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INTRODUCTION

This is the fourth Accountability Report for the U.S. Department of
Hedlth and Human Services (HHS), and thethird asan officid member
of the U.S. Chief Financial Officer Council pilot program being
conducted under the auspices of the Government Management Reform
Act (GMRA) of 1994.

Thisreport coversthe period of October 1, 1998 through September
30, 1999, Fiscd Year (FY) 1999, and containsahigh level overview
of

what we do,
what we did with the federd funds entrusted to us, and
how well we managed them.

It is our report to our “stockholders,” the American public, and as
such we are accounting for the return on the taxpayer’ s investment.

To substantiate what we say the report a so containsthe Department’s
FY 1999 audited financia statements that discuss our financial
condition as well as the auditors opinion that is an independent,
objective assessment of how accurately we have represented our
financid condition. Also this comprehensive report contains many
other streamlined reports required under various statutes that make
us accountable for our financial, management, and program
performance. It contains new information that better explains how
we managed federa funds and the actua costs of our programs.

By synthesizing dl of thisinformation into this Sngle report, we hope
to provide amore complete, accurate and useful understanding of the
Depatment. Some of our components aso are issuing their own
Accountability Reports, these will give the reader more detailed
program and finance informetion.

Our mission isto enhance
the health and well-being

by providing for effective
health and human services

and by fostering strong,
sustained advancesin the

public health, and social

of Americans

sciences
underlying medicine,

Services.
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WHO WE ARE AND WHAT WE DO

Children arethefoéusof
many HHS programs.

The Nation's Health Care Dollar 1998

The Department of Health and Human Services (HHS) isthe
United States government’ s principal agency whose mission is
to enhance the health and well being of Americans. HHS
accomplishes its mission by providing leedership in the
adminigtration of programs to improve the heglth and well being of
Americans and to maintain the United States as aworld leader in
biomedica and public hedth sciences.

The Department manages more than 300 programs covering awide
Spectrum of activities that impact dl Americans, whether through
direct services, the benefits of advancesin science, or information
that hel ps them to live better and to make hedlthy choices. These
programs include:

Conducting and sponsoring medical and socid science
research,

Preventing outbresk of infectious disease including immunization
sarvices and diminating environmenta hedlth hazards,

Asauring food and drug sefety,

Providing hedlth insurance for elderly and disabled Americans,
hedlth insurance for low-income people, and hedlth insurance
for children,

Providing financid assstance and employment support/services
for low-income families,

Facilitating child support enforcement,

Improving maternd and infant hedlth,

Ensuring pre-school education and services,

Preventing child abuse and domestic violence,

Preventing and treating substance abuse and treatment and
Providing sarvices for older Americans, including home-
delivered meds.

In addition to the services they deliver, the HHS programs provide
for equitable treatment of beneficiaries nationwide, and they
fecilitate the collection of national hedlth and other data for research
and publication.

Many of the gods, objectives, and activities of programs
administered by HHS are shared within HHS and they aso
complement those of other federd agencies, and many state and
local governments, as well as private organizations. Often the
people being served are the same or smilar. Because of this shared
purpose, HHS works closdly with its partners to accomplish its
programs.
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* HHSisthelargest grant-making agency inthefedera
government, providing over 59,000 grantsto states, among
others, in theamount of morethan $158 billion per year (per
thelatest FY 1998 information). Thisisnearly 60% of al
Federd grantsawarded annualy.

* Morethan $8 out of every $10 appropriated to aleading
medica research organization of HHS funds more than 50,000
investigatorsthat are affiliated with some 2,000 university,
hospita and other research facilities.

* A nationwidenetwork of 700 community and migrant hedth 1997 1998
centersplus programsfor the homelessand residents of public ][’;Vtiféy Rate | 13.3% 12.7%
housing, served 8.7 million uninsured, underserved Americans United
asof 1998. States

«  Another nationwide network includesthe states, 655 Area ey ot | 250 milion | 3a5million
Agencieson Aging, 225 Indian Triba organizations, and 2 Number of | 14.1 million | 13.5 million
organizations serving Native Hawaiians. Itisresponsiblefor gz‘i)lrdren
assessing the needs of older persons, coordinating existing under age 18
resourceswith the more than 27,000 service providersand Source: U.S. Census Bureau
developing new resourcesto meet local prioritiesfor servicesto
theelderly.

« Nearly 40,000 providersof health care are certified to provide "io00 | 1098 | 1006 | 1067 | 1068
Medicare servicesand 21,500 employees of 56 Medicare il 60 | oo | 1043 | 1002 | M
contractors have primary responsibility for processing et
M aj| Ca'e Cl a ms ?p?;]n Il;surance 391 15.4 15.6 16.1 16.3

« Some 1,327,000 community volunteersnow helpto provide J-? ;owgg?j% 2 | 6w | oo | | WA

NA = Not Available

comprehensive devel opment servicesfor low-income,
preschool children agesthreetofive.

The Department collaborates and coordinates on common i ssues
and problemswith other federal agencies, for example:

» Coordination onthe Medicare and Medicaid programswith
Socid Security Adminigtration (SSA),

»  Coordinationwith the Departmentsof Agricultureand
Education for hedlth insurance enrollment outreach and the
Department of Justice on healthinsuranceintegrity issues,

»  Coordination on drug control with the Office of National Drug
Control Policy and Departments of Education, Justice,
Treasury, Housing and Urban Development, and
Transportation,

» Collaboration between HHS and L abor to implement Welfare
toWork, and

»  Cooperation onthe Head Start program with Education.
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HOW WE ARE STRUCTURED TO ACCOMPLISH OUR MISSION

Two key concepts arecritical to
understanding of the HHSfinancial
story. Expenses are one of the
ingredients of the financial
statementsthat arein Section 1V.
Expenses (or Costs) are computed
using accrual accounting
techniques which recognize costs
when incurred and revenues when
earned and include the effect of
accounts receivable and accounts
payable on determining annual
income. Outlays refer tothe
issuance of checks, disbursements
of cash, or electronic transfer of
funds made to liquidate an expense
regardless of the fiscal year the
service was provided or the
expense wasincurred. Budget
outlays are important because they
are used to identify budget
surpluses or deficits. Both
conceptsareimportant in
understanding the financial
condition of HHS.

The Net Budget Outlays that
appear for each OPDIV are derived
from the U.S. Treasury Year-End
Report and September monthly
Treasury statement.

The Consolidated Net Cost figures
that appear for each OPDIV are
derived from the HHS Consolidated
Statement of Net Cost.

Because of the complexity and importance of the many issuesinvolved
in our mission, and consistent with the intention of congressional
legidation, 13 HHS Operating Divisions (OPDIVs) administer the
Department’ sprograms. The Agency for Toxic Substanceand Disease
Registry isreported with the Center for Disease Control. Therefore
thisreport refersto 12 OPDIV's. Leadershipis provided by the Office
of the Secretary (OS), whichisaso consdered one of the 13 OPDIVs
and five saff divisonsheaded by Assstant Secretaries, including the
Assistant Secretary for Management and Budget (ASMB) whois
responsblefor thisreport. HHSisa so activein ten regionsthroughout
the United States, to coordinate the crosscutting and complementary
efforts that are needed to accomplish our mission. Offices of the
Inspector Generd (O1G), Generd Counsdl, Civil Rights, Departmental
AppeasBoard (DAB), and Intergovernmental Affairs (IGA) also
support thismission acrossthe Department. The FY 1999 net budget
outlay for providing thisleadership was $377 million. TheFY 1999
net cost of the OS activitieswas $490 million.

A chart of the current organi zationd structure of HHSfollows. There
was no significant organizational change in HHS in FY 1999. In
December 1999 the name of Agency for Health Care Policy and
Research waslegidatively changed to Agency for Hedlthcare Research
and Quality sothischangewill bereflected in next year’ sreport. HHS
Headquarters is located at 200 Independence Avenue, S\W.,
Washington, D.C., 20201.

SECRETARY: DonnaE. Shdda
HHSFY 1999 NET BUDGET OUTLAY S: $359.7 Billion
HHSFY 1999 CONSOLIDATED NET COSTS: $358.4Billion
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HHS OPERATING DIVISIONS

The HHS OPDIVs are presented in the descending order of their
budget outlays (rounded) for FY 1999.

Health Care Financing Administration (HCFA)

HCFA isthelargest purchaser of health careintheworld. HCFA
adminigters the Medicare and Medicaid programs, which provide
hedlth care coverage to about one in every four Americans. In FY
1998 a mgjor new health insurance program for children was
implemented cooperatively by HCFA and the statesto provide hedlth
insurance, preventive hedth care, and other important hedth services
to children in need.

Outlaysfor Medicareand Medicad, including state funding, represent
33.7 cents of every dollar spent on hedlth care in the United States.
Medicare provideshedthinsurancefor 39.5 million dderly and dissbled
Americans. Medicaid, ajoint federal-state program, provides hedlth
coverage for 41.9 million low-income persons (48% of enrolless are
children). In FY 1999 the Federal matching rates for various State
and local benefits costs averaged 57% and administration costs
averaged 56%. Medicaid aso pays for nurang home coverage for
low-income elderly, covering dmost haf of total nationa spending for
nursing home care. HCFA operatesfrom Batimore, MD, Washington,
DC, and ten regiona offices. HCFA was established in 1977,
incorporating the pre-existing Medicare and Medicaid programs.

ADMINISTRATOR: NANCY-ANN MIN DePARLE
FY 1999 NET BUDGET OUTLAY': $299 hillion
FY 1999 CONSOLIDATED NET COST: $294 hillion

Administration for Children and Families (ACF)

ACF is responsible for almost 50 programs that promote the
economic and social well being of families, children, individuals,
and communities. Withitspartners, ACF administersthe new state-
federd wefare reform program, Temporay Assstance to Needy
Families (TANF) providing assstance to an average of 6.88 million
persons monthly as of June, 1999. ACF administersthe nationa child
support enforcement system collecting some $14.4 billion in 1998 in
payments from non-custodid parents referred for collection follow-
up. Itasoadminisersthe Head Start program serving around 835,000
pre-school children.

ACF providesfundsto assst low-incomefamiliesin paying for childcare
and supports state programs to provide for foster care and adoption
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assigtance. It dso fundsprogramsto prevent child abuse and domestic
violence. ACFisorganized into 8 program officesand five st&ff offices
that operatein Washington, DC and ten regiond offices. Fiveregions
aso act as hub gtes for activities that affect severd regions. ACF
was established in 1991, bringing together several pre-existing
programs.

ASST. SECRETARY FOR CHILDREN AND FAMILIES:
OLIVIA A. GOLDEN, Ph.D.

FY 1999 NET BUDGET OUTLAY: $33.6 hillion

FY 1999 CONSOLIDATED NET COST: $35.6 hillion

National Institutes of Health (NIH)

NIH is the world’'s premier medical research organization
supporting some 35,000 resear ch projects nationwide in diseases
such as cancer, Alzheimer’s, diabetes, arthritis, heart ailments,
and AIDS. The NIH congsts of 25 Indtitutes and Centers (1Cs) that
improve the hedth of al Americans by advancing medica knowledge
and sustaining the nation’s medica research capacity in disease
diagnogis, trestment, and prevention. Morethan $8 out of every $10
appropriated to NIH flows out to the scientific community at large.
NIH’s research activities extend from basc research that explores
thefundamenta workingsof biologica systems, to Sudiesthat examine
disease and treatments in clinica settings, to prevention, and to
popul ation-based analyses of hedth status and needs.

To accomplish its mission and these research activities NIH provides
scientific leadership and establishes research priorities, funds the best
research in the scientific community at large, conducts leading-edge
researchin NIH laboratories, effectively disseminates scientific results
and information, facilitates the development of hedth-reated products,
ensures a continuing supply of well-trained |aboratory and clinica
investigators, sustainsthe nation’ sresearch facilities, and collaborates
with other federd agencies. NIH islocated in and near Bethesda,
MD. NIH wasestablishedin 1887, asthe Hygienic L aboratory, Staten
Idand, NY.

DIRECTOR: HAROLD E. VARMUS, M.D. (until January 1, 2000)
FY 1999 NET BUDGET OUTLAY': $13.8 hillion
FY 1999 CONSOLIDATED NET COST: $14.4 hillion

Health Resources and Services Administration (HRSA)

HR3A isthe nation’ s health safety net provider; HRSA improves
the nation’ s health by assuring equitabl e accessto comprehensive,
quality health care for all. HRSA and their sate, local, and other
partners, work to eliminate barriers to care and eiminate hedth
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HHS Operating Divisions

digparitiesfor the estimated 44 million Americanswho are underserved,
vulnerable, and specia need populations. They dso assurethat qudity
health care professonds and services are available.

HRSA works to decrease infant mortdity and improve materna and
child hedth. It provides services to people with AIDS through the
Ryan White CARE Act programs and oversees the organ
trangplantation and bone marrow donor systems. HRSA aso works
to build the hedth care workforce and maintains the National Hedlth
Service Corps. HRSA uses astructure of four bureaus, centers, and
gpecia policy and support offices to accomplish its mission. Its
headquarters are in Rockville, Md. HRSA was established in 1982,
bringing together saverd pre-exigting programs.

ADMINISTRATOR: CLAUDE EARL FOX, M.D., M.P.H.
FY 1999 NET BUDGET OUTLAY: $3.86 hillion
FY 1999 CONSOLIDATED NET COST: $4.1 hillion

Centers for Disease Control and Prevention (CDC) and the
Agency for Toxic Substances and Disease Registry (ATSDR)
CDC isthe“ Nation's Prevention Agency” ; it isthe lead federal
agency responsible for promoting health and quality of life by
preventing and controlling disease, injury, and disability. CDC
helpsto savelives and hedth costs by working with partnersthroughout
the nation and the world to monitor hedlth, detect and investigate hedlth
problems, conduct research to enhance prevention, develop and
advocate sound health policies, implement prevention dtrategies,
promote hedlthy behaviors, foster safe and hedthy environments, and
provide public hedth leadership and training.

CDC iswell known for its response to disease outbreaks and hedth
crises worldwide. CDC's personnd are stationed in its national
headquartersin Atlanta, in 18 locations throughout the United States
and territories, and in more than 37 foreign countries and in 47 sate
health departments, and numerous local hedth agencies. CDC aso
provides immunization services and nationa hedth datisics. CDC
was established in 1946, as the Communicable Disease Center.

DIRECTOR: JEFFREY P. KOPLAN, M.D, M.PH.

FY 1999 NET BUDGET OUTLAY: $2.4 billion

FY 1999 CONSOLIDATED NET COST: $2.6 hillion (including
ATSDR)

ATSDR helps to prevent exposure and adverse human health
effects and diminished quality of life associated with exposure to
hazardous substances. ATSDR is a unique component of HHS
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becauseit isfunded and therefore accountable for thosefundsthrough
the EPA Superfund account. However, ATSDR reports to the
Director of CDC because of its complementary functions. Because
of this the CDC financid statements include ATSDR. ATSDR
conducts public health assessments, hedlth studies, surveillance
activities, and hedlth education training in communities around waste
gtesonthe U.SEnvironmenta Protection Agency’ sNationd Priorities
Lis. ATSDR ds0 has developed toxicologicd profiles of hazardous
chemicdsfound at thesesites. ATSDR' sheadquartersarein Atlanta,
GA. ATSDR was established in 1980.

