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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: Launching Healthy People 2010 

Complete one form per person • Copy this blank page for additional registrants 

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 • Non-profit: $200/day • Full registration: $125 
• For-profit: $750 • For-profit: $850 • For-profit: $300/day Q Daily registration: $50/day 

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

• Student letter from administrative department attached. 

Method of Payment 
• Enclosed is a check made payable to: Infinity Conference Group, Inc. Escrow Account 
• 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 • MC • VISA • 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. 
• Category I 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. 
• Category I 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. 

• AAPA accepts AMA Category I CME credit for the PRA from organizations accredited by ACCME. 
• Contact Hours from the Maryland Nurses Association which is accredited by the American Nurses' Credentialing Center's 

Commission on Accreditation. 
• 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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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 Credirs 
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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/partnershipsorcall 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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the 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.qov 
- Via satellite (for specifications, check 

http://www.health.qov/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 Init iat ives 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.aov/DartnershiDs/ for the latest on the broadcast 
schedule, downlink information, and continuing education credits. 



HHS 
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 Surgeon 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 -



- 2 -

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 Partnerships 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. 

### 

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: http://www.hhs.gov/news/press/. 



HEALTHY PEOPLE 2010 
Healthy People in Healthy Communities 

What is Heal thy People 2010? 
Heallhy People 2010 is tlie prevention agenda for the Nation. It is a statement of national health 
obieclives. designed to identify the most significant preventable threats to health and to establish 
national goals lo reduce these threats. Healthy People 2010 offers a simple but powerful idea: 
provide the objectives in a format that enables diverse groups to combine their efforts and work 
as a team. It is 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 Heal thy 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 
a series of regional and national meetings and an interactive Web site more than 1 1,000 public 
comments on the draft objectives were received. Public comments are posted at 
w w w. h e a 11 h. uo v/h e a 11 h vpc o p I e 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 Heal th Objectives 
Nearly all States, the District of Columbia, and Guam have developed their own Healthy People 
plans. Most States have built 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. 
Many States, working with community coalitions, are now developing their own versions of 
Healthy People 2010. The Healthy People 2010 Toolkit, which provides examples of State and 
national experiences in setting and using objectives, is available on the Web. 

Using Heal thy 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 Preventive Health and Health Services Block Grant. Healthy People objectives 



have also been used in performance measurement activities, for example, the National 
Committee on Quality Assurance incorporated many Healthy People targets into its Health Plan 
Employer Data and Information Set (HEDIS) 3.0, a set of standardized measures for health care 
purchasers and consumers to use in assessing performance of managed care organizations 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 activities as well as community-based 
initiatives. Schools, colleges, and civic and faith-based organizations can undertake activities to 
funher the health of all members of their community. Health care providers can encourage then-
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 lor 
community health improvement and can monitor results over time. 

H E A L T H Y P E O P L E 2010 

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

FOCUS AREAS 

Access to QitaliTy Health Services 
Arthritis, Osteoporosis, and Chronic 

Back Conclilions 
Cancer 
Chronic Kidney Disease 
Diabetes 
Disabiliry and Secondary Conditions 
Educational and Community-Based Programs 
Environmental Heallh 
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 Heallh and Mental Disorders 
Nutrition and Overweight 
Occupational Safen* and Health 
Oral Health 
Physical Activity and Fitness 
Public Health Infrastructure 
R e sp i rat ory Dis e a s e s 
Sexually Transmitted Diseases 
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. 

Healthy People 2010 
http://www.healtli.gov/healthvpeople 

Office of Disease Prevention and Health Promotion 
hllp://odphp.osophs.dhhs.gov 

Office of Disease Prevcnlion and Heallh Promouon. Room TTiSG. Huben Humphrey Building. 
200 Independence Avenue. SW. Washmyion. DC 20201. (202) 205-8583 
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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 lh 

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 S 
independence for older adults. In 1980, another report, Promoting Health/Preventing g 
Disease: Objectives for the Nation, outlined 226 targeted health objectives for the nation ^ 
to achieve over the next 10 years. 3̂ 

o 
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 21 st Century. Q 

The Way Healthy People 2010 Goals and Objectives Were Developed p 
W 

Healthy People 2010 represents the ideas and expertise of a diverse range of individuals i> 
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 J>. 
in late 1998. 2 

> 
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/healthvpeople. © 

Copy to IQ Solutions 12/16/99 2 
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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. 

W 
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 O 
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. M 
That is why the theme for Healthy People 2010 is "Healthy People in Healthy g 
Communities." 

> 

o 
2! 

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 H 
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. j ^ j 
Alcohol, tobacco, and illicit drug us& 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. (Jt 

o 
o 
o 
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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 gfl 
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. Q 

W 
© 

Everyone Can Help Achieve the Healthy People 2010 Objectives ^ 
o 

Addressing these challenges is a shared responsibility that requires the active 21 
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 (/j 
Promotion in the U.S. Department of Health and Human Services, representatives of all W 
these diverse groups - including the American public - shared their experience, expertise, Q 
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, £3 
language, religious beliefs, disability, sexual orientation, geographic location, or 
occupation, Healthy People 2010 is designed to be a valuable resource in determining y» 
how you can participate most effectively in improving the nation's health. Perhaps you »s> 
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 g 
about the Healthy People 2010 Initiative, go to http://www.health.gov/healthypeople, or Qd 
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: 

• Goals; 
• Objectives; 
• Determinants of health; and 
• 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 5* 
provide a general focus and direction. The goals, in tum, should serve as a guide for §3 
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 Q 
policies and interventions used to promote health, prevent disease, and ensure access to W 
quality health care. The ultimate measure of success in any health improvement effort is © 
the health status of the target population. ^ 

o 
Healthy People 2010 is built upon this health improvement model. The next section of 21 
this document will highlight how this model can be put into action, using Healthy People g 
2010 as an example. 

Healthy People 2010 Goals C/3 
W 

Goal 1: Increase quality and years of healthy life Q 

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

d 
Life expectancy is the average number of years people bom in a given year are expected >• 
to live based on a set of age-specific death rates. At the beginning of the 20th 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 y i 
birth is nearly 77 years. K> o o o 
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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 g 
that support a life containing these elements. Health-related quality of life reflects a fcd 
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 Q 
tools, however, have been developed to measure health-related quality of life. So-called W 
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. 

o 
2 

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 c/j 
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 Q 
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. y 
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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 £0 

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 Q 
ethnicity, education or income, disability, living in rural localities, or sexual orientation. H 
The next section of this document highlights ways in which health disparities can occur © 
among various demographic groups in American society. hrj 

o 
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 2 
exploration. Some health differences are obviously gender-specific, such as cervical and 
prostate cancers. Others are less obvious, but may have biological causes. W 

Overall, men have a life expectancy that is six years less than women and have higher W 
death rates for each of the 10 leading causes of death. For example, men are two times Q 
more likely than women to die from unintentional injuries and four times more likely than !25 
women to die from firearm-related injuries. Although overall death rates for women may CM 
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 J>-
likely than men to be affected by major depression. ^ 

to 
Race and ethnicity. Current information about the biologic and genetic characteristics of y i 
African Americans, Hispanics, American Indians, Alaska Natives, Asians, Native K> 
Hawaiians, and Pacific Islanders does not explain the health disparities experienced by o 
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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 
is 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. g 

W 
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 Q 
Indians and Alaska Natives also have disproportionately high death rates from W 
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 y\ 
population group, and health disparities for some specific groups are quite marked. g 
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. iy3 

W 
Income and Education. Inequalities in income and education underlie many health Q 
disparities in the United States. In general, population groups that suffer the worst health 5* 
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 2 
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 Xj 
health-promoting behaviors. 

Income inequality in the United States has increased over the last three decades. There s> 
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 5* 
people 25-64 years of age in the United States, the overall death rate for those with less 60 
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 Q 
12 years of education when compared to those with an education of 13 or more years. Q 

W 
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 2 
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 f 1 

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. 

o 

o 
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. y 
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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 health 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 g 
empowering individuals to make informed health care decisions and promoting 53 
community-wide safety, education, and access to care. ^ 

Healthy People 2010 is firmly dedicated to the principle that - regardless of age, gender, Q 
race, ethnicity, income, education, geographic location, disability, and sexual orientation W 
- 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. O 

Objectives 

The nation's progress in achieving the two goals of Healthy People 2010 will be ^5 
monitored through over 450 objectives in 28 focus areas (see Figure 7). Many objectives W 
focus on interventions designed to reduce or eliminate illness, disability, and premature Q 
death among individuals and communities. Others focus on broader issues, such as 55 
improving access to quality health care, strengthening public health services, and CH 
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 
Tobacco 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. In 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 
bom), 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 frj 
enforcement, the workplace, places of worship, and schools. Housing, public £ 
transportation, and the presence or absence of violence in the community are among other W 
components of the social environment. While social environments of individuals and ^ 
communities are unique because of cultural customs, language, and personal, religious, or Q 
spiritual beliefs, the social environment also has a profound effect on individual health, as O 
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 H 
exposed to toxic substances, irritants, infectious agents, and physical hazards in homes, ^ 
schools, and worksheets - the physical environment may also promote good health, such j>. 
as providing places for people to exercise and play, or ensuring that streets and sidewalks ^ 
are in good repair. 

o 
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 C 
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, bj 
housing, labor, recreation, and other venues - or through places of worship, community-
based organizations, civic groups, and businesses. O 
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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. g 

W 
Health Status > 

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

Health status refers to any number of descriptors pertaining to the health of an individual, 2 
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 £5 
examinations, or by telephone surveys. 

> 
There are numerous measures of health status available at the national, State, and local w 
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 y 
the United States and worldwide and topped the leading causes of death. A century later, ^ 
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with the control of many infectious 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 th 

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 14th 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. W 
The Leading Health Indicators can serve as a link to the other objectives in Healthy N£ 
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 O 
the importance of health promotion and disease prevention and will encourage their O 
participation in improving health in the next decade. By tracking and communicating Q 
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 Q 
health of all people living in the United States. Most of the Leading Health Indicators 0̂ 
already have data available at the state level; plans are underway to develop local data 
sources for these indicators over the next decade. S 
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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 9th-12th 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. 
• Increases lean muscle and helps in decreasing body fat. 
• 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. 
• 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 W 
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 W 
chronic, disabling conditions to perform activities of daily living. M 

5 o 
Populations With Low Rates of Physical Activity W 

Women are less active than men at all ages 
People with lower incomes and less education are typically not as physically 2 
active as those with higher incomes and education. ^ 
African Americans and Hispanics are generally less physically active than whites. M 
Adults in northeastern and southern States tend to be less active than adults in W 
north central and western States. ^ 
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. ^ 

'Z 
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. 2? 

For more information on Healthy People 2010 objectives or to obtain additional 
infonnation 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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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 95'h 

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/M2 or higher are considered obese. Body mass index is 
weight in kilograms divided by height in meters squared (Weight in kilograms/ height in 
meters2 .̂ Adults with a BMI of 25 Kg/M 2 or higher are considered overweight. An ^ 
estimated 107 million adults in the United States are overweight or obese. ^ 

W 
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. Q 

W 
O 
>n 
O 
50 

r 
w 
>. 

Graph for children, adolescents, and adults cc 
O 
3 

> 

O 

Copy to IQ Solutions 12/16/99 21 



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, S 
environmental, physiological, and genetic factors. For example, a healthy diet and regular M 
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 2 
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 O 
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, W 
and low in fat, saturated fat and cholesterol. ^ 

W 
Nutritional Challenges ^ 
While much progress has been made in making nutrition information 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 kjj 
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. 3 w 
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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 i> 
leveled off in the 1990s. § 

> 

Populations with High Rates of Smoking 5 
Adolescents. Adolescent rates of cigarette smoking have increased in the 1990s among Q 
white, African American and Hispanic high school students after several years of (rj 
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 O 
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. 2 

r 
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 W 
only somewhat higher rates of smoking than women within the total U.S. population. Q 
Low income adults are about twice as likely to smoke than high-income adults. The 55 
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. CH 

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 y» 
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. 
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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. 

o 
Alcohol is the drug most frequently used by adolescents aged 12-17 years. In 1997,21 Q 
percent of adolescents aged 12-17 years reported drinking alcohol in the past month. Use W 
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 g 
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 W 
fluctuations, but has remained relatively stable from 1994 to 1997. Use of alcohol in the Q 
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 , y« 
prescription drugs, and other "street" drugs. The younger a person becomes a habitual w 
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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. Illicit 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 g 
correctly and consistently, can help prevent both unintended pregnancy and sexually 50 
transmitted diseases. ^ 

In 1997, 85 percent of adolescents abstained from sexual intercourse or used condoms if Q 
they were sexually active. In the same year, 23 percent of sexually active adults used W 
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. 
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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 fcd 
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 Q 
rates of STDs than whites. W 

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 m 
and therapies, are $155,000 or more per person. ^ 

o 
About half of all new HIV infections in the United States are among people under age 25, 25 
and the majority are infected through sexual behaviors. HIV infection is the leading t-< 
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. i^" 

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 y 
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. 
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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. ^ 

cd 
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 Q 
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. O 

70 
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 W 
educational and income levels. ^ 

W 
Adults and the elderly have the highest rates of depression. Major depression affects Q 
approximately twice as many women as men. Women who are poor, on welfare, less 2 
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 J>-
problems such as hip fracture or heart disease are diagnosed with depression. 5» 

For more information on Healthy People 2010 objectives or to obtain additional y» 
information on mental health, go to www.health.gov on the World Wide Web or call 1- bJ 
800-336-4797. O 
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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. 
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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 g 
involved alcohol; 60 percent of the time it was the driver of the child's car who was fcd 
impaired. ^ 

o 
The highest intoxication rates in fatal crashes in 1995 were recorded for drivers aged 21 Q 
to 24 years. Young drivers who have been arrested for driving while impaired are more W 
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 O 
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. Q 

Males are most often the victims and the perpetrators of homicides. African Americans CH 
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. g 
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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 fcj 
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 Q 
continued improvements in air quality, approximately 107 million people lived in areas W 
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 5 
in 1996 compared to whites, African Americans, and American Indians or Alaska 
Natives. 

o 
50 

Tobacco smoke. Exposure to environmental tobacco smoke, or secondhand smoke, ^ 
among nonsmokers is widespread. Home and workplace environments are major sources j ^ j 
of exposure. It is estimated that 15 million children were exposed to secondhand smoke c/j 
in their homes in 1996. Environmental tobacco smoke causes heart disease and is W 
responsible for an estimated 3,000 deaths from lung cancer in nonsmoking adults and Q 
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 jjO 
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 th 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 tfl 
Health Indicator are presented below. These are only indicators and do not represent all ^ 
the immunization and infectious diseases objectives in Healthy People 2010. ^ 
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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 110,000 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 bom 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. 2 

o 
Trends in Immunizations W 
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, O 
the highest level ever reported. 

50 

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 W 
of children from higher income households. Among children who are not from low ^ 
income households, the percent of white children who had received recommended W 
immunizations was slightly higher than that of African American and Hispanic children. Q 

5! 
Both influenza and pneumococcal vaccine rates are significantly lower in African CH 
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, 3 
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 y i 
recommendations from health care providers. bJ 
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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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HP2010 logo 

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. 
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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 g 
insurance problems. 

> 
Adolescents aged 18 to 24 years were the most likely to lack a usual source of ongoing 5 
primary care. Only 76 percent of individuals below the poverty level and 74 percent of Q 
Hispanics had a usual source of ongoing primary care. frj 

© 
Barriers to Access to Quality Health Care 
Financial, structural, and personal barriers can limit access to health care. Financial O 
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 W 
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 W 
confidentiality or discrimination. Q 

For more information on Healthy People 2010 objectives or to obtain additional d 
information on access to quality health care, please go to www.health.gov on the World ^ 
Wide Web or call 1 -800-336-4797. g 
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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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Unfortunacely, Che major i ty of per­
io. mance-based bonus programs arc of-

ed only to one segment of the Amer-
ic ip workforce: those employees who 
:iri-- salaried and therefore •'exempt" 
i mm many of the strictures of the Fair 
1 .fibor Standards Act The other 70-plus 
mi l l ion Americans who get pmd by the 
l>t,ur sre precluded from fu l ly part ic l -
Im Uns >n these prafjrams. ^ h y is this? 
il" performance oonuses work so wel l , 
why aren't they ofrercd to more hourly 
wnne workers? 

I he answer is chat the GI ycur-old 
i "I SA requires that when Such bunuses 
.irii provided to hourly workers, the 
employer must then re-calculate each 
r.piployoe's ' regular rate"' of pay, 
which in turn requires a recalculation 
of worker's overtime pay. This process 
i.f recalculating employee overt ime can 
< cnsiime substantial administrat ive 
i Ime, often for very l i t t l e In the way of 
idditional overtime pay. Dnc huryian 

i u iaurccs director testif ied before Con-
l.r.jss that It took four people 160 hours 
0 calculate the bonuses for 235 em-

idoyecs. 
This requirement can be par t icu lar ly 

Uirdensome for many of the nation's 
onlllons of small businesses that may 
..ot have computer hardware and soft-
wure that cart run these typos af cal-
rulaFlons. For employers who must t r y 
. o do uhuso calcwlatloos by hand, I t can 
lie such a hoadache that the employer 
vi)) either drop the bonus program al-
. Dger.her or slrnply Ignore the law. both 
of which arc obviously undesirable out-
. C i l H l i i i . 

Thu Dorms Incentive Act I am intro-
ik.clnp today wi l l alleviate this unnec-
I'siary and counterproductive requirc-
-i.-'ni, and allow al l employees to par-

. I. ipauc equally In galnsharlng pro-
lirams. In ficc, by extending these pro-
il.r.ims to hourly wage employees who, 
or. average, make less than their sala-
rind counterparts, this bi l l could be a 
•iitnificant shot-in-the-arm to chetr 
iake home pay. The Employee Policy 
1 'i.undation reports that a madian wagu 
LI S. worker could earn between an ad-
• Ih ional SI7.Q00 and SZB.OOO over a 20-
>cgr period by part ic ipat ing In a per-
lai mancc-based bonus plan 

Why would anyone oppose this b i l l . 
Mr. ProsldBnt'i' I t Is good for employers 
,u'id employees al ike. I t means less pa­
perwork iind more pay. less bureauc-
i a:y and more product iv i ty, 

Some have raised the concern t l ia t 
umployers may somehow attempt to 
ili-.guise regular hourly pay as 
llBlnsharing bonuses. While i t would 
i aKe a very ambitious employer to 
m ike such a schemu profitable, par-
i Ii ularly considering the impact such 
I'onduct would have on employee mo-
lale, there are protiictlons In the hi l l 
iinnlnst such a possibil ity. 

l-'lrsc. the employer must provide all 
i niplnyoiis, In wr i t lna. a detailed dc-
.'.c.-|ptlon of what the requirements and 
hcneflts of the galnsharing plan w i l l be. 
Tl.e actual formula by which the bonus 
• i to be calculated must also be 
:.pj|led-Qut. There can be no doubt 

about what the employee would ba re­
quired to do and what ho or she would 
stand gain. 

Second, the employer Is absolutely 
prohibited f rom using a performance-
based bonus to In any way replace the 
hourly wage pay the employee would 
otherwise have received- In fact, the 
bi l l requires that the plan be ' estab­
lished and malniainod in good fai th for 
the purpose of d is t r ibut ing to employ­
ees addit ional remuneration over and 
above the wages and salaries chat are 
not dependent upon the existence of 
such p lan." I f an employer should vio­
late this and, for example, but workers 
pay and substi tute that for bonus pay, 
that employer would be sutiject to the 
same c iv i l and even cr iminal sanctions 
as he would for any vio lat ion of t h i 
Fair Labor Standards Act , which Is 
vteorously enforced by the U.S. Depart­
ment of Labor's Wage and Hour Div i ­
sion. 

But the t ru th Is. Mr President, that 
there Is very l i t t le reason for employ­
ers today to abuse this provision, and 
every reason in the world to use It for 
the betterment of employees and to the 
long-term success of the company, I f 
the tremendous economic revolut ion 
and growth we have witnessed In the 
last two ducadwi has taught us any­
th ing, I t is tha t wealth is not a zero-
sum game. Our economy continues to 
outstr ip chat of the rest of thc world 
not because we have more natural re­
sources: other countries have more o i l , 
gold, t imber, and other resources than 
we. I t is because the productive capac­
i ty , ingenuity, and entrepreneurship of 
the American people is allowod to 
f lourish under our system. 

Outdated laws such as this must be 
revised I f we are to continue to enjoy 
the growing f ru i ts of our labor. The 
Bonus Incentive Act w i l l help accom­
plish this goal, and I urge my col-
Jeaguas to support and pass i t . 

By Mr. KENNEDY (for himself. 
Mr. A K A K A . Mr. INDUYE. Mrs. 
LINCOLN, and Mr. WeuuSTONE): 

S. 188Q. A bi l l to amend the Public 
Health Service Act to improve the 
health of minor i ty individuals; to the 
Committee on Health, Education, 
Labor, and Pensions. 

HEALTH CAR£ r--A]RNF„SS ACT OK 1300 
Mr. KENNEDY, Mr. President, over 

thc past few decades, we have made ex­
traordinary advances as a nation In 
science and medicine. Unfortunately, 
those advances are not benefi t t ing all 
of our c l t l iens equally. M inor i t y com­
munit ies suffer disproportionately 
from many severu health problems-

We know that poverty, lack of health 
insurance, and other barriers to care 
continue to undermine the health of 
minor i t ies. Clearly we need to do more, 
to give al l Americans the fair chance 
for a healthy future that they deserve. 

The Adminis t rat ion has taken impor­
tant steps to address this challenge. 
Last year, the President announced the 
In i t ia t ive to El iminate Racial and Eth­
nic Disparities In Healrh, This in i t ia­

t ive, led by the Department of Health 
and Human Services, has jduntifled 
several areas where new commitments, 
new Ideas, and new resources are nec­
essary. The goal Is to eliminate dis­
parities in tho areas of cardiovascular 
dtseiisc. cancer screening and manage­
ment, diabetes. Infant morta l i ty , HIV/ 
AIDS, and Immuniiat lons by 2D1D. This 
ambitious goal cannot be met without 
a major effort to Improve research on 
the health of minorit ies and develop 
the steps needed to reduce these dis­
parit ies. 

Today. Senators AKAKA, INOUYE. L I N ­
COLN, WELLSTONE, and I are Intro­
ducing the Health Care Faimuss Act of 
1999. to secure the commitment and re­
sources needed in each of these areas to 
ensure that minorit ies have a fair 
chance for Improved health. 

Minor i ty populations suffer dis­
proport ionately from cflrdtovascular 
dtsease. They have a greater risk of de 
vejoplng high blood pressure, und nrc 
less l ike ly to receive tri iatment to 
manage the condition after It develops, 
As a result, Afr ican Americans aro 4(1 
percent more l ike ly to die from coro­
nary heart disease than whites. 

A Georgetown University study pub­
lished In the New England Journal of 
Medicine last February found that bias 
In the decisions made by doctors is a 
factor in the treatment that African 
Americans receive when they suffer 
f rom heart disease. These findings are 
based on an experiment where physi­
cians volunteered tu view a video of ac­
tors posing as patients wi th significant 
symptoms of heart disease, The physi­
cians were asked to prescribe further 
Interventions for each "pat ient , " all of 
whom had Identical medical histories, 
Insurance coverage, and occupations. 
While fll percent of the white males, 
white females, and African American 
males In the study were referred for 
cardiac catheterization, a more effec­
t ive but more expensive diagnostic pro­
cedure, only 79 percent of the African 
American females In the study were re­
ferred for this test 

A study published In the Now Eng­
land Journal of Medicine last month 
found s imi lar disparities In the treat 
ment of lung cancer. Patients whose 
tumors are discovered early are often 
able to bo cured wi th surgery. This 
study found that Afr ican American pa­
t ients w i t h tumors small enough to be 
surgical ly removed were treated sur­
gical ly in only 6* percent of cases, com­
pared wi th 77 percent of white patients 
treated surgically, As a result, African 
Americans have only a Zfi percent 
chance of surviving lung cancer, com­
pared w i th a 31 percent survival rate 
for whites. 

Other types of cancer also str ike ra­
cial and ethnic minorit ies In dlspropor 
t ionutu numbers. Vietnamese Amer­
ican women are five times more l ikely 
than white women to contract cervical 
canciir, Hispanic women are twice as 
l i ke ly to contract cervical cancer. Na­
t ive Hawaiian men arc 13 percent more 
l ike ly to contact lung cancer, Alaskan 
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Tlfcrlve women ore 72 percent more l ike­
ly to contract colon cancer and rectal 
t j i icer. when compared w i t h whites. In 
{,;|.j|tlon. African Amoricans and His­
panic Americans arc more l i ke ly to bo 
cilngnosed wi th cancer once the disease 
I .Hi reached an advanced stage. For Af-
i it an Americans, the result ;> 35 per-
< .int hlfihor death rate. 

i he inst i tu te of Medicine, issued a 
mport last February conchidlng chat 
Inderal efforts to research cancer In 
minor i ty communities are insuff icient, 
"i hu report recommended an increase in 
nj.'.Qurces and the development of a 
tua teg lc plan to coo id ina u: th is re-
sij.irch. The results of this study con-
Mr m that while NIH has been ex-
nvmoly successful In producing med-
Icul breakthroughs that improve 
l iealth care, those breakthroughs do 
UOL always reach into racial and ethnic 
t ommunities. 

The same t r o u b l i n g d i f f u rences are 
tm md w i th HIV/AIDS. The powerful 
ne^v drugs tha t have dramat ical ly de-
i rviised AIDS deaths and prevented or 
iiaiayod progression from HIV to AIDS 
Im so many citizens are not reaching 
minor i t ies in proport ion to thei r need-
Uficlal and Qtrmic minor i t ies make up 
i.pproximately 25 percent of thc tota l 
lopulatlon, but these groups account 
in over half of all AIDS cases. The dis-

|iai-lty Is UVQH greater for Afr ican 
American and Hispanic women, who ac-
i ount for nearly BD percent of the AIDS 
t a ius reported among women. 

In spite of recent bipart isan efforts 
io increase access to health care for al l 
i hildrun, racial and ethnic disparities 
i xist among young Americans as well . 
M inor i t y children are less l i ke ly to re-
(a ve proscription medications, and 
ih.^y havu lower Immunizat ion rates 
ih.in white children. Inadequate health 
tare places a barrier in the path of 
healthy development for minor i t y chl l-
(lr.:n. and that is an unfair dlsadvan-
i ,j|>e. 

The Health Care Fairness Act of 1HB0 
i.d'Jresses those racial and ethnic 
hehlth disparities In many ways. I t 
< ontains sections on research, data col-
Ini t ion, medical oducatjon, and out-
iiinch, Each ofthi^se aspects has an im-
f ortant role to play In the reduction 
i-nd eventual e l iminat ion of these un-
E c.:eprablo h e a l t h d i s p a r i t i e s . 

Ti t le I establishes a Center for Re-
siiiireh on Minor i ty Health at the Na-
t lc nal Inst i tutes of Health. The Center 
w i l l ovursee the development of an 
NlH-wldo strategic plan for minor i ty 
ha.ilth research. This step w i l l enable 
thosa concemod wi th the advancement 
cf research on minor i t y health, both 
in.1.Ide and outside NIH, to moni tor the 
f.rngress of NIH In th is area. The Cen-
i>!i w i l l award Centers of Excellence 
fi-imts to inst i tut ions across the coun­
t r y that serve under-represented popu-
Tn Ions. These funds wi l l be used to 
cunduct research Into the nature, 
c noses, and remedjos for health 
cili.parties, to t ra in minor i t ies to be­
come blomadical research profes­
sionals, to improvii the Infrastructure 

For conducting biomedical research on 
health disparties. and to provide long-
term stabi l i ty to these biomedical re­
search programs. 

Changing att i tudes about race and 
ethnic backgrounds are an ongoing 
chaUenge for aU sectors of our society, 
Thu Georgetown study does not con­
clude thar. most doctors are racist, No 
such assumptions are drawn f rom Its 
results. What Is shown is that health 
care providers, l ike al l members of our 
society, enter their profession w i th 
perceptions and biases related co race. 
Many Industries have confronted racial 
sensit iv i ty issues in thei r t ra in ing pro­
grams, This study shows tha t such 
t ra in ing must also be a part of modical 
education, for both new students and 
experienced practi t ioners al ike, 

To help health care providers im­
prove tholr ab i l i ty to work w i th pa­
tients of dlffaront backgraunds. we 
must also develop educational tech­
niques tha t are efTective In Improving 
this aspect of health care delivery, 
T i t le I I of the Health Care Finance Ac t 
establishes demonstration prcjects to 
develop effective educational tech­
niques such as courses tha t focus on rts-
ducing racial and ethnic dispartles in 
health care. 

The close connection between race 
and poverty In this country has had a 
signif icant negative Impact on the ac­
cess of minor i ty communit ies to qual­
i ty health care. Reducing racial and 
ethnic health dlspartlus wi l l require a 
better understanding of issues beyond 
effective treatments and other ques­
tions of basic science, Barriers ro care, 
loor qual i ty health services, and the 
ack of useful outcome measures are 

al l part of this complex problem. T i t l e 
I I I of our bi l l strengthens the federal 
commitment to these social science as­
pects of health dispartles- I t directs the 
Agency for Health Care Pol icy and Re­
search to conduct and support rosoarch 
in these areas, to promote effective 
interventions in minor i t y commu­
nities, and to develop outcome meas­
ures to assess and improve health earn 
for minor i ty populations. 

Measuring our progress In reducing 
these racial and ethnic dispartles w i l l 
also require reliable and complete data 
on mln ior l ty health. I n order to pro­
vide reliable informat ion on the health 
status of m inor i t y communit ies, T i t l e 
IV of our b i l l directs the Nat ional 
Academy of Sciences to conduct a 
study of the data col lection and repon-
Ing systems at the Department of 
Health and Human Services tha t in ­
clude race and ethnic i ty . 

This study w i l l evuluace the effec­
tiveness of data col lection at HHS and 
recommend improvements for ensuring 
that rojiablo and complete in format ion 
on racial and ethnic health dispartles 
is available, 

The estimated COST, nf rhese provi­
sions for fiscal year 21)0(1 totals Just 
under S350 mi l l ion . The estimated cost 
In subsequent years is approximately 
MGU ml l l lo tv This is a small price when 
compared to the damage tha t racial 

and ethnic health dispartles are caus­
ing In so many communit ies. We a l l 
know that In the long run better health 
is always less expensive than sickness 
and hospital ization. 

We know that many other structural , 
personal, find historical factors con­
t r ibute to racial and ethnic dispartles 
In health care. Our legislation asks 
tha t we make the el iminat ion of these 
dispartles a higher pr ior i ty , I t asks 
tha t we do all we cen to develop the 
knowlodgo necessary to do better. The 
result w|]] be a fairer chance for the 
healthy future tha t a l l Americans de­
serve, and I look forward to early ac­
t ion by Congress on this needed legisla­
t ion . 

Ml'. President, I ask unanimous con­
sent that the ful l text of the bi l l and 
the accompanyins letters and state­
ment of support be printed In the 
RECORD. 

There being no objection, the mate­
r ia l was ordered to be printed In the 
RtCOitD, as follows: 

S. I nun 
Be U enaclticl Ity rim Senwe m d House of Jlep-

meniuUvts of ihe Uniied States of America in 
Congress assomfc/od, 
SUCTION I- SHORT TITLE; TA.BLE OF CONTENTS. 

(a) SHORT T I T L E . — This Act mfiy be deed an 
the "Healch Care Fairness Act of 1998" 

(Ii) T A H L B OF COIMTENTS.—Tho [ab|a of con-
t a r i u of this Act lli as Tol low:;: 
SL-C. I, Shnri: t i t le ; table of contonts. 
Sec. i . Findings. 
T I T L E I - lMPJ iOVINC MINORITY HEALTH 

THROUGH THE NATIONAL INSTITUTES 
OF HEALTH 

Sec. 101. Research en minor i ty health, 
•'PAIVr J—RESEARCH ON MINORITY HEALTH 

" S L C . m A . Escahllshmenc of Cencer. 
"Sec. 4B0B. Advisory Council. 
"Soc, ilODC, Comprohenilvi: plan and 

buclnet, 
"Soc, 4B9D. Center fundlnfj. 
"Soc. 4D0E. Centers of excellence for rc-

seurch on health disparities and 
t ra ln lng-

"Sec. (ODF. Lean repaymont program for 
blamndlcal rese&rch, 

"Soc. 4B9G. Addit ional nulhorme.i. 
"Soc. 490H. General provisions reyardlng 

the Center. 
T I T L E Ji—MEDICAL EDUCATION 

Sec. 201. C ran Lb fur l icakh care education 
curr icula dovclopment. 

Sec. 202. National Canforoncc an Continuing 
Health Prufessional EducaUon 
and DlsparJiy In Honlth Out­
comes. 

Sec. 203. Advisory CumrnlLtee. 
Sec. 2Qi|. Cul tura l compntency clearing­

house, 
T I T L E I I I—MINORITY HEALTH RE­

SEARCH BY THE AGENCY FOR HEALTH 
CARE POLICY AND RESEARCH. 

See, 301, M ino r i t y heplth research by the 
Agency for Health Care Policy 
und RDsoiirch. 

T I T L E IV—DATA COLLECTION RELATING 
TO RACE OR ETHNICITY 

Sec, 401. Study and report by Nntional Acnd-
omy of Scloncos. 

TITLE V-PUBLJC AWARENESS 
Sec. 501. Public awareness. 
SEC I, FINDINGS. 

