.

" (£} QUALITY MEASURCMENT  DEVELOP-
JIENT. —

1) IN GENERAL.—Ta ensure that minarity
lmpulurlons heneflt from the propress made
1 the abillty of individuals 1o measure the
rualily of health care delivery. the Admiinis.
1eitar of the Agency far ealth Care Policy
il Research shall support the develapmeant
of quality af health care nwasures that as-
srs Lhe uxperlence ol minanity populatjons
wirh health eare syarems, such us meusurcs
Ihat assess the access of manority popy-
linlons to health care, the cultural com-
p2ience aof the care provided. the guality of
the- care provided, Lhe outcomes o” cBre, ar
nthier aspocts of health care practice that the
ndainlstrator derermines ta be imporcant.

' (2) REPORT.— Nat later than 24 manths
awftor the dete of enictmont of this section.
1 Secrutary. accing chraugh tlee Adrninis-
tretor, shall prepare and submil w the ap-
|*cuipriate eommictoes of Congress a reparc
vé.cribing the state-ol-the-art of guality
measurement  for minority populations
veliich will Idencify erictical unmet needs. the
«uirent wctivitles of tho Department to ad-
(s those needy, and a deseriplion ol re-
latad acrivitles In the private sectar.”.

(D) FUNDING,—Saction 828 of cthe Public
llealth Sorvice Aer (42 U.S.C. 288c-h) s
mended hy ndding at the end the {ollowing:

() MINORITY HEALTI! DISPARITIES RE-
faRCH.—For the purpase ol carrying out the
ectivicles under sacrlon 006, there are au-
Thorized ta be appropriated such sums as
oy be necessary [or sach of the liscal years
2up0 chrough 2004,".

MTLE [V--DATA COLLECTION RELATING
TO RACKE OR ETHNICITY

STUDY AND REPORT 1Y NATIONAL
_ ACADEMY OF SCIENCES.

(1) STUDY.-~Tho Socratary of Health and
lluman Services shall enger Inte & contruct
v/Ith the Natlonal Academy af Sciences (ar
the conduct of a camprehensive study of the
[tapaccment of Mealth and Human Services'
o e collection sysrems and practices. and
any daca callection or reparcing systems re-
quired under any of the progriums or actlvl-
tiow of the Department, relating to the col-
lactian of data on race ar ethnicicy, includ-
lag other Federal data collectlen systems
(m=h as the Social Security Administration)
v:itly which the Dupartment interacts to col-
hic. relevant data on race and echnigity.

() REPORT.—Not later than 1 year after
the dute of enacgment of this Act, the Na-
tional Acaremy of Sclepces shall prepare
8al submit to the Committee an Healch,
I hication, Labor, and Penstans of the Sun-
aie and the Cammitiee on Commerce of the
lnavise of Representarivas, a repart that—

{1) Identi(fiea the rlata needed to suppore ef-
fires to evaluato tho offects of race and eth-
nicity on eccess ta and quality of healch cara
aqa ophor services and on disparicy in healch
wael othee social outcames, the duta needed
tn Jdeflne appropriare quality of care mass-
trei to ndsess the equivelunce al healch care
outcomes 1 health care payer systems. and
the data needed to enforce existing protec-
tans far equal access ta health care;

(?) examlnes the cifucclvencss of the sys-
tenei and pructices of the Depnrtrnun: of
Hualdth and Human Services descrlbed in sub-
sl lon (a), Including demansLrution projeces
o the Department, and che effectiveness af
selrcred systoms and practices of other Feg-
erul and Scate agencles and the private sec-
tor in callecting and analyz{ng such data;
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(3} eantalns recarnmendatlans for ensuring
that the Department of Health and Humen
Servicas, in edminisgering Its entdre array of
programs und actlvitics. collects. or causes
ta bie callecred, pecurale und complete Infor-
mation relating to race and ethnicity as may
be necozsary to monitor sccess to and gual-
ity af health care and to onsure the capa-
billty to monitor apd enforce etvll |']gﬁr_5
lawy; and

(4) Includes prajectlons aboyt the cosgs as-
sacinted with the Implementatlon af the rec.
ommendillons rescribed 1o paragraph (3),
and the passible effects of the eosts on pro-
gram operarions.

[c} AUTHORIZATION OF APPRODPRIATIONS.—
There are aurharized to be appropriated such
sums a5 may be necessary for Mscal year 2000
Lo ¢carry aut this secLion.

TITLE V—PUBLIC AWARENESS
SEC. 50}, PUBLIC AWARENESS.

{n) PuplIC AWARENESS CAMPAIGN.—Tha
Seccecary afl Healch and Human Services,
acling through the Surgeon General and the
Direcrar of the Office for Clvil Rights, shall
canduct a natianal medla campalgn for the
purpose of informing the public about racip)
and ethnic disparities In health care and
health ourcomes.

(b} AUTHORIZATION OF AFPROFRIATIONS.—
Far the purpose of carrylng oul subsectjon
(). thero are sutharized to be appropriated
such suins as may Lo nccessary [or [iscal
ycar 2000,

STATEMENT OF Louis W. SULLIVAN,
M., PRESIDENT, MOREHOUSE SCHOOL
OF MEDRICINE QN THE HEALTH CARE
]I]IBSRNESS ACT OF 1999, NOVEMBER 5,
1

Think you for the opror:unuy o speRk In
strang summrt of ¢he Mealth Core Faulrness
Act of 188, which woyld elavate the NiH's
Office of Rescarch on Minority Health to a
Natlonal Center (or Research an Minoriry
Health snd Henlth Dispurites, Sunutor Kan-
necly and his colleapyos are ta be commended
Far vhoir Inltiative.

For too many years, Lhia country has wit-
nessed one disturbing report after another
decalling the growing disparitios In health
slatuy between our minority and majaricy
populations. Unforcunately, while thuse re-
parts contlnue nat enough has heen done ta
change thls shocking and unaccoptabla dy-
namic.

Infant morralicy |5 nearly twice the rate
for minarities as it 1s for nan-minar{tles.

African-Amerlcans, Hispanics, and Native
Americans dlspreportionarely suffer a vari-
ety of health cure disparities including can-
cer, dinbetes, heart disease and strake.

The HIV virus and AIDS casos rasult In dls-
proporcionate suffering In mlnorlty popu-
lations. While minaritlas in the Unjteqd
Stules represent abour 244 of the popu-
lation, minerirles account for 54% of all
AIDS cases,

The nbovo mangioned arc only a low of the
health care challenpges faced by minorities
antl disndvantaped populations.

If wo as a nation are to solva these com-
plex problems, we must take an aggressive
wpproach on all frants. At Lhe core of Im-
proving the health status for all Americans
16 @ srrong blamedicn] research efferr (o une
derstand Lhe f(uctors which contribute to
health prabloms.

During the time )} was HHS Secretary,
was very pleased Lo work wirh the Congross.
particularly Congressman Louwls Stokes (P-
QH) o establlih the existing Offica far Re-
saarch on Minarity Health at NIH. Nowwlth-
standing thu suecesy of this olflce In high-
lighting and addrcssing health disparitics,
and In supparting research focused an Im-
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proving minority health, the magnitude of
the prablem of healrh starus disparities war-
rants an cven mora agprossive e{fore,

At the beginning of thls year, we were vory
pleased tq F)ealn workipg with Cangrezsman
Jesse Jackson. Jr. (D-IL), Charlle Norwood
(R=GA), J.C. Waws (R-OK). and Congress-
waman Ponnao Christensen (R=V1) w Intra-
duce H.R. 2391, the Natlona) Centecr for Do-
mestic Health Disparities Act of 1989, The b)-
partisan Jacksen hill, and the legislation
that is being intreduced toduy. wauld clovato
the existing NIH Qffice of Rescarch on MI-
noriLy Health to a Natlonui Center far Re-
search on Minority RHealth and Health Dis-
paritles, and provide Lthe National Cencer
with faur new majar mechanisms. which the
oxisting office does nat have. Thoy aro:

(1) The Director ol the Center will pargjcl-
pare with athee Institute and Center Diroc-
tars to detarmine rosearch pollcy and Initla-
rives at NIH.

(2) The Center will serve as Lhe calalyst for
farward-thinking. straregic planning far the
entirc NIH, In order to bring all a’ NIH's con-
siderable resayrces to heay, to close Lho
healtl SLATUS gap.

(3) The hil) empowers the Center Director
to make peer-roviewsd grants in areas of
promising research which are not being ad-
dressed Ry Lhe existlng centers and insti-
tures at NIH.

(4) Thore wil) be a new pragram ol suppart
far reaearch excellence at those academlc
hoalth cunters which have domonstrated B
histarle commirmunt. Lo studylng and ad-
dressing dlsenscs which dlsproportionarely
affect minority Amerleans, As a result of
this legislacian, minaricy |nvescigacions wnel
Institutions llks Morohouse School of Medi-
cine, of which I am President, Meharry Med-
ical Collego, and othars will have access to
the types of resources necessary to bulid and
enhance rescarch nfrastructure, and seek ra
campetg an A level playing (leld with ather
prominent institutions.

I am grateful thot both of thoe comprehen-
s{ve bills which are helng Introduced today
In the Sennte uand the Housc ombady these
four prlnclﬂlos, and I am particulerly pleased
thet beth bills ¢njoy strong bipartisan sup-

arc.

P Todoy. I sm urping members of Congress In
bath chambers. and fram bath sides of tho
ilsle to suppart and cosponsar these \mpor-
tant bills. We need to sct as quickly us pas-
sible to roverse the persistept health status
gap, which alfects same 28% of our cltizens.
ASSOCIATION OF MINQRITY
HEALTH PROFESSIONS SciloaLs,
Weashingten, DC, Nuvember 3, 1995,
Hon. EDWARD M. KENNCDY,
U.S. Senare, Russall Senare Office Bullding,
Washington, DC.
DraR SENATOR KENNEDY: Thank you for In-

- trodueing the Health Care Falrness AclL af

1889, This important leglslacion would,
ameng ather things. elevate the existing Of-
fice of Reseurch on Minoricy Health ac the
Necional| Inatitures of Health (NIM) to a Na-
tlonal Center for Rescarch on Minarity
Health,

The Natlonal Center would be better able
to respand ta the heallh status disparlty erl-
{3 facing minarity Americans and medically
undarsarvod Eopulauans through the ostap-
lishment af the following provisions:

The Dlrector af the new Center wauld ac.
tively participate with Institute and Conter
Directars lndplannlng mgjor NIH Inltlatives.

This Includes discusaing how NIH's cansld-
erable resources can be used o effectively
addross health atarus dlsparities.

The Center Director wauld ke able to make
peer-reviewed grants in areas ol pramising
research net currently being addressed by
the NIH Institutes and centers.
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"o Conter wauld establish a Cenrers ol
E<cellence pragram to support those aca-
ih-mlc health cencers which have a historle
emmitment to studylng diseases which dis-
| aportionacely affect minority and  dis-
wlvanraged populations.

On behall of the Association ol Minority
Mizalth Profossians Schools. T excend our en:
thuslasrie support far this impartsat legisla-
tion, Pleass advise me as to how we can
warke wicth you und acher members af che
Sinale ro pass chis importani legislation.

Thank you ngain lor your leadership in
thils area.

Sincerely.
TRUNKY B, LANCASTER,
President.
NATIONAL MERICAL ASS0CIATION.
Washingron, DC, Navember 1, 1999.

Hon. ERWARD KENNKDY,

Ranking Minority, Senate Commicree on Hoalth,
Education, labnr and Pensions, Harr Sen-
ato Dffico Bullding, Washington, DC.

DEAR SENATQR KENNEDY: The Naclanal
Medical Assaclation (NMA) s pleased tn sup-
wrt the 'Health Care Falrness Act of 1998."

hile the natlon has experisnced tremon-
dous advances In blomedical research, the

-nefits of these advances have nor [ully

wrinsferred to the African American and

o her minerity communitics, which sre un-

fuly plagued with disproportionate rates of

v ath and disease. As the changing dema-

iraphiex af the United States yiold grawing

vl and ethnle minarity populytions, It is

ill.solucely essential that the nucion hecome

inare proactive in oddrossing the cricical
ln-alth and hjemedical resenrch needs of
strnmunltjes of eolar.

Crivicul provisions of the ‘'Health Care
Falrnoss Ace of 1988 Include:

I'he establishment of the Center for Re-.
scarch an Minaricy llealth and Health Dis-
I.I:AII—:-P"E at the Natlanal Institutes of Mealth
(MIH);

The provisiop of lunds far peer-roviewed
iminoprity health-focused research grants, at
L Jnstitutes apd Cencers af the NIH:

The requirement to establish a comprabhan-
vlve plan and hudgpet for the conduct und sup-
pert of pll minority research activities of the
NiH agencles; and

The estahllshment of a grant program to
shpport the develapment of culturilly com-
[t tant eurricula in hoalth care educartion.

Tho NMA supports Lthe “Healch Care Fajr-
wess AcL of 1800 and beljeves that this legls-
lation wlll create Important opportunities
far the natjon ta make cancrete advances In
It s effort ve closa the hoalth disparicy gap.

Sincorely,
WALTER W. SHERVINGTON,
IPresident.
ASSDCIATION OF
B1.ACK CARDIDLOGISTS, INC.,
Arlama. GA. Navember (. 1393,

Hun. EDWARD M, KENNERY,

I/ 5. Senate, Russell Senare Office Building,
Washingian, Dr.

1JEAR HONORABLE SENATOR KENNEDY: Tha
Saoclatlan of Blaclk Cardiologists, Inc.
(ABC) would like to affer lta full suppoct of
Ulie Health Care Falrness Act of (888, Jts
#TeMise and abjecrives serve b0 moet Lho cre-
stivity and fnrusighe neaded ta el{mlpage the
‘U-parity in health care i#nd 1ha mortality
‘RCe wmong African Amarlcans versus Whice
Stawricans. Wo wheleheartedly endurse tho
«florts of thls hill vn Improve minority
nealth, minarlcy hoalth casearch, datu col-
«& Lion relaring to race or ethniclity. and the
sramotian of medical educacion.

-\ robust economy and years of government
prassure hiave helped move minoricy groups
limer to the mafnstream, hut when it comes
-a health studles show a stubbora. dauncing

US SENATE HELP CMTE

CONGRESSIONAL RECORD — SENATE

and In somp rospects contlnuous disparity
between Black and White Amerlicans. Far
decades, Blacks have suffercd higher death
rates from noarly all-majoc causcs including
usthma, diabetes. concer. major infectigus
dlseases and cardiaovascular discases, The
ABC recngnizes thal cardlavascular diseases.
the leading cause of deaths In Lhe Unlted
Stules, aflect every family. CVD is tho major
cause al deith lor the African Amepician pops
ularlan. Cantrary Lo popular beliel. the num-
ber one killer In the Alririn Amerlcan com-
munity Js not vialence, cancer, ar AlQS.
Blucks are more llkely 1o dle from cardlo-
vascilar disease than [rom any other dls-
case. We can reducu the cont of health care,
imprave patiecnt adherence to proscribud
drug regimens, and improve the cultural
compatonce ol med|cal professianaly with
the passing ol this bil).

The ABGC mission statos: "We believe thuat
good haalth is tho corperstane of progress far
our people. We are firm [n eur resolve to
malks exernplury hoalth care aceessible and
alTordable to all in ne, dedicated to low-
ering the high rite of cardiovascular discases
In minaricy populations and commitied ta
advacacy and dlvecsity. We aro gulded by
high ethics in all oyr frgnsacklons and sorive
for axcollence in our treiping and skdlls.”

Qur mission throwghout our orpanization
Is to assure Lhat "African American Children
know thoir Grondparents'. Typlcally. Afrl-
can Arnerican men. with o life expeccancy of
less than 85 years, die withour che joy of nur-
turing and guiding their prandchildren as
only grantlparents can.

What we know fram our past efforts vo ad-
dress Lhis is3ue 18 Lhat it Lakes a focus cffort
Lo Increase awarenegss, tu educage, and to
climlnate Lhe disparities in health caro. We
sre pleased that this hill will take this direc-
tlan. Little progress will be made wichour a
srteong parcnecship among medical, publie
health and commupity arganizacions, and
government. Please lot us know whill wlse wn
cen da to ald in this efforr. We applaud your
commltment and stand ready to work ac-
tively with you to accnmplish these ahjec-
tivos.

Sincerely,
B. WAINF. KONG.
Chjef Executiva Officer.
BOSTON UNIVERSITY
SCHOOL OF MANACEMENT,
Basiun, MA, October 14, 1998,
Senatar EDWARD M. KENNRODY,
Russell Sanare Building,
U.S. Sonate, Weshingcan, DC.

DEAR SENATOR KENNEDY: 1 am wrlting to
reglstor my strang and enthuslascle support
for the Comprehensive Minorlty Health Bill,
that {s currently undee ¢nnslderation by the
Unlterd States Senata. Cans{derable rosearch
has documonted the greut didparities in mi-
nority hexlth starus and health outcames
natianally. Raclal snd athnic minoritles are
known (o sulfer dieprepaortianately high
martality and marbidity rutes. impaired ac-
cess Lo health conre, and lawer quality healch
care services. This hill includes a host of pro-
visfans that would concribuce Imporcantly ta
the correction of this imbalance, The Bill's
ropasals; ta estsblish a NIH “'Centor for
Health Disparitles Rssearch;” ta provide
Ernnts to support programs of excellence In

lomedical rasearch oducation [ar underrep-
rusented minoritles; ro direet AHCPR ta
study the causas of health disparitios: to ox-
pand DHHS celleellon/reparting of race/uch-
nicity datu; Lo imprave the quality/outcomas
af health care services to minorlty popu-
latlons; and to develop graduate/concinuing
mudical education currlcula devaored n 1he
reduction of disparicy In hoalth care and
health outcomes, all represent strong ec-
tons Intended to address the cantinuing

TEL:202 224 5128

P. 014

S142895

heplth Imbalence for raclal/ethnic minorl-
tics,

I write as un academlc researcher and edu-
cator, and as the pational directur aof the
Rabert Waod Johnson Foundatlon’s Scholar-
ships In Health Palicy Research Program, an
Initlacive thaut squorus lellowships [or ¢al-
onted young soclal sclentists who are inter-
ested In conducting research on critical
health and health palicy Issues fucing Lhe
Unlired Srates, including raclalicthnic dls-
paritles In hoalth status and health out.
comes. ] write also as a citizen who §s con-
corned with £he needless loss ol human po-
rential and guality of life resuiting (rom Lhe
continuing healch disparitios in our soclecy.
I cull upun yau and yaur colleagues in Lhe
U.S. Senatc to support this Bill In all of Its
olements.

Respectiully submitted.
ALAN H. CaHEN,
Profassor of Hoalth Policy and Manage-
nmient; Direcror. Health Care Management;
Diroctar, RWJF Schalars in Health Pelicy
Ruseurch Pragram.
UCLA,
Las Angeles, CA, Ocrobar 13, 1999,
Sopator ENwWARD M. KENNEDY,
Russell Senate Bullding,
U.8. Senate. Washingion, DC.

DEAR SENATOR ICENNEDY: | wrilt Lo register
wmy skropg and enthusiastic support (or the
Camprehensive Minarity Heelth Bill cur-
rently umnder consideration by the United
Startes Senate. Conslderable research has
documented the great disparicivs in minority
hoalth status and health outcomes nation:
ally. Race and othnic minorities are kpown
to sulfer disproportionate mortalily und
morbldicy rares and lower guality health
cara sarvlcus. This hill |ncludes a host aof pro-
vislons that will contribure ta the corrcction
aof this imbalance. The BIl's propasals: to es-
tahlish s NTH "'Center for Health Disparitios
Research': to provide grants to suppaet pro-
grams af uxcur]uncu In blomedical research
education for underrepresented minaritles;
to direct AHCPR 1o study the causes of
health digparitles; te expand HHS ¢olloctlon/
reporting of raco/ethnicity deva end ta Im-
prave the guality/lautcomes of health care
sorvices to minority populations and ta de-
velop graduate/continuing medical education
curricula dovoted ta the reduction of dis-
parity In heslth care and health ocutcomes
raprosont scrong wctions intonded ta nddress
the cantinuing health imbalance for racial/
ethpic minor{tiss.

1 write ai an academle resgurcher and cic-
Izen wha Is cancerned with the needless loss
of humin potentinl and quality of life resulc-
ing fram the contipuing health disparitles In
pur society. | call upan you and your col-
leagues In cthe U.S. Senate to support chis
BT In aly of Its vlemnuents,

Respectiully submitted.
WALTER R. ALLEN,
Professor of Soclalogy.

Atcontlon: Ms. Stephanlo Rablnson

OCTORER 13, 1809,
Senatar KENNEDY,
Dirksen Sanare Bullding,
Washington, DC.

DEAR SENATOR KENNEDY: ] have read with
Interest your proposed changes end hudget
recommendatiuns for the Office of Minarity
Health " Improving Minority Health Through
NIH. As a schalar who doss work and cal-
laborations In the fleld of minarity healch,
and the Chalr aof § Saclolagy and Anchro-
pology Dupartment with 62 young scholars in
our Graduate Programs, many of wham care
aboul thesc 1ssucs, we are collectively
pleasnd to see this bl hrought forwird.