ASST. ADMINISTRATOR: HENRY FALK, M.D.

FY 1999 NET BUDGET OUTLAY:: $72.9 million (reported through
EPA)

FY 1999 CONSOLIDATED NET COST: $ 75.5 million

Substance Abuse and Mental Health Services Administration
(SAMHSA)

SAMHSA works to improve the quality and availability of
substance abuse prevention, addiction treatment, and mental
health services. There are conservatively estimated to be over 51
million adults and 8 million children that experience some form of
menta disorder. An estimated 13.6 million Americans are current
users of illicit drugs in 1998. SAMHSA provides funding through
block grants to states for direct substance abuse and menta hedlth
sarvices, including treetment for over 340,000 Americanswith serious
Substance abuse problems. 1t hel psimprove substance abusetrestment
throughits Knowledge Devel opment and Applicationsgrant program.

SAMHSA aso monitors the prevaence and incidence of substance
abuse and mentd illness. SAMHSA carries out its work through 3
centers and 6 offices that coordinate effort on certain specid issues.
SAMHSA headquarters are in Rockville, Md. SAMSHA was
establishedin1992. (A predecessor agency, the Alcohol, Drug Abuse
and Mental Hedlth Adminigtration, was established in 1974.)

ADMINISTRATOR: NELBA R. CHAVEZ, PH.D
FY 1999 NET BUDGET OUTLAY: $2.2 hillion
FY 1999 CONSOLIDATED NET COST: $2.3 hillion

Indian Health Service (IHS)

ThelHSisthe principal Federal health care provider and health
advocate for Indian people, who experience the lowest life
expectancies in the country for both men and women. In
partnership with American Indians and Alaska Natives from more
than 557 federdly recognized Tribes, IHS's misson is to raise the
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physicd, menta, socid, and spiritud hedth of American Indians and
Alaska Natives to the highest level. IHS and the Indian Tribes serve
1.5 million American Indians and Alaska Natives through direct
delivery of locd hedth services.

ThelHSfunds49 hospitals, 209 hedlth centers, 6 school hedlth centers,
and 279 hedth gtations, which are administered by Indian Tribes or
IHS itsdf. There are dso 34 health programs operated by urban
Indian Hedlth Organizationsthat provide various servicesto American
Indiansand AlaskaNativesliving in urban areas of the country. When
unavailable from IHS or the Indian Tribes, medicd sarvices are dso
purchased from other providersto ensure that needed careisreceived.
IHS headquarters are in Rockville, MD, and its twelve area offices
are further divided into service units for reservations or a population
concentration. |HSwasestablished in 1924 (mission transferred from
the Department of Interior in 1955.)

DIRECTOR: MICHAEL H. TRUJLLO, M.D., M.P.H., M.S.
FY 1999 NET BUDGET OUTLAY: $2.2 hillion
FY 1999 CONSOLIDATED NET COST: $2.2 hillion

Food and Drug Administration (FDA)

FDA isone of our nation’s oldest consumer protection agencies.
It assuresthe safety of foodsand cosmetics, and the safety and efficacy
of human and anima drugs, biologica products (vaccines and blood
products), and medical devices- productsthat represent 25 centsout
of every dollar in U.S. consumer spending. To carry out thismandate,
FDA monitors the manufacture, import, trangport, sorage, and sale
of $1 trillion worth of products each year. The average cost of this
effort to the taxpayer is about $3 per person.

FDA’s primary drategy is to ensure that safety is built into a product
before a product goes on the market and that products are honestly
and informatively labeled. Sound scientific analysis, regulatory
gandards, and communication help to ensure that industry doesthis.
The standards are aso enforced in postmarket surveillance. FDA
operations are headquartered in Rockville, MD and are organized
into six centers and five regions throughout the United States to
accomplishits purpose. FDA was established in 1906.

COMMISSIONER: JANE E. HENNEY, M.D.
FY 1999 NET BUDGET OUTLAY:: $950 million
FY 1999 CONSOLIDATED NET COST: $1.0 billion
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Administration on Aging (AoA)

AoAisthefederal focal point devoted exclusively to representing
the needs and concerns of older people and their familiesand the
policy and program devel opment, planning, and service delivery
to those persons in need. Through a nationwide service ddivery
infragtructure, AoA funds are leveraged to ddliver comprehensvein-
home and community sarvices, including approximately 240 million
mesdls for older individuas each year. AOA funds aso make legd
sarvices, counsding and ombudsmen programs available to ederly
Americans. AoA accomplishes this mission in collaboration with its
partners— state and area agencies on aging, Triba organizations, and
the providers of services that comprise the aging network. AoOA
headquarters arein Washington, DC. AoA was established in 1965.

ASSISTANT SECRETARY FOR AGING:
JEANETTE C. TAKAMURA, Ph.D.

FY 1999 NET BUDGET OUTLAY : $3879 million

FY 1999 CONSOLIDATED NET COST: $923 million

Program Support Center (PSC)

PSC is a self-supporting operating division of the Department that
provides adminigtration servicesfor HHS and other federd agencies.
The PSC is organized to provide competitive services on a service-
for-fee basis in three key areas. financia management, human
resources, and adminigrative operations. PSC providesthese services
to at least 13 other executive branch departments, 18 independent
federal agencies, and the Generad Accounting Office. Activities and
sarvices of PSC are supported through the HHS Service and Supply
revolving fund. Though PSC's services are fee-based and sdf-
sugtaining, the Statement of Net Cost shows the largest codt is for
Retirement Pay and Medicd Benefits for Commissioned Officers.
PSCislocated in Rockville, MD. PSC wasestablishedin 1995 asa
busi ness enterprise from various adminigtrative support unitsof HHS.

DIRECTOR: LYNNDA M. REGAN
FY 1999 NET BUDGET OUTLAY': $280 million - Remburssble.
FY 1999 CONSOLIDATED NET COST: $717 million

Agency for Health Care Policy and Research (AHCPR)

AHCPR acts as the catalyst for improving the quality,
effectiveness, accessibility, and cost of health care as a result of
its research and sharing of information. AHCPR conducts and
supports the research needed to guide decisionmaking and
improvementsin both clinica care and the organization and financing
of hedth care. AHCPR adso promotes the incorporation of its and
other research-based information into effective choicesand trestment
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in hedlth care by devel oping toolsfor public and private decis onmakers
and by broadly disseminating the results of the research.

Recent legidation in December 1999 changed the name of Agency
for Hedlth Care Policy and Research to the Agency for Hedthcare
Researchand Qudity (AHRQ). AHCPR/AHRQ operatessix centers
aswell asitsgpecid palicy andinformation offices. AHCPR islocated
in Rockville, MD. AHCPR/AHRQ was established in 1989.

DIRECTOR: JOHN M. EISENBERG, M.D.
FY 1999 NET BUDGET OUTLAY': $79 million
FY 1999 CONSOLIDATED NET COST: $174 million

We are the Peopl€e’ s Department.
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HIGHLIGHTS OF OUR BUDGETARY OUTLAYS

In FY 1999, HHS had net outlays of $359.7 hillion, representing
21.1% of dl Federd net outlays. This represents an increase from
$350.6 hillion (21.2% of Federd net outlays) in FY 1998. Only the
SSA (which became independent from HHS in 1995) and the
Department of the Treasury exceeded HHS spending in FY 1999.

The portion of the Federal budget alocated to HHS has grown
ggnificantly over the last three decades. The nature of the HHS
entittement programs is the reason for the growth in spending. We
cannat limit the number of enrolleesin our programs, every individud
who meetsthe programs’ criteriamust be enrolled. Nine out of every
ten HHS dollars are now spent on entitlements.

When the Medicare and M edicaid entitlement programswere enacted
in 1966, HHS net outlays accounted for only 4% of Federd net outlays.
As the ranks of the enrollees and beneficiaries of these entitlement
programs has swelled dong with the increasing costs of hedth care
trestment, theimpact on the Federal budget has been quite sgnificant.
Thenet outlaysfor Medicare d one now account for 11% of the Federa
budget.

Federal FY 1999 Outlays

by Agency
Others SSA
16.21% 24.63%
Treasury
22.73% DOD
HHS 15.33%
21.10%

Source: Final Monthly Treasury
Statement of Receipts and Outlays of
the United States Government.
(Treasury includes interest on Federal
debt.)

HHS and Total Federal Net Outlays FYs 1966-1999

$1,704,545
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$1,200,000
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Total Federal Outlays

$300,000

$600,000
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$200,000

HHS Outlays
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Source: Historical Tables, Budget of the United States Government Fiscal Year 2000,

Executive Office of the President
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Highlights of Our Budgetary Outlays

HHS FY 1999 Net Outlays by Budget Function and OPDIV

(In Thousands)
Education,
Training, Administration HHS FY 1999
Employment, Income of Net Outlays
OPDIV and Social Health Medicare Security Justice by OPDIV
Services TOTAL %
Health Care Financing Administration $ 108,572,992 $ 190,440,645 $ 299,013,637 83.13%
Administration for Children & Families $ 12,657,584 $20,896,446 $ 69,618 33,623,648 9.35%
National Institutes of Health 13,802,146 13,802,146 3.84%
Health Resources and Services Administration 3,859,672 3,859,672 1.07%
Centers for Disease Control & Prevention 2,380,432 47,758 2,428,190 0.68%
Substance Abuse and Mental Health Svs. Adm. 2,213,905 2,213,905 0.62%
Indian Health Service 2,193,221 2,193,221 0.61%
Food and Drug Administration 950,140 950,140 0.26%
Administration on Aging 879,268 879,268 0.24%
Office of the Secretary 376,730 376,730 0.10%
Program Support Center * 280,125 280,125 0.08%
Agency for Healthcare Research and Quality 29375 29 375 00204,

HHS SUBTOTAL $

13536852 & 134708738 $ 100440645 $20R96 446 $

117376 $ 350 700 057 100 00%

* Though PSC's services are fee-based and self-sustaining, net outlays shown include $201,689 thousand for Retirement Pay and Medical Benefits
for Commissioned Officers with the remainder attributable to the HHS Service and Supply Fund and miscellaneous trust funds.

Source: Treasury Year End Report. Proprietory receipts from the public and intrabudgetary transactions have been allocated to each HHS OPDIV based

on detailed in the Sep

ber monthly Treasury statement.

Note: TheFY 1999 financial

statements’ supplemental schedules
present dataunder six budget functions,
rather thanjustthe5shownhere. This
isbecauseATSDR'’ sexpendituresunder
theNatural Resourcesbudget function
areincludedinHHSfinancial statements,
but excluded from HHS outlay figures;
they areincluded in EPA’ soutlay
figures.

HHS FY 1999 Net
Outlays by OPDIV

NIH HRSA
0 1.1%
3.8% Others
2.6%
ACF
9.4%
HCFA
83.1%

HHS FY 1999 Net Outlays by
Budget Function

Income

Admin of Security Health
Justice Programs
0.0% 37.5%
Ed, Train,
Medicare Emp &
52.9% Socsves

3.8%

HHS dollars are dlocated to the OPDIV's across budget functions.
The accompanying matrix chart of “HHS FY 1999 Net Outlays by
Budget Function and OPDIV” details this distribution and facilitates
theidentification of concentrations of outlays. Thelargest snglebudget
function is Medicare (which has a category dl its own), with $190.4
billionin spending. The second largest functiond category, a $134.7
billion, is Hedth where mogt of the funds are spent by HCFA (for
Medicaid) and by NIH (for research). ACF has the bulk of
respongbility for budget function dollars categorized as Education,
Training, Employment and Social Services, and aso for Income
Security through the Temporary Assistance for Needy Families and
Child Support Enforcement programs.

Measured by program spending, HCFA is by far the largest of the
HHS OPDIVs, followed by ACF, then NIH, HRSA, CDC,
SAMHSA, and other OPDIVs. The reldtive portion of total HHS
net outlays by OPDIV isillugtrated in the accompanying pie chart.

Outlays by budget function are largely concentrated in the Medicare
and Hedlth (which includes Medicaid) budget functions.

Readerswill notein Section 1V that the Statement of Net Cost, which
was anew principd financia statement for FY 1998, dlocates costs
by OPDIV and by budget function. Costs reported will be
concentrated in a Similar fashion as the budget figures, noted above,
for net outlays reported in this section of the Accountability Report.
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OUR KEY ASSET: OUR EMPLOYEES

HHS, like any organization, cannot accomplish its misson without its
employees. They provide the necessary direct services, coordinate
with partners, award grants and contracts, and develop policy. The
following chart shows the employment levd digtribution within HHS,
TheFull Time Equivalent (FTE) measure gives a better picture of total
gaffing than a count of the number of people & HHS, since some
work full-time and some work part-time.

WORK FORCE PLANNING

Initssmplest termsworkforce planning isgetting “the right number of
peoplewith theright skills, experiences, and competenciesin theright
jobsa therighttime” Thisdefinition coversacomprehensve process
that provides managerswith aframework for making saffing decisons
based on an organization’ smission, Srategic plan, budgetary resources,
and a set of desired workforce competencies.

Many modds for workforce planning have been developed, but al
rely on comparing the present workforce to that needed in the future;
determining the gaps and surpluses between the present and future in
termsof knowledges, skills, abilities, and competencies; then developing
srategic plans for workforce trangtion.

In 1999 the Office of the Assstant Secretary for Management and
Budget (ASMB) published Building Successful Organizations:
Workforce Planning in HHS, a workforce planning guide for the
Department. An ASMB team is now working with OPDIV budget
and human resources gtaff to help them refine workforce planning
data to support fiscal year 2002 budget requests and then to
indtitutionalize the workforce planning process.

HHSFY 1999 FTE

OPDIV

FY 1999
Actual

FY 1999
Percentage

FDA

8,910

15.1|

HRSA 2.014 3.4
IHS 14.586 24.9
cDe 7.491 12.7
NIH 15.329 26.0
SAMHSA 632 1.0
AHCPR 253 4
HCFA 4,219 7.2
ACFE 1509 2.6
AoA 120 2
0IG 1,273 2.2
OCR 210 4
DM 1313 2.2
PSC 1,071 19|

* Total includes 187 statutorily exempt FTE.
Those employees designated statutorily
exempt are exempt due to Congressional
statutes. An example statuteis Public Law
100-140, the “Federal Physicians
Comparability Allowance Amendments” of
1987. Other statutes may be authorized to
achieve government’s recruitment and
retention efforts in areas requiring highly
specialized occupations.
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WHAT WE ARE WORKING TOWARD

Hedlthy and productive individuds, families, and communities arethe
very foundation of the nation’s security and prosperity. Through our
leadership in medica sciences and public hedth, and as guardian of
critical components of the nation’s hedth and safety net programs,
HHS has aresponsbility and the opportunity to work to improve the
hedlth and well-being of our nation. The HHS drategic plan reflects
this commitment in the following Sx drategic gods. Strategies and
objectives have a so been devel oped for each of these goalsto ensure
that steady, broad-based improvements result from our efforts. We
are a'so measuring our progress toward these goals, theseresults are
reflected inthe HHS GPRA annua performance report summary and
key performance results are dso discussed in this Accountability
Report.