Coiwctis rnakss tho rollowin|> findings: 
(1) The United States, ranks below most Itv 

dustrlalizod nations In hcnllli status as 
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in^asurcd by Iqnoevlcy. sickness, and mnr-
i.allry. 

(2) The United SiaLcs rank* 24lh arDQiie ln-
diistrlalizod nations in infant mor l f t l l t y . 

Oi) This poor rank In health status is at-
i.ritiutad in large measure to the lower heal lh 
M ifua of Amorlca'ii minor i ty populations. 

(•I) Many minor i ty groups sufTer dispropur-
i.|.inatD|y from Cftncar. Dispnrit ivs r ^ i i l In 
In ah mor ta l i t y and incidence rate*. For ri>en 
iind women COmlitoed, A/ i lcan Americans 
linvc a cancer death rate about 3b percent 
hi filler (h4n lhat for wvltjiev Parsl le l lng tho 
il< ach rate, the incidence race for lung cancer 
ir. Afr ican American men is about SO percent 
iiiEfior than whice men Native Itf twii i ian 
ir.en elso have nlevnted rates of lune cancer 
i:i.mparod w i th whkc men. Alaskan Native 
'r.rn und women suller from li igher ra te i of 
i:i.iicers qf ihe colon and rectum than do 
wnltes. Vietnamese women in thc Uni ied 
.'^ycea have a cervical cancer incidence race 
mora than 5 times greater than white 
wumen. Hlspunlc women n l * ) iuf fer elevated 
nices of cervical cancer. 

(51 infunt death races nmonu Afr icen Amer­
ican. Native Americans and Alasksn Natives, 
.ilirj Hispanics were well above the national 
m erage. The grefltpst dispari ty exists for Af-
I'l^tm Americans. The overall Native Amer­
ican rata does not reflect the diversi ty 
unong I ml] nn communities, uome of which 
ll.ivo Infant mor ta l i ty races approaching 
twice the niit iunal rate. 

(iil Sudden Infant death syndrome (ruforrcd 
IK. In this section tn* "S IPS ' ) nt rounts for 
.||.|irojtlmatD]y ID percent of a l l Infant deaths 
in cha f irst year o f l l f e - M inor i t y populations 
.li K at greater risk for SID5, In addit ion to 
i:he greater risks among Afr ican Americans, 
ul>^ rates aro 3 to 4 times as high for some 
N.itjve American wnd Alaskan Native popu-

(7) CardlPvascuKir disease is the leading 
i:i,use of death for a]I racial and ethnic 
ijioups, MfiJor disparities exist among popu-
b t l o n groups, w i th a dlsproportlonata bur-
I|I n of death and cllsahll i iy f rom card I o-
vi.Ntular disoase In minor i t y and low-incomo 
pupulaclons. Strtike Js the only leBclinj} cause 
oi death for which mor ta l i t y Is higher for 
.Vilan-Amerlcan males than for white males. 

(8) Raelnl and ethnic minor i t ies have hiph-
(ti rates of hyiierienslon, tend to develop Ry-
pi rtensjan at an earlier age. and are loss 
Hitely to undergo IreAtment to control the i r 
hi|jh blood pressure. 

(fl) Diabetes, the seventh leading cause of 
i|i nth In the United States. Is a serious puh-
l i . : health problem affecting ruclal and eth-
nu: communities. Tlia prevalence of diabetes 
ir, African Amoricanu Is approximalely 71) 
in r tent higher than whites and tne preva-
lunce in Hispanics is nearly double tha t of 
.vhitei. Tho prevalence race of diahocos 
i l inoni Native Americans and Alaskan Na­
tives is more than twice that for the to ta l 
iH.pulatlon and at least I t r ibe, the Plrnas of 
A. Izona, have the highest knnwn prevalence 
ul diabetes of any population in the world. 

(10) Tha human Immunodeficiency virus 
(r.iforred to in this section as " H I V " ) , which 
iif'uSfcs acquired immune deficiency syn-
' j 'ome (referred to In this section as 
" /UDS") , results in disproportionate suf-
I'oi'lnfl In minor i ty populations. M inor i t y per-
!.*.ns ropre&ent 25 porccnt of tho to ta l United 
Si aces population, but SI percent of all cases 
ul AIDS, 

(11) More than 75 percent of AIDS cases re­
in.read aniung women and children occur In 
minority women and chllclriin. 

(12) Nearly 2 of 5 (38 percent) Hispiinle 
suiults, 1 of 1 (24 pcrtcnt) Afr ican American 
miults. and 1 of 'I (24 percent) Aslan-Amer-
Ic.in adults are unJiisured. compared w i t h I 
ul 7 (14 percent) white adults. 

(p) Elderly minor i t ies experience dispari­
ties in access to card and health status, In 
part bapause medicare covers only half the 
l iealth care expenses of older Americans. 

(14) Two of 5 Hlspnnic and 2 of 5 Afr ican 
Americans age 65 and older rate their health 
status as fair or poor. cQmpaced w i th less 
IfMn I of 4 (23 percent) white Americans 115 
and over. 

(15) Nearly 2 of 5 (30 percent) Afr ican 
American adults and almost half (4fi pftrcenc) 
a( Hispanic adults report tha t they do not 
have a regular doctor, comporod w i th I (if 4 
(20 percent) of whi te tidulta. 

(ifi) Minor i ty Americans 65 and older are 
less l ike ly to have a regular doctur or 10 sec 
a specialist 

(17) Ninety purcunt of minor i t y physicians 
pruducetl liy Hl.uorJtal ly Blatfk Medical Col-
leges llvo and serve In minor i t y commu-
nlt los. 

(IH) Almost half (45 percent) of Hispanic 
adults. 2 of 5 (41 porcunt) Asian-American 
adults, mid more than I of 3 (35 percent) Af r i ­
can American adults report d l f f l cu i ly paying 
for medical care, cuinparetl w i th 1 Qf 4 (2G 
percent) white adults. 

(19) Despite suffurinft disproportionate 
rates of illness, death, and disabi l i ty , n i lnur l -
tluH have not been f i rnpnrj lonately rep­
resented In many cl in ical research tr l f i ls, ex­
cept In studies of behavlm-Hl r isk factors as­
sociated w i th negative scorootypus. 

(20) Cul tura l ly sensitive approaches to re­
soarch are needed to encourage minor i t y par-
UclpatJon in research studies. 

(21) There IS a national need for m inor i t y 
scientists in the f ield of olopiodical, c l in ical , 
and hualth services research. 

(22) In 1000. only 3-3 percent of al l United 
States modical school faculties were undur-
rcpreaented minorUy persons. 

(23) Only I percent of fu l l professors were 
imclerrepresented minor i t y persons In lOQO. 

(24) Tho proport ion of undorroprosontod 
mlnorlLleS In high academic ranks. Such as 
professors and associated professors, de­
creased from 104(1 to 199(1. 

(25) Afr ican Amoricans w i th Identical com­
plaints of chest pain are less l ike ly than 
white Americans to bo roforrod by physlclnns 
for sophisticated cardiac tests. 

(2G) Cultural competency t ra in ing In med­
ical schools and residency t ra in ing programs 
has the potont iol to reduce disparities in 
health care and health outcomes, 

(27) More detailed data on health dispari­
ties Is needed i n— 

(A) evaluate the Impact that race and eth­
n ic i ty have un hualth status, access to care, 
i ind qual i ty of care; and 

(B) enforce exist ing protections for equal 
Htteas to care. 
TITLE I-IMPROVINC MINORITV HEALTH 

TIIROUCH THE NATIONAL INSTITUTES 
OF HEALTH 

SCC. 101. RESEARCH ON MINORITY HEALTH. 
Ti t le IV of tho Public Health Service Act 

(42 U.S.C. 291 et seq.) Is amended Uy adding 
at the end (he fol lowing: 

"PART J—RESEARCH ON MINORITY 
HEALTH 

"SEC «0l»A. ESTABLISHMENT OF CENTKtl. 
' (a) IN GENERAL—There Is established 

w i th in the National Inst i tutes of Health an 
organization to bo known as the Center for 
Research on M ino r i t y Health and Health Dis­
parities (refurred to In this pan as the 'Cen­
ter ' ) . Tho Conter shall be headed by * d i rec 
l.or. who shall be appointed by the Secretary 
and Shall report to tho Director of the Na-
tlonftl Inst i tutes o fHeu l th . 

"(W T A S K FORCE.—The Director of the Cen­
ter Shall chair a trans-NIH mak force chat Is 
CDrnposad of Ins t i tu te Directors, NIH senior 
stafr. and representatives of other public 

health agencies, tha t w i l l establish a tonv 
pl-ehenslva plnn And budget est! mat os under 
section IflQC for m inor i t y heallh chat should 
be conducted or supported by the national 
research inst i tutes, and shall recommend an 
agnndu for conducting and supporting such 
research, 

"(c) DuTlKS.-
•-[!) INTERAGENCY COORUINATION OF MINOR­

ITY HEALTH RESEARCH.-Wllh respect to mi ­
nor i ty hoalth, the Director of tho Center 
shall faci l i tate thc establishment of. unci 
provide administrat ive support to, the task 
force referred to In subsection (b) to plan, co­
ordinate, and evaluate all research con-
ductort nt or funded by NIH. 

'(2) MlNDniTl' HEALTH Kt̂ SIZAkCI I INFORMA-
T10N SYSTEM —Tlie Director of the Crnttrr 
shall establish a minor i t y healch research In­
formation system In ardor tq truck mlnor-
i ty-rolated research, t ra in ing, and construc­
t ion. The system shall capturu for ciich ml-
nnrl iy-related research, t ra in ing, or con­
struct ion project yoar-end data. 

"(3) CONSULTATIONS.—The Director of the 
Cantor shall carry out this part (Including 
developing and revising the plan required in 
suction 4BBC) in corisulcatlon wi th the Advi­
sory Council ostobllshcd under section 49913, 
the heads of che agencies of tho National In­
st i tutes uf Hecilth, and the advisory councils 
of such agencies. 

"(4) ConROlNATION.— The Director of the 
Cantor shall net as the pr imary Federal of f i ­
cial w i t h rosponsibl l i ty for monitor ing all 
m inor i t y health research conducted or sup­
ported by tho Notlannl Institute!) nf Henll.li, 
and— 

"(A) shall serve to represent tha National 
Inst i tutes of Honlth minor i ty health re­
search progriim at all relevant Executive 
branch task forces, commlttocs and planning 
act iv i t ies; and 

' (B) shall maintain communlcatJons wi th 
al l relevant Public Health Service agencies 
and w i th various other departments of the 
Federal Covornmunt, to ensure the t imely 
transmission of infonnat ion concerning ad­
vances in minor i ty health research between 
these various agencies for dlssomlnatlon to 
alToctcd communities and health care pro­
viders. 

"(d) INNOVATIVE GRANTS.— 
" ( I ) IN GENERAL —Tho Director of the Con-

tor, In consultat ion w i th the Advisory Coun­
c i l , shall identi fy areas of insufricient mmor-
K y health research at tho Inst i tutes and 
Centers, und shall provide funds to the Inst i ­
tutes and Centers for tho awarding of pour-
revlewetl gnints for Innovative projects that 
address high pr ior i ty arooi of minor i t y 
heal lh research that are not adequately ad­
dressed by other Inst i tutes or Centers. 

•'(2) tXCIifTIONAI. CIRCUMSTANCES.— 
"(A) IN GENERAL—If the Director of the 

Center determines that the Inst i tutes or 
Centers are unwi l l ing ur unable to award a 
grant under paragraph (1) for the conduct of 
a research project Identif ied under such 
paragraph, the Director. In consultation 
w i th the Advisory Council, shall award 1 or 
more peer reviewed grants to support such 
resoarch prqject. 

"(B) LIMITATION—The total amount of 
grants awarded under subparagraph (Al for a 
fiscal year shall not exceed an amount equal 
to 10 percent of tho total f inal budget for tho 
minor i t y h ta l th disparities comprehenslvu 
plan for tho National Inst i tutes of Health for 
the fiscal year, or II3Q.Q0D.DU0, whichever Is 
tyretiter. 

'(3) ADMINISTRATION OF RESEARCH PRO­
POSALS,— 

"(A) RGyufcSTS.—The Director of tho Cen­
ter may issue requests for research proposals 
In areas Idem I fled under paragraph (2) (A). 

"(H) DELEGATION-—The Dlroctor of tho 
Center may delegate reSpOnslMllly for the 
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l i iv icw end managcmunt aT research pre-
|iO <«ls under Lhls suWecvion to another 
rcmuca or Center, or to the Center Tor Sci-
i ni IflC Kuvlow. 

' (C) F I N A U APPROVAL.—The Director of tho 
i .enter may Issge a f inal approval of resenrch 
.mards under paragraph (ll so long as such 
.ipjjroval ia provided w i th in 30 days of the 
ilu i.e on which the award ts approved hy an 
.il . t l tute or Center. 

(e) DUFINITIONS.-In Ihik part: 
ID MINORITY HEALTH CONDITIONS—Tho 

oim 'minor i ty health conditions , w i l h re-
.'.p.'d: to Individuals who are members of ra-
i l i . l . ethnic, and indigenous (including Na-
i Americans, Alaskan Natives, and Native 
lli.waiians) minor i t y groupi, means all rtis-
r a t l i s n r d e r s , and conditions [ including 
ivkh respect rn mcnl.iil health)— 

' (A) unique to, more serious, or more prev-
. i l rnt In such Individuals; 

(B) for which the frtciors ol modical r isk 
IM' types of medical Intervent ion are dlf-
imunt for such Indlvirluals: or 

' (C) which have been found io result in 
ha i l th disparities but for which inauff iclent 
i i-.earch hns hcon conducted 

' (2) MINORITY HUALTH RfiSF^RCH —The 
i^ in i m i n o r i t y health rosoarch' means basic 
iind cl inical research on minor i t y heal lh con-
ilUlnns. including research on preventing 
i u.:h conditions. 
- si c. tmh. ADVISORY C O U N C I L 

' (u) I N CCNERAL.—Tl ie Secretary shall es-
i.ihllsh an advisory council (referred to in 
I his part as the Advisory Council ' ) , puniunnL 
10 the Federal Advisory Committee Act . for 
in.; purpase of providinR advice to the Direc-
i i i i of the Center on carrylne out th is part. 

"(W COMPOSITION.—The Advisory Council 
: n.ill he composed of not less than IS. and not 
ini.ro than 24 Individuals who are not of f i -
io,s or employoos of the Federal Covern-
im nt, to bo appointed by the Secretary. A 
ni i i jar l ty of the members of the Advisory 
Council shall be Individuals w i l h dom-
nn.trated oxpertlso regarding minor i t y 
lio.ilth Issues- Tho Advisory Council shall Jn-
iintlfc roprosontatlves of communit ies Im-
l>i'-tcd by racial and ethnic health dlsparl-
l i ta . The Director of the Center shall serve 
lis the chairperson of tho Advisory Council. 
' -il C, IIMIC. COMPRBMENSlVK PLAN ANl> BUDGET. 

' (a) IN GfiNERAL.—Subject to th is section 
..n.i othor applicable law, ihe Dirccter of tho 
('o.iior (In consultation w i th the Advisory 
Council) and the members of the Task Force 
ditahllshod under section 49flA, in carry ing 
f.ui section 48QA, shall— 

(I) establish a comprehensive plan and 
l u.lgut for the conduct and support of a l l mi ­
nor i ty health research ac t l v i t i e i of the agen-
t ie£ of the National Inst i tutes of Health 
M i l c h plan shall be f i rs t established under 
ih is subsoctlon not later than 12 months 
i fi w the dato of tho enactment of M t part ) , 
which budget shall be submitted to tho Soc-
i m ary, phe Plroctor of the Office of Manage-
i.itnr and Budget and Connress and Included 
l.i ihe annual budget Just i f icat ion for the Na­
tional inst i tutes of Health; 

' (2) ensure that the plan and budget estub-
lishej, pr ior i t ies, consistent w i t h sound med-
I sJl and scientif ic Judgment, among the ml-
i m Ity hoalth research oci tv l t tos vhat nuch 
sgi ncles are authorized to carry out : 

' (3) ensure tha t the plan and budget cstab-
M l ies objectives rogerdinfl such act iv| ties, 
Uiijcrlbos the means for achieving the objec-
l iv.;s, and doslgnauts the date by which the 
olij i icilvos are expoctod to be achieved; 

' (•!) ensure that all amounts appropriated 
f ir such act iv i t ies aro expended In accord-
iiiii e w i th the plan anil budflot: 

' (5) review the plan and budget not loss 
l ' I . I l l annually, and coordinate revisions to 
tut plan as appropriate: and 

"(fi) ensure that che plan and budget serve 
as a broad, binding statement of policies ro-
gardlng minor i t y health research act iv i t ies 
of the agencies, but does not remove the re­
sponsibi l i ty of the heads of the agencies for 
the approval af specific programs or prq ject i . 
grant rnanaBeroeni, or for other details of 
the dally administration of such activities, 
in accordance wl r l i thu plan and budget. 

'(b) CERTAIN COMPONENTS—With rusjject 
to minor i t y health resenrch act iv i t ies of the 
agencies of the National Inst i tutes of Hoalth, 
the plan and budget shall— 

" ( | ) provido for basic research; 
(2) provide for cl inical rosuurch; 

" 0 ) provide for research tha t Is conducted 
by tho ngunclt.-r,; 

"(4) provide for research t ha i is supported 
by the agoncles; 

•'(5) provide for proposals developed pursu­
ant to sulicll.ailOFi.i by the agencies and for 
proposals developed independently of such 
saliclmHons; and 

"(0) provide for prevention research, behav-
lorul research and social sclcnrcs research. 

"(c) APPROVAL.—The plan and budget es-
(.allllsl'ied under this section are subject to 
the approval of thc Director of the Con tor 
and the Director of i lu; Nailnnal Inst i tutes 
of Health. 

"(d) BUDGET ITEMS FOR MINORITY 
HEALTH.—In cho Budget of the United States 
that js submitted to Congress by the Presi­
dent, the Prosldent shal l , With respect to 
each Inst i tu te or agency of the National In­
st i tutes of Hoalth, Incjuile a separate l ine 
I tem account for the amount that each such 
Ins t l ime or agency requests for m inor i t y 
hoalth act ivi t ies. 
"SBC, CENTER FUNDING, 

"For tho purpose of carrying out admlnls-
irai.lve functions relmod to minor i t y heulth 
rosoarch act iv i l ies under the plan under sec­
t ions 48ilA. IflOB. and 499C. there are author­
ized to be appropriated 51(10,000,000 for fiscal 
year 201)0, and Such sums as may bo necessary 
for each of fiscal yeart 2D0I through 2004-
"SEC. <I0DE, CENTERS OP EXCELLENCE FOR RE­

SEARCH ON HUALTH r>!SPA.RlTIP_S 
INP TRAINING. 

"(a) IN GENERAL,—Tho Secretary, act ing 
through tho Director of the National Inst i ­
tutes of Health, shall make grants to, and 
enter Into contracts w i th , designated l)io-
ntodlcal research inst i tut ions described In 
suhsaction (c), and other public and non­
profi t health or educational ont l t ics, for tho 
purpose of assisting the Inst i tut ions In sup­
port ing programs of excellence In biomedical 
resL-nrch education for under-represented mi ­
nor i ty Individuals. 

"(b) KEQUIRGD USE OF FUNDS — 
"(1) IN GENERAL.—The SecreUiry may not 

make a graj i t under subsoctlon (a) unless tho 
designated biomedical research ins t i tu t ion 
Involved egreirt, autyect to subsection 
(c)(1)(B), to expend the grant— 

"(A) to conduct minor i t y heal th research 
and rosoarch Into t l ie nature of health dis­
parit ies that affect racial, ethnic, and Indlg-
enous minori t ies, the causes of such disparl-
tjos, and remedies for such disparit ies; 

"(B) to t ra in minori t ies as professionals In 
thc area of biomedical research; 

"(C) to expand, remodel, renovate, or alter 
existing research faci l i t ies or construct row 
reiearch faci l i t ies for the purpose of con­
ducting biomedical research related ta 
health disparities: or 

"(D) to establish or Increase an endowment 
fund In accordance w i th paragraph (2). 

"(2) ENDOWMENT FUNPS.-
(A) IN GENERAL-Except as provided in 

subparagraph (B). an ins t i tu t ion t l ia t meets 
thc roquiromonts of subparagraph (B) may 
uEllUe not to exceed 35 percent of the 
amounts received under a grant under sub­

section (a) co establish or increase an endow-
mont fund ac the Inst i tu t ion. Amounts used 
under this subparagraph ahull be dedicated 
exclusively to the Support of biomedical re­
search and the associated costs of such re­
search. 

"(B] REQUIREMENTS.—To be eligible co use 
funds as provided for under Subparagraph 
(A), an Ins t l tu i iu i i slmll not have a endow­
ment fund that |s worth in evcess of an 
amount equal to 50 percent of tho national 
average of al l endowment funds at all insti­
tut ions that are of thc same biomudlcal re­
search discipline. 

"(e) CENTERS OF EXCELLENCE.— 
' ' ( I ) GENERAL CONDITIONS —The condllitins 

Spetlflfsd In this paragraph aro lhat a des-
ignatod biomedical research Inst i tut ion— 

"(A) has a signif icant number of under-rep­
resented minor i t y indivJdunJS enrolled in the 
Inst i tu t ion. Including Individuals accepted 
for enrol lment In the ins t i tu t ion: 

"(B) has been effective in assisting under-
ruprcKenrei'l m inor i t y students " f die Institu­
t ion to complete tho prosram of oducation 
and receive the (kgreii Involved; 

(C) has boon orfBctlvo in rocrviltlng under-
represenied minor i t y Individuals to enrpll in 
and graduate from tho Inst i tut ion. Including 
providing scholarships and other financial 
assistance to such Individuals and encour­
aging undor-roproscntod minor i ty students 
from all levels of the educational pipeline to 
pursue biomedical rosoarch careers; and 

"(D) has made signif icant recruitment of-
forts to Incroaso the number of under-rep-
resented m ino r i t y Individuals serving in fac­
u l t y or administrat ive positions at the Insti­
tu t ion , 

"(2) CONSORTIUM.—Any designated Ulo-
medlnal research inscl iuri fm Involved may, 
w i t h othor biomedical Institutions (des­
ignated or otherwise) fonn a consortium tn 
carry out the purposos descrlbotl In sub­
section (b) at the Inst i tut ions of the consor­
t i um . 

"(3) APPLICATION OK CunT-RIA TO OTHER 
PROGRAMS.—In the case of any cr i ter ia estab­
lished by the Secretary for purposos of detor-
mln lng whether Inst i tut ions meet the condi­
tions described In paragraph (I), this section 
may not, w i th respect to racial, ethnic, and 
Indigenous minor i t ies, be construed to au­
thorize, require, or prohibit the use of such 
cr i ter ia in any program other than the pro­
gram ostahllshod In this soctlon, 

"(d) DURATION OF GRANT-—The period dur­
ing which payments are made under a gmnt 
under subsection (a) may not exceed 5 years. 
Such payments shall he suliJccl tn annual ap­
proval by tl ie Secretary und to the avail­
abi l i t y of appropriations for the fiscal year 
Involved to make the payments. 

"(e) PlvTlNrnoNS.—In this section; 
"(1) MINORITY.—The term 'minor i ty ' means 

an indiv idual from a racial or ethnic group 
tha t Is under-represented In health research. 

"(2) PROGRAM OP EXCELLENCE.—The term 
'program of axcallence' means any program 
Ciirrlod Out by a designated biomedical re­
search ins t i t u t i on w i th a grant made under 
subsection (a). If tho program Is for purposes 
for which the Inst i tut ion Involved is author­
ized In subsection (b) or (c) to expend the 
grant. 

" ( 0 FUNDING.— 
"(1) AUTTIORJZATION OF APPROPRIATIONS,— 

For the purpose of rnnklng grants under sub­
section tu), there are authorized co be appro­
priated such sums as may be necessary for 
eneh of the fiscal years 2000 through 2004. 

"(2) No LIMITATION,—Nothing in this sub­
section shal l lie construed as l im i t i ng the 
centers qf excellence referred to in this suc­
t ion tu the designated amount, or to pre­
clude such enti t les f rom competing for other 
grants under this section, 

"(3) MAINTENANCE OF EFFORT — 
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(A) IN C R N G R A I . . — W i t h r e s p u c i m a c u v l -
' |i ii f a r w h i c h a g r u n t MlBiJc unde r t h i s p a r t 
i l 1 . : B u t h o r l i e d t o lie expended , t h e Secr=Lf i ry 
n iy n o t malce such | j r a i « t e a c e n t e r o f ex­

ce l lence f a r a n y f i sca l y e a r un less t h e center ' 
lE' cos to m a i n t a i n e x p e n d i t u r e s o f pinn-Fed-

• n" i l a m i i u n t s fo r such a c t i v i t i e s a t a leve l 
h i t i t n o t less t h a n t h c leve l o f Such ex-

. i t i l d l t i i i es m a i n t a i n e d by t h e c e n t e r f o r the 
U tcn l y e a r p r e r p d M B the f i s ca l y e a r fu r 
" h i r l i t he i n s t i t u t i o n rece ives Such a g r a n t . 

(El USE QP |-'|=|3i:r<AL FUKDS — W i t h respect 
•0 u n y Fe t le r i i l a m o u n t s r ece i ved by a c e n t e r 
i f excn l l cnce and a v a i l a b l e fn r r n r r y l n f l o u t 
i c t l v l t l c s fo r w h i c h a g r a n t u n d e r t h i s p a r t 
is Mut lmr lz i i f l t o be expended , t h o S e c r e t a r y 
,n i y n o t m a k e such a g r a n t t o t l i e c e n t e r f o r 
i f . y f i sca l y e a r un less t h e e e n t o r agrees t h a t 
i h o c o n t o r w i l l , be fo re e x p e n d i n g t i n ; g r a n t , 
upend t h i : Federa l a m o u n t s o b t a i n e d f r o m 

iDurcos o t h e r t h a n t h c g r a m . 

'SHC. 4DDK. LOAN RbPAYMCNT PROCRAM FOR 
PIOMEPICAL RtSEAKCH, 

(a) I N G E N E R A L . - T h e Secre ta i -y . a c t i n g 
i h r o u g h t h e D i r e c t o r o f thc N u t i o i i i i l I n s t i -
l u i e s o f H e a l t h , sha l l e s t a b l i s h a p r o g r a m o f 
or co r ing I n t o c o n t r o r t s w i t h q u n l i f i e d h e a l t h 
l i ro fess lona ls under w h i c h s u c h h e a l t h p ro -
re .s lonals agree t o engage I n m i n o r i t y h e a l t h 
i c e a r c h o r rosca rch I n t n t h e n a t u r e o f 
In a l t h d i s p a r i t i e s t h a t a f f e c t r a c i a l , e t h n i c , 
ir.rl i nd i gunous p o p u l a t i o n s . Jn c o n s i d e r a t i o n 

cif t h e Fede ra l G o v o r n m e n t a g r e e i n g t o 
f t p a y , f o r each y e a r o f s u c h s e r v i c e , n o t 
in i re t h a n 135,00(1 o l t he p r i n c i p a l m id I n t e r -
tist q r t he e d u c a t i o n a l l oans o f such h e a l t h 
fw " f ess i nna l s . 

(b) SERVICE PROVISIONS — T h e p r n v i i j n n s 
ul sec t ions 33flB. 331SC, and 338E s h a l l , e x c e p t 
i i i I n c o n s i s t e n t w i t h s u b s e c t i o n (a), a p p l y 10 
i l.f p r u g r a m es tab l i shed In such s u b s e c t i o n 
(oi t o t he same e x t e n t and i n t h e same m a n -
m r ns such p n i v l s l n n s a p p l y t o t h e N a t i o n a l 
H ' ra l th S e r v i c e Corps L o a n R e p a y m e n t P r o -
g i a m es tab l i shed i n s u b p a r t I t ) o f p a r t D o f 
u i - ie m . 

(c) AVA ILAB IL I IT OF APPROPRIATIONS.— 
/Vmot in ts a v a i l a b l e fo r c a r r y i n g o u r t h i s sec-
11.in s h a l l r e m a i n a v a i l a b l e u n t i l t h e o x p l r o -
i I m o f t he second f i s ca l y e a r h e g i n n i n g a f t e r 
t he f isca l y e a r fo r w h i c h che a m o u n t s were 
n l . idc a v a i l a b l e . 

'(d) HpALTH D I S P A R I T I E S . — I n c a r r y i n g o u t 
11 .Is s u c t i o n , the S e c r e t a r y s h a l l l a k e Steps 
L l i f f l c l e n t t o ensure t h e a c t i v e p a r t i c i p a t i o n 
nl a p p r o p r i a t e l y q u a l i f i e d m i n o r i t y h e a t h 
p i o fess l ona l s , i n c l u d i n g e x t e n s i v e o u t r e a c h 
iii>r| r e c r u i t m e n t e f f o r t s . I n c o m p l y i n g w i t h 
I.Ms s u b s e c t i o n , t h r S e c r e t a r y sha l l w a i v e 
i:he r e q u i r e m e n t t h a t t h c r e c i p i e n t s n f l o a n 
r i pBymenr fiSslstanre ag ree t o engage In m i ­
ni . r i t y h e a l t h research o r resea rch i n t o t he 
n, i tu ro o f h e a l t h d i s p a r i t i e s cha t a f f e c t r;i 
r l i i l , e t h n i c and ind iRenous p o p u l a t i o n s . 

(e) AUTHORIZATION O f APPROHKJATIONS.— 
F.ir t h e purpose o f c a r r y i n g o u t t h i s s e c t i o n . 
i l .nrc a re a u t h o r i z e d to be a p p r o p r i a t e d such 

•iinns as m a y be necessary f o r each o f t he f i s -
IIL.1 yea rs aQOO t h r o u g h 2001. 
SKC. 4D0C. ADDITIONAL AUTHORITIES. 

(a) I N G E N E R A L . — I n ove rsee ing a n d Sup-
p n r t l n g m i n o r i t y h e a l t h r e s e a r c h , t h e D i r e c -
l t r o f t he Con te r— 

(1) s h a l l ass is t t h e D i r e c t o r o f che Na-
I I o n a l C e n t e r for Research R e i u u r t e s I n c a r -
i } I ng o u t s e c t i o n 1B1 (c)(3) a n d i n c o m m i t t i n g 
• i sources f o r c o n s t r u c t i o n e t I n s t i t u t i o n s o f 
ILmerglng Excellence: 

(2) ^ l l a l l assist In t he a d m i n i s t r a t i o n o f 
MCLlnn -1920 w i t h respec t t o t h e i n c l u s i o n o f 
' numbers o f i i i l n o r l t y g r o u p s as su t i j ec t s i n 
clinical research; and 

(3) sub jec r t o spcr. lon - IOSOIKZ) and w i t h o u t 
r t g a r d t o sec t i on 3324 o f t i t l e 31 . U n i t e d 
Si ates Code, and s e c t i o n 3700 o l t he Rev ised 
i j ' a c u t o s (41 U.S.C. 5), m a y e n t e r I n t o s u c h 
c n t r i l c t s and c o e p o r o t i v o a g r e e m e n t s w i t h 

a n y p u b l i c agency , o r w i t h a n y pe rson , f l r r n , 
a s s o c i a t i o n , c o r p o r a t i o n , or e d u c a t i o n a l In ­
s t i t u t i o n , as m a y be necessary t o exped i t e 
and c o o r d l n a t o m i n o r i t y h e a l t h resea rch , 

" (b ) REPORT TO CONGRESS AND TUP SEC-
RLTARY.— T h o D l r e c l t i r o f t h e C o n t e r sha l l 
each f i sca l y e a r p repare a n d s u b m i t t o the 
a p p r o p r i a t e c o m m l t t o e s o f Congress and t he 
S e c r e t a r y a r e p o r t — 

"(1) d e s c r i b i n g a n d e v a l u n L i n g t he progress 
made Jn such l l s c a l ye . i r In m i n o r i t y h e a l t h 
research c o n d u c t e d o r s u p p o r t e d by t h e I n -
s l U u t e s ; 

" (2) s u m m a r i z i n g and a n a l y z i n g e x p e n d i ­
t u r e s m. ide I n such f i s ca l y e a r f o r a c t i v i t i e s 
w i t h respect t o m i n o r i t y h e a l t h research 
c o n d u c t e d o r s u p p o r t e d by t h o N a t i o n a l I n ­
s t i t u t e s o f l i e u 1th: a n d 

" (3 ) c n n t a i n l n g such r e c o m m o n d a t i o n s as 
t h e D i r e c t o r cons ide rs up f i r op r l ace . 

"(C) PROJECTS FOR COOPERATION Ah40NC 
PUBLIC AND PRiVAT£ HEALTH E N T I T I E S . - I r i 
c a r r y i n g o u t s u b s o c t l o n (a), t h e D i r e c t o r o f 
the C o n t e r s h a l l e s t a b l i s h p r o j e c t s Lo pro ­
m o t e c o o p e r a t i o n a m o n g F e d e r a l agenc ies , 
S t p t o , l o c a l , and r e g i o n a l p u b l i c h e a l t h ngen-
c ies , and p r i v a t e u n t i t l e s . In m i n o r i t y h e a l t h 
research , 
"SEC, 4D0H. GENERAL PROVISIONS REGARDING 

T I IE CENTBR. 
" (a ) ADMINISTRATIVE SUPPORT FOR CEN­

TER,—The S o c r o t a r y . a c t i n g t h r o u g h t h e D i ­
r e c t o r o f t he N a t l o n u l I n s t i t u t e s o f H o a l t h , 
s h u l l p r o v i d e a d m i n i s t r a t i v e s u p p o r t a n d 
s u p p o r t se rv i ces to t h e D i r e c t o r o f t h e Cen­
t e r and s h a l l ensu re t h a t such Suppor t t a k e s 
m a x i m u m a d v a n t a g e o f e x i s t i n g a d m i n i s t r a ­
t i v e s t r u c t u r e s a t t h o agenc ies n f t h e N a ­
t i o n a l I n s t i t u t e s o f H e a l t h . 

