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Cancer Death Rate Declined for the First 
Time Ever in the 1990s 

The National Cancer Institute (NCI) announced today 
that the cancer death rate in the United States fell by 
nearly 3 percent between 1991 and 1995, the first 
sustained decline since national record-keeping was 
instituted in the 1930s. 

The rates reported by NCI are based on mortality data 
collected by the National Center for Health Statistics 
of the Centers for Disease Control and Prevention. For 
1995, preliminary data were used, so the precise 
numbers could change slightly once final data are 
available. But officials said they are confident that the 
trend is real. 

"The recent drop in the cancer death rate marks a 
turning point from the steady increase we have seen 
throughout much of the century," said NCI Director 
Richard Klausner, M.D. "The 1990s will be 
remembered as the decade when we measurably 
turned the tide against cancer." 

Klausner added that thousands of scientists, doctors, 
nurses, patients, volunteers, and others have devoted 
themselves to conquering this disease, and "this is the 
news we've been waiting for. We are on the eve of the 
25th anniversary of the National Cancer Act, the 
legislation that made cancer research a high national 
priority. Now our nation's investment is paying off by 
saving lives. We are immensely gratified." 

The overall cancer death rate is a composite of rates 
for many different types of cancer. The mortality 
trends for major cancers in men and women provide a 
more detailed picture of the relative success that has 
been achieved against each disease so far. 

Most of the overall drop in the death rate is due to 
declines in lung, colorectal, and prostate cancer deaths 
in men, and breast, colorectal, and gynecologic cancer 
deaths in women. Some of these trends have been 
noted previously; for example the breast cancer death 
rate has been falling since 1989, and the colorectal 
cancer rates have been falling for about 10 years in 
men and several decades in women. Other trends, 
such as the decline in prostate cancer mortality, have 
only now become apparent. 

"The decline in mortality reveals the strides we have 
made in prevention through tobacco control, in early 
detection, and in treatment," said Brenda K. Edwards, 
Ph.D., associate director for NCI's Cancer Control 
Research Program. "The knowledge that has flowed 
from years of research, combined with a massive 
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effort to apply that knowledge for the benefit of 
people, has made the difference." 

The decline in mortality has been greater among men 
than women, although the absolute rate remains 
substantially higher in men. From 1991 to 1995 the 
rate declined 4.3 percent in men and 1.1 percent in 
women. By contrast, from 1971 to 1990, the rate rose 
7.8 percent in men and 6.9 percent in women. The 
gender discrepancy in recent trends is largely a result 
of changes in lung cancer rates, which in turn are 
strongly influenced by smoking patterns. Lung cancer 
mortality fell 6.7 percent in men in the five-year 
period while rising 6.4 percent in women. 

The decline in cancer mortality has been greater 
among African Americans than white Americans, 
although rates are still about 40 percent higher in 
black men than in white men. For blacks the overall 
rate declined 5.6 percent, while for whites the rate 
declined 1.7 percent. The decline in cancer mortality 
among blacks is largely due to trends in lung cancer in 
men and colorectal cancer in men and women. 

The breast cancer death rate in women declined 6.3 
percent between 1991 and 1995, with a larger decline 
in women under 65 (9.3 percent) compared with 
women 65 and older (2.8 percent). These gains reflect 
the success of both early detection and treatment 
advances. 

Cervical cancer deaths fell 9.7 percent, reflecting the 
continued widespread use of Pap screening. Ovarian 
cancer deaths fell 4.8 percent, nearly all of the decline 
due to the trend in women under age 65. 

Prostate cancer mortality declined 6.3 percent. The 
rate for men under age 75 fell 7.4 percent, while the 
rate for men 75 and older fell 3.8 percent. White men 
had a greater decline in prostate cancer mortality than 
black men. Causes of the prostate cancer trend are 
largely unclear, and additional time will be required to 
determine whether the decline continues. 

Colorectal cancer mortality continued to decline for 
both men and women, a trend that likely reflects the 
success of early detection, better treatment, and 
possibly changes in diet and other risk factors. 

Mortality from non-Hodgkin's lymphoma continues to 
increase among both men and women. The causes of 
this lymphatic cancer are poorly understood and are 
under study. 

NCI scientists plan to publish a detailed analysis of 
the trends in 1997. 

For additional information, also see the Questions & 
Answers on Trends in Cancer Mortality in 
"Background" section of this site and Statement on the 
Decline in Cancer Mortality by Donna E. Shalala, 
Secretary of Health and Human Services in the "Press 
Release"section. 

Statistical Charts Depicting the Drop in Cancer 
Mortality - 11 charts visually depicting various 
aspects of the drop in cancer mortality. 
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TOE WASHINGTON POST 

Death Rates 
From Cancer 
Are Falling 
Health Precautions, \ 
Early Detection Cited j 

ByCurtSuplee 
Washngtod Post Stiff Wntcr 

For the first time this century, 
cancer death rates have begun to de­
cline steadily, according to two new 
studies, and the trend may be accel­
erating. As a result, leading experts 
predicted yesterday, mortality rates 
from all forms of cancer could de­
crease by 15 percent to 50 percent 
within the next 20 years. 

The cancer mortality rate—the 
percentage of the U.S. population 
that dies from canCer each year— 
peaked at the beginning of this dec- . 
ade after increasing every year since -
the 1930s, when nationwide records 
were first collected systematically, 
researchers found. Beginning in 
1991, the cancer mortality rate has 
dropped annually from a 1990 high 
of about 135 deaths a year per 
100,000 people to 130.8 per 
100,000 in 1995. 

That does not necessarily mean 
that the total number of Americans 
dying of cancer will diminish in the 
near future. That is because the size 
of the U.S. population is increasing 
and the elderly—who are more 
prone to many cancers—make up an 
ever larger proportion of society. In 
addition, the incidence of cancer— 
the number of people being diag­
nosed with cancer—has continued 
to increase slightly, for reasons that 
are largely unknown. 

Nonetheless, in the short term, 
the fall in the death rate means that 
at least 12,000 and possibly as many 
as 16,000 Americans will survive • 
cancer this year who would have 
died if the rates were the same as 
they were in 1990, according to 
Harmon J. Eyre, chief medical offi­
cer of the American Cancer Society. 

Experts attributed the dropping 
mortality rate in large part to the 
decrease in smoking, although a 
drop in drinking, exposure to the 
sun, and exposures to chemicals in 
the workplace also played a role. In 
addition, improved early detection 
methods and new medical treat­
ments have improved cancer surviv­
al rates, they said. 

"We see this as a real triumph in a 
long and incredibly intense struggle 
to reduce the burden of cancer," said 
National Cancer Institute Director 
Richard D. Klausner. 

The new findings arise from two 
independent but complementary 
studies by academic researchers and 
NCI staff. 

Philip Cole and Brad Rodu of the 
University of Alabama at Birming­
ham, whose analysis is being pub­
lished in Friday's issue of the ACS 
journal Cancer, conclude that total 
mortality rates from all forms of can­
cer hit a plateau in 1990, and fell by 
about 3.1 percent from 1990 to 
1995. That means a drop in death 
rates of about 4.2 cases per hundred 
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thousand person-years—about 40 
percent of which, they determined, 
is attributable to decreases in hmg 
cancer fatality. 

Cole and Rodu based their coodu-
SKHIS on exan mation of three nation­
wide data sets: the federal govern­
ment's Vital Statistics of the United 
States; the Center for Disease Control 
and Prevention's monthly mortality re­
ports; and fatality information from 
NCTs bread-based national surveillance 
program. 

While Cole and Rodu were preparing 
their report, NCI researchers involved 
in a separate review of national cancer 
fatality figures were coming to a SUMIUI 
conriustcnr NCTs final report is due in 
1997. But in a summary released yes­
terday, NCI stated that it, too, had dis­
cerned an appnodmately 3 percent drop 
m death rates from 1990 to 1995. 

Most of it, the summary said, Ts due 
to dedmes in hmg, colorectal and pros­
tate cancer deaths in men, and breast, 
colorectal and gynecologic cancer 

in women. 

, Statistically, African Americans I 
• efited most from the mortality-rate im-1 

i provements, NCI found. From 1991 to 
! 1995, the overall cancer death rate 
among white Americans dropped by 1.7 
percent But the. mortality rate for all 
cancer sites combined declined 5.6 per-

! cent among blacks, in sharp contrast to 
j an 1&3 percent rise in the rate be-
i tween 1971 and 1990, the NCI found, 
i Much of that reduction "is due to a 10 
! percent decline in hmg 
1 among black men, which account for 
one-drird of all cancer deaths in black 
men," the NCI stated. 

The NCI researchers noted Oat the 
death rate for certain cancers and cer­
tain groups lave continued to increase 
despite the overall decline. In men, 
mortality from lymphatic cancers has 
risen, for example; so have lung cancer 
deaths in women aged 65 and dder. 

Representatives of the ACS, NCI and 
CDC have scheduled a joint news cco-
ference for 9-J0 tins morning at the Na­
tional Press dub to announce the find­
ings and to call for more assressne 
coordination among government, the 
private sector and volunteer groups. 

Eyre of the ACS said that skeptics 
have downplayed the significance of the 
results, arguing that a dedme in mortal­
ity rate of 0.5 percent to 2 percent per 
year is "pretty smaU" and that people 
who escape death by cancer win, inevi­
tably, die of something else. Those 
views, he said, are misleading. 

There will always be a leading cause 
erf death. The question is: At what age 
do people de, and how much premature 
fife is kst due to the dtseaseT Unlike 
heart attacks and stroke, which tend to 
occur fate in fife, "cancer arises at dif­
ferent stages of fife, affecting more peo­
ple in their forties and fifties than car­
diovascular disease and so accounts for 
more years of life lost," he said 

So "when cancer as a group of diseas­
es is eliminated, the population wffl live 
longer with a better quality of life." 

TRACKING THE TREND 

T wo separate studies show a steady decline in the mortality rate 
from cancer for the first time in U.S. history. Experts expect the 

trend to continue. 

Cancer deaths each year 
PER 100,000 AMERICANS 
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SOURCES: American Cancer Society. National Cancer Institute 
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INTERNATIONAL FORCE TO THE RESCUE 

ACanadian4ed international 
force of more than 15,000 

troops, including Americans, may 
go to Zaire soon to secure 
operations by aid organizations 
that are trying to feed Hutu refugees 
and help them return to Rwanda. 

TROUBLE SPOTS 

Goma: A city of 80,000 now controlled 
by Zairian Tutsi rebels who captured it 
as well as Bukavu and Uvira two weeks 
ago. The international force may fly into 
Goma airport and secure a road leading 
to the Rwandan border, to open a 
corridor for the safe return of refugees. 

Mugifflga, the remaining refugee camp 
in Zaire, has become the center of Hutu 
militants. About 500,000 Hutu refugees 
are now concentrated there, including 
many who fled camps farther south. 
Another 300,000 refugees, who fled 
other camps, are stranded without aid 
along a road about six miles south of -
Mugunga. 

MwengK About 250,000 refugees are 
stranded near this town after fleeing 
fighting that began three weeks ago. 
Other refugees who fled the clashes are 
wandering the roads and countryside of 
Zaire; some have reached Uganda. 

* v y * ^ ^ r : i p i h CENTRAL AFRICAN w v J* : , ^ 

RWANDA 
KlunganU I 

"SANDAy ' 1 : 

;'':'̂ <V?-KENYAr4 

Jli l l l i i l l 

ZAIRIAN ARMY 

SOURCES: The International Institute ol Strategic Studies, news reports 

Poorly trained, ill-equipped and often unpaid, Zaire's 49,000-man 
regular army has largely had to go its own way jn recent years. In the 
absence of support from the central government in Kinshasa, soldiers 
have relied on shakedowns and occasional looting to support themselves, 
particularly in the east. A separate force, Zairian leader Mobutu Sese 
Seko's Presidential Guard, is better disciplined but is'loyal only to 
Mobutu, who is in Europe recovering from cancer surgery. 