GOAL 1. Reducethemajor threatsto the health and productivity of
all Americans.

GOAL 2. Improvethe economic and social well-being of individuals,
families, and communitiesin the United States.

GOAL 3. Improve accessto health services and ensure the integrity
of the nation’s health entitlement and safety net programs.

GOAL 4. Improvethe quality of health care and human services.
GOAL 5. Improve public health systems.

GOAL 6. Strengthen the nation’s health sciences research enterprise
and enhance its productivity.

HHS Strategic Goals
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HOW WELL WE PERFORMED ON KEY PROGRAMS

PERFORMANCE INFORMATION FOR KEY HHS
PROGRAMS

In this section we discuss the performance information for key
programsandinitiativesof HHSincluding some program performance
gods and measures.

Financia management performance information and measures are
discussed in the section titled Overview of Financiad Management.
Other useful performance information is contained in the Reportsand
Other Information section of thisreport. The performanceinformeation
that followsis congsent with the Government Performance and Results
Act of 1993 (GPRA) requirementsand it supportsand isaigned with
the HHS dtrategic goals and selected strategic objectives under each
god. Thisinformation is aso congstent with those GPRA programs
discussed in the OPDIV-leve financid statements as we begin to
associate a program’s performance with its costs.  Performance
information from other reliable sourceswas used aswell. The source
of theinformation isether cited or included in theligting of references

in Appendix C.

Data on the results of our performance in various programs may be
available on alimited basis and lag in time for severd reasons. The
data may be gathered infrequently due to cyclica reporting or may
not be required because of legidativeintent; thereliance on third parties
to provide the data, including grantee reports, the cost of gathering
the information; and the nature of the data, such as research reaults.
The availability of performance data is also discussed under the
Challenges section of this report and the vaidation/verification of the
data is discussed more fully in the individud OPDIV performance
plans and reports. Therefore, some of the performance information
in this FY 1999 report is for prior years because that is the most
current information thet isavallable or becausethat information became
known during FY 1999. Trends of our performance can eventudly
be determined by a comparison of annud trends in Accountability
Reports from year to year.

For more comprehensive GPRA
results, see the HHS FY 1999
GPRA Performance Report
Summary and individual OPDIV
GPRA Reports that will appear
under http://www.hhs.gov/progorg/
asmb/budget/plans.html

A key purpose of GPRA is to
improve the confidence of the
American people in the capability
of the federal government by
systematically holding Federal
agencies accountable for
achieving program results.

= Inareas where we
have met or exceeded

the FY 1999 target we
have noted that with a
bullseye.



http://www.hhs.gov/progorg/

Department of Health and Human Services
Accountability Report: FY 1999 How Well We Performed on Key Programs

GOAL 1: REDUCE THE MAJOR THREATS TO THE HEALTH AND
PRODUCTIVITY OF ALL AMERICANS.

Good health lies at the heart of the nation’s well being. A hedthy work force is more productive; a
hedlthy student bodly is ready to learn; and hedthy people are able to build a better society. HHS investments
in reducing or eiminating behaviord threats to life and good hedth can pay off heavily in improved hedth and

productivity of the American people.

* We took steps to reduce tobacco use especially among
For every $1 spent on tobacco, youth.

drug, alcohol and sexuality
education, $14 are saved in
avoided health care costs.

Every day, 3000 teenagers start smoking, and 1 out of 3 will die of
smoking-related diseases.

Between 1991 and 1997 tobacco use among youth increased from
27.5 percent to 36.4 percent. In response to this disturbing trend
HHS established an initiative to reduce tobacco use among minors.

CDC' sHeart Disease and Health Promotion program seeksto prevent
tobacco use.  SAMHSA collects youth smoking rates as part of its
Nationa Household Survey on Drug Abuse (NHDSA) and adminigters
the Synar Amendment to support programsfor complianceto reduce
the sale of tobacco to minors and measures changesin youth smoking.
FDA efforts emphasize its regulatory role and am to increase the
number of compliance checks performed at retail shops to enforce

Percentage of Teenagers the requirement that minors do not purchase tobacco products.
(In Grades 9-12) Who Smoke
FY 1997 36.4% The Department will measure the impact of its activitiesfor FY 1999
FY 1995 34.8% through CDC' sand the Office of Public Hedlth Services god to stop
FY 1993 30.5% the incresse in youth smoking. The FY 1999 target for this god is
FY 1991 27.5% based on the FY 1997 levels of the biennia Youth Risk Behavior
Source: CDC Youth Risk Behavior Survey Survey. Inthefuturethe Department will usethe SAM HSA Nati or_H
Household Survey on Drug Abuse to measure the impact of its

activities.

In FY 1999 CDC began funding dl 50 states and the Digtrict of
Columbia to develop and maintain tobacco control programs — an
increase of 18 states above last year. Basdline performance datais
being developed. CDC aso developed and released a set of “best
practices’ to help dtates assess their options for tobacco control
programs and locd funding priorities.

Also, under the Synar regulation states are to reduce the availability
rate of tobacco salesto minorsto 20 percent or lessby theend of FY
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2002. SAMHSA assgs in this effort through technical assstance
and sampling studiesin the states funded through the Substance Abuse
Block Grant — a portion of which must be applied to prevention
efforts.

The yearly targets were established with the initia implementation of
the Synar regulation, based on the percelved amount of effort required
in the state to reduce the sales to minors. For example, States with
initial rates above 60 percent were given 2 yearsto reduce their rates
to 40 percent and an additiona 3 years to achieve 20 percent. The
achievements above expectations resulted in the aggressive god of
36 states for FY 2001.

In October 1999 SAMHSA announced that average retailer sdes
rates of tobacco products to minors dropped significantly from 40
percent in 1997 to 24 percentin 1998. Thissubstantia declinereflects
the growth of effective Sate tobacco enforcement programs established
asaresult of legidation and regulaions.

FDA dso contributes to this effort by entering into contracts with
statesto perform compliance checksin order to reduce the number of
retailers who sell tobacco products to minors. The increase in
compliance checksreflectstheincreasein participating atesfrom 10
in1997 to dl 50in FY 1999.

+* We helped to improve the diet and the level of physical
activity of Americans.

Lack of a good diet, or nutrition, aong with physica activity
contributes to at least four of the 10 leading causes of death and
disability. The costs associated with diet-and activity-related hedth
conditions, including direct hedlth care and lost productivity are
estimated at $71 billion a year, according to a U.S. Department of
Agriculture paper. Older Americans are particularly vulnerable to
poor nutrition.

To combet this problem in FY 1999 $504 million was provided to
dates, area agencies, and tribes which are part of the Adminisiration
on Aging' snationwide Aging Network for medsservedin congregate
(group or community) settings, and home-delivered meals and
other community-based services. The Aging Network comprises
57 State Units on Aging, 655 Area Agencies on Aging, 225 Indian
Triba organizations, and 2 organizations sarving Native Hawaiians.

Goal: (SAMSHA) Assure services
availability for Synar Amendment
implementation activities.

1. FY 1999 Target: 8 states have a
violation rate of tobacco salesto
minors at or below 20%

FY 1999 Actual: Exceeded the
target; 21 states have arate at or
below 20%.

FY 1997 Baseline: 4 states, FY
1998 12 states

2.FY 1999 Target: SAMHSA
provides technical assistanceto
help all states implement the
regulations.

FY 1999 Actual: Met the target.

FY 1997 Baseline: 12 states@

For every $1 of federal congregate
funds, $1.70 additional funding is
leveraged; for every $1 of federal
home-delivered funds, $3.35
additional funding is leveraged.
The average cost of a meal,
including the value of donated
labor and supplies, was $5.17 for a
group meal and $5.31 for a home-

delivered meal.

Compliance Checks Conducted

FY 1999 106,186
FY 1998 40,234
FY1997 6,464
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Goal: Provide Home-Delivered
Medls

FY 1999 Target: Maintain level of
service provision at 119 million
home-delivered meals.

FY 1999 Actual: Actual
performance datawill be available
in September 2001.

Trend: FY 1996: 119 million medls,
FY 1997: 123 million medls

Goal: Provide Congregate Meals
FY 1999 Target: Maintain level of
service provision at 123.4 million
congregate meals.

FY 1999 Actual: Actual
performance datawill be availablein
September 2001.

Trend: FY 1995: 123.4 million medls,
FY 1996: 118.6 million medls, and FY
1997: 113 million medls.

Rates for reported primarv
and secondary svphilis

1998 2.6 ner 100.000
1990 20.3 per 100,000

CDC 1998 Sexually Transmitted
Disease Surveillance Report

The Network leverages funds received from AoA to provide meds
and other community-based services. These meds provided 40
percent to 50 percent of aclient’ sdaily intake from one med per day
according to the 1996 program evaluation.

The congregate medl trend is decreasing whilethe trend toward home-
ddivered medsisincreasng. Thisis congstent with the pattern of
dates transferring funding from the congregate medls to the home-
ddivered meals programs. The FY 1999 targets were set based on
the 1995 data available at that time. A0A has adjusted its GPRA
targetsfor future yearsasaresult and will usethe FY 1997 actuasas
the basdine for both measuresin the future.

% We actively promoted the reduction of unsafe sexual
behaviors.

About 12 million new casesof sexually transmitted diseases (STDs),
3 million of them among teenagers, occur annudly. The annud direct
and indirect costs of sdlected mgjor STDs are gpproximately $10
billion ($17 billionif sexudly transmitted HIV infections areincluded).

Unsafe sexud behavior can result in sexudly transmitted diseasesand
contributes to some of the most rapidly spreading diseases in the
country. TheU. S. leads indudtridized countries in rates of sexudly
transmitted diseases (STDs). In addition, unsafe sexua behavior
among teens can result in unintended pregnancies and potentidly life-
damaging consequences of adolescent sexud experimentation. HHS
hasaddressed thespread of STDsby prevention activities, survellance,
and research.

Syphilisdigproportionately affectsasmal percentage of the population,
paticularly African-Americansliving in poverty. Syphilis diminaion
efforts that focus on populations in areas where syphilis perssts will
help close one of the most glaring racid gapsin hedth satus. CDC
will measurethe effectiveness of itseffort to diminate syphilisin project
aress usng an indicator of racid disparity. Beginning in FY 1999
CDC has st targetsto reduceracid disparity in syphilisby 15 percent
each year over the FY 1998 basdline of 34.2 percent.
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To help prevent and control the spread of the deadly AIDS virus, in
FY 1999 CDC continued to fund loca prevention activities, helped
HIV prevention programs to improve their services by applying
effective behaviord interventions, and supported researchersto help
identify successful approaches that community HIV programs can
use. HIV survellance guiddines were adso developed in FY 1998.
CDC efforts help state and loca education agencies implement HIV
prevention programsin schools nationwide to reduce risky behaviors
among the 50 million young people who attend schoal.

In October CDC reported that AIDS fell from the top 15 causes of
degth in the United States declining an estimated 21 percent from
1997 to 1998, arate of 4.6 deaths per 100, 000 — the lowest rate
snce 1987. HIV mortaity has declined more than 70 percent since
1995.

CDC is ds0 providing assstance to state and loca hedth agencies
and community-basad organi zationsto implement effective survelllance
of theincidenceof HIV and AIDS. HIV reporting dataareincreasingly
necessary to monitor the effect of the epidemic.

CDC published Guiddines for Nationd Human Immunodeficiency
Virus Case Surveillance, including Monitoring for Human
Immunodeficiency Virus Infection and Acquired Immunodeficiency
Syndromein the MMWR Recommendations and Reports (December
10, 1999/Val 48/No. RR-13).

/7 \/ /7
0’0 0.0 0’0

In October 1999 HHS announced that theteen birth ratefdl for the
seventh straight year and reached its lowest level since 1987. We
aso released a new guide to help loca communities and non-profit
organizations establish successful teen pregnancy prevention programs.

In addition to the prevention efforts of CDC, grants such as the
Maternd and Child Health Block Grant plusthe Abstinence Education
program, and the Adolescent Family Life demondration activitiesin
FY 1999 promoted and tested promising interventions to reduce
teenage pregnancies.

HHS awarded $100 million in new bonuses to four states and the
Digrict of Columbia for achieving the nation’s largest decreases in
out-of-wedlock births between 1994 and 1997.

Goal: (CDC) Improve the ahility of
the Nation’sHIV/AIDS
surveillance system to identify
incidence and prevalence of HIV
infection. (CDC)

FY 1999 Target: Update current
HIV surveillance guidelines for
security and confidentiality to
include minimum performance
standards for state, local and HIV/
AIDS surveillance systems.

FY 1999 Actual: 100% of the
states adopted the confidentiality
standards.

Number of AIDS Cases Reported

During 12 Month Period

Through June 1999 47,083
Through June 1998 54,140
Through June 1997 64,597
Cumulative Total as 711,344
of June 1999

CDC HIV/AIDS Surveillance Report,
Table 2, Vol.11, No.1 1999
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Use of Any Illicit Drug In a Year

1998 1999
8™ Graders | 21.0% [20.5%
10™ Graders | 35.0% | 35.9%
12" Graders | 41.4% |42.1%

University of Michigan 1999
Monitoring the Future Survey

“For the past two years we have
been cautiously optimistic asa
series of encouraging reports
seemed to indicate a leveling off
and even a possible declinein
drug use among teens after years
of dramatic increases. Whileit
looks like we have turned the
corner...we must not rest.”

Donna Shalala, Secretary of HHS

August, 1999

Goal (SAMHSA): Assure availability
of services.

FY 1999 Target: 80% of states
spend prevention fundsin each of
the six strategy areas.

FY 1999 Actual: Exceeded the
target; 90% of states spent
prevention fundsin each of the six

categories. @

< We worked to curb alcohol use and reduce the use of
illicit drugs.

Anedimated 13.6 million Americanswere current usersof illicit drugs
in 1998, meaning that they used aniillicit drug &t least once during the
30daysprior totheinterview for the 1998 Nationa Household Survey
on Drug Abuse. SAMHSA issued the results of the survey in 1999.
Although this number is dightly less than the 13.9 million estimate for
1997 the difference is not datigticaly sgnificant. By comparison, the
number of current illicit drug userswas at itshighest in 1979 when the
estimate was 25.0 million.

The 1999 Monitoring the Future study of overall drug use among 8",
10, and 12" graders d so found that use generdly remained unchanged
gnce the 1998 survey. The NIH Nationd Institute on Drug Abuse
funds the Sudy.

