
EXECUTIVE SUMMARY 


Information tools,such as the personal computer and th.e Internet, are increasingly critical to economic 
success and persori;U advancement. Falling Through the Net: Defining the Digital Divide finds that more 
Americans than ever have access to telephones, computer~) and the Internet. At the same time, however, 
NTIA has found that there is still a significant "digital divide)) separating American information "haves" and' 
"have nots." Indeed, in many instances, the digital divide has widened in the last year. ' 

, 	 '. ' 

This report, Ni1A's third in the Falling Through the Net series, relies on December 1998 U.S. Department 
of Commerce Census Bureau data to provide an updated snapshot of the digital divide. The good news is 
that Americans at:e more connected than ever before. Access to computers and the Internet has soared for 
people in all demographic groups and geographic locations.' At the end of 1998, over 40 percent of 
American households owned computers, and one-quarter of 

'~------------:J 199., all households had Internet access. Additionally, those who 
were less likely to have telephones (chiefly, young and 
minority households in ru~l areas) are now more likely to I: 
have phones at home. (Chart 1-1) 	 ~ ,. 

'" J'0
Accompanying this good news, however, is the persistence ,.
of the digital divide between the information rich (such as' 

Whites,Asians/Pacific Islanders, those with higher incomes, 
 Chart 1·1 
those more educated, and dual-parent households) and the '" 
information poor (stich as those 'Yho'are younger, those with 

------~-,-----ov,lower incomes and education levels, certain minorities, and ~~--------_n,~D~cl 

-----------I!LtI'- D~those in rural areas Of central cities). The 1998 data reveal, ----~----,'Lr:lI- ac..mrulcity 

significant disparities, including the following: 

• 	 Urban households with incomes of $75,000 and higher , 

are more than twenty times more likely ,to have access to 

the Internet than rufaI households at the lowest inc9me 

levels, and more than nine times as likely to, have a 

computer at home. (Chart 1-21) 


• 	 Whites are more lik~ly to have access to ~e Internet, ., r:.: U.s.
from home than Blacks or Hispanics have from any 
location. J: 

• 	 Black and Hispanic households are approximately o,ne­ , ~'" 


third as likely to have home Internet access as r
" 
households ofAsian/Pacific Islander descem, and r~ugwy 

two-flfths as likely as White households. (Chart 1-22) , 


Chart 1-22 
• 	 Regardless of income level, Americans living in rural areas , ', 


are lagging behind in Internet access. Indeed, at the lowest income levels, those in urban areas are 

more than twice as likely to have Interriet access than those earning the same income in rural areas. 


For many groups, the digital divide has widened as the information "haves" outpace the ,"have nots" in 

gahIing access to e1ectrortic resources. The following gaps with regard to home Internet access are 

representative: 
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• ,The gaps between White and Hispanic households,·; 
,,-....-.--.---.--~----.--.--.-----~ W/,j,-II<)tIH"j)QIIO( 

and between White and Black households, are now ._ 	 -11­
)~-~~-----

approximately five percentage points larger than they 
Hioprmi< ......were in 1997. (Chart 1-23) . 

• 	 The digital divides .based on education and income 

level have also increased in the last year ilone. 

Between 1997 and 1998, the divide between those at '''' 
Chart 1-23 
the highest and lowest education levels increased 25' 

\ .' . 

percent, and the divide' between those at the highest. 

and lowest income levels grew 29 percent. 


. 'I' . 	 . . 

Nevertheless, the news is not all bleak. For Americans with incomes of $75,000 and higher, the divide 
between Whites and Blacks has actually na'frowed considerably in thetast year. This finding suggests that 
the most affluent American families, irrespective of race, are connecting to the Net. If prices of computers 
and the Internet decline further, the divide between the information "haves" and "have nots" may continue 

• • 	 'j 

to narrow. 

Until every home can afford' access to information resources, however, we will need public policies and 
private initiatives to expand affordable access to those resources. The Clinton Administration is committed 
to connecting all Americans to the National Information Infrastructure. Pro-competition policies, to reduce 
the prices of basic phone and information services, and universal service policies will continue to be . 
important parts of the solution. 

Community access centers (CACs) ...:... 'such as schools, libraries, and other public access points - will play 
, an important role. The 1998 data demonstrate that community access cente.is are particularly well'used by 

those groups who lack access at home or at work. These same groups (su<?h as those with lower incomes 
and education levels, certain minorities, and the unemployed)are also using the Internet at higher rates to 
se;t.rch for jobs or take courses. Providing public access to the Internet will help these groups advance 
economically, as well as provide them the technical skills to compete profeSSionally in'today's digital 
economy. 

. 	 . 

E~tablishing and supporting community access centers, among other steps, will help ensure that all 

Americans can access new technologies. As we enter the Information Age, access to computers and the 


, . 	 " 

Internet is becoming increasingly vital. It is in everyone's interest to ensure that no American is left 

behind. . 
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THE CLINTON-GORE ADMINISTRATION: 


WORKING TO BRIDGE THE DIGITAL DIVIDE 

December 9, 1999 


Today, President Clinton announced that he intends to lead a New Markets tour in the Spring 
of 2000 to focus national attention on the digital divide -- the growing division in the United 
States between information "haves" and "have-nots. II This issue has also been a top priority 
for Vice President Gore, who has worked to bridge the digital divide by ensuring that all of 
our children have access to educational technology. To support this effort, President Clinton 
issued a Directive, to members of his Cabinet to take specific actions to close the digital divide, 
such as expanding Community Technology Centers in low-income urban and rural 

'\ 	 neighborhoods, continuing to measure the extent of the digital divide, and helping low-income 
workers gain the skills they need to compete for high-paying information technology jobs. He, 
also announced several commitments from the private sector and non-profit qrganizations that 
will help address the problem, including a commitment of the Congress of National Black 
Churches to make this issue a top priority, a comprehensive clearinghouse ofstate and local 
efforts to bridge the digital divide, and a partnership between the private sector and the 
Leadership Conference on Civil Rights that will help bring civil rights organizations into the 
21" century. 

The President was joined today by Duane Ackerman, Chairman and CEO, BellSouth 

Corporation; Michael Armstrong, Chairman and CEO, AT&T; Zoe Baird, President, Markle 

Foundation; Richard Brown, Chairman and CEO, EDS; Stephen Case, Chairman and CEO, 

America Online; Darien Dash, CEO, DME Interactive Holdings; Tessie Guille!mo, Exec. 

Dir., Asian and Pacific Islander American Health Forum; Wade Henderson, Exec. Dir., 

Leadership Conference on Civil Rights; Roberta Katz, CEO, Technolbgy Network; Susan 

Masten, President, National Congress of American Indians; Jorge Schement, Board Member, 

Benton Foundation; and Irma Zardoya, Superintendent, District 10, New York Public Schools.' 


Today's announcement came as Secretary of Commerce William Daley convened a summit on 

, 	 ' 



the digital divide with these and other prominent high-tech CEOs and leaders in the civil 
rights, educational, and non-profit communities. 

I. FROM DIGITAL DIVIDE TO DIGITAL OPPORTUNITY 

President Clinton made several announcements tpat will help bridge the digital divide and 
create digital opportunity for more Americans. 

A New Markets trip to disadvantaged urban and rural communities to focus national attention on the 
digital divide: The President willlea9 a tour next spring to highlight communities that are 
using information technology to enhance our children'S education, expand access to life-long 
learning, and create economic growth and high-tech, high-wage jobs. Previous New Markets 
trips -- to communities such as Appalachia, the Mississippi Delta, Newark, and Chicago -­
hav.e served as a catalyst for new public-private partnerships to expand ~pportunity in those 
regions of the country that have not yet reaped the benefits of America's economic expansion. 

A directive to members of the Cabinet to take specifiC actions to address the digital divide: President 
Clinton is directing membe'rs of his Cabinet (Secretaries of Commerce, Education, Health and 
Human Services; Housing and Urban Development, and' Labor) to take specific steps to close 
the digital divide, including: 

Continuing to measure the nature and extent Of the digital divide by examining the importance of income, 
education, race, gender, geography and age to Americans' access to Information Age tools; 

Expanding the network of Community Technology Centers tO'provide access to technology for those American 
who can't afford it; 

Promoting applications of the Internet that will emp~wer low-income families, such as the ability to 
start their own business; and . 

Upgrading the IT skills of workers in low-income communities. 

3. Digital Divide Network: Companies from 'across the computing, telecomrtlUnications, 
software, and Internet industries -- as well as the Urban League and several of the nation's 
largest private foundations-- are coming together to launch the Digital Divide Network. The 
network is an Internet-based clearinghouse for information on public and private efforts to 
bring technology to underserved communities. For the first time, America will have a' 
one-stop shop for tracking our progress and for learning exactly what has worked and what 
has not. 

Digital Opportunity Partnership The Leadership Conference on Civil Rights is working 
with many nonprofit organizations and private-sector companies to launch a new Digital 
Opportunity Partnership. This initiative will empower the entire civil and hllman rights 
communities through an expanded Web site (civilr'ights.org), leadership forums, and even 
"freedom riders" who will.bring high-technology to the doorstep of nonprofit organizations. 

http:civilr'ights.org


Congress of National Black Churches: The Congress of National Black Churches, 
representing 65,000 churches and 20 million members, is sending a letter to the President 
acknowledging the importance of the digital divide as a key civil rights issue for the 2151 

~entury, and committing to work with the President and with industry to help close the digital 
divide. 

II. THE IMPORTANCE OF BRIDGING THE DIGITAL DIVIDE 

Access to computers and the Internet and the ability to effectively use this technology are 
becoming increasingly important for full participation in America's economic, political and 
social life. People are using the Internet to find lower prices for goods and services, work 
from home or start their own business, acquire new skills using distance learning, make better 
informed decisions about their healthcare needs, and get more involved in the education of 
their children by communicatfng more frequently with teachers. 

Access to computers and the Internet has exploded "during the Clinton-Gore Administration. 
Unfortunately, there is strong evidence of a "digital divide" -- a gap between those individuals 
and communities that have access to these Information Age tools and those who don't. In 
,some instances, this divide is actually widening. AJuly 1999 report from the Department of 
Commerce, based on December 1998 Census Department data, revealed that: 

Better educated Americans more likely to be connected. Between 1997 and 1998, the technology 
divide between those at the highest and lowest education levels increased 25 %. I]] 1998, those 
with a college degree are more than eight times likelY,to have a computer at home and nearly 
sixteen times as likely to have home Internet access as "those with an elementary school 
education. 

The gap between high- and low-income Americans is increasing. In the last year, the divide between 
those at the highest and lowest income levels grew 29%. Households with incomes of 
$75,000 or higher are more than twenty times more likely ~o have access to the Internet than 
those at the lowest income levels, and more than n~ne times as likely to have a computer at 
home. 

Whites more likely to be connected than African-Americans or Hispanics. The digital divide is also 
persistent and growing along racial and ethnic lines. Whites are more likely to have access to 
the Internet from home than African-Americans or'Hispanics have from any location. 
African-American and Hispanic households are roughly two-fifths as likely to have home 
Internet access as White households. The gaps between White and Hispanic households, and 
between White and African-American households, are now more than six percentage points 
larger than they were in 1994. However, for incomes of $75,000 and higher, the divide 
between Whites and African-Americans has narrowed considerably in the last year. 

Rural areas less likely to be connected than urban ~sers. Regardless of income level, those 



living in rural areas are lagging behind in computer ownership and Internet aCcess. At some 
income levels, those in urban areas are 50% more likely to have Internet access than those 
earning the same income in rural areas. Low income households in rural areas are the least 
connected, with connectivity rates ,in the singles digits for both computers and Internet access. 

III. A STRONG RECORD OF ACCOMPLISHMENT 

" ' 

President Clinton and Vice President Gore have worked hard to close the digital divide, and to 
help create opportunity for more Americans in the Information Age, They have worked to: 

Ensure that every child is technologicaily literate: The President and Vice President have set a goal 
of co~ecting every classroom and library to the Internet by the year 2000 -- a goal that we are 
on track to meet. They also have fought for investments in technology training for teachers" 
modern computers in the classroom, and high-qu~lity education software. Technology in the 
classroom can make it easier for parents and teachers to communicate, prepare our children for 

, the high~tech workplace of. the 21 SI century, and help improve student performance in, all 
academic subjects. Major Administration initiatives in educational technology include the ' 
Technology Literacy Challenge Fund, and the "e:-rate. II The "e-rate ll is helping to connect our 
children to the future by providing discounted Internet access to libraries and 1 million 
chlssrooms, with the deepest discounts going to the poorest schools and libraries that need it 
most., 

Expand the network of Community Technology Centers: The final budget deal included a tripling of 
support for Community Technology Centers, which provide access to technology for those 
who can not afford it. 

Encourage the development of applications of information technology for low-income Americans: 
Administration grant programs have supported innovative pilot projects -- such, as the use of 
telemedicine for prenatal care, telementoring for at-risk youth, a national computer network 
for local food banks, and distance learning for people who have lost their jobs. 

Expand access to technology for people with disabilities: President Clinton and Vice President Gore 
have been strong supporters of efforts to make technology more accessible for people with 
disabilities. Recent actions by the Federal Communications COnlrnission will help ensure that 
telecommunications equipment, such as cellular phones, is designed to be accessible for people 
with disabilities. 

### 
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Pri""jll", Smith of Freeport 
gets dialysis at Nassau County 
Medical Center. 
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A Difference ofLife and Death 

For blacks, medical care and state of health trail whites 

By Ford Fessenden 
Staff Writer 

DECADES AFTER legal segregation ended~ blacks and whites in 
America are largely treated under two different medical systems -- not 
separate, but still unequal. 

The consequences are st~rk: 

African-Americans are less likely to get the high-tech, advanced 
medical care that can mean the difference between life and death, a 
Newsday computer analysis has found. 

They are less likely to use a medical system that for generations has 
engendered a deep mistr,ust, born of unethical medical experiments and 
segregated hospitals. 

Blacks on Long Island and in Queens get bypass operations at a rate 
less than one-quarter that ofwhites, Newsday found. They get 
angioplasties, the operation that clears blockages from coronary 

. arteries, atone-third the rate. 

African-Americans wait longer in local hospitals for kidney transplants. 
They get hip and knee replacements at a'fate that's lower than whites. 
Black women get more of the scarring kind of hysterectomy operation 
than white women, and fewer of the less-invasive type than white 
women. Blacks with diabetes and circulatory problems get more leg 
amputations, but fewer leg-saving operations than whites. 

At bottom, the health care gap in this region and in the nation adds up 
to a stunningly shorter life expectancy for African-Americans: on 
average, they die six years younger than whites. 

The faces of the health gap are people such as Dedri Brown, a school 
safety officer from Far Rockaway, a diabetic who lost a leg to 
amputation, a fate suffered more frequently by blacks with the disease 
than whites. They include Gerald Adams, of Jamaica, who's been 
waiting five years for a kidney transplant - almost twice as long as the 
average white person in New York. And Andrea Cherry of Baldwin, 
who got prenatal care, took vitamins and did all the right things, but 
still lost her baby at birth, the kind of tragic event that happens 2 112 
times more frequently to African-American motheis. And Toya Davis, 
a Hempstead woman who said she had to intervene with her homeless 
mother's doctors to make sure she got the angioplasty she needed. 
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Black infants die at higher rates, and violence and infectious diseases 
. are a significantly greater threat to blacks than whites. At the same 
time, blacks suffer just as much from "diseases of affluence" ­
colorectal and breast cancer and heart disease - that afflict people in 
high-income, high-stress areas. ,But they get their first heart attacks in 
their early 60s, on average, instead of their late 60s, as whites do, 
Newsday found in reviewing hospital data. ' 

The reasons behind the ra9ial health gap are many, they are 

incompletely understood, and the issue is highly charged. Blacks often 

have poorer access to car~ and to health insurance, and as a result may 

put off attending to problems until they are more severe. The longer a 

patient waits to take care of a health problem, the ,greater the likelihood 

the disease will involve complications that can make it more difficult to 

cure with advanced medical techniques. They may live in more 

stressful and unhealthy enviroru'nents that compound health problems 

as well. 


But researchers long ago dismissed as improbable notions that the gap 

is due to biological differences that some assumed rendered blacks 

more susceptible to common diseases than whites. 


"The public thinks race is biological, but it's not. That's misleading 

mythology," said Dr. Robert Hahn, an epidemiologist at the federal 

Centers for Disease Control and Prevention in Atlanta who studies 

disease clusters and race. "Race has only a minimum connection with 

biology." 


While the health gap affects other racial and ethnic groups in 'different 

ways, the differences are most pronounced for African-Americans. 


Having money and good insurance increases the chance of getting the 
most intensive medical care, regardless of race. But even when the type 
of insurance was the same, black residents of Queens and Long Island 
aren't treated as intensively as whites. And the disparity persists at high 
income levels. Blacks making from $50,000 to $75,000 were only half 
as likely as whites to get angioplasty. or bypass surgery after they had 
been admitted to the hospital for a heart attack or clogged arteries, 
Newsday found. 

'''It's'all about beirig perceived as worthy," said Davis, whose mother 
got an operation to save her heart after Davis lobbied her doctors. "I 
think that because I let them know that I was concerned and that I was 
educated, they took better care of her. She got the angioplasty she 
needed because I was there, and I don't know'if she would have gotten 
it if! wasn't." 

These treatment differences also help explain why the health of 

African-Americans compared with whites is persistently worse in 

Queens and Long Island - and in the rest of the nation as well. 


"You get treated by what you look like," said Kathleen Gaffney, the, 

Nassau County health commissioner. "Ifyou're black ... the physician, 

is less likely to take your symptoms as seriously, so you may not get 

the same response. There continue to be health care stereotypes in 

terms of minority patients being less compliant, they' don't take their 
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drugs,' and there is also'a perception that they are less motivated and 
less educated. It becomes a self-fulfilling prophecy because they're 
treated differently by health professionals." 

Doctors and hospitals say much of the disparity they can do little or 
nothing about - black patients often come in with disease more 
advanced, health more compromised. Ifjust infant mortality were the' 
same as whites, the life expectancy rate would go up nine months for 
blacks. And black patients and doctors say, yes, indeed, many blacks 
avoid doctors, but out of fear and mistrust as well as economic issues. 
For generations, blacks in America were shut out of top-flight medical 
care and, in some infamous cases, used as unwitting subjects of 
dangerous medical' experiments. 

Whatever the reasons for the disparity, President Bill Clinton has 
charged a federal government task force with the job of eliminating it. 

"I don't think there's any way that we can tolerate an environment in 
which a lot of people who are minorities are not receiving quality 
health care," said U.S. Surgeon General David Satcher, "or suffering 
disproportionately from infant mortality, or not receiving 
immunizations, or unnecessarily getting cardiovascular disease and 
hypertension." Satcher, who is leading the effort to narrow the racial 
health gap, told Newsday in an interview: "If you just look at it from a 
humanitarian point of view, you say: As a nation we cannot tolerate the 
disparities. " 

And black leaders have begun to stake out the issue as a new front in 
civil rights. "It does not matter how much social, political, and 
economic progress we make, it means nothing if you are not alive," 
said the Rev. Al Sharpton. "This is the new civil rights battle of the 
21st Century." ' 

For the past year, a team ofNews day reporters has been examining the 
health of people in this region. The newspaper conducted a 
behavioral-risk study of more than 2,000 residents on Long Island and 
in Queens to parallel surveys done at the federal level. Newsday 
extensively analyzed databases covering every hospital admission in 
New York State over the past seven years. To get precise information 
about doctors and insurance companies, Newsday sued New York State 
under the Freedom of Information Act, and won. 

Here's what Newsday'sexamination found: 

Whites get more intensive treatment. Even though they die of coronary 
heart disease at lower rates than JJlacks, whites are much more likely to 
get advanced heart procedures. Last year, there were 138 cardiac 
bypass operations per 100,000 people among whites, just 31 per 
100,000 among blacks in Queens and Long Island. Newsday found 
whites also get hip replacements at a rate twice as high as blacks, knee 
replacements at a rate 23 percent greater, and gall bladder operations at 
a rate 53 percent higher. All figures are adjusted for differences in age 
between the races. 

Blacks often get more radical surgery when less severe alternatives are 
an option. For instance, among those with diabetes, blacks are more 
likely to lose feet o~ legs to amputation, while whites are more likely to 
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. get surgery to restore blood flow and save their legs. Among 1,907 
whites and 385 blacks from Nassau, Suffolk and Queens who got 
surgery for atherosclerosis or diabetes-related circulatory problems in 
1995, 61 percent of whites got surgery to restore blood flow, but only 
43 percent of blacks got leg-saving surgery. The rest had amputations. 
And black women are more likely to get the more invasive kind of 
hysterectomy treatment, and less likely to get the less drastic vaginal 
hysterectomy, which doesn't require a large incision. The vaginal 
operation is more expensive and harder, and studies have shown it is 
used more on women higher on the socioeconomic scale. 

Blacks with serious kidney problems wait longer for transplants, and . 

are less likely to receive a kidney than whites. For every 1,000 blacks 

in the ho~pital with kidney failure, there were 8.2 transplants; for every 

1,000 whites with kidney failure, there were 13.3 transplants. Some of 

this is due to biological factors involved in matching, but there are 

aspects of the transplant system that could be modified to make more 

organs available to blacks . 


. A chasm of culture and color separates African-American patients from 
mostly white doctors. Barely 40 percent of blacks say they trust other 
people not to take advantage. of them if given the chance, compared to 
71 percent of whites. And that distrust extends to the medical system, 
where a history of unequal treatment has poisoned the relationship 
between many black patients and doctors. "I think you have to 
approach doctors under the premise that they're all liars," said 
Hempstead mortgage consultant Virginia Covington, 56. Blacks are 

. more likely to seek alternatives to traditional medicine, and they delay 
going to doctors. Even blacks with good insurance are sicker when they 
arrive at the doors of medical practitioners. Black cancer sufferers are 
more likely to die of their disease, a strong indicator they aren't getting 
care early enough. 

African-Americans in Queens and Long Island have a mixed picture on 

lifestyle risks for disease. They're more likely to be overweight and to 

get less exercise, Newsday's ,poll showed. They're also more likely to 

live in more dangerous places, and experience a lot more stress. All that 

could contribute to worse health. But in key ways, they also should be 

more healthy: They're much less likely than whites to smoke or to drink 

excess~vely, Newsday's poll shows. 


While blacks have lower life expectancy in general, something occurs 

around age 80 that turns the debate about race and health upside down. 

The number of years remaining for blacks and whites becomes equal. 

Then, after age 84, life expectancy becomes higher for bla«ks than for 

whites. In fact, while African-Americans are 13 percent ofthe general 

population they are up to 19 percent of the nation's centenarians. While 

debates have raged for years about this crossover, it adds to the notion 

that poorer health outcomes for minorities are not a matter of biology, 

but one of social circumstance and a~cess to care. 


A "silent curriculum" of purported racial differen~es perpetuates 

medical stereotypes about blacks and other minorities. These include 

perceptjons about the treatment ofdisease and what is normal for 

certain ethnic groups. For example, Laurence Thomas, a Syracuse 

University professor, was told by his doctor that he had high blood 

pressure, but that it was OK because he is African-American. It turned 
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out that Thomas didn't have the illness at all. But even if he did, the 
notion that it was something he should just live with because of his race 
is mistaken, according to experts. Commonly held beliefs like this one 
affect judgments about what drugs are prescribed and what kinds of 
procedures will work. "There are lots of little stories that physicians 
believe that are neither scientifically based ilOr proven. That's the 
problem,tt said Dr. Judith Gwathmey, a professor ofmedicine and 
physiology at Boston University. 

Treatment disparities have been the dirty little secret of medicine: 
There has been a growing and mostly unrefuted body of literature in 
medical journals. since the 1980s that shows black patients don't get the 
same treatment as whites. Yet little has been done to change'the 
situation. . 

"What is striking is that the findings are not subtle and that we as a 
country ,have done nothing about it," said Dr. Arnold Epstein, chairman 
of the department of health policy of the Harvard University School of 
Public Health. . 

Indeed, Newsday's study of hospital data showed that in 1991, whites 
on Long Island and in Queens got five times as many bypass operations 
as blacks. In the next several years, numerous studies would emerge 
across the country pointing out the problem. By 1997, though, 
Newsday found, local doctors were still performing bypasses on whites 
at 4 112 times the rate for blacks. 

"I think it's a reality that if you have money, if you have political 
influence, there is going to be a different level of care," said Bob 
Gumbs, former executive director of the New York City Health 
Systems Agency. Now president of Strategic Resources Associates, a 
New Jersey consulting firm, Gumbs said, "It's the equivalent of the . 
school system. Should schools be different? Maybe not. Is the reality 
that they are different? Yes." 

To be sure, there are some procedures in which Newsday found little or 
no difference between the races. For instance, rates of breast-saving 
cancer surgery were similar between blacks and whites. Prostate 
removal rates also were nearly equivalent between whites and blacks. 
So were heart and liver ~ransplant rates. 

And there may be some. technical issues that cloud the picture. For 
instance, Newsday could not determine from the hospital data whether 
blacks with circulation problems in their legs had more advanced 
disease, 'or those with arthritis of the hip or knee had less advanced 
disease. 

But overall, researchers say, there are enough discrepancies to show a 
pattern - a gap that is "pervasive and widespread," said Jose Escarce, a 
researcher at the RANO Corp. in Santa Monica, Calif., who found big 
gaps between black and white Medicare patients in most of 23 common 
hospital procedures in it 1993 study .. 

"Let's face it," said Mary Hibberd, the former Suffolk County health 
director, now senior medical director at IPRO, a medical consulting 
firm in Valley Stream.: "There's still a lot of racism, and classism, on 
Long Island." 
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Newsday f()und evidence that segments of the minority population are 
absent from the standard routines ofcare. Many are uninsured. But 
even many African-Americans who are insured are still not getting the • 
kind of routine preventive care that improves and saves lives. At health 
fairs in minority communities this year sponsored by a community 
group associated with Dr~ Aubrey Lewis, a cardiologist from Merrick, 
almost everyone who showed up for free screenings had some kind of 
abnormal test. 

A third were anemic, more than half had high cholesterol. A patient 
who showed up at a fair in Uniondale Sept. 26 had blood glucose levels 
at walking-time-bomb levels. She recently had lost her health 
insurance, and lost control of her diabetes. 

Newsday's investigation found that blacks weren't getting medical care 
in time. They end up seeing doctors - but they're sicker when they 
finally do. African-Americans, in fact, actually are more likely than 
whites to have a hospital stay in any given year. 

"I couldn't take the time to be sick," said Ethel Mae Payton of 
Hempstead. Her husband had just lost his leg to complications from 
diabetes when doctors told her she had to start dialysis because her 
kidneys were failing. "My husband was already ill and I had to take 
care of my husband." 

"Access to early care is critical," said Hibberd. "Prevention is really 
where it's at. Once you come in with your first heart attack, there's a lot 
ofdamage already been done." 

That's not just talk: Lack of access to primary and preventive care 
clearly means that many blacks on Long Island and in Queens die' 
needlessly. . 

An example: More black cancer patients die oftheir disease. Cancer 
survival is largely dependent on how early the disease is caught and 
how aggressively it is treated, and state cancer statistics show blacks 
are not surviving at the same rate as whites. The ratio ofdeath to 
incidence - a rough measure of how many people don't survive cancer ­
is 50 percent for black women, just 42 percent for white women. And 
there's a similar gap for black and white men. The cancers are no' 
different - but th~ delays mean that hundreds of blacks die. 

Seventeen percent of blacks on Long Island say they have not gone to a 
doctor when they need~d to because they couldn't afford it, according 
to Newsday's survey, compared with just 7 percent of whites. One in 
four black households on Long Island has at least one person with no 
insurance, nearly twice 'the rate of whites, according to the survey. In 
Queens, more than a quarter of black households had an adult with no 
insurance versus one in five for whites. 

A Newsday study of hospital admissions, in 1997 shows that even 
blacks with good insurance may be less likely to get good primary'care. 

Hospitalization of children for earache is considered a barometer of 
primary care - it rarely happens when the kids are seeing a doctor 
regularly because the problem gets taken care of before it becomes 
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critical. 

On Long Island and Queens, such hospitalizations are more likely for 
black children than for white, but not just because black children are 
more likely to be uninsured. Even among those covered by commercial 
insurance, black children are twice aslikely as white children to be 
hospitalized for severe ear infections. 

Beyond insurance coverage, there's something else keeping blacks from 

getting to doctors. "There's a basic distrust, a feeling that when you do , 

go for care you're treated poorly," said Marion Terry of the African 

American Health Education and Development Foundation in 

Hempstead. "That's one of the reasons that, even if you do have access, 

you don't access the medical system until you're much sicker." 


"Blacks have a tremendous fear of institutional everything," Lewis said. 

"Remember Tuskegee," he said, referring to the decades-long 

government project that used African-American men as unwitting 

subjects in a syphillis experiment. 


Virginia Covington says she insists her doctors respond to her 
questions, but thinks many blacks may not. "I pick my hospitals and I 
pick my doctors very carefully," Covington said. "I come with a list of 
questions, and instead of the five minutes he wants to spend on me, he 
spends 15. I think any minority person who doesn't articulate, for any 
reason, or feels intimidated, doesn't get the help and the care they 
need." 

Surgeon General Satcher said: "I think there are cases in which racism 
plays a role. It has a lot to do with the sensitivity and commitment of 
the health professional. It has to do with people's relationship with 
health care providers ... It has to do sometimes with the information 
that's available to the patient ... How we pay for health care in this 
country comes'into play. And in some cases racism." , , 

But health professionals say if that happens, it's not intentional. Mita 
Giacomini, assistant professor ofclinical epidemiology and biostatics 
at McMaster University in Hamilton, Ontario, said, "Most physicians 
would say, 'We're not a bunch of racist people.' But there certainly are 
things going on in the system that have that effect." 

