UNITED STATES OF AMERICA

GENERAL SITUATION AND TRENDS

Socioeconomic, Political, and Demographic Overview

proved in the last 10 years. Between 1990 and 1995,

overall life expectancy at birth increased from 75.4
years to 75.8 years. By 1995, a person who had reached the age
of 60 years could expect to live an average of 21.1 more years,
for a total of 81.1 years. A person reaching the age of 65 could
expect to live an average of 17.4 more years, to 82.4 years. Life
expectancy at birth was much higher for white males (73.4)
than for African-American males (65.4); the gap is shrinking,
however. Increases in life expectancy in the 1990s were 0.7
years for white males and 0.9 years for African-American
males. The difference in life expectancy at birth for white and
African-American females was 5.6 years. The 1990-1994 data
are final, but 1995 data are preliminary and therefore subject
to change. Preliminary data are available for whites, African-
Americans, and Hispanic populations, but are not available
for other racial and ethnic groups.

An estimated 36 million people were living in poverty in
1995. The national poverty rate was 13.8% in 1995, compared
with 15.1% in 1993. The poverty rate among African-Ameri-
cans, the largest minority group, was 29.3%—nearly triple
the rate among the white population.

The poverty rate for female-headed households with chil-
dren declined sharply, from 47.1% in 1991 to 41.5% in 1995,
and the poverty rate among children decreased from 21.8%
to 20.8%. In 1995, the percentage of African-American chil-
dren living in poverty (42%) was about 2.5 times that of
white children (16%). Poverty levels among Hispanic chil-
dren (40%) were similar to the levels seen among African-
American children.

The resident population of the United States totaled 263
million in 1995, a 6% increase over the 1990 population. Be-

The health situation of United States residents has im-
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tween 1990 and 1995, the population 75-84 years of age grew
by 11% to 11 million, and the population 85 years and older
grew by 20% to 3.6 million. The African-American population
increased by 8%, to 33 million, and the Hispanic population
increased by 20%, to 27 million. The Asian and Pacific Is-
lander population grew by 24%, reaching 9 million persons.

Mortality Profile

In 1995, an estimated 2,312,180 deaths were registered in
the United States, a rate of 880.0 deaths per 100,000 popula-
tion. This was 0.5% above the rate of 875.4 per 100,000 in
1994 and the same as the rate in 1993. The age-adjusted death
rate, which eliminates the effects of aging of the population,
was at a record low of 503.7 per 100,000 population, 0.7%
below the 1994 rate of 507.4, and 1.9% below the 1993 rate of
513.3. For most of the 10-year age groups for females and all
of the age groups for males, death rates declined between
1994 and 1995 for all races combined. However, death rates
increased for females 85 years and older. The most important
contributing factor in lower death rates for the white popula-
tion and African-Americans in the 15-24-year age group was
the decrease in homicides.

The age-adjusted death rate in 1995 for all causes com-
bined was about 70% higher for males than for females. For
each of the 15 leading causes of death, male mortality was
also higher. The greatest differential between genders was
seen for HIV infection, where the age-adjusted rate for males
was 5.1 times that for females. The smallest sex differential
was for diabetes mellitus, with a male-to-female ratio of 1:1.

During the 1990s there were major declines in rates for
three of the leading causes of death: heart disease, stroke, and
unintentional injuries. Much of the decrease can be attributed
to the reduction in risk factors that cause illness. Accompany-
ing these trends are increased public awareness of the risks
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posed by such activities as tobacco use and driving while
under the influence of alcohol.

Between 1990 and 1995, the age-adjusted death rate for
heart disease, the leading cause of death, declined 9.1%. This
dramatic reduction reflects increased high blood pressure
screening and control, a decline in cigarette smoking, and in-
creased awareness of the role of dietary fat in production of
cholesterol. The decline in heart disease mortality since 1990
was 10.8% for white men, 7.5% for white women, and 9.7%
for African-American men and women. In 1995, heart disease
mortality for white men was almost double that for white
women; it was more than 64% higher among African-Ameri-
can men than African-American women. In 1993, the age-ad-
justed death rate for heart disease among males of Asian de-
scent aged 45 years and over (107.6 deaths per 100,000
population) was about 17% lower than the rate for Hispanics,
3.8% lower than the rate for American Indians, 77% lower
than for whites, and 149% lower than the rate for African-
Americans.

Deaths among white women due to lung cancer showed a
5.8% increase between 1990 and 1995. Death rates from this
disease decreased for African-American men by 14.5% and
for white men by 8.7%. In 1995, age-adjusted lung cancer
death rates for African-American men and white men (73.7
and 51.7 deaths per 100,000, respectively) were two to three
times those for African-American women and white women
(26.1 and 27.4, respectively).

In 1993, the age-adjusted death rates for all cancers for
American Indians, Asians, and Hispanic males aged 45 years
and older were similar (92.9, 99.9, and 97.4 deaths per
100,000, respectively); these rates were considerably lower
than the rates for whites or African-Americans (156.4 and
238.9 deaths per 100,000, respectively). The most recent avail-
able data are from 1993 for certain race groups, including
Asians and American Indians.

The age-adjusted death rate from stroke, the third leading
cause of death, declined by 3.6% between 1990 and 1995,
continuing the downward trend of the 1980s. Declines in
stroke mortality since 1980 ranged from 34.1% for African-
American men to 36.8% for white men. In 1995, age-adjusted
death rates due to stroke were almost twice as high for
African-American men as for white men, and 69.4% higher
for African-American women than for white women.

Cancer has surpassed heart disease as the leading cause
of death for people 45—64 years of age since 1984. In 1995,
cancer resulted in 252.5 deaths per 100,000 persons in this
age group. Breast cancer rates remain high despite the atten-
tion paid to early detection and treatment. Cancer accounts
for about one of every four deaths in the United States each
year, and, in 1995 it claimed the lives of 537,969 people.
Overall, cancer mortality rates have changed little since
1950.
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SPECIFIC HEALTH PROBLEMS
Analysis by Population Group
Health of Infants

The infant mortality rate in 1995 was 7.5 deaths per 1,000
live births. Between 1990 and 1995, the infant mortality rate
for white infants declined by 17.1%, from 7.6 to 6.3 deaths per
1,000 live births; for African-American infants, it declined by
17.2%, from 18.0 to 14.8. These declines resulted in record
low infant mortality rates in the U.S.

In 1994, almost 32,000 infants—about 0.75% of those
born—died before reaching 1 year of age. The five leading
causes of death in 1995 were congenital anomalies, disorders
relating to short gestation and unspecified low birthweight,
sudden infant death syndrome, respiratory distress syn-
drome, and maternal complications of pregnancy.