RWANDAN ARMY 
Until July 1994, the present Rwandan army was a Tutsi-led rebel force, 
the Rwandan Patriotic Army, based in Uganda. Following the 1994 
massacres of Tutsis and moderate Hutus by a militant Hutu Rwandan 
government, the rebels routed Rwanda's Hutu army and militias and 
installed a new government. Battle-hardened and relatively well equipped, 
the force, estimated at 40,000 troops, is led by Maj. Gen. Paul Kagame, 
who was trained in the United States and is considered a skilled tactician. 
The army has been plagued, however, by guerrilla attacks by Hutu refugees 
in Zaire and accused of reprisal killings following the 1994 genocide. 

ZAIRIAN REBELS 
The rebel force that has been fighting Zairian army troops since at least 
September—and is now battling armed Hutu refugees—appears to be 
primarily composed of ethnic Tutsis. Tutsis have been in what is now 
eastern Zaire since the 18th century. In 1981, Zaire revoked their 
citizenship rights, and the Tutsis have since taken up arms against the 
central government. The rebels' leaders say their movement also embraces 
members of other ethnic groups and from other regions, seeking to 
overthrow Zairian leader Mobutu Sese Seko. But the force's battlefield 
success, along with the fact that its attacks have cleared out Rwandan 
Hutu refugee camps, have led to accusations by Zaire that the rebels are 
backed by the Tutsi-led government of Rwanda, and possibly by Burundi 
as well. 

HUTU REFUGEES ' ,' i 
An estimated 1.1 million Rwandan Hutus fled to Zaire after the Rwandan 
Patriotic Army ousted the Hutu-led Rwandan government that carried out 
the 1994 genocide. They set up about 40 camps near Goma and along 
the Rwandan and Burundi borders. The camps have served as havens for 
former political and military leaders who orchestrated the genocide, and 
they have staged sporadic guerrilla raids against the Rwandan government. 
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To: Pauline Abemathy 

Fax # : 202-456-2878 

Re: Hospital Pnofitability 

Date: November 26, 1996 

Pages: 7, including this cover sheet. 

FACSIMILE 

Here is what our staff have been able to come up with so far. We are still checking with some 
other sources and will let you know if we come up with any thing more. 

ProPAC estimates ** aggregate Medicare inpatient PPS margins * * to reach 8% in 1996 PPS 
fiscal year, the highest since 1986. They estimate roughly 5.5 for 1995. (Guterman 
et al.. Health Affairs, Fall 1996). [attached] It is a remarkable bounce back from the negative 
PPS margins of 1990 - 92. which appear to be achieved by cost reductions by hospitals. 

They use early evidence from Medicare Cost Reports, their own trending models, plus 
communications from AHA about continuing trend of hospital costs as of Dec 95, 

- The Aggregate is sometimes a far cry from the median. The Aggregate essentially weights 
large hospitals more. ProPAC report of June 96 gives PPS inpatient margin estimate 
for FY94 (PPS-1 I) breakdown: 
Medians: 
> All hospitals 1.2% (it had been negative for 5 previous fiscal years) 
> Large Urban 4.2 
> Other Urban 0.3 
> Rural referral 1,3 
> Sole community 4.3 
> Other rural -2.1 

- Total margins (all products to all payers) are much more stable over time than Medicare 
inpatient PPS margins. They are estimated by ProPAC at 4.7% in 1994 and have been 
between 3 and 5 for two decades with a wee bit more in 85-86. Our research for the 
decade of the 1980's found that most explainable variation was "between" hospitals, with 
some temporary short-term variations in years of "windfalls" or unusual stress. 
- Median total margin did not vary much by rural/urban status: Large Urban 3.4. Other rural 
3.2 
Three notes: 
(I) Since depreciation is based on historical cost, 
and new investment can be slow to generate full 
revenue potential ~ BEWARE: if a hospital stops 
building/mode mizing/investing/growing, you could 
see misleading lower costs and higher profit in the 
shortrun. Of course, if you think that we have 
excess capacity, it's great that hospitals would "eat 
up capital" and we should ratchet down the 
payments. 

From the desk of,.. 

Llaa Simpson, MB, BCH, MPH 
Deputy Adroinatrator 

Agency for Health Care Policy and Research 
2101 East Jefferson St. 

Rockville. MD 20852 

301-594-6662 
Pax: 301-394-2186 
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(2) Hospital profitability, unlike for other enterprises, is measured as percent of revenue rather than 
return on "equity". This requires cautions in an era of major reorganizations. Operations that yield 
costs and revenues can be spun off to other legal entities and joint ventures of the parent organization, 
leaving unknown effects on what remains in the "hosprtal" per se. 
(3) Related to poims (I and 2) hospitals responded to slowing inpatient demand with very large 
investment and ventures for outpatient services. These were the engine of growth for many 
hospitals, and subject to FFS billing. That is clearly slowing -- but perhaps it is being split off as well? 

Please do not hesitate to call if you have any questions. 

Lisa Simpson MB, BCH 
Deputy Administrator 
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H E A L T H T R A C K I N G : T R E H D S 

Hospital Cost Growth Down 
Unprcccdenud cost consrraint by hospitals has maintained 

their bottom line. But can it continue} 

BY STUART GUTERMAN, JACK ASHBY, AND TIMOTHY GREENE 

H 
OSIMTAIS OPERATE IN A tapidly 
changing health care environment. 
They have faced increasing pressure 

from payers ro lower prices for their services 
and more competition from other health care 
providers. Hospitals have responded to these 
pressures with unprecedented cost con­
straint. They have, in fact, improved their fis­
cal condition. 

Here we review hospital cost trends of the 
past decade or so to understand better the 
pattern of cost growth, its relationship to 
hospitals' financial status, and some of the 
factors that underlie these trends. We pay 
particular attention to cost shifting—the dy­
namic interaction among payment flows from 
various payers. How this interaction unfolds 
has important implications for health policy.1 

TRENDS IN HOSPITAL COSTS 

Medicare implemented the hospital prospec­
tive payment system (PPS) in fiscal year 
1984.- Hospitals anticipated that under the 
new system they would face pressure to keep 
their costs below the fixed per case payment 
rate, Consequently, inpatient operating costs 
per case increased only 1.8 percent in the "first 
year of PPS (Exhibit I). 1 

The anticipated pressure, however, did not 
materialize. In fact. PPS operating payments 
per case rose by 18.5 percent in the first year 
and 10,5 percent in the second. This is attrib­
utable to two factors: (1) The base-year hospi­
tal costs upon which the initial PPS rates 
were sec were overestimated because of the 
use of unaudited Medicare Cost Reports; and 
(2) the Medicare case-mix index, which rep­

resents thc costliness of cases treated by each 
hospital and determines the level of pay­
ments, increased by more than expected be­
cause of greater emphasis on coding and 
documentation of thc medical record. 

In the second through the seventh years 
hospitals returned to the rapid cost growth 
that prevailed before PPS. The increase in op­
erating costs per case averaged 9.4 percent-
much more than operating payments per case 
rose over the same period. By 1990 cumulative 
cost growth had exceeded combined payment 
increases. 

There has been a marked change in thc cost 
trend since 1990. Not only did the aggregate 
level of PPS costs exceed PPS payments for 
the first time in that year, but other changes in 
health care markets were increasing thc fi­
nancial pressure on hospitals as well. Operat­
ing costs per case grew only 6.9 percent in 
1991—the smallest rise since the first year of 
PPS. Costs rose 1.3 percent per case in 1993 
(below general inflation) and actually de­
creased by 1.3 percent in 1994. Available infor­
mation indicates that hospitals continued w 
constrain their cost growth through 1995,'' 

FINANCIAL CONDITION 

• PPS INPATIENT MARGINS. Thc PPS inpa­
tient margin compares combined Medicare 
operating and capital payments with the cor­
responding costs.5 In 1994 the aggregate PPS 
margin rose for the third consecutive year to 
4.7 percent (Exhibit 2). This contrasts with a 
declining trend through the first eight years of 
prospective payment, during which the mar' 
gin fell to a low of -2.5 percent. The turn-

Scuart Gutcman is dephty iircctor oj xhc Prospective Payment Assessment Commission (ProPAC) in 
Washington. D C. Jack Ashby and Timocky Crune art senior health policy ana}ysts there. 
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EXHIBIT 1 
Annual Chang* 
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Percent cfiange 
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EXHIBIT 1 
Annual Change In Prospective Payment SyBtem (PPS) Operating Costs And Payments 
per Case, First Eleven Years Of PPS 

Portent change 

20 
Costs • Paymenis 

I • 4 1 1 
1 I I I 

1984 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 

SOUBCE: ProPAC BnslySls of Madieare Co« Report dlU from tfte Haaltn Care Hneneing Mim\9V3lion. 
NOTES: Oats foi each y«ar are from nospiwl cost reports tor pefeds Beginning during ft«e eorrespondlng federal fiscal year. 
excluding nospitais Wat wera not paid under PPS during that year. Changes ere based on cofwns of hosplisl* with coat reporw In 
each of Nro consecutive years. 

EXHIBIT 2 
Aggregate Prospective Payment System (PPS) Inpatient Margin, 
First Thirteen Years Of PPS 

Margin (perceni) 

16 

1984 1985 1988 1987 1988 1989 1990 1991 1992 1993 199* 1995» 1996* 

SOURCE; ProPAC analysis of Medicate Cosl Report data from vie Health Care Financing Admirtsvailon. 
NOTES: Data for each PPS year ere from hospital cost reports for periods beginning during the conesponding federal fiscal year, 
excluding hospitals that ware not paid under PPS during (hat year. 
• Me/gin estimated for 1995 and 1936. based on currently available date on cost and payment irends. 
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around is attributable to the sharp slowdown growth through the 1970s and early 1980s re­
in hospital cost growth. If current trends con- suited in rising total margins. As shown in 
tinuc. thc aggregate PPS inpatient margin for Exhibit 3, the early years of PPS saw a large 
IOOA m o s , * increase in the aggregate total margin, partly 

because of high profits on Medicare cases. In 
1996 will rise to 8.8 percent.' 

• TOTAL HOSPITAL MARGINS. How 
hospitals respond to changes in Medicare 
payment policies is determined by their over­
all payment and cost environment. Through­
out the years since the implementation of 
PPS. total hospital revenues and expenses 
have tracked remarkably closely. From 1985 
through 1992, while total ex­
penses per case rose between 
7.8 percent and 9.3 percent, to­
tal revenues per case increased 
between 7.7 percent and 9.4 
percent.7 This indicates that 
despite thc rapid growth in 
costs during this period, hospi­
tals were able to generate the 
overall income necessary to 
cover their costs. In fact, from 
1981 to 1992 cost increases ex­
ceeded revenue increases in 
only three of thc twelve 
years—1986,1987, and 1988. 

More recently, the flow of funds to hospi­
tals has been more limited. Total hospital 
revenues per case grew by only 5.4 percent in 
1993, or 2.4 percent above general inflation— 
thc smallest real increase in more than a dec­
ade, Hospitals responded to this pressure by 
reducing growth in total expenses per case to 
5 8 percent. There was even more pressure 
from payers on prices of hospital services in 
1994, as revenues per case declined in real 
terms. Again, hospitals responded by curtail­
ing costs, with a 1.6 percent increase in ex­
penses per case—well below general inflation 
and 0.6 percentage points lower than the in­
crease in revenues.8 

The total margin indicates the extent to 
which hospitals produce enough revenues to 
cover their expenses (or their success in hold­
ing costs below payments) 9 Because it re­
flects revenues and expenses from all sources 
(including activities other than patient care), 
the total margin is the best available measure 

"Although the 
pattern changed in 

the early J990s, 
cost shifting 

continues to be 

subsequent years—as Medicare tightened its 
control over inpatient payment rate in­
creases—the total margin began to fall. In the 
late 1980s, however, the total margin bot­
tomed out at 3.3 percent, and by 1991 it had 
risen to 4.3 percent The total margin re­

mained steady through J993 
and then increased to 4.8 per­
cent in 1994, thc highest level 
since 1986 and above the levels 
experienced before PPS began. 

an important 
factor." 

