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NOTE 

Throughout t h i s  paper, unless otherwise noted, the  term white 
appl ies  t o  Caucasians and t o  a1 1 persons o f  Hispanic her i tage ,  what- 
ever t h e i r  r a c i a l  background. This fol lows the  method o f  counting 
used i n  most government programs. The term nonwhite includes blacks, 
Ameri can Indians, and Or ienta l  s. 





PREFACE 

Heal t h  D i f f e r e n t i a l  s Between White and Nonwhite Americans i s  
p a r t  o f  a ser ies  o f  s tudies undertaken by the  Congressional Budget 
O f f i c e  t o  examine the  causes o f  and poss ib le  remedies f o r  r a c i a l  
i n e q u a l i t i e s .  It was prepared a t  t he  request  o f  Parren J. M i  t c h e l l  , 
Chairman o f  t he  Task Force on Human Resources, and Louis Stokes, 
Chairman o f  t h e  Task Force on Community and P h y s i c a l  Resources, 
House Budget Committee. Topics o f  t he  r e l a t e d  papers w i l l  i nc lude 
i nequal i ti es i n  education and weal th. 

Th is  paper was prepared by Bonnie Lefkowi tz  o f  CBO's D i v i s i o n  
o f  Human Resources and Communi t y  Development, under the  supervi  s i  on 
o f  Robert D. Reischauer and Stanley Wallack. The author wishes t o  
acknowledge the  research assistance o f  Robert H. Meyer, Mark Chandler, 
and Matthew S t i e f e l  and t h e  h e l p f u l  comments o f  David A l len ,  Laura 
Murphy, and Nathaniel  Thomas. Th is  author especi a1 l y  thanks the  
Nat ional  Center f o r  Heal th Services Research f o r  p rov id ing  much o f  the  
data on hea l th  s ta tus  and u t i l i z a t i o n .  The manuscript was ed i ted  by 
David Howell Jones and typed f o r  p u b l i c a t i o n  by Toni Wright. 

I n  keeping w i t h  CBO's mandate t o  provide nonpart isan and objec- 
t i v e  analys is ,  the  paper makes no recommendations. 
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SUMMARY 

The heal th  o f  nonwhites i s  no t  as good as t h a t  o f  whites, y e t  
nonwhites get  less -- and possib ly less  e f f e c t i v e  -- heal th  care 
than whites do. This d ispar i t y ,  the magnitude and ef fect iveness o f  
federal e f f o r t s  t h a t  could address it, and ways i n  which the s i t ua t i on  
could be improved, are discussed i n  t h i s  paper. 

THE PROBLEM 

D i  f f e r e n t i  a1 s i n  h e a l t h  s t a t u s  between wh i t es  and nonwhites 
pers i  st,  despite considerable recent progress i n  narrowing the gap. 
Nonwhites s t i l l  experience nearly 50 percent more bed d i s a b i l i t y  days, 
70 percent higher i n f a n t  mor ta l i t y ,  and a l i f e  expectancy s i x  years 
shorter  than t h a t  o f  whites. Nonwhites are more l i k e l y  than whites 
are t o  su f f e r  from a number o f  spec i f i c  condi t ions known t o  be im-  
proved by hea l th  care, which may ind ica te  f a i l u r e  t o  receive needed 
prevention o r  treatment. 

Some observers  ques t i on  whether more o r  be ' t t e r  ca re  can be 
e f f e c t i v e  when environment plays such a la rge  r o l e  i n  determining 
heal th status. Past increases i n  the ava i lab i  1 i t y  o f  care, however, 
can be re la ted  t o  improvement i n  the hea l th  o f  nonwhites. I n f a n t  
mortal i t y  i s  p a r t i  cul  a r l y  suscepti b l  e t o  increased access t o  care, 
t h a t  among nonwhites having been c u t  i n  h a l f  since the i n i t i a t i o n  o f  
medicaid. Care may be needed f o r  the r e l i e f  o f  pain and suf fer ing,  
moreover, even i f  i t  does not  produce measurable improvement i n  hea l th  
status. Thus, despite the s ign i f icance o f  nonmedical factors,  i t  i s  
important t o  i d e n t i f y  and cor rec t  d i f f e r e n t i a l s  i n  hea l th  care re- 
ce i  ved. 

With respect t o  use o f  hea l th  care, whites make about 10 percent 
more v i s i t s  t o  physicians on the average than do nonwhites. This i s  
p r ima r i l y  because fewer nonwhites see a physician a t  a l l ,  which i s  
i n  t u rn  a t t r i bu tab le  t o  lack o f  a regular  source o f  care. The pro- 
por t ions o f  whites and nonwhites hosp i ta l  ized each year do no t  vary 
s i gn i f i can t l y ,  bu t  nonwhites, espec ia l ly  those who are poor, tend t o  
remain i n  the hospi ta l  longer because they are sicker. 



So f a r  as e f fec t iveness i s  concerned, the  care nonwhites receive 
i s  more 1 i k e l y  t o  lack  c o n t i n u i t y  and personal a t ten t i on .  Twice as 
many v i s i t s  t o  physic ians by nonwhites as by whi tes occur i n  i n s t i -  
t u t i ons ;  when nonwhites do v i s i t  p r i v a t e  physic ians i t  may be those 
who speci a1 i ze i n  high-vol ume, h i  gh-turnover medicaid pract ices.  
F i  nal l y  , cond i t ions  a f f e c t i n g  nonwhites d ispropor t ionate ly  , such as 
alcohol and drug abuse, may be ignored o r  n o t  t r e a t e d  appropr iate ly .  

FEDERAL EFFORTS 

By f a r  t he  l a r g e s t  federal  hea l th  care e f f o r t s  a f f e c t i n g  r a c i a l  
d i f f e r e n t i a l  s  a re  the  f i nanc ing  programs, medicare and medicaid. 
These programs pay f o r  care provided e l i g i b l e  persons by the  p u b l i c  
and p r i v a t e  sectors. Together, they made up about 80 percent  o f  the  
$33.1 b i l l i o n  hea l th  budget administered by the  U.S. Department o f  
Health, Education, and Welfare (HEW) i n  1976. Medicaid, t he  pr imary 
means o f  f i nanc ing  hea l th  care t o  the  poor, served 24.4 m i l  1  i o n  bene- 
f i c i a r i e s  i n  1976. It i s  a state-run program w i t h  federa l  gu ide l ines  
and federa l  f i nanci a1 cont r ibu t ions .  Because o f  vary ing  s t a t e  re- 
quirements, an est imated t h i r d  o f  the  n a t i o n ' s  poor are no t  covered, 
and b e n e f i t s  vary g r e a t l y  from s t a t e  t o  state.  Many o f  the  s ta tes  
w i t h  the  lowest  coverage are i n  the  South, where there  are l a r g e  
nonwhite populat ions. I n  add i t ion ,  b e n e f i t s  f o r  those who do rece ive  
them are d i s t r i b u t e d  q u i t e  unequally a t  s t a t e  as w e l l  as nat iona l  
leve ls .  I n  1974, t h e  nat iona l  average expenditure per  nonwhite bene- 
f i c i a r y  was $321 and per  wh i te  benef ic ia ry ,  $560 -- 75 percent  higher. 

Medicare, t he  f e d e r a l l y  funded and operated hea l th  insurance 
p l a n  f o r  t h e  e l d e r l y  and disabled, served about 24 m i l  l i o n  enrol  lees  
i n 1976. A1 though, un l  i ke those admi n i  s tered under medi ca i  d, e l  i g i -  
b i l i t y  and b e n e f i t s  are uni form throughout t h e  nat ion, t h e  b e n e f i t s  
o f  medicare are s t i l l  d i s t r i b u t e d  unequal ly among whi tes and non- 
whites. One reason f o r  t he  d i s p a r i t y  i s  t h a t  t he  program requ i res  
a1 1 bene f i c ia r i es ,  regard1 ess o f  income, t o  con t r i bu te  an i d e n t i c a l  
p ropor t i on  o f  t he  cos t  o f  t he  serv ices they receive. Thus, t h e  cost-  
shar ing p rov i s ion  i s  a d ispropor t ionate  burden and a greater  deter- 
r e n t  t o  care f o r  t he  poor, more o f  whom are nonwhite. 

A small p ropor t i on  o f  the  HEW hea l th  budget -- about 2 percent  
i n  1976 -- i s  a t t r i b u t a b l e  t o  programs t h a t  attempt t o  i n f l uence  the  
development and a l l o c a t i o n  o f  resources i n  the  p r i v a t e  sector. I n  
the  past, hosp i ta l  const ruc t ion  programs were concentrated on expan- 
s i  on, most ly  i n m i  ddl e - i  ncome areas. The Nat ional  Heal t h  Pl anni ,.; 



and Resources Development A c t  o f  1974 has g rea te r ,  b u t  unproven 
po ten t ia l  t o  channel resources t o  r u r a l  and inner -c i t y  areas where 
nonwhites are found. Federal a i d  f o r  t r a i n i n g  i n  hea l th  professions 
was a1 so concentrated on increasing supply i n  the  past. Leg is la t ion  
passed i n  1976 included the f i r s t  major e f f o r t  t o  increase the number 
o f  physicians spec ia l i z ing  i n  primary care and t o  place new graduates 
i n  geographic areas where shortages ex is t .  

A t h i r d  area o f  federal a c t i v i t y  a f f ec t i ng  r a c i a l  d i f ferences 
i s  de l ivery  o f  hea l th  services, e i t h e r  d i r e c t l y  o r  through pro jec ts  
financed by grants. Such programs accounted f o r  about 6 percent o f  
the  HEW heal th  budget i n  1976. Because they cont ro l  the organizat ion 
o f  care, they can address more o f  the problems fac ing nonwhites than 
can f inancing o r  resource programs. Service del i ve ry  programs are 
re1 a t i v e l y  small i n  scope, however. Programs provid ing comprehensive 
medical services, such as community hea l th  centers, serve an estimated 
t o t a l  d f  3.7 m i l l  i on  persons, a ma jo r i t y  o f  them nonwhites o r  His- 
panic. Programs prov i  ding mental -health and re1 ated services serve 
an estimated 2.2 m i l l i o n  persons. The propor t ion o f  nonwhite bene- 
f i c i a r i e s  ranges from a low o f  12 percent i n  community mental-heal t h  
centers t o  36 percent i n  drug-abuse projects.  With the exception o f  
fami ly  planning, programs provid ing other services, such as r a t  con- 
t r o l  o r  treatment o f  venereal diseases, serve a ma jo r i t y  o f  nonwhites. 

APPROACHES TO IMPROVEMENT 

I n  o rde r  t o  reduce whi te lnonwh i  t e  heal  t h  d i  f f e r e n t i  a1 s and 
be t t e r  meet the needs o f  nonwhites, federal programs would have t o  
address four  types o f  problems: f i nanc ia l  ba r r i e r s  t o  the rece ip t  
o f  heal th services; nonf i nanci a1 bar r iers ,  i ncl uding 1 ack o f  pro- 
v i  ders and d iscr iminat ion against consumers; absence o f  con t inu i t y  
when services are provided; and i n s u f f i c i e n t  emphasis on some con- 
d i  t i ons  a f f e c t i  ng nonwhites. 

Some o f  the f i nanc ia l  ba r r i e r s  i n  medicaid could be overcome 
by equal iz ing a l l  bene f i t s  and l eve l s  o f  e l i g i b i l i t y .  Beyond t h i s  
step, f i nanc ia l  ba r r i e r s  i n  both medicare and medicaid could be ad- 
dressed by ensuring t h a t  any sharing o f  costs i s  neg l i g i b l e  f o r  poor 
persons and t h a t  phys i c i ans  do n o t  b i l l  p a t i e n t s  f o r  a d d i t i o n a l  
amounts. The monetary i ncenti  ves avai 1 able through f inancing programs 
may have l i m i t e d  success i n  deal ing w i t h  other ba r r i e r s  t o  the rece ip t  
o f  care and the assurance o f  con t inu i t y  o f  services, a1 though enforce- 
ment o f  c i v i l  r i g h t s  could be broadened and greater reimbursement 



cou ld  be provided f o r  more comprehensive o r  prepaid services. Mone- 
t a r y  i ncen t i ves  may n o t  be s p e c i f i c  enough t o  induce more emphasis on 
p a r t i c u l a r  problems w i thou t  adverse s ide  e f fec ts .  

Access t o  care f o r  s p e c i f i c  groups, i n c l u d i n g  nonwhites and poor 
persons, cou ld  be made an expl i c i t  goal o f  programs concentrated on 
development o f  resources i n  and r e g u l a t i o n  o f  t he  p r i v a t e  sector. 
Cap i ta l  expenditures by heal t h  i n s t i t u t i o n s  t h a t  serve t h e  i n n e r  c i t y  
and poor r u r a l  areas and by those t h a t  p rov ide  comprehensive ambula- 
t o r y  care cou ld  be given p r i o r i t y .  Present e f f o r t s  t o  .p lace new 
hea l th  pro fess iona ls  i n  areas where shortages e x i s t  cou ld  be st rength-  
ened by greater  a t t e n t i o n  t o  t h e  s e t t i n g s  i n  which these pro fess iona ls  
p r a c t i c e  and, t o  some degree, by more vigorous a f f i r m a t i v e  a c t i o n  on 
the  p a r t  o f  medical schools. A major quest ion i s  whether r e g u l a t i o n  
o f  e x i s t i n g  hea l th  pro fess iona ls  -- t e l l i n g  them where t o  p r a c t i c e  
and whom t o  t r e a t  -- i s  a v i a b l e  way o f  assur ing access by nonwhites 
t o  the  serv ices  o f  physicians. 

