
Editorials

Race, Health, and Health

Three papers in this issue deal with
the persistent and vexing problem of race

and inequalities in health and health
services.'-3 An innovative analysis of
Medicare data for 32 frequently used pro-

cedures and tests provides some discon-
certing findings. I Whites were more likely
than Blacks to receive 23 services; Blacks
were more likely than Whites to receive 7
services. Whites had a particular advan-
tage when it came to higher technology or

newer services. The differences could not

be explained by differences in prevalence
of clinical conditions or fully accounted
for by financial barriers.

The authors suggest organizational
factors (lack of continuity of care, less
technologically sophisticated physicians
and facilities), location, travel time, and
expense as possible barriers to equal care

for Blacks. The role of patient preferences
and health beliefs is raised. More trouble-
some and perhaps less amenable to cor-

rective intervention is that "the effect of
patient race on physician and institutional
decision making may be another impor-
tant cause ofour findings. l(p53) The tests
and procedures studied are not likely sub-
ject to self-referral.

The study of access to health care

among adolescents2 included sufficient
numbers of Hispanics to enable reporting
on three groups. Information reported by
adult family members showed that His-
panic and Black adolescents had less in-
surance coverage (including Medicaid)
and made fewer visits to doctors than did
Whites, despite having worse health sta-
tus. Minorities were more likely to lack a

usual source of care, as well as continuity
between sources. Racial differences per-
sisted after adjustments were made for
health insurance, family income, need,
and other factors. The authors raise for
future study the possibility that racial dif-

ferences between adolescents in physi-
cian contact rates reflect the beliefs and
utilization pattems of adult family mem-
bers. Another possibility proposed is "dis-
crimination in either institutional access or
physician behavior."2(P964t If these two

barriers do exist, it would be difficult to

lower them directly, but the authors call
attention to the possibility of going around
them by expanding school-based health
care.

From Seattle, which has an outstand-
ing emergency medical services system,
comes a report that sudden out-of-hospital
cardiac arrest occurred significantly more
often in Blacks than in Whites.3 Initial re-

suscitation and survival to hospital dis-
charge were poorer for Blacks. The dif-
ferences in outcomes were not fully
explained by features of the collapse. The
authors suggest that less bystander-initi-
ated cardiopulmonary resuscitation, gen-

erally poorer levels of health, and differ-
ences in underlying cardiac disorders may
explain the poorer outcomes in Blacks.

Provision of emergency medical ser-

vice usually enjoys wide community sup-

port. Elected officials and the public will
vote for dedicated taxes to provide such
services and they may not ask for a cost-
benefit analysis. But in many respects the
need for this service is created by health
service failures. These are failures in both
primary and secondary prevention. We
fail to prevent the initiation of the under-
lying cardiac disease. We fail to detect the
disease process early and intervene to halt
its progression. Finally, the disease
progresses to the point at which it is too

late to prevent death except with heroic

Editor's Note. See related articles by Es-
carce et al. (p 948), Cowie et al. (p 955), and
Lieu et al. (p 960).
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efforts that are successful 10% to 16% of
the time.

Case series are always problematic.
Although Cowie et al. report annual inci-
dence rates and take the trouble to adjust
the rate of the younger Black population
to the age structure of the White popula-
tion, these are not true population-based
rates. We do not know in what fraction of
cardiac arrest cases emergency personnel
are not summoned. It is not inconceivable
that the twofold excess reported among
blacks (3.4 vs 1.6 per 1000) is in fact even
higher. Once summoned, the Seattle
emergency services system responded
and performed equally for Black and
White victims.

Although the numbers are small, it is
worth noting that when cardiac arrest de-
veloped under surveillance of emergency
medical personnel-thus eliminating ques-
tions of inequalities in elapsed time from
the index event to arrival of personnel and
time to initiation of resuscitation-
resuscitation rates and rates of survival
without disability tended to be higher for
Blacks. One is reminded of the situation at
the other end of the age spectum-the
higher mortality ofBlack infants compared
with White infants.4 (Infant mortality rates
have been declining for both races but the
relative discrepancy has been increasing.)
The disadvantage for Blacks is largely the
result of the adverse experience of low-
birthweight infants. At each birthweight
category below 2500 g Black infants actu-
ally do better than White infants, but there
are proportionately more of them. If one
allows that this Seattle case series gives a
reasonable approximation ofthe true com-
munity incidence, a most striking finding is
the age difference between Black and
White victims: 61.9 years vs 68.2 years.
Younger age is a predictor of favorable re-
suscitation outcome, but in this high-mor-
tality disease state, the excess occurrence
of events among Blacks assures an unfa-
vorable overall experience.