ROLE OF COST 
SHIFTING 

Cost shifting occurs when 
hospitals use revenue gains 
from certain payers to offset 
othct revenue shortfalls. Hos­
pitals have long received 
higher payments relative to 
costs from some payers than 

from others, and surplus funds from at least 
some private insurers have always been the 
primary method of financing bad debts and 
charity care. But cost shifting refers to thc rela­
tionship between changes in thc prices paid 
by different groups; that is. an increase in 
losses (or a decrease in gains) from one source 
creates pressure to generate an offsetting in­
crease in revenue from another source.10 

Thc trends in payments and costs through 
the 1980s provide strong evidence that this 
relationship exists. Moreover, although the 
pattern changed in the early 1990s, cost shift­
ing continues to be an important factor when 
considering thc implications of potential pol­
icy changes. 

In the latter half of the 1980s and thc early 
1990s, as discussed earlier. Medicare pay­
ments rose much more slowly than did the 
costs of treating Medicare patients. Total 
Medicare payments to hospitals for inpatient, 
outpatient, and postacute care, which had ex-
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EXHIBIT 3 
Aggregate Tout Margin, 1981-1994 
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SOURCC: Americen Hospital Association Annual Survey ot Hospitals, 

EXHIBIT 4 
Hospital Payment-To-Cost Ratios, By Payer, 1980-1994 

Year Medicare Medicaid Private payer 

1980 0.96 0.91 1.12 
1981 0.97 0.93 1.12 
1982 0.96 0.91 1.14 
1983 0.97 0.92 1.16 

1984 0.98 0.88 1.16 
1985 1.01 0.90 1.16 
1986 1.01 0.88 1.16 
1987 0.98 083 1.20 

1988 0.94 0.80 1.22 
1989 0.91 0.76 1.22 
1990 0.89 0.80 1.27 
1991 0.88 0.82 1.30 

1992 0.89 0.91 1.31 
1993 0.89 0.93 1.29 
1994 0.97 0.94 1.24 

137 

SOURCE: ProPAC analysis of osta from the American Hospital Association Annual Survey of Hospitals. 
MOTES: Payment* and costs include OotTi Inpatient end outpatient servlcei In acute care and other hospital units, Most rev­
enues and cesu from Medicare risk plans and Medicaid health maintenance organltatlena (HMOs) are Included In the private 
payer category. Because of reporting inconsistenclas related to Medicaid dlsoreparuonate-shara payments and provider-
specific texes. there is same Was in the payment-uxost ratios for all payers since about 1991. TWa, newever, should net 
effect the qualitative interpretation of the data. 
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1986. fell to 88 percent of costs by 1991 (Ex­
hibit Although uncompensated care 
losses were relatively constant. Medicaid pay­
ments also fell relative to costs. However, hos­
pitals generally were able to cover their higher 
losses by shifting costs to private insurers Be­
tween 1986 and 1991 the ratio of private-payer 
payments to costs rose from 116 percent to 130 
percent. This was how hospitaJs were able to 
maintain their fairly stable total margins.12 

In recent years more private insurers have 
been actively constraining their payments to 
hospitals. The private-payct payment-to-cost 
ratio reached a peak of 131 percent in 1992 and 
then fell to 124 percent in 1994. Meanwhile. 
Medicare payments have increased as slowly 
as at any time since the implementation of 
PPS. Medicaid payments, which rose steeply 
in 1992 with an infusion of funds from thc 
federal government to support growing state 
payments to dispropomonatcshare hospi­
tals, have been more constrained since then.11 

Lacking a ready source of additional reve­
nue, hospitals have responded by sharply re­
ducing their cost growth. Ironically, because 
of this lower cost inflation, the Medicare 
payment-to-cost ratio has increased substan­
tially, to 97 percent in 1994.H For some hospi­
tals, improved Medicare margins may be 
cushioning the impact of the changes among 
private payers. 

CONCLUSIONS 

In a rapidly changing health care environ­
ment, hospitals have maintained—and in 
some cases, even improved—their financial 
status. This has been accomplished through 
reductions in cost growth that are unprece­
dented in their magnitude and duration 

Payments from private payers as a percent­
age of patient care costs fell for the first time 
in 1993. and this trend accelerated in 1994. 
Hospitals, no longer able to generate the reve­
nue necessary to cover the rapid cost growth 
seen in the 1980s, responded by sharply con­
straining their spending, However, all hospi­
tals do not feel the implications of this change 
equally. Many hospitals still receive large 
enough surpluses from private payers to 

maintain their total margins Others rcccive 

enough additional indirect medical education 
or disproportionate-share payments from 
Medicare or Medicaid to protect their finan­
cial status. Some hospitals, though, do not 
have a large enough share of privately insured 
patients, or enough payment leverage with 
private payers, to offset their losses from char­
ity care and bad debts. 

Because of diminished cost growth. PPS 
inpatient margins are rebounding from their 
negative levels of several years ago. Thc wide 
fluctuations in thc PPS margin are primarily 
attributable to thc trend in costs, not pay­
ments. Medicare payments per case for inpa­
tient hospital services have been fairly stable 
over time, and the increases in recent years 
have been among the lowest since the imple­
mentation of PPS. 

As Medicare payment policy is deliberated 
in the coming months and years, decision­
makers will have to balance some important 
considerations. PPS updates historically have 
been pegged to a reasonable rate of increase in 
thc cost of providing inpatient care to Medi­
care beneficiaries. This has led to stable in­
creases in paymenis per case, despite tremen­
dous pressure to raise payments in the face of 
negative margins and to lower them when 
margins are high. 

At the same time, Medicare, as a public 
payer, has a responsibility to be a prudent 
purchaser of health care, and thc projected 
insolvency of thc Hospital Insurance (HI) 
Trust Fund magnifies the importance of that 
role. Taking advantage of the forces at play in 
the private sector could result in substantial 
savings for the program. 

As the recent health care reform debate has 
shown, striking a balance between these two 
roles is difficult. Sharp reductions in Medi­
care payment rates could compromise access 
to and quality of care for beneficiaries. On the 
other hand, setting rates at levels that are in­
consistent with current market conditions 
could result in excess program spending that 
increases the threat of Medicare insolvency 
and hinders attempts to reduce thc federal 
budget deficit. The solution must take into 
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account the needs of Medicare beneficiaries, 
the fiscal stability of the program, and thc im­
pact on government spending, keeping in 
jnind thc broader influence Medicare has on 
the financing and provision of health care in 9. 
this country. 

NOTES 
1, See Prospective Payment Assessment Commis­

sion. Medicare and iht American Htalih Cart System 10. 
(Washington: ProPAC.June 1996). 

2. Initially. PPS applied only to inpatient operating 
coses, which include all Medic arc-allowable rou -
cine and ancillary (but not cipital) costs. PPS for II. 
inpatient capital costs took elfcct in FY 1992. 

J. The degree of each hospital's cost response to 
PPS was related to the severity of anticipated 
pressure. Sec J. Fcdcr, J. Hadley, »nd S. 
Zuckerman. 'How Did Medicare PPS Affect 
Hospitals?" The New England Journal o( Medicine 117. 
no. 14 (1987): 862-873. 

4. American Hospital Association. National Hospi-
ral Piinel Survey. December 1995. 

5. The PPS inpatient margih is computed as (PPS 
Inpitient paymcnts-Pl'S inpatient costs]/[PPS 
inpatient payments). Thc aggregate PPS inpa­
tient margin Is computed by summing PPS inpa­
tient (operating plus capital) payments and 
costs for all hospitals. 12. 

6. Thc latest aviilablc data on PPS Inpatient mar­
gins arc from the Medicare Cost Reports filed by 
each hospital for the cost reporting period begin­
ning during federal FY 1994. PPS inpatient mar­
gins for 1995 and 1996 were estimated by apply- I J. 
Ing information on current payment and cost 
trends to that base. The payment trend is esti­
mated using the FY 1995 and 1996 updates ro rhe 
PPS operating and capital payment rates and 
ProPAC estimates of (he increase in the PPS 
case-mix index. The cost trend Is estimated us­
ing monthly data through December 1995 on to­
tal hospital expenses per adjusted admission 14. 
from the AHA's National Hospital Panel Survey. 

7. Data on total revenues and expenses per adjusted 
admission are from the AHA Annual Survey of 
Hospitals Total revenues and expenses include 
all sources, including inpatient and outpatient 
acute care and postacute care based in the hospi­
tal, as well as hospital activities unrelated to pa­
tient care, such as parking, catering, and gift 
shop services. Adjusted admissions are a meas­
ure of the combined volume of inpatient and out­
patient services provided by a hospital. 

8. The cost growth figures cited here differ some­
what from those presented earlier. The earlier 
data describe the trend in Medicare inpatient 
operating eosts per ease, whereas these portray 
total hospital expenses pet adjusted admission. 

This measure Includes nor only Medicare 
inpatient operating costs, but also Medicare In­
patient capital and outpatient costs, inpatient 
and out patient costs for other pailenw, and non-
patient care cost* incurred by thc hospital. 
The total margin is computed as [total hospital 
rcvenucs-roral hmpic.il expcnscsj/fcotal hospi­
tal revenues]. The aggregate total margin is com­
puted by summing total hospital revenues and 
expenses for all hospitals. 
Sec ProPAC. Tlic ftcliirionsfcip of Hospital Costs and 
Paymenr by Sourre of Rcvt.iuc. I980-I99I. Intramural 
Report I-95 01 (Washington; ProPAC. October 
1995). 
Thc payment-to cosr ratio for each payer cate­
gory is computed using the charges and pay­
ments by category reported by each hospital in 
the AHA Annual Survey of Hospitals. A hospital-
level ratio of expenses to charges is then applied 
to thc reported charges hy category to derive an 
estimate of costs by category for each hospital. 
Payments and costs hy category are aggregated 
for all hospitals, and che ratio of payments to 
coses is computed for each category. Values are 
imputed for hospitals that do not provide the. 
data necessary to compute thc relevant variables, 
This may affcer the payment to-cost ratios for 
each payer in each year but is unlikely to distort 
the patterns across payers or years. 
Because Medicare and private payers account for 
similar shares of (oral hospital costs, a decrease 
in the ratio of payments to costs from one source 
can be offset by an about equal increase In the 
ratio from che other source. 
The increased federal funding of Medicaid 
disproportionate-share payments came through 
the use of provider-specific taxes and donations 
to the state Medicaid programs, which since 
have been limlccd by federal law. See ProPAC, 
Analysis o/Mfdicoirl Disprofonionate Share Payment 
Adjusimaits. Congressional Report C-94-01 
(Washington: ProPAC. [January 1994). 
The 97 percent Medicare payment-to-cost ratio 
in 1994 contrasts with the PPS margin of 4.7 
percent in thc same year. This is attributable ro 
the broader scope o( the paymcnt-co-cosc ratio, 
which reflects payments and costs for all Medi­
care services (inpatient and oucpacienc acute 
care, medical education programs, and hospital-
based postacute care). Payments for outpatient 
services, medical education, and pose- acute care 
tend to be below reported costs because of che 
use of fee schedules, discounts from cost-based 
races, and payment limits. In addition, the pay 
ment-to-cost ratio reflects Medicare's share of 
all hospital coses, whereas the PPS margin is cal­
culated using only Medicare-allowable coses, 
which are believed to be 3-5 pcreent lower. 
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Harry! Louise! You Lied 
They told us that national health 

care would deprive us of the right to 
choose our own doctors. 

So we said no to national health 
care. 

And we found ourselves enrolled In 
something called an H.M.O. It gave 
you a list of doctors to choose from. If 
your doctor wasn't listed, they told 
you to forget him. 

They told you to choose one of the 
doctors on the H-M-O/s list, or else. 
"Or else" meant your health insur­
ance wouldn't pay your doctor's bill. 

They had deprived us of the right 
to choose our own doctors. 

And they told us if we had national 
health care there would be Govern­
ment bureaucrats Interfering with 
our medical treatment. 

Strangling us with red tape. 
Burying us under tons of paper­

work. 
So we said no to national health 

care. 
We said yes to the great insurance 

corporations of America, and per­
haps of the entire planet now that 
conglomerated capital no longer rec­
ognizes national boundaries. 

We said yes because we did not 
want Government bureaucrats Inter-
feting with our medical treatment. 

Did not want to be strangled with 
red tape. 

Didn't want to be buried under 
tons of paper. 