The overall percentage of live-born infants weighing less
than 2,500 g was 7.3% in 1994, up from 7.2% in 1993. The
proportion of infants weighing less that 1,500 g at birth
(those at greatest risk of death and disability) was stable at
1.3%. In 1994, the percentage of African-American infants
weighing less than 1,500 g was three times that of white in-
fants (3.0% as compared with 1.0%). Maternal cigarette
smoking has been identified as a risk factor for low birth-
weight babies in the United States. Other major problems as-
sociated with low birthweight include lack of prenatal care,
young age of the mother, and alcohol and drug use.

The spread of HIV/AIDS among women and heterosexual
men has resulted in increasing numbers of seropositive new-
borns. Infants born with HIV infection require more intensive
health care services throughout their lives. Through June
1996, AIDS was reported in more than 6,900 children under
13 years old.

Health of Children and Adolescents

The coverage rates for DPT, polio, and measles immuniza-
tions given between 19 months and 35 months of age were
90%, 79%, and 90%, respectively, in 1994. This represents
some improvement over 1992, when the coverage rates were
83% for DPT, 72% for polio, and 83% for measles. Nonethe-
less, the 1994 level of immunization coverage is lower than in
many other countries, including many developing countries.

Outbreaks of communicable diseases still occur through-
out the United States, indicating that vaccination programs
have not adequately reached many children, especially in
rural and inner city areas. Nevertheless, other than an in-
crease in the number of measles cases between 1989 and
1990, especially among preschoolers, there have been no
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major outbreaks or epidemics of vaccine-preventable dis-
eases in recent years.

Over 42% of all childhood deaths are due to unintentional
injuries, and about 30% of these occur as a result of motor ve-
hicle accidents. The number of deaths due to automobile acci-
dents has declined as a result of increased compliance with
laws in all 50 states that require the use of car safety restraints
for young children.

Among teenagers, the three leading causes of death are un-
intentional injuries, homicide, and suicide. While motor vehi-
cle deaths involving alcohol are the greatest risk to white
males in the 15-24-year age group, homicide is the leading
killer among African-American males in the same age group.
The death rate from motor vehicle accidents for young white
men was 42.4 per 100,000 in 1995.

The suicide rate for American Indian males 1524 years of
age (31.6 deaths per 100,000 population in 1993) was one-
third higher than the rate for white youths, 57% higher than
the rate for African-American youth, 74% higher than for
Hispanic youth, and 150% higher than the rate for Asian
youth.

Studies indicate that in the United States, the average age at
first sexual intercourse is 16 years, putting high school stu-
dents at risk for acquiring HIV infection. Through June 1996,
there were 2,463 reported cases of AIDS among adolescents
(13-19 years of age); and 94,414 among 2029 year olds. Be-
cause the time from infection with HIV to development of
AIDS can be 10 years or more, many people with AIDS who
are in their twenties were infected as teenagers. The propor-
tion of adolescent AIDS cases diagnosed among females
peaked in 1994 (43%) and declined to 40% in 1995.

Mental retardation, learning disabilities, and emotional
and behavioral problems are other threats to child health.
These conditions seem to be more prevalent among children
living in poverty than among children in higher socioeco-
nomic situations.

Health of Adults

In 1994, the fertility rate was 66.7 live births per 1,000
women 15-44 years of age, 1% lower than the rate of 67.6 in
1993, and 6% lower than in 1990 (70.9). There were 3,952,767
babies born in 1994, 1% fewer than in 1993. Preliminary data
for 1995 indicate births continued to decline by about 1%.

Between 1993 and 1994, birth rates by age of mother fell
1% for women 1529 years old. Rates for women in their 30s
rose 1% to 2%, while the rate for women aged 40—44 years in-
creased 5%. Rates for the youngest teenagers, 10-14 years,
and for women aged 45—-49 years were unchanged. The birth
rate for 15-17-year-olds dropped to 37.6, and the rate for
18-19-year-olds to 91.5 per 1,000 births, both declines of 1%.

Preliminary data for 1995 suggest that teen birth rates contin-
ued to decline.

Fertility rates for women of Hispanic origin declined 1% in
1994 to 105.6 per 1,000. Preliminary data indicate that the
1995 rate (103.7) is the lowest since national data on Hispanic
fertility became available in 1989. Despite the decline, His-
panic women in 1994 continued to have much higher fertility
than non-Hispanic white women at all ages. For example, the
birth rate for Hispanic teenagers was 107.7, compared with
40.4 for non-Hispanic white teenagers. Among Hispanic
groups, the fertility of Mexican American women was highest
(115.4 in 1994), followed by Puerto Rican women (81.9) and
Cuban women (55.9). For Hispanic women not belonging to
those three groups the fertility rate was 97.7.

AIDS is the third leading cause of death among women
aged 2—44 years. The number of AIDS cases due to heterosex-
ual transmission of the virus to women increased by 165%
between 1992 and 1993, partly because of the inclusion of gy-
necological conditions as markers in the AIDS case definition
in 1993; from 1993 to 1995 the number of cases due to het-
erosexual transmission declined by 14%. Although African-
American and Hispanic women make up only 22% of the fe-
male population, 74% of the women diagnosed with AIDS
since 1981 belong to these ethnic groups.

In 1995, 64.2% of women between 15 and 44 years of age
were using some form of contraceptive. New contraceptive
choices such as the Norplant implant and the “female con-
dom” are currently available; however, the implant is costly
and the extent to which it will be available to low-income
women is uncertain. While the female condom has the poten-
tial to greatly reduce the incidence of STDs among women
who use it, its acceptability in populations at greatest risk for
these infections and unwanted pregnancies from its use are
still unknown. Data for 1994 show that the abortion rate was
321 abortions per 1,000 live births, down from 345 in 1990.
The abortion rate is 21 per 1,000 women in the age group
15-44. This rate remained stable from 1980-1991, and has
recorded moderate but consistent annual declines since 1991.

Health of the Elderly

The aging of the population is one of the greatest challenges
facing the health care system in the United States. By the year
2000, it is projected that the number of people 65 years and
over will rise to 35 million, accounting for 13% of the popula-
tion. That proportion is expected to climb as high as 23% by
the year 2040. Most significant, however, is the rapid growth of
the population 85 years of age and over, whose numbers are
expected to rise 52%, to 4.6 million by the year 2000. As a re-
sult, a considerable increase will be seen in such disabling
conditions as hip fractures and Alzheimer’s disease.
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Heart disease, cancer, stroke, pneumonia/influenza, chron-
ic obstructive pulmonary disease, and diabetes are the major
causes of death among persons aged 65 and older. Because
pneumococcal disease is three times more prevalent among
those older than 65, immunization for older adults is consid-
ered a priority preventive service.