Support for Intervention and preventian
rosparch (ol slgnificance} in our community
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is 100 long over overdun, | have held grants
fromy the Naclonal Cancer Instituie and the
Hotlonel Scicpnee Foundation and | knaw
hst hand about che obstacles of under Tund-
i and a fucus that is primarily an advacucy
ad communiry based “feet good” projeces
ueher thap solid resear¢h Research thit
‘ould pusulbly hring wbaut some parity 10
nealth and heslch care far peopie of calar in
our saclely, We in aur Nedical Soviology
Muagram and colleagudes who work {n Lhe
many disciplipes connected te health and
1walify of 1ify issues applaud you and brlng
hu© sUpport by wity of many lecters like this
ane. Thank you.
Jay. ]
FLORENCE 13, BONNER,
Chair.

By Mr. PODD:

‘3. 188). A Il to amend chapter W4 of
thle 5, United Stares Code, to make
(ertain temporary  Federal  service
treditable for rutirement purpaoses: to
the Cornmirree on Governmental Af-
fasrs,

THE FERS DUYUACK ACT OF jggu

Mr. DODD. Mr. President. taday I am
i roducing the FERS Buyback Act of
1009, legislation that offers retirement
suturity 1e many f(ederal emplayees,
Campanian legislatian  has already
Eein introduced in the HMouse. Specifi-
cially. this legislarion would help em-
[l¢yeos throughour the cauntry hirac
at tomporary worlcers in the 10805 chat
continued ta work for the federal gav-
ernment Inta rhe 1990s.

Hundreds of current and former rerm
ermplayees in (ederal serviee find them-
s:lves |neligible to recelve retirement
baneflts because of their inability to
recelve credlt for post-1988 service as
tmiperury federal warkers.

This legislarion would clase a loop-
hale In the federal pension system that
hx adversely impacted many [lederal
wini kers through no fault of their own.
11 would change current law to allaw
individuals who have become eligible
ftr the Federal Employes Retirement
System (FERS) the option to recelve
cralit for thelr past service as tem-
purary omplayees and pay into cthe re-
tirement fund far the prior years chey
wirked as temparary employees. Be-
Cause the legislatlon would wmerely
allow qualified workers ta buy Inta the
recirement system, the gavernment
would not incur coses thae e would not
Nirve Incurrad had the law trearod themn
as ycrmanent employees.

During the 1080s, the Federal Deposit
Instrance  Corparatlion (FDIC) hired
thousunds of employees under tom-
PEriry scatus In response to the sav-
ini¢ and lean erisis. Dosplte thuir tem-
POrRry designation, many served In ex-
ceis of five years with the fedoral gov-
#r-naent bacausoe of the FDIC's annual
rocewal of thelr one-year contracts.
Unforpunately, these loyal employees
ditl not enjay the rotirément benefies
aciurded thelr colleapues serving the
s5aine lenpth of service under porma-
neAl status. Tg thelr credit. the FDIC
ditl rry vo rectlfy the problem several
Yoars aga by granting many af their
foraer temporary emplayees term ap-
Poatmaoncs. Such appointments are far
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more than one year and allowed am-
playees to be ellgible far FERS.

The original FERS Act allowcd for
employees to make payments or buy
back certain years of service priar to
1080 for which deductlons were not
taken. Therelore. rhe bill ynintentinn-
ally denled many fedoral ompluyees
credlt for time served after January |,
1084,

1 invite you ta join me In correcting
this inequity and ask that you cospen-
sor this fair and stralghtforward legis-
latian.

By Mrs. HUTCHISON (for horself
and Mr. STEVENS):

5, 1882. A hil] to expand child suppart
enforeement through means other than
programs flnanced at Foderal expenso;
to the Committee on Finanee.

CHILD SUPPORT ENFORCEMENT OPTIONS ACT QF

100

Mrs, HUTCHISON. Mr, President. 1
rise today to intradues, along with my
tolleague, Senatur STEVENS, the Child
Support Enforcernent Oprtlons Act of
1990 This bill will glve parents the
tools and options they need to rnade
sure thelr children have the resources
they need ro gut a good start in life.

This bill will provide lacal puhlic
agencies and private attarneys accoss
to certaln child support enforcemunt
pracedures and information not cur-
rently avallable o them. To obtaln
this accoss, howuver, a local public
agency or private atrorney would first
have to obtaln a certificate of reglscra-
tion (rom the Secrotary of the Fodera)
Department of Health and Human
Services and agree to certain federal
requirements and praccedures in using
the enforcement. tonls.

Mr. President, In recent years Con-
gress created a number of new Informa-
tion gathering and child support on-
forcemant tools to ennhle some child
suppart cnforcemoent agencles to betrer
enforce support awards. Unfortunately,
these new toaols are not avallable fo
hundreds of governmenta) and a grow-
Ing number of privats eollection enti-
ties which many parents must use or
choosa to use. These so-called ‘nan TV~
D" entltles have limited or no access
to some new and effective federal col-
loction tools. This legislation will ex-
tend these tools ro so-called ''‘non TV-
D" entlttes that, are properly approved
and monitored by rhe Beparcmant of
Heulth and Human Services.

Sgeciﬂcally. the bill will allew non-
IV-D government agencies and private
callaction firms o be able to submit
cases for the Interceprion of Federa)
and State tax refunds for cthe collection
of unpaid child support, in accordanco
with Federal and State statutnry
guidelines; to seek pussport sancrlons
against delinquent parents; to report
unpald chlld support ta credit bureaus:
and to abraln current loeation and
asset |nformation on parents who owe
child support. In addltion, the bill pro-
vides that unemplayment compensa-
tlop beneflts would be subject to In-
come wichhelding for child suppart oh-
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ligations in all chiid supporrt cases, not
Just those enforced by a TV-D agency,
us current law allaws.

Mr. Prosident. rmy bIll will cost the
Federal Gavernmont minimal ar no ad-
ditional funds. Nor will It Impose any
slgnificant ebligatlon an state or |acal
child supporc agencles, sineo all gov-
ernmont agencies would be allowed
under tho bill to charge necessary fees
to nan-1V-D agencies with which they
share this Informartian.

What thls blll will do is take a sig.
nificant step toward collecting on the
ostimated £37 billlon In everdue child
support owed in this country. Many
statos and lacel child support agencies
are simply overwhelmed ane unable to
effectively and timely enforce the tens
of milliens of ch|ld support awards in
this country. Far from undermining
thelr rolo in chis process, the Child
Support Enfarcement Options Act wil]
help them accornplish the mutual goal
of making sure that child support is
colleered and dellvercd to where it is
needad the most—ro the children to
wham It Is owed.

Particularly for familles an welfare
or other public assistance. child sup-
port Is often critical to male ends
moet. It helps put food on the table,
clothes in the closet, and gas.In the
car. When a non-custadial paront re-
neges on his or her obligation to pro-
vide that support. (¢ Is incumbent upan
the government to help enfarce thar
award, thraugh whatover means are
avallable to the struggling custod)a)
parent. In ry opinion, any other con-
sideration Is secandary, and I am hopo-
ful and confldent that my colleagues in
rho Senate will agree and will wark o
pass this impnrtant legislation.

By Mr. BINGAMAN:

S. 18)8'3. A Dbill to amend tle §,
Unlred States Code. to ellminate an in-
equity on the applicabtlity of early re-
tirement ellgibility requirements ta
military reserve ctochnicians: to the
Committee on Gavernmental Affairs.

THE DUAL STATUS NATIONAL CUARD
TECHNICIANS RETTREMENT EQUITY ACT

Mr. BINGAMAN. Mr. Prusident, I rise
today to Intraduce a blll thar sceks to
remave an lnequity in retirement pay
benaflLs far critical porsonnel in our
Natlonal Guard and Reserve units who
are Dual Status Technlcluns. They are
called ""Dual Status”. Mr. Presldent,
because thay serve both as military
and civillan parsannel. Thero are aboyt
40,000 Dual Status Tochnicians eavered
by retlrement requirements and re-
strictions cantained In Title 32 of the
United States Cade. These men and
women are the backbone of the Na-
tional Guard and Reserve strycture.
Thay are the mechanics, pilots, engl-
neers, oquipmenc operators, supply and
support techniclans who keep things
running so that the Guard is abln to re-
spond to natural disasters and national
emergencles, as well as sorve on active
duty in accordancs with the 'tatal
force concept' thatr |ntegrates actlve
and reserve forces in the military.
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RACIAL DIFFERENCES IN THE TREATMENT OF BARLY-STAGE LUNG CANCER

Peter B. BacH, M_D., LAURA D. CRAMER, SC.M., JoaN L. WARREN, PH.D., AND CoLiN B. Beaa, PH.D.

ABSTRACT

Background 1f discovered at an early stage, nan—
small-coll lung cancer is patentially curable by surgi-
cal resaction. However, two disparities have heen
noted hetween black patients and white patients with
this disease. Blacks are less likely to recejve surgical
treatment than whites, and they are likely 1o die soon-
er than whites. Wo undertaok a population-based
study to estimate the disparity in the rates of surgical
traatment and 1o evaluale lhe extent 1o which this dis-
parity is associated with diffarances in averall survival.

Methods We studied all black patients and white
patients 6b yoars of age or older who were given a
diagnasis of resectable non—small-cell lung cancer
(stage | ar IlI) hetwean 1985 and 1993 and wha resid-
ed in 1 of the 10 study areas of the Surveillance, Ep-
idemiology, and End Results (SEER) program (10,984
pationts). Data on the diagnosis, stage of disease,
treatment, and dernographic characteristics of the
patients were obtained from the SEER data bhase. In-
formation an cooxisting illnossaes, type of Medicare
caverago, and survival was obtained from linked
Medicars inpatient-discharge records.

Resaudts The rate of surgory was 12.7 percentage
points lowaor for black patients than for white patients
(4.0 percent vs. 76.7 percent, P<<0.001}, and the
five-year survival rate was also lower for blacks (26.4
percont vs. 34.1 percent, P<<0.001). However, among
the patients undergaing surgery, survival was simi-
lar for the two racial groups, as it was amang those
who did not underga surgery. Furthermote, analyses
in which adjustments were made for factors that are
predictive of either candidacy far surgery or survival
did not alter the influence of race on these outcomas.

Canclusions Our analyses suggest that the lower
survival rate among black patients with early-stage,
non-smali-cell lung cancer, as compared with white
patients, is {argely oxplained by the lower rate of sur-
gical lreatment among blacks. Efforts to increasa 1he
rate of surgical rreatment {or black patients appear ta
be a promising way of improving survival in this
group. (N Eng! J Med 1999;341:1198-208.)
©1999, Massachusens Medicill Socialy.

N the United Statces, lung cancer is the leading

causc of death atributed to cancer among both

men and women, claiming the lives of more than

150,000 people each ycar. About anc third of
paticnts with the most common histolagic type of
lung cancer, non—small-cell cancer, are first given
the diagnasis at an early, potentally curable stage. I[
treated by surgical resection, thesc patients have a 40
percent likelihood of surviving for five years or long
er. In contrast, paticnts who present with advanced
discase or who do not undergo surgical resection have
a median survival of less than onc year! In the light
of this information, it is important to determine
whether patients who have potentally curable dis-
casc actually receive surgical treatment.

Several studies have uncovered an associarion he-
tween race and the likelihood of receiving surgical
trcatment for resecrable non—small-cell lung cancer.
Greenwald et al. found thar patents with stage T dis-
casc in Scartle, San Frandsca, and Derroit were less
likely to undergo surgical resection if they were black
or of lower saciocconomic stams than if they were
white or of higher socinecanamic status.2 Smith et
al. found similar disparides in rhe treatment of black
paticnts and white patients in a cohort in Virginia.?
Samet ct al. found that older age and Hispanic ances-
try were assaciated with lower rates of surgical wreat-
ment in a cohort in New Mexico.

We undertook a study to answer two questions
abour the rrearment of carly-stage, non-small-cell
lung cancer. First, is there a difference in the rawe of
surgical trearment beiween white patienrs and black
paticnts with rhis type of lung cancer, and if so, is
the diserepancy still apparent once we accounr for the
effects ol coexisting illness, socioecopomic statws,
insurance caverage, and availabiliry of care? Sccond,
does this discrepancy in part explain the differences
in survival berween black patients and whire patients
with lupg cancer? To answer these questions, we

Frum the Health Outcomes Research Gep, Pepanment of’ Epidem-
alngy and Riospatistics (NR.B., 1.12.C,, .8 B.), and 1he Deparrmcal of
Medicine, Pulmonary Scrvice (I'H.H.), Mcmorial Sloan-Kercring Cancer
Canrer, New York; and the Applicd Rescarch Branch, National Cancer In
sdruce, Rechesda, Md. (J.L.W). Address reprint request o [Dr. Bach ac '.h‘
Health Outcomes Rycarch GW“FH Depanm:m of Epidrmnlugy anAd Hio-
suaricoes, Memorial Sloan-Kertering Cancer Center, 1275 York Ave., Bbow 221,
New York, NY 10021.
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chose a septing and design thar mitigated the effect
of the confounding factors. We proposed two hyporh-
eses; that black patients would receive surgical freat-
ment less frequently than white parients and that dif-
ferenees in survival between black parients and white
paticnts would be substantially explained by the dil-
fercnce in the rates of surgical trearment.

METHODS
Saurceas af Data

We tested our hypotheses with the use of data (rom the Sur-
veillance, Bpidemiology, and End Results (SEER) cancer regis-
ics that have been linked with dana on Medicare hospializagians.
The SEER-Medicare data basc has been uscd cxtensively 1o as:
sess patterns of care for persons with new diagnoses of cancer.®
The SEER registries, sponsored by the Nadanal Cancer Institure,
lise all ingdenr cases of cancer in five metropolitan areas (San
Prancisco-Oakland=San Jasc, Demoir, Atlanta, Searie, and Los
Angrles County) and five states (Connecticur, Urah, Now Metico,
lowa, and I1awaii) and cover approximarely 14 pereent of the pop-
ulation of the United Sares.” These daga cantain infacmarion on
cach newly diagnosed case of cancey, including the month and year
of the diagnasis; the Incation, histologic type, nodal iavolvemenr,
and spread of rhe nunar; and the Lype of meatment provided within
four months afier diagnosis (c.g-, surgery or radiarion). The site
of cancer iz coded in the SEER dans according 1o the Inrernasion-
al Clasrificasion of Discases for Oncolagy, 20d edirion (ICD-0-2),0

The Medicare pragram, which provides haalth care coverage
for 97 percent af parsons 65 years of age or ulder, colleas claims
for all services covered by the program. Information about hos-
pitalizavons is included in the Medicare Provider Analysis and
Review (MEDIAR) files, which coprain information an all hos-
pital admissians since 1984, Medicare also maingins files that doc-
ument the daces af death of bencfiqanices and whether they were
cavercd by a traditional indemnity program or by a healrh main-
lcnance ong@anization (HMO).

The SEER and Mcdicure data bases have been linked in order
to peqmit population-based studics of health curcames. The data
00 94 percent of the persons induded in the SEER [iles wha are
65 years ofage ar older have been successfully linked 10 Medicarc
vecords.? Focusing on this group of people who were eligible for
Medicare led 10 the exdusion af the 44 percent of paricnts in the
SERR dara base who received diagnoscs of ung cancer before rhe
agge af 65 years, but this allowed s 10 adjusi for cocxistng con-
ditions, climinaied she confounding effecrs of insurance coverage,
and provided suflicicnt geagraphic specificity ro allaw us to con-
ool for the availabiliry of health carc.

Study Participants

The subjcets were persops with a farm of lung cancer for
which surgical resection has been shown o conlfer a definigve hen-
efiL — srage | ar srage Il non—-small-cell lung cancer.® We includ-
ed all patienrs clasiified as nan-Hispanic whire or hlack who were
65 years of age or alder, who resided in 1 of the 10 SEGR arcas,
and who were givep « diagnaosis between 1945 and 1993 of pri-
mary cancer af the lung, non-soall-cell histalogic type (SEER
codes 34.0) 10 349 and ICD-0O-2 morphology cedes ROLO w
8040, 8050 ra 8076, 8140, 8250 to 8260, 8310, 8320, 8323,
8430, 8470 ra R400, 8550 wa R573, BYKQ, and 8981); there werc
a 1ona] of §9,365 patiencs.

From this group we excladed patients who had not undergone
i camplere cvaluation 10 determine the stage of disease — rar i,
those far whom rhere was cither no decumenration or incampleic
documengarion with regard 1o umor size, spread, ur nodal in
volvemnent 1o the SEER data basc (21,006 padents [35.4 per-
cent]). We then identified paticnes with srage | or stagc 11 disease
(12,900 paticnts) according to the staging syitem of the Ameri-
can Joint Commirze an Cancer, %4 using the information in the

BACIAL DIFFERENCES IN THE TREATMENT OF F__AHLV-STAGE LUNG CANCER

SEER data base on sizc, spread, and nodal involvemenr of the -
mar. The definitions of these stages were constant throughout the
study period. We then excluded patienu for whom diagnoscs
were obmined from death cervificates ar ac antapsy (127 paticnts
[1.0 percent)) and thosc in whom a second cancer was diagnosed
within rwo manths of the primary lung cancer (1709 patients
[13.9 percent)), leaving a cahort of 10,984,

Surgical Trestmant and Survival after Diagnosis

Parienrs were cansidered 10 have undergonc surgical resection
if the variable for site-specific surgery in the SEER dara base in-
dicated thas a procedure that was custive in incent had beeu per-
formed. Such procedures included local resection, wedie resection,
segmentceiamy, lobecramy, slecve resection, partial pnenmanec-
towy, and radical poeumonectomy (SEER codes 10 0 70). The
maonth and year ol diagnasis were documented in the SEER dara
base; for analytic purpases, we assumed thar the diagnasis was
made on the first day of the month. Daiss of death were obained
fram Mecdicare, which receives this informadan from the Social
Sccurity Administration. All recards of death arc complete through
Dccember 31, 1994, which was therefore chosen as the date of
data censoring for paticnes who were Jast knawn (o be alive.

Characteristics of the Participants
Demographic Characteristics and Coesisting linesses

Informatjon on the sex of the patients was obrained [rom
Medicare roconds, and information on race and age ar disgnasis
was obrained from the SEER dara base. The sacioeconomic status
of cach patienr was estimared on the basis af Medicare daca on
the median income far dic ZIP Cade of the patients residence.
This variable was neccssarily an aggreate measwrement of in
comc, as opposed 10 a facrar thar reflected socinecunomic sarus
on an individual basis. We construaed vwa shvata: one containing
the paticnts who resided in areas in rhc lowest quarilc of median
income, and the other conraining the remaining patiears.

The bueden of caexisting illness was derernuned wirh the use
of MEDPAIUinpaient recards rhrough an examinacion of all has-
pizl admissions ocewrring widun the 12-month period before the
manch of diagnosls. We calculated two indexes ol coexisting illness
for cach patiene ane according to the metliod suggesicd by Ra-
mano et al.,'? in which the maximal Charlsen comorbidity index!?
was calenfared on the basis ol inpatient records during this period
and the ather accarding, to the tarl number of hospiral admissions
during this periad, In order o calculate these two indexes, we
nceded ane year of recarded Medicare dan before diagnosis, We
therefore calcnlated the comorbidity indexes and conducted the ad-
justed analyses anly for patienss who at the time of diagnusis were
64 years of age or older and were cavered by rraditional indem-
nity insurance, asince Medicare does nor enjicel data on hospital
izarion for persons in HMOs (84 percent of the 1ona] sample of
10,984). The Romano- Charlson index could not be derernined
for patients without a haspitalization dwing Lhis period

Accass ta Care

All parients were insured by Medicare. We asigned cach patiem
the coverage (HMO ar indemnity) that hie or slic had during, the
month in which the diagnnsis was made. 10 assess the local avail-
abiliry of care, we used the healdh cane scrvice areas defined by the
Healrh Resources and Services Administragon. ‘heac areas rep:-
rescnt regions wirh cermin charactenierics af health care availabil
ity, and they have been used in ather srudics of the availabilicy of
healdh care.! The areas range in size {rom pars of a ciry ra sub-
stantial pardons of less populaus states. The health carc servicec
arca corresponding o cuch patient’s aica of 1cidence was docu-
mented in the SEER dara base — our 10,984 study parsicipants
resided in 8O health care service arcas. To desermine whether some
of aur findings could be related ro variarions in the local availabilivy
of health care services, we looked for hetcrogeneity in our find-
ings with respecy 10 the health care service areas and SERR areas.
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Statistical Analysis

2 We assessed the association berween the race of the patients
and the receipt of surgical creaament by comparing the overal)
raves of resection (among black parients as compared with whire
] paticnts) for che entire cohort; by comparing Uhe resection raies
. bctween black padents and white patients within relevant sub-
groups, such 3s those defined by age, comorbidity index, and area
of residence; by deermining the effect of yace an the reccipt af
surgical mearment while controlling for ather im t ctors,
such as sex, median income in the ZIP Code of residence, age,
srge of discasc, and camarbidity (ans of the two measares); and
by detcrmining whether the disparitics in resection rares were
consisicnt with respocx to the SEER wea (with use of the
Breslaw~Day pese for heterogenciry), health care gervice area
(with use of the Mantel-Hacenszel test far hererogenceity), and
study year (with use of the Mantel-Facnszel test).16

Survival aurves were constructed with the Kaplan—Meier meth-
od and compared ‘with usc of the log-rank staristic.” Far analyscs
involving adjustmicats for porgntial canfounding factors, we used
the Cax proportional-hazards method.? All P values are two-sid-
ed. All analyses were performed with SAS snfiware (version 6.12,
SAS Institure, Cary, NCJ. The esrimated survival benefit under
a scenario i which black patients reccived surgical treamment arg 3
rate identical to thar of whitc paticnts is based an the estimared
survival probabiliries desived from dhe obscrved papulation.

