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DR. KOOP: Mrs. Clinton? 

,MRS. CLINTON: Are you ready for me?' (Applause.) 

DR. KOOP: Before I introduce Hillary 'Rodham Clinton 
to you,' I want to express my personal admiration and my 
gratitude to her ~or her leadership in the President's health 
care reform e£fort. She, has brought to this assignment 

. exemplary energy,' unfailing diligence, a breadth of vision, 

attention to detail, as well as care' and cqmpassion. 


As America debates these issues, it is not unusual· 
to hear people avoid the issue by: saying, "There'really is no 

.. 	health care crisis ," and others say that "other ,issues. are 
more critic~l, issues like crime, educatioh, and'the budget." 
And it may be true that ,for million~ of American~ who,still 
enjoy adequate health insurance that these other issues loom 
more important. 

But issues like education j crime, and the budget are 
inextricably connected to the q~estions of ,health care reform, 
and they cannot be solved until we get our health care system 
in order. Crime and violence must be seen not only as legal 
and social problems, but. as one or two of our three most 
pressing public health problems~ 

Education reforms, both in the content and process 
.of education arid in the.waywe pay for it, are long overdue, 
but education reform is doomed 'to 'fail unless our childre'n are 
healthy enough to l~arn:Arid right ,now one child in four and 
in some parts of :America' orie child in three simply not' 
healthy enough to learn. 

And our desire to determine the difference between 
w6at'we really need and what we really want in the national 
budget must await our,determination of what we need and what 
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~e really want in "health care. So, since health c~re reform 
is linked to all other pressing domestic problems, it'is 
little wonder that President Clinton turned to Mrs. Clinton to 
head the effort to reform our health care system. 

But I would remind you that with all the well­
deserved accolades that Hillary Clinton has received as the 
First Lady, the press and the public miss the point and the 
person. It is myunderstanding"that Hillary Rodham Clinton 
has presented this health care reform to the nation not as the 
First Lady but as the American citizen whom the President 
decid~d he could best entiust with the task'that he had placed 
on the top of his domestic agenda. 

Now, I'm not saying that being a friend of ~ill,was 
all th~t difficult; It didn't hurt her chances one bit. ~utj 
after all~ Presidents have always turned to trusted friends to 
fill important positions .. But I imagine that in this case, 
that Mrs,. Clinton received" the assignment as much in spite of 
the fact that she was the First Lady as because of it. 

A highly educated woman, an accomplished attorney, a 
proven manager, a thoughtful analyst,. a champion of children 
and the underserved in our societYi Hillary Clinton didn't 
surprise anyone who knew her by producing a reform plan of 
such breadth and depth. That kind of accomplishment,was 
s~mply to be expected of her. 

I also admire" her and the President for their 
repeated state:(TIents "that the plan that they have offered is 
open to debate and to amendment, and they welcome suggestions 
to. improve upon it, and that's why I am here, not to endorse 
the plan, because there are some parts of it that I, have 
questions about, but to moderate a dialogue between this 
Administration and the medical profession. 

And although the plan is complex, even complicated, 
I especially admire its breadth, arid 'I thank you, Mrs. 
Clinton, for raising all of the issues so that no matter what 
,finally emerges from the national, debate and the legislative 
process, you have forced us to deal with all of , the issues, 
medical, financial, legal, public, and personal,' as well as 
our responsibility for taking ch~rge of our own health. ' 

No matter what any of us here today think about some 
of the plan's particular points, we all owe you our gratitude 
and our admiration for placing the issli'es and the ethical 
imperative of health care reform so clearly before us. Thank 
you .very much. (Applause.) 
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, MRS. CLINTON: Thank you, Dr. Koop~ (Applause.) 

Thank you. Thank ,you. Thank you very much for your 

continuing assistance in carrying the message behind the, 

President's' initiative as to why we need, health care reform 


'and how this issue affects nearly every ,other one with which 
we deal in our personallive~, at our community and state ' 
levels, and certainly nationally. 

And I am delighted ,to pe back at Dartmouth.~t's a 
real treat for me. I heard, President Friedman say ,that this 
was my second trip to Dartmo~th, and that's only because he 
doesn't know about the ones I used to take when I was at 
Wellsley, an,d it's just as well that he doesn't., (Laughter.) 
There are some things that need to" remain just behind the veil 
of history. But I did actually go to one winter carnival in 
the old days. 

lam also very grateful to the Dartmouth Medical 
Center, the Dartmouth Hitchcock Hospital and all who were part 
of ,giving me an extraordinary morning by touring the medical 
center and visiting with a number of those who are on the 
faculty and working there. 

And lam also grateful to the medical societies ,of 
New Hampshire, Vermont, ~nd Maine for'extending invitations to 
as many of you as are here today and to the extraordinary 
,efforts that are connecting us by satellite and other me,ans 

with other sites throughout those three states as well as 

around this campus. 


And I want to thank Dr. Koop for arranging that some 
medical students ,can ,be here as well, so that we have the 
entire continuum of the'medical profession represented, and I 
~m delighted that so many dltizens~er~ able-to join us, too, 
bedause this is an issu~ that deserves the broadest possible 
national discussion. ' 

There isn't, anyone, pe'rfect answer. There isn't any 
clear dire6tion fhat will corne as an epiphany to all who worry 

, about the access of our citizens to health care, how we 
finance health care, what the future holds if we do not move 
now to deal with some of the problems that are looming as we 
look on the horizon.," 

And what the President believed when he set ~orth on 
this mission to create an opportunity for us to reform our 
health care system is that we needed to preserve what works, 
the finest medical care available anywhere in the world for 
those who are 9bleto access it, ~md to fix what doesn't work 
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a'nd what, if left unfixed, could undermine the extraordinary 
successes that we have come to take for granted here in our 
country. ' 

So, to that end, he put into motion this process 

that we have been engaged in now since January, which has 

resulted in legislation being presented to the Congres~ and 

which, even more importantly, has created this 'atmosphere for 

national discussion. ' 


I want briefly to describe some of the primary 
features and some of the reasons that lie behind these 
features of the Health Security ~ct. There will certainly be 
many conversations, that will be held, formally and informally, 
in the months to .come',:and we earnestly urge that people 
educatethemselve:s" to whatever extent possible about the 
problems and'about'the proposed solutions. ' 

, To that end, there has been published this small 
volume called "Health security, the President's Report to the 
American People," which I would'urge you to find'acopy of in 
the local library, in the college library, where I will be 
presentirig some copies later, and in bookstores, because in 
lay person's terms it does ,describe the history of some of the 
features of our existing system that have led to some of the 
difficulties we are attempting to resolve as well as a 
description of the President's ~ropo~ed remedies. 

When the President delivered his speech to Congress, 
he set forth six principles that he said should govern the 
direction of health care reform. The first of those was 
security, and the reason' that was the firsf and fore*ost 
principle is that this deba"t;e about health care reform is not 
only about those among us who do not curreritly have health 
insurance. 

It is ab.out all' of us because iTi todayl's current' 
climate' and in today" sexisting insurance market there' is not 
one person in this, auditorium who can be sure that he or, she 
will have healt~ insurance this time next year at a price 
comparable to what you have today that will cover what you 
,think should be covered and will enable you to exercise ' 
whatever degree of choice you want to over who will deliver 
health care to you., ' 

The r~ason for that is that our current insurance 
system has developed over ,a number of years from. the original 
idea of health insurance back in the late 1930s when the blues 
began as a way of insuring a community, providing a large pool 
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in ~hich everyone was paying into that pool and would receive 
insurance, to a system now in which hundreds and hundreds and 
hundreds of health insurance companies compete for your health 
dollar and do so by putting you into groups in.whi~h·they can 
maximize the amount of money they can make out of you. 

Therefore, we .have preexisting conditions.. We have 
lifetime. limits. We have the features of health irisurance 
that today have rendered everyone of. us, .whether we are 
insured '. or not,' insecure. Furthermore, the idea. of 'health' 
securit~ means that you will always have insur~nce that is 
guaranteed, that 'will provide you a set of comprehensive 
benefits that is portable. if you move from New Hampshire to 
Vermont, if you lose a job or take a better job, if your child 
bepomes ill or is born with a chronic condition, you will 
still ,be insured. ' . 

That is what real security will mean for all 
Americans, and to that end the President has said,that many 
features of the plan he sent to Congress can be improved upon, 
can be amended, can be changed, but it is absolutely non- . 
negotiable that we reach a point in this country soon in which 
we provide health~ecurity, which means comprehensive benefits 
for. every American that will always be there for all of us. 

