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Ml':MORA..'fDUM FOR THE PRESIDENT 

I am pleased to enclose an important new report on access to child care for low~income families 

tha'; HHS reJeased last week. The report confirms the desperate need for additional investments 

in child care, and reinforces the critical importance of the Administration's efforts to secure 

ad(litionaJ child care subsidy funds in our on-going negotiations on the FY 2000 appropriations 

bills. 

This repoll, titled Access 10 Child Carefor Low·Income Working Families, find, that only 10 

percent of the children eligible for Federal child care assi'tance are receiving the help they need. 

According to "the report. which includes estimates done by the nonpaJ1isan Urban Institute, 14.7 

minlon children were eligible under Federal law last year fot subsidies 10 help their parents pay 

th" high cost of child care, but due to the limited funds available under the Child Care and 

Dlvelopment Block Grant, only 1.5 million children actually received as,istance. The 

percentage of eligible children who were served varied by state, from a high ofjllst 24 pertent in 

West Virginia to a low of 4 percent in Mississippi. 


TI,e report also finds that the price of child care is prohibitively high for low and modera'e' 

. in';ome work.ing familie, that do not receive as,istance - from $3,500 to $1,000 a year for a 


single presch'Jol child, Child care costs conswne one·quarter of the income ofJow income 

familie, that payout ofpocket for the care ofat least one preschool child. 

Ai you know, the Senate yersion of the Labor-HHS4Education appropriations bill included an 

additional $818 million in discretionary funding for the Child Care and Development Block 

Grant (CCDBG). The Dodd·Jeffords amendment to add thi, funding passed 'he Senate by a 

margin of 54-41 - the foulIh time this year the Senate has voted to provide new money for child 

",.e assistan,:e. Unfortunately, the Republican leadership did not include this l\lnding increase 

fc'r child care in the Labor·HHS·Education·DC appropriations bill passed this week. 


I hope you will make this additionall\lnding a top priority in Admini'tration negotiations with 

the congressional leadership and appropriators. The additional $818 million would belp 

a?proximately 220,000 families pay for safe, reliable care for their children. Securing this 

~l1lding would represent a major victory for the Administration. It would 'represent a significant 

down payment on the SUSS billion l\lnding increase you requesled for the CCDRG this year. 

~.inc. the enlire CCDRG program is forward l\lnded every year, the additional $818 million 

"QuId not significantly complicate the outlay picture for FY 2000. 
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Thllnks in large part 10 your economic policies, the U.S. economy conlinues to be remarkably 
strt'ng. Yet, as you nOled in your speech on October 29, 1999, we as an Administration need to 
foc.s on helping parents balance work and family. 

As you koow, with the unemployment rate at a 30·yearlow, many employers are struggling to. 
finil. workers. Even prior to 1ltis unprecedented economic expansion, the BLS predicted that 
WOntn would make up 60 percent ofnew entrants to the labor force between 1994 and 2005. 
Welfare easeloads have experiencerl historic declines over the past few years, further increasing 
the number of women in the labor force, Unfortunately. p.arents cannot be productive employees 
wh", they cannot find affordable, safe care for their children. The HHS child care report finds 
that parents who do not receive child care subsidies are much more likely to be late for work. or 
mi!!S it entirely. due to breakdo\\'DS in child care arrangements, Other parents, as you observed in 
your speech, are at work but are too worried about their children to concentrate on the job at 
har,ld. 

. 
Quality child care is necessary not only for parents to work productively, but for children', 
development lind success in ochool. The overwhelming majority of children today are in child 
care at some point before entering school New research from NIH reinforces the findings 
highlighted at your White House Conference on Early Learning and the Brain - children in 
hil)ler quality child care programs develop stronger language, reading and math skills than do 
children in poor quality programs, The better the child care program, the bener the child is 
prepared for school. 

I an very proud of the progress your Administration has made so far to ensure that parents can 
SU(:ceed at home and at work~ and in so doing help their children establish the foundation for a 
healthy and productive life. Securing additional child care funding in 1ltis budget cycle would be 
a tremendously important s.t t at builds on this record. Thank you for your consideration. 
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OCT 2 S 1399 

MEMORANDUM FOR THE PRESIDENT 

On behalfofSecretary Alexis Herman, my co.chair of the Quality Interagency 
a'ordination Task Force (QuIC) and myself, I would like to update you on the progress of 
!hI: QuJC. You directed us to convene the QulC to further the recommendations of your 
Advisory Commission on Conswner Protection and Quality in the Health Care Industry, 
W, are very 1,leased and proud to report that the QuIC - in existence only a linle longer 
than a year - already has proven to be a valuable and successful means ofcoordinating 
Fe~eral efforts to improve the qualitY ofhealth care seI"Y.ices provided in this Nation. We . 
a,r(~ very confident that the work of the QuJC and its extraordinary collaboration will serve 
as a model for the private sector, 

A.i you noted in March 1998, Federal agencies \\'ith health care responsibilities exen 
significant power in the health care industry, and working together they could improve the 
qu.lity of health care for all Americans. Since they first met in May 1998, the Cabinet 
Depanrnents a.nd Agencies participating in the QuIC - Departments of Defense. Veterans 
Affairs, Labor, Commerce, and Health and Human Services~ and the Office of Personnel 
MlU18gement, the Office of Managemen! and Budge!, the Coast Guard, the Bureau of 
Prisons, the Federal Trade Commission and the National Highway Traffic Safety 
Acministration -~ have proven to be deeply -committed to ensuring that we provide or 
pu::chase high quality health care sen.'ices, Dr. John Eisenberg. Administrator of the 
Agency fOT Health Care Policy and Research, serves as Operating Chair of the QulC. 

The QuIC has identified five areas that are common to the mission ofeach agency and that 
are ofprofound Significance to improved health care quality; 1) providing patients and 
COlisumers with information to assist in their choices; 2) pursuing key opportunities for 
clinical qualitl impro"emen!; 3) enhancing quality measurement; 4) developing the 
workforce; and 5) improving infonnation systems. A muhj-agency work group has been 
assigned to each of these areas 10: develop innovative projects that will achieve its goals. 
Health care le,.ders in each agency - and the QulC as a full body - meet periodically to 
ste!r the actions of the work groups and ensure that participating agencies are aware of and 
contribute 10 the projects. 

Th" QulC can already boas! a number of significant achievements. We would like to 
highlight a few: 

• 	 piabetes Cars: The QuJC has greatly enhanced Federal collaboration on the Diabetes 
Quality Improvement Project (DQIP). This is particularly evident in three areas: 



.' 

Page 2 - The President" 
• Und~:r the auspices of the QulC. a number of Federal agencies are collaborating on 

" the creation ofa common clinical practice guideline to improye diabetes care. I' 
These agencies will use the guideline to improve the perfonnance of providers. 

• 	 A conference was held in August to share specific successful strategies for 
improving diabetes care. The attendees were organizations seeking to improve 
their current practices. The QuIC agencies brought their success stories and 
strategies to this conference, 

• 	 The QulC is seeking a broad agreement among Federal agencies to collect and 
repolt the perfonnance ofproviders using diabetes measures developed by DQIP to 
judge the quality ofclinical care. 

• ::~~~t~rm!:L:The Qule is working with !he Institute for Healthcare 
to create an initiative that will test severar strategies for rapidly:: the of medical errors commined in "high-hazard" health care senings, 

including emergency rooms, intensive care unitS, and on~site rescue operations, around 
the country. Based on the results ofprevious JHJ initiatives, we hope that some sites 
wm be able to achieve reductions of 25% to 30% in the number of errors within J 2 to 
15 months . 

•. 	Making Information Availahle to Consumers: The QulC has aided the Federal Trade 
Commission in augmenting its Consumer-goy web site to include information on health 
care quality. Through this gateway, the QuIC now links to all of the Federal sites that 
provide information to assist people in making choices about their health care pJans 
and providers, including infonnaHon on the quality ofhealth plans for Medicare 
beneficiaries, Federal employees, and participants in DoD's Tricare phms, There are 
also links to the Department of Labor's health benefits education campaign to help 
people understand what they are getting and wbat tbeir rigbts are. 

• I A Glossarv of Commonly Used TenDS. The Qu!C agencies realized that there could be 
great bendit to the American people if we could agree to reduce the chance of 

, confusion by using the same terms to mean the same things in our public 
communications. A set of terms has been developed and is being circulated to the 
Federal agencies to solicit their agreement to use the tenns. We expect to have that 

, agreement in October, 

TIe enclosed report includes more detail on these and other accomplishments of the QulC. 
W, would be pleased 10 brief you on the work of QulC to date and its plans for the future. 

a E. Shalala 
,

Enclosure: 
Progress of the Quality Interagency Task Force as of September 21, 1999 

! 
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Progress of tbe Quality Interagency Coordination Task Force 
As of September 21, 1999 

:tn March 199B, your Advisory Commission on Consumer Protection and Quality in tbe 
::Iealth Cart: Industry reported that one ofthe critical steps in advancing the quality of 
hearth care in this country was to unify providers. purchasers, quality oversight and 
improvement organizations. and the American people in their aims to improve health care 
(luality. The President noted that the Federal agencies with health care responsibilities 
(:xert sIgnIficant power in the health care industry. and could improve the quality of 
health care for Americans' if they had ~ommon aims and better coordination. He asked 
~;ecretary DOMa Shalala to bring these Agencies together in the Quality Interagency 
Coordination (QuIC) Task Force to work to improve health care quality. The QulC has 
provided a significant opportunity for the Agencies to discuss issues of mutual concern, 
II has made substantial progress on speclfie projects to improve health care since it first 
met in May 1998. 

Briefly, the Agencies that have been working together in the QuIC are the Departments 
,,(Defense, Veterans Affairs, Labor, Commerce, and Heal1h and Human Services, and 
(,. Office of Personnel Management, the Office of Management and Budget, the Coast 
Guard, the Bureau of Prisons, the Federal Trade Commission and the National Highway 
Transportation and Safety Administration. Dr. John Eisenberg. Administrator of the 
I.geney for Health Care Policy and Research, serves as Operating Chair of the QuIC. 

In its initial meetings, the QulC identified five areas of shared interest: I) providing 
patients and consumers with information to assist in their choices; 2) pursuing key 
opportunities for clinical quality improvement. 3) enhancing quality measurement; 4) 
developing the workforce to provide higher quality care, and 5) improving infonnation 
s/stems, 

The QuIe appointed multi-agency work groups in each ofthese areas and asked them to 
d~velop specific projects that would move toward these goals. Key staff were appointed' 
flom each of the participating agencies and are working hard to bring these projects to 
fiuition. The health care leaders in each agency meet periodically to steer the actions of 
Ule work groups and to ensure appropriate support is available. Its projects include: 

~'uIC Efforts 10 Improve Current Patient Care Practices 

The Work Groups identified several key opportunities to improve the care that is 
dl:livered. Some are areas in which there is scientific evidence demonstrating what 
sbouJd be done to diagnose and treat patients, but where common practice does not 
cunfonn to those scientifically proven methods. Others are areas where research is 
m:eded to inform the choices that health care providers and managers make when 
dt!tennining what to do. The QuIe has undertaken efforts in these four specific areas:r . 

" 
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• • Diabetes Care. In 1997, you launched the Diabetes Quality Improvement Projecl · 
! 	 (DQIP) which broughtlogether the Health Care Financing Administration, The 

Departmenl DfVeterans Affairs (DVA), and private sector partners to identify ways 
in which diabetes care could be improved, Working from research sponsored by the 
Agency for Health Care Policy and Research that identified what is most important 
and effective in treating patients with diabetes. DQIP created a small set of measures 
to use in judging clinical performance and determining where improvement was 
needed, The DQIP efforts led to 1l1ree specific actions Wlder the QuIC. 

• 	 First, before the QulC was created, the DVA and the Department of Defense 
(DoD) had created a common guideline for care of diabetes and had planned 10 

j~ 	 use the DQIP measures to assess performance, Under the auspices of the QulC. 
other Federal Agencies were invited to participate in the creation of the guideline 
and to use the guideline to improve the perfonnance oftheir providers, 

ii 	 • Second, the DQIP group held a conference aimed at helping providers and 
,I ,,~mmunity organization to i~tjfy successful strategies to improve the quality 

of diabetes care, The QuJC was able to enrich this conference by bringing to it 
the Federal Agencies and care teams with successful strategies to share and by 
bringing together teams who were seeking new ideas that could be tried in their 
own communities. The conference was highly successful, and its success win be 
extended through efforts to compile and disseminate the "best practices" that 
were described at the conference 10 other providers and community 
representatives who were unable to attend, 

" 

Third, the QulC is seeking a broad agreement among Federal agencies to collect 
and report the perfonnance ofproviders on the DQrp measures. The QuIe 
discussed the importance of Federal Agencies agreeing to use this common set of 
measures for patients with diabetes, and concluded that it would significantly 
help to improve patient car·e. The QulC has endorsed the idea ofasking the 
Federal Agencies to agree to use the DQIP measures. l:}!.Ie are in the process of 
making that request of all of the participating Federal Agencies and expect to 
know by mid~October how they have responded and what it will mean to use the 
DQW measures in their programs. 

• 	 Depression Diagnosis and Care. As with diabetes, there is substantial research 
showing that the diagnosis and treatment ofpeople with mild to moderate depression 

, could be greatly improved, The DV A and DoD identified this as an area in which . 
they wished to create a guideline to improve the care of their populations. Through 
the QuIC, their efforts were expanded in two significant ways. First, other Federal 

If 	 agencies were invited to participate in developing and using the guideline, Second. 
the research agencies, such as the Nation.llnstitules of Health. the Agency for Health 
Care Policy and Research, and the Substance Abuse and Mental Health 

, Administration, were involved and able to bring the 1atest and most compelling 
evidence from their research to the effort. A guideline that will enhance the care of 
depressed individuals will be comp1cred by the end of October and disseminated to 
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Federal providers and made available to the public. One oflh. final steps needed is 
to marry performance measures to the guideiine to ensure that the care for people 
with depression is getting better, Unfortunately, there is no clearly generally accepted 
superior set ofdepression Care measures like the DQIP measures were for diabetes. 
Therefore, the QuIC organized a conference ofexperts in depression and 
measurement at the end of September and will produce not only the best measures 

I: 	 available currently for monitoring performance, but also a research agenda for 
creating a more enduring set of critical measures. 

• 	 Reducing Errors. As indicated in the Advisory Commission's report to you, there is 
currently an unacceptable level oferrors in health care. The QuIC is working with 
the Institute for Healthcare Improvement (IHI) to create an initiative that will test 
several strategies for rapidly reducing the number oferrors committed. OUt effort 
will be '~argeted specifically at health care delivery settings where patients are in need 
of urgent assistance and decisions have to be made rapidly~ which we are calling 
"high hazard environments," These would include emergency rooms. operating 

: ,.rooms, intef!:sive care units. and on:.site re;scue operations,. This is the,fi.r:st such, .. 
(, inifiative targeted at error reduction in these high hazard envirorunent$, Based on the 

results ofprevious IHI initiatives. we hope that some sites wiIl be able to achieve 
reductions of25% to 30010 in the number oferrors within 12 to 15 months. The QuJC 
endorsed this effort at its meeting on September 21. ana we are in the process of 

.' asking the agencies to decide if they wish to participate and how many teams they 
would like to have participate in the effort Whatever is learned through this Federal 

" effort y.oill be shared broadly to help others reduce errors in their own health care 
delivery settings, 

• 	 Effect of ,"\lurkiog Con~itions on Quality of Care. From studies in other 
industries, we know that the conditions under which people work can dramatically 
affect their productivity and the quality of work that they do, but little research has 
been done on this issue in health care, Recent changes occurring nationwide in the 
levels of staffing in hospitals and nursing homes, as well as questions about how the 
organizational structure and physical environment affect the quality of care delivered, 
have made this an important topic in health care quality. These questions prompted 
the QulC to look for research ,hat could inform provider organizations about working 
conditions within their control that could influence the quality ofcare they deliver. 
but little research was available. Therefore, the QulC elected to organize an expert 
meeting that will identify what is knO\\-l1 about how working conditions affect the 
quality of care in health care and, more importantly, to identify the critical questions 
to be explored about the effect ofworking conditions on quality of care. We are 
collaborating in this effort with health care provider organizations, unions and other 
representatives of health care workers, and experts in facility design, art, 
organizational design. and quality improvement. This conference will provide a 

~ framework for Federal and private research efforts. 

FIJture efforts to improve patient care wiJJ be developed based on the priorities of the 
Agencies involved and are likely to continue to expand on efforts to improve ~ental 
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health care and move into cardiac disease, cancer, and other major diseases. For 
example, the QulC can take advantage of the National Cancer Institute's QualilY of 
Cancer Care Initiative to affect the quality ofcancer care delivered in ways that the NeT 
can not do solely through research efforts. . 

QulC Efforts to Create Qualin'lmprovemenl Tool. 

One of the major benefits of the collaboralion occuning under the QuIC is the ability 1<) 

develop and share tools that enable the Federal agencies and others 10 improve tbe quality 
,fcare. The QulC Work Groups identified severallools that were needed. By ensuring 
,:.oHective use of these tools, the QuIC wiH help to minimize the confusion tnat health 
<~are providers encounter in dealing with the various Federal agencies and improve the 
t::ffidency oflhe agencies' work. These inc1ude: 

.. A Common Credenlialing Effort. Currently, each Federal agency separately 
credentials the health care professionals who work for them: When professionals 
seek joint appointments from more than one agency. move from one,agency to the 
·other. or are caned upon in times ofnational need, such as the Gulf War, to fiJI in for 
their colleagues who are serving abroad. the credentialing effort must begin again at 
the new agency. To prevent such duplication of effort and to improve the rigor of the 
initial credentialing process, the Federal agencies are working on a joint credentialing 
program that would allow electronic sharing of infonnation acrosS the agencies. This 
process began with an effort between the DVA and the Health Resources and 
Services Administration to test the feasibility of creating such a credentialing process 

" for physicians and dentists. 1t has been judged successful, and the OllJC is working to 
expand both the number ofFederal agencies that win use the process and the types of 
professionals who can be credentialed through the program. We expect this effor! 
wiH take many more months ofeffort, but it is progressing, 

.. luformation OD Measures. A goal of the QuJC is to ensure that the Federal agencies 
are using common measures and risk adjustment methods when possible. These steps 
will help to reduce reporting burden for health care providers and increase our ability 
to compare performance across providers.. Initial steps have been taken to enable us to 

f move toward this goat. 

The OllIe has created a compendium ofall of the measures currently in use by 
Federal agencies. It is available to a11 who are seeking infonnation on the measures 
currently available for use in assessing quality. The infonnation also will be available 
through a National Measures Clearinghouse "Yeb site that is under development by the 
Agency lor Healtb Care Policy and Research. The QulC members are sharing and 
testing the most advanced risk adjus.tment methods available. Comparisons win be 
made on the results. the relative costs of each method. and their effectiveness. A 
workshop is planned to discuss which measures and risk adjustment methods work 
best for particular purposes, and to agree on which are best. 

:1, 
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• 	 Formulary Guidance. Several Federal organizations maintain formularies for their 
benefic.iaries. Others, such as the Health Care Financing Administration, must 
oversee organizations that provide care to their beneficiaries and need a method by 
which they can ensure that the formularies ofprovider organizations are adequate to 
meet 1he expected needs of the populations they serve. A tearn of individuals is 
working to determine how to provide guidance based on scientific evidence that will 
help provider organizations determine what a formulary must contain to be adequate 
to meeting these expected needs. 

• 	 A TaX!)Domy or Quality Improvement Metbods. A tool that is essential if the 
nation 'is to learn which quality improvement strategies work best in various situations 
is a common method and language for identifying and describing quality 
improvement interventions. The QuIC Agencies conducted an expert meeting and are 
in the process of finalizing a taxonomy that wiJ) anow us to describe and compare the 
quality improvement strategies used in Federally sponsored research, and in projeets 
of the DVA t DoD and HCFA's peer review organizations. This taxonomy wlll be 
published in a professional journal for broad use, and will be put to work immediately 
llpon completion by the Federal agencies in their solicitations for research proposals, 
descriptions ofon~going projects, and instructions to their provider organizations, 

• 	 lmprm'ed Information Excbange across Agencies. Common information is used 
by the Federal agencies. but much of it is not exchanged electronically in a fonnat 
that can be used by an agencies, The information systems experts have been studying 
methods to improve the efficiency and compJeteness of the data that are used in many 
agencie:t>. They have started wIth the ~'excJusions hst:' which is the list of individuals 

, and organizations to which the Federal agencies can not make health care payments. 
Individuals and organizations appear on this list afler they have committed fraud orI:,, 	 other similar actions in the delivery of health care goods and services. Agencies have 

:: 	 noted that they are not sure they have accurate and up to date infonnation on this list, 
or that they are missing information, sllch as the individual's or organization's unique 
identifier code, and must make inquiries to verify identities before paying for 
servites. Work is underway to determine if a single, searchable list that has the 
complete information needed by the agencies can be maintained and shared 
electronically. Further projects to explore lhe impact that information systems 
improvement can have on quahty are being discussed. 

• 	 Strategies for Ensuring Patients' Rigbts. in November 19971 the President directed 
the Federal'geocies to bring theirprogrnms inlo compliance with the Patients' Bill of 
Rights that was developed by the Advisory Commission. As part of the efforts to 
bring our programs into compliance. key agency staff have been discussing their 
approaches and the challenges. They have been able to share ideas and strategies for 
brin,bring about compliance with the Bill of Rights to the extent that cunent legislation ,I 
permits;, These discussions have proven useful for all of the agencies. 

I, 
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OulC Efforts to Hell! Inform Americans About Health Care 
, 

The QuIC agencies share responsibility for communicating with the American people 

about their health care choices and are developing three products that will greatly 

enhance our abiHty to do so. These are; 


• 	 A Gateway to CODsumer JnformatioD AvailabJe ftom Federal Agencies. The 
QuIC has aided the Federal Trade Commission in augmenting jts Consumer.goy web 
site to include informalion on health care quality, Through this gateway. the QuIC 
now links to all of the Federal sites that provide infonnation to assist people in 
making choices about their health care plans and providers. including infonnation on 
the quality ofhealth pJans for Medicare beneficiaries; Federal employees, and 
participants in the DoD Tricare plans. There are also links to the Department of 
Labor's health benefits education campaign to help people understand what they are 
getting and what their rights are. 

i* A GIO!;sary of Co~monly Used Terms. The QuIC agen~ies realiz.ed that there 
could he great benefit 10 the American people jfwe could agree 10 reduce the chance 

, ofconfusion by using the same terms to mean the same things in our public 
" communications. A sel oftenns has been developed arid is being circulated 10 the 

Federal Agencies to solicit their agreement to use the terms. We expect to have that 
agreement in October. 

• 	 Guidance for Producing Report Cards. Many organizations, including several 
Federal agencies, large purchasers, and employers, are attempting to help patients 
make better choices about their health care by providing-"report cards" on provider 
and plan perfonnance to the American people, There are scientific studies that show 
what is effective in providing these report cards to various types ofpeople, and there 
are many organizations with experiences that can help others who are attempting to 
provide high quality report cards, To infonn report card producers, the Qule" 
agencies have brought together researchers and report card producers to develop 
guidance based on the science and reported experiences. This infonnation win be 
made available through a web site that is currently under development. It is expected 
to be available tbis spring, 
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(~ m:'PARTMENT OF HEALTH &. HUMAN SERVICES Public Health Service 

15~ 
Aoeney for Health Care- Policy 
and ReS(l81ch 

2101 En' Jefferson Street 
Rockville MD 20852 

SEP 30 ISS9 

To:, 
" 

The SecretaI)' 
Through: DS~COS 

ES ~ 

From: Administrator 

SubjeCl: Report to the White House on QulC - ACTION 

, . 
Yuu mdicaled thaI you wanted to send a reporno the Wh"jlc House ott the progress'oflhe Quality 
Interagency Coordination (QulC) Task Force. A memo to the President is enclosed for your 

.,signarurc. . 

AI the QulC meeting on September 2 t. you heard about the substantial activities of the OllIe 
"Several of Ihese activities are nearing completion, Of are a1 a stage where there is information tha{ 
"should be made available to the public. You asked that we draft a report for you to use in 
"reponing to the PresIdent on the progress that the QuIC bas made. The memo for your signature 
and an attachment providing additional detail on the project are attached. 

OPTIONS AND D!SC!,;SSION 

, You indicated that the memo to the President should come from you and Secretary Herman. 
Since SeCfi:tary Herman was unable 10 attend the 1as1 OllIe meeting and is nol cognizant ofall of 
the activities underway. it may be best for you to forward this memorandum to the White House 

ryoUfself, 

You asked that the memo be directed to the President It has been drafted in that format. Given 
,that the Advisory Commission reported through the Vice President to the President, and given the 
Vice Prtsidenfs continuing interest in health care quality, would you prefer thaI this memo be 
'stnt through the Vice President to the President? Or should we send it to the Vice President, 
asking that he share it with the President? 

This memo indicates your enthusiasm for the progress that the Departments have made in 
advancing health care quality. Jl does not suggest the possibility that the White House provide 

" appropriatl: recognition for these multi~agency accomphshments. Would you Jike to suggest that 
some sort ofrecognItion be given to the staff who have worked SO hard on these projects?, 



II 

:?age 2 - The Secretary 

lU;COMMENDATlO:-.l 

Hend the enclosed memo forward to the President. 

PEClSlQN 
.' 

Option 1. Send the mtmo as 'Written. 
OCT 28 

Approved \ / Disapproved,______ Date ____, 

Option 2. Amend the memo for your slgnature and Secretary Herman's signature. 

·Approved _______ Disapproved,_.....:____ D.le ____ 

I 
Option 3. Send the memo. via the Vice President. 


Approvc-d Disapproved,______ D.te ____ 


Option 4. Amend the memo to suggest some recognition for staff, 

"Disapproved,______ Datc ____ 

A:.tachment: 
Memo to the President 

, 
" 

<,, 
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OCT 2 7 1999 

,I 

MEMORANDUM FOR THE PRESIDENT 

As :IOU know, the Department of Health and Human Service. has been working for. number of 
yea::-s toward improving the Nation's system of organ procurement and transplantation. Our goal 
is t(1 m3ke the :;ystem operate for the greatest possible benefit ofpatients. We believe 
Unt: rovements in the organ transplant system could result in saving hundreds more lives each 
yea:. ': ' . .:~:-'.::....;.' . ,,: ...-:' ,,'::.,: '':'', r:. ''{- ,,',

To\'.:ard the goal ofsaving more lives, we have moved in two areas. Vlith the Vice President's 
leadership, we have undertaken a National Initiative to increase organ donation. This effort has 
pro,1uced su:cessful results in its first year. At the same time, HHS developed regulations to 
cony out the purposes of the National Organ Transplant Act of 1984. These provisions, 
developed over a period of years with extensive opportunities for comment, were published as a 
Fin,l Rule on April 2. 1998. . 

Our Final Ruk was supported by patients' groups and many prominent transplant centers and 
pro fessionals, but was opposed by the ID1S contractor which operates the Organ Procurement 
and Transplantation Network (OPTN) and by others in ,the transplant community. Last Fall, 
COllgresS impc1sed a one-year moratorium on implementation ofthe Flna1 Rule, and mandated 
thaI a study of the issue be eamed out by the National Academy of Science's Institute of 
Me:licine (10M). Congress .lso asked for further consul",tion between HHS and the lransplant 
conununity. Both of these actions have been completed. 

Th" 10M published its study in July. Its findings strongly validated the concerns and the 
approach of the HHS Final Rule. In particular, the study reinforced the nted for Federal 
oversight of the Nation's organ procurement and transplantation system - not to impose 
go~emrnent in medical decision-making, but to ensure that the policies of the OPTN were 
operating fairly and effectively in the public interest. Throughout this year, HHS also continued 
m~!ting with the various elements of the transplant community1 listening to concerns about the 
Fin.I Rule and identifying common goals. , 
On October 20. HHS published amendments to the Final Rule which reflect lbe findings of the 
lOl~ feport as well as our djscussions with the transplant community, These amendments 
especially henefit from the input provided by the 10M, and they represent improvements in the 

Ii 
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Final Rule. But at the same time, we have preserved the core features ofour Final Rule, which 
are the foundation for improving our system for patients, In particular, this means using standard 
melical criteria, developed by transplant professional, themselves, to decide which patients will 
ree.,ive organs. TIrls is the only way to ensure that organs will reach patients who need them 
mort,. 
Opponents ofour Final R.uie are once again seeking to use the Appropriations process to impose 
a renewed moratorium on the Final Rule. The Administration is on record as strongly opposing 
any new moratorium, I want to urge that we remain strong in defending our current position and 
insi't that the regulation go forward as scheduled, Our approach has been validated by Ihe lOM 
study that Congress ordered, we have listened to the concerns of all dements in the organ 
transplant community, and we must remain committed to' an organ transplant system that saves 
mOl c lives by ~,erving patients in the fairest and most medically effective w~y possible..-. ' '.". "" ... _..... ~-"'" 

. .. • ,,'- .r . • ...... '. ~ 1 _; tI~\. t:..'l • 

In aMition, bOth Congres, and the Executive Branch should be concerned about the integrity of 
Fed".l spending for transplants. Medicare and Medicaid alone pay for more than half of 
transplant costs in the United States. However, without the Final Rule In define the Federal role 
in OJ! transplaru system. the government has little useable authority to assure that these Federal 
doll lIS are being used in a fair and effective manner. 