Most o f  t h e  programs t h a t  d e l i v e r  hea l th  serv ices  already reach 
and se rve  nonwh i tes  more e f f e c t i v e l y  t h a n  do f i n a n c i n g  programs 
dependent on t h e  p r i v a t e  sector. Such programs cou ld  be expanded as 
a "resource o f  l a s t  r e s o r t "  where n e i t h e r  f i nanc ing  nor  regu la tory  
e f f o r t s  can guarantee access t o  and q u a l i t y  o f  care. The focus o f  
some heal th -serv ice  del i very programs, such as community mental-heal t h  
centers, on nonwhites and t h e i r  problems cou ld  be improved. 

x i v  



CHAPTER I. PLAN OF THE PAPER 

Despi t e  consi derabl e progress i n narrowing th.e hea l th  gap be- 
tween white and nonwhite Americans i n  the l a s t  20 years, substant ia l  
d i  fferences persi  st. Accordi ng t o  most ind icators ,  nonwhites are 
1 ess heal thy than whites. Yet nonwhites see physicians somewhat less  
o f ten  and are less l i k e l y  t o  have sources o f  regu lar  care. They are 
hosp i ta l ized less o f ten than whites bu t  f o r  longer periods. They 
continue t o  receive f a r  less  i n  benef i ts  per person from the f inanc- 
i n g  programs t h a t  cons t i tu te  about 80 percent o f  the hea l th  budget 
o f  the Department o f  Health, Education, and Welfare (HEW). 11  With 
few exceptions, other federal heal th programs are small i n  scope o r  
have y e t  t o  produce a s i g n i f i c a n t  e f f e c t  on the quant i ty  o r  qua1 i t y  
o f  heal t h  care recei  ved by nonwhi tes. 

I n  t h i s  paper whi telnonwhi t e  heal t h  d i f f e r e n t i  a1 s and possib le 
remedies are discussed i n  de ta i l .  I n  the f i r s t  section, the basic 
problem i s  described: nonwhites are less healthy than whites, they 
ge t  less  care, and the care they do ge t  may be less e f fec t i ve .  The 
magnitude and ef fect iveness o f  federal programs addressing r a c i a l  
d i f f e r e n t i a l s  i n  hea l th  care are reviewed i n  the second section. The 
t h i r d  sect ion i s  a discussion o f  short-term and 1 ong-term approaches 
t o  the problem. 

1 1  The heal th  budget re fe r red  t o  i s  l i m i t e d  t o  HEW programs, as i s  - 
the d i  scussi on throughout, and does not  i ncl ude heal t h  services 
p rov ided  by t h e  Veterans A d m i n i s t r a t i o n  o r  t h e  Department o f  
Defense. 





CHAPTER 11. THE PROBLEM 

Racia l  d i f f e rences  e x i s t  i n  summary measures o f  hea l th  status,  
and a number o f  s p e c i f i c  c o n d i t i o n s  a f f e c t  nonwh i tes  d i  spropor -  
t i ona te l y .  A1 though the  a b i l  i t y  o f  more and b e t t e r  care t o  a f f e c t  
hea l th  s ta tus  i s  1 i m i  t ed  by genet ic  and environmental f ac to rs ,  such 
care has helped t o  narrow r a c i a l  gaps. Pain and su f fe r ing ,  moreover, 
must be re l ieved,  regardless o f  t he  u l t i m a t e  outcome. Thus, t h e  
f a c t  t h a t  nonwhites cont inue t o  g e t  less. hea l th  care than whites, and 
the  i n d i c a t i o n s  t h a t  t he  care they ge t  i s  l e s s  e f f e c t i v e ,  may be 
considered a major hea l th  problem. The economic cos ts  o f  t h i s  problem 
can be seen i n  longer  hosp i ta l  s tays because nonwhites tend t o  be 
s i c k e r  when they do rece ive  care, i n  decreased a b i l  i t y  t o  work and 
increased dependency upon wel fare,  and i n  the  pers is tence o f  con- 
d i  t i o n s  t h a t  b l  ock f u l  1 educational and emotional development. 

DIFFERENTIALS I N  HEALTH STATUS 

Summary measures o f  hea l th  s ta tus  t h a t  subsume many cond i t ions  
i nc lude  number o f  bed d i s a b i l i t y  days and ra tes  o f  1 i f e  expectancy, 
i n f a n t  m o r t a l i t y ,  and death. Table 1 shows t h a t  i n  1974 o r  1975, 
according t o  each o f  these measures, nonwhites were l e s s  heal thy 
than whites. - 1 / 

Bed d i s a b i l i t y  days are  a1 so shown by l e v e l  o f  fami ly  income 
w i t h i n  each r a c i a l  group and i n d i v i d u a l l y  f o r  persons over 65. Both 
whi tes and nonwhites w i t h  fam i l y  incomes o f  l e s s  than $5,000 had 
more i l l n e s s ,  b u t  poor nonwhites had the  most. The whi te lnonwhi te 
d i f f e r e n t i a l  was l a r g e s t  f o r  those w i t h  fami ly  incomes o f  l e s s  than 
$5,000 b u t  near ly  as great  f o r  those w i t h  fam i l y  incomes between 
$5,000 and $10,000. Th is  suggests t h a t  problems e x i s t  f o r  near-poor 
nonwhites as w e l l  as f o r  those w i t h  incomes below the  o f f i c i a l  poverty  

1 / F i  gures from Nat ional  Center f o r  Heal th S t a t i s t i c s ,  unpublished - 
data from the  Heal th In te rv iew  Survey, 1975, and Nat ional  Center 
f o r  Heal th S t a t i  s t i c s ,  Advance Report, F i  nal  Morta l  i ty S t a t i  s t i c s ,  
1974, Monthly V i t a l  S t a t i s t i c s  Report, 24:11, February 3,. 1976, 
Supplement. 



Table 1. SELECTED MEASURES OF HEALTH STATUS, BY RACE AND INCOME 

White Nonwhite 

Number o f  Bed D i s a b i l i t y  Days Per 
Person, 1975 a/ 

A1 1 incomes 
l e s s  than $5,000 
$5,000-$10,000 
greater  than $10,000 

Number o f  Bed D i s a b i l i t y  Days Per 
Person Over 65, 1975 - a/ 

A1 1 incomes 
l e s s  than $5,000 
$5,000-$10,000 
greater  than $1 0,000 

Deaths Under 1 Year Per 1,000 
L i v e  B i r t h s ,  1974 - b/  

A1 1 incomes 

Average Years o f  L i f e  Expectancy 
a t  B i r t h ,  1974 - b/  

A1 1 incomes 

Age-Adjusted Deaths c /  
Per 1,000 Persons, 1374 - b/  

a/ Nat ional  Center f o r  Heal th S t a t i s t i c s ,  unpublished data from the  - 
Heal t h  I n t e r v i  ew Survey, 1975. 

b/ N a t i o n a l  Cen te r  f o r  Heal t h  S t a t i s t i c s ,  Advance Repor t ,  F i n a l  - 
Morta l  i t y  S t a t i  s t i c s ,  1974. Monthly V i t a l  S t a t i s t i c s  Report, 
24: 1 1 : 4-6, February 3, 1976, Supplement. 

c /  I f  death r a t e s  f o r  recent  years are not  age-adjusted, they are - 
s l i g h t l y  h igher f o r  whi tes than f o r  nonwhites. Th is  r e f l e c t s  
recent  improvements i n  heal t h  s ta tus  p l u s  s u f f i c i e n t  nonwhite 
deaths i n  the  pas t  t o  b ias  t h e i r  average age downward, r e s u l t i n g  
i n  fewer deaths today. 



1 eve1 . I n t e r e s t i  ng l y  , the re  was very 1 i ttl e r a c i  a1 d i  f ference f o r  
those w i t h  incomes o f  more than $10,000. Bed d i s a b i l i t y  days f o r  
persons over 65 show t h e  same p a t t e r n  b u t  w i t h  much g rea te r  r a c i a l  
d i f f e rences  f o r  those w i t h  incomes under $10,000. 

Data on s p e c i f i c  cond i t i ons  i n d i c a t e  n o t  on ly  t h a t  some problems 
a re  more p reva len t  among nonwhites b u t  a l so  t h a t  nonwhites f a i l  t o  
rece i ve  necessary care. For  example, a nonwhite i s  more than th ree  
t imes as l i k e l y  t o  d i e  o f  hypertension as i s  a wh i te  o f  t h e  same age 
group. 2/ He o r  she i s  a l s o  more l i k e l y  t o  d i e  from o the r  cond i t i ons  
t h a t  can r e s u l t  f rom unt rea ted hypertension: 60 percent  more l i k e l y  
t o  d i e  o f  cerebrovascular disease and almost f o u r  t imes as l i k e l y  t o  
d i e  o f  hyper tensive h e a r t  disease. Nonwhites are a1 so tw ice  as l i k e l y  
t o  d i e  f r o m  d i a b e t e s  and f o u r  t i m e s  as l i k e l y  t o  d i e  o f  c h r o n i c  
k idney d i  sease, o the r  cond i t i ons  requ i  r i  ng c o n t i  nued t reatment  t h a t  
a re  more p reva len t  among nonwhites. 

A n o n w h i t e  i s  60 p e r c e n t  more 1 i k e l y  t o  d i e  o f  i n f l u e n z a  o r  
pneumonia and f i v e  t imes as l i k e l y  t o  d i e  o f  t ube rcu los i s  -- t h e  
l a t t e r  a disease w i t h  causes r e l a t e d  t o  pover ty  b u t  which has pre- 
sumably been "conquered" through modern drug therapy. He o r  she i s  
nea r l y  tw i ce  as 1 i k e l y  t o  d i e  o f  c i r r h o s i s  o f  t he  l i v e r  and more 
than seven t imes as l i k e l y  t o  be a v i c t i m  o f  homicide -- both  o f  
which are  i n d i c a t i v e  o f  soci  a1 o r  psycho1 og i ca l  problems. F i n a l l y  , 
a nonwhite woman i s  f i v e  t imes as l i k e l y  t o  d i e  o f  compl icat ions 
i n  c h i l d b i r t h  than i s  a w h i t e  woman; t h i s  f a c t ,  combined w i t h  t h e  
h ighe r  i nfant-morta l  i ty  r a t e  f o r  nonwhites, suggests a con t i nu ing  
1 ack o f  p renata l  care. 

There are  a number o f  cond i t i ons  more p reva len t  among nonwhites 
than among whi tes whose e f f e c t s  are n o t  r e f l e c t e d  i n  death rates. 
These i nc lude  nea r l y  t h ree  t imes t h e  p ropo r t i on  o f  teenagers and women 
w i t h  low o r  marginal incomes a t  r i s k  o f  unintended pregnancies, 3/ 

21 This  and subsequent age-adjusted death r a t e s  f r o m  Nat ional  Center - 
f o r  Heal th S t a t i s t i c s ,  Advance Report, F i n a l  M o r t a l i t y  S t a t i s t i c s ,  
1974, op. c i t . ,  and from unpubl ished data, DVS-SRB. 

3/ Der ived f rom t h e  Alan Guttmacher I n s t i t u t e ,  Data and Analyses f o r  - 
1974 Revis ion o f  DHEW Five-Year Plan f o r  Family Planning Services, 
HSA Contract  No. 105-74-1 93, May 1974. 



nearly four times the amount of narcotic drug abuse, 41 a 40 percent 
greater 1 i kel i hood of psychiatric hospital i zati on, 57 and twice as 
many speech impairments and 60 percent more severQ vision impair- 
ments. - 61 

Does More and Better Health Care Improve Health Status? 

Before going on to discuss the quantity and quality of health 
care received by nonwhites, one might ask whether more and better 
care wi 11 , in fact,  improve thei r heal t h .  Many factors other t h a n  
care affect health status. Poverty contributes to problems of hous- 
ing, sanitation, and nutrition which have strong negative effects on 
health. Di scrimi nation in education and employment keeps economic 
status low and also contributes to lack of knowledge about symptoms 
of disease or services available, a higher proportion of unsafe jobs, 
and psycho1 ogi cal problems. In addition, nonwhites possess b o t h  
strengths (for examples, 1 ess 1 i kel i hood of skin cancer, ar thr i t i s ,  
and i schemi c heart disease) and weaknesses (greater 1 i kel i hood of 
hypertension, diabetes, and sickle cell anemia) t h a t  may be related 
to  genetic as we1 1 as environmental factors. 

Particularly in recent years, some researchers have claimed that 
in view of these other factors, the argument for improvements in 
health care i s  less compel1 ing. There are two kinds of counterargu- 
ments. First ,  while sizable gaps remain, progress i n  narrowing racial 
differences has occurred and can be related, a t  least  in part, to 
increased availability of care. Table 2 shows reductions in death 
rates and infant mortality and increases in l i f e  expectancy for whites 

41 Nonwhites represented roughly 45 percent of narcotic drug "men- - 
tions" in project DAWN 111- brug dbuse Warning Network, phase I11 
Report, Apri 1 1974-Apri 1 1975, Drug Enforcement Administration 
and National Institute of Drug Abuse, Bureau of Narcotics and 
Dangerous Drugs Contract No. 72-47. 

5/ National Institute of Mental Health, Utilization of Mental Health - 
Faci 1 i t i es ,  1971, DHEW Pub1 i cati on No. NIH-74-657, 1973. 

61 Health Resources Admi ni s t ra t i  on, Preval ence of Selected Impair- - 
ment, United States, 1971 , Data from the National Health Survey, 
Series 10, Number 99, DHEW Publication No. HRA-75-1526, 1975. 



and nonwhites between 1950 and 1975. 11 Death r a t e s  and l i f e  expec- 
tancy are l e s s  amenable t o  hea l th  care alone; thus they show about the  
same gains f o r  nonwhites both before and a f t e r  1965, when medicare f o r  
the  e l d e r l y  and medicaid f o r  many poor persons were i n i t i a t e d .  The 
i nfant-mortal  i t y  ra te ,  which i s  p a r t i  cu l  a r l y  suscepti  b l  e t o  increased 
a v a i l a b i l i t y  o f  care, decreased f o r  nonwhites l e s s  than 10 percent  
between 1950 and 1965 b u t  was c u t  almost i n  h a l f  between 1965 and 
1975. 

