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« MEMORANDUM FOR THE PRESIDENT

I want to bring for your consideration a request (o make available up to $6 miliion in emergency
appropriations {o help the States of North and South Dakota meet the heating needs arising from
the recent cold weather which has impacted most severely on these two States. Thisisan
especiatly eritical situation for the ten Indian Tribes in these two States, Your approval is needed
16 make available previonsity appropriated funds 1o the Low income Home Energy Asststance

" Program (LIHEAP).

iTﬁc FY 1996 Appropriations Act for this Depariment provided 3420 million for LIIEAP to be

uwred in FY 1997, contingent upon the President submitting a budget request to the Congress, and
desipnating the entire amount as an emergency requirement, The basic LIHEAP statute grants
me the authorily 1o target the anount requested to those States or Tribes most in need. 1 believe
thit a erisis exists and we must respond immediately 10 protect the health and safety of ali low-
ircome people in these two States. In North Dakota fous Tribes receive funds direetly; Devils
Leke Sioux Tnbe, Standing Rock Sioux Tribe, Three Affiliated Tribes, and Tustle Mountain
Chippewa. In South Dakota, there are seven direcily funded Tribes; Cheyenne River Siouy,
Lewer Brele Siwoux, Ogoala Sioux, Roscoud Sioux, Sissetra-Wahpeton Sioux, Standing River

_ Sioux {Tribe is located in both States} . and Yankton Sioux.

F

Or. October 22, the four North Dakota Tribes received $1,060,050, and it is our understanding
that these funds have been totally expended.  This is a result of two factors: the extreme cold

" temperatures and thal propape prices have increased dramatically from $0.69 to $1.09 per gallon,
.. Tribal members are heavily dependent upon propane as a source of fuel 1o heat their homues, |
* have spﬁken with Senators Kent Conrad and Byron Dorgan, and Congressman Earl Pomeroy and

they are in full agreement that the Tribes needs are severe and should be provided additional
. funds.

* Irecommend that you designate this request as emergency {unding consistent with the Balanced

Budget and Emergency Deficrt Control Act of 1985, No further Congressional action will be

& required 1o make the $6 million available. We would allocate up to $3.4 million to North Dakota

. and $2.7 millicn to South Dakota. This would represent an estimated 42 percent increase over

_;, sach State’s basic allotment for FY 1997,
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EMORANDUM FOR THE PRESIDENT

‘W are pleased (o provide you with a progress report on our agencies’ efforts o implement
yo Ir directive of October 3 entitled "Guidelines to States for Implementing the Family
Violence Provisions.”

Your continued attention to the issue of domestic violence has been critical to building public
gwareness and creating both the will and the capacity in states and iocal comuunities to
adciress this issue. The complex linkages between domestic violence and welfare are critical,
but not well understood. The family: violence provisions in the new welfare law creatz even
greater opportunity to expand our knowledge base, disseminate information and guidance and
work with our state and local partoers to ¢reate new avenues for stopping violence in the
horie. Through close collaboration with these partners we can build wemporary assistance
sysiems that require work, promote responsibility and protect children, and that also recognize
the !zmique needs and circumstances of battered women, and provide them with the suppors
they need to move successfully from welfare to work,

The enciosed progress report demonstrates that our on-going work is proving exwremely
valvable and instructive in shaping technical assistance, policy guidange and the development
of s.andards and procedures for meeting the needs of battered women.

4

Thaxk you again for your Jeadership on this issue.

P 792-&»@_ L
Donsa E. Shalala Janet Reno
Secratary Attorney General

Department of Health Deparument of Justice
and Hurpan Services

Enclasure
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MIMORANDUM FOR THE PRESIDENT

Mareh 22, 1587 is the 25th anniversary of the enactment of the
Nutrition Program for the Elderly Act, legislation which created |
the Older Americans Act Nutrition Programs for the Elderly which
ist made up of home delivered {(meals on wheels) and conugregate
meal programs.
Each day, one millicn meals are served through locally-run
cemmunity nutrition programs acyoss America to at risk and needy
older persons over the age of 60, Often vhese peals are the only
real source of nutrition and contact with others that a
vulnerable older person will have in the course of a day.
Whather 1t be through a hot prepared meal delivered by a
volunteer to a senior in their home or through an active senior
center or congregate dining site that promotes healthy living and
nuiritionzl screening, these nutrition programs often provide the
aliernatives to premature or unnecessary hospitalization or
ingtituticnalization,

I
In FY 1895 over 240 million meals were served td &pproximately
3.4 million older persons, and that number ls expected to grow as
the population ages and grows. The Elderly Nutrition Program cf
the Older Americans Act iz a wondexful example of a successful
pub-lic private partnership that jeins the Federal Government with
state, local and private sector assoclates o meet the unigue
neads of each aging community across America, including urban,
rural, sthnic and native American compunities. An important
highlight of the Elderly Nutrition Program are the participant
contributions which in FY 1985 totaled approximately $17¢
million.

In recognition of this historic and significant anniversaryy, and
in tribute to the millions of aging network service providers and
volunteers who have served millions ¢f older Americans for the
past 25 years, I would like to reguest that you issue the
enz.osed resclution honoring the slilver anniversary of the
giderly Nutriticon Programs of the COldey Americans Act. This
gesture would continue £o show your commitment, appreciation and
leatiership on behalf of older Americans and the services that
allew them to age with grace and dignity.

| D Bl

Donna E. Shalalas

Enclosure
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Twenty~Fifth Anniversayy of ‘the Elderly Nutrition
Program of the CGlder Americans Act

; A Proclamation

Each day across Amevrica one million meals are served by locally-run
community nutrition programs to persons 60 years of age and older.
For most of these individuals, in particular the vulnerable and
isclated, this daily meal represents the only real source of
matrifion and human contact they will have that day. A meal
delivered to the home can be a lifeling that connects a frail older
person with the community, A meal served at a senior center or
congregate dining site provides camaraderie, promotes positive
health practices., and links older persons to other essential
commanity services.

The Older Americans Act Elderly Nutrition Program, a coritical
component of the home and community-based system of services
provided through the Administration on Aging and its network of
state and area agencies on aging, tribal organizations, service
providers, caregivers anc volunteers, coelebrates its silverx
Canniversary in March, a month that has historiczally been proclaimed
as taticnal Nutrition Month. Twenty-five years age, on March 22,
1972, the Nuotrition for the Elderly Ast was signed into law
establishing what has become the cornerstone and central focal
point of the Qlder Americans Act. This one program hasg improved
the guality of 1ife for millions of seniocr citizens by enabling
them to grow older with dignity and independence, and has
repeatedly provided an alternative Uo premature Or uUnneECessary
institutionalization or hospitalization.

One of the most pignificant characteristics of the Elderly
Mitrition Program is that it yepresents a highly effective public-
puivate partnership that ies financed by federal, state, local and
pmiivate sources as well as participant contributions. These
eritities work together to tailor nutrition and nutrition-related
programs ¢ the unigue needs of every community across the country,
irecluding urban, rural, ethnic, and native American communities,
ard are often faged with the often daunting and conflicting
crallenges of meeting increased demand while &t the same time
exercising responsible fisecal restraint in the face of budget
realities.
k|

Ir. FY 1938, over 240 million meals were gerved to approximately 3.4
million older persons through the Elderly Nutrition Program of the
Older Americans Act. Nearly half of the meal recipients were low
ircome elders and 17 pexvent ¢f the reciplents were menbers of
winority groups. By the vear 2030, there will be approximately 70
million older persons, more than twice their number in 1980. As
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tae population ages and growe, the demand for these c¢ritical
s2rvices will increase and our ability to meet those demands will
be tested. We must continue to work together to support these
gritical programs and to confzront the challenge ¢f how to meet the
mutritional needs of the increasing numbers of older persons.

On this 25th anniversary of the creation of the Elderly Nutrition
program, we celebrate the ongoeing successes of these important
community programs, the vital role they play in ensuring adequate
nutrition and other services c¢ritical to an aging America. We honor
the aging network, nutrition providers and the private sector who
work closely with their communities to serve those in the greatest
need, This anniversary is a wonderful opportunity to renew our
nation's commitment to these programs and to the older Amerigans
they serve.

NOW, THEREFORE, I, WILLIAM J. CLINTON, President of the United
St:ates of America, by virtue of the authority vested in me by the
Congtitution and laws of the United States, do hereby proclaim
March 22, 1397 as the 25th Anniversary of the National Elderly
Nutritien Program. 1 call upon Government officials, businesses,
communities, volunteers, families, older persons and all citizens
o this great nation to acknowledge the vast contributions of the
OiLder Americans Act Elderly Nutrition Program to the health,
happiness and qualiry of 1ife of older Americans during National
Rutrition Month and throughout the year.

IN WITNESS WAEREOF, I have hereunto set my hand this day of
March, in the year of our Lord nineteen hundred and ninety-sgsven
ard of the independence of the United Stagtes of America the two
hundyred and twenty~second.

g
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FROM 1 Aeting Assistant Secretary for Aging
SYBJECT: 25th Anniversary of the Older Americans Act Elderly
‘A Nutritioh Pregram Proclamation -- ADTION MEMO -
Immediate
zjaf\

o
T{would Jike to. reguest that you approve the attached draftr
prociamation celesbrating the 25th anniversary of the Elderly
Nutrltzo Program &f the Older Americans Act and sign the attached
lvt*er to the President regquesgting that he 15@U@ a proclamation on
o around March 22, 1837,

i i

Bﬁ”&gkovmn

he Elderly Nutrivion Program of the Older Amevicans Act will soon
be¢ celebrating its 25th anniversary. On March 22, 1972, President
rRilchard Nixon signed into law the Nutrition Program for the Elderly
Act which established the national Nutrition programs for the
Eilderly we know as home-delivered meals {meals on wheels) and
congregate nutrition programs.  Since that time, these nutrition
programs have grown to become the cornerstone and focal point for
the majority of the programs and services provided through the

Jder.Amerlcans Act and the Adminigtiration on Aglng Every day over

‘one million wmeals axe served across America in locally-run

communlty nutrition sites to Americans. 60 years of age or older.
In FY 1985, over 2490 mwilliion meals were sgerved through both the
home aeizv&rad and congregate nutrition programa. The FY 1397
Appropriation for the Clder Americans Act nutrition program was
approximately $470 million. .

i
The Administrarion and Congress have conszstently gshown their

"support forsthese critical .programs, and senior nutrition programs

have often been prominently menticned in  Department or
Administration statements. As you know, the President, First Lady
arid Vice President have visited several nutrition sites around the
counary during the last four years, and during the second
goverﬁm&nt shutdown during FY 19%¢, you -“cined the President at a
local seniey nutrition site in Washington, D.C. o call

i +
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attention to the importance of Clder Americans Act nutrition
pirrograms. In addition, a congressionally-mandated independent
evaluation of the Elderly Nutrition Program completed and released
ingt year indicated that this program was a “"bargain® for the
fzderal government because it successfully teams up the faderal
government with other government entities, states, tribes,
l>calities and the private gector, In addition, these nutrition
programg  regeive participant  contributions  which totalied
goproximately $170 million in FY 1995.

A reguest is belnyg considered by the Assistant Secretary for Public
Affairs to suggest that the President consider making the 25th
annjversary ©f the Elderly Nutrition Program the subiect of an
upcoming Saturday radio address on March 22. This address could
also include an announcement of the Joint public-private
partnership you recently approved for the Administration on Aging
and General Mills (GM) to work together to establish z Morning
Meals on Wheels breakfast home-delivered program, A highlight of
this 7joint agreement is a pilot project peing launched in 2¢
different cities to provide breakfast ss a gecond meal to at-risk
home Dpound older individuals who participate in the OAR home-
deliverad nutrition program.

BEECOMMERDATION

In order to demonstrate the Administration’s continued commitment
to the Elderly Nutrition Program of the Clder Americans Act, &z
well as Lo honor those who provide the gervices through the vast
sging network of state and area agencies on aging, tribal
crganizations, service providers and volunteers, I would like to
recommend that you request that the President sign and issue the
zttached draft proclamation on or about Marceh 22, 1937, {(March is
Mational Nutrition Menth) officially acknowledging the 25th
énniversary of the Clder Americans Act Elderly Hurrition Program.
of you agree, please sign the attached letter to the President and
epprove the attached proclamation.

DECISTON
ti ;
I recommend that vou sign the attached letfter to the President
reguesting a formal proclamation designating the 25th anniversary
af the Blderly Nutrition Program of the Clder Americans Act on o
about March 22, 1887 and-approve the drafy proclamation that is

attached, <y .
ipproved lettexr Disapproved letter Date FEB 1 0 197

Approved Proclamation Disapproved Proclamation Date

" 13 ),
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Attachmens
Tab A - Letter to the President

Tab B - Draft Proclamation
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HEMORANDDM FOR THE PRESIDENT

|
1.BSUE:

vhether to issue a Presidential message on the Government's
responsibility for the Tuskegee Syphilis Study to the surviving
jarticipants, theldr families, and the African Armerican community.
l

EACKGROUND: .
t

In 1932, Federal, State, and local officials, working with the
Tuskegee Institute, began a long-term study of untreated syphilis
in African-American males in HMacon County, Alabama. The Study
wag established after surveys revealed a high prevalence of
syphilie, particularly in rural areas of the South, and a high
rate of untreated syphilis in African~-American men. The Study
was intended to justify a syphilis treatmnent program for African-
Americans. Instead, it has become known as a classic case of
medical yesearch gone wrong.

That is because researchers enrclled about 400 African-American
nen with non-infectious syphilis and about 200 men without
syphilis {the latter group for control purposes} in the Study and
told them they were being treated for “bad blood” -~ a local tern
used to describe a number of conditicns, including syphilis.

Han with infecticug, early stage syphilis were treated and
excluded from the Study; however, those with late term, non-
isfectious syphilis received no treatment and none was available.
at the time the Study was begun., Researchers actually were
ohserving the natural progression of untreated syphilis in their
baﬁias.

Tha project was scheduled to last for only six months, but it

auntinued for 40 years ~- even after penicillin became recognized

at the standard of ecare for treating syphilis by the late 1940s.

The Study was not ended until 1972, when a front-page stery in

the Bew York Times lad to a public outery and the goverrment

canvaned an advisory panel that declared the Study to be
;thically unjvetified,”

The Federal Covernment bhas tried to mitigate the damage since the
study was ended. In 1973, HEW Secretary Weinberger directed the
Puvblic Health Service to provide Study participants and certain
membars of thelr families with comprehensive medical care for the
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Page 2 - The President

rest of thelr lives. Also, in 1%7)3, & class-action lawsuit was
settled for $5 million. And, beginning in 1974, regulations for

" review and approval of experiments on human subjects were

instituted to ensure that studies such as Tuskegee A0 not happen
againt

. Since 1974, we have better instituted in research on human

beings the practice of obtaining their wvoluntary informed
consant, )
. Aleoc Bince 1874, all Federal studies using human subjects

must be reviewed by Institutional Review Boards (IRBs} that
ere diverse and sensitive to community attitudes.

. In 1935, you created s National Bicethics Advisory
Commisslion to review regulations and procedures, and to
provide sll possible safeguards for research volunteers.

4 A 1996 meeting sponsored by the Centers for Disease Control
and Prevention and HHS led to the establishment of the
Tuskegee Syphilis Study Legacy Committee, which studied ways
to preserve the pemory of the Study and t¢ transform the
legacy inte renewed efforts to bridge the gap between the
health conditions of &(Tican-Amariaans and white Americans.

fven so, the Federal Covernment has never adequately expressed
ite responsibility for failure to inform Study participants and
their fanilies when treatment became available. Many
conmentaters believe that the governzent's failure to make such
an acknowledgment has helped to perpetuate feelings of widespread
distrust among African-Americans toward government health-related
initiatives, ¥For example, African-Americans are far less likely
than any other ethnic group to receive influenza vaccines {(33.1
percent in 1993, compared to 50.4 percent for the total
pspulation). Similar low participation rates among African-
Azericans also are evident in research triasls, organ donation,
accessing simple medical care, and accepting advice from public
hitalth officinles regarding the prevention of diseases such as
AIDS. Even though there are many conplex reasons for these low
piarticipation rates, the Tuskegee Study is cited as one
significant contributing reason.

Tre Tuskegee Syphilis Study Legacy Committee has urged you to
make an apology, and has issued & nunmber of recommendations that
weuld helip assure the nation that research like the Tuskegee
Study would not be Quplicated,

;
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*

JYou received last week & letter from two nembers of the
Congresgional)l Black Caucus ~~ Representative Louls Stokes, the
Chairman of the Congressional Black Caucus Health Braintruat. and
Representative Maxine Waterp, Chajrwoman of the Caugup =«
‘reguesting that you issue 2 formal apolegy on behalf of the
United States for the Tuskegea Study, simllar to the apology you
igsued to the aa-cailed “atonmic veterans.” They note that Black
History Month would be “a most appropriate time”™ to issue such a2
statement.

.Home Box Office has produced a movie asbout the Tuskegee Study,
-entitled “Miss Evers' Boyem,” that is expected to receive
substantial attention throughout the month of February, which is
National African American History Month. Between February 1) and
February 18, public screenings of "Miss Evers Boys™ will be held
in seven cities across the country ~- Washington, New York, HNew
Orleans, Los Angeles, Atlants, Stanmford, and San Francisco. The
‘screenings and ensuing panel discussions will be attended by
prominent African-Anmerican officials, including United Negro
‘Cellege Fund President William H., Gray III, Charles Drew
University President Reed Tuckson, Former HHS Secretary Louis
Sullivan, Emory School of Public Health Dean James {urran,
Atlianta Journal-Constitution Editer Cvnthia Tucker, “Our Common
Welfare” Director Fay Brown-Specling, and CDC Director David .
Satcher M.D. After the public screenings have been held, EBO will
air the movie nationally on February 2.

There are eight participants of the Tuskegee Study still
purviving, as well as 23 wives or widows, 15 children and two
grandchildren.

RECOMMENDATIONS:

I reconrend that you issue a statement similar to the one you
made to atonic veterans -- one nade on behalf of. leaders from
another time and era. You could either issue this statement &s a
written statement, or preferably, vou could deliver it in person
at an event coordinated to address participants and their
farnilies as well as African~American leaders.

In doing 85, you would send a positive message that could help
shift perceptions within the African-American community about
nedical research. You could add to your statement an
Aannouncenent of additional steps you will take to further protect
41l human participants in research studies. Those steps would be
a8 follovws:

» Have HHS work with academic institutions and schools of
purlic health to expand bloethics training, paying
particular attention to ninority perspectives and the needs
of minority communities.
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Have HHS offer fellowships to postgraduate ptudents for
training in bicethics, with the goal of creating a national
cadre of individuals -- especially minorities ~- who would
serve ag experts in the conduct of research involving human
subjects and as future leaders in the field of bioethics.

Extend for two years the charter of the National Bicethics
Advisory Commission, which you created, and ask it to
explore ways in which communities ~- particularly minority
compunities == can become more involved in the development,
ipplementation, and analysis of medical research. (There
are other reasons currently under consideration Zor
extending the Charter for two additional years}.

RECISIORS

"
H
i

Ispue a Presidential message on the Government's
responsibility for the Tuskegee Study teo the surviving |
participants, their families, and the African American
community.

Approve Disapprove Other

Additional steps could be taken with acacemic insitutions
ang schools ¢f public health, researchers, and the National
Bivethics Advisory Commission to further protect human
participants in research studies:

-w  HHS would expand bioethics training that sre diverse
and sensitive Lo minority communities.

- KHS would offer fellowships to postgraduate students,
including minorities, who would serve as experts in
research invelving human subjects and in the field of
rivethics.

-w  Extend the charter of the National Biocethics Advisory
Commission for two more years and ask it to explore
ways to better involve minorities in the mechanics of
medical rsearch.

Approve Disapprove Other

S § St

Donna E. Shalala
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© HEMORANDUN FOR THE PRESIDENT

T am pleased to provide you with the enclosed report that ;
recommends steps to further promote social adiustment, economic
self-sufficiency, and naturalization of refugees and asylees.

&our sontinued support of the domestic refugee resettlement
program has been ¢ritical to building public confidence and
support for the resettlement of those who are forced to flee
persecution and make new Ilives in the inited States. The
priority for the domestic refugee-resettlement program is, and
nust continue to be, to help refugees obtain self-sufficiency and
social adiustment as guickly as possible after their arrival in
the United States. Working with staff of the White House

. Domestic Policy Council, National Security Council; our partners

at the Departments of State, Justice, and Education; with State
#nd local governments; and with the private voluntary agencies
that resettie refugees, we will continue to improve on our
¢fforts to provide pewly arrived rafugees with ths best pozsible
gtart in their new homeland. '

Thank you again for your-sipport of thisg important mission.

— _‘} \‘g
§

Enclosure
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REPORT TO THE PRESIDENT

ADDITIONAL STEPS TO INCREASE REFUGEE SELF-SUFFICIENCY, SOCIAL
ADJUSTMENT, AND NATURALIZATION

JISSUE

On August 22, 1996, President Clinton 1ssued a memorandum 0n the subject of naturahization,
~Included in this memorandum was a directive that Secretary of Health and Human Services, in -~
i‘cmszziiazian with other agencies as appropriate, present:

*...a report setting out a strategy of additional steps that we can take (o promote social
adiustment in the United States, economic self-sufficiency, and naturalization [of refugees
and asyicesl”

e T e

T he priority for the domesiic refugee resettiement program is, and must continue 10 be, to help
refugees obtain self-sufficiency and social adjustment as quickly as possible after their arrival in
tse United States.

The Departrnent of Health and Human Services (HHS) is cognizant of the role that the domestic
refugee resettlement program plays in foreign and domestic policy. Concern over smmigrant and
r2fugee use of welfare and the rate of integration into American society has made # clear that in
¢ rder to maintain public support for refugee reseitlement in the future, the self-sufficiency rate
and civic integration of refugees necd to improve.

The domestic refugee rescuttement program will expire this fiscal year. The reauthorization
process provides an opportumty for a thorough review of the current domestic refugee
resettlement program. The review will consider. changes to the current program that promote the
sycial adjustment, economic self-sufficiency, and naturalization of refugees and asylees, and
provide a basis for new legisiation.

This report provides background on the current domesiic refugee resettlement program, recent
irdtiatives and recommendations on nitial steps that HHS will take pursuant to the Prasident's
directive 10 promote the social adjustment, economic self-sufficiency, and naturalization of
refugees and asylees.

BACKGROUND

Tize purpose of the domestic refugee reseitlement program 1s 1o provide newly arrived refugees
with the best possible start in their new homeland. As refugee admissions expanded in the 1970,
the existing federal welfare programs were increasingly utilized to provide cash and medical

as sistance 1o ref’ugees andd 10 help them move toward self-sufficiency. The current design of the

i



e

refugee program was created when the domestic resettlement program was codified in the
Refugee Act of 1980 and the Federal Office of Refugee Resettlement (ORR) was established in
the HHS.

i

Currently, the Department of State funds voluntary agencies to provide refugees with mitial
resettlement assistance -- helping 1o orient them to the United States, find housing, enroll children
in school, etc. Afier the initial reseftlement phase, refugees are provided employment and social
adjustment services through a variety of federal and state programs. About half of the newly
arriving refugees have been provided these services through the Aid For Families With Dependent
Children {AFDIC} program and other mainstream public assistance programs. Other refugecs
ineligible for AFDC for non-financial reasons may be eligible for the Refugee Cash and Refuges
Medical Assistance programs for eight months afier their armival in the United States. This
_program is entirely funded by the federal government through the HHS Office of Refugee
Resettlement. : : .

RECENT INITIATIVES

" HHS has taken many steps over the past few years to improve the self-sufficiency and social
adjustment rate of refugees. For example, in 1995, ORR issued regulations that directed Siates to
target refugee-spefic services (0 those refupees who have been in the United States for five

years of less. The result is that resources are more focused on newly arrivad e2fugees. Fiscal year
1996 was the first year that Statles were required 1o submit outcome goal plans, which has led 1o a
greater focus on increasing seff-sufficiency cutcomes. In addition, ORR has encouraged states to
srovide refugee-specific services for those served by mainstream welfare programs and has
vequired ORR-funded services to be culturally and linguistically appropniate for all refugee
nopulations,

Demonstraiion projects finded under the "Wilson/Fish” statutory authonty {Section 43 2{e}7) of
the Immigrztion and Nationality Act), have been particularly suceessful in helping refugees gain
self-sufficiency. Key to the success of projects in Kentucky, Massachusetts, and San Diego,
waliforma has been the integration of cash assistance with case management; the provision of
intensive, up-front services; and the coordination of case management and employment services.

utcomes have been especially good in these projects: in Kentucky, it usvally takes less than 70
days for employable adult refugees 1o find 3 job at above minimum wage; in San Diggo, dunng its

~ irst year of operation, nearly three-quarters of the refugees enrolled in the project became self-

ufficient before the end of 12 months,

§

fgmz’her alternative to the Siate-administered program is the Matching Grant Program. It is also

tun by the voluniary agencies, integraiing cash assistance with employment services for refugees

tiuring their first four months after their arrival. Currently the matching grant program serves

i pproximately 25 percent of all refugee arnvals. In calendar year 1995, 41 percent of the

Matching Grant participants were self-sufficient by the fourth month following armival in the

United States. In 1996, this program was enhanced through increased Federal funding to provide



i
rore comprehensive services 1o refugees and was expanded to provide intensive up-front services
1o refugees in additional sites.

RECOMMENDATIONS

In order to improve refugee economic self-sufficiency, social adjustment, and naturalization -- and
build upon recent initiatives -- we recommend the following:

1) Economic Self-Sufficiency: The Director of the Office of Refugee Resettlement (ORR)
will conduct a series of consultations on the domestic refugee resettlement program that
focus principally on how best to achieve early economic sell-sufficiency with an increased
emphasis on accountability for outcomes.

e recommend that the consultations take the following into account:
« As staled above, concern over immigrant and refugee use of welfare has made it clear that
| in order to keep the door open for refugees, the self-sufficiency rate and rate of integration
| of refugees need to improve.

" The successful models described above (and other models of effective self-sufficiency
/ services for refugees) offer lessons and experiences to build on in moving towards more
‘ effective services to promote self-sufficiency and integration.

O Decreasing rcfugee adimissions and increasing ethnic diversity of arriving populations

! mean that the resettlement program needs to be more flexible to maintain culturally and
| linguistically appropriate services. The bulk of refugee admissions were former Soviets
and Southeast Asians. The refugce service system was established over the years
primarily to mcct the needs of these two groups. Now, the Unifed Siates admits many
I different populations -- such as Somalis, Iraqis, Bosmans, and Sudanese. At the same

i time, the nuiber of refugees from Southeast Asia and the former Soviet Union is

i decreasing. There are many volatile regions in the world, making it difficult to predict
4 who will be admitted as rcfugees and asylees. :

. Refugees have unique experiences and come with a range of backgrounds -- from
engineers with advanced technical degrees to illiterate farmers -- all of whom need
refugee-specific services. Neither welfare nor welfare reform was designed specifically for
newcomers who are fleeing persecution.
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2} Social Adjustment: The Office of Refugee Resettlement, together with the voluntary
agencies aml the Department of State, State Refugee Coordinators, service providers,
refugees and others, will develop and implement policies and strategies for the placement
and resetilement of refugees in communities that afford refugees the best opportunities for
sucial adjustment and seif-sufficiency.

CRR wilf continue to ensure that funding for services and assistance is made available to those
communities where refugees resettle.