So we said no to national health 
care and said yes to great-insurance-
company health care. 

And we found ourselves up to the 
neck bone in bureaucrats. 

Not Government bureaucrats, to 
be sure. 

That's right: The bureaucrats who 
occupied more and more of our lives 
were not Government bureaucrats. 
They were great-lnsurance-compa-
ny-of-America-and-possibly-the-
whole-dam-world bureaucrats. 

In bureaucrats we were up to the 
neck bone. 

The neck bone is the seat not only 
of the infamous pain in the neck, but 
also of three-day headaches, sour 
stomach, criminal dreams of blow­
ing up the great insurance corpora­
tions of America, and hatred for our 
fellow man, though more often our 
fellow woman since the bureaucrats 
most often encountered In the typical 
soul-crushing struggle with a great 
insurance corporation of America 
seem to be female. 

Whenever such a bureaucrat can 
be reached by telephone live. 

By those with sufficient patience to 
press numbers 1 through 117 in 
search of a human voice. 

And what was that red material so 
tightly wrapped around our necks? It 
was tape. Dreadful, terrifying red 
tape. But not the Government's red 
tape. 

It was the red tape of great insur­
ance companies, of H.M.O.'s, of vari­
ous and sundry doctors and the 
squadrons of accountants who man­
aged their vast files of paper. 

Affidavits, certified X-rays, nota­
rized doctors' statements, histories 
of previous aliments, professionally 
attested-to prospectuses of sickness­
es likely to be incurred in futures 
both near and far, sworn evidence of 
abstinence from cigarettes, solemn 
oaths not to develop long-term dis­
eases, F.B.I, records if available on 

Up to the neck 
in bureaucrats. 

drinking habits and sexual proclivi­
ties in your youth, any and <U1 
records forecasting genetic tenden­
cies to ill health, criminal activity, 
out-of-body adventuring and suscep­
tibility to kidnaping by aliens con­
ducting experiments on humans in 
U.F.O.'s. Such was but a small sam­
pling of the privately contrived non­
governmental red tape that stran­
gled us. 

Paper! How thick it rose around 
us, how densely it filled the air. 
That's why we felt buried under a 
stifling, crushing tonnage: paper I 
We had said no to national health 
care to avoid being buried under tons 
of paper. And here we were. Buried. 

Under tons of paper. 
They told us that national health 

care would cost us billions in taxes. 
Leave it to the free market, they 
said, and it wouldn't cost us a cent to 
continue enjoying the best medicine 
in the world. 

Provided we had private health 
insurance. 

So we said no to national health 
care. We did not want to pay zillions 
in taxes. We did not even want to pay 
$1.79 in taxes, to be perfectly frank. 
Especially since we had health insur­
ance, all but 30 or 40 mlUlonrtf us. We 
said the great free marked should be 
allowed to do its work ; ̂  ^ 

And that was the end <# -national 
health care. The health industry is 
cleaning up on Wall Street The rest 
of us pray we may never get sick. • 



Can we save our health-care system? 

P
erhaps because they hadn't rehearsed it ( 

both President Clinton and Bob Dole 
flubbed the same question in Wednesday's 
presidential debate. 

But unless the next president can find] 
an answer, the issue will cost many Americans 
their health—and some their lives. 

Verda Strategus, a health-care worker in the 
audience, told the candidates, "Managed care is . ' i 

taking over, especially in California. And because 
of that, the quality of care is going downhill There 
are many, many people who cannot get the tests 
that they need, when they heed them. And because 
of that, they are dying needlessly. 

"There are many, many more lawsuits being 
presented against the managed-care industry 
because of this. What would you do if you were 
president?" 

Neither candidate had a good answer. Both men 
stumbled around trying to fill the assigned time 
with empty verbiage. Dole responded by recycling 
old sound bites about the failed Clinton health plan 
and suggested the president might try again to get 
it passed if re-elected. Dole did concede that we 
will have to watch what's happening ior "we're 
going to end up losing our best care that we have 
in the world." Clinton ran the clock down by 
asking the audience how m^ny are in a managed-
care plan (a majority raised their hands) iand how 
many of them like it (only two). He did say he ; 
favored a federal bill to repeal gag ; 

rules on providers that prevent ••^•y^t.. 
physicians from telling patients J^- - r ' ' ^ I ^ X f f i ' : ^ -
they need a more expensive test . ' I f ^ s M ^ ^ J i ^ b i ^ i L 
or treatment. 

When time was up, the question -̂i.>x 
hung unanswered in the ^ 
politicized air, sure to haunt 
whoever wins the White House 
and whoever is elected to 
Congress. 

American health care is in 
great jeopardy,' as rapid changes 
push millions of people into 

^ m ^ ^ ^ ^ ^ ^ ^ J L n o t ^ ^ J 

Joan Beck :. ':ii3h' 

j '-):,?(/ 

^lA • 

pap smear, immunizations for their children arid' " 
help for an occasional sprained ankle. In.any given 
year, 85 percent of insured people don't go to a> ; < i /> 
doctor, th,e;HMO makes money on them. 

But as yet mariaged-care organizations don't 
have a clear or reassuring track record on caring . 
for those who are seriously, chronically ptfeH- . 
expensively ill and where financial p^ssuira tto; ' ,;. t 

reduce care are strongest A recent study shows ''• 
thkt the elderly under Medicare have markedly'•< 

worse health outcomes when they are treated to-'"; 
HMOs than in traditional fee-for-service system /̂ 

-the..." Patients are also losing another essentialT 

sense of trust they should have that their 
physicians are actinjg in.their best interest and no 
bound and gagged by HMQmiles and 
limitations on care. \ V ' 

i t l i . ' ' 
Whoiever will be making rules in Washington, 

next term will be V ^-
tempted—probably beyond their' 

149 million Americans belonged 
to HMOs or preferred-provider 
organizations. 

The unhealthy side effects of a 
for-profit system are becoming 
increasingly clear, as the welfare 
of stockholders and highly paid * 
executives takes precedence over 
tjj&iiealth of patients. 

/ Money is being wrung out of 
health care, as managed-care 
organizations promised. But it is 
not being spent to improve -
medical facilities or fof research 
or better treatment Much of it is 

»being used td put health care into 
play on Wall Street where 
patients are being traded, sold, . 
merged and brokered for profit :' 

- like, so many pork bellies. 
^ To wring costs down, managed-

care organizations and health 
insurers are cutting payments to 
hospitals to the worrisome point 
Hospitals are! being forced to 
reduce nursing staffs, rely on 
semi-skilled aides and drastically 
limit stays. Many may have to 
dose, downsize, go bankrupt or 
merge, especially those which 
care for many uninsured people. 

Medical specialists are being 
devalued. Many HMOs limit patients' access to 
physicians other than their primary care 
"gatekeeper" except in compelling circumstances. 
Some plans even penalize a doctor financially for 
letting a patient see a specialist. As money dries 
up, fewer doctors may be trained as specialists in, 
the future—even as medicine grows more complex 
and difficult. 

Patients may fare well when all they heed are a 

powers to resist—to respond to ; : 
voters' discontent and pass laws" 
trying to curb or correct HMO' ' . 
problems. ' ' 

Is this any way to run a heafth-" 
care system? Must we let the '• ''•' 
financial markets dictate how-""" 
much medical care we can get?' 
Dare we rely on politicians to V 
interfere fast enough and wisely • 

, enough? Will we need more 
1, lawyers and lawsuits to get. for * > 
'current example, breast 
reconstruction after cancer 
surgery? What should »'' •' • 
government do? 

\ Certainly there is a role for. .• 
., government, for example, in 
, making sure ample research . 
: funds are available to find nejw .. . 

- drugs and new •. iv, 
treatments—including funds for 
training specialists. Perhaps . ',. 
managed care organizations could 
be required to contribute a , 
percentage of their income. 

Legislation might be considered; 
to require employers and ; " ' ! 

;insurers to offer employees a fe^' 
for-service option, perhaps at ,'; 
higher cost, instead of pushing 
everyone into managed care. x" :.' 
Seniors on Medicare should riot • • 
be pressured into HMOs in hô es ' 

• - : of saving the government monej^1 

Gag rules in managed-care ; " 
contracts should be banned aiitf--
unconscionable infringement oft " 
ft-ee speech and a breach of '• 
doctor-patient trust Some sort o f 
appeals board to adjudicate ' 

• disputes between HMOs and . '• 
. patients might be set up to reduce 

lawsuits arid keep sick people .; 
• from waiting for months for ...t i 

Illustration by Robert Neubecker treatment , • ,, 

Next month, California voters will have to, decide 
on several bitterly contested proposals dealing, ? • 
with managed-care regidations, doctors' pay, , - i 
executives' compensation and new managed-care., j i 
taxes. Federal laws may not be far behirid. 'r'.,. , , 

This is supposed to be a free country. But how- ^ 
can we be free people if we are losing control over 
our own bodies and the care we can get when we,.,, 
qreill and elderly? 
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• It's a pleasure to be here today for this dedication. Your new facility, by providing 
so many services for women under one roof - from education to screening to 
treatment -- is an example of how common sense solutions can be effective in 
combating breast cancer. With breast cancer now striking one out of eight American 
women, your facility serves as an example for other medical institutions across the 
country. 

• I have been heartened as I travel around the country to see more and more people 
coming together in the fight against breast cancer. Just last week at the White House 
we hosted Princess Diana and representatives of the fashion industry, whose tireless 
work has not only brought public attention to the disease, but also has been 
instrumental in raising millions of dollars for much needed research. 

• The President has committed his Administration to a leading role in this effort: 

• Since 1993, the Department of Health and Human Services' funding for breast cancer 
has nearly doubled and now stands at $4?6-Tnillion. Total funding for breast cancer 

\-^f\-\ ^ a : : , research, prevention, and treatment services through the National Cancer Institute, the 
C? ' Department of Defense, and other agencies has increased six-fold since 1990. 

9 l n ̂ 93^ ^ President established the National Action Plan on Breast Cancer, an 
innovative public-private partnership to develop a national strategy to address issues in 
research, treatment, and education about the disease. The Plan has awarded nearly 
100 grants to worthy research and outreach projects. 

• Bringing together patient advocates, physicians, scientists, and government officials, 
the Plan has shepherded progress on many fronts. It is addressing the complex issues 
surrounding the identification of breast cancer susceptibility genes, boosting research 
into the environmental causes of the disease, increasing awareness and participation of 
women in clinical studies, and educating more Americans about the disease through a 
website on the Internet. 

• For its' part, the FDA has put all cancer drugs on the fast track for the review and 
approval so that cancer patients will have as many treatment options as possible. 

• In the absence of a cure, we must do everything we can to encourage early detection 
of the disease. As you know, mammograms are the key to early detection. The FDA 
has developed a certification program to make sure that all mammography facilities 
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meet the highest possible standards in equipment and personnel. 

• To make sure that as many women as possible can take advantage of mammogram 
technology, the Centers for Disease Control and Prevention currently offers free or 
low-cost tests to thousands of medically-underserved women. 

• Sixty percent of all breast cancers occur in women over 65. That is why the 
President is supporting efforts to make mammograms, which are currently available to 
women every other year through Medicare, an annual benefit. 

• Last year, I was surprised to find out that fewer than 40 percent of eligible women 
took advantage of the benefit. So, last Mother's Day we started the Mama-gram 
campaign to educate older women about the importance of mammograms. 

• Innovative partnerships are also making advances in the technological aspects of 
breast cancer detection. NASA, the Defense Department and the CIA have joined our 
Public Health Service's Office on Women's Health in the fight against this disease. 

• Computer programs used to simulate three-dimensional missile launches are being 
used to give us clearer, more detailed images to help doctors distinguish between 
benign and malignant tumors and to determine the size and spread of the tumor. 

• Government researchers are now beginning clinical trials with these technologies and 
with a little luck, they will enhance our ability to detect cancer at its earliest stages. 