That will proVide the kind of security that will not 
only reassure us as pat~~nts, as consumers, but begin to 
provide profession~lswith the kind of steady reimbursement 
that now is not available to you as well as eliminating the 
costs that you are bearing unrelated to the delivering of . 
care, because the second principle, which goes with the first, 
is that by' providing a comprehensive benefits package to every 
American which sets forth those insured benefits we are all . 
entitled to, we will simplify the system we currently have,: 
dramatically. ' 

We will no longer have what'.has been the trend of 
,the last decade, hospitals hiring four 'clerical workers for. 
every physician they cOuld afford to hire. The percentage of 
physici~ns' disposable income going to overhead costs . 
increasing from approximately 20 'percent to nearly 50 percent 
in many regions.of the country; hiring people in your offices 
or in your billing. departments whos'e sole function 'is to argue 
with insurance companies about who pays or what and what the 
kind of biLling codes you have to understand are .in order to 
be reimbursed. . . 

Moving'toward a comprehensive benefits package will 
enable us to move toward a single claim system, will enable 
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you to throwaway the thousands of pieces of paper that you as 
a patient or you as a professional are now. subjected to. 
There is no reason why we have t9 have the most complicated 
system for reimbursing you who provide care for medical care 
in the wor,ld. 

In fact, whenever anyone·says to me, "You know, the 
President I s proposal sounds kind o,f complicated ~ II I, always ask 
back, "Well, would you describe for me how our current medical 
system operates? Tell me who is covered under what 
circumstances, for what period of time. Tell me how you are 
paid for the services you deliver, and just describe for me 
what we currently have.". We could not have designed a'more 
complicatedsyst;:em,' one that, unfortunately, makes it possible 
for too many dollars to be diverted away from patient care to 
paperwork. 

Th~ third principle is savings, and it goes along 
with the first two. There are enormous savings to be realized 
in our .health care system that have absolutely nothing to do 
with ensuring quality of care. Some of the pioneering work 
about how we can make changes and how we deliver health care 
has been done right at this medical center. 

The work that Jack Wertburg and his colleagues ,have 
been doing has been pioneering w.ark, demonstrating there are 
significant differences in costs in regions of our country 
where we are performing the same kinds of procedures on the 
same kinds of patients with the same kinds of outcomes but at 
vastly different costs.• 


, 
So, we know, that there, are savings, if we change the 

behaviors' of both our patients and our professionals. We also 
know that there is waste and fraud and abuse which is in large 
measure fueled by the complexity .Of the system. I spoke to a 
large .group in Washington a few weeks ago, and a physician in 
the audiencie stoodub and said, "You know, I hgree with the 
direction of what you are trying to achieve. I just worry 
that there will always be a way to beat the system." 

. Well, there probably always will be" because there' 
'will always be people who wake u~ every~ay rebellious enough. 
to try to figure it out .. 'But at least if we miriimize the 
complexity of the system ~nd provide better information about 
practice styles 'and choices ,we are going to realize 
significant savings. 

". The' fourth principle is quality which, of course, 
has to be the primary.,feature that drives what we' intend to do 
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• with medical care in the future-., Right now, we are, beginning 
to understand more about quality outcomes, and we are 
beginning to appreciate how important it is to have' 
informatiori that can be shared widely so that both patients 
and professional~ dan~ak~ better decisions as to what kinds 
of quality outcomes are likely to be enhanced if they make 
different choices. 

Quality, will be enhanced in the President's proposal 
in several ways. We will be asking that information be 
reported so that patients, consumers will be able to make 
choices based on better information about health plans ,and 
providers. 'We will be'funding more research, both basic and' 
applied, "so that we can, continue to ,build up our research 
capacity in this country and hope to be able to find answers 

, to many of the problems that we think: are within 'our. reach"for 
solutions. So, quality will be a primary ~mphasis of this 
plan. ' 

T,he fifth principle is choice, and there has 
probably been as much misinformation about 'this feature as any 
one in the President's plan, because what this plan attempts 
to do is to iricrease choicewhich~-'dn a daily basis, is 
~ecreasing within our medical system. 

If any of you are familiar with the trends in 
employer-based insurance and.the desire on the p~rt of many 
employers in partnership with insurance companies to try to 
cut costs, ,then you know exactly ,what lam referring to, 
because most of my friends who are physici~ns and hospital 
administrators around the country report that almost on a 
daily basis patients call up and say their employer has made a 
different decision about who will be the insurer this year, 
and they are no longer permitted to go to Hospital Xor see 
Dr. Y. ' 

As we sit her~ today, choice is decreasing in a 

frantic effort to try to control costs, and the ultimate 

feature of this system is to guarantee that we will have 

choice if we pass health care reform, because under the 

President's proposal, every health region -- we call them 


,alliances; they are like purchasing cooperatives -- that will 
be established will have to guarantee choices to patients, and 
there wil'l always have. to be guaranteed a 'fee for service 
network, the.familiar way that many physicians still prefer to 
do business, but which will become increasingly ,difficult to 
maintain in :the face of the, kinds of changes that are 
currently going on in the health care system. 
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The only guarantee that you will be able to continue 
a viable fee for service network is in the President's 
proposal because it will be guaranteed legislatively. This is 
an,important feature because, as things stand now, it is 
appropriate to 'give patients, consumers the choice as to 
whether they wish to have a health plan that is an HMO'or a 
PPO or some other'form of network or whether they choose to 
obtain their services through a fee for service network. 

And wha~ we are attempting ,to do is to take that 
fundamental choice away from insurahc~ companies and away from 
employers ,whose primary desir,e is controlling costs,' and put 
that choice'where we think it belongs, in the hands of the 
consumer; so it will be that person who chooses, arid then to 
give more choices to physicians so that instead of being 
discriminated against by various forms of health,care delivery 
you will have more choices as to how you choose to practice. 

And the final principle is responsibility, and this 
ranges all the way from personal responsibility, asking that 
all of us take more care of ourselves, to the kinds of public 
health issues that,Dr. Koop alluded to that have to do with 
violence, and crime, and teenage pregnancy, and our high rates 
of AIDS and, other preventible,diseases. But it also has to do 
wi~h how we will pay for 6ur health care system. 

If we believe, as the President does, that universal 
coverage is necessary for two reasons, first, because in the 
absence of insuring everyone, w~ will continue to have shifts 
of costs' from pa'yers, one to the other, we will continue to 
h'ave far too much uncompensated care that will then be paid 
for either by increasing health insurance premiums of those of 
us who ,are insured or 'increasing taxe~ to pay for the public 
programs, so ,that universal coverage has an absolute economic 

'imperative to it that cannot b~ ignored if we ever expect to 
provide both security and cost contai~ment, and, secondly, it 
is an imperative because it is the right thing to do, but if 
you believe that universal cover'age is right both economically' 
and on human and moral grounds, there are really only three 
ways to ensure that ,such ,coverage is always 'there for 
everyone. 

There is the option that some have proposed of a 

single payer system in which a tax would be dedicated to pay 

for all health pare, and there are many strong proponents of 

that approach. And'the goal of universal coverage which that 

approach supports is one that is embraced in the President's 

proposal, 6ut that means of paying for it is not. The second 

potential way for paying for universal coverage is a way that 
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has been proposed by some, most not~bly Senator Chaffee in the. 
SeDate, ~nd that is throtigh what he call~ 'an individual 
mandate, muc~ as what we do now with auto insurance in some 
states. . 

Individuals w6u~d be required to obtain health 
insurance in a hopefully reformed insurance market, because it 
would be impossible under current conditions for those without 
insurance or those who have some contribution from their 
employer to afford health ,insurance as it is currently 

. structured. 

That is an important step forward in the debate 
about univeisal coverage, because it~ecognizes that in the 
absence of a requirement that people take that responsibility 
to be insured, we cannot obtain universal coverage. The 
problems with it, which we are discussing with its supporters, 
fs that we.would f~ar it would undermine the existing 
employer-based system' through which 100 million AmeriCans. 
currently ate insur~d.. . . 

I~ there wete a federal mandate that individuals had 
to be insured but not that employers had to participate, we 
would worry greatly that employers would drop health insurance 
for their employees, putting more employees into the pool of 
those who would have to purchase insurance, and since this 

'plan has a subsidy for-those individuals who .are low wage, we 
would fear that there would bea constant increase in the 
amount of money needed to fund that ,subsidy. 

~he third approach for funding universal coverage is 
the one the President decided to follow, and that is to build 
on what works today. One hundred million Americans are 
insured through their employers. By providing a system in 
which all employers and employees contribute, we would be 
doing several things. 