Getting in the door to the medical system isn't the only problem. After 
they enter, Newsday found, African-Americans get a different 
reception. 

Among Medicare patients, 17.1 percent of whites who entered the 
hospital with heart atfack or atherosclerosis got a bypass or angioplasty 
- an operation to open up clogged blood vessels - but just 8.6 percent of 

. black patients with the same diagnosis and the same insurer got such 
surgery. Twenty-two percent of white patients with commercial 
insurance got the surgery, but just 17 percent of black patients with the 
same kind of insurance. 

And there is little evidence that the gaps are narrowing - Newsday's 
review of local practices shows remarkable consistency in the racial 
disparity over the last six years. National studies also have been 
consistent year after year. 
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"It is distressing -' one wo~ld have thought some of the differentials in 
care.would have narrowed, and they really haven't," said Wayne Giles, 
medical epidemiologist with the Centers for Disease Control am~ 
Prevention. 

Recent studies have tried to determine whether black patients don't 
want the operations that whites are getting..; that they, rather than their 
doctors, opt for fewer bypass operations and angioplasties. Steven P. 
Sed lis at the Veterans Adminstration Medical Center in Manhattan 
found that blacks were twice as likely to refuse a bypass, and concluded 
that "reluctance by African-American patients to undergo invasive 
cardiac procedures may help explain observed disparities in 
race-related cardiac care.',' 

But another study in a V A hospital in Pittsburgh, which also found 
blacks more likely to say they would refuse an invasive heart 
procedure, found they probably refused because they didn't understand. 
The people refusing were those who thought they were going to die 
from the procedure or thought they couldn't trust their doctors, and 
those people were largely black. 

"There's a profound mistrust coming through," said Dr. Jeff Whittle, the 
author of the Pittsburgh study. "Ifyou look at the people who refuse a 
procedure, they're not the ones who have a long-standing relationship 
with a doctor." . 

And another study by researchers in Albany, which is to appear in 
January in the journal Medical Care, provides evidence that, in fact, 
doctors don't recommend cardiac surgery as often for black patients as 
whites. 

"One of the things alleged by those who say that there are truly not 
racial differences is that blacks tend to turn down procedures that have 
been offered to them," said Ed Hannan, professor and chairman of the 
Department of Health Policy, Management and Behavior at the School 
ofPublic Health at the State University at Albany. "But what we found, 
essentially, is that the physician did not recommend the ·surgery." 

Edward McFadden, 58, of Uniondale, sees a cardi.ologist for a heart 
murmur. "He kept saying that everything was fine, but I wanted him to 
explain to me more about why everything was fine. I don't know if he 
thinks that I'm stupid or simply because he doesn't have the time, but he 
should have been more :interested." 

Doctors, with limited time to get to know a patient, make a lot of 
judgments about who's a good candidate for a therapy such as bypass or 
angioplasty. 

"We're not talking about people who are overtly racist," said Michelle 
van Ryn, a researcher at SUNY-Albany, and lead author of the study. 
"Physicians have very busy worlds. The encounters [with patients 1are 
quick. These are things that increase stereotyping." . 

Under such circumstances, "the doctor might decide this patient can't 
perform the rehabilitation necessary, or he's going to live just another 
five years," said David Carlisle, a researcher at the University of 
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California at Los Angeles. "There are all sorts of potential biases." 

Those judgments can result in a racial effect when the patient is black 
and the doctor is white, researchers say. 

"It's the person you see as suffering that you empathize with," Whittle 

said. "If you have more empathy with one person, you're more prone to 

talk that person into a procedure." 


But local cardiologists say they try to treat everyone properly. 

"Once we put someone on a treadmill and fihd something wrong, 

there's no way we're not going to treat them," said Dr. Vellore 

Padmanabhap of North Shore University Hospital, Manhasset, and 

Jamaica Medical Center. 


Dr. Stephen Green, the a~sistant chief of cardiology at North Shore 
University Hospital in Manhasset, said sometimes the problem occurs 

long before he sees the patient. "What might be occurring is that these 

patients are not reaching our attention until later in life, when they're 
not as good candidates" for surgery, said Green. 

Part of the issue may be that doctors develop standard guidelines on 
how best to treat patient~, but they are dependent on subjective 
judgments. "Ifyou look at practice guidelines, they will mention things 

like, 'The patient has to have a stable family environment, the ability to 


f pay for drugs,'" said McMaster University'S Giacomini. Such things can 
have a racial effect, not only if fewer blacks than whites meet the 
guidelines, but also if doctors think so. ' 

"Those ideas that the client has to be loyal to treatment regimens 
probably play on physi~ian preferences," Giacomini said. "Whose 
lifestyle appeals to them in a way they can trust?" 

"There are a lot of subtle factors at work: Can they participate in rehab? 

Do they have a high-risk lifestyle?" van Ryn said. "I've become pretty 

convinced that. it's a series of encounters in which subtle judgments are 

made. But I believe doctors are no more or no less racist than anyone 

else in our society." 


Some researchers have argued that, in fact, the less intensive treatment 

blacks receive may be more appropriate. Research has pointed out that 

many operations - from' hysterectomy to cardiac bypass - are performed 

unnecessarily. But van Ryn's study found that wasn't the case: At:rlong 

patients for whom detajIed review showed that a cardiac bypass was 

not only appropriate, bllt downright necessary, blacks were more likely 

than whites to end up without it. . 


At a time when advances in health care continue to be made, but the 

will to pay for them is not as strong, chances are that inequities in 

health care, especially those 'between races, will get worse, experts say. 

The rich tend to get richer, but they also tend to get healthier, relatively 

speaking. 


"Things can get better for everyone, while the disparities can grow," 
said Dr. Paul Wise, director of social and health policy research at 
Boston Medical Center. "Where cost containment is colliding with 
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technical innovation, that's where you have the greatest potential for 
differences in treatment.".' ' 

An example: Survival of premature infants has' greatly increased since 
1990, when the federal Food and Drug Administration approved use of 
drugs to aid development of the lungs of premature infants. But 
researchers have found that the drugs get used more for white than for 
black mothers and babies. 

Indeed, on Long Island and Queens, Newsday found that the drugs 
seem to have made a great difference in survival of the lowest 
birth-weight babies. While it is impossible to s~y from the data whether 
the drugs are being used more for white than black preemies, this much 
is clear: The number of in::hospital deaths of white preemies on Long 

Island and in Queens has dropped 32 percent since 1991, tompared to 
just 11 percent for blacks, Newsday found ih reviewing hospital data: 
The gap between whites and blacks in infant health, already large, thus 
got larger. ' 

"It's critical that all children have the rights to the fr!lits of medical 

progress," Wise said. "At a time of revolution in medicine, it's critical 

to keep an eye on questions of equity and justice." 


f 

T oya Davis wasn't looking for a revolution in medicine to save her 
mother, just some dignity as she faced serious medical problems a few 
years ago. 

"I had lost touch with my mother for many years, and it turned out she 
was homeless and ... living on public assistance," Davis said. "I told 
them not to do anything to her until I got there. I really wanted those 
doctors to know that this poor, homeless, black woman did have family 
and did have people that cared about her and that they couldn't simply 
brush off her medical conditions." 
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_ THE PA'fIENT-PJiYSICIAN 
RElAT[ONSHlp· 

Race, 'Gender, and Partnership 
in the·.. Patient-Physician Relationship 
lisa Cooper-Patriek, MD, MPH Context. Many studies have documented race and gender differences In health care 
Joseph J. Gallo; MD. MPH received by patients. However. few studies have related differences in the quality of . 

interpersonal care to patient and physician race and gender. .. . . .Junius J. Conzales. MO 
Objective To describe how the race/ethnicity and gender of patients and physi­

Hong Thi Vu. MHS cians are associated with physicians' participatory decision-making (PDM) styles. 
Neil R. Powe, MD. MPH, MBA Design, Setting'. and Participants Telephone survey condudedbetween No­

. Chribtine Nel$on. Rl'l vember 1996 and June 1998 of 1816 adufts aged 1 B to 65 years (mean age. 41 years) 
who had recently attended 1 of 32 primary care practices associated with a large mixed­

Daniel E: FQrd. MD. MPH 

S

model managed care organization In an urban setting. Sixty-six percent of patients 

surveyed were female. 43 % were white. and 45% were African American. The phy­

sician.sample (n =64) w.as 63% male, with 56% whi!e. and 25% African American.
TUDIES HAVe: SHOWN 1'I-lAT AFRI­

can Americans and other minor- . Ma.in Outcome Measure Patients' ratings of their physicians' PDM style on a 100­
poi~t scale. .ity patients ofeen receive differ­

ential ar.d less optimal technical Results African American patients rated their visits as significantly less partiCipatory 
health care than white Americans. l•a It than whites in models adjusting for patient age. gender. education. marital status. health 

status. and length of the patient-physician relationship (mean [SE] PDM score, 58.01s uncertain how much of these tact:U dif· 
[1.2] 'IS 60.6 [3.3); P:: .03). Ratings of minority and white physicians did not differ

Jerences in hcalL~ care and outcomes can 
with respect to PDMstyie {adjusted mean (SEJ rOM score for African Americans. 59.2he explained by patient_cultural fac­
(1.7] 'IS whites. 6.1.7 (3.1]; p= .13). Patients in race-concordant relationships with their

lors, health care professional biases. or physicians rated their visits as significantly more participatory than patients in race­
Ilealth care system biases. Differences in discordant relationships (differe.1ce [SEt 2.6 (1.1]; P~ .02). Patients of female physi­
! ocioeconomic status and health insur­ cians had more participatory visits <adjusted mean [SEJ PDM score for female, 62.4 
ttnce coverage between patients only par- . [1.3] vs male. 59.5 [3.1); P= ~03)f but gender concordance between physicians and 
l;ally explain the observed racial differ­ patients was not significantly related to PDM score (unadjusted mean [SE] PDM score, 
("nces In health care.l.IU& 76.0 [' .0Hor concordant vs 74.5 (0.9] for discordant; P= .12). P(ltlent satisfaction was 

highly associated with PDM score within all race/ethnlcity groups.Rac~ and etbnicity have been cited as 
irnportantcultural barriers in patient­ Conclusions Ourdata suggest that African American patients rate their visits with phy­
physician communiC3tion. IP ' Z2 How- . sicians as less partiCipatory than wnites. However. patients seeing physicians ofthelf own 
ever, cross-cultural (actors in patient­ race rate their physicians' decision· making styles as more participatory. Improving crOSs­

cultural communication between primary care physicians and patients and providing pa­phYSician communication are largely 
tients with access to a diverse group of physicians m~y lead to more patient involve­uno:plon:d. Problems in communica­ ment in care, higher levels of patient satlsfaction,and better health outcomes. 

·tlOn due to cultural differences be­
lAMA. "99;282:583'589[\veen patients and physicians oCtro con­


uibute to adisparity in the understanding 

Few studies have related differ­ dance or discordance in the patient-· tl ~t patients and physicians have regard- . 

ence:s in the qua1i[y ofinterpersonal physici:m relationship. These studies kg the cause of disease and the eCCec­
health care to patients' and physi­ have found that racial and ethnic dif­ti V'eness ofavailable treatments.2J•H One 
cians' ethnicity or to ethnic concor- ferences between physicians and pa­siudy showed some enhancement of 


cIlmmunicationwhen physicians and pa­

Author AffUl~tlont: Departml'l't cf Medicine. Johns· and NYlCare Health Plans 01 the Mld·Atlantic. Green.Ul :nts belonged to uu: same ethnic group: Hopkins Unlv/:rsity School 01 Medldnc. Baltimore. Md belt. Mci (M$ Ndsonj.

h.)Wever, the match between the physi­ (01$ Cooper·PatJiclc. Gallo. Powe. and Ford and MsVuj; Comspondfng Author and Repnnts: lisa. Cooper-
Oepanmcnt o~ Hulin PoUcy .nd MilI'asement (Ors Patrick. MD. MPH, Welch Cente:rforPrl!"ent10". Epl­ciln and patient with respect to the ex­ Cooper·Patnd:. Pcw/:. and Ford) and Department of dcmlclogy. and Clinical Resell.rch. 2024 E Monu· 

planatory model of illness and o.-pecta­ Mental Hygiene (Dr G4Ilo):John$ H.:>pklns Unlllerslty· incnt Sl. Suite 2·600. ealt,mofl~. MD 21205·1223\e· 
Seno.:>1 of Hygiene and Public Health. Balbmol'l1. Md; . mall; koopclOwclch.lllu.eciu).lilln5 for [he visit were equally important 
Oep.lrtmentofP:lycnial!y.Ceorg:townU~MedI' The Patlent·Physlclan Relationship Section Editor:in determining outcome.:ts. cal Ccnter. Washington, DC CDr (jonnles); Rithar::l M. Glan. MD,lnterim CoedltOf. lAMA. 

JAMA, A1Il:IJ.S!. 11. 1999-Vol 282. No.6 583 

http:care.l.IU


584 JI\MA.Au~ ll. 1999-Vol 28l. No.6 

itACE. GENDER. AND PARTNERSHIP IN THE PATIENT.PHYSICIAN RELATIONSHIP .­

_	;ients do influence physicians' commu· _ domized. clinical trial evalullting an in­
lIication and decision making.tI.l'-11 In texveIltion to improve are of primary 
the Medical Outcomes Study; minor- care patients with depreSsion. We iden­
ity patients t'3ted their physicians' de- tHied all primary care practices with 
(ision-making styles as less participa- more than 200 enrollees from a large 
lOry than nonminority patients did.30 mixed-model independent practice as· 

Studies investigating the Influence or sociation and network-style managed 
l>atient gender on communication in the care organiz.ation (NYLCare) With pri­
medical visit show that female patients mary care capitation in the Washing­
generally receive moreinformation. ask ton, DC, metropolitan area for our 
rnorequestions. and have more pan- sample target. Washington. DC. and its 
nership-building with physicians than Maryland suburbs have a large percent­
male. patients.28•n.33 Less is known about age of minorities compared 'Nith the na­
the communication style offemaIc phy. tionalaverage. Additionally. this man· 
slcians. A few recenlstudies ha~ shown -aged care organization has historically 
t!lal female physicians exhibit more em- served geographic areas that have high 
pathy and engage in mote positive talk, African American patient and physi­

_	Fartnership-building. question-asking. clan populations. Tw:o thirds of the 
and in!ormacion-giving compared with practices agreed to participate-, and 85%_ 
lilcir male coume.rparts.)O,3<4.16 of those actually provided data.. Pa-

The quality of imerpersonal care is tientS from a total of 32 practices, rep· 
i1nportant to patientS. Studies have resenting generalintemal medicine and 
sho',vn that increasing patient involve- family practice, were interviewed. Most 
Plent ill care via negotiation and con- practices had fewer tnan 5 physicians. 
s·:nsus-seeking improves patient salis· For larger practices, a maximum of 5 . 
faction and outcomes.N9 Specifically; physicians were included. The physi­
v:.sits in which the physician uses a par~ cian sample included 64 primary care 
tic:ipatory decision-making (PDM) style physiciarts. There were 36 white phy. 
are associated with higher levels of pa· sicians (56%). 16 African American 
tient sstisfaction.1O Recentstudies ofpa· physicians (25%), 10 Asian physi~ 
ticnt.physician communication in pri- cians (15%). and 2 Latino physicians 
nla!)' care show the highest levels of (3%). The physician'sample included 
patient satisfaction and the lowest level 40 mcn(63%) and 24 women (37%). 
of malpractice claims withJhe psycho- -The original sampUng procedure for 
s"cial pattern, which is characterized patients was for the office receptionist 
by psychosocial exchange and an ai- to identify all cOnSeqJtive NYLCarepa­
most equal discribution of patient and __ tientS who came to see the physician on 
physician talk.41 recruitment days. Race and other pa­--4) 

Our study questions were as fol· tient demographicS were not included 
l,·ws: (1) Do minOrity patients rate their in the sampling scheme. Jhe mean and 
physicians' decision-making styles as median number of patients conrrlb­
less participatory than white patientS? uted per physician ",as 28. 
0.) Do the patients of minority physi- The study procedures were reviewed 
dans rate their physicians' decision- and approved by the Johns Hopkins 
making styles as less participato'ry than MedicallnstirutionsJoint Commiueeon 
I.he patientS of white physicians? and Clinical Investigation. AIter giving in· 
G) What is the association betWeen race formed consent, 2481 patientS (87% of 
and gender concordance or discor- those eligible) who were insured by the 
dance in the patient-physician relation· managed care organiz:ation, aged 18years 
ship and PDM style? ,or older. nnd had visited their primary 
METHODS 	 care physician within the preceding 2 

weel<s were interviewed on the tde­
Study Design and Population phone between November 1996 and 
The data for this analysis were col- - Junel998.No Medic:are orMedicaidpa­
le.:ted in the baseline survey for a ran- cents were enrolled in this managed care 

organization at the time ofihis study. Pa­
tients had to respond to the question 
about se1f-defined racelethnicity and all 
3 questions regarding PDM style to be 
included in this analysis. Of the 2481 pa­
tients, 665 patientS did not answer all J 
of the questions regarding PDM style or 
did not self-identify into a racial group. 
Therefore. there were 1816 patients in 
our main analvses. Individuals 'A-ith in­
complete re;ponses were slightly 
younger than the study respondentS, 
more edu(;ared.le..<\S likely to have known 
their physician ror at least 1year. and had 
higher self·taled overall health status. Ad­
ditionally. incomplete response rates 
were lower for African Americans (21%) 
than for whites (26%) and other races 
(26%) (X 2, 1'<.01). There were no gen­
der dirfercnces between the study re­
spondents and chose responding to few~ 
than 3 questions. More than 400 of the 
incomplete responders answered "I don't 
know" or"l am not sure" to at least 1of 
the 3 questions. None of the character· 
istics or incolnplete responders suggest 
these: indh..iduals did not understand the 
questions. Since our incomplete respond· 
ers were more healthy and less likc:ly to 
have known their physician for at least 
1 year, it is likely that these patientS do 
not have enough eXperie.nces with medi­
cal-decisions upon which to base an 
evaluation of their physicians' partner­
ship style. fewer than 10 paticntS re­
fused to answer all 3 questions. 

Study Variables 

Our main independentvariables included 
patient racelethnicity, physician racel­
.ethnicity. physician gender, and race and 
gender concordance ordiscord.ance in the 
patient-physician relationship. Covari­
.ues for the analyses included factors 
rdated to race and to PDM style in pre~ 
vious studies. Patient factors include.d 
age, gender, education. marital status, 
self-rated perceivedhealth (S-pointsc:ale 
from poor to excellent)•and length of the 
patient-physician relationship. 

Because patient satisfaction and PDM 
slyle have been highly associated in pr~ 
vious studies, we wanted to see if the 
association would be similarly strong ­
withiIl. .each racial group. The tnea~ 
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sure of patient satisfaction included 
questions about the patients'level ofsat­
isfaction 'With the following: 0) over­
all heahh care; (2) their physicians' 
technipal skills. such as thorough­
.ness. cartfulness. and competence; (J) 
their physician's explanation of their 
problem and its treatment; and (4) their 
physiciartS' personal manner. such as 
courtesy, respect. sensithity;and friend­
liness. Each question was scored on a 
'icale from 0 to 4. from "not at all sat· 
\sfied· to ~extremely satisfied: The 
·:cores were added together. divided by 
l6, and multiplied by 100 to arrive at 
!.he satisfaction score. 

Our main depenoent yariable was 
PDM style. originally described in 1995· 
hy Kaplan and colleagues.JO The PDM 
:.cyle is defined as the propensity of phy­
!.icians to involve patien(s in treatment 
decisions :md is measured as the aggre­
gale or 3 items. each rated on a 5-point 
~c:lle from 0 (never) to 4 (very often), 
.IS follows: (1) If there Were a choice be­
tween trealments, how often would this 
eloctor ask you to help make the deci­
sion? (2) How of(en does this doctor give 
you some control over your treatment? 
and (3) How often does this doctor ask 
)oU to take some of the responsibility
r"1 your treatment? The highest pos· 
sible score is 12. By com'ention, the raw 
score is divided by 12 and multiplied by 
100 to arrive at a 0- to IOO-point scale. 

RACE. GENDER. AND PARTNERSHIP IN THE PATIENT-PHYS1ClAN RELATIONSH1P 

cation, marital status. health SUltuS. and more than 3 years. The. mta~ overall 
length of thepatient-physic:ian rda- health status was 77.2 on a 0- to 100­
tionship. In subsequent models. we also pointsc:lle. with approximately 60% reo 
included physiCian gender and race. porting that they felt their health was very 

We also used GEes to study the rela- good or excellent Approximately 60% . 
tionship be~een p:1I1ent satisfaction and of the patients were seeing a male phy. 
PDM style for the overall sample and by sician and·-4O% were seeing a female phy­
patient raceJethnicity. We e,"plored un- ' sician. Almost half the patients Were see· 
adjusted and adjusted models. tng white physicians. 27% were seeing 

African American physicia.rtS. and 26% 
RESULTS were seeing physicians of other races. 
Charaderistic$ of Study Sample There were statisrically Significant die. 
Characteristics of the patient sample are fere.nees among patient race/ethnic 
shown in T.ABlE 1. About half the pa·. groups in several variables. African 
tients had been seeing their physician for American patients were slightly older . 

- -Table 1. Cnaracteristics of PatIent Sample" 

Race/Elhnic Group 
I 

African 
Total Whlto American Othor 

IN::: 1816) (n =784) (n:: 61.4) (n =218) 

Age.y 
18-29 '5 19 12 16~ 

30·39 28 25 29 31 

40-49 :;2 30 33 31 
SO·65 25 26 25 22 

Gender 
Male 3l. 39 28 411 
Fa~a:e 66 6' 72 59 

Edl.l:;atJon 
High &cno{)1 or Is:;s 36 27 4S 3S:t: 
Somecollsge 24 22 27 22 
College grad1J.;te 2' 26 15 26 
Graduats sohool 19 2S 13 17 

Mat/tal slatus 
Married 55 60 47 6at 

A higher score means the visit was more Saparated/dlVO/cedlwidowed 19 15 2"- 12 
panicipatory . NEMlr married 26 24 29 20 

Self -rated health $tatus .,Analyses Poor/fair 11 14 8:uded 
race! Generalized estimating equations Good 28 .26 3' 30 

Very good 40 43 37 39cand (GEEs) were used to analyze the rela-
ExcaMent 21 24 18 23!l1 the tionship between PDM style and pa-

Length of relationship with pOmQry CClI1IIVari- tient racelethnicity. physician raceJ 
pIlysicial'l, y 

;.;tor~ e1hnidty, race and gender concorcLmce <, 20 20 :l5:t:'8 
. , pre- or discordance tn the patient• 1-3 28 26 ' 28 37 
lldcd physician relationshIp, and all other co- 52 55 38'. :>3 52 
atus. variates. The GEE method was pre- P.ace 01 chyslc:an seen . 
)Calc ftrred over linear regression because White 47 67 30 39t 

Afrjcan Americafl 27 13 43 16• fthe or its ability to account [or the cluster • 
Other 26 19 26 46ing efrects of any eXisting within-

Gender cf physician seanI'DM physician correlation and the diCfer-
Male 61 66 S6 6'\ pre- em number of patients per phYSiCian, 
Female 39 34 44 39

fthe while producing valid. and robust re­
"All Clala (lfe parc;e!llE:tlf!$.


1"ong 5\')[5.+1··) In the multivariate model, we tDII!9t"1lf1COS amQ"l9 =JUVell"lrlic gro~• .,;. P:s. tt1. 

tOIITWtr:r.93 among r3Ci:lll!r.Mit: iiI'OUPS. r. F:::.OOl.
Inea- a(~usted for patient age. gender. edu­

. lAMA, ""gust H. 1999-Vol 282. No.6 585 
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. . , . 

mc're Ukely to be wbmen. less likely to 
be roamed,less educated. had poorer 
perceived health, and were more likely 
to !;ee African American physicians than 
white patients (Table 1). 

Relationship of Patient, 
Cha.racteristics to PDM Style 
Several patient factors were associated 
wiTh PDM style in unadjusted analy­

ses. Patients aged 40 to 65 years raled 
their visits as more p:micipatoty than 
palients younger than 30 years. Pa· 
tients with a graduate school educa­
tion h:id more panicipatory visits than 
those with a high school education or 
less. Patient.<; with better ratings of their 
own heallh status had more pan:icipa- . 
tory visi!5 with physicians. Patients who 
knew their physician for 3 years or 

£ 

Table 2. RelAtionship of Patient Characteristics to Participatory Dedsion·Making CPOM> 
S~I~e·________________ ..... ____~~__~-=~~~____~______~ 

No. of PDM Style Score, 
Patlent6 Moan (SE) Pt 

A9(.Y 

16~29 278 72.711.3) Refe~ 


, 30-39 514 73.5 (1.6) .61 

40-49 577 76.8 (1.5) .008 

50-65 433 77.5 (1.6) 003 

Gender 
Male, 626 75.2 (1.0) RerGt'enCll 

I=omale 1190 75.4 (1.0) 94 
Edl.cetlQn 

High 6C~00i or '~iiS 
Some CQltese 

653 
438 

74.2 (1.0) 
74.0 (1.31 

RetereJ'l(;;e 

.63 
Co:lege graO:.Ja:e 
Gradua:9 s..."hool 

3$1 

338 
IS.!! {1.4J 
77.9(U} 

~c 
.~. 

,006 

Ma; ita! lltatL/$ 
Married 1003 75.6 (0.8) Reference 

SewatEld/dl\lO'ced!WldOW9d 
Never married 

338 

469 , 
76.511.2) 
73.6 (1.3) 

.51 
,13 

Seh·raied hP.a.'lh $talVS 
Poorflalr 194 71.4 (1.6) Retetenc& 

'GQo:j 517 73.811.81 .004 

Veryg:lOd 720 76.2 (1.n 001 

Exc011snt 379 77.911.91 .001 
Length 01 relationship w:th pclr.wy 

care physlc~an. y 
..:::1 SOO 73.9 (1.2~ Reti/(8I1e9 

1·3 516 74.0 (1.5) .95 
>3 9~ 76.8 (1.4) .0<: 

"111-1 PDM sl)Ile SCOI'l! I:i based on ~ QOOStIOI'IS and ranked on a O· 10 100,pCIllI Seale. 'Ho.;her = I1!9i)fI tho th/.
el;bn i$ moro P;v1IefP3\01y. ' 

tP "aI1lO3. are !rom gonoralJ~Gd o:;bmutnQ OQua!Ic:r1$. 

longer rated their visits as more par­
ticipatory than patients who knew their 
physician for less than 1 year. In lhis 
sample. there were no differences in 
PDM style ratings by patienl gender or 
marital Status (TABLE. 2). 

Relationship of Patient Race 
to PDM Style 

1'here were significant differences in 
PDM scores among patient racial grouPs
in unadjusted analyses. African Ameri­
cans and other minority patients Tated 
their phYSicians as having lower PDM 
scores than did white patients. In mod­
els adjusting for patient age, gender, edu­
CAtion. mantal status, healthstatus, and 
length or the patient-physician relation· 
ship. African Americans had signifi. 
cantly less participatory visitS than 
whites. Asian. Latino, and oiherminor­
it)' patients also rated their physicians 
as less pmiciPatory. bUllhe resultS did 
not achieve. Statistical significance. Add-' 
ing physician gender and physician race 
to the model attenuated the relation­
ship betwe'en PDM style and patient rac~ 
however, African American patients still 
rated their visits as less particip:ltoty than 
white patients (TABLE 3) 

Relationship of Physician Race 
and Gender to PDM Style-
There were no significant differences 

between minority and white physi­

cians with respect to patient ratings 


, of PDM style. in unadjusled analyses. 

Sim Harl y I in analyses adjus ling 

for patients' age, education. health 

status, and length of the patient­

physician relationship, there were ,no 
-Tablt! 3. ,Relationship of PatientRlI.ce to Participatory Decision.Maklng (PO"") Style· 

Model1t Model 2~ Mcdel3§ M:>do1411 
I I r I 

No. of 
UnndJu~lted 

Score. 
Adjusted 
Score. 

' Adju&ted 
' Score, 

Adjusted 
Score. 

, P,ltlont Race Patient6 Mllan(SE) p Moan (SE)' P Mean (56 P Mean(SE) P 
VVhlta 784 77.1 (0.9) Rel9ren:a 60.6 (~.3) Reference 59.3 (3.3) Reler9nce S9.6 (3.4) Reference 
Atr;.:an American 814 73.9 (1.2) .007 58.0 (1.2)' ,.03, 56.6 (1.2) .OZ 57.S (1.2) .07 
~ar mir1O!'ity 218 73.8 (1.n .OS 58..'3 (1.7) .17 56.9 {'.1} .17 57.911.1) .26 
"j'h., Pt)\,I 51\'10 :;eor'c IS ~on :l Qvo;;:i~.,~ ~ni:I Illnked on 3 Q.. \0 100·pQint Scale. H~ :;cQfe~ mca~ tne P"')'!IIClan Is "",re ;lS"~IP;)IOry. P ~al~'9ll IVe trom generanzecl 
~ .ttm!ltill9 eavati0n3.. ' ' 

fPCM 6CQtIil by patient reca (,,:n80)\ISledl, . 
v.o.U1;tlr.l:or Plllion~: 8.\10. gander. aducallon. mamal s!atllS. and length 01 tile P3110nt.phy:;!eoan relatbri!lh/p. ' , 
!illd,uSle:l tor pe~lJI. ago. genaer. OOIJC3!lon. rn~l s;atUs. health Nt....,;. length 01 tho ps:k!nt'~1)'SlClon r1!1aUQn!hip. Bnd physician gend01', 

iIAdIJSleO fO<- p.a•.,n!$ 39'l. ~1\1Ut. odu\::;:l!~. marital,e:ta~. nCb~1\ slallJ3. Jertgm Of tho PI.I\lO!'It""y:licion rc~t::;Jo"l;nlp. ~j;iOn ~or. II!>d P"Y'lIt~ .:CO. 
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. Significant differences between 
minority and white physicians "''lth 
respect to PDM style. However, phy­
sician gender was related to POM 
style.lemale physicians had more 
participatory visits with their 
patients than male physicians in . 
adjusted analyses (TASLE 4). 

