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DR. C. EVERIETT KOOP: Thank you very much. Before I 
intl:1oduce Hillary Rodhaml Clinton to you, I want to express my 
pers'onal admiration and' :gratitude to her for her leadership of the 
Pres'ident's health care ,reform effort. 

I I . . I . 
I . She has brought to this assignment exemplary energy, 

unfailing diligence, br~adth of vision, attention to detail, care and 
comp,assion. But I'm su~e that these words are not new to her. Ever 
since ,the Clinton health care plan became public -- and especially 
sinde her highly lauded /testimony before Congress -- accolades have 
certainly come her way. And although the compliments for her 
accomplishment in producing a comprehensive reform plan are very well 
des~rved, the -- of much of what was said bothered me little -- about 
how no First Lady had. eVer done such a thing before, all this oohing 
andaahing. These folk~ missed the point and they missed the person. 

'" . It is my Jderstanding that Hillary Rodham clinton has 
presented this health c~re reform to the nation not as the First 
Lady, 'but as the Americ~n citizen whom the President decided he could 
best entrust with this task that· he placed at the very top of his 
dom~stic agenda. NOw, I'm not saying that being a Friend of Bill 
hurt her any in this process. (Laughter.> After all, presidents 
hav~ always turned to trusted friends to fill important positions. 
But!I imagine that in this case, Mrs. Clinton received that 
assignment as .much in spite of her being the First Lady as because of 
it. I 

. I ,
A highly educated woman, an accompllshed attorney, a, ,. 

proyen manager, a thoughtful analyst, a champlon of chl1dren and the 
disenfranchised in our society, Hillary Clinton didn't surprise 
anyone who knew her by producing a reform plan of such breadth and 
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depth. That kind of accJmPlishment was simply to be expected from 
her. I . .. 

I also admiJe her and the President for their repeated 
stat~ments that the plan Ithey have offered is open to debate and 
amendment. And they weleome suggestions to improve it. And although 
the plan is complex, eve~ complicated, I especially admire its 
breadth and I thank you, IMrs. Clinton, for raising all of the issues 
so that no matter what finally emerges from the national debate and 
th~ ~egislative piocess, IYou have forced us to deal with all of the 
issues -- medical, financial, legal, public and private, as well as 
thos~ of our own personai responsibility for our own health. 

. I I. . . No matter what any s1ngle one of us here today th1nks 
abou~ some of the plan'slparticular points, we all owe you our 
gratitude and our admiration for placing the issues and the ethical 
impe~ative for health ca~e reform so squarely and clearly before us. 

1 
Thank you. I (Applause.) 

MRS. CLINTO~: Thank you. Thank you very much, Dr. 
Koop. I am very gratefu[l for Dr. Koop's willingness· to travel around 
withl me and go to meetings to talk particularly with physicians about 
health care reform. Thif is an area of long-time interest to him and 
I ami very grateful for hlis leadership. 
. . . I . 

I want to thank David Harrel* and all who are associated 
with the Georgia Baptistl Medical Center for hosting this event and 
for lall the work that we'nt into this. I want to thank the Georgia 
Stat'e Medical Associatio'n and Dr. will*, and the Medical Association 
of Georgia and Dr. Vande'vere* for your being willing to sponsor this· 
even't. It is anespeciailly important occasion when all of the 
physicians join tOgether/I to engage in a conversation, as I hope we 
wil] do this afternoon, about the necessity for and the direction of 
the reform of our healt~ care system. . . 

I 

I agree with the comments that both of the doctors made 
in their opening remarkS, both in.terms of the need for change. and, 
as Dr. Koop said, the etihical imperative to reach universal coverage 
to provide high qualitylhealth care to all Americans. And I agree,. 
too,! that this will be a process that can only be successful if we 
arelhonest with one another, if we look at the facts and get the best 
possible evidence and then"make the judgments that will most secure 

. what is best about the American health care system while fixing what 
doe~ not work. . / . . 

. /. . I want to briefly describe for you what the framework 

for this system is and ~ommend to you this book, which will be 

available and already is in bookstores and librarie~ around the


I ! 
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country, which briefly describes the President's health care security 
refor.m plan. I've had a Inumber of physicians who have read it who 
have said to me that it's helped to clarify some of their concerns, 
and that they found thatlsome things they feared were clearly not 
what [we intend. So I would hope it will be widely circulated and 
discussed throughout the Istate of Georgia. . 

. I When the pr~sident made his presentation to Congress, he 
outlIned the six princip~es that underlie his vision' of health care 
reform. Those six principles, we think, should guide the debate over 
the hext month. And I w~nt to review them and fill in some of the 
deta~ls as to what we me~n by each of them. 

I· The first aJd mOst important is security . What we mean 
by health security is th~t every American is entitled to guaranteed 
insurance that can neverlbe taken away, that can move from job to job 
and across state lines, ~hat is not made more expensive because of a 
pre-~xistingcondition o:t the inevitability of aging; but instead is 
available as a matter of Iright and that that right carries with it a 
comp~ehensive set of benefits. So that health care insurance is not 
just !for the catastrophe) but is also available for primary and 
preventive health care,ts .well. 

We have outiined -- and you will see the list in this 
,: book-- of what we thinklthose benefits should be .. And we do stress 

primary and preventive health care. But we include all of the other 
kinds of services that ate available in good insurance policies now 
and ~e include mental heillthbenefits. We have costed out every 
benefit that is in the c~mprehensive benefit package. Unlike some 
othe~ plans, we believe it is very important to provide comprehensive 
benefits and not merely ~ajor medical or· catastrophic coverage. We 
think that changing the behaviors of patients, of having consumers 
undeli-stand the relationsliip between preventive care and being 
resp6nsible for that fori themselves will not only alter the kinds of 
care [that patients receive earlier, but will in the long run save us 
money with respect to mote tertiary care as opposed to providing 
primary care when.we canldo so in a cost-effective manner. . 

I' NOW, security can only come if we do haVe a base level 
of· benefits in this comptehensive benefits package that can never be 
takeA away. I doubt that I need, with this audience, to share the 
kind~ of stories that I have heard on a regular basis over the past 
month. But I think it i~ important to remind our selves what 
univ~rsal coverage really means. It means that you will no longer 
havelto worry about admitting or not admitting someone because of 
cove1age. It means that Iyou will not have to look a family in the 
eye and tell them that you're not sure that they'll be able to get 
all Of the services that!you, as their physician, would want to have 
them I have. It means that you will not have to worry when you send anI . 

I . 
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elderly patient out the ~oor .with a prescription that the 
pres9ription will be filled. Because in addition to a comprehensive 
benefits package for thelunder-65 population, we are including 
presdription drugs and long-term care, particularly home-health and 
community based long-ter~ care for the Medicare eligible population. . . I 

I Security will mean that those of you who do 
uncompensated care will ho longer have to worry about the cost that 
that I presents to your practice. Security will mean taking the 
Medicaid recipient and i~tegrating that person into the universal 
health care coverage system and eliminating the disparities between 
the different forms of ftInding..· . 

I So the mostl important principle for the President and, 
we believe, for the country is to ensure health security. 

1 . The second ~rinciP~e is simplicity. How do we simplify 
this system? And I have I to say that whenever someone says to me that 
the President's plan see~s complicated, I ask them if they will to 
describe our current health care system -- how it works, who gets 
coverage, what kinds of polic-ies are out therein the insurance 
mark$t, who is eligible for them, what the payment stream is, who 
paysl for the bookkeepingland the overhead that goes into coding the 
bills and sending them opt to fiscal intermediaries and others who 
thenl evaluate them and s!3nd them on for payment. I don't think we 
coul~ devise a more complicated system than the one we currently have 
in this country. The ch~llenge is to simplify the system, to strip 
fromi it the costs unrela~ed to patient care, to give back to each of 
you who practice the authority and the discretion to make decisions . 
withbut the interferencel of insurance companies or government 
burehucrats. What you now are facing in todaY'ssystem is decreasing 
autopomy, decreasing indbpendence and increasing costs. The average 
physician in private prabtice today is spending nearly 50 percent of 
yourl gross income on cos~s that are related to achieving 
reimbursement for your services. 

I . I \ . 
. i I don·'t kno;w how many of you have added cler~cal and 

bookkeeping help, but I know that the average hospital in the last· 
ten¥ears has hired fourl clerical and administrative workers for 
every physician. We knQ~ that the system is much to costly and much 
too heavily bureaucratic now~ Our goal is to change ,that. . 

1.I. The third principle is savings. And what we mean by 
savi,ngs is that although! it is true that our population diff~rs in 
cert!ain respects from other populations -- and Dr .. Vandevere* 
eI1umerated some of thosel differences particularly with relation to 
viol1ence, teenage pregna!ncy, substance abuse -- it is also true that 
if y1bu· hold constant fori demographic differences and compare medical 
cos~s around our countr~, there are disparities that cannot be 
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explained by anything other than practice styles and other 
expehditures unrelated t~ patient outcome or quality. We see that 
most clearly when we look in the Medicare system, where you are more 
able to compare apples tb apples. It is very difficult to get good 
reliable cost figures out of the private insurance system because of 
th~i~ diffusion. in the w~y that they cost and the kinds of forms that 
theyluse and the way that they evaluate those costs. But within the 
Medicare system we now khow that you can look at regional disparities 
and determine that ·patiehts with the same kind of problems in the 
same I age group are· being ic.ared .for at costs two to three times higher 
in some regions of the country than in others. And in all the work 
that!has been done trying to determine what are the salient 
differences, it comes down to the kinds of issues that we are trying

, I. 
to address when we talk about sav~ngs. 

. Dr. Koop hal used the number $200 billion to describe 
what he sees as unnecess~ry costs in our current system. And we have 
look~d at the research t~at has been done around the country, and 
particularly in association with Dr. Koop and his colleagues at the 
Dart~outh Medical School I that have gone behind the practices and the 
decision-making to determine what makes a decision to admit a patient 
for the same ailment to the hospital in one part of our country, 
whereas in another part that patient is treated by out-patient care 
and bn down the line. I 
I· I ,• One of the piggest drivers of .cost in our system is the 

way we reimburse for medical care. If you continue to reimburse on a 
piec~-work basis as we chrrently do both through the government and 
the indemnity system, th~n you will continue to see the results of 
incr~asing cost, often i~creasing volume with a desperate attempt by 
the governments and the insurance companies and the employers to 
control utilization~ That is why you had an explosion of paperwork

I I. ..and bureaucracy-as people are try~ng to second-guess med~cal 
decisions to force them into the black box of utilization review in 

, .! . •• ", an effort to try to get. a handle on the costs ~n the ~ndemn~ty 
system. The indemnity system which pays on a piece-work basis by 
proc~dure, by diagnosis is at the root of the system that is out of 
cont~ol in many parts of lour country. 