• This progress gives us hope that breast cancer will soon be conquered. Thank you for 
your efforts and your commitment to helping the millions of American women and 
their families who are affected by this disease. 
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Telescope Reveals 
Galaxies Housing Quasars 
But the Pictures Create New Questions, Too 

U.S.'s Rate of Sexual Diseases 
Is Highest in Developed World 

By JOHN NOBLE WILFORD 
CAPE CANAVERAL, Fla., Nov. 19 

— Ever since the discovery of qua­
sars, the universe's most powerful 
objects, in 1963, astronomers have 
been trying to figure out where they 
reside and what forces could account 
for the tremendous energies coming 
from such distant sources not much 
bigger than the solar system. 

The working hypothesis has been 
that quasars occur at the cores of 
galaxies where black holes, concen­
trations of mass with incredible 
gravitational strength, gobble up 
surrounding stars and gases. The 
black hole's gravity heats up the 
material it is devouring, sometimes 
producing the energies that outshine 
galaxies of hundreds of billions of 
stars. 

But what kinds of galaxies are 
home to quasars? In telescope obser­
vations, a quasar's blinding light in­
variably obscured its surroundings. 
It was like driving at night in a 
snowstorm, as Dr. Mike Disney of 
the University of Wales in Cardiff 
put it. Astronomers could see the 
bright lights but not the "vehicles" 
from which they came. 

Now the Hubble Space Telescope 
has pierced the snowstorm, reveal­
ing for the first time the galaxies 
that are hosts to quasars, the Nation­
al Aeronautics and Space Adminis­
tration announced today. 

As often happens in science, how-
. ever, the observations of 35 quasars 
left astronomers with possibly more 
questions than answers. Quasars do 
abide in galaxies, as expected, but 
the telescope's pictures showed them 
in galaxies of many different shapes 
and sizes, with no pattern apparent. 
Many of the galaxies were colliding 
with each other, the kind of violent 
phenomenon that had been theorized 
as a trigger for quasars, but almost 
as many showed no signs of colli­
sions. 

The leaders of the two teams re­
porting the research, Dr. Disney and 
Dr. John N. Bahcall of the Institute 
for Advanced Study in Princeton, 
N. J., said they had no ready interpre­
tation for the findings. 

"If we thought we had a complete 
theory of quasars before, now we 
know we don't," Dr. Bahcall said. 
"No coherent, single pattern of qua­
sar behavior emerges. The basic as­
sumption was that there was only 
one kind of host galaxy, or cata­
strophic event, which feeds a quasar. 
In reality, we do not have a simple 
picture — we have a mess." 

Still, astronomers found reasons to 
feel reassured by the results. 

At a news conference at NASA's 
headquarters in Washington, Dr. 
Bruce Margon, an astrophysicist at 
the University of Washington in Se­
attle, who was not a member of the 

discovery teams, said: "What we are 
seeing now is thc conclusive proof 
The homes of quasars are now evi­
dent without any ambiguity." 

An analysis of the Hubble tele­
scope pictures showed beacons of 
quasar light shining out of normal 
spiral galaxies, much like Earth's 
Milky Way, and also elliptical galax­
ies. In some cases, the forces fueling 
the quasar appear to have had no 
disturbing effect on the galaxy's 
shape. 

Astronomers once speculated that 
some quasars might be unaccompa­
nied by galaxies. These became 
known as "naked quasars." At least 
one of the quasars observed by the 
Hubble telescope seemed to exist in 
only the wispiest of galaxies. 

"It may not be naKed," Dr. Bahcall 
said, "but it is poorly clothed." 

Dr. Disney said it was also impor­
tant to have confirmation that colli­
sions of galaxies could be a factor in 
feeding black holes, thus generating 
the energies emitted by quasars. The 
puzzle, he added, is that so many 
other colliding galaxies do not ap­
pear to have quasars, suggesting 

Observations that 
leave astronomers 
with more questions 
than answers. 

that other subtle forces may be at 
work. 

It also could be, astronomers said, 
that some colliding galaxies lack 
black holes to pull in stars and gases 
at high energies. Or it could be that 
quasars are short-lived events and 
their moment of brilliance in many 
galaxies has already come and gone, 
as the black holes consume all near­
by matter, or have yet to be "turned 
on." 

Dr. Alex Filippenko, an astrono­
mer at the University of California at 
Berkeley, noted that some of the 
observed quasars did not appear to 
be emitting radio waves. These qua­
sars are often in elliptical galaxies, 
not always in spiral galaxies, as pre­
viously thought. 

Astronomers offered two possible 
explanations for the absence of radio 
emissions. One is that such emis­
sions are even more short-lived than 
the quasars themselves, and so could 
have already faded away. Another 
possibility is that radio emissions of 
some quasars could be pointed away 
from Earth. 

By WARREN E. LEARY 
WASHINGTON, Nov. 19 - The 

United States has the highest rate of 
sexually transmiltcd diseases of any 
developed country in the world anil 
no effective national system to com-
b̂ tt the epidemic, a panel of health 
experts said today. 

Although all of the dozens of sexu­
ally transmitted diseases to which 
Americans are exposed are prevent­
able, each year these diseases cause 
thousands of deaths and such serious 
health problems as cancer, said a 
committee of the Institute of Medi­
cine, a branch of the National Acad­
emy of Sciences. 

The 16-member committee, which 
included researchers, doctors and 
public and private health experts, 
said the fight against sexually trans­
mitted diseases had been hampered 
by too few resources being put into 
prevention and a lack of involvement 
among private organizations, many 
health providers and community 
groups. 

"We need to fight this hidden epi­
demic by bringing together entire 
communities to promote healthy sex­
ual behaviors, protect adolescents, 
provide high-quality clinical services 
and energize strong leadership in the 
fight," said Dr. William T. Butler, 
chancellor of the Baylor College of 
Medicine in Houston and chairman 
of the committee. 

The committee, which spent 18 
months studying the problem, said 
all levels of government spent only 
$1 to prevent sexually transmitted 
diseases for every $43 spent on treat­
ment and other costs. In all, these 
diseases cost the nation at least $10 
billion a year, not including the cost 
of sexually transmitted H.I.V., the 
virus that causes AIDS, it said. 

The most common sexually trans­
mitted diseases include chlamydial 
infection, syphilis, gonorrhea, herpes 
and hepatitis B virus. Left untreated, 
sexually transmitted diseases can 
cause infertility, cancer, birth de­
fects, miscarriages and even death. 

The report said international stud­
ies showed the rates of sexual dis­
eases in the United States exceeded 
those of every other developed coun­
try. It noted, for example, that gonor­
rhea infects 150 of every 100,000 
Americans, compared with 3 of ev­

ery 100,000 people in Sweden and 18.6 
per 100,000 in Canada. -

The report said one-fourth of the 
estimated 12 million new cases Ihm 
occur each year involve adolescent.s, 
who are at greater risk because they 
are more likely to engage in more 
unprotected sex and other high-risk 
sexual behavior than adults. Because 
the effect of sexually transmitted 
diseases on young people is so great, 
special preventive efforts are needed 
to reach them, it said. 

Adolescents should be strongly en­
couraged to delay sexual inter­
course, the report said, but those who 
are sexually active need access to 
information on sexual diseases and 
ways to prevent them, including ac­
cess to condoms, testing and treat­
ment. 

Dr. David Satcher, director of the 
Centers for Disease Control and Pre­
vention, a Federal agency whose 
headquarters are in Atlanta, praised 
the report, saying the agency would 
use the study to help inform people 
about the urgency of the problem. 

The centers, the chief Federal 
agency in the fight against sexual 
diseases, now spends about $106 mil­
lion a year to combat them, not in­
cluding the money it spends to help 
curb H.I.V. infection. Most of the $106 
million is used to support state and 
local programs. Dr. Satcher said. 

"We have the tools to stop sexually 
transmitted diseases, but we need to 
be more aggressive in using them," 
he said in an interview. "We need to 
muster schools, local groups, 
churches, managed care organiza­
tions like HMO's, and government at 
all levels to make a difference." 

Dr. Nancy E. Adler, a member of 
the committee and director of the 
Health Psychology Program at the 
University of California at San Fran­
cisco, said the committee realized 
that some of its recommendations, 
including those involving sex educa­
tion and the use of condoms among 
young people, could be controversial 

"We hope it helps to have such an 
august group as the Institute of 
Medicine focus on the issue and spot­
light the cost to society of not ad­
dressing these issues realistically," 
Dr. Adler said in an interview. 
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By MATTHEW L. WALD 
MIAMI, Nov. 19 — The fire that 

brought down Valujet 592 may have 
reached 3,000 degrees Fahrenheit, 
hot enough to burn stainless steel, 
according to a National Transporta­
tion Safety Board expert who showed 
a videotape today of a roaring, white-
hot fire fed by oxygen generators of 
the kind the 6c-9 was carrying. 

For years, the Federal Aviation 
Administration has contended that 
cargo holds of the kind where the fire 
occurred are safe because they are 
airtight and would smother a fire. 
But the holds are made mostly of 
aluminum, which melts and even 
bums at temperatures far below 
3,000 degrees. 

The testimony of the fire expert, 
Merritt Birky, came on the second 
day of the safety board's hearings 
being held here on the crash, which 
occurred on May 11 in the Ever­
glades, just west of Miami. Technical 
experts also questioned people who 
load and unload planes on how the 
oxygen generators had been handled 
and attempted to show that the fire 
might have begun well before the 
plane took off. If that is true, fire 
detection and suppression systems, 
which the board first recommended 
in 1988, would almost certainly have 
saved the 110 people on board, all of 
whom were killed in the crash. 

"The time to flaming combustion 
was about five to seven minutes after 
initiation of a generator," said Dr. 
Birky, referring to several tests. Af­
ter the plane pulled away from the 
terminal, 20 minutes passed before it 
started to take off. 

"In my experience in fires, in 30 
years, this is the hottest fire I've ever 
seen in the test apparatus," said Dr. 
Birky, who is also the lead fire expert 
in the investigation of Trans World 
Airlines Flight 800, which crashed off 
Long Island on July 17. 

The F.A.A. said late last week that 
it would draft rules to make fire 
detection and suppression systems 
mandatory on cargo holds like the 

' one on the DC-9. • 
The oxygen generators are ordi­

narily carried as emergency equip­
ment, but they were being carried as 
cargo on the Valujet plane and were 
activated in flight because they had 
been improperly packed, the investi­
gators believe. Dr. Birky showed two 
videotapes of test fires, Conducted at 
a Federal Aviation Administration 
laboratory early this month, that 
produced roars and fricative sounds 
like the air being let out of a balloon. 

The company that packed the oxy­
gen generators, Sabretech, a mainte­
nance contractor, had objected vehe-
mendy to showing the videotape. 
Company officials said the test was 
not representative of conditions on 
the Valujet plane. But the hearing 
officer, John Goglia, a member of the 
safety board, threatened to eject Sa­
bretech from the proceedings here 
for making its objections public in a 
letter it handed out at the hearing. 

Mr. Goglia also tangled with Lewis 
Jordan, the chairman of Valujet. Mr. 
Goglia, a former official of the Inter­
national Association of Machinists, 
cited F.A.A. statistics showing that 
Valujet had 15 unscheduled landings 
in 1994, a year in which it had only a 
handful of planes, and 56 such land­
ings in 1994. 

In the first five months of 1996, 
until the airline was grounded by the 
F.A.A., Valuejet had 59 unscheduled 
landings. "That's a rate that's ap­
proaching four per week," said Mr. 
Goglia, who said he was "very con­
cerned." He also pointed out that the 
airline's accident rate per 100,000 
departures, a statistic "deigned to 
level the playing field between big 
guys and little guys," had been 10 
times as high for Valujet, compared 
with eight large airlines. 

Mr. Jordan said, "This is one of the 
statistical anomalies that concerns 
me a great deal." But he argued that 
the unscheduled landings had been 
for mostly minor problems and had 
occurred during a particularly rough 
period for the airline. 

Other safety board officials asked 
whether the pay policy initially used 
by Valujet had been detrimental to 
safety. Under that policy, a pilot who 
diverted a plane to an airport other 
than the original destination was not 
paid for the flight. 

Mr. Jordan said it insulted the 
integrity of pilots to think that they 
would take their pay into considera­
tion in making safety decisions. 

In response to a question, Mr. Jor­
dan also said that he had not been 
aware before the accident of an am-
"biguity in the rules that the safety 
board has been focusing on: airlines 
that have not qualified to carry haz­
ardous materials as cargo, like Valu­
jet, sometimes carry such material 
when they own it themselves. 