We would, first of all, .be leveling the playing 
field between those who. have taken on that responsibility ~nd 
their competitors and neighbors who have not. We can walk up 
and down any street in kanover or Lebanon or any town in 
vermont or Maine, and we can stop and look at stores right 
next door to one another, and you can point and say, this 
~mployer helps provide' insurance, this neighbor next door does 
not, but when the employee of the neighbor who is among the 37 
to 40 million uninsured working Americans get sick, they go to 
the hospital, which is paid for by the premiums paid by the 

'employer and employees next door. . 
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So we would be establishing as a basic principle of 
fairness and responsibility that everyone should contribute. 
And by capping the amount of money that all' employers would 
have. to pay, and by providing fin~ncial assistance for low 
wage workers and small employees, we believe, based on all of 
the analysis we have done, that this would be the most cost 
effectiv~ and financially responsible way to fUnd a .universal 
health care system. ' 

, These principles which we have reached after much 
work and consultatiori with people in eveiy state, people like 
Governor Dean, who spoke earlier, who has been, as a physician 
,as well as a governor, deeply 'involved in he~lth care reform, 
leaders like, Dr. Koop. and those who are here at the Medical 
Center at Dartmouth,,, and all, over the country, we believe' . 
these are prlnciples'that'should guide the debate for the next 
'months~ 

There is a lot at stake in health care reform, "yet I 
know that for-many .Americans it is also a proposed change that 
raises many questions and'some fears and anxieties as well,' 
but there is very little doubt in the minds of any who have 
looked closely at the trends in our system, at the increasing 
costs, at th~ way that larger and larger insurance compan1es 
and other corporations are taking over the delivery of health 
care, that the status quo is not acce~table, that standing 
still will not preserve what we have but continue to undermine 
it. 

And there is also another feature at stake which was 
referred to earlier today in my visit at the Medical Center, 
and that is that health 'care ~eform will t~ll,us a lot a~out 
what kind of people we -are,' what our values are, an¢! what we 
can do together again to try to take a stand for asttonger, 
more produ~tive America because, you know,when'you talk about 
secu~ity you'reno~ talking about an abstract concept. 

. ' 

He~lth care insecurity keeps, people in jobs that 
they would leave to better themselves but are afraid to 
because 'they would lose their health care benefits. 
Insecririty keeps people on welfare, because if they stay there 
they get medical benefits .. If they get off and go to work, 
they lose them. ­

Health care insecurity puts looks into the eyes of 
mothers and fathers that you as physicians have seen many 
times but I've only experienced in the last months. I don't 
know how it must be on a daily basis to be told the kinds of 
stories that I have been told, but to talk to a family, a 

,.' 
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well-off family living in Connecticut with two ,healthy 
chiidren whose third child was born premature with many 
difficulties, who reached.their lifetime limit on their 
insurance poi icy 'of $1 million wit~in the first year of their 
daughter's life,_ who cannot get insurance to bring that baby 

"home to tak. care of that child in their own home b~ca~se no 
one will insure them to provide the kind of nursing and other 
care that baby would need,' ana to realize the only way to keep 
that child in th~ hospital, in Yale ~ew Haven Hospital was to 
put her on welfare. 

Or to talk to the smallbusin~ss company,owners, a 
young family starting off in Boston who had good jobs but 
wanted to follow the"Amer.ican dream and start their own 
business. So they did, but they can't afford insurancie 
because small business is more dis~riminated again~t than any 
sector of our economy. 

And I'll neve~ forget'that mother looking at-me and 
saying, "I' had to tell my sons that this year they couldn't go 
o~t for spo~ts because if th~y got hurt we ,couldn't afford 
,it." 

Or, finally, to be at the Rainbow Babies and 
Childrens Ho~pit~l in Cleveland, Ohio, as 'I was ab6ut two 
weeks ago and to talk to a group of parents whose children 
have chronic problems that range from leukemia to cystic 
fibrosis to cerebral palsy, and to have the mother 'of two 
young daughters with, cystic fibrosis and a healthy, gbod­
100king10-year-6Id son say to me that ~hey had tried 
everything -they knew to get ,insurance for their daughters, but 
their father, who was a'small businessman, had always helped 
to provide insurance for his ,employees" and if he put his own 
daughters on his policy he could never do that for the rest of 
his own family" let alone his employees. 

But they kept looking until finally, one day, 
sitting across from an insurance agent; they were told, "You 
just don't understana. We don't' insure burning houses." ,For 
this mother to loOk at me and say, "How woul~ you feel if 
there but for the grace of God it'was yo~ and your daughter, 
and somebody referred to her as a burnirig house?U ' 

I can't even imagine how I wo'uldfeel~' But I don't 
think it's right that anyone, anyone ih this country should 
have to feel that. We have too much, to offer. We are on the 
brink of breakthroughs and medicial advanc~m~nt and ~esea~ch, 
and we need to begin to do what we know is' right', to' have a 
h~alth care systej1l that works for everyone and that gives us 
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all the security that we. des~rve to have .. Thank you all very 
much. (Applause.) 

DR. KOOP: Let me ,tell you what's happening right 

now. What you see before you is being televised to' an 

overflow room down the hall, and to four .sites on the camp~s 


at Dartmouth. All of the television sets at the Dartmouth 

Hitchcock. Medical center are carrying what you see, and this 

is also available by satellite and is being picked up .by the 

majority of hospitals in Maine, New Hampshire, and Vermont. 


I'm goi~g to ask several quesiions of the First· 
Lady, and then we'll take ~~estionstrom you. The microphones 
are in :the aisles. But I, ;c:tsk you not to make great big .long 
lines becaus~,then you obstruct the view 'of·the people sitting 
behind and on both sides of you. 

The questions that. I have to ask of the First Lady 
today have all come from part of this country up here where 
physicians are practicing in a certain amount of doubt and 
tincertainty. 'And the fir~t two questions that I'm goirig to 
~ut to the Fir~t Lady, I'~~oing to do so in the very language 
that I ~eceived them. And I do that becaus~ it expresses the 
situation so well and it represents what so many of you have 
told me. . 

So, Mrs. Clinton, here's number one. Many primary 

care physicia~s feel a great ethicalc6nflict as the 

gatekeeper in which managed care systems put them. That is, 

we are no longer .in the unambiguous position of patient 

advisor and advocate, but find ourselves also being expected 

to save the insurance companies' resouices. 


Ihdeed, to make it worse, weare given a financial 
incentive to sa~e the insui~nce 60mpariiei money, a situation 
that is virtually never understood by our patients. How much 
does it concern you that the system you are advocating 
threatens the v.ery foundation of a trusting relationship 
~etween physician9 anq patients? 

~RS.·CLINTON; Well, I think' that's an imp6rtant 
questiori, and it is one that physicians are concerned about 
because of what has develop~d in the last few years under the 

.title managed care, and I don't~think there is any doubt that, 
as with everything else, there is good managed c~re and bad 
managed care, and in many of the examples that I have been 
told about, primary care physicians hav~been put in a 
~ituation of being a so-called gatekeeper mqre for finaricial 
reasons than for the kinds of services that we want primary 
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care physicians to be providing. 

We have tri~d .very hard in this plan .to avoid that 
kind of result, and we hcivedone so in several regards~ We 
place a very heavy emphasis on primary and'preventi~e health 
care and are doing what we can to elevate the role of primary 
care physicians i~ several ways. . 

First, through the comprehensive ,benefits package 
that is included in the President's plan;'there is primary and 
preventive health care outlined that will be covered under 
irisurance, and there will be'a greater rate of reimbursement 
than currently exists underthe'public health plans of either 
Medicare or Medicaid for primary and prevEmt"ive health care to 
'generalistswhohave been identified in the plan. 

We want to begin to reeducate patients 'about the 
importance of primary care. We want patients to utilize the 
kinds of service that are only available at a primary care 
physician level. 

Atth~same time, we want to change the incentives 
in the system that'dri~e too many people in it now to make 
decisions that are based more on the reimbursement method than 
~n what is best· for the paiient. We want to eliminate the 
interfering relationship that currently exists in which 
insurance comp~nies basically have to be asked for permission 
by physicians as to whether tests or procedures should be 
performed. 

NOW, hqw is the best ~ay to do ,that? We think ,it is 
by moving more o~ our dollars~ iri health care into more, 
organized deliverY,systems so that physicians are calling'the 
shots, not insurance companies and not government burQaucrats, 
which is exactly what is happening now·and, left unchecked, 
will happen increasingly so in the future, even in rural 
areas. 

So, we think that instead of the kind of gatekeeper 
mentality ~hat exists in some managed care. systems now, what. 
we are advocatirii is an elevation of the role of 'the prima~y 
care physician, to full partnership wi'th the specialists where, 
in fact, the relationship between physician and patient will 
be enhanced, and the autonomy of the physician will be' 
increased. That is the goal that we have, Dr. Koop. 