RESULTS
Characteristics of the Study Participants

There were 10,984 patients in this study; 860
(8 percent) were black, and 10,124 (92 percent) were
non-Hispanic white (Table 1). There were no sub-
stantial diflerences berween the two groups with re-
spect to the stage of discase, rype of insurance, num-
ber of hospitalizations in the 12 months before the
diagnosis, or the Romano—Charlson comorbidity in-
dex. Black parients were slighdy younger and some-
what more likely to be men. The most important
disparity bewween the two groups was that black pa-
Ucnts were substantially more likely to reside in a
ZIP Code area with a low median income. Also, the
distribuiion of patients among the SEER areas dif-
fered berween the rwo groups.

Resaction Rates and Assaciation with Survival

Rlack padents and white patients who underwent
surgery had roughly similar rares of survival at five
years — 39.1 percent among black patiénis and 42.9
pereent among whites (P=0.10) (Tag. 1). Those wha
did not undergo surgery also had similac Gve-year
survival rates (4 percent among blacks and 5 percent
amang whitcs, P=0,25) (Fig. 1). However, 76.7 per-
cent of the white patients underwent surgery, where-
as only 64.0 percent of the black patients received this
treatment (P<<0.001) (Lable 2). The combination of
discrepant rescction rates and similar survival rates
after treatment contributed to a substantia) difference
in the averall survival rates, as shown in Figure 2.

We diagrammed the effect of these results in a hy-
pothetical cohart of 1000 whitc paticnts and 1000
black parients (Fig- 3): 76.7 percent of the whites
underwenr surgery, and 42.9 percene of these pariears
survived for five years, whereas only 5.2 percent of

1200 - - Ocrober 14, 1999

TagL 1. CHARACTEWSTICS OF RiACKk AND WHITR MEDICARE ‘
RENEFICIARIES 65 YEARS OF AGE OR QLDER WITY STAGE |1 Op )]
NaN-SMALL-CELL LUNG CaNCER, TURE TO 1993 ¢

BlACK Winm.
CHAMAGTIRISTC PaneEnTs PATENTS
no. (%) !
All pastidpants
Total na. Rl 10,124
Age (yr)
65649 376 (44) 3,502 (35}
70-74 180 (33) 3261 {32)
=75 204 (24) 3,341 (33)
Sex
Male SB3 (6R) 6,264 (62)
Female 277 {32) 3,860 (38)
Suge of discasc
I 682 (79) #,003 (79)
n 178 (21) 2,121 (21
Median income in ZIP Code of residence
J.owest quartile 451 (52) 1,907 (19)
Highcst e quartiles 169 (34) 6,914 (6K)
Nal detcrmnine| 120 (14) 1,303 (13)
SEER amat
Atlann 122 (14) 73n (7)
Connecticut 69 (R) 1,662 (16)
Permait 375 (44) 1,752 (18)
{«as Angeles Caunty A5 (10) SRY ()
San Francisea-Qakand-San Jose 165 (19) 1,595 (16)
Type of Medicare inturanee
Health aainreaance anganizaion 75 (9) 261 (D)
Indemnicy 780 (91) 9,112 (90)
Nar determined ERE=AD] SY ()
Vartidpagiz »66 yr with indemniry
msurancc
Toxal na. 712 h479
Toral oo. of hospitalizations
in previous year
0 RN (73) 6,455 (768)
1 133 (19) 1,446 (17)
2 41 (6) 36l (4)
=2 [LEE)] 210 (2)
Highest Romano  Charlson tdea
in previous year]
Not evaluated§ 520 (73) 6455 (76)
a 67 (9) 697 (K)
1 72 (10) 801 (4)
>y 534(7) 326 (6)

*llecavse of munding, all pereenrages da not ca! 100

1SLER denotes dhe Sunveillance, Bpidemiology, and End Resules pin
gram. Qnly che pagients from the armai that conoributed mare rhan 5 per
cenr af the black cohort arc listed,

1Tz Remana -~ Charlson index was calculaied auly fur e pancpis who
werc hospjulized in the 12-month peniad before the diagnoss

§Thexc parricipants constituic the foham for which enmarbidny scares
vould nac be calculated.

the remaining 23.3 percent of parients who did nat
reccive surgical meaument survived for rhat long. Thus,
overall, 341 paticnts (34.] percent) were alive ar live
years. In contrast, of the 1000 black patients, only 264
pavents were alive at five years -— 77 (7.7 percent) few-
cr than in the white cahort. Two facrors age respou-
sible far this differencc: the lower rate of resection
among blacks (64.0 percent, vs. 76.7 percent among
whites) and the slightly (though nonsignificantly)
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— Whita patianis, with surgery
— @lack patients, with surgery
— Whitn pationis, wilhoul surgery
— Black pationts, without surgery

NO. 0f PATIENTS AT RiSK

7283
660

2361
310

4495
o
458

€0

While, surgery
Black, surgery
Whita, no surgery
Black, no surgory

lower five-year survival rate after surgery among blacks
(39.1 percent vs. 42.9 percent). If black paticnts had
undergone surpery at a rate similar to chat for white
patcnts, we cstmate thar 308 black parients would
have been alive at five years, a number only 3.3 per-
cent lower than that (or whites. These figures suggest
vhat of the 77 more deaths per 1000 black paticns,
the najority (44) can be anributed to the failure 1o
provide susgical treatmenc for a curable discase,

Stratified and Adjusted Analyzes

We performed a number of stratified and adjusted
analyses to test the robustess of these results. The
pivotal dispanity in rates of resection was cvajuated
in several important subgroups (Table 2). The re-
sulis show that the lower resecdon rate among black
patients was consistent. In addition, we found no ev-
idence that the disparity in resection rates differed
according 10 che health cage sepvice area (P=0.85)
or SEER arca (P +0.64) or thar the overall resection
ratc or the disparity in resection rates varied during
the years of rhe study (P=0.62) (data not shawn).

The disparity also persisted in two multivariable
logistic-regression analyses in which we conmrolled
for age, sex, stage of disecase, median income in the
ZIP Code of residence, and cocxisting illness, as meds-
wed by cither the Romano-Charlson index or the
number of haspitalizations in the previous year. Qn
the basis of these analyses, the odds ratios for under-
going surgery among black paticnis, as compared with
white patients, were 0.54 when the Romano—Charl-
son index was Used as a measure of coexisting illness
and 0.53 when the number of hospimlizations was
uscd — findiags that were consistent with the unad-

P=0,25
L JEEN pum s pumn auns Eunl s miun e Sumn sum mumn sumn i e |
4 6 & 7 B 3 10 N
Yoars aftor Diagnosis
2266 1069 a0y 12
145 €9 a0 0
a a0 6 n
14 2 1 0

Fgure 1. Survival af Madicar Boneficiaries 65 Years of Age or Older Who Were Given a Riagnasis of
Stago | ar | Nan-Small-Call Lung Cancer batwoen 1985 and 1993, Accarding ta Treatment and Race.

justed odds ratio of 0.52. The results of all the analy-
ses support the bypothesis that race is an important
independent factor in determining the likelihood thar
a parient with carly-stage, non—small-cell lung can-
cer will receive surgical rreatment.

The observed similariries in survival among black
patients and white patienrs after eirher receiving or
not receiving surgical uwearmenr were also evaluated
in analyses adjusted for factors previously identified
as affecting survival. These analyses showed a slightly
increased risk of death among black padents after
surgery (relative nsk, 1.10; P=0.18) and a slightly dc-
creased risk of death for black pnl:ic.nts who did nor
undergo surpgery (relative risk, 0.84; P=0.02) (Table
3). The analyses also canfirmed rhar in this cohorr,
residence in an area with a lower median income, male
sex, alder age, a higher stage of disease, and more ca-
existing illness all conferred an increased risk of death,
regardless of trearment.

DISCUSSION

‘The aprimal rreaument for carly-stage, non -small-
cell lung cancer is surgical resection — a rearments
with a substandal cure rare %81 In this study, we de-
rermined whcther the rate of surpical ueaunent for
stage T or stage 11 pon-smali-cell lung cancer was
lawer for black paticnrs 65 years of age ar older than
it was [or white patients in the same age group. Then
we compared the survival mics herween black pa-
uents and white patienrs who had undergone sur-
gery and between black paticnts and white patients
who had not undergone surgery. Using several ana-
lytic techniques to contral for the confounding cﬂ-’cc'm
of discasc stage, type of insurance coverage, avail-
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TABLE 2. RATE OF RESECTION AND REIATIVE RISK ACCORPDING TO IACE

Na. oF
Vamasus PaTENTS
Toal 10,984
Age (yr)
65-69 3,878
70-74 3,541
%75 3,568
Sa
Mate 6,147
lemale - 4,137
Stage af discasc
I 8,685
Il 2,299
Mcedian incame in ZIP Code of residence
Lowes quartile ’ 2,358
Highcst theee quarriles 7,203
Not deromined 1423
SEER amat
Atliana a52
Conncrypeut 1,73]
Devrair 2167
Los Anggles Counry 674
San Francisco-Oakland-San Jusc 1,760
Type of Medicare insurancc
Halth maintenance apganjzation 1,036
Lndernity 9,892
Camodndily$
Ne. of hospitalizations in previniis year
o 6,975
1 1579
2 409
>2 228
Highest Romano - Charlsoy index in
previaus peary
0 764
1 473
>l 579

Arpatvo Risx F

Restomon Rate (%) 195% Cii* VaLut

o1ACK WHITY:
FATIENTY  PAYVIENTY

&0 767 083 (0.79-D.88) <0.00]
737 854 086 (0.81-052) <0.001
643 802 0.0 (0.73-0.88) <0001
G662 071 (0.61-0.83) <0p0]
6t8 767 0.85(0.80-0.90) <0.00}
62.) 76.6 0.E1 (0.74-0.89) <0.00)
641 770 0.3 (0.79-0.88) <0.00
635 755 0.84 (0.75-094) <0.0Q]
619 707 088 (0.81-095) <0.001
675 78.0 0.87 (0.80-0.94) <0001
613 782 0.8 (0.71-0.93) <0.001
85.7 704 0.29(0.67-093) <0.00]
69.6 795 QAR (0.75-1.02) 0.05
59.2 731 0.1 (0.74~Q.89) <0.00
689 793 0.83(0.71-067) .n.006
74.6 799 093(085-1.02) n.In
70.7 76,3 093 (0.80-).NK) 0.27
635 767 0.83(0.78-0.87) <000
¢0 776 (K3 (0.77-0.88) <0.00|
59.4 723 082 (0.71-0.95) 0.002
56.1 707 0,79 {0.60-1.05) 0.06
500  56.2 0.89 (0.55-143) Q.41
59.7  Bl6  0.73 (0.60-069) <0.0U
583  67.3 QK7 (N71-1.06) <011
§4.7  60.1  09) (0.71-1.18) 045

ticats Cl denores enafildencr jntcrval.

insurancr eowerage it the tme of diagnasis,

[2-month porid hefare the diagnosis.

ability of carc, sociocconomic status, age, and coex-
isting ilinesses, we found that black paticnts were
less likely dhan white patients to undergo surgical
resection (a difference of 12.7 percentage points).
Roth unadjusted'and adjusted analyses showed thiat
black patients who underwent surgical resection had
a five-year survival rate similar va that of whitc pa-
ticnts who onderwent resection, and we estimated
that of the 77 more deaths per 1000 black patients,
the majarity (44) could be attributed to the lack of
surgical treatment.

If black paticnts were to undergo surgery at a rage
cqual to that of white patients, their survival rare

1202 October 14, 1999

*Relative risks ase ol undergaing surgical resecrion for black paticnrs a5 comparcd with white pa

TSEER denotes the Sundllance, lipidemialagy, and End Resuls prugram. Only daia from the 2jeas
that contributed mare than § pereant of the black cahorr arc listed.

$Data weye missing for 5 black paticnis and 51 white padients.
§ Ths caurgory includes anly the paticnts who were 66 years of age or older and wio had indemnits

The Rowano-Chardsan indes was caleulated anly for the patiengs wio weee hospitalized in the

would probably be substangally improved and would

approach that of white patienys. Given equal rares of

resecaan, we estimate that there would be a 3.3 per:
cent discrepancy in survival ar five years (341 survivors
among 1000 whire patents vs. 308 among 1000 black
paucnts). The survival curves shown in Figure 2 for
hlack paticnrs and white patients afier surgery sug-
gest a sinular conclusion: given cqual trearment, black
parients will have a survival rate that is only margin-
ally lower than that for white paticnts. The small dis-
parity in survival berween black patients and white
paticnts with equal resection rates is not surprising,
even if surgery confers an equal benefit in each group.

P. 020
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Proportion Surviving

1 v T T 1

5 6 7 A 9 w0 N

Years after Diagnosis

NO. OF PATIENTS AT AISK
White patianta 10,124 4953
Black patients 860 361

2365
159

1099 413 12
n. 3 [

Figure 2. Survival of Meadicare Baneficiaries 85 Years of Age or Older Who Wora Given a Rjagnosi of
Stage | or Il Nen-Small-Call Lung Cancer hotween 1985 and 1993, According to Race.

White Patients

Black Patiants

{(n=1000} {n=1000]
Yas Yes Na
Surgefry 767 (76.7%) 233 (23.3%) 640 {64.0%!) 360 (36.0%!
Proportion .
Surviving 329 {42.9%! 12 (5.2%) 250 (39, 1%} 14 (3.9%)
Five-Year 347 264
Survival

Figure 3. Relation hatween the Hate ol Surgical Rasaction far Stage | or It Non—Smali-Call Lung Cancey
and Five-Year Survival in Hypathatleal Cohorts of 1000 Biack and 1000 Whito Medicare Benoficiaries
65 Yoars of Age ar Older.

1f 76.7 percont of the black patients had undcrgone surgery, 308 of thum would bo oxpacten 10 b alivo

five years aftar diagnosis.

The acrnarial dara (deaths duce 1o all causes) in the
same papulation show a larger gap: on average, a 73-
year-old black persoan has a 76 percent likelihood of
survival for five years, as comnpared wirh 81 percenr for
a 73-ycar-old white person.3

These results should be viewed with caution. We
focused on Medicare beneficiaries who were 65 years
of age or alder, and it is nat clear whether there is
similar variability in the care provided ro younger pa-
tients with lung cancer. In addition, in all the patients
in our srudy, the diagnosis of nan~small-cell lung

cancer and the stage ol disease had been esiablished,
which mecant that all the parienrs had had extensive
involvement with the health care systenr. Our study
did nor address the care received by paticnts who
present with advanced disease or those in whom the
stage of disease has nat heen determined. Two ather
factors thar we did nor invesrigate also increase mor-
rality due to non-small-cell lung cancer in black per
sons. The annual incidence of non—small-cell lung
cancer in this population of peaple who arc 65 years
of age or older is higher amang black persous (359

Valume 34] Number 16 1203
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TAGLE 3. ErrecT oF Raci aNp Q1inmR FAGTORS QN SURVIVAL
AMONL PATIENTS Wuo LINDERWENT SURGERY
AND THOM: WHO Din Nor.

Facron RELATWE Rzx f DEATH
FAVILIS FATIENTS NO
LINNILRGOINL r UNDERGOING "
SURLENY VAL SLRCERY Vallr

Race

Whirc® 1.00 1.00

Black 110 [V} 0.84 cn2
Income

Highest thucc Guat les® 1.00 1.00

Lowest quarnle 119 <0.05 1.15 0.p0?
Sex

Femajc” (1] 1.00

Male 144 < 0.04)) 1.2 <0.00}
Agr

G569 yr* . 1.00

70-74 yv 117 =.0.001 1.10 Q.17

=75 ye | 4n <0.001 1.20 0.004
Stage of disease

I* 1.00 1.00

1 1.94 =0.001 1,25 <0.00}
Romann-Charlsan

comorbidily udcz

Nor availablc* 1.00 1.00

0 L 0.64 1.25 n.al

l 1.23 <0.001] 1.22 0.006

=1 }.ay <n.NDY 1.42 **0.001

"This was the aeferrnce caicgary.

per 100,000 population) than ameng whitc persons
(294 per 100,000).2122 Alsa, among persons 65 years
of age or alder in wham the stage of discasc is deter-
mined at the rime of diagnosis, the SEER data show
that black parients arc less likely than white patients
1a have resecvable (i.e., stage T or TI) discasc (27 per-
cent vs. 31 percent) (unpublished dara).

In this study, we were also limited in our ability
10 make adjustments for two factors that might have
influenced the interpretation of aur results. We nsed
an aggregate measure of income as a surrogare for
the socioecanomic status of cach paticnt. Some inves-
ugators have argued thar our aggregate measure is an
adequare surrogate marker for sociocconomic stars, 2
bt athers lave argued that rhe optimal sacioeco
nomic variable is at the level of the paticnr, nar a
rhe level of the community.# Therefore, we cannot
be sure that we have separated the effecrs of race
(rom those of saciaeconomic status,

[n addirion, we could not ascerrain the Romana-
Charlson comorbidiry index for the 76 pereenr of
our patients wha were nav hospitalized in the year be
(ore the diagnosis. Iowever, ir seems unlikely rhal
this lack has led ws 10 make incarrect conclusions,
tor three reasons. Tirst, in the 24 percent of patienrs
in whom we could evaluate cocxisting illncss in terins
of the Rormano -Charlson comorbidity index, the dis-
parity in trearment was consistent. Second, most cli-
nicians would agree that, barring the presence of

1204 - Ocraber 14, 1999

scvere pulmanary disease, a parient who- had nou re
quired hospitalization for a year could prabably tol-
cratec a thoracatomy and partial lung resection.
Third, we can predict thar the bias we may have in-
roduced by using this measure of coexistng illncss
would, if anything, have led us 10 underestimate the
disparity in treagment berween black and white pa-
tients. Specifically, for chronic diseases that are re-
sponsive to outpatient management, such as chronic
obsiructive pulmanary disease, blacks are more like-
ly than whitcs to be hospiralized for the same degrec
of illness, thus increasing our estimare of the burden
of cocxisting illness among blacks. 2526

Variations in the care of patients wirh similar dis-
cases have been observed since Wennberg and Git-
telsohn first called attention ro the phenomenon in
1973.7 Unlike the treatments under scruviny in many
other studics, the aptimal strategy for the treatment
of early-stage, non—small-cell lung cancer is unam-
biguous: surgical rescction confers a meaningful prob-
ability of cure, whereas other therapies do not. We
cannot determine from our data why black paticnrs
have a lawer rare of resection than their whire coun
terparts, but we can canclude that the difference in
Lreatment has a substantial effect on survival. Others
have argued that the preferences of black paticnis
may differ from those of white padents or rhar black
patients may weigh the risks of susgical therapy dif-
ferently. 2827 An alternative explanation is that black
paticnis are offered oprinal treatment less frequently
than their white counterparts. 3 These are certainly
issues worthy of investigation in future studies.

We arc indebied to the Applied Rescarch Branch, Division of Can-
cer Preventian and Populanion Science, National Cancer Instituse;
sa she Qffice of Infurmation Services and the Office of Srrategic
Llanning, Henlsh Carc Financing Adminittration; 10 Information
Managemens Services; and 1o the SEER program. 1he inferpresa-
tion and veparsing of the Aata from the (inked SEER-Medicare data
base are the sole respansibility of the awshan
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RACIAL DISPARITY IN RATES
OF SURGERY FOR LUNG CANCER

L UNG cancer is the leading cause of death from
cancer in the United Stares, accounting for. more
deaths per year than cancers of the breast, colon,
prostate, and cervix combined. Blacks have a higher
incidence of and death rate from lung cancer than
whites. The incidence rates differ significantly among,
men (122 per 100,000 population for blacks, as com
pared with 78 per 100,000 for whites), whereas the
rates among black women and white women are sim-
tlar. OQverall, the Gve-year survival cate for lung can-
cer 8 14 percent among whites and 11 percent among
hlacks,

Seme of the difference in the incidence of Jung
“ancer can be explained. Cigaretle smaking, the pre-
Jominany risk facror, accounts for 80 to 90 percemt
of all cases. The risk is relared 1o the number of cip-
retres smoked, the age ar which smoking began,
and the duration of smoking.! Rlack men have high-
or rates of cigarette smoking rhan white men (34
percent vs. 28 percent), whereas black wamen have
lower rates than white women (22 percent vs. 25 per
tent). Women may be at grearer risk for lung cancer
lh:u:x men ar a given level of smoking. Tobacco com-
1anies have mrgered blacks, especially reenagers, with
aggressive advertising and promorion. During this

oty . . - -‘.
AR IR

decade, the prevalence of smoking increased by &0
percent among black high-schonl students (from 13
percent to 23 percent), with rhe most dramatic in-
crease accurring among, young black men - {rom
14 percent o 28 percent. Unformnately, cxposure
of blacks to other respiratory carcinogens (particu:
larly occupadonal exposure, air pollution, and di-
etary factors) has nor been adequately studied.