Problems such as arthritis, visual and hearing impair-
ments, osteoporosis, incontinence, and dementia also have
significant impact on the lives of seniors. Health promotion
offers major benefits toward maintaining the health of the el-
derly. Physical activity and proper diet can increase bone
mineral content, reduce the risk for osteoporotic fractures,
and help maintain appropriate body weight.

Health of Special Populations

Growth has been much faster among racial/ethnic minor-
ity populations than the majority white population over the
past two decades, a trend that is expected to continue for at
least the next 30 years. It is projected that the African-Ameri-
can population will increase 35% from 1990 to the year 2020,
while the population of other minority groups (mostly Asians
and Pacific Islanders, but also American Indian/Alaska Na-
tives) will more than double. The Hispanic population is ex-
pected to rise by 84%. The projected increase in the white
population during this period is only 11%.

While chronic disease conditions are the leading causes of
death for both minority and nonminority persons over 45
years of age, minority populations (African-Americans, His-
panics, Native Americans, and Asian American/Pacific Is-
landers) incur a disproportionate share of death, illness, dis-
ability, and adverse health conditions. Commonly used health
indicators such as life expectancy at birth and infant mortal-
ity rates show continued widening of the health gap between
minority and majority populations. Poverty is a major con-
tributing factor to the disparities in health status.

African-Americans. African-Americans are the largest
minority group, comprising 12% of the nation's population.
Although African-Americans live in all parts of the country
and occupy every socioeconomic level, one-half of their pop-
ulation lives in urban areas that are typified by poverty, poor
schools, and inadequate housing, and one-third of the popu-
lation lives in poverty—a rate three times that of whites.

Death rates among African-Americans exceed those of the
white population by 58.8%. Rates are also higher for most of
the leading causes of death. Homicide continues to be respon-
sible for the greatest rate differential between the races. The
age-adjusted death rate due to homicide in the African-Amer-
ican population in 1995 was about six times higher than in
the white population, and it was the leading cause of death in
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1995 among African-Americans 15-24 years of age. Age-ad-
justed death rates for chronic diseases are one-third to nearly
three times higher in the African-American population than
in the white population. The death rates for colorectal, respi-
ratory, and breast cancer among the African-American popu-
lation have decreased in the 1990s, as they have among the
white population. The three leading causes of death for which
rates were lower among African-Americans than among
whites were chronic obstructive pulmonary diseases and al-
lied conditions, suicide, and Alzheimer’s disease.

Hispanics. The Hispanic population is the second largest
and fastest growing minority group. Hispanic subgroups, in-
cluding Mexican Americans, Puerto Ricans, Cuban Ameri-
cans, and Central and South American immigrants, com-
prised about 10% of the total population in 1995. The birth
rate among Hispanics was 25.5 births per 1,000 population in
1994, while that of the total population was 15.2 hirths per
1,000.

Tobacco use poses a substantial risk to the health of His-
panics, since 43% of Hispanic men currently smoke and
teenagers of both sexes smoke more than African-American
or white teenagers. Hispanic teenagers also report more fre-
quent use of alcohol than African-Americans and whites.

Asians and Pacific Islanders. Speaking more than 30 dif-
ferent languages and representing many cultural groups,
Asians and Pacific Islanders are the nation’s third largest mi-
nority. Asians who have been established in the United States
for generations are virtually indistinguishable socioeconomi-
cally from the majority population, and their median income
is higher than that of the overall population.

Local studies have identified certain diseases that pose
special health risks for Asian Americans and Pacific Is-
landers. The lung cancer rate is 18% greater for Southeast
Asian men than for white men. Higher rates of high blood
pressure have been documented among Filipino men ages 50
and older living in California than among the total California
population. Tuberculosis and hepatitis B are of particular
concern in immigrant communities. Rates for these condi-
tions among Southeast Asian immigrants are 40 times higher
than those in the total population.

Native Americans. The Native American Indian and
Alaska Natives form the smallest minority group, numbering
2.1 million. About 50% live in urban areas, while many of the
rest live on reservations. Health care for this native population
is provided by the federal government through the Indian
Health Service.

This population is relatively youthful, because large pro-
portions of Native Americans die before 45 years of age and
because of a relatively high level of fertility. Age-adjusted
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death rates for diabetes, liver disease, and tuberculosis are
two to three times higher among Native Americans than com-
parable rates for the total U.S. population.

The major cause of death among Native Americans under
the age of 45 is unintentional injuries, which most often fol-
low alcohol use (75%). The injury death rate for American In-
dians 1524 years of age is two to three times higher than the
rate for any other group. More than half (54%) of the motor
vehicle accidents in this population have been attributed to
the effects of alcohol.

Alcoholism is the leading health and social problem of the
American Indian and Alaska Native people. The 1992 age-ad-
justed death rate for alcohol-induced causes among American
Indians and Alaska Natives was 38.4 deaths per 100,000 pop-
ulation—5.6 times the rate for the total population (6.8
deaths per 100,000). Smoking and other tobacco use are also
significant health problems.

Refugees. In 1995, approximately 131,300 refugees were
admitted to the United States. Of these, 34% came from East-
ern Europe and the former Soviet Union, 28% from East Asia,
3% from the Near East, 30% from Latin America and the
Caribbean, and 3% from Africa. The number of refugees en-
tering the United States in fiscal year 1995 represents a de-
crease of 9% from the number who entered the country in
1992. The number of refugees and entrants from Latin Amer-
ica and the Caribbean increased by 131% in the same period.

Upon arrival in this country, refugee reception and initial
placement is the responsibility of 12 nonprofit organizations
that operate through federally funded cooperative agree-
ments with the Department of State. Thereafter, the refugees
receive assistance from state programs funded by the Depart-
ment of Health and Human Services.

Because refugees often have health problems that stem
from the conditions in their countries of origin, health care
services are offered in first-asylum camps located in refugee
processing centers. At ports of entry, refugees and their med-
ical records are inspected by quarantine officers who also no-
tify the appropriate state and local health departments of
their arrival. Health services are provided by the Refugee Re-
settlement Program for all refugees who meet a means test.

The Government provided close to US$ 412 million in 1995
to support refugee activities both overseas and domestically.
Grant program funds are awarded to state and local health of-
fices for post-arrival health assessments to help identify
health problems that might impair effective resettlement, em-
ployability, and self-sufficiency of newly arriving refugees.