DR. ROOP: The second question, Mrs. Clinton, 

touches somewhat on your answer. Recent years have seen a, 

mass mov~ment from small, rural,. private p~abtices to complex 
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organizations, a movement fueled not by a perception that 

these organizati6ns will provide better medical care, but, 

rather, by the reality that these organizations are better 

prepared to deal with increasing administrative hassles and 

frustrations of regulatory programs such as CLEA and OSHA, 

Medicare paperwork, and the complexities of multiple managed 

care programs. 


The question really has three parts to ii. Do you 
feel this restructuring of primary care practice is desirable 
for medical care, or undesirable but inevitable, or 
undesirable but not inevitable? (Laughter.) If you agre~ 
~ith the latt~r, how would you hope to reverse the trerid? 

MRS. CLINTON: I like those questions that end ,nAIl 
of the abo~eu or tlNone of the above." Those were always the 
ones I checked on standardized tests. 

I think that left unreformed, the mass movem~nt you 
refer to by which practices are being bought up,hospitals are 
being merged, insurance companies are determining who patients 
can seek care from, will continue at an accelerated pace. I 
think that's absblutelywhat will happen. I don't think that 
is desirable. I do not think that is the direction,that we 
want to move in, but which we,will if we merely accelerate the 
existing forces that are currently at work. 

I don't think that, the kinds of ,decisions that many 
~hysicians are feeling pressured t6make primarily on a 
financial basis are the ones that they should be driven by. I 
think there is a tremendous opportunity here for physicians 
'and hospitals to form themselves into net~orks, eithe~ 
preferr~d provider organiiations or fee for service networks 

,or variations on health maintenance organizations in which 
physiciarts call the shots, not insurance companies. 

And one ofmi fear~ is that ,because of a really fear 
on the part of many physicians who are themselves not sure 
what is going to happen in medicine, they will be unwilling to 
work with each other and with themselves to form multi ­
specialty clinics, to create the kind of networks that maybe 
are spinning out from medical centers that alread~ exist. 

So that,the decisions will be'made by professionals, 
not by business people. That is what my preference is. So in 
this plan we 'have money that we would target to,physicians to 
help them to' compete wi t,h insurance companies, to create 
networks so that they could be in a position to form health 
plans that could then try t6 get the business in a region, and 
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I hope tha~ the tr~n~ ~hat you describe which is currently 

going on we c~n try to overcome by moving on refor~ now and 

giving more authority over your practices back to physicians 

as ~pposed to what is currently going on in the marketplac~. 


DR. KOOP: I think the First Lady has made a 
wonderful point. That is that many rural physicians who 
practice alone feel that they. are now isolated and abandoned. 
Actually, the President's plan :empowers them to join with ' 
other like-minded people, and then deal with the alliances 
that are provIded for in the President ',s plan. In other 
words, I think for the first time in a long time such people 
can call the shots in a way they never could before. ' 

MRS. CLINTON: Th~t's right. 

DR. KOOP:' The next question has to do with managed 
competition, and, naturally, coming from here, the question 
is, how will fuanaged competition work in a sparsely populated 
;region like northern New J;:ngland? 

MRS .. ~LINTON: Well~ there are sever~l ways it will 
work. First of all, Dr. Koopreferred to the alliances, and 
let me just spend a minute talking about these, because I 
think there has been a considerable amount of misapprehension 
about what these are intended to do. . 

As many of you know, in more populated areas, large.· 
empioyersare beginning to call the shots in the health care 
system 'of a region, ,and they are. able to do so because they 
have purchasing power, and they are doing it at the expense, 
many times, of physicians who are eliminated from the plans 
which they d~cide to sign up for, and they ar~ doing it at the 
expense of smaller businesses that.cannot compete for a 
discount the way, the large businesses do. 

In several parts of the country, : though, w~ have 
seen how ,large groups or individuals. coming together are able 
to get the same kind of price discounts that only the largest 

,emplbyers have gotten for the last several years. W~ believe 
that by creating such a pu~chasing co-op, which w~ call an 
aliiance, ~e will en~bl~ small businesses, self-employed, and 
all other individuals in a region to join together in order to 
get "the discorint on price that would not otherwise be there 
for them. 

This has only to do with financing health care, 

nothing to do with delivering ,health care. ,This is not to 

regulate how you decide to deliver 'health care in a region. 
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It is to try to 'get the maximum purchasing power. 

NOw, the plans that will be formed in a region' will 
then compete for the business of those individuals who are 
enrolled in an alliance. So let's take New Hampshire as an 
,example. New Hampshire might set up one or two or: three, 
whatever they decide -- it's up to each state -- how many 
alliance area~ they would need,on~ alliance, two alliances, 
whatever was best for you.' , . 

That would mean that the people living in a certain 
geographical, region, through their employer, just as they do 
now, the employer would make a ~ontribution to the cost of 
h~alth, ins~rancei as would the employe~, but instead of it 
going to a particular'insurance .compariy who has come around 
trying to get your business, it would g6'into th~ ~lliance and 
then individual health plans, you know, the Northern New 
England Health Network, the Dartmouth Hitchcock Health 
Network, the ABZHealth Network, however they were defined, 
consisting of the physicians and hospitals'in the region, 
would send out information to everybody enrolled .in the 
alliande,and every year each of U$ would sit down ~nd decide 

.which p~an we were. going to. join this year~ . 

Now; you know what is the,closest analogy to this? 
It's how the federal government takes care of federal 
employees. This is how 'your Senators and Congressmen get 
their health care. The federal government as.the employer 
pu~s in 75 percent of:the cost~ The individual employee puts 
in 25 percent of the cost. . . 

The federal government then holds that money, and it 
goes out into the marketplace, and it says, "Everybody who 
wants to bid on federal employees' health care, send us your 
information and we'll let you all bid, assuming you're 
qualified," and the ~ualificatiohs have to do, are they 
capitalized enough, ate the~ hortest, you know, but it doesh't 
have anything to .do.with what kind of delivery system they are 
promoting, and then every y~ar everybody from the President on 
down to somebody working here in New Hampshire for the federal 
government gets ,a bunch of information. 

And they sit down, and they, say, "Well, this year I 

think I'm going to go join up with Health Plan X, because I 

heard from my sister that that was a good one, and that's the 

one I want to belong to." Or, "I like this information about 

what they're doing forch1ldren in Health Plan Y. I think 

that's the one 1',11 join up to." 
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So, in effect, what we are d6ing in rural areas is 
saying that 'if you are in the,al~iance area, as yo~ would be, 
then you have to have s~rvices available, and 'rural physicians 
will have the opportunity to do-~ne of. s~veral things. You 
can be part of a fee for service network. I could imagine the 
New Hampshire Medical Society organizing that for you. And ' 
you would then send out information to everybody enrolled in 
the alliance with the benefits of the ~ee ,for service network, 
but there might be other competing forms of delivering health 
,care, bu:t there would have to be at least three health plans 
in every al~iance. 

And what we are excited about when it comes to rural 
health care is that for the first time there will be 
reimbursement for you that will be available and stable. We 
will be ~olding in the Medicaid re6ipients into the univer~al 
plan. Their .rates will be there, and the uninsured will be 
paid for, and there will finally be a stability to the funding 
in rural areas that has never been there because we:are also 

,going to be ra ing some of the rates that have been too low , 
for the delivery of health ca:r:e in r,uralareas. 

And then, in addition, we have got incentives in 
there for all kinds of technical assistance, all kinds of 
opportunities for you to link 6p with ~eople in specialty 
areas, in lager communities. , So, we actually believe that if 
you look carefully at what's inh~re,for ruralpractiti'oners, 
this will be a big step forward ,both in ~ndingprofessional 
isolation, in providing a. st'eady stream· of reimbursement, and 
in giving you tool~ to take care of.you~p~ti~nts that have 
not been available t6you before. 

DR. KOOP: I will now stop representing the rural 
physicians in this part of the world and ask you a question 
from the ph~sicians at the academic medical center that you 
visited this morning. How will 'an academic medical center 
like the Dartmouth Hitchcock Medical Center be affected by the 
proposed increase in the training of primary care physicians 
.and the consequent decrease in specialist training? 

" , 

MRS. CLINTON! Well, it is true that if you look ~t 
our current distribution of physicians in the country, we h~ve 
approximately 70 percent of our practicing 'physicians who,are 
specialists 6r subspecialists and approximately 30 percent who 
fall into the primary care phy~ician categories."' ' 

And the situation among medical students projected 

out over the next 10 years is that l~ft unchanged, we will 

have 8~ percent of our physicians being specialists and 
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subspecialists and only 15 percent being primary care 
physicians. 