The reasans for the higher dearh rate among blacks
with lung cancer are morc complex.? Most of the
blame has been placed on health-related behaviar,
sociocconomic status, or lack of access o medical
care. [However, studics suggest that these factors ac-
count for anly a portion of dic incqualitics in mor
bidity and mortality.? Thercfore, ather explanations
should be sought. Blacks smoke fewer cigaretres than
whitcs, but they tend to smoke mentholated cigarettes
or ones with higher levels of nicatine and tar. Also,
black smokers have higher blood levels of cotnine
(the main merabolite of nicotine),™ and the carci-
nogenic or mutagenic agents in robacco smoke may
be merabalized and excreted ar different rates in blacks
3s compared with whites.** These differences may
help explain the greaver risks of both addicrion 10
nicatine and the adverse health cansequences of smok-
ing — cancer, heart disease, and stroke --- among
blacks.

In this issuc of the Jowrnal, Bach er al.” presenr re
sulrs from an abservational study in which data from
two large narional data bases — rhat of the Surveil-
lance, Epidemiology, and End Resulis (SEER) pro-
grun and Medicare hospitalization records — were
used to asscss the rares of resection and survival
among clderly padents (65 years of age) with ear-
ly-stage, non—small-cell lung cancer (i.c., cancer con-
fincd to the lung or regional lymph nodes withaut
mediastinal or other metastatic spread (stage T ar
stage IT]). ‘Therc is agreement that surgical resection
saves lives in patients with carly-stage, non-small-
cell lung cancer. After accounting for the confound
ing cffects of sex, cocxisting illness, sociveconomic
status, insurance caverage, and avadlabiliry of care,
the study showed thar black parients, once lung can
cer had been diagnosed and staged, were 12.7 per
cent less likely than white patients ro undergo surgj-
cal resecrion. Blacks also had a lower five-year survival
rate than whites. The authors concluded thar if blacks
were 1o underpo surgery at the same rate as whites,
rhe survival rate among blacks wonld be substanial-
ly improved and almast equal ta that among whites.

Whar arc the implications of this study? The find
ings of this study and others® suggest that there is o
diflerence in how physicians manage cancer that is
based on a patient’s race, regardless of other aterib
ntes, and that the consequence of these lapses in
care is reduced survival among blacks. Evidence that
bias on the part of physicians (cither avert prejudice
or subconscious perceptions) influcnces access to op-
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timal cancer care is dishearicning, becausc we all he-
lieve that if our loved ones get cancer, they will re-
ceive the best care available. We do not presume 1o
know whether bias is tuly at work in this sctting,
but we must strive 1o remave any bacricr preventing,
blacks from using the health care system for rhe pre-
vention, diagnosis, and wreaoment of cancer.

Many physicians either do not know or fail to ad-
here to established standards for the diagnosis and
staging of lung cancer. An alarming 35.4 percent of
the patieats in the study by Bach et al. were excluded
fram the analysis because of inadequate documenta-
tion of the tumor stage — a crucial siep in the for-
mulation of reatment recommendarions.? This find-
ing should be the focus of future investigation, since
it underscores the ellect of poor pretreatment eval-
mavons.

Racial differences berween physicians and parients
arc often barricrs to optimal patient—physician com-
munication and partnership.? Black padents are more
likely than whites to feel excluded from decisions af-
fecting theie health, and this feeling may be an im-
portant factor contributing to miscommunication,
mncreased suspicion of the health care system, and
concern about mistrearment Fajlure 10 address the
very real issues of cross-cultural communication and
variaons in beliefs about health threatens patienes’
satisfaction and clinical outcomes. Recent initiatives ar
medical schools to teach “professionalism™ and “cul-
nira} competence” should be lauded and expanded.)®!

Bath black padents and white paticnts appear more
likely to feel involved with their own carc when their
doctors are of the same race” However, black pa-
tients arc far Jess likely to have a black pliysician as
part of their care team. Although blacks make up 12
percent of the U.S. papulation, only 4 percent of
physicians are black. Despite their low numbers, black
physicians have a unigue and important rolc in the
care pravided to poor or minonty communities.!?
Consequently, the dismantling of programs designed
10 encourage members of minority groups 1o entrer
the health prafession threatens the health of blacks
and other minority groups.'?

The lack of preventive services and appropriaic
cancer-screening, tests is a known weakness of the
Amernican health care system. Despite the (act that
rabacco use is the most cosily and deadly causc of
prevenrable discase, graduates of ULS. medical schools
are not adequately frained to treat nicotine depend-
ence ! For Jung cancer, as compared with other com-
mon cancers, there is no regular screening test to ci-
hance early detection and reduce mortality.! In a
recent siudy of spiml compured tomographic scan-
ning as a screening procedure, early lung cancer was
detecred in 2.7 pereept of 1000 subjects with a his-
cory of at least 10 pack-ycars of smoking, which com-
pares fivorably with the rate of detectian of prostate
cancer with screening for prostate-specific antigen.

1232 - Qctober 14, 1999

This| exciting finding may spur a resurgence of carly
scredning initiatives.

Miare efTective screening will make surpical resec-
vion [for early-stage lung cancer more important, and
any racial disparity in resecuon rates, it not correct-
cd, will be even more glaring. Many blacks do not
unddrgo preventive screening f{or cancer, because
their|physidans do not recommend the tests.” Should
cffective screening for Jung cancer become available,
we will need large-scale public healdy initiatives 10
makg black paLicnts, and their physicians, aware of
its importance. Finally, since patients without med-
ical insurance and those with low incomes undergo
screching and needed surgery less ofien than other
patients, we need 1o ensure universal access ta ap-
propriate care.

Maost of the knowledge about the best trearment
for paticnts with lung cancer has and will come {rom
large, |propetly conducted clinical mials. Unfortunate-
ly, many blacks are reluctant ta enroll in clinical wials
— the aftermath of several shameful episodes in the
history of US. rescarch. President Bill Clinton’s for-
mal apalogy to the remaining survivors of the Tuske-
gee Study of Unireared Syphilis was mare rhan sym-
bolic - 1t was a srart toward the rebhuilding of
rrust.‘1g Physicians making treaument recommenda-
tions to black patents must he sensirive to rhis issue.
Also, agencies that fund research on cancer shonld
devatd more resources Lo remedying the dispropor-
rionate effect of cancer on minority proups and the
medically underserved.? They should also ensure ad-
equatd representation of racial and ctnic minority
groups in cancer studics, increase the number of per-
sons {fom minority groups who perform cancer re-
search jand paruicipate in the setting of researcl pri-
ariges,| and increase cfforts to alract investgarors
from minority groups to work on cancer issues and
serve gn advisory panels® It is importam to note
that research on lung cancer remains grossly under-
funded| (ar a level estimated to be $800 per death, as
campated with $30,000 per dearh from AIDS and
$10,000 per death from breast cancer).

Preventing lung cancer is casier than curing i1,
and sunvival is berzer if the cancer is diagnased early
in an agymptomatic padent and rreared with surgical
resccidn. If the poor staristics on survival for the
{cading|cause af cancer dearhs in the United States
are partially due ro racial discrimination thar results
in an inadequate emphasis an prevention or insuff-
ciently aggressive care for blacks, then the medical
establishmenr begias to share a poruon of the 10bac-
co indubtry’s culpability far the dismal outcome of
patients| with this discase. Like a time bomb, lung
cancer should be rapidly evaluaicd and defused. Ev-
cry educational, social, political, and legal effort
should Ihe made 1o ensure that all patients with lung
cancer receive high-quality care — appropriare serv-
ices delivered in a rechnically competent manner, with
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good communication, shared decision making, and
cultoral sensinivity.?

Talmance E. KING, JA., M.D.
Paur BRUNETTA, M.D,

Universiry of California, San Francisca
San Francisen, CA 94143
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NEW SURVLEY FINDS MOST AMERICANS UNAWARE
OF LONG-STANDING BLACK-WHITE GAPS IN HEALTH STATUS

Whites and Minarity Americans Differ in Perceptions of Minarity Health

African Americans and Latinos Say Race Matters, but More Are Concerned
with The Cost of Coverapge and Care

Washington, DC --Afier years of official reparts of poarer health outcomes for African Americans and
substantial media attention to the issue, most Americans—and most African Americans—-remain unaware
(haat blacks fare warse an key health measures, such as infant monality and life expectancy., according 10 a
new national survey released today by the Kaiser Family Faundation at a farnm in Washington, DC. And at
A time when the problem of the uninsured is back in the news, more African Americans and Latinas cite the
vost of health insurance and medical care than their race or ethnic backpround as a major problem they fice
m health care.

l.ack of Awarencess in Health Gaps Between African Americans & Whites

A majority of white Americans (34%) arc not aware that infant martality 1s higher for black mfants than for
vhite (39% think it is the same: 6% belter; and 9% don't know). Strikingly, S8% of African Americans have
1he same misperception (42% 1hink black infant mortality is (he swmc as white; 8% think i is bester; and 8%
den’y know). Majorities of whire and African Americans also have the sajne misperceptions about life
expectaney  Fifty seven percent (57%) of whites are inaware that life expectangy is shorter {or blacks (43%
think it s the same; 5% hetter. and 9% don’t know), and 33% af African Antericans are unaware (16% think
Wos the same; | 0% think it is bener; and 7% don’t know ). {In 1997 black infam moraloy was 2 V2 times
hizsher than white (14.2 per 1,000 black infants barn versus 6.0 per 1,000 whire infanis bornd, and hliacks in
1656, on average. lived 6.6 yeurs less than whites |

" here is o single cause of racial disparities in heahh, god there’s no simule solution, bhut there is no doubr
Nt greater public avareness 1s needed 17 we are going to have ansmpac) an this problem.” sand Drew |
Aliman, PhoD | president of the Kaiser Family Foundation which conducted the sur ey

The survey also shows that the majoriy of African Americans believe there ape diflerences 1n aceess 1o
Faalih care benween swhites and African Americans, but the majority al whites perceive i differences. For
caample, 67% al wihites beljeve African Americans are “just as well or hetter ofTthan The average white
[erson wher it comes 1o gening routine medical care when they necd 1,7 while 31% of Alrican Americans
Llieve blacks are worse ofl. Over hall (36%) ol African Americans surveyed helieve that Alrican
£omericans witl lieart disease are less likely than whites with hean discase 1o get specialized medical
procedurces and surpery. By conrrast, 33% ol whites belicved that Africaa Amecicans with heart disease are
Lizss likely than whites a get thal care. Similarly, 64% ol African Americans beliese that they are less likely
than whites o et the newest piedicines and (reatments (or HIV-AIDS, compared 10 41% of whites who
beheve that African Americans are less likely 1o ger that care.
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When asked about prablems African Americans face in the health care system, many blacks (40%) cited
having difficulty getting care because of race or ethnic background as a “major problem,” hul more (45%)
eited “having enough doctars or ather health care providers near where they live” and an averwhelming
majorily (71%) cited “being able to afford the cost of insurance and necessary medical care™ as a major
problem,

African Americans and Latinos Lack Confidence in the Health Care System

The survey also reveals that minority groups also have concemns that the quality of care they receive is lower
(han that provided to whitss. Sixty-four percent of African Americans and 56% of Iatinos believe they
receive lower-quality health care than whites. By contrast, §7% of whites believe that African Americans
receive the same quality care they do, and 59% believe Latinos receive the same quality of care,

Perceptions of the quality ol health care may stem, in part, from personal experiences. When asked il they
have felt they have been judged unfairly or treated with disrcspect because of their race or ethnic
bickground, only 1% of whites said they have had this experience, with 12% of African Americans and | 5%
ol Latinos reporting such an experience. While only 1% of whites said they have been judged unfairly or
ireated with disrespect because of how well they speak English, 14% of Latinos say they have been poarly
trealed because ol a language barrier.

When asked about direct personal experience with racism in health carc, 35% of African Americans and 36%
ol [.atinos responded that they, a family member or [riend had been treated unfairly specifically because of
their race or ethnicity when seeking medical care. In contrast, only 15% of whites indicated that they, a
lamily member or friend had such an experience.

“I'his survey shows that neither efforts to improve financing or efforts 1o prevent racial discrimination alone
will improve health access for minority groups. Both race and money matter,” said Marsha Lillie-Blanton,
Dr.P.H., Viec President, the Kaiser Family Foundation.

Ihe survey is being released at a forum on Race, Ethaicity and Medical Care in Washington, DC, convened
Ly the Kaiser Family Foundation. The forum will bring together leaders in health care, rescarch and
~clucanion ta discuss racial disparitics in carc and ways to addruess them.

The Kaiser Family Foundation, based in Menlo Park, California, is a nonprofit, independent national health
i:are philanthropy and is not associated with Kaiser Permanente or Kaiser [ndustries.

Liopies of Ihe survey toplines (publication #1529) and chartpack (#1528) are available online at www.k Torg.
or by calling the Foundation's publications request line at (800) 656-4533.

Methodoalagy
The Kaiser Family Foundatian Survey of Race, Ethnicity and Medical Care: Public Perceptions and Expericnees is
hased on a national random sample of 3,884 telephane interviews with adults age 18 and over including 1,479 whites,
1189 African Americans and 983 f.arines. Interviews were complered both in English and Spanish sccording 1o the
preferences of the respondent. The survey was designed and analyzed by researchers a1 the Fouyndation, and conducted
fiy Princeton Survey Research Associates between Iuly 7 and September 19, 1999, The margin of error is +/-3% for
venults based on the full sample, +/-4% for the subsample of whites, +/-4% for African Amcricans and +/-6% lor
l.ounos. (Margin of error is large for smaller subsamples of respondenis). Note: that in addition 10 sampling emor there
e alher possible sources of measurement error.
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ANALYSIS OF MINORITY HEALTH REVEALS PERSISTENT,

WIDESPREAD DISPARITIES

A comprehensive new Commonmwvealth Fand
health

experiences panes aostark piceore of the health

repurt ol mnonty  Amencans’ care
status of and health care cecerved hy racal and
ethmie nunonties, U.S. Minorey Health: A
Chutbook, by Tund st Karen Scorr Collins,
M D, Allyson THall, Ph1), and Charlotte
Neuhaws, linds thar mionry Americans lag
behind  an acarlv every  health  imdicator,
mehiding health care coverage, access to care,

e expectancy, and disease rates.

The chartbook, which compares tindings from
seversl Fond surveys, maconal dar sources,
and presents Fund-aponsored research hndings,
abo reveals thar despite substannal overall
improvements in Anencans’ health, racial and
ethnic disparitics persist across ape, sex, and
inconwe caregories. Some stmking  examples
mcude the Plack infant mortahty rate, which
15 twiee din of a1 ULS, mfant; a higher breast
cancer morrabity mate for black women than
whire women (even though black women
have o lower wcidence race); and nearly cwace
as many Iispanic adoles repore they do not
have o regular doctor compared o white

adulis.

Minoritv adults are alse more likely o lack
health

cousiscent trend over the past decade. Nearly

smaurance  than are whiee adules, a
rwo of five (38%) 1lispanic adulis, one of four
(24%) black adules, and vne of four (24%)
Asiin-Amencean adults e upinsired,
compared with one of seven (%) white

adules,

Elderly minorines  experience  disparities in
access ta care and health scavus, n pare becanse
Medicare covers only shout half the healeh

care experes of older Americans. Two of fve

Hispanic and twa of five black Americans age
65 and older rare their health status as s or
poor, compared with less chun one of four
(23%) white Amcricans 65 and over. Minariey
Aunericans 63 and older are less likely ta have o

regular docrow ur o see a specialiss,

Nuaticeable improvement, however, i ewvident
on some measures. Far example, the rire of
black women receiving, mammograms and ap

testy has nereased.

Minonities are also underrepresented in medcal

edueation and in the healh core dehivery
system. Although hlacks, Hispanics, and Nacive
Americans make np 24 percenc of the US.
population, only seven percenr o physicians,
hive percent of denuses, and six percent of
miedical schaol Renlty members are fram one

of these minoviry gronps,

Facts and Figures
e Nearly twa of five (39%) hlick adule and
almost hall (46%) of Fispamie adults reparr
rhat they da por have a regular docrar,
eompared with ane of four (26%) of whte
adulrs.

o Almost hali” (43%) of Fhspanic adults, owa

of five (19 Asian-Amcncan adulrs, and
mare than onc al three (35%) black adules
repore dithenlry paving for medical care,
compared with one o four (26%) white
adulrs.

o While about pwo-thirds (65%) ol white
Medicare
apainst che u n che pasc year, abour toar
of 10 (43%) hlacks reccived o M shot in the
past 12 months, Halt (49%) of Hispanics

bhepeficmries  were  vaceinated

had o 8o shor in char tume.
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THLE EFFECT OF RACE AND SEX ON PHYSICIANS' RECOMMENDATIONS
FOR CARDIAC CATHRTERIZATION

KEviN A, SciHutman, M.D., JESSE A. BERLIN, SC.D., WitLiaM HARLESS, PH.D., Jon F. KeRnEH, PH.D..
SryAL SiSTRUNK, M.D., BeanaAn J. GersH, M.B., CH.B., D.PwiL, Ross Dupe, CHaisTopucn K. TaLkaitan, M.O.,
JEnNiFER E. Bunre, M.A., M.S., SANKEY Wituams, M.D., Join M. Eiseneeng, M.D.,
aND Josg J. Escarce, M.D., PH.D,

ABSTRACT

Background Epidemioiogic studies have reported
dif(erences in the use of cardiovascular procedures
according to the race and sex of the pationt. Whether
the differences siem from diHorences in the recom-
mendations of physicians remains uncertain,

Methods We developed a computerized survey in-
strument to assess physicians’ recommendations for
managing chest pain. Actors portrayed patients with
particular characteristics in scripted interviews about
their symptoms. A total of 720 physicians at twa na-
lianal meetings of organizations of primary care
physicians participatod in the survey. Each physician
viowed a recorded interview and was given other
lata about a hypathetical patient. He or sho then
made recammondations ahout that pationt’s care.
We used multivariate logistic-regression analysis to
assess the effocts of tha race and sex of the patients
on treatment recommendations, wlile cantrolling
for the physicians' assessment af the probability of
caronary artery disease as well as {or the age of the
pationt, the level of coranary risk, the type of chest
pain, and the results of an exoreise stress test.

Results  The physicians’ mean (= SD) estimates af
the prahability of coronary artery discase were low-
er [or women (probability. 64.1219.3 percent. vs.

- 69.2x18.2 percent {or men; P<0.001), youngor pa-
lients {63.82:19.5 percent (or patients who were 55
vears old, vs. 695179 percent (or patients whao
were 70 yoars old; P<0.001), and patients with nan
anginal pain (56.3x19.0 percent, vs, 64.4 L18.3 per-
cent for patients with ppssible angina and 771214.0
porcent for those with definite angina; P<:0.001). Lo-
qistic-regression analysis indicated that women (odds
ratio, 0.60; 95 porcent confidenco interval, 0.4 1o 0.9:;
P=0.02) and blacks [odds ratio, 0.60; 95 percent con-
fidence interval, 0.4 ta 0.9, P=0.021 wore less likely
to be referred for cardiac catheterizatian than men
and whites, respectivizly. Analysis of race sex inter
actions showed that hlack wamen were significantly
fess likely 10 be referred for cathelerization than
white men lodds ratia, 0.4; 95 percent ranfiflence in-
terval, 0.2 to 0.7; P=0,004).

Conclusions Our lindings sugges! thal the race
and sex al a patient «ndependontly inlluence haw
physicians manage chest pain. IN Engl J Med 1999;
340:618-26 )
©1999, Massachuschis Modital Souely
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PIDEMIOLOGIC srudies have idcimihied
differences according 1o race and sex in the
teeatment of pancnts with cardiovascular dis-
casc in the United Srajes ! 18 Some studics
have {ound that blacks and women are less likely than
whites and men, respecrively, 10 undero cardiac rath
ctenizartion or caranary-artery bypass graflt surgery
when they arc admitted 1o the hospital for treatmem
of chest pain or inyocardial infacction.! $28.10.1103.4 ]y
contrast, other studies were nnable o confirm thai
invasive procedures are underused ta women. !5t

Racial differences in the rrcatment of cardiovas
cular discase may be explained by inancial and or
ganizational barriers, clinical differences among pa-
tients,? preferences of the patients,’*1022 and the
amounr of congacr the patients have with the health
care system ar hospitals thar olfer invasive cardiovas-
cular scrvices." Most studics thar hive controlied for
rhe insurance status of patients!572 11 ar have assessed
patients already within the health care systeint-3:5.714
sull found significant cffects of race. However, one
study has reparted that there were no cffects of race
among palicnts wit private insurance."