People with Disabilities. In the United States, more than
49 million people have physical and mental disabilities. For
these individuals, disability affects all aspects of their well-
being, and has emotional, social, and financial consequences.

In 1994-1995, the National Center for Health Statistics con-
ducted the first-ever comprehensive national disability survey
in this country. The survey found that the prevalence of dis-
abilities is disproportionately higher among minority, elderly,
poor, and rural populations.

In fiscal year 1997, the Department of Health and Human
Services devoted over US$ 62 billion to programs for people
with disabilities. Not only do disabilities entail high costs for
individuals, but also for states and for the nation as a whole.
In 1997, estimated economic losses due to disability, includ-
ing the increased cost of health care and reduced productiv-
ity, was over US$ 350 billion.

Health care is an essential component to helping people
with disabilities lead independent lives, and the Department
of Health and Human Services is helping to ensure that peo-
ple with disabilities have access to quality health care
throughout their lives. Medicare and Medicaid, the Govern-
ment’s largest public financing programs, in 1997 provided
health insurance to about 12 million individuals considered
to be disabled based on federal criteria. Spending during fis-
cal year 1997 is estimated at US$ 21 billion for health care and
services under Medicare, and the Government is expected to
make US$ 33 billion in Medicaid payments. The budget for
FY 1998 includes proposals to help people with disabilities
lead more independent lives.

As the Health Care Financing Administration (HCFA), a di-
vision of the Department of Health and Human Services, im-
plements the Health Insurance Portability and Accountability
Act of 1996, special care is being taken to protect the insura-
bility of individuals with preexisting conditions. The HCFA
also continues to support community-based, long-term care
for the elderly and people with developmental or physical
disabilities.

The Department of Health and Human Services supports
and conducts a wide array of research activities on service or-
ganization and delivery, quality, and financing of health and
long-term care for people with disabilities. In particular, the
Agency for Health Care Policy Research helps policymakers
plan for meeting the health needs of people with disabilities
by examining their access to and use of health services, as
well as their views of how the health care system works.

The lack of knowledge about the health needs of women
with disabilities resulting from chronic physical impairments
prompted the National Institutes of Health Office of Research
on Women'’s Health to sponsor development of health promo-
tion activities. These programs are identifying barriers to
health promotion and are developing effective, well-defined
interventions that will lead to improved health for women
with disabilities.

Other Special Groups. A government-sponsored program
known as Health Care for the Homeless (HCH) intends to im-
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prove access by homeless individuals to primary health care
services and substance abuse treatment. In 1997, 123 HCH
programs were supported in 48 states, the District of Colum-
bia, and Puerto Rico. Fiscal year 1997 funding for the HCH
program totals US$ 69 million.

Residents of public housing projects have also been tar-
geted for assistance with federal funds to help overcome
barriers to health services such as lack of transportation,
language difficulties, and lack of financial resources. In
1997, a total of US$ 9 million was awarded to 21 grantees to
improve access to health care for people who reside in public
housing.

Analysis by Type of Disease or Health Impairment
Communicable Diseases

Vaccine-Preventable Diseases. Among vaccine-preventable
diseases, diphtheria, tetanus, pertussis, and polio either de-
creased or remained at a constant low level between 1988 and
1995. However, a major measles outbreak occurred in
1989-1990, after almost 10 years of relatively few reported
cases. The number of measles cases in 1989 was higher than
the median number reported annually during the preceding
eight years, and in 1990, 27,786 cases were reported. In 1995,
only 281 cases of measles were reported.

While the measles outbreak affected all age groups, the
most notable increases in incidence occurred in preschool-
aged children and adults over 20 years old. In several cities,
data indicated that measles vaccination coverage was only
40%—65% in kindergarten children, and low coverage signifi-
cantly contributed to the spread of the disease. Measles out-
breaks also occurred among school-aged children with high
coverage rates, prompting 21 states to require that students
receive a second measles vaccination upon entering kinder-
garten, first grade, or middle school.

AIDS and Other STDs. The number of persons infected
with HIV in the United States was estimated at between
635,000 and 900,000 in 1992. As of June 1996, 530,397 AIDS
cases in adults, adolescents, and children had been reported.
The number of AIDS cases more than doubled between 1992
and 1993, partly because of the expansion of the AIDS sur-
veillance case definition in 1993, as mentioned previously. Be-
tween 1993 and 1995, the annual number of cases declined by
30%, to 71,300 in 1995.

HIV infection continues to be a major health problem, with
racial/ethnic minorities bearing a disproportionate share of
the burden. However, annual numbers of AIDS cases among
African-Americans and Hispanics decreased 23% and 25%,
respectively, between 1993 and 1995, to rates of 91 per
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100,000 population in African-Americans and 42 per 100,000
in Hispanics, compared to 15 per 100,000 in whites.

In the 1993-1995 period, there was a larger proportionate
decrease in reported cases among men (33%) than among
women (18%). For women, 1995 rates were higher among
African-Americans and Hispanics (46 and 17 per 100,000
population, respectively) than among whites (3 per 100,000).
In 1995, African-American children accounted for 66% of all
reported pediatric AIDS cases.

The primary exposure categories for reported AIDS cases in
the United States are homosexual males (44%) and injecting
drug users (26%). A growing number of people have been in-
fected through heterosexual contact (11%). In 1995, the num-
ber of women infected with HIV through heterosexual contact
exceeded the number infected through injection drug use.

Prevention programs, directed toward changing behaviors,
continue to be the main strategy in the control of HIV/AIDS.
Massive education and prevention programs have been un-
dertaken to reduce injection drug use, decrease high-risk sex-
ual behaviors, and increase the use of condoms. Efforts to de-
velop creative preventive programs, improve care of AIDS
patients, and conduct research on care have been initiated
throughout the country.

Because many AIDS patients do not have medical insur-
ance and others have depleted their private insurance and
personal resources to pay for costly treatment, much of the
cost for treating HIV/AIDS is borne by local and state
programs as well as by Medicaid, a public health financing
program.

Women in the United States are at substantial risk for sex-
ually transmitted diseases (STDs). In 1995, rates for syphilis
and gonorrhea among women were 6 and 140 per 100,000, re-
spectively; both rates have declined during the 1990s. Once
infected, women are less likely than men to have symptoms,
less likely to seek care, and less likely to be diagnosed cor-
rectly after seeking care. Since STDs in women pose far more
serious complications than in men (including infertility, ec-
topic pregnancy, and cervical cancer), it is important for
women to be knowledgeable about the prevention, diagnosis,
and implications of STDs.