Our goal is to work cooperatively with the transplant community to ensure the best possible 
tran:;pJant system for Americans. We have been careful not to inject government into decisions 
wruch must be left to medical professionals. Instead, we have designed a carefully balanced 
approach in which the Federal Government can carry oul the oversight role which the 10M so 
clearly reaffirmed. 

Forlhese reasons, I would urge you to reject any actions by Congress that would further delay 
implementation of the Final Rule. 

h 
,I 

rn;-.r'E. Shalal. 
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Improving Access to;Organs 
.~ ~ - 

,i ---,-.. ----------------~~----~---------------
FOI1llll 

• Jom a Discussion on Editorials 

F
 or more than • Y""f IhC Clinloo Administration has been trying 

to improVe the ~ human ()fgallS do~ for trllllSpl."ts on: 

,dislribuiidto patients around III<-Country. But Conpss:mpoDltiDg, , i';',· ':;;., 
to intense opposition from tnuiSplant centers, ba.s blocked the use of 
new Federal regulations that aim to broaden organ sharing across 
IIthitrat)' 1000001ines. A new "'port by the Institute of Medi.ine, a 
branch of the National Aoademy ofSciences, eonfums iliat change. 
arc needed to mala: the system m.... fair and effective, 

The cumn! system ~tsmost organs to be used in the IDeal an:a 
" 	 ",'here they were donated. That can crea.te unfair situations where 


patients who are less ill may gel transplants while mort sevon:ly ill 

individuals who happen \0 live outside the loeal organ procurement 

lOT"a .,.. made to wait, This bas become an increasingly important 

public health usue, since about 4,000 Amerioans die filth year while 

wailiDg for tronspilllllS. 


'The Departmeut o{Health aDd HumlUl Setvt"". tried to address the 
problem by issuing neW tqllll.tio.. 1ast yea.r. Th... mr..:1 the 
United Network for OrSan Sharing, a private organization that 
_!<Iin.te. organ distribution nationally, to design. new oIlocatlon 
system that puts more emphasis on mc4iea1 criteria and leaves leas 
l<> geographY, BlII Conpss delayad iliat dir.wve from goins into 
elf"", until this Ootober, 'The netwotk insisted that the rules would 
fotC<! small tran.plant ocn\t:rS to clos. and discourage organ 
donations ifdonors kn<;w orgons would Co outaid. their community. 

The IMtlIUte ofMedicine "'port, commissioned by Co_found 
those fears to be overblown, The ",port, ..meh focused on liver 
transplants, sold waiting periods for the very sick••! patients were 
actually comparable across the nation. But there:: were differenc:cs in 

;, wailiDg times for patients who we... le.s ill, The "'P"rt teeomtOends 

',' improving distribution by requiring thai organs be shared acro .. 


" " 
I.n 	 '1li5.~ 12:36 PI 

" 



" 	 wider regiom based on population, 10 Ions .. !he regions ore <lOt.., 
geogrophicelly large as 10 po.. problcnu in 1ransporting the organs, 

, 	 The report also affirmed !he ""'" for more ..live Federal oversight 
" and greate, scic:ntifio review ofallocation principles, These 

m:oID.'l)endatiollS on: COIlll;'t..,1 with !he Administration', "l>proaob, 
The Innsplan, community ahould drop it! resistance 10 Federal 
regulations !hat could make !he oystem more equitable for patients 
cve~, 

," " 
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Changing the US transplant system 

I 

In "'" VSI!. ..tlue )'011 !;.. con _ wIl.d.cr ~ lOW."'" In olm... '00 _lanl c.nt.on ud 
or .... ,..,.. ...-.odvc an "'P" Inn'l'lanr, '!'bat is hAnd> It ..... '" ruaoJ ~. ond f""'" 
b<eauu the US Orptltll"",tlcm 1)'1= " hroI= up di;M;:tOn to civ'e lM:n -ro the verr Iidut ra:tK:IU"-J 

tnt. II "P'"" ond open,.. a '"ioao41irst" poIIoy In \IIha an: likdy ro R:quin ucond or tbitd tr'ItUplmts 
,..t:Uc:b orpns arc fim offered In patfertl'l in the at# and thus UK: orpns ttutt caul4 haw ~ to ~ 
..tlue the "-'Pl:Il ""'" _IDOl!. ""'" ... pati_ ill odI" P'~mts. lI.mdcl;cz· pn;dlcu 111&1 "'" 
tI>e _odina re;lo.o, ud filully ID ped.... In &h, 1qU1,ti<m. Win mol« It mot< dJlIj,u1, for ""'"' 
,_ .rthe ,.sd... '" • """"~. patiem 1Mni" on. ",dents ID _"" ....."l'Im! boatv.. O<illll1li!l 
""" of the _, WlIl' ...,..,.. • """*1'1... bdi"" , be 1bWlled ,owvds • few Just _Ian, =In$_er patient wItII ....,.. Ihedlc:al IICed IivInIt .. ,._ III< 1""i<'S' wlltio: lii!i IIld \h.II~ pati..... 
~ parl:ttf'tb< eowitry: :;,,,, ~ . _.. ;i,., ", . . " But It l>1taI"4 to ... how til< rceutadons amoun•., 

1b trY (0 rtd uee loeb ,~di~l"ariri"J tts • ·CederalmrdOflt- fJl the US rranspll.Dt synem, when 
5_ of He.alth and Hum... 5_. Donn. lIl'r me,cly let pPio,!",'". ,oal$ ..,d allow OPTN 
SlWaJ&, b&s pfl:lPO'K"d new l'¢£uJ,lk>ru Wl ..m '" d"",,1op the poUde<. The tegUl4dons _ do not 
requiR: Ute DlItluna1 0J;m Ptoe'U11:!:tn=t and n:qu;,,: 111&, _I.... he IIIv<n '" \h•."-y 
r"""planaoon N""",k (OPTN)•• pri_ """"" ticketr- P1Ue:DtIi hut ratba that f'muenct be ctve.c 
if&m 0( orgun £IlOI!Urcment cqa.n.i"tions ed to rhose wIl. .... -..,.y III but who, In Tlu: iwI",,"" 
'Inn.plant ="'" <m.b1Wlt4 by Ill< 1984 National of Ibelt phyCa- 11m: ......nabl. lil:tlihood qf 
,tnpn'I""",llnt Ace, to ....i.. I.. llIoatlcm poU..", po$Hrarupwlt 1UniV¥l" uvt:r ch~ who 1ft tess 
IJO 1htl efigtblc 'pa:tiaa .tt nor de'nicd • fTlMldant _i<:Ally U'l1eD" _1, it b ItaI"4 to p~ -...I l\tea... or..heR thq 6... OPTN "" ronnu)a,ed III< Ii1W ".Iicieo. ..lui, 

p",a.e1y ....... til, OPTN is to .tuln this Joalls W""" <he: "","''''"'' will """" on amall.. 
lcfi: to me o.envod to wort PUt,. b\n me polidel must nntp!mt centres. How~J h em be arJUed mtt
,"""fl' "',., rorfO.lllWlee roe!. "t'hq ,"ust .."""ish line(' wtlC're 0fJ.IJU wm &'0 wiD d.;pc'lu.I 00 !:he 1\I:Cd5 
._rd~ed criteria fet dttetm!nint v.ltlch p.don" of pau(.%).t¥ and not the &iu or the tnn.JPltnl cc:attc 

... medie.ally tligIbl'''' he rut on ""..plant .valtio: amall... p_ touId rur.: ...n under lb. """ 
n>1... .I... and (qr dorerrni.olnt; "'" m«lleal "'lUI< of

.,.de.na.. 10 Ihlt lht mcdiall M1:!!d:f or cM'creat But _, Is dw b duo, "'" met«Tie adopted by 
Il#dmtlt an be QOmpU'edi md they DlIPt "let ur UN()S &.tid ofher oppo:m::u. or me prupMIl .. not 
.l!ocat!an __ .hA, will ted_ th,InIl.""" of helpful and h ...... lfudy CS'IUIoett rnitehlef. ~ atau:r 

l<OI:npbie.al raClon .. thu __ 1Ii!l Iirct '" II> !Jaw ",,,ed legUla.on 11m ;i'm ..." _II
I . 	 ,t...., "'"" rho hi;ben Ihedlc:al_. In punvlt of priority for OflM.$ doo.e;tcd within 1110;e ctam. 

tl.st:te ,od-, l~, the rqubtiqn.s de .&lOt requ!re $event 0Ih!.:t statQ;; arc. conciderint: $imllar "W'J~! ,be 01'11'1 .. adopt potiel.. whIch. _VI< mcy .... ~ If they AU"Yift COurt ch.n~, ..Dl turtber 
•"""O'deal ... ... ....uvy ... ..,._4 _k:aI bement !he US """'" _ri"" Il"t""' 
~tdJm••". k.d .. iWk ....m;>I'"'" Ind _ "the _ rogul,tl.", ~roposed by Sct:mary 
...tagt:. Sh.t", seem. to &1ve cbe ,Detwurk Alfficlent lteway to 

On 1hi r... of It, It h fwd '" ... what I< , ~d~ w the dl.!$in..-d guat Mfht'tUf f¢Qll1ring it 
Clblb::ti~bk about 8hal'atl'f propos.aL but Lbe to adopt swWM dar witt wxru: orpm- or fcm::e 
nspoo." of 1he Vol,ed N._ of Otpn Slwi:I; doaol'l to petfono f'ua1e traottpl.onts. UNOS wtluhl 
~:J'N0s). Ibe l)HlIS ""'...- thlt opera... beuer kTYC rhe trlmpiun coRUnuttity If It 
C'I'l"N. hu "= litrioIn.lo a ,._ .... ,. c'vory 138 IbandOllCd it$, .lInt:(' .nd MCIUl -worki.ng with 
£fl'Mt{\,. bit 1Jlit'"iq, tbI: out;.olDc pn:sJdcl'u of DH.H.S to 4raw up tJl(.Qtiun pulidet Wt arc
tNOS. L a Hwuld«c. d_1ht4 III< rqul&tium .. ""etJeal ..d fair • 
• -rtderal'w.arlon of dle: ~, .)'Stem whtc:h rates 
''Il0l' control of lb. ~, "l"1t:m from _ I'l1o Lane.! 

-_ ...-	 "..- ., .. _

http:worki.ng
http:litrioIn.lo
http:propos.aL
http:legUla.on
http:l<OI:npbie.al
http:rranspll.Dt
http:wIl.d.cr


,'0- ! . 

'-Ie. 

TH£: S£.CqETA~¥ OF MEAL TH AND HUMAh ~R'IICE5 
WA$"'NG'I'ON.O.<:, 1\)10) 

OCT 2 5 1999 

ME.\fORANDUM FOR THE PRESIDENT 

J am writing to express my deep roncem over discussions occwring in Congress that could result 
in clcation of. new, independent Medicare board. As envisioned by its proponents, this board 
would operate as an independent entity designed 10 over>ee the Medicare+Choice program, 
including the competition among private plans and between private plans and fee-for~service 
Medicare. The creation of such a board seriously undermines your authority over Medicare, the 
bene ficiary protections thai you have wolked hard to establish for this program, and the 
sign~ficantly improved refocused management which has reduced the Medicare error rate by over 
fifty percent. This new board also sets the stage for capping government expenditures for 
Medicare) threatening Medicare beneficiaries' entitlement to first-class medical care. 

I 
The board's advocates say they want to bring private-sector expertise into the administration of 
the J,rogram and say they want to avoid conflicts ofinterest in ru.nning a competitive system, 
Their fIrSt goal is being aecomplished without undermining the current strengths ofMedicare and 
their second contention is a false promise, Not only win their proposals Dot achieve their goals, 
but, for the reasons stated below, they would substantially undercut our ability to serve 
beneficiaries and efficiently administer the program. At the end of this memorandum, I ",ill 
describe the activities that we have-already undertllken to garner additional private sector 
expertise in administering Medicare. 

Me<iicare Board Lead, t. Reduced Beneficiary Protections. Under your leadership and 
through the hard work of this Department, we have ensured that Medicare includes the 
beneficiary protections outlined in your Patients' Bill of Rights. Medicare was one of the first 
programs in the country to incorporate these protections and remains a model program, This 
wou'd not have been possible iftha Medicare+Choice program were administered by an 
inde:;>endent board, 

Givtn the hostility we have seen in the private sector 10 even the modest proposals in the 
Pari,,",,' BiU ofRights, I do not believe Ihat a board comprised ofprivate sector health officials 
woud have taken a strong. pro-beneficiary stance. It is not surprising that the strongest 
proponents of. Medicare board, meloding managed care interests, are among the most active 
oppmouts ofstrong patient rights legislation. (believe that we must maintain our ability to keep 
Medicare in the forefront of beneficiary protection. Creation ofan independent Medicare board 
is net consistent with that imperative, 

I.I 
• 
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,, 
Me:li""re Boord Dilutes PresldeDtial Autbority. Placing the Medicar~oice program Wlder 
the ,,,,ntrol of an independent board splits ac<:OWltability for the program and substantially dilutes 
yo"r authority over a substantial portion of Medicate. This is a significant loss given that 
M«,cate serves 39 million beneficiaries oed makes up 11 percent of the federal budget 

The Administration's ability to make cbanges to Medicate in the context of the President's 
Bud:!.t would be limited. This is especially true since proposals for treating treditional fee-for
service Medicare as a health plan under the structure of Medicare-+Choice would allow a new 
boad to exercise substantial authority over the entire program, In particular, a board could be 
give" substantial authority over what private health plans would be paid by Medicate. It eculd 
also'" given authority to oversee aspects of traditional Medicare, including benefits and, seder 
som, proposals, total spending by treditional Medicare. 

. 
Ai; a result, the presence.ofa boardwould have hampered our ability .oexer\ strong budget 
discipline, such as the steps we have taken ro extend the lire of the Medicare Part A Trust Fund 
ro 20 IS. Similarly, it would not have been possible to use Medicare changes ro help finance key 
domestic initiatives to improve the health of the nation, such as the Children's Health Insurance 
Pragr'am. 

Furth,:rmore, creation of. board would limit the Administration's authority to make key program 
changes to address Medicare problems identified by beneficiaries, providers, or other segments 
of the American public. 

Med;':.re Board Diffuses A«ounlabillly for Medicare. Authority over ceNin key functions 
would be unncx:essarily complicated by bifurcating control of Medicare between a board and the 
Healtll Care Financing Administration (HCFA). 

For example, Administration efforts ro redu.. fraud and abuse in Medicare have been successful 
became we have provided clear, consistent policy gnidance oed because we have been willing to 
take the political heat generated by our aggressive stance. I do not believe thai an independent 
board (especially "ne that includes private sector health care executives, as would be likely with 
any colgressionally created board) would have initiated or sustained such a controversial. yet 
productive, program. Specifically. the HCFA actuaries credit aggressive fraud control efforts . 
with bJinging down the Medicare baseline through reducing either the rate of growth or the 
actual level of spending on inpatient bospital services, bume bealth, and lab services. Our ;,fforts 
have also led 10 the fiert...ver decline in buspital upcoding since the inception of. prospective 
payment system in 1984. The bifurcation ofauthority uuder a board would threaten the 
significant advan",s made by this Administration by complicating the relationship between the 
pro~, and the HHS Inspector General and between Medicare and the Department of Justice. 

II .. 
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I 

Similarly, this Administration bas taken significant steps to measure and bold health plans and 
providers accountable for quality ofcare for seniors and other \'1.llnerable populations. The 
ditlilsion of accountability threatens our ability to move aggressively in this area as we bave on 
the Patients' Bill of Rights. 

M.di..... Board Creates Potential Confusion .rAuthority That Would B. D.trim.ntal to 
Be"eficiaries, HCFA is CUl"reI1tly responsible for a wide range ofactivities that might become 
the n:sponsibility ofeither the board or HCFA, or bolh. Th.se functions include beneficiary 
edu;ation, procedures for appeals and grievances, provider enrollment, survey and certification 
ofproviders, and quality assurance. Iflhese functions Were assigned to HCFA, their applicability 
to private plans would become uncertain; ifassigned to the board, more functions would be 
removed from the lines ofpublic accountability. Ifassigned to both, there would be confusion 
IIIld uncertainty among all parties involved. 

.•. .• '. . . ~~ • ~,\!, , •..,.'; ·~lJ·,r" .. 
A Medi(!are Board Provides tbe Infrastrudure for Ending the Medicare Entitlement. 
Altt ough the proponents of a board deny that they intend to fundamentally cbange Medicare, it is 
clea: that creation ofan independent board would establish the administrative framework for a 
defined contribution plan, which specifies the government's financial contribution toward 
ben< ficianes' health can: but does Dot specify the benefits to which beneficiaries are entitled. 
C"" ting an independent board is an ideal first step toward capping government oootributions for 
Medicare, and beneficiary advocates will ... it as such. It is not surprising thai some of the 
strollgest advocates in Congn:ss for a board are the same Members who tried to cap Medicare 
spending in the 1995 budget bill thai you vetoed. 

Clai... About Current Conflicts of lot.....t In Managing Medicare Are Not Legitimate. 
AdVllcates for • board argue that HCFA bas an inherent conflict ofinterest in both managing the 
competition among private health plans and fee-for·service Medican: and operating the r....for. 
servi." Medicare program. In fact, the risk ofconflict ofinterest could be greater if managed 
careoxecutives, hospital administrators, physicians, durable medieal equipment suppliers, or any 
other individual who benefits from Medicare payments were given statutory powers through 
parti~~pation on the board. 

Today, HCFA manages both original Medicare and Medicare+Choice, having successfully 

supervised the gnnwlh ofMedicare+Choice to a program thai enrolls about one of every six 

bene:jciane.. HCFA's role is not unique - conflicts ofinterest are successfully avoided by 

CalPJlRS and many private employers that run self·insured plans while contracting with 


•coml<rung health plans. 

II 
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Th: assertion lhat HCFA's dual role creates a conflict ofinterest may stem from certain decisions 
tha': private plans may find onerous, such as those in setting standards for consumer protection ~ 
ane quality assurance. Sucb decisions stem directly from HCFA's primary ooncem for serving 
the needs of beneficiaries, not from any desire to bias lhe competition. Ifa Medicare board also 
pla.:es serving the needs ofbeoeficiaries as its oore miSSion, it will inevitably make similar 
decisions. Thus, it will alsn be subject to the same charges ofconflict ofinterest. 

Under your proposal for a competitive defined benefit, 1n!ditional Medicare and private health 
plans would compete on an equal footing, allowing both Medicare and beneficiaries to save wben 
beneficiaries choose efficient bealth plans. As discussed above, I believe lhat many board 
pro.?Ooents are using the conflict of interest accusation as an excuse to take the first step toward 
ending the enti~ement. 

rtf,ale Secto,' Involvement Can b. Acbleved Witbout • Medicare Bo.rd. While I am 
dee}ly concerned about the proposals to create an independent board to administer. portion or 
Me.i:icare, I am committed to expanding the program's access to private sector expertise., In 
SePtember, we chartered a Management Advisory Committee for HCF A. This step was part of 
He,A management modernizations contained in your budget. The committee allows HeFA to 
get "'pen advice from individuals in the public and private sector regarding innovations in 
maJilIgement practices. It also will allow HCrA to maintain critical relationships with public and 
private sector expens in management, leadership, and purchasing strategie~. The committee will 
add::ess issues including bow HCFA can better manage its private sector contractors and how it 
can be 8 more prudent purchaser offee-for·service Medicare services. The committee need not • 
maJ..e recomm~ons regarding payment or coverage policy, because the Medicare Payment 
Ad,isolj' Commission (MedPAC) and the recently established Medicare Coverage Advisory 
Committee already fulfill these functions. 

I will chair the committee, which will include up to II additional members that I will appoint 
The members will be selected from among nationally recognized authorities in academia, private 
con:;ulting, public and private sector bealth purchasing entities, and private companies. The 
con:mittee would not include provider or beneficiary representatives since they are already 
represented in Jnany advisory committees to the Congress and the Department 

IfMedicare ",fonn is successful, this comntittee could also easily be adapted to serve as an 
advisory body for the implementation of the fee-for-service modernization reforms included in 
yow' Medicare plan. Expens from private and public sector organizations that purchase health 
care for their ernployees and bennflciaries. as well as expens in public administration, would 
pro, ide recommendations to the Secretary on bow to implement these reforms to purchase 
services more competitively. HCFA would beoefit from the advice of these expens in a forum 
Opel; to public pardcipation. 
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In CondusioDt Creation of 8 Medicare Board to Oversee a Portion of the Program Would 
Bll a Grave Mistake. It would be a disservice to our successors and to future generations of 
beneficiaries ifwe were to weaken the executive management of Medicare. not only because it is 
• ,;ubstantialllDd growing proportion of federal outlays, but because older oed disabled 
Americans are particularly vulnerable and need government protection. This Administration has 
strengthened Medicare in innumerable ways: extending solvency, increasing benefits, advancing 
new beneficiary protections, and strengthening program integrity. The Medicare program would 
mllst likely not be experiencing the benefits of the Administration's improvements had the 
Mxlicare board. as proposed, been in existence., 
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l I" DEPARTJlIENTOf HEALTH. HUMAN SERVICES (4
•.......: I' --------------------------- 

I' Washington. O.C. 20201 

I,, 

I , , 
October 25, 1999 

II /r

NOJrE TO THURGOOD MARSHo/ ~t)r\_

I ' . ~ 
I ani1forwarding herewith a Memorandum for the President, signed by Secretary Shalala,. In her 
men:~orandun1! the Secretary provides the President with background information regarding a 

. new, independent Medicare Board. . '",' '. ' 
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DEPARTMENT OF HEALTH & HUMAN SERVICES Off!ce of the Secrnlary 

Office of \he AsSIstant Secre\Qry 
lot Planning aod EvaluauQn 

Wost1ingloo,O.C. 20201 

"" , OCT 20 1999 

! 
TO: The Secretary 

Through: DS 12-
cos J4tllbf~ 
ES .L1O~ 

FROM: Margaret A, Hamburg, MJ~' 
, Assistant Secretary for Planning and Evaluation 

Gary CI""10~ 
Deputy A"jtlllrt1'Sect"ry for Health Policy 

SUBJECT: Medicare Board 

At ) our request, my staff has prepared the attached memorandum on the subject of an 
independent Medicare board. This memorandum states the case for why creation ofa board 
would undermine the President's authority for running this program and threaten the consumer 
prot,;ctions that have been established for Medicare beneficiaries. It also outlines activities that 
the Department has already taken to involve additional private sector expertise in administering 
Medicare. 

The attached memorandum has been cleared by ASMB, ASL, ASPIi., and HCFA, and their 
com;nents and suggestions have been included, 
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,",'.I ' THE S£CRtTA~Y Of' H€AI. r .. AND MUMAN $Ef'lVICES 

OCT 8 1999 

Onrebroary J8, 1998, you issued an Executive Memorandum to the Department, of Agriculture, 
Education, Housing and Urnan Development, Health and Hurnan Services,Interior, Labor, 
Treasury, and the Social Security Administration requesting thaI they participate io your public, 
pri,:ale initiative to enroll children in the Federal-State insurance programs, The Departments 
reSJionded on June 26, 1998, with a list ofover 150 stralegie, that (l) identified employees and 
gra:ltees who work with families, (2) prepared strategies to ensure that employees and grantees 
are'Cducated aboullbe availability of CHIP and Medicaid, (3) developed an Agency-specific plan 
as lrart ofthe Admjnistration~wide outreach plan and (4) identified any legis!ative or statutory 
haciers which affecl the identification md enrolhnenl of uninsured children in CHlP and 
Me:licaid, 

!,
I an pleased to forward to you the Report of the Task Force on Children', Health Insurance 
OUiTeach, The Task Force has met quarterly throughout the pasl year to lea:m about children's 
health insurance programs (CHlP and Medicaid), discuss specific ideas and coordinate the 
imr!lementation ofnew outreach efforts. SmaUer Task Force workgroups have created outreach 
tools and materials; shared data and developed strategies to access hard-to-reach groups such as 
ror:~ and migrant c!tildren, ' ' 

J , 

Th" Task Force has accomplished much ofits original work plan and proposes new strategies for 
reaJ~hing out to urunsured children and their families, In addition, there aTe three new partners in 
thi!l; effort) the Departments ofJustice and C<?mrnerce and the Environmental Protection Agency. 

" 
Th~~'Task Force 'Win continue to work to itnplement these new strategies. to add new partners and 
to sustain complementary and aggressive outreach efforts. consistent with the overall initiative to 
co\'er uninsured children. 

If,I, 
Donna E. Shalalail 

Enelosure 
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Report to tbe President 
mlerageDey Task Force OD ChildreD', Health In.uraD.e Outreach 

, 
I', Submined by the 
, . Secretary ofHealth and Human Services 
,
" 

, 
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October 12, 1999 

In Collaberation With 

The Secretary of Agriculture 
The Anorney General 

The Secretary of Commerce 
The Secretary of Education 

The Administrator Dfthe Environmental Protection Agency 

The Secretary of Housing and Urban Development 


The Secretary of the [nterior 

The Secretary of Laber 


j , The Commissioner of Social Security 

The Secretary ofTreasury 
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 THE SECRETARY or HEA\.TH "NO MIJMAN SER:VI<;ES 

w.~jJofG'rC»>l, 0.(;, 2'0101 

OCT 5 YJ9g 

" " 
" 

MEMORANDUM FOR THE PRESIDENT 

WI: in the Department of Health and Human Service. (HHS) took note of your address to the 
Veterans of Foreign Wars, in Kansas City on August 17, where you notad that in Russia ''the 
aVI!rage salary ofa highly trained weapons scientist is less than $100 a month," I want to' let you 
kn·)W where we stand with a new initiative, the HHS Biotechnology Engagement Program 
(B fEP), a program that grew out ofrequests we received last year from the Secretary of Defense 
an; the Secrewy ofState. 

We are now working with our coUeagues in the Departments ofDefense and State to engage 
fo:mer biologic weapons scientists from Russia and from the New Independent States in 
"nllaborative research on applied high-priority public health problems. W. have just completed 
ar; initial assessment in Russia invoJving experts on the cutting edge oftuberculosis (T8) 
research and development. They have identified a number of good tOplcs and pairings of former 
weapon scientists with U.S, counterparts to develop rapid diagnostic tests; conduct basic research 
on T8 vaccines. and work on new drugs for the treatment ofTB, This 1S particularly important 
given the dangerous emergence ofmulti-drug~resistant TB. 

The Department of State bas provided HHS with $4.8 million in start-up funding not only to 
3i1dress 1B but for similar activities in areas such as hepatitis. HIVIAIDS, and other infectious 
diseases, These projects will be implemente-d through the International Science and Technology 
('enter, one of the State Department's very successful nonproliferation programs, 

1wan! to assure you that we are taking steps to engage these weapons scientists in mutually 
Foou.live public health work and that we have both the capacity and the need for the funding 
requested by the Sta)e Department to support this activity. We are ready to join with St.ate in 
,eeking COlIgre~sional approval for the full program proposed by the Administration. 

I 
Donna E. Shalala 



Office of the Secretary 
DEPARTMENT OF HEALTH AND HUMAN SERVICES Office ofPublic Health and Science 

__ 

Assistant Secretary for Health 
.Surgeon General

SEP - 8 1999 Washington, D.C. 20201 

10: 	 The Secretary 

Through: DS 


COS 

ES 


FROM: Assistant Secretary for Health 

and Surgeon General 


.
SUBJECT: 	 Letter to the President of the United States Informing Him of the Status of 

DHHS Biotechnology Engagement Program (BTEP) -- DECISION 

ISSUE 

This memorandum is in follow-up to a discussion I had last week with Dr. Thomas 

Novotny, Deputy Assistant Secretary for International and Refugee Health, OIRH, 

concerning the President's speech to the Veterans of Foreign Wars in Kansas City on 


:: 	August 17 (Tab A). ThePresident noted that in Russia "the average salary of a highly 

trained weapon scientist is less than $100 a month," and expressed his concern about 

Congressional cuts to the multi-agency Expanded Threat Reduction Initiative, of which 

DHHS is a part, in the international affairs budget request. We agreed that a letter to the 

President should be drafted to inform him of the status of the new DHHS Biotechnology 

Engagement Program (BTEP) designed to encourage collaboration with former Soviet 

bioweapons experts in an effort to reduce the threat of technology transfer (Tab B). 