(b) REQUlneo EXPERTISK — T h o D i r e c t o r o f 
i h e Cen te r , I n c o n s u l t a t l u n w i t h t h e A d v i ­
s o r y C o u n c i l a n d t he Cen te r f o r S c i e n t i f i c 
R e v i e w , s h a l l unsure t h a t s c i e n t i s t s w i t h ap-
i r o p r l a t e e x p e r t i s e in research o n m i n o r i t y 
l e a l t h a re I n c o r p o r a t e d I n t o t he r e v i e w , 
o v e r s i g h t , a n d m f l n n g e m e n t processes o f a l l 
resea rch p r q j o c t s i n t h e N a t i o n a l I n s t i t u t e s 
o f H o a l t h m i n o r i t y h e a l l h resea rch p r o g r a m 
and Other a c t i v i t i e s u n d e r s u c h p r o g r a m . 

" ( c ) T E C H N I C A L A S S I S T A N C E . — T h e D i r e c t o r 

o f t l i e Cen te r , i n c o n s u l t a t i o n w i t h t h e d i r ec ­
t o r s o f t h e n a t i o n a l resea rch i n s t i t u t e s and 
cen te rs , s h a l l ensure t h a t a p p r o p r i a t e t e c h ­
n i c a l ass is tance Is a v a i l a b l e t o a p p l i c a n t s f o r 
a l l r esea rch p r q j o c t s and o t h e r a c t i v i t i e s 
s u p p o r t e d b y t h e N a t i o n a l I n s t i t u t e s o f 

f i l t h m i n o r i t y h e a l t h rasaa rch p r o g r a m , 
•(d) EVALUATION AND REPORT.— 

"(1) E V A L U A T I O N . — N o t l a t e r t h a n 5 y e a r s 
p f r e r t h e d a t e o f t h o o n a c t m o n t o f t h i s p a r t , 
the S e c r e t a r y s h a l l c o n d u c t an e v a l u a t i o n 
t o — 

" ( A ) d e t e r m i n e t h e e f f e c t o f t h i s s e c t i o n on 
Lho p l a n n i n g and c o o r d i n a t i o n o f t h e m i n o r ­
i t y h e a l t h r esea rch p r o g r a m s a l t h e I n s t i ­
t u t e s , cen te r s and d i v i s i o n s o f t h e N a t i o n a l 
I n s t i t u t e s o f H e a l t h ; 

" ( B ) o v a l u a t o the e x t e n t co w h i c h t h i n p a r t 
has e l i m i n a t e d t he d u p l i c a t i o n o f a d m i n i s ­
t r a t i v e resources a m o n g such I n s t i t u t e s , can ­
t e r s and d i v i s i o n s ; and 

" (C) p r o v i d e r e c o m m e n d a t i o n s c o n c e r n i n g 
f u t u r e a l t e r a t i o n s w i t h respec t t o t h i s p a r t . 

"(21 REPORT,—Not l a t e r t h a n 1 y e a r a f t e r 
cho d o t e o n w h i c h t h e e v a l u a t i o n i s c o m ­
menced u n d e r p a r a g r a p h ( I ) , rhe S e c r e t a r y 
s h a l l p rupu re And s u b m i t t o t h o C o m m i t t e e 
on H e a l t h , E d u c a t i o n , L a b o r , and Pens ions o f 
t h e S e n a t e , and Che C o m m i t t e e on C o m ­
m e r c e o f the House o f R e p r e s e n t a t i v e s , a r e ­
p o r t c o n c e r n i n g t h e r e s u l t s o f such e v a l u a ­
t i o n '"-

TITLE II-MEDICAL EDUCATION 
SEC. 201. GRAffTS FOR HEALTH CARE EDU­

CATION CURRICULA DEVELOPMENT. 
P a r t F o f t i t l e V I I o f the P u b l i c H e a l t h 

S e r v i c e A c t (42 U.S.C. JSSJ e t saq.) is a m e n d ­

ed by i n s e r t i n g a f t e r s e c t i o n 781 t he f o l ­

l o w i n g : 

•SEC 701A. GRANTS FOR HEALTH PROFESSIONS 
EDUCATION CURRICULA DEVELOP-
MRNT-

" ( a ) GRANTS FOR GRADUATE EPUCATlON 
CURRICULA DEVELOPMENT.— 

•'(1) I N CliNERAL —The S e c r e t a r y , a c t i n g 
t h r o u g h t h e A d m i n i s t r a t o r f o r tho H e a l t h 
Resources and Se rv i ces A d m i n i s t r a t i o n and 
In c o l U i b n r . l t l o n w i t h t h e A d m i n i s t r a t o r f o r 
H e a l t h Care P o l i c y and Research and the 
D e p u t y A s s i s t a n t S o c r e t a r y f o r M i n o r i t y 
H e h l t h . m a y m a k e a w a r d s o f g r a n t s , c o n ­
t r a c t s , o r c o o p e r a t i v e a g r e e m e n t s t o p u b l i c 
and n o n p r o f i t p r i v a t e e n t i t i e s f o r t h e pur ­
pose o f c a r r y i n g o u t research p ro jec t s and 
d e m o n s t r a t i o n p r o j e c t s t o develop c u r r i c u l a 
t o reduce d i s p a r i t y In h o a l t h cure o u t c o m e s , 
i n c l u d i n g c u r r i c u l a and f a c u l c y d e v e l o p m e n t 
f o r c u l t u r a l c o m p e t e n c y i n g radua te and u n ­
d e r g r a d u a t e h e a l t h p ro fess ions e d u c a t i o n , 

"(2) EL IC lB lL ITY i—To lie e l i g i b l e t o rece ive 
a g r a n t , c o n t r a c t Or c o o p e r a t i v e ag roomen ts 
under p a r a g r a p h ( l l , an e n t i t y sha l l — 

" ( A ) be a schoo l o f m e d i c i n e , schoo l o f os­
t e o p a t h i c m e d i c i n e , schoo l o f d e n t i s t r y , 
s choo l o f p u b l i c h e a l t h schoo l o f n u r s i n g , 
schoo l o f p h a r m a c y , schoo l o f a l l i e d h e a l t h , 
o r o t h e r rocogniy.ed h e a l t h pro fess ion schoo l ; 
and 

" ( B ) p repare and s t i l i m l t t o r.lie S e c r e t a r y 
an a p p l i c a t i o n a t such t i m e , j n such m a n n e r 
nnd c o n t a i n i n g such i n f o r m a t i o n as t h e Sec­
r e t a r y m a y r e q u i r e -

1 1 (J) U S E OF F U N D S . — A n e n t i t y s h a l l use 
a m o u n t s rece ived u n d e r a g r a n t unde r pa ra ­
g r a p h ( I) t o c a r r y o u t research p ro j oc t s and 
d e m o n s t r a t i o n p r q j o c t s t o deve lop c u r r i c u l a 
t o reduce d i s p a r i t y i n h e a l t h care ou t comos , 
i n c l u d i n g c u r r i c u l a fo r c u l t u r u l co rnperency 
In g r a d u a t e m o d i c a l e d u c a i l o n . S u c h cur ­
r i c u l a sha l l focus on t h e need t o romovo b ias 
f r o m h o a l t h care a t a persona l leve l as we l l 
as a t a s y s t e m a t i c l o v e l . 

" (4) NUMBER OF GRANTS AND GRAI^T TERM.— 
T h c S e c r e t a r y s h a l l a w a r d n o t t o exceed 20 
g r a n t s , c o n t r a c t s o r c o o p e r a t i v e a g r e e m e n t s 
(or c o m b i n a t i o n t he reo f ) unde r p a r a g r a p h (1) 
i n each o f t h e f i r s t a n d second f i sca l y e a r s 
f o r w h i c h funds a r c a v a i l a b l e u n d e r sub­
s e c t i o n ( 0 . T h e t e r m o f each such g r a n t , con­
t r a c t o r c u o p e r a t i v e o g r e o m o n t s h a l l bu 3 
y e a r s . 

••(b) G R A N T S F O R C O N T I N U I N G H E A L T I I P R O ­

F E S S I O N A L EDUCATION CURRICULA DKVELOP-

MEMT.— 
" (1) IN cl iNERAL.—The S e c r e t a r y , a c t i n g 

t h r o u g h t he H e a l t h Resources and Serv ices 
A d m i n i s t r a t i o n and t he A g e n c y fo r H e a l t h 
Care P o l i c y and Research and I n c o l l a b o r a ­
t i o n w i t h t he O f f i ce of M i n o r i t y H e a l t h , s h n l l 
a w a r d g r a n t s , c o n t r a c t s o r c o o p e r a t i v e 
a g r e e m e n t s to e l i g i b l e e n t i t l e s for t he es tab­
l i s h m e n t o f d e m o n s t r a t i o n p ro j ec t s t o de­
ve lop C l i r r l r u l a t o reduce d i s p a r i t y I n h u a l t h 
care a n d h e a l t h o u t c o m e s , i n c l u d i n g c u i -
r i c u l a f o r C u l t u r a l c o m p e t e n c y , i n c o n ­
t i n u i n g m e d i c a l e d u c a t i o n . 

" (2 ) ELIGIBIL ITY.—To be e l i g i b l e t o rece ive 
a g r a n t , c o n t r a c t , o r c o o p e r a t i v e a g r e e m e n t 
u n d e r p a r a g r a p h (1) an e n t i t y sha l l — 

" ( A ) he a schoo l o f m e d i c i n e , s c h o o l o f os­
t e o p a t h i c m e d i c i n e school o f d e n t i s t r y , 
s choo l o f p u b l i c h e a l t h , schoo l o f n u r s i n c , 
schoo l o f p h a r m a c y , schoo l o f a l l i e d h e a l t n , 
o r o t h e r rocogn lzod h o a l t h p ro fess ion s c h o o l ; 
and 

'(B) p repa re and s u b m i t t o the S e e r e t a r y 

an application ac sucn time, in sucn manner, 
and c o n t a i n i n g Such I n f o r m a t i o n as t he Sec­
r e t a r y m a y r o q u l r o . 

" ( J ) USE OF FUNDS.—An o n t l t y s h a l l use 
a m o u n t s r ece i ved u n d e r a g r a n t , c o n t r a c t , o r 
c o o p e r a t i v e a g r e o m o n t u n d e r p e r a g r n p h (I) 
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I.Q deve lop and e v a l u a r e ( l i e e f f ec t And I m -
^pc t of c u r r i c u l a fo r c o n c i n m n g m e d i c a l edu -

u i i o n courses o r p r u g r a m s t o p r o v i d e edu -
lac jon conce rn in f t issues r e l a c i n g i a d l s -
i « r i t y In h e n k h enre s n d h e a l t h ouceomes . 
.n . : )ud lna c u l u i r a l cumpoceney o f h e a l t h p r e -
I'B .s lepals. S u c h c u r r i c u l a s h a l l f o c u s o n t h e 
i t i i i l co remove b i i is f m i « h e a l t h eare ac a 

personal level as i ve l l as a t a s y s t e m i c l e v e l . 
(4) N U M B E R O F G R A N T S A N D G R A N T T F - M M — 

The S e c r e t a r y s l i a l l a w a r d n o t t o exceed 20 
i--,r snts, c o n t r a c t s , or c o o p e r a t i v e u n d e r po re -
i-'j-iph ( l ) i n each o f t he f i r s t a n d second f i s -

61 years f o r w h i c h f unds are a v a i l a h l e unde r 
.uhsec t lon (D T h e t e r m o f each s u c h g r a n t 
,1'uill be '1 y c a i s . 

(c) PiSTRlBUTION OF PROJECTS — T h e Soc-
. c . a r y sha l l ensure cha t , t o t h e e x t e n t p rac -
t l i a b l e , p ro j ec t s unde r s u t u e c t i a r u (a) a n d 
(bi are c a r r i e d ou i in each o f the p r i n c i p a l 
k t u i i r n p h l c reg ions o f t hc U n i t e d S t a t e s and 
address Issues assoc ia ted t v l t h d i f f e r e n t m l -
. it r l t y a roups and h e a l t h p ro fess lans . 

(rl) MONITORING.—An e n t i t y t h a t rece ives 
s g r a n t , c o n t r a c t or c o o p e r a t i v e a g n s e m e n t 
.i l,der Subsec t ion (a) Or (b) s h a l l ensu re t h a t 
pr icoduros are In p lace t o m o n i t o r a c t i v i t i e s 
. . l . c je r taken us ing g r u n t , c o n t r a c t o r coopo ra -
i|vi> a g r e e m e n t funds. S u c h e n t i t y s h a l l an -
.n . i i l l y p repa re and s u b m i t t o t h e S e c r e t a r y a 
.eijQi't c o n c e r n i n g t he e f f ec t i veness o f c u r 
. |. Liiu deve loped unde r t h e grsnc c o n t r a c t o r 
: o o p e r a i | v e a g r e e m e n t . 

(e) R E P O R T T O C O N G R E S S . - N o t l a t e r t h a n 
J imua ry I, 2002, rhe Sec repary s h a l l p r e p a r e 
m d s u b m i t r.n t he . - ippropr ln le c o m m l l l e e s o f 
- i i iHress, a r e p o r t c o n c o r n l n e t h e cfTcccive-
n-.'.s o f p r o g r a m s funded u n d e r t h i s s e c t i o n 
•nil a p l a n t o encour 'age t h e i m p l e m e n t a i i n n 
tr.d u t i l i z a t i o n o f c u r r i c u l a t e r e d u c e d is -
.fcrll.y i n h o a l t h care and h e a l t h o u t c o m e s . A 
i | i i : i l r e p o r t sha l l be s u b m i t t e d l i y t h e Sec-
ui.ary n o t l a t e r t h a n J a n u a r y I 2004. 

(fl A U T H O R I Z A T I O N O F A P P R O P R I A T I O N S . — 

I'I pure Is B u t h o r i w d t o he i t p p r o p r i a t e d t o 
/ a n y oi. i l t h i s s e c t i o n . S3.50O.CO0 f o r f i s c a l 
,'t-:ir 2000, $7.1100,0011 fo r f i sca l y e a r 21101, 
t7 000,0(11! f o r f isca l y e a r 2002. and J3.500.000 
i t l. f i sca l y e a r 2003-" 
^ C . JUS. NATIONAL CONFERENCE QN CON­

TINUING HEALTH HHQFESSIONAL 
EOUCATION AND DISPARITY IN 
H t A L T H ni lTCOMES. 

ii i) IN GENERAL.—Not l a t e r l h a n I y e a r 
i f i c r t h e d a l e o f e n a c t m e n t o f t h i s A c t , t h e 
:.<ci-eiary o f H e a l t h and H u m a n Se rv i ces 
. l l i I I t o n v o n e a n a t i o n a l con fe rence u n c o n -
I m i l n g h e a l t h p ro fess ions e d u c a t i o n as a 

.n. i t l iod fo r r e d u c i n g d i s p a r i t y i n h e a l t h ca re 
i l . d h e a l t h o u t c o m e s . I n c l u d i n g c o n t i n u i n g 
n. i t l lcul e d u c a t i o n nn c u l t u r a l c o m p e t e n c y . 

T h e con fe rence s h a l l I n c l u d e sess ions t o ad -
>l|V-is m e a s u r e m e n t s o f u u t c o m e s t o assess 

ho a f fec t l veness o f c u r r i c u l a in r e d u c i n g d l s -
i i a r l t y . 

ib) P A R T I C I P A N T S — T h e S e c r e t a r y o f 
i l t u l i h and H u m a n Se rv i ces s h a l l I n v i t e m l -
n o r i c y h e a l t h a d v o c a c y g roups , h e a l t h edu-
' H. lon e n t i t l e s descr ibed i n s e c t i o n 741(b)(1) 
nf the P u b l i c H e a l t h S o r v l c e A c t (as added b y 
i.a. t l u n 201) and oc l ier I n t e r e s t e d p a r t i e s t o 
:it.i<tnd t h e con fe rence under s u b s e c t i o n (a), 

ic) ISSUGS.—The n a t i o n a l con fe rence c o n -
" e n c d unde r subsec t i on (a) s h a l l address 
is tues r e l a t i n g t o uhe r o l e o f c o n t i n u i n g m e d -
i i : i . | o d u c a t l n n i n t he o f f o r t t o r e d u c e d U -
l i a . l t y I n h e a l t h care und h e a l t h o u t c o m e s , 
m i l a d i n g t h e r o l e o f c o n t l n u i n a m e d i c a l e d u -
• ai . lon I n I m p r o v i n g t h e c u l t u r a l c o m p e t e n c y 
ipf h e a l t h p ro fess iona ls and h o a l t h p ro fes-
i l i .ns f a c u l t y . T h c con fo ronco s h a l l focus on 
m i thods t o ach ieve r e d u c t i o n s In t h e d l s p a r l -
i i t s In h e a l t h care and h e a l t h o u i c o m e s 
m i o u g h c o n c l n u l n e m e d i c a l e d u c a t i o n 
p oui'ses o r p i -ngrams and on s t r a t e g i e s for 
P H a s t i r l n g t h o e f fec t i veness o f c u r r i c u l a m 
i luce d i s p a r i t i e s . 

Id) PUBLICATION OF FINDINGS.—Not l a t e r 
I h.in 0 n i o n l h s a f t e r t h e c o n v e n i n g o f t h e na­

t i o n a l con fe rencu u n d e r s u b s e c t i o n (a), t h e 
S e c r e t a r y o f H e a l t h a n d H u m a n S e r v i c e s 
s h a l l p u b l i s h i n t h c F e d e r a l R e g i s t e r a S u m ­
m a r y o f t h e p roceed ings a n d t h e Findings o f 
t h e con fo ronco . 

(e) A U T H O R I Z A T I O N O P A P P R O P R I A T I O N ^ - — 

T h e r e Is a u t h o r i z e d t o bo a p p r o p r i a t e d s u c h 
sums as m a y be necessary t o c a r r y o u t t h i s 
sect | qn , 
SEC. 203. AOVISOKV CUMMITI Ke, 

(a) ESTABLISHMElvn",—The S e c r e t a r y u f 
H e a l t h unr l H u m a n S e r v i c e s sha l l e s t a b l i s h 
nn a d v i s o r y c o m m i t t e e t o p r o v i d e adv i ce t o 
thc S e c r e t a r y o n m a t t e r s r e l a t e d t o t h e de­
v e l o p m e n t , i m p l o m e n t a t l o n . and o v a l u a t l o n 
o f e r a d u a t e and c o n t i n u i n g e d u c a t i o n cu r ­
r i c u l a f o r h e a l t h care p ro fess i ona l s t o do-
cruasc t he d i s p a r i t y i n h e a l t h care and 
h e a l t h o u t c o m e s , I n c l u d i n g c u r r i c u l a on c u l ' 
l u r a l c o m p e t e n c y as a m e t h o d o f e l l n i l n a t l n g 
h u a l t h d i s p a r i t y . 

(b) MEMWvftSHiP.—Nol l a t e r t h e n 3 m o n t h s 
a f t e r t h o d a t e on w h i c h a m o u n t s are app ro ­
p r i a t e d t u c a r r y o u t t h i s s e c t i o n , t h e Sec­
r e t a r y o f H o a l t h a n d H u m a n Serv icEs s h a l l 
a p p o i n t t h e m e m b e r s o f t h e a d v i s o r y c o m ­
m i t t e e . S u c h m e m b e r s s h a l l be a p p o i n t e d 
f r o m a m o n g i n d i v i d u a l s w h o — 

(1) un less o t h e r w i s e spec i f i ed , a re n o t o f f i ­
cers o r e m p l o y e e s o f t h o F o d o r a l G o v o r n ­
m e n t ; 

(2) aro expe r i enced I n Issues r e l a t i n g t o 
l i e a l t h d i s p a r i t y : a n d 

(3) m o o t such o t h e r r e q u i r e m e n t s as t h o 
S e c r e t a r y d e t e r m i n e s a p p r o p r i a t e ; 
a n d s h a l l i n c l u d e a r e p r e s e n t a t i v e o f t h e Qf-
f l ce n f M i n o r i t y H e a l t h u n d e r s e c t i o n 1707 o f 
t h o P u b l i c H e a l t h S e r v i c e A c t (42 U.S.C. 
300u-G) a n d such o t h e r r e p r e s e n t a t i v e s o f of-
f lcos a n d agenc ies o f t h o P u b l i c H e a l t h So rv ­
lce as t h e S o c r o t a r y d e t e r m l n o s t o bo app ro ­
p r i a t e . T h e S e c r e t a r y s h a l l ensure t h a t m e m ­
bers o f m i n o r i t y c o m m u n i t i e s a re w e l l r cp -
resontod on t he a d v i s o r y c o m m i t t e e . S u c h 
r e p r e s e n t a t i v e s s h a l l I nc lude 1 or m o r e I n d i ­
v i d u a l s w h o serve on t h e a d v i s o r y c o m m i t t e e 
u n d e r s e c t i o n 1707(c) o f s u c h A c t . 

(c) C O L L A B O R A T I O N . — T h o a d v i s o r y c o m ­
m i t t e e s h a l l c a r r y o u t I ts d u t i e s u n d e r t h i s 
s e c t i o n i n c o l l a b o r a t i o n w i t h t h e O f f i c e o f 
M i n o r i t y H e a l t h o f t h e D e p a r r m e n t o f H e a l c h 
a n d H u m a n Serv i ces , and o t h e r o f f i c e s , c e n ­
te rs , end i n s t i t u t e s o f t h e D e p a r t m e n t o f 
H o a l t h a n d H u m a n Se rv i ces , a n d o t h e r F e d ­
e r a l a f ienc les. 

(d) T E R M I N A T I O N — T h e a d v i s o r y c o m m i t t e e 
sha l l t e r m i n a t e o n the d a t e t h a t is 4 y e a r s 
a f t e r t h e da te on w h i c h t h e f i r s t m e m b e r o f 
the committee is appointed. 

(e) E X I S T I N C C O M M I T T E E . — T h o S o c r o t a r y 
m a y d e s l g n a l o an e x i s t i n g a d v i s o r y c o m -
m i l too o p e r a t i n g unde r t h e a u t h o r i t y o f t h e 
Of f i ce o f M i n o r i t y H e a l t h o f t he D e p a r t m e n t 
o f Hea lch and H u m a n Serv i ces co servo as 
t h o a d v i s o r y c o m m i t t e e u n d e r t h i s s e c t i o n . 

SEC, ZM. CULTURAL CDMPETENCV CLEARING­
HOUSE-

(a) ESTABLISHMENT. —The Director of the 
Of f i ce Of M i n o r i t y H e a l t h o f t ho D e p a n m e n t 
o f H e a l t h and H u m a n S e r v i c e s s h a l l e s t a b l i s h 
w i t h i n t h e R e s o u r c e C e n t e r o f t h e O f f i ce o f 
M i n o r i t y H e a l t h , o r t h r o u g h t h e a w a r d i n g o f 
a c o n t r a c t p r o v i d e f o r t h o o s t a b l i f i h m o n t of, 
nn I n f o r m a t i o n c l e a r l n a h o u s e f o r c u r r i c u l a 
t o reduce r a c i a l and e t h n i c d i s p a r i t y i n 
h e a l t h coro and h e a l t h Ou tcomes , T h e c l ea r ­
inghouse s h a l l f a c i l i t a t e a n d enhance , 
t h r o u g h t h e e f f e c t i v e d i s s e m i n a t i o n o f I n f o r -
m a t l o n , k n o w l e d g e and u n d e r s t a n d i n g o f 
p n i c t i c e s t h a t l eud t o decreases I n t h e d i s ­
p a r i t y o f h e a l t h ac iuaa m i n o r i t y and e t h n i c 
g m u p s . i n c l u d i n g c u r r i c u l a fo r c o n t i n u i n g 
ined lca ] e d u c a t i o n t o deve lop c u l t u r a l c o m -
p o t o n c y i n h e a l t h care p r o f e s s i o n a l s . 

(b) A V A I L A B I L I T Y o p I N F O R M A T I O N . — I n fo r ­
m a t i o n c o n t a i n e d i n t h e c l c o r l n g h n u s e s h a l l 
be made v v a i l a b l e t o m i n o r i t y h o a l t h a d v o ­

c a c y g roups , h e a l t h e d u c o t i n n e n t i t i e s de­
s c r i b e d I n s e c t i o n 7SIA(b)(2) [A) o f t he P u b l i c 
H e a l t h S e r v i c e A c t (as added by flection 201), 
h e a l t h m a i n t e n a n c e o r g a n i z a t i o n s , and o t h e r 
i n t e r o s t o d p a r t i e s , 

( t j A i m l o p i Z A T i o N O F A P P R O P R I A T I O N S . — 
T h e r e Is eu thor l f ced t o be a p p r o p r i a t e d such 
s u m s as m a y be necessary t o c a r r y o u t th i s 
soe t i on -

TITLE JU-MiNOmTY HEALTH RESEARCH 
BY THE AGENCY FOR HEALTH CARE 
POLICY AND RESEARCH. 

S E C . j o j . M I N O R I T Y H U A L T H K £ S £ A R C H by THE 

AGENCY POR HEALTH CARE l-QLICV 
AND RESEARCH, 

(a) I N C E N E R A I - . — P a n A o f t i t l e I X o f t l ie 
P u b l i c H e a l t h S e r v i c e A c t (42 U.S.C. 2UB et 
set|.) IS a m e n d e d b y a d d i n g a t t he end tho f o l ­
l o w i n g : 
"SEC fttlS. RESEARCH ON MINORITY HEALTH DIS­

PARITIES. 
'(a) I N G E N E R A L , — T h e A d m i n i s t r a t o r of 

t h e A g o n c y f o r H e a l t h Care P o l i c y and Re­
s e a r c h s h a l l — 

" (1 ) c o n d u c t n n d s u p p o r t research t o Iden­
t i f y h o w t o I m p r o v e t he q u a l i t y and o u t ­
comos o f h e a l t h care serv ices fo r m i n o r i t y 
p o p u l a t i o n s and t h e causes o f h e a l t h d i s p a r i ­
t i e s f o r m i n o r i t y p o p u l a t i o n s . I n c l u d i n g bar­
r i e r s t o h e a l t h ca re ucccss: 

" (2 ) ccwc luc i and s u p p o r t research and sup­
p o r t d e m o n s t r a t i o n p r q j o c t s t o i d e n t i f y , tes t , 
a n d e v a l u a t e s t r a t e g i e s f o r a l l m l n a t l n g tho 
d i s p a r i t i e s desc r ibed in p a r a g r a p h ( l ) and 
p r o m o t i n g e f f e c t i v e I n t e r v e n t i o n s : 

" (3 ) d e v e l o p measures f o r t h e assessment 
a n d i r n p r o v e i n e n c u f t h e q u a l i t y and appro-
p r l a t e n o s s o f h e a l t h ca re serv ices p rov ided to 
m i n o r i t y p o p u l a t i o n s : a n d 

" (4 ) i n c a r r y i n g Out 902(c), p r o v i d e s u p p o r t 
t o increase t h e n u m b e r o f m i n o r i t y h e a l t h 
care r e s e a r c h e n and t h e h e a l t h serv ices re­
s e a r c h c a p a c i t y o f i n s t i t u t i o n s t h a t t r a i n m i ­
n o r i t y h e a l t h ca re researchers . 

' (b) RESEARCH AND DEMONSTRATION 
P R O J E C T S . — 

" ( 1 ) IN Cl iNERAl-,—In c a r r y i n g o u t sub­
s e c t i o n (a) , t h o A d m i n i s t r a t o r s h a l l c o n d u c t 
a n d s u p p o r t resea rch t o — 

" ( A ) I d e n t i f y t h e c l i n i c a l , c u l t u r a l , soc lo -
o c o n o m i c , u n d o r g D n l z a t l O n a l f ac to rs t h a t 
c o n t r i b u t e t o h e a l t h d i s p a r i t i e s f o r m i n o r i t y 
p o p u l a t i o n s ( i n c l u d i n g e x a m i n a t i o n o f p a t ­
t e r n s o f c l i n i c a l d e c i s i o n m a k i n g and o f t l i e 
a v a i l a b i l i t y o f s u p p o r t se rv ices ) ; 

" ( B ) I d e n t i f y a n d e v a l u a t e c l i n i c a l and or -
g a n l x a c l n n a l s t r a t e g i e s t o i m p r o v e t he q u a l ­
i t y , o u t c o m e s , and access t o enre f o r m i n o r ­
i t y p o p u l a t i o n s : 

" ( C ) s u p p o r t d u m o n s t r a t l o n s to tes t such 
s t r a t e g i e s ; and 

" ( D ) w i d e l y d i s s e m i n a t e s t r a t e g i c s for 
w h i c h t h e r e is s c i e n t i f i c ev idence of ef fec-
c lvenosa. 

" (Z) USK OP CERTAIN STRATEGIES - i n car­
r y i n g o u t t h i s s e c t i o n t ho A d m i n i s t r a t o r 
s h i i l l i m p l e m e n t research s t r a t eg i es and 
m e c h a n i s m s t h a t w i l l enhance che I nvo l ve -
m e n t o f m i n o r i t y h e a l t h serv ices research­
e rs . I n s t i t u t i o n s t h a t t r a i n m l n t i r l t y re ­
sea rche rs , and m e m b e r s o f m i n o r i t y popu­
l a t i o n s f o r w h o m t h e A g e n c y Is a t t e m p t i n s 
t o i m p r o v e t h e q u a l i t y and o u t c o m e s of care , 
i n c l u d i n g — 

" ( A ) c a n t o r s o f exce l l onco t h a t can d e m -
o n s t r p t o . o l t h o r I n d i v i d u a l l y o r t h r o u g h con­
s o r t i a , a c o m b i n a t i o n o f m u k l - d l s c l p l i n a r y 
e x p e r t i s e I n o u t c o m e a o r q u a l i t y I m p r o v e ­
m e n t resea rch and a d e m o n s t r a t e d c a p a c i t y 
t o engage m i n o r i t y p o p u l a t i o n s I n t he p lan­
n i n g , c o n d u c t and t r a n s l a t i o n o f research, 
w i t h l l n l t a g o s t o r o l o v a n t s i tes o f ca re ; 

" ( 0 ) p r o v i d e r - b a s e d research n e t w o r k s . I n ­
c l u d i n g h e a l t h p lans , f a c i U t i o s . o r d e l i v e r y 
s y s t e m s i t e s o f ca re (espec ia l l y p r lmap 'y 
ca re ) , t h a t m u k e e x t e n s i v e use o f m i n o r i t y 
h o a l t h ca re p r o v i d e r s o r serve m i n o r i t y pa­
t i e n t p o p u l a t i o n s and have t he c a p a c i t y t o 
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i-v-ilHace and promoi i . - q u H l i i y i n i p r o v e m e n i . ; 

' (C) o t h o r i n n o v a t l v a m e c h a n i s m s o r s t r a t -
i a m i chat w i l l r a c i l i t a i c i h e u - a n s l n l i o n o f 
j i u . t research Invescmon ts I n t o c l i n i c a l p rac -
i i i es chr t l r t m r c a s o n a h l y be e x i w c l t r i it> b e n -
iT i i those p o p t i l a t l o i i s . 

(c) QUrtLTTV MEKSL'nCV.ir.NT DCVELOP-
I It: NT.— 

' I I ) I N CKNERAL.—TO ensure t h a i m i n o r i t y 
i i o i n i l a t l o n s bene f i t f r o m t h e p r o y K i S n u d e 
In the a b i l l i y o f i n d i v i d u a l s t o m e a s u r e t h c 
i u i l i i y o f h e a l t h care d e l l v e i y . t he A d n n n i i -
n-i t o r o f t h e A g e n c y for I t c u l l h Cart- P o l i c y 
H I I I I Kesearch sha l l s u p p o r t t h e d e v e l a p m e n t 
n f q u a l i t y o f h e a l t h c a r r nu - i iM i r c i t h i i t as-
: >>--- s t he exper ience o f m i n o r i t y p o p u l a t i o n s 
w i i h h e a l t h care syr . rems, s u r h as m t a s u r c s 
i h . i t assess t he access o f m i n o r i t y p o p u -
l i i l l o n s t o h e a l t h t a r e , t he c u l t u r a l c o m -
| i« ience of t he care p r o v i d e d , t h e u u a l i t y o f 
i hi- care p r o v i d e d , t he o u t c o m e s of ca re , o r 
n t l i u r aspects o f h e a l t h care p r a c t i c e t h a t t h e 
• v d m l n h t r a i or d e t e r m i n e s t o bi.- i m p o r t a n t . 

' (2) REPORT- -No t l a t e r t h a n 24 m o n t h s 
i i f l u r t he rtatr o f o n a c t m o n i o f t h i s s e c t i o n -
I l l . : S e c r e t a r y , a c t l n f l t h r o u g h t h e A d m i n i S -
I r i . t o r , sha l l p repare and suUml l t o t h c ap-
| . r i i p r l a t e c o m m l t t o e s o f Congress a r e p o r t 
i ie. ' .cr lb ine t he s t a t e - o f - t l i e - a r t o f q u a l i t y 
n i t a s u r e m e n i fo r m i n o r i t y p o p u l a t i o n s 
\ . M c | i w i l l I d e n t i f y c r i t i c a l u n m e t needs, che 
i r e n t a c t i v i t i e s o f t ho D e p a r t m e n t t o a d -
(ir i ss those needs, and a d e s c r i p t i o n o f r e -
I;il ad a c t i v i t i e s In t ho p r i v a t e s e c t o r " . 