The use of illicit drugs remains a unacceptable levels. HHS and its
partners actively deal with these problems through prevention,
intervention, and trestment. In addition to the States, one of HHS's
partners is the Office of Nationa Drug Control Policy (ONDCP)
which coordinates overall federd efforts through strategic gods and
objectives. Thefirst ONDCP dirategic god isto educate and enable
America syouthtorgect illegd drugsaswel asa cohol and tobacco.

To work with statesin substance abuse prevention and treatment for
youths and others, SAMHSA awarded $1.56 billion in block grants
in FY 1999. SAMHSA dtrives to improve how states spend their
substance abuse prevention dollars by encouraging them to promote
Six prevention strategies: information dissemination, education,
dterndive activities, problem identification and referral, community
mobilization, and environmentd activities.

Drug abuse prevention programs are effective in changing individua
characterigicsthat predict later substance abuse. SAMHSA’ songoing
prevention intervention studies on predictor variables support the
ONDCP grategic god and will generate new empiricad knowledge
about effective approaches for changing the developmenta path of
children at risk for substance abuse. Although the outcomes of the
interventionsarenot availableyet, preliminary findingsshow sgnificant
improvement in the children in the intervention group. The gods of
the interventions are to decrease the use of acohol and tobacco by
10 percent and of marijuanaby 5 percent by the end of the program.

To promote the adoption of best practices in reducing acohol and
drug abuse the SAMHSA Nationd Clearinghouse for Alcohol and

|-22
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Drug Information (NCADI) distributes public information on
prevention, intervention, and trestment. NCADI has experienced NCA I i ey groic
tremendous growth in the number of requests that it receives for number is 1-500-729-6686.
information. 1n 1999 SAMHSA dramatically exceeded itstarget of a
five-percent increase from its 1997 basdine. NCADI had a 129
percent increase, an average of 40,285 requests for information per

month.
Goal (SAMHSA): Bridge the gap
between knowledge and practice.
FY 1999 Target: 5% increasein
number of NCADI information
reguests per month over FY 1997
] baseline.
a - Y FY 1999 Actual: 129% increase over
- . baseline.
E Trend: FY 1997 Baseline: 17,600
gl = : requests per month; FY 1998: 25,289;
. . . FY 1999: 40,285.
Prevention, intervention and
treatment reduce drug abuse. @
Effectiveness of Treatment: In its 1996 Nationd Treatment Cornell University researchers in
Improvement Evaluation Study (NTIES), SAMHSA found a a study of 6,000 students in NY

State found that the odds of
drinking, smoking, and using
marijuana were 40% lower among

clear linkage between the provision of substance abuse
treatment services and improved life outcomes for both

children and adults. Thefollowing are examples of NTIES students who participated in a
f|nd|ngs on treatment effectiveness: school-based substance abuse
78 % reduction in the percentage of individuals engaging profraniinigrades it aniong
in both the sale of illicit drugs and violent crimes LI I G LS W LT

19 % increase in the rate of employment;

42 % decrease in the percentage of individuas who were
homeless

53 % decrease in dcohol and other drug-related medica
vidts,

28 % decrease in inpatient menta hedth vidts, and

34-56 % decrease in “high risk” sexud behaviors
associated with the transmission of HIV.
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GOAL 2: IMPROVE THE ECONOMIC AND SOCIAL WELL-BEING OF
INDIVIDUALS, FAMILIES, AND COMMUNITIES IN THE
UNITED STATES.

Each person, regardless of age, sex, physical ability, or racial/ethnic background, should have the
opportunity to lead an economically and socially productive life. With its partners, HHS supports
drategies that create opportunities for individuds, families, and communities to be economicaly and socidly

productive.

TANF WORK
PARTICIPATION

RATES FOR FY 1998
AlL Family Rates | Two Parent Family Rates

35.4% 42.3%

Source: ACF Data & Statistics

** We worked to increase the economic independence of
families on welfare.

Under the Temporary Assistance to Needy Families (TANF)
program, whose net cost was $15.475 billion in FY 1999, states
have extengve flexibility in designing programs that promote work,
responghbility, and sdf-aufficiency. Almogt every saterequirespersond
responsibility contracts and 32 states expect clientsto work within six
months. In August 1999, data was released that showed al 50 states
and the Didtrict of Columbia met the overall work participation rates
for dl familiesin 1998 — thefirg full year of the new wdfare reform
law. Wédfare casdoads are at their lowest level since 1967 and the
welfare rolls have fadlen by nearly haf snce 1994. Nationwide the
rolls have fdlen by 49 percent and from 14.2 million to 6.9 million.

Twenty-seven statesreceived high performance bonusestotaling $200
million for excdllent performancein moving wefarerecipientsintojobs.
The performance bonus program was authorized by law. The states
placed 1.3 million wdfare recipients into new jobsin 1998. Eighty
percent of working recipients remained employed for an average of
three months. In addition, their earnings rose from $2,100 in the first
quarter of employment to $2,650 in the third. A recent Genera
Accounting Officereport found that between 63 percent and 87 percent
of adults have worked since leaving the wdfare rolls. These results
are Smilar to state studies funded by HHS.

States also reported a new record percentage of parents on welfare
that are working. Datareleased in 1999 showsthat 35 percent of al
adult welfare recipients were working, looking for employment or
enrolled in work preparation activities in 1998. The percentage of
employed recipients reached an dl-time high at 23 percent compared
to lessthan 7 percent in 1992 and 13 percent in 1997. Smilarly, the
proportion of recipients who were working, including employment,
work experience, and community service reached 27 percent which
isnearly afourfold increase over the 7 percent recorded in 1992.
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ACF sgod under the Nationa Performance Review's (NPR) “High
Impact Agency” initigtive was to increase sdlf-sufficiency for low-
income families by moving one million wefare recipients into new
employment by 2000. In FY 1999 ACF reported that the goal was
achieved earlier than anticipated with 46 states reporting 1.3 million
job entriesfor FY 1998.

CHANGE IN WELFARE CASELOADS SINCE
ENACTMENT OF NEW WELFARE LAW

Total TANF Families and Recibients
(in thousands)

Aug-96 June-99 Percent
Change
Families 4.415 2.536 -43%
1,879,000 fewer families
Recipient 12,241 6,889 -44%
s

5,352,000 fewer recipients

Source: ACF Data & Statistics

2 e 2

* * *

As part of the same NPR initiative and consstent with ACF s child
welfare activities and the Adminigtration’s adoption god for 2001,
ACF adopted a god of increasing the number of children who are
adopted from the public foster care system to 51,000 by FY 2001.
Adoptions haveincreased from 28,000 in FY 1996 to 36,000 in FY
1998. In 1999 ACF awarded $20 million in thefirst adoption bonuses
to 35 dates that had increased the number of children adopted from
foster care.

Child Care and Development fund grantees have many efforts
underway to address affordability and access to child care for low-
income families. ACF work continues in partnership with dates to
increase and identify the number of children served by thegrants. On

TANF helpstoincrease
the self-efficiency for
low-income families.
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Goal: (ACF) Increase parental
responsibility.

FY 1999 Target: Collect $16.3
billion in child support collections.
FY 1999 Actual: $15.5 billion
(preliminary)

Trend: FY 1996: $11.9 billion
collected, FY 1997: $13.38 hillion
collected. FY 1998: $14.3 hillion
collected.

Head Start helpsto give children a
good foundation for learning.

October 19, 1999 the Secretary of HHS released areport indicating
that nationdly, in an average month of 1998, 1.5 million low and
moderate-income children digiblefor thisgrant assstance from dates
received help through the program.

K/

* We helped to increase the financial and emotional
resources available to children from their noncustodial
parents.

The Child Support Enforcement Program (CSE) obtains support
for children by locating parents, establishing paternity, and establishing
and enforcing support orders. The national employment database,
known as the Nationa Directory of New Hires, more than doubled
itssuccessinitsfirg year by matching selected state cases and found
over 2.8 million ddinquent parents.

Peternities establishment roseto 1.5 millionin 1998, amore than three-
fold increase from 516,000 in 1992. The Passport Denia program
collected more than $2.25 million in lump sum child support payments
and is currently denying 30-40 passports to delinquent parents per
day.

o,

¢ We supported the improvement of the healthy
development and learning readiness of preschool
children.

Head Start is the nation’s premier early childhood development
program for low-income children and families. Head Start hasgrown
from 714,000 in 1993 to 835,000 children in FY 1999 who were
enrolled in programs to enhance children’s growth and devel opment;
grengthen families, and provide children’s educationd services.

Head Start has begun to assess how program efforts influence the
development of emergent literacy, numeracy, and cognitive skills; gross
and finemotor kills, and socid skills of participating children through
its Family and Child Experiences Survey(FACES). Basdine data
collected from 1997-1999 indicate that children experienced
improvement in al of these dimensions. For example, the data shows
that Head Start helps children improve their vocabulary skills during
both their Head Start year and kindergarten years at afaster rate than
the averagerate of improvement for children of dl incomelevels. ACF
isestablishing performance goa sto assess|earning devel opment using
the measurement scales employed for the FACES.
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Head Start aso emphasizes the importance of the early identification
of hedth problems. Every childisinvolved in acomprehensive hedth
program, which includes immunizations, medical, dental, and mental
hedlth, and nutritional services. ACF wantsto assurethat Head Start
children are ableto receive medicd treetment when they areidentified
as needing medica services.

In FY 1999, ACF was just short of its god of 88 percent, with 87
percent of Head Start children receiving care after being identified as
needing services. It isimportant to bear in mind that Head Start has
apredictable turnover rate, that is, children leave the program during
its course for various reasons and so while areferra may have been
made programs may not havefollow up information for those children.
Nevertheless, Head Start has chosen to increase targets of performance
in future years.

Children are our Nation’sfuture.

The American Customer
Satisfaction Index is a national
economic indicator of customer
satisfaction with the quality of
goods and services available to
household consumers in the United
States. In December 1999 the
partners that produce the ACSI
released the result of customer
evaluations of various federal
agency services and products. The
parents of Head Start students
rated the program 87 out of 100
points; the highest rating received

for the federal programs evaluated.
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GOAL3: IMPROVE ACCESS TO HEALTH SERVICES AND ENSURE THE
INTEGRITY OF THE NATION’S HEALTH ENTITLEMENT AND
SAFETY NET PROGRAMS.

Without insurance, access to health services is severely compromised. With its partners HHS broadens
access to services and maximizes the number of low-income or special-needs populations served. HHS also
prevents waste, fraud, and abuse of its entitlement and safety net programs, particularly Medicare and Medicaid
because of their size and their impact on the total health care system.

** We are helping to bring about an increase in the percentage

Goal (HCFA): Decrease the of the Nation’s children who have health insurance

number of uninsured children by

working with states to implement coverage.

SCHIP and increase enrollment of

eligible children in Medicaid. Nearly 11 million children in the United States—one in seven—are
FY 1999 Target: Establish target uninsured because their families cannot afford private insurance and

and baselines.
FY 1999 Actual: Met. ol
Trend: FY 1997: 22.7 million in probiems.

therefore are at significantly increased risk for preventable health

Medicaid; none in SCHIP
@ In 1999 HHS continued to work diligently with its partners to develop
and implement plans to extend health care coverage to millions of
uninsured children. On September 8, 1999, HHS announced that the
State Children’s Health Insurance Program (SCHIP), which was
passed in the Balanced Budget Act of 1997 and amendments, had
been approved in all 56 states and territories in the country. Under
the program, Congress and the Administration agreed to set aside
$24 billion over five years to help expand health insurance to children
whose families earn too much to qualify for traditional Medicaid, yet
not enough to afford private health insurance. States are improving
their processes to achieve these enrollment levels.

HCFA met its target of developing a FY 2000 objective for decreasing
the number of uninsured children by enrolling eligible children in
Medicaid and SCHIP. The target is to enroll 1 million more children
each year than the prior year.

InFY 1999, SCHIP enabled the states to serve many more women
and children because community Health Centers are responding
aggressively to the opportunities offered through SCHIP. HRSA and

Healthy children mean ) . : . .
a healthy future and lower its Health Center grantees recognize that ongoing and intensified
health cost. outreach and educational efforts will be necessary to assure that all

the children who are eligible under SCHIP are enrolled.




Department of Health and Human Services
Accountability Report: FY 1999

How Well We Performed on Key Programs

¢ Weincreased the availability of primary health care
services.

There is mounting evidence that access to a usual and regular source
of care can reduce and even eliminate health status disparities among
subsets of the population. The high quality primary health care
received in HRSA’s Health Centers has been shown to reduce
hospitalizations and emergency room use, reduce annual Medicaid
costs, and helps prevent more expensive chronic disease and disability
for these populations.

Community Health Centers and the National Health Service
Corps (NHSC) combined provides primary health care services to
approximately 11.5 million low income, underserved patients. This
represents one-fourth of approximately 44 million persons (according
to 1998 data) in more than 4,000 communities across the nation who
lack access to a primary care provider. For health centers, the patients
include 3.52 million uninsured persons, of whom more than 1.2 million
are children. This is a 59 percent increase since 1990. To help meet
patient needs, 60 percent of the NHSC 2,526 physicians, nurses,
dentists, and other primary care providers work in underserved
communities throughout the country, in addition to the 40 percent
who work in health centers. In FY 1999 they served 4 million of the
total patients served.

InFY 1999, 52 new and expanded community health center were
funded. The awards increased access to primary and preventive
health care for approximately 200,000 underserved people.

To assure a health professions workforce that meets the health care
needs of the American people, HRSA’s Health Professions
Programs operate more than 40 grant and student assistance activities
focused on improving the diversity and distribution of the nation’s
health care practitioners. Thirty-three percent of family practice
residents and 40 percent of nurse trainees, nurse practitioners, and
midwives from HRSA-funded programs practice in medically
underserved communities. In FY 1999 HRSA created a federal-
state NHSC loan repayment partnership with 35 states to obtain the
services of health professionals by repaying their educational loans
using matching funds.

Goal: (HRSA) Increase utilization of
health care for underserved
populations.

FY 1999 Target: Increase to 8.9
million the number of uninsured and
underserved persons served by
health centers, with emphasis on
areas with high proportions of
uninsured children to help
implement the SCHIP program
Trend: FY 1997: 8.3 million, FY 1998:
8.7 million.

Goal: (HRSA) Assure access to
preventive and primary care for
minority individuals.

FY 1999 Target: 65% of population
served are minority individuals
Trend: FY 1997: 65% of population
served at Health Centers, FY 1998:
64% of population served at health
centers.

Goal: (HRSA) Assure access to
preventive and primary care for
uninsured individuals.

FY 1999 Target: 42%

Trend: FY 1997:39% of
population served at health
centers, FY 1998: 41% of
population served.

Data for all three goals will be available
in May 2000. Percents for the last two
goals will include NHSC patients.