Sex differences in the treatmenr ot cardiavascular
discase are less well established. Sex differences per
sist_despite the poorer prognosis for women afrer
myocardial infarction!® 30 ang the higher likehhoaod
thit they will have had greater funcrional disabilire
due 1o angina before myacardial infarcrian.t Difler
ences in trearment may be relaed 10 a lack of re
search an cardiovascular discase 1 women ! difler

Fram the Chmaal Beannnues [teycanh U KA S G R Tdn Lam
badi Canuee Camer (LEK Y, the Divisian of Geteral nrernal Medenw
(5 S, the Division nf Cardinlogy (R {.G.). and the Depaniment of Mk
one (LM.E.). Georgcrown Universiry Merdical Canier, Washingion, 13¢,
the Center fur Clinical Epidemiclogy and Binstatisics and the Deparrmen
uf Tiostanistics 2nd Epidemiology (1 A.N.), and fhe Divaion al Genera) [n
ternal Medicine (SW.). Univensity nl Pennsyhanua Sebionl of Medianc,
I'hiladclphia, Tnceractive Drama, Bethesda, Md (W1, 0D ana e
RAND (Health Program, Santa Monica, Cabl (1 E B, [ 1) Aklress cc
peun cequests 10 Dr. Schalman ac ihe Chnwal Fomunons Rescarch U
Ceorgetown Universicy Medical Cemier, 2233 Waconsin Ave . NW, Siiee
110, Washwgton, C 20007,

William Aycrs, M1, Geargetown Uiinenss Medioal Ceneer, Waeloangt
o, D0 was also an athar

r. ol
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ences in physiciaps’ inrerprerations ol women's and
men's symproms,S time of prcs-:nl'.uiOn {or treatment
with respect 1o the progression of discase,? ar the
recommendations of physicians.?

One question that has not been addressed directly
by previous studics is the cxtent 1o which physicians
are responsible for the differences in greaument rec:
ommendations with respect to race and sex, The
poal of this study was to assess, in a conuolled cx-
periment, physicians’ treaument recommendations for
patients presenting with various types af chest pain.
We hyporhesized that the race and sex of the pa-
tients would influcnce the physicians' rccommenda
rions regarding carcliac cathererization.

MITHODS
Survey lastrument

We devcloped 3 compurerized survey insgunmient, INCOrporal-
ing video cecorded interviews and tead, o prescnc descriptions of
pagients with chest pain to clinicians and 1o assess clinicians’ de-
cisions 3bonl how 1o manage such symptoms. We conserue ted
144 descriptions using all possible combinations of six expen-
menal fcrors: race (black or whire), sex, age {55 ar 7D yeass),
level of caronary risk (low ar high), rype of chest puin {definite
angina, possible angina, or nonanginal pain), and the resulls of
an excreise swess tast wich thallium (moderate inferalatecal ische
mia, moderate anteralaieral ischemia, or multiple severe ischeinic
defeets). In acdition, cach deenipdan included the same resulrs
ul elecrrucardiography (nonspecific T-wave changes).

The survey was administered by means of a mulrimedia com.
putcr program developed for this study. The insrrument inchided
2 video recorded interview of a pagieat with chest pain anid was
dexigned 1o assess the physicians' nranagement recaminenclagians
and pudgment af the characteristics of the patienr, and 1o (ccond
the dcmngraphn: characreristics of the physicians.

The recorded component consisted al a scripted intcoview with
a poriens. Three scripis were develaped, one for cach type af chest
pain. Bach script contained informanion on the presenting symp
tam, associared candiac symproms, celicf af symproms, vl dura
fion of symprows, The srnpws were reviewed by fowr ardiolo
sists, who independently used raablished crireria to classify vhe
fewtures of the pain descnbed in each interview ay definite angina,
passible angina, ar notanginal chese pain. The atc of agree
ment amang {he classificauana made hy the cardiologists un the
hasis of the scnps w3y greater than 75 pepcent.

Right acrors represenring each of the possible combinations nf
rice, sex, and agc were reerdited to portray the paliemts in the in-
terviews (Fig. 1). Aclors wem used because they were considered
hctrer able ghan patients 11 cxpress 3 consistent ranyc of emntions
and s read the seripts verbatim for reeording. The terviews
were recorded at a single snidia, with the actors following a par:
ticular ser of dicections (ur each script. The hand morions used
by che acrors wore wentical {or each script, the actors were
dressed in idenucal gowns, and the camera posinon was the same
for all ingerviews. The video tecondings were produced by 2 com
pany with expericnee in the production of educatinnal medic al
video preducts (Interactive Dama, Bothesda, Md ).

The video segment was introduced by a screen hat listed 1he
patient’s type of insurance (Blue Cross - Bluc Shieid indemniry in-
siranee for the 55-year-old paticnrs and Medicare and Bluc
Cross Blue Shicld supplemearal insurance lor the 70-year old
patienes} and occupation (assembly supecvisor for the S5-year-ald
parients, recred assembly supervisnr for the 70-year-old paticals)
The paticnrs were comsidered ro he au Jow risk or ar tugh 1k
fur coronary discasc on fhe haas of hloed pressuse (low risk,
143/81 mns Hg: high cisk, 145/86 mm 11g). blond cholcaierol

concentrations (low risk: low-demity lipopeatain (LOL], 146 my
per decilirer {3.8 mmol pes liter] and high-density lipoproicin
J14D1.), 59 mg per decilirer 1.5 mmaol per titer); high rsk: 1.0V,
158 mg per decilirer (4.1 mmal per litcr) and HDL, 46 mg per
decibirer [ 1.2 mmol per liter]), and smoking histary (low nsk, no
smaking; high risk, smoking ene pack of cigaretees 3 day for 30
years). None af the padents had diaberes, and all had 1 father wha
had had a myocardial infacction ac the age af 75 years. Thesr
characteristics were based on those of the subjects in the 20th 10
30ch pereentiles for the risk of coronary artery diseasc {low risk)
and those in the ?0th to 80th perccutiles (high risk) in the Fra-
mingham Siudy.%

To assess their decisions abour management, the physicians
were usked 1o ¢haracverize the rype of chest pain described by che
paticnt and to estimatc the probabilicy that lic ar she had clinical-
ly significant coronary diseass (defined 35 270 percent narrowing,
of an epicardial coronary artery). The physicians were then asked
if they wished 10 order further cardiac evaluations for the patienc
and were given four oprions: ne strsss Lost, negular suess jcst,
stress tesl wigh thallium, and other types of funcdonal cardiac 1
sexsment (€., Siress cchocardiography). The physicians were
then shown the rasults of one of three stress tests with thallivm,
sskel 1o estimate the probability of coronary disease an the basis
of the resuirs of the suress teal, and asked whether they wishad 1o
refer the patient for cardiac catheterizanion.

The section on parient assessmeng included 2 rwo-parr sunvey
1o he completed by the physician, modified from the mstnamen
developed by van Ryn (van Iyn M: personal communicatian)
The fivst componenc of the survey was a 10-item scale, which -
cluded items asscasing e physicians’ judgments of the emarion
al, intellecrval, and communicaton chancreristcs af paticnts,
these factors are bebieved to be predicrive of pasiens comphance
and treatmeny ourcames. The personal characteristics of the pa
ticnts were evaluared by the physicians an a seven-point Likert
scale thar rated the strength and dircction of 1he artributes wich:
in the domain, with scorcs ranging framy —3 (negarive ateribulics)
i 3 (posinve antributes). The sccand component of the justru-
ment included six individual asscssment jtoms evaluated on 2
five-point Likert scale, with | represcnting “very ualikely”™ and
5 representing *very likely.” The physicians were asked to predics
the likclihaod that the patent seen.in the interview had nver-
reparted his or her tympron, the Tikelihood that che paticnr
wauld miss lollow-up appointments, the likelihoed that the
pravient wonld participase in treaiment, the likelihood chat thie
patient would suc for malpracrice, the likelihoed that the patieni
woulil camply with therapy, and the likelihoad that the patient
would hencfiv from a revasculanization procedure (coronary an
gioplasly nr coranary-arrery bypass swgery). Fimally, the supvey
asked che physicians ta repori their agc, race or ethnic gronp,
a1, specialty and subspecialey, and year af graduacion from med
ical school.

The safiware program required thar all the componenss of the
10-minute survey instrument be presented 1o each physician and
tiar the physician sec the ealire interview belare answening qiery:
tinns. The uneracuve programs were developed wich the use of
Cambersim, a propfictary snftware program designed by Inter
tive Trrama for the crearinn of standadiverd muttimedna paicnts
0n a persanal compurer for Traning pirposes

Study Subjects and Data Collection

Physicians who were in full-fime cinical pracuce 4nét who ar-
tended the 1997 annual mecting of the American College af Phy
sicians (ACE) or the 1996 annual meeting of the Amencan Acad
ey of Tamily Practice (AAFDP) were cligible 10 participarc in the
survey  [hysicians who regisscred (o the meerings in advancr
were matled a pratcard inviting, them w participate nthe survey,
with the erntive of an sfer of 1 food gilt The physicians wetc
1odd they were participaning in 4 stndy of chnical decision making,
but were nof 1old 1hat the primary puipose of dhe ssudy was
asvess the effecrs of patients' race and sex on decision making

Volume 340 Number 8 - 519




DEC. -14" 99 (TUE) 18:33 US SENATE HELP CMTE TEL:202 224 5128 P.032

e New Boglaomd Towrnal of Medn o

Figuem 1 Pnenty s My Ly Actars o the Videa Camjuannent o e Survey
el A sl a2 by vt ald ik woarnan, Pagel 1

BB yrat 0 DAk gn Paool T RVIYRTI ]
T Dk e Py £

L TN P L YR I I §
T vear nld e wontian Paoel Ty o6 vt bl whity encps Fynged T el s,
ot by 20 yeae e st an
BTN sanle b ancd o o0 N . e
ooty shvrioal conpatc e, L B B T T - B
Booranpner s T AT A O I ITRE RS T} SR T I
[ANSR TR e IR ORI S IR ER TN el e hdvivar w0 \ o
Poo siee cnmplee v e e, P s the ot gl -, . T [
[ POYsoe e s ., RTH I T ERL PR B R e woplnsi s e C ' '
Sl s s woondene e e 1l R P A N T A T T TR R VAR SO st vy . | vl |
Al tu pomabile conn o, R T S S T PR LY N PR O RNV T T T R R TIE PRV T 1 ot '
et poae il e -0 alls M o h n||||. M <, . Pty IR Hn (I
. I|n~|_|'.|l e it el e sl e g, crctt ot e the ey Ly no
Vit u|\||\ " LI I il e als nlae o, apuie 1 " ooy il w4 \ . P
W of v - iy e NN N e TR I TRRE I T P N N PR TI Tt P |
st iy YT openin ot s g O - -,
Filcrenoy oy o I R I TR IR ST e ey al g b
S allhonnd L el NN e o gy,
il [T AT VIR E PP R B T TN I
coatied Ly ot
TSI TN ANty a
L
1y [l ' '
T

Lan



DEC. -14' 99(TUE)} 18:33 US SENATE HELP CMTE TEL:202 224 5128 P. 033

ErreCT OF RACE AND SEX ON PHYSICIANS' RECOMMENOAYIONS FON CARDIAC CATHEVERIZALION

'I“' L : - : Lo L (O Y L T P N TR A TR NPT Wi
thar oy . ' NI \
o o [onny fande
Yo -I|hl_|'.n|!|~ [T , ey, L [hie |1||\‘-l\ LIN~ osTH te s ol Ty il -
[ETEE T RN S N o iy arteen afpsease Db the s ' Vi
S T I Ca o hn Pertsvere ke Ghifored decenadesy St e e
ot . . . . o .
e b Bl v ek amd v ol e g Tl
Aduavo f '
e e U P o the gdaeceon, Y
Urliaia L . bent o h bhe ke o oy ilenn o BYEERT
et phoy , " \ , (R T PRENEYRTITIE P IR . Wl
[ ' ' ' '
\. [EETCYRRTITICINYY -. PRI \ TR ‘lll"l\Ll L ol , .
R T P ST T [ e .
S o l SO At e Yoo vt e o
e e : , ) . ETIY T Y TY IO P A T POTI [T Y TN B PR TON PRV TS, el
ER U F PO FICR NN FYT IO S PR TTE] SRR Lol
" T T e S I T
e . . |
Pt LY ooy
Fre ' eibabiin o ey IR
Litge ns | o ' . i e ) [
et oy [ T R R T N T PO TN SR I |



DEC. -14' 99(TUE) 18:33

US SENATE HELP CMTE

TEL:202 224 5128

The Ncw_F.n__g_lﬂd Jouenal of '_McdiCinc

Tabit 1. CIIAKACTERISTICS OF THE PHYSICIANS ACCORDING TO THE RACE AND Skx

OF THE PATIONT *

Wrare MaLE

OUWMITBRSTE PaTeNt
No. uf physidans 180
Meaan age — yr 442
S5a — na. (%)

Malc 130 (72.2)

Femalc 50 (27.8)
Race or ctlwnic growp —

pa. (%)

Whitc 144 (82.2)

Rlack 7(3.9)

1 lispanic 5(2.8)

Alow 1]

Asian 16 (8.9)

Don't know or no answar 4(2.2)
Specialty — na, (%)

Internal medicine 68 (37.8)

Family medicne 104 (57.8)

Orher B (4.4)
Doart] cervified — no. (%)

Yo 164 (91.1)

Mack Mae Wrate FEMalE  Boan FEMALE [
PAENT ParENT Pavem VaLue
| KO 180 13.01}
43.6 429 428 0.57
0.02
131 (72.8) 124 (70.0) 107 (59.4)
49 (27.2) 54 (30.0) 73 (40.6)
0.41
136 (75.64) 139 {77.2) 137 (76.1)
R (¢4) 7(39) 11 (6-1)
8 (4.4) 7 (3.9) B (44)
4 (2.2) 0 4]
13 (7.2) 20 (11.1) 17 (9.4)
I (6.1) 7(3.9) 7 {3.9)
0.97
67 (37.2) 69 (38.3) 71 (32.4)
106 (5K.9) 1D} (B6.1) 103 (57.2)
7(39) 10 (5.6) 6(1.3)
0.63
166 {92.2) 159 (86.3) 162 (90.0)
14 (7.8) 21 (11.7)

No 16 (B.9)

18 (10.0)

Tapie 2, P1YSICIANS' ESTIMATES OF THE PROBARIITY
ar Cononany ARTERY DISEASE ACCORDING 1O

ExrerbqenTAL FACTORS.”

ESTmaatt of ESTRMATE Of
Progamury PROAANLITY
ExpyRo4EM(aL FACTON FTOAE r AFRA P
AND CaTrGony STeiss Tes?  Varue Sywss TesT  Vawe
% %
Rex <0.001 a.15
Matc 6927182 84751137
Temalc 6412153 B6.)x11.3
e 0.120 n.2e
White 65.5220.5 87.4x13.7
Black 67 72=17.1 86.2x13.3
Agpe <0.00} 0.03
55 yr 6382195 45.7x14.0
720 yr 69752179 79x129
Rask jevel <0.00) 0.05
Low 63.52304 E5.8x)40
High 9.8216.0 87.8x12.9
Ty{:'e of choat pan <0.00) <000}
onanginal pain 5832190 R4.5114.0
Passible angina 64.4=18.3 R6.22137
Definitc anginz 77.1=14.0 §9 721213
Srrees-teqt ol 077 <a.00]
Inferalarera| ischeme £2.3z19.3 475159
Antepolatera] nehemia 66} t18.8 84.1%11.7
Muluple schemi defects 66,5187 RE.EBx12.1

*The peaulrs of suTss 1oty were aut presented ta the physicans far tic
il aseument of Ui prbalilicy af discase hut acre presented for rhe

final asscssmicnr Mos-manus valnes are meais £5P.,
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" “Recausc af munding, parrentages may nar 1o1al 100.

(Table 2). This finding was cxpected, becanse all the
patients had a pasitive stress test. The probabilities
assigned after the results of the smess rest were
known differed according ta age, the rype of chesr
pain, and the results of the excrcise stress test.

Overall, the physicians classified 30.6 percent of
the parients as having definitc" angina, 65.0 percene
as having passible angina, and 4.4 percent as having
nonanginal chest pain. There were no differences in
the assessments of chesy pain according to tic com-
bined race and sex of the patient (F=0.20). The
overall rate of agreement with the cxpert classifica
don was 51 percent and varied from 48 percent 10
55 percent for the various combnatons of race and
sex. Suess rests were recommended for 93.3 percent
of white men and white women and for 97.8 percent
of black mcn and black women (P=0.04).

The physidans’ pereeptions of the personal char-
acteristics of the paricnts differed significantly in 7 of
the catcgorics measured on the 10-item scale ac-
cording to the combined race and sex of the paticnt
(P<0.058). However, in no catrcgory was the differ
cnce greater than 0.87 point an the 7-point Likert
scale (Table 3). In addition, the responses with re-
spect to the individual assessment of the predicted
behaviar of the patents differed significantly for
threc of the six caregorics according to the com-
bined race and sex of the patient ($<0.02); in no
catcgory was the difference greater than 0.27 point
on a 5-point Likert scale (Table 3).

In univariate analyses, the race and sex of the pa-



TEL: 202 224 5128 r. Yoy

DEC. -14' 99(TUE) 18:33 US SENATE HELP CMTE

EFFECT OF RACE AND SEX ON PHYSICIANS' RECOMMENDAYIONS FOR CARDIAC CATHETERIZATION

TABLE 3. PIIVSICIANS' ASSESSMENTS OF TIIE CHARACTEMSINS OF Nk FATIENTS
ACCOADMING 10 CATEGORY OOF RACE AND SEX.”

Wi MALE  Buack Mair WHTE Fosale Buaex Femas 1
CrumacTImsTe PavENT PaYENT Panent PATENT VaLue
l'erzand! chargerertics|
Hennlc- fricadly 1Rl 06 1993106 1662109 223090 000!
Ulnintcihgent - intelligent 1.01:090 189x097 205083 2.00=084 Nn29
Lackung wll-conrol 2172098 2262095 2.28x089 235307y Q31
eelf-conmolled
|gnorant - knawlcdgaable 1.31x113 1.56=0.93 1.58+1.08 1slzlog 006
[oar communicator- 14l=140 194=121 1932120 194x1.21 n@
pood commaicator
Dcpendent-independent 1522120 1917110 1463035 LRATLIG 0.00
S:d—h.zppy 0241130 Q443150 -0.20z14S n.a7>1.33 0001
Negative 1fica—-positive allea 0142137 0SI=144 -014x154 0S51=144 0.00]
Worried - indiffereng ~0.76=1468 -).(8%t1.58 -1.29-142 -097=21.492 0.005
|.ow sockneconomic satys- 06492106 -0.mm+1031 7621.0) 014+1.04 naOL
high shooceonomic stany
Individual asscazment of
predicted behavior
Likcly 4 ovcrepactsympenmed 2041079 1792060  2.05z0.65 1.84=051 0001
Likely ra miss appointments} 2042079  221-083 2.04=0X4 2042079 012
Lakely 0 pardcipaces 3FEL098 378t08R 400090 J18I=100 012
Likely ra e 2542085 2271084 246T0.K1 232+08) 0.0
Likcly ro comply with 4041080 3971070 4.20=0.63 4.06+N77 NM
. uramentg .
Likcly 10 beuclic fram ipvasive 3.4720.72 33R=065 344=0.76 3.j0-n75 012
procedure§
* Pl minus valucs arc means TSP,
tlarients’ personal characrenistics were raded on a2 seven-paimt Likert scale, wirh wores Tanging
frrmn

1erle.

110 3. A higher scare indicatcs 2 stronger rclation with the positive (sccond listed) charae

$1mysicians were asked 1o rare patenrs on a five-paint Likest seale, wich 1 represenning “very un

likcly”™ 204 § representing “very likely.”

§Mhiysicias were askcd 10 ratc patients on 3 five-painr Likegy scale, with § representing “much less
than average™ and 5 representing "inach greavee than avecage.”

rient were significantly associated with the physi-
cians’ decisions about whether 10 inake referrals for
cardiac cathererization, with men and whites more
likely 10 be referred than wamen and blacks, respec-
rively (Table 4). ¥or the othicr experimenral facrors,
anly the type of chest pain was a significant predic-
tor of whether the patient wonld be referred for car-
diac catheterization, .

Table § shows the results of the muluvariable lo-
gistic-regression anayses. In the model that includ-
ed only the main elfects of race and sex, we found
that both varables were significant predictors af
rates of referral for cardiac carhererizaton. Men and
whires were significantly more likely to be referred
than women and blacks. These resulrs indicare thar
the differences with respecr ta race and sex were not
simply due to the differences in the prababilities of
disease assigned by rhe physicians, We then exam-
ined the interaction of race and sex in terms of re-
ferral for cardiac cathererizatan (P =0.06 for the in-
teraction). Black women were the only parients who
were significantly less likely to be referred for cardiac
catheterizaton than white men, wha served as the

refercnce category. In addition, age and the rype of
chest pain were significant predictors of referral for
cardiac catheterizarion, with the odds ratios for all
factars similar to those i the vunivariate results. Sen-
sitivity analyses (alternarive modcl specifications) did
not change the results of the main analyses.

DISCUSSTON

We found thar the race and sex of the patienr al-
fected the physicians’ decisions about wherher o
refer paudents with chesr pain for cardiac catheter
ization, cven after we adjusted for symproms, the
physicians’ estumates of the probability of caronary
discase, and clinical characreristics. Our fndings
are most striking for black women. Epidemiologic
srudies have reparted diffcrences in treacment ac
carding 1o race and sex,!® but chey could not assess
whether these differences were due 1o differences in
the clinical presentasion of the patients. This sty
dirceely addressed this issue by using acrors to rep-
resent patients with identical histories and conrrol-
ling for characteristcs reflecrive of their personals
ties. Our findings are consistent with the results of

Volume 340 Number 8 623
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Taure 4. REFERRAL O CARDIAG CATHETEZATION
ACCORDING To ExrviumeNTAl FACTORS.