Mr. Jordan was escorted from the 
hearing room by a security guard, 
the only witness so accompanied. 

Apart from that disagreement, the 
hearings have been unusually quiet. 

Before the hearings began, Valujet 
and Sabretech, a subsidiary of Sabre-
liner Corporation, had blamed each 
other for the crash. At the hearings, 
they have consistently declined to 
cross-examine each other's witness­
es, who have made contradictory 
statements about who was responsi­
ble for handling the oxygen genera­
tors safely. 

A spokesman for Valujet, Gregg 
Kenyon, denied that any agreement 
had been reached between the com­
panies, and he said the Sabretech 
personnel whom Valujet really want­
ed to cross-examine were lower-level 
people who have not been called to 
testify because they told investiga­
tors they would invoke their Fifth 
Amendment protection against self-
incrimination. 

A lawyer for Sabretech, Kenneth 
Quinn, said that because of Mr. Gog-
lia's admonitions, he could not re­
spond at all to the question of wheth­
er an agreement had been reached. 

Mr. Goglia said after the hearing 
today, " I would have expected more 
questions, but it's their call." 

Cross-examination by parties in 
the hearings can clarify complicated 

points, Mr. Goglia said, and "the lack 
of questions must indicate the safety 
board must be doing a good job of 
bringing out accurate, factual infor­
mation." 

Other participants in the hearings 
said they suspected that the parties 
had reached at least a tacit agree­
ment not to attack each other in 
public. 

Also today, as investigators strug­
gled to determine precisely how the 
generators had been packed and 
placed on the plane, they themselves 
experienced a problem that they 
think may have created confusion in 
the Sabretech hangar that led to the 
accident: a language problem. 

One witness was Christopher 
Ramkissoon, the Valujet employee 
who supervised the workers loading 
the plane, and the panel had trouble 
understanding him. Mr. Ramkissoon, 
for example, had to repeat the word 
"manual" three times before it was 
understood. After testifying, Mr. 
Ramkissoon said he was from Trini­
dad: 

Investigators believe that some 
Spanish-speaking technicians in the 
Sabretech hangar did not know 
enough English to understand the 
technical manuals on the safe han­
dling of oxygen generators. 
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Quality of Life Is Up forMany Blacks, Data Say 
A \ By STEVEN A. HOLMES 
1*1 JNDIANAPOLIS - Four years 

ago, officials here in Marion Coun­
ty decided to make an all-out effort 
to curb the stubbornly high level of 
births among unmarried women, a 
problem that affected a cross-sec­
tion of the county, but was particu­
larly acute for blacks. 

The health department, public 
and private social service agen­
cies, the schools, even the local 
prosecutor's office, all joined in to 
help. Last year the effort seemed 
to pay off: 358 fewer babies were 
bom to unmarried black women 
than in 1992, a drop of more than 12 
percent, within a 4 percent overall 
decrease in Marion County. 

The county's success in con­
fronting what was a seemingly in­
tractable problem among its black 
population is a small victory but 
not an isolated one. Without much 
fanfare, a remarkable and little 
understood change is occurring 
among the nation's 33.5 million Af­
rican-Americans. After a decade 
of rising drug use, growing vio­
lence, disintegrating families and 
declining measures of health 
among some segments of the black 
population, things are starting to 
turn around in many ways. 

While there is much debate on 
whether the gains are temporary, 
and although wide gulfs in opportu­
nity, incomes and education still 
exist between blacks and whites, 
signs of improvement abound: 

SIThe black teen-age birth rate 
fell by 9 percent in 1995 and has 
dropped by 17 percent since 1991. 
Last year, the percentage of black 
babies bom out of wedlock fell to 
69.5 percent, from 70.4 percent, the 
first such drop since 1969. 

flIFor the first time since the 
Census Bureau began keeping 
track in 1959, the poverty rate fell 
below 30 percent of all blacks in 
1995. Median income for black 
households rose by 3.6 percent, far 
faster than the 2.2 percent in­
crease for white households. (Cen­
sus data show that many of the 
strongest gains in earnings are at 
the bottom, rather than at the top, 
of the black income scale.) 

^Blacks are the only group 
whose inflation-adjusted median 
income exceeds what it was in 
1989, the year before the last reces­
sion. In 1989, households headed by 
black married couples earned 79 
percent as much as their white 
counterparts. By 1995, the gap was 

87 percent. 
flThe rate at which black people 

were victims of murder dropped 
an estimated 17 percent last year, 
and the average life expectancy 
for black men rose to 65.4 years, 
the highest since 1984, when crack 
cocaine and accessibility of weap­
ons like assault rifles began to 
engulf many black communities. 

<JThe proportion of young black 

Continued on Page BIO, Column 3 
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adults, age 25 to 29, who have com­
pleted high school has reached that 
of young white adults. 

•JVerbal scores on Scholastic As­
sessment Tests and performance on 
other national tests have been rising 
faster for black students than for 
whites, but African-American stu­
dents still score much lower than 
white students. 

" I think that this is a short period 
of really very substantial and signifi­
cant gains," said Milton Morris, vice 
president of the Joint Center for Po­
litical and Economic Studies, a 
Washington group that tracks trends 
among African-Americans. "In the 
heat of the political debates and at­
mosphere of the last year or so, very 
few people have been paying serious 
attention. And yet when you do, you 
see that by virtually every measure 
of well-being, African-Americans 
have been on a significant uptrend 
during the 90's." 

To be sure, there remain large 
gaps between African-Americans 
and whites in educational attain­
ment, infant mortality, income and 
poverty rates. And sociologists, econ­
omists, demographers and civil 
rights advocates caution that the im­
provements should not mask contin­
ued problems with crime, welfare 
dependency, discrimination and un­
employment that still confront the 
black population in this country. 

'' I don't know that I can agree with 
how robust those indicators are in 
terms, of significant gains," said 
Evelyn Moore, the executive director 
of the National Black Child Develop­
ment Institute, a nonprofit advocacy 
organization in Washington. " I think 
there are still very serious chal­
lenges facing our children." 

Some scholars also worry that the 
recent gains may be reversed if the 
economy falters or, in the short term, 
by the new welfare law. 

" I think there's reason to be con­
cerned about the impact of the wel­
fare bill on a number of these trends, 
on the poverty rate, on the employ­
ment rate," said William Julius Wil­
son, a professor of social policy at the 
John F. Kennedy School of Govern­
ment at Harvard University. "When 
the welfare mothers reach their time 
limit, they will flood a pool that is 
already filled with a lot of jobless 
workers." 

Still, in public hospital waiting 
rooms, in medical clinics and in the 
offices of social welfare programs 
around the country, workers point to 
glimmers of improvement oven with 
poverty and hopelessness. 

Jams Emerson, the director of 
the school-based program for the 
Watts Health Foundation, a nonprofit 
group in the South-Central section of 
Los Angeles, said he was beginning 
to notice gains in the struggle to 
reduce the soaring rates of out-of-
wedlock births in the neighborhood. 

" I do think it is a slight decrease or 
leveling off of births to teen-agers," 
he said. "With all the programs out 
there all putting out the same mes­
sage, there is more of a heightened 
awareness among the young people 
of becoming pregnant." 

Diane Sawyer, who works in the 
G.E.D. program at Jefferson State 
Junior College "in Birmingham, said 
more black students were taking the 
test each year. Lisa Crumley, a su­
pervisor with the Department of Hu­
man Resources in Bessemer, a sub­
urb of Birmingham, said fewer black 
people had applied to her office to 
receive welfare benefits in recent 
months. " I don't know if that means 
the quality of life has improved or 
what," Ms. Crumley said. 

In Camden, N.J., there was a 21.2 
percent drop in the number of births 
to mothers on welfare there from 
1992 to 1994, according to Gary 
Young, a researcher at Cooper Hos­
pital-University Medical Center in 
Camden, and Ted Goertzel, a sociolo­
gy professor at Rutgers University. 

Scholars who study America's 
black population give much of the 
credit for the improvements to the 
country's overall economic prosperi­
ty, though they acknowledge that 
better economic times cannot ex­
plain the whole story. A number of 
economists and sociologists note that 
in 1995 the black unemployment rate 
tumbled under 10 percent for the 
first time in 20 years, though it has 
since inched up above that level. 

But while a brighter labor market 
helps account for black gains in in­
come and the drop in poverty rates 
for African-Americans, many ex­
perts cannot fully explain improve­
ments in the out-of-wedlock birth 
rate or the teen-age pregnancy rate. 

Some researchers in New Jersey 
credit the drop in the out-of-wedlock 
birth rate among the state's welfare 
families — about 46 percent of whom 
are black — to its 1992 law denying 
increased cash benefits to women 
who have more children. Other 
states, like Delaware and Indiana, 
which did not institute policies like 
New Jersey's until recently, have 
also reported such decreases. 

"Something is going on," said 
Kristin Moore, the executive director 
of Child Trends, a Washington-based 
research group. "Whether it's cul-
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tural factors, or a thousand pro­
grams finally seeing some success, 
we don'trknow." 

A growing sense of material well-
being is even changing the makeuo 
of the military. The Pentagon recent­
ly found that the number of blacks 
joining the armed forces has fallen 
by about half since 1990, a steeper 
decline than for any other group. 
Defense Department ̂ nd civilian an­
alysts are unsure of'the reason, but 
one theory is a growing confidence 
among blacks in their ability to suc­
ceed in the labor market. 

Some economists argue that the 
closing of the gap between blacks 
and whites is partly explained by 
surveys that often count most Amer­
icans of Hispanic heritage as whites. 
Recent increases in the number of 
Hispanic immigrants, many of them 
low income, thus hold down overall| 
white performance. 

Some economists also say the 
nearly 800,000 black adults in Fed­
eral and state prisons and local jails 
are not counted when looking at 
things like unemployment or high 
school completion rates. So the 
measures of black improvements 
seem higher than they actually are. 

"Those people are gone from all 
these employment and earnings sta­
tistics," said Richard Freeman, a 
professor of economics at Harvard. 
"Those are huge numbers." 

But there is disagreement over, 
how much these two phenomena af­
fect the overall picture, and some 
sociologists say whatever distortions 
that occur only show up when com--
paring achievement among blacks -to" 
that of whites, not when looking^; 
black improvements by themselves:;. 

"Some figures would be different" 
.if they were counted, but I don't thinki 
the overall trends would be affect^ 
ed," Professor Wilson said of the: 
numbers of black men in prison. ""<:' 

Across the country, from Jersey^ 
City to Cleveland to Ifis Angeles, the": 
signs of improvement are also begitv-^' 
ning to be felt among the people: < 

"In my area, I see things getting 
better all the time," said Felicia1 

Wearing, 25, who lives with her 
daughter in the Bergen Lafayette 
section of Jersey City. "It used to W v 

like hell, groups always on the corJ1 

ner, cussing and fighting, ripping arid 
raiding, shooting each other. It's 
calmed down a whole hell of a lot.""' 

Chuck Wheeler, 391 a former drun*'' 
mer who bought an aging laundrym"' 
a black section of Cleveland, ateiT 
senses a change. "People are rttir-
doing the same things they were1" 
doing before," Mr. Wheeler saiT* 
"People are waking up. They're reSfv. 
izing what they need to do is get theff 
families and themselves together.!', * 

But not everyone is convinced ttiaC. 
things are improving. "To tell ypji; 
the truth, I really think things are 
going back," said Harold Truxon,.^" 
black community activist from 5^',, 
lendale, Del. " I really see more proĵ -, 
lems than I ever have." 

In his own way, Richard Edwards i 
of Indianapolis is symbolic of th^, 
changes. A little more than a year-
ago he was selling and using drugs.̂  
He never spent any time in prison,: 
but he had been arrested on narcot­
ics charges and had been given pro.ii. 
bation. A high school dropout, he also . 
spent very little time with the son he-
had fathered out of wedlock. 

Today, at 26, he is living with hisi.;. 
girlfriend and spending time with hiS" 
son. Mr. Edwards said he had ne" 
intention of having more children 
until he was married and financially' 
able to provide for them. He is study 
ing for a G.E.D. and is working as-a"-
maintenance mechanic at a hospital." 