Iri addition, ORR will award grants for English language training and social and cultural
adjustment services for underserved refugee groups, such as older refugees, pre-literaie refugees,
o’ homebound women, These services will help these refugees attain the level of English
prohciency needed 10 be able {o participate in other services and 1o have an understanding and
appreciation of the American culture 50 that they can become citizens and participate fully in
mainstream American civic hife, )

34 Naturafization: ORR will set aside 51 million to launch a new partnership program to
provide matching funds for providers who leverage State, local, or private funds for
citizenship education,

I addition, ORR will stress the importance of citizenship and naturalization in the refugee
resettiement program and encourage is grantees 1o provide civics education and naturalization
assistance through the refugee social services and targeied agsistance programs,

To expand naturalization apphcation processing, the Immigration and Naturalization Service
(INS) will be invited to collaborate with QORR in building the capacity of community-based
organizations, particularly mutual assistance associations, to assist refugees in obtaining

ci izenship. '

1
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% i THE SECRETARY OF HEALTH AND HUMAN SERVICES

WASHINGTON, TS, 10301

FEB 2 { fog7

MEMORANDUM FOR THE PRESIDENT

- T appreciate this opportunity to follow up on our conversation in Annapolis and provide

you with some suggestions for potential addresses to state legislatures on welfare reform.

- As you know, many important decisions on unplementing the new welfare law are being

made now in state legisiatures and statehouses across the country, Speaking to staie

- legistatures during this critical period, provides vou with an opportunity to reinforce your
. commitment to welfare reform; to challenge the states to work in a bipartisan manner 1o,
. make welfare reform work; and to highlight the numerous accomplishments related to

welfare reform that we have made already by working together.

Enclosed is a list of proposed states and an appropsiate message related to welfare z‘éform
on which you could focus your address 1o each states’ legislature.

] look forward to further discussions with vou on this issue.

onna E. Shalala

Enclosurs

Pe- 5-9
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Coloradeo - Child Support: In Colorado the message could be focused on the
importance of child support in welfare reform. Colorado has 2 model child support
enforcement initiative including a in-hospital paternity establishment program, a license
revocation program and a new child support enforcement web site linked to the federal
OCSE home page.

Delaware - Teen Parents/Teen Pregnancy: In Delaware the message ¢ould be on leen
pregnancy prevention — focusing on teens to end the cycle of dependency. Delaware's
welfare reform plan foouses on teen parents: requiring them fo live at home or in an adult

supervised setting, attend school, and participate in pareming and farily planning
education,

Florida - Child Care: In Florida you could focus on the importance of child care in
helping people move from welfare to work, Florida is making substantial progress and
investments in public-private paﬁnezséﬁps to finance child care services, The states” Child
Care Partnership Act, part of 18 welfare reform legistation, encourages employers,
charitable foundations, and local governments to share in the cost of child care for low-
income workers,

Indiana - Maintaining the Investment in Helping Move People from Wellare to
Work: In Indiana you could highlight the state’s investment and commitment to helping

“people move from weifare 1o work, Welfare rolls have fallen by more than 40 percent in

Indiana. To expand on the siate’s success, Indiana will continue to conduct projects using
state funds to help those hardest 1o place welfare recipients achieve self sufficiency.

Missouri - Welfare to Work Jobs Challenge; In Missouri the focus could be on your
welfare 1o work jobs challenge, as the state has several innovative programs that work
with the private sector 1o create job opportunities for welfare recipients.

North Carelina - Child Welfare: You could highlight your commitrent 1o protesting
children and improving child wellare services. North Carolina wag granied a child welfare
waiver in November 1o make 2 significant change i the management of its child protective
system, by promoting, measuring and rewarding successful sutcomes for children.

Oregon - Moving from Welfare to Work: In Oregon the focus could be on changing
the welfare program {0 2 jobs program. Oregon has an innovative wage
supplementation/private sector jobs initiative and g universal health care plan, removing

~ any mcentive to remain on welfare simply to receive health benefits.
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DE‘E“&RTMI{N‘}‘ OF HEALTH & HUMAN SERVICES Chilal of Stail

Washington, D.C. 0201

FEB 2 | 197

MEMORANDUM FOR ANNE MCGUIRE

Attached is a memorandum for the President, from Secretary
Shalala, transmitting a collection of polential addresses to
state legisintures on welfare reform,

(s Slpoin

William V. Corr

Attachrnent



THE SECAE TARY OF HEALTH AND MUMAN SEAVICES
wARMISCTON, TG FO201

FEB 26 197

MEMORANDUM FOR THE PRESIDENT

You recently forwarded to me an information copy of an article 1o Business Week on the U.S,
savings raie and spending on medical care. The article argues that Browne and Gleason, in a
separate New England Economic Review srucle, have “solved the savings riddle” by pomting
out that the drop in the saving rate has been accompanied by an inerease in the share of
income spent on medical care,

In my staff's review of this anicle, they consulted with the Treasury Depanment, which has
concluded that it Is Yinappropriate” 1o conclude that increnses in medical eare
expenditnres “explain” the drop in saving. While the two trends have occurred over the
same span of time, there is no evidence that one trend causeJ the other. According 10
Treasury, it is more reasonsble 1o assume that the increase in the share of income used toward
medical care comes not just from what would have been reserved for savings, but from all
other uses of funds,

Plesse let me know if there is any additional information you would like on this subject.

(Donfa E. Shalala

Q/f?/ 96'#57
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DEPARTMENT OF HEALTH & HUMAN SERVICES Chin? of Btaftf

Washingion, D0 20201

FEB 26 1997

MEMORANDUM FOR ANNE MCGUIRE

Antached is 8 memorandum for the Prosident, from Secretary
Shalala, responding to an article in Business Week on the U.5. savings
rate and spending on medical care,

(M i,

William V. Corr

Artachment

sliahste cez?



P

"‘HKh-"‘
L
SR A

L ‘C - THE SECRETARY OF MEALTH AND MumMaN SERVICES
3 WASWINGTON, D.E. 20201

1, o

“‘inm“

MAR 27

el W

!
|
!

i

MEMORANDUM FOR THE PRESIDENT

2
H

' am pleased to submit this report of the Department of Health and Human Services' activities
iargeting the earliest years of life as requested in your February 24 memorandum. While this
report is not an exhaustive compifation of every HHS program and project that serves very young
children, it clearly reveals our tremendous commitment to protect and enhance their
Jevelopment. ’

%

‘W look forward to working with you and the First Lady on this extremely important initiative.

| m?m@_

Donna E, Shala

Enclosure
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DEPARTMENT OF HEALTH AND HUMAN
SERVICES

ACTIVITIES SERVING CHILDREN IN THEIR
FARLIEST YEARS: A REPORT TO THE
PRESIDENT

MARCH 24, 1997




i

Je

THE SECRETARY OF HE ALTH AND MUMAN SERYIES
) RASHINGTOR, O.X, 20281

MEMORARDUM FOR THE PRESIDENT

Suabject: Recent Hepatitis A Outbreak

Szcretary Glickman and 1 wanted to share with you the attached
background paper on the recent hepatitis A outbreak. {Attached)
Oae significant fact not included in this background paper is
tnat the USDA Inspector General is investigating the processor
of the contaminated product for possible criminal violations.
Tae berries involved appear to have been imported from Mexico.
U»ﬁ& reguires companies supplying food for the national school
lanch program to certify that their products are domestic, 1Y
tine company falsely certified in this case, it would be subiject
to criminal penalties. :

H
CDC, FDA, USDA and state health departments are working in.
concert to ensure a timely, ¢oordinated response to this food-
borne iliness. 7To date, the outbreak is limited in scope;
na2vertheless, our survelllance system is op high alert to detect
any additional cases.

T assure that accurate infornmation ig being provided to the
piiblic, our departments held a press conference at 4:00 p.w.
tisday. We expect continued media sorutiny over the next weeX or
twe as CDC tracks the contamination to its source to determine
the cause of this i1nfectious outhresk. DL will lead ouy
responses to the press and will provide regular updates to the
Wihite House and other agencies as needed. CDC, FDA and USDA will
make every effort Lo get necessary information to the public.

This incidert underscores, once agsin, the importance of a strong
fa08 safety preogram to protect the health of the American people.
Kay components include effective quality contrel systems to
prevent contamination of the Food supply and an early, state-of-
the art survaillance system £o accurately and rapidly detect
citbreaks as they ootcur. AS you Know, we are workKing hard on the
food safety initiative you proposed in your FY1998 Budget and
e¢pact to submit & report to you later this wonth.

S TSl

Donna B, Shalala
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Release No,. G100.97

£

Backgro under

! Hapatitis A Cutbresk in Michigan Schoois

V.8, Deparzaent of Agricultuze & U.S8, Department of Health and Human Services
i April 2, 1897
li .

T

.Centers tor Disease Control and prevention (CDC) has c&ndncted two studies of
the hepatitis A outbreak in Michigan and has found a strong association
batneaﬁ illness and consumption of food jitems containinq frozen strawberries,

4.5, Depaztment of Agriculture [USDA! has instructed the six states known o
have received the implicated preduct (Michigan, Arirena, southern California,
Georgia, Jowa and Tennessee¢) to suspend the use and distribution of the
strawberrises untlil further notice. )

As an additional precauvtlonary measure, UEDA hay informed ten other stateq;
{Florida, Illinois, Indiana, Maine, New Jersey, Hew York, Horth Carolina,
North Dakots, Wazhington, D.¢. and Wisconsin) not to use strawberries from the
California-based company until more information i available,

Tha Food and Drug Rdministration {FDA} is investigating the packer/processor
of these herries, and has inspected the facility apd its production records.
FDY is ¢entinuing to werk closely with CUC, USDA and the prevessor/packer of
thr strawberries to determine whether any implicated product is still in
distribution. )

CDI has alerted state epidemiclogists about this association and has asked:
tham to work with school officials to identify any students that might benefit
Erom 1mmnne givbulin,

ol and FDA have jdentified the guantities of imweune globulin and hepatitis A
va:zcing currently available, and CDC will be working with state health
departments te analyze their needsz and help them get the needed cdoses.

Swmancy )

$iice the beginning of March, approximately 1380 cases of hepatitis A have been
iduntified in Calhoun County, Michigan. Nearly all patients are studenty or
stuff of theree different school districts, Two epidemiclogical studies by the
Centers for Disease Control found a strong-assvciation beiween illness and the
cohisumption of food items containing frozen strawberries. .

= aF
%

The strawberries associated with the illness were imported fyrom Mewico and
were provessed, patked and froren Lor institutional use by a company in
southern California. Thirteen lots of strawberries produzed on threez dates in
Ap:i} and May 1996 are implicated in the Michigan ocutbreakx. These freozen
strawbprries were distributed by three vepdors to U.S. Department of
Agriculture (USDA}! sponscred school lunch pzngrams in six states: Michigan,
Arizona. southern Califomnia, Georgia, Iowa and Tennessee. . .

s
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UsDA purchases only U. 8. grown commoditiaes for the school mesls programs, and
21l suppliers must certify in writing that the produst is in fact domestic.

In addition t¢ this regulrement placed upen the vendors, USDA regularly
conducts compliance audits, regarding the origin of the product. A False
siatement to Federal officlales concerning the origin of 2 product ig a
grriminal offenpe, punishable by up to five years ip prison and significant
f.nes. Civil penalties, including debarment Lrom Federal contracting, and the
ioss of a license Lo aell pezishabie agricuitural commoditiey may also be
ansessed, .

State and Federal authorities working on this outbreak have net been able to
determine if transmission was limited to only some of the 13 lots, so a1l 13
implicated lots are being recalled. The Food and Drug Administration, which
i: responsible for the gafety of processed packaged food, is working closely
#ith ¢DC, USDA, and the processer/pasker of the strawberrsies to determmine
whether any Izoten strawberrles, of praducts made froom the strawberries, are
£till in distgibution.

To datve, Michigan is the only state that has reported a cluster of hepatitis' A
cases. D¢ hag notified Stare spidemicioglists of the assosiation betwean
frozen strasberries and hepatitis A in Michigan and has asked officials inﬁ
other states That have received the implicated lots t¢ be on the lovkout ta:
haoatitxﬁ A cases. .

Qb,mg&ssx

Mateh 24, 1997; Public health aurhorities in the State of Michigan invits
epédem@alegists from DU to invastigate 2z hepatitis-A putbreak.

March 27, 19297: FDA and USDA ace informed of the outbreak and its bomsible
link te frowen strawberries provided te school lunch programs in Michigan.
FDiL officials contact the processor/packer in California and begin an
invextigation of the facility angd its production and distribution recerzds.
USDA instrusts ztates that may have recelived the possibly implicated product
te suspend the use and distribution of the frozen strawberries unti]l further
noitice. USDA's Food, Nutrition and Consumer Services works with states -io
notify individual schools pot to server these strawberries.

Laf& afternoon, March 28, 1997: CDC concludes that the cutbreak is assoclated
with the congsumption of fyrezen strawberries served in schaol lunch programs.

Mazeh 29, 1997: COC norifies state epidemioclogists in those states that had
received the suspect product of the association with hepatitis A in Michigan
anc, asks them to work with school officials to identify any students that
might benefit from immwune globuliin, .

April i, 199%7: Southern California officials announce that schoel children in
the L.A. School District were served froten Strawberries from the implicated
fots within the past seek and may be ab risk for coatract;ng hepatitis A.

ii
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Hensrdtiz A

Hepatltis A 1s a virus that causes fever, malaise, ioss of appatite, nausea,
apdominal pain, and jaundice., It i3 transmitted through the fecal/oral route
or by econsuming food or water contaminated by an infected food handlier.
Hepatitis A infection is usually & milid and gelf-jimiting illness. 1t is
tarely fatal {less than one percent of all cases} and ¢an he prevented through
post-enpasure imaune globulin or by vaccinatlion,

Ipzune Gilobulin
Mary products made from bloud plasma, inciuding immune globulin, azg
froquently ip short supply. It is therslfore important for parents, health
priofessjonals, and state officials to carefully define and identify those
patiants who van benefiv. from immune gicbulin -« patisnts who were pxposed
within the last 14 days. CDC and FDA are auwnre of the guantities of immune
glopulin that are currently availablie and will ke working with state and local
hesith departments Lo analyze their needs and help them get an adeguate

e

supply. ) 4
£

NO'TE: USDA news releases and wmedia. advisories afe available on the Internest,
Ac:cess the USDA Home Page on the World Wide Web at htrpr//vww.usda.gay

E
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THE SECHETARY OF HEALTH AN v1QOMAt SERVICES
wWASHMG O, ¢, 20204

APR 16 997
MEMORANDUM TO THE PRESIDENT

SUBJECT:  National Campaign to Prevent Teen Pregnaney

I recently met with Belle Sawhill to learn about the progress that has been made by the National
Campaign to Prevent Teen Pregnancy, the private sector group that you catalyzed by your
stacement in the 1995 State of the Union Address. {(As you know, Belle is the President of the
Canpaign and Tom Kean serves as its Chair) HHS is keeping in close toueh with the Campaign
as ‘we move forward with the Department's National Strategy to Prevent Teen Pregnancy -~ the
Strategy you anmouneed in your radio address on January 5, 1997.

I uaderstand from Belle that the Campaign will be launched in Washington, D.C. in early May
(Teen Pregnancy Prevention Month). The Campaign's Board is eager to brief you and the First
Lady aboui their progress and Befle is working with Bruce Reed and Melanne Verver 1o see what
arrangements might be made at that ime. [ wanted you to know that  believe such a meeting
weuld be a good opportunity for you to reconnect with this group and keep the issue of teen

pre gnancy squarely on the national agenda.

Tom Kean weote to you about the Campaign's effonts in December and Belle Sawhill has met
with me and my siaff several times to keep us abreast of what they are doing, Here is a brief
update:

The Campaign is now staffed, funded, and fully operational with a distinguished board,

four tasks forces composed of about 60 prominent leaders, and an advisory panel in both

- the Senate {co-chaired by Senators Licberman and Snowe) and House {(co-chaired by
Representatives Lowey and Castle).

They have been to numerpus states and focal communitios to appland their teen pregnancy
; prevention sctivities, to learn from these efforts, and 1o provide concrete assistance when
asked, ’

| They have sent out infonnation packages on the teen pregoa ney prevention provisions in

y the welfare reform bill to people in every state and report that this law has energized states
: to tnke a now ook at the issue of teen pregnancy.
% 3

.t They have commissioned & number of papers including a review of what works to prevent
1 teen pregnancy by Dv. Douglas Kirby, a prominent scholar. This review has been

approved by the Campaigr’s research task force and was released at a press conference on

¢ March26. The Kirby findings nssert that there is no single or simple approach toreducing




teen pregnancy and that the current body of research on teen pregnancy prevention
. programs is very weak. His findings are consistent with and build on research funded by
“ HHS. Additional publications will be forthcoming from the Campaign over the next few

= months,

They have engaged a social marketing firm (Porter-Novelli} to conduct focus groups and
work with them on message development.

L . .

They will be hosting a conference on "how (o sun a state media campaign® for state
officials this summer. '

— g

They are doing a series of roundtables on emerging 1ssues in teen prognancy prevention.
The first was on male involvement. The second will be on empowering girts to make
choices. '

. They will be holding a mecting with major national youth organizations on
October 15, 1997 co-sponsored by the Urban League and Gusls, Ine. They have ravited
me 10 speak at this event and 1 do plan 1o participate.

1 1.m excited about the official launching of the Campaign in early May. While it appears [ will
mss the launch events because 1 am Jeading the 118, delegation ta the World Health Organization
meetings at that timne, the Department will be well represented at senior levels for the evenis
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THE SECRETARY OF HEALTH AND HiIIMAN SERVICES
wﬁsi-ftm‘tom oC, I0I5)

MAY 15 jogy

MEMORANDUM ¥OR THE PRESID

PROM: Ponna E. Sha}a1§§§§anwnu.g;mégyzuéiwégi_

8UBJECT: ALIDS Vaccine Developnent

Recent advances in bilomedical research supported by the National
Irstituteés of Health {NIH) have created new opportunities and
ercouragement in our search for an effective vaccine against HIV
irfection. These advances are a direct result of our sustained
irvestment in hoth hasic scientific ressarch and clinical
irvestigation in the area of HIV/AIDS. This era of important
scientific progress and renewed hope for the possibility of an
AIDS vaccine provides a unigue opportunity for you to consider
wzys to further this critical scientific endeavor.

T¢ sustain this progress and capitalize on new scientific
opportunities, we have increased the NIH budget for AIDS vaccine
rosearch by 33.6 percent over the past two years to nearly $150
million in the fiscal yvear 1998 proposed budget. For now, the
funding level is sufficient to maintain the ongoing momentum.
Further increasesg are anticipated in the coming fiscal years.
Recently, NIH alsco established a new NIH AIDS Vaccine Research
committee, <¢haired by Nobel Laureatfe Dr. David Baltimore, to
provide leadership and guldance to an intensifled comprehensive
sczarch for an AIDS vaccine.

% -
A safe and effective AIDS vaccine is a global public health
inperative., More than 2% million men, women, and children around
the world have been infected with HIV. HMHore than 3 million of
these infections occurred in just the past year, with nearly 95%
in the peorest parts of the world. Without an effective vaccine,
ALDS will scon overtake tuberculosis and malaria as the leading
infectious caugse of death in the world. Ewven in the U.85., where
nzw and effective anti~HIV therapies are available, c¢omplacency
15 not an option. HIV is capable of mutating and pecoming
rasistant to theraplies, and could well become sven more
dangeroug. Only a truly effective preventive anti-HIV vaccine
can limit and eventually eliminate the threat of AIDS.

I envision several options to demonstrate @& strong Presidential

‘commitment to this priority over several years that will serve to

galvanize the worldwide scientific community, renew the
commitment ©f the pharmaceutical industry to AIDS vaccine
development, and restate the unwavering commitment of the United
States to develop a preventive vaccine:

| _
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Pade 2 — Memorandum for the President

1.i U.8. Proposal for a Global AIDE Vaccine Research Initiative
at penver Summit. The United States has proposed that the
lenders of the eight major industrialized nations, meeting at the
Denver Summit in June, agree to support a worldwide ARIDS vaccine
research initiative. This proposal has been discussed by the
representatives who are organizing the Summit agenda, and
proposed language for the final Summit Communique has been
prapared and approved by the “"Sherpas.“

The propesal calls for the eight participating nations to make a
political commitment to provide, in their own countries, the
investuents nacsssary Lo accelerate research toward the
development of an HIV/AIDS vaccine as a scientific and public
health priority. In the Communigue, the nations also will pledge
to. work together 40 enhance international scientiflic cooperation
ani collaboration in this global initiative, and to work. with the
Joint United National Program on AIDS {UNAIDS)} to address the
leyal and ethical issues related te vaccine testing.

To facilitate this scientific collaboration, our proposal alse
calls for meetings of key scientists from the nations
participating in the Summit and from other nations integral to
AIDS vaccine developmnent. These meetings would take place in
concert with that of the NIH AIDS Vaccine Research Committee,
chaired by Dr. David Baltimore. This joint group will discuse
research progress, identify scientific gaps and Qppart&ﬁlﬁlé&,
design collaborative programs aimed at wtilizing the unique
scientific and clinical resources of each participant, and share
scientific information related to the development ¢f AIDS vaccine
candidates for worldwide use. At the recommendation of the
"Sherpas, ' the Director of NIH has written to his counterparts in
the eight nations to seek their support and collaboration in this
initiative.

2.‘ White House Briefing by Key Beientists on Progress towards a
Vvacceine., The report of a year-long evaluation by more than 100
erinent seientists, Known as the Levine Report, called for a
reinvigorated and restructured NIH AIDS vaccine research program.
The NIH has taken a number of steps to make AIDS vaccine research
a tup priority, including the initiation of studies to test a new
vaccine strategy. You could invite the key scientists to brief
yocu abt the White House or at NIH regarding research progress and
prospects for the fulure. If current research leads to a
promising vaccine candidate for large-scale clinical testing,
acditional resources will be necessary to support clinical trials
jﬁ the (.8, ard at international sites.

3. Announcement of New NIH AIDS Vaccine Laboratory. We are in
tle process of establishing a dedicated intramural HIV vaccing
research and development center on the NIH campus, a paijor nevw
irdtiative capitalizing on remarkable advances in immunclogy not
pyeviously applied te vaccine development. You could announce

1
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Page 3 ~ Memorandum for the President

theis initiative with the leadership of the HIH AIDS vaccine
research program in attendance. In addition, you could visit one

of several university-based vaccine labs supported by NIH
throughout the country.

4. Amnouncement of Awards for New NIH AIDS Vaccine Ipnovation
Grants. NIH has recently established a new funding mechanism,
the ®“Innovation Grant Program for Approaches in AIDRS Vaccine
Kesearch." In September 1937, NIH will award grants tmtal;ng S8
million for this new program to encourage novel research in AIDS

vaccines. You could announce these grants with those scientists
or: hand.

5. White House Meeting te Challenge Industry. Another option
would be to convene a meeting at the White House, to follow-up a
meaeting held by the Vice President last yeay, brimging together
leading government scientists and CEOs of vaccine manufacturers,
ta seek solutions to important but complex concerns that have
deterred the sustained participation of these companies in HIV
visccine development, such as cost of development, potential
miirket, and legal liability issues

o i

6. Presidential MAddress. This is an opportune npoment for you to
dz2liver a major address on our continuing national commitment to
ending the AIDS epidemic with the ultimate geal of developing a
preventive vaccing, This could be the focus of ong of your
upconing speeches or it could be done in conjunction with the
announcemnent of new initliatives. A good site for such an address

could be the Hational Institutes of Health campus in Bethesda,
#h.

I look forward to working with you on these initiatives to speed
the pace of progress toward the development of a safe and

ef fective ATDS vaccine. Although no one can predict when such a
vaccine may be developed, yvour efforts would constituts a real
legacy to the U.S. and to the world.

[
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FHE SECHETARY OF MEACTH ANG HUMAN SERVICES
T waRHINGTON, 5.0, 20201

MAY 16 t9g7

SUBECT:  State Use of “Excess” TANF Funds

4

Recont news stories have asserted thal states have “excess”™ or “surplus” funds available (o them
under the new Temporary Assistance for Needy Families {TANF) block grant ¢reated by the
welfare reform legislation. In fact, many states are regeiving more federal funds in Fiscal Year
{FY) 1997 under TANF than they received in the previous year under the predecessor programs
{Aid 10 Families with Dependent Children (AFDC), Emergency Assistance {EA), and the Job
Opporiunities and Basic Skilis (JOBS) Training program), largely due to setling the funding at
histosically high levels followed by dramatic caselpad decreasgs. However, these extrn funds are
distributed very unevenly across states and may be only a first- and possibly second-yvear
phenomencn. (Given our conmnitment lo moving welfare families to self-sufficiency, we must
toke adw}ntag;,u of every opportunity to urge Congress and the states Lo view these resourees not
as a “surplus,” but rather as essentiat for mai{mg critical carly investinents to enable welfare
i}uml,(::; to transition to work.

W '1I2 must use svery available occasion to strongly encourage states 1o nvest these federal
FeSOUTCES {along with state Maintenance of Effort resources) to support the welfare-to-work goals
of the legislation. Based on what we know so far about the costs of reaching and serving the
most -Hsadvantaged welfare families, we need (o ensure that stales and cities reccive the

additi smal welfarg-to-work resources provided in the new budget agreement, and states need to
invest wisely to prépare all welfare familics for self-sufficiency within the time limits in the
Sié}tu!s‘:.

The purpose of this memorandum s (o:

. explain what we know now about the fevel of resonrces available to states for investment
in welfarc reform under TANF,
* describe what we know at this inlerim point in state legislative scssions about the chaices
that state legislatures are currently making about the use of these resources, and provide
. some examples both of praxmsing state choices that seeni likely o attain the goals of the
Personal Responsibility and Work Opportunity Reconciliation Acl (PRWORA}, and of
less promising choices that could undercut those goals;

. argue that achieving the poals of welfare reform, espeeially in high unenipfeyinent arcas
. fike Inner cities and rural areas, requires botly the additional wellare-to-work resources
"and tools pravided in the new budget agreement and % that states invest wisely the federnl
“and state resourses available w them; and
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» . highlight what you can emphasize in your speeches and meetings about this issue.

Resourees Available to States
Since January 1993, the number of welfare recipients has dropped in nearly all states. However,
the re ductions have not been uniforin, and the financial impact varies across states. Table 1
shows that all but four states have a smaller number of weifare recipienis now thae they did in
Januzry 1993, with 36 states experiencing at least 20 percent reductions. The welfare reform law
provides fixed federal funding at historieally high levels for child care, work programs, and other
assistanee; for FY 1997 TANF funding exeeeds FY 1996 funding for AFDC and related
programs by about 10 percent, or $1.5 billion. While the great majority of states are recgiving
more mﬁney under TANF than their eombined federal funding for AFDC, EA, and JOBS in FY
1996 as Table 2 shows, 24 states are recetving only g modest inercase, and seven sfales are
actually receiving less federal funding, "

H
Staiet; experiencing sizcable reductions in welfare caseloads and funding increases under TANF
that have already made substantisl investments in work and child eare are in an especially good
poqmoﬁ to continue the historic transformation from welfare programs to job programs. On the
other hand, states that have experienced smalier cascload reductions, have low bencfit levels, or
have *%nmet needs for supportive services face a tremendous challenge,

Chiia[;care 1s one of the most important services that famihies need in order to work. As TANE's
waork requiremerds {both participation rates and hours} tncrease, states mwist niake mare child
care services available, Investments are also necded 1o provide child eare for the working poor in
order (¢ enable those parents o sustain their emplayment and to ensure contipuity of care for the
children whose parcnis arc making the transition from welfare to work. The PRWORA provides
sepamlc and enhanced funding to states for ehild carc that allows them to pay {or child care in
any of a vartety of ways: out of the Child Care Developmeni Fund (CCDF), by 1ran§femng (up
10 30 pereent) TANF funds into the CCDF, or by paying for child care services direetly owt of
T AN} Slates can also use their own state money on child care. Despite the child carc funding
inereg ses resources still may not be sufficient to meet the needs of both transitioning and low-
mcorric working parcnts. We will advise you as we get closer to the next budget eycle about the
unme i child care needs and our deep concerns about quaiiiy;stam}aﬁis; '

1
There also are other important arcas in which siates must maintain or enhance their investment to
help r?cipieats move from welfare 1o work. One critical area is job creation and partnerships
with the private seelor, including subsidized workfare positions. In addition, it is gencrally
accep'ed that afler the most employable recipicnis have made the tansition from welfare to
work, the remaining adult participants will have morc barricrs 1o self-sufficiency and will require
more f{ntcnsiw services, These supportive services run the gamut from expanded job readiness
and job scarch programs, public sector jobs, literacy programs, and intensive ease management
services, 1o drug testing and treatment, scrvices to address domestic violence, accommodating
popultions with special needs such as mental and physical disabilities, and mral transportation.