EXPLRBMENTAL Facltn Meaxn Oons RATO P
ANO CaYECONY Rereamas Aam 195% C11* Vasup
L]

Scx

Male 9N 4 10

Female Re7 NA(D4-0.9) no2
Racc

Whire 90 f 1.0

Black He 7 D604 09) o002
Age

66 yr Ry 7 1.0

70 yr Ho.6 0.7 (0¢ 1)) u.09
Risgk lovel

Low BY.9 1.0

High 864 0.8 (04 12) 0.3]
‘Type of chest pain

Nonanginal pain #i.a [Ki]

Possible angina 900 17(1.0-3.0) 0.04

Definirc angina A9 2 i6(09-27)  now
Stres-resr resule

Inferolatol ischemia ko3 1.0

Anverolatcral ischemia 86.7 1 0(0.6-1.6) 0,89

Mulriple ischcmic defecrs 90 0 14(NR 26) n.an

*C1 denetcs confidence imicrval.

TAuLg 6. PREDICTORS OF REFERHAL FOR Cakinac
CATHETEM2A') ION.*

Opos fano

MoorL AND Vamianis {25% oyt P Varuc

Race and acx as scpanate

factor

Sex

Malc 1.0

Female 0.6 (04-09) 002
Nace

Whitc 1.0

Rlack N6(0.4-09) 0.02
Lytcraction of racc and scx
Whitc male \.a
Black male 10(05-21) 099
Whire fcmalc 1.0(D5-2,1) =099
Black female - 0.4 (02-0.7) 0.004

“Both models included al} expaimennl fRctnr a5 covan-
ates, 33 well i the prohability of comoary artery discase u
estimated after the royuls of the skress 1eses were Enawn. The
first anslysis included enly the main effccis. The secnnd
analysiz cxplored 3 racc -sc3 intefacton.

TCI denoles canfidentc inenal

cpidemiologic smdies in which rhe lowest rates
of cardiavascular procedures were among nonwhire
women.5?

The physicians’ recommendations (or cardiac carh-
cterization could have reflected their perceprians of
the personalities rather than the race or sex of the
paticnts. To asscss this possibility, we collected de-
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wiled information on the physicians’ perceprions of
the paticnrs® personalities and other atwributes with
the use of a 10-item scale and six individval assess-
ment questions. Incorporacing chis information inro
the analysis did not change the main results. Also,
hecause we used a balanced, randomized design, the
sratistical rests of the experimental factors, including
rhe race and sex of the parient, remain valid even if
The paticnts’ persanality trits and attributes were
imperflectly caprured by our methods.2

Our findings suggest that a patient’s race and sex
may influcnce a physician’s recommendation wirh
respect to cardiac catheterization regardless of the
patent’s clinical characteristics. Alternagvely, these
Andings may bec the result of other factors not in-
cluded in the information we presented to rhe phy-
sicians. For example, data on bypass surgery and
angioplasty suggest that women may have worse
outcomes than men,#30 although these effects may
be due to differences in other canfounding variables
rather than to the scx of the paticnt. 20 Why these
dlinical effects wonld influence recommendations for
black women and notr whire women is nnclear. We
did not find lower rates of referrals for ssress sesrs
amang women or blacks,

Our study design has several strengths. By having
actors posc as paticnts, clothed in an identical man
ner and having identical insurance and uccupations,
we removed the effects of differing socioeconormic
status and insurance from our experiment. By pro-
viding the aciors with identical scripts, by having
them present in hospital gowns under identica) di-
fection, and by creating the program in a fixed far-
mat, we removed the cffects of differences in the
presentation of clinical symptoms by patients from
our assessment. Finally, by asking the physicians for
their estimates of the probability of coronary artery
disease, we werc able to conrol for differences in
their perceprions of the prevalence of disease accord-
ing to the cace and sex of the paticnts. Although the
physicians® estimares of the probahility of discase he
fore the results of the smess test were known were
higher than the valucs for nenanginal pain reported
in the litcrarure, 313 these estimates are most relevant
in the analysis of rhe treatment reconmunendations.
Physicians' tendency to avercstimate the probabilicy
of coronary artery discase in patients from groups
wirh a low prevalence of disease has been document-
ed previously, s :

Qur finding rhar the race and sex of the parient
influence the recommendarians of physicians indc-
pendently of ather fictors may suggest bias on the
part of the physicians. [owever, our study could not
assess the form of bias. Bias may represent avert
PerUdeC on the part af PhYSiCi:u‘IS or, morc likely,
cauld be the result of subconscious perceprions
rather than deliberate actions or thoughts.+% Sub-
conscions bias occurs when a paticnt’'s membership
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in a target group automatically acrivares a cultural
stereorype in the physician’s memary regardless of
the level of prejudice the physician lias. 3

Our study has two main limitations. Firsr, we as-
sesscd the management decisions of physicians using
video recordings of actors portraying paticnts and a
compurerized survey instrument. Several reports sup-
port the use of casc vigneries to assess clinical deci-
sion making by physicians.? 40 In rwo studices of the
exrernal validity of case vignertes, assessments madc
on the basis of written case descriptions correlated
highly with thase made on rhe basis of examinations
of patients with equivalent symptoms seen in per-
son. 3% Video recordings rather rhan written casc
prescntations may increase the accuracy of the prob-
ability estimares made by physicians.10

Second, the recruirment of physicians atr nationaf
mecetings of major professional organizations may
have resulied in nonrepresentative samples. Physi-
cians who artend professional meetings may be bet-
ter infoarmed than those who do not artend. Also,
the physicians who valunteered for this project may
have had a greater interest than orhers in coronary
hearr diseasc.

Our findinps ndicate that the race and sex of pa-
rients independently influence physicians’ rccom-
mendarions far the management of chest pain. They
suggest that decision making by physicians may be
an important factor in cxplaining differences in the
treatment of cardiovascular discase with respect ta
race and sex.

Supporicd by 3 grant (H$07315) lrom the Agency fur Health Care Pol-
iy and Mescarch

We arc indebied to Daman Sesls for bis anvssance in she preparn-
non of the manwionpt and to Henry Glick, M_A., far providing the
risk profiles from the Framingbam Srwdy for we in this sesdy.
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MOUNDERSTANDINGS ABQUT TIHIER
1) VECTS OF RACE AND SEX
ON PHYSICIANS' REFERRALS
FOE CARDIAC CATHETERIZATION

Ir»] the February 25 issue aof the Jowrnal, Schuliman
¢ al. claimed that the “race and sex of a patient in
dependently influence how physicians manage chest
pann”! Their study received extensive coverage in the
nevs media. It was reported in most major pewspap
ers ™ and was a feature story un ABC’s Nigbtline,
with Surgeon General David Satcher providing com
merdary.” Unformunately, in c¢ach case, the results
weie overstated. We cxplore whar wenr wrong and
suggest ways to improve the communication of dma
ro th public. Qur purpese is nor 1o deny the occur-
ren:e of racial or sex bias, rather 10 emphasize the
imp-artance of presenting information accuratcly.

THE STUDY AND MEDIA COVERAGE

i 4 controlled study, Schulman et al, determined
how aften dacrors recommended cardiac catheteriza-
rion [or hypotherical parients wirh chest pain. Primary
care physicians acrending 1wo professional meerings
wen: shown a videoraped inrerview with a parnient
{poruayed by an acror) and given other relevant data
(car.liac risk factars and the resule of a thallium swress
test) und were then asked whether they would rec-
omisc nd catheterization. The investigators developed
18 hypotherical scenarios representing all possible
cambipations of the follawing factors: 3 descrip-
ton: of chest pain, 2 levels of cardiac risk, and 3 re-
sults «f thallium stress tests. In order 10 isolate the
influence of race, sex, and age on the physicians’ de-
cisionr, each sceparjo was portrayed by cighy actors
(repre-enting two races, both sexes, and rwo ages).
The wwvestigators then determined how ofien these
“patatans” with identical syimproms and medical his-
tarics were referred for cardiac catheterization.

I'lie central findings of the studv are presented in
Table 1. On the basis of both rthe reported referral
rales for blacks and whites and for men and women
and 1he reporred odds ratios, we inferred the separare
refen al rages for white men, black men, white women,
and ulick wamcen. Black women were referred for
cardix catheterization less often than whire men,
black rien, and white women (78 B percent of black
wom:t were referred, vs. V0.6 percent far each of
the cther groups). Although the authars explicitly
dememyerated rhat anly black women had lower rates
of reiertal, they focused their discussion an the re-
sults ipgregated according ta race or sex —- implying
that all blacks (i.c., malc and female) were referred

SOUNDING BOAH_D_
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Taste 1. Ratt or REFERRAL FOR CARDIAC CATNETEIIZATION,
Onos or REFERKAL, Onps RATIO, aND Rise ano
ACCORDING vy SEX AN RACT ®

Mean
Rerewpal  Qops o Opos Ralin Ricx Rania
PanENTS Rare  Reremaar (95% Ci} {95% €1

%

Fuur stcaa
White ment 90,0 2610
Black men 906 92610
White wamen N6 9010
Dlack women JRE A7
Aggregare dats

1.6

10 s-2.1)

1.0 (0.5-2.1)

N4 (0.2-0.7y D.A7 [0.HL 95)

Wi v é 6wl 1.0

Mack 4.7 dhto! NHO6(04-09) O 93 {0 RY )99y

Ment W6 YHwl IN

Women B4.7 S5l DAN4-av) 08I (0R? LYY
Ovenall 477 71wl

= Referral ratex for the fnur stata ware anferred frnn aggregas raes and
odds rting reparted by Schulman er al! The odubs nf eefeceal were falin
lared according ta Lhe fallowing formulas sclereal rare =(100% -~ referral
rate). The risk ratio was calenlated as the referval rate fiw the gravp i qavs
tindy divided by the ecferral rare fir the eefercoce graup Cl denates rono
dence inrerval

T This was the reference group

less often than all whires and dhat all women (black
and whirc) were referred Jess often than all men.

The central messape reporied by the media was
that blacks and women were “40 percent less likely™
1o be referred for cardiac resting than whites or men
(or “60 percent as likely™ 1o be referred). Table 2
shows how findings were presented on Ngghtline and
in each of rhe five U.S. newspapcers with the laggest
circulations. Most of the media reports interpreted
the article in the Jowrnad as meaning thar blacks and
women receive less adequare care than whites or men.
Several reporrs suggested that the higher cardiac-
associated martality rates observed in blacks might
actually be the result of differences in cathererization
rates. Moreaver, both the reparts and the quoted
comments of the lead author implied rhar conscious
or unconscious sex and racial biases pervade Ameri-
can medicine.

PROBLEMS IN COMMUNICATING
THE FINDINGS

‘There are three basic prablems wich how the daea
were presented: the magnirude ol che finding was
averstated, the comparison reported was incorrect,
and the implicic assumption - thar carhercrization
always represents the best care — was unwarranted.
These prablems began with the way in which the au-
rhors chose ra write the article, persisted despire perr
and edironal review, and were magnificd in the news
media. To highlighe each problem, we cansider three
headlincs rhar would have bhewer characrerized Lhe

findings.

Volume 34} Numbe 4 - 279
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Heang e

~A Reeens Study Shows That
Drxciors Diagnose Blark
and White ffarienns
Diflerensdv”

“Hean Carc Refleess Race
and Scx, Not Sympuuins”

“Lienegerown Univeoyy
Soudy Finds Disparity 1
Vean Clare; Pocon s
Yakely 10 Refer Blacks,
Woinep for Cardiae Tagr™

“Hearr Study oms 1o Rave
Sea Hias"

Wall Styest Jaurnal®  =anidy Snpgeats Race, Scn

New Yarl Tuwes!

Influence Physiciam’
(Qre”
“Dactor Rias May Aflect

CHARACTENIATION OF PRradAny
Fon

" tu uur magn analysis we fuund
that blacks were 40 pereent
{esa likely 1o he refarned for
rardiac @therenzarion cam
pared o whites,”

"Blacks ad women with chest
pasn nc 40% less bkely rhap
whirei or men Lo he refered

by phyvicians for Qrdiac carh-

clenzarion.”

“ 'hyscians said they wauld rc
fer Llacks and women 1u
heart specialists for rargpe
rathevenzation teas only 60
percene 33 ofien a they
wnuld prescribe the proce-
dure for whitc male pa-
ucors.”

~| Dowrags] icter blacks and
women 10 heart peciahisis
60% as nficn as they woyla
whige male pariems *

“Rartoe are anly /0% s bkcly
ro order caadiac catherenza-
non for women and Macks as
tor men and whifes.”

INTEAPRETATVON

“A recene study shaws thay
docrors diagnose black and
whire paticors differently.”

“Nace and ok uf padcnes wids
shest pain influence wherhes
rhey'rc senr for The mos de
finitive scst for hean dis-
cac ©

“Docrart aic far leas likely ta
cecammend soghiseicated
cardiac oats {or blacks and
women than for white men
wirh idenucal complaints of
chest pain.”

“Noctors et Tat {ess bkely o
recomme nd »aphisticarri
cardiae rests for hlacks and
wome than for whie
males.”

“Women and blacks complan
g af chese pag are less
likely than men and winres
10 receive thir hcat cardiac

TawE 2. PRESENTACION OF §100Y FINRINGS IN STLECTED Malon NEws MEia

larvxcanon

“11's havipg an adveese effeet on the
health of theis parients 4nd there
15 Frowing stagisiical evidenere thay
if a padicnr is black he or she s
sgnificanrly hikcly ro get a lesser
quality af medical care.”

- the new study tily does in
wicate thae a Lias cxsny

~Authars iuggest the differences aie
the whasequences of race and scy
biaw {and thar| the amrudes deyy
pRsTratEd i the survey cxp in all
mncdical l|vctlﬂl|c> you dnrin'y
have tn be Lonsciagaly 1acise in
see the mlluence of rare and pren
der playnigg ouran rearmen

That 'y what the study couliran -~

“Author saggest the dillereaces ao
thr venyruences ol sacr and ses
foas

Ll ous PIL‘]LI(III LR LNTIY
et mav hedp aaplan [rhe
Hewlings | ™

Heart Caic, Srudy By "

*Since the Wall Srreer Journald anel New York Timet sturics were based on the same Assaviaced Picss repart, the charscienzanon ul the prmary inding.

ieqring.”

mieipreration, and stared implication were the same in the rwn newspapers The quorations 1n the 13ble arc feom the New Jark Times

“Study Shows Blacks Referred 7 Percent Lesz Often
Than Whites”

The authors chose to summarize the relanive
chance of referral for blacks as compared with whites
using an adds rario — literally, rhe rario of the odds
in favar of Leing referred for catheterizanon f{or
blacks to rhe adds for whites: (0.847+0.153)+
(0.906+0,094)=5.5+9.6=0.6. In words, the adds
that blacks would be referred for carheterization were
40 percent lower than the odds of referral for whites.

The use of adds rarjos is unfortunate. Few people
think i terms af odds ar encounter them in daily
life. Perhaps for this reason, many people tend o
equate adds with prahability (the masr familiar way
1a characterize chance) and thus to equare odds ranios
with risk ragios. The quotarions noted in Table 2 sup;
gest chat the major newspapers, Nighrline, and even
the surgeon general did juse thar in charactenzing
the resulis of the study by Schulman et al. When rhe
autcome of interest is uncommaon {i.e., ir accurs less
than 10 percent af the rime), such confusion makes
litde differeace, since odds ratios and risk ratios arc
approximately equal. When the autcome is more com-
mon, however, the odds ratio increasingly averstates
the risk rarip. * "

280 - |uly 22, 1999

Because the study by Schulman vv all involved a
very comman event (84.7 percent of blacks and
90.6 percent of whites were referred for cathercriza:
rian), the averstatement in this case was extreme.
The reported odds rario ol 0.6 acrually carresponds
1o a risk ratio ol 0.93 (1.e., B4.7 percent divided by
90.6 percent). Inappropnarely equating udds rarios
with risk rarios led o the wisraken impression thar
blacks had a 40 percent lower probability of referral
than whites, whereas in facy, the probability of refer
ral for blacks was 7 percem denwver. Tn his case, the
failure wa distinguish between odds ratios and sk
ratios had protound consequences fur how rhe may,
nitude of the difference in ve(erral rares tor hlacks
and whites (or wamen and men) was partrayed, Re
gardless af the magnitude, however, the camparison
isel was musleading,

“Study Finds Black Mon and White Men Refierrod
al the Same Rate”

The arricle in the Jowrnal focused an the aggre:
gate data, but the picture is quite differenc when the
dara are stravificd according ro both race and sex. As
Table 1 shows, the rate af refecral was the same fov
three of the four strata (90.6 percent); only black

A —— et . = A A e e =
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women had a different rare of cefecral (78.8 per-
cent). [n other words, the eftect of race on the re-
ferral rate was modified by whether rhe paricat was
male or female (in orher words, the cffect of race
was modified by sex). When an analysis shows an
important effect modification (or interaction), it no
longer inakes sense to combine the data in a way
thar obscures this difference.'? To present the dara
carrectly, the [ocus should be on the comparisons of
these four groups, not on the dara aggregared ac-
cording ro age or sex. An accurate statemenr of the
findings would be thar white women, white men,
and black men were all referred at the same rate and
that only black women had a lower rate of referral.

“Study Suggests Possible Overtesting
in Alack Mon and White Men”

The [ocus on race and sex obscured a remarkable
tinding af the study by Schulman et al.: overall, al-
inast 90 percent of the parients were referred for
tathererization. Both rhc authors and the journalists
argucd that the noted differences in referral rates
meant thar blacks and wamen receive less adequate
care than whites and men. The way in which cardiac
cathetenization was characterized in the press (e.g.,
“the most sophisticated examination,” “the best car-
diac 1esr,” and “rhe maosr aggressive treatment”™) im-
phed that a noninvasive evaluation (or treatment with-
ot catheterizarion) is incomplete, The aurhors and
reporters failed o mention the poteatial complica-
tions of catheterization and the possibility of over-
ir:aunent (i.c., unnecessary catheterization). In facr,
iere is growing evidence rhat mare Lreatment is nar
abways better and can acmally be harmful.'? A study
recently reporred in the Josrnal, for example, found
thar an invasive strategy (immediare cardiac cacherer-
1anon) for al) patienis with nan—Q-wave myocardial
indarction resulted in higher rates of myocardial infare:
hon and death than a more conservative approach. '

Schulman er al. undaubredly recognized that re-
fercing a patien for cacheterizarion is nor always the
right decision. They were careful to present the phy-
sicians in their study with a broad spectrum of symp-
toms and medical histories, nsing 18 scenarios in
which the probability of clinically significant cora
niry artery disease varied widely. Exuemely high
rates of referral were ohserved barh for patients at
luw risk and for those at high risk for coronary dis-
cast (R percent and B6 percent, respectively),
wihire the risk of coronary discase was derermined
ou the basis of blood pressure, lipid values, and his-
tory of smaoking. Although the appropriate rate of
reieiral for this hypathetical cohort is an open ques-
tien, the observed rate seems implausibly high.