On June 4, 1999, the Health
Resources and Services
Administration announced that two
students enrolled in Howard
University’s Nursing Careers for
the Homeless Program are the
first to complete their bachelor of
science in nursing degree
programs. This program was
launched in 1993 and since then
96 students were enrolled and are
either enrolled in college-level
nursing programs or employed in
entry-level nursing positions.

Source: HRSA News Brief
issued June 4, 1999.
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Goal (SAMHSA): Assure services
availability/meet targeted needs.
FY 1999 Target: Increase referrals
from non-mental health agencies
for mental health services by 10%.
FY 1999 Actual: Increased
referrals to 80.1%.

Trend: FY 1997: 75%, FY 1998:
79.7%.

Although the target was not
achieved, the results are moving in
the direction of the target.

FY 1999 Target: Increase percent
of client children attending school
75% of the time by 10%. .

FY 1999 Actual: Exceeded the
target. 88.9% attending at 12
months.

Trend: FY 1997 Baseline: 70%, FY

1998:78.8%(12%increase)@

Every year, more than 51 million
adult Americans experience
diagnosable mental disorders. Of
them, more than 6.5 million are
disabled by severe mental illness,
including as many as 4 million
children and adolescents.

Community mental health services block grants improve
community-based systems of care in order to increase the level of
functioning and quality of life for adults with serious mental illnesses
and for children with serious disturbances. SAMHSA awarded $288.8
million in community mental health grants in FY 1999. An estimated
151,000 clients were served in systems receiving funds in FY 1999.
Performance indicators are still being discussed with the states. A
significant problem is the development and use of comparable
definitions for the proposed measure. However, for children and their
families who receive services at grantee sites under a comprehensive
community mental health program, results are demonstrated by
measures such as interagency collaboration and client outcomes.

In response to the severe and ongoing crisis regarding HIV/AIDS,
HRSA’s goal is to provide access to state-of-the-art HIV clinical
care for those who have HIV/AIDS and approximately 250,000 HIV-
positive people who know their status but are not under care. HRSA
awarded $710 million in formula grants to 50 states, the District of
Columbia and U.S. territories to improve access to HIV/AIDS
primary care, support services, and medications for people living with
HIV/ AIDS and their families. This amount includes $461 million
earmarked for state AIDS Drug Assistance Programs, ensuring
that more than 100,000 low-income individuals living with HIV/AIDS
receive life-saving and life-sustaining drug therapies.

Goals for the six Ryan White Care Act programs focus on increasing
access to health care services and anti-retroviral therapy and reducing
perinatal transmission. The programs have also established goals to
serve women and minorities in proportions that exceed their
representation in overall AIDS prevalence by a minimum of five
percent. Despite the reduction seen in overall AIDS morbidity, the
proportion of AIDS cases among women and minorities continues to
increase. The benefits provided by new combination drugs have not
uniformly reduced the incidence of AIDS. The performance noted
below reflects significantly increased efforts across all of the programs
to target communities of color.

-30



Department of Health and Human Services

How Well We Performed on Key Programs

Accountability Report: FY 1999

Access to primary medical, dental, mental health, substance
abuse, rehabilitative, and home health care: HIV Emergency
Relief Grants: Providing the core response in metropolitan areas
hardest hit by the AIDS epidemic. Title I grantees reported 2.79
million visits in FY 1998, moving towards the FY 1999 target of
2.88 million visits. Alsoin FY 1998 the program exceeded its
FY 1999 targets to serve 30 percent women and 64 percent
minorities, serving 30.7 and 67.7 percent respectively.

HIV Care Grants to States: In FY 1998 Title II programs
reported 1.45 million visits, a 26.2 percent increase over FY 1997
and exceeding the FY 1999 target by approximately 230,000
visits. The program also exceeded its FY 1999 targets for serving
minorities and women in FY 1998: 29.4 percent program
beneficiaries in FY 1998 were women and 64.1 percent minorities,
compared to the FY 1999 targets of 27 percent women and 59
percent minorities served.

Access to Primary Care: In FY 1998 the Title III Early
Intervention program exceeded its FY 1999 target of 90,433
clients receiving primary care services. A total of 105,398 persons
received primary care services in FY 1998, a 9.3 percent increase
compared to FY 1997. In addition, the program provided services
to 72,242 minorities in FY 1998, an increase of 14 percent (8,819
minority clients) over FY 1997. The program has exceeded its
1999 target to serve 60,000 minorities for the past two years.

Access to Anti-retroviral Therapy: InFY 1999, an average of
64,500 persons received anti-retroviral therapies each month
through the AIDS Drug Assistance Program (ADAP). While an
average of 9,500 additional clients were served per month in FY
1999 compared to FY 1998, because of data collection system
revisions, the program did not meet its FY 1999 target to serve
an average of 78,088 persons per month. The FY 1999 target
was set prior to the full implementation of the data collection system
for this measure in FY 1999.

Proportion of Women and Minorities served by Emergency Relief Grantees and
State Grantees Compared to the Proportion of the U.S. Population with AIDS

Pronortion of Pronortion of Provortion of AIDS
AIDS patients AIDS patients patients served by
Proportion of served by HRSA- who are HRSA-funded
AIDS patients funded programs minorities programs who are
Year who are women | who are women minorities
1996 15.3% 30.3% 53.8% 64.2%
1998 15.8% 30.0% 55.4% 68.0%

HRSA. Note: Source data contain duplicated client/beneficiary counts.
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Prenatal health care is important to
both mother and child.

Of special concern also are health care services for mothers and
children of low-income or isolated populations, who otherwise would
have limited access to care. In 1999 the safety net for women and
children was significantly expanded.

The Maternal and Child Health Services (MCH) provided $576.2
million in funds to 59 States and jurisdictions in FY 1999 under a
matching formula that takes into consideration the percent of the nation’s
low-income children residing in each. Since MCH is a block grant,
the states have discretion in how they spent funds to meet the goals of
the program. HRSA will use the aggregated state core measures that
states report on, to assess the overall performance in FY 2001. In FY
1999 the program established baselines for the measures and set targets
for FY 2001. Selected MCH goals include:

e Decrease the infant mortality rate from the FY 1997 rate of 7.1/
1000 to 6.9/1000 in FY 2001, and decrease the ratio of the black
infant mortality rate to the white infant mortality rate from 2.4 to 1
inFY 1996 to 2.1 to 1 in FY 2001.

e Increase the percent of infants born to women receiving care
beginning in the first trimester from 82.5 percent in FY 1997 to
90 percentin FY 2001.

e Increase the percent of children with special health care needs in
the State with a medical/health home (as defined and recommended
by the American Academy of Pediatrics) from 69 percent in FY
1997 to 80 percent in FY 2001.

e Inthe Healthy Start Initiative, decrease the percentage of low
birth weight babies born to Healthy Start clients from 12.09 percent
inFY 1998 to 11.75 percent in FY 2001.

Healthy Start was launched in 1991 to reduce infant mortality in
areas with extremely high infant mortality and low birth weight babies.
In FY's 1998 and 1999 HRSA focused on replicating the Healthy
Start successes. Fifty-five new communities are replicating infant
mortality reduction strategies from other communities.

Infant (All Races)
White

Black

Hispanic

INFANT MORTALITY RATES IN THE UNITED STATES

FOR INFANTS UNDER 1 YEAR OLD)

(DEATHS PER 1,000 LIVE BIRTHS

1960 1970 1980 1990 1997 *

26.0 20.0 12.6 9.2 7.2%*
229 17.6 10.9 7.6 6.0
44.3 33.3 22.2 18.0 14.2

- - - 7.8 6.0

(HHS)
* Preliminary Data

Source: Tables HC 1.1.A & 1.1.B— 1999 Trends in the Well-Being of America’s Children & Youth

** In 1997, the infant mortality rate for American Indians/Alaskan Natives was 8.7 and for
Asian/Pacific Islanders was 5.0.
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The National Immunization Program focuses on several major
programmatic areas to achieve its goals, including childhood
immunization, adult immunization, and global polio eradication. State
and local health agencies play a primary role by using federal grant
funds for a wide variety of immunization activities including surveillance.
As aresult, information shows that immunization coverage levels for
adults in the United States have increased for influenza and
pneumococcal disease. Progress is still needed among African-
Americans and Hispanics.

CDC and HCFA share complementary goals to increase the number
of annual influenza and lifetime pneumoccoccal vaccinations among
selected populations aged 65 and over. For example, CDC and
HCFA shared the FY 1999 goals to increase the annual influenza
vaccination rate to near 60 percent. Although final data for this
measure is not yet available, CDC data indicates that the rate of
vaccination for influenza among persons aged 65 and older increased
from 33 percent in FY 1989 to 63 percent in FY 1997.

CDC’s REACH grants provide funding for adult immunization activities
aimed at eliminating the health disparities. HCFA also stepped up its
efforts to increase the number of minorities receiving flu and pneumonia
vaccinations this year by mailing nearly 8 million postcards in four
languages to remind Medicare beneficiaries to get immunized.

Also, on September 23, 1999, CDC announced that the nation’s
overall immunization rate for preschool children increased to a record
80 percent in 1998 attaining the highest rate ever recorded. Because
childhood vaccination levels in the United States are at an all-time
high, disease and death from diphtheria, pertussis, tetanus, measles,
mumps, rubella and H.influenza B are at or near record lows. There
was only one reported case of diphtheria, 100 reported cases of
measles, and no reported cases of wild poliovirus for 1998.

Data show that cases of vaccine-preventable childhood diseases have
been reduced by 97 percent from peak levels before the vaccines
were available. To ensure that preschool age children continue to be
vaccinated against preventable diseases, CDC and HCFA have
developed complementary goals to increase the percentage of 2-
year old children to receive all recommended childhood vaccinations.
CDC’s efforts focus on maintaining a 90 percent coverage rate among
children 19-35 months for each recommended vaccine. While FY
1999 data will not be available until 2000, data from FY 1997 indicate
that CDC met that goal for all but two vaccines. HCFA will continue
to develop its goal to increase the percentage of Medicaid enrolled
two-year-old children who are fully immunized. The first group of 16
states began developing their methods of measurement and its

Vaccination rate among
persons 65 or older

FY 1995 FY 1997

Influenza 58% 65%
P. Pneumonia 34% 43%

CDC National Health Interview
Survey: FY 1997 data is preliminary.

Goal: Increase pneumococcal
pneumonia and influenza
vaccination among persons of 65
years or more.

1999 Targets: Vaccination Rates
for Influenza 60%. Pneumococcal
pneumonia 54%.

1999 Actuals: Data is not
available yet.

For every $1 spent on diphtheria/
tetanus/acellular pertussis
vaccination, $27 is saved.

Immunization should
begin at an early age.
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Medicare Enrollment
(in millions)
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mAged
W Disabled
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0

1975 1985 1999
Source:HCFA/OACT/OIS

Goal: (HCFA) Improve access to care
for elderly and disabled Medicare
beneficiaries who do not have public
or private supplemental insurance.
FY 1999 Target: Work with states to
establish an enrollment target for
beneficiaries for FY 2000.

FY 1999 Actual: Met. @

Medicare and Medicaid provide
health services to many Americans.

baselines in FY 1999. They will complete setting their baselines by
the end of FY 2000.

All of the national 1996 immunization coverage goals of vaccinating
90 percent of the nation’s children by aged two with the most critical
doses of routinely recommended vaccines have been achieved and
maintained except for Hepatitis B. Coverage for Hepatitis B in 1998
is only three percentage points short of the goal.

¢ We protected and improved beneficiary health and
satisfaction with Medicare and Medicaid.

Medicare and Medicaid together provide health insurance coverage
for approximately 75 million elderly, disabled, and economically
disadvantaged Americans.

Medicare covers both hospital insurance and insurance for physician
and outpatient care, laboratory tests, home health care, durable medical
equipment, designated therapy services, and other services not covered
by hospital insurance. A new program under Medicare,
Medicare+Choice, was created in 1997 to increase health care options
for beneficiaries through a greater variety of managed care and fee-
for-service plans. Over the last thirty years, Medicare has significantly
contributed to life expectancy, to the quality of life, and to protection
from poverty for the aged and disabled. In FY 1999, Medicare costs
were $184.5 billion.

HCFA and states established a FY 2000 target of a 4 percent
increase in enrollments. An additional 211,000 beneficiaries would
be enrolled in a dual eligible program (i.e., for both Medicare and
Medicaid).

HCFA was among the 30 federal agencies that participated in the
independent American Customer Satisfaction Index ratings of customer
satisfaction. Recent Medicare beneficiaries were queried for their
satisfaction with their HCFA contacts and they gave a rating of
71 percent satisfaction, which exceeds the aggregated federal

government rating of 68.6 percent.

In FY 1999 HCFA also continued to develop an appropriate
performance measurement methodology for fee-for-service
arrangements and a goal for managed care plans.
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In addition, HCFA set a goal and target for sustaining high quality
health care options for beneficiaries. Achievement of this goal is
dependent upon the marketplace and on receiving applications for
managed care operations in rural areas and areas where there are no
managed care organizations.

However, in FY 1999 the number of new applications or service

areas did not materialize, and 45 managed care organizations
terminated their contracts and 54 reduced their service area.

Managed Care Enroliment

(in millions)
8
6
4
0 - ‘ ‘ ‘ ‘
FY95 FY9% FY97 FY98 FY99

Source:HCFA/CHPP

The prevalence of physical restraints is an accepted indicator of quality
of care and is considered a proxy for measuring quality of life for
nursing home residents. The use of physical restraints can cause
incontinence, pressure sores, loss of mobility and other problems.
Many providers and consumers still mistakenly believe that restraints
are necessary to prevent residents from injuring themselves.

Hospital Insurance, also known as HI or Medicare Part A, is usually
provided automatically to people aged 65 and over who have worked long
enough to qualify for Social Security benefits and to most disabled
people entitled to Social Security, End Stage Renal Disease or Railroad
Retirement benefits.

Supplementary Medical Insurance, also known as SMI or Medicare
Part B, is available to nearly all people aged 65 and over, End Stage
Renal Disease beneficiaries and disabled people entitled to Part A.

Goal (HCFA): Sustain health plan
choices where Medicare
beneficiaries have at least one
managed care option/choice.

FY 1999 Target: 80% of Medicare
beneficiaries have at least one
managed care option/choice.

FY 1999 Actual: 76% have at least

one managed care option/choice.

Goal: (HCFA) Decrease the
prevalence of restraints in long-
term care facilities.

FY 1999 Target: Decrease use of
restraints to 14%.

FY 1999 Actual: Exceeded the
target; 11.7%

1999 SMI Medicare Benefit Payments

Managed Care
22%

Physician
43%

Other
15%

Home Health Durable Medical
1% Lab
o

Hospital Equipment

10% 4% 5%  Source:HCFA/OFM

1999 HI Medicare Benefit Payments
Managed Hospice
Care 2%
16%

Home Health
Agency
7%

Inpatient
Hospital
66%

Skilled
Nursing
Facility
9%
Source:HCFA/OFM
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1999 Medicaid Enrollees

Adults Aged
20% 12%
Blind/
Disabled
20%
Children
48%
Source:HCFA/OACT

Goal: Provide to states linked
Medicare and Medicaid data files
for dually eligible beneficiaries.
FY 1999 Target: To provide data
to 27 states.