Relationship of Race and Gender 

Concordance or, Discordance 

to PDM Style 

To study the potential influence of race 

concordance or discordance between 

physicians and patients on POM style. 

we stratified patit;nts according to the 

race/ethnicity of the:r physicians and 

measured the relationship between 

PDM style and patient race within each 

physician race group. adjusling for pa­

tient age. gender. ec!ucation.lT\aritalst.a~ 


I.US, health status, and length of the re­

lation>hip African American patientS 

h.ad Significantly less participatory vis­

·!tS wilh white physicians th~n white pa­

tients (13 = -4.3, SE= 1.7, P<'02, ad­

justed). Asian and Latino patients had 

less participatory visitS ....ith African 

,\merican physicians than African 

,\mcrican patients; however, these re­

:.ults were based on very smatt sample 

~izes. Thel~ were. no signincant mcial 

differences in PDM scores among pa­

lienls seeing Asian or Latino p!l)'si­

(tans. However. there were only 2 La· 

lino physicians in the study sample; 

therefore, reliable conclusions regard­

ing the PDM st)·le of Latino physi­

cians cannot be drawn (data not 

snown). 


To e:\:plorc (he overall Significance of 
racial and ethnic concordance in the 
patient~physkian relationship. we con­
ducted an analysis to assess the rela­
tionship between race/ethnic concor­
dance between physicians and patients 
and POM style; Because or previously 
described relationships between phy­
sician genda and PDM style. we looked 
at the effecl orboth race and gender con­
c.mlance or discordance. Pat\entS in 
nice-concordant relationships v.ith their . 
pftysicians rated their physicians as sig­
nificantly more participatory than 
p.nie:ncs in race-discordant relation­

ships (13 '" +2.6, SE =1.1. P< .02, " lated to satisfaction. Both race concor­
adjusted). Gender conco~dancebetween 
physicians and patientS was not signiCi. 
candy related to PDM sryte (TABLE 5). 

, Participatory decision-making style was 
highest In relationships that wcre race· 
and gender concol'dant (13 = +4.3, 
SE= 1.5, P<.Ol. adjusted) compared. 
with relationships [hat were Tace and 

. gender discordant (data not shown). 

Patient Satisfaction and PDM S~le 
Patient satisfactiOll with technical and 
interpersonal aspectS of care was highly 
associatedv.'ith PDM score (13= +0.5. 
SE=O.02. P<.OOl, adjusted). The rc­
lationship between patient satisfac. 
tion ratings and PDM style was simi­
lar for all racial groups. Asian and l;!tino 
patients. but not Afrtcan American pa- . 
tienrs. were significantly less satisfied 
than whites. Patient gender ....-as not re­

darice and gender concordance Were 
significantly and positively associated 
with patient sacisfaction. 

COMMENT 
In this stud)'. African American pa': 
dentS had Significantly less partiCipa­
tory visits with their physicians than 
white patients. This finding persisted 
after adjusting fo~ potential confound­
ers in the relationship between pa­
tient race and physician decision­
making style. There were no signifIcant 
differences between niinority and white 
physicians with respect LO patient rat­
ings of PDM style. Female physicians 
had more participatory viSits with pa­
tients than male physicians. Patients in 
race-concordant relationships with their 
physicians rated their physicians as sig. 
nificantly more participatory than pa-

Tabl~ 4. Relationship of PhySician Characteristics to Participatory Deo5ion-Making CPOM) 
Style· . 

Model1t Modol2; 
I I 
Unadjusted Adjustod 

No. of Score. Score, 
Charaet':lnstic Pati&nts' MO;ln ISE) P Mean (SE) P 

. Physician race 
IM'lIte 850 76.3 (1.0) Fleferol'1CS 61.7 ('3.11 Re~ere."ICe 

AfnCCln Arner:can 499 74,2 (17) .2.'3 59.2 11.7) .13 

Othei rnjl'lOflly 467 74.3 ('.SI .26 59.911.7) .30 
Phy::Jcian gender 

Female. 707 76.911"') .09 62.4 (1.3) .03 

Male 1109 74.5 (0.6) Raterence 59.513.1) Reference 
-TIle PDM style ,c'''e .:; ooseC on 3 q1JfY,.!'ort:; anc: ranked 011 a 0. 1:1 loo-po:nt t'.Ca1e HIgr>er S!';;)f1l3 maan tne phy.

slclan IS m~o parJ~lcry. P v:lIuos ara '~Qm gene~li1:9d estimating collations 
polloi $.."'Clre by pnr-i(;~n ra~ or Ph)'!llCr.3fl ;Cnder (u'lBGj\JSlcdl. 
iAd}usleo .ref oatiell1l1'll!r-. gtlIlcer. eCuca~on. ~ri:;)I staws. he3.~k $latus, ana I~:h of t'\9 pS:lllnl·pny31COa<'1lela­

l'Ot'.si1ip. . 

Tablo 5_ Relationship of Race and Gender Concordance in the Patlc:nt-Physicia.n Relationship 
to Participatory Oeclslon-Makirg CPOM) Stylc~ 

Modol't Model2t: Model3§ 
I II Ii. 

Concordant No. of 
UnadJ\lStod 

Score; 
Adjusted 
,$core. 

Adjusted
Score, 

Statu; Pationt:; Mean (SE) P Mean (SE) P Mean (Sf) ./> 

Race Ctincordanl 958 76.6 {I. I) .02 62.6 (1 .1) .05 61.1 (1.11 .02 
Raoe discordant 85B 74.0 (O,9) Reference 00.412.91 f;eference 58.5 (:3.0) Re!ertmOil 
Gender c:ono::lrdant 949 76.0(1.0) .12 tJ2.2 (1.0) ,12 63,3 (1.OJ .H 

Gend9r drsocroanl 667 74.5 (0.9) RClr~ 00.7 (3.21 Reference 61.7 (3.0) Refereroe· 

-The POM a!y1O $cr.ife ill besd ::I" J a.JBStlont and rcnl<ed on il O· to 1OCJ..poInt scale. Hlaner ;eor93 rriaan the P"Y' 
S!ci3n Is more parttclj:;3lory. P values 3'0 ~<.Yl1 ~ Mtlma!1rtg Clquationa. . 

t"'DM BCCro by r;;::e. ~ gendO'-«1Ocordanl :118t\ol$(vnadju&Iec!J 
1Adju~loo lor potlenl!:' ~ao. gerda'. educat!o.-n. marital SIaM;, hoaiVI S1;1lU~. and ler.glh 01 the paI1enl·plry5ICR1."I rtll;)· 
. (I..,;;hrp '. . 
!iAdju~tecI 10' patients' aae. \lOrldar. ~\!ot1. tTliIIiIal ~et\l;. h9ahh 8talln.leng:n of 11'1!) l~her.l-ply.llclan re~II:.tI· 

~hip,ill'ld phy!;i:1.ln \l9i'd9\ (race-concordant _I~I or phylllciat\ raca (~r-<;On;;QIdanl ~SJ. 
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tiel1ls in rate-discordant reltltion­
ships. Gender concorwnce was not 
significantly related· to PDM style. The 
data suggest lhat all patients prder p3t­
tic:ipatory visits, as patient satisfa.ction 
wa; highly associated with PDM score 
for patients in all elhnic groups. • 

This study adds to a growing body 
of research indicating that ethnic dif­

. fer~nces between phYSicians and pa­
tients are often barriers to partnership 
an.l effective communication.19•lp{l A 
number 0: physician factors may ac­
CClllnt (or these problems. Firsl. physi­
d.ms may uninlentionally incorpo­
rate racial biases; such as racial and 
edtnk stereotypes, into their interpre­
tation or patients' symptom.s. prediC­
tions cfpatients' beha ..iors. and medl­
cal decision making. H Second. 
pbYliicians may lack'.lnderstanding of 
pa~ients' ethniC and <:ultural discase 
m"dels or attriburionS of symptoms. A 

.. (h.rd possibility is that physicians arc 
often not aware of or have expecta­
tit·ns of the \'lsit chat difre:r from pa­
th'nts' expccta(ions. There are also pa­
timt f:lctors that might contribute to 
Ie: s panicipalory visits. Fac(Clrs such as 
language: barriers, low health literacy 
ar.d educational status, and lack of self­
efficacy regarding managing one's 
hcalth may be more prevalent among 
ethnic minority patients. 

Why do pa~ients seeing physicians of 
the same ethnic background as them­
selves rate their physician:; as more par­
ti.:ipatory? Physicians and pati.ents be­
10 :lging to the same: race or ethniC group 
:11 e Inore likely to share cultural be­

.., lids. values. and experiences in the so­
I ciety. allowing them to communicate 

more effectively and .to feel more com­
forcable. with one another. Previous rc­
51 arch has suggested that socioeco­
n·mlic differences. rather than racial or 
clhnic differences, might seNe as more 
important communication baniers be­
l'''een physicians and patients.'I.)6 Our 
Sl udydoes not SUpport this finding. since 
ArricanAmerican.and otherminorir;ypa­
tients had less participatory visits with 
"hite physiciarts. regardless of educa­

.Cionallevel. It is possible that shared cui­
lIlral e}'''periences and values between pit­

5118 JA/'M. Augtl)\ 11. 1999-,;vol Zt.!l. No.6 

/. 

tients and physic:iarts offset the effects 

of differences in socioeconomic status 

on communication. The physicians in 

nee-concordant visits mOl)' have actu­

ally used more partnership-building 


. communication in their encounters with 

patient.?, or the patients may have Slm­

ply perceived the communication that 
way. Regardless of theobjeclive find­
ings. patient perceptions are stili impor­
tant and do influence palient behavior. 
Since communication is both \'erbal and 
nonverbal, analyzing audiqtape.s and vid­
eotapes of racially concordant and dis­
cordant visits might h-;lp to further 
clarify this iSsue. 

In our study, patients of female phy. , 
sicians had more participatory "'isits 

' 	than pauents ormale physicians; how­
ever, gender conconlance between phy­
sicians and p::ttiems was not signifi. 
cantly related to PDM style. It is undear 

. whether these findings arc the results , 
of patient selection or socialization of 
women physicians. Previous work has. 
shown that both phYSician and pa­
tient gender may be i~portant deler­

. minants of PDM style. other aspects of 
interpersonal care. and medical deci­
sion making.JMI.J1.l'.~...& 

Small numeric differences in ad­
justed style scores of the magnitllde pre­
sented i:1 this study are likely to be 

. meaningful with respect to patient care. 
Pce"ious studies h.:weshown that small 
differences in patient ratings of care can 
have an important impact on patient be­
havior. In the Medical Outcomes Study, 

. djfferences of 2 points in the PDM style 
store were related to a lO-pen:encage 
pOinl difference in the likdihood lhat 
patients would leave a physician's prac­
tice in the next 12 mbnths.lO Our study 
showed differences in PDM score be­
tween minority and white patienlS, pa­
tients of female and male physicians. 
and race-concordant and race­
discordant relationships, orbc(ween 2 
and 4 points. Based on results from pre-· 
vious studies, it is likely that these dif· 
fcrcnce.s would be related to impor­
cant differences inpatient behavior. 

This study has several strengths. 
First. the percentage of middle-da.$s M­
rican Am~rican patients and physi­

dms is larger than in previous stud­
ies. Second. the same managed care 
insurance coverage of all the study sub­
jects minimizes the pO,ssibility of con­
founding due to racial and ethnic: dif­
ferences in socioeconomic status. Third. 

. we had good measures of pOlential con­
founders between PDM style and pa­
tient race, such as patient age, gender •. 
education. health status, and length of 
the patient-physician relatiortship .. 

There are also limitations. First. this. 
was an observational study. and pa­
tients are not assigned to physiciarts in 
arandor:lizcd fashion. For example. pa­
tients who favor a more participatory de­
oSion-making slykmig;"t be more hkely 
to choose femalephysiclans or physi­
cians or their own ethllicity. Second. 
.PDM style relies on patient self-repon. 
and ahigh percentage of patients do not 
respond to all 3 quesriorts. However. in 
a.recent study, physician CQU"ersauon 
styles measured by audiotape corre­
sponded wi.th patient measures ofPDM 
style:o hi separate analyses thal in­
cluded individuals who answered at least 
2 Ciuestions (giVing them a PDM scorc 
based on 8 pOints), our results were not 
changed. Third. it would have been use­
ful to have other physician or practlce 
measures lmown to affect physician com­
munication, such as the practice vol­
ume. UnfortUn;ltel),. this information ""'lIS 

not available foc most of the physicians 
in our sample. . 

What are the implications of this 
study for clinical practice. medicai edu­
cation, and health policy? Orie strategy 
to improve access to care for ethnic mi­
nority patients is to increase their par­
ticipation in care. A mullifac.eted ap­
proach should include patient and 
physician interventions to improve 
cross-cultural communication in pri­
mary care settings. Interventions thal. 
empower ethni: minority paticnts to be­
come more informed and active con­
sumers of health care should be devel­
oped and evaluated. Additionally. since 
minority physicians are more likely to 
practice in areas with a high concentra­
tion of poor and minority patients, this 
studysupportS the argument for increas­
ing the numbers of minority physi.­
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Eliminating Discrimination in Health Care: Problems and Challenges· 

A. The Persistence of Racial Disparities! 

Despite recent improvement in the health of Americans, racial minorities still confront a 
myriad of health care challenges. The racial disparities between racial and ethnic groups are well 
documented. For instance, 

• 	 African-American men suffer from heart disease at nearly twice the rate of whites.. 

• 	 A baby bomto 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. 


• 	 Cervical cancer isnearly five times more likely :among Vietnamese American women 
than white women. Liver cancer among Vietnamese Americans is more than 11 times 

, higher than whites. 

• 	 The prevalence of diabetes in blacks is approximately 70 percent higher than whites and 
the prevalence inHispanics is nearly double that of whites. 

• 	 Hispani~ 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 3 in 10 Hispanic 

children have noinsurance coverage. . 


B. The Role of Discrimination 
, 

Before these and other disparities can be.eliminated, it is important to identify the 
underlying causes. These include poverty, lack of access to quality health services, 

. environmental hazards in homes and neighborhoods~and the need for effective prevention 
programs tailored to specific community needs. 

The disparities are also a function ofdiscrimination. Unfortunately, there is frequently a 
reluctance to discuss racial disparities in health care in terms of discrimination. As David Barton 
Smith., Director of the Healthcare Management Program at Temple University and author of 
"Health Care Divided: Race and Healing a Nation,,2 correctly noted, "the solution [to the health 

1Healthy People 200011 
, htt,p:llraceandhealth.hhs.gov/pres.htm 

2Smith, David Barton, Health Care Divided: Race and Healing a Nation, The University . 
of Michigan Press, Ann Arbor, 1999 



care divide] that we seem to have drifted into is not to talk about race." Yet, all too frequently, , 
, discrimination either prevents minorities from: getting access to health care altogether, or forces 

them to accept health care delivery systems that,while not separate, are entirely unequal. 

DiscrimiIiation in health care delivery has been w~ll documented, both in research and 

,through the enforcement activities of the Office for Civil Rights (OCR) at the Department of 

Health and Human Services. 


Research - Studies3 have shown that even when factors such as education, insurance, 
income, and access to quality health service are held constant, there are still disparities in the 
outcomes between whites and minorities. A recent Georgetown Urrlversity study4 highlighted the , 
problem of discrimination vividly, as the research demonstrated that the race and, sex of the 
hypothetical patients had a significant effect on the treatment decisions ofthe physician. 
Georgetown University researchers documented that physicians would refer African American 

, women for heart catheteriZation significantly less often than they would refer identically situated 
white men. This study suggests that race and gender independently influence how physiCians 
manage chest pain. , 

Enforcement - Investigations conducted by OCR have demonstrated that discrimination 

in the health care context remains a persistent problem.' Discrimination occurs in many venues 

and many forms as illustrated by recent OCR settlements. ' 


• 	 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 predominately minority areas ofNew Haven, Connecticut, because, 
these areas were designated as "unsafe".5 

• 	 Segregation -' OCR negotiated corrective action in a New York City hospital which had 

3 "Racial and Ethnic Differences in Health, 1996, Kass, B., Weinick, Ro, and Monheit, ' 

A., MEPS Chartbook, No.2, Publication No. 99-0001; , 

http://www.meps.ahcr.gov/publication.htm 


4 "The Effect ofRace and Sex on Physicians' Recommendations for Cardiac 

Catheterization", Kevin A. Shulman M. D., Jesse A. Berlin, ScD., William Harless, PhD., Jon F. 

Kerner, Ph.D., Shyrl Sistrunk, M.D., Bernard J. Gersli, M.B., Ch.B.,b.Phil., Ross Dube, 

Christopher K. Taleghani, M.D., Jennifer E. Burke, M.A., M.S., Sankey Williams, M.D., John 

Eisenberg, M.D., and JoseJ. Escarce, M.D, Ph.D., The New England Journal ofMedicine, 

Volume 340, Number 8, February 25, 1999 " , 


5 U.S. Department of Health and HUIl'l,an Services, Office for Civil Rights. Staff Builders 
Services, Inc., v. Departinent of Social Services, 01943050 
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segregated maternity wards, with one floor serving predominantly minority patients, and ' 
the other, non-minority patients.6 " . 

• 	 Limited English Proficient Patients - OCR negotiated an agreement with a University 

hospital in Philadelphia, Pennsylvania whose inadequate language assistance practices 

had resulted in serious problems for an Hi'spanic woman who came to the Emergency' 

Room with vaginal bleeding and lower abdoniin~ pain due to her high risk pregnancy? 


• 	 Ensuring Access - OCR negotiated an agreemerit with a' hospital ina 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.8 

. The OCR enforcement experience, coupled with the compelling research documenting 
the prevalence of racial bias, demonstrate that bridging the health divide is both apublic health . 
and civil rights challenge. Unless the role ofdiscrimination is understood, it will be impossible 

. to eliminate the disparities. ' 

C. 	 Policy Initiatives 

The President has committed the nation to an ambitious goal by the year 2010: eliminate 
the racial and ethnic disparities in six areas,ofhealth status (infant mortality, cancer screening 
and 

management, cardiovascular disease, diabetes, mV!AIDS and inimunizations) while 

improving the overall health of the American people.9 ' 


Eliminating the disparities will require a comprehensive strategy that focuses on a variety 
of areas, and involves the mobilization of public health and civil rights groups, other commullity 
'leaders, medical professionals, and the private sector.' 

6 U.S. Department of Health and Human Services, Office for Civil Rights. In Re: Matter 
of the Mount Sinai Hospital, 02947801 

7 U.S. Department ofHealth and Human Services, Office for Civil Rights. Acostav. 

Temple University Hospital, 03983030 " 


8U.S. Department of Health and Human Services. Texas Legal Aid v. McAllen Medical 
Center, 06913841 ' " 

9 "Healthy People 2000", h1t,p:l!odphp.osophs.dhhs.gov!pubslhp2000 and 

htp:l!web.health,govlhea1thypeople ' 
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The U.S. Surgeo~ General is leading the effort o~ the public health front. Under his 
leadership, HHS has initiated a major public health campaign focused on disease prevention, 
additional research, and improving access to health care. It is imperative to augment this public 
health campaign with an equally aggressive civil rights initiative to eliminate discrimination. 

The civil rights strategy should include the folloWing elements: 

• Aggressive Enforcement of Anti-Discrimination Laws - In fiscal 1999, for the first 
time in seven years, OCR received a budget increase that was greater than a basic 
inflationary adjustffient. . Despite this $1 million budget increase, the current funding 
level for OCR is actually less than the funding level in FY 1980, when the HHS office 
was first established. A substantial increase in OCR funding is necessary to enable the 
office to carry out its enforcement efforts effectively. 

• Public Education and Outreach - All too frequently, victims of discriminatio~ in the 
,health care context do not even realize that they'have been victimized. Such 
discrimination is quite subtle. As a result, it is n.ecessary to engage in a widespread 
public education campaign so the recipients and providers of health care fully understand 
their rights and responsibilities.' , 

• 	 Civil Rights Protections in Patients' Bill of Rights - Any legislation establishing a 
Patients'. Bill ofRights should include civil rights protections that safeguard against 
discrimination that contributes to health disparities. 

, 	 , 

• 	 , Training of Health Care Professionals - Hospitals, HMOs, medical schools and other 
institutions that train health care professionals should establish formal training programs 
that will foster cultural sensitivity. The University of Wisconsin Medical School offers 
one such course to medical students, in" which sensitive issues ofrace are discussed 
openly. Other institutions should,follow suit. 

• 	 Continued Commitment to Diversity -- The discrimination documented by OCR and in 
the medical literature reinforces the compelling need to ensure that the health care 
profession reflects the ever increasing diversity of the population. HHS is partnering with 
the Association of American Medical Colleges to ensure the enrollment of3000 minority 
students in medical schools by the year 2000 (project 3000 by 2000). Additional 

, 'programs are needed throughout the'health sciences. 

• 	 Development of Civil Rights BestPractice Guide for Managed Care - The 
exponential proliferation ofmanaged care raises distinct civil rights concerns, especially 
in connection with Medicaid'managed care programs that involve populations who are 

, disproportionately minority, and frequently have limited English proficiency. 
Developing a civil rights best practices guide for managed care providers would assist 
providers in complying with their civil rights obligations. ' 
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D. Conclusion 

Eliminating discriminatory barriers to health care access for minorities is a legal 
requirement and a moral imperative. It is possible to bridge this health care divide, but only if 
there is a clear understanding of the nature ofthe problem. 
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AT first, the survey results seemed depressingly familiar:Nearly two-thirds of those who responded said they had had 
a racially offensive encounter with a colleague during the 12 previous months, and there was a wide disparity in how 
blacks and whites saw the state of race relations. ' 

What is startling is the setting in which the answers occurred. This was not Simi Valley, Calif., or Decatur, III., or 

even a typical college campus. This was the military, which has been held up as the paragon of racial integration, 

tolerance and equal opportunity. 


The findings are contained in a 265-page report issued last week on how the nearly 1.4 million men and women in 
the armed forces view the racial climate there. More than 40,000 enlisted men and women and officers responded. 

Nearly 20 percent of black members of the military -- a rate five times higher than among whites -- said they believed 
they had received a worse evaluation than they deserved because qftheir race. 

And while only 17 percent of whites said the military was paying "too little attention" to racism and discrimination in 
, its ranks, 38 percent of Hispanic military personnel and 62 percent of blacks felt that way. 

This racial Rashomon is nothing new in the civilian world. From the O. 1. Simpson trial to opinions about th~ police 
to the need for affirmative action, whites and minorities, especially blacks and Hispanics, have seen things through such 
different lenses as to make one wonder if they are on the ~ame planet. 

"[fthis is going on and those incidents are being experienced in an environment that we think is doing pretty well on 
race, it gives you pause to wonder what might be happening on the factory floor or in offices around the country," said 
Edwin Dorn, a former under secretary of defense for personnel and readiness. 

Indeed, the report's findings raise the question of whether any il1stitution can ever do enough to bridge racially divided 
perceptions, or whether racial attitudes are so deep-seated that nothing can root them out. 

"Lesson number one is'that blacks will always see race relations in a more pessimistic way than whites," said Charles 
Moskos, a Northwestern University sociologist who has studied the military. "This cuts across gender and rank and is 
not likely to change in the foreseeable future. But it also shows that blacks and white do not have to hold identical views 
of the racial situation in order to succeed together. That's why we don't care about attitudes. We care about behavior." 

SUCH a notion would, no doubt, cause jitters among liberals since many of their favored ideas, like producing 

minority role models and diversity training, focus on influencing racial attitudes rather than discriminatory behavior. 




There is little question that the military, especially the Army, is far and away the most racially integrated institution in 
American society. Black, Hispanic, Asian and Native American men and women make up 32 percent of the armed 
forces, although as in civilian society they are more heavily clustered at the bottom.ranks than.at the top. 

In the Army, the military's largest branch, blacks make up nearly one-quarter of the staff sergeants, master sergeants 
and first sergeants. More than 15 percent of all military officers are rpembers of a minority group, 

As Mr·. Moskos and John Sibley Butler, co-authors of "All That We Can Be: Black Leadership and Racial Integration 
the Army Way," (Twentieth Century Fund) point out, at some point in virtually every white soldier's career, his or her 
boss will be black; this is something that few, if any, other institutions in the country can claim. 

The high level of racial integration has flowed into other areas. Studies indicate that the most racially integrated cities 
in the country -- places like Fayetteville, N.C., Lawton, Okla., and Jacksonville, N.C. -- are military towns. The armed 
forces also devote a tremendous amount of time and effort to promoting good race relations and equal opportunity. 
Incoming military personnel undergo intensive training ir:' race relations. Military units have a race relations adviser to 
make sure things are going well. . . 

Yet widely different perceptions remain about the state of race relations and the military's efforts to improve things. 
Such a finding leads to questions over whether whites understate the problem to shield them~elves from guilt or the 
charge of racism and minorities overstate it out of pressure not to be out of step with peers. 

LAST March, Cooper & Seacrest, an Alexandria, Va., polling company, inquired into racial attitudes. in Fayetteville, 
N.C. In their survey, 53 percent of black respondents who were interviewed individually by.black questioners and told 
that their answers would· be confidential·agreed·with the statement that "as a country we focus too much on issues of 
race." When African-Americans were asked the same question in a focus group, nearly everyone disagreed. 

I 

But before Pentagon officials take comfort in a notion that the study merely reflects the grousing that normally goes 
on in the ranks they should contemplate one other finding. About 85 percent of white, Hispanic and Asian respondents, 
and 79 percent of blacks, said they did not officially report a bothersome racial incident in the. previous 12 months. The 
leading cause was that they didn't think anything would be done. 

Looking at such a finding, Pentagon officials might well recall the word~ of the former chairman of the Joint Chiefs of 
Staff, Colin L. Powell, the most successful African-American ever in the military. "The day soldiers stop bringing you 
their problems is the day you have stopped leading them," Mr. Powell wrote. "They have either lost confidence that you 
can help them or concluded you do not care. Either case is a failure of leadership." 

http://www.nytimes.com .. . 

GRAPHIC: Photo: Diverging racial perceptions persist in the military. Saluting the Tombofthe Unknowns. (Stephen 
CrowleylThe New York Times) 
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For Immediate Release' Contact: Christy Hicks 
r 212/452-7723 

hicks@tcf.org 

All That We Can Be 

Black Leadership and Racial Integration th'e Army Way 

The U.S'. Army has made itself into a model for developing black leadership in a racially 
integrated setting. And it didn't just happen. Beset with racial difficulties in the 1970s, the 
Army made a commitment to devote the resources and do what it would take to insure there 
would be a large pool of qualified blacks from'which to promote the next generation of 
leaders. With no lowering of standards, the Army embarked on a course where equal 
opportunity became a reality instead of the rhetoric that often substitutes for it in civilian 
life~ In a groundbreaking study, Charles ~. Moskos and John Sibley Butler, detail the 
journey the Army has taken, and how the lessons it learned might be applied to other areas 
of society. . . 

"Every American -- white or black, military or civilian -- who cares about building healthy 
. race relations in our country ought to read ~ll That We Can Be," writes General Colin L. 

Powell. 

Moskos--professor of sociology at Northwestern University--and Butler--professor of 
sociology and business at the University of Texas--show how an emphasis on education, 
training, and leadership skills created an environment in the Army where people can 
flourish. Among the reasons cited by Moskos and Butler for the Army's success: 

• Promotion strictly by talent 
• Assuring a large pool of blacks from which t6 find leaders· 
• Strong remedial education programs instead of lowered standards 
• . A cadre of black sergeants who serve as a repository ofpositive values 

Moskos and Butler make clear their understanding that there are aspects of the armed forces 
that cannot be duplicated elsewhere. People in the military are trained to follow orders; their 
careers - even their lives - depend on it. Prograll,1s designed to promote integration in the 
private sector lack the force of a military order. Still, they make a strong case for replicating 
the essence of what has made the Army's experience so successful. Their call for an 
extensive non-military national service program summons a sense of duty and concern for 
the common good. "This need not be taken to military extremes in civilian national service," 
say Moskos and Butler, "but it does correspond with ascendant communitarian thought that 
citizens have responsibilities as well as rights." . 

...........................~.,.•=......~.~========. ====..=...=..=......=.......=......=.......=.......=.......=... = ..~....~..=.......=.......=.... ===...=......=.......=.....=.....=.....=..... =......==...=.....=......=......=.......=.....=....=.....= 


The Twentieth Century Fund is a research foundation which undertakes timely, critical and analytical studies of major economic, political and social 
institutions and issues. Nonprofit and nonpartisan, the Fund was founded in 1919.and endowed by Edward A Filene.. ' 
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In recent weeks. themedfa has'focused Us attentiort on the lack of racial dIversity In the 

C88IIng of network television pnmeUm8sho1/llS. The major networks haw responded by 

belatedly adding 17 mlnaJ1ty eharacters to a~few of their new and returning sarles. thIs 


-.. 	 same lack of diversity al80 IXIsts behind the lcenBSi however. there has been nomantlon . 
of dlven1ty1ng Il. writing staffs of any of these aeries. ." 