UNINTENDED SIDE EFFECTS

he purpose of the study by Schulman er al. - -
to leuk for evidence of racial or sex bias in the eval-
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uation of chest pain — is laudable. It is imparrant 1o
expose discriminatory practice in medicine. It s
equally important not to exaggerate the prevalence

af such pracrice. Unforrunately, the presentation of

the data overstared the magnitude of the differences
observed (by interpreting an odds ratio as a relative
risk) and the rarger of discrimination (by suggesting
that blacks and women werc the targets as opposed
to black women), and thus influenced the characrer
ization in the media of the likely consequences {by
suggestng thar lower referral rates cxplain lugher
rales al cardiovascular-associated mortality). Thesc
exaggerations serve only 1o fuel anger and under
mine the trust between physicians and their patienrs.
The lack of caution in presenung and interprering
rhe results of the study makes it too casy ta exrend
the findings to all physicians i all sctrings and (o
came to the erroncous conclusion thar discrimina-
tion on the basis of race and sex pervades American
medicine. As a result, blacks and women may be
more likely to ascribe disappointing, interacrions with
their physicians o prejudice rather than o other
plausible facrors (c.g., cost-contanmenr pressures,
paor interpersonal skills, or simply a bad day). Phy-
sicians may become fearful that their actions will be
misinterpreted by their patients wha are black or
female, Physicians might even become mare con-
cerned about appearance than abour good care or,
warse, might avoid treating blacks and wamen. The
exaggerarion of the dara does nothing 1o advance
the fight against discrimination on the basis of race
or sex; indeed, it arguably aggravares the prablem.
We believe the indings of the study would be ber-
1er characterized as follows: in a study of referral for
cardiac cathererization, physicians shawn videotaped
vignettes referred black women 79 pereent of the
time but referred other patients 91 percent of the
Ume. We are unsure abous the correct intespre
raon. ls it passible that none of the physicians
discriminated  between white and black men or
between white men and white women and thar dis-
criminanion counld be detecied anly when race and
sex were combined? Could the findings reflect some
systernanc prablem in the siudy design, the collec
rion of rhie data, ar the analysis? Or could the find
ings simply be the result of chance? We helieve the

study raises questions abour differential rreatment of

black women and thar the most reasanable approach
I§ 10 take 3 secand look.
HOW TO DO RETTER
Table 3 presents guidelines (or helping rescarch:
ers, journal editors, and reporters present the resuls
ol medical rescarch mare clearly and acenrately.
fieporting Absoluta Event Ratas

In covering the study by Schulman et al., report
crs presenfed relative measures of difference when
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‘I'he New England

CRPBLIM Examecs of MigLEaput LanGusG)

Relative mcasure scported
withous cvens rates

Hiacks arc 40% lesa likely to b oc
ferted for cathetcrizaton

Rlack wamen aic referred 60% oot
ofien than white men (odds
rgo, 0.4)

Blacks and women arc feas likely ra
be refericd far catheterirarion
than whitcs and men

Odds ratios interpreied a»
vish. Faries

Findings ataut black wom-
en artribured 10 all Macks
and all wamen

“Health Carc: Ii's Berter 1 You'ec
White™*

[mpheir sssumprian that
more health cacc mcans
better health caee

*“This is the titke of an aticle in the Ecomamer

comparing the relereal rares for blacks and whiies
but failed to report the absolute rare of referral for
cach group. This is net surprising, since the article
in the Jowrnal emphasized the odds ratos. In fact,
the absolute catheterization rates are not mentianed
in the abstract or in the text of the armicle and are re-
parted only in anc table. Reparting that blacks were
40 percent less likely 1o be referred for carheteriza-
tian than whites is not meaningful unless the rate ac
which whites were referred is known (0.6 percent vs,
1.0 percent and 60 percent vs. 100 peccent both
yicld the same 60 percent relagive risk). Stating rhe
rate for cach group under consideration would also
help readers assess the magnitude of the differences
and might be casier for readers o understand.'®

Converting Odds Ratias to Risk Ratios

Odds rarios arc bound to be interpreted as risk ra-
tios. The prablem is all the more relevant given the
increasing use of logisnic regression (which yiclds an
odds rario). It is unrealistic to expecr reporregs or the
public to undersiand this distincrion. When evenrt
rates are high, adds ratios should be converied ro risk
rafios. There are simple methads of conversion for
both crude and adjusted data.®'? Alternatively, odds
raos can be converied 10 the number needed 10
treat (i.c., the number of patienrs who would need
10 he preated in order 1o ablain one favorable our
come or 1o prevent one adverse cvent).'’ 1{ odds ra-
lios cannort be avoided, anc shauld remind the read-
7 that the higher the hase rare, the more the odds
rario will overstate the relative risk. Toals are avail-
abie to help esnimare the extent of overstaremens. !

Ensuring That Comparisons Are Appropriate

In reporting the results of comparisons, one should
be clear abaut the reference group. If an impartani
interaction is identified, aggregare dara should not be
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TAaLE 3. CUMELINES FOR COMMUNICATORN

Repaq ahenfiir cveor ey

Camvert oduds Fanos wa sk

Ensure that rcpaned cumpari

Quesnan whether 0% is 1he

Journat OF _Mcdi_{i ne

KoLunoN Exampit o IMPROVED |ANGUACE

9 1% ot while mcn, whyre wooen, anid
hlack men were refopred fne cathere
watwon, as sampared with 79% ol
black women

Hlack wamen weee releced [3% (e ol

P ren than whae men {ask @ne, 0.871

Winte and biack men weie referred o
1he same 1aie, and white men and
wamen were referred at the same raw
only black women were rcferred ag o
lower rate

Te apprapnate referral iate s nev
kawwn: whether Lhe relerral rare fo
Mack women s oo low or wiicther o
noappeopnare is unknnwn

$ONS AC APArUPNITE

desired rare (or 1csing and
Lreagment

used 1n reporving the results. Far example, the finding,
that blacks were less likely to be relerred [or carherer
ization only if rhey were (emale demaonserated an im
portant interacrion berween race and sex. Onee rhis
interaction was lound, presearing the resules tor all
blacks withour accounting for sex was inappropriare

Questioning tha Pesirad OQuicome

What is rhe gald standard against whicli the e
sules presenred are 1o be pndged? In this case, 3 num
ber al the reporrs in the media implied rhat a referral
rate lower chan 100 pevcent was inapprapriate, an as-
sumptian thar is unfounded. Tn gencral, question
the assumption that more care (Lesting or freatmenr |
is always begrer. !

CONCLUSIONS

I¢ is tempting to place the blame for whar wen
wrong in the coverape of the stady by Schulman o
al. on reporters, science writers, and editors in the
media and to demand yhar they improve thew e
porting. To a large extent, however, the media sim
ply reported whar they were told. If the research
cammunity docs nol ger it right, we cannot expeet
the media ta do heiter. The prablems we raise herr
clearly arose from multiple sources: the article wselt,
the ediring process, and siatements made hy the s
thors in interviews. Acknowledping these problems
18 # crirical step in prevearing rheir recarrence

lisa M. Scrwantz, M.D.
STEVEN WOLOSHIN, M.O
H. GILAERT WricH, M.D.

VA Ontconnes Grogip
Wime River Juncryon, N7 HI00Y

The vicws cxpressed heron do nog pecessantly reflcce the views
of the DCP‘"“‘M“ of Vercrays Alfans or the US posernnment
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Senator Edward M, Kennedy
HEALTH CARE FAIRNESS

GOAL: Eliminate racial and ethnic disparities in health access and outcomes.

BACKGROUND: Minority communities suffer disproportionately from many severe health
problems and have higher mortality rates than whites for many treatable health conditions.
African Americans who are suffering from lung cancer and heart disease often do not get the
same costly treatments as their white counterparts. Even after they obtain health insurancs,
Hispanic children are four times more likely than white children to lack a usual source of health
care. Barricrs to care such as paverty, lack of health insurance, and bias in the health care system
are each part of a complex set of factors that have resulted in the current disparities, Not enough
research is being done to understand and eliminate racial and ethnic health disparities, and
existing federal research efforts arc not being coordinated in a strategic, comprehensive manner.
Tn 1999 alone, several studies that illustrate the extent of racial and ethnic health disparitics have
been published in the New England Journal of Medicine and Journal of the American Medical
Association. The Institute of Medicine at the National Academy of Sciences, Memorial Sloan-
‘Kettering Cancer Center, the National Cancer Institute, Georgetown University, the University of
Rochesler, the Kaiser Family Foundation, and the Commonwealth Fund arc some of the research
institutions that have recently found evidence of this problem.

PROPOSAL: The Health Care Fairness Act comprehensively addresses the complex set of
factors which surround racial and ethnic health disparities. This approach includes an increased
cammitment {o research an minarity health, improved data systems, culturally competent health
care delivery, and efforts 10 increase public awareness of the existence of health disparities and
the resources that are available to improve minority health outcomes. Together, these changes
will increasc our knowledge of the nature and causes of these disparities, and improve the quality
and outcomes of health care services for minority populations, giving fair care to everyone.

POLITICS: Recent polling conducted by the Kaiser Family Foundation shows that there is
concern among African Americans and Hispanic Americans about the quality of the health care
that they roceive compared to whites. The Health Care Faimess Act has drawn extensive suppart
from individuals and groups that represent the health care concerns of communities of color
including Dr. Louis Sullivan, Representative Jesse Jackson Jr., Representative John Lewis, the
National Medical Assaciation, the National Hispanic Medical Association, and Lthe Associalion
of Minarity Health Professions Schools. In uddition, Senator Kennedy has bridged the
significant gap that had existed between these entities and NIH on the means of addressing health
disparities. This bill has the full support of Dr. Harold Varmus, N1H Director. Finally, Surgeon
General David Satcher, who is leading an effort by the Administration to climinate racial and
ethnic health disparities by 2010, has characterized Senator Kennedy’s bill as a “'critical
contribution” to that effort.

COST: The estimated cost of the Health Care Faimess Act is $1.2 billion over five years.
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THE HEALTH CARE FAIRNESS ACT OF 1999 -- S.1880
SENATOR KENNEDY
INOUYE-AKAKA

Racial and ethnic minorities are not receiving adequate health care. Over the past few
decades, we have made great advances as a nation in science and medicine. However, all our citizens have
not shared in the benefits of these advances. Minorily populations have significanily higher rates of death
from cancer and heart disease as well as higher rates of HTV/AIDS, diabetes, and other severe health
problems. We know that poverty, lack of health insurance, and other barriers to care are undermining the
health of minority communities. However, we have not made the commitment necessary to understanding
the genetic and behavioral differences that also affect health outcomes. In addition, recent studies show that
bias in the health care system is another factor in racial and ethnic health disparities.

Elimination of health disparities must be a higher priovity. The Health Care Fairness Act
includes an increased commitment to research on minority health, impraved data systems, and culturally
competent health care delivery. These changes will increase our knowledge of the nature and causes of
these disparities, and jmprove the quality and outcomes of health care services for minority populations.

TITLE [ - IMPROVES MINORITY HEALTH THROUGH NIH: The Health Care Fairness Act
establishes a Center for Research on Minority Health at NIH. The Center will aversee the development of
an NYH-wide plan and budge (or research on minority health. The Center will also award grants to
institutions across the country that serve under-represenied populations, These funds will be used to
conduct research into the nature, causes, and remedies for health disparities, train minorities as biomedical
research professionals, and improve infrastructure for conducting biomedical research. In addition,
qualified health professionals who agree to engage in biomedical research on minority health will be eligible
to receive $35,000 from NIH to repay educational loans far each year they engage in such research.

TITLE 11 - ADDRESSES BIAS IN HEALTH CARE THROUGH EDUCATION: Bias in the
health care system can be reduced through increased awareness of factors contributing ta health disparities
and by improved delivery of health services. This bill establiskes pilot projects to develop educational tools
that both new and experienced health care professionals can use to improve their cultural competency skills
as well as skills in olher aspects of health care delivery that can help reduce disparity in health outcomes.

TITLE III - STRENGTHENS RESEARCH INTO HEALTH CARE QUALITY AND
ACCESS: The Health Care Faimness Act increases the federal commitment Lo these social science aspects
of racial and ethmic health dispanities by directing the Agency for Health Care Policy and Research to
conduct and support research into health care quality and access for minority communities, to promote
effective interventions in minority communities, and o develop autcome measures to assess and improve
henlth care quality for minority communities,

TITLE IV- EXAMINES COLLECTION OF DATA ON RACE OR ETHNICITY: It is hard to
fully understand how different health conditions affect minority communities without reliable and complete
data. The Health Care Faimess Act funds a study to determine what steps the federal government must take
to ensurc that all necessary information on racial and cthnic health disparities is callected.

TITLE V - INCREASES PUBLIC AWARENESS: Awareness is an important tool in the reduction
of racial und ethnic health disparities. The Health Care Fairness Act provides funding far a public
awareness campaign Lo inform minority populations of the health conditions that strike their communities
.dispraportionately and the resources that are available to improve minority health outcomes.
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 PRESS RELEASE OF SENATOR EDWARD M. KENNEDY
ANNOUNCING INTRODUCTION OF THE HEALTH CARE FAIRNESS ACT OF 1999
MONDAY, NOVEMBER 8, 1999

For Immediate Release Contact: Iim Manley
November 8, 1999 (202) 224-2633

Senator Edward M. Kennedy was joined today by Senators Daniel Akaka and Daniel
Inauye in announcing a plan to reduce racial and ethnic disparities in health care and health
outcomes. This bipartisan bill will also be introduced in the House by Representatives John
Lewis, Charlie Norwood, Bennie Thompson, and Jesse Jackson Ir.

Senator Kennedy is also are very pleased to have the support of Dr. David Satcher,
Surgeon General, Dr. Louis Sullivan, President of Morehouse School of Medicine and former
Secretary of the Department of Health and Human Services in the Bush Administration, and Dr.
Harold Varmus, Director of the National Institutes of Health. “This is a critical contribution to
the Department’s efforts to eliminate racial and ethnic disparities in health by the year 2010,”
said Surgeon General Satcher,

“Racial and ethnic health disparities are undermining the health of our minority
communities,” said Senator Kennedy, who cited a senes of recent reparts on this problem:

. In October 1999, a study published in the New England Journal of Medicine found that
African American patients with lung cancer tumors small enough to be surgically
removed were treated surgically in only 64 percent of cases, compared with 77 percent of
white patients being treated surgically. As a result, African Americans have only a 26
percent chance of surviving lung cancer, compared with a 34 percent survival rate for
whites.

. In the same month, the Kaiser Family Foundation released a national survey showing
that minority groups have concemns about the quality of the health care they are receiving.
The survey found that 64 percent of African Americans and 56 percent of Hispanics
believe they receive lower-quality health care than whites.

. In August 1999, a study was published in the Journal of the American Medical
Association which found that African Americans were less likely than whites to say that
their doctors invalve them in making medical decisions.

’ In June 1999, the Commonwealth Fund released a comprehensive report of the health
care experiences of minority Americans. The report found that minority Americans lag
behind on nearly every health indicator, including health care coverage, access to care,
life expectancy, and disease rates. In terms of health care access, 45 percent of Hispanic
adults, 41 percent of Asian American adults, and 35 percent of African American adults
reported difficulty paying for medical care, campared with 26 percent of white adults.

. In May 1999, a study by the University of Rochester was presented at the annual meeting

1
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of the Pediatric Academic Society that showed that African American and Hispanic
children continue to face barriers to care even after they obtain health insurance.
Hispanic children were four times more likely than white children, and African American

- children were five times mare likely than white children, to lack a usual source of health
care.

» ° InFebruary 1999, a Georgetown University study published in the New England Journal
of Medicine found that bias in the decisions made by doctors is a factor in the treatment
that African Americans receive when they suffer from heart disease. In an experiment
where actors posed as patients with significant symptoms of heart disease. The
physicians were asked to prescribe further interventions for each “patient,” all of whom
had identical medical histories, insurance coverage, and accupations. While 91 percent of
the white males, white females, and African American males in the study were referred
for cardiac catheterization, a more effective bur more expensive diagnostic procedure,
only 79 percent of the African American females in the study were referred for this test.

. In that same month, the Institute of Medicine in the National Academy of Sciences 1ssued
a repori concluding that federal efforts Lo research cancer in minority communities are
insufficient. The report recommended an increase in resources and the development of a
strategic plan 1o coordinate this research. The results of this study confirm that while
NIH has been extremely successful in producing medical breakthroughs that improve
health care, those breakthroughs do not always reach inta racial and ethnic
communities.

“Qver the past few decades,"” said Senator Kennedy, “we have made great advances as a
nation in science and medicine. However, all our citizens have not shared in the benefits of these
advances."

African Americans are 40 percent mare likely to die from coronary heart disease and 35
percent more likely to die from cancer than whites. Vietnamese American women are five times
more likely than white women to contract cervical cancer. Diabetes strikes African Americans
70 percent more often and Hispanics twice as often as whites. The diabetes rate for Amencan
Indians and Alaskan Natives is even higher, striking members of these communities 180 percent
moare often than whites. While racial and ethnic minorities make up approximately 25 percent of
the total population, these groups account for over half of all AIDS, cases. The dispanty is even
greater for African American and Hispanic women, who account for nearly 80 percent of the
AIDS cases reported among women.

“Despite our knowledge of these alarming statistics, we have not made the commitment
necessary to understanding how barriers to health care or genetic and behavioral differences
affect the health outcomes of minority communities. In addition, we are learning thai bias in the
health care system is also a factor in racial and ethnic health dispanties,” said Senator Kennedy.
“Each of these areas must be addressed in order to give these communities the fair chance for a
healthy future that all Americans deserve.”
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Today Senators Kennedy, Akaka, and Inouye are introducing the Health Care Faimess
Act of 1999 in order to secure the commitment and resources that are needed to ensure that
minority communities do have a fair chance for fair care. Together, the changes that are
proposed will increase our knowledge of the nature and causes of these disparities, and jmprove
the quality and outcomes of health care services for minority populations.

Last February, the Institute of Medicine issued a report concluding that federal efforts to
research cancer in minority communities are insufficient. The report concluded that more
resources are needed in this area and that a strategic plan is needed to coordinate this research.

This bill establishes a Center for Research on Minority Health and Health Disparities at
the National Institutes of Health, The Center will oversee the development of an NIH-wide
strategic plan for minority health research. This siep will enable the Congress, the communities

affected by racial and ethnic health disparities, and NIH to monitor the progress of NIH in this
arca.

Reducing racial and ethnic health disparities will also require a better understanding of
issues beyond genetic predispasition, efTective treatments, and other questions of basic science.
Barriers to care, poor quality health services, and the lack of useful outcome measures to assess
the health of minority communities are all part of this complex problem. The Health Care
Fairness Act ~ Fair Care -- increases the federal commitment to understanding these social
science aspecis of health disparities by directing the Agency for Health Care Policy Research to
conduct and support this important research.

Bias in the health care system can be reduced through increased awareness and impraved
cultural competency in the delivery of health services. The Health Care Faimess Act establishes
demonstration projects to develop the educational tools that both new and experienced health
care professionals can use to improve their cultural competency skills as well as their skills ini
other aspects of health care delivery that impact the care that minority communities receive.

“We all agree that reducing racial and ethnic health disparities is an important goal,” said
Senator Kennedy. ‘‘At the same time, we all know that achieving this important goal will require
a stronger commitment than has been made in the past and additional resources to increase our
knowledge, improve outreach to impacted communities, and develop quality measures to assess
the progress that is being made. The Health Care Faimess Act provides these resources and
moves America toward a health care system that truly provides a fair chance for the healthy
future that all Americans deserve.”

“I welcome the support of Senators Akaka and Inouye and Representatives Lewis,
Norwaod, Thompson, and Jackson in this important effort, and I look forward to early action in
the Congress to pass this needed legislation.”

P. 006
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Part III, Opportunity: Section 4, Civil Rights Enforcement March 24,1999

basic ffamework within which businesses compete. American consumers understand
this. A U.S. News and World Report poll showed that six in ten Americans are
concerned about working conditions in U.S. companies. Newsday further reported that
83% of consumers would be willing to pay an extra dollar on a $20 item if they knew the

garment had not been made in a sweatshop.

Finally, I applaud citizen efforts to combat worker exploitation, such as that of
the Duke University studcnt organization Students against Sweatshops. These students
developed a groundbreaking policy on licensing contracts which could have a profound
impact on reducing abuses. I encourage all educational institutions and professional é.nd_
professional and amateur sports leagues to voluntarily adopt a code of conduct with

which all manufacturing licensees must comply.

. Combat discrimination in health care

Someone once asked, what good are civil rights, if the people are too sick and
tired to take advantage of them? That is why improving the health care of people of
color must be a leading civil rights issue in the new century. The racial disparities in
health status are well documented. (See text box.) The underlying causes include
povefty, lack of access to quality health services, environmental hazards in homes and

neighborhoods, and the absence of effective prevention programs tailored to specific

(1I1.4)-42
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community needs.

But, health disparities
Health Disparities
are also a function of
+  Ababy born to an African American mother
e .. ; has twice the risk of dying in the first year
discrimination—a subject we than a white baby. An American Indian baby
is 1.5 times more likely to die.

have been reluctant to discuss.
«  African American men suffer from heart

As David Barton Smith, disease at nearly twice the rate of whites.
) » Cervical cancer is nearly five times more
director of the Healthcare likely among Vietnamese American women
than white women. Liver cancer among
+ Management Program at Vietnamese Americans is more than 11

times higher than whites.

Temple University noted, “The || . piabetes in African Americans is

' approximately 70 percent more common
solution [to the health care than in whites; and the prevalence in
Hispanics is nearly double that of whites.
divide] that we seem to have « Hispanic children are five times more likely

. L to be without a usual source of health care
drifted into is not to talk about than white children.

race.” Yet, all too frequently, * Hispanics of all ages are the most likely to
be uninsured. Nearly three in 10 Hispanic

children have no insurance coverage.

discrimination, either prevents

minorities from getting access to health care altogether, or forces them to accept health
care delivery systems that, while not separate, are entirely unequal.

Discrimination in health care delivery has been well documented, both in
research and through the enforcement activities of the Office for Civil Rights (OCR) at
the Department of Health and Human Services (HHS). Evidence shows that even when

factors such as education, insurance, income, and access to quality health care services
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are held constant, there are still disparities in the outcomes between whites and
minorities. A recent Georgetown University study vividly highlighted the problem,
showing that the race and sex of hypothetical patients had a significant effect on the
treatment decisions of the physician. Georgetown University researchers documented
that physicians would refer African American women for heart catheterization
significantly less often than they would refer identically situated white men. This study
suggests that race and gender indepéndently influence how physicians manage chest

pain. The quality of health care was color-coded.

This is a persistent problem, and as we struggle in the larger arena of health
system improvements, we must not lose sight of it. Recent OCR settlements have

uncovered a number of issues, including:

—Medical redlining. OCR negotiated a settlement agreement with a national
home health agency that had instructed employees that they were not required to 'pr'o'vid_e_
service to persons residing in predominantly minority areas of New Haven, Connecticut,

because these areas were designated as “unsafe.”