BACKGROUND 

" 
, . At the request of the Secretary of Defense and the Secretary of State, DHHS has been 


asked to work with the United States Government (USG) security agencies to "engage" 

Russian and the New Independent States (NIS) former biologic weapons scientists in 

collaborative research on applied high-priority public health problems. The Assistant 

Secretary for Health and Surgeon General has created the Biotechnology Engagement 

Program and formed an interagency Advisory Group to oversee its operations. This 

program now has funding in place and DHHS has become a "partner" to the International 

Science and Technology Center (lSTC) funding mechanism which is also supported by 

the Japanese and the European Union. Exploratory missions this spring and summer have 

brought Russian and NIS scientists together with DHHS counterparts and project 

proposals for work on tuberculosis, plague, and other infectious diseases are now being 

developed. 


U,S. Public Health Service 
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P! ge 2 - The Secrelaly 

DiSCUSSION 

TIie timing of this letter may be slightly premature in that specific projects bave yet to be 
a~proved, funde<1- and started. Nonetheless, the constructive engagement is underway 
in:luding coordination with the Russian Ministry of Health to identify issues, such as 
Multi-Drug Resistant TS, (MDR-TB) wbere research on drugs, vaccines, and new 
diagnostics could be very helpful to long-term TB control efforts. We expect to complete 
a :>et ofTB-related research proposals shortly, and proposals to address other infectious 
diseases are coming along nicely. We expect to have scientific merit reviews conducted 
in September/October and funding decisions for a first round of projects completed by the 
er.d ofNovember at the latest. Each step of this process is being overseen by the BTEP 
Aivisory Group you appointed. 

It would be most unfortunate to have funding for this program cut at this point. Thus, an 
e!Ily and timely message of progress may help to strengthen resolve that we are on the 
ri,lht track. 

RECOMMENDATION 

T·lat you sign the attached memorandum to the President. 

App V-..J...j"kt~- Disapproved _____ Date OCT 5 1~99 

,, 
ii, 
" d Satcher, M.D., Ph.D. 

Attachment 

I., 
J, , 
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ME'IORANDUM FOR THE PRESIDENT 
II 

,I 


II 
I eOl?ourage you to sign the attached proclamation which will declare October Women's Healtlr: 
T4k, Time T. Care (TTTC) month, lssuingthi, proclamation will heighten visibility for a 
SUpfirb program that educates women on the safe use ofmedicine. This program is nm out of the 
Fool and Drug Administration (FDA) and will sponsor events throughout October. 

it 
In tl!e past tv.'o years, FDA', Office of Women's Health has reached more than L5 million 
Am!:ricans with this important message, ,TTTC has been so successful that this year, with the 
National Association of Chain Drug Stores (NACDS) as a co-sponsor. the program 'Will reach at 
leas:: 5 million women and their families about safe medicine use. To date, more than 20,000 
dru~: stores across the country and more than 75 national women 's, professional. religious, 
miu)rity, and business groups have agreed to actively participate in the Octoher effort. 

As you have said, "Drugs are being constantly developed that help to improve the quality as well 
as the length of life, and if they are properly taken, they can actually reduce long tenm 

. hospitalization and other medical costs," This is a program that directly addresses this issue. , 

I ha'le worked "\lith TTTe since jts incept"ion, and jus1 trus past May gave it my Distinguished 
Sen'ice Award. I strongly recommend that you sign the proclamation and encourage full White 
HQuse support for this effort and related activities. 

1 
Donna E. Shalala 

'I 
Attachment 

/ 




.. 'I, 

ii 

f, Women's H ••lth: Take Time To Ca... Montb. October 1999 
I' 
I 

By the President of the United States ofAmerica 

A Proclamation 

.	'.ntanks to the extraordinary success ofmodem medicine. Americans now live longer 

and hea1thier lives than at any time in Our history. Today, more medicines are 

,Ivallable than ever before, and we are continually discovering new drugs that 

:~uccessfi!lly treat a wide range of diseases and conditions. 
, 

'Nith many more prescriptions being Mitten than in the past: the chance of misusing 

medication. has increased. Indeed, between 30% and 50"10 of Americans who use 

medications don't use them as directed. 

The conseqlJences include increases in hospitalizations, nursing home admissions and 

deaths, In fact, adverse drug reactions are .'timated to he responsible for 10"10 ofall 

Ilospital admissions, Altogether, medication misuse costs the United States about S76 . 	 ' 

NlIion each year, 

These numbers are likely to increase in the new millennium. As the U.s. Food and 

Drug Admitristr.t;on (FDA) continues to make the drug approval process more 

efficient, more medicines will enter the marketplace. As the baby boomer popu1ation 

Ii 
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ages, more prescriptions are likely to be dispensed. In 1998, 2.78 billion prescriptions 

were filled in retail pharmacies. By 2005, it is estimated that number "'ill reach 4 

" billion. This unprecedented availability and demand for medicines is putting 

increasin,B pressure on our nation's health care system. 

.,I 
The FDA plays a crucial role in reducing Americans' risks by working to ensure that 

medicine!' are safe before they reach the marketplace. But once products are on the 

market, the responsibility for using them correctly fall!? primarily on the consumer. This 

is why aU Americans must be told about safe medicine use-especially women. Women 

i most often administer medications to family members and are also the leading users of 

• medicines, However, today's women are often so busy with family. work and community 

respon:;ibiJities, that they lack the time to care for themselves and take medicines wisely. 
I', 

" , 
Dwing October 1999, the FDA's Office of Women's Health, in partnership with the 

National Association of Chain Drug Stores and other organizations througbout the 

country, ·wiH lead an important national public awareness campaign: Women's Health: 

Take Time To Care. It is targeting women with an urgent message to "Use Medicines 

Wisely" and is providing clear, concise information about medicine safety. 

1 The Take Time To Care campaign Is now in its third year. Because ofextraordinary 

public response, what began as a grassroots effort is now national in scope and is 

expected to reach more than S mHHon women and their famHies with the safe 

" medicine use message. 



:, , 

NOW, THEREFORE, I, WILLIAM J. CLINTON, President of the United States of 
:' 

. America, by virtue of the authority vested in me by the Constitution and laws of the 

United States, do hereby proclaim October 1999 as Women '$ Hea/lh: Tau Time To 

r Care month. ] urge Government officials,. business people, community leaders, 

educators, volunteers, women and all citizens of the United States to use this unique 

, opportunity 10 take time to care about themselves, and those who need them, by,. 
learning to use medicines wisely. 

IN WITNESS WHEREOF, I have hereunto set my hand this ____ day of 

,: • in the year ofour Lord nineteen hundred and ninety-nine, and of the 

independence of the United States ofAmerica the two hundred and twenty-third. 

", 
" 

': 


L 



DEPARTMENT OF HEALTH & HUMAN SERVICES 


Food and Drug AdministfBtion 
Roctvine MD 2Oe.57 

September 8. 1999 

TO: 

,." 
FROM: Commissioner ofFood and Drugs 

SUBJECT: 	 Presidential Proclamation on Women's Helllth: Take TI_ To ClITe and Request 
for White House Participation •. DECISION 

The purpose of this memo is to obtain your signature on the attached memorandum (Tab A) to 
f'lc President requesting his signature on It national proclamation that would make October ]999 
Women's Health: Take Time To Care (TTTC) month. I understand that since time is short, 
):our personal support would greatly help us gain White House approval. 

We would also like you to recommend that the \'\obite House take part in TTTC activities, 
following up on requests that have already been made to the First Lady and Mrs, Gore. 

~ACKGRQUND 

As you are aware, 10 help women lead healthier, longer lives, the Food and Drug 
Administration's (FDA) Office of Women', Health (OWH) developed Women's He.lln: Take 
Time To C.", a national public awareness campaign taking place this year in October 1999. 
The award~winning program aims to reach women with the theme, "Use Medicines Wisely!,' It 
'makes women. who are the principal users of medications and who often administer them for 
family members, more aware of safe medication use with materials and interactive events led by 
pharmacists and other health professionals. This fall, the campaign will provide materials 10 

over 5 million Americans about safe medicine use with the messages: Read the Label, Avoid 
Problems, Ask Questions and Keep • Record. 

PISC!.!SSlON 

, Since its beginning in 1997, TTTC bas reacbed over 1.5 million people through more than 1,000 
gressroots events across the country. In 1999, OWH is partnering with the National Association 
of Chain Drug Stores (NACDS) 10 make TTTC a major national campaign (Tab B). More than 

.' 70 NACDS member chains will participate, representing over 20,000 outlets nationwide . .' 



, Page 2 - The Seeretary 

In addition to OWH and NACDS, the program will be led by businesses, health-soJ"\;ce groups, 
nonprofit organizations, professional associations. other federal agencies, and state and local 
gov:mments (see list ofpanicipating organization. and pharmacies at Tab C). These partners 
will distribute "My Medicines<t brochmes (Tab D) and hold interactive information sessions on 
safe medicine use, The campaign win also reach the public through television, radio, . 
nev.spapers. magazines, newsletters, and the Internet. 

Issuing a Presidential Proclamation and having an event at the W1Ute House would greatly 
hei! hlen the visibility of the program and underscore the Administration's commitment to the 
implrtance of ~;a:fe medicine use, especially as it relates to risk management 

The proposed proclamation has been reviewed and cleared at the Deportment by the Office of 
Women's Health, ASPA and AoA. 

1recommend t~at yousign the attached memorandum to the President (Tab A) requesting that he 
sign the proclamation designating October 1999 as "Women's Health: Take Time To Care" 
month. 

i; 

~~ SEP 1 4 r;gg 
Conl:~'7'~+-::----NNon..concur ____ Date _____ 

Attar 
Tab A Memorandum to the President with National Proclamation 
TablB October 1999 program summary 
T.bC Participating Organizations and Pharmacies 
TabD "My Medicines" brochure 

:1 




I.' 

THE SECRETAllY or HEALTI-I AND "'IJMAN SERVICES 
W.S... ,...c;fOI'ot,O.(:. 10:'1 

APli 2 9 ;. 

MEMORAl'lDUM FOR THE PRESIDENT 

I mn pJeased to enclose a copy of the first Progress Report from the Home and Community 
Based Services Work Group, 'When you met v.ith disability advocates, Administration 
aj:pointees, and others interested in disability and long~tenn care issues in September 1997, you 
asked that HHS establish and lead this Work Group to take actions to expand and promote home 
and community based services. The enclosed Progress Report summarizes the Work Grouplg 
gcals and activities to date, 

I think you will agree that the group set for itselfan ambitious agenda, and its leaders are to be 
commended for setting in motion an array of responses to the challenges they face, I am 
particularly pleased to note that the deliberations of the Work Group were helpful in developing 
several of your FY 2000 budget proposals. However, we know we still have much to do to 
achieve your key goa) of expanding and promoting home and community based services and 
oEering Americans of an ages 'With disabilities the opportunity to receive Jong-tenn supports in 
th·: settings of their choice. 

Erclosure 

I 

,l 


, 




HOME AND COMMUNITY BASED SERVICES 

WORKGROUP 


PROGRESS REPORT 

J;'i 
, Submitted by: ,:'. 

U.S. DepartmentorH.altb and Human Services 

Bob William., Deputy Assistant Secretary for 
Di.ability, Aging, and Long-Term Care Policy ,

• Office oftbe Assistant Secretary for PJanning and Evaluation 
I 

and 

, Sally K. Rlcbardson, Dir«lor 
•: Cenle.. ror Medicaid and State Operations 

Health Care "~inancing Administration•" " Marcb 1999 " 

.' 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 	 Office of the Secretary :C"f, .;5'z..... 
, , 	 Office of the Assistant Secretary 

for Planning and Evaluation 
Washington, D,C. 20201 

TO: The Secretary 
Through: DS b~",J 

II, 
COS 
ES 
~ 'i/01 
~ 

, 
FllOM: 	 Assistant Secretary for Planning and Evaluation 

Administrator, Health Care Financing Administration 

SUBJECT: 	 Progress Report from the Home and Community Based Services Work Group
ACTION 

Action Requested By: 4/20/99 

Er:,closed is the first Progress Report on the Home and ComnHmity Based Services Work Group, 
wldeh you established after the President and Vice President met with disability advocates, 
Administration officials, and others in September, 1997. The purpose of the Work Group is to 
ex:?and and promote community based long-term care services for people with disabilities. We 
request that you sign the Memorandwn to the President and send the Progress Report and memo to 
him. Ifyou approve the report, we suggest that it be widely disseminated. 

lllSCUSSION 

The
) 

attached report sununarizes the activities of the Horne and Community Based Services Work 
Group, from the time it was established in September 1997 to December 1998. Just over a year 
ago, you asked Sally Richardson, Director of the HCFA Center for Medicaid and State 
O):erations, and Bob Williams, ASPE's Deputy Assistant Secretary for Disability, Aging, and Long
Term Care Policy, to head an interdepartmental work group to identify options for reducing 
unnecessary reliance on nursing bomes, expanding and promoting consumer directed bome 
8n rI community based seroces, and empowering consumers with disabilities to live the best 
lives possiblt~, in the most integrated environments. You challenged them to build off the 
experience ofsuccessful States that were already operating affordable and effective long-tenn care 
services systems, and "start a revolution" which would spread across the country. 

Th' group has made substantial progress in meeting your goals, As indicated in the attached report, 
the Work Group also provides important visibility within the Administration for long-term care 
policy concems. It has spawned a wide range of new activities and now serves as'an organizing 
point for many home and community based services programs, policies, and research/demonstration 
activities that were already underway in HHS. 



: 

Page 2 • The Secretary 

The Work Group includes HHS staff, "federal partners" from other Departments, and 
tt,;onstituency partners," including advocacy and consumer organizations, state officials, service 
providers, and others involved in disability and Iong~term care issues. 

lbis report reviews the work ofthe Home and Community Based Services Work Group and its 
goals to dat!~, It also proposes elements of a long·term care reform strategy which includes the 
f,,!lowing elements: 

• 	 peer·to~peer technical assistance to help states reduce the "institutional bias" in their long~ 
tenn care spending and expand access to home and community based services; 

• 	 a demonstration program to assist current nursing home residents who wish to live in the 
community to do so; i{} ; '-.~ .' ." 

• 	 a package of policy changes that HHS could consider to help shift the balance between 
institutional and community services; 

polit:yand research initiatives to equip pwpIe with disabilities who want to work wi~h the 
necessary tools and supports to gain and sustain employment; and 

': 	 efforts to explore ways to increase the supply ofqualified personal assistance services 
(PAS) workers while helping people with and without disabilities move off of the welfare 
rolls and into meaningful employment. ' 

". 
The Progress Report demonstrates extensive interest and activity tn the community based long~tenn 
(are arena, It provides a strong and positive response to questions about HHS activities to 
I: ddress the "instltutional bias" and seek consumer based long~terrn care solutions . 

.• 
RECOMMENDATION 

We recommend that you sign the memorandum to the President and send him the Progress 
Report and memo. We also recommend that you agree to distribute the report \\idely to people 
with disabilities, advocates for the elderly and people with disabilities, professional 
organizatjons~ state officiaJs. members of Congress and others interested in promoting home and 
t:ommunity based long~term care services, 

,,I 

ii ., 
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.k'ECISION 

ogress Report and memo to the President 

~~r.' ~L«f:~ ~~~g ftt/7 
, 

i, ~~ I\- t?-.-a.-~ 
Nancy.Ann Min De?arle 

A1achments: 
Progress Report ofthe Home and Corrununity Based Services Work Group 
Memo to the President 

,,, 

, 
1 
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. TH( S£CRfTAPY or HCAl TH AND HUMAt'. st~v:CES 
WA~.. ''''G!ON O( It'~j 

MAR 22 1999 

" 
MEMORANDUM FOR THE PRESIDENT 

. .~ 

[very American should be healthy and safe. Your AdminIstration has vigorously pursued this 
f,mdarnental goal. In doing so, the Administration has'shown that there is a continuing and 
central ro]e for government in meeting the basic needs ofordinary Americans. It has redefined 
this role by understanding the obstacles 10 meeting its commitments, and reinventing to find the 
a;;propriate ways to address persistent and difficult problems. After six years, the Administration 
has achieved lasting and important improvements in the health and safety oftne American 
people. 

,:~" "'-, f 

bfant mortality is at an all time national low. The nation has achieved record h:gh levels of 
childhood inununization against preventable diseases. reduced childhood vaccine·preventable 
diseases to the lowest levels ever recorded and has made great progress in eradicating others" 
Children, women, the elderly, and racial and ethnic minorities are receiving new and overdue 
flJeus in clinical care. outreach, prevention and research. The nation's food supply and blood 
s~lpply at~ safer than ever before. Millions mote working families and children are securing 
health insurance. New mechanisms are in place to strengthen the quality of the nation's health 
cue, infOlm A.'nericans about their health and facilitate involvement in their own care. Science 
a:1d evidence·hased research provide the underpinnings for new polley and practice. Investment 
in biomedical research and prevention is generating new knowledge at a rapid pace, paving the 
~;ay to grcai-er health and safety for generations to CQrne, 

t.he endosed paper; Legacy: HeaUb and Safety 1993*2001, reviews our progress in five general 
a.;eas: access to quality health care; prevention, risk reduction and safet)'; expanding the frontie:s 
o'n;.no~ledge; collaboration among scientific research, delivery systems and practice j and" . 
c,:Jflsumer involvement; and strengthening stewardship and demanding accountability to protect 
a:1d benefit consumers. Your commitment to improving the health and safety ofall Americans 
h:iS been critically important to these e-xtraon;Jinary advances. 
. 'I , 

~ 
Donna E. Shalala 

Endosure 
I ' 
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Legac)': Health aDd Safety 1993·2001 

Every American should be healthy and safe, The Clinton Administration has vigorously pursued 
this fundamental goal. In doing so, this Administration has shown that there is a continuing and 
c( ntral role for government in meeting the basic needs ofordinary Americans. It has redefined 
this role by understanding the obstacJes to meeting its commitments, and reinventing to find tbe 
aJ'propriate ways to address persistent and difficult problems. After six years, the Administration 
hl,s achieved lasting and important improvements in the health and safety of the American 
p<"ple, 

Infant mortality is at an all t1me national low. The nation has achieved record high levels of 
cl'Jildhood immunization against preventable diseases, reduced childhood vaccine-preventable 
diieases to the lowest levels ever recorded and has made great progress in eradicating others. 
Children, women, the elderly. and racial and ethnic minorities are receiving new and overdue 
fo;::us in clinkal care, outreach, prevention and research. The nation'S food supply and hlood 
supply'are safer than ever before.' Millions more working families arid children are securing .' 
he:altl!- insurance, New mechanisms·are in place to strengthen the quality of the nation's health 
care, inforrn Americans about their health and facilitate involvement in their own care. Science 
and evidence~based research provide the underpinnings for new policy and practlce. Investment 
in biornedkal research and prevention is generating new knowledge at a rapid pace. paving the 
W:ly to grea.ter health and safety for generations to tome. 

Pr:)gress has been marked and measurable. \Vhen the Administration took. office in the early 
1990's, Americans were faring poorly on many indicators ofwell· being, Thousands ofchildren 
w(:re dying in infancy_ Tobacco use, the most preventable cause ofdeath and disease. 
contributed to millions of deaths from cancer and heart disease as wen as other diseases. 
O;'ltbreaks of contaminated food emerged, spreading sickness and alarmIng the public. Millions 
of .AJnerica.'1S lacked access to regular health care either because they had no health insurance or 
were under~insured, Famllies were regularly confronted with painful choices ~¥ paying for child 
care so a parent can stay in the workforce, saving to send a child to college, or obtaining 
ne':essary medical care for themselves or their children in times of illness or injury. 

To address these problems necessitated confronting existing economic and social realities and the 
po1iticaI realities that developed. Progress was made more challenging because of the ongoing 
tra,,,formatioll and upheaval in the health care market. A recent report by the President's 
Acvisory Commission on Consumer Protection and Quality in the Health Care Industry 
de!.cribed the dimensions of the changes in the health care indUStry this way: 

Four characteristics define the health ins.urance market today, with implications both for 
who gets coverage and also for the kinds of coverage and protections in place for those 
who have insurance coverage: (I) pluralism, with a focus on empJoyer·based coverage for 
the non·elderly; (2) significant and growing numbers ofuninsuted Americans; (3) the 
e<>ntinuing pressure of costs on employers and e<>nsumers; and (4) the shift to managed 
care and the growth of self·funded plans in the group insurance market. The implications 
of these characteristics are profound. generating potential tradeoffs among cost control, 
coverage and access. 



• The Administration initially chose to deal with a market that was changing rapidly, be<oming 
ulcreasingly complicated and functioning poorly for millions of Americans by proposing a plan 
for universal health insurance that gave every American a gateway to health care, This effort 
v.as based on an assumption that an unfettered market would continue to disadvantage significant 
groups of Americans across the country. With the blockage of the Health Security Act came 
critical lessons which infenned the Administration's approach to improving health and health, 
cure, The public was not ready to accept massive intervention which it perceived would be 
accompanied by added layers ofimpenetrable bureaucracy. It was reluctant to entrust to 
government !>olutions to major systemic problems tha1 touch the Jives of ordinary citizens. 
Generating lmge-scale investments in the face of $300 billion dollar budget deficits also proved 
increasingly problematic. 

Tn achieve progress in this environment required a new; more strategic and evolving approach to 
gC1vemment's rote and responsibilily. Extensive regulation had to be balanced against a need to 
foster, not stifle innovation. Traditional mandates had to be weighed against the potential 
paralysis of our efforts due to the opposition by some to any government intervention at all. The 

':A!iministf3tion's new approach 'caned fqr strategies' that wer,c different from the past j buttress'ed 
by strong commitments, 

TI e abiding commitment has been to the American people, to addressing their needs and to 
aChieving better outcomes for them. Promoting scientific inquiry and e\'idence~based research to 
fir d the best remedies has driven the search for new and better ways to reach our goals, A quest 
for new and effective treatments has been matched by a strong focus on identifying the best 
mdl10ds for preventing or reducing the risk of harm or disease. Public health issues became 
legitimate arenas ofpubllc advocacy, education and program development by government 
l~.dership beyond the traditional public health community. As effective practices emerge from 
ri~orous scientific analysis, there has been vigorous and concerted effort to spread them. Finally, 
th,:re has been fidelity to the notion that interventions in markets should be targeted to protect 
vulnerable popUlations, ensure quality, and strengthen the capacity of the consumer to obtain 
ne,~ded care. 

In light of these lessons and conunitments, the Administration adopted an approach designed 
an':,und defined, strategic steps. It focused on expanding access to the financing families need to 
sec ure health care. It placed priority on improving the benefits and services available to 
consumers. It demanded heightened accountability for results, which requires the ability to 
measure and report on progress to achieve desired outcomes. It promoted cooperation with every 
aff~ted sector and everyone with a stake in the enterprise. These include states and other 
governmental entities. contractors, public and private health plans, providers, professionals, the 
public health sector broadly and consumers themselves. 

In Hum, the new means to achleving the goals are realistic and pragmatic, faithful to the goals of 
hez!tt and safi:ty through coverage, quality and prevention, building progress at a pace 
ap~'ropriate to each 'aspect of this multifaceted and complicated problem, The Administration 
found ways to shape an active role for government, make the necessary investments, strengthen 
the market, and positively touch the lives of virtually every American. 
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This memorandum concentrates on five general areas which illustrate and incorporate these new 
approaches and reviews ow progress in each: access to quality health care; prevention. risk 
r,~duction and safety; expanding the frontiers of knowledge; collaboration among scientific 
Nsearch, delivery systems and practice, and consumer involvement; and strengthening 
stewardship and demanding accountability to protect and benefit consumerS. 

I: Access to Quality Heallh Car-

Expanding Health Insurance Coverage 

Cne of the most critical components of the Administration"s plan to strengthen the health of 
Americans involv,ed expanding health insurance to the ml1lions of Americans without IL 

In 1993. more than 37 million Americans had no health msunmce at all, and another 25 million 
had inadequate coverage with very high deductibles Nearly 90 percent of the uninsured were 
employed. Other families risked losing health insurance if they changed jobs, were priced out of 
the health insurance market even though they were working, or'were p'revented from purchasing 
insurance as a result of specific medical conditions. 

I 

The Administration initially delineated a proposal for Wliversal health insurance. the Health 
SHcunty Act, opening an important national debate aboU1 need, health care and health delivery 
ar,d articulating a goal of universal access to care through universal coverage, With rejection'of 
this systemic approach. the Administration sought creative ways to address, step by step, specific 
ar'eas of need: security, choice and eligibility. Another imponant area involved cost control l as 
the inflationary spiral in health care costs had contributed to making important routes to health 
care Inaccessible. 

Improving access to care for other groups stimulated different efforts to link public health 
financing with private health plans, For many recipients of Medicaid, the federal-state health 
in:;urance support for the nation's lowest income individuals. doctors and other critica! health 
care services were not readily available. Using waivers and other administrative tools to 
demonstrate new approaches, nineteen states contracted with managed care plans. linking an 
eS'jmated 1.4 million Medicaid recipients to a routine source of preventive and primary care in 
tht~ir conununity or to other critical benefits. For other low-income individuals making a 
transition into the workforce. and legal immigrants, the Administration '5 support for maintaining 
thdr ellgibility for Medicaid has been criticaL 

The 1996 Health Insurance Portability and Accountability Act (HIPAA) strengthened protections 
ror those who are insured through their employer to ensure they do not lose health coverage 
when they change jobs. The law also secured access to health insurance for individuals 
purchasing insurance individually rather than in a group health plan, limited the use of exclusions 
frem health insurance as a result of pre-existing medical conditions, and prohibited 
discrimination against employees and dependents based on their medical conditions. In addition, 
HIPAA guaranteed access to health insurance for small employers, regardless of the health stalUs 
of.any ofits group members and renewability of insurance to aU employers regardless of size. 

'. 
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Next. the Administration sought to address the serious gap in insurance coverage for children. In 
J993, more than ten million children had no health insurance, placing them in stark jeopardy 
{uring these formative years, . Uninsured children are three times as likely to have unrnet health 
reeds as their insured counterparts, and much less Hkely to have seen a doctor in the previous 
lear. Some of these children are eligible for but not enrolled in the federal-state health insurance 
rrogram serving low-income families; for others, their parents' employer either provides no ~ 
t.ealth benefits at ali, provides benefits which do not extend to dependents, or provides health 
i:1surance which parents forego because it is unaffordable. 

The 1997 State Child Health Insurance Program (CHIP), proposed by President Clinton, 
provides $24 billion in federal resources. matching state funds, to provide health insurance 
coverage for children in famiJics with too much income to be eligible for Medicaid, but not 
enough to obtain employer~sponsored health coverage. This is the largest investment in health 
care for )ow~lncome children since Medicaid was created in 1965, and paves the way for millions 
more children to be connected to a regular source of health care. 

E.y the end of January 1999, 50,states and territories had plans approved that will extend health 
insurance to uninsured children in their states. States and tenitories estimate that by October 
2000, under existing p1ans, they will be ab1e to provide health insurance to 2.5 million more 
c':llldren. A recent report sponsored by the Commonwealth Fund estimates that, when combined 
with ~edicaid outreach, the new CHIP program could reach 9 million oftbe 1l.3 million 
c,lHdren the report estimates are currently uninsured and eligible for coverage under one of the 
two prograrr,s. 

C'nlike the under 6S-year old population, elderly and disabled Americans in this country have 
b;mefitted from a universal health insurance system -~ Medicare -- for many years, The program 
sc:rves 38 million people, the vast majority ofwhom rely solely on this source ofhealth insurance 
Cl)Verage 10 pay for medical care, Some have been priced out of the complete Medicare package 
a:~ a result of their low income, others have had limited access to critical therapeutics, including 
p:'escnption drugs, With the cohort of older Americans increasing, diagnostic tools and 
treatments becoming more extensive, and health plans becoming more diverse. it is crili~al to 
IT odernlze Medicare to ensure full participation and provide the elderly the range ofchoices that 
tl' e health care market has to offer. 

Given the size of the beneficiary population and the millions more who wilt be served by it each 
y;~ar. shifts in Medicare's structure or benefits have far-reaching effects on a huge number of 
p"ople as well as on a substantial portion of the health care market. 

During the past five years, the Administration has made significant advances in modernizing 
l'ledicare and improving access to it for the burgeoning elderly population. Medicare Plus 
Choice opens the Medicare program beyond traditional fee-far-service providers and health 
maintenance organizations to a wide array ofheahh plans and benefits that serve many other 
Americans in the private market. Over time, as an expanded set ofhealth plans and benefits 
bt!come available to Medicare beneficiaries, the elderly will have a set of options that can be 
tailored more appropriately 10 a particular beneficiary's rieeds. 
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The Administration also targeted subgroups of the elderly who raced special barriers. It is now 
l'))ssihle. for example, for approximately 6 million low-income eJderly to get speciaJ help in 
P lying their Medicare premiums so that ~ey can get the benefits they are due like other senior 
cnizens, Improving medical care for Medicare~eligible military retirees v.'ill be achieved, in 
sdccted communities, by enabling them to rec.eive comprehensive health care services through 
Idlitary health care facilities. 