Clearly I that is not a good outcome to provide 
health care to the entire population in a cost-effective 
manner. Part of the reason we have so many specialists is 
that we have paid to have those specialists. The Medicare 
program for a riumb~r of years has funded gra~ciate medical 
education and has' funded the training of specialists and 
subspecialists. ' 

We are going to be changing that to pr'ovide more , 
funding for primary care physicians, and most academic health 
centers that I have spoken with are aware of £he ne~d to 
increase the supply of primary care physicians and are already 
taking steps on theirown l and, this will furtber that change. 

And in most areas of the country, for most specialty 
ar~as, there will not b~ 'a shortage. In fact, Dr. Koop told 
me the other day in'a group of physicians with whom we were 
speaking what the numbers of specialists would be oui in the 
year 2010, I believe l if we never tiained another ~ne in 
certain categories. They would still be in abundant supply. 
So, we don't worry about diminishing the supply of ' 
specialists, but we do believe we should increase the supply 
of primary care physicians l and this plan provid~s an 
opportunity to do that. . " 

DR. KOOP: We will now take questions from the 
audience at these two microphones I and this is a good time for 
me to say something that I think is appropriate. 

People tend'to compare what they think that ,they 
have now with what they think they,will have with the 
President's p'lan.' , I would suggest" that you compare what you 
have now with what. you w11lhave in th~ee years or five yeats 
if there is no health care reform. I 'think it's far worse. 
Over,here l sir. 

Q I'm John ~ark ~lowen'l president of the New 
Hampshire Nurse Practitioner Association l and I want to say 
that we as nurses applaud and support yours and your husband's 
plan and efforts. Many studies have shown that nurse 
practitione~s can and do provide high quality cost efficient 
care in up to 70 to 90 percent of primary care situations. 
And we'd like, you to speak to the issue of advanced practice 
nurses in healthc~re reform. 

MRS. CLINTON: I certainly will. We envision an 

MORE 

~, . 



expanded role for advanced practice nurses ~n primary care 
and hope that we canacco~plish that in the ,near future 

,because certainly, it is going to take some years to train and 
, retrain a sufficiept ~u~ber of primary care physicians, but 
with ~ system in which we are trying to prevent problems and 
deal with them before they bec6mecostly in either human or 
economic' terms. 'We see a great opportunity to use advanced 
practice.nurses and have provisions in the bill to do so. So 
that is something we are committed to doing~ 

DR. KOOP: Sir? 

Q Hi. I'm Bob Santulli. I'm a psychiatri~there 
at Dartmouth, and I also want to say I have great respect and 

. admiration for much of what you are attempting to accomplish. 
I do; however, have a lot of cohcern about what appears to be 
rather discriminatory limitation of coverage for" patients with 
psychiatric illness and, in particular, those with severe 
psychiatric illness, and" I understand that there are recent 
plans for perhaps even limiting that coverage still further 
from what was originally proposed. " 

And I know.that there is talk abou~"eventually 
'increasing psychiatric coverage to a parity with that with" 
·other medical illnesses, but I think many" of 'us .in our field: 
have great concern that that is not likely to happen. And" I 
am wondering if youc6uld talk about.the rationale from a' 
health care point of view, aside from just a financial point 
of view, for·offer~ng different cove~age for severe 
psychiatric illness compared to other forms of severe medical 
i11ness. 

MRS., CLINTON: Well, I'm glad you asked that, 
because there's been a lot of confusion and anxiety about the 
mental. health 'benefits that are included in the plan, and I'd 
like t9 try to clarify;' ·if I could,· because we, of course, 
think that including mental healthb'enefits as part'of the 
comprehensive benefits package is an enormous step forward for 
mental health. To reqUire that t~eybe made available is, we 
think, the first step toward eliminating the stigma and the 
disparity in treatment that mental health for too long has 
received. 

So, ~he first point I would make is that we will 
provide all Americans for the first time coverage for mental 
illne~~ cind sub~ta~ce abus~ coverag~iand ,for those Americans 
~ho are most seriously ill, there will ~olonger bea lifetime 
dolla~ limit on what their insurance will cover for the 
treatment of menta~ health and SUbstance abuse. 

MORE 



That is another remarkable step forward, because in 
our survey of all of the plans that we're aware of, even the 
best benefits package under current insurance often provided 
like a $75,000 lifetime limit fora schizophrenic. I mean, 
that was not acceptable in terms of treating the severity of 
the mental ·illnes~~ . 

What we have tried to-do is to'start by focusing on 
those ~eople who need help because of severe ~nd chronic 
mental illness. We thin~ that'i the place to start: And we 
also believe that by working to try to provide the flexibility 
that we have in the plan, it will actually enhance the 
treatment for those who are chronically ill. 

For example, the mental illness and sUbstance abuse 
benefit will give you, as a.psychiatrist, and other health 
care providers the flexibility to tailor their treatment to an 
individual's needs, and the option of providing up to 120 days 
of intensive nonresidential treatment represents a new 
direction in coverage for mental health and sUbstance abuse. 

So, we .are absolutely committed to covering mental 
health, because we think it makes good sense for the 
individual as well as for the system. The bill does not cut 
the hospital stay in half" contrary to what some people are 
saying. Up to 60 days is still available 'for patients who are 

. a threat to their own lives or the lives of others, or if they 
need to initiate or adjust their medication. or receive some 
other necessary treatment. 

Ttiere was never a 40-day limit ori anything in the 
plan and there is not now. So, I think that there has been 
some real misapprehension about what is available. And I know 
that in particular in New Hampshire there's been some concern 
that ,somehow this would disrupt the community:-'based treatment 
model that New Hampshire' has. built up, and actually we see it 
just the opposite. We see it as enhancing the utilization of 
that. model. . 

So, we would be glad to have you and others 
concerned about mental health speak directly to some of the 
experts who put this together to explain what we have in the 
plan and how we believe it will work because we consider it a 
rather significant step forward on ,behalf of mental health. 

DR. KOOP: I am' pleased to see that some people are 
staying on the other aisles, and so, in the sense of fairness, 
sir, if you would go four from the end in that aisle, and you 
would go three from the end in that. aisle, everybody can see. 
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You, three from the end in 'that,' four from the end, you three 
from the end there. No,. .You what? 

Q I was in the line when I was asked to come down 
here • • 1 was alr~~dy in the line.' (Laughter.) 

DR. KOOP: I am still going ,to take her first~ You 
can stand there as long as you want until I recognize you. 

Q sir, I was in line;' It was my' turn. 

MRS. CLINTON: Yes, they ate lining up over there, 
Dr. Koop. 

Q I was told to' come up there, ,and then come down 
here. All right? 

DR .. KOOP: Thank you. 

Q, All, right. 

DR~ KOOP: Come on back.'(Applaui~.) That's the 
second time I've been wrong this year,_ (Laughter.) 

. ' 

Q Well, Mrs. Clinton, it's so exciting for me today 
to see hundreds of people lining up to you. 'Having met 
President Clinton for the first time in Larry Radway's living 
room at a coffee klatch I find that being on th,e bandwagon all 
along is great, but t'ma little nervous now; 'especially as I 
was almost asked to sit down. (Laughter.) 

DR. KOOP:' You mad~ a pretty good speech. Go ahead. 
(Laughter.) 

Q My friends know the only thing I can tell -- I 
was so'impressed to hear a speech without notes. I can't even 
ask a question. I can tell a joke without notes, but the 
question I would like to ask is; under Title 5 there's been a 
traditional public health responsibtlity t6 provide services 
to vulnerable populations such as low income women and 
children with 'special health needs. ' 

The draft of the present health care,reform plan, as 
far as I know, calls for phasing out·of Title 5, and my 
question is, how are these children especially going to be 
provided the very comprehensive arid intensive interventions 
they need under the present plan, 'especially for the low 
income families? '. 
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MRS. CLINTON: Right. We are continuing a lot of 
the services that are referred to generally as Medicaid wrap­
around services· for the non-Medi6aid eligible children, 
because we recognize that need. We are also continuing and 
providing a stable funding base for public health, because 
there will continue to be a public health necessity for- a lot 
of services that will be better suited to be delivered in that 
context by public health facilities. . 

Let me givey6~ an example. I ~ad a large group of 
physitians and nu~ses ~nd hospital administrator~ and business 
leaders from a'large city in Ohio who were in to see me, and 
what they've been doing in preparation for this, in trying to 
create this health plan that I mentioned before, is coming 
together with the medical society and a couple of large 
hospitals and beginning to create these networks. 

And they have partnered with the public health 

facIlity, the community public health facility, because they 

know that if there is an alliance in that area there's going 


" to be funding in that area for the first time to take .care of 
th~se vUlnerable populatipns, and so they really se~ an 
ebonomic,again, as well as an ethical reason to partner with 
the publ{c health facilities. 

So we" intend to maintain public health. We intend 
to fund public health for the reasons .that you imply, because 
there are populations that are going to be better served . 
the~e, but now that everyone will carry with them 
reimbursement, there will be some populations who will Dot 
rely on the public health system any longer. 