§
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Staes are required to maintain only 80 percent (or 75 percent i the state meets its mandatory
work partieipalion requirgments} of historic expemnchitures. Because the law permits siates to
disinvest up to 25 percent of their prior expenditures on needy families with children, there 1s
sone risk that some or all of these “surplus™ funds will simply be used to substitute for state
dolars, thercby effectively reverting to state treasunies. The intial choices that states make in
speading their TANF [unds and in providing child care and other supportive services to families
are ¢ritical to their success in moving families from welfare to work and to the overall success of
welfare reform. :

Wiat We Know

It ie still o early for the Department to have 2 full picture of how states will decide to use these
“surplus™ funds. Many states have not yet made the funding and program design decisions that
will shape their TANF programs, but from what we can tell now most changes are ihcremental,
Many states appear 1o be basing their TANF programs on their welfnre reform waiver
demonstrations ot the AFDC program, without making significant program design changes at
this'point. Therefore, frons a budget perspective, most states are assuming that they will have to
spead a cortain amount of TANF money on cash assistance and existing job training programs. It
should be noted that fow state logisiatures have completed their scssions for this year, so the
infermation we do have on allocation of {unds comes from several different stages in the
decision-making process and may represent only preliminary steps in that proeess. Reports from
the Department s Regional Offices and other sources have given us some information about what
some stiales are proposing to do with “excess” TANF funding. Enclosure A includes « fuller
diseussion of the carly information we have on state decisions and the eritical investments they
are making to spend “exeess” TANF funds.

) i
F’Ve,ifare-w«» Work Frograms and Child Care: Tt is widely acknowledged that helping recipients
mo ve from welfare to work often requires up-frent investments in {raining and supportive
serdees. {Enclosure B provides some infermation on the ¢osts assoctated with operating work
programs and providing child carc scrvices. 1t should also be noted that the Congressional
Budget Office (CBO) estimated that the siate costs of mecting the PRWORA work requirements
wesc underfunded in thie TANF block grant. If the CBO were (¢ re-cstimate the costs of the work
program, it 15 likely that the shortfall would be considerably smaller, given the larger-than-
expeeted caseload decreases.) Many states are assuming that, as time goes on, the remaining
adult participants will have more harriers (o self-sufficiency than those who have already made
the transition froms weifare 1o work, and that such recipients will require more intensive services.
As 1 regull, states are alse considering spending more money on drug testing and treatment,
inte nsive case management services, rural transportation, job preparation, job training, and public
secior jobs. Many stalcg are also considering putting more mioney into child carg services,
alibough it is nol yet elear if this representy simply the inereased CCDF allocations states
received under the PRWORA, plans (0 spend state “maintenance of effor(” (MOE) dollars on
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chiki care, or shlfts of TANF welfam funds for midmoﬁal chlld care {zzndmg M}_agg«&

Other TANF Purposes: States are also looking af the broad flexibility they have under the TANF
block grant and are considering other types of programs, including juvenile justice and other
seryv.ees formerly funded under the Emergeney Assistance program, housing and nutntion
programs, teen pregaancy prevention initiatives, energy assistanee, family planning, fatherhood
conferences, and transfers to the Title XX social services block grant to oflset previous federal
reductions.

Rairy Day Funds: Notwithstanding the availability of the contingeney fund, state aflogations are

fixedd regardless of the state of the economy or caseload trends. Therefore, a number of states are
considering building a reserve in the event of a recession, sinee there is ne requirement that states
spend their full federal allocations i the fiseal year in which they become availsble,

Services fe hnmigrants. Under the welfare law, qualified aliens are banned from receiving Food
Stanips and 851 benefits, and gualificd aliens who artived 1n the United States alter August 22,
1996 are banned from receiving assistance from federal TANF funds for a period of five years.
A munber of slates have indicated that they expect to continue benefits for such aliens
nonctheless, using state funds. States also have the option of contimung TANF benefits for
immigrants who arrived before the bill's enactment. Only Alabama, South Carelina and
Wyoming have indicated that they will pol be continuing benefits for these aliens.

3 :
Chao .:c:es that Lndercut the Goalde of PRIWORA: Not all states, however, intend 10 reimvest their
savings in welfure-related services or assistance for immigranis. In addition to authorizing
federal TANF funding, the welfare reform law requires states to niaimtain a cerfain level of
histeric ¢ffort (MOE} in order (o aceess the TANT block grant, Both TANF and MOE funds
mus! be spent o provide assistance to needy families with children and to promote job
preparation and work, among other purposes. Some states are treating the differcnce between the
MGE requirement and the amount they would have spent in the absence of welfare reform as g
gencral surplus, to be used for any purpose they desire. Proposed uses include dividing the funds
between the state and local governments for unrestricted spending, allocating them to the state’s
gene 1ol fund, and replacing state spending on child protection services and the eiderly. The state
funds thus freed can be used for any purpese including underwriting a tax cut, which has aircady
beer? proposed in several states,

{

3o titates Need Meore Funding?

in cqimrasz to'the increascd child care funds and “excess” TANF funds many states currently have
avatfable, other provisions of PRWORA cut funding and increased demands on states. The new
Jaw significantly reduced federal funding for other programs serving low-income populations, in
particular legal immigrants. 11 established increasingly tough work requirements withina

i
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framework of time-limited federal assistance for needy families with childres.. The requirement
that famlhcs to achieve self-sufficiency within five years or less presents a tremendous challenge
io st ates and demands a commitment to making eritical investments as early as possible.

| .
Moving families from welfare 10 work requires inereased state investients in critieal services
suck: a5 child care, supports and subsidies for work, services to address harriers like substance
abuse and domestic violenee, literacy programs, expanded yob readiness and job scarch programs
and expanded case management, Some states have an especially great need for supportive
services, have experienced smaller reductions in caseloads, or have other special circumstances
{like inner city or rural areas of high unemployment and poverty or large numbers of nongitizen
residdents) which might necessitate costly investments in economic development or
transportalion, In addition, sinec the 80 (or 75) pereent MOE requirement is based on FY 1994
cxpenditures, some states that have experienced significant caseload reductions sinee 1994
potentially could be required to commit larger sums of state funds under TANF than they would
havit spent under the predecessor programs. Fhe wide variation in benefit levels across states (as
iftus trated in Table 3) highlights the difficultics some states will face, Clearly the states with
higher benefit levels and a history of greater state effort on low-incomce assistanee have more
capiieity to mvest in additional services 1o help families move from wellare to work and sustain
thei, employment.

Statbs must begin now to make front-end mvestmenis if they are to have in place the programs
they{ will necd 1o move large munbers of single parents from welfare to work in the later vears,
w%acn panieipation and hours of work requirements are higher and populations begin reaching
Siaie time fimits. States must alse obtain unprecedented commitment from business, non-profit
orgg%mmuons and religious inshitutions. The so-called “excess” TANF funds are not a windfall,
mayibe only temporary, and arg not available 1o all states

Getting Oui the Message

|
Theinew budgpet agrcement will erable us to ensure that necded funding is available 1o states and
con munities to achieve the goals of welfare reform, especially in areas with high uncmployment.
Three inftiatives ineluded in the new budgel agreement have been and continue to be particularly
important: cnabling welfare families to transition to work, restoring unacceptable euts in benefits
w0 izijzmigranrs, and providing suppoert for low-income working familics to sustain their
emyployment, As a result of your efforts, states and communities will have $2 billion over the
nexs five years to spend on wage subsidics and job creation and retention activitics 16 help the
harciest-to-employ long-term welfare recipionts find and keep jobs. An additional $500 million is
available in the form of tax incentives to employers to ereate job opportunitics for long-term
welare recipients and able-bodicd childless udult food stamp recipients whe face work and time
lzmz{ requirements. Legistation te fulfill your goal of moving people from welfare to work must
inclide the g grants and tax incentives ncecssary Lo support states, cities, and the private sector in
erealing job opportunitics for the hardest to employ welfare recipients.

R D S .



1
C
g
I
Page 6 - The President
¢

Thu: budgel agreement will also proteet the most vulnerable populations of fegal immigrants —
chi dren and individuals with disabilities - from the restrictions placed on their receipt of
Meudicaid and 881 benefits. 1t helps to protect a minimal safety net for the most needy legal
irminigrants and supports our immigeant fraditions and protects public health,

We'are: already taking the lead in reducing the number of children without health insurance, and
thit is one of the most important things we are doing. Twenty-three states currently have
exyanded transitional Medicaid benefits through waivers, some by extending the period of
elipibility heyond 12 months and others by expanding who is eligible, Four additional walver
requests are under review, ineluding two new states. In addition, the rew budgel agreement
gxy ands health coverage for millions of untnsured children, including a new grant program that
provides additional dellars to supplement state efforts fo cover uninsured children in working
faniilies.
As | indicated earlier in this memorandum, 1l is a little o carly 1o know how short the siates are
on child care money. We are increasingly concerned about qualily standards for child care. The
reesnt While House Conference on the Brain highlighted the seed for substantial guality
investments and high standards. The White House conference planned for later this year will
focus on quatity ehild eare.

i
Weinged your help (o encourage states to make the right decisions for their needy citizens and
taxpaying eitizens alike. Your achievement of the reeent historie budgel agreement presents a
patizalarly opportune time to take the lead and through your speeches and meetings with public
and private scctor lcaders to cnconrage all states to make the serious investments that are needed
1o help move families from welfare to work and sustain their coployment. These invesiments
will require not only effestive use of fedoral funding (including the new funds provided through
the budget agreement} but alse a commitment to continucd stale funding. The needs are great, as
are pur opportunities to make a differenec in the lives of the nation’s most vulnerable
populations — welfare families, children without health insurance, and legal immigrants.

I ain sending a copy of this memorandum to Bruce Reed.
i

P :
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5 " TABLE 1.

‘ CHANGE IN WELFARE CASELOADS
Total ARDC/TANY recipients by State

N Percent

) ’ ¢hange
Slate Jan.83 Jan. 94 Jan.Gh Jan 97 8387
Wisconsin 241,088 230,621 214,404 123,758 43
Wyomng . 8,271 18,740 15,434 18,117 -45
Oregan 117 8568 115 380 107,610 66,919 43
Weut Virginia 119,818 $15,376 107 668 68 600 -43
indians: 208882 218,061 197,225 121,224 ] -42
Okiale ma 148,454 133152 127,356 87 144 -40
Tarme isee - 3280708 gz soe 281,982 154,860 -35
Missist ippi 174,083 181,724 146,315 108,365 ~38
Muasea shusstts 332,044 311732 288475 - 267,852 -37
North [Dakota 18,774 a78s 14,920 114,804 -3
Soyth Zaroling ’ 151,026 143 843 133,587 g7 146 »36
Alabarag 141,746 135,006 121,837 41,589 35
Kansa 87,525 a7 433 84,504 57,528 -34
Utah | 5372 50,657 LT AT2 35,442 <33
Mithigan 886,356 672,760 512224 480,793 -3
Florida: ' 701842 686,135 857,313 A78 329 -32
South Dukota 20,254 19,413 17,652 14,050 -1
Virgindn 194,212 194 958 165,493 135,908 . =30
Coloratdo 123,308 118,081 150,742 BT.074 «29
Kentutky ZET 878 208710 193,722 181,150 28
New Hompshire 28572 30,386 28871 0827 7 .24
Chio 720478 £54 088 835,718 518,585 -28
Mew Jomoy ' 348,802 3347680 321,181 258000 27
Arkanisag 73,982 70582 85,328 54,751 .28
Maing §7,636 5 008 84,873 - 51031 2B
Montaa 34,548 KRS 35 34,313 26204 25
Nebraska ) 46,055 46 034 42038 38,450 24
Geonga 402,228 396,736 388913 305,732 24
Merth amsding 331,633 334,451 17,856 252,554 ak
Marﬁ%ﬁd 221338 219,863 22T 887 164,723 23
lows ) 10,943 110,639 103,108 78,076 -23
Adrons 134,115 202,350 195082 151,526 -22
Louisisna 263338 252,860 258180 206 582 vy 2N
Tenas . 785,274 796,348 TORAGD 625376 20
Penng dvania 804,701 £15.5081 811215 483,625 -2
Missour 255 038 V262073 258 595 208,132 -2
Vermoant . 28961 2B.005 2778 23515 49
Nevady 34,943 37,508 41,846 28,817 -48
Minneota 194,586 188615 187 548 153,855 47
Detaw.are , 27 882 25288 2834 23,141 ~16
Hingiy ' 685,508 705,669 740,032 558,625 -13
Rhode tstand 61,116 62,737 -§2,407 54,588 ~11
New Yok 1,179,522 . 1,241,639 1,266,350 1,074,190 -
Washiagion 288,258 202 608 280,840 2BATE2 !
idahio ; 21,118 23,342 24,050 18,925 &
New §lexico 84,838 101,676 105,114 89,814 )
Lonnectiout 180,102 164,265 170,719 155,578 -3
Coltor g 24158121 2621383 2892007 2,474 689 2
District of Columbia 85,860 72,330 72,330 67,871 3
Alasks 34 551 37,565 37 254 35,186 4
Hawad 54 5114 80 875 65207 £5,312 2
United States W 14,114 992 34215817 13918412 11,358,582 20

1/ Incchadons Guam, Puarta Rice, ard tho Vingin miangy,
Sowrte: 1.5, Dept. of Hoahh & Human Sarvices, Bdministration for Children gnd Families, Cifica of Family Assistancs, AEDETANF Flash Repor, Janyary 1987,
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TABLE 2.

C OMPARISON OF FEDERAL FUNDING FOR AFDC AND RELATED PROGRAMS

AND FAMILY ASSISTANCE GRANTS UNDER PRWORA

(W0 Chourazedts?
e
; Percert
: FY 1996 Gewts Tor Py 1967 State Family Increass fecen Incaessta from:
State AFDC EA 3. JOBS 1/ Agsigtance Gaant FY 1996 Lovel FY 1996 | ovol
niana $133,119 30 70 7B 55.3
M yeening 14,969 . 2813 455
{isiana 114,252 163,972 45 720 415
‘fermwusee $37.445 191,524 sa078 1|3
Jhin 543,506 T2 6D 184,303 i3S
Jigd. of Columbia TO843 92610 23,708 Xig
Virginla 129,566 1587285 35806 W4
viassachusetts 353,060 450371 106,311 aaa
Mest Virginta 87,6483 115,176 22,430 .
iahoma 1182 148,014 Fa g1 252
Lonnecticet 245,269 285 758 L} o B8
Misgissippi 70,341 88,763 16427 25.4
Alabarns 375,06 $33.318 17,408 F Rl
Nictigan, % €6 775,353 043,121 2.6
Minnesoty GG 267,985 47 148 23
LHah 64 855 76825 12134 8.8
Cregon 142,045 167 525 5878 82
Tevas H90 B8, 5T B7.236 165
Kertucky 157,733 181,288 24,000 15.3
Wiscorsin 26,357 3t8,188 41 831 151
Geargia 288,410 300,742 42332 14.7
Kansas 85753 101,831 12,978 138
Hew York 2,160 652 2442851 2B2273 13.4
Florita 487 535 REL340 £4 804 30
Mordana 40 391 45504 5,143 127
Bszorn 197,764 222,420 24 666 125
ermonl 47 378 47 253 4875 11.7
HMissourd 195,368 217,052 21 864 $1.¢
MNiw Hargshis 34 677 e 3844 143
- Areansas 51,854 9 R e < 4 879 9.4
Aaska ba.Ess 53,608 4844 6.4
South Dakola +242 2% Bid 1 852 82
Maryignd 24202 229,058 14 808 £
Hevada 41,357 43877 LK 83
Rhode Ysiared 89,478 5027 5543 83
South Caroling 04 401 99,556 5,587 39
Nemst Jorsoy 383177 A4 (135 20,857 94
daine ¥R 766 Fi: Ry 333 -3
Habraska Lot 50,025 24515 k.$ 3
l(‘,ahﬂmrr*éa 362756 3735838 1110837 as
Noril fakaiy 25,650 28,400 740 29
fowa 128,853 131555 2472 29
sty 31,297 31,830 B41 24
Pyersi 857508 498,905 297 1.9
Wanhington 415,384 AD4, X3 14,063 .27
itinglg G21.059 S8 057 A8 00 -7
Noeth Carglica 312,550 A02.240 -$03,350 433
‘Mew Mexico 32178 126,103 S0%5 -6
Permsybvania TIOU88 714499 -5 599 6.6
Defzearce 35,106 32,295 -2 353 B2
Cokorade 155,311 136 057 L 14,1
Slate Totals $14,931,044 $16 488 687 31857501 104

1/ Exeludes 1A child care. AFTE benalily include the: Fraderat share of child supped soliections in order tn e compambie o the Funily Assistanes Gt

¥ 3023 mot iolude midrionat funds authorived uoeler PE 354337,
Sonitee: 115, Depe vl Viealth & {luman Bervizes, Admins

e Tor Chikden snd Paeh
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TABLE 3.

} Maximum AFDC Benefit for a Three-Person Family by State

July, 1996

WL Siate SeheduliGeography Monthly Annua
Alaska Btedewide §923 U070
Hawak Siatewids 752 8,544
. Pew York Sufiolk Co. 733 8,438
Guam Statewide 673 8,078
! Connecticut Region A 636 7.532
i Vermont Chitenden £33 7,506
t Caltornia Sixtevide 588 52
! New Yok Bew Yo City 577 6,924
. Utah Statewide 568 5818
"I Messaghusults Statewide a85 £,780
1 Rhedie iginnd Statewids 554 5548
; New Hampsbire Siatewide 550 6,600
; Washinglor: Siatewide 56 6 552
' North Carolna Statenvicde 544 6,528
» Minoesota Statewide 532 6,364
- Wisconsin Uirban 817 §204
T Michigan Reggon vi {Washtengw Co.) 400 ~.5,868
Oregon Statewide 460 5,520
* Michigan Region IV {Wayne Co.) 453 5,508
Muniana Statewdsie 438 5,256
HNorth Gakola Biatevdde 43 5472
, South Dakota Steterwdde 430 5,180
Kangas Sehedule 1 429 %148
fowa Statewide 428 5112

¢ New Jersay Statewida 44 5088
. Fennsyvania Grous 1 421 5,052
Maine Statewsdds 418 5.8
District of Columbia Siatewide 415 458G
New Moics Statewide 389 : 4,668
Hinols Group 1 377 4524
Maryland Satewide 373 4,476
MNgbraska Statewide 364 4,388
Woming Urban 360 4,320
' Celorado Statewids ase 4272
+ Virginia Group 3 354 4348
. Nevada Biatewids 44 4,178
Arzona Sigteradde 7 4,164
Ohlo Statewide 341 4,092
Delaware Biatewide 338 4,056
idaho Sliatewidn 317 3,804
Oidzhoma Statewids 367 3634
Fiofida Slatewids acs 3838
Missour - Statevide 249 ) 3,564
Indiana Sigtewide 288 3458
Georgia Siatewide 280 A360
Kentueky . Slalewide 262 3,144
West Virginia Statewide 253 3,035
Virgin Istands Slatewite 240 2880
Arkansas Statewide 204 2A4B
. Soudh Caling Statewida 206 2,400
' Loulsiana tirban 190 2280
Texas Slalewide 188 . 2,286
Tennessee Sigtevide 185 223G
Praerto Rico Statewdde 180 2,160
Alabama Sttewide 1684 1,868
Mississippt Statowide 120 1,440

Source; Sospossiondl Rosearch Service, Aid 1o Famiies with Depondont Chikiren L2700 Progrem Beacts Rules, July ¥, 16596,

i

AL B



ENCLOSURE A

EARLY INFORMATION ON
HOW STATES ARE SPENDING “EXCESS” TANF FUNDS
Viry Preliminary Indications
) .
Iniormation about how states propose 10 spend “excess” TANF funds 1s only preliminary. Most
stete legislatures are working out their welfare reform plans now, and are at different stages of
decision making. Information from newspaper articles, state press releases, as well as carly
reports from HHS Regional Offices suppest that many states are making investments in child
£a e, work programs, and supportive services while other siates are putling money into less
“dosirable” practices such as supplanting state funds with federal dollars. At this stage, it is hard
te gel information on state expendilurcs and categories of spending. It is particularly difficult at
this time 10 detennine whether states will be spending federal TANF monies or stalé maintenance
of effort (MOE) monies on an activity, and whether they are spending new monies or merely
supplanting state funds with federal dollars. The following material summarizes our early
i ormation,

Walfare-to-Work Programs and Child Care

£ %s widely acknowledped that helping recipients move from welfare to work often requires up-
front investments in training and suppostive services. Many states are considering putiing more
money into child care services. Florida, Michigan and Tennessee reporicdly are adding $60
miltion, $44 miilion and $25 million, respectively, to child care. It is not yet clear il this
rearcsents simply the increased CCDF allocations states received under the PRWORA or shifts
of T ANF welfarc funds for additional child care funding. Georgia’s budget includes $3.5 million
in {ederal TANTF funds 1o hire additional staff to coordinate and determine cligibility for child
care services, Under the child care provisions of Wisconsin’s W-2 program, the staie intends to
increase annual child care funding from $48 million 1n 1996 10 31862 million 1n 1999, The state
hos requested Tegislative authority 1o fransfer $63.637 million from TANF 1o child carc in 1998,
They belicve that eash outlays originally targeted for assistance can, as a result of cascload
deereases, be rebudgeted for child care, provided that their cconomy stays strong and their
cescload wends continue. Ameang all states, Wisconsin has had the largest perecntage drop in
welfare eascloads. These state actions fo increase child care subsidies may benefit the working
poor as well as welfare recipients. For example, the Wisconsin Jegislature is eonsidering
erpanding chigibility for child care by raising income eligibility hinuts fromn 165 percent of
prgvz:riy to 200 percent .

It: discussions with our Child Care Bureau, state officials have indicated orally that they are
transfernng TANF dollars to CCDF in order (o investin child care, States appear to be spending
Feir own funds to draw down fully the CCDF [unding as wel, States report using these monics
for welfare families, quality improvements and working poor families. Because of the multiple
dmands on TANF dollars, i s worrisome when states spend {ederal TANF funds on child care



ir. licu of state funds or without first having drawn down all of the child care funding to which
they are entitled under the CCDF, which ean be spent only on child care, If the Administration
m akes a concerted push to have states spend their excess TANF funding on child care, the
message has to be that federai funds should supplement, rather than supplant, statc funding
nzeded (o acesss the CCDF.

Siates arg also considering spending more money on drug testing and treatment, intensive case
nanagement services, rural transportation, job preparation, job training, and public sector jobs.
California, Indiang, Maryland and Massachuscits are reported to be considering these
possibifities. These siates are aware of the possibiltty thet the remaining aduli participants wili
have more barciers to setf-sufticiency than those who have already made the transition from
vielfare to work, and thus that such reeipients will require more intensive services, Georgia’s
budget includes $8 million in federal TANY funds 1o purchase job placement serviees for
r2eipients who have traditionally been hard to place. New York’s proposed budget would set
aside $42 million for client work aclivity asscssments, medical examinations, and incentive
Fonuses for loeal district performance, $43 inillion 1o expand work training activities, and 357
raitlion for a variety of targeted inltiatives involving work activities.

Other TANE Purposes

fitates are also looking at the hroad flexihility they have under the TANF block grant and are
¢onsidering other types of programs. California is considering putting $141 million into juvemle
justiee services fonnerly funded under the Emergency Assistance program. Indiana, whose
wellare caseloads biave dropped more than most other states, plans o use MOI: monies Lo ereate
mnore positions for child wellare workers and {0 increase funding For employment and training
activities. Plans for the state’s TANF funding include rural transportation, encrgy assistance,
samily planning, working with non-custadinl parests, as well as employmoent services, child
care, and data collcction. Connecticut reports planning to put §24 million of TANF funding into
pragrams such as housing and nulrition, Georgia’s budget includes $3.5 million from the
-ndigent Care Trust Funds to implement teen pregaancy prevention iniliatives in support of
‘welfare relorm. Indiana is considering [unding energy assistance, family planning, and
fatherhood conferenees, ameng other services. |

Rainy Day Funds

‘Beeause TANF is a bleek grant, state allocalions will not increase in the event of a recession.
‘Therefore, 2 number of states are considering building o reserve in case the economy cools down
and cuseloads increase. While only actual expenditures of state funds can count towards the
TANF maintenance of effort requirement, there is no requirement that states spend their full
Jederal allocations in the fiscal year in which they become available. Ohbic, New York and
Nermont are three states that are reportedly considering saving significant portions of their
f‘cxcess” TANF funds. -



Services (o Immigranis

Unier the welfare law, qualificd aliens are bunned from receiving Food Stamps and SST benefits,
Thisse qualified aliens who arrived after August 22, 1996 are banned from receiving assistance
fron federal TANF funds for 2 period of five vears. A number of statcs have indicated that they
expect to continue benefits for sueh aliens nonetheless, using state funds. For example,

Mz ssachusetts has estimated that it will spend 326 million on legal immigranis who are not
¢itizens, Io states with substantial immipgrant populations, most notably California, continuing to
previde serviess to qualified aliens is expected to be a significant financial burden.

Otser Purposes

Nct al states intend to reinvest their savings in wellare-related services. Somce are treating the
difference between their MOE requirement’ and the amount they would have spent under prior
lax/ as a general surplus, to be used for any purpose they desire. For example, the Governor of
New York hias proposed to divide $416 million between the state and the local govérnments, to
be spent without rostrictions, California is considering allocating $362 miilion over tweo years
into the stare’s general fund. Texas™ Governor has proposed to usc federal TANF funds and part
ofthe state’s requircd maintenance of elfort expenditure 1o repluce $190 million in state spending
on child protection services and the ¢lderly. The state funds thus freed can be used for any
purpose including underwniting the Governor's proposed tax cut.

i

#

1. Each state’s maintenance of effort (MOE) level is sct at 75 percent of the staie’s FY
1994 spending for AFDC, EA, JOBS and 1V-A child carc (80 porcent if the state fails 1o mect
TANF work panticipation rates).

:
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3. INFORMATION ABOUT COSTS OF
’ INVESTING N WELFARE REFORM

It is difficult to estimate how much more it will cost states to operate welfare 1o work programs.
Sinee the mid-1980's, MDRC and Abt Associates have evaluated numerous work-oriented
damonstrations with relatively high participation rates, and the per recipient eosts reported tn

th eir major studies have varied as the table below shows. The gross per person eosts {o the
government range from about $2,200 {(in FY 1997 dollars) under Flonida™s Project Independence
tc: about $27 500 under the Supported Work program!

Mj, : Estimated Gross Costs” Per Person
' for Selected Welfare to Work Programs

Program Period of Costs  In 97 Dollars
Support&d Work™ (many sies) 27 months 326,938
Homemaker- Home Health Aide™ (many sifes) NA, X 14,588
Grand Rapids JOBS (Labor Force Attachmentd) 2 years 4915
Allanta JOBS (Labor Force Attachment) 2 years 3,695
Riverside GAIN ‘ 2 years 3,299
San Diego SWIM 2 years 2,272
Florida F’mjec‘z Independence ’ 2 yoears 2,188

Sturce: MDRC fthe Homemaker-Home Health Aide pfo;-ect was evalualed by Abl Associates ]
* icludes cosls of iob clubs, case managers, child care, ang training. ™ These Costs include program
weges paid to participanis, but do not include non-welfare agency cosls. Costs shown in this fable are for

sirgie-parent AFDC recipients averages across all experimental group memzzers mcludmg those who did
[and ihose who did not particieate in program az;élvmes

ZL shouid be noted that while each of these programs preduced significant increases in
employment and declines in welfarc outlays, these outcomes do not replicate the work
cupectations and time limits of the PRWORA, Undcr the Riverside GAIN program which
piﬁézzc&d particularly impressive results, only 23 percent of the program participants were
m}rkmg and off AFDC at the end of the project’s three-year follow-up period, indicating the
chaiienges fzced by these programs. ;

Some states have an especially greal need for supportive services, have expenenced smaller
reductions in caseloads, or have other special circumstances (like large urban centers, significant
areas of rurai poverty, Indian reservations, and pockets of high unemployment} which might

s

" The Supported Work Demonstration provided work expericnee 1o hard-to-employ target
groups including long-term AFDC recipients. To help them aclueve self-sufficiency, participan(s
worked in crews 1o closely supervised jobs with gradually Increasing demands.