" 
Even as the Administration has made significant strides in expanding health insurance 
availability and widening choIce of health care options, the private employer-based health 
insurance system continues to erode. With health care costs increasing again at a higher rate and 
paring profit margins, managed health plans migrate in and out of some communities. reflecting 
recurring volatility in local and regional health care markets and undermining the continuity of 
cue for their patients. A continuing challenge involves addressing the increasing number of 
Americans who lack health insurance, Without the critical interventions during the past five 
y(:ars, however, mlllions more children'and adults would risk losing insurance, not obtaining it in 
the first pJace~ or receiving inadequate care, '(See Figure J) 

Creating Patient-Oriented Health Care Systems for Veterans and for the Military 

Th~ largest health care system in the natlon, Veterans- Health Administration (VHA), seNes 
velerans •• individuals- who have previously served the nation through the military and have been 
honorably discharged or have retired from active duty. While more than 25 mimon Americans 
are veterans, VHA provides health care to about 3,7 million veteran5~ those with service
connected disabilities or illnesses and that much larger proportion of veterans who are Jow 
income individuals with nc: private health insurance, including many who are homeless, ThiS 
population is generally older and sicker than the broader public, with a significantly higher rate of 
sUl;.stance abuse and mental inness. 

Be:ore 1995, VHA was rapjdly becoming an outdated inefficient system based on acute care - a 
collage of independent competing medical centers that provided hospital-focused, specialist~ 
based, uncoordinated and episodic treatment for illness. This system was also experiencing many 
of the same market forces that were causing upheaval in the private health care market In 1995, 
the Administration eompletely reorganized the VHA system to provide the most decent and 
reliable health care possible, to take advantage of exploding scientific and medical knowledge, 
and to address the spiraling costs ofcare. It is now a coordinated interdependent system in which 
patients are enrolled in primary care and have their care, from preventive to acute, managed by a 
single caregiver or team, lnter~facility and inter~prDvider variability in the provision ofcare is 
diminishing. More patients are being treated and are receiving a broader array of coordinated 
seruices in a greater number of locations. 

VHA established 22 integrated health care networks (Veterans Integrated Service Networks, or 
V1!:Ns) that emphasize ambulatory and primary care. Through this philosophical, management 
and operational reinvention, VHA closed, merged or consolidated hospitals and other treatment 
centers, developed nev-' mechanisms for sharing assets between and among V A facilities, 
im~]emented patient care service lines. and redirected savings from these changes to vastly 
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expand ambulatory capacity. Numerous new community-based outpatient clinics were opened 
using new legislative authorities for leasing, contracting and sharing. Accompanying the 
reBtrucroring of the system into networks, VHA instituted new systems of resource aJiocation, 
performance contracts, measurement and accountability. customer service standards and consumer 
fe"dback mechanisms. . 

The Veterans Health Care Eligibility Refonn Act enabled all veterans to apply to receive health 
care at V A medical facilities nationwide. For the first time. as a result of this ncv.' program, 
en::olled veterans will be able to receh'e comprehensive benefits mthe most appropriate cost
efJective settings, within the resources available far the priorities afveterans being enroJ1ed each 
ye.It. 

Wi th a reinvented system and new legislative authority, veterans now have better access to care. 
Massive changes were accomplished in transforming from the old to the new system. Compared 
to .FY 1994, annual inpatient admissions in FY 1998 decreased 32 percent while ambulatory visits 
increased by::'5 percent, At the'sarne time, 52 perl?ent.ofpospitaJ beds.were closed, as were three 
aCHte care ane one long-term care hospital. In 1994, less'llian 20 percent ofVHA patients . 
received primary care; by FY 1998, more than 90 percent were expected to be enrolled in primary 
CalC. Ambulatory surgeries increased from 35 percent of all surgeries perfonned in FY 1995 to 
70 percent in FI' 199ft Associated with this change has been increased surgical productivity and 
recuccd mortality! with no change in the patient risk profile, 

In .lddition to surgical mortality, one*year survival rates for the nine high volume conditions 
tra,;ked by VH.A also suggest the impact of these changes. From the baseline year of 1992 to 
1997, the survival rates remained stable for five of the conditions and increased for four 
condi1ions; congestive heart failure from 75 percent to 84 percent, chronic obstruc1ive pulmonary 
disease from 84 percent to 88 percent, pneumonia from 82 percent to 89 percent, and chronic 
renal failure flom 72 to 81 percent. 

Th,~ Defense Department provides health services to another 8 million eligible active duty service 
members, their dependents and milItary retirees, The same kinds of financial, social and 
tee mologica! pressures that affect private health systems were constraining the capacity, benefits 
anilservices arthi. large system. As part ofb.alth care refonn, the DOD redesigned the military 
he21th care system into a managed care system caned TRlCARE. using inventive ways to enhance 
a«ess, cost containment and perfonnance, DOD purchased a substantial portion of health care 
through long term, regional, risk contracts with large health care providers but produces most care 
in military hospitals and clinics, The department created the Defense Health Program, bringing 
together into a more cohesive and collaborative entity resources for the three military services' 
medica) operations and enabling them as a result to use resources and teclmology more efficiently. 
thef'eby serving patients more efficiently and effectively, DOD created a true tri-service defense 
health program using managed care on a regional basis. 

I'
Finally, DOD took important steps to bring modem communication and biomedical technology to 
imr·rove health care during deployment of military personnel and on the battlefield. Pioneering 
advances have OCCUlTed in telemedicine, mobile surgery, air medical evaluation techniques and 
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otJeT critical technology which is enabling the military to push medical care further forward on 
tb, battlefield or provide it to dePloyed individuals wherever they are. 

Consumer Protection and Quality 

Access to care is only as good as the quality of the care provided. In an increasingly complex and 
chmging health care market, the Clinton Administration has focused significant attention on 
strengthening and assuring quality care, protecting all health care consumers, and using the 
pUrchasing power of the government to ac.hjeve important new benefits, new rights and new 
ch,)ices in health care for millions of Americans. 

, 
To ensure that the best professionallmowledge i. used in the health care system, and to identify 
the moSt promising ways to protect health care consumers, the President appointed an Advisory 
Co~ission on Consumer Protection and Quality, chaired by the Secretaries of Health and 
Hu:man Services and Labor, The Commission made pioneering recommendations in a Consumer 
Bill ofrught. and Responsibilities that addressed fundamental practices to enhance the capacity 
ofI:onsuf!lers to SC:CUfe_ 9ual~ty care ~J.11 healt.h .care p'!"ovi~~; infennation di sclosure, choice of 
providers and p]ans. access to emergency services, participation in treatment decisions, respect 
ani, nondiscrimination, confidentiality of health infonnation, complaints and appeals and 
cor-sumer responsibilities. 

Thc Bill ofrughts applies to all health care consumers regirdless of the type of health plan in 
which they are enrolled. The Administration mounted a multi~faceted strategy, using 
administrative as well as legislative levers j 10 reach every ConSumer sector with these protections. 
Fi~Ft, given that the federal government itself is the largest purchaser ofhealth care in the United 
Stales. the President directed the six federal agendes that are health care purchasers to pursue full 
compTiance in their health programs, and to identify obstac1es to meeting that goal. 

Medicare, Medicaid, and the Indian Hea1th Service, the largest programs affecting over 70 million 
peo)le, have either already met Or exceeded many of the Bill ofRights' recommendations. Where 
newssary, administrative steps are being used to upgrade standards in these programs. Medicare. 
for l:xampJe, covers an estimated 38 mHlion elderly and disabled indiViduals. about 6.5 minion or 
17 rercent ofwhorn are currently enrolled in managed care. The program is implementing rules 
whkh require new patient protections such as access to emergency services when and where the 
neec; arises, patient participation in treatment decisions and direct access to qualified specialists to 
addless complex or serious medica! conditions. Medicaid, which covers about 40 million 
mdi·;iduals. about half ofwhorn are in some managed care arrangement, is adding new protections 
including access to specialists and an expedited independent appeals process for patients. 

The 285 participating health plans that reach nine million federal employees and their dePendents, 
have been directed to institute a series ofprotections for patients this year. These include access 
to eIlergency room services, access to specialists, continuity ofcare, and disclosure of financial 
incentives and methods ofcompensation used to pay physicians, Over 8 minion beneficiaries 
serv,,,j by the Military Health System and another 3 million veteran. will also receive the patient 
prot<dl0ns laid out in the biB of rights as a result of actjons by the Department of Defense and the 
Veteran's Administration. 
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Second, the Administration has proposed legislation for a Patients' Bill ofRjghts, to ensure th.t 
consumers in private health plans are similarly protected, Without legislative action, the 125 
million Americans covered by 25 million private sector health plans governed by the Employee 
Ritirement Income Security Act (ERISA) will be denied most of the patient protections identified 
as critical to quality health care by the President's Advisory Commission, 

Third. a variety of efforts have also been made to strengthen the capacity of health care plans and 
providers to develop and report quality data, and to share that information with the pubJic. Use of 
this information by employers, employees and other purchasers is critical to ensuring a system 
thH is driven by the quality of care and not simply by its cost, ' 

TIl! Quality Commission also made strong recommendations about the need to enhance the 
measurement and improvement ofquality, It suggested that health care quality improvement 
dniw on many of the same princip1es that have been applied in the Administration'S reinvention of 
go';emment 'This evidence~based approach to quality improvement is narrowing the gaps 
between what we know how to do in medical care and what we actually do for the American 
puhlic. The Administration's commitment to biomedical research has been rnatched,by a renewed 
commitment to health services research about what wdrks in th~ ·delivery.:oJhealth·care. This 
conmitrnent was carried out by the Administration's support of evidence~based research, the 
de, eiopment of the National Guideline Clearinghouse which will provide.a central repository of 
best health delivery practices, a focus on preventioll , and emphasis on research about health 
out;omes and effectiveness. 

In ;; ddition to ilskjng Federal agencies to lead the way to consumer protection in health care, the 
Pre;ident organized the Quality Interagency Coordination Task Force (QulC), a collaboration 
amnng all the federal health invo)ved in health care, chaired by Secretaries of Health and Human 
Ser.;ices and Labor, The purpose ofthe QulC is to improve measurement, share best practices 
and knowledge: about how to use information generated by measurement to improve health care 
quality, to inform patients about the options available to them, and to enhance the health care 
workforce's ability to provide quality services. 

As lechnological invention has escalated the ability to store, analyze and distribute extraordinary 
volumes of data. confidentiality of personal health infonnation has become a paramount concern. 
The'IAdministration re'sponded to this concern with recommendations to the Congress to preserve 
con:1dentiality of federal health records, guarantee rights for patients and define responsibHities 
for I ecord keepers, 

Strengthening Americans' Role in Health Care 

Respecting the health care needs of America' s citizens and strengthening their influence have 
been principal elements of the Clinton Administration' s approach to achieving a healthier nation. 
At virtually every opportunity. there have been efforts to reach Americans with accurate, 
accessible and IInderstandable information about health and health care, Emerging knowledge 
abort nutrition, fitness and disease prevention is disseminated widely and in highly visible 
mediums, Beyond these messages moreover, the information provided makes people's 

8 



I 
" 

" t 
e>lpcctations about choice real. by providing ~he practical infomlation about how and where to 
ottain health and medical care, and how to choose among a range of health plans, providers and 
tri:atments, The Administration has taken a comprehensive approach, drawing on the reach and 
re,;ources of every medjUn1, advancing the use of high teclmology in the service ofoutreach, and 
calling upon the organizations and institutIons, community networks and professionals of every 
sort who interact with the public on a daily basis,, , 

" 

Th federally·sponsored Conswr.or Assessment of Health Plans (CAHPS), which can be used by 
managed care plans, employers and others to get consumers' views of the care they are receiving, 
ilbstrates the kind of information generation which can over time affect the basis on which health 
ca~e purchasing is conducted. Among the ftrst to get the benefit of this infonnation will be 
M,~dicare enrollees in managed care plans and enrollees in the Federal Employees Health Benefits 
Pngrarn, }'oJicy in these two programs frequently sets a standard that the private health care 
sy,;!em follows, 

A :J1assive Medicare education program using print and electronic media, individual counseling, 
pa::tnering wilh private organizations including employers,' unions. advocacy groups and providers 
\vin aid the 38 million Medicare beneficiaries navigate an expanded set of health plan choices as 
th(:y come to fruition. This tailored information program for beneficiaries and their families will 
str!ngthen understanding of the program, break down its complexity, and foster more effective 
use of the health and medical supports it offers. Such an infonTIation program will have lasting 
im?act as senior citizens become more numerous, live longer. and have the ability to age activeJy 
an,! in good hoalth. 

In '::oncel1 with states} there is also an extensive education and outreach initiative to reach families 
wiib children who may be eJigible for existing or new child health insurance programs, Given the 
unique opportunity to link minions ofcurrently uninsured children to a regular source of medical 
Cale, federal agencies are reaching out to every grantee, advocacy and professional network to 
ser d the message of the importance ofhealth care for children. VirtUally all states have 
de"eloped plans and are seeking the resourCeS to expand health insurance for low-income 
children. In addition, mM)' states, including Connecticut, Vermont) Arkansas and Wisconsin 
have taken critical steps to remove the stigma of Medicaid so that more families and children who 
could take advantage of its benefits recognize its value and will enroll 

Us:ng the infonnation highway. scores ofnew government~generated web sites are enabling 
consumers 10 navigate easily the vast array ofheaith and medical information produced by the 
federal government and its partners. New lnternet resources like Healthfinder.gov. Medicare.gov, 
Na'ional Women's Health Infonnation Clearinghouse and MEDLrNE, which offers the most 
ext:nsive collection of published medical infonnation in the world~ open new doors ofknowledge 
an{ data for the public, improving their ability to become informed, make responsible choices. 
ane. contribute to improving their health and that of their family, . 

Product labeling offers another way to advance the ability of consumers to affect their own health 
and behavior. In general, consumers want to know more and more about the products they use, 
especially products central to their daily health and well· being such as food and drugs, In 
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adjition to changing the ways in which information becomes available, the quantity of 
injormation available is being increased substantially, The Internet has accelerated dissemination 
ofim increasing fund ofinformation and the Administration has taken advantage of the new 
te<hnoJogies as noted above. Careful and accurate labeling of consumer products offers another 
approach to enhancing information for public use, Just as with food labeling, over the counter 
<In'g labeling will be revised by the Food and Drug Administration to provide more useful 
information to the consumer. In the future, drugs for use by children will also be made safer by 
pr''P<T.labeling, based on newly required studies of safety and appropriate dosage. This 
inJonnation can be used by physicians and health providers to make science-based judgments 
ab,)ut appropriate treatments when prescribing drugs for children. 

I 
" 

II'1tPrevenrionfRisk Reduction/Safety 
~ , 

M;m.y things have the potential to cause harm, Motivated by a commitment to a public health 
apl)roach, the Administration saw an important role for government in increasing public attention 
to ::hese factors, applying scientific tools to understand the nature, scope and characteristics of the 
factors, testing strategies to control and prevent them, and strengthening clinical practice to use 
the most effective methods to address them, The Administration sought to improve safety and 
recuce the risk ofharm regardless ofwhether the harm resulted from disease, behavior and 
lift:style, environmental hazards or under use of care, Consequently. issues from reducing 
sUE'ceptibility to communicabJe diseases to early detection ofchronic iUnesses. from securing the 
safety of the food supply to preventing hazards and violence at work and at home and to 
preparedness for global threats, took a central place tn the roster of Administration priorities, 

~ 
II Child Immunizations 
:1 

In ,1992, less tban sixty percent ofan children under age two received tbe recommended 
im:nunizations against vaccine preventable diseases, Low~incorne children's vaccination rates 
were conslder1bly lower. Since 1993 the Administration's Childhood Immunization Initiative 
(ell) has been dedicated to reducing the risk to children of acquiring vaccine preventable 
jnf.~ctiollS dise.ases, Trus national initiative focuses (In five areas: (1) improving the quality and 
qU:,lntity of immunization services, (2) reducing vaccine costs for parents, (3) increasing 
community panicipation, education and partnerships, (4) improving systems for monitoring 
disease and vaccinations, and (5) improving vaccines and vaccine use. 

I 

Ofparticular note in this effort is the Vaccines for Children Program (VFC) which provides 
vaccines at not charge to many of the Nation~s most vulnerable chHdren, Not only has VFe 
prcgram made vaccines more available and affordable to these children. but it also promotes 
cor;tinuity ofheaIth care and has also improved access to the !atest vaccines. This year the 
rotavirus vaccine was recommended for use in young children, The vaccine works to prevent one 
oflhe most severe causes of diarrhea in children, In 1999 this vaccine win be available through 
VFC program. Prior to the VFC program, these children may nol have received timely access to 
the newest recommended vaccines, Other efforts of the cn include many vigorous and creative 
puhlic educatJ.:m campaigns conducted by public agencies, private agencies and many pubhc~ 
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private partnerships that have made possible wider acceptance and readier availability of 
inimunizations to milHons ofchHdren. Now a record high percentage ofyoung children 
th':-oughout the nation are immunized. For children under the age of two, the most vu1nerable age 
gnup, the immunization rate for a recommended series has risen to 78 percent, a record high 
le'let 

TIils record has stimulated great strides in preventing specific pediatric illnesses, Measles is 
dim.ppearing, moving from epidemic status to about 138 cases per year, most of which are 
""ported from outside the U.S. Diseases such as acquired mental retardation, de.mess, and often
fa1a] meningitis, caused by Haemophilus injluenzae type b, have been substantiany reduced. In 
all, cruldhood vaccines prevent 12 infectious diseases: polio, measles, diphtheria, mumps, 
pertussis (whc:>oping cough), rubella (German measles), tetanus. Haemophilu.s injluenzae type-b. 
vancella (chicken pox), and hepatitis B. By 1997 over 90 percent ofchildren under age two were 
immunized against measles, polio. and Haemophilus il1j1uenzae type h, and over 80 percent were 
immunized against diphtheri~ pertussis, tetanus; and hepatitis B. (See Figure 2) 

Mammograms and Other Preventive Screening 

Aiwe have learned from research about the value of regular screening to identify the presence of 
disease at an early stage j the Clinton Administration consistently has sought ways to make these 
li((: saving approaches available and affordable to the public. To make this possible, coverage is 
no' ~.' provided through Medicare for vital preventive benefits that can help prevent future Hlness or 
tnJ1T)'· 

. 
Br,!ast cancer is the most common non~skin cancer in women: and the second leading cause of 
C:Ulcer deaths for American women. Yet only 6) percent ofwomen ages 51 and over had a 

. mammography in the previous two years, according to • 1994 study by CDC. Based on evidence 
that screening measures could prevent approximateiy 15~30 percent of aU deaths from breast 
cancer among women over the age of 40, in 1997 the NIH issued guidance that women age 40 and 
over should receive mammography screening once every one to two years. Now all Medlcare 
belieficiaries over 40 have access to annual screening mammograms, and women ages 35~39 can 
obtain a one-time initjal, or baseline. mammogram. The FDA also put in pJace standards that 
up!~ade the quality perfonnance ofpersonneJ and equipment at all U.S. facilities for 
mammography screening. j 

Ch.mges in Medicare coverage also have made more accessible other critical cancer detection 
tec~miques. such as. a screening pap smeart pelvic exam and clinical breast exam including 
rna nrnography. Osteoporosis. for example. afflicts 10 mmion Americans annuaUy. 80 percent of 
wh,)m are women. Osteoporosis causes about 1.5 million fractures a year, costing $10 billion in 
din:ct medical expenditures, With tests ofbone mass density now covered for postmenopausal 
wo;nen, minions ofwomen will have an opportunity to take steps to avoid this debilitating 
d,st;ase and avert many of jts painful and costly consequences, 

Preventive approaches are not limited to 'Y0men. Screenings for prostate and colorectal cancers 

are now more widely covered benefits under Medicare. Approximately 16 million Americans 
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htve diabetes and 'nearly 798,000 new cases are reported annually. Minorities. ~ especially 
AfricaJ)¥Americans, Native Americans and HispanicsILatinos ~ comprise a disproportionate share 
of those who suffer from diabetes. Under Medicare, critical education and self-management 
training for diabetes, which will aid individuals in developing the skills and resources generally 
needed to control the disease, are now more widely avallable, 

Curbing Tobacco Use 

Rocently-appointed director of the World Health Organization, Dr. Gro Bnmtland, calls tobacco 
use the most preventable disease worldwide. In the US,. smoking is the Jargest single cause of 
m,)rbidity and mortality. Every year more than 400.000 peopJe die from tobacco-related cancer, 
re:;piratory illness, heart disease. and other health problems. At the same time, each year another 
million teenagers become regular smokers:, 

t 
R( search has demonstrated that children experiment with tobacco use at ages IO~13. become 
ad:iicted at ages 14~16, and once addicted, by age 18 become tobacco industry customers for life. 
Tc break this cycle, the Administration set a goal of reducing the smoking rate among young 
pe>ple by 50 percent within seven years, thereby curbing unnecessary disease, disability and 
de lth in adultbood. 

Tt:e insight that tobacco use. is a pediatric disease persuaded the Administration 10 open a new 
cQ,nprehensi"'e campaign in the war against smoking. First, the Administration used its 
're~:ulatory powers to prohibit young people's access to tobacco and to curtail its visibility and 
appeal to youth by limiting the industry's marketing tools, such as advertising, billboards, 
giveaways and sponsorship of events and other products, Second, the proposed rule itself and the 
flood of public response to it exposed hundreds of thousands ofpages of industry documents 
re\ eating the depth and duration of the industry's knowledge oftobacco's addictive qualities, and 
the manufacturing and marketing strategies used by the industry to expand and secure a customer 
ba!:e despite extraordinary compromises to public health, 

Th:rd, implementation and enforcement of the Synar rule became a priority. The Synar 
Amendment requires states to conduct random unannounced inspections of a sample of tobacco 
velldors to assess their compliance with laws prohibiting tobacco sales to underage children. 
States failing 10 meet their goal ofreducing viOlation rates to 20 percent risk losing a percentage 
oflheir federal funds for substance abuse prevention and treatment. HHS placed a special Office 
on 'Smoking and Health at the CDC. incJ~ding a clearinghouse to assist states with effective 
practices, establisbed a public health research program to demonstrate and evaluate state-based 
programs. and created ne\\' strategies tQ address the effects of secondary smoke and other 
enl'ironmental issues. In 1999, CDC will be providing support to alISO states, the District of 
Co";umbia. and the territories to conduct comprehensive tobacco control programs. Several states 
programs include counter~advertising, community coalitions, and policies on environmental 
tobacco, 
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FClurth. the Administration expanded the surveillance tools available to track tobacco use. In 
addition to the Youth Risk Behavior Survey and Monitoring the Future, which provide important 
national information about teens' health behaviors, by 2001 a household survey administered by 
SJlMHSA will provide smoking-related data by state and by brand. This will advance markedly 
th: ability to target specific geographic areas and specific company practices in order to reduce 
tel:n smoking. 

Finally, significant initiatives have been taken to strengthen clinical practice to help people stop 
smoking. A 1993 CDC study found that 37 percent of smokers ages 18 and older were in the 
pr:vious year given advice by a health professional to quit smoking. Research also demonstrated 
that such advice by a health profession was an effective intervention. In 1996, these findings, 
re'/iewed and enhanced by a consensus conference, generated governmental guidelines for health 
pnfessionals on smoking cessation practices that recently have been widely disseminated, 

Tllere is little question that the social climate in the country has changed as a result of the 
Administration's willingness to confront the life-threatening nature of tobacco use. No longer are 
public health professionals the only ones calling to:'take the billboards· down." It is now widely 
ac:epted and politically safe for individuals to talk about the hazards of smoking and the impact 
of smoking on the environment and for communities to take measures to countervail the vast 
advertising and marketing by the tobacco industry. Several states and many localities have 
banned smoking in public places and work-sites. The November 1998 settlement between states 
and the tobacco industry bans billboard advertising everywhere as of April 1999. 

More important, these efforts are affecting the smoking habits of millions of Americans. 
Massachusetts' aggressive set of activities against tobacco use has returned a 31 percent drop in 
cigarette consumption between 1992 and early 1997 and smoking among teenagers has remained 
le'lel while it has risen in the rest of the c;ountry. In the U.S., adult smoking declined ben.veen 
1 S92 and 1996. That the incidence Ofleen smoking nationwide continues to increase -- CDC 
reports that the number of teenagers taking up smoking as a daily habit has increased 73 percent 
between 1988 and 1996 -- reinforces the importance of holding steadfast to this campaign. 

Prevention and Response to Emerging Infections 

Just as new tools are needed to address a global economy, new tools are required to deal with 
gll)bal health. With trade more open and international travel more accessible and affordable, 
inl:fividuals from throughout the globe are coming into the U.S. At the same time, urbanization 
has brought more crowding in congregate spaces for both adults and children, and agricultural 
pnctices and food production are undergoing rapid change. Such transfonnations increase the 
ri5k of exposure to new pathogens that may never have been seen before in humans, increase the 
pr,~sence of infectious agents that previously were insignificant or less virulent, and increase the 
melihood of diseases that were generally found in animals finding their way into humans. 

Tile Administration faced these new dangers by establishing comprehensive plans for prevention 
and response systems to address new infectious diseases regardless of their origin, including 
building the capacity to identify, track, diagnose and treat them rap~dly and effectively. 
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Strengthening the public health infrastructure as a whole (including federallaborato,;e, and 
,surveillance, as well as state and local capacity to identify, diagnose, and respond) win enhance 
the nation's capacity to deal with health emergencies of many types. The critical capacity 
nt:cessazy to address all of these issues ofemerging infection involves detection of the infection, 
is:>lation of the infectious agentt identification and characterization of the microorganism. and 
lbkage to a system ofprevention and/or treatment. 

Through the leadership of the Centers for Disease Control and Prevention, the U,S, launched in 
I i94 and updated in 1998 a strategic plan to prevent emerging infectious diseases. The strategic 
planning documents, developed with tlle Committee on International Science. Engineering, and 
Technology (eISET) and a score offederal agencies, provide the framework for specific action 
initiatives to address, for example. food safety. an influenza pandemic, and bioterrorism. The 
Initial plan spurred PresidentiaJ action ~d congressional appropriations. a resolution and plan by 
fle World Health Organization, a plan for Canada, a Department of Defense plan and an NIH 
i:lfectious disease research plan. Other indicators of progress include new resources for state 
bealth departments, training young professionals to build new leadership, and renewed attention 
on infectious diseases wruch had been considered conquered rather than only controlled, and (or 
,vhich we had nol imagined new kinds or sources ofinfectious agents, 

In the international sphere. [he Ullited States recognized the importance of addressing global 
h:ealth through cooperation with international organizations and as a high priority lssue in bilateral 
::elationships. The World Health Organization (WHO) plays a critical role in coordinating 
establishment of international standards for vaccines, blood products. other biological products. 
:!rugs and medical devices and for the data and infonnation that help medical and health 
professionals assess, diagnose. treat arid prevent disease and disability worldwide. Working with 
other refonn-minded countries. the U.S. led the effort to reinvigorate the WHO by searching for 
and recruiting new leadership, ultimately instaHing Gro Bruntland, of Norway. as the new WHO 
Director. In addition, global health is now an issue on the agendas of the European Union and the 
Organisation for Economic Cooperation and Development (OECD), and the U.S, is working 
closely with the Pan American Health Organization to increase the use of existing and newer 
vaccines, to strengthen the National Control Authorities and the National Control Laboratories 
involved in the regulation of vaccines and other biologica~ products. and to increase the research 
and surveiHance activities in the regioR Finally, commlttees to address health through 
information. technical assIstance and other exchanges were established as part ofbilateral 
relationships such as the commissions betWeen the V,S. and Russia and between the U.S. and 

, South Africa. Several other bilateral'working groups, including the US/European Union Task 
Force, the USl!NDlA Joint Working Group, and the US/Japan Common Agenda, are pursuing 
activities to address emerging infectious diseases, 

\ Food Safety 

,Foodborne illnesses kill approximately 9,000 people annually and make up to 81 million others 

sick New, more virulent; more drug· resistant pathogens, life style changes such as eating more 

meals outside the home, the importation of more foods from around the world, the increased 

consumption of seafood, and other shifts in food production are creating new chalJenges for the 
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mtion's food safety system. The inspection system, first established in the 1920s and operated by 
several different agencies, had become completely outmoded. ' 

TI) overcome this fragmented, divisive and archaic system ofrnonitoring and protecting the food 
scpply, the Administration advanced a comprehensive new initiative to make sure that the food 
A;nericans consume is one oftbe safest in the world, This concentrated attention to the food 
safety system has resulted in sl.bSlantial improvements. from modernizing inspections to creating 
a :1igh technology early wammg'.<ystem to detect and control outbreaks offoodbome illness. 