They will go t6 your offices, and they will have 
money to pay·yo~~ and they will go to the hospital, and they 
will have money io pay the hospital, so that we don't know yet 
how broad a public health infrastructure we need, but we 
intend to keep funding it and then watching it and seeing how 
much' we will require as we move toward universal coverage. 

Q I would like to ask a question very much apropos 
of what was just said. It has to do with the sam~ subject of 
special needs children. The plan, as I understand it, says 
that there will be provided treatment for 60 days as long as a 
child is improving. Now, there are a million children in this 
country who will never improve, and you fight day after day 
after day just to.maint~in them ~here they were and keep them 
from sliding down. Something has to be done about that~ Are 
you all aware of it? 
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MRS; CLINTON: Yes, we are aware of it, and we 

thought we had made adequate provisions in that, and several 

experts have pointed out some, additional things that need to 

be added, and we, are looking at that~ 


DR. KOOP: Yes, sir. 

Q I have often heard the 6ontention that primary 
care'will save us a lot of money, in this system as opposed to 
specialty care, and I" d like to know what the actual data base 
that that statement is based upon and specifically how it 
corre6ts for'complexity and seve~ity df ca~~, and, most 
importantly "with regards to ~.reatment outcome. 

, MRS. CLINTON: Well, I can't answer ,that in 30 words 
or less, but we'd be glad to give YQua very detailed 
description ,of why we believe preventive care will save us 
money, and let me just give you a few examples. We know now 
that a large portion of our population, mostly the uninsured, 
but not only the uninsured, use the emergency room as their 
primary care physician. 

They enter it late, and they get the most expensive 
care available for matters that anyone; specialist or not, 

'would agree,are not e~ergency room'kinds of treatment; 
Providing primary and preventive care in the comprehensive 
benefits package will enable millions. of. Americans. to seek 
appropr i.,ate .care 'for the, first t,ilJle. 

, ' 

, . . . 

. Providing insurance policies that will pay for the 

mastectomy but not the mammography, will pay for the 


'hospitalization of the child but not the well child' exam will 
save money, and there is a ream of cost benefit analysis to 
that ,;point. 

NOW, your question implies another question which I 
often get from specialists, which is, yes; but many primary 
care physicians may not recognize theseve~e or complex 
treatment need that is presented't6 :them 'by their patient, and 
is itre~lly cost effective to go first to the primary care 
physician before going immediately, self-referred if you will, 
to the specialist? 

, ,And again, I would only say ,that if we have a 'system 
in 'which ~ve~~ American has'insuranceco~erage,and w~ get 

,Americans to begin to recognize the importance of preventive 
'care, and we get an adequate s~pPly 6f' primary care physicians 
who khow what their jobs are and don't keep ~atients because 
that's the,ohly way they can get ~aid, inappropriately, I just 
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don't think that that's going to be the kind of problem that I 
know many. specialists are concerned about. 

But we certainly have more than adequate 
documentation tb support the bost b~nefit of having us. move . 
toward more primary care and gettirig it as early as possible . 
iri a person's life, namely, prenatal and early childhood. 

DR. KOOP: Sir.? 

Q "Hello. I am Wallace Goode. Iamvice president. 
of the Franklin County M~dical Society. And we ar~ 
predominantly a private, solo, small practice group of 
practibes in a relatively poor county on the Canadian border 
of Ver,mont, and we care for our' patients regardless of their 

'ability ·topay, and w~ work with them 'financially, 1f they have 
need. . 

6ur major concern about the 60rporate integr~ted 
~etworks 6f managed'care, which i~ one of the centerpieces of 
the reform package, is that we personally experience that 
concept now through HMO's, that is, health maintenance 
or.ganizations. We find ,that the greqtest deficiency that an 
HMO has is eliminating, limiting, effectively restricting 
charity patients, uninsured patients, and government program 
patients such as Medicare and Medicaid from 'their roll::;. 

As these corporate systems contract with employers 
and employees for care, and putting us out of business" who' 
will be left to care for these populations that they don't 
take careot, ~hich in our county is over 50 percent of our 
patients? . . 

We suggest the creation of a mechanism that assures 
that an iptegrated system of care is required to accept, 
enroll, a~d provide the 'same quality care for at least the 
same percentage of th,ese 'populations as for the working and 
employed persons'that th~y enroll that are residing in a given 
area, maybe even.b~ zip code. 

MRS. CLINTON: Well, let me assure you that the 
situation you just described, and your legitimate concerns 
about it, is absolutely accurate today but will not be so 
after reform. You will no longer have different populations 
of patients coming into your office. There will no longer be 
a program called Medicaid. There will no longer b~the. 
uninsured. Everybody will.ha¥e, this health security card, 'and 
you will not know whether their payment is 10.percenttheir 
employers, 80-20 employer-employee, a discount for small 
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business, prim~rily goverriment-supported because they would 

have been Medicaid eligible under the old system. 


So, we ~re ~oing everything we can to ~liminite the 

very difficult probl~m you have just described, which has led 

to massive discrimination, against certain popUlations of 

.patients, and you also will' no. longer have to hassle with all. 
,the di~ferent forms. ,f mean, many physicians and HMOs as well 
try to. eliminate from coverage people who have complicated 
reimbursement issues as well as chronic or other difficult 
problems associated with poverty.. 

That will be outlawed. There will not be any 
opportunity to do'so,'and there ,won't be the incentive, 
because everybody will come with a reimbursement stream. So, 
I believe that we have provided,the answer to what is a very­
distasteful,situ~tio~ for many,physicians in the situation you 
have just described. ' 

DR. KOOP: Sir. 

Q (Inaudible. ) , 

, MRS. tLINTON: Well, the transition we're going in 
state'by st~te, so that when New Hampshire is ready to provide 
universal coverage to everyone, New Hampshire goes in, but it 
has to be ready, assuming we, pass the legislation next year,.' 
by 1997~ So, if Vermont gets a little bit of a jump start 
because they've done so much work under Governor Dean, they 
might be in a year 'or ,so before New Hampshire, and every 
citizen will be in. Nobody will be left out as they move in 
toward the universal coverage. 

Q Hello. My na~e'i'Mark Reed~ I'm a psychiatrist 

here at Dartmouth" and I have a couple of ''questions about ~he 

mental health;coverage,and I appreciate,your.present~tion 

today and giving us the opportunity' to interact with you. 


One conce:.;n is the yearly limits on mental health 

coverage, whether it's 60 days'for inpati~nt or 30 days for 

outpatient, and wha~ do we do with our patienis who continue 

to be very depressed, psychotic, or suicidal and need 

treatment? ' ' . 


The second one that partial hospitalization for 
substance abuse treatment or, if we want, continu~d outpatient' 
care are available but they are available in a tradeoff. You 
can get two partial hospitalization days for one inpatient 
day. And what·this'requires us to do 'with 6ur patients is~to' 
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," 

predict the future, and wh~le ~any of us are good, we are not 
that good. 

And it's going to put us in a challenging position 
where we may find ourselves running out of benefits towards 
the end of the year, and I wonder if you can help us figure 
out how to struggle with these issues. 

MRS. CLINTON: I c~nnot help you. ,I am not an 
expert on how you are going to be able to·make those 
d~cisions. The reason w~ hav~ come to that point, though, is 
because this plan is notprovidirtg everything everybody wants, 
contrary to some folks' claims. We think this is a very' 
solid, good, comprehensive benefits package for a'll Americans. 
We don't include dental care for adults.. We don't include 
vision care for adults. We don't include cosmetic surgery. 
We don't include as much mental health benefits as we would 
like to see included. 

We believe that we have to start where we are 

startin~, and this has been developed with an ext~aordinary 

amount of cooperation from the American Psychiatric 

Association, the American Psychological Association, the 

social workers arid others who deal with' patients that have 


,mental health and substance abuse problems. . 

Is it what everyone would want were 'they to wave a 
magic wand and we had all the money in the world? No. Does 
it remove some of , the hard decisions that you as a 
professional will have to make? No. But you'make those 
decisions every day now, because you have lots of people 
without insurance who have problems. You have lots of people 
with lifetime limits, who have problems~ , 

We are providing a base level of benefits that we 

think is a very good start, but we have not been able to do 

all that any would want us to do, and that's part of the 


, continuing challe~ge that we will confront, but I think we've 
got a very good beginning on mental health benefits. Tha~ks. 

Q Hello, Ms. Rodham Clinton. My name is Carlos 

Montegrillo, and I'm an attending psychiatrist at New 

Hampshire Hospital. B\1t I don't have,any"mental health 

questions. I am also an assistant professor at Dartmouth' 

Medical School. I'm much of a supporter of your ,plan, and I 

applaud the leadership that you and the President have 

demonstrated in resolving this national, tragedy. 