Tuberculosis. The incidence of tuberculosis rose in the
United States in the early 1990s after decades of decline. A
total of 26,673 new cases were reported in 1992, a 20% in-
crease over 1985. Since 1992, the annual number of new cases
of tuberculosis has declined to about the level of 1985 (22,360
cases reported in 1995). The increase in the early 1990s was
due to many factors, including the HIV epidemic, deteriora-
tion in the local public health care infrastructure, and in-
creases in the number of cases among immigrants.

The occurrence of resistant and multi-drug—resistant tu-
berculosis has caused great concern regarding recent out-



United States of America

breaks. A national task force, created to expand the 1989
Strategic Plan for the Elimination of Tuberculosis, developed
a national action plan to control multi-drug—resistant tuber-
culosis. The plan defines steps that must be taken to bring
current outbreaks under control, prevent new ones, and work
toward the ultimate elimination of the disease.

Foodborne IlInesses. Foodborne illnesses remain a major
health problem in the U.S. It is estimated that as many as
9,000 deaths and from 6.5 to 33 million illnesses are food-re-
lated. Hospitalization costs alone for these illnesses are esti-
mated at over US$ 3 billion a year and costs for lost produc-
tivity for seven specific pathogens have been estimated to
range between US$ 6 billion and US$ 9 hillion.

Between 1988 and 1992, 2,423 foodborne outbreaks were
reported in the United States. Bacterial pathogens were re-
sponsible for causing 79% of the 1,001 outbreaks and 90%
of the cases for which an etiology was determined. Out-
breaks caused by Salmonella enteritidis continued to cause
significant morbidity and mortality, but decreased by 35%
between 1989 (77 outbreaks) and 1996 (50 outbreaks). In
addition to bacteria such as Campylobacter jejuni, Es-
cherichia coli 0157:H7, and Listeria monocytogenes, para-
sites (including Cryptosporidium parvum and Cyclospora
cayetanensis) are emerging as important foodborne
pathogens. Multi-state outbreaks of foodborne illness
caused by contaminated produce are of epidemiological
importance.

While about 400 outbreaks are reported each year in the
U.S., most foodborne diseases occur as sporadic, individual
cases. In the past, passive surveillance for specific infections
was conducted by local, state, and national health authorities
to provide a sketch of those diseases. Beginning in 1996, an
active surveillance program in five sentinel sites (FoodNet)
was initiated to provide more detailed data on sporadic cases
of diagnosed infections.

Noncommunicable Diseases and Other Health-Related Problems

Malignant Tumors. It is estimated that 180,200 new cases
of breast cancer will be diagnosed in women in 1997, making
it the second leading cause of cancer deaths among women.
One in 10 women is projected to develop breast cancer in
their lifetime. Although African-American women have an
18% lower incidence of breast cancer than white women,
their survival rates are significantly lower, probably a result of
earlier diagnosis of the disease in white women. The inci-
dence rate of lung cancer in men began to decline in 1984, but
the rate among women continues to rise.

Although incidence rates for colorectal cancer have in-
creased since 1973, they seem to have peaked among white

males and females. In recent years there have been significant
declines in incidence in both sexes in the white population, a
modest decline in African-American females, and stability in
African-American males. Mortality rates for colorectal cancer
have risen somewhat among African-American males; how-
ever, for African-American females the mortality rate has
been stable in recent years.

Accidents and Violence. In 1995, nearly 151,000 Ameri-
cans died from injuries sustained from motor vehicle acci-
dents, falls, burns, drowning, poisoning, homicide, and sui-
cide. This translates into more than 400 people who die from
injuries each day; at least 58 of these are children. Costs due
to injury including direct medical care and rehabilitation as
well as lost income and productivity in 1995 are estimated at
more than US$ 224 billion. This represents an increase of
42% over the last decade. Accidental injuries kill more people
between the ages of 1 and 34 in the United States than any
other cause. Many measures for preventing unintentional in-
jury are available, such as safety belts and child safety seats to
prevent traffic fatalities, smoke detectors to warn residents of
fire, and fencing around swimming pools to prevent drown-
ing, but people do not use them consistently.

Traffic fatalities have decreased remarkably over the past
30 years. Even so, more than 1.2 million people died on the
roads during that period, and traffic accidents remain the
leading cause of death from unintentional injury. At present,
motor vehicle crashes account for nearly one-third of all in-
jury fatalities, and they are the leading cause of death for per-
sons 5—24 years of age. Alcohol is involved in over 40% of all
traffic deaths, and is a factor in about 1.2 million crash-re-
lated injuries each year. In 1993 alone, there were over 1.5 mil-
lion arrests for driving while under the influence of alcohol or
narcotics. It is estimated that about two in every five persons
in the U.S. will be in a traffic accident involving alcohol at
some time in their lives.

Every year, nearly 900 people die from injuries sustained
while cycling. Another 550,000 injured bicyclists are treated
in emergency departments, 33% of these for head injuries.
Head injuries are involved in 62% of bicycle-related deaths.
Studies have shown that bicycle helmets reduce the risk of
head injury by 80%.

The United States currently has the highest overall fire
death rate of all industrialized countries. Residential fires are
the major cause of overall fire-related mortality. In 1995,
414,000 residential fires claimed the lives of 3,640 individuals
and injured another 18,650 people. Direct property damage
exceeded US$ 4.2 hillion; fire death and injury costs totaled
US$ 16 billion. Persons living in residences equipped with
functional smoke detectors are half as likely to die in a house
fire. About one-quarter of U.S. households lack a working
smoke detector.
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On an average day, 70 people die from homicide in the
United States, 87 people commit suicide, as many as 3,000 at-
tempt suicide, and a minimum of 18,000 survive assaults. Be-
tween 1990 and 1995, the age-adjusted homicide rate de-
creased by 8.9% to 9.2 deaths per 100,000 population, and
among males aged 2544, the rate decreased by 20.4%. How-
ever, there were large disparities in homicide rates in 1995
among males aged 15-24. African-American males had rates
18 times higher, and Hispanic males had rates 8.7 times
higher than white males. Homicide is the second leading
cause of death for young people aged 15-24 and the leading
cause for African-Americans in that age group.

In 1994, almost 5,000 women in the United States were
murdered. In those cases in which it was known whether or
not the perpetrator and the victim knew each other, only 13%
were killed by a stranger. Of the women murdered by some-
one they knew, approximately half were murdered by a
spouse or someone with whom they had been intimate. The
great majority of assaults on women do not result in death,
but in physical injury and severe emotional distress. In 1985,
the most recent year for which there are data, an estimated 1.8
million women were physically assaulted by male partners.