N)t all the improvements in food safety rely on high technology solutions. The Administration 
al;o has given renewed 'dsibiJity to high impact low technology practices. such as hand washing 
ar d everyday actions that individuals can take to handle and prepare food safely. Fight Bac!, a 
CCnsumer education campaign, focuses on four basic principles: CLEk"', SEPARATE, CHILL, 
ard COOK. Mounted by the Partnership for Food Safety Education, a coalition ofgovernment, 
industry and consumer organizations, the campaign is vigorously communicating messages to the 
broad public to convince them to change unsafe food handling behaviors and to adopt sound, 
sclence~based public health practj~es that. ensure food safety_ "1,"," ',., j, 

Bolli the U.s. Department ofAgriculture (USDA) and FDA now use a new highly science·based 
arproach to inspections and enforcement, called Hazard Analysis and Critical Control Points 
(HACCP), which places considerably more responsibility than in the previous system on the 
ccmmerciaI food producers or processors, This new basis for inspection and detection has been 
pc.! into place for seafood, meat and poultry and will be applied as well to juices. 

The new system also includes enhanced surveillance capacity through FoodNet. a network of 
la'Joratories to do active surveillance regarding foodbome illness, and PulseNet. a network of 
Ia')oratories speciaHzing in genomies and genetic fingerprinting, which wi11 facilitate rapid 
re:ognition of outbreaks so they can be investigated and controlled before they spread. PulseNe! 
is expanding its reach and capacity by connecting many state public health laboratories with CDC, 
ard by bringing USDA and FDA laboratories on line. A Food Safety Council, established by the 
President in 1998, wilJ institutionalize coordination among the nine agencies involved in food 
safety across the goverrunent to ensure that a seamless food safety system is achieved. 

n le early indicator of progress is the reduction in time between detection. diagnosis and response 
w;~th regard to certain emerging infections, In 1993, it took weeks to detennine the common food 
SOurce of the outbreak of foodbome illness caused by a deadly strain of bacteria, E. coli OI57:H7. 
Today. it can take PulseNet and its new computer links as linte as 48 bours to match strains of 
b~cteria and recognize foodbome illnesses occurring at the same time but in different 
ccrnmunities, In the near future, PulseNet will be able to perform these functions not onty on 
E.coli 0157:H7 isolates, but also on other bacteria that cause illness through food. This 
te:hnology and coordination can detect major outbreaks and provide the basis for determining 
ptlblic health actions, including product recalls, ultimately roducing illness and saving lives. 
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Bioterrorism 

TIle U,S, has increasingly become vulnerable to terrorist attacks with weapons of mass 
destruction, Biological weapons present some unique chaHenges. including a silent release in a 
pt:blic space and a prolonged process of identification more likely to occur in context of a health 
professional, which call for a special response capability. 

Ttl address the health consequences ofany incident involving use ofnuclear. biological or 
cl emicaJ materials, the AdminisiJ'ation is developing a strat'egic plan with four components: 
er:hancing th<: public health infrastructure with emphasis on the surveillance system~ 
st:engthening the medical response capabiJity; creating and maintaining a stockpile of 
pharmaceuticals and other materials; and enhancing research, design. development and approval 
of diagnostics, antibiotics/antivirals and vaccines, Implementing this plan will require creating 
pitrtnerships to enhance the local health and m¢icat system capability to respond effectively, 
while at the same time improving the federal capability to augment rapidly state and Iocal 
Tf sponse resources, including local emergency medical systems, ., 

Promoting Reproductive Health. Preventing lnferulity 

"Reproductive health is a state of complete physical, mental and social welJ-being and not 
merely the absence ofdisease or infinnity, in all matters relating to the reproductive 
system and its processes. Reproductive health therefore implies that people are able to 
have a satisfying and safe sex life and that they have the capability to reproduce and the ,I freedom to decide if, when, and how often to do so," 

These words represent the resolve of the 1994 International Conference on Population and 
Development that publicly transformed the world understanding of health and reproduction. No 
hnger are these lssues to be viewed only from the perspective ofcontrolling population. Instead, 
with significant engagement by the U.S., the delegates from around the world crafted a 
"programme of action" designed to promote reproductive health and to recognize reproduction as 
t health and human rights issue, As the National Research Councit subsequently stated, implicit 
in this vision of reproductive health are three principles; 1) every sex act should be free of 
c:oercion and infection; 2) every pregnancy should be intended; and 3) every birth should be 
healthy. 
, 
These have been defining tenets since the Clinton Administration took office, In one of his 
l:arIiest actions. the President overturned a previous directive prohibiting women in the military 
:rom receiving abortions. There have been consistent efforts to promote choice l enhance 
"eproductive health and take a comprehensive view ofwomen's health. 

,Stemming sexually transmitted diseases. especially chlamydia and syphHis. is one of the arenas in 
"hich progress is most promising as a result of this important shift in framework. Chlamydia, the 
most common infectious disease reponed to the CDC. is the most common preventable cause of 
potentially fat.lmbal pregnancies and involuntary infertility. This sexually tnmsmitted disease 
can facilitaie the spread ofHIV. and infant eye infections and newborn pneumonia can result from 
:natemaI transmission ofchlamydia, 
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In the pasl six years, the nation has tackled chlamydia using a reproductive he.lth paradigm, a 
di lTerent strategy than is used to address other STDs, To address jointly the prevention of 
pr~gnanc)' and prevention ofSID infection required coUaboratlon across STD prevention and 
fa.nily planning programs at the federal, state and local levels. Federal funding for chlamydia 
prevention are now shared between these two branches of public health departments, creating 
m :m: conneclion across the two programs. Data from the states in which this approach has been 
m>unted indicate dramatic declines in chlamydia positivity in both older women and teenagers 
ar.ending family planning dimes that were participating in the screening program. A similar 
ef:ort use chlamydia screening in a managed care setting showed a reduction by 60% of pelvic 
inUammatory disease (PID) which is the central link to negative health outcomes. 

Building on th.is recognized success, federal resources now cover about 40~50 percent of women 
in pubJicly funded family pJanning dinics in 20 states, However, in the other 20 states, only 
about 15 percent of women at risk are reached with the screening protocol. The Administration is 
pnposing to expand sllccessfuJ screening and treatment programs for chlamydia. 

Another SrD j s>'Philjs. is targeted for total elimination in the U.S. Prevention of syphilis is 
cr;ticallo reducing transmission of HIV . Currently, the U.S. is at record low rates of syphilis~ 75 
percent ofcounties have eliminated the disease. In the past several years, progress has also been 
made in bringing d.own the disparate impact of the disease by race from 60 percent higher among 
A~ncan Americans than whites to 40 percent higher. Nevertheless, just 3 i counties produce half 
of all tbe new syphilis cases. and the racially disproportionate impact persists. A focused effort to 
eliminate the disease will involve using the biomedical tools already available and building the 
pcblic health infrastructure which is necessary to address other persistent and new infectious 
di~;eases -- other STDs, AlDS, tuberculosis, bioterrorist threats ~~ in areas that currently suffer 
from severe lack ofeapacity. 

Traffic Safety 
, 

In the decade preceding the advent of the Administration, considerable progress had been made in 
irr,proving traffic safety, However, a robust economy stimulates greater mobility and increased 
use ofvehiclf:s. As II reSUlt. stagnation in traffic safety markers such as fatality rates, fatalities 
re:ated to alcohol use, and the use of seat belts essentially meant falling behind with more deaths 
and injuries - virtually all preventable. . 

New leadership at the National Highway Traffic Safety Administration (NHTSA) reengineered its 
approach to traffic safety to place it once again on the public agenda not only of government, but 
of industry, public health professionals and a wide variety ofcommunity stakeholders, Further, it 
fO'md a range ofnon~regulatory remedies to promote positive safety practices 00 the road. As 
with other public health problems, many of these new solutions relied on reaching out to a broader 
constituency, and developing partnerships at the state and community level l to share responsibility 
an'd ownership of the problem of molor vehicle injuries. 
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TO' make the new collaborations effective, NHTSA created constituency-specific networks to 
focus on discrete problems, The Network ofEmployers for Traffic Safety (NETS), for example, 
enables industry to focus on traffic crashes as an internal cost Issue. Techniques for Effective 
Akohol Management (TEA..\1) draws together representatives of athletic stadiums and arenas, 
ini :ially to address alcohol·related motor vehicle injury, and mOre recently to highlight seat belt 
USc:, Engineers from the automobile industry are now linked to a wide spectrum of scientists, 
hel\.lth professionals. law enforcement personnel, and crash investigators at seven trauma centers 
atcimd the country through ClREN (Crash Injury Research and Engineering Network) to improve 
the knowledge base about injury resulting from vehicle crashes and about the factors contributing 
to I;rashes. Through this new information, medical professionals can make better decisions about 
risk, diagnosis and interventions. 

Scientific knowledge became a catalyst for change in other arenas as welt Research findings 
stimulated renewed interest by law enforcement agencies whose participation was essential. The 
fact that the majority of felony arrests result from routine traffic stops energized police and other 
1aw enforcement personnel to give greater visibi11ty to enforcing use of child safety seats, seat belt 
,usage and other sa-fety measures. 

StNngthening the data system which undergirds traffic safety efforts has also proven particularly 
effective in engaging states in taking actions to address their local problems. NHTSA linked state 
dat i to enable states 10 analyze and assess their own infonnation instead ofrelying solely on the 
fed,ral agency to identify the problems, In addition, through CODES (Crash Outcome Data 
EVHluatlon System) traffic records are cormected with data about hospital discharges emergency 
me.;lical services, 

Fin,lIy, NHTSA created the Safe Communities program to elevate traffic safety as a public health 
isstle, catalyze comrnunity~based coalitions; and make available the to01s commuruties need to 
address the problem in a sustained and results oriented way, Other federal agencies such as CDC, 
intergovernmental organizations such as the National Association ofGovemor's Highway Safety 
Representatives, and other public and private organizations became partners with NHTSA to 
assist localities to identify and take control of the safety issues in their communities, More than 
550 communities have opted 10 be '''Safe Communities," and with support from other federal 
agelcies, these coalitions are mobilizing to address other safety issues as welL 

The renewed interest in traffic safety at all levels ofgovernment and the community is beginning 
to r,!ap benefits in greater use of safety measures and reduced injuries, In 1997. seat belt use 
inched up to 69 percent. alcohol-related traffic dellths dropped by two percent. declining to a 
rewrd low oD8 percent, and the fatality rate from crashes fell .lightly to 1.6 percent. also an all 
timl~ low, 'With Americans traveling more-every year, continued effort along this path win be 
ne«!Ssoty to meet l'<'HTSA's goals of. 20 percent reduction in traffic fatalities and injuries by the 
Year 2008, 
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Improving the Safety and Health ofAmerico 's Workers 

Many serious workplace hazards threaten the health ofworkers who labor in their midst. 
Whether through injury or disease, these hazards jeopardize the productivity of the workforce, the 
weJl·being oflhe workers and their famjljes. and the fiscal vitality of the industries involved. 
Despite progress in reducing workplace deaths between 1980 and 1994, an average of 137 
individuals die each day from work-reJated disease and an additional 16 die from injuries on the 
job, Millions more are injured or permanently or temporarily disabled, The estimated annual 
et:onomic burden ofdisease and injwy for occupational disease and injury in 1992 was $171 
billion. Yet reducing the risks presented by many of these hazards has proven an arduous task as 
a result of the polarization of interested sectors, debates over regulation, and tensions about what, 
if., any. degree of risk is acceptable, 

The Adm:nistration realized that the debates were protracted, resolved little and often resulted in 
stalemate, Millions ofworkers remained unprotected, Both public and private sector efforts have 
faced increasing fiscal constraints brought about by the downsizing trends of the 1990's. 1t was 
,lear to the Administration that it was necessary to go beyond tradition and the usual approaches 
to test a different strategy. To address this issue, the National Institute for Occupationai Safety 
11Ild Health land its more than 500 partners created the National Occupational Research Agenda 
(NORA) in 1996 to target and coordinate occupational safety and health research and to leverage 
l:esources fClr research tOo protect working Americans, 

'The Agenda identifies 21 priority research areas for the entire occupational safety and health 
~mmjJnity. In 1998, the largest single infusion of federal funding for extramural occupational 
health and safelY research was achieved. Science and new technology became tools for consensus 
building arQund pragmatic solutions rather than the source ofdebate about relative levels of risk 
,reduction. 

Partnership is vital to the Agenda's success. An illustrative example involves a pioneering 
partnerShip with the asphalt industry and the associated labor organizations which led to a timely 
voluntary solution to the problem ofworkers' exposure to asphalt fumes during paving 
'operations, The partnership turned the traditional approach on its head) seeking to prevent rather 
'than react to the carcinogenic effects of asphalt fumes on workers. Traditional rulemakjng in this 
case would have provoked years oflitigation and would have lost time to protect the affected 

. workers, The partnership, by contrast, was able to sidestep a protracted debate and deliver 
practical controls in the workplace. Through the use of innovative engineering controls. the 

, partners were able to achieve 100 percent of an industry voluntarily agreeing to impiement control 
technology equipment -- which reduces worker fume exposure by about 80 percent - on all new 
highway pavers,. 

" 
Over the past five years. successful occupational health and safety research partnerships with 
private industry and labor, including General Motors, Wahnart, United Auto Workers, Browning 
fenis Industries. Laborers' Health aod Safety Fund ofNorth America, Ford Motor company, and 
others have laid the groundwork for a new era ofprotecting America's workforce. 
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!, Strengthening Safety ofConsumer Products 

Pmtnerships have also become the hallmark of efforts to the improve the safety of consumer 
products. The U,S. Consumer Product Safety Comruission has, whenever possible, used . 
v(,luntary and pragmatic approaches to achieving safety' for the public in preference to more 
ac.versarial regulatory measures. 

R"ealls of hazardous products are now accomplished, for example, with an innovative process of 
cellaboration with industry. This Fasl Track Produc! Recall Program, which received the 1998 
Innovations in American Government Award from the Ford Foundation and Harvard's Kennedy 
S, hool of Government, aebieves recalls three times more quickly than in 1995. In this program, if 
an industry voluntarily identifies and reports a product problem to the CPSC, and agrees to do 
re:alls within 20 working days, the CPSC agrees nol to make a leIler of findings Ihat would 
oflcrwise be placed in public files about the industry, This new process has minimized 
adversarial proceedings, increased the rate at which products are returned to the manufacturer, 
ef::ectively getting unsafe pro~ucts .offthe shelf faster and away from consumers, From products 
'su,h as Hasbro's "SoftWalkin' Wheels" lOy to Sunbeam's Gas Grill, fast-track recalls occur in an 
average of seven to ten days, effective1y deterring'most hazardous products from ever getting to 
consumers in the first place. 

R(!gulating product safety has traditionally been time consuming and often contentious, CPSC 
sought alternatives to regulation as ways to achieve safety while retaining the power to regulate, 
Fer example, to overcome the problem of children strangling when the strings at the neck oftheir 
outerwear gatments caught on playground or other equipmen1. CPSC asked industry voluntarily 
to remove the strings and replace them with snaps, buttons or Velcro closures, Industry agreed to 
do so voluntarily and later adopted a voluntary standard on this issue: Indus1ry solved a different 
pri)blem, eliminating the loops on venetian blinds cords in which some children were strangling, 
in a similar cooperative fashion. First, the industry agreed to give away replacement safety tassels 
free, Subsequently, a new voluntary standard was adopted and industry developed a number of 
neN safer products to eliminate the strangulation hazard. When CPSC told manufacturers of baby 
w, lkers that it was considering a mandatory standard to address the thousands of injuries to 
chJdren resulting from falls down stairs, the industry came up with a variety ofnew designs. 
Btth the affinnative efforts to collaborate v.'ith industry and the continuing authority and 
willingness to regulate where necessary have produced significant improvements in the safety of 
CO:lsumer produc1s, 

Efbrts to promote safe products and to reward good practice have also heightened awareness and 
att:ntlon by the public of ways to prolect people from harm. In cooperalion with Gerber Foods, 
CFSC developed the "Baby SafelY Showers" program, which the First Lady helped launch. This 
id, it has been picked up by hospitals, organizations thaI work wilh new mOlhers, parenting 
ed1lcation programs and many others to help educate new parents about safety in infancy. The 
CFSC Chairman also initialed a Commendation for Substanti.l Contribulions 10 Product Safety, 
gh'en periodicaHy to industry, which offers another way to give public attention to positive 
actions for safety. 
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Prevention ofFamily and Interpersonal Violence 

Intentional injwy between intimates reached very high levels in the early 1990 •. In 1993, there 
were more than one million violent victimizations ofwomen by an intimate. A 1994 study of 
child abuse and neglect, using a methodology that includes children both reported to child 
Plotection agencies as well as children believed to be r.:.ltreated but not reported, found that 2.8 
minion cru1dren were abused Or neglected. The Administration made a major commitment to the 
pJcvention of family and inlimatr violence, 

In the context ofa comprehensive effort to address crime, the Administration collaborated with the 
Congress to gain adoption of the Violence Against Women Act. While efforts to prevent and end 
St!xual violence began as grass~roots, community~based movements more than two decades ago, 
ties. landmark provisions of the Crime Act of 1994 provided new legal tools and bolstered 
tLnding to address violence against women. The Violence Against Women Act made certain acts 
ffder.1 crimes. It doubled funding for shelters and other critical community-based help for 
b lttered women and their children. It also substantially increased funding for rape prevention and 
c,lucation, especiaU)1 for school-age chiMren. It provided new support to locallaw enforcement 
3.!ld police for training and special focus on domestic abuse. 1t enbanced research opportunities, 
s1 imulating collaborative investigations across domains and disciplines. It strengthened 
sllrveillance and applied to crimes against women public- health methods oftrackjng, testing and 
e laluating interventions, and spreading effective practices and public health messages. These 
a.?proaches are making it possible to link more closely survei1lance processes and service delivery 
s:/stems to strengthen the science base for systems that prevent and respond to .famJly violence, 

Signs of progress are emerging. The Crime Victimization Survey, administered by the Department 
of Justice j reports that since 1993. the rate at which WOmen experience violent victimizations at the 
hands of an intimate has declined, For every 1000 women in the population. the rate dropped from 
9,8 vlolent victimizations in 1993 to 7.5 in 1996, Vigorous implementation of the Vio!en~e 
Against Women ACI. knitting together legal protections, social supports and public health 
approaches at the community level have contributed to a climate in which violence between 
i;)timate partners is not condoned. 

Escalating reports ofabuse and neglect of children propelled the Administration to seek ways to 
reassert the importance of safety in both policy and practice. Through the Adoption and Sare 
Families Act of 1997. states are given streamlined legal requirements and new financial incentives 
t, f""ilitat. and expedite adoptive or pennanent families for maltreated children who have been 
hnguishing in foster care. The new law also increases support for preventive and early 
i:ltervention activities to help 'vulnerable families stay together safely. 

Together, these new laws and the additional resources flowing into communities are establishing 
for the next century essential frameworks for enhancing family sarety. 
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111', j;lIJ1anding the Frontiers of Knowledge 

Cctmmitrnent to the continuous development ofknowledge has been a canon ofthe Clinton 
Administration, Scientifie discovery is exploding at an unprecedented pace. Technology, 
genetics. and infonnation capacity have all contributed to this flourishing and complex enterprise, 
Fbding ways to continue and accelerate these developments and harness them for the public good 
has required many careful and strategic steps, as well as a deep respect for and understanding of 
the nonlinear nature of the processes of scientific research and advancement. Rigorous research 
us .!ally takes not only talent and creativity but time, rarely proceeds without complications or 
detours. and requires conunitment for the long course, 

A first and fundamental step taken by the Administration involved recognizing the need to 
strengthen the intellectUal, managerial and financial underpinnings of the governmenfs vast 
scientific activities, The Administration attracted one of the world's most distinguished scientists 
to lead the Nationallnstitutes ofHealth. the world's largest biomedi<:aI research institution. He, in 
tum. attracted a number ofdistinguished biomedical researchers to lead the various Institutes and 
Centers. In addition, the Administration caned annua1lY for significant support for science 
research. and crafted a 21 st Century Research Fund to stabilize rugh level investment in 
bi<,medical, behavioral, and prevention research for the next generation, 

Over the past five years, building on the multi-year research activities ofa large number of 
in, estigators and collaborators. many important discoveries have emerged and several have been 
swiftly transferred into clinical practice. Significant and durable changes have generated much 
mere active processes for translating basic science into clinical practice and then into broad use. 
New communication tools are making it possible to give greater visitillty to and gnlphkally 
p0l1ray basic science stories. These stories attract public attention, convey vividly the excitement 
of:lew scientific discoveries j show the progress that is occurring and give a vision of what is 
po::sible, Through stories, the public can become more knowledgeable about personal health, 
allowing individuals, where possible, to be healthier. 

One result is a much more holistic approach to disease, to health and to basic human behavior and 
functioning. It is possible now, for example, to under~1and and promote the notion that when diet 
is changed in certain ways, it is affecting risk factors not just for one disease -- heart disease or 
cancer or osteoporosis -- but potentially for many ofthem at the same time. Further, research on 
any disease frequently confers unanticipated insights into other diseases, 

Vaccine Development and Use 

Th(: development ofsafe and effective vaccine has been one of the outstanding accomplishments of 
bio'nedica! research in the 20th century. The beneficial impact of vaccines has been especially 
grelt in improving the health ofchildren, Childhood vaccines, used in national inununization 
programs, have eradicated one infection (smallpox), eliminated another from the Americas (POlio), 
and 'dramatically reduced the incidence ofmany other infectious diseases ofchildren, In the last 
five:; years there has been Significant progress in vaccine development, led in major part by the 
National Institutes of Health (NUn (See above) The FDA and its biologic laboratories in 
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ccoperation with the NIH and the CDC have provided critical contributions fostering the 

acce1eration ofnew cutting edge technologies by establishing standards and methodologies 

ensuring the safety of these new product areas, 


" Several vaccines for use in children are in advanced stages ofdevelopment One ofthese, the 
vaccine to prevent rot.virus diarrhea has been licensed by FDA for use in the United States in 1998 
and has been recommended for routine use in children by the Immunization Practices Advisory 
C(lmmittee, This vaccine prevents the most common cause ofdehydrating diarrhea in infants and 
is ·widely expected to markedly reduce this problem. An experimental live vaccine, the cold
adapted ~) influenza virus vaccine is also under development. Based on reports of 
inllestigational clinical trials. it is expected to improve significandy the health of children by 
pn:venting about 90 percent afthe cases of acute influenza infection that occur in children and also 
re(!uce the rates ofmjddJe ear infection hy nearly one third, Vaccines to prevent the serious 
complications ofth. food borne infection caused by Escherichia coli 01 57:H7 and related 
en1crotoxigenlc strains are also on the horizon, 

Pediatric AIDS 

. Hfi1 has been one of the leading causes of death in the U.S. between the ages of I and 24 years 
sin::e 1991, Transmission ofthe virus from HIV-infected pregnant women to their offspring is the 
rn~ior source of new pediatric infections in the U,S, and worldwide, In 1994~ an J\1H-sponsored 
stujy group reported a clinical trial which demonstrated that zidovudine (ZDV or AZT) 
adtninistered to the nlother during pregnancy. labor and delivery and to the infant in the first weeks 
ofHfe can reduce mother to child transmission of this fatal infection from 25 to 8 percent A 
Puhlic Health Service Task Force led by an NIH researcher published recommendations which 
for;n the major hasis for the use ofthls drug to prevent perinatally-transminw pediatric HIV and 
All)S, Recent reports from a number of areas around the country indicated that maternal-fetal 
rrallsmission ofHJV has fallen to 5~7 percent as a result of this treatment regimen, Drug 
development for ther.pies for HIV is an area which facilitated and broadened the ability of 
chiidren to access both clinical trials and new therapies, ' 

ThE: recently presen1ed findings ofanother NIH researcher, based on a comprehensive international 
study, suggests that elective cesarean de1ivery can reduce further the transmission rate in ZDV~ 

treated pregnant infected women to only two percent. Furthennore, as a result of NIH-sponsored 
rest arch and public health service clinical guidance, this nation is also on the way to eradicating 
mOlher-to-child transrnitled pediatric AIDS, beating the two percent rate of perinatal HlV 
transmission set as a goal a few years ago by the private Pediatric AIDS Foundation, 

, 
II 

Chronic Disease 

New knowledge has changed some chronic diseases to acute diseases and these can be treated more 
effeotively. For example, with the discovery that about h.lfto three-quarters ofpeptic ulcers are a 
result ofan infectious agent, the disease can now be managed through the use of antibiotics. The 
len£th and frequency ofcrises from sickle cell disease. which affects African-Americans 
disproportionately, have been diminished through the use ofhydroxyurea added to peniciHin to 
pre\'ent infection, This treatment has been approved for use by adults but not yet for chHdren, 
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The first indications have emerged ofa decline in the incidence and death rates from cancer. 
While not yet confirmed, likely contributors to this decline include: a decrease in smoking among 
ad]lit men and improved screening procedures including mammography and pap smears, which 
lea"d to earlier detection and management of the disease, increasing the survival rate. Another 
likl!:ly contributor involves greater sophistication in defining risk, enabling better advice to be 
pn"!ffered on prevention. ' 

Deaths from coronary heart disease continue to decline, reflecting new treatments such as beta 
bl(ckers. New diagnostic techniques also enable earlier detection, finding heart disease that may 
ha',:e gone WlIloticed in the past. On the horizon is making sure that the successful treatments are 
m~de widely affordable and available. 

IV:' Collaboration Arnong Science Research. Delivery Systems. Prevention. and Consumer 
llli" olvement , ' .,.. " , '!.' 

One of the hallmarks of Clinton era strategies for change has been to maximize collaborations 
between government and anyone with a real interest in the issue. Complexity has been a major 
factor inherent in trying to conquer health and safety problems that contain scientific and 
technological, fiscal, political and social dimensions. The Administration made certain 
assumptions in the face of these complexities. Foremost among them was that no one sector could 
devise solutions or take action alone. So the Administrati9n crafted collaborations to bridge 
sd:ntific research, dissemination of findings, application of findings to new treatments and making 
the treatments available safely and as quickly as possible. ; These partnerships drew on both public 
and private health care delivery systems to put new findings into practice, and involved consumers 
as i eachers as well as beneficiaries. Wherever possible, cooperation included providing 
in~)!rnation, and developing, testing and marketing prevention strategies. 

HIVIAJDS: A Case Study 

Nowhere has this collaborative approach been more historic and had greater impact than in the 
fight to stem HlY/AIDS in the United States, In the 1990s, AIDS diagnoses and deaths dropped 
markedly in this country. At least 15,000 fewer people died of AIDS in 1997 than in the previous 
yea alone, a 42 percent decline. (See Figure 3) Among the leading causes ofdeath, HIV infection 
fell from 8th to 14th place between 1996 and 1997. The result is increasing numbers of people 

.wh) are HIV-infected and still alive and whose quality of life has imprOVed. The number of new 
cas:s ofHIV infection reported annually in the United States has leveled off to approximately 
35,~00 to 40,000 per year, far less than in the early years of the epidemic. However, rates of 
infi:ction in some raciaVethnic minority communities have increased over the years and remain 
aJrumingJy high, 

This legacy builds on the work, creativity and perseverance ofmany who came before and has 

achieved its significant changes tlrrough the multiple and layered efforts of many throughout the 

goYernment, the private sector and by the pUblic. Actions by the President from the outset of the 
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Administration, dedication of the federal scientific enterprise, public health agencies and many 

others. and unprecedented investment of resources for treatment and prevention, however. have 

contributed to deepening and accelerating progress in controlling this disease. 


Since the disease was identified in 1981, the past five years stand out for the number, nature and 
pa,:e ofchanges that have been made. During the 1980's, HIV was addressed using a 
rehabilitative, chromc care model, focusing heavily on hospice care and with virtually no reSOurces 
de'/oted to treatment. The period of time from diagnosis to death was 12-18 months. From the 
md-eighties until 1990, scientists began to be able to describe opportunistic infections. With the 
ability both to identify and to anticipate infections, practitioners began to apply a therapeutic 
mc del, resulting in significant drops in morbidity and to some extent mortality. Still, however, 
only minimal funds were available for treatment and the period of time from diagnosis to death, 
while widening, was about j 8 to 26 months, The early 1990's brought significant scientific 
breakthroughs in the development ofnucleisides (AZT, DDI, DDC, nc, D4T), extending the time 
fra'" diagnosis to death to abeut 36 months. In 1991, the Ryan White Act provided for medical 
treatment and SUppOI1 services that identify and retain people in care. 