"I've been here 10 and a half 
months," he said, smiling and clutch '̂ 
ing a practice test, for his G.E.tX: 

"I've never held a job that long." ' " ' 
In October 1992, health officials in 

Marion County, Ind., surveyed all 
women who gave birth there. Among. 
the results of the survey was a staf^j 
tling discovery: more than 90 per-* 
cent of the unwed mothers said they 
had not tried to get pregnant. Offi­
cials saw an opportunity to make a 
dent in the illegitimacy rate. 

Now, all major hospitals in me-
county offer family-planning pr(h,j 
grams, as do clinics and classes run-
by the county health department and̂  
private agencies like Girls Inc. and.., 
Planned Parenthood. ' 

Recently, a local middle school 
and a high school have begun giving.-
boys and girls life-like computerized., 
dolls that are programmed to cry at-
random. To teach youngsters that-? 
parenthood brings responsibilities.' 
that do not end, the students must' 
cart around the dolls even on week-'-
ends or arrange for a baby-sitter. 

But even as officials take note b'f" 
progress, people like Virginia A.' 
Caine, the director of the Marion-
County Health Department, worry 
about complacency. 

"People's perception," Ms. Caine 
said, "is that we've solved the prob-; 

lems and we don't have to put 
many resources into it. Let's focus' 
our attention on something else. Peo-' 
pie have no idea the amount of effd'rjt! 
it requires to get people to receive 
services and to change their lives."^ 

BLACK MARRIED COUPLES EARNED . . . 
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. . . 79% as 
much as white 

married couples. 

IN 19'95 

. . . 8 7 % as 
much as white 
married couples. 
Based on median 
household income. 
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Wayin/j the Battle Against Breast Cancer 
An Administration Report Card 

Breast cancer — the most commonly, diajjnosed cancer and 

the second leading cancer killer of American women — affects 

one in eight women in their lifetimes. But, thanks to this 

Administration's commitment, there is good news in the battle 

againsi breast cancer. It has become a top national health priority. 

The product is being measured in increased knowledge of the 

causes of the disease, improved methods of early detection, and the 

availability of more effective treatments. For the first time in 

recent history, the death rate from this disease is dropping. 

Significantly Incroaiing our National Invattment 
Federal funding for bread cancer research, prntnnutl, and rrtatmcnt 
jerviccs bos incnatcd dramatically — wer six fold — from SW million in 
1990 to over $600 million today. 

The Depjftment v( Health and Human Secvieci' fiincling tor breast tincer 
has nearly doubled benvecn 1993 and 1996 — from $271 million to 
5476 million — an increase unrivaled in recent history. Since 1993. the 
Department of Defense has committed over $4S0 million to breast cancer 
research pmgrims. 

President Clinton directed the establishment of [he National Action Plan 
on Breast Cancer — an innovative public-private partnership to coordinate 
a national nrategy that 1* catalyzing action in research, service delivery anil 
education about this ditease. The Plan han awarded nearly 100 grants for 
innovative research and outreach projects. 

^ All Federal agencies have been mobiliwd to join in (he battle against this 
disease with the establishment of a Federal Interagency Coordinating 
CnmmiLUc on Breast Cancer. 

j j ^ The latest breast cancer information is now available from thc National 
Cancer Institute free by phone (1-800-4-CANCF.R) and on the Internet 
(Gopher enih.gov). 



11/21/96 15:47 USPHS OUH ̂  94562876 NO.003 003 

Intenslfled R«iatreh Brings New Hep* 
A bread sffctrum ofntv reaarch is being supported thai holds promise for mertascd 
understanding of the causa of lilt disease and fur the development of new dia$noitic, 
treatment, and provenrion strategies. 

Rcscarthcn supported by the National Institutes of Health have identified breast cancer 
jusceptibility genu thar place women at increased ri»lc of the disease. These findings 
hold promise tor the development of improved treatments and potentially, to gene 
chtmpiej that will prevent the disease from developing. The National Aaion Plan on 
Brent Cancer hat published recommendationt to address the legal and ethical issues 
arising from discovery of these genes. 

Thc National Institutes of Health and die Environmental Protection Agency have 
increased the research focus on the study of environmental risk ftctore for breast can­
cer. And a new Federal Interagency Coordinating Committee on diis i»suc is cuamining 
how home, work, diet, atmospheric pollutants, drugs, and other environmental factors 
may contribute to the risk of breast cancer and other diseases and developing strate­
gies to prevent these health hazards. 

Ensuring Accurate and Early Detection of Breast Cancer 
Mammography detects brtiut cancer early, whtn treatment is most effective. Sew 
advances in inuyirig ttcknoloffy will enable the disease to'be detected even earlier and 
withgrtattr accuracy. 

^ To ensure that women get the safest and most reliable mammography, the Food and 
Drug Administration has implemented (he Mammography Quality Standards Act. 
Now, an FDA "seal of approval" assures women that their mammography facility 
meets the highest qualiry standards for equipment and personnel. Without this certifi­
cation it is illegal for facilities to operate. 

^ The Nadonal Breast and Cervical Cancer Early Detection Program, implemented by 
rhe Centers for Disease Control and Prevention, makes free or low-cost mammogra­
phy and Pap tests available to medically underserved women. To date, over 800,000 
screening tcstn have been performed. 

^ Recaiuc older women were not using Medicare's new mammography screening bene­
fit, an educational campaign to encourage its use was launched by the First I-ady with 
the Healrh Care Financing Administration and the U.S. Public Health Service's 
Office on Women's Health. 

fjj)f New imaging technologies are being developed and tested to improve the early 
detection and diagnosis of breast cancer, including magnetic resonance imaging, 
digital mammography, and image-guided needle biopsy. And technologies from thc 
CIA, DoD and NASA used to track spy satellite*, to guide missiles, and to ice distant 
planets are being applied to improve the early deteeuon of breast cancer. 

Treatment Advances 
The Food and Drug Administration ha* put cancer drugs on a fast track for review 
arid approval. For example, medicatium approved in other countries or those found to 
shrink tumors will be made available (0 rreat severely ill breast cancer patients. 

^ New u'carnient approaches are evolving, including the sequencing of chemotherapies, 
the development of monoclonal antibodies shown to boost thc immune sysrem to 
fight cancer growth, new drugs for advanced breast cancer, and medications to help 
prevent the disease from occurring. 

That Federal programs and many more initiatives heing supported by the government 
and che private sector are making significant pragreu In thc battle against bruit cancer. 

Prepared by the U.S. Public Health Service's Office on Women 's Health 
Department of Health and Human Services 
For more information, contact; (202) 690-76S0 



Improving Health C i r c S e r v i c e s lor all Women 

hnpraving and targeting Ixatth (an srrrica in ail tmmoi will saf &uirii 
rbrir health today and tamorrow 

luipkniL-ntiriun of the Mammogjuphy Qualin SijiuLirtiv Act In' ihr IMHHI 
and Drug Adrrunistmuon cniures rh»i women today will get the sjl'tsi 
anil most reliable mammography in their I'oinmunitks. And a narionwidc 
early brtasc and ccivuial cancer senrx-ning pjognm, londuacd hy rhe 
Ccnixr* for Discasf Control and Prevention (CDC), is making these life-
uvmg screcniitg tests jvaiUhlc to medically undcrservt-d woniri). 

A Nanonal 5cMjj|fr/ Tunsmitttd Disease (STDJ-relaied Inicnilin' Preven­
tion Program, v/nnducrcd by the CDC, is combating STl l j , par«ia»l.irly 
chlamydia — thc mosk common, yet least readily diagnosed STD jllcciing 
American women and one th j i often Icadi tn chronic pclm inflaninuttny 
disease and subsequent infcrriliry. Ncv.- federal guidclinci rccoiunuud 
annual screening for this disease. 

HHS is implcmenring a major inidadvc, "Sate Passages", 10 promote 
hcaluiy and produebvt transitions from childhood 10 adulthood. Girl 
Power!, a wrries ol'programs raigeting gills, inclutles a public intbrmauon 
campaign to help delay the onset and reduce the use of illegal drugs 
among girls between the ages of 9-14 years. 

An educational campaign to end the epidemic of adolescent smoking. This 
is of particular importance for girls and young women who represent die 
fastest growing segment of the population who smoke. 

A new Presidential Directive on Emerging Infectious Diseases hu set (he 
policy and provides coordination across govcnimcnt agencies to improve 
thc surveiUancc, prevention, and national response to infecdout diseases. 
Although no longer the primary Idllcn of women, today, infcciioiu 
diseases like HIV, tuberculosis, and Lyme disease have become major 
health threats to women. 

New programs to bgh< the epidentic of domestic, violence are being imple 
memed. A National Advisory Council on Domestic Violence has been 
established to develop strategies to cmJicate this public health pioblem 
trom our communities. Increased funding has been provided for the 
devtlopmcnr of intervention and prevention programs, as well as lor 
training of health care professionals. 

These Federal programs and many more inidadvea being supported by 
thc Government and the private sector arc nuking significant progress in 
improving women's health in this decade and beyond. 

Vntand by the US. htklu Health Street's Ofike on Wemtn'i Health 
Dtpartmenl of Health and Human ServUa 
200 Indtpmdenct Ave., S.W., Rm. 730B 
ItwAutftAD, D.C. 20201 
Far mart infiirmatita, conttM: (202) 690-76S0 
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Progress in Advancing Women's Health 
An Administration Kjcpi>rt Card 

Improving worn en's health is a top Administration priority. 

Tttraygb govtrnment sponsored public health intcrvvntions, 

today mnntn tin- .Wyenry liwjjcr than tbry did at thc nun nftht 

century. In the year 1900, voittrn died on average at age 48. 

Today, women die on average at age 79. The major killers of 

American women are now chronic diseases, including heart 

disease, cancer, stroke, chronic lung disease, and diabetes. 

Since 1990, alarming inequities in women's health have 

been exposed — inequities that include the failure to include 

women in research studies; the inadequate attention to gender 

differences in the causes, treatment, and prevention of disease; 

the lack of funding for women's health concerns; the lack of 

public and health care professional education on women's health 

issues; the lack of women's oucsss to health care scrriccs; and the 

dearth of watnen in senior medical and scientific positions in 

our Nation's health and research organizations. 

Today, this Administration is writing a new national 

prescription to improve women's health. The result is the greatest 

focus on women's health in the history of our country. 
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A N e w N a t i o n a l Focus o n W o m e n ' s H e a l t h 

Today, a urn- nalitwa! fonts on iromtu'/ health it brifllitfntr.fl the health 
ftilura for AnMrtnirt m>m£U. With fundnuj fur wutnm / hcitllli un r 
$2 billion ebii year in the Department of Hmtrb and Human ikrvues 
(HHS) a/ottf — an tacreax of over S6S6 mitliott in jusr thrrt yuan — 
thu Administration if itttmnfying ruejtrth, devflapiuj) innovative phblit 
and btaltb tart profestitiuU eduealion pruprxmi, and denffninj) mrflncd 
health cart ler rites for wotttcn. 

F-cdtrJ deparunents, agencies, and offices as well ai private sector organi­

zations have been mobilized to advance women's health. 

To coordinate and stimulate these efforts, a new senior level health posi -

tion »-as created. Thc 6rs« Deputy Assistant Secretary for Women's Health 

was appointed to direct the U.S. Public Health Service's Office on Wonwn's 

Health thai coordinaics and stimulates ivomcn's health research, scnicc 

dclivcry, and education programs across the agencies and offices ot'thc 

Department o f Health and Human Services. 

For thc first time, all of thc H H S offices, agencies, and regp'ons have 

cnablished offices and/or coordinatoK of women's health to stimulate 

new iniaatives on watnen's health issues. 

Prestdeait Clinton directed the cstablishjncnr o f thc National Action Plan 

on Breast Cancer — an imuwarivr public-private partnen+iip to coordi­

nate a oaounaj strategy' that is catalyzing action in research, service deliv­

ery, and education about this disease. Funding for breast cancer prpgrtms 

has increased &om S90 mill ion in 1990 to over S600 nrillion today. 