H
i

4 r



reqquire that they make greater costlier investments in economic development or transportation,

. The wide variation in benefit Jevels across states {as illustrated in Table 3) highlights the
difficuliies some stales will face. Under the AFDC program, the maximum annual benefst for
fainily of three ranged from $1,440 in Mississippi to $11,076 in Alaska, Nationally the cost of
a past-time child care slot is §3,160 a year; a full-time, full-year slot costs $4,406. In 11 states
and territories the cost for part-time child care is greater than the welfare benefit,

Morc than in its predecessor programs, TANF requires that states deal with special needs
pcpulations. These include individuals who arc substance abuscrs as well as those who are
viztims of domestic violence. Over a quarter of e AFDC caseload includes adults with
disabilities and, under prior law, these individuals were exempted from the iraining and work
requirementds of the JOBS program. States have never addressed preparing recipients with
disabilities for work including speeial case management, remedial services and ascommodations,

i i ——
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THE SECRETARY OF HERLY M AND MUMAM 5E & viCES
WASHIMGTOMN, O.C. FEF0]

i JUL 11 ear

MEMORANDUM FOR THE PRESIDENT

i

*
|
i

) ’;"-.,s you know, the Senate has proposed a number of changes that would affect Medicare
beneficiaries, including the introduction of an income-related Part B premium starting at $30,000

for single beneficiaries and $75,000 for couples. In our letter to the Conferses, the
Administration made clear that while we do not oppose income-relating the Medicare premium in
principle, we have a number of concerns about the proposal as currently structured. [ wanted to
ruise 10 your attention the two aspects of the proposal that I think raise the most significant
problems. (3 have discussed my concerns with Secretary Rubin).

First, if the Administration agrees 1o an income-related premium, 1 believe we should strongly

o opose the Senate provision for HHS to administer the collections process. The Administration
s consistently taken the position that any such premium should be collected by the Treasury
Department, where it could be managed simply and efficiently as part of the filing of 2
buneficiary’s tax retumn. (As you may recall, this is how we proposed to collect the income-related
premium in the Health Secunity Act; we adhered to this position in the balanced budget
negotiations). Part T of this memorandum sets forth in more detail the reasons why administration
of an income-related premium by HHS would be impractical, expensive, and more burdensome to
beneficiaries. Administration by HHS runs serious risks of alienating several million senior
ciizens.

#

Stcond, I am concerned that the Senate proposal has the potential to cause a substantial
percentage of the highest income beneficiaries to opt out of Medicare Part B altogether, because
it hases out the premium subsidy entirely at the 1op end of the income scale. Pai II of the
memorandum explains why it is very important that we not agree to an income-related premsum
that includes this feature.

i

Ac ministration of an income-related premium by HHS would be a formidable undertaking, HHS
dos not now have access to information on beneficiary income. in sddition to serious concems
about the privacy of income information, requiring HHS to collect an income-related premium
weuld mean establishment of a farge and expensive bureaucracy at HHS, & task for which the
Depariment hus no expertise or comparative advantage. We estimate that such a bureaucracy,
which would duphcate functions performed by Treasury, would require more than 300 new
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Federal employees and cost more than $30 million per year (not counting start-up costs), and run
wounter to Administration and Congressional goals of downsizing the Federsl government.

Furthermore, the inelficiencies inherent in the Senate proposal for HHS to collect the income-
-elated premium have led both CBO and HCFA sctuaries {o estimate that less than half of the
revenue theoretically obtainable would be achieved. We believe that CBO would estimate that the
income-related premium in the Senate bill would reise about §8-85 billion over five years if the
sollections were handled by Treasury, compared to only the $4 billion that CBO has estimated if
the premium were sdministered by HHS,

o)

engficiaries e HE ¢ g Bug '- Callectmgwd peconcn!mg
, mfounatlon about bcneﬁc:ary incomes wwié be an enm“cfy new function for HHS, one
thet some beneficiaries may not find appropriate, given the sensitivity of such information.

() O ation ' CASUTY, WE e Y i. Treasury would
scnd HHS 1995 fax retum mfamzsom the Eazesz ava:!able mf'omzaz;on in order to give
HHS sofficient time to develop and send to beneficiaries an initial determination (i.e, 2
preliminary estimate which would need to be reconciled afier the actual tax filing for the
year) of their 1998 income and an initial determination of their 1998 income-related

premium Hability, and give the beneficiary an opportunity refute the HHS estimate,

Use of 1 income 5ara three years o!d is probiemtzc It wwi{é be inherently confissing. Past

¢ s aod indicaic 3 beng \ income. For example,
income for bentﬁczmes who were wzzrk:ng in 1995 iszzt Ea:er retired would result in an
overstatement of estimated 1998 income for the beneficiary. Similarly, if a beneficiary had
a capital gain in 1995, that gain would be included in the beneficiary’s 1995 income used
1o project 1998 income.

In contrast, if Treasury were administering the income-related premium, they would not

' have to use three year-old data. Rather, because the income-related premium would

g be collected us part of the filing of the beneficiary’s tax return, it would be based on sctual
income information for the relevant year,

HHS would have to respond to the many letters from beneficiaries or Congressional
Offices who might be concerned with the general notion of a governmental agency
estimating their income for 8 year and why they had to supply income data to two different
governmental agencies.

e i



{J)  The Senate bill requires that HHS send the beneficiary an estimate of their income by

' September 1 of the year before the year for which the income-related premium applied and
that the beneficiary be given thirty days to refute the estimate. If the beneficiary refires
the HHS estimate, the Senate bill provides that the beneficiary’s estimate would hold, If
the beneficiary does not challenge the HHS estimate, the Senate bill specifies that the HHS
estimate would hold,

()  While the Senate bill does not specify how the income-related premiums would actuslly be
collected, they could be collected either by HHS direct billing, or $SA deductions from
the Social Security check (for the bulk of beneficiaries).

i

In the case of exclusive HHS direct billing, HHS would have to send quarterly bills to
b about 3 million beneficiaries in 1998 For those beneficiaries who did not make timely
R payment, additional efforts st collection would need 1o be undertaken,

5 Alternatively, the beneficiary-specific income-related premium lisbility could be sent 1o

" SSA before the beginning of a year and SSA could deduct the amount from the
beneficiary’s Social Security check. This method could be used for 85 percent of

‘ beneficiaries; the remainder would need to be direct-billed by HHS.

- come beneficianies did not make premium payments, they would be ;mnazed
f‘:em Medicare ?zrz B goversge. Challenges to terminations could consume additional
HHS resources. Termination may also involve correspondence with beneficianies and

) Congressional offices,

(%) Since the initial premium payments for a year would be based on the “initial
determination” of income and since "actual” income and the actual income-related
premium hiability for the year may be different from the estimated amounts, the Senate bill
requires that there be a reconciliation after the year. The Senate bill requires Treasury 1o
send HHS income information after the beneficiary filed their tax returns for the year,
Using actual income, HHS would determine the actual premium lighility for the year.
) »
For income-related premium kiabilities for 1998, the reconciliation would occur in 2001,
This could be confusing to beneficiaries since the reconciliation would involve resurrecting
: their actual information from a tax return three years eariier and generate additional
correspondence.

-
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(‘f) After HHS reconciled estimated and actual income and income-related premium lisbilities,
L underpayrments would have to be coiiecied ﬁ'{}m beneﬁcaanes and everpaymmts wouid

eh : estate. Spes;nal eﬂ“ons may he mwdedw
recoup underpayments ﬁ‘am heirs where estates had already disbursed assets.
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]
(3)  The paperwork burden for HHS administration of an income-related premiuvm is
' staggering. New forms would have to be developed 1o send income estimates to
beneficiaries, receive their responses snd reconcile estimated and actual income, Twelve
million bills would need to be sent if HHS did exclusive billing for income-related
¢ premiums. Additional correspondence would be involved for delinquent collections. Up
: to 3 million letters might be sent to handle overpayments and underpayments for a year,
L Special paperwork might be needed 1o recoup underpsyments from surviving spouses or
estates,

Iy contrast, an income-related premium could be caleulated through the income tax return, in a
nrmer similar to the way thet the tax on Social Security benefits is currently determined. One
line would be added to the 1040 tax form representing the amount owed for income-related
premuum. Determination of the income-related premium owed would be calculated on a
vorksheet in the 1040 instructions in the same manner that individuals calculate the amount of
their Social Security benefit subject to income taxation. If the individual pays estimeted taxes, the
ircome-related premium lability could be included as pant of the individual's periodic Sling.

There would be some increase in Treasury's administrative ¢osts to run this program, but we
balieve those costs are relatively small.

I an erz of ever more constrained funding for program administration, reguiring HHS (and SSA)
10 take on these administrative functions would be impossible without a more than $30 million
minual increase in administrative funding (and $20 million in start-up costs) and more than 300
m:w Federal employees. These estimates of administrative costs do not take into account the need
te: deal with inquiries or complaints from Congressiona! offices, or the IRS ftself {which will
continue to be identified as the source of final income data). In the absence of additional
resources, processing those inquiries would detract from the capacity of those organizations to
provide other services. Nor do those estimates reflect the additional costs 1o beneficiaries who
balieve -~ rightly or wrongly -- that there ase errors in the information on which their filings are
based. Just as other taxpayers incur considerable expenses for accountants, lawyers, and so forth,
st for the first time would thousands of Medicare beneficiaries.

The Administration’s Health Security Act proposed that bencficiaries pay a maximum
contribution of 75 percent at or above the top income level, In other words, there would be a 25
purcent subsidy for the highest income beneficiaries,

There is an important rationale for this policy. I{the entire subsidy is removed, the vounger and
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] Mw averagc Modlcarc spendmg for h.lgh income beneﬁc:anes is about 15
percent lower than for all beneficiaries. Since their average expenses would be considerably less
than their Part B premsum contributions, they could probably purchase a Part B benefit package
rivately, at less cost than a Medicare premium equal 1o 100 percent of the average cost for all
sged beneficiaries. If a significant number of high-income beneficiaries dropped out, it would
raise costs for those who remain. HCFA actuaries assume that about 30 percent of high-income
teneficiaries would drop out if the income-related premium were set equal to 100 percent of
average program costs. This would increase tba Part B premium for every other beneficiary,
~ The Administration belicves that the maximum beneficiary contribution at the highest incomes
' should be 75 percent.

Conclusion

For all of these reasons, 1 strongly believe we should support an income-related premium only if it
i administered through Treasury. | also believe that if this provision remains in the bill, the
riaximum beneficiary contribution shazzié be 75 percent.

U~

Donna E. Shalala

AT S

c: Robert Rubin
: Secretary, Department of Tre.asury

John Callahan
Acting Commissioner, Social Security Administration .
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lecause of the urgent need to address the issue of genetic
discrimination in health insurance, HHS has prepared the enclosed
report, Health Insurance in the Age of Genetics. The report
includes recommendations for federal legislation that would
tiinsure that the discoveries made possible by the Human Genone
Project are used to improve the health of Americans and not used
hy health insurers to discriminate against individuals, families
or groups. It reaagnlze$ the significant activity by states and
the Congress on this issue.

Tha report builds un the recommendations of twe advisory groups;
the HHS National Action Plan on Breast Cancer and the NIH-DOE
¥orking Group on Ethical, Legal and Social Implications of Human
Cenome Research. It supparts the remarks you made in your
commencemant address at Morgan State University in May when you
vrged Congress to pass bipartisan legislation to prohibit
Insurance companies from using genetic information to determine
the prewium rate or eligibility of Americans for health
insurance.

[

I;am transmitting the report to you and look forward to working
xith you on this important issue. *

g

.i Donna E. Bhalala

Enclosure
t
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Health Insurance in the Age of Genetics

" Department of Health and Human Services
' July 1997

"Our laws and institutions must go hond-in-hand with progress of the human mind.”
Thomas JefTerson

;

" As the Human Genome Project makes it ever easier to find genetic alterations associated
with humar disease, unprecedented opportunities are arising to treat or prevent those diseases.
However, as knowledge grows about the genetic basis of disease, so too does the potential for
discrimination and stigmatization based on genetic information. Too many Americans fear that
the'r genetic information will be used to discriminate against them and oo ofien they are right.

Fed'eral legislation is needed 1o guarantee access 10 health tnsurance coverage irrespective of an
individual's genetic makeup,

The Promise of Genetic Testing
> The Human Genome Project has brought with it the promise of 2 whole new way to
understand, treat, and prevent many human diseases. For children born with 2 baffling inherited
discrder, genetic technologies can put an end to the often long and agonizing search for a
diagnosis. For healthy people from families prone 1o a Iater-onset disease, genetic technologies,
suc’1 as simple DNA tests, can tell people and their health care providers who has an inereased |
likelihood of developing the disorder and who does not. At one timne, such medical clairvoyance
sceined like science fiction. But not any more. Scienlists have made tremendous strides in
understanding genctics. In the next few years we will know the exact location and letter-by-letier
sequence of each of the 80,000 or so genes in the human genome and begin comprehensive
stuclics to understand how they work.

. Genetic tests for glaucoma, colon cancer, inherited kidney cancer, and other disorders are
already helping to identify high-risk individuals before they become ill. In & Chicago hospial,
for sxample, “Patty,” who had tested positive for a cancer-related gene multation called MEN2,
has had her thyroid gland removed. She inherited the altered gene from her father who had
thyroid cancer. Because his children have a 50-30 chance of inheriting the altered gene, doctors
tested Patty and her only sibling. Patty tumed out to carry the MEN alteration. Because this
mutation placed Patty at very high likelihood of developing thyroid cancer, her doctors
recemmended that she have her thyroid removed. Al the time of surgery, Patty’s thyroid gland
already contained small, polentially lethal, cancers. She now takes a pill every day to replace her
thyr ?id hormones, but her chance of developing MEN-related cancer is very low.

4

fi This past year scientists discovered a mulated gene that leads 1o hereditary
hemochromatosis (HH), a common disorder of tron metabohsm, affecting about 1 in 400
individuals of Northern European descent. Because HH is so common and easily treatable, it
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potentially provides an excellent example for offering genetic testing on a large scale to identify
people at nisk for a disease and enabling them to avoeid becoming ill. The major symptoms of
HH-~liver cirrhosis, beart deterioration, and other organ failures - don't occur until mid-life, and
121t untrented, the disease canses early death. But treatment by simple blood letting to remove
excess iron allows people with HH to live a normal lifespan,

g Today, genetic tests are available primarily in academic medical centers for some 450
disorders, most of which are rare. Genetic tests can identify DNA allerations in people who have
already developed a disease, in healthy persons who may be at nisk of developing 2 genetic
. disorder later in life, or in people who are at risk of having a child with an inherited disorder.
Oiver the next decade, genetic testing will become ever more commonplace throughout the health
care systemn. For exampie, as NIH Consensus Development Panel recently recommendded that
genetic testing for cystic fibrosis mutations be offered to all couples planning a pregnancy or
sseking prenatal testing. This is the first time that offering genetic testing has been
recommended for such a targe population group. Gengtic technologies will soon play a role in
nearly every field of health care.

; {Genetic ests can save health care dollars by identifying those in high-risk families who
niight benefit from close medical surveillance, and whe might not. “Beth,” for instance, is a 47-
year-old mother of two. Two of her brothers and her father were diagnosed with colon cancer,
aad her grandmother died of uterine cancer. Of course, Beth was concerned that she oo might
develop cancer. About 10 years ago, she asked her doclor about her colon cancer rigk, but Beth's
fimily history pattern did not fit a known syndrome at the time. With no genetic test available
for her condition, her doctor could only say that her risk of colon cancer was higher than average.
Yiomed about her risk, and wanting to detect any cancers early, Beth began an anoual program
of expensive and uncomfortable colonoscopies.

| Six years afler Beth first inguired about her cancer risk, an experimental genetic test
bacame available that could tell Beth if she inherited the genetic alteration that caused the cancer
in her farmly. Beih took this simple test and learned she had not inhenited the c?apcer-causizzg
ateration. Immediately, Beth stopped the annual colonoscopies, saved thousands of dollars for
bith her and her insurance company, and brought an end to the unnecessary medical procedure.
Perhaps most importantly, because she now knew that her risk for colon cancer was no greater
than that of the general population, Beth gained peace of mind for herself and for her two
waldren.

Progress in Health Research

The Human Genome Project has given us the technology to decipher what were once an
irdividual's most personal and intimate "family secrets,” that is, the imformation contained in our
ENA. The iastructions encrypted in our genes affect nearly every fusction 2 human body carries
o ii--in a moment, a day, or a lifetime. Research 1o understand those instructions offers the

2
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promise of better health because it gives researchers and clinicians critical information o work
out therapies or other sirategies 10 prevent or treat a disease.

What if we could prevent or reduce the effects of many common diseases by simple
changes in lifestyle or avoidance of gpecific environmental substanees? Many of the diseases we
face--such as high blood pressure and other familiar diseases of the heart and circulatory system,
disbetes, obesity, cancer, psychiatric iflness, asthma, arthritis--have been difficult to study and
treat because almost all involve subte actions of several genes and the environment. Scientists
are; rapidly developing advanced technologies 1o identify each of the genes that contribute to a
complex disorder and study their interactions all at once. The goal is {0 tease apart which disease
co nponents are genetic and which are environmental,

The slowest part of a disease-gene hunt nowadays is sorting through all the genes in the
target region on a chromosome and determining which one is responsible for the disease. But this
is rapidly changing. New gene maps now pinpoint the locations of more than one-fourth of all
human genes, and more are developed every day.

The complete set of genetic instructions will give researchers basic information about
how a human cell works as a system, or how the cells of a brain or a heart work together, or how
a single fertilized eell develops into a fully formed baby. Spelling out, letier by letter, the
conplete genetic instructions of a human being will bring with it new technologies that make
identifying DNA differences effortfess compared with what we ¢an do today. Imagine analyzing
your genetic composition on a computer chip, carrying youwr DNA “bar code” on a small plastic
card, encrypted to protect privacy, that lets health care professionals instantly know your
predisposition 1o disease, your reactions to drugs, or your susceptibility 1o certain environmenta}
exposures, All of these will become realities as we continue to make advancements in genetics.

|
y

Genetic Discrimination: A New Twist on an Old Injustice |
»

The ability to examine our DNA for the presence of discase-related alterations opens the
dodr 1o a new twist on an old injustice: “genetic” discrimination - when people, either as groups
or individuals, are treated unfaurly becanse of the content of their DNA, The increased
aviilability of genetic informaltion raises concerns about who will have access to this potentially
powerful information. Each of us has between 5 and 30 misspellings or alterations in our DNA;
thiis, we could all be targets for discrimination based on our genes. Like racism, sexism, and
othier forms of prejudice, genetic discrimination devalues diversity, squanders potential, and
iglores achievement.

Genetic information has been used to discriminate against people in the past. In the
exly 1970's, some insurance companies denied coverage and some employers denied jobs to
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Alrican~ Americans who were identified as carriers for sickle-cell anemia, even though they were
tealthy and would never develop the disease.

! Of particular concern is the fear of losing or being denied health insurance because of 3
possible genetic predisposition to a particular disease'. For example, a woman who carries a
genetic altgration associated with breast cancer, and who has close relatives with the disease, has
sn increased risk of developing breast and ovarian cancer. Knowledge of this genetic status can
enable women in high-risk families, together with their health care providers, to betier tailor
surveillance and prevention strategies. However, because of a cancern that she or her children
may not be able to obtain or change health insurance coverage in the future, @ woman currently

' iill this situation may avoid or delay genetic testing.

!. These are real concerns for too many Americans. In a recent survey of people in families
vith genetic disorders, 22 percent indicated they, or a member of their family, had been refused
health insurance on the basis of their genetic information?. The overwhelming majority of those
sarveyed falt that health insurers should not have aecess to genetic information. A 1995 Harris
poll of the general public found a similar level of concemn. Over 85 percent of those surveyed
indicated they were very concerned or somewhat concerned that insurers or emplovers might
have aecess to and use genclic information’,

Discrimination in health insurance, and the fear of potential discrimination, threaten both
s ciety’s ability to use new genetic technologies to improve human health and the ability to
canduct the very research we peed to understand, treat, and prevent genetie discase.

: To unravel the basis of complex disorders in the large numbers of individuals they affect,
sentists must analyze the DNA of many hundreds of people for each disease they study. Valid
research on complex disorders will require the participation of large numbers of volunteers. But a
pall of mistrust hangs over research programs because study volunteers are concerned that their
genetic information will not be kept confidential and will be used by insurers to discriminate
against them, Information about research participant's genetic composition must be protected
fiom misuse. .=

Participants in Dr. Barbara Weber's research program on breast cancer worry a greal deal
asout genetic discrimination®. She and her coworkers in Pennsylvania are trying to understand
how to keep women with breast cancer gene mutations healthy by studying them closely for
soveral years. But nearly one-third of the high-risk people Dr. Weber invites into the study
refuse because they fear discrimination and/or a loss of privacy. So strong is the fear of misuse
of genetic information obiained in research programs {hat many physician-researchers leave
ginetic test results out of the study medicai record or warn study participants not to give the
uiformation lo their private physicians. In some instances, patients and/or their providers may be
furced 1o tell outright lies about genetie test results.
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In genetic testing studies at the NTH, nearly 32 percent of eligible people offered a test for

braast cancer risk decline to take it. The overwhelming majority of those who refuse cite
concerns about health insurance discrimination and loss of privacy as the reason,

)

f

In an ongoing study, researchers are assessing individuals who have already had cancer

and their families, Because individuals who have had cancer have already been categorized as a
hiizh risk by insurers, participants in this study are somewhat less concerned about the potential
fo: health insurance discrimination. The vast majonty of individuals invited to have genetic
testing as 8 part of the research project have agreed to be tested. Those who have opted not to be

.tested state that knowledge of how this information might be used was a determining factor.

The Need for Legislation

In 1995, the National Action Plan on Breast Cancer (NAPBC, coordinated by the US

Public Health Service Office on Women's Health) and the NTH-DOE Working Group on Ethical,
Legal and Sccial Implications of Human Genome Research (ELS] Working Group) tackled the
issue of genetic discrimination and health insurance. This effort buill on the ELSI Working

Graup's Jong standing interest in the privacy and fair use of genetic information and the
NAPBC's mandate to address priority issues refated to breast cancer. The following
recommendations® were published and made available to state and federal policy makers:

A
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Insurance providers should be prohibited from using genetic information, or an
individual's request for genetic services, to deny or limit any coverage or establish
eligibility, continuation, enrollment or contribution requirements.

Insurance providers should be prohibited from establishing differential rates or premium
payments based on genetic information, or an individual's request for genetic services.
fnsurance providers should be prohibited from requesting or requiring collection or
disclosure of genetic information.

Insurance providers and other holders of genetic information should be prohibited from
releasing genetic information without prior written authorization of the individual.
Written authorization should be required for each disclosure and include 10 whom the
disclogure would be made.

In developing these recommendations, the NAPBC and ELSI Working Group developed

the following definitions: "Genetic information” refers to information about genes, gene
proéucis or inherited characteristics that may derive from the individual or a family membcr.

i
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The term "insurance provider” refers to an insurance company, employer, or any other
entity providing a plan of health insurance or health benefits including group and individual
Lealth plans whether fully msured or seli-funded.

These recommendations would prevent insurers from having access to genetic

information, from being able to misuse this information, and from disclosing it to others,

i

‘ State Initiatives

H
Today, 19 states have enacted laws to restrict the use of genetic information in healih
usurance. These range from very narrow prohibitions in carlier legislation {e.g., Alabama in
1982 prohibited insurers from denying coverage because an applicant had sickle cell anemia) w
fairly comprehensive prohibitions with strong privacy protections in more recent legisiation (e.g,,
Wisconsin in 1991, New Jersey in 1996, and California in 1994, 1993, and 1996)°. Since
Tanuary of this year, at least 31 staics have introduced legislation to prohibit genetic

discrimination in insurance’. The large volume of legislative activity at the state level is a
positive indication of the level of concern about this important issue,

l A law passed in Arizona this year prohibits health and disability insurers from rejecting
an application or determining rates, orms or conditions on the basis of a penetic condition and
prohibits requiring (he performance of a genetic test without written informed consent. Governor
Symington signed the bill into Jaw in spite of threats by the insurance industry to leave the state.

The Hlinois Legislature passed the Genetic Information Privacy Act in May, 1997, The
At is currently pending approval by the governor. The Act prohibits insurers from seeking
genetic information derived from genetic testing and from using genetic testing information for
nontherapeutic purposes, This bill was onginally introduced by Representative Moffitt at the
raquest of an ovarian cancer survivor whose mother and grandmother had died of ovanan cancer,
This constituent wanted 10 be tested for BRCA] in order o help her daughters and grand-
daughters. Her doctor wamned, however, that if she tested positive, she and mettbers of her
fimily could Jose health care coverage. Based on that threat, she chose not to be tested. (She has
since been tested anonymously and tested negative.)

Why State Law [s Not Enough

The eurrent patchwork of state legislative approaches does not provide a comprehengive
sylution (o genetic discrimination in health insurance.

iq



+  First, private sector employer-sponsored health plans that provide benefits for employees
ancl their dependents through self-funded arrangements are generally exempt from state insurance
law's pursuant to the Employee Retirement Income Secunity Act (ERISA) preemption. Thus,
even if stales enacted legislation modeled on the NAPBC-ELSI Working Group recommenda-
tions, approximnately 125 million people, nearly one-half of all Americans, covered by such self
funded plans would not be protected.

1t

Second, with the exception of a few states, these laws focus narrowly on genetic tests
ratlter than more broadly on genetic information generated by family history, physical
exzmination, or the medical record. Although insurers are prohibited from using the results of a
chemical test of DNA, or the protein product of a gene, they may still use other physical/
phy'siological (phenotype) indicators, pattern of inheritance of genetic characteristics, or even a
request for genetic testing as the basis for discrimination. Thus, meaningful protection against
gerietic discimination requires that insurers be prohibited from using all information about
geries, gene products, or inherited characteristics to deny or limit health insurance coverage.

' HIPAA: Significant Steps But Serious Gaps

1 In 1996, Congress enacled a law, called The Health Insurance Portability and
Ac:ountability Act (HIPAA), which took a significant step toward expanding access to health
insurance. But HIPAA doesn’t go far enough. Americans are still largely unprotected by federal
lavr against insurance rate hikes based on genetic information and against unauthonzed people or
institutions having access to the genetic information contained in their medical records. HIPAA
includes genelic information among the factors that may not be used to deny or limit insurance
coverage for members of a group plan. Further, HIPAA explicitly excludes genetic information
from being considered a preexisting condition in the absence of a diagnosis of the condition
related to such information. The law speeifically uses the broad, inclusive definition of genetic
in{>rmation recommended by the NAPBC-ELSI Working Group. Finally, HIPAA prohibits
insurers from charging one individual a higher premium than any other *“similarly situated”
inc¢ividual in the group.