. 	 ,~ 

The lack of dlVlI'IIt; In wrtters' rooms tllraughout televIsion Is 8'1en mora atarUlng tharfthe 
Jack of diversity on the air.· Whereas shows such as Spin City, Touched By An Ana" and 
Varonfca1a Closet f,ature African Amerh:an characters as series regulars. there are no 
AfrIcan Am.11can wrttars or writer/producers working on these shows. In tact. only 1aof , , 

the 95 netwof!k sItcoms and dramas on 11'18 faJl IIne-up employ African American writera~ 
Of the 838 total wrttars employed on prlmetlrna shows. only 55 are African American. And 
an overwhelm'ng 83 percent Of these 55 writers are segregated on black..themed shows. 

When apattam suchaa this Is so blatantty pervasive. IS It amatter of happenstance? 
Ovarslghi1 ·ar Is It racial dlscrimlnaUon? Weill let the numbers speak for themselves. 

DllfACD . 

Fall 1888'rlm.....W.duJe 


On Ale, only I of the 1." wrltlnSl PCMfitklna 'N hfdd,;V A.riocin Amln~ (5.3 cr.) 
On C.... only 2 of1ha 144 WrltlnO poIItIons are held by Afrfcan "maria"" (1"%) 
On NBC, onl, , Qf the 188wrJllpg pDlltlarm I, tMlldby.." Aft'tcan Amerlcatl. (0.6"') 
On POx. On" S of dw , eo wtlt!ng polltlona .... Mid by M10atl AmartCGn9. (1.8%) 

Of'tt1. 838 wri,," .mploya~ on these ahows, Df'tly 8!1 In Afrlean Arrl~ (IUI!4) 
Only 'i w~om" Ihowoumtntl1 employe MOte than , Af"c:an Amen,*, writer. 
48 of the 55 African American writers wone onblaok..tl"Iemod.lhow,. CUVt) . 

onl~ 15 of tho ra blaCk..th,",ed shows ~ Afrlc;an AttIe"_ show runnel'S. (GI'o/O)
ZerO whIte..a.nad shows haVe AM,*, Amerleahshow run",,,. (0%) . 
Only 8 at1he 51 African Amerlcal'llNl'ltltra ara emj:'Jlo,ed on the ~8 dramac. (14.5~) 

. onlY 8 AfrICilft AtneriCIM writers out of 838 total write,. are amploy_ on drama. (.1&%) 

33.. of II' AftiGM Am'r1eu Wt'ftfng positions ~ ..". l't4IaaSha and The p.neera on UPN. 
77% of all Attic_ Ameftt;an wr'CI.I1S Doallicma al'8 ~I'\ tIIadc,,""amed .VIIS on UPN 8t'td The wa. 

0nI1 '1 Latino wre"'rs ant eanploV.d on aerie, on ~e fali aohadule. (1.s,,) 
only :I AlIIlan Alt'l4ttlc"n wr'Itera ...eftI~ on .ertn Ott tha1'aII acheclUla. (0.3...) 
Z'I'O NatI..,. Amerlcw write,. are ernplcved an series on aha fall .chadule. (0.0"') 

AMcan Amario.n.. Latlnos. All'" A1net'fc&r1$, Nati". Americans aftd other mlnarltlBB mallie .,p 
tJYGr 30 pen;entuf the U.s. population. Vet, tClg_Uter, the•• "roup. account for only 
7 plRQnt of Dtlrnetll'lW Nttwark writil10 poeltloru;. 
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Survey Cites Lc:.w NWIlber of MiQority Writen 011 S~ries; 

Televisioll ... NAACP Says lack ofdiversity on staffs is more blatant than among 

the casts ofnew fall series.; . '. 


By: GR$G BllAXTON 

TIMES STAFF WRIT.BR. 


TV executives on Friday were mostly unavailable or slowio react to a n~wly 
released sUtVCY conducted by the Beverly HillsIHoUywood branch ofthe NAACP 
and a group ofAfiican. Ameri,can writers that detailed a disproportionately low 
number ofminority writers on network·comedies and dramas. 
ABC. CBS anel Fox reacted to the survey~ u they have since the issue oftile near 
absence o£minority actors on the season's new prime-time shows firstcmerged in 
May during network upfi'ont presentations to advertiserS: repeating a broad.:stroke 
commitment to diversitY in front of and behind the camera. Other netWorks and 
moat television studios, which produce shows and thus are on the front~lineQf 
hiring writers as well as actors, were unavailable for comment. 
Billie Green, president orthe local NAACP branch, said the survey, which Was 
conducted over a two..month period by the branch and the Coalition of African . 
American Television Writet'Sy revealed what she called "discriminatory writing 
praCtices!! by studios and networks in the hiring ofwriters. 
She said the lack. ofdiversity on TV writingstaifs was more blataritthan the dearth 
ofminarities that were cast in new shows premiering this fall on the four major 
networks. . 

The survey concluded that ofthe 839 Writers' currently employed on prime-time. 
network shows, only SS are African American. Additionally, 83% ofthose 5S 
black writers are employed on black~themed shows. . . 

The survey also stated that shows such as "Spin City7" 'ITauched by an Angel," 
and "Veronica's CJosetll feature black characters, but havena black writers or 
producers working on those shows. 

Also, only 11 Latino ancltb:ree Asian American writers are working on printe--time 
series this fau" the survey said. There are no Native American writers employed on 

1oCl 10"/1'" 10:20 Nd 
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.. primo-time senes, according to the survey. 

"We wanted to cia tbis survey to basically embarrass the industry,n said Green. 
"Now they can really'see where the IhortcomingSJ1fe~ Hopefully they can start to 
make corrections by employing writers ofcolor." . 

For example. according to Ihe survey. CBS has a total of 144 M1ters on their 
.series, but only two ofthem are African .American. Both work on "Cosby, II . 

staning Bill Cosby. NBC has a total of 198 writers, but only ODe black '9Iliter, who 
works on "Third Watch." . 

Said Green: ..AfIiam Americans, Latinos, Asian AmeriClanB, Native Americans and . 
other minorities make up over 30% of the population oflhi! country. But' 
combined, these groups account for only ,-cAl ofprime ,time network writing 
positions. II 

Afew network executives privately sajd that while they were taking Dote ofthe' 
survey, they pointed fingers at ,tudios who do the actual hiring ofwriters for 
series. The lack ofdiversity in writing staffs is a critiQd battleground for Green and 
the NAACP since that is the track to eventually becoming a producer, who in tum. . 
develop the shows themselves, like Steven Bochco and David B. Kelley. 

Green accused the industry of "blatant racism, n sayms that writers ofcolor, 
particularly Afiican Americans. had been told repeatedly that they Were not 
wanted. for series featuring predominantly or aU-white casts~ but that white writers 
lWfe routinely hired on black·themed shows. 

Many shows with staffs of 10 or more writers.. IiQ.Ch as "The Simpsons,", I'The Weat 
Wmg," IIJust Shoot Me, I. "Frasier.II "Two Guys and a Girl,1/ and "Dharma &. 

. Greg." have no black writers, the survey said. ' . 

In the survey. several studios were also singled out as not hiring Afiican, . 
Americans including NBC Studios, Paramoum, Spelling TV. Studios USA TV~ 
Dream.Warks, Castle Rock and Imagine. Big TIcket Television had the most black 
writers-ll-but all ofthem were on shows broa:tJcast on UPN, which has several . 
series targeted for urban audiences. Ofthe 14 black writers working at Warner 
Bros. TV, 12 were working on black shows shown on the WB network, the 
survey said. . ' 

Green said she would wait for reaction from the various TV entities before 
determining the next step in what will be an ongoing effort to increase minority 
participation within the TV industry.' . ' 

Type ofMaterial: pon or Survey . 
Deseriptcrs: TELEVISION INDUSTRY -... BLACKS; WRITERS; NATIONAL 
ASSOCIATION FOR TIm ADVANCBMBNT OF COLORED PEOPLE; 
MINORITIES; POLLS; TELEVISION PROGRAl'v.lS; 
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U.S. ~E?ARTM!ltH OF ~I(;".LTIl AND IiUMA N' SERVICES 

FOR IMMEDIATE RELEASE Contact: NCI Press Office 
Wednesday, Oct. 20,.1999 (301) 496-6641 

HCF A Press Office 
(20:2) 690-6145 
CDC Press Office 
.(404) 639-3286 

DESPITE INCREASES IN MAMMOGRAPHY AMONG OLDER WOlVIEN, 

MISPERCEPTIONS PERSIST 


· PSAs Featuring Whitney Houston Launched To Continue Education Efforts 


Despite increases in mammography rates among older women, misperceptions about the procedure still 
persist, HHS Secretary Donna E. Shalala announced today, .releasing a new study conducted by the 
National Cancer Institute (NCI) and the Health Care FiIiaJ,lcing Administration (HeFA) to mark 
National Breast Cancer Awareness Month. 

To spread the word about the importance of mammography in early detection of breast cancer, 
especially in the minority community, Secretary Shalala also released two public service announcements 
featuring singer and actress Whitney Houston and First Lady Hillary Rodham Clinton. Since 1995, both 
the President and the First Lady have appeared in television public service announcements encouraging 
older women to get mammography screening and promoting the use o,fMedicare coverage for 
mammography: . . " 

According to the study released today, the vast majority (88 percent) of women ages 65 and older have 
had at least one mammogram in their lifetime, representing a 25 percent increase from a similar survey 
conducted by the American Association ofRetired Persons (AARP) in 1992. The majority of women 
over age 65 (70 percent) have received a mammogram within the last two years - again a substantial 
inc~ease from 35 percent iIi 1992. 

Although breast cancer risk increases with age, data froth the survey also show that more than one-third 
of women ages 65 and older are not as concerned about getting breast cancer as they were when they 
were younger. Additionally, only 57 percent of the nationally representative sample of 814 women ages 
65 and older know they should have a screening mammogram every oneor two years. 

. 	 , 

"Since 1993, we have made great strides in our battle against breast cancer," Secretary Shalala said. . 
"We've increased women's access to screening, early detection and treatment, improved the quality of 
care, and launched the largest breast cancer clinical trial ever. Yet these findings remind us that we 
must do more to address the need for regular breast cancer screening, especially among older women," 
she said. 	 . 

Other key findings from the NCIIHCF A survey include: 

• Minority women were nearly twice as likely as white women to say that they "didn't know" at .~ .. what age to start getting mammograms (20 percent vs. 1-1 per~ent). 

• 	Half ofthe women who have had mammograms received them as part of routine medical care. 
One-third (34 percent) also indicated that a doctor or other health professional had recommended 
it to them. Those who never had a mammogram were most l~kely to report that they didn't feel 
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they needed it and/or that a doctor had not recommended it. 

• More than three-quarters of women (77 percent) were aware that Medicare will cover the cost of 
mammograms, but only slightly more than half (58 percent) had actually used Medicare for this 
purpose. Minority women are nearly twice as likely as white women to be unaware that Medicare 
covers mammograms (29 percent vs. 17 percent). ' ' 

HHS also provides screening services for low-income and medically underserved women in all 50 states, 
six U.S. territories, the District of Columbia, and 12 American Indian! Alaska Native organizations . 
through CDC's National Breast and Cervical Cancer Early Detection Program. New data released today 
show that the program has provided more than 2.2 million screenings since 1991, including over one 
million mammograms, with minority women making up nearly half of those screened. 

In December 1993, the Clinton Administration launched the National Action Plan on Breast Cancer, 
which has guided HHS efforts to increase research, prevention, and treatment. For breast cancer 
research alone, NIH spending has increased from $237 million irtfiscal year 1993 to $478 million in 
fiscal year 1999. President Clinton's fiscal year 2000 budget included $501 million for breast cancer 
research at NIH. NCI and HCF A formed a partnership in 1,998 to raise awareness of the importance of 
regular mammography screening among women ages 65 and older, and ofthe expanded mammography 
screening benefit for Medicare beneficiaries. NCI has also launched the Study of Tamoxifen and 
Raloxifene (STAR) clinical trial, to compare the drugs for their effectiveness in reducing the risk of 
breast cancer in postmenopausal women who are at incre~sed risk for the disease. 

Full copies of the NCIIHCFA research study "Knowledge, Attitudes, and Behavior of Women Ages 65 
and Older on Mammography Screening and Medicare" (POS# T162) and other breast cancer and 
mammography screening information are available through NCI's Cancer Information Service (CIS) at 
1-800-4-CANCER and NCr's web site at http://www.nci.nih.gov/ by clicking on "press releases." 

More information on CDC's National Breast and Cervical Cancer Early Detection Program can be 
found at http://www.cdc.gov/cancer/nbccedp/spot.htm. ' 

### 

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.os.dhhs.gov/news/press/. 
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U.<;. OE?ARTM!!tn OF '1~",Lnl AND t;:UMAil <;IERI/IC!!~ 

May 25, 1999 	 Contacts: HHS Press Office 
(202) 690-6343 
NCI Press Office 
(301) 496-6641 
FDA Press Office (301) 
827-6242 

HHS: Advancing the Science, Improving the Treatments for Breast Cancer 

Overview: Breast cancer is the most commonly diagnosed cancer and the second leading cause of 
cancer deaths among American women;, Early detection througH-'mammography arid clinical breast 
exams are essential for effective breast cancer screening. " 

For women age 50-69, having regular mammograms can reduce the chance ofdeath from breast cancer 
by approximately 30 percent. Despite these numbers, 33 percent ofwomen ages 50-64, and 45 percent 
ofwomen age 65 and oldelreported not receiving a mammogram during the past two years. 

,', 

The Clinton Administration has responded to the significantthreat posed by breast cancer with 
increased efforts in research, prevention and treatment. HHS Secretary Donna E. Shalala cQnvened a 
conference in December 1993 to establish a National Action Plan on, Breast Cancer. The national plan, 
which is being carried ouf. today by the public, private and volunteer sectors, is a key element ofthe 
Administration's commitment to fighting breast cancer. 

At the same time, spending an breast cancer research at National Institutes ofHealth has increased 
from $237 million in FY 1993 to $478 million in FY 1999: President Clinton's FY 2000 budget includes 
$501 million for breast cancer research at NIH. 

In 1995, First Lady Hillary Rodham ClintQn launched a campaign urging older women to obrain 
mammograms, and, in particular, to promote use ofMedicare coverage for mammography. Both the 
President and the First Lady have appeared in TVpublic service announcements encouraging'older 
women to get mammography screening. 

As ofJanuary 1998, Medicare coverage expanded to help pay for annual mammograms for all Medicare 
beneficiaries age 40 and over. 

Background: More Women Can Survive Breast Cancer 

• 	A woman's chances of getting breast cancer change with age: by age 40, one of217 women will 
face breast cancer; by age 70"one of 14 will be diagnosed with the disease. Although death rates 
from breast cancer have declined in recent years, ·breast cancer accounts for 30 percent of all 
cancers among women. 

• 	Approximately 175,000 new cases ofbreast cancer are estimated for 1999, and about 43,300 
women are expected todie from breast cancer. Epidemiologic studies estimate that breast 
cancer will be diagnosed in 1.5 million American women in this decade and that breast cancer 
will claim nearly half a million lives. " ",' \ , 

• Death rates from the disease are highest arriong older, black and low-income women. With proper 
screening and treatment, however, the chances of surviving breast cancer are improving. Breast 
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cancer mortality trends among both black and white women have improved markedly in the 
United States since the 1980s. During the 1980s, breast cancer incidence for women increased, 
but in the 1990s, it has. leveled off. } 

• The death rate for women with breast cancer has declined on average 1.7 percent per year since 
1989. Between 1992 and 1996, for example, the greatest reduc~ions in death rates were among 
younger women (5.7 percent) and white women (5.5 percent), with more modest reductions 
among African Americans (0.4 percent) and women age 65 and older (3.9 percent) . 

• During the most recent 5-year period, 1992-1996; death rates among white women declined for all 
decades of age from 30 to 79 years. Among black women, rates 'were down for all decades of age 
from 30 to 79 years. Among both groups, the greatest improvements in mortality were seen in the. 
younger age groups. For women aged 30 to 39 years~ rates dropped about 4.24 percent among 
whites and 2.8 percent among blacks. For women aged 40 to 49 years, rates dropped 8.78 percent 
among whites and 0.97 percent among blacks. 

HHS Spending On Breast Cancer 

HHS discretionary funding for breast cancer research, prevention and treatment has increased from 
approximately $283 million in FY 1993 to $599 million in FY 1999. President Clinton's FY 2000 
budget includes $501 million for these activities. As the Centers for Disease Control and Prevention 
(CDC) have worked to increase access for all women to mammography screening and follow up 
services, the resources devoted to breast cancer services have increased from an estimated $43 million 
in FY 1993, to $93 million in FY 1999. Cancer research is vital to our understanding of how to prevent, 
detect and treat breast cancer. The Clinton Administration has invested in breast cancer research at the 
National Institutes of Health' by increasing funding from $237 million in FY 1993, to $478 million in FY 
1999. HHS also helps provide treatment for breast cancer through the Medicare and Medicaid programs 
and through the Indian Health Service. . 

HHS Action To Combat Breast Cancer 
Under President Clinton, HHS has directed a wide array of activities and new initiatives: 


New Mammography Benefit 

Since January 1998, Medicare coverage has expanded to help pay for alIDual mammograms for all 

Medicare beneficiaries age 40 and over. Under this new benefit, Medicare waives the Part B deductible 

for screening mammograms. NCI, following advice from its National Cancer Advisory Board, 

recommends women in their 40s who are at average risk of breast cancer be screened every one to two 

years with mammography. In April, the Food and Drug Administration determined a new imaging 

'device safe and effective to help radiologists determine whether a woman warrants further evaluation if 

mammogram results are ambiguous. T -Scan 2000 should help identify women who should be referred 

for early biopsies. . 


Mammography Quality Standards . ( 

The Mammography Quality Standards Act (MQSA) of 1992 went into effect April 28, 1999, ensuring 

universal access to high quality mammography services in tpis country. Under the final rules ofMQSA, 

FDA sets high standards for mammography facilities and certifies those which meet the standards. The 

roughly 10,000 mammography facilities nationwide accredited by the FDA must meet quality standards 

for equipment and personnel, and are inspected annually. 


These regulations spell out the details for requiring facilities to hire capable technologists, use quality 

dedicated equipment. that produces clear images, and employ skilled interpreting physicians to interpret 

the results both accurately and efficiently. The rules also .require that doctors be fully and quickly 

informed of results so that any follow-up testing or treatment can begin immediately. In fact, the 

Mammography Quality Standards Reauthorization Act 011998 required every U.S. mammography 

facility to notify patients oftheir mammogram results promptly and ineasy-to-understand language. 


. , , 

The names and locations of FDA-certified mammography facilities are available by calling the Cancer 
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Infonnation Service at 1-800-4-CANCER. In addition, the FDA has included a list of all FDA-certified 
mammography facilities in the United States on its Internet home page. The address is' . 
http://www .fda. gov / cdrhlfaclist.html. . 

National Action Plan on Breast Cancer '.' . . 
HHS' Office on Women's Health coordinates the National'Action Plan on Breast Cancer. This first-ever 
national plan was developed in 1993 under Secretary Shalaia's leadership'. The Plan has awarded over $9 
million in grants for 99 innovative research and outreach projects, with a special emphasis on the 
development of public-private partnerships targeted in the six' priority areas: 

l 

The Information Action Council Working Group is working to iinprove access to infonnation about 
breast cancer for consumers, scientists and practitioners via the Internet and other infonnation 
technologies.' . 

The Etiology Working Group is focusing on efforts to expand the scope and breadth of biomedical, 
epidemiological and behavioral research on breast cancer. The group has identified four priority areas: 
chemicals and honnones, viruses, radiation and electromagnetic fields, and lifestyle factors. 

The National Biological Resources Banks Working Group (NAPBC) has focused.on the development of 
a national mechanism and standard for obtaining and storing tissue for multiple areas of breast cancer 
research. The NAPBC has awarded funds to establish a national biological resources bank and is now 
conducting a survey of tissue banks throughout the country to identify and detennine the accessibility of 
all available biological resources. . 

The Working Group to Ensure Consumer Involvement has defined several specific activities to help 
ensure consumer involvement at all levels in the development of national research, education and service 
delivery programs related to breast cancer. . 

The Clinical Trial Accessibility Working Group has identified a series of initiatives to address four types 
ofbarriers to participation in clinical trials, including barriers associated with the infonned consent 
process, patient and physician misperceptionsabout clinical trials, lack ofinforination about the 
availability oftrials, and cost. 

The Working Group on Heredity Susceptibility is evaluating the ethical, legal and policy issues of 

individuals carrying breast cancer susceptibility genes. . . 


Developed by a public/private partnership and coordinated by the Department of Health and Human 
Services Office on Women's Health, a National Action Plan on Breast Cancer (NAPBC) web site 
serves as a gateway to infonnation on breast cancer research, treatment, and prevention. Since OGtober 
1996, the web site has been providing answers on frequently asked questions about breast cancer, as 
well as infonnation on the NAPBC, breast cancer clinical. trials and research, breast cancer 
organizations and advocacy groups, educational conferences,.publications, and government and private 
resources. The web site address is http://www.napbc.org. . . 

Discovery ofBRCA1 and BRCA2 Genes for Breast Cancer' .' . 
Breast cancer research has been expanded at the National Institutes of Health. Promising news came 
late in 1994 when a team of investigators at the University of Utah, Myriad Genetics and the National 
Institute of Environmental Health Sciences (NIEHS) identified a breast cancer susceptibility gene 
(BRCA1) that may account for 5-10 percent of the breast' cancers diagnosed each year. The discovery of 
a second, entirely different breast cancer susceptibility gene, BRCA2, has helped us understand even 
more about the .genetics of breast cancer. Researchers more recently discovered a particular variant of 
the BRCA1 susceptibility gene in Jewish women of eastern European descent (Ashkenazi Jews). While 
only 5-10 percent of all breast cancers are the result of an inherited anomaly, these findings hold 
promise for the development of new prevention an~ treatment strategie~. 

Other breast cancer research includes psychosocial 'research, which looks at how to enhance the quality 
of life in women with breast cancer, and the Breast Cancer Prevention Trial. 
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On October 27, 1996, President Clinton announced $30 million in new'fu~ding for research into the 
genetic basis of breast cancer through a collaborative initiative between the Department of Defense and 
the National Institutes of Health. 

Breast Cancer Prevention Trial , 
As part of a large North American study conducted by the National Surgical Adjuvant Breast and Bowel 
Project (NSABP) with support from the National Cancer Institute (NCI), more than 13,000 women 
volunteered to taketamoxifen or an inactive pill to see if the drug would help prevent new cases of 
breast cancer. In 1998, the trial showed 49 percent fewer cases of breast cancer reported in the 
high-risk women in the trial who took the drug versus those on the inactive pill. The study highlighted 
the fact that while a reduction in new cases is significant, there are risks associated with tamoxifen that 
must be carefully weighed against the benefits of breast cancer reduction. NSABP and NCI are 
developing information for individual decision making that will help women at increased risk of breast 
cancer consult with their health care providers about whether or not to begin tamoxifen therapy . 

.. 
In October 1998; HHS Secretary Shalala announced the largest-ever breast cancer prevention clinical 
trial involving an estimated 400 sites across the United States anq Canada. The study of tamoxifen and 
raloxifene; (STAR), inCludes 22,000 postmenopausal women at increased risk of breast cancer. STAR 
will build on the success of the Breast Cancer Prevention Trial by determining whether raloxifene, a 
drug similar to tamoxifen, is also effective in preventing breast cancer but with fewer side, effects than 
tamoxifen. 

Privacy of Genetic Information and Breast Cancer . 
President Clinton has supported bipartisan legislation to prohibit health plans from inappropriately using 
genetic screening information to deny coverage, set premiums or to distribute confidential information. 
In many diseases, such as breast cancer, we are beginning to identify genetic alteql~ions that may place 
a woman at increased risk. Women who test positive mayincrease cancer detection efforts, may choose 

. to have preventive surgery or may join a cancer prevention research study. However, insurance 
companies and others also can misuse genetic testing to discriminate and stigniatize individuals and 
groups of people. In fact, studies show that women often do not get genetic testing for breast cancer 
because they fear the information will be used to discriminate against them. 

National Breast mid Cervical Cancer Early Detection Pro~ram .' , , 
CDC's National Breast and Cervical Cancer Early DetectIOn Program offers free or low-cost 
mamm9graphy screening to uninsured, low-income, elderly, minority and Native American women 
nationwide. Resources devoted to breast cancer screening services have grown from an estimated $43 
million in FY 1993 to $93 million in FY 1999, The program, which has been operatirig in an increasing 
number of states over the past six years, has provided more than 1.3 million screening tests to medically 
underserved women. Currently, the program provides funding for all 50 states, five territories, the 
District of Columbia, and 15 American Indian! Alaska Native organizations~ 

Breast Cancer Among the Elderly . 
The Agency for Health Care Policy and Research (AHCPR) is currently funding a five-year Patient 
Outcomes Research Team study on the care, costs and outcomes of early stage breast cancer. The study 
is examining three alternative treatments for early-stage breast cancer in the elderly: modified radical 
mastectomy, breast-conserving surgt.::ry with radiotherapy and breast-conserVing·surgery without 
radiotherapy. The project is studying quality and cost-effectiveness in these projects and will develop 
clear recommendations for treating early-stage breast cancer in the elderly. A suppl~mental project with· 
additional funding from the Federal Coordinating Committee on Breast Cancer is addressing these 
same issues but with.a specific focus on African-American Medicare beneficiaries. 

New Frontiers In Breast Cancer Early Detection 
The Department ofHealth and Human Services has been working with the Department of Defense, the 

. CIA, NASA, and other public and private entities to explore ways in which imaging technologies from 
other fields may be applied to the early detection of breast cancer. In particular, the computer' 
technologies that have been used to improve spy satellites may help improve breast cancer detection as 
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well. In October 1996, HHS awarded $1.98 million to the University of Pennsylvania to conduct a series 
of clinical trials of imaging technology from the intelligenc~ community -- originally used for missile 
guidance and target recognition -- to improve the early detection of breast cancer. 

Centers of Excellence , 
On October 1, 1996, the Department ofHealth and Human Services established six National Centers of 
Excellence in Women's Health to serve as national models for improving the health care of American 
women. The new Centers ofExcellence program, with facili~ies located at academic institutions in 
different areas of the country, will integrate health care services, research programs, public education 
and health care professional training. HHS? Office ofW6men's He;alth now supports18 centers of 
excellence. 

Mammography Clinical Practice Guidelines "" .' 
. Recognizing the importance of the quality of screening mammograms in the ,early detection of breast 

cancer, AHCPR in October 1994 developed a Clinical Practice Guideline--Quality Determinants of 
Mammography--with separate versions for mammography,providers, health care professionals and 
consumers. The guidelines detail the roles arid responsibilities ofeach health care professional involved 
in mammography services, .and include information and recommendations for women. 

. , 

.Mammo ra h for Women with Addictive and Mental Disorders 
Women who are III nee or w 0 receive substance abuse ot mental health services often lack appropriate 
primary health care, induding breast cancer education, detection and treatment. Women-focused 
substance abuse and mental health programs funded by the Substance Abuse and Mental Health Services 
Administration (SAMHSA) are designed to be comprehensive, delivering primary health care services to 
women who often are medically underserved. These services include education on breast 
self-examination and mammography services and counseling on risks for breast cancer. 

Environmental Factors and Breast Cancer 
HHS' Office on Women's Health has established a Federal Interagency Coordinating Committee on the 
Environment and Women's Health that focuses on how home, work, atmospheric pollutants, exogenous 
hormones, drugs, and other environmental factors may contribute to the risk ofbreast cancer and other 
disorders. . ,,' 

Office of Cancer Survivorship 
On October 27, 1996, President Clinton unveiled the new,Office of Cancer Survivorship at the National 
Cancer Institute. Recent success of cancer prevention, early detection and treatment efforts has created 
a new need: research into the physical, psychological and economic well-being of the growing number 
of cancer survivors. The Office of Cancer Survivorship supports research covering the range of issues 
facing survivors of cancer, induding: long-term medical and psychological effects; factors that 
predispose survivors to second malignancies; reproductive problems following cancer treatment; and 
their unique insurance and employment issues. 

Last year, NCI began including consumer advocates as full voting members of the peer review groups 
evaluating grant applications. This is much like the two dozen cancer patients and/or advocates who 
have assisted in cancer drug approval decisions since 1996 as voting members ofFDA advisory 
committees. ' 

NCI also formed, last year, a Director's Consumer LiaIson Group, a formal committee of 15 cancer 
survivors who directly advise the NCI director and bring the patient's perspective to bear on the full 
range ofNCI activities. This year, NCI will fully integrate patients and advocates into activities such as 
reviewing grant proposals and planning policy. 

In September 1998, NCI e'armarked $15 million over five years for new research into the physical and 
emotional well-being of cancer surVivors who are alive five or more years after diagnosis. This is in 
addition to $20 million already earmarked by NCI for survivorship-related studies. 

### 
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Note: HHS fact sheets releases are available on the World \;Vide Web at: http://www.hhs.gov. 
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PRESS RELEj\SES 

NAACP INVESTIGATES -DENIAL OF 
OPPORTUNITY IN NETWORK 

TELEVISION INDUSTRY 
CONVENES PUBLIC HEARING IN LOS ANGELES 

November'29, 1999 

sIan 

Hayes, NAACP General Counsel; Esteban Torres; Kweisi Mfume 


Baltimore The National Association for the Advancement of 
Colored People (NAACP), under the leadership of Kweisi Mfume, 
President and CEO, convened a public hearing today to examine 
the pattern ofdiscriminatory treatment by the television industry 
against African Americans, Asian Americans, Latinos; Native 
Americans 'and other minorities. 

Mfume said, "The hearings today are designed, not so much to 
determine whether or not there continues to be a severe problem 
with respect to equal opp<;>rtunity in network television, but rather 
to develop a public record on why the denial of opportunity for 
people of color continues to go virtually unabated," 

The probe is a part of the NAACP's ongoing investigation of 
diversity at the major TV netWorks, ABC, CBS, NBC and FOX. It 
was highlighted by testimony from CBS Television CEO Leslie 
MO,onves, the only network president.to attend the hearing. 