I The real challenge is how do we begin to contain costs 
while removing the micrormanagement from your practices that 
inte~fere with good decision-making? And we can look at examples all 
over1oui country where w~ can see that quality is being delivered, 
income is actually incre~sing because once you remove the micro
management and the overh~ad costs, physicians' incomes will not 
decrease in a better org~nizeddelivery system, but we will be 
spenaing money more effibiently. 

MORE 
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• The fourth principle is choice. And there probably has 
beenl as much misinformat~on about this as any other. I want you to 
think for a minute -- thpse of.you who practice herein Georgia -
about how many times in the last several years you have had a patient 
tell l you that because ani employer has changed insurance companies or 
the patient' has bought a different policy, that patient has been told 
theyl can no longer come to you because you're not on the list. They 
can no longer use the ho~pital where you have privileges because the 
hosp!ital. is. no l~nger coyered. in their new.p~licy. The fact. is that 
today dOl.ng nothl.ng, your chol.ce· 'as a physl.cl.an and your patl.ent' s 
choipe is decreasing eve!ry single ,day as employers and:insurance 

, • • I • • . 
comp~nl.es attempt to rel.n l.n cost by lockl.ng up market share and then 
telling you and your patlient who can practice and where .that practice 
can pe performed. . I . ..' . '.' . 

I The President's plan actually reverses that. .Number . 
·one, • it takes away from the employer the decision about choice of 
health plan and gives th~t to the individual consumer. Secondly, it 
saysl. t~at each physician! is. fr7e to join as many plans as .that 
phys~cl.an chooses to. There wl.ll no longer be any close panels or 
clos~d systems that will! eliminate willing providers from . 
part!icipating•. Number three, we expect there to be an increase in 
the· bumber of plans in which physicians will choose'to practice and 
cert~inly from· which indlividualswill be able to make their choices. 
But ~here will always bel provided in every region a fee for service 
networks that will be guaranteed to be available to any physician and 
patibnt for whom that 1.SI their primary choice. So unlike today where 
we sbe great pressure to eliminate fee-for-service indemnity coverage 
in o~der to control costs, the President's plan guarantees the 
existence of fee-for-serYice. And physicians will be permitted to be 
both. members of HMOs or PPOs -- or any other acronym yet to be . . . 

.discpvered -- as well aslpractice within the fee-for-service network. 
So in fact choice will be increased, not decreased. 

I The fifth plinciPle is quaLity. And certainly with 
quality there cannot be ~nY'compromise and.everything we do should be 
aimed at enhancing quality --I would say both the quality of your 
prac~ice as well as the guality of the care you are able to deliver. 
We want to have health plans.provide information about quality so 
thatl individuals are abl~ to make good judgments. Ever. y physician
with whom I have talked privately has told me that in his or her 
years of practice, he orl she has practiced with some people whom they 
did bot think .were living up to the highest standards of the medical 
prof~ssion, but that there didn't seem to be any way rea~ly for them 
to ibtervene or to enhanbe the quality of that colleague's practice. 

'. I. . . 
I What wil! asking is that in general information be. we 

available so that indivi~uals can make good, sound judgments ...But we 
will also be expecting that physicians in organized delivery systems 

MORE. 
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will begin to have more iof a stake in the practice of their 
col]eagues and help assist in increasing the quality outcome. And 
this is related to the ~alpractice issue. That will be certainly one 
of the most hotly debate'd issues in the Congress and there will be 
subStantial malpractice ~eform as part of health care reform.

I I .
(App'lause. ) I 

I The preside1nt' s plan includes a number of steps that we 
think .will be very impor~ant and we especially believe that working 
with! the profession to ,develop practice guidelines so that you can 
have: the ultimate protedtion against suit, which is that those 
guidelines which have be~n adopted and promulgated by your particular 
spec:ialty or area of pra~tice have been followed. We think that is 
the direction we should be moving because we want to protect you the 
Physlician from being secbnd-guessed and having to engage in defensive 
medi1cine. But we also whnt to protect the legitimate problem of any 
perslon who has a claim. I And the best way is to increase the standard 
of p~actice of the entire profession and frankly, give more 
incehtives to those of ybu in the profession to help ensure that your 
cOIII~agues follow those guidelines. There will be caps on attorneys' 
fees. There will be a requirement of certificates of merit so that 
indi~iduals will not getl to court without some kind of .test of 
worthiness. But the ult~mate answer in our view, is to have practice 
guid~lines adopted in eadh area of practice that will then serve as 
the,presumption against ~hich it will be unl~kely any person - 
except in the presence of legitimate negligence -- would have any 
right to go to court. I . . 

I . The final p~inciple is responsibility. And by
responsibility we mean al number of things .. We mean that individuals 
havel to be more responsible for·their own health care. We mean that 
they system has to be mot-e responsible in the allocation of resources 
to ensure that the millibns and billions of more dollars that will be 
going into health careb~cause of reform are used responsibly. And 
it also means that we haye to fund hea),.th care responsibly. If you 
believe,as the President does, that we must reach universal 

: • I. ' coveragei un1versal coverage 1S not only a human and moral and, as 
Dr. koop said, ethical· itnperative,' it is also an economic imperative. 
In the absence .of univer~al coverage, we will continue to have cost· 
shif~ing. We will contihue to have downward pressures on the public 
programs of Medicare andlMedicaid that will make it less and less 
attr~ctive for many of you to care for those patients which will 
shiff; more costs onto th~ private sector which will result in higher 
premiums and more intens~ve efforts by employers to limit the, number 
of dbctors and services their employees receive. 

I So if you bilieve as we do that we must reach universal 
coverage, there. are onlylthree ways we know of to fund universal 
covet-age. There is the possibility that some have. advocated of a ' 

I . 
I 
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singfe-payer system. ReJlacethe entire private investment by a 
broad-based tax. The Pr~sident has not accepted that approach. 

I I 
• The second \\fay to reach universal coverage which is 

being proposed by some o~ the Republicans in the Senate is through an 
individual mandate. Lik~ we do with auto insurance, you tell 
everyone they must have insurance. We applaud that because they, 
like!us,recognize you cannot get to universal coverage -- you can 
claim you have access, bJt you cannot get to coverage unless you have 
bothla requirement that p,eople have insurance and you have a system 
to help those who would dtherwise be unable to afford it. We have 
somelquestions that we w~ll be discussing with the spons~rs.of that 
approach because we would worry very much that the 100 m~ll~on 
Americans who currently receive their health care through their 
employment -- some of th~m might be dropped from health care coverage 
by e~ployers who would nd longer think it was necessary if those 
employees had to go out and buy it on their own, which would increase 
further costs for the sy~tem to subsidize those who would be dropped 
from existing coverage. 1 

For a number. of reasons, we have decided to build on 
what works for most Americans -- the employer/employee system. That 
system provides coverage Ifor 100 million Americans. Under our plan 
we have provided subsidies for small businesses and for low-wage 
individuals and have capp,ed the cost for all of us regardless of the 
sizeiof the business or dur income. We think that by building on the 
system that has served those of us with insurance well, that has 
funded the best health care system in the world, but by requiring 
everyone to participate vie will do as little as possible to disrupt 
the. current system. . I 

I . . Let ~e CIOS~b~ describing for you what it is that we 
are try~ng to ach~eve. ]t ~s very close to what members of Congress 
currently have. Members lof Congress have a system in which the 
federal government pays ~or 75 percent of their health care and those 
of u~ who are federal emp,loyees -- all nine million of us -- and the 
dependents, such as myse]f, we contribute the remaining percentage. 
The federal government s~rvesas the collection point. The money is 
paid lout by the ·federal government•. But except we don't want a 
government system; but we want to be able to do what the federal 
government has been able Ito do for members of Congress and other 
federal employees. It has gone into the marketplace and it has said 
to irtsurers, if you want lour business, then you have to compete for 
it. Iso. every year those who are federal employees get a whole range 
of health plans described to them and they choose the one that they 
think is best suited for Itheir family. Their employer doesn't choose 
it f9r them ~~ they choose it for them. . 

MORE 
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What we are advocating is that in every state a series 
of p~rchasing cooperatives, which we call alliances, be set up in 
which individuals and bu~inesses are able to pay in and then the 
alli~nce goes into the m~rketplace and says, we want you to compete 
for the business of our consumers. And every year all of'us -- every 
one 9f us ~;.. is free to pick among the choices. If we prefer a Blue 
cros~/BlueShield indemn~ty plan, if we prefer a network of 
physicians -- I was earlier in the morning at the Grady. Hospital, if 
Grady Hospital forms a n~twork or if the Baptist system forms a 
network, we might prefer Ito belong to one'of those or we might prefer 
to b~long to an HMO that could be run by any one of those entities ' 
plus others. But it will be our choice and every year we choose, 
whether to continue or tbmove on. ' 

, 'I' "we think thlt that 'kind of ap~roach will not only, remove 
,from the system the unnebessary insurance-related costs, minimize the' 
bureaucracy and get to what is important -- how health care is 
deli~ered, who your doctbr is, what hospital you will go to when you 
are ~ick. This is gOingjto be a great opportunity for America. ' 
We'v$ tried health care reform before and if we had chosen to be more 
efficient and cost-effective and quality-driven in the past, we 
wouldn't have some of th~ problems that we're facing now. But I ' 
think any of us who have I looked at our health system know we have the 
bestlin the world but we are in danger of having it undermined by the 
problems that have been denied or ignored for too long. If we act 
now'lwe can have system ieform that preserves what is best, fixes 
what is wrong and puts u~ on a much more solid footing as we move 
toward the 21st century.j ~hat is what the debate should be about. 

Thank you very much. (Applause.) 

END 2:05 P.M . .EST 
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QUESTIO~S AND ANSWERS WITH THE FIRST LADY 


AT GEORGIA BAPTIST MEDICAL CENTER 


Q Now that those of you'who thought that my 
introduction was ~ little exaggerated know that you're wrong, 
we can get on wit~ the questions. This afternoon we are 

,going to be focus~ng initially on urban issues for a few 
minutes, and I will pose several questions to the First Lady. 
These are not my questions. These are questions that I have 
picked up repeatedly as I travel around the country. 

The fir1~ of these: if the possession of h~alth, . 
security cards encourages people, as we hope, to.seek more 
timely primary ca~e, won't urban hospitals, already short on 
primary care physicians" end up, at least for a time, where 
they are now, treating all of these patients in already 
overcrowded,emergbncy rooms? . 

I . .MRS. CLIINTON: Dr. Koop, what we bell.eve wl.II 
happen in underserved urban areas is that, with secure 
funding streams, So that patients are actually able to pay 

. for the,services ~hat are being delivered, there will be a 
much stabler financial base on which hospitals in the urban 
areas can plan fo'r the future and develop services. 