These steps towards preventing discrimination based on genetics are significant, but
HI?AA left several serious gaps that can now be closed by Administration-supported legislation.
First, the protections in HIPAA do not extend to the individual health insurance market. Thus,
inc ividuals seeking coverage outside of the group market may still be denied access to coverage
and may be charged exorbitant premiums based on genetic information. While only
approximately 5 percent of Americans oblain health insuranee outside the group market today,
mzny of us will, at some point in our lifetitne, purchase individual health insurance coverage.
Because genetic information persists for a lifetime and may be transmitted through generations,
people who are now in group plans are concerned about whether information about their genes



may, at sote point later in their life, disallow them from being able to pmt;hasa health) msurancc
oL Zmie of the group market,

i Second, while HIPAA prohibits insurers from treating individuals within a group
differently from ong another, it leaves open the possibility that all individuals within a group
cculd be charged 2 higher premium based on the genetic information of one or more members of
the group.

Finally, HIPAA does nothing to limit an insurer’s access to or release of genetic
_information. No federal law prohibits an insurer from demanding access to genetic information
ccntmneﬁ in medical records or family history or requiring that an individual submit to a genetic
,t In fact, an tnsurer can derand that an individual undergo genetic testing as a condition of

c»:vmge Further, there are no restrictions on an insurers’ release of genetic information o
others. For example, at present, an insurer may release genetic information, and other health-
related information, to the Medical Information Bureau which makes information available o
oiher insurers who can then use it to discriminate. Because genetic information is personal,

pe: uwerﬁzi and potentially predictive, it can be used to stigmatize and discriminate against people,
_ G ’n etic information must be private. -

Congressional Initiatives
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! Congressional interest in securing health insurance protection for genetic information is
strong and bipartisan. Senator Hatfield and Representative Stearns introduced the first billon
genetic discrimination in health insurance and employment in November 1995, Twelve bills
acdressing genetic information access and/or use were introduced in the 194th Congress. Many
of these bills are being reintroduced in the current Congress,

¥
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! Represcniative Solomon (R-NY) introduced HR. 328, Genetic Information Health
Insurance Nondiscrimination Aet of 1996, This bill was rewritten io close the “Igopholes™ in
HFAA by addressing disenmination in the individual health insurance market, bt it does not
prohibit rate increases in the group health insurance market.
k
4
' Genetie Confidentiality and Nondiscrimination Act of 1997 (8. 422} introduced by
Senator Domenici {R-NM) is 8 broad bill that seeks to address privacy and fair use of genetic
information in many settings. The bill includes a title that would prohibit health insurers from
using genetic information that follows the NAPBC-ELSI Working Group recornmendations.
Hawever, this bill refers only to “any molecular genetic information about a healthy individual or
a healthy family member...” rather than the broader defimtion of genetic information that
in;:ludes family history,
‘é The Genetic Information Nendiscrimination in Healith Insurance Act of 1997 (H.R. 306}
ini{rcdzzcegl by Representative Slaughter (D-NY} most closely tracks ihe recommendations made
|
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by the NAPBC-ELS! Working Group. This bill successfully closes the “loopholes” in HIPAA
by prohibiting rate increases in the group health insurance market based on genetic information,
p:ohibiting the use of genetic information in the individual health insurance market, and placing
restrictions on the collection and disclosure of genetic information by insurers. As of July 1,
1997, HR. 306 had 132 co-sponsors and 67 supporting groups. The Senate companion bill, The
Genetic Information Nondiscrimination in Health Insurance Act of 1997 (5, £9), was introduced
b { Senator Suowe (R-ME),

i

Recommendations for Federal Lepislation

On May 18, 1997, President Clinton, in his commencement address at Morgan State
University, urged “Congress to pass bipartisan Iegislation to prohibit insurance companies from
wsing genetic information to determine the premium rate or eligibility of Americans for health
insurance.”

| The Administration is proposing that Congress pass a law {0 ensure that the discoveries
made possible by the Human Genome Project are used to improve the health of Americans and
not used by health insurers to discriminate against individuals, families, or groups. The
Administration recommends that the law build on the effort begun under HIPAA and encompass
th: NAPBC-ELS] Working Group's recommendations that seek to prevent health insurers from
having access to genetic information, from being able (o misuse this information, and from
di sclosing genetic information to others.

The bill should build on HIPAA and extend protection to insurance applicants and
participants in four ways. h should -
»+ Explicitly prohibit health insurers from varying the rate charged 1o 2 group based on
: genetic information pertaining o one or more group members. This would expand the
prohibition in HIPAA against using genetic information to vary the premipm rates of an
individual in a group plan.

»  Prohibit insurers in the individual market from requesting or reguiring genstic
information from an individual, except where the informaiion relates o a disease or
condition for which the individual or dependent has been positively diagnosed, and

. prohibiting insurers from requiring individuals to undergo genelic testing.

» ' Prohibit insurers in the individual market from using genetic information in the absence
of a diagnosis of disease to deny, limit or vary coverage or to sel rates,

» . Protect the privacy and confidentiality of genetic information by prohibiting insurers
{from releasing this information for nontreatment purposes without ihe prior authorization
of the individual, ‘This would impose restrictions on the disclosure of genetic information

2
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g to other insurers, to plan sponsors, and to other entities regulated by State insurance laws

- including life, digability, and long-term care insurers. 1t would also prohibit insarers
from releasing genetic information to the Medical Information Bureau or any oth&r entity
ihaz collects, compiles, or disseminates insurance information.

' HIPAA does acknowledge that protections concerning access to and release of health
information, including genetic information, were not provided in the law itself and directs the
Lepartment of Health and Human Services (DHHS) to develop recommendations to protect the
privacy of health information. Currently, DHHS is preparing recommendations on privacy
potections for all individually identifiable health information, including genetic inforruation, as
nquired by HIPAA. Congress may in the futwre enact legislation that would provide protections
for personally identifiable health information in general. However, the public feels especially
eoncerned about the Unique properties of genetic information -- its predictive nature, iis
findamental linkage to personal identify and kinship ties, its history of abuse, and the speed of
d :velopment of genetic technologies, Therefore, it is important to move forward with legislation
prohibiting health insurance discrimination and restricting health insurers’ use and dissemination
of genetic information,

i
i
Conclusion

The technology of genetic testing offers great promise for better health, However, genetic
tosts and geretic information can alse be used o deny coverage or increase premiums. The
£ dministration strongly supports efforts (o protect individuals from misuse of genetic
information by health insurers, while permitting providers and others who can positively use
sich information to continue 1o use genetic information in ways that will enhance the treatment
a1d care of individuals,

4 :
i We now have the opportunity 10 ensure that our social policy keeps pace with the
s:ientific advances made possible through biomedical research. The American people and the
Congress suppert protections against genetic discrimination in health insurance. Supporting the
principles put forth by the NAPBC-ELS! Working Group ¢ould ensure that increasing
knowledge about ourselves and our genetic heniage is used to benefit Americans, to mprove
their healih and well-being, and not 1o stigmatize or discriminate against them. This is an issue
that ultimately will concern all of us. The universal principles of faimess and justice compel an
urgent solution to this growing problem,
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Assistent Secratary for Heslth
Oftfice of Public Hoalth and Scisnce
Washington 0.0, 20201

MEMORANDUM FOR THE PRESIDENT -

I mspcctfu!ly submit for your consideration a proposed iimcuzivc Order to prohibit smi}kmg in
fed zral executive branch facilities,

Strong scientific evidence documents thal exposure (o environmental tobacco smoke (ETS) is a
ser. ous risk fo health. ETS is a known cause of diseases, including Jung cancer, in healthy
nonsmokers and is a major source of harmful indoor air pollution. ETS is responsible for
apyroximately 3,000 lung cancer deaths each year in nonsmoking adults. ETS also threatens the
hezIth of hundreds of thousands of children with asthma and other respiratory illnesses,

Mzjor scientific reports of the Departrnent of Health and Human Services (HHS 1988, 1991,
1996, 1997) and the Environmoental Protection Agency (EPA 1993 document these findings.
HFS, EPA, and most recently the Department of Labor (DOL), recommend that smoking either
be prohibited indoors, or be permitied indoors only in separately-ventilated areas. Protecting
nousmokers from the health consequences of ETS exposure is the primary goal of restrictions on
smoking in the workplace,

} .
Our Administration has supported and advocated eliminating indoor exposure to ETS, The most
far.reaching effort is DOL's proposed occupational standard to eliminate ETS exposure in
vir! uaily all workplaces nationwide, During the 103rd Congw&s the Administration also
supported legislation (H.R. 3434) to prohibit ETS exposure in public buildings and on March 31,
1974 you signed P.L. 103.227, the **Goals 2000: Educate America Act” which prohibited
smoking in federally-funded children's services facilities, including mosi elementary and
seq.ondary schools. '

Existing General Services Adminisiration (GSA) regulations on this subject were published
seven years before the EPA report. The GSA regulations apply to approximately 10 percent of
federal domestic facilities and do not cover those federal buildings which are under the control of
fecleral departments and agencics with slatutory real property authority. The 1986 GSA rules
pe it smoking in areas designated by agency heads and do not require that such areas be
vestilated separately.
M. President, the simple separation of smokers and nonsmokers within the same airspace does
not elininate ETS exposure. As a resull, many federal agencies are not now smokefree and
federal workers and visitors 1o federal buildings are exposed unnecessarily 1o ETS. In view of

i
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Pagu: 2 ~ Executive Order To Prohibit Smoking In Federal Executive Branch Facilities

the «olid science base and the Administration's public commitment to reducing ETS exposure, it
seens inadvisable to continue to permit smoking in federal indoor workplaces.

The Executive Branch has legal authority and strong scientific justification to move ahead to
protibit smoking in federal workplaces, The most expedient mechanism to announce and
impiement an Executive Branch smoke-free workplace policy would be a Presidential Executive
Order. An Executive Order would apply more broadly and could be implemented more quickly
than other approaches.

The issuance of an Executive Order would produce substantial savings rather than costs. The
federal Government would be promoting the health of its employees while saving money due to
reduced sick days, building maintenance, and furniture and carpet replacement. Some studies
estitnate conservatively that smoking in the workplace costs employers one thousand dollars
anntially for each employee who smokes. As the nation’s largest employer, the issuance of an
Exei:utive Order to protect worker health would set an important example to other employers
considering adopting smokefrce policics.

A proposed Executive Order is atlached for your consideration,

& DoZama/(/\
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SMOKING IN THE FEDERAL WORKFLACE

Em loyees of the Federal Government and members of the public visiting or using federal
facilities should be protected from exposure 1o environmental tobacco smoke. The health risks
of smoking and exposure to smoke are clearly documented by reports of the Department of
Hezlth and Human Services and of the Environmental Protection Agency (EPA). In 1986, the
U.£. Surgeon General concluded that exposure to environmental tobacco smoke (ETS) was a
cause of lung cancer in otherwise healthy nonsmokers. In 1993, the U.8, Environmental
Protection Agency confirmed this finding and eategorized ETS as a Group A carcinogen,
meaning that it was a known cancer-causing agent in humans. Since these reports, pumerous
stu Jies have linked ETS exposure to various illnesses including asthma and heart disease. In
faci, two recerd studies found that exposure to secondhand smoke increases the risk of death
from heart disease. The number of nonsmokers who die from exposure to ETS has been
estimated 1o be as high as 56, 000 each year. The evidence indicates that smoking is 2

. preventable cause of diseases; exposure to environmental tobacco smoke is a cause of diseases,
including lung cancer, in exposed persons, including healthy nonsmokers; and the simple

- separation of smokers and nonsmekers within the same air space does not eliminate the exposure
of nonsmokers to environmental tobacco smoke.

Al %:erdingly, by the suthonty vested in me as President by the Constitution and laws of the
Linited States of Amenica, it 1s hereby ordered as follows:

Section 1. Policy. It is the policy of the Executive Branch 10 establish a smoke-free
environment for federal employces and members of the public visiiing or using federal facilities.
The smoking of tobacco products is thus prohibited in alf interior space owned, rented or leased
by the Executive Branch of the federal government, excepl as otherwise provided in this order.

Section 2. Exceptions, The general policy established by this order is subject to the following
ey eeptions.

{a) The order dogs not apply in designated smoking areas which are enclosed and
exhausted directly to the outside and away from air intake ducts, and are
maintained ander negative pressure (with respect to surrounding spaces) sufficient

‘ to contain tobacco smoke within the designated area. Employers shall not require

; workers to enter such areas during business hours while smoking is ongoing.

rvtt

i (by  The order does not extend (o outdoor areas under Executive Branch control exeept
within 50 fect of the entrance of federal buildings, within 30 feet of air intake
ducts or within eourtyvards.

{c}  The order does not exicnd to any enclosed residential accommodation for persons
voluntarily or involuntanly residing, on a temporary or long-term basis, in a
building ewned, leased, or rented by the federal government.



| (&)  The order does not extend to federatly-owned buildings leased, rented, or
" otherwise provided in their entirety to nonfederal parties.

; (e} Theorder does not extend to places of employment in the private sector or in
i other nonfederal governmental units that serve as the permanent or infermittent
' duty station of one or more federal employees.

“ {fy  Thehead of any agency may establish limited and narrow exceptions which are
' essential to sccomplish agency missions. Such exception shall be in writing,

approved by the agency head and fo the fullest extent possible provide
protection of nonsmokers from exposure environmental tobacee smoke,
Authority to approve such exceptions may nof be delegated,

Section 3. Responsibility for Implementation of Order. The heads of agencies of the x
Executive Branch are responsible for implementing and ensuring compliance with the provisions
of this order. “Agency” as used in this order means an Executive Agency, as defined in 5 U.S.C.
104, and any employing urit or authority of the Federal Govemment, other than those of the
Leyrislative and Judicial Branches.

Section 4. Phase-In of Implementation of Order. Iinplementation of the policy set forth in
%}:3* order shall be achieved no Jater than one year afier issuance of this order. This one yeur
l‘h_se -in is designed to establish a fixed but reasonable time for implementing this policy.
Ag;ncy heads arc directed during this period to inform all employees and visitors to Executive
Brunch facilitics about the requirements of this order and the health risks of exposure 1o
environmental tobacco smoke, and to undertake related activilies as necessary. All heads of
agencies should consult with employee representatives about the implementation of this order.

Section 8. Consistency with Other Law. The provisions of this order shall be implemenied
consisient with applicable law, including the Federal Scrvice Labor-Management Relations
Stztute, S US.C. 7101 ¢f 5¢q.. the National Labor Relations Act 26 U.S.C. 1531 gf seq, Nothing
herein shall be construed to impair or alter the powers and duties of federal agencies established
un Jer law. Nothing bercin shall be construed 10 replace any ageney policy currently in effest, if
such policy is legally established, in writing, and consistent with the terms of this Executive
Order. Agencies are required o review their current policy to confirm that agency policy

co. pports with this Executive Order. Agency policies found not in corapliance shall be revised to
co nply with the terms of this Executive Order.

Section 6. Cnuse of Action. Nothing in this order shall be construed to create » new cause of
ac ton against the United States, or to aflect in any way the Liability of the Executive Branch
under the Federal Tort Claims Act.

Section 7. Construction. Nothing in this order shall limit an agency head from establishing
more protective policies for employees and members of the public visiting or using federal
fanilities.
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MEMORANDUM FOR THE PRESIDENT
%
'z

1 now you are concerned, as 1 am, aboutreeent reports suggesting widespread fraud and
abuse among home health agencies participating in the Medicare program. This
memorandum provides information on those reports and outlines the steps we have taken
and ave taking to combat fraud and abuse in home health care. It also outlines further
actions we are considering.

As you know, home health care, available to any homebound beneficiary who requires
skilled care, is the fastest growing expense in the Medicare program. This rapid
¢rpansion began in 1989, when, as the result of a lawsuit, changes in Medicare
regufations expanded eligibility and eliminated the cap on the number of visits. To some
extent, the rapid growth in home health utilization and spending is also a natural result of
the successful implementation of the inpatient hospital prospective payment system,
wich has dramatically reduced the length of hospital stays for Medicare beneficiaries,

In 1996, more than 10 percent of Medicare beneficiaries received home services, at a total
ccst of $18 billion. The number of home health agencies has also grown exponentially,
and about 3,000 home health agencies cwrrently serve Medicare beneficiaries. The rate of
growth in the munber of home health providers has slowed significantly in the past year,
hewever, as the screening process has improved.

Tte recent reports outlining widespread fraud among home health agencies are one
mdication of the Admunistration's success n targeting waste, fraud and abuse in
Medicare. As you know, your Administration has focused unprecedented attention and
new resources on this effort since 1993, The result is a series of investigations,
indictments and convictions, as well as new management tools to help us better manage
Maudieare,

In particular, Operagion Restore Trust (ORT) has been a ground-breaking project aimed at
coordinating federal, state, local, and private resources and targeting them on areas most
pl: gued by abuse. During its two-year, five-state demonstration phase, the project
retarned $23 for every 81 of project costs; identified more than $187.5 million in fines,
recoveries, setilements, audit disallowances and civil monetary penalties owed to the
Federal Government; and achicved 74 criminal convictions, 38 ¢ivil actions, and 218
provider exclusions. One thing ORT does is train state surveyors who review home
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health agencies to look for care being provided that is not covered by the Mcdicare
program. ORT bas aow been expanded to 12 states.

Your decision to use trust fund monies to launch broader investigations by the HHS
Iaspector General, the FBI and the DRepartment of Justice bas allowed us to increase fraud
convictions by 240 percent since 1993. These reviews and investigations bave given new
impetus to structural changes we bave proposed in Medicare, many of which were
approved in the Balanced Budget Act.

Background on HHS Office of the Inspecior General Reports

There are two OIQ reports on home health care, which were released concurrently on
July 28. Both reports involved Operation Restore Trust {ORT) states: California, Texas,
Iinois, New York, and Florida. As you will recall, we selected these states for the
ariginal ORT demonstration in 1995 because they represent a significant portion of
Medicare beneficianes and payments (about 35 percent of both). In fact, | specifically
asked the OIG to focus its review on home health agencies in these states because we
expccted that home health was particularly subject to sbuse.

The first OIG report focused on a random sample of 250 home bealth claims in four of
the five ORT states (Cahifornia, Texas, lHinois, and New York). 1t was designed to be a
¢ragnostic tool that would gauge general patterns and the scope of the problem; it was not
designed to be a complete audit of individual agencies with immediate follow-up actions.
The OIG estimated that up to 40 percent of services billcd either: (a) were not reasonable
and medically necessary, (b} did not have valid physician orders, {¢] lacked supporting
documentation, or (d) did not involve beneficianies who met the defintion of
“homebound”—a prerequisite for coverage. {It is worth noting that HCFA loses about
half of the cases in which we challenge medical necessity.) '

To correct these problems, the OIG recommended that the reimbursement system for the
home health benefit be restructured. Specifically, the O1G recommended:

H
4
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. instituting a prospective payment system so that agencies would no longer have an
-‘ mcentive to inflate volume and intensity of services; |

1
3

. setting limitations on the number of reimbursable visits;

’ requiring preauthorization of payment;

* requiring beneficiary copayments;




* emphasizing the definition of “homebound” in the Medicare guidelines and
mclude additional guidance on certain standards;

requiring miermediaries to notify beneficiaries of claims made on their behalf;

. requiring intermediaries to enhance medical review by augmenting it with
¢ physician and beneficiary interviews; and .

. recuiring physicians to examine patients before ordering home health services.

. i the second report, the OIG reviewed files provided by HCFA and its intermediaries on
close to seven hundred “problem providers” in the five ORT states. For purposes of the
review, O1G defined “problem provider” as one that exhibited one or more specific
characteristics, including reporting inappropriate costs, submitting claims for services that
viere not medically necessary or not rendered, failing to file cost reports or filing
unauditable reports, or demonstrating significant certification deficiencies, or uncollected
Overpayments.

C1G analyzed the most common abuses identified in the “probletn provider” files and
niade recommendations on steps that could be taken to address them. Specifically, the
report concluded that limited resources hamper fiscal intenmediaries’ oversight efforts and
recommended a number of legislative changes, including:

. eliminating periodic Interim payments, a system whereby providers receive
payments in advance of providing services, :

requiring surety bonds;

o, requuring user fees to cover the cost of certification, comprehensive reviews and
: recertifications;

o creating a data bank of owners, principals, and related orgamizations;

»i  requiring Social Security and employer identification numbers as part of the
" apphcation; '

. enhancing certification requiremnents related to the relevant experience and

;‘ financial status of home health agencies and their owners and principals; and

. eliminating home health agencies’ ability to discharge Medicare debt through
" bankniptey.
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Ve notc that many of the characteristics and practices identified by the OIG in these two
reports are not inherently fraudulent. The “problem provider” report was never intended
t¢ be the basis of law enforcement actions against individual providers; rather, it was
intended to provide insight into ways home health agencies are able to exploit the
program and to provide suggestions to prevent abuse, The report did not contain
sufficient evidence io take fraud sanction action against any of the 700 agencies.

i
HCFA’s Response 1o Home Health Problems

For the past two years, we have been attacking fraud and abuse in home health, and in
Medicare in general, with every available ool In a real sense, the current’atiention is a
result of our own success in this area—the recent indictments announced by the
Il*epartmcnl of Justice, and the OIG reports, would not have been possible were it not for
the heightened focus and new resources this Administration has directed at Medicare
fraud and abuse. Our successes alse secured the additional resources we obtained in last
year's Health Insurance Pornlability and Accountability Act (HIPAA).

i;s!anced Budget Act Provisions Implementing O1G Recommendations

11 1997 the Administration proposed, and the Balanced Budget Act you signed included,
the most significant recommendations made by the OlG. The BBA mcludes a number of
provisions that will help control growth through appropriate payment, including:

) ,

J authority to establish a prospective payment system for home health services, to be
N tmplemented October 1, 1999. Moving to PPS will be 2 tremendous too! for

i sterraning the flow of home health care dollars. Instead of open-ended billing,

- HCFA will set in advanee what 1t will pay for a unit of service, how many visits

g will be included in that unit, and what mix of services will be provided. In shor,
providing guestionable services will no longer be profitable;

. authority to bar felons from ever participating in Medicare agais;
[}

+  separation of home health services mto two distinet benefits under Medicare Part
7 A and Medicare Part B;

4o defining limits on hours and days that home health care can be provided;

st elimination of periodic interim payments that were made in advance to agencies
; * andnot justified until the end of the year (part of moving to prospective payment

system),



billing by loeation of service rather than loeation of the agency’s headquarters.
This will stop agencies from getting higher urban reimbursement when, in fact, the
service oecurred in 2 lower-cost rural setting;

establishment of guidelines for the frequency and duration of home health
services. Payments would be denied for visits that exceed the established
standard; and

clarification of the definition of part-time or intermittent mxrsirzg care. This
clarifies the scope of the Medwa.re: ‘E}eneﬁt and will make it {’:85251’{ to identify
inappropriate services.

In addztmn, several other key Administration proposals to fight fraud were enacted,
i cluding: .

*

o

new penalties for kickbacks. Providers who pay kickbacks to induce referrals
would be subject to civil money penalties of $50,000 per violation;

| authority to require health care providers applying fo participate in Medicare and -

Medicaid to provide their Social Security numbers and their employer 1D numbers
so that the agency ean screen out those who have committed fraud in the past;

a clear definition of skilled services so that home health agencies can no longer
pad their bills with unnecessary services when a patient simply needs blood
drawn; and

autherity to deny payment to agencies that bill for far more services than other
agencies do in similar situations. The authority goes beyond just home health
providers and can be applied to any Medicare provider,

i fact, the only significant QIG recemmeaéatwns that were nof part of the Balan{:cd
Eudget Act were:

T,

!1!
P

requiring beneﬁciary' copayments;

imposing a more stringent definition of “homebound” (although a study of the
defirition 18 required);
requiring user fees;

f:}inﬁnatiﬁg home health agencies’ ability to discharge Medicare debt through
bankruptey; and '
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. refusing to enter into a provider agreement with any home health agency that is not
financially sound, owes money to the Federal Government, or has filed for
bankruptcy.

You are well aware of the advantages and disadvantages of requinng beneficiary
copaymenis. While this might well dampen utilization and reduce spending, we are
concemned that the beneficiaries who use home health care—many of whom are poor,
fiail, and elderly—would bear the brunt of this approach, The Administration did
propose a provision to impose a more stringent definition of “homebound,” but groups
representing disabled beneficiaries protested this as discriminatory and the Congress
{ncluding key Democrats in the House) was unwilling to move forward on it. With
nzspect to user fees, the Administration proposed user fees to cover the cost of
cartifications of home health agencies in your FY 1998 budget, but the Congress has
s1own ne interest in enacting them. [ will be recommending that you re-propose user
fzes in youwr FY 1999 budget. We would also recommend that the proposal in the FY
1998 budget to eliminate the ability of home healit agencies to discharge their Medicare
debts through bankruptcy be submitted to Congress again in the FY 1999 budget.
Finally, with respect to the QIG’s last recommendation, we agree that we should refuse to
¢nter into provider agreements with home health agencies whose owners and principals
(0 not live ap to certain financial standards, and we are examining appropriate ways to do
this.

H

New Rules to Tighten Requirements

In addition, on March 5, 1997, we announced two new proposed rules resulting from a
comprehensive three-year evaluation of Medicare’s home health benefit. One rule would
1evise the “Conditions of Participation™ that all home health agencies must meet in order
1o participate in the Medicare program. The rules we proposed would take several steps
10 protect beneficiaries and inprove quality. These include;

" requiring that home health agencies conduct criminal background checks of home
health aides as a condition of employment;

" expanding the current home healih aide qualifications to include nurse aides who
[ have completed appropniate nurse aide training or competency evaluation
requirements;

requiring home health agencies to discuss with patients the expected outcomes of
care so that patients can be more invelved in planning their own care; and
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. j requiring home health agencies to coordinate all care prescrbed by physicians for
) thew patients. Under current rules, several agencies can serve one patient without

v the coordination that is need to assure guality.

i .
A. second proposed regulation would require bome health agencies to use a standardized
sstern ealled QASIS —the Outcomes and Assessment Information Set— to monitor
patients’ conditions and satisfaction. Under OASIS, home health agencies must perform
a standardized assessment of new patients within 48 hours to determine immediate care
and support needs, Home health agencies are then required to update this initial
assessment continuously untii a patient is discharged to reflect changes m the patient’s
condition and to measure patient and family satisfaction. Agencies must also evaluate the
results of OASIS assessments and apply this information to agency practices as part of
thewr continuous quality improvement programs. This standardized measurement system
helps both inspectors and agencies idemify opportunities to improve performance and
patient satisfaction. The regulations are i various stages of the clearance and comment
process and we are commitied 1o implementing final rules at the carliest possible date.

_Enforcement Actions Against “Problem Providers”

ki

As previously noted, the “problem providers” reviewed by the OIG were identified by
HCFA and its inteninediaries. During the past two years, HCFA has taken action 10 deal
with many of the providers that were identified as “problem providers” in the OIG

review. Of these 698 home health agencies, HCFA has:

§~ terminated 67;

3
N
1

. referred an additional 75 providers to law enforcement; and

. collected overpayments from 437 entities.

In addition, one was convicted as an individeal, and four others as members of a
-conwcieci national company.

1! Theref(}ra:, of the 698 pmviders implicated in the OIG report, HCFA has already dealt

. with a substantial number of thers. HCFA continues to scrutumze carefully all of the
- remaining identified providers to determine appropriale action, but OIG reviews thus far

have indicated that 2 substantial number of these agencies may not be doing anything
fraudulent. The OIG confirmed that this is consistent with its expectations and that the
“problem provider™ report was never mitended to be the basis of a law cnf{}rcement '

' initiative against any of these providers.
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Additional Actians Under Consideration

I have directed HCFA to present me with recommendations, in the next month, for
additional actions we can take to combat home health fraud and abuse. Among possible
actions, HCFA is considering promulgating additional requirements to promote financial
stability, foster experienced and competent management, ensure a business history that is
fice of fraud, and ensure adequate review of patients by physicians certifying them for
eligibiity, HCFA 13 also mtensifying its review of home health payments to prowiders and
will suspend payments where there 1s religble evidence of fraud and abuse. (We should
nte that suspension sometimes is not pursued because it would jeopardize other law
enforcement activities,) Finally, HCFA is considering directing additional FY 1998
program integrity resources toward home health agency audits to ensure that we are
finding the fraud and abuse quickly and dealing with it expeditiously.