My question specifically asks you to focus for a 
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moment On the hospital accreditation and certification process 
administered by HCVA and the Joint Commission. I am aware 
that in the report, ~he health security report ,to the people 
you mention the need to simplify the accreditation' process and 

. remove duplication and so forth. 

,However~ I see little ~eference made to the enormous 
waste of precious resources irt keeping up with standards that 
set by HCVA and JCHO that, ih my opinion and in the opinion of 
most of my colleagues are, at best, irrelevant to the clinical 
care, clinical practice and quality care~ and at wo~st are 
'demoralizing. and destructive 'forces·. in the 'fabric of good ' 
clinical care. (Applause.)' , 

I entered the field of medicine and public 
.psychiatry with a pledge to help those iri need and in pain, 
and because of a belief that I could make a difference in the 
lives of my patients and in our community. However, I ~m sad 
to report that the clinical practice today leaves me in a 
'situation where I spend most of my time treating the chart and 
very littl~ of my time treating those I pledged to care for. 

, '. . 
MRS. CLINTON: That's exactly right, and that's why 

we need to reform this system. And -it ,is so interesting to 
me, you know, to look at the. ways that the federal government 
has tried to control health ca~ecosts .in cdnjunction with 
accrediting agencies and others over the'last 12, 15 years. 
They ~ave i~cieased micromanagement. They have iDcreased 
regulation. They have removed discretion. They have· 
interfered with your clinical time and your patient-doctor 
relationship. 

Now, why have they done that? They've done that 
because they have not been a'ble to figure out how to take what 
is still principally the last remaining pie~ework payment 
system left in America. Your ancestors who worked in the 
mills would recognize 'this payment-~ystem, in which'you are 
paid on the basis of the procedures'you perfdrm,the diagnoses 
you report, and how you thEm code your bills so that you can 
get the maximum by bundling as many together as possible. 

And that is not a reflection on any physician. It 

is how the system works and drives you to make these 

decisions. That has not worked, and it has been done by 

Democrats, it has been done by Republicans, it has been done 

byconservatiyes, it has been done by tiberals, and it has 

been a disaster. 


And so, inste~d of increasing the ~icromanagement, 
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trying to figure out how to be' more and'more refined, and 
hiring more and more pe'ople at HCVA to interfere mOre and more 
with yo'u, to try to control volume while we decrease, price, 
which inevitably will h~ve you, then, try to figure out how to 
do more so you can get your overhead paid, we are trying to 
say, look, let's move toward more capitated systems, let's 
give you a certain amount of money and tell you to make those 
decisions, and let'~ eliminate a lot of the necessary 
regulation that has nothing to do ~ith ~atieri~ care or patient 
outcome. 

But in order to do that you have to recognize you 
cannot cOntinue the existing fee,for service system as it 
currently exists without having some changes or some kind of 
agreement among physicians,' which is why we advocate changing 
the antitrust lawi, so that you c~n make those sorts of ~ 
decisions; because ~hat you have described is what doctor 
after doctor tells me. Yoti spend your time as a cler~. iifty 
percent uf the time of' nurses is now spent filling out forms. 
Nurses spend countless hours running around hospitals finding 
doctors to sign forms for procedures they were ordered to 
perfoFm whic~ they have now performed. 

It ,goes on and on. And then you dO the bills, and 
the'bills go to fiscal intermediaries, and'all'these other 
grou~s ,that ~re paid biilions of dollars that have nothing to 
do with taking care of people. That's what we are trying to 
get rid of, but it's going to take changes in the way you: 
think about how your practice and how you behave with respect 
to the payment stream in orde~, to bring that 'about, and that's 
what reform is, really aimed at doing. 

Q My name is Margaret Sidon. I'm a neurologist. 
And I work at New Hampshire State Psychiatric Hospital. And I 
am also the mother of,a schizophrenic son and a member of the 
Alliance for the Mentally Ill. And I was going to apologize 
for again speaking about mental illness, but then I decided 
it's about time a lot of people spoke up for mental illness, 
the mentally ill. (Applause.)" ' 

They have been discriminated against, as you know, 
for centuries, and they have certainly been discriminated 
against as long as medical c~re has been available in 
civilized countries, and I am very appreciative, and I am very 
understanding of ~hat you are doing and what you are planning 

, 	in the new sy~tem. But it ,still discriminates against the 
chronic ~everely mentally ill. 

As a neurologist, if I treat somebody with 
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Parkinsonism or muliiple sclerosis, I do not believe there is 
a limit on the number of qays they can be hospitalized or the 
number of visits they can have to their neurologist in the 
community. That depends on how sick they are. 

But if they have a brain disease that causes the 
emotional and behavioral changes that we call schizophrenia, 
then there is a cap oritheir hospitalization and there is a 
limit to the number of· outpatient treatments they can have, 
and, as I understand it, there is a. greater copayment to be 
required and a payment for the first day in hospital for 
serious mental, illness. 

NOw,. if that's '''correct, .1 don't understand the. 
reasoning for it except perhaps so'mevague throwback to the 
days whel,1 mental illne'ss was thought to be 'either the fau+t, of 
th~ family or the' fault of th~ individual t~efu~elves and so in 
some subtle way they need to be puriished: (Applause.) 

MRS. CLINTON: No, I'm'sure there is that underlying 
sort of historical and cultural coniext, but it is really from 
our perspective much less a question of history as it is of 
economics. There h~sbeen a great deal of work that has gone 
into this, package of benefits. The amount of money that is 
allocated to mental health is equivalent to,the very best 
private insurance pl~ns that currently exist that include 
mental health. 

The problem is, there has not been a lot of 
experience economically that provides the sort of information 
we need for actuaries to fully evaluate what the costs of the 
mental health benefit are likely to be. So, we have chosen to 
put in as much as we thought we could justify" at this, time. 

Now, there wili always be additional insurance 
available .. We .ai~ not telling peopie they cannot' buy 

,additional poli6ies to cover mental illness.- We think there 
will be a market for those. But in terms of what every 

, American is en~itled' to, we have done the very best we can. 

I r~gret that there is a stigma, and you are 
absolutely righ~.'It exi~ts. People don't like to talk about 
mental health. They d6n'tlike to think about taking care of 
substance abusers~ it does make people uneasy. But what our 
task is is to establish within' the universal health care 
system that this reform plan is aiming to create the basic, 
fundamental ~rinciple that mental health is healthw 

If we can do. that, that will be such an enormous 
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• step forward,. and I regret that the individual issues as a 
practitioner, as a mother~ as a citizen, that would lead you 
to feel that it's not sufficient will be there. There's 
nothing that I can dp ab6ut that. But I.think it is'so.far 
beyond any~hirig ~hat we have ever d6ne as a ~ation that I 
certainly hope we'~e able to maintain it. 

I will tell you th~t among the many battles we will 
have is eliminati~g mental health fr'bm the' comprehensive 
benefits package altogether because there are manY,many 
people in this country and·in the. Congress who do not believe 
it should be provided as a universal' benefit. We are going to 
have to fight very hard to keep what is in there. And then, 
hopefully, we will be successful, and we will'buildpn that as 
we mov~forwa~d .with more experience about ho~ to c6ntrol 
costsan'd render good " cost-effe'ctive treatment for substance 
abuse and mental. health. 

Q Mrs. Clinton~ my name is Dr. Thomas Cochran. And 
many practitioners and ph~sicians practice ver~ expensiVe 
defensive ~edicine and are buried under this mountain of 
paperwork which you refer to because of the unfriendly medical 
legal problem that faces the physicians in this country. What 
does your plan do ·for tort reform and medical malpractice 
reform for the practicing physician? ' , 

We have a series of' reforms that are bein~ proposed 
ranging from requiring alternative disp~t~ resolution before 
any case could go to court~ requiiiriga certificate of merit 
that actually certif ,which has proven effective in'some 
states that have tried it, that a case is meritorious, 
beginning work on pra9tice protocols and guidelines so that 
physicians will have ~ presumption against any lawsuit that 
might be brought~ li~iting attorneys fees. 

We have:'; tried to 190k at tl1e whole range of iss.ues 
affecting defensive medicine and cr~ate some disincenti~es in 
the system for'unnecessary and frivolous lawsuits and to begin 
to provide through these practice guidelines protection for ' 
physicians so thatthe~ don't have to worry about looking over 
their shoulder.' ' 

I think that's ultimately'the most effective way to 
prevent medical malpractice 'c~sei so that a physician 'is armed 
with the presumption,of appro~riate treatment because tif the 
.working up by, the:profession itself of what the practice 
guidelines'would be if faced with a certain kind of problem. 