Cowie et al. note the need for a better
understanding of the disease process that
leads to cardiac arrest, and they speculate
onhow disease-specific factors and under-
lying socioeconomic and health status fac-
tors might affect cardiac arrest by race.
But while we wait for such information to
be developed, they suggest a practical
low-tech intervention: increasing the "up-
take" of cardiopulmonary resuscitation
within the black population.

In its bearing on race, health, and
health services, experience with mam-

mography and breast cancer is less spec-
tacular but more instructive than that with

the very late intervention by emergency
medical services in out-of-hospital cardiac
arrest. Although breast cancer incidence
rates are 20%o higher in Whitewomen than
in Black women, the 5-year survival rate
of Blacks is 17% lower than that of
Whites. The breast cancer mortality rate
in 1989 was 27.5 for White women and
30.4 for Blacks.5

Since 1983 The National Cancer In-
stitute has supported a major socioepide-
miologic study of possible behavioral, bi-
ologic, social, treatment, and health
system factors that may influence Black-
White differences in stage at diagnosis and
survival rates with cancer in four organ
sites, including the breast.6 Although we
must await the final results of this and
other studies, agreement is general that
early diagnosis and treatment are benefi-
cial and that screening mammography can
make an important contribution to early
diagnosis. Mammography should in the-
ory be available to all women. Despite
some geographic maldistribution, there
are more than enough mammography
units in the United States to screen all of
the age-eligible women.7 But is the proce-
dure accessible to all?

The Cancer Control Supplement to
the 1987 National Health Interview Survey
(NHIS) revealed disappointingly low use
of screening mammography overall.
Blacks and Hispanics were less likely than
non-Hispanic Whites to undergo mam-
mography. Low income and education and
increasing agewere also related to low use.
Significant proportions of the minority
groups reported never having heard of the
test.8

In numerous studies, the reasons
women have given for not having had a
mammogram are that their doctor did not
tellthemtheyshouldandtheydid notknow
theyneeded one.8-0 Becausemostwomen
see a physician each year, both answers
suggest physicians' failure to promote ac-
cess either by providing information or by
mitigating fear and misunderstanding.
Some physicians and a few women men-
tioned cost as a factor, and perhaps others
were embanrassed to cite this reason. But
by 1992, 42 states and the District of Co-
lumbia had passed legislation requiring that
mammography be included in health insur-
ance. Since January 1991, Medicare has
provided payment for screening mammog-
raphy, and it is a potentially available ser-

vice ofMedicaid in44 states. These actions
should have reduced the financial barrier
and large amounts ofpublic discsion and
media coverage should have reduced the
proportion ofwomen who have not heard

of mammography. But in the absence of
aggressive efforts to encourage utilization
directed toward individual women and
their physicians, what changes can be ex-
pected?

Unpublished data from the 1990
NHIS indicate an overall twofold increase
inmammographyuse since 1987 and nearly
equal use by White, Black, and Hispanic
women. (These rates are still far short of
optimal levels.) Major differences by in-
come and education remain (L. G. Kes-
sler, ScD, and N. Breen, PhD, written
communication, Aprfl 1, 1993). The results
of the 1992 (first 6 months only) Cancer
Control Supplement of the NHIS are ea-
gerly awaited. They will almost certainly
confirm a further increase in overall use of
screeningmammography. Butmost impor-
tant will be the detail for race, income, and
age groups. It is not unlikely that the dif-
ferences between groups will persist.
Women in the medical care mainstream-
those who have an ongoing relationship
with a health care professional, who are
native English speakers, who have no sig-
nificant cultural taboos or skepticism about
medical care, andwho are able to dealwith
copayments or other marginal costs-will
have gotten the message and obtained the
service. Women who are disadvantaged in
these and other characteristics will be re-
ported to have "failed" to obtain mam-
mography. They will probably be referred
to as "hard to reach." Would "under-
served" be more accurate?

In the first quarter of 1992, NCI con-
ducted a national survey of mammogra-
phy facilities. Although they were not
specifically asked whether they would
accept self-referred women, 62% of the
facilities reported no self-referred screen-
ingmammograms. Ofmammograms done
by all facilities, 7.9% were self-referred.
Evening hours were available at 36% of
facilities and 33% had weekend service
(M. Brown, PhD, written communication,
March 31, 1993).