Table 2. TRENDS IN  SELECTED HEALTH STATUS INDICATORS, BY RACE, 1950-1975 

Age-Adjusted Deaths I n f a n t  M o r t a l i t y  Per L i f e  Expectancy 
Per 1,000 Persons a/ 1,000 L i ve  B i r t h s  b/ a t  B i r t h  51 d/ 

R a t i o  o f  R a t i o  o f  R a t i o  o f  
Nonwhite Nonwhite Nonwhite 

Year White Nonwhite t o  White White Nonwhite t o  White White Nonwhite t o  White 

-- - - 

a/ Nat ional  Center f o r  Hea l th  S t a t i s t i c s ,  Unpublished data, DVS-SRB, 1976. - 

b /  Monthly V i t a l  S t a t i s t i c s  Report, 24:13, June 30, 1976. op. c i t .  - 

C /  Monthly V i t a l  S t a t i s t i c s  Report, 24:11, February 3, 1976, Supplement, op. c i t .  - 

d l  Nat ional  Center f o r  Hea l th  S t a t i s t i c s :  L i f e  Tables, V i t a l  S t a t i s t i c s  o f  the  - 
Uni ted States, 1973, Volume 11, Sect ion 5. 

71 F i g u r e s  f rom v a r i o u s  V i t a l  S t a t i s t i c s  pub1 i c a t i o n s  and f r o m  - 
unpubl i shed data, National Center f o r  Heal th S t a t i s t i c s .  See 
Tab1 e 2 f o r  speci f i c  sources. 



Second, there are reasons for providing care even where major 
improvements i n  health s tatus  will not result. Health care may be 
required by those w i t h  genetical ly  re1 ated conditions a1 though i t s  
margin of effectiveness i s  greatly reduced. I t  may be an interim 
solution t o  probl ems re1 ated to  external factors because fundamental 
economic and environmental reforms, potentially more effective,  are 
not readily available. 81 Finally, i t  may be needed t o  re1 ieve pain 
and anxiety in the s i g s f i c a n t  number of patients who seek care for  
noncontagious acute i l lnesses.  

DIFFERENTIALS IN CARE RECEIVED 

Utilization of health care i s  i l lus t ra ted  by data on the ser- 
vices of physicians ( i  ncl udi ng services received i n cl nics, hospital 
outpatient departments and emergency rooms, and home and phone con- 
sul ta t ions)  , and hospitalization. While i t  i s  more d i f f i cu l t  t o  
demonstrate the degree of effectiveness, some assumptions can be 
made from data on where and how care i s  received and from the evidence 
tha t  many conditions affecting nonwhites di sproportionately go un- 
treated. 

Uti 1 ization 

Table 3 presents data from the national Health Interview Survey 
for  1975 showing tha t  whites averaged 5.1 v i s i t s  t o  a physician per 
person, whi 1 e nonwhites averaged 4.7. Thi s di f ference was a t t r i  b- 
utable more t o  the proportion of the population who saw a physician 
a t  a1 1 during the year than t o  the number of v i s i t s  by those who d i d  
see a physician. 91 When data for  varying levels of family income 
w i t h i n  each raci a lgroup were examined, the 1 argest di fference between 
whites and nonwhites who saw a physician occurred when the level of 

81 Irvinq Leveson, "The Chal lenqe of Health Services for  the Poor," - 
~ n n a l s  of t h e - ~ m e r i  can ~cademy of Pol i t ical  and Social science, 
399: 22-29 (January 1972) .  

91 National Center fo r  Health S ta t i s t i c s ,  unpublished data from the - 
Health Interview Survey, 1975. 



Table 3. SELECTED MEASURES OF HEALTH CARE UTILIZATION, BY RACE 
AND FAMILY INCOME, 1975 - a/ 

-- - -  

White Nonwhite 

Number o f  V i s i t s  t o  a Physic ian 
p e r  Person pe r  Year 

A l l  incomes 
l e s s  than $5,000 
$5,000-$10,000 
g rea te r  than $1 0,000 

Percentage o f  Populat ion Who Saw 
a Physic ian Dur ing Year 

A l l  incomes 
l e s s  than $5,000 
$5,000-$10,000 
g rea te r  than $1 0,000 

Number o f  V i s i t s  t o  a Physic ian 
pe r  Person Who Saw a Physic ian 

A l l  incomes 
l e s s  than $5,000 
$5,000-$10,000 
g rea te r  than $10,000 

Number o f  Short-Term Hosp i ta l  Discharges 
per  1,000 Persons per  Year 

A1 1 incomes 
l e s s  than $5,000 
$5,000-$10,000 
greater  than $10,000 

Average Length o f  Stay i n  
Short-Term Hosp i ta l  s 

A l l  incomes 
l e s s  than $5,000 
$5,000-$10,000 
g rea te r  than $1 0,000 

a/ Nat ional  Center f o r  Heal th S t a t i s t i c s ,  unpublished data from t h e  - 
Heal th In te rv iew  Survey, 1975. 



income was between $5,000 and $10,000. 101 Th is  may be r e l a t e d  t o  the  
lower p r i v a t e  insurance ho ld ings  o f  nonwhites who are  n e i t h e r  poor 
nor  e l d e r l y  and are  the re fo re  u n l i k e l y  t o  rece ive  p u b l i c  payments f o r  
h e a l t h  care. 

With regard t o  h o s p i t a l i z a t i o n ,  Table 3 a l s o  shows t h a t  wh i tes  
i n  the  1975 na t i ona l  Heal th In te rv iew  Survey had on l y  s l i g h t l y  more 
discharges f rom h o s p i t a l s  than nonwhites had -- 142 pe r  1,000 persons 
compared w i t h  137. Data by fam i l y  income w i t h i n  each r a c i a l  group 
i n d i c a t e d  a much h igher  r a t e  o f  discharge f o r  both low-income whites, 
who averaged 202 discharges per  1,000 persons, and low-income non- 
whites, who averaged 183. Average l eng th  o f  s tay f o r  those who were 
h o s p i t a l i z e d  was 7.9 days f o r  wh i tes  and 8.9 days f o r  nonwhites. I n  
add i t i on ,  the  l eng th  o f  s tay  was 10.7 days f o r  low-income nonwhites, 
ionger  than f o r  any o the r  group, regardless o f  race. Th is  i s  gener- 
a l  l y  accepted as e v i  dence t h a t  when nonwhites, p a r t i  cu l  a r l y  poor 
nonwhites, do reach the  h o s p i t a l  t h e i  r i 11 nesses have progressed 
f u r t h e r ,  and they r e q u i r e  more care. 

Thus, present  u t i l i z a t i o n  o f  hea l th  care appears t o  be inequ i -  
t a b l e  because i t  i s  i n f l uenced  by f a c t o r s  such as race and income. 
B u t  what happens when each o f  these f a c t o r s  i s  i so la ted ,  a l so  ad- 
j u s t i n g  f o r  such i n d i c a t o r s  as i l l n e s s ,  age, and sex? 

Data from a 1970 household h e a l t h  survey have been analyzed 
i n  t h i s  way and the  r e l a t i v e  importance o f  each f a c t o r  i n  determin ing 
u t i l i z a t i o n  has been estimated. Table 4 summarizes t h e  p a t t e r n  t h a t  
emerged f o r  t h e  p ropo r t i on  o f  the  popu la t ion  who saw a phys ic ian  
i n  t h e  survey year  (phys ic ian  contac t ) ,  t h e  number o f  v i s i t s  t o  a 
p h y s i c i a n  f o r  t h o s e  who saw a p h y s i c i a n ,  t h e  number o f  h o s p i t a l  

101 According t o  unpubl ished data from the  1974 Health In te rv iew  - 
Survey, 72 percent  o f  wh i tes  and 59 percent  o f  nonwhites under 
t h e  age o f  65, w i t h  fam i l y  incomes between $5,000 and $10,000, 
had p r i v a t e  h o s p i t a l  insurance. Far  fewer a re  be l i eved  t o  be 
covered f o r  v i s i t s  t o  physicians. Th i s  may be because near-poor 
nonwhites are l e s s  l i k e l y  than near-poor wh i tes  t o  work a t  jobs  
where i nsurance i s provided. 



Table 4. DETERMINANTS OF UTILIZATION OF HEALTH CARE AND EXPLANATORY FACTORS a/ 

1. Physic ian Contact 2. V i s i t s  t o  Physic ians by Those 
Who Saw a Physic ian 

Major determi nant: I 1  1 ness perceived Major determinant: I 1  1 ness perceived 
by pa t i en t .  by physician. 

Importance o f  f a c t o r s  suggest ing Importance o f  f a c t o r s  suggest ing 
i n e q u i t y  : i n e q u i t y  : 

Race: Nonwhites were s i g n i f i c a n t l y  - - Race: L i t t l e  variance. 
l e s s  l i k e l y  t o  see a phys ic ian a t  
a l l ;  t h i s  was most ly explained by Income: Low-i ncome f ami 1 i es had 
lack  o f  a regu la r  source o f  care. more v i s i t s ;  t h i s  was explained 

by greater  age and more i l l n e s s .  
Income: L i t t l e  variance. 

Locat ion:  L i t t l e  variance. 
Locat ion:  Rural farm f a m i l i e s  were 

l ess  l i k e l y  t o  see a physic ian;  
t h i s  was explained by l e s s  i l l n e s s .  

3. Hosp i ta l  Admissions 4. Days i n  the  Hosp i ta l  f o r  Those 
Admitted t o  the  Hosp i ta l  

Major determinant: I l l n e s s .  Major determinant: I 1  1 ness and age. 

. Importance o f  f a c t o r s  suggest ing 
i n e q u i t y  : 

Race : Nonwhites were s l  i gh tl y 1 ess 
l i k e l y  t o  en te r  t h e  h o s p i t a l  ; t h i s  
was most ly explained by l e s s e r  age. 

Income: Low-income f a m i l i e s  were 
more l i k e l y  t o  en te r  t h e  h o s p i t a l  ; 
t h i s  was explained by h igher  preva- 
lence o f  i l l n e s s .  

Location: I nne r  c i t y  and r u r a l  farm 
f a m i l i e s  were l ess  l i k e l y  t o  en te r  
t h e  h o s p i t a l  ; t h i s  was unexplained. 

Importance o f  f a c t o r s  suggest ing 
i n e q u i t y  : 

Race: There appears t o  be 1 i t t l e  
variance, b u t  nonwhites spent 
somewhat fewer days i n  the  hosp i ta l  
than would have been i n d i c a t e d  by 
t h e i r  h igher  prevalence o f  i 11 ness. 

Income: Low-i ncome f ami 1 i es appear 
t o  spend considerably more days i n  
hosp i ta l ,  b u t  t h e i r  stays have been 
i n d i c a t e d  by t h e i  r h igher  prevalence 
o f  i l l n e s s .  

Location: Rural f a n  fami 1 i e s  spent 
more days i n  t h e  hosp i ta l ;  t h i s  was 
explained by g rea te r  age. 

a/ Andersen, Ronald, "Heal th Service D i s t r i b u t i o n  and Equi ty  ," i n  Equ i ty  i n  Heal th - 
Services: Empi r ica l  Analyses i n  Heal th  Pol i cy ,  e d i t e d  by Ronald Andersen, 
Joanna Krav i t s ,  and O.W. Anderson (Cambridge, Massachusetts: B a l l i n g e r  Publ ish- 
i n g  Company, 19751, pp. 9-32. 



admissions, and the number o f  days i n  the hosp i ta l  f o r  those ad- 
mitted. 11 / For a l l  measures o f  volume and some measures o f  contact, 
much o f  t h e  apparent variance i n  u t i l i z a t i o n  by race and income could 
be explained by fac tors  o f  age and i l l ness .  The most notable excep- 
t i o n  was the variance i n  physician contact by race, which was also 
p resen t  i n  t h e  1974 Hea l t h  I n t e r v i e w  Survey. T h i s  va r iance  was 
a t t r i b u t a b l e  t o  s t i l l  another " inequi ty"  fac tor ,  lack o f  a regular  
source o f  care, p a r t l y  because physicians were not  located i n  nonwhite 
areas. Inner c i t y  and r u r a l  farm fami l ies ,  many o f  whom are nonwhite, 
were a lso less 1 i k e l y  t o  be hospi ta l ized.  Income alone was o f  minimal 
i mportance i n determi n i  ng u t i  1 i z a t i  on. 

Effect iveness 

Table 5 provides data from the 1975 nat ional  Health Interv iew 
Survey on source o f  v i s i t s  t o  phys ic ians .  12/ Here r a c i a l  d i f -  
ferences were f a r  more important than income. The proport ion o f  
v i  s i t s  t o  i n s t i t u t i o n s  ( c l  i n i  cs , hospi ta l  outpat ient  departments, 
emergency rooms) ra ther  than t o  p r i va te  physicians i s  h ighest  f o r  
nonwhites w i th  fami ly incomes o f  less  than $5,000 and next  h ighest  
f o r  nonwhites w i th  fami ly  incomes between $5,000 and $10,000. Low- 
income whites were more 1 i ke ly  t o  receive care from p r i v a t e  physicians 
than were any nonwhites, regardless o f  income. This i s  s i g n i f i c a n t  
because care received from hospi ta l  outpat ient  departments and emer- 
gency rooms, i n  par t i cu la r ,  i s  bel ieved t o  be fragmented and episodic. 