. 
• 

We alsJ 
. I 

know, though,that during
. 
this' transition 

therewl.II be some tough challenges forunderservedareas to 
meet and. there willI be funding for essential community . 
providers that w~ll.be available to hospitals in both urban 
and rural areas,' Ito see them through this transition. . 

But the most important change will be they can 
begin to planbeclause their population base will finally have 
a secure fUndinglstream that they can count on, and we intend 
to increase some of the reimbursement levels under both 
Medicare and Medicaid, to eliminate what have been 
disparities in p~yments for both urban and rural 
practitioners and hospitals in the past. 

MORE 
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Q I think another thing that people forget is 

that, whem every Isingle patient is covered by insurance, the 

income of all medical facilities go up. Therefore, a 

bospital in a ci~y like this could very easily go out and 

open satellite c~inics and find them not only breaking even 

but, indeed, protitable. 


'.. A secoJd question, Mrs. Clinton, on the same 
subject. Overcrdwded emergency rooms of inner-city hospitals· 
have borne the br.unt of primary care in the cities. They 
have been underfJnded and understaffed. 

. WilltJey now face new competition with financially 
stable.suburban hospitals perhaps opening city clinics or, 

,maybe, with upscale private city hospitals, or because of 
decreased revenu~s from intended cuts in Medicare and 
Medicaid? 

MRS.• CIlINTON: That really follows onto the first 
question, and le~ me just amplify what Dr. Koop said, because 
it may sound odd Ito some of you to say that inner-city 
hospitals will have opportunities because they will be 
financially more Istable than they ever have before. But 
there. are also opportunities for partnership. ' 

, . For thJ first time, populations that have 
traditionally be~n avoided by some medical systems and 
insurance compan~es will no longer be avoided because they 
will have a fund~ng stream that will come with them and, as I 
said, thedispar~ties in payments between the publ,ic and the 
private systems ~ill be eliminated.. ' 

(End tJpe 1, side 1.) , 

(Begin side 2, in progress.) 

. . MRS.CIlINTON (continuing): -- there and are there 
. inappropriately. \ will there be competition for urban 
patients between inner-city hospitals and, perhaps, suburban 
hospitals or pri'Yjate hospital? Well, I hope there is. I 
hope that hospitals that have never given a thought to 
practicing in inrter-city Atlanta see an opportunity there and.' 
I hope that that makes the inner-city·hospitals get as smart 
and efficient as they can be. 

The inner-city hospitals, if they are ,well run and 

well positioned, 
should have an advantage because they have 

MORE 
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,been the primary Garegiver for that population so that, when 
-it comes time on ~n annual basis for individuals to join up 
with health plans) it should be an advantage that they have' 
been there taking \care of those patients. 

It can be an advantage that is overcome if other 
hospitals and oth~r networks of physicians, see an opportunity 
and decide to go after those patients•. That's how we are 
hoping that more ~arket-driven competition will actually 
enhance the care that is available in underserved areas 
today. I '. . 

Q My last question has to do with manpower. 
Because of the Ob~ious need for more primary-care physicians 
the medical professional is now attempting to turn out 
generalists as fa~t as possible and in higher numbers. So is 
the nursing profe~sion trying, with added nurse 
practitio,ners. 

Has any thought been given to looking down the road 
so that we don't have more professionals in primary care than 
we need in, say, ~5 years? . 

I h" . dMRS. cr...IINTON: Yes. We ave tr1e to foresee the 
need for primary-dare physicians and we are doing several 
things. We are g9ing to be changing the mix of residencies. 
You know, we have gotten the residencies that we have paid 
for. 

Medicare has funded specialists and subspecialistsI . 
over the last 20 years and we have funded an oversupply of 
specialists and ani undersupply of primary-care physicians. 
We are going to bel increasing until we reach approximately 55 
percent of the residency slots in the primary-care physician 
practice areas._ 

At the same time, that will take a number of years. 
We.know that we cahnot get there if we start with the current
medical class and ~he current residency mix, when the bill is 
finally passed. So it's going to take a number of years 
before we reach wh~t we think is an appropriate mix of 
primary-care physibians and specialists. 

. _ As you slid, Dr. Koop, we're going to have to rely 
on not only physic~ians at the beginning of practice but,' with 
increased reimbursbments as we are planning under Medicare 
and the health plah for primary-care physicians, we're hoping

I 
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that perhaps even some practicing physicians will take up 
more of a primary care emphasis, even though they may also 
have a specialization, and we're going to have to look to 
nurses, particularly advanced-practice nurses and 
particularly, in underserved areas, if we expect to meet the 
needs for primarylcare that we should be meeting if- we're 
going to have a comprehensive health care system. 

Q Now Je're going to take questions from the 
audience, and that includes the audiences at the remote 
sites. We have three microphones in the aisles here, and 
I'll take those irt rotation, and I will alternate questions 
from this site with a remote site. 

I'm 90iJ9 to start with Albany and ask Joe stubbs 
(phonetic), who i~ an internal medicine specialist and a 
community leader ~nd the president-elect of the Dougherty 
(phonetic) county IMedical Society, start off with the first 
question. Dr. Stubbs? . 

Q Good !afternoon, Mrs. Clinton. I'd like to 
address my question with regard to office labs and the new, 
and the CLIA (photietic) regulations that have been brought to 
the forefront recently. 

. Iff' . . f 1 l'kIn our 0 1ce, as pr1mary careg1vers, we ee 1 e 
that the off ice la1b provides a great service to the patient 
as well as enhance1s the quality of service that we deliver in 
providing service :here in Albany, Georgia. 

The CLIJ regulations have been a major stumbling
Iblock for us, and II; was happy to hear at the last AMA 

,I .'meet1ng, when you more or less went to the 110n's den there, 
and spoke about th1e President's health care reform plan, that 
you were a strong ~dvocate of scaling back CLIA and scaling 

. I •
back a lot of othe·r regulatory governmental agenc1es, 
particularly utiliization review. I think that was, in large 
part, the reason why you got such a good reception there at 
the AMA meeting. . ' 

However, your efforts of scaling back CLIA in 
particular have seemed to be watered down lately and, in the 
final proposal pre~ented to Congress, it seemed like a number 
of the specifics that you thought about, that you advocated 
doing, were deleted. . . 

In partibular, you had previously advocated trying 
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to cut back on the number of inspection sites that were to be 
done, grandfather~ng in existing personnel, allowing an 
increased number bf tests to be on the waivered list. But 
now all that we sbe remaining here is that the registration 
fee will be waived for those wishing to have their labs be 
certified as a wa~vered lab. Thank you. 

I . 
MRS. CL[NTON: Doctor, I appreciate that very much. 

We have worked veFY hard to try to bring about some changes 
in CLIA that we thought were offensive and oppressive to 
physicians, and w~ have a real uphill battle and the medical 
community is going to have to really help us on this. 

We do h~ve some changes in the Health security Act 
but there has beeh an extraordinary resistance to changes 
because of abuses \ by doctors with referrals to facilities 
that they own and that they take a profit from. So somehow, 
we've got to figure out how do we eliminate the abuses in the 
system and permit Iyou to do a strep test in your own office. 
I mean, that's the problem that we confront. '. 

I
I am not satisfied that we have reached the best 

resolution. We db have some changes, as you acknowledge and 
we would like to bontinue to work with the AKA or any 
physician group tb try to reach even a better resolution, but 
you're going to h~ve to help us deal with the critics who 
have been very sttong in saying that CLIA was designed, as a 
lot of these othet things have been designed, to eliminate 
abuses. So how db we strike the balance? 

I·I am very open to trying to get where we need to go 
with that because] I think it's absurd for both private 
physicians and for public health departments to be hamstrung 
the way they are ~nder the current provisions, but I am very 
conscious of the teason why we have those, which are abuses b 
by physicians in the system. So that's what we have to work 
out~ \ 

Q Go to microphone number one. 


Q Hi, ~rs. Clinton. How are you? 

I .

MRS. CLINTON: Hl. 

Q womel,s health concerns have been historically 
shortchanged, both

I 
by our health care system and our 

. 

scientific resear~h community. Your proposal calls for data 
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collection on outcomes and practice standards. What steps 

will you take to ~nsure that the questions asked are 

appropriate to wofuen's health needs and will result in the 

collection of datt that is gender-specific? 


, MRS. CLINTON: I'm glad you asked that because I 
! • > " "have to confess, I d1dn't really apprec1ate how ser10US this 

problem was untill I got into the health care work that I've 
been doing. I've been blessed with very sensitive and ' 
competent and caring doctors all my life and I didn't really

Iunderstand how mary women feel very shortchanged by the 
medical system and how the research that we have done over 
the years for all/kinds of reasons have left women out of all 
sorts of clinical' protocols. 

You may know this, those of you in this audience, 
but the first clinical work done on breast cancer was done on 

'men; and that's the kind of thing that I think is finally 
behind us with so~e of the new legislation that was passed 
that the President signed, setting up some specific 
responsibilities ~ithin NIH and other federal agencies to 
monitor women's h~alth and to ask those kinds of questions 
and to collect data that will give us a much better picture 
of, what's happenihg to women. So we are committed to that. 

, I 
Q Number 2. 

IQ Excuse me. Mrs. Clinton, I'm John N. Tallis 

(phonetic) and I'tn a family practitioner in Dalton 

(phonetic), Georgia. ' 


ManYOflmy patients are small businessmen. We've 
had some discussion concerning the changes, and they're 
concerned about hbw much they're going to have to put in, 
because

, 
their 

'I
overheads are so tight. Yesterday there was an 

article in the IfA~lanta Journal...,.Constitution" that suggested 
that, for the costI benefit for employees, it could go up to 
33 percent.' ' 

You men~ioned caps in your discussion. Could you 
give me an idea, please, as to how much you think, for the 

. small businessmenj, how much will they be expecting to put in 
under the new sys~em? . , 

I
MRS. CVINTON: I can give you an idea on that. 

Obviously, it willl depend upon the size of the business and' 
the wage base and all of that. But in general, let me say 
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this, that for small businesses of less than 75 employees and 
particularly for ~mall businesses of the ones you described, 
with usually low-~age employees and very tight margins, we 
are talking about Icapping it at no more than 3.9 percent of 
payroll and, for most small businesses, their percentage 
would be less thart that.

, I ' ' 
One of the ways that we've been talking with small 

businesses is the~e are several costs which they have that 
they've had to ab~orb over the last years. One are increases 
in the minimum wage and the other are Workers' Compensation. 
They all have to deal with those. 