From 1980 to 1995, the suicide rate for the U.S. population
rose only slightly. Still, suicide was the ninth leading cause of
death in 1995. Each year, suicide claims more than 30,000 lives;
about 80% of those who die are males. Mortality data compiled
for the 1990—1995 period show that the rate of suicide among
children under 15 years of age in the United States was double
the average suicide rate among that age group in other highly
industrialized countries. From 1952 through 1995, suicide rates
among adolescents and young adults more than tripled. From
1980 to 1995, the rate of suicide among people aged 15-19 in-
creased by 23%, and among those aged 10-14, the increase was
118%. For African-American males aged 15-19, the rate in-
creased by 146% in this period.

Suicide rates continue to be highest among people aged 65
and older. The 1980-1990 period was the first decade since
the 1940s in which the suicide rate for older people rose in-
stead of declined. In 1995, persons aged 65 and older ac-
counted for 13% of the population but almost one-fifth of all
suicides. Because this is the fastest growing age group in the
United States, it is likely that the number of suicides in this
age group will continue to increase.

Behavioral Disorders. In 1994, there were 5,932 mental
health facilities in operation in the United States. Nearly 60%
(3,216) were operated and/or funded in whole or in part by a
state mental health agency. State and county mental hospitals
numbered 260 (5%); private psychiatric hospitals, 430 (8%);
residential treatment centers for emotionally disturbed chil-
dren, 459 (9%); general hospitals with separate psychiatric
services, 1,612 (30%); Veterans Administration psychiatric
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organizations, 161 (3%); and all other mental health organi-
zations, 2,470 (46%).

Mental health facilities received US$ 37.4 billion in fund-
ing in 1994. Of this amount, facilities funded in whole or part
by state mental health agencies received US$ 23.2 billion, and
US$ 7.4 billion of these funds went to state and county mental
hospitals. The Medicaid program provided 20.4% (US$ 7.7
billion) of total funds received by all mental health facilities
in 1994, and 21.9% (US$ 5.1 billion) of funds received by
mental health facilities operated and/or funded by state men-
tal health agencies. Managed care organizations provided
funds to 2,662 (46%) of all mental health facilities.

In 1992 (the latest year for which data are available), the
one-year prevalence of mental disorders other than substance
abuse was 16% among non-institutionalized, non-rural
adults between the ages of 18 and 54. Of these adults, 11.1%
had a depressive (affective) disorder, and 34.2% obtained
treatment. The prevalence of depressive disorders was higher
among women (34.2%) than among men (13.1%).

Substance Abuse. Approximately 11% of preventable
deaths in the United States are related to alcohol and illicit
drug use. Alcohol is associated with motor vehicle crashes
and fatal intentional injuries such as suicides and homi-
cides: in 1994, 19,470 deaths were attributed to alcohol-in-
duced causes. Heavy alcohol use, defined as five or more
drinks in a row at least once in the prior two-week period,
has increased in the past several years. In 1995, the rate of
heavy use among high school seniors was reported as 28%;
among college students, the rate was 41%.

In 1992, the prevalence of marijuana use among high
school seniors began to increase. Of related concern is the
continued decline in the proportion of high school seniors
who perceive social disapproval of occasional use of mari-
juana and physical and psychological harm from regular mar-
ijuana use. The rate of use among young adults (1825 years)
remained about the same in 1994 and 1995.

The Secretary of Health and Human Services has named
the Youth Substance Abuse Prevention Initiative as one the
Department’s six key initiatives. Consistent with the objec-
tives of the Office of National Drug Abuse Policy, the initiative
aims to educate the country’s youth and enable them to reject
illegal drugs, as well as alcohol and tobacco. Its primary goal
is to reverse the upward trend in marijuana use and to reduce
by 25% the rate of use among youth aged 12-17.

Oral Health. Dental and oral diseases, including dental
caries and periodontal diseases, may be the most prevalent
and preventable conditions in the United States, especially
among lower socioeconomic groups. Although oral health
status has been improving on average, especially among chil-
dren, expenditures for dental services totaled US$ 45.8 hillion
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in 1995, about 5.2% of all expenditures for personal health
care. Of that total, 95.6% was paid either “out-of-pocket” by
consumers or through private dental insurance. It is impor-
tant to note, however, that less than one-half the U.S. popula-
tion has such insurance.

A nationwide survey conducted between 1988 and 1994
found that more than 60% of children under the age of 10 had
a caries-free primary dentition, as had 55% of children and
adolescents aged 5-17. While caries in permanent teeth con-
tinue to decline among school-aged children, 45% of them
still suffer from this preventable disease. Tooth decay is nearly
universal among American adults. The survey found that 94%
of people aged 18 and older had either untreated decay or fill-
ings in the crowns of their teeth. Women had more caries
than men, but they also had slightly less untreated decay.
Whites had approximately twice as many coronal caries as
African-Americans and Mexican Americans, but these two
groups had more tooth surfaces in need of treatment than did
whites. Women had better periodontal health than did men,
and whites had fewer periodontal problems than did African-
Americans or Mexican Americans.

Oral cancer primarily affects adults over age 60 and results
in over 8,000 deaths annually. Treatment of oral cancer is
costly and frequently results in significant disfigurement and
loss of function. The most common risk factors for oral can-
cers are tobacco and alcohol use and excessive exposure to
sun. Early detection and treatment can reduce both morbidity
and costs. Workplace or community-based strategies to elim-
inate use of tobacco could prevent many of the 30,000 new
cases of oral cancer that occur each year.

RESPONSE OF THE HEALTH SYSTEM
National Health Plans and Policies

The most comprehensive U.S. policy to improve health and
prevent adverse health conditions is called Healthy People
2000. The central goal is to increase the number of people
who live long, healthy, and disability-free lives. The second
goal of the plan calls for the elimination of disparities in
health among population groups. The third goal of the strat-
egy is to achieve access to clinical preventive services for all
people.

As overall coordinator of Healthy People 2000, the Office of
Disease Prevention and Health Promotion, a program office
in the Department of Health and Human Services, works with
Public Health Service agencies, other federal agencies and de-
partments, and members of the Healthy People Consortium.
The Consortium consists of 345 national membership organi-
zations representing professional, voluntary, and corporate
interests and 271 state agencies that collaborate to support

the prevention agenda and achieve the year 2000 goals. The
Consortium members have worked on revising and adding to
the year 2000 objectives and many have participated in peri-
odic progress reviews chaired by the Assistant Secretary for
Health.

In 1994, the Public Health Service undertook a midcourse
review of the Healthy People 2000 objectives. The resulting re-
view document showed that of the 300 objectives, 50% were
moving toward the target, 18% were moving away from the
target, 3% showed no change, and 29% had insufficient data
to measure progress. As of 1997, 44 states, the District of Co-
lumbia, and Guam had published Healthy People 2000 plans
of their own. By 1993, 70% of local health departments were
using Healthy People objectives.