I n  addi t ion,  even where poor nonwhites do receive care from 
p r i v a t e  physicians, i t  may lack cont inu i ty .  Evidence from some states 
and l o c a l i t i e s  ind icates t h a t  a small number o f  physicians i s  usual ly  
responsible f o r  a la rge  propor t ion o f  the medicaid b i  11 i ngs i n  inner- 
c i t y  areas populated by nonwhites. For example, i n  New York Ci ty,  
10 percent o f  physic i  ans p a r t i c i p a t i n g  i n  medicaid were responsi b l  e 
f o r  more than 60 percent o f  the b i l l i n g s  during the f i r s t  h a l f  o f  

11 / Ronal d Andersen , "Heal t h  Service D i  s t r i  b u t i  on and Equity ," i n - 
Equ i t y  i n Heal t h  Services: Empirical Analyses i n Heal t h  Pol i c y  , 
edi ted bv Ronald Andersen, Joanna Kravi ts.  and 0. W. Anderson 
( ~ a m b r i  dge, Massachusetts: - Ba l l  i nger Pub1 i s h i  ng Company, 19751, 
pp. 9-32. 

121 National Center f o r  Health S ta t i s t i c s ,  unpublished data from - 
the Health Interv iew Survey, 1975. 



Table 5. PERCENTAGE DISTRIBUTION OF SOURCES OF VISITS TO PHYSICIANS, 
BY RACE AND FAMILY INCOME, 1974 - a/ 

White Nonwhite 

Physician's O f f i ce  

A1 1 incomes 
less  than $5,000 
$5,000-$10,000 
greater than $10,000 

Pa t ien t ' s  Home 

A l l  incomes 
less than $5,000 
$5,000-$10,000 
greater than $1 0,000 

Telephone 

A1 1 incomes 
less  than $5,000 
$5,000-$10,000 
greater than $10,000 

Hospital OPD o r  Emergency Room 

A l l  incomes 
less  than $5,000 
$5,000-$10,000 
greater than $10,000 

Other b/ 

A1 1 incomes 
less  than $5,000 
$5,000-$10,000 
greater than $10,000 

a/ National Center f o r  Health S ta t i s t i c s ,  unpublished data from the - 
Health Interv iew Survey, 1975. 

b/ Other includes free-standing c l i n i c s ,  some o f  which are govern- 
ment-sponsored heal th  centers. 



1975. These physic ians may p r a c t i c e  i n  h i  gh-vol ume, h i  gh-turnover 
se t t ings .  They are o f t e n  n o t  c e r t i f i e d  as s p e c i a l i s t s .  131 A l a r g e  
p ropor t i on  are be l ieved t o  be fo re ign- t ra ined and t o  l ack  hosp i ta l -  
admi t t i ng  p r i v i l e g e s .  The 1 a t t e r  makes i t  p a r t i c u l a r l y  d i f f i c u l t  f o r  
them t o  coordinate i n p a t i e n t  and ou tpa t ien t  care. 

Many o f  t h e  same circumstances t h a t  tend t o  make t h e  care o f  
nonwhites uncoordinated a1 so suggest, i f  n o t  1 ower qua1 i ty ,  absence 
o f  the  personal a t t e n t i o n  and hea l th  counsel ing t h a t  might  he lp  t o  
overcome problems r e l a t e d  t o  1 i f e  s t y l e  o r  lack  o f  knowledge. F ina l -  
l y ,  cond i t ions  a f f e c t i n g  nonwhites i n  p a r t i c u l a r  may be ignored o r  
n o t  t r e a t e d  appropr iate ly .  Among the  major complaints i s  the  f a c t  
t h a t  many mental-heal t h  pro fess iona ls  are n o t  s e n s i t i v e  t o  o r  i n t e r -  
e s t e d  i n  t h e  prob lems o f  nonwhi tes.  One a u t h o r  has d e s c r i b e d  a 
tendency o f  community mental -heal t h  professional  s  t o  m i  sdiagnose 
b lacks '  cond i t ions  and t o  c l a s s i f y  b lacks i n  groups w i t h  a worse 
prognosis. 141 Other problems may inc lude  a l ack  o f  i n t e r e s t  among 
h e a l t h  p r o f e s s i o n a l s  i n  a l c o h o l i s m  o r  d r u g  abuse, and a l a c k  o f  
emphasis on de tec t i on  and treatment o f  such cond i t ions  as hyper- 
tension. 

131 In format ion  on t h e  medicaid program i n  New York C i t y  from Medical - 
Assistance Program, New York City Department o f  Health. I n f o r -  
mation on medicaid programs i n  New Jersey, Indiana, and Connecti- 
c u t  from Alipl i e d  Management Sciences, A Study o f  Selected Sta te  
Medicaid Programs: An Analys is  o f  U t i  1  i z a t i o n ,  Cost and Qua1 i ty, 
Nat ional  Center f o r  Heal th Services Research. Heal th Resources 
Administ rat ion,  Department o f  Heal th,  ducati ion, and We1 fare,  
Contract  No. HRA-106-74-145, June 16, 1975. 

141 Richard Shapiro, " D i  sc r im ina t ion  and Community Mental Health: - 
Chal leng ing I n s t i t u t i o n a l  Racism," C i v i l  R ights  Digest, 8:192-23, 
F a l l  1975. 
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CHAPTER 111. FEDERAL EFFORTS -- HOW BIG AND HOW SUCCESSFUL? 

As we have seen, fou r  k inds  o f  problems are responsib le f o r  
d i f f e rences  i n  hea l th  care between races. F i r s t ,  a  d ispropor t ionate  
number o f  nonwhites are poor and face f i n a n c i a l  b a r r i e r s  t o  care. 
Income a1 one i s  a decreasing problem, b u t  poor nonwhites experience 
t h e  most i n e q u i t y  . Second, nonwhites a1 so face nonf i nanci a1 b a r r i e r s  
which may inc lude shortages o f  hea l th  manpower o r  f a c i l i t i e s  i n  areas 
where they 1 i v e  and d i  scr imi  na t ion  i n  areas where p rov i  ders. do ex is t .  
Thi rd,  t h e  serv ices a v a i l a b l e  t o  nonwhites tend t o  be l e s s  continuous. 
Both the  second and t h i r d  problems dimin ish access t o  a regu la r  source 
o f  care, thus discouraging contac t  w i t h  physicians. Fourth, t he re  may 
be i n s u f f i c i e n t  emphasis on cond i t ions  a f f e c t i n g  nonwhites. Together 
w i t h  lack  o f  con t inu i t y ,  t h i s  means t h a t  even when nonwhites receive 
care, i t  may n o t  meet t h e i r  needs as e f f e c t i v e l y  as i t  should. 

The magnitude and e f fec t iveness o f  federal  programs i n  addres- 
s ing  the f o u r  problem areas l i s t e d  above w i l l  be reviewed i n  t h i s  
sect ion.  Federal e f f o r t s  t o  p rov i  de heal t h  care inc lude f inanc i  ng 
programs such as medicare and medicaid, which pay f o r  care provided 
t o  e l i g i b l e  persons by t h e  p u b l i c  and p r i v a t e  s e c t o r s ;  r e s o u r c e  
programs, which develop and sometimes regul  a te  heal t h  f a c i  1 i t i e s  and 
manpower; and heal th -serv i  ces programs, establ  i shed t o  deal w i  t h  
s p e c i f i c  cond i t ions  o r  t o  d e l i v e r  comprehensive care t o  t a r g e t  popu- 
l a t i o n s .  

FINANCING PROGRAMS 

Together, medicare and medicaid accounted f o r  $26.4 b i l l  i o n  o f  
a $33.1 b i l l i o n  HEW hea l th  budget i n  f i s c a l  1976. 11 Since t h e i r  
incept ions  i n  1965, these programs have done much t o  increase access 
t o  care f o r  t he  e l d e r l y  and poor, and are  probably responsib le f o r  

1 / Figures f o r  medicare from U.S. O f f i ce  o f  Management and Budget, - 
The Budget o f  t h e  U n i t e d  S t a t e s  Government, F i s c a l  Year 1978, 
Appendix. Fiqures f o r  medicaid from HEW. Socia l  and Rehab i l i -  
t a t i  on ~ e r v i  ces, Med ica i  d S t a t i  s t i  cs ,  ~i s c a l  Year 1976, NCSS 
Report B-5, March 1977. 



t h e  dec l i n ing  importance o f  income as a  determinant o f  u t i l i z a t i o n .  21 
Yet because they address themselves almost exc lus i ve l y  t o  pat ien t?  
a b i l i t y  t o  pay, they perpetuate many o the r  i nequ i t i es .  

Medi c a i  d  

Medicaid, t he  pr imary veh ic le  f o r  f i nanc ing  hea l th  care t o  the  
poor, i s  a  state-run program w i t h  federal  gu ide l ines  and f i nanc ing  
cont r ibu t ions .  States se t  t h e i r  own income c u t o f f s  f o r  e l i g i b i l i t y ,  
o f t e n  be1 ow t h e  o f f  i c i  a1 poverty  1  eve1 . Sing le  a d u l t s  and, i n  some 
states,  male-headed fami l i es ,  are n o t  e l i g i b l e  a t  a l l .  An est imated 
t h i r d  o f  t he  n a t i o n ' s  poor, many o f  them i n  southern s ta tes  w i t h  
1  arge nonwhite populat ions, remain uncovered. 31 I n  add i t ion ,  bene- 
f i t s  f o r  those who are e l i g i b l e  vary g r e a t l y  from s t a t e  t o  s t a t e  
and again are  lower i n  the  South. Thus r a c i a l  i n e q u i t y  i n  the  medi- 
c a i d  program r e s u l t s  i n  p a r t  from t h e  f a c t  t h a t  f i n a n c i a l  b a r r i e r s  
t o  car'e are n o t  overcome. Unequal d i s t r i b u t i o n  o f  funds t o  bene- 
f i c i  a r i  es, however, w i t h i n  s ta tes  where t h e  same e l  i g i  b i  1  i t y  requ i  re-  
ments and b e n e f i t s  apply t o  whi tes and nonwhites a l i k e  suggest t h a t  
nonf i nanci a1 b a r r i e r s  are a  more s i g n i f i c a n t  problem. 

For the  24.4 m i l  1  i o n  b e n e f i c i a r i e s  i n  whose beha l f  t h e  program 
p a i d  c l  aims i n f i s c a l  1976, expendi  t u r e s  t o t a l e d  $1 5.5 b i  11 i on, 
$8.6 b i l l  i o n  o f  which was borne by the  federa l  government. 41 These 
funds have been and cont inue t o  be d i s t r i b u t e d  q u i t e  unequglly w i t h  
regard t o  race. I n  1969, according t o  f i g u r e s  from 24 states,  an 
average sum o f  $213 was expended f o r  each nonwhite benef ic ia ry ,  wh i l e  
$375 was expended f o r  each wh i te  bene f i c ia ry  -- 75 percent more. - 51 

21 Karen Davis, "Medicaid Bene f i t s  and U t i l i z a t i o n  o f  Medical Ser- - 
v ices  by the  Poor," I nqu i r y ,  13:2:122-135, June 1976. 

31  I f  turnover o f  t he  e l i g i b l e  popu la t ion  i s  counted, the  p ropor t i on  - 
o f  poor persons no t  covered a t  any g iven t ime may be higher. See 
Karen Dav i  s, "Achievements and Problems o f  Medi c a i  d," Pub1 i c  
Heal th Reports, 91 :4:309-316, July-August 1976. 

41 U.S. Department o f  Health, Education, and Welfare, Socia l  and - 
Rehabi 1 i t a t i o n  Servi  ce, NCSS Report B-5, op. c i  t. 

51 Karen Davis, "Medicaid Payments and U t i l i z a t i o n  o f  Medical Ser- - 
v ices  by the  Poor," op. c i  t. 



Table 6  provides s i m i l a r  f i g u r e s  by reg ion f o r  1974, the  most recent  
year  f o r  which data have been tabulated. Expenditures per nonwhite 
bene f i c ia ry  averaged $321 and those per  wh i te  bene f i c ia ry  $560 -- 
s t i l l  75 percent  more. 61 It should be noted t h a t  t he  1974 f i g u r e s  
represent  42 o f  50 states,  b u t  only h a l f  o f  a l l  r e c i p i e n t s  o f  medi- 
caid, s ince some o f  the l a r g e s t  states, i n c l u d i n g  New York and c a l  i- 
forn ia ,  d i d  n o t  r e p o r t  bene f i t s  by race. The r a c i a l  d i f fe rences were 
substant ia l  i n  a l l  b u t  one o f  the  10 regions, however, and, w i t h i n  
those regions, f o r  a  g rea t  m a j o r i t y  o f  t he  states. 

While r a c i a l  t abu la t i ons  are no t  ava i l ab le  by age, a  substant ia l  
p o r t i o n  o f  the d i f f e rence  i n  expenditures per  bene f i c ia ry  may be 
a t t r i  butabl  e  t o  e l  d e r l y  persons i n  nurs ing  homes. The expenditures 
f o r  such bene f i c ia r i es ,  who are overwhelmingly white, tend t o  be much 
h i  gher than expenditures f o r  persons rece i  v i  ng acute hosp i ta l  and 
professional  care. Expenditures f o r  p a t i e n t s  i n  nurs ing  homes ac- 
counted f o r  more than 35 percent  o f  medicaid payments i n  1974. 

Whatever the  age o f  the  bene f i c ia r i es ,  there  are f o u r  types o f  
nonf inanc ia l  b a r r i e r s  t o  care t h a t  medicaid does no t  appear t o  over- 
come. 