FY 1999 Actual: Met the target;
data is available to 27 states.

Medicaid is the primary source of health care for medically vulnerable
Americans such as poor families, the disabled, and persons with
developmental disabilities requiring long term care. Medicaid is
administered in partnership with the States. HCFA issues the matching
payment grants to states and territories for medical assistance and
administrative costs. Medicaid provides health coverage for
41.9 million low-income persons. Medicaid has improved birth
outcomes, childhood immunization rates, and access to preventive
services, resulting in overall improvements in the health of America’s
children. Medicaid costs in FY 1999 were $109.0 billion.

Medicaid Vendor Payments
Other services Inpatient
13% Hospital
Outpatient/ 20% Physicians
Clinic 6%
8%
Prescription
ICF/MR Drugs
8% o
° Nursing Home Health10/0
Facilities 10%

25%
Source: HCFA/OIS

There were approximately 6 million individuals dually eligible for
Medicare and Medicaid. HCFA hopes to foster a service delivery
system that is better integrated and more flexible in meeting the needs
of dually eligible beneficiaries.

Twenty percent of Medicaid’s vendor payments
are made to inpatient hospitals.
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¢ We enhanced the fiscal integrity of HCFA programs and
ensured the best value health care for beneficiaries.

HCFA made great strides in 1999 to further define and implement its
overall strategy for reducing payment errors in the Medicare and
Medicaid programs. HCFA developed a comprehensive program
integrity plan based on the key payment safeguard principles for fraud
prevention, detection, enforcement, and coordination.

In 1999 HCFA also required more than 250 Medicare managed
care risk-based plan (paid on a per-capita rate computed by actuaries)
and cost-based plan (paid based on a cost report and audit)
contractors to report on measures of performance on managed
care programs. These measures included effectiveness of care, use
of services, access to care, and other relevant areas that will provide
a better understanding of the performance of the Medicare managed
care plans.

Under the Health Care Fraud and Abuse Control Program,
HCFA, the HHS Inspector General, the Federal Bureau of
Investigation, and the Department of Justice, as well as other agencies,
including the Administration on Aging, are working together to detect
and prevent fraud and abuse.

HHS and the Department of Justice have reported more than $1.6
billion in fines and restitution returned to the Medicare Trust Fund
during fiscal years 1997, 1998 and 1999. During these years HHS
also excluded more than 8,600 individuals and entities from doing
business with Medicare, Medicaid, and other Federal and State health
care programs for engaging in fraud or other professional misconduct.

HHS/OIG works with HCFA to develop and implement
recommendations to correct systemic vulnerabilities detected during
evaluations and audits. These corrective actions often result in health
care “funds not expended” (that is, funds put to better use as a result
of implemented recommendations for program improvement). During
FY 1999 the funds not expended on improper or unnecessary care
amounted to approximately $11.8 billion, an increase of $1 billion
above FY 1998. Much of this amount reflects savings achieved as a
result of legislative amendments brought about by the Balanced Budget
Actof 1996 (BBA).

HHS increased
convictions in health
care cases from 127
convictions in FY 1996
to 303 convictions
in FY 1999.
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“

Fraud Hot Line
Call Toll Free:1-800-HHS-TIPS
(1-800-447-8477)
e-mail: HTips@os.dhhs.gov

During FY 1998 and FY 1999, AoA’s efforts resulted in training
16,000 retired professionals and other volunteers in the Medicare
and Medicaid programs. These volunteers, in turn, educated over
325,000 beneficiaries to identify and protect themselves against
fraudulent, wasteful, and abusive health care practices. Where there
were questionable charges for medical services, volunteers referred
the cases (5,000 in FY 1999) back to health care providers,
appropriate Medicare carriers, and ultimately to the HHS Inspector
General.

InFY 1998, HHS announced that for the first time Medicare would
hire special consultants who specialize in audits, medical reviews, and
internal controls for health programs as an additional effort for the
Administration’s fight against waste, fraud and abuse. HCFA awarded
contracts in FY 1999 to thirteen Program Safeguard Contractors who
will work with the Medicare Integrity Program to end criminal
activities by fraudulent health care providers, ensure that Medicare
pays only for medically necessary services, and identify honest errors
that lead to improper payments.

While we have long known there are billing abuses in the Medicare
program, the FY 1996 financial statement audit process gave us our
first statistically valid estimated error rate in our Medicare fee-for-
service program. Generally, the HHS Inspector General has found
that the vast majority of claims are paid correctly based on information
submitted on the claim. However, when supporting medical
documentation was requested from providers and the services were
reviewed the IG found errors in the claims. These errors range from
inadvertent mistakes and missing documentation to outright fraud and
abuse. The portion attributable to fraud cannot be quantified.
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The estimated error rate is quantified in terms of ranges of both dollars
and as a percent of program payments. Midpoint estimates are derived
from the range figures.

Medicare Fee-for-Service Estimated Error Rates
FY 1996 FY 1997 FY 1998 FY 1999

Draft

Midpoint

Dollar $23.2 billion $20.3 billion $12.6 billion $13.5 billion

Estimate

Midpoint

Percentage 14% 11% 7.1% 7.97%

Estimate

As this Accountability Report goes to print, the final results on the
FY 1999 error rate are not available. However, draft results indicate
that the rate of improvement in the estimated error rate plateaued in
FY 1999, as is indicated in the accompanying chart.

** We strove to improve the health status of American
Indians and Alaska Natives.

In direct partnership with the Tribes, and in recognition of their
expanding role in developing and managing the health needs of
American Indians and Alaska Natives, (Al/AN), IHS is working
to provide access to basic health services. This includes the assurance
of adequate facilities and equipment for the provision of health services
and adequate support services to the Tribal health delivery system.

The IHS, with the Tribes, developed and implemented a policy to
ensure tribal consultation and participation in important IHS processes.
The policy was in effect at the start of FY 1999. The stakeholders
have elected to revisit specific consultation processes and IHS will
conduct a baseline satisfaction survey after the policy is updated.
IHS also continued to work with Indian Tribes exercising their

IHS provides access to health care
for American Indians and
Alaskan Natives.
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Goal: (IHS) Reduce prevalence of
diabetes among AI/AN population.
FY 1999 Target: Establish Area

AI/AN population.

FY 1999 Actual: Rates are available
for IHS Area and sex for 4 age
groups from 0—19 to 65 and over.

age-specific prevalence rates for the

Goal: (IHS) Improve access to
health care by construction of
approved new health care facilities.
FY 1999 Target: Conduct
construction of facilities scheduled
for FY 1999

FY 1999 Actual: Met the target.
The completion phase of
construction was reached for the
Hopi (Polacca), Arizona Health
Center. Construction was started
on Ft. Defiance, Arizona Hospital
and the Parker, Arizona Health

Center. @

Goal: (IHS) Provide sanitation
facilities.

FY 1999 Target: Provide sanitation
facilities to 14,130 homes.

FY 1999 Actual: 16,571 homes
received sanitation facilities.

Trend: FY 1998: 14,373 homes.

&

self-determination rights through Tribal contracts, Tribal compacts, or
continuation of services from the IHS health delivery system.

In FY 1999 under the Hospitals and Clinics Program, THS and
the Tribes provided essential services for inpatient care, routine and
emergency ambulatory care; and support services. The program

includes initiatives targeting special health conditions that affect
AI/ANs.

In FY 1999 more than $30 million was obligated for 286 grants
awarded to IHS facilities, Indian Tribes/Tribal organizations and urban
Indian organizations to address the prevention and treatment of
diabetes. Diabetes continues to grow in epidemic proportions in Native
American communities. In some Al communities, up to half of the
adults have diabetes. Diabetes is 4-8 times more common among
American Indians compared to the general U.S. population. Through
these grants, diabetes prevention and treatment programs will reach
more than 100,000 American Indians/Alaska Natives suffering from
diabetes as well as another 30,000 to 50,000 who are at risk.

Once a facility has been completed, IHS has experienced an average
increase of approximately 60% more patient visits than in the old facility.
To maintain the level of service in the IHS health care delivery system
over $182 million was expended for health care facilities. A priority
system determines which and when facilities are constructed.

K/ O/ O/
0.0 0.0 0.0

Many Indian homes lack either a safe water supply or adequate
sewage disposal system, or both. There is a demonstrated link
between adequate sanitation facilities and reduced infant mortality,
gastroenteritis, and other environmentally related diseases. IHS has
undertaken a major effort to provide those facilities. These
improvements will also help to reduce the related demands on the
IHS health delivery system.

/7 /7
0‘0 0 0‘0

Under the Older Americans Act, the Administration on Aging provided
funding to 225 Indian Tribal organizations representing more than 300
tribes and 2 organizations representing Native Hawaiians. Over
750,000 units of in-home services were provided to Native American
older adults in FY 1999 for personal care, homemaker services health
aide services, case management, and family support. A total of
600,000 rides to congregate (community) meal sites, doctor
appointments, and grocery shopping were also provided. Without
the transportation provided, Native Americans residing in isolated areas
would not be able to conduct many activities essential to meet their
everyday needs.
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GOAL 4: IMPROVE THE QUALITY OF HEALTH CARE AND HUMAN SERVICES.

The quality of health and human services needs to improve continually to address constantly
changing problems. HHS accomplishesthis god by awide range of qudity improvement activities
designed to provide better ways of addressing the changing problems that confront the hedlth care and
human service delivery system, such as changes in family structures, demographics, and financing of health

sarvices.

*» We promoted the appropriate use of effective health
services.

Sgnificant improvements in hedth, aswell as reductionsin costs
associated with unnecessary remedia care, could be achieved by
improving the extent to which physicians and other practitioners
deliver the most gppropriate treetments. Without a sgnificant
investment in research initiatives, there will not be enough new
knowledge produced to improve the health care system.

To determine the funding priorities for research resources AHCPR,
in FY 1999, succeeded in developing a research agenda for the
future through consultations with its cusomers. The research
agenda addresses the three AHCPR strategic research goas to
improve:

the structure and process of hedlth care,

the qudity of that care, and

accessto care.

Consgtent with these goa's AHCPR awarded new research grants
in the following critical areas to assess the outcomes and cost
effectiveness of:
- access and outcomes of HIV carein America,
medica outcomesin the pricing of hospital procedures,
measuring the quality of care for diabetes, managed care and
quality for children with chronic conditions, and
improving heart failure care in minority communities.

/
0‘0 * 0

In FY 1999 AHCPR continued to evaluate the outcomes of the
investments that the agency funds. Over 3,100 articles gppeared in
the print media that cited the Agency and its programs; the com-
bined circulation of the periodicals was over 253 million. Findings
from at least 10 AHCPR research activities were published in
major peer reviewed professond publications. Thirteen of
AHCPR research activities were implemented in the hedth care
sysem.

Goal (AHCPR): Initiate FY 1999
research initiatives.
1999 Target: Fund aminimum of 21
projectsin:

- Consumer use of information

- Value-based purchasing

- Measure national care quality

- Vulnerable populations

- Translate research into practice

1999 Actual: 54 projects @

Some Results of Recent
AHCPR Research

Beta Blockers: Only 21% of
heart attack patients receive
beta blockers, which are more
effective than cacium-channel
blockers that are used 3 times
as often.

Medical Errors: Adverse
drug events are preventable if
appropriate systems such as
computerized monitoring
programs arein placein
hospitals.

Schizophrenia: Produced the
evidence needed for the
development of trestment
recommendations for patients
that have been used by the
Nationd Alliance for the
Mentaly 11l in a consumer
booklet for families and
patients.
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We are concerned about
improving the quality of
health care.

Also the “Outcomes of Outcomes Research at AHCPR” report
wasissued in FY 1999. This evaluation study assessed the impact
of AHCPR sponsored products in advancing methods to measure
and improve hedth care. See http://Mww.ahrg.gov/dinic/
outcosum.htm.

To see more findings of AHCPR research go to: Research Findings
under www.ahrg.gov

In FY 1999 AHCPR also launched the National Guideline
Clearinghouse http://mww.quiddine.gov, an internet-based source of
informationondinica carethat will help hedth professonastoimprove
the quaity of care they provide to ther patients. There were more
than 640,000 web ste vidtsin itsfirst 10 months toward the end of
1999. NGC had an average of 16,000-18,000 visits per month. In
addition, AHCPR’s publications clearinghouse continued to
disseminateinformation and received 1999 cusomer satifaction retings
of 97.2 percent for providing requested assistance.

#* We increased consumers’ understanding of their health
care options.

In 1998 HHS launched a nationwide effort to help patients rate their
hedlth plansand to help consumerschoose among plans. Theeffortis
built on a new survey tool, the Consumer Assessment of Health
Plans (CAHPS), that provides a consumers-eye view of the care
and sarvice they receive from hedlth plans. The survey asks how
easly beneficiaries can access pecidists and urgent care and seeks
information on the generd leve of consumer satisfaction.

In FY 1999 AHCPR used its evaluation results of the CAHPS to
improve the usefulness of this consumer-oriented tool. According to
preliminary findings, quality affects consumer choice of hedth care
plans. Consumers do have a favorable reaction to CAHPS reports
and they do use CAHPS data when choosing a plan.

Consumers can dso gain an understanding of their hedlth care options
and obtain help inmaking reliable persond hedth choicesby searching
severd locations on the HHS web sites. In FY 1999 HHS has
continued and expanded its presence on the I nternet.
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HEALTHFINDER, at http://mww.hedthfinder.gov, the gateway that
links to more than 1,250 Web stes, was expanded to include: Hot
Topics (top 20 topics and some perennid favorites), Smart Choices
(welness and prevention) and Just For Y ou (age-specific links).

MEDLINE, a http:/Amww.nlm.nih.gov, contains the world's most
extensve collection of published medicd information. It isuseful for
those seeking information about health conditions, research, and
trestment. InFY 1999 NIH’sNationd Library of Medicinerevamped
Medline for use by the public.

MEDICARE, a http://www.medicare.gov, offers avariety of useful
information and details new choices available to beneficiaries under
the Balanced Budget Act.

R/ K/
% L X4 0

To help consumers make informed decisions about the medications
they use and give their families, FDA issued a new regulation in FY
1999 to provide new, easy-to-understand labeling on
non-prescription drugs. By dearly showing a drug’s ingredients,
dose, and warnings, the new labeling will makeit easier for consumers
to understand information about adrug’ sbenefitsand risksaswell as
its proper use.

< We improved consumer protection.