(0) FUNDING.—Sect ion 920 o f t h e P u b l i c 
l l p i l t h Se rv i ce A c t (42 U.S.C. 2B8c-li) Is 
i n ionded hy add ing a t t h e end t h e f Q l l o w i n g : 

(0 M I N O R I T Y H E A L T H D i s p A R i r i t s R E -

; iLvRCH — F o r the pu rpose o f c a r r y i n g o u t t h e 
! i : i l v l c l e s t i nder s o e t i o n QQfi. t h e r e aro a u -
1 In T i l e d t o be a p p r o p r i a t e d such s u m s as 
M i . y be necessary for each o f t he f i sca l y e a r s 
21100 t h r o u g h 2004,". 

T ITLE I V — D A T A C O L L E C T I O N R E U V T I N C 
T O RACK OR E T H N I C I T Y 

i lJ i : . 4D1. STUDY \ N U REPORT l i r NATIONAL 
ACADEMY Oh' SCIENCES. 

(1) S T U D Y —Tho S o c r u t a r y o f H e a l t h and 
H u m a n Serv ices s h a l l e n t e r I n to a eon l r i ac t 
v - l l h tho N a t i o n a l A c a d e m y o f Sc iences f o r 
t i n c o n d u c t o f a c o m p r e h e n s i v e s t u d y o f t h o 
[ tU l ia rcment o f H e a l t h and H u m a n Se rv i ces ' 
• m a c o l l e c t i o n sys tems a n d p r a c t i c e s , a n d 
a n y d a t a c o l l e c t i o n or r e p o r t i n g s y s t e m s r e -
cii lJied u n d e r a n y o f t i l e p rog r r tms o r a c t l v l -
i io-, o f t h e D e p a r t m e n t , re l a t i n g t o t h e c o l -
1 ; C C | Q I I u f d a t a on race o r e t h n i c i t y , i n c l u d -
l ip o t h e r Fede ra l d a t a c o l l e c t i o n s y s t e m s 
l.u-:! l as t he Soc ia l S e c u r i t y A d m i n i s t r a t i o n ) 
H i I I w h i c h t h e D e p a r t m e n t I n t e r a c t s t o c o l -
l.ici. r e l e v a n t d a t a on race and e t h n i c i t y 

(h) REPORT.—Not l a t e r t h a n 1 y e a r a f t e r 
t u t da te o f e n a c t m e n l o f chis A c t , t h e N a ­
t i o n a l Aca f le rny o f Sciences s h a l l p repa re 
an i l s u b m i t t o t h e C o m m i t t e e on H e a l t h , 
f di i c a t i o n , L a b o r , a n d Pens ions o f t h e Sen-
Bie and the C q i n m l t t e e on C o m m e r c e o f t h e 
h o u s e o f R e p r e s o n t a t i v o s . a r e p o r t cha t— 

( i ) I d e n t i f i e s t h e d a t a needed t o s u p p o r t ef­
fi ' p s t o e v a l u a t e t h o o f f oc t s o f race a n d e t h ­
n i c i t y on access t o a n d q u a l i t y o l h o a l t h ca ra 
ano o t h e r serv ices and On d i s p a r i t y | n h e a l t h 
a o t h e r soc i a l o u t c o m e s , t he UHCO needed 
t n . lo f lne a p p r o p r i a t e q u a l i t y o r c a m moas-
m o i t o nssoss t i l e e q u i v a l e n c e o f h e a l t h care 
o.- i icumus I n h e a l t h c a r e paye r s y s t e m s , a n d 
Hie da ta needed t o en fo rce e x l s l l n a p r o t o c -
t m n s fo r equa l access t o h e a l t h ca re ; 

(?) e x a m i n e s t ho o l f uc t l venoss o f t h e Sys-
t m i s nnd p r a c t i c e s o f t h e D e p a r t m e n t o f 
H in . lch and H u m a n S e r v i c e s desc r ibed i n sub-
.T.CI Ion (a), I n c l u d i n g d t r r K ^ n s t r a t l o n p r o j e c t s 
oi ' i h e D e p a r t m e n t , and t h e e r rec i i vencss o f 
se l l c t ed s y s t e m s and p r a c t i c e s o f o t h e r F e d -
e i m and S t a t e agencies and t h e p r i v a t e sec-
t u r In c o l l e c t i n g and a n a l y z i n g s u c h d a t a ; 

(3) e o n u d n s r e c o m m e n d a t i o n s f o r e n s u r i n g 
t h a t t h e D e p a r t m e n t o f Hea l ch a n d H u m a n 
S e r v i c e i , I n a d m l n l a t e r l n B i t * e n t i r e a r r a y o f 
p r o g r a m s a n d a c t i v i t i e s , c o l l o c t s . o r C&uSeS 
t o he c o l l e c t e d , a c c u r a t e and c o m p l e t e i n fo r ­
m a t i o n r e l a t i n g t o race and e t h n i c i t y us m a y 
be necessary co m o n i t o r nccess t o and q u a l ­
i t y u f l i e a l t h t f t i e and t o unsu re t he capa­
b i l i t y t o m o n i t o r and e n f o r c e c i v i l r l g n t s 
laws ; and 

(4) I n c l u d e s p r o j e c t i o n ; , a b o u t t h e cos ts as­
s o c i a t e d w i t h t h e I m p l e m e n t a t i o n o f t h e rec-
o m m c n r i n M u n s r lescr lbed i n p a r a g r a p h (3). 
a n d t h e poss ib le e f fec t s u f t h e costs on p ro ­
g r a m o p e r a t i o n s . 

(c) A U T H O R I Z A T I O N O F A P P R O P R I A T I O N S . — 

T h e r e s re a u t h o r i z e d t o be a p p r o p r i a t e d such 
s u m s as m a y be necessary for f i sca l y e a r 2000 
t o c a r r y n u t ch is s e c t i o n . 

T I T L E V - P U B L I C A W A R E N E S S 

SEC. 501, PUBLIC AWARENESS. 

(rt) PUDLIC AWARENESS CAMPAIGN.—Tho 
S e c r e t a r y o f H e a l t h and H u m a n Se rv i ces , 
a c t i n g l l i i n u K l l t h e S u r g e o n G e n e r a l a n d t h e 
D i r e c t o r o f t ho O f f i ce (Er C i v i l R i g h t s , Sha l l 
c o n d u c t a n a t i o n a l m e d i a c a m p a i g n fo r the 
purpose o f I n f u r m i n g t h e p u b l i c a b o u t r a c i a l 
and e t h n i c d i s p a r i t i e s In h e a l t h ca re and 
h e a l t h f i u t comes . 

(b) AUTHORIZATION OF APPfcOPRlATIONS.— 
F o r t he purpose o f C u r r y i n g o u l Su lMec l l on 
(a), t he re a re i i u l h o r l z e d t q be a p p r o p r i a t e d 
such su ins as m a y be necessary f o r f i s ca l 
y e a r 2000, 

S T A T E M E N T OF L O U I S W . S U L L I V A N . 

M.D,, PRESIDENT, MOREHOUSE SCHOOL 
OF MEDICINE QN THE HEALTH CARE 
FAIRNESS ACT OF 1999, NOVEMBER 5, 
191)9 

T h n n K y n u fn r t h e o p p o r t u n i t y t o speak In 
s t r o n g s u p p o r t o f t h e l i e a l t h Care Fa i rness 
A c ; o f IBlltl. w h i c h w o u l d e l e v a t e t h e N I H ' s 
O f f i c e o f Research on M i n o r i t y H e a l t h t o a 
N a l l o i i n l C e n t e r fo r Research on M i n o r i t y 
H e a l t h and H e a l t h D l s p u r l t l u s , S e n a t o r K e n ­
n e d y and h is co l l eagues a rc t o be c o m m e n d e d 
for t h o l r i n i t i a t i v e . 

F o r t oo m a n y y e a r s , t i l l s c o u n t r y l ias w i t ­
nessed one d i s t u r b i n g r e p o r t a f t e r a n o t h e r 
d e t a i l i n g t h e g r o w i n g d i s p a r i t i e s In h o a l t h 
s t a t u s be tween o u r m i n o r i t y and m a j o r i t y 
p o p u l a t i o n s . U n f o r t u n a l o l y , w h i l e thuso r e ­
p o r t s c o n t i n u e n o t e n o u g h has been done t o 
change t h i s s h o c k i n g and u n a c c o p t u b l a d y ­
n a m i c . 

I n f a n t m o r t a l i t y Is n e a r l y t w i c e t he r a t e 
f o r r t i lnQi ' l t les as i l Is f o r n o n - m l n o r l t l e s . 

A f r i c a n - A m e r i c a n s . H i s p a n i c s , and N a t i v e 
A m e r i c a n s d l s p r a p o r t l o n a t o l y su f f e r a v a r i ­
e t y o f h e a l t h ca re d i s p a r i t i e s i n c l u d i n g c a n ­
cer , dlEibelcs, h e a r t disease and s t r o k e . 

T h e H I V v i r u s a n d A I D S casos r e s u l t i n d i s ­
p r o p o r t i o n a t e s u f f e r i n g In m i n o r i t y popu ­
l a t i o n s . W h i l e m l i i o r l t l o s i n t h e U n i t e d 
S t a t e s rep resen t a b o u t ZICXi o f t h e popu ­
l a t i o n , m i n o r i t i e s a c c o u n t f o r 54% o f a l l 
A I D S cases. 

T h o obovo m e n t i o n e d a r c o n l y a fow o f t h e 
h e a l t h care cha l l enges faced b y m i n o r i t i e s 
a n d d l s u d v a n t a g a d p o p u l a t i o n s . 

I f wo as a n a t i o n a r o t o s o l v e these c o m ­
p l e x p r o b l e m s , we muse t a k e an aggress ive 
a p p r o a c h o n a l ) f r o n t s . A t t h e co re o f I m ­
p r o v i n g t h e h e a l t h s t a t u s fo r a l l A m e r i c a n s 
is a s t r o n g b i o m e d i c a l research e f f o r t t o u n ­
d e r s t a n d t he f a c t o r s w h k h c o n t r i b u t e t o 
h e a l t h p r o b l e m s . 

D u r i n g t he t i m e 1 was H H S S e c r e t a r y , I 
was v e r y p leased t o w o r k w i r h t h e Congress , 
p a r t i c u l a r l y Cong ressman L o u i s S t o k e s ( D -
OH) t o e s t a b l i s h the e x i s t i n g O l f l c o for Re­
soarch on M i n o r i t y H e a l t h a t N I H - N o t w i t h ­
s t a n d i n g t ho success o f t h i s o f l l c o I n h i g h ­
l i g h t i n g and add ress ing h e a l t h d i s p a r i t i e s , 
a n d in s u p p o r t i n g research focused o n I m ­

p r o v i n g m i n o r i t y h e a l t h , t h e m a g n i t u d e o f 
che p r o b l e m o f h e a l t h s t a t u s d i s p a r i t i e s wa r ­
r a n t s an even m o r e aggress ive e f f o r t . 

A t t h o b e g i n n i n g o f t h i s yea r , we were v e r y 
p leased t o f i eg ln w o r k i n g w i t h Congressman 
Jesse J a c k s o n - J r . ( D - I L ) , C h e r l k N o r w o o d 
( R - C A ) . J .C . W a t t s ( R - O K ) . and Congress-
w o m a n D o n n a C h r i s t e n s e n ( P - V I ) t r i I n t r o ­
duce H.R- 2391. t h e N a t i o n a l Cen te r fo r Do­
m e s t i c H e a l t h D i s p a r i t i e s A c t o f 1991). Tho b i ­
p a r t i s a n J a c k s o n b i l l , and t h e l e g i s l a t i o n 
t h a t is b e i n g I n t r o d u c e d t oday , w o u l d e leva te 
t h e e x i s t i n g N I H Of f i ce o f Research on M i ­
n o r i t y H e a l l h t o n N a t i o n a l Cen te r for Re­
search on M i n o r i t y H e a l t h and H e a l t h D is ­
p a r i t i e s , and p r o v i d e t h c N a t i o n a l Cen te r 
w i t h f o u r new m a j o r i nechan i sms . w h i c h the 
e x i s t i n g o f f i c e does n o t have . T h e y aro : 

(1) T h e D i r e c t o r o f the Cente r w i l l p a r t i c i ­
p a t e w i t h o t h e r I n s t i t u t e and Cen te r D i rec ­
t o r s t o d e t e r m i n e research p o l i c y and I n i t i a ­
t i v e s a t N I H . 

(2) T h e Cen te r w i l l serve as the c a t a l y s t fo r 
f o r w a r d - t h i n k i n g , s t r a t e g i c p l a n n i n g for t he 
e n t i r e N I H , i n o r d e r t o b r i n g a l l o f N I H ' s con ­
s i d e r a b l e resources t o bear , t o C ) O M : t h e 
h e a l t h S t a t u s gap . 

O) T h e b i l l e m p o w e r s t he Cen te r D i r e c t o r 
t o m a k e pee r - rev lowed g r u n t s In nreas o f 
p r o m t s I n s r esea rch w h i c h are n o t be ing ad­
dressed b y t h e e x i s t i n g cen te rs and i n s t i ­
t u t e s a t N I H . 

(4) T h u r c w i l l be a new p r o g r a m o f s u p p o r t 
f o r resea rch e x c e l l e n c e a t those academic 
h o a l t h c e n t e r s w h i c h have d o m o n s t r a t e d a 
h i s t o r i c c o m m l t n i o m , t o s t u d y i n g and ad­
d r e s s i n g d iscuses w h i c h d i s p r o p o r t i o n a t e l y 
a f f e c t m i n o r i t y A m e r i c a n s . As a r e s u l t o f 
t h i s l e g i s l a t i o n , m i n o r i t y I n v e s t i g a t i o n s and 
I n s t i t u t i o n s l i k e Mo rehouse Schoo l o f M e d i ­
c i n e , o f w h i c h I e m P r e s i d e n t , M e h a r r y Med­
i c a l Co l l ege , and o t h e r s w i l l have access t o 
t h e t y p e s o f resources necessary co b u i l d and 
e n h a n c e resea rch i n f r a s t m c t t i r e . and seek t o 
c o m p e t e on a l eve l p l a y i n g f i e l d w l c h o t h e r 
p r o m i n e n t i n s t i t u t i o n s , 

I a m g r a t e f u l t h a t b o t h o f the c o m p r e h e n ­
s i ve b i l l s w h i c h are be ing I n t r o d u c e d t oday 
In t h e Sena te and t h e 1-lntisc e m b o d y those 
f o u r p r i n c i p l e s , a n d I a m p a r t i c u l a r l y pleased 
t h a t b o t h b i l l s e n j o y S t r o n g b i p a r t i s a n sup­
p o r t . 

T o d a y I a m u r g i n g m e m b e r s o f Congress In 
b o t h c h a m b e r s , and f r o m b o t h sides o f t h o 
a ls lo t o s u p p o r t nnd cosponsor thoso i m p o r ­
t a n t b i l l s . We need t o ac t as q u i c k l y us pos­
s i b l e t o reve rse t he p e r s i s t e n t h o a l t h s t a t u s 
gap , w h i c h a f f ec t s some 2A% n f ou r c i t i z e n s . 

ASSOCJATION OF MINORITY 
HEALTH PROFESSTONS SCHOOLS, 

Wttshinglon, DC, AW/Hlier 3, 1303. 
H o n , E D W A R P M , K E N N E D Y , 

O.S. Sanare. Russel l Senate Of f ice B u i l d i n g , 
Wnsh lng ton , P C . 

Df iAK S C N A T Q R K E N N E D Y : T h a n k y o u for I n ­
t r o d u c i n g t h e H e a l t h Care Fal rne- is A c t o f 
IttSfi. T h i s I m p o r t a n t iBg ls Iac lon w o u l d , 
a m o n g o t h e r t h i n g s , e l eva te t he e x i s t i n g Of­
f i c e o f Resoa rch on M i n o r i t y H e a l t h ac che 
N a t i o n a l I n s t i t u t e s o f H e a l t h (N IH) t o a Na ­
t i o n a l C e n t e r f o r Research on M i n o r i t y 
H e a l t h . 

T h c N a t i o n a l Cen te r w o u l d be b e t t e r ab le 
t o respond t o t h e h e a l t h s t a t u s d i s p a r i t y c r i ­
s is f a c i n g m i n o r i t y A m e r i c a n s and m e d i c a l l y 
u n d o r s o r v e d p o p u l a t i o n s t h r o u g h the ostab-
l l s h m e n t o f t h e f o l l o w i n g p r o v i s i o n s : 

T h e D l r o c t o r q f r h e n e w Cen te r w o u l d ac­
t i v e l y p a r t i c i p a t e w i t h I n s t i t u t e and Con te r 
D i r e c t o r s In p l a n n i n g m^Jor N I H i n i t i a t i v e s . 

T h i s i n c l u d e s d i s c u s s i n g how N l H ' s cons id ­
e r a b l e resources can ba usud t o e f f e c t i v e l y 
address h e a l t h s t a t u s d i s p a r i t i e s . 

T h e C e n t e r D i r e c t o r w o u l d lie ab le t o m a k e 
peer - rev lmwod g r a n t s i n areas o f p r o m i s i n g 
r e s e a r c h n o t c u r r e n t l y b e i n g addressed b y 
t h e N I H I n s t i t u t e s and cen te rs . 
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I'hu Cuntor woultl psrah||sh 5 Ceniers of 

]:<cellence program LO suppon chose aca-
id mlc health centers which )i«vc A histor ic 
iM mmltnient to scudylne diseases which dis-
pi aportiDnntcly nfl'ect m ino r i t y and dls-
miviinraged populatinns. 

On behalf of the Association of M ino r i t y 
I'Lialth Professions Schools. I extend otrr err 
tl. i isiastlc supporl for this important le^lsla-
r.iiin. Please advise me as lo how we can 
work w i t h you and other members of chc 
•S.triMl.e ro pass this importanl Icgislal iun. 

Thank you again for your leadersliiii m 
ill.ls area. 

Sincerely. 
lluNNY B. LANCASTKCt. 

Pmidcnt-

NATIONAL MF.PICAL ASSOCIATION. 
WQshiosian, DC. Navtmber 4. 1099. 

H m. EDWAPn KENNKUY. 
•trnkinn Minority. Senate Comnunee on Health, 

Education, Lfibor and PtnUotit, H»ri Sen-
nte Otllco Building. Washington. DC. 

DKAR SENATOR KENNEDY: The National 
Medical Association (NMA) is pleased i n sup-
i i i irt the 'Health Care Fairness Act of 1909." 
While the nation has experibneed trumon-
ili.us advances In hlomedical research, the 
l)i neflts of these advances have not fu l ly 
I:I iinsferrad to the Afr ican American and 
oi her minor i ty communit ies, which arc un­
duly plnguDd w i t h disproportionate rates of 
di ath and disease. As the changing demo-
Ijii iplnca of the United States yield growing 
ri.clul and ethnic m inor i t y populutions. n is 
iihsolutely essential that the rmclon hrceme 
inure proactive in tiddrossing thc cr i t ica l 
lu a i th and biomedical research needs of 
i:i>inmunltles of color. 

Crit ical provisions of the "Heal th Care 
l-' ilrnoss Act of IBBfl" include: 

I'he establishment of the Center for f ic-
starch on Minor i t y Health and Health Dls-
|i..rltles at the National Inst i lu les uf Health 
(MH); 

The provision of funds for peer-reviewed 
minor i ty health-focused research grants, a l 
i.l.e Inst i tutes and Centers of the NIH: 

The rei|uirument to establish a comprehen-
i.J^e plan and budget for the conduct and sup-
pi.rt of al l minor i ty research act iv i t ies of the 
NiH agencies; and 

The establlshmont of a grant program to 
i.i.|iport the development of cu l tu ra l ly com-
IK tent Curricula In health care education. 

The NMA Supports the "Health Care Falr-
m s.s A c i of IBOfl'' and believes that ih is legls-
lanon w i l l create Important opportunit ies 
lor the nation to make concrete advances In 
It s orrori: to closo tho hoalth disparity gap. 

Sincerely, 
WALTER W. SHERVINGTON. 

Presidenr. 

ASSOCIATION Of 
Hi ACK CARDIOLOGISTS, INC.. 

Adixxa. CA, November 4. 1399. 
Hun. EDWARD M, KilNNEOY. 
u s . Senaie, Russall Senate O fp t t B f tiding, 

Woshlngion. DC. 
OEM* HONQRAPLE SENATOR KENNEDY: Tho 

•Vsoclatlon of Black Cardiologists. Inc. 
(ABC) would l ike to offer I t t fu l l support of 
ri.e Health Care Falrnetu Act of IBBB. H t 
lirjnUSc end objectives serve Ui muel lho cro-
i t i v l t y and fnreslght needed to el iminate the 
• ll .parlty in hoalth care and the mor ta l i t y 
'ace among Afr ican Americans versus White 
Mnuricans. Wo wholeheartedly endorse tho 
.:florts of this b i l l I'I Improve m ino r i t y 
wealth, minor i ty hoolth research, data col-
i * t ion relBtlng C D or e thn ic i ty , and the 
,ir>imotlon of medical education. 

A robust economy and years of government 
[.r.issure h:ive helped move minor i ty groups 
•:!ii*er to the mainstream, hut when it comes 
o health studies show a stubborn, daunting 

and in sumo respects continuous disparity 
belweeil Black end White Amoricans- For 
decades, Blacks have suffered higher death 
rates from nearly al l -major causes Including 
asthma, diabetes, cancer mfUor infectious 
diseases and cardiovascular diseases. The 
ABC recngnlzes that cardiovascular diseases, 
the leading cause of deaths In the United 
Slates, affect every family. CVD is tho mq]or 
cause o fde i i th for the Afr ican AmeriUim pop-
ul ation. Contrary to popular belief, the num­
ber one k i l le r In ihe Arr i ran American conv 
munl ty Js not violence, cancer, or AIDS. 
Blacks are more l ike ly to die from cardlo-
vusculur disease than frum any other dls-
caso. We can reducu i l ia tost of health care, 
improve patient adherence to proscribed 
drug regimens, and imprnvi: the cul tural 
compotuncc uf medical professionals w i th 
the passing of this b i l l . 

Tho ABC mission stutos; "Wc believe that 
good hoalth is tho cornerstone of progress for 
our people. We are f i rm In our resolve co 
make cxernpliiry healch cara accessible and 
.'iffordablc to all in need, dedicated to low­
ering the high rn t r of cardiovascular diseases 
In mlnorlcy populations and conimltted to 
advocacy and diversity. Wc aro guided by 
high ethics in al l our rrtinsnctloris and str ive 
for excel lence in our t ra in ing and sk i l l s . " 

Our mission throunhuut our organization 
Js to assure ih t t l 'Afr ican American Children 
know choir Grandparents'. Typical ly , A f r i ­
can American men wlch a l i fe expectancy of 
less than OS years, die wi thout tho j o y of nur­
tur ing and guiding their grandclnldren as 
onlv grandparents can. 

What wo know from our past efforts to ad­
dress this issue Is lha I i t takes u focus effort 
io Increase awareness, u i educate, and to 
el iminate the disparities In health caro. Wo 
are pleased that this hi l l w i l l take th is direc­
t ion . L i t t l e progress w i l l be made wi thout a 
Strong partnership among medical, public 
health and community orpanizaclons. and 
government- Please lot us know what else wn 
can do co aid in this ef forc We applaud your 
commitment anil stand ready to work ac­
t ively w i t h you to accnmpll-lh these objec­
tives. 

Sincerely, 
B. WA1NF. KONC, 

Chief Executive Officer. 

BO-STON UNIVERSITY 
SCHOOL o r MANAGEMENT. 
Boilun, MA. OctuUir 14. 1039. 

Senator EDWARD M . KENNEDY, 
Russell Senate BuitlOing, 
U.S. Senate, Wxshlnaton. DC 

DEAR SENATOR KENNEDY: I am wr i t ing to 
reglstor my strong and mithuslasclc support 
for the Comprehensive M inor i t y Health BUI, 
chat (s current ly under consideration by the 
United States Seniito, Considerable research 
has documuntod the great disparities In m i ­
nor i ty healch status and health outcomes 
nat ional ly. Racial find ethnic minor i t ies are 
known to suffer disproportionately high 
mor ta l i t y and morbid i ty rates impaired ac­
cess to health enre, and lower qual i ty health 
care services. This bi l l Includes a host of pro­
visions thuc would contribute Impor tant ly to 
the correction of this Imbalance, The B i l l s 
uropoaals: to e a u b i u h » NIH "Centnr for 
Health Disparities Rusoarch;" to provide 
grants to support programs of excellence In 
biomedical research oducation for under rep­
resented minori t ies; to direct AHCPR to 
study the causes of health disparltlos: to ex-
pani| DHHS colleCLlon/reportlng of race/eth-
n lc l ty data; to Improve che quailty/outcomas 
of health care services to minor i t y popu­
lations; and to develop graduate/continuing 
medical education curricula devoted i-n ihe 
reduction of disparity In hoalth euro and 
health outcomes, all represent strong ac­
tions Intended ILL, address the cnnUnuIng 

health Imbslance for racial/ethnic minori­
ties, 

I wr i te as an academic researcher and edu­
cator, and as the national director of the 
Roborc Wood Johnson Foundation's Scholar­
ships In Health Pol icy Research Prognim, an 
In i t ia t ive tha i Supports fellowships (or ta l ­
ented young social scientists who are intor-
estcd in Lunductlng research on cri t ical 
health and hoalth policy Issue;: facing the 
Unlred Siates, Including racial/ethnic dls-
parl i les In health status and health uut-
rnmes. I wr i te also as a citizen who Is con­
cerned w i d i the needless loss of human po­
tent ia l and qual i ty of life resulting from the 
cont inuing health disparltlos in our society. 
I call upun you and your colleagues in the 
U.S. Senate to support this B i l l In all af l is 
olemeiils. 

Rospoctfully submitted. 
ALAN B. CQHKM. 

Prafa&sor of Health Policy and Manage­
ment; DlrvcWr. Heollh Cart Moru^rnrenf,-
Director. RWJF Scholars In Health Policy 
Ruscurch Program. 

UCLA, 
Los Angeles, CA. October 13. 1999 

Senator EpwARD M- KENNUPY, 
Russell Senaw Building. 
U.S. Smale. Wnttlilrtgwn. DC 

DEAR SENATOR KENNEDY: I wr i te to register 
my strong and enthusiastic support for tho 
Comprehensive Minor i ty Health Bi l l cur­
rent ly under consideration by the United 
States Senate Consldorablo rosoarth has 
documented the great disparities in minor i ty 
health status and health outcomes nation­
al ly. Race and othnlc mlnorl t ios are known 
to suffer disprDportionatc mor ta l i t y und 
morbid i ty rates and lower qual i ty health 
core sorvlcus. This bi l l Includes a host of pro­
visions that Will contr ibute to the correction 
of th is Imbalanco. The Bi l l 's proposals: co es­
tabl ish a NIH ''Center for Heallh Disparltlos 
Research": co provide grants to support pro­
grams of uxcellunco In biomedical rosearch 
education for underrepresenced minori t ies; 
to direct AHCPR to study the causes of 
hnnlth UlspKrlMi-j; xo <!xpand HHS collection/ 
report ing of raco/othnlclty data and to Im­
prove the quality/outcomes of heallh care 
survicos Cn minor i t y populations and to de­
velop graduate/cpntlnulng medical education 
curr icula devoted Co Chc reduction of dis­
par i ty In health cere and health outcomes 
rcprosont strong actions intended to address 
the cont inuing health imbalance for racial / 
ethnic minor l t las. 

I wr i te as an academic re^eurcher and cit­
izen who Is concerned w i th the needless loss 
of human pol.ential and ciu.ilIly of life result­
ing from fno cont inuing hoalth disparities In 
our society, I Cfill upon ybu and your col­
leagues in the U.S. Senate to support this 
Ul l l In al l of i ts elernunts. 

Respectfully submitted. 
WALTER R. ALLEN, 

Professor of Sociology 

At ton l l on ; Ms. Stephanie Robinson 
OCTODER 13, 11)011, 

Senator KENN£DY, 
Dlrksen Senate Building, 
Washington. DC. 

DEAR SENATOR KENNEDY: I have read w i th 
interest your proposed changes and budget 
recommendations for the Office of Minor i ty 
Hoalth " Improv ing Minor i t y Health Through 
NIH. As a scholar whn does work and col-
laboracions In tho field of minor i ty health, 
and the Chair of fi Snclulogy and Anthro­
pology Department wlch 62 young scholars In 
our Graduate Programs, many of whom care 
about these issues, we are collectively 
pleased to see th is hi l l Drought fnrwarct. 

Support for Intervention and prevention 
rosoarch (of significance) in our community 
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Joy. 
FLORIINCI: I'I. BONNEfc. 

Chair. 

B y M r . P O O D ; 
" i . 1881 A 111]] t o a m e n d c h a p t e r HI o f 

i ii Ic 5, United States Code, to make 
< fip'taln temporary Federal service 
i r rd l rab le for rui i rement purposes: i o 
ih. i Cornmlttcic on GoverniTiental Af­
fairs, 

THE FERS DUVLACK ACT OF \m 

Mr. DODD. Mr. Prpsldent. today I am 
I in reducing the FERS Buyback Act of 
VM, leglHlatlon thut offers ret i rement 
sm ur l ty to many federal employees. 
C Quipanlon legislation hns already 
ti i im Introduced in the House. Speclfi-
c.iilly. this Icigislarjon would help em' 
pk yeos throufihour the country hired 
a ii tompnrary workers in thc iDRDs that 
cii i i t lnuod to vuork for the fedora] gov-
einmenc Into the 1990s. 

Hundreds of current and former term 
ernployoes in federal service And them-
s..]ves Incl lglblo to receive rt i t l rement 
briiieflts because of their Inabi l i ty to 
r.icejve credit for post-l9gH service as 
t i imporary federRl workers. 

1 his leglshir-ton would close a loop­
hole In the federa] pension system that 
h it. adversely Impacted many federal 
winkers through no faul t of their own. 
II vould change current law to al low 
Individuals who have become eligible 
ft r the Federal fcrnployeu Retirement 
S / i t e m (FERS) the option to receive 
c is. l l t for their past service as tem­
pi iMry omployees and pay Into tho re-
t l r tmen t Fund for the pr ior years they 
w, ii ked as temporary employees, Be-
c:.u*e che legislation would merely 
fi l lcw qualif ied workers to buy Into the 
ret irement system, the government 
wotild not incur costs tha t i t would not 
luiv^ incurred had the law treated them 
as permanent employees 

more than one year and aJlowed em­
ployees to be eligible For FERS. 

The original FERS Act allowed For 
employees to make payments or buy 
back certain years of service prior to 
IDBO for which deductions were not 
taken. Therefore, rhe b i l l unintent ion­
a l ly denied many Federal omployees 
credit for t ime served after January I, 
11)89. 

I invi te you to j o i n me In correcting 
this inequity and ask that you cospon­
sor this Fair and straightforward lenis-
lat lon. 

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

S, iflBZ. A bi l ] to expand chi ld support 
enforeoment through means other than 
programs financed at Fodersl expenso: 
to the Committee on Finance. 
CHILD SUPPORT ENFORCEMENT OPTIONS ACT OP 

Mrs, HUTCHISON. Mr. President. I 
rise today to introducu, along w i t h my 
colleague, Senator STEVENS, the Child 
Support Enforcement Oprlonai Act of 
1999. This b i l l w i l l give parents the 
tools and options they need to made 
sure their children have the resources 
they need to gut a good sturt In l i fe. 

This bi l l w i l l provide local public 
agencies and private attorneys access 
to certain chi ld support enforcement 
procedures and informat ion not cur­
rent ly available to them. To obtain 
this access, howuver, a local public 
agency or private a t tomey would f i rs t 
have to obtain £i cert i f icate of reglsEra-
t ion f rom the Secrotory of che Federal 
Department of Health and Human 
Services and agree to certain federal 
requirements and procedures In tisine 
the enforcement tools. 

Mr. President, In recent years Con­
gress created a number of new Informa­
t ion gathering and chi ld support on-
forcemenr tools to entihle gome chi ld 
support enforcemunt agencies to better 
enforce support awards. Unfortunately, 
these new tools are not avaUablo to 
hundreds of B o vernm<5ntal and a grow­
ing number of private col lection ent i ­
tles which many parents must use or 
choosa to use. These so-called "non TV-
D" entit les have l imi tad or no access 
tu some new and effective federal col-
loctlon tools. This legislation w i l l ex­
tend those tools to so-called "non TV-
D" entit les tha t are properly approved 

I urine the iflBD's, the Federal Doposit and I b £ " r f f ^ r K T r f 
™ . r » n w Corporation (FDIC) hired Health and Human s T r l ^ T r 

tnniisunds of employees under tom-
pci-iuy scatus In resiponse to the sav­
in,;:!, and loan crisis, Dasplte their tem-
port.ry designation, many served In ex-
ce>s of five years w i th the federal gov-
prnnent becauso of the FDIC's annual 
ro. i fwal of their one-year contracts, 
IJiiFi.rtunauely, these loyq] employees 

Specifically, the b i l l w i l l al low non-
I V - p government agoncjes and private 
colloction f i rms to be able to submit 
cases for the Incerceptlon of federal 
and State tax refunds for che col lection 
of unpaid chi ld support, in accordanco 
wi th Federal and State s ta tu tory 
guidullnea; to soek passport sanctions 

a c ' r r H p n 0 ^ ttV0"™1"6™"kn^" a g a i ™ delinquent paro'nts;" to" report 
i - n . : t ^ ' l - f C ° r ' ' " - ST . ^ l l ^ l - P P - " - e d i t b u r e t s : leneth of service under porma-
ne.'il statuia. To tholr credit, the FDIC 
did i:ry to rect i fy the problem several 
.Vu.vrs ago by granting many of their 
lonT.cr temporary employees term ap-
po.ntmonts. Such appointments are for 

and to obtain currtrnt locat ion and 
asset Information on parents who owe 
child support. In addit ion, tho bi l) pro­
vides tha t unemployment compensa­
t ion benefits would be subject to in­
come withholding for chi ld support oh-

llgations in al l child support cases, not 
j u s t those enforced by a IV-D agency, 
as current law allows. 