Actors Blair Underwood (City Of Angels, L.A. Law)," 
Apesanahkwat (Northern Exposure); actresses Ann Marie Johnson 
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(JAG, In The Heat of the Night), Erika Alexander (Cosby, Living 
Single), and producer/director Yvette Lee Bowser (Living Single) 
presented their personal testimony. 

I 

Former Congressman Esteban Torres of the National Hispanic 
Media Coalition, Sonny Sky hawk, Executive Director of American 
Indians in Film and Television and Karen Narasaki, Executive 
Director of the National Asian Pacific American Legal Consortium 
joined Mfume and the NAACP's General Counsel Dennis Hayes, 
and Assistant General Counsel Debbie Liu as the panel officers 
who queried the guest witnesses about experiences and/or 
perceptions of the industry, 

. The seven-hour public hearing drew a capacity crowd in the 
Westside Room of the Century'Plaza Hotel & Tower in Los 
Angeles, California. 

Also on hand to testify were industry insiders representing 
management and talent agencies, network executives, civil rights, 
advocacy, actor and writer guilds and t~ade unions. 

Unable to testify at the originally scheduled time, representatives 
from ABC, NBC and FOX left, the hearing without testifying. 
Mfume said, "We tried to rearrange the schedule to hear from the 
network representatives, but time did not allow. They can't treat 
this like a drive-by hearing, stop two or three hours and then move 
on. 

"We have made every attempt to meet the four major networks 
more than halfway on this issue ofdiversity, but there is a limit to 
even the NAACP's patience. This issue will not disappear and this 
movement will not go away," said Mfume who brought this 
problem to the forefront last summer after lambasting the fall 
prime-time lineups for excluding people of color from starring or 
leading roles in the 26 new shows. 

Mfume said, "In the absence of any real, measurable effort on the 
part of the networks to try to develop a way out of this problem, 
they run the risk of a sustained, focused and continuous consumer 
action in the form of repetitive boycotts, picketing, and large scale 
demonstrations in front oftheir network headquarters, the offices of 
network owned affiliates nationwide and the headquarters of their 
major advertisers." , 

The NAACP has monitored the portrayal and employment 
opportunities of African Americans in the t~levision industry since 
1951. '. : . 

Founded in 1909, The National Association for the Advancement 
of Colored People (NAACP) is the' nation's oldest and largest civil 
rights organization. Its half-million adult and youth members 
throughout the United States and the world are the premier 
advocates for civil rights in their communities, conducting voter 
registration drives and monitoring equal opportunity in the public 
and private sectors. 
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MEMORANDUM FOR THE P IDENT AND VICE PRESIDENT 	 PcAvJ-c.-. 

p~ I


FROM: KATHLEEN AHN FOR BEN JOHNSON 
~1 


SUBJECT: OFFICE ON THE PRESIDENT'S INITIATIVE FOR ONE AMERICA JQ...,,,j{~~S 

WEEKLYREPORT ' pc~ 


, ACTIONS 


Civil Rights Commission Cites Failure in Enforcement of Health Care Civil Rights C~ 


Laws: The US. Commission on Civil Rights released a report sharply critical of the ~' ~ 

federal government's continuing failure to enforce civil rights laws regarding health car~,~ 

for minorities and women. The main focus of the report was the alleged inadequate ' i 

efforts of the Department of Health and Human SerVices (HHS) and particularly its 

Office of Civil Rights to enforce civil rights laws in the health care arena. I talked to ~ 

Mary Berry before the report was released and got her to agree not to do a press 

conference on it. She complained that she has talked to Secretary Shalala about the ' 

matter but nothing has resulted from their conversations. 


Seventh Day Adventist: Ben kicked off a'four day leadership summit, "Racial Harmony 

in the New Millennium: Making It Happen," with greetings'and a message from you to 

the 300 top leaders of the Seventh Day Adventist Church from across, North America. 

This summit was coordinated as a direct response to your call for Americans, including 

the faith community, to engage in a dialogue to improve ra.ce'relations. The summit 

sought not only to discuss the issues, but also, to formLilate solutions that individuals 

can implement in their congregations to bring about positive change in race relations. 


The Seventh Day Adventist Church has a worldwide membership of 10.5 million in 205 

countries; with about 1 million members in North America. The Church also runs '15 

Colleges and Universities in the U.S. as well as several hospitals in the DC area. 


Montgomery College: Ben gave the keynote address at the campus' and community 

dialogue with a focus on the College's role in achieving the goal of "One America in the 

21 st Century: Forging A New Future." The dialogue sought to identify strategic direction 

and institutional priorities to meet the educational needs,ofthe diverse learning 

community as we enter the next century. This forum was organized as part of the 

second annu'al"Campus Days of Dialogue" cO-:,sponsored by our office and Sec. Riley. 


, ,, 
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OPINIONMAKERS SURGEON GENERAL: SATCHER 
OUTLINES GOALS FOR 21ST CENTURY 

Surgeon General David Satcher said that'ending the racial 

disparities in health care "should be the goal of medicine" as we 

enter the 21st Speaking at the national "Bioethics in 

the Urban Context" symposium this week at the New York of 

Medicine, Satcher called for "one standard of health ... for all 

Americans." He noted racial differences in infant 

immunization, HIV, cancer, diabetes. and cardiovascular disease, 

and outlined six areas in need of a "greater 'balance' in the 

public health . " . 


o 	 Greater emphasis on disease prevention rather than "high­
tech medical interventions;" 

o 	 A national research agenda focused .on community-based 
disease ion research and epidemiological research; 

o 	 A "bottom up" approach to public health that increases 

community involvement; 


o 	 Including mental health in the national health care agenda ­
-particularly focusing on suicide; 

o 	 Balancing treatment with maintaining a healthy Ii 
o 	 Devotion to the nuns," including the uninsured, the 

underinsured, the underrepresented, the underserved, the 
uninformed, and the uninspired. Satcher also emphasized the 
need to improve the quality of life for America's elderly 
(Reuters Health, 12/8). 

American Healthline 
/ 
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Eliminating Racial and Ethnic 

Disparities in Health . 


OVERVIEW 

In his radio address on February 21st, 1998, President Clihton 
committed the Nation to an ambitious goal by the year 2010: 
eliminate the disparities in six areas of health status 
experienced by racial and ethnic minority populations while 
continuing the progress we have made in improving the overall 
health of the American people. This goal will be a major legacy 
of the President's Initiative on Race and will be the cornerstone 
of the Department of Health and Human Services' contribution 
to this initiative. In addition, this goal will parallel the focus of 
Healthy People 2010, the Nation's health objectives for the 
21st century, to be released by the President in the year 2000. 

Achieving the President's vision will require a major national 
commitment to identify ·and address the underlying causes of 
higher levels ofdisease and disability in racial and ethnic 
minority communities. These include poverty, lack of access to 
quality health services, environmental hazards in homes and 
neighborhoods, and the need for effective prevention programs 
tailored to specific community needs: 

Compelling evigence that race and ethnicity correlate with 
perSistent, and, often increasing, health disparities among U.S .. 
populations demands national attention. Indeed, despite 
notable progress in the overall health of the Nation, there are 
continUing disparities in the burden of illness and death 

. experienced by blacks, Hispanics, American Indians and 
Alaska Natives, and Pacific Islanders, compared to the U.S. 
population as a whole. The demographic changes that are }' 

antiCipated over the next decade magnify the importance of 
 . ," 

addressing disparities in health status. Groups currently 

experiencing poorer health status are expected to grow as a 

proportion of the total U.S. population; therefore, the future 

health of America as a whole will be influenced substantially by 

our success in improving the health of these racial and ethnic 

minorities. A national focus on disparities in health status is 

particularly important as major changes unfold in the way in 

which health care is delivered and financed. 


Eliminating racial and ethnic disparities in health will require 

enhanced efforts at preventing disease, promoting health and 

delivering appropriate care. This will necessitate improved 

collection and use of standardized data to correctly identify all 

high risk populations and monitor the effectiveness of health 

interventions targeting these groups. Research dedicated to a 

better understanding of the relationships between health status 

and different racial and ethnic minority backgrounds will help 

us acquire new insights into eliminating the disparities and 

developing new ways to apply our existing knowledge toward 

this goal. Improving access to quality health care and the 

delivery of preventive and treatment services will require 

working more closely with communities to identify 

culturally-sensitive implementation strategies. 


The Department's Strategy 
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The Department has selected six focus areas in which racial 
and ethnic minorities experience serious disparities in health 
access and outcomes: 

1. Infant Mortality 
2. Cancer ScreeniQ9 and Management 
3. cardiovascular Disease 
4. Diabetes 
5. AIV Infection/AIDS 
6. Immunizations 

These six health areas were selected for emphasis because 
they reflect areas of disparity that are known to affect multiple 
racial and ethnic minority groups at all life sta~es. The 
representative near-term goals within these SIX areas are 
drawn from Healthy People 2000, the Nation's prevention 
agenda; targets for reducing disparities have been developed 
in consultation with representatives from target communities 
and experts in Public Health. Reliable national data is also 
available to track our progress on these near-term goals in a 
timely fashion. The leadership and resources of the 
Department will be committed to achieving significant 
reductions in these disparities by the year 2000. 

In attempting to eliminate disparities among different 
subpopulations, the goals of each of these six health areas 
present very different challenges. In some areas, such as 
immunizations, we are cognizant of what will help to eliminate 
the disparities. In others, where knowledge about how to 
reduce these disparities is less developed, there is a need to 
understand the causes and to find more effective methods to 
reach individuals and communities that have not benefitted 
from established interventions. Advances in medicine and 
increased access to care can only partially address the 
difficult, complex, and often controversial Issues surrounding 
racial and ethnic disparities in health status. Education, 
environment, income and other socioeconomic factors 
contribute substantially to health ol!tcomes. 

The Department's Action Plan 

HHS will provide leadership through research, expanding and 
improving programs to purchase or deliver quality health 
services, programs to reduce poverty and provide children with 
safe and healthy environments, and expanded prevention \ 
efforts. The Department's first step will be to examine its 
current programs to assure that they focus on opportunities to ./ 
reduce health disparities and fully maximize the best scientific 
and community derived knowledge about how to deliver 
effective clinical and preventive services. Gaps in knowledge 
will be identified and research agendas developed to address 
them. New programs or modifications of existing programs will 
be recommended where appropriate. In addition, the 
Department will provide a national framework for public and 
private sector collaboration to eliminate health disparities 
through Health~People 2010 -- the nation's health action 
agenda forfhe 1st century. . 

To guide this effort, the Secretary is establishing a senior-level 
steering committee in the Department, chaired by the Assistant 
Secretary for Planning and Evaluation and the Surgeon 
General. The charge to that committee is: 

o 	 To review the status of the six health disparity reduction 
goals for the Year 2000 and assure that the 
Department's research, health services and prevention 
programs give' priority to them. 
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o 	 To conduct a process of consultation with minority 
commulJity representatives and with the scientific and 
health services, communities to improve our 
understanding of how to achieve both the near-term 
disparity reduction goals and the 2010 disparity 
elimination goal. 

o 	 To examine the Department's research, data, service 
and prevention programs and recommend to the 
Secretary necessary changes in these programs to 
support the President's goal of eliminating health 
disparities in the next century. 

The Steering Committee 'will oversee efforts to examine how 
effectively the Departmer;1t's current programs are using their 
resources to support the elimination of health disparities and to 
recommend changes that would enhance their impact. It also 
wilt consider ways in which the FY-2000 budget can be 
designed to effectively support the President's goals. Under 
the general guidance of the Steering Committee, working 
groups of Departmental experts will be convened for the six 
goal areas, to help shape strategy for achieving the goals and 
t6 monitor our progress. , ' 

Consonant with the approach developed to guide the 
President's Initiative on Race, the Department of Health and 
Human Services' efforts in the current year Will include . 
dialogue, research and action. 

Dialogue: 

As part of its efforts, the Department of Health and Human 
Services, will broaden and strengthen its partnerships with 
State and local governments, with national and regional 
minority health and other minority-focused organizations, and 
with minority community-:based organizations -- those who 
have the greatest access to and knowledge of the 
communities. . 

o 	 We will collaborate with other Federal departments, 
State, local, and tribal governments, and communities 
and professional groups to address broader 
determinants of health such as education, environment, 
income and other ,socioeconomic factors which 
contribute substantially to health outcomes. 

o 	 A series of structured planning and strategy sessions 
will be conducted with health experts and community 
representatives to review what we know about how to 

,address each of the six health conditions and how well 
that knowledge is being applied at the community level. 
Barriers will be identified and strategies developed or , 
refined to improve the effectiveness of the Department's 
programs. 

o 	 In addition, our nationwide consultation to develop 
Healthy People 2010 involves organizations and " 
IndiViduals reflecting the views of mino~ity communities. 

Research: 

The Department will direct attention to improvements in 
monitoring and developing the local and national data 
necessary for determining priorities and designing programs. 

o 	 As a first step in improving baseline data about the 
effectiveness of HHS programs in reaching minority 
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populations, the Department has adopted a policy that 

requires all HHS.,sponsored data collection and 

reporting systems to include standard racial and ethnic 

categories. This inclusion policy will help monitor HHS 

programs to determine that Federal funds are being 

used in a nondiscriminatory manner and to promote the 

availability of standard racial and ethnic data across 

various agencies. This policy will enable us to make a 

coordinated response to major health conditions of 

minority populations, monitor progress in meeting their 

needs, and help to ensure nondiscrimination in access 

to and provision of appropriate HHS services for various 

racial and ethnic groups. 


o 	 Research focused on how to improve our interactions 

and interventions in minority communities will test 

approaches tailored to the specific cultural and social 

norms of these communities. Results from small-scale 

studies will be incorporated into the design and 

management of the Department's programs. In addition, 

HHS will develop and disseminate strategies to assist 

researchers in their outreach to minority communities to 

foster partnerships and enhance the involvement of 

minorities in research studies. 


Action: 

In addition to ongoing research and program investments that 
are committed to improving the health of minority communities, 
a number of new projects will be implemented in fiscal year 
1999. These projects are designed to test models for reducing 
disparities in specific minority communities. The Centers for 
Disease Control and Prevention will administer a $10 million 
demonstration program that will enable multiple communities 
to design and test community-tailored interventions. The FY 
1999 budget also includes additional new funding to support 
existing successful public health programs that, in partnership 
with community, advocacy, and tribal organizations, would 
expand and adapt proven public health strategies to better 
reach minority populations. 

The Department's programs to improve the economic security 
of low-income families and communities will continue to make 
important contributions to improved health status of 
low-income populations--populations disproportionately 
composed of racial and ethnic minorities. The recently enacted 
State Child Health Insurance Program (CHIP), (Title XXI of the 
Social Security; Act), which will be administered by the Health 
Care Financing Administration, will distribute $24 billion over 
the next 5 years among the States and .territories. CHIP will be 
supplemented by an increased emphasis in the Medicaid 
program to identify and enroll eligible children. Taken together, 
these two approaches will seek to provide health insurance for 
at least half of the 10 million uninsured children in this country. 
Through a combination of education, outreach, and increased 
access to health care for the uninsured, a major step to 
eliminating racial and ethnic disparities in children's health will 
be achieved. 

Summary 

The Department of Health and Human Services recognizes 
that eliminating racial and ethnic disparities in these six areas 
will require new knowledge about the determinants of disease 
and effective interventions for prevention and treatment. This 
goal will also require improved access for all to the resources 
that influence health. However. focused improvement in these 
six health conditions will make an important contribution to 
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improving the health of racial and ethnic minorities as well as 
. advance the knowledge needed to achieve the President's 
commitment to eliminate ,all disparities in the next century. 

We will do so by furthering development of existing data 
systems, conducting research and improving the focus and 
effectiveness of our health service delivery and insurance 
programs to better meet the needs of racial and ethnic 
minorities. Success in this effort will accomplish two important 
results: 

o 	 A meaningful improvement in the lives of minorities who 
now suffer disproportionately from the burden of 
disease and disability , 

o 	 Development of the tools and strategies that will enable 
the Nation to meet the far more challenging goal of 
eliminating these disparities by the year 2010 

This ,is a long-term undertaking that will extend into the next 
century and requires an enduring commitment from this and 
future administrations. . 
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Septemb 
Contact: CDC, Med 

(40 

CDC Awards Funding to Community Coalition 
. 'for Projects to Help Eliminate 

~Racial and Ethnic Health Disparities 

Surgeon General David Satcher today announced that the Centers for Diseas 
Control and Prevention (CDC) will award $9.4 million to community coaliti 
in 18 states to help address racial and ethnic disparities in the United States. 

"The President has committed the nation to an ambitious goal by the year 20 
eliminate the disparities in he~lth status experienced by racial and ethnic 
minority populations, while continuing the progress we have made in improv 
the overall health of the American people," said Dr. Satcher. "These awards 
part of the Administration's initiative to support community-based programs 
that are effective in reaching and serving these affected communities." 

The awards are a component of CDC's new initiative, "Racial and Ethnic 
Approaches to Community Health (REACH 2010)," a demonstration project 
that targets six health priority areas: infant mortality, improving breast and 
cervical cancer screening and management, cardiovascular disease, diabetes, 
improving child and/or adult immunization levels and HIV / AIDS. President 
Clinton has set a national goal of eliminating, by the year 201 0, longstanding 
disparities in health status that affect racial and ethnic minorities, and the 
Department of Health and Human Services is guiding this initiative. 

"These awards will put funds into the hands of frontline leaders and minority 
health organizations without delay to build on the progress we've already rna 
in reducing racial and ethnic health disparities," HHS Secretary Donna E. 
Shalala said. "With this money, we are helping local communities marshal th 
resources and fund the programs they need to close the health disparities gap 
the benefit of all." 

A total of 32 community coalitions will receive funding, and three additiona 
community coalitions will be funded by the California Endowment to 
participate in REACH 2010. Grantees will spend the first year planning and 
developing activities to reduce the level of disparity in one or more of the 
priority areas. The following year, all ofthes'e organizations will compete fo 
funding to implement these plans utilizing clearly defined interventions in a 
geographically defined minority popUlation: The populations include African 
American, American Indian, Alaska Native, Hispanic American, Asian 
American, and Pacific Islander. 

"CDC works to end racial and ethnic health disparities by partnering with 
diverse communities in research and intervention programs," said Jeffrey P. 
Koplan, M.D., M.P.H., Director, CDC. "REACH 2010 makes an important 
contribution to our" commitlnent to eliminate all disparities in the next centur 

The elimination of health disparities will require a national effort--public and 
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private sector, individuals, and communities. A better understanding of the 
relationships between health status and different racial and ethnic minority 
backgrounds will require working more closely with communities to identify 

, culturally-sensitive implementation strategies. 
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u.s, DEPARTM£I'IT OF HEALTH AN£} HlIMl.1t SERVICES, 

December 20, 1999 ' 	 Contact: HHSPress Office 
(202) 690-6343 

HHS STRATEGIES FOR IMPROVING MINORITY HEALTH 

Overview: Life expectancy and overall health has in recent years for a large number of 
."Americans, thanks to an increased focus on medicine and dynamic new advances in medical 


technology. 


However, not all Americans are benefiting equally from the medical advances and disease prevention; 
For too many racial and ethnic mirlOrities'in our countr.y, good health is elusive as limited access,and 
available appropriate health care are often associated with an individual's economic status, race and 
gender. 'These health gaps - or disparities - raise health care costs for all Americans. And while 
Americans as a group are healthier and living longer, the nation's health status will never be as good as 
it can be·as long as there are segments ofthe population with poor health status. 

The Clinton Administration has developed and implemented a number ofstrategies to improve minority 
health and help close these unacceptable health gaps. These strategies include a coordinated effort to 
eliminate racial and ethnic health gaps in six areas by the year 2010, enhanced resources for fighting 
HIVIAIDS in racial and ethnic minority communities, and the formation ofa number ofspecial work 
groups to review health status, determine research needs, and develop strategies that help improve 
minority health. 

The elimination ofhealth disparities will require a national effort - public and private sector, 
individuals, and communities. A better understanding ofthe relationships between health status and 
different racial and ethniC minority background., will require working more closely with communities to 
identify culturally-sensitive implementation strategies. 

, 	 r 

In September, Surgeon General David Satcher announced that the centers for Disease Control and 
Prevention (CDC) awarded $9.4 million to community coalitions in 18 states to help address racial and 
'ethnic d,isparities in the United States. A total of32 community coalitions receivedfunding, and will 
spend the first year planning and developing activities to reduce the level ofdisparity in one or more of 
the priority areas. The following year, all ofthese organizations will compete for funding to implement 
these plans utilizing clearly defined interventions in a geographically defined minority population. 

Addressing Minority Health.Needs - 1999-2000 

The Fiscal Year 2000 Budget Requests for Minority Health Needs. In the first budget of the new 
millennium, President Clinton has'requested $4.2 billion at HHS for improving minority health in Fiscal 
Year 2000. These funds would be targeted to minority Americans for health education and disease 
prevention and treatment, and would continue work already underway that addresses racial and ethnic 
health needs. 

Included in this request: 

• $2.8 billion for health care services delivery through the Indian Health Service; 

• 	 $92.5 million for health professions diversity training through the Health Resources and Services 
Administration (HRSA); 
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• 	 $4 million for nursing workforce diversity, also through HRSA; 

• 	 $169.7 million for the Centers fer Disease Control and Prevention (CDC) to address such health 
areas as HIV IAIDS, heart disease, diabetes, prostate cancer, as well as to fund STD/HIV 
prevention activities; 

. 
• 	 ang $928 million for minority health research at the National Institutes ofHealth (NIH). 

Highlights of Minority Components of the Fiscal Year 2000 Request 

$145 million to continue activities under the Initiative to Eliminate Racial and Ethnic Disparities 
in Health, which the President, Secretary Donna E. Shalala, Surgeon General David Satcher and 
Assistant Secretary for Planning and Evaluation Margaret Hamburg unveiled in February 1998. These 
funds would be us~d to support a variety of prevention, education and outreach activities by various 
agencies within HHS to attack racial and ethnic health disparities. This req'uest is $80 million more than 
what Congress appropriated for these activities in fiscal year 1999. 

An additional $170 million to boost the budget of the Indian Health Service (IHS) to $2.8 billion, 
an increase of about 8 percent over FY 1999. If enacted, this increase would mean more comprehensive 
clinical, preventive and environmental health activities, str-onger injury prevention programs, increased 
mental health services, and more opportunities to visit doctors and dentists. . 

Medicaid Reimbursement for American Indian Facilities. Earlier this year, states were authorized to 
increase rates for IHS and IHS-funded tribal facilities. The rate increase .could provide an additional $82 
million in reimbursements under Medicaid for services provided from 1998-2000. 

Included in the authorized reimbursement rate increase are $29 million in retroactive payments for 
services those facilities provided in 1998. The additional money could result in more staff, improved 
training, the purchase of additional medical equipment and supplies, and improved facilities for IHS and 
tribally owned facilities. 

Enhancements to Fight HIV/AIDS in Communities of Color. While racial and ethnic groups account 
only for about 25 percent of the U.S. population, they account for more than 50 percent of all AIDS 
cases. While overall AIDS deaths are down, AIDS remains the leading killer of African-Americans age 
25-44. In early 1998, the President revealed a major, new Federal initiative to eliminate racial and ethnic 
disparities in HIV IAIDS and five other key areas of health. The President is asking for $400 million over 
five years to fund this initiative and eliminate these health disparities by20l0. Congress has provided 
$65 million to begin this initiative in fisci:tl year 1999 and a total of $145 million is included in the fiscal 
year 2000 President's budget request. 

On October 28, 1998, President Clinton declared HIV IAIDS to be a severe and ongqing health crisis in 
racial and ethnic minority communities and announced a comprehensive new initiative that invests an 
unprecedented $156 million to improve the nation's effectiveness in preventing and treating HIV IAIDS 
in African-American, Hispanic and other minority communities. 

On June 16, 1999, the Administration announced that Detroit, Philadelphia and Miami would be the first 
of 11 U.S. metropolitan areas to receive special technical assistance from federal Crisis Response Teams 
to help combat the spread of HIVIAIDS among racial and ethnic minority populations. The Crisis 
Response Teams will meet with local officials, public health personnel and community~based 
organizations that work with racial and ethnic minority persons living with HIV IAIDS and help them 
develop targeted strategies to curb the rapid spread of HIVIAIDS among minority populations in their 
communities. 

Several ofHHS' largest agencies are contributing resources and staff to this initiative: the Health 
Resources and Services Administration (HRSA), the Centers for Disease Control and Prevention (CDC), 
the Substance Abuse and Mental Health Services Administration (SAMHSA), the National Institutes of 
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Health (NIH) and the Office of Minority Health (OMH). 

Other components of the HIVIAIDS initiative for .communities of color include: 

• Funding for community-based organizations to provide new services, technical assistance and 
faith-based HIV prevention programs will be made available through CDC and SAMHSA; 

• 	 Supplemental funding under HRSA's Ryan White CARE Act is expanding service for some of the 
hardest hit minority communities and establishing AIDS Education and Training Centers at 
Historically Black Colleges and Universities to provide ongoing AIDS education to health care 
providers serving African-American communities; 

• 	Through SAMHSA, HHS is providing funding for comprehensive mental health and substance 
, abuse prevention and treatment programs for African-Americans and Hispanics with HIV IAIDS or 

at-risk for it; for community-based outreach to minority populations at risk for HIV; and for 
expanding HIV IAIDS and substance abuse prevention and treatment options for minority 
populations, through SAMHSA; and 

• 	Resources for increasing the number of African-American principal investigators conducting 
HIV/AIDS research, and broadened research on HIV/AIDS and minorities, including an increased 
emphasis on behavioral research linking substance abuse and HIV infection rates in . 
African-Americans are being made available through NIH. 

The department has requested $171 million in fiscal year 2900 to continue these expanded activities to 
combat HIV IAIDS in minority communities. 

Ongoing Activities to Improve Minority Health 

Initiative to Eliminate Racial and Ethnic Disparities in Health. The department is one year into its plan 
to help the President eliminate racial and ethnic physical and mental health disparities in six key areas of 
health by the year 2010: infant mortality, diabetes, cardiovascular disease, breast"andcervical cancer 
screening and management, HIV/ AIDS infection rates, and childhood and adult immunizations. 

CDC has launched the Racial and Ethnic Approaches to Community Health (REACH 2010) 
Demonstration project which awarded approximately $9.4 million to community coalitions to help 
address racial health disparities in the U.S. The awards th~t are being made target the six priority health 
areas described earlier. The populations include: African-American, American Indian and Alaska 
'Natives, Hispanic and Asian American and Pacific Islanders. A total of 32 community coalitions will 
receive REACH 2010 funding., 

Within HHS, Secretary Shalala has assigned the task of coordinating the Racial and Ethnic Disparities 
health initiative to the Public Health Council. The Assistant Secretary for Health/Surgeon General and 
the Assistant Secretary for Planning and Evaluation are co-directing efforts in this area, including 
reviewing the status ofthe department's elimination goals,. consulting with minority communities and the 
scientific and research communities, and reviewing and making recommendations about the 

. department's resources and programs to attack racial and ethnic health disparities. 

HHS has taken several step to advance the racial and ethnic health disparities initiative, in.cluding: 

• 	 Collaborated with Grantmakers In Health last year on a national leadership conference of about 
250 people to generate ideas and identify action steps for the racial and ethnic health disparities 
initiative; . 

• Developed an informational World Wide Web site for the Initiative to be used by interested media 
and communities [~ttp:llwww.raceandhealth.omhra.gov]; 

• 	 Organized internal workgroups in e(ich ofthe six areas that are looking at HHS' existing programs 
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and making recommendations; 

• 	Hosted a town hall meeting in Boston in July 1998 with members of the President's Initiative on 
Race to discuss the barriers that racial and ethnic minorities face in obtaining health care; 

• Distributed from the Office of Public Health and Science (OPHS) and the Office of the Assistant 
Secretary for Planning and Evaluation (ASPE) an informational resource booklet on racial 
disparities for members of the Association of State and Territorial Health Officers (ASTHO); 

• 	 and solicited public input about the Racial and Ethnic Disparities Initiative from a series of 
regional meetings regarding Healthy People 2010, a set of overarching disease prevention and 
health promotion goals being pursued by the department; 

Already, HHS has made notable progress in the following six health areas that are goals of the Initiative 
to Eliminate Racial and Ethnic Disparities in Health: 

• 	Diabetes-. In 1998, the IHS awarded 286 grants to Indian communities on or near reservations and 
in urban areas for programs focused on primary prevention ofdiabetes and,promoting healthy 
lifestyle choices, including substance abuse prevention and treatment and mental health services. 
The programs will reach more than 100,000 American Indians and Alaska Natives suffering with 
diabetes'as well as another 30,000-50,000 who are at risk or have undiagnosed cases. In addition, 
HRSA launched an intensive effort to help its community health centers prevent, diagnose and 
treat diabetes. The centers are the health care provider of choice for 10 million people, 65 percent 
who are racial and ethnic minorities. 

Also, the Health Care Financing Administration (HCF A) announced in November that the 
Medicare program would be taking steps to ensure that all patients with renal failure, regardless of 
race or ethnicity, are being evaluated for transplantation. The purpose is to ensure equal 
opportunity for transplantation as part of the patient's long-term care plan. 

• HIVIAIDS. In response to the severe and ongoing crisis regarding HIV/AIDS in racial and ethnic 
minority communities, the department joined President Clinton and the Congressional Black 
Caucus in announcing a special package of initiatives in fiscal year 1999 aimed at reducing the 
disproportionate burden of HIVIAIDS, especially African-Americans and Hispanics. This 
initiative will address physical and mental health needs, as well as issues related to substance 
abuse prevention and treatment, and mental health services. 