Ad ~uate funding for these treatment and support services. though, were only realized wben the 
eli Jton Administration fought for them, Provided in combination With the nucleicides. these new 
serfices extended significantly the amount of lime someone could live with HIVIAIDS, 
len;;1.hening the time from diagnosis to death to four to five years. These shifts were accompanied 
by ,;onsistent presidential attention marked by establishing an AIDS office in the Vlhite House, 
creating a Presidential AlDS Advisory Council and holding a Presidential Summit on AIDS, 
Fur' ding for AIDS research, treatment and prevention was a priority in every budget submitted by 
the Administration. resulting in a 266 percent increase in Ryan White CARE Act funds. and a 787 
pert:ent increase in assistance for the purchase of AIDS drugs. In addition, the President used his 
exe :utive powers to heighten focus on ensuring that teenagers get the message that they are not 
immune to HfV and that employers. including the federal government. have an obligation to 
pro'tide accurate, sensitive training for employees about HIV/AIDS in the workplace, 

The most promising developments emerged in 1995. The use ofprotease inhlbitors in combination 
witt I nucleisides was rigorously tested and returned promising findings with unusual speed, These 
findings provided incentive to place HIV~infected individuals in phase 3 clinical trials enabling 
therr) to receive the new treatment regimens, The early 1990's brought significant scientHic 

, breakthroughs. including the development of nucleoside analogues. that dramatically improved the 
dun: tion and quality of life for people infected with HIV. They have also decreased the nwnber of 
new cases and shifted the mix ofwho is affected by the disease. 

HIVIAIDS has become a disease ofmajor proportions in poor, minority communities. Stemming 
the disease in these communities by strengthening access to care and treatment, ensuring that the 
dru8 combination is available and affordable, and investing in outreach, education and prevention 
poses critical chal1enges for the future. In collaboration with minority elected officials, the 
Administration has enhanced its activities and garnered new funding to address the AIDS crisis in 
the$l!" communi1ies. 

, 
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Dt:velopment of a yaccine that can lead to eradication of the disease remains an essential goat The 
Pr,:sirlent, in May 1997) laid a challenge to develop such a vaccine within ten years, and 
eSlablished a comprehensive AIDS vaccine research initiative, After only one year, the Food and 
Drug Administration authorized the first large-scale trial ofan AIDS vaccine in this country . 

. 
The Administration is also taking the lessons from the recent U.S. progress in reducing the 
de lastating impact ofHlV IAlDS to the developing world which is suffering even more far 
....~hing and catastrophic effwts. It is worth illustrating more spwificaUy the name ofthese 
contributions, since they reflect robust and continuing anention, consistent and high level 
investment. and engagement of every sector of government from the scientific enterprise to the 
pu:'lic heallh infrastructure. They also reflect critical partnerships with social, faith, education, 
bu::iness and "ommunity networks, and those who have been directly .ffected by HIVIAlDS. 

This collaboration has yielded significant results in development of knowledge and application of 
new interventions. ways to position surveiUance systems to monitor target populatIons in the face 
of,:merging infections, and rapid translation of research into medical therapeutics and clinical 
inf,)rmation for systems ofcare, Also emerging from the coUaboration has been scJcntific 
definition of tile mechanisms in the replication and distribution of the virus, a description which 
then enabled drug ccrnpanies to focus on developing drugs that could block or inhibit the 
functioning of these mechanisms and nol harm the cells of the body. 

De'/elQpment or new effective drugs led to the creation of standards of care for the combined use 
of protease inhibitors and nucleisides for adults and adolescents, infants~ and pregnant women. 
Th!:se guidelines were disseminated and applied in care systems in a timely fashion. protecting 
tho.lsands of individuals who otherv.'ise would not have received treatments appropriately, 
AJi,¥J:ing the regulatory approval process for new drugs with emerging scientific findings and 
diaiogue with the affected community fostered understanding that the bet1er established, the earlier 
in C1. process and the more open the dialogue, the better quality the product is likely to be. A 
similar finding arose fi:om involving the affected community in devising services for a continuum 
of ,are. 

Breas( Cancer: A Case Study 

As lloted earlier, breast cancer is the most common cancer in American women. As reported in the 
July 1998 lSSU(! of the journal Cancer, scientists have found that the recent decline in mortality 
amr:ng all decades ofages ofwhite women between 30 and 79 and bl~k women between 30 and 
69 is due 10 • trend toward progressively earlier diagnosis ofbreast cancer. 

Th!l)ugh investment in treatment and prevention, research, outreach and education, the past five 
yems have generated a significant expansion in the awareness and understanding of breast cancer. 
ider.tification of alterations in two important genes that are associated with inherited breast 
cam:ers, enhanced and higher quality tools fOor and use of early detection. approval and testing of 
new drugs and treatment regimens. and greater access 10 clinical trials. The fight against breast 
can{:er is another arena in which the Administration's mOodel ofpartnership and coliaboration 
across disciplines. professionals and citizens, and the public and private sector is reaping 
significant dividends. 
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Two key collaborations set the framework for these efforts, The first drew together a pioneering 
ef:bTl with public and privale seclor partners. In 1.le 1993, the Secretary afHealth and Human 
Services laun~hed a process which established the National Action Plan on Breast Cancer. A 
w!~rk.ing group representing government agencies. elected officia1s. the scientific communi tv. 
pr~.vate industry and breast cancer survivors developed and 'oversees implementation of the plan 
wltich focuses on six priori1ies: 1) information for COnll'llrners, practitioners and scientists; 2) 
ex.?ansion ofbiomedical. epidt.nio)oglcal and behavioral research; 3) establishment ofa national 
biulogical resources bank for obt~ning and storing tissue for research; 4} involvement of 
consumers in all levels of research. education and services programs; 5} improving access and 
pa1icipation in clinical trials; and 6) assessing the legal, ethical and policy issues connecled with 
he:edilary susceptibility to breast cancer, 

1n11994. a second col1aboration fonned. this one to draw together federal governrnen1 agencies 
wi:h responsibilities that in some way affect, or could affect, the campaign for earlier and more 
effective diagnosis, treatment and elimination of this disease. This Federal Coordinclting 
Ccmmittee on Breas1 Cancer was designed to strengthen cooperation across the federal 
go~errunent in order to ensure a coherent, strategic and organized effort to address this disease. 

Resources to address breast cancer have grown markedly during the past six years. A significant 
brt'ast cancer research program, at the Departmenl ofDefen,e, has grown to $650 million in FY 
19:~9. The Nationallnstitutes of Health resources dedicated to research on breast cancer will reach 
$4::;0 million. an 11 percent increase from the previous year alone. Additional funds at HHS are 
dedicated to early detection, diagnosis, and prevention. including funds to improve access for all 
wcmen to mammography screening and follow up services. Resources are also derived from 
Mt:dicare for coverage of mammography screening for all recipients over age 40, as wen as from 
M"dicaid and the Indian Health Service. 

As evidence grew about the benefits of early detection, these public-private efforts took several 
ste,.Js to improve the knowledge base, make the toofs affordable,' and encourage women to hecome 
aware of and to take advantage of the various methods available. As mentioned above, the 
Pr,·sident attained expanded Medicary coverage to help pay for screening mammograms for all 
Medicare benefidaries age 40 and over, Several targeted campaigns, some featuring the President 
and the First Lady. have been launched urging older women, African American women and 
Hi!:panic American women to obtain regular mammograms and highlighting the new Medicare 
bellefils. Through. CDC program, more than half. million free and low-cost mammography 
SCT!enings have been provided to uninsured. low-income, elderly, minority and Native American 
wot;)en and the program now reaches every state. Efforts have also been made to ensure that 
sut stance abuse and mental health programs providing primary health care services to women also 
include education on early detection methods and counseling on risks for breast cancer. The most 
rec:nt data avuilable. based on median ofstate estimates from the Behavioral Risk Factor 
Sw veillance System, show that the percent of women 50+ receiving a mammogram and clinical 
bre'a:St exam in the past two years continues to grow, increasing14% between 1991 and 1997. (See 
Figure 4) 

Ac!:ess to mammography screening must be accompanied by quality technology and accountability 
ifv;omen are to be reassured that detection efforts wiH produce accurate results. In keeping with 
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it.; general attention to health care quality. the Administration took two important steps to ensure 
we quality of mammography screening, First, in implementing the Mammography Quality 
SI andards Act of ) 992, the FDA issued high standards for the estimated 10,000 accredited 
mammography facilities throughout the nation as well as for the equipment used and the personnel 
who administer and interpret the screenings. Second} clinical practice guidelines for 
mammography were developed and disseminated to mammography providers, health care 
plofessionals and consumers. Finally. a variety ofefforts are underway to improve mammography 
te::hnology and qua1ity~ inciuding use ofnew technologies to interpret the screenings. Several. 
al,encie" including the Departments ofDefense, CIA, NASA and HHS, have also been 
ce,Uaoorating with private sector partners to examine ways to apply new imaging technologies to 
the early detection ofbreast cancer. 

0;\ the treatment front, several promising drugs have been developed to stem advanced stage 

breast cancer as wen as to retard the cancers detected earlier, In 1998, the FDA approved 

H1~rceptin, the first genetically-engineered antibody therapy for individuals with advanced stage 

bro.st cancer. In 1998, the FDA also approved the use of tamoxifen for reducing breast cancer 


::ri:k in wornell.a1 high risk for·.the disease, ~~ multi-site clinical trial of the drug Taxol is producing
- pr,)rnising early findings with'regard to the drug's effectiveness. when used in combination with 
st~\ndard chemotherapies, in initial post~surgicaI treatment of some women with localized, node 
positive breast cancer. STAR (The Study of Tamox ifen and Ra)oxifene), a large-scale clinical trial 
in'lolving 200 institutions across the U.S. and 22,000 high risk post menopausal women, will 
compare the e:ffectiveness of the drug Raloxifene to the drug Tamoxifen in reducing invasive 
brl!ast cancer incidence among women who have n01 been afflicted, Another tUnical trial, the 
W)men)s Health Initiative, involves 49,000 women in a test of the impact ora low~fa1. high fiber 
did on breast cancer prevention. 

Acivances in genetics are also revealing important infonnation about inherited breast cancers. 
Research sponsored by the National Human Genome Research Institute and the National Institute 
of Envirorunental Health Sciences has found that alterations in two important genes, BRCA I and 
BF:CA2. are associated with many inherited breast cancers, Nel has established the Cancer 
Genetics Network. a national network ofcenters focused on issues related to inherited 
pnrlisposltions to cancer, including breast cancer, and also a Cooperative Family Registry for 
Br:!'ast Cancer Studies to gather family histories and a range ofother family infonnation and 
sp~:cimens m the hope ofpreventing or delaying inherited breast cancers in individuals with 
gtn'letic susceptibility. The Administration recognizes the value of enabling the public to 
understand and become knowledgeable about breast cancer, and that there is an important role for 
gO'lemment in both developing the information and making sure it is accessible and widely 
avuilable. 

Gi"cn the increased knowledge and breakthroughs in detection and treatment, there are now a 
record 2 million American women who are breast C3Ilcer survivors. Through the National Breast 
Ca:lcer Action Plan and many other initiatives, cancer survivors are now participating in a wide 
range of governmental entities that review and make critical decisions about research, education 
aIle outreach activities, In addition, the Administration created an Office of Cancer Survivorship. 
op,ned at NCI in 1996, to study the economic, psychological and physical status of women who 
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h~ve survived their cancers. Through these mechanisms. cancer survivQrs are collaborating with 
gc,vemment in finding ways to improve the sun'ival prospects ofmiUions of other women as well 
as their own. 

TI!e partnerships spa~ned in the past six years across science, government, clinicians, the 
pb'armaceutical industry, and women either afflicted with or surviv.ors ofbreast cancer have made 
significant advances in the early diagnosis, the nature of the treatments available, and the 
Ji~elihood of survival of the breast cancers which affect miHions ofAmerican women, 
Gc\vemment has played an important roJe in providing empowerment and hope in efforts to 
conquer.a deadly disease. 

" 

V..Strengthening Stewardship and Demanding AccQuntabilit;l 

Executing our fiduciary responsibilities for benefits and services on which millions of Americans 
rely has generated a new frontier of accountability. The Administration has taken a broad~based, 
mt"Jrifieeted approach to d~tectjng, iqentifyjng, and rooting out fraud, waste and abuse_ Using ne~' 
technologies and incentives for identifying illegal acts. government has become more efficient and 
pn!dent in managing its funds in the seIVice of the public. Creative partnerships with providers. 
consumers and enforcement agencies. perfonnance measurement, and increased resources are all 
elements of the efforts to protect the integrity and quality of the nation's publicly funded health 
enterprise. 

Drug Approval Process 

To bring to the public quickly and safely the benefits of advances in science and medicine. the 
Food and Drug Administra~ion streamlined operations and redesigned its drug approv"aJ process, It 
adi'ed several hundred new reviewers, increased its spending on infonnation tecMology and ' 
implemented new review process management initiatives. These changes have heJped the agency 
to reduce the tlme it takes to get a drug reviewed by nearly half, Similarly, the number ofdrugs 
reviewed in a year has increased hy approximately half and those applications with the requisite 
dat,l to support approval get through the system, Similar strides are being made in review of 
medical devices. The FDA Modernization Act of 1997 will extend this progress by improving 
reg llation of food, medical produc;ts and cosmetics. A "new use" initiative issued by the FDA in 
195,7 will also accelerate the development ofnew and supplemental uses of medications, By 
bringing new medical treatments to the public as quickly as possible while holding firm to high 
scientific standards of review, the health of Americans is demonstrably affected by this 
imt'rovernent in management and accoWltability, 

Fighting Medir;are and Medicaid Fraud, Waste and Abuse 

The Administration instituted a fundamentally new strategy to root out waste, fraud and abuse in 
the :lation's most expansive and far~reaching health programs ~~ Medicare and Medicaid-
involving the Inspector General, Health Care Financing Administration and the Administration on 
Aging in HHS, plus the FBI and the Department of Justice, 
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Oi,.,..tion Restore Trust, initiated as a five-state pilot in 1995 and expanded nationwide in 1997, 
Te1)riented the health fraud-busting apparatus of the government with a new comprehensive 
approach. 

TIree areas of the Medicare program were targeted for additional vigilance and specific fraud 
control measures: home health care, durable medical equipment and nursing home services. In all 
of these' areas, audits were increased, control processes were tighte'ned.law enforcement was ~ 
strengthened and program structures were refonned. For home health, the segment ofMedicare 
thllt is growing fastest, a temporary moratorium on bringing in new providers provided time to 
strengthen the enrollment process. New legislation provides that home health care will be paid on 
a I,rospective basis for each episode of care and eligibility standards were augmented to ensure that 
ho:ne health companies are qualified and experienced in service delivery. Similarly. nursing 
homes now axe subject to prospective paYment or consolidated biUing systems. These will not 
only ensure that services are obtained at reasonable costs, bUl also promote a more coordinated and 
thc'rough program ofcare ofeach nursing home resident. New requirements have been set for 
suppliers of durable medical equipment and for home health care providers 10 ensure that they are 
le~ itimate and capable contractors. Eligibility for long term hospice care patients 'Will be reviewed 
m(~e frequenUy, ensuring appropriateness and adequacy of care provided, ~ ~ . 

The lessons learned from Operation Restore Trust are now being institutionalized, Stepping up 
gO'/emment fraud control activities in health care programs required stable and enhanced 
resources, The Health Insurance Portability and Accountability Act (HIPAA) provided a new 
dedicated Health Care Fraud and Abuse Control account, funded each year through Medicare Pa.--t 
A Trust Fund. These funds are enabling HHS and the Department ofJustice to expand 
investigations, audits, evaluations and inspections related to the delivery and payment ofhealth 
care; increase training ofolder persons who can help inform peers about how to remain alert to 
hedth care fraud; strengthen enforcement of ciVil, criminal and administrative statutes addressing 
he~:lth care fraud and abuse; devise and disseminate infonnation for the health care industry about 
fnl'ld and abuse; and create a national data bank to receive and report final adverse actions against 
hecJth care providers. These new resources also have supported expansion of the HHS Office of 
Inspector General's field operations from 26 to 31 Slates. 

Law enforcement 1S being improved with better coordination'ofn::sources and activities of 
organizations both within the Federal goverrnnent and the States. New enforcement tools. 
inc'luding stronger penalties and disciosure requirements, were authorized and better methods for 
ide 'tifiting, referting, investigating and prosecuting those who would defraud the Federal 
go\emmen1 ofpubhc resources and take from the consumers of health care resources to which 
the:i were entitled, 

N~v approaches were also developed to prevent fraud and waste from even getting slarted or to cut 
it off at its source. For example, with the cooperation of the health care industry, the Inspector 
General has developed compliance guidelines for health care providers to give them better tools to 
rOO'lce their own risk of fraud, Incentives have stimulated the involvement ofbeneficiaries 
thelnsel"es in the identification and reporting of fraud. A fraud hotline was greatly expanded, 
tnai!e more ust'~r friendly .and widely publicized to beneficiaries, The Administration has recruited 
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tlnusands ofvolunteer and paid long term care ombudsmen and other service providers in the field 
of aging and provided training in how to identifY and report fraudulent practices in nursing homes 
and other long tenn care settings. 

Under the Health Care Fraud and Abuse Control Program created under HIPAA, HHS has reported 
m>re than $1.2 billion in fines and restitution returned to the Medicare Trust fund during fiscal 
years 1997 and 1998, During these year" HHS also excluded more than 5,700 individuals and 
entities from doing business witb Medicare, Medicaid, and other federal and state health care 
pngrams for engaging in fraud or other professional misconduct -- up from 2,846 in the previous 
two years. In addition HHS increased convictions by nearly 20 percent in 1997 and another 16 
percent in 1998. Since 1993, actions affecting HHS health care programs have saved taxpayers 
more than $38 binion, and have increased convictions and other successful legaJ actions by more 
th:U1 240 percent. 

VI. Continuing Challengl:ll 
., 

Al'ler1cans are healthier and the~r prospects for living longer are greater today than they were just 
siJ., years age. The Clinton Administration set out to contribute to. a healthier and safer nation, and 
ha'; succeeded in that goal. Millions more children will be able to enjoy their early years protected 
frem contagious and debilitating childhood diseases or premature death. Millions more families 
wi 11 be conn""ted to a regular source ofaffordable quality medical care. Children and adults alike 
wi 11 reap the benefits of new medical treatments for chronic illness. The food Americans eat will 
be the safest in the world. 

W,ille there have been measurable gains. gaps in bringing good health and safe surroundings to. 
eVI:ry American remain, Serious challenges - economic, philosophical and ethical ~ remain about 
ho'", to get so.phisticated care to millions o.f Americans who may not be wealthy or wen informed. 
We have yet to fully comprehend and surmount all the reasons that far teo many people 
cOlnpromise their hea]th by ignoring proven evidence about the importance ofnutritioll and 
ph:tsical exercise, We do not yet have proven ways to stop young people's abuse of substances ~
drr,gs. alcohol, tobacco ~~ that can be 1ife~threalening either immediately or laler in their adulthood. 
Wi: have yet to test, and hope never to have to use, comprehensive plans to address global bealth 
risks such as pandemic flu or bioterrorist attacks. 

In all these instances, however. the Administration has recognized the dangers and the 
op)JOrtunities. expanded and retooled the capacity to' understand, jdentify, track and respond to 
puhlic health emergencies, tested new strategies and incenlives for reaching special groups to 
prevent unnecessary illness, injury, disability or death and to promote healthful lifestyles and 
betlavior. V;'e have invested in biomedical j behavioral. health services, and prevention research 
which is producing an extraordinary array of discoveries and will provide the engine for future 
progress in achieving a healthier and safer nation. 

Finally. while the legacy of specific improvements in health and safety positions the nation for 
ma<ing additional improvements into the next century, what may be an even more enduring legacy 
is l1e active, pragmatic. nonideologicaJ approach to governing that the Clinton Administration 
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pioneered and used successfully, This legacy underscores the critical role for the federal 
government to meet people's evolving needs, and the imperative to hold finn in the belief that 
govenunent matters. 

'I 


I 
Ii 

I 

t 

1 


I 

32 




----------

FIGURE 1 

The Effect of 1115 Waivers on the Number of Uninsured 
Millions 
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FIGURE 2 

Vaccine Specific Coverage Rates 

Among U.S. 2 Year Olds, 1991 - 1997 
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FIGURE 3 

Estimated Incidence of AIDS and Deaths of Persons 

with AIDS*, 1985 - September 1997, United States 
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- FIGURE 4 

Mammogram and Clinical Breast Exam in the 

- Past Two Years 

Percent of All Women, 50 Years and Over 
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THE SECRETARY 01' HEAL TH AND HUWlAN SoERVIC£S 
W"'1-"II~C.'tQN, 0 (.., 10101 

MAR 22 1998 

M1:MORANDUM FOR THE PRESIDENT 


Tbl: purpose of tlti. memorandum is to provide a summary of: 

• 	 whal we know now about Ibe effects ofwelfare reform; 
• 	 what we know about Ihe implementation ofwelfare reform, including State policy 

and spending choices; and 
• 	 what implications Ihis information has for the next steps and Ihe unfinished agenda of 

welfare reform, 

Welfare reforrn has been successful in moving many, many families from welfare to work, Yet, 
the available evidence suggests that there are ''winners'' and "losers~ among welfare famiHes 
some families are benefiting substantially from Ibe new incentives, requirements, and 
OP1<>rtunities and others are being lell behind, And while a variety ofstudies show positive 
iml,acts on earnings, many parents leave welfare for work yet still do not earn e.ougb to raise 
ther families out ofpoverty, Our challenge now is 10 make work pay $0 thaI no working family 
is f,)rced to live in poverty. 

In order 10 achieve tltis full promise of welfare reform, we need 10 focus attention on supporting 
wo:king families Ihrougb a range of strategies. including health insurance. child care, Food 
Stamps. and other supports. so that families who leave welfare for work that may be low-wage 
and less than full-time are able to support themselves and their children, We also need to 
stfc':ngly encourage States to focus policy attention and resources on those families who remain 
on welfare and need more intensive services, including substance abuse and mental health 
seryices, domestic violence services, and supported work, FinaUy, we need to continue OUT 

efforts to ensure that legal immigrant families are treoIed fairly. 

J)e!'pite the broad array ofongoing research about welfare reform, it is still early and our 
knc:wledge in many areas is stililimiled, We know a lot about effects on employment and 
earnings. but we know little about effects in olber domain•• such as child well-being or family 
.tn:.cture. and we know very little about low-income families who do not enter the welfare rolls. 
Also, welfare reform has been implemented in the context of. strong national economy. so we 
knew little about the effect of weIf .... reform in other economic circumstances, 



,, 

(.., 

nOl'. is solid and consistent evidence frnm a variety ofsources that welfare reform has 
incnoased the av""'S. employment and earnings ofwelfare recipients. This finding, that welfare 
refo.", and the'strong economy have indeed had a positive impact on work. is the most solid of 
the .esearch findings we have, because it comes from so many different sources. 

, 

• 	 Experimental studies of State waiver demonstnllions and other work programs thet are very 
iimilar to T ANF programs show consistently positive impacts on employment and earnings', 
Recent results from specific State programs at the upper range show employment increases in 
the range ofahout 710 29 percent, and earnings i.cr..... ofahou\ 1610 27 percent. For 
"...mple, in tha evaluation ofth. Minnesota Farruly Investment Program (MFlP), earnings 
lor singl ..parent long-term recipient. in urban counties increased by $1,04 1 (26.9 percent), 
l.nd the fercent ever employed increased by 17.0 percentage points (28.8 percent) over 18 
rmonths., . 

• 	 TANF adrrun;,!r.t;ve data from 39 States shows a 30 percent increase i. employment among 
TANF recipients in the fourth quarter ofFY 1997, compared to the first three quarters, Over 
the same period, the average earnings of those employed increased by 17 percent, from $506 
,,$592 per month. 

• 	 Analyses of data from the Census Bureau', annual Current Population Survey (CPS) indicate 
• clear panern of increased employment. The Mareb employment rate ofprevious-year 
AFDC adult recipients increased from 1910 2S percent between 1992 and 1996, and jumped 
t) almost 3Z percent in 1997. Also, the Mareb employmenl rale of single mothers whose 
~revious-year income was under 200 percent ofpoverty rose from 44 percent in 1992 to 54 
percent in 1997, with average annual increases in 1996 and 1997 twice as large as in the 
previous 3 years,) 

~r Impact. ofWelfllle Reform 

The ,:vidence about impacts on family income, on food security and hunger, on health insurance 
statuI, on child outcomes, and on other family experiences, are much less clear at this point. The 
best reading of the available evidence suggests that because the baseline level. ofemployment 
and ,arning' for welfare recipients are so low, tv'" with substantial increases most families 
exiting welfare continue to be poor; and that while some families are benefiting dramatically 

I:· Fein. David d al.1ndiQIIQ WeiflllY Refonn EvaJlialion: Program Implementation andEconomic Impacts 
A.fter:!"wo Years. Abt Assodates.lIIc., November 1m 

c' Bloom, _eta!, Th< Family TransiJiOft Progr= lmp/i!me1lUllion ""dloll/rim Impads Q;{F1()ri(ia', Initial 
' ...,'..Imlted Welf""'l'n:>gn>m. MORC, AprUI9!lS. 

Miller, Cyn1hiII et a!, Mailing W.1fare Work and W.,.t Pay: Imp/.MII","'I.. ""d 18-Mantillmpac" .flhe 
Mi,.,.w,. F4Itl11y 1"",_",Prngram. MORe, 0<I0ber 1997. 
1 Miller, Cyn.thia et at. Making WtdflUf! Work tmd Work Pay: Imp/t!lMnlaJiQII and J8~Month impacts ofthe 
MI"",,,,,. Family l __nf Program. MORC, 0<I0ber 1997. 
, U.S. Departmem of!lealth and Human Servioes. AdministnItion for CIilldnm aIU! Families. T."'fXJ7"'Y 
Asslst,vocefor Nm/y FQmilje, (fANF) I'n:>gn>m: First Annual RtptHf r. can".... August 1m. 
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from the new incentives, requirements and opportunities, others are being left behind. However, 
current evidence does not suppon the hypotheses that large numbers ofpeople are becoming 
holI~ess or that more children are being moved into foster care (s .. below). 

• 	 llesults from waiver demonstrations and studies ofrecipients who left welfare ("Ieaver" 
IltUdies) for the most part indicate thet average faroily income has been unchanged with some 
jillnilie. in<<easing their iLcome but others experiencing decline •. For example, 2-year 
impacts on clients assessed .. "job-ready" from Indiana's waiver demonstration showed 
•..mingo up 17.0 percent ($1,374) and quaners ofemployment up 12.8 percent, but total 
,,,,mbined income from earnings and benefits was unchanged.' 

- When earnings are combined with the EITC and other benefits. most families who go to 
work wouldl have 8 higher income than if they had remained On welfare. In tbe l!YWIse 
litate. a woman with two children could be better olI'working 20 boors a weekthan she 
l~Q1Ild be on welfare. However, not all eligible families are accessing tax credits and 
toenefits, such as Food Stamps, child care, and transportalion subsidies, In some cases State 
!lOlicy choi,,.. may have the effect ofrestricting families' access 10 Food Stamps and 
Medicaid. 

• 	 There is some early evidence that the most disadvantaged families may be losing income. 
CPS data indicate that real average family income for the bollom quintile of female-headed 
families with children declined between 1995 and 1997, after inereasing from 1993 to 1995.' 

. • 	 !:Ome individuals leaving welfare may earn too much to qualify for Food Stamps. or they 
r;>ay be unaware oftheir eligibility. For example, a Sooth Carolina leaver study found that 
17 percent reported having had no way to buy food some of the time since leaving TANF. 
(This was true of nine percent while on TANF.) Having a job did not reduce the probability 
cfnot having a way to buy food' 

• 	 Another area ofconcern is the impact ofwelfare reCom on child well-being in such areas as 
adequate shelter, health and development, family stability and other outcomes. In particular, 
we need to measure effects On child health and development, foster care and child abuse. 
l'here are nel early indications that rates of the latter two have increased with welfare reform. 

.4 	 Fein, DlMd d at, /1It:hantl W~lfan /UJi»'m EWlIUtJlion: Ptogtam ImpltmtmtaliM and EtxmomJc Impacts 
Ajt4r.""" rears, Abt Assoo:iatcs.lnc., November 1998 

South c.wtioa. Depattm<nl ofSocial SeMces,.IOtrw!y ofF_FamilyJIW~_ Progrom Cllenls; 
C-, ClosedDurlngAprlI1'luYnlgllJ""" 1997, lllly 1m. 

Canclau, Maria .. aI. Posi-Exil E<uni"1lS and&n.jir1ll«lpt Among '1'Irou W1w LeftAFDC In WIscoIlSf•• 
InstIltte for Research on Poverty, Ullivenity of WOOmsin~ 0c!Dbet 1m. 