I n t e n s i f y i n g Research a n d I m p r o v i n g T r e a t m e n t s 

Sintt I9i0, 9t hart learned marc about health and disease titan in ttx 
entire Usury of meditine. After years of neglecting humeri't health, 
advances from ncv meanb art leading to improved diagnosis, treatment, 
and prevention of disease and ditebility in women of all ages. 

Women and minorities are now included as subjects in government-

supported research and in the evaluation ot'drugs and medical devices. In 

addidon, research is now addressing both gcJidcr and racial/ethnic difl'er-

enccs in the causes, treaancnt, and prevention of diseases such as breast 

cancer, H IV /A IDS , and heart disease. 

Rf search supported by thc National Insdrutcs of Health ( N t H ) is now 

focusing on the causes, treatntcnt, and prevention o f a broad spectrum of 

diseases and health concerns affecting women across thr life cyde including 

heart disease, bicast and ovarian cancer, and AIDS. Major studies are 

underway to cjuminc adolescent and mid lilir behaviors and their cflecr 

on ftirure disease and disability. The Women's Health Initiative — the 

largest clinical trial ever conducted — is investigating the major risk factors 

for diseases in older women and evaluating the eflfects o f hormone replace-

ment therapy and behavioral imervcntions, including d i r t and exercise, on 

the health of older women. 

Researchers have idenlibed genes that increase susccptibiliry to diseases 

including breast and ovarian cancer and Alzheimet's disease. Thc pronu'se 

of these discoveries is the developmenc of more cflective ireatnicnn and one 

day, a method 10 repair gene mutations to the diseavc docs not develop in 

thc first place. 
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Inu jyn i i tcchnoliigict fenm the dclcusc, s(v«cc, and iiucltipcitec c<ininiiii)i 

lirv arc IH'UU! .hl.i|i|i-il n> i l i u v l hri.ut I MIIOT .Hid ullu-r «liv> jv» v nt Wittaru 

cj j I i iT and wi th greater accuracy. 

I . i kuv ins cxpcnmi-nral cancci-Hg^iing mcduacidits arc now <i:» a last 

track for HDA icvicrt' and approval «> iliat caihcr paticntv u i l l h.tw inon 

in'atnicnt options. 

Reproductive health initiatives arc being iniplcmcnu-d including: vf'fijrts 

to reduce the alarming high teenage and unintended prcgjiancy rates; 

developing new and mote eftective means o f contraception; developing 

new microbicides to protect against STDs and AIDS; c\am:niiig thc cm* 

es and designing interventions (ior infertilirv", and evaluating altctnarivc 

rrearmcnts for h i i i e r taon iy tor non-canurrous uterine cimdiiians such IN 

endomcrnosis and libroids. 

I nc reas ing Pub l i c and H e a l t h Ca re Professional E d u c a t i o n 

To help America* women to lead lety and healthier lives, uew cdttcarion • 
al tHUiatiues are underway U> enhana knoirledgt ef women's health issuts 
and to improve the can thai ronurn nteive by making sun health can 
professionalr han up-to date information and training en women's 
health issues. 

A Uationat Women's Health Information Center — a comprehensive 

resource clearinghouse — is being csiahlished to ptovide the public, 

health care prolessionals, and researchers with access lo state of-rhc-an 

Federal and private sector informaiion about women's health via a loll-

l i te number and the Internet. 

A nationwide, 24 hour domestic violence hoi-bne. I -800-799-SAHli, is 

providing immediate crisis information and assistance, counseling, and 

total shelter referrals to women across the country. 

The Subitancc Abuse and Menial Health Services Administration's 

National Wvmen't Hesmrce Center providec in/orniaiion and relcrral 

services (I•8(M)-3S4-8824) addressing thc prevention and t rcaimentof 

both mental illness and substance abuse. 

Healtliy Women 2000, a scries ol ' health education conicicnccs and educa­

tional materials sponsored by the U.S. Public Heahh Service's OtBce on 

Women's Health, focuses on critkal health issues affecting women in out 

country today and on the promotion of good health. 

A video and health promotiun education currkutum to encourage healthy 

behavior among young women has been developed and distributed to 

college campuses nationwide. 

Educational campaigns ne underway to inform health care prolessionals 

and counsel pregnant women about H IV testing and ueatments to 

n ducc the rate of H I V transmission from mother lo child. 

A first medical school model curricula on women's healrh issues has been 

devek^ed lo bring women's Ivealth into the mainstream of medical cilucatMMv 

Also, a first o f in kind director)' o f women's health residency and fclknvship 

opportunities in medicine has been prepared and widely disseminated. 
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DHHS NEWS 
U.S. Department of Health and Human 

Services 

Vital Statistics Report Shows Broad Gains in the Nation's 
Heath 

EMBARGOED FOR: 7 A.M. EDT Friday, Oct. 4, 1996 

Contact: NCIIS/CDC Press Office, Sandra Smith or Jeffrey Lancashire (301)436-7551 

HHS Secretary Donna E. Shalala today released annual 
preliminary vital statistics findings for 1995, showing broad 
gains in national health indicators. According to the report, the 
U.S. last year achieved: 

Oan historic low infant mortality rate; 
©continued increase in the number of women obtaining early 
pre-natal care; 
Qthe first decline in the birth rate for unmarried women in 
almost 20 years; 
©continued decline in the teen birth rate; 
Oa dramatic decline in homicide rates; 
Oa leveling in the HIV/AIDS death rate, for the first time since 
the epidemic took hold; 
Scontinued increase in life expectancy. 

"Today we have good news about America's health," Secretary 
Shalala said. "I'm particularly pleased to see that the teen birth 
rate is continuing to decline, and the out-of-wedlock birth rate 
has decreased for the first time in nearly two decades. Preventing 
teen pregnancies has been one of President Clinton's top 
priorities since taking office, and we must all work together to 
ensure these trends continue." 

"We still have challenges in every category, but we are making 
significant progress, and we should press ahead toward the goal 
of better health for all Americans." 

The report, "Births and Deaths for 1995," prepared by the 
National Center for Health Statistics, part of HHS' Centers for 
Disease Control and Prevention, contains the latest preliminary 
U.S. natality and mortality statistics. Highlights include: 

OThe infant mortality rate reached a record low of 7.5 infant 
deaths per 1,000 live births in 1995, a 6 percent reduction from 
the previous year. Declines occurred among neonatal infants 
(infants under 28 days old) as well as postneonatal infants (28 
days through 11 months), and among both white and black 
infants. 

OThe proportion of mothers beginning care in the first trimester 
(81 percent) continued to rise for the sixth consecutive year. 

3The teen birth rate dropped an estimated 3 percent from 1994 
to 1995 (56.9 per 1,000 women aged 15-19) and 8 percent from 
1991 (62.1) to 1995. Declines were recorded for white, 
American Indian, Asian or Pacific Islander, and Hispanic teens; 
the rate for black teens dropped 9 percent from 1994 to 1995 and 
17 percent from 1991 to 1995. This is the fourth straight year 
that teen birth rates have declined; teen pregnancy rates are also 
declining. 

• The birth rate for unmarried women dropped 4 percent from 

1 of 2 11/25/96 22:43:09 
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46.9 births per 1,000 unmarried women aged 15-44 years in 
1994 to 44.9 in 1995. This is the first decline in nearly two 
decades. The number of nonmarital births also declined three 
percent in 1995 to approximately 1,248,000, and the proportion 
of births to unmarried mothers fell two percent to an estimated 
32 percent in 1995. The proportions for white (25.3 percent) and 
black births (69.5 percent) were about one percent lower than in 
1994, while the proportion for Hispanic women (40.8 percent) 
was five percent lower than in 1994. This is the first time that the 
number, rate, and proportion of births to unmarried mothers have 
all declined since national data were first compiled in 1940. 

^Preliminary age-adjusted homicide rates fell sharply in 1995, 
by an estimated 15 percent, accounting for the largest decline 
among leading causes of death between 1994 and 1995. 
Mortality from firearms also declined between 1994 and 1995. 

©For the first time, HIV/AIDS death rates did not increase from 
the previous year. The age-adjusted death rate from HIV 
infection was 15.4 deaths per 100,000 population in 1995, the 
same rate as in 1994. Despite the plateau in mortality rates from 
HIV/AIDS, however, the number of deaths from the disease rose 
from 42,114 in 1994 to approximately 42,500 in 1995, the 
highest total ever reported. 

OThe cesarean section rate declined for the sixth consecutive 
year (20.8 percent of live births in 1995). 

Estimated life expectancy in 1995 matched the record high of 
75.8 years attained in 1992, and was slightly above the estimate 
of 75.7 years of 1994. Although racial disparities still exist, life 
expectancy for both white and black males (73.4 and 65.4, 
respectively) and black females (74.0) was higher in 1995 than 
in previous years. For white females, life expectancy was 
unchanged at 79.6 years from the previous year, and slightly 
below the record high of 79.8 reached in 1992. 

Vital statistics data are issued annually each fall. However, 
Secretary Shalala said, today's report represents the results of a 
new initiative to improve the timeliness and quality of vital 
statistics in the U.S. 

These preliminary data are based on up to 90 percent of all birth 
and death records reported to the states. In the past, "provisional" 
annual data on deaths were based on a 10 percent sample of 
records. And this is the first time that detailed birth data have 
been available on a preliminary basis. 

"We're putting a system into place that effectively addresses the 
growing public demand for faster and more accurate health 
information," CDC Director David Satcher said. "We are now on 
a schedule to provide near-final vital statistics at least a year 
earlier than we used to be able to do." 

The report is available from the National Center for Health 
Statistics, 6525 Belcrest Rd., Hyattsville, Md. 20782 or by 
e-mail at paoquery@nchlOa.em.cdc.gov. 

Note: HHS press releases are available on the World Wide Web 
at: http://www.dhhs.gov. 
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November 1996 
STD&TB = 

D«diM la PiiiatUUj Acqolni (nblkti-u-ioful) AIDS C*ttt 

The National Institutes of Health (NIH) sponsored an AIDS clinical trial, ACTG-076, that was 
concluded in early 1994 after it indicated that the risk of perinatal transmission of HIV 
could be reduced by as much as two-thirds with the use of zidovudine (AZT) therapy by HIV-
positive pregnant women during pregnancy and childbirth and by their newborns for six weeks 
after birth. 

Following the release of these results, Centers for Disease Control and Prevention (CDC), 
NIH, and Health Resources and Services Administration (HRSA) began to coordinate efforts 
designed to capitalize on this research. Guidelines were drafted and issued by the Public 
Health Service to promote, as standard medical practice in the United States, routine and 
universal HIV counseling and voluntary HIV testing for all pregnant women and AZT therapy 
for HIV-infected pregnant women and their babies. 

Subsequent research demonstrated progress. For example, a CDC study of a nation-wide cohort 
of HIV-infected pregnant women and their children indicated that the prevalence of prenatal 
and/or neonatal AZT use in this cohort increased from 17 percent among women who dehvered 
before the release of the initial PHS Guidelines to 80 percent among those dehvering 
afterwards. Moreover, actual HIV infection rales were almost cut in half; from 21 percent 
before the Guidelines were released to 11 percent after. 

We now have documented evidence that perinatal prevention efforts have dramatically reduced 
AIDS cases in children. 

On November 21, 1996, CDC released in the Morbidity and Mortality Weekly Repoil̂ MMWm 
information that documents a substantial reduction in perinataUy acquired AIDS cases, 
reported through the National AIDS surveillance reporting system. These data confirm what 
earlier research indicated; that routine and universal counseling and voluntary testing, 
combined with AZT therapy is highly effective in preventing HIV-

The MMWR report shows that the incidence of perinataUy acquired AIDS peaked in 1992, 
followed by a short period of stabilization. Cases began to decline in 1993 and dropped 
dramatically in 1994 and 1995. Researchers believe the small initial reduction indicates 
possible effects of other preventive and medical factors including an increase in the number 
of childbearing women receiving AZT therapy for their own health. More dramatic dechnes 
in reported AIDS cases in children followed release of the PHS guidelines with a decline of 
8 percent from 1993 to 1994 and a drop of 17 percent from 1994 to 1995. 
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