In addition, HHS marked World AIDS Day 1999 by announcing an $11 million grant program, 
beginning in May 2000, to support four five-year demonstration projects and one evaluation center 
to provide innovative health care and support services for people with HIV IAIDS living in the 
U.S.-Mexico border region. The grants will go to organizations in the border states of Arizona, 
California, New Mexico and Texas. 

~ 	 Infant Mortality. The overall infant mortality rate reached a new low of 7.1 deaths per 1,000 live 
births. Mortality from Sudden Infant Death Syndrome (SIDS) continued to decline, and more 
Americans learned the importance of placing infants on their backs to sleep, to prevent SIDS. 
Timely prenatal care also reached record levels in 1997 as an estimated 82.5 percent of women 
received care in their firsttrimester of pregnancy. Low-birth-weight babies accounted for 7.5 
percent of all births, compared to 7.4 percent in 1996. This increase was confined to non-Hispanic 
white and Hispanic women. Low birth weights remained unchanged for births to black women. 

Timely prenatal care reached record levels in 1998 as an estimated 82.8 percent of women 
received care in their first trimester of pregnancy. The teen birth rate also fell two percent in 1998, 
continuing aseven-year trend. The birth rate for teenagers 15-17 years dropped five percent for 
1998 to a record low of 30.4 per 1,000. From 1991-98, birth rates for non-Hispanic white and 
black teens 15-19 years dropped steeply; 19 percent and 26 percent, respectively. 
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Yet, there was no change in the preliminary infant mQrtality rate in 1998: the overall infant 
mortality rate was 7.2 infant deaths per 1,000 live births, the same as the record low reported in 
1997. It is the first time there has been no improvement in this masure in nearly four decades, and 
the rate for black infants is still twice the rate for white infants. . 

As HHS continues its efforts to reduce infant mortality and increase prenatal care, he National 
Institute of Child Health and Human Development (NICHD) has also broadened its efforts to 
reduce the incidence of Sudden Infant Death Syndrome (SIDS) .. 

As part 9fthe "Back To Sleep" campaign that encourages parents and caregivers to place children 
on their backs or sides to sleep to prevent SIDS, NICHD distributed packages of "Back To Sleep" 
educational materials to all licensed daycare centers in the U.S., including centers that serve 
African-American and Hispanic communities. 

'. . 
In.conjunction with "SIDS Awareness Month" in October, Secretary Shalala and Mrs. Tipper Gore 
announced a new component to the successful "Back To Sleep" campaign that will focus on 
reducing the incidence of Sudden Infant Death Syndrome (SIDS) among African-Americans. The 
goal of the new initiative is to develop and implement a community-based approach to eliminate 
the disparity in SIDS rates impacting African-American babies. The new campaign will be led by 
the department's National Institute of Child Health and Human Development (NICHD) and will be 
carried out-by a newly created partnership with the National Black Child Development Institute, 
HRSA, the American Academy ofPediatrics, the SIDS Alliance and the Association of SIDS and 
Infant Mortality Programs. 

• Immunizations. Immunization rates for the complete series of childhood immunizations has 
reached a record high of 79 percent, and the gap between children of aU racial and ethnic groups 
for the most critical vaccines is much narrower than it was a generation ago - when it was as wide 
as 26 points. While 82 percent of non-Hispanic white children (19-to-35-month-old ) have 
received the complete series by age two, only 73 percent of black children and 75 percent of 
Hispanic children are fully vaccinated. American Indians and Alaskan Native children, however, 
continue to be immunized at a rate of 79 percent, one of the best in the world. 

In April, Secretary Shalala announced a new Spanish-language childhood immunization public 
awareness campaign to create and distribute culturally relevant and language appropriate 
educational materials to help raise Hispanic immunization rates to the national average. The 
Spanish-language theme, "Vacunelo A Tiempe .... Todo el Tiempo," ("Vaccinate Your Children 
On Time, every Time"), encourages parents and caregivers to talk with their child health care' 
provider to make sure their child is up to date by age two. The Spanish-language PSA is narrated 
by popular Cuban-American musician Jon Secada. : 

As for adults, only 65 percent of the elderly received their annual flu shot during the preceding· 
year, and only 45 percent ever received a pneumococcal vaccine. Significant progress is still 
needed among certain populations with substantially lower coverage, including African-American 
and Hispanic persons. Among persons aged 65 years or more, influenza and pneumonia were the 
fifth leading cause of death for African-Americans, Hispanics and non-Hispanic whites. 

As part of pandemic influenza preparedness, HHS, through CDC's National Immunization 
Program, is studying factors influencing the use of vaccines by African American physicians and 
using feedback and assessment from immunization providers to improve vaccination levels among 
older African American women. 

Gospel star CeCe Winans joined HHS' flu shot public education campaign in November 1999 by 
recording a 60-second radio segment encouraging African-American seniors to get their flu and 
pneumonia shots this winter. The spots were heard on the 300-station American Urban Radio 
Network in November, including on "The Bev Smith Show," which is also broadcast on the 
network. 
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• 	 Cancer Screening and Management. During 1990-95, cancer incidence rates declined for most 
age groups, for both men and women, and for most racial and ethnic groups. During Breast Cancer 
Awareness Month in October 1998, Secretary Shalala announced new efforts to encourage 
mammography screening among special populations, especially to older, low income, and 
minority women, who tend to have the highest breast cancer mortality rates. The Health Care 
Financing Administration (HCF A) and the National Cancer Institute co-sponsored education 
campaign about the new annual Medicare mammography benefit and the importance of regularly 
scheduled screening mammograms. The new efforts focus on high concentration areas of older 
women, In addition, HCF A offered mammogram screenings to older African-American and 
Hispanic-American women in Atlanta, Chicago, Cleveland, Los Angeles, Philadelphia, San 
Antonio, and Washington, D.C. 

• 	 Cardiovascular Disease. In December 1998, HHS released a landmark study showing that total 
cholesterol levels for Americans decreased in men and women in several racial groups. However, 
the study showed that black adolescents experienced a smaller decline compared to non-Hispanic 
whites and Mexican Americans within the same age range. Of all the groups, black females 
continued to have the highest total cholesterol and experienced the smallest decrease over time. 
The finding of higher total cholesterol levels in black adolescents differs from the pattern in 
adults, in whom blacks have lower total cholesterol than whites. This will bean area of continued 
research at NIH. . 

Racial and Ethnic Data Workgroup. This workgroup will identify and assess the available 
racial/health data to determine gaps and trends. The workgroup will provide recommendations to 
improve data collection about racial and ethnic minorities. 

Departmental Committees on Minority Health. HHS has relied on a series of in-house committees 
representing a cross-section of agencies to look at health and customer service concerns that impact 
minority populations. In 1999, these committees were restrUctured to coordinate efforts better across 
agency lines and within each operating unit of the department. They are staffed by the Office of 
Minority Health and meet quarterly at the department. 

Departmental Minority Initiatives Steering Committee. This broad, new committee has been 
designed to provide policy direction and guidance for key minority health initiatives: The Asian 
American and Pacific ISlander Action Agenda, the Hispanic Agenda for Action, the Historically 
Black Colleges and Universities Initiative, and the Tribal Colleges and Universities Initiative. This 
steering committee is chaired ~y HHS Deputy Secretary Kevin Thurm and includes the Assistant 
Secretary for Health/Surgeon General, the Assistant Secretary for Management and Budget, and 
the heads or deputies of HHS divisions. 

Departmental Minority Initiatives Cbordinating Committee. This committee is comprised of 
senior agency staff who report directly to agency heads or their deputies. While the steering 
committee helps set depaIjment minority-related policy, this group helps draw together the actual 
work of all four minority initiatives to avoid duplication and foster interagency cooperation on 
strategies to improve the health status of minorities. 

Following are the Minority Initiatives overseen by the Steering Committee and Coordinating 
Committee. These committees will issue an annual report to identify the accomplishments of the 
minority initiatives, as well as areas for further. development: 

• 	 Hispanic Agenda For Action (HAA) - This initiative was put into action at HHS as a formal way 
to involve the Hispanic community in program planning, implementation and evaluation, and to 
increase Hispanic representation throughout HHS' employment ranks. The Agenda for Action was 
developed out of a senior-level working group on Hispanic issues that was formed in spring of 
1995 and features a nine-point agenda for change, including the Executive Order on Educational 
Excellence (1994) for Hispanic Americans and strategies to enhance the department's ability to 
serve its Hispanic customers. 
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• 	Historically Black Colleges and Universities (HBCU) Initiative..; In keeping with a 1993 
Executive Order issued by President Clinton, the department is working at closer partnering 
relationships with HBCUs. Through this initiative, the, department is formally working to 
strengthen the ability of these schools to participate in and gain from federal health programs. This 
includes programs that aim to strengthen the capacity ofHBCUs to compete for and benefit from 
federal grants as well as participate in research. 

• 	Tribal Colleges and Universities (TCU) Initiative.,. In response to President Clinton's 1996 
Executive Order, this initiative to ensure that HHS meets Clinton administration goals, so that 
tribal higher education institutions are not impeded from funding opportunities and from 
participating in federal health programs like other colleges and universities. In January, the 

. department sponsored a conference and exposition in Phoenix for tribal colleges and universities. 

• 	Asian AmericanlPacific Islander (AAPI) Action Agenda - As an outgrowth of its consultation 
with representative~ of the AAPI community, HHS launched this initiativ~ in June 1997 to 
improve health services, research, data and customer service for this population group. 
Coordinated by HHS' Departmental Minority Initiatives Coordinating Committee, the AAPI 
initiative is designed to address health issues unique to Asian American and Pacific Islanders as 
well as those shared by other racial and ethnic minority groups. In June 1999, President Clinton 
issued an Executive Order creating a White House Initiative on Asian Americans and Pacific 
Islanders, pledging a partnership among federal agencies to address health and quality of life 
issues for Asian American and Pacific Islander peoples throughoutthe United States and its 

. jurisdictions, especially those living in underserved areas. HHS has been chosen to lead this effort 
because of the momentum from work.it has already begun in researching and responding to the 
challenges faced by these .diverse communities. 

Other Agency Projects: 

• 	 SAMHSA, in collaboration with HRSA and the Office of Minority Health has produced a series of 
. monographs that address issues related to cultural competence, which is the practice ofbeing 

culturally aware and culturally relevant in delivering health and medical services to minority 
communities. Nine published or soon-to-be,.published volumes address these issues from a variety 
of approaches, including guidelines for health professionals in community health settings dealing 
with various racial or ethnic communities on matters related to both general health care and 
substance abuse. HRSA has established an agency- wide steering committee to incorporate 
cultural competency into HRSA programs. . 

• 	 SAMHSA's Center for Mental Health Services (CMHS) in partnership with the National Institute 
on Mental Health, is developing the Surgeon General's Report on Mental Health. A major goal of 
the report is to raise public awareness to the importance of adequately addressing mental illness. 
The report will discuss the similarities between mental health and physical health, the value of 
prompt and appropriate treatment intervention, and the growing consumer involvement in the 
recovery process. 

• 	 SAMHSA's Center for Substance Abuse Treatment developed a four-page insert for six issues of 
the national Spanish language health magazine, Pro Salud, on mental health and substance abuse 
treatment and prevention issues. ' 

• 	 SAMHSA's Center for Substance Abuse Treatment has issued a grant to enhance Systems of 
Services for Persons with Co-Occurring Substance Abuse and Mental Health Disorders in Alaska. 
The project targets the Alaska Native population. 

• 	HRSA administers grants to each of its Cente,rs ofExcellence, which are academic medical 
centers, to fund the development of curricula on cultural comp~tence, training and recruitment of 
minority faculty and research on minority health issues. These activities are designed to make 
Centers of Excellence more responsive to the n~eds ofthe local populations served. 
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• 	 On April 22, FDA met with minority health professional organizations to discuss how the agency 
can improve its relationship with organizatit;:ms that address minority health issues, for example, 
by improving minority representation on FDA's advisory committees and increasing minority 
participation in clinical trials both as a participants and as investigators. 

• 	FDA parthered with several minority health professional organizations and community groups to 
do outreach on FDA's tobacco regulation, for example, through presentations at minority health 
professional meetings and collaboration with community-based groups targeted to minority 
communities. . 

### 
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Note: For other HHS Press Releases and Fact Sheets pertaining to the subject pfthis announcement, 
please click here for our Press Release and Fact Sheet search engine at: http://www.hhs.gov/news/press/. 

80f8 	 1III 12000 8:27 PM 

http://www.hhs.gov/news/press
http://www.hhs.gov/news/press/l999pres/991220.html
http:1999.12.20


l 1999.12.31: (Fact Sheet) A Year of Achievements, A Century of Nqgtewaisgate.hhs.gov/cgi-bin/wa ... 06437234+0+0+0& WAISaction=retrieve

U.S. DEPARTIIl!!NT OF HEALHI AND HUMAN SERVICES 

, 
\December 31,1999 Contact: HHS Press Office 

(202) 690-6343 

A YEAR OF ACHIEVEMENTS, A CENTURY OF PROGRESS 

In 1999, the Department ofHealth and Human Services (HHS) continued to make important progress in 
improving the health and welfare ofall Americans. We made major investments in the health ofour 
nation's children, increased life expectancy andprenatal care, continued our efforts to reduce health 
care disparities, increased the expansion ofhealth care coverage to Americans and took significant 
steps in the battle against disease--including 11DS and cancer. 

Providing a safe and healthy childhoodfor our children has always been a high priority ofHHS, and in 
1999 we awarded the first adoption bonuses to 35 states that had increased the number ofchildren 
adoptedfromfoster care. The teen birth rate fell again, continuing a seven-year (rend; the overall ' 
immunization rate for preschool children increased to a record 80 percent; and tobacco and illicit drug 
use among teenagers declined. ' 

, " 
This past year brough, significant new gains in research and in our efforts to prevent disease and 
promote health. AIDS dropped out ofthe top 15 causes ofdeath and HHS-supported researchers 
unraveled the DNA code ofan entire human chromosome, adiscovery that holds tremendous promise 
for enhancing our understanding ofgenetics and disease. The National Institutes ofHealth (NIH) 
budget increased to approximately $17.9 billion, a 31.5 percent increase in the last two years. We also 
proposed historic new medical privacy regulations to ensure that Americans confidential health records 
are protected even as we searchfor new cures and new drug therapies. The Food and Drug 
Administration (FDA) and the Centers for Disease Control and Prevention (CDC) continued to take 
important actions to improve food safety. And we increased our coordination with other agencies to 
improve our preparedness for a pandemic or a bioterrorist attack. 

This year, we also took a number ofsteps to increase Americans' access to health care. We worked with 
states to increase the availability ofMedicaid, particularly to young adults leaving the foster care 
system; made it possible for disabled Americans to keep federally funded health insurance when they 
return to work; obtained initialfundingfor a new program to improve health care access for the 
uninsured; and made it easier for children to get health insurance through their non-custodial parents 
after a separation or divorce. And, in September, we completed the approval ofall 56 states and 
territorial plans under the State Child Health Insurance Prqgram (SCHIP), which will provide health 
insurance for nearly 2.6 million children in low-income families by September 2000. 

During 1999, HHS made Year 2000 (Y2K) computer preparedness its highest management priority. The 
department worked to ensure that its own computer systems functioned correctly and helped its partners 
in the health and human services sectors in preparingfor the millenium roll-over. 

As we enter the newmillenium, we hope to build on our successes. We will"continue to move people from 
welfare to work,' expand and improve health care and, with the budget increase we secured for NIH in 
fiscal year 2000, we will work diligently to unlock the mysteries ofcancer, AIDS and other diseases that 
threaten mankind. And we will work to build on the successeS of1999--by improving our knowledge to 
combat diseases through efforts such as the human genome project, passing a Patients' Bill ofRights, 
and reducing the risk oferrors in medical treatment. 

Donna E. Shalala 
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THE PROMISE OF A SAFE AND HEALTHY CHILDHOOD 

As we stood at the threshold ofthe new millennium, providing a safo and healthy childhoodfor our 
children remained a top priority for the Clinton administration in 1999. After years ofeffort, 
immunization rates against childhood diseases reached record highs, and vaccine-preventable disease 
incidence reached record lows. Head Start received the largest single year budget increase in its 
history. Fewer young people smoked cigarettes, used illegal drugs, or had children oftheir own. More 
children in the foster care system were adopted than ever before, with states on track to reach the 
President's goal ofdoubling the number ofadoptions by 2002. More children ofdivorced and separated 
parents received child support payments, even as we made it easier for thelfl to receive health insurance 
from their non-custodial parents as well. The Supreme Court took up the issue ofFDA jurisdiction over 
tobacco, even as we pursued other strategies to reduce youth smoking. And expansions in the Medicaid 
and SCHIP programs improved the health care available to millions ofchildren. 

I 

Adoption and Foster Care. In 1999, the Administration for Children and Families (ACF) awarded $20 
million in the first adoption bonuses to 35 states that had increased the number of children adopted from 
foster care. Thirty-six thousand foster care children were adopted in fiscal year 1998, an increase from 
31,000 in 1997 and 28,000 in 1996. These numbers indicate that we are on the way to meeting the 
President's goal of doubling the number of children adopted from foster care by the year 2002. 

On December 14, President Clinton signed into law the Foster Care Independence Act of 1999. This 
legislation will help ensure that young people who leave foster care get the tools they need to make the 
most of their lives. HHS will provide $270 million over the next five years to increase funding for the 
Independent Living Program, which provides assistance for the nearly 20,000 young people leaving 
foster care each year at the age of 18 without an adoptive family or permanent home. HHS also 
announced that national child abuse and neglect statistics continued a four-year decline, and approved 
eight more child welfare demonstrations. 

Child Support Enforcement. Since taking office, the Clinton administration has made child support 
enforcement a critical priority. The National Directory ofNew Hires, which matches child support 
orders to employment records, found more than 2.8 million delinquent parents in its two years of 
operation. Paternity establishment rose to 1.45 million in 1998, a more than three-fold increase from 
516,000 in 1992. The Passport ,Denial Program collected more than $2.25 million in lump sum child 
support payments and is currently denying 30 to 40 passports to delinquent parents per day. And under 
the federal tax offset program, the federal government collected a new record amount of $1.3 billion in 
overdue child support from federal income tax refunds for tax year 1998. Nearly 1.4 million families 
benefited from these collections, which represented an 18 percent increase over the previous year and a 
99 percent increase since 1992. 

Head Start Program. Head Start is the nation's premier early childhood development program for 
low-income children and families. The program has an unprecedented track record of preparing children 
to start school ready to learn. Since 1995, Early He~d Start has served infants and toddlers in recognition 
of the clear evidence that the earliest years are the most important to children's growth and development. 
The President proposed and Congress enacted $5.3 billion for Head Start program in fiscal year 2000, 
$607 million more than fiscal year 1999 and the largest single year budget increase it has ever received. 
Under the Clinton administration, Head Start has grown from 714,000 children in 1993 to 877,000 
children with the budget agreement. Early Head Start will expand to support nearly 45,000 children aged 
oto 3 and their families. This increase keeps Head Start on track to reach the President's goal of 
enrolling 1 million children by 2002. In addition to expansion, funds will be used for raising the quality 
of programs, including improving school readiness, enhancing staff training, obtaining safer and better 
equipment, and reducing class size and staff turnover. 

Teen Pregnancy. In October 1999, HHS announced that the teen birth rate fell for the seventh straight 
year and reached its lowest level since 1987. We also released a new guide to help local communities 
and non-profit organizations establish successful teen pregnancy prevention programs. The guide, "Get 
Organized: A Guide to Preventing Teen Pregnancy," stresses a localized approach, a long-term 
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commitment and careful evaluation. This three-volume publication also includes strategies for collecting 
basic data, reaching out to religious leaders and conducting program 'evaluation. 

Rise in Childhood Immunizations. On September 23, CDC announced that the nation's overall 
immunization rate for preschool children increased to a record 80 percent in 1998, the highest rate ever 
recorded. Because childhood vaccination levels in the United States are at an all-time high, disease and 
death from diphtheria, pertussis, tetanus, mea~les, mumps, rubella and Hib are at or near record lows. 
There was only one reported case of diphtheria, 100 reported cases of measles, and no reported cases of 

. wild poliovirus for 1998. 

Children's Hospitals Graduate Medical Education (GME) Program. In December 1999, President 
Clinton signed the Healthcare Research and Quality Act of 1999 establishing HHS' Children's Hospitals 
GME program to be managed by the Health Resources andServices Administration's (HRSA) Bureau of 
Health Professions. In fiscal year 2000, HRSA will provide $40 million to nearly 60 freestanding 
children's teaching hospitals serving low-income 'or uninsured children for training resident' 
pediatricians. ' 

Youth Smoking. Every day, 3,000 children become smokers and 1,000 have their lives shortened 
because of it. According to the 1999 Monitoring the Future Study, past month use of cigarettes decreased 
from 19.1 percent to 17.5 percent among 8th graders, but overall cigarette smoking among teenagers did 
not change during 1999, which emphasizes the importance of continuing our efforts on reducing youth 
tobacco use. 

In April 1999, the Clinton administration took an important step in preventing and reducing tobacco use, 
as more than 3,000 tobacco industry billboards across the country were removed and replaced with an 
array of new messages discouraging tobacco use and promoting good health. Three HHS 
agencies--CDC, FDA and the National Cancer Institute (NCI)--collaborated with the National 
Association ofAttorneys General and 37 individual states and the District of Columbia that had 
replacement billboards to organize this nationwide effort. ' 

HHS also worked to encourage states to use their funds from the 1998 settlement with the tobacco 
industry to reduce youth smoking and promote public health. CDC released two state-specific reports on 
tobacco use in August, one highlighting the severity of the public health problem and the other 
presenting a science-based blueprint for solving it. And in September, CDC began funding the tobacco 
control programs in all 50 states, the District of Columbia, and U.S. territories. This effort provides 
funds and techQical support to states and serves as a building block for coordinated national tobacco 
control efforts today and into the next millennium. 

By the end of fiscal year 1999, the FDA had arranged for tobacco retailer inspections under the agency's 
final rule in all 50 states and three territories. FDA has also conducted more than 150,000 inspections 
through the end of fiscal year 1999. FDA's effort to reduce youth access to tobacco products is already 
having an impact. According to the announcement of the most recent Monitoring the Future study, 
"[R ]eported accessibility has been falling since 1996, particularly among the eighth-graders ... This 
suggests that the efforts by federal and state governments are starting to have an effect...The U.S. Food 
and Drug Administration has been assisting states in monitoring retailer behavior and levying penalties 
on retailers who sell to underage buyers." ' 

In October, the Substance Abuse and Mental Health Services Administration (SAMHSA) announced 
that average retailer sales rates of tobacco products to minors dropped by nearly half, from 40 percent in 
1997 to 24 percent in 1998. This new data reflects not only a substantial decline in retailers' sales of 
tobacco to children, but also the growth of effective state tobacco enforcement programs that have been 
established as a result of the Synar program, which requires states to reduce youth access to tobacco by 
enforcing their laws prohibiting the sale of tobacco products to anyone under age 18. 

, ' 

HHS also continues to work to provide the public,with as much information as possible on the health 
dangers of tobacco. As 'a result of an Executive Memorandum issued by President Clinton, HHS 
announced a single federal source for Internet access to more than 27 million pages of tobacco industry 
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documents that illustrate the health dangers of tobacco. The new Web site htt ://www.cdc. ov/tobacco, 
hosted by CDC, allows users to conduct full-text searches of key documents ma e pu IC as art 0 

state lawsuits, congressional subpoenas and th.e 1998 master settlement agreement between the states 
. and tobacco companies. . . 

Youth Substance Abuse Decreases. Results from the 1999 National Household Survey on Drug Abuse 
released in August and the 1999 Monitoring the Future Survey released in December showed that 
overall drug use among teenagers has declined or remained level for three consecutive years. Both 
surveys showed that among youths age 12-17, the disapproval of smoking marijuana once or twice a 
week increased between 1997 and 1998. This measure provides ~n important marker of drug use that can 
help explain the patterns and trends in substance use, particularly among youths. Teens alcohol use has 
decreased slightly since 1992 although daily use of alcohol remains unacceptably high. 

In October, SAMHSA awarded State Incentive Grants for Community-Based Action in 20 states and the 
District of Columbia to support planning for coordinated substance abuse prevention services. SAMHSA 
also awarded Starting Early-Starting Smart Grants to examine the effectiveness of integrating substance 
abuse and mental health services into primary care settings and into early childhood service settings. 
SAMHSA also announced new Targeted Capacity Expansion Grants to assist local governments and 
American Indian and Alaska Native Tribal governments to address serious, emerging drug problems at 
the earliest possible stage. 

HHS' efforts to reduce marijuana use among America's youth continue through its comprehensive 
Marijuana Initiative begun in 1995. As part of this initiative, HHS has funded new research on the 
effects of marijuana, and launched major prevention-oriented campaigns -- such as the anti-marijuana 
campaign "Reality Check" -- to help parents educate children about the dangers of drugs. As part of this 
effort, SAMHSA also provided free materials, such as "Marijuana: What Parents Need to Know," "Tips 
for Teens," and "Keeping Youth Drug Free." SAMHSA's Center for Substance Abuse Treatment is 
currently engaged in two multi site studies to determine the relative effectiveness and cost-effectiveness 
of several interventions aimed at eliminating marijuana use in both adolescents and adults. 

As part of a national initiative to combat the increasing use of club drugs, the National Institute on Drug 
Abuse (NIDA) announced in December, that it will raise its funding for research about club drugs and 
what to do about them by 40 percent, bringing the total committed to this important effort to $54 
million. In addition, NIDA and four national organizations launched a multimedia public education 
strategy to alert teens, young adults, parents, educators and others about the dangers of club drugs such 
as Ecstasy, GHB and Rohypnol, which are often used at all night "raves" or dance parties and have 
potentially life-threatening effects. 

THE PROMISE TO MOBILIZE AMERICA'S SCIENTIFIC GENIUS TO MAKE OUR 
COUNTRY A HEALTHIER AND SAFER PLACE TO LIVE 

This year marked a major milestone in our understanding oJthe basic blueprints oflife, as scientists 
completed the first full map ofa human chromosome. We also proposed new medical privacy 
regulations to ensure that American's confidential health records are protected even as we searchfor 
new cures and new drug therapies. FDA and CDC took new steps to improve food safety and make drug 
labels easier to read. The department's efforts to reduce research risks and scientific misconduct were 
improved Andwe increased our coordination with other agencies to improve our preparedness for a 
pandemic or a bioterrorist attack. . 

Protecting Patients Personal Medical Records. On October 29, 1999, President Clinton and Secretary 
Shalala announced the first-ever set of national standards to protect the privacy of Americans' personal 
health records. The standards will apply to medical records created by health care providers, hospitals, 
health plans and health care clearinghouses that are either transmitted or maintained electronically, and 
the paper printouts created from these records. The proposal reflects the principles outlined by Secretary 
Shalala in September 1997 as part of her recomm~ndations for protecting the confidentiality of 
individually identifiable health information. The proposed standards would enhance the protections 
afforded by many existing state laws. In circumstances where the federal rules and state laws are in 
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Qonflict, the stronger privacy protection would prevail. The proposed privacy standru:ds would protect 
consumers whether they are privately insured, uninsured, or participants in public programs such as 
,Medicare or Medicaid. At the same time, the Clintonadministra~ion called on Congress to enact 
comprehensive privacy legislation. 

Increasing Funding for Biomedical Research. President Clinton's 1998 proposal for a 21st Century 
Research Fund has resulted in a dramatic increase in biomedical research funding for NIH over the past 
two years. The President's commitment to expanding the NIH budget has resulted in a $4.3 billion 
increase since 1998. These new resources will allow us to boost the number of funded research gr:ants to 
an all-time high so that we can carry out essential biomedical research to. prevent and combat diseases 
like Alzheimer's, AIDS, and cancer. PresidenrClinton also proposed' and Congress granted a 20 percent 
increase in funding for critical health services research at the Agency for Healthcare Research arid 
Quality (AHRQ); NIH also announced new guidelines for stem cell research, which has the potential to 
find cures for many serious diseases. 

Mapping the Human Genome. In December 1999, scientists in England, the United States and Japan, 
working under the umbrella of the ambitious international Human Genome Project, announced that they 
have unraveled the DNA code of an entire human chromosome. Their sequence of the 33 million DNA 
letters of chromosome 22 represents the longest continuous stretch ofDNA code ever to be deciphered. 
This achievement is especially exciting because we can now see many future milestones that will occur 
with increasing speed and more chromosomes whose DNA code will be completely sequenced, 
unlocking the mysteries of many inherited and genetic disorders. 

Protecting Research Subjects and Improving Research Integrity. In June, we announced our intent· 
to further strengthen our resolve to ensure the safety and welfare of people who participate in 
HHS-sponsored research studies by moving the Office for Protection from Research Risks (OPRR) from 
NIH to the Office of the Secretary. The OPRR director will now report to the assistant secretary for 
health, and a new advisory committee on protection from research risks also will be created. These new 

initiatives complement the oversight roles,Of other HHSagencies in protecting research subjects already 


, in place, including the FDA's responsibility in approving all clinical trials aimed at testing a new drug or 

medical device, and the NIH's important patient safety guidelines that must be followed in any research 

the agency funds, Additionally, NIH also has a special panel, the Recombinant DNA Advisory 
Committee (RAC) that provides oversight and public discussion of gene transfer clinical research. 

On October'22, Secretary Shalala accepted the recommendations of a specia~ review group on research 
misconduct and research integrity involving research funded by agencies of the U.S. Public Health 
Service. The recommendations include a more precise and useful definition of research misconduct, 
which is being adopted by agencies throughout the federal government. They are also aimed at 
improving the process for investigating allegations of misconduct, and at expanding educational efforts 
to prevent misconduct. 