—Segregation. OCR negotiated corrective action in a New York City hospital
which had segregated matemity wards, with one floor serving predominantly minority

patients and the other, non-minority patients.
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—Language minority patients. OCR negotiated an agreement with a University
hospital in Philadelphia, Pennsylvania whose inadequate language assistance practices
had resulted in serious problems for a Hispanic woman who came to the Emergency

Room with vaginal bleeding and lower abdominal pain due to her high risk pregnancy.

—Access. OCR negotiated an agreement with a hospital in a Texas border town
which provided its security personnel with uniforms similar to the uniforms worn -By the
U.S. Border Patrol. In the settlement, the hospital agreed to discontinue the use of the
uniform, which had the ‘effect of discouraging the local Hispanic population from using

the facility.

Bridging the health divide is both a public health and civil rights challenge.
Unless the role of discrimination is understood, it will be impossible to eliminate the
disparities. At the same timé we work to improve the overall health of the American
people, I have committed the nation to an ambitious goal of eliminating, by the year
2010, the racial and ethnic disparities in six areas of health status: infant mortality,
cancer screening and management, cardiovascular disease, diab‘etes, HIV/AIDS, and
immunizations.?! Eliminating these disparities will require a comprehensive strategy
involving public health experts, civil rights groups, community leaders, medical
professionals,. and the private sector. The United States Surgeon General is leading the

effort on the public health front. We must bolster that effort with an equally aggressive
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enforcement initiative to
eliminate discrimination in health
care. Here’s how I propose we

do it:

First, in any legislation

- establishing a Patients’ Bill of
Rights, I will support the
inclusion of civil rights
protections that safeguard against
discrimination contributing to
health disparities. Second, we
must ensure the aggressive
enforcement of existing anti-
discrimination laws. In fiscal
year 1999, for the first time in
seven years, we secured for OCR
a budget increase greater than a
basic inflationary adjustment.
Despite this increase, the current

funding level for OCR is less

improving Care Through Increasing Opportunity
In 1997, the Moses Cone Health System in
Greensboro, NC received a grant from the National
Surgical Adjuvant Breast and Bowel Project to
increase minority cancer patients' access to clinical
and prevention clinical research frials. During this
same period of time, several African American
physicians began to emphasize the apparent
opportunity gaps for minority physicians within the
system. For instance, very few African Americans
were part of the senior management team, sat on
the important committees, or were included in the
newer physical contracting alliances. Subtle
differences existed as well, including the perception
of disparate treatment on the part of hospital
personnel and with regard to access to unassigned
patients. In response, the hospital’s health systems
administrators and physicians came together to
resolve these outstanding problems. This has
resulted in several concrete outcomes. For
example, the hospital leamed from meeting
regularly with African American physicians that
some sickle cell patients in the community were
dissatisfied with the quality of their care. Because
the relationship between the hospital's African
American physicians and Moses Cone
management had been strengthened by their

regular meetings, the two groups were able to come

together, along with the Sickle Cell Disease
Association of the Piedmont, to improve patient
care. Today, sickle cell patients report better
overall satisfaction. Moses Cone has also
dramatically reduced the inpatient length of stay by
opening an 8-hour short-stay unit. Moses Cone has
also dramatically reduced the inpatient length of
stay by opening an 8-hour short-stay unit—from
10.5 days in FY98 to 6 days for the first six months
of FY399. In the same time period, there has been a
33% reduction in in-patient admissions as a result
of the new program. As a result of African
American physicians and Moses Cone
management working together, patients have
benefited and the hospital has gained both
financially and programmatically.
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than the level at which the office was first established, and further investments are

needed.

Third, the federal government must do more to educate all our citizens about their
health care rights. All too frequently, victims of discrirﬁination in health care do not
realize that they have been victimized as such discrimination is extremely subtle. We
also have a responsibility to work with health care providers. The rapid growth of
managed care raises distinct civil rights concerns, especially in connection with
Medicaid managed care programs that involve populations who are disproportionately
minority, and who frequently have limited English proficiency. I have asked HHS to
develop a civil rights best practices guide for managed care providers that would assist

them in complying with their civil rights obligations.

Finally, we need to foster change at the so-called point of service, improving the
relationships between patients of color and their health care providers. I am calling on
hospitals, HMOs, medical schools, and other institutions that train health care
professionals to establish formal training programs which will foster cultural sensitivity.
The University of Wisconsin Medical School offers such a course to medical students, in
which sensitive issues of race are discussed openly. Other institutions should follow
suit. Moreover, the discrimination documented by OCR and in the medical literature

reinforces the ‘compelling need to ensure that the health care profession reflects the ever
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increas"i'ng diversity of the population. I commend the efforts of the Association of
American Medical Colleges to ensure the enroliment of 3000 minority students in
medical schools by the year 2000. Similar programs are needed throughout the health

sciences.

Clearly, discrimination is‘one of the factors, along with the economic gap and the
empathy gap, for our health care divide. Eliminating discn'rﬁinatory barriers to health
care for minorities is not only a legal requirement, it is a moral imperative. I call on our
schools, health care professionals, and Americans everywhere to work together to make

equality in health care a civil rights issue in the coming years.

. Ensure that every American lives in environmentally safe and healthy

communities.

In 1997-98, a group of residents in Convent, Louisiana, were engaged in just
about the biggest fight of their lives. A multinational corporation was threatening to
‘build a $700 million plastics manufacturing plant next to the small, mostly black, low-
income community. The factory would produce polyvinyl-chloride (PVC), a plastic resin -
used in tubing, piping, and a variety of other products. But the factory would also
release 3.6 million gallons of wastewater each day and six hundred thousand pounds of

toxic emissions annually into the Mississippi River.?? Citizens of Convent were already
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living uhder adverse environmental conditions. Many of them kept their doors and
windows closed to avoid the area’s air pollution. Even so, asthma and other respiratory
problems were common. The residents feared that the plant would add to these air
pollution woes. The town already had seven manufacturing facilities.and there were
seventeen in the county.® This coﬁcentrat_idn of industry, plus the array of hazardous-
waste incinerators, oil refineries, and landfills that lined this stretch of land betweén
Baton Rouge and New Orleans had earned this area the nickname “Cancer Alley” due to

the unusually high levels of certain health problemé. 34

The company had already received permits from the Louisiana Department of
Environmental Quality, and state agencies were unmoved by the community’s concerns,
so the residents turned to the protections of Federal civil rights and environmental laws.
With the help of the law clinic at Tulane University, they went to court and to the federal
Environmental Protection Agency. On behalf of “St. James Citizens for Jobs and the
Environment” and other local groups, Tulane ﬁled petitions under the Clean Air Aét to
revoke the plant’s permits. They also filed a complaint with EPA under Title VI of the
Civil Rights Act of 1964, claiming that the community was being subjected to

discrimination in the process of siting the factory.

The civil rights and environmental issues were complex and divisive. The PVC

plant did threaten new emissions, but was far cleaner than any of the numerous plants
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already'operating in the immediate area. In its review, EPA had to consider not only the
impact of the new plant, but the historical burden of toxic emissions from facilities that
had been permitted over decades. And opinion in Convent was split, because the plant
meant 255 new jobs and additional benefits for a community where 40 percent of the
residents lived below the poverty line** and unemploymeﬁt hovered at 62 percent.’® With
these stakes, many residents and even the local chapter of the NAACP embraced the

PVC project.’

Before these issues could be resolved, however, the company announced that it
was shifting the proposed location of its plant to elsewhere in Louisiana and were
scaling down the scope of the facility,?® so that by late 1998, it appeared that the plant

opponents had won their battle.

Why should we care about this story? The battle in Convent typifies the
challenges fabing too many communities of color across the country as they conﬁ'ont
decades of neglect and systematic exclusion from the government decisions that together

-have left their communities blighted and their health threatened. It illustrates the false
and dangerous choicg that is all too often given the powerless: take joblessness, or take
an unfair environmental burden. Stories like Convent’s are a warning to us that unless

we lift the toxic burden that these communities have borne unjustly and for too long, the
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battle lines will be drawn again and again in other communities determined to overcome

this insidious legacy.

Th residents of Convent were engaged in a new civil rights struggle: the struggle
for “environmental justice.” For me, that term means ensuring that every citizen enjoys
equal protection not only under the nation’s civil rights laws but under its environmental
laws as well. In this sense, issues of environmental justice need to be understood as far

more than local siting disputes.

Communities of color have often been left out of environmental impact
decisions—decisions that affect their health and the health of their children. Even more
commonly, they have not been considered when funding, enforcement, research or other
priorities are set. Moreover, since regulators usually tackle problems on a piecemeal
basis, looking at impacts one smokestack at a time, the system often fails to look at the
cumulative toxic burdens imposed on communities where there are multiple sources of

pollution.

‘Underlying these disadvantages, too, has been the lingering assumption that it
is fair to ask poor and minority communities to subordinate their right to a clean and
healthy environment for the sake of needed jobs and investment. This is extortion. “You

want jobs? Then be our dump.” ’
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."We must not leave in place so debilitating an obstacle to equal opportunity. For
example, race and income remain all too reliable as indicators of children’s health, and
many of the most serious health threats are directly linked to environmental quality.
Asthma, which is a major cause of school absences among children, provides perhaps
the most compelling example. | A 1998 study by the Axneﬁcm Lung Association
reported that the incidence of childhood asthma is almost twice as high for blacks, and
three times as high for Puerto Ricans as for whites.*® We know that air quality, both

indoors and outdoors, is closely linked to the asthma attacks that keep children out of

school, and that minority communities are disproportionately exposed to unhealthy air.*
Our efforts to close the racial gap in educational achievement is made more difficult
because the environmental health gap produces ilinesses and absences that can drag

down achievement for some kids.

Lead boisoning provides another striking example. We know the devastating
effects of éhildhood lead poisoning on intellectual capacity and educational prospects.
Unfortunately, we also know that despite our overall success in reducing childhood lead
poisoning, minority communities continue to suffer far higher rates. Toxic burdens
similar to lead poisoning too often reméin invisible, so the damage they do to lives and

to opportunity is too little noticed. But we can see the illness gap, and we must act.
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Environmental degradation is a significant factor steering investment away from
many communities of color, and contributes to the flight from metropolitan areas that
isolates an underclass in many of our inner cities. Environmental conditions also affect
the incidence of crime. When police take stéps to stop polluters from using streets and
vacant lots of poor neighborhoods as dumping grounds for toxins, it helps stop the cycle
of collapse that feeds other crime in the community.*' I have pressed Congress to

- strengthen the.tools available to law enforcement in fighting the environmental crime

that plagues these communities.*

But there is more. Part of our challenge in the years ahead is to give communities
new tools to erase the legacy of toxic burdens they face. And no leader—federal, state,
local, civic or corporate—should be uncertain about what needs to be done. Reducing
the epidemic rates of asthma in communities of color must be a public health priority.
We also must accelerate cleanup of toxic waste sites and expand the community’s right
to know about toxic emissions in their ne'ighborhéods. And we need to provide new
resources for urban parks and open space in low-income and minority communities,

which too often lack these essential amenities of community life.

. e also need to develop better models for government, ensuring that
communities have a voice in the decisions that affect them. Early in

- my Administration, I asked the Federal government to take the lead in meeting this
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challeﬁge. I am proud to have signed an executive order titled, “Federal Actions to
Address Environmental Justice in Minority and Low-Income Populations.” This new
measure provides that “each Federal agency shall make achieving environmental justice
part of its mission by identifying and addressing, as appropriate, disproportionately high
and adverse human health or environmental effects of its programs, policies, and

activities on minority populations and low-income populations.” 4*

As a result of my Executive order, the federal agencies have broadened the way
they think about the impacts of major projects, collaborating in new ways with other
levels of government and with community groups. For almost 30 years, the federal
government has been required to assess the environmental impacts of its actions. The
National Environmental Policy Act called upon the government to stop and think about
what effect a federal project—a highway, or a dam, for example—might have on the
environment. The law required agencies to consider socioeconomic impacts as well, but
this mandate was never fully honored and disproportibnatc_imﬁacts .o.n low-income #nd
minority communities too often were ignored. Those impacts cannot be ignored any

‘longer.

What lessons does the battle in Convent teach us? First and foremost, it reminds
us that we can ignore issues of environmental justice only at the risk of racial conflict

and racial tension. It reminds us of the importance of Federal leadership in ensuring
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equal "protection under our civil rights and environmental laws. And it reminds us that
local people must have a place at the table when decisions affecting their environment
and their health are made. Many people concerned with the environment, land use,
development and public health may not have thought of themselves as civil rights

workers, but in a very real sense they must be.

Finally, Convent remiﬁds us that the cause of environmental justice is
inseparable from the cause of economic justice. The battle over the PVC plant was too
often presented in the press as a false choice between jobs and environmental protection.
But across the Nation, we have shown that we can have the strongest economy in the
world while insisting on the strictest environmental standards. We have shown that
environmental protection is an essential component of economic growth. This is true
across America. Communities will only attract the jobs and investment they need if they
are healthy placés to raise families, go to work, and go to school. The activists in
Conveﬁt remiﬁded us that, in America, no community should be forced into having fo

choose between their health and their jobs.
. Ensure an accurate Census, because every American counts

Because the accuracy of the U. S. census directly affects our nation’s ability to

ensure equal representation and equal access to important governmental resources for all
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~ Americans, [ regard a fair and A Sample of Programs

Affected by Census Figures
accurate census to be one of the most
HEALTH CARE. Head Start. Health Education
significant civil rights issues we face. and Training Centers. Nursing Student Loans.
Protection and Advocacy for Individuals with
Mental llness. EDUCATION: Goals 2000 --
State and Local Education Systematic

. Improvement Program. Safe and Drug Free
the census count at the core of our Schools. Technology Innovation Challenge
Grants. Title | Program for Neglected and
Delinquent Children. Special Education. Indian
Education. Education for Homeless Children
and Youth. Health Professions Student Loans.

Article I of the Constitution places

democratic system of governance.*

The first census was conducted in ENVIRONMENT. Wildlife Restoration. Air
Pollution Control Program Support. Water
1790, when Secretary of State Pollution Control. Hazardous Waste

Management State Program Support.
TRANSPORTATION. Capital Assistance
Program for Elderly Persons and Persons with
Disabilities. Airport Improvement Program.
President George Washington an Highway Planning and Construction. State and
Community Highway Safety. CHILDREN. Child
Welfare Services. Childcare for Families at Risk
of Welfare Dependency. Child Abuse and
Neglect. SENIORS. In Home Services for Frail

Thomas Jefferson reported to

official count of 3.9 million people.

This count included American Older Individuals. Programs for Prevention of
Elderly Abuse, Neglect, and Exploitation.
Indians who were not taxed and Nutrition Services. Independent Living Services

for Older Individuals Who Are Blind.
INDIVIDUALS WITH DISABILITIES. Disabled
Veterans Outreach Program. Block Grants for

: Community Mental Health Services. Supportive.
meaning slaves.* Asin 1790, we Housing for Persons with Disabilities. WOMEN.
Violence Against Women Formula Grant.
Maternal and Child Health Services Block
Grants. Rural Domestic Violence and Child
Victimization Enforcement Grant Program.

“three-fifths of all other persons,”

continue to undercount racial

‘minorities — by about /2 million in RURAL COMMUNITIES. Appalachian Local
_ Access Roads. Rural Telephone Banks. Rural
the census of 1990. : Electrification Loans and Loan Guarantee. Rural

Self-Help Housing Technical Assistance. Rural
Domestic Violence and Child Victimization
Enforcement Grant Program.

An accurate census is critical

to all Americans as it is the basis for virtually all demographic information used by
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policy -makers, businesses, and community leaders. Census data directly affects
decisions made on all matters of national and local importance, including the -
development of education, employment, veterans’ serQices, public health care, rural
development, environment, transportation, and housing programs, as well as the
distribution of hundreds of billions of dollars in critical seﬁices. Last year alone, the
federal government distributed over 180 billion dollars in federal aid based on census

data.

In addition to the funding of critical services, census data also forms the basis on
which congressional seats are reapportioned and legislative districts are drawn.
Inaccurate data thus has far-reaching consequences for political representation by

decreasing the influence of those persons who are less frequently counted.

In 1990, the differential undercount, including the undercount of racial and ethnic
minority groups, was the highest ever since the Census Bureau began conducting post-
census evaluations in 1940. In fact, the total miscount was over 12 million people,* the
-equivalent of not counting the entire population of Ohio, Michigan, or most of Illinois.
The undercount of minorities was even worse than the national average; the 1990 count
missed 4.4 percent of African Americans, 5 percent of Hispanics, 2.3 percent of Asian
Americans and Pacific Islanders, and over 12 percent of Native Americans living on

reservations. This means that the undercount rate for African Americahs was six times
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greatef; the rate for Hispanics seven times greater, and the rate for American Indians
more than seventeen times greater, than that for whites.*’ Children were also badly
miscounted. While children under the age of 18 represented 26 percent of the total
national population that year, they accounted for 52 percent of those missed. As a result
of this inaccuracy, many individuals were denied an equal voice in their government, or

denied their fair share of government resources.

Why were people of color disproportionately undercounted? Experts at the
Census Bureau and from panels convened by the National Academy of Sciences found
that residents of census tracts with high undercounts shared a number of characteristics:
high mobility, lénguage barriers, high level of unmarried residents, nontraditional
housing arrangements, neighborhoods that are not trustful to oﬁtsiders, and a lack of
trust in the confidentiality of the census.*® These characteristics are commonly found in
communities of color. Because we kriow what the obstacles are to achieving an accurate

count, we can address them. We can make every person count.

First, let’s take advantage of our scientific knowledge. In order to prevent future
undercounts, Congress passed and I signed the Decennial Census Improvement Act.‘19
This Act authorized the Census Bureau to work with the National Academy of Sciences
to determine the best way to count our population.®® The panel of experts convened by

the Academy unanimously recommended the use of scientific sampling as part of
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Census 2000.>' In fact, they concluded that traditional methods alone would not reduce
the undercount: “It is fruitless to continue trying to count every last person with
traditional Census methods of physical enumeration.” The nation’s leading statistical
associations, including the American Statistical Association and the American

Sociological Association, have also endorsed the use of sampling.

There has been much confusion about the legality of sampling as a counting
method due to a misreading of the Supreme Court’s decision in Department of
Commerce v. United States House of Representatives. The Supreme Court ruled that
sampling is prohibited only for apportionment purposes. Thus, we will improve upon
our traditional direct counting methods to apportion the 435 Congressional seats among
the 50 states. The Court, howeve.r, made it clear that the 1976 amendments to the
Census Act “changed a provision that permitted the use of sampling for purposes other
than apportionment into one that required that sampling be used for such purposes if
‘feasible.”* If the Secretary of Commerce deems it so, we must use statistical samﬁling
to adjust the census data for use in redistricting and distributing funds. Secretary of
.Commerce Richard Daley has already determined that statistical sampling is necessary,
desirable, and feasible. Thus, we must take advantage of modern scientific methods to

make sure that every person in America counts.
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In addition to the use of statistical sampling, we can improve our education and
outreach. First, we will communicate with every home three times: to alert residents that
census forms will be arriving soon, to deliver census forms, and then, to remind all
households to return the census form. We know, however, that less than two-thirds of
all households are likely to mail back their forms. That is >why we are sending
approximately 250,000 temporary census takers to go door to door to follow-up with
households that have not responded to the mailing. Also, for the first time in history, the
Census Bureau Will sponsor a national advertising campaign urging' all Americans to
participate in the censﬁs. We will target some of these ads to hard-fo-count
communities. Finally, as Karen Narasaki, Executive Director of the National Asian
Pacific American Legal Consortium, poin.ted out in her testimony before the U.S.
Commission on Civil Rights, we must recognize the growth of immigrant communities
and provide language assistance. We will distribute census forms in a variety of
languagés as well as provide a toll-free number staffed with muiti-lingual operators to

assist people with their forms.

Our most important concern for Census 2000 should be accuracy, not politics.
Let’s use our scientific advantage to make sure that we count each and every American,
and improve our education and outreach efforts. Because our federal resources, voice in
government, and economic life are based on a fair and accurate census, let’s not repeat

another undercount. The accuracy of Census 2000 and each decennial census after it

(II1.4)-60



Part III, Opportunity: Section 4, Civil Rights Enforcement March 24,1999

will be an important indicator of our willingness to protect the civil rights of all

Americans.

E. PREVENT LAW VIOLATIONS BY REDUCING RACIAL TENSIONS

AND PROMOTING RECONCILIATION

Finally, I want to talk about what the fedéral government is doing—and what
other levels of government can join in doing—to help communities and neighborhoods
ease racial tensions. In 1959, Senate Majority Leader Lyndon Johnson first introduced
the idea of establishing a federal agency to assist communities in restoring and
maintaining racial peace: “It could be one of the longest and most far reaching steps
toward an ultimate solution of the civil rights issue that could be taken,” he said. Five
years later, President Lyndon Johnson signed into law thé Civil Rights Act of 1964,
which included in it the authority fo create the Community Relations Service (CRS).**
The bill was a rejoinder to the disappearance of Mickey Schwemner, Andrew Goodman,
and James Chaney in the little Delta town of Philadelphia two weeks earlier, and a cry
against the 80 beatings, 35 shootings, 35 church burnings, and 30 burnings which took

place in Mississippi in the summer of 1964.% It reflects our nation’s willingness to use
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