IIf you go back and look at the m1n1mum wage being 
raised, I think it's been raised three times. I think it was 
raised under cart~r, Reagan, and Bush. And if you think of a 
minimum wage incr~ase of about 50 cents an hour, there is no 
evidence that a wage increase of that, amount damages small 
businesses and re~ults in loss of employment. ' 

, What welare asking is a much, much smaller 
commitment than that. For many of the small businesses that 
you are concerned Iabout in Dalton, it would be about $1 a day 
to insure their employees. It would be 30 cents, a 35 cents 
an hour increase, less than a 50 cent increase for many other 
small businesses. ' 

We have taken small businesses and looked at their 
costs. Now, ,for small businesses that already try to insure, 
this is going to tie a windfall because they are the most 
discriminated of chl insureds. You know, the average small 
business bears abdut a 40 percent overhead cost, and those of 
you who are in pr~vate practice who provide insurance for 
your employees, that's what you are paying. And, if you're 
in a bigger pool, lit may be down to' 20 percent, but you're 
still taking a big hit. That will be eliminated. ' 

secondl~, we are going to begin to,fold in Workers' 
Compo costs. This is something that will happen over time, 
but we are going to start by folding in the health care part 
of Workers' Compo Iso that you have 24-hour coverage, and it's 
not going to matter so much whether you were hurt on the job 
or hurt at home. I ' " 

Thit:'lk ofl all of the stories that are told every day 
in this country by! people trying to get under Workers' Compo 
You know, they come in, I bet they've begged you -- "Doctor, 
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please, I twisted this knee at work." And you know darn well 
they just twisted it, you know, mowing the lawn. 

But if you say that they did it when they were 
mowing the lawn, ~hey are uninsured and you can't even take 
care of them unless you want to absorb the cost. So you 
sometimes -- and ['II bet everyone of you in this audience, 
because you're not that different from Arkansas doctors -
you have found yohrself saying, "Well, yes, I bet you did do 
that at work, didh,t you, Joe?" Well, we're going to 
eliminate that exrra duplicative cost for small business. 

I just ~ant small businesses that are really small, 
that are self-emp'loyed, to realize they are going to be able 
to provide coverage for their families 'and they're going to 
get 100 percent thx deductibility, and they will provide 
coverage for them~elves and one or two or three employees for 
less than what it costs them to get family coverage today 
under this plan. . 

So I hope people won't jump to conclusions but will 
look at the costs they're paying now and what we believe the 
costs will be. 

Q Number 3. 

Q I'm Tom Price (phonetic) .. I'm an orthopedic 
surgeon in Roswel.l (phonetic) and I'm a member of the Medical 
Association of Ge10rgiai and I've had the privilege to chair 
the Health syste~ Reform Committee for the Medical 
Association of A1lanta. . . 

I encourage my colleagues to read the "bi,g book. II 
This is the big book. It has many specifics in it that I 
think might beli~ some of the generalities that have been 
presented. It's Ito those specifics that I would like to . 
'address my quest~on. ' 

. I . .' '. 
. . Many of. the concerns regarding choice, security, 

and quality that Iphysicians raised before the Health security 
Act was finalized have been addressed only in the provisions 
that deal with ttie fee-for-service plans and not in the' 
provisions concerning HMOs, PPOs, and other managed-care 
plans. I 

How ar~ patients in these plans -- that is, the 
majority of Americans going to have true choice and 
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I
quality without changes in the antitrust laws allowing 
physicians to neg~tiate as groups and inclusive of any 
willing provider language or HMOs and PPOs that would give 
patients the secu~ity of freedom of choice of their physician 
and not just freedom of choice for a plan? 

I . . 
MRS. CL[NTON: Well, both of those are in the big 

version -- antitr~st changes and willing provider changes .. 
You'll have to.ge~ the one that went in over the weekend. 
That was the f1rsf draft. 

(Laughter.) 
I

MRS. CL[NTON: I mean, you know, wait until we get 
it finished. Andl it is now finally finished, thank goodness. 
But, in both of those instances, we have provided for 
antitrust changesl that will permit physicians to band 
together to negotiate. Those will be extremely hard fought. 
We are going to h~ve a big uphill battle in the Congress to 
get those provisirns. 

And, with respect to HMOs and PPOs, in addition to 
having willing prbvider opportunities so that any provider is 
able to join any hetwork, which we are providing for, we also 
have point of serrice options required in every plan. So 
even if you are not a member of the plan, if you're the best 
thoracic surgeon ~n the area, there's a point of service 
option referral that has.to be available in HMOs and PPOs, 
and ,both of thosel are in the final legislation. 

Q I th,ink there's something that could be made 
clear that puzzle~ many people. Usually when the White House 
delivers legislat1ion to Congress, it's allover and Congress 
picks up the balll and runs with it. But this is a very . 
different White House and it's a very different dynamic plan. 
As yoU,retalkingl' it's being changed. . 

The First Lady is absolutely right. What you might 
think is. set in cfncrete on Tuesday afternoon is changed by 
Wednesday noontime. So don't judge things until you're 
absolutely sure iit's that way. 

We now see Augusta on the monitor, and I would like 
I. •

to ask Dr. Ruth N1eal (phonet1c) to ask us a quest10n. Dr. 
Neal has been a f'aculty member of the Medical College of 
Georgia, a radiolbgist for now 15 years. She's involved in 
community service1s there, including being the leader of the 
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Augusta chapter of Jack and Jill which, as many of you know, 

is an organizatioh that works with low-income youth and, 

currently, she islthe second vice president of the Georgia 

state Medical Association. Dr. Neal. . 


Q Good Iafternoon. Health care efforts seem to be 
more· focused on the supply side rather than addressing the 
demand side. As iong as we have 13-year-olds having 
underweight, babie~, emergency ,departments crowded with 
gunshot and drunk Idriving victims, and people who smoke their. 
way to serious chronic medical problems, can we really 
contain health care costs? . 

Is it flir to do little to address the increasing 

demand for more-ekpensive services -- for example, neonatal 


• I • •unlts, trauma centers, and crl.tlcal care,beds? What can we 

do to address the~e issues that, up until now, have been 

passed off as soctetal but that have very real and expensive 

impact on health .care? 


1 . .
MRS. CLINTON: You're absolutely rlght, Dr. Neal, 


and that is one of the reasons why the President has spoken

• . I •out about vlolence ln a health care context, because we have 

to start drawing these connections. 

When I tas over at Grady (phonetic) in the rehab~ 

unit, I met a yourtg man who had been working -- in fact, his 

employer was ther~ with him -- and he was carjacked and shot 

in the knee and whether he'll ever be able to work at that 

job again is up irt the air, because of the injuries he


I .
suffered. So there's no doubt that we pay a much bigger 
price for our behavior than many comparable societies. 

, I· . . 
So ther~ are several things we have to do at once, 

and we're trying to move on these at the same time. We are 
trying to make cortsumers more cost conscious about their 
health care. Americans, especially insured Americans and 
particularly thosa with first-dollar coverage, have not had a 

. clue about how muth it costs to get their health care, and we 
have paid a big price for that, because we have not had cost
conscious consumers who could participate in making decisions 
about their own h~alth care future. ' . . 

I th . t b· k' d ' .From now on, ey're gOl.ng 0 e ma l.ng eCl.Sl.ons 

every year about ~hat health care plan to join and they will 

realize cost benefits. If they join an HMO, they will save 

money than if they join an indemnity plan, but it will be 
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their choice and ~hey will get the benefits of that choice. 
So that will be the first piece of this to change behavior. 

The secbnd is by emphasizing preventive care and, 
particularly, car~ like prenatal care, which we think can 
have long-term behefits for decreasing costs in terms of low
birth-weight babi~s and other problems associated with birth. 
We believe that p~eventive care, if properly administered and 
if people know thkt they have a responsibility to ~eek it 
out, will be ablei to help us control some of the problems 
that you spoke abrut. . 

NOw, some of this, thoug:tl, is beyond the purview of 
health care syste~ reform. Some of this is the kind of 
people we are and how we expect people to behave and what 
sort of social me1ssages we send and I'm hopeful that we will 
begin to have a breakthrough on that. 

And it lis related to health 'care in the sense that 
if you begin to tell people they will have health care and 
they will be takgn care of but there are going to be certain 
consequences to ~hat and, if you begin to send messages about 
how it is wrong to have babies before you're ready and to 

• I .'engage ~n drug abuse and other th~ngs that are self-
destructive, those two things walking along together we hope 
will begin to ch~nge some of these disruptive behaviors. 

Q Dr .INeal l I ·think I'm old enough to say this to 
this audience. And that is that this is a very complicated 
problem and, therefore, it will require a variety of answers . 

. They will, of coUrse, have to be national, which means 
regional and loc~l, but it has to be also a public-private 
partnership. . I . 

• But th,re is a sense in which every single citizen 
plays a role in how he personally will.reactto his 
obligations to t~ke charge of his health. I can tell you 
that the things that are ascribed to me in smoking cessation 
during my tenure las Surgeon General could never have happened 
with the government alone. It took a government and private 
partnership, but it took the resolve of millions and millions 
of citizens. 

And I think, although we always talk about the fact 
that we don't waht the government doing things for us, when 
we ask these kinds of questions, we're really saying, "When 
are you going to do some more?" We've all got to do it 
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together. First question. 
I(Applause. ) 

. Q Mrs.! clinton, my name is Lindsey Durat 
(phonetic) and I'm a senior medical student at Mercer 
University. I'vel spent the last four years striving very
hard to become the most educated physician I can be, working

• ' I • •

day and n~ght so that I can be the best phys~c~an I can for 
my patients. I a~ now $60,000 in debt. . 

I . 
After all of my efforts ·and sacrifices on my 

patients' behalf,/your proposal plans to restrict my freedom 
to choose my career by mandating that arbitrary quotas are 
met of students bkcoming primary-care physicians, even though 
I feel I can becobe the most, the best physician for my
patients as a surgeon. How will this improve health care 
quality? I . 

MRS. CVINTON: Well, let me answer this in several 
ways. Nobody is going to restrict your desire to be a 
surgeon but the federal government has funded residencies for 
a number of yearsl through Medicare. The government has 
provided the opportunity for physicians to make choices to be 
specialists and s~bspecialists. It has funded the 
infrastructure, i1t has funded the faculty, so that there has 
been a channeling of students into specialist kinds of 
residencies for ofer 20 years, largely created by the 
government which said, 20 years ago, we didn't have enough 
specialists. I·· 

Now, we don't have enough primary-care physicians. 
If the federal gdvernment is going to support residencies, 
there is a natiorlal interest in creating the appropriate mix 
of Physicians.N,loW , that doesn't mean that you at this point 
in your career will be denied a surgical residency but you 
may, ·if you were Icoming into a surgical residency in five or 
six years, have to compete for a fewer spots. So if you were 
really good, you':d get one; but if you weren't, you might 
not, because we do have to have more primary-care physicians. 