Bloom, Dan et al. The Family Transition Program: ImpkfMnlOJion andinterim lmpccts ofFlorida '.r Inilial 
1l••h~mlttd W.I/'art Progrom. MDRC. April 1m. 

Fein, David, and Karwei~ Jennifer. 1M ABC Evalu....: Th. Etvly Economic Jmpocts ojD<IQWare 's A 
Beller ChQllce Welf.,.. &form Progrom. Abt Assoo:iatcs.lnc.. Ilo<:embcr 1997. 
, Savior. Riclwd, • All Early Look at the Effects of Welfare Rdorm,' unpublished mamlSC'ipL 
, Soulh c.wtioa. Department ofSocialli<lvi<os, StnwyofF_r Family JIWp<nde_ Program Clients; 
C4us CI ...dDurlngAprll 11IrovghJ_. 1997, luly 1998. 



" 	 ' 

, '''8',4 - The """'idem 

A 1997 Maryland study found that, of the 1,810 children in their sample of families leaving 
welfare, only 3 children, in One family, had been placed in foster care in the 3-6 months of 
:follow-up. The recently published Wisconsin report found thet S percent ofresponde.ts - 19 
:families - reported that since leaving welfare they hsve had a child live with someone else 
l>ecause they couldn't care for them, bui almost as man~ respondents - 16 !amilies - reported 
dlAt this had happened to them hefore they left welfare. We are investing in additional 
lceseareh on child outcomes under welfare reform, and reports will he available over the 
l::oming months, 

• 	 We are currently supporting research in a number of other areas where we do not yet have 
results to report. For example, We do not yet know what the full impact of time limits will 
be, as only a small fraction of recipients have reached them, Over the next four years, an 
increasing share of the easeload will come up against them, We are also currently 
undertaking studies to increase our limited knowledge of how families are faring in which 
there are persons with disabilities. substance abusers, or victims ofdomestic violence, 
Finally. early research is not yet available On the effects ofwolf are reform on child health 
find'development. ' ;" .... ' -;." '~', . .~:. . ". 

&!:licipaliQn in Medicaid and Food Stamps 

Enr"liment in both Medicaid and Food Stamps has fallen recently. for a variety ofreasens, 

• 	 Because of your efforts, Medicaid coverage has been preserved 10 a substantial exlent under 
welfare reform, Nonetbeless, Medicaid enrollment dropped by about I million from 1996 to . 
1997. There are many potential reasons for the decline, and we do not have any definitive 
answers about why it has oe<urred, improvements in earnings and employment resulting 
from the strong national economy have probably played an important role in this decline, 
tlaking it possible for some low-income Medicaid families 10 find jobs that offer health 
insurance, It is also important tb note that, while Medicaid enrollment has declined. the 
number of people under the poverty level who are uninsured has nol increased from 199610 
1997. Changes in attitudes tbward public assistance may also he playing. role in falling 
l'ANF. Food Stamp, and Medic&d ....Ioads. 

However, as SUiles change how they deliver cash assistance, we need to be concerned that a 
variety ofother factors might he affecting Medicaid participation. These include: 
t",mination ofthe long-standing programmatic linkage between eligibility for cash assistance 
.:HI Medicaid; potential barriers to enrollment for working rami lies (e.g" limitad application 
.' tes and hours ofoperation); and confusion about the eligibility of legal immigrants and their 
citizen children, Finally. as States continue to experiment witb strategies that encourage 
Ihmilies to seek employment prior to applying for TANF, some eligible adults and children 
may he divertad from Medicaid, and may not even know they are eligible. 

Bom. C, et ai, Ufo A/l<r Welfare. Family IDvestmenl Administration. MDHR IUld Univo",ity ofMarylan~ 
School of Social Work. September 1997. (lbis_ysis was DOt ropeaICd in !he Ialerreporu in \bi$ series.) 

s.,....y 0/11>0", Leaving AFDC '" W·] JanlUl1')l to March 1996. J'n:timinaIy Rcpoll, Wi...",jD
Depot""". ofWorl:fo"" Developmen;. January 1999. 
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• 	 ,Food Stamp participation feU from an average of27.4 million persons in 1994 to 21.S million 
pmons in 1997 -. drop of5.9 million. During this sam. period, the number of person. 
living in poverty feU by only 1.5 million, from 3S.l million to 36.6 million, Since 1997, 
:Food Stamp participetion bas dropped even further 1018,6 million person. in December 
1,998. Palt ofthi. drop is due to the new restrictions on Food Stamp particip.tion by certain 
"ega! immigrants and able·bodied unemployed .oults without dependent children. Also, 
'OUIIly eligible individuals may erroneously believe that onee they Jeave or are diverted from 
TANF they are also ineligible for Food Stamps, In addition, many oflhe factor. cited for the 
dceline in Medicaid participation also apply to Food Stamps. Wbile immigrants and abl.· 
hodied unemployed adults without dependent children account for a significant portion ofthe 
"celin. in Food Stamp participation, 60 percent of the dceline can be attributed to fewer 
AFDCITANF participants, 

l&g;~ Immigrants 

Leg,~ immigrant families were among those most at risk after welfare reform. lbeir 
disp roportion.t. dcelines in participetionareconsistent with aneCdotal report. we have received 
about the chilling effect ofpublic charg. policies and confusion over changing eligibility . 
requirements on the use ofbenefit. by legal immigrant families, The findings lend support 10 
our interagency efforts to develop clear guidance on public charge policies, and they provide 
sup!<>n for Ibe Administration's recent accomplishments and current budget proposals to restore 
cerutin benefhs 10 vulnerable legal immigrants" We also have research efforts underway in New 
Yorl.' City ',od Los Angel.s that are studying Ihe situation oflega! immigrants.' 

State Poliey ChoieH 

Staws have a wide array ofchoices when it comes 10 designing Iheir programs, However, Ihe 
primary focus ofSlate policy choices continues to be encouraging, requiring, and supporting 
wort:, A major study of the implementation ofwelfare reform noted that the pervasive changes 
in social programs since enactment oftbe Personal Responsibility and Work Opportunity 
Rec<,nciliation Act "have oocurred in large part because strong signals have been sent by 
governors and Slate legislators that a work·based approach to welfare reform is no longer just 
one Federal priority among many bul is now a central objective within _h Slate,'" Almost all 
ofth, Slates have moved to "Work First" models, requiring recipients to move quickly inlo 
available jobs. 

Beye.nd the foous on work, three other themes stand out about Slate policy choices: 
, 

Ii 

•
• 

Zinunermao, Wendy and Mk:hacJ fix. Decli"ing Immigronl Applicationsfor MtdiCal and Welfon &nefits 
in LoJ·,jngeles OwnlY,1'h< Utbao Institute, Wasbington, D,C.,lu1y 1998. 

Fix. Michael and le.tftey S, Passel, r~nds in Nonciliun 's and Citizen ~ Use 0/hblicBenefits FallOWing 
Welt...Reform. 1994101997, '!be Utbao 1ns1inne, Man:h 1999, 
, Nathan, Richard P. and Ollis, Tbemas L... Imp_ali"" o/1Nt l'iIrn>nalllit_bil<ty Act ofJ996: 
Fcder.1lism Rcscar<~ Group, '!be Nelson _fcll<r _nne ofGovemmenl, $.... U.,;""n;lty of New YOlk 
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• 	 As envisioned in the statute, there is considerable variety in tb. Cboices States have made 

obout policies sucb as lime limits. sanctions. diversion, and policies for families who face 

specific bani .... 10 work. There is no single, typical program. 


• 	 Stale choices aboul T ANF policy and iinplementation can affect families' abilily 10 receive 
other benefits for whi.h they are eligible (such as Medicaid and Food Stamps), sometimes in 
'wUnlended ways. Tha "delinldns" ofeligibility for Medicaid and TANF, for example. offers 
Stales both challenges and new opportunities. When families learn they can receive 
:Medicaid coverage without having 10 receive welfare, they may be less likely 10 tum to 
··...Ifare in the first place. Therefore, we must be clear that Stales are lWeOuntable for 

. ',"suring ac.:es.lo these benefils for eligible families. 
• 	 'lfany States have nol yet reinvested t!>e TANF resources freed up by declining caseloads 10 

"elp famili'" with more inlensive need. (for example, families wilh a disabled parent or 
.:hlld, families with. member who needs substance abuse or mental healtb treatment, 
families suffering from domestic violence) move to self'sufficiency before the time Umit. 
lake effect. We must keep challenging States 10 make these investments, while al the same 

. lime prolecting the T ANF resources in the Congress. 	 . 
: FI' 	 ; 

Making Work Pi)' and ReQ.Yid!lll Work 

SIal'" have enacted policies to make work pay, generally by increasing the antount of earnings 
disr"garded in calculating welfare benefits. Forty-.even Stales made changes to simplify and 
exp.nd the treatment ofearnings compared to the AFDC treatment. In conjunction, all States 
have raised their limits on assets andlor vehicles so that families do not have to get rid ofa 
vehi,le that may be their only transportation to work and so that they can accumulate savings. 

Parent. or caretakers receiving assistance are required to engage in work (as defined by the 
Staw) within 24 months, or shorterat Stale oplion. Most Stales have opled for ashorter period, 
with 23 States requiring immediate participation in work; 8 Stales requiring work within 45 days 
to 6 months; 17 Stale, requiring work within 24 months; and 3 States with other time frames for 
worle In addition. some Stales use a narrow definition of"work, »whereas others allow for a 
bro. ler range ofactivities, including training or volunteering. There is no Federal penalty 
assedated with failing to meet this requirement, SO Stales have considerable flexibility in how 
thcy structure and enforce it. Many States have chosen to treal this requirement as a broad goal 
for ti.e system. and we lite not aware ofany State except Pennsylvania that is treating it as a strict 
time limit that could lee<! to lennination of individual families from assistance. 

Anolher major feature ofStale policy regarding work is the increased use of sanctions if a family 
fails to palticipate in required activities. While we do not have good national data at this point, 
the Stale waiver studies suggest that there is much more aggressive Stale use ofsanctions under 
welfilfc fofonn. For exampl., waiver demonstrations indicate that a demonstration county in 
F10rila increased its sanction rate from seven 10 thirty percent and Delaware's sanction flIte 
increased from nearly ....0 to fifty percent." Under PRWORA, ifthe individual in a family 

Bloom. Dan et at. 1'Ju FDlllil)l1"rtm-sttJon Prcgrqm: J~ntQlion anti Early Im]JQClS o/F1flrld4's Initial 
Time-Jim/ltd W,(jiue l'rog=n, MDRC, May 1991. 


Fein, Dav;d, and Ka!wci~ _er, 1'IotABC EWlIfUIli",,: 1'Iot Ewly EcmwmicJmpoc/s oflHtlQWQrIJ '$ A 

&tift, Clwnat W,lfare Reform Program, AI>< AssoCIates, Il>:., December 1991. 
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r"",'ving assistance refuses to engage in required work, the Stale has the option to either reduce 
or iOnrulUlle the amount of assi....... payable 10 the family, subject to good cause. Tbirty-eight 
Stales bave elected to terminate the amount ofassistance payable to. family for not <:OOpera!ing 
with work requirements (typically after several infractions), and thirteen States bave chosen to 
reduce lb. amount ofeash payable to a flunily. 

Iinie Limiting AssistAnce 

Stale policies related to tim. limiting assistAnce to. flunily vary greatly. States bave chosen the 
following time limit policie.: 

·Z7 States use the federal time limit (Alabama, Alarica, Colorado, District ofColumbia, 
Hawaii, Iowa, Kansas, Kentucky, Maine, Maryland, Minnesota, Mi.sissipp~ Missouri, 
.Montana, New Hampshire, New Jersey, New Mexico, New York, North Dakota, Oklahoma, 
:~ennsylvania, South Dakota, Vermont, Washington, West Virginia, Wisconsin, and 
Wyonting); 

• 	 .) State. (Louisiana, Nevada, North Carolina, South Carolina, Tennessee. and Virginia) have 
.:hosen "intermittent" time limit. with a lifetime limit of6O months (for example, Louisian. 
limits T ANI' receipt to 24 months in any 60 month period, with a lifetime limit of60 
months); 

• 	 II States have chosen. lifetime time Umit shorter than the federal limit (Arkansas, 
Connecticut, Delaware, Florida, Georgia, Idaho, Ohio, and Utah); 

• 	 :; Stales have chosen options involving supplements for fantities reaching the federal lime 
limit (minois, Massachusetts, Michigan, Nebraska, and Oregon); and 

• 	 !; States bave chosen time lintits for adults only (Arizona, California, Indiana, Rhode Island, 
lind Texas). 

Many States are experimenting with a variety of strll1egies to divert families from receiving cash 
assistance. These strll1egies are quite div..... and include lump-sum cash payments, where 
families receive a payment sufficient to resolve an immediate emergency (such as a car 
breardown) and keep the family working and offofcash assistance; applicant job search, where 
the applicant is required to look for ajob for some period of lime (with or without structured 
assistance from Ibe welfare office) hefore receiving benefits; and other alternative support 
services (such as linkages to child care or oommunity resources). These strategies are quite new 
and Ihere is lit!le research yet on their effects. 

However, a recent srudy, funded by the Department. has examined the emergence ofdiversion 
programs as a welfare r.ronn strategy and the potential for diversion to affect access to 
Med'caid. The study reported on the use ofdiversion in aliSO Stales and Ibe District of 
Columbia; and n1so included an exantination of the experiences ofiivelocal commuilities in 
estai:lishing and operating diversion programs. In addition to noting the importance of 
p"",,",sing Medicaid applications even in cases in which TANF assistAnce is deferred. it 
highlights promising approaches that other States may follow to ensure acc.ess to Medicaid and 



· otIu~ supports. such as child care. for those who obtain employmen1 through diversion or are 
othmwise diverted from the T ANF rollsl! 

On, of the lOCI" programs examined in the study is Montana's, which provides a child care and 
Medicaid only option for families with walk or child support income. The study found that this 
has greaIIy increased demand for child care in Montana. 

fmilli§ l'lIcilli Specific Barriers 19 Emplovment 

AItI.ough there have been dramatic gains in work for lIIlI1Iy TANF families. too many flllllilies 
witl.: multiple barriers to succeSs could be left behind. While many parents on welfare have 
suc<eeded in moving to work despite extraordinary obstacles, others will need additional 
Ireatment and support services to work and suceeed at Work, and the States vary a great deal in 
the ",ttent 10 which they have plannad and investad in programs 10 provide these supports. There 
are no completely reliable estimates ofspecific family need. among welfare families, bul recent 
studies suggest that as many as 27 percenl of adult. in the caseload nalionally have a substance 
abu•.e problem; up 10 28 percent have mental health issues; up to .40 perc.ent have learning

" ' , . , '" ~"" ., . 
disa',ilitie. or ]1lW basic skills; and up 10 32 percent are currenl victims ofdomestic violence. 

The Department (including both the Administration for Children and Families and the Substance 
Abuse and Mental Health Administration) has co.sponsored with the Department afLabor a 
seri,.s of conferences on Promising Practices under welfare reform, which has featurad 
practitioners and researchers providing information on the approaches to treatment and support 
that enable parent. facing these obstacles to prepare for work and suceeed at work. However, 
while there are a number ofStates that have developed innovative and impressive approaches 
and .• few States that have already made substantial investments," we are concerned that too few 
Stat!)' are operliling at a scale that will meet the need. One important accomplishment to nOle is 
that as • res~lt ofyour strong focus on domestic violence, many States have made policy 
dedi.ions and investments that focus for the first time on protecting and supporting women on 
welfare who have experienced domestic violence." The challenge now is to convince States of 
the i "'portance of investing unspenl TANF funds in these hard·to·serve adults remaining on the 
rolls. 

II Maloy, K.• et aI, A DescriptWn and A$#.s:snwtt a/Stall ApproocJtts tl) Diversion Programs andActivities 
Umit· W'If"'" Rtform. Tho George W.shilljllon Ulliveniity Medical 00lIer. Cenl<r ror lIcaIill Policy _It, 
AUgIIU 1998. 

Pav¢tti. LllDom.t.ll A.. et al, DtwrsJon as II W()('k..Qrlmkd w~!fart Reform StraIegy and Its Efficl <m Access 
It) Me d/caJd, An Examin.aJi()lf o/IM Experiem:es ofPM! Loc;aJ C<Jmmutiilies_'Ibc George Washington University 
Medi,:a1 Ccolcr. Cenl<r for lIcaIill Policy Rcsa.rth. pubIi<aUoI! pending 
" AnelOary ~"""'. Ie Su_ W.If.......W<ri, ~ by MaWmatica Policy Rcsa.rth.1llc.• under 
ex"",,," to DIIHSIASPE.1uo< 1m. 
" In Htum', W<!)'? lI<»o<stle "..un.:.. AFl>CI/taipl P'Id w.ya.. Rlform in M~tts. Univet<ily ofMassI_. 1991. 
" I For _le. Non!! Carolina is rtpOII<d to be doing innovative programming wiill substance abuse elielllS, 
and Washingtoo is reponed to have focused Attentioo (Il the learning disabled. 

U Ancillary Servlas to Suppol1 JJ'eifare..Ja.-WOI'k. ~ by Matheznatiea Policy R.cs¢a.rc:h. Inc., under 

oontncttoDIIHSIASPE,June 1998. 
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l1ru;bliSated IANF Funds 

While 17 SUiles (including California, Winois, and Texas) have committed all oftheir FY97 and 
FY58 Federal TANF fuods, the remainder of the SUiles have about $3 billion (10 peroent of the 
totBi) unobligated as ofthe fourth qoarter ofFY 98, Ii.: subject ofmuch attention in Coogress 
and the press (see attached "b"'.). The reasons include: SUII. choices to bold resources for the 
future in rainy day fuods; • Ii"" lag in reallocating funds left uncommitted as a result of 
une,:peered caseload declines; and • time lag in implementiag welfare reform on a _<Wide 
basit 

!nne,vative investment of these fund. is essential 10 the success o{welfare reform. SUiles need 
both 10 belp working fimtilies to sustain and improve their employmenl and to help hard-Io-serve 
family members overcome their various obstacles."ithin the lime limits. SO that all families are 
give. the chanc. to succeed. 

. ,n' ' . " 
The Unfinished Agenda 

Making work pay - to lift families out ofpoverty- has alway. been one ofthis 
Administration's major goals. Your initiative. to expand the ElTe and child care, to raise the 
minimum wage, and 10 encourage States to expand their earnings disregards through waivers, 
have been important steps toward lhe goal of every worldng parent being able to provide for their 
chikren's basic needs. Yet millions ofyoung, low-income parents are nol benefiting from 
programs like Medicaid, Food Stamps, and child care that could support their entry into the 
warllorce and lift them out ofpoverty once they do work. 

Woriting parents, including both those who have left welfare and those never on assistance. 
should not have to worry about being unable to feed. house. clothe. or secure medical care for 
their .children. Yet there are millions of children now living in working fimtille. ";th income. 
helow the poverty level. To make work pay and ensure the long-term success ofwelfare reform, 
for""ful action is needed in at least three ar..., supporting low-income working families who no 
long';r receive, I" never received, cash assistance; helping the less employable TANF recipient, 
secule stabJe jobs; and continuing our efforts to ensure that Jegal immigrant families are treated ' 
fairl)·. 

Man:, Dfthe proposal. below are in your FY 2000 budget. We";l1 see them enacted only if the 
Administration as a whole makes these items high priorities in any budget, tax or appropriations 
nego'iations. 

fuhii 08 )ow-income worldN! parents keep their iobs and fiod bener ones 

I. lI:old tbe S\AIe$' reet to lbe r_ 
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Mil! ions ofeligible individuals are not participating in programs that would lift !hem out of 
povorty. We must use every means available to get States to reach out to these people and 
p"",de them with the benefits and services they need. 

2. 	 :Enact your Child C .... Initiative, ... hleh would mae thild ca... m .... aIT.rdable r.r 

I~uodrtd. or thousaod ••r Iow·iocome ....rkiul ramili.. and, through Ihe Earty 

:Learniog Fund, inc........ the quality .rchild care and promote Ithool ..... din ... ror 

.:hild ... " across income ....... (Ill FY 2000 budset) 


We ..... currently providins child care assistance tbrou,gb Child Care and Development Block 
Grallts for only 1.25 million of!he 10 million children eligible. 

In addition, an extensive body of research shows that the poor quality of care many young 
children receive threatens their cognitive and social development. As you and the First Lady 
higblighted in the 1997 White House conference on early learning and !he brain, the first three 
years are absolutely critical to an individual', intellectual development. Children who fall . 
behi nd during this crucial perind may ricver catch up, with devastating educational and economic 
coruequences. This is wby the Early Laarning Fund should be a centerpiece of!he 
Administration'. education agende. 

3. 	 Maximiu acces. t. Medicaid by publicizing tb. range ofoptions available t. State. 
under currcnt law to widen outreach and broaden coverage, and by continuing to act 
(.n rep.rts that State. may b. inappropriately div.rting eligible p ...... n. from Medicaid. 

ShOttly, we will issue a guidebook describing !he requirements governing Medicaid eligibility, 
application and enrollment. Under Medicaid. State, have great flexibility in how they operate 
their. programs. The guide will also hlghli,gbt !he options States have for facilitating enrollment 
- such as expanding coverage of working families under section 1931 and providing 
presumptive eligibility and 12 month continuous eligibility. As part of our ongoing technical 
assistance activitie., !he Department will sponsor a"best praetices" conference to help 
diSSEminate information on how to improve enrollment. We are also. as you know, working with 
the NGA on a range ofoutreach aetivities for both Medicaid and CHlP . 

. 
4, 	 J:1iminatt unnecessary reponing requiremenb rortransitiooaJ Medicaid, in order to 

frovide tbi5 transitional bealtb eoverage to more ...rking r.mili ... (in FY 2000 budget) 

This will lessen one ofthe main reasons cited by State. and filmilies for low utilization of 
transitional Medicaid. 

5. 	 I:xpand allowable uses of the $SOO million Meditaid fUlld created to <over the eost Dr 

..tra eligibility determination work !'aulting from the brealdog oflbe link between 

~'elr.r. and Medicaid. Cm FY 2000 budget) 


Givins States greater flexibility in the use ofthese funds for outreach would allow them to enroll 
in M>ldicaid and CHlP more children in filmilie. that ar. diverted from or never connected to 
TANF. 

., " 
" ,." 
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6. 	 .Resist efforts to ....cind tbe funds available for CHIP. 

7. 	 Enact your proposal to increase the minimum wage from 55.1S to $6.15. 

Various studies have found that the average wage for those leaving T ANF for work ranges from 
approximately $5.50 to $7.50 per hour. A minimum wage increase would put significantly more 
mOlley in the pockets of those parents currently working for less than $6.15 per hour and would 
likely also bump up the wages of many now earning just over $6.15. 

8. 	 Make Food Stamps more a ..elSible to working families by: 

Eliminating the vehicle rair market value test (wbile retaining tbe more appropriate 
equity test; the equity is tbe amount the household would receive. and could use for 
food, if tbe car were IOld); 

" 	 Giving States tbe option to implement quarterly reporting (in addition to Ibe 
tUrrenl! options ormontbly reporting or reporting any cbange within 10 days); aod 

Increasing tbe error rate tolerance from tbe current SS, an action that would reduce 
potential State liabilities for senriog working families with cbanging circumstances. 

The latter two proposals do not require legislation. 

If "vings are identified from the larger-than-expected decline in the Food Stamp caseload, it 
would be appwpriate and desirable to reinvest those dollars in the Food Stamp program to 
expand access for working families. I know this is a priority for SecretarY Glickman, and I 
completely share his goals in this area. 

The availability of Food Stamps as a support for such families can also be enhanced by 
enc<'uraging State outreach, especially for families diverted from or leaving TANF. and by 
clarifying Stat, obligations under current law and regulations (which USDA did in a January 29 
letter to State commissioners). 

9. 	 ]~ublisb tbe final TANF regulations, which will encourage States to belp working 
tamilies with transportation, cbild care or post~mploymeDt education or training (to 
IIpgrade.kill.), aDd to otberwise use TANF doUan creatively to accomplisb tbe goals of 
, ..elrare reform. 

In addition, the Department will continue to explore through demonstration projects innovative 
strategies to stabilize the employment and boost the earnings ofTANF recipients who find jobs. 

This year, the Department will award the first High Performance Bonuses on job retention and 
earnings gains, as well as initial job placement. We will Continue to encourage States to focus on 
the~, goals, which will in tum provide us with a wealth of information regarding State 
perfimnance in welfare ref~rm. 



• 
 " 
Page 12- Tho PresideD! 

1O.liecurt Ih. additional 5144 million requested ror BUD's W.lf......to-W.rk housing 
,:.u.b.....Dd the addilional 575 million sougbt tor tb. Department of Transportation's 
,lob Ate.., program in lb. FY 2000 budg.t 

In:mting in all fAmilies. including the batdes1 to serve 

1 L lleautboriu DOL', Wolf.....to-Wol'k program, ..hicb it targeted to bigb-pov.rty artls 
"nd to hard-to-empl.y recipienll. fm the FY 2000 budget) 

l2.1:llcourage SI.III.. lo make the additional TANF invalmenll (e.g., in ,ubstante abuse 
I,od mental hulth .trvices, lervices for victims ordomestic violence, intensive work 
.ervius) lleeded 10 move some oftb. mort di!adv••taged recipi ••hinto long-Ierm 
.mploym.~L Also encourage States to invest in servic .. for lion-custodial partnts. 10 
hlp Ibem incrtl.e tbelr earnings and cb~d support payments. 

fu/I:ins';mmig:rll!l!s fairly 

13. Give Stales tbe option of providing Medicaid and CHIP to legal immigrant cb~drtn 
orbo entered tbe counlry arter enactment or",elrar. reform. (in the FY 2000 budget) 

14. Give States lb. option or providing Medicaid to pregnant legal immigranh wbo .nt....d 
t'~e country after enactment of welfare reform, to ensure tbat their cbUdreo, who will be 
II.S. citizens, g.t the besl start in lire. (in the FY 2000 budget) 

IS. l:e1.... DOJIINSIStal.cuidance on public cbarge. 

Clarifying the public charge policy will ensure that immigrll!l! families know which benefits they 
can access without fear ofd'portalion or other adverse impact on their immigration status, thus 
addm"ing the poIential effect ofpub!ic cbatge on this commuruty's receipt of needed benefits. 

16. F:eslore SS) and Medicaid for legal immigrants wbo entered after ....ctment or welrare 
",form, ba"e been In the .ountry ror five years. and became di!abled .rter enlry. (in the 
FY 2000 budget) 

17. Ii.eslo.. Food Stamps for aged legal immigranll ",ho ",ere in .ounlry prior to passage of 
,,·e1fa.. ""form and turned 65 after that date. (m the FY 2000 budget) 

MBiJJ Wrung TANE funding 

18. Resi!t efforts to reduce the TANF block grant and enact the Adminislratlon'. budget 
proposal to uneap the .ontingency rund; thi! combination ..wenbance Stat..' abDity to 
aleet Deed. DOt currently anticlpatedL 

As we!fare reform has been implemented in • lime of. strong nalional economy, we know !ittle 
about how effective the TANF program would be in other economic circumstances. In addition, 
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it is likely that falling caseloads have left on tbe welfare rolls a higber proportion offamilies wbo 
need intensive services. 

. Conclusion 

Perhaps the most important step you can take as President is to belp working families by 
fundamentally changing the perception ofprograms such as Food Stamps. health care 
(Medicaid/CmP). and child care so that they are seen as supports for working families. Low and 
mo<:erate-income working families sbould think ofFood Stamps. Medicaid, CHIP or child care 
sub,:idies as no different from student loans. Hope scholarships. or Pell Grants - which no one 
coruiiders welfare. States are the critical actors in this transformation and we need to hold them 
aCC<luntable for both moving more forceful1y in restructuring their income support systems to 
make them worker-friendly, and investing TANF resources to ensure that all families move to 
work and succ<:ed at it. The States need to focus on lifting working families out of poverty. not 

just getting them into jobs. . 

J'. .' l·- , . .. . . .., .. , ",.. . 


The initial success of welfare reform is clear. Now we must, through the actions described 
aboue, take the next steps toward making work pay and ensuring that no working parent is 
unahle to meet their children's and their own basic needs. Our goal must be to lift every working 
fam; ly out of poverty. 