F i r s t ,  medicaid does no t  address shortages o f  physic ians o r  
f a c i l i t i e s  i n  r u r a l  farm areas o r  t h e  i nne r  c i t y ,  where nonwhites 
reside. Second, d i s c r i m i n a t i o n  takes the  form o f  re fusa l  t o  serve 
medi ca i  d  pat ien ts .  The percentage o f  nonfederal physic ians who d i d  
serve medicaid pa t ien ts  i n  1974 ranged from 30 i n  F l o r i d a  and 36 i n  
t h e  D i s t r i c t  o f  Columbia t o  97 i n  West V i r g i n i a ;  t h e  n a t i o n w i d e  
average was 51 percent. 71  It was noted e a r l i e r  t h a t  nonpar t i c ipa t i on  
o f  physic ians i s  most i i k e l y  t o  occur i n  i n n e r - c i t y  areas. While 
h o s p i t a l s  may no t  l e g a l l y  re fuse medicaid p a t i e n t s  and s t i l l  receive 
o the r  federal  funds, requirements t h a t  p a t i e n t s  be admitted by a  
phys ic ian  w i t h  s t a f f  p r i v i l e g e s  (when nonwhite medicaid pa t ien ts  are 
l e s s  l i k e l y  t o  have access t o  such a  physic ian)  produce the  same 
e f f e c t .  

61  Data tabu la ted by National Center f o r  Social  S t a t i s t i c s ,  Social  - 
and R e h a b i l i t a t i o n  S e r v i c e ,  Department  o f  Hea l th ,  Educat ion ,  
and We1 fare.  

7 1  Figures compiled by Medical Services Administ rat ion,  Soci a1 and - 
Rehabi 1  i t a t i  on S e r v i c e ,  Department  o f  H e a l t h ,  Educat ion ,  and 
Welfare. They are repor ted  by s ta tes  whose d e f i n i t i o n s  o f  par- 
t i c i p a n t s  may vary and the re fo re  are not  completely r e l i a b l e .  



Table 6. AVERAGE MEDICAID PAYMENT PER BENEFICIARY, BY RACE AND 
REGION, FISCAL YEAR 1974 - a/ 

Regi on 

Average Payment Average Payment 
p e r  White pe r  Nonwhite 
Bene f i c i a ry  Benef i c i  a ry  

TOTAL 

I. Connect icut,  Maine, New 
Hampshire (miss ing Vermont, 
Massachusetts, Rhode I s l a n d )  

11. New Jersey (miss ing  New York) 

111. Delaware, D.C., Maryland, 
Pennsylvania, V i  r g i  n i  a 
(miss ing West V i  r g i  n i  a) 

I V .  A1 abama, F l o r i  da, Georgia, 
Kentucky, M iss i ss ipp i ,  Nor th 
Carol i na, South Carol i na, 
Tennessee 

V. I l l i n o i s ,  Indiana, Michigan, 
Minnesota, Ohio, Wisconsin 

V I .  Arkansas, Louisiana, New 
Mexi co, Okl ahoma, Texas 

V I I .  Iowa, Kansas, Missour i ,  
Nebraska 

V I I I .  Montana, North Dakota, 
South Dakota, Utah (mi ss ing  
Colorado, Wyomi ng b/ 

I X .  Hawaii , Nevada (miss ing 
Cal i f o r n i  a) 

X. Alaska, Idaho, Oregon, 
Washington 

a/ Data tabu la ted  by Nat ional  Center f o r  Socia l  S t a t i s t i c s ,  Soc ia l  - 
and Rehabi 1 i t a t i o n  Service, Department o f  Health, Education, and 
We1 fare.  

b/  Arizona has no medicaid program. - 



Third, there  i s some i ndi  c a t i  on o f  r a c i  a1 d i  scr imi  nat ion. With 
regard t o  physicians, f o r  whom T i t l e  V I  o f  t he  C i v i l  R ights  Act  ( f o r -  
b i  ddi ng d i sc r im ina t ion  i n  federa l  programs) i s  n o t  a c t i v e l y  enforced, 
such i n d i c a t i o n s  are anecdotal and d i f f i c u l t  t o  document. 81  Lega l ly  
acceptabl e evidence o f  d i  scr imi  na t i on  does e x i s t  w i t h  r e s p e c t  t o  
nurs ing  homes. I n  1974 nonwhites represented 5 percent  o f  a1 1 pa- 
t i e n t s  i n  nurs ing  homes, al though 9 percent  o f  a l l  persons over 65 
are  nonwhite and e l d e r l y  nonwhites average more than tw ice  as many 
bed d i s a b i l i t y  days as do e l d e r l y  whites. By comparison, nonwhite 
p a t i e n t s  i n  acute-care hosp i ta l  s were somewhat overrepresented i n 
r e l a t i o n  t o  the  p ropor t i on  o f  t he  general popu la t ion  t h a t  they repre- 
sent. 91 I n  par t ,  t h e  lower p ropor t i on  o f  nonwhites i n  nurs ing  homes 
may be-accounted f o r  by the  f a c t  t h a t  more are  cared f o r  by r e l a t i v e s .  
A1 though d e f  i n i  t i  ve e v i  dence does n o t  e x i  s t ,  however, t h e r e  a r e  
be1 i eved t o  be d i  sp ropor t i  onate numbers o f  nonwhites p l  aced i nappro- 
p r i  a t e l y  i n  i n s t i t u t i o n s  such as pub1 i c  mental hosp i ta l  s when nurs ing  
home care i s  i nd i ca ted  instead. 

F o u r t h ,  m e d i c a i d  has n o t  been s u c c e s s f u l  a t  overcoming t h e  
b a r r i e r  t o  care posed by 1 ack o f  knowledge and f e a r  o f  d i sc r im ina t ion  
on t h e  p a r t  o f  p o t e n t i a l  users. The federa l  government's major a t -  
tempt t o  increase u t i l i z a t i o n  o f  pr imary care through the  medicaid 
system -- t h e  Ear l y  and Per iod ic  Screening, Diagnosis, and Treatment 
program (EPSDT) f o r  c h i l d r e n  under 21 -- a f t e r  seven years o f  ex is-  
tence has succeeded i n  reaching annual ly on ly  15 percent  o f  those 
e l i g i b l e .  One reason i s  t h a t  s ta tes  are r e l u c t a n t  t o  seek greater  
u t i l i z a t i o n  when they must pay p a r t  o f  the  add i t i ona l  cost.  101 An- 
o the r  i s  t h a t  outreach and case management are provided mainly by 
not ices  mai 1 ed from we1 f are departments, since most medicaid programs 
do n o t  employ community 1 i a i s o n  workers. 

81  For example, see repor t s  o f  w a i t i n g  rooms segregated by race i n  - 
U.S. House o f  Representatives Committee on the  Jud ic ia ry ,  Subcom- 
m i t t e e  on C i v i l  R i g h t s  and C o n s t i t u t i o n a l  R i g h t s :  T i t l e  V I  
Enforcement i n  Medicare  and M e d i c a i d  Programs, 1973, p. 74. 

91 'Figures from U.S. Census, 1975, and Nat ional  Center f o r  Health - 
S t a t i s t i c s :  Health, Uni ted States, 1975, DHEW Pub1 i c a t i o n  No. 
HRA 76-1232, 1975. 

101 U.S. Congressional Budget O f f i ce ,  "Prospects f o r  Meeting Heal th - 
Care Needs of Ch i ld ren El i q i b l e  f o r  Medicaid Under EPSDT." i n  



Besides i t s  1 i m i  t e d  a b i l i t y  t o  overcome b a r r i e r s  t o  care f o r  
many nonwhites, medicaid exer ts  1 i t t l e  o r  no i n f l uence  on the  organi- 
z a t i o n  o r  types o f  serv ices ava i lab le .  I n  f a c t ,  t h e  dominance o f  
fee- fo r -serv ice  medicaid payments a t  lower than market r a t e s  en- 
courages the  k i n d  o f  h i  gh-vol ume, h i  gh-turnover p r a c t i c e  described 
e a r l i e r .  Th is  perpetuates fragmented and ep isod ic  care. 

Medicare 

Medicare, the  federal  l y  funded and operated heal t h  insurance 
p lan  f o r  t he  e l d e r l y  and disabled, i s  u n l i k e  medicaid i n  t h a t  t he  
serv ices covered are uni form throughout t h e  nat ion. Hosp i ta l  insur -  
ance covers 24.5 m i l l i o n  enrol lees,  i n c l u d i n g  approximately 95 percent  
o f  a1 1 e l d e r l y  persons. Supplementary medical insurance covers 24.0 
m i l l i o n  persons who pay minimal monthly premiums, or, i f  they are 
poor, have t h e i r  s ta tes  pay t h e  premiums f o r  them. 

I n  f i s c a l  1976, medicare pa id  $12.6 b i l l i o n  i n  beha l f  o f  those 
e n r o l l e d  i n  i t s  hosp i ta l  insurance p lan  and $5.2 b i l l i o n  i n  beha l f  
o f  those enrol l e d  i n  i t s  supplementary medical insurance p lan  f o r  a 
t o t a l  o f  $1 7.8 b i  11 ion. lJ/ A1 though medicare t h e o r e t i c a l  l y  t r e a t s  
everyone the  same, i t s  bene f i t s ,  l i k e  those o f  medicaid, have been 
d i s t r i b u t e d  unequal ly between whi tes and nonwhites. I n  1968 medicare 
payments per  nonwhite enrol  1 ee averaged $1 95 wh i l  e payments per  wh i te  
e n r o l l e e  averaged $273 -- 40 percent  more. 121 The whi te lnonwhi te 
d i s p a r i t y  was much small er, however, when payments per  bene f i c ia ry  
were calculated.  Th is  suggests t h a t  whether o r  n o t  an en ro l l ee  used 
t h e  program a t  a l l  was more impor tant  than the  amount o f  care re- 
ce ived by those who d i d  use the  program. 

One reason f o r  t he  d i s p a r i t y  i s  t h a t  t he  program requ i res  a1 1 
bene f i c ia r i es ,  regard1 ess o f  i ncome, t o  con t r i bu te  an i d e n t i c a l  pro- 
p o r t i o n  o f  t h e  cos t  o f  t he  serv ices they receive. Th is  places a d is -  
p ropor t ionate  burden on the  poor and i s  a greater  de te r ren t  t o  t h e i r  
care. Fur ther ,  w h i l e  few physic ians re fuse a1 1 medicare pat ien ts ,  
many w i l l  n o t  1 i m i  t t h e i r  b i l l s  t o  the  "assigned" rate. They may b i l l  
p a t i  en t s  f o r  addi t i o n a l  amounts, thereby posing another f i nanci a1 
b a r r i e r .  

111 U.S. O f f i c e  o f  Management and Budget, op. c i t .  - 

121 Karen Davis. "Eaual Treatment and Uneaual Benefi ts:  The Medicare - 
Program," ~i 1 bank Memori a1 Fund ~ u a r t e r l ~ ,  53(4)  :449-488 (Fa1 1 
1975). La te r  f i g u r e s  are n o t  a v a i l a b l e  b u t  the  d i s p a r i t y  i n  
b e n e f i t s  i s be1 i eved t o  have c o n t i  nued. 



L i k e  medi c a i  d, medi c a r e  does 1  i ttl e  t o  1  ower n o n f  i nanc i  a1 
b a r r i e r s  o r  t o  i n f l uence  organ iza t ion  o f  care o r  type o f  serv ices 
of fered.  I t s  "usual and customary" reimbursement ra tes  f o r  s p e c i f i c  
regions may actual  l y  r e i n f o r c e  ma1 d i s t r i b u t i o n  o f  resources. As w i t h  
medi ca i  d, there  are suggestions o f  r a c i  a1 d i  scr imi  na t i on  i n  nurs ing  
homes. F i n a l l y ,  nonwhites rece ive  l ess  expensive care than do whites, 
f o r  two reasons. F i r s t ,  there  are  d ispropor t ionate  numbers o f  e l d e r l y  
nonwhites i n  t h e  South, where p r i c e s  are lowest. Second, nonwhites 
are l e s s  l i k e l y  t o  rece ive  care from spec ia l i s t s .  Both f a c t o r s  widen 
t h e  gap i n  the  do1 l a r  amounts o f  b e n e f i t s  received by the  two groups, 
b u t  t h a t  f a c t  i s  no t  necessar i l y  i n d i c a t i v e  o f  a  d i s p a r i t y  i n  the  
qua1 i t y  o f  t he  care received. 

RESOURCE PROGRAMS 

Heal th p l  anni ng, f a c i  1  i t y  development, and manpower programs 
at tempt ing t o  i n f  1  uence a1 1  ocat ion  o f  resources throughout t h e  p r i -  
va te  sec tor  account f o r  a  small p ropor t i on  o f  t h e  HEW hea l th  budget 
-- l e s s  than $750 m i l l i o n  i n  f i s c a l  yea r  1976. The scope o f  such 
programs extends across the  e n t i  r e  hea l th  system, however. Thus, 
they can p o t e n t i a l l y  a f f e c t  t h e  a v a i l a b i l i t y  o f  care and, t o  a  l esse r  
degree, t h e  type o f  serv ices o f f e r e d  t o  nonwhites. These resource 
programs probably exacerbated i n e q u i t i e s  i n  the  pas t  and have on ly  
r e c e n t l y  begun t o  consider f a c t o r s  re levan t  t o  needs o f  nonwhites. 

P l  anni ng and Faci 1  i t y  Development 

Federal i nvol vement w i t h  t h e  devel opment o f  heal t h  f ac i  1  i ti es 
began w i t h  enactment o f  the  H i l l - B u r t o n  program t o  b u i l d  h o s p i t a l s  
i n  1946. 13/ By 1971 , H i  11 -Burton had con t r i bu ted  t o  the  const ruc t ion  
o f  more. than 470,000 i n p a t i e n t  beds, an est imated 73 percent  o f  them 
i n  communities w i t h  populat ions l e s s  than 100,000. More than 50 per- 
cen t  o f  t h e  funds went t o  h o s p i t a l s  i n  middle-income count ies -- those 
i n  which t h e  median fam i l y  income i n  1960 was between $5,000 and 
$7,000. - 14/ 

131 Since the  advent o f  medicare and medicaid, expansion o f  hosp i ta l s  
has a1 so been encouraged by i nc l  u s i  on o f  depreci a t i o n  a1 1  owances 
i n  reimbursement rates.  