In June 1999 HCFA announced new patient protectionsin standards
to protect the hedlth and welfare of hospitalized patientsin compliance
with the Adminigration’s Consumer Bill of Rights The patient’s
rights regulations strengthen existing protectionsfor patient hedth and
safety and will assure that high qudity careis provided to dl patients
in hospitals participating in Medicare and Medicaid. The six basic
patient rights specified in the regulations include the right to
confidentidity of patient recordsand communications, and thefreedom
from the ingppropriate use of restraints and seclusion.

HRSA’s Nationa Practitioner Data Bank (NPDB) tracks adverse
professond actionsagaing physiciansand dentistsaswell asmedical
mal practi ce settlements and judgments againg al licensed hedth care
professionas and can be queried by licensing, privileging, and
credentiaing authorities prior to granting licensure or extending dinica
privileges. InFY 1999 NPDB received 399,943 queriesand matched
responses containing malpractice payment, adverse action, or

FDA asked principal food shoppers
and food preparers in American
households about the usefulness
and clarity of food labeling and the
usefulness of consumer alerts. In
the ASCI ratings, FDA scored a
rating of 66% satisfaction. As a
result, FDA is going to increase
public awareness of its actions to
ensure food safety.

Goal (HRSA): Assure
effectiveness of health care.

FY 1999 Target: Provide
responses to 3,200,000 inquiries.
FY 1999 Actual: Exceeded the
target; provided responses to

3,235,631 inquiries. @
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About 1.6 million elderly and

approximately 16,800 nursing
homes across the United States.

disabled Americans receive care in

Goal (AoA): Protect vulnerable
older Americans.

FY 1999 Target: Maintain 71.48%
national resolution/partial
resolution rate of complaints by
Ombudsmen.

FY 1999 Actual: Datawill be
available in September 2001.
Trend: FY 1995 Basdine: 71.48%

exclusion report information, and 2,835,318 responsesthat confirmed
that the named practitioner had no mapractice payments, adverse
actions, or exclusons. Based on previous user surveys conducted by
the OI G, an estimated 10,800 licensure, credentiaing, or membership
decisons were affected by these match responses during FY 1999.

O/ R/ O/
0’0 0‘0 0’0

HCFA dso drengthened federad oversight of state enforcement of
hedlth and safety requirementsat nursing homes. InMarch 1999, a
find regulation was issued that dlows HCFA and dtates to impose
civil monetary pendties for each serious violation. States aso must
investigate any complaint that aleges harm to aresdent.

To ensure the Protection of Vulnerable Older Americans, long-
term Care Ombudsman programsin every state and 586 locdl areas
helped to resolve nursing and board-and-care home resident’s
problems, provide information to resdents, potentid residents, and
their loved ones; and advocate on behaf of these health care
consumers. In FY 1998 ombudsmen nationwide handled
gpproximately 250,000 complaintsmade by over 121,000 individuas
and provided information to another 210,000 people. To support
ombudsmen inther demanding work, the AoA hasfunded the Nationd
Long-Term Care Ombudsman Resource Center. The Center is
operated by the Nationa Citizen's Codition for Nursng Home Reform
in conjunction with the National Association of State Unitson Aging.
The Center provides on-cal technical assistance and intensve annua
training to ombudsmen to enhancetheeffectivenessof ther interventions
in complex Stuations.

InFY 1998, 82 percent of the cases closed by Ombudsman programs
involved nursing homes. The five most frequent nursing home
complaints concerned:
- Reguests for assistance needed,

Shortage of g&ff,

Persona hygiene neglected,

Menu, food service, and

Accidents, improper handling.

During FY 1999 training was provided for state ombudsmen to help
them better ass st resdentsand their families. A primary areaof focus
was information and methods for handling the involuntary discharge
of resdents from nursing homes.

O/ K/ O/
0’0 0’0 0’0
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In FY 1999, AoA increased funding for the Eldercare Locator, a
toll-free national telephone directory assistance service designed to
link callers to Older Americans Act information and assistance
programs around the country. As aresult of the additiona funding,
the Locator served an average of 7,196 people per month in FY
1999, amost a 10 percent increase over the 6,578 served in FY
1998. Asaresult of the Locator, assessment, referrd, and gppointment
services were provided to over 600 more Americans per month and
7,400 more per year.

o o
*

*
)
*

To help ensure the protection of consumer rights to access to HHS
programs, the HHS Office for Civil Rights (OCR) established gods
for compliance with non-discrimination legislation, to assess
whether there had been anincrease in compliancein priority areasas
aresult of OCR actions. Each completed corrective action or no
violaion finding reported by OCR representsaprovider in compliance
with the law, ether because the provider made changes in policies
and practicesor because OCR determined that therewas no violation.

Thelevessdected for the FY 1999 Targetsreflect OCR' scommitment
to focusiits effort in high priority aress.

Call Eldercare Locator at
1-800-677-1116.

Goal (OCR): HHS grantees and
providersfound to bein
compliancewith Title VI in limited
English proficient reviews/
investigations.

FY 1999 Target: 125 corrective
actions and no violations.

FY 1999 Actual: Exceeded the
target; 146 corrective actions and
no violation findings.

FY 1998 Baseline: 98 corrective

actions and no violations.

Goal (OCR): State and L ocal
TANF agencies and service
providersfound to bein
compliance with Title VI, Section
504 and American with
Disabilities Act.

FY 1999 Target: 16 corrective
actions and no violation findings.
FY 1999 Actual: 23 corrective
actions and no violation findings.
FY 1998 Baseline: 8 corrective
actions and no violations
findings.
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GOAL 5: IMPROVE PUBLIC HEALTH SYSTEMS.

The infrastructure of public health systems needs to be preserved and improved to conduct the
interventions that save lives and ameliorate suffering. HHS contributes to an effective public hedlth
system by supporting improvementsin training saff, encouraging the sharing of reportable disease information
electronicdly, and ensuring that food and drug safety systems exist and work.

Goal: (AHCPR) Release and
disseminate M EPS data and
information productsin timely
manner for use by researchers,
policy makers, purchasers, and
planners.

1. FY 1999 Target: Core MEPS
public usefiles available
through Web site and CD-ROM
within 9-12 months after data
collection completed.

FY 1999 Actual/Baseline year:
Significant progress towards
releasing public use fileswithin
ayear after data collected.

2. FY 1999 Target: Customer
Satisfaction from use of MEPS
tapes and products rated at
85%.

FY 1999 Actual/Baseline year:
Web data: 92% customer

satisfaction. Publication
93-96%. CD data: 86%

** We improved the public health system’s capacity to monitor
the health status and identify threats to the health of the
Nation’s population.

The Medical Expenditure Panel Surveys (MEPS), had $29.3
million budgeted for FY 1999. MEPS is a household-based survey
that collects detailed information regarding hedth care servicesfroma
nationally representative sample of Americans. It tracks the hedth
care sarvices use and payment from anationdly representative sample
of the civilian non-inditutionalized population. It tracks the hedth
care sarvices used by American families and individuas, the expense
(including out-of-pocket expense) associated with those services, and
the cost, scope and breadth of private health insurance coverage held
by and availabletothe U. S. population. Thissoleand uniquelevel of
detailed information permits estimates of the impact of changes in
financing, coverage and reimbursement policy, aswell as estimates of
who benefits and who bears the cost of a change in policy.

In FY 1999 the timeliness of MEPS data products and customer
sati sfaction with those products was thefocus of M EPS performance.
There were four specific products due for release in FY 1999; of
those products, one was ddlivered in March 1999 and the rest were
delivered at intervals through December 1999.

Theweb dstefor MEPSIs: http://mww.meps.ahrg.qov

SHARE OF HEALTH CARE EXPENDITURES CIVILIAN,
NON-INSTITUTIONALIZED POPULATION:
PROJECTED FOR 1999 - $844 BILLION

Share of
Health Care Share of
Expenditures Health Care
by Elderly, Expenditures
65+, 297 by Non-
B|II|00n Elderly, <65,
35% 547 Billion

65%

@ Share of Health Care Expenditures by Elderly, 65+, 297 Billion
B Share of Health Care Expenditures by Non-Elderly, <65, 547 Billion
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Trends in Personal Health Care Expenditures 1996-2005
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500 EPrescribed Medicines
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Health Care Purchasing Expenditures, by
Type of Group Purchaser, 1995 State and
Local
( Government
Federal 35%
Government
N
Private
Employers
30%
B Private Employers O Federal Government

[ State and Local Government

Threatsto the nation’ s hedth can arise from mdiciousintent and from
environmenta toxins as well as from diseases and injuries that are
discussed throughout this report. The public health system hasto be
prepared to monitor and respond to bioterrorism and environmental
risks aswell as other health risks.

To protect againgt bioterrorism threats HHS efforts are directed
espeudly infour arees.
improving the nation’s public hedth survelllance network,
strengthening the capacities for medical response,
creating and maintaining a stockpile of pharmaceuticasfor useif
needed, and
expanding research into the di sease agents that might be rel eased.

The initiative focuses on strengthening the public hedth capacity a
the federd, state, and local leve to respond to aterrorist event.
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Goal (CDC): Increase the number
of toxic substances that can be
measured by CDC's
environmental health laboratory
to 40 new substances by the year
2002.

FY 1999 Target: Develop
methods to measure human
exposure to 8 new toxic
substances.

FY 1999 Actual: Met the target;
methods were developed for 8
new substances.

FY 1997 baseline: M ethods exist
for measuring 200 toxic
substances in humans.

Special care must be taken to prevent
exposure and adverse human effects
from hazardous substances.

In FY 1999 CDC awarded $41 million to 48 states and 3 cities for
upgrading and improving their preparedness and response capabilities,
laboratory services, epidemiology and surveillance systems, and
€lectronic communication. Developing thisinfrastructure increasesthe
ability to detect and respond to biological and chemical agents and
bioterrorist acts in the United States. CDC achieved its FY 1999
target of creeting a national pharmaceuticd “stockpile’ available for
deployment to respond to terrorist use of potential biological or
chemicad agents, including the ability to protect 1-4 million civilians
from anthrax attacks.

CDC has unique capahilitiesin the area of biomonitoring. While the
Environmenta Protection Agency measures environmenta hazardsin
ar, soil, and water, CDC measures human exposuretoenvironmental
hazards.

Environmental health monitoring wasimplemented in FY 1999
a the Bunker Hill Mine and Metdlurgicd ste. It is the firg dte to
meet dl of ATSDR's criteria for a medicd monitoring program. It
was projected that at least two sites would be targeted for medica
monitoring in the FY 1999 reporting period, but Bunker Hill was the
only stethat was determined to be appropriate and feesiblefor medica
monitoring of the population affected.

In FY 1999 the HHS, Office of the Public Hedlth Service and other
OPDIVsworked actively with stakeholders to monitor the progress
on Healthy People 2000 and to develop an agenda for Hedthy
People 2000-2010 for disease prevention and hedlth promotion efforts.

Hedthy Peopleisanationd hedth promotion and disease prevention
initigtive that brings together nationd, State, and local government
agencies; nonprofit, voluntary, and professional organizations,
businesses, communities; and individuas to improve the hedlth of dl
Americans, diminatedisparitiesin hedth, and improveyearsand qudity
of hedthy life. Current “nationa objectives’ have been referred to
throughout thisdocument. They support and exert aninfluence onthe
GPRA drategic objectives and performance plan, but are longer-
term and are focused on nationd rather than agency achievements.
The godsfocus on increasing the gpan of hedlthy life, reducing hedlth
disparities, and achieving access to preventive services for everyone.

In FY 1999 the HHS, Office of the Public Hedlth Service and other
OPDIVsworked actively with stakeholders to monitor the progress
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on Health People 2000 and to devel op an agendafor Healthy People
2000-2010 for disease prevention and hedlth promotion efforts.

Progress reviews were conducted in FY 1999 on the national
objectives for materna and infant hedth, diabetes and other chronic
disabling conditions, family planning, heart disease and Stroke, clinica
preventive services, and physicd activity and fithess. Themost recent
dataavailableon the progress achieved in those areasbeing monitored
by the Healthy People 2000 Program arefound at http:/Avww.cdc.gov/
nchs/hp2000hp.htm

K/

¢ We worked to ensure food and drug safety by increasing
the effectiveness of science-based regulation.

HHS worked to ensure the safety, rdiability, and efficacy of drugs
and medicd products. Americanshavetheworld' s safest food supply
athough food-borne illnesses represent an emerging threet.

Under the Prescription Drug User Fee Act (PDUFA)
manufacturers paid for improved processing procedures and timefor
new drug and biologics (the study of blood and blood products)
goplications. The objective of PDUFA isto expedite the gpplication
review process S0 beneficid drugs will be avalable for use quickly
without compromising safety or sacrificing the qudity that Americans
expect. The FDA had committed to certain performance gods in
response to these additional resources, and has met or exceeded
these goals since FY 1995. This success occurred even with
unexpected, continued growth in the number of marketing gpplications
filed for review.

Asaresult, in 1997 Congress reauthorized PDUFA under the Food
and Drug Modernization Act for another fiveyears (known asPDUFA
[1). In 1998 90 new medicines were approved.

For al open cohorts during FY 1999 (individud application requests
grouped by the fisca year they were submitted), FDA’s Center for
Drug Evauation and Research took 185 actions on new drug
applications, 77 of which were gpprovas. Themedian gpprova time
was 11.9 months, a 1 percent decrease in median approvd time
compared with FY 1998. Fina on-time performance information for
the FY 1999 submission cohort is not yet available but FDA expects
to exceed itstargets.

Goals (FDA): Review and act on
90% of standard new drug
applications within specified
times.

FY 1999 Target: 90% within
specified times

FY 1999 Actual: Final Datawill be
availablein January 2001.

FDA regulates prescription drugs.
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Fiscal Year 1998 Cohort as of 9/30/99

Submission Type

Number of | Percent of
Reviews Reviews
"On Time" | "On Time"

Number of
Submissions
Filed with CDER

Goal (months)

¥ d
FDA isresponsiblefor
blood bank inspections.

Goal: Complete biennial inspections
of registered blood banks, source
plasma operations and biologics
manufacturers.

FY 1999 Target: Conduct 43% of
biennial inspections

FY 1999 Actual: 64% conducted.
Trend: FY 1997 and FY 1998
biennial period: 46% conducted

Goal (CDC): Develop and
strengthen epidemiologic and
laboratory methods for detecting,
controlling, and preventing
infectious diseases.

1999 Target: Detect and
investigate 23 large or unusual
outbreaks of diarrheal and/or
foodborneillness.

1999 Actual: Exceeded the target;
25 outbreaks were investigated.
Trend: FY 1998: 15 outbreaks
were investigated; 40% of
causative organism/toxin detected.

Priority New Drug Application 30 90% in 6 months 30 100%
Standard New Drug Application 83 90% in 12 months 83 100%
DR R

FDA isdso required to conduct ingpectionsto determine compliance
with good manufacturing practices for certain products. In FY 1999
FDA exceeded itstarget, making asignificant improvement abovethe
last biennid period.