Mr. Prosldent. my bi l l w i l l cost the 
Federal Cavornmtmt minimal or no ad­
di t ional funds. Nor w i l l It Impose any 
signif icant obl igat ion on state or local 
chi ld support agencies, slnco all gov­
ernment agencies would be allowed 
under tho bi l l to charge necessary fees 
to non-JV-D agencies wi th which they 
share this Information. 

What this b i l l wi l l do Is take a slg-
nl f lcant step coward collecting on the 
estimated 157 bi l l ion In overdue child 
support owed in this country. Many 
states and local chi ld support agencies 
are simply overwhelmed and unable to 
effectively and t imely enforce the tens 
of mi l l ions of child support awards In 
this country. Far from undermining 
their role In this process, the Child 
Support Enforcempnt Options Act wil l 
help them accomplish n e mutual goal 
of making sure that child support is 
collected and delivered to where i t is 
needed the most—to the children to 
whom i t is owed. 

Par t icu lar ly for families on welfare 
or other public assistance, child sup­
port Is often cr i t lcn l to make ends 
meet. I t helps put food on the cable, 
clothes in the closcir, and gas In the 
car. When a non-custodial parent re­
neges on his or her obDaation to pro­
vide tha t support. I t Is Incumbent upon 
the government to help enforce that 
award, through whatever means are 
available to the strugfiUng custodial 
parent. In my opinion, any other con­
sideration is secondary, and I am hope­
ful and confident that my colleagues in 
the Senate w i l l agree and w i l l work to 
pass this Important legislation. 

By Mr. BINGAMAN: 
S. m i . A bi l l to amend t i t le 5, 

United States Code, to el iminate an in­
equity on tho appl icabi l i ty of early re­
t i rement e l ig ib i l i t y requirements to 
m i l i t a r y reserve technicians; to the 
Committee on Governmental Affairs. 

THE DUAL STATUS NATIONAL CLARD 
TECHNICIANS RETIREMENT EQUITY A C T 

Mr. BINGAMAN. Mr. President, I rise 
today to Introduce a bi l l that seeks to 
remove an Inequity in retirement pay 
benaflLS for c r i t i ca l personnel In our 
National Guard and Reserve units who 
are Dual Status Technicians. They are 
called "Dual Status" . Mr. President, 
because they serve both as mi l i ta ry 
and c iv i l ian personnel. There are about 
40,000 Dual Status Technicians covered 
by ret i rement requirements and re­
str ict ions contained In T i t le 32 of the 
United States Code. These men and 
women are the backbone of the Na­
t ional Guard and Reserve structure. 
They are the mechanics, pilots, engi­
neers, equipment operators, supply and 
support technicians who keep things 
running so chat the Guard Is ablo to re­
spond to natural disasters and national 
emergencies, as well as serve on active 
duty in accordance wi th the " to ta l 
force concept" tha t Integrates active 
and reserve forces in the mi l i tary . 
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S p e c i a l A r t i c l e 

RACIAL DIFFERENCES I N T H E T R E A T M E N T OF EARLY-STAGE LUNG CANCER 

PETER B- BACH, M.D., LAURA D. CRAMER, SC.M-, JOAN L WARBEN, PH.D., AND COLIN B. BEGG. PH D 

ABSTRACT 
Background If discovered at an early stage, non-

small-coll lung cancer is potentially curable by surgi­
cal resection. However, two dlsparitios have been 
noted between black patients and white patients with 
this disease. Blacks are less likely to receive surgical 
treatment than whiles, and they are likely to die soon-
or than whites. Wo undertook a population-based 
study to estimate the disparity in the rates of surgical 
treatment and to evaluate Ihe extent to which this dis­
parity is associated with differences in overall survival. 
Methods We studied all black patients and white 

patients 65 years of age or older who were given a 
diaQnasis of resectable non-small-cell lung cancer 
(stage I or II) between 1985 and 1993 and who resid­
ed in 1 of the 10 study areas of the Stirveillanco, Ep­
idemiology, and End Results (SEER) program (10,984 
patients). Data on the diagnosis, stage of disease, 
treatment, and demographic characteristics of the 
patients were obtained from the SEER data base. In­
formation on coexisting illnossos, type of Medicare 
coverage, and survival was obtained from linked 
Medicare inpatient-discharge records. 

Results Tho rate of surgery was 12.7 percentage 
points lower for black patients than for white patients 
(64.0 percent vs. 7G.7 perceni, P<0.001), and the 
five-year survival rate was also lower for blacks (26.4 
percent vs. 34,1 percent, P<Q.001). However, among 
the patients undergoing surgery, survival was simi­
lar for the two racial groups, as it was among those 
who did not undergo surgery. Furthermore, analyses 
in which adjustments were made for factors that are 
predictive of either candidacy for surgery or survival 
did not alter the influence of race on these outcomos. 

Conclusions Our analyses suggest that the lower 
survival rale among black patients with early-stage, 
non-small-cell lung cancer, as compared with white 
patients, is largely explained by the lower rate of sur­
gical ireatmem among blacks. Efforts to increase the 
rate of surgical treatment for black patients appear to 
be a promising way of improving survival in this 
group. IN Engl J Med 1999;341:119B-20S.) 
01999. Maisarhus-ens Mcdir.iil Sncjnly. 

IN chc United States, lung cancer is the leading 
cause of death atnibutcd to cancer among both 
men and women, dlimine thc lives of more than 
150,000 people each year. About one third of 

patients widi die most common histologic type of 
lung cancer, non-small-ceU cancer, are firsi given 
thc diagnosis at an early, potcndaJJy curable scagc. If 
treated by suipcal resection, these patients have a 40 
percent likelihood of surviving for five years or long 
er. In contrast, padents who present widi advanced 
disease or who do not undergo surgical resection hnvc 
a median survival of less than one year.1 In the light 
of this information, ir is important to determine 
whether padents who have potentially curable dis­
ease actually receive surgical treatment. 

Scveml studies have uncovered an association be­
tween race and die likelihood of receiving surgical 
treatment for resectable non-small-ccli lung cancer. 
Grccnwald et al. found diar patients with stage T dis­
ease in Scatdc, San Francisco, and Detroit were less 
likely to underTgo surgical resection if they were black 
or of lower socioeconomic status than if diey were 
while or of higher socincconnmic status.2 Smidi CL 
al. found similar disparities in the treatment of black 
padents and white padents in a cohort in Virginia.-1 

Samet ct al. found diat older age and Hispanic Ances­
try were associated with lower rates of surgical ircat-
mcnt in a cohon in New Mexico.4 

Wc undertook a study to answer two qucsrions 
about the trcarmcnt of early-stage, nnn-sma|1-cdl 
lung cancer. First, is rhcre a difference in the rate ol 
surgical treaimenr between whhc paiicnrs and black 
padents with rhis type of lung cancer, and if so, ii 
die discrepancy still apparent once wc accounr for die 
effects of coexisting illness, socioeconomic siacus, 
insurance coverage, and availabiliry of care? Second, 
does rhis discrepancy in part explain rhe differen ers 
in survival between black patients and whirc patienls 
with lung cancer? To answer ihcsi- qiu-siions, wc. 

Fruiu llic HzaJuh Uurcomes R««fd i Group, |3c[>irinn:ni MC l-piikim-
n i n n y " M l B i o i l M B l i e i (P - f l -B , . l - l « : , , t : . | i H ), and i k r> f . |>anmci i l u l 

Medicine. Fulmoiwy Service (I'.h.H.), Mcmorlil Sloan-)C<ricrinK Cancer 
Cenrer. New Vofk; amJ die Applied KHCIIVII Pnncli, National Cincci In 
iiimie, H«h«di , Md. (J.UW.). Addrcu nprim requcai Or. Bad) 11 I IK 
Hnlch Ouieomei tUv^irch Group, Depirtrwm of Epidemiolngy and Hi"-
lunnict, Mcfmuitl Smn-Kmcring Ctncrr Ct<v«. 1275 Yark Ave., It™ 221. 
New YorV. NY 10021. 
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chose a setcmg and design that mitigated the cffcci 
of die confounding factors. We proposed two hypoth­
eses; dwt black padents would receive surgical rrcai-
mcm less frequently than white parienis and diat dif­
ferences in survival between black patients and white 
patients would be substantially explained by die dif­
ference in the rates of surgical trcaonent. 

METHODS 
Sourcat Q( Data 

Wc (cstcd our hypotheses with ihe use of data from the Sur­
veillance, Bpiclcmiology, and End Rdultj (SEEll) wnccr regis-
trici that hive been linked with dab on Medicare hospidliiariow. 
Tlie SEER-Medicare dad b « c hax been used extensively ro a*-
sess patterns of c«* for persons with nc* diagnose!; of cutcer.'.* 
Tile SEEK irgiEtrjex, (poiuoccd by ihe Kauonal Officer Institute, 
list all incident casej of cwiccr in five mctiopoliun areas (Sin 
Pranciico-OiUand-Swi Jose, Denoir, Atlmu, Seattle, and Los 
Angeles County) »nd five nates (Connecticut, Uuh, New Mexico, 
Iowa, and Hawaii) and cmcr approiinnci-ly H parent of the poji-
uktioti of die United Sutes.7 The«e data contain infonnation on 
cadi newly diafpioeed case of cancel; induding (he month and year 
of tlie diagnosis; die location, hiwologic type, nodal involvrmeiu, 
and spread of rhe nmior, and the type of tPtatrnent provided witliin 
four monchi after diagnosis (e.g., surgery or radiation). Tlie site 
of cancer is coded in the SEEK, dau according to rhe hiemutiotr 
al CUurifioition t f D u c & f i r OnHlqgy, 2nd edirinn (ICD-O-Z).' 

The Medicare pro pram, which provides health care coverage 
for 97 percent of pcrans 65 years of age or older, collect claims 
for all services covered by the program. Information about hos-
pitaJizauoru is included in the Medicare Provider Analysis and 
Review (-MEDPAR) files, which contain inibrrnadon on all lios-
|iiul admisaons since 1084. Medicare also miintailM Hies diat doc­
ument llic dates of death of beneficiaries and whedier diey were 
covered by a traditional indemnity program or by a health main­
lenance orjpnuatjon (HMO). 

Thc SEEB. and Medicare daia baccs have been linked in order 
to pecmit population-based Sludiet of heallh ourcomes. Tile data 
on 94 percent of die pcr*nns Lnduded in the SfcEJl files who are 
65 years Ofagc or older luve been Successfully linked to Medicare 
records.' Focusing on ihis group of people who were eligible for 
Medicare led 10 the exdiuioil of the 44 percent of paricnU in the 
^EEJldaTn base who received diagnoses of lung r anccr before rhe 
afte of <55 years, but tliii allowed in lu adjusi (or cociisting con-
ditiow, eliminated die confounding; efFecrs of insurance coverage, 
and provided suflicicut geographic specilirity ro allow HS io con­
trol for die availability of health Carr. 

Study Participants 

The subjects were persons with a form of lung cancer for 
which EUTBiCal rcsecnon has been shown to conlcr a definidve lien-
efil — siage ] or swge I I non-small-cell lung cancer.' Wc includ­
ed all padents elassilied as non-l-lispanic white or hladk who were 
65 years of age or older, who resided in 1 of die 10 SEER areas, 
and who were piven 4 diagnosis bclwcen 19A5 and 1993 of pri-
mary cancer of die lung, non-small-cell histoloRic type (.SEER 
code* 34 0 io 34,V and ICD-O-2 morpholoEy codes P010 to 
8040, 8050 to £076, « H 0 , 1)250 to 8260. 8310, 8320, 8323, 
8430, 8470 rn M90, 8550 co 8573, 8'JHQ, and 89111); tlicrc were 
a tool of 59,365 patients. 

From this group we excluded patients who had not undergone 
i coitiplerc cvaJuadon to deteimine the stage of disease — lhat is, 
those for whom rhere was either no documenration or incumpleie 
documcntarioo widi regard ro mmor size, spread, ur nodal in 
volvcmenc in the SEER data base (21,006 padents [35.4 per­
cent]). We then identified pabenn widi stage 1 or stage I I disease 
(12,900 patients) according to [he staging system of the Ameri­
can Joint Comminee on Cancer,"-11 using die infoiiiiation in die 

SKERdata base on size, spread, and nodal involveinenr of the lu 
mor The definitions of these sttges were constant rhroughout die 
srudy period. We then excluded patients for whom diagnoses 
were obtained from death cemficitef or at autopsy (127 patients 
11.0 percent]) and those in whom a second cancer was diagnosed 
within two months of the primary lung cancer (17ny patients 
[13-V percent}), leaving a cohort of 10<>B4. 

Surgical TreBtmnnt and Survival aftar Diagnosis 

padents were considered to have undergone iiwgicaJ rcsecnon 
if rhe variable for sice-specific surgery in (he SEER data base in­
dicated that a procedure that wis curative in intent had been pcr-
fotmed. Such procedura included local resection, wcdF resection, 
scgmcntEaarny, lobectomy, sleeve resection, partial pneumonec­
tomy, Md radical pneumoneoomy (SEER-codes 10 tn 70). The 
month and year of diagnosis were documented in the SEER dau 
base; for aiulyuc purposes, wc amuncd that tlie diagnosis was 
made on the first day of the month. Dates of death were obuined 
from Medicare, which receives this mformation from die Social 
Security Administration. All tccoids of death are complete Through 
December 31, 1994, which was therefore Chosen as rhe date of 
data censoring for parienis who wrrr last known rn Iw alive. 

Chumcte fist let of the Partlciponts 

Oemovraphtc Chtncteristlcs and Coexisting lllnosses 

Informatjon un the sex of the parienrs was obtained from 
Medicare reconls, md information on race mid age »r diagnosis 
was obtained from rhe SEER data base. Tie lacjoeconomic status 
of each patient was estimarcd on Uic basis of Medicare dau on 
the median income for (lie ZIP Code of the patjenr'i residencr. 
Tliis variable wis necessarily an aggregate measurement of in 
conic, as opposed 10 a factor rhar reQected socioeconomic status 
on an individual basis. We corutrucied two srrala: one conraining 
thc patients who resided in areas in rhe lowest quarrilc of median 
income, and die oilier containing die remiining patients. 

The burden of coexisting illness wis detcrnuned wirh the use 
of MEDPAILinpaaeni records through an eiamination of aJJ hos­
pital admissions occurring widiin die l^month period before thc 
moach of diagnosU. We calculated two indexes of coodsring illness 
for each patient: one according to (Jie rnctliod suggested by Ro­
mano et al.," in which the maximal Charlson comorbidity index13 

was calculated on die basis ofinpatieni records during this period 
and thc other according to die total number of hospital admissions 
during this period, In order to Calculate these two indexes, we 
needed one year of recorded Medicare data before diagnosis. Wc 
dierefote calciilalcd the comorbidity indexes and conducteil die ad-
jusred analyses only for patients who at die dme of diagnosis were 
66 years of age or older and were covered by traditional indem­
nity insurance, lince Medicare docs nor cnlkci data on hospital 
iwrinn for persons in pIMOs (84 percent of die roial sample of 
10,984). The Romano- Charlson index could not be derermineil 
for parienrs without a hospiializadon during ihis period 

Accoss ro Care 

All parienis were insured by Medicate. Wc assigned each pancni 
die coverage (HMO or indemnity) that lie or »lic had durinc thr 
month in which the diagnosis was made, To aisess the lotal avail­
abiliry of care, wc used The healdi caie service areas defined by die 
Healrh Resources and Services Administration. Tlicjc areas rep 
resciil regions wirh certain cliaracteristics of hejllli care availabil 
iry, and ihey have been used in other smdics of die availability of 
healdi care.".'1 The areas range in silt fiom parts of a ciry ro sub­
stantial ponjons of less populous sutes. Hie health care jervice 
area corresponding ro each patient's aic-j oficiidcucc was doeu-
incnied in die SEER data base — our 10,984 study panicipants 
resided in 80 health care service areas. To detennine whether some 
of nnr findings could be related ro variarions in the local availability 
of health care services, we looked for liclcroecneity in our find­
ings wirh respecr io thc healdi care service arew and SEER areas. 

Volume 341 Number 16 1199 
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Statistical Analysis 
Wc isscsKd the lUocuiion benveen ilie race of thc patients 

and the receipt ol" mrpical rrearmenr by comparing die overall 
raiei of resectian (among bl»ck parienis as compared with while 
paiicuts) for che entire cohnn; by comparing the resection rales 
bclwcen black parienis and white padents within relevant sub­
groups, such as thtnc defined by age, comorbidity index, and area 
of residence-, by dcieraiming the cflect of race on the receipt af 
surgical ireatmem while cuntrolUng for other important (actors, 
such as sex, median income in the ZIP Code of residence, age, 
stage of disease, and comorbidiiy (one of the two mcasares); and 
by dcicrminiflg whether thc disparitiei in resection rates were 
consistent witl) tcspca to the SEEB. uea (with mc of thc 
Rrcslow-Day test for hetctngeneisy), health care service area 
(wiih use of thc Mantcl-Hactuzd test far kcccrogcnciiy), ind 
study year (with use of the Mamrl-Haenszel test)." 

Survival curved were constructed with the Kaplan-Meier merll-
od and compared widi use of the log-rank sadsde.'7 For analyses 
involving adjustnrcau fur potential caufbunding fiaors, wc used 
Ihe C Q I proportional-tmaitls method." AU P values arc two-sid­
ed. All analyses were performed with SAS software (wsion 6.17., 
SAS Insritwc, d r y , N.C). The csrimaicd survival benefit under 
> scenario in whidi black patients received surgical tieatment at a 
rate identical to that of white padents is based on the esdmared 
survival probabilities derived fiom die observed papnlaiion. 

R E S U L T S 

Characteristics of tha 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 difTerenccs bcrwecn the two groups with re­
spect to tlie stage of disease, type of iiuurance, nuhi-
bct of hospitalizations in the 12 months before tlie 
diagnosis, or thc Romano-Charlson comorbidity in­
dex. Black patients were slightly younger and some­
what more Jikcly to be men. The most important 
disparity between thc two groups was that black pa­
tients -were substantially more likely to reside in a 
ZIP Code area with a low median income. Also, the 
distribution of parienis among thc SEER areas dif­
fered between the two groups. 

Rassction Rates and Assoc ia t ion w i t h Surv ival 

Black patients and white patients who underwent 
surgery had roughly similar rates of survival at five 
years — 39-1 percent among black patitints and 42.9 
percent among whites (P = 0.10) (Rg. 1). Those who 
did not undergo surgery also had similar five-year 
survival rates (4 percent among blacks and 5 percent 
among whites, p-0.25) (Pig. 1). However, 76.7 per­
cent of thc white patients imderwent surgery, where­
as only 64.0 percent of the black patients received this 
treatment (P<0.001) (Table 2). The combination of 
discrepant resection rates and similar survival rates 
after treatment contributed to a substantial diflcrcitcc 
in thc overall survival rates, as shown in Figure 2. 

Wc diagrammed the effect of these results in a hy 
pothetical cohort of 1000 white patients and 1000 
black paiicnts (Eg. 3): 76.7 percent of tlie whites 
underwent suqjery, and 42.9 percent of these padents 
survived for five years, whereas only 5.2 percent of 

T#Bl£ V CllAMCTEHMTKJi BlACIt AMU WhrTP- MF.IHCAPJ; 
RlvNIiFlCIARJKS 65 TfEAJU Of A c t OR OUDEfL WTTll STAGE 1 OH 11 

NON-SMAI4.-CEU. LUNG CANCHK, lUHfi TO 1993 • 

BLSCX Wm-n. 
Ciwiucmisnc P«T*rmi PAIENTG 

no. IM 

All partidpanu 

Total nu KM) 10,124 
Afie (yr) 

6S-69 3,502 (35) 
70-74 isa (33) 3,2<ll (32) 
>7S 204 IH) 3,3(11 (33) 

Sex 
Male SB3(6fl) 6.264 (62) 
He male 277 (32) i f i M (38) 

Stage af disease 
I 682 (79) (1,003 (79) 
II 178(21) 2,121 (21) 

Median income in HI P Cttfa nf miri'-iirr 
J . o w c i t q i u r t i l c 4FI (52) l,W7 (19) 
ftiplica dure qmrtilci U9 (34) 6,1114 (ftH) 
Ni l dctcnnmnl 120(14) 1,303 (13) 

SF-F.H areit 
All inn 122 (U) 730 (7) 
iJonracdcm 60 (S) 1,6*2 (16) 
Pcrraii 37S (44) 1,792 (IM) 
l^oi Angclcj County 95(10) SH'J (6) 
Swi Franeiseo-OaldMiil-Sin Jns* ias (19) 1,595 (16) 

Type of Medicare Uuunncc 
liealdi mainicfUACc or^utiuiiur 75 IV) 961 (5) 
Indemnity 780 (91) 9,112 (90) 
Nor determined .1 (•-!) SI (--I) 

rarricipwiis >66 yr wirh ind cam iry 

Tntal no. 712 8,479 
Taral oo. of botpiulizatkiivi 

in previous year 
11 520 (73) 6,455 (76) 
1 133 (19] 1,446(17) 
2 41 (6) 36S (4) 
>2 IM31 210(2) 

Highest llcinuno Charlson uidci 
in prrvioui yari 

Noi evaliiaudS 520 (73) 6,4tt (76) 
(1 67 (9) 697 («) 
1 72(10) 801 (9) 

1 S3 (7) S26 (6) 

'lleeaiise nl muncluig, all |>crc<nTaBr( do nor iaul 100. 

I-SUER denocet the Surveillanee, l!pj<ieniiolaiiy, vvl lind K U I I I K pir. 
(Irani. Only the poeno from the areai rtui conmbuicd nmrc rhan s pi-r 
cenr of rhe Mark cohort arc lined. 

f ' l l ic R/>niano'-Charlson indoc wv calculared oidy fur ilie pancni^ whn 
weie limpiuliiecJ jn rtie 12-inontli pennd hefore die diasnuiis 

Silicic lurricipants consiiuiic Hie rohort for u'hiL'h L-nrnnrhi'liiv nnri-i 
euuld nat Uc calcukred. 

tlie remaining 23.3 percent of parienrs who did noi 
receive surgical nxauncnt survived for rhar long. Tims, 
overall, 341 patients (34.) perceni-) were alive ai live 
years. In contrast, of the 1000 black patients, only 264 
paiicnts were alive at five years — 77 (77 percent) few­
er than in thc white cohort- Two factors arc respon­
sible for 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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NO. Of pAVLHTi AT DISK 

— Wfiita pgtionls, with eurflcry 
— Black palionlE, wi lh surqory 
— Whim patio n i l , wittioul turgery 
— Black pationts, wllhoul surfisiv 

P-0.10 

B 9 10 11 

Yoars after Diagnosis 

Whhe, Lutfjary 7763 4495 1QG9 407 12 
Black, jufgery BM 301 145 69 30 0 
WhitB, no fttifflary 2361 458 110 30 6 • 

DlicK no iunjory 310 60 14 2 1 0 

Fiuur" 1- Survival of Madlcaro ponoficiarics 65 Yaare of Age or Older Who Were Given a Diagnosis of 
Staga I ar ll Nan-Sinal(-Ce(| Uunfl Cancer botwoen 1985 and 1993. Accordino to Treatment and Race, 

I 

\. 

lower five-year survivaJ rate after sui^ery among blacks 
(39.1 pctccnt vs. 42.9 percent). I f black patients had 
undetBone sutBcry at a rate similar to that for white 
patients, we esdmate that 308 black patients would 
have been alive at five years, a number onJy 3.3 per­
cent lower than that for whites. These figures suggest 
that of the 77 more deaths per 1000 black patients, 
the nujority (44) can be attributed to doc (allure to 
provide sureicaj treatment for a curable disease. 

Strat i f ied and Adjusted Analyses 

We perfbnned a number of stratified and adjusted 
analyses to test thc robustness of these results. The 
pivotal disparity in rarts of resection was evaluated 
in several important subgroups (Table 2). The re­
sults show tliat tlie lower resection rate among black 
patients was consistent. In addition, we found no ev­
idence that the disparity in resecaon rates differed 
according to rhe health care service area (P=0.HS) 
or SEBHarca (P-li0-64) or that tlie overall resection 
rate or the disparity in resection rates varied during 
rhe years of rhe srudy (P = 0.62) (data not shown)-

Thc disparity also persisted in two multivariablc 
logistic-regression analyses in which we controlled 
for age, sex, stage of disease, median income in the 
ZIP Code of residence, and coaqsring illness, a-s meas­
ured by cither thc Romano-Charlson index or thc 
number of hospitalizations in die previous year. On 
rhe basis of these analyses, thc odds ratios for under­
going surgery among black patients, as compared with 
white patients, were 0.54 when thc Romano-Charl­
son index was used as a measurc of coexisring illness 
and 0.53 when thc number of hospitalizations was 
used — findings that were consistent with tlie unad­

justed odds ratio of 0.52. Tlie results of all the analy­
ses support the bypodicsis diat race is an important 
independent factor in determining the likelihood thar 
a patient widi early-stage, non-small-cell lung can 
ccr will receive surgical rreatment-

Thc observed similarities in survival among black, 
patients and white patients afrcr either receiving or 
not receiving surgical trearmenr were also evaluau-d 
in analyses adjusted for factors previously identified 
as affecting survival. These analyses showed a slightly 
increased risk of dcatii among black patients after 
suqjcry (rclarivc risk, 1.10; P-0.1.8) and a slighdy de­
creased risk nf death for black patients who did nor 
undergo surgery (relative risk, 0.84; P=0.02) (Tabic 
3). The analyses also confirmed rhar in this enhnn, 
residence in an area with a lower median income, mak 
sex, older age, a higher stage of disease, and more co­
existing illness all conferred an increased risk of death, 
regardless of Trcarmcnt. 

DISCUSSION 
The optimal rrcauncni for early-stage, non-small 

cell lung cancer is surgical resection — a trcarmcru 
widi a substantial cure rate.''"'" In rhis study, wc tit-
Termined whether the rare of surgical ircamicm for 
stage I or stage 11 non-small-cell lung cancer was 
lower for black patients 65 years of age or older than 
it was for white patients in die same age group. Then 
we compared die survival rales between black pn 
ticnts and white patients who had undergone sur­
gery and between black patients and white patients 
who had not undergone surgery. Using several ana 
lytic techniques to control for the confounding effecis 
of disease stage, type of insurance coverage, avail-
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T M L E 2. JUTK OV Riap-C-noN ANU HKIAIIVK RISK AIXOHOINC TO UAKF. 

w 

Total 

65-69 
70-74 
f7S 

Sci 
Mite 

Sttpc pf diicue 
I 
11 

Mcdiwi inewne in ZIP Code of rccidcnic 

HtglicK (tuw qmnilci 
Hoc dnrmuned 

SEEIL«t.t 
AiLmu 
CowKtrinit 
IJcmifr 
Un AnBda County 
San FranriKO-Oilduid-San fuse 

TVpc Pf Medicare iiuiuanu:; 
l-lolili nutntuuuee 0[ganiuiioii 
Indemnity 

Comort*lily$ 
Na. of hntfiiuliTjijnni in prevjniu ynr 

• 

1 
2 
> I 

Hietwl Ronuno-CliirUon InJci in 

0 
1 
> l 

Na. nf ftilAnvi] Rm r 
f U i t |*.| (95* Cli" V l L U t 

wHrrn 
l-ATlfeKTi rAi'niKre 

lo,9a< 64.0 76.7 0.83 (0.79-0.88) <0.00l 

3,678 73.7 85.4 0.86 (0.&i~Q.!>2) <0.001 
3,541 64.3 80J 0.80 (0.73-0,88) <0.001 
3,565 45.6 64.2 0.71 (0.61-0.83) <o,ooi 

fi,M7 64.8 76.7 0.85 (0.80-0-90) <0.001 
4,137 62.1 76i> 0.81 (0.74-0.89) <0.001 

0,685 64.1 77.0 0.K3 (0.79-0.88) <O.0Q] 
2,299 63.5 75.5 0.84 (0 75-0.94) <O.0Ql 

2,358 61.9 70.7 0.88 (0.81-0.95) <0.001 
7,203 67.5 78.0 0.87 (0.80-0.94) <dQ.aoi 
1.423 63.3 78.2 0.81 (0.71-0.93) <0.001 

asi 55.7 70.4 0.79 (0.67-0.93) <O.D01 
1.73) 69.6 79.5 0.88 (0.75-1.02) 0.05 
2,167 59.2 73.1 0.81 (0.74-0.89) <n.oo] 

674 65.9 79.3 0.83 (0.71-0-97) .0.006 
1,760 74.6 79.9 0.93 (0.85-1.02) nm 
1,036 70.7 76.3 0 93 (0.80-1.1)8) 0.J7 
9,1192 63.5 76.7 0.83 (0 78-0.87) tn.om 

6,9/5 MO 77.(i 0.11.1 (0.77-0.88) <0.U0| 
1,579 59.4 72.3 0.82 (0.71-0.95) 0.002 

409 56.1 70.7 0,79 (0.60-1.05) 0 06 
22« 50.0 56.2 0.89 (0.55-1.43) 061 

764 59.7 81.6 0.73 (0.60-0.89) <o.oui 
873 58.3 67.3 O.H7(0.71-J.D6) <0.12 
579 54.7 60.1 091 (0.71-1.18) B.4S 

•lUbtiw tuki vc arunde^ninit mrgitiil laecrion for bbek paijcnn JI comitrnd with white nJ 
beats. Ct.dqKwef coalmen jntcrvil. 

tSEEH (Jenon* the Sur-zilUncc, l-^i*:miolQb-y,and End Ranlii pmgnm. Only dau frum th<-
thit CQnmUjtcd more llim S pcrcail pf die bUck cahart uc lilted. 

JDaia wtjc miuing for 5 bla4: pjlicnU and 51 white pitienti. 
fTIOs odgwy indudd oidy il.c |MljciiTi wliu wen 66 ycin ofayc or nlder and *lio had indf mnitv 

inwnacc enwnfte it the tjinc afdiacnaqi. 

TFTK BMtano-Cluritoit Lidci wu calculated an\f {nr rhe [»jri.-n[s wli<j wrtr hoipitaliicd in thr 
12-iiiDDih period befan the diagnosif. 

abiliiy of care, socioeconomic status, age, and coex­
isting Ulnesses, wc found that black patients were 
less likely titan white patients to undergo surgical 
resection (a difTerence of 12.7 percentage points). 
Roth unadjusted'and adjusted analyses showed diat 
black padents who underwent surgical rcseedon had 
a five-year survival rate similar to that of white pa­
iicnts who underwent rcsecdon, and we estimated 
that of the 77 more deaths per 1000 black padents, 
die majority (44) could be attributed to rhe lack of 
surgical trcaonent. 

I f black padents were to undergo surgery at a rate 
equal to that of white patients, their survivaJ rate 

would probably be substantially improved and would 
approach diat of white patients. Given equal rates nf 
rcsecdon, wc estimate dial dicrc would be a 3.3 per 
cent discrepancy in survival ar live yean; (341 survivors 
among J 000 white patients vs. 308 among 1000 black 
patients). The survival curves shown in Figure 2 for 
black patien rs and wliite padents altei surgery siifi-
gest a similar conclusion: given equal treatment, black 
patients will have a survival rate that is only margin­
ally lower than that for white patients. The small dis­
parity in survival between black patients and white 
patients with equal resection rates is not surprising, 
even if surgery confers an equal benefit in each group. 
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Figure 2. Survival of Medicare Boneficiarios 65 Yoars of Ago or Older Who Wora Given 9 PinQnosit, of 
Stage I or II Non-Small-Coll Uing Cancer hotween 1985 and 1993. According lo Racn. 

W h i t e P a t i e n t s 
(n = 1000) 

/ \ 

Surgory 7 6 7 ( 7 6 7 % ( 2 3 3 {23.3%) 

Black Pa t i on ts 
(n = 1000) 

P r o p o r t i o n 
S u r v i v i n g 

F i ve -Yea r 
S u r v i v a l 

329 142.9%) 12 (5.2%) 

Yes 
640 (64-0%! 

250 (39.1%| 

Na 
300 I36.0%> 

14 (3.9%) 

341 264 

(•'iguro 3. Relation between Um Rata o l Surgical nosnotion for Stage I or ll Non-Small-Cull Lung Cancfii 
and Five-Year Survival in Hypothotlcal Cohorts of 1000 Black and 1000 Whllo Medicare Biinuficiaries 
65 Ynare of Aoe or Older. 

If 76.7 pertont of the black patiople had undergone surgery, 308 of I l ium woulri bu oxpocterl in t>n iilivo 
five years after riiaonosis. 