At the 1996 meeting of the Healthy People Consortium, at
which WHO and PAHO were represented, the foundation was
laid for the third generation of these objectives, Healthy Peo-
ple 2010, which will be released in January 2000. Consortium
members and federal, state, and local agencies are collaborat-
ing to develop a set of objectives that will reflect current pre-
vention science and the most important health promotion
and disease prevention issues. Healthy People 2010 is the
United States response to the World Health Organization’s Re-
newing the Health for All strategy.

Health Services and Resources
Organization of Services for Care of the Population

Food and Nutrition. Diet plays a critical role in the pre-
vention of diseases such as coronary heart disease, cancers,
strokes, and diabetes mellitus, which are leading causes of
death and disability in the United States. Improvement of ma-
ternal and child nutrition is especially critical to improving
national health.

Objectives in improving nutrition nationwide relate to obe-
sity, relationships between diet and disease, the application of
the “Dietary Guidelines for Americans” to food service opera-
tions, dietary counseling, food labeling, nutrition education
in schools, maternal and infant nutrition, and feeding of older
people. Strategies to achieve these objectives focus on the fol-
lowing: labeling foods in a way that facilitates consumers’ ap-
plication of the dietary guidelines; ensuring that the dietary
guidelines are followed in institutional meal preparation,
such as in schools and day-care centers; and nutrition educa-
tion, particularly for school-aged children, low-income popu-
lations, and medical professionals.

The strategy for food safety involves four components: reg-
ulatory measures to increase food safety; technical support
for states and territories for regulation of food operations;
surveillance systems to track the incidence of foodborne
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pathogens; and communication with consumers about safe
food-handling practices.

Environmental Health. Addressing environmental health
concerns requires the participation of federal agencies in-
cluding the Department of Health and Human Services, the
Environmental Protection Agency, the Department of Agri-
culture, and the Department of Transportation, as well as
state and local agencies, the private sector and community
groups. The wide range of priority areas reflects the broad
nature of the problems. Some of the priorities include envi-
ronmental health education, risk assessment programs for
state health agencies, emergency response programs, and
water/sanitation projects among migrant and rural people.

In its ongoing efforts in disease prevention, the U.S. Public
Health Service recognizes that environmental risks are un-
derlying factors contributing to the disease process. Among
the numerous diseases and dysfunctions that have a known
or suspected environmental component are cancer, reproduc-
tive disorders such as infertility and low birthweight, neuro-
logical and immune system impairments, and respiratory
conditions such as asthma. Exposure to environmental haz-
ards covers a broad range of factors such as pesticides, toxic
chemicals, and radiation. The environmental component of a
particular disease or health outcome is frequently the result
of repeated and cumulative exposures.

The magnitude of the threat posed by environmental haz-
ards on the health of the nation is evident in the following ex-
amples. In 1995, one-third of the United States population
lived in an area where the air was too polluted to meet health
standards. One in four United States residents lived within
four miles of a so-called “Superfund site,” which denotes areas
assigned highest priority by the Environmental Protection
Area for accelerated clean-up of hazardous wastes. Aquifers
from which much of the country draws its drinking water
are shrinking faster than they can be replenished, and as
this happens, they become increasingly vulnerable to toxic
contamination.

Family Planning Services. Public funds to provide family
planning services come from several programs. The largest
source of funds is the federal-state Medicaid program, which
focuses on low-income women. In fiscal year 1997, Medicaid
reimbursed health care providers an estimated US$ 475 mil-
lion for their provision of family planning services.

The only federal program dedicated solely to funding fam-
ily planning services is Title X of the Public Health Service
Act, “Population Research and Voluntary Family Planning
Programs.” Funded agencies provide a variety of contracep-
tive options, along with education and counseling to low-in-
come women, especially those who do not qualify for Medic-
aid and lack private insurance. With a fiscal year 1997 budget

516

of US$ 198 million, the Title X program serves 5 million
women through a network of 5,000 clinics nationwide. Family
planning services are also partially supported in most states
with federal funds from the Maternal and Child Health Block
Grant and the Social Services Block grant program. In addi-
tion, some family planning clinics receive support from state
and local sources.

The Adolescent Family Life Program has a fiscal year 1997
budget of US$ 14.2 million for programs to control the number
of teen pregnancies. With these funds, it supports community-
based demonstration projects focusing on issues of adolescent
sexuality, pregnancy, and parenting. Prevention projects en-
courage adolescents to abstain from early sexual activity.
Parental consent is required for receipt of these services.

Research and Technology

Research. Biomedical and behavioral research and train-
ing are conducted through a vast network of extramural pro-
grams involving the country’s major universities, medical
schools, and research centers. The federal government sup-
ports nearly 40% of all biomedical research and development
in the country through the National Institutes of Health
(NIH). The highest funding priority at NIH is basic research.
This research investment has led to many achievements: new
knowledge about the body, from the level of the gene to organ
systems; research and clinical technologies; new diagnostic
techniques; new drugs to fight illnesses; and new vaccines to
prevent disease. Through its training programs, NIH ensures
a steady flow of young researchers into the biomedical re-
search community.

The total NIH budget for fiscal year 1998 is approximately
US$ 13.6 hillion, which includes US$ 1.6 hillion for AIDS re-
search. Approximately 79% of the budget supports extra-
mural research and training in the United States and abroad
and about 11% of the budget supports intramural research
conducted at NIH’s own laboratories. Although international
cooperation accounts for only about 1.5% of the total NIH
budget, it is an important component of the NIH research
portfolio. Interaction on a global scale among biomedical and
behavioral researchers, technicians, and laboratories in-
creases the opportunity to capitalize on scientific opportuni-
ties and new technologies for the diagnosis, prevention, and
treatment of disease.

Technology Transfer. Technology transfer has gained in-
creased importance in the United States. It involves the dis-
semination of research results; collaboration between public,
academic, and industrial organizations on research and de-
velopment projects; licensing of intellectual property rights;
and introduction to the marketplace of new devices, vaccines,
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diagnostic and therapeutic drugs, etc. Effective partnerships
between these entities increase the capacity to conduct labo-
ratory and clinical research, facilitate the movement of scien-
tific discoveries into public health advances, and contribute to
economic growth. NIH is considered the preeminent govern-
ment technology transfer entity in the United States, since it
accounts for over 80% of the royalty income generated by the
entire Government.