Conclusion

The first round of the Administration's comprehensive strategy to fight waste, fraud and
abuse in Medicare is already reaping dividends, but much more remains to be done. With
new statutory authority under the Balanced Budget Act, coupled with new resources we
are receiving under HIPAA, we are i a better position to target fraud in home health care
and other areas, It is incumbent upon us to vse these new authorities and resources
aggressively to eliminate the types of problems identified in the OIG reports. As
cescribed above, we already have acted, or are in the process of acting against many of
taese problem agencies, but we need to accelerate our progress, While we are
eggressively pursuing structural reforms to help us target fraud, we must continue to press
tor legislative changes that Congress has not yet agreed to. The ongoing evaluation of
¢ur efforts to date will help us further refine and target our resources for future requests.
We will be recommending to you as part of our fiscal year 1999 budget submission the
second round of anti-fraud proposals (Operation Restore Trust 1), In combination, they
represent the most comprehensive and rigorous effort in the history of the program.
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MEMORARNDUM FOR THE PRESIDENT

As you have so eloquently taught the nation, the tragedy of domestic violence touches all our
hves. It touches our children, our senior citizens, our workers, cur parents. It affects our
hosptals, our schools, our businesses and our courts. It knows no boundaries of income,
jjeography, age or race. Most impostant, domestic viclence is not someone else’s problem. We

all have & role to play to prevent this devastating national prablem and ensure that all our families
are safe, :

In observance of October as Domestic Violence Awareness Month, 1 am pleased 10 report to you

the critical swork that the Department of Health and Human Services 1s doing to address the

vjolence which so deeply undermines the health and stability of our families and cur nation.

‘Teaming up with our partners, we have worked to create a scamless system that will prevent .
tomestic violence, stop its perpetrators, and help victims get out of abusive situations.

We are proud of our accomplishments. Under the leadership of a Departmental sieering
commities on violence against women, HHS has focused on impiementing two major laws: (a)
the HHS-targeted provisions of the Violence Against Women Act of 1994 and (b) the domestic
violente provisions of the Personal Responsibility and Work Opportunity Reconciliation Act
(PEWORA). Since family and intimate violence is a public health issug, we have also focused on
'lgl(? serious health consequences for women and their children.
! 0 We established the National Domestic Violence Hotling, a 24 hour toll free hotline
' that has received more than 118,000 calls since 1t was launched in February 1996,
! ) We have enabled all stales to establish education and prevention initiatives to
reduce sexual assaulis against women,

o We have supported the training and education of health care and social services
, professionals and have developed and strengihened cormicula that are used 1o
: _ prepare professionals who will come in contact with battered women;

O We have esiablished the National Resource Center on Domestic Violence and
three special issue resource centers addressing health, child protection and
cusiody, and the law, We have also funded a resource center 1o serve Nalive
American tribes and a National Center on Elder Abuse;

‘o We have studied school-based prevention curricola for youth and will make

v recommendations to Congress about models for use in primary, middle and
i secondary schools;

gl
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H

o We have increased funding for shelters and related activities for battered women
and their children by 53 percent;

o We funded six community-based coordinated response and projects in FY 1996,
and ten pnimary prevenlion projects in FY 1997,

' o In response to the President’s directive to the Secretary and the Attorney General
to assist states in implementing the family violence provisions in PRWORA we
have developed guidance for states, funded new research, and provided technics]
assistance on ways to address family and intimate violence effectively for victims
seeking child support and work opportunities;

0 The Department, under the leadership of its Employee Assistance Program,
recently incorporated and distributed a special section on domestic violence with
its workplace violence guidelines, and sponsorcd @ Workplace Violence Education

! Fair in Washington D.C; and

1 ¢ Finally, the Department will shortly launch an Internet web site 10 provide a
’ focal point for information about federal efforts, and has addressed the

J himitations of current data by stimulating on-going data collection,

i research, and evaluation to strengthen our knowledge and understanding of
i the best ways 10 prevent and treat family and intimate violence,

i

Bflzt the tragedy of domestic violence ts still pervasive and the consequences too profound for us
tc rest on these accomplishmenis alone, We must build on them, We must improve the ways we
at'a society prevent violence and assist battered women and their children in moving from
vinlence to safety.  That's why the Department of Health and Fluinan Services is redoubling its
eliorts in FY 1998,

i
Working with other Federal Departments, especially the Department of Justice, with the Advisory
Cruncil on Violence Against Women, with stales and communities, the private sector and families
themselves, we will focus on five key areas in the next year: '

Lt Strengthening the health care systemn’s ability 10 screen, treat, and prevent family and

‘ intinate violence,
i Increasing the ability of battered women, inchuding those on welfare, 10 obtain and retain
b employment and access child suppot,

i, Encouraging greater linkages between the child welfare, family and intimate violence, and
criminal justice fields 10 protect better both children and parents in homes where violence
ocenrs: )
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V.  Enhancing c&mfnunity prevertion and response systems by increasing coilaboration

between HHS and DO state and community-based grantees and other community-based
‘-[ groups, and

V. Increasing the knowledge base about family and intimate violence, through data collection
and research,

Domestic Violence Awareness Month offers an excellent opporwnity for you 10 continue 1o
Jemonstrate the extraordinary leadership you have shown on this issue. The significance of the
nonth provides a chance for you to give attention to the Administration’s accomplishments and

the future goals we must meet with our pariners in government, non-profits, and the private
sector,

fhank you for your continued Icadership on behalf of the nation’s abused women and their
‘amilies,

Donna E. Shalals

L)

H
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Addressing Domestic Violence: An Agenda
for the Department of Health and Human Services for FY 1993

Iutroduction

i

! “l et on American men and women in fomilies to give greater respect to one another, We must

end the deadly scourge of domestic violence in owr cownry.”

4 ' :
! - President Clinton, State of the Union address. 1996

it

The ragedy of domestic violence touches all our lives. 1t touches cur childeen, our senjor eRizens, our
workers, our parents. 1t affects our hospisals, our schools, our businesses and our courts, H knows no
brundaries of income, geography, age or race. Most important, domestic viclence is not someone else’s
poblem, We all have a role to play o prevent this devastating national problem and ensure that ail our
frmilies are safe.

i

Tae Department of Health and Human Services has taken important steps o address the family and
intimate violence which so deeply undermines the health and stability of our famiilies and our nation,
Tuaming up with our pariners, we have worked 1 create s seamiess system that will prevent domestic
vislence, stop its perpetrators, help victims get out of abusive situstions and keep 2 families and
ckildren from faliing through the cracks. Owr past accomplishments and our goals for the futurc are
grounded in several fundamenta! principles:

. Prevention is key. Anitudes must change to discourage people from acting violently. We must
insist upon zero 1olerance for violence in famibies and between pariners,

> Every woman should have 2ecess fo information and emergency assistance wherever and
' whenever she needs it

LI Battered women who seek selfsufficiency may need assistance. Both child support and
; employment can be important means by which batiered women support themseives and their
¢hildren snd achieve safety.
. Safety for family members muost be the {irst priority; enabling the victim of abuse to pursue a
plan of safety for herself and her children must be a key priority, -

v Our strategies must address perpetrators as well as victims of abuse. We must find ways to help
batterers stop violent behavior and become good partners andd parents. :
{ )
¢« Preventing family and intimate violenoe requires the active involvement of all sectors of society,
. both public and private, at the federal, state, and community levels, Communiiy-based
t coordinated approaches supported by local resonrces and commitments are essential.

» - Preventive interventions and services must be culturally and linguistically appropniaie.

+ . Program ¢valuation is eritical. We must ¢ontinue 10 evaluate prevention and service
interventions to



{Ietcnmne their eflectiveness, and sha.re the resulis of these evaluations 10 improve policy and
practice,

%'e are proud of our accomplishments (Attachment A}, Under the leadership of 2 Departmental sieering
committee on violence against women, HHS has focused on implementing two major laws: {2} the HHS-
targeted provisions of the Viclence Against Women Act of 1994 and (b)) the domestic violence
provisions of the Personal Responsibality and Weark Opportunity Reconeilintion Act (PRWORA).  Since
family and intimate violence is a public health issue, we have also focused on the serious health

¢ nsequences for women and their children,

®
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We established the National Domestic Violence Hotline, a 24 hour toll free hotline that
has received more than 118,000 calls since the President lavnched it in February 1996;

We have enabled all states to ¢stablish education and pmventmn mifiatives to reduce
sexual assoults against women;

We have supported the training and education of health care and social services
professionals and have developed and strengthened curricula that wre used to prepare
professionals who will come in contact with battered women,

We have estahlished the National Resource Center on Domestic Violence and three
special issue resource centors addressing health, child protection and custody, snd the
faw, We have also funded a resource center 1o serve Native Americon tribes and a
Nattopal Center on Elder Abuse:

We have studied school-based prevention curriculza for youth and will make

recommendations 1o Congress about models for use in primary, middlke and secondary
schools:

We have increased funding for shelters and related activities for battered wormen and
their children by 53 percent;

We funded six community-based coordinated response and prevention projects in FY
1996, and ten primary prevention projects in FY 1997,

In response 10 the President’s directive to the Secratary and the Attormey General 1o
assist states in implementing the Family vislence provisions in PRWORA, we have
developed guidance 1o states, funded new research, and provided technica! assiStance to
states on ways (o address family and intimate violence effectively for women seeking
ehild support and work opporiumities;

The Departrent, under the leadership of its Employee Assistance Program, recently
mncorporated nnd distributed a special section on domestic violence with its workplace
viglence guidelines, and sponsored a Workplace Violence Education Fair in Washington
DO and
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iy 8 Finally, the Depactment has stimulated on-going data coliection, research, and
evaluation to strengthen our knowledge and understanding of the best ways 1o
prevent and treat family and intimate viclence; and will shorily launch an

} Internet web site to provide a focal point for information about federal efforts.

But the tragedy of domestic violence Iy still pervasive and the conseguences too profound for us to rest
o1 these accomplishments alone. We must build on them. We must improve the ways we a5 a socicty
prevent violence and assist battered women and their children in moving from violence to safety. That's
why the Department of Heaith and Human Services is redoubling its efforts in FY 1998,

ai ¥ .

We have been working with other Federal Departments, especially the Department of Justice, with the |
A dvisory Council on Violence Against Women under the leadership of the Secretary and the Atiomey
Cizneral, with states and communities, the peivate sector and families themselves. Our partners include
scme of the major professional associations, such as the American Medical Association and the
American Bar Association, which have given considerable leadership to addressing the needs of vietims
of abuse.
We will focus on five key areas in the next vear:

! . - . .
- Strengthening the health care system’s ability to screen, treat, and prevent family and intimate

" violence,

1

1, increasing the ability of battercd women, including those on welfare, 1o obtain and retain
empioyment and access chikd support;

{1, Encouraging greater hinkages between the child welfare, family and intimate violence, and
- crimingl justice fields to protect better both children and parents in homes where violence
BCCUTS;
v, Enhancing community prevention and response systems by increasing colaboration between

HHS aid DOJ state and community-baged grantees and other community-based groups; and

V. Increasing the knowledge base about family and intimate violence, through data colicction and
resesrgh,
The Departmental Agenda
| Strengthening the health core system’s ability to screen, treat, and prevent family and
* infimate viclence,

Evidence suggests that family and intimaie violence 15 2 major risk factor in a wide range of
v physical and mental health problems.’ Although not ofien the presenting problem, a significant

|
' In this paper, we sometimes use the famitiar term “domestic violence,” We more frequently refer 1o

“family ard intinuate violence,” in which we include “partner vielence,” “spouse sbuse,” “dating violence.” “sexual
assarls,” “elder abuse,” children in violent homes, and much of what is known as “violence 2gainst women.”

3
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percentage of emergency room visits by women result from partner violence, Violence is akso a
contributing factor in some cases of depression, traumatic stress disorder, substance abuse,
pregnancy, AIDS and other sexually transmitied discases, leading 1o a wide range of physical
symptoms. Proventing partner vislence could reduce markedly the occurrence of health
problems faced by women and the substantial costs associared with freating them.

The heaith care ficld has made progress in assisting battered women. The Joint Commission for
Aczreditation of Hospitals and Health Organizations has made screening for family and intimate
viokence and elder abuse one criterion in acereditation. Many schools of medicine, nursing and
other health professions have included family and intimate viclence content in cumicula. Some
emergency rooms of hospitals and other health facilities have begun programs for screening and
assisting battered women and victims of eider abuse. Health professional societies have
progeams 1o educate thelr members about the problem and 1o provide information abowt
approaches for addressing .

However, there ts still a long way to go. Screening for family and intimate violcnce by health
care providers is still not the norm, When screening is conducted and a problem is identified by
the victim, staff ofien do not know what to do with the information or are reluciant 1o get
invoived, Administrators as well as dircet services staff need io be tratned 50 providers can
institute appropriate policies. Providers alse need 10 know what to do when the issuc of violence
or ianaging anger 15 identified as a problem by an abuser.  Professionat schools, when they do
teach about family and inamate violence, offer limited information and little practical expericace
in addressing the problem. Few schools provide training on the issue. Few managed care
erganizations screen for family and intimate violence ag 2 reguiar part of their patient care, Even
fewer provide services to victims of family and domegtic violence.

Next sieps:

We plan 10 address these issues in two ways. (A) We will work with professional assatiations
amd schools 10 encourage greater attention to family and intimate violence in healih care
education. (B) We will reach out to secredning bodies and other quality assurance entities,
professional associations, health care providers, and family asd intimaie viclence expens to
encourape the adoption or impravement of family and intimme violence and ¢lder abuse
standards of acgreditation in the full range of health settings,

A, Enhance the education of physicians, aurses, dentists, and other health
prafessionals to prepare them to identify and vespond fo family and intimate
violence. ‘

Through our coliaborative relationships with academie institutions and associations of the
various health disciplines, we wiil explore ways to enhance the information and experiences
students receive about family and intimate violenee, We will further the views of the Secretary
and the Attorney General expressed in a letter to medica! sehools recommending the inclusion of
viglence against womer content in their curricula, In addition, we are supporting a collaboration
of national nursing arganizations in the development of a nursing strategy to address violence
against womer:. Next yewr, we will develop training and practice protocols for use with
professionals who work in community health centers, often the first source of help in low-



income neighborhoods throughout the country.

We know that classroom information 1s just one aspect of preparation for addressing real world
issues. We will encourage schools and training programs 1o include practical experiences in
which students can Icarn how 1o identify and helpfully respond to family and intimaie viclenee,
Many professional associations have addressed this issue in conferences, continuing education,
and journais and by guidance to their members. Through a parinership with these groups and the
family and intimate viclence community, we will seek to improve the ability of health ’
professionals, who are often the first line of contact with battercd women and their children, and
sometimes with their partners, (o be more effective in helping them.

As we encourage the adoption of curricula and training programs, we need o be mindful of the
need (o gvaluate them. 1t is through research that we can learn which approaches are effective in
improving services 1o victims of abuse and their families.

B. Encourage the adoption of specifle family and intimate vinlence standards into
recognized protocols for the acereditation of health care providers,

HHS has begun and wiil continue to seek the adoption of family and intimate violonce-specific
stanclards hy organizations that monitor health care practice in various settings.  The growth of
managed care organizations, wilh their emphasis on preventive health care, provides an
opporiunity {o seach a large segment of the population.  In ihis regard, the Office of Women’s
Health initiaied 2 discussion with the National Couacil for Quality Assurance, the voluatary
acereditation and standard setting body for managed care organizations. We have also begun,
and wiil continue, to congult with professional associations, family and intimate violence
experts, and the health care industry, We are exploring how feasible the adoption of family and
intimaie violence standards might be. Adoption of such standards would require consensus
building around specilic proposdls. Family and intimate viokence 15 unlike other health issues
for which there are standards in place because many of its dimensioas are social rather than
diseass-baged. This year, we will attempt to move this agenda forward and to build suppon for
specifie family and intimate violence standards.

. T
Increasing the ability of battered women, including those on wellare, to obtain and retain
cmployment and acecss child support.

Being in, or having been in, an abusive relationship can create special difficulties for 2 womean
who secks to fiad or retain employment or to pursue child support.  For some, partners may )
exert excessive contro} and physicsl abuse thai undermines work efforls. For others, pursuing
child support may be dangerous and require extra safety precautions,  Yet despite these
difficulties, many battered women want and reed child support and salaries 5o they and their
children can live in safeiy.

Child support assistance is available to all parents who need it. Federal child support
enforcement respansihilities are not Himited o weifare recipients. Child support enforcement
agencies need (¢ be aware that some custodial parents seeking services voluntarily may be at risk
of harm from their child’s non-cusiodial parent, Community-based organizations, such as
community action agencies, which may bave familiarity with peripheral family members and

5
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community resourees, may 2isc be of assistance in providing services to costodial parents,

Although domestic violence plagues families at all income levels, the passage of PRWORA has
created new and stronger demands on welfare recipients 1o work and cooperate in identifying and
finding the father of their child for child support purposes. In line with the law the President
signed, stales now are applying rigorous work requirements and are establishing life-time Himits
on (he number of months a recipient and her family can receive federal benefits,

The interaction between family amd intimate violence and the need for welfare varies greatly
depending on individual circumstances. One approach is not appropriate to all batered
recipients. [t is our goal to encourage states 1o provide a full range of appropriate services
necessary o support the ability of batiered women 1o seek and oblain employmeat, and pursue
child support, We will also encograge states not only to fecognize the serious effects of
domestic violence, but to develop policies that protect battered woren and their children from
further risk of harm. What is needed are policies and practices that distinguish among battered
women those who are able 1o work or pursuz child support from those who suffer seripus trauma,
are currently being undermined in work efforts by the batierer, or face danger. We need to add
10 the mix of community resources available to batiered women the efforts of community-based
organizations which have job creation, job development and the accompanying support sysiems
as their major objeetives.

In Oclober, 1996, President Clinton strongly encouraged states to implement the optional Family
Violence Provisions of the temporary assislance section of PRWORA, Recognizing the unique
needs and circumstances of battered women, he directed HHS and DOJ w0 provide guidance to
states tn their efforts o ;mpfczmsem these provisions by eonsulting states, family and inlimate -
violence experts, victims' services programs, law enforcement, medical professionals, and
athers. Also, he direcied us to provide states with technical assistance and to study the scope of
the probiem,

In response 10 the President's directive, HHS and [30J have engaged in extensive consultations
with stste representatives and experts. We have held many meetings with stalg officials abouwt
effective approaches. We have been implementing 2 technical assistance sirategy ihat draws on
the best thinking of state officials and experts, including information from “Fighting Domestic
Yialence on the Froniline,” a demonstralion project in Anne Arundel County, Maryland, funded
by the Administration for Children and Families. Guidance about federal administration of the
fumily violence provisions under the new welfare program will be forthcoming in proposed
regulations in the next few months.

Although not conclusive, research documeniing the prevalence of family and intimate vielence,
mciuding partner abuse, among welfare recipients is becoming more extensive.  Studies show
that z significant number of welfare recipients have expenenced some abuse in the previous
year, for some, the abuse is current and severe, We are learning, foo, from anecdotal evidence
the ways that abuse ¢an undermine o woman's ability 1o work of keep her job. For some, the
pursvit of greater independence, through employment and chid support, can be very dangercus
for themselves and their ehikireh.  However, for others, work and chiid support payments are
ways to extract themselves from sbusive situstions.  The Diepartment will be funding a new
rescurce center on welfare and developmental disabilities which also may increase our

f



understanding of the connections between welfare, developmental disabilities, and domestic
viniente,

Recently, Congress, in the Balanced Budget Act of 1997, directed the General Accounting Office
10 consfuct ami submit to Congress, within one year, a study of the effect of family violence op
the use of public assistance programs, and, in particular, the extent to which family viclence
prolengs or increases the need for public assistance, We will cooperate with the GAQ as they
conduct this study,

Next steps:

Our sitategy has three components.  (A) With partners who have ties to businesses that hire low
ingome women, we will encourage employers to adopt policies and practices that are supportive
of abused women and aid them in retaining their jobs. (B} We are increasing whal we know
abeut family and intimate violence, welfare, and child support through research and

demongirations. {C) We will continue 10 assist staies by sharing effective state practices and the
advice of experts.

A. Eacourage employers to adopt family and intimate violence sensitive policies and
practices that facilitate the retention in jobs of employees, including former welfare
recipients, who had been victims of nhuse.

Abused women who work may be sebjected fo dangerous and inhibiting actions by their partpers
or former pariners.  Women may be harassed on the job with frequent phone calls, visited by
their ahusers, have their bosses harassed, and may need 1o take lime off because of abuse.
Enipioyers that understand this phenomenon and wish fo be supportive should adopt workplace
viclence prevention policies and practices in their tasiness that help battered women become
safe and retain their jobs despite difficall experiences. Some employers of larger firms have
pravided services and make refersals to family and intimate violence experts 1o assist women in
these circumstances. The goal is 1o encourage more cmployers to do the same.

As battercd welfare secipienis move imto employmen, their chanees of staying on the job and
remaining self-sufficient will be enhaneed considerably if their employers understand how to be
supportive, To this end, we have had several discussions with organizations that have finks (o
employers of potential welfare recipients. We will continue to explore with them steategies for
providing employers with usefl information and seeking their coliabosation, We wall work with
other groups, such as the Welfare to Work Partnership and the Family Viclence Prevention

Fund’s Workplace Violence campaign, 1o assist business leaders in addressing issues of family
and intimate yiclence.

B, Increase our knowiledge about effective approaches to nssisiizxg battered recipients
in acbieving safety, moving frons wellare to work, and obtaining child sepport.

The Department will conduct several rescarch and demonstration projects in the coming year that
wiil expand sur knowledge about effective approaches 1o assisting hattered recipients «f welfare
and/or child support, These projects will provide useful information about child suppont
enforcement and welfare 10 work policies am procedures being tried in states, The
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Administration for Children and Families (ACF} is funding several demonstration projecis o test
procedures for dealing with problems some battered women may encounter when chiid suppornt
couperation feels dangerous to them. We seek to Jeam how to pursue child support safely when
family and inimate violence exists. ACF also is funding several grants to enhance coliaboration
between service family and intimate violence service providers and siate or focal weifare
programs and a project to assess the effectivencss of welfare-to-wark strategies for abused
recipients. The Office of the Assistant Secretary for Planning and Evaloation is conducting an

carly assessment of the implementation of state welfare policy and practices segarding family
andd intimate violence.

In addition, Departmentsl stafT are part of # widening network of researchers who have been
studying the links berween family and intimate violence, welfare and poverty. HHS' Joint
Center for Poverty Research of Northwestersy University of Chicago co-sponsored a September
mecting at which new findings were presented and suggestions for future research discussed,

<. Work with states and their welfare agencies to expand the use of appropriafe

methods of identifying, assessing, and assivting battered wellare recipionts and their
children.

Addressing family and intimate violence in welfare caseloads is complex, given the varied needs
of abused women and their children as they attempt to move from welfare o work,

Identification and screening needs to be done In ways that encourage women o volunteer
information while maintaining their dignity and confidentiality. Decisions have o be made
based on careful assessments of recipients needs for safely, past rauma, abusive situations, and
work histories. Welfare apencies have to develop ways of working with these recipients that are
new {0 them, working in collaboration with family and iniimate violence experts in communities.
Also, state child support and welfare 1o work programs bave 1o develop responses io domestic
violence that are coordinaied and consistent.

HHS is engaged in a technical assistance process of developing materials thal we expect will
address these complex issues in thoughtful and practical ways. The Depariment will conduct
workshops and conferences with state officials and domestic violence experts to address issues
of domestic violence and welfare, and assist in the development and dissemination of papers that
inform public pelicy. We will continne to collaborate with states 1o provide materials that help
states and localaies institute prachices that are effective for battered women. For example, ACK
ts working with the State of Maryland 1o expand the Anne Arendel County Depariment of Social
Services domgstic violenee awareness training siatewide. ’

Encouraging greater linkages between the child welfare, family and intimate violence, and
criminal justice flelds to protect betier both children and parents in homes where viclence
aecurs.,

Children in families that experience domestic violence are particalarly vulnerable, either as
witnesses to the violeace of in some cases as victims themselves. We will maintain # steong
focus on protecting and assisting these children,

HHS will build on a variety of activities that we have undertaken over the past few years to Jink
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child protective services and child welfare services with services 1o address family and intimate
vivlence, A good deal of work has been done so far. We have funded the joint training of family
and intimate violence practitioners with state or county child welfare stalf.  We have also funded
six schools of socia! work to develop curricula on training social workess on family and intimate
violence, The Department has studied current practice and has published a research report on the
experiences of selected programs that are working at building this linkage. NIH is now funding
a grant 1 study an intervention which seeks to reduge the risk for child maltreatment in families
whose mothers are departing from battered women's shelters, We fund several national resource
centers, one whose charge is child protection and custody, Joeated at the National Counetl of
Juvenile and Family Court Judges, that provides technical assistance on these issues. In addition,
staff of the Depariment have been speaking at many meetings and conferences highlighting the

issues and encouraging states and domeslic violence programs to build domestic violence/child
welfare collaborations,

We are enlering the next stage in the development of collabarative efforts between child
protection and family and intimate viclence. The {irst phase focused mainly on training of staff
and rajsing conscionsness. It has been important to educate child protection workers and
domestic violence staff to ways that their clientele overlap. Now, there is 2 need 10 address some
difficult policy issues that have been identified through research and practice. The issues grow
out of the sometimes different yet equally appropriate values of each field: child protection
services and providers of servives o victims of domestic viclence. There are no easy answers to
these issues bt we can assist in helping to bring together peopie who are doing the hest thinking
and work and 10 prepare guidance matertals that reflect (heir views, '

Here are several key issucs facing the field:

. o» Batancing the safety of children while enabling battered mothers to find the

approach to safety that works for theny - Tension exisis between the values of the
child welfarc/child protective services (CPS) systers and the domestic violence system.
On one hand, society, through CPS must protect children from harm. On the other hand,
domestic violence experis know that in order for a woman to move toward safety, she
must have time to work out a safety plan for herself and her children, including a safe
living arrangement, CP$ and domestic violence experts need fo work together to

achieve a balance in helping her find a path to safety while acting fo protect children
when necessary. . .

Child Welfare®s role in police interventiony - Some jurisdictions require the police,
when they answer a family and infimate violence call and ind children in the home, to
involve avtomatically child protective services. Domestic violence expents are

concerned that this will discourage battered women from seeking police protection out of
feur that their children will immediately be placed i foster care.  Approaches are

needed in which the danger 16 children is assessed while not undermining the willingness
of battered women 10 seek help.

A second victimization of battered women in the CW system « When children are

abused by a parent’s partoer (i.¢. not her spouse} who is also abusing her, ¢hild
prateciive services {CPS) agencies often cite the woman for “fallure to protect” her
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children, a category of neglect. They do so because they have little authority 10 sanction
the partner.  The challenge, however, is to avoid a double victimization of the parent, by
the partner and by the system.

. Assisting children whe witaess violence - New dizlogues are oscurring about the role
of the child protective services agency in intervening on behalf of children who are not
abused but live in homes in which violence occurs. Often such children suffer
consequences similar to those from direct abuse.

Next steps:

Over the next year, working with our partners in the Department of Justice and experts in the
field, we plan to convene several meetings to explore these and other major issues in depth, We
wil] encourage the developmend of consensus guidance for child welfare agencies on policy
issues and will facilitate the dissemination of these materials as widely as possible. We will also
work svith experts on family violence about the need for protocols and interventions for those
whao work with children of viokent homes. We will call attention through various forums,
meetings and conferences to the work that still needs to be done and encourage those who have
responsibility for dealing with family violence in ils many forms to take congrete schs in policy
and practice ¢ meet the continuing need.

Enhanciag communily prevention and respoase systems By inereasing eollaboration
between HHS and DOJ stale and comiunity-bayed grantees and other commuonity-bascd
groups.