Arid I think that's where the most promising area is, 
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and th~re'smoney in the plan to begin and do that right away.. 
The physicians here from Maine know that there has been some 
early success in trying that in Maine, and it's an idea that 

. we want to s~read nationally. . 

Q Mrs. Clinton, I~m Burt Richardson. I'm not a 
psychiatrist. (Laughter.) I am a p~imary care pediatrician 
from a semirural area of Maine, and I've been in practice for 
16 y~ars there. I have noticed over the'ye~rs that what 
provides the most effective care and the least costly care is· 
a trusting relationship between the parent and the 
pediatrician or the patient and the Fhysician. 

And something t~at we're dealing with right now is 
really a heart~r~nding separation bet~een the provider, the 

·primary care physician and the patient, and this is not at the 
will of the child, certainly; and not the will of the patent, 
but arbitrarily by the employer and the way the system is set 
up. 

Choice .is offered, but when you ask what is the 
choice that the employer offers, it's take this plan,. which 
means, we can't have you as a ph~sician or pay $700 a year and 
take another plan which could include you as our physician, 
and that, for most· of my families I' is no . choice . 

. What kind of guar:antee in your health reform package 
do you have that a physician and a patient can.m~intain·that 
relationship and throug~that "trust save costs as well ~s 
provide really good care? 

. 
" 
"MRS. CLINTON: Well, the most important thing we 

have done is to shift t~e decision away from the employer. to 
the individual, because what you describ~ is' what is happening 
every day, where employers',are posingeitheri'no choice. or, in 
effect, such an unattractive choice that it amounts to no 
choice. 

Under our plan, all ,employers will pay the 80 
percent. towar4 the health care, and .all employees ~ill pay the 

'.20 percent. It 'will be taken out" of their" paycheck, just as 
now we take out of your paycheck what we pay for Medicare. I 
am always surprised .when somebody says, "We don'.t want ~ 
government system." And' I say, "Well, do you support. 
Medicare?"· And they say, IIOf course." And 1'say, "What do 
you think it is?" I mean, it's paid for bya payroll tax. 
That's how you pay for Medicare. . 

And what we/re~alking about here is that you will 
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have the employer make the 
" 

contribution. You just add it to 
the things that the emp10yerdoes at the end of the month or 
every quarter. But ,the individual wiil make the choice,,' and 
there will be at, l:east, three choices," and depending upon what 
the cost variations ar~ in a 'region, the individual will have 

, a full range of choosing among what is available. 

Now, will:som~ plans cost a little bit more for an 
employe~ to join? Yes. And some will ~ost a little bit less. 
B~t we are also trying to make it very difficult for plans to 
discriminate against physicians,' so that you will always be 
able to join a fee for service network, and you will be able 
to join probably whatever else you want to join within your 
region. 'That will be up to the physician. 

So, we think we've increased choice, real choice by 
taking it away from the employer, giving it to the employee, 
and p~eventing the discrimination that currently exists 
against physicians. That's the riest answer we have to trY,to 
d~~l with what you see every day ,in your practice. ' 

,·.DR. KOOP: The First Lady is essentiall~ 
indefatigable, but she has several appointments this afternoon 
and this evening, so your question, sir, is the last~ 

Q Tom Dodds, anesthesiologist at Dartmouth. I 
applaud your efforts and the fact that you have brought this 
issue to the forefront. I also applaud many aspects of your 
program, in particular, the impact on patient access and 
patient security. My major concern is regarding cost., And 
have two questions with this double-edged sword. 

As I understand it, each health alliance will have a 
budget cap. What provisions'are there to see that these 
budget caps are not exceeded and, if they are exceeded, the 
federal budget going further into debt? 

My second question is the other side of this double­
edged sword, the degree to which the caps hold and are 
effective is the' degre~ to which there is a disincentive for 
new technology,. And are you m~king any provisions in the plan 
to ensure that what is perhaps one of America's greatest 
industries, medical technology and biotechnology, are not 
sacrificed because of these caps and disincentives? 
(Applause. ) 

MRS. CLINTON: Let me spend a few minutes talking 
about this caps issue, because although it's not a question I 
get asked often, I know it's one on the minds of many 

MORE 

I 



.' 


· providers astp how it wou'ld work. 

Unless New, Hampshire, Maine, and Vermont are very 
differentf~om every other stat~ in the country, it is likely 
that you have an insurance commissioner or an insurance 
department. And it is likely that that insurance department 
has some authority over the health insurers that do business 
in your states. . 

And every year or every other year, whatever the . 
timetable is, ~hose health insurers go to your insurance 
department and say,' "We intend to raise our rateS 8' perc~nt, 
10 percent, 12 percent, whatever." Arid usually insurance 
departments may argue a little bit, but in the face of what 
have been exploding costs for all of these years, they usually 
grant permission for the health insurer to go to you, the 
employers, and say, "Here'S how much we're going ,to charge you 
this year." 

So, in effect, there is a budget. The budget is 
determined by each individual health insurer, with the okay of 
whoever the regulatory authorities',are in each state.. That 
goes on today. But it's not effective because none of us have 
the tools to compare apples to apples. It's impossible when 
insurer X comes into the office in the state capitol and 
insurer Y comes in, and'insurer X says, "I want to go up 8 
pe.rcent," and insurer Y says, ," I' want to go up 12 percent," 
because they have many different policies, deliberately 
designed to ,confuse everybod~, and deliberately designed to 
pick out different pop~lations to make the most money off of 
them. The' insurance commissioner says,UWell, how do I 

. compare apples to oranges? I,mean, I can't say that the 8 
percent increase is. unfair or, good compared to the 11 or 12 
percent increase because I can't compare them because they're 
different policies." 

What we are proposing is that we have a 
comprehensive benefits policy that is the baseline f.or health 
security for everyo.rie. We are not proposing .aglobal budget 
in which you can,'t spend any more money than that. You can 
continue to buy additional health care out of your own pocket 
for whatever you want. We don't cover, for example, cosmetic 
surgery in this, and if you choose to have a facelift for 
cosmetic purposes, .. you are perfectly .fr~ee to spend your money. 
to do that. 

Btitinstead of it being impossible to compare apples 
to oranges, we will have. a compreher"lsive benefits package that 
we' will be able to compare throughout the State of New ' 

, "tt 
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Hampshire, Maine, or Vermont. And we will get bids, because 
., 	 each health plan will come in and will say, "We can pr6vide 

these health benefits at this cost, so that's why we think you 
ought to join our'health,plah." And another health plan will 
come in and say, ·"We can dO,better than that. We can provide 
them' at this minus that cost." 

~nd then each individual will make the decisiort as 
to what health plan t~:join. And so we will begin to have 
what will be real experience about how much itaqtually costs 
to deliver health c~re in every region 6four count~y be~ause 
we will be able to compare health plans, how much each of them 
can afford to deliver t~e same services, and how many are 
ef,f icient, 'and how many are '. ineft' icient" and what changes they 
have to make. 

This budget wilY not ~o into effect. It is there a 
backstop. that if.' the system works a.s we think it works, which' 
is that through your coming together in a fee' for service 
network or ~n HMO or however you choose to organize . 
yourselves, you are able to provide those services at a good, 
affordable price that people can pay. 

But what you have to understand, particularlY,here 
in this ie~ion of the country, is that we are starting, as we 
move in refrirm, with vastly different ~evels,of payment around 
the country. And so if we don't have some kind of budget 
backstop, those regions of the country that today charge three 
times what you charge. to be reimbursed for a coronary bypass 
or a catatact riperation, they.will have the advantage'of 
always getting more money with 'their built-in inefficiertcies 

,in the .system. 

So, we have to have some kind of budgetary 
discipline backstop, much as what the insurance commissioner 
could do today if he could compare apples to apples. But the 
whol~ idea behind health care reform, as the Pre_ident 
envisions~t, is that once you are no longer being driven by 
how many forms you have to fill out and therefore how many 
procedures iou have to do, but instead by thinking, how can we 
provide quality health cate for the people of northern New 
Aampshire, or n~rthern New England, then you,will be able to 

'realize the efficiencies that will come from eliminating the 
~aperwork, from having more effective ways of deliveririg 
health care, by. looking at what works and learning from each 
other. 

So, we actually think your question, your double 
edge can.be answered this way~ Yes, we do think we need some 
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kind of 'budget discipline in the sy~tem to set as a backstop 
against which practice decisions can be made, but no, we don't 
think that in most instahces it will ~ver be necessary to 
implement. If it is, there is a system by which itis not a 
big government regulation if you go over a certain level. 
It's like i~ your owri~usiness.. Then you make some cutbacks. 
But you make the decisi6nsabout what it i~. ' You decide. 

(End of tape~) 
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