And it just is something that, if the federal 
government is going to foot the bill, it's something the 
federal governmetit has a right to determine, what the mix is, 
and that's what Je're going to doing. 

Now, wJth respect to your loan problem, we hope to 
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be able to make medical school and medical education more 
I. ' affordable by hav'J.ng many more loan programs at lower 

interest rates and many more loan forgiveness programs and 
also incentives fbr surgeons and primary-care physicians to 
go into areas whe~e they are underserved and to payoff their 
loan by working irt areas where people really need your 
services. And th~t will be available to specialists and 
generalists deterkining, based on what is the need in a 
particular commun1ity • 

I
Q Dr. Rogers. 

Q Mrs./ Clinton, first of all, thank you very much 
for coming. We in this audience appreciate your taking time 
to listen to our problem that we have with delivering health 
care and I think lit's important for all of us to understand 
that. I 

Dr. Koop mentioned the breadth and depth of your 
program and I thi:nk it is, in fact, very broad and very deep. 
And Mr. Clinton h1as said that universal access is the one 
non-negotiable pa!rt of this broad program that has been 
proposed. There are so many parts of it that are very 
expensive; there are so many parts of it that create large 
bureaucracies. ' 

Would ¥j0U please share with us, if you would, if 
it's possible, your priorities as you proceed during the next 
few months, year ,I to deal with the Congress as they fashion a 
bill that Dr. Koop pointed out to ,us will be a bill that is 
changed conSider1blY? 

, MRS. CDINTON: Dr. Rogers, if'I could, could I ask 
you what is -- wtiat are the parts of it that are so expensive 
and bureaucratic? 

Q welJ, I think that, first of all, the national 
part of it is ve~y expensive and bureaucratic, in my view. 

IWe have watched the development of a new board. We've 
watched the development of about four or five new councils or 
boards for graduc1te'medical'education, for drug review, and 
for quality. Th~re are, to my mind, I think five national 
councils that ha~e to be devised.

I " 
, And then, on a state level, we've got to have the 

state providing the direction for the development of the 
alliances, and then the health plans. Now, we don't have the 
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health plans in G~orgia today. We have a few health plans, 
but these have al~ got to be developed within the private 
sector, so that there is, in fact, a large part of this 
that's new, that'k going to be developed in the future; and 
it's going to be ~xpensive. 

I .MRS. CL[NTON: Doctor, let me try to answer you ln 
this way, becausel I certainly understand your concern and I 
would share it if I thought that were the outcome of where we 
are going, and I want to be as clear as I can so that we can 
discuss this. 

What we currently have, if you could look at it 
from an aerial vi~w are, you know, what, 1500 insurance 
companies with literally thousands and thousands of competing 
policies that arel often more honored in the breach than in 
accordance with their terms, at least as the insured thought 
they were going tb be. 

. I . . You've got a huge bureaucracy that admlnlsters 
those insurance pplicies, that holds you accountable and your 
colleagues accoun~able. And then you've got the parallel 
bureaucracy on the public side with Medicaid and Medicare and 
all of their bill~ng codes and their requirements, and on and 
on. I 

We are attempting to eliminate as much of that as 
possible. I havel not met many doctors who will advocate for 
the preservation of the insurance industry as we know it 
today and yet it lis the biggest piece of the bureaucracy that 
we have to eliminate in order to use the money that is in the 
system for better health care. 

What we are trying to is, by eliminating all of 
thatmicromanagement, picking up the phone and having to call 
an insurance bureaucrat somewhere to see whether. you can give 
the tests you want. to your patients, hiring a person to be on 
the phone to argub with insurance. companies about who gets 
paid how much. . 

We want, to eliminate all of that and, instead, move 
toward. a system which has much less either government or 
private insurancel company bureaucracy_ It may be a little 
bit of a leap bedause, as you said, here in Georgia, just 
like in Arkansas 1-- the head of our Baptist system is here 
with us from Arka'nsas today -- we don't have a lot of 
experience with diifferent kinds of health plans. 
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We have a lot of uninsured people in states like 
Georgia arid Arkansas. We have a lot of Medicare and Medicaid 
people. And then\we usually have a couple of dominant 
insurance companies that pretty much control the marketplace. 

And what we believe is that, by moving to eliminate 
a lot of the unnebessary bureaucracy, you're going to be left 
with fewer insurartce companies to have to deal with that will 
be run more efficiently and really.give you less trouble in 
practicing medicirte~' And you I re going to have different 
forms of deliverirtg health care through health plans. 

The BIUi Cross/Blue Shield will ·be there, but it 
may also set up art HMO and you might be both in the HMO and 
in the indemnity plan. You're going to still be in your same 
office. Your patients are just going to sign up for 
different kinds of approaches and different co-pays in terms 
of what it will cbst them. 

\ . .In parts of the country where thlS has advanced 

further and where I they see more people in more organized 

delivery systems, what they are finding, where it's well run 

-- obviously, YOU'lve got good and bad everywhere in terms of 

delivering health care. But, where it's well run, you are 

more likely to provide more services, more cost-effectively, 

by the eliminatiort of all .that bureaucracy. 


I . • • .
The last thlng ln the world the Presldent wants to 


do is to create arty new government bureaucracy. This whole 

system is designed to push it down to the local level so 

that, you know, the Medical Association of Georgia can help 


. run a network, th~ Georgia Medical Society can help run a 
network, the Grady Hospital and the Georgia Baptist Hospital, 
they'll be running the networks. 

I
We see this as taking that kind of authority away 

from insurance co~panies and giving it to you. But now, many . 
doctors areworri~d about that and are saying to me, well, 
you know, that's rtot something we have any experience with. 

So we eten have incentives in the plan to help give
I •

loans to groups of doctors so that they can compete wlth 
insurance compani~s, because we want you to, or that they can 
form multi-specialty clinics like Mayo, where everybody is on 
a salary-- and a very good salary, as those of you who know 
-- but they don't have to worry, then. 

The surgeons at Mayo don't have to say to 
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themselves, "You know, if I sent this woman over to the 
radiologist for the needle biopsy, then I take money out of 
my pocket that hasI to go to my overhead to keep all of my 
people living andlI send it over to the radiologist because 
that's the way our system works now." At Mayo, the surgeon 
can say, "Go overlto the radiologist." He's going to get" 
paid no matter what. 

" I 
It's that kind of difference in mentality that we 

think will actualiy free you all up to be less concerned 
about who pays yo~ and more concerned about taking the money 
you're going to g~t and using it for your patients, and 
that's what we hope to see at the end of this process.

I ' 
Q Microphone 3. 

Q Mrs. [Clinton, I'm Richard Cohen and I'm an 
orthopedic surgeon and I practice in the suburban Atlanta 
area. I thank yoU for coming. I thank you for allowing us 
this opportunity. [ 

I'm concerned about your proposal for premium caps 
and other budget ~pending controls. These mechanisms would 
arbitrarily limit Ihealth care spending and, if they were 
directly tied to ePI and the gross domestic product, they 
would fail to tak~ into account several important social 
issues: our aging population, technological advances, 
violence in our society, and other social issues that affect 

I our health care system. ' 
, I ' , 

Mrs. CI~nton, is it not true that recent figures on 
health care spending growth rates in almost all other 
industrialized na~ions have significantly exceeded their rate 
of general inflation and GOP because of the same forces? 

. I ' 
MRS. CLINTON: I don't think that's true. I think 

it's true for som~ but it is not true for others and, you 
know, Germany hadla special session of their legislature last 
year when their costs went up from 8.1 to 8.3 of GOP. They 
called in the leg~slature and, you know, made, some changes in 
how they were funding health care. ' 

Some of the systems are having some of those 
problems. Others are not. But look at the base from which 
they start. We're at 14-1/2 percent. They're at 7, 8 and 9. 
I mean, they havela long way to go before they are putting 
the kind of pressures on their systems that we are by our 
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failure to try ti fig~re out how to control costs . 

. Let me Isay something about the premium caps, 
because this is another area that I think has been 
misunderstood. Every time Blue Cross/Blue Shield of Georgia 
wants to raise i~s rates, unless Georgia is unlike any state 
I'm familiar witH, it goes to your insurance commissioner, 
doesn't it? I m~an, it says, "We want to raise rates· for 
next year." And the insurance commissioner says, "Prove to 
us you can raise your rates at what rate, and we'll either 
say yes or we'll say no." 

You hav.e premium caps in Georgia right now. Every 
state in America Idoes. If an insurance department says to a 
health insurer, "Iwe' re not going to let you raise your rates 
10 percent; we're only going to let you raise them 6 
percent," they a:r+e capping the rate of growth of that 
insurer. . I . . . 

So the~e'sbeen this idea that somehow we're 
imposing some ne~ kind of control over the system when what 
is going on tOda~ is that insurance departments can'~ compare 
apples and apples because Insurance Company X comes 1n and. 
they say, "Here'sI what we offer, here's who we take care of, 
and we need to r~ise our rates this high." Insurance Company 
Y comes in. They

l take care of a different population. They 
have a different jmix of services. So there's no way to 
really know whether the services are being fairly costed out 
or not. . I . 

The only thing we are looking to cap is the rate of 
growth in the co~prehensive benefits package. There is no 
global budget in/this plan. ,If somebody wants to have two 
facelifts a year, they are free to do so. We are not 
controlling anything beyond what we think needs to be 
contained, which is the ,cost in the comprehensive benefits 
package. 

Now, how are we doing that? We are doing it by , 
setting a bUdgetlof some kind of target that we think will be 
far in excess of whatever would reasonably be exceeded in any 
region that we have examined, and we have looked at the 
entire country. lIt will be based on experience. 

It will be based on what are the costs that 
insureds are bri*ging to ,the marketplace. And how will we 
know that? Because every year, the health plans are going to 
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be bidding on the services that they are going to be 
offering, like the Geprgia Baptist Health Plan, for example. 

So I doJ't think that this is as different or new 
an approach to tr~ing to get some budgeting in this system 
that some people are characterizing it, but it will begin to 

. compare apples tolapples by looking at what the services are 
that have to be otfered and asking insurers and asking health 

Iplans to be able to meet those targets. 
. I . . .
And then, of course, there are provlsl0ns ln the 

event of the kindS of contingencies you talked about, that we 
have a contingenc~ reserve fund if a region is hit by an 
earthquake and a p'lague,we've got that built in, to try to 

. provide some additional cushion. . 

And let me just finally say the underlying issue in 
the concern about premium caps is rationing, isn't it? I 
mean, people are worrieQ that you're not going to be able to 
provide the servides that you want. I assume that's the 
underlying worry. 