Protecting Against Bioterrorism. CDC awarded $40 million to states and major cities to expand and 
upgrade their ability to detect and respond to biological and chemical agents and bioterrorist acts in the 
U.S. These grants were part of a total of$124 million in. fiscal year 1999 CDC funding to prepare 
against bioterrorism. In fiscal year 2000, departmental funding to prepare against bioterrorism totals, 
$267 million. This includes $155 million for CDC to expand and upgrade state and local capacity to 
detect and respond to biological and chemical agents, and to provide a public health response to 
bioterrorism. Also included is $25 million for the Office of Emergency Preparedness (OEP) to continue 
development of the Metropolitan Medical Response System and training for Disaster Medical Assistance 
Teams and National Medical Response Teams. Finally, the department's budget for bioterrorism 
response includes $87 million for re$earch and evaluations, of which $30 million is for research and 
development of new generation vaccines for smallpox and anthrax, two of the five critical agents 
identified as leading terrorist threats. ' 

Food Safety. Continuing theidoint efforts to combat foodborne illness, FDA, HHS and the U.S. 
Department of Agriculture'S Food Safety and Inspection Service announced in July 1999, important new 
measures to prevent illnesses caused by contaminated eggs. The FDA has required safe handling 
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statements on labels of shell eggs to warn consumers about the risk of illness caused by Salmonella 
Enteritidis (SE). For the first time, there is a uniform federal requirement that all eggs and egg products 
packed for consumers be refrigerated at 45 degrees or below. In addition, the President's Council on 
Food Safety developed a strategic plan to further improve the safety of shell eggs and processed egg 
products. The fiscal year 2000 appropriation for HHS includes an increase of $40 million to carry out the 
President's Food Safety Initiative. This includes $30 million in FDA (for a total of $79 million) and $10 
million in CDC (for a total of $29.5 million). 

\ '. 
New, Easy to Understand Labels. To help consumers make informed decisions about the medications 
they use and give their families, the FDA announced a new regulation to provide new, 
easy-to-understand labeling on nonprescription drugs. The regulation calls for a standardized format that 
will improve the labeling on drugs Americans use most--nonprescription or over-the-counter (OTC) 
drugs. By clearly showing a drug's ingredients, dose and warnings, the new labeling will make it easier 
for consumers to understand information abouta drug's benefits and risks as well as its proper use. 

Delivering High Quality Health Care. -The Agency for Healthcare Research and Quality (AHRQ)-­
formerly the Agency for Health'Care Policy and Research (AHCPR), launched the National Guideline 
Clearinghouse (NGC), http://www.guideline.gov.anInternet-based source of information on clinical 
care that will help health professionals to improve the quality of care they provide totheir patients. The 
NGC, a resource of evidence-based clinical practice guidelines, was developed by AHRQ in partnership 
with the American Medical Association (AMA) and the American Association ofHealth Plans (AAHP). 
The NGC has logged more than 640,000 visits in its first 10 months, an average of 3,000 to 4,000 per 
day. 

THE PROMISE OF QUALITY, AFFORDABLE HEALTH CARE FOR EVERY WORKING 
FAMILY . 

With new proposals to implement a Patients' Bill ofRights and reduce medical errors, 1999 was a 
milestone in the effort to improve health care quality. Life expectancy and prenatal care increased, 
while deaths from AIDS continued their remarkable decline. HHS took new steps to reduce health care 
disparities, by working to improve the programs and services that reach America's minority populations. 
And Dr. David Satcher released the first-ever Surgeon General's Report on Mental Health, which 
established conclusively that mental health is an essential component ofa healthy life. 

Continuing the fight against HIV/AIDS. In October, CDC reported tnat AIDS fell from the top 15 
causes of death in the U.S., declining an estimated 21 percent from 1997 to 1998, a rate of 4.6 deaths per 
100,000, the lowest rate since 1987. HIV mortality has declined more than 70 percent since 1995 . 

. The decline in AIDS deaths is in part due to the continuing impact of highly active antiretroviral therapy 
in helping people with HIV live longer and healthier lives, as well as to our continued efforts to prevent 
HIV infection in the first place. In 1999, the National Institutes of Health (NIH) conducted studies that 
found that pregnant women infected with HIV can reduce the risk of transmitting the virus to their 
infants byabout50 percent if they deliver by cesarean section before going into labor and before their 
membranes have ruptured. 

In addition, a study sponsored by the National Institute of Allergy an Infectious Diseases (NIAID) at 
NIH, found that a single oral dose of the' antiretroviral drug nevirapine (NVP) given to an HIV -infected 
woman in labor and another to her baby within three days of birth, reduced the tr~nsmission of the virus 
by half compared with a similar short course ofAZT. If used and implemented widely in developing 
countries, this intervention potentially could prevent some 300,000 to 400,000 newborns per year from 
beginning life infected with HIV. 

HRSA awarded $710 million in formula grants to 50 states, the District of Columbia and U.S. territories 
to improve access to HIV / AIDS primary care, support services and medications for people living with 
HIV/AIDS and their families. This amount includes $461 million earmarked for state AIDS Drug 
Assistance Programs (ADAP), which provide financial assistance to purchase HIV medications. HRSA 
also announced a new $11 million grant program beginning in May 2000 to support four five-year 
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demonstration projects and one evaluation center to provide innovative health care and support services 
for people with HIV/AIDS living in the U.S.-Mexico border region. The program will serve 
hard-to-reach, underserved individuals by funding innovative HIV / AIDS programs that help improve 
access to care~ 

, . 

SAMHSA's Center for Substance Abuse Treatment awarded grants totaling $16.8 million to enhance 
and expand substance abuse treatment and HIV/AIDS', sexually transmitted diseases, tuberculous, and 
hepatitis Band C services in 35 African-American and Latino and other ethnic/racial minority 
communities severely affected by the twin epidemics of substance abuse and HIV / AIDS. This program 
seeks to address gaps in treatment capacity and increase the accessibility and availability of substance 
abuse and HIV / AIDS treatment services. SAMHSA also funded an additional 25 community-based 
organizations for a total of$9.5 million to provide outreach services to substance abusers at risk of 
contracting HIV. Both of these grant programs were funded under the Congressional Black Caucus 
Initiative . 

. In December, NIAID announced renewed funding for the Adult AIDS Clinical Trials Group (AACTG), 
the largest clinical trials network in the world. Under the new award, the. AACTG will receive $80. 
million in the first year of a five-year grant. The funding enables the network to continue conducting 
studies of antiviral interventions, methods to reconstitute the immune system damaged by HIV, and the 
treatment and prevention of opportunistic diseases and other HIV -related complications. 

Closing the Gap in Health for Racial and Ethnic Minority Populations. Launched by President 
Clinton in February 1998, the racial disparities initiative sets a national goal of eliminating major health 
disparities in six key areas by the year 2010. The administration won a huge victory in this regard in the 
fiscal year 2000 budget, obtaining an increase of 7 percent, to $2.4 billion in the Indian Health Service . 
(IHS) budget. For fiscal year 2000, HHS has committed $30 million for the second year of CDC's Racial. 
and Ethnic Approaches to Community Health (REACH 2010). Fiscal year 2000 funds will enable 
communities that are ready to start implementing these plans. Several programs, which have a large 
effect on reducing racial and ethnic health disparities such as Community Health Centers and Ryan 
White HIV/ AIDS activities, also received increases in fiscal year 2000. 

HRSA's Bureau of Primary Health Care launched an ambitious campaign entitled "100 Percent Access/O 
Health Disparities," by organizing community groups and key safety net providers in partnerships to 
address the health care 'needs of their communities. Local partnerships include public and private 

. providers, hospitals, free clinics and universities. National partners include the Coalition for Healthier 
Cities and Communities, the American Academy of Pediatrics, and One Church, One Addict. The . 
long-range goal is to build infrastructure to sustain and support communities in providing health care 
delivery and other social services for underserved residents . 

• 	 HIV/AIDS. In response to the severe and ongoing crisis regarding HIV/AIDS in racial and ethnic 
minority communities, CDC awarded $9.4 million in grants in September to 32 community 
coalitions in 18 states to help address racial and ethnic disparities. The awards are a component of 
CDC's new REACH 2010 initiative. . 

On September 16, HHS awarded .$3.9 million in planning grants to 79 public and private 
organizations to bolster HIV / AIDS care to African-Americans and individuals in rural and 
underserved areas. The 79 grants.are funded under the Title III Planning Grant Program of the 
Ryan White Comprehensive AIDS Resources Emergency (CARE) Act administered by HHS' 
Health Resources and Services Administration (HRSA). Sixty of the grants, totaling $3 million, 
are being awarded as part ofHHS' year-old partnership with the Congressional Black Caucus to 
battle HIV / AIDS iJ1 communities of color. 

In June, HHS announced that it would sena special teams of experts known as Crisis Response 
Teams into those communities at their request to meet with local officials, public health personnel 
and community based organizations that work with racial and ethnic minority persons living with 
HIV/AIDS. The teams are designed to help communities develop targeted strategies to curb the 
rapid spread ofHIV/AIDS among minority populations in their communities. To date, Crisis 

7 of 14 	 111112000 8:35 PM 

http:1999.12.31


1999.12.31: (Fact Sheet) A Year of Achievements, A Century of Rttmr'fM:I.isgate.hhs.gov/cgi-bin/wa ... 06437234+0+0+0&W AISaction=retriev 

Response Teams have been. sent to Detroit, Miami and Philadelphia. 

• 	Diabetes. Both the Indian Health Service and HRSA increased their efforts this year to reduce the 
incidence of diabetes among Native Americans and African-Americans. IHS funds will be used in 
part to fund grants to Indian communities for programs focused on primary prevention of diabetes 
and promoting healt~y lifesty Ie choices. 

• 	 Immunizations. Immunization rates for the complete series of childhood immunizations has 
reached a record high of 80 percent, and rates for the most critical vaccines are nearly the same for 
children of all racial and ethnic groups--closing a gap that was as wide as 26 percentage points a 
generation ago. In April, Secretary Shalala announced a new Spanish-language childhood 
immunization public .awareness campaign to create and distribute culturally relevant and language 
appropriate educational materials to help raise Hispanic immunization rates all the way up to the 
national average. The Spanish-language theme, :Vacunelo A Tiempe, Todo el Tiempo,' 
('Vaccinate Your Children On Time, Every Time'), encourages parents and caregivers to talk with 
their child health care provider to make sure their child is up to date by age 2. The 
Spanish-language PSA js narrated by popular Cuban-American musician Jon Secada. 

As for adults, progress is still needed among African-Americans and Hispanics. Among persons 
aged 65 years or more, influenza and pneumonia were the fifth leading cause of death for 
African-Americans and Hispanics as well as non-Hispanic whites. CDC's REACH grants provide 
funding for adult immunization activities aimed at eliminating disparities. Three additional 
REACH grants will be funded by the California Endowment. 

The Health Care Financing Administration (HCF A) also stepped up its efforts to incn;-:ase the 
number of minorities receiving flu and pneumonia vaccinations this year, mailing nearly 8 million 
postcards in four languages to remind Medicare beneficiaries to get immunized and releasing 
television and radio announcements in English and Spanish for local outlets to use across the 
country, including a PSA with African-American gospel star CeCe Winans. HCF A also joined 
with Medicare's quality-review organizations and historically black colleges and universities to 
develop strategies for boosting immunization rates among African-American beneficiaries. 

• 	 Infant Mortality. On October 26, HHS announced the start of a new component of the successful 
"Back to Sleep" campaign that will focus on reducing the incidence of Sudden Infant Death 
Syndrome (SIDS) among African-Americans. The goal of the new initiative, led by the National 
Institute of Child Health and Human Development (NICHD) of the National Institutes of Health, 
is to develop and implement a community-based approach to eliminate the disparity in SIDS rates 
affecting African-American communities. 

• 	 Prenatal Care. Timely prenatal care improved steadily through the 1990s. In 1998, 82.8 percent 
of women began care in the first trimester ofpregnancy, compared with 75.5 percent in 1989. 

• 	Cancer Screening and Management. HCFA and the NCI co-sponsored a national education 
campaign about the new annual Medicare mammography benefit and the importance of regularly 
scheduled screening mammograms. The new efforts focus on areas where there is a high 
concentration of older women. In addition, Secretary .Shalala also released two public service 
announcements featuring singer and actress Whitney Houston and First Lady Hillary Rodham 
Clinton. Since 1995, both the President and the First Lady have appeared in television public 
service announcements encouraging older women to get mammography screening and promoting 
the use of Medicare coverage for mammography. 

In March, a national campaign to educate Americans 50 and older about colorectal cancer --the 
nation's number two cancer killer--was launched by the CDC, HCF A and NCL The "Screen for 
Life" campaign informs Americans 50 and older, the age group most at risk for colorectal cancer, 
about the importance of screening tests for early detection and prevention of the disease. It was 
expected that an estimated 129,400 men and women would be diagnosed with colorectal cancer in 
1999, and more than 56,000 lives lost to this disease. Many colorectal cancer deaths could be 
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prevented with screening. In part, the campaign aims to encourage Medicare beneficiaries and 
others to take advantage ofcolorectal.cancer screening, ,a preventive benefit now covered under 
Medicare. 

CDC's initiative, REACH 2010, also targets improvi~g breast and cervical cancer screening and 
management as one of its six health priority areas. The other areas are infant mortality, 
cardiovascular disease, diabetes, improving child and/or adult immunization levels and 
HIV/AIDS. . ' 

• 	Cardiovascular Disease. In September 1999, the National Heart, Lung, and Blood Institll;te 
(NHLBI) and the National Institute of Diabetes and Digestive and Kidney Diseases (NIDDK) of 
NIH issued a statement to alert physicians, patients, and the public fo the increasing importance of 
diabetes mellitus as a major risk factor for cardiovascular disease. The alert was prepared in 
collaboration with three leading private health organizations. Cardiovascular complications are 
now the leading causes of illness and death in the diabetic patient. The increasing prevalence of 
type 2 diabetes, the most common form of the disease, is related to a variety of factors including 
the rapid growth in the U.S. of populations that are particularly susc,eptible to the type 2 form: 
African-Americans, Hispanics, Native Americans, Pacific Islanders, and Asians. The statement 
emphasized that both cardiovascular disease and type 2 diabetes may be prevented by lifestyle 
changes that maintain normal weight and physical activity. 

• 	 Much of what we know about the cardiovascular complications of diabetes has come from studies 
supported by these two institutes. This year, they began two large clinical trials d~signed to 
identify ways to reduce these complications. One study will evaluate the benefits of intensified 
control of high blood sugar, cholesterol and hypertension. The other will focus on the benefits of 
weight loss in obese diabetics. . 

Health Care Worker Safety. The National Institute for Occupational Safety and Health (NIOSH) in, 
. CDC worked with diverse partners in industry; the health care community, labor, government; and 

public health to reduce job-related injuries and illnesses among the nation's eight milliori health care 
workers. By improving the quality of working conditions for this vital and growing workforce, these 
initiatives improve the quality of U.S. health care. For example, on November 22, NIOSH issued 
recommendations to prevent job-related needlestick injuries among health care employees. Six-hundred 
thousand to 800,000 such injuries are estimated to occur evyry year and can lead to serious or potentially 
fatal infections with bloodborne pathogens: NIOSH also continued to work with diverse partners on 
further research and risk communication for preventing allergic reactions due to job-related e{{posures to 
natural rubber latex in gloves and other products. Studies indicate that 8. to 12 percent of health care 
employees regularly exposed to latex are sensitized, compared with 1 percent to 6 percent of the general 
population. ' 

Patients' Bill of Rights. On November 8, HHS announceda proposed regulation that will extend patient 
protections to all children enrolled in SCHIP. This proposed regulation is consistent with President· 
Clinton's 1998 Executive Order that all federal health plans collectively covering over 85 million . 
Americans should come into compliance with the Patients' Bill of Rights. The protections include access 
to health care specialists, access to emergency services when and where the need arises, an assurance 
that doctors and patients can openly discuss treatment options, and access to a'fair, unbiased and timely 
appeals process. 

In June, HCF A announced new patient protections in stand;ards to protect the health and welfare of 
hospitalized patients. The patients' rights regulations strengthen existing protections for patient health 
and safety and will help assure that high quality care is provided to all patients in hospitals participating 
in the Medicare and Medicaid program. The six basic patient rights specified in the regulations include 
the right to confidentiality of patient records and communications, and the fr~edom from the 
inappropriate use of restraints and seclusion. . 

Reducing Medical Errors. On December 7, President Clinton issued an Executive Memorandum 
directing the Quality Interagency Coordination Task Force (QuI C) to develop new strategies to improve 
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health care quality and protect patient safety. The President also announced that each of the more than 
300 private health plans participating in the Federal Employee Health Benefits Program will be required 
to institute quality improvement and patient safety initiatives. HHS and other federal agencies that 
administer health plans were asked by the President to evaluate, and where feasible, implement the latest 
error reduction techniques. 

Improving the Safe Use of Pharmaceuticals. AHRQ launched the Centers for Education and Research . 
on Therapeutics (CERT), a $7.7 million project to improve the quality of health care and help reduce 
risk of adverse drug events. The centers will conduct state-of-the-art clinical and laboratory research on 
new uses of drugs, biological products and devices; ways to improve their use; and the risks of new uses 
and risks of combinations of drugs and biological products. The CERT demonstration program was 
authorized by Section 409 of the FDA Modernization Act of 1997. AHRQ's reauthorization legislation 
~ade it a permanent initiative of the agency. 

The Surgeon General's Report on Mental Health. On December 13, HHS released the first ever 
Surgeon General's Report on Mental Health, which emphasizes the importance of mental health as an 
essential component in leading a healthy life. Our understanding of mental health and illness has 
dramatically improved the way in which mental health care is provided. Safe and effective options are 
available to treat the mental disorders that affect one in five Americans per year. The report urges 
Americans to take advantage of this tremendous growth of scientific knowledge by seeking treatments 
for mental disorders, which affect one in five Americans. The report also emphasizes the importance of 
bringing this often hidden topic out into the open, and notes that disorders such as depression, 
schizophrenia, alcohol and drug addiction, and eating disorders are real illnesses that, if untreated, can be 
as disabling and serious as cancer and heart disease in terms of premature death and lost productivity. 

EXPANDING HEALTH CARE COVERAGE 

This year, we also took a number ofsteps to increase Americans' access 'to health care. We worked with 
states to increase the availability ofMedicaid, particularly to young adults leaving the foster care 
system; and made it easier for children to get health insurance through their non-custodial parents after 
a separation or divorce. We obtained initial funding for a new initiative that complements these efforts 
by increasing health care access for uninsured workers. And we completed the approval ofthe State 
Children's Health Insurance Program (SCHIP) in all 56 states and territories in the country, extending 
health care coverage to millions ofuninsured,children. . 

Improving Health Care Access for the Uninsured. In fiscal year 2000, HHS will begin two new 
initiatives to improve health care access for the uninsured. The fifstinitiative seeks to increase the 
capacity and effectiveness of the nation's health care safety pet. Through a competitive grant program, 
communities will receive funds to support infrastructure and other improvements and to provide 
additional health care services. In fiscal year 2000, $25 million has been provided to fund 10-20 grants. 
In fiscal year 2000, $15 million has also been appropriated for a new 'initiative to support up to 10 grants 
to states to develop designs for providing access to health insurance coverage to all residents of the state. 

SCHIP Expansion. In 1999, HHS worked.diligently with the states to develop and implement plans to . 
extend health care coverage to millions of uninsured children. On September 8, 1999, HHS announced 
that the State Children's Health Insurance Program (SCHIP) had been approved in all 56 states and 
territories in the country. Under the federal SCHIP program, the historic legislation signed into law by 
President Clinton in 1997, more than $24 billion has been appropriated for the first five years of the 
program to help expand health insurance to children whose families earn too much to qualify for 
traditional Medicaid, yet not enough to afford private health insurance. 

Medicaid and SCHIP Outreach. In October, President Clinton announced new federal efforts to 
identify and enroll the millions of uninsured children who are eligible for Medicaid and SCHIP. These 
efforts included directing cabinet secretaries to develop strategies to integrate children's health insurance 
outreach into schools; sending new guidance to states and schools on funding options for school-based 
outreach; and dedicating more than $9 million over three years in research funds through a 
public-private partnership to identify effective children's health insurance strategies. 
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. . . 

To help state and local outreach efforts, President Clinton and HHS, along with the National Governqrs' 
Association, launched the Insure Kids Now Hotline, 1-877-KIDS-NOW, and the Insure Kids Now Web 
site ~t http://Www-insurekidsnow.gov. The Insure Kids Now Hotline is a national toll free number that 
parents or other interested persons can call for information about free or low-cost health insurance for 
their children. The Insure Kids Now Web site also offers information on children's health insurance . 
coverage in each state or territory, information on how to apply for coverage, and guidelines for whether 
families might qualify for a plan. 

HH;8 also proposed expanding the high performance bonuses authorized under the 1996 welfare reform 
law to reward states that meet increased enrollment. ofeligible children and families in Medicaid and 
SCHIP. 

Expanding Children's Access to Private Insurance. On November 15, HHS announced a proposed 
rule to make it easier for children to .get health insurance coverage through their non-custodial parents. 
The regulation creates a standard form to enforce child support agreements that require non-custodial 
parents to provide for their children's health care needs. 

Improving the Quality of Care for Low-Income Children. AHRQ, the David and Lucile Packard 
Foundation, and HRSAjoined to fund a set of research studies to help public health insurance programs. 
and health care delivery systems improve the quality of, and access to, health care for low-income 
children. Overall funding will total $9.1 million over three years for nine research projects. President 
Clinton announced the award at a White House event in October. 

SUPPORTING INDEPENDENT LIVES IN THE COMMUNITY FOR PEOPLE WITH 
DISABILITIES 

The Department has continued its uncompromising support ofhealth, long-term care, and social 
suppor(programs andpolicies to ensure that the over 40 million Americans with disabilities are able to 
experience independent, high quality lives in the community. 

The Ticket to Work and Work Incentives Improvement Act of 1999. On December 17, President 
Clinton signed landmark legislation making it possible for millions of Americans with disabilities to join 
the workforce without fear of losing their Medicaid <;lnd Medicare coverage. It also modernizes the 
employment services system for people with disabilities. This legislation creates new options for states 
to offer a Medicaid buy-in for workers with disabilities: 

• 	Provides $150 million in grants to encourage states to take this option; 
• 	Creates a new $250 million Medicaid buy-in demonstration to help people whose disability is not 

yet so severe that they cannot work; 
• 	Extends Medicare coverage for an additional four-and-a-halfyears for people in the disability 

insurance system who return to work; and enhances employment-related services for individuals 
with disabilities through the new "Ticket to Work" program; and . 

• 	Creates a new $250 million demonstration program that tests whether early medical intervention, 
made possible through an affordable Medicaid benefit, will enable people with early symptoms of 
HIV, muscular dystrophy, Parkinson's Disease, or diabetes to stay healthier and keep working. 

\ 	 . 
HHS has showed strong support for the Americans with Disabilities Act (ADA), most notably through 
rigorous enforcement by the HHS Office for Civil Rights. Secretary Shalala has also expressed her 
support for the Supreme Court's decision in the Olmstead v. L.c. case; the court found that the ADA 
requires states to administer their programs, including their Medicaid long-term care programs, in the 
most integrated setting possible. Secretary Shalala has expressed her interest in assisting state Medicaid 
programs in their efforts to comply with the ADA. 

. Multiple initiatives and programs have come about as a result of Secretary Shalala's strong commitment 
to partner with stat~s to expand and promote home and community-based services. 
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• 	HHS provided funding for eight states to participate in the nursing home transition program. 
Through this grant program, states are assisting nursing home and other institutional residents to 
move into community-based settings, usingi grant funds to cover a range of expenses not typically 
covered by other programs. J . 

• 	The "Cash and Counseling" demonstration continues, enabling people with disabilities to have 
more control over their personal assistance services, by hiring, training, and managing their own 
assistants. 

• 	 In 1999, HHS established a Home and Community-Based Resource Network, to support states 
and consumers in their collaborative efforts to plan and implement systems tq increase home and 
community-based services 'options for people with long-term care needs. 

THE PROMISE OF A RETIREMENT WITH DIGNITY FOR ALL AMERICANS 

With the nlJmber ofseniors doubling by the year 2030, providing proper care ofour aging citizens will 
be one ofthe central challenges ofthe 21st century. We must ensure that living a long life also means 
enjoying a good life. That's why HCF A worked hard this year to improve customer service; joined with 
.the Inspector General to fight waste, fraud and abuse; and toughen federal and state enforcemen( of 
nursing home standards. Marking the International Year ofOlder Persons, the Administration on Aging 
(AoA) organized new strategies to address the aging ofour population and increased its investment in 
meals on wheels and consumer education. Ofcourse, the cornerstone ofour commitment to a retirement 
with dignity is Medicare. To ensure that the promise ofMedicare is never broken, President Clinton has 
challenged this Congress to earmark one ofevery six surplus dollars for Medicare over the next 15 
years, provide a much-needed prescription drug benefit, and enact competitive reforms in the program. 

Improving Nursing Home Quality. AoA and HCFAjoined forces to improve the quality of care in 
nursing homes by awarding $450,000 to four national aging organizations in the fall of 1999. The 
awards, part of the Clinton administration's initiative on nursing homes, will support the demonstration 
of approaches to educate and empower communities and families to improve nutrition, hydration and . 
prevent abuse of nursing home residents. 

On December 14, HCFA announced that nursing homes that'fail to protect residents from harm will face 
immediate penalties and consumers will have access to more information about the quality of 
nursing-home care. HCF A instructed states to impose immediate .sanctions, such as fines, against 
nursing homes in more situations, including any time that a nursing home is found to have caused harm 
to a resident on consecutive surveys. HCFA also: 

• 	 Increased states' flexibility to encourage speeaier action to stop payments for new admissions and 
to impose other sanctions when nursing homes violate federal health and safety requirements. 

• 	Enhanced Nursing Home Compare, its consumer Internet resource found at 
http://www.medicare.gov.toinclude information about the prevalence of bedsores, weight loss 
and other health conditions among residents in individual nursing homes. 

• 	And updated its "Guide to Choosing a Nursing Home" to take families and friends step-by-step 
through the process of identifying an appropriate home for a loved one. 

Fighting Health Care Fraud, Waste and Abuse. In June 1999, AoA awarded 41 grants totaling $7 
million to expand a program that recruits and trains retired professionals to identify waste, fraud and 
abuse in the Medicare and Medicaid programs. The Senior Medicare Patrol Project grants, including 29 
new and 12 renewed grants, were distributed among 36 states, the District of Columbia, and Puerto Rico. 
The grant funds will be used to teach volunteer retired professionals such as doctors, nurses, 
accountants, investigators, law enforcement personnel, attorneys, teachers and others how to work with 
Medicare and Medicaid beneficiaries. Volunteers work in their. own communities and in local senior 
centers to help identify deceptive health care practices, such as overbilling, overcharging, or providing 
unnecessary or inappropriate services. . 

In February, the HHS Office ofInspector General reported that improper Medicare payments to 
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hospitals, doctors and other health care providers declined dramatically last year to the lowest error rate 
since the government initiated comprehensive audits three years ago. The error rate for fiscal year 1998 
was an estimated 7.1 percent, nearly a 50 percent drop from the 14 percent error rate reported in fiscal 
year 1996. 

Earlier this year, HCF A announced 12 new specialty contracts to investigate special aspects of waste, 
fraud and abuse including community mental health centers, specific fiscal intermediaries, and corporate 
integrity agreements. Further expanding the Clinton administration's campaign against waste, fraud and 
abuse, HCF A also announced a new contract to help Medicare increase the roughly $3 billion saved each 
year by ensuring that private i.nsurance companies pay their share of Medicare beneficiaries' health care 
bills. B5' consolidating these efforts into a single contract, HCF A also .expects to improve service to 
Medicare beneficiaries, health care providers, insurance companies and employers. 

Improving Medicare Customer Service. On March 15, HCFA announced the new National 
Medicare+Choice toll-free telephone line, I-800-MEDICARE (1-800-633-4227). This nationwide phone 
line gives Medicare beneficiaries--and those who help them make health care decisions--one more tool 
to get help with their questions about Medicare and their Medicare health plan options. HCF A also 
created and launched a new and much more user-friendly billing statement and award-winning 
Medicare-Compare Web site at http://www.medicare.gov.The statement was developed with input from 
focus groups and from senior organizations. ' , ' . 

To ensure that Medicare beneficiaries have access to the latest effective, evidence-based treatments, 
HCF A announced in April that it has established a new process to make national coverage decisions 
more open, understandable and predictable. This new process outlines procedures on how the public 
may request national coverage decisions as well as time lines for reviewing requests and the roles of 
HCF A staff, the Medicare Coverage Advisory Committee and technology assessments in national 
coverage decisions. 

In the fall of 1999, Medicare conducted the first national mailing of the "Medicare and You" 2000 

handbook to more than 34 million beneficiary households. The handbook reflected improvements 

suggested by beneficiaries, advocates and members of Congress. 


Home Delivered Meals Program. For fiscal year 2000, AriA received a 31 percent budget increase in 
the Older Americans home-delivered meals program, an increase to $147 million, which will provide 27 
million additional meals to home bound elders. 

International Year of Older Persons. The World Health Organization recognized HH'S as the only 
national health department to have organized a collaborative cross-departmental response to the 
International Year of Older Persons. AoA, as head of the Federal Committee for the International Year 
for Older Persons, converted a symposium of nearly 300 senior administrators from across the executive 
branch ofthe federal governn1ent to address policy and program implications of our rapidly aging 
society. The federal committee will continue to meet to review symposium suggestions for interagency 
collaboration. 