•'I 
, 

" 
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MAR 3 1999 

MEMORANDUM FOR TIlE PRESIDENT 
;1 
I, 

The attached is an Urban lnstitute analysis of Census' Current Population Survey (CPS) data 
re~:arding the .participation rates ofeligible citizens and non~citizens under welfare, Medicaid. 
and Food Stamp programs. The analysis fmds evidence of "chilling effects" in that fewer 
im,migrant ft;tmilies, co~pared to citizen families, have been accessing a wide array ofpubJic 
bel~efits, including important health and nutrition benefits, This greater rate ofdecline was 
evident prior 10 the implementation ofeligibility changes as part ofwelfare reform. For example, 
we'lfare use by noncitizens declined by 35 percent from 1994 to 1997, while use by citizens 
dedined 15 percent. While Medicaid use by citizen households under 200 percent ofpoverty did 
no': change significantl)', non-citizen family participation dropped 19 percent, 

'I 

These fIndings replicate at a national level the findings that were released last summer by the 
'Vrban Institute for Los Angeles based on county administrative data. Both anaJyses were funded 
primarily under a cooperative agreement grant supported by the Department of Hea1th and 
Ht'man Services (HHS)~ the Department ofAgriculture and the Immigration and Naturalization 
Se:-vice, We shared an embargoed version of the analysis with interested Members of Congress 
.nd their staff, !he week of February 22nd, and HHS slalf briefed Hispanic Caucus staff on 
Fe';ruary 26th. The Urban Institute had originally targeted release for March 1, 1999, but now 
plz~s to issue a press release regarding the anaJyis on March 9,1999, 

These findings are important for several reasons, 
" 

They provide evidence ora chilling effect on immigrant families' access to benefits, 
.. consistent with many reports we have received. Tbese effects, which include" benefits use h} citizen cbildren, may be tbe result of public cbarge policies, as well 

as confusion over cbanging eligibility requirements. We have been engaged for some 
time in extensive inter-agency discussions about how inunlgration officials should treat 

I' benefit use within the context of public charge provisions in immigration law and, 
ellgibility provisions in benefit laws. We have made significant progress and are hopeful 

" 
that WI: can resolve expeditiously the few remaining issues. 'I

Ii 
• If Tbe fi:ndings also provide support ror the Administration's current budget 

II propo.l8ls to restore bealth, nutrition, and cash benefits to particularly vulnerable II
,I legal j:mroigrants (e.g., children, pregnant women, and disabled immigrants 
I,'I , , tnteriltlg the country after 8Il2I9fi). The pre-implementation declines in immigrant use ,, of beMfits may in part be due !o !he 'well-publicized debate and passage ofwelfare 

I: 
I, 

I: 



, 

Page 2 - The President 

refonn and immigration refomt. The trends bear careful monitoring as current law 
I' 	 immigrant eligibility restrictions, which will likely fIn1her red"". access to vital 

benefils, are implemented. The Administration's current and past (e.g., BBA) benefit 
restoration proposals. in conjunction with dear guidance on pubUc charge policies, will 
allow us to begin sending clearer messages to immigrant families regarding their 
eligibility for benefits. 

;;, 
.. 	 The analysis provides an important and timely contributioD to the literature 

regarding both welfare reform and tbe fiscal impacts of immigration SDd 
immigrants. The ana1ysis confirms that. contrary to assertions made during the-welfare 
and immigration refonn debates, Jow~income immigrant famiHes in 1994 were no more 
likely !ban low-income citizen families to receive welfare (AFDCrrANF, SSI, GAl, and 
by 1997 were less likely !ban citizen families to receive welfare. In 1994 immigrant 
families were more likely to receive Me~icajd and Food Stamps, but immigrant 
enrollment dropped significantly so that by 1997 !bey were only as likely as citizen 
faroili.. to be enrolled. This information will be important as We develop policies and 
outreach strategies for our TANI', Medicaid and CHIP programs. 

~7~ 
i 	 Donna E. Shal.l. 
" 
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MAR 2 1999 

MEMORANDUM FOR THE PRESIDENT 

I am writing because ofmy deep co= .bout the direction of the recent Medicare Commission 
discussions as Senator Breaux and Representative Thomas continue to court support for their 
PfOl'osai. WIllie I believe the Administration has and should continue to vigorously articulate 
spe<ific recomroendations for strengthening and modernizing Medicare, we should be extremely 
cautiOUS .bout aceepting the vague "premium support" model developed by the Commission 
without fully exploring the significant policy issues it raises. In my view, it would also be • 
taeti::ru mistake to cede politiealleverage by validating a premium support approach in advance 
oftfe upeoming congressional debate. 

Des;,ite the v~ hard work ofyour'.pp1,intCes, yo';" sIafi. and the oilier Democmts involved with 
the Commission, I think that we must conclude that the Commission has failed in its primary 
task, which was to engage the policy community and the public in an open process that could 
devdop reasonably broad, bipartisan agreement on how to address the long-term financing issues 
faeelg Medicare. Instead, the work of the Commission has focused largely on recasting and 
dressing up the Republican' s 1995 Medicare refonn goal ofprivatizing Madicare under the guise 
of ":?remium support." While the Democrats (helped considembly by your budget proposal) have 
remained ""l1iug to engage on the primary mission ofthe Commission -long-term financial 
solvency -little progress has hasn made in this area. Indced, at the last Commission meeting, 
Republicans sought to recast the solvency debale in terms ofthe "rate ofprogram growth" rather 
than trust fund solvency - a filirly transparent attempt to dismiss your strong argument for 
ded'cating a portion oflbe surplus to extend the life of the Medicare Part A 1ruSt fund. 

As the Commission winds up its work, we are left with a vague proposal that enjoys no public 
credibility, that fail, to address the long-term financing problem of Medicare, that fails to address 
the :lineal need for an outpatient prescription drug benefit, and that fails to achieve any true 
bipartisan consensus on the appropriate future direction for Medicare. These prohlems are 
fundamental. Even ifsome last minute maneuvering brings about some coverage for prescription 
dro,I' or some use of the surplus. it seems doubtful that, after a thorough review, the "deal" 
would long survive the Commission's end. 

In ,ddition, w,' have extraodinarily few details on many of the ma;or elements of the proposal, 
lea',;ng lbe ~oor open for the Republlcan leadership and Commission members to later 
..I,,;lively invoke the Commission', endorsement for items they decide to include in their 
legi slative proposals. Another serious problem is that we only last week received an objective 
analysis (from the HCFA actuary) of the financial inapacts of the proposal, and we have yet to 
_:Iv. any information on the distributional consequences (the Mooers and losers). I do not see 
bmv we or the congressional Democrats can move forward on a bipartisan basis when there is no 

Ii 
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tim. meeting ofthe minds about what this proposal is intended to do, who it affects, how it 
would be struc1Ured. and who would pay for it. 

Although the proposal put forth by SclUllOr Breaux and Representative Thomas lad<s specificity 
in many areas, the information that has been provided raises significant policy concerns. These 
include: 

• 	 A substantial portion of th••avings from the proposal ...nlt from raising 
bonolida.,. co.ts. The estimates from tha HCFA actuary indicate that roughly 45 percent 
of the savings from the BreauxlThomas proposal come from increasing costs to 
beneficiaries, including specific proposals that would increase oost sharing (particularly 
for home health care), delay program eligibility to age 67, and create • new income
related premium (although these savings may be spent on new low-income proteetions). 
The income-related premium would begin at $24,000 for single beneficiaries and $30,000 
for couples, • threshold So low thilt' it essentiaily charlgeS the social insurance nature of ' 
the program, In contrast, the income related premium proposed in the Health Security 
Act began at $90,000 for single beneficiaries and S110,000 for «luple.. The charlge in 
the eligibility age wiIl increase the number ofuninsured Americans, whether or no1 a buy
in proposal is included in the package. I do not believe that these proposals, as currently 
specified, are good for Medicare or will be """"Ptable to most congressional Democrats, 

i 
• 	 The proposal places tbe traditional fee--for-service Medicare program aDd tbe 

beneficiaries tbat it serves at risk.. While the Breauxnbomas proposal contains some 
improvements for fee-for~service Medicare, including the new authorities that you have 
regularly requested to make HCFA a more prodeot purcbaser, the premium support 
program that is being considered would increase costs for those beneficiaries who elect to 
stay in fee-for-service or who have no choice ofplans (e,g.~ millions of beneficiaries in 
rural areas), Acccrding to the HCFA actuary, fee-for-service premium. will increase by 
roughly 18 to 30 percent under premium support, with somewbat lower increases; 10 to 
20 percent, ifBBA extenders are enacted at the same time. Such increases may force 
lower income beneficiaries into private plans; beneficiaries in rural areas with no private 
plan choices will be forced to pay much higher premiums. ' 

• 	 The proposal does not guarantee tbat all beneficiaries wW receive tbe Medic.are 
defined beoefits. Although the Democrats on the Commission bave repeatedly SUIted 
that the benefit package for private plans should be defined so that it includes all existiog 
Medicare benefits, the proposal appears to allow a proposed Medicare Board to approve 
benefit variations. Without. defined benefit paclcage, aggressive risk selection activities 
by private plans could lead 10 greater adverse seleetion against the fee-for-service 
program. Without perfect risk adjustment, which we do not bave, fee-for-service costs 
and premiums win increase. 

,, 
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Pr"emium support, which is tbe most contentious element oftbe proposal, Deitber 
addresses Medicare'. long.term finaot.:ing problem Dor produces sufficient savings 
to justify its adoption al this time. According to the estimates of the HCFA actuaries, 
the inclusion ofpremium support will reduce Medicare spending in 2030 by just 2.5 to 
3.1 percent. Over the 30-year period, premium support would provide only a little more 
savings than would be gained from the combination of lb. proposed fee-for-service 
modemizations and extending the BBA savings policies for about 5 years. Whil. any 
method of improving the efficiency of Medicare should be seriously explored - and 
premium support has some positive attributes - it is clear that premium support has little 
impact on the long-term futancial problems faced by the prognuu. 

As Slated above, while we know something about the savings that may come about from 
premium support, we still do not have distributional analyses ofwho wins and who loses 
Wlder different premium support approacbes. Given the political controversy that 
premium suppon engenderS, cOmbined with its adverse impacts on beneficiaries without 
other choices, it would be premature for us to give any indication that premium support 
might be appropriate for Medicare. . 

We also need to be mindful that the premium support concept remains a moving target, 
despite the attempts of Senator Breaux and Representative Thomas to provide some 
direction, For exampJe. at the last Commission meeting, three of the advocates of 
premium support suggested that their support was based primarily on the ability of private 
plans under premium support to provide substantial edditional benefits to beneficiaries . 

.However, the premium'support specifications released by Senator Breaux either eliminate 
or substantially restriet (two options) the ability ofprivat. plans to offer additional 
benefits. Some members of the Commission and most ofthe public are not yet aware of 
this fact, and many potential supporte ... may have second thoughts when they understand 
the new direction. Again, I think that there is need for extreme caution in our public 
pronouncements until the details are written down and well understood by all of the 
relevant parties, 

Tbe propo,al do., Dot include a critieaUy Deeded outpatient pharmaceutical benefit 
for aU beneficiaries. As you well know, prescription drug therapies are increasingly 
important to improving the health and well-being of our citizens, particularly those with 
chronic health conditions. Medicare simply cannot operate efficiently unless providers 
and health plans can use all of the toois available to improve the health of the elderly and 
the disabled. 

Unfortunately, Senator Breaux and Representative Thomas have not agreed to support 
inclusion ofa prescription drug benefit that would be available to all Medicare 
beneficiaries, inatead suggesting a combination ofdifferent approaches for different 
segments ofthe Medicare population. Their Slated reason for opposing. Medicare 
outpatient pharmaceutical benefit i •• concern about substituting for existing prescription 
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drug coverage. but much of this concern is misdirected. A substantial portion ofexisting..• spending is either in public programs (i. •.• Medicaid) or government subsidized (i .•. , 
employer-provided retiree benefits. Medicare+Choiee plans). FllIther. all of the ttends 
indicate that employers will be providing fewer retiree bealth care benefits in the future. 

Another concern raised by some Commission members is that a Medicare pharmaceutical 
benefit would give HCFA too much power over the prices that the elderly pay for 
prescription drugs. I view this argument as saying that we should be putting the profit 
needs of the pbarmaeeuticai industry above the needs of beneficiaries to hove """"ss 
adequate hcaith care. We must assure that beneficiaries are provided an affordable 

'. prescription drug benefit and that HCFA and private plans hove sufficient authority to 
procure needed drugs at the best possible prices for beneficiaries and taxpayers. 

• '1 The Dew Medicare Board tbat would be created under the proposal would bifurcate 
.·,·,.,red.ral ....pon'lbillty ror Medicare and significantly reduct ....utlv .. branch . 

influence over Medicare policy and spending. The Breauxffhomas proposal to create 
• new Medicare Board would result in. split ofadtnJnjstrative responsibility for 
Medicare. with the.new Board overseeing private plans. and HeFA continuing to have 
responsibility for fee-for-secvice Medicare. This split ofresponsibility would eliminate 
the single point ofaccountability for Medicare that we hove today, and would make it 
much more difficult for the President and the Executive Branch to coordinate ov.rall 
Medicare policy in a way that focuses on the needs of all beneficiaries. It also could 

,, diffuse our successful anti-fraud efforts, particularly the aggressive initiatives undertllken 
by the HHS Inspector General, by separating acoountability over program fInances. Such 
a change is not prodent given the important role that Medicare plays in the Iiv.s of 
millions ofAmericans as well as its significant impact on the federal budget. 

• Cu ..... nt beneficiaries may ""perienee significant disruptions. We also need to be 
cautious about the extent to which we cause large disruptions for cummt beneficiaries. 
Last year, when a large number of managed care plans l.ft the program. there was • 
considerable backlash from beneficiaries who experienced changcs in plans, benefits and 
provid.rs. Significantly greater changes for ben.ficiari.s are likely under the 
Breauxffhomas proposal. For example, the proposal would significantly limit the extent 
to which private plans could offer additional benefits to beneficiaries, which would mean 
that most curren! beneficiaries in Medicare+Choice plans would lose many ofthe benefits 
that they hove today. In addition, market shake-ups and plan withdrawals could well be" 
more frequent and more extreme under premium support, particularly in the early years 
before the system stabilizes. These issues hove received no aatention by the Commission. 

Iri raising these serious concerns, I am also reminded that the Administration bss a vision for 
addressing Medicare's financial problems and for strengthening and modernizing the benefits 
aad program operations. As your budget proposal demo_so the Administration, working 
",lth congressional Democmls and interested Republicans, can begin to eddress Medicare's 

, 
," 
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problems "jthout undermining the financial security of present and future beneficiaries. A 
Ihtll1gbtfuJ approach that includes dedication of. portion ofIhe surplus to Medican:. Ihe 
autl.ority for HCFA to use more competitive purchasing practices, a responsible income-related 
pretruum aimed at truly higher income beneficiaries, an affordable prescription drug benefit, 
more rational eost sharing, and an extension of BBA savings proposals would be • package that 
coU:p receive substantial support. These policies bave been discussed before and are fairly well 
und.'rstood by the public and the Congress, and, unlike pmnium support, would not be 
coD!:idered radical change to Ihe program. 

We .~.ve an opportunity this year to!llllke real improvements in Medicare tha.! both secure the 
finanCing of the program for years and enhance the health can: protection that we offer the 
olde dy and disabled. But as we continue to put forth our vision for change, I believe that we 
oe..: to be careful not 10 provide political cover 10 an untested, radical restructuring proposal that 
may be taken up in Congress this year. In my opinion, providing Administration validation of 
premium support would diminish our ability to control the details through the legislative process, 
potellially banding us a tak."r-leave-it proposal for Medicare restructuring imbedded in • 
broaler legislative verucJe at the end of this session. As we move forward, we need to protect 
the frogram from those whose ultimate goal is simply to privatize rather than improve Medicare. 

The ':ornrnission process has boen. trying one for all nfus, and everyone who supports this 
prog:arn appreciates the effort that you personally and your appointees and staffhave made to try 
and make the process a success. I hope that we can shift those eoergies now toward developing a 
proj>>sal that is consistent mth the values the! underlie this program and ",moh can garner broad 
pub!i c support and bipartisan support in Congress. 
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MEMORANDUM FOR THE PRESIDENT 

Please accept the enclosed implementatjon plan in response to your Executive Memorandum 
directing the Department to take steps to make tobacco industry documents more readily 
'iccessible to the public heahh community ~ the scientific community. the States, and the public at 
large. The plan we have developed will ensure greater access to these important documents and 
!ignificanti:-' increase our understandi~g of the health consequences of tobacco use and the extent 
to \vhich this information has been systematically concealed from the public. 

\,Vith your concurrence, we are prepared to immediately execute the plan and launch a broad, 
,ollaborative initiative of research and education that \,.,m help us to better understand the 
tobacco epidemic and identify"the most effective regulatory and programmatic strategies to 
reduce the harm caused by tobacco product~. Your chaUenge to the Department and commitment 
t::> the nation's public health have been critically important to the success or this historic 
t:~dertaking and to our common goal of a tobacco~free adolescence for every child. 

" 

Enclosure 

" 

-.: 
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Response to Executive Memorandum 
Public Availability of Tobacco Documents 

On July 17, 1998, the President issued an Executive Memorandum highlighting the importance 
o(tobacco industry documents that have been released as a result ofrecent tobacco litigatjon and 
congressional subpoenas. This initiative is designed to lift the tobacco industry's veil of secrecy 
so that aU Americans can know the origins of our epidemic ofteen smoking and the history of 
our 

" 

national addiction to tobacco) and allow us to use the industry's darkest secrets to save a new 
geoeration of children from the deadly habit oflobacco use, Citing the potential value of these 
documents to the Americ,an peopJe and the nation's pubHc health community. the Memorandum 
directed the Secretary of Health and Human Services to do the following: 

1 , Propose a method for coordinating review ofthe documents and making 
available an easily searchable index andlor digest of the reviewed 
documents. 

2. Propose a plan to disseminate widely the index and/or dIgest as well as the 
documents themselves, including expanded use of the Internet. 

" 

3. . Provide a strategy for coordinating a broad puNic and private review and 
analysis of the documents to gain critical public hea1th information. Issues 
to be considered as part of this analysis include: nicotine addiction and 
pharmacology; biomedical research; including ingredient safety; product 
design; and youth marketing strategies, 

This paper proposes a plan to fulfill the objectives outlined in the Executive Memorandum. 

I. Profa« 

Importalltf of Tobacco Industry Documents 

• Landmark tobacco litigation brought by the State Attorneys General and others, 
" Congressional inquiries, and the Food and Drug Admi:rlistration's historic investigation 

have resulted in the release of millions of previously inaccessible internal tobacco 
industry documents. Among other things, the documents contain information about what 
manufacturers know and have knO\\TI about the health consequences of tobacco use. how 
they have concealed.this knowledge from the public, how cigarettes are designed, how 
the industry abandoned research into safer products for fear of litigation, how the industry 
has largeted its marketing to particular demographic group. including youth, what factors 
are most important in detennining tobacco use, and how the industry has worked to 

" undennine public health efforts that effectively reduce tobacco use.': 
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The information that is now available, but no1 yet analyzed in detail or effectively 
disseminated, will be invaluable in belping scientists, educators, public health specialists, 
and regulators underst&td the development of the toba<;{:o epidemic, and will allow them 

_I 	 to beller educate the public and to develop effective regulatory and public health 
strategies to reduce the harm caused by tobacco products, This information will hclp us 
design bener public health strategies to break the addictive hold that tobacco currently 
has on 45 million children and 47 million adults in this nation, 

Available: Documents 

The single most comprehensive bolding of documents is in Minneapolisl Minnesota, at 
the State of Minnesota's Document Depository, established as part of the settlement 
reached in May J998 to resolve the lawsuit brought by the Minnesota Attorney General 
and Blue Cross and Blue Shield of Minnesota against the tobacco companies. The 
depository contains an estimated 26 million pages of documents acquired through 
discovery in the MiMesota litigation and will, as a condition of the Minnesota settlement. 
incorporate documents released in any other smoking and health litigation in this country" 
Another 7 million pages of documents acquired through the litigation are stored in 
Guildford, England, However, the vas. majority of these 33 million pages are only 
available on site at the two depositories, 

Additionally, the depository is also home to the Minnesota Select Set, which contains the 
1-2 percent of the 33 million pages selected by the Minnesota trial attorneys as possible 
trial exhibits, Also available only on site jg an electronic search engine and index (the 
"4-B lodex,) which allow do<wnents.o be searched by date, author, and title [etc,J, but 
not by subject matter. 

A fraction of the docwnents in the depository, as well as other documents, are available 
, through five primary Internet sites: the House ofRepresentatives Commerce Commiuee 
" Site (http://,,ww,house,gov/commerceiTobaecoDo<sfdocumenthtrnl; 39,000 documents 

released in the Minnesota trial for which the industry had claimed privilege; these 
docume-nts were subpoenaed by Commerce Committee Chainnan Blitey and are not 
available at the depositOl)'); the Smokescreen si•• where many of the Commerce 
Committee documents are availabJe in a .searchable format 

il 	 (hnp:llwww.smokescreen,org/documents);UniversityofCalifomia Library site 
(hnp:llwww.library,ucsf,edu.~obacco; Bro"n & Williamson documents released in 1994 
and the Mangini collection released in 1998); the Tobacco Resolution (tobacco industry) 
site (hnp:llwww.tobaccoresolution.com); and the Blue CrosslBlue Shield ofMinnesoUi 
site (hltpll/www,mnbluecrosstobaeco,com!toblititrialnewsiindex,htrnl; the 3,000 
documents used as Minnesota trial exhibits). 

l 
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The challenges to researchers and others interested in obtaining information from the 
do~uments include the follov.ing: 

• a fraction of the documents are in electronic fonnat, and the vast majority of 
documents are available only in hard copy at the Minnesota depository; 

• 	 the 4~B index is only available on site at the Minnesota depository; 
• 	 documents are not organized by broad subject categories; 
• 	 lack of subject indexing prevents searching of documents by subject Or ke)' word; 
• 	 full~text searches for most documents are not possible; and 

• 	 documents are sorted separately by company or institution, requiring searching of 
several databases for a single area of interes!' 

Users of Documents . 

In detennining prioritles to improve accessibility to the documents, it is critical to 
understand the wide range of potential users of the documents and the needs of those 
users. 

, 	
Three primary groups ofusers will be the research community, the public health 
community~ and regulators, Researchers ,",ill play the critical role ofanalyzing the 
documents for their public health value, including decades~worth of industry-sponsored 
studies on the nature ofnicotine addiction, tobacco-related illnesses, and marketing 
strategies targeting children. Members of the public health community will use the 
documents to determine strategic priorities for shaping public policy. devise 
imcf'\.'entlons to help people quit and prevent young people from starting to smoke. and 
educ.te policy makers and the public. Regulators will use the documents to obtain 
detailed information that will help guide and infonn their work. 

Other users include the journalistic and legal communities, Journalists and lawyers will 
want direct access to documents, but they will also rely on researchers and members of 
the public health community to learn about information ofpotential value in the 
documents. 

While the general public will not be the primlll)' users nfthese materials, the American 
people •• especially educators, parents and youth .. should be the ultimate beneficilll)' of 

4. 	 infonnatinn contained in the documents. The public deserves to learn both what the 
industry knew about the dangers of smoking while marketing their products, and steps 
that can taken to improve their health. Researchers, advocates and journalists can help 
lbe public better WldersUlnd how the tobacco industry sought for years to hide the truth 
about the dangers of smnldng and about their own systematic efforts to target children. 
Finally, these documents can be an immensely important ed"".tion tool and should be 
provided to teachers, parents, and students, Because research shows that an effective way 

, to reduce youth smoldng is to expose industry efforts to lure children by glamorizing
I 

I 
! 
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smoking~ special attention should be devoted to packaging and distributing educational 
malerials based on documents that reveal this practice. 

The Changing Land•••pe of Dowment Accessibility 

In taking steps to increase the accessibility of tobacco industry documents, the federal 
government should devise a system that can be adapted and upgraded to keep pace with 
other public and private efforts. As litigatIon continues, more documents and information . 

" 
wiIl become available to the public, For instance, the recent settlement between the states 

" and the tobacco industry promises to improve access to documents. Moreover, the 
Department of lustice has filed'a brief on behalf of the Department of Health and Human 
Services in support of the State of Mirmesota'5 efforts to unseal the tobacco industry's 
own rnulti~mil1ion dollar computerized index (the "4~A Index·~). The court has recently 
ruled in favor of the goverrunent. The 4·A index would pennit far more precise searches 
and focused identification of documents than the 4-B index currently available at the 
Minnesota Depository. 

The private sector has expressed a keen interest in processing the documents. Firms are 
already marketing full·lexi searchahle CD·ROMs of subsets of the documents, but these 
sets are often expensive. It is Iike)y that the activities of the marketplace wiU expand. 
making more documents more easily accessible. 

II. Nut Step. 

lnportant ste,ps can and should be taken now, however, to make the incredibly valuable public 
hl:alth information in these docwnents available and easy to use, Working with the Department 
0:' Justice, the Department of Health and Human Services will: 

o Within 60 days, create a comprehensive HHS Internet site with a searchable version of 
the 4·B index that will enable the public to locate and order through fax or mail from the 
Minnesota Depository at cost electronic images or paper copies of its tobacco industrj' 
d.)cuments. for the firSt time, the tobacco industry documents in the Minnesota Depository will 
bt! readily accessibJe. In addition, this gateway site will have links to other Internet sites with 
!<:·bacco industry documents and will provide infonnation on how best to use those other sites. To 
,,:pedite and facilitate coordination in the research effon, HHS will establish communications 
S~fstems through the Internet site and other electronic means to enable :researchers to coordinate 
their activities and share the results of their findings. As additional research tools or indices 
!>!C"me available, they, too, will be edded to the HHS Internet site. 

" Within 120 days, make available to the public on CD.ROM, imaged copie, ofall the 
t<~bacco industry documents conutined in the Minnesota Select Set. These docwnents! totaling 
a:",ut 500,000 pages, were chosen by the Minnesota Anomey General's office and its co·counsel 
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as the most important docu;nents for that state's litigation. Currently> most of the docwnents are 
nut available electronically, but instead are available only in hard copy on-site at the depository. 

o Within 120 days, announce the intention of the National Cancer Institute (NCI) to suppo" 
additional research on tobacco industry documents. NCI has already taken an initial step in this 
d':rection by funding research based on recently disclosed tobacco industry documents. This 
.. Iditional funding will enable NCI to expand its research in this area and others of critical 
importance to public health, including nicotine addiction and pharmacology; biomedical 
n:search, including ingredient safety; product design; youth marketing strategies; and 
environmental tobacco smoke. A special ad hoc review group wilJ be formed to review research 
proposals in this unique field. Uuder this program announcement, tobacco industry documents 
used in the research along with an index prepared by_ the researchers will be made available in an 
appropriate electronic fannat on the HHS Internet site, In addition. NCI ""ill convene semi· 
annual research meetings to give tobacco document researchers the opportunity to report on their 
}Irogress, to discuss common problems and solutions, and to develop collaborative research. A 
,entralized inventory ofpubl1shed analyses in the scientific literature will be maintained on the 
llHS Internet site to monitor progress toward the Department's goals. 

" Within 180 days. the Minnesota Select Set will be made available in a text~searchable 
;"onnat on the HHS Internet site. At the same time, HHS will post on the HHS Internet site a 
.•ingJe search interface able to search other tobacco industry document shes, within technological 
;!imitations. This would allow a user to enter a single set of search parameters into the HHS 
;,earch interface (which would sequentially search aU other sites that it is technically abte to 
search), hrowse the results of the search on the HHS site, and link to the documents on other$ites 
resulting from the search, 

10 Within a year, an assessment will be made on what additional steps can be taken to ensure 
;the widest availabJe dissemination and most efficient public hea1th analysis of the infonnation 
contained in the tobacco industry's secret documents. 

1II. CODclusioD 

The documents discussed in this paper offer the most valuable infonnation on tobacco 
and health issues to become available in the past several years. As research into effective 
tobacco use reduction susgests a shift from clinical to public health and public policy 
approaches, the industry's internal documents provide information relevant to these 
approaches not obtainable through other means. 

The steps outlined in this plan wiIl greatly enhance the ability ofresearchers and the 
public health commlUlity to lUldersrand the tobacco epidemic and to identifY effective 
strategies to combat the epidemic. Improved access to documents and the activities of 
researchers and public health interests win ultimately result in a nation better informed 

" 
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researchers and public health interests will uhimately result in a nation better informed 
I,'f 	 about the risks of tobacco use, about the nature oftobacco marketing, and about steps that 

individuals and government can take to reduce tobacco use in their families and 
communities. 
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Washington. 0 C. 20201 

" January 6, J999 
I 
I: 

MEMORANDUM FOR THURGOOD MARSHALL, JR. 

" I' 
Attached is a Memorandum for the President detailing a departmental implementation plan to 
mtke tobacco jndustry documents mOTe readily accessible to the public health community, the 
scientific community, the state and the public at large. This implementation plan was prepared in 
response to an Executive Memorandum from the President. 

Should you need further assistance, please contact me at (202) 690-743 L 

Attllchment 
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