I mean, some participants in the hea1th care 
system, in additio1n to physician~, would be worried that 
their profits are not going to be as big as they need them to 
be, to show their return to their shareholders. But the 
real, underlying social and medical concern is rationing. 

. . I" . 

But we l:ilation now all the time. Dr. Koop has told 
me that, based on the research he's done, that if an 
uninsured person and an insured person go into the hospital 
with the same ail~ent, the insured -- the uninsured person is 
three times more llikely to die. We have all kinds of 
rationing in our ~ystem. And what we want to do is to 
provide a rationali basis for comparing costs in different 
regions of the cou'ntry and within regions so that we can 
begin to have you ~ake mote cost-effective decisions. 

Q It hJs been transmitted to me that we are going 
to have a second question from Augusta. Is that -- we're now 
shifted to -- no,'lwe/re back to Augusta. Which is which? 
We're in Columbus. Okay. And here we're asking Tod Jarrell 
(phonetic), urologist, second-generation physician, a native 
of Columbus in pra'ctice for seven years. Dr. Jarrell. 

Q Good lafternoon, Mrs. Clinton. My question today 
is concerning tor~ reform. We know that many trial lawyers 
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do not want any significant tort reform in the new system. I 
appreciate your c6ncerns for changing the system with the 
certificate of me*it for suits, the caps on the attorney fees 
limited ·toone-third of the award, but no limits on -- to 
impose caps on nort-economic damage. 

We were!jUstwondering if you, as a trial lawyer, 
would be willing to work with the AMA, the American Hospital 
Association, and the Medical Association of Georgia, to .. 
significantly str~ngthen the plan's tort reform provisions 
and, is it fair t6 expect doctors, nurses, hospitals to 
reduce and elimin4te health care services through managed 
care without providing adequate protection from malpractice 
liability? I . . 

MRS. CLINTON: Well, Doctor, I think that your 
question has seve~al parts and we believe, actually, that 
managed care and better-organized care where you have more 
peer review and m6re accountability within your services will 
help to eliminatelmalpractice and negligence and will help to 
decrease the number of lawsuits that are legitimately 
brought. 

And the other thing to remember is that this has 
been an area that has always been left to the states. You 
know, there is a huge division in the Congress between those 
who think we ought to have national malpractice reform and 
those who think y6u should not have any national legislation,. ' 1t should all be left to the states. 

We haveltried to come up with what we think is a 
reasonable and re~ponsible package of malpractice reforms, 
and the Congress is going to work its will on that. There 
are ~-there are Schools of thought ranging from much more 
severe approaches) including all kinds of caps of all kinds' 
of damages, not just non-economic, all the way over to doing 
nothing; and welv~ tried to strike what we think is a very 
.responsiblemiddl~ course that we think we can get through 
the Congress "1. . . 

. The President is in favor of malpractice reform. 
He is not going t6 stand in the way of the Congress if they 
choose to go another way, except that he is going to hold 
firm on what he thinks the elements in his plan at the 
minimum ought to be. But the states are always free to do as 
much as they can get through their own legislatures and we 
are urging the states to do that. And different states have 
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tried different approaches. I haven't found any doctor 
living in any staTe who is happy with anything. 

So I think the bigger issue is, how do we get to 
the point where w~ have an atmosphere in which physicians who 
are practicing ar~ doing so in ways that give confidence to 
themselves and th~ir colleagues with these practice . 
guidelines so that we can eliminate malpractice at its source 
and if, unfortunately, somebody gets through all the hurdles 
we put in their w~y, they are immune from the kind of 
obnoxious lawsuit~ that too many people have seen filed. 

So we'rl going to stick with what we've got and 
we're going to work very hard to get this through the 
Congress, and we're going to need a lot of help to get this 
through the congr~ss. And if others can get something in 
addition that would work, we're not going to stand in the way 
of that, 
through. 

but we'r~ going to urge that we 
I 

at least get this 

Q Doctor (inaudible)? 

Q Mrs. jClinton, my name is Gerald Gussick 
(phonetic) and I ~ppreciate that opportunity of meeting with 
you again as I did in Chicago this summer. I'm the residency 
director for the otolaryngology and head and neck surgery 
service here at Erilory, which is a private institution. It's 
one of two univer~ity-based post-graduate residency training 
centers in the state. . 

As a suJspecialist, as asuper-subspecialist who 
deals with tertiary referral problems, I'still feel that we 
have a tremendous Iimpact on what makes medicIne great in this 
country, and it is the technology that has been advanced in 
specialties like our own. And I think many residency 

. programs and diredtors in 8ubspecialties, as echoed by the 
previous speaker of this microphone are concerned as to the 
elimination of X percentage of the residency spots. 

I don't/think that anyone would argue that, you 
know, perhaps tha~ there are too many subspecialists out in 
this country and that this may, indeed, cause problems with 
increasing healthlcare. I would wonder what role you would 
have these specialty residency programs and everyone else 
participate in th~ reapportionment of those funds and those 
spots. I . I 
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There's -- you know, we graduate two residents a 
year and the Medical College of Georgia graduates two 
residents a year. That's four new otolaryngologists coming 
from the state of Georgia whereas the city of Philadelphia 
may graduate 16. 

My plea would be that you would involve those 
specialty program~, the medical schools, the residency 
directors, in addition to those students, in the 
reapportionment of some of these residency spots and funding 
through Medicare, land that it be done in a rational manner, 
and have physician input, unlike many of the lack of input, I 
think, that many df us have felt with the previous input in 

• Ithe task, ~n the Health Care Task Force. Thank you. 
. I .. . 

MRS. CLINTON: Well, what you're descr~b~ng 1S 
exactly what we ihtend to do. And with me today is Dr. Phil 
Lee (phonetic) whd is the Assistant Secretary of Health in 

I •

Health and Human Serv1ces, and we have worked very hard to 
create a system ih which the medical schools and the training 
programs are the advisors for the decision making, and to try 
to eliminate some IOf the discrepancies that you've described 
and to try to key it to, you know, populations and to the 
kind of needs that exist for specialists and subspecialists. 

. Q I'd like to put the technicians on notice that, 
after the 'next qu~stion, I'd like to move to the next distant 
site. Number 2. 

Q Mrs. Clinton, my name is Lawrence Sanders 
(phonetic). I'm ~he associate director for community health 
at the Cabot (phonetic) county Board of. Health, a member of 
the Georgia state IMedical Association and the National 
Medical Association, where I serve on the Health Policy 
Committee with a ~pecial emphasis on standard benefits 
packages.. I . 

I want to thank you for taking the time to address 
our House of Delegates at the. National Medical Association by 
telephone and we look forward to seeing you in orlando 

Ibecause we care for a number of people who bear the 
disproportionate burden of poor health status in this 

. country. I 
.. I 
And, along those lines, I want to shift the topic 

toward prevention,! and I want to applaud the health plan for 
including prevention as part of standard benefits packages. 
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Prevention is im~ortant as a cost-saving measure as well as a 
means to bring equity to health status among American 
citizens. . 

I have a two-part question: 

Given that prevention, at best -- the returns from 
prevention, at belst, occur over the long run, how long do you 
predict it will t!ake before we see the results of our 
investment in pre'vention? . 

. And twJ" how do we sustain the ~nterest in making 
an investment in Iprevention -- both clinical preventive 
services providedito individuals and community-based services 
provided to popul1ations by public health departments, while 
we wait to see thlis return on investment? Because .we tend to 
be a short-fix, fmmediate gratification society with little 
interest in takitig a long-term view and I think bringing an 
end to the dispa~ities in health status requires a consistent 
investment in prevention. 

MRS. CJINTON: I think that's right. It is going 
to take some tim~ before we see the long-term, positive 
results that we a!nticipate. But I think we'll see some 
short-termresultis as well, as we move forward. . 

th·' kl . b' t h· ;I 1n ' we can· eg1n 0 see some c anges 1n 
I , •

pregnancy-related and prenatal k1nds of outcomes 1f we truly 
have preventive Health care that begins to reach pregnant 
women. I think~e'll begin to see an increase in 
immunization rat~s, because we are providing for that as part 
of the health-carle package ... We're going to begin, I think, 
to see people taking advantage of·the diagnostic tests that 
are going to be doveredunder the benefits package. 

So I. th1ink that the word will spread and people 
will be much mor~ aware of preventive health care. And we do 
have provisions bo support the public health functions while 
this is going on, because we know that public health is still 
going to be very important for many populations but 
particularly the underserved urban and rural population, and 
we hope that the~e will be more connections between public 
health, community! clinics, and other providers of health 
care. 

. I was 1ecently visiting with people in Toledo who 
they've taken the largest hospital in Toledo, which has now 
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created a contract relationship with their community health 
center, and it's J.orking out very well for them. It'~ 
something they've never done in, you know, 25 years. 

So those kinds of changes in both enhancing the 
public health syst!em and finding a new preventive-oriented 
role for it, I th~nk we're going to see. But you're right, 
it's going to tak~ some time. It's not going to happen 
overnight.. . I 

Q Could we have the next 

(End taJe 1, side 2.) 

(Begin Jape 2, in progress.) 

Q (contJnuing) . There's been a strange dichotomy in 
the United states Ifor years between private medicine and 
public health,· between.the doctors of medicine and the 
doctors of public ihealth. I think one of the most 
encouraging things' to me about the President's plan is that 
there.are so many lopportunities in the future for bringing 
private medicine a'nd public health together, not just on a 
personal basis but! where each understands the other's 
profession and hel1ps that person to practice it to the best 
of his ability. j '. 

We now turn to Macon and Billie Jackson, a 
dermatologist invdlved in community activities will now give 
us the first quest!ion. . 

. Q Mrs. IClinton, thank you for taking my question 
this afternoon. We've heard it said earlier this afternoon 
to Dr. Neal that ~f· you choose an HMO plan, you will save 
money but yet ,we 'Ive also heard you promise the patients that 
they will have true freedom of choice. '. . 

But it Jeems that in the fee-for-service plan, 
which most of my p,atients say they would prefer, that that 
plan is not going Ito be as available to them. My patients 
are concerned that they're going to be forced to join an HMO 
plan because they'lre going to have to pay part of that 
premium and that's all they're going to be able to afford. 

. . . It' 1 th' hEven your plan's language seems 0 lmp y lS. T e 
HMO plan, the PPO Iplan, is called a "low-cost-sharing plan." 
That plan provides full coverage for hospitalization. It 
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required a minimal co-payment for doctors' visits and for 
prescription drug~. Yet the fee-for-service plan is called a 
"high-cost-sharing plan" and patients are not going to able 
to choose that option. 

How can]you say to our patients that they're going 
to have true freedom of choice when their preferred choice is 
actually going tolbe priced out of their range? 