14/ J u d i t h  R. Lave and Lester  Lave, The Hospi ta l  Construct ion Act: - 
An Evaluat ion o f  t h e  H i l l -Bu r ton  Program, 1948-1973 (Washington, 
D.C. : American En te rp r i se  I n s t i t u t e ,  1974). 



A separate federal  program was i n i t i a t e d  i n  1966 t o  e s t a b l i s h  
statewide and areawide comprehensive heal th -p l  anni ng agencies. A 
p r i n c i p a l  t e n e t  o f  t h i s  program was p a r t i c i p a t i o n  by consumers, i n -  
c luding,  i n  areas where they resided, some nonwhites. But  wh i l e  the  
heal th-p lanning agencies may have r a i s e d  the  consciousness o f  con- 
sumers, they had very 1 i t t l e  power t o  implement decisions. 

I n  1974, p r i m a r i l y  i n  response t o  c la ims t h a t  many areas now 
had too many hospi t a l  beds, the  H i  1 l -Bur ton program, a1 ready v a s t l y  
reduced, was subsumed i n  a new heal th -p l  anni ng and resource-devel op- 
ment e f f o r t .  151 Th is  time, the  p lanning network was t i e d  t o  manda- 
t o r y  s ta te  a u t h o r i t y  t o  con t ro l  the  supply o f  new f a c i l i t i e s .  A l -  
though federal  p lanning guide1 ines  have n o t  y e t  been issued, some 
o f  the  more soph is t i ca ted  agencies have t r i e d  t o  stop the  f l i g h t  o f  
e x i s t i n g  h o s p i t a l s  from poor and i n n e r - c i t y  areas and t o  make improved 
i n n e r - c i t y  o r  community serv ices a cond i t i on  o f  approval o f  new con- 
s t ruc t i on .  161 Th is  does n o t  mean t h a t  when the  new program i s  f u l l y  
implemented,all agencies w i l l  be w i l l i n g  o r  able t o  do the  same. 

Manpower 

Federal i nvol vement i n  heal t h  manpower devel opment began i n  
1963 w i t h  specia l  programs t o  a i d  both schools and students o f  hea l th  
p r o f e s s i o n s .  F o r  y e a r s ,  t hese  e f f o r t s ,  dominated by f e a r s  o f  a 
shortage o f  doctors, were concentrated on t h e  t r a i n i n g  o f  more pro- 
f e s s i  onal s. Whil e the  supply o f  such professional  s increased sub- 
s t a n t i  a1 l y  , geographic ma1 d i  s t r i  b u t i  on ( n o t  enough doctors i n  pub1 i c 
i n s t i t u t i o n s  o r  ru ra l - fa rm and inne r -c i  ty areas, where nonwhites tend 
t o  1 i v e )  and overspecial  i z a t i o n  ( n o t  enough prov iders  o f  pr imary care, 
wh ich  nonwhi tes  1 ack t h e  most )  p e r s i s t e d .  171 I n  f a c t ,  f e d e r a l  
funding p r i o r i t i e s  probably increased the  propor t ion  o f  research- 
o r ien ted  physic ians who would provide l i t t l e  o r  no community care. 

151 Pub1 i c  Law 93-641 . - 
161 These examples a r e  drawn f rom p l a n s  and c r i t e r i a  o f  t h e  New - 

York City and Central  Maryland (Bal t imore City and surrounding 
count ies)  Heal th Systems Agencies. 

171 U.S. Congressional Budget O f f i ce ,  The Role o f  A i d  t o  Medical, - 
O s t e o p a t h i c  and Dental Students i n  a New Heal th Manpower Po l icy .  
S t a f f  Working Paper, August 10, 1976. 



L e g i s l a t i o n  passed i n  1976 inc luded the  f i r s t  major e f f o r t  t o  
a f f e c t  t he  type and l o c a t i o n  o f  p r a c t i c e  a f t e r  graduation. It re-  
qu i res  schools t o  ensure t h a t  l a rge  propor t ions  o f  res idents  are 
t r a i n e d  i n  pr imary care, author izes 15,000 t o  20,000 a1 1 -expense 
scholarships i n  exchange f o r  serv ice  i n  areas where shortages ex i s t ,  
and expands the  Nat ional  Health Serv ice Corps as a veh ic le  f o r  place- 
ment o f  obl i g a t e d  graduates. It a1 so p rov i  des f i  rs t -year  scholar- 
sh ips f o r  disadvantaged students and gives r e c i p i e n t s  o f  such a i d  
p r i o r i t y  i n  rece iv ing  shortage-area scholarships subsequently. Thus 
l e v e l s  o f  funding f o r  both k inds  o f  scholarships w i l l  determine how 
many graduates go t o  shortage areas and who those graduates are. - 18/ 

The federa l  government has a l so  supported recru i tment  and t r a i n -  
i ng o f  more nonwhite hea l th  pro fess iona ls  since 1968. Nonwhites are 
be1 ieved t o  be more s e n s i t i v e  t o  nonwhite p a t i e n t s  and t h e i r  p a r t i c u -  
l a r  problems; they may a l so  be more l i k e l y  t o  serve i n  shortage areas, 
a1 though t h i s  has n o t  been demonstrated conclus ively.  The propor t ion  
o f  medical students belonging t o  m i n o r i t i e s  has i n  f a c t  increased from 
3.1 percent  i n  1969 t o  8.1 percent  i n  1975, b u t  t he  percentage has 
s t a b i l i z e d  i n  t h e  l a s t  two years. 19/ I n  add i t ion ,  i t  w i l l  take a 
good many more years before t h e s e i n c r e a s e s  among students have a 
substant ia l  impact on t h e  p ropor t i on  o f  m i n o r i t y  physic ians i n  prac- 
t i c e .  I n  1970, f o r  example, on l y  2.2 percent  o f  a l l  U.S. physicians 
were black. a/ 

Other recent  e f f o r t s  t o  address shortages inc lude federal  sup- 
p o r t  f o r  t r a i  n i  ng paramedi ca l  personnel and nurse p r a c t i t i o n e r s  t o  
perform some o f  a doc to r ' s  funct ions.  Aims o f  t h i s  program have been 
blocked, i n  pa r t ,  by the  f a c t  t h a t  t he  f i nanc ing  programs r a r e l y  reim- 
b u r s e  f o r  t h e  s e r v i c e s  o f  t hese  m i  d-1 eve1 h e a l  t h  p r o f e s s i o n a l  s. 

18/ Pub l ic  Law 94-484. - 
19/ Figures inc lude Mexi can-Americans and Puerto Ricans b u t  exclude - 

O r i e n t a l s .  Michae l  Koleda and John Cra ig ,  New R e a l i t i e s  i n  
Medical School Finance, 1976-80 (Washington, D .C. : Nat ional  
P l  anni ng Associ a t i  on, Center f o r  Heal t h  Pol i cy Studies, J u l y  
1976). 

20/ H e a l t h  Resources Admi n i s t r a t i o n ,  Bureau o f  H e a l t h  Manpower, - 
M i n o r i t i e s  and Women i n  the  Health Fie1 d, DHEW Pub1 i c a t i o n  No. 
HRA-76-22, September 1975. 



Heal t h  Service Programs 

Programs that provide specific services or comprehensive care 
to  target populations -- primarily poor or medically underserved 
groups -- accounted for roughly $2.1 billion of the HEW health budget 
in fiscal 1976. 21 / Because they often establish and control the 
mechanism through-which services are delivered, such programs are 
able to address all  of the problems contributing to  racial inequity 
in health care. Some do so with a high degree of effectiveness. 
Funding for the health service programs i s  quite limited, however, 
enabling them to  serve only a small proportion of the target popu- 
1 ations envisioned by those who planned them. In  addition, many 
programs experience difficulty in obtaining reimbursement from medi- 
care and medicaid. Table 7 1 i s t s  the major service programs together 
with numbers of their white and nonwhite beneficiaries. 

Comprehensive Care Programs 

The Indian Health Service i s  operated and paid for directly by 
HEW. Other comprehensive care programs provide local or state agen- 
cies with grants t o  establish projects serving geographic areas that 
are poor or lacking in resources. Such programs include community and 
migrant health centers and maternal and infant care and children and 
youth projects. In  addition t o  direct federal funds, roughly 30 per- 
cent of the costs of community and migrant health centers are covered 
by payments made by patients or insurers (private or public). The 
figure i s  kept low by state restrictions on the type of services paid 
for and the rate paid for a given service and by the fact that the 
programs treat  poor and near-poor persons who are not eligible for 
medi ca i d. 

These comprehensive care programs serve an estimated total of 
3.7 million persons. As indicated in Table 7 ,  a majority of their 
beneficiaries are nonwhite, or, in the case of migrant programs, 

211 1976 appropri at ions fo r  health,  mental health,  and disease - 
prevention programs, including $135 million for swine f lu ,  a 
one-time expense, was $2.2 billion. 
The total figure does not include Public Health Service hospi- 
t a l s  and re la ted f a c i l i t i e s ,  which are not subjects of t h i s  
paper. These faci 1 i t i es  provide care to their beneficiaries 
(mostly Coast Guard personnel and merchant seamen) because they 
are part of federal organizations formerly on a quasi-mi 1 i tary 
nature rather than because they are particularly needy. 



Hispanic. 221 Other data suggests t h a t  a t  l e a s t  80 percent  o f  pa- 
t i e n t s  i n  t h e  p r o j e c t s  have incomes below the  federa l  poverty  l i n e .  
Thus both f i n a n c i a l  and nonf inanc ia l  b a r r i e r s  t o  care are overcome 
f o r  nonwhites i n  areas where p r o j e c t s  e x i s t .  

O f  p a r t i c u l a r  i n t e r e s t  a r e  i n d i c a t i o n s  t h a t  t h e  c o n t i n u o u s  
care received i n  these programs i s  more e f f e c t i v e ,  l e s s  hospi t a l i -  
z a t i  on i s requ i  red, and t o t a l  heal th-care expenditures per  person 
are  lower than i f  the p a t i e n t s  had t o  r e l y  on a f i nanc ing  p lan  a- 
1 one. 231 Many, b u t  no t  a1 1 , comprehensive care programs i ncorpo- 
r a t e  specia l  e f f o r t s  t o  address problems t h a t  a f f e c t  nonwhites d is -  
p ropor t ionate ly .  Outreach, community workers, and home v i s i t s  are 
u s u a l  l y  among t h e  s e r v i c e s  o f f e r e d .  O the r  exarnpl es o f  problem- 
o r ien ted  serv ices o f f e r e d  are screening programs f o r  hypertension 
and s i c k l e  c e l l  anemia o r  c l i n i c s  and hea l th  education programs f o r  
d iabet ics .  The tendency has been f o r  t he  execut ive branch t o  empha- 
s i z e  s t r a i g h t  medi ca l  care, however, which i s  more o f t e n  re imburs i  b l  e 
through medicaid, a t  the  expense o f  t he  s o c i a l l y  o r i en ted  services. 
Another problem i s  t h a t  some programs f a i l  i n  dea l ing  w i t h  the  general 
medical needs o f  p a t i e n t s  who are drug abusers o r  a lcoho l ics .  

221 Data compiled by U.S. Department o f  Health, Education, and Wel- - 
f a r e ,  O f f i c e  o f  t h e  A s s i s t a n t  S e c r e t a r y  f o r  H e a l t h ,  Budget 
Branch. 

See Leon Gordis, "Ef fect iveness o f  Comprehensive Care Proqrams 
i n Preventing ~ h e u m a t i c  Fever," New ~ n ~ l  and Journal o f  ~ e d i c i  ne, 
289: 331 -335 ( 1973) ; John Newport and M i  1 ton  Roemer, "Comparative 
Per i  na ta l  Morta l  i t y  under ~ e d i  ca l  Care ~ o u n d a t i o n s  and Other 
D e l i v e r y  Models," I n q u i r y ,  12:lO-17 (March 1975);  C. M. G. 
Bu t te ry  and Lula Holland, "The Use o f  Heal th Care Aides i n  a 
Medical Assistance Program, " unpubl i shed r e p o r t  from t h e  Ports- 
mouth, V i r g i n i a  Department o f  Pub l i c  Health t o  HEW Socia l  and 
R e h a b i l i t a t i o n  Service, February 1974; M. K le in ,  e t  a l ,  "The 
Impact o f  the  Rochester Neighborhood Health Center on t h e  Hospi- 
t a l  i z a t i o n  of Chi1 dren," Ped ia t r ics ,  51 :833-838 (1973) ; S. S. 
B e l l i n ,  H. J. Geiger, and D. Gibson, "Impact o f  Ambulatory Heal th 
Care S e r v i c e s  on t h e  Demand f o r  H'ospi t a l  Beds ," New England 
Journal o f  Medicine, 280: 808-81 2 ( 1969). 