While technology transfer activity has increased, there
have been numerous issues and concerns regarding its ad-
ministration, such as how academic and industrial collabora-
tions and agreements affect NIH-funded activities. Another
area of concern is how public investments in research are re-
flected in the price of health care products. NIH has ad-
dressed this issue by using careful selection procedures for its
partners, constructive negotiation techniques, aggressive
monitoring of licensee’s timely achievement of established
benchmarks, and ensuring that discoveries move as rapidly
as possible into the marketplace to improve public health.

The management of intellectual property, such as human
genome research discoveries, is a new area requiring careful
consideration. At issue is whether intellectual property de-
rived from government-funded research should be patented
or made available to the public.

Health Services Research. Increased emphasis is being
placed on research to improve delivery of health services, pa-
tient outcomes, and assessment of health care technology. The
Agency for Health Care Policy and Research (AHCPR), a part
of the Public Health Service, is the lead agency charged with
supporting research designed to improve the quality of health
care, reduce its cost, and broaden access to essential services.
The fiscal year 1997 budget for AHCPR was US$ 143.5 million.
These funds support research to test assumptions on which
current health policies and practices are based; to examine
new ways to organize, finance, and deliver health services; and
to improve health care technology assessment methods.

Surveillance and Data Systems

Health information is vital to understanding the health
status of the population and the planning, implementation,
description, and evaluation of public health programs de-
signed to control and prevent adverse health events. Data
must be accurate, timely, and available in a usable form to
allow the successful tracking of the status of public health ob-
jectives. The foundation for planning and evaluating the
Healthy People 2000 objectives for the nation is information
and its analysis.

The Public Health Service has established national surveil-
lance and data system objectives in order to improve the cov-

erage and effectiveness of public health data systems. Impor-
tant activities at the national level include the direct collec-
tion and compilation of data collected by other agencies;
analysis and dissemination of health information about
progress toward achieving the Healthy People 2000 objectives
by other federal, state, and local agencies; assistance to state
and local agencies in conducting public health surveillance
and evaluation of data; and coordination of a federal, state,
and local surveillance network for diseases of public health
importance.

Expenditures and Sectoral Financing

National health expenditures in 1995 were US$ 988.5 bil-
lion, up from US$ 937.1 billion in 1994. Growth in health
spending in 1995 was slightly higher than the 5.1% increase
registered in 1994, while spending rose by US$ 156 per per-
son from US$ 3,465 in 1994. Growth in the nation’s health
care spending decelerated steadily from annual double-digit
and near double-digit increases in the 1980s and early 1990s
to 6.9% in 1993. The growth rates for 1994 and 1995 are the
slowest in more than 30 years. National health expenditures
represented 13.6% of the gross domestic product in 1995.

The health care system in the United States relies heavily
on the provision of payment for medical care through private
insurance. Private insurance provided by employers or pur-
chased individually covers about three-quarters of the popu-
lation; 14% of the population has no medical coverage at all.

Medicare and Medicaid funded about 36% of all spending
for personal health care in 1995 and accounted for 80.9% of
the public share of health care financing. These two programs
financed 47% of hospital care and about 26.9% of physician
services.

Medicare, created in 1965, was designed to protect people
65 and older from the high costs of medical care. In 1972, it
was expanded to cover other populations such as disabled
workers and people with end-stage renal disease. Unlike other
federal health programs, Medicare is not financed solely from
the general revenue. In 1995, 85.4% of the hospital insurance
portion of the program came from a 1.45% payroll tax levied
on both employers and employees. The Supplemental Medical
Insurance portion of Medicare that covers physician services
is financed through monthly premiums paid by the 35.7 mil-
lion beneficiaries.

Spending has grown faster for Medicare than the private
sector, primarily because the private sector has garnered
greater savings from managed care. Medicare must base its
managed care payments on a formula related to Medicare fee-
for-service costs. Therefore, under current law, Medicare may
not benefit from discounts and other factors that generate
savings for the private sector. This is a primary reason why
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private sector spending grew at a rate of 2.9% in 1995 while
public sector spending grew by 8.7% in that year.

Managed care is characterized by its emphasis on preven-
tive care, elimination of unnecessary services, negotiated
price discounts, and smaller copayments and deductibles.
More than half of the U.S. population was enrolled in man-
aged care in 1995.

Medicaid, also initiated in 1965, is a combined state-fed-
eral program intended to provide services to the poor. The
federal government determines broad eligibility guidelines
and mandatory services. Individual states have the option of
expanding the basic coverage package by offering additional
services. In 1995, Medicaid provided services to 36.3 million
people and had actual expenditures of US$ 328.9 hillion.

Medicaid expenditures are mostly institutional, with
39.1% spent on hospital care and 27.2% spent on nursing
home care. It is the largest third-party payer of long-term care
expenditures, and financed 46.5% of nursing home care in
1995. One-fourth of program benefits went to poor Medicaid
recipients, while the blind and disabled, who account for only
one-third of the Medicaid population, used three-fourths of
the benefits.

External Technical and Financial Cooperation

The United States provides technical assistance in health to
other countries primarily through the U.S. Agency for Inter-
national Development (USAID). In fiscal year 1996, the Cen-
ter for Population, Health, and Nutrition obligated approxi-
mately US$ 916 million for such assistance. The Department
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of Health and Human Services works with countries directly
or in partnership with USAID on technical cooperation
health activities of mutual benefit.

Global public health issues have an increasing effect on the
health of the population of the United States. Trends such as
emerging and reemerging infectious diseases, food and phar-
maceutical harmonization, global disease surveillance mech-
anisms, and the increasing importance of chronic diseases all
are serious concerns. The United States is an active partici-
pant in multilateral and bilateral efforts to address the grow-
ing importance of these issues.

There is ongoing international collaboration on several
fronts. Programs under the supervision of the Office of Inter-
national and Refugee Health, Department of Health and
Human Services, include: the Health Committee of the Gore-
Chernomyrdin Binational Commission; the promotion of en-
hanced cooperation with Mexico, with special emphasis on
the border; the U.S./Mexico Binational Commission; the de-
velopment of a new program with USAID in Egypt, focusing
on health policy and decision-making; support for the Gore-
Mbeki Commission, a bilateral agreement with South Africa;
cooperation with Israel, the Netherlands, Japan, and China on
health policy and related issues; provisions of departmental
support for global programs with WHO, UNAIDS, UNICEF,
and PAHO; and ongoing cooperation with the Office of
Refugee Resettlement and USAID on refugee health issues
and emergency response capacity.

The United States is using the lessons learned from Healthy
People 2000 to develop Healthy People 2010. The country is
seeking to share its own experience and learn from other
countries to improve the next generation of health for all.