I 

The aenraria] tlaca (dcaUis due 1.0 all causes) in the 
same populniion show a larger gap; on average, a 73-
ycar-old black person has a 76 percent likelihood of 
survivaJ for five years, as compared wirh 81 percent for 
n 73-ycar-old white person.,n 

These results shoulcl be viewed with caution. Wc 
focused on Medicare beneficiaries who were 65 years 
of age or older, and it is not clear whether there is 
similar variability in the care provided to younger pa­
tients with lung cancer. In addition, in all the patients 
in our study, the diagnosis of non-small-cell lung 

cancer and die stagt; of disease lind been esiablished, 
which mcam that all the patienrs had had extensive 
involvement widi the liealdi care system. Our study 
did nor address thc care received by paiicnts who 
present widi advanced disease or those in whom ihe 
stage of disease has not been determined. Two other 
faciors that wc did not invesrigatc also increase mor-
rality due to non- small-cell lung cancer in black per 
sous. The annual incidence of non-small-cell lung 
cancer in rhis population of people who arc 65 years 
of age or older is higher among black persons (359 
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TABU- 3. Km:.rri m lUci. A M I Orm-.a l-Arrnus ON .SU^MVAI. 
AMONI:; ]'ATii:j>rr!; Wmi UNUKHWKNT Su^iiuv 

AND THO-M-. VVM" Pin NOT. 

FACTOH RELftlK* N i a of DEATM 

Mlll.«riS 
HKHUCOIWl, P UNUElGOmii 

siJii:r.»v V*I4IL Vlkl.Ul. 

ILli^: 
Wh i te ' ion i no 
PUct i i n U.IK OKI 0 02 

Income 
Mighcsi Lhicc q i ju l i l u 1.00 1.00 
Luwcit qi)«ralt no <0.05 1.15 0.007 

Sci 
Fcmi^c• 1 0(1 1.00 
MiJc 1 44 - .U l t f l l 1.21 <.0.OO| 

6 5 - 6 9 y r ' 1.00 1.00 
70-7* yt 1.17 - i 0.001 1.10 0.17 

1 4 * •r 0.001 1.20 0.004 
SURE nt' d i t c u t 

I" 1.00 1.00 
II l.'JH <0 .0U | l,3S <0.OOI 

f l u m i n o - C l u r l u j n 
cnmofbi4)l.y uvlci 

Nni jvai l iblc" 1.00 l .oq 
0 1,(11 O.St 1.25 0.02 
I 1 2.1 <0.001 1.22 O.UOfi 
> 1 \M <n.oni 1.42 ••:D.DOI 
"Tli is ww [he itreirnce c j ic^ur ) . 

per 100,000 popuJarion) dian among wliiic pcrsuns 
(294 per 100,000).2i." AJso, among persons 65 years 
of age or older in whom the stage of disease is deier­
mined at tlie rime of diagnosis, thc SEER data show 
that black parienis arc less likely than wliite patients 
to have rcscciabk (i.e., stage 1 or II) disease (27 per­
cent vs. 3] percent) (unpublished data). 

hi tliis study, we were also limited in our ability 
in make adjusnnents for two factors thai might have 
influenced thc intcrprctaiion of our results. Wc used 
an aggregate measure of income as a surrogate for 
die .socioeconomic status of each paticni. Some inves­
tigators have argued thar our aggregate measure is an 
adequate surrogate marker for socioeconomic status," 
hut others have argued thai rhe optimal socioeco 
nomic variable is ai the level of the patient, nor ai 
rhe level of the community.^ Therefore, wc ennnm 
be sure that wc have scparaied the cflerrs <">f r;iu; 
from those of socioeconomic status, 

hi addirion, wc could not asccrrain the Jlomano-
C'.harlson comorbidity index for rhe 76 percent of 
our padents who were not hospitaliz-ed in die year he 
fore the diagnosis. However, ii seems unlikely rhm 
this lack has led us io make incorrect conclusions, 
for three reasons. U-irst, in die 24 percent of patjenrs 
in whom we could evaluate cocxisiing Ulncss in terms 
of the liomano-Charlson comorbidity index, thc dis­
parity in treatment was consistent. Second, most cli­
nicians would agree chat, barring thc presence of 

severe pulmonary disease, a patient who had not re 
quired hospitalization for a year could probably tol 
crate a thoracotomy and partial lung resetijon> 
Third, wc can predict thar the bias wc may have in­
troduced by using this measure of coexisting illness 
would, if anything, have led us to underestimate the 
disparity in treaqnent between black and white pa­
tients. Specifically, for chronic diseases diat arc re­
sponsive to outpatient management, such as chronic 
obstructive pulmonary disease, blacks are more like 
ly than whites to be hospitalized for the same degree 
of illness, thus increasing our estimate of thc burden 
of coadsting illncw among blacks.16-26 

Variations in die care of patients with similar dis­
eases have been observed since Wcnnberg and Gii-
tclsohn first called attention to tlie phenomenon in 
1973.17 Unlike the treatments under scruiiny in many 
other studies, the optima] strategy for rhe ircatment 
of early-stage, non-small-cell lung cancer is unam­
biguous: surgical resection confers a meaningful prob 
ability of cure, whereas other therapies do not. Wc 
cannot determine from our data why black paticni-'i 
have a lower rate of resection than their white coun 
tcrparts, but wc can conclude that die difference in 
treatment has a substantial cflcct on survival. Others 
have argued that thc preferences of black patients 
may differ from those of white patients or rhar black 
patients may weigh the risks of surgical therapy dif 
fcreiitly.,* « An alternative explanation is thar black 
paticiiui arc oflercd optimaj treatment less frcqueni ly 
ihm dicir while counterparts.•in These arc ceriaiuly 
issues worthy of investigation in future studies. 

Wc are indebted to (IK Applied Reicarch Bmnih, Dirisian tfCnn-
ecr Prtvmtum and Popultnivn Stienc*, Natianai Ctmccr Imliiult; 
ia elu O/fue ef InfarniaiieH SfmUa and fix OJftrc tf Srraifgic 
l'lHnmi\g, Hcaltli Care Fingnciiy Adminiitratian; to infurmatitm 
Manngtmcm Scrvicts; and fu the SEER pr^qram. IU inle^reln-
tiou and repaninj of tlif data from tht tinhtt SHHIi-Medicare Hntn 
bate HTC the Sole Tespansibility ef tht ilulhim 
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R A C I A L DISPARITY IN R A T E S 
OF S U R G E R Y FOR L U N G C A N C E R 

LUNG cancer is rhe leading cause of dcadi fmni 
cancer in thc Uniied Stares, accotmririE for more 

dcaihs per year thatl cancers of the brcaSL, colon, 
prosiatc, tind cervix combined. Blades have a liigher 
incidence of and dciih rare from lung cancer than 
whiles, i'he incidence rates differ sigmficniiily amonp, 
men (122 per 100,000 pnpnlniion for Macks, as com 
(•.ared wirh 7H per 100,000 for whites), whereas rhc 
raics among black women and white women arc sim-
ilar. OveraJI, die five-year survival rate for lung can-
^ r is M percent among whites and 11 percent among 
blades. 

Some of the difference in die incidence of lunp, 
:ai)cci can be explained Ciearcue smoking, the prc-
lominani risk factor, accounts for 80 to 90 pcrccm 

•if all cases. The risk is rclared to the number o f cip-
Lrcttes smoked, the age ar which smoking began, 

.'nd the duraa'on of smoking.1 Rlnck men have high-
•T rates of cigaicLte smoking rhan white men (34 
percent vs. 28 perccm), whereas black women have 
leaver rates than wliite women (22 percent vs. 25 per 
"=nt). Women may be at grcaicr risk for Jung cancer 
Hian men at a given level o f smoking. Tobacco com­
pares have ewgeted blacks, espedaily teenagers, widi 
i'ggressivc adverrising and promorion. During diis 

f* :••• ; '. 

decade, die prevalence of smoking increased by 8() 
percent among black high-school students (from 13 
percent to 23 percent), with the mnsi dramatic in­
crease occurring among young black men - from 
14 percent to 28 percent. Unfonunaiely, exposure 
o f blacks to oihcr respiratory carcinogens (parti cu 
larly occupadona] exposure, air pollution, and di­
etary factors) has not been adequately studied. 

The reasons for the higher death rate among blacks 
widi lung cancer arc more complex.2 Most of die 
blame has been placed on heaJth-rclatcd behavior, 
-socioeconomic status, or lack of access to medical 
care. However, studies suggest that these factors ac 
count for only a portion of die inequalidcs in mor 
bidity and mortality. 2 Therefore, other explanations 
should be sought- Blacks smoke fewer cigaretrcs than 
whites, but they tend to smoke mendiolatcd cigarettes 
or ones with liigher levels o f nicotine and tar. AJsu, 
black smokers have higher blood levels of codniiiL-
(die main mcrabolite o f n i c o t i n e ) a n d the care; 
tiogenic or mutagenic agents in tobacco smoke may 
be metabolized and excreted at di/ferent rates in blacks 
•.is compared with whites.5'" These dirferences may 
help explain die greater risks of bodi addiction io 
nicotine and die adverse health consequences of smok­
ing — cancer, heart disease, and stroke •-- amonp 
blacks. 

In this issue of die Journal, Bach er al.7 present re 
sulrs from an observational study in which data from 
two large national data bases — rhat of thc Surveil­
lance, Epidemiology, and End Results (SKER) pro 
gram and Medicare hospitalization records — were 
used to assess die rates o f rcsecdon and survival 
among elderly padents (>d5 years of age) widi ear­
ly stage, non-sniaU-ccJl lung cancer (i.e., cancer con­
fined to the lung or regional lymph nodes without 
mediastinal or odlcr metastatic spread [srage I or 
stage I I ] ) . There is agreement that surgical resection 
saves lives in patients with caily-stage, non-small 
eclj lung cancer. After accounting for the confound 
ing effects o f sex, cocxisung illness, socioeconomic 
starus, insurance coverage, and av.ulabiiiry of care, 
the study showed diar black parienis, once lung can 
cer had been diagnosed and staged, were 12.7 per 
cent less likely than wliite patients to imdcrgo surgi 
cnJ resection. Blacks also had a lower five-year survival 
raic dian wliites. The authors concluded diar if blacks 
were ro undergo surgery at die same rate ax whites, 
the survival rate among blacks would be subsraiuial-
ly improved and almost equal to ihat among whiles. 

What arc die implications of rhis study? The find 
ings of rhis study and others'1 suggest that there is n 
difference in how physicians manage cancer thai is 
based on a patient's race, regardless of other attrili 
"ies, and diat the consequence of diese lapses in 
care is reduced survival among blacks. Evidence dim 
bias on die part o f physicians (cidicr overt prejudice 
or subconscious perceptions) inQucnccs access to op-
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limal cancer care is dishcanen'mg, because wc al! be­
lieve dial if'ciur loved ones get cancer, they will re­
ceive die best care available. We do not presume ro 
know whcilier bias is truly at work in diis setting, 
but wc must strive to remove any barrier preventing 
blacks from using thc health care system for rhe pre­
vention, diagnosis, and trcaonent of cancer. 

Many physicians either do not know or fail to ad­
here to established standards for the diagnosis and 
staging of lung cancer.1 An alarming 35.4 percent of 
the patients in thc study by Bach et al. were excluded 
from the analysis because of inadequate documenia-
tion of thc tumor stage — a crucial step in the for-
mulatioa of trieatment recommendations.7 Tliis find­
ing should be die focus of future investigation, since 
it undencorcs thc effect of poor pnetrcatment eval­
uations. 

Radal differences between physidans and patients 
are often barriers to optimal patient-physician com­
munication and partnership.9 Blade patients arc more 
likdy dian whites ro feel exduded from dedsions af­
fecting dicir hcaltli, and diis feeling may be an im­
portant factor contributing to miscommunication, 
increased suspidon of die health care system, and 
concern about misireaTmcnL Failure io address die 
very real issues of cross-cultural eomnnmicatinn and 
variations in belie/s about health threatens paricnu;' 
satisfttctjon and clinical outcomes. Rccenl initiatives at 
medical schools to teach "professionalism*' and "cul-
niral competence7' should be lauded and expanded.10 " 

Both b ack patienls and white patients appear more 
likely to fed involved with their own care when dicir 
doctors are of the same race.' However, black pa­
tients arc far less likely to have a black physician as 
part of dieir care team. Aldidugh blacks make up 12 
percent of the U.S. population, only 4 percent of 
physicians arc black. Despite dicir low numbers, black 
physicians have a unique and important role in die 
care provided to poor or minority communitics.,:2 

Conscquendy, die dismantling of programs designed 
to encourage members of minority groups to enter 
die health profession ilircatcns die health of blacks 
and other minority groups.1* 

The lack of preventive services and appropriate 
cancer-screening tests is a known weakness of the 
American heallh care system. Despite the fact that 
tobacco use is die most cosily and deadly cause of 
preventable disease, graduates of U.S. medical schools 
:irc not adequately frained to treat nicoihic depend­
ence.13 J?or lung cancer, as compared widi odier com­
mon cancers, dierc is no regular screening test to en­
hance early detection and reduce mortality.1 In a 
recent smdy of spiral computed tomographic stan-
ning as a screening pnocedure, early lung cancer was 
detected in 2 7 pcrceju of 1000 subjects widi a his-
cory of at least 10 pack-years of smoking, which com­
pares favorably with tjie rate of detection of prostate 
cancer widi screening for prostate-specific antigen . M 

This exciting finding may spur a resurgence of early 
scrc< ning initiatives. 

More efTective screening will make surgical rcsec­
non for early-stage lung cancer more imponant, and 
any racial disparity in resection rates, i f not correct­
ed, ifilJ be even more glaring. Many blacks do not 
unddrgo preventive screening for cancer, becausc 
dicir physidans do not recoramend the icsts.1 Should 
effec ive screening for lung cancer become available, 
wc will need large-scale public healdi initiatives to 
maw black patients, and their physicians, aware of 
its importance. Finally, since patients without med­
ical insurance and diose witii low incomes undergo 
scree ling and needed surgery less olien dian odier 
pauc its, wc need ro ensure universal access to ap­
propnate care. 

Most of thc knowledge about thc best treatment 
for patients widi lung cancer has and will comt from 
large, properly conducted clinical trials. Unfortunaie-
ly, many blacks are reluctant io enroll in clinical trials 
— die aftermath of several shameful episodes in die 
history of U.S. research. President Bill Clinfon's for­
mal apology to the remaining survivors of the Tuske-
gee Study of Untreated Syphilis was more rhan sym­
bolic - it was a start toward die rebuilding of 
irust-T Physicians making treatmcni rccommenda-
tions tjo black patients must be sensitive to this issue 
Also, kgencies that fund research on cancer should 
devoid more resources to remedying the dispropor­
tionate effect of cancer on minority groups and die 
mcdicilly llndcrse^ved.,, They should also ensure ad-
cquatd rcprcsenLation of racial jmd cdmic minority 
groups in cancer studies, increase thc number of per­
sons fiom minority groups who perform cancer re­
search and partidpate in the setting of researdi pri­
orities, and increase efforts to aitracr investigators 
from minority groups to work on cancer issues and 
serve on advisory panels." IT is impartant to note 
that re icarch on lung cancer remains grossly under­
funded (at a level estimated to be SSOO per deatli, as 
compared widi $30,000 per dearh from AIDS and 
$1Q,00|D per deadi from breast cancer). 

Preventing lung cancer is easier dian curing ir, 
and survivaJ is better if die cancer is diagnosed early 
in an asymptomatic paticni and irenred with surgical 
resection. I f tht poor siaristics on survival for clu-
leading cause of cancer deaths in (he United States 
arc paripally due ro racial discrimination ilia: results 
in an inadequate emphasis on prevention or insuffi-
ciendy aggressive care for blacks, dicn the medical 
establisninenT begins to share a portion of die mbne-
co industry's cujpabiliry for the dismal outcome of 
patients with this disease. Like a time bomb, lung 
cancer should be rapidly cvaluaicd and defused. Ev 
cry cdiicational, social, political, and legal eftbrt 
should Ipe made to ensure that all paticni--; with lung 
cancer receive high-quality care — appropriarc serv­
ices delivered in a technically competent manner, with 
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free software for downliiadinu nrliclcs so ihry can Ur prirnrri in a formal that is 
virtually itlcnrir.al lu thai nf rhe typc>,ri pajes, 

Vo lume 34 1 N n m h c r 16 1Z33 



DEC. -14' 99(TUE) 18:31 US SENATE HELP CMTE TEL:202 224 5128 P. 027 

News Release •| i l l . I I I . N I ; V i 

KA1S 
[y\M ll.Y 

CMKARCiOrcn FOR RELEASE. UNTIL: Contact: Jennifer Morales (202) 347-5270 
(Moher 14, 1999 Missy Krasncr (65Q) 854-9400 

NKW SURVEY FINDS MOST AMEKJCANS UNAWARE 
OK LONG-STANDING BLACK-WHFTE GAPS IN HEALTH STATUS 

Whites and Minority Americans Differ in Perceptions of Minority liealth 

AfriLiin Americans nnd Latinos Say Race Matters, bul More Are Concerned 
with The Cost of Coverage and Care 

WashiiiLUQn, DC -After years of afflcial reporcs of poorer health outcomes for Africfln Americans and 
;:iibsiaiilial media atLcnlion to ihu issue, most Americans—and most African Auiuricfins—remain imaware 
ilinl blacks fare worse on key health measures, such as infant monaliiy and life expectancy, nccoi'ding la n 
ii'-w national survey released today by llie Kaiser Family Foundaiion at a forum in Washington, DC And ai 
a lime when ihe problem of the uninsured is back in the news, more African Amcrienns and l-aiinos ciic the 
a>si of heallh insurance iind medical care than their race nr ethnic background as n major problem they face 
m hcaltli eare. 

L ick of Auai-cncss in Hcaltli Gaps BDIWCIMI African Americans & Wliites 

\ majoriiy of vvln'ie Ameiieans (5^]%) ure not aware that infam mortaliLy is hieher fiir black iiifanis than for 
•vliite (39% think il is the same: 6% belter; and 9% don'l know). Strikingly, 5fi% of African Americans hau' 
ih.; same misperception (42% ihink black in fam monaliiy is the same as white; 8% ihink' il is better, and 8% 
dcu'i know). Majorities of whire and African Americans also have the same mispercepiions aboui life 
<••> pectancy I'lfiy seven percent (57%) of whites are unaware that life expectancy is shnner for blacks (4.'i0/.i 
ihmk il is the same; 5% better, and 9% don't know), and 53% of African Americans are unnware ( i f i % ihink 
II r, the same; |0% think i i is bfmer; and 7% don't know), fin |997. black infant mortality was 2 V-_ times 
hiiilu'.r than white (14.2 per 1,000 Mack iiifaiils bom veif.us d.O per 1,000 white inlams horn I. and blacks in 
i^96, on average, lived 6.6 years less than whiles ! 

I heiv is im sinule cause nf racial disparities in liealth, and ihere's no sin.ule solniinn. hut ihe re is no douln 
lli.it greaici public ;-ivv.Hrencss l^ needed if we are going to have nn impaci on this problem said Drew K 
Aliman, Pli 11 . presidenl of ihe Kaiser Family l-'oundatinn which conducied (he siinc\ 

"I he survey also .slums lhal the ma|oril> of African American.s helieve ihcre •ice dilVcreneo in access m 
fe i|ih enre bi:i ween whiles ,niiH African Americans, bul the majocih of whites perceive nn differcnees. Fnr 
ex. imple, 67% of whites heljevc African Americans are "jiisl as well or better off than Ihe av era»e w hite 
|:>i'ison when ii comes io gening routine medical care when Uie> need i l , " while 5 1% of African Americans 
Idieve blacks are worse off. Over ha|f(5fi%) of African Americans surveyed believe ihai African 
Americans with hean disease are less likely lhan whites with hean disease io e.ci specialized medical 
procedures and surgery. By ecuurasi. .33% of whites believed lhat Afrie.-ui Americans wah heart disease an' 
li:s> likely than whites to get lhal care. Similarly, 64% of African Ameiieans believe thai ihey are less |ikcl> 
Uifm whites io gel ihe newest medicines and treatments for HIV-AlDS, compared to 43% of whiles who 
believe lhal African Americans are less likely to £ei that care. 

\ i l UNK : | , N^' ( Su i , 
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When asked about problems African Americans face in the liealth cart system, many blacks (40%) cited 
hiving difficulty getting care because of race or ethnic background as a "major problem," but more (45%) 
died "having enough doctors or other health care providers near where they live" and an overwhelmine 
majority (71%) cited '"being able to afford ihe cosi of insurance and necessary medical care" as a major 
problem. 

A ffiean Americans and Latinos Lack Confidence in the Health Care System 

The survey also reveals that minority groups also have concerns that the quality of care they receive is lower 
lhan that provided to whites. Sixty-four percent of African Americans and 56% of Ulinos believe they 
r< ceive lower-quality health care than whites. By contrast, 61% of whites believe thai African Americans 
rt ceive the same quality care they do, and 59% believe Latinos receive thc same quality of care. 

Perceptions of the quality of health care may stem, in pan, from personal experiences. When asked ifihcy 
h ive felt they have been judged unfairly or treated with disrespect because of their race or ethnic 
biickground, only 1% of whites said they have had this experience, with 12% of African Americans and I 5% 
of Latinos reponing such an experience. While only 1% of whites said they have been judged unfairly or 
treated with disrespect because of how well they speak English, 14% of Latinos say they have been poorly 
[rested because of a language barrier. 

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

This survey shows thai neither efforts to improve financing or effons io prevent racial discrimination alone 
*vi|| improve health access for minority groups. Both race and money matter," said Marsha Lillie-Blanton, 
Dr.P.H., Vice President, the Kaiser Family Foundation. 

fhe survey is being released at a forum on Race, Ethnicity and Medical Care in Washington, DC, 
i.'s thc Kaiser Family Foundation. The forum will bring together leaders in health care, research a 
..'ducation to discuss racial disparities in care and ways io address ihem. 

convened 
and 

The Kaiser Family Foundation, based in Menlo Park, California, is a nonprofit, independent national health 
i.&rc philanihropy and is nol associated with Kaiser Permanente or Kaiser Industries. 

Copies of ihe survey topl'mes (publication #1 529) and chartpack (#1 528) are available online at www.kff ortj. 
nr by calling the Foundation's publications request line at (800) 656-4533. 

Methodology 
'I'he Kaiser Family Foundaijon Survey of Race, gthnicity and Medical Care: Public Percepiions and Experiences is 
lia«d on a national random sample of 3,884 telephone interviews with adults age 18 and over including 1,479 whiles, 
i, i 89 African Americans nnd 983 l-atinos. Interviews were completed both in English and Spanish according lo the 
pnTerences of the respondent. The survey was designed and analyzed by researchers ai ihe Foundation, and conducted 
hy Princeton Survey Research Associates between July 7 and September 19, 1999. The margin uf error is +/-3% for 
pj. uUs based on The full sample, +/-4% for the subsample of whites, +/-A% for African Americans and H-/-6% for 
l.siinos. (Margin of error is large for smaller subsamplcs of respondcnLs). Not.; that in addition m snmpling error thiTr 
tin uther possible sourcus of mtasurcment error. 



DEC.-14'99(TUE) 18:32 US SENATE HELP CMTE TEL:202 224 5128 p. m 

Briefing Note 
ANALYSIS OF MINORITY HEALTH REVEALS PERSISTENT, 
WIDESPREAD DISPARITIES 

June ' i9)9 

To ordrr Fund publicaiions. 
Please .•.-..ii. )-m-rn-im 

rof rnt ic information 

Plciite :ai|. 

MARY MAHQN 
Public IF!! irmaTion OfTiCLv 
THE CC ruiMDNWtAkTi i FUNTJ 
TFLIV. < 06-3853 
FAX 21 '.1.06-3500 
[ •MAIL n.ni^'Cfnwf.oru 

Or 

KAREN S.:QTT COLLINS 
Asiisuii't /ice Presidoni 
'The Cor raonwtalth Func) 
TEL: i K t'^O^Br^ 

E-MAIL ly .cf>v'cmwr.nri i 

I 

THE COMMCN HEALTH FU^p 

ONE CA^T 7iTM STREf.T 

NEW YORK. ^ f 10U2I.2693 

TEI JU in no 

fAX 21 2.6011.. 5.10 

(T-MAH. t.mwliii':rnwr.tjrg 

h i ip: / /www r "0 vLorg 

A wMiiiprfhensivL' new C u n i m o m v c i i l i h I'vimil 

i f j i L i r i n| r m i v m t y A m e r i f j i i b ' hcal l l i c.tvc 

expv-nL-iu-e-, puincs ;i st.wk p i fcnro o f The health 

s u t m u f ; inJ healch cure received by racial and 

erhruc tTunumies, U.S. M i n o r i t y Heal th : A 

C l m i b o o k , by I'Uiul s inlTK. iren Scotr CoUins, 

M. l ' ) . , A l lyson H:i)l, I J h . l ) - , :ind Char lo t te 

Ncuhaus , finds char m ino r i r y Amer icans lap 

beh ind on nearly every health indicator , 

i nc l ud ing he:ikh care coverall.-, access to care, 

hie expectancy, and disease races. 

'I 'he chanboolc, w h i c h compares f indings f rom 

several h m d surveys, nar io iu l dan sources, 

and present* r-Lind^ponsored research f indings, 

aU> reveals ihar despite subsnmia l overall 

imp rovemen ts in Amencans ' health, racial und 

ethnic disparities persist across a^e, sex, and 

incnn ie caregories. Some s t r i k ing examples 

inc lm le the black infant m n n a l i t y rate, w h i c h 

is tw ice t l ia i n f all U.S, infancs; a h ipher breast 

cancel mnrral iLy rate for black wumiMi than 

wh i t e w o m e n (even though black w o m e n 

have a lower incidence nice); and nearly tw ice 

as manv l l ^ p a n i c adults report they do not 

havf .i regular doctor compared to wh i t e 

iiduhs. 

M i n o r i t y adults -are also more l ikely ro lack 

health insurance chau are wince adults, a 

cousisccnt t rend over t h t past decade. Near ly 

cwo o f f ive (3^%) Hispanic adults, one o f four 

(24%) black adulcs, and one o f four (24%) 

A s i a n - A m e r u an adults are un insured, 

compared w i d i mie o f seven (1-1%) w h i t e 

adults. 

Eh lcr ly minor i t ies experience disparities in 

access co care and health scani\ in pan because 

Medicare covers on lv ahom hal f the health 

care expenses of older Americans. T w o ot five 

Hispanic and t w o o f l u v black Americans age 

65 i n d older race their heal lh status is lair nr 

poor , compared wich less chan one of tnur 

(23%) w h i t e Amer icans fi5 and over. M i n o r i r y 

Americans f o and older are less l ike ly to have a 

regular doctor or co sec a specialist. 

Not iceable i n i p r u v e m e m . however , is evident 

on some measures, f o r example, chc n t e ol 

black w u m e n receiv ing mammograms and Map 

tests has increased. 

M ino r i t i es are also unJerrepreseiued in medical 

educat ion and in the health cave del ivery 

system. A l t hough Macks, Hispanics. and Nat ive 

Americans make up 24 percent o f the U.S. 

popu la r ion , only seven percent n f physicians, 

f ive percent o f demises, and six percent of 

m e d i c i l school faculty members arc f rom tine 

o f rhese m inor i r y groups. 

Facts and Figures 

• Near ly two o f five (3 L)%) black adulcs and 

almost hal f (461>;>) of" Hispanic adults report 

rhat rhey do not have a regular doctor , 

compared w i t h one o f four (26%) o f wh i te 

advilts. 

• A lmost half (45%) o f Hispanic adults, cwo 

o f five (H 1%) As ian -Amcncan adulcs, and 

more chan one o f three (3F>%) black adulcs 

report difTiculry pnying for medical care, 

compared w i t h une o f four [W/'o) wh i t e 

adults. 

• W h i l e about two - th i rds ((>5%) o f wh i t e 

Medicare hej ic l lc iancs were vaccinated 

against che Ilu in the past year, about four 

o f 10 (43%) blacks received a Hu shot in the 

pasc 12 months, H a l f (40%) o f Hispanics 

had a tin shoe in chat t ime. 
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ABSTMCT 
Bacllgr,nmd Epidemiologic studies have reporteq 

i::liffercnces in the use of cardiov�scul.ir procedures 
accordino to the r:ice and sex or the patient. Whether 
the dif1erences stem lror,, diHorences in the recom­
mendc1tions of physicians remains uncertain. 

Merbods We developed a computeriwd survey in­
s 1rumont Lo assess physicians' recommendations for 
managing ches[ pain. Actors portrayed patients with 
pa11icular  characteristics in scripr�d interviews about 
rheir symptoms. A total of 720 physicians at two na­
tional meetings of organizations ol primc1ry care 
physicians participatod in the survey. F.<1ch physician 
viowec! a rccordoci interview anci was given other 
dat.i about a hypothetical patient. He or sho then 
made recommondatians about that pationt's care. 
We used multivariate logistic-regression analysis Lo 
assess the etfoc1s of tho race and sex of the patients 
on tn:1c1tment recommendations. while controlling 
for the physicians' assessment nl the probability of 
coronary artory diseaso as well as for the age of the 
pationt, lhe level of coronary risk, the type of chest 
pi.lin, and the results of an exorcisci stress test. 

Rn11lts Hie physicians' mean ( :1: SDI estimates of 
Ille probabiliTY of coronary ;inerv disease were low­
c r for women (probabil iry. 64.1 !: 1 9.3 percent. vs. 
G9.2:!: 1 B.2 1lcrcont fa, men; P<0.001 I .  yo1 1ngor pa­
t ients {63.B:!.: 1 9.5 percl'!fll for p.ilients who were 55 
years old, vs . 69.5 2: l'/.9 pc.-cent for patients who 
were 70 yoars old; P<0.001 1. and pinicnts with non 
angina! pain (58.3 :!: 1 9.D  perciio1, vs , 64.4 .!. 18.3 per­
conl for patients wifl"I pt:issibh1 11ngi,).1 and 7 7.1 :!. 1 4.0

porcent for those with definite anoina; P "':0.001 ) .  1-o­
g istic-regression analysis inc!icmecl 1'1a1 women (adds 
ratio, 0.60; 95 percent confidenco interval, 0.4 \o 0.9; 
P = 0.02) and olaclc!; !odds ratio. 0.60; 95 percent con­
l!donco interval ,  0.'1 ta 0.9; P = 0 .02 1 wore less l ikely 
to be referred lor cardiac c:r1\hOTP.ri2.a1 ion 1hnn rn�n 
amt whites, rcspoctiv,� ly. Analysis of  race sex  inter· 
.ictions showed that black wc1men wero i;ignificantly 
less l ikely 10 be referred for calhe1eri2,nion 1'1 an 
white men {odds r:11io, o. ,i ;  95  pcrr;enr r:onficJenca in­
terval, 0.2 to 0.7; P ·= 0.004 1 .  

Co,u:/usfons Ou ,  r ,nding:; sug9es1 ! 1 1 .:1 1  t he  race 
and sex a( a 11atie11t ,ndepcnctcmly i r , f luc,,c,: now 
phyi.ici;:ms rnan:ige che5t pain IN C no l  J MP.d 1 999; 
340:61f�-26.I 
!01099, Ma�$act•ll>CI\S Moo,c.,1 SC>L •• lr 

E 
PlDEMIDLOGlC m.idics l1a.vc: idc1 1 1 i f1 1:ci 
differences according to race and sex in the 
rrcatment of paricnts wich CJ.Idiovascular d i � ·  
c:;ise in the Uniteu Sr;l ( r.�. 1 I I  Some studies 

have found t:Jl;iL blades and women arc less ljJcdy Than 
wlutC!i and men, rc.<;pc:ctivc:ly, rn undcr[�O cardiac 1;\dl 
crcrii.arion or coronary-artt:1)· byp:l,;s grafl surgery 
when rhcy arc admitted �o rhi: hospital f(lr trc.1uni:in 
of chest pain or myocardial i n f.,rc t iun . 1 o.e . io. , 1 , i J , 11 I n
contrast, otlicr stud.ii:s Wt·rc: 1 1 nablc w confirm th;1 1  
invasivi: procedure.,; .u-i: 1.mdcrnsrd i n  womcn . 1 5 . i •

R;iciaJ difti::rcnces in the rrcat.mcnt or cudiovas 
cuJar d.isca.!ic may be: explained br fu1ancial and or 
ganizat:.ion;i.l b.inicrs,13 dinica l tl ifti:rc:ncc/i w10110 pa 
tients,17 prcfcrcnc.;s of the paticms,7,R , I D, 1 2  and the
amoum of coni:.acr mi: paticn ,.s ti�vc with the hc:a.lrh 
can: sysrcm or hospitals thar olTi:r invasive cardiov:15-
cular services. I I  Most swdics 1J1� r  j i;1vc: conu-oUcd for 
rhc: insur.ince stal'Us of paticnt.s.L�.7.¥ l l  or h;ivc assc.ssect
pat.iems alrc;idy witllin i:J1e hcallh care sysmn• · ·1 ,�.7 · • i
still found significant cffcn:; of race . However, on1: 
sn1dy has reported chat rhcrc wi:rc: no cffcct.1 of race 
;i.mong paticnLl. wilh private insu ra 1,cc . u  

Sex ditTercnces i n  thr tri:;iuncnr  uf c:ar<llov�:,cu la r  
disease arc lc:ss well cm1blisl icd . .  'in differences per 
sist dcsri te the poorer pmgnos,s for women al,r.::r 
rnyocardia.l in(arc1 ian 1 9 ,�0 and 1hc h.ighn l i ke l ihood 
rh;1t rhl"y will h:ivi: had grcalc1 (unc:, ional disab i l i rv 
due to :ingin:i before n1you1rdial i n f";m[io11 . 1 D ifkr
cncc.s in rl"C'arrnenr mar hr- rr l a1cd 10 :i 1 � ,  k ol  ,.,.
�i::1rd1 on cardiovai;cula,  disc .u,r 111 women , 1 1 d i ffrr

Fru,11 t h �  c�IJUC.�l &.u(\(ln\lU. ll(K,ll\.h ( lf\\t . /r,,.. ,-\ ,S 
I
t :  � I I ,  l l i 1  Lu111 

h.ud1 C:�1\\.CC' CA:mc.r u.F.K. ). fhc ll,\"�IDO ,,, Cco,. 1 ,I h\1C(11..tl Mc,111" 1 1H'
(J; S.), rh� D,.,,,;o,. ol C&rdi'llogy (P. I.C.). rnJ ,he O,p•nm<1\I uf Mrol ,
•in< 1 1 -M.E.). Ccor11<rown llniw:rsil)' Mcr)i,.J C: 111c,, W .. hini;1un, IH
,t,, Ccmrr fur Clio1ical E.pi<J�miology •n<l Jlifl>l•lufl<'I •n� ,he Dc11arrrn• 111
uf J\i,i,minia 1nll Ep1<1'111iolo�y ( 1 11 . n .J ,  >n,1 the P1•·11iu11 Ill Ccncnl 1 11
,crn•l P,frd,�inc (S.W.). U1iiv•r.i1y nr l'cl'lns.•h-.anu Srl1•><•I n( Mcd1<1n<,
l"hil1<klphi;, l111cr1criwc Pr�m1, BtU><l<i•. �111 (W. l-1 , ll l) I, ""' 1 1 > ,
llAND l1••1LI, p..,�r•m, S•nta Munic•. C•hl I I e � ,  1 - 1  I: l ·'• � l ,c» ,,
p ,uu ft'q11cs1,1 ,o Or. �rl111lnu11 u 1t•t CJ1n .. ·,1 I 1·.1·1,1lu1111u l(nCJrch l J 1 1 1 1 .
CrurJC!'lo,,...·n. Un1YCt'1iry Mn.he.a.I Ccn,n . l 2 J .1 \\' •h·nru, 1 n  A,•r- NW, \11 1 fr
110, Wuhi11i;1on, l>C 20□07.