Since the enaciment of VAWA, HHS and DOJ have worked together to support greater
coardination among HHS and DOJ programs and grantees of the State and communiry lovel,
D01 has been a partner in the development of the community-based grants that were authorized
by the VAWA, Likewisc, CDC, ACF, and other HHS ag#neics have helped in the development
of DOJ-funded STOP Violence Against Womesn formula grants to states.  Through these efforts,
we have informed both HHS and DOJ grantees about the programs and resources of each
Department and encouraged state and tocal grantees to work together in addressing family and
intimale violence.

In addition to fostering coerdinated community responses, HHS and DOJ have 3 number of
additional overlapping mierests. One arca is the effects of family vielence on childien, Inthe
discussion about child welfare above, we mention the issue of how jaw enforcement and child
welfare agencies could work together to protest the battered woman and her children. We are
both also convemed about the availability of effective health and mental heabth services for such
childrers. Another area of mutual concern is the problem for the health system in identifying
battered women when there are Inws in place or being considered that mandate the reporting of
family and intimate viglence to law enforcement. These laws have serious consequences for
how health programs can operate and assisi battered women.

In sddition, the National Institutes of Health (NIH), the Administration for Children, Youth and

Families {ACYE), the Centers for Disease Contral (CDC), and DOJ s Nationa! Institute of
Justice (NIJ) are jointly funding o study of the effectiveness of court arders, a legal intervention
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to prevent fufure contact between women and their sbusive pariners, as a means of reducing
subsequent violence and Injury.  Ancther jointly funded research project examines intimate
partner homicede, by using police records to identify substance abuse and other risk factors,

Next steps:

HHS and DOJ are exploring ways to increase technical assisiance to our respective grantees
about gach others areas of responsibiiity. For example, we will assist in preparing materials for.
DOJ STOP grantees about health and child welfare Issues and encourage community based
wamen’s advocacy and justice agencies 10 enhance their collaboration with HHS-oriented
systems. In retum we will develop guidance for HHS family and intimate viclence grantees
about better ways 10 collaborate with state and bocal STOP grantees.  HHS and DQJ will also
work together to ensure that fechaical assistance and information about family and intimate
viclence are made available 10 other programs and services delivered st the community level.
We will pay particular attention 1o communities of ethnic minorities, hard to service populations,
and immigrants. We will make the same information available to DOJHHS tribal grantees as
well.

HHS, through the Family Viclence Prevention and Services Act, imds American Indian ribes to
address family and intimate viclence. In FY 1997, ACF funded 2 new national resource center to
assist tribes. We will collaborate closely with DOJ in assuring that the resource conter reflects
the priorities and serves the wibal grantees {who are often the same) of both Depariments.

In addition, we will utilize the maierials developed by SAMHSA (0 strengthen the link between
substance abuse and family viclence services providers in order to prevent further violence by
treating perpetrators and victims,

Incrensing the knowledge base about family and intimate vislence, throngh data collection
and research.

Information aboul the scope of violence among mtimates has come from 2 few sourees, ¢.8.,
surveys whose purpose is to leam about erime or vielent behavior. One of the most significant
Is the on-going Nationa] Crime Victimization Survey, eonducied by the Department of Justice,
that asks women and men about whether they have been victims of a crime, including that by an
intimate partner. Another has been the National Family Violence Surveys, conducied in 1975
and 1986. The findings from the Iatest survey, designed 1o coliect information directly on family

. violenve, will shorily be published by the Center for Policy Kescarch in Denver. This survey

was funded by both DOJ and HHS.

National surveys and lengitudinal dat sets whose purpese is mainly information on violence are
Hirnited in the extent to which one ean correlate findings with other factors of interest. While one
can obtain from these sources information about the scope of the problem, one may hot be able
to lesrn about important inferactions, such as how viclent behavior is related to welfare segeipt,
how victims of violence uiilize heallh services, or whether the violent partner is related (o the
childfen in the household. There is a need for national surveys that collect information on other
subjects to include iems on viclence between pariners,
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There are several time, methodological, ethical, and cost challenges in accomphishing this goal,
Adding new questions 1o existing surveys adds interview time. Different methods for collecting
information have different benefits. Questions arise shout reporting requirements. Research
costs money, However, these types of issues have been faced before and we can make progress,

Next steps:

Evidence about family and intimate violence can be confusing and misleading, Definitions of
the phenomenon vary. Consistent data over time are not available.  Methodologies need 10 be
mproved, Findings are presented without reference to the context of the research from which
they come, leading to inappropriate conclusions. Consequently, we mus! use data cantiously and
carefully, reflecting the complex experiences of sbused families and the Himitations of the
research we have to describe them,

We can do better. The Depariment is currently engaged in a process of rying to develop
consensus definitions.  We will seek better and more valid approaches o collecting information.
Because the rewards for collecting information about family and intimate viclence as pant of
national randomized household surveys would be great, we will explore the feasibility of doing
50. We will draw an the expertise of the CDC and the Bureau of Justice Statistics at DOJ,

We plan 0 imitiate discussions with the Census Bureau about the Survey of Program Dynamics
for which a Inte stage is now being planned. We will also explore the faasibility of including

~ violence information in ¢ther ongeing longitudingl surveys such as the Survey of Income and

Program Participation (SIPP} which would enable us 10 track individual’s experiences over timse,
Also, we will explore the feasibstity of coliecting violence information in national health
SUTVEYS,

HHS is funding 2 number of studies to increase our understanding of both the scape of family
angd intimate violence as well as the effeciiveness of selected program interventions. In terms of
the scope of the problem, for example, NiH is funding studies of the violence, psychological
symptoms, health problems, and childhood behavior problems of women and children in high
srime, multi-cthnic neighborhoods: and another of the problem of abuse among femate care
givers in both Anglo-American and Mexican-American families. An exploratory study by ASPE
will conduct new seeondary analyses of data on the issue of teen dating violence, hold focus
group discussions and review legal issues.  Another study, funded by the National Institute of
Child Health and Development (NICHTD}, will examine factors which predict relationship
violence among inner-city youth.

Studies of program interventions inelude an MNiH-funded evalustion of s cognitive intervention
program designed to reduce violence among boys who have shown signs of using violence with
their families or intimate pantners, and an evalation of a community-based program
administered by aurses which focuses on abuse of female caregivers.

As uther new issues are identified, we will explore opportunities for studying them.
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PREVENTING VIOLENCE AGAINST WOMEN

MAJOR ACCOMPLISHMENTS OF THE
- DEPARTMENT OF HEALTH AND HUMAN SERVICES
! “I call on American men and women in families to give greater respect to one another.

Ve must end the deadly scourge of domestic violence in owr country.™
!
i

ki
] :
MI ior Initiati

- President Clinton, State of the Union address, 1996

Aational Domestic Violence Hotlime. The hotline has received more than 118,00 calls from all
53 states, the District of Columbia, Puerto Rico and the US Virgin Islands, since #t was
ertablished in the YVielence Against Women Act and {aunched by President Clinton on February
21, 1996, The vast majority of these calls are from individuals who have never before reached
out for assistance. To support the tremendous response to this service, the hotline received $1.2
million in funding for FY 1997 - an 3800,00 increase over its onginal 1997 authorization. A
2:hhour, toll-free service, the hotling provides crisis assistance and local shelter referrals for
cellers across the country. Also in cffect is an evoluation of the domestic violence hotline which
will tell us how well the hotline is functioning, how well the public is being served, if staff and
resources are adeguate for tasks invelved, and how well information is reaching the intended
avdiences.

Ezecutive Aciion on Domestic Vielence and Welfure Reform. On October 3, 1996, President
Ciinton urged all swtes to implement the Family Violence provisions included in the weifare bifl
he signed on August 22, 1996. To help wellare reciptents who are victims of domestic violence
mave successfully into work, the provisions give states the oplion 1o screen welfare reeipients for
d¢ mestic abyse; refer them to counseling and supportive serviees; and temporarily waive any
program requirements that would prevent recipiends from escaping violence or would unfairly
penalize them. The President also directed the Department of Health and Human Services to
as;ist states in implementing the provisions. HHS is readying proposed regulations thet address
damestie violence provisions of the law, has awarded a contraet to the National Resource Center
on Domestic Violence to provide technical assistanee, and is funding research to leamn about best
praciices. -

The Advisery Council on Violence Against Women. The Advisory Council en Viclence Against
W.omen was created on July 13, 1995, Co-chaired by Attorney General Janet Reno and Secretary
of Health and Human Services Donna Shalala, the Council consists o 47 experts --
representatives from law enforcement, media, business, sports, health and social serviees, and
victim advocaey -- working together 1o prevent violence against women,

The Viplence Against Women Act (VAWA). VAWA passed as part of the Crime Actof 1994, 1t

Ociober, 1997 !
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is landmark bipartisan legislation -~ combining tough new penalties with programs to prosecute
offenders and help women victims of violence, YAWA is authorized to provide $1.6 biliion over
five years to hive more prosecutors and improve domestic violence training among prosecutors,
police officers, and health and sogial services professionals, It provides for more shelters,
counseling services, and research into effective public education campaigns. In addition,
VAWA sets new federal penalties for those who cross stale Jines to continue abuse of a spouse or
partner. VAWA makes it unlawful for any person who is subject to a restraining order to possess
ammunition or a fircarm. [t also requires states to honor protective orders issued in other states
and gives victims the right to mandatory restitution and the nght to address the court at the time
of sentencing. , '

Vithin the Department of Health and Human Services, the fbiiewing programs were authorized
uxier VAWAL

. In FY 1997, HHS awarded $72.8 million to

states, zemzoms mbf:s anzi ethers zo mpami the availability of shelter services to victims
of family violence and their dependents and provide other prevention assistance efforts
an increase of 53 percent pver the $47.6 million avasishle in FY 1996, These resources

; will also support related services, such as community outreach and prevention, children's
; counseling, and linkage 10 child prolection services.

program provides gmms o z;ia!cs for mpe prwemtc}n and e:ducanon pwgrams conducted
by rape crists centers or similar pongovernmentad, nonprefit entities. Stades receiving
grants must devole at feast 25 percent of their funds to edueation programs targeted fo
middle school, junior high school, or high school students. HHS funded 835 millionto
all states and termitories for education and prevention grants 1o reduce sexual assaults in
FY 1997, an increase of 22 percent over ifs 1996 expenditure.

0 ordi npuwzity Response event [ntime rtner Vielence, This program
! w;il heip hmld new commumty ;:}rcgrams} s:reng‘ihen e:xzstmg intervention and prevention
+  programs, and evaluate the impact of comprehensive community programs. HHS

« awarded 10 grants in FY 1997 for primary prevention activities in communities.

; g,ag’_ﬁ{z:gg{_){o_mb T‘ms $8 rmiizon pmgm pmv;des s:zeebbascd oulmzch ané educat;en

¢ 1o runaway, homeless, and street youth who have been subjected fo or are at risk of sexual
fl abuse. The FY 1997 funding was an increase of 42 pert&nl over FY 1996,
%

cation on Dome Vigience. HHS has studied sehool-based curricula for
| youth and mi% make mcommcndanons to Congress about the models for use in primary,
»  middle and secondary schools. Currieula has been examined closely by an expert panel
! to ensure the development and implementation of suecessful prevention programs for
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' educating youth on domestic violence,

National Resource Centers Addressing Domestic Violence. HHS funds four national resource
cunters on domestic violence: general issues, health, child protection and custody, and the law.
A fifth resource center to serve Native American tribes has just been funded and will begin
operation this year. HHS has also funded the National Center on Elder Abuse.

Domestic Vielence Victims Under the Immigration Law. At the Administration's urging,
Congress included a provision in the immigration bill that the President signed on September 30, -
19996, to ensure that immigrant women and children who are victims of domestic vielence are
eligible for vital public health services and are not denied services or subjected to deporiation

due to changes in rules. In addition, the immigration law now makes battered immigrants

eligible for cash assistance and Medicaid if the states exercise this option.

Workplace Vielence ar HHS. This vear, Secretary Shalala announced the completion and
distribution of workplace violence guidelines for employess of the Depantment of Health and -
Haman Services with a special section addressing domestic violence. One goal of thiseffortis to
crsate and support a work environment in which potentially vielent situations in HHS are
prevented and effectively addressed. Ancther goal is 1o inCrease employee understanding of the
n: ture of workplace violence. In Washington, DU, HHS sponsored a Workplace Violence
Education Fair,

*

Qf’ Maior Activiti
§

L Strengthening the health care system’s ability to sereen, freat, and prevent family
¢ and intimate violence. :

Training of Health Professionals. 11HS has supported numerous activities in this area. For
example: development of a framework for evaluating health care provider training programs;
surveying all medical schools 1o determine the extent to which students are betng prepared to
denl effeetively with issues of family and intimate violence; evaluating WomanKind, a hospital-
based case management and advocacy program for victims of intimate partner violence, which
aleo trains medical and hospital staff in the identification, referral, and treatment of these victims;
development of professional training curricula for nurse-midwives; and an inventory of health
ca‘e provider training materials to identify and treat victims of partner violence and sexual
assault,

! .
Substance Abuse-Related Materials. HHS has funded important projects to assist those working
in the substance abusc field to address domestic violence. A weatment improvement protoco] for
providing substance abuse treatment to survivors of domestic violence s well as their
pe petrators will be.published shortly., HHR supported the development of a comprehensive
curiculum and irnined community teams on how o address violence against women.

il :

3
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Haotional Nursing Summit. HHS is supporting 2 National Nursing Vielence Against Women
Sitrategy Inittative with participants from national nursing organizations 1o begin collaborations
and the development of a national nursing strategy. The first National Nursing Summit on
Violence Apainst Women will be held on October 27, 1997,

I Increasing the ability of baitered women, including those on welfare, to obtain and
retain employment and access child support.

Child Support Enforcement. Demonstration grants were awarded to study issues of domestic
violence, child support and welfare-to-work. Each grant will demonstrate approaches by which
state and local agencies are addressing domestic violence. The results from these grants will
povide additional data on the incidence of domestic viclence among the child support/TANF
recipients.

Child Support Enforcement Forum and Report. In February 1997, HHS convened a group of
ey.perts to discuss issues related 10 domestic violence and child support enforcement. The forum
pmovided an opportunity 1o shate ideas and to specify the technieal assistance most needed.
Kesulis of this meeting hove been widely disseminated. HHS is also working with the National
Child Support Enforcement Association in holding 2 domestic violence conference in Austin,
Texas, December 4-5, 1997 to train state child support and TANF staff on these issues.

Cellaboration Between Welfare Agencies and Domestic Violence Providers. 1n FY 1997, HHS
fuxded 12 granis to states and localities 10 enhance collaboration between domestic violence
experis and welfare departments.

A
Domestic Viotence and TANF, HHS funded a demonstration project in a local welfare agency to
test out approaches {o screening, case planning, and provision of services to victims of domestic
vidlence so they can move safely from welfare 10 work.

Tehnical Assisiance to State Welfare and Chitd Support Administrators. HHS is providing
technical assistance (o state welfare and child support administrators through the National
Resource Center on Domestic Vielence. Guidance on new approaches to working with batiered
wemen is being developed by teams of state officials and domestic violence experts. To help
disseminaie this information, each state has designated a child support and a welfare contact
person for domestic violence issues.

FPersons with Disabiiifies. In FY 1997, HHS established a Naiional Technical Assistance Center
on Welfare Reform and Dizability. One focus of this Center will be to increase our -
understanding about linkages between welfare, disability, and domestie violence.
i
NIl  Encouragiog greater linkapes between the child welfare, family and intimate
‘ 't violence, and criminal justice ficlds to proteet better both children and parents in
homes where violence occurs. .
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Collaboration Between Child Welfare Agencies and Domestic Violence Providers. 26 grants
t ave been funded over three years 1o local programs to stimulate collaboration between child
welfare agencies and domestic viofence providers. These projects primarily train child welfare
stzfT to 1dentify and respond appropriately to instances of domestic violence in their caseloads.

Child Welfare Training Grants. Five child welfare training granis to schools of social work to
¢evelop cunicnla and train social workers in family viclence have been funded.

i
$

Commurity-Bused Frimary Prevention Projects. Several of the commumnity-based primary
crevention projects, which are described below, will engage in activities directed at youth. These
projects seek to change attitudes and knowledge of youth about violence and will study how
effective they are in preventing viclence.

I:V. Ernhancing community prevention and response systems by increasing collaboration
R between HHS and DOJ siate and community-based grantees and sther community-
based groups.

Coordinated Community Response Projects. These six three-year projects are designed to
eahance and evaluate a coordinated community response to inlimate partner violence. Three of
tiese projects are being implemented in rural communities for developmental purposes, and the
remaining three are being implemented in larger communities with existing intimate partner
v.olence prevention coalitions for expansion purposes. All projeets are working with HHS to
disvelop core tnsiraments to evaluate their programs as a mubii-site coordinated cifort.

]
Compmunity-Basced Primary Frevendion Profects. A key focus of these 10 projects s on
prevention strategies refated to children who witness intimate partner violence in the home. Part
oi'the funding has been available only to community-based organizations serving racial and
ethnic minority populations in order to gain a greater understanding of prevention strategies
within the context of individual cultures. These projects are funded for three years and
evajuation results should be available by the spring of 2060,

il
Older Women Victimized by Domesric Violence, Six local and state domestic violence
discretionary projects were completed that demonstraie a coordinated system of services and
interdisciplinary professional training to meet the needs of older women {defined as women over
filty) victimized by domestic viclence.

Freedom From Fear Campaign. Region 111 of HHS sponsored four Freedom From Fear regional
cenferences during FYs 96 and 97 one on elder abuse; one on viclence against women; one on
child abuse prevention; and one on family viclence connections.

Inzreased Public Awareness ond Education. Support was provided 10 local, state; and national
farmly and intimate violence organizations for the naaonal public awareness campaign There's
N Excuse Jor Domestic Viclence.
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Y. Increasing the knowledge base about family and intimate violence, through data

cellection and research. ,
National Academy of Science Violence Against Women Research Study, HHS and DOJ funded
ttis study which continues t guide our research agenda aimed at understanding and controlling
violence against women. The primary tasks of the study were to synthesize the relevant research
Hiierature and develop a framework for clarifying what is known about the nature and scope of
v.olence against women, supplemented with lessons Jearned by field professionals and service
providers, and finally to identify promising aréas of future research. The conclusions of the
panel were published by the National Research Council in a report (¢ Congress entztied
Understanding Violence Agams! Women.

National Academy of Science Assessment of Family Violence intervention. HHS co-sponsored
and supported a study on the characierization and assessmeni of family violence. This study is
developing a synthesis of pertinent researeh and expert opinion regarding the strengths and
limitations of existing program interventions in the area of family violence,

Violence Against Women and Violence Within the Family. $6.7 million was awarded for 12
three-vear research grants focusing on violence againgt women and violence within the family.
The grants wiil encourage research on the abuse of children and elderly, pariner violence, sexual
vjolence, and perpetrators and victims of multiple episodes of family violenee (e.p., abused
children whe witness parental domestic violence). Individual grants include the following:
Children of Battered Women Project, Intervention for Domestic Abuse Among Latinos, Pariner
Violence in Native American Women Project, Intervention for Abuse of Aging Caregivers, The
Effects of Community Violence on Women and Children, Prevention of Post-Rape
Psychopathology in Women, and Treatment of Violent Adolescent Males From Abusive Homes.

Violence Against Women Research Program of NIMH. During the last 20 years, funding
aseraging $6 million per year has been awarded for scientific research on violence apainst
women as part of HHS mental health research program. Early epidemiological studies provided
sirong evidence that family violence, especially child abuse and spouse abuse, were more

e ymmon events in American families than society had believed. In addition, intervention
research examines the effectiveness of treatment and prevention programs.

Naripnal Survey of Intimate Partner Violence, Through a joint grant by CDC and NiJ, the
Center for Policy Research in Denver, Colorado has conducted a national survey of intimate
partner violenee and other violence against women. The survey has been completed and the
initial reports on results will be coming out this year, including a repost on stalking, prevalence,
incidence, and medical needs of victims.

Cictober, 1997 . 6
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The weak of Thanksgiving has long been celebrated as a time for
cur MNation to give thankg for its numerous blessings, but also as
a week to acknowledge the countless contributions made on a daily
kaszg by our family caregivers, in particular on behalf of our
clder family members. Thiz npational acknowledgement has come
through a traditionally-recognized week designated as "National
Family Caregivers Week."

As our population continues to rapidly age, more older persons
are suffering from chronic illnesses and could need asgistance in
dealing with potentially disabling conditions, including
Alzheimer'!s disease. Moreover, individuals with lifelong
-disabilities are living longer and may reguire assistance in
caring for themselves as they age. Caregivers often £ill in to
care for family members, sometimes at a moment's notice, when a
family member becomes ill, has an accident or needs assistance.
while caregiving has no gender bounds, women provide 80 percent
of the informal care their families receive. Caregivers reduce
the incidence of premature institutionalization and unnecessary
hospitalization by maintaining their loved ones in the community
and within their own familiar surrcundings.

For many years, "Hational Family Caregivers Week" was a
congressionally-designated week sent to the President for final
approval and proclamation. The last time Congress made this
particular designation was 1994, Last yeay, in 19%6, you re~
established this annual tradition by proclaiming the week of
Thanksgiving 1996 as "RNational Family Caregivers Week" which was
received with wuch praise and gratitude by thousands of
caregivers across the United States and by those who make up the
national aging network consisting of state and area agencies on
aging, tribal organizations and service providers who work with
seniors every day.

i

As a tribute to these remarkable individuals who give so much of
themselves on behalf of their family members, I would like to
once again reguest that you issue the enclosed proclamation
honoring family careglivers during Thanksgiving Week, 1937. This
simple, but meaningful gesture will show your continued concern,
appreciation and leadership on behalf of families and famlly
negbers. (
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: National Family Caregivers Week, 1997
o ‘ By the Fresident of the United States of America
A Proclamation

AT this time of national thanksgiving, we are grateful for the many blessings which have been bestowed
on us as Americans. Among the most important of these blessings is the jove and support of our family,
friends, and neighbors. One of the most profound ways in which this love is expressed is through the
carégrzing support provided by over 22 million caregivers to the 3 miliion older family members and
friendst who need help to remain in their homes and communities, Caregivers of frail okder persons and
persons wath disabilities embody the values of family and community kife at its best.  Their efforts greatly
reduce the demands on formal systems of services, and enhance the quality of life of older persons. A
growing number of elderly are remaining in their homes and communities thanks to the efforts of caregiv-
ers whyp provide some 80 percent of all the care and help they need.

Today, nearly one in four households is mvolved n caring for an older relative, friend, or neighbor, pro-
viding assistance from perscnal care and household help to transportation and finances, This is a three-
fold in:rease in the number of families involved in caregiving from a decade ago. Caregivers give nol only
their time but their money as well, spending some $2 billion a month from thetr own assets for groceries,
mediciine and other aid to elderly relatives.

Thirty percent of caregivers are caring for two or more elderly relatives or friends, 64 percent are em-
ployed, and 41 percent also care for children under the age of 18, The average caregiver is 46, Neverthe-
fess, at least 20 percent of caregivers are the young-old caring for the old-old. Women represent 75 per-
cent of caregivers, but husbands are, by far, (he oldest caregivers, with 42 percent aged 75 and over,

While disability rates among ¢lder Americans are falling dramatically, and the reduction in disability is
gaining momentuns, the growing number of Americans 85 and older means that there will be a continuing
and, nieed, growing need for the services and supporis that help so many older Americans and their
caregivirs to continue 10 share their lives in the homes and communities where they want fo be.

This is also a time to give thanks to ihe many older Americans who care for nearly 1.3 million children,
including those who are disabled. Since 1993, there has been a 27 percent increase in the mumber of chil-
dren being raised by thewr older relatives. Without their loving care, millions of children would be dented
the opportunity 10 grow up in stable homes and communities. While Amencan familics have always
pitched in to help when parents could not care for their children, we must recognize that grandparents
and other relatives who take on parental roles face a range of challenges and they need and deserve our
help as‘well as our heartfelt thanks,

NOW, THEREFORE 1, WILLIAM J. CLINTON, President of the United States of America by virtue of
the autt ority vested in me by the Constitution and laws of the United States, do hereby proclaim
November 24 through November 30, 1996, as National Family Caregivers Week. 1 call upon Govern-
ment of fictals, businesses, communities, educators, volunteers, and all the people of the United States to
acknowiedge the contributions of caregivers this week and throughout the year, v

N Wi'f NESS WHEREQF, | have hereunie set my hand this , in the year of our Lord, nincteen
hundred-and ninety-seven, and of the Independence of the United States of America, the two-hundred
and twenty-second.
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Waskington, 18, 20761 '

OCT 10 g1

MEMORANDUM FOR ANNE MCGUIRE

Attached is @ memorandum for the President, from Secretary
Shalala transmitting a proposed Proclamation for National
Family Caregivers Week 1997,

William ¥, Corr

Attachment
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Page 2 - The Secretary

RUCOMMENDATION

in order to once again demonstrate the Administration’s continued
support and commitment to those individuals who work selflessly
on behalf of family members, and to contimue the tradition of
designating the week of Thanksgivimg as "National Family
Ciregivers Week,® I recommend that you approve the attached
proclamation and request that the President issue this
provlamation before the week of Thanksgiving 19%7. If you agree,
p..ease siun the attached letter o the President and approve the
attached proclamation.

Approved letter Disapproved letter pate OCT |0 997
. Approved Proclamation Disapproved Proclamation Date

@

h - GS&QJL, Gibvaéﬁmww
William F. Hsnson

Azcvachment

Tab A - Letter to the Pregident
i

Tab B - Draft Proclamation

if .



THE SECRETARY OF HEALTH AND HUMAN SERVICES
wWALHINGTON, O.C. 20201

i o ~ OCT 20 jgg7

MEMORANDUM FOR THE PRESIDENT

2 the time approaches for the Medicare Comrmission to begin its deliberations, we must
consider how to help frame the questions that the Commission will address. Although we will
not set the Comrnission’s agenda, we can help shape it through our public statements and '
through our work with the people and organizations who speak out about Medicare’s future. |
have outlined below the principles I believe should guide our thinking on Medicare reform and
syme of the questions I believe the Commission needs to consider actively.

£lthough the Balanced Budget Act sets forth areas for the Commission to study, the Act's
directives do not provide a clear or rigorous focus for deliberations, | am concemed that unless -
vie work actively to broaden the agenda for the debate, the public will focus only on financial
estimates and years of potential solvency. We must help focus the debate on the fact that
Medicare's future is as much about health care and retirement security as about financing. If we
solve the system’s financial problems, yet the program ceases to deliver meaningful, high-quality
tenefits or to protect beneficiaries against excessive health costs, we will have failed.

ke inciples
1 believe that the following principles should guide our thinking about Medicare reform:

i, Medicare is inextricably linked with other retirement programs, the rest of the
health care system, and the overall economy; planning about changes to the

A .
program should not oecur in a vacuum.

Medicare cannot be considered separately from other public policies. In the lives of workers and
teneficiaries, income and health care are the key considerations as people plan for retirement.
Thus, Social Security, private pensions, savings, and supplemental sources of insurance --
employers, individual plans, and Medicaid -- are all linked to the future of Medicare.

In addition, trends in the health care market will affect Medicare. For example, increases in

I ealth care costs -- driven by inflation, changing technology, and changing practice pattems --

t ave contributed to rising Medicare costs. Conversely, because Medicare pays for a quarter of
21l hospital expenditures and a fifth of all physician expenditures, changes in Medicare also affect

the health care market. These interactions create both opportunities and hazards for Medicare
rzform.