Table 7. DISTRIBUTION OF FEDERAL HEALTH SERVICE PROGRAM BENEFICIARIES, 
BY RACE AND ETHNICITY a/ 

Group Served 

A1 coho1 , Drug Abuse, and 
Mental Heal t h  Admin is t ra t ion Center f o r  Disease Contro l  

Communi ty Drug Lead Based 
Mental Alcohol ism Abuse b/ Pa in t  
Heal t h  Community Community Poisoning i n  Rat c/ Venereal Immuni- 
Centers Programs Programs Chi 1 dren Control  D i  seases za t i on  d/ 

Tota l  Bene f i c ia r ies  
(thousands) 1,843 186 153 500 5,000 9,700 15,000 

IU m Tota l  White (percent )  88 68 63 40 35 42 40 

Hi spanic (percent)  5 5 12 30 25 N A N A 
Other White (percent)  83 63 51 10 10 N A N A 

To ta l  Nonwhite (percent )  12 3 1 36 60 65 58 60 

Bl  ack (percent)  11 18 35 60 65 N A N A 
American I nd i an  

(percent)  - - 12 - - -- -- N A N A 
Other (percent)  1 1 - - -- - - N A N A 

a/ Estimates compiled by Budget Branch, O f f i c e  o f  t he  Ass is tan t  Secretary f o r  Health,  HEW, f o r  the - 
fo l l ow ing  programs and f i s c a l  years: ADAMHA, 1976; CDC, 1975; Ind ian  Heal th  Service, 1975. Estimates 
f o r  Community Heal th  Centers, Family Planning, Migrant  Health,  Maternal and I n f a n t  Care and Chi ldren 
and Youth p ro j ec t s  from Bureau o f  Communi t y  Heal t h  Services, Heal t h  Services Admini s t r a t i  on, 
BCHS-NHI Study, 1976. 



Table 7. (continued) 

Health Services Administration 

Maternal Chi 1 dren 
Comnuni ty  and Infant and Indian 
Health Family Migrant Care Youth Health 

Group Served Centers b/ Planning Health Projects Projects Service 

Total Beneficiaries 
(thousands) 2,000 

Total White (percent) 12 

Hispanic (percent) 3 
Other White (percent) 9 

Total Nonwhite (percent) 87 

Bl ack (percent) 84 
Arneri can l n d i  an 

(percent) -- 
Other ( percent) 3 

- - - - - 

b/ Total includes some unclassified recipients. - 

C /  Residents of target  areas. - 

d/ Doses admi n i  stered. - 



Programs Deal i ng w i  t h  S p e c i f i c  Condi ti ons. Some programs t r e a t  
problems w i t h  a st rong mental hea l th  component. They prov ide grants 
f o r  community mental hea l th  centers serv ing  s p e c i f i c  geographic -areas 
and alcohol ism and drug-abuse p r o j e c t s  serv ing t a r g e t  populat ions. 241 
I n  a d d i t i o n  t o  d i r e c t  federal  funds, up t o  30 percent  o f  t he  cos ts  o f  
community mental h e a l t h  centers may be covered by payments made by 
p a t i e n t s  o r  insurers ,  b u t  such revenues are  n e g l i g i b l e  f o r  drug and 
a1 coho1 programs. 

There a r e  a p p r o x i m a t e l y  2.2 m i l l i o n  b e n e f i c i a r i e s  o f  t h e s e  
mental heal t h  programs. The p r o p o r t i  on o f  nonwhi t e s  served compares 
w i t h  some recognized i n d i c a t o r s  o f  need as fo l lows:  251 Admissions 
t o  p u b l i c  i n p a t i e n t  p s y c h i a t r i c  f a c i l i t i e s  occur near ly  tw ice  as 
f requen t l y  among nonwhites as among whi tes and 22 percent  o f  a l l  such 
admissions are  f o r  nonwhites. a/ Yet community mental hea l th  cen- 
te rs ,  which are supposed t o  decrease i n s t i t u t i o n a l i z a t i o n ,  serve a 
popu la t ion  t h a t  i s  on ly  12 percent  nonwhite. This may be i n d i c a t i v e  
o f  t h e  l o c a t i o n  o f  t h e  centers, l a c k  o f  outreach and e f f e c t i v e  1 i a i s o n  
w i t h  the  community, o r  the  l ack  o f  r a c i a l  s e n s i t i v i t y  r e f e r r e d  t o  i n  
the  f i r s t  sect ion. 

Narcot ic  drug abuse i s  est imated t o  occur f o u r  t imes as f r e -  
quent ly  among nonwhites as among whites from the  f a c t  t h a t  roughly 
45 percent o f  a1 1 na rco t i c  drug mentions t o  the  Drug Abuse Warning 
Network were nonwhite. 261 Drug abuse community programs serve a 
popu la t ion  t h a t  i s  36 percent  nonwhite. This may r e f l e c t  a des i re  t o  
balance t h e  focus o f  p r o j e c t s  between abusers o f  na rco t i cs  and abusers 
o f  o t h e r  drugs,  o f  whom a much s m a l l e r  p r o p o r t i o n  a r e  nonwhi te.  

241 Despi te the  f a c t  t h a t  grantees are  l o c a l  agencies, mental hea l th  - 
programs operate w i  t h  consi derably more s t a t e  involvement than 
do the  comprehensive care programs. I n  the  case o f  a lcohol ism 
and drug abuse, formula grants a1 so go t o  s ta tes  f o r  more gen- 
e r a l  purposes. 

251 I f  c r i t e r i a  f o r  funding are t o  be reconsidered, o ther  i n d i c a t o r s  - 
may a lso  be re levant .  

261 Nat ional  I n s t i t u t e  o f  Mental Health, U t i l  i z a t i o n  o f  Mental Heal th - 
F a c i l i t i e s ,  1971, op. c i t .  

P r o j e c t  DAWN 111, op. c i t .  



A1 cohol ism may a1 so be more prevalent among nonwhites since they 
account for 17 percent of al l  deaths from alcoholic cirrhosis. 281 
The proporti on of nonwhites served by HEW ' s a1 cohol i sm community 
programs -- 31 percent -- reflects in part a policy of f i l l ing  gaps 
l e f t  by state,  local, and private programs; only one of those gaps i s  
the lack of services for nonwhites. 

Other programs deal with specific conditions of a public health 
or preventive nature. They provide grants, primarily to local agen- 
cies, for family planning services, treatment and prevention of lead- 
based paint poisoning in chi 1 dren and venereal diseases, immunization, 
and ra t  control. a /  

While beneficiaries of these programs are counted in varying 
ways, Table 7 indicates t h a t  a1 1 except family planning serve a 
majority of nonwhites. This i s  especially true of the lead poisoning 
and ra t  control programs, which are located in inner-city areas. W i t h  
respect to continuity , having these services del ivered by separate 
agencies may fur ther  fragment a l l  health care. I t  does provide 
emphasi s on fol1 owup for specific probl ems, however, and in some 
cases ( f ami ly pl anni ng for teenagers; venereal di sease) , pati en t s  
might not seek the service in a comprehensive setting. 

281 Reported by National Institute on Alcohol Abuse and Alcoholism. - 
291 A small hypertension program was enacted in 1976 b u t  has not - 

yet been implemented. Hypertension screening and treatment are 
also under study by the National Institutes of Health, where 
results of cl ini cal t r ia l  s indicate more research into effective 
treatment i s  needed. 





CHAPTER I V .  APPROACHES TO IMPROVEMENT 

I n  t h i s  sect ion, poss ib le  ways o f  improvi ng the  responsiveness 
o f  each type o f  federal  program t o  nonwhite hea l th  care needs w i l l  
be discussed, and short- term steps w i l l  be described. I n  add i t ion ,  
because o f  widespread i n t e r e s t  i n  a  nat iona l  hea l th  insurance p lan  
and i n  view o f  t he  Car ter  Admin is t ra t ion 's  announced i n t e n t i o n  t o  
propose such a  plan, ac t ions  cons is ten t  w i t h  more comprehensive f i -  
nancing w i l l  a l so  be described. The descr ip t ions  are b r i e f ,  and 
a1 t e r n a t i  ve possi  b i  1  i t i e s  are no t  r i go rous ly  evaluated. 

FINANCING PROGRAMS 

I n  general , i n e q u i t i e s  i n  heal t h - f i  nanci ng programs m i  gh t  be 
addressed by equal i z i  ng a1 1  b e n e f i t s  and 1  eve1 s  o f  e l  i g i  b i  1  i t y  through 
mandatory federal  minimum standards. Then, w i t h  the  lesson o f  medi- 
care i n  mind, incent ives  might  be provided t o  deal w i t h  remaining 
problems. A major quest ion e i t h e r  now o r  i f  nat iona l  hea l th  insurance 
i s  enacted i s  whether monetary i ncen t i ves  alone can equa l ize  access t o  
care o r  address questions o f  ef fect iveness.  

Short-Term Steps 

The remai n i  ng f i nanci a1 b a r r i e r s  i n  the  medi c a i  d  program m i  gh t 
be overcome by a  federal  l y  mandated comprehensive b e n e f i t  package 
and uni form standards f o r  e l i g i b i l i t y ,  adjusted f o r  d i f fe rences i n  
t h e  cos t  o f  1  i v ing .  Th is  cou ld  be done w i t h  o r  w i thou t  a  complete 
federa l  takeover o f  t he  program, b u t  the  federal  government would 
probably have t o  bear t h e  cos t  o f  t he  add i t i ona l  b e n e f i t s  -- roughly 
$10 o r  $11 b i l l i o n  i n  1978. I/ Financ ia l  b a r r i e r s  i n  medicare might  
be addressed by cost-shar i  n g p r o v i  s i  ons t h a t  are graduated by income 
and by r e q u i r i n g  physic ians t o  accept the  "assigned" fee w i thou t  
b i l l  i ng p a t i e n t s  f o r  add i t i ona l  amounts. Both these changes might  

1  / U.S. Congressional Budget Of f ice ,  "Short-Term Options f o r  t he  - 
Medicaid Program," i n  Working Papers on Major Budget and Program 
Issues i n  Selected Heal t h  Programs, U .S. House o f  Representatives, 
Committee on the  Budget, December 10, 1976. 



have t o  awai t  enactment o f  na t iona l  h e a l t h  insurance, however. The 
f i r s t  would r e q u i r e  major changes i n  t he  admin i s t ra t i on  o f  medicare 
and the  second might  cause some phys ic ians  t o  withdraw from p a r t i c i -  
p a t i o n  i n  t h e  absence o f  a  un iversa l  program. 

O f  the  nonf i nanci a1 b a r r i e r s ,  shortages o f  manpower mi g h t  be 
p a r t i  a1 l y  addressed by reimbursement and t a x  i ncent ives t o  serve i n  
a r e a s  where sho r tages  e x i s t .  It s h o u l d  be noted,  however, t h a t  
s t u d i  es have shown f i nanci a1 f a c t o r s  t o  be re1 a t i  ve l y  unimportant . i n  
determin ing whether physic ians l o c a t e  i n  these areas. 2 /  Thus, o t h e r  
i ncentives would a1 so be needed. Assuring reimbursement o f  nurse 
p r a c t i t i o n e r s  and paramedical personnel i s  another way o f  addressing 
shortages, b u t  care should be taken t h a t  an appropr ia te  balance o f  
serv ices  by physic ians and nonphysicians i s mai n t a i  ned. 

P a r t i c i p a t i o n  o f  physic ians i n  medicaid might  be increased by 
b r i n g i n g  ra tes  f o r  t h e i r  serv ices  c l o s e r  t o  those i n  t h e  p r i v a t e  
sec tor  and stream1 i n i  ng admi n i  s t r a t i v e  procedures t o  speed up reim- 
bursement. A more d r a s t i c  remedy would be t o  r e q u i r e  physic ians t o  
p a r t i c i p a t e  as a  c o n d i t i o n  o f  l i censu re  o r  o f  r e c e i v i n g  o the r  federa l  
funds. D i  sc r im i  na t i on  coul d  be a t tacked by more v igorous enforcement 
o f  T i t l e  V I  o f  t he  C i v i l  Rights Act. A number o f  witnesses complained 
a t  hearings h e l d  i n  1973 t h a t  enforcement i n  t he  h e a l t h  area had 
f a l l e n  o f f  p r e c i p i t o u s l y  and t h a t  r e l i a n c e  on s t a t e  a c t i o n  was p rov ing  
i n e f f e c t i v e .  A t  t h a t  t ime the re  were 89 employees assigned t o  hea l th  
and soc ia l  serv ices  i n  HEW'S O f f i c e  o f  C i v i l  Rights. 3 1  While t h e  
number o f  employees author ized f o r  enforcement o f  c i T i 1  r i g h t s  i n  
these areas has r i s e n  t o  111, the  pub l ished opera t ing  p l a n  f o r  f i s c a l  
1977 o f  the  O f f i c e  o f  C i v i l  R igh ts  i n d i c a t e d  t h a t  on ly  19 persons 
are  a c t u a l l y  assigned t o  hea l th  and soc ia l  services. - 4/ 

2 /  S i n c l  a i  r Coleman, P h y s i c i a n  D i s t r i b u t i o n  and R u r a l  Access t o  - 
Med ica l  S e r v i c e s ,  Rand C o r p o r a t i o n  C o n t r a c t  No. R-1887-HEW, 
prepared f o r  the  Heal th ~ e s o u r c e s  Admin is t ra t ion ,  Apr i  1  1976. 

3/ U.S. House o f  Representat ives Committee on the  Jud ic ia ry ,  Sub- - 
committee on C i v i l  R igh ts  and Cons t i t u t i ona l  Rights,  op. c i t .  