\1.'illi�m "�"· 1'1 - 1) . ,  GcDft(.C'll""''i\ \ 
0

1\IU" \ M I \  \�ri.lh. ii (. �C4 \ lt'"C'  \V.t,( 1 1n11-
\ um ,  l) C. . --·u ;iib1., Jill �,11 \KH 
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EFFECT OF RACE AND SEX ON PHYSICIANS' nECOMMENDATIONS FOfl CARPIAC CATHETEflUATION 

cnccs in physicians" inrcrprctacions of women's and 
men's symproms * time of prcseni.uion for treatment 
widi rcsprcr to ihe progrcssiov^ of disease,21 oi it\e 
recommendations of physicians.21 

One question thai has not been addressed directly 
by previous studies is the extent to which physicians 
are responsible Ibr die difTerenccs in rreauncnt rec 
omniendations widi respect to race and sex, Thc 
goal of this study was to assess, in a controlled ei-
periment, physicians' treatment recommendations for 
patients presenting with various types of chest pain. 
Wc hypothesized that thc race and sex of tin: pa 
ticnts would influence thc physicians' recommenda 
tions regarding cardiac catheteri'zation. 

METHODS 

Survay Inst rumont 

Wt devdopetf a L-oinpufciiTcd survty ifliQ-uniem, mcorporai-
inn video recorded interviews m d leiL, co proem deicriiHions uf 
patiems wi ih che*t pi in \o clinicians m d to issess cl in ic i in i ' rfc-
ciiions j bom Uow to minage snch symptoms. Wu cunstrui trd 
144 deMripcions wing |X>Mit>|e combiniuons of i U c*pen-
rncnwi factors: race (black or whirc), S M , age (5S or 70 year*), 
level o f cornnary risk (low or hifcli), ryp« u f c * 1 " 1 l ' ' i m (definite 
ingina, pOKtible uieinn, or nonuigin i l p i in) , mf l die r tsuln ol 
an cicrr i ie stress t a i with l l i i l l ium (moderaic infcralarcral ische­
mia, tnoderarc anleroUieral ischemia, or mulliple ievcrc ischemic 
defeats), tn ulditUMi, each dtacripdon included Uic same rcsnlis 
n f elecrrucirdioei'iphy (nonspecific T-wavc chaitfics). 

The survey was administered hy mewls of a muhimri l ia cum-
purer program ilevelopcd for this smdy. The jnsrrmncm indndeil 
J viileo recorded ifilcrview nf a pipeilt wich chest P ^ n SH'I w i l ^ 
drsigned to i i seu die phytici ini ' nianapcmcnl reconiiricnclatidns 
and inilRniciH of ihe cluracicrialics o f rhe parienr, .md to iccord 
Uic demn^raplnc chiraciciijtics of thc physicians. 

The recorded component canitltcd of a scripted iiucrview wi lh 
n patient- Three scripts were developed, ime for each type o f diesr 
pain. Eacli script comained Ui formation or the presenting !,ymp 
ram, aunciaied canliac lymptoms, relief of symptom:., ami dura 
rion of symptonu, The srripts were reviewed by fmn (.ardifilo 
[jists, who independently used rslablishcd criteria to classify ihe 
fe«iures of the pain rlrscntved in each interview 31 dcfinirr in(>iiia, 
possible aflgina, or norunginaj I'liesi pa in, " The R I C of afrcc 
ment imai ig (lie claisifnaucini made hV Uic cvdioluKUU un the 
hasis o f the scripts v.-^ greater th*n 75 percent. 

Eighl acrors fcprcicpriflg each Of the possible conibinauoiu nf 
lace, sci, and *£,cwc(c recruited to ponray the paLiems in 'l ie in 
terviews [pig. I ) . Aclors wcrr used because they were tonsidcml 
licvter qble thm patients I D e ip i tw a consistent i ingc of enuuiuns 
.md ti J read rhe scripu verbatim for recording. Tlie intrrviewi 
wtir. recorded ar a single smdio, wid i the utturs following a par 
ticular ser of directions fur each script. Tlie hand morions used 
hy die jctofs were id rn t io l for e»rli script, the actfirs were 
ilresscd in identical giiwns. and thc camera position w n the s^mc 
fnr all interviews. Thr video recordings were p r o d u f d by a torn 
p.iny wit i i ciperjcnrf in the production of educai'mnal mcdit al 
video products (Inieraccive Drama, Bethesda, Md.)-

The video sepmem was introduced by a screen filar listed ilic 
patient's type of insurance (Blue Cmw-HInc Shield indemnity in-
••iirance for the 55 year-old parienrs and Medicare and Blue 
Cross Blue Shield supplcmenral insurance lor the 70-yc^r old 
patic-ius) and occupacion (assembly sup'rvisoi feir the SS-year-oM 
patients, retired asser^bty sviperv'nor for the 70-yciir-silil patienls) 
The paticnri were considered ro he al low risk or ar high risK 
for coronary disease on llie ba<is of hli>od pressure (low risk, 
I . t . y8 | mm Wg; Wgh risk, 115/86 mm l i p ) , blond cholesierol 

concmiirations (low rist: Iciw dciwly lipoprotein ( t -OL] , 146 mu 
per cleciliier (3.8 mmol per litey] and liifch density lipoprotein 
I U n i ). 59 mg per deciliier (1.5 mmol per liter), hiftli riilt I.Dl., 
ISA mc per deciliter [ 4 1 mmol per liter) and H D L , 46 mp per 
tlrciJiter | J.2 mmol per l i ter]), and tinokinf; hi*lury (low risk, no 
smoking; hiph risfc, smoldnp one pack of ciKarettes a day for j o 
years). None o f the p iqen t i had ttiabeies, and i l l had a father whn 
had had a myocwdnl infarction at die age o f 75 years. Thesr 
chiracierittics were based on those of the subjects in the 20th ua 
30th pcrcenttttt for ihe ruk of coronary ir iery disease (low risk) 
and those in the 70ih to SOih perccnliles (high risk) in ih<- l-rj 
minghuri Smdy." 

To assess their decisions about m»nae"ncni, die physicijm 
were asked io eharacreriM the type o f dicst pain described by die 
l«uent and 10 esdmate the probability lhat he or she had clinical 
ly sigmficant coronary diseMc (defined tt »70 perceni natrowmp 
of an cpicardiiU Coronary anery). T | i t physicians were ihen asked 
if they wished W order further Cardiac evaluilions for the patiem 
and were given four opijons: no stress Ici l , re(5iilar surss icsi, 
stress test wi ih LhaJUum, and Olher types of funmonal cardiac 1.1 
sessment (e.g., suesi cchocarctiosnphy). The physicians were 
ihen shown the rcsulw o f one o f dtrec stress tests with Thallium, 
askeil to esiimate the probability o f coronwy dise*se nn the bawr, 
ol (he results of the suess ie»i, and asked whether ihey wishcvl 10 
refer the patient for cardiac caihetcrizadon. 

"llic section on patient assessment included a two pan survr, 
I D he completed by rhe physician, modified from the insrnjiiiciii 
developed by van Ryn (van Ryn M: personal commurmationj 
The f i r i i component of rhe survey was a ID-item scale, which in­
cluded items assessing llie physicians' judgments of ihe emorimi 
i l , intel lecnul. and commiinicadon cliaracteiistics of |nt.icnis, 
ihese factors art liclieved 10 be predictive o f pagent comphapic 
and ircatment ouicomes. The personal cliaracterisiits o f the pa 
licnts were cvjjuaicd by ihe physicians on a seven poinr l.ikerr 
si ale that rated thc strength and diiccuon o f llie anriluirci with­
in the domain, wi ih scores ranging from - 3 (neearivc auribulrs) 
rn -I (positive anribmcs). 'fhe second cumponciH o f tlie instru-
menr included MX individual asscstment items evaluated fin 1 
five-point Likert scule, wirh 1 representing "very unlikely" -md 
S representing "very likely." The physicians were asked to predici 
the likelihood lhat the patient icen.in the interview had nvrr 
reported his rir her symptoms, the likelihood d i n the palicni 
would miss Ibllow-up appoinunenis, the likclUiood rhar the 
patient wciuld panicipate in UearrticiH, l-he likelihood thai rlir 
patient would sue for malpracricc. llie likelihood d m thc paiicpi 
would comply wi ih therapy, and die likelihood diat the pauenr 
would benefit from a rev«cu|ari7.alion pfoctdure (coronary an 
gioplany nr cori.tnary-anery bypass smgery). Rml ly, die survey 
asked rhe physicians lu reporl theii ige. race or eihnic [jr'.nip. 
sei, ipecially and subspecialry, and year of graduation from nicit 
ical srluiol. 

The snflware program requi/cd du i alt rhe components nl Ihe 
lU-niii iuie survey insmimenr be presenled 10 c-idi ptiyiifi:in anil 
that the physirian sec the ciuirc inicrview before answrrin^ i^nrj-
linns. The uueraaive piogranis were developed with the use ol 
Comhcrsim, a proprietary software program designed by lniei';u 
rive r i r .nnj fur the creation of siandirdi/crl multimedia p^iicnn 
on 3 personal compurrr for luminp purposes 

Study Subjects and Data Collection 

Physicians who were in full-time ilmicaj pracuce jnd who JI 
tciKlcd ihe 199? annual fncctinp of die American tUilhfic of Pliv 
SM ians (At . l 1) or rhe 1906 annual mecriiiB of the American Acad 
emy ol'pamily Practice (AAhT) were eligible 10 panicipate in thc 
mrvcy f'hysjcijns who reentered fur the merrings in adv^n-r 
w,-rc mailed a pi^icaid inviting them in paiiii'ipaic in the survey, 
wi ih the mrrnuvc of an ixfTet ill" a food gifi The physicians were 
mid ihey were parlicipaiing in j smdv of clinical detision making 
bur were n«r mid rhat rhe primary purpose oi 'the nudy wis m 
j.ssrss the efTecrs nf paiicnts' race and sci tin decision inaking 

Vo lume .5'll) Mumher K b19 
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TABU 1. CiiAAAcrninisncs or THF. PtrrsiciANS AccnimrNC TO TTIF. RACE AND SKI 
OF THK PATIILKT.* 

Wmrt M A U DiACK MALC f 
PATTOI PATOTT PATIKT P»T»H1 Vou* 

No. uffiliymiiu IJtQ ISO 180 180 
H o n tgc — JT 43.6 42.9 42.8 0.57 

Sa — no. (X) 0.02 
Mite 130 (72.2) tat (72.8) 126 (70.0) 107 (59.4) 
Female SO (27.8) 49 (27.2) S i (30.0) 73 (40.6) 

Rice LIT cUmic gmup 0.41 
DO. t») 

While MH (B2.2) 136(756) 139 (77.2) 137 (76.1) 
7 (3.9) 8 (••4) 7 (3.9) U (S D 

1 liipinic S (Z.B) 7 (3.9) 8(4-4) 
A|eiH 0 4 (21) 0 0 
Asun 16(8.51) 13(7.2) 20 (11.1) 17 (9.4) 
Don'r know or no uuwer 4 I I (6.1) 7(3.9) 7 (3.9) 

-Spccuhy — BO, (%) 0.97 
68 (37.8) 67 (37.2) 69 (38.3) 71 (39.H) 

ftmily mcdicwK KM (S7.8) 106 (5K S) IP) (56.1) 103 (57.2) 
Orher 

« ("••'*) 
7 (J.B) 10 (S.6) 6(3.3) 

IlOint cernfted — no. (*) 0.64 
Yo 164 (91.1) 166 (92.2) 159 (88.3) 162 (90.0) 
No ) 6(8.9) 14(7 8) 21 (117) 18 (10.0) 

'Rccaiuc af rourxliDg, pciecntage* tmy nui loul 100. 

TAPU 2, PinsiciAN-s' EffUMA-rcs OF THE PUDBABUJTY 
nr Coiio>*Ajir AnTfjir DISEASE ACCORDING 'ro 

FjCTEJOMŴTAl, FACTOILS.* 

Exnun^rw FACTIW 

CCIMATCOf 
pnoaiMOT 

P A/IM P 
Srwu Tut VALUC Smro Terr VUUE 

<0.001 0.15 
MJIC 18.2 87.3:113.7 

<H 1? 19 3 B 6 . ) - n . 3 
lUir. 0.12Q 0 26 

While 6S.S- 2Q-5 8 7 . 4 2 1 3 7 
UUct 67 7 z 17.1 86.2213.3 

<0.001 0.03 
SS yr ftiJi 19.5 85.72:14.0 
7 0 ^ - 69 " S i 179 87 .9 -12 .9 

Ruk level <0.OO| 0.0S 
Low 63.S1 iOA 6 S . B i l * . D 
HJ&h 69.Sz 16.(1 » 7 . a i l 2 . 9 

Type of chcii p»ui 
Nnnu ipna l paiii 

<0.001 •̂ o.noi Type of chcii p»ui 
Nnnu ipna l paiii SH.3i 19.U 84,5 T 14.0 
I'uuiblc s n j i n j 61.4= 18.3 86.2x13.7 
DcAniic u i f p m 7 7 . 1 - 14.0 89 7^12,3 

-SneB-tHi renil i 0 7 7 
In f tm l i i en ) ischemw 67.31 |9 .J 87.S±1S.9 
Antc jn l i t cn l itehemu 66.| t 188 84 .1 *11 .7 
Multiple iietitmn. ikfeeu 66.5 * 18.7 88.83:12.1 

'Tlie r'nJr* or»«™ I H U were nul preientcd ro the phyiidapi fqr Uic 
ininil jseuincm of llic pmbability of ducuc hut were pfrienicd for rhe 
linjl mcsinicru Plm-minui valnci »ie mrj iu iSD. 

(Tabic 2). This finding was expected, because all the 
patients had a positive stress test. "Hie probabiJitie-s 
assigned after the results of the stress rest were 
known differed according to age, the type of chesr 
pain, and the results of the exercise stress test. 

Overall, thc physicians classified 30.6 percent of 
thc patients as having definite" angina, 65.0 percent 
as having possible angina, and 4.4 percent as having 
nonanginal chest pain. There were no differences in 
thc assessments of chest pain according to the com 
bined race and sex of the patient (P=0.20). The 
overall rate of agreement with the expert classifies 
tion was SI percent and varied from 48 percent io 
5S percent for the various combinations of race .ud 
sex. Stress tests were recommended for 93.3 percent 
of white men and white women and for 97.8 perceni. 
of black men and black women (P=0.04)-

Thc physidans' perceptions of the personal char 
acteriscics of the padents differed significantly in 7 of 
die categories measured on the 10-item scale ac­
cording to the combined race and sex of die patient 
(P<0.05). However, in no category was the differ 
ence greater than 0.87 point on the 7-point Likcrt 
scale (Table 3). In addition, thc responses widi re­
spect to the individual assessment of thc predicted 
behavior of the padents differed significantly for 
three of the six categories according to the com­
bined race and sex of thc patient (P<0.D2); in no 
category was the difference greater than 0.27 point 
on a 5-point Likert scale (Table 3). 

In univariate analyses, die race and sex of the pa 
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TABIE 3. PHYSICIANS' ASSE&SMEHR OK THE CiUBAcmJsma UH im. TATifKri 
AcwuniNC i n CAiwiour OH RACE AMU Snx.-

WHTT* MAM BLACK HUit WHTTC FCMAII BL^V FIMAI^ 
P»TrvT P«HEKT P»neN' Vine 

I'cnniui dimcfcivitictt 

l . f l l J.l.(tti 1.9911.06 1.663, 1.09 2,23 = 0.90 0 001 
Uniiiiclltecn(-inUllitLeiii 1 !>liD.90 1.8920.97 2.0510 83 2.00= 0.84 n.29 
l-k kuij jclf canutjl 2 1710.98 2.2S20.9S 2.281 0.89 2,35 = 0 79 (131 

leir-eonimUci] 
\ pnotwt - tnowlcdKohlf 1.3111. U 1.56 = 0.93 l . S 8 i 1.08 1 S i r l.UK 0 06 
("oor conununicttiM- 1.61-1.40 1.9421-11 1.931 1 20 I 94 = l . i l n.OJ 

ftood communicaior 
Qcptndciic-iiwkfcndcni 1-5221.20 1.91X1.11 1.451 1.35 I H3r I.IU 0 001 
SiJ-lu(>py 0.24 S i . 38 0.4421.50 -0.20 = 145 0.67 r 1.33 U.OQI 
Ncgiuve ifficc|-l«oricivc ilTeci 0.14*1.37 0^11:1.44 -0 142 I 54 0.5 I T 1 M 0.001 
Woniccl-iMliflcrcnt -0.76s 1.6S -1.1821.58 -1.29 = 142 -0.97T H 9 U.QQfi 

1 .o* tocVxcanamic mtiu- 0.69?. 1.06 - O . W t l 03 0.76 i 1.01 O M t 1.04 n.om 
liigh tpdoccunomic »ur»i 

tndividtui aMmaeni of 
predjoci) hctuvior 

Likely in twcrrepna lympmmtt 2.04 T.0.79 1 7920.60 2.052 1.84 = 0.51 0.(101 
Likely ra min ippouiimcmil 2.O4S0.7H 2.2120.83 2.04=0)14 2.IM.r0.79 0.12 
Likely to pupeipitet 3.B81:0.98 37«r0 .8 | l 4 00 = 0.90 3.81^1.00 OJ: 
Likely m t i icj 2.27I0.8H 2.4620.KI 2 J2r0.S3 o.m 
Likely 10 comply Will 

ueumcnt^ 
Likely 10 bcucflc fiom invnivr 

4.O4t0.ao 3.97 T 0.70 4.20 = 0.63 4.06->n 77 n 02 Likely 10 comply Will 
ueumcnt^ 

Likely 10 bcucflc fiom invnivr 3.47S0.72 3.38x0.65 .1.44- 0.76 3.30- fl 75 0 12 
piOccdui<( 

• h>u- minus vi lua J T mcini 2SP, 

Tl'jrirnij' penrau] <:|»nnrri>li^> were nur i on a Kvcn-paini Liken sealc, wnh tcurc* ranf.iiii: 
fiipm 3 io 3. A hitljer >cnre indicate* i mungcr reljlinn witii r̂ ic pmliirc (iccund li ' l f ' l) chirj." 
I'mUc. 

{Miyilruns were liked lo n i ' patienrs on > fivc-poini Liken l o k , wi j i I rrprcicnnng 'very \\„ 
likely" uvi 5 reprrjcniui); "very lilxly." 

Sriiyiiciiuu xtrt i^kei] in r>ic piticni* on i fin-poinr Liken veilc. *illi I repieieniinu "mufli lt» 
linn JM-rjec" inrl 5 rcpreientirig "much eiuver tliw ivtn&c.' 

ricne were sigiiificanrly associated w i th rhe physi­
cians' decisions about whether to make referrals for 
cardiac catheterization, wi th men and wliites more 
likely to be referred lhan women and blacks, respec­
tively (Table 4) . For die o i l ier cxpcrimenral factors, 
only thc type o f chest pain was a signif icani predic­
tor o f whedier the paticni wou ld be referred for car­
diac catheterization. 

Tabic 5 shows the resulu o f die muli ivariablc lo ­
gistic-regression analyses. Tn thc model d iat inc lud­
ed only thc main elfccrs o f race and sex, wc found 
Chat bo th variables were significani predictors o f 
rates o f referral for cardiac carhcteriTation. M e n and 
whites were significantly more likely to be referred 
lhan women and blacks. These results indicate that 
t l ie difTerences w i th respect to race and sex were not 
simply due to the differences in the probabil i t ies o f 
disease assigned by rhe physicians. Wc then exam­
ined thc interaction o f race and sex in terms o f re­
ferral for cardiac caUicteri?^uon ( V ^ O . 0 6 for thc in­
teraction). Black women were die only patients who 
were significandy less likely to be referred for cardiac 
cadicterizadon than wl i i te men, who served as thc 

reference category. In addi t ion, age and die type o f 
chest pain were significani predictors o f referral for 
cardiac cqihcter izauon, w i th die odds ratios for all 
faciors simitar to diose in the univariate results. Sen­
sit ivity analyses (alternative model specification?) d id 
not change die results o f thc main analyses 

D I S C U S S I O N 
We found that the race and sex o f die patient nf-

fected the physicians' decisions about whether ro 
refer patients w i t h chest pain for cardiac catheter 
i za t ion , even after wc adjusted for symptoms, the 
physicians' estimates o f the probabil i ty o f coronary 
disease, and clinical characteristics. O u r finding* 
arc most s t r ik ing for black women. Epidemiologic 
snidics have reported differences in treatment ac 
co rd ing to race and s e x , 1 " but ihcy cou ld no t assess 
whed ier these differences were due to differences in 
the clinical presentation o f the pnucnts. This study 
direct ly addressed this issue by using actors to rep 
resent patients w i i h identical histories and cont ro l 
l ing for characteristics reflective o f d ic i r pcrsonali 
ties. O u r findings arc consistent w i th thc results o f 
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jAUit 4- RKFEKXAJ. rou CAKDIAC. CL\Tnrn-:njzA-noN 
Af'CO&DING TU Hxi'CKlMhNTAI. rACrOHS. 

EKn.raxEMT'a FACIOII 
ma CUrrccKir 

Mi l t 
Fcmilc 

Whirf 

66 yr 
70 yr 

R-iik (owl 
Lew 
Hi t i i 

l ype of chen pain 
NnnuiKiiul rain 
rouible MiRma 
Oefinirc mpru 

S t rwie i i renilr 
InferolHcrjJ iichcmia 
AnrcroUmnt mil 
Mwlriplc "uchemic dcfeai 

Ooni RATIO 

9(1 A I 0 
Hi 7 0 6 (0 4 -0.9) 'I 02 

va is 1,0 
K1 7 0.6 (0 4 0.9) 0.02 

H'; 7 I O 
nr.. is U.7 (0.4 i n 0.O9 

SUV I.O 
0.8 (0.5 l 2| 0.3 I 

KJJ 10 
90 0 I 7 ( I . D - 3.0) 0.04 
89 J I 6 ( 0 9 - i : / ) n.oi) 

86 3 l.O 
Bfi.7 I 0 (0,6 1.6) 0.89 
«0 0 M (0 8 2 5) 

'C i ejenotci confidciKc inurvii. 

T A B U B. PRIDICTOHS OF R O T - H I A L FOR CAWJUM: 

C A T H E T E W Z A M O N . • 

MootL AMD VAfkuw 

R^ce Uid i a u « ; p * r j [r 

.Sci 
Mile 
Femjlc 

l U f c 
Wf.iu 
lllick 

lUCcnctioil o f rice u i d K k 

White nulr 
BlJct mile 
Whire fcmilc 
W t t female 

(9514 P i t 

1.0 

0.6 (0.-1-0.9) 

1.0 
0 6 (0.1-0,9) 

I.Q 
1.0 (0.5-2 1) 
1.0(0.5-2,1) 
0.4 (0.2-0.7) 

P VAIIJC 

0.01 

0.02 

0.99 
>0.99 

0.004 

'Both moricU included aU ciperimennl laetnn 11 covori-
» well i l ibe pmhihility nf cnmoiry wtery i f i i t i ie u 

"rimaird after tbe ran In of the i m w l a u were known. "Hie 
fvir i iu lyw included only tile iiwin flTccn. 'Hie 
in>Jysii uploied i ncc-iei imcriciion. 

TC;| dciLOiei eanfidence intervil 

cpitleniiologic sradies in which rhe lowest rates 
of curdiovasaiiar procedures were among nonwhirr 
women.5.* 

llic physicians' recommenditions for cardiac cath­
eterization coidd have reflected their perceptions of 
die personalities rather than the race or sex of die 
patients. To assess this possibility, wc collected de­

tailed iniormation on thc physicians' perceptions of 
Uic patients' personalities and other attributes with 
thc use of a 10-jtcm scale and six individual assess­
ment questions. Incorporating this information into 
the analysis did not change the main results. Also, 
because wc used a balanced, randomized design, chc 
statistical tests of die experimental factors, including 
rhe race and sex of the patient, remain valid even if 
the padents' personality trails and attribmes were 
impcrfecdy captured by our methods.M 

Our findings suggest that a patient's race and sex 
may influence a physician's recommendation wirh 
respect to cardiac cadlctcrization regardless of the 
patient's dinical charactcrisdcs. Alternatively, these 
findings may be die result of odier factors not in­
cluded in the information wc presented to the phy­
sicians. For example, data on bypass surgery and 
angioplasty suggest that women may have worse 
outcomes dian mci»,»-M although these ciTccts may 
be due to difTerenccs in other confounding variables 
rather than to thc sex of the patient."-111 Why these 
clinical effects would influence recommendations for 
black women and not white women is unclear. Wc 
did nor find lower rates of referrals for stress tests 
among women or blacks. 

Our study design has several strengths. Jiy having 
•ctors pose as patients, clodicd in an idcniicaj man 
ner and having identical insutancc and occupations, 
wc removed die eftects of differing socioeconomic 
status and insurance from our experiment. By pro­
viding the actors widi identical scripts, by having 
them present in hospital gowns under identical di­
rection, and by creating the program in a fixed for­
mat, wc removed the effects of differences in the 
presentation of clinical symptoms by patients from 
our assessment. Finally, by asking die physicians for 
rheir estimates of thc probability of coronary artery 
disease, we were able to control for differences in 
their perceptions of die prevalence of disease accord­
ing to the race and sex of the paticqts. Although the 
physicians' estimates of the probability of disease be 
fore die results of the stress test were known were 
liigher dian the values for nonanginal pain reported 
in the litcramrc,3' " diese esriniaics are most relevant 
in the analysis of the treatment recommendations. 
Physicians' tendency to overestimate rhe probability 
of coronary artery disease in patient-'; from groups 
with a low prevalence of disease has been documem-
ed previously.33 

Our finding that the race and sex of die patient 
influence die recommendations of physicians indc-
pendendy of other factors may suggest bias on die 
parr of the physicians. However, our study could not 
assess the form of bias. Bias may represent overi 
prejudice on the part of physicians or, more likely, 
could be die result of subconscious perceptions 
rather than deliberate actions or thoughts.1^5 Sub­
conscious bias occurs when a patient's membership 
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in a larger group automancaUy activates a cultura] 
stereotype in thc physician's memory regardless of 
the kvcl of prejudice the physician has.35 

Our study has two main limitations. First, we as­
sessed the management decisions of physicians using 
video recordings of actors portraying patients and a 
computerized survey instrument. Several reports sup­
port the use of case vignencs to assess clinical deci­
sion making by physicians."40 In rwo studies of the 
external validity of case vignettes, assessments made 
on the basis of written case descriptions correlated 
liighly with those made on rhe basis of examinations 
of patients with eqnivaJcni symptoms seen in per­
son. Video recordings rather than written case 
prcscntarions may increase the accuracy of thc prob­
ability estimates made by physidans.10 

Second, the recruitment of physicians at national 
meetings of major professional organizations may 
have resulted in nonrcprescntative samples. Physi­
cians who attend professional meetings may be bet­
ter informed than those who do not attend. Also, 
rhe physicians who volunteered for this project may 
have hod a greater interest rhan orhcrs in coronary 
heart disease. 

Our findings indicate that die race and sex of pa­
tients independendy influence physicians' recom­
mendations for the management of chest pain. They 
suggest that decision making by physicians may be 
an important factor in explaining difTerenccs in the 
treatment of cardiovascular disease with respect to 
race and sex. 

Sii]>|>or[cd by i gruu (HS073]5J from the Agcocy fur Hcjkh Car= Pol­
icy i n j P-ttu/cti 

Wt arc m4'i>(«l ta Osmon Sftft/vrliis tuiiitoiKf in theprtparv-
limi eftlit munuinripi and to Hcniy Gtick, MJt., farpnnJir^ tht 
fUk pvtfiUs from the Frumiryhatt, Snt4y fir HJC in thii itudy. 
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Sounding Hoard 

MISUNDERSTANDINGS ABOUT TIIF. 
K M ECTS OF R A C E AND S E X 
ou PHYSICIANS' R E F E R R A L S 
rc<h C A R D I A C C A T H E T E R I Z A T I O N 

IN rhe f cb rua ry 25 issue o f ihe Journal , Schulman 
i-.t i l claimed that the "race and sex o f a patient in 

dc-iicndcmjy influence how physicians manage chesj 
pain." 1 Their study received extensive coverage in thc 
iicw* media- I i was reported in most major newspap 
e r s ' 1 and was a feature story on ABC's U i ^ t l i n f , 
w i i h Surgeon GeneraJ David Satcher prov id ing com 
mc .-ii ary.' Unfortunately, in cad i case, the results 
wen; overstated. Wc explore what went w rong and 
siigj;i st ways to improve rhe communicat ion o f data 
to i l l . publ ic. Our purpose is not to deny the occur­
rence o f racial or sex bias, raihcr 10 emphasize thc 
importance o f presenting in format ion accurately. 

T H E STUDY AND MEDIA COVERAGE 

In i control led srudy, Schulman et al. determined 
how dfrcii docrors recomiYicnded cardiac catheteriza-
rion [or hypotheiical patients wirh chest pain. Primary 
care physicians attendinp, iwo professional mecrings 
wt:ri: shown a vjdeorapetl interview w i i h a paticni 
(poi tiayed by an acror) and given other relevant daia 
(cnr. l i ic risk factors and ihe result o f a i l ia j l ium stress 
test} ..nd were then asked whether they would rec-
omiii< nd catheterization. Thc investigarors developed 
18 liypotherica] scenarios representing ajl possible 
combinations of the fo l lowing factors: 3 descrip­
t i on : n f chesi pain, 2 levels o f cardiac risk, and 3 re­
sults o f thal l ium stress tests. In order m isolate the 
influence o f race, sex, and age on the pliysicjans' de­
cision.', each scenario was portrayed by c ig lu actors 
( r cp rcen t ing two races, bo ih sexes, and rwo ages). 
The iiivcstigators then determined how often ihese 
"patuMits 7 ' w i th identical symptoms and medicaj his 
turics vvcrc referred for cardiac cni l iercrization. 