Regardless ofany health care reforms
that take place in the next 4 years-even
if the United States winds up with some
form of universal insurance-" compli-
ance" with recommended screening
mammography by the underserved will
need to be improved, as will quality as-

surance and appropriate follow-up, and
the task will fall to health care profes-
sionals-particularly to those in public
health agencies. This is not the place to

review the Health Belief Model" and
other paradigms of health knowledge and

behavior. Suffice it to say thatwe need to

improve our understanding of how to ob-
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tain the compliant behavior that we as the
experts believe is best for vulnerable in-
dividuals and the community.

What are the barriers to compliance,
and, despite the obvious problem of inad-
equate resources, how canwe lower them
and get the job done? How can we make
our priorities and the priorities of those in
need of services the same? I am reminded
of the description-possibly apocry-
phal-of one approach taken by the New
York City tuberculosis control program in
the 1950s to identify the few remaining
cases of active disease in certain neigh-
borhoods. The trickwas to block the side-
walk with a mobile x-ray van and thus
make it easier togo through thevan and be
tested than towalk around it into the street
and the hazards of traffic. A woman with
undetected (and untreated) early breast
cancer may not be the direct hazard to her
family and friends that a person with un-
detected tuberculosis is, but the eventual
costs to the community for health care and
years of productive life lost are consider-
able, in addition to the devastating direct
consequences for the individual. Perhaps
we should move our mobile mammogra-
phy units up onto the sidewalk.

In a 1968 paperl2 my coauthor and I
pointed out that the poor received a dis-
proportionately low share of health serv-
ices and that the direct cost barrierwas not
sufficient to explain the underuse. We pre-
dicted that Medicare and Medicaid would
not erase the discrepancies.

The failure to inform adequately poten-
tial clients ofthe existence and availabil-
ity of services is a significant barrier.
The organization, administration and
conductof services canbe important de-
terrents to use. The professional health
worker must be trained to be able to
provide effectively his services in com-
prehensive programs for the poor and
uneducated.12(p345)

In 1993, we can substitute "racial and eth-
nic minorities" for "the poor"-many of
the barriers remain in place.

On the basis of a 1986 survey, Blen-
don et al. noted that despite progress in the
previous 2 decades, there was still "a long
way to go in achieving equitable access to
health care" for all.13 We have not yet
arrived there. []
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Needed: Universal Monitoxing of All Serious Diseases of Global Importance
In this issue Ruwaard et al. predict an

ever increasing burden of diabetes in the
Netherlands1 and Andresen et al. demon-
strate the notorious underreporting of dia-
betes on death certificates.2 Both articles
show that existing monitoring systems for
morbidity and mortality of diabetes melli-
tus are inadequate. Dr. Ruwaard con-
cludes, "It is therefore highly recom-
mended that registries for diabetes mellitus
and other chronic diseases be started
and/or improved." The recent Shanghai
Declaration of the World Health Organiza-
tion (WHO) Non-Communicable Disease
Collaborating Centers makes the same rec-
ommendation and pleads for local, na-
tional, and intemational monitoring ofnon-
communicable diseases.3 We argue here
that accurate, cost-effective systems for

universal monitoring of all serious diseases
affecting mankind are critically needed.

The next millennium will shortly be
here. Ruwaard's projections ofdiabetes in
the 21st centuly are very sobering' and in
line with those presented by others,2 par-
ticularly for developing nations.4 National
projections for diabetes and other non-
communicable diseases demonstrate that
with the aging of populations the burdens
of noncommunicable diseases are rapidly
increasing.5 We need to develop national
programs for the prevention and control of
noncommunicable diseases now.

The fundamental element of national
prevention and control programs is dis-
ease monitoring. Yet frequently this is not
considered. Primary prevention is defined
inA Dictionaty ofEpidemiology6 as "re-

ducing the incidence of disease," and dis-
ease control as "ongoing operations or
programs aimed at reducing incidence
and/or prevalence." Thus, intrinsic to
both prevention and control programs is
the ability to determine the frequency of
disease. It is critical, then, to establish
cost-effective, flexible, and accurate dis-
ease monitoring systems. Without such
systems, it will be impossible to determine
where best to allocate health care re-
sources and whether prevention and con-
trol programs work.

We can learn how to improve global
health in the future by examining suc-

Editor's Note. See related articles by Ru-
waard et al. (p 989) and Andresen (p 1021) in
this issue.
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