4/ Federal Regi s t e r ,  41 : 196:41776-41797, September 2 3 ,  1976. - 



Continuity could be encouraged by assuring reimbursement of 
government-sponsored programs fo r  the  del ivery of services and other  
f reestandi ng cl i n i  cs  and by incentives f o r  prepaid care ,  del i vered 
by the  pr ivate  or  public sector. In addit ion,  i t  has been suggested 
t h a t  some of the  high-volume urban providers, o r  "medicaid m i  11 s ,"  
do provide care e f f i c i en t l y ,  and t h e i r  qua1 i t y  might be upgraded by 
aff  i 1 i a t i ons  w i t h  nearby hospital s and t ra ining programs f o r  physi- 
c i a n s .  5 1  F i n a l l y ,  t r e a tmen t  of c o n d i t i o n s  a f f e c t i n g  nonwhites 
d i  sproportionately (alcohol ism, d rug  abuse, hypertension) coul d be 
reimbursed a t  a higher r a t e  than other services.  I t  should be noted, 
however, t h a t  a financing system may not be spec i f ic  enough t o  ensure 
t h a t  these "preferred" services a re  made avai lable  t o  those who rea l ly  
need them. Expensive d i s to r t ions  and abuses m i g h t  occur. 6/ 

Steps Consistent w i t h  National Health Insurance 

National health insurance of fe r s  an opportunity t o  overcome 
f inancia l  ba r r ie r s  faced by near-poor nonwhites a s  well a s  those now 
covered by medicaid. A mandatory, u n i  versal program woul d accompl i sh 
this best.  A1 1 persons could be provided equal coverage whether or  
not they a re  now enrolled i n  pr ivate  insurance plans through t h e i r  
employers. Any sharing of cos t s  o r  payment of premiums could be 
minimal fo r  the  poor and near-poor and graduated smoothly by income, 
avoiding the  earnings disincentive t h a t  may be the  r e s u l t  of a large 
s tep  up i n  required contributions. F i  rst-doll  a r  coverage of i n i t i a l  
v i s i t s  t o  a physician might be desirable f o r  the  poor and near-poor. 
Any sharing of costs  f o r  those w i t h  higher incomes should not be so 
h i g h  as  t o  discourage anyone from seeking needed primary care. 

Nearly a l l  the  other short-term s teps  described above would 
a l s o  apply. One difference is  t h a t  physicians would be more l i ke ly  
t o  par t i c ipa te  without coercion i n a u n i  versal program, b u t  avoidance 
of poor nonwhite neighborhoods and overt  raci a1 di scrimi nation could 
possibly increase. 

51 Conversation w i t h  Martin Par is ,  M.D., Director, New York City - 
Medical Assi stance Program, November 1976. 

6/ A n  example of such a d i s t o r t i o n  i s  t h e  e a r l i e r  growth i n  New - 
York City of pr ivate  methadone c l i n i c s ,  the  qual i ty  of which i s  
d i f f i c u l t  t o  control. 



RESOURCE PROGRAMS 

Resource programs have been too  recen t l y  rev i sed  t o  suggest 
many add i t i ona l  steps f o r  dea l ing  w i t h  r a c i a l  i n e q u i t i e s  i n  hea l th  
care. One major quest ion i s  how f a r  regu la t i on  o f  the  p r i v a t e  sec tor  
can go i n  assur ing access t o  nonwhites, p a r t i c u l a r l y  i f  those t o  be 
regu la ted are i n d i v i d u a l  s  r a t h e r  than i n s t i  tu t ions .  

Short-Term Steps 

Since c r i t e r i a  and gu ide l ines  f o r  t he  new planning and regu- 
l a t o r y  network are developed a t  the  federal  l e v e l ,  access t o  care 
f o r  s p e c i f i c  popul at ions,  i nc l  udi  ng nonwhites and poor persons, coul d  
be made an e x p l i c i t  goal. The program would then n o t  merely seek t o  
prevent  o r  e l im ina te  o v e r a l l  surpluses b u t  would a l so  ensure t h a t  
f ac i  1  i t i e s  serv ing  nonwhites are t r e a t e d  w i t h  due considerat ion. 
The t r a d e o f f s  necessary t o  assure access t o  nonwhites could be f a c i l i -  
t a t e d  f u r t h e r  by extending con t ro l  o f  e x i s t i n g  as we l l  as new i n s t i -  
t u t i o n s  t o  the  agencies. Renovation o f  needed b u t  outmoded i n p a t i e n t  
f ac i  1  i t i e s  , especi a1 l y  i n  i nner c i t i e s ,  and cons t ruc t i on  o f  out- 
p a t i e n t  f a c i l i t i e s  could be funded a t  more than t h e  present  minimal 
1  eve1 s  and possi b l y  d i  rec ted  toward s p e c i f i c  areas. 

The 1976 h e a l t h  manpower l e g i s l a t i o n  can p u t  many more new 
physic ians i n  areas where shortages ex i s t .  Considerable a t t e n t i o n  
(by both the  federa l  government and t h e  cornmuni t i e s  served) t o  t h e  way 
i n  which the  s e t t i n g s  i n  which physic ians p r a c t i c e  are  organized 
coul d  i ncrease p roduc t i v i  ty and he1 p  a t t r a c t  and keep physicians. 
Organized community heal t h  centers, f o r  exampl e, have succeeded i n 
a t t r a c t i  ng phys i c i  ans t o  shortage areas. Nat ional  Heal t h  Servi  ce 
Corps s i t e s  may be seen as smaller, more f l e x i b l e  vers ions o f  de l i ve ry  
programs r a t h e r  t h a n  as i s o l a t e d  o f f  i c e  p r a c t i c e s .  The f e d e r a l  
government coul d  a1 so provide more techn ica l  assistance t o  e s t a b l i s h  
h e a l t h  mai ntenance organizat ions i n  underserved areas. L inks  w i t h  
teaching i n s t i t u t i o n s  are important  t o  physic ians i n  any shortage 
area, and problems o f  physical  secu r i t y  should be addressed i n  inner -  
c i  t y  nei ghborhoods. 

I n  add i t ion ,  more paramedical personnel and nurse p r a c t i t i o n e r s  
who w i l l  p r a c t i c e  i n  poor nonwhite areas could be t ra ined.  The l a t t e r  
are espec ia l l y  we1 1  equipped f o r  t he  pat ient-educat ion func t i on  o f  
pr imary care. A f  f i  rmat i  ve ac t i on  programs i n  medical education could 
be r e v i t a l i z e d  by funding p r i v a t e  organizat ions as we l l  as schools 
t o  r e c r u i t  and prepare p o t e n t i  a1 physic ians f o r  professional  t r a i n i n g .  



C o n t i n u i n g  f i  nanc i  a1 s u p p o r t  t h r o u g h o u t  med ica l  schoo l  c o u l d  be 
assured by funding a t  h igh  l e v e l  s scholarships f o r  disadvantaged 
students and those t h a t  o b l i g a t e  graduates t o  p r a c t i c e  i n  shortage 
areas. F i n a l l y ,  education could be focused more heav i l y  on nonwhite 
heal th-care prob l  ems. 

Steps Consistent w i t h  Nat ional  Heal t h  Insurance 

The greater  federal  f i nanci a1 i nvol vement suggested by most 
na t iona l  heal t h  insurance proposal s coul d c a l l  f o r  addi ti onal regu- 
l a t i o n  o f  resources. National hea l th  insurance, moreover, may i n -  
crease demand f o r  pr imary care. I f  f i n a n c i a l  i ncen t i ves  alone are 
n o t  s u f f i c i e n t  t o  assure nonwhites adequate access i n  the  face o f  
r i s i n g  demand by a l l  persons, the re  are two forms o f  more d i r e c t  
i n te rven t ion :  expanding government-sponsored programs o r  exe r t i ng  
con t ro l  over the  l oca t ions  i n  which physic ians prac t ice .  The l a t t e r  
may be advantageous i n  t h a t  i t  uses p r i v a t e  r a t h e r  than p u b l i c  sector  
resources. Such con t ro l  may be r e s i s t e d  by p r i v a t e  physicians, how- 
ever, and i f  they are forced t o  serve p a t i e n t s  they consider unde- 
s i rab le ,  i n d i v i d u a l  physic ians may p rov i  de unsympathetic care. 

HEALTH SERVICE PROGRAMS 

Most hea l th  serv ice  programs are reaching and serv ing  nonwhites 
more e f f e c t i v e l y  than f inanc ing programs t h a t  depend t o  a l a r g e  degree 
on t h e  p r i v a t e  sector. There are  two ways o f  us ing these programs t o  
c o r r e c t  r a c i  a1 i n e q u i t i e s  i n heal t h  care: Expanding t h e i  r funding 
and the  populat ions they serve and f u r t h e r  improving t h e i r  focus on 
nonwhite hea l th  problems. 

Short-Term Steps 

Expansion o f  those programs serv ing  nonwhites most e f f e c t i v e l y  
coul d be accomplished by add i t i ona l  funding. Without add i t i ona l  fund- 
i n g  o f  serv ice  programs, b u t  cons is ten t  w i t h  t h e  short- term expansion 
o f  medi c a i  d d i  scussed above, community and m i  g ran t  heal t h  centers 
cou ld  serve roughly 40 percent more people because t h e i r  reimburse- 
ments would increase. - 7 1  While maternal and i n f a n t  care and c h i l d r e n  

71 Medicare and medicaid would spend most o f  t he  add i t i ona l  funds - -- p o s s i b l y  1 ess e f f e c t i v e l y  -- even i f  s e r v i c e  programs d i d  
no t  expand. 



and youth  p r o j e c t s  have a1 so been e f f e c t i v e  i n  a i d i n g  nonwhites, i t  
woul d be more d i  f f i  cu l  t t o  achi eve expansion through increased reim- 
bursements, because such p r o j e c t s  are  subsumed i n  a formula grant  t o  
states. Some expansion o f  t h e  popu la t ion  served w i t h  no increase i n  
o v e r a l l  appropr ia t ions  might  be poss ib le  f o r  mental heal t h  programs. 
Th is  i s  because federal  funding f o r  i n d i v i d u a l  centers i s  s e t  t o  
dec l ine  each year, f r e e i n g  money.for new pro jec ts .  

Steps t o  improve c a r e  i n  e x i s t i n g  programs m i g h t  i n c l u d e  
specia l  fami ly-p lanning p r o j e c t s  f o r  teenagers (because o f  t he  h igher  
maternal and i n f a n t  m o r t a l i t y  r a t e s  f o r  teenagers i n  general and 
especi a1 l y  nonwhite teenagers) ; research, outreach, and treatment 
designed t o  reach nonwhites i n  community mental hea l th  centers; a 
greater  emphasis on n u t r i t i o n  and the  education o f  p a t i e n t s  w i t h i n  
a1 1 comprehensive care programs; and requirements t h a t  mental h e a l t h  
and medical treatment programs l e a r n  t o  deal w i t h  a l c o h o l i c  and drug- 
abusing p a t i e n t s  r a t h e r  than excluding them. I n  add i t ion ,  c r i t e r i a  
f o r  funding could be reexamined and p r i o r i t y  g iven t o  nonwhite loca- 
t i o n s  f o r  any new pro jec ts .  Th is  would apply t o  community mental 
h e a l t h  centers, which serve a comparati ve ly  1 ow p ropor t i on  o f  non- 
whites, b u t  a l so  t o  such programs as community hea l th  centers, which 
can be used t o  increase access i n  nonwhite shortage areas. 

Steps Consistent  w i t h  Nat ional  Heal t h  Insurance 

I f  n e i t h e r  f i nanc ing  nor regu la tory  so lu t i ons  can guarantee 
access t o  care, organized serv ice  de l i ve ry  programs may be the  " re-  
source o f  l a s t  resor t . "  Such programs might  a l  so he lp  ensure t h a t  
na t i ona l  hea l th  i nsurance funds are spent more e f f e c t i v e l y  . Whi 1 e 
some have argued t h a t  government programs f o r  the  disadvantaged per- 
petuate " two c lass"  h e a l t h  care, t h e  recent  evidence from the medicaid 
program ind ica tes  t h a t  t h i s  separat ion has evolved i n  the p r i v a t e  

\ sector  as wel l .  

Nat ional  heal t h  insurance p rov id ing  broad hea l th  coverage f o r  
low-income persons would probably cover roughly 80 percent  o f  e x i s t i n g  
cos ts  i n  community hea l th  and migrant  centers, as opposed t o  the  30 
percent  o f  cos ts  now covered by payments made by pat ien ts .  (About 20 
percent  o f  t he  costs i n  such programs, a t t r i b u t a b l e  t o  soc ia l  and 
support i  ng serv i  ces, woul d remain uncovered). The increased reim- 
bursement would a1 low the  programs t o  increase the  number o f  persons 
served more than th ree fo l  d, wh i l  e s t i l l  con f in ing  add i t i ona l  expen- 
d i  t u res  t o  the  f i nanc ing  plan. To the  ex ten t  t h a t  insurance covered 
mental heal th, a1 coho1 i sm, and drug-abuse services, these programs 
cou ld  a1 so expand f u r t h e r  w i t h  added costs i n  the  f i nanc ing  p lan  



only. It might  be easier,  however, t o  con t ro l  and coordinate mental 
h e a l t h  and substance-abuse serv ices i f  they were funded d i r e c t l y  
through centers operated o r  approved by t h e  government. 

CONCLUSION 

Evidence i ndi cates t h a t  nonwhites have made important  gains 
i n  hea l th  s ta tus  i n  the  1 a s t  20 years. They remain 1 ess heal t hy  than 
whites, however; they s t i l l  g e t  l e s s  hea l th  care, and t h e  care they 
do g e t  may be l e s s  e f f e c t i v e .  Four f a c t o r s  con t r i bu te  t o  t h i s  s i tua-  
t i o n :  f i n a n c i a l  b a r r i e r s  t o  care; non f i  nanci a1 b a r r i e r s  such as 
shortages o f  p rov iders  and d i  scr iminat ion;  1 ack o f  c o n t i n u i t y  when 
care  i s  received; and too  1 i t t l e  emphasis on some cond i t ions  a f f e c t i n g  
nonwhites. Experience w i t h  present  federal  programs ind i ca tes  t h a t  
f i nanc ing  so lu t i ons  a1 one may he1 p perpetuate whi telnonwhi t e  heal t h  
d i f f e r e n t i a l s .  Thus, approaches f o r  deal i n g  w i t h  remaining problems 
woul d i nc lude  n o t  on ly  i ncreased f inancing,  b u t  a1 so rea l  1 ocat ion  o f  
resources and the  a b i l i t y  t o  provide serv ices d i r e c t l y  where the  
p r i  vate sec tor  fa1 1 s short.  