T l i f cenu-al findings u f the srudy are presented in 
Tablr I. O n the basis o f bo ih rhe reponed referral 
rales fur blacks and whiles and for men and women 
and ihi: reported odds ratios, wc inferred thc separate 
refeui l rates (or white men, black mci i , whi ic women, 
and i ihck women. Tllack women were referred for 
cardie catheterization less often lhan whirc men, 
black men, and white women (78 .R percent o f black 
w b m : i i were referred, vs, 'JQ.fi percent for each o f 
the ether groups), AJihough die authors explicitly 
demonstrated that only black women had lower rates 
o f rciisital, they focused their discussion on ihe re­
sults iggrcgatcd according to race or sex — imply ing 
that ; i | | blacks (i.e., male and female) were referred 

TAHU 1. RATL OI- HKKEHHAL nm OKMIA ' CATiiKrr.iu/.siins-, 
O D I I ! . MI- I lKi th-kAi., U i i m B ^ r m , A N I I RJS^: I L M I I I 

Ae'mni-MNi', i o Sl-X ANl l R A C I * 

FUfCOBH Oop; w Owns RATK, n i » R»TW 

run tUrtwUL 195% Ctl | 9 S * Cl) 

Ixjur u r a u 
While ment (JO, n 0.6 in 1 1.0 
DUct men 90.A 9.6 in 1 1 0 (O.S-2,1] 
Wliite women ')0./. ') 6 lc, | 1 .0(U.S-2, | ) 
DIUCIL women K •W |g | 0-1 <0.i-(J.71 D.li7 [O.JIU O'lS) 

Aggrcpire dau 
W l ^ e l VO 6 ' l b in 1 1.0 
I l l i c * (14.7 S 5 lb 1 no IO.I-»•*) a n ( O w ( i i i i 
M e n l 9U6 <) m 1 I r) 
Women B^.7 s ,1; i t , i Ort | f l 4 - ( J U | 0 93 (OflO i)W) 

Overall 87 7 7 1 [O 1 

"Rer r r r j l raiei fur the (nur n u n Ht i i ' mlcrrt-il (rum agfttcumc r«e i and 
ndd i rai im ie|Vi i icd by Schnlnian cr al. 1 The i ^ d * ri| n-rrrral - c i e ci l . n 
lawd i cd i rd in^ ia ihe fa||m.'ing formula iclcrral ra i i ' - ( l 00%- rc fc rn l 
raieV The rills ratio wa> ealcHlaitd u il ic i f renal taic ( in ih f j jr ini|, m 
f inn divided hy the referral ru r I'm llic n-'lrrencc (inuip Cl dcnoic^ mnn 
drntc irrer\'al 

| T l i | [ wai llic rclerrnte l iump 

less often lhan all whites and lhat all women (black 
and whi te) were referred less of len than all men. 

Thc central message reported by the media was 
that blacks and women were " 4 0 percent less l ikc ly , , 

ro be referred for cardiac testing than wliites or men 
(or " 6 0 perceni as likely' 1 to be referred)- Tablr 2 
shows how findings were presented on Niffhtl inc and 
in each o f the five U.S. newspapers wi th the largest 
circulations. Most o f die media reports interpreted 
the article in thc Jourmd as meaning thar blacks and 
women receive less adequate care than whites or men. 
Several reports suggested that the higher cardiac-
associated mona l i t y rates observed in blacks might 
actually be tlie result of differences in catliererivcation 
rates. Moreover, both the rcporis and thc quoted 
comments o f die lead author impl ied that conscious 
or unconscious sex and racial biases pervade Ameri­
can medicine. 

PROBLEMS I N C O M M U N I C A T I N G 
T H E FINDINGS 

There arc ihrce basic problems wi th Imw thc Jar.i 
were presented: ihe magnitude o f the l inding was 
overstated, the comparison reported was incorreci , 
and i l ic impl ici t assumpiion - ihar cathcicrization 
ajways represents the bcsi care — was unw-arramed-
These problems begnn w i th rhe way in which ihe au 
thors chose ro write the article, persisicil tlespirc pen 
and editor ial review, and were magnified in the news 
media. To highl ight each p rob lem, wc consider three 
headlines rhar wou ld have br t te r characterized ll ic 
findings. 

V u l u u i i ; 3 4 1 N i i m h c , -1 273 
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TABIE 2. PiuLsKN-fAimN or SmiiY 1:INIIINC;S IN Sr.i.F-t-ri-.P MAIOII Nr.wi MEIHA 

Ntflillint' "A Krccm SluitySliowjTlwi 
n-x.ion Diagnose flljcli, 
inA Whnc I ' l i i f i i u 
l)iflcicn(lvM 

U M T?4HJ' "Hem Caie l>*n«ii KJCC 
ajid Sci, Nm Sympiuini" 

Wniinngum f a i l ' "tifnrpcrown Univeuny 
Smdr I'inda Cliqtaiiiy m 
llcaii tUfc; llocuir. Uss 
IJÎ cly in M i r UUtti. 
Women loi LarduL "I'm" 

Tiu ^rt^rJn "/"."Ifi' "Hcarr Sillily rmmi id Ha. c 
Sci llia^1 

Wttl Sinn Jaunuil' ".'midy Sini^ciii Kafc, Ŝ k 
\nHuuice Pdyiicum' 
(Jrc-

Htv Ytrt Tin"' ' "Oocifir Hiai May Afl'en 
Heart Caic. Snidy l"ind\' 

FMM«R 

'• Iii um inajn analyjis wc fuund 
Uiat blaclu. were 10 pcrccm 
{CM IlkHy lo he referred fw 
.-aidiac rjUieierizannn com 
pared 10 whiiti " 

"BUcta and women with riie« 
luin aic 10k leu likely rhan 
wltiret or men io he nfcnr.d 
by phyiiciaru Tor cardiac carh-
ricriiarion." 

* I'hyttciani uid rhey would re 
Itr Uaekt and women io 
hran apecialista fur raiOpc 
rarhcicnKatiDn leap only 60 
(X-rCcnr ai oflen ai rhey 
wnutd pn^cribe Uic procc-
durr fur while male pa-
uenrj." 

' I Ootiniil icier lilacb and 
"'umcn io Hean ipecialmi 
(i0% ai pflcn ai Ul')' WduM 
wliiic male panrnn " 

"Piirroo arc oidy fiQ% ia likely 
rn oidcr cardiac catheretvu-
nnn for wnmcn and Mic i i u 
inr men and whilca." 

Umfti«rino« 

"A reccni scudy ihuwi dial 
docinn diaftnoic blacV and 
•/hue paiicmi difTcremly." 

'llace and K*I of pacieni* wiiU 
chesi pain influence whcihci 
ihr^'rc »eni for The mon df 
finiiive tear for hean du-
cai£ * 

"Doerori aic far leu likely iu 
tccnmniend aophiaricaicd 
tardiac leui Ibr Uict> and 
»nm<ii than for while men 
uirh idcmical cumplainta uf 
i.|ieki pjin." 

-|1o«:iu« are fai Irsi like|v m 
rectimmf nd KipliiiticaiiM 
rardiac rent fur hlaeka ami 
unnncii ilun fur while 
maid." 

"Womfn and blicki cnmplam 
mR of t l i c i i pain are leu 
likcli' dun men and winici 
io receive ilir lien rardia* 
icjring.' 

- i r i tva îne »!' advcrK c(Tcei nn ilir 
health of dicir paiicnti and iticrc 
I I ftrowing siaii^vieal tvidener i lui 
if a padenr it Uaek h^ or die it. 
MKnifteanrly likely m gel a lesser 
quality medieal care.' 

llic nrw study tmly dorj m 
dicalc tliat a l-iu* ciiir\ " 

"Amliuri III^^C^I ilic di/Tcrri)i:ci air 
ilic ..nnse^uenres of race and tci 
ttiaw \i\\c\ il»ai| ihe anitudes dfiii 
unnrairtil in ilie Mirvfy cn^i in all 
medical i|>ccia|tic; yuu cl^n1! 
l i a i c r n he i.i>n!'-|(l»l>)V iJCHt IO 
»cc I IK influcnri- uf rare anU I'.en 
Ucr plaviii; U*II m "carmcni 
Thai'i '•'lui ilio iiudv rniilirnii 

"AIIIIHITI. MitBcn i|\r JilVrtencci an 
ilir tiMi-irqiienetK ul'iacr and 

'LliH'iniv.iimi (iicimli. r i ,iiiiini|-., 
i|n.-inrb mav liclp cipUm [rlir 
li»iliii|»| " 

'Sinn- die Wall Srrrfr jtunmt anr,] Nnr Yerk Timti iiuncs were bated on die wnic Asaoiiaicrl PICJJ fepon. rhe tliar«:icruJiiriip ul rlu1 primal y fiiiilinn. 
inifijirciaiiun, Mared iinpliratinn ^.'crc ilir ^amc in (lie rwo newspaper* 'I'he quurariom in rlic lablr arc from ihe A/rii' liiiJ' J't^iet 

"Study Shows BUeks Referred 7 Percont LBSS Often 
Than Whhes" 

Tlie autliors chose io summarize ilic relative 
chance of referral for blacks as compared with whites 
using an odd.s ratio — literally, rhe rario of rhe odds 
in favor of beinf> referred for catheterization for 
blacks to rhe odds for whites: (0.847-^0.153)-
(0.906+0.094)^5.5^9.6^0.6. In words, chc odds 
diat blacks would be referred for carhctcrizaiion were 
40 percent lower dian die odds of referral (br whites. 

Thc use of odds ratios is unfortunate. Few people 
think iu terms of odds or encoumer them in daily 
life, Perhaps for ihis reason, many people tend m 
e.quate odds with probability (the mosr familiar way 
io characterize chance) and thus to equate odds ratios 
widi risk ratios. The quotations noted in Table 2 su(>-
(jesi. that die major newspapers, Nighrline, and even 
rhe surgeon general did just that in characLeri'i-.ing 
thc results of the study by Schulman ct j l , When the 
outcome of iiucrcst is uncommon (i.e., ir occurs less 
chan 10 perceni of the rime), such confusion makes 
little difTetcncc, since odds ratios and risk ratios arc 
approximately equal. When thc outcome is more com­
mon, however, rhe odds ratio increasingly overstates 
the risk rario." 1 1 

Because the study by Schulman m al. involved a 
ven' common event (84.7 perceni of blacks and 
90.6 percent of whites were referred for i athctcriza 
rion), rhe overstatcmenr in this c:ise w;is extreme. 
The reported odds ratio of 0.6 acnrally torrcsponds 
ro a risk ratio of 0.93 (i.e., fi4.7 pcrccm divided bv 
90.6 percent), Inappropriately equating odds ratios 
with risk rarios led to the misuken impression rhar 
blacks had a 40 percent lower probability of referral 
than whites, whereas in fact, the probability of refer 
ral for blacks was 7 pcrccm lower. In rhis case, ilu 
failure to distinguish between odds ratios And nsk 
ratios had profound consequences for how rhe mat' 
nttude of the difference in referral rarqs for black.', 
and whiles (or women and men) was portrayed. Re 
jjardlcss of the magnitude, however, die comparison 
itself was misleading, 

"Study Find* Black Mun ind White Men Ref^rrod 
at The Same Rate" 

The article in the joumnl focused on rhe aygre-
gate data, but die picture is miiic different when the­
data arc stratified according to both race and sex, As 
Table 1 shows, the rate of referral was the same for 
three of the four strata (90.6 perceni); only black 
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women had a different rare o f referral (78.8 per-
eenr). In oi l ier words, ihe rft'eet u f race on thc re­
ferral rate was modi f ied by whether rhe pariciu was 
male or female ( in orher words, die effect o f race 
was modif ied by sex). When an analysis shows an 
important effeer modif icat ion (or interact ion), i t no 
longer makes sense to canihine the dat t in a way 
char obscures this di f ference. 1 1 To present thc data 
correctly, the focus should be on thc comparisons o f 
these four groups, not on thc data aggregated ac­
cording to age or sex. A n accurate statcmcnr o f the 
findings wouid be diar wl i i te women, white men, 
•ind black men were all referred at the same rate and 
that only black women had a lower rate o f referral. 

'Study Suggosu Possible Ovarmting 
m Qlack Men m d White Men" 

Thc focus on race and sc i obscured a remarkable 
f inding o f the study by Schulman ct al.: overall, al­
most 90 percent o f the padents were referred for 
i athcrerization. Bodi the authors and thc journalists 
argued that the noted'dif ferences in referral rates 
meant rhat blades and women receive less adequate 
c j rc than whites and men. The way in which cardiac 
cnhc icr izat ion was characicri7*d in the press (e.g,, 
" ihe most sophisticated examinat ion," "d ie best car­
diac icsr," and " the most aggressive t rea tmeni M ) im­
plied that a noninvasive evaluation (or treatment w i th ­
out cadlctcrization) is incomplete. The authors and 
i c porters failed to ment ion the potential complica-
l i ' W o f catheterization and the possibil ity o f over-
'r-ratment (i.e., unnecessary catheterization). In fact, 
here is growing evidence rhat more ircatment is nor 

.ibvays better and can actually be harmfu l . 1 3 A study 
i c cntly reported in die Journal , for example, found 
i lu r an invasive strategy ( immediate cardiac cacheter-
i/.i.iiun) for all paiients w i t h non-Q-wavc myocardial 
irilarction resulted in liigher rates o f myocardial infarc 
Hon and death d ian a more conservative approach. 1 4 

Schulman et a|. i indoubtcdly recognized that rc-
f î r ing a padem for cathctcrizarion is nor ajways the 
r ig lu decision. They were careful to present thc phy­
sicians in d ic i r study w id i a broad spectrum o f symp-
torns and medical histories, using 18 scenarios in 
wlveh thc probabil i ty o f clinically significanr coro 
n iry artery disease varied widely. Extremely high 
nKK o f referral were observed both for patients ar 
low risk and fbr those at high risk for coronary dis-
eisi (f l9 percent and 86 percent, rcspecuvely), 
W I K I C rhe risk o f coronary disease was determined 
on i he basis o f b lood pressure, l ipid values, and his-
I O I I o f smoking. A l though thc appropriate rate o f 
I'cieiral for this hypmheiical cohort is an open ques 
i i t ' l l , chc observed rate seems implausibly h igh. 

UNINTENDED SIDE EFFBCTS 

f l ic purpose o f die study by Schulman et al. - -
to Inuk for evidence o f racial or sex bias in the eval­

uation o | chest pain — is laudable. It is imporrani to 
expose discr iminatory practice in medicine, l i is 
equally impor tan t no i to exaggerate the prcvnjcncc 
o f such practice. Unforrunatcly, the prcLCntatior o f 
die d a u overstated the magnitude o f the difTerenccs 
observed (by in terpret ing an odds rado as a relative 
risk) and die target o f discrimination (by suggesting 
that blacks and women were thc targets as opposed 
to black w o m e n ) , and thus influenced the character 
izauon in the media o f the likely consequences (by 
suggesdng that lower referral rates explain liigher 
rates o f cardiovascular-associated mortal i ty) . These 
exaggerations serve only to fuel anger and under 
mine thc t ru t i between physicians and their patienrs. 

The lack o f caui ion in p t t scnung and intcrprering 
rlic results o f ihe study makes it too easy to extend 
the findings to all physicians in all settings ;ind to 
come i o the erroneous conclusion that discrimina­
t ion on the basis o f race and sex pervades American 
medicine. As a result, blacks and women may be 
niorc likely io ascribe disappointing interactions wi th 
their physicians to prejudice rarher rhan to other 
plausible facrnrs (e.g., cost-containmenr pressures, 
poor interpersonal skills, or simply a bad day), Phy­
sicians may become fearful thai their actions wil l be 
misinterpreted by their patients who are black or 
female, Physicians might even become more con­
cerned about appearance than about good care or, 
worse, might avoid treating blacks and women. The 
exaggeration o f die data docs noth ing to advance 
rhe fight against discr iminat ion on the basis o f race 
or sex; indeed, ir arguably aggravates die problem 

Wc believe thc findings o f the srudy would be ber 
ler characterised as fol lows: in a study o f referral for 
cardiac catheterizat ion, physicians shown videotaped 
vignctics referred black women 79 percent o f the 
t ime but referred other patients 9 ] percent of thc 
time Wc are unsure about the correct intcrpre 
tat ion. Is it possible that none o f rhe physicians 
discriminated between whi le and black men or 
between white men and white women and vhar dis­
cr iminat ion could be detected only when race and 
sex were combined? Cou ld the findings reflect some 
systemaric problem in the study design, the collet 
rion of rhe data, or the nnalysis? Or could the find 
mgs simply be the result o f chance? We believe ihe 
srudy raises questions about diffcrenriaJ treatment of 
black women and rhar ihe most reasonable approach 
is ro take a second look. 

HOW TO DO RETTER 
Jablc 7i prcseius guidelines for helping rcscdri-h-

cr'., journal editors, and reporters pii-scnt the resulrs 
o| medical research more clearly and accurately 

ftepartinq Ataoluta Event Rates 

In covering the study by Schulman ct al,, repori 
ers |ircsenred relative measures o f difference when 
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lo-.liiivc mcunrc i c j i o r to l 

Fniti ingi about b l j c t iK>m-
en actribmcd io i l l b u r f u 
jn<( i l l wumen 

Implinr j>iumpriQn thu 
ipurr hfal i l i care ivican^ 
belter hc j l ih c i r t 

EXAM ret or M tn i iPU* : U f M M i ^ 

UUclu uc 40% |cu likely io I K tc 
fetrcd for o thc tc r iMt jon 

flhek wnmen l ie rcfencil 60% leu 
oTun than while men (oddi 
ratio, 0.4} 

BUcts ajul women v c leu liVcly m 
lie refftpcil far caihcicr i t inou 
char w h i i n and men 

" H e i l i h Cair: l i ' i I tc tur l l 'Vim'rc 
W h i r e - " 

SPIUHON 

( I r j tnn ^hi'^liMr c e n t ta in 

f ^ m ' t ' i oi l i l* U' IOS iu n i t 

l inmrr t h i i rcporierl cumpari 

j on j art ippmpnarr 

(Jucsron whether 100% it ilie 
du i re^ rar^ fur ic^rin^ jn t l 
i rc i tmcni 

Ei>Mr r Oi IMroovto l - u « u * c i 

^ 1 ^ nl w-liilr men, while u'dnicn. anii 
hljLk f i im "ere icfcrrcJ lor Ci l l i cu i 
i / i nun . « comjured wi ih 7<iX o f 
b \ i i i . women 

HIJCI women rcleneiJ 13% kss ul 
yen i l u n wluic men (riik. r»ii<>. Q.BVl 

Wlme l i l t) LIIKV. men w r i t referred *\ 
llic «|Hc u i c , an<l white men and 
*'arT)c|i were rcfcTrcrl i l llic lame r u t 
only Wark women wrre rcrcrrrri .n J 
lower nte 

Hie apprnpnilc referral i<lc 11 nnr 
kiioo-n; whrihei ilic reki 'n l nrc Im 
h l j tk ^ ' i imfn i i ioo luu- m W | I C I I K I M 

j|i|>rii| injr' ' n unknown 

•Thi* is thc ink of an vticle in the Ertuflmifr'1 

comparing the referral rates for blacks and whites 
but failed io report the absolute rate o f referral for 
each group. I h i s is not surpr is ing, since the article 
in die Journal emphasized die odds ratios. In fact, 
the absolute catheterization rates are not ment ioned 
in die abstract or in the text o f die article and arc re­
ported only in one table. Repor t ing that blacks were 
40 pcrccm less likely to be referred for carhctcriza­
i ion than whites is nor meaningful unless rhe rate ar 
which whites were referred is known (0.6 percent vs, 
1.0 perceni and 60 percent vs. 100 percent both 
yield thc same 6 0 percent relative r isk). Stating thc 
rate for each group under consideration wou ld also 
help readers assess die magni tude o f thc differences 
and might be easier for readers to unders tand. " 

Convertina Odds flatioi to Risk Ratios 

Odds rarios are bound to be interpreted as risk ra­
tios. The problem is all ihe more relevant given the 
increasing use o f logistic regression (which yields an 
odds ratio). It is unrealistic to expect reporters or die 
public to understand this d ist inct ion. When event 
rates are high, odds ratios should be convened to risk 
rarios. There are simple methods o f conversion for 
both crude and adjusted da ta . " 1 0 Aj tcrnat ivcly, odds 
ratios ran be convened to the number needed ro 
treat (i.e,, the number ol" patienrs who wou ld need 
io be trc.itcd in order to obta in one favorable our 
come or to prcvcni one adverse event)- 1 7 I f odds ra­
tios cannot be avoided, one should remind die read­
er ihai die higher the base rare, thc more the odds 
ratio wi l l overstate ihe relative risk- Tools arc avail­
able to help estimate tbe cxienr o f overstatement." 1 

Ensuring That Comparisons Are Appropriate 

In report ing thc results o f comparisons, one should 
be dear about thc reference group. I f an imponan i 
interaction is identif ied, aggregate data should not be 

used in report ing die results, t-'or example, the f inding 
thai blacks were less l ikdy to be referred for carhctci 
ization only i f rhey wen- female demonstrated an im 
portam interacrion bcrwecn rare and sex. Once rhis 
interaction was found, prcsenring the results (ur all 
blacks wi thout accounting Ibr sex was inapprnpriau-

Questioning tha Pesirnd Outcome 

What is rhe gold standard againsi which die n: 
splts presented are to be judged? In this case, a nmn 
ber o f die reports in the media impl ied rhai a rclerral 
rate lower dian 100 perceni was inappropriate, nn as-
sumpt ion that is unfounded. In general, quesiion 
the assumpiion diat more care ( icst ing or rrcaimcnr l 
is always better. 1 1 

C O N C L U S I O N S 

h is tempt ing to place the blame fnr whai ucn i 
wrong in die coverage o f the smdy by Schulman LI 
al. on reporters, science writers, and editors in the 
media and to demand ihai rhey improve their re 
port ing- To a large ex icn i , however, rhe media sim 
ply reported what they were to ld . I f the research 
communi ty docs nm ger ii r ight, wc cannot expen 
the media to do heiter. The problems wc raise lien 
clearly arose f rom mul l ip le soun es rhe ;iri icle i isell, 
ihe edi t ing process, and Maieniems made by the ;m 
thors in interviews. Ackunwlcdging ihcsr problems 
is .-i critical step in prevennng rheir recurrence 

LISA M. SCHWAntz. M.D. 

STEVfcN W O L O S H I N , M.D 

H. CjlLHEfH W r i C H . M D. 
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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 iTeatmems as their white counterparts. Even after they obtain health insurancL;, 
Hispanic children are four times more likely than white children to lack a usual source of health 
care. Barriers to care such as poverty, 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 uot being coordinated in a strategic, comprehensive manner. 
Tn 1999 alone, several studies that illustrate the extent of racial and ethnic health disparities 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 
Rochester, the Kaiser Family Foundation, and the Commonwealth Fund arc some of the research 
institutions that have recently found evidence ofthis problem. 

PROPOSAL'. The Health Care Faimess Act comprehensively addresses the complex set of 
factors which surround racial and ethnic health disparities. This approach includes an increased 
commitment to research on minority health, improved data systems, culturally competent health 
care delivery, and efforts lo increase public awareness of the existence of health disparities and 
thc resources tliat are available to improve minority health outcomes. Together, these changes 
will increase our knowledge of the nature and causes of these disparities, and improve the quahty 
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 receive compared to whites. The Health Care Faimess Act has drawn extensive support 
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 Association, the National Hispanic Medical Association, and the Association 
of Minority Health Professions Schools. In addition, 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, NIH Director. Finally, Surgeon 
General David Satcher, who is leading an effort by the Administration to eliminate 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 

I N O U Y E - A K A K A 

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 ihe benefits of these advances. Minority populations have significantly higher rates of death 
from cancer and hearr disease as well as higher rates of HTV/AIDS, diabetes, and other severe health 
problems. We know ihai poverty, lack of health insurance, and other barriers to care are undermining the 
health of minority communities. However, we have nol 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 priority. The Health Care Fairness Act 
includes an increased commitment to research on minority health, improved data systems, and culturally 
competent health care delivery. These changes will increase our knowledge of the nature and causes of 
these disparities, and improve the quality and outcomes of health care services for minority populations. 

TITLE I - IMPROVES MINORITY HEALTH THROUGH NIH: The Health Care Fairness Act 
establishes a Cemer for Research on Minority Health at NIH. Thc Center will oversee the development of 
an NIH-wide plan and budgei for research on minority health. Thc Center will also award grants to 
institutions across ihe country that serve under-repreaenled populations. These funds will be used to 
conduct research into tlie nature, causes, and remedies for hcaltli 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 for each year they engage in such research. 

TITLE 11 - ADDRESSES BIAS TN HEALTH CARE THROUGH EDUCATION: Bias in the 
health care system can be reduced through increased awareness of factors contributing to health disparities 
and by improved delivery of health services. This bill establishes pilot projects to develop educational tools 
that both new and experienced health care professionals can use to improve their cultural competency sldlls 
as well as skills in other aspecls 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 Fairness Act increases the federal commitmenl lo these social science aspects 
of racial and ethnic health disparities 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 
etTective interventions in minority communities, and to develop outcome measures to assess and improve 
health 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 ensure tliat all necessary information on racial and clhnic health disparities is collected. 

TITLE V - INCREASES PUBLIC AWARENESS: Awareness is an important tool in the reduction 
of racial and ethnic health disparities. The Health Care Fairness Act provides ftinding for a public 
awareness campaign lo inform minority populations of the health conditions that strike their communities 
disproportionately and ihe 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: Jim Manley 
November 8,1999 (202)224-2633 

Senator Edward M. Kennedy was joined today by Senators Daniel Akaka and Daniel 
Inouye 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 Jr. 

Senator Kennedy is also are very pleased to have the support of Dr. David Satcher, 
Surgeon General, Dr. Louis Sullivan, Presidenl of Morehouse School of Medicine and former 
Secretary of the Department of Health and Human Services in ihe 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 series of recent repons 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 
tliat minority groups have concerns about the quality of the health care they are receiving. 
Tlie survey found that 64 perceni of African Americans and 56 percent of Hispanics 
believe they receive lower-quality health care than whites. 

• In August 1999, a study was pubUshed in the Journal of the American Medical 
Association which found that African Americans were less likely than whites to say that 
their doctors involve 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 expeciancy, 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, compared with 26 percent of white adults. 
In May 1999, a study by the University of Rochester was presented at the annual meeting 
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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 heallh insurance. 
Hispanic children were four times more likely than white children, and African American 
children were five times more likely than white children, to lack a usual source of heallh 
care. 
In February 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 occupations. While 91 percent of 
the white males, white females, and African American males in the study were referred 
for cardiac catheterization, a more effective but more expensive diagnostic procedure, 
only 79 percent of the African American females in the study were referred for this lesi. 

• In that same month, the Institute of Medicine in the National Academy of Sciences issued 
a report 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 lo coordinate this research. The results ofthis study confiim that while 
NIH has been extremely successful in producing medical breakthroughs that improve 
health care, those breakthroughs do not always reach into racial and ethnic 
communities. 

"Over the past few decades," said Senator Kennedy, "we have made great advances as a 
nation in science and medicine. However, all our citizens have nol shared in the benefits of these 
advances." 

African Americans are 40 percent more 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 lo contract cervical cancer. Diabetes strikes African Americans 
70 percent more often and Hispanics twice as often as whites. The diabetes rate for American 
Indians and Alaskan Natives is even higher, striking members of these communities 180 percent 
more often lhan whites. While racial and ethnic minorities make up approximately 25 percent of 
ihe total population, these groups account for over half of all AIDS, cases. The disparity 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 disparities," 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 commum'iies 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 improve 
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 step will enable the Congress, the communities 
affected by racial and ethnic .health disparities, and NIH to monitor the progress of NIH in this 
area. 

Reducing racial and ethnic health disparities will also require a better understanding of 
issues beyond genetic predisposition, effective 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 ofthis complex problem. The Health Care 
Faimess Act - Fair Care -- increases the federal commitment to understanding these social 
science aspects 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 improved 
cultural competency in the delivery of health services. The Health Care Faimess Act establishes 
demonstratjon 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 in 
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, wc 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, 
Norwood, Thompson, and Jackson in this important effort, and I look forward to early action in 
the Congress to pass this needed legislation." 
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Part III, Opportunity: Section 4, Civil Rights Enforcement March 24,1999 

basic framework 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 student 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 and 

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, i f 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 

poverty, lack of access to quality health services, environmental hazards in homes and 

neighborhoods, and the absence of effective prevention programs tailored to specific 
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But, health disparities 

are also a function of 

discrimination—a subject we 

have been reluctant to discuss. 

As David Barton Smith, 

director of the Healthcare 

Management Program at 

Temple University noted, "The 

solution [to the health care 

divide] that we seem to have 

drifted into is not to talk about 

race." Yet, all too frequently, 

discrimination, either prevents 

Health Disparities 

A baby bom to an African American mother 
has twice the risk of dying in the first year 
than a white baby. An American Indian baby 
is 1.5 times more likely to die. 

African American men suffer from heart 
disease at nearly twice the rate of whites. 

Cervical cancer is nearly five times more 
likely among Vietnamese American women 
than white women. Liver cancer among 
Vietnamese Americans is more than 11 
times higher than whites. 

Diabetes in African Americans is 
approximately 70 percent more common 
than in whites; and the prevalence in 
Hispanics is nearly double that of whites. 

Hispanic children are five times more likely 
to be without a usual source of health care 
than white children. 

Hispanics of all ages are the most likely to 
be uninsured. Nearly three in 10 Hispanic 
children have no insurance coverage. 

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 Afiican American women for heart catheterization 

significantly less often than they would refer identically situated white men. This study 

suggests that race and gender independently 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 provide 

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 maternity 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 time 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, diabetes, HTV/AIDS, and 

immunizations.31 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 

(III.4)-45 



Part III , Opportunity: Section 4, Civil Rights Enforcement 

enforcement initiative to 

eliminate discrimination in health 
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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 trials. 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 learned 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 FY99. 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 discrimination 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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increasing diversity of the population. I commend the efforts of the Association of 

American Medical Colleges to ensure the enrollment 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 discriminatory 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.32 Citizens of Convent were already 
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living under 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.33 This concentration of industry, plus the array of hazardous-

waste incinerators, oil refineries, and landfills that lined this stretch of land between 

Baton Rouge and New Orleans had earned this area the nickname "Cancer Alley" due to 

the unusually high levels of certain health problems.34 

The company had aheady 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 Act 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 line35 and unemployment hovered at 62 percent.36 With 

these stakes, many residents and even the local chapter of the NAACP embraced the 

PVC project.37 

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,38 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 facing too many communities of color across the country as they confront 

decades of neglect and systematic exclusion from the government decisions that together 

have left their communities bhghted and their health threatened. It illustrates the false 

and dangerous choice 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 American 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.39 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.40 

Our efforts to close the racial gap in educational achievement is made more difficult 

because the environmental health gap produces illnesses and absences that can drag 

down achievement for some kids. 

Lead poisoning provides another striking example. We know the devastating 

effects of childhood 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 remain 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 steps 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.41 I have pressed Congress to 

strengthen the tools available to law enforcement in fighting the environmental crime 

that plagues these communities.42 

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 neighborhoods. 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. 

We 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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challenge. 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."43 

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 disproportionate impacts on low-income and 

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 reminds 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 i f they 

are healthy places to raise families, go to work, and go to school. The activists in 

Convent reminded us that, in America, no coinmunity should be forced into having to 

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, I regard a fair and 

accurate census to be one of the most 

significant civil rights issues we face. 

Article I of the Constitution places 

the census count at the core of our 

democratic system of governance.44 

The first census was conducted in 

1790, when Secretary of State 

Thomas Jefferson reported to 

President George Washington an 

official count of 3.9 million people. 

This count included American 

Indians who were not taxed and 

"three-fifths of all other persons," 

meaning slaves.45 As in 1790, we 

continue to undercount racial 

minorities - by about 12 million in 

the census of 1990. 

An accurate census is critical 

A Sample of Programs 
Affected by Census Figures 

HEALTHCARE. Head Start. Health Education 
and Training Centers. Nursing Student Loans. 
Protection and Advocacy for Individuals with 
Mental Illness. EDUCATION: Goals 2000 -
State and Local Education Systematic 
Improvement Program. Safe and Drug Free 
Schools. Technology Innovation Challenge 
Grants. Title I Program for Neglected and 
Delinquent Children. Special Education. Indian 
Education. Education for Homeless Children 
and Youth. Health Professions Student Loans. 
ENVIRONMENT. Wildlife Restoration. Air 
Pollution Control Program Support. Water 
Pollution Control. Hazardous Waste 
Management State Program Support. 
TRANSPORTATION. Capital Assistance 
Program for Elderly Persons and Persons with 
Disabilities. Airport Improvement Program. 
Highway Planning and Constmction. 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 
Older Individuals. Programs for Prevention of 
Elderly Abuse, Neglect, and Exploitation. 
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 
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. 
RURAL COMMUNITIES. Appalachian Local 
Access Roads. Rural Telephone Banks. Rural 
Electrification Loans and Loan Guarantee. Rural 
Self-Help Housing Technical Assistance. Rural 
Domestic Violence and Child Victimization 
Enforcement Grant Program. 

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' services, public health care, rural 

development, environment, transportation, and housing programs, as well as the 

distribution of hundreds of billions of dollars in critical services. 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,46 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 Americans was six times 
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greater, the rate for Hispanics seven times greater, and the rate for American Indians 

more than seventeen times greater, than that for whites.47 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 

ofthis 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, language barriers, high level of unmarried residents, nontraditional 

housing arrangements, neighborhoods that are not trustful to outsiders, and a lack of 

trust in the confidentiality of the census.48 These characteristics are commonly found in 

communities of color. Because we know 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.4 9 

This Act authorized the Census Bureau to work with the National Academy of Sciences 

to determine the best way to count our population.50 The panel of experts convened by 

the Academy unanimously recommended the use of scientific sampling as part of 
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Census 2000.S1 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."52 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, however, 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.'"53 I f the Secretaiy of Commerce deems it so, we must use statistical sampling 

to adjust the census data for use in redistricting and distributing funds. Secretary of 

Commerce Richard Daley has aheady determined that statistical sampling is necessary, 

desirable, and feasible. Thus, we must take advantage of modem 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 census. We will target some of these ads to hard-to-count 

communities. Finally, as Karen Narasaki, Executive Director of the National Asian 

Pacific American Legal Consortium, pointed 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 

languages as well as provide a toll-free number staffed with multi-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 
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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 federal 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 the Civil Rights Act of 1964, 

which included in it the authority to create the Community Relations Service (CRS).54 

The bill was a rejoinder to the disappearance of Mickey Schwemer, 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 1964.55 It reflects our nation's willingness to use 
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