MRS. CLINTON: Well, I think that's yet to be seen. 
It depends upon h6w fee-for-service organizes itself. There 
isn't any questio~ that organized delivery is more cost
effective and costs less than the traditional fee-for-service 
network. . I .. 

NOw, the fee-for-service network which we are 
guaranteeing in eyery region is going to be run by local 
physicians. TheY1re going to be able to set the costs for 
that. They're going to be able to negotiate what they think 
their fees should be as they try to sell their plan to people 
to join them. . 

But, you know, it is something that I am a little 
bit .bewildered pylbecause when you have a traditional fee
for-service network, even though many people prefer that, 
there is not much difference between the fee-for-service 
networks and many of what are now being called the preferred 
provider networks if you don't eliminate the opportunity for 
physicians to join. And, if physicians are free to join more 
than one network, Ithen why do you want your patients to have 
to go to the fee-for-service network if they can get your 

. services if you j6in one of the organized delivery systems?
I . . . 

And I g\:less part of my bewilderment -- and .I know 
I '.. •that there's a lot of concern 1n th1s aud1ence and among 

Georgia doctors oVer the traditional fee-for-service network, 
but I really think that, if you organize yourselves into 
networks, then yo~ are going to be able to provide your 
services to your patients in a more cost-effective way. 

If you, for example, pool resources so that you're 
not all paying an accountant, you're not all paying a 
bookkeeper, you're not all having one person on the phone 

" . I ". .. .g01ng on and on a~out 1ssues but, 1nstead, you have that 
pool, it doesn't ~n any interfere with your clinical autonomy 
but it will actually save you money which can then be used to 
provide more services to more people in a more cost-effective 
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way. 

So I think there is an issue of experience and 
comfort here thatlI know is not easily overcome if this is 
the only alternative that you've ever had; but it will depend 
upon how you orga~ize yourselves in Georgia and what kinds of 
services you offet at what costs in all of these forms, 
including the fee+for-service. You all will control what the 
costs in the local fee-for-service networks are because 
you'll be settingjthem. 

Q Number 2. 

"Q Mrs. [Clinton, first of all, thank you so much 

for coming to Georgia. You honor the health care providers 

here in our state r by being here. '"" 


The Health security Act calls for less paperwork 
"but increased quaiity assurance. It also calls for uniform 
reporting from th~ health plans to the providers. I work in 
a physician's office so I know firsthand how much time we 
spend on the phon~ dealing with regulations and requirements. 

Does yolr bill also mandate that these health plans 
will have enough phone lines, knowledgeable personnel, and 
hours of operation so that we will be able -~ " 

I " 
(Applause.) " I " 
Q -- t~ get through to them for prior approvals 


and precertificationwithout spending most of our time on 

hold, as we do noW. " 
" , I 

MRS. CLlNTON: I hope you don't have to ask for 
prior approval an~ precertification. I hope that you're part 
of a fee-for-service network or a PPO or an HMO or something 
that is yet to bejinvented in Georgia, so that you are part 
of a network that agrees to take care of X number of people 
for a certain amoant of dollars, and the decisions you make 
are" your decisions. ' " 

I am trting to eliminate exactly wha~ you just 
described. I donit want you to have to pick up the phone and 
call somebody for!preapproval. If a physician decides to 
make a decision about an admission or a test, that should be 
sufficient and thk only check at the end of the day is were 
you able to do it within some kind of a ,budget? 
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You kno~, hospitals have budgets. You all know 
that, everyone of you who practice in a hospital. We want 
to have some kindlof budget in the overall health care plan 
so that you are a~le to know what kind of money you've got 
available to you that will be there because you've got a 
steady stream of patients who will all be compensated and 
you're not going to have to make those hard choices, and all 
of the services irt the comprehensive benefits package will be 
available so you don't have to argue with somebody about 
whether or not this is a covered service. 

I know ihat this is a leap of faith for a number of 
• I I .people, part~cularly ~n the south, because we do not have 

,experience like p~ople in Minnesota and California and 
Washington and or~gon and Hawaii and a lot of other places 
that have been delivering care in a more organized way for a 
longer period of time. 

But what1 we are trying to do is eliminate all that 
middle that you have been hassled by and which drives your 
costs up without giving you one more minute to spend taking 
care of a patient Iand, I would argue, decreases, ,your income 
because you have ~o spend so much money on overhead and 
paperwork and hiring people to argue with folks on the , 
telephone insteadlof hiring another young doctor or another 
nurse practitioner to help you in the office. So that's what 
we're trying to g~t rid of. 

(APPlaule. )
I ' . 

Q Microphone 3. 

Q Mrs. jClinton, my name is Joy Maxey (phonetic). 

I'm first vice president of the Medical Association of , 

Georgia and the i~ediatepast chair of the AMA Young 


, physicians 5ectiOlL 
I .

I am indeed privileged and honored that you would 
share time with u~ today and am very delighted to see such an 
intelligent and w~ll-spoken as yourself heading our health 
care reform efforts. I certainly hope that if I'm ever in 
need of legal services that I might be able to afford yours. 
You are very excellent. 

I . . • .I come today to d~scuss the ~ssue wh~ch you Just 
alluded to, and that is the issue of delivering primary care 
services. I am a pediatrician here in Atlanta. I am 
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currently looking for a.partner. We have 14 openings for 
pediatricians in general practice in Atlanta, and they are 
very difficult tolfill. There is truly ~ shortage. 

My concerns are -- and again, I have not read 
Saturday night's rendition. I have read the previous 1,300 
and some-odd page [tome but I have not seen 1:he latest. And I 
guess my first question to you is more one of information. 

I •..
What safeguards are there ln your current bll1 to 

not preempt state~ from licensing both physicians and from 
eliminating scopelOf practice legislation as it exists state
by-state? I think that nurses and nurse practitioners are 
outstanding adjundts to physician practices, to help deliver 
care to inner city, underserved, and many patient 
populations, and riot just those two. . 

. I 
But I feel that there would be some quality issues 

if we were to havJ independently practicing nurse 
practitioners or qther mid-level health care providers 
without consultation with physicians out in the patient care 
arena. 

I . . .MRS. CLINTON: Well, thls lsone of those lssues 
that I predict will be as hotly contested as malpractice in 
the Congress becaUse we are increasing the scope of practice 
opportunities forlnurses, advanced practice nurses, because 
we don't have adequate numbers of primary-care practitioners 
in either the private or the public sector. And we have. . .{ ,
trled to do that tn a very responslble way, and I know that 
Georgia has just had-- gone through a battle over that about 
the scope of practice for nurses. . . I· . 

But we're just going to have to respectfully 
disagree with you.! We do not .have enough practitioners in 
our country in underserved areas at this time. And it is -

. I· . 
(Applause.) . 

I 

I ..
MRS. CLINTON: -- lt's gOlng to take a number of 

years before we m~et your pediatrician shortage. It's going 
to take a number df years before we get the balance right 
between specialists and generalists. And, until then, we 
don't think it's ~ight to tell people that the kinds of 
limited-practice ~ervices that we envision for advanced
practice nurses i~ not available to them and so we are 
increasing the scdpe of practice for nurses in this bill. 
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Q We'd like to go to Savannah now and ask Dr. Myra 
Pope (phonetic), who has been 13 years in practice as a 
family practition~r, much of that with signi.ficantinner-city 
and indigent peop~e. First question. Go ahead, Dr. Pope. 

Q GeorJia is not a wealthy state. Our inner 

cities and vast stretches of our rural areas are 

disproportionatel~ poor. How do you propose to ensure that 

our patients in the less~wealthy areas are not adversely 

affected by being lisolated from the services of the more 

affluent health a]liances? . 


I
MRS. CL~NTON: Well, that's a problem that we've 

. tried to address because rural areas historically have had 
fewer services av~ilable and we anticipate, actually, an 
increase in servides for several reasons. . 

First oJ all,we will finally have a much firmer 
financial footing lin rural areas because everyone will have a 
base for reimbursement. We will also be eliminating some of 
the disparities t~at have worked to the disadvantage of rural 
physicians and ru~al hospitals where they have been paid on a 
much lower base than some of those in the urban areas; and 
we're going to tr~ to increase the reimbursement levels in 
rural areas. 

We are also looking to increase the numbers of 
practitioners. in ~ural areas by providing incentives for loan 
forgiveness and fC1r capital formation, loans ~o create 
clinics and expand facilities so that you can be competitive 
in rural areas and also better technological links between 
rural and urban ar;eas so that rural physicians don't feel as 
isolated as they often do, that they're much more likely to 
be tied in with w~at's going on at Emory, for example, if 

. 

there is this kind 
I 

of technological linkage. . 

And thiJ is something that I'd ask Dr. Koop to say 
a. word about becatise he's been pioneering in the area of 

rural practice fO~ a number of years, but his institute at 

Dartmouth has a pa'rticular interest in this. 


Q I thilnk the future is very bright for the 
question that you lasked. There is no doubt about the fact . 
that, in days gone by, especially rural or solo practitioners. 
felt separated frdm the mainstream of medicine. They felt 
isolated. And th~re are many ways that that kind of practice 
can be made more ~xciting, more rewarding, and more 
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fulfilling. 

I sit on the President's Informatics Task Force and 
I co-chair an ad lioc committee of the National Academy of 
sciences that is studying the interface between health care 
reform and primary care, and I can tell you that there 
already is the technology available to take the medical 
'center out to the [family practitioner in rural America, 

whether he is in his home or his clinic or his hospital. 


The cosJ of that technology today is, in some 
places, high and, [in some places, exorbitant but those prices 
are coming down 

, 
and I 

I 
would think, by the time this health 

care plan gets th~ough Congress, that you would see 
, tremendous changeS in communication to make life where you 
are talking about it ever so much more wonderful. 

Number l!. 

Q Helld, Mrs. Clinton; As you may know, this is 
much a world prob]em as it is an American problem and the 
whole world is wa~ching and looking up to America to provide 
.leadership. How do you think this important initiative will 
affect other health programs around the world, especially 
those sponsored b~ World Health organization, for developing 
couritries? And I would like both yourself and Dr., Koopto 
respond to this. Thank you. 

MRS. CL]NTON: Well, I hope that the continuing 
leadership that the united states has given to health care 
will not only inspire but help facilitate countries around 
the world in look~ng at their own health'care systems. But I 
have to be honest.[ In some very important respects, 
underdeveloped countries, when it comes to public health, are 
quite in advance df us. I mean, they have often lower infant 
mortality rates, dnforturiately, higher immunization rates. 

of our SYS~:~ ~~:~ :~ea~~tt~;i~~o~oa~Ott:yt~h~~~dt~~S:n~a~ts
think, then, we w~ll be in a position of undisputed 
leadership, that tiot only will we have the best health care 
in general and ce~tainlY by far the best tertiary care but we 
will also get to the point where we have the best public

1 •• •

health. So all ofI those p1eces Wl.II have to fl.t before we 

can have a health care system that operates as well as it 

should in every pa·rt of our country. 
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Q Ther~ are several ways in which the united 
states does provide leadership. It may seem at times, as you 
watch it, to be spotty but it is rather comprehensive. 