'].‘hc same dynamic exists in the larger cconomy. For example, savings, labor supply, and
immigration policies affect the resources available to pay for Medicare. Part of the solution to

:’. . Sl



i

;
4

Pa:;e 2 « The President
1{;
“the Medicare problern” may lie in policy changes in these and other areas. Future changes that
we make within Medicare may create problems in other programs.
|
|
2. Any long-term solution should be flexible enough to respond to substantial
°  uncertainty about the program’s future actuarial status. Long-term reform should

be thought of as a series of measured changes with regular reassessment af the
program’s quality and financial status,

Wien the Medicare trustees provide forecasts of the financial status of the Medicare program,
the:y present & range of alternative estimates to sccommodate this uncertainty. They show that
the: future status of the program is highly sensitive to small changes in financial assumptions.
The uncertainty of our predictions grows as they reach farther into the future.

Because of this uncertainty, the “long-term” problems that we try to solve in 1999 may not exist
by 2030, and other problems will have arisen. In 1965, we would not have imagined that more
thun BO percent of workers with insurance would get it through some form of managed care.
Ttirty years from now, new diseases will emerge, and new treatments and lechnologies will
evolve, A cure for a major disease such as Alzheimer’s could transform the needs of the elderly.
In addition, unforeseen changes to the economy - in global markets, new forms of
communication and transportation, changes in the work force, and immigration — Further limit
our ability to forecast with precision future health care needs and our ability to pay for them,

2] .

We must commit to making lasting changes in the Medicare program. In thig dynamic system,
th's can best be achieved through a senes of measured changes made according 1o a consistent
plan. This phased strategy will build over time into larger structural reform, while allowing for
corrections along the way to respond to unforseen changes in the system. This Commissionisa
cr.tical first step in reform - but we should not see it as the final step. We should institutionalize
a process for ongoing assessment and reform.
3. The discossion must be as mouch sbout retirement security and the future health
earc ficeds of the elderly and disabled as it is about the budget.

The upcoming process should not be a typical budget reconciliation debate, driven solely by
financial issues. The Commission should move away from simply taking the actuaries’
assumptions as given and focusing only on how to limit expenditures. Such a narrow approach
would give the edge 10 those who are using Medicare’s fiscal problems as a justification for
radically changing the program’s design and the government's role.

aspite the progress that we made this summer toward siowing growth in per capita costs with
the provisions included in the Balanced Budget Act, per capita costs will continue 1o be an issue.
Howcver, the demographic rends that will drive program enroliment are independent of per
cipita costs -~ and are much more significent. To shifi the discussion, it could be helpful to



Psge 3 - The President

hi zhlight this distinction between the level of cost increases that is due to rising per capita costs
and the level of cost increases that is due to rising enrollment. The public is likely to be more
w iling to support higher revenues 1o cover more people than to cover higher costs per person.

The needs of this growing elderly and disabled population should be the real focus of the debate.
Aj refirement systems change, Medicare must retain its ability to provide beneficiaries with
financial security against health care costs. And Medicare will remain the primary way that our
scoiety will meet the changing health care needs of future elderly and disabled individuals,
pecticularly those without substantial resources, Determining how Medicare can best meet those
nteds should be the primary task of the Commission,

K<y Policy Questions

Tae next section of this memorandum develops some issues that the Commission and the
Administration must consider.

V/ho should participate in Medicare?

Historically, Medicare has been enormously successful in providing insurance protection to all
pirsons over 65, without splintering the healthy from the sick or the low-income from the beiter

off. Proposals to change eligibility rules could fundamentally change the universal nature of the
program,

Cne proposal has been to raise the eligibility age to correspond with the increase in the eligibility
azc for Social Security. This could have two effects: leaving a pool of older, sicker beneficiaries
earolled in Medicare, and leaving more retirees, especially those with lower incomes, without
coverage, The Commission should examine trends in the availability of health care for workers
vho retire before they are eligible for Medicare, the needs of the youngest Medicare eligibles,
and the potential effects of raising the eligibility age. The Commission should also examine the
possibility of allowing individuals to buy into the Medicare program before they reach the
eligibility age.
H -
Means-testing benefits -- excluding wealthy beneficiaries from the program or giving them fewer
tenefits -- would be a more significant change to Medicare’s historical role. Medicare’s
v niversality and status as “the” health care program for the elderly have been the cornerstones of
z,s success. While we can and should build additional progressivity into Medicare’s fi nancmg,
1ve must ensure that Medicare is availablc and attractive o elders of all incomes.

ia

What is the guarantee that Medicare represents fo beneficiaries?

Medicare guarantees access 1o a particular set of benefits, regardless of changes in health carce
wosts. Critics have argued that Medicare’s guarantee should shift toward a defined financial

i
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contribution, which could limit Medicare’s liabilities and increase beneficiaries’ liabitities if
he:th care costs increased. .

Ar: examination of the options along the continuum between a defined benefit package and a-
de’ined contribution is unavoidable. However, this exercise should acknowledge that changing
Maedicare’s basic guarantee and reducing Medicare’s contribution has the potential to shift
billions of dollars of costs to employers, states, and beneficianies. Perhaps more importantly, a
defined contribution approach has a substantial potential to undercut the integrity of Medicare as

onz program and lead to a tiered structure in which the quality of care depends on a beneficiary’s
financial status.

What benefits will Medicare offer?

!
Tt e Commission should examine both the level and the mix of benefits that Medicare offers.
Compared with many private plans, the fee-for-service Medicare benefit package is not generous.
Cast sharing is relatively high, and certain benefits widely available to the under-65 insured
population (such as prescription drugs) are not provided. In some parts of the country,
beneficiartes enrolled in HMOs receive benefits more comparable to what the working insured
receive, Other beneficiaries obtain these benefits through supplemental coverage. The
relationship between Medicare and these other sources of coverage - managed care, employers,
inlividual plans, and Medieaid -- should be addressed.

i

Medicare’s benefit package should also be reexamined in the context of changes in health care
delivery. When Medicare started, our entire health care system was organized primarily around
praviding care in hospitals. Over the last decade, delivery has shifted out of the hospitals and
in:o other settings, like doctors’ offices and patients’ homes. As the population ages and retirees
change, the mix of services that Medicare beneficiaries need may change even more. Medicare’s
role in financing long-term care may also become a more pressing issue.

Biyond the benefits enjoyed by individual beneficiaries, Medicare also finances public goods
lil:e medical education, research, and care for the uninsured through disproportionate share
facilities. Other finaneing structures may be neeessary to sustain these programs and to more
properly account for them as health care system costs rather than Medicare benefit expenses.

How will Medicare's costs be financed?

Current sources of financing for Medicare include payroll taxes, beneficiary premiums and out of
pocket payments, federal budget support for Part B, and Medicaid for low income beneficiaries.
T.e Commission should address what share of Medicare costs each of these sources should bear.

One factor to consider in examining the appropriatc financing mix is the possibility of merging
Part A and Part B. The extent to which Medicare relies on each funding source is in part driven
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by sepamte funding sources for Hospital Insurance and Supplementary Medical Insurance. As

patterns of care change, this split is becoming less and less relevant to the way that care is
delivered.

A siecond 1ssue in the distribution of responsibility for Medicare's costs will be the resources
avuileble from each source over time, For example, trends in beneficiary income and tax
revenues may show shifting abilities fo pay, The current period of sustained economic growth
and stock market growth will affect financing options, public perceptions, and future approaches
- {sut the Commission should also consider what will happen if this growth slows or reverses.

W also need 1o remember that not all seniors are the same. The Commission should pay
paticular sttention to vulnerable subgroups enrolled in Medicare. It should look it how changes
aflect different age groups, ethnicities, genders, and income levels. For example, in considering
how Medicare’s costs will be financed, we must also determine how to continue to protect
beaeficianes with the lowest incomes. Conversely, if we build additional progressivity into the

program’s financing by income-relating the premiwm, we must be careful to ensure that Medicare
remnains the right cholce for elders of all incomes.

What are the trends in employer-based insurance and finaneial planning?

Eraployment shifis to a service economy and to home-based work have changed the working
pcpulation’s access to insurance. Furthermore, employers have been reducing coverage of retiree
health benefits. As the health benefits and retiree health benefits that workers receive change, the

needs of Medieare beneficiaries and of workers who retire before they are eligible for Medicare
m iy also change.

Changes are also taking place in Amernicans’ retirement planning. The balance is changing
ariong company pensions, the evolving 401{k) self-directed pensions/savings, traditional
savings, housing, and Social Security. Medicare will have to be evaluated as part of this

ct anging system of financial protection. The Comunission should be doubly cautious about
providing less protection to beneficiaries if their retirement income s also becoming less scoure,

How will different poliey options interact and shift responsibilities from some to others?

. Ttis essential that the Commission not consider options individually but also in the context of
other options, because of the possible interactions that may arise. Forexample, il the -
Commission changed the copayment and deductible structure of the program, this could interact
with proposals to change the supplemental insurance system or with proposals 10 income-relate
premiums. Consideration should be given not only to the merit of individual options but what a
combined package would be.

¥
H
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Any set of solutions must acknowledge the full burden of health care spending for the elderly and
disabled and what resources there are to meet these needs across society as a whole. Limiting
Medicare’s role will shift costs to other parts of the budget or to beneficiaries and employers.

" Fo: example, if the Commission raised the age of eligibility, the health care needs of the

ineligible population would not disappear. They would be paid for by employers, beneficiaries,
and| public safety net programs.

Other changes may redistribute the impacts among future vs. eurrent beneficiaries, within the
beneficiary population, or among public programs. Postponing reforms may favor current
beneficiaries while forcing future beneficiaries to experience more significant changes, for

extimple. Increasing premiums or cost-sharing will shift some of Medicare’s bu:dcn to Medicaid
and the states, in addition to beneficiaries.

Hcw will Medicare’s management responsibilities change?

W shiould continue to seek out ways to strengthen the integrity of the Medicare program so that
each benefit dollar is being spent for needed care and services. Stopping fraud and abuse creates
buiget savings, but again, it is not only a budget issue. Vigorous oversight is also necessary to
sustain public confidence in the program. We should continue to strengthen HCFA's authority
aniil resources to detect fraud, and to prevent it before it occurs.

As'we work to address payment issues for the program, we should learn from the successes of
the: private sector. We also have the opportunity, however, to use our resources to design
sy:tems that will also help the private sector. For example, when Medicare was successful in
controlling hospital costs with its system of prospective payments for diagnostic related groups,
private insurers were able to use the system to control their eosts as well.

Hc:wever, Medicare is no longer just a payer. 1t now has oversight over a complex and chahging
he alth care delivery system. This new emphasis on delivery expands the government’s’

res ponsibility to ensuring high quality care and consumer protections, in addition to traditional
financial oversight.

A¢ we think about how the program will be organized to purchase benefits in the future, we
should continue to ask what new responsibilities come with that organization. We should clarify
the: respective roles and responsibilities of government and the private sector in managing a
system of plan choice. And we should ensure that Medicare’s administrative resources are

su fficient to fulfill these responsibilities.

How shall the Commission educate the public?

Th !e debates over Medicare and Social Security will require a broad segment of the population --
pr:-retirees, baby-boomers, and generation X-ers -- to engage in a broad public debate on the

]
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options outlined by the Commission. Public education and dissemination of information should
be one explicit task of the Commission. They should view regular interaction with Congress and -
other key policy-influencing groups, including the media, as a high priority. These interactions
car, be the means to shape the way the press, Congress and the public consider these issues.

¥
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Donne E. Shalala
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MEHORANDUM FOR THE PRESIDENT AND THE FIRST LADY

On the morning of the first-ever White House Conferencae on Child
Carve, you reminded the Nation that no parent should ever have to

- choose between work and family or between earning a decent wage

anmni caring for a child. The growing number of women with
children in the labor force is one of the biggest social changes
of the 20th century; coming to terms with thet change is one of
ourr biggest challenges of the 2ist gentury. As Becretary Rubin

_ poilnted out at the Child Care Conferance, Our new economy cannot

continue into the 21st century unless we as & Nation can ensure .
sa’e and sffordable child care. As we know from both the common

sanse axperience of parents and & range ©f emerging research, our

children cannct grovw and thrive unless those child care settings
protect their health and safety and provide an environment in
shzeh they can learn.

woqethar,'yaa have lead an axtruordinary national dialogue on
chiild care. Over the past five years your Administration has

;taken important steps to incresse funding for child care,

pa:-ticularly for fanmilies tramsitioning from welfare to work.
Ya::, as your White House Conference demonstrated, we still have a
1ong way to go.

¥We'need a bold new 21st Century Child Care Initiative to ﬁxaw on
the energy the Child Care Conference unleashed from all

 Amaricans -~ federal, state snd local leaders; employers; the

faith comeunity; child care providers; and families themgelves,
bo:h rich and poor. This initistive mwust build on what we know
about vhat children need to be safe and healthy, about what works
in comnunities, and about what parents and employers need to
assure a strong and aeffective labor force.

We cannot settle for.addressing Just one of these needs or just
ons part of the problem, because the stakes aye too high for us
as a Nation. We cannot meet the 21st century -challenge of a
th:-iving economy and groving children if we settle only for
macing child care more affordable for strugyling taziliea while
leaving children's safety at risk -~ or if we settle only for
im>roving some children*s care vhile leaving the cost ot chila .

*

care out of yange tor far too many working families, A piecemeal

apsroach will undercut both our short-run and long-run success by
failing to respond to the deeply -felt needs of parents; by

g -
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hzilding 2 &hared commitment te America’s fatur&, and by failing
t> provide the real lesdership that communities, states,
esployers, and fapilies need to move forward. -

"Lat me say more about what we know now about each of these needs:

h:rcsa the country we hear from working families that they are
?gliag to afford safe care for their cohildren. ILow-income

w:rk ny fazilies mre spending on average a guarter of their

- income on c©hild care. Although scme 16 million children from
working families are eligible for direct child care assistance,
federal subsidies serve a little more than one million children.
The Dependent Care ¥ax Credit reaches only a fraction of these
families since it is not refundable end provides only minimal
gupport. Your new plan sust address these hardworking, low-
- income families. Thay get up each day, work hard and play by the
miles and yet ptill cannot afford quality health care or c¢hild
mire L]

The children of these vnrking par&nts too often spend their days
in settings that 4o not promote healthy child development and nmay
swen conpronise thelir safety. With millions ¢of Infants and
tixidlers now in care, c¢hildren ¢an spend years in poor care
bofore they enter school, directly affecting school readiness.
The recent National Institute of Child Health and Human
pavelopuent study clesrly demonstrated that high guality care for
viary young children is consistently related to high levels of
auqnitive and language developnment.

Onice children enter school, we do not take advantage of the

vhiluable learning time aftar school and throughout the summer -
monthe, Iesrning does pot stop at 3:00 pom., and it is certainly

not geasonal. ¥We no longer need our children to tend our fields

during the summer. Purthernmore, mumercus studies now indicate

£hat the lack of cars and attention put ‘our youth at risk for
‘eateyr alcohol, tobaceo, drug use, teen pregnancy, and |

. lvazva&ent in crise. ¢

Dnspite these needs, very few communities have resources to .
creste solutions to the guality, affordability, and availability
ivgues that you outlined at the White House Conference. . The vast

" meidority of assistance goes directly to parents to pay for care.
A very spall amount, sbout four percent of direct -pubsidy, goes
“té gquality activities, which are usually plannsd-at-the state . -—-
.level. ‘Bome communities, like those that Governor Hunt described

. ir Korth Carolina, sre conbining a variety of resources to

stimulate innovation and capitalize on the commitment of their
neighborheod schools, asployers, and parents. As you pointed out

- gt the Conference, we need to take the models -that -are-working-in-—-- ..

ore conmunity and give other communities an opportunity to adapt
trem to meet thelr specific needs.
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Given what we know about c¢hild care both from emerging research
ahd from what parents have told us, I have recommended to OMB and
Waite House Staff & series of investments to sericusly address
the health, safety, and developmental needs of our youngest
&zildxan and our school~age children, for wvhom care is rost often
o poor guality and in short supply.

In your State of the Dnion address and flscal yaar 1989 budget
auﬁwissien, 1 strongly urge you to put forward a couprebensive
p.lan that would include six critical child care investment
stretegies to bhelp fanmilies and communities.

For familient

. o Increase the number of children from low-income working

?

families that receive child care assistance by 250,000 in
1999 by expanding direct mssistance by 700 million dollars.
This would be an ipporteant flrst step toward the goal of
doubling the number of children now receiving direct child
care spsistance. -

Reach millions of working familles by modifying the
Dependent Care Tax Credit (DCTC) in two ways, making it
refundable and expanding the credit to provide greater
assiptance to low-income working families. At & wminimum we
should update the DTC: it has not been indexed for
intintion since 1982. The time for change in this nr;:;cal
fampily support is long overdue.

cawwnnitias:

Enable up to 1,000 communities to c¢raft innovative sclutions
to protect the health and safety of infants and toddlers in
care. This will demonstrate your comamitmwent to school
readiness in 1899, the tenth anniversary- of the education
qoals. Investzent: 800 million dollars.

Enable up to 500 cpmaunitias to Tind local aolutians to ¢
school~age ©hild care needs. Link such'an effort with an
axpansion of your Schools of the 2lst Century program to
ensure that we maximize the use of schools as part of this
ovarall copmunity mobilization effort, A psrticular
enphasisc needs to be put on after school alternatives tar
ndolescents. ‘Investment: 300 million dollars. -

A W A - b

Provide training and education to at least 156,000
providers, affecting the care of about 1.5 nizlion ahildren.
This would build on the Kationml Child Care Provider
geholarship Pund that you announced at the White House

oo we... Conference. . Investment: 150 million dollaxs. e
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'e Put in place a system of consumer aducatinn and supports for
. research mnd data collection as well as the use of
 technology for training providers. This effort would
. include a national consumer education campaign, a training
| strategy to reach home providers and caregivers in rurel

communities and a National Center on Child Care Statistics

thet will finally give us the critical information we need

to plan future policy diremtian in this mrea. Investnment: &0
» mi)lion dollars.

tkqethar, you have pet the stage for an unprecedented national
discussion and investment in child care and after school
programs. The American pecple know we bhave & ¢hild care system
tlat does not work effectively for families or for children.

. Btilﬁing on the momentun that you -began vith the White House

Centerances, your FY 1999 hﬁ#gat and the State of the Union
ghould present a concrete and poverful strategy to bulld s
2ist century child care systenm.

I balieve that with your inspiring leadership, we can add another
building block to your effort to redefine the future of working
fanmilies in America. This will be another historic legacy of
your Presidency. :

,.?
T
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e




THE SECRETAR Y OF MEALTH AN HUBAN $ERVICES
WAMWNTTION, 5.5, B0ESI

Nov 13 BYI

MEMORANDUM FOR THE PRESIDENT

Now s the time for our Nation to increase substantially #ts investment in research that will
1womobal discase and enhance bealth. As we Jook toward the final years of the Ciinton-Gore
Administration, § urge you to set in motion what could prove to be one of your most endiring
und significant fegacies - & plan to significantly irmprove the Nation's bealth by doubling the
yesearch budgets of our major scientific research agencies, the National Institntes of Health
{NIH), tbe Centers for Disease Control and Prevention (CDC), and the Agency for Health Care
Policy and Eesearch (AHCPR).

Yoday, because of your Jeadership, our Nation is #t peace and on finn economic ground. Many
of our citizens are once again living the American drearn. They have good jobs. They have the
ixome 1o buy 8 home, raise a family, and educate their children. Infiation rates &re fow, The
budger is virtually balanced. High among the remaining concerns of our citizens are discase,
disability, end untimely death. Only healih research can overcome these scourges and promise
Jonger, bealthier lives for ourselves, owr children, and our children's children.

A1 the dedication of the NIH campus in 1940, Franklin Delano Roosevelt said, "We cannot be s
strong Nation unless we are & bealthy Nation.™ In recognition of that principle, the Federal
Coverament decided more than half 8 cennury ago to invest systematically in bhealth ressarch.
This research hes led 1o important innovations in high quality services.

Tday, the U.S. hes sn unrivaled record of schievements inspired by the challenges of human
iliness. Many of the diseases and disabilities that cur parents and grandparents faced 8
generation egy £an pow be prevented or treated:

. Age-adjusted mortality from coronary artery disease and stroke has been halved.

¢’ Cancer death rates have begun to fill for the first time fo history, and certain formerly
hhﬁmmhicchﬁdhoodlcu&mamﬁmmmm pow rarely fatal. .

. ! m:wxmmmmmmmm¢mpohammm
ﬁmmmd&m:h:?fmﬁmm »

e  Surgical hmmﬁmm&wmmmmmw&x‘pmkmmm
virtually pormal life £ meny who e gravely il
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. An entire generation of those suffering from:severe dcprtss:on or schxzophmua is able to

Jesd productive lives because of modern drugs.

;»  Theincidence of childhood diseases preventable with vaccines is at jts lowest level ever.

» AIDSmmmphnfm&ﬁm:&qmﬁﬁ&%mmbmdawﬁgmafcw

| years 8go, because of pew combination therapies.

. Mmofm%dm&w%mymhmm&wbngahwmmmm
disability.

"The ability of patients and clinicians 10 make informed treatment chojoes has been greatly

ixpanded a5 & result of outcomes and effectiveness research, These achievements, and many

uthers, would not have ocowrred without our Nation's stronp and sustained support of research,
H ‘ ’ ’

*While such public bealth accomplishments are unprecedenied in buman history, they pale in
comparison to what is yei to come. We have entered the "golden age” of biomedical, prevention,
and bealth services research. Today's researchers are unveiling the fundamental propertiss of
cells and genies, the structure of proteins, and the circuitry of the world's most awesome
compirier, the butem brain. Science is yielding stunning pew insights into the mechanisms of
diseese and envisioning the means 1o treat devasiating illnesses and disabilities. It promises a
fanrre in which the fear of cancer, beart disease, AIDS, mental illness, birth defects, or diabeles,
among others, i enormously reduced.

To deliver on this promise, & bold pew investment in health research is needed. Te ensure that
we all reap the full rewards of this wealth of innovation, our health research agenda roust include
s substantial investment in bealth services and prevention research. Health services research can
somect the underuse of effective interventions and continued reliance upon owtmoded approaches
10 patient care that contribane o the cost of care and the Joss of kife, Prevention reszarch can help
us 1o reduce dramatically the incidence of birth defects, § m;mes, ceriain cancers, and
card:miar and sexually trensmitted diseases. :

'Xlis type of research has led 10 remarkabie reductions in vaccine-preventsble diseases and
childhood lead poisoning. Additional investments in rescarch, conducted in partnership with
oo munities throughout the Nation, could iead to further dramatic reductions in illnesces,
injuries and deaths, For example, we know that st Jeast 50 percent of spina bifida and
ancocephaly could be prevented if all women capable of becoming pregnant took 400 micro-
grrms of folic acid daily. Al present only 25 percent of such wornen take this amount cach day;
res=rch is needed o learn how to increase this proportion o virtually 100 percent. Orif all .

" bicychists could be convinced to wear safety belmets) we would reduce the risk of brain injury

am my bicyclists by 88 percent. Disbetes is another major ares for potential prevention research
intitrvention. This research could reduce significently the development of aduli-onset disbetes,
a5 vrell reduce the complications of disbetes by about half. ) -
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Several converging trends zrgue stropgly that the time for im?zsﬁng boldly is ow. The aging of
the baby-boorn gzaeration will increase the prevalence of chronic diseases, such as ostesporosis,
mnswdmmm:&mwmgw&lammemofmmmﬁ
Beliver enormons social and economic benefits. The growing bealth needs of minority and

sociveconomically dissdvantaged populations demand specific atiention 1o guaramse that sll

" Americans reap the benefits of new bealth knowledge. Changes in our bealth care system are

zhallenging traditional means of delivering care and conducting research. Government, industry,
academia, and heslth care providers will need 1o develop pew ways 1o assess the health of the
ipublic, to provide the highest quality care, to messure heatth outcomes, and to ensure that the
1most effective interventions - old and new — are being uw!mmydaymcﬁcc In addition,
smuch of owr Nation's research infrastructure is obsolete. Investment in new buildings,
yefurbished facilities, innovative instnamentation, information techaclogy systems, and, most

- eritically, training of scientists, are all vita) 10 preserving our world leadership in bealth research.

; ' :
Most importantly, our scientists are poised to change the practice of medicine in the most
timdamental ways, in part because of extraordinary new ressarch methods. Important strides in
imaging technologies make #t possible to visualize living cells and whole organs, as well 25 the
wrchitecture of individual molecules, ‘The Human Gepeme Project is speeding the discovery of
(liszase penes s it lays open the blueprint of bumary beings. Computer-based information
rystems are enabling scientists o anafyze rapidly the vast amounts of date being collected with
these mew methods,

With these and other 1wols in hand, we can realisticatly anticipate sweeping changes in our
spproaches 1o curing disease and protecting the public bealth, For example, physicians will be
tble to select mecurately the best course of treatment for cancers of the prostate, breast, ovary
#nd otber tissuzs because of new knowledge about genes and the molecular fingerprint of
individual tumors. Labomtory and elinical research will change the management of disbetes;
with improved methods for accirate blood glucese measurement and new methods of metabolic
control, the debilitating nerve, eye, and kidney complications of this disease will be prevented.

One day, because of genetic research, we will be able to identify individuals st increased risk for
diseases like bypertension and stroke, glaucoma, osteoporosis, Alzheimer's disease, or severe
depression, and design appropriste imerventions. 'We will have effective vaceines for pandemic
diseases such as AIDS, tuberculosis, and malaria The discovery of the obesity gene and jts
bormone product, Jeptin, will be parlayed into nove! sand safe strategies for sppetite and weight
control. - We will be sble to rejuvenate the failing beart by prafling bealthy muscle celis to
cardine Gesue darnaged by # heart artack. New knowledge about the biclogical basis of eraving

. andadd;cnozzmllmaitmmwmmmmdmﬁmﬁywmonm&mwaﬂay

amkmmbmmabm

Fmaﬂy research 1o move discoveries into the clinic, to determine what works best in daily
practice, and to improve the quality of patient care will lead o direct and immediate public :
bnefits, a3 well as contribute to the solvency of the Medicare program. Health services research
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has shown that 30 percent of patients reczive medical procedures that are not appropriate when

. 1peasured agninst rigorous clinica! standards. By combining research on what works best in daily

1wactics and effectively transferring that knowiedge to practitiopers with sffective strategies for
1peasuring and improving quality, we can reduce inappropriate varistion, sceelerate the pace st
which the benefits of science imaprove clinical care, and identify clinical treatments which can
1educe costs and fmprove quality.

??oﬁmtbmgxeiﬁag goals, I strongly urge you in your State of the Union address and fiscal

year 1999 budget submission 1o propose these bealth research investments: |

g Donblcﬂmfmﬁndingiuwmwﬁhawwmtinminﬁnm Weneed s

| 1999 increase that is significantly larger than the 7.1 percent increass approprinted by the

i Congress for 1998, 1 have proposed a 10 percent increase in 1999,

< Address most of the great research university and academic medical center laboratory
. construction peeds in & bold five-yeay program which cembmcsmatchmg grants and loan

* guarntees. mméwfm&mmmmwm

Create 2 bold new CDC prevention research program 1o ensure the maximum public
benefit from the findings of health research, phasing up 10 $1 billion in 2008, -

« Reinvent the Agency for Health Care Policy and Research to dramatically commit to the
pew health services research we nead to vigorously exploit new scientific knowledge o
improve the quality of health care plans while restraining bealth care costs, phasing up to
$0.8 billion in 2008.

. The best way to accomplish this dramatic increase i bealth research, without

i endangering other priorities, is & dedicated funding source such as an assessment on
. Insurance premiums, or another suitable revenue source such as new tobacco Jegislation.

Ms. President, you Izad the country &t an auspicious moment in our kistory — & moment when

stientific opportunity is matched by ecopomic and political feasibility. There is already broad

Fipartisan support for 2 doubling of our Nation's favestment ip bealth rescarch in response

1) the extraordinary scientific promises § have outlined. You must seize this moment. By doing

#3, you, like President Roosevelt 2 half century ago, will establish 2 lasting legacy of bealth for

fm gmmmwnzbemcmﬁim

Donna E. Shalala
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