FDA has dso exceeded its targets for ensuring that the qudity and
accuracy of mammography facilities that met ingpection standards
FDA conducted 9,488 facility ingpections and issued 5,499 MSQA
3-year facility certificates.

ThePresdent’s Food Safety | nitiativeisintended to build anationd
early warning sysem for hazards in the food supply by enhancing
capacity for surveillance and outbresk investigations at the sate and
federd levels and by linking state hedlth departments and federd
agencies with sophigticated computer and communicetion systems.

The PulseNet System was put to work in the first year of the Food
Safety Initiative to identify common sources of illnesses and speed
outbreak trace back and containment. Statelaboratories, CDC, FDA,
and USDA PulseNet systems determine bacterid subtypes with a
high degree of accuracy and tranamit the information digitaly to a
centra computer at CDC. The CDC computer can match a newly
submitted pathogen fingerprint to thosein adatabank, and can confirm
whether or not digparate outbresks are connected by acommon source.

CDC hel ped investigate 25 outbreaks of foodborneillnessin FY 1999
and was able to identify the causative organism or toxin in 48 percent
of these outbreaks and the causative food in 50 percent.
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According to CDC, although there has been a decline
in the overall incidence of salmonella since 1996, there
are about 300,000 cases of salmonella enteritis
occurring each year because of undercooked eggs. In
July 1999 FDA, HHS and the U.S. Department of
Agriculture’s Food Safety and Inspection service
announced new measures to prevent illness from
contaminated eggs. FDA is proposing safe handling
on labels of shell eggs to warn consumers about the
risks.

FDA hasdso improved food safety in FY 1999 through theHazard

Analysis and Critical Control Point System (HACCP) a
preventive approach to a food safety that applies science-based

controls dl dong the production chain from raw materidsto finished
product. Manufacturers and food preparers identify potentia safety
problems in the production points and take steps to prevent them.

FDA sets the targets for food industries. The domestic seafood

industry far exceeded itstarget in FY 1999. In FY 1999 proposed

rules were published for the fruit and vegetable juice indudtry.

X3
S

*
o
X
o

*

CDC's lab workers detect
infectious diseases.

Goal: 50% of the domestic seafood
industry will be operating
preventive controls for safety as
evidenced by functioning HACCP
systems.

FY 1999 Target: 50% of domestic
seafood industry complies.

Performance information for the
goal isduein March 2000.
Preliminary dataindicates that
the goa was met (56%).
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GOAL 6: STRENGTHEN THE NATION’S HEALTH SCIENCES RESEARCH
ENTERPRISE and ENHANCE ITS PRODUCTIVITY.

I mprovementsin health are grounded in knowledge acquired through research. HHS sets the pace
for the world in medical, epidemiologica (incidence, digtribution, and control of disease), behaviord, and
hedth services research. We sponsor and conduct public and private research through strong, sustained
public support for health sciences.

Today we are at the brink of discoveriesthat have the potentia to revolutionize the prevention, diagnoss, and
treatment of disease as well as the ddlivery of qudity hedth care in America and around the world. Asa
Department, HHS has recogni zed the potential for health research advances and continuesto pursue afocused
and baanced approach to funding research and the infrastructure necessary to take advantage of research
opportunities.

Thisyear NIH established aforma working group of the Advisory Committee of the Director that conducted
an independent assessment of NIH performance under this god.

Federal FY 1999 Research Outlays |« e improved the understanding of normal and abnormal
biological processes and behaviors.

Other
NSF  16.1% Thisyear again brought newsof significant gainsin biomedical ressarch.
2.9% Research findings about normal and abnorma biological functions
NASA Defense constitute an essential knowledge base to support advances in
12.7% 50.7% prevention and trestment science and to determine what efforts are
NIH possible and effective across the population.
17.6%

Source: President’s Budget for Fiscal Human cancer cells were created in the laboratory by dtering
Year 2001, Historical Table 9.8 the expression of a defined set of genes and affecting at least four
cdlular pathways. The ability to introduce specific genetic dterations
to transform norma cdlls paves the way for more precisay defining
the biochemical pathways in the cdl that must be disrupted in the
development of cancer. This information will open new avenues for
exploring therolesof various cdlular pathwaysthat become disrupted
and for determining the sequence of eventsthat must occur as cancer
develops.

NIH accounted for 17.6% of the
entire Federal research budget in
FY 1999.

Studiesin rodents resulted in the first evidence that adult neural stem
cells can be used to repair damage from a broad array of brain
accidents/diseaseswherecell dysfunction is* global” or spread
throughout the brain. Other researchers demondtrated that bone
G et marrow stem cells could giverise to liver cdls and that neurd stem
e AN cdlls become blood-forming cdlls. This new knowledge changesthe
HHS recognizes the importance way we think about the brain and trestment for brain disease and

and benefit of basic research.
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injury and has obvious implications for the development of new
treatment modalitiesfor anumber of devagtaingillnessesandinjuries.

A family of proteins (toll-likereceptors) that areinvolved in the
body’simmune responseto bacteriawas discovered. When these
proteins detect and signal the presence of the bacteria, they trigger a
severe immune reaction that can lead to septic shock. This new
knowledge could facilitate development of new vaccine drategies
and new gpproaches to the treatment of septic shock. Drugs that
could interfere with the activation of toll-like receptors by bacteria
during an acute infection could save thousands of lives.

The working group determined that this target was exceeded after

areview of nearly 300 descriptions of research outcomes published
in FY 1999.

The human genome project seeks to understand the genetic
indructionsthat makeusunique. Critical genomic resources continued
to be developed by achieving a FY 1999 U.S. annua production
rate of human genomic sequence of 173 million base-pairs, aworld-
wide rate of 265 million base-pairs, atotal of 442 million completed
world-wide and completing the sequence of the 97 million base-pairs
of the C. degans genome.

The C. degansis aroundworm and its genetic sequencing marked a
historic accomplishment since it provides biologists with a powerful
tool to experiment with and learn how whole genomesfunction. The
ability to compare the sequence of genes across multiple speciesand
develop modd systemsinsampler organismswill Sgnificantly enhance
the ability of researchersto identify thefunctiona roles of the encoded
proteins and thereby contribute to a better understanding of the
molecular basis for human hedth and disease.

All of the publicly funded U.S. centers sequencing the human gene
are meeting and in many cases, exceeding the standards of quality
assurance for their data. The working group determined that these
targets were exceeded based upon public databases.

*

<* We improved the prevention, diagnosis, and treatment of
disease and disability.

Heart diseaseisthenation’ snumber onekiller anong menand women
of dl racid and ethnic groups. More than 40 percent of dl degthsin

Goal (NIH): Add to the body of
knowledge about normal and
abnormal biological functions and
behavior.

FY 1999 Target: Progressin
advancing scientific understanding
in key fields bearing on our
knowledge of biological functions
and behavior in their normal and
abnormal state.

FY 1999 Actual: Exceeded the

target. @

Goal (NIH): Develop critical genomic
resources, including the DNA
sequences of the human genome,
and the genomes of important model
organisms and disease-causing
microorganisms.

FY 1999 Targets:

1)U.S. annual production rate of
human genomic sequence: 90 million
base-pairs.

2) Worldwide rate: 220 million base-
pairs.

3)Total completed worldwide at the
end of FY 1999: 400 million base-
pairs.

4)Complete the sequence of the
C.elegans genome.

FY 1999 Actual: Exceeded the
targets for 1) - 3) and met the target

for 4). @
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How Well We Performed on Key Programs

Goal (CDC): Reduce morbidity
and mortality attributable to
behavioral risk factors by building
nationwide programsin chronic
disease prevention and health
promotion and intervening in

sel ected diseases and risk factors.
1999 Target: 85 % of states
participating in the Behavioral
Risk Factor Surveillance System
communicate the findings of their
annual behavioral risk factor data
collected.

1999 Actual: Datais not available
yet.

the United States, 900,000 each year, are directly attributable to heart
disease and stroke. Associated annual costs exceed $286 hillion.

In FY 1999 CDC expanded the first state-based program for
devel oping policiesand conducting research to prevent cardiovascular
disease—the leading cause of death of men and women across dl
racia and ethnic groups—from 8 to 11 sates and strengthened the
capacity of theinitid 8 programsto addressracid and ethnic disparities
in cardiovascular disease.

In September, the National Heart, Lung, and Blood Ingtitute and the
Nationd Ingtitute of Diabetes and Digestive and Kidney Diseases of
NIH issued an dert on theincreasing importance of diabetes mellitus
asamaor risk factor for cardiovascular disease.

/ R/
0‘0 0 0‘0

In addition, NIH’s research program resulted in the following
accompllshments in FY 1999;
Deveopment of a promisng new technique for detecting lung
cancer a an earlier and potentialy more curable stage.
Development of an improved gpproach for preventing mother-
to-child transmission of HIV.
Deveopment of anew test for diagnosing aparticularly devadtating
aggressive cancer that can involve the brain, spinal cord, and the
eye.
Identification of an effective non-surgicd trestment for fidulas, a
serious complication associated with the chronic inflammatory
bowe disease known as Crohn’s disease.
Progresstowardsthe Adminigration’ sgod of developingan AIDS
vaccine by 2007 by increasing the number and dollar value of
awards made for vaccine discovery.
Deved opment and implementation of the Clinica Trials database,
a consolidated source of information related to federaly and
privaidy funded clinicd trids for drugs used for serious or life
threatening diseases and conditions.

Progress toward the various performance gods of new methods,
technologies or gpproaches for diagnosing, preventing, or tresting
disease and the NIH working group also assessed disability. All FY
1999 targets were met, successfully met, or substantially exceeded.
Suggestions were dso provided for improving one of the god aress.

/7 \/ /7
% ** %

¢ We actively supported the research capacity of the country.

Through its Research Training and Career Development
Program, NIH supports a critical aspect of scientific research:
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The development of atalent base capable of producing advances
in science,

To evduateitssuccessin attracting, developing, and retaining adiverse
group of scientists, NIH has established saverd performance goas
to assess the agency’ s successin attracting quaified applicants. For
example, in FY 1999 NIH met its god to maintain an gpplication
flow congstent with successratesdoseto hisorica levelsaof 40 percent
for felowships and 60 percent for research training grants and entry-
level career awards.

NIH increased the pool of clinical researchers who can conduct
patient-oriented research by issuing 85 mentored Patient-Oriented
Research Career Development awards, 83 mid-career Investigator
awardsin Patient-Oriented research, and 35 curriculum devel opment
awards.

NIH aso encouraged interest in scientific research careersby making
information on training and career development opportunities widely
availableto students and post-doctorates (e.g., Independent Scientist
Award, Minority and Disability Research supplements, Mentored
Clinicd Scientist Development Award.

AHCPR aso supported 69 pre- and 86 post-doctoral National
Research Service Award traineesto ensure that investigatorswill exist
to perform the research necessary toimprove quality and cost effective
hedlth care.

NIH supports construction of facilities on the NIH campus, as
well as grants to fund facility improvements a ingtitutions outside of
NIH.

Completed 56.4 percent of Louis Stokes Laboratory Building
athough the FY 1999 target was 65 percent completion. The
NIH assessment reveded that this shortfall could be attributed
to the need to make space adjustments to support current and
projected research requirements. Construction is expected to
be complete in December 2000, rather than the end of FY
2000.

Completed design and over 66 percent of the construction for
the Dade and Betty Bumpers Vaccine Research Center.

Made mgor progressin the design and site work for the Mark
O. Hatfidd Clinical Research Center.

Research capacity must keep pace
with research prioritiesand
technological advances.
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Challenges We Are Addressing

Our Nation faces enormous challenges to the hedlth and well-being of our citizens. The challenges
we face are both programmeatic and adminigtrative. The programmatic issues may get more public
atention, but the adminidrative infrastructure issues are vitd to the efficient delivery of hedth and
socid services. We face myriad chalenges, and we list afew below.

Programmatic Challenges
Responding to the threat of bio-terrorism.
Responding to the threat of cyber-terrorism.
Advancing our medica knowledge about tresting and preventing infectious diseases such as
HIV/AIDS.
Promoting heslthy lifestyles and non-smoking to prevent chronic hedlth problems such as cancer
and heart disease.
Providing hedth care to the uninsured and underinsured.
Ensuring the privacy of medica records.
Ensuring safe, quality childcare for parents who work.
Ensuring Medicare trust fund solvency.
Working to reduce the incidence of degths and injuries from drug interactions and medica errors.

Administrative Challenges
Panning for workforce changes in the short term, when a significant portion of the workforceis
digible for retirement.
Enhancing our information systems cgpabilities and e ectronic commerce interfaces.
Obtaining “clean” financid statement audit opinionsin future years.
Continuing our advances in eectronic commerce.
Overcoming data issues for measuring performance such as the complexity of data systems, the
timeliness of data, lack of resources for data, vast range of sources of data and the inherent
variability of the programs.
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Using the Internet to Transact Business

The Internet has changed the way the world lives and we are working to do more business and
provide more customer service viathistechnology. We use the Web to provide a great ded of
programmiatic information to the public and to facilitate our adminigtrative work. There are many
Web stes identified throughout this document. Here are some examples.

Programmatic Uses of the Internet
FDA'’s MedWatch collects and provides information about dangerous drug interactions.
FDA'’s Hedthfinder is a clearinghouse of consumer informéation on hedlth.
NIH’s online medical research library providesinformation in al areas of medica research.
CDC' s Home Page has Travel Alerts providing information about foreign disease outbresks.
NIH’s web ste provides both the genera public and NIH staff with significant amounts of
information pertaining to the policies, practices and funding opportunities of NIH granting and
training processes.
SAMHSA’s Knowledge Exchange Network (KEN) provides Americans with free information
about menta hedth and mentd illness as well asreferrds to community menta hedth
organizations and self-help groups.
HCFA'’ s State Children’ s Hedlth Insurance Program provides information on how to apply for
astate-run SCHIP program.

Administrative Uses of the Internet
The HHS Office of Finance established aweb Ste for HHS travelers to provide information
about travel policy aswedl aslinksto other important travel-related web Sites.
The HHS Office of Grants and Acquidtion Management posts contracting opportunities on the
web.
HHS job postings are available on the web.
The HHS Office of Finance established aweb ste to collect program information for the
Catalog of Federal Domestic Assistance.
HHS now uses an internet application to collect data for the preparation of the Department’s
consolidated financid statements.
HHS fact sheets are available on the World Wide Web at: http:/Amww.dhhs.gov.
HCFA’s www.medi care.gov website was designed with the beneficiary in mind and offers easy
to read information about the Medicare programs, hedlth plan options, cogts, benefits,
performance and satisfaction, nurang homes, publications including Spanish and Chinese
versons, and wellness informetion.
HCFA’s www.medicare.gov website has an important contact database that has over 3,000
phone numbers for Medicare-related agencies and partners across the United States. A
Beneficiary Outreach Caendar dlows beneficiaries, and those who act on behaf, to search for
information about locd events, hedth affairs, or educationad meetings.
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