I 
First of all, we provide a better research base for 

medical progress and public health progress than any other 
country in the wo~ld. We also are the greatest contributors 
to the World Heal~h organization, which actually funds, for 
much of the underdeveloped world, their public health 
problems. I .. . 

But, then, there are also, out of this country, two 
separate ways in ~hich the Third World is specifically cared 
for. One is by g6vernmentresponse to specific requests to 
the Department oflHHS, through the Public Health Service and, 
usually,· through ~he Commission Corps, to go out and answer 
special epidemiol6gic problems and to help -- not necessarily 
to take over but io help -- other countries form an 
infrastructure that will prevent the same thing from 
happening again. I 

And then there is the final thing, which is a very 
special part of tije American cultural personality and that is 
our tremendous ability to mount an effort of relief for any 
country in distre~s, even if that is on the other side of the 

• I .
world; and that 1S over and above and on top of the constant 
private effortthat·is made through missionaries and both 
religious and qua~i-religious and civic organizations to 
provide benefits io less-weII-off people around the world.I .. . . 

So I think you don't have to worry about America's 
leadership but, a~ the First Lady said, we have to clean up 
some old thing,s6me things in our own back yard as far. as 
public health is 90ncerned so that we are a better example 
than we are at the present time. 

Second. 

Q My name is Jeff Nugent (phonetic). I'm a 
practicing surgeort and chairman of the board of Medical 
Association of Ge6rgia •. I would like to express my concern 
that the 55/45 pe~cent generalist to specialist residency 
ratio which you artnounced today will result in the closing of 
many specialty tr~ining programs and affect the great success 
of specialty rese+rchin this country. 

Sinces~phisticated, clinical research and much of 
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the basic science research has been done by specialists or 
scientists workingl in their laboratories, have you given due 
concern to the effect that reducing specialty funding will 
have on quality an~ quantity of medical research in the 
united states -- the best medical research in the world? 

I 
. MRS. CLINTON: Yes, we have, and we have gone over 
it exhaustively, ahd we've talked to every expert in the 
field and we intend to increase research. But there -- you 
know, and I'm going to ask Dr. Koop to comment on this 
because we had a question similar to this at one of the 
meetings of the metlical colleges. 

It's a vlry ironic question. The federal 
government h(is pai~ to· create these specialists. This has 
not happened by acpident or by an Act of God or by the 
private sector •. I~ has happened by the feder?l government 
paying to create specialists. And we have too many of them 
for the populationl that this country has in comparison to the 
number of generalists. . 

So if thlfederal government is going to pay for 
it, that doesn't mban that it is going to eliminate the . 
further training oif specialists. It means that it's going to 
decrease the numbe~s and the rate of growth while we try to 
increase the numbe~s .of the generalists. 

, I. .

At the same t~me, we are going to be putt~ng more 


money into medicall research than has been going into medical 

research for a number of years. We have underfunded medical 

research in the la~t 15 years. We are putting more money 

into that. .. I . . . 

There ma¥ well be a reaction on the part of those 
in specialties who, have been trained in the programs which we 
built up in the last 20 years. But we have every reason to 
believe weare notl in any way either decreasing research or 
clinical work or a~ailability by trying to increase the . 
number of generalists. There is, I don't think, any expert 
in the area of medicine and the allocation of resources who 
will disagree withl that. 

That doe1sn't mean the state of Georgia can't fund 
more -- if thesta!te of Georgia wants more specialists, the 
state of Georgia c:an fund them. If the private hospitals or 
philanthropies want them, they can fund them. But the 
federal governmen~ has a special responsibility to try to· 
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create a better balance. We created the imbalance; now we,"",e 
got to try to creat11e a better balance.. And .that's what ~le 
intend to do. 

Q I'd answer your. question and conce.rn thre,e \raYS: 

First of lll,· there is ClI lott. o·:t[lr.es:earch d.one: i.lil 
specialties that is\ not done in t.Rte:: ~.ci?.i.Lt:y programs of 
clinical residencies u haspital£.• 

'1 
S;..econdly" Ibn.1vpJi.tal staffjL~qof spe~cialis,ts in 

tratrtJ$'J4i~s n.e\'fer.&~'i'dn \b:as,ed upc:lll!ll ,societal nleeds in this 

cO~'1'''' I 
A d f · 'ill ....,.. .. ,,-,:n--·'··: d f r ch you'r.. " n ',., :".na t, '..' t ~~'?'~f""'- ~ .:..••"'. Kl..n '? esear e 

,"j.:/:.::............. i:. 'l..Cl.lI..C:i:>\ pJ.ace ln academlc medl..cal centers. And 
's difficult to pull these figures out of the plan but I 

think that.this is hpproximately right, that over the next 
five years, insteadlof the $46 billion that would have been 
available to academic medical centers, it will now be a 
little bit over $50jbillion. 

So I think that there will be a sufficient amount 
of money from other[sources hitherto not tapped that will 
take care of the shortfall that you anticipate. 

I 

( i 
" .. -' 

Yes, go ahead. 

Q Do you think that we have the number of 
specialists that we have today because of the wishes of the 
American people in o/anting,more specialty care or because by 
government planning? 

I
MRS. CLINTON: By government planning. There's no 

doubt about it. I ~ean, we didn't -- you know, when .we 
started funding spe6ialists through Medicare, we can show you 
on charts the increase in the number of people who went into 

• . I

speclalty care. It's supply and demand. It's cause and 
effect. 

And, because at the same time, as Dr.'Koop has 
pointed out, the sott of status of specialists -- because 
that's where the moAey was coming -- began to increase, 
people were kind of Iturned off from the idea of becoming 
generalists. That ~as not that sort of aura and glamour and 
status associated with it because the infrastructure, the 
faculty salaries, the dollars were going into specialist 
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training. 

There is -- I mean, that is -- you know, you can 
look at any history of what Medicare funding through indirect 
and direct medical education has done to create specialists. 
You don't have --I the American people did not stand on street 
corners saying, "Give me more thoracic surgeons. 1I I mean, 
that is not how it happened, I'm sorry. 

(Applause. ) 
I

MRS. CLINTON: And, you know, we -- we need 
thoracic' surgeonsl We need specialists. But if we're going 
to have a health <hare system that provides primary care and 
refers people to ~pecialists who need to see specialists, 
then they have to have primary care generalists who perform 
that func~ion. . 

And I guess the other point that Dr. Koop has made 
several 'times is that, you know, a good generalist has to 
have a much broad~r field of knowledge than a good specialist 
who can begin to rtarrow, because that's what we expect that 
doctor to do for~s. The kind of effort that goes into . 
becoming a generalist today 'is often very burdensome and the 
financial rewardslare not often very forthcoming. 

So if you're a pediatrician and you have an 
adolescent in you~ office and what you really need to do is 
to sit and talk with that young man or woman to try to figure 
out what the real Iproblems are, you don't get paid for that 
so you're going to either have to figure out some test to 
prescr~be so that Iyou can get reimbursed for the 30 minutes 
you spend' or you'l!'e going to have to send him on the way. .' 

. There'slnosystemic way to reward clinical practice 
by generalists, and we've got to change that. We can't have 
a comprehensive h~alth care system without that kind of base 
of primary care physicians. . .. , 

. I . . . . 
. (Applause.) 

Q This liS the most unpopular thing I'm going to 
say this afternoon. In order to keep to the First Lady's 
schedule, this ne~t question is the last question. 

Q Mrs. \Clinton, my name is Bill Mitchell 
(phonetic) and I'm currently a fourth-year general surgery 
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resident here at Georgia Baptist. My work week here is 
Igreater than 100 hours a week but my student loan debt 
Iunfortunately forces me to work a large number of hours 

moonlighting in oi.der to pay the interest on my loans. 

I recenJlY listened to the young lady in the other 
aisle speak of ha~ing a student debt of $60,000 and I was 
quite envious as L looked at' her. My own student debt is 
currently greater than $120,000. Between pre-med, medical 
school, residency "and fellowship, my training is going to' 
last a total of 15 years 'and the total payments on my loans 
will be in excess 1of $486,000 according to my current ' 
calculations. In 11986, the federal government pulled the rug 
out from underneath my feet by eliminating the tax deduction 
on student loans, \"'1hich I was counting on as a first-year 
medical student at that time. 

I've heard you discuss a few generalities in terms 
of loan forgiveness, loan repayment programs, et cetera. I

• • I \ was wonder1ng 1f you could tell me and some of the other 
residents here wha~ your timetable is and the size and scope 
of these programs and whether or not they will affect us 
during our training? 

I
MRS. CLINTON: It depends upon when we get the 

legislation passed i, Doctor. I mean, that's the real key. 
Our plan is to beg~n to move immediately to relieve the 
burden of existingl students as well as future students and it 
will depend upon how soon we can move. I mean, all of the 
'features of this plan have to be enacted in the Congress, 
obviously, and theh we have to move to implement them. 

If we're able to achieve Congressional action by 
next summer, which is what our hope is, then we could begin 
to implement this bill in 1995. And I think we are aiming to 
have a direct impa~t on existing medical students and 
residents, not just those in the future. So that's my hope

I •• ,for you because, Obv1ously 1t's a terr1ble burden for you to 

be laboring under. I ' 


Q I. want to thank you all for your attention and 

we're sorry' that wi ,can't stay longer. Thank you. 


(Applause. ) 

Q A cou~le of things to say and then a real, real 
surprise. I've beEim advised that I failed to mention the 
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Health Science Television Network is televising this over 
2,000 hospitals ih the United states. I apologize for this. 

.\ I" t f th " ,Dr. Koop, Mrs. C 1n on, rom e Georg1a Bapt1st 
Medical Center, from the physicians of the Georgia state 
Medical Associati6n, from the physicians of the Medical 
Association of Ge6rgia, from the elected officials in Georgia 
both on a. locala~d state level, and from all the citizens 
from our great st~te of Georgia, we want to thank you for 
coming here tOday!to be with us. 

We promise you that when this debate gets into the 
legislature, in C6n:gress, that the things that we do not 
agree on we will ~e able to disagree without being 
disagreeable. BUt. again, we thank you for coming. 

The surJrise that I want to let you'know is that 
Mrs. Clinton has Stated that she will be down on the floor to 
shake hands after\we are through with this. The ones that 
will be leaying t~rough the back, be sure you leave through 
the back doors and do not come through the front of the 
auditorium. Than1 ~.ou very much. 

(Applause.) . 

(End of tape.) 

* * * * * 