CONTINUING PROGRESS ON WELFARE REFORM 
• r 

Since 1993, the Clinton administration has worked hard to help states reform the welfare system. This 
year, new findings were released showing that there have ,been real results in helping welfare recipient~ 
leave welfare, enter the workforce, and succeed on the job. New job retention rates and earnings . 
increases, in particular, now demonstrate that there are promising strategies for helpzng low-income 
parents make the transition from dependence to self-sufficJency. And HHS took new steps to improve' 
state performance by awarding the first high-performance bonuses, out-of-wedlock birth bonuses, and 
grants for Individual Development Accounts. . 

States Rewarded for Successfully Moving People from Welfare to Work. Twenty-seven states 
received high performance bonuses totaling $200million.in December for excellent performance in 
moving welfare recipients into jobs. The performance bonus program was authorized by the Personal 
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Responsibility and Work Opportupity Reconciliation Act of 1996, which made available a total of$1 
billion over five years. The states placed 1.3 million welfare recipients into new jobs in 1998. Of these 
80 percent retained their jobs three months after being hired. In addition, their earnings rose from $2,100 
in the first quarter of employment to $2,650 in the second. 

Record Results. On August 2, 1999, HHS reported that all 50 states and the District of Columbia met 
the overall work participation rates for all families in 1998, the first full year of the new welfare reform 
law. Welfare case loads are at their lowest level since 1967 and the welfare rolls have fallen by nearly 
half since 1993. Nationwide, the rolls have fallen by 51 percent, from 14.1 million to 6.9 million. 

States also reported a new record percentage of parents on welfare that are working. Data released in 
1999 shows that 35 percent of all welfare recipients were working, looking for employment or enrolled 
in education and training in 1998. The percentage of employed recipients reached an all-time high at 23 
percent, compared to less than 7 percent in 1992 and 13 percent in 1997. Similarly, the proportion of 
recipients who were working, including employment, work experience and community service, reached 
27 percent, a nearly fourf~ld increase over the 7 percent recorded in 1992. . 

"Assets for Independence" Demonstration Grants. In September 1999, HHS announced the first 
award of $9.4 million for 40 dymonstration grants under the Assets for Independence Demonstration 
Program. These new five-year projects will provide federal funds to match the amount of earnings that 
low-income working individuals and families put into savings for a first home; post-secondary 
education; or to start a new business. Since 1993, the Clinton administration has supported the creation 
ofIndividual Development Accounts (IDAs), which empower low income Americans to save and build 
assets for their futures. The 1996 welfare reform law encouraged states to use their federal welfare block 
grants to establish IDAs. Since then, 29 states have included IDAs as part of their welfare reform plans. 

States Receive Bonuses in Reducing Out-of-Wedlock Births. HHS awarded $100 million in new 
bonuses to four states and the District of Columbia for achieving the nation's largest decreases in 
out-of-wedlock births between 1994 and 1997. This was the first award of the bonuses for reductions in 

. out-of-wedlock births, as provided for in the welfare reform law of 1996. The awardees, Alabama, 

. California, the District of Columbia, Massachusetts and Michigan, each received $20 million. 


### 

Note: For other HHS Press Releases and Fact Sheets pertaining to the subject of this announcement, 
please click here for our Press Release and Fact Sheet search engine at: http://www.hhs.gov/news/press/. 
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u.s.. CEPARTMENT OF HI!ALTtI AND HUMld~ SERVICI!S 

FOR IMMEDIATE RELEASE Contact: CDC Division of Medi'a 
Thursday, Sept. 30, 1999 Relations 

(401) 639-3286 

CDC AWARDS FUNDING TO COMMUNITY COALITIONS' 

FOR PROJECTS TO HELP ELIMINATE 


RACIAL AND ETHNIC HEAL TH DISPARITIES 


Surgeon General David Satcher today announced that the Centers for Disease Control and Prevention 
(CDC) will award $9.4 million to community coalitions in 18 states to help address racial and ethnic 
disparities in the United States. 

, "The President has committed the nation to an ambitious goal by the year 2010: eliminate the disparities 
in health status experienced by racial and ethnic minority populations, while continuing the progress we 
have made in improving the overall health ofthe American people," said Dr. Satcher. "These awards are 
part of the Administration's initiative to support community-based programs that are effective in 
reaching and serving these affected communities." 

The awards are a component of CDC's new initiative, "Racial and Ethnic Approaches to Community 
Health (REACH 2010)," a demonstration project that targets six health priority areas: infant mortality, 
improving breast and cervical cancer screening and management, cardiovascular disease, diabetes, 
improving child and/or adult immunization levels and HIV / AIDS. President Clinton has set a national 
goal of eliminating, by the year 2010, longstanding disparities in health status that affect racial and 
ethnic minorities, and the Department of Health and Human Services is guiding this initiative: 

, "These awards will put funds into the hands of frontline leaders and minority health organizations 
without delay to build on the progress we've already made in reducing racial arid ethnic health 
disparities," HHS Secretary Donna E. Shalala said. "With this money, we are helping local communities 
marshal the resources and fund the ,programs they need to close the health disparities gap--to the benefit 
of all." 

A total of 32 community coalitions will receive funding, arid three additional community coalitions will 
be funded by the California Endowment to participate in REACH 2010. Grantees will spend the first 
year planning and developing activities to reduce the level of disparity in one 'or more of the priority 
areas. The following year, all of these organizations will competeJor funding to' implement these plans 
utilizing clearly defined interventions in a geographically defined minority population. The populations 
include African American, American Indian, Alaska Native, Hispanic American, Asian American, and 
Pacific Islander. ' 

"CDC works to end racial and ethnic health dispru-ities by partnering with diverse communities in 
research and intervention programs,'" said Jeffrey P. Koplan, M.D., M.P.H., Director, CDC. "REACH 
2010 makes an important contributionto'our commitment to eliminate all disparities in the next 
century." ' 

The elimination of health disparities will require a national effort-public and private sector, individuals, 
and communities. A better understanding of the relationships between health status and different racial 
and ethnic minority backgrounds will require working more closely with communities to identify 
culturally-sensitive implementation strategies. 
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A list of grantees is-available upon request. 

### 

Note: For other HHS Press Releases and Fact Sheets pertaining to the subject of this announcement, 
please click here for our Press Release and Fact Sheet search engine at: 
http://www.os.dhhs.gov/news/press/. 

I 
20f2 1/11120008:37 PM 

I 

http://www.os.dhhs.gov/news/press


\. . 

Freddie 
Mac· 

Media Relations 
8200 Jones Branch Drive 

McLean, VA 22102 

Relationship Between Income and Credit Quality 

NOTE: For purposes oftlte charts beLow, "bad" credit records are defined as those 
where consumers have been either 90-days Late on a payment in the last two 
years, 30-days Late on a payment more than once in the Last two years, or have 
a record ofdelinquent Liens, public records or a bankruptcy. "Good" credit 
records are defined as those where consumers have been 30-days Late on a. 
payment no more than once .in the Last two years and have no other 
derogatory credit marks,Liens or bankruptcies. ' 

OveraLL, 48% ofAfrican Americans had "bad" credi~ records, while 27% of 
whites had bad credit records. 

Incomes Under $25,000 

White 31.4 15.6 53.0' 
African American 47.7 18.0 34.3 

Asian 22.2 10.8 67.0 
Hispanic 39.1 16.8 44.1 

Total 35.6 16.1 48.3, 

Incomes between $25,000 and'$44,999 

White' 
African American 

Asian 
,Hispanic 

Total 

30.6 
'50.3 
20.3 
34.7 
33.2 

11.8 
14.9 
12.6 
14.3 
12.5 

57.6 
34.8 
67.1 
51.0 
54.3 

Incomes between $45,000 and $64,999 

. White 21.6 10.6 67.8 
Mrican American 48.4 12.0 39.6 

Asian 15.7 13.1 71.2 
Hispanic 28.2 12.9· 58.9 

Total 24.5 11.1 64.5 



Incomes between $65,000 and $75,000 

White 20.4 11.6 68.0 
African American . 34.5 13.6 52.0 

Asian 12.5 13.2 74.3 
Hispanic 26.8 14.3 58.9 

Total 21.7 12.2. 66.1 
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FREDDIE MAC AND HBCU " 
FOCUS GROUP SUMMARY 

There are countless reasons for why people get into credit difficulties. The 
Freddie Mac Consumer Credit Education Initiative (CCEI) focus groups, however, 
suggest that many of these reasons fall into two categories: the inability to follow 
successful fmancial behaviors, like saving money and budgeting,~,or the existence of 
external circumstances that create fmancial burdens like sudden loss of work, high 
medical bills or divorce. Coupled with these reasons appear to be two additional factors: 
a lack of knowledge about fmandal and credit matters, and minimal fmancial resources. 

Many of the focus group participants acknowledged that they do ,not follow 
many Of the basics in fmancial planning -.: saving money, planning for the future, 
controlling spending habits - though many recognized that doing so would help to 
,minimize their credit problems. Here are some of the anecdotes from the focus groups 
held: 

BENEDICT COLLEGE 

"Basically, your bills determine how you do things each month, whether you do a lot of 
activities as far as having your lights on a lot or having your heat higher or lower. 

"My parents just bought things, brought it home, and that was it. You didn't know where 
the money was coming from, how they were spending it, what they had left over. And, I 
never had any information. In my case, my parents didn't help me." 

CLARK ATLANTA UNIVERSITY 

, "I skimp on my utilities because they're never going to stop ... I will pay enough for 
them not to be turned off. If it is $100 ... 1 wou~dn't even pay it ... because 1 didn't use 

,$100 worth of electricity." 

"The cell'phone is the last bill on the list to be paid .•. because 1 don't need that one. 

That's just a lUXUry thing:' 




HOWARD UNIVERSITY 


"At one point, I had 23 credit cards. I was 23 years old. It was just a matter of having 
credit card after credit card," said one woman. 

. "Nobody's going to take you to jail if you don't pay your bills." 

"Some people can learn [poor credit habits] through observation. I have a cousin who 
declared bankruptcy and one of his friends who, like him, didn't know anYthing, told him 
'Well, once you declare bankruptcy, they can never take anythi1lg away from you again. 
You can never have anything repossessed.' So, after four years ~ of declaring bankruptcy, 

.he fmally got a little credit built up, got a car and another car. After what his friend told 
him, he stopped paying his car payment - they repossessed his car." 

"I put my credit card in the freezer so I won't use it!" 

ST. AUGUSTINE COLLEGE 

"I got a little bill thing, it says "bills" ... I used to fish them out: .. they called me, if I 
didn't have it, I just didn't have to send it to you." 

" I had a one [bill collector] to call me and said, 'is'Ms. Wright home?' I said, 'this is 
her.' The bill collector said, "Miss Wright do you just make bills, just not to pay them?' 
I s~lid, 'yeah, and I ain't paying yours!" 
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Executive Summary , 
Freddie Mac National Consumer Credit Survey 

OVERVIEW 

The Freddie Mac Consumer Credit Survey was designed to provide insights into why 
some people get into credit difficulties, hbw these problems can be effectively remediedFreddie and if/how credit experiences differ for minority communities;'Mac 
The survey was conducted by mail, and included a 12-page qu~stionnaire contain~g 
'approximately 200 questions that was sent to over 20,000 consumers from two separate ' 
mail panels. The respondents were between the ages of20 to 40 years,old, with income 
up to $75,000, the population for which obtaining and maintaining good credit is 
arguably, most critical. We received approximately 12,000 completed surveys. The 
margin of error for the survey is 1.1 %.' In addition, Freddie Mac and the Historically 
Black Colleges &Universities conducted more than 50 focus groups. ' 

For purposes of the survey, "bad" credit records are defmed as those where consumers 
, have been either 90-days late on a payment in the last 2 years, 30-days late on a payment 
more than once in the last 2 years, or have a record of delinquent liens, public records or 

, bankruptcy. "Good" credit records are defmed as those where consumers have been 30:.. 
days late on a payment no more than once in the last two years and have no other 
derogatory credit marks, liens or bankruptcies. ' 

, , 

I. How many cons~ers have credit problems? 

Having a poor credit record is a relatively co:mriton problem in today's society. 
Using the combined results from the CCS (Le., African-Americans, Hispanics and 

.,.-
Whites) we estimate that: 

• 30% ofthese groups have "bad" credit records 
• 13% of these groups have "indeterminate" credit records, 
• 57% of these groups have "good" credit records 

Credit problems persist across income groups. 
We estimate that: . 

• 36 % of consumers with incomes under $25,000 had "bad" credit records 
• 33 % of consumers with incomes of $25,000 to $44,999 had "bad'"credit records 
• '25 % of consumers with incomes of $45,000 to $64,999 had "bad" credit records 
• 22 % of consumers with incomes of $65,000 and $75,000 had "bad" credit records 



--'. 	 Minority borrowers are more likely than white borrowers·to experience credit problems; 
For African-Americans we estimate that: 

• 	 48% of African Americans have "bad" credit records 
• . 16% of African Americans have· "indeterminate" credit records 
• 	 36% of African Americans have "good" credit records . 

.For Hispanics we estimate that: 

• 	 34% of Hispanics have "bad" credit records 
• 	 15% of Hispanics have "jndeterminate" credit records 
• 	 51 % of Hispanics have "good" credit records 

For Whites, in contrast, we estimate that: 
• 	 27% of Whites have "bad".credit records 
• 	 12% of Whites have "indeterminate" credit records 
• 	 61% of Whites have "good" credit records, 

o 	 n. How accurately ~o people assess their credit records? 

The CCS shows that, in general, people have a reasonably accurate sense of their credit 

records. 

For example: 


• 69% of respondents with "good" credit records self-assess their own records as either "good" 
or "very good," only 13% of these same respondents self-assess their credit records as "bad" . 
or "very bad." . 

• 	 50% of respondents with ''bad''credit records self-assess their own records as either "bad" or 
"very bad," only 17% of these same respondents self-assess their credit records as "good" or 

. "very good." 

African-American borrowers with "good" credit, however, have a more pessimistic self­
assessment than either Hispanic or White borrowers with similar credit records • 

.• . Only 49% of African-American respondents with "gopd" credit records self-assess their own 
records as either "good" or "very good," as compared to 64% of Hispanic and 72% of White 
respondents. . 

• 	 22% of African-American respondents with "good" cr~dit records self-assess their own 
records as either ''bad'' or "very bad," as compared to 14% of Hispanic and 11 % of White 
respondents. 

A similar dichotomy dQes not exist for African-American borrowers with "bad" credit 
records-their self-assessment of their credit records is in line with similarly situated 
Hispanics and Whites. 

2 




ID. Whylhow do people get into credi~difficulties? . 

There are, of course, innumerable reasons for why people get in~o credit difficulties. Our focus 

groups, however, suggested that many of these reasons fall into 2 broad categories: 

inability to follow "successful" financial behaviors (e.g., control spending, planning for future, 

saving money) external events that create financial stresses (e.g., unemployment, medical bills, 

divorce) 


Compounding and interacting with these reasons are 2 other sets of factors: 

lack of knowledge about financial and credit matters a poor economic "safety net" (e.g., low 

income, little savings, no friends or relatives to tum to in times of trouble) 


1. Financial behaviors 

Many participants facing credit difficulties in our focus groups expressed a seeming· 
inability to follow a simple set of financial behaviors-controlling spending, planning for. 
the future, savingmoney-even though they recogl1izedlbelieved that doing so would help 
them mitigate or even avoid their credit problems. 

The CCS results confirm this general finding: 

People with "bad" credit records, for example, give themselves a low grade in the ability to 
control their spending: respondents with "bad" credit records are 70% more likely to say they do 
a: "fair'.' or "poor" job of controlling their spending, as compared to respondents with "good" 
credit records (34% versus 20%.) . 

People with "bad" credit records also give themselves a low grade at planing for their financial 
future: respondents with "bad" credit records are 64% more likely to say they do a "faiI:" or 
"poor" job of planning for their financial future, as compared to respondents with "good" credit 
records (54% versus 33%.) 

People with "bad" credit records also give themselves a low grade at saving money: respondents 
with "bad" credit records are 56% more likely to say they do a "fair" or "poor" job of planning for 
their financial future, as qompared to respondents with "good" credit records (56% versus 36%). 

Although minority respondents in the CCS generally express a somewhat worse ability to 
follow these financial behaviors, the differeIicesacross African-Americans, Hispanics and 
Whites are not large. 

The relative inability of respondents with ''bad'' credit records to follow these financial 
behaviors holds across race and ethnicity (i.e., for African-Americans, Hispanics and 
Whites). 
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.--..-. 2. External events that create financial stresses 

When asked to, explain why they were facing their c~entcredit difficulties, focus group 
participants consistently spoke about relatively rare external events-unemployment, loss 

, of income, divorce-that, when they happen, create significant financial stresses and 
strains that then lead to credit difficulties. The CCS results confirm that people with "bad" 
credit records are more likely to have faced these stress-inducing external events. 

Respondents (with "bad" credit records are more likely to 'report the occurrence of external 
events that are likely to create financial stresses and strains. 

Respondents with Hbad" credit records are: 

• 	 82% more likely to report that they have had a significant involuntary reduction in income 
over the past 2 years, compared to resporidents with Hgood" credit records (31 % versus 
17%). 

'. 	33% more likely to report that they have had a major medical expense over the past 2 years, 
compared to respondents with "good" credit records (32% versus 24% ). 

• 	 150% more likely to report that they have had a major legal or tax problem over the past 2 
years, compared to respondents with Hgood" credit records 05% versus 6%). 

• 	 125% more likely to report that they have been divorced, separated or widowed over the 
past 5 years, compared to respondents with "good" credit records 08% versus 8%). 

• 	 78% more likely to report that they have had an extended period of unemployment where they 
couldn't find ajob over the past 2 years, compared to respondents with "good" credit records 
'06% versus 9%). 

The results also suggests thafthese financial stresses and strains disproportiona~ely occur 
to minorities (African-Americal)s and Hispanics). In particular, with the exception of 
facing major medical expenses, African-American and Hispanic respondents report a 
higher occurrence of external events that are likely to create financial stress than do White 
respondents. 

• 	 30% of African-American respondents and 24% of Hispanic respondents report an involuntary 
reduction in income over the past 2 years, while only 20% of White respondents do so. 

• 	 24% of African-American respondents and 23% of Hispanic respondents report a major 
medical expense over the past 2 years, while 28% of White respondents do so. 

• 	 12% of African-American respondents and 9% of HispaIuc respondents report a major legal 
or tax problem over the past 2 years, while 8% of White respondents do so. 

• 	 17% of African-American respondents and 14% of Hispanic respondents report they have 
been divorced, separated or widowed over the past 5 years, while only 11 % of White 
respondents do so. ' 

• 	 19% of African-American respondents and 14% of Hispanic respondents report an extended 
period of unemployment over the past 2 years, while only 10% of White respondents do so. 
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An intriguing result is that the occurrence of these external events is generally less closely 
associated with minority respondents; (African-Americans and Hispanics) "bad" credit 
records. 

For example: 

• 	 African-American respondents with "bad" credit records are 27% more likely to report a . 

significant reduction in income in the past 2 years, compared to respondents with "good"
. . 

credit records (33% versus 26%).. The equivalent number for Hispanic respondents is 63% 
(31 % versus 19%), and for White respondents it is 93% (31 % vers~s 16%). . 

• 	 African-American respondents with "bad" credit records are 18% more likely toreport a 

major medical expense in the past 2 years, compared to respondents with "good" credit 

records (26% versus 22%). The equivalent number for Hispanic respondents is 40% (28% 

versus 20%), and for White respondents it is also 40% (35% versus 25%). 


• 	 African-American respondents with "bad" credit re.cords are 100% more likely to report a 

major legal or tax problem in the past 2 years, compared to ~espondents with "good" credit 

records (16% versus 8%). The equivalent number for Hispanic respondents is 71 % (12% 

versus 7%), and for White respondents it is 200% (15% versus 5%). 


• 	 African-American respondents with "bad" credit records are 43% more likely to report ha$g 
. been divorced, separated.or widowed in the past 5 years, compared to respondents with 
"good" credit records (20% versus 14%), The equivalent number for Hispanic respondents is 
150% (20% versus 8%), and for White respondents it is 113% (17% versus 8%). 

• 	 African-American respondents with "bad" credit records are 18% more likely to report a 

major legal OftaX problem in the past 2 years, compared to r~spondents with "good" credit 

records (20% versus 17%). The equivalent number for Hispanic respondents is 42% (17% 

versus 12%), and for White respondents it is 88% (15% versus 8%), 


The generally diminished association between externally driven financial stresses and "bad" credit 
. ratings among minority (African-American and Hispanic) respondents suggests that other factors 
may be differentially important in explaining credit problems in these communities. 

3. 	Financialknowledge 

Our focus group participants expressed somewhat conflicting views about the role that a lack of 
financial knowledge plays in explaining their credit difficulties. On the one hand, as noted above, 
many participants stated that they knew what to do, they just didn't do it. This suggests that the 

. lack of knowledge itself may not be a problem, rather the key may be people's inability to 
implement what they know (ie., change their financial behavior-control spenping, engage in 
financial planning, save money). On the other hand, however, many focus group participants did 
express adesire to learn more about managing finances and a belief that such knowledge. would 
improve their credit records/performance. There was also evidence of common misperceptions 
that could be corrected with education. 

Given the above, it is not surprising that the CCS results on financial knowledge are somewhat 
mixed. In general respondents with "bad" credit records self-assess their knowledge of how to 
manage finances less favorably than do respondents with "good" credit records. 
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• 	 'r· . .' 

. Minority (African-American and Hispanic) respondents also give alower self-assessment of how 
much they know about managing tl!eir fipances than do Whites. However, there is not much 
difference in how African-American respondents with "good" and "bad" credit self assess their 
knowledge of how to maDage finances. And, interestingly, the primary sour~e from which 
respondents with "bad" credit learned about managing money was not courses, parents or 

. spouses/domestic partners, but rather from difficult financial experiences/the "school of hard 

knocks.'" . 


By their own assessment, respondents with "bad" credit records know less about managing 
finances than respondents with "good" credit records. 

• 	 Respondents with "good" credit records are 28 % more likely to say they know "a fair 

amount" or "a lot" about managing finances, compared to. respondents with "bad" credit 

records (51% versus40%). 


• 	 Respondents with "bad" credit records are 50% more likely to say they know ''very little" or 
"nothing" about managing finances, compared to respondents with "good" credit records 
(24% versus 16%). . . , 

Minority (African-American and Hispanic) respondents are also less likely to favorably 
view their knowledge of how to manage finances., . 

• 	 41 % of African-American respondents say they mow "a fair amount" or "a lot" about 
managing finances, compared to 40% of Hispanic respondents and 50% of White respondents. 

• 	 27% of African-American respondents say they mow "very little" or "nothing" about 
managing finances; compared to 28% of Hispanic respondents and 17% of White respondents. 

Interestingly, the difference between respondents with "good" and "bad" credit is far more 
salient for Whites and Hispanics than it is for African-Americans. In particular, African- ' 
American respondents with "good" credit records' are less likely than similarly situated 
Hispanic and White respondents,to highly self-assess their financial knowledge. As a 
result, for African-Americans there is virtually no difference between respondents with 
"good" ,and ''bad'' credit records in their self-asseSsed knowledge about managing finances. 

• 	 African-Americans respondents.with "good" credit records are 8% more likely to say they 
know "a fair amount" or "a lot" about managing finances, compared to respondents with 
"bad" 'credit records (42% versus 39%). The equivalent number for Hispanics is 23% (43% 
versus 35%), and. for Whites the number is also 29% (54% versus 42%). . . 

• 	 An identical number of African-Am,ericans respondents with '1)ad" and "good" credit records 
(26%) say they know ''very little" or "nothing" about managing finances. The equivalent 
number for Hispanics is 7% (29% versus 27%), and forWhites the number is 64% (23% 
versus 14%). 

Respondents with "good" and "bad" credit records also appear to have different sources of 
learning. Respondents with "good" credit records are more likely to learn about managing. 
money from their parents andspouses. 
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:-, • Respondents with "good" credit records are 14% morelik{Hy to say that they learned "a fair ' 
,amount" or "a lot" from their parents, than respondents with "bad" credit records (49% 
versus 43%). . 

• 	 Respondents with "good" credit records are 18% more likely to say that they learned "a fair 
amount" or "a lot" from their spouse/domestic partner, than respondents with "bad" credit 
records (40% versus 34%). 

. Respondents with "bad" credit records, however, are more likely to learn about managing 
money from difficult financial experiences/the "school of hard knocks". 

Respondents with "bad" credit records are 60% more likely to say that they learned "a fair 
amount" or "a lot" from their difficult financial experiences/the "school of hard knocks," 
compared to respondents with "good" credit records (64% versus 40%). 

We also asked about othersources of knowledge-high school and/or college courses, 
training courses an~or seminar taught outside sc;hool, friends and peers, work, and TV or 
radio. Respondents generally did not record that they learned 'as much from these sources, 
nor was there (self-assessed) differential learning between respondents with "good" and 

. "bad" credit records. 

African-Americans respondents report differentiaily important sources of learning than do 
Hispanic and white respondents. For example, African-American respondents with 

, "good" and "bad" credit records do not report differential learning from either parents or 
spouse/domestic partner. 

• 	 26% of African-American respondents with "good" credit records say that they learned "a fair 
amount" or "a lot", from their parents, and 27% of respondents with "bad" credit records 
respond similarly. 

• 	 45% of African-American respondents with "good" credit records say that they learned "a fair 
amount" or "a lot" from their spouse/domestic partner, and 43% of respondents with "bad" 
,credit records respond similarly. '. 

As with Hispanic and White respondents, however, African-American respondents with 
"good" and "bad" credit records do report differendallearning from difficult financial 
experiences/the "school of hard knocks. " , 

And, although African-American respondents with "good" and "bad" credit records do not 
report differential learning from either training cotirses and/or seminars, or TV or radio; 
African-American respondents in general do report having learned more from these 
sources than do either Hispanic or White respondents. 

• 	 13% of African-American respo~dents say that they learned "a fair amount" or "a lot',' from 
training courses andlor seminars, and only 7% of Hispanic respondents and 6% of White 
respondents report similarly. 

• 19% of African-American respondents say that they learned "a fair amount" or "a lot" from 
TV or radio, and only 9% of Hispanic respondents and 7% of White respondents report' 
siriillarly. ' ' 
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'4. Economic safety net 

Although focus group participants did n~t explicitly cite lower income or savings as a cause for 
their credit problems, they were mentioned as contributors in many instances. The CCS results , 
confinn this general view. 

Respondents with "bad" credit records are less likely to have an effective economic safety 
net (e.g., lower income, lower savings/wealth, fewer alternatives'to turn to in times of 
financial difficulty) than respondents with "good" credit records. ' 

• 	 Respondents wit~ "bad" credit records are 33% more likely to rep?rt incomes of less than 

$35,000, compared to respondents with "good" credit records (56% versus 42%). 


• 	 'Respondents with "bad" credit records are 67% more likely to report net wealth of less than 

$10,000, compared to respondents with "good" credit records (65% versus 39%): 


• 	 Respondents with "good" credit records are 70% more likely to report that they could 
"somewhat likely" or "very likely" pay their bills for 3 months without borrowing if they had 
an unexpected loss in income, compared to respondents with "bad" credit records (46% 
versus 27%). 

• 	 Respondents with ."good" credit records are 28 % more likely to report that they could 

"somewhat likely" or "very likely" get significant help from family or friends if they had an . 

unexpected loss in income, compared to respondents with "bad" credit records (56% versus 

46%). 


With the exceptio'n of the ability to pay their bills for 3 months without borrowing, 
African-American respondents report a less effective economic safety net than Hispanic or 
White respondents. 

• 	 63% of African·American respondents report incomes less than $35,000, while 52% of 

Hispanic respondents and 45%.ofWhite respondents do so. . 


• 	 64% of African-American respondents report net wealth ofless than $10,000, while 62% of 
Hispanic respondents and 51 % of White respondents do so. 

• 	 38% of African-American respondents report that they could ,"somewhat likely" or "very 

likely" pay their bills for 3 months without borrowing if they bad an unexpected loss in 

income; while 39% of Hispanic respondents and 40% of White respondents do so. 


• 	 44% of African-American respondents report that they could "somewhat likely" or "very 

likely" get significant help from family or friends if they had an unexpected loss in income, 

while 48% of Hispanic respondents and 54% of White respondents do so. 


Again, however, the economic safety net does not distinguish respondents with "good" and 
"bad" credit records as well for African-Americans as it does for Hispanic and White 
respondents.' , ' 

• 	 African-American respondents with "bad" credit are 10% more likely to report incomes less 
than $35,000, compared to respondents with "good" credit (65% versus 59%). The 
equivalent number for Hispanic respondents is 19% (57% versus 48%), and for White 
respondents it is 39% (53% versus 38%). 
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". • 	 African-American respondents with "bad" credit are 12% more likely to report net worth less 
than $10,000, compared to respondents with"good" credit (67% versus 60%). The 
equivalent number for Hispanic tespon<ients is 24% (68% versus 55%), and for White 
respondents it is 43% (63% versus 44%). 

• 	 African-American respondents with "good" credit are 29% more likely to report they could 
"somewhat likely" or "very likely" pay their bills for '3 months without borrowing if they had 
an unexpected loss in income, compared to respondents with "bad" credit (44% versus 34%). 
The equivalent number for Hispanic respondents is 50% (45% versus 30%), and for White 
'respondents it is 88% (47%versus 25%). 

• 	 African-American respondents with "good" credit are 2% less likely to report they could 
"somewhat likely" or "very likely" get significant financial help from family or friends if they 
had an unexpected loss in income, compared to' respondents with "bad" credit (45% versus 
46%). The equivalent number for Hispanic respondents is 21 % more likely (51 %versus 
42%), and for White respondents it is 29% more likely (58% versus 45%), 
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